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Advice Note on Identification and Treatment of SAFS & APBA 

 
(For use in a fully assessed and monitored patient as part of a difficult asthma 

service) 
 
Background:  
 
Identification of fungal allergy in patients with poorly controlled asthma who fit 
the diagnostic criteria for these conditions is worthwhile because of the 
beneficial impact of antifungal treatment on symptom control and prednisolone 
usage (see references) 
 
ABPA is diagnosed where poorly controlled asthma is associated with elevated 
total IgE levels, specific type 1 allergy to aspergillus (diagnosed either by skin 
prick test or IgE RAST tests) and eosinophilia, fleeting lung infiltrates or central 
bronchiectasis. 
 
SAFS is defined as poorly controlled asthma in association with SPT positivity to 
any one of 7 fungi commonly encountered in the UK ( aspergillus, candida, 
alternaria, cladosporium, botrytis, penicillium, trychophyton). Total IgE levels are 
usually elevated but may not be as high as often encountered in ABPA. 
 
With increasing experience of Itraconazole, adrenal suppression has been 
observed regularly, a side effect which is considered likely to be due to 
interference with cytochrome P450 complex and interference with metabolism of 
inhaled corticosteroids (prednisolone metabolism is not affected); other centres 
report their practice is to half (Brompton)  or quarter (Manchester) the dose of 
ICS when using Itraconazole; closer monitoring of the HPA axis is indicated as 
detailed below. 
 
Preparatory work:  
 
Obtain SPT solutions for fungi listed above and identify and if necessary train 
someone to undertake these. A suggested recording sheet is attached.  
 
Preliminary assessment:  
 

1. Discuss diagnosis and rationale for therapy with the patient; discuss 
possible side effects of Itraconazole (appendix A) and necessary 
monitoring (which usually prevents side-effects from becoming a 
problem). Provide ABPA information leaflet (appendix B) and explain that 
SAFS is generally considered similar, but with no evidence of bronchial 
wall damage. 



2. If the patient agrees to therapy, check morning cortisol & LFTs and 
undertake baseline short synacthen test; discuss drug interactions: 
         

a. Half the current dose of inhaled corticosteroids 
b. Adjust statin to one with lower risk of interaction (itraconazole is 

metabolised by cytochrome P450; SIGN and NICE guidelines 
recommend pravastatin as a suitable alternative in patients who 
are using medications that influence cytochrome P450 metabolism. 
GGC Non-Formulary (NF) processes should be followed if 
prescribing a NF option. 

c. Itraconazole and PPI therapy interact and must be taken at 
different times (eg morning and evening for PPI so that these can 
be followed by meal, lunch and bedtime for Itraconazole) 

 
Treatment Phase: 
 

1. Start Itraconazole 100mg bd 
2. Arrange for patient to have LFTs repeated after 2 weeks of therapy and 

set up a mechanism for reviewing these. 
3. Providing LFTs remain normal, inform the patient that it is safe to 

increase the dose to 200mg bd with further check of LFTs 2 weeks later 
again 

4. Inform patient of result of these LFTs and their suitability for ongoing 
therapy. 

5. Make sure the GP is aware that long term therapy is intended; ask for 
Itraconazole to be added to repeat prescriptions. 

6. Monitor morning cortisol and LFTs  at 3 months; intervening check of 
LFTs if the patient is unwell (since later derangement of liver function is 
observed). 

 

Objective assessment at 6 months: 
 

1. Monitor response by assessing asthma control, exacerbation frequency, 
use of oral corticosteroids and total IgE; check LFTs and morning cortisol 

2. continue treatment indefinitely if benefit shown and bloods normal; 
consider intermittent Rx if cortisol suppressed. 

3. Monitor morning cortisol and LFTs 6 monthly if ongoing Rx 
4. Discuss possible adrenal suppression and send letter summarising this to 

patient and GP (Appendix C); file copy with letters. 
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Appendix A: Fungal Skin Prick Test Results 
 

Department of Respiratory Medicine, add hospital name 
 

Patient Details: 
 
 
 
 
 
 
 
  

 
 
Date of Test: 
 
Last Dose Antihistamine: 
 

 Flare Size, mm Weal Size, mm 
 

Negative Control  
 

  

Positive Control  
 

  

Alternaria  
 

  

Cladosporium  
 

  

Penicillium  
 

  

Botrytis 
 

  

Aspergillus fumigatus  
 

  

Candida albicans  
 

  

  
Comment: 
 
 
 
 
 
Signed: 
Name/Position:  
 
 
 



Appendix D: Itraconazole /steroid suppression letter 
 

 

Text of letter describing possible adrenal suppression with long term 
Itraconazole therapy; to be customised with patient details; copy sent to patient 
at home address and to GP 
 
 
TO WHOM IT MAY CONCERN 
 
 
 
This patient has the syndrome of Allergic Broncho-Pulmonary Aspergillosis 
(ABPA) / Severe Asthma with Fungal Sensitisation (SAFS)(delete one of these) 
and is on long term treatment with Itraconazole 200 mg bd (customise if different 
dose).  There are reports in the literature of patients on long term Itraconazole 
having biochemical evidence of adrenal suppression, and this should be borne 
in mind if this patient has an acute illness – steroid cover may be required.  
Please contact me at the telephone number above for further details as 
necessary. 
 
Yours faithfully, 

 

 

 

 

 

CONSULTANT RESPIRATORY PHYSICIAN 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Appendix E:     Checklist: Treatment of SAFS & ABPA with Itraconazole 
 

Item  Date achieved & initials 

Skin tests positive? 
 

  

Info sheets given to patient? 
 

  

Medication review – especially in relation to 
inhaled CS, PPI and statin use? 
 

  

Morning cortisol; short synacthen test ,LFTs  
 
Half previous daily dose of inhaled CS and 
adjust asthma action plan 
 

  

Baseline assessment – total IgE, asthma control 
score, current therapy, exacerbations within past 
6 months requiring oral corticosteroids; 

  

Who will check LFT results and liaise with 
patient ? Name: 
 

  

2 week LFT check?  Result? Normal/abnormal 
 

  

Dose increase to 200mg bd arranged with 
patient? 
 

  

2 week LFT check?      Result? Normal/abnormal 
 

  

Letter to patient with result/decision to continue 
for 6 month trial? 

  

3 month check of LFTs and morning cortisol;  
Result normal/abnormal (details) 
 

  

Review of results/inform patient 
 

  

6 month review – total IgE, LFTs, morning 
cortisol; asthma control score, current therapy, 
exacerbations within past 6 months requiring oral 
corticosteroids;  

 

  

Decision on benefit – Yes/No 
 

  

If longterm therapy: 

 discussion of possible adrenal 
suppression  

 letter documenting this sent to patient 
and GP 

 ongoing monitoring of LFTs, morning 
cortisol 

  



 


