Supplementary Table S1: Mould-activet triazole drug-drug interactions and additive toxicities
commonly encountered in haemato-oncology [1-4]
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t Interaction severity and recommendations are for voriconazole/posaconazole/itraconazole which
are strong CYP3A4 inhibitors. Effects may be less pronounced for fluconazole/isavuconazole which
are moderate CYP3A4 inhibitors. 1 Recommendations from the Antifungal Drug Interactions
Database [3] are presented here in a simplified form amalgamating information for
Voriconazole/Posaconazole/Itraconazole for education purposes. This table should not be used
directly to guide prescribing practice. * Co-administration of two agents that prolong QT interval may
result in additive effects that increased risk of ventricular arrhythmias including torsade de pointes
and sudden death. Avoid, especially in patients with relevant cardiac history. When co-administered,
patients should be warned of symptoms that could indicate the occurrence of torsade de pointes
including dizziness, light-headedness, fainting, palpitations, irregular heartbeat, shortness of breath,
or syncope. Monitor ECG frequently and correct any hypokalaemia/hypomagnesaemia.
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