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Immune Reconstitution after 2 Years of Successful Potent Antiretroviral
Therapy in Previously Untreated Human Immunodeficiency Virus Type
1-Infected Adults

Daan W. Notermans,"? Nadine G. Pakker,>*
Dorte Hamann,®” Norbert A. Foudraine,®
Robert H. Kauffmann,® Pieter L. Meenhorst,’
Jaap Goudsmit,* Marijke T. L. Roos,’

Peter T. A. Schellekens,** Frank Miedema,**
and Sven A. Danner’

' Division of Infectious Diseases, Tropical Medicine, and AIDS,
*National AIDS Therapy Evaluation Centre, and Departments

of *Internal Medicine and *Human Retrovirology, Academic Medical
Centre (NATEC), and °Department of Clinical Viro-Immunology,
CLB Sanquin Blood Supply Foundation, and Laboratory

for Experimental and Clinical Immunology, Academic Medical Centre,
University of Amsterdam; ®Municipal Health Service, Department

of Public Health and Environment, "Slotervaart Hospital, Amsterdam;
8Leyenburg Hospital, The Hague, The Netherlands

Today’s antiretroviral combination regimens can induce significant and sustained decreases
in human immunodeficiency virus (HIV)-RNA levels, allowing the immune system to recover.
To what extent immune reconstitution is possible and what factors determine the outcome
have thus far not been resolved. We studied 19 subjects, treated for 2 years with protease
inhibitor—containing triple therapy, who had a strong suppression of HIV-RNA levels. CD4*
T-cell numbers increased from medians of 170 to 420 X 10° cells/L, but in a number of subjects
T-cell numbers did not further increase after week 72, without having reached normal values.
Long-term CD4" T-cell change was mainly caused by a slow but continuous increase in naive
CD4" T cells (CD45RA*CD62L") and was predicted by the baseline number of these cells.
Our data indicate that long-term immunological recovery is gradual, even during strong sup-
pression of viral replication, not always complete, and dependent on the preexisting level of

naive CD4"* T cells.

Infection with human immunodeficiency virus (HIV) causes
progressive immune deterioration as well as chronic immune
activation. Besides a gradual decrease in the number of CD4*
T lymphocytes, T-cell function, measured as in vitro prolifer-
ative response on stimulation with mitogens or monoclonal
antibodies (mAbs), decreases over the course of infection and
becomes a strong independent prognostic marker for disease
progression [1, 2]. In addition, the number of naive CD4" and
CD8" T cells declines with HIV infection, even though HIV
preferentially infects activated CD4" memory T cells [3]. HIV-
induced immune activation, measured by an increase in the
expression of CD38 and human leukocyte antigen (HLA)-DR
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on CD8" cells, can also predict development of AIDS [4, 5].
Furthermore, CD28 expression on CD8" T cells, associated
with the capacity of these cells to proliferate on stimulation,
decreases during disease progression [6, 7].

Antiretroviral combination therapy that includes a protease
inhibitor (PI) leads to strong suppression of viral replication,
reflected by a rapid and sustained decline of HIV type 1 (HIV-
1)-RNA levels in the peripheral blood and lymphoid tissue
[8-10]. In response, the CD4" cell numbers increase and T-cell
function improves significantly [11-15].

We and others have shown that the initial increase in CD4*
T-cell numbers in the blood after start of antiretroviral therapy
consists mainly of cells with the memory phenotype, probably
reflecting redistribution of these cells from lymphoid tissue into
the circulation. After this initial increase, the number of mem-
ory CD4" T cells remains relatively stable. [11, 12, 16, 17]. Naive
CD4* T-cell numbers increase at a slower but continuous rate,
both in peripheral blood and lymphoid tissue [11-13, 16, 17].

