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ABSTRACT

Introduction: Invasive fungal infections (IFIs)
are a significant health problem in immuno-
compromised patients, resulting in substantial
morbidity, mortality, and healthcare costs.
Micafungin is a broad-spectrum echinocandin

with activity against Candida and Aspergillus
spp. This was a multicenter, non-comparative,
retrospective observational study that evaluated
the effectiveness and tolerability of intra-
venously administered micafungin for treating
IFIs caused by Candida and Aspergillus spp.
Methods: Adult patients in China who had
received at least one dose of intravenously
administered micafungin were eligible. Retro-
spective data (May 2008–April 2015) were
extracted from patients’ medical files and
recorded using electronic data capture. The
primary endpoint was overall success rate (pa-
tients with complete or partial response). Sub-
group analyses determined effectiveness
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according to diagnostic certainty, fungal spe-
cies, type of IFI, duration of micafungin treat-
ment, and daily dose of micafungin.
Tolerability, including the incidence of adverse
events (AEs), was also assessed.
Results: Overall, 2555 patients who received at
least one dose ofmicafunginwere identified. The
mean duration of treatment andmean daily dose
were 10.2 days and 133.0 mg, respectively. The
overall success rate was 60.8%; this was signifi-
cantly higher in patients who received treatment
for at least 1 week (range 67.9–71.6% [mean
69.2%]) compared with less than 1 week (47.8%;
P\ 0.0001), and those who received 50–100 mg
(65.7%) compared with other daily doses (range
42.9–60.1% [mean 59.0%]; P = 0.0011). Success
rates inCandida- andAspergillus-infectedpatients
were similar (61.9% and 56.8%, respectively).
AEs and adverse drug reactions were observed in
36.2% and 4.5% of patients, respectively. The
majority of AEsweremild,while discontinuation
due to AEs was low (2.3%).
Conclusion: Micafungin is effective and well
tolerated for the treatment of patients with IFIs
in China, as demonstrated in Candida- and
Aspergillus-infected adults. Subgroup analyses
highlighted the potential benefits of treating
IFIs with micafungin for a minimum of 1 week.
Trial registration: ClinicalTrials.gov identifier
NCT02678598.
Funding: Astellas Pharma Inc.

Keywords: Aspergillus; Candida; Invasive fungal
infections; Micafungin; Real-world data;
Retrospective study

INTRODUCTION

Invasive fungal infections (IFIs) represent an
important clinical challenge in immunosup-
pressed patients, causing substantial morbidity
and mortality that result in increased healthcare
costs [1, 2]. IFIs are opportunistic and their
occurrence has risen in recent decades because
of increased numbers of patients undergoing
procedures such as hematopoietic stem cell and
solid organ transplantation, and receiving
chemotherapies for autoimmune conditions
and malignancies [1, 3, 4]. In addition, the

relative contribution of individual species to
IFIs has changed markedly over the last three
decades [4]. Candida and Aspergillus are the most
commonly reported pathogenic yeast and mold
infections in immunocompromised patients in
China [5]. The incidence of these infections is
currently increasing, which has been attributed
to higher rates of hospitalization due to an
aging population and an increase in the occur-
rence of chronic diseases [5].

Micafungin is an echinocandin with broad-
spectrum activity against Candida and Aspergil-
lus, as shown in vitro using clinical isolates of
these genera [6, 7]. Numerous studies have
demonstrated the efficacy and safety of this
agent for the treatment of invasive Candida and
Aspergillus infections [1, 8], although licensing
of micafungin to treat these infections varies
between countries.

In China, micafungin has demonstrated effi-
cacy in the prevention of IFIs in neutropenic
patients undergoing hematopoietic stem cell
transplant. In an open-label study comparing the
efficacy and safety of micafungin vs. itraconazole
in this population, overall success rates, as mea-
sured by the absence of an IFI, were 92.6% and
94.6%, respectively, andbetter treatment tolerance
was observed with micafungin [9]. In a separate
study of renal transplant patients with IFIs in
China, similar efficacy rates (74.2%vs. 78.8%)were
observed between micafungin and voriconazole,
respectively [10].Mortality rates in themicafungin
and voriconazole groups were 9.7% and 12.1%,
respectively. Both drugs were generally well toler-
ated with 41.9% and 51.6% of patients experienc-
ing adverse events (AEs) in the micafungin and
voriconazole groups, respectively [10].

