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Abstract 

Although widespread availability of antiretroviral therapy (ART) has markedly enhanced survival in 

HIV-1 infected individuals, its long-term use and cessation has been linked to an increase in non-AIDS 

morbidity and mortality. The pathogenesis of these complications is thought to reflect excessive 

immune activation and inflammation. The SMART trial showed that in chronic HIV-1 infection, 

inflammatory and coagulation biomarkers were predictive of all cause mortality, and that stopping 

ART lead to a rise in these biomarkers. The impact of interrupting ART started in primary HIV-1 

infection (PHI) on these biomarkers is unknown. This thesis examines the effect of different stages of 

HIV-1 infection on markers of inflammation, coagulation and immune activation, and focuses on the 

effects of short-course ART in participants enrolled in the SPARTAC trial; a blinded RCT investigating 

the role of short-course ART versus no therapy in PHI.  

Baseline parameters associated with biomarkers of inflammation, coagulation, immune activation, 

endothelial activation and microbial translocation, and the effect of starting and stopping ART on IL-

6 and D-dimer levels, were examined in SPARTAC participants. Viral dynamics on treatment 

discontinuation were compared in PHI (SPARTAC) to chronic infection (SMART).  

The majority of biomarkers were raised in HIV-1 infected individuals compared to healthy controls 

and highly correlated with HIV RNA levels. Viral and host factors, including age, HLA type and viral 

tropism, determined levels of T-cell activation. IL-6 and D-dimer fell significantly on commencing ART 

but rebounded to baseline levels within 4 weeks of stopping.  Viral rebound after stopping ART 

initiated in PHI was lower than that observed in chronic infection.  

This work highlights factors associated with immune activation and inflammation in PHI, which could 

potentially be used to identify individuals at high risk of disease progression. Immune activation and 

inflammation are influenced by direct effects of the virus, ART and other variables. The clinical 

impact of these findings warrants further investigation. 
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Chapter 1: Introduction  

In 2009, the United Nations estimated 33.4 million people worldwide to be living with Human 

Immunodeficiency Virus type-1 (HIV-1) infection, of whom 2.7 million were newly infected (UNAIDS 

2009).  The use of combination antiretroviral therapy (ART) has led to a dramatic increase in life 

expectancy and quality of life amongst HIV-1 infected individuals (Hogg 2008; Palella, et al. 1998), 

however, overall mortality rates for ART treated individuals are still higher than in the general 

population (Cockerham, et al. 2010; Lewden, et al. 2007). Where AIDS-related mortality has 

continued to decline, non AIDS-related morbidity and mortality has increased, resulting in 

heightened attention to conditions that have not traditionally been considered to be HIV-1 related, 

including cardiovascular disease (CVD), cancers, and liver disorders (Lau, et al. 2007).  

This thesis examines factors associated with immune activation and inflammatory responses in HIV-1 

infection, and discusses the role of inflammation and immune activation in driving both HIV-1 

related and non-AIDS disease processes in HIV-1 infected individuals. In particular this thesis will 

focus on inflammation and immune activation in Primary HIV-1 infection (PHI) and the effect of 

short-course ART in this setting.   

1.1: HIV-1 biology 

Structure and genome 

The HIV-1 virus is a retrovirus belonging to the genus Lentivirus.  Lentivirus infections are typically 

characterised by a long latent period, a chronic course of disease and persistent viral replication. 

HIV-1 and HIV-2 are closely related to the Simian Immunodeficiency virus (SIV), although HIV-2 more 

closely resembles the strain of SIV seen in Sooty Mangabeys (SIVsmm), whereas HIV-1 resembles the 

more pathogenic strain of SIV seen in chimpanzees (SIVcpz).  

The structure of the HIV-1 virus is shown in Figure 1.1. HIV-1 has a diameter of 100nm and is 

composed of two copies of single-stranded RNA enclosed by a conical capsid composed of viral 

protein p24. The single-stranded RNA is part of a protein-nucleic acid complex and is tightly bound 

to a nucleocapsid protein, p7, and enzymes necessary for viral replication including reverse 

transcriptase (RT),  protease (PR), and integrase. The capsid is surrounded by a matrix composed of 

the viral protein p17 ensuring the integrity of the virion particle. The virus is surrounded by a 

lipoprotein viral envelope that is composed of two phospholipid layers derived from human cell 

membrane during the process of viral budding from the cell. The viral envelope incorporates 

proteins from the host cell and 72 glycoprotein complexes, consisting of trimers of an external 

http://en.wikipedia.org/wiki/RNA
http://en.wikipedia.org/wiki/Capsid
http://en.wikipedia.org/wiki/HIV_structure_and_genome
http://en.wikipedia.org/wiki/Reverse_transcriptase
http://en.wikipedia.org/wiki/Reverse_transcriptase
http://en.wikipedia.org/wiki/Viral_envelope
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glycoprotein gp120 loosely bound to a stem consisting of three gp41 molecules which span the 

membrane and anchor the structure into the viral envelope. This glycoprotein complex, known as 

Env, enables the virus to attach to and fuse with target cells to initiate viral replication (Hoffmann 

and Rockstroh 2009).  

The RNA genome consists of nine genes encoding 16 viral proteins. Three genes are integral for viral 

replication: gag (group antigen), which codes for the nucleocapsid, env (envelope) coding for 

membrane glycoproteins, and pol (polymerase) coding for viral enzymes RT, PR and integrase.  In 

addition there are two regulatory genes, rev and tat, and four accessory genes: vif, vpu, vpr, and nef 

(Hoffmann and Rockstroh 2009).    

 

Figure 1.1. Structure of HIV-1  

 

  

Schematic representation of an HIV-1 virion showing the nucleocapsid, containing core proteins and viral enzymes, 
surrounded by the lipoprotein envelope. Reproduced from HIV-1 2009, Medizin Fokus Verlag, Hamburg (Hoffmann 
and Rockstroh 2009) 

http://en.wikipedia.org/wiki/Gp41
http://en.wikipedia.org/wiki/Gene


13 
 

Replication cycle 

The CD4 receptor is expressed on the cell surface of T-lymphocytes, on T-cell precursors within the 

bone marrow and thymus, and on monocytes and macrophages, eosinophils, dendritic cells and 

microglial cells of the central nervous system (CNS). Binding of the viral surface protein gp120 to the 

CD4 receptor induces a structural change in the envelope complex also allowing interaction with a 

host cell chemokine coreceptor, either cysteine-cysteine receptor 5 (CCR5) or cysteine-X-cysteine 

receptor 4 (CXCR4), necessary for viral entry into the cell (Hoffmann and Rockstroh 2009).  In early 

infection the majority of viral strains, termed R5 or M-tropic strains, use the CCR5 (R5) receptor, 

primarily expressed on activated T-cells, macrophages, dendritic cells and microglia.  In the later 

stages of disease about 50% of individuals undergo a shift in viral tropism to CXCR4 (X4 or T-tropic) 

or mixed R5/X4 (dual tropic) strains of virus (Karlsson, et al. 2005). The CXCR4 receptor is expressed 

mainly on naïve T-cells. The binding of gp120 induces a conformational change in the envelope 

protein allowing gp41 to insert into the target cell membrane, resulting in fusion of the viral and cell 

membranes and allowing viral entry into the cell (Chan and Kim 1998). After target cell entry, the 

RNA genome is reverse-transcribed into unintegrated proviral DNA by the use of viral RT.  The 

provirus is subsequently transported into the nucleus and integrated into the host cell genome by 

viral integrase. Following integration, production of viral proteins takes place in the cytoplasm 

followed by assembly of new virions at the cell surface. HIV-1 proteases cleave polyproteins into 

individual functional HIV-1 proteins and enzymes, allowing generation of infectious viral particles 

and budding through the host cell membrane.   Maturation either occurs in the forming bud or in the 

immature virion after budding. 

Viral diversification 

The process of reverse transcription lacks a proof-reading mechanism and results in a high rate of 

nucleotide sequence changes. On average, 1-10 errors occur per genome and per round of 

replication (Hoffmann and Rockstroh 2009), and this, coupled with the ability to undergo 

recombination, leads to a high mutation rate. Escape mutants allow the virus to evade the host 

immune response, contributing to the long-term failure of the virus to be contained by the immune 

system. This results in a highly variable population of viruses (quasi-species) containing few identical 

sequences. Where there is selective pressure due to specific ART agents in the absence of complete 

viral suppression, this high mutation rate enables development of resistance to ART.  
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Natural history 

The natural history of untreated HIV-1 infection consists of a primary phase of infection lasting up to 

six months and characterised by extremely high HIV-1 plasma viral load (VL) and a profound 

decrease in CD4 cell count, followed by a clinically latent phase usually lasting between 3-10 years. 

During the chronic phase of disease patients may have few clinical symptoms, despite persistent 

viral replication in blood and lymphoid tissue leading to progressive decline in CD4 cell count.   

Progressive immunosuppression leads to susceptibility to opportunistic infection or HIV-1 related 

malignancy, resulting in a diagnosis of AIDS. AIDS is defined as having one or more of a list of many 

AIDS defining illnesses, or in the American classification system, a CD4 cell count less than 200 

cells/µl (CDC 1993). It has been estimated that CD4 cells are lost at an average rate of 67 cells/µl per 

year (Lodi, et al. 2010). The natural history of HIV-1 is demonstrated in Figure 1.2.  

The CD4 cell count is the most significant predictor of disease progression and survival. The overall 

risk of AIDS increases dramatically once the CD4 cell count drops below 200 cells/µl, however those 

with a CD4 cell count <350 cells/µl are still at increased risk compared to those with CD4 350-500 

cells/µl. The predicted risk of developing an AIDS defining illness within a 6 month period has been 

estimated to be 1.3%, 2.3%, 4.1%, 8.5% and 23.1% in individuals with a CD4 cell count of 450, 350, 

250, 150 and 50 cells/µl respectively, based on a 35 year old individual with VL of 100,000 cp/ml 

(Phillips and Pezzotti 2004). The level of VL is also an important predictor of disease progression 

(Mellors, et al. 1997; Mellors, et al. 1996; Phillips and Pezzotti 2004). 

Figure 1.2. Natural history of untreated HIV-1 Infection 

 

 

  

Schematic representation of the natural course of untreated HIV-1 infection.  After an initial peak during 
primary infection, VL stabilizes at a set-point, before rising again in advanced disease. After an initial 
decline, CD4 cell count gradually declines over a period of years  
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Factors associated with HIV-1 disease progression 

Substantial variation in HIV-1 progression occurs between individuals. Older subjects experience 

faster rates of CD4 cell decline and there is a significant correlation between age, higher VL and 

lower CD4 cell count (Phillips and Pezzotti 2004; Touloumi, et al. 1998). Approximately 3-5% of HIV-1 

infected individuals are termed long-term non progressors (LTNP), usually defined as individuals who 

do not experience CD4 cell decline for at least 7 years after infection (Okulicz, et al. 2009).  “Elite 

Controllers”, who naturally control viral replication to HIV RNA <50 copies/ml in the absence of ART, 

represent 0.1-2% of HIV-1 infected individuals in Western cohorts (Grabar, et al. 2009; Okulicz, et al. 

2009; Sajadi, et al. 2009). A high proportion, but not all, elite controllers are LTNP (Grabar, et al. 

2009; Sajadi, et al. 2009).  

Several host and viral factors predict HIV-1 disease progression. The genetic human leukocyte 

antigen (HLA) background of an individual influences the quality and the efficiency of the immune 

response against HIV-1 infection (Altfeld, et al. 2003).  Individuals with homozygous HLA types have 

faster HIV-1 progression than those heterozygous for HLA, possibly due to reduced host genetic 

diversity allowing an increased propensity for HIV-1 viral escape from cytotoxic lymphocyte (CTL) 

responses (Carrington and O'Brien 2003). Several individual HLA alleles have been associated with 

either faster or slower progression to AIDS (O'Brien, et al. 2001). HLA B*57 and B*27 are over-

represented amongst cohorts of LTNP and elite controllers (Migueles, et al. 2000; Sajadi, et al. 2009), 

whereas HLA B*35 has been associated with fast progression (Klein, et al. 1994). Altfeld et al. 

demonstrated that individuals expressing HLA B*57 present significantly less frequently with 

symptomatic seroconversion illness, mount more numerous  HIV-1 specific T-cell responses 

restricted by the protective HLA alleles and exhibit better control of viral replication following  acute 

infection (Altfeld, et al. 2003; Altfeld, et al. 2006). Selection of escape variants with a significant 

fitness cost leads to lower VL in individuals with these HLA types (Martinez-Picado, et al. 2006; 

Miura, et al. 2009). Goepfert et al. (2008) showed that CTL from patients with B*57 force the virus to 

develop mutations in gag that enable it to escape from the CTL response, resulting in reduced 

replicative competence and lower VL. If the virus is transmitted to another individual with a different 

HLA type it will mutate back to the original genotype and regain its full replicative capacity 

(Goepfert, et al. 2008). Enhanced CTL cytolytic ability may also contribute to enhanced 

immunological control in individuals with protective HLA alleles (Migueles, et al. 2008).  

 An inherited deletion in the host CCR5 gene (delta 32 mutation) confers a significant protective 

effect against acquisition of HIV-1 infection and a survival advantage in those who acquire the virus 

(Michael, et al. 1997; Smith, et al. 1997). The majority of individuals with homozygous deletion in 
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CCR5 are resistant to HIV-1 infection (Liu, et al. 1996a), although transmissions with CXCR4 using 

viral variants have been reported (O'Brien, et al. 1997). Heterozygous individuals are frequently 

encountered amongst LTNP cohorts and have slower progression to AIDS (Dean, et al. 1996). 

Viral factors also influence outcome. Individuals with CXCR4 or dual R5/X4 strains show more rapid 

clinical and immunological deterioration compared to individuals with CCR5 tropic virus (Connor, et 

al. 1997; Koot, et al. 1993; Schuitemaker, et al. 1992; Tersmette, et al. 1989). Deletions in the Nef 

gene (Deacon, et al. 1995; Kirchhoff, et al. 1995) and other viral polymorphisms (Alexander, et al. 

2000), have been described amongst cohorts of LTNP and are associated with reduced disease 

progression.  

1.2: Primary HIV-1 infection (PHI) 

Immunological and virological events during PHI 

Primary HIV-1 infection refers to the initial phase up to 6 months following HIV-1 acquisition and is 

characterised by a transient period of very high level viral replication with consequent destruction of 

memory CD4 T-cells.  Most HIV-1 infections worldwide occur following sexual exposure, and over 

75% of mucosally transmitted infections are initiated by a single virus (Keele and Derdeyn 2009). 

Infectious founder viruses preferentially infect CCR5+CD4 T-cells, and established infection following 

sexual transmission probably arises from a single focus of infected mucosal cells. Following 

transmission of the virus, there is a period of 10 days before HIV RNA becomes detectable in the 

plasma, known as the eclipse phase, where active HIV-1 replication occurs at the site of transmission 

(McMichael, et al. 2010).  This is followed by rapid dissemination to local lymphoid tissues, and 

subsequent trafficking of virus throughout entire body. This "ramp-up" period is characterised by 

massive uncontrolled viral replication in the blood and lymphoid tissues, particularly the gut-

associated lymphoid tissue (GALT), resulting in irreversible immunological damage, high levels of free 

HIV-1 virions circulating in the plasma, and dissemination to  sanctuary reservoirs. The preferential 

site for HIV-1 replication occurs in the gut lamina propria and submucosa due to the predominant 

population of activated CCR5+CD4 memory cells providing prime targets for the virus, and over one-

half of effector CD4 T-cell reserves in the GALT are irreversibly lost during acute infection 

(Mattapallil, et al. 2005). CD4 activation facilitates integration of HIV DNA into the host genome and  

lymphatic tissue provides an optimal environment for HIV-1 replication due to close cell contact 

between CD4 T-cells, antigen presenting cells (APC) and infectious virions in the follicular dendritic 

cell network, optimised by the local cytokine rich environment (Hoffmann and Rockstroh 2009). 
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Plasma viraemia increases to reach a peak of several million copies of HIV RNA/ml 21-28 days after 

initial HIV-1 infection and is accompanied by a substantial decrease in CD4 T-cell numbers, which 

may return later to near-normal levels in the blood but not in the GALT. The very high levels of HIV-1 

viraemia are normally short lived due to the appearance of initial cellular HIV-1 specific T-cell 

responses which exert an immune pressure on the virus, leading to the selection of multiple escape 

variants and the generation of a diverse viral population (McMichael, et al. 2010; Shacklett and 

Anton 2010). The VL thereafter decreases over 12-20 weeks allowing the development of a viral set-

point that is maintained by a balance between viral turnover and host immune responses 

(McMichael, et al. 2010). The viral set point, generally described as a quasi-steady state of viral 

replication occurring after the period of acute infection has resolved, varies between individuals and 

is prognostic of future disease course (de Wolf, et al. 1997; Lyles, et al. 2000; Mellors, et al. 1995). 

Immune responses to PHI 

Even prior to the development of detectable viraemia in PHI, increased levels of acute-phase 

proteins are detectable in the serum (McMichael, et al. 2010).  Further acute-phase protein 

production is triggered by an intense cytokine storm which accompanies the rise in plasma viraemia. 

Elevations in plasma levels of multiple cytokines and chemokines occur, including rapid and transient 

elevations in interferon-alpha, a rapid and more sustained increases in tumour necrosis factor alpha 

(TNF-α) and Chemokine (C-C motif) ligand 2 (CCL2), more slowly-initiated elevations in additional 

pro-inflammatory factors including interleukin 6 (IL-6) and interferon-gamma (IFN-γ), and a late-

peaking increase in the immunoregulatory cytokine IL-10 (Stacey, et al. 2009). This intense cytokine 

response to acute infection is much greater in magnitude to that observed in other viral infections, 

such as acute hepatitis B or C infections (Stacey, et al. 2009), indicating that the systemic cytokine 

response observed following acute infection is not a prerequisite for viral clearance, but may instead 

promote ongoing immune activation, viral replication and CD4 cell loss. A recent study showed that 

concentrations of various cytokines (IL-7, IL-12p40, IL-12p70, IFN-γ and IL-15) during acute infection 

better predicted viral set-point (defined as average of 3 VL measurements on 3 consecutive visits 

after a median of 47 weeks post-infection) than initial VL or CD4 cell count, and that plasma cytokine 

concentrations (IL-7,  IL-1a, and eotaxin) during acute infection were associated with more rapid CD4 

cell loss (Roberts, et al. 2010). The cellular sources of acute phase cytokines and chemokines have 

not been fully identified but include CCR5+CD4 T-cells, activated dendritic cells, monocytes, 

macrophages and natural killer cells, with HIV-1 specific T-cells also playing a later role (McMichael, 

et al. 2010) 
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The first T-cell responses to HIV-1 occur as viraemia approaches its peak, and peak 1-2 weeks later as 

the level of viraemia declines. The appearance of HIV-1 specific CD8 T-cells, and the peak in CD8 T-

cell responses, is thought to be a key factor driving the development of viral immune escape variants 

and the decline in HIV RNA. The strong association between the rate of disease progression and  

different HLA class I alleles indicates that the interaction between the T-cell receptor of the CD8 T-

cells and the HLA of the APC is a key element in the overall control of HIV-1 replication (Streeck and 

Nixon 2010). In PHI, the initial CD8 T-cell responses are directed against a narrow range of epitopes, 

whilst in chronic infection, an increase in the breadth and magnitude of the CTL response occurs, but 

is not accompanied by any increase in control of viral replication (Streeck and Nixon 2010).  This 

suggests that the first CD8 T-cell responses are unique in their ability to efficiently suppress viral 

replication. Streeck et al. (2009) showed that the ability to mount a strong CD8 T-cell response 

during PHI is significantly associated with lower viral set-point, and that preservation of the initial 

CD8 T-cell immunodominance patterns from acute into the chronic phase of infection were 

significantly associated with slower CD4 T-cell decline (Streeck, et al. 2009).  

Proliferation and activation of CTL responses are dependent on antigen specific CD4 T-cell help 

(Streeck and Nixon 2010).  Vigorous CD4 T-cell responses in acute HIV-1 infection have been 

associated with subsequent control of viral replication (Rosenberg, et al. 1997). The contribution of 

CD4 T-helper responses against HIV-1 has been highlighted by studies demonstrating that viral 

escape occurs from CD4 T-cell targeted epitopes during PHI (Jones, et al. 2009; Rychert, et al. 2007).  

However, the exact contribution of CD4 T-cell responses to HIV-1 control is difficult to measure and 

the antiviral action is likely to be indirect through other effector cells.  

Neutralising antibodies against autologous virus appear after the VL peak in PHI, approximately 12 

weeks or longer after initial infection and, therefore, do not majorly contribute to the initial control 

of viral replication.  Non-neutralising antibodies appear prior to this, but do not exert selective 

pressure or reduce VL (Frost, et al. 2008; Tomaras and Haynes 2009).  
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Establishment of a latent reservoir 

During acute infection, the virus disseminates throughout the body and becomes trapped in the 

follicular dendritic cell network within lymphatic tissue, where macrophages and activated T-cells 

are the main targets of infection. During this time HIV-1 establishes a stable permanent viral 

reservoir of latently infected cells. The virus enters into quiescent T-cells where reverse transcription 

results in the accumulation of proviral HIV DNA. However, as cellular activation is necessary for 

integration of the proviral HIV DNA into the host cell genome, the virus persists in resting cells, 

resulting in a latent reservoir of virus. ART is unable to affect non-replicating proviruses, and latently 

infected memory CD4 T-cells are thought to be the major reservoir that contribute to rebound 

viraemia after cessation of ART (Siliciano and Siliciano 2006). 

Clinical Features of PHI 

After an incubation period which ranges from a few days to a few weeks, PHI presents as a transient 

symptomatic illness which may be manifest by a wide range of ‘flu like symptoms including fever, 

fatigue, sore throat, maculopapular rash, myalgia, mouth ulcers, headache and lymphadenopathy. 

Symptoms are present in 40-90% of individuals, and typically last approximately 2 weeks, although 

durations of up to 10 weeks have been reported (Kassutto and Rosenberg 2004). Less common 

manifestations include development of opportunistic infection, and neurological presentations 

including aseptic meningitis, cranial nerve palsies and radiculopathy (Kassutto and Rosenberg 2004). 

The severity and duration of the acute illness predicts the rate of progression to AIDS (Lavreys, et al. 

2006; Vanhems, et al. 1998). The diagnosis of HIV-1 infection may be easily overlooked due to the 

non-specific nature of symptoms, and in one UK study, approximately 50% of PHI diagnoses were 

missed on first presentation to a healthcare provider (Sudarshi, et al. 2008). A high degree of 

awareness and clinical suspicion is therefore required.   

Diagnosis of PHI 

Even in resource rich settings, uptake of HIV-1 testing remains disappointingly poor, with 27% of the 

HIV-positive population in the UK remaining unaware of their HIV-1 status in 2009 (HPA 2009). The 

symptomatic phase of PHI coincides with the development of HIV-1 specific immune responses, but 

occurs prior to development of HIV-1 specific antibodies. 1st and 2nd generation HIV-1 tests detect 

anti-p24 IgG antibodies, with positive result only after HIV-1 seroconversion. Third generation tests 

detect IgM and will give an earlier positive result(Hecht, et al. 2002). UK guidelines recommend that 

the first-line assay for detection of HIV-1 infection should be a 4th generation test, which 

simultaneously tests for HIV-1 antibody in combination with p24 antigen, reducing the time from 
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initial infection to testing positive to 1 month, 1–2 weeks earlier than current standard third-

generation antibody tests (BHIVA, et al. 2008).  

Current available 3rd generation point-of-care tests (POCT), using fingerprick or mouth swab 

sampling, measure detectable antibody only, and have reduced specificity and sensitivity compared 

to 4th generation laboratory tests (Patel 2010; Winter, et al. 2006). Preliminary data on fourth-

generation antigen/antibody POCT show high specificity and increased sensitivity for early diagnosis 

of HIV-1 infection compared to 3rd generation POCT,  however these assays are not standard care 

and further validation is required in clinical settings (Beelaert and Fransen 2010). 

 The most sensitive test for detecting PHI is by detection of plasma HIV RNA, and nucleic acid 

amplification tests (NAAT) with a sensitivity of 50 copies/ml typically detect HIV-1 infection 

approximately 7 days before a p24 antigen test, and 12 days before a sensitive HIV-1 antibody test 

(Fiebig, et al. 2003). Current UK HIV-1 testing guidelines do not recommend HIV RNA quantitative 

assays for routine screening because of the possibility of false-positive results, but advocate their 

use where PHI is clinically suspected (BHIVA, et al. 2008). However the use of HIV RNA testing of 

pooled antibody-negative samples, followed by individual NAAT of positive specimens, maybe a 

cost-effective and effective way of diagnosing acute infection in targeted high-risk populations 

(Patel, et al. 2010).  

Cross-sectional incidence assays capable of accurately differentiating primary from chronic infection 

are essential to estimate HIV-1 incidence at a public health level and to evaluate efficacy of 

prevention strategies, and have also be used to identify eligible subjects for targeted prevention 

strategies or enrolment into clinical trials evaluating early treatment strategies. The serologic testing 

algorithm for recent HIV-1 seroconversion (STARHS) assay, or detuned assay, combines a high-

sensitivity and a low-sensitivity enzyme immune assay at the same time, differentiating early from 

chronic infection. These assays have a high false incident rate in those with established HIV-1, which 

is reduced when combined with clinical data (Fisher, et al. 2007). A further method for identifying 

recently acquired HIV-1 infection is the use of avidity testing, measuring strength of antibody–

antigen binding which rises with established infection, although results are affected by advanced 

disease and should  be interpreted in the context of other clinical parameters (Chawla, et al. 2007). 

Novel cross-sectional incidence assays are in development. 
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Onward transmission in PHI  

The high level plasma VL during PHI is reflected in the genital tract secretions and confers a marked 

enhanced risk of onward transmission to sexual partners (Morrison, et al. 2010; Pilcher, et al. 2007).  

Specific characteristics of recently transmitted viral variants appear to make them particularly 

efficient at onward transmission (Keele and Derdeyn 2009). CCR5-coreceptor utilizing variants are 

preferentially transmitted, corresponding with the initial cell types first infected in the genital 

mucosa (Margolis and Shattock 2006). Transmission of CXCR4 utilizing HIV-1 variants has been 

described, although this is uncommon (Brumme, et al. 2005). The enhanced transmissibility of 

recently acquired variants has been highlighted by recent data from primate models showing that in 

SIV infected Rhesus macaques, a significantly lower number of infectious virions are required to 

infect a new host when the source virus was isolated from an animal in the ramp-up phase of acute 

infection, compared with virus isolated from macaques who had reached viral set-point (Ma, et al. 

2009). Data from observational studies in humans suggest that there is a similar enhanced risk of 

onward transmission from individuals with PHI. Population based studies indicate that the highest 

rate of HIV-1 transmission per coital act is during PHI, even after adjustment for VL (Wawer, et al. 

2005), and mathematical models estimate that in high mixing populations, individuals with PHI 

disproportionately contribute to driving the HIV-1 epidemic (Miller, et al. 2010). Phylogenetic 

analyses demonstrate a clustering of infections during PHI (Pao, et al. 2005) and early infections 

account for about 50% of new sexual transmission in some populations (Brenner, et al. 2007). Thus 

identification and targeting of individuals with PHI to limit HIV-1 transmission could potentially 

confer a significant benefit at a population level. 

Role of treatment in PHI and use of short-course ART  

Early events following acute HIV-1 infection are likely to influence later disease course and outcome. 

It has been proposed that the ‘die is cast’ for long-term clinical outcome at the time of acute 

infection, and PHI therefore represents a unique window of opportunity where intervention may 

confer longstanding benefits (Centlivre, et al. 2007). Early treatment with ART during PHI may 

preserve HIV-1 specific T-cell responses, reduce the number of infected cells and limit the size of the 

viral reservoir, conferring enhanced control of viral replication when therapy is stopped.  The aim of 

early ART in PHI is therefore to delay disease progression and subsequently defer the need for long-

term ART.  An additional goal of treatment may be to reduce onward viral transmission of the virus.  

The strategic use of short-course ART during PHI with the goal of limiting long-term disease 

progression has been supported by initial randomised controlled trials (RCT) (Kinloch-De Loes, et al. 
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1995) and observational studies which have provided encouraging support for the role of early ART 

initiated in PHI for long-term clinical benefit (Fidler, et al. 2008). An early RCT, investigating 

zidovudine monotherapy for 6 months in individuals with PHI, showed beneficial rises in CD4 cell 

count amongst treated individuals, but no difference in VL between study groups.  However, this 

regimen was not fully suppressive and data cannot, therefore, be extrapolated to studies of 

combination ART (Kinloch-De Loes, et al. 1995).  Another study of 89 patients treated with 12 weeks 

of highly active ART (HAART) commenced an average of 1.5 months after seroconversion, compared 

with a matched untreated population of seroconverters from the CASCADE cohort, showed a 

significant decrease in the rate of CD4 cell decline in those receiving therapy (Fidler, et al. 2007).  

 Whether short-term treatment given at the time of early HIV-1 infection has an impact on the long-

term viral set-point is unclear. Despite initial control of plasma viraemia reported in some studies 

(Hecht, et al. 2006; Rosenberg, et al. 2000; Steingrover, et al. 2008), durable long-term viral control 

following treatment in PHI was not observed in others (Desquilbet, et al. 2004; Fidler, et al. 2002; 

Hecht, et al. 2006; Kaufmann, et al. 2004; Koegl, et al. 2009; Streeck, et al. 2006), and few 

randomised studies have assessed the effect of short-term ART on viral set-point in PHI. The A5217 

study, a RCT which aimed to investigate the effect of short-course ART in PHI on viral set-point, was 

discontinued early due to a high rate of CD4 cell decline across all treatment arms, so that the 

primary end-point of viral set-point could not be assessed due to initiation of long-term ART (Hogan 

C 2010). Lampe at al. compared data from the QUEST randomised study, where ART was given for an 

average of 2.6 years, with historical data from the CASCADE cohort of seroconverters. No difference 

in median VL was seen six months after stopping ART when compared with CASCADE 3 years 

following seroconversion, however 17.7% of QUEST patients had VL<1000 copies/ml compared with 

10% CASCADE patients at a similar time point, suggesting some effect on lowering VL (Lampe, et al. 

2007). 

Studies of patients receiving short-course ART at PHI have demonstrated preservation of robust HIV-

1 specific CD4 T-helper responses that are not detected during the chronic stage of HIV-1 infection,  

(Fidler, et al. 2002; Rosenberg, et al. 1997), however it is unknown whether these immunological 

observations confer a clinical benefit. To date there are no published studies which definitively 

address the role of ART in PHI on long-term clinical outcomes. This concept is currently under test in 

the Short Pulse AntiRetroviral Therapy at HIV-1 seroConversion (SPARTAC) study; an international 

RCT investigating the effect of short-term ART ( 12 or 48 weeks) versus no therapy commenced in 

PHI on long-term disease progression with a primary outcome measure of time to CD4 cell count 

<350 cells/mm³ or the initiation of clinically-indicated therapy (SPARTAC 2006).  
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In the absence of any demonstrated individual benefit, and pending the results of SPARTAC, ART in 

PHI should be given as part of a clinical trial or for clinical indications such as severe symptomatic 

illness, immune reconstitution in those with large CD4 cell count losses during the acute illness, 

development of opportunistic infection or development symptomatic CNS disease.  It is hoped that 

the SPARTAC trial will definitively address the role of strategic use of short-course ART in PHI once it 

reports in mid 2011.  

1.3: HIV-1 Immunopathogenesis 

Mechanisms of immune dysfunction in HIV-1 infection 

The mechanisms by which HIV-1 infection leads to the depletion of CD4 cells and subsequent 

immunodeficiency are not completely understood but include a) the direct infection of CD4 cells by 

the HIV-1 virus and their subsequent destruction through cytopathic and apoptopic mechanisms, b) 

generalised immune hyper-activation and c) immune dysfunction and exhaustion.  

Direct viral Infection 

HIV-1 preferentially infects activated CD4 cells, and as HIV-1 specific CD4 T-cells are among the first 

cells to be activated during HIV-1 infection, cells directed against the virus are at greatest risk of 

infection. Thus a continuous supply of target cells for the virus is maintained (Douek, et al. 2002; 

Grossman, et al. 2006). During acute infection, over one-half of all memory CD4 T-cells are destroyed 

by direct viral infection, and in particular, selective infection of  CCR5 positive CD4 memory T-

lymphocytes in the gut lamina propria and submucosa leads to massive depletion of CD4 T-cell 

reserves (Li, et al. 2005; Mattapallil, et al. 2005).  Viral replication in lamina propria CD4 cells leads to 

direct CD4 cell death through cell lysis and through Fas-Fas-ligand mediated apoptotic pathways 

resulting in their preferential ablation (Li, et al. 2005).  

During the chronic phase of disease, CD4 T-cell depletion continues to occur predominantly in the 

gut, however, at this time HIV-1 infects an apparently small proportion of CD4 T-cells directly, 

estimated at 1 in 100 to 1 in 1000, and thus indirect mechanisms account for the majority of T-cell 

losses (Brenchley, et al. 2004; Douek, et al. 2009). 
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HIV-associated immune activation 

Chronic immune activation is a hallmark of HIV-1 infection and may be manifested by polyclonal B 

cell activation (Lane, et al. 1983), increased T-cell turnover (Hazenberg, et al. 2000), high levels of T-

cell activation (Hazenberg, et al. 2003b), and raised levels of circulating cytokines and other pro-

inflammatory mediators (Aziz, et al. 1999b; Molina, et al. 1989; Valdez and Lederman 1997).  

The T-cell receptor on CD4 and CD8 T-cells cannot recognise antigen unless it is presented in 

association with a major histocompatibility complex (MHC) molecule, and recognises peptides 

bound to HLA molecules on APC. The stimulation of CD8 T-cell lymphocytes and formation of antigen 

specific CTL depend on presentation of an antigenic peptide together with class I MHC antigens, 

whereas CD4 T-cell activation depends on antigen presentation together with a class II MHC 

molecules.  There is a strong selective pressure for pathogens that have mutated in such a way that 

they escape presentation by a MHC molecule. The effector functions of T-cells are determined by 

the array of effector molecules they produce. The CD4 effector T-cells mainly act through the 

production of cytokines and other proteins. They have a wide repertoire of effector activities, and 

after recognition of a pathogen presented by MHC class II, can differentiate into effector subsets 

with different immunological functions. The main subsets are Th1, Th2 and Th17 which activate their 

target cells and several regulatory T-cell subsets (T regs) that have inhibitory activity, limit immune 

activation and suppress T-cell responses. Once an effector T-cell has completed its differentiation it 

finds target cells displaying the MHC-peptide complex that it recognises. The CD8 CTL recognise and 

eliminate virus infected cells by releasing cytotoxic granules which trigger apoptosis. CTL also act by 

releasing cytokines such as IFN-γ and TNF-α.  

Upregulation of CD38, a multifunctional transmembrane glycoprotein, occurs during early stages of 

T-cell activation (Giorgi and Detels 1989). Its expression correlates with other markers of cellular 

activation and is associated with increased cytokine production, increased CD4 cell proliferation and 

cell to cell adhesion (Savarino, et al. 2000). HLA-DR, a MHC class II antigen, is also upregulated on 

activated T-cells. Expression of HLA-DR increases on T-cells at HIV-1 seroconversion, and remains 

high but stable throughout disease progression (Giorgi and Detels 1989).  

Although the presence of immune activation usually reflects a mounting immune response to a 

pathogen, it was noted early on that increased levels of T-cell activation were associated with poor 

prognosis in HIV-1 infected patients (Giorgi, et al. 1993).  Numerous studies have now shown that 

the level of CD4 and CD8 T-cell activation in chronic HIV-1 infection is associated with HIV-1 disease 

progression (Giorgi, et al. 1993; Hazenberg, et al. 2003b; Liu, et al. 1997) and in some studies T-cell 
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activation has been shown to have stronger prognostic significance than CD4 cell count or VL (Giorgi, 

et al. 1999; Giorgi, et al. 2002; Liu, et al. 1997). The level of T-cell activation may be measured by 

assessing either the percentage of cells expressing activation markers of interest, or by the density 

per cell.  Liu at el (1997) examined the prognostic value of several immunological markers in chronic 

HIV-1, including CD8 cell expression of CD38 and HLA-DR antigens, CD4 cell count and serum 

markers of immune activation, including neopterin, β2-microglobulin and soluble tumour necrosis 

factor receptor-α type II (sTNFR2). Of these, elevated expression of CD38 on CD8 cells was the best 

predictive marker for subsequent AIDS diagnosis and death. Giorgi et al. (1999) showed that in 

advanced disease (CD4 cell count of <50 cells/µl), CD38 expression on both CD4 and CD8 T-cells  was 

strongly predictive of progression to death, but that VL was not (Giorgi, et al. 1999). A further study 

showed that CD38 expression on CD8 T-cells to be an exceptionally strong predictive marker for 

disease progression after both short duration (median 2.8 years) and long duration (median 8.7 

years) of HIV-1 infection, and that in later infection it was a stronger predictor of time to AIDS than 

either CD4 cell count or VL (Giorgi, et al. 2002). In a case control study comparing fast and slow 

progressors, increased CD38 expression on both CD4 and CD8 T-cells, and elevated proportion of 

CD8+ T-cells with dual expression of CD38 and HLA-DR, were all associated with rapid HIV-1 

progression (Cao, et al. 2009). This study further showed a relative expansion of T regs identified as 

FoxP3+CD25+CD4+ T-cells  during HIV-1 infection, which positively correlated with CD4+ T-cell 

activation among HIV-1 infected fast progressors and which were associated with disease 

progression. In contrast to the assumed role of T regs as the suppressors of activation, the authors 

concluded that these cells may have a negative impact on the immune control of HIV-1 infection 

(Cao, et al. 2009). The presence of FoxP3 expression in the CD4 T-cell population as a marker of 

severity of HIV-1 infection has been confirmed in other studies (Suchard, et al. 2010).   

The pathogenic significance of immune activation has been highlighted in several animal models. In 

non-human primates, SIV infection of both the Sooty Mangabey and the Rhesus macaque results in 

high levels of SIV replication. However, in macaques high levels of immune activation occur resulting 

in progressive immunodeficiency, whereas Sooty Mangabeys display no increases in immune 

activation and rarely exhibit clinical disease, despite evident viral replication (Meythaler, et al. 2009; 

Silvestri, et al. 2003; Sumpter, et al. 2007).  A similar observation comes from human studies of HIV-

2 infection. HIV-2 is associated with lower levels of immune activation, and individuals with HIV-2 

typically experience a more benign disease course compared to those with HIV-1 infection (Sousa, et 

al. 2002). The Nef protein from non-pathogenic SIV strains and from HIV-2 has a T-cell activation 

suppressing function which appears to have been lost in HIV-1 infection evolution (Schindler, et al. 

2006). 
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Levels of T-cell activation correlate with plasma HIV RNA and following introduction of ART, a decline 

in plasma HIV RNA is accompanied by a reduction, but not normalization, in immune activation 

(Deeks, et al. 2004).  However, several studies indicate that immune activation also occurs 

independently of direct antigenic stimulation resulting from HIV-1 viraemia. In transgenic mice, 

chronic immune activation persistently triggered through CD27-CD70 interactions, leads to the 

exhaustion of the naive T-cell pool, loss of immune responses, and susceptibility to opportunistic 

infections, indicating that this phenomenon triggers immunodeficiency in the absence of a viral 

infection (Tesselaar, et al. 2003).  Elite controllers have higher levels of T-cell activation than those 

suppressed on ART, or than HIV-negative controls, and high levels of immune activation correlate 

with a lower CD4 cell count, suggesting that immune activation remains a pathogenic phenomenon 

and contributes to CD4 cell loss in the absence of detectable viraemia (Hunt, et al. 2008).  In ART 

treated patients with sustained viral suppression, persistent T-cell activation is associated with lower 

CD4 T-cell gains (Hunt, et al. 2003). In keeping with this, individuals who have long-term 

asymptomatic HIV-1 infection despite high VLs, have significantly lower levels of activated T-cells 

than those with progressive disease (Choudhary, et al. 2007).   

Immune activation in PHI  

Few studies have focussed on levels of T-cell activation in PHI, a time when immunological events 

may have a marked impact on disease outcome. Hazenburg et al. (2003) assessed levels of T-cell 

activation, as measured by CD38% expression, HLA-DR%  expression and dual expression of both 

markers, 12 months after seroconversion in a cohort of 97 individuals followed up for a median of 4 

years. CD4 CD38% and dual CD8 CD38 HLA-DR% were predictive of progression to AIDS, however on 

adjusting for VL, only CD8 CD38 HLA-DR dual expression remained significant. When treated as time-

dependant covariates, CD38 expression on CD8 and CD4 T-cells were predictive for disease 

progression, although on multivariate analysis only CD4 CD38% expression remained significant 

(Hazenberg, et al. 2003b). Another study by Deeks et al. (2004) assessed CD4 and CD8 CD38 

expression in 68 untreated individuals within 12 months of seroconversion, and found that CD8 

CD38 was independently associated with the rate of CD4 cell decline (Deeks, et al. 2004).  It is clear 

from these studies that not all activation markers have equally predictive value, possibly reflecting 

their different roles in amplifying and maintaining immune responses.   

Hazenburg at el. (2003) showed that levels of T-cell activation, even prior to seroconversion, predict 

HIV-1 disease progression.  In a cohort of 56 individuals who were HIV-negative at the time of 

analysis but who seroconverted during a period of follow-up, higher proportions of CD70+CD4 T-cells 

before seroconversion were associated with a shorter AIDS free survival, and CD4 cell count <500 
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cells/µl prior to seroconversion was also associated with a significantly shorter median time to AIDS 

compared to those with CD4 cell count >500 cells/µl.  The CD70 antigen is expressed on activated T-

cells and controls for the magnitude and duration of T-cell responses. This study highlights that 

factors relating to the host immune system, even prior to HIV-1 acquisition, determine subsequent 

outcome upon infection with HIV-1.  

Mechanisms driving HIV-1-mediated immune activation  

The exact mechanism driving HIV-1 related immune activation is not fully understood. The first 

immune responses against HIV-1 generated in PHI are aimed at controlling the virus. The adaptive 

immune response to HIV-1 infection is a key driver of immune activation and persists into the 

chronic phase of HIV-1 infection. Chronic antigenic stimulation from HIV-1 viraemia, both directly 

and indirectly, leads to immune activation, but does not solely account for the full extent of immune 

activation seen. Antigenic stimulation from other infections may also contribute to immune 

activation, as demonstrated by studies showing accelerated SIV induced disease progression in 

macaques subjected to repeated immune stimulation via repeated injection of SIV independent 

antigens (Villinger, et al. 2001), and  observations of reduced CD4 cell counts in association with 

raised levels of serum pro-inflammatory cytokines during intercurrent infections in humans (Anzala, 

et al. 2000).  In addition, viruses such as cytolomegalovirus (CMV) and Epstein-Barr virus (EBV) 

induce antigenic stimulation, particularly due to reactivation during the latter stages of HIV-1 

infection.  

A recent study showed that CD4 cell depletion results in CD4 cell proliferation, probably through the 

increased production of IL-7, a cytokine linked to cell cycle progression, secreted as a homeostatic 

response (Catalfamo, et al. 2008). It has been hypothesised that the massive depletion of mucosal 

CD4 cell reserves occurring during PHI creates a permanent imbalance, and that immune activation 

occurs as a homeostatic mechanism in order for the immune system to replace its losses (Cadogan 

and Dalgleish 2008).  
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Role of the gastro-intestinal (GI) tract  

The role of the GI tract in the aetiology of HIV-associated immune activation has been highlighted in 

recent studies. The high level HIV-1 replication in GALT, occurring mainly during PHI, but continuing 

into the chronic phase of disease, is associated with permanent damage to both the structural and 

immunological environment of the GI tract (Centlivre, et al. 2007).  Massive CD4 cell losses, in 

particular to the Th17 cells involved in generating a rapid response to microbial pathogens at 

mucosal sites, have a direct effect on the intestinal epithelial barrier as well as local innate and 

adaptive immune function (Dandekar, et al. 2010). In addition to CD4 cell losses, other abnormalities 

have been observed within the GI tract in both HIV-1 and SIV infections. Gene expression profiles 

from GI biopsies in HIV-1 infected individuals indicate downregulation of genes associated with cell 

cycle regulation, lipid metabolism and epithelial cell barrier functions (Brenchley and Douek 2008).  

HIV-1 infection is associated with a clinical enteropathy that can occur from acute phase through to 

advanced stages of disease and is associated with villous atrophy, crypt hyperplasia and villous 

blunting (Brenchley and Douek 2008). Brenchley et al. (2006) hypothesized that these factors result 

in an increase in gut permeability, permitting translocation of gut-colonising bacteria and their 

metabolites across the gut epithelium and into the systemic circulation.  This microbial translocation 

results in activation of the innate immune system, with microbial products acting as toll-like receptor 

ligands, stimulating macrophages and dendritic cells to produce pro-inflammatory cytokines such as 

TNF-α and IL-6, and activating lymphocytes and further monocytes to induce systemic immune 

activation. This theory is supported by evidence of higher levels of circulating lipopolysaccharide 

(LPS), or endotoxin, in patients with chronic HIV-1 infection which correlate with the degree of both 

innate and adaptive immune activation (Brenchley, et al. 2006; Jiang, et al. 2009).  Furthermore, in 

animal models, microbial translocation does not occur during non-pathogenic SIV infection of Sooty 

Mangabeys, whereas LPS levels are significantly increased in SIV-infected macaques (Brenchley, et 

al. 2006).  

That LPS mainly is derived from gut sources is indicated by animal studies observing rises in LPS 

levels when measured before and after  acute infection with SIV and dramatic reductions in LPS 

levels in SIV infected monkeys upon receipt of  gut sterilizing antibiotics (Brenchley, et al. 2006).  

These data are supported by non-HIV-related disease models such as inflammatory bowel disease 

and graft versus host disease where gut-derived bacterial translocation is a well established factor in 

the pathogenic process (Caradonna, et al. 2000; Cooke, et al. 2002).   

Brenchley et al. (2006) demonstrated the potential role of microbial translocation in causing immune 

activation in a series of experiments examining LPS in HIV-1 infection. In a cross-sectional study 
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looking at independent cohorts of HIV-1 infected individuals, LPS was raised in individuals with 

chronic HIV-1 infection, both in those with a CD4 T-cell count >200 cells/µl (n=59) and in those with a 

CD4 T-cell count <200 cells/µl (n=39), compared to HIV-negative individuals. When LPS was 

examined in relation to manifestations of immune stimulation not directly related to LPS mediated 

activation, a direct correlation between LPS and frequency of CD38+HLA-DR+ CD8 T-cells, and 

between LPS and IFN-α, was seen. There was no correlation between LPS level and CD4 cell count or 

VL.  LTNP had higher LPS than HIV-negative individuals and showed a trend towards lower levels 

than progressors. In longitudinally followed up patients who received 48 weeks ART and achieved 

undetectable VLs, there was a significant decrease in LPS, but levels were still raised compared to 

HIV-negative patients. LPS was inversely correlated with rise in CD4 cell count on ART (Brenchley, et 

al. 2006). Another study found that LPS was raised in HIV-1 infected patients compared to HIV-

negative controls, but levels normalised after 2 years of effective ART (Troseid, et al. 2010).  These 

findings are supported by another study which amplified a well-conserved 16S ribosomal DNA 

(rDNA) subunit common to most bacteria. Bacterial rDNA was higher in HIV-positive patients than 

HIV-negative controls and in untreated patients with chronic HIV infection compared with 

individuals on ART.  Higher levels of bacterial DNA were associated with higher levels of T-cell 

activation (dual CD38 HLA-DR expression) and lower levels of immune restoration on commencing 

ART (Jiang, et al. 2009). A cross-sectional study in Sweden showed that levels of LPS were directly 

correlated with the severity of both HIV-1 and HIV-2 infection, and that LPS levels correlated with VL 

and inversely with CD4 cell count (Nowroozalizadeh, et al. 2010). Microbial translocation has also 

been associated with HIV-1 related neurological disease, as indicated by raised levels of LPS and LPS 

induced monocyte activation (sCD14) in individuals with HIV-associated dementia compared to 

other HIV-infected individuals with a CD4 cell count of <300 cell/µl, independent of CD4 cell count 

and HIV RNA levels (Ancuta, et al. 2008).   

Although there are much data supporting the hypothesis that microbial translocation is a key 

mediator of immune activation, other groups have been unable to show a correlation between T-cell 

activation and LPS levels (Cassol, et al. 2010; Papasavvas, et al. 2009; Wallet, et al. 2010), and the 

relationship between microbial translocation, immune activation, and disease outcomes is unclear. A 

recent study in Ugandan patients found that LPS has little effect on rate of HIV-1 progression in the 

African population (Redd, et al. 2009), but showed that levels of C-reactive protein (CRP) were 

predictive of HIV-1 disease outcome, concluding that immune activation is associated with HIV-1 

disease progression in the absence of microbial translocation (Redd, et al. 2010). Another study 

demonstrated increased levels of both circulating LPS and T-cell activation in HIV-1–infected South 

Africans with advanced disease (CD4<200 cells/µl) compared with uninfected African controls, but 
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did not observe any direct correlations between the frequency of CD38+HLADR+ CD8 T-cells or IFN-γ 

and plasma LPS levels. LPS levels correlated with sCD14 and TNF-α, and remained elevated in 

patients receiving effective ART, suggesting that microbial translocation is a driver of inflammation. 

The authors conclude that the processes contributing to the increase in immune activation in an 

African setting are multifactorial (Cassol, et al. 2010). Few longitudinal studies have assessed the 

prognostic importance of microbial translocation in HIV-1 infection in Western cohorts and thus its 

clinical significance is not completely understood. 

T-cell dysfunction and exhaustion 

The preferential infection of virus specific CD4 T-cells leads to impairment of HIV-1 specific CD4 cell 

function, occurring very early in acute infection (Lichterfeld, et al. 2004; Rosenberg, et al. 1997), 

followed by a reduced ability of CD4 T-cells to respond to other antigens (Lange, et al. 2003). 

Impairment of CD4 T-cell responses also affects HIV-1 specific CD8 T-cells responses (Lichterfeld, et 

al. 2004) resulting in functional deficits ranging from loss of cytolytic activity to complete exhaustion 

of T-cells.  

T-cell exhaustion may be defined as an inability of a CTL to produce cytokines or proliferate in 

response to environmental stimulus, resulting in functional CTL impairment and loss of viral control 

(Day, et al. 2006).  Multiple studies have reported an association between expression of inhibitory 

molecules, such as Programmed Death-1 (PD-1) and T cell exhaustion in chronic viral infection 

(Barber, et al. 2006; Day, et al. 2006; Trautmann, et al. 2006). Barber et al. showed that high levels of 

PD-1 were expressed on CTL in chronic mouse Lymphocytic Choriomeningitis virus (LCMV) infection, 

and that antibody blockade of the PD-1 signaling pathway resulted in a rapid increase of effector CTL 

function and enhanced viral clearance, indicating that virally-mediated CTL exhaustion may be 

reversible and raising possibilities for novel therapies (Barber, et al. 2006). 

Several studies have highlighted the role of PD-1 in negatively regulating the CTL response to HIV-1. 

Apoptosis of HIV-1 specific CTL is promoted by PD-1, and its expression on HIV-1 specific CTL 

correlates with other features of functional CTL exhaustion, such as impaired cytokine production 

and reduced capacity for CTL proliferation (Day, et al. 2006; Trautmann, et al. 2006). Expression of 

PD-1 on both HIV-1 specific CD8 and CD4 cells has been shown to correlate with predictors of 

disease progression, such as VL and inversely with CD4 T-cell count (D'Souza, et al. 2007; Day, et al. 

2006). Blockade of PD-1 increases PD-1+ T-cell function, and in animal studies leads to reduction in 

plasma SIV VL (Day, et al. 2006; Petrovas, et al. 2007; Trautmann, et al. 2006).    
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Sauce et al. (2007) looked at PD-1 in relation to the expression of CD38 and HLA-DR in both healthy 

controls and chronically infected HIV-1 infected individuals and observed that activated CD8 T-cells 

express higher levels of PD-1, compared to resting cells. Within the PD-1 positive cell population, a 

consistent up-regulation of PD-1 was observed on the cell surface of CD8 T-cells with higher CD38 or 

HLA-DR expression. Expression of PD-1 was also related to differentiation stage, expressed by 

subsets of antigen-experienced CD8 T-cells and strongest on early/intermediate differentiated CD8 

cells.  In addition, the study observed that in individuals undergoing interruption of ART, a 

concomitant up-regulation of CD38 and PD-1 on antigen-experienced CD8 T-cells occurred alongside 

viral rebound.  No direct association between the PD-1 expression and functional capacity of HIV-1 

specific CD8 T-cells was seen in this study. The authors concluded that on the one hand, high PD-1 

expression on HIV-1 specific CD8 T-cells may reflect cellular exhaustion and result in uncontrolled 

high VL, on the other hand, PD-1 is up-regulated further due to T-cell activation in the presence of 

high VL. Petrovas et al. showed that cells expressing high levels of PD-1 undergo high levels of 

spontaneous apoptosis and that manipulation of PD-1 leads to changes in the ability of the cells to 

survive and expand (Petrovas, et al. 2006; Petrovas, et al. 2007). Upregulation of PD-1 on activated 

CD8 T-cells in HIV-1 infected individuals may, therefore, be part of the homeostatic mechanism 

controlling T-cell proliferation and activation.  

Consequences of immune activation and exhaustion 

As cellular activation facilitates viral integration, T-cell activation promotes further HIV-1 replication, 

partly through increasing intracellular-nuclear-factor-kappa, which enhances transcription of 

integrated virus (Kawakami, et al. 1988).  Increased levels of HIV RNA promote further immune 

activation thus establishing a self perpetuating vicious circle. In addition, the release of pro-

inflammatory cytokines leads to ongoing T-cell activation.  

Cellular activation induces T-cell proliferation and differentiation, and persistent viral replication and 

repeated antigenic stimulation results in exhaustion of replicative capacities and functional T-cell 

impairment.  The dynamics of activation, expansion and apoptosis differ between CD4 and CD8 T-

cells, and whereas CD8 T-cells expand rapidly on activation, establishing a pool of resting memory 

cells, the capacity of CD4 cells to expand and survive is lower, so that many activated CD4 cells 

undergo apoptosis, resulting in a decline in total CD4 T-cell numbers (Appay and Sauce 2008). 

Chronic immune activation results in fibrosis of the lymphatic tissue, thymic dysfunction, and a 

general decline in T-cell renewal capacities, meaning that the naive T-cell pool cannot be replenished 

and is unable to replace exhausted CD8 T-cell clones or depleted CD4 T-cells. Consequently, a shift 

towards differentiated antigen experienced cell populations occurs, resulting in an overall 
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immunosenescence similar to that seen with age. Senescent antigen experienced memory T-cells 

display a CD28-/CD57+ phenotype which is associated with reduced proliferative capacity and 

shortened telomere length, a marker of biological aging (Appay, et al. 2007).  

As uncontrolled viral replication leads to depletion of the remainder of the CD4 cell pool, the 

immune system’s ability to control pathogens is lost resulting in the clinical manifestations of 

immunodeficiency characteristic of HIV-1 infection (Appay and Sauce 2008). In addition, ongoing 

viral replication and immune activation result in a chronic pro-inflammatory state, leading to 

activation of pro-coagulatory pathways, endothelial activation, and accelerating non AIDS-related 

disease processes such as CVD. A model of HIV-1 disease pathogenesis is shown in Figure 1.3. 
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Figure 1.3. Model of HIV-1 pathogenesis  
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1.4: Inflammatory responses in chronic infection and implications for clinical disease 

Inflammatory responses in chronic HIV-1 infection 

Viral replication and immune activation in chronic HIV-1 infection induce a pro-inflammatory state 

associated with raised levels of inflammatory biomarkers, such as IL-6 and CRP, thrombotic markers, 

such as D-dimer and fibrinogen, and markers of endothelial activation such as Inter-Cellular 

Adhesion Molecule-1 (ICAM-1) and Vascular Cell Adhesion Molecule-1 (VCAM-1) (Neuhaus, et al. 

2010; Tien, et al. 2010; Wolf, et al. 2002). Inflammatory and coagulation pathways are closely linked, 

and whilst inflammation leads to activation of coagulation, coagulation also considerably influences 

inflammatory activity (Levi, et al. 2004). Inflammation leads to induction of tissue factor pathways, 

resulting in generation of thrombin and subsequent conversion of fibrinogen to fibrin. Tissue factor, 

thrombin, and other activated coagulation proteases bind to specific cell receptors called protease 

activated receptors to induce signalling pathways that mediate further inflammatory responses (Levi, 

et al. 2004). Endothelial cell activation results in the formation and shedding of pro-coagulant 

microparticles and leukocyte adhesion molecules, triggering inflammatory responses, adhesion and 

transmigration of leucocytes, platelet aggregation and activation of coagulation pathways (Shantsila, 

et al. 2010).  

