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Clinical experience of combination antifungal therapy for invasive pulmo-

nary aspergillosis in critically ill patients in intensive care unit

YANG Ling-jing , GAO Ling-yun, FU Ze-wei, LI Xi-xia, YANG Li-ging, XIONG Li, XU
Qing (Department of Respiratory and Critical Care Medicine , Sichuan Academy of Mdedical
Sciences and Sichuan Provincial People’s Hospital [ East Hospital |, Chengdu 610100, China)

[Abstract] Objective To explore whether voriconazole combined with caspofungin can improve the prognosis of
critically ill patients with invasive pulmonary aspergillosis (IPA) in intensive care unit (ICU). Methods Clinical
data of patients clinically diagnosed and confirmed with IPA in ICU from June 2014 to June 2019 were retrospective-
ly collected, difference in clinical efficacy, acute kidney damage and 42-day survival status after antifungal therapy
between voriconazole monotherapy group (monotherapy group) and voriconazole combined with caspofung group
(combination group) were compared, risk factors for death in critically ill patients with IPA were analyzed. Results

A total of 35 critically ill patients with IPA were included, 25 cases (71.4%) in monotherapy group and 10 cases
(28.6%) in combination group. There were no significant differences in overall clinical effective rate, impact on re-
nal function and 42-day survival status between combination group and monotherapy group (all P=>0. 05). Multiva-
riate Cox regression analysis showed that combination therapy (HR = 0. 664, 95%CI; 0.222~ 1.984, P =0. 464)
was not an independent influencing factor for death in critically ill patients with IPA. Conclusion Voriconazole
combined with caspofungin can’t improve the prognosis of critically ill ICU patients with IPA.
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Table 3  AKI grades and creatinine test results of two
groups of critically ill patients with IPA before
and after antifungal therapy
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Table 2 Comparison of clinical therapeutic efficacy between

two groups of critically ill patients with IPA
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and combination group
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Table 4 Cox regression analysis on influencing factors for

42-day death of critically ill patients with IPA
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