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[HE)] BEY #3555 sE S4F (AIDS) &3 T4 (PCP) HEim 1% M50
KE. F33& 112009451 H 2220174E9 H B # R M B b s Hd= R B lia i1 00141 AIDS & 3PCP &
ZHIGERZRL, AP0 B 4 i FEPCPZL. (PaO, = 70 mmHg)  (543f4]) FIE EEPCPAL (PaO, <
70 mmHg)  (458%]) , SR FH PR 2 A0 %2 H £ Logistic [l A 5 40 AR 88 . ARG AEG (LDH) /KP4
R~ RV A R KA A I A S S5 R R R TR AIDS & JFPCPEEE iR bR . 45 S PCP
YH I B PCPAL IR E SR AR 2 TIR1.1% (6/543) FI7.6% (35/458) , ZRBEST¥EX (F =
27.027. P < 0.001) ; R EEPCPZIAh 5 5F PCPAL 5 3 Bl & UL R AR 2R 43 ) H86.4% (469/543)
F195.0% (435/458) , ERHGHFEX (F =21.027. P < 0.001) ; HEPCPAHRM+ EEPCPY B
IR AR L IAURE 2 2 2643 3 2R29.47% (160/543) F142.58% (195/458) , ZRAE S5 X (4 = 18.658.
P < 0.001) ; #FEFPCP4LFIH HEEFPCPA EF FLDH = 350 U/LE 41 532.04% (174/543) F161.57%

(282/458) , ZRBGAHEN (F =87338, P < 0.001) . PAFEEFEASMTRIVFR = 50% . LDH =

350 U/L. filidie & ak e AR AR AU A<M S5 8 22 70 4% B Al 28 PCP R 4 A8 o [) 22 e 3 i
Z S (OR = 0.489. 95%CI: 0.354~0.676. P < 0.001, OR = 0.294. 95%CI: 0.227~0.382, P <
0.001, OR = 0.335, 95%CI: 0.206~0.545, P < 0.001, OR = 0.563. 95%CI: 0.434~0.732, P <
0.001, OR =0.135, 95%CI: 0.056~0.324, P < 0.001) . %K ZELogistic[E A4 #T &I, BlEAIDS
4 IEPCP H 5 15 I 5 (R 40 57 UK IR 25 AR RS = 508 (OR = 0.410, 95%CI: 0.288~0.582, P <
0.001) . JHEE SIS (OR = 0417, 95%CI: 0.251~0.692, P < 0.001) . LDH = 350 U/L (OR =
0.298. 95%CI: 0.227~0.392, P < 0.001) . {K&EAMAE (OR = 0.685. 95%CI: 0.516~0.908, P =
0.009) F15H (OR =0.172. 95%CI: 0.070~0.424, P < 0.001) . Z5it 4FR= 50% . iR &K
Yoo LDH/K il (= 350 U/L) R ER A HIURE A M &5 XU IR 2235 T 5 3 AIDS & J+PCP &8 9 15
B, WA DG U PR 2 AT AR T TR AT R R R R
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[ Abstract] Objective To investigate the factors influencing the exacerbation of acquired
immunodeficiency syndrome (AIDS) patients complicated with carinii pneumocystis pneumonia(PCP).
Methods From January 2009 to September 2017, data of 1 001 AIDS patients complicated with PCP admitted
to Beijing Ditan Hospital, Capital Medical University were collected and analyzed. Patients were divided into
543 patients as mild group (PaO, = 70 mmHg) and 458 patients as moderate-to-severe group (PaO, < 70