The question of to what extent immune reconstitution is pos-
sible has not yet been answered. Immune recovery during po-
tent antiretroviral therapy is expected to be a slow process, as
can be inferred from immune recovery after bone marrow trans-
plantation, chemotherapy, or CD4 antibody treatment in mul-
tiple sclerosis patients [18-20]. Furthermore, at this time it is
not known which factors determine the extent of immune re-
covery, given a strong inhibition of HIV replication. In this
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study we report the results of 2 years of treatment with a PI-
containing triple therapy in previously antiretroviral ther-
apy-naive subjects. Immune reconstitution was studied by mea-
suring changes in CD4" and CD8" T cells, naive and memory
T-cell subsets, CD8 T-cell activation, and in vitro proliferative
response to stimulation with mAb to CD3 and CD28. Factors
predicting the extent of immune reconstitution and the observed
individual variation were examined.

Materials and Methods

Study participants.  Nineteen of 33 HIV-1-infected adults, orig-
inally included in an open-label PI-containing triple combination
study, who remained on therapy for 2 years were studied [9]. At
entry, all subjects were antiretroviral-naive adults and had CD4"
lymphocyte counts of at least 50 X 10¢ cells/L and a plasma HIV-
RNA level of =30,000 copies per milliliter. Treatment consisted of
the PI ritonavir (600 mg twice a day) and 2 nucleoside analogue
reverse transcriptase inhibitors (NRTIs), zidovudine (300 mg twice
a day) and lamivudine (150 mg twice a day). Participants were
randomized to receive triple therapy from the start or to use ri-
tonavir monotherapy for 3 weeks, followed by the addition of
zidovudine and lamivudine. Three subjects switched to a different
antiretroviral triple combination, consisting of 1 or 2 other PIs
with 2 NRTIs, without interruption of treatment and remained
included in the present study. One subject switched at week 20 and
2 at week 84.

Patients were followed up at weekly intervals from 2 weeks before
until 4 weeks after start of therapy, with additional visits at days
3 and 10 and at weeks 6 and 8; every 4 weeks until week 52; and
at 12-week intervals from weeks 60 through 108. At each visit blood
was drawn for HIV-RNA and T-lymphocyte subset measurements.

T-lymphocyte subsets. ~ Lymphocyte immunophenotyping for
peripheral CD4" and CD8" T cells was done by 2-color immu-
nofluorescence flow cytometry (FACS). Naive and memory T-lym-
phocyte subsets were measured by 3-color FACS for the surface
proteins CD45RA, CD45RO, and CD62L (L-selectin), as described
elsewhere [12]. T-cell subsets coexpressing CD45RA and CD62L
were regarded as truly naive T cells, whereas remaining T cells,
including cells expressing CD45RO and cells expressing CD45RA
without CD62L, were regarded as memory lymphocytes. Ac-
tivation of CDS8 cells was determined by the percentage of
CD8*CD45RO™ cells positive for CD38. Furthermore, the per-
centage of CD3"CDS8" cells positive for CD28 was measured.

T-cell function.  The in vitro proliferative response to CD3 and
CD28 mAb was determined in whole blood lymphocyte culture,
as previously described in detail [2]. In short, proliferative responses
were measured after 4 days of culture by means of incorporation
of [*H]-thymidine, added 24 h before harvest. Proliferative capacity
was calculated to counts per minute per 10° CD3* T cells and
expressed as percentage of the median response of 5 daily unin-
fected controls tested simultaneously.

HIV-RNA levels. Plasma HIV-1-RNA levels were measured
with the Amplicor-HIV Monitor Test (Roche Molecular Systems,
Branchburg, NJ), with a variable lower limit of quantification
(LLQ), by following the manufacturer’s instructions. In this study,
the Amplicor assay had a mean LLQ of 204 (2.31 log,,) copies/
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mL (SD = 0.19 log,,). For the 3 subjects who changed to a different
combination without interruption of treatment, RNA levels were
measured with the NucliSens assay (Organon Teknika BV, Boxtel,
The Netherlands), with an LLQ of 400 copies/mL (2.60 log,,), for
their last 3 visits. Results obtained by Amplicor and by NucliSens
were combined.

