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Coverage Policy 
 
CIGNA HealthCare covers onychomycosis antifungal therapy [terbinafine (Lamisil®), itraconazole 
(Sporanox®)] for treatment of onychomycosis if the patient is diabetic or immunocompromised due to a 
disease or medical condition (i.e., cancer, HIV/AIDS, organ or bone marrow transplant recipient). 
 
If patient is not diabetic or immunocompromised, CIGNA HealthCare covers onychomycosis antifungal 
therapy [terbinafine (Lamisil®), itraconazole (Sporanox®)] as medically necessary when the following 
indications are met:  
  

• for treatment of onychomycosis AND when ALL of the following are met: 
 diagnosis of fungal infection must be confirmed by either a positive potassium hydroxide (KOH) 

stain, para-aminosalicylic acid (PAS) stain, positive dermatophyte testing medium (DTM) or positive 
fungal culture  

 oral onychomycosis therapy has not been used as treatment within the past 32 weeks 
 AND ONE of the following: 

o patient experiences pain, limiting normal activity  
o patient has significant peripheral vascular compromise  

 
Note: Coverage approval will extend to 12 weeks of therapy for toenail onychomycosis and six weeks for 
fingernail onychomycosis. CIGNA allows PULSE DOSING with itraconazole (Sporanox®) ONLY. There is a 
maximum of TWO pulses for fingernails and THREE pulses for toenails. 
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General Background 
 
FDA Approved Indications  
Lamisil (terbinafine hydrochloride) oral granules are indicated for the treatment of tinea capitis in patients 4 
years of age and older. 
 
Sporanox (itraconazole) capsules are indicated for the treatment of the following fungal infections in 
immunocompromised and non-immunocompromised patients: blastomycosis, pulmonary and extrapulmonary;  
histoplasmosis, including chronic cavitary pulmonary disease and disseminated, nonmeningeal 
histoplasmosis; and aspergillosis, pulmonary and extrapulmonary, in patients who are intolerant of or who 
are refractory to amphotericin B therapy. Specimens for fungal cultures and other relevant laboratory studies 
(wet mount, histopathology, serology) should be obtained before therapy to isolate and identify causative 
organisms. Therapy may be instituted before the results of the cultures and other laboratory studies are known; 
however, once these results become available, antiinfective therapy should be adjusted accordingly. Sporanox 
capsules are also indicated for the treatment of the following fungal infections in non-immunocompromised 
patients: onychomycosis of the toenail, with or without fingernail involvement, due to dermatophytes (tinea 
unguium); and onychomycosis of the fingernail due to dermatophytes (tinea unguium). Prior to initiating 
treatment, appropriate nail specimens for laboratory testing (KOH preparation, fungal culture, or nail biopsy) 
should be obtained to confirm the diagnosis of onychomycosis. 
 
Onychomycosis is an infection of the fingernails and toenails caused by dermatophytes, yeast, and molds. Both 
itraconazole and terbinafine are U.S. Food and Drug Administration (FDA) -labeled for onychomycosis. The 
mechanism of action of these agents has not been fully determined. Terbinafine is considered fungicidal, and 
itraconazole is considered fungistatic. They inhibit the production of ergosterol, a vital component of fungal cell-
wall synthesis, although the mechanism by which they do so differs between the classes. According to the 
American Academy of Dermatology guidelines (1996) for the diagnosis and treatment of onychomycosis, the 
agents appropriate for dermatophyte onychomycosis include fluconazole, griseofulvin, itraconazole, 
ketoconazole and terbinafine. Both griseofulvin and ketoconazole have fallen out of favor due to a lack of 
efficacy, significant drug interactions, and side effects. Terbinafine is the only “cidal” antifungal and has the best 
efficacy profile.   

Itraconazole has the longest half-life and can be administered as pulse dosing, characterized by one week of 
daily dosing followed by three weeks of no drug. Terbinafine is given daily for 6–12 weeks.  Terbinafine and 
itraconazole are extensively bound to plasma proteins. Due to terbinafine’s lipophilicity, the terminal half-life of 
terbinafine from skin and adipose tissue is 200–400 hours. Terbinafine and itraconazole are retained in the nail 
tissue for up to ten months and six to nine months, respectively, after ingestions. Terbinafine concentrations 
found in the nail are around 100-fold higher than the minimum inhibitory concentration (MIC) of the drug against 
dermatophytes.  
 