The aim of the current retrospective study
was to evaluate the real-world effectiveness and
tolerability of intravenously administered
micafungin for IFIs caused by Candida or
Aspergillus spp. in adult patients in China.

METHODS

Study Design and Treatment

This multicenter, non-comparative, retrospec-
tive observational study (ACN-MA-2014-02;
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Clinicaltrials.gov ID NCT02678598) was con-
ducted at 35 sites in 26 hospitals in China (sites
could include hematology departments and
intensive care units within the same hospital).
Micafungin was administered according to
clinicians’ usual clinical practice, and data on
all outcome measures were extracted from
patients’ medical files and recorded using elec-
tronic data capture. In China, the recom-
mended dose range of micafungin is
50–150 mg, which can be increased up to
300 mg/day for severe or refractory candidiasis
or aspergillosis; the recommended duration of
treatment is 2 and 6–12 weeks in Candida- and
Aspergillus-infected patients, respectively, with
treatment dose and duration determined
according to the severity of disease and the
patient’s condition. The observation period was
the time between the first dose of micafungin
and the end/discontinuation of treatment.

Patients

The study evaluated patients who had received
at least one dose of intravenously administered
micafungin between May 2008 and April 2015.
Male or female patients, aged 18 years or more
who were prescribed micafungin as empirical
(driven by a pre-emptive diagnosis according
to European Organization for Research and
Treatment of Cancer/Invasive Fungal Infec-
tions Cooperative Group and the National
Institute of Allergy and Infectious Diseases
Mycoses Study Group [EORTC/MSG] criteria)
[11] or targeted antifungal therapy were con-
sidered for participation. Patients were exclu-
ded if they received concomitant
administration of other antifungal agents, and
if the patient’s medical records were missing
data and/or unclear.

All procedures performed in studies involv-
ing human participants were in accordance
with the ethical standards of the institutional
and/or national research committee and with
the 1964 Helsinki declaration and its later
amendments or comparable ethical standards.
Informed consent was obtained from all indi-
vidual participants included in the study.

Disease Characteristics
Assessments performed included the overall
diagnoses (i.e., possible, probable, or proven),
the type of IFI (i.e., Aspergillus or Candida, if
confirmed), any identifiable disease, the dura-
tion of treatment, assessment of fever, imaging
examinations (reported as normal or abnormal
findings), and mycological examinations (e.g.,
including blood or sputum culture, b-D-glucan
test, and microscopy of sputum culture; repor-
ted as positive or negative). Resolution of fever,
other symptoms and signs, imaging abnormal-
ities, and mycological evidence of pathogen
clearance were subsequently evaluated at the
end/discontinuation of treatment and used to
inform assessments for the primary endpoint.
All assessments and diagnoses were performed
according to the judgment of the treating
physician, who worked within the diagnostic
framework of EORTC/MSG criteria.

Outcome Measures

Effectiveness
The primary endpoint was the overall success
rate, which was defined as the proportion of
patients with complete or partial responses. The
proportions of patients who died, had disease
progression, or had a stable response were also
calculated. Definitions of the response cate-
gories used are summarized in Supplementary
Table 1.

Subgroup Analyses for Effectiveness
Subgroup analyses were conducted to evaluate
the effectiveness of micafungin according to the
diagnostic certainty (possible, probable, and
proven); fungal organism (Candida or Aspergil-
lus); the type of invasive disease (fungemia,
respiratory mycosis [suspected or clinically
confirmed pneumonia due to Candida or
Aspergillus spp.], or gastrointestinal mycosis
[suspected or confirmed gastroenteritis, i.e.,
diarrhea and abdominal pain, or incidence
confirmed by fecal culture, respectively]); the
duration of micafungin treatment (\1, C 1 to
\2 weeks, C 2 to \ 4 weeks, and C 4 weeks);
and the daily dose of micafungin (0–50, 50–100,
100–150, 150–200, and 200–300 mg).
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Tolerability
The secondary endpoints were the incidences of
AEs and adverse drug reactions (ADRs). ADRs
were defined as events that were, in the opinion
of the investigator, possibly or probably related
to micafungin treatment. Serious ADRs that
occurred from the day of the first dose to 1 week
after the end of treatment were included in the
analysis. Additional tolerability measures
included routine blood, urine, and hepatic and
renal function tests conducted during treat-
ment. Any clinically relevant changes in these
parameters were recorded as AEs or ADRs.

