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Abstract

Aim: Aim: to analyze the susceptibility of N. dimidiatum to the combined effect of 
itraconazole and terbinafine.

Methods: The Minimum Inhibitory Concentration and Fractional Inhibitory Concen-
tration were determined in vitro by the chessboard method for 15 clinical isolates of 
onychomycosis, from different patients, all positive for N. dimidiatum. Duplicate trials 
were prepared with combined dilutions of antifungals and the effect of both drugs was 
evaluated.

Results: The average Minimum Inhibitory Concentration of Itraconazole when applied 
alone for the isolates was 30.83 µg/mL and 4.49 µg/mL when combined with Terbinafine. 
The average Minimum Inhibitory Concentration of Terbinafine alone was 0.33 µg/mL 
and 0.07 µg/mL when combined with Itraconazole. Statistically significant differences 
were found between the average Minimum Inhibitory Concentrations of the antifungals 
analyzed alone versus the Minimum Inhibitory Concentrations obtained by mixing both 
compounds. That is for Itraconazole (t = 2,958; gl = 14; p = 0,01) and (t = 4,721; gl = 14; 
p <0,001) for Terbinafine. Combined use showed 40 % synergism.

Conclusion: The Itraconazole-Terbinafine combination had a synergistic effect to inhi-
bit the growth of N. dimidiatum, which offers a therapeutic alternative in the treatment 
of onychomycoses caused by this fungus.
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Neoscytalidium dimidiatum is a non-
dermatophyte filamentous ascomycete of 
medical importance 1-4 that since 19705,6 has been 
described as a causative agent of disseminated 
infections, onychomycosis, and other clinical 
manifestations in humans. 1,7-14 Since the 1990s N. 
dimidiatum has been found in the Americas.8,15,16 
It is acquired from soil or plant matter by direct 
contact or trauma, 3,17although some authors such 
as Moore (1986) and Campbell (1971) suggest the 
possibility of person-to-person transmission.12,18 
It is a primary pathogen thanks to its keratolytic 
capacity (keratinases, lipases, and amylases 
hydrolyze the keratin of skin or nails to facilitate 
its entry) and its pigment melanin, as a virulence 
factor, protects it against the action of the host 
immune system.3,12,15,16,18,19 Onychomycosis is a 
highly prevalent mycosis worldwide.20,21 In Costa 
Rica these infections have been estimated between 
(16 - 24) %, where N. dimidiatum appears as the 
cause of onychomycosis in 2.8 % in toenails and 
4.8 % in fingernails.22,23 N. dimidiatum generally 
enters through the nail bed and distal lateral folds. 
Once installed it generates onychodystrophy, with 
whitish depigmentation and onycholysis. With 
time, koilonychia, subungual hyperkeratosis, 
yellowish-brownish-blackish pigmentation and 
if the infection reaches the proximal border, 
paronychia may develop.8,24 In immunosuppressed 
patients, whether due to transplantation 
(solid organ or bone marrow), systemic lupus 
erythematosus, rheumatoid arthritis, long-term 
corticosteroid use, human immunodeficiency 
virus (HIV) infection, diabetes mellitus, cirrhosis 
or being older than 60 years risk factors, can 
lead to systemic infection with a mortality of 
up to 50%. 10-12,25-27 Regarding the treatment of 
onychomycosis, in clinical practice N. dimidiatum 
has shown resistance to many azole antifungal 
agents, allylamine derivatives, morpholines, and 
ciclopirox 28and currently no effective treatment 
protocol has been standardized. 22,23,29- 31 Studies 
such as that of Lacroix and Chauvin (2008) have 
analyzed the in vitro susceptibility of this fungus 

against different antifungal agents, from which 
they report minimum inhibitory concentrations 
(MIC) tested alone of 0.25 µg/mL for voriconazole; 
0.50 µg/mL for amphotericin B; 0.50 µg/mL for 
terbinafine; 2 µg/mL for posaconazole; 8 µg/mL for 
caspofungin and >16 µg/mL for itraconazole. 24,29 

However, to date, no such study has been reported 
in the literature in which the combined effect of 
antifungals on the fungus in question is determined. 
Therefore, the present investigation aimed to 
determine the combined in vitro interaction of 
itraconazole and terbinafine on clinical isolates of 
N. dimidiatum-positive onychomycosis.