Several studies published in the literature compared itraconazole to terbinafine. These studies are discussed 
according to type of onychomycosis, compared agents and type of regimen (continuous or intermittent therapy). 
Continuous therapy is a drug regimen that is scheduled as regular daily doses given throughout the course of 
therapy. Intermittent, or pulse therapy, is a drug regimen that is characterized by periods of regular dosing 
followed by drug-free intervals, or a drug regimen that is dosed once-weekly. 

 
Dermatophyte Onychomycosis: Terbinafine vs. Itraconazole 
 

• Continuous Therapy 
Five published studies compare continuous regimens of terbinafine to itraconazole in dermatophyte 
infections. Follow-up times in these studies ranged from six months to three years following 
discontinuation of treatment. All these studies used doses and treatment duration recommended by the 
manufacturer: itraconazole 200 mg daily for 12 weeks or terbinafine 250 mg daily for 12 weeks. 
Diagnosis was confirmed by potassium hydroxide (KOH) microscopy and culture. Four of the studies 
were double-blind, randomized, placebo-controlled trials. In each study, both active treatments were 
significantly better than placebo. However, there was no consensus as to whether itraconazole or 
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terbinafine was a superior antifungal agent. The Arenas and the Degreef studies did not find significant 
differences between the two treatment arms. However, the Brautigam (1998), the DeBacker (1998), and 
the DeCuyper (1999) studies found significant differences in several primary outcomes, especially 
mycological cure rate. Brautigam and DeBacker both conducted studies which were sponsored by the 
manufacturer of terbinafine, and both found it was significantly superior to itraconazole in mycological 
cure rate: Brautigam at one year, and DeBacker at nine months. They also found that terbinafine was 
superior to itraconazole in percent with a negative culture at the same time-points. DeBacker et al. 
found significant results in percent with negative microscopy at the nine-month follow-up.  
 
The differences in findings between these studies were not attributable to study size. Degreef et al. 
(1999), who found no difference, conducted a large study of 292 patients. However, they only followed 
patients up to six months after treatment was discontinued. The studies that found a significant 
difference followed patients for nine months or more. When observation is discontinued early, relapses 
may be missed, and benefits may be underestimated if the agents provide long-term benefits. 
Terbinafine is a fungicidal agent and, consequently, patients are likely to continue to have improvement 
long after concentrations in the nail fall below therapeutic levels. DeCuyper et al., who found 
itraconazole to be superior at nine months, reported that itraconazole-treated patients were more likely 
to relapse at two years following treatment; however, they did not report statistical values for this finding.  
 

• Intermittent Therapy 
Three studies compared continuous terbinafine to various pulse regimens, and one study compared a 
course of pulse terbinafine to pulse terbinafine followed sequentially by itraconazole. Outcomes were 
assessed at weeks 16, 48, and 72.  

 
Evans et al. (1999) was the only randomized, double-blind, placebo-controlled trial among these 
studies. It compared continuous terbinafine for 12 and 16 weeks to pulse itraconazole for the same time 
periods. The authors reported that both arms of terbinafine treatment were superior to itraconazole for 
all endpoints at week 72 (one year after treatment was discontinued), and that rates of clinical cure for 
terbinafine improved clearly and consistently until that point. No significant improvement was found with 
itraconazole beyond week 48. 

 
Tosti et al. (2000) performed two open-label studies. The first compared regimens of pulse terbinafine, 
pulse itraconazole, and continuous terbinafine, and only followed patients up to six months after 
discontinuation of treatment. They found that 94% of continuous terbinafine patients and 80% of pulse 
terbinafine patients achieved mycological cure, compared to only 75% of pulse itraconazole patients. 
The authors did not report statistical data for this finding, although they did report statistically significant 
results for other endpoints. The second Tosti study was a follow-up to the first, in which patients who 
achieved mycological cure were monitored for relapse rate. A higher percentage of patients treated with 
itraconazole relapsed, but there was no statistical significance. This was a small study, however, and 
power was not sufficient to detect a difference.  

 
Gupta et al. (2001) compared pulse terbinafine to a combination of pulse terbinafine and itraconazole. 
This study found statistically significant differences in mycological cure rate at week 72; combination 
itraconazole/terbinafine was superior to terbinafine alone.  
 
