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ABSTRACT 
The concentration of interleukin-7 (IL-7) in human serum is elevated in various clinical conditions 
associated with lymphopenia, including HIV-1 infection. IL-7 is an essential factor for T cell 
differentiation and survival, and it was suggested that high serum IL-7 concentration may represent 
a homeostatic response to T cell depletion, which may promote T cell regeneration.  
In order to increase our understanding on the regulation of IL-7 production, we investigated 
specimens from HIV-1 infected patients during chronic infection and in long term non-progressors 
(LTNPs). Serum IL-7 levels correlated with T-cell depletion in HIV-1 infected individuals. In some 
patients, we observed that serum IL-7 decreased upon progression to AIDS, suggesting a role for IL-7 
in T-cell maintenance in sporadic cases. Interestingly, IL-7 levels were significantly lower in stable 
LTNPs than in patients who lost the LTNP status in a 3-year follow-up (P<0.001), indicating that 
serum IL-7 concentration might be a valuable marker for maintenance of the LTNP status. 
The number of CD8+CD28- T cells increases significantly during aging and during HIV-1 infection. 
These cells have a reduced expression of the IL-7 receptor alpha (IL-7R ), as compared to 
CD8+CD28+ T cells. As CD8+CD28- T cells have been associated with dendritic and T cell 
suppression, we analyzed whether an increase in CD8+CD28- T cell numbers during HIV-1 
infection could lead to impaired T cell responses. Peripheral blood CD8+CD28- T cells of both 
HIV-infected and non-infected individuals promoted dendritic cell activation. The CD8+CD28- T 
cell accumulation during HIV-1 infection may thus contribute to inflammatory reactions and 
immune activation. 
Stromal cells and intestinal epithelial cells are known to produce IL-7. The mechanisms and cellular 
factors regulating IL-7 production are still unclear. We assessed whether IL-1  and IFN- , cytokines 
produced during inflammatory conditions, may impact on IL-7 production. We used human 
intestinal epithelial cells (DLD-1 cell line) and bone marrow stromal cells (HS27 cell line) to 
evaluate IL-7 production at the mRNA and protein levels. To assess whether treatment of HS27 
cells with IL-1  and/or IFN-  leads to changes in the gene expression of cytokines, Toll-like 
receptors (TLRs) and chemokines, we analysed gene expression profiles using the whole-genome 
microarray Human Gene 1.0 ST. We found that IFN-  enhanced the expression of IL-7 protein and 
mRNA (P<0.001) in both cell lines. IL-1  treatment led to a significant down-regulation (P<0.001) 
of IL-7 mRNA expression in both cell lines. The gene profiles revealed dramatic changes in 
expression of cytokines and their receptors, of IFN regulatory factors (IRF-1 and 2) and of important 
chemo-attractants for T cells. The microarray results were verified by additional methods. Our 
results were discussed in the setting of inflammation and T-cell survival in the gut compartment 
during HIV-1 infection where stromal and epithelial cells may produce factors that contribute to 
impaired IL-7 homeostasis and homing of T cells.  
It was previously reported that IL-7 might stimulate T cell activation and CD95 mediated T cell 
apoptosis.  HIV-1 infection leads to B cell abnormalities including increased apoptosis via the CD95 
death receptor pathway and loss of memory B cells. Here we present a novel mechanism that can 
lead to increased B cell apoptosis in the presence of high IL-7 concentration. T cells cultured with 
IL-7 induced high CD95 expression on resting B cells together with an increased sensitivity to 
CD95 mediated apoptosis. As the mediator molecule responsible for B cell priming to CD95 
mediated apoptosis we identified the cytokine IFN-  that T cells secreted in response to IL-7. In the 
serum of HIV-1 infected individuals IL-7 and IFN-
cytokines correlated with CD95 expression on circulating B lymphocytes in non-viremic 
individuals. These results indicate a potential link between IL-7 and the increased B cell apoptosis 
observed in HIV-1 infected individuals. 
In conclusion the results presented in this PhD thesis highlight mechanisms of regulation of IL-7 
production dependent on the number of circulating T cells and on the exposure of IL-7 producing 
cells to high levels of inflammatory cytokines. We also present data on the role of IL-7 in regulating 
CD95 expression and CD95 mediated apoptosis on B cells through IFN-  produced by T cells; the 
impact of this finding on the outcome of IL-7 therapy during HIV-1 infection will be verified by 
ongoing clinical studies. 
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1 INTRODUCTION  
1.1 HIV AND THE PATHOGENESIS OF HIV INFECTION 

1.1.1 Human immunodeficiency virus - HIV 

In 1981, a new disease syndrome manifested in some previously healthy homosexual 

men in the United States characterized by unusual infections and cancers such as 

Pneumocystis carinii pneumonia and Kaposi’s sarcoma. A marked reduction in cluster 

of differentiation (CD)4+ T cells was the common immunological dysfunction which 

characterized this group of patients. This new syndrome was named acquired immune 

deficiency syndrome (AIDS) (1). Two years later, the causative agent of AIDS was 

identified first by a group of scientists at the Pasteur Institut in Paris (2) and then by 

groups in the United States (3, 4). The causative agent of this syndrome was a 

retrovirus initially named human T lymphotropic virus type III (HTLV-III) until the 

new name human immunodeficiency virus (HIV) was agreed on by a panel of experts 

in the field.  

HIV is a member of the Lentivirus sub-family in the Retroviridae family. The family is 

named Retrovirus since the viral ribonucleic acid (RNA) genome is transcribed into 

deoxyribonucleic acid (DNA) within the host cell using the viral enzyme reverse 

transcriptase (RT). This viral DNA is then transported to the nucleus and integrates into 

the cellular chromosome. The virus genome can be silent in the host cell until it is 

transcribed and the viral replication initiated. 

HIV quickly spreads around the world. According to a report published in 2010, Joint 

United Nations Programme on HIV/AIDS (UNAIDS) estimated that there were 33.3 

million adults and children leaving with HIV/AIDS world-wide, 2.6 million people 

newly infected with HIV in 2009 and 2.1 million AIDS-related deaths among adults 

and children in 2009 (5). 

There are two types of HIV named HIV-1 and HIV-2 and the distinction between the 

two types is based on virus genetic differences. HIV-2 was identified two years after 

the discovery of HIV-1 (6). The genetic difference between HIV-2 and HIV-1 is about 

40%. HIV-1 can also be divided into different groups M (main), O (outlier), and N 

(new or non M or O) and the genetic difference of virus groups is at least 30% from one 

to another, with variations mainly in the envelope genes (7). Recently, a new HIV-1 
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group was identified, named P, that is closely related to gorilla simian 

immunodeficiency virus (SIVgor) (8). The HIV-1 M group is further divided into 

subtypes (or clades) A-D, F-H, J, K and the subtypes differ by 15-20% in the genes (7). 

The genomic recombination of different HIV-1 subtypes created different HIV-1 

recombinant viruses called circulating recombinant forms (CRFs) (9). Up to date more 

than 40 CRFs have been identified (www.hiv.lanl.gov). Of note, the original subtype E 

and I have been identified as recombinant subtypes. Virus recombination can occur 

after co-infection or super-infection of the same cell by two or more different virus 

subtypes (10). 

HIV-1 caused the majority of HIV infection and distribution world-wide. By contrast, 

HIV-2 was primarily isolated from patients in West Africa although this virus type was 

also detected in individuals in other parts of the world including Europe, the United 

States, South America, and India. However, most of the HIV-2 cases detected in 

Europe and in the United States were from African migrations (11). 

HIV-2 infection has a less pathogenic nature as compared to HIV-1 infection. There are 

several features that could possibly explain for the HIV-2 properties. During HIV-2 

infection, lower viral load is generally detected in blood and genital fluids than the 

corresponding values found in HIV-1 infected subjects (12-14); the envelope 

glycoprotein (gp) 105 has a reduced affinity for the cell surface receptors, as compared 

to HIV-1 gp120 (15); patients infected with HIV-2 display a reduced level of immune 

activation (16, 17), low level of T cell apoptosis (16, 18) and lower CD8+ T cell 

cytotoxic immune response as compared to patients infected with HIV-1 (19). 

1.1.2 HIV transmission 

There are three main routes of HIV transmission, sexual contact, blood and blood 

products, and mother-to-child transmission. The transmission through the blood route 

has been proven to be most effective (20-24). However, HIV transmission through 

unprotected sexual intercourse is widely propagated. HIV transmission from mother-to-

child can take place in utero, at delivery and during breast feeding. Without 

antiretroviral treatment (ART) the transmission from mother to child is believed to 

occur in 25-40% of pregnancy and delivery cases. The rate of transmission can be 

significantly reduced to < 10% or even to <2% with ART treatment of the mothers and 

children by Zidovudine or/and Nevirapine  (20-24). 
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During primary HIV-1 infection, the virus infects a large number of CD4+ T cells. The 

HIV-1 virions replicate and spread very efficiently and the CD4+ T cells decrease 

sharply. During the acute phase of the HIV-1 infection, patients can experience 

influenza-like symptoms including fever, myalgia and skin rash. However, in most of 

cases those symptoms are minor and can be confused with other diseases or not at all 

recognized by the patient (25-28). 

HIV-1 infects the host cell through the binding of the viral envelope gp120 to a high 

affinity receptor present at the cell membrane, the CD4 receptor. The CD4 receptor is 

expressed on T cells. macrophages, monocytes and dendritic cells (DCs) (29, 30). The 

HIV-1 gp120 molecules interacts with the CD4 receptors on the target cell and 

mediates the virus entry by fusing together the viral and the cell membranes; the C-C 

chemokine receptor (CCR) CCR5 or C-X-C chemokine receptor (CXCR) CXCR4 

molecules act as co-receptors during this process. The interaction of the complex 

composed of CD4 and gp120 with a specific co-receptor triggers further 

conformational changes in the envelope glycoprotein complex. That process leads to 

the exposure and insertion of the hydrophobic gp41, the fusion peptide of the virus, into 

the membrane of the target cell.  

HIV-1 isolates can preferentially infect either macrophages or T cells and accordingly 

they are named as macrophage tropic (M-tropic) or T cell tropic (T-tropic) isolates. A 

macrophage-tropic HIV-1 virus uses CCR5 receptor as co-receptor to attach and infect 

the cell and is accordingly classified as a R5 virus. HIV-1 viruses with the property of 

infecting T cell lines are called X4 viruses and infect T cells using CXCR4 as co-

receptor. The X4 viruses are more cytopathic than the R5 viruses (31). Individuals who 

lack CCR5 expression on immune cells due to  gene are 

resistant to R5 virus infection but are still susceptible to infection with X4 viruses. 

Some other chemokine coreceptors (e.g., CCR3, CCR2b) are known to act as primary 

or secondary attachment sites for both HIV-1 and HIV-2 isolates, but are not 

commonly involved in infection (31). 

Some studies have shown that R5 viruses are generally observed in the blood during 

acute or early infection. However, during advanced disease progression and AIDS, 

approximately 50% of patients carry cytopathic X4 viruses in blood (32, 33). R5 

viruses infect preferentially CCR5+CD4+ T cells in the gastrointestinal (GI) tract and 

R5 viruses can easily infect macrophages and DCs (7). 
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1.1.3 Immune response in HIV-1 infection 

HIV-1 infection targets cells of the immunological system and renders them 

dysfunctional. The immunopathological manifestations of HIV-1 infection are 

generally a gradual reduction of CD4+ T cells in the peripheral blood as well as in the 

lymphoid tissues and gut-associated lymphoid tissue (GALT); enhanced B cells 

proliferation and hypergammablobulinemia – features which may reflect immune 

activation occurring during chronic infection. An overt stage of immune deficiency is 

often accompanied by opportunistic infections and malignancies like Kaposi’s sarcoma. 

The mechanisms through which HIV-1 induced immune activation is established over 

time leading to destruction of the immune system are depicted in Fig. 1. 

1.1.3.1 T cells 

CD4+ T cells loss is the main pathogenic feature of HIV-1 infection. At the acute phase 

of HIV-1 infection, there is a dramatic depletion of CD4+ T cells which can be detected 

in peripheral blood; thereafter the number of CD4+ T cells rebounds to certain levels 

after the initial HIV-1 burst decreases to a set point in the host body. Without any 

treatment, the CD4+ T cells are gradually lost during the following years of HIV-1 

infection. 

In SIV infection in macaques within a few days from infection, the virus rapidly 

migrates to the GALT where it induces a massive depletion of memory CD4+ T cells in 

the intestinal lamina propria (34, 35). The same picture of CD4+ T cells depletion in 

the GALT as the one occurring in SIV infected macaques was observed in humans at 

the early stage of HIV-1 infection (36-38).  

Depletion of CD4+ T cells happens not only in peripheral blood and GALT, but also at 

other mucosal sites and in the lymph nodes. Studies in SIV and HIV-1 infection also 

demonstrated that the CD4+ T cells depletion is less pronounced in peripheral blood 

and lymph nodes as compare to GALT (37, 39). 

There are some potential factors involved in the loss of CD4+ T cells in HIV-1 

infection. The direct cytopathic effects of HIV-1 on CD4+ T cells and progenitor cells 

lead to cell death (40). HIV-1 induced apoptosis of the target cells and it was shown 

that HIV-1 encoded proteins induced apoptosis of infected and uninfected cells (41-43). 

In many cases apoptosis results from direct virus infection whereas bystander effects of 

the virus infection causes immune activation (25, 44). Destruction of the lymphoid 
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tissue reduces the production of new cells (45, 46). CD4+ T cells loss is the primary 

reason for occurrence of the opportunistic infections and cancers associated with HIV-1 

infection. 

CD8+ T cells so called cytotoxic T cells (CTLs) have been found to be increased in 

percentage as well as in absolute number in HIV-1 infection (47) and CD8+ specific T 

cells are distributed in different anatomical compartments in both humans and 

macaques. CD8+ specific T cells appear to be involved in the control of HIV-1 

replication (48) and in vitro CD8+ T cells can control HIV-1 infection by inhibiting 

HIV-1 replication (49). Recent evidence also showed that early HIV-1 specific CD8+ T 

cell responses contribute to reduce HIV-1 viremia in plasma during the acute phase of 

HIV-1 infection (50). CD8+ T cells are also involved in adaptive immune function by 

killing the virus infected cells. CD8+ T cells produce some soluble factors such as 

RANTES (Regulated upon Activation, Normal T-cell Expressed, and Secreted), 

macrophage inflammatory protein (MIP)-1  and MIP-1  (51), and additional important 

cytokines like interferon gamma (IFN)-  and tumor necrosis factor alpha (TNF)-

It is important to underline that CD8+ T cells activities can be detrimental if 

they lead to lysis of autologous uninfected CD4+ T cell and antigen presenting cells 

(APCs). It was shown that the expression of the programmed death 1 protein (PD-1) on 

HIV-1 specific CD8+ T cells can reduce their cytotoxic function (53). 

1.1.3.2 B cells 

Another important component of HIV-1 pathogenesis is the damage occurring to B 

lymphocytes, which can be measured by altered phenotype and composition of 

different B cells populations, increased apoptosis of these cells and an abnormal pattern 

of activation (54). Phenotypic and functional alterations on B lymphocytes are often 

observed in chronically infected patients, but alterations of B cells are already detected 

during the acute phase of HIV-1 infection (55). A decline of memory B cells has 

previously been reported to occur in both children and adults infected with HIV-1 (56, 

57); these cells are responsible for mounting and maintaining an adequate serological 

response to antigens previously encountered in life through natural infection or 

vaccination. The decline in B cells carrying immunological memory correlated to loss 

of antibody titers to measles, tetanus, and pneumococcal antigens, a process which 

already began during primary HIV-1 infection. The consequences of loss of memory B 
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Figure 1. HIV-1 infection induces immune activation and destruction of the immune 
system. Due to HIV-1 infection, innate and adaptive immune cells become activated by 
different factors like viral proteins, microbial components translocated from the GALT 
and host immune responses. Activated cells release proinflammatory cytokines (IFN, 
TNF, IL-1, IL-6), which in turn, together with HIV-1 replication and host immune 
responses, contribute to chronic immune activation. Chronic immune activation 
increases HIV-1 replication and leads to immune cell exhaustion, finally causing 
damage to the immune system.    

 

cells are not fully understood; the loss of memory B cells during HIV-1 infection may 

be mediated by up-regulation of CD95 (Fas) receptor and increased susceptibility to 

CD95 mediated apoptosis (55). 

 

1.2 APOPTOSIS 

Apoptosis, or programmed cell-death, provides a mechanism for removal of senescent 

cells without evoking inflammatory responses. Two main pathways have been 

identified for execution of apoptosis:  1) the intrinsic apoptotic pathway, also defined as 

the mitochondrial pathway is receptor-independent, and requires mitochondrial 

participation and 2) the extrinsic or death receptor dependent pathway, involves the 

interaction of a death receptor with its natural ligand (58). Apoptosis is regulated by 
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pro- and anti-apoptotic proteins. Caspase activation and cleavage of specific cellular 

substrates occur as result of both the intrinsic and extrinsic pathways, ultimately leading 

to chromatin condensation and DNA fragmentation. The process of apoptosis is 

completed when the apoptotic cells are removed by phagocytosis. Due to efficient 

phagocytosis, few apoptotic cells are found in healthy tissues despite a constant 

homeostatic turnover of senescent cells. 

Different apoptotic pathways have been described to date, many of which overlap each 

other at the molecular level. The permeabilization of the mitochondrial outer membrane 

(MOMP) is a pivotal point of mitochondrial apoptosis pathway which triggers caspase 

activation resulting in irreversible events of cell apoptosis. This intrinsic apoptotic 

pathway involves the regulation of different important proteins of the B-cell lymphoma 

(Bcl)-2 family, which comprises, among others, the anti-apoptotic proteins Bcl-2, Bcl-

xL and Bim and the pro-apoptotic proteins Bax and Bak (58). Extrinsic apoptosis can 

be initiated through activation of a number of membrane bound receptors; among them 

the CD95 protein which is expressed as a transmembrane receptor (59) and is 

ubiquitously expressed in the majority of cell types. The natural ligand for CD95 is 

CD95 ligand (CD95L) mainly expressed by activated T-cells, NK cells and 

macrophages. An important molecular component in the structure of death receptors is 

a cytoplasmic domain of approximately 80 residues named death domain which plays 

an important role for recruitment of molecules which initiate intracellular signalling 

leading to apoptosis.  

CD95/CD95L interactions have been proposed to be necessary to down-regulate the 

number of reactive cells during contracting phase of immune responses (60). Aberrant 

apoptosis of T cells during HIV-1 infection leads to immunosupression and 

susceptibility to opportunistic infections (61). Studies on the impact of viral infection 

on the GALT have demonstrated that apoptosis is a pivotal mechanism for HIV-1 

driven destruction of mucosal CD4+ T cells. In addition, high levels of CD95/CD95L 

expression and CD95-mediated apoptosis were detected in lamina propria T cells (35). 

 



 

8 

1.3 INTERLEUKIN-7 AND IL-7 RECEPTOR 

1.3.1 Interleukin-7 

The Interleukin (IL)-7 belongs to the type 1 cytokines of the hematopoietic family. IL-7 

is a non-redundant cytokine with important roles in lymphocytes development and 

survival and maintenance of peripheral lymphocytes homeostasis. IL-7 was first 

discovered in 1988 as a novel growth factor for precursor murine B cells produced in 

vitro from bone marrow derived stromal cells  (62). Additional studies conducted later 

on showed that IL-7 has an effect on growth and differentiation of immature and 

mature T cells and fetal thymocyte clones (63, 64). IL-7 was demonstrated to be 

required for the survival and proliferation of mature and naive peripheral T cells (65). 

Recently, an in vitro study was conducted by culturing peripheral blood mononuclear 

cell (PBMCs) in presence or absence of IL-7, followed by infection with an HIV-1 R5 

strain (66). Interestingly, IL-7 increased the density of CXCR4 receptor at the CD4+ T 

cell surface and induced the switch of HIV-1 R5 virus to X4 virus.  

Human IL-7 gene spans 6 exons located on the chromosome 8q12-13 encoding for a 

protein of 177 amino acids (aa) with molecular weight of 25 kilo Dalton (kD) in active 

form (67). Different IL-7 isoforms, defined as alternative splice variants, have been 

described; the different isoforms have been mapped in different human tissues suggesting 

an important role for these different isoforms in different disease conditions (68).  

IL-7 is produced by non-lymphoid cells, and IL-7 messenger RNA (mRNA) has not been 

detected in lymphocytes during physiological conditions. In humans, different cell types 

are known to produce IL-7 and among them the IL-7 main source are stromal cells in the 

bone marrow (69, 70),  intestinal epithelial cells (71, 72) and fibroblastic reticular cells 

(73). In addition, keratinocytes (74), peripheral blood DCs (75), follicular DCs, smooth 

muscle cells and endothelial cells (76) were also found to produce IL-7. Recently, a study 

showed that stimulation through Toll-like receptors (TLRs) of liver hepatocytes can 

induce production of IL-7 from hepatocytes (77). This mechanism of regulation via TLRs 

triggering appears to be unique for hepatocytes and the production of IL-7 by hepatocytes 

stimulated with lipopolysaccharides (LPS) appears to be transient. A study conducted ex-

vivo has shown that IL-7 production by bone marrow stromal cells derived from  HIV-1 

infected patients during ART treatment was lower as compared to the levels detected 
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before ART (78). IL-7 was also shown to be produced by a small population of mice 

DCs regulating the niche size of CD4+ T cells in vivo (79). 

