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ABSTRACT

Aim: To develop a clinical risk stratification score for people living with AIDS and to analyze
its association with clinical and sociodemographic aspects. Method: Cross-sectional study
involving 150 adults with AIDS, in outpatient follow-up. A structured instrument was applied
and, sequentially, inferential statistical techniques on the developed score. Results: 45.3% of
the participants were classified as in high clinical risk. TL-CD4+ <500cel/mm? count, detectable
viral load, presence of opportunistic diseases, chronic diseases and clinical manifestations
were associated with high clinical risk. There was a significant difference in the mean risk
between the categories of variables employment status (p = 0.003) and economic class
(p = 0.035). There was a higher risk for brown people (OR = 5.55), unemployed status
(OR =16,51) and belonging to classes C (OR =20.07) and D (OR = 53,32), and a lower risk
for individuals with higher schooling (OR = 0.02). Conclusion: The proposed score quantifies
clinical situations and points out sociodemographic aspects that predispose to instability and
aggravation of AIDS, supporting the qualification of care.

Descriptors: Nursing; Acquired Immunodeficiency Syndrome; Outpatient Care; Risk
Assessment; Technology.

RESUMO

Objetivo: Elaborar um escore para estratificacdo de risco clinico de pessoas vivendo co.m
Aids e analisar sua associacdo com aspectos clinicos e sociodemogréficos. Método: Estudo
transversal envolvendo 150 adultos com aids, em acompanhamento ambulatorial. Aplicou-
se instrumento estruturado e, sequencialmente, técnicas estatisticas inferenciais sobre o
escore elaborado. Resultados: 45,3% dos participantes foram classificados no risco clinico
alto. A contagem de LT-CD4+<500cel/mm? carga viral detectdvel, presenca de doencas
oportunistas, doencas cronicas e manifestégf)es clinicas associaram-se ao risco clinico
elevado. Verificou-se diferenca significativa no risco médio entre as categorias das variaveis
situacdo empregaticia (p = 0,003) e classe econdmica (p = 0,035). Constatou-se maior
risco para pessoas pardas (OR = 5,55), afastadas do emprego (OR = 16,51) e pertencentes
as classes C (OR = 20,07) e D (OR = 53,32), e menor risco entre os individuos com maior
escolaridade (OR = 0,02). Concluséao: O escore proposto quantifica situacoes clinicas e
aponta aspectos sociodemograficos que predispdem a instabilidade e agudizacao da aids,
subsidiando a qualificacao do cuidado.

Descritores: Enfermagem; Sindrome de Imunodeficiéncia Adquirida; Assisténcia
ambulatorial; Determinacédo do Risco; Tecnologia.

RESUMEN

Objetivo: Elaborar una puntuacion para estratificacion de riesgo clinico de personas
viviendo con sida y analizar su asociacién con aspectos clinicos y sociodemograficos.
Método: Estudio transversal que involucra a 150 adultos con sida, en seguimiento
de ambulatorio. Se aplicd instrumento estructurado y, secuencialmente, técnicas
estadisticas que interfieren en la puntuacién elaborada. Resultados: El 45,3% de los
participantes fueron clasificados en el riesgo clinico alto. La cuenta de LT-CD4+<500cel/
mm3, la carga viral detectable, la presencia de enfermedades oportunistas, las
enfermedades cronicas y manifestaciones clinicas se asociaron al riesgo clinico
elevado. Se verificé una diferencia significativa en el riesgo medio entre las categorias
de variables de empleo (p=0,003) y la clase econdémica (p=0,035). Se constaté un
mayor riesgo para las personas pardas (OR=5,55), alejadas del empleo (OR=16,51)
y pertenecientes a las clases C (OR=20,07) y D (OR=53,32), y menor riesgo entre los
individuos con mayor escolaridad (OR=0,02). Conclusién: La puntuaciéon propuesta
cuantifica situaciones clinicas y apunta aspectos sociodemograficos que predisponen a
la inestabilidad y agudizacion del sida, subsidiando la calificacion del cuidado.
Descriptores: Enfermeria; Sindrome de Inmunodeficiencia Adquirida; Atencién Am-
bulatoria; Medicién de Riesgo; Tecnologia.
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INTRODUCTION

Organizing the healthcare network for users with chronic condi-
tions requires a service offer that is planned according to different
criteria of needs. Risk stratification has been recommended because
it allows for individualized care, both in their nature and frequency,
and because it allows defining the types of attention and their con-
centration relative to each health condition in the clinical guidelines!.

