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Overview

*Overview of end stage organ disease and transplantation in people
with HIV

*HIV D-/R+ heart transplantation
*HIV D-/R+ lung transplantation
*Overview of HIV D+/R+ transplantation

*HIV D+/R+ heart transplantation
*HIV D+/R+ lung transplantation

b EINSTEIN Montefiore v
.-':!‘bcrt Einstein College of Medicine DOI N G MORE



Objectives

* Review outcomes to date in thoracic transplants with HIV from
donors with and without HIV

* Discussed the "nuts-and-bolts" steps of implementing a HIV
D+/R+ transplant program, from approvals to establishing a
protocol

* |dentify potential barriers to HIV D+/R+ thoracic
transplantation
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OVERVIEW OF HIV D-/R+ TRANSPLANT
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Introduction

e Antiretrovirals have transformed HIV into a chronic disease

* |n the modern era, the majority of people living with HIV die
from non-HIV comorbidities
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HIV is a risk factor for end-organ disease

* Direct effects of HIV 900 new dialysis
+ Older antiretrovirals (TDF) patients/year

* Hepatitis B/C
* Alcohol

~4E0 -
« Older antiretrovirals 15% of deaths in

people with HIV

* Direct effects of HIV

* Inflammation—increased risk of myocardial infarction

* Smoking ~2400 people with

* Abacavir HIV with advanced
heart failure

» HIV-associated pulmonary hypertension
» Smoking

* Prior infection (pneumocystis)

* Independent effect of HIV?

Unknown

Montefiore
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HIV and end-organ disease

* People with HIV are more likely to die once they develop end
organ disease

* They are less likely to be:
— Referred to a transplant center by their providers
— Listed for transplant once referred
— Transplanted once listed

L '.-"1 Clin J Am Soc Nephrol. 2017 Mar 7;12(3):467-475. s EINSTEIN Montefiorew
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Early experience with HIV and transplant

e Studies in the early 2000s demonstrated that people living
with HIV with suppressed viral loads could safely receive
kidney and liver transplants under select conditions:

— CD4 count 200+ cells/pL for kidney, 100+ cells/uL for liver

— Viral load under 75 copies/mL (except for “blips”). Note: this
requirement can be waived under appropriate circumstances.

— No history of opportunistic infection for which prophylaxis does not
exist (e.g. PML)

Transplantation. 2003 Jul 27;76(2):370-5.
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Early experience with HIV and transplant

* Ritonavir and cobicistat interact
strongly with transplant medications

* Providers did not provide enough

immunosuppression, leading to
rejection and transplanted organ failure

 Patients with HIV and hepatitis C

» Use of modern integrase inhibitors

to avoid boosting agents

* More comfort with

immunosuppression

demonstrated poorer survival after

transplant
* Better treatment for hepatitis C
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Evaluation of the pre-transplant PLWH for transplant
candidacy

e Patient should be on a stable regimen. Note: patients have undergone liver transplant with this
requirement waived due to the predicted ability to obtain viral suppression post-transplant
* Traditionally, CD4+ lymphocyte count should be over 200 cells/pL.

— Acute illness can suppress CD4+ lymphocyte count, and measurements taken in the setting of acute
illness should be evaluated with caution.

— Some centers have waived this requirement
* Viral suppression prior to transplant

— Modern assays can quantify viral loads as low as 20 copies/mL, but a viral load in the 20-50 range is of
no consequence for transplant if the patient is adherent

— Patients may experience non-sequential transient “viral blips” in the 50-200 range; the test merely
needs to be repeated

* HIV/ID specialist should review regimen. Integrase regimen preferred to avoid drug interactions

* Previous opportunistic infection is not necessarily a contraindication, but should prompt an
evaluation of the need to revise the post-transplant prophylaxis strategy
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Contraindications

e Active opportunistic infection
* History of CNS process such as PML, lymphoma

 Visceral Kaposi’s Sarcoma or active malignancy (exception
anal/cervical dysplasia)

* |[nadequately treated fungal or mycobacterial process

 Multidrug resistant virus is less of an issue given newer and
more potent agents

i
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Evaluating the pre-transplant opportunistic infection history

Infection History

Comments

Pneumocystis jiroveci

No active disease
Evidence of immune
reconstitution

Candidiasis, esophageal or oral

No active disease
Evidence of immmune
reconstitution

Herpes Simplex infection

No active disease
Easy suppression with antivirals

Mycobacterial disease (tuberculosis,
MAC)

Patients must have completed
treatment prior to transplant
evaluation

No evidence of disease

Cutaneous Kaposi sarcoma

No evidence of disease
Evidence of resolution following
immune reconstitution
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Post-transplant management

* Prophylactic and other management strategies
typically the same regardless of HIV status unless
history of Ol

— PJP prophylaxis a traditional exception

e Data from kidney suggest better outcomes in PLWH
who receive lymphocyte depleting therapy as
induction

* Lessons from kidney and liver emphasize the
importance of close teamwork:

— Transplant team

— Transplant ID

— HIV specialists if Transplant ID lacks familiarity
E' E with modern antiretroviral regimens
=

— Pharmacy

[=] Am J Transplant. 2016 Aug;16(8):2368-76.
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Customizing prophylaxis

Opportunistic Infection Prophylaxis
Pneumocystis TMP/SMX
Alternates: atovaquone, dapsone
CMV Valganciclovir
History of cryptococcus Fluconazole

Successful treatment
With immune reconstitution

Mycobacterium avium complex  Azithromycin
with successful treatment
and immune reconstitution

Toxoplasmosis TMP/SMX Montefiore
15 IG MORE
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PRE-HEART FAILURE
PHENOTYPES

GENERAL MECHANISMS

HIV doubles the risk of advanced heart failure

HIV-RELATED HEART

OF MYOCARDIAL INJURY

Circulation.