How IL-7 is constitutively produced, and the mechanism for regulation of IL-7 

production is yet not understood in detail. IFN-  has been shown to up-regulate the IL-7 

production in human intestinal epithelial cells through IFN regulatory factors 1 and 2 

(IRF-1, 2) via an IFN regulatory factor element (IRF-E) acting on the 5’ flanking 

region of the human IL-7 gene (80). Other factors like transforming grow factor-  

(TGF-  (81) and flagellin (82) have been reported to negatively modulate the IL-7 

production. On the other hand, IL-1 and TNF-  have been shown to up-regulate IL-7 

production from stromal cells (83). Recently, a study showed that in vivo, commensal 

microflora drives IFN-  production by lymphocytes, which in turn promotes IL-7 

production from intestinal epithelial cells and the survival of IL-7-dependent 

lymphocytes. Interestingly, the combination of IFN-  with the commensal microflora 

promotes a steady-state IL-7 production in the intestine (84).  

IL-7 is considered as an obligate survival factor for several subsets of progenitor and 

mature lymphoid cells. Mutations in the IL-7 gene or its receptor complex in mice 

resulted in impaired IL-7 production and IL-7 mediated signaling; upon these 

conditions the mice became severely lymphopenic, with T cell depletion at both 

primary and peripheral lymphoid sites and  with T cell numbers decreased 10–20-folds 

(85). The absence of IL-7 triggered apoptotic processes in IL-7 dependent cells, as 

shown by increased annexin V binding to the cell membrane and DNA fragmentation 

(86). More recently it has been shown that IL-7 is required for homeostatic survival of 

peripheral T lymphocytes. Under T cell deficient conditions, naïve T cells were able to 

expand in mice lacking other cytokines, such as IL-4 or IL-15, but not in mice lacking 

IL-7 , and the same was shown for memory CD+8 T cells (87). 

1.3.2 IL-7 receptor 

The IL-7 receptor (IL-7R) belongs to the cytokine receptor family. The IL-7R consists 

of two components: the IL-7 receptor alpha chain ( ) also named CD127 and a 

common gamma chain ( c) (CD132) which is shared by the receptors for IL-2, IL-4, 

IL-7, IL9, IL-15 and IL-21. The cytoplasmic domains of the IL-  are required 

for STAT5A/B activation which is followed by signal transduction. Studies conducted 

in mice have shown that IL-  -deficient mice presented with similar features 
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characterized by diminished T cell numbers and impaired lymphocyte development 

(88). These data indicate that both IL-  to mediate the biological 

effects of IL-7 on the target cells. 

The IL-7R  chain is expressed on different cell types. In human hematopoietic cells, 

IL-7R  is expressed on developing T and B cells, mature T cells (both naïve and 

memory T cells), natural killer cell (NK) and DCs. Other human cell types such as 

intestinal epithelial cells, endothelial cells, bone marrow stromal cells, cancer cells of 

colorectal, lung, and breast origin also express the IL-7R . 

IL-7R  gene is located in human chromosome 5p13, which contains 8 exons; the IL-

7R  gene encodes the IL-7R  proteins which is comprised of 439 aa and has a 

molecular weight of 49.5kD. The IL-7R  is a glycoprotein trans-membrane receptor 

including a single 25 aa transmembrane domain and a cytoplasmic tail of 195 aa.  

IL-7R  expression on cell surface is regulated by different factors. It has been shown 

that the IL-7R  expression is increased by glucocorticoids in T cells and cell lines (89), 

by TNF in mice T cells, by IFN-  and IFN-  in mice and human cell lines (90). The 

expression of IL-7R  in T cells is suppressed by different inhibitors. The expression of 

the IL-7R  is suppressed by its ligand IL-7 (91) and also by some of the cytokines 

belonging to the common c receptors IL-2, IL-4, IL- 15 and other pro-inflammatory 

and anti-inflammatory cytokines including IL-6 (91, 92).  The T cell receptor (TCR) 

when activated also inhibits the IL-7R  expression (89, 93).  The expression of IL-7R  

on T cells is down-regulated during HIV-1 infection (94, 95).  It has been shown that 

soluble HIV-1 Tat protein removes the IL-7R  from the surface of resting CD8+ T 

cells. HIV-1 Tat protein targets IL-7R  for degradation via the proteasome leading to 

reduced IL-7 signaling and impaired CD8+ T cell proliferation and function (95, 96). 

When IL-7R  is expressed in cells it binds to its specific ligand IL-7 and will induce 

cell survival and proliferation. However, over expression of IL-7R  is also associated 

with some negative effects such as induction of inflammatory bowel disease (97) and 

induction of lymphoma in transgenic mice (98). On the other hand, studies conducted 

in gld mice that lacked the IL-7R  expression, or where the IL-7R  expression was 

blocked, showed a pattern of inhibition of T cell proliferation and survival (99). 
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1.3.3  IL-7/IL-7R signaling pathways 

When IL-7 binds to its specific receptor, different signaling pathways linked to the IL-7 

receptor are activated in order to obtain different biological effects in the target cells 

(Fig. 2). 

1.3.3.1 JAK-STAT pathways 

- JAK3: Janus kinase (JAK) 3 is a protein belonging to the family of intracellular 

tyrosine kinases. JAK3, which is recognized as the first step in the signal transduction 

cascade from the IL-7 receptor, is constitutively associated with the carboxy-terminal 

region of the  receptor. In humans, mutations in the JAK3 gene result in a 

disease similar to the XSCID (X-linked Severe Combined Immune Deficiency) 

caused  (100). The main function of the JAK3 signaling 

pathway is to protect the cell from apoptotic death. 

- JAK1: JAK1 is associated with the IL-  chain and phosphorylated following IL-7 

binding to the IL-7R . The protein tyrosine kinase Pyk2, which is related to the focal 

adhesion kinase, was shown to be associated with JAK1 and to play a role in survival 

of a thymocyte cell line (101). JAK1 activity is required for the IL-7 mediated 

inhibition of TGF-  production and signaling by fibroblast (102). It has been shown 

that mice deficient in JAK1 exhibited severely impaired thymic development and no 

hematopoietic colony formation in response to IL-7 (103). 

- STATs: STATs (Signal Transducer and Activator of Transcription factors), are a 

family of transcription factors containing SH2 domains that are involved in cytokine 

mediated signal transduction through the cytoplasmic region of cell surface receptors. 

There are 7 different members (STAT1 to STAT4, STAT5A, STAT5B and STAT6) in 

the STATs family which are activated through JAK. 

It has been shown that IL-7 can activate STAT1 and STAT3 (104), but animals 

deficient in STAT1, 2, or 3 do not show defects in thymocyte development. The SH2 

domain of STAT5 docks at tyrosine 449 of the IL-7R  to start the signaling pathway. 

STAT5 signaling pathway is known for its anti-apoptotic activity which is exerted 

through the regulation of expression of several Bcl-2 family members and caspases. It 

has been shown that IL-7 is required for the survival and development of T 

lymphocytes, IL-7 is also required for the survival of pre and pro B cells by inducing 
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the expression of the anti-apoptotic factors Bcl-2, Bcl-xL, Mcl-1 and by reducing the 

expression of the death proteins Bax,  Bad and Bim (65).  

1.3.3.2 PI3 kinase pathway 

The phosphatidylinositol 3 (PI3) kinase is one of the downstream pathways of IL-7 that 

regulates cell survival and proliferation of different cell types. The PI3 kinase pathway 

has been demonstrated to be important for B and T cell development. 

In human T cells, JAK3 associated with the p85 subunit of PI3 kinase following IL-7 

stimulation leads to induction of PI3 kinase activation by phosphorylating p85. The 

activation of PI3 kinase is essential for IL-7 mediated survival and proliferation of 

human T cell precursors (65). 

IL-7 induces activation of AKT, a key downstream target of PI3 kinase, in IL-7 

dependent mouse thymocyte cell line (105)  and human thymocytes (106). In turn, 

activated AKT phosphorylates the dead protein Bad, and p27. In addition, AKT also 

regulates an additional dead protein Bim, through the phosphorylation of forkhead 

transcription factor FoxO3. By regulating the expression of the dead proteins Bad, p27 

and Bim, IL-7 is involved in the regulation of cell survival and cell proliferation  

through the PI3kinase/AKT pathway (65). 

1.3.3.3 Src kinase pathway 

The Src family protein kinases (SFKs) are membrane- associated non-receptor protein 

tyrosine kinases that include nine members Src, Lck, Hck, Fyn, Blk, Lyn, Fgr, Yes and 

Yrk. It has been shown that IL-7 activates Src kinases. IL-7 stimulation of  pre- B cell 

lines leads to the activation of p59fyn and p53lyn (107). Binding of IL-7 to the IL-7R 

results in the activation of p56lck and p59fyn of Src kinases, but these are unlikely to 

be the only pathways responsible for the proliferation of activated T cells in response to 

IL-7 (108). In peripheral T cells, IL-7 provides signals in addition to the TCR signaling 

pathways mediated by lck/fyn for the cell survival and proliferation (109).  However,  

the IL-7/IL-7R  activation of the Src kinase pathways leads to different degrees of cell 

proliferation and homeostasis (65).  
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1.3.3.4 IL-7 in metabolism 

It has been shown that IL-7 participates in the maintenance of cellular metabolic 

activity through the cellular uptake of glucose. In a IL-7 dependent thymocyte line, 

glucose uptake was  reduced following withdrawal of the cytokine (110). The 

expression of glucose transporter type 1 (GLUT1), a protein involved in cellular 

glucose transport, is regulated by the down-stream substrate of PI3 kinase, AKT. IL-7 

promotes GLUT1 expression and increases glucose uptake in leukemic T cells through 

PI3K and ATK(65). 

 

Figure 2. Outline of IL-7/IL-7R signaling pathways. Activation of different down-
stream components of the IL-7R pathway can lead either to cell survival and/or 
proliferation. 

 

1.3.4 IL-7 and IL-7R  in lymphopenic condition 

A study on the serum IL-7 levels in children, before and after 8 weeks from bone 

marrow transplantation, showed a strong inverse correlation between the circulating IL-

7 levels and the absolute number of lymphocytes (111). This inverse correlation trend 

between the IL-7 levels and number of CD4+ T cells was also observed in children and 

adult patients receiving cancer therapy and HIV-1 infected patients (94, 112, 113). In 
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cancer patients treated with cytotoxic chemotherapy, the circulating IL-7 levels 

increased following CD4+ T cell depletion induced by chemotherapy; IL-7 serum 

levels returned to baseline following recovery of CD4+ T cell counts after completion 

of therapy.  

In HIV-1 infected patients, elevated IL-7 level declines as recovery of the CD4+ T cell 

counts take place after effective ART. The inversed correlation of serum IL-7 levels 

with the numbers of CD8+ T cells and B cells is weaker as compared to CD4+ T cells 

(113). Similar relationships were not observed between the number of lymphocytes and 

other cytokines including IL-2, IL-4, IL-6, IL-2 and IL-15. This suggested that the 

relationship of IL-7 and lymphocyte number was unique, and reflected the role of IL-7 

in regulation of T cell homeostasis, in stimulation of lymphocyte development and 

maintenance of peripheral T lymphocytes, especially CD4+ T cells. 

As previously described, the binding of IL-7 to the IL-7R receptor leads to intracellular 

signaling. It has been shown that the IL-7R  is down-regulated in some chronic 

infections such as Epstein-Barr virus (EBV), cytomegalovirus (CMV), hepatitis C virus 

(HCV) and HIV-1 infection (114, 115).  During lymphopenic condition associated with 

HIV-1 infection, there is a decrease in the IL-7R  expression on both CD4+ and CD8+ 

T cells (94, 116, 117). It has been shown that T cells expressing low levels of IL-7R  

also express lower levels of the anti-apoptotic Bcl-2 molecule as compared with the IL-

7R -high T cells in the same donors (94). 

The mechanisms leading to high level of circulating of IL-7 and IL-7R  down-

regulation during HIV-1 infection are not yet clarified. There are however some 

possible explanations for these phenomena. An “altruistic” hypothesis has been 

proposed implying that a T cell that has been exposed to IL-7, and received a sufficient 

survival signal, would cease consuming IL-7 by down-regulating IL-7R expression thus 

allowing other cells to receive a survival signal (65). Moreover, since in HIV-1 

infection the IL-7R  is down-regulated on T lymphocytes, the efficiency of IL-7 on T 

cells survival decreases due to lower  consumption in spite of the high IL-7 levels in 

circulation (118). Another possible explanation is that during HIV-1 infection, IL-7 

may be accumulated in view of the fact that the number of CD4+ T cells is reduced. 

The HIV-1 Tat protein acts by inducing IL-7R  down-regulation, even in presence of 

high IL-7 levels (119).  
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In HIV-1 infection the majority of IL-7R  low T cells are previously activated antigen-

specific T cell clones in late differentiation stages. That suggests the chronic antigenic 

stimulation to provide a driving force for IL-7R  down regulation (119).  

 

1.4 IMMUNE ACTIVATION IN THE GUT MUCOSA DURING HIV-1 
INFECTION 

The intestinal mucosa plays an important function as an immunological barrier to 

pathogens of the outside environment, and also permits a peaceful coexistence with the 

commensal flora. It has been shown that the GI tract is the largest lymphoid organ in 

the body, with an estimated surface area 200 times larger than that of the skin (120).  

The epithelial layer of the GI tract consists of intestinal epithelial cells (IECs) 

connected by tight junctions, mucus-secreting goblet cells and antimicrobial-peptide-

producing Paneth cells. Interspersed throughout the intestinal epithelium are the GALT, 

including Peyer’s patches in the small intestine and isolated lymphoid follicles in the 

colon, which contain immunoglobulin (Ig) A-secreting plasma cells. These different 

cell populations create and support a mucus layer, containing IgA and antimicrobial 

peptides, which dramatically reduces the number of bacteria at the barrier between the 

epithelium and lumen (121). 

HIV-1 infection causes damage on the GI tract structure. It has been shown that the 

HIV-1 Tat protein inhibited the glucose uptake of enterocytes and that the HIV-1 gp120 

induced increase of calcium concentration in enterocytes leading to a decreased ability 

of intestinal epithelial cells to maintain the ionic balance. In chronic infection, HIV-1 

causes the damage of intestinal epithelial barriers through apoptosis of enterocytes and 

decreased luminal defensin. Also in the gut there is a massive depletion of CD4+ T 

cells and a high number of infected CD4+ T cells which release virions continuously. 

Due to the damage of the epithelial barrier there is an increase in microbial 

translocation and an increased permeability of the intestinal epithelial barrier (122). 

In acute infection: Studies conducted during the acute phase of SIV infection in rhesus 

macaques demonstrated a rapid and almost complete loss of CD4+ T cells from the 

intestinal lamina propria (39). The depletion of CD4+ T cells occurs at all mucosal 

surfaces examined regardless of the route of infection, and was found to be due to HIV-1 

targeting of CCR5+ memory CD4+ T cells which are the largest proportion of mucosal 
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CD4+ T cells. It has been shown that 60% of the mucosal memory CD4+ T cells are 

infected at the peak of viremia during acute phase of SIV infections, and in the infected 

animals 80% of the infected cells are depleted within 4 days from the infection (123).  

During HIV-1 infection in human, it was shown that a substantial level of CD4+ T cell 

depletion occurs in the GI tract during HIV-1 infection; this pathogenic feature, which 

occurs preferentially within the CCR5+T cells, can be found both during the early and 

the chronic phases of HIV-1 infection (37, 38). Patients treated with ART during the 

early stages of HIV-1 infection showed a more efficient reconstitution of CD4+ T cells 

in the GI tract than individuals treated with ART during chronic HIV-1 infection (124). 

 

Figure 3.  Immune responses in gut and HIV-1 pathogenesis. Acute HIV-1 infection 
leads to CD4+ T cell death (black) in the gut, which destructs the mucosal barrier and 
increases microbial translocation. Bacteria and bacterial components stimulate 
immune cells to produce pro-inflammatory cytokines, which contribute to chronic HIV-
1 infection and immune activation. In turn, chronic immune activation leads to CD4+ 
(blue) and CD8+ (green) T cells expansion, thus creating more targets for direct 
infection of CD4+ T cells (red). Chronic immune activation stimulates HIV-1 
replication and also results in lymph node fibrosis, which limits lymph node function to 
support healthy T cell homeostasis. Due to the fibrosis, CD4+ T cells are retained in 
lymph nodes and become targets for direct HIV-1 infection and die. DCs, dendritic 
cells; LPS, lipopolysaccharide; LN, lymph node; IL, interleukin; TNF, tumor necrosis 
factor; INF,  interferon.  (Adapted from Brenchley J, Nature Immunology, 2006).  
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Different mechanisms are proposed to explain the loss of T cells in the GI during HIV-

1 infection. Depletion of T cells can be a direct or indirect effect of the infection: 

accordingly loss of CD4+ T cells may be mediated by direct infection (34),  or caused 

by an immune-mediated clearance of infected cells, or bystander apoptosis (35) through 

CD95-CD95L dependent mechanism (38), or a combination of these mechanisms.  

During the acute phase of HIV or SIV infection opposite to the depletion of CD4+ T 

cells, there is an expansion and/or an influx of CD8+ T cells in the GI tract. However, 

these CD8+ T cells fail to clear the virus or prevent virus replication and dissemination 

during primary HIV-1 infection (125).  

In chronic phase: Immune activation in HIV-1 chronic infection is an almost 

pathognomic feature and one of the strongest predictors of disease progression. Some 

of the manifestations of the chronic immune activation occurring during HIV-1 

infection are increased T cell turnover, increased frequencies of T cells with activated 

phenotype and increased serum levels of pro-inflammatory cytokines and chemokines 

(Fig. 3).   

In the GI tract, during chronic HIV-1 infection, a depletion of the CD4+ T cells 

continues to occur and this process worsens the damage occurring in the immune 

system during the acute phase of infection (126). The GI mucosal barrier suffers a 

serious immunological and structural insult from the very early phases of the infection 

and this process continues during the chronic phase of HIV-1 infection. Damage to the 

GI tract during HIV-1 infection may result in microbial translocation. Recently, a study 

has shown that chronically HIV-1 infected individuals have significantly increased 

levels of plasma LPS as compare to healthy individuals. Microbial products such as 

LPS, peptidoglycan and bacterial CpG DNA can directly stimulate the innate immune 

system through the TLRs or other receptors. The study suggested that microbial 

translocation may be an important mechanism causing systemic immune activation 

during chronic HIV-1 infection (28).  

In chronic HIV-1 infection, there is a robust and often poly-functional CD8+ T cell 

response which continuously attempts to fight the HIV-1 infection in the GI tract and to 

control viral replication at certain level. However the CD8+ T cells cannot clear the 

chronic HIV-1 infection (127). 
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1.5 ANTIRETROVIRAL THERAPY AND IMMUNOTHERAPY 

1.5.1 Antiretroviral therapy 

ART is considered as the best option for HIV viral suppression and for reduction of 

morbidity and mortality during HIV infection (128, 129). In spite of the fact that 

current drugs do not eradicate HIV-1 infection, they help to prolong the relatively 

healthy life of treated patients as compared to patients who do not receive ART. To 

date, at least 5 ART drug classes have been recommended to be used for the treatment 

of HIV infection by the World Health Organization (WHO): Nucleoside reverse 

transcriptase inhibitors (NRTIs), Nucleotide reverse transcriptase inhibitors (NtRTIs), 

Non-nucleoside reverse transcriptase inhibitors (NNRTIs), Proteases inhibitors (PIs) 

and Integrase strand transfer inhibitors (INSTIs) (130). ART is lifelong treatment, and 

it is currently recommended to use the combination of at least 3 medicines so called 

highly active antiretroviral therapy (HAART).  

Since HIV is genetically highly variable and the patients require lifelong treatment with 

ART, the major problems with the current therapy are the emergence of drug resistant 

HIV strains and side effects. In addition, HIV therapy is very expensive and patients 

under ART treatment need to be monitored regularly and frequently with costly 

laboratory tests including determination of CD4+ T cells counts and viral load, 

rendering ART not easily accessible to all HIV infected patients in developing 

countries (131).  

Under ART, the viral replications is suppressed to a low level and the peripheral blood 

CD4+ T cell number is increased leading to a certain degree of immune reconstitution. 

A study in the GI tract showed that ART resulted in the viral load reduction, an 

increased number of CD4+ T cells and a modest reduction in the number of apoptotic 

cells in the rectal tissue (132). However, CD4+ T cell recovery in the tissue was poor 

and occurred at a much slower rate than the increased of CD4+ T cells in peripheral 

blood (124, 133). 

1.5.2 Immunotherapy 

In addition to conventional ART, immunotherapy strategies have been investigated to 

improve immunological recovery during HIV infection. Several approaches have been 

undertaken which yet have not given a final proof of clinical benefit. 
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Adoptive therapy: In a adoptive therapy study, infused antigen-specific CTLs showed 

the capacity to home to sites of virus replication, to retained lytic functions in vivo, and 

transiently reduce the levels of circulating, productively infected CD4+ T cells (134). 

IL-2 therapy: IL-2, which is produced by activated T cells, induces proliferation and 

cytokine production in T cells, B cells, NK cells and T regulatory cells (T reg). IL-2 has 

been extensively studied in phases I-II trials, with the administration of IL-2 by 

subcutaneous injection twice/per day. IL-2 led to increased CD4+ T cells numbers in 

HIV-1 infected patients (135-138) and also to a significant increase of the survival of  

CD4+ T memory cells (139). The studies suggest that IL-2 could help in maintaining 

the functionality of immune cells important for host defense against new antigens as 

well as for long-term memory to opportunistic infections. To investigate the roles of IL-

2 in clinical benefits during HIV-1 infection, two large phase III trials were conducted. 

The ESPRIT (Evaluation of Subcutaneous Proleukin in a Randomized International 

Trial) study was conducted in patients with CD4+ T cell count> 350 cells/ l and the 

SILCAAT (Subcutaneous, Recombinant, Human IL-2 in HIV-Infected Patients with 

Low CD4 Counts under Active Antiretroviral Therapy) study in patients with CD4+ T 

cells between 50-299 cells/ l. Both studies compared the effect of IL-2 plus ART with 

ART alone. The primary end-point of both studies was opportunistic disease or death.  

