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 ABSTRACT  

Article information Background: Tinea pedis places a significant burden on patients. The standard treatment is antifungals, e.g., 

terbinafine. However, the efficacy of the drug has been questioned in the last years with the appearance 

of resistance to the drug. The introduction of other drugs is essential. 

The aim of the work: The aim was to assess and compare the efficacy and safety of topical terbinafine 1% 

cream versus aluminum chloride hexahydrate 15% in ethyl alcohol solution in treating interdigital tinea 

pedis. 

Patients and Methods: Two groups of patients were included [each 37 patients]. All had been clinically 

diagnosed with interdigital tinea pedis and scheduled for treatment with terbinafine 1% cream once 

daily for one month [group A] or aluminum chloride hexahydrate 15% in ethyl alcohol solution once 

daily for one month [group B]. All patients submitted to standard medical assessment before initiation 

of treatment and photographs were captured for documents. Then all patients were followed up every 

two weeks for 3 months after initiation of the treatment. They were assessed for clinical improvement 

[efficacy], side effects [safety], and recurrence rate. 

Results: The mean age was around 40 years, with a high incidence among females. Improvement was higher 

among group B than group A. But the difference was non-significant. The side effects were more in 

group B with significant differences [35.13% versus 8.1%]. Burning alone or with redness and dryness 

were the commonest side effects. The recurrence was higher in B than A groups [20.0% versus 15.38% 

respectively]. However, the difference was statistically non-significant. 

Conclusions: Terbinafine and aluminum chloride are effective in the treatment of interdigital tinea pedis 

with a superior safety profile for terbinafine. However, the higher success rate with aluminum chloride 

recommends its use especially since the side effects were mild and resolved with proper care. 
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INTRODUCTION 

Tinea pedis, also known as "-athlete's foot" is an infection of the soles, 

interdigital clefts of toes, and nails. Its incidence increases with advanced 

age and it is the most common disease of the feet. The dermatophyte fungi 

are the principal cause, while some molds and yeast are responsible less 

frequently. The keratin layer of the skin is invaded by the fungus through 

keratinase and mannans suppress the body's immune response [1-3].   

Risk factors for tinea pedis are diverse and include humidity, tight 

footwear, and comorbid disease conditions [e.g., diabetes mellitus, 

obesity, vascular disorder, bone and joint disease] [4-6].  

Clinically, tinea pedis is classified into hyperkeratotic, vesicular, 

interdigital, and ulcerative types. The commonest type is the interdigital 

one. It affects the interdigital spaces of the fourth and fifth toes and then 

progresses to the spaces between other toes, leading to maceration, 

exfoliation, and cracking [1].   

For treatment, topical terbinafine is the most commonly used 

medication. It has a broad-spectrum antifungal action against different 

fungal infections of the skin. It exerts its action through the inhibition of 

squalene epoxidase in the fungal biosynthesis of ergosterol. Ergosterol is 

an essential element for cell membrane growth leading to the 

accumulation of squalene [2,7].  

In patients with chronic tinea pedis, keeping the toes dry is important 

and beneficial to prevent recurrence [3].   

As early as the 1970s, Leyden and Kligman [8] recommended 

aluminum chloride for the treatment of symptomatic tinea pedis.  They 

confirmed the superiority of aluminum chloride over other salts of 

aluminum in control of superinfected tinea pedis symptoms. They 

explained these effects by the ability of the solution to dry the skin surface. 

In addition, a concentration of 20 – 30% of aluminum chloride had a 

disinfectant action against gram-positive and gram-negative bacteria, 

yeasts, and other dermatophytes [10,11].   

Aluminum chloride hexahydrate is associated with the reduction of 

sweat production by blocking the lumen of the ducts of the distal eccrine 

sweat glands, with secondary changes [e.g., atrophy and necrosis] may 

occur to the sweat glands with destruction of secretory units [12]. However, 

the data comparing terbinafine to aluminum chloride hexahydrate in the 

treatment of tinea pedis is deficient. Thus, the current work aimed to assess 

and compare the efficacy and safety of topical terbinafine 1% cream 

versus aluminum chloride hexahydrate 15% in ethyl alcohol solution in 

treating interdigital tinea pedis. 