In the case of AIDS, free and universal access to antiretroviral
therapy (ART) and the possibility of monitoring the progression
of the disease with the emergence of laboratory markers, such as
CD4 counts and viral load tests, established a new phase of the
disease, shifting from an acute to a chronic condition. Changes in
the clinical course of the disease, reduced mortality and increased
survival redefined the experience of living with a chronic condi-
tion and required redirection of practices and inclusion of new
modes of care®?, In the context of specialized care, care models
and protocols were created with a view to ensuring universal
access to early diagnosis and timely treatment, rapid identifica-
tion of opportunistic manifestations for an appropriate clinical
management, and reduction of side and adverse effects of ART.

At present, however, the achievement of global goals of disease
control requires efforts in the field of care management beyond the
institution of drug therapy, focusing on the intensification of diagnosis
and provision of permanent care®. Moreover, service coverage is
inadequate, the rate of expansion is very slow, and access to care is
not timely. Globally, 17 million of the 37 million people living with HIV
at the end of 2016 were unaware of their HIV status, and 22 million
had no access to ART. In Brazil, that same year, 48,000 new cases of
HIV infection were reported. Of these, only 60% were on treatment®.

The need for intervention on this phenomenon and the confronta-
tion of the epidemic require interdisciplinary and interprofessional
attention to meet the health demands of these users, as well as
the use of care technologies capable of subsidizing, in the clinical
and managerial context, the provision of continuous care based
on the knowledge of characteristics and needs of health care™.

In the clinical context, timely identification and intervention in
conditions that result in clinical instability and exacerbations from
viral pathogenesis and drug toxic effects can minimize failures in
virological suppression, reducing the risk of opportunistic infec-
tions and coinfections recognized as main causes of hospitalization
and deaths, even after ART®. In the managerial context, the use
of care technologies can rationalize the mobilization of resources
and the establishment of flows in Health Care Networks (RAS),
according to the clinical complexities and specificities of the
cases'", especially in a perspective of prevention of the clinical
instabilities associated with HIV/AIDS.

In this direction, risk stratification is characterized as a potential
strategy to direct actions and flows towards the provision of uni-
versal, equanimous and efficient care>”. Since health profession-
als of specialized services - among them nurses — are playing an
important role in monitoring the treatment and management of
clinical instability, exacerbations, and situations of vulnerability to
death associated with HIV/AIDS, the use of risk stratification will
favor the qualification of care, demanding a greater theoretical
basis to encourage the creation of instruments sensitive to the
inherent specificities of infection/illness/treatment.
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OBJECTIVE

To develop a score for stratification of clinical risk of people
living with AIDS and to analyze its association with clinical and
sociodemographic aspects.

METHOD
Ethical aspects

The study was approved by the Research Ethics Committee of
the Health Sciences Center of the Federal University of Paraiba,
in accordance with Resolution 466/12 of the National Health
Council, which provides for the development of research involving
human beings. Participants signed the Informed Consent Form,
were informed about the aims, risks and benefits of the study
and were guaranteed anonymity, privacy and the possibility
of withdrawing from the study at any time, without prejudice.

Design, place of study

A cross-sectional study developed in an outpatient clinic
specialized in the care of people living with HIV/AIDS in Paraiba,
integrated into a state reference unit for the treatment of infec-
tious and parasitic diseases, located in the capital, Jodo Pessoa,
and offering outpatient and hospital care.

Population and sample; inclusion and exclusion criteria

The population considered for the calculation of sample size
was composed of 1,260 people with AIDS notified in the Infor-
mation System for Notifiable Diseases from 1980 to June 2011,
aged over 18 years and residing in the state of Paraiba. A 95%
confidence level, sample error of 8%, population proportion of 50%
and correction for potential loss of 10% were assumed, reaching
the sample size of 150 participants.

Using a non-probabilistic sampling technique, participants
were recruited by chance during routine outpatient visits, con-
sidering the following inclusion criteria: subjects of both sexes,
using ART for a period of six months or more. Individuals in
situations of deprivation of liberty and pregnant women were
excluded from the study due to the inherent specificities of the
clinical management of these populations and the organization
of the local attention network.

