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Summary

HIV-1 is dominating the global HIV pandemic, while HIV-2 is mainly confined to
West Africa. The highest HIV-2 prevalence figures have been reported from
Guinea-Bissau. While HIV-1 infection almost invariably leads to progressive
immune dysfunction and AIDS, HIV-2 infection is characterised by a smaller
proportion of individuals with disease progression to AIDS.

In order to monitor the long-term epidemiological trends of HIV-1 and HIV-2, we
performed sentinel studies among pregnant women and followed a cohort of police
officers. In the period 1987 to 2004, HIV-2 prevalence declined in pregnant
women and during 1990 to 2007 the pattern was the same among police officers.
We examined specifically if the civil war 1998 — 1999 had any impact on the HIV
epidemic in Guinea-Bissau and found in both groups that HIV-1 prevalence
increased sharply after the conflict but then stabilised. In the police cohort, HIV-1
incidence peaked during and shortly after the conflict, but later stabilised at lower
levels. Thus, we noticed a short-term effect exerted by the war but no evidence of
any long-term effect.

We examined the natural course of HIV-2 infection in seroincident individuals
after 20 years of follow-up in the police cohort. As expected, median survival time
and disease progression time to AIDS was longer and the CD4+ T cell decline rate
was lower compared with HIV-1 infection. There was no significant difference
compared with HIV-2 seroprevalent individuals, indicating that earlier studies of
HIV-2 seroprevalent individuals were quite representative for HIV-2 infection in
general. According to our data, a majority of HIV-2-infected individuals, if
followed over longer time, will probably progress to immunodeficiency and
clinical disease.

We also investigated the difference in disease course in seroincident HIV-1
infection and the influence of contemporaneous HIV-2 infection. The median time
of progression to AIDS was 53% longer in dual HIV-1 and HIV-2 infection than
in HIV-1 single infection and the difference was more pronounced in the
individuals with a recorded HIV-2 infection preceding seroconversion to HIV-1.
The epidemiological results correlated to higher CD4+ T cell counts and lower
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genetic HIV-1 diversity among dually infected individuals compared with HIV-1
single-infected.

Finally, we investigated the prevalence of other STIs in women with urogenital
problems and found high prevalence of several STIs. The most prevalent were
Trichomonas vaginalis (20.4%) and Chlamydia trachomatis (12.6%). Infections
with Herpes Simplex Virus type 2 and Mycoplasma genitalium were associated
with HIV positivity.
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Resumo em Portugués
(Summary in Portuguese)

O Virus da Imunodeficiéncia Humana (VIH) ¢ a causa do Sindroma de
Imunodeficiénca Adquirida (SIDA). A epidemia de VIH/SIDA afetou, até agora,
mais de 60 millhdes de pessoas, ¢ mais de 30 milhdes morreram de SIDA. A
infecdo VIH transmite-se através do sangue, sexualmente, ¢ de mae para filho na
gravidez ¢ amamentacgdo. Na infecdo de VIH, o material genético viral ¢ inserido
no material genético humano, e a infe¢do torna-se cronica. As primeiras células
alvo do VIH s3o as células T-auxiliares (CD4"). Quando estas células
gradualmente diminuem, o nivel de defesa imunolégica vai reduzindo e a pessoa
infetada pode contrair outras doencas infeciosas (oportunistas) e tumores. Ha dois
tipos de infecdo— o VIH-1 que estd presente globalmente e o VIH-2 que esta
principalmente localizado na Africa ocidental e paises ai ligados historicamente,
como Portugal e Franga. No inicio de anos 80, a Guiné-Bissau apresentou os
niveis mais altos de VIH-2 no mundo. Porém, a prevaléncia baixou desde entdo,
tendo simultaneamnete aumentado a prevaléncia de VIH-1. A infegdo pelo VIH-1,
nao tratada normalmente, leva & morte dentro de 15 anos. A infe¢do pelo VIH-2 é
menos agressiva, levando anteriormente a hipotese de que s6 25-30% das pessoas
infetadas desenvolviam SIDA. O VIH-2 ¢ também menos transmissivel do que o
VIH-1. Previamente, especulou—se se o VIH-2 poderia proteger contra a infecao
pelo VIH-1 ou atrasar o aparecimento de sintomas do VIH-1.

Neste projeto estudamos trés grupos na Guiné-Bissau — mulheres gravidas que,
desde 1987, foram testadas anonimamente aquando do parto, mulheres com
queixas urogenitais e um grande grupo de policias. Deste modo, pudemos seguir
tendéncias da prevaléncia de VIH-1- e VIH-2 na Guiné-Bissau. No grupo de
policias, pudemos calcular também quantos contrairam a infecdo pelo VIH de
novo, quantos desenvolveram SIDA e/ou faleceram.

Os resultados dos nossos estudos mostram que a prevaléncia de VIH-2 tem
diminuido continuamente desde os anos 80 e que, a volta do ano 2000, a
prevaléncia do VIH-1 ultrapassou a do VIH-2. Estes resultados estdo de acordo
com os de outros estudos nesse pais. A guerra civil na Guiné-Bissau em 1998-
1999 parece ter contribuido para um aumento marcado da prevaléncia do VIH-1
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em mulheres gravidas e policias, assim como para um aumento de casos novos em
policias, durante e depois do conflito. O aumento acabou posteriormente ¢ a
prevaléncia do VIH-1 estabilizou num nivel mais alto do que antes do conflito, nos
dois grupos.

O curso clinico do VIH-1 é bem conhecido mas, ndo ha muita informagao que diz
respeito ao VIH-2. A maior parte das investigagdes sobre o VIH-2 sdo estudos
empessoas seroprevalentes, onde a infecdo pelo VIH-2 esta estabilizada, sendo
desconhecida a duracdo da infe¢do (aquando da inclusdo nos estudos). Na
populacdo de policias, acompanhados repetidamente, pudemos deterrminar uma
data provavel de transmissdo (seroconversdo de anticorpos contra o VIH-1 ou o
VIH-2). Foi também possivel estudar o curso da doenga pelo VIH-2, comparado a
causada pelo VIH-1. Pudemos concluir que, aproximadamente 50% das pessoas
com VIH-2, desenvolveram SIDA clinicamente, mais do que o previsto, em tempo
médio de 15 anos, versus os 8.9 anos nas pessoas com VIH-1. Também
observamos uma correlagdo entre a perda precoce de células T-auxiliares e o
desenvolvimento de SIDA, o que reforca a importancia de acontecimentos
precoces, para o prognostico.

Nas pessoas com infecdo dupla pelo VIH-1 e VIH-2, observamos que a infecao
simultanea de VIH-2 parece proteger contra o desenvolvimento da doenga causada
pelo VIH-1, especialmente quando a infe¢do de VIH existiu algum tempo antes da
seroconversagdo do VIH-1. Os resultados clinicos relacionaram-se bem com os
dos estudos moleculares de evolugdo do virus, onde verificimos que os sinais de
replicagdo do VIH-1 foram inibidos pela presenga do VIH-2.

Outras doencas sexualmente transmissiveis também foram estudadas. Observamos
altos niveis de Trichomonas, herpes e Chlamydia, mas niveis baixos de gonorreia
e sifilis. A infegdo pelo VIH correlacionou-se com as de herpes ¢ Micoplasma
genitalium.

No futuro, sera importante continuar a monitorizar a evolugdo das epidemias de
VIH-1 e VIH-2, primeiramente para ver se a transmissao de VIH-1 vai aumentar.
E importante também estabelecer melhor vigilincia das outras infecdes
sexualmente transmissiveis, uma vez que devem ser tratadas correa- ¢
atempadamente. Esse controlo vai também prevenir a transmissao do VIH. Os
nossos resultados mostram que, apesar das pessoas com VIH-2 desenvolverem
doenga sintomatica em menor escala do que os doentes com VIH-1, a extensdo da
doenca pelo HIV-2 é muito superior a que era antes conhecida. A vigilancia da
doenga clinica e o inicio do tratamento antirretroviral atempado ¢ particularmente
importante/relevante, tendo em conta que os individuos com VIH-2 respondem
mais tarde ao tratamento do que os com VIH-1. Futuramente seria valioso
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possibilitar a medi¢ao da carga viral (ARN) de VIH-2, para melhorar o seguimento
de pessoas com VIH-2 tratadas com antirretrovirais.

