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Fraity refects vuinecability 10 adverse oulcomaes, nduding
mortality, and is relevant 10 an aging popadation of people with HIV
(PWH)

Routing HIV care rarely includes standardized frailty assossment
An adapted Marvard Claims-Based Frailty index' (CF1) offers a
scalable, reproducible approach for measuring fralty in HIV
CohOMs.

Q8JECTIVES
Adapt and apply a CFl in the DC Cohort and estimate the

association between frailty categorios and all-cause mortality,
METHODS

This analyss iIntiudes participants from the DC Cobort. an ongoing
muiti-sie observational study of approximately 14,000 PWH
recelving care In Washington, DC since 2011 with data inked to the
DC Department of Health (DON)

Inclusion Criteria:

«Age 2 40 years

« DC Cobort obsarvation 2 24 months following encoliment

* Pariicipants in actve cane with = 1 HIV outpatient visit confirming

angong care

index Date

+ Earsost date whon 5ge and encoliment criterin wore first met, and

active care confirmed

Frailty Measure (CFI):

# Code inputs: ICO-910 (Gagnoses) and CPT (procedures) |

7 Welghtod scoring: 0ach Indicalor was woghted using published
regrossion coeficents (Kim of al., 2018) calibrated lo
approximate a survey-based fraity index

# CFl scoce: sum of weighted indicators

# The CFl ranges from ~0-1, with higher scores indcating greater
fraiity burden. Conventional thresholds classify individuals as.
* Robust (<0.10)
* Profrad (0.10-<0.21), or
* Frail (2021)

Qutcome: Al-causo mortalty idensfiod by DC Cohon and DOH

Time-Lo-event: follow-up from index date 1o death; consored at last

cohort contact andior end of study period (2011-2025)

Statistical Analysis;

+ Descriptive charactonstics summarized by frailty category

+ Cax peoportional hazards (PH) models Mlmnmd hazard ratos

{HRs) for all.cause mortalty

# PH assessed using timewvarying oflects in the full moded with log
{time) interactions and a resamping-based supremum test

7 Multivariable models adusied for (racelothnicty), age (per S
years) sex at birth, insurance, HIV transmission risk, CDM (per S0
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Application of a Claims-Based Frailty Index to Identify Risk of
Mortality i in an Observatlonal Coh rt of Adults wuth HIV
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THE DC COHORT

diverged by frailty sAmang 7,907 PWH (median age 52; 72% men; 77% Black), mean Fraity (CFI)
status early. In was 0.12 (IQR 0.11.0.15)
d 5 by +CFl categorios: 14% robust (<0.10), 83% prefrad (0.10-<0.21). 3% frad (20.21)
adjusted models ,
pre-frailty increased
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<0001 .
193 (82 &) * Pro-trailty (HR:1.51, 95% C1.1.06-2.16) and trailty (HR 4,16, 95% C1. 2.72-
S 6.36) wore associatod with increased mortality risk in multivariable models
<00y °* Higher mortality risk shown with older age (HR 1.06 per year, 5% C1: 1.05
170 (73 0) 1.07), publc insurance (MR 2.16, 88% CI: 1.63.2 85), 1IDU (MR 1.68, 95%
& (20 6) C1:1.33.2.13), and smoking (MR 1.62, 95% CI:1.31-2.01)
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M7 (23 e 1) ¢ CF| identifind substantial peafrailty in PAWH with both prefradty and fraity
080t predicting moetality
S * CF] can be ausomated in EHRS 10 target patients for funcional evaluation
2080 * EHR-based fraity screening could flag patients for targeted functional and
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