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ABSTRACT
Background: HIV/AIDS is a chronic disease leading to complications in infected
individuals that often require surgical intervention. These patients’ serum CD4 T
lymphocyte (CD4) counts represent one of the most important indicators of their
ability to tolerate surgical treatment. Previous studies have demonstrated that CD4
cell count (CD4-CC) < 200 cells/ml may increase the risk of surgical complications
in these patients, limiting their ability to undergo surgery, which may negatively
affect their quality of life. Further investigation into the surgical outcomes of patients
with CD4-CC < 200 cells/ml should provide guidance in making appropriate clinical
decisions for the optimal healthcare of this patient demographic.
Methods: All enrolled patients were selected from 14 prefecture-level general
hospitals in Guangxi, China, and were referred to AIDS outpost hospitals for
inpatient surgical therapy. A total cohort of 168 adult patients was retrospectively
analyzed. Multifactorial and stratified analyses were performed to evaluate the in
surgical outcome differences for patients with CD4-CC < 200 cells/ml (N = 43), using
those with CD4-CC ≥ 200 cells/ml (N = 125) as controls.
Results: Poor incisional healing was used as the primary outcome indicator, and
postoperative complications were used as the secondary outcome indicator. In the
patient group with CD4-CC < 200 cells/ml, the risk of surgical complications was
significantly increased (OR 2.379; 95% CI [1.049–5.394]) after adjustment. Adjusted
stratified analysis of the CD4-CC < 200 cells/ml group revealed that individuals over
60 years (OR 27.504; 95% CI [2.297–329.317]) with erythrocyte counts below 4.00/ml
for males or 3.50/ml for females (OR 3.353; 95% CI [1.079–10.419]) had a
significantly higher risk of postoperative complications; this finding was statistically
different from the control (CD4 ≥ 200 cells/ml) group. However, there was no
significant difference between the two groups regarding the risk of poorly healed
incision outcomes.
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Conclusions: Preliminary findings suggest that a serum CD4-CC < 200 cells/ml is not
a definitive contraindication for surgical therapy and that baseline and surgical
characteristics may help predict surgical outcomes in these patients. Further studies
are needed to confirm these findings.

Subjects Epidemiology, Hematology, HIV, Immunology, Surgery and Surgical Specialties
Keywords Outcome, Surgical, HIV/AIDS, CD4T lymphocyte

INTRODUCTION
Background
The implementation of highly active antiretroviral therapy (ART) in 1995 has resulted in a
longer life expectancy in HIV/AIDS patients, and it is estimated that 20% to 25% of
HIV/AIDS patients will require elective or emergency surgery at some point in time
(Dua, Wajed & Winslet, 2007). According to the Chinese Center for Disease Control and
Prevention (CDC) report, as of 2019, a total of 79,000 people living with the human
immunodeficiency virus (PLWH) were under treatment in Guangxi, China. With a
treatment coverage rate of 83.63%, up to 89.14% of these patients have been receiving
therapy for more than 12 months (Public Health Sciences Data Center (China), 2019).
Moreover, the overall mortality rate of patients under treatment was 2.63 per 100 persons a
year (Chen et al., 2019). High treatment coverage rates and continued treatment rates
have led to an increasing, significantly longer life expectancy in this population and an
increase in the number of HIV/AIDS-related or non-related conditions requiring surgical
treatment, including some immunocompromised populations that require surgical
treatment. According to Motaner’s staging system (WHO, 1990), indications for major
surgery on HIV-infected patients do not include the CD4-CC < 200 cells/ml group but
principally focus on palliative purposes. In order to improve the quality of life of PLWH,
over the last four years, hospitals specializing in the treatment of AIDS have been gradually
implementing surgical interventions for PLWH who have not been under HAART (or
for whom ART has failed) and in those with CD4-CC < 200 cells/ml. Therefore, this study
used the group consisting of PLWH with CD4-CC ≥ 200 cells/ml as a reference, we
retrospectively studied the postoperative complications plus incisional healing in the
CD4-CC < 200 cells/ml group and evaluated the differences in surgical outcomes between
the two groups. Stratified analysis of the CD4-CC < 200 cells/ml group allows for a more
accurate assessment of factors influencing surgical outcomes, revealing insights into
effective ways of providing more personalized, comprehensive medical interventions for
these patients.

Objectives
Our primary objective was to compare the differences between patients with CD4-CC ≥

200 cells/ml and those with CD4-CC < 200 cells/ml in terms of demographic data,
preoperative baseline, surgical characteristics, and surgical outcomes for each variable.
We also aimed at evaluating the impact of stratification factors on surgical outcomes such
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as postoperative complications and incisional healing. Data on the retrospective surgical
baseline and surgical characteristics were obtained from the hospital HIS system.

METHODS
Ethics statement
The study and use of systematic data were approved by the Ethics committee of Longtan
Hospital of Guangxi Zhuang Autonomous Region and the AIDS Medical Quality Control
Center in Guangxi. Written informed consent was obtained from all of the participants
after a full explanation of the study.

Study design
Based on the retrospective analysis of data from the hospital Hospital Information System
(HIS), patients were divided into two groups based on their preoperative CD4-CC:
CD4-CC < 200 cells/ml group (the observation group) and CD4-CC ≥ 200 cells/ml group
(the control group). A multifactorial analysis was conducted to compare the demographic
data, preoperative baseline, surgical characteristics, and surgical outcomes in both
groups in order to assess the differences in surgical complication risks and poor incisional
healing. The multifactorial analysis also assessed the effects of stratification factors on
surgical outcomes.