Study Protocol

Data collection was carried out between July 2011 and July
2012, with the technique of interview and consultation of medi-
cal records. A structured form was used with information on
the clinical variables (T-CD4/CD8 lymphocytes count, viral load,
number of opportunistic diseases, number of chronic diseases
and number of clinical manifestations) and sociodemographic
variables (gender, age, color, marital status, schooling, employment
status, economic classification, sexual orientation, transmission
category). The classification criteria of the Brazilian Association
of Survey Companies was used for economic classification of
the population®.,
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The instrument was previously submitted to content validation
by the Group of Operational Studies in HIV/AIDS of the Nursing
School of Ribeirdo Preto and to the reliability analysis performed
using the Cronbach alpha coefficient, whose result (= 0.789)
confirmed that there is internal consistency and equilibrium of
the participation of the variables in its composition. This instru-
ment was adapted to the local reality and submitted to a pilot
study with ten participants, who did not compose the sample.

The interviews were conducted by a previously trained team
and carried out in the institution’s premises with an average du-
ration of 35 minutes. The medical records were accessed shortly
after the medical appointments.

Analysis of results and statistics

Data was entered (double entry) into a Microsoft Office Ex-
cel 2003 spreadsheet, transferred and stored in StatSoft’s Statis-
tica 9.0 software, and analyzed using descriptive and inferential
statistics techniques with 95% confidence intervals and hypothesis
tests with level of significance of 5%.

For the sociodemographic and clinical characterization of the
participants, frequency and distribution measures according to
the risk stratification were used. For risk stratification, indicators
1,2 and 3 were attributed to the values of T-CD4+/CD8 (TL-CD4+)
lymphocytes, viral load (VL), number of opportunistic diseases,
number of chronic diseases and number of clinical manifestations
of each participant, considering the predictive laboratory and
clinical parameters of prognosis, response to HAART, magnitude
for main opportunistic conditions and clinical complications®. Posi-
tive parameters were assigned with the lowest value " and the
negative ones the highest value®. The variable categorized risk
(sum total of the indicators of the five variables) was sequentially
calculated, whose values ranged from 5 to 14, considering low
risk = 5, medium risk = 6 and high risk > 6 (Chart 1).

Chart 1 - Categories and criteria of clinical risk

Risk Classification criteria
Low
. TL-CD4+ > 500cel/mm?(=1) + undetectable VL
(low clinical = A, -~ .
. (=1) + no opportunistic disease (=1) + no chronic
complexity) disease (=1) + no sign or symptom (=1)
(risk = 5) a gnorsymp
Medium TL-CD4+ between 200 and 500 cel/
(medium clinical | mm?(=2) + undetectable VL (=1) + no
complexity) opportunistic disease (=1) + no chronic
(risk = 6) disease (=1) + no sign or symptom (=1)
TL-CD4+ < 200 cel/mm3 (=3) + detectable VL (=2)
High + no opportunistic disease (=1) or occurrence of
(high clinical an opportunistic disease (=2) or two opportunistic
complexity) diseases (=3) + occurrence of a chronic disease (=2)
(risk > 6) or two chronic diseases (= 3) + occurrence of 2 or
more (=2) signs and symptoms (=3)

Note: TL-CD4+: T lymphocytes CD4+/CD8); VL: Viral load.

For composing the proposed score, all clinical variables were
considered, and the quantification of TL-CD4+ was the priority
indicator in the determination of this measure, considering the
multiple correspondence analysis applied to analyze the association
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between clinical risk and its influential variables. Through this
analysis we obtained in dimension 1 the percentage of 43.7 of
the total inertia, and a more acceptable measure of reliability
(Cronbach’s alpha = 0.742) in relation to dimension 2 (24.8% of
total inertia), with explanatory power of both reaching 68.5%.

For the analysis of contributions of the component variables
in the construction of the dichotomized risk score, the logistic
regression model was applied, with a dependent variable y =
risk, where risk-free y = 0, and y with risk = 1; whose general test
for nullity of parameters presented p-value (< 0.05) desirable for
its use; Nagelkerke R? (= 0.99) with a value close to 1; Hosmer-
Lemeshow test ( p-value > 0.05) accepting the hypothesis of
adequacy of the data to the model; obtaining in the matrix of
classification a hit percentage of 99.8%.