O maior desafio na epidemia de VIH na Guiné-Bissau, atualmente, é o inicio
atempado e manutengdo do tratamento antirretroviral necessario para as pessoas
com VIH

Em relagdo aos nossos estudos, o mais interessante sera tentar investigar as causas
do efeito atenuador do VIH-2 contra o desenvolvimento da doenga do VIH-1. Um
conhecimento mais profundo desta area poderia ser ttil no desenvolvimento duma
vacina terapéutica para impedir a perda de imunidade em pessoas com VIH-1.
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Svensk sammanfattning
(Summary in Swedish)

Humant immunbristvirus (HIV) orsakar forviarvat immunbristtillstdnd (AIDS).
HIV/AIDS-epidemin har hittills innefattat 6ver 60 miljoner ménniskor som har
infekterats och 6ver 30 miljoner av dessa har avlidit i AIDS. HIV-infektion smittar
via blod, sexuellt och fran mor till barn vid graviditet eller via brostm;jolk. Vid
infektion infogas virusets arvsmassa i den infekterade personens, vilket gor
infektionen kronisk. De framsta malcellerna for HIV &r en typ av vita blodkroppar,
T-hjilpar-cellerna (CD4 -celler). Genom ett gradvis nedbrytande av dessa
forsvagas den infekterades motstdndskraft mot andra sjukdomar och tumdérer. HIV
foreligger i tvd varianter — HIV-1 som ar globalt forekommande och HIV-2 som
huvudsakligen finns i Vistafrika och i linder med historiska band dit, framforallt
Portugal och Frankrike. Guinea-Bissau har haft de hogsta nivderna av HIV-2-
infektion i1 vérlden, men forekomsten har varit i sjunkande medan HIV-1-infektion
har 6kat. HIV-1 leder vanligtvis till AIDS och déd inom 10 ars tid medan HIV-2
ar mindre aggressivt och man har tidigare ansett att endast ca 25-30% leder till
AIDS. HIV-2 smittar ocksd i mindre utstrickning &n HIV-1. Det har tidigare
spekulerats i om HIV-2-infektion kan skydda mot HIV-1-infektion eller fordrdja
sjukdomsutveckling vid samtidig infektion. Vi har undersokt olika grupper i
Guinea-Bissau — gravida kvinnor som sedan 1987 anonymt har provtagits i
samband med forlossning, kvinnor som har sokt hilsovard pa grund av
underlivsbesvir samt en stor grupp poliser. Ddrmed har vi kunnat f6lja trender av
HIV-1 och HIV-2-forekomst i Guinea-Bissau och hos poliserna dven kunnat f6lja
hur ménga som efter hand har blivit nysmittade av HIV och hur manga som har
insjuknat i AIDS och avlidit.

Resultaten av vara studier visar att HIV-2-forekomsten stadigt har sjunkit sedan
80-talet och att HIV-1 under senare hélften av 90-talet passerade HIV-2 som den
vanligast forekommande typen, resultat som &ven har péavisats i andra
studiepopulationer i landet. Vi sag att det inbordeskrig som foreldg i Guinea-
Bissaau 1998-1999 bidrog till en kraftig 6kning av HIV-1-férekomst, bade hos
gravida kvinnor och poliser och bland poliserna kunde vi dven konstatera att
antalet nyinfekterade okade markant under och strax efter kriget. Den kraftiga
okningen av HIV-1-infektion var dock inte varaktig utan efter kriget lade sig
forekomsten pa en jamnt hogre niva i bada grupperna.
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De flesta undersdkningar av HIV-2 har utgétt frén individer som redan har varit
HIV-2-positiva redan vid studiens begynnelse, ddr man inte har ként till hur linge
personerna har varit smittade. I gruppen av poliser kunde vi genom upprepade
undersokningar av alla deltagare faststélla ungefarliga datum for infektionerna och
sedan undersoka sjukdomsforloppet hos HIV-2 jimfort med HIV-1. Vi sag dé att
en nagot storre andel av HIV-2-infekterade individer utvecklade klinisk AIDS (ca
50%) dn vad man tidigare trott. Det tog dock néstan dubbelt sé lang tid, i medeltal
15 &r jamfort med 8,9 &r hos HIV-1-positiva individer. Vi sag ocksa en klar
koppling mellan tidig forlust av T-hjilparceller och sjukdomsutveckling vilket
visar att skeenden tidigt 1 infektionsforloppet &r av betydelse for fortsatt prognos,
precis som vid HIV-1-infektion.

Hos individer med HIV-1 och HIV-2 dubbelinfektion sig vi att samtidig HIV-2-
infektion verkar skydda mot sjukdomsutveckling av HIV-1, men vi kunde endast
klarldgga det i de fall HIV-2-infektion hade forelegat fore HIV-1-infektionen
intrdffade. De kliniska resultaten stimde Overens med molekylédra studier déar vi
sag tecken till att nybildning av HIV-1 himmades i nérvaro av HIV-2. Ytterligare
insikter i orsakerna till HIV-2:s ddmpande inverkan pa HIV-1-infektion ar viktig
for att kunna dra slutsatser som kan anvéndas for framtagande av terapeutiska
vacciner som skulle kunna forhindra sjukdomsutveckling hos HIV-1 positiva
personer.

Vi undersokte forekomst av andra sexuellt overforbara infektioner forutom HIV.
Vi sadg hoga nivéer av bland annat Trikomonas, herpes- och klamydia-infektion,
men laga nivéer av bland annat gonorré och syfilis. HIV-positivitet var kopplad till
herpes och Mycoplasma genitalium-infektion.

Infor framtiden ar det viktigt att fortsétta Gvervaka trenderna i epidemierna av
HIV-1 och HIV-2, framf6rallt for att snabbt uppticka om HIV-1-spridning okar.
Det &ér av betydelse att sétta upp béttre Overvakning av sexuellt Gverforbara
infektioner for att kunna behandla dem korrekt och ddrmed dven forhindra HIV-
spridning. Véra resultat visar att &ven om HIV-2 utvecklar sjukdom i mindre
utstrdckning dn HIV-1 sa& dr det i stdrre utstrdckning dn tidigare ként och vér
forhoppning &r att vaksamheten for sjukdom och inséttning av antiretroviral terapi
kommer att 6kas for den hér gruppen. I framtiden skulle det vara av virde att 3 till
stand rutinmédssig virusmétning av HIV-2 sa att behandling av HIV-2 infektion
lattare skulle kunna utvarderas, framforallt dd& HIV-2-infektion regelmissigt svarar
langsammare pé antiretroviral behandling dn HIV-1. Den storsta utmaningen
avseende HIV-epidemin i Guinea-Bissau dr att sétta in tillrickligt stor andel
patienter pd antiretroviral behandling och att hilsovérdssystemet ska klara av att
erbjuda den 6kande méngden personer fortsatt behandling.
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General Background

Introduction

As the pandemic caused by the Human Immunodeficiency Virus (HIV) unfolded,
it became one of the major health challenges on a global scale. Since the beginning
of the epidemic, over 60 million people has become infected and over 30 million
has died as the result of Acquired Immunodeficiency syndrome (AIDS). At the
end of the year 2010, there were an estimated 34 million people living with
HIV/AIDS (PLWHA). During 2010, an estimated 2.7 million new infections and
1.8 million deaths from AIDS occurred [1].

No data <0.1% 0.1%-<0.5% M 0.5%-<1.0% M 1.0%-<50% M 50%-<150% M 15.0%-28.0%

Figure 1: Global map of HIV prevalence 2009. From the UNAIDS Report on the Global
AIDS Epidemic 2010. Reprinted with permission.

With 22.5 million individuals infected, over two thirds of the estimated global
PLWHA, Sub-Saharan Africa (SSA) has by far been hardest hit by the HIV
epidemic (Figure 1). Despite these overwhelmingly depressing figures, there is
reason for future hope. New infections are believed to have peaked in 1999, and
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are since then decreasing. The number of PLWHA receiving appropriate
antiretroviral therapy (ART) is increasing. As a result of decreasing prices of
antiretroviral medicines and increased investment in HIV-care-related health
structures, over 5 million people have now initiated ART in SSA. For comparison,
in Europe there were at the end of 2010 an estimated 2.2 million PLWHA.
According to official statistics, in Sweden there were 9,400 reported cases of HIV
at the end of 2011, whereof 2,346 received a diagnosis of AIDS and 2,182 were
reported dead. The estimated number of PLWHA in Sweden at the end of 2010
was 5,300 individuals [2].

If we compare four countries of possible relevance for the reader of the present
thesis, Sweden and the Lusophone countries of Portugal, Guinea-Bissau and
Mozambique, we see that HIV prevalence levels and consequently the number of
PLWHA differ substantially (Figure 2/Table I).

Total pop. Adult HIV  No of adult Main trans-

(\ Country (millions) prevalence =~ PLWHA mission route
§ ~5.300 MSM, hetero-

o
\ Sweden > o1 [2] sexual, (IDU).

~40.000 MSM, IDU,

o,
- Portugal 10.6 0.6% [3, 4] heterosexual
\ Guinea- 0 ~50.000 Heterosexual,
Bissau 1.5 >8% [5] MTCT
ozam- o ~1.200.000  Heterosexual,
bique 22.9 11.5% 3] MTCT

Figure2/Table 1: Comparison of four countries regarding HIV prevalence (HIV-1 and
HIV-2 combined) at the end of 2010 with estimated number of adult PLWHA extrapolated
from reported figures of total adult HIV prevalence (data available at end of 2009 from
Mozambique).