Methods

Isolations: 15 isolates of N. dimidiatum 
obtained from different patients diagnosed with 
onychomycosis and deposited in the Mycotheque 
of the Faculty of Microbiology, University of Costa 
Rica, between 2009 and 2016 were analyzed. The 
fungi were cultured in tubes with Sabouraud glucose 
agar (ASG) at room temperature (25 - 35) °C. Prior 
to the susceptibility analyses, their colonial and 
microscopic morphology (in clear lactophenol) was 
analyzed to verify that phenotypically the isolates 
corresponded to N. dimidiatum. 32

Checkerboard method: The minimum 
inhibitory concentration (MIC) and fractional 
inhibitory concentration (FIC) were determined 
by the checkerboard method.33,34 All cultures 
and assays were performed in duplicate. For 
this purpose, a stock solution of each antifungal 
(terbinafine 6400 μg/mL and itraconazole 1600 μg/
mL) (Royal Pharm, Hangzhou, China) was prepared 
using dimethyl sulfoxide (DMSO) (Sigma Chemicals 
Co., St. Louis, Mo, USA) as a diluent. From the stock 
solution, serial twofold dilutions were made in 
RPMI medium (Roswell Park Memorial Institute) and 
labeled as follows: A1 to A8 for terbinafine and B1 
to B8 for itraconazole. For the scheme of microtitre 
plate filling Figure 1.
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Inoculum preparation: ASG isolates were 
seeded with aseptic technique in potato dextrose 
agar (APD) and incubated for 7 days at room 
temperature, to favor sporulation. Each suspension 
of N. dimidiatum arthrospores was prepared from 
APD in 0.85 % saline using a Bürker chamber (Poly-
Optik GmbH, Blankemburg, Germany) and adjusted 
to a concentration of (1 - 5) x10 6arthrospores/mL. It 
was then diluted 1:50 in RPMI medium. Microtiter 
wells were inoculated with 100 µL of the spore 
suspension. The plates were incubated at room 
temperature without shaking for 72 hours until 
growth was obtained in the growth control (GC) well.

MIC determination: MIC was determined 
as the lowest concentration that produced 80% 
inhibition of growth, when compared against the 
CC. Spectrophotometric reading (λ = 450 nm) was 
performed with a Synergy HT plate reader (BioTek 
Instruments, Inc.; Winooski, VT, USA).

Determination of the IPC: The absorbance 
of the medium (i.e. the absorbance of well 11H) 
was subtracted from each well. The CIF value (or 
CIF index) was calculated based on the following 
equation: CIF index = CIF A/CMI A + CIF B/CMI B, 
where CIF A is the MIC of drug A in combination and 
MIC A is the MIC of drug A alone; CIF B is the MIC of 
drug B in combination and MIC is the BMIC of drug B 

1 2 3 4 5 6 7 8 9 10 11 12

A B1+A1 B2+A1 B3+A1 B4+A1 B5+A1 B6+A1 B7+A1 A2

B B1+A2 B2+A2 B3+A2 B4+A2 B5+A2 B6+A2 B7+A2 A3

C B1+A3 B2+A3 B3+A3 B4+A3 B5+A3 B6+A3 B7+A3 A4

D B1+A4 B2+A4 B3+A4 B4+A4 B5+A4 B6+A4 B7+A4 A5

E B1+A5 B2+A5 B3+A5 B4+A5 B5+A5 B6+A5 B7+A5 A6

F B1+A6 B2+A6 B3+A6 B4+A6 B5+A6 B6+A6 B7+A6 A7

G B1+A7 B2+A7 B3+A7 B4+A7 B5+A7 B6+A7 B7+A7 A8

H B2 B3 B4 B5 B6 B7 B8 CC BR

Figure 1. Distribution of antifungals for the determination of the fractional inhibitory concentration by the Checkerboard method in the 96 
hole microplate (A: terbinafine, B: itraconazole, CC: growth control and BR: reagent blank).

Equation A-1 for the calculation of the fractional inhibitory concentration.

CIF Index = CIF A/CMI A + CIF B/CMI B(formula 1)

alone. The CIF index is based on the hypothesis that 
a drug cannot interact with itself and therefore the 
effect of the combination if CIF is ≤ 0.5 is considered 
synergism; if CIF > 0.5 - < 4.0 it means no effect and 
finally when CIF is ≥ 4.0 it means antagonism. 34-40

Statistical analysis: Results were analyzed 
using SPSS for Windows version 20 (SPSS Inc., 
Chicago, Illinois, USA). Geometric mean, MIC50, and 
MIC90 percentiles were estimated where terbinafine 
and itraconazole inhibited fungal multiplication. 
Subsequently, a t-student analysis was performed 
to determine whether statistically significant 
differences exist between concentrations alone and 
concentrations in combination.