PATIENTS AND METHODS 

This was a prospective, double-blinded, double-armed, simple 

randomized clinical trial. It is carried out at the outpatient clinic of the 

Department of Dermatology and Venereology, Damietta University 

Hospital, Al-Azhar University [Damietta, Egypt].  

It was completed between April 2023 to January 2024.  

It finally included 74 patients with clinical diagnoses of interdigital 

tinea pedis. They were divided into two groups [37 each] by a simple 

randomization process. The first group [Group A] received a topical 

terbinafine 1% cream once daily for one month. The second group [Group 

B] received topical aluminum chloride hexahydrate 15% in ethyl alcohol 

solution once daily for one month. 

The inclusion criteria were clinical diagnosis with interdigital tinea 

pedis, of both sexes aged 18 years or more. On the other side, patients with 

a history of hypersensitivity to terbinafine or aluminum chloride, 

immunocompromised, pregnant, and lactating females were excluded 

from the study. 

Ethical considerations: The study protocol was reviewed and 

approved by the institutional review board [IRB] for research and ethics 

[Damietta Faculty of Medicine, Al-Azhar University, Damietta, Egypt; 

DFM-IRB00012367-23-01-001]. The study protocol was explained for 

each patient and an informed consent was signed. The study was 

completed by the ethical codes of the Helsinki Declaration for research 

conduct and reporting. Collected data were anonymized and used only for 

the study. All subjects retain their right to withdraw at any time without 

any harm or effect on their treatment protocol. 

For each patient, a full medical history was reviewed. Then, a 

clinical examination from head to toe was performed to confirm diagnosis 

and rule out other associated fungal infections. Finally, a local 

dermatological examination of the interdigital spaces was performed for 

all included subjects.  

The treatment protocol: according to the classification and grouping 

of patients, group A received topical terbinafine 1% cream once daily for 

one month and group B received topical Aluminum chloride hexahydrate 

15% in ethyl alcohol solution once daily for one month. All patients were 

instructed to keep dryness of their legs after washing and to wear sandals.  

Clinical evaluation: initial evaluation was done for all patients before 

initiation of the treatment. Then, regular evaluation was performed every 

two weeks for 3 months after the initiation of treatment by serial 

photographs. Finally, the photographs before and after treatment were 

compared. 

The outcome [the result of treatment] was assessed as a complete 

cure, with a resolution of clinical signs and symptoms of tinea pedis, 

adverse events [e.g., erythema, burning sensations, and blister formation], 

where adverse events were related to the used drugs as judged by the 

investigators, treatment failure, defined as lack of significant clinical 

improvement after the 4 weeks of treatment and recurrence, where the 

infection recurred after cure during the follow-up period.     

Data analysis: The statistical package for social science [SPSS], 

version 20 [IBM Inc., Armonk, NY, USA] was used for statistical 

analysis. Qualitative variables were expressed by their relative frequency 

and percentages. On the other side, quantitative variables were presented 

by their mean, minimum, maximum, and standard deviation [SD] when 

normally distributed. The non-normally distributed data were expressed 

by their median and interquartile range. The normality Shapiro-Wilk test 

was used as a test of normality. P value < 0.05 was considered statistically 

significant. The significance tests were Chi-square tests for qualitative 

variables. Otherwise, Fisher's Exact or Monte Carlo was used for 
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correction of Chi-square when > 20% of the cells have expected count < 

5. The independent samples student "t" test was used for comparison 

between the two groups. However, the Mann-Whitney test was used for 

abnormally distributed quantitative variables. 

RESULTS 

In the current work, 37 patients with interdigital tinea pedis were 

included in each group. They were essentially in their fourth decade of 

life. Females were more represented in both groups than males. Most of 

them were housewives. The disease onset was gradual in all patients with 

a progressive course. The disease duration ranged between 3 to 6 weeks 

and the infection was mainly mild. There were no significant differences 

between groups A and B regarding demographic characteristics of patients 

or disease characteristics [Table 1].  Table [2] represents the clinical 

improvement over time of follow-up. Both groups were comparable [no 

significant differences] in the second and fourth weeks after treatment, 

although improvement was higher in group B. however, the side effects 

were more in group B with statistically significant differences. The total 

side effects were reported among 35.13% and 8.1% in groups B and A 

respectively. The main side effect was burning with redness or dryness.   