However, these figures are not making any distinction between the globally
predominant HIV-1 and the more localised and less pathogenic HIV-2 infection,
which carry different risks of morbidity and mortality [6]. In the figures above the
vast majority of PLWHA are HIV-l-infected, with the exception of Guinea-
Bissau, where according to the last national survey 53% of the reported adult HIV-
infected persons were infected with HIV-1, 30% with HIV-2 and 19% were dually
HIV-1 and HIV-2-infected [5].
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The discovery of AIDS and the emergence of the HIV
pandemic

The first cases of AIDS were described 1981 in the USA when several cases of
Pneumocystis carinii pneumonia and other symptoms related to cell-mediated
immunodeficiency appeared within clusters in the gay community [7-9]. The
disease seemed to be characterised by a progressive loss of immunity leading to
opportunistic infections (OlIs) and tumours and was named Acquired
Immunodeficiency Syndrome (AIDS) [10]. In 1983, the AIDS-causing retrovirus
HIV was discovered, then called HTLV-3 or LAV [11]. In 1986, a second
retrovirus causing AIDS was discovered in West Africa [12]. This finally led to
the present nomenclature of HIV-1 and HIV-2, of which HIV-1 dominates the
global HIV pandemic and HIV-2 is mainly confined to West Africa. The earliest
reports of AIDS in Africa came from Central and East Africa [13, 14].
Retrospectively, analysis of samples from 1959 and 1960 identified earlier cases
of HIV-1 infection in the Democratic Republic of Congo (DRC) since these were
tested positive for antibodies (Ab) against HIV-1, tracing the beginning of the
HIV-1 epidemic back to the early 20" century in central Africa [15, 16]. While the
highest recorded prevalence figures of HIV infection have been reported from
Southern and East Africa [17], West Africa has experienced comparatively lower
levels of HIV-1 prevalence. In contrast, HIV-2 prevalence was reported to be high
in the first survey in several West African countries [18]. HIV-2 has been
amplified from a blood sample dating back to 1966 [19] and the HIV-2 epidemic
is now believed to have started in the 1930s-40s [20, 21].

HIV-1 and HIV-2 in West Africa and in Guinea-Bissau

The first survey of HIV-2 was performed on blood samples obtained in 1985-1987
from different subpopulations in six different West African countries. It showed
very high HIV-2 prevalence in samples from different groups in Guinea-Bissau,
from 1/50 in healthy controls to 25/39 in commercial sex workers (CSW), none
displayed antibodies against HIV-1 [18]. Simililarly in a survey in a community-
based cohort in Guinea-Bissau performed in 1987, none of the tested individuals
was HIV-1 positive but 8.9% of the adult population was HIV-2-positive, with an
overrepresentation in 40-65-year-olds [22]. Following studies in Guinea-Bissau
and the neighbouring countries confirmed high prevalence levels of HIV-2 [18, 23,
24]. However, in the following decade multiple surveys in the region generally
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showed a gradual decline of HIV-2 prevalence, while an emerging epidemic of
HIV-1 was noted [25-28]. The pattern of HIV-2 decline and increasing HIV-1
prevalence has continued into the 21* century [29-31].

Transmission and influencing factors in Guinea-Bissau

HIV-1 and HIV-2 are transmitted via body fluids such as blood, semen and breast
milk. The most common transmission route worldwide is considered to be sexual
and in most cases heterosexual, the main others being vertical transmission (in
utero, at birth or via breastfeeding), via blood transfusion or other contact with
blood as in intra-venous drug use (IDU). Heterosexual transmission is the
predominant mode of transmission in Sub-Saharan Africa, followed by mother-to
child-transmission [32]. HIV-2 has consistently been shown to be less
transmissible both sexually and vertically [6].

Blood transfusions have been controlled since 1987 in Guinea-Bissau [30]. The
first programme for Prevention of Mother-to child transmission (PMTCT) was a
Nevirapine-based programme, initiated in 2002 by an Non-Governmental
Organisation in Bissau [33]. In the capital Bissau access to PMTCT was reinforced
as a part of the national ART programme initiated in 2005. There is still not
universal access to PMTCT services in Guinea-Bissau but the situation is
improving with gradual dissemination of services into the peripheral areas of the
country.

The spread of HIV-2 in Guinea-Bissau is considered to have coincided with the
prolonged war of liberation against the colonial power Portugal in 1963-74 [21,
34] and there are indications that parenteral rather than sexual transmission was
the main route of transmission, possibly by parenteral treatment or female genital
excision [34, 35]. The reports of HIV-2 in other former Portuguese colonies
including Angola, Mozambique and Goa in India also indicates a Portuguese link
in HIV-2 transmission [6].

As Guinea-Bissau experienced both the war of liberation and a civil war in 1998-
1999, the question is inevitable of eventual contribution of conflict-related factors
to the spread of the HIV-1 and HIV-2 epidemics. HIV transmission has been
related to the possibility of mobility [36], although mobility being a wide concept
that may not be easily applied in all situations [37]. However, in most conflict
situations the presumed immobility of populations have reduced rather than
enhanced HIV transmission [38].

Commercial Sex Workers (CSW) are considered to constitute the most important
core group in the HIV epidemic in the majority of Sub-Saharan African countries
[39]. There are ongoing interventional programmes and studies in Guinea-Bissau.
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Men who have sex with men (MSM) were recognised from the beginning of the
epidemic in the Western countries as a core group of HIV transmission.
Homosexuality is not criminalized in Guinea-Bissau as it is in several other
African countries but the stigma is still high leading to secrecy and there are no
available data of the group or of eventual impairments regarding access to health
care and educational services. In recent years Guinea-Bissau has been recognized
as a centre for transportation of narcotics, mainly cocaine from South America,
transferred via West Africa to European markets [40]. In addition, heroin is
smuggled through West Africa but only to a small extent. There are anecdotal
reports of local drug use of crack cocaine in coastal Guinea-Bissau but no reports
of IDU.

Virology of HIV-1 and HIV-2

The origin of HIV

The HIV type 1 and 2 belong to the lentivirinae genus of the Retroviridae family.
Lentiviruses also include non-human retroviruses such as the Simian
Immunodeficiency Virus (SIV) of primates as well as viruses of cats, cows, horses
and sheep, presumably all derived from a common ancestor [41]. HIV-1 and HIV-
2 originates from different SIVs, most likely through zoonotic transmission
through contact with blood during hunting and handling of meat [42]. Other
known human retroviruses are the Human T-Cell Lymphotropic viruses (HTLV)
type I and II, of which HTLV-1 is the most common in Africa, causing
haematological and neurological disorders [43].

HIV-1

For HIV-1, at least four cross-species transmissions have occurred with SIVs
related to chimpanzees and gorillas living in central Africa, giving rise to the
dominating subgroup M and the much less prevalent subgroups N, O and P [44].
Subgroup M which is dominating the global epidemic is closest related to the
SIV,, of chimpanzees (Pan troglodytes) living in central Africa [45]. After
zoonotic transmission to humans, subgroup M has then through viral evolution
diversified and given rise to subtypes (A-D, F-H, J-K) and circulating recombinant
forms (CRFs) [46]. The HIV-1 epidemic in West Africa and Guinea-Bissau is
dominated by the CRF named CRF02_AG, which was introduced in Guinea-
Bissau in the mid-70’s [47].
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HIV-2

HIV-2 originated from a different SIV, the SV, related to the Sooty Mangabey
(Cercocebus atys) which inhabitates West African forests from Senegal to Cote
d’Ivoire. HIV-2 is the result of at least eight cross-species transmissions resulting
in the subgroups A-H, but only subgroups A and B have formed epidemics. It has
previously been shown that subtype variation in Guinea-Bissau was minimal with
predominance of subtype A [48, 49].

Structure of HIV

HIV-1 and HIV-2 share around 40-60% genetic homology but have similar virion
structures [50]. The virus particles are spherical with a diameter of approximately
100 nm and consist of a lipid envelope, derived from the host cell membrane,
enclosing the protein nucleocapsid containing the viral RNA and viral enzymes.
The genome consists of approximately 10,000 base pairs, including the structural
genes gag (encoding the capsid and matrix proteins), pol (encoding the viral
enzymes) and env (encoding the envelope glycoproteins), regulatory genes fat and
rev and accessory genes nef, vif, vpr and vpu (HIV-1) or vpx (HIV-2) [51].