In HIV-uninfected individuals, levels of IL-6, hs-CRP (high-sensitivity CRP) and ICAM-1 predict the risk 

of future cardiac events (Ridker, et al. 1998; Ridker, et al. 2002; Ridker, et al. 2000b). Raised D-dimer 

and fibrinogen are also associated with increased cardiovascular risk in apparently healthy 

individuals, indicating that activation of the endogenous fibrinolytic system occurs many years in 

advance of subsequent cardiovascular complications (Mora, et al. 2006; Ridker, et al. 1994).   

Early studies showed that pro-inflammatory cytokines such as IL-6 were associated with markers of 

HIV-1 disease progression, such as low CD4 cell count (Aziz, et al. 1998; Lafeuillade, et al. 1991). A 

cross-sectional analysis of 513 patients with chronic HIV-1 infection enrolled in the US Multicenter 

AIDS Cohort Study (MACS) in the pre-HAART era, found that levels of hs-CRP, an acute-phase protein 

generated in response to proinflammatory cytokines, such as IL-6, correlated with VL and inversely 

with CD4 cell count. In a longitudinal analysis of 81 individuals from the same study cohort, hs-CRP 

levels increased over time and raised levels were significantly associated with HIV-1 progression to 

AIDS, independent of CD4 cell count and HIV RNA levels  (Lau, et al. 2006). A recent analysis from the 

Fat Redistribution and Metabolic Change in HIV-1 Infection (FRAM) study showed that both 

fibrinogen and hs-CRP levels in HIV-1 infected patients independently predicted mortality over a five 

year follow-up period. When stratified by CD4 cell count, this was true even for individuals with high 
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CD4 cell count of >500 cells/µl, although the magnitude of risk was smaller (Tien, et al. 2010). A 

study in individuals commencing ART showed that higher pre-treatment concentrations of IL- 6, as 

well as soluble TNF receptor-1 (sTNFR-1), soluble CD27, and soluble CD40 ligand (sCD40L), were 

associated with a new AIDS-defining illness or death, occurring while on ART. Soluble TNFR-1, sCD27 

and sCD40L belong to the TNF superfamily of receptors that regulate lymphocyte proliferation, 

differentiation and survival, indicating that a heightened state of immune activation and 

inflammation prior to commencing ART is associated with adverse outcome while on treatment 

(Kalayjian, et al. 2010).  

Treatment interruption and Inflammation: The SMART study 

The first major indications that subclinical inflammation in chronic HIV-1 infection was associated 

with significant morbidity and mortality were made apparent through the results from a large-scale 

RCT, Strategies for Management of Anti-Retroviral Therapy (SMART), which investigated the use of 

strategic treatment interruption in individuals with chronic HIV-1 infection and CD4 cell counts > 350 

cells/µl.  The study was conducted to determine the effects of discontinuing successful ART in 

individuals with controlled infection, as a strategy to limit the complications of ART.  

Although widespread availability of ART has lead to a dramatic decrease in HIV-associated morbidity 

and mortality, ART regimens are associated with significant drug-associated toxicities, development 

of resistance and high costs. Early studies showed a link between ART therapy and metabolic 

complications, such as dyslipidaemia and  insulin resistance (Grunfeld, et al. 2008), and cumulative 

ART exposure was shown to be associated with increased cardiovascular risk in a large prospective 

cohort study, the Data Collection on Adverse Events of Anti-HIV-1 Drugs (DAD) study (Friis-Moller, et 

al. 2003). Treatment strategies conferring sustained immunological function in the absence of these 

complications are, therefore, highly desirable and several studies investigated strategies minimising 

ART exposure with this goal in mind (Ananworanich, et al. 2006; El-Sadr, et al. 2006).  

The SMART study, which included 5000 participants, compared a CD4-guided strategy of planned 

treatment interruptions versus continuous ART. Participants with CD4 >350 cells/µl were 

randomised to either a Drug Conservation (DC) arm or a Viral Suppression (VS) arm. In the DC arm, 

ART was deferred until CD4 cell count fell to <250 cells/µl and was discontinued when it returned to 

>350 cells/µl measured on two consecutive occasions at least two months apart. In the VS arm, ART 

was continued irrespective of CD4 cell count.  

In contrast to expectation, interruption of ART was associated with an increased frequency of all 

cause mortality (Hazard ratio (HR) 1.8 95% CI, 1.2 to 2.9; p=0.007), and following interim analyses, an 
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independent data and safety monitoring board recommended premature termination of the study in 

January 2006. Most of the deaths that occurred were attributable to non-AIDS events, including an 

increased risk of cardiovascular events (HR 1.57 95% CI 1-2.46, p=0.05) (El-Sadr, et al. 2006).  

The investigators hypothesised that the increased risk of treatment interruption in chronic infection 

may be due to HIV-1 induced activation of inflammatory and coagulation pathways. They therefore 

examined six plasma biomarkers (IL-6, D-dimer, Amyloid A, Amyloid P, hs-CRP and prothrombin 

fragment 1+2) in a random sample of 499 participants divided between the two study arms. Prior to 

randomisation, 74% of participants in this random sample were on ART and among these, 71% had a 

HIV RNA ≤400 copies/ml. Median age at baseline was 44 (IQR 38 to 51) years and 71% were male. 

The median baseline CD4 cell count was 540 (IQR 432 to 730) cells/µl. Baseline D-dimer was 

significantly higher in those not on ART (p<0.001) and in those with detectable viraemia on ART 

(p=0.02), but IL-6 did not vary significantly according to use of ART and HIV RNA at baseline. Higher 

D-dimer levels were also associated with higher age (p=0.002), black ethnicity (p=0.01), female 

gender (p<0.001), lower CD4 cell count (p=0.002), and greater body mass index (BMI) (p<0.001). 

Higher IL-6 at baseline was associated with age (p<0.001) and BMI (p<0.001)(Kuller, et al. 2008).  

Treatment interruption was associated with significantly increased levels of the systemic 

inflammatory markers IL-6 and D-dimer coincident with recrudescent HIV-1 viraemia. One month 

after randomisation, there was a 16% increase in D-dimer and a 30% increase in IL-6 in those 

discontinuing ART. In the subgroup of participants with HIV RNA <400 copies/ml at study entry there 

was a median increase in D-dimer of 0.07μg/ml (a 27% increase) in those stopping ART, compared 

with a reduction of 0.02μg/ml in the continuous treatment arm (p<0.0001 for difference). Similarly, 

for IL-6 the median increased by 0.98pg/ml (a 43% increase) in those stopping ART and increased by 

0.08pg/ml in the continuous treatment arm (p<0.0001).  There was a significant association between 

the magnitude of HIV RNA rebound on discontinuing ART and the rise in both IL-6 (p=0.003) and D-

dimer (p=0.005).  In a case control analysis comparing those who died with those who survived, both 

baseline levels of IL-6 ad D-dimer, and latest level prior to death, were strongly predictive of all-

cause mortality (p<0.0001 for all). There was a weaker association between hs-CRP and mortality. 

Kuller et al. concluded that the adverse events seen in the SMART study were likely to be related to 

inflammatory and coagulatory processes induced by HIV-1 replication upon discontinuing therapy 

(Kuller, et al. 2008).  

Further analyses of SMART data have shown that IL-6 and hs-CRP levels independently predict the 

development of opportunistic infection (Rodger, et al. 2009), and that sCD14, a marker of 
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macrophage activation secondary to LPS stimulation, is also predictive of all cause mortality 

(Sandler, et al. 2010). 

In a cross-sectional analysis involving SMART participants, biomarkers of inflammation, coagulation 

and renal function in 781 SMART study participants were compared to individuals enrolled in the 

Multi-Ethnic Study of Atherosclerosis (MESA), and Coronary Artery Development in Young Adults 

(CARDIA) studies. MESA and CARDIA are two large cohort studies of healthy individuals assessing 

long-term cardiac risk in individuals aged 45-76 years, and 33-44 years, respectively. Levels of hs-

CRP, IL-6, D-dimer and cystatin C (a marker of renal function) were all significantly higher in SMART 

study participants than in healthy control populations.  This remained true when SMART participants 

receiving ART with HIV RNA levels <400 copies/ml were compared to the healthy control population. 

Biomarker levels in ART treated individuals were approximately 40–60% higher than matched 

controls from the general population (Neuhaus, et al. 2010).  In a recently published SMART study 

analysis of a subgroup of participants who were naïve to ART or off ART for 6 months or longer at 

study entry, starting ART was associated with a 32% reduction in D-dimer levels at 6 months 

compared to those who did not initiate ART (p<0.001); but no significant differences were seen for 

hs-CRP or IL-6 levels compared to healthy controls. It should be noted that only 62% of ART treated 

individuals achieved HIV RNA levels <400 copies/ml in this analysis, and amongst those with VL 

suppression to below this level, significant reductions in IL-6 and hs-CRP were seen compared to 

baseline biomarker levels (Baker, et al. 2010). However, these recent analyses indicate that ART may 

not completely normalise levels of inflammation and risk associated with inflammation may remain 

even after ART is commenced. 

Other treatment interruption studies assessing inflammatory responses 

The SMART findings are supported by further studies indicating a rise in markers of inflammation 

and immune activation upon treatment interruption in chronic HIV-1 infection, which may persist 

even after reintroduction of ART (Calmy, et al. 2009; Papasavvas, et al. 2008; Tebas, et al. 2008). 

Papasavvas, et al. (2008) assessed changes in endothelial activation and T-cell markers of immune 

activation in individuals undergoing treatment interruption, and demonstrated that stopping ART 

was associated with rises in markers of endothelial activation (VCAM-1 and ICAM-1) and T-cell 

activation (CD8 CD38 expression). Rises in VCAM-1 correlated with both CD38 expression and HIV 

RNA, supporting a direct pathogenic relationship between viral replication, immune activation and 

endothelial stress. Tebas et al. (2008) also showed that there was an increase in T-cell activation 

(CD8 CD38 HLA-DR expression) on stopping ART, as well as rises in sTNFR2, and decreases in HDL 

cholesterol,  and hypothesised that these factors may contribute to the adverse cardiovascular risk 
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seen in the SMART study. In the Swiss-Thai-Australia Treatment Interruption Trial (STACCATO), 

Calmy et al.(2009) measured a selection of biomarkers before ART was initiated, after ART had 

suppressed HIV RNA to < 50 copies/ml and 12 weeks after randomization to continued ART (n=48) or 

interrupted ART (n=97). Initiation of ART resulted in significant declines in s-VCAM-1, P-selectin (a 

marker of platelet activation), and D-dimer, whereas cytokines with anti-inflammatory properties, 

such as IL-10, increased. Twelve weeks after stopping therapy, increases in plasma RNA were 

associated with rises in VCAM-1 and CCL2. There was no association between treatment interruption 

and IL-6, however a low sensitivity assay was used for measuring IL-6 and the majority of results 

were under the lower limit of detectability.  

HIV, endothelial dysfunction and cardiovascular disease 

Chronic inflammation and immune activation are important risk factors for CVD, and in HIV-

uninfected individuals, atherosclerosis is now recognised as a predominantly inflammatory disorder 

(Libby, et al. 2002). Chronic inflammation and immune activation associated with untreated HIV-1 

disease have been associated with an increased incidence of CVD (Hsue, et al. 2009; Triant, et al. 

2009). The extent to which HIV-1 itself accelerates CVD independent of its effects on traditional CVD 

risk factors or ART side effects is difficult to clarify. In a cohort study of 3851 HIV-1 infected and 

1044589 HIV-uninfected individuals, myocardial infarction (MI) was increased in HIV-positive 

patients with a relative risk of 1.75 (95% CI 1.51-2.02 p<0.0001), adjusting for age, gender, race, 

hypertension, diabetes and dyslipidaemia (Triant, et al. 2007). In a recent study of internal carotid 

intima medial thickness (IMT), a marker of subclinical atherosclerosis predictive of CVD events, HIV-1 

infected individuals had a highly significant increase in carotid IMT compared to HIV-negative 

controls, even after adjusting for demographics and traditional CVD risk factors, and HIV-1 was a risk 

factor for atherosclerosis similar in magnitude to traditional CVD risk factors, such as smoking 

(Grunfeld, et al. 2009). 

The role of inflammatory processes in HIV-1 related cardiac disease has been investigated in several 

studies. In a recent study of 487 HIV-1 infected patients compared to 70,000 HIV-uninfected 

individuals, elevated CRP and HIV-1 were each independently associated with increased risk of MI, 

and patients with HIV-1 with increased CRP had a particularly increased risk of MI (OR 2.13; 95% CI 

1.92 to 2.37; p<0.0001)(Triant, et al. 2009). In a case control study comparing HIV-1 infected 

individuals who had had a cardiac event with those who had not, Ford el al. demonstrated that 

several biomarkers (D-dimer, VCAM-1, soluble tissue factor and tissue inhibitor of 

mettaloproteinase-1) predicted cardiac events when measured either a year or 4 months prior to 

the event, although traditional risk factors were also of key importance (Ford, et al. 2010). A study 
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comparing HIV-negative individuals to elite controllers showed that controllers had increased levels 

of subclinical atherosclerosis. This indicates that HIV-1 infection increases cardiac risk even in the 

absence of HIV-1 viraemia or ART (Hsue, et al. 2009). Controllers have higher levels of hs-CRP, and T-

cell activation compared to HIV-negative individuals, indicating that premature atherosclerosis in 

HIV-1 may be due to HIV-1-induced inflammation and immune activation independent of VL, and 

highlighting that although controllers have improved outcomes compared to viraemic patients, elite 

control is not a completely benign condition (Hsue, et al. 2009; Hunt, et al. 2008). 

Biological markers of endothelial and platelet activation are increased in patients with arterial 

disease and are associated with progression of atherosclerosis. A study of 52 HIV-1 infected 

individuals showed that ICAM-1 and VCAM-1 were both raised compared to HIV-negative controls, 

and that on multivariable analysis these endothelial activation markers correlated with sTNFR2, 

suggesting  that endothelial activation is related to inflammation in the setting of HIV-1 infection 

(Melendez, et al.., 2008). A study of 41 HIV-1 infected individuals showed that levels of endothelial 

markers VCAM-1, ICAM-1, as well as D-dimer and von Willebrand Factor (vWF), reduced significantly 

on commencing ART. VCAM-1 and vWF significantly correlated with HIV RNA levels (Wolf, et al. 

2002).  Another recent study compared endothelial and platelet activation markers in 56 HIV-1 

infected individuals starting ART with HIV-negative controls and HIV-1 infected patients not starting 

ART. VCAM-1, CCL2, vWF and P-selectin, were all raised in HIV-1 infected patients, and VCAM-1, vWF 

and P-selectin reduced on commencing ART (Francisci, et al. 2009). The authors concluded that HIV-

1 itself, rather than ART, causes endothelial dysfunction.  Another study showed that CCL2 levels 

correlated with HIV RNA levels, and found an independent positive association between these 

factors and aortic vessel wall area and vessel wall thickness, measured by magnetic resonance 

imaging, supporting the link between HIV-1 infection, inflammation and atherosclerotic burden 

(Floris-Moore, et al. 2009).   

A study of patients commencing ART reported a significant improvement in endothelial function 

after starting therapy, as measured by brachial artery flow-mediated dilation, indicating that 

controlling HIV-1 viraemia with ART may be a successful approach to reducing cardiac risk (Torriani, 

et al. 2008). However, few studies have assessed the effects of starting ART on non HIV-1 related 

disease outcomes. ART itself is associated with some degree of risk and as described above does not 

completely normalise inflammatory and immune activation parameters compared to HIV-negative 

individuals (Neuhaus, et al. 2010).  
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ART and cardiovascular disease 

Prolonged exposure to ART is associated with dyslipidaemia and insulin resistance, which may 

potentially accelerate the onset of CVD (Grunfeld, et al. 2008). The DAD study demonstrated 

cumulative exposure to protease inhibitors (PI) as a risk factor (Friis-Moller, et al. 2007), partly 

explained by the effects of this drug class on lipid profile. Further analyses showed that the 

nucleoside reverse transcriptase inhibitors (NRTIs), abacavir and didanosine, were also associated 

with an increased risk of MI (Sabin, et al. 2008). The mechanism by which this occurs is unclear, as 

the risk was independent of the effects of ART on lipid and metabolic profiles, and cardiovascular 

events were limited to patients currently receiving, or within 6 months of receipt of the drug, rather 

than cumulative exposure.   

A sub-analysis of the SMART study confirmed that current use of abacavir was associated with an 

excess risk of CVD, and showed that subjects on abacavir had significantly higher levels of the 

inflammatory markers, IL-6 and hs-CRP, than subjects not receiving abacavir (Lundgren 2008). A 

prospective study described hyper-reactive platelets in patients receiving abacavir, compared to 

those not receiving abacavir (Satchell C 2009). Hence, platelet activity or other inflammatory 

mechanisms may be responsible for the adverse risk seen. The association between abacavir and 

cardiovascular risk has been confirmed in some further studies (Durand 2009; Lang 2009; Martin, et 

al. 2009) but not in others (Bedimo R 2009; Benson 2009; Brothers, et al. 2009). In the Simplification 

with Fixed-dose Tenofovir/Emtricitabine or Abacavir/Lamivudine in Adults (STEAL) study, a 

randomized simplification study in which treatment-experienced patients with controlled HIV-1 

infection were switched to simplify their regimen with either fixed-dose combination of 

tenofovir/emtricitabine or abacavir/lamivudine, there was a statistically significant increase in 

cardiac events in the abacavir arm, although the study was limited by small overall numbers of 

events (Martin, et al. 2009). However, no difference in  circulating levels of inflammatory or 

coagulatory biomarkers were seen between the study arms (Martin, et al. 2010). In a review of 

compiled HIV-1 clinical trial safety data from clinical trials sponsored by the abacavir manufacturer, 

GSK, there was no evidence of excess risk related to abacavir (Brothers, et al. 2009). The role of 

abacavir in causing CVD remains controversial.  

In the FRAM study, fibrinogen levels were 11% higher for participants taking a protease inhibitor, 

compared to those not using a protease inhibitor, further suggesting that specific ART components 

may have different effects on inflammatory or pro-thrombotic processes that influence 

cardiovascular risk (Madden, et al. 2008).  
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As HIV-1 infected patients live longer due to availability of ART, the impact of non-opportunistic 

disease becomes apparent. The aforementioned studies indicate that accelerated onset of CVD in 

HIV-1 infection may be related not only to the metabolic complications of ART and a high incidence 

of traditional CVD risk factors, but also to inflammatory responses triggered by HIV-1 itself, even in 

the absence of virus, or by specific components of ART. The exact role of immune activation and 

inflammation in the pathogenesis of CVD in HIV-1 infected individuals remain to be clarified.  

1.5: Antiretroviral therapy and when to start 

There are currently 5 classes of licensed ART drugs that act at different stages of the HIV-1 life cycle. 

The most effective means of establishing durable suppression of HIV-1 replication is the 

simultaneous initiation of a combination of usually 3 or more effective agents. The goal of 

combination ART is to suppress HIV-1 replication to below the limits of detection of current plasma 

HIV RNA assays (usually <50 copies HIV RNA/ml), thereby delaying disease progression and also 

limiting potential for selection of ART resistant HIV-1 variants.  

Despite undetectable HIV RNA levels of <50 copies/ml on standard clinical assays, numerous studies 

have demonstrated ongoing viral replication on ultrasensitive assays in the plasma of ART-treated 

individuals,  persisting even in patients who have been treated for several years (Bonora, et al. 2009; 

Havlir, et al. 2003; Palmer, et al. 2008). Treatment intensification with additional ART agents in 

subjects receiving suppressive regimens does not reduce this residual HIV-1 viraemia (Dinoso, et al. 

2009; McMahon, et al. 2010). As ART agents inhibit new cycles of viral replication, but do not block 

virus production from cells that are already infected, ongoing replication may reflect long‐lived 

reservoirs of chronically-infected cells or sanctuary sites with poor ART penetration (McMahon, et al. 

2010). The clinical significance of this lower level residual viraemia during successful ART remains 

unclear. 

The use of ART has remarkably altered the clinical course of HIV-1 infection; however, the optimum 

timing for treatment initiation remains unknown. It is possible that early ART, by reducing HIV-1 

related inflammation and immune activation, could profoundly impact non-HIV-1 related disease 

outcomes, although no data are available from randomised studies addressing this question.  In the 

SMART study, treatment interruption was associated with higher rates of liver, kidney and 

cardiovascular disease, however the CD4 T-cell thresholds for starting and discontinuing ART were 

relatively low (200 and 350 cells/µl, respectively). Current UK and European guidelines suggest 

commencing long-term ART at a CD4 T-cell threshold of 350 cells/µl (EACS Version 5.2; Gazzard, et 
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al. 2008) whereas US guidelines recommend ART is commenced at a threshold of 500 cells/µl (DHHS 

2009).  

Two large cohort studies have addressed the question of starting ART at higher CD4 cells counts. The 

North American AIDS Cohort Collaboration on Research and Design (NA-ACCORD) study, found that 

mortality was significantly reduced in individuals starting treatment at above 500 cells/µl (Kitahata, 

et al. 2009). However, European data from a collaboration of cohorts (ART Cohort Collaboration) 

found little evidence of a significant improvement in survival if treatment is started above a CD4 cell 

count of 350 cells/µl (Sterne 2009).  It is possible that confounding factors such as socioeconomic 

group may have impacted on results of the NA-ACCORD study, for example, those with poor access 

to care and greater likelihood of mental health issues would be less likely to start ART early and 

other factors may influence their health.  An international RCT of early (CD4 cell count >500 cells/µl) 

vs. deferred ART (current threshold of CD4 cells count 350 cells/µl), the Strategic Timing of ART 

(START) study, began recruitment in April 2009, and has been designed to answer the question of 

the best time to start ART. The study has been powered to assess the effect of early ART on the 

development of AIDS-related outcomes and non-AIDS morbidity and mortality including 

cardiovascular disease.  Pending the results of the START study, it is important that the potential 

benefits of starting early ART are weighed against potential adverse effects such as toxicity and high 

costs.   

The use of ART in PHI has already been discussed (section 1.2). The use of short-course ART during 

PHI is under investigation in the SPARTAC trial.  
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1.6: Hypotheses and aims of this thesis 

The role of immune activation and inflammation in chronic HIV-1 infection is becoming increasingly 

apparent; however there are few available data on inflammation and immune activation in PHI, a 

time when early events are likely to impact on long-term disease outcomes. Little is known about 

which factors determine the extent of immune activation and inflammation in HIV-1 infection, and 

the mechanisms surrounding these processes are not completely understood.   

There are currently no data on whether treatment with ART in PHI impacts on levels of inflammatory 

and coagulation biomarkers. It is possible that the use of short-course ART in PHI, by influencing the 

immunological and virological events surrounding this phase of infection, will have a long-term 

impact even once ART is discontinued. This could be through several mechanisms: short-course ART 

may limit the size of the viral reservoir, lowering viral set-point and thereby reducing subsequent 

inflammatory responses, or damage to the GALT may be limited by early ART, and therefore reduce 

long-term consequences such as microbial translocation and immune activation. 

There are no data examining the effects of stopping ART that has been started in PHI on 

inflammatory processes. It is not known whether the findings of the SMART study can be 

extrapolated to the setting of PHI. In the SPARTAC study, all participants who were randomised to 

ART underwent a protocol-indicated treatment discontinuation after either 12 or 48 weeks or 

therapy. PHI represents a very different immunological stage of HIV-1 mediated disease to chronic 

infection, and biomarker changes seen in PHI may therefore differ.   

Overall aims: 

i. To explore the relationship between surrogate markers of immune activation, inflammation, 

coagulation and microbial translocation in individuals with PHI (within six months of 

seroconversion). Markers examined in this thesis are detailed in Table 1.1 

ii. To examine host and viral factors associated with these markers  

iii. To assess the impact of commencing short-course ART in PHI on IL-6 and D-dimer levels  

iv. To assess whether the effects of discontinuing ART differ for ART commenced in PHI versus 

chronic HIV-1 infection in terms of 1) biomarker changes and 2) virological rebound 
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Table 1.1. Biomarkers examined in this thesis 
 
a) Inflammatory and endothelial biomarkers  
  

Marker  Function and significance in non HIV-1 infected 
cohorts 

HIV-1 related studies 

Inflammatory 
biomarkers 

IL-6  Pro-inflammatory cytokine produced by monocytes, 
endothelial cells, and lymphocytes. 

 Strongly associated with future cardiac events in 
healthy individuals. 38% increased MI risk for each 
quartile increase in IL-6 (p=0.001) where quartile 1 
<1.04, quartile 2: 1.04 –1.46, quartile 3: 1.47–2.28, 
quartile 4: >.2.28 pg/ml) (Ridker, et al. 2000b)  

 Raised in HIV-1 infection in both ART treated and untreated individuals (Aziz, 
et al. 1998; Neuhaus, et al. 2010). 

 Increased levels 4 weeks after stopping ART initiated in chronic infection 
(SMART study) and correlated with VL. Baseline level associated with all 
cause death  (OR 12.6, p<0.0001) and CVD death (OR 2.8,p=0.003) (Kuller, et 
al. 2008) . Also associated with future  opportunistic infection (Rodger, et al. 
2009) 

hs-CRP  Acute-phase protein secreted by liver in response to 
inflammatory cytokines including IL-6. Pro-
inflammatory function, activates complement 
cascade and enhances phagocytosis.  

 Strong predictor of 1
st

 CVS events (Ridker, et al. 
2000a)  levels of <1 mg/L low, 1-3 mg/l moderate, 
and >3mg/L high risk (Ridker, et al. 2002) 

 Raised in HIV-1 infection in both ART treated and untreated individuals 
(Neuhaus, et al. 2010) 

 SMART study: baseline level associated with all cause death (OR 2.4, 
p=0.003). No change 4 weeks after stopping ART. (Kuller, et al. 2008). 
Associated with future  opportunistic infection (Rodger, et al. 2009) 

 Correlates with VL and inversely with CD4 cell count. Baseline levels in 
chronic infection predict progression to AIDS (Lau, et al. 2006). 

 Independent predictor of mortality in HIV-1 infected individuals, even in 
individuals with high CD4 cell counts (Tien, et al. 2010) 

Endothelial 
function 

ICAM-1 
(CD54) 

 Intercellular adhesion molecule, expressed on  
leukocytes and endothelial cell membranes, mediate 
the adhesion and transmigration of leukocytes to 
vascular endothelium & promotes T-cell proliferation 
and cytokine release(Springer 1990) 

 Raised levels associated with future CVD events 
(Ridker, et al. 2000a; Ridker, et al. 1998).  Risk factor 
for atherosclerotic disease progression (Blann, et al. 
1998).  

 Elevated in HIV-1, decreases with ART, no correlation with VL but correlates 
with another marker of endothelial activation, VCAM-1, which correlates 
with VL (Wolf, et al. 2002)  

 ICAM-1 and VCAM-1 increase on treatment interruption in chronic infection. 
Change in VCAM-1 and T-cell activation correlate with change in VL on 
treatment interruption (Papasavvas E 2008) 
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b) Coagulation biomarkers    

Marker Function and significance in non HIV-1 infected 
cohorts 

HIV-1 related studies 

Coagulation 
Biomarkers 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

D-dimer  Fibrin degradation product and marker of 
haemostatic activation  

 Becomes elevated when cross-linked fibrin is 
produced as a result of coagulation activation 
followed by secondary fibrinolysis 

 Elevated levels associated with increased risks of 
future cardiac events (Lowe, et al. 2004; Ridker, et al. 
1994) 

 Raised in HIV-1 infection in both ART treated and untreated individuals 
(Neuhaus, et al. 2010). Decreases with ART commenced in chronic HIV-1 
infection (Baker, et al. 2010; Calmy, et al. 2009; Wolf, et al. 2002). 

 Correlates with VL (Calmy, et al. 2009; Wolf, et al. 2002) 

 SMART study: increases 4 weeks after stopping ART initiated in chronic 
infection. Baseline levels predict all cause death (OR per quartile increase 
13.3, p<0.0001) and CVS death (OR 2, p=0.06)(Kuller, et al. 2008)  

 Independent association with cardiac risk in chronic HIV-1 infection (Ford, et 
al. 2010) 

Fibrinogen  Soluble plasma glycoprotein, synthesised by the liver. 
Converted into fibrin by action of thrombin.   

 Acute-phase protein, increases with inflammation  

 Elevated fibrinogen in persons aged 25-37 is 
independently associated with subclinical CVD in the 
subsequent decade (Green, et al. 2008). 

 HIV-1 infected patients have higher levels of fibrinogen compared with 
controls. Higher fibrinogen associated with protease inhibitor based 
regimens (Madden, et al. 2008).  

 Independent predictor of mortality in chronic HIV-1 infection, even in 
individuals with higher CD4 cell counts (Tien, et al. 2010) 

Tissue 
Factor 

 Glycoprotein expressed on a variety of surfaces, 
including platelets, monocytes, and sub-endothelium 
of blood vessel wall. Activated when vascular 
endothelium is damaged to initiate the extrinsic 
coagulation pathway(Breitenstein, et al. 2010). 

 Monocyte tissue factor expression and TF activity higher in HIV-positive 
compared to HIV-negative individuals.  Production stimulated by LPS 
exposure. Monocyte tissue factor expression correlates with viraemia and 
inversely with CD4 cell count (Funderburg, et al. 2010b)  

 Soluble tissue factor predictive of cardiac events in HIV-1 infected individuals 
when measured 4 months prior to the event  (Ford, et al. 2010).  
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c) Surrogate markers of T-cell activation and microbial translocation

Marker Function and significance in non HIV-1 infected 
cohorts 

HIV-1 related studies 

Cellular 
markers of  T-
cell activation  
& 
exhaustion 

CD38  Multifunctional transmembrane glycoprotein, 
upregulated  on activated T-cells,  with role in 
increasing cytokine production, CD4 cell 
proliferation and cell to cell adhesion 

 Stronger predictor of HIV-1 disease progression than either CD4 or VL load 
when measured in chronic HIV-1 infection (Giorgi, et al. 1999; Giorgi, et al. 
2002; Liu, et al. 1997). CD8 CD38 expression independently predictive of CD4 
decline when measured within 12 months of seroconversion (Deeks, et al. 
2004), and CD4 CD38 expression independently predictive of progression to 
AIDS if measured at one year after seroconversion (Hazenberg, et al. 2003b)  

HLA-DR  MHC class II cell surface receptor, upregulated on 
activated T-cells 

 Predictive of progression to AIDS in chronic HIV-1 infection(Hazenberg, et al. 
2003b). Dual expression of CD38 and HLA-DR also predictive of progression 
to AIDs when measured in chronic infection (Cao, et al. 2009) or one year 
after seroconversion (Hazenberg, et al. 2003b) 

PD-1  Marker of T-cell exhaustion and upregulated on 
activated T-cells. Negatively regulates immune 
responses. 

 High levels of PD-1 expressed on CTL in LCMV 
infection. Antibody blockade of the PD-1 signalling 
pathway results in  rapid increase in CTL function 
and enhanced viral clearance (Barber, et al., 2006) 

 Correlates with VL and inversely with CD4 T-cell count (Day, et al.., 2006).  
 Upregulated on activated T-cells in chronic HIV-1 infection (Sauce, et al. 

2007). 

 Promotes apoptosis of HIV-1 specific CTL. Expression on HIV-1 specific CTL 
correlates with other features of functional CTL exhaustion, such as impaired 
cytokine production and reduced proliferative capacity  (Day, et al. 2006; 
Trautmann, et al. 2006).   

Surrogate 
markers of 
microbial 
translocation 

sCD14  Upregulated on activated macrophages in the 
presence of endotoxin. Mediates the interaction of 
LPS with cells. Good indicator of LPS bioactivity in 
vivo and is less subject to contamination than LPS 
assays.  

 Binds LPS via LBP, and triggers production of 
inflammatory cytokines. 

 Raised in patients with both acute and chronic HIV-1 infection compared 
with HIV-negative individuals. Directly  correlates with both LPS and LBP 
(Brenchley, et al. 2006).  

 sCD14 correlates with HIV RNA in chronic infection and inversely correlates 
with CD4 cell count. Longitudinal measurement of sCD14 in advanced HIV-1 
(n=26) showed increasing levels associated with death (Lien, et al. 1998). In 
the SMART study, plasma levels of sCD14 also predicted mortality. LPS levels 
themselves were not associated with mortality (Sandler, et al. 2010). 

LBP  Acute-phase protein produced by GI and hepatic 
endothelial cells in response to LPS, and required 
for CD14 to bind LPS.  

 As with LPS, LBP is raised in chronic infection but not in those with hyper-
acute infection, when compared to HIV-negative individuals and correlates 
with sCD14 (Brenchley, et al., 2006).  

Endotoxin 
core Ab 

 In acutely unwell individuals with sepsis, EndoCAb 
bind LPS to clear it from the circulation and titres 
decrease. Increased levels in chronic conditions of 
microbial translocation (Barclay 1995) 

 IgM EndoCAb levels inversely correlate with LPS levels in HIV-1 infected 
individuals (Ancuta, et al. 2008; Brenchley, et al. 2006; Papasavvas, et al. 
2009).  Significantly reduced IgM levels seen in acute HIV-1 compared to 
HIV-negative, and lower in chronic infection compared to both acutely 
infected  patients and HIV-negatives (Brenchley, et al., 2006) 
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Chapter 2: Materials and Methods 

2.1. Ethical approval  

Ethical approval was obtained for the studies described in this thesis, and included  approval for 

studies of immunological and inflammatory function from participants of the St Mary’s Hospital 

Seroconverter study (REC 99/1A/161E), the SPARTAC study (MREC/04/2/025) and the Darunavir/r 

Raltegravir Pharmacokinetic study (REC 08/H0718/56). Written informed consent was obtained from 

all participants. Healthy controls at St Mary’s hospital were recruited to the Communicable Diseases 

Research Tissue Bank, Wright-Fleming Institute of Imperial College London (MREC 09/H0606/106).  

2.2. Study cohorts 

Subjects with PHI 

St Mary’s Hospital Seroconverter pilot study  

One-hundred-and-five patients with PHI were recruited into a pilot study at St Mary’s Hospital, 

London, between November 1999 and October 2003. In this non-randomized open-label study 

patients were offered 3-months short-course ART initiated immediately following diagnosis of PHI. 

PHI was defined by using one of the following criteria: 

1. positive HIV-1 antibody test result within 6 months of a previous documented negative HIV-

1 antibody test;  

2. acute symptomatic seroconversion illness in the presence of an evolving HIV-1 specific 

antibody response by ELISA;  

3. positive HIV DNA PCR or positive HIV RNA quantification in the absence of an antibody 

response. 

4. HIV-positive antibody test result with an ‘incident’ detuned assay result (Optical density (OD) 

< 0.6).  

Fifteen participants declined therapy and the remaining 90 were prescribed ART. Patients choosing 

ART were prescribed either fixed dose NRTI Combivir™ (zidovudine/lamivudine) with non-nucleoside 

reverse transcriptase inhibitor (NNRTI) nevirapine (n=29); or fixed dose NRTI combination Trizivir™ 

(zidovudine/lamivudine/abacavir) with NNRTI efavirenz (n=33); or protease inhibitor (PI) based 
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regimen Combivir and Kaletra™ (lopinavir/ritonavir)(n=17). Eleven individuals received alternate 

regimens for reasons of patient choice, resistance or toxicity.  

Both treated and untreated subjects were followed monthly for two years and monitored for 

evidence of disease progression. Follow-up was then 3 monthly or according to clinical need. Fifty-six 

participants remained in clinical care at St Mary’s Hospital in July 2009 with available clinical and 

laboratory follow-up data. Frozen plasma samples from 30 participants for whom samples were 

available were included in pilot inflammatory biomarker work for this thesis (Chapter 3).  

HIV-1 specific CD4+ and CD8+ T-cell immune responses were measured as the primary study 

outcome. Secondary outcomes included CD4 cell count and VL over time, development of resistance, 

and development of opportunistic infection. Study findings have been previously published (Fidler, 

et al. 2007; Fidler, et al. 2006; Fidler, et al. 2002). The study demonstrated preserved HIV-1 specific 

CD4 T-helper responses in study participants and that short-course ART in PHI may delay CD4 cell 

decline, and concluded that larger RCT are needed to establish if short-course ART in PHI results in 

long-term clinical benefit.  

SPARTAC study 

The SPARTAC study is an international blinded RCT assessing the effect of short-course ART in PHI 

(MRC 2007). The primary end-point of the study is time taken to reach CD4 < 350 cells/µl on more 

than one occasion. Clinical data, VL data and analysis of PBMC and plasma samples from SPARTAC 

participants for studies on markers of immune activation, inflammation, coagulation and microbial 

translocation are included in this thesis (chapters 4-7).   

SPARTAC participants were randomized to one of three arms: 12 weeks short-course ART at PHI 

diagnosis, 48 weeks short-course ART at PHI diagnosis, or no treatment. Patients randomised to ART 

were recommended to receive PI based regimens with 2 NRTIs. Three-hundred-and-sixty-six patients 

were recruited between 2003 and 2007, across 7 countries: UK, Spain, Italy, Brazil, Australia, South 

Africa and Uganda. Overall baseline characteristics of study participants, a breakdown of study sites 

and details of ART regimens started are shown in Table 2.1.  
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Table 2.1. Baseline characteristics of participants enrolled in the SPARTAC trial (n=366) 

 Number or Median         (%) or [IQR] 

Sex: Male 220 (60) 

 Female 146 (40) 

Risk group: Sex between men (MSM) 205 (56) 

 Heterosexual  158 (43) 

 Not known 3 (1) 

Age (years) 32 [25, 40] 

CD4 (cells/µl) overall 559 435, 700] 

HIV RNA (copies/ml) 34,068 [4702, 150,000] 

Seroconversion-type illness reported 215 (59) 

Subtype*                        B 210 (58) 

                                        Non-B 154 (42) 

Baseline resistance*   none 321 (88) 

                                        Stanford 3-5 33 (9) 

                                        Stanford 5 12 (3) 

Time from est. SC to baseline visit (days) 79 [58, 103] 

BMI (kg/m2) 24 [22, 27] 

Hepatitis B +ve 12 (3) 

Hepatitis C +ve 4 (1) 

Study site UK 149 (40.7) 

 Ireland 2 (0.6) 

 Australia 36 (9.8) 

 Brazil 17 (4.6) 

 Italy 23 (6.2) 

 Spain 2 (0.6) 

 South Africa 118 (32.2) 

 Uganda 19 (5.2) 

Randomised to and received ART  238 (65) 

ART regimen 2 NRTI + 1 (boosted) PI 217  (91) 
 2 NRTI + 1 NNRTI  15  (6) 

 3 NRTI + 1 NNRTI 3  (1) 

 Other 3 (2 ) 

Baseline characteristics of the 366 participants enrolled in the SPARTAC trial of short-course ART in PHI are 

shown. *available in 364 participants 
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Identification of PHI in SPARTAC  

Methods of PHI diagnosis used in SPARTAC are shown in Table 2.2. All patients were estimated to be 

enrolled into the study within a maximum of 6 months from documented seroconversion. The 

majority of study participants (67%) were identified as having PHI by an HIV-positive antibody test 

within 6 months of a negative HIV-1 antibody test.  The estimated date of seroconversion was 

calculated according to method of PHI diagnosis as shown in Table 2.2.  

Table 2.2. Diagnosis of PHI and estimated date of seroconversion in SPARTAC study participants 

(n=366) 

Method of PHI diagnosis Estimated date of seroconversion 
No of 

participants (%) 

HIV-positive antibody test within 6 months 

of a negative HIV-1 antibody test 

 Midpoint between negative and 

positive test dates 

 246 (67) 

 HIV-1 antibody negative with positive RT-

PCR 

 PCR date  9 (2) 

 “Incident” test at low level (<0.6) using 

detuned assay (for subtype B virus only) 

 Assay date  72 (20) 

 Equivocal HIV-1 antibody test supported by 

a repeat test within 2 weeks showing a 

rising optical density 

 Midpoint between equivocal and 

positive test dates 

 1 (0) 

 Clinical manifestations of symptomatic  

 HIV-1 seroconversion illness supported by 

P24 antigen positivity and greater than 4 

positive bands on Western Blot 

 Date of Western Blot / antigen test  38 (10) 

  Patients were diagnosed with PHI by one of 5 methods.  The method of calculating the estimated date 
of seroconversion, and number of patients diagnosed by each method, is shown.  All patients were 

estimated to be within six months of seroconversion at study entry. 
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Clinical assessments of SPARTAC participants 

Participants attended for clinical follow-up at weeks 4, 12, 16, 24, 36, 48, 52 and 60, and then every 

12 weeks or according to clinical need.  Clinical history since last assessment, including adherence 

assessment of trial medication, HIV-1 related and non HIV-1 related adverse events, AIDS events, use 

of concomitant medication and occurrence of pregnancy, were documented. 

 Physical examination according to patient history including weight and blood pressure was 

undertaken. To standardise measurements a British Hypertension Society approved, semi-automatic 

device, the OMRON 705-CP was used to measure the patients’ blood pressure. At each scheduled 

visit 3 seated measurements were made and recorded, and average calculated. Blood for 

biochemistry, FBC, CD4 cell count and HIV RNA were taken as well as trial specific samples for 

plasma and PBMC isolation (section 2.4). Genotypic ART resistance tests were taken at baseline, 4 

weeks after discontinuing the study drugs and then annually or according to clinical need. 

Primary End-points 

The primary end-point of the study is the time from randomisation to reaching a CD4 cell count of 

<350 cells/μl measured on two consecutive occasions not more than 4 weeks apart, or time to the 

initiation of late treatment. Secondary outcomes include HIV-1 specific CD4+ and CD8+ T-cell 

responses at week 60, time from randomisation to virological failure of first regimen, development 

of new drug resistance not present at baseline, development of an AIDS defining illness or death and 

differences in blood pressure from randomisation at week 12 and week 48. The study will report in 

the second quarter of 2011.  The study remains blinded to clinical outcome and hence all data in this 

thesis referring to samples collected as part of the SPARTAC study remain blinded to randomisation 

arm and to CD4 end-point. 

A summary of the SPARTAC trial design is shown in Appendix 1. 
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Subjects with Chronic HIV-1 infection 

Darunavir/r Raltegravir Pharmacokinetic study  

Plasma samples were obtained from 15 participants with chronic HIV-1 infection enrolled in a 

prospective study, which investigated the steady state pharmacokinetic profile of 3 consecutive ART 

regimes: phase 1 - darunavir/ritonavir dosed once daily with tenofovir/emtricitabine; phase 2 - 

darunavir/ritonavir/tenofovir/emtricitabine and the integrase inhibitor raltegravir; and phase 3- 

darunavir/ritonavir/raltegravir alone. Patients receiving boosted PI based regimens were eligible for 

study entry. Four participants were female (27%) and the median age was 42 years (IQR 35.5, 49.5). 

All patients had undetectable plasma HIV-1 VLs at time of enrolment and were healthy with no 

current health complaints other than asymptomatic controlled HIV-1 infection.  

Chapter 3 examines the effect of freeze thawing on plasma levels of IL-6 and D-dimer obtained from 

20 samples taken from 15 patients over the 3 study phases (15, 3 and 2 samples from study phases 

1, 2 and 3 respectively). 

Healthy controls 

Healthy controls for IL-6 and D-dimer plasma studies (chapter 4, n=11) were recruited from the 

clinical trials centre, St Mary’s Hospital, and invited to donate blood samples to the Communicable 

Diseases Research Tissue Bank, Wright-Fleming Institute of Imperial College London. Informed 

consent was taken for venepuncture, sample storage and analysis of samples.  Healthy controls for 

plasma studies of LPS surrogate marker studies, ICAM-1 and sTF (chapter 7, n=30) were recruited 

from the Thrombosis & Vascular Biology Group, Rayne Institute, St Thomas’ Hospital, in line with 

departmental procedures for recruitment of healthy controls. Informed consent for venepuncture, 

sample storage and analysis was taken and samples were taken according to institution health and 

safety procedures. Healthy controls for PBMC samples (chapter 6, n=10) were recruited from The 

Peter Medawar Building, Oxford, in line with departmental policy for recruitment of healthy 

controls. Volunteers were recruited following informed consent and samples were taken in line with 

the Oxford University Health and Safety guidelines.  

Healthy controls were not known to be HIV-positive but were not formally tested for HIV-1 infection.   
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2.3 Statistical methods  

Data were analysed using SPSS version 17.0, except for blinded SPARTAC data analyses which were 

carried out using Stata statistical software in collaboration with SPARTAC statisticians (Medical 

Research Council). Biomarker results were log10 transformed where necessary to normalize 

distributions for analysis purposes. Baseline variables were compared between different populations 

using Mann-Whitney U tests and T Tests. Changes in biomarkers were assessed using Wilcoxon 

signed rank test and T tests. All p-values were reported from two-sided tests and significance 

inferred if p<0.05. The association of baseline characteristics with biomarker results were examined 

using linear regression. For multivariate models, variables were included if the p-value was <0.1 in 

univariate models and backwards selection was used to find significant variables. For linear 

regression analyses the regression coefficient (B) is reported and represents the rate of change of 

one variable as a function of changes in the other, i.e. the slope of the regression line. Further 

individual statistical analyses are described in each chapter. 

Power calculations for SPARTAC IL-6 and D-dimer studies (Chapter 4) were based on future planned 

analyses which will take place once the SPARTAC trial is unblinded, and which will compare 

biomarker levels across the 3 arms of the study. The sample size was calculated to power the study 

to detect a difference in biomarker levels equivalent to a one-third change in risk of death, based on 

data from the SMART study which estimated that the rises in biomarkers observed one month after 

discontinuing ART would be associated with an increased risk of death of 16% and 24% for IL-6 and 

D-dimer, respectively (Kuller, et al. 2008). The differences in biomarker levels equivalent to this risk 

and their standard errors were taken from published data from the SMART study (Kuller, et al. 2008) 

and the sample sizes corrected for the multiple comparisons across the 3 study arms.  Based on 

SMART study data, 75 patients in each arm are required to demonstrate an increase in IL-6 level 

equivalent to an increased risk of death of one-third, based on 80% power, 5% alpha and allowing 

for multiple comparisons across the arms of the trial. For D-dimer, 41 participants in each arm are 

required.  
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2.4. Laboratory Methods 

HIV-1 parameters 

CD4 cell count measurement 

For pilot seroconverter patients, pharmacokinetic study patients, and SPARTAC patients recruited at 

St Mary’s hospital, CD4 cell count was measured at the Department of Immunology, St Mary’s 

Hospital.  Samples were processed using an ST1000 automated processor and analysed by flow 

cytometry using SC500 or Navios flow cytometers.  The Becton Coulter tetra CXP panel was used. For 

SPARTAC participants at other sites, CD4 cell count was measured locally using validated QC 

approved assays. 

Plasma HIV RNA assays  

Quantification of HIV RNA for pilot seroconverter patients, PK study patients, and SPARTAC patients 

recruited at St Mary’s hospital was measured at the Department of Virology, St Mary’s Hospital using 

the VERSANT HIV RNA 3.0 Assay (bDNA) kit (Bayer Siemens, previously Chiron).  This has a lower 

limit of detectability of 50 copies/ml and upper limit of quantification of 500,000 copies/ml. HIV RNA 

for SPARTAC participants from other sites was quantified according to local procedure in diagnostic 

laboratories, using validated QC approved assays. The most sensitive assay available at the local 

laboratory was used; at some sites (eg Brazil) this had a lower limit of detection of 400 copies/ml. 

HIV-1 co-receptor usage 

Genotypic tropism was determined by the molecular diagnostics unit of the Jefferiss Trust 

laboratories, Imperial College London. RNA was extracted from stored plasma samples, reversed 

transcribed and PCR amplified using primers adjacent to the V3 loop of env. PCR products were 

sequenced in both directions and edited sequences submitted to the Geno2pheno [coreceptor] 

algorithm (www.geno2pheno.org). The false positive rate (FPR) was set at 5.7%. 

Viral genotyping for HIV-1 resistance 

HIV-1 genotyping for UK SPARTAC participants was performed by the Molecular Diagnostics Unit in 

the Jefferiss Trust laboratories, Imperial College London. HIV-1 drug resistance was determined by 

sequencing of the PR and RT genes followed by submission of sequences to the Stanford Algorithm 

http://HIV-1db.stanford.edu 
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HLA typing 

HLA type was determined for UK SPARTAC participants only at the ASHI (American Society for 

Histocompatibility and Immunogenetics) accredited HLA typing laboratory, University of Oklahoma 

Health Sciences Centre, USA. HLA type was determined using reverse sequence-specific 

oligonucleotide kits for the HLA-A, HLA-B, and HLA-C loci (Dynal Biotech). To obtain four-digit typing, 

Dynal Biotech sequence-specific priming kits were used, in conjunction with the Sequence-Specific 

Oligonucleotide type.  

Collection and storage of blood samples  

Collection of plasma 

Plasma was separated on the day of HIV-1 clinic attendance and processed in a category 3 

laboratory. Whole venous blood was collected using vacutainer tubes containing 

ethylenediaminetetraacetic acid (EDTA) for plasma samples.  Blood collection tubes were 

centrifuged at 400 x g for 10 minutes. Using a sterile transfer pipette, plasma was aliquoted into 1ml 

cryotube vials and stored at -80˚C.  

Separation and cryopreservation of peripheral blood mononuclear cells  

Whole venous blood for peripheral blood mononuclear cells (PBMCs) was collected using vacutainer 

tubes containing anticoagulant citrate dextrose (ACD) and processed on the day on clinic attendance 

in a category 3 laboratory. The PBMCs were collected by density gradient centrifugation. In brief, 

blood was diluted 1:1 in phosphate buffered saline (PBS). The diluted blood was layered onto 

Histopaque-1077 solution (Sigma-Aldrich) in a 1:1 ratio in a 50ml centrifuge tube and centrifuged at 

800 x g for 30 minutes with no brake. The white blood cell fraction was transferred to a new 50 ml 

tube using a sterile Pasteur pipette, made up to 50ml in PBS and centrifuged at 400 x g for 5 

minutes, brake 3. The supernatant was discarded and cells re-suspended in 50ml PBS and 

centrifuged at 400 x g for 5 minutes.  The cell pellet was resuspended in 2ml of Roswell Park 

Memorial Insitute solution (RPMI, Sigma-Aldrich) supplemented with 10% heat inactivated fetal 

bovine serum (FBS) and 0.5% penicillin and streptomycin. PBMCs were counted using Trypan blue 

staining and a haemocytometer. After counting, the cells were centrifuged at 400 x g for 5 minutes, 

and resuspended in freezing medium, a solution of 50% heat-inactivated FCS, 40% RPMI and 10% 

Dimethyl sulfoxide (DMSO) at a volume of 3 x 106 cell per ml. One ml aliquots were placed in 
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cryotube vials (Sarsted). The PBMCs were frozen overnight at -80˚C in Mr Frosty cryocontainers 

(Nalgene, UK) and then transferred to liquid nitrogen or -150˚C freezers. 

Cell revival 

Cryopreserved cells were rapidly defrosted in a water bath at 37˚C, diluted in RPMI with 10% FBS 

and 0.5% penicillin and streptomycin, and supplemented with 10µl of deoxyribonuclease (DNAse, 

Qiagen). DNAse was added to breakdown DNA from dead cells to prevent live/dead cells clumping 

together. The cells were twice washed by centrifuging at 400 x g for 10 minutes, and resuspended in 

RPMI/FBS solution, and counted.  Cells were re-suspended in RPMI/FCS and rested 12-16h in an 

incubator at 37o C, 5% CO2 (Sanyo, CO2 incubator) before use for flow cytometry. 

Cell counting 

Fifty microlitres of cell suspension were added to 5µl 37% formaldehyde and 45µl Trypan Blue 

(Sigma) in a 1.5ml tube. The Trypan Blue cell mixture was placed in a well of plastic haemocytometer 

(Immune Systems) and cells in 4 squares were counted. The number of cells was calculated as 

follows: average cell count x 104 x 2 (dilution factor) x 2 (resuspended volume) = total number of 

cells/ml. 

Measurement of markers of Inflammation, coagulation and endothelial activation 

IL-6  

IL-6 was measured using Quantikine HS IL-6 immunoassay (R&D systems), an ultrasensitive 

quantitative sandwich enzyme immunoassay with a range 0.02–10 pg/ml. A highly sensitive assay 

was chosen as up to 75% of the patients with chronic HIV-1 have values below the detection limit of 

less sensitive kits used in some studies (Calmy, et al. 2009). All samples and standards were assayed 

in duplicate and co-efficient of variation (CV) calculated for each pair.  If CV was >10% the reason for 

this was reviewed and the sample repeated if necessary. A standard curve was repeated for each 

ELISA plate. 

Manufacturer’s instructions were followed throughout. Frozen plasma was thawed at room 

temperature. A standard curve was prepared by making a 2-fold dilution series from the IL-6 

standard provided (10 pg/ml). Standards or samples (volume 100µl) were pipetted into the wells of a 

microplate pre-coated with a monoclonal antibody specific for IL-6. The plate was incubated for 2 

hours at room temperature on a horizontal microplate shaker and then washed 6 times using the 
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wash buffer provided.  A conjugate solution, containing an alkaline phosphatase linked polyclonal 

antibody specific for IL-6, was added to the wells in 200µl aliquots. The plate was incubated for a 

further 2 hours on the microplate shaker and washed 6 times. The provided substrate solution was 

added to the wells in 50µl aliquots and the plate incubated on the bench top for 60 minutes. An 

amplifier solution was added, and colour development stopped with 50µl sulphuric acid (1M). The 

absorbance of each well was immediately determined using a microplate reader (Biotrak 2, 

Amersham sciences) set to 490nm, with background wavelength correction set to 620nm.  

Hs-CRP 

Hs-CRP levels were evaluated using a chemiluminescent immunoassay (Immulite 2500 Hs-CRP, 

Siemens Healthcare Diagnostics) at St George’s Hospital NHS trust laboratories. An automated 

analyser was used (Immulite 2500). 

D-dimer 

D-dimer was measured in the diagnostic haematology laboratory at St Mary’s Hospital, Imperial 

College Healthcare NHS Trust using an immuno-turbidimetric assay (Innovance D-dimer, Siemens 

Healthcare Diagnostics). An automated analyser was used (Sysmex CS2100i) 

Fibrinogen 

Fibrinogen was measured in the diagnostic haematology laboratory at St Mary’s Hospital, Imperial 

College Healthcare NHS Trust. Clotting time after addition of bovine thrombin (Thrombin reagent, 

Siemens) to diluted plasma was compared to a calibration curve using reference plasma (Standard 

Human Plasma, Siemens). An automated analyser was used (Sysmex CS2100i) 

Soluble tissue factor 

Soluble tissue factor (TF) was measured using Quantikine Human Coagulation Factor III / Tissue 

Factor Immunoassay R&D systems. All samples and standards were assayed in duplicate and 

manufacturer’s instructions were followed throughout. Frozen plasma was thawed at room 

temperature. Samples were diluted 2-fold by diluting 150µl plasma in to 150µl of provided diluent.  

A standard curve was prepared by making a 2-fold dilution series from the standard provided (500 

pg/ml). Standards or samples (volume 100µl) were pipetted into the wells of a micro plate pre-

coated with a monoclonal antibody specific for TF. The plate was incubated for 2 hours at room 
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temperature on a horizontal microplate shaker and then washed 4 times using the wash buffer 

provided.  The provided conjugate solution, containing a polyclonal antibody against TF, conjugated 

to horseradish peroxidise, was added to the wells in 200µl aliquots. The plate was incubated for a 

further 2 hours on the microplate shaker and washed 4 times. The provided substrate solution was 

added to the wells in 200µl aliquots and the plate incubated on the bench top for 30 minutes. Colour 

development stopped with 50µl sulphuric acid (1M). The absorbance of each well was immediately 

determined using a microplate reader (Dynax MRX) set to 450 nm, with background wavelength 

correction set to 540 nm. Results were analysed using Revelation software Version 4.06 (Dynax). 

Soluble ICAM-1 

Soluble ICAM-1 was measured using Quantikine sICAM-1 / CD54 Immunoassay (R &D systems). All 

samples and standards were assayed in duplicate and manufacturer’s instructions were followed 

throughout. Frozen plasma was thawed at room temperature.  Samples were diluted 20-fold by 

diluting 20µl sample into 380µl diluent. A standard curve was prepared by making a 2-fold dilution 

series from the standard provided (50ng/ml). The provided conjugate solution (containing a 

monoclonal antibody against sICAM-1 conjugated to horseradish peroxidise) was first added to the 

wells of a micro plate pre-coated with a monoclonal antibody specific for sICAM-1 in 100µl aliquots. 

Standards or samples (volume 100µl) were then added. The plate was incubated for 1.5 hours at 

room temperature on a horizontal microplate shaker and then washed 4 times using the wash buffer 

provided.  The provided substrate solution was added to the wells in 200µl aliquots and the plate 

incubated on the bench top for 30 minutes. Colour development stopped with 50µl sulphuric acid 

(1M). The absorbance of each well was immediately determined using a microplate reader (Dynax 

MRX) set to 450 nm, with background wavelength correction set to 540 nm. Results were analysed 

using Revelation software Version 4.06 (Dynax). 