Regarding recurrence at the end of the 12th week after initiation of 

treatment, it was higher in group B than in group A [20.0% versus 15.38% 

respectively]. However, the difference was statistically non-significant. 

The recurrence at the 6th and 8th weeks was higher among group B, then it 

was higher among group A in the 10th and 12th weeks. Again, the 

difference between groups A and B was statistically non-significant 

[Table 3].   

 

 

Table [1]:  Patient and disease characteristics among study groups  

 Group-A  Group-B  Test  p 

Age [years] [mean±SD] 38.21±10.34 41±13.11 1.014 0.314 

Sex [n,%] Male 9[24.32] 12[32.43] 0.598 0.439 

Female  28[75.67] 25[67.56] 

Occupation  

[n,%] 

Housewife 18[48.64%] 18[48.64%]  

4.876 

0.907 

Employee  16 [43.2%] 13 [37.8%] 

Farmer  2 [5.4%] 3 [8.1%] 

Student  1 [2.7%] 2 [5.4%] 

Gradual disease onset [n,%] 37 [100.0%] 37 [100.0%] 0.001 1.0 

Progressive course [n,%] 37 [100.0%] 37 [100.0%] 0.001 1.0 

Disease duration [weeks] [median, IQR] 4 [3-6] 4 [4-6] 1.56 0.118 

Degree of  

Associated  

symptoms [n,%] 

Mild  21 [56.8%] 28 [75.7%]  

3.13 

 

0.209 Moderate  15 [40.5%] 8 [21.6%] 

Severe  1 [2.7%] 1 [2.7%] 

Group- A for terbinafine and group- B for Aluminum chloride hexahydrate 

Table [2]: Clinical improvement overtime and side effects among study groups 

 Group-A  Group-B  Test  p 

Clinical improvement after the  
second week of treatment [n,%] 

Improved  22 [59.45%] 24 [64.86%] 0.230 0.632 

Not-improved   15 [40.54%] 13 [35.13%] 

Clinical improvement after the  
fourth week of treatment [n,%] 

Improved  26[70.27%] 30[81.08%] 1.175 0.278 

Not-improved  11 [29.72%] 7 [18.91%] 

Side effects [n,%] None  34 [91.9%] 24 [64.86%] 11.557 0.003* 

Burning  1 [2.70%] 7 [18.91%] 

Burning and redness  2 [5.40%] 1 [2.70%] 

Burning and dryness  0 [0.0%] 5 [13.51%] 

Total side effects [n,%] 3 [8.1%] 13 [35.13%] 7.97 0.005* 
Group- A for terbinafine and group- B for Aluminum chloride hexahydrate 

Table [3]: Recurrence rate among study groups over the follow up period 

 Group-A Group B Test  p 

No recurrence 22[84.61] 24[80] 

 

4.54 

 

0.56 

Recurrence at the 6th week  0 [0.0%] 3 [10.0%] 

Recurrence at the 8th week  1[3.84%] 2[6.66%] 

Recurrence at the 10th week  2[7.69%] 1 [3.33%] 

Recurrence at the 12th week  1[3.84%] 0 [0.0%] 

Total recurrence  4 [15.38%] 6 [20.0%] 0.463 0.496 

Group- A for terbinafine and group- B for Aluminum chloride hexahydrate 

In the next section, we presented a photographic assessment of some 

cases of both groups. We started with group A [terbinafine]. The first pictures 

were of a 47 years old female, housewife with interdigital tinea pedis. There 

was clinical improvement at the end of the 4th week of treatment [Figures 1-

3] describe the clinical condition before treatment, and 2 and 4 weeks after 

treatment. The second picture was for a 34 years old male, working as an 

engineer, with interdigital tinea pedis. Figures 4-6 describe the case before, 2 

weeks, and 4 weeks after treatment. There was clinical improvement at the 

end of the fourth week.    