2019 Jul 9;140(2):e98-e124.
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Progress in advanced heart failure care for PLWH has
tracked general advances in HIV care

1981 : First case series of AIDS reported by CDC

1985 : First blood test for HIV

1988 : National Organ Transplant Act amendment bans organ donors with HIV, United States

1995 : FDA approval of first protease inhibitor
1994 . FDA approves first pulsatile LVAD (TCI HeartMate) for Bridge-To-Transplantation pprov rstp nibl

2001 : First intentional HIV D-/R+ heart transplant performed, United States 2003 : Initiation of NIH pilot study of HIV D-/R+ kidney and liver transplantation, United States

2003 : FDA approves pulsatile HeartMateXVE for Destination therapy

2007 : FDA approval of first integrase inhibitor (raltegravir
2008 : FDA approves first CF-LVAD (HeartMate2) for Bridge-To-Transplantation pprov rst integ inhibitor ( gravir)

. i 2010 : Case series of first deceased HIV D+/R+ kidney transplants, South Africa
2009 : First case report HIV+ LVAD (Thoratec HeartMate XVE) , United States

2013 : FDA approval of dolutegravir, an interaction-free second-generation integrase inhibitor
2013 : Passage of HIV Organ Policy Equity (HOPE) Act, United States

2018 : FDA approves fully magnetically levitated CF-LVAD (HeartMate3) 2020 : HHS regulations amended to allow thoracic organ transplant under HOPE act, United States

2022 : First HIV D+/R+ heart transplant performed, United States

3 , .
- J Heart Lung Transplant. 2023 Sep:42(9):1194-1196. b EINSTEIN MonteﬁOfeW
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ISHLT guidelines have evolved to support heart transplant
in PLWH

e Pre-2014: HIV considered an
absolute contraindication

e 2014-2024: HIV considered a
relative contraindication

e 2024-present: Well-controlled
HIV no longer an impediment
to cardiac transplantation

_ _ ) L & EINSTEIN Montefiorew
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More centers willing to offer heart transplant to PLWH

Fligure 1. Numbar and percant of HIV Re HT in the United States from 1/1/2005 to 12/1/2024, Non-parametric test of trend p-
value<0.001

« 187 HIV D-/R+ heart | I
transplants to date 1
performed in US as of
2024, including 2 heart-
lung recipients . K

« Half of transplants performed at PSS A IS SISIIIFT S
16 centers; most have W o Trapla

pe rfo rm ed n O n e Flgure 2. Conter-level clustering of HIV R+ HT performed according ta era of trarsplant
- The UNOS database reached | == v s v -

this number of D-/R+ kidney 1" Ji
. I /
and liver transplants over 15 % /)
years ago 3 , 7
s /
» Currently 30+ transplants/year o7
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Does the current rate and pattern of transplant in the
United States meet the need?

VADs per year [11)
Living without advanced heart failure 54.4% 2,711
/ 90.0% 5,130,000  Need AHF Therapy, receive within a year®
Living heart failure [9) 0.87% 4,980 \
/ 1.87% S,700,000\ Heart Transplantation per year [11]
HIV- Living with advanced heart failure [10] Need AHF Therapy, don't receive 45.6% 2,269
99.6% 304,349,237 \ 10.0% 570,000 44.1% 251,520
Living without heart failure \
98.1% 298,649,237 Do not need AHF therapy within a year
55.0% 313,500
VADs per year**
Living without advanced heart failure 54.4% 11
/ 90.0% 21,020 Need AHF Therapy, receive within a year™*
US population Living with heart failure [1]*, 0.87% 20 \
305,529,237 / 3.39% 23,356 \ / Heart Transplantations per yepr**
HIV+ without AIDS [12] Living with advanced heart failure** Need AHF Therapy, don't receive 45.6% 9
0.23% 689,000 \ 10.0% 2,336 44.1% 1,031
Living without heart failure
96.6% 665,644 Do not need AHF therapy within a year
55.0% 1,285

HIV+ with AIDS [13)
0.16% 491,000

J Heart Lung Transplant. 2014 Sep;33(9):924-30.
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Does the current rate and pattern of transplant meet the
heed?

v
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Improving access to heart transplant centers willing to
offer transplant

Active HIV R+ heart transplant center, 60 mins

PLWH: 47.4% PLWH: 65.9%

448,090 / 945,321 699,617 /1,061,178

2022

2017

Montefiore
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HIV D-/R+ heart outcomes in the United States

o)
difference

Higher
rates in

'“-...

24

 Survival
« Malignancy
» Graft vasculopathy

 Acute rejection prior to
primary discharge
(38.7% versus 17.7%)

* Antirejection treatment
administration (26.7%
versus 10.4%)

&= Ann Thorac Surg. 2021 May;111(5):1465-1471.
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Figure 1. Kaplan-Meler curve for arthatopic heart transplant paticsnts stratified by recipient HIV status: negative (ed Tine), or positive (gray line),
The P value represents the two-sided log-rank test, Numbers at risk are provided al the bottom of the graph.
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Experience outside of the United States limited to case
reports or case series

 Koval et al included international
cases in a seminal series of 21 cases
e Other individual case reports from
Taiwan and Europe
— Acceptable survival rates
— High rates of rejection (>60%)

Heart Lung Transplant. 2019 Dec;38(12):1296-1305.
Microbiol Immunol Infect. 2022 Oct;55(5):982-984.
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HIV is a risk factor for end-stage lung disease

Structural and immunological Acute and chronic Microbiological exposures

alterations lung disease * Microbial translocation

¢ Impaired airway epithelial
integrity

e Pulmonary surfactant
alterations

e Immune dysregulation

e Lymphocytic alveolitis

» Local and systemic chronic
inflammation

e Oxidative stress

¢ Lung protease and
antiprotease imbalance

e Accelerated cell senescence

e HIV persistence in the lung

o ART effects?

Nat Rev Dis Primers. 2023 Jul 27;9(1):39.

e Altered lung and gut microbiota
e Recurrent lung infections

» Microbial translocation

» Pneumocystis colonization

e Viral co-infections (HBV, HCV)

Environmental exposures

e Cigarette smoking

e Biomass fuel burning

e Occupational exposures

e Air pollutants

« Inhalation and/or injection of
illicit drugs

¢ Malnutrition

¢ Low socioeconomic status

<BNEEN | [0o)NG MORE
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Accelerated COPD development in PLWH who smoke

A) Prevadence of COPD by ICD-9 codes B) Prevalence of COPD by patient scif-report
L o2, v e V. ” . 70,03, HVe va V- ° Younger age
' 2 o g -
7] - g * Lower pack-year
E % 1% 4 .
: | k, history
S % [I EI
=
e P e e e ' Table 3—Predictors of COPD in HIV-Positive and
Pack years of smoking Pack yor ot st HIV-Negative Subjects™
. §=0.02, HIV+ vs HIV- - PRI MY COPD Diagnosis
o M. o MV- I |
E;’ 1w % "1 Predictors ICD-9 Codes Patient Self-Report
&
} %+ 16 4
| B HIV status 7 (1.01-2.13)1 1.58 (1.14-2.19){
. 8
g o El [:I il [l [l Age, per 10 yr 154 (1.29-1.87)t 1.17 (1.00-1.37)
. . g, ! Black 0.77 (0.53-1.13) 0.63 (0.46-0.87)1
- 5:, m:w s | "’:« ”_:m Hispanic 1.13 (0.67-1.90) 0.80 (0.50-1.27)
) : Smoking, per 10 pack-yr  1.12 (1.07-1.18)t 1.16 (1.11-1.22)1
e el e prose i iy g';,;fi;“:':,',J;.:ii'::;":.: DU L44(099-212)  156(113-216)}
1ICD-9 codes. Right top HI(I bottom. B: the prevalence of COPD as diagnosed by patient self-report X . 9 43 95 59 0-2.12
The p values are give nllnr the likelihood of E OPD in HIV-positive \uhplts v ll\l\l n: rative \uhl|((t\ Alcohol abuse 24 (1. 54-3.25)1 1.52 (1.09-2.12 t
l(l]!l\h'd for either age or smoking group. HIV+ = HIV- p(mnu HIV— = HIV-neg fm\( *\‘IEIIU(:‘S are given as the OR (95% CI)

fSigniﬁcant at p = 0.05.
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Increasing numbers of HIV D-/R+ lung transplant