Results

Clinical isolates: all 15 isolates exhibited the 
typical colonial morphology corresponding to fungi 
of the species N. dimidiatum. Mounts of all isolates 
in clear lactophenol showed the presence of septate 
fuliginous mycelium and arthrospores (Figure 2).
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Determination of in vitro susceptibility 
patterns: based on the tests performed, MICs (Table 
1) and IPCs of clinical isolates of N. dimidiatum 
were estimated. The antifungals used were 
itraconazole and terbinafine, tested individually 
and in combination. Table 2 shows the susceptibility 
patterns of each antifungal test. Statistically 
significant differences were found between the MIC 
means when comparing itraconazole used alone to 
itraconazole combined with terbinafine (t = 2.958; 

gl = 14; p = 0.01). Also, between the means of MICs 
of terbinafine used alone and terbinafine combined 
with itraconazole (t = 4.721, Gl = 14, P < 0.001). 
Lower MICs were obtained when combining both 
drugs. In the case of itraconazole 93.33 % (n = 14) 
of the isolates showed resistance (MIC ≥ 1 µg/mL) 41 

when its effect was evaluated when applied alone, 
but when combined with allylamine this percentage 
decreased to 60.00 % (n = 9) (Table 1).

Figure 2. Cultures (A and B) and microscopic morphology of N. dimidiatum (C).

Table 1. In vitro activity of terbinafine and itraconazole combined or alone, applied on clinical isolates of N. dimidiatum
(n = 15)

Fungus *CMIItraconazole  
(μg/mL)

CMIItraconazole combined
(μg/mL)

**CMITerbinafine
(μg/mL)

CMITerbinafine combined
(μg/mL)

NEO SCY 03 64,00 4,00 0,50 0,13
NEO SCY 05 64,00 2,00 0,50 0,25
NEO SCY 06 64,00 4,00 0,50 0,13
NEO SCY 09 0,40 0,20 0,13 0,02
NEO SCY 10 1,00 0,50 0,13 0,01
NEO SCY 11 1,00 0,50 0,13 0,03
NEO SCY 12 4,00 2,00 0,13 0,02
NEO SCY 14 32,00 16,00 0,13 0,03
NEO SCY 16 64,00 16,00 0,25 0,02
NEO SCY 17 2,00 0,50 0,52 0,07
NEO SCY 18 1,50 0,38 0,13 0,02
NEO SCY 19 128,00 16,00 0,25 0,03
NEO SCY 21 3,00 1,50 0,50 0,03
NEO SCY 22 1,60 0,80 1,00 0,13
NEO SCY 23 32,00 2,00 0,13 0,06
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The average CIF of both antifungals 
combined was 0.59 μg/mL required to inhibit 
fungal multiplication. The net result of mixing the 
antifungals evidenced 40% (n = 6) synergism in the 
cases studied (CIF ≤ 0.5). There were no cases of 
antagonism in the isolates studied (Figure 3).

range of MIC reported is (0.03 - 4.00) µg/mL.29,42-

46 The variability in MIC values may be due to the 
fact that the isolates come from different strains 
and therefore exhibit different susceptibilities to 
this allylamine. The in vitro results could correlate 
with the fact that in vivo terbinafine is very rapidly 
absorbed independent of acidity, reaches peak 
values at two hours post-ingestion, is highly 
keratinolytic, and is lipophilic, fungicidal, and does 
not undergo first-pass metabolism. 47-50

In the present work, the MIC50 of terbinafine 
used alone was 0.13 μg/mL and for MIC90 was 0.50 
μg/mL. In the Netherlands, Dorsthorst et al. (2002) 
found an MIC50 of 4 μg/mL of terbinafine alone to 
inhibit the growth of Aspergillus fumigatus.33 In 
Spain, the study by Garcia et al. (2005) using the 
Sensititre YeastOne® microdilution technique 
estimated the MIC50 for A. fumigatus at 0.50 μg/mL.51 
In Colombia, using the E-test method, Chávez et al. 
(2010) found an MIC90 of 0.38 μg/mL to inhibit A. 
fumigatus.52 In Costa Rica, Ramirez-Hernandez et al. 
(2020) by means of plate microdilution (CLSI) found 
an MIC50 of 0.50 μg/mL and MIC90 of 1.36 μg/mL to 
disrupt the growth of Aspergillus versicolor.53 This 
allows inferring that N. dimidiatum requires lower 
concentrations of terbinafine alone than Aspergillus 
sp. to inhibit its multiplication. The results of other 
works including this one suggest terbinafine as 
an antifungal against N. dimidiatum since it was 
determined that this allylamine used alone exerted 
a greater inhibitory effect than azole. It is important 
to highlight that, results are compared between 
the genus Aspergillus sp. and Neoscytalidium sp. 
because both are filamentous fungi that cause 
onychodystrophies and can generate systemic 
infections in immunocompromised patients.