The CD4+ T cell counts were significantly higher in the IL-2 treated group as 

compared to patients included in the control group. However, no clinical benefit of IL-2 

was found in either studies since the increase in CD4+ T cells did not reduce the risk of 

opportunistic infections and death (140).  

IL-7 therapy: This cytokine plays an important role in T cell homeostasis, and 

contributes to T cell development and survival. One prospective open-label, phase I 

IIa trial was conducted to investigate the safety and efficacy of IL-7 administered to 

HIV-1-infected patients treated with HAART. The trial included 13 HIV-1 infected 

patient under HAART with CD4+ T cell counts between 100 and 400 cells/ l and 

plasma HIV-1 RNA levels < 50 copies/ml. Recombinant human (rh) IL-7 was 

administered (in presence of HAART) with eight subcutaneous injections of two 

different doses three times a week for a period of 16 days. The rhIL-7 was well 

tolerated with minor side effects and induced a sustained increase of naive and central 

memory CD4+ and CD8+ T cells. The study showed that in lymphopenic HIV-1 
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infected patients, rhIL-7 therapy induced a substantial quantitative increase in T cells 

for 48 weeks (141).  

In the phase I prospective randomized placebo-controlled study, AIDS clinical trials 

group (ACTG), a single subcutaneous dose of rhIL-7 was well tolerated with biological 

activity leading to increased numbers of circulating CD4+ and CD8+ T cells, 

predominantly of the central memory phenotype. The number of T reg cells (CD25high 

CD127low) number was not affected by rhIL-7 therapy (142). 

The studies showed that rhIL-7 therapy led to a sustained increase of naive and central 

memory CD4+ and CD8+ T cells, and improved T cell function by inducing IFN-

and/or IL-2 in response to HIV antigen; these results suggest that patients may benefit 

from intermittent therapy with IL-7 in combination with ART.  

IL-7 therapy was well tolerated in HIV-1 infected patients. However, there are some 

points which need to be considered. Experiments conducted in vitro showed that IL-7 

may up-regulate HIV-1 replication(143), and can enhance HIV-1 proviral reactivation 

(144). A transient level of elevated HIV mRNA was observed in plasma in 4 of 8 

patients receiving 10 g/kg rhIL-7 dose in (141) and 6 of 11 rhIL-7 treated patients in 

(142).  In this latter study, at day 56, HIV viral load returned to <50copies/ml in all 

except one patient.  In addition, in one study (142) the T reg population was studied; 

since it was concluded that this population, on the contrary of CD4+ T cells, was not 

expanded the risk remains that development of autoimmunity or other immune 

dysregulations may accompany IL-7 treatment.  

IL-12, IL-10, and IL-15 therapies: IL-12 stimulates T lymphocytes and NK cells to 

generate a Th1-type immune response. A randomized phase I study was conducted to 

assess the effect of rhIL-12 therapy in HIV-1 infected patient under HAART. The 

result showed that IL-12 was well tolerated but had no effect on T lymphocytes 

subpopulations, antigen specific immune response or viral load (145). The studies on 

IL-10 and IL-15 therapy also showed no clinical benefit (146, 147). 

HIV vaccines: The development of safe prophylactic and therapeutic vaccines with 

high efficacy is an important goal for the HIV research field. An ideal HIV vaccine 

should induce cross-neutralizing antibodies against wild-type R5 virus from different 

clades, strong and broad CD4+ T cells and CD8+ T cells responses and create long-

term memory and mucosal immunity (148). Several approaches have been used for 
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vaccine development such as using live attenuated, inactivated, virus-like particles, 

DNA and recombinant vaccines (149). However, despite intensive research, the 

development of a good candidate vaccine remains elusive. The challenge of developing 

a HIV vaccine needs new approaches and require new basic research insights (150).
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2 AIMS OF THE THESIS 

 

The overall aim of thesis is focused on the regulation of production and role of IL-7 in 

HIV-1 infection. The specific aims of the thesis include: 

1. To analyze the relationship between serum IL-7 concentrations and T cell 

numbers in HIV-1 infected patients with variable degree of immune 

dysfunction. 

2. To evaluate the role of CD28- T lymphocytes in inflammatory conditions and 

immune activation through the modulation of DC and T cell responses during 

HIV-1 infection. 

3. To investigate the role of IL-1  and IFN- , cytokines produced during 

inflammatory conditions, in regulation of IL-7 production by stromal and 

intestinal epithelial cells.  

4. To investigate the mechanism through which high levels of IL-7 lead to up-

regulation of CD95 receptor on B cells and increased B cell apoptosis during 

HIV-1 infection. 

5. To analyze the relationship between levels of inflammatory cytokines and IL-7 

during HIV-1 infection. 
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3 MATERIALS AND METHODS 

The materials and methods used in the studies enclosed in this thesis are summarized in 

the following sections. 

3.1 PAPER I 

Patients: Serum samples and data on T cells numbers were collected for 19 treatment 

naïve, chronically HIV-1 infected patients in a study period between 13-56 months 

during 1983-1987 at the Karolinska University Hospital. In addition, 45 HIV-1 infected 

patients from a previously characterised long-term nonprogressor (LTNP) cohort (151) 

together with 16 ART-treated, chronically HIV-1 infected individuals from the San 

Raffaele Institute (Milan) were included in the study.  The ethical commissions at the 

Karolinska Institutet and San Raffaele Institute approved the studies.  

Measurement of IL-7 in serum: IL-7 concentration in serum was determined by the 

Enzyme-linked immunosorbent assay (ELISA) Quantikine high sensitivity 

immunoassay (R&D Systems, Minneapolis, MN, USA) according to manufacturer’s 

recommendations.  

Statistical analysis: Statistical analyses were performed with the Sigmastat program 

(SPSS Inc., Chicago, IL, USA). Linear regression analysis or Spearman rank order 

correlation was used to analyse the association and correlation between the variables. 

IL-7 concentrations in different cohorts were compared using t-test. 

3.2 PAPER II 

Patients and controls: Blood samples were obtained from 12 HIV-1 infected patients, 

9 on combination therapy and 3 treatment naïve. The viral load ranged between <50 

and 139 000 copy/ml, and the mean CD4+ T cell count was 474 cells/ l. Blood was 

also collected from 8 healthy donors. The ethical commission at the Karolinska 

Institutet approved the studies. 

Cellular studies: The CD28- and CD28+ T cell subsets were purified by cell sorter or 

magnetic separation from peripheral blood. The monocyte-derived DCs were 

produced by culturing purified monocytes with Granulocyte-macrophage colony-



 

24 

stimulating factor (GM-CSF) and IL-4 for five days. The cell markers were measured 

by flow cytometry.  

Cell proliferation was assessed as it follows. Naive T cells isolated from healthy 

individuals were stained with carboxyfluorescein (CFSE) and then cultured at the 

density of 106/ml in the presence of DCs (105/ml) pre-treated for 24 hours with 

CD28+, CD28+CCR7-, and CD28- T cells. Proliferation of the CFSE-labeled T cells 

was analyzed after four days of activation using flow cytometry. 

The production of cytokines in cell culture supernatants, including IL-12, IL-10 and 

TNF, was measured by ELISA. 

3.3 PAPER III. 

Cell lines and culture conditions: The human colon adenocarcinoma epithelial cell 

line DLD-1 and the human bone marrow stromal cell line HS27 were cultured in 

RPMI-1640 medium and Dulbecco’s modified Eagle’s medium (DMEM; Sigma, St 

Louis, MO, USA), respectively, with 2 mM L-glutamine, 1% penicillin–streptomycin 

and 10% heat-inactivated foetal bovine serum (Sigma) in polystyrene flasks with 5% 

CO2 at 37 °C. Both cell lines were obtained from the American Type Culture 

Collection (ATCC). 

The cells were seeded in polystyrene 12-well plates (Corning Incorporated, Corning, 

NY, USA) with medium at a density of 3 × 105 cells/ml for 36 h prior to each 

experiment. For the experiments, the cells were washed with phosphate-buffered 

saline (PBS) and fresh medium was added with or without the cytokines: IL-

(10 ng/ml), IFN-  ng/ml), TNF-  ng/ml), IL-2 (10 ng/ml) or the combination 

of IL- - was added for 6 h (for mRNA expression) or for 24 h (for protein 

determination). 

Flow cytometric analysis of cytokine and chemokine receptors on DLD-1 and HS27 

cells: Cell surface markers of DLD-1 and HS27 cells were investigated by staining 

the cells with different antibodies and analysis by Flow cytometry; the data was 

analyzed by WinMDI 2.9 software (Joseph Trotter, La Jolla, CA, USA). 

Relative quantification of human IL-7 mRNA in cell lines: Cellular RNA was isolated 

from DLD-1 and HS27 cell lines using RNeasy Mini Kit (Qiagen, Hiden, Germany). 

Complementary DNA (cDNA) was synthesized by the Ready-To-Go You-Prime 
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First-Strand Bead Kit (GE Healthcare Bio-Sciences Corp, NJ, USA) and random 

primers (Invitrogen, CA, USA). 

Relative quantification real-time polymerase chain reaction (PCR) assay was 

performed by 7900HT ABI PRISM Sequence Detector System (Applied Biosystems) 

with the human IL-7 assay on-demand kit (catalogue number Hs00174202_m1) and 

the glyceraldehyde 3-phosphate dehydrogenase (GAPDH) assay (catalogue number: 

4333764F) as an endogenous calibrator (Applied Biosystems, Foster City, CA, USA). 

The relative expression levels of IL-7 mRNA in the cells, previously stimulated with 

different cytokines, were compared to the average of IL-7 mRNA expression levels 

on non-stimulated cells and normalized to the GAPDH mRNA expression levels by 

the 2[-Delta Delta C(T)] method. 

Expression gene profiles using the Affymetrix microarray platform: Total RNA was 

harvested from the HS27 cell line at 6 h after stimulation with either IL- -

or the combination of both cytokines; non-stimulated cells were used as controls. 

RNA was harvested from three independent experiments for each type of stimulation 

(IL- - gene expression profiling was performed 

by using the whole-genome microarray Human Gene 1.0 ST Affymetrix platform 

(Affymetrix, Inc., Santa Clara, CA, USA) according to standard manufacture’s 

protocols. Image analysis was performed using Affymetrix Command Console 

(AGCC) v 1.1, and downstream processing was performed with Affymetrix 

Expression Console (EC) v 1.1. 

Measurement of IL-7 and chemokines: IL-7 concentration in the culture supernatant 

was determined by Quantikine HS high-sensitivity ELISA kit (R&D Systems); the 

detection range of this cytokine in the supernatant was 0.156–10.0 pg/ml. The levels 

of CCL5, CCL20 and CXCL11 in the HS27 and DLD-1 culture supernatants were 

also tested by Quantikine HS high-sensitivity ELISA kits (R&D Systems). All 

samples were run in duplicate. 

Statistical analysis: Statistical analyses were performed with Sigmastat software 

(SPSS Inc., Chicago, IL, USA). Pearson product-moment correlation coefficient test 

was used to measure the correlation between IL-7 and other cytokines. Student’s t-

test was used to compare the mean values of IL-7 mRNA expression in cells or IL-7 

concentration in culture supernatants between different treatments. 
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3.4 PAPER IV 

Blood collection and cell culture: Blood samples were collected from healthy blood 

donors and from 51 HIV-1 infected patients, 49 men and 2 women. 31 patients were on 

combination therapy and 20 were not treated. The ethical committee at the Karolinska 

Institutet approved the studies. PBMCs were separated by Ficoll gradient centrifugation 

(Lymphoprep, Oslo, Norway). For cell cultures monocytes, T and B lymphocytes were 

separated using respectively the CD14 human microbeads, the Pan T cell Isolation Kit 

and B cells isolation kit II (Miltenyi Biotech, Bergisch Gladbach, Germany). The purity 

of the selected cell populations was 90-97% as measured by flow cytometry. Cells were 

cultured at a density of 1 x106 cells/ml in RPMI-1640 containing L-glutamine, 10% 

FCS and antibiotics.  

Flow cytometric analysis: Flow cytometric analysis of stained cells was performed by 

using a FACS LSR II (Becton Dickinson, San Diego, CA) and the data were analysed 

with FlowJo v. 8.4.4 software (Tree Star Inc., Ashland, OR). 

Apoptosis detection: CD95 mediated apoptosis was triggered by human recombinant 

CD95 ligand (CD95L) (1mg/ml), cross-linked with 20 mg/ml anti-His antibody (both 

from R&D System, Minneapolis, MN). FITC-conjugated Annexin V reagent (BD 

Pharmingen) was used to measure apoptosis according to manufacturer’s instructions. 

The fractions of cells stained as Vivid negative-Annexin V positive CD3 positive (T 

lymphocytes), or CD19 positive (B lymphocytes) were considered as apoptotic cells. 

Protein Array: Sorted B cells were incubated in IL-7 treated or non treated T cell 

supernatants for 30 minutes and the phosphorylation patterns was determined using the 

Human Phospho-Kinase Array Kit (R&D Systems) according to manufacturer’s 

instruction. 

Detection of IFN- : IFN-  mRNA levels in T cells were detected by real-

time PCR with a 7900 CD95T ABI PRISM Sequence Detector System (Applied 

Biosystem).  

Measurement of cytokine concentrations: IFN-  in culture supernatants was measured 

by ELISA (BD Pharmingen). Level of IFN- , IL-7 and IL-2 in HIV-1 plasma samples 

were quantified by Luminex technique with Milliplex® Map kit, High Sensitivity 
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Human Cytokine Immunoassay (Millipore Corporation, 290 Concord Road, Billerica, 

MA 01821, USA).  

Statistical analysis: Statistical analysis was performed using the Prism (version 5.0a for 

Mac OS X, GraphPad Software, La Jolla, CA) using t test and Spearman test.  

3.5 CORRELATION OF IL-7 WITH INFLAMMATORY CYTOKINES IN HIV-1 
INFECTED PATIENTS RECEIVING ART THERAPY IN VIETNAM 
(UNPUBLISHED RESULTS) 

Sample collection: Blood samples were collected from 18 HIV-1 infected individuals, 

classified as AIDS.  at the Tayho District Health Center, Hanoi, Vietnam. Among these 

patients 11 were males and 7 females; the mean age was 32 years. After obtaining 

written informed consent, blood was collected from all patients at six time points 

during 1-year period corresponding to start of treatment and 2 weeks, 1, 3, 6 and 12 

months after the start of the treatment. Blood samples from 24 healthy HIV negative 

individuals, age and sex matched, were also collected. The Hanoi Medical University 

Review board in Bio-medical Research Ethic approved the study. 

CD4+ T cell count: CD4+ T cells were measured by BD FACScount (Becton 

Dickinson, USA) in all fresh blood samples. 

HIV-1 viral load: HIV-1 viral load was determined in plasma by the COBAS TaqMan 

HIV-1 Test (ROCHE Molecular Systems, Inc., Branchburg, NJ, 08876 USA). 

Measurement of cytokine concentrations: The concentration of IL-1 , IL-2, IL-7 and 

IFN-  were simultaneous quantified in plasma samples by Luminex technique with 

Milliplex® Map kit, High Sensitivity Human Cytokine Immunoassay (Millipore 

Corporation, 290 Concord Road, Billerica, MA 01821, USA).  

Statistical analyses: Statistical analysis was performed with Sigmastat software 

(SPSS Inc., Chicago, IL, USA) using Pearson product-moment correlation coefficient 

test, ANOVA on ranks and t test. 
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4 RESULTS AND DISCUSSION 

4.1 RELATIONSHIP BETWEEN IL-7 LEVELS AND T CELL COUNTS IN 
HIV-1 INFECTED PATIENTS (PAPER I) 

It has been shown that during HIV-1 infection a negative correlation exists between 

high levels of IL-7 and CD4+ T cell counts in blood (94, 112, 113). In this 

lymphopenic condition the high IL-7 levels can be a potent factor to promote the 

recovery of T cells through increased survival and proliferation. However it is still not 

fully understood what exactly regulates the IL-7 production and the roles of IL-7 in 

controlling homeostasis of T lymphocytes during HIV-1 infection. We got the 

opportunity to analyze longitudinal samples collected at multiple time points from 

HIV-1 infected individuals naïve to treatment, and specimens from ART- treated 

patients and LTNPs (paper I). We investigated the IL-7 levels in relation to different 

subgroups of T cells in HIV-1 infected patients with different degree of 

immunodeficiency. 

In the treatment naive HIV-1 infected individuals, we measured the IL-7 levels at 2-4 

time points during a period of 13-56 months and observed a correlation of IL-7 with 

different groups of T cells. In this study group, we found no correlation between IL-7 

levels and CD4+ T cells, but we observed a statistically significant negative correlation 

between IL-7 and CD8+ T cells and CD3+ T cells.  This indicated a potential role of T 

cell lymphopenia in increased serum IL-7 levels in ART naive individuals. However, 

we did not observed any correlation between the changes of T cell numbers during the 

study period with the IL-7 levels. This finding may indicate that during the late phase 

of HIV-1 infection high levels of IL-7 may not be efficient to stimulate the increase of 

T cell numbers. 

We analysed samples collected at different time points from chronic HIV-1 infected 

patients naïve to treatment in order to assess the changes of IL-7 levels in relation to the 

numbers of CD4+ T and CD8+ T cells over time. We found a wide variation in the 

correlation of IL-7 with CD4+ and CD8+ T cells among the patients that may reflex 

individual differences. This suggests that IL-7 levels may play a role in certain patients 

during chronic HIV-1 infection, perhaps only in those patients whose immune system is 

yet not exhausted and is able to respond to IL-7 for T cell homeostasis.  
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A recent study showed that HIV-1 infection led to collagen deposition and fibrosis 

which restricted T cell access to the survival factor IL-7 on the fibroblast reticular cells 

(FRC), a source of IL-7 production, resulting in apoptosis and depletion of T cells (46) . 

In turn, depletion of T cells led to a reduced production of lymphotoxin- , a survival 

factor for FRCs. These events thus create a vicious cycle of the depletion T cells and 

damage the FRC network. These new findings indicate that IL-7 may still have a 

positive role in regulating T cells homeostasis when fibrosis has yet was not occurred in 

FRC; thereafter IL-7 producing cells are damaged by collagen deposition. The level of 

CD4+ T cell reconstitution may therefore also be dependent on the level of fibrosis of 

FRC which in turn affects the level of IL-7 production.  

We compared the IL-7 levels in plasma obtained from LTNPs patients, characterized 

by CD4+ T cells counts of at least 500cells/ l, viral control for 7-10 years without 

ART, asymptomatic HIV-1 infection and good health condition, with the levels found 

in chronic HIV-1 patients under ART. There was no difference for the IL-7 levels 

between the two groups. We also compared the IL-7 levels of 20 patients who lost their 

LTNP status during a 3 year follow-up period and where the CD4+ T cell number 

declined under 500cells/ l and the viral load increased with patients with stable LTNP 

status. Interestingly, the IL-7 levels were significantly lower in the patients with stable 

LTNP status than in patients who lost their LTNPs status during the follow-up period 

(Fig. 4). This finding can be a valuable biological marker to predict the disease 

progression in HIV-1 infected LTNPs.   

 

Figure 4. Serum IL-7 level in LTNP patients who lost their LTNP status and stable 
LTNP patients. IL-7 concentration was measured and compared between the two 
groups of patients. 
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As introduced above, IL-7 is an important survival and proliferation factor for T cells; 

accordingly, when the IL-7 level is high, the T cells number should likely be 

maintained stable. However it is remarkable that in those patients who lost the LTNP 

status the CD4+ T cell number declined in spite of the fact that IL-7 levels were high. It 

is possible that high levels of IL-7 could act to induce viral replication in the viral 

reservoirs in HIV-1 infected individuals (143, 144). Some explanations for clinical 

progression from the LTNP status have been previously discussed, including aberrant 

activation of the immune system (152).  

In conclusion, this study presented in paper I showed that in chronic HIV-1 infection, 

increased IL-7 concentration is generally observed in parallel with T cell depletion. An 

increase of   IL-7 level in LTNPs may be predictive of disease progression. 

 

4.2 POTENTIAL ROLE OF CD8+CD28-T CELLS IN IMMUNE ACTIVATION 
DURING HIV-1 INFECTION (PAPER II) 

CD28 is a cell membrane receptor which is expressed on most of the CD4+ T cells and 

CD8+ T cells in human peripheral blood. CD28 acts as co-stimulatory molecule, which 

is required for T cell activation when binding to its ligand B7.1 (CD80) or B7.2 (CD86) 

on activated APCs (153). CD28 is down-regulated upon T cells activation. Loss of 

CD28 on T cells is the most consistent factor related to decline of immune responses 

during aging in humans. It has been shown that at birth almost all human T cells 

express CD28; by the age 80, on the contrary, about 10-15% of peripheral blood CD4+ 

T and 50-60% of CD8+ T cells lack CD28 expression (154). Beside, the increase of 

CD28- T cells population has also been associated with persistent inflammatory 

conditions such as rheumatoid arthritis(155), multiple sclerosis (156) and Wegener’s 

granulomatosis (157).  

The CD28- T cells population is expanded during the course of HIV-1 infection, 

representing between 50-80% of the peripheral T cell pool, mostly CD8+ T cells (158-

160). It has been shown that the increase of the CD8+CD28- T cells is associated with 

the suppressor function of this sub-set of T cells during HIV-1 infection (161, 162). The 

suppressor T cells exert their immunosuppressive effects on T cell activation by 

modulating the T cell activating potential of DCs or by directly affecting activated T 

cells through soluble mediators (161, 163). In this study (paper II) we aimed at 
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investigating whether the increased of the CD28- T cell population observed during 

HIV-1 infection could influence DC functions and thus contribute to immunodeficiency 

occurring during the course of HIV-1 infection. 