As of 2024, 96 HIV D-/R+ lung transplants to
date performed in US as per the SRTR,
including the two aforementioned heart-lung
transplants

— The UNOS database reached this number
of D-/R+ kidney transplants 20 years ago

Nurmber o &

Well over half performed since 2019
Four centers responsible for 50+% of

transplants

Recipient selection criteria an open question
Ei3E

7]

- Transpl Infect Dis. 2025 Aug 8:e70090. | :
=] b2 EINSTEIN Monteflorew
» <BEBEN | o NG MORE



The geography of HIV D-/R+ lung transplant in the US

Number of transplants

£
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Increasing access to lung transplant for PLWH, 2017-2022

Active HIV R+ lung transplant center, 60 mins

PLWH: 23% PLWH: 44.7%

217,336 / 945,321 473,923 /1,061,178

2022

2017

Montefiore

. L
Jnpublishec <BIEEN | 6N MORE

31 Albert Einstein College of Medicine




Equivalent survival in lung transplant recipients with HIV

Survival (%)

100 <
90 ~
80 -
70 -
60 -
50 -
40
Evente/Total Time-Point KM Est 95% CI)
30 Control 2N 3 Months 93 8 (B89 496 5%)
6 Months 92 3 387 6-95 3%)
9 Months 902 (85.0-93 6%)
20 12 Months 88 6 (83 2-92 3%)
------ HIV 4/46 3 Months 97 8 (85.6-99 7%)
6 Months 93 4 (81 .0-97 8%)
10 4 9 Months 91 2 (78 2-96 6%)
12 Months 91 2 (78.2-96 6%)
0 Logrank P-value 0 6138
Patients-at-Risk
Control | 195 19 186 183 182 182 180 173 170 169 166 163 151
HIV| 46 45 45 45 44 44 42 40 40 40 40 40 33
L 1) L} L] L] L L} L] Al A L) L) 1)
0 1 2 3 4 5 6 7 8 9 10 11 12
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Time since transplant (months)

Survival Prodability

75%1

3

25%1

HIV-

Mva

Sercstatus
v
= HIVe

p=08

0 1 ? 3 4 ‘

Time Since Transplant (years)
Number at risk
17374 12225 855 6359 4144 2m
[ 1 a7 20 10 1

Clin

Transplant 2024 Jan;38(1):e15246.
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Equivalent malignancy rate and infection hospitalization
rates in lung tx recipients with HIV

Post-Transplant Malignancies i Lung Transplant RLWH and RnlWH Post-Transplant Infactions Requiring Hospitalizaticn in Lung Transplant RLWH and RelWH
ElL U L R e e S
08 ts
%
=06 B
£ - Ao
B 2
5 04 p=045 2
s E 0s
‘5 02 o p=092
]
oo -—.&-ﬁ no
0 1 2 3 4 5 [ 1 2 3 4 4
Number at Resk Number at Risk
- | 510 298 182 104 55 7 - | 510 285 154 8 =) 13
- 51 27 0 1" 2 1 - $1 2% 14 8 2 1
0 1 F 3 4 5 Y - 1 3 3 M 5
Cumudative Number of Recipents wenh 21 Post-Transplant Malignancies Cumutative Number of Recipents wah 21 Infection Requinng Hospitalgation
- 0 5 16 26 at 53 - o “ 107 128 141 148
- 0 1 1 2 4 4 - 0 3 ] " 13 13
0 1 2 3 4 5 0 1 2 ] 4 5
Time post-ransplant (years) Time post-ransplant (years)
RLWH ROlWH
Malignancy 4 (7.8 35 (6.9} 045 RLWH ___ RWH _ p
De nova tumor 359 30 (5.9 Reopierts with 2 1 infection requrng hosptalizatian 13{25%) 145(29.00 L=
Recurrence of pre-transplant tumor 0 |0) 110.2) Recipients with 2 2 spisodes of infection reguring hospitalizatan 3 (5.9] 41 i8.4) 076
Lymphoma 1(2.0 4 (0.8

ATC 2022, abstract 357
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Increased rejection during the initial hospitalization in lung
transplant recipients with HIV

= NnlWH == wWH

D8
§
2-06
3
- RLWH ROLWH p
s 04 p=033 Reciplents with 21 episode of acute rejection requring changes in IS 11 {21.6) 100 (19.6) 0.33
Recipients with acute rejection during index admission 7(13.7) 26(5.1) 0.022
Recipients with two or more episodes of rejection 4(7.8) 19(3.7) 0.24
os
3
00
0 1 2 3 4 ]
Number at Risk Immunosuppressant RnLWH RLWH [
n a7 440
-| 510 277 155 89 42 13 Corticosterioids 44 387 0.338
Basiliximab 41 361 0.373
Thymoglobulin 0 24
- 81 19 13 7 1 1 Rituximab 1 2
Alemtuzumab 0 19
0 1 2 3 a 5

Cumulative Number of Reciplents with at Least One Rejection

- 0 46 86 @4 100 100

- 0 8 n " 1" 1"

0 1 2 3 4 5

Time post-transplant (years)
ATC 2022, abstract 357
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Similar outcomes in European experience (case series
without control)

Post-operative outcome

Infections requiring hospitalisation during first year (n=20) 8 (40)

Acute cellular rejection (n=19) 7 (37)

Antibody-mediated rejection (n=19) 2 (11)

Chronic lung allograft dysfunction at last follow-up (n=19) 5 (26)

Malignancy (n=21) 3 (14)

Estimated glomerular filtration rate (mL-min~" per 1.73 m?) 0.02
Before transplantation 90 (80-111)
After transplantation’ 73 (53-90)

S¥53 Fur Respir J. 2022 Jul 13;60(1):2200189.
L EINSTEIN Montefiore
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Increasing the donor supply

