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ERC-CFAR
HIV Clinical Cohort Database

Relational database maintained at Einstein by
— CFAR'’s Clinical and Translational Science Core (Director: K. Anastos)
— Epidemiology Informatics & Study Mgmt Unit (Director: M. Ginsberg)

Contains clinical data on both >20,000 patients with HIV and
>500,000 patients with confirmed HIV-negative status seen
in the Montefiore Health System in the Bronx, New York

— Electronic medical records systems (e.g., Epic, CareCast)

— AIDS Institute Reporting System (AIRS)

— Einstein Cancer Registry, National Death Index, etc.

Objectives

— Establish clinical cohort for epidemiologic studies

— Serve as potential source of study participants for clinical studies




Target population: The Bronx, New York City
HIV prevalence by ZIP code (2019)

Hospitals and emergency departments

Children's Hospital at Montefiore (Moses Campus)
Montefiore Hospital (Moses Campus)
Weiler Hospital (Einstein Campus)
Wakefield Hospital (Wakefield Campus)
Westchester Square Campus

Outpatient facilities

Adolescent AIDS Center

Castle Hill Family Practice

Comprehensive Family Care Center
Comprehensive Health Care Center
Center for Positive Living

Family Health Center

Marble Hill Family Practice

Next Steps North

Next Steps South

Oval Center at Montefiore (STD services)
South Bronx Health Center

Substance Abuse Treatment Program Unit |
Substance Abuse Treatment Program Unit Il
University Avenue Family Practice

Via Verde

Wakefield Ambulatory Care Center
Wakefield Recovery Center

Wellness Center at Port Morris

West Farms Family Practice

Williamsbridge Family Practice <
Montefiore HIV care sites HIV prevalence, % (2019) [ 20-<25
.t . D Hospital or emergency dept. |:| <1.0 - 25-<30
Affiliated hospitals | .
@ Outpatient facility [ J10-<20 30-s35
NYC Health + Hospitals/Jacobi Medical Center /\  Affiliated hospital

Based on data reported to the New York City Department of Health and Mental Hygiene by March 30, 2021.



Development of the
HIV Clinical Cohort
Database

Epic, CareCast
Inpatient records,
labs, Rx data

Epic, C-EMR
Outpatient
records, Rx data

AIRS
Behavioral (risk)
data, etc.

Einstein
Cancer
Registry

National
Death Index

Establish two cohorts
of MHS patients

v

Assign unique ID

Source population:
Montefiore Health System (MHS),
1997-present

Patients with HIV

(N~20,000) Unknown
HIV Western blot, HIV 1/2 HIV status
differentiation assay, (N~4.7 M)
detectable HIV VL, or 3+ NEVEr i) far
undetectable VLs ordered HIV at MHS

concurrently with CD4+ count

Patients with confirmed
HIV-negative status
(N~500,000)

Not fulfilling above criteria,
+ negative HIV antibody test

Out of ~5.2 million MHS patients since 1997

v

Import data from <
multiple data sources

I

Q/A of key variables
To date, focus has been
on patients with HIV
As rules implemented, —p

tables considered
“cleaned” then DB locked

Update process semi-annually
with new data (new patients,
updated records)

Analysis dataset “cores”

~

\—_

-

’—‘\

( HBV
~

-

—




ERC-CFAR
HIV Clinical Cohort Database

What kinds of data are available?

— Demographics

— Labs (CD4 counts, HIV-1 viral loads, others)

— Visits (inpatient, outpatient, Emergency Dept)

— Diagnoses from billing and problem lists
(ICD-9-CM, ICD-10-CM)

— Medications (prescribed and administered,
including ART and PrEP)

— HIV risk factor

— Cancer stage, pathology

— Hepatitis B and C lab results

— Vital status, cause of death



ERC-CFAR HIV Clinical Cohort Database

QA and maintenance

— Semi-annual query of electronic data warehouse:

» Updated data on existing patients, addition of new patients

— QA of key variables (e.g., ART, CD4, VL, HCV, visits)
— Inclusion and QA of additional variables a la carte,