Table 2. Distribution of minimum inhibitory concentration (MIC) of clinical isolates of N. dimidiatum (n = 15) 
using itraconazole and terbinafine as antifungal agents

Antifungal
MIC (µg/mL)

Average (SD) Range WCC50 WCC90

Itraconazole 30,83 ± 38,35 0,40 - 128,00 3,00 64,00

Itraconazole combined* 4,49 ± 6,07 0,20 - 16,00 2,00 16,00

Terbinafine 0,33 ± 0,25 0,13 - 1,00 0,13 000,50

Terbinafine combined** 0,07 ± 0,07 0,01 - 0,25 0,03 000,13

*Combination of itraconazole and terbinafine
**Combination of terbinafine with itraconazole

Figura 3. Effect of fractional inhibitory concentration (FIC) of 
terbinafine and itraconazole combined on clinical isolates of N. 
dimidiatum (n=15).

Discussion

Although onychomycosis caused by N. 
dimidiatum can be considered a therapeutic 
challenge,23,29-31 the present work tested the joint 
effect of itraconazole and terbinafine on 15 isolates of 
the fungus, in order to find an alternative treatment.

In the present investigation, when terbinafine 
was applied alone, a MIC between (0.13 - 1.00) µg/
mL was found, which is in agreement with those 
reported in countries such as England, France, 
Spain, Canada, Colombia, and Brazil where the 
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On the other hand, itraconazole analyzed 
alone presented a MIC between (0.40 - 128.00) µg/
mL, which coincides with that reported in countries 
such as England, Holland, France, Belgium and 
Colombia where the range of MIC reported is (0.03 
- >64.00) µg/mL.24,29,38,42,44,54 The variants in the 
MICs of these studies derive from the fact that the 
isolates evaluated may belong to different strains 
and therefore present different resistances.

In the present investigation the MIC50 of 
itraconazole used alone was 3.00 μg/mL and for 
MIC90 was 64.00 μg/mL. In Colombia, Chavez et al. 
(2010) by E-test method found both MIC 50and MIC 
90>1.00 μg/mL to inhibit A. fumigatus; MIC 50of 1.5 
μg/mL and MIC 90of 3.00 μg/mL against Aspergillus 
niger; and both MIC 50and MIC 90at 0.50 μg/mL 
against Aspergillus flavus.52 In Costa Rica, MIC50 of 
1.00 μg/mL and MIC90 of 1.80 μg/mL were found to 
interrupt the growth of A. versicolor, by the CLSI 
broth microdilution technique.53 In Spain, the study 
by Garcia et al. (2005) using Sensititre YeastOne® 
microdilution estimated MIC50 at 0.13 μg/mL for 
A. fumigatus; MIC 50at 0.50 μg/mL against A. niger; 
and MIC 50at 0.25 μg/mL against A. flavus.51 In the 
Netherlands, Dorsthorst et al. (2002) determined 
the MIC50 at 0.25 μg/mL of itraconazole alone to 
stop the multiplication of A. fumigatus.33 Results 
from other papers including this one demonstrate 
the requirement for higher concentrations of 
itraconazole used alone to inhibit the growth of 
N. dimidiatum and lower concentrations against 
Aspergillus sp. This suggests that itraconazole, when 
used alone, exerts a lower inhibitory effect on N. 
dimidiatum. These results for itraconazole alone in 
vitro could correlate in vivo with the fact that this drug 
is dose-dependent, its duodenal absorption requires 
an acidic pH (which is not easy to achieve because 
acidic gastric emptying induces alkalinization of the 
duodenum). Furthermore, a blood concentration of 
at least ≥ 5 µg/mL is required to see any effect, which 
is also difficult because CYP3A4 performs a first-
pass metabolism at the small intestine level, which 
reduces its bioavailability before it reaches the nail 
vascular bed to exert its fungistatic effect; there may 
also be intrinsic resistance of some isolates of the 
fungus to azoles. 41,47,49,55 In addition, the widespread 
use of azole antifungal drugs has been associated 
with the emergence of resistant or less sensitive 
species in many regions of the world and in specific 
patient populations. 56

Regarding the effect of the combination of 
both treatments, in 2002, Dorsthorst et al. reported 
a synergistic effect of combining itraconazole and 
terbinafine on A. fumigatus isolates.33 In the study 
of a fatal case of pulmonary aspergillosis, led by 
Meletiadis et al. (2010) (supported by the Intramural 
Research Program of the National Cancer Institute, 
Bethesda, Maryland, USA) and the study by Hall 
et al. (1983) in which terbinafine and itraconazole 
were analyzed, it was confirmed that even weak 
interactions with CIF between 0.5 and 0.99 proved 
to be statistically significant.40,57 On the other hand, 
Ramirez-Hernandez and collaborators (2020) found a 
potentiating effect of terbinafine on itraconazole with 
isolates of A. versicolor. 53 The present study found not 
only this potentiating effect but also a 40% synergism.