Surrogate markers of microbial translocation 

Assays measuring LPS are highly subject to contamination and require specific procedures when 

collecting and storing plasma in order to ensure accurate results (Redl, et al. 1992).  Blood should be 

collected, and plasma stored in pyrogen-free containers, and subjects should be fasting when 

undergoing venepuncture (Personal communication Daniel Douek 2009). As SPARTAC samples have 

not been collected specifically for this purpose, surrogate markers of LPS activity, including soluble 

CD14, LPS-Binding Protein and Endotoxin Core Antibody, were measured in this study. In particular, 
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no information on dietary status at the time of venepuncture was available from SPARTAC 

participants. 

sCD14 

Soluble CD14 was measured using Quantikine Human sCD14 Immunoassay (R&D systems). All 

samples and standards were assayed in duplicate and manufacturer’s instructions were followed 

throughout. Frozen plasma was thawed at room temperature.  Plasma was diluted 200-fold by 

diluting 10µl plasma into 1990 µl of provided diluent. A standard curve was prepared by making a 2-

fold dilution series using the standard provided (16000 pg/ml). Standards or samples (volume 100µl) 

were pipetted into the wells of a microplate pre-coated with a monoclonal antibody specific for 

sCD14. The plate was incubated for 3 hours at room temperature on the bench top and then washed 

4 times using the wash buffer provided.  The provided conjugate solution containing polyclonal 

antibodies against sCD14 conjugated to horseradish peroxidise, was added to the wells in 200µl 

aliquots and the plate incubated for a further hour. After washing 4 times, the substrate solution 

provided was added to the wells in 200µl aliquots and the plate incubated for 30 minutes whilst 

protecting from light. Colour development stopped with 50µl sulphuric acid (1M). The absorbance of 

each well was immediately determined using a microplate reader (Dynax MRX) set to 450nm, with 

background wavelength correction set to 540nm. Results were analysed using Revelation software 

Version 4.06 (Dynax). 

LPS-Binding Protein (LBP) 

LBP was measured using LBP Human ELISA test kit (Hycult biosciences). All samples and standards 

were assayed in duplicate and manufacturer’s instructions were followed throughout. Plasma was 

diluted 1000 fold by diluting 10µl in 90µl of provided diluents, and then further diluting 10µl of 

resulting solution in 990 µl of diluent. A standard curve was prepared by making a 1.5-fold dilution 

series using the standard provided (50 ng/ml). The provided microplate pre-coated with antibody to 

LBP was prewashed 4 times before adding 100ul standard or sample. The plate was incubated on the 

benchtop at room temperature for 1 hour and further washed 4 times. One-hundred microlitres of 

biotinylated tracer antibody solution was then added and the plate incubated a further hour at room 

temperature. After washing 4 times 100ul provided conjugate solution containing streptavidin 

peroxidise was then added.  Following further one hour incubation and washing 4 times, 100ul of 

substrate solution was added. Colour development was stopped after 30 minutes by adding 100ul 
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oxalic acid, and the absorbance of each well determined using a microplate reader (Dynax MRX) set 

to 450nm. Results were analysed using Revelation software Version 4.06 (Dynax). 

Endotoxin-core antibodies (EndoCAb) 

Endotoxin-core IgM antibodies were measured using EndoCAb ELISA kit (Hycult biosciences). All 

samples and standards were assayed in duplicate and manufacturer’s instructions were followed 

throughout.  Samples were diluted 100 fold by diluting 10µl in 990µl of diluent. A standard curve was 

prepared by making a 2 fold dilution series using the standard provided (3.50 MMU/ml). 100µl 

standard or sample was added to the provided microplate pre-coated with endotoxins. The plate 

was incubated at 37°c (Dynax MRX) for 1 hour and further washed 4 times. 100µl of horseradish 

peroxidise conjugated antibody solution was then added to the wells and the plate incubated a 

further hour at 37°c. After washing 4 times 100µl provided substrate solution was added. Colour 

development was stopped after 30 minutes at room temperature by adding 100µl oxalic acid. The 

absorbance of each well was determined using a microplate reader (Dynax MRX) set to 450nm. 

Results were analysed using Revelation software Version 4.06 (Dynax). 

Flow cytometry techniques and markers of T-cell immune activation 

Cells were stained with a panel of antibodies for CD3, CD4, CD8, immune activation markers HLA-DR 

and CD38 and T-cell exhaustion markers PD-1, TIM-3 and LAG-3.  TIM-3 and LAG-3 were added as 

part of another project in order to maximise the use of the SPARTAC PBMC resource, and results for 

these markers are not described in this thesis.  Antibodies used and corresponding fluorochromes 

are shown in Table 2.3 

Antibody optimisation 

The optimal antibody concentration for each marker was determined by performing titrations of 

different antibody concentrations as demonstrated in Appendix 2. For activation markers CD38 and 

HLA-DR, PBMCs from healthy individuals were stimulated overnight at 37°c with 5µg/ml 

Phytohaemaglutin in RPMI/FCS in order to induce T-cell activation.   

Cell staining 

An antibody solution was made up by adding a 2µl aliquot of each antibody per patient sample 

(dilution 1:50 from stock) to 83.5µl PBS per sample, with the exception for CD38/QDot 605 where 

0.5µl was used (dilution 1:200).  This resulted in a total volume of 100µl per patient sample.  Final 
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antibody concentrations are shown in Table 2.3. A separate solution of isotype control and PBS was 

made up for negative samples.  

For each patient, 250,000 live cells were used in each positive FACS reaction and 100,000 cells used 

for the negative control. PBMCs were centrifuged at 500 x g (1600 rpm, ALC multispeed centrifuge 

PK131) for 10 minutes and supernatant removed. One-hundred microlitres of the antibody solution 

were added to the positive samples and 100µl of isotype control solution to the negative control 

sample. The solution was gently mixed to re-suspend the cell pellet and incubated at 4C for 30 

minutes. Following the 30 minute incubation period, 1ml of PBS was added to the cell/antibody mix, 

and the cells centrifuged for 10min at 500 x g. The supernatant was then poured off, and the cells 

fixed using 200µl 1% paraformaldyhyde solution in PBS. 

Compensation controls 

Positive compensation beads, polystyrene microparticles which bind immunoglobulin, and negative 

beads which have no binding but are used detect background fluorescence, were used to optimize 

fluorescent compensation settings by providing distinct positive and negative stained populations. 

Compensation controls were set up for each colour. One drop of positive compensation beads (BD 

Biosciences) were added to individual FACS tubes each assigned a colour and one drop of negative 

beads (BD Biosciences) was added to a negative control tube. Two microlitres of the antibody used 

for each colour was added to individual positive tubes. The solution was incubated at 4C for 10-20 

min, then 1ml PBS added, the solution centrifuged at 500 x g for 10 minutes and fixed with 1% 

paraformaldehyde in PBS. 

Determination of negative gates  

Negative gates for analysis were established using Fluorescence minus 1 (F-1). Due to a paucity of 

cells from SPARTAC patients’ samples, cells from healthy controls were used for F-1. 250,000 cells 

were placed into each tube and the cell antibody solution was prepared as described above. One 

antibody was omitted from each tube in order to establish negative gates for analysis of that 

particular antibody.  
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Sample Analysis 

Samples were analysed within 6h of fixation. Flow cytometry was carried out using a four-laser, 18-

color benchtop flow cytometer, LSR 11 equipped with a blue, red and violet lasers; (BD biosciences). 

The LSRII was standardised on a daily basis using cytometry setup and tracking beads (BD 

biosciences) to ensure reproducibility of data.  Compensation between flourochromes was regularly 

updated using compensation beads prepared as described above. Data were analysed using FloJo 

software version 8.8.6 (TreeStar, Inc.). T-cell analysis was performed on a gated population of 

lymphocytes as defined from forward versus side scatter 2 dimensional dot-plots for each sample. 

An example of the gating strategy and the placement of negative gates are shown in Figure 2. 1. The 

percentage of CD8 and CD4 cells expressing CD38 and HLA-DR were calculated, in addition to the 

median fluorescent intensity (MFI).  In addition the percentage of CD8 or CD4 cells with dual CD38 

HLA-DR expression, and percentage expressing PD-1, was calculated. 

 

 
 Table 2.3. Antibodies and fluorochromes used for T-cell activation study  

  

Antibody Fluorochrome Clone Company Final Concentration 

(g/100l) 

CD3 Pacific Orange UCHT1 BD Biosciences 0.4 

CD4 Alexa 700 RPA-T4 BD Biosciences 0.4 

CD8 PE-Cy5 (PerCP) SK1 BD Bioscience 0.4 

Live/Dead Pacific Blue n/a (Dye) Invitrogen 2l/100l 

CD38 Qdot 605 HIT-2 Invitrogen 0.4 

HLA-DR PE-Cy7 LN3 eBiosciences 0.4 

PD-1  APC  MIH4 eBiosciences 0.5 

LAG-3* FITC  17B4 LifeSpan Biosc 2 

TIM-3* PE 344823 R and D 0.05 

Antibodies used, fluorochromes, and final concentration of antibody used for flow cytometry are shown. *TIM-3 
and LAG-3 were added as part of another project in order to maximise the use of the SPARTAC PBMC resource 
and results are not described in this thesis. PerCP -Peridinin chlorophyll protein; PE – Phycoerythrin; FITC - 
Fluorescein isothiocyanate; APC - Allophycocyanin 
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Figure 2. 1. Examples of gating strategy and placement of negative gates  
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Gating strategy and Fluorescence minus one (F-1) results are demonstrated.  For F-1, the antibody of interest was omitted from the cell antibody mix in order to 
establish the placement of negative gates for that particular antibody during analysis 
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Chapter 3: Pilot study assessing inflammatory and pro-coagulatory biomarkers in PHI and effects 

of freeze thawing 

Introduction 

Uncontrolled viral replication in chronic HIV-1 infection is associated with raised levels of 

inflammatory and pro-coagulatory biomarkers which are reduced upon commencing ART (Baker, 

et al. 2010; Calmy, et al. 2009). Data from the SMART trial indicates that subclinical inflammation 

after stopping ART in chronic HIV-1 infection may be associated with significant morbidity and 

mortality (Kuller, et al. 2008; Rodger, et al. 2009). Whether these findings can be applied to PHI 

warrants further investigation. The full extent of the inflammatory response in PHI, and effect of 

starting and stopping ART in this setting are unknown. We investigated the levels of pro-

inflammatory and coagulatory biomarkers in stored samples obtained from patients with PHI, and 

assessed feasibility of analysing frozen samples, with a plan to expanding this pilot study to the 

SPARTAC trial participants, if successful.  

The aims of this chapter were to: 

i. explore the feasibility of testing plasma for inflammatory and pro-coagulatory biomarkers 

after longer term freezing  

ii. measure levels of inflammatory and pro-coagulatory biomarkers in PHI, to assess the 

effect of ART in these patients and to assess the relationship between inflammatory 

markers and long-term clinical outcome in a pilot study 

Results 

3.1. Pilot work to assess the effect of long-term freeze-thawing on IL-6 and D-dimer assays.  

To assess the potential impact of freezing for a one year period on IL-6 and D-dimer assays, 20 

plasma samples were obtained from 15 patients with chronic HIV-1 infection enrolled into a 

pharmacokinetic study, on separate clinic visits.  The patient cohort enrolled in this study is 

described in methods chapter 2.2.  All patients had HIV RNA levels <50 copies/ml at enrolment and 

were in good health.   

For IL-6, EDTA plasma samples were collected according to the methods described in chapter 2.4, 

aliquoted into more than one vial, and immediately frozen at -20°c. Samples were batched and 

assayed within one month.  A further aliquot was analysed after a one year period. For D-dimer a 

fresh citrate sample was taken and sent straight to the haematology laboratory according to 

routine NHS procedure for assessing D-dimer.  A further EDTA plasma sample was collected and 
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immediately frozen at -20oc.  This sample was assayed after a one year period.  Details of the 

assays used for IL-6 and D-dimer are described in methods chapter 2.4.   

Table 3.1 shows median IL-6 and D-dimer levels and Spearman rank correlation between initial 

samples and those stored for one year.  For IL-6, there was a highly significant correlation between 

results from initial samples and those assayed after one year of freezing (Rank correlation 

coefficient 0.94).  Scatter plots of biomarker results measured within one month of sampling and 

then repeated after a 1 year period are shown in Figure 3.1a and demonstrated the relationship 

between initial and subsequent assay results.   Agreement between samples was further assessed 

by constructing Bland Altman plots (Bland and Altman 1986). Figure 3.2a shows a Bland Altman 

plot for IL-6.  The mean difference between the two IL-6 measurements is -0.1pg/ml (95% CI -0.25, 

0.03).  IL-6 measurements after one year fall within 0.50pg/ml below or 0.72pg/ml above the 

measurement within one month of freezing, indicating good agreement between initial and 

subsequent assays. 

For D-dimer, there was a strong correlation between fresh sample results and those repeated after 

one year, but the strength of relation between the ranks was weaker (Rank correlation coefficient 

0.79). The relationship between initial biomarker results on fresh samples and those repeated 

after one year is shown Figure 3.1b. Initial D-dimer results tended to be higher than those from 

samples that had been frozen for a year.  A Bland Altman plot for D-dimer is shown in Figure 3.2b. 

The mean difference between the measurements is 0.04 mg/L (95% CI 0.01, 0.07). From the 

calculated limits of agreement, the majority of D-dimer measurements after one year are within 

0.18 mg/L below and 0.09 mg/L above the measurement taken one month after freezing. 

 

Table 3.1.  IL-6 and D-dimer results measured within one month and after one year of freezing 

(n=20) 

 
Initial biomarker result 
Median (IQR) 

Repeated after 1 year 
Median (IQR) 

Spearman rank 
Coefficient 

p-value for 
correlation 

IL-6 pg/ml 1.41 (1.01, 2.05) 1.52  (1.18, 2.21) 0.94 <0.0001 

D-dimer mg/L 0.19 (0.16, 0.38) 0.13 (0.11, 0.29) 0.79 <0.0001 

 
20 EDTA plasma samples for IL-6 were batched and frozen at -20°c.  The initial sample was measured within 
one month of sample being taken and second sample measured after one year. For D-dimer a fresh sample 
was assayed within hours of being taken and a second sample frozen at -20°c and assayed after a year. 
Spearman’s rank correlation coefficient for agreement between initial and subsequent samples is shown 
alongside median values and IQR.   
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Scatter plot of biomarker results measured within one month of sampling and then repeated after a 1 year period, 
frozen at minus 20°c. The line of equality (x=y, solid line), indicating exact agreement between the two 
measurements, and best fit line showing relationship between the 2 measurements (dashed line) are shown.    

Figure 3.1. Scatter plot showing the relationship between initial biomarkers levels and assays 

repeated after one year (a) IL-6 and (b) D-dimer 
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Figure 3.2.  Bland-Altman plot showing level of agreement between frozen samples for (a) IL-6 and 

(b) D-dimer 
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Bland Altman plots were constructed to assess agreement between first and second biomarker measurements. The mean 
of the 2 measurements (x axis) is plotted against the difference between the 2 measurements (y axis).  The horizontal lines 
demonstrate the mean difference and limits of agreement (2 Standard Deviations of mean difference). 
For IL-6, the limits of agreement are -0.72 and 0.50pg/ml therefore initial IL-6 measurement may be up to 0.5 pg/ml above 
or 0.72 pg/ml below the measurement after one year of freezing. For D-dimer, the limits of agreement are -0.09 and 0.18, 
and initial D-dimer measurements can be expected to be within 0.18 mg/L above and 0.09 mg/L below the measurement 
taken after 1 year after freezing.    
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Summary of freeze thaw analysis 

These data confirm that analysis of stored frozen plasma samples for IL-6 and D-dimer is a valid 

methodology to estimate these biomarkers in HIV-1 infected cohorts.  Freezing at -20°c for a one 

year period has little effect on IL-6 results. It should be noted that D-dimer results after one year of 

freezing are slightly lower that results from fresh citrated samples.  

3.2. Pilot study of inflammatory and pro-coagulatory biomarkers in PHI 

Prior to use of stored samples from the SPARTAC study, evaluation of the baseline and subsequent 

levels of biomarkers in PHI were assessed using stored plasma samples from a previous 

seroconverter study, described in methods chapter 2.2. Frozen plasma samples from 30 participants 

for whom serial samples were available were included in this analysis. Baseline samples had been 

stored a median of 6.3 years (IQR 5.7, 6.7 years; range 5.4, 7.2 years).  

In this non-randomized open-label study patients were offered 3-months short-course ART initiated 

immediately following diagnosis of PHI. Plasma levels of IL-6, hs-CRP, D-dimer and fibrinogen were 

measured at 4 time points: baseline, or the nearest time point to PHI diagnosis, 12 weeks, or just 

before stopping therapy in those who received treatment, a median of 8 weeks after stopping (range 

4 to 12 weeks after stopping), and a median of 9 months after stopping (range 8 to 10 months). 

Samples at equivalent time points from seroconversion were analyzed in those who did not receive 

therapy.   

Baseline characteristics 

Baseline characteristics and antiretroviral regimen of the 30 included participants are shown in Table 

3.2. Overall the median age was 34 years (range 27-65) and 87% were male. Twenty-five subjects 

received ART in PHI and 5 declined.  Patients who opted to receive therapy had significantly higher 

baseline HIV RNA than those who declined therapy (p=0.04, 95% CI 2.3, 92.8), and had a higher 

incidence of seroconversion symptoms, although this was not statistically significant (p=0.07, 95% CI-

0.8, 0.03). The ART regimen started reflected prescribing practice at the time of the study. Over half 

of patients were commenced on quadruple therapy consisting of Trizivir™ and efavirenz. Nearly one 

third commenced a PI based regimen comprising of Combivir™ and Kaletra™. 
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Table 3.2. Baseline characteristics and ART regimen started in 30 patients diagnosed with PHI 

 

 Received ART 

n=25 

Declined ART 

n=5 

Median age (range) 33 (27,65) 40 (29,56) 

Male (%) 23 (92) 3 (60) 

Median CD4 cells/µl (IQR) 

Median VL copies/ml (IQR)    

530 (310, 570) 

122534 (9980, 381860) 

448 (420, 630) 

5577 (1317, 34948) 

Symptomatic at presentation 20 (80) 3 (60) 

ART regimen started: 

Combivir™ / Nevirapine (%) 

Trizivir ™/ Efavirenz (%) 

Combivir™ / Kaletra™ (%) 

 

4 (16) 

14 (56) 

7 (28) 

 

 

N/A 

 

 

 

 

 

Assessment of biomarker levels in pilot study participants  

Samples were available for 27/30 patients at time point 1, for 100% patients at time points 2-4. 

Assay failure occurred for 7/27 fibrinogen samples and 1/27 D-dimer samples at time point 1. This 

was due to the automated analyser being unable to recognize the sample.  One fibrinogen sample 

failed at each of time points 2 and 3, and one D-dimer assay failed at time point 4.    All IL-6 and hs-

CRP assays were successful. No assays failures occurred in the 5 control patients. 

Median levels and interquartile range (IQR) of IL-6, hs-CRP, D-dimer and fibrinogen at each time 

point are shown for ART treated patients in Table 3.3 alongside VL and CD4 cell count data.  At 

baseline, there was a significant correlation between log10 transformed IL-6 and D-dimer (Pearson 

correlation coefficient 0.4, p=0.04), and between IL-6 and fibrinogen levels (both log10 transformed, 

Pearson correlation 0.5, p=0.02). hs-CRP was significantly correlated with fibrinogen (both log10 

transformed, Pearson correlation 0.9, p=0.001).  There was no association between biomarker levels 

at baseline and CD4 cell count or VL in this analysis. 

 

 

Baseline characteristics, incidence of symptoms related to seroconversion, and ART regimen started in 
30 patients diagnosed with PHI with available serial plasma samples.  
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Table 3.3.  Inflammatory biomarkers and HIV-1 parameters in 25 patients with PHI who received 3 
months ART at diagnosis  

 

Time point Week 0 

(1st clinic visit) 

Week 12 

 (on ART) 

Week 20  

(8 weeks after 

stopping ART) 

Week 48  

(9 months after 

stopping ART) 

IL-6 pg/ml         median 

                          (IQR) 

2.17 

(1.01,10.9) 

1.13 

(0.64,1.76) 

0.76 

(0.48,1.37) 

1.15 

(0.72,1.67) 

D-dimer mg/L   median 

                            (IQR) 

0.38 

(0.17, 1.87) 

0.24 

(0.12, 0.39) 

0.24 

(0.16, 0.48) 

0.32 

(0.12,0.49) 

hs-CRP mg/L    median 

                           (IQR)            

0.70 

(0.2, 2.1) 

0.70 

(0.25, 2.0) 

0.80 

(0.50, 1.75) 

1.00 

(0.33,1.90) 

Fibrinogen g/L median 

                           (IQR) 

1.83  

(1.53, 2.17) 

1.71 

(1.48, 2.30) 

2.1 

(1.97, 2.31) 

2.0 

(1.8, 2.33) 

VL copies/ml    median 

                            (IQR) 

122,534 

(9980, 381859) 

50  

(50-50) 

10946 

(3223,36758) 

20582 

(3734, 116969) 

CD4 cells/µl  median 

                            (IQR) 

420 

(310, 570) 

670 

(550,765) 

650 

(450,730) 

445 

(342,690) 

 

Median levels and IQR of IL-6, D-dimer, CD4 cell count and VL (VL) in 25 individuals diagnosed with PHI are 
shown across 4 study time points. Patients were started on ART at week 0 and discontinued at week 12.  
Plasma samples were available for 22 patients at week 0 and for 25 patients all other time points. Assay failure 
occurred for 7/27 fibrinogen samples and 1/27 D-dimer samples at time point 1.  One fibrinogen sample failed 
at each of time points 2 and 3, and one D-dimer assay failed at time point 4.  IL-6: n=22 week 0, n=25 weeks 
12-48; D-dimer: n=21 week 0, n=25 weeks 12 and 20, n=24 week 48; hs-CRP: n=22 week 0, n=25 weeks 12-48; 
fibrinogen: n=15 week 0, n=24 week 12 and 20, n=25 week 48 
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Changes over time in patients receiving ART (n=25) 

All patients receiving ART achieved a plasma HIV RNA of <100 copies/ml by 12 weeks of ART, and 23 

(92%) achieved an HIV RNA of <50 copies/ml by this time point. Figure 3.3 demonstrates biomarker 

changes for log10 transformed results across the 4 study time points in patients receiving ART.  

Changes in biomarkers were assessed using Wilcoxon signed rank test. There was a statistically 

significant decrease in plasma IL-6 concentration in treated patients corresponding with viral 

suppression 12 weeks after starting ART (p=0.01).  Following interruption of ART, at week 20, there 

was a further decline in IL-6 (p=0.002) despite a rebound in plasma HIV RNA.  At one year, or 9 

months after stopping ART, IL-6 levels had rebounded when compared to week 20 (p=0.04), but 

were not significantly higher than those whilst virally suppressed (p=0.4) and remained significantly 

lower than baseline values (p=0.01).  There was a significant reduction in D-dimer after 12 weeks of 

ART (p=0.01). Once ART was stopped D-dimer levels appeared static at 8 weeks (p=0.3). At 9 months 

there was no significant rise in D-dimer when compared to week 20 (p=0.7) and levels remained 

significantly lower than baseline (p=0.02). There was no significant change in hs-CRP across the 4 

time points in treated individuals (change on starting ART p=0.8, change on stopping ART p=0.7, 

change at 9 months compared to week 20 p=0.6). There was no change in fibrinogen on starting ART 

(p=0.4), however there was a rise on stopping ART (p=0.046).  At 9 months there was no further 

significant changes compared to week 20 (p=0.4) although levels remained significant higher than 

while suppressed on ART (p=0.005) and similar to baseline levels (p=0.3).  
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Log10 transformed biomarkers (median, IQR and upper and lower adjacent values) in 25 patients treated with ART for 3 months at Primary HIV-1 diagnosis are shown across 4 
study time points. ART was prescribed at HIV-1 diagnosis (week 0) and discontinued at week 12. Changes in biomarkers were assessed using Wilcoxon signed rank tests.  
(a) IL-6; n=22 week 0, n=25 weeks 12-48 (b) D-dimer; n=21 week 0, n=25 weeks 12 and 20, n=24 week 48 (c) hs-CRP; n=22 week 0, n=25 weeks 12-48 (d) fibrinogen; n=15 
week 0, n=24 week 12 and 20, n=25 week 48 

 

(a) 

Figure 3.3. Pro-inflammatory and coagulatory biomarkers in patients receiving 3 months ART at PHI diagnosis 

(b) 

(c) 
(d) 

p=0.01 p=0.002 p=0.04 p=0.01 p=0.3 p=0.7 

p=0.8 p=0.7 p=0.6 p=0.4 p=0.05 p=0.4 
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Changes over time in untreated participants with PHI (n=5)  

There were no significant changes in IL-6, D-dimer, hs-CRP or fibrinogen levels across the time points 

in the 5 patients who declined ART. Although not significant, median levels of biomarkers levels did 

decrease at week 12 compared to baseline (Table 3.4).  It was not possible to compare biomarker 

changes in those receiving therapy to those who declined due to small numbers of untreated 

patients.  

 

Table 3.4.  Inflammatory biomarkers and HIV-1 parameters in untreated patients with PHI 

 

Time point Week 0 

(1st clinic visit) 

Week 12 Week 20 Week 48 

IL-6 pg/ml         median 

                          (IQR) 

1.21 

(0.52, 2.09) 

0.64 

(0.47, 1.81) 

1.38 

(0.55, 3.85) 

1.42 

(0.50, 1.92) 

D-dimer mg/L   median 

                            (IQR) 

0.24 

(0.12, 0.35) 

0.23 

(0.15, 0.31) 

0.14 

(0.1, 0.39) 

0.13 

(0.12, 0.42) 

hs-CRP mg/L     median 

                           (IQR)            

1.0 

(0.30, 2.9) 

0.50 

(0.25, 1.70) 

0.30 

(0.20, 1.05) 

1.50 

(0.60, 1.70) 

Fibrinogen g/L  median 

                           (IQR) 

2.13 

(1.86, 2,21) 

1.88 

(1.79, 2.01) 

1.91 

1.81, 1.93) 

2.27 

(1.90, 2.37) 

VL copies/ml      median 

                            (IQR) 

5577 

(1317, 34948) 

11935 

(8326, 47135) 

15767 

(4170, 53144) 

35823 

(3661, 37484) 

CD4 cells/µl       median 

                            (IQR) 

530 

(448, 630) 

630 

(540, 720) 

510 

(405, 665) 

500 

(395, 670) 

Median levels and IQR of IL-6, D-dimer, CD4 cell count and VL (VL) in 5 individuals with PHI who declined 
therapy are shown across 4 study time points  
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Long-term follow-up 

Subjects were followed up for a median 5.35 years (IQR 4.9, 5.4 years); total 160.5 person years 

follow-up. 24/27 (88%) of subjects with baseline biomarker levels commenced on long-term ART.  

The median time to starting ART was 2.9 years (IQR 1.6, 5.1 years). Cox proportional hazards 

regression was used to assess whether baseline biomarkers, CD4 cell count and VL were associated 

with time to starting long-term ART (Table 3.5). Variables were log10 transformed for analysis 

purposes. A one log increase in VL was associated with a 36% increase risk of starting ART (Hazard 

Ratio 1.36, 95% CI 1.12, 1.64 p=0.002).  There were no association between biomarker levels at 

baseline and starting ART in this analysis, which is limited by small numbers. 

 

Table 3.5. Relationship between baseline parameters and time to starting long-term ART in 27 

participants with PHI 

Variable Hazard Ratio 95% CI p-value  

VL  1.36 1.12, 1.64 0.002  

CD4 0.48 0.17, 1.34 0.16  

IL6 0.99 0.93, 1.06 0.8  

D-dimer 1.03 0.87, 1.25 0.4  

Hs-CRP 0.98 0.9, 1.04 0.6  

Fibrinogen 0.66   0.25, 1.74 0.4  

Hazard ratio, 95% CI and p-value are shown for effect of baseline parameters at time of PHI diagnosis (VL, CD4 
cell count and biomarker levels) on time to starting long-term ART. 27 participants with available results at 
baseline were included.  

 

Summary of pilot seroconverter study 

Frozen plasma samples obtained from participants enrolled in a pilot study of short-course ART in 

PHI and stored for a median of 6.3 years, were successfully analysed for inflammatory and 

coagulation biomarkers. Levels of IL-6 and D-dimer significantly declined in parallel with starting ART 

in PHI, however a decline was also observed in untreated individuals at week 12. On discontinuing 

ART there was a delay in rebound of plasma biomarkers. Hs-CRP levels did not change significantly 

over the course of the study.  A high proportion of fibrinogen assays failed.  There was a significant 

rise in fibrinogen on stopping ART. Baseline HIV RNA was the only variable associated with time to 

starting long-term ART in this pilot study. 
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Discussion  

Several factors have been shown to influence the outcome of assays measuring cytokine and 

coagulation markers. Differences in methods of sample collection and processing of samples, 

including type of anticoagulant used, may affect assay results and limit comparability between 

laboratories (Aziz, et al. 1998; De Jongh, et al. 1997). Although multiple freeze-thaw cycles should be 

avoided, long-term freezing is thought to be a reliable method of sample storage (Aziz, et al. 1999a). 

Aziz et al. (1999) demonstrated that many cytokine and immune activation analytes, measured in 

HIV-1 infected samples, were stable under several different storage conditions, and concluded that 

batch testing of frozen stored samples for cytokine assessment was feasible. A study measuring 

short and long-term stability of D-dimer assays in citrated plasma samples showed short-term 

stability for at least 24h at room temperature and at 4–8°C as well as long-term stability for samples 

stored up to 3 years at ≤-60°C (Bohm-Weigert, et al. 2010). However, the effects of long-term 

freezing (up to 7 years) on plasma biomarker assays for IL-6 and D-dimer, and the effects of shorter 

term freezing on specific assays used in this thesis are unknown.  

This study demonstrates the feasibility of measuring biomarker levels from frozen plasma that has 

been stored for up to 7 years. Firstly, we assessed the effect of freezing for a one year period on IL-6 

and D-dimer results. Samples were assayed within one month of collection for IL-6 and repeated 

after one year of sampling. Results were highly correlated and showed good agreement. D-dimer 

was measured immediately using fresh citrated plasma and repeated after 1 year from frozen EDTA 

plasma.  Although there was a highly significant correlation between the measurements, D-dimer 

results were lower after one year. This could reflect a difference in anticoagulant between 1st and 2nd 

measurements in this analysis or be related to the temperature of storage (-20oc versus -60°c 

compared to the study by Bohn-Weigert et al.). This potential difference should be taken into 

account when comparing D-dimer results between studies using fresh citrated plasma, commonly 

used for D-dimer measurement in routine NHS care, and frozen plasma collected by other methods 

for research purposes.  

This analysis is limited by several factors. For logistical reasons, samples were stored at -20oc and 

may be better preserved at colder temperatures. In addition we were only able to assess the effects 

of freezing over a one year period due to time constraints, although samples assessed in this thesis 

were stored for longer time periods. For D-dimer a different anticoagulant was used for the 1st and 

second assays, and measuring initial D-dimer levels from EDTA plasma may have been preferable. 

Due to cost and logistic restraints associated with measuring individual IL-6 samples by ELISA, assays 

were batched and measured within one month. We were therefore unable to measure this 
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biomarker from fresh plasma. However, this study provides reassuring data that although these 

biomarkers may be moderately affected by freezing and storage conditions, results are highly 

correlated and generally comparable.  

We next analysed samples obtained from a pilot study where ART was offered to individuals with 

PHI. This pilot biomarker study demonstrates the feasibility of measuring biomarkers from EDTA 

plasma samples which have been frozen for a longer time period (median 6.3 years). Results were 

obtained for the majority of samples for D-dimer, IL-6 and hs-CRP.  A high proportion of samples 

measuring fibrinogen failed, in particular samples at the earliest time point, indicating that this assay 

is less amenable to such long-term storage. Following this pilot work, the effects of short-course ART 

in PHI on IL-6 and D-dimer were further investigated in a larger powered study, SPARTAC (chapter 4). 

Fibrinogen analysis was not undertaken in the SPARTAC population based on the problems identified 

in this pilot study. Hs-CRP was not analysed in SPARTAC samples due to cost constraints. 

This pilot study shows significant changes in IL-6 and D-dimer after 12 weeks on therapy. This work is 

underpowered to give a clear evaluation of the effects of treatment in PHI; hence it is not possible to 

draw firm conclusions from these data. Although there were no significant changes over time in 

untreated patients, it appears that reductions in biomarkers levels also occur in untreated patients 

at 12 weeks.  The small numbers of untreated subjects mean that it is not possible to evaluate the 

natural history of biomarker changes in untreated PHI or infer whether the changes seen in this 

study in treated patients are due to ART or due to the natural history of HIV-1 infection.  

In this pilot study, levels of IL-6 and D-dimer do not immediately rebound following interruption of 

short-course ART commenced in PHI, although they did begin to rise by week 48.  Biomarkers did not 

rebound to pre-treatment levels and this may reflect high levels of IL-6 and D-dimer at the time of 

PHI associated with intense viral replication and immune activation. Larger studies are needed to 

assess the natural history of these biomarkers in PHI. The unexpected delayed rise observed in IL-6 

and D-dimer compared with the reported change in these markers from the SMART study may be 

confounded by the small numbers in the study. In addition, the ART regimens used in the pilot study 

may impact on delayed biomarker changes: nearly 60% of pilot study participants were started on 

NNRTI based regimens which have longer plasma half life, compared to PI based regimens. It is 

possible that there may be a prolonged effect of the drug, even on ART discontinuation.  In later 

studies, such as SPARTAC, NNRTI based regimens were not the preferred regimen due to the risk of 

developing resistance associated with essential monotherapy during the NNRTI washout period, as 

well as known toxicities associated with nevirapine in patients with higher CD4 cells counts, and 

higher numbers of female patients particularly at African sites, meaning efavirenz was not 
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recommended. We observed a significant rise in fibrinogen levels on discontinuing ART, in keeping 

with the SMART study findings of raised biomarkers on stopping ART, although fibrinogen was not 

specifically measured in SMART.   

No significant changes were seen in hs-CRP over time in this study. This may be due to small 

numbers in the study, the short duration of treatment or due to a lack of hs-CRP response to ART. 

Calmy et al.(2009) saw no change in hs-CRP on starting and stopping ART. In the SMART study there 

was a decrease in hs-CRP, compared to baseline, in individuals commencing ART who achieved HIV 

RNA<400 copies/ml at six months (Baker, et al. 2010), but no difference in hs-CRP was seen at one 

month in individuals undergoing treatment interruption compared to those on continuous therapy 

(Kuller, et al. 2008) .  

The level of T-cell activation in PHI is predictive of disease progression (Deeks, et al. 2004) , and a 

recent study of 40 South African women found a small panel of plasma cytokines (IL-7, eotaxin and 

IL-1α) in PHI to be associated with rate of CD4 cell loss (Roberts, et al. 2010). We assessed the 

impact of HIV-1 parameters and baseline biomarker values on long-term disease progression as 

assessed by time to starting ART. It is known that HIV RNA levels in PHI and at viral set point predict 

disease progression (Lyles, et al. 2000; Mellors, et al. 1995) and in this analysis HIV RNA in PHI was 

significantly associated with time to starting ART. There was no association between baseline 

biomarker levels and time to starting ART. However, this analysis is limited by small numbers and 

will be expanded to a larger cohort of individuals with PHI (SPARTAC) once long-term follow-up data 

from these individuals are available.   

In this non randomized study, clear baseline differences between those who decline and accept 

therapy are observed, despite the small number of patients who declined therapy.  Patients who 

declined therapy had lower plasma VL at baseline and had a trend towards fewer symptoms. Many 

ART studies in PHI are in non-randomized cohorts, and these data demonstrate the importance of a 

randomized study to assess effects of short-course ART in PHI, in order to eliminate bias associated 

with reason for starting or stopping therapy.  Therefore, in order to gain a clear understanding of the 

effects of PHI on IL-6 and D-dimer, and to assess the effects of stopping and starting ART in this 

study, this work was expanded to the SPARTAC study in Chapter 4. SPARTAC has the largest existing 

cohort of randomized participants recruited in early infection, and its randomized design represents 

an ideal setting in which to investigate effects of treatment in PHI on immunological mechanisms 

and outcomes. This presents an opportunity to investigate inflammatory responses associated with 

PHI and the effects of short-course ART on pro-inflammatory and coagulatory biomarkers.  
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Chapter 4: Interleukin-6 and D-dimer in PHI and the effect of ART  

Introduction 

Individuals with chronic HIV-1 infection, both treated and untreated, have raised levels of IL-6 and D-

dimer compared with HIV-negative controls (Neuhaus, et al. 2010). Previous studies in HIV-1 

infected and HIV-negative individuals demonstrate that raised levels of these biomarkers are 

associated with considerable morbidity and mortality (Ford, et al. 2010; Kuller, et al. 2008; Ridker, et 

al. 1994; Ridker, et al. 2000b; Rodger, et al. 2009).  

The SMART trial investigated the effect of treatment interruption in chronic HIV-1 infection. Episodic 

use of ART, guided by CD4 cell count, was compared to the current practice of continuous therapy. 

The study found that risk of opportunistic disease or death was more than twice as great (HR 2.6, 

p<0.001) in those who discontinued ART (drug conservation arm) compared to those who continued 

therapy (viral suppression arm). The drug conservation arm was associated with an 84% (p=0.007) 

increased risk of all-cause mortality including an increased risk of fatal cardiovascular events (El-

Sadr, et al. 2006).  Interruption of ART in chronic HIV-1 infection was associated with significant rises 

in IL-6 and D-dimer four weeks following ART discontinuation (Kuller, et al. 2008).  Kuller et al. 

hypothesized that the observed adverse outcome following ART interruption was due to activation 

of inflammatory and fibrinolytic pathways, secondary to increases in HIV RNA. Increases in IL-6 and 

D-dimer were significantly associated with magnitude of VL rebound and in a case control analysis 

comparing those who survived to those who died, baseline biomarker levels were predictive or all 

cause mortality. These findings have led to a recommendation that ART is not discontinued in 

chronic HIV-1 disease (Gazzard, et al. 2008). 

It is unknown whether interruption of ART initiated in PHI elicits the same response in IL-6 and D-

dimer levels as seen in SMART. Acute HIV-1 infection is associated with an intense cytokine storm 

which may promote ongoing immune activation, viral replication and CD4 cell loss (Stacey, et al. 

2009).  This stage of infection is associated with massive viral replication, predominantly in the gut, 

where it is estimated that over one-half of the body's effector CD4 T-cell reserves are irreversibly 

lost (Mattapallil, et al. 2005). In chronic HIV-1 infection, long-term immune activation, in addition to 

viral replication and / or ART exposure have been linked to ongoing inflammation, with clinical 

implications including an increased risk of CVD (Grunfeld, et al. 2009). This has been demonstrated in 

studies linking increased carotid IMT in HIV-1 infected individuals to high CRP levels (Hsue, et al. 

2009). PHI represents a very different stage of HIV-1 mediated disease to chronic infection, and the 

absence of long-term immunological damage means that biomarker changes seen in PHI may differ 

to those seen in chronic disease.  IL-6 and D-dimer are known to confer an increased risk of mortality 
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in chronic HIV-1 infection; however there are no data examining factors associated with these 

biomarkers in early HIV-1 infection, or assessing the impact of short-course ART initiated in PHI. It is 

possible that interrupting therapy following treatment in PHI is a safe intervention due to the short 

duration of HIV-1 infection and short exposure to ART, and that short-course ART itself in PHI has a 

beneficial effect attenuating levels of immune activation and inflammation following discontinuation 

of therapy. Conversely, it may be that high levels of immune activation and inflammation triggered 

by PHI confer an increased risk of biomarker rebound when treatment is discontinued.  

The SPARTAC trial is currently investigating the impact of short-term ART in PHI on long-term disease 

progression. Three-hundred-and-sixty-six participants identified as having PHI were randomised to 

one of three arms: no treatment, 12 weeks ART or 48 weeks ART. Therefore all subjects who were 

randomised to one of the 2 treatment arms (n=238) underwent protocol-indicated treatment 

interruption following completion of short-course therapy.  

The aims of this chapter were to:  

i. summarise baseline IL-6 and D-dimer levels in PHI, and to compare biomarker levels in PHI 

to those at SPARTAC week 60 and to HIV-negative individuals 

ii. assess factors associated with IL-6 and D-dimer in PHI 

iii. evaluate changes in biomarker levels after 12 weeks on ART commenced in PHI and assess 

factors  associated with change in biomarker on starting ART  

iv. evaluate changes in biomarker levels after stopping therapy initiated in PHI and assess 

factors associated with change in biomarker on cessation of ART 

v. compare biomarker changes associated with stopping ART commenced in PHI to those seen 

in the SMART trial.  
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Results 

4.1. IL-6 and D-dimer in PHI  

Stored plasma samples from the baseline SPARTAC study visit were used to assess levels of IL-6 and 

D-dimer in PHI.  225 participants were enrolled into SPARTAC outside Africa and data from trial 

participants in Europe, Australia, and Brazil, were included. No data from African sites were included 

due to constraints in shipping samples in time for this analysis, and in addition, to focus inclusion 

towards MSM cohorts with clade B HIV-1 infection in order to enable more accurate comparison 

with the SMART population.  Baseline samples from 201 participants were available. 

Baseline characteristics of SPARTAC participants included in biomarker analysis 

Baseline characteristics of 201 individuals with available plasma for biomarker analysis are shown in 

Table 4.1. Subjects were predominantly MSM with subtype B virus. The median estimated time from 

seroconversion at randomisation, calculated by randomisation date minus the estimated 

seroconversion date, was 71.5 days.  The median CD4 cell count at baseline was 550 cells/µl and 

median VL was 44,407 copies/ml.  Of note, 13 (6.5%) participants had VL <400 copies/ml prior to 

initiation of ART. The majority of individuals (64%) were recruited from UK sites with 18%, 9.5% and 

8.5% recruited from Australia, Italy and Brazil respectively.  

 

  



81 
 

Table 4.1. Baseline characteristics in 201 SPARTAC participants  

 Number or Median       (%) or [IQR] 

Sex: Male 192 (96) 

 Female 9 (4) 

Risk group: MSM 181 (90) 

 Heterosexual  18 (9) 

 Not known 2 (1) 

Age (years) 34.7 [29.4,42.6] [range 19.6, 62.9] 

Subtype             B 178 (92) 

                            Non-B 16 (8) 

Time from est. SC to baseline visit (days) 71.5 [49, 94]  

BMI (kg/m2) 23.5 [21.7, 25.4] 

Systolic blood pressure (mmHg) 125 [117, 135] 

Diastolic blood pressure (mmHg) 76 [68, 82] 

CD4 (cells/µl) overall 550 [432, 711] 

 <350  19 (9.5) 

 350-499  53 (26.5) 

 500+  128 (64) 

HIV RNA  Overall 44407 [6371, 165855] 

(copies/ml) <400 13 (6.5) 

 400-9,999 44 (22) 

 10,000-99,999 72 (36) 

 >100,000 71 (35.5) 

Log10 HIV RNA (copies/ml)  4.7 [3.8, 5.2] 

SPARTAC site    UK 129 (64) 

                           Brazil 17 (8.5) 

                            Australia 36 (18) 

                            Italy 19 (9.5) 

Baseline demographics of 201 SPARTAC participants are shown alongside estimated time from seroconversion, 
CD4 cell count and VL. The time from seroconversion at randomisation was estimated by randomisation date 
minus the estimated seroconversion date. Subtype unavailable for 7 participants, CD4 cell count and VL 
unavailable in 1 participant 
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IL-6 and D-dimer at baseline SPARTAC visit (week 0), week 60 and in healthy controls 

In order to investigate longitudinal changes in IL-6 and D-dimer in SPARTAC participants, a 

comparison of biomarker levels between week 0 to week 60 was undertaken.  Baseline plasma 

samples at week 0 of the study were available from 201 individuals and from 193 individuals at week 

60.  SPARTAC participants were randomised to either no treatment, 12 weeks ART or 48 weeks ART; 

therefore all individuals had discontinued the ART given as a trial intervention by week 60. Due to 

the blinded nature of the SPARTAC trial, week 60 results were analysed together regardless of 

randomisation arm, and the impact of different lengths of ART used in the SPARTAC study (12 or 48 

weeks therapy) will be addressed at the end of the trial once the data is unblinded. Biomarker levels 

in 11 healthy individuals were analysed to assess whether these biomarkers are higher in HIV-1 

infected individuals compared to HIV-negative controls.  

Median levels and IQR are shown in Table 4.2 and log10 transformed data are demonstrated visually 

by box-plot graphs in Figure 4.1. The median levels of IL-6 and D-dimer were 1.43 pg/ml and 0.34 

mg/L respectively at PHI (baseline) and 1.45 pg.ml and 0.33mg/L respectively at week 60. Differences 

in biomarkers at week 60 were compared to week 0 using the Wilcoxon signed rank test. There was 

no difference in either IL-6 or D-dimer levels between week 0 and week 60.  IL-6 and D-dimer at 

week 0 and week 60 were compared to healthy controls using Mann-Whitney U tests.  IL-6 was 

significantly higher at both week 0 (p=0.01) and week 60 (p=0.02) than in healthy controls.  Levels of 

D-dimer were also significantly higher at both week 0 and week 60 than in healthy controls (week 0 

p=0.045; week 60 p=0.03). 

 

Table 4.2.  IL-6 and D-dimer at SPARTAC week 0, week 60 and healthy controls 

 Week 0 Week 60 Healthy controls 

 N Median [IQR] N Median [IQR] N Median [IQR] 

IL-6 pg/ml 201 1.43 0.9, 2.4 193 1.45 0.9, 2.5 11 0.54 0.2, 1.7 

D-dimer mg/L 192 0.34 0.2, 0.5 192 0.33 0.2, 0.5 11 0.2 0.15, 0.3 

Median values and IQR are shown for IL-6 and D-dimer at week 0, week 60 and in healthy controls. Plasma 
samples were available for 201 individuals at week 0 and 193 individuals at week 60.  D-dimer assay failure 
occurred in 9 samples at week 0 and 1 sample at week 60.  
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Figure 4.1. IL-6 and D-dimer levels at SPARTAC week 0 (PHI), week 60 and in healthy controls 

 

 

 

 

 
 
 
 
 
 
 

 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Box-plots showing median, IQR and upper and lower adjacent values for IL-6 and D-dimer in SPARTAC 
participants at week 0 and week 60, and in HIV-negative controls.  Week 0 was compared to week 60 using 
Wilcoxon signed ranks test for paired samples. Mann-Whitney U tests were used to compare healthy controls 
to SPARTAC participants 
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4.2 Factors associated with IL-6 and D-dimer in PHI (SPARTAC week 0) 

The association between baseline IL-6 and D-dimer and baseline characteristics (age, sex, duration of 

infection, CD4 cell count, HIV RNA, systolic blood pressure, diastolic blood pressure and BMI) was 

examined using linear regression. Due to skewed distributions, both IL-6 and D-dimer were log10 

transformed to achieve normality for analysis purposes. The association between baseline log10 IL-6 

and log10 D-dimer and other baseline variables is shown in Table 4.3.  

Baseline log10 IL-6 was significantly associated with age and HIV RNA levels. A 1 log increase VL was 

associated with a 16% increase in IL-6 and a 10 year increase in age associated with a 16% increase 

in IL-6.  Baseline log10 D-dimer was associated with HIV RNA and age on univariate analysis, with a 

trend towards lower levels in female participants, individuals with higher CD4 cell counts, and higher 

levels closer to seroconversion.  On multivariate analysis HIV RNA and age remained significant. A 

17% rise in D-dimer was seen for every 10 year increase in age and a 31% increase in D-dimer was 

seen for every 1 log increase in HIV RNA.   

To further explore the relationship between plasma VL at baseline and biomarker levels, analysis of a 

further breakdown of the biomarkers by baseline VL was undertaken. IL-6 and D-dimer were 

assessed according to VL strata as shown in Figure 4.2.  For IL-6, patients with HIV RNA >400 

copies/ml had increased biomarker levels with increasing VL strata. Thirteen individuals had HIV RNA 

<400copies/ml at baseline, in the absence of ART, and these individuals had higher than expected  

IL-6 levels.  For D-dimer there was a linear relationship between increasing D-dimer and increasing 

VL strata.  
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Table 4.3. Linear regression models for baseline IL-6 and D-dimer 

.  

Marker Baseline variable 
Univariate Multivariate 

B 
Coefficient 

p 
value 

95% CI 
B 
Coefficient 

p 
value 

95% CI 

Log 10 
IL-6 

Age (+10 years) 0.07 0.01 0.01, 0.12  0.06 0.03 0.004, 0.11 

 Sex (female) -0.028 0.8 -0.27, 0.22    

(n=201) BMI (+1 kg/m2) -0.005 0.6 -0.02, 0.01    

 Time from SC (+1 week) 0.002 0.8 -0.009, 0.01    

 Systolic BP (+ 1 mmHg) 0.000 0.9 -0.004, 0.004    

 Diastolic Bp (+ 1 mmHg) 0.001 0.7 -0.004, 0.006    

 CD4 (+100 cells) -0.02 0.1 -0.04, 0.004    

 Log10 HIV RNA (+ 1 log) 0.07 0.007 0.02, 0.12 0.06 0.01 0.004, 0.11 

 Age (+10 years) 0.07 0.001 0.03, 0.14 0.05 0.02 0.01, 0.09 

 Sex (female) -0.19 0.06 -0.39, 0.01    

Log 10 
D-dimer 

BMI (+1 kg/m2) 0.001 0.9 -0.1, 0.02    

(n=192) Time from SC (+1 week) -0.008 0.09 -0.02, 0.001    

 Systolic BP (+ 1 mmHg) 0.002 0.17 -0.001, 0.006    

 Diastolic Bp (+ 1 mmHg) 0.001 0.6 -0.003, 0.005  
 

 
 

 
  CD4 (+100 cells) -0.02 0.09 -0.04, 0.003 

 Log10 HIV RNA (+ 1 log) 0.12 <0.001 0.08, 0.15 0.1 <0.001 0.07, 0.15 

 

Factors associated with IL-6 and D-dimer at baseline study visit are shown. IL-6 and D-dimer were log10 
transformed to achieve normality. B (regression coefficient), 95% confidence interval and p-value are given. 
For multivariate models, variables were included if the p-value was <0.1 in univariate models.  
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Figure 4.2.  IL-6 and D-dimer levels by VL strata in individuals with PHI 

 

a) IL-6 

 

b) D-dimer 
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IL-6 and D-dimer levels (median and IQR) are shown for each VL strata. IL-6 and D-dimer are log10 

transformed. 
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4.3 Effect of ART on IL-6 and D-dimer levels 

In order to investigate the effects of short-course ART on IL-6 and D-dimer levels in PHI, data from 

the two treatment arms of SPARTAC were combined and analysed. Participants were included in this 

analysis if they were randomised to start therapy for either 12 or 48 weeks as per the SPARTAC study 

protocol, if it was confirmed that they received ART and if available longitudinal stored plasma was 

available for biomarker analysis. IL-6 and D-dimer levels were analysed from stored EDTA plasma 

samples at baseline, 12 weeks after starting ART, at ART cessation (combined week 12 and week 48 

data according to arm), and 4 weeks after cessation (combined week 16 and week 52 data according 

to arm). The time point of 4 weeks after stopping therapy was chosen in order to allow comparison 

with the published SMART trial data of treatment interruption in chronic HIV-1 infected subjects. 

Effect of 12 weeks ART on IL-6 and D-dimer levels 

Excluding African sites, 150 participants were randomised to start therapy for either 12 or 48 weeks 

as per the SPARTAC study protocol and were confirmed to have received ART. Of these, plasma 

samples were available at both week 0 and week 12 in 115 individuals.  Paired baseline and week 12 

biomarker levels for these individuals are presented in Table 4.4.  

103 (90%) of participants suppressed HIV RNA <400 copies/ml at week 12. Differences in biomarkers 

at week 12 were compared to zero using the Wilcoxon signed rank test. On commencing ART, there 

was significant decline of 0.22pg/ml in the median IL-6 and a significant decline of 0.05 mg/L in the 

median D-dimer from baseline to week 12. 

The association of change in biomarkers after 12 weeks on ART with baseline covariates (age, sex, 

risk group, duration of infection, CD4 cell count, log10 HIV RNA, systolic blood pressure, diastolic 

blood pressure, change in CD4 cell count, HIV RNA suppression at week 12, and change in HIV RNA) 

was studied using linear regression to adjust for baseline and time dependant variables. Table 4.5 

shows factors associated with change in IL-6 and D-dimer after 12 weeks of ART.   

On univariate analysis, there was a trend toward an association between change in HIV RNA and 

change in IL-6 with larger change in HIV RNA being associated with larger fall in IL-6 levels. On 

multivariate analysis, a higher baseline CD4 cell count was associated with a larger decrease in Log10 

IL-6 at week 12.  Baseline IL-6 levels were strongly associated with change in IL-6, with an increase of 

1 log10 IL-6 being associated with a -0.07pg/ml greater decrease in log10 IL-6 after 12 weeks (an 

additional 17% decrease in absolute IL-6).  
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For D-dimer, on univariate analysis, HIV RNA, BMI and both systolic and diastolic blood pressure 

were significantly associated with change in D-dimer level on commencing ART. Higher HIV RNA 

levels were associated with a greater reduction in HIV RNA, and those with higher blood pressure 

and higher BMI had smaller reductions in D-dimer levels. In addition baseline D-dimer values were 

strongly associated with change in D-dimer, and there was a trend towards an association between 

change in D-dimer and change in HIV RNA levels. On multivariate analysis, BMI remained significant 

with a higher baseline BMI being associated with a smaller decrease in log10 D-dimer. In addition 

baseline levels of D-dimer remained highly significant predictors of change in D-dimer on ART. An 

increase of 1 log10 in baseline D-dimer was associated with a -0.06pg/ml greater decrease in log10 D-

dimer after 12 weeks (an additional 15% decrease in absolute D-dimer). The changes in both log10 IL-

6 and log10 D-dimer from baseline to week 12 were very strongly associated with baseline values 

with higher baseline values resulting in a greater decrease than lower values.   

 

Table 4.4. IL-6 and D-dimer after 12 weeks on ART (n=115) 

Marker N  Baseline + 12 weeks Change from baseline p-value 

Med IQR Med IQR  Med IQR 

IL-6  115 1.39 [0.83, 2.39] 1.17 [0.67, 1.75] -0.22 [-0.99, 0.35] 0.01 

Log10 IL-6  115 0.14 [-0.08, 0.38] 0.07 [-0.17, 0.24] -0.14 [-0.30, 0.18] 0.01 

D-dimer  112 0.34 [0.20, 0.51] 0.31 [0.17, 0.43] -0.05 [-0.16, 0.06] 0.003 

Log10 D-dimer  112 -0.47 [-0.69, -0.29] -0.51 [-0.76, -0.37] -0.08 [-0.22, 0.09] 0.003 

Log10 transformed and absolute levels of IL-6 and D-dimer (median and IQR), and median change after 12 
weeks ART, are shown. Participants from both SPARTAC treatment arms are included (patients randomised to 
either 12 of 48 weeks ART). Note D-dimer assay failure occurred in 3 participants 



89 
 

Table 4.5. Linear regression models for change in IL-6 and D-dimer after 12 weeks on ART 

 

 
Baseline variable (or change 
at week 12) 

Univariate Multivariate 

B p-value 95% CI B p-value 95% CI 

Log10  
IL-6 

Baseline Log10 IL-6 (+ 0.1) -0.07 <0.001 [-0.08,   -0.05] -0.07 <0.001 [-0.08,-0.05] 

Sex (Female) 0.19 0.40 [-0.27, 0.65]    

Risk group (MSW) 
                  (Not known) 

0.14 
0.23 

0.29 
0.42 

[-0.12, 0.40] 
[-0.33, 0.79] 

   

Age (+10 years) 0.00 0.61 [-0.01, 0.01]    

BMI (+1 kg/m2) 0.01 0.32 [-0.01, 0.04]    

Time from SC (+1 week) 0.00 0.73 [-0.02, 0.01]    

Systolic BP (+ 1 mmHg) 0.00 0.85 [-0.01, 0.01]    

Diastolic BP (+ 1 mmHg) 0.00 0.31 [-0.01, 0.00]    

CD4 (+100 cells) -0.03 0.10 [-0.07, 0.01] -0.04 0.009 [-0.07,-0.01] 

Log10 HIV RNA (+ 1 log) 0.06 0.10 [-0.01, 0.14]    

Change CD4 (+100) 0.00 0.83 [-0.04, 0.04]    

Change Log10 HIV RNA (+1) -0.07 0.07 [-0.14, 0.01]    

HIV RNA < 400 wk 12 -0.01 0.91 [-0.25, 0.23]    

Log10  
D-dimer 

Baseline Log10 D-dimer (+0. 1) -0.06 <0.001 [-0.08, -0.04] -0.06 <0.001 [-0.07,-0.04] 

Sex (Female) 0.18 0.37 [-0.22, 0.59]    

Risk group (MSW) 
                     (Not known)                 

-0.02 
0.21 

0.88 
0.40 

[-0.24, 0.21] 
[-0.29, 0.71] 

  
 

Age (+10 years) 0.00 0.28 [0.00, 0.01]    

BMI (+1 kg/m2) 0.04 0.01 [0.01, 0.06] 0.03 0.01 [0.01, 0.05] 

Time from SC (+1 week) 0.01 0.21 [-0.01, 0.02]    

Systolic BP (+ 1 mmHg) 0.01 0.04 [0.00, 0.01]    

Diastolic BP (+ 1 mmHg) 0.01 0.04 [0.00, 0.01]    

CD4 (+100 cells) 0.02 0.39 [-0.02, 0.05]    

Log10 HIV RNA (+ 1 log) -0.07 0.03 [-0.14, -0.01]    

Change CD4 (+100) 0.00 0.95 [-0.03, 0.04]    

Change Log10 RNA (+1) 0.06 0.07 [0.00, 0.12]    

HIV RNA < 400 wk 12 0.17 0.11 [-0.04, 0.38]    

Results from linear regression models looking at the change in Log10 IL-6 and Log10 D-dimer from baseline to 
week 12, and their associations with baseline variables, are shown. IL-6 and D-dimer were log10 transformed to 
achieve normality. B (regression coefficient), 95% confidence interval and p-value are given. For multivariate 
models, variables were included if the p-value was <0.1 in univariate models.  
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4.4 IL-6 and D-dimer after the cessation of ART in individuals achieving VL<400 copies/ml on 

treatment 

To assess the effect of stopping ART on IL-6 and D-dimer data from the two treatment arms were 

blinded and analysed together. IL-6 and D-dimer were assessed at end of treatment (either week 12 

or 48 depending on arm) and 4 weeks after stopping ART. 104 participants had available plasma at 

the end of ART for biomarker analyses.  In order to standardise comparisons only those participants 

with HIV RNA < 400 copies /ml on treatment were included in this analysis. 96 (92%) participants had 

suppressed HIV RNA <400 copies/ml at the end of therapy and analyses were restricted to these 

individuals.  Of these, 88/96 (92%) had plasma available for analysis 4 weeks after stopping ART.   