Statistical analysis. ~ Immunological and virological baseline
values were calculated as the mean value of 3 measurements prior
to treatment (week 2, week 1, and week 0) for HIV-RNA, total
CD4" and CD8* T-cell counts, and T-cell function, and as the
mean of week 1 and week O for the naive and memory T-cell subsets.
Because previous analyses showed no differences between the 2
treatment arms in immunological or virological responses up to 36
weeks, results were combined and the participants analyzed as 1
group [9, 12].

Time-dependent analyses were done by using a repeated mea-
surement (RM) model, Proc mixed, SAS 6.12 (SAS Institute, Cary,
NC), including the respective baseline value and time since the start
of treatment as covariates. SPSS 8.0 (SPSS, Chicago) was used for
the remaining statistical analyses. T-cell subset changes over time
were analyzed by linear slope estimation for each subject. Corre-
lation coefficients were obtained by Spearman rank correlation.
Differences between paired variables were analyzed with the Wil-
coxon signed ranks test and between groups with the
Mann-Whitney U test.

Results

Baseline characteristics of the 19 subjects are depicted in table
1. A large fraction of the participants could be considered ad-
vanced in HIV disease, because 10 subjects had symptomatic
HIV disease, and median CD4* T-cell counts were 170 X 10°
cells/L before start of therapy.

HIV-RNA response. HIV-RNA levels strongly declined to
levels below the LLQ in 83%—-100% of the subjects at each visit
from week 12 onward (figure 1; for significance of changes over
time, P =.0001, repeated measurements). Ten subjects had
quantifiable RNA levels on =1 occasions during this period,

Table 1. Baseline virological and immunological characteristics
(n =17 men, 2 women).

Median

Characteristic (interquartile range)

Age (years)
HIV-RNA levels (log,, copies/mL)
T lymphocytes (10° cells/L)
CD4" T cells
Naive T cells
Memory T cells
CD8"* T cells
Naive T cells
Memory T cells
Proliferative response per T cell
(% of median of daily controls)
CD3 + CD28 mAb

38 (32-41)
541 (4.95-5.78)

170 (127-230)
42 (19-56)
109 (82-187)
960 (627-1300)
103 (61-140)
775 (497-1047)

14 (5-22)

NOTE. HIV, human immunodeficiency virus; mAb, monoclonal antibody.
Patients” CDC classifications were: class A, 9; B, 6; and C, 4. For HIV disease
classification, CD4" cell counts <200 X 10°/L were not regarded as CDC class C.
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Figure 1. Human immunodeficiency virus (HIV)-RNA response
measured with Amplicor (Roche Molecular Systems), with a mean
lower limit of quantification (LLQ) of 200 copies/mL, and, for 3 sub-
jects who changed therapy, measured with NucliSens (Organon Tek-
nika) during their last visits. Depicted are medians and interquartile
ranges. No. of participants analyzed and percentage below LLQ are
given.

but their RNA levels never exceeded 500 copies/mL and were
unquantifiable again at the following visit.

CD4" T-cell responses and naive and memory subsets.  The
CD4" T-lymphocyte numbers showed a strong and sustained
increase to a median of 420 X 10° cells/L at week 108 (B =
.02). CD4" T cells appeared to increase in a 3-phasic pattern
of a rapid increase during the first 3 weeks, a gradual increase
until week 72, and a stabilization in a large proportion of the
participants thereafter. This was analyzed in more detail by
measuring naive and memory T-cell subsets and by estimation
of the individual linear slopes of cell counts over time (figure
2A and figure 34, B, and C).

During the first 3 weeks, the median increase rate in CD4"
T-cell numbers was 4.52 X 10 cells/L per day, which was mostly
determined by a rapid increase of memory cells at a median
rate of 4.61 X 10° cells/L per day, whereas the median naive
cell increase rate was 0.33 X 10° cells/L per day.

