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[Abstract] Isavuconazole is a novel triazole antifungal agent that has not yet been marketed in China. It has a broad antifungal spectrum.

In vitro studies and clinical trials have shown that it’s active against molds, yeasts, dimorphic fungi and some rare fungi, that it is effective

for clinical treatment of infection at special sites such as the central nervous system, and that the blood concentration of isavuconazole is

stable, with good safety and tolerability, and with fewer adverse events during long-term use. This review summarizes the pharmacological

characteristics and clinical research progress of isavuconazole, aiming to provide reference for clinical medication.
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Table 1 /n vitro antifungal activity of isavuconazole against clinically common pathogenic fungi

ARk
JHHhEE (Aspergillus fumigatus)
L #hEE (Aspergillus terreus)
WA (Aspergillus flavus)
%A (Aspergillus niger)
W EEJE (Fusarium spp.)
Riuii 32l (Scedosporium apiospermum)
E&EJE (Mucor spp.)

&8 (Rhizopus spp.)
H&EkE (Candida albicans)
HiF &ERE (Candida glabrata)
WRSERE (Candida krusei )
VP &¥kE (Candida parapsilosis)
i & ERE (Candida tropicalis)
HAEBRERE  (Cryptococcus neoformans)
WAEBEBRE  (Cryptococcus gattii)
EBFHE (Trichosporn spp.)

MICso/mg-L™"

Ml(:so/mg . L_1

0.25~1.0 0.5~2.0
0.38~0.5 0.5
0.38 ~2.0 0.5~2.0
0.5 0.75~2.0
8.0~>32 >0.8~>32
> 32 > 32
2 > 32
1 > 32
0.015 < 0.015~0.03
< 0.015~0.5 02~2.0
< 0.015~0.5 < 0.015~1.0
< 0.015~0.06 0.023 ~0.12
< 0.015~0.06 < 0.015~0.5
< 0.015~0.6 < 0.015~0.12
0.03 ~0.06 0.06 ~0.125
0.06 0.5
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