Cell tropism, receptors and co-receptors

HIV uses the Cluster of Differentiation 4 (CD4") receptor as a primary receptor for
entering cells [52] and mainly targets T helper lymphocytes, macrophages and
dendritic cells (DCs), though other cell types can also be infected [53]. Cell entry
is acquired by interaction between the viral envelope glycoproteins and the CD4
receptor and a co-receptor, most commonly the chemokine receptors C-C
chemokine receptor type 5 (CCRS) or C-X-C chemokine receptor type 4 (CXCR4)
in HIV-1 [54, 55] while HIV-2 has a broader range of co-receptor usage [56].
Furthermore, a natural 32 base-pair deletion in the CCRS5 co-receptor is associated
with natural protection against CCR5-using HIV-1 viruses [57].

Viral replication and life cycle

Virus-receptor/co-receptor interaction enables a fusion of the viral and cell
membranes, where after the viral capsid is released into the cellular cytoplasm.
The capsid breaks up to release its content and the RT enzyme transcribes the viral
RNA into double stranded DNA. The RT activity lacks proofreading capacity,
hence the high rate of mutations in transcription, which effectively leads to the
creation of quasispecies within an individual. Subsequently, the viral DNA is
translocated to the nucleus and the viral Integrase enzyme integrates the viral
DNA into the host genome. The integrated viral genome, also known as provirus,
may remain latent for long time, but following host cell activation virus
transcription is initiated making use of the host cell transcription apparatus. Viral
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regulatory proteins additionally stimulate replication, assembly and budding of
new virus particles [51].

Viral evolution, diversity and divergence.

HIV-1 evolution is characterised by high mutation rates, rapid viral turnover and
high recombination rates, combined with host selection mechanisms. It can be
quantified by diversity (the genetic variation at a given time-point) and divergence
(the genetic distance to a reference point, e.g. a founder strain). Several studies
have presented evidence of increasing diversity during the asymptomatic stage of
infection [58-60]. HIV-1 diversity has also been positively correlated with plasma
viral load (VL) and viral fitness [61, 62]. The divergence rate of HIV-1 has most
often, though not always, shown to be relatively constant during the asymptomatic
stage of infection [59, 63, 64].

Pathogenesis of HIV-related disease

The clinical course of HIV infection is usually divided into three stages: the acute,
the asymptomatic (or chronic) and the AIDS stage (shown in Figure 3). The acute
phase of HIV-1 infection is characterised by high viremia and rapid depletion of
mucosal CD4" T cells, mainly in the gut-associated lymph tissue (GALT) [65].
After initiation of immune responses, the viremia decreases and settles to a set
point level that often correlates to further prognosis [66]. In the following
asymptomatic or chronic phase, the virus is partly controlled. There is constant
immune activation, continuous CD4" T cell depletion and affected innate and
adaptive immune responses [51]. In the natural course of the disease, the HIV-
positive individual finally enters the AIDS stage where the impaired immune
functions no longer are able to counter opportunistic infections and tumours,
ultimately leading to death.

The immune system and HIV infection

The immune system consists of the innate and the adaptive parts. The innate
immune system is non-specific in its nature, not giving immunologic memory to
the host. It consists of physical anatomical barriers such as skin and epithelium,
chemical barriers and phagocytosing cells such as natural killer (NK) cells,
macrophages and DCs. The innate immune system also contains chemokines
inducing inflammation and complement system which create inflammatory
cascades and acts like a bridge to the adaptive immune system [67]. The adaptive
immune system consists of the cellular part and the humoral part. The cell-
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mediated immune system may eliminate infected cells, mainly by the cytotoxic
CDS8" T cells (CTLs), and regulate by cytokine secretion, mainly by the CD4" T
helper cells. The humoral immune system consists mainly of B lymphocytes that
produce antibodies (Ab). In HIV infection, Abs are directed towards different HIV
proteins, while the neutralising antibodies (Nab) exclusively act towards the
envelope glycopropteins. HIV can escape from neutralisation by several different
mechanisms [68].

HIV causes dysregulation of the immune system, leading to a multi-faceted picture
of functional abnormalities. The main feature of HIV infection is the loss of CD4"
T helper cells, but also functional aspects of both CD4" and CTLs are affected,
including decreased polyfunctional activities and proliferation [69]. However,
there is also dysregulation of the innate immune system, resisting control by NK
cells and impairing innate regulation of adaptive responses [70]. Also Ab-
producing B cells are affected, leading to impaired humoral response against HIV
and other agents [71].
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Figure 3: The natural course of HIV infection. An early increase of HIV viremia is
followed by a decrease to a viral set point, commonly after approximately 1-2 months
time. As the CD4" T cells are gradually depleted, opportunistic infections occur and at the
end stage causes AIDS and subsequent death. Excerpt from Grossman et al [72], reprinted
with permission from the Nature Publishing Group.

Systemic chronic immune activation during HIV infection has been shown to be
an independent marker of disease progression [73]. Prolonged activation leads to
gradual depletion and dysregulation of the immune system. The regenerative
ability of CD4" T cells is not immediately impaired but rather gradually
progressively exhausted [72] (Figure 3). It has been proposed that one
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contributing factor to chronic immune activation may be microbial translocation to
the blood after destruction of the mucosal barrier in the gastrointestinal canal [74].
Immune activation can be monitored by measuring activation markers expressed
on T cells and also by the detection of soluble markers such as serum proteins,
including Beta-2-microglobulin, neopterin and immunoglobulin levels [75].

Laboratory diagnosis of HIV-1 and HIV-2

Serological testing is the base of laboratory diagnosis of HIV-1 and HIV-2. The
antibody response can be measured from 1-2 weeks after primary HIV infection
[51]. Screening of larger amounts of samples is usually performed with enzyme-
linked immunosorbent assays (ELISA) but several different serological rapid tests
have been developed and are nowadays frequently used at decentralised testing
sites. More recently combined antibody/antigen tests detecting HIV p24 surface
antigen have come in routine use, significantly shortening the window period
between initial infection and possible diagnosis [76]. Confirmation tests are
necessary to rule out unspecific reaction by the initial antibody screening tests.
The standard method is the Western blot (WB), detecting specific antibodies
against HIV proteins. However, the laborious and expensive nature of the WB
assays as well as the risk of cross-reaction between HIV-1 and HIV-2 led
WHO/UNAIDS to recommend alternative confirmation strategies [77]. Synthetic
indirect ELISAs were shown to be as effective and discriminative as WB in
several studies [78, 79]. For diagnosis of HIV-1 and HIV-2 dual infection (HIV-
D), the optimal standard today is considered to be Polymerase Chain Reaction
(PCR), although low HIV-2 VLs can not always be detected, thus PCR negativity
does not completely exclude presence of HIV-2. With this in mind, dual
seroreactivity is suggestive of dual infection if carried out with a validated method
[80].

Clinical course of HIV-1 and HIV-2 infection

The different phases of HIV infection

Primary HIV infection is characterized by a flu- or mononucleosis-like disease,
sometimes accompanied by a mild rash. Symptoms occur in at least 50 % of HIV-
1 cases within 1-4 weeks after infection and normally disappear within three
weeks, although lymphadenopathy and fatigue may persist longer [51].
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Although some persons progress rapidly to AIDS after the primary infection, the
majority of HIV-1-positive individuals enters the asymptomatic stage which in
average last close to 10 years. While the virus is contained to a relative extent,
gradual depletion of the immune system occurs throughout this phase.

The symptomatic stage — AIDS - is the endstage of the natural course of HIV
infection in the absence of ART. AIDS is dominated by the onset of opportunistic
infections (OI). In Sub-Saharan Africa, Tuberculosis (TB) and Cryptococcal
meningitis are the two dominating causes of HIV-related death [81, 82].
Pneumocystis jiroveci pneumonia which is more common in Europe and USA has
been less prevalent but a suspected increase in SSA has been reported [83]. Co-
infections are important for the disease progression rate as they often induce
immune activation [84] and co-infections are important in their own means as they
often define the survival time of AIDS in abscense of ART [85].

In HIV-1 infection, the differences in time of progression to clinical disease have
prompted the terminology of rapid (or fast), chronic, slow and long-term non-
progression (LTNP) groups. Although there is no strict definition, a person is
normally considered to be LTNP if clinically asymptomatic for >10 years,
maintaining normal CD4+ T cell levels [51]. A subgroup of LTNPs are referred to
as elite controllers, being capable of long-term control of the plasma VL with
undetectable levels [86]. Differences in progression rates have been correlated to
subtype, notably with subtype D being considered as more often rendering fast
progression [87]. There has not been any evidence of differing progression rates of
the most common subtype in Guinea-Bissau and West Africa - CRF02_AG,
compared with other subtypes [88]. While VL and CD4" levels are predictive of
outcome, also factors such as age, genetic factors, level of immune activation and
concurrent infections play a role in disease progression of HIV-1 [51].