CD28+ and CD28- isolated from HIV-1 infected and healthy individuals were co-

cultured with monocyte-derived DCs for 24 hours. After that DCs were stimulated with 

LPS for another 24 hours and thereafter the DC’s activation markers HLA-DQ, CD86 

and CD83 were measured (Fig. 5). Our data showed that, either CD28+ or CD28- T 

cells were able to induce a mature DC phenotype by inducing up-regulation of those 

three activation molecules. Interestingly, CD28- T cells induced the same level of 

activation on DCs as CD28+ T cells. In addition, neither of those T cell populations 

was able to inhibit LPS- induced maturation of DCs.  

 

 

Figure 5. Outline of the experimental design for the study. 

We also measured the production of pro-inflammatory cytokines by DCs and found 

that the presence of CD28- T cells, instead of having an inhibitory effect, strongly 

increased IL-12 and TNF production by DCs induced by LPS. The production of the 

anti-inflammatory cytokine IL-10 was not changed by the presence of any of the T cell 

populations. 
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We next evaluated whether CD28-T cells purified from HIV-1 infected and healthy 

individuals were able to affect the proliferation of naive T cells triggered by DCs and 

anti-CD3. Purified CD28- T cells, CD28+ T cells and CD28+CCR7- effector memory 

T cells were cultured with DCs for 24 hours (Fig. 5). Thereafter isolated naive T cells 

were added to cultures and stimulated by anti-CD3 mAbs. All three T cell subsets pre-

incubated with DCs slightly affected the proliferation of the third party T cells. We 

found that there was a slight reduction in the number of proliferating T cells when DCs 

were cultured in presence of CD28- T cells and of CD28+CCR7- memory cells as 

compared to CD28+ T cells, possibly reflecting negative feedback functions created by 

antigen-experienced T cells to limit further T cell activation. Interestingly, the 

proliferation of third party T cells was equally observed in both HIV-1 infected and 

healthy individuals. 

In contrast to the immune suppressive functions of in-vitro generated CD8+CD28- T 

cells shown in previous publications (161, 163), our results indicated that naturally 

occurring CD28- cells do not show suppressor functions but these cells contribute to 

increased DC activation.  In conclusion, our study showed that the accumulation of 

CD28- T cells during HIV-1 infection may not lead to DC or T cell suppression but that 

this population may contribute to accelerated inflammatory reactions and immune 

activation through increased production of inflammatory cytokines by DCs. It is of 

interest to point out that CD28- T cells are expanded during HIV-1 infection although 

they have a low level of expression of the IL-7R  (94). 

 

4.3 REGULATION OF IL-7 PRODUCTION BY PROINFLAMMATORY 
CYTOKINES (PAPER III) 

As mentioned above, IL-7 is an essential cytokine in T cell homeostasis and for 

survival and proliferation of T cells especially in lymphopenic conditions. IL-

highly active proinflammatory cytokine, is efficiently produced by macrophages upon 

LPS-mediated TLR4 stimulation (164). In HIV-1 infection, IL-

increase during primary infection to decline to undetectable levels during the chronic 

stage of infection (165). Single strain RNA (ssRNA) HIV genomes, which can be 

considered as pathogen-associated molecular patterns (PAMPs), can activate the 

inflammasome leading to IL-1  production from macrophages and DCs as part of 

innate immune responses (166, 167).  A published study has shown that HIV derived 
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ssRNA is recognized from TLR7 and TLR8 and stimulates macrophages and DCs to 

secrete proinflammatory cytokines (168); the production of IL-1  upon these 

conditions has not been assessed. In addition, the HIV-1 glycoprotein gp120 has been 

shown to induce IL- (169). During the early stage of 

HIV-1 infection, HIV-1 causes a strong damage to the GI tract structure and intestinal 

epithelial barrier; there is a massive depletion of T lymphocytes and a high number of 

infected CD4+ T cells in GI. Recently, a study showed that the intestine, which surface 

is the largest in the body, is the major source for IL-7 production in vivo (84).  

In addition, IFN- (170), 

has also been reported to have a regulatory role in IL-7 production (80). Different cell 

types are known to produce IL-7 of which bone marrow stromal cells and intestinal 

epithelial cells are among the main sources of IL-7 production. However, the 

mechanisms and cellular factors regulating IL-7 production are still unclear. Therefore, 

we investigated whether IL- - -7 production by intestinal 

epithelial and bone marrow stromal cells (paper III). In a setting in which damage of 

the epithelial barrier leads to the compromised homeostasis of immune cells, the 

modulation of IL-7 levels during HIV-1 infection may impact on survival of T cells in 

the gut. 

The presence of IFN-  in culture consistently upregulated the production of IL-7 from 

stromal and epithelial cells (Fig. 6). To investigate the impact of IL-

expression of IL-7 mRNA induced by IFN-

combination of both cytokines. We found that IL- -regulate IL-7 

mRNA expression in both DLD-1 (P = 0.006) and HS27 cells (P < 0.001). Moreover, 

for the HS27 cells, IL- completely abrogated the positive effect of IFN- -7 

mRNA expression (Fig. 6a,b). Of relevance is that IL- -

regulation of IL-7 in the HS27 cells in the range of 1–100 ng/ml, with a maximum 

effect reached already at 1 ng/ml (Fig. 7). 

file://localhost/Users/erikstattin/Desktop/../../../../
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Figure 6.    Regulation of IL-7 production at mRNA and protein level by IL-  
IFN- -1 and HS27 cells. (a) and (b) Relative expression of IL-7 mRNA 
measured by real-time PCR in DLD-1 and HS27 cells with and without treatment 
with different cytokines for 6 h. (c) and (d) IL-7 protein levels measured by 
quantitative ELISA in culture supernatants of DLD-1 and HS27 cells with different 
cytokines and in control cultures at 24 h. The results represent the mean values and 
standard deviation of four different experiments. 

 

 

Figure 7.    The effect of different concentrations of IL-1  on the regulation of IL-7 
mRNA expression in HS27 cells. Relative expression of IL-7 mRNA was measured 
by real-time PCR in HS27cell line exposed to different IL-1  concentrations. 
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The IL-7 concentration of supernatants collected at 6 and 24 h from cells treated with 

IL- - -2, TNF- - - d by 

quantitative ELISA (Fig. 6c,d). At 6 h, IL-7 was not detectable in any of the 

supernatants of the cytokine-treated or control cells (data not shown). However, at 24 h, 

both cell lines spontaneously produced a measurable amount of IL-7 protein, with a 

higher concentration per cell number in HS27 cells compared to DLD-1 cells (2.2 

pg/ml and 1.8 pg/ml per 106 cells, respectively). Of note, the patterns of IL-7 protein 

levels in the supernatants from the treated cultures were similar to those of the mRNA 

levels. Treatment with IFN- - -1, P = 0.003; 

HS27, P = 0.012) or reduced (DLD-1, P = 0.01; HS27, P < 0.001), respectively, the IL-

7 production in both cell types. In addition, treatment with the combination of IL-

and IFN- caused a significant reduction in IL-7 protein production, in cultures of 

either cell types, compared to IFN- -treated cultures. This effect of IL-

pronounced in HS27 cells than in DLD-1 cells (Fig. 6c,d). Stimulation with IL-2 and 

TNF- -7 production. 

To investigate whether treatment of HS27 cells with IL- -

changes in the expression of genes important for regulation of immune responses, we 

derived a gene expression profile of the stromal HS27 cell line (treatment with IL-

and/or IFN- -genome 

microarray Human Gene 1.0 ST available in the Affymetrix platform. For each gene 

and treatment group an average value of expression was derived from the 12 samples 

analysed, including control cell cultures (n = 3) and cultures treated with IFN- n = 3), 

IL- n = 3) and the combination of the two cytokines (n = 3) (Fig. 8). 

One interesting aspect of the biology of epithelial and stromal cells in primary and 

secondary lymphoid organs is their capacity to produce chemokines which regulate the 

recruitment of immune cells into the tissue. For that reason, we analysed the gene 

profile of chemokines relevant for T cell and neutrophil migration. It is interesting that 

of the 18 genes for chemokines presented in Fig. 9 and included in the Affymetrix 

platform, 14 were dysregulated by the presence of either IL- -

combinations of these two cytokines. For the CCL8, CCL20, CXCL9, CXCL10 and 

CXCL11 genes, the expression was increased more than 500-fold. We confirmed by 

ELISA that the treatment of DLD-1 and HS27 cells with IL- -

combination of IL- -  
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Control IL-1- IFN- IL-1-
+IFN-

        Gene title

transporter 2, ATP-binding cassette, sub-family B (MDR/TAP)
interferon-induced protein 35
DEAD (Asp-Glu-Ala-Asp) box polypeptide 58
guanylate binding protein 7
guanylate binding protein 5
guanylate binding protein 3
tripartite motif-containing 22
complement factor H
cathepsin S
v-rel reticuloendotheliosis viral oncogene homolog A
ring finger protein 19B
chemokine (C-C motif) ligand 5
interleukin 32
serpin peptidase inhibitor, clade G (C1 inhibitor), member 1
SAM domain and HD domain 1
interferon, alpha-inducible protein 6
CD274 molecule
guanylate binding protein 2, interferon-inducible
chemokine (C-X-C motif) ligand 11
chemokine (C-X-C motif) ligand 9
leukemia inhibitory factor (cholinergic differentiation factor)
colony stimulating factor 3 (granulocyte)
chemokine (C-X-C motif) ligand 3
pentraxin-related gene, rapidly induced by IL-1 beta
chemokine (C-X-C motif) ligand 2
interleukin 1, alpha
proteasome (prosome, macropain) subunit, beta type, 8
MHC class I polypeptide-related sequence B
proteasome (prosome, macropain) subunit, beta type, 9
toll-like receptor 4
2',5'-oligoadenylate synthetase 1, 40/46kDa
2'-5'-oligoadenylate synthetase 3, 100kDa
2'-5'-oligoadenylate synthetase 2, 69/71kDa
complement factor H-related 1
interferon induced with helicase C domain 1
strawberry notch homolog 2 (Drosophila)
complement component 3
B-cell CLL/lymphoma 6 (zinc finger protein 51)
signal transducer and activator of transcription 5A
chemokine (C-C motif) ligand 7
chemokine (C-C motif) ligand 1
tumor necrosis factor (ligand) superfamily, member 13b
absent in melanoma 2
radical S-adenosyl methionine domain containing 2
tumor necrosis factor (ligand) superfamily, member 10
apolipoprotein B mRNA editing enzyme
endoplasmic reticulum aminopeptidase 2
interleukin 15
interleukin 7
toll-like receptor 3
bone marrow stromal cell antigen 2
class II, major histocompatibility complex, transactivator
interferon regulatory factor 8
serpin peptidase inhibitor, clade B (ovalbumin), member 4
interleukin 1 receptor antagonist
CD83 molecule
interleukin 31 receptor A
guanylate binding protein family, member 6
interleukin 18 binding protein
major histocompatibility complex, class I-related
complement factor B
hypothetical LOC541472
chemokine (C-X-C motif) ligand 5
interleukin 24
chemokine (C-C motif) ligand 20
chemokine (C-X-C motif) ligand 6 (granulocyte chemotactic protein 2)
oxidized low density lipoprotein (lectin-like) receptor 1
colony stimulating factor 2 (granulocyte-macrophage)
interleukin 23, alpha subunit p19
interleukin 7 receptor
nuclear factor of kappa light polypeptide gene enhancer in B-cells 2
guanylate binding protein 4
secreted and transmembrane 1
transporter 1, ATP-binding cassette, sub-family B (MDR/TAP)
epiregulin
interleukin 1, beta
interleukin 8
interleukin 6 (interferon, beta 2)
chemokine (C-X-C motif) ligand 1
chemokine (C-C motif) ligand 2
guanylate binding protein 1, interferon-inducible, 67kDa
chemokine (C-X-C motif) ligand 10
chemokine (C-C motif) ligand 8  
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Figure 8. Microarray profiles of immune response genes altered upon treatment of 
HS27 cell line with IL-1 , IFN- , or the combination of the two cytokines as 
compared to control HS27 cells without any stimulation. Heat map of the immune 
response genes, which are up- and down-regulated upon different treatments. Only the 
genes that display significant changes between any of two groups in t-test with 
p<0.0005 with fold change > 4 or < -4 are shown. The color from red to blue 
represents from high to low gene expression level, respectively. Each column 
represents data from an independent culture; the control culture and each type of 
treatment was run from the mRNA of 3 independent cultures.  

 

CCL20 and CXCL11 in culture supernatants. These are three important chemokines 

that regulate the homing of T cells to lymphoid tissues, and in spite of the different 

amount of chemokines produced by the individual cell lines, the cumulative effect of 

production of these chemokines may be T cell chemoattraction. 

It has been shown that during acute HIV-1 infection there is a consistent increase in the 

expression of both IL-  in the GALT and peripheral lymphoid tissue. The 

expression of IFN- (171).  Another study 

showed that translocation of microbial components, occurring through the gut 

epithelium during HIV-1 infection (28), may lead to production of IL- -

macrophages stimulated through the TLRs. In addition, increased levels of HIV-1 

ssRNA in viremic patients can also stimulate directly macrophages and DCs to produce 

inflammatory cytokines through PAMP receptors (166-168). In this setting, our 

findings of the effect of IL- - -7 by epithelial and 

stromal cells may contribute to the understanding of pathological events of CD4+ T cell 

depletion in lymphoid tissues during HIV-1 infection. IL-

macrophages and DCs as result of the inflammatory process in the gut, may lead to 

reduced IL-7 production by epithelial cells locally; in turn low level of IL-7 affect the 

survival of T cells present in this environment. 
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Figure 9.    Microarray gene expression profile of chemokines in HS27 cells. The 
microarray gene expression profiles of chemokines changed upon treatment of HS27 
cells with IL- - thout stimulation at 6 h. 
**P < 0.001; *P < 0.01. 

During the early stages of HIV-1 infection, CD8+ T cell counts were found to be 

increased in the GALT (171). The CD8+ T cells are probably recruited to the GALT in 

order to eliminate HIV-1 infection. In our study, we examined whether the pro-

inflammatory cytokines IL- -

alter the production of factors important for chemoattraction of T cells, mimicking a 

process that may take place in the inflamed intestinal mucosa. We found that there was 

an upregulated production of several chemokines important for mobility of T cells and 

some other immune cells by HS27 and DLD-1 cells treated with either IL- -

This suggests that the production of IL- - in the gut by macrophages 

activated by HIV-1 or microbial components may be directly involved in the homing of 

CD8+ T cells to the gut mucosa to control the infection.  

One of the important findings in our study is that IL-1  significantly down-regulated 

IL-7 production in stromal and intestinal cells. If these findings reflect what happens in 

vivo during HIV-1 infection in the gut, the possibility exists that low IL-7 level may 

contribute to poor survival of CD4+ T cells in the gut inflammatory environment also 

increased by active HIV-1 replication.  
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4.4 THE IMPACT OF INFLAMMATORY CYTOKINES ON THE 
EXPRESSION OF SURVIVAL FACTORS FOR PLASMA CELLS 
(PAPER III AND UNPUBLISHED RESULTS) 

One aspect on the work conducted on the exposure of stromal cells to inflammatory 

cytokines is how the presence of IL-1  and IFN-  may contribute to the change of the 

expression of cytokines and factors important for the survival of plasma cells (PCs). 

PCs reside in the bone marrow (BM) next to reticular stromal cells, which form a 

survival niche for the PCs and ensure long-term survival of PCs (172). In the special 

microenvironment provided by reticular stromal cells, PCs produce a large amount of 

antibodies. The control of PCs survival in niches in the BM is under the control of 

survival factors produced from stromal cells which are not completely defined in 

number and in relevance (173). 

A population of stromal cells defined as VCAM1+ CXCL12+ -cells have been described 

to provide survival signals to long lived PCs within the BM and to represent 

approximately 1% of stromal cells (174). Other characterized factors which have been 

involved in the survival of plasma cells include IL-4, IL-5, IL-6, IL-10, IL-21, the factors 

BAFF and APRIL, and the adhesion molecules Inter-cellular adhesion molecule 1 

(ICAM-1) and Vascular cell adhesion protein 1 (VCAM-1) (172, 173). 

We analyze the microarray results obtained from the stromal cells cultured in presence 

or absence of IL-1  and IFN- in relation to survival factors for stromal cells (paper 

III). The results are summarized in table 1. Interestingly, the expression of several of 

the factors reported to be important for the survival of plasma cells is altered after 

exposure to IL-1  and IFN-  For some of the factors like IL-6, BAFF, ICAM-1 and 

VCAM-1 the gene expression was significantly up-regulated more than 10 times. These 

findings suggest that the result of an inflammatory environment in the BM, but also at 

other anatomical sites where survival of B cells may be dependent on stromal cells, e.g. 

the gut, may lead to a profound deregulation of the expression of survival factors for 

PCs. The results presented in the table should be verified with other methods, before 

conclusions can be reached. Also of interest is to culture PCs generated in vitro together 

with stromal cells exposed to the action of IL-1  and IFN- to verify how the 

conditions created in vitro alter the PCs survival. 
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Recent data indicate that memory CD4+ T cells are also maintained in the BM (172). In 

the BM the specific T lymphocytes resided in contact with IL-7-expressing, VCAM1+ 

stromal cells, which also comprise about 1% of BM cells. The IL-7-expressing, 

VCAM1+ stromal cells are a distinct population from VCAM1+ CXCL12+ stromal 

cells. 

 

  IL-1  IFN-  IL-1 +IFN-  

CXCL12 -1,64* 1,06  -1,21 

IL-4 -1,11    -1,51* -1,53* 

IL-5 1,02 -2,10* -2,35** 

IL-6 23,44** 2,99** 26,29** 

IL-10 -1,12 -1,09 -1,09 

IL-21 -1,10 1,04 1,11 

APRIL -1,18 1,01 -1,05 

BAFF 1,16 15,31** 12,89** 

ICAM-1 11,25** 10,62** 43,93** 

VCAM-1 3,18* 1,28 32,15** 

 

Table 1. Gene expression of factors relevant to plasma cell survivals which are 
produced from stromal cells exposed to IL-1  and IFN-  The gene expression 
profiles of factors relevant to plasma cell survivals changed upon treatment of HS27 
cells with IL- -  h. 
*p<0.05; **p<0.005. 

 

4.5 ROLE OF IL-7 IN PROMOTING CD95-INDUCED APOPTOSIS OF B 
CELLS IN HIV-1 INFECTION (PAPER IV) 

During HIV-1 infection, in addition to the impaired function of T lymphocytes, several 

severe dysfunctions occur to B cells leading to profound defects in the humoral 

immune system. One parameter of B cells dysfunctions is the decreased survival of 
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activated B cells in HIV-1 infected individuals which has been previously associated 

with the increased expression of CD95- a receptor of TNF super-family (175) .  

A study previously conducted from our group showed that the exposure of T cells to 

IL-7 in culture lead to up-regulation of CD95 expression and priming of T cells for 

CD95 mediated apoptosis in vitro. The potential role of IL-7 in up-regulation of CD95 

was verified in vivo in IL-7 treated macaques and in HIV-1 infected patients through 

the positive correlation of IL-7 levels and CD95 expression on T cells  (176).  During 

HIV-1 infection the accumulation of immature, circulating transitional B cells has been 

associated with high IL-7 levels indicating a potential effect of IL-7 on B cell 

homeostasis (177, 178) 

The aim of the study presented in paper IV was to investigate the mechanism leading to 

increased apoptosis of B cells during HIV-1 infection, a chronic infection often 

associated to high circulating IL-7 levels. We cultured PBMCs in presence of IL-7 and 

interestingly, upon these conditions, B cells up-regulated CD95 expression at high 

level, comparable to the upregulation of CD95 previously reported to occur on T cells 

(176). Moreover, we analyzed CD95 expression on different B cell subsets and found 

that all subsets of B cells showed comparable levels of CD95 up-regulation when 

PBMCs were treated with IL-7 at 25ng and 2.5ng/ml for 5 days. 

Since mature B cells do not express the IL-7R , IL-7 induced CD95 expression on B 

cells is likely to occur through an indirect mechanism. The up-regulation of CD95 did 

not occur on B cells which had been directly co-cultured with IL-7 for 3 days. But B 

cells up-regulated CD95 expression in the presence of IL-7 treated T cells, either in co-

culture or when they were grown in a trans-well system, or when IL-7 treated T cell 

supernatant was added to B cells. All these different conditions lead to a similar level of 

CD95 up-regulation on B cell suggesting that IL-7 induces up-regulation of CD95 

expression on B cells through a soluble factor released from T cells. 

Next we investigated whether the up-regulation of CD95 expression on B cells induced 

by IL-7 had an effect on B cell survival when B cells were exposed to recombinant 

CD95L. PBMCs were cultured in the presence or absence of IL-7 for five days and 

CD95 expression and sensitivity to CD95L induced apoptosis of both T and B 

lymphocytes was monitored at different time points.  As already shown for T cells, the 

increase of IL-7 induced CD95 expression on B cells resulted in the increased 
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sensitivity to CD95 mediated apoptosis at day 5 of culture, as compared to control cells. 

These results indicated that the increase in CD95 expression on B cells, mediated by 

IL-7, lead to a higher sensitivity of B cells to CD95 mediated apoptosis, suggesting a 

potential link between lymphopenic conditions and B cell apoptosis during HIV-1 

infection. 

In order to identify the factor which is released from IL-7 treated T cells and which 

leads to CD95 up-regulation on B cells, we next investigated signaling pathways 

induced in B cells by IL-7 treated T cell supernatant by protein array. This array allows 

the detection of 46 phosphorylation events linked to different signaling components.  

