
Voriconazole, isavuconazole and posaconazole are the
preferred agents for invasive aspergillosis; caspofungin, micafungin,
and lipid-associated AmB are second-line agents. AmB is not active
against A. terreus or A. nidulans; multi-azole resistance in A.
fumigatus is present in <5% of isolates but is increasing, especially
in Southeast Asia; and A. niger is resistant to itraconazole and
isavuconazole. An infectious disease consultation is advised for
patients with invasive disease, given the complexity of
management. Immune reconstitution can complicate recovery. The
duration of therapy for invasive aspergillosis varies from ∼3 months
to several years, depending on the patient’s immune status and
response to therapy. Relapse occurs if the response is suboptimal
and immune reconstitution is not complete.

Voriconazole is currently the preferred oral agent for chronic
aspergillosis with itraconazole or posaconazole as substitutes when
failure, emergence of resistance, or adverse events occur. Because
chronic cavitary pulmonary aspergillosis responds slowly, therapy
for >6 months is necessary, and disease control may require years
of treatment, whereas the duration of treatment for other forms of
chronic and allergic aspergillosis requires case-by-case evaluation.
Glucocorticoids should be used in chronic cavitary pulmonary
aspergillosis only if covered by adequate antifungal therapy. Acute