mmHg) according to the level of PaO,. Univariate and multivariate Logistic regression methods were used to
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analyze whether factors such as age, increased LDH level, mixed pulmonary infection, hypoproteinemia and
pneumothorax affected the disease progress of AIDS patients complicated with PCP. Results The incidence
of pneumothorax in mild group and moderate-to-severe group were 1.1% (6/543) and 7.6% (35/458),
respectively, with significant difference (y* = 27.027, P < 0.001). The incidence of mixed pathogens in
lungs of patients in mild group and moderate-to-severe group were 86.4% (469/543) and 95.0% (435/458),
respectively, with significant difference (° = 21.027, P < 0.001). The incidence of hypoproteinemia in mild
group and moderate-to-severe group were 29.47% (160/543) and 42.58% (195/458), respectively, with
significant difference (y* = 18.658, P < 0.001). In mild group, 174 patients (32.04%) had LDH = 350 U/L,
and 282 patients (61.57%) with LDH = 350 U/L in moderate-to-severity group, with no significant difference
(¢ = 87.338, P < 0.001). Univariate regression analysis showed that age = 50 years old (OR = 0.489, 95%CI
0.354-0.676, P < 0.001), LDH = 350 U/L (OR = 0.294, 95%CI: 0.227-0.382, P < 0.001), mixed pulmonary
infection (OR = 0.335, 95%CI: 0.206-0.545, P < 0.001), hypoproteinemia (OR = 0.563, 95%CI: 0.434-
0.732, P < 0.001) and pneumothorax (OR = 0.135, 95%CI: 0.056-0.324, P < 0.001) were significantly
different between the two groups. Multivariate Logistic regression analysis showed that the independent
risk factors causing aggravation were age = 50 years old (OR = 0.410, 95%CI: 0.288-0.582, P < 0.001),
mixed pulmonary infection (OR = 0.417, 95%CI: 0.251-0.692, P < 0.001), LDH = 350 U/L (OR =
0.298, 95%CI: 0.227-0.392, P < 0.001), hypoproteinemia (OR = 0.685, 95%CI: 0.516-0.908, P = 0.009), and
pneumothorax (OR = 0.172, 95%CI: 0.070-0.424, P < 0.001). Conclusions Risk factors such as age = 50
years old, mixed pulmonary infection, high LDH level (= 350 U/L), hypoproteinemia and pneumothorax
could lead to aggravation of disease of patients with AIDS complicated with PCP. The clinical intervention of
relevant risk factors could slow down the progress of disease.
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7Y (2018k%) PURIEE S (PaO,) 43 NS
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PCP: PaO, = 70 mmHgaifiifl-2) ik il 58 73 & 2 < 35
mmHg; HHEZPCP: PaO, < 70 mmHga -2k i
Ay E#E> 35 mmHg) (1 mmHg = 0.133 kPa) ,
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MR p B2 T R (2018 ¥, HIV/
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AT PP R A s IS s IR SRUIURE s i S X 4 s
A5 LU AT 7T 46 PR 5k 38 P IRHR &5 715 % 8] 532
T FLEEHEEE (lactic dehydrogenase, LDH) 5>
5000 mg/L; HiSHKEEN 5 FAL & U B R
I 0 EE 35t/ s 2 2 S5 e IOt B 11 0 B B
. #EEPCP: PaO,= 70 mmHgE -2 ik 4 75
JE#< 35 mmHg; $EFPCP: PaO,< 70 mmHga}
I -3 Jbk L 48020 22 > 35 mmHg. Mg A& A<
3.5 g/ H MLAE .
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LWbRED . HERR bR dE: OFER < 18 %; @i
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(6/543) , MM EJEPCPAL NT.6% (35/458) ,
ERBEGIFE N (F =27.027. P < 0.001) ;
B2 FEPCP A It & J5 AR VR A Ik e R A2 %6 H186.4%
(469/543) , T EHEEPCPA N95.0% (435/458) ,
EZREGIFEN (F =21.027. P < 0.001) ;
HEEPCPABETHER = S0P EZEL TR
JEPCPYL, ZERBLHITEE L (f =19.210, P <
0.001) , W1,

. PIZHAIDS S I PCP &3 ) I PR A4 AF A1 52
Ui L=t

W E FEPCPAL B AR . IPIRATR . 0K
LDH= 350 U/LI¥) A= Z A E [ AR R K 2E 26 3
T T REPCPHREE (P<0.001) , WFR2.

=, WALAIDS & JHPCP 53 i 3 Ve 4 B e s
.

FF B B PCPAEL AN A2 FE PCPAL FR 35 Fp il v A K g
4351943501 (94.98%) F14695] (86.37%) ; HEE
PCPZH 582 i S VE TR e ) i A 2R i 3 1 T2 S PCP
H, ZREGIFHEEYL (F =21.027. P <0.001) ;
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=1 Wit AIDS &7 PCP S A ZE [ H] (%) ]

HA R BEPCPAL (54341 T # EPCPZL (458f5) Vel Pl

F () 19.210 < 0.001
<50 468 (86.19) 345 (75.33)
=50 75 (13.81) 113 (24.67)

P 0.282 0.595
! 499 (91.90) 42 (92.80)
E/8 44 (8.10) 33 (7.200

HAART&YT 0.109 0.742
& 58 (10.70) 46 (10.00)
i 485 (89.30) 41 (90.00)

it E VA 21.027 < 0.001
f 469 (86.40) 435 (95.00)
7 74 (13.63) 23 (5.02)

i 27.027 < 0.001
a 6 (1.10) 35 (7.60)
x 537 (98.90) 423 (92.36)

iR 0.064 0.800
H 14 (2.60) 13 (2.84)

x 529 (97.42)

445 (97.16)
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SEGIFE S (F =11.077, 11.201, P=0.001, BRI ZE ] 4 A R AR RS = 504 . LDH =

0.001) , W.33.