Research objectives

1. On the day of attendance, venous blood hemocyto analysis was measured at the clinical
group of the Clinical Laboratory Department of Longtan Hospital of Guangxi Zhuang
Autonomous Region, used a fully active hematology analyzer (XN-1000, SYSMEX)
to detect erythrocyte and hemoglobin. Two ml of venous blood was extracted,
which was added into premixed anticoagulant (EDTA-K2) of the vacuum sampling
vessel and mixed evenly. The instrument was opened for automatic operation.
Erythrocyte and hemoglobin assays were measured using daily internal quality
control procedures to assess imprecision and monthly external quality control
procedures to assess accuracy.

2. In the morning of the second day of hospitalization, plasma albumin was performed on
an empty stomach, and was measured at the clinical biochemistry group of Longtan
Hospital of Guangxi Zhuang Autonomous Region. Three ml of venous blood was
extracted and added into a vacuum sample tube with a premixed anticoagulant (Heparin
lithium salt), and mixed evenly, centrifuged at low speed (3,000 rpm/min), and the
automatic biochemical apparatus (Abbott Laboratories c16000) was opened and
operated automatically. Plasma albumin was measured using daily internal quality
control procedures to assess imprecision and monthly external quality control
procedures to assess accuracy.

3. On the day of attendance, Venous blood flow cytometry (FCM) was measured at
the Department of Clinical Immunology in Longtan Hospital of Guangxi Zhuang
Autonomous Region, used Flow Cytometer (CanntoII, BD). A total of 20 ml LCD3/CD8/
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CD45/CD4 antibody reagent and 50 ml EDTA-K2 fully mixed whole blood was added to
the TuCount tube, which was mixed and left for 15–20 min at room temperature and
away from light. The tube was taken out and 450 ml diluted FACS hemolysin was added,
mixed well, and placed away from light for 10 min, then checked on the machine. FCM
were measured using daily internal quality control procedures to assess imprecision and
monthly external quality control procedures to assess accuracy.

Entry criteria

1. Minimum age of 18 years.

2. PLWH with specific surgical indications between 2016 and 2019 were continuously
included.

3. Disease diagnosis was made using the International Classification of Diseases, 10th
edition of Clinical diagnosis and procedure codes (ICD-10). Including general surgery:
A18.207, C16.900, D36.705, E05.900 × 001, I84.201, K31.814, K35.900, K40.900 × 002,
K40.900 × 003, K61.001, K65.002, K80.501, M89.900 × 072, R10.000, etc; Bone and
Joint Surgery: A18.007 + M49.0�, A18.034 + M01.1�, M51.204, M86.913, M87.800 ×
051, M89.900 × 072, R02. × 00, S42.000. S42.301, S72.000, S72.101, S72.900, S82.000,
S82.201, S82.202, S92.000, Z47.000 × 002, etc; Urology surgery: C60.900, K20.100,
N40. × 00, N43.301, etc; Thoracic Surgery: A16.201, C50.900 × 011, etc.

4. According to ICD-9-CM, surgery codes are as follows: General Surgery: 06.3900 × 004,
40.1103, 40.5100, 43.8901, 43.9901, 44.6901, 47.0901. 48.6903, 49.0100, 49.4500 × 002,
51.2200, 53.0401, 53.0501, 54.1100, 54.1900 × 010, 64.2 × 01, 66.6104, 83.3200 × 001, etc;
Bone and Joint Surgery: 41.3800 × 001, 77.3907, 77.6903, 78.5600. 79.3101, 79.3500 ×
016, 79.3501, 79.3600 × 017, 79.3601, 79.3603, 79.3700 × 013, 79.3900 × 001, 79.3900 ×
051, 79.3904, 79.8903, 80.8601, 81.0500 × 006, 81.0502, 81.0800 × 016, 81.2200,
81.5100, 81.5200, etc; Urology Surgery: 55.0401, 55.1101, 56.0 × 04, 56.2 × 01, 57.0 ×
00 × 013, 59.8 × 03, 59.9901, 60.2901, 64.3 × 01, etc; Thoracic Surgery: 32.2904,
34.5902, 85.4100 × 001.

5. Diagnosis of postoperative complications was based on the ICD-10. Patients were
observed for two weeks depending on the surgical procedure to determine if they had
developed any complications. Includes K82.300, J98.414, R19.001, I50.000, K63.212,
N39.000, R33. × 00, T81.406, T81.811, K63.210, K92.210, R31. × 00, N50.800 × 023,
K56.500 × 003, J94.801.

Exclusion criteria
Patients with a history of organ transplantation or chronic immunosuppressive therapy
were excluded if the drug administered interfered with the patient’s baseline test values.

Patients with incomplete data regarding demographics, surgical baseline, and surgical
status were also excluded.
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Variables

1. Diagnosed with HIV/AIDS based on the diagnostic criteria of the Chinese CDC
(National Health Commission of the people’s Republic of China, 2019).

2. The research variables and adjusted multivariate regression analysis were as follows:

Demographic data: Gender, age, educational background, occupation, ethnicity, route
of infection, body mass index (BMI), etc. Patients with incomplete information on
demographics, surgical baseline and surgical status were excluded.