The synergistic effect derives from the fact that 
terbinafine inhibits the enzyme squalene epoxidase 
(in the first step of ergosterol biosynthesis) and 
itraconazole inhibits 14-alpha-sterol demethylase 
(in the middle of the biosynthetic cycle). 47,55 This 
is a pharmacokinetic and pharmacodynamic 
advantage because at the hepatic level both drugs 
are metabolized by different pathways, there is no 
negative interaction or enzymatic saturation of 
the detoxifying cytochromes, which reduces the 
hepatic accumulation of these drugs. This results in a 
pharmacological benefit to the patient because their 
synergy when combined, and their rapid clearance, 
contribute to a lower likelihood of hepatocellular 
damage. 48,50,55,58-60 The net pharmacological action of 
combining itraconazole and terbinafine interrupts 
two key steps in the biosynthesis of ergosterol in the 
fungus; this weakens its membrane, facilitating the 
entry of these drugs into the fungus and exposing it 
to the action of leukocytes of the immune system. 55,59

It is worth mentioning that when a patient 
receives therapies such as cyclosporine, sirolimus, 
tacrolimus, efavirenz, lovastatin, sinvastatin, 
atorvastatin, and fluvastatin, the competitive 
inhibition of itraconazole on CYP3A4 induces a 
plasma increase of these drugs, which leads to 
intoxications, the risk of rhabdomyolysis and 
myopathies.50,55,59 Ritonavir, nelfinavir, cobicistat, 
darunavir or miconazole exert competitive 
inhibition on CYP2D6, so that terbinafine 
accumulates in the liver causing hepatopathies 
such as tissue necrosis. These negative interactions 
are enhanced with polymorphisms that produce 
homozygous slow metabolizers and intoxications 



7
ISSN 0001-6012 • eISSN 2215-5856 / Acta Médica Costarricense 2021 / January-March; 63 (1): 1-9

Combined activity of itraconazole and terbinafine / Acosta-Zamora, Jaikel-Víquez

can result in the death of the patient.50,58,60 
Therefore, the physician should evaluate each 
case before administering therapy that includes 
itraconazole or terbinafine in immunosuppressed 
patients or those receiving antiretrovirals.

In conclusion, itraconazole monotherapy was 
not effective in vitro in eliminating N. dimidiatum. 
Terbinafine monotherapy was effective in vitro 
in inhibiting the fungus. On the other hand, the 
combination of itraconazole and terbinafine in vitro 
presented a total or partial synergistic action in 
inhibiting the growth of the fungus studied.

Acknowledgements and collaborators: We 
thank Ms. Alejandra Gómez, Dr. Pilar Salas Chaves 
and Dr. Norma T. Gross Martínez, from the Faculty 
of Microbiology of the University of Costa Rica, for 
their support and recommendations during the 
development of this research.

References

1.	 Larone DH. Medically important fungus. 4ta 
ed. Washington, D.C.: American Society for 
Microbiology, 2002.

2.	 Padin C, Fernández G, Yegres F, Richard N. 
Scytalidium dimidiatum: hongo oportunista para el 
hombre y árboles de Mangifera indica en Venezuela. 
Rev Iberoam Micol. 2005; 22: 172-173.

3.	 Xavier AP, Oliveira JC, Ribeiro VL, Souza MA. 
Epidemiological aspects of patients with ungual 
and cutaneous lesions caused by Scytalidium spp. 
Ann Bras Dermatol. 2010; 85: 805-810.

4.	 Cob M, Valverde J. Dermatomicosis por Neoscytalidium 
dimidiatum. Reporte de un caso. Rev Coleg Microbiol 
y Quím Clín Costa Rica. 2018; 24: 192-198.

5.	 Gentles JC, Evans EG. Infection of the feet and 
nails with Hendersonula toruloidea. Sabouraudia. 
1970; 8: 72-75.

6.	 Campbell CK, Mulder JL. Skin and nail infection by 
Scytalidium hyalinum sp. nov. Sabouraudia. 1977; 
15: 161-166.

7.	 Benne CA, Neeleman C, Bruin M, de Hoog GS, 
Fleer A. Disseminating infection with Scytalidium 
dimidiatum in a granulocytopenic child. Eur J Clin 
Microbiol Infect Dis. 1993; 12: 118–121.