36

More patients
eligible for
transplant

Fixed supply
organ
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Federal law

was banned by the Nationa
Act of 1988, which reflectec

Transplantation of organs from donors who test positive for HIV

Organ Transplant Amendments (NOTA)
the poor outcomes of transplant-

associated HIV in an era wit

nout effective treatments for HIV

1984 1988 2003 2010 2013 2015 2016 2017 2019
Recognition of National Organ  Initiation of NIH pilot Passage of HIV Organ First D+/R+ First living HIV
AIDS epidemic, Transplant Act study of HIV D-/R+ Policy Equity (HOPE) Act, kidney/liver D+/R+ kidney
worldwide amendment kidney and liver United States transplants under transplants in the
bans organ donors transplantation, pilot study, United States United States
with HIV, United States s
United States NIH Multisite HIV D—/R+ HHS HOPE Case reports of
study in United States published Safequards f:)efe?:e? HIV Initiation of NIH HIV
+/R+ liver ;
Case series of first deceased ANE Risha ookt D+/R+ kidney and
: (riteria P liver transplantation
HIV D+/R+ kidney transplants ublished Switzerland N "
in South Africa pUbllShEd p and United multI(.enter studies,
. > United States
Kingdom published
Case report of
first living HIV D+/R-
liver transplant
in South Africa

Annu Rev Med. 2021 Jan 27:72:107-118.

Montefiore
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First HIV-to-HIV transplants

* The first study of HIV
D+/R+ transplant was
done in South Africa

— Limited access to
dialysis

— High prevalence of HIV

e N Engl J Med. 2010 Jun 17; 362(24): 2336—2337.
: N Engl J Med. 2015 Feb 12; 372(7): 613—-620.
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The HIV Organ Policy Equity Act (the HOPE Act) |

Federal law signed 21 Nov 2013

Permits transplantation of kidneys and
livers from HIV+ donors (D+) into
HIV+ recipients (R+) under research
protocols

On 7 Jun 2020 amended to include
other organs

Program initially required to have
organ-specific experience with
5 HIV D-/R+ to perform D+/R+

40

Number of transplants
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Why is HIV D+/R+ different? What are the concerns?

Resistance Infection

Of note, only
rejection has
been an
issue in
actual

Rejection practice.

B2 EINSTEIN Montefiorew
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Many barriers exist to HIV D+/R+ transplant

Challenges Interventions
o PLWH ll mofl-(OPEAct * Tool kit for HOPE education and outreach made publicly available
C . * National organ donation advocacy groups receive education about HOPE
ommunity Act and strategies for engaging communities
* National survey shows high willingness to donate within PLWH community
Ways to assess HOPE implementation: organ donor registration in PLWH, organ donor authorization for PLWH
Organ & wm‘ :fw m'm kel do“m e OPOs, OPTN, and industry groups provided HOPE training and tool kit
procurement *la l of ta ffW in, urces » HOPE study team provides on-call assistance to OPOs with HOPE donor
organizations - referrals (24 hours/day, 7 days/week)

= PM m’m ”v::pmm * NIH hosts stakeholder meetings to increase awareness and provide
MM pwo education about HOPE and outcomes to date
Transplant ®* OPTN policy updated to allow HIV+ heart and lung donors
centers * National survey shows high willingness to accept HOPE donors among
PLWH transplant candidates
Ways to assess HOPE implementation: number of potential HIV+ candidates evaluated by transplant centers, number of transplant centers listing HIV+ candidates
'@l Nambiar PH, et al. 2021 Montefiore
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Are patients with HIV willing to accept HIV positive organs?

 Most pts willing to accept:
— HIV+ living donor organs (87%)
— HIV+ deceased donor organs (84%)
— Increased infectious risk donor organs (70%)

« Thirty percent of patients expressed concerned about HIV superinfection

and transmitted resistance, but even a majority (71%) of these pts would
accept an HIV offer

« Other concerns that led them to decline enrollment:
— HIV D+/R+ transplantation was safe (45% vs. 77%, P = 0.02),
— HIV D+ organs would work similar to HIV D- organs (55% vs. 77%, P = 0.04)
— Would receive an infection other than HIV from an HIV D+ organ (64% vs. 13%, P < 0.01).

J Acquir Immune Defic Syndr. 2020 Sep 1:85(1):88-92. B EINSTEIN Montefiore
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So, as a practical matter, what needs to happen for an HIV-
positive donor?

e Organ offer received

* |D contacted EARLY IN THE PROCESS

* |ID to review emails from Hopkins listserve and DonorNet
* |D to reach out to Hopkins (either via email or cell phone)

— OPO is supposed to reach out to Hopkins, but frequently this
does not happen

* Hopkins dedicated HOPE act coordinator can obtain pharmacy
records and clinic notes (note, this typically has to happen during
waking hours)

e Detailed review of all medical records and multidisciplinary
discussion leading to decision to accept or reject

LS EINSTEIN Montefiore
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What does ID do when we get called about a potential HIV-
seropositive donor?

* Prior HIV genotypes

Resistance @i Treatment history

« CD4+ count
* Viral load
 Medical records

Opportunistic

infection

\Ezlle[at=Ta[8AY « Medical records

bl EINSTEIN Montefiore )
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False positive HIV tests

N Typically, organs from potential
T R T donors with suspected false

Confirmatory testing: Western blot Confirmatory testing: quantitative NAT

o ke ™ positive HIV testing were

Western biot negative Western blot positive Quantitative PCR undetectable Quantitative PCR detected

I discarded, but the HOPE act

A

o | | s —h means that these organs can now
or elite cantroller seroconversion
be used.

Figure 1. Suspected False-positive Donor Algorithm
Potential explanations for discordant HIV Ab and NAT testing in a potential donor with no

prior history of HIV per the medical record or family history. In cases of a reactive Ab test
(left), a Western blot or HIV Ag/Ab combination assay would be the preferred next test. If
the Western blot is negative, this confirms result was a false-positive. If the Western blot is

positive. the donor could be HIV-infected and taking effective antiretroviral therapy or have T h e S e d O n O rS h a Ve refl e Cte d ~ 1 / 3

an cffective iImmune response (1.c. clite controller). In cases of a nonreactive Ab test and a

positive qualitative NAT (right). a quantitative viral PCR would be the preferred next test. If f rg n r n p I n d n d r h
the quantitative PCR is undetectable, this confirms the qualitative NAT was a false-positive. O O a S t a S a te u e t e
If the quantitative PCR is positive this indicates the donor was recently HIV-infected and has O

. HOPE Act.

< Montefi
Am J Transplant. 2018 Oct;18(10):2579-2586. <EDEEN | NG MORE:
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Can we take donors without knowing their full history?

HIVD- HIVEP HIV
Donor chatacteristics {N=15) N = 14} D= [N < 28]

Age Ml IQRD

o e Donors with HIV are frequently
undiagnosed and not on medications

This is fine! Outcomes when the
donors are carefully evaluated have
been acceptable with no transmissions
of any infection or resistant virus

v rocleix Ultrlo In danor with negative HOV AL, Bkely talse positive

Am J Transplant. 2021 May;21(5):1754-1764. Y EINSTEIN Montefiore
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Nuts and bolts of the HOPE evaluation process

— No published guidelines as to what is or is not an acceptable donor.