Overall data show that a continuous-dose regimen of terbinafine is superior to pulse-dose itraconazole 
in the treatment of patients with onychomycosis. Continuous-dose terbinafine may appear to be more 
effective than pulse-dose terbinafine. Intermittent dosing with either drug may be similar in efficacy. 

 
In 1996, the American Academy of Dermatology published guidelines for the diagnosis and treatment of 
onychomycosis. Diagnosis is usually the result of careful history and physical examination. However, the 
guidelines recommend that if systemic therapy is to be used, clinical diagnosis should be confirmed by 
laboratory tests, such as a potassium hydroxide (KOH) test, or fungal culture. Onychomycosis causes the nails 
to become thickened, hard to cut and often painful, is worsened by moisture, warmth, trauma, communal 
bathing and other activities that lead to the exposure of fungi. Common complaints of the disorder are pain, 
deformed nails and interference with daily activities such as walking, typing, or playing a musical instrument.  
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Those who suffer from the disease cite a substantial negative effect on their quality of life. Onychomycosis can 
give rise to complications such as cellulitis and, therefore, further compromise the limb in those with diabetes or 
peripheral vascular disease. While these complications may not be common, they are certainly serious. 
Onychomycosis can lead to much more serious consequences in patients with diabetes mellitus, such as nail 
removal, secondary bacterial infection, and increased risk of amputation. Fungal infection of the nails is also 
important in immunocompromised patients (i.e., patients diagnosed with human immunodeficiency virus (HIV), 
positive/acquired immunodeficiency syndrome [AIDS], cancer patients, particularly those taking anticancer 
medications, and transplant patients who are also taking drugs which suppress the immune system). These 
patients should be treated immediately to prevent future health problems.  
Recommended systemic therapies are summarized in Table 1. Topical therapy is ineffective, and does not 
resolve distal subungual onychomycosis. Systemic therapy may require as long as six months for fingernails 
and 12–18 months for toenails. In extreme cases, depending on the degree of patient pain, surgical removal of 
the nail may be an option.  
 
Table 1: Guidelines for systemic therapy of onychomycosis (American Academy of Dermatology)  
 

Type of Onychomycosis Infecting 
Organism 

Recommended Therapies 

Dermatophytes • Fluconazole 
• Griseofulvin* 
• Itraconazole 
• Ketoconazole* 
• Terbinafine 

Candida albicans • Fluconazole 
• Itraconazole  
• Ketoconazole 

Distal subungual 
onychomycosis 

Non-
dermatophytes 

• Itraconazole against some Aspergillus 
species only 

Superficial white 
onychomycosis 

Any Topical antifungals  

*Griseofulvin and ketoconazole require continuous therapy until the infected nail has grown out. 
 

In addition, guidelines from the Infectious Diseases Society of America (IDSA) for treatment of candidal 
onychomycosis have been published. The IDSA recommends that for onychomycosis in general, griseofulvin 
should not be used, and that newer antifungals, including terbinafine and itraconazole, offer a more effective 
alternative. With respect to Candida onychomycosis, the IDSA states that terbinafine has very limited activity 
and that therapy with itraconazole appears to be effective.  

 
Itraconazole and terbinafine have the potential to cause serious hepatotoxicity. Fatalities have occurred with 
both agents, and there has been no relationship found between total daily dose, duration of therapy or age  
Patients should be counseled to report any symptoms of liver dysfunction to their physician.  Headache and 
gastrointestinal disturbances are the most commonly reported adverse reactions. Itraconazole has a black box 
warning against using it in patients with ventricular dysfunction or congestive heart failure. 

Itraconazole is a potent inhibitor of cytochrome 3A4 and has some significant drug interactions.  Terbinafine is 
metabolized by CYP 2D6 and interacts with warfarin, cyclosporine, theophylline and tricyclic antidepressants. 

Terbinafine dosage recommendations for toenail onychomycosis is 250 mg per day for 12 weeks. For 
fingernails, the dose is 250 mg per day for six weeks. Liver enzyme levels and a complete blood count should 
be obtained before initiation and every four to six weeks thereafter. Terbinafine should be stopped if the 
aspartate aminotransferase (AST) or alanine aminotransferase (ALT) levels become elevated twice above 
normal. 