8.	 Álvarez P, Enríquez AM, Toro C, Martínez I, Buhigas 
I, de Miguel S, et al. Dermatomicosis de importancia 
por Scytalidium dimidiatum: a propósito de tres 
casos. Rev Iberoam Micol. 2000, 17: 102-106.

9.	 Gumbo T, Mkanganwi N, Robertson VJ, Masvaire P. 
Case report. Nattrassia mangiferae endophthalmitis. 
Mycoses. 2002; 45: 118–119.

10.	 Dunn JJ, Wolfe MJ, Trachtenberg J, Kriesel JD, Orlandi 
RR, Carroll KC. Invasive fungal sinusitis caused 
by Scytalidium dimidiatum in a lung transplant 
recipient. J Clin Microbiol. 2003; 41: 5817–5819.

11.	 Elinav H, Izhar U, Benenson S, Admon D, Hidalgo C, 
Polacheck I, et al. Invasive Scytalidium dimidiatum 
infection in an immunocompetent adult. J Clin 
Microbiol. 2009; 47: 1259-1263.

12.	 Moutran R, Maatouk I, Wehbé J, Abadjian G, 
Obeid G. Infection sous-cutanée disséminée par 
Scytalidium (Neoscytalidium) dimidiatum. Ann 
Dermatol Vénéréol. 2012; 139: 204-208.

13.	 Bakhshizadeh M, Hashemian HR, Najafzadeh 
MJ, Dolatabadi S, Zarrinfar H. Firs report of 
rhinosinusitis caused by Neoscytalidium dimidiatum 
in Iran. J Méd. Microbiol. 2014; 63: 1017-1019.

14.	 Dionne B, Neff L, Lee SA, Sutton DA, Wiederhold 
NP, Lindner J, et al. Pulmonary Fungal Infection 
Caused by Neoscytalidium dimidiatum. Case report. 
J Clin Microbiol. 2015; 53: 2381-2384.

15.	 Vázquez H, Mendoza C, Arenas R. Onicomicosis 
por Scytalidium sp. Revisión de infecciones por 
Scytalidium (scitalidiosis) a propósito de un caso de 
melanoniquia. Dermatol Rev Mex. 2005; 49: 168-173.

16.	 Crous PW, Slippers B, Wingfield MJ, Rheeder J, Marasas 
WF, Philips AJ, et al. Phylogenetic lineages in the 
Botryosphaeriaceae. Stud Mycol. 2006; 55: 235-253.

17.	 Arenas, R. Micología médica ilustrada. 4ta edición. 
México, D.F.: Mc Graw Hill. 2011, caps. 2-5.

18.	 Machouart M, Menir P, Helenon R, Quist D y Desbois 
N. Scytalidium et scytalidioses: Quoi de neuf en 
2012? J Mycol Méd. 2013; 23: 40-46.

19.	 Morris R, Youngchim S, Hextall JM, Gomez BL, 
Morris SD, Hay RJ, et al. Scytalidium dimidiatum 
causing recalcitrant subcutaneous lesions produces 
melanin. J Clin Microbiol. 2004; 42: 3789-3794.

20.	 Villanueva J, Zapata K, Cárdenas M. Neoscytalidium 
dimidiatum: moho no dermatofito emergente en 
onicomicosis y dermatomicosis, presentación de 
dos casos. Asoc Col Dermatol. 2011; 19: 337-340.



8 ISSN 0001-6012 • eISSN 2215-5856 / Acta Médica Costarricense 2021 /  January-March; 63 (1): 1-9

Combined activity of itraconazole and terbinafine / Acosta-Zamora, Jaikel-Víquez

21.	 Relloso S, Arechavala A, Guelfand L, Maldonado 
I, Walker L, Agorio I, et al. Onicomicosis: estudio 
multicéntrico clínico, epidemiológico y micológico. 
Rev Iberoam Micol. 2012; 29: 157-163.

22.	 Salas I, Gross N. Agentes etiológicos de onicomicosis 
diagnosticadas en el laboratorio de micología 
médica de la Universidad de Costa Rica. Acta Méd. 
Costarric. 2012; 54: 114-118.

23.	 Ulloa M, Zumbado C. Onicomicosis causadas por 
hongos miceliales no dermatofitos. Rev Méd. Costa 
Rica y Centroam. 2014; 71: 733-736.

24.	 Spriet I, Lambrecht C, Lagrou K, Verhamme B. 
Successful eradication of Scytalidium dimidiatum-
induced ungual and cutaneous infection with 
voriconazole. Eur J Dermatol. 2012; 22: 197-199.

25.	 Dhindsa MK, Naisdu J, Singh SM. A case of 
subcutaneous infection in a patient with discoid 
lupus erythematosus caused by Scytalidium 
synanamorph of Nattrassia mangiferae, and its 
treatment. Méd. Mycol. 1998; 36: 425-427.

