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Authors' reply
Sir,
We welcome the comments on our article1 and thank you
for the opportunity to make our humble submission in reply
[Table 1]. In this pragmatic study,1 the focus was on real‑life
situation in view of perceived recent loss of effectiveness of
terbinafine in dermatophytic infections in India. Our objective
was to find the evidence for or against the above perception.

The study provides evidence that yes, there is a problem, and
this is how grave it is.
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Table 1: Issues raised and the replies
Issue number Issue

Reply

1

In this prospective cohort study, 500 patients of
As only 10 of 500 patients were cured at 2 weeks, 490 of 500
dermatophytosis were included and treated with oral
patients received treatment for 4 weeks.
terbinafine (5 mg/kg/day) for a maximum duration of 4 weeks.

2

It is well known that the unregulated availability and use
of such irrational corticosteroid‑antifungal‑ antibacterial
combinations causes a reduction in the local cellular
immunity, thereby playing an important role in making the
dermatophytosis notoriously recalcitrant.

Cited article2 is an important case series (with review) of 24 male
patients with genital tinea who were incorrectly using topical steroid
combination creams. Data presented in this article2 do not relate to
the attributions made in this comment on our article

3

Use of terbinafine in this study has not been compared with
any other standard drug like itraconazole in a parallel arm.

As mentioned,1 aim of the study was to investigate the effectiveness
of terbinafine in a pragmatic setting, and not to compare its
effectiveness with other antifungal agents

4

Use of terbinafine for duration of 4 weeks is perhaps not
adequate to determine its effectiveness in causing cure, and
treatment longer than 4 weeks would perhaps have improved
the cure rates much higher.

Weight‑adjusted dose of terbinafine used in the study is higher and
duration of treatment much longer than those recommended by
standard textbooks, which recommend a fixed dose of 250 mg per
day to be given for 1 to 3 weeks,3 1 to 2 weeks,4 or 10 to 14 days,5
for tinea corporis and tinea cruris.
Please also see reply to issue number 5.

(contd......)
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Issue number Issue

Reply

5

It has been recommended that minimum duration of treatment
should be 2‑4 weeks in naïve cases and >4 weeks in
recalcitrant cases.

1. P
 lease refer to selection criteria mentioned in the article,1 there
is no criteria related to recalcitrant tinea, rather, all patients
were consecutively selected. Furthermore, only 35 of 500 (7%)
patients had taken an oral antifungal drug in past (Table 2 of the
article in question),1 so their proportion is minuscule.
2. Cited reference is an experience‑based consensus statement,
as mentioned in the article.6 The guidelines6 are important
in the current situation. The study in question1 showed that
terbinafine in higher doses and given for much longer duration
than recommended in standard textbooks has abysmal cure rate.
Answers to the following questions await further studies: (a) Will
further prolonging the duration of treatment help? (b) How longer
than 4 weeks should the duration of treatment be? And (c) What
will be the quantum of benefit versus harm with such treatment?
Had we treated the patients for, say, 5 weeks, it could still be
said that maybe 6 weeks would be better, and so on. Indeed, the
consensus statement also emphasizes the need for evidence (e.g. in
‘scope and objectives’).6

6

The calculation of cure rate at the end of 4 weeks also seems
fallacious (153 cured out of 362 giving a cure rate of 42.3%
instead of 30.6% as mentioned in the article).

Please refer to second paragraph of Results section of the article,1
which mentions that we did (the preferred) intention‑to‑treat analysis.
Therefore, the denominator for calculating cure rate will be 500, not
362, with resultant cure rate of 30.6%.

7

Possibility of reinfection

We treated the patients for four weeks and noted the cure rate.
The patients classified as treatment failure never achieved cure in the
first place. It is not that they were cured and then relapsed. Therefore,
the possibility of reinfection does not apply here.

8

Information regarding demographic and socioeconomic
variables and advice regarding hygiene were not provided.

There are no published data which show that these variables affect
treatment outcome in tinea.

9

We would like to conclude that future well designed studies
comparing effectiveness of terbinafine with other standard
drugs like itraconazole should be conducted before concluding
that it is the end of the road for terbinafine.

Please see reply to issue number 3.
We did not hypothesize (e.g. about cause(s) of lack of effectiveness
of terbinafine), rather, we presented data which show that terbinafine
now has abysmal cure rate.
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