Purified B cells were incubated in IL-7 treated or non-treated T cell supernatants for 30 

minutes and thereafter B cell phosphorylation patterns compared. The results showed 

that STAT1 phosphorylation on residue Y710 signal was increased in response to the 

IL-7 treated T cell supernatant. To verify the results illustrated above, Fluodarabine, a 

STAT1 inhibitor, was used in culture. The presence of Fluodarabine led to a 

considerable reduction in the up-regulation of CD95 on B cells in presence of IL-7 

treated T cell supernatant. The results strongly suggested that STAT1 serves as the 

signaling mediator of IL-7 induced effects on B cells. 

Phosphorylation of STAT1 occurs in response to both type I and II IFNs where type I 

IFN induces signaling through the STAT1/STAT-2 heterodimers, and IFN-  mediates 

its effects by inducing STAT1 homodimers (179, 180). In our experiments we did not 

detect phosphorylation of STAT-2 or other STATs molecules by protein array 

suggesting IFN-  as a possible mediator of IL-7 effects on B cells. Moreover, it has 

been previously shown that IFN-  can induce CD95 expression on some transformed 

cell lines (181, 182). In order to verify the involvement of IFN-  in mediating up-

regulation of CD95 expression on B cells, we measured the IFN-  concentrations in 

supernatants from T cells cultured in presence or absence of IL-7. In line with our 

hypothesis, IL-7 treatment induced the secretion of high levels of IFN-  by T cells, and 

the IFN-  production remained high during 11 days of culture. The IFN-  production 

by IL-7 treated T cells was also verified by IFN-  intracellular staining in IL-7 treated T 

cells, and by real-time PCR for detection of IFN-  mRNA. We also cultured B cells 

with IL-7 treated T cell supernatants in presence or absence of IFN-  neutralizing 

antibodies and the result showed that IFN-  neutralization efficiently blocked the ability 

of IL-7 treated T cell supernatants to induce STAT1 activation and CD95 up-regulation 

in B cells. These findings showed that IFN-  induced by IL-7 treatment of T cells led 
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to up-regulation of CD95 expression on B cells and also increased their sensitivity to 

CD95 mediated apoptosis. 

Our data showed that the production of IFN-  by T cell is dependent on IL-7 

concentration. It has been shown that stromal cells are able to concentrate this cytokine 

on their cell surface and to deliver it to IL-7 sensitive cells; these properties of stromal 

cells may also have an impact on the efficiency of IL-7 delivery to target cells (183, 

184) since stromal cell may be able to concentrate low IL-7 concentration in order to 

assist T cells. We tested whether the IL-7 induced IFN-  production from T cells can be 

further augmented by cell types that present IL-7 on their cell surface. The HS27 cell 

line or human monocytes were cultured in 96-well plates and pretreated with different 

concentrations of IL-7 for 2 hours at room temperature; thereafter, purified T cells were 

added to the cultures for 3 days. IFN-  production was measured by ELISA after 3 days 

of culture. The results showed that the presence of the HS27 cell line had a strong effect 

on the IL-7 induced IFN-  production in T cells. Monocytes, although less efficiently 

than HS27, could also increase IFN-  production induced by IL-7. These results 

showed that stromal cells surrounding T lymphocytes in the various tissues may also 

have a strong impact on IL-7 efficiency.  

To verify the potential role of IL-7 in regulation of B cell survival in lymphopenic 

conditions, we studied the expression of CD95 in B cells and the IFN-  and IL-7 serum 

levels in a Swedish cohort of 51 HIV-1 infected patients. Interestingly, the result 

showed a strong positive correlation between IL-7 and IFN-  concentrations in the 

serum (p<0.0001, r=0.68) demonstrating the potential effect of IL-7 on IFN-  

production from T cells in HIV-1 infected individuals. In addition, the concentrations 

of IL-7 and IFN-  were significantly and positively correlated with CD95 expression 

on B cells (p<0.01 and p<0.02 respectively). Taken together, the results suggest a 

potential role of IL-7 in priming B cells to apoptosis via up-regulation of CD95 

expression induced through the IFN-  cytokine in HIV-1 infected individuals.  

High levels of IL-7 are usually observed in HIV-1 induced lymphopenic condition (94, 

113). In this study we showed that IL-7 stimulated T cells to produce an increased level 

of IFN- , which in turn upregulated CD95 expression on B cells. CD95-expressing B 

cells are sensitive to apoptosis. In addition, we previously showed that IFN-  is an 

inducer of IL-7 production in stromal cells (185), one of the main cellular sources for 

IL-7 production. Thus high level of IFN-  could stimulate stromal cells to produce an 
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elevated level of IL-7. These events can thus create a vicious cycle ultimately leading to 

B cell apoptosis; this mechanism may possibly be operating during HIV-1 infection 

(Fig. 10). 

 

Figure 10. Possible mechanism leading to B cell apoptosis in HIV-1 infection. In 
HIV-1 infection, high level of IL-7 stimulates T cells to produce an elevated level of 
IFN- . In turn IFN-  induces B cell apoptosis through increased CD95 expression. 
High level of IFN-  also stimulates stromal cells to increase IL-7 production. 

 

4.6 CORRELATION OF IL-7 WITH INFLAMMATORY CYTOKINES IN HIV-1 
INFECTED PATIENTS RECEIVING ART THERAPY IN VIETNAM 
(UNPUBLISHED RESULTS) 

In paper III we have shown that IL-7 expression was regulated by INF-  and IL-1 .   It 

was of interest to investigate the correlation of inflammatory cytokines INF-  and IL-

1  with IL-7 and IL-2 in biological specimens from HIV-1 infected patients. IL-2 is 

one of the -c chain cytokines, mainly produced by activated CD4+ T cells which 

functions as a T cell growth factor and participates in T cells homeostasis.  

We analysed plasma specimens from 18 HIV-1 infected patients treated with ART. 

Plasma specimens were collected at the start of treatment (defined as 0 time point) and 

at 2 weeks, 1 month, 3 months, 6 months and 12 months after the start of the treatment. 

The CD4+ T cell number was measured in fresh samples at each time point. All 

patients included in this study were in an advanced stage of HIV-1 infection and prior 

to therapy the HIV viral load in the patients was 4.78+0.8 log and the mean CD4+ T 
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cell count was 132+93 cell/ l. All patients responded well to ART and at one month 

from the start of the therapy, the viral load was significantly reduced in all patients to 

less than 5000 copies/ml, which is an acceptable level of viral suppression  as indicated 

in current WHO guidelines (130). At one year after the start of the therapy the viral 

load was further reduced to less than 40 copies/ml or undetectable (Fig. 11a). The 

CD4+ T cell number increased gradually after 2 weeks of treatment (192+113 cells/ l), 

1 month (224+120 cells/ l) and one year (391+155 cells/ l; p<0.001) (Fig. 11b). 

Obviously, the CD4+ T cells numbers in HIV-1 infected patients were much lower 

(P<0.001) as compared to CD4+ T cell counts in healthy Vietnamese controls. 

In general, all cytokines which we measured in the plasma of HIV-1 infected patients 

were at a level higher than the level found in healthy controls (p<0.03 for IL-7; p<0.01 

for IFN- ; statistically not significant for IL-2 and IL-1 ), possibly reflecting the 

dramatic immune activation taking place during in HIV-1 infection. Interestingly, the 

level of all cytokines increased at 2 weeks after initiation of treatment, with IFN-  

showing the highest concentration (Fig. 11b). This increase in IFN-  seen at 2 weeks 

after initiation of ART may reflect an immediate response of the immune system to 

therapy; the levels of IFN-  however started to decline again at 1 month after initiation 

of therapy and the levels stabilized at 3 months at a level lower (p=0.03) than what 

found prior to therapy. The levels of IL-1  remained unchanged during 1 year of ART 

treatment. The levels of IL-7 and IL-2 increased progressively during therapy (Fig 11b) 

without reaching a statistically significant difference between 0 and 12 months. 

The IL-7 levels showed a positive and significant correlation with IL-1 , IFN-  and IL-

2 (Fig. 12a, b, c). The correlation of IFN-  and IL-7 may reflect the role of INF-  in up-

regulation of IL-7 production. The level of IL-1  also had a positive correlation with 

IL-7; however, since the patients were in an advance stage of HIV-1 infection only low 

levels of IL-1  were detected.  

Opposite to previous publications (94, 112, 113), the levels of IL-7 were positively 

correlated with CD4+ T cells although this correlation was not statistically significant 

(Fig. 12d). This finding can be explained by the  observation that after 12 months of 

ART the CD4+ T cells number is low (mean 391) but probably still increasing  and IL-

7 needs to be maintained at high level in order to continue stimulating T cell 

reconstitution. In addition, the increase in CD4+ T cells during ART may have 
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beneficial effect on the IL-7 producing cells as indicated in recently published work 

(46). 

 

 

Figure 11. Viral load, CD4+ T cells and level of cytokines in the serum of HIV-1 
infected patients receiving ART treatment. (a) HIV-1 viral load (RNA copy/ml) was 
measured before initiation of ART, then after 1 month and 12 months  from the start of 
therapy; p-value calculated by ANOVA on ranks test.  (b) Trends of CD4+ T cell 
number and cytokines, measured in plasma from 18 HIV-1 infected patients at different 
time points of treatment, compared to the CD4+ T cell number and level of cytokines 
measured in 24 HIV negative samples at one time point. The concentration of all 
cytokine is shown in scales on the left axis whereas the number of CD4+ T cells is 
shown related to the scale on the right axis, w=week, m=month. 

The increased level of cytokines observed in patients at 2 weeks after starting of 

treatment may be indicating some degree of immune reconstitution inflammation 

syndrome in the patients (186). The immune system, which was suppressed by HIV-1 

infection, is slightly activated when receiving ART and respond to other pathogens.  
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Figure 12. Correlation of IL-7 with IL-1 , IL-2, IFN-  and CD4+ T cells in HIV-1 
infected patients. For the measurements, 108 plasma specimens obtained at 6 different 
time points from 18 HIV-1 infected patients were analysed by Luminex assay. The 
CD4+ T cell number was also determined in the same samples. Correlation of IL-7 
with IL-1 , IFN- , IL-2 and CD4+ T cells is shown in (a), (b), (c) and (d) respectively; 
p-value was generated by Pearson Product-moment Correlation Coefficient test. 

The levels of serum IL-1  have been found to be increased during acute HIV-1 

infection; this cytokine is present at very low levels in the sera of HIV-1 patients with 

chronic HIV-1 infection (165). In addition, high levels of the IL-1R antagonist (IL-

1RA), an inhibitor of IL-1 function, were found in plasma during chronic HIV-1 

infection and in patients receiving ART (187).  It has been shown that the increased 

IFN-  levels in plasma are also an indicator for successful ART treatment (187).  It is 

difficult to relate the levels of IL-1  and IL-7 found in blood with the levels of these 

cytokines produced in the bone marrow and the gut tissue. The concentration found in 

the blood may, or may not, be representative of processes taking place in the tissue. 

Further studies need to be performed to verify if there is any difference in the 

concentration of IL-7 and IL-1  in blood, bone marrow and gut tissues of HIV-1 

infected patients. 
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5 GENERAL CONCLUSIONS AND FUTURE 
PROSPECTIVES 

The focus of the present thesis has been on the cytokine IL-7, an important factor for T 

cell homeostasis. My studies have analyzed 1) the levels of IL-7 in relation to the 

numbers of different T and B cell populations in specimens from HIV-1 infected 

patients, 2) the mechanism regulating the production of this cytokine from stromal and 

intestinal epithelial cells which are important sources to supply IL-7 to T cells and 3) 

the molecular mechanism leading to up-regulation of CD95 on B cells trough factors 

secreted from IL-7 treated T cells and 4) the relation of IL-7 with the up-regulation of 

CD95 on B cells. 

It was originally described that the levels of serum IL-7 in HIV-1 infected patients 

changed in relation with the levels of CD4+ T cells and that patients presenting with 

severe lymphopenia had the highest levels of IL-7 in serum (113). Also the results 

presented in this thesis and results previously presented from our group (94) support the 

possibility that the IL-7 levels during HIV-1 infection may be related to the number of 

available CD4+ T cells measured in blood. Recent results have however challenged this 

view indicating that as the results of protracted HIV-1 infection, cells devoted to the 

production of IL-7 may be damaged and IL-7 production thus impaired (46); if these 

results will be confirmed by additional studies this may indicate that production of IL-7 

may be placed in relation to lymphopenia until the time point when the cells devoted to 

production of IL-7 are damaged by complex interaction between different cells of the 

immune system. It would obviously be very important to conduct retrospective 

longitudinal studies in some HIV-1 infected patients from primary infection to the 

phase of AIDS to verify whether and in which way the levels of IL-7 in serum fluctuate 

during HIV-1 infection. 

In my work I have found that inflammatory cytokines, including IL-1 , may suppress 

the production of IL-7. To understand the connection between inflammatory cytokines 

and regulation of IL-7 production we have used cell lines in vitro. Elevated levels of 

IL-1  have  however been reported together with other inflammatory cytokines (TNF- , 

IL-12) in the gut and lymph nodes of HIV-1 patients presenting with acute HIV-1 

infection(171) and it is therefore possible that the mechanisms which I studied in vitro 

may be occurring in vivo already at the initial stage of HIV-1 infection.   
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I also participated in a study indicating that IL-7, through induction of IFN-  from T 

cells, may induce up-regulation of CD95 on B cells and increase the sensibility of B 

cells for CD95 mediated apoptosis. This is of course a matter of concern in relation to 

the possibility of using IL-7 as an immunotherapy to promote CD4+ T cell recovery 

and to prevent CD4+ T cell depletion during HIV-1 infection. Obviously in vivo the 

dynamics of apoptosis and proliferation of immune cells may be very complex and not 

always corresponding to the limited experimental settings which can be established in 

vitro. The ongoing trials with IL-7 in HIV-1 infected patients will reveal to which 

extent CD95 upregulation and an increase in CD95 mediated apoptosis occurs on T and 

B cells as the result of a cascade of events triggered by IL-7 administration. 

 

 

Figure 13. Summary of study findings on the regulation of IL-7 production and role 

of IL-7 in immune dysfunction during HIV-1 infection. 

The results of my studies on the regulation of IL-7 production and the role of IL-7 in 

immune regulation during HIV-1 infection are depicted in Fig. 13. The content of the 

figure shows that HIV-1 infection leads to an increase in the CD8+CD28- T cells 

population. This T cell subgroup which accumulates during HIV-1 infection may 

contribute to inflammatory reactions and immune activation (paper II). Immune 

activation and HIV-1 infection lead to a possible increase in bacterial translocation in 
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the gut which stimulates macrophage in gut tissue to produce high level of IL-1 . In 

addition, HIV-1 ssRNA in viremic patients may also stimulate macrophages and DCs 

to produce IL-1 . In turn, IL-1  may down-regulate IL-7 production in the gut 

compartment thus leading to increased apoptosis of CD4+ T cells (paper III). The 

inflammatory conditions and CD4+ T cell depletion in the gut compartment can also 

lead to increased immune activation. On the other hand, during HIV-1 associated 

lymphopenia, high level of IL-7 (paper I) and immune activation may induce 

production of increased level of IFN-  from T cells, which, in turn, leads to CD95-

mediated apoptosis of B cells (paper IV). Also high levels of IFN-  can stimulate 

stromal cells to produce increased IL-7 levels (as show in paper III), thus starting a new 

cycle of B cell apoptosis and also increased immune activation. 

I hope to develop some of the concepts which are part of my PhD thesis in my future 

research work and here I present some initial ideas on my future projects. The majority 

of observations on the relation between depletion of CD4+ T cells and IL-7 cytokine 

have been obtained studying patients infected with the HIV-1 subtype B, present in the 

USA and in Europe. It would be interesting to study whether the infection with 

subtypes other than the B follows the same trends and results obtained for patients 

infected with subtype B. From this angle I will have the possibility to assess in Vietnam 

specimens from patients who are infected with the recombinant form of the HIV-1 

virus AE (188, 189). To assess the IL-7 levels in the blood of patients infected with the 

AE recombinant form in Vietnam in relation to CD4+ T cells and other subpopulations 

of T cells may become important in view of the fact that IL-7 is suggested as a possible 

immune therapy during HIV-1 infection. Thus the follow up of patients identified early 

(or late) during HIV-1 infection may provide valuable information to decide whether 

IL-7 therapy may be introduced in combination with ART in Vietnam.  

Also I would like to conduct studies on the expression of the IL-7R in HIV-1 infected 

patients in Vietnam since several publications have shown that the expression of this 

receptor which is important for T cells to respond to the beneficial effect of IL-7, either 

physiologically produced or provided by treatment, is reduced during HIV-1 infection. 

Nothing is known on this particular aspect of immunopathology of HIV-1 infection in 

patients carrying different HIV-1 genotypes than B. Limited knowledge is available on 

whether HIV-1 infection alters the IL-7R intracellular pathway and the effect of ART 
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on these mechanisms; these studies could be conducted in Vietnam through 

collaboration with the Institute of Biotechnology.  

Another aspect which would be interesting to study in Vietnam is the impact of drug 

use on immunology and immunopathology during HIV-1 infection; the cohorts of 

patients studied in Sweden are mostly homosexual men and also individuals who 

acquired their infection through heterosexual contact. It is possible that the route of 

HIV-1 transmission may impact on the dramatic disruption of gut tissue and 

dysregulation of production of cytokines pivotal for T cell homeostasis, including IL-7. 

The correlation between IL-7 and IL-1  was investigated in my studies in serum 

specimens. This may not be reflecting processes ongoing in the affected sites for HIV-1 

replication and damage during HIV-1 infection which are the lymph nodes and the gut. 

I would like to investigate the production of IL-7 and IL-1  in the gut tissue and I will 

assess the possibility of obtaining biopsies, in parallel to blood specimens, from the gut 

of HIV-1 infected patients in Vietnam. This will give information on whether a relation 

exists on the concentration of IL-7 and IL-1  in the affected tissue.  Important new data 

have been recently published on the disruption of the network of supporting fibroblasts 

within the lymph nodes which indicate that IL-7 production from fibroblasts (and 

possibly stromal cells) may be impaired in advanced phases of HIV-1 infection as a 

result of immune activation (46). It is obviously impossible to follow the 

immunological damage occurring in the gut and lymph nodes during HIV-1 infection in 

man in a time dependent manner because this would request multiple biopsies to be 

taken from the patients. It is thus very important to utilize biomarkers to follow the 

immunopathogenesis of HIV-1 infection taking place in gut. A plan should be 

developed to identify the biological fluid in which to measure biomarkers of events 

taking place in the gut. This would allow time dependent measurements of cytokines 

important for the cell homeostasis in the gut. 

Specific projects which I would like to continue in collaboration with Sweden are to 

study how the inflammatory cytokines which I used to modulate the expression of IL-7 

in stromal cells affect the survival of plasma cells mediated by stromal cells. Also I am 

interested in pursuing more measurements of blood cytokines with special focus on IL-

1  and IL-1R antagonists to further understand whether IL-1  antagonist regulate the 

impact of IL-1 in immunopathogenesis of HIV-1 infection.  
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 My goal after returning to Vietnam is to contribute to the integration of knowledge 

within the field of HIV viral diagnostic with the new knowledge in immunology which 

I acquired during my PhD training in Sweden; among the realistic goals for my near 

working future in Vietnam is to contribute to improved determination of CD4+ T cells 

and other sub-populations of immune cells. Also I can contribute with teaching in the 

field of immunology for physician working in the clinical management of HIV 

infection. 



 

  53 

6 ACKNOWLEDGEMENTS 
My study was supported through a grant from the Swedish International 
Development Agency (SIDA/SAREC) for collaborative work between the Hanoi 
Medical University and the Karolinska Institutet. I am proud and thankful to have been 
part of this collaborative work aimed at capacity building in Vietnam. 

I would like to thank the Karolinska Institutet and the Department of Microbiology 
Tumor and Cell biology (MTC) for providing me with such an excellent academic 
and scientific environment. During this long and hard journey for my studies, I received 
help from many wonderful people, who helped me in different ways to complete my 
PhD thesis. In particular, from of my heart, I would like to thank: 

Professor Francesca Chiodi, my main supervisor, for your extensive efforts, 
stimulation and enthusiasm in supporting and training me in science. You are such an 
excellent scientist and also a kind-hearted person. You are the most important role 
model to develop my scientific career. It has been a great honor for me to be your 
student, and also to work and study in your group. In addition, you contributed a lot to 
training of Vietnamese students and to improve research in the HIV field in my home 
country. Besides being my supervisor, you are definitely one of the closest friends to 
my family, we really enjoyed knowing you and your children Emilio and Alba and 
your husband Lars. I cannot express with words, how much I appreciate everything you 
have done for me. I wish you the best in life and science. 

Professor Phung Dac Cam, my co-supervisor in Vietnam, for great support and 
guidance during the time in Vietnam. Also thank you very much for suggesting me as a 
recipient of the SIDA scholarship and especially also for introducing me to Francesca. 
It has been a great pleasure for me to learn from your great research knowledge and 
experience. Besides, you offered me friendship and you created a strong scientific 
environment for all your PhD students. You are an important bridge for connecting 
scientific research between Vietnam and Sweden and other countries. I am very proud 
of having had you as supervisor. 

Associate Professor Nguyen Tran Hien, director of the National Institute of Hygiene 
and Epidemiology, where I work, also my co-supervisor in Vietnam, for your 
enthusiasm and for training me in HIV research in Vietnam. You are such a talented 
scientist and among my three most favorite Vietnamese teachers since I started to learn 
the alphabet. It has really been a great pleasure for me to work with you since I 
graduated from Hanoi Medical University.  

Assistant Professor Bence Rethi for your great scientific support, for your 
explanations, for teaching me how to perform experiments and for your lectures. You 
are such an amazing scientist! Your knowledge seems to be infinite, not only in 
science, but also in many other things. It is a pleasure to talk with you about tea, the 
war in Vietnam and also Hoankiem lake’s turtle. Also thank you for all the times you 
drove me home at midnight in the very cold weather after long experiments. I wish you 
all the best! 

