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[ Abstract] Invasive pulmonary aspergillosis (IPA) is an infection that mainly affects
immunosuppressive hosts, including hematological patients and stem cell transplant recipients. In the past
decade, the number of susceptible people has increased dramatically, and the incidence of IPA diagnosed in
non-granulocytopenia patients was 0.33%-5.8%. The prognosis of non-granulocytopenia patients diagnosed
as IPA is poor, mainly due to the delayed diagnosis, and the fatality rate is over 80%. IPA is still difficult to
diagnose, especially in patients with non-granulocytopenia, the main reason was the lack of specific clinical

manifestations, the sensitivity of microorganism and imaging method was low, and it is very difficult to

identify infection in colonized bacteria. Therefore, it is necessary to obtain a new specific biomarkers.
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