Breakdown of patients

In database

CFAR
DB

N=20,665 with HIVV
since 1997

dependent on investigator needs

6,152 HIV+ in active follow-up

(at least one OP visit in the last year)

6,430 HIV+ confirmed deaths

N=506,590 with confirmed
HIV-negative status

8,083 HIV+ not in active follow-up
and not confirmed to be dead




Cumulative summary data
on patients with HIV



Patients with HIV through

6/2022 (N=20,665)

Demographic and behavioral

characteristics
| N
Gender
Man/boy 12,370
Woman/girl 8,263
Other/unknown/_ 392
choose not to disclose
Age in 20221 (years) Median 56
0-12 11
13-29 638
30-49 4,147
50+ 9,433
Race/ethnicity
Hispanic 7,093
Black, non-Hispanic 8,849
White, non-Hispanic 1,109
Asian/Pacific Islander 58
Native American 22
>1, other, unknown 3,534

TAmong those presumed to be alive, N=14,229. 2Among those with transmission risk in AIRS, N=8,910 men/boys, 6,112 women/girls.

%

60
40

0.2
IQR 44-63
0.1
4

29
66

34
43
S
0.3
0.1
17

Transmission risk, men/boys?

Heterosexual/other 4,102
MSM 2,772
IDU 1,927
Perinatal 109
Transmission risk, women/girls?
Heterosexual/other 4,927
IDU 877
Perinatal 154
Recorded as MSM 154
Year of earliest HIV
diagnosis
2020-present 1,152
2016-2019 2,214
2011-2015 2,778
2006-2010 3,735
Before 2006 10,786
Year of last contact
2020-present 8,449
2016-2019 2,989
2011-2015 2,875
2006-2010 2,728
Before 2006 3,624

%

46

31

22
1

81
14
3
3

6
11
13
18
52

41
14
14
13
18



Patients with HIV presumed to be alive through
6/2022 (N=14,229)
Current age

Total N | Total % | N seenin | % of total N seen
past year in past year

Age in 2022 (yrs)  IGr4i63 \OR 44-62
0-12 11 = 5 -
13-29 638 4 341 o3
30-49 4,147 29 1,972 48
50+ 9,433 66 4,419 47
50-54 1,762 12 795 45
55-59 2,708 19 1,282 47
60-64 2,244 16 1,084 48
65-69 1,471 10 693 47
70-74 759 5 358 47
75-79 300 2 130 43
80+ 189 1 77 .1

Total 14,229 100 6,738 47



Patients with HIV through 6/2022 (N=20,665)

HIV lab values, ART use, seroconversion, data linkages

N or % or IQR
median

HIV lab values

Most recent CD4+ T-cell count®, cells/uL (median, IQR) 561 352-787
Suppressed viral load (<200 cp/mL) at most recent test* 4,599 75
Undetectable viral load (<40 cp/mL) at most recent test* 4,185 68
Treatment and testing

Any ART prescribed in past year* 5,387 88
With negative HIV antibody test prior to entering HIV+ 693 3

cohort (“seroconverter”)
Data linkages

Matched with Einstein Cancer Registry 2,416 12
Matched with National Death Index 5,752 51

*Among those with at least one outpatient visit between 7/2021 and 6/2022, N=6,152.
For CD4+ data, N=5,112 due to missing data. For viral suppression, patients with no viral load data are considered not
suppressed. For ART data, denominator includes patients who may be getting ART prescriptions elsewhere.



HCV status and populations of interest
among MHS patients age 18+,
by HIV status

People with H“CI‘°"fi":]ed
HIV, -negative or

status unknown,

N=19.456 | N=2,196.434

HCV status
Unknown? 2,374 (12) 1,755,828 (80)
KnownP 17,082 (88) 440,606 (20)
Most recent HCV
status°
HCV negative 11,535 (67) 413,992 (94)
HCV Ab+ 5,547 (32) 26,614 (6)
Ever viremicd 3,290 (19) 13,343 (3)
Never viremic® 1,142 (7) 8,780 (2)
Viremia unknownf 1,115 (7) 4,491 (1)
HCV populations of
interest
HCV seroconverterd 446 (3) 1,866 (0.4)
HCV with HCCh 94 (2) 951 (4)

HCV = hepatitis C virus, HCV Ab+ = hepatitis C antibody positive,
HCC = hepatocellular carcinoma, VL = viral load, UD = undetectable.