All HIV-2 isolates derived from Guinea-Bissau have exclusively been described as
subtype A viruses [89]. Apart from the above mentioned factors for HIV-1, other
identified correlates of disease progression in HIV-2 infection have been
variations in gag-related T cell responses, [90], lack of anti-fat antibodies [91],
host genetic subtype (HLA-B*1503) [92], viral genetic factors [93] and capside
variants [94].

Definitions of AIDS

AIDS can be defined according to clinical symptoms but also with a combination
of clinical symptoms and laboratory screenings of CD4" levels. The definition of
AIDS by the Centers for Disease Control (CDC) recognises both symptoms (7able
2) and laboratory results of CD4" T cell counts <200 cells/ul or CD4" T cell
percentage <14% count as AIDS-qualifying event [95]. The definition of the
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World Health Organization (WHO) is based on a clinical staging system
irrespective of laboratory results [96]. The staging system comprises the stages 1
(acute) and 2 (chronic), 3 (symptomatic) and 4 (AIDS-defining, Table 3) and has
been especially practical in low-resource settings where laboratory diagnostics
have not been widely available.

Table 2: The CDC classification of AIDS-defining symptoms (category C), 1993 revised

classification system for HIV infection and expanded surveillance case definition for AIDS
among adolescents and adults.

Category C AIDS-Indicator Conditions (CDC)

Bacterial pneumonia, recurrent (two or more episodes in 12 months)
Candidiasis of the bronchi, trachea, or lungs

Candidiasis, esophageal

Cervical carcinoma, invasive, confirmed by biopsy
Coccidioidomycosis, disseminated or extrapulmonary

Cryptococcosis, extrapulmonary

Cryptosporidiosis, chronic intestinal (>1 month in duration)
Cytomegalovirus disease (other than liver, spleen, or nodes)
Encephalopathy, HIV-related

Herpes simplex: chronic ulcers (>1 month in duration), or bronchitis,
pneumonitis, or esophagitis

Histoplasmosis, disseminated or extrapulmonary

Isosporiasis, chronic intestinal (>1-month duration)

Kaposi sarcoma

Lymphoma, Burkitt, immunoblastic, or primary central nervous system
Mycobacterium avium complex (MAC) or Mycobacterium kansasii, disseminated
or extrapulmonary

Mycobacterium tuberculosis, pulmonary or extrapulmonary
Mycobacterium, other species or unidentified species, disseminated or
extrapulmonary

Pneumocystis jiroveci (formerly carinii) pneumonia (PCP)
Progressive multifocal leukoencephalopathy (PML)

Salmonella septicemia, recurrent (nontyphoid)

Toxoplasmosis of brain

Wasting syndrome caused by HIV (involuntary weight loss >10% of baseline
body weight) associated with either chronic diarrhea (two or more loose stools per
day for >1 month) or chronic weakness and documented fever for >1 month
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Table 3: The WHO classification of AIDS-defining symptoms (clinical stage 4) 1994
version revised in 2007.

WHO clinical stage 4, 1994 version revised in 2007
HIV wasting syndrome, as defined by the CDC (see Table 2, above)

Pneumocystis pneumonia

Recurrent severe bacterial pneumonia

Chronic herpes simplex infection (orolabial, genital, or anorectal site for >1
month or visceral herpes at any site)

Esophageal candidiasis (or candidiasis of trachea, bronchi, or lungs)
Extrapulmonary tuberculosis

Kaposi sarcoma

Cytomegalovirus infection (retinitis or infection of other organs)
Central nervous system toxoplasmosis

HIV encephalopathy

Cryptococcosis, extrapulmonary (including meningitis)
Disseminated nontuberculosis mycobacteria infection

Progressive multifocal leukoencephalopathy

Candida of the trachea, bronchi, or lungs

Chronic cryptosporidiosis (with diarrhea)

Chronic isosporiasis

Disseminated mycosis (e.g., histoplasmosis, coccidioidomycosis, penicilliosis)
Recurrent nontyphoidal Salmonella bacteremia

Lymphoma (cerebral or B-cell non-Hodgkin)

Invasive cervical carcinoma

Atypical disseminated leishmaniasis

Symptomatic HIV-associated nephropathy

Symptomatic HIV-associated cardiomyopathy

Reactivation of American trypanosomiasis (meningoencephalitis or myocarditis)

The diagnostic possibilities of most symptoms listed above are limited in Guinea-
Bissau and similar low-resource settings, thus a diagnosis is most often decided
upon only clinical findings.

Natural course of disease

The natural course of HIV-1 is well described from mainly high-income countries,
but there are also descriptions from Africa. In Uganda, two studies reported
median survival time of 9.8 and 9.0 years among HIV-1 seroincident individuals,
which is consistent with reports from USA and Western Europe in the pre-ART
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era [97, 98]. So far there was no report of natural course of seroincident HIV-2
infection from Africa and estimations were based on seroprevalent individuals
[99].

Clinical and Immunological differences in the disease course of HIV-1 and HIV-2

The first studies of HIV-2 seroprevalent individuals observed a reduced rate of
disease compared with HIV-1 among CSWs in Senegal [100] and a mortality only
twice that of the HIV negative population in urban Guinea-Bissau [101]. The
mortality rates of HIV-2-infected have in later investigations remained two- to
five-fold those of uninfected individuals in Guinea-Bissau [102-104], in sharp
contrast with higher figures from HIV-1 in East Africa [105]. HIV-2 displays a
longer asymptomatic phase than HIV-1, but once reaching low CD4" T cell levels,
HIV-1 and HIV-2 share a similar clinical spectrum in individuals reaching AIDS,
maybe, with the exception of a lower incidence of Kaposi Sarcoma (KS) [106,
107]. Overall, HIV-2 infection has been considered to progress to clinical disease
in approximately 25% of cases, compared to almost all HIV-1-infected individuals
[108]. An overview of differences between HIV-1 and HIV-2 are shown in Table
4.

The reasons for slower disease progression in HIV-2 compared with HIV-1-
positive individuals are still not clear but both host and viral factors seem to
influence the course of disease [108]. Previous studies has reported a lower
replication capacity of HIV-2 in comparison to HIV-1 [109]. HIV-2 infected
individuals display around 10 times lower plasma VL than HIV-1 infected
individuals when matched for CD4" T cell count, despite the fact that proviral load
is similar in the two types of infections [110, 111]. In The Gambia and Senegal it
was shown that HIV-2 disease progression was correlated to lower VL and slower
CD4" T cell decline, however if reaching high VL as in HIV-1 infection, there was
no difference in prognosis [112-114]. Slower CD4" T cell decline rates were later
also shown in HIV-2 patients in France [115]. Better immune control has also
been reported with neutralizing antibodies as a factor of protection against disease
progression [116] and in comparison with HIV-1, HIV-2 displays structures that
favour triggering of potent neutralizing antibodies [117]. T cell function is better
preserved in HIV-2 than in HIV-1 infection [118] and despite low levels of viral
replication, there is an HIV-2 specific response by maintenance of CD8" T cells in
early differentiation phase [119]. HIV-2 seems to be more susceptible than HIV-1
to restricting host factors [120]. Natural killer cell response is stronger in HIV-2
than in HIV-1, but the difference disappears with CD4" T cell decline [121]. A
lower level of immune activation is correlated to non-progression of disease and
immune activation seems to be directly correlated to VL in HIV-2 [122], however
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not in all reports [123]. The level of microbial translocation correlates more to the
severity of disease rather than to type of HIV infection, HIV-1 or HIV-2 [124], as
does certain dysregulation of innate immunity [125].

Table 4: Differences between HIV-1 and HIV-2 infections.

HIV-1 HIV-2 Reference
Origin SIV of chimpanzee SIV of sooty mangabey  [126, 127]
Distribution Pandemic West Africa and links, [6]
especially Portuguese
Plasma RNA VL High Low [128]
Genital viral shedding Higher Lower [129, 130]
Vertical transmission 20-25% <5% [6,131]
Co-receptor usage CXCR4 and CCRS Broader range of co- [56]
receptors
Immune response Reduced NK cell Polyfunctional T cells, [117, 119,
function, higher degree  Preserved NK cell function, 121, 132,
of immune activation broad and potent NAb 133]
response, lower degree of
immune activation
CD4+ T cell decline High Low [112]
Disease progression ~ Median survival ~10 ys Majority LTNPs [100]
Mortality 10-15 x gen pop. 2-5 x gen pop. [6, 99]
Age peak Young, middle-age Older [134, 135]

Interactions between HIV-1 and HIV-2

The geographic co-existence of HIV-1 and HIV-2 infection in West Africa enables
encounters between the two infections. HIV-D infection has been reported from
Mali, Ivory Coast, Senegal, The Gambia and Guinea-Bissau [80]. The prevalence
have varied greatly with the highest level of 24% reported in female CSWs in Cote
d’Ivoire [136]. Outside West Africa, mainly Zimbabwe [137, 138] and India [139]
have reported HIV-D infection.

