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Abstract

Lungs are the most commonly involved organ by HIV/AIDS related
diseases, and pulmonary infections are the main reasons for the increasing
death rate from AIDS. Pathogens of HIV related pulmonary infections
include parasites, fungi, mycobacteria, viruses, bacteria and toxoplasma
gondii. According to international reports, pathogens have different
geographical distribution, which is also closely related to the
socioeconomic status of the region to produce varied AIDS related diseases
spectra. For instance, in the United States, pneumocystis carnii pneumonia
(PCP), tuberculosis and recurrent bacterial pneumonia (at least twice
within 1 year) occur frequently in HIV infected patients. An international
report published 10 years ago indicated that PCP is the most common and
serious pulmonary opportunistic infections in HIV infected patients. Now
its incidence has dropped with the application of antiretroviral treatment
and preventive measures. PCP will continue to occur initially in patients
who are aware of their HIV infection. In addition, HIV related viral and
parasitic infections have been reported both domestically and
internationally. In this section, the clinical manifestations and imaging
findings of HIV related pulmonary infections are analyzed and discussed,
which provide effective diagnosis basis, so as to reduce the incidence of
HIV-related pulmonary infections.
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Description

Pneumocystis has been accepted to be a sort of protozoon. As of late,
in view of its ultrastructure and ribosomal RNA phylogenetic
investigation, pneumocystis is currently accepted to be a sort of parasite,
with high liking to the lung tissues. Because of the undermined
insusceptibility, 95% AIDS patients support various sorts of aspiratory
diseases, of which PCP is the most well-known dangerous deft
contamination with an occurrence pace of around 60%-85%. Around
90%-95% patients experiencing AIDS confounded by PCP are young
people and grown-ups with their CD4 T cell tallies being under 200/pl.
Clinical signs of commonplace PCP are fever, hack (dry hack without
mucus), dyspnea, chest trouble and windedness. Dyspnea is appeared as
reformist trouble in breathing, which at first happens after proactive tasks
and forms into trouble breathing even in resting state. PCP is normally
joined by weight reduction, weakness, sickliness, general bombshell and
lymphadenectasis. Every one of these indications are vague, however
patients frequently report abstract sensations of extreme side effects while
actual signs are gentle. Pneumocystis has been accepted to be a sort of
protozoon. As of late, in light of its ultrastructure and ribosomal RNA
phylogenetic examination, pneumocystis is presently accepted to be a sort
of growth, with high partiality to the lung tissues. Because of the
undermined invulnerability, 95% AIDS patients support various sorts of
pneumonic diseases, of which PCP is the most well-known perilous astute

contamination with an occurrence pace of around 60%-85%. Around 90%—
95% patients experiencing AIDS muddled by PCP are young people and
grown-ups with their CD4 T cell checks being under 200/ul. Clinical
appearances of ordinary PCP are fever, hack (dry hack without mucus),
dyspnea, chest trouble and windedness. Dyspnea is appeared as reformist
trouble in breathing, which at first happens after proactive tasks and forms
into trouble breathing even in resting state. PCP is ordinarily joined by
weight  reduction, weakness, pallor, general bombshell and
lymphadenectasis. Every one of these side effects are vague, however
patients frequently report emotional sensations of extreme manifestations
while actual signs are gentle [1-4].

By auscultation, the lungs are ordinary or with somewhat dry, sodden rales.
These are the clinical discoveries trademark to AIDS muddled by PCP. In
many patients with PCP, the serum LDH level increments yet it is vague. In
instances of AIDS confounded by PCP, the blood PO2 diminishes, regularly
being lower than 70 mmHg in patients in the center and progressed stages.
The demonstrative imaging for PCP incorporates chest X-beam and CT
examining. Because of the low goal of chest X-beam, its shows are negative
for PCP patients in the beginning phase or just incorporate thickened
pneumonic markings and diminished aspiratory straightforwardness. In any
case, CT checking exhibits small injuries or more point by point changes in
lungs. Particularly with the utilization of HRCT, the location pace of PCP
sores has been incredibly improved. It has been universally revealed that
almost 10% of PCP patients show negative discoveries by the chest X-beam
yet with unusual discoveries by HRCT. Because of the fast movement of
PCP just as its complex neurotic changes, CT checking exhibitions are
different with particularity. As indicated by various aspiratory CT checking
exhibitions in various phases of the disease, PCP is isolated into beginning
phase (exudative and infiltrative stage), center stage (combination and
parenchymal stage) and progressed stage (assimilation or fibrosis stage). The
early common signs incorporate intrapulmonary different miliary knobs,
basically dispersed in both center and lower lung fields. It could be joined by
expanded hilar shadow, which ought to be separated from intense miliary
tuberculosis.

Conclusion

The center stage is a time of penetration. As the illness advances,
miliary and inconsistent shadows intertwine and venture into a thick
infiltrative shadow with even thickness, showing a diffuse ground glass
preferred change. The ordinary indications incorporate reciprocally
symmetric foci with the hilus as the middle. The foci penetrate from the
hilus to two-sided pneumonic interstitium, advancing from the both center
lungs to both lower lungs. HRCT can all the more unmistakably exhibit
the foci, showing a guide preferred or rock street enjoyed appearance,
with obviously show of gas containing bronchus entering the foci. The
aspiratory summit is included later. The outside stripe of the lung field has
expanded straightforwardness, giving ordinary willow leaf indication or
moon bow sign which is the appearance of compensatory pneumonic
emphysema.
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