Table 4.6 presents paired biomarker data for the individuals included in this analysis and 

demonstrates the effects of starting and stopping ART in these participants. Median (IQR) biomarker 

levels are shown at beginning of therapy, after 12 weeks of ART, at the end of therapy and 4 weeks 

after stopping. Differences in biomarkers at 12 weeks compared to start of ART, and at 4 weeks after 

the end of treatment compared to end of treatment, were assessed using the Wilcoxon signed rank 

test. As previously demonstrated, there was a significant decline in IL-6 and D-dimer from baseline 

to week 12 of therapy. It should be noted that although the median values for D-dimer are the same 

at baseline and week 12, there was a reduction in mean d-dimer levels at week 12, indicating a 

skewed distribution of these data (mean [SD] D-dimer 0.43 [0.42] mg/L at baseline versus 0.41[0.75] 

mg/L at week 12; mean log10 D-dimer -0.48 [0.29] mg/L at baseline vs. -0.54 (0.32)mg/L at week 12).     

There was a significant increase of 0.23pg/ml [IQR -0.18, 0.91] in IL-6 from the end of ART to 4 weeks 

after treatment cessation and a significant increase of 0.04mg/L [IQR -0.06, 0.15] in the D-dimer over 

the same period.  The median [IQR] increase 4 weeks after stopping compared to baseline levels 

prior to starting therapy was 0.02 [-0.94, 0.78] for IL-6 (p=0.88) and -0.01 [-0.19, 0.12] for D-dimer 

(p=0.36) i.e. overall for the population tested biomarker levels for IL-6 and D-dimer returned to 

baseline levels by 4 weeks after stopping treatment. 

Median biomarker changes on stopping and starting ART in these individuals are further 

demonstrated in Figure 4.3.  
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Table 4.6. IL-6 and D-dimer on starting and stopping ART in individuals with HIV RNA <400 copies/ml at time of stopping ART 

Marker 
Start of ART (Baseline) 12 weeks after starting ART  

p-
value1 

 
End of ART  4 weeks after stopping ART 

p-
value2 

Med IQR Med IQR   Med IQR Med IQR  

IL-6  1.37 [0.82, 2.01] 0.94 [0.64, 1.53] 0.002  1.04 [0.70, 1.56] 1.45 [0.74, 2.08] 0.003 

Log10  

IL-6  
0.14 [-0.09, 0.30] -0.03 [-0.19, 0.18] 0.004 

 
0.02 [-0.16, 0.19] 0.17 [-0.12, 0.32] 0.001 

D-dimer  0.32 [0.20, 0.50] 0.32 [0.18, 0.43] 0.04  0.28 [0.18, 0.38] 0.33 [0.19, 0.41] 0.03 

Log10  

D-dimer  
-0.49 [-0.71, -0.30] -0.49 [-0.74, -0.37] 0.03 

 
-0.55 [-0.74, -0.42] -0.48 [-0.72, -0.39] 0.06 

 

Median biomarker levels on stopping and starting ART are shown in individuals achieving VL<400 copies/ml on therapy with available plasma samples. Biomarkers were 
measured at baseline (n=96), 12 weeks after starting ART (n-94), at end of ART (either week 12 or week 48 depending on arm (n=96), and 4 weeks after stopping therapy 
(n=88). 

1 
P-value for difference between baseline and week 12. 

2 
P-value for difference between end of ART and + 4 weeks. D-dimer assays failed in 2 participants at end of 

ART and 2 failed at 4 weeks after stop. 
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Figure 4.3. The effect of starting and stopping ART in PHI on IL-6 and D-dimer* 

  

P=0.002 P=0.003 

P=0.88 

P=0.04 P=0.03 

P=0.36 

Plasma IL-6 and D-dimer levels on starting and stopping ART are shown in 88 individuals who achieved HIV 
RNA<400 copies/ml by end of ART. Biomarkers were measured at baseline (PHI), 12 weeks after starting ART, 
at end of ART and 4 weeks after stopping therapy. P-values were derived using Wilcoxon signed rank tests. 
*Note end of ART data includes results from either week 12 or week 48 depending on randomisation arm. 
 

 * 

 * 
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Factors associated with change in IL-6 and D-dimer on stopping ART 

Factors associated with change in biomarker 4 weeks after stopping ART were assessed using linear 

regression. Table 4.7 presents results from univariate and multivariate regression analyses for 

change in IL-6 and D-dimer on stopping ART, based on covariates at the end of treatment. The 

increase in biomarkers does not appear to be associated with any variables at cessation of ART other 

than the biomarker value at the end of ART.  A lower value of IL-6 or D-dimer at the end of ART is 

associated with a larger increase after cessation.  BMI was associated with change in D-dimer on 

univariate analysis, with a lower BMI at the cessation of ART being associated with a larger increase 

in D-dimer after cessation of therapy, but this lost significance in the multivariate model. The 

association between the change in log10 IL-6 and log10 D-dimer with the change in Log10 HIV RNA and 

CD4 cell count is also shown. From the models there does not appear to be any association with the 

change in VL and the increase in either biomarker. It should be noted that the change in VL is equal 

to absolute VL at 4 weeks, as all participants included in this analysis were suppressed at the end of 

ART. The relationship between VL strata and change in biomarker is investigated further in Figure 

4.4. It appears that there may be an upwards trend across lower VLs for log10 IL-6 but that those who 

virologically rebounded to 50,000 copies/ml had smaller than expected increases in log10 IL-6. For D-

dimer those with low levels of virological rebound (<400 copies/ml) on stopping ART had larger than 

expected rebound in D-dimer.  
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Table 4.7. Linear regression models for change in IL-6 and D-dimer 4 weeks after cessation of ART 

compared to end of ART 

 

Change 

in 

marker 

End of ART variable (or 

change 4 weeks after stop) 

Univariate Multivariate 

B p-value 95% CI B p-value 95% CI 

Log10  

IL-6 

Log10 IL-6 (+ 0.1) -0.05 <0.001 [-0.07,-0.03] -0.05 <0.001 [-0.07,-0.03] 

Sex (Female) -0.05 0.82 [-0.45, 0.36]    

Risk group (MSW) 

                   (Not known) 

0.04 

-0.09 

0.77 

0.71 

[-0.21, 0.29] 

[-0.59, 0.41] 
   

Age (+10 years) 0.00 0.86 [-0.01, 0.01]    

BMI (+1 kg/m2) -0.01 0.46 [-0.04, 0.02]    

Time from SC (+1 week) -0.10 0.29 [-0.29, 0.09]    

CD4 (+100 cells) 0.00 0.96 [-0.03, 0.03]    

 Change in CD4 (+100) 0.00 0.71 [-0.04, 0.02]    

 Change in log10 HIV RNA (+1) -0.03 0.44 [-0.10, 0.04]    

Log10  

D-dimer 

Log10 D-dimer (+ 0.1) -0.05 <0.001 [-0.07,-0.03] -0.05 <0.001 [-0.07,-0.02] 

Sex (Female) 0.11 0.56 [-0.28, 0.51]    

Risk group (MSW)  

                   (Not known) 

0.11 

-0.15 

0.38 

0.54 

[-0.13, 0.34] 

[-0.63, 0.33] 
   

Age (+10 years) 0.00 0.64 [-0.01, 0.01]    

BMI (+1 kg/m2) -0.03 0.04 [-0.06, 0.00] -0.02 0.17 [-0.05, 0.01] 

Time from SC (+1 week) 0.07 0.47 [-0.12, 0.25]    

CD4 (+100 cells) -0.01 0.27 [-0.04, 0.01]    

 Change in CD4  (+100) 0.00 0.72 [-0.03, 0.02]    

 Change in Log10 HIV RNA (+1) 0.05 0.18 [-0.13, 0.31]    

 

 

 

 

 

  

Linear regression analysis of factors associated with change in IL-6 and D-dimer 4 weeks after stopping 
ART. IL-6 and D-dimer were log10 transformed to achieve normality. B (regression coefficient), 95% 
confidence interval and p-value are given. For multivariate models, variables were included if the p-value 
was <0.1 in univariate models.  
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Figure 4.4. Change in IL-6 and D-dimer 4 weeks after stopping ART by change in VL

b) Change in Log10 D-dimer  

a) Change in Log10 IL-6  

Change in IL-6 and D-dimer levels on discontinuing ART (median and IQR) are shown for each VL strata. 
Although there was no overall association in this cohort between change in biomarkers and change in HIV 
RNA, there does appear to be a relationship for IL-6 for all except the highest VL strata, and for D-dimer 
in all but the lowest VL strata. 
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4.5. Comparison with the SMART study 

Comparison of techniques used to measure IL-6 and D-dimer assays in SPARTAC and SMART. 

Prior to performing a comparison of biomarker changes associated with stopping ART in the SMART 

versus the SPARTAC study, a comparison of  the techniques used in the two studies  was undertaken 

in order evaluate the potential inter-laboratory variation and to assess differences between the 

commercial assays used.  Samples were identified from 10 SPARTAC patients where 2 or more vials 

of EDTA plasma were available at the same time point. Samples from SPARTAC week 252 were used 

due to the large availability of plasma at this time point. Plasma from one vial was analysed by the 

methods described in methods chapter 2.4 (IL-6 ELISA, R&D systems HS600B; D-dimer 

immunoturbidimetric assay Innovance, Dade Behring). The second vial was sent in dry shippers 

containing liquid nitrogen to Laboratory for Clinical Biochemistry Research, University of Vermont, 

the laboratory that had undertaken the biomarker evaluations in the SMART trial, where a  

chemiluminescent assay was used for IL-6  (R&D systems Q6000B) and an immunoturbidimetric 

assay was used for D-dimer (STA-R analyzer, Stago, Parsipanny, NJ).    

Table 4.8 demonstrates median results for IL-6 and D-dimer when measured in SPARTAC and SMART 

study laboratories. Spearman rank coefficient for correlation between the samples is also shown. IL-

6 assays results were highly correlated (Spearman Rank coefficient 0.83, p=0.003), however 

correlation between D-dimer assays was poor (Spearman Rank coefficient 0.52, p=0.11).  On 

parametric testing, Pearson correlation for log10 transformed results showed highly significant 

correlation between IL-6 assays measured at the two sites (coefficient 0.97, p<0.0001, and a less 

strong but still significant correlation between D-dimer assays (coefficient 0.77, p=0.014). 

The relationship between the results from the 2 laboratories is shown in Figure 4.5.  Despite the high 

correlation between IL-6 results from the 2 laboratories, all IL-6 results measured by SPARTAC 

methodology fall below the line of equality indicating that results from samples measured for the 

SPARTAC study were consistently lower than those measured in the SMART laboratory.  For D-dimer, 

all SPARTAC laboratory measurements lie above the line of equality indicating that results were 

consistently higher.  Bland Altman plots were constructed to further assess agreement between 

biomarker measurements at SPARTAC and SMART laboratories (Figure 4.6). For IL-6, the limits of 

agreement are -2.30 and -0.36 pg/ml, indicating that IL-6 results for SPARTAC are consistently lower 

than when measured in the SMART laboratory. For D-dimer, the limits of agreement are -0.01 and 

0.35, indicating that that D-dimer measurements may be between -0.01 mg/L lower and 0.35 mg/L 

higher in the SPARTAC laboratory.  Thus lack of agreement is demonstrated for both biomarkers.  
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It was therefore not possible to undertake a direct comparison between absolute levels of 

biomarkers between the two study populations as there was a significant difference between the 

assays employed.  

 

Table 4.8. IL-6 and D-dimer results measured from same samples in SPARTAC and SMART 

laboratories 

 

  

 

SPARTAC biomarker  

result 

Median (IQR) 

SPARTAC sample 

processed in SMART lab  

Median (IQR) 

Spearman rank  

Coefficient 

p-value for 

correlation 

 

IL-6 pg/ml 0.99 (0.28, 2.05) 2.24 (1.19, 3.22) 0.83 

 

0.003 

 

D-dimer mg/L 0.29 (0.18, 0.36) 0.08 (0.04, 0.15) 0.52 0.11 

IL-6 and D-dimer were measured in SPARTAC and SMART laboratories. Spearman’s rank correlation coefficient is 

shown alongside median values and IQR.   
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Scatter plot of biomarker results measured in SPARTAC and SMART laboratories. The line of equality (x=y, solid 
line), indicating exact agreement between the two measurements, and best fit line showing relationship between 
the 2 measurements (dashed line) are shown.    

Figure 4.5. Scatter plot showing the relationship between biomarkers levels in SPARTAC samples 

measured at Imperial College, London and repeated in the SMART study laboratory, Vermont USA 

 

(a) 

 

 

 

 

 

 

 

 

 

 

(b) 
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Figure 4.6. Bland-Altman plot showing level of agreement between SPARTAC and SMART 

laboratories measuring (a) IL-6 (b) D-dimer 

(a) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

(b) 

  

Bland Altman plots were constructed to assess agreement between biomarker measurements at SPARTAC and SMART 
laboratories. The mean of the 2 measurements (x axis) is plotted against the difference between the 2 measurements (y 
axis).  The horizontal lines demonstrate the mean difference and limits of agreement (2 Standard Deviations of mean 
difference).For IL-6, the limits of agreement are -2.30 and -0.36 pg/ml, indicating that IL-6 measurement in the SPARTAC 
laboratory is consistently lower than in the SMART laboratory and demonstrating lack of agreement. For D-dimer, the limits 
of agreement are -0.01 and 0.35, indicating that that D-dimer measurements may be between -0.01 mg/L lower and 0.35 
mg/L higher in the SPARTAC laboratory, again demonstrating lack of agreement.    
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Comparison between SPARTAC and SMART study findings 

In view of the lack of agreement between assays used in the SPARTAC versus SMART trials, it was 

not possible to perform a direct comparison of individual patient data between SPARTAC and SMART 

studies. However, proportional change in biomarker values on stopping therapy in SPARTAC were 

compared with published results from the SMART study. Standard errors and 95% CI were calculated 

using bootstrapping techniques and two-sided p-values using t-tests. 

In published manuscripts the SMART study reported a 43% and 27% rebound in IL-6 and D-dimer, 

respectively, 4 weeks after stopping ART. Corresponding figures from SPARTAC were 22% (95% CI: 0, 

46%, p-value for difference from 43%: 0.09) for IL-6 and 14% (95% CI: 0, 29%, p-value for difference 

from 27%: 0.10) for D-dimer.  Thus rebound for both biomarkers appears to be lower when 

treatment was stopped in the SPARTAC study compared to the SMART, although this was not 

statistically significant.  For IL-6 this should be interpreted with caution due to SPARTAC values being 

lower than SMART values in the comparison between laboratories.  

4.6 Summary of results in this chapter 

In this chapter we demonstrate that levels of IL-6 and D-dimer are raised in HIV-1 infected 

individuals in both PHI and at week 60, compared to healthy controls.  In PHI, these biomarkers 

correlate with HIV RNA levels and age. There was a significant reduction in both biomarkers on 

commencing ART, however levels rebounded to baseline within 4 weeks of stopping ART.  Due to 

differences in the assays used, a direct comparison with individual patient data from the SMART 

study was not possible. Comparing proportional change in biomarkers on stopping ART between the 

two studies, there was a trend towards lower biomarker rebound in SPARTAC compared with SMART 

(p≤0.1). 
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Discussion 

This is the first study to examine levels of IL-6 and D-dimer in a large cohort of individuals with PHI 

and to assess the effect of starting and stopping ART commenced in this setting on these 

parameters.  Individuals with chronic HIV-1 infection have raised levels of IL-6 and D-dimer 

compared with HIV-negative controls (Neuhaus, et al. 2010), and stopping ART is associated with 

rises in these biomarkers (Kuller, et al. 2008); however there are few data at the time of PHI. In view 

of the adverse events demonstrated in the SMART trial, it is important to demonstrate the impact of 

stopping ART commenced in PHI on biomarker levels. As all SPARTAC participants randomised to 

receive ART undergo protocol-indicated cessation of therapy after 12 or 48 weeks, this cohort 

circumvents any biases that may be introduced by either clinical or patient-clinician led choice to 

start or stop ART initiated at PHI.  

IL-6 and D-dimer levels were significantly higher at both week 0 (PHI) and week 60 than in healthy 

controls. This is consistent with results from previous studies showing raised IL-6 and D-dimer in 

chronic HIV-1 infection compared to HIV-negative individuals (Neuhaus, et al. 2010), and another 

study of 14 South African women with available plasma samples before and after HIV acquisition, 

showing rises in IL-6 during acute infection (Roberts, et al. 2010).  Baseline levels of IL-6 and D-dimer 

in PHI were comparable to those seen at week 60 and in individuals on chronic suppressed ART 

(chapter 3.1 freeze thaw analysis), and slightly lower than those seen at baseline in individuals 

choosing to take ART in the pilot study (chapter 3.2 seroconverter study) although higher than those 

who declined ART in that study. Acute HIV-1 infection is associated with an intense cytokine storm 

(Stacey, et al. 2009), however participants recruited to SPARTAC represent later stages of PHI up to 6 

months after seroconversion and may have missed this cytokine peak. Whether short-course ART 

impacted on IL-6 and D-dimer levels at week 60 is currently unknown. Although all individuals have 

stopped treatment by week 60, due to the blinded nature of the SPARTAC trial, week 60 results were 

analysed together regardless of randomisation arm and represent a heterogeneous population in 

terms of treatment history.  

In the SMART study, baseline D-dimer levels were significantly higher in untreated individuals 

compared to those with HIV RNA <400 copies/ml on ART (p<0.001), but baseline IL-6 levels did not 

vary according HIV RNA (Kuller, et al. 2008).  In untreated SMART participants at baseline there was 

no correlation between HIV RNA levels and IL-6 or D-dimer(Baker, et al. 2010). In contrast, both IL-6 

and D-dimer were significantly associated with HIV RNA levels in PHI. When divided by HIV RNA 

strata, there was a linear relationship between VL strata and D-dimer levels. Interestingly, for IL-6, 

higher than expected levels were seen in the 13 individuals with VL <400 copies/ml at baseline. 

These individuals may represent natural elite controllers and when the trial is unblinded it will be 
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possible to examine the specific characteristics of these participants in more detail. A recent study of 

individuals with HIV-2 infection showed that in those with detectable HIV-2 RNA, VL correlates 

directly with level of immune activation, yet in those with natural elite control, a wide range of levels 

of immune activation is seen demonstrating that control of HIV RNA may not necessarily equate to 

low levels of immune activation and subsequent inflammation (Leligdowicz, et al. 2010).     

Both IL-6 and D-dimer in PHI were also associated with age, with increased age being associated with 

higher biomarker levels.  These data are consistent with observations in chronic infection (Kuller, et 

al. 2008). It is well-established that older subjects experience faster rates of CD4 cell decline  

(Touloumi, et al. 1998) and high levels of inflammation and immune activation, independent of HIV 

RNA levels, may in part explain this enhanced disease progression. The predictive value of baseline 

IL-6 and D-dimer levels in PHI on disease outcome measures (rate of CD4 cell decline, HIV-1 related 

events and AIDS diagnoses, and HIV-1 unrelated events such as CVD) is currently unknown but will 

comprise an interesting analysis once the trial is unblinded.  

Participants in SPARTAC were randomised 1:1:1 to one of the three arms.  For the assessment of the 

effects of ART on IL-6 and D-dimer, the two treatment arms (12 and 48 weeks ART) were combined 

and analysed together. No comparison was made between the two treatment arms as the SPARTAC 

study is still ongoing.  It is possible that the length of treatment could impact on immune 

inflammatory processes although there are no current data comparing relative lengths of treatment 

on biomarkers levels. It is also unknown how the changes in biomarkers observed in patients 

receiving ART compare with individuals with PHI who did not receive treatment. Once the SPARTAC 

study is unblinded in 2011, the randomized nature of the study will allow a direct comparison of 

biomarker levels in treated compared to untreated individuals, allowing us to assess the natural 

history of IL-6 and D-dimer changes in patients with PHI.   

As no comparison can be made with the control arm of SPARTAC until the study is unblinded, we 

cannot yet confirm whether the observed reductions were definitely due to the effect of ART or the 

natural history of biomarker changes following PHI. Recent analyses of SMART participants who 

were either naive to ART or not on ART at the time of randomisation showed significant reductions 

in D-dimer in individuals with chronic HIV-1 infection starting ART compared to those deferring ART 

(Baker, et al. 2010), consistent with other studies in chronic HIV-1 (Wolf, et al. 2002) and with our 

findings in PHI. However, no reductions were observed in IL-6 and hs-CRP in ART treated individuals 

compared to untreated individuals who deferred ART (p=0.12 and p=0.17 for IL-6 and hs-CRP, 

respectively, at six months). It should be noted that only 62% of individuals commencing ART in the 

analysis by Baker et al. suppressed HIV RNA to <400 copies/ml at six months, which may explain 
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these findings, and significant reductions were seen in IL-6, hs-CRP and D-dimer at six months 

compared to baseline in those achieving viral suppression (Baker, et al. 2010).  

In this analysis, IL-6 and D-dimer levels fell significantly within 12 weeks of starting ART in PHI, but 

rebounded to baseline levels 4 weeks after stopping therapy.  The clinical significance of these 

findings, in the setting of PHI, is not yet known. Factors associated with larger decrease on starting 

ART were also associated with a larger increase on stopping ART and there was no difference 

between baseline levels and those 4 weeks after stopping treatment.  A high biomarker level pre-

ART was associated with a larger fall of biomarker on commencing ART, and a low value on ART 

associated with a higher rise on stopping ART.  Likewise, high BMI was associated with a smaller fall 

in D-dimer on starting and also a smaller rise on stopping, indicating that those with high BMI have 

less response to ART in terms of biomarker changes.  Interestingly, in the SMART study, higher BMI 

was associated with higher levels of both IL-6 and D-dimer at baseline (Kuller, et al. 2008) and in the 

recent analysis by Baker et al, lower BMI was associated with greater reductions in hs-CRP, 

consistent with our finding for D-dimer (Baker, et al. 2010). In our analysis, high baseline CD4 cell 

count was associated with a larger fall in IL-6 on starting ART, suggesting a possible benefit of 

starting early ART, however there was no association between CD4 cell count at time of stopping 

ART and biomarker rebound. Baseline biomarker levels were associated with higher HIV RNA, 

however change in VL on stopping ART was not associated with change in either biomarker.  This is 

in contrast to the SMART study where rise in VL on stopping ART was significantly associated with 

change in IL-6 and D-dimer levels. The study is limited by small numbers of available plasma at later 

time points of stopping and starting ART, and the lack of association may be due to small numbers in 

each VL stratum.    

We performed a comparison of the laboratory techniques used between SPARTAC and the SMART 

trial, with samples from the same patient and time points analysed in the two laboratories. Although 

highly correlated, IL-6 results were consistently lower when measured in the SPARTAC study than in 

the SMART laboratory, indicating poor agreement between samples. For D-dimer, SPARTAC results 

were consistently higher. In a series of studies at the University of California, Los Angeles, which 

measured cytokines and soluble markers of activation in HIV-1 infected patients, substantial 

differences were found when ELISA kits from different manufacturers were used and analytic results 

from different lots of ELISA kits supplied by a single manufacturer also differed by up to 50% (Aziz, et 

al. 1999a). These studies highlight the need for quality control procedures when samples are 

analysed in more than one laboratory. Our study confirms a marked variation in performance 

characteristics between laboratories and demonstrates the need for caution when comparing results 

between different published studies.  
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The assays used in the SPARTAC trial were chosen after careful consideration on the basis of kit 

sensitivity and feasibility with available laboratory facilities, and expert opinion was that the assays 

used would be comparable between SPARTAC and SMART (personal communication Elaine Cornell, 

University of Vermont, USA).  In SPARTAC, standard operating procedures mean that all samples 

have been treated in the same way, although the effect of shipping from different sites is not 

known. Several quality control procedures were undertaken as described in methods chapter 2.4. 

Interestingly both IL-6 assays were from the same manufacturer. As D-dimer is a routinely used 

clinical test, SPARTAC D-dimer samples were measured in an accredited NHS laboratory. The 

discrepancy between results comparing the techniques used by the two studies may indicate 

differences in the assays used or possibly differences in laboratory techniques or storage conditions. 

The effect of shipping samples is unclear.  However this comparison of techniques is limited by the 

small number of samples included and a larger sample would give a better indication of the 

discrepancy between laboratories.    

Although it was disappointing not to be able to undertake a direct comparison between SPARTAC 

RCT and SMART using individual patient data, the crude comparison with published data may give an 

indication of level of biomarker rebound after treatment interruption of ART initiated in PHI versus 

chronic HIV-1 infection. Although we found no significant differences in biomarker rebound when 

compared to the SMART study, there was a trend towards lower levels of IL-6 and D-dimer rebound 

compared to that observed in chronic infection. For IL-6 this comparison must be interpreted with 

caution as IL-6 results were consistently lower in SPARTAC than those in SMART in the comparison of 

techniques used in the two studies.  However as the comparison of techniques showed consistently 

higher D-dimer results for SPARTAC, our results indicate that D-dimer rebound is likely to be lower 

on discontinuing ART commenced in PHI (SPARTAC) compared to that commenced in chronic 

infection (SMART). PHI represents a very different immunological stage of HIV-1 mediated disease to 

chronic infection, and biomarker changes may therefore differ. It is also possible that the clinical 

consequences of biomarker rebound may differ between chronic and PHI due to the short duration 

of HIV-1 infection at ART initiation and short exposure to ART.   

In conclusion we observed raised levels of IL-6 and D-dimer in PHI and at week 60 compared to 

healthy controls. Both biomarkers were related to age and HIV RNA levels. A significant reduction in 

IL-6 and D-dimer occurred on commencing ART in PHI. On discontinuation of therapy, both 

biomarkers rebounded to baseline levels but did not rebound beyond baseline levels at week 4. 

Once the SPARTAC trial is unblinded in 2011, the clinical significance of these findings will be 

investigated.  
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Chapter 5: HIV-1 VL dynamics following cessation of ART started in PHI or during chronic infection  

Introduction  

The level of HIV-1 VL is a strong predictor of disease progression when measured in both early (Lyles, 

et al. 2000) and chronic HIV-1 infection (Mellors, et al. 1997; Mellors, et al. 1996; Phillips and 

Pezzotti 2004). In addition, VL is also a critical determinant of risk of onward HIV-1 transmission 

(Quinn, et al. 2000). The level of viral rebound following cessation of ART therefore has important 

consequences. 

Interruption of ART started in chronic infection is no longer a recommended management strategy 

(El-Sadr, et al. 2006) and viral rebound following treatment cessation reaches levels comparable to 

pre-treatment values (El-Sadr, et al. 2006; Oxenius, et al. 2002; Wit, et al. 2005). In spite of effective 

therapies, the early establishment of a stable, inaccessible reservoir of latently infected resting 

memory CD4 T-cells is hypothesised to be the major source contributing to rebound viraemia after 

cessation of ART (Siliciano and Siliciano 2006; Trono, et al. 2010).   

Early treatment with ART during PHI may reduce the number of infected cells and prevent the 

establishment of a larger viral reservoir, conferring enhanced control of viral replication when 

therapy is stopped. Small studies quantifying the viral reservoir in treated PHI participants confirm 

that although a reduction in reservoir size is observed after even short-course ART initiated in PHI, 

complete abolition of viral replication is not achieved and the viral reservoir may be re-expanded 

even after short-term rebound of viraemia (Lillo, et al. 2002). Initial control of plasma viraemia after 

stopping ART in PHI had been reported in some studies (Hecht, et al. 2006; Rosenberg, et al. 2000; 

Steingrover, et al. 2008), but durable long-term effects were not observed in others (Desquilbet, et 

al. 2004; Fidler, et al. 2002; Hecht, et al. 2006; Kaufmann, et al. 2004; Koegl, et al. 2009; Streeck, et 

al. 2006). An observational study comparing treatment interruption in 24 patients with PHI with 46 

patients initiating ART in chronic infection, showed delayed or absent viral rebound following 

cessation of ART commenced in PHI and significantly lower median time to viral rebound, suggesting 

different viral dynamics between PHI and chronic infection (Steingrover, et al. 2008).    

In addition to considering the influence of short-course ART during PHI on viral rebound post-ART 

interruption, it is important to address the clinical safety of this strategy. In the SMART study, the 

level of plasma HIV RNA rebound following cessation of ART was highly correlated with increases in 

inflammatory and pro-coagulatory biomarkers, and biomarker levels were predictive of mortality 

(Kuller, et al. 2008). Based on these observations, the consequences of discontinuing treatment 

commenced in early infection on levels of plasma viraemia are important. 
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 It is possible that ART started in PHI may confer enhanced virological control once ART is stopped 

compared with stopping ART initiated in chronic HIV-1 disease. Moreover, sustained reductions in VL 

set-point resulting from ART given in PHI could dampen immune activation and inflammatory 

consequences of HIV-1 infection, leading to a long-term improvement in clinical outcome. Possible 

mechanisms resulting in reduced viral rebound after treatment in PHI compared with chronic 

infection could include a smaller size viral reservoir in PHI, preserved immunological function 

conferring enhanced natural viral control, or lower levels of inflammation and immune activation, 

thereby limiting viral replication which preferentially occurs in activated cells.     

The aims of this chapter were to:  

i. describe viral dynamics associated with stopping and starting ART in PHI 

ii. compare the level of plasma VL when ART is discontinued in patients starting treatment in   

PHI (SPARTAC) to those in whom ART was commenced in chronic HIV-1 Infection (SMART).   
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Results  

5.1 Patient characteristics 

Viral dynamics associated with starting and stopping ART were examined in SPARTAC participants 

who were randomised to either one of the two treatment arms.  Data from the two treatment arms 

from all SPARTAC centres were combined and analysed together. Individual patient data from 

SMART study participants were obtained from the International Network for Strategic Initiatives in 

Global HIV Trials (INSIGHT) group. Viral dynamics following treatment interruption were then 

compared between SPARTAC and SMART trial participants.  

In the SMART study, participants with a CD4 cell count >350 cells/µl were randomised to either a 

Drug Conservation (DC) or Viral Suppression (VS) arm.  SPARTAC and SMART study participants were 

included in this analysis if they underwent protocol-indicated ART cessation, i.e. if they were 

receiving ART at time of randomisation to the DC arm in SMART, or randomised to one of the two 

treatment arms in SPARTAC, and had a CD4 cell count and plasma VL available when ART was 

stopped. The closest CD4 cell count and VL to the time of ART cessation were used, up to 24 weeks 

and 12 weeks before stopping for CD4 cell count and VL respectively and no more than 2 weeks after 

stopping treatment.  Viral load measurements were scheduled at 4, 12, 24, 36, 48 and 4, 8, 16, 32, 

40, 48 weeks after stopping ART in the SPARTAC and SMART studies, respectively, and were defined 

by those closest to the scheduled visits (allowing a +/-2 week window around the week 4 and 6 visits 

and a +/-4 week window around subsequent visits). Enrolment into SMART was stopped on 11th 

January 2006 due to the results of an interim analysis which indicated clear superiority of the VS 

arm, and it was recommended that participants in the DC arm re-initiate ART  at this point (El-Sadr, 

et al. 2006). 

In SPARTAC, 243 participants were randomised to one of the two treatment arms, and 238 of these 

initiated therapy. Of these, 11 were excluded because they did not stop ART (n=6), were on ART for 

<15 days (n=4) or did not have a VL at ART stop (n=1). Of 2290 SMART participants receiving ART at 

the time of randomisation to the DC arm, 256 were excluded from this analysis because ART was not 

stopped (n=42, 25 of whom were randomised in the month prior to 11th January 2006), stopped ART 

after 11th January 2006 (n=20), did not have a VL at ART stop (n=1) or did not have any subsequent 

treatment-naïve VLs at scheduled visits (n=193, 153 of whom had only stopped in the month prior to 

11th January 2006). Analyses also were restricted to participants who had suppressed VL to <400 

copies/ml at the time of ART stop, as this was the limit of the least sensitive assay used across both 

trials. Forty-three SPARTAC and 384 SMART participants had VL ≥400 copies/ml at ART stop.  VL data 

were log10-transformed and values <400 copies/ml were treated as equal to 400 for all participants 

to avoid confounding by trial as a greater proportion of VLs were measured using this detection limit 
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in the PHI compared to chronically infected participants. In addition analyses were restricted to 

those in whom HIV-1 had been sexually transmitted, as few were from other risk groups in SPARTAC 

compared to SMART. In SPARTAC no participants were known to have acquired HIV-1 through 

injecting drug use (IDU) and 1% had unknown route of transmission, compared to 8% and 5% for IDU 

and unknown in SMART. Therefore a further 125 SMART participants who reported IDU as their 

transmission risk, and 2 SPARTAC and 75 SMART participants with other or unknown route of HIV-1 

transmission, were excluded.  Overall, 182 PHI and 1450 chronically infected participants were 

included in this analysis.  

SPARTAC participants recruited from the following sites were included: UK and Ireland n=86 (47.3%), 

South Africa n=54 (29.7%), Australia n=19 (10.4%), Italy n=12 (6.6%), Brazil n=9 (4.9%), and Spain n=2 

(1.1%). Participant demographics, ART exposure and CD4 cell count at time of treatment 

discontinuation for included SPARTAC and SMART participants are shown in Table 5.1. Compared to 

participants with chronic infection, SPARTAC participants were younger (median 34 versus 44 years), 

more likely to be female (33% versus 24%), had considerably less ART exposure (6% versus 44% ever 

exposed to ≥3 classes) and were more likely to be on a protease inhibitor regimen at the time of ART 

stop (94% versus 36%). At ART stop, CD4 cell count was slightly higher among SPARTAC compared to 

SMART participants (707 versus 646 cells/µl). Among SMART participants, 77% had a nadir CD4 cell 

count of <350 cells/µl. Two SMART participants had CD4 cell count <350 cells/µl at ART stop 

(contrary to SMART inclusion criteria), but both were measured on the day of ART stop and both 

participants had previous CD4 cell count >350 cells/µl within the previous 6 weeks. The estimated 

time since first initiating ART was 3 (3, 11) versus 72 (48, 96) months for SPARTAC compared to 

SMART participants, respectively. As SMART participants were enrolled into the trial with prevalent 

HIV-1 infection, duration of HIV-1 infection and time since first initiation of ART were often not 

known. The intervals available for the chronically infected participants can, therefore, be regarded 

as the minimum values. 

Follow-up data for this analysis was included from the date of first stopping ART and was censored 

at the last available VL measurement, the 48 week visit, when ART was re-initiated, or 11th January 

2006 for SMART participants, whichever was earliest. Due to the premature stop of the SMART trial, 

559 (39%) of chronically infected participants were censored on 11th January 2006. A further 17 (9%) 

and 463 (32%) SPARTAC and SMART participants respectively were censored before their 48 week 

visit due to ART re-initiation. The median follow-up was 48 (IQR 45, 49) and 27 (IQR 12, 43) weeks 

for the PHI and chronically infected participants, respectively, and the median number of RNA 

measurements included per individual was 6 (IQR 5, 6) and 4 (IQR 3, 6) for SPARTAC and SMART 

respectively. 
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Table 5.1. Characteristics of participants at time of stopping ART in the SPARTAC and SMART trials.  

  SMART 

Chronic HIV infection 

N=1450 

SPARTAC 

PHI  

N=182 

Sex, female 350 (24%) 60 (33%) 

Age, years 44 (38, 51) 34 (28, 42)  

HIV-1 exposure   

 MSM 890 (61%) 114 (63%) 

 Sex between men & women (male) 222 (15%) 8 (4%) 

 Sex between men & women (female) 338 (23%) 60 (33%) 

Time since first diagnosed HIV-positive, months 96 (60, 144)  6 (4, 13)  

Number of ART drugs, ever 5 (4, 7)  3 (3, 3)  

Number of ART classes, ever   

 1 48 (3%) 0 (0%) 

 2 763 (53%) 171 (94%) 

 ≥3 639 (44%) 11 (6%) 

ART type at stop   

 NNRTI based 674 (46%) 8 (4%) 

 PI based 521 (36%) 171 (94%) 

 3 NRTI 132 (9%) 2 (1%) 

 3 class 84 (6%) 0 (0%) 

 NRTI sparing 3 (<1%) 0 (0%) 

 Suboptimal ART 36 (2%) 1 (1%) 

Nadir CD4 cell count up to ART stop, cells/µl 230 (132, 340)  - 

 <200 592 (41%) - 

 200-349 515 (36%) - 

 350-499 226 (16%) - 

 ≥500 117 (8%) - 

CD4 cell count at ART stop, cells/µl  646 (495, 848)  707 (586, 919) 

         CD4 nadir <200 cells/µl 
568 (456, 724)  - 

          CD4 nadir 200-349 cells/µl 
618 (494, 784)  - 

          CD4 nadir 350-499 cells/µl 
806 (646, 993) - 

          CD4 nadir ≥500 cells/µl 
948 (784, 1176)  - 

 
Participant characteristics for those randomised to discontinue ART, at the time of ART cessation, are shown for the 
SPARTAC and SMART trials. Values are median (IQR) for continuous variables and n (%) for categorical variables. CD4 
values are shown for closest up to 24 weeks before ART was stopped.  
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5.2 Time to VL reaching pre-ART levels in SPARTAC participants 

Among SPARTAC participants, the time to reach pre-ART VL levels following treatment interruption 

was estimated using survival methods. Pre-ART VLs in PHI participants were estimated as the mean 

of all available VLs before ART initiation (9%, 85%, 5%, 1% participants had 1, 2, 3 and 4 pre-ART VLs 

available, respectively). The median (IQR) pre-ART VL was 4.5 (IQR 3.9, 5.1) log10 copies/ml. Eleven 

participants had pre-ART VL <400 copies/ml and were, therefore, not included in this analysis. Nine 

participants were censored before reaching pre-ART levels due to ART re-initiation (one at 5 week 

and the remainder at least 25 weeks after ART stop; the median pre-ART VL was somewhat higher in 

these participants at 5.5 log10 copies/ml). A total of 71 (42% of 171) participants were observed to 

rebound to pre-ART VL levels, at a median 50 (95% CI 48, 51) weeks after treatment interruption. A 

quarter of participants had rebounded to pre-ART levels by 15 (95% CI 12, 26) weeks.  

5.3 VL rebound at 4 weeks after ART stop by PHI versus chronically infected participants 

Viral load at 4 weeks after stopping ART was compared between SPARTAC (PHI) and SMART (chronic 

infection). Using linear and ordered logistic regression, respectively, differences in absolute levels 

and in the proportions with VL <400, 400-3499, 3500-9999, 10,000-49,000 or ≥50,000 copies/ml 

were examined at 4 weeks after stopping ART. Table 5.2 shows factors associated with HIV RNA level 

at four weeks after stopping ART on linear regression. Four weeks after stopping therapy, VL levels 

were 0.45 (95% CI 0.26, 0.64) log10 copies/ml lower among PHI compared to chronically infected 

participants (p<0.001; median 3.7 [IQR 2.7, 4.3] versus 4.4 [IQR 3.0, 5.0] log10 copies/ml 

respectively). There was a trend towards an association between lower CD4 cell count at time of 

stopping ART and higher week 4 VL, p=0.08). Persons infected through heterosexual sex had 

significantly lower week 4 VL than MSM (p<0.001), but with no evidence that this effect differed 

between chronic infection and PHI (p=0.4). There was no association between age at time of 

treatment discontinuation and VL at week 4 after stopping ART (p=0.6). The proportions of 

participants with VL <400 copies/ml four weeks after stopping therapy were similar between the PHI 

and chronic infection populations (22% versus 21%, respectively; p=0.6). Table 5.3 shows the 

number of participants within each VL stratum for SPARTAC and SMART participants. The 

proportions of participants with VL rebound to 400-3499, 3500-9999, 10,000-49,999 and ≥50,000 

copies/ml were 22, 23, 16 and 17% among SPARTAC participants compared to 12, 8, 18 and 40% 

among the SMART participants, indicating higher levels of VL rebound in chronically infected 

individuals (adjusted p<0.001).  
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Table 5.2. Factors associated with viral load four weeks after stopping ART  

 Coefficient (95% CI) p value 

PHI, versus chronic HIV-1 infection -0.45 (-0.64, -0.26) <0.001 

Age at ART stop, per 10 years 0.01 (-0.04, 0.07) 0.6 

Sex/risk group, versus men infected through sex with men  <0.001 

 Male, infected through sex with women -0.14 (-0.30, 0.03)  

 Female, infected through sex with men -0.33 (-0.47, -0.20)  

CD4 cell count at ART stop, per 100 cells/µl -0.02 (-0.04, 0.002) 0.08 

Linear regression model of factors associated with HIV RNA levels (log10 copies/ml) 4 weeks after stopping ART 
in SPARTAC vs. SMART participants respectively. The regression coefficient (95% CI) and p-value are given for 
each variable  

 
 
 

 
 
 
Table 5.3. Level of viral load 4 weeks after stopping ART in PHI and chronic infection. 
 

VL (copies/ml) Chronic HIV-1 infection 

N=1327* 

PHI 

N=156* 

<400 284 (21%) 35 (22%) 

400-3499 161 (12%) 34 (22%) 

3500-9999  110 (8%) 36 (23%) 

10,000-49,999 235 (18%) 25 (16%) 

≥50,000 537 (40%) 26 (17%) 

Number of SMART (chronic HIV-1 infection) and SPARTAC (PHI) participants with VL within each VL stratum are 
shown 4 weeks after stopping ART. Values are n (%).*participants with a week 4 VL available. 
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5.4 VL rebound up to 48 weeks after stopping ART in PHI and chronic infection 

Differences in VL levels and slopes over 4-48 weeks after stopping ART were examined using linear 

mixed models. In addition the time averaged viral burden, reflecting circulating virus at a given time 

point, was estimated by calculating the area under the VL curve (AUC), over the whole period after 

stopping ART, and dividing by time. Models were adjusted for the effect of sex/risk group (MSM, 

heterosexual men (MSW), and heterosexual women), age and CD4 cell count at ART stop.  No 

adjustments were made for time on ART, as this is confounded by duration of infection and, 

therefore, by trial, nor for ART class which was also confounded by trial. Differences in the effects of 

participant characteristics at ART stop, and nadir CD4 cell count up to ART stop, were investigated 

for PHI compared to chronically infected participants, where appropriate, using interactions.  

Over 48 weeks after stopping ART, the median VL remained lower in the PHI group compared to 

chronically infected group, demonstrated in Figure 5.1a. Modelling VL 4-48 weeks after stopping 

ART, there was evidence to suggest that the chronic infection participants rebounded more rapidly 

than the PHI participants (p<0.0001). Results of this model are demonstrated in Figure 5.1b.  The 

predicted VL for a representative participant with PHI (male infected through sex between men, 

aged 40 years and with CD4 cell count 600 cells/µl at ART stop) at weeks 4, 12 and 36 after stopping 

ART were 3.36 (3.27, 3.45), 3.53 (3.43, 3.63) and 4.04 (3.88, 4.20) log10 copies/ml, respectively, 

compared to 3.75 (95% CI 3.71, 3.79), 4.10 (4.05, 4.14) and 5.13 (5.05, 5.21) log10 copies/ml, 

respectively for chronic infection. 

The median (IQR) time-averaged viral burden was 1.12 (0.56, 1.69) and 1.55 (1.03, 1.99) log10 

copies/ml amongst participants with PHI and chronic infection, respectively. After adjustment, total 

viral burden was, on average, 0.28 (95% CI 0.17, 0.39) log10 copies/ml lower for PHI compared to 

chronically infected participants (p<0.001). 

The associations between longer-term VL rebound and sex/risk group, CD4 cell count and age at ART 

stop were qualitatively similar to those for the week 4 VL rebound. There was evidence of higher VL 

over 48 weeks among MSM compared to MSW and with lower CD4 cell count (0.03 [-0.04, -0.01] per 

100 cells, p<0.001), but no difference in these effects by PHI/chronic infection status (p=0.2 and 0.3 

respectively). Older age at time of stopping ART was associated with higher VL rebound, although 

the magnitude of this effect was small (0.04 [0.01, 0.08] log10 copies/ml per 10 years, p=0.02) and 

there was no difference by PHI/chronic infection status (p=0.4). 
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Figure 5.1 

a) VL up to 48 weeks after stopping ART in PHI versus chronic infection  

 

 

 

 

 

 

 

 

 

 

 

 

b) Predicted VL over 4-48 weeks after stopping ART in PHI versus chronic infection on mixed effect 

model 

 

  

a) Plasma VL in PHI vs. Chronic HIV-1 infection (CHI) from 0 to 48 weeks after treatment cessation is shown, 
alongside pre-treatment VL for PHI 
b) Predicted VL over 4-48 weeks after ART stop by PHI versus chronic infection (CHI), based on a representative 
participant (male infected through sex with men, aged 40 years and with CD4 cell count 600 cells/µl at time of 
ART stop) 
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5.5 VL rebound up to 48 weeks after stopping ART, categorising the chronically infected 
participants by nadir CD4 cell count 

At time of stopping ART, SMART participants were categorised according to their nadir CD4 cell 

count, in order to assess whether any differences over 48 weeks between the populations could be 

explained solely by CD4 T-cell levels. Compared to PHI participants, the VL rebound after 4 weeks, up 

to 48 weeks, was significantly higher in the chronically infected participants with CD4 T-cell nadir 

<500 cells/µl, and lower CD4 T-cell nadir was associated with faster rebound (Figures 5.2 a and b). 

For every 8 weeks, on average the VL in PHI participants increased by 0.17 (95% CI 0.14, 0.20) log10 

copies/ml compared to 0.71 (0.60, 0.81), 0.46 (0.36, 0.57), 0.33 (0.21, 0.44) and 0.15 (0.01, 0.29) 

log10 copies/ml in chronically infected participants with nadir CD4 cell counts of <200, 200-349, 350-

499 and ≥500 cells/µl, respectively. Predicted VL at week 4 and 36 after stopping ART are 

demonstrated in Table 5.4. and were lower in PHI and for higher nadir CD4 cell count. 

We observed a similar relationship for the time-averaged AUC: chronically infected participants with 

a lower nadir CD4 cell count had higher viral burden, compared with PHI participants (0.39 [95% CI 

0.27, 0.51], 0.29 [0.18, 0.41] and 0.20 [0.06, 0.33] log10 copies/ml higher viral burden for nadir CD4 

cell counts <200, 200-349 and 350-499 cells/µl respectively). There was no difference in viral burden 

between chronically infected participants with nadir CD4 cell count ≥500 cells/µl and PHI 

participants (0.04 [-0.12 to 0.20] log10 copies/ml). 

 

Table 5.4. Predicted VL in PHI and chronic infection, stratified by nadir CD4 cell count 

 Week 4 VL  

log10 copies/ml (95% CI) 

Week 36 VL  

log10 copies/ml (95% CI) 

SPARTAC 3.33 (3.24, 3.42) 4.01 (3.85, 4.18) 

SMART, nadir CD4 ≥500 3.46 (3.34, 3.57) 4.34 (4.11, 4.56) 

SMART, nadir CD4 350-499 3.61 (3.52, 3.69) 4.71 (4.53, 4.88) 

SMART, nadir CD4 200-349 3.72 (3.66, 3.77) 5.01 (4.89, 5.14) 

SMART, nadir CD4 <200 3.88 (3.83, 3.94) 5.82 (5.68, 5.96) 

 

 

 

Predicted VL at week 4 and week 36 from mixed effect model for PHI (SPARTAC) vs. Chronic infection 
(SMART), with participants with chronic infection categorised by nadir CD4 cell count (cells/µl), based on a 
representative participant (MSM, aged 40 years, CD4 cell count 600 cells/µl at time of stopping ART). 
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Figure 5.2  

a) VL up to 48 weeks after stopping ART, with participants with chronic HIV-1 infection categorised 

by nadir CD4 cell count   

 

 

 

 

 

 

 

 

 

 

b) Predicted VL on mixed effect model over 4-48 weeks after stopping ART  

 
  

a) Plasma VL in PHI (SPARTAC) versus chronic infection (CHI; SMART) is shown.  CHI is categorised by nadir CD4 cell count. 
b) Results from mixed effect model for VL over 4-48 weeks after stopping ART with CHI participants categorised by nadir 
CD4 cell count (cells/µl), based on a representative participant (MSM, aged 40 years, CD4 cell count 600 cells/µl at time of 
stopping ART).  
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5.6 Effect of CD4 cell count at ART stop on VL rebound 

There was evidence of an interaction between nadir CD4 cell count in SMART participants and CD4 

cell count at time of stopping ART, in relation to VL rebound over 48 weeks (p=0.04 and 0.0006 in 

the linear mixed model for VL up to 48 weeks and the linear regression for AUC, respectively). 

Among chronically infected participants with a nadir CD4 cell count <200 cells/µl, lower CD4 cell 

nadir in association with higher CD4 cell count at stop resulted in higher viral load AUC after 

stopping ART, with a trend for such an association in participants with CD4 cell count <350 cells/µl.  

For participants with nadir CD4 cell counts of <200 and 200-349 cells/µl, a CD4 cell count of 100 

cells/µl higher at ART stop was associated with an AUC 0.05 (95% CI 0.03, 0.08) and 0.02 (-0.002, 

0.05) log10 copies/ml higher, respectively. In contrast, among chronically infected participants with 

nadir CD4 cell count of ≥350 cells/µl, there was no evidence of an association between CD4 cell 

count at stop and subsequent AUC (0.002 [-0.03, 0.04] and -0.01 [-0.05, 0.03] log10 copies/ml per 100 

cells/µl higher CD4 cell count at stop, for participants with nadir CD4 cell counts of 350-499 and ≥500 

cells/µl, respectively). Among PHI participants, there was evidence to suggest that a higher CD4 cell 

count at time of stopping ART was associated with lower AUC (0.04 [95% CI 0.003, 0.08] log10 

copies/ml lower per 100 cells/µl higher CD4 cell count at stop). The effect on AUC of PHI versus 

chronic infection/nadir CD4 cell count remained robust with or without adjustment for the CD4 cell 

count at time of stopping ART. 

5.7 Summary of results in this chapter 

In the SPARTAC trial, 42% of participants rebounded to pre-ART VL levels, at a median of 50 weeks 

after stopping therapy. Four weeks after stopping ART, although the proportion of participants with 

detectable VL ≥400 copies/ml was similar, VL levels were significantly lower in SPARTAC compared to 

those in SMART participants, and remained lower up to 48 weeks. Lower CD4 cell nadir in the 

SMART study was associated with higher VL after stopping ART, and VL rebound for SMART 

participants with CD4 cell nadir >500 cells/µl was comparable to that seen in SPARTAC. 
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Discussion 

This is the first study to compare the viral dynamics between PHI and chronic infection in individuals 

undergoing a randomised protocol-indicated interruption of ART.  We observed that viral rebound 

after stopping ART initiated in PHI was lower than that observed in chronic infection, 4 weeks after 

treatment interruption. This difference was sustained over 48 weeks of follow-up. In addition, the 

time averaged viral burden was significantly lower in PHI patients versus the chronically infected 

population.  These data are consistent with those from Steingrover et al. (2008) who reported 

differences in VL rebound when comparing treatment interruption in PHI to a non-randomised 

cohort of individuals who started ART in chronic infection.  However, whereas Steingrover observed 

delayed or absent viral rebound in PHI, a similar proportion of PHI and chronically infected subjects 

in our study had HIV RNA levels  >400 copies/ml at 4 weeks, and stopping ART either during PHI or 

chronic infection was associated with a rebound in VL in most individuals, although to lower levels in 

PHI. This discrepancy may be due to the small numbers investigated and the non-randomised nature 

of the treatment interruption in the Steingrover cohort, or due to inherent differences between the 

study populations.  

The stage of infection prior to commencing therapy was predictive of viral dynamics after 

withdrawing treatment, indicating that the ability to control viral replication after discontinuation of 

ART is related to preservation of the immune response.  When chronic infection participants were 

stratified by CD4 cell count at time of stop ART, nadir CD4 cell count prior to starting ART predicted 

the capacity to control viral replication, with lower nadir CD4 cell count associated with higher VL 

after ART stop. Viral rebound was higher across all CD4 cell strata when compared with rebound in 

PHI. Interestingly, in chronic infection  patients with CD4 cell nadir <350, there was an association 

between CD4 cell count at stop and degree of viral rebound as measured by area under VL time 

curve, with higher CD4 cell count at stop being associated with higher AUC. Thus, the degree of viral 

rebound could be related to degree of immune reconstitution occurring on ART, or to the number of 

CD4 target cells available for viral infection upon stopping ART (Douek, et al. 2002) in those with 

severely depleted CD4 T-cell resources prior to commencing ART. In contrast, this effect was not 

apparent in PHI and higher CD4 cell count at stop was associated with lower VL rebound, indicating 

different VL dynamics between chronic and PHI.  

These data may reflect differences in the size of the viral reservoir which is likely to be considerably 

smaller in those commencing ART early. Strain et al (2005) showed that in patients treated in PHI, 

within 6 months of infection, a more pronounced reduction in the size of the latent reservoir was 

seen compared with those treated in chronic infection (Strain, et al. 2005). Another  study of NNRTI 

based ART during recent HIV-1 infection found that ART in PHI reduces HIV-1 DNA to levels 
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comparable to those seen in long-term non-progressors, and these effects were not apparent if 

therapy was started during chronic infection (Pires, et al. 2004). The size of the latent viral reservoir 

in patients with chronic HIV-1 infection has been shown to predict viral rebound after structured 

treatment interruption (Yerly, et al. 2004). Together, these findings suggest an association between 

timing of initiation of ART and decay of the HIV-1 reservoir, and highlight the potential benefits of 

early ART.  

We observed higher viral rebound in MSM compared with heterosexual study participants.  This 

difference remains unexplained. In SPARTAC, MSM were more likely to have subtype B virus than 

heterosexual participants. Some VL assays have been reported to underestimate HIV RNA in 

individuals with non-B subtypes (Holguin, et al. 2008), although this is not thought to affect more 

recent VL assays. However, subtype data were not available for SMART so are not included in this 

analysis. Another explanation could be gender differences in VL, as VL has previously been noted to 

be lower in women than in men in individuals with higher CD4 cell counts of >350 cells/µl, and most 

participants this analysis would fall into this CD4 cell category (Donnelly, et al. 2005). Our data are in 

agreement with findings from the CASCADE cohort which showed that among men, those infected 

heterosexually and by injecting drug use had on average 56% lower HIV RNA levels than homosexual 

men (Touloumi, et al. 2004). However, as no significant differences in HIV-1 progression are known 

to occur according to risk group (CASCADE 2000), the clinical relevance of this finding is not clear.  

As the majority of studies examining short-course ART in PHI are observational in nature, potential 

bias associated with reason for stopping or starting therapy is likely to confound the results. In our 

analysis, participants underwent protocol-indicated cessation of ART, and the randomised reason for 

treatment interruption in both chronic infection and PHI populations will reduce bias in this analysis. 