In 1995, there was a report from a cohort of CSWs in Senegal, suggesting a
possible preventive effect against HIV-1 infection exerted by HIV-2 [140]. This
could however not be reproduced in other cohorts from Guinea-Bissau [25, 141],
the Gambia [142] or Ivory Coast [143] and overall it was later concluded that
HIV-2 rather constituted a risk factor for HIV-1 infection [144]. However, in vitro
data has suggested that HIV-2 infection was protective against disease progression
from SIV and SIV/HIV recombinants (SHIV) in macaques [145, 146], leading to
questions of an eventual mitigating effect of HIV-2 against HIV-1-induced
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disease. Several West African studies have investigated different populations for
comparison of immunological changes, disease progression and survival of HIV-1,
HIV-2 and HIV-D groups. Apart from one study in Guinea-Bissau that reported
lower VL in HIV-D than in HIV-1 patients [128], studies have reported similar VL.
levels and immunological markers, both in the Gambia [147] and in Céte d’Ivoire
[136, 148]. Reports from several countries of mortality in HIV-D have
consequently showed similar mortality in HIV-D as in HIV-1 [103, 149-152].
However, all these studies were observing seroprevalent participants without
knowledge of seroconversion date or of the sequential order of infection, though in
most cases one would presume that HIV-2 was present first. CTL-responses in
HIV-2 that were cross-reactive against HIV-1 have been seen in patients with
some HLA variants, though they were not inhibiting HIV-1 replication in HIV-D
infection [147].

Treatment and prevention of HIV-1 and HIV-2

Antiretroviral therapy

Even though specific HIV therapy commenced with the introduction of the first
antiretroviral agent Zidovudine in 1987, it was not until 1996 with the arrival of
effective combination therapy - (Highly active) anti-retroviral therapy — (HAART,
ART) — that HIV could be controlled satisfactory. The world has seen tremendous
efforts in the last decade to expand treatment programmes of ART, also in SSA
where over 5 million PLWHA have initiated ART. Newer simplified regimens
with fixed-combination tablets (FCT) and heat-stable capsule versions have
facilitated the roll-out of treatment services. ART in South Africa has resulted in
survival on the same level as HIV negative persons [153]. There have been major
obstacles on the continent though, related to fragile health infrastructures and
substantial mortality has been observed among individuals lost to follow-up [154].
The national ART programme in Guinea-Bissau was launched in 2005. At the end
of 2010, officially 3,632 individuals were initiated on ART but there has been
repeated problems of treatment stock-outs with subsequent diffuculties in retention
of patients [155].

Normally treatment is initiated after detailed information and education of the
patient about common side effects and the necessity of adherence to therapy. The
treatment of HIV-1 normally consists of a combination of two nucleoside reverse-
transcriptase inhibitors (NRTI) and a non-nucleoside reverse-transcriptase
inhibitor (NNRTI) or a protease inhibitor (PI). There are other classes of
therapeutic agents, such as fusion inhibitors, integrase inhibitors and co-receptor
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antagonists, though in most circumstances too highly priced for being generally
available in Sub-Saharan Africa at present. The treatment of HIV-2 and HIV-D
needs taking into account that HIV-2 is not sensitive to the NNRTI, in Africa most
often necessitating treatment with PIs or a less preferred three-NRTI combination.
HIV-2 and HIV-D patients have been shown to experience a slower recovery after
initiation of ART [156].

The WHO treatment guidelines for ART was most recently revised in 2010. The
main revisions were earlier time point of ART initiation at CD4" T cell level <350
(previously <200) cells/ul or at WHO clinical stage 3 or 4 (previously stage 4),
recommendations of other drugs with less side effects and earlier initiation of
therapy in co-infections with Tuberculosis and Hepatitis B Virus [157].

In 2011, the results of a multi-centre study revealed that early ART in discordant
couples gave a 96% reduction in new transmissions, indicating that prevention
could be enhanced if initiating therapy even earlier than the current guidelines
[158]. This can be seen as a parallel to HIV-2 infection, where lower HIV-2 VL is
associated with lower transmission rates.

HIV Latency

Initial hopes of potential eradication of HIV-containing cells using HAART were
soon dashed as it turned out that HIV persists in viral reservoirs in the central
nervous system, genital region and in the GALT [159]. Viral replication may
persist as ART is halted [160].

The prospect of an HIV vaccine

Despite vast investment in basic research and clinical trials, until now it has not
been possible to produce basis for a preventive vaccine. A recent trial in Thailand
managed to lower infection rate by 26% [161], which is the most successful
attempt so far of creating a preventive vaccine. In order to manage a fully
preventive vaccine, it will most probably be necessary to elicit a broad immune
reaction including both cellular and humoral activity.

Other interventions for prevention of transmission

In recent years several trials of adult male circumcision has showed reductions in
male-to-female HIV transmission rates of 50-60% [162-164]. This has led the
WHO to point it out as a focus area for intervention, mainly in Southern and East
Africa. Another prevention approach is the notion of pre-exposure prophylaxis
with antiretroviral agents. There have been successful trials with a 39% reduction
of HIV-1 acquisition among women when using a vaginal Tenofovir-containing
gel [165] and a 44% reduction in HIV-1 acquisition among MSM using daily
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Tenofovir/Emtricitabine prophylaxis [166]. Several large-scale studies are now
running to elucidate on these results.

Other Sexually Transmitted Infections

Burden of disease and the relation to HIV

In 1999, the combined incidence of four sexually transmitted infections (STI),
syphilis, gonorrhoea, genital Chlamydia and Trichomoniasis, was estimated by
WHO to be over 340 million new cases per year and increasing [167]. STIs other
than HIV are known risk factors for HIV transmission, both in ulcerative and non-
ulcerative forms [168]. It has also been shown that interventional STI treatment
can reduce HIV incidence [169]. STIs can enhance HIV transmission by an
increase of HIV shedding in the genital tract, by recruitment of inflammatory cells
that act as target cells for HIV infection and by breach of mucosal barriers [168].
In later years, focus has especially been directed towards HSV-2 infection which
has emerged as the probably most important co-infection in regard to HIV
transmission [170]. HSV is one of the causes of genital ulcer disease (GUD),
others being bacterial Treponema pallidum (syphilis), Haemophilus ducreyi,
Chlamydia trachomatis serovar L1-3 and Klebsiella granulomatis infections. Non-
ulcerative STIs includes Neisseria gonorrhoeae (gonorrhoea), Chlamydia
trachomatis D-K and Mycoplasma genitalium, pathogens which cause urethritis,
cervicitis and pelvic inflammatory disease, the long-term effects in women being
risk of fallopian tube obstruction causing with subsequent risk of extra uterine
pregnancies and infertility. Other STIs include Human Papilloma Virus (HPV)
with different serotypes causing condyloma, cervical neoplasia and invasive
cervical cancer with increased risk in HIV-positive individuals. According to
WHO the most common STI with an estimated 170 million infections per year is
the the protozoa Trichimonas vaginalis, causing vaginitis and urethritis. Apart
from genital infections, other STIs cause non-genital diseases such as HTLV with
neurological and haematological disorders and Hepatitis viruses B and C (HBV,
HCV) causing acute and chronic hepatitis with long-term effects of liver cirrhosis
and cancer.

Diagnosis and treatment

Laboratory diagnosis of different STIs includes traditional direct microscopy,
culture, serology, PCR methods and increasing use of rapid detection tests. In low-
resource settings, there is often a lack of appropriate diagnostics.

Effective prevention and treatment of STIs has been seen as one of the
fundamentals in HIV prevention. In resource-limited settings, usually a syndromic
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management approach based on clinical symptoms is used for treatment, where
treatment is given directly at first visit while waiting for laboratory results (if
laboratory diagnostics are available). In the current WHO treatment guideline of
STIs, there are recommendations of syndromic management, although
acknowledging the limitations and with an emphasis on the need of local
adaptation [171]. It is also important to combine the antimicrobial interventions
with good counselling, behaviour change promotion and additional services like
condom distribution.

Reports from the subregion: Guinea-Bissau, The Gambia and Senegal

Only few previous studies have described the situation of STIs other than HIV in
Guinea-Bissau. In a report from 1993, there was a significant correlation between
HIV-2 infection and previous syphilitic infection [172]. A survey from 2001
indicated Chlamydia trachomatis prevalence of 4 % and Neisseria gonorrhoeae
prevalence of 17% among women with vaginal discharge [173]. In 2002,
screenings of pregnant women showed prevalence rates of 6.2% of Mycoplasma
genitalium and 3.9% of active syphilis. [174, 175]. Investigations of Hepatis C
concluding predominantly sexual transmission was reported in 2007 [176]. There
have been reports of decrease in HTLV-1 in urban and rural Guinea-Bissau [177,
178].