26.	 Ruíz M, Madrid H, Pastor FJ, Mayayo E, Mariné 
E, Guarro J. Development of murine models 
of disseminated infection by Neoscytalidium 
dimidiatum. Medical Mycol. 2010; 48: 681–686.

27.	 Garinet S, Tourret J, Barete S, Arzouk N, Meyer I, 
Frances C, et al. Infecciones cutáneas invasivas de 
Neoscytalidium en receptores de trasplante renal: 
una serie de cinco casos. BMC Infect Dis. 2015; 15: 
535-540.

28.	 Ballesté R, Mousques N, Gezuele E. Onocomicosis. 
Revisión del tema. Rev Méd. Uruguay. 2003; 19: 93-
106.

29.	 Lacroix C, de Chauvin FM. In vitro activity of 
amphotericin B, itraconazole, voriconazole, 
posaconazole, caspofungin and terbinafine against 
Scytalidium dimidiatum and Scytalidium hyalinum 
clinical isolates. J Antimicrob Chemother. 2008; 61: 
835–837.

30.	 Carrillo AJ, Tur C, Hernández JM, Santos P, Cárdenes 
D, Giusiano G. Antifúngicos disponibles para el 
tratamiento de las micosis ungueales. Rev Iberoam 
Micol. 2010; 27: 49-56.

31.	 Soto, R. ¿Por qué fallan los tratamientos para 
onicomicosis? Rev Chil Dermatol. 2011; 27: 140-145.

32.	 Gross N, Salas I. Métodos diagnósticos en micología 
médica. 1ª ed. San José, Costa Rica: Editorial de la 

Universidad de Costa Rica, 2012.

33.	 Dorsthorst D, Verweij P, Meis J, Punt N, Mouton J. 
Comparison of Fractional Inhibitory Concentration 
Index with response surface modeling for 
characterization of in vitro interaction of antifungals 
against itraconazole susceptible and resistant 
Aspergillus fumigatus isolates. Antimicrob Agents 
Chemother. 2002; 46: 702-707.

34.	 Ganan M, Lorentzen SB, Aam BB, Eijsink VGH, 
Gaustad P, Sørlie M. Antibiotic saving effect 
of combination therapy through synergistic 
interactions between well-characterized 
chitooligosaccharides and commercial antifungals 
against medically relevant yeasts. PlosONE. 2019; 
14: e0227098.

35.	 Eliopoulos GM. Synergism and antagonism. 
Pharmacology. 1989; 3: 399-406.

36.	 Rodríguez JL, Rodero L, Cuenca E, Córdoba S. V 
Curso Hispano-Argentino de Micología Médica: 
Determinación de la Resistencia a los antifúngicos 
en el laboratorio, 2002: 101-111.

37.	 Espino M, Couto MJ, Fiol N, Rojas N. Resistencia 
a antimicrobianos y evaluación del tratamiento 
combinado en la septicemia neonatal. Rev Panam 
Salud Púb. 2003; 13: 214-221.

38.	 Harman S, Ashbee H, Evans E. Testing of antifungal 
combinations against yeast and dermatophytes. J 
Dermatol Treat. 2004; 15: 104-107.

39.	 Jorgensen JH, Ferraro MJ. Antimicrobial 
Susceptibility Testing: A Review of General 
Principles and Contemporary Practices. Clin Infect 
Dis. 2009; 49: 1749-1755.

40.	 Meletiadis J, Pournaras S, Roilides E, Walsh T. Defining 
fractional inhibitory concentration index cutoffs 
for additive interactions based on self-drug additive 
conbinations, Monte Carlo simulation analysis, 
and in vitro-in vivo correlation data for antifungal 
drug combinations against Aspergillus fumigatus. 
Antimicrob Agents Chemother. 2010; 54: 602-609.

41.	 Cantón E, Martín E, Espinel-Ingroff A. Métodos 
estandarizados por el CLSI para el estudio de la 
sensibilidad a los antifúngicos, En: Pemán J, Martín 
E y Rubio MC (Eds) Guía práctica de Identificación 
y Diagnóstico en Micología Clínica. Bilbao: España, 
2007: Cap. 15.

42.	 Clayton YM. Relevance of broad-spectrum and 



9
ISSN 0001-6012 • eISSN 2215-5856 / Acta Médica Costarricense 2021 / January-March; 63 (1): 1-9

Combined activity of itraconazole and terbinafine / Acosta-Zamora, Jaikel-Víquez

fungicidal activity of antifungals in the treatment 
of dermatomycoses. Br J Dermatol. 1994; 130: 7-8.

