
 

Intravenous Antifungals  
Please check for interactions if patient is on transplant medication prior to prescribing. 
 

Liposomal amphotericin (Ambisome)      
Standard dosing in normal renal function: 3-5mg/kg once daily 
Indications as per Trust formulary: On advice of medical microbiology or infectious diseases only. 
Please seek specialist advice from antimicrobial pharmacist or medical microbiology.  
 
As per manufacturer: No dose adjustment required in renal impairment. Ambisome is nephrotoxic, 
monitor renal function closely. 
Use total body weight for dosing.  
 
 

Anidulafungin         
Standard dosing in normal renal function: 200mg STAT, then 100mg once daily 
Indications as per Trust formulary: On advice of medical microbiology or infectious diseases only. 
Please seek specialist advice from antimicrobial pharmacist or medical microbiology.  
 
As per manufacturer: No dose adjustment required in renal impairment. 
 
 

Caspofungin           
Standard dosing in normal renal function:  Patients <80kg: 70mg STAT, followed by 50mg once daily                
In patients >80kg: 70mg STAT followed by 70mg once daily 
Indications as per Trust formulary: On advice of medical microbiology or infectious diseases only. 
Please seek specialist advice from antimicrobial pharmacist or medical microbiology.  

 
As per manufacturer: No dose adjustment required in renal impairment.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Caution in AKI/CKD 



 

Fluconazole           
Standard dosing in normal renal function: 50mg – 400mg once daily 
Indications as per Trust formulary: On advice of medical microbiology or infectious diseases only. 
Please seek specialist advice from antimicrobial pharmacist or medical microbiology.  
Dose recommended is unlicensed but based on best practice as per UK renal drug database. 
Higher (unlicensed) doses may be used if recommended by medical microbiology or infectious 
diseases. 
No dose adjustment is necessary for single dose therapy. 
 
Please note fluconazole has good oral bioavailability therefore use the oral route if no concerns 
regarding absorption. Oral dose: 50mg-400mg once daily 
 

 
Creatinine clearance (CrCl) Recommended dose 

>50 ml/min 50-400mg once daily  

>10-50 ml/min 50-100% of normal dose 

<10ml/min 50% of normal dose 

Intermittent haemodialysis 50% of normal dose daily or 100% of normal 
dose three times a week after dialysis 
(Dialysed) 

Intermittent haemodiafiltration (HDF) 50% of normal dose daily or 100% of normal 
dose three times a week after dialysis 
(Dialysed) 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

50% of normal dose (Dialysed)  

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Adjust dose in AKI/CKD 



 

Flucytosine           
Standard dosing in normal renal function: 50mg/kg every 6 hours 
Indications as per Trust formulary: On advice of medical microbiology or infectious diseases only. 
Please seek specialist advice from antimicrobial pharmacist or medical microbiology.  

Note: Dose as per ideal body weight. Ensure therapeutic drug monitoring and daily FBC is 
carried out in course >5 days in renal impairment. 
250ml of IV flucytosine contains 34.5mmol of sodium 
Dose recommended is unlicensed but based on best practice as per UK renal drug database 
 
Creatinine clearance (CrCl) Recommended dose 

>40 ml/min 50mg/kg every 6 hours 

<20-40 ml/min 50mg/kg every 12 hours 

10-20ml/min 50mg/kg every 24 hours 

<10ml/min 50mg/kg STAT, then 500mg-1g daily (discuss 
with pharmacy or medical microbiology) Ensure 
levels are taken 

Intermittent haemodialysis 50mg/kg STAT, then 500mg-1g daily (discuss 
with pharmacy or medical microbiology) 
(Dialysed- give after dialysis) Ensure levels are 
taken 
Monitor trough levels pre-dialysis and reduce 
post-dailysis dose accordingly 

Intermittent haemodiafiltration (HDF) 50mg/kg STAT, then 500mg-1g daily (discuss 
with pharmacy or medical microbiology) 
(Dialysed- give after dialysis) Ensure levels are 
taken 
Monitor trough levels pre-dialysis and reduce 
post-dialysis dose accordingly 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

12.5mg/kg every 6 hours 
Ensure levels are taken 

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 
 

Isavuconazole           
Standard dosing in normal renal function: Loading dose: 200mg every 8 hours for the first 48 hours 
then 200mg once daily starting 12-24 hours after loading dose. 
Indications as per Trust formulary: On advice of medical microbiology or infectious diseases only. 
Please seek specialist advice from antimicrobial pharmacist or medical microbiology.  

 
As per manufacturer: No dose adjustment required in renal impairment.  

 
 
 
 
 

 Caution in AKI/CKD 



 

Posaconazole              
Standard dosing in normal renal function: Loading dose on day 1: 300mg every 12 hours, 
maintenance dose: 300mg once daily 
Indications as per Trust formulary: On advice of medical microbiology or infectious diseases only. 
Please seek specialist advice from antimicrobial pharmacist or medical microbiology.  
Only use IV if patient is unable to tolerate oral (oral bioavailability is 96%), as the intravenous vehicle 
(SBECD) accumulates in renal failure. 
Dose recommended is licensed by the manufacturer.  
 

Creatinine clearance (CrCl) Recommended dose 

>50 ml/min Day 1 : 300mg every 12 hours 
Day 2 onwards: 300mg once daily 

<50ml/min  Accumulation of the intravenous vehicle 
Betadex Sulfobutyl Ether Sodium (SBECD) is 
expected to occur. 
Oral formulations of posaconazole should be 
used in these patients unless benefit vs risk to 
the patient justifies use of intravenous 
posaconazole. Serum creatinine levels should 
be closely monitored in these patients.  
Consider alternative agent. 

 

 

Voriconazole           
Standard dosing in normal renal function: Loading dose: 6mg/kg every 12 hours for 24 hours, 
Maintenance dose: reduce to 4mg/kg every 12 hours  
Indications as per Trust formulary: On advice of medical microbiology or infectious diseases only. 
Please seek specialist advice from antimicrobial pharmacist or medical microbiology.  
Note: Dose as per ideal/adjusted body weight. 
Only use IV if patient is unable to tolerate oral (oral bioavailability is 96%), as the intravenous vehicle 
(SBECD) accumulates in renal failure.  
Dose recommended is licensed by the manufacturer.  

 
Creatinine clearance (CrCl) Recommended dose 

>50 ml/min Loading dose: 6mg/kg every 12 hours for 24 
hours  
Maintenance dose: reduce to 4mg/kg every 12 
hours  

<50 ml/min Accumulation of the intravenous vehicle 
Betadex Sulfobutyl Ether Sodium (SBECD) is 
expected to occur. 
Oral formulations of voriconazole should be 
used in these patients unless benefit vs risk to 
the patient justifies use of intravenous 
voriconazole. Serum creatinine levels should be 
closely monitored in these patients.  
Consider alternative agent. 

 

 Adjust dose in AKI/CKD 

 Adjust dose in AKI/CKD 