Reports of STIs have been more frequent from the neighbouring West African
countries of The Gambia and Senegal. In The Gambia, an early report in 1984 of
CSWs showed prevalence of Trichimonas vaginalis of 32%, Neisseria
gonorrhoeae of 6.9% and Chlamydia trachomatis of 6.7 % while Treponema
pallidum of 1%. Reports from Senegal of STI prevalence among CSW:s have
repeatedly shown prevalence above 20% for all these four pathogens [179, 180].
Recent reports demonstrated high levels of HSV-1 and/or HSV-2 DNA in cervico-
vaginal lavage (CVL) among 39% of attendees at a genito-urinary medicine
(GUM) clinic [181] and 88% HSV-2 seroprevalence of in CSWs [182]. There
were also a report of Haemophilus ducreyi, Treponema pallidum and HSV DNA
in 56, 15 and 13 % of GUD specimens [183]. Reports from Senegal have also
included high STI prevalence among male patients attending a GUM clinic [184]
and STIs among MSM [185].

Importance of continuous interventions

Comparisons of these studies are difficult due to differences in diagnostic methods
and study groups. However, there is evidence of subregional high STI prevalence
that constitutes potentially enhanced risks of HIV transmission. It is interesting to
note that despite high levels of HIV and other STIs in risk groups, the HIV
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epidemic has been contained at a comparatively low level in the general
population in Senegal while the HIV-1 prevalence at the same time increased in
Guinea-Bissau. Local preventive interventions can be successful and there is
importance of continuous active prevention in identified risk groups also in
Guinea-Bissau.
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Setting — Guinea-Bissau

Geography, demography and history

The republic of Guinea-Bissau is situated in West Africa, bordering Senegal in the
North, Guinea-Conakry in the South-East and the Atlantic Ocean to the west
(Figure 4). 1t is also closely situated to The Gambia in the north. Guinea-Bissau
has an area of 36,125 square kilometres. According to the latest census in 2009,
1.5 million inhabitants, whereof 0.3 million in the capital Bissau. 43% were under
15 years of age [186].

The climate is tropical with a rainy season in June to November and a dry season
from December to May. The rural areas are predominantly covered with dense or
semi-dense forest. The economy is dominated by fishing and agriculture with
cashew nuts being the main export product.

Guinea-Bissau was a former Portuguese colony that gained independence in 1974
after a war of liberation lasting more than 10 years which left the country at a very
basic economic, administrative, educational, and healthcare level. A civil war took
place in 1998-1999, again causing substantial disruption to national economy and
infrastructure. After the civil war there has been an additional major coup d’etat
and several other politically destabilising incidents.

While there are more than 20 different languages spoken to this day in Guinea-
Bissau, the official language is Portuguese and the commonly used lingua franca
is Kriol, a mainly Portuguese-based creol language. The population is diverse with
a multitude of different ethnic groups, the major ones being Balanta, Fula,
Mandinga, Mandjaco, Papel, Mancanha and Biafada. Intermarriage is common.
Religions are traditional animist beliefs, Islam and different Christian
denominations.

Guinea-Bissau has regularly been ranked among the world’s least developed
countries - in the latest United Nations Development Programme Report of 2011
as country number 176 out of 187. The estimated Gross National Income (GNI)
per capita was 994 § (aggregated income converted to international dollar by
purchasing power parity index). In comparison, the GNI/capita of Sweden was
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35.837 § and of Portugal 20,573 $. The mean life expectancy at birth is 48.1 years
and the maternal mortality rate is 1000 per 100,000 births and the under-5 years
mortality is 193 per 1000 live births. The adult literacy rate is 52 % [187].
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Figure 4: Map of Guine-Bissau, no 4063, June 2004, United Nations, Department of
Peacekeeping operations, cartographic section. Reprinted with permission.

LNSP

Sweden was a major bilateral aid donor to Guinea-Bissau soon after independence,
up until 1997. The National Public Health Laboratory (Laboratério Nacional de
Satde Publica - LNSP) in Bissau was constructed in 1987 with finance from the
Swedish International Development Cooperation Agency (Sida) and with technical
assistance from the Swedish Institute for Communicable Disease Control (SMI).
The establishment included development of routine diagnostics for HIV and basic
epidemiological surveillance. Research projects were initiated with support from
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the Swedish Agency for Research Cooperation (SAREC). The major part of HIV
testing in Guinea-Bissau was performed at the LNSP until the dissemination of use
of rapid tests that occurred after 2005. Still the serology unit at LNSP functions as
a national reference of serosurveillance and confirmatory testing as well as a
centre for research collaborations.

A short summary of the civil war 1998-1999

The conflict in 1998 started abruptly on the 7th of June with a military uprising
against the regime and ended with the ousting of President Vieira. Troops from
Senegal and Guinea-Conakry intervened in the early part of the fighting but were
withdrawn according to a peace agreement, after which deployment of peace-
keeping troops from Benin, Gambia, Niger, and Togo took place.

The initial fighting was especially intense in the capital Bissau and forced the vast
majority of the inhabitants to leave, mainly for interior parts of the country with
comparatively few people crossing the borders to neighbouring Senegal and
Guinea-Conakry. People returning to the city had too flee repeated times amid
renewed outbreaks of fighting. During the conflict there was a general decline in
public services, such as health institutions [188-190] and the function in the
country has not yet fully reached pre-conflict levels.

At the end of the conflict, LNSP in Bissau was unfortunately hit by a missile
which burnt down almost the whole building. Miraculously some things escaped
the fire, including the flow cytometer and it continued to work several years after
the conflict.
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Aims and objectives of the studies

The aims of the studies in this doctoral dissertation were:

To investigate the long-term epidemiological trends of HIV-1 and HIV-2
prevalence and incidence in Guinea-Bissau

To investigate the relative impact of the civil war in Guinea-Bissau in 1998-1999
on HIV transmission

To investigate the natural course of HIV-2 seroincident infection and compare
with HIV-1 and seroprevalent HIV-2 study participants

To investigate the effect of simultaneous HIV-2 infection on the clinical course of
seroincident HIV-1 infection

To investigate the level of co-infection and possible correlation between HIV and
other Sexually Transmitted Infections
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Study populations and study designs

Pregnant women (1)

Within the national sentinel surveillance system, since 1987 there has been
ongoing sentinel HIV surveillance studies on women giving birth at the Simao
Mendes National Hospital (SMNH) in Bissau. It is the only general hospital in
Bissau, catering to the whole population and acting as a national reference
hospital. The anonymous screening has been performed every year or every
second year between August and December. For the study in paper I, a total of
20,422 women were tested, and in addition a further 4505 women have been tested
in the years 2006 to 2010. There are no reports of any exact proportion of women
givning birth at the SMNH from the start of the study, though it has been reported
to be the majority of the inhabitants of Bissau [175]. However, since the year
2000, the location of birth was registered in the epidemiological surveillance of the
Bandim Health Project (BHP), comprising 25-30% of the total population of the
capital Bissau. Over the years 2000-2011 there were roughly 50% giving birth at
the hospital rather than at health posts or at home, with no significant changes over
these years (Personal communication, Dr Ane Fisker, BHP). It should probably be
representative for the whole of Bissau. The proportion of pregnant women from
outside the city of Bissau seeking to deliver at the maternity unit is unknown.

The police cohort (I, III and IV)

In 1990 an occupational cohort of police officers was initiated. The reason why
police officers were chosen was the nature of permanent employment ensuring
possibility of follow-up. The cohort has been an open prospective cohort with
continuing new recruitment until the civil war broke out in June 1998. Regular
follow-up visits were resumed in the year 2000 and new recruitment to the cohort
was re-initiated in the year 2003. For these studies, the longest follow-up was until
February 2011. By then, 4820 police officers were enrolled, whereof 4817 had a
recorded HIV test result. 12.9 % were women. 76.1% of all participants returned
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for a second visit, with a mean follow-up time of 8.2 (SD 5.6) years and median
follow-up time of 5.9 years (IQR 3.5-13.0). For more details of follow-up times,
see the supplementary discussion in paper V.

The cohort has been physically managed from a health post at the main (2°
esquadra) police station in the capital Bissau. The follow-up team has consisted of
one physician and 2-3 nurses as well as 3-4 auxiliary staff. Regular visits were
made to police stations in the capital as well as in the interior regions of the
country. All police officers were invited to participate in the study which has been
voluntary, over 98% of staff present at police stations when the team was visiting
were willing to participate. Follow-up visits were scheduled to every 12-18
months.

Each individual was registered with a study number and for identification at
follow-up visits, the participants were identified using an identification system
based on name, gender, age, birth place, ethnical group, religion, civil status and
educational level. This was done both for avoiding double registration of new
study participants and for decreasing risk of confusion of already registered
participants and their blood samples.