Treatment status among HCV Ab+
ever viremic patients, by HIV status

100%
90%
80%
70% 61% 60%

60%

50%

40% 30% 36%

30%

20%

10% I o 4%
0%

People with HIV Confimed HIV-negative
(N=3,290) or status unknown
(N=13,343)

] Untreated mTre ated Reinfected/Failed Treatment ¥

% of ever viremic patients

2 Includes those with no HCV tests, uninterpretable results, or only
>/=1 undetectable HCV VL results (and no HCV Ab result)

bIncludes those with any interpretable HCV testing

¢ Reported as percent of those with known HCV status

d HCV VL ever detectable (with or without any HCV Ab result)

€ At least one HCV VL recorded and never detectable (may
represent cleared infection vs. prior tx)

f No recorded HCV VL

9 Ever had neg HCV Ab followed by pos HCV Ab, reported as
percent of those with known HCV status

hEver HCV Ab+ AND HCC dx in cancer registry, reported as
percent of those with HCV Ab+

i Most recent HCV VL is detectable

JEver had detectable HCV VL AND most recent HCV VL is UD

kEver had detectable HCV VL AND subsequent UD HCV VL AND
most recent HCV VL is detectable




Summary data on current
outpatients with HIV



Current outpatients with HIV, 7/2021-6/2022
(N=6,152)
Demographic and behavioral characteristics

|~ % N | N | %

Gender Transmission risk, men/boys?
Man/boy 3,467 56 Heterosexual/other 1,200 42
Woman/girl 2,682 44 MSM 1,181 41
Other/unknown/ 3 0.05 IDU 461 16
choose not to disclose ’ -
; _ Perinatal 34 1
Age in 20211 (years) Median 56  1QR 44-63 .. : .
0-12 5 0.1 Transmission risk, women/girls?2
- ' Heterosexual/other 1,868 83
13-29 316 5 IDU 239 11
30-49 1,728 28 Perinatal 59
50+ o 4,024 66 Recorded as MSM 81 4
Race/ethnicity Year of earliest HIV
Hispanic 2,660 43 diagnosis
Black, non-Hispanic 2,616 43 2020-present 711 12
White, non-Hispanic 248 4 2016-2019 943 15
Asian/Pacific Islander 15 0.2 2011-2015 999 16
Native American 8 0.1 2006-2010 1,044 17
>1, other, unknown 605 10 Before 2006 2,455 40

TAmong those presumed to be alive, N=6,074.
2Among those with transmission risk in AIRS, N=2,876 men/boys, 2,247 women/girls.



Current outpatients with HIV, 7/2021-6/2022 (N=6,152)
CD4+ T-cell count, HIV viral suppression, ART use

TN or median | % or 1GR

Most recent CD4+ T-cell count (cells/ulL) 561 352-787
500 or more 2,950 58
350 to 499 892 17
200 to 349 690 14
50 to 199 462 9
0 to 49 118 2.3

Suppressed viral load (<200 cp/mL) at

4,599 75
most recent test
Undetectable viral load (<40 cp/mL) at 4185 68
most recent test
Any ART prescribed in past year 9,387 88

For CD4+ data, N=5,112 due to missing data. For VL suppression, patients with no viral load data are
considered not suppressed. For ART data, denominator includes patients who may be getting ART
prescriptions elsewhere.