Associate Prof. Ingeborg van der Ploeg, coordinator at the Karolinska Institutet for 
the bilateral collaboration with Hanoi Medical University (HMU), for all your very 



 

54 

useful advices, for great support to me and my family every time I needed it. Thank you 
for your unlimited effort to promote the research program between Karolinska Institutet 
and HMU and to organize meetings for all Vietnamese students to get together and 
discuss our research progresses, for social activities and to introduce us to the Swedish 
culture. 

Mrs. Monica Grangien and Mrs. Maisa Al-Adhami for coordination, administrative 
support and good advices. 

Professor Nguyen Lan Viet, former Rector of HMU, Associate Professor Nguyen Duc 
Hinh, Rector of HMU and Director of our program for accepting and supporting me in 
the study. 

Professor Nguyen Van Tuong, the coordinator of our program at HMU side, for your 
great support and for advice on the program. 

Mrs. Nguyen Thu Huong and Mr. Nong Ngoc Huy for administrative support. 

Professor Marta Granström for being my mentor and close friend with all Vietnamese 
students. 

Solveig and Peter Freudenthal, for your big love to my family and to all Vietnamese 
students. My son Tom, my wife and I have very sweet memory from when we visited 
your house. This is unforgettable. Best wishes to you! 

Anna Nilsson for your great help in the lab and nice discussions on B cells and stromal 
cell. And special thanks for advice and for acting as my medical doctor when I needed 
it. You are such a great scientist and you can nicely combine very busy clinical work, 
research lab work, student training and family. I am really impressed! 

Nancy Vivar, my formal colleague in Chiodi’s group, for guiding me in my first 
experiments and for giving detailed immunology lectures to me. You are also my living 
Swedish dictionary. It is a great pleasure to talk with you and I love the great Peruvian 
food you cooked for me. 

Stefano Sammicheli for your great help and guidance with the multicolor FACS 
analysis. You are such a generous, open and good friend who is willing to help 
whenever needed, even during night time when I was at the lab and you were in 
...Italy!!! It would have been less fun to work in our lab if you would not have been 
there. Besides being a scientific collaborator, you are my gym friend and also my gym 
instructor. 

Monsieur Nicolas Ruffin, “it is nice” and happy guy, for useful talk and discussion, 
you are so gentle and friendly. 

Dang Vu Phuong Linh for talking and discussion about other aspects of life, outside 
science. Good luck with your future! 

Hanna Ingelman-Sundberg for your help in doing experiment when I was back in 
Vietnam. You are such a talented MD-PhD student! I wish you all the best. 

Alberto Cagigi, former PhD student in our group, for the wonderful pubs you have 
organized and for being a good friend in the lab. Your scientific career is proceeding so 
well, I am very happy for you! Give my regards to Anna. 



 

  55 

Carina Bengtsson, , Malgorzata Kryzowska, Caroline Fluur, 
Frida Mowafi, Vanoohi Fredriksson, Lyda Osorio, Farideh Sabri and Simone 
Pensieroso for many interesting discussions, talks, to share experiences and help. 

All the patients and volunteers that generously participated in our studies. I feel 
indebted to you all.  

All coauthors and collaborators for the great contributions to this work. 

Other people at MTC: Professor Marie Arsenian Henriksson, chairperson at MTC 
for your friendly interaction with me and for creating a great working atmosphere at 
MTC, Anna Lögdberg, Anita Wallentin, Lena Norenious, Helene Stambeck, 
Barbro Ehlin-Henriksson, Sándor Feldötö, Greger Blomquist, Torbjörn Laggar, 
for educational, administration and computer matters; and Professors Eva Klein, 
Georg Klein, Anneka Ehrnst, for very nice talks and discussion. Best wishes to you 
all! 

Birgitta Wester for assistance at the FACS facility. 

Daniel Pal and Christopher Sundling for your advice in Real-Time PCR testing. 

Greta and Lennart Jansson for your warm and friendly receiving me every time I 
visit your beautiful house. 

Other friends and colleagues at MTC, KI: Hanna Brauner, Emma Huitric, Danika 
Schepis, Lech Ignatovic, Kayoko Hosaka, Takahiro Seki, Venkatramanan 
Mohanram, Rozina Caridha, Sharon Lim, Wendy Murillo, Vishal Nehru, Annica 
Gad, Katarina Reis, Noémi Nagy, Renhai Cao for a lot of interesting discussions, 
talks, meetings, courses and social events. 

All my colleagues at the HIV/AIDS Department, National Institute of Hygiene and 
Epidemiology, Hanoi, Vietnam, where I work, for your support and encouragement  
throughout my studies. 

Hoang Thi Thu Ha, my colleague and friend, for your great support in collecting the 
samples in Vietnam. You are so kind and nice in helping me a lot with other matters 
when I was not in Vietnam. Best wishes to you! 

Dr. Tran Minh Hai, from HMU, for your great support to initiate the project in 
Vietnam. 

People working at Day care center, Tay Ho District Health Center, Hanoi and 
Medecine Du Monde - my study site in Vietnam: Dr. Dang Thi Bich Lan- head of 
center, Dr. Pham Thi Dung, Vincent Guerard, Nguyen Thu Ha, Nguyen Thi To, 
Nguyen Thi Kim Dung, Dao Thi Cao Bang, Nguyen Thi Nha and others for your 
great support in initiating the study for clinical management of the patients and for 
collecting samples. 

People working at the AIDS Center of the Military Institute of Hygiene and 
Epidemiology, Vietnam: Dr. Nguyen Trung Chien- Deputy-head of the Center, Ngo 
Thi Ngoc Phuong, Nguyen Dang Uan, Tran Xuan Tuyet, Nguyen Hai Yen and 
others for your great support and contribution to my study. 

Dr. Vu Thi Tuong Van, at the Microbiology Department of Bach Mai Hospital and 
Roche in Vietnam for your great support in the assay for the HIV viral load. 



 

56 

The community of Vietnamese students, post-docs and others in Stockholm: Dang Thi 
Ngoc Dung, Nguyen Van Do, Hoang Thu Ha, Nguyen Anh Tuan, Vu Thu Huyen, 
Ha Tran Hung, Vuong Tuyet mai, Vu Hong Thang, Hoang Thi Lam, Nguyen Viet 
Ha, Tran Thanh Ha, Tran Thanh Huong, Nguyen Thi Thanh Huong, Nguyen Van 
Tuan, Do Duy Cuong, Pham Thi Lan, Pham Nguyen Ha, Tran Quang Huy, 
Nguyen Van Tam, Nguyen Dang Vung, Nguyen Quynh Hoa and many other friends 
for all your help and for sharing wonderful moments in Sweden. Special thanks to 
Thanh-Hoa, Nga-Minh, Ha-Bengt, Dau-Binh, Duc-Thuy and Nga-Hai families to 
be the good friends with great support and advices to my family. 

I would like to thank all my kind Swedish friends and the peaceful atmosphere of 
Sweden, where I never felt tired at anytime during the beautiful summer or the dark 
cold weather in winter time. Sweden has become my second home! 

I would like to thank the staff of the Vietnamese Embassy in Sweden for great 
support and care about all Vietnamese students in Sweden. 

My parents in law Duong Tien Tho and Do Thi Bac Ninh for all of your great and 
constant support and to take care of my family when I was in Sweden. I know that it 
has been a lot of work and efforts which you have done with all your love. Without 
your support it would have been very difficult for me to study in Sweden. 

My mother and my father, for your endless love and care for me, you worked very 
hard, you did everything you could to allow me and my sisters to study. You are such 
great parents and we are very lucky to be your children. I am very proud about you. 

The families of my systers Lien- Hoa, Huong- Hoan, Nguyet- Oanh , Minh- 
Nguyen, Xuan- Duc, and my sister in law Quyen-Minh for constant support and 
encouragement  throughout my studies. 

My wonderful wife Duong Do Hong Mai, for your sweetest love to me. We have been 
very far from one another, separated from geographically distance, but I always felt we 
were closed to one another every day because of your love. You have taken care of our 
sons and family and also worked as a teacher when I was not at home. I know it was a 
very hard time for you, I really appreciate what you have done for me and our children. 
I love you so much! 

My dearest sons Pham Dinh Duy (TOM) and Pham Dinh Duc Anh (ZIN) for being 
an infinitive source of joy in my life. I felt very relaxed every time I thought about you, 
looked at your pictures beside me or talked with you by skype. I am sorry for not have 
been at home to take care of you. For sure, I am very proud of you! 
 
 



 

  57 

7 REFERENCES 
 
1. Gottlieb, M.S., Schroff, R., Schanker, H.M., Weisman, J.D., Fan, P.T., Wolf, 

R.A., and Saxon, A. 1981. Pneumocystis carinii pneumonia and mucosal 
candidiasis in previously healthy homosexual men: evidence of a new acquired 
cellular immunodeficiency. N Engl J Med 305:1425-1431. 

2. Barre-Sinoussi, F., Chermann, J.C., Rey, F., Nugeyre, M.T., Chamaret, S., 
Gruest, J., Dauguet, C., Axler-Blin, C., Vezinet-Brun, F., Rouzioux, C., et al. 
1983. Isolation of a T-lymphotropic retrovirus from a patient at risk for 
acquired immune deficiency syndrome (AIDS). Science 220:868-871. 

3. Gallo, R.C., Salahuddin, S.Z., Popovic, M., Shearer, G.M., Kaplan, M., Haynes, 
B.F., Palker, T.J., Redfield, R., Oleske, J., Safai, B., et al. 1984. Frequent 
detection and isolation of cytopathic retroviruses (HTLV-III) from patients with 
AIDS and at risk for AIDS. Science 224:500-503. 

4. Levy, J.A., Hoffman, A.D., Kramer, S.M., Landis, J.A., Shimabukuro, J.M., 
and Oshiro, L.S. 1984. Isolation of lymphocytopathic retroviruses from San 
Francisco patients with AIDS. Science 225:840-842. 

5. UNAIDS. 2010. UNAIDS Report on the global AIDS epidemic 2010. . 
6. Clavel, F., Guetard, D., Brun-Vezinet, F., Chamaret, S., Rey, M.A., Santos-

Ferreira, M.O., Laurent, A.G., Dauguet, C., Katlama, C., Rouzioux, C., et al. 
1986. Isolation of a new human retrovirus from West African patients with 
AIDS. Science 233:343-346. 

7. Levy, J.A. 2009. HIV pathogenesis: 25 years of progress and persistent 
challenges. Aids 23:147-160. 

8. Plantier, J.C., Leoz, M., Dickerson, J.E., De Oliveira, F., Cordonnier, F., 
Lemee, V., Damond, F., Robertson, D.L., and Simon, F. 2009. A new human 
immunodeficiency virus derived from gorillas. Nat Med 15:871-872. 

9. Robertson, D.L., Anderson, J.P., Bradac, J.A., Carr, J.K., Foley, B., 
Funkhouser, R.K., Gao, F., Hahn, B.H., Kalish, M.L., Kuiken, C., et al. 2000. 
HIV-1 nomenclature proposal. Science 288:55-56. 

10. Jost, S., Bernard, M.C., Kaiser, L., Yerly, S., Hirschel, B., Samri, A., Autran, 
B., Goh, L.E., and Perrin, L. 2002. A patient with HIV-1 superinfection. N Engl 
J Med 347:731-736. 

11. Jaffe, H.W., Bregman, D.J., and Selik, R.M. 1983. Acquired immune deficiency 
syndrome in the United States: the first 1,000 cases. J Infect Dis 148:339-345. 

12. De Cock, K.M., Adjorlolo, G., Ekpini, E., Sibailly, T., Kouadio, J., Maran, M., 
Brattegaard, K., Vetter, K.M., Doorly, R., and Gayle, H.D. 1993. Epidemiology 
and transmission of HIV-2. Why there is no HIV-2 pandemic. Jama 270:2083-
2086. 

13. Gottlieb, G.S., Hawes, S.E., Agne, H.D., Stern, J.E., Critchlow, C.W., Kiviat, 
N.B., and Sow, P.S. 2006. Lower levels of HIV RNA in semen in HIV-2 
compared with HIV-1 infection: implications for differences in transmission. 
Aids 20:895-900. 

14. Simon, F., Matheron, S., Tamalet, C., Loussert-Ajaka, I., Bartczak, S., Pepin, 
J.M., Dhiver, C., Gamba, E., Elbim, C., Gastaut, J.A., et al. 1993. Cellular and 
plasma viral load in patients infected with HIV-2. Aids 7:1411-1417. 

15. Sekigawa, I., Kaneko, H., Neoh, L.P., Takeda-Hirokawa, N., Akimoto, H., 
Hishikawa, T., Hashimoto, H., Hirose, S., Yamamoto, N., and Kaneko, Y. 
1998. Differences of HIV envelope protein between HIV-1 and HIV-2: possible 
relation to the lower virulence of HIV-2. Viral Immunol 11:1-8. 

16. Michel, P., Balde, A.T., Roussilhon, C., Aribot, G., Sarthou, J.L., and Gougeon, 
M.L. 2000. Reduced immune activation and T cell apoptosis in human 
immunodeficiency virus type 2 compared with type 1: correlation of T cell 



 

58 

apoptosis with beta2 microglobulin concentration and disease evolution. J Infect 
Dis 181:64-75. 

17. 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 169:3400-3406. 

18. Machuca, A., Ding, L., Taffs, R., Lee, S., Wood, O., Hu, J., and Hewlett, I. 
2004. HIV type 2 primary isolates induce a lower degree of apoptosis "in vitro" 
compared with HIV type 1 primary isolates. AIDS Res Hum Retroviruses 
20:507-512. 

19. Rowland-Jones, S.L., and Whittle, H.C. 2007. Out of Africa: what can we learn 
from HIV-2 about protective immunity to HIV-1? Nat Immunol 8:329-331. 

20. Friedland, G.H., and Klein, R.S. 1987. Transmission of the human 
immunodeficiency virus. N Engl J Med 317:1125-1135. 

21. Kumwenda, N.I., Hoover, D.R., Mofenson, L.M., Thigpen, M.C., Kafulafula, 
G., Li, Q., Mipando, L., Nkanaunena, K., Mebrahtu, T., Bulterys, M., et al. 
2008. Extended antiretroviral prophylaxis to reduce breast-milk HIV-1 
transmission. N Engl J Med 359:119-129. 

22. Wiktor, S.Z., Ekpini, E., Karon, J.M., Nkengasong, J., Maurice, C., Severin, 
S.T., Roels, T.H., Kouassi, M.K., Lackritz, E.M., Coulibaly, I.M., et al. 1999. 
Short-course oral zidovudine for prevention of mother-to-child transmission of 
HIV-1 in Abidjan, Cote d'Ivoire: a randomised trial. Lancet 353:781-785. 

23. Ayouba, A., Tene, G., Cunin, P., Foupouapouognigni, Y., Menu, E., Kfutwah, 
A., Thonnon, J., Scarlatti, G., Monny-Lobe, M., Eteki, N., et al. 2003. Low rate 
of mother-to-child transmission of HIV-1 after nevirapine intervention in a pilot 
public health program in Yaounde, Cameroon. J Acquir Immune Defic Syndr 
34:274-280. 

24. Dorenbaum, A., Cunningham, C.K., Gelber, R.D., Culnane, M., Mofenson, L., 
Britto, P., Rekacewicz, C., Newell, M.L., Delfraissy, J.F., Cunningham-
Schrader, B., et al. 2002. Two-dose intrapartum/newborn nevirapine and 
standard antiretroviral therapy to reduce perinatal HIV transmission: a 
randomized trial. Jama 288:189-198. 

25. Espert, L., Denizot, M., Grimaldi, M., Robert-Hebmann, V., Gay, B., 
Varbanov, M., Codogno, P., and Biard-Piechaczyk, M. 2006. Autophagy is 
involved in T cell death after binding of HIV-1 envelope proteins to CXCR4. J 
Clin Invest 116:2161-2172. 

26. Zinkernagel, R.M., and Hengartner, H. 1994. T-cell-mediated 
immunopathology versus direct cytolysis by virus: implications for HIV and 
AIDS. Immunol Today 15:262-268. 

27. McCune, J.M. 2001. The dynamics of CD4+ T-cell depletion in HIV disease. 
Nature 410:974-979. 

28. Brenchley, J.M., Price, D.A., Schacker, T.W., Asher, T.E., Silvestri, G., Rao, 
S., Kazzaz, Z., Bornstein, E., Lambotte, O., Altmann, D., et al. 2006. Microbial 
translocation is a cause of systemic immune activation in chronic HIV infection. 
Nat Med 12:1365-1371. 

29. Klatzmann, D., Champagne, E., Chamaret, S., Gruest, J., Guetard, D., Hercend, 
T., Gluckman, J.C., and Montagnier, L. 1984. T-lymphocyte T4 molecule 
behaves as the receptor for human retrovirus LAV. Nature 312:767-768. 

30. Wyatt, R., and Sodroski, J. 1998. The HIV-1 envelope glycoproteins: fusogens, 
antigens, and immunogens. Science 280:1884-1888. 

31. Berger, E.A., Murphy, P.M., and Farber, J.M. 1999. Chemokine receptors as 
HIV-1 coreceptors: roles in viral entry, tropism, and disease. Annu Rev 
Immunol 17:657-700. 

32. Singh, A., and Collman, R.G. 2000. Heterogeneous spectrum of coreceptor 
usage among variants within a dualtropic human immunodeficiency virus type 
1 primary-isolate quasispecies. J Virol 74:10229-10235. 



 

  59 

33. Moore, J.P., Kitchen, S.G., Pugach, P., and Zack, J.A. 2004. The CCR5 and 
CXCR4 coreceptors--central to understanding the transmission and 
pathogenesis of human immunodeficiency virus type 1 infection. AIDS Res 
Hum Retroviruses 20:111-126. 

34. 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 434:1093-1097. 

35. 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 434:1148-1152. 

36. Guadalupe, M., Reay, E., Sankaran, S., Prindiville, T., Flamm, J., McNeil, A., 
and Dandekar, S. 2003. Severe CD4+ T-cell depletion in gut lymphoid tissue 
during primary human immunodeficiency virus type 1 infection and substantial 
delay in restoration following highly active antiretroviral therapy. J Virol 
77:11708-11717. 

37. 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., et al. 2004. CD4+ T 
cell depletion during all stages of HIV disease occurs predominantly in the 
gastrointestinal tract. J Exp Med 200:749-759. 

38. Mehandru, S., Poles, M.A., Tenner-Racz, K., Horowitz, A., Hurley, A., Hogan, 
C., Boden, D., Racz, P., and Markowitz, M. 2004. Primary HIV-1 infection is 
associated with preferential depletion of CD4+ T lymphocytes from effector 
sites in the gastrointestinal tract. J Exp Med 200:761-770. 

39. Veazey, R.S., DeMaria, M., Chalifoux, L.V., Shvetz, D.E., Pauley, D.R., 
Knight, H.L., Rosenzweig, M., Johnson, R.P., Desrosiers, R.C., and Lackner, 
A.A. 1998. Gastrointestinal tract as a major site of CD4+ T cell depletion and 
viral replication in SIV infection. Science 280:427-431. 

40. Fauci, A.S. 1988. The human immunodeficiency virus: infectivity and 
mechanisms of pathogenesis. Science 239:617-622. 

41. Westendorp, M.O., Frank, R., Ochsenbauer, C., Stricker, K., Dhein, J., 
Walczak, H., Debatin, K.M., and Krammer, P.H. 1995. Sensitization of T cells 
to CD95-mediated apoptosis by HIV-1 Tat and gp120. Nature 375:497-500. 

42. Arthos, J., Cicala, C., Selig, S.M., White, A.A., Ravindranath, H.M., Van Ryk, 
D., Steenbeke, T.D., Machado, E., Khazanie, P., Hanback, M.S., et al. 2002. 
The role of the CD4 receptor versus HIV coreceptors in envelope-mediated 
apoptosis in peripheral blood mononuclear cells. Virology 292:98-106. 

43. Alimonti, J.B., Ball, T.B., and Fowke, K.R. 2003. Mechanisms of CD4+ T 
lymphocyte cell death in human immunodeficiency virus infection and AIDS. J 
Gen Virol 84:1649-1661. 

44. Herbein, G., Van Lint, C., Lovett, J.L., and Verdin, E. 1998. Distinct 
mechanisms trigger apoptosis in human immunodeficiency virus type 1-
infected and in uninfected bystander T lymphocytes. J Virol 72:660-670. 

45. Schacker, T.W., Nguyen, P.L., Beilman, G.J., Wolinsky, S., Larson, M., Reilly, 
C., and Haase, A.T. 2002. Collagen deposition in HIV-1 infected lymphatic 
tissues and T cell homeostasis. J Clin Invest 110:1133-1139. 

46. Zeng, M., Smith, A.J., Wietgrefe, S.W., Southern, P.J., Schacker, T.W., Reilly, 
C.S., Estes, J.D., Burton, G.F., Silvestri, G., Lifson, J.D., et al. 2011. 
Cumulative mechanisms of lymphoid tissue fibrosis and T cell depletion in 
HIV-1 and SIV infections. J Clin Invest 121:998-1008. 

47. Catalfamo, M., Wilhelm, C., Tcheung, L., Proschan, M., Friesen, T., Park, J.H., 
Adelsberger, J., Baseler, M., Maldarelli, F., Davey, R., et al. CD4 and CD8 T 
Cell Immune Activation during Chronic HIV Infection: Roles of Homeostasis, 
HIV, Type I IFN, and IL-7. J Immunol 186:2106-2116. 

48. Tsubota, H., Lord, C.I., Watkins, D.I., Morimoto, C., and Letvin, N.L. 1989. A 
cytotoxic T lymphocyte inhibits acquired immunodeficiency syndrome virus 
replication in peripheral blood lymphocytes. J Exp Med 169:1421-1434. 