During the subsequent period, until week 72, the number of
CD4" T cells continuously increased but at a significantly lower
median rate of 0.32 X 10° cells/L per day (compared with week
0-3, P = .02, Wilcoxon [W]). The median memory cell increase
rate declined to 0.19 X 10° cells/L per day (B, <.001), whereas
the median naive cell increase rate was 0.09 X 10° cells/L per
day (B, =.12).

A third phase became apparent after week 72, with stabili-
zation of the median CD4" T-cell numbers. The median in-
crease rates of CD4" T cells between week 72 and 108 changed
to 0.02 X 10° cells/L per day (compared with weeks 3-72,
R, =.07). In 7 of the 19 participants, the change rate was clearly
negative (below —0.04), and in 4 participants, it was close to
zero (between —0.04 and 0.04). The memory CD4" T-cell
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change rate declined to —0.230 X 10° cells/L per day (B, =
.004), whereas the median naive cell increase rate was
0.27 X 10° cells/L per day. During the full follow-up of 108
weeks, the median percentage of CD4" T cells with the naive
phenotype increased from 22% to 36%, with a considerable
increase occurring during the third phase.

CDS8* T-cell responses. CD8" T-lymphocytes showed an
immediate increase during the first 6 weeks, with a subsequent
decrease to baseline values, and remained stable for the du-
ration of the study (figure 2B). The initial changes were mainly
caused by an initial increase in CD8* memory T-cell numbers,
which slowly declined thereafter. Naive CD8" cell numbers in-
creased at a more steady rate of 0.11 X 10° cells/L per day
during the whole study period, which correlated with the CD4*
naive increase rates between weeks 0 and 108 (R=0.64, P =
.003, Spearman [S]). During the 108 weeks, the median per-
centage of CD8" T cells with the naive phenotype increased
from 9% to 21%. The median CD4/CD8 ratio increased from
0.17 to 0.48 during the follow-up.

The percentage of activated CD8" memory cells,

A. CD4' T-cell subset responses
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Figure 2. CD4" and CDS8" T-cell responses, with naive and memory

subsets. Naive cells are CD45SRA"CD62L". 4. Median and inter-
quartile range (IQR) CD4" T-cell response. B. Median and IQR CD8*
T-cell response.
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CD4" T-cell numbers during 3 respective periods.
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CD8"CD45RO"CD38", declined from a median of 32% at
week O to a stable level between 8% and 12% after week 16.
The percentage of CD8" T cells expressing CD28,
CD8"CD3*CD28", increased rapidly from a median of 32%
before therapy to 41% at week 4 and slowly to 52% at week
96 (figure 4).

T-cell function.  T-cell function, measured as in vitro pro-
liferative response to stimulation with mAb to CD3 and CD28,
calculated per 10° T cells and expressed as percentage of un-
infected daily controls, increased rapidly during the first 3 weeks
from a median of 14% to a median of 42% and gradually
increased to 56% of the normal controls at week 108 (figure
5).

Prediction of long-term responses. ~ Because the long-term
gain in total CD4" T-cell numbers after week 3 was associated
with the increase in naive T-cell numbers, the influence of base-
line CD4" naive T-cell numbers on the CD4" T-cell response
was further analyzed. CD4* T-cell increase rates between weeks
3 and 72 correlated significantly with the baseline CD4" naive
T-cell counts (Rg = 0.62, P =.005), whereas it did not correlate
well with baseline total CD4* T-cell counts, baseline HIV-RNA
levels, or age, which ranged from 26 to 47 years (Rg=0.43,
P=.07; Rg=—0.32, P=.18; and Ry = —0.05, P = .84, respec-
tively). The naive CD4" T-cell increase rates between weeks 3
and 72 also correlated with the baseline CD4" naive T-cell
counts (Rg =0.51, P =.03) but not with the other baseline pa-
rameters (data not shown).