 
Itraconazole dosage recommendations for the treatment of toenail onychomycosis is 200 mg once daily for 12 
weeks. For fingernails, the dose is 200 mg twice a day for one week and then repeated again after a three-week 
washout period. Itraconazole has also successfully been used to treat toenail onychomycosis with pulse dosing. 
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Itraconazole should be taken with food. Liver enzymes should be measured before initiating continuous 
treatment and then every four to six weeks. There is no monitoring recommendation for pulse treatment. 
 
Note: CIGNA allows PULSE DOSING with itraconazole (Sporanox®) ONLY. There is a maximum of TWO 
pulses for fingernails and THREE pulses for toenails. 
 
 
Coding/Billing Information 
 
Note: This section is not in use. 
 
 
References 
 

1. Albreski DA, Gupta AK, Gross EG. Onychomycosis in diabetes. Management considerations. Postgrad 
Med 1999; Spec No:26-30. 

2. Arenas R, Dominguez-Cherit J, Fernandez LM. Open randomized comparison of itraconazole versus 
terbinafine in onychomycosis. Int J Dermatol 1995; 34:138-43. 

3. Arikian SR, Einarson TR, Kobelt-Nguyen G, Schubert F. A multinational pharmacoeconomic analysis of 
oral therapies for onychomycosis. The Onychomycosis Study Group. Br J Dermatol 1994; 130 Suppl 
43:35-44. 

4. Bokhari MA. Onychomycosis in Lahore, Pakistan. Int J Dermatol 1999; 38:591-595. 

5. Bootman JL. Cost-effectiveness of two new treatments for onychomycosis: an analysis of two 
comparative clinical trials. J Am Acad Dermatol 1998; 38:S69-72. 

6. Brautigam M, Nolting S, Schopf RE, Weidinger G. German randomized double-blind multicentre 
comparison of terbinafine and itraconazole for the treatment of toenail tinea infection. Br J Dermatol 
1996; 134 Suppl 46:18-21: discussion 38. 

7. Brautigam M, Nolting S, Schopf RE, Weidinger G. Randomised double blind comparison of terbinafine 
and itraconazole for treatment of toenail tinea infection. Seventh Lamisil German Onychomycosis Study 
Group. Bmj 1995; 311:919-22. 

8. Brautigam M, Weidinger G, Nolting S. Successful treatment of toenail mycosis with terbinafine and 
itraconazole gives long term benefits. Bmj 1998; 317:1084. 

9. Brautigam M. Terbinafine versus itraconazole: a controlled clinical comparison in onychomycosis of the 
toenails. J Am Acad Dermatol 1998; 38:S53-6. 

10. De Backer M, De Keyser P, De Vroey C, Lesaffre E. A 12-week treatment for dermatophyte toe 
onychomycosis: terbinafine 250 mg/day vs. itraconazole 200 mg/day--a double-blind comparative trial. 
Br J Dermatol 1996; 134 Suppl 46:16-7: discussion 38. 

11. De Backer M, De Vroey C, Lesaffre E, Scheys I, De Keyser P. Twelve weeks of continuous oral therapy 
for toenail onychomycosis caused by dermatophytes: a double-blind comparative trial of terbinafine 250 
mg/day versus itraconazole 200 mg/day. J Am Acad Dermatol 1998; 38:S57-63. 

12. De Cuyper C, Hindryckx PH. Long-term outcomes in the treatment of toenail onychomycosis. Br J 
Dermatol 1999; 141 Suppl 56:15-20. 

13. Degreef H, del Palacio A, Mygind S, Ginter G, Pinto Soares A, Zuluaga de Cadena A. Randomized 
double-blind comparison of short-term itraconazole and terbinafine therapy for toenail onychomycosis. 
Acta Derm Venereol 1999; 79:221-3. 

 
Page 5 of 9 
Coverage Policy Number: 4007 



14. Drake L, Babel D, Stewart DM, Rich P, al. e. Once-weekly fluconazole (150,300, or 450 mg) in the 
treatment of distal subungual onychomycosis of the fingernail. J Am Acad Dermatol 1998; 38:S87-S94. 

15. Drake LA. Guidelines of care for superficial mycotic infections of the skin: Onychomycosis. J Am Acad 
Dermatol 1996; 34:116-121. 