Considering that, according to the Levene test (p-value < 0.05),
heterogeneity occurred, and according to the Komorgorov-Smirnov
test (p-value < 0.001), the dependent variable risk did not pres-
ent normal distribution, we used Robust Variance Analysis (f of
ANOVA ) or t-test to check the significance of socio-demographic
factors and those related to the clinical follow-up of the users
on clinical risk. In situations where there was a significant result
in the ANOVA model, we used the multiple comparisons of the
factor categories through the Tukey test.

The influence of factors on risk was observed using the logistic
regression model, with outcome variable categorized clinical
risk presented in dichotomous form as present (= 1) and absent
(= 0). The general test for nullity of the parameters was rejected
(p-value < 0.001), a basic condition for application of the model
(omnibus tests ); Nagelkerke R? (68.0%) affirmed the degree of
fit of the model to the data on a 0-100 scale; the Hosmer-Lem-
eshow test (p-value = 0.490) showed that the model predicts a
classification close to that observed by the actual risk; and the
degree of accuracy in the classification matrix (confusion matrix)
was 86.2%.

RESULTS

Most of the participants were male (58.0%), 40-59 years of age
(48.7%), brown skin color (58.7%), unmarried (54.7%), heterosexual
(68.5%), schooling up to elementary school (65.4%), retirees/
pensioners (42.0%) and economic class C (55.3%).

Regarding the clinical profile, there was a prevalence of sexual
transmission (68.7%), search for diagnosis after appearance of
signs and symptoms (53.3%), mean treatment time of 5.3 years (+
3.8) (minimum = 0.5, maximum = 19), with follow-up exclusively
through SUS services (98.0%); presenting at the time of interview
TL-CD4+ counts higher than 500 cells/mm? (44.7%), undetectable
VL (76.7%), no opportunistic diseases (88.7%), no chronic disease
(66.7%) or clinical manifestations of any sort (70.7%).

Considering the distribution of participants according to
clinical variables and risk classification (Table 1), it was found
that 45.3% were classified as high risk (score > 6) and 34.0% of
medium risk (score = 6). We identified a significant association
between the risk and the variables investigated (p-value < 0.05)
and Somers'd statistic, which measures the strength of this asso-
ciation on a scale from -1 to 1, showed that all values are between
0.3 and 0.6, characterizing a positive association (Table 1).
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Table 1 - Distribution of participants according to clinical variables and risk classification, Jodo Pessoa, Paraiba,