 

In group B, the first case was for a 23-year-old farmer with interdigital 
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tinea pedis. Figures 7 to 9 were for the condition before, two weeks, and four 

weeks after treatment. There was clinical improvement. The second case was 

for 57 years old female, housewife, with interdigital tinea pedis. Figures 10 

to 12 showed the condition before, 2, and 4 weeks after treatment. There was 

clinical improvement after the 4th week of treatment

   
Figure [1]: Before treatment Figure [2]: two weeks after treatment Figure [3]: Four weeks after treatment 

   

Figure [4]: Before treatment Figure [5]: two weeks after treatment Figure [6]: Four weeks after treatment 

   

Figure [7]: Before treatment Figure [8]: two weeks after treatment Figure [9]: Four weeks after treatment 

  
 

Figure [10]: Before treatment Figure [11]: two weeks after treatment Figure [12]: Four weeks after treatment 
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DISCUSSION 

Despite the advances in anti-fungal medication, the incidence of tinea pedis 

showed a marked increase in recent years. People at risk of dermatophyte infection 

include miners, marathon runners, and soldiers due to tight footwear [8].  

In addition, there was no consensus on the standard medical treatment of 

athlete's foot. Here we compared topical terbinafine 1% cream versus aluminum 

chloride hexahydrate 15% in ethyl alcohol solution in treatment regarding the 

safety and efficacy. Results showed that aluminum chloride hexahydrate 15% in 

ethyl alcohol solution was more effective than terbinafine 1% cream. However, 

the difference was statistically non-significant. Interestingly, aluminum chloride 

hexahydrate 15% had a significantly higher rate of side effects. This could be 

attributed to the sweat-reduction effect of aluminum chloride due to atrophy of 

sweat glands [11].  

The reported age in the current work comes in line with Toukabri et al. [12] 

who conducted a prospective trial for Tunisian subjects with tinea pedis [n=392]. 

Their age ranged between 31 to 60 years. The average age was 44.7 years [slightly 

higher than the current work]. 

 In addition, the results are comparable to El Fekih et al. [13] who reported 

peak age of tinea pedis is between 16 and 45 years. The average age was 42 years.  

This could be explained by the fact that this age is the age of full-time working 

activity, exposure to nail trauma, chronic medical diseases, and reduced growth of 

the nails. In addition, reduced proper foot care may predispose to the infection [14-

16].   

In the present study, we found female predominance among studied patients, 

as 75.67% and 67.56% were female in terbinafine and aluminum chloride 

hexahydrate groups respectively. This higher incidence in females may be 

explained by activities specific to females [e.g., repeated aggressive pedicures and 

manicures, the use of detergents [with nail trauma], and frequent housework [12].  

Different reports had a female predilection among tinea pedis [17-20]. 

However, other studies reported a higher incidence in males than females [4,21]. 

This was attributed to more exposure to nail trauma and the usual use of tight 

footwear.  

In this particular study, we found significant improvement among patients 

after the second and fourth weeks of treatment [59.45%, 70.27% and 64.86%, 

81.08%] in terbinafine and Aluminum chloride groups respectively, with no 

significant differences.  

The only available study about aluminum chloride was that of Leyden and 

Kligman [8] who reported effective results in treating tinea pedis. Other studies 

essentially report on the results of aluminum chloride in the treatment of 

hyperhidrosis. However, many trials reported the efficacy of topical terbinafine in 

tinea pedis. For example, Ward et al. [7] conducted a systematic review of 1042 

adult participants [from 7 randomized trials] with tinea pedis to assess the efficacy 

of pharmaceutical treatment. They concluded that topical terbinafine was more 

effective than placebo. Other reports also confirmed the efficacy of terbinafine 

with a cure rate between 81 and 100% within 6 to 8 weeks after initiation of 

treatment. Terbinafine was administered as 1% cream, solution, gel, or nano-

formulations once or twice daily for 1 to 4 weeks [22-23].  However, resistance to 

terbinafine treatment was reported [25]. 

 Returning to the study Leyden and Kligman [8], used aluminum chloride 

[30.0%] for 11 patients with bilateral, wet, macerated, interdigital tinea pedis. 