Surgical baseline: Erythrocyte counts, hemoglobin levels, plasma albumin, ART
treatment time, comorbidities, flow cytometry, etc.

Surgical characteristics: Type of surgeries involved, including emergency surgeries or
elective surgeries. Disease types listed in the inclusion criteria covering general surgery,
orthopedic joint surgery, urology, thoracic surgery. Surgical classification can be divided
into one to four classes of surgery based on the degree of difficulty and risk of each type of
surgery, incision classification including clean, potentially contaminated, and
contaminated incisions (Class I to Class III incisions). The types of surgery consisted of
minimally invasive surgery and conventional surgery.

Baseline surgical complications, surgical classification, incisional classification and
postoperative complications were defined by criteria provided by the National Health and
Wellness Commission of China.

Outcome indicators
HIV/AIDS patients with CD4-CC ≥ 200 cells/ml who underwent surgery were used as a
control group and compared to those with CD4-CC < 200 cells/ml. Poor incisional healing
was used as the primary outcome indicator, and postoperative complications were used as
the secondary outcome indicator. In contrast, multifactorial regression analysis was
performed to assess risk differences in primary and secondary outcome indicators for the
overall and stratified patients.

Statistical analysis
All of the statistical analyses were performed using the Statistical Analysis System (SPSS),
version 26.0. Categorical variables were studied using a single-factor analysis. Independent
variables with P-values <0.05 for the single-factor analysis were included in the
multivariate analysis. Subsequently, a multiple regression analysis was used to compare the
overall and stratified independent variables with the outcome indicators. The odds ratio
(OR) was estimated with a 95% confidence interval (CI). Statistical significance was
reached when P < 0.05.

RESULTS
A total of 168 hospitalized adult HIV/AIDS patients who met our inclusion criteria
and underwent surgery from 2016 to 2019 were included in this study. The method of
inclusion in this study is continuous inclusion, which solves the selective bias. Three
postoperative outcomes occurred in these patients: Postoperative complications occurred
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in 66 cases (39.29%). Poor healing was reported for Grade B or C incisions in 17 cases
(10.12%). Moreover, two deaths related to surgical disease or surgical complications were
recorded within 2 weeks after surgery (1.19%). The number of deaths did not meet the
statistical requirements and were not included in this study’s outcome measures.

Table 1 illustrates patient demographics and surgical baseline data. The majority of
patients in this cohort were males (76.8%), mainly young adults (72.0%) ranging from
18 to 60 years old, and farmers (66.7%) with at least a basic educational (74.4%)
background. The HIV/AIDS infection route for the vast majority of patients was sexual
transmission (94.6%) in Guangxi, China, a multi-ethnic region, with ethnic minorities
(35.1%) making up roughly one-third of the patients. This is consistent with the
demographic data of AIDS patients in China (National Health Commission of the people’s
Republic of China, 2019). The number of patients with erythrocyte counts of less than
4.00/ml or 3.50/ml in men or women respectively at baseline was 54.8%, and the number of
patients with a hemoglobin level of less than 120 g/l and 110 g/l in men and women,
respectively, was 41.7%. Meanwhile, approximately 26.2% of these patients had
preoperative comorbidities. Furthermore, 18.5% of patients were treated with ART
preoperatively for less than 30 days, a statistically different finding between the two groups
(P = 0.021). Other preoperative baseline values such as gender (P = 0.037), occupation
(P = 0.002), preoperative hemoglobin level (P = 0.029), and plasma albumin level
(P = 0.049) also elicited statistically significant differences between the two groups.
In terms of the remaining demographic information and baseline values such as age,
educational background, ethnicity, route of infection, BMI, erythrocyte counts,
preoperative comorbidities and CD4/CD8 variables, none of the differences were
statistically significant between the two groups (P ≥ 0.05).

Table 2 delineates the comparison of surgical characteristics between the two groups.
With regard to the disease-specific subgroup analysis, orthopedic and joint surgery was
more likely to be treated surgically (43.5%). Grade-III surgery with more complex
procedures, higher technical requirements, and higher risks had the highest proportion in
both groups (34.9% in the CD4-CC < 200 cells/ml group, and 46.4% in the CD4-CC ≥ 200
cells/ml group). It is also worth noting that these HIV/AIDS patients were more likely to
undergo traditional surgical approaches (80.95%). The proportion of contaminated
incisions in the CD4-CC < 200 group was significantly higher than that in the CD4-CC >
200 group and proved to be significantly different (P = 0.001). Other variables of surgical
characteristics, such as the type of admission, type of disease, surgical grade, and minimally
invasive surgery, did not display any statistically significant difference between the two
groups.

Table 3 lists the risk-adjusted surgical outcomes. After adjusting for surgical baseline
data such as gender, age, body mass index, erythrocyte counts, duration of ART,
comorbidities and flow cytometry, as well as surgical characteristics including the type of
surgery, type of disease, surgical procedure, surgical grade and incision classification, we
found that the patients in the CD4-CC < 200 cells/ml group were 2.379 times more likely to
experience postoperative complications (P = 0.038). The risk-adjusted P-value for poor
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Table 1 Preoperative demographics and baseline of patients with different CD4 levels.