Years

90+
85-89
80-84
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
13-19

<13

Current outpatients with HIV, 7/2021-6/2022

(N=6,152)

Age structure and selected comorbidities

Age structure, by gender

(among those presumed
to be alive, N=6,074)

Selected comorbidities

(based on inpatient discharge and outpatient
diagnosis codes and/or prescriptions)

i i i i
= Men/Boys
m Women/Girls

Coronary heart disease

ICD-9-CM 410-415, ICD-10-CM 120-25

Lipid-lowering therapy Rx
Statin Rx

Anti-hypertensive medication Rx

Diabetes mellitus

(either diagnosed or prescribed medication)
ICD-9-CM 250, ICD-10-CM E10, E11, E13

Substance use disorder

ICD-9-CM 292, 304, 305.2-305.9, ICD-10-CM F11-F16, F18, F19

Depression

ICD-9-CM 296.2, 296.3, 298.0, 300.4, 311, ICD-10-CM F32-F34

Anxiety

-700 -600 -500 -400 -300 -200 -100 O 100 200 300 400 500 600 700 ICD-9-CM 300.0, 300.2, ICD-10-CM F40, F41

Current outpatients (N)

1,159
2,529
2,335
3,349

1,956

2,471
3,072
2,328

o History of: N | %

19
41
38
54

32
40

50
38



Current outpatients with HIV and _“
history of HCV co-infection, % | %

7/12021-6/2022 Transmission risk, men/boys?
(N=1,419, 23% of all outpatients with HIV) Heterosexual/other 204 28 17
Characteristics :\E')%M ;?; 21 ;?
BN
% 3 Transmission risk, women/girls2
Gender Heterosexual/other 277 59 15
Man/boy 888 63 26 IDU 173 37 72
Woman/girl 529 37 20 Perinatal 4 1 7
Sr:ggg: r:]l;r;(:(\;v rc;/isclose 2 0.1 67 REEORIRE B hilsl 14 & 17
Age in 20211 (years) Median 61, IQR 55-66 :\:Ileclxls ::;zﬁ':i;:)s‘;:&; Ig;d;%_d'a%i
18-29 25 2 8
30-49 181 13 10 500 or more 527 45 18
50+ 1186 84 29 350 to 499 229 20 26
. ’ 200 to 349 218 19 32
macoigtniclty 50 to 199 151 13 33
Hispanic 780 55 29 0 to 49 34 3 g

Black, non-Hispanic 434 31 17
White, non-Hispanic 90 6 36
Asian/Pacific Islander 0 0 0

Current HCV status
Chronic, presumed untreated 125 9 -

Native American 1 01 13 WSECECSCIEIE il i
1 oth K 114 3 45 Reinfected or failed tx 142 10 -
, Other, Unknown Without viremia 491 35 -

History of HCV infection defined as HCV Ab+ OR detectable VL.
1Among those presumed to be alive, N=1,464. 2Among those with transmission risk in AIRS, 4
N=779 men/boys, 463 women/girls. 3Among those with CD4 T-cell available, N=1,196. 4HCV U n kn Own/Other 82 6 =

Ab+ with viremia unknown, or HCV VL tested but HCV Ab-, or lab history unclear.



Chronic HBV co-infection

Current outpatients

Patients with HIV,

Defllnltlor_l of chronic HBV (N=20,665), with HIV
co-infection N (° (N=6,152),
(%)

Ever HBsAg+ 967 (4.7) 211 (3.4)
Ever HBsAg+ OR

detectable HBV viral load 1,107.(5.4) 263 (4.3)
Ever HBsAg+ OR

detectable HBV viral load OR 1,747 (8.5) 485 (7.9)

diagnosis code for chronic HBV

With hepatocellular
carcinoma (HCC) 36 (2.1) 5 (1.0)

HBV = hepatitis B virus, HBsAg+ = hepatitis B surface antigen positive.
Diagnosis codes for chronic HBV: ICD-9-CM codes 070.22, 070.23, 070.32, 070.33,
ICD-10-CM: B18.0, B18.1, B19.10, B19.11.



Current outpatients with HIV and chronic HBV
co-infection, 7/2021-6/2022 (N=485)

Characteristics
el
e e
Heterosexual/other 109

Gender MSM 90 34 8
Man/boy 303 IDU 66 25 14
Woman/girl 182 38 7 Perinatal 2 0.8 6

Age in 20211 (years) Median 59, IQR 52-64  Transmission risk, women/girls?