However this study does have some limitations. No adjustment for ART duration was made, 

although length of ART was significantly longer for the chronic infection (SMART) participants 

compared to the PHI (SPARTAC) participants.  This would have had the effect, in any case, of 

exaggerating the difference in VL rebound between the two populations. In addition, we were 

unable to compare the two ART arms of the SPARTAC trial, as follow-up is currently blinded. Of note, 

the SPARTAC participants randomised to the 12 weeks of ART may contribute disproportionately to 

those SPARTAC PHI participants with detectable VL at ART stop, who were then excluded from the 

analysis. Longitudinal analysis of both SMART and SPARTAC populations is confounded by exclusion 

of data due to informative censoring, for example, when individuals initiated long-term ART. This 

potential source of bias was accounted for to some extent in the mixed effect models. However, the 

result of failing to account for this completely would result in an underestimate of the observed 

difference between the two populations, due to the higher number of SMART patients reinitiating 
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therapy compared to SPARTAC.  Finally, we did not examine CD4 cell count evolution in this analysis, 

or the relationship between VL rebound and clinical disease progression, because the SPARTAC trial 

is ongoing. 

 In both SMART and SPARTAC, VL was not assayed until 4 weeks post-treatment interruption.  More 

frequent testing would give a true indication of immediate viral dynamics following ART cessation. It 

is possible that initial viral rebound will peak immediately following treatment interruption, prior to 

VL quantification in this study. However, models comparing rate of viral replication after withdrawal 

of treatment to initial acute infection show the rate in initial acute infection to be nearly five times 

faster (Little, et al. 1999). Although treatment discontinuation in PHI was associated with viral 

rebound, this was not observed to rebound to pre-ART levels until a median of 50 weeks, and it is 

unlikely that potentially greater increases would have been observed if VL had been measured 

sooner after treatment cessation. 

Data from African heterosexual transmission studies have shown that for individuals in HIV 

serodiscordant relationships, where the HIV-infected partner’s VL is less than 1500 copies RNA/ml, 

HIV-1 transmission is rare (Quinn, et al. 2000; Wawer, et al. 2005). In our study, the majority of 

participants in both SMARTAC and SMART had viral rebound at one month to levels sufficient to 

pose a risk of onward transmission. An additional goal of treating individuals with PHI may be to limit 

the enhanced risk of onward viral transmission and the role of ART as a public health tool to limit 

HIV-1 transmission is receiving heightened attention. The high VL in infected blood during acute HIV-

1 infection is reflected in genital tract secretions, and seminal and cervical VLs strongly correlate 

with plasma VLs for the first 6 months of infection, and are significantly higher than levels in chronic 

infection (Miller, et al. 2010; Morrison, et al. 2010).  Specific characteristics of recently transmitted 

viral variants make PHI particularly infectious (Keele and Derdeyn 2009; Ma, et al. 2009). It is 

unknown how long after transmission these characteristics remain or whether they are preserved 

after intermittent ART. Targeting individuals with ART during PHI could have a marked impact on 

HIV-1 transmission, but it is crucial that strategies investigating the use of short-term ART as a 

prevention measure examine the consequences of ART discontinuation and viral rebound on onward 

transmission. In the SMART study, individuals did not reduce high risk sexual behaviour, despite 

treatment interruption and detectable VL (Burman, et al. 2008). In a recent study looking at onward 

HIV-1 transmission amongst individuals treated in PHI who stopped ART, there were at least five 

new primary infections originating from these patients within 16-61 weeks after stopping early 

ART(Rieder, et al. 2010).The level of viral rebound following cessation of ART in PHI should therefore 

be anticipated when designing a strategy aimed at limiting secondary transmission, and it is likely 

that long-term ART would be preferable with this goal in mind.  
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Treatment interruption in the SMART study was associated with adverse clinical outcome and this 

strategy is no longer recommended in chronic infection (El-Sadr, et al. 2006). The levels of plasma 

HIV RNA in PHI correlates with biomarkers of inflammation, coagulation and immune activation 

(Chapter 4 and 6). Levels of viral rebound may therefore affect risk, not only of HIV-1 disease 

progression and development of opportunistic infection, but also of conditions not traditionally 

related to HIV such as CVD. The clinical effects of short-course treatment in PHI currently remain 

unknown; however the differences in VL dynamics between PHI and chronic infection demonstrated 

in this analysis indicate that the consequences of treatment interruption may differ. Such differences 

may reflect immunological status, immune activation and reservoir size. This observed difference in 

plasma VL rebound between PHI and chronic infection may translate into differences in levels of 

immune activation and inflammation on discontinuation of ART commenced in PHI versus chronic 

infection, and supports the hypothesis that treatment interruption following ART in PHI may not be 

associated with same adverse clinical effects as seen in the SMART trial.  
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Chapter 6:  T-cell Immune Activation in PHI 

HIV-1 infection induces a state of chronic immune hyper-activation which is thought to contribute 

towards the immunological destruction that precedes clinical disease (Cadogan and Dalgleish 2008). 

In untreated HIV-1 infected patients, the level of T-cell immune activation is an independent 

predictor of disease progression (Bofill, et al. 1996; Deeks, et al. 2004; Hazenberg, et al. 2003b; Liu, 

et al. 1997) and in some studies has been shown to be a stronger predictor of disease progression 

than CD4 cell count or VL (Giorgi, et al. 2002; Liu, et al. 1997).  

Following HIV-1 acquisition, massive depletion of CCR5 positive CD4 memory T-lymphocytes occurs, 

focused primarily in the GI mucosa through cytopathic and apoptotic mechanisms, resulting in 

depletion of T-cell reservoirs (Cadogan and Dalgleish 2008; Douek 2007; Mattapallil, et al. 2005). It 

has been hypothesized that this irreversible GALT damage creates a permanently imbalanced 

immunological environment instigating chronic homoeostatic events as the immune system 

struggles to replaces its losses, leading to a high turnover of T-cells, continuous T-cell activation, and 

a gradual loss of peripheral CD4 cells (Cadogan and Dalgleish 2008). In addition, damage to gut 

mucosal surfaces allows translocation of microbial products across the gut epithelium and into the 

systemic circulation, resulting in persistent antigenic stimulation of the immune system and 

hypothesized to be a major cause of HIV-associated immune activation (Brenchley, et al. 2006).  

Deeks et al. (2004) showed that the level of T-cell activation is established early in the course of HIV-

1 infection and varies widely between individuals, but is generally stable within a given person. It is 

possible that short-course ART given during PHI will reduce long-term immune activation even after 

discontinuation of ART, by rapidly limiting VL and thereby altering the immunological events 

described above. This hypothesis will be tested after the SPARTAC study has been unblinded. To gain 

some understanding of the processes occurring during PHI, we undertook an in-depth analysis of 

different markers of CD8 and CD4 T-cell activation, and assessed both viral and host factors 

associated with these parameters.  

CD38 and HLA-DR are cell surface molecules which are known to be upregulated upon antigenic 

activation in vivo and are commonly used as markers of T-cell activation. In addition, the relationship 

between expression of PD-1, a marker of T-cell exhaustion which is also upregulated on activated T-

cells, with other markers of activation was investigated. PD-1 expression in chronic infection has 

been associated with impaired functional capacity of CTL such as reduced cytokine production and 

loss of viral control (Day, et al. 2006). PD-1 positive cells undergo high rates of apoptosis and have 

limited proliferative capacity (Petrovas, et al. 2006) and the interactions between PD-1 and its 
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ligands are thought to be involved in negative regulation of immune activation (Cai, et al. 2004; 

Freeman, et al. 2000; Latchman, et al. 2001). The role of PD-1 in PHI has not been fully explored.  

The aims of this chapter were to: 

i. compare immune activation in PHI to those at SPARTAC week 60 and to healthy controls 

(methods chapter 2.3). 

ii. explore the relationship between different markers of immune activation, PD-1 expression, 

inflammation and coagulation in individuals with PHI. 

iii. assess host and viral factors associated with immune activation and PD-1 expression in PHI 
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Results 

6.1 Immune activation in PHI, at week 60 and in healthy controls 

PBMC samples for T-cell activation assays were available from the UK recruited SPARTAC 

participants at week 0 and week 60. In order to investigate the effect of duration of infection on 

markers of T-cell activation, a comparison was undertaken between week 0 and week 60 of the 

study. Due to the blinded nature of the SPARTAC trial, week 60 results were analysed together 

regardless of randomisation arm, although ultimately a comparison between the 3 arms of SPARTAC 

will be undertaken at week 60 to assess the effect of short-course ART on immune activation after 

discontinuing treatment. All individuals had discontinued treatment given as a trial intervention by 

week 60. PBMC samples from 10 healthy individuals were analysed to assess whether T-cell 

activation was higher in HIV-1 infected individuals compared to healthy controls.  

One-hundred-and-forty-nine SPARTAC participants were recruited in the UK and baseline 

characteristics of these individuals are shown in Table 6.1. The majority of participants were MSM 

with subtype B virus.  The median age was 34 years (range 19-60).  The median estimated time from 

seroconversion at the baseline study visit was 73 days (range 8 to 156 days).   

The following T-cell activation markers were assessed on both CD8 and CD4 T-cells: CD38 expression 

(both proportion of cells expressing CD38 (CD38%) and Median Fluorescent Intensity (MFI), HLA-DR 

expression (both HLA-DR% and HLA-DR MFI), proportion of cells with dual expression of CD38 and 

HLA-DR (CD38 HLA-DR%), and proportion of cells expressing PD-1 (PD-1%).  
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Table 6.1. Baseline characteristics of UK SPARTAC participants  

Baseline variable  Number or Median  (%) or [IQR]  

Sex: Male 143 (96) 

 Female 6 (4) 

Risk group: MSM 139 (93) 

 Heterosexual 9 (6) 

 Other / unknown 1 (1) 

Age (years) 34 [28,41] 

Estimated time from seroconversion (days) 73 [47,93] 

BMI 23.3 [21.6, 25.4] 

Systolic blood pressure 127 [116, 135] 

Diastolic blood pressure 76 [68, 82] 

Clade                              B 134 (90) 

                                       non-B 15 (10) 

Viral tropism *             R5 135/146 (92) 

                                       X4 11/146 (8) 

CD4 (cells/µl) overall 540 [406, 669] 

<350 18 (12) 

350-499 42 (28) 

>500 89 (60) 

HIV RNA (copies/ml) overall 57050  [11774, 195,517] 

                                       <400 7 (5) 

                                       400-9999 26 (17) 

                                       10000-99999 55 (37) 

                                     >100000 61 (41) 

HLA type*                     B*57 +ve 10/120 (7) 

                                       B*27 +ve 14/120 (10) 

Baseline characteristics of UK recruited SPARTAC participants (n=149) are shown. *Tropism available in 146 
participants; HLA typing was available for 120 participants only 
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CD8 T-cell activation  

Baseline PBMC samples at week 0 were available from 122 individuals and from 124 individuals at 

week 60. Results for 122 and 124 participants at week 0 and 60, respectively, are shown except for 

PD-1 where results for 120 and 114 participants were available at week 0 and week 60, respectively 

(results for PD-1 were disregarded due technical problems with the APC laser during analysis of one 

batch of 12 samples). Median values and IQR are shown in Table 6.2 and data are further 

demonstrated on box-plot graphs in Figure 6.1.   

In PHI (week 0) the median percentage of CD8 cells expressing CD38 (CD8 CD38%) was 41.5%, 

median percentage of CD8 cells expressing HLA-DR (CD8 HLA-DR%) was 32% and median dual 

expression of CD38 and HLA-DR activation markers (CD8 CD38 HLA-DR%) was 17.3%. Median PD-1% 

expression on CD8 cells was 4.5%. Differences in immune activation at week 60 were compared to 

week 0 using the Wilcoxon signed rank test. At week 60 there was a significant reduction in the 

percentage of CD8 cells expressing CD38 (p<0.0001), in CD38 MFI (p<0.0001), and in the percentage 

of CD8 cells co-expressing CD38 and HLA-DR (p<0.0001).  There was a trend toward reduced CD8 

HLA-DR% expression at week 60 (p=0.08) although no change was observed in HLA-DR MFI (p=0.2).   

Figure 6.2 shows flow cytometry plots in a single representative individual and demonstrates a clear 

population of activated CD8 cells at week 0 which has reduced in size considerably by week 60. 

There was no change in CD8 PD-1 expression between week 0 and week 0. 

Levels of immune activation in HIV-1 infected individuals were compared with healthy controls using 

Mann-Whitney tests. All markers of CD8 T-cell activation were significantly higher at week 0 when 

compared to healthy controls (p≤0.001 for all). At week 60, CD38 activation (both percentage 

expression and MFI) was not significantly higher than in healthy controls, although HLA-DR% 

expression, HLA-DR MFI, dual HLA-DR CD38 % expression, and PD-1 expression remained 

significantly elevated (p≤0.001 for all).   
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Table 6.2. T-cell activation and PD-1 expression in SPARTAC participants and in healthy  controls 

 Parameter Week 0 Week 60 Healthy control 

  N Median [IQR] N Median [IQR] N Median [IQR] 

CD8 cells CD38% 122 41.5 29, 59.5 124 26.8 12.4, 37.5 10 21.2 17.7, 28.9 

CD38 MFI 122 402 269, 630 124 276.5 153.5, 437.5 10 219 140, 323 

HLA-DR % 122 32.0  18.9, 43.8 124 31.5 20.0, 42.7 10 9.8 3.4, 10.4 

HLA-DR MFI 122 178.5 109, 303 124 187 113.5, 303 10 63.5 36.1, 75.5 

CD38 HLA-DR % 122 17.3 8.5, 30.9 124 9.6 4.1, 16.8 10 1.9 0.8, 4.7 

PD-1% 120 4.5 2.9, 7.2 114 5.2 2.3, 7.9 10 2.2 1.3, 2.8 

CD4 cells CD38% 122 52.3 38, 65.3 124 45.1 29.7, 57.1 10 44.1 29.1, 57.7 

CD38 MFI 122 463 310, 594 124 362 229, 560.5 10 263 177, 587 

HLA-DR % 122 10.8 6.7, 15.4 124 11.2 6.8, 18.3 10 5.7 1.7, 8.2 

HLA-DR MFI 122 51.5 35.9, 64.4 124 56.0 35.9, 81.7 10 43.8 21.1. 50.4 

CD38 HLA-DR % 122 5.3 3.3,  9.0 124 5.0 2.2, 8.8 10 3.4 0.9, 4.5 

PD-1% 120 8.4 5.9, 10.9 114 7.5 4.4, 10.7 10 1.8 1.0, 2.3 

  

Median values and IQR for markers of CD8 and CD4 T-cell activation are shown at SPARTAC baseline visit (PHI), SPARTAC week 60 and in healthy controls  
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Figure 6.1. CD8 T-cell activation and PD-1 expression in SPARTAC participants and in healthy controls 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

p=0.7 p<0.0001 p<0.0001 p=0.08 

p<0.0001 p<0.0001 

p=0.8 p=0.001 

p=0.001 p<0.0001 

p<0.0001 p<0.0001 

Boxplots showing median, IQR and upper and lower adjacent values for CD8 T-cell activation markers in SPARTAC participants at week 0 (n=122) and week 60 (n=124), and in 
healthy controls (n=10).  For PD-1 n=120 at week 0 and n=114 at week 60. Week 0 was compared to week 60 using Wilcoxon signed ranks test for paired samples. Mann-Whitney U 
tests were used to compare HIV-negative controls to SPARTAC participants 
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Flow cytometry dot-plots of single and dual expression of HLA-DR and CD38 on CD8 cells at Week 0 (HIV-1 seroconversion) and Week 60 are shown in the same individual.  
Cell are gated on CD8. There is a clear  population of activated CD8 cells, expressing both CD38 and HLA-DR, which has reduced consideraly by week 60 
 
 

 
 

Week 0 

Week 60 

CD8 CD8 

CD4 HLA-DR CD38 CD38 

HLA-DR CD38 CD4 
CD38 

HLA-DR 

HLA-DR 

CD8 CD8 

CD8 

CD8 

Figure 6.2. Flow cytometry plot demonstrating CD8 T-cell activation in a single representative individual at week 0 and week 60 
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CD4 T-cell activation  
 
In PHI, the median percentage of CD4 cells expressing CD38 (CD4 CD38%) was 52.3%, median 

percentage of cells expressing HLA-DR (CD4 HLA-DR%) was 10.8% and median dual expression of 

CD38 and HLA-DR% (CD4 CD38 HLA-DR) was 5.3%. Median CD4 PD-1% expression was 8.4%. Results 

at week 0, week 60 and in healthy controls are shown in Table 6.2 and data are further 

demonstrated on box-plot graphs in Figure 6.3.   

Compared to week 0, at week 60 there was a significant reduction in CD38% expression on CD4 cells 

(p=0.009) and a significant reduction in CD4 CD38 MFI (p=0.03). There was a trend towards reduced 

PD-1 % expression (p=0.08). There was no significant change in HLA-DR % expression (p=0.9), HLA-

DR MFI (p=0.2) or dual expression of HLA-DR and CD38 (p=0.1) between weeks 0 and 60.  

HLA-DR expression, dual CD38 HLA-DR% expression and PD-1% expression were significantly 

elevated when compared to healthy controls at both week 0 and week 60 (Figure 6.3). HLA-DR MFI 

was also significantly elevated at week 0 and 60 compared to healthy controls (p=0.03 and p=0.01 

for week 0 and week 60, respectively).  There was no significant difference between CD4 CD38% 

expression or CD38 MFI in HIV-1 infected individuals compared to healthy controls in this cohort.  
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Figure 6.3. CD4 T-cell activation levels in SPARTAC participants and in healthy controls 

p<0.0001 

p<0.0001 
p=0.006 

p=0.04 

p=0.002 

p=0.002 

p=0.8 

p=0.2 

p=0.009 

p=0.9 

p=0.1 

p=0.08 

Box-plots showing median, IQR and upper and lower adjacent values for CD4 T-cell activation markers in SPARTAC participants at week 0 (n=122) and week 60 (n=124), and in 
healthy controls (n=10). For PD-1 n=120 at week 0 and n=114 at week 60.  Week 0 was compared to week 60 using Wilcoxon signed ranks test for paired samples. Mann-Whitney U 
tests were used to compare healthy controls to SPARTAC participants 
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6.2 Relationship between markers of T-cell immune activation, PD-1 expression, and inflammatory 

biomarkers in PHI  

The relationship between markers of T-cell immune activation, PD-1 expression, and inflammatory 

biomarkers in individuals with PHI were examined. With the exception of CD4 and CD8 cell CD38% 

expression which were normally distributed, activation marker results were skewed. Therefore non-

parametric testing was used to assess the associations between variables, although results from 

parametric Pearson correlations of both the absolute and log-transformed variables gave similar 

results. Table 6.3 shows Spearman Rho correlations between different markers of immune 

activation.  Different measures of CD8 T-cell activation were correlated strongly with each other 

(p<0.0001 for all).  CD8 PD-1 expression correlated with all markers of CD8 activation (p<0.0001 for 

all).  

Different measures of CD4 T-cell activation also correlated with each other (p<0.0001 for all). CD4 

PD-1 expression was not associated with CD4 CD38 activation, but did correlate with dual CD4 CD38 

HLA-DR expression (p=0.003).   

CD8 T-cell activation markers (CD38, HLA-DR and dual expression) were correlated with all markers 

of CD4 T-cell activation (p<0.0001 for all). CD8 PD-1% expression correlated with CD4 PD-1% 

expression, and with CD4 CD38% expression and dual CD4 CD38 HLA-DR% expression.  CD4 PD-1% 

expression was also associated with CD8 CD38% expression and dual CD8 CD38 HLA-DR% expression.     

 The relationship between markers of immune activation and IL-6 and D-dimer were also examined 

(Table 6.3).  Biomarker results for IL-6 and D-dimer were available in 129 and 120 UK participants, 

respectively, of whom 111 and 105 also had cells available for T-cell activation studies. There was a 

significant correlation between IL-6 and CD8 CD38, CD8 CD38 MFI and dual CD8 expression of CD38 

and HLA-DR (p=0.008, p=0.004 and p=0.01, respectively). D-dimer correlated with CD8 CD38% 

expression, dual CD8 CD38 HLA-DR% expression and CD8 PD-1 expression (p=0.003, p=0.03, p=0.02, 

respectively).  There was no significant correlation between CD4 T-cell activation markers and IL-6 or 

D-dimer. 
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Table 6.3. Relationship between different markers of CD8 and CD4 T-cell activation, IL-6 and D-dimer

 

  CD8 cells CD4 cells Plasma 
Biomarkers 

 Parameter  CD38 
%  

CD38 
MFI  

HLA-DR 
%  

HLA-DR 
MFI  

CD38 HLA-
DR  %  

PD-1 
% 

CD38 
%  

CD38 
MFI  

HLA-DR 
%  

HLA-DR 
MFI  

CD38 HLA-
DR %  

PD-1% IL-6 D-dimer 

CD8 
cells 

CD38 %                                  coefficient  
                                                p-value 

 0.78 
0.000  

0.39 
0.000  

0.39 
0.000 

0.76 
0.000  

0.54 
0000 

0.63 
0.000  

0.50 
0.000  

0.17 
0.06  

0.18  
0.048 

0.51  
0.000  

0.33 
0.000 

0.25 
0.008 

0.30 
0.003 

CD38 MFI                              coefficient 
                                               p-value 

0.79 
0.000  

 0.56 
0.000  

0.56 
0.000  

0.73 
0.000  

0.40 
0.000 

0.67 
0.000  

0.71 
0.000  

0.33 
0.000  

0.25 
0.006  

0.62  
0.000  

0.07 
0.5 

0.27 
0.004 

0.16 
0.1 

HLA-DR %                             coefficient 
                                              p-value 

0.39  
0.000  

0.56  
0.000  

 0.96  
0.000  

0.81 
0.000  

0.31 
0.000 

0.38 
0.000  

0.40 
0.000 

0.74 
0.000 

0.64 
0.000  

0.73 
0.000  

0.09 
0.3  

0.12 
0.2 

0.03 
0.75 

HLA-DR MFI                        coefficient 
                                              p-value 

0.39  
0.000  

0.56  
0.000  

0.96  
0.000  

 0.78 
0.000  

0.31 
0.000 

0.40  
0.000  

0.42  
0.000  

0.72 
0.000  

0.63  
0.000  

0.71  
0.000  

0.05 
0.59 

0.14 
0.13 

0.03 
0.72 

dual CD38 HLA-DR %         coefficient 
                                              p-value 

0.76  
0.000  

0.73 
0.000  

0.0.81 
0.000  

0.78  
0.000  

 0.45  
0.000 

0.50  
0.000  

0.45 
0.000 

0.55  
0.000  

0.50 
0.000  

0.70  
0.000  

0.24 
0.009 

0.23 
0.01 

0.21 
0.03 

PD-1%                                  coefficient 
                                              p-value 

0.54 
0.000 

0.40 
0.000 

0.31 
0.000 

0.31 
0.000 

0.45 
0.000 

 0.26 
0.000 

0.14 
0.12 

0.16 
0.07 

0.18 
0.048 

0.28 
0.002 

0.45 
0.000 

0.07 
0.5 

0.23 
0.02 

CD4 
cells 

CD38  %                              coefficient 
                                             p-value 

0.63 
0.000  

0.68  
0.000  

0.38  
0.000 

0.40  
0.000 

0. 5 
0.000 

0.26 
0.004 

 0.90  
0.000  

0.36 
0.000 

0.41  
0.000  

0.65 
0.000  

0.14 
0.13 

0.06 
0.50 

-0.01 
0.9 

CD38 MFI                           coefficient 
                                             p-value 

0.50 
0.000  

0.71  
0.000  

0.40  
0.000  

0.42 
0.000  

0.45  
0.000  

0.14 
0.12 

0.90  
0.000  

 0.39 
0.000  

0.41 
0.000 

0.63  
0.000  

-0.05 
0.6 

0.1 
0.3 

-0.09 
0.4 

HLA-DR %                           coefficient 
                                             p-value 

0.17 
0.06  

0.33  
0.000  

0.74  
0.000  

0.72  
0.000  

0.55  
0.000  

0.16 
0.07 

0.36 
0.000 

0.39  
0.000 

 0.89  
0.000  

0.87  
0.000  

0.16 
0.08 

0.08 
0.4 

0.11 
0.28 

HLA-DR  MFI                      coefficient 
                                             p-value 

0.18  
0.048 

0.25  
0.006  

0.64  
0.000  

0.63 
0.000  

0.50  
0.000  

0.18 
0.048 

0.41  
0.000  

0.41  
0.000  

0.89  
0.000  

 0.81  
0.000  

0.19 
0.04 

0.05 
0.64 

0.07 
0.46 

dual CD38HLA-DR %       coefficient 
                                           p-value 

0.51  
0.000  

0.62 
0.000  

0.73  
0.000  

0.71 
0.000  

0.70 
0.000  

0.28 
0.000 

0.65  
0.000  

0.64  
0.000  

0.87 
0.000  

0.81 
0.000  

 0.27 
0.003 

0.16 
0.09 

0.15 
0.13 

PD-1%                               coefficient 
                                           p-value 

0.33 
0.000 

0.07 
0.5 

0.09 
0.3 

0.05 
0.06 

0.24 
0.009 

0.45 
0.000 

0.14 
0.13 

-0.05 
0.6 

0.16 
0.08 

0.19 
0.04 

0.27 
0.003 

 -0.002 
0.98 

0.13 
0.18 

Plasma 
Biomarkers 

IL-6                                    coefficient 
                                           p-value 

0.25 
0.008 

0.27 
0.004 

0.12 
0.2 

0.14 
0.13 

0.24 
0.01 

0.07 
0.5 

0.06 
0.5 

0.1 
0.3 

0.08 
0.4 

0.05 
0.6 

0.16 
0.09 

-0.002 
0.98 

 0.28 
0.002 

D-dimer                           coefficient 
                                          p-value 

0.29 
0.003 

0.16 
0.11 

0.03 
0.7 

0.03 
0.7 

0.21 
0.03 

0.23 
0.02 

-0.01 
0.9 

-0.09 
0.4 

0.11 
0.29 

0.07 
0.46 

0.15 
0.13 

0.13 
0.18 

0.28 
0.002 

 

The association between different CD8 and CD4 cell markers of T-cell activation, and plasma biomarkers IL-6 and D-dimer, are shown. Non parametric Spearman rho correlation coefficients 
are given, although parametric Pearson correlations were similar. Significant p-values are shown in bold.  N=122 for T-cell activation markers, N=120 for PD-1, N=111 for IL-6 and N=105 for 
D-dimer. Percentage (%) expression on CD8 and CD4 T-cells and median fluorescent intensity (MFI) are given for CD38 and HLA-DR.  
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6.3 Viral and Host factors associated with T-cell activation in PHI  

Viral factors and immune activation 

Viral load  

The relationship between VL and markers of CD8 and CD4 cell activation was investigated. There was 

a highly significant association between HIV RNA levels and all markers of CD8 T-cell activation 

(CD38% and HIV RNA: Spearman rho=0.51, p<0.0001; CD38 MFI and HIV RNA: rho= 0.52 p<0.0001; 

HLA-DR% and HIV RNA: rho=0.29, p=0.001; HLA-DR MFI and HIV RNA: rho=0.31, p=0.001; dual CD38 

HLA-DR% and HIV RNA: rho=0.54 p<0.0001).  

There was a highly significant association between PD-1 expression and HIV RNA levels (Spearman 

rho=0.4, p<0.0001). Due to the known relationship between PD-1 expression and T-cell activation, it 

is possible that this observed correlation between PD-1 expression and HIV RNA may be related to 

the correlation between CD38 expression and HIV RNA, i.e. the effect of VL on PD-1 expression is 

mediated through the effect of VL on CD38 expression. In order to control for this, unadjusted 

Pearson correlations between log10-transformed PD-1 and log10 VL were undertaken, and compared 

to partial correlations, controlling for CD38 expression. Unadjusted Pearson correlation showed a 

highly significant relationship between log10 PD-1 and log10 VL (coefficient 0.4, p<0.0001).  On 

controlling for CD38%, the strength of this correlation reduced substantially (coefficient 0.18, 

p=0.044) indicating that the relationship between PD-1 and VL is at least in part mediated through 

upregulation of PD-1 in response to immune activation.  However controlling for HLA-DR expression 

did not significantly alter the strength of the association between log10 VL and log10 PD-1 (coefficient 

0.3, p<0.0001). 

The relationship between immune activation and HIV RNA was further examined according to VL 

strata.  There was a rise in CD8 T-cell activation and CD8 PD-1 expression with each VL stratum 

(Figure 6.4).  
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Figure 6.4. Effect of VL on level of CD8 T-cell activation in UK SPARTAC patients at baseline 

 

 Box-plots showing CD8 T-cell activation markers CD38%, HLA-DR% and dual CD38 HLA-DR%, and PD-1% expression 
(median, IQR and upper and lower adjacent values) for individuals as divided by VL strata (VL<400 n=7; VL 400-9999 
n=26; VL 10,000-99999 n=55, VL>100,000 n=60) 
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The association between CD4 cell activation and HIV RNA levels was less robust. There was a trend 

towards a correlation between CD4 CD38 expression and HIV RNA levels (CD38% and HIV RNA: 

Spearman rho 0.17, p=0.06; CD38 MFI and HIV RNA: rho=0.17, p=0.06) and similar results for HLA-DR 

expression (HLA-DR% and HIV RNA: rho=0.17, p= 0.07; HLA-DR MFI: rho=0.16 p=0.07. Dual 

expression of CD38 and HLA-DR on CD4 cells was significantly associated with HIV RNA (rho=0.33, 

p<0.0001).  There was a trend towards an association between CD4 PD-1 expression and HIV RNA 

levels (rho=0.17, p=0.07). 

For CD4 CD38%, CD4 HLA-DR-% and PD-1%, lower levels of immune activation were seen in the 

lower 2 viral strata, but the relationship is less clear for the upper VL strata (Figure 6.5). There is a 

clear rise in dual CD38 HLA-DR% for every VL stratum.   
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Figure 6.5. Effect of VL on level of CD4 T-cell activation in UK SPARTAC patients at baseline 

  

 Box-plots showing CD4 T-cell activation markers CD38%, HLA-DR% and dual CD38 HLA-DR%, and PD-1% expression 
(median, IQR and upper and lower adjacent values) for individuals as divided by VL strata (VL<400 n=7; VL 400-9999 
n=26; VL 10,000-99999 n=55, VL>100,000 n=60) 
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Viral tropism  

Primary HIV infection is characterized by the predominance of CCR5 tropic virus.  CXCR4  tropic virus 

is associated with faster disease progression (Koot, et al. 1993; Tersmette, et al. 1989). We 

hypothesised that increased immune activation associated with CXCR4 tropic variants may be a 

potential mechanism explaining this observed enhanced rate of immunological decline.  Viral 

tropism was assessed genotypically from samples taken at baseline and was available in 146 patients 

of whom 135 (92.5 %) had R5 and 11 (7.5 %) had X4 tropic virus. PBMCs for T-cell activation were 

available in 120 of these individuals, of whom 110 (93.7%) had R5 virus and 10 (8.3%) had X4 virus. 

HIV-1 parameters (CD4 and VL), markers of T-cell activation, PD-1 expression, and biomarkers IL-6 

and D-dimer were compared in individuals with R5 versus X4 using virus using Mann-Whitney U 

tests.  Results are shown in Table 6.4. 

Overall, for the 146 individuals in whom tropism results were available, median VL was 64,046 (IQR 

17602, 193758) copies/ml in individuals with R5 virus and 28,800 (IQR 3682, 40937) copies/ml in 

those with X4 virus (p=0.08). Median CD4 cell count was 540 (IQR 401, 664) cells/µl in those with R5 

virus and 550 (IQR 441, 563) cells/µl for those with X4 viruses (p=0.9).  In the 120 individuals with 

available PBMCs for T-cell activation included in this analysis, median CD4 cell count was 550 (IQR 

412, 668) vs. 520 (460, 563) cells/µl in those with R5 and X4 variants respectively (p=0.7), and 

median VL was 59623 (IQR 14965, 184103) vs. 28462 (IQR 4855, 44713) copies/ml in those with R5 

and X4 variants respectively (p=0.2). 

X4 variants were associated with higher levels of CD4 T-cell activation as measured by percentage of 

CD4 cells expressing HLA-DR (19.6% vs. 10.6% p=0.01), HLA-DR MFI (76.9 vs. 49.5, p=0.005), and dual 

CD38 HLA-DR% expression (9.3% vs. 4.9% p=0.01). There was a trend toward higher CD4 CD38 MFI in 

those with X4 using variants (591.5 vs. 451.5, p=0.06). The difference in CD4 T-cell activation 

between individuals with R5 vs. X4 variants is further demonstrated on box-plot graphs shown in 

Figure 6.6.  

There was no significant association between CD8 T-cell activation and viral tropism. However there 

was a trend towards higher CD8 HLA-DR expression in those with X4 variants (HLA-DR%: 41.2% vs. 

30.9%, p=0.06; HLA-DR MFI: 262.5 vs. 178.5, p=0.07). PD-1 expression was not related to viral 

tropism (Table 6.4).  
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Table 6.4. Effect of viral tropism on HIV-1 parameters, markers of immune activation and 

inflammation  

 Parameter R5 virus  X4 virus  p-value 

  N median (IQR) N median (IQR) 

HIV-1 

parameters 

CD4 cell count 135 540 (401, 664) 11 550 (441, 563) 0.9 

HIV RNA 135 64,046 (17602, 193758) 11 28,800 (3682, 40937) 0.08 

CD8 cells CD38 110 41.5 ( 29.6, 59.5) 10 42.7 (26.5, 54.9) 0.9 

CD38 MFI 110 401.5 (262, 630) 10 439 (296, 1563) 0.4 

HLA-DR 110 30.9 (18.9, 43.0) 10 41.2 (26.5, 73.4) 0.06 

HLA-DR MFI 110 178.5 (108, 303) 10 262.5 (153, 885) 0.07 

CD38 HLA-DR 110 17.3 (8.3, 30.1) 10 23.5 (13.3, 40.1) 0.2 

PD-1 110 4.7 (2.3, 7.4) 10 4.4 (2.1, 5.3) 0.4 

CD4 cells CD38 110 50.1 (37.0, 65.1) 10 57.2 (51.2, 73.1) 0.1 

CD38 MFI 110 451.5 (310, 579) 10 591.5 (474, 919) 0.06 

HLA-DR 110 10.6 (6.7, 14.1) 10 19.6 (11.6, 27.8)  0.01 

HLA-DR MFI 110 49.5 (35.9, 59.7)  10 76.9 (55.9, 100) 0.005 

CD38 HLA-DR 110 4.9 (3.3, 8.8) 10 9.3 (6.5, 15.5) 0.01 

PD-1 110 8.4 (6.0, 10.1) 10 8.4 (4.3, 11.8) 0.9 

Biomarkers IL-6 116 1.5 (0.9, 2.8) 11 1.4 (0.9, 2.4) 0.8 

D-dimer 108 0.4 (0.2, 0.7) 10 0.4 (0.3, 0.5) 0.7 

 

Median (IQR) HIV RNA, CD4 cell count and immune activation and inflammation parameters are shown in 

individuals with CCR5 versus CXCR4 tropic virus. Patients with R5 virus were compared to those with X4 virus 

using Mann-Whitney U tests.  Significant results are shown in bold type. 
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Figure 6.6. CD4 T-cell activation in individuals with R5 vs. X4 virus 

 

  
p=0.01 

P=0.005 

P=0.01 

Levels of CD4 activation are compared between individual with R5 (n=110) and X4 tropic virus (n=10) using 
Mann-Whitney tests. Median, IQR & upper and lower adjacent values for HLA-DR%, HLA-DR MFI and dual 
CD38 HLA-DR% expression are shown. 
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Viral subtype 

Levels of immune activation were compared between B (n=107) and non-B (n=15) subtypes using 

Mann-Whitney U tests. There was no relationship between non-B subtypes and levels of immune 

activation.  

Transmitted drug resistance  

Of 149 UK SPARTAC participants, at baseline, 12 (8%) had transmitted ART drug resistance classified 

at Stanford level 3 to 5 (low, intermediate or high level resistance to commonly used ART drugs), 7 

(4.7%) had resistance at Stanford level  4 to 5 (intermediate or high-level resistance), and 4 (2.7%) 

had Stanford level 5 high level ART drug resistance. In 122 individuals with available PBMCs for 

immune activation studies, there was no association between transmitted genotypic drug resistance 

and T cell activation.   

Host factors and immune activation 

CD4 cell count 

Lower levels of CD4 cell count were associated with higher levels of immune activation.  There was 

an inverse correlation between CD8 CD38 expression and CD4 cell count (CD38% and CD4 cell count: 

Spearman Rho -0.22, p=0.01; CD38 MFI and CD4 cell count: Rho- 0.24, p=0.008) and CD8 CD38 HLA-

DR dual expression (Rho -0.2, p-0.02) but not CD8 HLA-DR expression alone (HLA-DR% and CD4 cell 

count: Rho= -0.1 p=0.28; HLA-DR MFI and CD4: Rho =-0.15, p=0.1). CD8 PD% was inversely correlated 

with CD4 cell count (Spearman Rho=-0.2, p=0.02) 

There was a trend toward an inverse correlation between CD4 CD38 expression and CD4 cell count 

(CD38% and CD4 cell count: Rho=-0.17, p=0.06; CD38 MFI and CD4 cell count: Rho =-0.17, p=0.06). 

HLA-DR expression was not related to CD4 cell count (HLA-DR% and CD4 cell count: Rho=0.03, p=0.7; 

HLA-DR MFI and CD4 cell count: Rho=-03, p=0.7). There was a trend towards inverse correlation 

between CD4 PD-1% and CD4 cell count (rho=-0.16, p=0.09) 

Age 

HLA-DR expression on CD8 T-cells increased with age (HLA-DR% and age: Spearman Rho = 0.23, 

p=0.01; HLA-DR MFI: Rho=0.27, p=0.003). However there was no relationship between CD4 HLA-DR 

expression and age (CD4 HLA-DR% and age: Rho=0.14, p=0.1; CD4 HLA-DR MFI and age: Rho=0.12, 

p=0.2). 
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There was no relationship between CD8 CD38 expression and age, however, consistent with 

previous studies (McCloskey, et al. 1997) there was an inverse correlation between CD4 CD38 

expression and age (CD38% and age: Rho=-0.25, p=0.005; CD38 MFI and age: Rho =-0.21, p=0.02) .  

There was no relationship between age and dual CD38 HLA-DR expression on CD8 or CD4 T-cells 

(CD8 CD38 HLA-DR% and age: Rho=0.13, p=0.15; CD4 CD38 HLA-DR% Rho=0.02, p=0.9).  

There was a trend towards higher CD8 PD-1 expression with higher age (CD8 PD-1% and age: 

Rho=0.15, p=0.08). CD4 PD-1 expression was not significantly correlated with age (CD4 PD-1% and 

age: Rho=0.09, p=0.3)  

Gender 

Levels of T-cell activation were compared between male (n=117) and female participants (n=5) using 

Mann-Whitney U tests.  Female gender was associated with significantly lower levels of HLA-DR 

expression and dual CD38 HLA-DR expression on both CD8 and CD4 T-cells (CD8 HLA-DR% p=0.03; 

CD8 CD38 HLA-DR% p=0.04; CD4 HLA-DR p=0.03; CD4 CD38 HLA-DR p=0.02) 

Blood pressure and BMI 

There was no significant correlation between CD8 or CD4 cell immune activation and systolic or 

diastolic blood pressure or BMI. 

HLA type 

Carriers of class 1 HLA alleles B*27 and B*57 have delayed HIV-1 disease progression. We 

hypothesized that reduced levels of immune activation could be a contributing factor to reduced 

disease progression in patients with protective HLA types.  To assess the effect of protective HLA 

types on immune activation, IL-6 and D-dimer, patients were categorised as being HLA B*57 positive, 

HLA B*27 positive or having another HLA type. Markers of T-cell activation, PD-1 expression, IL-6 and 

D-dimer were compared between HLA positive and negative individuals using Mann-Whitney U 

tests.  The effect of HLA type adjusting for other factors was further examined using linear 

regression.  

HLA type was available in 145/149 UK participants. 10 (7%) and 14 (10%) individuals were 

heterozygous carries of HLA B*57 and HLA B*27 respectively. The prevalence of these alleles in the 

general UK population is similar (estimated 6.8-8.7% for HLA B*57 and 8.3-9.3% for HLA B*27 

(Middleton D 2003).There were no homozygous carriers of either HLA type. All HLA B*57 positive 

patients were HLA B*5701 and B*27 positive patients were B27*05 on 4 digit typing. Of those with 
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available HLA typing, 120 individuals had PBMCs available for T-cell activation studies and of these 

10 were HLA B*27 positive and 13 were HLA B*27 positive. 

Table 6.5 shows VL, CD4 cell count, biomarker and immune activation results in HLA B*57 positive 

and negative individuals respectively. HLA B*57 positive individuals had significantly lower VL 

(p=0.001) and higher CD4 cell counts (p=0.002). 

Positivity for HLA B*57 was associated with lower levels of both CD8 and CD4 T-cell activation as 

measured by CD38% expression and CD38 MFI on CD8 and CD4 T-cells (CD8 CD38%: 43.5% vs.14.6% 

for HLA B57 negative vs. positive, respectively, p<0.0001; CD8 CD38 MFI: 414 vs. 193, p<0.0001; CD4 

CD38%: 53.4% vs.36.7%, p=0.005; CD4 CD38 MFI 470 vs. 307 p=0.02). In addition CD8 CD38 HLA-DR 

dual expression was significantly lower in HLA B*57 positive individuals (CD8 CD38 HLA-DR %: 18.5% 

vs. 6.8% for HLA B57 negative vs. positive, respectively, p<0.0001) and there was a trend toward 

lower dual expression on CD4 T-cells (CD4 CD38 HLA=DR%: 5.6 vs. 3.7 p=0.07).   PD-1 expression on 

CD8 T-cells did not differ between HLA B*57 negative and positive individuals although there was a 

trend towards lower CD4 PD-1% expression (8.5% vs. 6.4% p=0.08). There was no association 

between HLA B*57 positivity and level of IL-6 or D-dimer.  

Differences in immune activation between individuals who were HLA B*57 positive versus negative 

is further demonstrated in Figure 6.7. On linear regression analysis, the differences between HLA 

B*57 positive and negative individuals remained robust on adjustment for VL and other variables, 

described in section 6.3.3. 
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Table 6.5. HIV-1 and immune activation / inflammation parameters in individuals with protective 

HLA type B*57  

HLA B*57 positive and negative populations were compared using the Mann-Whitney U test.  

  

 Parameter HLA B*57 –ve HLA B*57 +ve  

  N Median (IQR) N Median (IQR) p-value 

HIV-1 

parameters 

HIV RNA 135 64046 (17603, 94859) 10 7245 (411, 26851) 0.001 

CD4  135 530 (401, 658) 10 712 (635, 830) 0.002 

CD8 cells CD38% 110 43.5 (31.2, 61.1) 10 14.6 (12.1, 17.2) <0.0001 

CD38 MFI 110 414 (314, 677) 10 193 (161, 238) <0.0001 

HLA-DR% 110 32.3 (18.8, 45.1) 10 25.5 (20.2, 31.2) 0.3 

HLA-DR MFI 110 181 (110, 311) 10 155 (91.4, 175) 0.15 

CD38 HLA-DR % 110 18.5 (9.9, 32.1) 10 6.8 (4.7, 8.3) <0.0001 

PD-1 110 4.9 (2.3, 7.4) 10 3.6 (2.9, 4.4) 0.1 

CD4 cells CD38% 110 53.4 (39.4, 65.3) 10 36.7 (31.0, 40.3) 0.005 

 CD38 MFI 110 470 (319, 604) 10 307 (257, 365) 0.02 

 HLA-DR% 110 10.6 (6.7, 15.9) 10 11.7 (10.7, 12.0) 0.8 

 HLA-DR MFI 110 51.5 (35.1, 66.8) 10 51.2 (43.2, 55.0) 0.8 

  CD38 HLA-DR%  110 5.6 (3.3, 9.3) 10 3.7 (2.7, 4.8) 0.07 

 PD-1 110 8.5 (6.2, 11.8) 10 6.4 (5.1, 8.5) 0.08 

Biomarkers IL-6 116 1.54 (0.9, 2.7) 10 1.16 (0.8, 1.8) 0.4 

 D-dimer 109 0.38 (0.26, 0.61) 8 0.32 (0.18, 0.58) 0.4 
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Figure 6.7. Levels of CD4 and CD8 T-cell activation in HLA B*57 positive and negative individuals.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Immune activation in HLA B*57 negative (n=110) and positive individuals (n=10) were compared using Mann-
Whitney U tests. Median, IQR & upper and lower adjacent values for CD8 CD38%, CD8 CD38 MFI, CD8 dual 
CD38 HLA-DR expression and CD4 CD38% expression are shown on box-plot graphs.  

p<0.0001 p<0.0001 

p<0.0001 
p=0.005 
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Table 6.6 shows VL, CD4 cell count, biomarker and immune activation results in HLA B*27 positive 

and negative individuals respectively. HLA B*27 positive individuals had significantly lower VL than 

HLA B*27 negative individuals (p=0.01) although there was no significant difference in CD4 cell 

count.   

There was no significant association between CD8 T-cell activation (CD38 or HLA-DR expression) and 

HLA B*27 positivity, although there was a trend towards lower CD8 CD38% in HLA B*27 positive 

individuals (44.5% vs. 13%, p=0.08). CD8 PD-1 expression was significantly lower in HLA B*27 

positive individuals (4.9% vs. 2.9%, p=0.008, figure 6.8) and this difference remained significant on 

linear regression analysis adjusting for VL (see next section).  There were no significant differences in 

CD4 T-cell activation or PD-1 expression between those who were HLA*B27 positive and HLA B*27 

negative.  

D-dimer was significantly lower in HLA B*27 positive individuals (0.24 mg/L vs. 0.42 mg/L, p=0.002, 

figure 6.8).  To adjust for other variables associated with D-dimer, linear regression analysis was 

carried out using log10 transformed D-dimer as the dependant variable. On adjusting for log HIV RNA 

and age, D-dimer was 0.69 (95% CI 0.51, 0.93) mg/L lower, equating to a difference of 31%, (95% CI 

7%, 49%) between HLA B*27 positive and negative individuals (p=0.016). There was no association 

between IL-6 and HLA B*27 positivity. 

The prevalence of protective HLA alleles was examined in patients displaying HIV-1 control in PHI, 

defined in this analysis as patients with HIV RNA <400 copies/ml at baseline.  As seen in figures 6.4 

and 6.5, CD8 and CD4 immune activation was lower in these individuals.  Seven of 149 UK patients 

(4.7%) had VL<400copies/ml. Of 120 patients with available HLA typing 6/120 (5%) had HIV RNA 

<400 copies/ml.  Of these, HLA B*27 was present in one (16%) individual and HLA B*57 present in 

one individual (16%).  
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Table 6.6. HIV-1 and immune activation / inflammation parameters in individuals with protective 

HLA type B*27  

HLA B*27 positive and negative populations were compared using Mann-Whitney U tests.  

  

 Parameter HLA B*27 –ve HLA B*27 +ve p-value 

  N Median (IQR) N Median (IQR) 

HIV-1 

parameters 

HIV RNA 131 62386 (17121,196182) 14 22921 (1248, 40200) 0.01 

CD4  131 535 (400, 670) 14 571 (502, 691) 0.2 

CD8 cells CD38% 107 44.5 (28.8, 61.5) 13 37.0 (31.8, 39.2) 0.08 

CD38 MFI 107 402 (258, 680) 13 373 (393, 418) 0.5 

HLA-DR% 107 31.2 (18.8, 45.1) 13 26.5 (23.0, 37.0) 0.5 

HLA-DR MFI 107 179  (103, 307) 13 173 (133, 280) 0.9 

CD38 HLA-DR % 107 18.2 (8.7, 32.4) 13 14.2 (8.6, 17.5) 0.2 

PD-1 107 4.9 (3.1, 7.6) 13 2.9 (2.0, 4.0) 0.008 

CD4 cells CD38% 107 50.1 (36.3, 66.3) 13 54.4 (48.6, 57.7) 0.8 

 CD38 MFI 107 447 (290, 584) 13 546 (458, 590) 0.2 

 HLA-DR% 107 10.7 (6.7, 15.1) 13 11.7 (7.8, 16.4) 0.7 

 HLA-DR MFI 107 49.9 (35.1, 61.5) 13 55.9 (47.7, 70.2) 0.2 

 CD38 HLA-DR%  107 4.9 (3.2, 9.5) 13 6.5 (3.9, 7.9) 0.9 

 CD4 PD-1 107 8.2 (6.2, 11.) 13 8.8 (3.7, 11.0) 0.9 

Biomarkers IL-6 112 1.55 (0.94, 2.68) 14 1.22 (0.80, 1.42) 0.1 

 D-dimer 103 0.42 (0.28, 0.69) 14 0.24 (0.17, 0.34) 0.002 
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Figure 6.8. PD-1 and D-dimer levels in HLA B*27 positive and negative individuals 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Box-plots displaying PD-1 and D-dimer (median, IQR & upper and lower adjacent values) in HLA B*27 negative 
and positive individuals. Mann-Whitney U tests were used to compare populations. For PD-1: HLA B*27 –ve 
n=107; HLA B*27 +ve n=13; for D-dimer HLA B*27 –ve n=103, HLA B*27 +ve n=14.  

p=0.008 

P=0.002 
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Linear regression model of factors associated with immune activation in PHI 

To further explore the relationship between immune activation, plasma VL and other significant 

baseline characteristics (age, sex, CD4 cell count, HLA type, viral tropism), a linear regression analysis 

was undertaken. Time since estimated seroconversion was also included in the model in order to 

assess whether immune activation was related to duration of HIV-1 infection. Multivariate 

regression models were constructed using backwards selection and variables were included if the p-

value was <0.1 on univariate analysis. VL and T-cell activation markers (all except CD38% which was 

already normally distributed) were log10 transformed to achieve normality for analysis purposes.  

Factors associated with CD8 T-cell activation  

Overall linear regression results for factors associated with CD8 T-cell activation are shown in Table 

6.7. On univariate analysis, higher CD8 CD38% expression was significantly associated with 

increasing VL, and inversely associated with HLA B*57 positivity, CD4 cell count and duration of 

infection. There was a trend toward lower CD38% in HLA B*27 positive individuals. On multivariate 

analysis, VL, duration of infection and HLA B*57 positivity remained significant.  Adjusting for 

baseline variables, CD38% remained 21% lower in HLA B*57% positive individuals (95% CI 9.9%, 

32%). For every log increase in VL there was an 8.6% rise in CD38% expression (95% CI 5.4%, 11.8%) 

and for every estimated day since seroconversion, CD38% was 0.1% lower (95% CI 0.01%, 0.2%).  

Higher CD8 HLA-DR% expression was associated with increasing age, male sex and higher VL on 

univariate analysis. There was a trend towards higher HLA-DR levels associated with X4 tropism. On 

multivariate analysis, adjusting for age, gender and HIV RNA, X4 virus was significantly related to CD8 

HLA-DR expression. X4 tropism was associated with a 51.3% relative increase in HLA-DR expression 

compared to R5 tropism (95% CI 4.7%, 99.5%).  VL was associated with a 20.2% relative increase in 

HLA-DR expression for every log increase in HIV RNA (95% CI 7.1%, 25.8%) and there was 12.2% 

relative increase in HLA-DR% for every 10 year increase in age (95% CI 1.0%, 25.8%).  

Higher dual expression of CD38 HLA-DR on CD8 T-cells was significantly associated with higher HIV 

RNA and male sex, and inversely associated with CD4 cells count and HLA B*57 positivity on 

univariate analysis. On multivariate analysis, HIV RNA and HLA B*57 positivity remained significant. 

After accounting for HIV RNA, HLA B*57 positivity was associated with a 47.0% relative reduction in 

dual CD38 HLA-DR expression (95% CI 10.9%, 60.2%). A log increase in HIV RNA was associated a 

relative increase in HLA-DR expression of 47.9% (95% CI 31.8%, 69.8%). 

PD-1% expression on CD8 cells was associated with increased age and higher HIV RNA levels and was 

lower in HLA B*27 positive individuals on both univariate and multivariate analysis.  HLA-B*27 
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positivity was associated with a relative reduction in PD-1 expression of 30.9% (95% CI 0.2%, 49.9%).  

A log increase in HIV RNA was associated with a 25.8% relative increase in PD-1 expression (95% CI 

12.2%, 38.0%) and an 10 year increase in age was associated with a 12.2% relative increase in PD-1 

expression on CD8 T-cells (1%, 25.8%)   

Factors associated with CD4 T-cell activation 

Overall results for factors associated with CD4 T-cell activation are shown in Table 6.8. CD38% 

expression on CD4 cells was inversely associated with age, CD4 cell count and with HLA B*57 

positivity on univariate analysis. On multivariate analysis, after adjusting for age and CD4 cell count, 

CD4 CD38%  activation remained 12% lower (p=0.04, 95% CI 0.8%, 23%) in HLA B*57 positive 

individuals. CD4 cell count was no longer related to CD38 expression on adjusting for other factors.  

Age remained inversely related to CD38 activation; for every 10 year increase in age there was a 

4.2% reduction in CD8 CD38% (0.08%, 7.5%). 

Higher HLA-DR% expression on CD4 cells was associated with HLA RNA, X4 tropism and male sex, 

with a borderline association with increasing age.  On multivariate analysis both X4 tropism and HIV 

RNA remained significant. X4 tropism was associated with a relative increase in CD4 HLA-DR 

expression of 77.8% (95% CI 20.2%, 150%).  For a log increase in HIV RNA, there was a relative 

increase in HLA-DR expression of 14.8% (95% CI 14.8, 25.8%). 