Statistical Analyses

Enrollment of 3000 patients across 35 sites was
planned. For the effectiveness analyses, the
primary population was the full analysis set
(FAS), defined as all patients whose records
showed that they had received at least one dose
of micafungin and had an effectiveness assess-
ment. Effectiveness analyses were also con-
ducted using a per-protocol set (PPS) which
comprised all subjects who received at least
1 week of treatment (for Aspergillus infection
with hematology disease, this was at least
4 weeks) and who did not meet any of the fol-
lowing criteria: inclusion/exclusion violations;
micafungin treatment combined with acyclovir
or ganciclovir that affected the assessment of
study endpoints (based on reduced potency of
micafungin when received in combination with
these products, as mentioned in the Chinese
package insert for micafungin); dosage of
micafungin that exceeded 300 mg/day; or off-
label use of micafungin. The tolerability analy-
ses were conducted in a safety analysis set (SAS),
which was defined as all patients who received
at least one dose of micafungin and had at least
one safety assessment.

All data were reported descriptively, using
means accompanied by asymptotic 95% confi-
dence intervals (CI) to indicate precision. The
effect of treatment duration and dose on the
overall treatment success rates were analyzed
using a chi-square test; P values less than 0.05
were required for the difference between two
groups to be considered significant. Analyses

were performed using Statistical Analysis Sys-
tem version 9.3, or above.

RESULTS

Patients

The study was conducted between January and
December 2015, with April 30, 2015 as the end
time point for patients receiving micafungin
treatment. Overall, data from 2611 patients
were screened, and 56 excluded, resulting in
2555 enrolled patients whose records showed
that they had received at least one dose of
micafungin (Fig. 1). These patients were inclu-
ded in the SAS, while the FAS and PPS com-
prised 2467 and 1457 patients, respectively. No
patients were excluded from the PPS as a result
of acyclovir or ganciclovir affecting the assess-
ment of study endpoints. The mean (standard
deviation; SD) age was 56 (± 18.9) years and
most patients (61.4%) were male. Disease char-
acteristics (including the confirmed diagnosis,
the organism causing the infection, the type of
disease, and the duration of treatment) are
summarized in Table 1. The majority of patients
had a possible diagnosis (n = 1717 [69.6%]),
while the remaining patients had probable
(n = 699 [28.3%]) or proven (n = 51 [2.1%])
diagnoses. Most patients did not undergo
imaging examinations, but abnormalities were
reported in up to 37.1% who received any single
type of imaging examination. Overall, 1192
(48.3%) patients received a mycological exami-
nation; 17.1% of patients in the FAS had a
positive result. The infecting organism was not
established in 2092 (84.8%) cases; however,
where the organism was identified, a higher
proportion were infected with Candida (294
[11.9%]) than Aspergillus (81 [3.3%]). Respira-
tory mycosis was the most frequently encoun-
tered fungal disease (n = 1063; 43.1%); the
infected site was not established in over half of
cases (n = 1325; 53.7%). Diagnoses with fever
before receiving micafungin was reported in
1403 [57.1% of 2458]) patients assessed. Corre-
sponding data for the PPS population (organism
causing the infection, type of disease, and
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duration of treatment) are summarized in Sup-
plementary Table 2.

Treatment

The mean duration of micafungin treatment
was 10.2 days (95% CI 9.9–10.6) and the mean
daily dose was 133.0 mg (95% CI 131.6–134.3).

Outcome Measures

Effectiveness
The overall success rate in the FAS (primary
endpoint) was 60.8% (95% CI 58.8–62.7)
(Table 2). Rates of complete response, partial
response, stable disease, disease progression,
and mortality in the FAS are also summarized in
Table 2. Complete responses were observed in
17.2% (95% CI 15.7–18.7) of patients and par-
tial responses in 43.5% (95% CI 41.6–45.5). The

overall mortality rate was 6.7% (95% CI
5.7–7.7). Rates of resolution of fever, other signs
and symptoms, imaging abnormalities, and
mycological evidence of pathogen clearance in
the FAS are summarized in Supplementary
Table 3.

In the PPS, the overall success rate was 69.1%
(95% CI 66.7–71.5). Results for rates of com-
plete response, partial response, stable disease,
disease progression, and mortality were similar
to those in the FAS (Supplementary Table 4).

