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Pre-2000: No 
standardized 
definition, mainly 
based on clinical 
suspicion + 
culture/histopatholo
gy.

2002 – EORTC/MSG 
Criteria

1st major consensus 
definition - "proven," 
"probable," and 
"possible" IA 
categories based on 
host factors, clinical 
criteria, and 
microbiological 
evidence

2008 – Revised 
EORTC/MSG Criteria

Updated radiological 
features (halo sign, 
air crescent sign).

Improved diagnostic 
microbiology 
(galactomannan)

2007 – Bulpa Criteria 
for COPD Patients

Identified COPD 
patients on steroids 
as a new risk group

Timeline:



2012 AspICU Criteria 
(Blot et al.)
For non-neutropenic 
ICU patients.
Recognized that IA  
without traditional 
Defined ‘Putative IPA’ 
based on Clinical 
+Microbiological + 
radiological findings

2018 – Modified 
AspICU Criteria

Adjusted 
Galactomannan 
cutoffs for better ICU 
detection

2020 – CAPA 
(COVID-19-
Associated IPA) 
Definition

Introduced due to 
increased IA cases in 
severe COVID-19 ICU 
patients

2024- FUNDICU

Extended ICU host 
factors- COPD, 
Chronic liver failure, 
Viral pneumonia 

Updated  cut off BAL 
and serum 
galactomannan  
testing for ICU 
patients  

Timeline:



EORTC/MSG Criteria 2002

• Needs host factor

• Relevant for  classic risk factors 

• Very limited applicability in the ICU setting.

Clin Infect Dis. 2002;34(1):7-14.



Retrospective study between 2000 and 2003 , 
127 patients out of 1,850 admissions (6.9%) hospitalized 
had microbiological or histopathologic evidence of 
Aspergillus during their ICU stay

Criteria- EORTC/MSG 2002

• Proven IA - observed 98% mortality , followed by probable IA-  
90% mortality.

• IA without hematologic malignancy ,n=89

• COPD- mc underlying condition in non hematological patients 
( n=33)0

• The majority of IA patients required mechanical ventilation 
(123 out of 127).

American Journal of Respiratory and Critical Care Medicine. 2004;170:622-628.





• Study Design: Multicenter observational study (n=524) conducted between nov 2006-
jan 2011, with histopathology (n=115) as the gold standard 

• Algorithm Criteria: 

• a)Aspergillus-positive Respiratory Sample

b) Clinical Signs/Symptoms 

c) Abnormal Imaging (e.g., X-ray, CT findings)

d) Host Risk Factors/Mycological

•  Putative IPA: All 4 criteria met

•  Colonization: Any 1 criterion absent

ASP ICU Project 

Am J Respir Crit Care Med. 2012;186(1):56-64



According to EORTC /MSG 
criteria: 
Probable 32 and 413 – not 
classified 

According to Asp ICU , Putative 
199 and colonization 246

Among 115 patients, the algorithm had a sensitivity of 
92% (95% CI, 83-96%) and a specificity of 61% (95% CI, 
45-75%)

Am J Respir Crit Care Med. 2012;186(1):56-64



Entry criteria - 
needed 

Radiology – any 
non specific 
infiltrates 
included

Am J Respir Crit Care Med. 2012;186(1):56-64



ROC analyses for diagnosing invasive 
pulmonary aspergillosis by clinical 
algorithm and EORTC /MSG 

Survival curves  a) EORTC  b) Clinical algorithm 
 Log rank for survival distributors  in a and b , P< 0.001

Non-classified cases had higher mortality than Aspergillus 
colonization  (39.5% vs. 23.6%; P < 0.001)

Am J Respir Crit Care Med. 2012;186(1):56-64



1. The clinical algorithm effectively distinguishes Aspergillus respiratory tract 

colonization from invasive pulmonary aspergillosis (IPA) in critically ill patients, thus 

aiding clinical decision-making.

2. The algorithm requires an Aspergillus-positive culture, potentially excluding some 

IPA cases with negative cultures, limiting its applicability.

3. The study's selection is of only histopathology-controlled cases , biopsies are not 

possible in most of Critical ill cases

ASP ICU Project 



Host factors- not 
needed 

Clinical criteria - 
same

•  Typical radiological 
findings not 
necessary

• Any infiltrate on 
pulmonary imaging  

Mycology: 
Biopsy proven / culture
GMI - ≥ 0.5 serum, ≥ 1 
Bal

Modified Asp ICU 
criteria - 2018

Lancet Respir Med. 2018;6(10):782-92. 