16. Drake LA. Impact of onychomycoisis on quality of life. J AM Podiatry Med Assoc 1997; 87:507-511. 

17. Drake LA, Scher RK, Smith EB, et al. Effect of onychomycosis on quality of life. J Am Acad Dermatol. 
1998;38:702-704 

18. Einarson TR, Gupta AK, Shear NH, Arikian S. Clinical and economic factors in the treatment of 
onychomycosis. Pharmacoeconomics 1996; 9:307-20. 

19. Evans EG, Sigurgeirsson B. Double blind, randomised study of continuous terbinafine compared with 
intermittent itraconazole in treatment of toenail onychomycosis. The LION Study Group. Bmj 1999; 
318:1031-5. 

20. FDA. FDA Issues Health Advisory Regarding the Safety of Sporanox Products and Lamisil Tablets to 
Treat Fungal Nail Infections. Available online at www.fda.gov/bbs/topics/answers/2001/ans01083.html: 
U.S. Food and Drug Administration, Accessed on November 1, 2001. 

21. Fernandez-Torres B. In Vitro Activities of 10 Antifungal Drugs against 508 Dermatophyte Strains. 
Antimicrob Agents Chemother 2001; 45:2524-2528. 

22. Feuerman EJ, Alteras I, Bashan D, Shohat B. Trichophytosis by double infection of Trichophyton 
schoenleinii and Trichophyton violaceum. Sabouraudia 1978; 16:9-13. 

23. Garcia-Martos P, Gene J, Sole M, Mira J, Ruiz-Henestrosa R, Guarro J. Case of Onychomycosis 
caused by Microsporum racemosum. J Clin Microbiol 1999; 37:258-260. 

24. Gautret P. Case report and review. Onychomycosis due to Candida parapsilosis. Mycoses 2000; 
43:433-435. 

25. Gianni C, Cerri A, Crosti C. Non-dermatophytic onychomycosis. An underestimated entity? A study of 
51 cases. Mycoses 2000; 43:29-33. 

26. Goodfield MJD, Bosanquet N, Evans EGV. Cost effective clinical management of onychomycosis. Br J 
Med Econ 1994; 7:15-23. 

27. Gregory N. Special patient populations: onychomycosis in the HIV-positive patient. J Am Acad Dermatol 
1996; 35:S13-6. 

28. Group PP. Diflucan (fluconazole tablets) package labeling. Morris Plains, NJ: Pfizer Inc., 1998. 

29. Gupta A. Combined distal and lateral subungual and white superficial onychomycosis in the toenails. J 
Am Acad Dermatol 1999; 41:938-944. 

30. Gupta AK, DeDoncker P, Haneke E. Itraconazole pulse therapy for the treatment of Candida 
onychomycosis. JEADV 2001; 15:112-115. 

31. Gupta AK, Gregurek-Novak T. Efficacy of itraconazole, terbinafine, fluconazole, griseofulvin and 
ketoconazole in the treatment of Scopulariopsis brevicaulis causing onychomycosis of the toes. 
Dermatology 2001; 202:235-8. 

32. Gupta AK, Lambert J. Pharmacoeconomic analysis of the new oral antifungal agents used to treat 
toenail onychomycosis in the USA. Int J Dermatol 1999; 38 Suppl 2:53-64. 

 
Page 6 of 9 
Coverage Policy Number: 4007 



33. Gupta AK, Lynde CW, Konnikov N. Single-blind, randomized, prospective study of sequential 
itraconazole and terbinafine pulse compared with terbinafine pulse for the treatment of toenail 
onychomycosis. J Am Acad Dermatol 2001; 44:485-91. 

34. Gupta AK. Onychomycosis in the elderly. Drugs Aging 2000; 16:397-407. 

35. Gupta AK. Pharmacoeconomic analysis of ciclopirox nail lacquer solution 8% and the new oral 
antifungal agents used to treat dermatophyte toe onychomycosis in the United States. J Am Acad 
Dermatol 2000; 43:S81-95. 

36. Han MH, Choi JH, Sung KJ, Moon KC, Koh JK. Onychomycosis and Trichosporon beigelii in Korea. Int 
J Dermatol 2000; 39:266-269. 

