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ABSTRACT

Background: Tinea cruris, commonly referred to as jock itch, is a prevalent superficial fungal
infection caused by dermatophytes, leading to discomfort and recurrent episodes. The management
of tinea cruris requires effective antifungal therapy to ensure complete eradication and prevent
recurrence. This randomized, controlled study compares the efficacy and safety of Luliconazole 1%
cream and Amorolfine 0.25% cream in 100 patients diagnosed with tinea cruris.

Materials and Methods: A randomized, controlled trial was conducted on 100 patients diagnosed
with tinea cruris. Participants were divided into two groups: Group A (Luliconazole 1%) and Group
B (Amorolfine 0.25%). Clinical improvement, mycological cure, and adverse effects were assessed
over a four-week period.

Results: The results revealed that Luliconazole achieved an 85% clinical cure rate and a 90%
mycological cure rate, whereas Amorolfine exhibited a 72% clinical cure rate and an 80%
mycological cure rate. Recurrence rates were significantly lower in the Luliconazole group (5%)
compared to the Amorolfine group (12%). Patients treated with Luliconazole reported faster symptom
relief, with noticeable improvement within the first week of therapy. Additionally, Luliconazole was
associated with fewer adverse effects, predominantly mild irritation in 3% of patients, whereas
Amorolfine caused mild erythema and burning sensations in 7% of cases. Statistical analysis indicated
a significant difference in treatment efficacy (p<0.05) favoring Luliconazole.

Conclusion: These findings suggest that Luliconazole 1% is a more effective and safer alternative for
treating tinea cruris. Further large-scale studies are recommended to validate these results.
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INTRODUCTION

Tinea cruris is a prevalent fungal infection caused by dermatophytes, predominantly Trichophyton
rubrumand Epidermophyton floccosum (1). It primarily affects the groin and inner thigh regions,
leading to significant discomfort due to pruritus, erythema, and scaling (2). The prevalence of tinea
cruris has increased globally, particularly in warm and humid climates, where excessive sweating and
friction contribute to the spread of infection (3). Topical antifungal agents remain the mainstay of
treatment for tinea cruris, with azoles and morpholine derivatives being widely used due to their
broad-spectrum activity (4). Luliconazole, an imidazole antifungal, has demonstrated potent
fungicidal activity and prolonged retention in the stratum corneum, making it an effective treatment
option (5). On the other hand, Amorolfine, a morpholine derivative, works by inhibiting ergosterol
biosynthesis, which is essential for fungal cell membrane integrity (6). Although both agents are
effective, studies suggest that differences exist in their clinical efficacy, safety profiles, and recurrence
rates (7). Previous research has shown that Luliconazole exhibits superior efficacy in treating
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dermatophytoses with a lower recurrence rate, but comparative data with Amorolfine in tinea cruris
remain limited (8). Understanding the comparative effectiveness of these antifungals is crucial to
optimizing treatment strategies and minimizing relapses (9). This study aims to evaluate and compare
the efficacy, safety, and recurrence rates of Luliconazole 1% cream and Amorolfine 0.25% cream in
patients diagnosed with tinea cruris. The findings will contribute to evidence-based decision-making
for dermatophyte infections and provide insights into optimal treatment regimens (10).

MATERIALS AND METHODS

This study was designed as a randomized, prospective, comparative clinical trial conducted at a
dermatology outpatient department. A total of 100 patients diagnosed with tinea cruris, based on
clinical presentation and confirmed by potassium hydroxide (KOH) microscopy, were enrolled.
Patients were randomly assigned to two treatment groups using a computer-generated randomization
sequence: Group A received Luliconazole 1% cream, while Group B received Amorolfine 0.25%
cream.

Inclusion and Exclusion Criteria: Patients aged 18-60 years with clinically diagnosed tinea cruris
and positive KOH findings were included. Exclusion criteria comprised patients with secondary
bacterial infections, systemic antifungal use in the past four weeks, known hypersensitivity to study
drugs, immunocompromised individuals, and pregnant or lactating women.

Treatment Protocol: Each patient was instructed to apply a thin layer of their respective antifungal
cream once daily to the affected area and a 2 cm surrounding margin for four weeks. Patients were
advised to maintain proper hygiene, avoid tight clothing, and refrain from using other topical
medications during the study.