 

60 

49. Walker, C.M., Moody, D.J., Stites, D.P., and Levy, J.A. 1986. CD8+ 
lymphocytes can control HIV infection in vitro by suppressing virus replication. 
Science 234:1563-1566. 

50. Goonetilleke, N., Liu, M.K., Salazar-Gonzalez, J.F., Ferrari, G., Giorgi, E., 
Ganusov, V.V., Keele, B.F., Learn, G.H., Turnbull, E.L., Salazar, M.G., et al. 
2009. The first T cell response to transmitted/founder virus contributes to the 
control of acute viremia in HIV-1 infection. J Exp Med 206:1253-1272. 

51. Wagner, L., Yang, O.O., Garcia-Zepeda, E.A., Ge, Y., Kalams, S.A., Walker, 
B.D., Pasternack, M.S., and Luster, A.D. 1998. Beta-chemokines are released 
from HIV-1-specific cytolytic T-cell granules complexed to proteoglycans. 
Nature 391:908-911. 

52. Appay, V., Nixon, D.F., Donahoe, S.M., Gillespie, G.M., Dong, T., King, A., 
Ogg, G.S., Spiegel, H.M., Conlon, C., Spina, C.A., et al. 2000. HIV-specific 
CD8(+) T cells produce antiviral cytokines but are impaired in cytolytic 
function. J Exp Med 192:63-75. 

53. Trautmann, L., Janbazian, L., Chomont, N., Said, E.A., Gimmig, S., Bessette, 
B., Boulassel, M.R., Delwart, E., Sepulveda, H., Balderas, R.S., et al. 2006. 
Upregulation of PD-1 expression on HIV-specific CD8+ T cells leads to 
reversible immune dysfunction. Nat Med 12:1198-1202. 

54. Moir, S., and Fauci, A.S. 2009. B cells in HIV infection and disease. Nat Rev 
Immunol 9:235-245. 

55. Titanji, K., Chiodi, F., Bellocco, R., Schepis, D., Osorio, L., Tassandin, C., 
Tambussi, G., Grutzmeier, S., Lopalco, L., and De Milito, A. 2005. Primary 
HIV-1 infection sets the stage for important B lymphocyte dysfunctions. Aids 
19:1947-1955. 

56. Titanji, K., De Milito, A., Cagigi, A., Thorstensson, R., Grutzmeier, S., Atlas, 
A., Hejdeman, B., Kroon, F.P., Lopalco, L., Nilsson, A., et al. 2006. Loss of 
memory B cells impairs maintenance of long-term serologic memory during 
HIV-1 infection. Blood 108:1580-1587. 

57. Pensieroso, S., Cagigi, A., Palma, P., Nilsson, A., Capponi, C., Freda, E., 
Bernardi, S., Thorstensson, R., Chiodi, F., and Rossi, P. 2009. Timing of 
HAART defines the integrity of memory B cells and the longevity of humoral 
responses in HIV-1 vertically-infected children. Proc Natl Acad Sci U S A 
106:7939-7944. 

58. Xu, G., and Shi, Y. 2007. Apoptosis signaling pathways and lymphocyte 
homeostasis. Cell Res 17:759-771. 

59. Trauth, B.C., Klas, C., Peters, A.M., Matzku, S., Moller, P., Falk, W., Debatin, 
K.M., and Krammer, P.H. 1989. Monoclonal antibody-mediated tumor 
regression by induction of apoptosis. Science 245:301-305. 

60. Krueger, A., Fas, S.C., Baumann, S., and Krammer, P.H. 2003. The role of 
CD95 in the regulation of peripheral T-cell apoptosis. Immunol Rev 193:58-69. 

61. Peter, M.E., Ehret, A., Berndt, C., and Krammer, P.H. 1997. AIDS and the 
death receptors. Br Med Bull 53:604-616. 

62. Namen, A.E., Lupton, S., Hjerrild, K., Wignall, J., Mochizuki, D.Y., Schmierer, 
A., Mosley, B., March, C.J., Urdal, D., and Gillis, S. 1988. Stimulation of B-
cell progenitors by cloned murine interleukin-7. Nature 333:571-573. 

63. Takeda, S., Gillis, S., and Palacios, R. 1989. In vitro effects of recombinant 
interleukin 7 on growth and differentiation of bone marrow pro-B- and pro-T-
lymphocyte clones and fetal thymocyte clones. Proc Natl Acad Sci U S A 
86:1634-1638. 

64. Morrissey, P.J., Goodwin, R.G., Nordan, R.P., Anderson, D., Grabstein, K.H., 
Cosman, D., Sims, J., Lupton, S., Acres, B., and Reed, S.G. 1989. Recombinant 
interleukin 7, pre-B cell growth factor, has costimulatory activity on purified 
mature T cells. J Exp Med 169:707-716. 



 

  61 

65. Jiang, Q., Li, W.Q., Aiello, F.B., Mazzucchelli, R., Asefa, B., Khaled, A.R., and 
Durum, S.K. 2005. Cell biology of IL-7, a key lymphotrophin. Cytokine 
Growth Factor Rev 16:513-533. 

66. Brieu, N., Portales, P., Carles, M.J., and Corbeau, P. 2011. Interleukin-7 
induces HIV type 1 R5-to-X4 switch. Blood 117:2073-2074. 

67. Sutherland, G.R., Baker, E., Fernandez, K.E., Callen, D.F., Goodwin, R.G., 
Lupton, S., Namen, A.E., Shannon, M.F., and Vadas, M.A. 1989. The gene for 
human interleukin 7 (IL7) is at 8q12-13. Hum Genet 82:371-372. 

68. Vudattu, N.K., Magalhaes, I., Hoehn, H., Pan, D., and Maeurer, M.J. 2009. 
Expression analysis and functional activity of interleukin-7 splice variants. 
Genes Immun 10:132-140. 

69. Sudo, T., Ito, M., Ogawa, Y., Iizuka, M., Kodama, H., Kunisada, T., Hayashi, 
S., Ogawa, M., Sakai, K., and Nishikawa, S. 1989. Interleukin 7 production and 
function in stromal cell-dependent B cell development. J Exp Med 170:333-
338. 

70. Friend, S.L., Hosier, S., Nelson, A., Foxworthe, D., Williams, D.E., and Farr, 
A. 1994. A thymic stromal cell line supports in vitro development of surface 
IgM+ B cells and produces a novel growth factor affecting B and T lineage 
cells. Exp Hematol 22:321-328. 

71. Madrigal-Estebas, L., McManus, R., Byrne, B., Lynch, S., Doherty, D.G., 
Kelleher, D., O'Donoghue, D.P., Feighery, C., and O'Farrelly, C. 1997. Human 
small intestinal epithelial cells secrete interleukin-7 and differentially express 
two different interleukin-7 mRNA Transcripts: implications for extrathymic T-
cell differentiation. Hum Immunol 58:83-90. 

72. Watanabe, M., Ueno, Y., Yajima, T., Iwao, Y., Tsuchiya, M., Ishikawa, H., 
Aiso, S., Hibi, T., and Ishii, H. 1995. Interleukin 7 is produced by human 
intestinal epithelial cells and regulates the proliferation of intestinal mucosal 
lymphocytes. J Clin Invest 95:2945-2953. 

73. Link, A., Vogt, T.K., Favre, S., Britschgi, M.R., Acha-Orbea, H., Hinz, B., 
Cyster, J.G., and Luther, S.A. 2007. Fibroblastic reticular cells in lymph nodes 
regulate the homeostasis of naive T cells. Nat Immunol 8:1255-1265. 

74. Heufler, C., Topar, G., Grasseger, A., Stanzl, U., Koch, F., Romani, N., Namen, 
A.E., and Schuler, G. 1993. Interleukin 7 is produced by murine and human 
keratinocytes. J Exp Med 178:1109-1114. 

75. Sorg, R.V., McLellan, A.D., Hock, B.D., Fearnley, D.B., and Hart, D.N. 1998. 
Human dendritic cells express functional interleukin-7. Immunobiology 
198:514-526. 

76. Kroncke, R., Loppnow, H., Flad, H.D., and Gerdes, J. 1996. Human follicular 
dendritic cells and vascular cells produce interleukin-7: a potential role for 
interleukin-7 in the germinal center reaction. Eur J Immunol 26:2541-2544. 

77. Sawa, Y., Arima, Y., Ogura, H., Kitabayashi, C., Jiang, J.J., Fukushima, T., 
Kamimura, D., Hirano, T., and Murakami, M. 2009. Hepatic interleukin-7 
expression regulates T cell responses. Immunity 30:447-457. 

78. Isgro, A., Aiuti, F., Mezzaroma, I., Franchi, F., Mazzone, A.M., Lebba, F., and 
Aiuti, A. 2002. Interleukin 7 production by bone marrow-derived stromal cells 
in HIV-1-infected patients during highly active antiretroviral therapy. Aids 
16:2231-2232. 

79. Guimond, M., Veenstra, R.G., Grindler, D.J., Zhang, H., Cui, Y., Murphy, 
R.D., Kim, S.Y., Na, R., Hennighausen, L., Kurtulus, S., et al. 2009. Interleukin 
7 signaling in dendritic cells regulates the homeostatic proliferation and niche 
size of CD4+ T cells. Nat Immunol 10:149-157. 

80. Oshima, S., Nakamura, T., Namiki, S., Okada, E., Tsuchiya, K., Okamoto, R., 
Yamazaki, M., Yokota, T., Aida, M., Yamaguchi, Y., et al. 2004. Interferon 
regulatory factor 1 (IRF-1) and IRF-2 distinctively up-regulate gene expression 
and production of interleukin-7 in human intestinal epithelial cells. Mol Cell 
Biol 24:6298-6310. 



 

62 

81. Tang, J., Nuccie, B.L., Ritterman, I., Liesveld, J.L., Abboud, C.N., and Ryan, 
D.H. 1997. TGF-beta down-regulates stromal IL-7 secretion and inhibits 
proliferation of human B cell precursors. J Immunol 159:117-125. 

82. Yoshioka, A., Okamoto, R., Oshima, S., Akiyama, J., Tsuchiya, K., Nakamura, 
T., Kanai, T., and Watanabe, M. 2008. Flagellin stimulation suppresses IL-7 
secretion of intestinal epithelial cells. Cytokine 44:57-64. 

83. Weitzmann, M.N., Cenci, S., Rifas, L., Brown, C., and Pacifici, R. 2000. 
Interleukin-7 stimulates osteoclast formation by up-regulating the T-cell 
production of soluble osteoclastogenic cytokines. Blood 96:1873-1878. 

84. Shalapour, S., Deiser, K., Sercan, O., Tuckermann, J., Minnich, K., Willimsky, 
G., Blankenstein, T., Hammerling, G.J., Arnold, B., and Schuler, T. 2010. 
Commensal microflora and interferon-gamma promote steady-state interleukin-
7 production in vivo. Eur J Immunol 40:2391-2400. 

85. von Freeden-Jeffry, U., Vieira, P., Lucian, L.A., McNeil, T., Burdach, S.E., and 
Murray, R. 1995. Lymphopenia in interleukin (IL)-7 gene-deleted mice 
identifies IL-7 as a nonredundant cytokine. J Exp Med 181:1519-1526. 

86. Kim, K., Lee, C.K., Sayers, T.J., Muegge, K., and Durum, S.K. 1998. The 
trophic action of IL-7 on pro-T cells: inhibition of apoptosis of pro-T1, -T2, and 
-T3 cells correlates with Bcl-2 and Bax levels and is independent of Fas and 
p53 pathways. J Immunol 160:5735-5741. 

87. Schluns, K.S., Kieper, W.C., Jameson, S.C., and Lefrancois, L. 2000. 
Interleukin-7 mediates the homeostasis of naive and memory CD8 T cells in 
vivo. Nat Immunol 1:426-432. 

88. DiSanto, J.P., Muller, W., Guy-Grand, D., Fischer, A., and Rajewsky, K. 1995. 
Lymphoid development in mice with a targeted deletion of the interleukin 2 
receptor gamma chain. Proc Natl Acad Sci U S A 92:377-381. 

89. Franchimont, D., Galon, J., Vacchio, M.S., Fan, S., Visconti, R., Frucht, D.M., 
Geenen, V., Chrousos, G.P., Ashwell, J.D., and O'Shea, J.J. 2002. Positive 
effects of glucocorticoids on T cell function by up-regulation of IL-7 receptor 
alpha. J Immunol 168:2212-2218. 

90. Pleiman, C.M., Gimpel, S.D., Park, L.S., Harada, H., Taniguchi, T., and 
Ziegler, S.F. 1991. Organization of the murine and human interleukin-7 
receptor genes: two mRNAs generated by differential splicing and presence of a 
type I-interferon-inducible promoter. Mol Cell Biol 11:3052-3059. 

91. Park, J.H., Yu, Q., Erman, B., Appelbaum, J.S., Montoya-Durango, D., Grimes, 
H.L., and Singer, A. 2004. Suppression of IL7Ralpha transcription by IL-7 and 
other prosurvival cytokines: a novel mechanism for maximizing IL-7-dependent 
T cell survival. Immunity 21:289-302. 

92. Crawley, A.M., Vranjkovic, A., Young, C., and Angel, J.B. Interleukin-4 
downregulates CD127 expression and activity on human thymocytes and 
mature CD8+ T cells. Eur J Immunol 40:1396-1407. 

93. Mazzucchelli, R., and Durum, S.K. 2007. Interleukin-7 receptor expression: 
intelligent design. Nat Rev Immunol 7:144-154. 

94. Rethi, B., Fluur, C., Atlas, A., Krzyzowska, M., Mowafi, F., Grutzmeier, S., De 
Milito, A., Bellocco, R., Falk, K.I., Rajnavolgyi, E., et al. 2005. Loss of IL-
7Ralpha is associated with CD4 T-cell depletion, high interleukin-7 levels and 
CD28 down-regulation in HIV infected patients. Aids 19:2077-2086. 

95. Faller, E.M., Sugden, S.M., McVey, M.J., Kakal, J.A., and MacPherson, P.A. 
2010. Soluble HIV Tat protein removes the IL-7 receptor alpha-chain from the 
surface of resting CD8 T cells and targets it for degradation. J Immunol 
185:2854-2866. 

96. Faller, E.M., McVey, M.J., Kakal, J.A., and MacPherson, P.A. 2006. 
Interleukin-7 receptor expression on CD8 T-cells is downregulated by the HIV 
Tat protein. J Acquir Immune Defic Syndr 43:257-269. 

97. Yamazaki, M., Yajima, T., Tanabe, M., Fukui, K., Okada, E., Okamoto, R., 
Oshima, S., Nakamura, T., Kanai, T., Uehira, M., et al. 2003. Mucosal T cells 



 

  63 

expressing high levels of IL-7 receptor are potential targets for treatment of 
chronic colitis. J Immunol 171:1556-1563. 

98. Rich, B.E., Campos-Torres, J., Tepper, R.I., Moreadith, R.W., and Leder, P. 
1993. Cutaneous lymphoproliferation and lymphomas in interleukin 7 
transgenic mice. J Exp Med 177:305-316. 

99. Aranami, T., Iclozan, C., Iwabuchi, K., and Onoe, K. 2004. IL-7-dependent 
homeostatic proliferation in the presence of a large number of T cells in gld 
mice. Microbiol Immunol 48:477-484. 

100. Macchi, P., Villa, A., Giliani, S., Sacco, M.G., Frattini, A., Porta, F., Ugazio, 
A.G., Johnston, J.A., Candotti, F., O'Shea, J.J., et al. 1995. Mutations of Jak-3 
gene in patients with autosomal severe combined immune deficiency (SCID). 
Nature 377:65-68. 

101. Benbernou, N., Muegge, K., and Durum, S.K. 2000. Interleukin (IL)-7 induces 
rapid activation of Pyk2, which is bound to Janus kinase 1 and IL-7Ralpha. J 
Biol Chem 275:7060-7065. 

102. Huang, M., Sharma, S., Zhu, L.X., Keane, M.P., Luo, J., Zhang, L., Burdick, 
M.D., Lin, Y.Q., Dohadwala, M., Gardner, B., et al. 2002. IL-7 inhibits 
fibroblast TGF-beta production and signaling in pulmonary fibrosis. J Clin 
Invest 109:931-937. 

103. Rodig, S.J., Meraz, M.A., White, J.M., Lampe, P.A., Riley, J.K., Arthur, C.D., 
King, K.L., Sheehan, K.C., Yin, L., Pennica, D., et al. 1998. Disruption of the 
Jak1 gene demonstrates obligatory and nonredundant roles of the Jaks in 
cytokine-induced biologic responses. Cell 93:373-383. 

104. Jiang, Q., Li, W.Q., Hofmeister, R.R., Young, H.A., Hodge, D.R., Keller, J.R., 
Khaled, A.R., and Durum, S.K. 2004. Distinct regions of the interleukin-7 
receptor regulate different Bcl2 family members. Mol Cell Biol 24:6501-6513. 

105. Li, W.Q., Jiang, Q., Khaled, A.R., Keller, J.R., and Durum, S.K. 2004. 
Interleukin-7 inactivates the pro-apoptotic protein Bad promoting T cell 
survival. J Biol Chem 279:29160-29166. 

106. Pallard, C., Stegmann, A.P., van Kleffens, T., Smart, F., Venkitaraman, A., and 
Spits, H. 1999. Distinct roles of the phosphatidylinositol 3-kinase and STAT5 
pathways in IL-7-mediated development of human thymocyte precursors. 
Immunity 10:525-535. 

107. Seckinger, P., and Fougereau, M. 1994. Activation of src family kinases in 
human pre-B cells by IL-7. J Immunol 153:97-109. 

108. Page, T.H., Lali, F.V., and Foxwell, B.M. 1995. Interleukin-7 activates p56lck 
and p59fyn, two tyrosine kinases associated with the p90 interleukin-7 receptor 
in primary human T cells. Eur J Immunol 25:2956-2960. 

109. Seddon, B., and Zamoyska, R. 2002. TCR signals mediated by Src family 
kinases are essential for the survival of naive T cells. J Immunol 169:2997-
3005. 

110. Khaled, A.R., and Durum, S.K. 2003. Death and Baxes: mechanisms of 
lymphotrophic cytokines. Immunol Rev 193:48-57. 

111. Bolotin, E., Annett, G., Parkman, R., and Weinberg, K. 1999. Serum levels of 
IL-7 in bone marrow transplant recipients: relationship to clinical characteristics 
and lymphocyte count. Bone Marrow Transplant 23:783-788. 

112. Fry, T.J., Connick, E., Falloon, J., Lederman, M.M., Liewehr, D.J., Spritzler, J., 
Steinberg, S.M., Wood, L.V., Yarchoan, R., Zuckerman, J., et al. 2001. A 
potential role for interleukin-7 in T-cell homeostasis. Blood 97:2983-2990. 

113. Napolitano, L.A., Grant, R.M., Deeks, S.G., Schmidt, D., De Rosa, S.C., 
Herzenberg, L.A., Herndier, B.G., Andersson, J., and McCune, J.M. 2001. 
Increased production of IL-7 accompanies HIV-1-mediated T-cell depletion: 
implications for T-cell homeostasis. Nat Med 7:73-79. 

114. Boutboul, F., Puthier, D., Appay, V., Pelle, O., Ait-Mohand, H., Combadiere, 
B., Carcelain, G., Katlama, C., Rowland-Jones, S.L., Debre, P., et al. 2005. 



 

64 

Modulation of interleukin-7 receptor expression characterizes differentiation of 
CD8 T cells specific for HIV, EBV and CMV. Aids 19:1981-1986. 

115. Golden-Mason, L., Burton, J.R., Jr., Castelblanco, N., Klarquist, J., Benlloch, 
S., Wang, C., and Rosen, H.R. 2006. Loss of IL-7 receptor alpha-chain 
(CD127) expression in acute HCV infection associated with viral persistence. 
Hepatology 44:1098-1109. 

116. Carini, C., McLane, M.F., Mayer, K.H., and Essex, M. 1994. Dysregulation of 
interleukin-7 receptor may generate loss of cytotoxic T cell response in human 
immunodeficiency virus type 1 infection. Eur J Immunol 24:2927-2934. 

117. Paiardini, M., Cervasi, B., Albrecht, H., Muthukumar, A., Dunham, R., Gordon, 
S., Radziewicz, H., Piedimonte, G., Magnani, M., Montroni, M., et al. 2005. 
Loss of CD127 expression defines an expansion of effector CD8+ T cells in 
HIV-infected individuals. J Immunol 174:2900-2909. 

118. Fluur, C., Rethi, B., Thang, P.H., Vivar, N., Mowafi, F., Lopalco, L., Foppa, 
C.U., Karlsson, A., Tambussi, G., and Chiodi, F. 2007. Relationship between 
serum IL-7 concentrations and lymphopenia upon different levels of HIV 
immune control. Aids 21:1048-1050. 

119. Rethi, B., Vivar, N., Sammicheli, S., and Chiodi, F. 2009. Limited efficiency of 
endogenous interleukin-7 levels in T cell reconstitution during HIV-1 infection: 
will exogenous interleukin-7 therapy work? Aids 23:745-755. 

120. Mowat, A.M., and Viney, J.L. 1997. The anatomical basis of intestinal 
immunity. Immunol Rev 156:145-166. 

121. Artis, D. 2008. Epithelial-cell recognition of commensal bacteria and 
maintenance of immune homeostasis in the gut. Nat Rev Immunol 8:411-420. 

122. Brenchley, J.M., and Douek, D.C. 2008. HIV infection and the gastrointestinal 
immune system. Mucosal Immunol 1:23-30. 

123. Brenchley, J.M., Price, D.A., and Douek, D.C. 2006. HIV disease: fallout from 
a mucosal catastrophe? Nat Immunol 7:235-239. 