— Much of this area is a completely evidence-free zone, so we frequently find
ourselves hitting the “phone a friend” button

* Internal group chat
* Email with HOPE leadership

— Substantial center to center variation in acceptance criteria and in process

<L EINSTEIN Montefiore
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Nuts and bolts of the HOPE evaluation process

Concerns about resistant HIV in the donor

Lack of HIV-specific expertise among all transplant ID
faculty

Lack of colleague support for off-hours difficult cases.

Fear of being the first to accept an offer in case of a less
than positive outcome

Lack of continuity among accepting physician teams (no
learning between cases)

Initial and downstream organ quality concerns, such as
rejection risk

Presented data from HOPE trial and nationally about lack of resistance in donors without prior treatment
history.

Education regarding novel antiretrovirals and their outcomes in patients with drug resistant HIV

All transplant ID faculty joined the HOPE act email list.

Designated transplant ID faculty who continued to provide HIV primary care as champions to be contacted
with HIV-specific questions for each offer

Involvement of senior leadership in the multidisciplinary meetings to ensure that all clinicians felt
comfortable with what senior leadership considered an acceptable offer.

Practice at the meetings at “getting to yes”

Discussion of every organ offer at the monthly meeting to ensure that all providers could learn from each
offer

A research team member from the lead center of the NIH-funded multicenter HOPE study shared outcomes
data with our group

Substantial improvement in HOPE acceptance rates with a standardized approach
including monthly case discussions

(=] (m]

Transpl Infect Dis. 2025 Apr 20:e700309. f Montefiore
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Outcomes in kidney transplant patients under the HOPE Act

100 -—c‘qzt\:__‘
HIV D+/R+
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Adjusted HR, 0.93 (95% ClI, 0.39-2.20)
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Years Post-Transplant
No. at Risk
HIV D-/R+ 99 95 93 13 52 42 28
HIV D+/R+ 99 97 93 88 59 40 29

S
at® N Engl J Med 2024;391:1390-1401.

100 “_\—\ﬁ—\‘—_
» 804
= HIV D-/R+
G
© 601
20
®
2
e 404
3
n
&
o
o 204
Adjusted HR, 0.65 (95% ClI, 0.31-1.36)
0 1 1 1 1 | 1
0 0.5 1 1.5 2 2.5 3
Years Post-Transplant
No. at Risk
HIV D-/R+ 99 90 88 66 49 40 27
HIV D+/R+ 99 96 92 87 58 39 28

<EIEEN | [0)NG MORE

Albert Einstein College of Medicine



Outcomes in kidney transplant patients under the
HOPE Act

HIV D+/R+ HIV D-/R+ Crude Incidence Rate Ratio
Outcomes (n=99) (n=99) (95% CI)

Recipients with event — no./total no. (%) Total no. of event Recipients with event — no./total no. (%) Total no. of event
Serious adverse event 74/99 (75) 206 76/99 (77) 222 0.90 (0.74-1.08)
Allograft rejection 18/99 (18) 21 22/99 (22) 32 0.63 (0.37-1.10)
One-year allograft rejection 13/99 (13) 13 20/99 (20) 25 0.52 (0.26-1.01)
HIV-breakthrough 10/99 (10) 13 4/99 (4) 4 3.14 (1.02-9.63)
Persistent HIV failure 0/99 (0) 0 0/99 (0) 0 N/A
Any infection 81/99 (82) 273 71/99 (72) 229 1.15 (0.97-1.37)
Opportunistic infection 8/99 (8) 11 7/99 (7) 8 1.33 (0.53-3.30)
Any infection with hospitalization 43/99 (43) 94 43/99 (43) 97 0.94 (0.70-1.24)
Surgical or vascular complication 12/99 (12) 17 19/99 (19) 23 0.71 (0.38-1.34)
Cancer 8/99 (8) 9 6/99 (6) 6 1.45 (0.52-4.07)
De novo DSA at one year’ 9/67 (13) 9 13/59 (22) 13 0.61(0.28-1.33)

"32 participants in HIV D+/R+ group and 40 in HIV D-/R+ group had no DSA data at either Day 0 or one year.

N Engl J Med 2024;391:1390-1401. T Montefiore
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Walt times in kidney transplant patlents under the HOPE Act

HOPE candidates Non-HOPE candidates
100+ 54-month cumadative incidence 1004 S4a-month cumalative Incidance
Still watting; 9% Still walting; 19%
[ ] wing donor kT: 3% - Living donor KT; 11%
- ;? - Docoasod donor KT; 32%
t —
% 8
c
@ !
°
rz
.é g
5 3
=
E 3
(&)
0 6 12 18 24 30 36 42 48 54
0 6 12 18 24 30 36 42 48 54 Months since HOPE
Months since HOPE Numbar at dak 46026 35605 2A334 21886 16083 12010 B677 5778 3401 640

Numberatrisk 324 211 145 114 81 56 as 28 14 1
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Wait times in kidney transplant patients under the
HOPE Act

100

~— HOPE
- = non-HOPE

~l
(oa}
L

Cumulative incidence (%)
N n
3] o
1 1

1 T T 1 T 1 T 1
12 18 24 30 36 42 48 54
Months post-HOPE

O
o -

Number at risk

HOPE 63 111 90 77 56 36 17 12 4 0
non-HOPE 22692 18311 14697 11242 8258 5831 3898 2201 1066 243

Transplantation. 2023 Nov 28;108(3):759-767.
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Outcomes in liver transplant patients under the HOPE Act

(A) Overall survival (B) Liver rejection-free surviva
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Months post-transpiant

At time of last analysis, 24 HIV
D+/R+ transplants done to date

Survival numbers acceptable but
liver may have more infections
and cancer, which needs to be
balanced against risk of dying on
liver transplant list
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HOPE Act

55

Despite the successes, volumes to

date have been less than anticipated

Anticipated
volume:

500-600
transplants/year

Am J Transplant. 2011 Jun; 11(6): 1209-1217. e S Colisrefted

Actual volume:

" S YEARS g
) HOPE
3 Act
: Transplonted cegan
& o

ne

Montefiore
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Referral patterns

* There is no organized system to funnel patients with HIV and advanced organ

failure to centers experienced with their care

 It's up to patients (and their providers) to navigate the system, find an

56

appropriate transplant center, and navigate the transplant cascade of care

HIV CARE CONTINUUM:

The steps that

people with HIV AR &,

take from diagnosis £y “f‘\‘-'-.

to a?chlg\{lng a.nd S AGNGAED " “ 1 ACHIEVED AND
maintaining viral WITH HIV EDICAL CA : MAINTAINED VIRAL

SUPPRESSION

suppression.