Item Total (%)
(N = 168)

CD4 ≥ 200
(N = 125)

CD4 < 200
(N = 43)

P value

Age

18–60 121 (72.0) 91 (72.8) 30 (69.8) 0.702

>60 47 (28.0) 34 (27.2) 13 (30.2)

Gender

Male 129 (76.8) 91 (72.8) 38 (88.4) 0.037

Female 39 (23.2) 34 (27.2) 5 (11.6)

Educational background

Elementary and junior high school 125 (74.4) 90 (72.0) 35 (81.4) 0.223

High school and above 43 (25.6) 35 (28.0) 8 (18.6)

Career

Farmers 112 (66.7) 75 (60.0) 37 (86.0) 0.002

Other* 56 (33.3) 50 (40.0) 6 (14.0)

Ethnicity

Han 109 (64.9) 83 (66.4) 26 (60.5) 0.482

Zhuang and others** 59 (35.1) 42 (33.6) 17 (39.5)

Route of infection

Sexual transmission 159 (94.6) 118 (94.4) 41 (95.3) 1.000

Intravenous drug injection 9 (5.4) 7 (5.6) 2 (4.7)

Body mass index

<18.5 37 (22.0) 29 (23.2) 8 (18.6) 0.409

18.5 ≤ BMI* ≤ 24 112 (66.7) 80 (64.0) 32 (74.4)

>24 19 (11.3) 16 (12.8) 3 (7.0)

Erythrocyte

Female ≥ 4.00/ml, or male ≥ 3.50/ml 76 (45.2) 57 (45.6) 19 (44.2) 0.872

Female < 4.00/ml, or male < 3.50/ml 92 (54.8) 68 (54.4) 24 (55.8)

Hemoglobin

Female ≥ 120, or male ≥ 110 g/L 98 (58.3) 79 (63.2) 19 (44.2) 0.029

Female < 120, or male < 110 g/L 70 (41.7) 46 (36.8) 24 (55.8)

Plasma albumin

<35 141 (83.9) 109 (87.2) 32 (74.4) 0.049

≥35 27 (16.1) 16 (12.8) 11 (25.6)

Treatment duration of HARRT

<30 days 31 (18.5) 18 (14.4) 13 (30.2) 0.021

≥30 days 137 (81.5) 107 (85.6) 30 (69.8)

Complication

Without 124 (73.8) 94 (75.2) 30 (69.8) 0.485

With 44 (26.2) 31 (24.8) 13 (30.2)

CD4/CD8

≤1.0 154 (91.7) 112 (89.6) 42 (97.7) 0.098

>1.0 14 (8.3) 13 (10.4) 1 (2.3)

Notes:
* Other occupation refers to: 16 cases of freelance, 12 cases of unemployment, 11 cases of retirement, six cases of self-
employed, five cases of workers, three cases of staff, two cases of teachers and students, one case of detainees.

** Other ethnicity refers to: 54 in Zhuang, three in Miao, one in Dong and one in Mulao.
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incisional healing was lower in the CD4-CC < 200 cells/ml group, but the difference did not
reach a statistical significance.

Table 4 demonstrates the single factor analysis stratification of the two groups. In the
age stratification group, we found out that patients in the CD4-CC < 200 cells/ml group
were 4.125-fold more likely to have postoperative complications than those in the
CD4-CC ≥ 200 cells/ml group for patients older than 60 years old (P = 0.036). Erythrocyte
counts stratification results revealed a 4.476-fold increase in the odds of postoperative
complications ofthe CD4-CC < 200 cells/ml group in the subgroup below 4.00/ml in men

Table 2 Comparison of surgical characteristics of HIV/AIDS patients with different CD4.

Item Total (N = 168) CD4 ≥ 200 (N = 125) CD4 < 200 (N = 43) P value

Type of surgery of admission

Emergency surgery 78 (46.4) 57 (45.6) 21 (48.8) 0.714

Elective surgery 90 (53.6) 68 (54.4) 22 (51.2)

Type of disease*

Forensic sursery 62 (36.9) 44 (35.2) 18 (41.9) 0.393

Orthopaedic surgery 73 (43.5) 58 (46.4) 15 (34.9)

Urology 30 (17.9) 20 (16.0) 10 (23.3)

Thoracic surgery 3 (1.7) 3 (2.4) 0

Surgical grading**

Grade I surgery 16 (9.5) 11 (8.8) 5 (11.6) 0.803

Grade II surgery 59 (35.1) 45 (36.0) 14 (32.6)

Grade III surgery 68 (40.5) 49 (39.2) 19 (44.2)

Grade IV surgery 25 (14.9) 20 (16.0) 5 (11.6)

Classification of incision

clean incision 101 (60.1) 86 (68.8) 15 (34.9) 0.001

Possible contaminated and contaminated incisions 67 (39.9) 39 (31.2) 28 (65.1)

Minimally invasive surgery

Yes 32 (19.05) 22 (17.6) 10 (23.3) 0.415

No 136 (80.95) 103 (82.4) 33 (76.7)

Notes:
* General Surgery vs. Orthopaedic Surgery = 0.253, General Surgery vs. Urology = 0.674, General Surgery vs. Thoracic Surgery = 0.555.
** Grade I surgery vs. Grade II surgery = 0.772, Grade I surgery vs. Grade III surgery = 1.000 and Grade I surgery vs. Grade IV surgery = 0.656.

Table 3 Analysis of surgical outcomes.