37. Havu V, Heikkila H, Kuokkanen K, et al. A double-blind, randomized study to compare the efficacy and 
safety of terbinafine (Lamisil) with fluconazole (Diflucan) in the treatment of onychomycosis. Br J 
Dermatol 2000; 142:97-102. 

38. Jacques FGM. Current Management of Fungal Infections. Drugs 2001; 61:13-25. 

39. Janssen Pharmaceutica. Sporanox (itraconazole) package insert. Titusville, NJ: Janssen 
Pharmaceutica, June 2006. 

40. Ling MR, Swinyer LJ, Jarratt MT, Falo L, al. e. Once-weekly fluconazole (450 mg) for 4, 5, or 9 months 
of treatment for distal subungual onychomycosis of the toenail. J Am Acad Dermatol 1998; 38:S95-
S102. 

41. Lubeck DP, Patrick DL, McNulty P, al. e. Quality of life of persons with onychomycosis. Qual Life Res 
1993; 2. 

42. Lupa S, Seneczko F, Jeske J, Glowacka A, Ochecka-Szymanska A. Epidemiology of dermatomycoses 
of humans in central Poland. Part IV. Onychomycosis due to dermatophytes. Mycoses 1999; 42:657-
659. 

43. Marchetti A, Piech CT, McGhan WF, Neugut AI, Smith BT. Pharmacoeconomic analysis of oral 
therapies for onychomycosis: a US model. Clin Ther 1996; 18:757-77; discussion 702. 

44. McEvoy GK, ed. AHFS 2008 Drug Information. Bethesda, MD: American Society of Health-Systems 
Pharmacists, Inc; 2008. 

45. McGinnis MR. Antifungal Drugs: Mechanisms of Action, Drug Resistance, Susceptibility Testing, and 
Assays of Activity in Biologic Fluids. In: Lorian V, ed. Antibiotics in Laboratory Medicine. Vol. 4th Edition. 
Baltimore, MD: Williams & Wilkins, 1996:176-215. 

46. Montero-Gei F, Robles-Soto ME, Schlager H. Fluconazole in the Treatment of Severe Onychomycosis. 
International Journal of Dermatology 1996; 35:587-588. 

47. Murphy R. Drug Information Specialist. In: LaFleur J, ed. Morris Plains, NJ: Pfizer Pharmaceutical 
Group, 2001. 

48. Nenoff P. Trichophyton tonsurans as a cause of onychomycosis. Br J Dermatol 1999; 140:555-557. 

49. Novartis Pharmaceuticals. Lamisil (terbinafine hydrochloride) package insert. East Hanover, NJ: 
Novartis Pharmaceuticals, September 2007. 

50. Parker F. Skin Disease of General Importance. In: Bennet JC, ed. Cecil Textbook of Medicine. Vol. 20th 
ed. Philadelphia, PA: W. B. Saunders Company, 1996:23. 

51. Pharmaceuticals N. Lamisil (terbinafine hydrochloride tablets) package labeling. East Hanover, NJ: 
Novartis Pharmaceuticals Corporation, 2001. 

 
Page 7 of 9 
Coverage Policy Number: 4007 



52. Pharmaceuticals N. Lamisil (terbinafine) tablets. East Hanover, NJ: Novartis Pharmaceuticals 
Corporation, 2001. 

53. Rex JH. Practice Guidelines for the Treatment of Candidiasis. Clin Infect Dis 2000; 30:662-678. 

54. Ricci C. Onychomycosis due to Trichophyton soudanense in Switzerland. Dermatology 1998; 197:297-
298. 

55. Rodgers P, Bassler M. Treating onychomycosis. Am Fam Physician 2001; 63:663-72, 677-8. 

56. Romano C. Case report. Onychomycosis due to Microsporum canis. Mycoses 2001; 44:119-120. 

57. Romano C. Onychomycosis caused by Alternaria spp. in Tuscany, Italy from 1985 to 1999. Mycoses 
2001; 44:73-76. 

58. Romano C. Onychomycosis due to Microsporum gypseum. Mycoses 1998; 41:349-351. 

59. Rosenthal SA. Onychomycosis caused by aspergillus fumigatus. Report of a case. Arch Dermatol 1968; 
97:685-687. 

60. Scher RK, Breneman D, Rich P, Savin RC, al. e. Once-weekly fluconazole (150, 300, or 450 mg) in the 
treatment of distal subungual onychomycosis of the toenail. J Am Acad Dermatol 1998; 38:S77-S86. 