For further analysis, the baseline naive CD4" T-cell numbers
were divided in tertiles, and the 2 outer groups were compared
(figure 64—-D). Median baseline CD4" naive T-cell counts were
8 and 70 X 10° cells/L and total CD4" T-cell counts were 109
and 278 X 10° cells/L, respectively. Total CD4" T-cell increase
rates between weeks 3 and 72 were significantly lower in the
group with the low baseline naive CD4" T-cell numbers (me-
dians, 0.13 vs. 0.41 X 10° cells/L per day, P = .02, Mann-Whit-
ney [MN]). Median naive CD4" T-cell increase rates were 0.044
and 0.10 X 10° cells/L per day (B,y = .004), and memory CD4*
T-cell increase rates were 0.09 and 0.27 X 10° cells/L per day,
respectively (R = .09; figure 64-D).

The CD4" T-cell change rates after week 72 did not correlate
significantly with the baseline naive or total CD4" T-cell num-
bers or with the total or naive CD4" T-cell levels reached at
week 72 (data not shown). Between the low and high baseline
naive CD4" T-cell groups, median CD4" T-cell change rates
were 0.006 and 0.23 X 10° cells/L per day (B;x = .49), respec-
tively. Absolute CD4" T-cell levels reached at weeks 72 and 108
correlated with both baseline total and naive CD4" T-cell
counts (data not shown).

Discussion

The extent of immune recovery during potent antiretroviral
therapy has been shown to depend on the achievement of ad-
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Figure 4.  Percentage of activated CD8" memory cells (CD8"

CD45RO*CD38%) and CD8" T cells capable of proliferation
(CD8"CD3"CD28").

equate suppression of viral replication [14]. To study the max-
imal immunological recovery that can be obtained and to search
for other factors possibly determining the recovery, we studied
subjects in whom plasma viral RNA levels were strongly sup-
pressed for 2 years.

In this study, in which a considerable fraction of the partic-
ipants had advanced HIV disease, we showed that immune
recovery can continue during 2 years of potent antiretroviral
therapy and that long-term CD4" T-cell increase is mainly
caused by a slow but continuous increase in naive CD4" T-cell
numbers. However, in a considerable number of participants,
CD4" T-cell numbers stabilized or even slightly decreased after
~1Y years of therapy, sometimes without having reached nor-
mal levels.

Directly after start of therapy, HIV-RNA levels strongly de-
creased and CD4" T-cell numbers strongly increased, the latter
mostly as a result of the release of memory CD4" T cells from
the lymphoid tissue [12]. Simultaneously, the percentage of ac-
tivated memory CD8* T cells rapidly decreased, while T-cell
proliferative capacity, corrected for the number of repopulating
cells, strongly increased. Cytokine levels in lymphoid tissue have
been shown to decrease shortly after use of antiretroviral ther-
apy [21]. This suggests that the immediate strong immunolog-
ical improvement might be caused by the decrease in inflam-
matory cytokines in the lymphoid tissue, after the strong
suppression of viral replication in the lymphoid tissue [8].

Specific immunity to a number of antigens has been shown
to improve with potent therapy [11, 14, 22, 23]. Lymphopro-
liferative responses to a number of recall antigens, reflecting
CD#4 helper cell function, improved after 40 weeks of treatment
in several of our subjects, although cytotoxic T-cell frequency
specific for HIV antigens did not improve substantially [23].
The increase in CD4" T-cell numbers and the improvement of
T-cell function, measured as in vitro proliferative response to
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CD3 and CD28 mAb, thus reflect improved immunity to spe-
cific opportunistic pathogens. The median T-cell function
reached at week 108, 56%, is close to the lower 95% confidence
limit of 58% for uninfected controls [2].