Subgroup Analyses for Effectiveness
The overall success rates according to the sub-
group analyses in the FAS are shown in Fig. 2.
Overall success rates were numerically higher
among patients with a possible or a probable
diagnosis (61.1% [95% CI 58.8–63.4] and 60.7%
[95% CI 57.0–64.3], respectively), compared
with those who had a proven diagnosis (51.0%
[95% CI 37.3–64.7]). According to the causative

Fig. 1 Patient disposition. FAS full analysis set, IFI invasive fungal infection, PPS per-protocol set, SAS safety analysis set
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organism, overall success rates were similar for
Candida-infected patients (61.9%) vs. Aspergil-
lus-infected patients (56.8%). Stratification
according to disease type suggested higher res-
olution among patients with respiratory myco-
sis (62.9%) compared with fungemia (55.4%) or
gastrointestinal mycosis (43.5%). From a statis-
tical perspective, the overall success rate was
significantly higher in each group of patients
who received treatment for a longer duration;
i.e., C 1 week (range 67.9–71.6%; mean 69.2%),
compared with \1 week (47.8%) (chi-square
test P\ 0.0001), including the comparison of
C 1 to\2 weeks’ treatment duration compared
with \1 week (47.8% vs. 67.9%, respectively;
P\ 0.0001). When stratification was performed
by daily dose, the highest overall success rates
were reported with doses of 50–100 mg (65.7%)

Table 1 Distribution of patients according to disease
characteristics and the duration of treatment (FAS)

Diagnostic certainty, n (%) n = 2467

Possible 1717 (69.6)

Probable 699 (28.3)

Proven 51 (2.1)

Type of IFI, n (%) n = 2467

Aspergillus-infected patients 81 (3.3)

Candida-infected patients 294 (11.9)

Not identifiable 2092 (84.8)

Diseases, n (%) n = 2467

Gastrointestinal mycosisa 23 (0.9)

Fungemia 56 (2.3)

Respiratory mycosisb 1063 (43.1)

Not identifiable 1325 (53.7)

Duration of treatment, n (%) (weeks) n = 2467

C 4 102 (4.1)

C 2 to\ 4 518 (21.0)

C 1 to\ 2 874 (35.4)

\ 1 973 (39.4)

Fever, n (%) (n = 2458)c

Yes 1403 (57.1)d

No 986 (40.1)

Not examined 69 (2.8)

Imaging examinations, n (%)e

Chest radiography n = 2467

Normal 23 (0.93)f

Abnormal 438 (17.8)f

Not examined 2006 (81.3)

Chest CT (n = 2462)g

Normal 20 (0.8)h

Abnormal 914 (37.1)h

Not examined 1528 (62.1)

Other imaging examination (n = 2465)i

Normal 15 (0.6)j

Table 1 continued

Abnormal 92 (3.7)j

Not examined 2358 (95.7)

Mycological examinations, n (%) n = 2467

Positive 422 (17.1)

Negative 770 (31.2)

Not examined 1275 (51.7)

CT computed tomography, FAS full analysis set, IFI
invasive fungal infection, SD standard deviation
a Gastrointestinal mycoses were suspected or confirmed
gastroenteritis (diarrhea and abdominal pain, or incidence
confirmed by fecal culture, respectively)
b Respiratory mycoses included suspected or clinically
confirmed pneumonia due to Candida or Aspergillus spp.
c Data unavailable from nine patients; gfive patients; and
iseven patients for fever, chest CT, and other imaging
examinations, respectively
d Body temperature (mean [± SD]) of patients with fever
was 38.6 �C (± 0.7); data were collected from 1400
patients (missing data, n = 3)
e Patients may have received more than one type of
imaging examination
f The longest diameter of the lesion was measurable for
n = 6 (0.2% of 438 patients); hn = 42 (1.7% of 914
patients); and jn = 5 (0.2% of 92 patients) for chest
radiography, chest CT, and other imaging examinations,
respectively
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and 100–150 mg (60.1%); significant differences
were reported for these doses compared with a
higher daily dose (e.g., 200–300 mg [42.9%])
(P = 0.0011).