Unadjusted Adjusted

OR 95% CI P value OR 95% CI P value

Complication

≥200 2.496 [1.231–5.063] 0.010 2.379 [1.049–5.394] 0.038

<200

Poor healing of the incision

≥200 1.239 [0.410–3.745] 0.930 0.585 [0.162–2.113] 0.413

<200
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or 3.50/ml in women (P = 0.002). Regarding emergency admissions, the odds of
postoperative complications were 3.700 times higher in the CD4-CC < 200 cells/ml group
than the CD4-CC ≥ 200 cells/ml group (P = 0.013). Stratified comparisons of hemoglobin
levels and incisional classification were not statistically significant for the occurrence of
postoperative complications. Similarly, stratified comparisons of age, erythrocyte counts,
hemoglobin levels, incisional classification, and the type of admission were not statistically
significant for incisional healing.

Table 5 presents a multifactorial analysis of patient stratification in both groups. After
risk adjustment, the risk of complications in the subgroup older than 60 years with

Table 4 Surgical complications and poor incision healing stratified by univariate analysis.

Stratification Number of
people

Number of people
with complications (%)

OR (95% CI) P Number of people with
poor incision healing (%)

OR (95% CI) P value

Stratification 1: Age = “18–60”

≥200 91 30 (33.0%) 1 0.094 9(9.9%) 1 P = 1.000

<200 30 15 (50.0%) 2.033 [0.879–4.703] 3 (10.0%) 1.012 [0.255–4.012]

Stratification 1: Age = “>60”

≥200 34 12 (35.3%) 1 0.036 3 (8.8%) 1 P = 0.902

<200 13 9 (69.2%) 4.125 [1.046–16.263] 2 (15.4%) 1.879 [0.276–12.775]

Stratification 2: Erythrocytes = male ≥ 4.00/ml, or female ≥ 3.50/ml

≥200 57 21 (36.8%) 1 P = 0.683 4 (7.0%) 1 P = 0.195

<200 19 8 (42.1%) 1.247 [0.433–3.591] 4 (21.1%) 3.533 [0.789–15.832]

Stratification 2: Erythrocytes = male < 4.00/ml, or female < 3.50/ml

≥200 68 21 (30.9%) 1 P = 0.002 8 (11.8%) 1 P = 0.498

<200 24 16 (66.7%) 4.476 [1.659–12.076] 1 (4.2%) 0.326 [0.039–2.754]

Stratification 3: Hemoglobin = male ≥ 120 g/L, or female ≥ 110 g/L

≥200 79 25 (31.6%) 1 P = 0.087 6 (7.6%) 1 P = 1.000

<200 19 10 (52.6%) 2.400 [0.867–6.641] 2 (10.5%) 1.431 [0.265–7.719]

Stratification 3: Hemoglobin = male < 120 g/L, or female < 110 g/L

≥200 46 17 (37.0%) 1 P = 0.087 6 (13.0%) 1 P = 1.000

<200 24 14 (58.3%) 2.388 [0.871–6.547] 3 (12.5%) 0.952 [0.216–4.197]

Stratification 4: Incision classification = clean incision

≥200 86 24 (27.9%) 1 P = 0.051 5 (5.8%) 1 P = 1.000

<200 15 8 (53.3%) 2.952 [0.965–9.035] 1 (6.7%) 1.157 [0.126–10.662]

Stratification 4: Incision classification = possible contaminated or contaminated incision

≥200 39 18 (46.2%) 1 P = 0.522 7 (17.9%) 1 P = 0.750

<200 28 16 (57.1%) 1.556 [0.585–4.137] 4 (14.3%) 0.762 [0.200–2.903]

Stratification 5: Type of surgery of admission = elective

≥200 68 22 (32.4%) 1 P = 0.264 8 (11.8%) 1 P=1.000

<200 22 10 (45.5%) 1.742 [0.653–4.647] 3 (13.6%) 1.184 [0.285–4.917]

Stratification 5: Type of surgery of admission = emergency

≥200 57 20 (35.1%) 1 P = 0.013 4 (7.0%) 1 P = 1.000

<200 21 14 (66.7%) 3.700 [1.285–10.657] 2 (9.5%) 1.395 [0.236–8.241]
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CD4-CC < 200 cells/ml was significantly increased compared with the univariate analysis
(OR 27.504), which was statistically significant (P = 0.009). Additionally, the adjusted
erythrocyte-count stratification indicated that the incidence of postoperative
complications was still higher (OR 3.353) in the CD4-CC < 200 cells/ml group (P = 0.036)
for both males and females. There was no statistically significant difference between
emergency and elective surgeries after adjustment for stratified admission types.

DISCUSSION
HIV/AIDS is now widely recognized as a chronic disease rather than an acute and
life-threatening illness. In Guangxi, China, late detection of HIV/AIDS >50.00% (Ge et al.,
2019) and treatment interruptions account for 4.8 per 100 persons a year of the infected cases
(Liu et al., 2018), and CD4 counts are becoming increasingly necessary for the evaluation
of surgical outcomes. In this study, three characteristics of the CD4-CC < 200 cells/ml group
were highlighted and compared to those of the control (CD4-CC ≥ 200 cells/ml) group.
After a thorough analysis of the collected results, gender and occupation displayed a
significant difference between the two groups of patients. This difference may indicate that
male and rural patients with CD4-CC < 200 cells/ml have a lower willingness to seek medical
care, leading to late detection of HIV/AIDS or decreased adherence to ART treatment.
Early detection and early treatment of HIV/AIDS has been mandated as critical by the
Chinese National Health authorities. Furthermore, clinical attention should be paid to
enhance knowledge of the disease in these populations to improve treatment compliance.
Next, patients in the two cohorts underwent surgery with different indications. Compared to

Table 5 Surgical complications stratified by multifactorial analysis.