They used a cotton tip to apply the drug two times daily for one week. After this 

week, 75% of patients showed clinical improvement. In addition, the total flora 

between the toes showed a significant reduction [the reduction percentage reached 

99% in some cases]. The antibacterial and anti-fungal actions of aluminum 

chloride are explained by the direct killing effect and the drying effect of the drug. 

The absence of moisture is one of the important factors to guard against fungal 

infection.   

The higher success rate with aluminum chloride in the current study may be 

explained by the use of alcohol which permits penetration of the active ingredient 

deeper in the skin and promotes its retention time. Alcohol itself is used as a 

disinfectant. Aluminum chloride eradicates also commensal flora of the skin, 

which may affect the resolution of tinea pedis clinical manifestation [7].   

 Concerning safety, topical terbinafine 1% cream was safe and well tolerated. 

However, a burning sensation was reported by one patient in the current work, and 

burning with redness was observed in 2 patients. These effects were mild and 

resolved rapidly.  

These results are in line with James et al. [22] who evaluated the effectiveness 

of two concentrations of terbinafine [1 and 3%] emulsion gel, used once daily for 

5 days for tinea pedis treatment. Only one patient in each group reported mild 

burning or irritation. Similarly, one patient in placebo group reported a stinging 

sensation.  

Li RY et al. [26] reported mild adverse events with terbinafine when used for 

the treatment of tinea pedis. The overall incidence of side effects was 4% [2% in 

each treatment group, terbinafine versus placebo].  

The adverse effects were significantly higher among the aluminum chloride 

group and this could be attributed to alcohol solution which may cause irritation 

and burning sensations [the commonest side effect was redness or dryness] [8].  

The recurrence rate was higher in aluminum chloride than terbinafine group. 

But the difference was not significant. These findings were by Ortonne et al. [27] 

who included 273 patients treated with terbinafine 1%. They reported that the 

recurrence was reported among 12.5% in the 12th week after treatment.  

Schäfer-Korting et al. [28] reported less frequent side effects with terbinafine 

1%. They reported a relapse rate of 10.0% at 1 week of treatment.   

Several factors were responsible for recurrence [e.g., virulence of the fungi, 

host immunity, environmental and pharmacological factors] [29].  

The value of the current work comes from the use of aluminum chloride. As 

expected, it had a higher success rate, but unfortunately with higher side effects. 

However, this study had some limitations. One of them is a relatively small sample 

size. In addition, selection bias was unavoidable, as studied patients were 

primarily recruited from those attending our clinic only. Therefore, there is a need 

for larger multi-center research. 

Finally, we conclude that terbinafine and aluminum chloride are effective in 

the treatment of interdigital tinea pedis with a superior safety profile for 

terbinafine. However, the higher success rate with aluminum chloride 

recommends its use especially since the side effects were mild and resolved with 

proper care. 

Conflict of interest: none  

Financial disclosure: None to be disclosed. 

 

 



Elsayed SG, et al.                                                                                                                                                                                                                                         IJMA 2025 Jan; 7[1]:  5327-5332 

5332 
 

REFERENCES 

1. Nowicka D, Nawrot U. Tinea pedis-An embarrassing problem for health and beauty-A 

narrative review. Mycoses. 2021 Oct;64[10]:1140-1150. doi: 10.1111/myc.13340. 

2. Nigam PK, Syed HA, Saleh D. Tinea Pedis. 2023 Oct 29. In: StatPearls [Internet]. 

Treasure Island [FL]: StatPearls Publishing; 2024 Jan–. PMID: 29262247. 

3. Sasagawa Y. Internal environment of footwear is a risk factor for tinea pedis. J Dermatol. 

2019 Nov;46[11]:940-946. doi: 10.1111/1346-8138.15060. 

4. Khalifa A, Alreshidi IG, Alaradi LA, Alrashidi YM. Tinea Unguium and Tinea Pedis and 

Their Correlation with Diabetes Mellitus in the General Population in the Hail Region, 

Saudi Arabia: A Cross-Sectional Study. Cureus. 2023 Jun 8;15[6]:e40116. doi: 

10.7759/cureus.40116. 