9. AIDS& F£PCP g9 1 i # 5
Logistic/3#T

TR, hEEPCPAH B AR, MR
FsZ (T: 371 C, R: 24¢%/min, HR: 104/K/min)
WE T EPCPA E4 (T: 37C, R: 22{k/min,
HR: 95%&/min) , AR ERARITEE X (Z =
—3.990. —8.989., —6.971, P¥<C 0.001) . [K4E
T ORI AR iR 24 S BB 20 17 n =2 S 850
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IR IR A9 26 55 (K] 25 3E 4T Logistic =] A 4347 .

Mg (K] 3% 14

350 U/L. By A s gy ik 8k (A I aE A0 =00 4 4]
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BHEFR U2 XWRRE R R A EEIT 2R R
Logistic[ml VA5 H, 35| Lo i i (4 v RSz PR 2%
AR = 50% (OR=0.410. 95%CI: 0.288~0.582,

P < 000D | fiERAEKS (OR=0417. 95%CI:

0.251~0.692, P=0.001) . LDH = 350 U/L (OR=
0.298. 95%CI: 0.227~0.392, P < 0.001) . 1k
EHIMAE (OR = 0.685. 95%CI: 0.516~0.908,

P=0.009) F1 5 (OR = 0.172, 95%CI:

0.070~0.424, P << 0.001) , W %4~5,

F< 2 WiZH AIDS 53 PCP & INARAE AT LS = 847

2 EEPCP4L

rh # FFPCP4

PR (5435)) (4585 gt & Pl
T(C)® 37.00 (36.00, 37.00) 37.10 (36.60, 38.00) Z=—3.990 < 0.001
R (¥/min) * 22.00 (20.00, 24.00) 24.00 (22.00, 28.00) Z=—8.989 < 0.001
HR &/ min) * 95.00 (86.00, 108.00) 104.00 (90.00, 120.00) Z=—6971 < 0.001
CRP (mg/L) * 17.65 (5.00, 47.00) 54.90 (18.95, 113.29) Z=—0.610 0.768
ESR (mm/h) * 62.00 (38.00, 79.00) 67.00 (46.00, 84.00) Z=—0.092 0.134
RE A MEE [F] (%) ] 160 (29.47) 195 (42.58) 2 =18.658 < 0.001
LDH = 350 U/L [ (%) ] 174 (32.04) 282 (61.57) 2 =87.338 < 0.001
CD4™ T< 200 cells/ul [ (%) ] 541 (99.63) 455 (99.34) % =0.036 0.848
et HERA M (P25, PTS) ik
< 3 W4 AIDS &I PCP B35 fili iR & sk e [WJ (%) ]

PCP + 4H & it ¢ 177 (32.60) 161 (35.20) 0.726 0.394
PCP + CMV/ii % 16 (2.90) 8 (1.70) 1.528 0.216
PCP + ili &% 16 (2.90) 1 (0.20) 11.077 0.001
PCP + B L 7 (129 3 (0.66) 0.471 0.493

= 2Fh H A IR A Y S RYIT 58 253 (46.60) 262 (5.70) 11.201 0.001
&it 469 (86.37) 435 (94.98) 21.027 < 0.001

F< 4 W AIDS 53 PCP 5525193 15 28 F8 (1) 5 R 38 (o] U A8 = 43 A

AR % Wald{t P ORMH 95%CT
= 508 18.773 < 0.001 0.489 0.354~0.676
LDH= 350 U/L 84.599 < 0.001 0.294 0.227~0.382
it V5 Sk e 19.461 < 0.001 0.335 0.206~0.545
I 2 F ILAE 18.500 < 0.001 0.563 0.434~0.732
Uy 20.098 < 0.001 0.135 0.056~0.324
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"5 RN AIDS 5 I PCP (355 i 2 & 1) 2 R &K B A 70 Hr

BRER Waldfti Pf ORfH 95%CI

Fiy= 508 24.828 < 0.001 0.410 0.288~0.582
LDH= 350 U/L 74.938 < 0.001 0.298 0.227~0.392
il E VR A I 11.435 0.001 0.417 0.251~0.692
% HE A e 6.903 0.009 0.685 0.516~0.908
i) 14.582 < 0.001 0.172 0.070~0.424
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I FLLDH/K 5 95 & AR AR 78 R B I3
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R Y%, KA R E B 0 S 2 530.8%,
KRESMEAIDS & IHPCPEHEFEFEHILE RN
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