Albert Einstein College of Medicine
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Changing legal requirements in the United States will
improve access to HIV D+ transplantation

S )

United States:

— Kidney and liver transplant: standard of care

— Thoracic transplant: volume requirements replaced

with proof of multidisciplinary expertise
* Medicine
* Surgery
* HIV/Transplant
e Pharmacy

e Canada: “exceptional distribution”
requirements

* Australia: First HIV D+/R+ transplant 2021
(kidney).

Ex2¢ https://journals.lww.com/transplantjournal/toc/2023/10001 : Montefiore
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HIV D+/R+ HEART TRANSPLANT
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HIV D+ donors: what are non-rejection concerns for heart?

« Cumulative viremia * Age
* Nadir CD4 count  Traditional risk factors
* Nadir CD4 count?

sege EEEE  Epidemiology. 2019 Jan;30(1):69-74.
i J Am Heart Assoc. 2016 Jun 27;5(6):e003371.

« Cumulative viremia
» Tobacco
 Inflammation

» Specific ARVs?

e EINSTEIN Montefiore
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High prevalence of cardiac disease in multiple studies
globally

Subgroup Studies Participants Prev. (85% Cl) P-value
OQutcome Studies N Cases Prevalence (95% CI) 12 (95% CI) Pub, yoor
< 1996 5 425 — 19.37 (10.02, 28.71) 0.19
1996-2004 5 1763 - 20.34 (-6.71, 47.39) a
>22004 16 3674 ‘- 9.69 (6.59, 12.80)
Study region
N, America/ Eur. 16 4307 o tu——n 13.77 (5.57, 21.98) 0.78
3 . Y " Africa 5 674 —— 17,22 (7.08, 27.35) .
LVSD 26 5862 1294 —— 12.30 (6.40, 19.70) 99% (98%, 99%) N % b - 10.94 (7.16, 1362
604 count
<390 7 829 - 11.67 (6.40, 16.94) 0.87
DCM 17 3304 380 —a— 12.00 (7.60, 17.20) 93% (91%, 95%) 0 . beue — bpd gt ;
% AIDS
All 1 _.,_ ¥ 60, 36. : <51% 6 1322 —— 7.92 (1.67.14.17) 0.03
DD (All) 20 3959 265 29.30 (22.60, 36.50) 96% (95%, 97%) g1 p o pigs o Lt (S
% ART
DD (Advanced) 1 2537 285 —— 11.60 (8.50, 14.70) 84% (73%, 90%) <pi% 5 e = 1295 (301, 10.79)  10.06
>=81% 7 1730 - 4.86 (1.88,7.84)
stucy size
PH 14 6779 1132 —_— 11.50 (5.50, 19.20) 99% (98%, 99%) Phez 123 13 1163 == 12.89(8.05,1771)  0.04
N>129 13 4699 e 14,45 (5.21,23.69) .
Study quality
RVSD 10 1418 108 —— 8.00 (5.20, 11.20) 70% (43%, 84%) <8 14 2695 — - 19.40 (6.75, 32.06) 0.03
>=8 n 3083 —- 7.48 (4.19,10.77) .
.Avelage age
<39 yoars 13 2838 e 20.37 (7.50, 33.23) 0.01
>= 39 years 1 2871 - 6.87 (3.53, 10.22) .
% Male
I T T 1 T <75% n 2804 S s 17.54 (3.79, 31.28) 0.29
0 10 20 30 40 >= 75% 13 2904 - 10.53 (6.77, 14.28)

Prevalence (%)

===
0 10 20 30 40 50

Prevalence (%)

JACC Heart Fail. 2019 Feb;7(2):98-108.
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Systolic and diastolic dysfunction in women with HIV

LV Systolic Dysfunction

Positive Association

LV Systolic Dysfunction

Null Association

Women with HIV versus
Women without HIV

Null Associations Women with HIV and
Decreased CD4+ T-Cell
G  TNG . = . Count
Isolated LV Diastolic Dysfunction

LV Hypertrophy

Positive Associations

Isolated LV Diastolic Dysfunction

LA Enlargement

LV Hypertrophy

Increased TR Velocity TA Bolaceentent

Increased TR Velocity

<EIEEN | [0)NG MORE
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Most people with HIV have abnormal cardiac MRI findings

Myocardial fibrosis in 76% of asymptomatic PLWH compared
with 13% of control subjects (P<0.001)

< ‘ DOING MORE



HIV D+/R- heart transplants in the ARV era

Mild rejection

Survived three years ireated with oral
Death due to non-adherence prednisone
Moderate
o rejection
Well-functioning graft four years
post transplant Coronary
allograft

vasculopathy

Am J Transplant. 2011 Jun;11(6):1218-25.

Y EINSTEIN Montefiore
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HIV D+/R+ transplant

* Nine transplants performed at 3 centers in the United States, 2022-2025

Pf,i“,ggﬁ,’g;’j 3 () Infection
Enterococcus superficia S ical d
Renalreplacement bacteriuriaon Kidney urgical procedure
) therapy performed POD&44 transplant
HeartandKidney  from POD#4-26 due treatedwith surgicalsite
Transpiantation to delayed renal nitrofurantoin wound
[H1:s/+) PODHO graftfunction and infection
Clostridioides noted in clinic
difficile on POD#72
Tracheostomy diarrheaon treatedwith 2
on POD#9 POD#46 days of IVand
with eventual treatedwith then a 2-week
decannulation oral course oforal
on POD#36 vancomycin ciprofloxacin
‘ ’ L
|
)

oL @ @ L o o
g e e . . | ! o

Days 0 Septicshock Transferredto 60
from Serratia acute
marscecens rehabilitation Amblitating
Pneumonia facilityon z s
and POD#41 with ihdependeritly ard
Bacteremiaon dischargeto doingwellduring
POD#5treated Gastrointestinal home on traﬁ‘;al;?ttmg 2
witha14-day pjeeding dueto POD#69 g!oo S Q
course of rectal ulcers
Cefepime  requiring7 units
of packed red
bloodcelson
POD#12

J Heart Lung Transplant. 2023 Mar;42(3):406-408. S EINSTEIN Montefiore
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HIV D+/R+ vs HIV D-/R+: the Montefiore experience 2015-2025