BASELINE CHARACTERISTICS

Lancet Respir Med. 2018;6(10):782-92. 



Forest plots of risk factors for the development of invasive pulmonary 
aspergillosis

Lancet Respir Med. 2018;6(10):782-92. 



• This study is the largest on invasive pulmonary aspergillosis in ICU influenza 
patients, showing influenza infection as an independent risk facto

• Influenza increases the risk of invasive pulmonary aspergillosis (IPA) in ICU patients 
from 5% to 14%, with high mortality rates (45% overall, 33% in previously healthy 
individuals).

• Diagnosis is complicated by nonspecific radiology and the absence of classic host 
factors. 

• A modified definition with stringent mycological criteria was used.

• Need for antifungal prophylaxis are to be studied in high-risk groups.

• Retrospective design, and a lack of a standardized diagnostic approach for invasive 
pulmonary aspergillosis.



IAPA- 2020 

Intensive Care Med. 2020;46(11):2032-2035



Only 3 category 

Proven IAPA
Probable IAPA
No IAPA 

Aspergillus 
tracheobronchitis were 
observed 

Intensive Care Med. 2020;46(11):2032-2035



CAPA- 2020 ISHAM

The Lancet Infectious Diseases, 21(6), e149–e162



The Lancet Infectious Diseases, 21(6), e149–e162



CAPA- 2021 Task force

Intensive Care Med. 2021;47(8):1030-1042.



Comparison between characteristics of IAPA and CAPA 





Modified asp ICU- 2020

Criteria used - Modified Asp ICU 2018

1) Clinical criteria

2)  Radiological criteria

3) Mycological criteria - Histopathology 

or direct microscopy or  Positive 

Aspergillus culture from BALF. Or GM 

optical density (OD) index in BALF of 

>1 or GM OD index in serum of >0.5.

American Journal of Respiratory and Critical Care Medicine, 202(8), 1126-1138.



American Journal of Respiratory and Critical Care Medicine, 202(8), 1126-1138.



EORTC/MSG criteria ICU working group - 
2021

Bassetti, M. et al. (2021). Clinical Infectious Diseases,  S121-S127

GM index >0.5 in blood or >0.7 in BALF

Proven IA : definitive evidence of filamentous growth plus associated tissue damage, confirmed by 
histopathology or culture .

Probable IA : Includes mycological evidence of Aspergillus spp. plus clinical/radiological abnormalities and host 
factors .

Host factors : Glucocorticoid treatment, chronic respiratory airway abnormality and decompensated cirrhosis, 
Haematological malignancies/HSCT, Human immunodeficiency virus infection, Severe influenza (or other 
severe viral pneumonia, such as coronavirus disease 2019 [COVID-19])



EORTC/MSG criteria

• Only relevant for a specific group of ICU patients, such as those with underlying 
hematological malignancies, solid organ transplant recipients, or those with 
severe immunosuppression.

• Very limited applicability in the ICU setting.

Bassetti, M. et al. (2021). Clinical Infectious Diseases,  S121-S127



BM - Asp ICU 2021

Retrospective, multicenter design with data from 
the RESSIF network, focusing on ICU patients 
with suspected IPA. Data from 35 ICU

The BM-AspICU algorithm considers clinical signs, 
risk factors, radiological criteria, and mycological 
criteria, including GM antigen and Aspergillus 
qPCR, without pathology findings

Ann Intensive Care  2021 Mar 8;11(1):41



Category
Patients with 
EORTC/MSGERC Host 
Factors (n=11)

Patients without 
EORTC/MSGERC Host 
Factors (n=16)

Imaging Findings
Nodules, 
condensations, 
ground-glass opacities

Opacities, nodules, 
condensations, 
ground-glass

Positive Aspergillus 
Culture

6 (54.5%) 13 (81.3%)

Positive Serum GM 4 8

Positive BALF GM 3 5

AspICU Classification
9 Putative, 2 Not 
sortable

11 Putative, 5 Not 
sortable

BM-AspICU 
Classification

11 Probable
14 Probable, 2 Not 
sortable

Mortality Rate 6 (54.5%) 12 (75%)

Ann Intensive Care  2021 Mar 8;11(1):41



• BM-AspICU identified 24 probable IPA cases, compared to 16 by AspICU, by including 
Aspergillus qPCR and GM antigen detection.