Stratification Number of people Number of people with complications (%) OR (95% CI) P value

Stratification 1: Age = “18–60”

≥200 91 30 (33.0%) 1 0.343

<200 30 15 (50.0%) 1.587 [0.610–4.124]

Stratification 1: Age = “>60”

≥200 34 12 (35.3%) 1 0.009

<200 13 9 (69.2%) 27.504 [2.297–329.317]

Stratification 2: Erythrocytes = male ≥ 4.00/ml, or female ≥ 3.50/ml

≥200 57 21 (36.8%) 1 0.785

<200 19 8 (42.1%) 1.198 [0.327–4.383]

Stratification 2: Erythrocytes = male < 4.00/ml, or female < 3.50/ml

≥200 68 21 (30.9%) 1 0.036

<200 24 16 (66.7%) 3.353 [1.079–10.419]

Stratification 3: Type of surgery of admission = elective

≥200 68 22 (32.4%) 1 0.308

<200 22 10 (45.5%) 1.874 [0.560–6.274]

Stratification 5: Type of surgery of admission = emergency

≥200 57 20 (35.1%) 1 0.116

<200 21 14 (66.7%) 2.726 [0.782–9.503]
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patients in the CD4-CC ≥ 200 cells/ml group, those in the CD4-CC < 200 cells/ml group
differed from the baseline in terms of less than 30 days of HARRT, low erythrocyte counts,
and low plasma albumin. Infectious diseases account for about two-thirds, whereas the
surgical characteristics were shown in 65.1% of the CD4 < 200 cells/ml group regarding the
proportion of contaminated or potentially contaminated incisions. This discrepancy points
out a worse preoperative composite in patients with CD4-CC < 200 cells/ml. Additionally,
studies on abdominal surgery and plastic surgery have documented that CD4-CC < 200
cells/ml may negatively affect postoperative outcomes (Deneve et al., 2010; Davison et al.,
2008). To this end, the surgical outcome of this study was designed in two distinct phases:
Postoperative complications, which reflect the perioperative period, and incisional healing,
which reflects the final surgical outcome. The results revealed that adjusted postoperative
complications were statistically different between the two groups; however, no
statistically significant difference was identified with respect to poor incisional healing.
In other words, there was a statistically significant difference in the perioperative period
after surgery in the CD4-CC < 200 cells/ml group, but no difference in endpoint
outcomes. Also, our study further analyzed stratification factors with subgroups such as
the elderly and erythrocytopenic patients, which had a significantly increased risk of
postoperative complications in the CD4-CC < 200 cells/ml group. Previous studies have
not reported stratification factors. Our study reports that CD4-CC is not a definitive
contraindication for surgery; however, the patient’s baseline and surgical characteristics
may help predict surgical outcomes and allow for appropriate interventions and
intensive care. This study was conducted among HIV/AIDS patients over the age of 18,
so it is not suitable for teenagers and children on the generalizability of the results.

Previous studies have found that the rate of postoperative infection in orthopedic joint
surgeries among HIV-positive patients was 23%, and CD4-CC < 300 cells/ml,
hospitalization, multiple traumas, and low plasma albumin levels were all found to be
associated with postoperative infections (Guild et al., 2012). In our study, osteoarticular
surgery was indicated for up to 43.5% of HIV/AIDS patients with 17 infectious and
noninfectious diseases, including ICD-10 codes A18.007 + M49.0�, M87.800 × 051, and
S72.000; these codes correspond to Pot’s disease (tuberculosis spondylitis), ischemic
necrosis of the femoral head, and femoral fracture, respectively. Epidemiological data from
Guangxi indicated that the proportion of HIV/AIDS patients with concurrent
extrapulmonary tuberculosis was 8.86% (Huang et al., 2020); meanwhile, AIDS unrelated
diseases and fractures also accounted for a large proportion of these orthopedic surgery
cases. As a result, the proportion of osteoarticular surgeries is higher in our data.

Tuberculosis (TB) is a disease closely linked to cellular immunity, and it remains a
common opportunistic infection in HIV/AIDS patients in Guangxi, China. Despite the fact
that the incidence of tuberculosis has dropped from 120/100,000 in 2016 to 90/100,000, it
is still a common opportunistic infection in HIV/AIDS patients (From 11.5% to 32.5%)
(Pang et al., 2018; Xiao et al., 2013). In this study, 34 patients were operated on for
infectious diseases, of which 15 TB and extrapulmonary TB-related surgeries were
performed, accounting for 44.12% of these surgeries. ICD-10 codes A16.201, A18.007 +
M49.0�, A18.207, A18.205, A18.034 + M01.1�, A18.118 + N51.1� and A18.300 × 009 were
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included on the list of diseases. This may be indicative of a higher prevalence of
Mycobacterium tuberculosis infection among HIV/AIDS patients. Consequently, the
medical management of this population must include regular screening and preventive
measures for latent infections. Tuberculosis screening in China has been included in the
annual screening program for HIV/AIDS patients by the Chinese National Health
Administration. As far as we know, the AIDS outpost hospital where these surgeries were
performed was the only provincial-level outpost hospital in the region, and its capacity was
far superior to that of the prefecture-level outpost hospital. Hence, the more complex and
risky Class III surgeries were referred from lower-level hospitals, which led to an increase
in the incidence of Class III surgeries in this population. The incidence of Class III
surgeries had indeed increased, mostly due to referrals from lower-level hospitals rather
than an inherent rise of Class III surgeries in these people.