Dual expression of CD38 and HLA-DR on CD4 T-cells was significantly associated with X4 tropism, 

male sex and HIV RNA levels on univariate analysis. X4 tropism and HIV RNA remained significant in 

the multivariate model.  X4 tropism was associated with a relative increase of 113.7% (95% CI 34.8%, 

246.7%). A log increase in HIV RNA was associated with a 34.5% relative increase in dual expression 

(17.5%, 47.9%)  

CD4 PD-1% expression was not associated with any baseline covariates except for HIV RNA. A log 

increase in HIV RNA was associated with a relative increase in PD-1 expression of 12.2% (95% CI 1%, 

25.8%). 
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Table 6.7. Factors associated with CD8 T-cell activation and PD-1 expression in PHI 

  Univariate Multivariate 

 Parameter Coefficient 95% CI  p-value  Coefficient 95% CI p-value 

C
D

8
 C

D
3

8
 %

 

Age(+10 years)  -0.5 -4.3 , 3.4  0.8     

Sex (female) -12.5 -30.5, 5.5 0.2    

CD4 (+100 cells)  -2.5 -4.2, -0.8 0.004    

HIV RNA  (+1log)  10.6 7.3,  13.9  <0.0001   8.6 5.4, 11.8  <0.0001  

HLA B*57 +ve -31.6 -43.8 , -19.8  <0.0001  -21.0 -32.1, -9.9  <0.0001  

HLA B*27 +ve -10.6 -22.1, 0.8  0.07     

X4 tropism  0.04 -13, 13 0.9    

Duration (+1day) -0.1 -0.2, -0.01 0.03 -0.1 -0.2, -0.01 0.02 

Lo
g 1

0 
C

D
8

 H
LA

-D
R

 %
 

Age(+10 years)  0.07 0.02, 0.2 0.005 0.05 0.003, 0.1 0.04 

Sex (female) -0.26 -0.49, -0.03 0.03    

CD4 (+100 cells)  -0.01 -0.03, 0.01 0.6    

HIV RNA  (+1log)  0.08 0.04, 0.1 0.001 0.08 0.03, 0.1 0.002 

HLA B*57 +ve -0.07 -0.2, 0.1 0.4    

HLA B*27 +ve -0.06 -0.2, 0.1 0.4    

X4 tropism  0.2 -0.004, 0.3 0.06 0.18 0.02, 0.3 0.03 

Duration (+1day) 0.000 -0.002, 

0.001 

0.5    

Lo
g 

10
C

D
8

 C
D

3
8

  H
LA

-D
R

%
 Age(+10 years)  0.06 -0.009, 0.1 0.09    

Sex (female) -0.33 -0.63, -0.03 0.03    

CD4 (+100 cells)  -0.03 -0.06, -0.003 0.03    

HIV RNA  (+1log)  0.2 0.1, 0.3 <0.0001 0.17 0.12, 0.23 <0.0001 

HLA B*57 +ve -0.4 -0.6, -0.2 <0.0001 -0.2 -0.4, -0.05 0.015 

HLA B*27 +ve -0.1 -0.3, 0.07 0.2    

X4 tropism 0.2 -0.07, 0.4 0.2    

Duration (+1day) -0.002 -0.003, 

0.000 

0.1    

Lo
g 1

0 
 C

D
8

 P
D

-1
 %

 

 

Age(+10 years)  0.07 0.02, 0.1 0.01 0.05 0.000, 0.1 0.05 

Sex (female) -0.1 -0.34, 0.15 0.43    

CD4 (+100 cells)  -0.02 -0.04, 0.007 0.2    

HIV RNA  (+1log)  0.1 0.07, 0.2 <0.0001 0.1 0.05, 0.14 <0.0001 

HLA B*57 +ve -0.1 -0.2, 0.07 0.2    

HLA B*27 +ve -0.2 -0.4, 0.06 0.008 -0.16 -0.3, -0.001 0.01 

Tropism X4 -0.08 -0.3, 0.1 0.4    

Duration (+1day) -0.001 -0.003, 

0.001 

0.2    

Linear regression analysis of factors associated with CD8 T-cell activation and PD-1 expression in PHI (n=120).  HIV RNA, HLA-
DR%, dual CD38 HLA-DR% and PD-1% were log transformed to normalize the distribution. Multivariate regression models 
were constructed using backwards selection and variables were included if the p-value was <0.1 on univariate analysis. The 
regression coefficient (95% CI) and p-value are given for each variable. 
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Table 6.8. Factors associated with CD4 T-cell activation and PD-1 expression 

 

  

  Univariate Multivariate 

 Parameter Coefficient 95% CI  p-value  Coefficient 95% CI p-value 

C
D

4
 C

D
3

8
 %

 
 

Age  (+10 years)  -4.1 -7.5, -0.7  0.02 -4.2 -7.5, -0.08  0.02  

Sex (female) -2.8 -19.1, 13.3 0.72    

CD4(+100 cells)  -1.6 -3.2, -0.08 0.04     

HIV RNA  (+1log)  2.6 -0.7, 5.9  0.12     

HLA B*57 +ve -16.1 -27.6, -4.7  0.006 -12.3 -24.0, -0.8  0.04 

HLA B*27 +ve 1.1 -9.4, 11.5  0.8     

X4 tropism  9.7 -1.8, 21.4 0.1    

Duration (+1day) -0.03 -0.1, 0.07 0.5    

Lo
g 1

0 
C

D
4

 H
LA

-D
R

%
 

 

Age  (+10 years)  0.05 -0.005, 0.1 0.08    

Sex (female) -0.27 -0.51, -0.02 0.03    

CD4(+100 cells)  0.002 -0.02, 0.03 0.9    

HIV RNA  +1log)  0.06 0.01, 0.1 0.015 0.06 0.01, 0.1 0.02 

HLA B*57 +ve 0.02 -0.2, 02 0.8    

HLA B*27 +ve -0.02 -0.2, 0.1 0.8    

X4 tropism 0.2 -0.06, 0.4 0.009 0.26 0.08, 0.4 0.004 

Duration (+1day) 0.000 -0.001, 0.002 0.7    

Lo
g 1

0 
C

D
4

 C
D

3
8

  H
LA

-D
R

%
 

 

Age  (+10 years)  0.01 -0.05, 0.08 0.7    

Sex (female) -0.35 -0.65, -0.05 0.02    

CD4(+100 cells)  -0.02 -0.05, 0.01 0.3    

HIV RNA  (+1log)  0.1 0.06, 0.2 <0.0001 0.13 0.07, 0.17 <0.0001 

HLA B*57 +ve -0.2 -0.4, 0.04 0.1    

HLA B*27 +ve -0.01 -0.2, 0.1 0.9    

X4 tropism 0.3 -0.08, 0.5 0.007 0.33 0.13, 0.54 0.001 

Duration (+1day) 0.000 -0.002, 0.002 0.7    

Lo
g 1

0 
C

D
4 

P
D

-1
%

 
 

Age  (+10 years)  0.02 -0.03, 0.07 0.4    

Sex (female) 0.05 -0.19, 0.3 0.7    

CD4(+100 cells)  -0.02 -0.04, 0.004 0.1    

HIV RNA  (+1log)  0.05 0.000, 0.1 0.05 0.05 0.000, 0.1 0.05 

HLA B*57 +ve -0.08 -0.2, 0.08 0.3    

HLA B*27 +ve -0.1 -0.3, 0.03 0.1    

Tropism X4 -0.002 -0.2, 0.2 0.9    

Duration (+1day) 0.000 -0.001, 0.002 0.6    

Linear regression analysis of factors associated with CD4 T-cell activation and PD-1 expression in PHI (n=120).  HIV 
RNA, HLA-DR%, dual CD38 HLA-DR% and PD-1% were log transformed to normalize the distribution. Multivariate 
regression models were constructed using backwards selection and variables were included if the p-value was <0.1 
on univariate analysis. The regression coefficient (95% CI) and p-value are given for each variable 
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6.4. Summary of results in this chapter 

Levels of T-cell activation were raised in PHI and at week 60 compared to healthy controls and 

highest closest to seroconversion. Markers of T-cell activation were correlated with each other, with 

HIV RNA and with IL-6 and D-dimer. Host factors, such as age and HLA type, and viral factors such 

viral tropism, affect levels of T-cell activation in PHI. PD-1 expression in PHI correlates with T-cell 

activation and HIV RNA, and HLA B*27 positive individuals have lower CD8 PD-1 expression.  

Discussion 

The level of immune activation is an important predictor of HIV-1 disease progression. In this 

chapter, we describe levels of T-cell activation in a UK cohort of 122 individuals with PHI, and assess 

both viral and host factors associated with immune activation at this time.   

Consistent with previous studies we demonstrated raised levels of T-cell activation in HIV-1 infection 

compared to healthy controls. Higher levels of T-cell activation were seen in PHI compared with the 

same individuals at week 60.  In addition, in individuals with PHI, a significant inverse association was 

seen between estimated time since seroconversion and level of immune activation as measured by 

CD38 expression. The baseline study visit in this group of individuals represents a wide range of 

estimated time since seroconversion (8 to 156 days) and in some, the acute events associated with 

seroconversion may have resolved by the time of the baseline visit. Our data indicate that the high 

VL associated with PHI is also associated with high levels of immune activation which reduces 

naturally over time, but remains higher than seen in healthy controls, even in the chronic phase of 

disease.  It should be noted, however, that our healthy controls were not age or gender matched, 

nor were they formally tested for HIV infection, thus their comparability may be limited.  It should be 

also be noted that the week 60 results in this cohort represent a heterogeneous group of individuals, 

two thirds of whom have received either 12 or 48 weeks of ART as per the SPARTAC study protocol. 

Once the SPARTAC study is unblinded it will be possible to perform a comparison of levels of 

immune activation across the 3 arms of the study to assess whether short-course ART, by 

dampening the immunological and virological events associated with PHI, impacts on long-term 

levels of immune activation, even after treatment is discontinued.  

In this study, T-cell activation was evaluated by assessing expression of CD38 and HLA-DR on both 

CD4 and CD8 T-cells.  We assessed both the percentage of cells expressing these activation markers, 

and the median fluorescent intensity, which represents the median density of activation marker per 

cell. The MFI method has some advantages as it is not dependant on the placement of negative 

gates during flow cytometry analysis and therefore could be seen as a more objective measure of T-
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cell activation than percentage.    Liu et al (1996) compared relative fluorescent intensity for CD38 to 

percentage expression,  and found that elevated mean fluorescence intensity of CD38 expression on 

CD8 cells had prognostic value for development of AIDS that was almost identical to the prognostic 

value of the percentage of CD8 cells expressing CD38 (Liu, et al. 1996b), however other studies 

provide conflicting reports as to the best predictive activation marker for HIV-1 disease progression 

(Hazenberg, et al. 2003b). In our study, all measures of immune activation on both CD4 and CD8 T-

cells were highly correlated with each other, and when assessing factors associated with immune 

activation in PHI, results were similar when measured by percentage or MFI. Once SPARTAC is 

unblinded it will be possible to compare the different measures of immune activation used in this 

study with HIV-1 outcomes to determine the best predictive markers for disease progression. 

In this study we measured PD-1 expression, a marker associated with T-cell exhaustion, alongside T-

cell activation. We demonstrated that in PHI there was a close relationship between CD8 T-cell 

expression of PD-1, CD38 and HLA-DR. This supports data reported by Sauce et al., which showed 

that the proportion of total CD8+ PD-1+ T-cell population positively correlate with the proportion of 

total CD8+ CD38+ T-cell population in chronic infection. This has not been previously demonstrated 

in PHI.  In addition we demonstrate a correlation between CD4 PD-1 expression and CD4 cell 

activation (HLA-DR and dual expression) indicating a relationship between CD4 cell activation and 

PD-1 expression in this population.   

We also demonstrate a significant correlation between both CD8 and CD4 PD-1% expression and HIV 

RNA levels. However, as described here and by others (Sauce, et al. 2007) it is not possible to 

determine if PD-1 expression is a cause of increased plasma VL, as a result of T-cell exhaustion and 

impaired viral control, or a consequence of high VL leading to T-cell activation and subsequent PD-1 

upregulation. On controlling for CD38 expression, the magnitude of the correlation between PD-1 

and HIV RNA, whilst remaining statistically significant, was reduced, indicating that the relationship 

between PD-1 and HIV RNA may, in part, be due to T-cell activation. Adjusting for HLA-DR expression 

had little effect on the strength of the relationship between PD-1 and HIV RNA indicating a direct 

relationship between PD-1 and HIV-1 viraemia independent of activation status of the total CD8 

population.  However, in a related study, using specimens obtained from SPARTAC participants at 

baseline, Hickling et al. (2010) showed that, on HIV-1 specific cells, PD-1 expression correlated with 

CD38 expression but not plasma HIV RNA, supporting the hypothesis that PD-1 expression is due to 

T-cell activation in this setting (personal communication Stephen Hickling, Oxford University).  

Although high PD-1 expression has been associated with worse disease outcome in studies of 

chronic infection (Holm, et al. 2008; Zhang, et al. 2007) there are few data on the clinical 
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consequence of PD-1 expression when measured in PHI.  Once the SPARTAC study is unblinded, it 

will be possible to establish the prognostic value of measuring PD-1 expression in the total CD8 and 

CD4 T-cell population by evaluating the relationship between baseline PD-1 expression in PHI and 

clinical disease outcomes in the untreated arm of SPARTAC.      

Differences in clinical outcome in HIV-1 infected individuals may represent differences in genetic 

variants amongst HIV-1 infecting strain, host genetics differences, or differences in the virus specific 

immune response (Altfeld, et al. 2003). This is the first study to assess the impact of host factors 

such as HLA type and viral factors such as tropism on markers of T activation in PHI.  It has been 

previously established that the level of immune activation in recent infection correlates with HIV-1 

viraemia (Deeks, et al. 2004) and this is confirmed in our study. CD8 T-cell activation was highly and 

significantly correlated with HIV-1 viraemia for all activation markers. Unlike Deeks, however, we did 

not see a significant correlation between CD4 CD38 expression and HIV RNA, although there was a 

trend, and this may be due a difference in laboratory techniques or cohort differences.  However HIV 

RNA was correlated with HLA-DR expression and dual CD38 HLA-DR expression on CD4 cells 

confirming that CD4 T-cell activation is associated with HIV RNA levels in PHI.  

The majority of transmitted HIV-1 variants are CCR5 using viruses (Keele, et al. 2008).  Recent 

publications have reported faster disease progression for individuals newly infected with CXCR4 

tropic HIV-1 variants. In a cohort of individuals with PHI, CXCR4-using viruses were associated with 

an accelerated rate of disease progression, estimated by a faster decline of CD4 T-cell count to less 

than 350 cells/µl and by reduced time to initiating ART (Raymond, et al. 2010). We demonstrated 

that increased levels of immune activation were associated with more pathogenic CXCR4-tropic 

variants and this may be a potential mechanism explaining this observed enhanced rate of 

immunological decline in previous studies. Our study supports findings by Hazenburg et al. which 

showed that in individuals followed up since PHI over a 5 year period, increased proportions of CD4 

T-cells positive for Ki67, a marker of T-cell division, were seen in individuals in whom emergence of 

X4 variants occurred, compared to those maintaining R5 virus (Hazenberg, et al. 2003a). Hazenburg 

previously showed that as the number of proliferating Ki-67 positive cells decreases on ART, its 

expression is likely to be driven by generalised immune activation associated with HIV-1 viraemia 

rather than being a T-cell homeostatic response to compensate for T-cell depletion (Hazenberg, et 

al. 2000). In our study, the significantly higher levels of T-cell activation in patients infected with 

CXCR4-tropic viruses were seen in the absence of any significant differences in VL or CD4 cell count, 

indicating that immune activation may be an early step reflecting underlying pathogenic processes at 

this initial stage of HIV-1 infection. 
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 Previously reported prevalence of X4 viruses in PHI varies according to subtype and methodology of 

determining tropism, with a low frequency of CXCR4-using viruses described in PHI patients with 

non-B subtype infection (Frange, et al. 2010), compared to frequencies of up to 15.9% of X4 or 

mixed-tropic viruses at the time of PHI in individuals with subtype B infection (Frange, et al. 2009). In 

SPARTAC, the prevalence of X4 variants was 8.3%, measured using the geno2pheno algorithm with 

the false positive rate (FPR) set at 5.75%.  This is comparable to findings by Raymond, et al. who 

described a prevalence of 6.4% in PHI when using an ultrasensitive phenotypic assay and a 

prevalence of 5.6% when using the geno2pheno algorithm with the FPR set at 5.75% (Raymond, et 

al. 2010).  

This is the first study correlating HLA type with markers of immune activation, inflammatory and 

coagulation biomarkers in PHI.  We found that HLA type B*57 was associated with lower levels of 

CD4 and CD8 T-cell activation and HLA B*27 was associated with lower levels of PD-1 expression and 

fibrinolysis. These protective HLA types have been associated with slower rates of HIV-1 progression 

in previous studies (O'Brien, et al. 2001). These findings were independent of levels of plasma HIV 

RNA.  It is thought that the interaction between the genetic HLA background in an individual and the 

viral epitopes recognised by that HLA type direct both the magnitude of HIV-1 specific T-cell 

responses and the ability for viral escape.  Our findings support the hypothesis that reduced levels of 

immune activation associated with these protective HLA alleles contribute towards reduced levels of 

HIV-1 disease progression. In addition, the reduced PD-1 expression seen in HLA B*27 positive 

individuals could reflect a mechanism for enhanced viral control due to a less exhausted T-cell 

population.  Our findings are consistent with studies in elite controllers, who are known to have 

higher prevalence of protective HLA alleles.  Hunt et al. showed that elite controllers have lower 

levels of immune activation, compared with individuals with detectable HIV RNA levels, however the 

prevalence of protective HLA types in this cohort was not directly examined (Hunt, et al. 2008).  A 

further study in elite controllers demonstrated a peculiar activation phenotype where viral control 

was associated with low CD38 expression and high HLA-DR expression on HIV-1 specific cells (Saez-

Cirion, et al. 2007).  Although we did not specifically look at HIV-1 specific cells, our study 

demonstrated significantly lower CD38 activation in those with protective HLA types but no 

difference in HLA-DR activation, in keeping with these findings.  

It is not understood whether high levels of viral replication in PHI initially lead to higher levels of 

immune activation, or whether the initial level of immune activation dictates subsequent VL. We 

demonstrate that host genetic differences contribute to level of immune activation supporting the 

latter hypothesis.  This is consistent with data from Hazenburg et al (2003) which shows that the 
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level of CD70 expression, a further marker of immune activation, dictates HIV-1 progression even 

prior to HIV-1 acquisition, and other studies showing that immune activation can predict disease 

progression in the absence of detectable virus (Hunt, et al. 2008; Hunt, et al. 2003).   

We see a similar prevalence of protective HLA alleles to that seen in the general UK population.  This 

is in contrast to previous data reporting lower prevalence of these alleles in PHI.  Altfeld et al 

reported 3.4% prevalence of HLA B*57 in individuals with symptomatic PHI in contrast to 9.6% 

prevalence in chronically infected individuals, and concluded that, individuals with protective HLA 

alleles are less likely to present with symptoms and therefore may be underrepresented in acute 

infection cohorts (Altfeld, et al. 2003). Participants entered into the SPARTAC study reflect a more 

representative cohort of individuals due to the broader entry criteria which are not restricted to 

symptomatic disease.    

CD38 is an early T-cell differentiation marker and expression is known to be increased in children and 

decline with age (McCloskey, et al. 1997). Consistent with previous studies, we saw an inverse 

relationship between the proportion of CD4 CD38 expression, and age. However, we did not see a 

relationship between CD8 CD38 expression and age, possibly reflecting differences in our cohort 

which is restricted to adults aged 18 to 65, in contrast to other studies which include children.  HLA-

DR expression, a known marker of immune senescence, was positively correlated with age and HIV 

RNA, and this may reflect one mechanism by which the accelerated aging that has been reported in 

HIV-1 infected individuals occurs. In addition the increased immune activation seen in older 

participants, alongside higher levels of IL-6 and D-dimer (chapter 4) may explain why older 

individuals experience faster disease progression. 

In conclusion, we demonstrate high levels of immune activation associated with PHI, which reduce 

over time but remain higher than in healthy controls. Immune activation was correlated with PD-1 

expression, IL-6 and D-dimer, and determined by both host factors, such as age and HLA type, and 

viral factors such as levels of HIV RNA and viral tropism.  Whether initial immune activation drives 

viraemia, or whether the reverse is true, remains unclear, yet this a likely to be a self perpetuating 

cycle.  
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Chapter 7: Assessment of markers of microbial translocation, endothelial activation and tissue 

factor in PHI 

Introduction 

Irrespective of the route of HIV-1 acquisition there is early trafficking of HIV-1 to the GALT during 

PHI, resulting in high level HIV-1 replication and massive depletion of CCR5 positive memory T-

lymphocytes (McMichael, et al. 2010). It has been hypothesized that HIV-1 related immunological 

and structural deficits in the GI tract allow an increase in gut permeability, permitting translocation 

of gut-colonising bacteria and their metabolites across the gut epithelium and into the systemic 

circulation. This process, known as microbial translocation, has been postulated to be a major factor 

contributing towards the persistent immune activation characteristic of chronic HIV-1 infection 

(Douek 2007).  

Microbial translocation has been quantified by measuring circulating plasma levels of LPS, a cell wall 

component of gram negative bacteria. LPS binds soluble LPS binding protein (LBP) in plasma which 

transfers it onto a peripheral membrane protein, CD14, expressed on the cell surface of monocytes 

and macrophages. The LPS-CD14 complex triggers recognition by Toll-like Receptor 4 (TLR 4) on the 

monocyte cell surface, activating the cell to produce proinflammatory cytokines and chemokines, 

thus inducing further immune activation. LPS recognition through the innate immune system 

therefore results in  macrophage activation and subsequent initiation of adaptive immune responses 

(Janeway and Medzhitov 2002). Brenchley et al. (2006) demonstrated raised levels of LPS in 

individuals with chronic HIV-1 infection, compared to HIV-negative controls, and showed that LPS 

directly correlated with activated CD38+HLA-DR+ CD8 T-cells, but not with CD4 cell count or VL. This 

was supported by a further study showing an association between plasma levels of bacterial rDNA 

and T-cell activation (Jiang, et al. 2009).  

Soluble CD14 (sCD14) is secreted by CD14 positive monocytes in response to LPS stimulation and 

directly correlates with LPS levels in HIV-1 infected individuals (Brenchley, et al. 2006; Papasavvas, et 

al. 2009). Baseline plasma levels of sCD14 were independently predictive of mortality in the SMART 

trial (Sandler, et al. 2010). LPS-Binding Protein (LBP) is produced by GI and hepatic epithelial cells 

and correlates with both sCD14 (Brenchley, et al. 2006) and LPS (Ancuta, et al. 2008). Naturally 

occurring antibodies to LPS core oligosaccharide are produced in response to LPS to neutralise LPS 

activity(Strutz, et al. 1999). These endotoxin core antibodies (EndoCAb) are increased in conditions 

of chronic microbial translocation such as inflammatory bowel disease (Barclay 1995), but have been 

shown to inversely correlate with LPS in chronic HIV-1 infection (Ancuta, et al. 2008; Brenchley, et al. 
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2006; Papasavvas, et al. 2009), suggesting that they are insufficient to neutralise LPS in this setting 

(Brenchley, et al. 2006). 

Exposure to LPS is a key inducer of procoagulant tissue factor expression both in vivo and in vitro 

(Breitenstein, et al. 2010; Derhaschnig, et al. 2004; Funderburg, et al. 2010b). Kuller et al. 

hypothesised that activation of tissue factor pathways could be a key event explaining the adverse 

rise in all cause mortality seen in those stopping ART in the SMART study (Kuller, et al. 2008).  Tissue 

factor is expressed on monocytes and the sub-endothelium of the blood vessel wall, and becomes 

activated when vascular endothelium is damaged to initiate the extrinsic coagulation pathway.  

Funderburg et al. showed that in chronic HIV-1 infection, monocyte tissue factor expression 

correlated with soluble CD14 levels, T-cell activation, and D-dimer levels, as well as with HIV-1 

viraemia and inversely with CD4 cell count, and concluded that drivers of immune activation such as 

HIV-1 viraemia and microbial translocation activate clotting cascades through this pathway.  In 

chronic HIV-1 infection raised soluble tissue factor levels have been linked to cardiac events (Ford, et 

al. 2010). There are no data examining tissue factor in PHI.  

HIV-1 infected individuals have increased endothelial dysfunction as measured by brachial artery 

flow mediated vasodilation (Blum, et al. 2005; Solages, et al. 2006), and raised levels of endothelial 

adhesion molecules such as ICAM-1 and VCAM-1 (Wolf, et al. 2002).  ICAM-1 and VCAM-1 levels 

decrease with ART (Wolf, et al. 2002), and increase on ART treatment interruption (Papasavvas, et al. 

2008). Animal models have shown that enteric microflora directly contribute to constitutive ICAM-1 

expression on vascular endothelial cells (Komatsu, et al. 2000), and studies on human coronary 

artery endothelial cells show that LPS directly results in TLR 4 mediated inflammatory activation of 

the endothelium and induction of adhesion molecules such as ICAM-1 (Zeuke, et al. 2002). There are 

no current data on examining endothelial dysfunction in PHI.  

Several studies have now confirmed raised levels of microbial translocation in HIV-1 infected 

compared to HIV-negative cohorts (Brenchley, et al. 2006; Cassol, et al. 2010; Nowroozalizadeh, et 

al. 2010; Troseid, et al. 2010; Wallet, et al. 2010), and this process provides a potential mechanism 

for T-cell activation, endothelial activation, and initiation of pro-coagulatory pathways in HIV-1 

infection. No longitudinal studies have assessed LPS levels in relation to HIV-1 disease progression in 

untreated individuals in Western cohorts, and thus the clinical significance of microbial translocation 

remains uncertain. A longitudinal African study found no relationship between  LPS and sCD14 levels 

and  HIV-1 disease progression (Redd, et al. 2009). In contrast to data from Brenchley et al. (2006), 

several studies have failed to demonstrate a direct association between T-cell activation and LPS 

levels (Cassol, et al. 2010; Papasavvas, et al. 2009; Wallet, et al. 2010). In addition there are few data 
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on the relationship between microbial translocation, immune activation, endothelial activation and 

HIV-1 disease parameters in individuals with PHI. 

The aims of this chapter were to: 

i. estimate levels of microbial translocation in PHI and how these change over time.  

ii. assess the relationship between surrogate markers of microbial translocation and other bio-

markers of inflammation/coagulation (IL-6, D-dimer) and cellular markers of immune 

activation (CD38+ and HLA-DR+ expression on CD4 and CD8 T-cells) in PHI and at week 60. 

iii. assess levels of soluble tissue factor (sTF) and soluble ICAM-1 in PHI and compare these to 

markers of immune activation, microbial translocation, and coagulation. 
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Results 

7.1 Baseline characteristics  

The overall assays employed for this analysis are described in detail in the materials and methods 

(chapter 2.4).  As SPARTAC samples were not collected specifically for LPS analysis, the following  

markers of LPS activity were measured: sCD14, LBP and EndoCAb. Samples from 90 UK and 

Australian SPARTAC participants with paired available samples at week 0 and week 60, and from 30 

healthy controls (chapter 2.3), were analysed. Subjects were chosen on the basis of available plasma 

at the specific SPARTAC time points, and on the availability of results on inflammatory and 

coagulatory biomarkers and markers of immune activation from SPARTAC analyses (chapter 4 and 

6). Baseline characteristics of the 90 SPARTAC participants included in this analysis are shown in 

Table 7.1. Participants were predominantly MSM with subtype B virus.  The median age was 34 

years. Estimated time since seroconversion was 73.5 [IQR 52, 93.5] days.  
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Table 7.1. Baseline characteristics of SPARTAC participants included in microbial translocation 

studies 

Baseline variable  Number or Median  (%) or [IQR]  

Sex: Male 87 (97) 

 Female 3 (3) 

Risk factor MSM 84 (93) 

 Heterosexual sex 5 (6) 

 Not reported 1 (1) 

Age (years) 34.6 [30, 41.4] 

Estimated time from seroconversion (days) 73.5 [52, 93.5] 

Clade B 82 (91) 

CD4 (cells/µl)  550 [412, 682] 

HIV RNA (copies/ml)  overall 50783 [9010, 190000] 

                                        <1000 8 (9) 

                                         1000-9999 15 (17) 

                                         10000-99999 31 (34) 

                                         >100000        36 (40) 

Site of recruitment     UK 85 (94) 

                                        Australia 5 (6) 

Baseline characteristics of 90 SPARTAC participants included in microbial translocation analysis.  Subjects were 
chosen on the basis of available plasma. 
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7.2 Markers of LPS activity (sCD14, EndoCAb and LBP) in SPARTAC participants and healthy 

controls 

Absolute results for median values and interquartile (IQR) range are given below in Table 7.2.  All 

markers of LPS activity fell within similar ranges to those reported by Brenchley et al. (2006), except 

EndoCAb levels for healthy controls which tended to be lower in our analysis (median 174 MMU/ml  

vs. >500 MMU/ml).   

Results at week 0 and 60 were compared to healthy controls using Mann-Whitney U tests, and 

differences in biomarkers at week 60 compared to week 0 were assessed using the Wilcoxon signed 

rank test. Figure 7.1 shows box-plot graphs demonstrating changes between week 0 and week 60 in 

SPARTAC participants and comparison with healthy controls.   

sCD14 and LBP were significantly higher in HIV-1 infected individuals at both week 0 and week 60 

compared to healthy controls, suggesting that levels of microbial translocation are higher in HIV-1 

infected individuals in both PHI and early chronic infection in patients in this cohort. There was no 

significant change between the 2 study time points in either biomarker.  There was no difference in 

EndoCAb levels compared to healthy controls at week 0 or week 60.  However, a significant decline 

in EndoCAb was seen between week 0 and week 60 in SPARTAC participants. 

 

Table 7.2. LPS activity at week 0, week 60 and healthy controls 

Biomarker Week 0 (n=90) Week 60 (n=90) Healthy control  (n=30) 

 Median [IQR] Median [IQR] Median [IQR] 

sCD14  x 106 pg/ml 2.17 [1.85, 2.52] 2.23 [1.78, 2.52] 1.66 [1.39, 1.94] 

LBP x 104 ng/ml 3.05 [2.2, 3.6] 2.65 [1.90,3.6] 1.85 [1.1, 3.1] 

EndoCAb MMU/ml 202.7 [135.6, 280.7] 174.3 [112.5, 241.3] 174.1 [129.5, 237,4] 

Markers of LPS activity (median [IQR]) are shown in 90 SPARTAC participants and in 30 healthy controls.   
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Figure 7.1. Markers of LPS activity in SPARTAC participants at week 0 and week 60 and in healthy 

controls  

  

p<0.0001 
 

p=0.9 p<0.0001 
 

p=0.4 p=0.02 

p=0.002 

p=0.4 

p=0.03 p=0.7 

Box-plots showing median, IQR and upper and lower adjacent values for sCD14, LBP and EndoCAB in 
SPARTAC participants at week 0 and week 60, and in healthy controls.  Week 0 was compared to week 60 
using Wilcoxon signed ranks test for paired samples. Mann-Whitney U tests were used to compare healthy 
controls to SPARTAC participants 
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7.3 Factors associated with microbial translocation in PHI 

Relationship between markers of LPS activity and each other 

All biomarkers measured in this chapter were normally distributed except sTF and EndoCAb which 

had skewed distributions. On log10 transformation sTF and EndoCAb became normally distributed. 

To assess the relationship between different surrogate markers of microbial translocation, Pearson 

correlations were undertaken. In keeping with findings by Brenchley et al (2006), there was a 

significant correlation between sCD14 and LBP (Pearson correlation coefficient 0.24, p=0.02). There 

was no significant relationship between levels of EndoCAb and either LBP or sCD14 (log10 EndoCAb 

and sCD14: Pearson correlation coefficient 0.08, p=0.5; log10 EndoCAb and LBP: 0.01, p=0.9). Non 

parametric Spearman correlations gave similar results. 

Baseline patient characteristics and markers of LPS activity 

The relationship between baseline characteristics and markers of microbial translocation was 

examined using linear regression. There was no association between surrogate markers of microbial 

translocation and age, BMI, blood pressure or estimated time since seroconversion.  

Relationship between HIV-1 parameters and markers of LPS activity in PHI 

On linear regression analysis, there was a significant correlation between HIV RNA levels at week 0 

and both sCD14 and LBP (Table 7.3). A one log rise in HIV RNA was associated with a rise in sCD14 of 

0.16 x106 pg/ml (p=0.005) and a rise in LBP of 3007 ng/ml (p=0.006). This is in contrast to findings by 

Brenchley et al. (2006) in chronic infection, which did not show an association with HIV RNA levels 

and sCD14 or LBP.  No significant relationship was seen between log10 EndoCAb and log10HIV RNA. 

Participants were divided according to HIV RNA strata (HIV RNA <10,000 n=23; 10,000-99999 n=31, 

>100,000 n=36).  The relationship between HIV RNA strata and biomarkers of microbial translocation 

is demonstrated in Figure 7.2. LBP and sCD14 increased with increasing VL strata, although the 

relationship was less clear for sCD14 at high VL strata.   

sCD14 was inversely associated with CD4 cell count.  A rise in CD4 cell count of 100 cells/µl was 

associated with 0.05 x 106 pg/ml lower levels of sCD14 (95% CI 0.001 x 106, 0.1 x106, p=0.046). There 

was no relationship between EndoCAb or LBP and CD4 cell count.  
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Table 7.3. Linear regression analysis of factors related to LPS activity in PHI 

 Parameter Coefficient 95% CI P-value 

sCD14 HIV RNA (+1 log) 0.16 
 

0.05, 0.26 0.005 

x106pg/ml CD8 CD38% (+1%) -0.004 -0.006, 0.005 0.9 

 CD8 HLA-DR (+1 log) 0.19 -0.22, 0.61 0.4 

 CD8 CD38 HLA-DR (+1 log) 0.21 -0.10, 0.22  0.2 

 CD4 CD38 (+ 1%) -0.001 -0.007, 0.005 0.7 

 CD4 HLA-DR (+1log) 0.29 -0.10, 0.68 0.1 

 CD4 CD38 HLA-DR (+1 log) 0.24 -0.07, 0.56 0.1 

 IL-6  (+1 log) 0.20 -0.08, 0.49 0.2 

 D-dimer (+1 log) 0.56 0.15, 0.98 0.007 

LBP HIV RNA (+1 log) 3007 876.8, 5138 0.006 

ng/ml CD8 CD38% (+1%) 36.2 -75.6, 148.2 0.5 

 CD8 HLA-DR (+1 log) 2444.4 -5363, 10254.6 0.5 

 CD8 CD38 HLA-DR (+1 log) 2879.7 -3006.8, 8766.3 0.3 

 CD4 CD38 (+ 1%) -30.6 -151.0, 89.6 0.6 

 CD4 HLA-DR (+1log) 2738.4 -4708.7, 10185.5 0.5 

 CD4 CD38 HLA-DR (+1 log) 3085.4 -2945, 9116.6 0.3 

 IL-6  (+1 log) 9159.8 3812.6, 14505.9 0.001 

 D-dimer (+1 log) 8482.3 328.6, 16636.1 0.04 

Log10 

EndoCAb 

MMU/ml 

HIV RNA (+1 log) -0.004 -0.06, 0.05 0.9 

CD8 CD38% (+1%) 0.000 -0.003, 0.003 0.8 

CD8 HLA-DR (+1 log) -0.06 -0.3, 0.2 0.6 

 CD8 CD38 HLA-DR (+1 log) -0.009 -0.2, 0.1 0.9 

 CD4 CD38 (+ 1log) 0.002 -0.001, 0.005 0.3 

 CD4 HLA-DR (+1log) 0.003 -0.2, 0.2 0.9 

 CD4 CD38 HLA-DR (+1 log) 0.04 -0.1, 0.2 0.6 

 IL-6  (+1log) 0.02 -0.1, 0.2 0.8 

 D-dimer (+1 log) 0.005 -0.2, 0.2 0.9 

 

 

Linear regression analysis of factors associated with surrogate markers of microbial translocation (sCD14, LBP 
and EndoCAb) in 90 SPARTAC participants with PHI (week 0). EndoCAb, IL-6, D-dimer, and HLA-DR% and CD38 
HLA-DR% expression on CD4 and CD8 T-cells were log10 transformed to achieve normality for analysis purposes. 
The regression coefficient (95% CI) and p-value are given for each variable. 
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Figure 7.2.  Relationship between VL strata and markers of LPS activity 

 

  

Relationship between surrogate markers of LPS activity and different VL strata are shown. In previous studies LBP 
and sCD14 have been shown to correlate with LPS levels and EndoCAB inverse correlates with LPS. Individuals are 
divided according to VL (HIV RNA<10,000 n=23, 10,000-99,999 n=31 and>100,000 n=36).  Box-plot graphs 
demonstrate median values, IQR and upper and lower adjacent values.  
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Relationship between markers of LPS activity and immune activation in PHI (SPARTAC week 0).  

Microbial translocation has been hypothesized to be a key cause of immune activation in chronic 

HIV-1 infection (Brenchley, et al. 2006). We assessed the relationship between markers of LPS 

activity and markers of T-cell immune activation, IL-6 and D-dimer in PHI, using samples from 

SPARTAC patients at baseline (week 0). Of the 90 individuals included in this analysis, 80 had results 

available from T-cell activation studies, and 89 and 87 individuals had IL-6 and D-dimer results 

available, respectively. 

 Results from linear regression analysis of the relationship between markers of immune activation 

and microbial translocation are shown in Table 7.3. Results for CD38% and HLA-DR% expression are 

given although results examining CD38 MFI and HLA-DR MFI were similar.  

In this cohort of individuals with PHI, there was no significant relationship between markers of LPS 

activity and T-cell activation. However, higher sCD14 was significantly associated with a rise in D-

dimer and higher LBP was significantly associated with increases in both IL-6 and D-dimer. There was 

no association between EndoCAb levels and T-cell activation, IL-6 or D-dimer. 
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7.4 Factors associated with microbial translocation at week 60 

The relationship between markers of LPS activity measured at SPARTAC week 60, and markers of 

immune activation at this time point, was examined using linear regression. At week 60, T-cell 

activation results were available in 77 individuals and IL-6 and D-dimer available in 89 individuals. 

Due to the blinded nature of the SPARTAC trial, week 60 results were analysed together regardless 

of randomisation arm, and it should be noted that two-thirds of participants had received either 12 

weeks or 48 weeks treatment by this time point, whilst one third had not been treated at all. All 

individuals had discontinued the ART given as a trial intervention by week 60.   

Results from linear regression are given in Table 7.4. Results for CD38 and HLA-DR percentage 

expression are given although MFI gave similar values. In contrast to our observations in PHI, there 

was a significant association between these surrogate markers of microbial translocation and T-cell 

activation at week 60. sCD14 was associated with rises in CD4 T-cell activation as measured by HLA-

DR% expression and dual CD38 HLA-DR% expression, as well as increases in IL-6 and D-dimer. sCD14 

was not associated with HIV RNA levels at this time point.  LBP was associated with CD8 activation 

(CD8 CD38% and CD8 CD38 HLA-DR% dual expression) with a trend towards an association with 

raised CD4 HLA-DR% expression (p=0.08). LBP was also significantly associated with rises in IL-6 and 

D-dimer, and with higher HIV RNA. EndoCAb was significantly associated with CD4 T-cell activation 

as measured by CD38% expression and dual CD38 HLA-DR% expression.  There was no significant 

relationship between EndoCAb levels and HIV RNA. 

There was a trend towards an inverse association between sCD14 and total CD4 cell count at week 

60 (0.04 x 106 reduction in sCD14 for every 100 rise in CD4 cell count 95% CI -0.004 x 106, 0.1 x 106, 

p=0.07). CD4 cell count was not related to LBP or EndoCAb levels. 
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Table 7.4. Linear regression analysis of factors related to LPS activity at week 60 

 Week 60 Parameter Coefficient 95% CI P-value 

sCD14 HIV RNA (+1 log) -0.02 -0.12, 0.08 0.7 

x106pg/ml CD8 CD38% (+1%) 0.03 -0.005, 0.01 0.5 

Week 60 CD8 HLA-DR% (+1 log) 0.15 -0.31, 0.61 0.5 

 CD8 CD38 HLA-DR% (+1 log) 0.09 -0.22, 0.40  0.6 

 CD4 CD38% (+ 1%) -0.002 -0.009, 0.004 0.5 

 CD4 HLA-DR % (+1 log) 0.70 0.28, 1.12 0.001 

 CD4 CD38 HLA-DR % (+1 log) 0.29 0.00, 0.59 0.05 

 IL-6  (+1 log) 0.47 0.18, 0.76 0.002 

 D-dimer (+1 log) 0.52 0.10, 0.96 0.02 

LBP HIV RNA (+1 log) 2759.7 729.5, 4789.9 0.01 

ng/ml CD8 CD38% (+1%) 188.6 39.9, 337.3 0.01 

Week 60 CD8 HLA-DR% (+1 log) 2494.1 -7516.1, 12504.5 0.6 

 CD8 CD38 HLA-DR% (+1 log) 7001.0 470.4, 13531.5  0.04 

 CD4 CD38% (+ 1%) 12.3 -137.7, 162.2 0.8 

 CD4 HLA-DR% (+1log) 8519.8 -1034, 18073.5 0.08 

 CD4 CD38 HLA-DR% (+1 log) 5287 -1241.5, 11815.6 1.1 

 IL-6  (+1 log) 8489.7 2248.8, 14730.7 0.01 

 D-dimer (+1 log) 13874.7 5184.3, 22565.2 0.002 

Log 10 

EndoCAb 

MMU/ml 

HIV RNA (+1 log) 0.002 -0.01, 0.02 0.7 

CD8 CD38% (+1%) 0.0001 -0.001, 0.001 0.7 

CD8 HLA-DR% (+1 log) 0.03 -0.03,  0.08 0.4 

Week 60 CD8 CD38 HLA-DR% (+1 log) 0.005 -0.03, 0.05 0.8 

 CD4 CD38% (1%) 0.001 0.0004, 0.002 0.02 

 CD4 HLA-DR% (+1log) 0.04 -0.01, 0.1 0.1 

 CD4 CD38 HLA-DR% (+1 log) 0.04 0.007, 0.08 0.02 

 IL-6  (+1log) -0.001 -0.04, 0.04 0.9 

 D-dimer (+1 log) 0.004 -0.05, 0.06 0.9 

 

 

Linear regression analysis of factors associated with surrogate markers of microbial translocation (sCD14, LBP 
and EndoCAb) in 90 SPARTAC participants with at week 60. EndoCAb, IL-6, D-dimer, and HLA-DR% and CD38 
HLA-DR% expression on CD4 and CD8 T-cells were log10 transformed to achieve normality for analysis purposes. 
The regression coefficient (95% CI) and p-value are given for each variable. 
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7.5 Soluble tissue factor and ICAM-1 in PHI 

Analysis of sTF and ICAM-1 were completed on 90 patients at SPARTAC week 0 and week 60, and 30 

healthy controls. Due to samples haemolysis, tissue factor results were excluded for 3 samples at 

week 0, and for one patient at week 60, as particles released during haemolysis may be tissue factor-

positive thus affecting results.  

Absolute results for median values and IQR are given below in Table 7.5. sTF values were within the 

detection range of the assay, and within the normal range given by the kit manufacturer (25-57.8 

pg/ml). ICAM-1 levels also fell within the detection range of the assay. In healthy controls ICAM-1 

levels fell within the normal range as given by the kit manufacturer (100-307 ng/ml), but in HIV-1 

infected subjects, ICAM-1 median levels were slightly above this range.   

Box-plot graphs demonstrating sTF and ICAM-1 levels are shown in Figure 7.3. There was no 

significant change in sTF levels between SPARTAC week 0 and 60 (p=0.1).  Levels of sTF were 

however were significantly higher at week 60 compared to healthy controls.  ICAM-1 levels were 

higher in both early infection and week 60 compared with healthy controls and there was a 

significant decline from week 0 to week 60.  

 

 

Table 7.5. Median (IQR) ICAM-1 and sTF results at week 0, week 60 and in healthy controls 

Biomarker Week 0 (n=90) Week 60 (n=90) Healthy control  (n=30) 

 Median [IQR] Median [IQR] Median [IQR] 

sTF pg/ml* 53.1 [44.7, 61.4] 52.6 [47.4, 64.4] 48.0 [42.3, 55.8] 

ICAM-1 ng/ml 349.7 [272.1, 438.5] 318.6 [254.3, 404.7] 212.4 [152.8, 272.4] 

sTF and ICAM-1 shown in 87 and 90 SPARTAC participants respectively and in 30 healthy controls.  *Due to 
sample haemolysis, sTF results from 3 samples were excluded at week 0 and 1 excluded at week 60. 
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Figure 7.3.  sTF and ICAM-1 levels in SPARTAC participants at week 0 and week 60 and in healthy 

controls  

 

  p=0.2 

p=0.1 p=0.02 

p<0.0001 

P=0.03 p<0.0001 

Box-plots showing median, IQR and upper and lower adjacent values for sTF and ICAM-1 in SPARTAC 
participants at week 0 and week 60, and in healthy controls.  Week 0 was compared to week 60 using 
Wilcoxon signed ranks test for paired samples. Mann-Whitney U tests were used to compare healthy 
controls to SPARTAC participants 
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7.6 Factors associated with sTF and ICAM-1 levels in PHI 

sTF 

The relationship between sTF and other baseline parameters including HIV RNA, CD4 cell count, 

duration of infection, was examined using linear regression (Table 7.6).  sTF results were log10 

transformed to normalise the distribution for analysis purposes. There was no relationship between 

sTF and age, BMI, blood pressure.  sTF levels increased with increasing estimated days since 

seroconversion (p=0.02). 

Log10 sTF was inversely correlated with log10 HIV RNA. A one log increase in HIV RNA was associated 

with a 6% decrease in sTF (95% CI 1%, 11% p=0.02). The relationship between sTF levels and 

different VL strata is shown in Figure 7.4 and demonstrates a decrease in sTF with increasing VL 

strata.  sTF was not related to CD4 cell count.  

sTF levels were also inversely associated with IL-6 and there was a trend towards an inverse 

association with D-dimer. In addition, sTF was inversely correlated with T-cell activation as measured 

by CD8 CD38% expression and CD4 CD38 HLA-DR dual expression, and there was a trend towards 

inverse an association with CD8 CD38 HLA-DR% and CD4 HLA-DR expression. Thus it appears that in 

PHI, sTF is inversely associated with both levels of HIV-1 viraemia, and levels of T-cell activation and 

inflammation. 

ICAM-1  

The relationship between ICAM-1 and other baseline parameters is shown in Table 7.6. There was no 

relationship between sTF and age, BMI, blood pressure.  There was a significant association between 

increasing levels of ICAM-1 and log10 HIV RNA; a one log increase in HIV RNA resulted in an increase 

in ICAM-1 of 35.4 ng/ml (95% CI 10.2, 60.7, p=0.01). The relationship between ICAM-1 and VL strata 

is shown in Figure 7.4 and there was an increase in ICAM-1 with every stratum.  There was no 

relationship between ICAM-1 and CD4 cell count. 

ICAM-1 was associated with markers of microbial translocation markers sCD14 (p=0.02) and LBP 

(p=0.03), and there was a trend for correlation with IL-6 (p=0.05).  There was no association between 

ICAM-1 and markers of T-cell activation.   

  



173 
 

Table 7.6. Factors associated with sTF and ICAM-1 at in PHI  

 Parameter Coefficient 95 % CI p-value 

soluble tissue 
factor (log10) 

HIV RNA copies/ml (+1 log)  -0.03 -0.05, -0.004 0.02 

days since seroconversion (+1 day) 0.001 0.000, 0.002 0.02 

IL-6  pg/ml(+ 1 log10) -0.07 -0.13, -0.002 0.04 

D-dimer mg/L( +1 log10) -0.08 -0.17, 0.015 0.09 

CD8 CD38% (+1%) -0.001 -0.001, 0.000 0.05 

CD8 HLA-DR% (+1 log) -0.06 -0.14, 0.03 0.17 

CD8 CD38+HLA-DR % (+1 log) -0.06 -0.1, 0.008 0.08 

CD4 CD38% (+1%) -0.001 -0.002, 0.001 0.3 

CD4 HLA-DR% (+1 log ) -0.08 -0.16, 0.005 0.07 

CD4 CD38+ HLADR% (+ 1 log ) -0.08 -0. 15, -0.02 0.015 

LPS Binding Protein (+1 ng/ml) -1.8 -4.2,  0.47 0.12 

sCD14 (+1x106 pg/ml) 0.0001 -0.004, 0.05 0.85 

 EndoCAb (1 log MMU) 0.006 -0.09, 0.11 0.9 

ICAM-1 HIV RNA copies/ml (+1 log)  35.4 10.2, 60.7 0.01 

 days since seroconversion (+1 day) 0.16 -0.6, 0.9 0.95 

 IL-6  pg/ml(+ 1 log10) 66.0 -0.7, 132.6 0.052 

 D-dimer mg/L( +1 log10) 79.9 -16.6, 176.4 0.1 

 CD8 CD38% (+1%) 0.8 -0.5, 2.2 0.2 

 CD8 HLA-DR (+1 log) 18.9 -77.6, 115.4 0.7 

 CD8 CD38+HLA-DR% (+1 log) 29.3 -43.4, 102.1 0.4 

 CD4 CD38 (+1%) 0.3 -1.1, 1.8 0.6 

 CD4 HLA-DR %(+1 log ) 38.1 -53, 129.9 0.4 

 CD4 CD38+ HLADR %(+ 1 log) 52.2 -21.7, 126 0.16 

 LPS Binding Protein (+1 ng/ml) 0.003 0.0003, 0.005 0.03 

 sCD14 (x 106 pg/ml ) 0.58 0.1, 1.0 0.02 

 EndoCAb (+ 1log MMU) -53.1 -155.4, 49.2 0.3 

  Linear regression analysis of factors related to sTF (n=87) and ICAM-1 (n=90) in PHI. HIV RNA, sTF Factor, 
EndoCAb, IL-6, D-dimer, and HLA-DR% and CD38 HLA-DR% expression on CD4 and CD8 T-cells were log10 
transformed to achieve normality for analysis purposes. The regression coefficient (95% CI) and p-value are 
given for each variable. 
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Figure 7.4.  Relationship between VL strata and ICAM-1 and sTF levels 

 

  

Relationship between ICAM-1 and sTF with different VL strata are shown. Individuals are divided according to VL 
(ICAM-1: HIV RNA <10,000 n=23, 10,000-99,999 n=31 and>100,000 n=36; sTF: HIV RNA <10,000 n=21, 10,000-99,999 
n=31 and>100,000 n=35).  Box-plot graphs demonstrate median values, IQR and upper and lower adjacent values.  
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7.7. Summary of findings in Chapter 7 

LBP and sCD14, both markers of bacterial LPS activity, were raised in HIV-1 infected individuals 

compared to healthy controls at the time of HIV-1 acquisition and remained raised at week 60. In 

PHI these two biomarkers directly correlated with HIV RNA. sCD14 also correlated positively with D-

dimer and inversely with CD4 cell count, and LBP with both IL-6 and D-dimer. There was no 

correlation in PHI between markers of LPS activity and T-cell activation.  At week 60, there was a 

significant association between all markers of LPS activity and T-cell activation: sCD14 and EndoCAb 

correlated with CD4 T-cell activation, and LBP correlated with CD8 T-cell activation. LBP and sCD14 

also correlated with IL-6 and D-dimer. 

In PHI, sTF inversely correlated with HIV RNA, IL-6 and T-cell activation. sTF was significantly raised 

compared to healthy controls at week 60. ICAM-1 was significantly raised compared to healthy 

controls at both time points and correlated with HIV RNA, sCD14 and LBP. 

Discussion 

Consistent with previous reports, we demonstrate raised levels of LPS activity in HIV-1 infected 

individuals. In a cross-sectional study examining individuals at different stages of HIV-1 infection, 

Brenchley et al. (2006) found that LPS levels increased as disease advanced, and were raised in 

chronic HIV-1 infection compared to HIV-negative controls and higher still in patients with AIDS. In 

our study, LBP and sCD14, surrogate markers of LPS activity, were raised in both PHI and at week 60 

compared to healthy controls, suggesting that microbial translocation occurs in HIV-1 infected 

individuals at both PHI and early chronic infection. Brenchley et al. also examined markers of 

microbial translocation in acutely infected individuals within 4 weeks of seroconversion, and found 

that levels of sCD14 were raised, and EndoCAb levels low, but LPS and LBP were no different from 

healthy controls, and concluded that microbial translocation occurs at this early stage of disease but 

LPS is neutralised by EndoCAb. SPARTAC participants at baseline were less acutely infected than 

those described by Brenchley et al (within 6 months of seroconversion vs. 4 weeks), which may 

explain why we also saw changes in LBP, reflecting higher levels of microbial translocation at this 

later time point.  

Consistent with findings from Brenchley et al. (2006), we saw a decline in EndoCAb levels from week 

0 to week 60. In other conditions of chronic microbial translocation, such as inflammatory bowel 

disease, EndoCAb levels are increased, and Brenchley hypothesized that EndoCAb bind LPS to 

remove it from the circulation but are insufficiently replaced due to the dysfunctional B cell 

responses associated with HIV-1 infection (Titanji, et al. 2006). We did not see a difference in 
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EndoCAb levels compared with healthy controls, however, in our study, healthy controls had lower 

levels of EndoCAb than those reported by Brenchley et al, which may reflect cohort differences. In 

particular it should be noted that our healthy controls were not formally HIV-1 tested which may 

confound these results 

sCD14 is secreted by monocytes and macrophages that have been stimulated via LPS and has been 

associated with increased mortality in HIV-1 infected cohorts (Lien, et al. 1998; Sandler, et al. 2010). 

We saw a direct correlation between sCD14 and HIV RNA levels in PHI, and inverse correlation 

between sCD14 and CD4 cell count. This is consistent with findings by Lien et al. in advanced disease 

but has not been previously demonstrated in PHI. We also saw correlations between sCD14 and D-

dimer levels, indicating that monocyte activation in response to LPS may lead to activation of 

coagulation pathways, as hypothesised by Funderburg et al (2010). In addition LBP levels were 

correlated with D-dimer and IL-6 levels, as well as HIV RNA, indicating a relationship between LPS 

activity, inflammatory and coagulatory processes and HIV-1 replication. It is no clear from these data 

whether HIV-1 replication is a driver or consequence of these processes. 

There was no association in PHI between surrogate markers of microbial translocation and T-cell 

activation.  This is in contrast to week 60 where a direct correlation was seen between T-cell 

activation and markers of LPS activity in the same individuals, in agreement with findings described 

by Brenchley et al (2006) who showed that LPS levels correlated with CD38 HLA-DR expression on 

CD8 T-cells, and Jiang et al (2009), who found that bacterial rDNA levels also correlated with CD8 T-

cell activation. The discrepancy between PHI and chronic infection may reflect different mechanisms 

driving T-cell activation in chronic compared with early infection, where, for example, the direct 

effects of high plasma viraemia may be the key driver of T-cell activation.   

A limitation of our study is that due to logistic constraints we did not measure LPS directly, although 

several studies in HIV-1 infected cohorts have indicated that sCD14, LBP and EndoCAb are good 

indicators of LPS activity (Ancuta, et al. 2008; Brenchley, et al. 2006; Papasavvas, et al. 2009), and 

these are well-established markers of LPS activity in HIV-negative studies (Kitchens and Thompson 

2005; Strutz, et al. 1999; Voss, et al. 2006). Although predictors of disease progression such as VL 

and CD4 cell count correlated with some of these markers, our data give little indication of the 

prognostic significance of these parameters. Once SPARTAC is unblinded an analysis of the predictive 

value of sCD14, LBP and EndoCAb, when measured both in PHI and at week 60 will be undertaken. 

The impact of intermittent ART in PHI on these markers will also be assessed. It is also possible that 

intervention with short-course ART in PHI, by controlling HIV-1 replication in the gut, may in turn 

limit markers of microbial translocation. 
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Recent studies have suggested that tissue factor (TF) activity is increased in chronic HIV-1 infection, 

and that monocyte TF expression is induced by LPS, and correlates with T-cell activation and D-dimer 

(Funderburg, et al. 2010b). Soluble TF is an easily measurable parameter that has been linked to 

cardiovascular events in HIV-1 infected individuals (Ford, et al. 2010). We did not see any 

relationship between sTF levels and markers of LPS activity. However, in contrast to our expectations 

we found an inverse relationship between sTF and HIV RNA, and an inverse association between sTF, 

IL-6, and markers of T-cell activation.  A study in the pre-HAART era showed there was a selective 

reduction in LPS induced monocyte TF mRNA production in individuals with symptomatic HIV-1 

infection, and that there was a continuum of diminished TF function in patients with asymptomatic 

disease, AIDS-related complex, and AIDS  (Lathey, et al. 1990).  The investigators went on to show a 

positive correlation between LPS stimulated TF expression and CD4 cell count, and a negative 

correlation between TF and plasma β2 microglobulin and neopterin, consistent with our findings of a 

negative correlation between inflammatory and immune activation markers and sTF (Lathey, et al. 

1992). Funderburg et al. (2010) also found that samples exposed to LPS in vitro showed increased 

monocyte TF expression, but samples exposed to IL-6 tended to decrease TF expression. The 

mechanism behind these findings, and the clinical consequences, are not clear. It is possible that 

inflammatory processes secondary to HIV-1 viraemia inhibit sTF production, for example as a 

negative feedback pathway.  It should be noted that sTF is a surrogate marker only and the precise 

role and regulation of circulating sTF in blood remains unclear (Bogdanov, et al. 2003; Censarek, et 

al. 2007; Parhami-Seren, et al. 2006).  Measuring monocyte TF expression and TF activity may help 

clarify the relationship between these markers; however samples required for these laboratory 

techniques were not available.  

Levels of sTF increased with increasing time since estimated seroconversion. This could reflect 

resolving immune activation and high levels of HIV-1 viraemia associated with PHI.  Conversely sTF 

levels may increase with duration of infection, supported by higher levels of sTF at week 60 

compared to healthy controls. 

Elevated levels of circulating adhesion molecules such as ICAM-1 and VCAM-1 predict future cardiac 

events in HIV-negative individuals (Hwang, et al. 1997; Ridker, et al. 2000a) and in chronic HIV-1 

infection (Ford, et al. 2010). In this study, ICAM-1 levels were raised in both PHI and chronic HIV-1 

infection compared to healthy controls.  This has previously been demonstrated in chronic infection 

but not in PHI (Francisci, et al. 2009; Wolf, et al. 2002). There was a reduction in ICAM-1 levels from 

PHI to week 60 but whilst the study remains blinded it is not possible to determine whether this is 

due to the natural history of HIV-1 disease, or due to the receipt of short-course ART in some of the 
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week 60 population. We demonstrate a direct correlation between HIV RNA levels and ICAM-1, in 

keeping with previous reports showing a direct correlation between VCAM-1-1 and HIV RNA and a 

reduction in both ICAM-1 and VCAM-1 in response to ART (Wolf, et al. 2002). Melendez et al (2008) 

found that raised levels of circulating adhesion molecules were associated with inflammation in 

chronic HIV-1 infection. We demonstrate a weak association between ICAM-1 levels and IL-6 in PHI. 

In addition we showed a direct correlation between this marker of endothelial activation and sCD14 

and LBP. These data suggest that endothelial dysfunction, as reflected by raised ICAM-1 levels, is 

related to macrophage activation and LPS activity and also to the magnitude of HIV-1 viraemia.   

In conclusion, we demonstrate an association between surrogate markers of LPS activity, immune 

activation, inflammatory and coagulatory pathways, and endothelial activation. The interactions 

between HIV-1 and pathways of microbial translocation are complex and not fully understood, 

however it is likely that this process contributes to HIV-1-associated immune activation and 

inflammation and their subsequent complications. 
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Chapter 8: Discussion  

This thesis has addressed four main goals in relation to PHI and the effect of short-course ART at this 

stage of infection. These were the assessment of:  

i. the degree of inflammation and immune activation in PHI and the relationship between 

surrogate markers of immune activation, inflammation and coagulation, and microbial 

translocation. 

ii. host and viral factors associated with these parameters. 

iii. the impact of commencing short-course ART in PHI on biomarkers of inflammation and 

coagulation.  

iv. the effects of discontinuing ART on viral rebound and biomarkers of inflammation and 

coagulation, and comparison with the SMART trial in chronic infection. 

Assessment of markers of inflammation and immune activation in PHI 

Markers of inflammation, coagulation, and endothelial activation, were elevated in HIV-1 infected 

individuals, both in PHI and 60 weeks later.  In contrast to reports from the SMART study in chronic 

HIV-1 infection, which did not show a correlation between HIV RNA and levels of IL-6 or D-dimer 

(Baker, et al. 2010; Kuller, et al. 2008), in our study IL-6, D-dimer and ICAM directly correlated with 

plasma HIV RNA in PHI, confirming that HIV-1 replication is a key driver of inflammatory and 

coagulation pathways early in the course of infection.  As these biomarkers are well established 

predictors of CVD in HIV-negative individuals (Ridker, et al. 1994; Ridker, et al. 1998; Ridker, et al. 