124. Guadalupe, M., Sankaran, S., George, M.D., Reay, E., Verhoeven, D., 
Shacklett, B.L., Flamm, J., Wegelin, J., Prindiville, T., and Dandekar, S. 2006. 
Viral suppression and immune restoration in the gastrointestinal mucosa of 
human immunodeficiency virus type 1-infected patients initiating therapy 
during primary or chronic infection. J Virol 80:8236-8247. 

125. Veazey, R.S., Gauduin, M.C., Mansfield, K.G., Tham, I.C., Altman, J.D., 
Lifson, J.D., Lackner, A.A., and Johnson, R.P. 2001. Emergence and kinetics of 
simian immunodeficiency virus-specific CD8(+) T cells in the intestines of 
macaques during primary infection. J Virol 75:10515-10519. 

126. Douek, D.C., Roederer, M., and Koup, R.A. 2009. Emerging concepts in the 
immunopathogenesis of AIDS. Annu Rev Med 60:471-484. 

127. Shacklett, B.L., Critchfield, J.W., Ferre, A.L., and Hayes, T.L. 2009. Mucosal 
T-cell responses to HIV: responding at the front lines. J Intern Med 265:58-66. 

128. Hogg, R.S., Heath, K.V., Yip, B., Craib, K.J., O'Shaughnessy, M.V., Schechter, 
M.T., and Montaner, J.S. 1998. Improved survival among HIV-infected 
individuals following initiation of antiretroviral therapy. Jama 279:450-454. 

129. 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 338:853-860. 

130. WHO. 2010. Antiretroviral Therapy for HIV Infection in Adults and 
Adolescents - recommendations for a Public Health Approach - 2010 revision. 
http://whqlibdoc.who.int/publications/2010/9789241599764_eng.pdf. 

131. Kim, J.Y., and Gilks, C. 2005. Scaling up treatment--why we can't wait. N Engl 
J Med 353:2392-2394. 

132. Kotler, D.P., Shimada, T., Snow, G., Winson, G., Chen, W., Zhao, M., Inada, 
Y., and Clayton, F. 1998. Effect of combination antiretroviral therapy upon 

http://whqlibdoc.who.int/publications/2010/9789241599764_eng.pdf


 

  65 

rectal mucosal HIV RNA burden and mononuclear cell apoptosis. Aids 12:597-
604. 

133. Mehandru, S., Poles, M.A., Tenner-Racz, K., Jean-Pierre, P., Manuelli, V., 
Lopez, P., Shet, A., Low, A., Mohri, H., Boden, D., et al. 2006. Lack of 
mucosal immune reconstitution during prolonged treatment of acute and early 
HIV-1 infection. PLoS Med 3:e484. 

134. Brodie, S.J., Lewinsohn, D.A., Patterson, B.K., Jiyamapa, D., Krieger, J., 
Corey, L., Greenberg, P.D., and Riddell, S.R. 1999. In vivo migration and 
function of transferred HIV-1-specific cytotoxic T cells. Nat Med 5:34-41. 

135. Davey, R.T., Jr., Chaitt, D.G., Albert, J.M., Piscitelli, S.C., Kovacs, J.A., 
Walker, R.E., Falloon, J., Polis, M.A., Metcalf, J.A., Masur, H., et al. 1999. A 
randomized trial of high- versus low-dose subcutaneous interleukin-2 outpatient 
therapy for early human immunodeficiency virus type 1 infection. J Infect Dis 
179:849-858. 

136. Davey, R.T., Jr., Chaitt, D.G., Piscitelli, S.C., Wells, M., Kovacs, J.A., Walker, 
R.E., Falloon, J., Polis, M.A., Metcalf, J.A., Masur, H., et al. 1997. 
Subcutaneous administration of interleukin-2 in human immunodeficiency virus 
type 1-infected persons. J Infect Dis 175:781-789. 

137. Kovacs, J.A., Vogel, S., Albert, J.M., Falloon, J., Davey, R.T., Jr., Walker, 
R.E., Polis, M.A., Spooner, K., Metcalf, J.A., Baseler, M., et al. 1996. 
Controlled trial of interleukin-2 infusions in patients infected with the human 
immunodeficiency virus. N Engl J Med 335:1350-1356. 

138. Levy, Y., Capitant, C., Houhou, S., Carriere, I., Viard, J.P., Goujard, C., 
Gastaut, J.A., Oksenhendler, E., Boumsell, L., Gomard, E., et al. 1999. 
Comparison of subcutaneous and intravenous interleukin-2 in asymptomatic 
HIV-1 infection: a randomised controlled trial. ANRS 048 study group. Lancet 
353:1923-1929. 

139. Kovacs, J.A., Lempicki, R.A., Sidorov, I.A., Adelsberger, J.W., Sereti, I., 
Sachau, W., Kelly, G., Metcalf, J.A., Davey, R.T., Jr., Falloon, J., et al. 2005. 
Induction of prolonged survival of CD4+ T lymphocytes by intermittent IL-2 
therapy in HIV-infected patients. J Clin Invest 115:2139-2148. 

140. Abrams, D., Levy, Y., Losso, M.H., Babiker, A., Collins, G., Cooper, D.A., 
Darbyshire, J., Emery, S., Fox, L., Gordin, F., et al. 2009. Interleukin-2 therapy 
in patients with HIV infection. N Engl J Med 361:1548-1559. 

141. Levy, Y., Lacabaratz, C., Weiss, L., Viard, J.P., Goujard, C., Lelievre, J.D., 
Boue, F., Molina, J.M., Rouzioux, C., Avettand-Fenoel, V., et al. 2009. 
Enhanced T cell recovery in HIV-1-infected adults through IL-7 treatment. J 
Clin Invest 119:997-1007. 

142. Sereti, I., Dunham, R.M., Spritzler, J., Aga, E., Proschan, M.A., Medvik, K., 
Battaglia, C.A., Landay, A.L., Pahwa, S., Fischl, M.A., et al. 2009. IL-7 
administration drives T cell-cycle entry and expansion in HIV-1 infection. 
Blood 113:6304-6314. 

143. Smithgall, M.D., Wong, J.G., Critchett, K.E., and Haffar, O.K. 1996. IL-7 up-
regulates HIV-1 replication in naturally infected peripheral blood mononuclear 
cells. J Immunol 156:2324-2330. 

144. Wang, F.X., Xu, Y., Sullivan, J., Souder, E., Argyris, E.G., Acheampong, E.A., 
Fisher, J., Sierra, M., Thomson, M.M., Najera, R., et al. 2005. IL-7 is a potent 
and proviral strain-specific inducer of latent HIV-1 cellular reservoirs of 
infected individuals on virally suppressive HAART. J Clin Invest 115:128-137. 

145. Jacobson, M.A., Spritzler, J., Landay, A., Chan, E., Katzenstein, D., Schock, B., 
Fox, L., Roe, J., Kundu, S., and Pollard, R. 2002. A Phase I, placebo-controlled 
trial of multi-dose recombinant human interleukin-12 in patients with HIV 
infection. Aids 16:1147-1154. 

146. Angel, J.B., Jacobson, M.A., Skolnik, P.R., Giordano, M., Shapiro, L., LeBeaut, 
A., Greaves, W., and Fuchs, A.C. 2000. A multicenter, randomized, double-



 

66 

blind, placebo-controlled trial of recombinant human interleukin-10 in HIV-
infected subjects. Aids 14:2503-2508. 

147. Ahmad, A., Ahmad, R., Iannello, A., Toma, E., Morisset, R., and Sindhu, S.T. 
2005. IL-15 and HIV infection: lessons for immunotherapy and vaccination. 
Curr HIV Res 3:261-270. 

148. Klein, M. 2003. Prospects and challenges for prophylactic and therapeutic HIV 
vaccines. Vaccine 21:616-619. 

149. McMichael, A.J., and Hanke, T. 2003. HIV vaccines 1983-2003. Nat Med 
9:874-880. 

150. Richman, D.D., Margolis, D.M., Delaney, M., Greene, W.C., Hazuda, D., and 
Pomerantz, R.J. 2009. The challenge of finding a cure for HIV infection. 
Science 323:1304-1307. 

151. Pastori, C., Weiser, B., Barassi, C., Uberti-Foppa, C., Ghezzi, S., Longhi, R., 
Calori, G., Burger, H., Kemal, K., Poli, G., et al. 2006. Long-lasting CCR5 
internalization by antibodies in a subset of long-term nonprogressors: a possible 
protective effect against disease progression. Blood 107:4825-4833. 

152. Migueles, S.A., and Connors, M. Long-term nonprogressive disease among 
untreated HIV-infected individuals: clinical implications of understanding 
immune control of HIV. Jama 304:194-201. 

153. Acuto, O., and Michel, F. 2003. CD28-mediated co-stimulation: a quantitative 
support for TCR signalling. Nat Rev Immunol 3:939-951. 

154. Fagnoni, F.F., Vescovini, R., Mazzola, M., Bologna, G., Nigro, E., Lavagetto, 
G., Franceschi, C., Passeri, M., and Sansoni, P. 1996. Expansion of cytotoxic 
CD8+ CD28- T cells in healthy ageing people, including centenarians. 
Immunology 88:501-507. 

155. Schmidt, D., Martens, P.B., Weyand, C.M., and Goronzy, J.J. 1996. The 
repertoire of CD4+ CD28- T cells in rheumatoid arthritis. Mol Med 2:608-618. 

156. Markovic-Plese, S., Cortese, I., Wandinger, K.P., McFarland, H.F., and Martin, 
R. 2001. CD4+CD28- costimulation-independent T cells in multiple sclerosis. J 
Clin Invest 108:1185-1194. 

157. Moosig, F., Csernok, E., Wang, G., and Gross, W.L. 1998. Costimulatory 
molecules in Wegener's granulomatosis (WG): lack of expression of CD28 and 
preferential up-regulation of its ligands B7-1 (CD80) and B7-2 (CD86) on T 
cells. Clin Exp Immunol 114:113-118. 

158. Kammerer, R., Iten, A., Frei, P.C., and Burgisser, P. 1996. Expansion of T cells 
negative for CD28 expression in HIV infection. Relation to activation markers 
and cell adhesion molecules, and correlation with prognostic markers. Med 
Microbiol Immunol 185:19-25. 

159. Effros, R.B., Allsopp, R., Chiu, C.P., Hausner, M.A., Hirji, K., Wang, L., 
Harley, C.B., Villeponteau, B., West, M.D., and Giorgi, J.V. 1996. Shortened 
telomeres in the expanded CD28-CD8+ cell subset in HIV disease implicate 
replicative senescence in HIV pathogenesis. Aids 10:F17-22. 

160. Trimble, L.A., Shankar, P., Patterson, M., Daily, J.P., and Lieberman, J. 2000. 
Human immunodeficiency virus-specific circulating CD8 T lymphocytes have 
down-modulated CD3zeta and CD28, key signaling molecules for T-cell 
activation. J Virol 74:7320-7330. 

161. Chang, C.C., Ciubotariu, R., Manavalan, J.S., Yuan, J., Colovai, A.I., Piazza, 
F., Lederman, S., Colonna, M., Cortesini, R., Dalla-Favera, R., et al. 2002. 
Tolerization of dendritic cells by T(S) cells: the crucial role of inhibitory 
receptors ILT3 and ILT4. Nat Immunol 3:237-243. 

162. Filaci, G., Fenoglio, D., Fravega, M., Ansaldo, G., Borgonovo, G., Traverso, P., 
Villaggio, B., Ferrera, A., Kunkl, A., Rizzi, M., et al. 2007. CD8+ CD28- T 
regulatory lymphocytes inhibiting T cell proliferative and cytotoxic functions 
infiltrate human cancers. J Immunol 179:4323-4334. 



 

  67 

163. Filaci, G., and Suciu-Foca, N. 2002. CD8+ T suppressor cells are back to the 
game: are they players in autoimmunity? Autoimmun Rev 1:279-283. 

164. Peyssonnaux, C., Cejudo-Martin, P., Doedens, A., Zinkernagel, A.S., Johnson, 
R.S., and Nizet, V. 2007. Cutting edge: Essential role of hypoxia inducible 
factor-1alpha in development of lipopolysaccharide-induced sepsis. J Immunol 
178:7516-7519. 

165. Sinicco, A., Biglino, A., Sciandra, M., Forno, B., Pollono, A.M., Raiteri, R., 
and Gioannini, P. 1993. Cytokine network and acute primary HIV-1 infection. 
Aids 7:1167-1172. 

166. Mogensen, T.H., Melchjorsen, J., Larsen, C.S., and Paludan, S.R. 2010. Innate 
immune recognition and activation during HIV infection. Retrovirology 7:54. 

167. Kanneganti, T.D. 2010. Central roles of NLRs and inflammasomes in viral 
infection. Nat Rev Immunol 10:688-698. 

168. Heil, F., Hemmi, H., Hochrein, H., Ampenberger, F., Kirschning, C., Akira, S., 
Lipford, G., Wagner, H., and Bauer, S. 2004. Species-specific recognition of 
single-stranded RNA via toll-like receptor 7 and 8. Science 303:1526-1529. 

169. Cheung, R., Ravyn, V., Wang, L., Ptasznik, A., and Collman, R.G. 2008. 
Signaling mechanism of HIV-1 gp120 and virion-induced IL-1beta release in 
primary human macrophages. J Immunol 180:6675-6684. 

170. Jarry, A., Bossard, C., Bou-Hanna, C., Masson, D., Espaze, E., Denis, M.G., 
and Laboisse, C.L. 2008. Mucosal IL-10 and TGF-beta play crucial roles in 
preventing LPS-driven, IFN-gamma-mediated epithelial damage in human 
colon explants. J Clin Invest 118:1132-1142. 

171. Nilsson, J., Kinloch-de-Loes, S., Granath, A., Sonnerborg, A., Goh, L.E., and 
Andersson, J. 2007. Early immune activation in gut-associated and peripheral 
lymphoid tissue during acute HIV infection. Aids 21:565-574. 

172. Tokoyoda, K., Hauser, A.E., Nakayama, T., and Radbruch, A. 2010. 
Organization of immunological memory by bone marrow stroma. Nat Rev 
Immunol 10:193-200. 

173. Chu, V., Beller, A., Nguyen, T., Steinhauser, G., and Berek, C. 2011. The long-
term survival of plasma cells. Scand J Immunol. 

174. Tokoyoda, K., Egawa, T., Sugiyama, T., Choi, B.I., and Nagasawa, T. 2004. 
Cellular niches controlling B lymphocyte behavior within bone marrow during 
development. Immunity 20:707-718. 

175. Moir, S., Malaspina, A., Pickeral, O.K., Donoghue, E.T., Vasquez, J., Miller, 
N.J., Krishnan, S.R., Planta, M.A., Turney, J.F., Justement, J.S., et al. 2004. 
Decreased survival of B cells of HIV-viremic patients mediated by altered 
expression of receptors of the TNF superfamily. J Exp Med 200:587-599. 

176. Fluur, C., De Milito, A., Fry, T.J., Vivar, N., Eidsmo, L., Atlas, A., Federici, C., 
Matarrese, P., Logozzi, M., Rajnavolgyi, E., et al. 2007. Potential role for IL-7 
in Fas-mediated T cell apoptosis during HIV infection. J Immunol 178:5340-
5350. 

177. Malaspina, A., Moir, S., Chaitt, D.G., Rehm, C.A., Kottilil, S., Falloon, J., and 
Fauci, A.S. 2007. Idiopathic CD4+ T lymphocytopenia is associated with 
increases in immature/transitional B cells and serum levels of IL-7. Blood 
109:2086-2088. 

178. Malaspina, A., Moir, S., Ho, J., Wang, W., Howell, M.L., O'Shea, M.A., Roby, 
G.A., Rehm, C.A., Mican, J.M., Chun, T.W., et al. 2006. Appearance of 
immature/transitional B cells in HIV-infected individuals with advanced 
disease: correlation with increased IL-7. Proc Natl Acad Sci U S A 103:2262-
2267. 

179. Darnell, J.E., Jr. 1997. STATs and gene regulation. Science 277:1630-1635. 
180. Reich, N.C. 2007. STAT dynamics. Cytokine Growth Factor Rev 18:511-518. 



 

68 

181. Xu, X., Fu, X.Y., Plate, J., and Chong, A.S. 1998. IFN-gamma induces cell 
growth inhibition by Fas-mediated apoptosis: requirement of STAT1 protein for 
up-regulation of Fas and FasL expression. Cancer Res 58:2832-2837. 

182. Spets, H., Georgii-Hemming, P., Siljason, J., Nilsson, K., and Jernberg-
Wiklund, H. 1998. Fas/APO-1 (CD95)-mediated apoptosis is activated by 
interferon-gamma and interferon- in interleukin-6 (IL-6)-dependent and IL-6-
independent multiple myeloma cell lines. Blood 92:2914-2923. 

183. Borghesi, L.A., Yamashita, Y., and Kincade, P.W. 1999. Heparan sulfate 
proteoglycans mediate interleukin-7-dependent B lymphopoiesis. Blood 
93:140-148. 

184. Kimura, K., Matsubara, H., Sogoh, S., Kita, Y., Sakata, T., Nishitani, Y., 
Watanabe, S., Hamaoka, T., and Fujiwara, H. 1991. Role of 
glycosaminoglycans in the regulation of T cell proliferation induced by thymic 
stroma-derived T cell growth factor. J Immunol 146:2618-2624. 

185. Thang, P.H., Ruffin, N., Brodin, D., Rethi, B., Cam, P.D., Hien, N.T., Lopalco, 
L., Vivar, N., and Chiodi, F. 2010. The role of IL-1beta in reduced IL-7 
production by stromal and epithelial cells: a model for impaired T-cell numbers 
in the gut during HIV-1 infection. J Intern Med 268:181-193. 

186. Muller, M., Wandel, S., Colebunders, R., Attia, S., Furrer, H., and Egger, M. 
2010. Immune reconstitution inflammatory syndrome in patients starting 
antiretroviral therapy for HIV infection: a systematic review and meta-analysis. 
Lancet Infect Dis 10:251-261. 

187. Sadeghi, M., Susal, C., Daniel, V., Naujokat, C., Zimmermann, R., Huth-
Kuhne, A., and Opelz, G. 2007. Short communication: decreasing soluble 
CD30 and increasing IFN-gamma plasma levels are indicators of effective 
highly active antiretroviral therapy. AIDS Res Hum Retroviruses 23:886-890. 

188. Nguyen, H.T., Duc, N.B., Shrivastava, R., Tran, T.H., Nguyen, T.A., Thang, 
P.H., McNicholl, J.M., Leelawiwat, W., Chonwattana, W., Sidibe, K., et al. 
2008. HIV drug resistance threshold survey using specimens from voluntary 
counselling and testing sites in Hanoi, Vietnam. Antivir Ther 13 Suppl 2:115-
121. 

189. Dean, J., Ta Thi, T.H., Dunford, L., Carr, M.J., Nguyen, L.T., Coughlan, S., 
Connell, J., Nguyen, H.T., Hall, W.W., and Nguyen Thi, L.A. 2011. Prevalence 
of HIV Type 1 Antiretroviral Drug Resistance Mutations in Vietnam: A 
Multicenter Study. AIDS Res Hum Retroviruses. 

 
 


	1 INTRODUCTION 
	1.1 HIV AND THE PATHOGENESIS OF HIV INFECTION
	1.1.1 Human immunodeficiency virus - HIV
	1.1.2 HIV transmission
	1.1.3 Immune response in HIV-1 infection
	1.1.3.1 T cells
	1.1.3.2 B cells


	1.2 APOPTOSIS
	1.3 INTERLEUKIN-7 AND IL-7 RECEPTOR
	1.3.1 Interleukin-7
	1.3.2 IL-7 receptor
	1.3.3  IL-7/IL-7R signaling pathways
	1.3.3.1 JAK-STAT pathways
	1.3.3.2 PI3 kinase pathway
	1.3.3.3 Src kinase pathway
	1.3.3.4 IL-7 in metabolism

	1.3.4 IL-7 and IL-7R in lymphopenic condition

	1.4 IMMUNE ACTIVATION IN THE GUT MUCOSA DURING HIV-1 INFECTION
	1.5 ANTIRETROVIRAL THERAPY AND IMMUNOTHERAPY
	1.5.1 Antiretroviral therapy
	1.5.2 Immunotherapy


	2 AIMS OF THE THESIS
	3 MATERIALS AND METHODS
	3.1 PAPER I
	3.2 PAPER II
	3.3 PAPER III.
	3.4 PAPER IV
	3.5 CORRELATION OF IL-7 WITH INFLAMMATORY CYTOKINES IN HIV-1 INFECTED PATIENTS RECEIVING ART THERAPY IN VIETNAM (UNPUBLISHED RESULTS)

	4 RESULTS AND DISCUSSION
	4.1 RELATIONSHIP BETWEEN IL-7 LEVELS AND T CELL COUNTS IN HIV-1 INFECTED PATIENTS (PAPER I)
	4.2 POTENTIAL ROLE OF CD8+CD28-T CELLS IN IMMUNE ACTIVATION DURING HIV-1 INFECTION (PAPER II)
	4.3 REGULATION OF IL-7 PRODUCTION BY PROINFLAMMATORY CYTOKINES (PAPER III)
	4.4 THE IMPACT OF INFLAMMATORY CYTOKINES ON THE EXPRESSION OF SURVIVAL FACTORS FOR PLASMA CELLS (PAPER III AND UNPUBLISHED RESULTS)
	4.5 ROLE OF IL-7 IN PROMOTING CD95-INDUCED APOPTOSIS OF B CELLS IN HIV-1 INFECTION (PAPER IV)
	4.6 CORRELATION OF IL-7 WITH INFLAMMATORY CYTOKINES IN HIV-1 INFECTED PATIENTS RECEIVING ART THERAPY IN VIETNAM (UNPUBLISHED RESULTS)

	5 GENERAL CONCLUSIONS AND FUTURE PROSPECTIVES
	6 ACKNOWLEDGEMENTS
	7 REFERENCES