Despite the limited number of participants, we showed that
the number of naive CD4" T cells at the start of therapy is an
important predictor of the long-term immunological outcome.
Subjects with low pretreatment numbers of naive CD4" T cells
had a poor recovery of their CD4" T cells after 2 years of
treatment. In these subjects, after the initial increase in memory
CD4" T cells in the first 3 weeks, the second repopulation period
was deficient, compared with patients starting with higher num-
bers of naive CD4" T cells, in whom naive CD4" T cells mainly
determined the total CD4" T-cell increase. The low number of
participants in our study did not allow for extensive analysis
of a larger number of possible factors in a multivariate analysis,
to distinguish confounding factors.

In a subset of our study participants, the capacity of pe-
ripheral circulating precursor cells to generate mature T cells
in in vitro thymic organ cultures was found to improve strongly
during therapy. Furthermore, the increase in this capacity cor-
related with the increase in naive T-cell numbers [24]. Abundant
thymic tissue has been detected in a considerable proportion
of HIV-1-infected adults, and the amount of tissue correlated
with the number of circulating naive T cells [25]. This suggests
that the capacity to generate new T cells from precursor cells
on suppression of viral replication depends on the amount of
thymic tissue present, which then determines the recovery of
CD4" T-cell numbers. This is further supported by a recent
observation that thymic function improves during antiretroviral
therapy [26]. Furthermore, in 4 of the subjects we analyzed,
naive CD4" T cells appearing in circulation showed a slow
improvement in T-cell receptor V@ repertoire during 1 year of
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Figure 5. In vitro T-cell function: proliferative response to stimu-

lation with monoclonal antibody to CD3 and CD?28, calculated to
counts per minute per 10° CD3" T cells and expressed as percentage
of median response of 5 daily uninfected controls tested simultaneously.
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therapy, although a normal distribution was not yet reached
[27].

The estimated T-cell change rates reflect changes in absolute
counts in the peripheral blood and are the result of new pro-
duction, redistribution, cell death, and maturation of naive into
memory cells and thereby do not represent production rates.

In other long-term studies on immune reconstitution and
possible determining factors, the influence of total but not of
naive CD4" T-cell numbers at baseline on long-term CD4 re-
constitution has been investigated [28, 29]. Renaud et al. found
a significant relationship between long-term CD4" T-cell count
changes and the extent of HIV-RNA reduction and the CD4*
T-cell decline rate before initiation of therapy, but not with the
baseline total CD4" T-cell counts. Staszewski et al. also found
a relationship between increase in CD4" T-cell numbers and
the suppression of HIV-RNA levels. A correlation of baseline
naive CD4" T-cell counts with short-term (4-month) increases
of these cells has been reported [30].

After 2 years of treatment, only a few participants had
reached the lower limits of normal values for several of the

measured immune parameters, and there was considerable in-
dividual variation in the rate of CD4" T-cell repopulation. In
a number of subjects, the increase in CD4" T cells appeared
to slow down or stop completely after week 72, sometimes
before reaching normal CD4" T-cell counts. No factors pre-
dicting this phenomenon could be identified, and this should
be further investigated in larger groups of patients after even
longer follow-up. Because the number of naive cells continued
to increase after week 72, exhaustion of production of new cells,
possibly from thymic origin, seems unlikely. The age distri-
bution of our participants, aged from 26 to 47 years, might
have been too narrow to detect influences of age.

Although the state of immune activation strongly decreased
with the therapy, after 2 years of treatment the percentage of
activated memory CD8" T cells did not return to the 2% found
in uninfected people [31]. This might suggest residual contin-
uing viral replication and antigen expression [32].

In line with previous findings of immune recovery in other
strongly immunosuppressed patients, we conclude that long-
term immunological recovery is a very gradual process, even
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during strong suppression of viral replication, and might not
be complete in a number of HIV-infected persons. The long-
term increase in CD4" T-cell numbers is dependent on the
preexisting level of naive CD4" T cells. Therefore, antiretroviral
therapy should be initiated before the number of naive T-cells
drops to low levels.