• It uses broader microbiological and imaging criteria suitable for ICU patients, even without 
immunosuppression.

• This approach aligns with updated guidelines (ESCMID-ECMM-ERS, ATS, EORTC/MSGERC-
2019).

• The AspICU algorithm lacked fungal biomarkers, relying solely on Aspergillus-positive BALF 
culture and hyphae detection, missing cases without host risk factors.

• Its retrospective design , absence of control group ,lack of autopsy confirmation prospective 
validation is needed to confirm its accuracy and utility in ICU settings.

Ann Intensive Care  2021 Mar 8;11(1):41



Bassetti, M. et al. (2024). Intensive Care Medicine, 50(4), 502-515

FUNDICU 2024



Flowchart of Probable IPA and TBA in non 
neutropenic adult patients in ICU

Bassetti, M. et al. (2024). Intensive Care Medicine, 50(4), 502-515



DIAGNOSTICS



GALACTOMANNAN



Whom to test ? 

• Neutrophils scavenge galactomannan hence serum GM has very low

 sensitivity in non neutropenic patient

Serum GMI

• Neutropenic

• Hematologic malignancy

• Not on anti mold prophylaxis

Bal GMI

• Solid organ transplant recipients

• Non neutropenic immunosuppressed patients







Cut off Sensitivity Specificity

0.5 ( 27 studies) 0.78
( 0.70 to 0.91)

0.85
( 0.78 to 0.91)

1 ( 8 studies) 0.71
( 0.63 to 0.78)

0.90
(0.86 to 0.93) 

1.5 ( 15 studies) 0.63
( 0.49 to 0.77)

0.93
( 0.89 to 0.97) 





Cut off Sensitivity Specificity

0.5 ( 12 studies) 0.88
( 0.75 to 1)

0.81
( 0.71 to 0.91)

1 ( 11 studies) 0.78
(95% CI 0.61 to
0.95)

0.93
(95% CI 0.87 to
0.98)



• Objective: To evaluate the overall  diagnostic accuracy of bronchoalveolar lavage 
(BAL) galactomannan (GM)

• Method: Systematic review of 30 diagnostic studies ( 24 cohort and 6 case control) 
till 2012  

• Cutoff Values: Analysis conducted for BAL-GM cutoff values of 0.5 and 1.0

• Studies evaluated BAL GM for diagnosing IA using EORTC /MSG criteria 
2002/2008

• Patient population not explicated 

PLoS ONE. 2012;7(8):e43347.



Forest plot of sensitivities and specificities from test accuracy studies of BAL-GM in the diagnosis of IA.

• Pooled Sensitivity: 0.87 (95% 
Confidence Interval (CI) 0.79–
0.92) for diagnosing proven or 
probable invasive aspergillosis 
(IA) using a cutoff value of 0.5. 

• Pooled specificity of the BAL-
GM assay was 0.89 (95% CI 
0.85–0.92). 

PLoS ONE. 2012;7(8):e43347.



At a cutoff of 0.5, the BAL-GM assay had a sensitivity of 0.87 and specificity of 0.89, changing the 
cutoff to 1.0, the specificity improved to  0.95, while sensitivity remained at 0.86.

PLoS ONE. 2012;7(8):e43347.



• Retrospective cohort study reviewed nonneutropenic patients from April 2014 to 
February 2017. 

• The study included 183 patients in the final analysis, with 10 diagnosed with 
probable IPA and none with proven IPA and 21 possible IPA

• Bronchoscopies were performed, and BALF samples were collected for direct 
microscopic examination, microbiological culture, and GM detection using the 
Platelia Aspergillus EIA (Bio-Rad) .

• IPA cases were classified according to the EORTC/MSG criteria 2008

Can Respir J. 2017 Nov 13;2017:3685261



• GM in BALF of 0.76 and 1.0 yielded a sensitivity of 
100.0% , 70%  and a specificity of 76.2% and 82.5% 
respectively 

Can Respir J. 2017 Nov 13;2017:3685261



No significant difference 
among two groups 

Piperacillin/tazobactam did not 
show significant differences in 
false positives compared to 
controls

Can Respir J. 2017 Nov 13;2017:3685261



Combined cut off serum 0.7 and 
BAL 0.8 : This strategy has not been 
investigated in specific clinical trials 
,based on consensus among 
practitioners.

Clinical Infectious Diseases. 2021;72:S89–94





• Retrospective single-centre study conducted at Paris from February 2012 to 
October 2014.