61. Scher RK. Onychomycosis is more than a cosmetic problem. Br J Dermatol 1994; 130:15. 

62. Scher RK. Successful treatment of Aspergillus flavus onychomycosis with oral itraconazole. J Am Acad 
Dermatol 1990; 23:749-750. 

63. Segal R, Kritzman A, Cividalli L, Samra Z, David 

64. Sigurgeirsson B, Billstein S, Rantanen T, et al. L.I.ON. Study: efficacy and tolerability of continuous 
terbinafine (Lamisil) compared to intermittent itraconazole in the treatment of toenail onychomycosis. 
Lamisil vs. Itraconazole in Onychomycosis. Br J Dermatol 1999; 141 Suppl 56:5-14. 

65. Silva V. Isolation of Malassezia furfur from patients with onychomycosis. J Med Vet Mycol 1997; 35:73-
74. 

66. Tatro DS. Drug Interaction Facts. St. Louis, MO: Facts and Comparisons, Inc, 2001. 

67. Tosti A, Piraccini BM, Lorenzi S. Onychomycosis caused by nondermatophytic molds: clinical features 
and response to treatment of 59 cases. J Am Acad Dermatol 2000; 42:217-24. 

68. Tosti A, Piraccini BM, Stinchi C, Colombo MD. Relapses of onychomycosis after successful treatment 
with systemic antifungals: a three-year follow-up. Dermatology 1998; 197:162-6. 

69. Tosti A, Piraccini BM, Stinchi C, Lorenzi S. Onychomycosis due to Scopulariopsis brevicaulis: clinical 
features and response to systemic antifungals. Br J Dermatol 1996; 135:799-802. 

70. Tosti A, Piraccini BM, Stinchi C, Venturo N, Bardazzi F, Colombo MD. Treatment of dermatophyte nail 
infections: an open randomized study comparing intermittent terbinafine therapy with continuous 
terbinafine treatment and intermittent itraconazole therapy. J Am Acad Dermatol 1996; 34:595-600. 

71. Tseng SS, Longley BJ, Scher RK, Treiber RK. Fusarium fingernail infection responsive to fluconazole 
intermittent therapy. Cutis 2000; 65:352-354. 

72. Verspeelt J. Safety of Itraconazole in Diabetic Patients. Dermatology 1999; 198:382-384. 
 
 
 
 
 

 
Page 8 of 9 
Coverage Policy Number: 4007 



“CIGNA” and the “Tree of Life” logo are registered service marks of CIGNA Intellectual Property, Inc., licensed for use by CIGNA Corporation 
and its operating subsidiaries.  All products and services are provided exclusively by such operating subsidiaries and not by CIGNA Corporation.  
Such operating subsidiaries include Connecticut General Life Insurance Company, CIGNA Behavioral Health, Inc., Intracorp, and HMO or 
service company subsidiaries of CIGNA Health Corporation and CIGNA Dental Health, Inc. In Arizona, HMO plans are offered by CIGNA 
HealthCare of Arizona, Inc. In California, HMO plans are offered by CIGNA HealthCare of California, Inc. and Great-West Healthcare of 
California, Inc. In Connecticut, HMO plans are offered by CIGNA HealthCare of Connecticut, Inc. In North Carolina, HMO plans are offered by 
CIGNA HealthCare of North Carolina, Inc. In Virginia, HMO plans are offered by CIGNA HealthCare Mid-Atlantic, Inc. All other medical plans 
in these states are insured or administered by Connecticut General Life Insurance Company.  

 
Connecticut General Life Insurance Company has acquired the business of Great-West Healthcare from Great-West Life & Annuity 
Insurance Company (GWLA). Certain products continue to be provided by GWLA (Life, Accident and Disability, and Excess Loss). GWLA is 
not licensed to do business in New York. In New York, these products are sold by GWLA's subsidiary, First Great-West Life & Annuity 
Insurance Company, White Plains, N.Y. 
 

 
Page 9 of 9 
Coverage Policy Number: 4007 


	Coverage Policy
	General Background
	Coding/Billing Information
	References