Acknowledgments

We thank all participating patients.

References

1. De Wolf F, Spijkerman I, Schellekens PThA, et al. AIDS prognosis based
on HIV-1 RNA, CD4" T-cell count and function: markers with reciprocal
predictive value over time after seroconversion. AIDS 1997;11:1799-806.

2. Roos MThL, Prins M, Koot M, et al. Low T-cell responses to CD3 plus
CD28 monoclonal antibodies are predictive of development of AIDS.
AIDS 1998;12:1745-51.

3. Roederer M, Dubs JG, Anderson MT, Raju PA, Herzenberg LA, Herzenberg
L. CD8 naive T cell counts decrease progressively in HI V-infected adults.
J Clin Invest 1995;95:2061-6.

4. Liu Z, Cumberland WG, Hultin LE, Prince HE, Detels R, Giorgi JV. 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 Mul-
ticenter AIDS Cohort Study than CD4" cell count, soluble immune ac-
tivation markers, or combinations of HLA-DR and CD38 expression. J
Acquir Immune Defic Syndr Hum Retrovirol 1997;16:83-92.

5. Mocroft A, Bofill M, Lipman M, et al. CD8", CD38" lymphocyte percent:
a useful immunological marker for monitoring HIV-1-infected patients.
J Acquir Immune Defic Syndr Hum Retrovirol 1997;14:158-62.

6. Gruters RA, Terpstra FG, De Goede REY, et al. Immunological and viro-
logical markers in individuals progressing from seroconversion to AIDS.
AIDS 1991;5:837-44.

7. Brinchmann JE, Dobloug JH, Heger BH, Haaheim LL, Sannes M, Egeland
T. Expression of costimulatory molecule CD28 on T cells in human im-
munodeficiency virus type 1 infection: functional and clinical correlations.
J Infect Dis 1994;169:730-8.

8. Cavert W, Notermans DW, Staskus K, et al. Kinetics of response in lymphoid
tissues to antiretroviral therapy of HIV-1 infection. Science 1997;276:
960-4.

9. Notermans DW, Jurriaans S, De WoIf F, et al. Decrease of HIV-1 RNA levels
in lymphoid tissue and peripheral blood during treatment with ritonavir,
lamivudine and zidovudine. AIDS 1998;12:167-73.

10. Notermans DW, Goudsmit J, Danner SA, De Wolf F, Perelson AS, Mittler
J. Rate of HIV-1 decline following antiretroviral therapy is related to viral
load at baseline and drug regimen. AIDS 1998;12:1483-90.

11. Autran B, Carcelain G, Li TS, et al. Positive effects of combined antiretroviral
therapy on CD4" T cell homeostasis and function in advanced HIV dis-
ease. Science 1997;277:112-6.

12. Pakker NG, Notermans DW, De Boer RJ, et al. Biphasic kinetics of pe-
ripheral blood T cells after triple combination therapy in HIV-1 infection:
a composite of redistribution and proliferation. Nat Med 1998;4:208-14.

13. Zhang ZQ, Notermans DW, Sedgewick G, et al. Kinetics of CD4" T cell
repopulation of lymphoid tissues after treatment of HIV-1 infection. Proc
Natl Acad Sci USA 1998;95:1154-9.

14. Li TS, Tubiana R, Katlama C, Calvez V, Ait Mohand H, Autran B. Long-
lasting recovery in CD4 T-cell function and viral-load reduction after

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

highly active antiretroviral therapy in advanced HIV-1 disease. Lancet
1998;351:1682-6.

. Angel JB, Kumar A, Parato K, et al. Improvement in cell-mediated immune

function during potent anti-human immunodeficiency virus therapy with
ritonavir and saquinavir. J Infect Dis 1998;177:898-904.