• Participants:941 patients at risk of IA, with 5146 serum samples analysed.

• Categorized into neutropenic and non-neutropenic groups.

• A real-time PCR was used, targeting a 67 bp segment of 28S ribosomal 
RNA coding DNA

• Criteria for IA Classification: Extended EORTC/MSG criteria extended to 
include alcoholic liver cirrhosis, ICU stay, and severe ARDS as host factors

Clin Microbiol Infect. 2016;22:562.e1–562.e8.



•           

Clin Microbiol Infect. 2016;22:562.e1–562.e8.

• Aspergillus PCR - Highest sensitivity (71.7%) and specificity (98.8%) among all 
patients 

• PCR was  effective in neutropenic patients, with a statistically significant 
improvement in sensitivity (p < 0.005).



Marker Cutoff Value
Survival Rate 
(%)

p-value
Hazard Ratio 
(95% CI)

Conclusion

PCR Fungal 
Load

<150 
copies/mL

73.2% <0.0001
0.14 (0.05–
0.34)

Significantly 
better survival

≥150 
copies/mL

15.8%
High risk of 
mortality

GM Index <2.0 50% 0.19 0.5 (0.20–1.29)
No significant 
difference

≥2.0 25%

These findings supported  the inclusion of PCR in EORTC/MSG criteria  ( 2021) to enhance IA 
classification

Clin Microbiol Infect. 2016;22:562.e1–562.e8.



• Prospective Study conducted from September 2011 to December 2012 at Italy.

• 44 bronchoalveolar lavage (BAL) fluids collected from 41 patients at high risk for invasive fungal diseases (IFD).

• Patients were grouped into: Pneumocystis jirovecii pneumonia (PCP) group (n = 8) Invasive Aspergillosis (IA) group (n = 10) 
Control group (n = 24)

Method Sensitivity (%) Specificity (%) PPV (%) NPV (%) AUC

ASP-PCR 80.0 97.1 88.9 94.3 0.89

GM Assay 100 92.3 87.0 100 Not Given

BAL Culture 60.0 100 100 80.0 Not Given

Performance of Diagnostic Tests:

Diagnostic Method Positive in IA Group (n=10)
False Positives in Non-IA Group 
(n=34)

ASP-PCR 8/10 (80%) 1/34 (2.9%)

GM Assay 10/10 (100%) 3/34 (8.8%)

BAL Culture 6/10 (60%) 0/34 (0%)

Comparison Between Assays:

New Microbiol.2015 Jan;38(1):75-84. Epub 2015 Jan 1

Aspergillus PCR in BAL



• Small sample size of only  44 BAL samples from 41 patients were analyzed

• Lack of gold standard confirmation: proven IA cases were not confirmed by 
histopathology or autopsy.

• Lack of standardization: variability in  collection techniques 

• Standardized protocols are needed to reduce variability and improve reproducibility.

• Single assay platform was evaluated, limiting the comparison with other PCR platforms.

New Microbiol.2015 Jan;38(1):75-84. Epub 2015 Jan 1



• Meta-analysis - 11 studies , observational studies (6 retrospective and 5 
prospective studies) on the use of LFA for IPA diagnosis in BALF samples till July 
2022

• Used different criteria : EORTC/MSG in  2002, 2008, 2019 and Blot et al 2012

• Studies examined BALF samples from patients with suspected or confirmed IPA 
using Aspergillus galactomannan LFA as a rapid diagnostic test were included

Letters in Applied Microbiology. 2023;76:1–7



• Small sample size , based on 
observational studies 

• Study population - 
predominant haematological 
malignancy 

Letters in Applied Microbiology. 2023;76:1–7



• Compare Galactomannan (GM) testing by Enzyme Immunoassay (EIA), GM 
Lateral Flow Assay (LFA), and PCR between directed BAL and non-directed BL

• A prospective, exploratory pilot study included critically ill patients admitted to 
the ICU with risk factors for IPA or positive Aspergillus assessments.

• The study enrolled 40 patients admitted to the ICU primarily for respiratory 
failure or infectious diseases.

Mycoses. 2025;68:e70029



• Aspergillus GM EIA showed a 
good correlation between BAL 
and BL samples, with a 
Pearson correlation coefficient 
of 0.78 .

• Aspergillus PCR examination 
showed good agreement with 
a Cohen's kappa coefficient of 
0.75

Mycoses. 2025;68:e70029

• The performance metrics for 
non-BAL samples similar 
those for BAL samples.