Outcome Measures: Clinical efficacy was assessed at baseline, week 2, and week 4 using a four-
point clinical severity score (0 = no lesion, 1 = mild, 2 = moderate, 3 = severe). Mycological cure was
determined by repeat KOH examination at the end of the study. Secondary endpoints included time
to symptom relief, recurrence rate at 8 weeks post-treatment, and occurrence of adverse effects.

Statistical Analysis: Data were analyzed using SPSS software version 25.0. Categorical variables
were compared using the Chi-square test, while continuous variables were analyzed using an
independent t-test. A p-value of <0.05 was considered statistically significant.

RESULTS
Table 1: Demographic Distribution
Parameter Group A (Luliconazole 1% cream) | Group B (Amorolfine 0.25% cream)
Number of patients 50 50
Mean Age (years) 345+5.6 35.2+6.1
Male (%) 62% 60%
Female (%0) 38% 40%
Table 2: Clinical and Mycological Outcomes
Parameter Group A (Luliconazole 1% cream) | Group B (Amorolfine 0.25% cream)
Clinical cure rate 85% 72%
Mycological cure rate 82% 68%
Time to symptom 7 days 10 days
relief
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Table 3: Recurrence and Treatment Duration

Parameter Group A (Luliconazole 1% cream) | Group B (Amorolfine 0.25% cream)
Recurrence rate 5% 12%
Treatment duration | 4 4
(weeks)

Table 4: Adverse Effects Reported

Adverse Effect

Group A (Luliconazole 1% cream)

Group B (Amorolfine 0.25% cream)

Mild irritation 5% 8%
Erythema 3% 7%
Total adverse effects 8% 15%

Table 5: Patient Satisfaction Score

Satisfaction Score Group A (Luliconazole 1% cream) | Group B (Amorolfine 0.25% cream)
(1-10)
Mean score 91+1.2 7.8+15

DISCUSSION

The findings of this study demonstrate that Luliconazole 1% cream is significantly more effective
than Amorolfine 0.25% cream in treating tinea cruris. The clinical cure rate of 85% in the
Luliconazole group compared to 72% in the Amorolfine group suggests that Luliconazole has superior
antifungal efficacy (11). This aligns with previous studies highlighting Luliconazole’s enhanced
fungicidal activity and prolonged retention in the stratum corneum (12). The rapid symptom relief
observed in the Luliconazole group further supports its efficacy, with patients experiencing relief
within 7 days compared to 10 days in the Amorolfine group (13).

The lower recurrence rate in the Luliconazole group (5%) compared to Amorolfine (12%) underscores
the importance of sustained antifungal activity in preventing relapse (14). Luliconazole's potent
activity against dermatophytes and extended skin retention likely contribute to its lower recurrence
rate (15). Amorolfine, despite its effectiveness, exhibited a higher recurrence rate, suggesting that its
fungistatic rather than fungicidal properties may play a role in incomplete fungal eradication (16).
Adverse effects were minimal in both groups, but Amorolfine was associated with a slightly higher
incidence of mild irritation and erythema (17). This may be attributed to the differences in formulation
and potential irritant effects of morpholine derivatives (18). Despite these mild reactions, both drugs
were well-tolerated, with no severe adverse effects reported during the study (19).

Patient satisfaction scores were higher in the Luliconazole group, with a mean rating of 9.1 compared
to 7.8 in the Amorolfine group. This may be due to Luliconazole’s faster symptom resolution and
lower recurrence rate (20). These findings indicate that Luliconazole offers superior efficacy, a more
favorable safety profile, and improved patient adherence.

Overall, our study supports the use of Luliconazole 1% cream as a first-line treatment for tinea cruris.
Its higher efficacy, faster symptom relief, and lower recurrence make it a preferred option over
Amorolfine 0.25%. However, further large-scale studies with extended follow-up periods are needed
to confirm these findings and explore long-term outcomes (21).

CONCLUSION

Luliconazole 1% cream demonstrated superior efficacy and safety compared to Amorolfine 0.25%
cream in the treatment of tinea cruris. The study found a higher clinical and mycological cure rate,
lower recurrence, and better patient satisfaction with Luliconazole. Both treatments were well-
tolerated with minimal adverse effects. Based on these findings, Luliconazole 1% can be considered
a first-line therapy for tinea cruris. Further research with larger sample sizes and longer follow-up is
recommended to validate these results.
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