Corresponding results for patients in the PPS
are shown in Supplementary Fig. 1. Overall
success rates in subgroups defined by the diag-
nostic certainty, fungal organism, and disease
type were slightly higher than those in the FAS,
which reflects exclusion from the PPS of
patients who received treatment for less than
1 week. Consistent with the FAS, significant
differences were reported when stratification
was performed by daily dose (P = 0.0003);

Table 2 Response, progression, and mortality rates during
micafungin treatment (FAS [n = 2467])

Comprehensive assessment of effectiveness, n (%); 95%

CIa

Complete response 425 (17.2); 15.7–18.7

Partial response 1074 (43.5); 41.6–45.5

Stable response 473 (19.2); 17.6–20.7

Progression of disease 330 (13.4); 12.0–14.7

Death 165 (6.7); 5.7–7.7

Evaluation of overall success rate of patients at the end of

treatment, n (%), 95% CI

Failure 968 (39.2); 37.3–41.2

Response 1499 (60.8); 58.8–62.7

CI confidence interval, FAS full analysis set
a Asymptotic 95% CIs of the percentage response rate
calculated

cFig. 2 Overall success rates (proportion of patients with
complete or partial response) at the end of treatment
according to diagnostic certainty (a); the organism causing
the infection (b); type of disease (c); treatment duration
(d); and the daily dose (e) in the FAS. P values indicate
significant differences between treatment groups (provid-
ing there is also a clear difference in the proportion of
patients with a complete or partial response); error bars
represent asymptotic 95% confidence intervals. FAS full
analysis set
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however, there was no significant effect of
treatment duration on overall success rates in
the PPS.

Tolerability
The overall tolerability profile of micafungin is
summarized in Table 3. In total, AEs were
observed in 925 (36.2%) patients and ADRs were
observed in 116 (4.5%) patients. In most cases
(more than 50%), the severity of the AEs was
mild. AEs that occurred in more than 1% of
patients are shown in Supplementary Table 5;
the most common AEs were dyspnea, diarrhea,
and pulmonary infection, observed in 58
(2.3%), 56 (2.2%), and 55 (2.2%) patients,
respectively. The most common ADRs were
abnormal hepatic function (19 patients [0.7%]);
diarrhea (14 patients [0.6%]); rash (12 patients
[0.5%]); and decreased platelet counts, fever,
and peripheral edema (5 patients each [0.2%]).

Fifty-nine patients (2.3%) discontinued as a
result of AEs. Five patients (0.2%) had nine
serious ADRs, which were possibly related to the

study drug, and one of these patients discon-
tinued treatment. The ADRs comprised one
patient who experienced pulmonary infection,
disseminated intravascular coagulation, and
multiple organ failure; one patient who experi-
enced postoperative sepsis with liver metastasis
of gastric cancer; one patient who experienced
shortness of breath and chest tightness; one
patient who experienced respiratory failure; and
one patient who experienced septic shock. Two
patients experienced severe ADRs that were life-
threatening. Three patients (0.1%) with severe
ADRs died: one patient who experienced pul-
monary infection, disseminated intravascular
coagulation, and multiple organ failure; one
who experienced respiratory failure; and one
who experienced postoperative sepsis and liver
metastasis associated with gastric cancer.

DISCUSSION

This retrospective analysis in adult patients in
China provides real-world evidence that intra-
venously administered micafungin is effective
against IFIs caused by Aspergillus and Candida
when used as empirical antifungal therapy,
driven by a pre-emptive diagnosis and targeted
antifungal therapy.

The overall success rates observed in this
retrospective analysis were broadly comparable
with those seen with other antifungal agents in
Chinese patients with IFIs. In a retrospective
analysis of data from patients treated with
amphotericin B for IFIs, an overall response rate
of 76% was observed [12], while an overall
response rate of 67.3% was observed in a Chi-
nese study evaluating the efficacy of ampho-
tericin B for IFIs in patients with hematologic
diseases [13]. In a further randomized study
comparing prophylactic posaconazole and flu-
conazole for the prevention of IFIs in patients
with acute myelogenous leukemia or
myelodysplastic syndrome, the overall inci-
dences of possible, probable, or proven IFIs were
9.4% and 22.2% in each treatment group,
respectively [14]. Again, it is not possible to
draw conclusions regarding the relative efficacy
of micafungin vs. these agents as these are not
head-to-head evaluations, and such between-

Table 3 Overall tolerability profile of micafungin (SAS
[n = 2555])

Number of
patients (%)

Number of
events

Overall AEs 925 (36.2) 1989

Mild 606 (23.7) 1150

Moderate 266 (10.4) 414

Severe 269 (10.5) 425

ADRs considered to be

drug related

116 (4.5) 177

Probably related 4 (0.2) 6

Possibly related 113 (4.4) 171

SAEs 190 (7.4) 297

Serious ADRs 5 (0.2) 9

AEs leading to

discontinuation

59 (2.3) 92

ADRs adverse drug reactions, AEs adverse events, SAEs
serious AEs, SAS safety analysis set
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study comparisons should be made with
caution.