•  At an ODI cut-off of 1.0, the 
specificity is 0.86 and 
sensitivity is 0.91.



WHICH CRITERIA TO USE ?



• Retrospective Multicentre cohort study with 202 patients across 9 centres from 2014 to 
2024

• Patients classified using 4 diagnostic criteria: EORTC-MSG, FUNDICU, Asp-ICU, Asp-ICU-
BM. 

• Of the 202 patients, 78 were classified using EORTC-MSG criteria, 112 within ICU-focused 
systems, and 12  were unclassifiable

• Study evaluated the predictive performance of these criteria against the clinical cohort 
and histologically proven cases

• Proven Cases: There were a total of 22 proven cases identified from 36 autopsies

• Probable Cases: 59 patients were classified as probable IPA based on the FUNDICU 
criteria.

Hatzl, S. et al. (2024). Clinical Infectious Diseases, 79(3), 456-465



Characteristics of  ASP ICU and Asp ICU-BM patients :

Asp-ICU - criteria n (%) 

Aspergillus positive lower respiratory specimen  76 (68%) 

- Aspergillus fumigatus  71 (63%) 

- Aspergillus niger  3 (2%) 

- Aspergillus terreus 1 (1%) 

- Aspergillus flavus 1 (1%) 

Clinical criterion (Fever, pleuritic chest pain, pleuritic rub, dyspnea, 

hemoptysis, worsening respiratory failure) 

112 (100%) 

Abnormal medical imaging 111 (99%) 

Semiquantitative positive culture (+/++) and absence of bacterial growth 63 (56%) 

Cytology evidence of Aspergillus  4 (4%) 

Classification:  

Putative IPA: 4 (4%) 

Aspergillus colonization 13 (12%) 

Diagnostic accuracy:  

Percent positive agreement 4% 

Percent negative agreement 100% 

Overall agreement 4% 
 

Asp-ICU-BM - criteria n (%) 

Aspergillus positive lower respiratory specimen  76 (68%) 

- Aspergillus fumigatus  71 (63%) 

- Aspergillus niger  3 (2%) 

- Aspergillus terreus 1 (1%) 

- Aspergillus flavus 1 (1%) 

Clinical criterion (Fever, pleuritic chest pain, pleuritic rub, dyspnea, 

hemoptysis, worsening respiratory failure) 

112 (100%) 

Abnormal medical imaging 111 (99%) 

GM: Single serum or plasma: ODI ≥0.5 61 (55%) 

GM: BAL fluid: ODI ≥1.0 83 (74%) 

Aspergillus PCR (two consecutive PCR´s) 3 (3%) 

Classification:  

Probable IPA: 30 (26%) 

Aspergillus colonization 42 (38%) 

Diagnostic accuracy:  

Percent positive agreement 26% 

Percent negative agreement 100% 

Overall agreement 26% 
 

Hatzl, S. et al. (2024). Clinical Infectious Diseases, 79(3), 456-465



• EORTC-MSG achieved 
100% agreement in 
identifying clinical and 
histologically proven 
cases.

• FUNDICU showed 53% 
agreement with clinical 
cohort; sensitivity = 44%, 
specificity = 75%.

Hatzl, S. et al. (2024). Clinical Infectious Diseases, 79(3), 456-465



Hatzl, S. et al. (2024). Clinical Infectious Diseases, 79(3), 456-465

• An AUC < 0.5 implies that the test is ineffective for the 
intended classification

• Adding ARDS and post-cardiac surgery to FUNDICU 
improved sensitivity to 97% and specificity to 63%.





LRT fungal culture done at admission and every 72h;
Details of clinical suspicion of IPA any time during ICU stay noted

Patients included (n=226)

Excluded patients (n=171)
• No LRT sample (n=73)
• Post-procedure admissions (n=32)
• Died, discharged, or transferred before inclusion (n=22)
• ABPA (n=22)
• CPA (n=21)
• Negative consent (n=1)

Final diagnosis of any IPA at D28 follow-up (n=31)

LRT culture positive for Aspergillus OR
Clinical suspicion for IPA or both (n=65)

Total ICU admissions during the study period of 15 months (Feb 
2022 to Apr 2023) (n=397)

Further evaluation and application of AspICU 2012 criteria (with 
modification to include possible IPA)*

NOTE 
*AspICU included only definite and putative IPA. Possible IPA was not 
included under AspICU.