MEDIUMCDA4), detectable VL (DE-

Brazil, 2012 TECVL), one or more opportunistic
Classification of risk diseases (|nd.|cat.ors 2 anq 3),.one or
Variables Low=5 Medium=6 High>6 Total pvalue Somersd more chronic diseases (indicators
n % n % n % n % 2 and 3) and one or more clinical
manifestations (indicators 2 and 3)
LT-CD4+ > 500 31 207 27 180 9 6.0 67 447 <0.001 0.651 L .
500-500 e 160 41 273 65 433 are indicators that are associated
i T ‘ ) ‘ with higher clinical risk stratifica-
<200 - - - - 18 120 18 120 . . .
tion (high risk).
VL Undetectable 31 207 49 327 35 233 115 76.7 <0.001 0.654 As for the association between
Detectable - - 2 13 33 220 35 233 risk and sociodemographic variables
Opportunistic ~ No 31 207 49 327 53 353 133 887 <0006 0.509 (Table 2), the ANOVA f test showed
diseases One _ > 13 14 93 16 107 significant differences in the mean
Two _ _ _ _ 1 07 1 06 risk between job situation categories
) (p-value = 0.003) and economic class
gil;re(;r;lecs gone 31 207 ?Z ?;g z: ?4(; 1:)10 ij; <0.001 0.395 (p-value _ 0.035).Through theTukey
ne N N i > ‘ test it was found that the sick leave
Two - - - - 9 60 9 6.0 . .
group (employment situation) and
Clinical None 31 207 46 307 29 193 106 70.7 <0.001  0.605 economic class E presented the highest
Manifestations Qne - - 5 33 23 153 28 187 mean risks and that the employed/
Two ormore - - - - 16 107 16 107 self-employed groups and social class
Total 31 207 51 340 68 453 150 100.0 B presented lower values of mean
Note: TL-CDA4+:T lymphocytes CD4+/CD8; VL_: Viral load risks (Table 2).
Table 2 - Descriptive statistics of risk in factors and comparison of their
15 categories by means of one-way ANOVA and t-test, Jodo Pessoa, Paraiba,
Brazil, 2012
2
104 © p
’ Factor/ Category* n % Mean SD luet
Medium %2 value
i * Sex Male 87 580 68 15 (cp0
05 . Female 63 420 69 17 -
~ UNDETECTVL  Medium CD4 2
S o b ¢ Age range 18-39 68 453 67 16
@ 004 1 L] 40 -59 73 487 69 1.7 0618
g : HighCD4 81 * 60-71 09 060 64 13
S 1 Skin color White 41 273 69 17
(o] o Black 18 120 7.0 21 0.784
05 O 33 Brown 88 587 67 14
DETECT VL . .
LowCD4 Marital status  Single 82 547 69 18
A Married/Common-law marriage 47 313 67 14 0498
1.0 Separated/divorced 16 107 64 13 ~
Low Widowed 05 33 64 15
e Schooling No schooling 08 53 75 19
1.5 Elementary 80 533 67 13 3,
High school 49 327 71 19 &
T T T T T T College 13 87 63 16
-15 -1.0 05 0.0 0.5 1.0 15 20
. ) Employment Employed/Self-employed 37 247 61 1.1
Dimension 1 status Retired/pensioner 63 420 67 16
@ Classification of risk Sick leave 13 87 78 19 0.003
lassification of ris Unemployed 25 167 74 17
CJ viralload (VL) Other 12 80 75 14
A TL-CD4+(CDa)
* Opportunistic quantity Economic B 19 127 63 17
QO Chronic disease quantity class C 83 553 67 15 0.035
$8 Clinical manifestations quantity D 37 247 69 15 ™
E 10 67 81 20
Figure 1 - Association of multiple correspondence analysis for the clinical Sexual Heterosexual 102 685 68 15
risk and its influential variables, Jodo Pessoa, Paraiba, Brazil, 2012 orientation Homosexual 29 195 70 18 0444
! ! ! ! Bisexual 17 114 64 15
Unknown 44 293 68 15
By analyzing dimension 1 (greater explanatory power) of  Sexual 103 687 68 16
the association diagram (Figure 1) produced by the multiple ~ @"SMission - sexyal/IDU 3 20 87 21 0132
correspondence analysis, it is observed, by the proximity of the Mixed 3 20 57 06
variables, that TL-CD4+ count below 500cel/mm 3 (LOWCD4 and Note: * Non-representative categories were excluded from the analysis/t: t -test.
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Table 3 - Influence of factors on risk according to logistic regression, Jodo Pessoa, Paraiba, Brasil, 2012

Cl of 95% for

Factor Category* B p value Odds Odds ratio
Inf Sup
Sex Male 0.784 0.344 2.19 0.43 11.12
Age range 40-59 -0.081 0.903 0.92 0.24 3.40
60-71 0.999 0.496 2.72 0.15 48.38
Skin color Black -0.347 0.703 0.71 0.11 4.20
Brown 1.713 0.023 5.55 1.26 24.36
Marital status Married/Common-law marriage -0.757 0.300 0.47 0.11 1.96
Separated/divorced 1.312 0.269 3.71 0.36 38.06
Schooling Elementary -1.820 0.108 0.16 0.01 1.49
High school -1.277 0.314 0.28 0.02 3.35
College -3.744 0.029 0.02 0.00 0.68
Employment status Retired/pensioner 0.252 0.759 1.29 0.25 6.42
Sick leave 2.804 0.040 16.51 1.13 240.92
Unemployed 0.938 0.418 2.55 0.26 24.72
Economic class C 2.999 0.005 20.07 2.52 159.86
D 3.976 0.004 53.32 3.65 777.57
E 22.750 0.999 7.58x10° 0.00 -
Sexual orientation Homosexual 1.429 0.172 4.17 0.53 3243
Bisexual -1.197 0.246 0.30 0.04 2.27
Transmission Sexual 0.288 0.692 133 0.32 5.56

Note: *The categories not cited in the table consist in comparable groups; B - Estimate of the parameters of the Logistic Regression model

The logistic regression model showed that brown individuals
were five times more likely to be in the risk category than white
ones (comparable group); individuals on sick leave were 16 times
more likely to belong to the risk group compared to employed
or self-employed ones; and individuals in classes C and D were
respectively 20 and 53 times more likely to be in the risk group
than those in class B (comparable group). The results also indicated
that individuals with higher schooling (college) were 98% less
likely to be in the risk group as compared to those without any
degree of education; thus, higher schooling acts as a protection
factor for the investigated outcome (Table 3).