43.	 Gupta A, Kohli Y. In vitro susceptibility testing 
of ciclopirox, terbinafine, ketoconazole and 
itraconazole against dermatophytes and 
nondermatophytes, and in vitro evaluation of 
combination antifungal activity. Br J Dermatol. 
2003; 149: 296-305.

44.	 Bueno JG, Martínez C, Zapata B, Sanclemente G, 
Gallego M, Mesa AC. In vitro activity of fluconazole, 
itraconazole, voriconazole and terbinafine against 
fungi causing onychomycosis. Clin Experim 
Dermatol. 2009; 35: 658-663.

45.	 Madrid H, Ruiz M, Cano J, Stchigel A, Orofino 
R, Guarro J. Genotyping and in vitro antifungal 
susceptibility of Neoscytalidium dimidiatum isolates 
from different origins. Int J Antimicrob Agents. 
2009; 34: 351-354.

46.	 Tonani L, Morosini NS, Dantas de Menezes H, 
Nadaletto ME, Wainwright M, Leite GU, et al. In vitro 
susceptibilities of Neoscytalidium spp. sequence 
types to antifungal agents and antimicrobial 
photodynamic treatment with phenothiazinum 
photosensitizers. Fungal Biol.doi.org/10.1016/j.
funbio.2017.08.009, 2017.

47.	 Martínez S, Martínez L, Crespo V. Tratamiento de 
las onicomicosis. FMC. 2007; 14: 217-221.

48.	 Meinerz AR, Cleff MB, Nascente P, Nobre M, Schuch 
LFD, Antunes T, et al. Efeitos de doses elevadas da 
terbinafina e itraconazol em ratos Wistar. Rev Brasil 
Cs Farm. 2007; 43: 105-109.

49.	 Mendoza N, Palacios C, Cardona N, Gómez 
L. Onicomicosis: afección común de difícil 
tratamiento. Rev Asoc Col Dermatol. 2012; 20: 
133-142.

50.	 Delgado O, Ibáñez C. Interacciones farmacológicas 

de los antibióticos y antifúngicos En: Aldaz A et al., 
ed. Introducción a las interacciones farmacológicas. 
1ª ed., Madrid: SEFH, 2013: 226-263.

51.	 García P, García L, Gutiérrez J, Ruíz J, Saldarreaga, 
Marín P. Actividad in vitro de anfotericina B, 
itraconazol y voriconazol frente a 20 especies de 
Aspergillus sp. empleando el método de microdilución 
Sensititre. Enferm Infecc Microbiol. 2005; 23: 15-26.

52.	 Chávez J, Rivas P, Cortés J, Cuervo J, Sánchez R, 
Parra C. Sensibilidad in vitro de hongos miceliales 
de aislamientos clínicos de pacientes con cáncer en 
el Instituto Nacional de Cancerología ESE. Infectio. 
2010; 14: 116-126.

53.	 Ramírez-Hernández V, Montero-Arias C, Vargas-
Ovalle MI, Villalobos-Vargas M, Gómez-Arrieta 
A, Lozada-Alvarado S, et al. In vitro activity of 
amorolfine, ciclopirox, itraconazole and terbinafine 
against Aspergillus versicolor as agent of 
onychomycosis. Acta Sci Microbiol. 2020; 3:01-06.

54.	 Guarro J, Pujol I, Aguilar C, Ortoneda M. In vitro 
antifungal susceptibility of non-dermatophytic 
Keratinophilic fungi. Rev Iberoam Micol. 2000; 17: 
142-147.

55.	 Lemke T, Williams DM, Roche V, Zito W. Foye’s 
Principles of Medicinal Chemistry. Lippincot 
Williams and Wilkins. 7Th Edition, 2013.

56.	 Arendrup MC, Patterson TF. Multidrug-Resistant 
Candida sp.: Epidemiology, Molecular Mechanisms, 
and Treatment. J Infect Dis. 2017; 216: s445-s451.

57.	 Hall MJ, Middleton RF, Westmacott D. The fractional 
inhibitory concentration (FIC) index as a measure of 
synergy. J Antimicrob Chemother. 1983; 11: 427-433.

58.	 Tejada F. Hepatotoxicidad por fármacos. Rev Clín 
Méd. Fam. 2010; 3: 177-191.

59.	 Claramunt RM, Cabildo M, Escolástico C, Jiménez 
JA y Santamaría D. Fármacos y Medicamentos. 
Madrid, España: EUNED, 2015: 113-174.

60.	 Morales L, Vélez N y Muñoz OG. Hepatotoxicidad: 
patrón colestásico inducido por fármacos. Rev Col 
Gastroent. 2016; 31: 36-47.