5. Son JH, Doh JY, Han K, Kim YH, Han JH, Bang CH, Park YM, Lee JH. Risk factors of 

dermatophytosis among Korean adults. Sci Rep. 2022 Aug 4;12[1]:13444. doi: 

10.1038/s41598-022-17744-5.  

6. Ramzi SHT, Arif SA, Majid A, Kumar S, Shumail H, et al. Efficacy of Terbinafine and 

Itraconazole Combination Therapy Versus Terbinafine or Itraconazole Monotherapy 

in the Management of Fungal Diseases: A Systematic Review and Meta-Analysis. 

Cureus. 2023 Nov 14;15[11]: e48819. doi: 10.7759/cureus.48819.  

7. Ward H, Parkes N, Smith C, Kluzek S, Pearson R. Consensus for the Treatment of Tinea 

Pedis: A Systematic Review of Randomised Controlled Trials. J Fungi [Basel]. 2022 

Mar 29;8[4]:351. doi: 10.3390/jof8040351.  

8. Leyden JJ, Kligman AM. Aluminum chloride in the treatment of symptomatic athelete's 

foot. Arch Dermatol. 1975 Aug;111[8]:1004-10. PMID: 822782. 

9. Gupta AK, Einarson TR, Summerbell RC, Shear NH. An overview of topical antifungal 

therapy in dermatomycoses. A North American perspective. Drugs. 1998 May;55 [5]: 

645-74. doi: 10.2165/00003495-199855050-00004.  

10. PMCID: PMC8. Ivanov M, Ćirić A, Stojković D. Emerging Antifungal Targets and 

Strategies. Int J Mol Sci. 2022 Mar 2;23[5]:2756. doi: 10.3390/ijms23052756.  

11. Nawrocki S, Cha J. The etiology, diagnosis, and management of hyperhidrosis: A 

comprehensive review: Etiology and clinical work-up. J Am Acad Dermatol. 2019 

Sep;81[3]:657-666. doi: 10.1016/j.jaad.2018.12.071.  

12. Toukabri N, Dhieb C, El Euch D, Rouissi M, Mokni M, Sadfi-Zouaoui N. Prevalence, 

Etiology, and Risk Factors of Tinea Pedis and Tinea Unguium in Tunisia. Can J Infect 

Dis Med Microbiol. 2017; 2017:6835725. doi: 10.1155/2017/6835725. 

13. El Fekih N, Belghith I, Trabelsi S, Skhiri-Aounallah H, Khaled S, Fazaa B. 

Epidemiological and etiological study of foot mycosis in Tunisia. Actas 

Dermosifiliogr. 2012 Jul-Aug;103[6]:520-4. doi: 10.1016/j.ad.2011.12.001.  

14. Papini M, Piraccini BM, Difonzo E, Brunoro A. Epidemiology of onychomycosis in 

Italy: prevalence data and risk factor identification. Mycoses. 2015 Nov;58[11]:659-

64. doi: 10.1111/myc.12396.  

15. Bersano JMQB, Cordeiro MG, Marson FAL. Prevalence and risk predictors of 

onychomycosis in patients on hemodialysis: an observation, prospective, and 

unicenter study in Brazil. Front Med [Lausanne]. 2023 Nov 23; 10: 1268324. doi: 

10.3389/fmed.2023.1268324.  

16. Song G, Zhang M, Liu W, Liang G. Epidemiology of Onychomycosis in Chinese 

Mainland: A 30-year Retrospective Study. Mycopathologia. 2022 Aug;187[4]:323-

331. doi: 10.1007/s11046-022-00647-4.  

 

 

 

17. Sylla K, Tine RCK, Sow D, Lelo S, Dia M, Traoré S, Faye B, Dieng T. Epidemiological 

and Mycological Aspects of Onychomycosis in Dakar [Senegal]. J Fungi [Basel]. 