0-12 0 0 0 Heterosexual/other 133 79 7

13-29 5 1 2 IDU 29 17 12

30-49 92 19 5 Perinatal 2 1 3

50+ 380 80 9 Recorded as MSM 5 3 6
Race/ethnicity Most recent CD4+ T-

Median 469, IQR 269-689

Hispanic 199 41 7 cell count (cells/uL)3

Black, non-Hispanic 232 48 9 500 or more 194 47 7
White, non-Hispanic 19 4 8 350 to 499 82 20 9
Asian/Pacific Islander 1 0.2 7 200 to 349 63 15 9
Native American 0 0 0 50 to 199 57 14 12
>1, other, unknown 34 7 6 0 to 49 16 4 14

Chronic HBV Infection defined as ever HBsAg+ OR detectable HBV viral load OR diagnosis code for chronic HBV.
1Among those presumed to be alive, N=477. 2Among those with transmission risk in AIRS, N=267 men/boys, 169 women/girls.
3Among those with CD4 T-cell count available, N=412.



Summary data on deaths
among patients with HIV



Deaths among patients with TN | %
HIV, 1997 -present (N=6,430) Transmission risk, men/boys'

Demographic and behavioral Heterosexual/other 1,403 50
4 MSM 429 15
characteristics DU o —

Transmission risk, women/girls?

Gender Heterosexual/other 1,360 74
Man/boy 3,925 61 IDU 446 24
Woman/girl 2,493 39 Perinatal 26 1.4
S;ggggﬂ;?‘i(‘;"g’isclose 12 0.2 Recorded as MSM 15 0.8

Age at death (yearS) Median 50 IQR 43-58 Year of earliest HIV
0-12 14 0.2 diagnosis

2016-present 188 3

;gig 21;3 57 3 434 2011-2015 431 7
. 3,387 53 2006-2010 1,045 16
o : 2001-2015 1,699 26

R AT Before 2001 3,067 48
Hispanic 2,005 31 Year of death
Black, non-Hispanic 2,611 41 2016-present 1,111 17
White, non-Hispanic 445 V4 2011-2015 1,677 26
Asian/Pacific Islander 19 0.3 2006-2010 1,718 27
Native American 7 0.1 2001-2015 1,459 23
>1, other, unknown 1,343 21 Before 2001 465 7

'Among those with transmission risk in AIRS, N=2,818 men/boys, 1,847 women/girls.



Deaths among patients with HIV (N=5,617%)
Underlying cause of death and place of residence

Underlying cause of death (%) for Place of residence %
HIV-positive patients, 1999-2017 (N=5,617) at death
e H|V/-related e Cardiovascular disease

e CaNCEY e | jver disease/hepatitis .
g Substance abuse New York City 5,008 89
20 New York State 165 2.9
" 60 Florida 84 1.5
g 5o Puerto Rico 77 14
;; 40 New Jersey 48 0.9
5 30 North Carolina 30 05
= ig | Pennsylvania 29 0.5
0 Georgia 28 0.5
Massachusetts 25 0.5
All other states 123 2.2

*Deaths occurring 1999-2017, matched with National Death Index. Note: 2017 is incomplete.



Summary data on patients
with confirmed
HIV-negative status



Patients with confirmed
HIV-negative status through

6/2022 (N=506,590)
Demographic and behavioral
characteristics

Gender
Man/boy

Woman/girl

Other/unknown/
choose not to disclose

Age in 20221 (years)

0-12
13-29
30-49
50+

Race/ethnicity

Hispanic

Black, non-Hispanic
White, non-Hispanic
Asian/Pacific Islander
Native American

>1, other, unknown

189,712
316,684

194

Median 41
1,682
103,765
219,341
166,387

203,473
161,202
37,818
10,110
1,116
92,871

37
63

0.04

IQR 31-55
0.3
21
45
34

40
32
7
2
0.2
18

Transmission risk, men/boys?