This study has some limitations, mainly due to flaws in its retrospective design. Chinese
patients with HIV/AIDS can receive a free annual viral load test provided by the Chinese
government. In this study, 46.4% of patients underwent emergency surgeries, and even
some of those who had elective surgeries might also have had viral load testing performed
more than 3 months prior to surgery, making it less relevant to surgical outcomes.
Therefore, although it would have been interesting to examine the impact of viral load on
surgical outcomes, we chose to rely on CD4-CC to determine the participants’ HIV/AIDS
status. Additionally, the HIS system is unable to track patients who are automatically
discharged within 2 weeks after surgery, and a small number of cases with missing data
may often be cases with a poor prognosis in which the patient or family members chose to
abandon treatment. Therefore, these cases were not included in this study, which may
affect the accuracy of the data.

CONCLUSIONS
The risk of surgical complications was significantly different in the CD4-CC < 200 cells/ml
group compared to the CD4-CC ≥ 200 cells/ml group. Among the adjusted stratification
factors, the risk of surgical complications was significantly increased in the elderly and
erythrocytopenic patients in the CD4-CC < 200 cells/ml group, whereas no statistically
significant difference was observed with respect to the risk of poorly healed incisions.
A convincing explanation for this observation is that AIDS outpost hospitals have good
diagnostic capabilities, and postoperative complications can be cured with medical
intervention without affecting the final surgical outcome. This implies that CD4-CC are
not a determinant factor in deciding to perform a surgical procedure but that the patients’
baseline and surgical characteristics may contribute to their surgical outcomes. Thus,
appropriate interventions and intensive care should be administered when necessary.
Notwithstanding, further studies are imperative to confirm these findings.

ACKNOWLEDGEMENTS
We are thankful to the Guangxi Longtan Hospital for providing experimental equipment,
facilities, and space. We are also thankful to the editor and the anonymous reviewers for
giving insight into this work.

Liu et al. (2021), PeerJ, DOI 10.7717/peerj.12023 12/14

http://dx.doi.org/10.7717/peerj.12023
https://peerj.com/


ADDITIONAL INFORMATION AND DECLARATIONS

Funding
This work was supported by the National Science and Technology Major Project of China:
Research on Feasible Prevention and Treatment Techniques for HIV Combined with
Mycobacterium avium (2017ZX10202101-002-002), and Science and Technology Tackling Plan
of Guangxi Zhuang Autonomous Region, China (1598011-9). The funders had no role in study
design, data collection and analysis, decision to publish, or preparation of the manuscript.

Grant Disclosures
The following grant information was disclosed by the authors:
National Science and Technology Major Project of China: 2017ZX10202101-002-002.
Science and Technology Tackling Plan of Guangxi Zhuang Autonomous Region, China:
1598011-9.

Competing Interests
The authors declare that they have no competing interests.

Author Contributions
� Aimei Liu conceived and designed the experiments, analyzed the data, authored or
reviewed drafts of the paper, and approved the final draft.

� Cunxu Liu conceived and designed the experiments, authored or reviewed drafts of the
paper, and approved the final draft.

� Xiaojun Deng conceived and designed the experiments, authored or reviewed drafts of
the paper, and approved the final draft.

� Yongbao Huang performed the experiments, prepared figures and/or tables, formulated
the treatment regimen, and approved the final draft.

� Linchu Liao performed the experiments, prepared figures and/or tables, formulated the
treatment regimen, and approved the final draft.

� Zhihao Meng performed the experiments, analyzed the data, prepared figures and/or
tables, and approved the final draft.

� Minfu He analyzed the data, prepared figures and/or tables, and approved the final draft.
� Junli Huang analyzed the data, prepared figures and/or tables, and approved the final draft.

Human Ethics
The following information was supplied relating to ethical approvals (i.e., approving body
and any reference numbers):

The study and use of systematic data were approved by the Ethics committee of Longtan
Hospital of Guangxi Zhuang Autonomous Region and the AIDS Medical Quality Control
Center in Guangxi.

Data Availability
The following information was supplied regarding data availability:

Raw data are available as a Supplemental File.

Liu et al. (2021), PeerJ, DOI 10.7717/peerj.12023 13/14

http://dx.doi.org/10.7717/peerj.12023#supplemental-information
http://dx.doi.org/10.7717/peerj.12023
https://peerj.com/


Supplemental Information
Supplemental information for this article can be found online at http://dx.doi.org/10.7717/
peerj.12023#supplemental-information.

REFERENCES
Chen H, Luo L, Pan SW, Lan G, Zhu Q, Li J, Zhu J, Chen Y, Shen Z, Ge X, Tang Z, Xing H,

Shao Y, Ruan Y, Wenmin Yang W. 2019. HIV epidemiology and prevention in Southwestern
China: trends from 1996–2017. Current HIV Research 17(2):85–93
DOI 10.2174/1570162X17666190703163838.