All Patients HIV (D+/R+) HIV (D-/R+) (n=6) |P value
(n=10) (n=4)
Age at HT (y) 59 (55-62) 60 (54-67) 59 (55-61) 0.67
Female, n (%) 2 (20) 1(25) 1(16.7) 1.00
BMI (kg/m?) 25.4 (23.5-26.6) |25 (23.1-26.9) |25.4 (23.6-26.0) |1.00
Diabetes Mellitus, n (%) 5 (50) 2 (50) 3 (50) 1.00
Total waitlist time (d) 77 (21-114) 68 (23-112) 77 (20-117) 1.00
Immunosuppression
Induction 0.33
ATG + steroids, n (%) 2 (20) 0(0) 2(33.3)
Basiliximab + steroids n (%) 2 (20) 2 (50) 0 (0)
Maintenance
Prednisone, n (%) 10 (100) 4 (100) 6 (100) 1.00
Mycophenolate mofetil, n (%) 9 (90) 4 (100) 5(83.3) 1.00
Tacrolimus, n (%) 10 (100) 4 (100) 6 (100) 1.00
HIV and co-infections
CD4+ T cell count 472 (356-652) 504 (314-661) 472 (389-618) 1.00
HIV RNA <20 (copies / ml), n (%) 6 (60) 3 (75) 3 (50) 0.57
HBYV core IgG positive, n (%) 5 (50) 2 (50) 3 (50) 1.00
HCV Ab positive, n (%) 0(0) 0(0) 0(0)
Toxoplasmosis IgG positive, n (%) 0 (0) 0 (0) 0 (0) .
Ebstein Barr Virus IgG postive, n (%) 10 (100) 4 (100) 6 (100) 1.00
ARV therapy 1.00
Dolutegravir/[FTC/TAF, n (%) 3 (30) 2 (50) 1(16.7)
Bictegravir/FTC/TAF, n (%) 5 (50) 2 (50) 3 (50)
Dolutegravir/Rilpivirine, n (%) 1(10) 0(0) 1(16.7)
Raltegravir/FTC/TDF, n (%) 1(10) 0 (0) 1(16.7)

J Heart Lung Transplant. 2025 Sep 23:51053-2498(25)02279-X.

Ten recipients with HIV (3 received
simultaneous kidney transplantation.

Divided into two groups:
— Four HIV D+/R+
— Six HIV D-/R+

Outcomes: Survival, graft function, rejection,
infection and dd-cfDNA

Montefiore
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Donor characteristics

All Patients |HIV (D+/R+) |HIV (D- P value
(n=10) (n=4) /IR+)(n=6)
Age at HT (y) 28 (26-31) |28 (27-30) 29 (25-36) 0.75
Female, n (%) 2 (20) 1(25) 1(16.7) 1.00
DCD Donor, n (%) 0 (0) 0 (0) 0 (0)
LVEF (%) 63 (55-65) |64 (57-73) 63 (55-65) 0.45
Ischemic time (h) 258 (200- 304 (194-353) |235 (200-260) |0.52
343)
Donor cause of death, n (%) 1.00
Brain anoxia 5 (50) 2 (50) 3 (50)
CVA | stroke 1(10) 0 (0) 1(16.7)
Head Trauma 4 (40) 2 (50) 2 (33.3)
HIV and co-infections
HIV ab positive, n (%) 4 (40) 4 (100) 0 (0) 0.005
HIV NAAT positive, n (%) 2 (20) 2 (50) 0 (0) 0.13
HBV core IgG positive, n (%) 1(10) 1(25) 0 (0) 0.40
HBV sAg positive, n (%) 0 (0) 0 (0) 0 (0)
HCV NAAT positive, n (%) 1(10) 0 (0) 1(16.7) 1.00
HCV Ab positive, n (%) 1(10) 0 (0) 0 (0) 1.00
Toxoplasmosis IgG positive, n |1 (10) 0 (0) 0 (0) 1.00
(%)
Ebstein Barr Virus IgG postive, (9 (90) 4 (100) 5(83.3) 1.00

n (%)

J Heart Lung Transplant. 2025 Sep 23:51053-2498(25)02279-X.
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Outcomes

All Patients |HIV (D+/R+) |HIV (D-/R+) |P value
(n=10) (n=4) (n=6)
Alive at 3 months, n (%) 10 (100) 4 (100) 6 (100) 1.00
Severe PGD after HT, n (%)t 0 (0) 0 (0) 0 (0) .
Normal heart graft function at 3 months, n 10 (100) 4 (100) 6 (100) 1.00
(%)*
LVEF at 3 months (%) 60 (60-65) 60 (60-65) |63 (60-65) 0.71
Retrospective cross match positive after HT, | 2 (20) 1(25) 1(16.7) 1.00
n (%)**
Presence of donor specific antibodies, n (%) |4 (40) 1(25) 3 (50) 0.57
Cell mediated rejection (ISHLT grade 22R)
Patients with cell mediated rejection, n (%) |3 (30) 1(25) 2 (33.3) 1.00
Episodes of cell mediated rejection 0 (0-1) 0 (0-0.5) 0 (0-1) 0.79
Antibody mediated rejection, n (%) 2 (20) 0 (0) 2 (33.3) 0.47
Infection episodes 0.5 (0-1) 0 (0-2.5) 1 (0-1) 0.49
CD4+ T cell count at 3 months 478 (178- 486 (316- |253 (178-527)|0.624
527) 580)
HIV viral load at 1 month after HT 0.13
Not detected, n (%) 8 (80) 2 (50) 6 (100)
<20 RNA copies / ml, n (%) 2 (20) 2 (50) 0 (0)
HIV viral load at 3 months after HT 0.44
Not detected, n (%) 8 (80) 3 (75) 5(83.3)
<20 RNA copies / ml, n (%) 1(10) 1 (25) 0 (0)
Donor derived cell free DNA (%)***
1-month 0.26 (0.11- |0.14 (0.11- |0.28 (0.26- 0.15
0.49) 0.33) 0.61)
3-month 0.16 (0.08- |0.14 (0.06- |0.36 (0.12- 0.35
0.25) 0.22) 0.59)

J Heart Lung Transplant. 2025 Sep 23:51053-2498(25)02279-X.

 100% survival in total
cohort at median f/u of
1060 days (77-3630)

* HIV D+/R+: 312 days (77-
1121)

e 70% of patients with ACR
at 6 mos

Montefiore
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Unanswered questions

* Angiography indications for heart donors vary by center
— Age>40
— Hypertension
— Diabetes
— Tobacco
— Hyperlipidemia
— Family history of premature coronary artery disease
— Cocaine use

 The extent to which these criteria could be relaxed for future transplants will
need be determined

* Should HIV be an indication for, or affect the age limit for, angiography?

£ EINSTEIN Montefiore
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Unanswered questions

e Should immunosuppression strategies be changed?

— Well-established in kidney literature that PLWH benefit from more, not less
immunosuppression

— Does the intensive monitoring that thoracic patients undergo change the risk/benefit
calculation?