Stratification of the findings by treatment
duration and the daily dose received indicated
that micafungin treatment is most effective
when continued for longer than 1 week, or if
prescribed between 50 and 100 mg/day. Results
suggesting that increasing the treatment length
beyond 1 week is more effective than a shorter
treatment duration were also reflected in the
difference between the overall success rates in
the FAS and the PPS, which excluded patients
who received treatment for less than 1 week.
This is a potentially important finding which
emphasizes the importance of treating high-risk
patients with IFIs for a minimum duration of
14 days, as demonstrated in recent studies of
micafungin in transplant patients in China
[10, 15], and in accordance with the Chinese
summary of product characteristics for mica-
fungin. The results from this study were not
stratified by disease severity, but it is possible
this may have had an impact on the findings
observed for treatment duration.

Findings that suggest micafungin is most
effective when dosed between 50 and
100 mg/day are in line with the Chinese label
for micafungin (50 or 100 mg for the treatment
of patients with invasive candidiasis or
aspergillosis), and European and US guidelines
for the treatment of invasive candidiasis (which
recommend micafungin 100 mg as initial, tar-
geted treatment; the latter in non-neutropenic
patients) [16, 17]. Of note, micafungin is not
currently indicated for the treatment of infec-
tions caused by Aspergillosis spp. in Europe or
the USA [18, 19]. However, some limitations are
clear with regards to the subgroup analyses that
were performed. Firstly, there were substantial
differences between the patient numbers inclu-
ded in different groups analyzed, with small
numbers included in some groups; unfortu-
nately, it was not possible to combine groups
after the analyses were performed. Secondly, no
objective measure was used to determine a clear
difference in percentage overall success rate,
which was also required to infer significance if a
P value of less than 0.05 was reported; any
measures of significance were subjective and are
therefore limited. These issues with the

subgroup analyses limit the conclusions that
can be inferred.

The findings from the current analyses
showed that micafungin is well tolerated, with a
low incidence of ADRs, serious ADRs, and AEs
leading to discontinuation of treatment. Over-
all, the data add to the growing body of evi-
dence demonstrating the effectiveness and
tolerability of micafungin for the treatment of
patients with invasive fungal infections; how-
ever, it is difficult to compare this trial directly
with others because of differences in the patient
populations and in the way that treatment
success was evaluated [1, 8–10, 20, 21].

The strengths of this study are that it inclu-
ded a large patient population and that it pro-
vides real-world evidence of micafungin
effectiveness and tolerability in current clinical
practice. It should also be noted that the results
may represent a conservative estimate of the
effectiveness of micafungin, as patients whose
symptom resolution data were unavailable were
assumed to be non-responders. Limitations of
the study include its retrospective design and
the lack of a comparator arm; also, the study
design did not stratify patients by treatment
approach (i.e., empirical- or diagnostic-driven
antifungal therapy); therefore, the overall suc-
cess rates reported were derived using resolu-
tion/improvement in fever symptoms alone, in
a subset of patients whose data were not further
evaluated. The small proportion of patients in
the FAS who received imaging or mycological
examinations may have contributed to the lack
of identifiable disease or type of IFI, and imag-
ing and mycological assessments were limited
by the use of inconsistent methodology before
and after treatment, or a lack of reassessment
following treatment. Also, the small patient
numbers included in some subgroups may have
limited the statistical analyses. It would there-
fore be worthwhile conducting a randomized,
active-controlled study with micafungin in
Chinese patients with IFIs, to confirm the
findings reported and provide head-to-head
data. Long-term safety data for patients treated
with micafungin in a real-world setting would
also be beneficial; this is an objective of a large,
multicenter, observational cohort study con-
ducted in the USA (MYCOS; ClinicalTrials.gov
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NCT01686607), which is due for completion in
January 2020 [22].

CONCLUSION

This retrospective study in real-world clinical
practice indicates that micafungin is effective
and well tolerated as antifungal treatment in
Chinese adults with IFIs. Furthermore, mica-
fungin appeared to be effective in treating both
Candida and Aspergillus infections, irrespective
of the diseases evaluated. Notably, worse out-
comes were observed in patients with a short
duration of treatment; thus, this should be
addressed by highlighting a minimum duration
for the treatment of IFIs with micafungin,
which could be implemented in clinical prac-
tice and medical education programs.
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