Davison SP, Reisman NR, Pellegrino ED, Larson EE, Dermody M, Hutchison PJ. 2008.
Perioperative guidelines for elective surgery in the human immunodeficiency virus-positive
patient. Plastic and Reconstructive Surgery 121(5):1831–1840
DOI 10.1097/PRS.0b013e31816b143b.

Deneve JL, Shantha JG, Page AJ, Wyrzykowski AD, Rozycki GS, Feliciano DV. 2010. CD4 count
is predictive of outcome in HIV-positive patients undergoing abdominal operations. American
Journal of Surgery 200(6):694–700 DOI 10.1016/j.amjsurg.2010.07.030.

Dua RS, Wajed SA, Winslet MC. 2007. Impact of HIV and AIDS on surgical practice. The Annals
of the Royal College of Surgeons of England 89(4):354–358 DOI 10.1308/003588407X183436.

Ge XM, Yang WM, Zhu QY, Wu XL, Shen ZY, Zhu JH, Lan GH, Chen HH, Meng Q, Zhou XJ,
Ding DN, Liu XH, Tang S, Huang JH, Deng YQ. 2019. Epidemiological characteristics of
HIV/AIDS in Guangxi Zhuang Autonomous Region, 2010–2017. Chinese Journal of
Epidemiology 40:315–321 DOI 10.3760/cma.j.issn.0254-6450.2019.03.011.

Guild GN, Moore TJ, Barnes W, Hermann C. 2012. CD4 count is associated with postoperative
infection in patients with orthopaedic trauma who are HIV positive. Clinical Orthopaedics &
Related Research 470(5):1507–1512 DOI 10.1007/s11999-011-2223-1.

Huang Y, Zhou O, Zheng Z, Xu Y, Shao Y, Qin C, Qin F, Lai J, Liu H, Chen R, Ye L, Liang H,
Qin X, Jiang J. 2020. Effect of AIDS-defining events at initiation of antiretroviral therapy on
long-term mortality of HIV/AIDS patients in Southwestern China: a retrospective cohort study.
Aids Research and Therapy 17(1):44 DOI 10.1186/s12981-020-00300-4.

Liu XH, Zhu QY, Su JM, Meng Q, Zhou XJ, Shen ZY, Tang ZZ, Yang WM, Ruan YH, Shao YM.
2018. Effect of baseline CD(4)(+) T cell count on drop-out of antiretroviral therapy in HIV
infected persons in Guangxi Zhuang Autonomous Region, 2008–2015. Chinese Journal of
Epidemiology 39:1216–1221 DOI 10.3760/cma.j.issn.0254-6450.2018.09.014.

National Health Commission of the people’s Republic of China. 2019. Health industry standard
of the People’s Republic of China: diagnosis of AIDS and HIV infection (WS 293-2019).
Available at www.nhc.gov.cn/wjw/s9491/201905/6430aa653728439c901a7340796e4723.shtml.

Pang W, Shang P, Li Q, Xu J, Bi L, Zhong J, Pei X. 2018. Prevalence of opportunistic infections
and causes of death among hospitalized HIV-infected patients in Sichuan, China. Tohoku
Journal of Experimental Medicine 244(3):231–242 DOI 10.1620/tjem.244.231.

Public Health Sciences Data Center (China). 2019. Analysis of HIV/STD epidemic in China:
Guangxi. Available at www.phsciencedata.cn/Share/edtShareNew.jsp?id=39403.

WHO. 1990. Syndrome (AIDS): interimproposal for a WHO staging system for HIV infection and
disease. Weekly Epidemiological Record 65:221.

Xiao J, Gao GJ, Li YM, Zhang W, Tian YF, Huang YX, Su WJ, Han N, Yang D, Zhao HX. 2013.
Spectrums of opportunistic infections and malignancies in HIV-infected patients in tertiary care
hospital China. PLOS ONE 8(10):e75915 DOI 10.1371/journal.pone.0075915.

Liu et al. (2021), PeerJ, DOI 10.7717/peerj.12023 14/14

http://dx.doi.org/10.7717/peerj.12023#supplemental-information
http://dx.doi.org/10.7717/peerj.12023#supplemental-information
http://dx.doi.org/10.2174/1570162X17666190703163838
http://dx.doi.org/10.1097/PRS.0b013e31816b143b
http://dx.doi.org/10.1016/j.amjsurg.2010.07.030
http://dx.doi.org/10.1308/003588407X183436
http://dx.doi.org/10.3760/cma.j.issn.0254-6450.2019.03.011
http://dx.doi.org/10.1007/s11999-011-2223-1
http://dx.doi.org/10.1186/s12981-020-00300-4
http://dx.doi.org/10.3760/cma.j.issn.0254-6450.2018.09.014
www.nhc.gov.cn/wjw/s9491/201905/6430aa653728439c901a7340796e4723.shtml
http://dx.doi.org/10.1620/tjem.244.231
www.phsciencedata.cn/Share/edtShareNew.jsp?id=39403
http://dx.doi.org/10.1371/journal.pone.0075915
http://dx.doi.org/10.7717/peerj.12023
https://peerj.com/

	The association between serum CD4 T lymphocyte counts and surgical outcomes in HIV/AIDS patients in Guangxi, China: a retrospective cohort study ...
	Introduction
	Methods
	Results
	Discussion
	Conclusions
	flink6
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