DISCUSSION

The sociodemographic and clinical profiles are similar to those
observed in Brazil and the world, with a predominance of males,
heterosexuals, individuals with low economic power and school-
ing, and with better clinical and immunological indicators after
treatment®®'", In addition to the expression of such consonance,
this profile should be analyzed considering the risk of exacerba-
tions, instability of clinical conditions capable of leading to death,
since AIDS is an incurable disease and is currently recognized
as the fifth cause of death in adults of low income countries"?.

The prediction of intervening factors on the risk of these
phenomena can guide the care offered to people in outpatient
follow-up, especially in regions where there is a trend of increased
AIDS mortality in the last ten years, particularly among people aged
55-59 years included in the prevalent age range of the study ".

Itis known that the development of AIDS and its complications
involves pathophysiological phenomena that result in increased
viremia, immune suppression and susceptibility to opportunistic

diseases, whose clinical expressions are given through TL-
CD4+ count, quantification of plasma VL and various clinical
manifestations®.

TL-CD4+ counts are markers of the immunological situa-
tion, indicative of response to HAART and predisposition to
opportunistic infections*?; recognized as the main prognostic
indicator of the evolution of the disease and the survival of the
infected ®. Regarding VL, although there is no scientific evidence
of its correlation with mortality, it is a marker of the evolution of
the infection, and analyzed in conjunction with TL-CD4+ (with
which it expresses an inverse behavior), it aids in the identification
of virological failure in treated persons; in addition to studies on
quality of life indicating association of detectable VL results with
worse scores in the physical domain®91213),

Due to immunocompromising, the occurrence of opportunistic
diseases contributes to the increase of hospitalizations and deaths
related to the disease, reducing the survival and quality of life of
infected individuals, even after the institution of ART . In addi-
tion, there is evidence that treatment of opportunistic and chronic
diseases may interfere with antiretroviral tolerance, increasing the
risk of toxicity, which needs to be considered in the management
and control of specific pharmacotherapy™.

In addition to the isolated analysis of the mentioned indica-
tors, the proposed score quantifies in a single variable the set of
clinical situations and immunological condition that predispose
to opportunistic infections, or the use of a greater number of
medications, which represent a risk of exacerbation of the clinical
conditions of people living with HIV/AIDS.

The understanding that detectable VL, low TL-CD4+, greater
number of opportunistic diseases, more chronic diseases and
more clinical manifestations increase the risk score, and that the
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presence of opportunistic diseases and clinical manifestations (of
any nature and origin) contributes to the classification of users into
this group, can guide the professionals of the specialized service
that participate in the follow-up of these cases to consider these
indicators in the planning of preventive actions of unfavorable
clinical outcomes, through the mobilization of more appropriate
resources to each situation.

These indicators can, therefore, instrumentalize the nurses’
work process, so as to restructure the practice for the provision
of specific care, capable of increasing visibility and professional
recognition; in addition to qualifying nursing care for the
production of network care, given the recognition that no pro-
fessional and service has all the resources adequate to meet the
demands in this direction® .

Supported by a predictive technology of clinical risk, the
specialized service professionals, among them the nurse, will be
able to seek articulation with primary care services, which, owing
to their foundations present great potential in the prevention
and management of complications and injuries in the diverse
sanitary contexts, due to facilitated access and centralization of
care to assigned users!'®'”), They can also articulate with social
actors, such as NGOs/AIDS, which represent the action of or-
ganized civil society, historically configured as a social force in
the struggle for the promotion of democracy, social justice and
guarantee of rights('®,

For the nurse, in particular, the clinical risk classification can con-
tribute to the prediction of human responses associated with the
exacerbation of the disease (indicative of nursing diagnoses)'¥, thus
contributing to the systematization of care, focusing on the subjects
and their needs and proactive action in the design and monitoring
of the care plan. Thus, risk classification can support the expression
of the clinical nursing practice in specialized care for people living
with AIDS and thus contribute to coping with a fragility in this level
of care, identified in a national study.