2000b) and predictive of AIDS and non-AIDS adverse outcome in individuals with chronic HIV-1 

infection (Ford, et al. 2010; Kuller, et al. 2008; Rodger, et al. 2009; Sipsas, et al. 2003), elevations of 

these biomarkers occurring early in HIV-1 infection may have significant implications for future 

disease course and outcome.  

Deeks et al. (2004) showed that in individuals within a year of seroconversion, levels of T-cell 

activation, measured by CD38 expression on CD4 and CD8 T-cells, correlated with HIV RNA and were 

predictive of outcome.  We confirmed that levels of T-cell activation were elevated when measured 

within six months of seroconversion, and were associated with HIV RNA levels and with levels of 

inflammatory and coagulation biomarkers.  In addition, we have shown that PD-1 expression on both 

CD4 and CD8 T-cells was associated with both T-cell activation and with VL. This has not been 

previously demonstrated in PHI. Expression of PD-1 may occur to regulate T-cell activation, but in 

chronic HIV-1 infection it is associated with functional T-cell exhaustion, reduced viral control, 

increased tendency to apoptosis and faster CD4 T-cell decline (Day, et al. 2006; Holm, et al. 2008; 
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Petrovas, et al. 2006). Thus elevated PD-1 in PHI may have profound implications for future disease 

course. 

We sought to verify previous findings suggesting that gut microbial translocation contributes to 

ongoing immune activation in HIV-1 infection. This was investigated by measuring surrogate markers 

of LPS activity. We confirmed findings from a previous study showing that surrogate markers of LPS 

activity are raised in HIV-1 infected individuals compared to healthy controls (Brenchley, et al. 2006), 

and demonstrated an association between LPS activity, and HIV RNA, IL-6 and D-dimer. We found 

that markers of LPS activity correlated with T-cell activation in chronic HIV-1 infection (SPARTAC 

week 60), but not in PHI (SPARTAC week 0), suggesting that microbial translocation may be a more 

important driver of immune activation in chronic infection than in PHI, where other factors such as 

high level viral replication are likely to predominate. These findings highlight the complex interplay 

between HIV-1 replication, immune activation, inflammation and LPS activity. However, while we 

and others have demonstrated a close relationship between these parameters, there remain few 

longitudinal data assessing microbial translocation in HIV-1 infection and hence its prognostic 

relevance remains uncertain. This will be investigated once the SPARTAC trial is unblinded.  

Evaluation of host and viral factors associated with inflammation and immune activation 

In addition to the level of HIV RNA, other viral factors and host characteristics determined the level 

of immune activation. We showed that X4 tropism is associated with T-cell activation in individuals 

with PHI, in keeping with previous data showing increased CD4 T-cell proliferation, measured by 

increased Ki67 expression, in individuals with X4 virus both one and 5 years after seroconversion 

(Hazenberg, et al. 2003a). As the X4 receptor is mainly expressed on naive T-cells, increased 

activation, proliferation and apoptosis of these cells may lead to faster depletion of the naive CD4 T-

cell pool and explain the accelerated disease progression known to be associated with X4 viruses 

(Hazenberg, et al. 2003a).  

This study has shown an independent association between HLA type and magnitude of T-cell 

activation and PD-1 expression which has not been previously demonstrated. There was an 

association between HLA B*57 positivity and reduced CD38 expression, and between HLA B*27 and 

reduced PD-1 expression as well as lower levels of fibrinolysis. These factors may contribute towards 

the delayed HIV-1 disease progression known to be associated with these HLA alleles, and, in 

addition, reduced PD-1 expression could reflect a mechanism of enhanced viral control in HLA B*27 

positive individuals. These findings highlight the importance of host genetic factors in determining 

immunological response to HIV-1 infection.   
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We observed a significant correlation between increasing age and markers of inflammation, 

fibrinolysis, T-cell activation and T-cell exhaustion which could reflect a mechanism by which HIV-1 

infection is associated with poorer prognosis in older individuals. Our data are in keeping with 

studies in HIV-negative individuals which show that aging is associated with raised levels of 

circulating pro-inflammatory cytokines, in particular IL-6 (Ershler and Keller 2000) and higher levels 

of T-cell activation, manifest by increasing HLA-DR expression(Czesnikiewicz-Guzik, et al. 2008). In 

addition, studies in a mouse model show increased PD-1 expression with increasing age 

(Channappanavar, et al. 2009). The many similarities between clinical and immunological 

manifestations of HIV-1 infection and those observed with age have led to the suggestion that 

persistent immune activation and inflammation lead to accelerated aging in HIV-1 infected 

individuals (Desai and Landay 2010). With advancing age, as with HIV-1, there is a generalised 

decline in immune competence to deal with infection and malignancy, and an increase in 

inflammation mediated disease processes such as CVD, neurocognitive dysfunction, and reduced 

bone mineral density. As HIV-1 infected individuals age, the clinical significance of these 

observations is likely to become more apparent, as patients are affected by increasing age in 

addition to the effects of HIV infection.  

Assessment of the impact of commencing short-course ART in PHI on markers of inflammation and 

coagulation  

There are no previous data on the effect of starting ART in PHI on inflammation and coagulation.  In 

chronic infection, starting ART results in reductions in D-dimer (Baker, et al. 2010; Calmy, et al. 2009; 

Wolf, et al. 2002). Baker et al (2010) showed that IL-6 decreased compared to baseline levels in 

those achieving an undetectable HIV RNA level in chronic infection, but overall found no differences 

in IL-6 between treated and untreated individuals after six months of ART. In PHI, we saw reductions 

in IL-6 and D-dimer 12 weeks after commencing ART.  As these biomarkers were correlated with HIV 

RNA levels in PHI, it is likely the decline in these biomarkers was a direct result of treatment. In 

addition, we saw greater reductions in IL-6 in individuals with higher CD4 cell counts indicating that 

starting ART at an earlier disease stage may lead to greater benefits in dampening inflammatory 

responses.   

Assessment of the effects of discontinuing ART on these markers and comparison to the SMART 

trial 

Whilst the SMART trial identified the risks of stopping ART in chronic HIV-1 infection irrespective of 

immunological recovery, the effect of interrupting ART following treatment in PHI has not previously 
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been investigated. In the SMART trial, stopping ART given during chronic infection was associated 

with a rise in both IL-6 and D-dimer four weeks after treatment interruption, which correlated with 

the magnitude of viral rebound. Viral rebound on stopping ART initiated in SPARTAC was significantly 

lower compared to SMART, which may reflect smaller reservoir size in PHI versus chronic infection in 

agreement with other reports (Strain, et al. 2005). However, we found that stopping ART given in 

PHI was associated with a significant rise in IL-6 and D-dimer, which rebounded to pre-treatment 

levels at 4 weeks. Although the magnitude of this rebound may be smaller than that observed in 

SMART at 4 weeks, the long-term trends in Il-6 and d-dimer after stopping ART have not yet been 

examined, and further rises in these biomarkers could be anticipated in parallel with increasing viral 

load.   

The adverse events seen in SMART may reflect years of chronic inflammation, ART exposure and 

metabolic complications (Grunfeld, et al. 2008) and, given the short duration of HIV-1 infection in 

SPARTAC, treatment interruption following ART in PHI may not be associated with same adverse 

clinical events, regardless of magnitude of viral and inflammatory biomarker rebound. However, 

even in the absence of an observed adverse outcome in the short-term, long-term biomarker 

changes following ART discontinuation in PHI may be associated with significant long-term 

morbidity.  Stopping ART commenced in PHI also has significant public health implications (Rieder, et 

al. 2010). The majority of individuals in SPARTAC and SMART, regardless of stage of infection, 

experienced viral rebound above those sufficient to pose a risk of onward HIV-1 transmission. Even if 

short-course ART is proven a safe and beneficial intervention compared to untreated individuals 

with PHI, long-term ART resulting in sustained suppression of plasma viraemia, immune activation 

and inflammatory responses may be a preferable intervention. 

Clinical Implications  

While the findings of the SPARTAC trial will inform the value of short-pulse ART in PHI, the trial does 

not address the long-term role of life-long immediate ART, nor will it enable clinicians to target 

therapy to individuals who will gain most benefit from immediate therapy. Although short-term ART 

is associated with HIV RNA and biomarker rebound on treatment discontinuation, commencing long-

term ART in PHI may present overwhelming problems of acceptability, feasibility, toxicity, and cost. 

The important question of when to start long-term ART will be addressed in the START trial which 

compares early (CD4 cell count >500 cells/µl) versus deferred ART (CD4 cell count 350 cells/µl). The 

START trial will include cardiovascular and biomarker sub-studies, and will investigate the risk 

benefit analysis between ART-associated toxicities and complications relating to ART versus the 

impact of uncontrolled viral replication. However, although the START trial will include participants 
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with PHI, it is not specifically powered to examine the benefits of long-term treatment at the time of 

primary infection. 

 Although it is known that those with severe clinical manifestations during acute infection 

experience faster progression to AIDS (Lavreys, et al. 2006; Vanhems, et al. 1998), for most 

individuals it is difficult to predict the rate of disease progression at the time of PHI presentation. 

Development of a clinically relevant predictive algorithm, potentially combining indicators such as 

CD4 cell count, VL, viral tropism, HLA type, age, cardiovascular risk factors such as smoking, lipids 

and blood pressure, and biomarker results, could provide a useful tool for managing PHI. 

Measurement of inflammatory and coagulation biomarkers could be a useful strategy to assess 

individual risk and response to interventions, however, before such as strategy can be implemented, 

it is important to identify the threshold biomarker value at which intervention would be started and 

also confirm that the intervention reduces both the biomarker and also the clinical outcome in HIV-1 

infected populations (Nixon and Landay 2010). Case control studies have shown that many of the 

biomarkers examined in this thesis, including IL-6, D-dimer, sTF and sCD14, are predictive of clinical 

outcome in chronic HIV-1 infection (Ford, et al. 2010; Kuller, et al. 2008; Sandler, et al. 2010); 

however the relationship between plasma biomarkers when measured in PHI and prognosis has not 

yet been established. Once the SPARTAC trial is unblinded, long-term clinical outcome data from a 

minimum of 3.5 years follow up will be available, allowing an assessment of the predictive value and 

clinical utility of these biomarkers in evaluating long-term outcomes, when measured within six 

months of seroconversion and in early chronic infection. Soluble plasma biomarkers are easier to 

measure than cellular markers of T-cell activation, and could be more easily translated into clinical 

practice. Interventions in high risk individuals could include starting ART, adjustment of modifiable 

risk factors such as smoking cessation and weight loss, as well as novel approaches to reduce 

inflammation and immune activation.  

Although ART may help to reduce risk associated with inflammatory complications of HIV-1, treated 

individuals still have considerably higher levels of inflammatory and coagulation biomarkers 

compared to HIV-negative individuals, even among those with HIV RNA levels <400 copies/ml 

(Neuhaus, et al. 2010). The causes of ongoing inflammation and immune activation in ART treated 

individuals are likely to be multi-factorial but may include inflammatory processes triggered by 

specific ART agents (Lundgren 2008; Madden, et al. 2008), residual low level HIV-1 replication 

(Bonora, et al. 2009; Havlir, et al. 2003; Palmer, et al. 2008), or responses to other antigens, such as 

CMV (Hsue, et al. 2006; Naeger, et al. 2010). Recent strategies intensifying standard regimens with 

additional agents,  such as raltegravir did not reduce low level HIV-1 replication (Gandhi, et al. 2010; 
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McMahon, et al. 2010) and had minimal effects on immune activation (Yukl, et al. 2010). Mixed 

results have been reported for the use of ART with potential anti-inflammatory properties, such as 

maraviroc, to dampen immune activation (Evering, et al. 2010; Funderburg, et al. 2010a; Wilkin, et 

al. 2010).  Other interventions to limit the effects of immune activation and inflammation in HIV-1 

infected individuals include non-ART agent such as statins, known to block pro-inflammatory 

signalling by inhibiting the endotoxin TLR-4 pathway (Stoll, et al. 2004), and other anti-inflammatory 

agents or aspirin (Tornero, et al. 2010).  

The main aim of SPARTAC is to determine the effects of short-course ART on long-term HIV-1 

surrogate markers of clinical disease such as CD4 T-cell decline.  The use of short-course ART in PHI, 

by influencing the immunological and virological events surrounding this phase of infection, may 

have a long-term impact after discontinuation of therapy, not just on clinical HIV-1 outcomes but 

also levels of inflammation and immune activation. However, to be effective, intervention in PHI 

may need to occur at a very early stage of acute infection, before an extensive viral reservoir has 

been established and massive immunological damage has taken place (Centlivre, et al. 2007; 

McMichael, et al. 2010). It has been hypothesised that intervention should be introduced before the 

development of peak viraemia, around 21-28 days after transmission (McMichael, et al. 2010). 

SPARTAC participants received intervention up to six months following seroconversion and may have 

missed this early window of opportunity. Identifying individuals with PHI poses a major challenge, 

and clinical and patient awareness as well as development of new incidence tests are crucial if 

individuals with very early infection are to be targeted.  A benefit of SPARTAC is that, although it 

represents individuals at a later stage of PHI, if SPARTAC does show a positive result it should be 

possible to translate this strategy into clinical practice using currently available diagnostic tools. 

Although novel cross sectional incidence assay are currently in development there remain no reliable 

and easily accessible methods of identifying very early infection (Cohen, et al. 2010) 

The main limitation of this thesis is that the SPARTAC study remains blinded at the time of writing. 

Future analyses will include assessing the predictive value of the biomarkers measured in this thesis, 

assessing the natural history of biomarker changes in untreated individuals, and assessing the effects 

of short-course ART across the three arms of SPARTAC. This study also has some key advantages. 

The bias associated with starting and stopping ART in many observational studies, including the pilot 

study described in this thesis, is limited by the randomised nature of SPARTAC, and the large 

numbers of participants included in the study means that the data are powered to clinically relevant 

endpoints.   
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Conclusion 

In conclusion, HIV-1 infection is a pro-inflammatory state characterised by chronic immune 

activation, microbial translocation, endothelial activation and activation of coagulation pathways. 

These processes play a key role in disease pathogenesis in HIV-1 infected individuals. The 

concurrence of viral and host factors contribute to the magnitude of immune activation, which itself 

is a driver of further viral replication. The biomarkers of inflammation, coagulation and immune 

activation measured in this thesis may provide additional prognostic information to identify 

individuals at high risk of HIV-1 disease progression or co-morbidities. By examining the natural 

history of these biomarkers, and understanding the effects of stopping and starting ART, it may be 

ultimately possible to target interventions designed at limiting these processes. As the HIV-1 

infected population continues to age, and the impact of non-opportunistic disease becomes more 

apparent, an appreciation of these underlying pathogenic mechanisms is critical to enhance 

prevention, diagnosis and management of co-morbidities, and to optimise the use of current ART 

agents. 
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Appendix 1: Summary of SPARTAC study design 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Confirmed Primary HIV-1 infection 

Randomisation 

12 weeks 
ART 

48 weeks 
ART No ART 

Clinical follow up (minimum 3.5 years)  

Primary study outcome: 

 Time from randomisation to CD4 of <350 cells/μl measured on 

two consecutive occasions not more than 4 weeks apart 

 Time to the initiation of late treatment  

Secondary outcomes: 

 Development of new drug resistance not present at baseline 

 Development of an AIDS defining illness or death 

 HIV-1 specific CD4+ and CD8+ T-cell responses at week 60 

 Time from randomisation to virological failure of first regimen  

 Changes in blood pressure 

 

A summary of the SPARTAC trial design is shown.  Patients with PHI were randomised to one of 3 study arms and 
followed up for a minimum of 3.5 years. Primary and secondary study endpoints are shown. 
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Appendix 2: Antibody titrations used to determine the optimal antibody concentrations for flow 
cytometry 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

  

The optimal antibody concentrations for flow cytometry were established using the antibody titrations shown above. 
Assays were run in triplicate and mean and standards deviation are plotted for each antibody concentration. Chosen 
concentrations are indicated by the arrow.  

 



188 
 

Bibliography 

Alexander, L., Weiskopf, E., Greenough, T. C., Gaddis, N. C., Auerbach, M. R., Malim, M. H., 
O'Brien, S. J., Walker, B. D., Sullivan, J. L. and Desrosiers, R. C. 2000 'Unusual polymorphisms in 
human immunodeficiency virus type 1 associated with nonprogressive infection', J Virol 74(9): 4361-
76. 
Altfeld, M., Addo, M. M., Rosenberg, E. S., Hecht, F. M., Lee, P. K., Vogel, M., Yu, X. G., Draenert, 
R., Johnston, M. N., Strick, D., Allen, T. M., Feeney, M. E., Kahn, J. O., Sekaly, R. P., Levy, J. A., 
Rockstroh, J. K., Goulder, P. J. and Walker, B. D. 2003 'Influence of HLA-B57 on clinical presentation 
and viral control during acute HIV-1 infection', Aids 17(18): 2581-91. 
Altfeld, M., Kalife, E. T., Qi, Y., Streeck, H., Lichterfeld, M., Johnston, M. N., Burgett, N., Swartz, M. 
E., Yang, A., Alter, G., Yu, X. G., Meier, A., Rockstroh, J. K., Allen, T. M., Jessen, H., Rosenberg, E. S., 
Carrington, M. and Walker, B. D. 2006 'HLA Alleles Associated with Delayed Progression to AIDS 
Contribute Strongly to the Initial CD8(+) T Cell Response against HIV-1', PLoS Med 3(10): e403. 
Ananworanich, J., Gayet-Ageron, A., Le Braz, M., Prasithsirikul, W., Chetchotisakd, P., 
Kiertiburanakul, S., Munsakul, W., Raksakulkarn, P., Tansuphasawasdikul, S., Sirivichayakul, S., 
Cavassini, M., Karrer, U., Genne, D., Nuesch, R., Vernazza, P., Bernasconi, E., Leduc, D., Satchell, C., 
Yerly, S., Perrin, L., Hill, A., Perneger, T., Phanuphak, P., Furrer, H., Cooper, D., Ruxrungtham, K. 
and Hirschel, B. 2006 'CD4-guided scheduled treatment interruptions compared with continuous 
therapy for patients infected with HIV-1: results of the Staccato randomised trial', Lancet 368(9534): 
459-65. 
Ancuta, P., Kamat, A., Kunstman, K. J., Kim, E. Y., Autissier, P., Wurcel, A., Zaman, T., Stone, D., 
Mefford, M., Morgello, S., Singer, E. J., Wolinsky, S. M. and Gabuzda, D. 2008 'Microbial 
translocation is associated with increased monocyte activation and dementia in AIDS patients', PLoS 
One 3(6): e2516. 
Anzala, A. O., Simonsen, J. N., Kimani, J., Ball, T. B., Nagelkerke, N. J., Rutherford, J., Ngugi, E. N., 
Bwayo, J. J. and Plummer, F. A. 2000 'Acute sexually transmitted infections increase human 
immunodeficiency virus type 1 plasma viremia, increase plasma type 2 cytokines, and decrease CD4 
cell counts', J Infect Dis 182(2): 459-66. 
Appay, V., Almeida, J. R., Sauce, D., Autran, B. and Papagno, L. 2007 'Accelerated immune 
senescence and HIV-1 infection', Exp Gerontol 42(5): 432-7. 
Appay, V. and Sauce, D. 2008 'Immune activation and inflammation in HIV-1 infection: causes and 
consequences', J Pathol 214(2): 231-41. 
Aziz, N., Nishanian, P. and Fahey, J. L. 1998 'Levels of cytokines and immune activation markers in 
plasma in human immunodeficiency virus infection: quality control procedures', Clin Diagn Lab 
Immunol 5(6): 755-61. 
Aziz, N., Nishanian, P., Mitsuyasu, R., Detels, R. and Fahey, J. L. 1999a 'Variables that affect assays 
for plasma cytokines and soluble activation markers', Clin Diagn Lab Immunol 6(1): 89-95. 
Aziz, N., Nishanian, P., Taylor, J. M., Mitsuyasu, R. T., Jacobson, J. M., Dezube, B. J., Lederman, M. 
M., Detels, R. and Fahey, J. L. 1999b 'Stability of plasma levels of cytokines and soluble activation 
markers in patients with human immunodeficiency virus infection', J Infect Dis 179(4): 843-8. 
Baker, J. V., Neuhaus, J., Duprez, D., Kuller, L. H., Tracy, R., Belloso, W. H., De Wit, S., Drummond, 
F., Lane, H. C., Ledergerber, B., Lundgren, J., Nixon, D. E., Paton, N. I. and Neaton, J. D. 2010 
'Changes in Inflammatory and Coagulation Biomarkers: A Randomized Comparison of Immediate 
versus Deferred Antiretroviral Therapy in Patients With HIV Infection', J Acquir Immune Defic Syndr. 
Barber, D. L., Wherry, E. J., Masopust, D., Zhu, B., Allison, J. P., Sharpe, A. H., Freeman, G. J. and 
Ahmed, R. 2006 'Restoring function in exhausted CD8 T cells during chronic viral infection', Nature 
439(7077): 682-7. 
Barclay, G. R. 1995 'Endogenous endotoxin-core antibody (EndoCAb) as a marker of endotoxin 
exposure and a prognostic indicator: a review', Prog Clin Biol Res 392: 263-72. 



189 
 

Bedimo R 2009 'Abacavir use and risk of acute myocardial infarction and cerebrovascular disease in 
the HAART era' 5th IAS Conference on HIV Pathogenesis, Treatment and Prevention, Cape Town, 
South Africa. 
Beelaert, G. and Fransen, K. 2010 'Evaluation of a rapid and simple fourth-generation HIV screening 
assay for qualitative detection of HIV p24 antigen and/or antibodies to HIV-1 and HIV-2', J Virol 
Methods 168(1-2): 218-22. 
Benson, C. 2009 'No association of abacavir use with risk of myocardial infarction or severe 
cardiovascular disease events: results from ACTG A5001' 16th Conference on Retroviruses and 
Opportunistic Infections, Montreal, Canada. . 
BHIVA, BASHH and BIS 2008 'UK National Guidelines for HIV Testing. Prepared jointly by the  British 
HIV Association, British Association of Sexual Health and HIV and British Infection Society'. 
Bland, J. M. and Altman, D. G. 1986 'Statistical methods for assessing agreement between two 
methods of clinical measurement', Lancet 1(8476): 307-10. 
Blann, A. D., Seigneur, M., Steiner, M., Miller, J. P. and McCollum, C. N. 1998 'Circulating ICAM-1 
and VCAM-1 in peripheral artery disease and hypercholesterolaemia: relationship to the location of 
atherosclerotic disease, smoking, and in the prediction of adverse events', Thromb Haemost 79(6): 
1080-5. 
Blum, A., Hadas, V., Burke, M., Yust, I. and Kessler, A. 2005 'Viral load of the human 
immunodeficiency virus could be an independent risk factor for endothelial dysfunction', Clin Cardiol 
28(3): 149-53. 
Bofill, M., Mocroft, A., Lipman, M., Medina, E., Borthwick, N. J., Sabin, C. A., Timms, A., Winter, 
M., Baptista, L., Johnson, M. A., Lee, C. A., Phillips, A. N. and Janossy, G. 1996 'Increased numbers 
of primed activated CD8+CD38+CD45RO+ T cells predict the decline of CD4+ T cells in HIV-1-infected 
patients', Aids 10(8): 827-34. 
Bogdanov, V. Y., Balasubramanian, V., Hathcock, J., Vele, O., Lieb, M. and Nemerson, Y. 2003 
'Alternatively spliced human tissue factor: a circulating, soluble, thrombogenic protein', Nat Med 
9(4): 458-62. 
Bohm-Weigert, M., Wissel, T., Muth, H., Kemkes-Matthes, B. and Peetz, D. 2010 'Long- and short-
term in vitro D-dimer stability measured with INNOVANCE D-Dimer', Thromb Haemost 103(2): 461-5. 
Bonora, S., Nicastri, E., Calcagno, A., Gonzalez de Requena, D., D'Ettorre, G., Sarmati, L., 
Palmisano, L., Vullo, V., Di Perri, G. and Andreoni, M. 2009 'Ultrasensitive assessment of residual 
HIV viraemia in HAART-treated patients with persistently undetectable plasma HIV-RNA: a cross-
sectional evaluation', J Med Virol 81(3): 400-5. 
Breitenstein, A., Tanner, F. C. and Luscher, T. F. 2010 'Tissue factor and cardiovascular disease: quo 
vadis?' Circ J 74(1): 3-12. 
Brenchley, J. M. and Douek, D. C. 2008 'The mucosal barrier and immune activation in HIV 
pathogenesis', Curr Opin HIV AIDS 3(3): 356-61. 
Brenchley, J. M., Price, D. A., Schacker, T. W., Asher, T. E., Silvestri, G., Rao, S., Kazzaz, Z., 
Bornstein, E., Lambotte, O., Altmann, D., Blazar, B. R., Rodriguez, B., Teixeira-Johnson, L., Landay, 
A., Martin, J. N., Hecht, F. M., Picker, L. J., Lederman, M. M., Deeks, S. G. and Douek, D. C. 2006 
'Microbial translocation is a cause of systemic immune activation in chronic HIV infection', Nat Med 
12(12): 1365-71. 
Brenchley, J. M., Schacker, T. W., Ruff, L. E., Price, D. A., Taylor, J. H., Beilman, G. J., Nguyen, P. L., 
Khoruts, A., Larson, M., Haase, A. T. and Douek, D. C. 2004 'CD4+ T cell depletion during all stages 
of HIV disease occurs predominantly in the gastrointestinal tract', J Exp Med 200(6): 749-59. 
Brenner, B. G., Roger, M., Routy, J. P., Moisi, D., Ntemgwa, M., Matte, C., Baril, J. G., Thomas, R., 
Rouleau, D., Bruneau, J., Leblanc, R., Legault, M., Tremblay, C., Charest, H. and Wainberg, M. A. 
2007 'High rates of forward transmission events after acute/early HIV-1 infection', J Infect Dis 195(7): 
951-9. 
Brothers, C. H., Hernandez, J. E., Cutrell, A. G., Curtis, L., Ait-Khaled, M., Bowlin, S. J., Hughes, S. H., 
Yeo, J. M. and Lapierre, D. H. 2009 'Risk of myocardial infarction and abacavir therapy: no increased 



190 
 

risk across 52 GlaxoSmithKline-sponsored clinical trials in adult subjects', J Acquir Immune Defic 
Syndr 51(1): 20-8. 
Brumme, Z. L., Goodrich, J., Mayer, H. B., Brumme, C. J., Henrick, B. M., Wynhoven, B., Asselin, J. 
J., Cheung, P. K., Hogg, R. S., Montaner, J. S. and Harrigan, P. R. 2005 'Molecular and clinical 
epidemiology of CXCR4-using HIV-1 in a large population of antiretroviral-naive individuals', J Infect 
Dis 192(3): 466-74. 
Burman, W., Grund, B., Neuhaus, J., Douglas, J., Jr., Friedland, G., Telzak, E., Colebunders, R., 
Paton, N., Fisher, M. and Rietmeijer, C. 2008 'Episodic antiretroviral therapy increases HIV 
transmission risk compared with continuous therapy: results of a randomized controlled trial', J 
Acquir Immune Defic Syndr 49(2): 142-50. 
Cadogan, M. and Dalgleish, A. G. 2008 'HIV immunopathogenesis and strategies for intervention', 
Lancet Infect Dis. 
Cai, G., Karni, A., Oliveira, E. M., Weiner, H. L., Hafler, D. A. and Freeman, G. J. 2004 'PD-1 ligands, 
negative regulators for activation of naive, memory, and recently activated human CD4+ T cells', Cell 
Immunol 230(2): 89-98. 
Calmy, A., Gayet-Ageron, A., Montecucco, F., Nguyen, A., Mach, F., Burger, F., Ubolyam, S., Carr, 
A., Ruxungtham, K., Hirschel, B. and Ananworanich, J. 2009 'HIV increases markers of 
cardiovascular risk: results from a randomized, treatment interruption trial', Aids 23(8): 929-39. 
Cao, W., Jamieson, B. D., Hultin, L. E., Hultin, P. M. and Detels, R. 2009 'Regulatory T cell expansion 
and immune activation during untreated HIV type 1 infection are associated with disease 
progression', AIDS Res Hum Retroviruses 25(2): 183-91. 
Caradonna, L., Amati, L., Magrone, T., Pellegrino, N. M., Jirillo, E. and Caccavo, D. 2000 'Enteric 
bacteria, lipopolysaccharides and related cytokines in inflammatory bowel disease: biological and 
clinical significance', J Endotoxin Res 6(3): 205-14. 
Carrington, M. and O'Brien, S. J. 2003 'The influence of HLA genotype on AIDS', Annu Rev Med 54: 
535-51. 
CASCADE 2000 'Time from HIV-1 seroconversion to AIDS and death before widespread use of highly-
active antiretroviral therapy: a collaborative re-analysis. Collaborative Group on AIDS Incubation and 
HIV Survival including the CASCADE EU Concerted Action. Concerted Action on SeroConversion to 
AIDS and Death in Europe', Lancet 355(9210): 1131-7. 
Cassol, E., Malfeld, S., Mahasha, P., van der Merwe, S., Cassol, S., Seebregts, C., Alfano, M., Poli, G. 
and Rossouw, T. 2010 'Persistent microbial translocation and immune activation in HIV-1-infected 
South Africans receiving combination antiretroviral therapy', J Infect Dis 202(5): 723-33. 
Catalfamo, M., Di Mascio, M., Hu, Z., Srinivasula, S., Thaker, V., Adelsberger, J., Rupert, A., Baseler, 
M., Tagaya, Y., Roby, G., Rehm, C., Follmann, D. and Lane, H. C. 2008 'HIV infection-associated 
immune activation occurs by two distinct pathways that differentially affect CD4 and CD8 T cells', 
Proc Natl Acad Sci U S A 105(50): 19851-6. 
CDC 1993 'From the Centers for Disease Control and Prevention. 1993 revised classification system 
for HIV infection and expanded surveillance case definition for AIDS among adolescents and adults', 
Jama 269(6): 729-30. 
Censarek, P., Bobbe, A., Grandoch, M., Schror, K. and Weber, A. A. 2007 'Alternatively spliced 
human tissue factor (asHTF) is not pro-coagulant', Thromb Haemost 97(1): 11-4. 
Centlivre, M., Sala, M., Wain-Hobson, S. and Berkhout, B. 2007 'In HIV-1 pathogenesis the die is 
cast during primary infection', Aids 21(1): 1-11. 
Chan, D. C. and Kim, P. S. 1998 'HIV entry and its inhibition', Cell 93(5): 681-4. 
Channappanavar, R., Twardy, B. S., Krishna, P. and Suvas, S. 2009 'Advancing age leads to 
predominance of inhibitory receptor expressing CD4 T cells', Mech Ageing Dev 130(10): 709-12. 
Chawla, A., Murphy, G., Donnelly, C., Booth, C. L., Johnson, M., Parry, J. V., Phillips, A. and Geretti, 
A. M. 2007 'Human immunodeficiency virus (HIV) antibody avidity testing to identify recent infection 
in newly diagnosed HIV type 1 (HIV-1)-seropositive persons infected with diverse HIV-1 subtypes', J 
Clin Microbiol 45(2): 415-20. 



191 
 

Choudhary, S. K., Vrisekoop, N., Jansen, C. A., Otto, S. A., Schuitemaker, H., Miedema, F. and 
Camerini, D. 2007 'Low immune activation despite high levels of pathogenic human 
immunodeficiency virus type 1 results in long-term asymptomatic disease', J Virol 81(16): 8838-42. 
Cockerham, L., Scherzer, R., Zolopa, A., Rimland, D., Lewis, C. E., Bacchetti, P., Grunfeld, C., 
Shlipak, M. and Tien, P. C. 2010 'Association of HIV infection, demographic and cardiovascular risk 
factors with all-cause mortality in the recent HAART era', J Acquir Immune Defic Syndr 53(1): 102-6. 
Cohen, M. S., Gay, C. L., Busch, M. P. and Hecht, F. M. 2010 'The detection of acute HIV infection', J 
Infect Dis 202 Suppl 2: S270-7. 
Connor, R. I., Sheridan, K. E., Ceradini, D., Choe, S. and Landau, N. R. 1997 'Change in coreceptor 
use correlates with disease progression in HIV-1--infected individuals', J Exp Med 185(4): 621-8. 
Cooke, K. R., Olkiewicz, K., Erickson, N. and Ferrara, J. L. 2002 'The role of endotoxin and the innate 
immune response in the pathophysiology of acute graft versus host disease', J Endotoxin Res 8(6): 
441-8. 
Czesnikiewicz-Guzik, M., Lee, W. W., Cui, D., Hiruma, Y., Lamar, D. L., Yang, Z. Z., Ouslander, J. G., 
Weyand, C. M. and Goronzy, J. J. 2008 'T cell subset-specific susceptibility to aging', Clin Immunol 
127(1): 107-18. 
D'Souza, M., Fontenot, A. P., Mack, D. G., Lozupone, C., Dillon, S., Meditz, A., Wilson, C. C., 
Connick, E. and Palmer, B. E. 2007 'Programmed death 1 expression on HIV-specific CD4+ T cells is 
driven by viral replication and associated with T cell dysfunction', J Immunol 179(3): 1979-87. 
Dandekar, S., George, M. D. and Baumler, A. J. 2010 'Th17 cells, HIV and the gut mucosal barrier', 
Curr Opin HIV AIDS 5(2): 173-8. 
Day, C. L., Kaufmann, D. E., Kiepiela, P., Brown, J. A., Moodley, E. S., Reddy, S., Mackey, E. W., 
Miller, J. D., Leslie, A. J., DePierres, C., Mncube, Z., Duraiswamy, J., Zhu, B., Eichbaum, Q., Altfeld, 
M., Wherry, E. J., Coovadia, H. M., Goulder, P. J., Klenerman, P., Ahmed, R., Freeman, G. J. and 
Walker, B. D. 2006 'PD-1 expression on HIV-specific T cells is associated with T-cell exhaustion and 
disease progression', Nature 443(7109): 350-4. 
De Jongh, R., Vranken, J., Vundelinckx, G., Bosmans, E., Maes, M. and Heylen, R. 1997 'The effects 
of anticoagulation and processing on assays of IL-6, sIL-6R, sIL-2R and soluble transferrin receptor', 
Cytokine 9(9): 696-701. 
de Wolf, F., Spijkerman, I., Schellekens, P. T., Langendam, M., Kuiken, C., Bakker, M., Roos, M., 
Coutinho, R., Miedema, F. and Goudsmit, J. 1997 'AIDS prognosis based on HIV-1 RNA, CD4+ T-cell 
count and function: markers with reciprocal predictive value over time after seroconversion', Aids 
11(15): 1799-806. 
Deacon, N. J., Tsykin, A., Solomon, A., Smith, K., Ludford-Menting, M., Hooker, D. J., McPhee, D. 
A., Greenway, A. L., Ellett, A., Chatfield, C., Lawson, V. A., Crowe, S., Maerz, A., Sonza, S., 
Learmont, J., Sullivan, J. S., Cunningham, A., Dwyer, D., Dowton, D. and Mills, J. 1995 'Genomic 
structure of an attenuated quasi species of HIV-1 from a blood transfusion donor and recipients', 
Science 270(5238): 988-91. 
Dean, M., Carrington, M., Winkler, C., Huttley, G. A., Smith, M. W., Allikmets, R., Goedert, J. J., 
Buchbinder, S. P., Vittinghoff, E., Gomperts, E., Donfield, S., Vlahov, D., Kaslow, R., Saah, A., 
Rinaldo, C., Detels, R. and O'Brien, S. J. 1996 'Genetic restriction of HIV-1 infection and progression 
to AIDS by a deletion allele of the CKR5 structural gene. Hemophilia Growth and Development Study, 
Multicenter AIDS Cohort Study, Multicenter Hemophilia Cohort Study, San Francisco City Cohort, 
ALIVE Study', Science 273(5283): 1856-62. 
Deeks, S. G., Kitchen, C. M., Liu, L., Guo, H., Gascon, R., Narvaez, A. B., Hunt, P., Martin, J. N., Kahn, 
J. O., Levy, J., McGrath, M. S. and Hecht, F. M. 2004 'Immune activation set point during early HIV 
infection predicts subsequent CD4+ T-cell changes independent of viral load', Blood 104(4): 942-7. 
Derhaschnig, U., Bergmair, D., Marsik, C., Schlifke, I., Wijdenes, J. and Jilma, B. 2004 'Effect of 
interleukin-6 blockade on tissue factor-induced coagulation in human endotoxemia', Crit Care Med 
32(5): 1136-40. 



192 
 

Desai, S. and Landay, A. 2010 'Early immune senescence in HIV disease', Curr HIV/AIDS Rep 7(1): 4-
10. 
Desquilbet, L., Goujard, C., Rouzioux, C., Sinet, M., Deveau, C., Chaix, M. L., Sereni, D., Boufassa, F., 
Delfraissy, J. F. and Meyer, L. 2004 'Does transient HAART during primary HIV-1 infection lower the 
virological set-point?' Aids 18(18): 2361-9. 
DHHS 2009 'Panel on Antiretroviral Guidelines for Adults and Adolescents. Guidelines for the use of 
antiretroviral agents in HIV-1-infected adults and adolescents.' Vol. 2010. 
Dinoso, J. B., Kim, S. Y., Wiegand, A. M., Palmer, S. E., Gange, S. J., Cranmer, L., O'Shea, A., 
Callender, M., Spivak, A., Brennan, T., Kearney, M. F., Proschan, M. A., Mican, J. M., Rehm, C. A., 
Coffin, J. M., Mellors, J. W., Siliciano, R. F. and Maldarelli, F. 2009 'Treatment intensification does 
not reduce residual HIV-1 viremia in patients on highly active antiretroviral therapy', Proc Natl Acad 
Sci U S A 106(23): 9403-8. 
Donnelly, C. A., Bartley, L. M., Ghani, A. C., Le Fevre, A. M., Kwong, G. P., Cowling, B. J., van 
Sighem, A. I., de Wolf, F., Rode, R. A. and Anderson, R. M. 2005 'Gender difference in HIV-1 RNA 
viral loads', HIV Med 6(3): 170-8. 
Douek, D. 2007 'HIV disease progression: immune activation, microbes, and a leaky gut', Top HIV 
Med 15(4): 114-7. 
Douek, D. C., Brenchley, J. M., Betts, M. R., Ambrozak, D. R., Hill, B. J., Okamoto, Y., Casazza, J. P., 
Kuruppu, J., Kunstman, K., Wolinsky, S., Grossman, Z., Dybul, M., Oxenius, A., Price, D. A., Connors, 
M. and Koup, R. A. 2002 'HIV preferentially infects HIV-specific CD4+ T cells', Nature 417(6884): 95-
8. 
Douek, D. C., Roederer, M. and Koup, R. A. 2009 'Emerging concepts in the immunopathogenesis of 
AIDS', Annu Rev Med 60: 471-84. 
Durand, M. 2009 'Relation between use of nucleoside reverse transcriptase inhibitors (NRTI) and risk 
of myocardial infarction (MI): a nested case control study using Quebec’s public health insurance 
database (QPHID).' 5th IAS Conference on HIV Pathogenesis, Treatment and Prevention, Cape Town, 
South Africa. 
EACS Version 5.2 'Clinical management and treatment of HIV infected adults in Europe', Vol. 2010. 
El-Sadr, W. M., Lundgren, J. D., Neaton, J. D., Gordin, F., Abrams, D., Arduino, R. C., Babiker, A., 
Burman, W., Clumeck, N., Cohen, C. J., Cohn, D., Cooper, D., Darbyshire, J., Emery, S., Fatkenheuer, 
G., Gazzard, B., Grund, B., Hoy, J., Klingman, K., Losso, M., Markowitz, N., Neuhaus, J., Phillips, A. 
and Rappoport, C. 2006 'CD4+ count-guided interruption of antiretroviral treatment', N Engl J Med 
355(22): 2283-96. 
Ershler, W. B. and Keller, E. T. 2000 'Age-associated increased interleukin-6 gene expression, late-
life diseases, and frailty', Annu Rev Med 51: 245-70. 
Evering, T., Mehandru, S., Poles, M., Racz, P., Tenner-Racz, K., Mohri, H., Prada, N., Garmon, D., 
Parker, T. and Markowitz, M. 2010 'Antiviral and Immunological Effects of Intensification of 
Suppressive ART with Maraviroc, a CCR5 Antagonist. Abstract 283' 17th Conference on Retroviruses 
and Opportunistic Infections San Francisco. 
Fidler, S., Fox, J., Porter, K. and Weber, J. 2008 'Primary HIV infection: to treat or not to treat?' Curr 
Opin Infect Dis 21(1): 4-10. 
Fidler, S., Fox, J., Touloumi, G., Pantazis, N., Porter, K., Babiker, A. and Weber, J. 2007 'Slower CD4 
cell decline following cessation of a 3 month course of HAART in primary HIV infection: findings from 
an observational cohort', Aids 21(10): 1283-91. 
Fidler, S., Fraser, C., Fox, J., Tamm, N., Griffin, J. T. and Weber, J. 2006 'Comparative potency of 
three antiretroviral therapy regimes in primary HIV infection', Aids 20(2): 247-52. 
Fidler, S., Oxenius, A., Brady, M., Clarke, J., Cropley, I., Babiker, A., Zhang, H. T., Price, D., Phillips, 
R. and Weber, J. 2002 'Virological and immunological effects of short-course antiretroviral therapy 
in primary HIV infection', Aids 16(15): 2049-54. 
Fiebig, E. W., Wright, D. J., Rawal, B. D., Garrett, P. E., Schumacher, R. T., Peddada, L., Heldebrant, 
C., Smith, R., Conrad, A., Kleinman, S. H. and Busch, M. P. 2003 'Dynamics of HIV viremia and 



193 
 

antibody seroconversion in plasma donors: implications for diagnosis and staging of primary HIV 
infection', Aids 17(13): 1871-9. 
Fisher, M., Pao, D., Murphy, G., Dean, G., McElborough, D., Homer, G. and Parry, J. V. 2007 
'Serological testing algorithm shows rising HIV incidence in a UK cohort of men who have sex with 
men: 10 years application', Aids 21(17): 2309-14. 
Floris-Moore, M., Fayad, Z. A., Berman, J. W., Mani, V., Schoenbaum, E. E., Klein, R. S., 
Weinshelbaum, K. B., Fuster, V., Howard, A. A., Lo, Y. and Schecter, A. D. 2009 'Association of HIV 
viral load with monocyte chemoattractant protein-1 and atherosclerosis burden measured by 
magnetic resonance imaging', Aids 23(8): 941-9. 
Ford, E. S., Greenwald, J. H., Richterman, A. G., Rupert, A., Dutcher, L., Badralmaa, Y., Natarajan, 
V., Rehm, C., Hadigan, C. and Sereti, I. 2010 'Traditional risk factors and D-dimer predict incident 
cardiovascular disease events in chronic HIV infection', Aids. 
Francisci, D., Giannini, S., Baldelli, F., Leone, M., Belfiori, B., Guglielmini, G., Malincarne, L. and 
Gresele, P. 2009 'HIV type 1 infection, and not short-term HAART, induces endothelial dysfunction', 
AIDS. 
Frange, P., Chaix, M. L., Raymond, S., Galimand, J., Deveau, C., Meyer, L., Goujard, C., Rouzioux, C. 
and Izopet, J. 2010 'Low Frequency of CXCR4-Using Viruses in Patients at the Time of Primary Non-
Subtype-B HIV-1 Infection', J Clin Microbiol 48(10): 3487-3491. 
Frange, P., Galimand, J., Goujard, C., Deveau, C., Ghosn, J., Rouzioux, C., Meyer, L. and Chaix, M. L. 
2009 'High frequency of X4/DM-tropic viruses in PBMC samples from patients with primary HIV-1 
subtype-B infection in 1996-2007: the French ANRS CO06 PRIMO Cohort Study', J Antimicrob 
Chemother 64(1): 135-41. 
Freeman, G. J., Long, A. J., Iwai, Y., Bourque, K., Chernova, T., Nishimura, H., Fitz, L. J., 
Malenkovich, N., Okazaki, T., Byrne, M. C., Horton, H. F., Fouser, L., Carter, L., Ling, V., Bowman, 
M. R., Carreno, B. M., Collins, M., Wood, C. R. and Honjo, T. 2000 'Engagement of the PD-1 
immunoinhibitory receptor by a novel B7 family member leads to negative regulation of lymphocyte 
activation', J Exp Med 192(7): 1027-34. 
Friis-Moller, N., Reiss, P., Sabin, C. A., Weber, R., Monforte, A., El-Sadr, W., Thiebaut, R., De Wit, S., 
Kirk, O., Fontas, E., Law, M. G., Phillips, A. and Lundgren, J. D. 2007 'Class of antiretroviral drugs and 
the risk of myocardial infarction', N Engl J Med 356(17): 1723-35. 
Friis-Moller, N., Sabin, C. A., Weber, R., d'Arminio Monforte, A., El-Sadr, W. M., Reiss, P., Thiebaut, 
R., Morfeldt, L., De Wit, S., Pradier, C., Calvo, G., Law, M. G., Kirk, O., Phillips, A. N. and Lundgren, 
J. D. 2003 'Combination antiretroviral therapy and the risk of myocardial infarction', N Engl J Med 
349(21): 1993-2003. 
Frost, S. D., Trkola, A., Gunthard, H. F. and Richman, D. D. 2008 'Antibody responses in primary HIV-
1 infection', Curr Opin HIV AIDS 3(1): 45-51. 
Funderburg, N., Kalinowska, M., Eason, J., Goodrich, J., Heera, J., Mayer, H., Rajicic, N., Valdez, H. 
and Lederman, M. M. 2010a 'Effects of maraviroc and efavirenz on markers of immune activation 
and inflammation and associations with CD4+ cell rises in HIV-infected patients', PLoS One 5(10): 
e13188. 
Funderburg, N. T., Mayne, E., Sieg, S. F., Asaad, R., Jiang, W., Kalinowska, M., Luciano, A. A., 
Stevens, W., Rodriguez, B., Brenchley, J. M., Douek, D. C. and Lederman, M. M. 2010b 'Increased 
tissue factor expression on circulating monocytes in chronic HIV infection: relationship to in vivo 
coagulation and immune activation', Blood 115(2): 161-7. 
Gandhi, R. T., Zheng, L., Bosch, R. J., Chan, E. S., Margolis, D. M., Read, S., Kallungal, B., Palmer, S., 
Medvik, K., Lederman, M. M., Alatrakchi, N., Jacobson, J. M., Wiegand, A., Kearney, M., Coffin, J. 
M., Mellors, J. W. and Eron, J. J. 2010 'The effect of raltegravir intensification on low-level residual 
viremia in HIV-infected patients on antiretroviral therapy: a randomized controlled trial', PLoS Med 
7(8). 
Gazzard, B. G., Anderson, J., Babiker, A., Boffito, M., Brook, G., Brough, G., Churchill, D., Cromarty, 
B., Das, S., Fisher, M., Freedman, A., Geretti, A. M., Johnson, M., Khoo, S., Leen, C., Nair, D., Peters, 



194 
 

B., Phillips, A., Pillay, D., Pozniak, A., Walsh, J., Wilkins, E., Williams, I., Williams, M. and Youle, M. 
2008 'British HIV Association Guidelines for the treatment of HIV-1-infected adults with antiretroviral 
therapy 2008', HIV Med 9(8): 563-608. 
Giorgi, J. V. and Detels, R. 1989 'T-cell subset alterations in HIV-infected homosexual men: NIAID 
Multicenter AIDS cohort study', Clin Immunol Immunopathol 52(1): 10-8. 
Giorgi, J. V., Hultin, L. E., McKeating, J. A., Johnson, T. D., Owens, B., Jacobson, L. P., Shih, R., Lewis, 
J., Wiley, D. J., Phair, J. P., Wolinsky, S. M. and Detels, R. 1999 'Shorter survival in advanced human 
immunodeficiency virus type 1 infection is more closely associated with T lymphocyte activation 
than with plasma virus burden or virus chemokine coreceptor usage', J Infect Dis 179(4): 859-70. 
Giorgi, J. V., Liu, Z., Hultin, L. E., Cumberland, W. G., Hennessey, K. and Detels, R. 1993 'Elevated 
levels of CD38+ CD8+ T cells in HIV infection add to the prognostic value of low CD4+ T cell levels: 
results of 6 years of follow-up. The Los Angeles Center, Multicenter AIDS Cohort Study', J Acquir 
Immune Defic Syndr 6(8): 904-12. 
Giorgi, J. V., Lyles, R. H., Matud, J. L., Yamashita, T. E., Mellors, J. W., Hultin, L. E., Jamieson, B. D., 
Margolick, J. B., Rinaldo, C. R., Jr., Phair, J. P. and Detels, R. 2002 'Predictive value of immunologic 
and virologic markers after long or short duration of HIV-1 infection', J Acquir Immune Defic Syndr 
29(4): 346-55. 
Goepfert, P. A., Lumm, W., Farmer, P., Matthews, P., Prendergast, A., Carlson, J. M., Derdeyn, C. 
A., Tang, J., Kaslow, R. A., Bansal, A., Yusim, K., Heckerman, D., Mulenga, J., Allen, S., Goulder, P. J. 
and Hunter, E. 2008 'Transmission of HIV-1 Gag immune escape mutations is associated with 
reduced viral load in linked recipients', J Exp Med 205(5): 1009-17. 
Grabar, S., Selinger-Leneman, H., Abgrall, S., Pialoux, G., Weiss, L. and Costagliola, D. 2009 
'Prevalence and comparative characteristics of long-term nonprogressors and HIV controller patients 
in the French Hospital Database on HIV', Aids 23(9): 1163-9. 
Green, D., Foiles, N., Chan, C., Schreiner, P. J. and Liu, K. 2008 'Elevated fibrinogen levels and 
subsequent subclinical atherosclerosis: The CARDIA Study', Atherosclerosis. 
Grossman, Z., Meier-Schellersheim, M., Paul, W. E. and Picker, L. J. 2006 'Pathogenesis of HIV 
infection: what the virus spares is as important as what it destroys', Nat Med 12(3): 289-95. 
Grunfeld, C., Delaney, J. A., Wanke, C., Currier, J. S., Scherzer, R., Biggs, M. L., Tien, P. C., Shlipak, 
M. G., Sidney, S., Polak, J. F., O'Leary, D., Bacchetti, P. and Kronmal, R. A. 2009 'Preclinical 
atherosclerosis due to HIV infection: carotid intima-medial thickness measurements from the FRAM 
study', Aids. 
Grunfeld, C., Kotler, D. P., Arnett, D. K., Falutz, J. M., Haffner, S. M., Hruz, P., Masur, H., Meigs, J. 
B., Mulligan, K., Reiss, P. and Samaras, K. 2008 'Contribution of metabolic and anthropometric 
abnormalities to cardiovascular disease risk factors', Circulation 118(2): e20-8. 
Havlir, D. V., Strain, M. C., Clerici, M., Ignacio, C., Trabattoni, D., Ferrante, P. and Wong, J. K. 2003 
'Productive infection maintains a dynamic steady state of residual viremia in human 
immunodeficiency virus type 1-infected persons treated with suppressive antiretroviral therapy for 
five years', J Virol 77(20): 11212-9. 
Hazenberg, M. D., Otto, S. A., Hamann, D., Roos, M. T., Schuitemaker, H., de Boer, R. J. and 
Miedema, F. 2003a 'Depletion of naive CD4 T cells by CXCR4-using HIV-1 variants occurs mainly 
through increased T-cell death and activation', Aids 17(10): 1419-24. 
Hazenberg, M. D., Otto, S. A., van Benthem, B. H., Roos, M. T., Coutinho, R. A., Lange, J. M., 
Hamann, D., Prins, M. and Miedema, F. 2003b 'Persistent immune activation in HIV-1 infection is 
associated with progression to AIDS', Aids 17(13): 1881-8. 
Hazenberg, M. D., Stuart, J. W., Otto, S. A., Borleffs, J. C., Boucher, C. A., de Boer, R. J., Miedema, 
F. and Hamann, D. 2000 'T-cell division in human immunodeficiency virus (HIV)-1 infection is mainly 
due to immune activation: a longitudinal analysis in patients before and during highly active 
antiretroviral therapy (HAART)', Blood 95(1): 249-55. 