AspICU mandated Aspergillus-positive culture from LRT for putative IPA; 
further, it mandated semiquantitative Aspergillus-positive BAL culture in the 
absence of host factors.

Subjects who did not meet the diagnosis of definite or putative IPA as per 
AspICU, but were treated with antifungals based on a clinical suspicion were 
classified as possible IPA.



LRT culture positive 
for Aspergillus (n=48)

Clinical 
suspicion of IPA 

(n=39)

n=26 n=22 n=17
Possible IPA (n=10)
Other fungal infection (n=3)
Alternate diagnosis (n=4)

Aspergillus colonization (n=25)
Definite IPA (n=1)

Aspergillus colonization (n=2)
Definite IPA (n=2)
Putative IPA (n=9)
Possible IPA (n=9)

LRT culture positive for Aspergillus or clinical suspicion of IPA (n=65): Final diagnosis at D28 follow-up

NOTE 
Among 19 patients with possible IPA, only 2 
survived till D28.

All received antifungals till death or last follow-up 
at D28.

NOTE 
Among the 65 patients, 17 underwent either post-
mortem biopsy or autopsy.

Further, 28d follow-up was performed for all these 
subjects.



Comparison of criteria in the RICU study
Criteria Any IPA

Study criteria (AspICU 2012 + Possible IPA) 31/65 (47.7%) 

AspICU (Blot 2012)* 12/65 (18.5%)

Modified AspICU (Schauwvlieghe 2018)** 17/65 (26.2%)

Modified AspICU (Loughlin 2020)*** 5/65 (7.7%)

EORTC/MSGERC ICU working group definition (Bassetti 2021)**** 9/65 (13.8%)

*AspICU (Blot 2012): Aspergillus-positive culture from LRT was entry criterion for putative IPA; further, it mandated semiquantitative Aspergillus-positive BAL culture in the absence of 
host factors; did not include possible IPA
**Schauwvlieghe 2018: Similar to Blot 2012 criteria except that Aspergillus-positive culture from LRT not mandatory for putative IPA; mycological criteria included BAL and serum GM; 
used specifically in influenza-associated IPA (hence, other host factors were not needed)
***Loughlin 2020: Similar to Schauwvlieghe 2018; in addition, mandated satisfying of VAP clinical criteria (alteration in temperature, TLC,or  ET secretions)
****Bassetti 2021: Host factors leading to immunosuppressed state or other predisposing conditions (HIV infection, decompensated cirrhosis, COPD, bronchiectasis, severe influenza, 
COVID-19) mandatory for probable IPA; mycological criteria included BAL and serum GM



Reviews 47 cases not meeting consensus 
definitions for invasive aspergillosis (IA) 
to understand why they were excluded 
from proven/probable IA case 
definitions.

Clinical, mycologic, and radiologic 
characteristics were recorded, which 
were compared with a cohort of 221 
proven/probable IA cases

Significant IA -  2 of 3 criteria 

Open Forum Infectious Diseases. 2024;11(11):ofae594



Similar 90-day mortality rates (33% vs. 30%) despite higher 180-day 
mortality in the current group (45% vs. 35%).

Open Forum Infectious Diseases. 2024;11(11):ofae594



Details of  Missed cases 
1. Age Group: Most patients are elderly, often in their 60s to 80s , .

2. Underlying Conditions: 

- Lung cancer

- Chronic obstructive pulmonary disease (COPD)

- Bronchiectasis

- Hematological malignancies (e.g., leukemia)

- HIV/AIDS

- Chronic liver disease

- Previous tuberculosis exposure

Open Forum Infectious Diseases. 2024;11(11):ofae594



• Showed limitations in current consensus definitions for IA, as mortality in patients 

not meeting these definitions was similar to those with proven/probable IA.

• Focused on cases that did not meet international IA criteria, which may limit the 

applicability of its findings to broader populations. 

• Modifications to future definitions is needed ??



Conclusion

• Despite the use of multiple diagnostic criteria, diagnosing Invasive Pulmonary 
Aspergillosis (IPA) remains challenging, especially in ICU patients.

• Overlapping clinical features with other pulmonary conditions contribute to 
diagnostic complexity.

• A combination of imaging, microbiological, and biomarker-based methods 
enhances diagnostic accuracy but is not foolproof.

• Continuous advancements and tailored diagnostic approaches are needed for 
better detection and management.
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