Heterosexual/other 16,086
MSM 959
IDU 324
Perinatal 7
Transmission risk, women/girls?
Heterosexual/other 21,648
IDU 143
Perinatal 6
Recorded as MSM 61
Year of last negative
HIV test
2020-present 123,436
2016-2019 168,522
2011-2015 133,366
2006-2010 61,107
Before 2006 20,159
Year of last visit
2020-present 273,389
2016-2019 117,717
2011-2015 75,537
2006-2010 31,623
Before 2006 8,324

93
6
2

0.04

99
0.7
0.03
0.3

24
33
26
12
4

54

23
15
6
2

TAmong those presumed to be alive, N=491,175. 2Among those with transmission risk in AIRS, N=17,376 men/boys, 21,858 women/girls.



Patients prescribed PrEP
through 6/2022 (N=2,530)

Characteristics
| N
Gender

Man/boy 1,822
Woman/girl 708
Age at first Rx (years) Median 30
<18 44

18-29 1,188
30-39 624
40-49 351
50-59 250
60+ 73
Race/ethnicity
Hispanic 1,158
Black, non-Hispanic 789
White, non-Hispanic 206

Asian/Pacific Islander 51
>1, other, unknown 326

"Among those with transmission risk in AIRS,
N=450 men/boys, 190 women/girls.

%

72
28
IQR 24-40
1.7
47
25
14
10

| N %

Transmission risk, men/boys*

Heterosexual/other 153
MSM 291
IDU 6
Transmission risk, women/girls*
Heterosexual/other 162
IDU 6
Recorded as MSM 22
HIV seroconversion 38

after PrEP Rx

34
65
1

85
3
12

1.5

Unique PrEP patients per quarter, by regimen
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FDA approval occurred in July 2012 for TDF/FTC (Truvada), October 2019
for TAF/FTC (Descovy), and December 2021 for cabotegravir (Apretude).

Excludes off-label PrEP use prior to FDA approval.
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Increased Antiretroviral Therapy Use and Virologic
Suppression in the Bronx in the Context
of Multiple HIV Prevention Strategies

David B. Hanna, Uriel R. Felsen? Mindy S. Ginsberg, Barry S. Zingman® Robert S. Beil®
Donna C. Futterman?® Howard D. Strickler,| and Kathryn Anastos™?

ART use and virologic suppression
among HIV+ outpatients, 2007-2014

T —— % prescribed ART .l e : - 400
5 = wilh virslogic suppression
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2007 2008 2008 2010 2011 2012 2013 2014

Calendar year

ART use and virologic suppression
increased, and mean viral load decreased.

Time to virologic failure
by calendar year, 2007-2013

0.95

080

Probability of sustained viralogic supprassion
0.85

0.75
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Days from virologic suppressian

Sustained virologic suppression
improved over time.

Hanna et al. (2016). AIDS Res Hum Retroviruses 32: 955-963.



AIDS and Behavior (2018) 22:3519-3524
https://doi.org/10.1007/510461-018-2162-x
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Missed Opportunities for HIV Prevention: Individuals Who HIV
Seroconverted Despite Accessing Healthcare

Francesca Cossarini'© - David B. Hanna? - Mindy S. Ginsberg? - Oni J. Blackstock® - Kathryn Anastos -
Uriel R. Felsen?

Changes in HIV risk factors among

» ldentified a high-risk population of HIV seroconverters, 2009-2014

seroconverters who were accessing care

— 45% female (vs. 20% among new diagnoses ® DU or other

citywide) MSM
m Heterosexual Contact
« HIV awareness suggested by frequent testing 100%
— Multiple visits occurred between last HIV negative 90%
test and first HIV positive test 80% -
- Differences according to sex: g 70% -
— Females were older at HIV diagnosis § 60%
— Females had more potential “missed 5 50%
opportunities” g 40%
— Females were more likely to be diagnosed in the & 30%
context of screening 20% -
» Suggests need for overlapping HIV prevention 10%
strategies to ensure that prevention is available e

2009 2010 2011 2012 2013 2014
Year of HIV Diagnosis

to heterogeneous populations at risk

Cossarini et al. (2018). AIDS Behav 11: 3519-3524.