195 
 

Hecht, F. M., Busch, M. P., Rawal, B., Webb, M., Rosenberg, E., Swanson, M., Chesney, M., 
Anderson, J., Levy, J. and Kahn, J. O. 2002 'Use of laboratory tests and clinical symptoms for 
identification of primary HIV infection', Aids 16(8): 1119-29. 
Hecht, F. M., Wang, L., Collier, A., Little, S., Markowitz, M., Margolick, J., Kilby, J. M., Daar, E., 
Conway, B. and Holte, S. 2006 'A multicenter observational study of the potential benefits of 
initiating combination antiretroviral therapy during acute HIV infection', J Infect Dis 194(6): 725-33. 
Hoffmann, C. and Rockstroh, J. K. 2009 'HIV 2009 - A Textbook ': Medizin Fokus Verlag, Hamburg. 
Hogan C, D. V., Daar E, Sun X,  Del Rio C,  Fiscus S,  Frazier T,  Hare B, Markowitz M, Little S and the 
A5217 Study Team 2010 'A Finite Course of ART during Early HIV-1 Infection Modestly Delays Need 
for Subsequent ART Initiation: ACTG A5217, the SETPOINT Study. Abstract 134' 17th Conference on 
Retroviruses and Opportunistic Infections, San Francisco. 
Hogg, R. 2008 'Life expectancy of individuals on combination antiretroviral therapy in high-income 
countries: a collaborative analysis of 14 cohort studies', Lancet 372(9635): 293-9. 
Holguin, A., Lopez, M., Molinero, M. and Soriano, V. 2008 'Performance of three commercial viral 
load assays, Versant human immunodeficiency virus type 1 (HIV-1) RNA bDNA v3.0, Cobas 
AmpliPrep/Cobas TaqMan HIV-1, and NucliSens HIV-1 EasyQ v1.2, testing HIV-1 non-B subtypes and 
recombinant variants', J Clin Microbiol 46(9): 2918-23. 
Holm, M., Pettersen, F. O. and Kvale, D. 2008 'PD-1 predicts CD4 loss rate in chronic HIV-1 infection 
better than HIV RNA and CD38 but not in cryopreserved samples', Curr HIV Res 6(1): 49-58. 
HPA 2009 'HIV in the United Kingdom: 2009 Report'. 
Hsue, P. Y., Hunt, P. W., Schnell, A., Kalapus, S. C., Hoh, R., Ganz, P., Martin, J. N. and Deeks, S. G. 
2009 'Role of viral replication, antiretroviral therapy, and immunodeficiency in HIV-associated 
atherosclerosis', Aids 23(9): 1059-67. 
Hsue, P. Y., Hunt, P. W., Sinclair, E., Bredt, B., Franklin, A., Killian, M., Hoh, R., Martin, J. N., 
McCune, J. M., Waters, D. D. and Deeks, S. G. 2006 'Increased carotid intima-media thickness in HIV 
patients is associated with increased cytomegalovirus-specific T-cell responses', Aids 20(18): 2275-
83. 
Hunt, P. W., Brenchley, J., Sinclair, E., McCune, J. M., Roland, M., Page-Shafer, K., Hsue, P., Emu, B., 
Krone, M., Lampiris, H., Douek, D., Martin, J. N. and Deeks, S. G. 2008 'Relationship between T cell 
activation and CD4+ T cell count in HIV-seropositive individuals with undetectable plasma HIV RNA 
levels in the absence of therapy', J Infect Dis 197(1): 126-33. 
Hunt, P. W., Martin, J. N., Sinclair, E., Bredt, B., Hagos, E., Lampiris, H. and Deeks, S. G. 2003 'T cell 
activation is associated with lower CD4+ T cell gains in human immunodeficiency virus-infected 
patients with sustained viral suppression during antiretroviral therapy', J Infect Dis 187(10): 1534-43. 
Hwang, S. J., Ballantyne, C. M., Sharrett, A. R., Smith, L. C., Davis, C. E., Gotto, A. M., Jr. and 
Boerwinkle, E. 1997 'Circulating adhesion molecules VCAM-1, ICAM-1, and E-selectin in carotid 
atherosclerosis and incident coronary heart disease cases: the Atherosclerosis Risk In Communities 
(ARIC) study', Circulation 96(12): 4219-25. 
Janeway, C. A., Jr. and Medzhitov, R. 2002 'Innate immune recognition', Annu Rev Immunol 20: 197-
216. 
Jiang, W., Lederman, M. M., Hunt, P., Sieg, S. F., Haley, K., Rodriguez, B., Landay, A., Martin, J., 
Sinclair, E., Asher, A. I., Deeks, S. G., Douek, D. C. and Brenchley, J. M. 2009 'Plasma Levels of 
Bacterial DNA Correlate with Immune Activation and the Magnitude of Immune Restoration in 
Persons with Antiretroviral-Treated HIV Infection', J Infect Dis 199(8): 1177-1185. 
Jones, R. B., Yue, F. Y., Gu, X. X., Hunter, D. V., Mujib, S., Gyenes, G., Mason, R. D., Mohamed, R., 
MacDonald, K. S., Kovacs, C. and Ostrowski, M. A. 2009 'Human immunodeficiency virus type 1 
escapes from interleukin-2-producing CD4+ T-cell responses without high-frequency fixation of 
mutations', J Virol 83(17): 8722-32. 
Kalayjian, R. C., Machekano, R. N., Rizk, N., Robbins, G. K., Gandhi, R. T., Rodriguez, B. A., Pollard, 
R. B., Lederman, M. M. and Landay, A. 2010 'Pretreatment levels of soluble cellular receptors and 



196 
 

interleukin-6 are associated with HIV disease progression in subjects treated with highly active 
antiretroviral therapy', J Infect Dis 201(12): 1796-805. 
Karlsson, I., Grivel, J. C., Chen, S. S., Karlsson, A., Albert, J., Fenyo, E. M. and Margolis, L. B. 2005 
'Differential pathogenesis of primary CCR5-using human immunodeficiency virus type 1 isolates in ex 
vivo human lymphoid tissue', J Virol 79(17): 11151-60. 
Kassutto, S. and Rosenberg, E. S. 2004 'Primary HIV type 1 infection', Clin Infect Dis 38(10): 1447-53. 
Kaufmann, D. E., Lichterfeld, M., Altfeld, M., Addo, M. M., Johnston, M. N., Lee, P. K., Wagner, B. 
S., Kalife, E. T., Strick, D., Rosenberg, E. S. and Walker, B. D. 2004 'Limited durability of viral control 
following treated acute HIV infection', PLoS Med 1(2): e36. 
Kawakami, K., Scheidereit, C. and Roeder, R. G. 1988 'Identification and purification of a human 
immunoglobulin-enhancer-binding protein (NF-kappa B) that activates transcription from a human 
immunodeficiency virus type 1 promoter in vitro', Proc Natl Acad Sci U S A 85(13): 4700-4. 
Keele, B. F. and Derdeyn, C. A. 2009 'Genetic and antigenic features of the transmitted virus', Curr 
Opin HIV AIDS 4(5): 352-7. 
Keele, B. F., Giorgi, E. E., Salazar-Gonzalez, J. F., Decker, J. M., Pham, K. T., Salazar, M. G., Sun, C., 
Grayson, T., Wang, S., Li, H., Wei, X., Jiang, C., Kirchherr, J. L., Gao, F., Anderson, J. A., Ping, L. H., 
Swanstrom, R., Tomaras, G. D., Blattner, W. A., Goepfert, P. A., Kilby, J. M., Saag, M. S., Delwart, E. 
L., Busch, M. P., Cohen, M. S., Montefiori, D. C., Haynes, B. F., Gaschen, B., Athreya, G. S., Lee, H. 
Y., Wood, N., Seoighe, C., Perelson, A. S., Bhattacharya, T., Korber, B. T., Hahn, B. H. and Shaw, G. 
M. 2008 'Identification and characterization of transmitted and early founder virus envelopes in 
primary HIV-1 infection', Proc Natl Acad Sci U S A 105(21): 7552-7. 
Kinloch-De Loes, S., Hirschel, B. J., Hoen, B., Cooper, D. A., Tindall, B., Carr, A., Saurat, J. H., 
Clumeck, N., Lazzarin, A., Mathiesen, L. and et al. 1995 'A controlled trial of zidovudine in primary 
human immunodeficiency virus infection', N Engl J Med 333(7): 408-13. 
Kirchhoff, F., Greenough, T. C., Brettler, D. B., Sullivan, J. L. and Desrosiers, R. C. 1995 'Brief report: 
absence of intact nef sequences in a long-term survivor with nonprogressive HIV-1 infection', N Engl 
J Med 332(4): 228-32. 
Kitahata, M. M., Gange, S. J., Abraham, A. G., Merriman, B., Saag, M. S., Justice, A. C., Hogg, R. S., 
Deeks, S. G., Eron, J. J., Brooks, J. T., Rourke, S. B., Gill, M. J., Bosch, R. J., Martin, J. N., Klein, M. B., 
Jacobson, L. P., Rodriguez, B., Sterling, T. R., Kirk, G. D., Napravnik, S., Rachlis, A. R., Calzavara, L. 
M., Horberg, M. A., Silverberg, M. J., Gebo, K. A., Goedert, J. J., Benson, C. A., Collier, A. C., Van 
Rompaey, S. E., Crane, H. M., McKaig, R. G., Lau, B., Freeman, A. M. and Moore, R. D. 2009 'Effect 
of early versus deferred antiretroviral therapy for HIV on survival', N Engl J Med 360(18): 1815-26. 
Kitchens, R. L. and Thompson, P. A. 2005 'Modulatory effects of sCD14 and LBP on LPS-host cell 
interactions', J Endotoxin Res 11(4): 225-9. 
Klein, M. R., Keet, I. P., D'Amaro, J., Bende, R. J., Hekman, A., Mesman, B., Koot, M., de Waal, L. P., 
Coutinho, R. A. and Miedema, F. 1994 'Associations between HLA frequencies and pathogenic 
features of human immunodeficiency virus type 1 infection in seroconverters from the Amsterdam 
cohort of homosexual men', J Infect Dis 169(6): 1244-9. 
Koegl, C., Wolf, E., Hanhoff, N., Jessen, H., Schewe, K., Rausch, M., Goelz, J., Goetzenich, A., 
Knechten, H., Jaeger, H., Becker, W., Becker-Boost, I., Berzow, D., Beiniek, B., Brust, J., Shcuster, 
D., Dupke, S., Fenske, S., Gellermann, H. J., Gippert, R., Hartmann, P., Hintsche, B., Jaeger, H., 
Jaegel-Guedes, E., Jessen, H., Golz, J., Koelzsch, J., Helm, E. B., Knecht, G., Knechten, H., Lochet, I., 
Gute, P., Mauruschat, S., Mauss, S., Miasnikov, V., Mosthaf, F. A., Rausch, M., Freiwald, M., 
Reuter, B., Schalk, H. M., Schappert, B., Schnaitmann, E., Schneider, I., Schuler-Maue, W., Schuler, 
C., Seidel, T., Starke, W., Ulmer, A., Muller, M., Weitner, I., Schewe, K., Zamani, C., Hanmond, A., 
Ross, K., Bottlaender, A., Hoffmann, C., Dix, A., Schneidewind, A. and Lademann, M. 2009 
'Treatment during primary HIV infection does not lower viral set point but improves CD4 
lymphocytes in an observational cohort', Eur J Med Res 14(7): 277-83. 



197 
 

Koot, M., Keet, I. P., Vos, A. H., de Goede, R. E., Roos, M. T., Coutinho, R. A., Miedema, F., 
Schellekens, P. T. and Tersmette, M. 1993 'Prognostic value of HIV-1 syncytium-inducing phenotype 
for rate of CD4+ cell depletion and progression to AIDS', Ann Intern Med 118(9): 681-8. 
Kuller, L. H., Tracy, R., Belloso, W., De Wit, S., Drummond, F., Lane, H. C., Ledergerber, B., 
Lundgren, J., Neuhaus, J., Nixon, D., Paton, N. I. and Neaton, J. D. 2008 'Inflammatory and 
coagulation biomarkers and mortality in patients with HIV infection', PLoS Med 5(10): e203. 
Lafeuillade, A., Poizot-Martin, I., Quilichini, R., Gastaut, J. A., Kaplanski, S., Farnarier, C., Mege, J. L. 
and Bongrand, P. 1991 'Increased interleukin-6 production is associated with disease progression in 
HIV infection', Aids 5(9): 1139-40. 
Lampe, F. C., Porter, K., Kaldor, J., Law, M., Kinloch-de Loes, S. and Phillips, A. N. 2007 'Effect of 
transient antiretroviral treatment during acute HIV infection: comparison of the Quest trial results 
with CASCADE natural history study', Antivir Ther 12(2): 189-93. 
Lane, H. C., Masur, H., Edgar, L. C., Whalen, G., Rook, A. H. and Fauci, A. S. 1983 'Abnormalities of 
B-cell activation and immunoregulation in patients with the acquired immunodeficiency syndrome', 
N Engl J Med 309(8): 453-8. 
Lang, S. 2009 'Impact of specific NRTI and PI exposure on the risk of myocardial infarction: a Case-
Control Study Nested within FHDH ANRS CO4' 16th Conference on Retroviruses and Opportunistic 
Infections, Montreal, Canada. 
Lange, C. G., Lederman, M. M., Medvik, K., Asaad, R., Wild, M., Kalayjian, R. and Valdez, H. 2003 
'Nadir CD4+ T-cell count and numbers of CD28+ CD4+ T-cells predict functional responses to 
immunizations in chronic HIV-1 infection', Aids 17(14): 2015-23. 
Latchman, Y., Wood, C. R., Chernova, T., Chaudhary, D., Borde, M., Chernova, I., Iwai, Y., Long, A. 
J., Brown, J. A., Nunes, R., Greenfield, E. A., Bourque, K., Boussiotis, V. A., Carter, L. L., Carreno, B. 
M., Malenkovich, N., Nishimura, H., Okazaki, T., Honjo, T., Sharpe, A. H. and Freeman, G. J. 2001 
'PD-L2 is a second ligand for PD-1 and inhibits T cell activation', Nat Immunol 2(3): 261-8. 
Lathey, J. L., Agosti, J. M., Nelson, J. A., Corey, L., Gregory, S. A., Morrissey, J. H., Edgington, T. S. 
and Oldstone, M. B. 1990 'A selective defect in tissue factor mRNA expression in monocytes from 
AIDS patients', Clin Immunol Immunopathol 54(1): 1-13. 
Lathey, J. L., Agosti, J. M. and Spector, S. D. 1992 'A defect in tissue factor expression in monocytes 
from patients infected by HIV correlates with markers of disease progression', Aids 6(12): 1542-4. 
Lau, B., Gange, S. J. and Moore, R. D. 2007 'Risk of non-AIDS-related mortality may exceed risk of 
AIDS-related mortality among individuals enrolling into care with CD4+ counts greater than 200 
cells/mm3', J Acquir Immune Defic Syndr 44(2): 179-87. 
Lau, B., Sharrett, A. R., Kingsley, L. A., Post, W., Palella, F. J., Visscher, B. and Gange, S. J. 2006 'C-
reactive protein is a marker for human immunodeficiency virus disease progression', Arch Intern 
Med 166(1): 64-70. 
Lavreys, L., Baeten, J. M., Chohan, V., McClelland, R. S., Hassan, W. M., Richardson, B. A., 
Mandaliya, K., Ndinya-Achola, J. O. and Overbaugh, J. 2006 'Higher set point plasma viral load and 
more-severe acute HIV type 1 (HIV-1) illness predict mortality among high-risk HIV-1-infected African 
women', Clin Infect Dis 42(9): 1333-9. 
Leligdowicz, A., Feldmann, J., Jaye, A., Cotten, M., Dong, T., McMichael, A., Whittle, H. and 
Rowland-Jones, S. 2010 'Direct relationship between virus load and systemic immune activation in 
HIV-2 infection', J Infect Dis 201(1): 114-22. 
Levi, M., van der Poll, T. and Buller, H. R. 2004 'Bidirectional relation between inflammation and 
coagulation', Circulation 109(22): 2698-704. 
Lewden, C., Chene, G., Morlat, P., Raffi, F., Dupon, M., Dellamonica, P., Pellegrin, J. L., Katlama, C., 
Dabis, F. and Leport, C. 2007 'HIV-infected adults with a CD4 cell count greater than 500 cells/mm3 
on long-term combination antiretroviral therapy reach same mortality rates as the general 
population', J Acquir Immune Defic Syndr 46(1): 72-7. 



198 
 

Li, Q., Duan, L., Estes, J. D., Ma, Z. M., Rourke, T., Wang, Y., Reilly, C., Carlis, J., Miller, C. J. and 
Haase, A. T. 2005 'Peak SIV replication in resting memory CD4+ T cells depletes gut lamina propria 
CD4+ T cells', Nature 434(7037): 1148-52. 
Libby, P., Ridker, P. M. and Maseri, A. 2002 'Inflammation and atherosclerosis', Circulation 105(9): 
1135-43. 
Lichterfeld, M., Kaufmann, D. E., Yu, X. G., Mui, S. K., Addo, M. M., Johnston, M. N., Cohen, D., 
Robbins, G. K., Pae, E., Alter, G., Wurcel, A., Stone, D., Rosenberg, E. S., Walker, B. D. and Altfeld, 
M. 2004 'Loss of HIV-1-specific CD8+ T cell proliferation after acute HIV-1 infection and restoration 
by vaccine-induced HIV-1-specific CD4+ T cells', J Exp Med 200(6): 701-12. 
Lien, E., Aukrust, P., Sundan, A., Muller, F., Froland, S. S. and Espevik, T. 1998 'Elevated levels of 
serum-soluble CD14 in human immunodeficiency virus type 1 (HIV-1) infection: correlation to 
disease progression and clinical events', Blood 92(6): 2084-92. 
Lillo, F., Grasso, M., Lodini, S., Capiluppi, B., Lazzarin, A. and Tambussi, G. 2002 'HIV-1 DNA and 
RNA kinetics in primary HIV infection', J Biol Regul Homeost Agents 16(1): 49-52. 
Little, S. J., McLean, A. R., Spina, C. A., Richman, D. D. and Havlir, D. V. 1999 'Viral dynamics of 
acute HIV-1 infection', J Exp Med 190(6): 841-50. 
Liu, R., Paxton, W. A., Choe, S., Ceradini, D., Martin, S. R., Horuk, R., MacDonald, M. E., Stuhlmann, 
H., Koup, R. A. and Landau, N. R. 1996a 'Homozygous defect in HIV-1 coreceptor accounts for 
resistance of some multiply-exposed individuals to HIV-1 infection', Cell 86(3): 367-77. 
Liu, Z., Cumberland, W. G., Hultin, L. E., Prince, H. E., Detels, R. and Giorgi, J. V. 1997 'Elevated 
CD38 antigen expression on CD8+ T cells is a stronger marker for the risk of chronic HIV disease 
progression to AIDS and death in the Multicenter AIDS Cohort Study than CD4+ cell count, soluble 
immune activation markers, or combinations of HLA-DR and CD38 expression', J Acquir Immune 
Defic Syndr Hum Retrovirol 16(2): 83-92. 
Liu, Z., Hultin, L. E., Cumberland, W. G., Hultin, P., Schmid, I., Matud, J. L., Detels, R. and Giorgi, J. 
V. 1996b 'Elevated relative fluorescence intensity of CD38 antigen expression on CD8+ T cells is a 
marker of poor prognosis in HIV infection: results of 6 years of follow-up', Cytometry 26(1): 1-7. 
Lodi, S., Phillips, A., Touloumi, G., Pantazis, N., Bucher, H. C., Babiker, A., Chene, G., Vanhems, P., 
Porter, K. and Collaboration, O. B. 2010 'CD4 decline in seroconverter and seroprevalent individuals 
in the precombination of antiretroviral therapy era', Aids. 
Lowe, G. D., Sweetnam, P. M., Yarnell, J. W., Rumley, A., Rumley, C., Bainton, D. and Ben-Shlomo, 
Y. 2004 'C-reactive protein, fibrin D-dimer, and risk of ischemic heart disease: the Caerphilly and 
Speedwell studies', Arterioscler Thromb Vasc Biol 24(10): 1957-62. 
Lundgren, J. D. 2008 'Use of nucleoside reverse transcriptase inhibitors and risk of myocardial 
infarction in HIV-infected patients', AIDS. 
Lyles, R. H., Munoz, A., Yamashita, T. E., Bazmi, H., Detels, R., Rinaldo, C. R., Margolick, J. B., Phair, 
J. P. and Mellors, J. W. 2000 'Natural history of human immunodeficiency virus type 1 viremia after 
seroconversion and proximal to AIDS in a large cohort of homosexual men. Multicenter AIDS Cohort 
Study', J Infect Dis 181(3): 872-80. 
Ma, Z. M., Stone, M., Piatak, M., Jr., Schweighardt, B., Haigwood, N. L., Montefiori, D., Lifson, J. D., 
Busch, M. P. and Miller, C. J. 2009 'High specific infectivity of plasma virus from the pre-ramp-up 
and ramp-up stages of acute simian immunodeficiency virus infection', J Virol 83(7): 3288-97. 
Madden, E., Lee, G., Kotler, D. P., Wanke, C., Lewis, C. E., Tracy, R., Heymsfield, S., Shlipak, M. G., 
Bacchetti, P., Scherzer, R. and Grunfeld, C. 2008 'Association of antiretroviral therapy with 
fibrinogen levels in HIV-infection', Aids 22(6): 707-15. 
Margolis, L. and Shattock, R. 2006 'Selective transmission of CCR5-utilizing HIV-1: the 'gatekeeper' 
problem resolved?' Nat Rev Microbiol 4(4): 312-7. 
Martin, A., Amin, J., Cooper, D. A., Carr, A., Kelleher, A. D., Bloch, M., Baker, D., Woolley, I. and 
Emery, S. 2010 'Abacavir does not affect circulating levels of inflammatory or coagulopathic 
biomarkers in suppressed HIV: a randomized clinical trial', Aids. 



199 
 

Martin, A., Bloch, M., Amin, J., Baker, D., Cooper, D. A., Emery, S. and Carr, A. 2009 'Simplification 
of antiretroviral therapy with tenofovir-emtricitabine or abacavir-Lamivudine: a randomized, 96-
week trial', Clin Infect Dis 49(10): 1591-601. 
Martinez-Picado, J., Prado, J. G., Fry, E. E., Pfafferott, K., Leslie, A., Chetty, S., Thobakgale, C., 
Honeyborne, I., Crawford, H., Matthews, P., Pillay, T., Rousseau, C., Mullins, J. I., Brander, C., 
Walker, B. D., Stuart, D. I., Kiepiela, P. and Goulder, P. 2006 'Fitness cost of escape mutations in p24 
Gag in association with control of human immunodeficiency virus type 1', J Virol 80(7): 3617-23. 
Mattapallil, J. J., Douek, D. C., Hill, B., Nishimura, Y., Martin, M. and Roederer, M. 2005 'Massive 
infection and loss of memory CD4+ T cells in multiple tissues during acute SIV infection', Nature 
434(7037): 1093-7. 
McCloskey, T. W., Cavaliere, T., Bakshi, S., Harper, R., Fagin, J., Kohn, N. and Pahwa, S. 1997 
'Immunophenotyping of T lymphocytes by three-color flow cytometry in healthy newborns, children, 
and adults', Clin Immunol Immunopathol 84(1): 46-55. 
McMahon, D., Jones, J., Wiegand, A., Gange, S. J., Kearney, M., Palmer, S., McNulty, S., Metcalf, J. 
A., Acosta, E., Rehm, C., Coffin, J. M., Mellors, J. W. and Maldarelli, F. 2010 'Short-course raltegravir 
intensification does not reduce persistent low-level viremia in patients with HIV-1 suppression 
during receipt of combination antiretroviral therapy', Clin Infect Dis 50(6): 912-9. 
McMichael, A. J., Borrow, P., Tomaras, G. D., Goonetilleke, N. and Haynes, B. F. 2010 'The immune 
response during acute HIV-1 infection: clues for vaccine development', Nat Rev Immunol 10(1): 11-
23. 
Mellors, J. W., Kingsley, L. A., Rinaldo, C. R., Jr., Todd, J. A., Hoo, B. S., Kokka, R. P. and Gupta, P. 
1995 'Quantitation of HIV-1 RNA in plasma predicts outcome after seroconversion', Ann Intern Med 
122(8): 573-9. 
Mellors, J. W., Munoz, A., Giorgi, J. V., Margolick, J. B., Tassoni, C. J., Gupta, P., Kingsley, L. A., 
Todd, J. A., Saah, A. J., Detels, R., Phair, J. P. and Rinaldo, C. R., Jr. 1997 'Plasma viral load and CD4+ 
lymphocytes as prognostic markers of HIV-1 infection', Ann Intern Med 126(12): 946-54. 
Mellors, J. W., Rinaldo, C. R., Jr., Gupta, P., White, R. M., Todd, J. A. and Kingsley, L. A. 1996 
'Prognosis in HIV-1 infection predicted by the quantity of virus in plasma', Science 272(5265): 1167-
70. 
Meythaler, M., Martinot, A., Wang, Z., Pryputniewicz, S., Kasheta, M., Ling, B., Marx, P. A., O'Neil, 
S. and Kaur, A. 2009 'Differential CD4+ T-lymphocyte apoptosis and bystander T-cell activation in 
rhesus macaques and sooty mangabeys during acute simian immunodeficiency virus infection', J 
Virol 83(2): 572-83. 
Michael, N. L., Chang, G., Louie, L. G., Mascola, J. R., Dondero, D., Birx, D. L. and Sheppard, H. W. 
1997 'The role of viral phenotype and CCR-5 gene defects in HIV-1 transmission and disease 
progression', Nat Med 3(3): 338-40. 
Middleton D, M. L., Rood H, Komerofsky R 2003 'New Allele Frequency Database: 

http://www.allelefrequencies.net', Tissue Antigens (61): 403-407. 
Migueles, S. A., Osborne, C. M., Royce, C., Compton, A. A., Joshi, R. P., Weeks, K. A., Rood, J. E., 
Berkley, A. M., Sacha, J. B., Cogliano-Shutta, N. A., Lloyd, M., Roby, G., Kwan, R., McLaughlin, M., 
Stallings, S., Rehm, C., O'Shea, M. A., Mican, J., Packard, B. Z., Komoriya, A., Palmer, S., Wiegand, 
A. P., Maldarelli, F., Coffin, J. M., Mellors, J. W., Hallahan, C. W., Follman, D. A. and Connors, M. 
2008 'Lytic granule loading of CD8+ T cells is required for HIV-infected cell elimination associated 
with immune control', Immunity 29(6): 1009-21. 
Migueles, S. A., Sabbaghian, M. S., Shupert, W. L., Bettinotti, M. P., Marincola, F. M., Martino, L., 
Hallahan, C. W., Selig, S. M., Schwartz, D., Sullivan, J. and Connors, M. 2000 'HLA B*5701 is highly 
associated with restriction of virus replication in a subgroup of HIV-infected long term 
nonprogressors', Proc Natl Acad Sci U S A 97(6): 2709-14. 
Miller, W. C., Rosenberg, N. E., Rutstein, S. E. and Powers, K. A. 2010 'Role of acute and early HIV 
infection in the sexual transmission of HIV', Curr Opin HIV AIDS 5(4): 277-82. 

http://www.allelefrequencies.net'/


200 
 

Miura, T., Brockman, M. A., Brumme, Z. L., Brumme, C. J., Pereyra, F., Trocha, A., Block, B. L., 
Schneidewind, A., Allen, T. M., Heckerman, D. and Walker, B. D. 2009 'HLA-associated alterations in 
replication capacity of chimeric NL4-3 viruses carrying gag-protease from elite controllers of human 
immunodeficiency virus type 1', J Virol 83(1): 140-9. 
Molina, J. M., Scadden, D. T., Byrn, R., Dinarello, C. A. and Groopman, J. E. 1989 'Production of 
tumor necrosis factor alpha and interleukin 1 beta by monocytic cells infected with human 
immunodeficiency virus', J Clin Invest 84(3): 733-7. 
Mora, S., Rifai, N., Buring, J. E. and Ridker, P. M. 2006 'Additive value of immunoassay-measured 
fibrinogen and high-sensitivity C-reactive protein levels for predicting incident cardiovascular 
events', Circulation 114(5): 381-7. 
Morrison, C. S., Demers, K., Kwok, C., Bulime, S., Rinaldi, A., Munjoma, M., Dunbar, M., Chipato, 
T., Byamugisha, J., Van Der Pol, B., Arts, E. and Salata, R. A. 2010 'Plasma and cervical viral loads 
among Ugandan and Zimbabwean women during acute and early HIV-1 infection', Aids 24(4): 573-
82. 
MRC 2007 'SPARTAC (Short Pulse Anti-Retroviral Therapy At sero-Conversion)', Vol. 2010. 
Naeger, D. M., Martin, J. N., Sinclair, E., Hunt, P. W., Bangsberg, D. R., Hecht, F., Hsue, P., McCune, 
J. M. and Deeks, S. G. 2010 'Cytomegalovirus-specific T cells persist at very high levels during long-
term antiretroviral treatment of HIV disease', PLoS One 5(1): e8886. 
Neuhaus, J., Jacobs, D. R., Jr., Baker, J. V., Calmy, A., Duprez, D., La Rosa, A., Kuller, L. H., Pett, S. L., 
Ristola, M., Ross, M. J., Shlipak, M. G., Tracy, R. and Neaton, J. D. 2010 'Markers of inflammation, 
coagulation, and renal function are elevated in adults with HIV infection', J Infect Dis 201(12): 1788-
95. 
Nixon, D. E. and Landay, A. L. 2010 'Biomarkers of immune dysfunction in HIV', Curr Opin HIV AIDS 
5(6): 498-503. 
Nowroozalizadeh, S., Mansson, F., da Silva, Z., Repits, J., Dabo, B., Pereira, C., Biague, A., Albert, J., 
Nielsen, J., Aaby, P., Fenyo, E. M., Norrgren, H., Holmgren, B. and Jansson, M. 2010 'Microbial 
translocation correlates with the severity of both HIV-1 and HIV-2 infections', J Infect Dis 201(8): 
1150-4. 
O'Brien, S. J., Gao, X. and Carrington, M. 2001 'HLA and AIDS: a cautionary tale', Trends Mol Med 
7(9): 379-81. 
O'Brien, T. R., Winkler, C., Dean, M., Nelson, J. A., Carrington, M., Michael, N. L. and White, G. C., 
2nd 1997 'HIV-1 infection in a man homozygous for CCR5 delta 32', Lancet 349(9060): 1219. 
Okulicz, J. F., Marconi, V. C., Landrum, M. L., Wegner, S., Weintrob, A., Ganesan, A., Hale, B., Crum-
Cianflone, N., Delmar, J., Barthel, V., Quinnan, G., Agan, B. K. and Dolan, M. J. 2009 'Clinical 
outcomes of elite controllers, viremic controllers, and long-term nonprogressors in the US 
Department of Defense HIV natural history study', J Infect Dis 200(11): 1714-23. 
Oxenius, A., Price, D. A., Gunthard, H. F., Dawson, S. J., Fagard, C., Perrin, L., Fischer, M., Weber, 
R., Plana, M., Garcia, F., Hirschel, B., McLean, A. and Phillips, R. E. 2002 'Stimulation of HIV-specific 
cellular immunity by structured treatment interruption fails to enhance viral control in chronic HIV 
infection', Proc Natl Acad Sci U S A 99(21): 13747-52. 
Palella, F. J., Jr., Delaney, K. M., Moorman, A. C., Loveless, M. O., Fuhrer, J., Satten, G. A., 
Aschman, D. J. and Holmberg, S. D. 1998 'Declining morbidity and mortality among patients with 
advanced human immunodeficiency virus infection. HIV Outpatient Study Investigators', N Engl J 
Med 338(13): 853-60. 
Palmer, S., Maldarelli, F., Wiegand, A., Bernstein, B., Hanna, G. J., Brun, S. C., Kempf, D. J., Mellors, 
J. W., Coffin, J. M. and King, M. S. 2008 'Low-level viremia persists for at least 7 years in patients on 
suppressive antiretroviral therapy', Proc Natl Acad Sci U S A 105(10): 3879-84. 
Pao, D., Fisher, M., Hue, S., Dean, G., Murphy, G., Cane, P. A., Sabin, C. A. and Pillay, D. 2005 
'Transmission of HIV-1 during primary infection: relationship to sexual risk and sexually transmitted 
infections', Aids 19(1): 85-90. 



201 
 

Papasavvas E, A. L., Pistilli M et al 2008 ' Acute viral rebound as a result of structured treatment 
interruptions in chronically HIV-1 infected subjects: A pathway to cardiovascular risk? ' 15th 
Conference on Retroviruses and Opportunistic Infections, Boston. 
Papasavvas, E., Azzoni, L., Pistilli, M., Hancock, A., Reynolds, G., Gallo, C., Ondercin, J., Kostman, J. 
R., Mounzer, K., Shull, J. and Montaner, L. J. 2008 'Increased soluble vascular cell adhesion 
molecule-1 plasma levels and soluble intercellular adhesion molecule-1 during antiretroviral therapy 
interruption and retention of elevated soluble vascular cellular adhesion molecule-1 levels following 
resumption of antiretroviral therapy', Aids 22(10): 1153-61. 
Papasavvas, E., Pistilli, M., Reynolds, G., Bucki, R., Azzoni, L., Chehimi, J., Janmey, P. A., DiNubile, 
M. J., Ondercin, J., Kostman, J. R., Mounzer, K. C. and Montaner, L. J. 2009 'Delayed loss of control 
of plasma lipopolysaccharide levels after therapy interruption in chronically HIV-1-infected patients', 
Aids 23(3): 369-75. 
Parhami-Seren, B., Butenas, S., Krudysz-Amblo, J. and Mann, K. G. 2006 'Immunologic quantitation 
of tissue factors', J Thromb Haemost 4(8): 1747-55. 
Patel, P., Bennett, B, Sullivan T, Parker M, Heffelfinger J, Sullivan P, and CDC AHI Study Group. 
2010 'Rapid HIV Screening: Missed Opportunities for Diagnosis and Prevention. Abstract 1002.' 17th 
Conference on Retroviruses and Opportunistic Infections San Francisco. 
Patel, P., Mackellar, D., Simmons, P., Uniyal, A., Gallagher, K., Bennett, B., Sullivan, T. J., Kowalski, 
A., Parker, M. M., LaLota, M., Kerndt, P. and Sullivan, P. S. 2010 'Detecting acute human 
immunodeficiency virus infection using 3 different screening immunoassays and nucleic acid 
amplification testing for human immunodeficiency virus RNA, 2006-2008', Arch Intern Med 170(1): 
66-74. 
Petrovas, C., Casazza, J. P., Brenchley, J. M., Price, D. A., Gostick, E., Adams, W. C., Precopio, M. L., 
Schacker, T., Roederer, M., Douek, D. C. and Koup, R. A. 2006 'PD-1 is a regulator of virus-specific 
CD8+ T cell survival in HIV infection', J Exp Med 203(10): 2281-92. 
Petrovas, C., Price, D. A., Mattapallil, J., Ambrozak, D. R., Geldmacher, C., Cecchinato, V., Vaccari, 
M., Tryniszewska, E., Gostick, E., Roederer, M., Douek, D. C., Morgan, S. H., Davis, S. J., Franchini, 
G. and Koup, R. A. 2007 'SIV-specific CD8+ T cells express high levels of PD1 and cytokines but have 
impaired proliferative capacity in acute and chronic SIVmac251 infection', Blood 110(3): 928-36. 
Phillips, A. and Pezzotti, P. 2004 'Short-term risk of AIDS according to current CD4 cell count and 
viral load in antiretroviral drug-naive individuals and those treated in the monotherapy era', Aids 
18(1): 51-8. 
Pilcher, C. D., Joaki, G., Hoffman, I. F., Martinson, F. E., Mapanje, C., Stewart, P. W., Powers, K. A., 
Galvin, S., Chilongozi, D., Gama, S., Price, M. A., Fiscus, S. A. and Cohen, M. S. 2007 'Amplified 
transmission of HIV-1: comparison of HIV-1 concentrations in semen and blood during acute and 
chronic infection', Aids 21(13): 1723-30. 
Pires, A., Hardy, G., Gazzard, B., Gotch, F. and Imami, N. 2004 'Initiation of antiretroviral therapy 
during recent HIV-1 infection results in lower residual viral reservoirs', J Acquir Immune Defic Syndr 
36(3): 783-90. 
Quinn, T. C., Wawer, M. J., Sewankambo, N., Serwadda, D., Li, C., Wabwire-Mangen, F., Meehan, 
M. O., Lutalo, T. and Gray, R. H. 2000 'Viral load and heterosexual transmission of human 
immunodeficiency virus type 1. Rakai Project Study Group', N Engl J Med 342(13): 921-9. 
Raymond, S., Delobel, P., Mavigner, M., Cazabat, M., Encinas, S., Souyris, C., Bruel, P., Sandres-
Saune, K., Marchou, B., Massip, P. and Izopet, J. 2010 'CXCR4-using viruses in plasma and peripheral 
blood mononuclear cells during primary HIV-1 infection and impact on disease progression', Aids 
24(15): 2305-12. 
Redd, A. D., Dabitao, D., Bream, J. H., Charvat, B., Laeyendecker, O., Kiwanuka, N., Lutalo, T., 
Kigozi, G., Tobian, A. A., Gamiel, J., Neal, J. D., Oliver, A. E., Margolick, J. B., Sewankambo, N., 
Reynolds, S. J., Wawer, M. J., Serwadda, D., Gray, R. H. and Quinn, T. C. 2009 'Microbial 
translocation, the innate cytokine response, and HIV-1 disease progression in Africa', Proc Natl Acad 
Sci U S A 106(16): 6718-23. 



202 
 

Redd, A. D., Eaton, K. P., Kong, X., Laeyendecker, O., Lutalo, T., Wawer, M. J., Gray, R. H., 
Serwadda, D. and Quinn, T. C. 2010 'C-Reactive Protein Levels Increase During HIV-1 Disease 
Progression in Rakai, Uganda, Despite the Absence of Microbial Translocation', J Acquir Immune 
Defic Syndr. 
Redl, H., Bahrami, S., Leichtfried, G. and Schlag, G. 1992 'Special collection and storage tubes for 
blood endotoxin and cytokine measurements', Clin Chem 38(5): 764-5. 
Ridker, P. M., Hennekens, C. H., Buring, J. E. and Rifai, N. 2000a 'C-reactive protein and other 
markers of inflammation in the prediction of cardiovascular disease in women', N Engl J Med 
342(12): 836-43. 
Ridker, P. M., Hennekens, C. H., Cerskus, A. and Stampfer, M. J. 1994 'Plasma concentration of 
cross-linked fibrin degradation product (D-dimer) and the risk of future myocardial infarction among 
apparently healthy men', Circulation 90(5): 2236-40. 
Ridker, P. M., Hennekens, C. H., Roitman-Johnson, B., Stampfer, M. J. and Allen, J. 1998 'Plasma 
concentration of soluble intercellular adhesion molecule 1 and risks of future myocardial infarction 
in apparently healthy men', Lancet 351(9096): 88-92. 
Ridker, P. M., Rifai, N., Rose, L., Buring, J. E. and Cook, N. R. 2002 'Comparison of C-reactive protein 
and low-density lipoprotein cholesterol levels in the prediction of first cardiovascular events', N Engl 
J Med 347(20): 1557-65. 
Ridker, P. M., Rifai, N., Stampfer, M. J. and Hennekens, C. H. 2000b 'Plasma concentration of 
interleukin-6 and the risk of future myocardial infarction among apparently healthy men', Circulation 
101(15): 1767-72. 
Rieder, P., Joos, B., von Wyl, V., Kuster, H., Grube, C., Leemann, C., Boni, J., Yerly, S., Klimkait, T., 
Burgisser, P., Weber, R., Fischer, M. and Gunthard, H. F. 2010 'HIV-1 transmission after cessation of 
early antiretroviral therapy among men having sex with men', Aids 24(8): 1177-83. 
Roberts, L., Passmore, J. A., Williamson, C., Little, F., Bebell, L. M., Mlisana, K., Burgers, W. A., van 
Loggerenberg, F., Walzl, G., Siawaya, J. F., Karim, Q. A. and Karim, S. S. 2010 'Plasma cytokine levels 
during acute HIV-1 infection predict HIV disease progression', Aids 24(6): 819-31. 
Rodger, A. J., Fox, Z., Lundgren, J. D., Kuller, L. H., Boesecke, C., Gey, D., Skoutelis, A., Goetz, M. B. 
and Phillips, A. N. 2009 'Activation and coagulation biomarkers are independent predictors of the 
development of opportunistic disease in patients with HIV infection', J Infect Dis 200(6): 973-83. 
Rosenberg, E. S., Altfeld, M., Poon, S. H., Phillips, M. N., Wilkes, B. M., Eldridge, R. L., Robbins, G. 
K., D'Aquila, R. T., Goulder, P. J. and Walker, B. D. 2000 'Immune control of HIV-1 after early 
treatment of acute infection', Nature 407(6803): 523-6. 
Rosenberg, E. S., Billingsley, J. M., Caliendo, A. M., Boswell, S. L., Sax, P. E., Kalams, S. A. and 
Walker, B. D. 1997 'Vigorous HIV-1-specific CD4+ T cell responses associated with control of viremia', 
Science 278(5342): 1447-50. 
Rychert, J., Saindon, S., Placek, S., Daskalakis, D. and Rosenberg, E. 2007 'Sequence variation occurs 
in CD4 epitopes during early HIV infection', J Acquir Immune Defic Syndr 46(3): 261-7. 
Sabin, C. A., Worm, S. W., Weber, R., Reiss, P., El-Sadr, W., Dabis, F., De Wit, S., Law, M., D'Arminio 
Monforte, A., Friis-Moller, N., Kirk, O., Pradier, C., Weller, I., Phillips, A. N. and Lundgren, J. D. 2008 
'Use of nucleoside reverse transcriptase inhibitors and risk of myocardial infarction in HIV-infected 
patients enrolled in the D:A:D study: a multi-cohort collaboration', Lancet 371(9622): 1417-26. 
Saez-Cirion, A., Lacabaratz, C., Lambotte, O., Versmisse, P., Urrutia, A., Boufassa, F., Barre-
Sinoussi, F., Delfraissy, J. F., Sinet, M., Pancino, G. and Venet, A. 2007 'HIV controllers exhibit 
potent CD8 T cell capacity to suppress HIV infection ex vivo and peculiar cytotoxic T lymphocyte 
activation phenotype', Proc Natl Acad Sci U S A 104(16): 6776-81. 
Sajadi, M. M., Constantine, N. T., Mann, D. L., Charurat, M., Dadzan, E., Kadlecik, P. and Redfield, 
R. R. 2009 'Epidemiologic characteristics and natural history of HIV-1 natural viral suppressors', J 
Acquir Immune Defic Syndr 50(4): 403-8. 
Sandler, N., Wand, H., Nixon, D., Pedersen, C., Ruxrungtham, K., Lewin, S., Emery, S., Deeks, S., 
Sereti, I., Douek, D. and INSIGHTSMARTStudyGroup. 2010 'Plasma Levels of Soluble CD14 Predict 



203 
 

Mortality in HIV Infection' 17th Conference on Retroviruses and Opportunistic Infections San 
Francisco  
Satchell C, C. E., PeaceA , Cotter A ,  Sheehan G,  Tedesco T,  Doran P, Powderly W ,  Kenny D, and 
Mallon P 2009 'Platelet Hyper-Reactivity in HIV-1-infected Patients on Abacavir-containing ART' 16th 
Conference on Retroviruses and Opportunistic Infections Montreal, Canada. 
Sauce, D., Almeida, J. R., Larsen, M., Haro, L., Autran, B., Freeman, G. J. and Appay, V. 2007 'PD-1 
expression on human CD8 T cells depends on both state of differentiation and activation status', Aids 
21(15): 2005-13. 
Savarino, A., Bottarel, F., Malavasi, F. and Dianzani, U. 2000 'Role of CD38 in HIV-1 infection: an 
epiphenomenon of T-cell activation or an active player in virus/host interactions?' Aids 14(9): 1079-
89. 
Schindler, M., Munch, J., Kutsch, O., Li, H., Santiago, M. L., Bibollet-Ruche, F., Muller-Trutwin, M. 
C., Novembre, F. J., Peeters, M., Courgnaud, V., Bailes, E., Roques, P., Sodora, D. L., Silvestri, G., 
Sharp, P. M., Hahn, B. H. and Kirchhoff, F. 2006 'Nef-mediated suppression of T cell activation was 
lost in a lentiviral lineage that gave rise to HIV-1', Cell 125(6): 1055-67. 
Schuitemaker, H., Koot, M., Kootstra, N. A., Dercksen, M. W., de Goede, R. E., van Steenwijk, R. P., 
Lange, J. M., Schattenkerk, J. K., Miedema, F. and Tersmette, M. 1992 'Biological phenotype of 
human immunodeficiency virus type 1 clones at different stages of infection: progression of disease 
is associated with a shift from monocytotropic to T-cell-tropic virus population', J Virol 66(3): 1354-
60. 
Shacklett, B. L. and Anton, P. A. 2010 'HIV Infection and Gut Mucosal Immune Function: Updates on 
Pathogenesis with Implications for Management and Intervention', Curr Infect Dis Rep 12(1): 19-27. 
Shantsila, E., Kamphuisen, P. W. and Lip, G. Y. 2010 'Circulating microparticles in cardiovascular 
disease: implications for atherogenesis and atherothrombosis', J Thromb Haemost. 
Siliciano, J. D. and Siliciano, R. F. 2006 'The latent reservoir for HIV-1 in resting CD4+ T cells: a 
barrier to cure', Curr Opin HIV AIDS 1(2): 121-8. 
Silvestri, G., Sodora, D. L., Koup, R. A., Paiardini, M., O'Neil, S. P., McClure, H. M., Staprans, S. I. 
and Feinberg, M. B. 2003 'Nonpathogenic SIV infection of sooty mangabeys is characterized by 
limited bystander immunopathology despite chronic high-level viremia', Immunity 18(3): 441-52. 
Sipsas, N. V., Sfikakis, P. P., Touloumi, G., Pantazis, N., Choremi, H. and Kordossis, T. 2003 'Elevated 
serum levels of soluble immune activation markers are associated with increased risk for death in 
HAART-naive HIV-1-infected patients', AIDS Patient Care STDS 17(4): 147-53. 
Smith, M. W., Dean, M., Carrington, M., Winkler, C., Huttley, G. A., Lomb, D. A., Goedert, J. J., 
O'Brien, T. R., Jacobson, L. P., Kaslow, R., Buchbinder, S., Vittinghoff, E., Vlahov, D., Hoots, K., 
Hilgartner, M. W. and O'Brien, S. J. 1997 'Contrasting genetic influence of CCR2 and CCR5 variants 
on HIV-1 infection and disease progression. Hemophilia Growth and Development Study (HGDS), 
Multicenter AIDS Cohort Study (MACS), Multicenter Hemophilia Cohort Study (MHCS), San Francisco 
City Cohort (SFCC), ALIVE Study', Science 277(5328): 959-65. 
Solages, A., Vita, J. A., Thornton, D. J., Murray, J., Heeren, T., Craven, D. E. and Horsburgh, C. R., Jr. 
2006 'Endothelial function in HIV-infected persons', Clin Infect Dis 42(9): 1325-32. 
Sousa, A. E., Carneiro, J., Meier-Schellersheim, M., Grossman, Z. and Victorino, R. M. 2002 'CD4 T 
cell depletion is linked directly to immune activation in the pathogenesis of HIV-1 and HIV-2 but only 
indirectly to the viral load', J Immunol 169(6): 3400-6. 
SPARTAC 2006 'Short Pulse AntiRetroviral Therapy at HIV seroConversion (SPARTAC) study protocol 
2.0': MRC Clinical Trials Unit, London. 
Springer, T. A. 1990 'Adhesion receptors of the immune system', Nature 346(6283): 425-34. 
Stacey, A. R., Norris, P. J., Qin, L., Haygreen, E. A., Taylor, E., Heitman, J., Lebedeva, M., Decamp, 
A., Li, D., Grove, D., Self, S. G. and Borrow, P. 2009 'Induction of a striking systemic cytokine cascade 
prior to peak viraemia in acute human immunodeficiency virus type 1 infection, in contrast to more 
modest and delayed responses in acute hepatitis B and C virus infections', J Virol. 



204 
 

Steingrover, R., Pogany, K., Fernandez Garcia, E., Jurriaans, S., Brinkman, K., Schuitemaker, H., 
Miedema, F., Lange, J. M. and Prins, J. M. 2008 'HIV-1 viral rebound dynamics after a single 
treatment interruption depends on time of initiation of highly active antiretroviral therapy', Aids 
22(13): 1583-8. 
Sterne, J. 2009 'When Should HIV-1-infected Persons Initiate ART? Collaborative Analysis of HIV 
Cohort Studies' 16th Conference on Retroviruses and Opportunistic Infections, Montreal, Canada. 
Stoll, L. L., Denning, G. M. and Weintraub, N. L. 2004 'Potential role of endotoxin as a 
proinflammatory mediator of atherosclerosis', Arterioscler Thromb Vasc Biol 24(12): 2227-36. 
Strain, M. C., Little, S. J., Daar, E. S., Havlir, D. V., Gunthard, H. F., Lam, R. Y., Daly, O. A., Nguyen, J., 
Ignacio, C. C., Spina, C. A., Richman, D. D. and Wong, J. K. 2005 'Effect of treatment, during primary 
infection, on establishment and clearance of cellular reservoirs of HIV-1', J Infect Dis 191(9): 1410-8. 
Streeck, H., Jessen, H., Alter, G., Teigen, N., Waring, M. T., Jessen, A., Stahmer, I., van Lunzen, J., 
Lichterfeld, M., Gao, X., Allen, T. M., Carrington, M., Walker, B. D., Rockstroh, J. K. and Altfeld, M. 
2006 'Immunological and virological impact of highly active antiretroviral therapy initiated during 
acute HIV-1 infection', J Infect Dis 194(6): 734-9. 
Streeck, H., Jolin, J. S., Qi, Y., Yassine-Diab, B., Johnson, R. C., Kwon, D. S., Addo, M. M., Brumme, 
C., Routy, J. P., Little, S., Jessen, H. K., Kelleher, A. D., Hecht, F. M., Sekaly, R. P., Rosenberg, E. S., 
Walker, B. D., Carrington, M. and Altfeld, M. 2009 'Human immunodeficiency virus type 1-specific 
CD8+ T-cell responses during primary infection are major determinants of the viral set point and loss 
of CD4+ T cells', J Virol 83(15): 7641-8. 
Streeck, H. and Nixon, D. F. 2010 'T cell immunity in acute HIV-1 infection', J Infect Dis 202 Suppl 2: 
S302-8. 
Strutz, F., Heller, G., Krasemann, K., Krone, B. and Muller, G. A. 1999 'Relationship of antibodies to 
endotoxin core to mortality in medical patients with sepsis syndrome', Intensive Care Med 25(5): 
435-44. 
Suchard, M. S., Mayne, E., Green, V. A., Shalekoff, S., Donninger, S. L., Stevens, W. S., Gray, C. M. 
and Tiemessen, C. T. 2010 'FOXP3 expression is upregulated in CD4T cells in progressive HIV-1 
infection and is a marker of disease severity', PLoS One 5(7): e11762. 
Sudarshi, D., Pao, D., Murphy, G., Parry, J., Dean, G. and Fisher, M. 2008 'Missed opportunities for 
diagnosing primary HIV infection', Sex Transm Infect 84(1): 14-6. 
Sumpter, B., Dunham, R., Gordon, S., Engram, J., Hennessy, M., Kinter, A., Paiardini, M., Cervasi, 
B., Klatt, N., McClure, H., Milush, J. M., Staprans, S., Sodora, D. L. and Silvestri, G. 2007 'Correlates 
of preserved CD4(+) T cell homeostasis during natural, nonpathogenic simian immunodeficiency 
virus infection of sooty mangabeys: implications for AIDS pathogenesis', J Immunol 178(3): 1680-91. 
Tebas, P., Henry, W. K., Matining, R., Weng-Cherng, D., Schmitz, J., Valdez, H., Jahed, N., Myers, L., 
Powderly, W. G. and Katzenstein, D. 2008 'Metabolic and immune activation effects of treatment 
interruption in chronic HIV-1 infection: implications for cardiovascular risk', PLoS ONE 3(4): e2021. 
Tersmette, M., Lange, J. M., de Goede, R. E., de Wolf, F., Eeftink-Schattenkerk, J. K., Schellekens, P. 
T., Coutinho, R. A., Huisman, J. G., Goudsmit, J. and Miedema, F. 1989 'Association between 
biological properties of human immunodeficiency virus variants and risk for AIDS and AIDS 
mortality', Lancet 1(8645): 983-5. 
Tesselaar, K., Arens, R., van Schijndel, G. M., Baars, P. A., van der Valk, M. A., Borst, J., van Oers, 
M. H. and van Lier, R. A. 2003 'Lethal T cell immunodeficiency induced by chronic costimulation via 
CD27-CD70 interactions', Nat Immunol 4(1): 49-54. 
Tien, P. C., Choi, A. I., Zolopa, A. R., Benson, C., Tracy, R., Scherzer, R., Bacchetti, P., Shlipak, M. and 
Grunfeld, C. 2010 'Inflammation and Mortality in HIV-Infected Adults: Analysis of the FRAM Study 
Cohort', J Acquir Immune Defic Syndr. 
Titanji, K., De Milito, A., Cagigi, A., Thorstensson, R., Grutzmeier, S., Atlas, A., Hejdeman, B., Kroon, 
F. P., Lopalco, L., Nilsson, A. and Chiodi, F. 2006 'Loss of memory B cells impairs maintenance of 
long-term serologic memory during HIV-1 infection', Blood 108(5): 1580-7. 



205 
 

Tomaras, G. D. and Haynes, B. F. 2009 'HIV-1-specific antibody responses during acute and chronic 
HIV-1 infection', Curr Opin HIV AIDS 4(5): 373-9. 
Tornero, C., Ventura, A. and Mafe, M. 2010 'Aspirin is indicated for primary prevention of 
cardiovascular events in HIV-infected patients', J Acquir Immune Defic Syndr 54(5): 560. 
Torriani, F. J., Komarow, L., Parker, R. A., Cotter, B. R., Currier, J. S., Dube, M. P., Fichtenbaum, C. 
J., Gerschenson, M., Mitchell, C. K., Murphy, R. L., Squires, K. and Stein, J. H. 2008 'Endothelial 
function in human immunodeficiency virus-infected antiretroviral-naive subjects before and after 
starting potent antiretroviral therapy: The ACTG (AIDS Clinical Trials Group) Study 5152s', J Am Coll 
Cardiol 52(7): 569-76. 
Touloumi, G., Hatzakis, A., Rosenberg, P. S., O'Brien, T. R. and Goedert, J. J. 1998 'Effects of age at 
seroconversion and baseline HIV RNA level on the loss of CD4+ cells among persons with hemophilia. 
Multicenter Hemophilia Cohort Study', Aids 12(13): 1691-7. 
Touloumi, G., Pantazis, N., Babiker, A. G., Walker, S. A., Katsarou, O., Karafoulidou, A., Hatzakis, A. 
and Porter, K. 2004 'Differences in HIV RNA levels before the initiation of antiretroviral therapy 
among 1864 individuals with known HIV-1 seroconversion dates', Aids 18(12): 1697-705. 
Trautmann, L., Janbazian, L., Chomont, N., Said, E. A., Gimmig, S., Bessette, B., Boulassel, M. R., 
Delwart, E., Sepulveda, H., Balderas, R. S., Routy, J. P., Haddad, E. K. and Sekaly, R. P. 2006 
'Upregulation of PD-1 expression on HIV-specific CD8+ T cells leads to reversible immune 
dysfunction', Nat Med 12(10): 1198-202. 
Triant, V. A., Lee, H., Hadigan, C. and Grinspoon, S. K. 2007 'Increased acute myocardial infarction 
rates and cardiovascular risk factors among patients with human immunodeficiency virus disease', J 
Clin Endocrinol Metab 92(7): 2506-12. 
Triant, V. A., Meigs, J. B. and Grinspoon, S. K. 2009 'Association of C-reactive protein and HIV 
infection with acute myocardial infarction', J Acquir Immune Defic Syndr 51(3): 268-73. 
Trono, D., Van Lint, C., Rouzioux, C., Verdin, E., Barre-Sinoussi, F., Chun, T. W. and Chomont, N. 
2010 'HIV persistence and the prospect of long-term drug-free remissions for HIV-infected 
individuals', Science 329(5988): 174-80. 
Troseid, M., Nowak, P., Nystrom, J., Lindkvist, A., Abdurahman, S. and Sonnerborg, A. 2010 
'Elevated plasma levels of lipopolysaccharide and high mobility group box-1 protein are associated 
with high viral load in HIV-1 infection: reduction by 2-year antiretroviral therapy', Aids. 
UNAIDS 2009 'AIDS epidemic update, November 2009', Vol. 2010. 
Valdez, H. and Lederman, M. M. 1997 'Cytokines and cytokine therapies in HIV infection', AIDS Clin 
Rev: 187-228. 
Vanhems, P., Lambert, J., Cooper, D. A., Perrin, L., Carr, A., Hirschel, B., Vizzard, J., Kinloch-de Loes, 
S. and Allard, R. 1998 'Severity and prognosis of acute human immunodeficiency virus type 1 illness: 
a dose-response relationship', Clin Infect Dis 26(2): 323-9. 
Villinger, F., Rowe, T., Parekh, B. S., Green, T. A., Mayne, A. E., Grimm, B., McClure, H. M., Lackner, 
A. A., Dailey, P. J., Ansari, A. A. and Folks, T. M. 2001 'Chronic immune stimulation accelerates SIV-
induced disease progression', J Med Primatol 30(5): 254-9. 
Voss, S., Welte, S., Fotin-Mleczek, M., Fischer, R., Ulmer, A. J., Jung, G., Wiesmuller, K. H. and 
Brock, R. 2006 'A CD14 domain with lipopolysaccharide-binding and -neutralizing activity', 
Chembiochem 7(2): 275-86. 
Wallet, M. A., Rodriguez, C. A., Yin, L., Saporta, S., Chinratanapisit, S., Hou, W., Sleasman, J. W. and 
Goodenow, M. M. 2010 'Microbial translocation induces persistent macrophage activation 
unrelated to HIV-1 levels or T-cell activation following therapy', Aids 24(9): 1281-90. 
Wawer, M. J., Gray, R. H., Sewankambo, N. K., Serwadda, D., Li, X., Laeyendecker, O., Kiwanuka, 
N., Kigozi, G., Kiddugavu, M., Lutalo, T., Nalugoda, F., Wabwire-Mangen, F., Meehan, M. P. and 
Quinn, T. C. 2005 'Rates of HIV-1 transmission per coital act, by stage of HIV-1 infection, in Rakai, 
Uganda', J Infect Dis 191(9): 1403-9. 
Wilkin, T., Lalama, C., Tenorio, A., Landay, A., Ribaudo, H., McKinnon, J., Gandhi, R., Mellors, J., 
Currier, J. and Gulick, R. 2010 'Maraviroc Intensification for Suboptimal CD4+ Cell Response Despite 



206 
 

Sustained Virologic Suppression: ACTG 5256. Abtsract 285.' 17th Conference on Retroviruses and 
Opportunistic Infections San Francisco. 
Winter, A. J., Sulaiman, Z. and Hawkins, D. 2006 'BASHH Clinical Governance Committee guidance 
on the appropriate use of HIV point of care tests', Int J STD AIDS 17(12): 802-5. 
Wit, F. W., Blanckenberg, D. H., Brinkman, K., Prins, J. M., van der Ende, M. E., Schneider, M. M., 
Mulder, J. W., de Wolf, F. and Lange, J. M. 2005 'Safety of long-term interruption of successful 
antiretroviral therapy: the ATHENA cohort study', Aids 19(3): 345-8. 
Wolf, K., Tsakiris, D. A., Weber, R., Erb, P. and Battegay, M. 2002 'Antiretroviral therapy reduces 
markers of endothelial and coagulation activation in patients infected with human 
immunodeficiency virus type 1', J Infect Dis 185(4): 456-62. 
Yerly, S., Gunthard, H. F., Fagard, C., Joos, B., Perneger, T. V., Hirschel, B. and Perrin, L. 2004 
'Proviral HIV-DNA predicts viral rebound and viral setpoint after structured treatment interruptions', 
Aids 18(14): 1951-3. 
Yukl, S., Shergill, A., Gianella, S., Choi, A., Girling, V., Downing, M., Lampiris, H., Guenthard, H., 
Wong, J. and Havlir, D. 2010 'Effect of Raltegravir-containing Intensification on HIV Burden and T 
Cell Activation in the Gut of HIV+ Adults on Suppressive ART. Abstract 279' 17th Conference on 
Retroviruses and Opportunistic Infections San Francisco. 
Zeuke, S., Ulmer, A. J., Kusumoto, S., Katus, H. A. and Heine, H. 2002 'TLR4-mediated inflammatory 
activation of human coronary artery endothelial cells by LPS', Cardiovasc Res 56(1): 126-34. 
Zhang, J. Y., Zhang, Z., Wang, X., Fu, J. L., Yao, J., Jiao, Y., Chen, L., Zhang, H., Wei, J., Jin, L., Shi, M., 
Gao, G. F., Wu, H. and Wang, F. S. 2007 'PD-1 up-regulation is correlated with HIV-specific memory 
CD8+ T-cell exhaustion in typical progressors but not in long-term nonprogressors', Blood 109(11): 
4671-8. 
 
 
 