2019 Apr 29;5[2]:35. doi: 10.3390/jof5020035.  

18. Dhib I, Fathallah A, Yaacoub A, Zemni R, Gaha R, Said MB. Clinical and mycological 

features of onychomycosis in central Tunisia: a 22 years’ retrospective study [1986-

2007]. Mycoses. 2013 May;56[3]:273-80. doi: 10.1111/myc.12016. 

19. Razavyoon T, Hashemi SJ, Mansouri P, Rafat Z, Saboor-Yaraghi AA, Kamali 

Sarvestani H, Ghasemi Z. The epidemiology and etiology of onychomycosis in 2 

laboratory centers affiliated to Tehran university of medical sciences during 2019-

2020. Iran J Microbiol. 2022 Apr;14[2]:268-275. doi: 10.18502/ijm.v14i2.9196.  

20. Gregoriou S, Mpali N, Vrioni G, Hatzidimitriou E, Chryssou SE, Rigopoulos D. 

Epidemiology of Onychomycosis in an Academic Nail Unit in South Greece during a 

Three-Year Period. Skin Appendage Disord. 2020 Mar;6[2]:102-107. doi: 10.1159/ 

000504812. 

21. Al-Mahmood A, Al-Sharifi E. Epidemiological Characteristics and Risk Factors of 

Tinea Pedis Disease Among Adults Attending Tikrit Teaching Hospital/ Iraq. Infect 

Disord Drug Targets. 2021; 21 [3]: 384-388. doi: 10.2174/1871526520 

666200707114509. 

22. James IG, Loria-Kanza Y, Jones TC. Short-duration topical treatment of tinea pedis 

using terbinafine emulsion gel: results of a dose-ranging clinical trial. J Dermatolog 

Treat. 2007;18[3]:163-8. doi: 10.1080/09546630701247971. 

23. Fuhr R, Cook D, Ridden J, Nield K, Leigh E, Cook J, Davies-Strickleton H, Dobmeyer 

J. Results from a Phase 1/2 trial of BB2603, a terbinafine-based topical nano-

formulation, in onychomycosis and tinea pedis. Mycoses. 2022 Jun; 65 [6]: 661-669. 

doi: 10.1111/myc.13448. 

24. Tanrıverdi ST, Hilmioğlu Polat S, Yeşim Metin D, Kandiloğlu G, Özer Ö. Terbinafine 

hydrochloride loaded liposome film formulation for treatment of onychomycosis: in 

vitro and in vivo evaluation. J Liposome Res. 2016;26[2]:163-73. doi: 10.3109/ 

08982104.2015.1067892. 

25. Skaastrup KN, Astvad KMT, Arendrup MC, Jemec GBE, Saunte DML. Disinfection 

trials with terbinafine-susceptible and terbinafine-resistant dermatophytes. Mycoses. 

2022 Jul;65[7]:741-746. doi: 10.1111/myc.13468. 

26. Li RY, Wang AP, Xu JH, Xi LY, Fu MH, Zhu M, et al. Efficacy and safety of 1 % 

terbinafine film-forming solution in Chinese patients with tinea pedis: a randomized, 

double-blind, placebo-controlled, multicenter, parallel-group study. Clin Drug 

Investig. 2014 Mar;34[3]:223-30. doi: 10.1007/ s40261-014-0171-8. 

27. Ortonne JP, Korting HC, Viguié-Vallanet C, Larnier C, Savaluny E. Efficacy and safety 

of a new single-dose terbinafine 1% formulation in patients with tinea pedis [athlete's 

foot]: a randomized, double-blind, placebo-controlled study. J Eur Acad Dermatol 

Venereol. 2006 Nov;20[10]:1307-13. doi: 10.1111/j.1468-3083.2006.01807.x. 

28. Schäfer-Korting M, Schoellmann C, Korting HC. Fungicidal activity plus reservoir 

effect allow short treatment courses with terbinafine in tinea pedis. Skin Pharmacol 

Physiol. 2008;21[4]:203-10. doi: 10.1159/000135636.  

29. Sahoo AK, Mahajan R. Management of tinea corporis, tinea cruris, and tinea pedis: A 

comprehensive review. Indian Dermatol Online J. 2016 Mar-Apr;7[2]:77-86. doi: 

10.4103/2229-5178.178099. 



 

 