Outcomes Along the HIV Care Continuum Among
Undocumented Immigrants in Clinical Care

Jonathan Ross! Uriel R. Felsen? Chinazo O. Cunningham, Viraj V. Patel! and David B. Hanna®

Proportion retained in care, prescribed ART,
and virally suppressed
by immigration status, 2006-2014.

100%

2006 2007 2008 2009 2010 2011 2012 2013 2014

Retained in care Prescribed ART Virally suppressed

Documented
Undocumented

Undocumented patients
achieved clinical
outcomes at modestly
higher rates than
documented patients,
despite entering care
with more advanced
disease

In a setting where
insurance is available to
undocumented patients,
similar outcomes along
the HIV care continuum
may be achieved
regardless of
immigration status

Ross et al. (2017). AIDS Res Hum Retroviruses 33: 1038-1044.



Clinical Outcomes and Inflammatory Markers by HIV
Serostatus and Viral Suppression in a Large Cohort of
Patients Hospitalized With COVID-19

Viraj V. Patel, MD, MPH,* Uriel R. Felsen, MD, MS,” Molly Fisher, MD,* Melissa J. Fazzari, PhD,"

100 PLWH vs. 4513 patients without
HIV hospitalized with COVID-19
between March and May 2020

- HIV serostatus associated with higher
intubation rates, particularly those with
higher CD4 counts

- HIV serostatus not associated with
acute kidney injury, length of stay, death

No virally unsuppressed PLWH (0/15)
were intubated or died

CRP, IL-6, neutrophil counts, ferritin
were similar between virally
suppressed PLWH and patients
without HIV, but significantly lower for
unsuppressed PLWH (Figure)
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Lymphocytes

}E T 1L %11

Mindy S. Ginsberg, BS,? Robert Beil, MD," Matthew J. Akiyama, MD, MSc,*? Kathryn Anastos, MD," and
David B. Hanna, PhD*
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Patel et al. (2021). JAIDS 86: 224-230.



The associations of CD4 count, CD4/CD8 ratio, and HIV viral load with survival
from non-small cell lung cancer in persons living with HIV

M. Klugman ©?, M. Fazzari®, X. Xue®, M. Ginsberg?®, T. E. Rohan?, B. Halmos®, D. B. Hanna?, J. Shuter®< and
H. D. Hosgoodlll®

Department of Epidemiology and Population Health, Albert Einstein College of Medicine, Bronx, NY, USA; PDepartment of Medicine
(Oncology), Montefiore Medical Center, Bronx, NY, USA; “Department of Medicine (Infectious Diseases), Montefiore Medical Center, Bronx, NY,
USA

a b
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Figure 1. HIV status and survival from NSCLC diagnosis, with persons living with HIV (PLWH) stratified by (a) CD4 count, (b) CD4/CD8 PLWH
ratio [median value], and (c) HIV viral load [level of detection: 75 copies/mL] at diagnosis.
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ERC-CFAR HIV Clinical Cohort Database
Summary

 Provides infrastructure for observational studies

— Published studies have examined the HIV care
continuum, comorbidities (e.g., cancer, cardiovascular
disease, co-infections, kidney disease), HIV prevention
and PrEP, COVID-19, key populations, informatics

* Potential source of participants for clinical studies

— Study population estimates from the Database can
support grant preparation, study recruitment

— The CTSC can provide assistance with study
recruitment via our research nurse, as a core service



How to collaborate

* For more information, see our webpage

— https://einsteinmed.edu/centers/erc-center-
for-aids-research/core-facilities/clinical-and-
translational-science

« Contact our study coordinator to access
the Collaboration Concept Sheet
Submission Form and data dictionary

— Ms. Yocheved Halberstam,
vocheved.halberstam@einsteinmed.edu
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