* Monitoring post-transplant?
— Intensity?
— Cell-free DNA vs biopsy?
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Next steps

* Single center pilots currently underway at multiple centers

— IRB
— UNOS variance
* Development of shared resources to facilitate the process
— Email group
— Template IRB

— Template protocols
— https://hope-thoracic.github.io/HOPE-Thoracic-repository/

* Future collaboration for retrospective analyses?

L EINSTEIN Montefiore
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https://hope-thoracic.github.io/HOPE-Thoracic-repository/
https://hope-thoracic.github.io/HOPE-Thoracic-repository/
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Next steps

Application scored
for a 25-center NIH-
funded clinical trial
to answer
guestions about
long-term safety of
HIV D+/R+ heart
transplant

* Target enrollment:
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80 patients 2027-
2032

45°N

A0°N

35°N

30°N

25"N

Fifty-mile radius of HOPE heart transplant centers
County-level dot density map of HIV Cases (1 dot = 100 cases)

3 T
A.ov .
0 'vin. 1
& e
‘% . &
. v )

-~
| SR,

ISR

[ &
pgd EINSTEIN

Albert Einstein College of Medicine

Montefiore

DOING MORE



72

HIV D+/R+ LUNG TRANSPLANT
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HIV D+/R+ lung transplant will pose unique challenges

— Effects on the lung that may not show up on pre-transplant workup:
* Laboratory testing
* Imaging
* Biopsies

— Hidden opportunistic infections
* PJP (?mitigated by prophylaxis?)
* Mycobacterium avium complex
* Tuberculosis
* Endemic fungi

{EREEN Montefiore

t Einstein College of Medlicine
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HIV D+ lung experience

Well-functioning graft four
years-post transplant

No complications reported

ATC 2016, abstract C292




Evaluating the HIV D+ lung donor

— Opportunistic

| Non-
opportunistic

75

Current

Nadir

— Emphysema

— Lung nodule

| Pulmonary
hypertension
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Long-term effects of pneumonia
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aging ~8 years

 Decreases did not resolve with time in this
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People with HIV are more likely to smoke and more likely to
experience medical complications from smoking

* High prevalence of smoking TOBACCO AND HIV
e 2-5fold higher rates of lung cancer;

association persists after
controlling for smoking rates (VACS

study 1.5-1.7 IRR).

* Again, cumulative time with low
CD4+ lymphocyte count may be
predictive

Living healthy with HIV includes
living a tobacco-free life.

gov
@8 Ble=S  Clin Infect Dis. 2013 Mar;56(5):727-34.

S Curr Opin HIV AIDS. 2017 Jan; 12(1): 31-38.

AIDS. 2012 May 15; 26(8): 1017-1025. f ‘ Montefiore
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Nodules are common in smokers with HIV

Table 2 Baseline results of selected American low-dose computed tomography lung cancer screening trials and the IELCAP trial

Variables NLST (28,29) ELCAP (30) IELCAP (6) Mayo' (31) PLUSS' (5,32)
Participants
Received CT screening 26,309 1,000 31,567 1,520 3,642
Age, mean (SD)* or median (IQR)® NA 67 (NA)S 62 (NA)S 59 (NA) 59 (NA)*
Pack years, mean (SD)* or median (IQR)* NA 45 (NA)S 30 (NA)® 45 (NA)® 47 [33-62]°
Nodule detection limit >4 mm None reported® =5 mm None reported None reported
Participants with lung cancer 270/26,309 (1.0%)™ 27/1,000 (2.7%) 405/31,567 (1.3%) 31/1,520 (2.0%) 53/3,642(1.5%)
Participants with NCNs 7,041/26,309 233/1,000 4,186/31,567 780/1,520 1,477/3,642
(26.8%) (23.3%) (13.3%) (51.3%) (40.6%)

E% Transl Lung Cancer Res. 2017 Feb;6(1):42-51.
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CD4 count and viral load are likely associated with chest
CT findings
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AIDS 2014, 28: 1007-1014.
AIDS 2017, 31: 1973-1977.

EXHALE study (part of the VACS study):

— noncalcified nodule>=4 mm in 55% of patients with CD4+
lymphocyte count<200/puL

— 25% if CD4+ lymphocyte 200/ulL or greater

COCOMO study:

— CD4* T lymphocyte count under 500 cells/pul and
CD4* T lymphocyte nadir less than 200 cells/pl were
each associated with increased odds of a positive
image (OR) 2.32 (95% ClI: 1.01-5.13, P = 0.04)

— Previous history of PCP [OR 4.32 (95% Cl: 1.34—

11.9), P = 0.01] independently associated with
abnormal CT chest
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Pulmonary hypertension and HIV
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* Ten-fold higher prevalence in
people with HIV

* Sensitivity of echocardiography for
diagnosing pulmonary
hypertension ~80%.

* Our own center decided to opt for
RHC if any HIV D+ organ is accepted
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Lancet Healthy Longev. 2021 Jul;2(7):e389-e390.

BMJ Open. 2019 Dec 22;9(12):e033084.
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Traditional vs. extended criteria for the lung donor without

HIV.

Table 1

Traditional Criteria (Standard Donor)

Criteria used to assess donor lung suitability, defining a “standard lung donor”

Extended Criteria (Marginal Donors)

Age <55y

Age >70y

Clear chest X-ray

Minor diffuse and moderate focal chest
radiograph changes acceptable

Pao, >300 on Fio, = 1.0 and positive
end-expiratory pressure (PEEP) 5 cm H,0

Pao,/Fio, <300 mm Hg on PEEP 5 cm H,0

Tobacco history <20 pack yr

Tobacco history <40 pack yr

Absence of chest trauma

Chest trauma not relevant if good
pulmonary function

No history of primary pulmonary disease
or active pulmonary infection

No evidence of aspiration/sepsis

Aspiration/sepsis acceptable if good,
stable/improving pulmonary function

Absence of pulmonary secretions
at bronchoscopy

Purulent secretions not relevant if good,
stable/improving pulmonary function

No evidence for human immunodeficiency
virus, hepatitis B, hepatitis C, or any
other relevant
viral disease

No history or evidence of malignant disease

ABO compatibility

Sputum Gram stains: absence of organisms

Anesthesiology Clin 2019; 37:639-660.

What is an acceptable
treatment history for the
HIV D+ lung donor?

When should opportunistic
infections exclude lung
donation?

What smoking history is
acceptable?

Single vs double?

~ Montefiore

Albart Einstein College of Medlicine
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The anticipated number of available thoracic HOPE donors
may be less than demand

« Extrapolations from abdominal

numbers under review, but do not o g ryr—
account for: B o 7% g s sl
« Size matching needs T
« Geography Sso-
. e}
* Likely are an upper bound on the 5
actual number of available thoracic o
donors via the HOPE program in the "
United States and internationally
 False positive donors will be the low- " aots 2016 2017 ol 200 2020 202 20z2

hanging fruit
- <EDEEN Montefiore
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