. Kelleher AD, Carr A, Zaunders J, Cooper DA. Alterations in the immune

response of human immunodeficiency virus (HIV) infected subjects treated
with an HIV-specific protease inhibitor, ritonavir. J Infect Dis 1996;173:
321-9.

. Lederman MM, Connick E, Landay A, et al. Immunologic responses as-

sociated with 12 weeks of combination antiretroviral therapy consisting
of zidovudine, lamivudine and ritonavir: results of AIDS Clinical Trials
Group protocol 315. J Infect Dis 1998;178:70-9.

. Mackall CL, Fleisher TA, Brown M, et al. Age, thymopoiesis, and CD4" T-

lymphocyte regeneration after intensive chemotherapy. New Engl J Med
1995;332:143-9.

. Ottinger HD, Beelen DW, Scheulen B, Schaefer UW, Gross-Wilde H. Im-

proved immune reconstitution after allotransplantation of peripheral
blood stem cells instead of bone marrow. Blood 1996;88:2775-9.

Rep M, Van Oosten BW, Roos MTL, Ader HJ, Polman CH, Van Lier R.
Treatment with depleting CD4 monoclonal antibody results in a prefer-
ential loss of circulating naive T cells but does not affect IFN-7 secreting
THI1 cells in humans. J Clin Invest 1997;99:2225-31.

Andersson J, Fehniger TE, Patterson BK, et al. Early reduction of immune
activation in lymphoid tissue following highly active HIV therapy. AIDS
1998;12:F123-9.

Foudraine NA, Hovenkamp E, Notermans DW, et al. Immunopathology as
a result of highly active antiretroviral therapy in HIV-1 infected patients.
AIDS 1999;13:177-84.

Pontesilli O, Kerkhof-Garde SR, Notermans DW, et al. Functional T cell
reconstitution and HIV-1-specific cell-mediated immunity during highly
active antiretroviral therapy (HAART). J Infect Dis 1999 (in press).

Clark DR, Repping S, Pakker NG, et al. T-cell renewal impaired in HIV-1
infected individuals [abstract 22]. In: 6th conference on retroviruses and
opportunistic infections (Chicago, IL), 1999.

McCune JM, Loftus R, Schmidt DK, et al. High prevalence of thymic tissue
in adults with human immunodeficiency virus-1 infection. J Clin Invest
1998;101:2301-8.

Douek DC, McFarland RD, Keiser PH, et al. Changes in thymic function
with age and during the treatment of HIV infection. Nature 1998;396:
690-5.

Kostense S, Raaphorst FM, Notermans DW, et al. Diversity of the T-cell
receptor VB repertoire in HIV-1 infected patients reflects the biphasic
CD4" T-cell repopulation kinetics during highly active antiretroviral ther-
apy. AIDS 1998; 12:F235-40.

Renaud M, Katlama C, Mallet M, et al. Determinants of paradoxical CD4
cell reconstitution after protease inhibitor—containing antiretroviral regi-
men. AIDS 1999;13:669-76.

Staszewski S, Miller V, Sabin C, et al. Determinants of sustainable CD4
lymphocyte count increases in response to antiretroviral therapy. AIDS
1999;13:951-6.

Hengel RL, Jones BM, Kennedy MS, Hubbard MR, McDougal JS. Lym-
phocyte kinetics and precursor frequency-dependent recovery of
CD4"CD45RA'CD62L" naive T cells following triple-drug therapy for
HIV type | infection. AIDS Res Hum Retroviruses 1999; 5:435-43.

Bouscarat F, Levacher M, Landman R, et al. Changes in blood CD8" lym-
phocyte activation status and plasma HIV RNA levels during antiretro-
viral therapy. AIDS 1998;12:1267-73.

Natarajan V, Bosche M, Metcalf JA, Ward DJ, Lane HC, Kovacs JA. HIV-
1 replication in patients with undetectable plasma virus receiving HAART.
Lancet 1999;353:119-20.



