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Materials and Methods

The details of Materials and Methods that were not included in the main manuscript are italicized.
Outcomes

The co-primary outcomes were rates of in-hospital cardiopulmonary resuscitation among all hospitalizations with and without HIV and rates of short-term survival among hospitalizations with in-hospital cardiopulmonary resuscitation. Both outcomes were examined overall and over time. Because discharge to hospice is increasingly common among seriously ill hospitalized patients [1] and specifically, following in-hospital CPR [2] there is a potential for overestimation of short-term survival of the inpatient population when examined over time, if discharges to hospice are not considered [2]. Moreover, interpretation of comparative secular trends of short-term survival of examined select inpatient populations may be compromised when discharge to hospice occurs at different rates overall and over time between groups. We thus defined short-term survival as that of hospitalizations without in-hospital death or discharge to hospice.
Study variables

Study variables were selected based on clinical plausibility and prior reports (refs). The abstracted variables included: a) demographics (age, gender, race/ethnicity, and health insurance) b) comorbid conditions, based primarily on the Deyo modification of the Charlson Comorbidity Index c) admission during the weekend (vs. during weekdays) d) presence of a shockable rhythm (ICD-9 codes 427.51 or 427.52) [3,4] e) the number of organ failures, based on the approach reported by Martin and colleagues [5], used as a proxy for severity of illness [6] f) hospitals’ teaching status g) hospital disposition and h) year of admission. 

Last, we included sepsis among examined covariates because cirrhosis is associated with markedly higher risk of infection and resultant sepsis events than the general population [7], with sepsis being associated with significant morbidity and mortality among HIV-infected patients [7,8], and because sepsis has been estimated to be present in 1 out of 2 to 3  hospital deaths in the United States [9] and thus can be expected to be a major modulator of short-term survival among patients undergoing in-hospital cardiopulmonary resuscitation. Because the optimal approach to identify sepsis in administrative data is unknown, we used  a combination of the taxonomy described by Angus et al [10] and “explicit” ICD-9 codes for severe sepsis (995.92) and septic shock (785.52), as previously described [11].   

Data analysis

A multivariate logistic regression model was fitted to estimate the association between cirrhosis as independent predictor and short-term survival following in-hospital cardiopulmonary resuscitation as dependent variable. Predictors with p < 0.1 on univariate logistic regression were considered for multivariate analysis, following examination for multicollinearity. Candidate predictor covariates were then entered into the model using backward stepwise selection and included age, race/ethnicity, health insurance, weekend (vs. weekday) admission, diagnosis of HIV, Deyo comorbidity index (adjusted by excluding liver disease to avoid duplicate analysis), myocardial infarction, cerebrovascular disease, diabetes, sepsis, number of organ failures, shockable (vs. non-shockable) rhythm, and the year of admission.

The potential predictors of short-term survival following in-hospital cardiopulmonary resuscitation among hospitalizations with HIV were examined using multivariate logistic regression modeling, employing the approach described above for the whole cohort. The covariates entered into the model included health insurance, congestive heart failure, cerebrovascular disease, diabetes, and the year of hospital admission. 
The state of Texas suppresses gender code data of hospitalizations with a diagnosis of infection with the human immunodeficiency virus (HIV), ethanol abuse or drug abuse. Thus, gender was excluded from regression models on the prognostic impact of HIV and those exploring the potential prognostic factors among hospitalizations with HIV.       
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