The influence of employment situation and economic class on
the risk reaffirm the intervention of socioeconomic conditions
on health and corroborate a study that identified employment
as an indicator associated with improvement of immunological
conditions in treated persons'? and work as a strategic element
for the improvement of the health status of people living with
HIV/AIDS®,

In addition to the financial aspects involved in the guarantees
of good quality food, transport to go to routine consultations and
to purchase other medicines, the fact that individuals who are
on sick leave present a higher risk than unemployed ones draws
attention to the therapeutic potential of work. In this regard, it is
known that social life and relations contribute positively to the
psychic confrontation of the problems intrinsic to living with
infection/illness ®?", whose repercussions tend to be harmful in
several dimensions of health, including the physical one.

These findings justify the fact that working/self-employed
people constitute a group with lower clinical risk, since they are
in better financial and relational conditions as compared to the
other categories; and emphasize the importance of the expansion
of public policy and precautionary actions towards addressing
stigma and discrimination in the working environment and
strengthening intersectoriality in this regard®.

Classification of clinical risk in people with AIDS followed up in specialized care
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Regarding the organizational dimension of care, the confron-
tation of the asymmetric relationships between work routines,
routine clinical treatment/follow-up, and the health conditions
experienced by people living with HIV/AIDS, as indicated by an-
other national study, would involve the reorganization of hours
of service of the health services®.

Despite the brown color and its interface with risk, it is known
that, in 2012, this concentrated the second highest prevalence
among people living with HIV/AIDS in Brazil, even among men,
with a tendency to increased cases among whites and browns
in the last ten years??. In addition, people who declared them-
selves to be brown in the last Census correspond to 52% of the
Paraiba population®,

A Brazilian study in the South and Southeast regions suggests
that brown and black populations are factors that decrease sur-
vival in people with AIDS, a phenomenon related to inequalities
in access to education and health services, exposure to other
diseases and differences in living conditions®¥.

Risk stratification is a recognized resource in the organiza-
tion of care to acute conditions, with the potential to improve
the quality, experience and costs of care to people with chronic
conditions?, such as those living with the infection or manifest
AIDS, whose care can reduce the chances of illness, mortality,
transmission of the virus, in addition to improving the quality
of life of these people®.

Limitations of the study

Despite the relevance of the obtained results, the cross-
sectional design and the non-probabilistic sampling reduce
their analytical soundness and generalization power, which
can be recognized as limitations of the study. Therefore, these
results encourage the development of analytical studies aimed
at the construction of instruments and the exploration of other
indicators that contemplate the specificities of people with HIV
and on follow-up, so that there is support for decisions towards
the production of universal, equal and effective care to people
living with HIV/AIDS.

Contributions to the area of nursing, health or public policy

The score proposed from the clinical indicators (TL-CD4+, VL,
clinical manifestations, opportunistic and chronic diseases) and
its association with sociodemographic variables may contribute
to the qualification of the clinical and managerial performance of
nurses, especially in specialized HIV care, in which it is recognized
that there is a need for all professionals involved in care to work
hard so that their actions positively influence the lives of the people
on follow-up, in a perspective of offering interprofessional
and interdisciplinary care, necessary to coping with the disease.

CONCLUSION

Regarding the clinical indicators that supported the construc-
tion of the score, we observed the influence of high TL-CD4+
counts and undetectable viral load for the classification in the
non-risk group and the influence of the presence of opportunistic

Rev Bras Enferm [Internet]. 2019;72(5):1235-42. 1240



diseases and clinical manifestations in the classification of the
risk group. Regarding sociodemographic aspects, there were
significant differences in the mean risk according to employment
status, economic class and skin color, especially for the group of
sick leave, economic classes C and D, and brown population as
conditions that increase the chances of risk of clinical instability.

The influence of clinical indicators (analyzed in combination)
and of social interface on the risk of undesirable (potentially
avoidable) outcomes points to the need of increasing the focus
of specialized care beyond the mobilization of technical re-
sources for the implementation of HAART, isolated monitoring

Classification of clinical risk in people with AIDS followed up in specialized care
Leadebal ODCP, Medeiros LB, Nascimento JA, Monroe AA, Nogueira JA.

of immunological indicators, and focus on clinical management
of conditions already installed.

These results may support the planning of teaching, research
and extension actions capable of eliciting the instrumentaliza-
tion of specialized services and, especially, the clinical practice
of the nurse, for: the planning of actions/services in line with the
vulnerabilities that course with the clinical complications of the
subjects on follow-up; decision-making inherent to the articula-
tion with other services/departments; and creation of protocols
and flows, fundamental to the qualification of care in the care
network and provision of equal care.
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