At each individual visit, a questionnaire with demographic information and
symptoms related to HIV and sexually transmitted infections (STIs) was filled in.
Body weight was measured and a physical examination performed. Symptoms
were later classified according to the WHO clinical staging system [96]. Pre-and
post-test councelling for HIV was given. Blood samples for HIV and Treponema
pallidum serology were collected at inclusion and follow-up visits. Baseline
serology for HTLV was also performed. For HIV-positive individuals CD4" T cell
counts were performed since 1993.

At all visits, information about HIV and STIs were given and condoms were
distributed. Basic healthcare was provided with medicines free of charge.
Antiretroviral drugs were provided under the umbrella of the national ART
programme, initiated in 2005, commencing in the Police cohort in January 2006.
In addition, Co-Trimoxazole (CTX) prophylaxis was provided as well as Isoniazid
(INH) prophylaxis to HIV-positive study participants, according to WHO
guidelines [191]. In the analyses of survival and disease progression (paper III and
IV), participants who initiated ART were censored from date of initiation of
treatment. No censoring was performed of participants who started CTX
prohylaxis as adherence was difficult to monitor and probably several un-
registered more or less irregular treatments occurred, outside and inside the cohort.
Also, participants who initiated INH were not censored from the analyses as we
believed there was a high risk of re-infection with high TB incidence in Guinea-
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Bissau [192] and also that the INH treatment was initiated in 2005 and only in
HIV-positive individuals with positive tuberculin skin test (TST) according to
WHO guidelines at the time [191].

Mortality reports were collected from the Interior Ministry, symptoms related to
death was recorded by help of family members, police registers and from
questionnaires if reported in reasonably short time prior to death.

As the police officers often are transferred between different units in the country,
the follow-up situation has been more difficult than it normally is in a community-
based cohort. Date of last visit has been set as the actual follow-up time. A
discussion on the question of loss to follow-up is present in the supplementary
discussion of paper IV.

Women with urogenital problems (V)

The study was conducted in two clinics for female health in Bissau — the Clinica
Materno Infantil (CMI), affilitated with the SMNH and the Aguibef clinic — run by
the International Planned Parenthood Federation (IPPF). Women seeking health
care for urogenital problems were invited to participate in the study. After consent,
study participants answered a questionnaire about demographic and STI-related
issues. They received pre-test counselling, after which a gynecologial examination
was performed. Cervical samples as well as wet mount for microscopy were taken.
Genital ulcers were sampled when visible. The patients recieved results of wet
mount microscopy and HIV test after one week, and post-test counselling was
given. If the HIV test was positive, the patients were referred to one out of three
treatment centres in Bissau. PCR and culture results of other STIs were delivered
after 2-3 weeks. Except for HIV and HTLV, the women received treatment within
the study for all STIs diagnosed as well as genital Candidiasis and occasional
condylomas, and if partners turned up they received treatment as well.
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Methods

Definitions of AIDS

In study III we defined AIDS according to the WHO clinical staging system
(where AIDS is clinical stage 4). Analyses were however also carried out
according to the CDC staging system including CD4" T cell levels, but were not
reported in the article due to large size (see the results and discussion section).

In study IV we used a wider definition of AIDS as being in WHO clinical stage 4
or in CDC stage C — practically meaning that also pulmonary tuberculosis was
included as an AIDS-defnining diagnosis — and also included CD4" T cell absolute
count <200 and/or CD4" T cell % <14.

Laboratory methods

The samples used in these studies were analysed for serology, PCR for STIs other
than HIV and culture diagnostics at the LNSP of Guinea-Bissau, except for direct
microscopy which was performed locally at clinics in the capital Bissau.
Additional analyses of soluble immune markers, HIV PCR and sequencing were
performed at SMI or at Lund University, Sweden after shipping of frozen samples.
PCR confirmation of Mycoplasma genitalium was performed at Orebro
University, Sweden.

Serological determination of HIV-1 and HIV-2 infection

Samples were screened with Behring Enzygnost HIV-1+2 ELISA from 1987 to
1994 and with Behring Enzygnost Plus Elisa from 1995 (Behring, Marburg,
Germany). Confirmation was performed until 1997 with Western Blot analysis
using Diagnostic Biotechnology HIV Blot 2.2 (Diagnostic Biotechnology, Science
Park, Singapore) and an in-house anti-HIV-2 Western Blot assay [193]. Dually
reactive HIV-1 and HIV-2 sera were then further tested with a synthetic peptide
ELISA for discrimination between HIV-1 and HIV-2 (Peptilav, Sanofi Diagnostic
Pasteur, Marnes.la.Coquette, France). From 1999, a different confirmation strategy
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was used with Capillus HIV-1/HIV-2 (Cambridge Biotech Limited, Galway,
Ireland) and Immunocomb II HIV-1 and 2 BiSpot RST (Orgenics, Yavne, Israel)
[79].

Serology for Treponema pallidum, HTLV-1 and HTLV-2

In the Police cohort, sera were screened with Treponema Pallidum Hemagglutinin
Antigen (TPHA, Fujirebio, Tokyo, Japan). Active disease was confirmed with
Venereal Disesase Research Laboratory test (VDRL, Sypal, Diagast, Lille Cedex,
France). The TPHA test had been replaced around the year 2000 by Treponema
pallidum Particle Antigen (TPPA, Fujurebio, Japan), as an upgrade. In study V,
screening was performed with VDRL and confirmed with TPPA. Screening of
sera for HTLV was performed with Murex HTLV 1+2 (Murex Biotech Ltd,
Dartford, UK) and positive sera were confirmed using Inno-Lia HTLV I/II Score
(Innogenetics, Gent, Belgium).

Determination of T lymphocyte subsets

From the initiation of the studies of T lymphocytes in 1993 at the LNSP in
Guinea-Bissau, T lymphocyte subsets were determined by conventional flow
cytometry. Until 2005 determinations were performed with FACStrak (Becton
Dickinson, San Jose, CA), and Leukocyte counts were performed with a cell
counter (Coulter Counter CBCS5; Coulter Electronics Ltd, Luton, England). From
2006 and onwards T lymphocyte subsets were measured by CyFlow (Partec,
Miinster, Germany). The replacement was due to several reasons: the FACStrak
needed to be replaced and there was also a need to lower cost per sample in order
to cope with increasing number of tests after initiation of the national ART
programme. We performed an evaluation where we compared the two tests in
parallel during the last 4 months in 2005. There was very good correlation
between the two modalitites regarding CD4" T cell percentage and satisfactory
correlation regarding CD4" T cell absolute counts (Figure 5). An advantage with
the FACSTtrak was that also CD8% levels were obtained. An advantage with The
CyFlow, apart from the cost was that T cell counts are directly generated, avoiding
the uncertainty of incorporating an additional calculation of leucocytes into the
algorithm.
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Figure 5: Comparison between Becton Dickinson FacsTrac and Partec CyFlow.
Evaluation of CD4" T cell absolute count (Spearman rank 0.85, p<0.001) and CD4" T cell
% counts (Spearman rank 0.97, p<0.001) using the two different flow cytometry
instruments.

Quantitation of HIV-1 and HIV-2viral load

Quantitative HIV-1 VL has not been routinely carried out at the LNSP. However,
for study III we had access to measurements from two time periods. In the first
period, 1993-1995, HIV-1 plasma VL was measured by a commercial assay for
HIV-1 VL (Amplicor HIV-1 Monitor Assay, version 1.5; Roche Diagnostic
Systems, Branchburg, NJ, USA) and HIV-2 plasma VL was measured by a
prototype assay developed by Roche Diagnostic Systems, based on the same
principles as the Amplicor HIV-1 Monitor assay. The detection level for HIV-2
VL was 50 copies/ul (in our study 125 copies/ul after dilution of samples) [128].
In the period 2004-2006, total HIV plasma VL was analysed by measuring reverse
transcriptase (RT) activity using the CAVIDI ExaVir Load kit (Cavidi Tech AB,
Uppsala, Sweden) according to the manufacturer’s instructions, and presented as
RNA copy numbers/ml equivalents. The lower detection limit for this test was set
to 1000 copies/pl after dilution of samples.

PCR for Chlamydia trachomatis, Mycoplasma genitalium, Haemophilus ducreyi
and Herpes Simplex virus type 1 and 2

The PCR methodology was set up at LNSP in 2005. In study V, DNA was
extracted from cervical samples using the E.Z.N.A. tissue DNA kit (Omega Bio-
tek, Doraville, USA). Conventional PCRs were developed using previously
described primers, which utilised the glycoprotein D gene for the diagnosis of
HSV-1 and the Glycoprotein G gene for HSV-2 [194, 195]. H ducreyi was
identified by 16S rRNA gene [196], M genitalium by 16S rRNA gene [197] and
the mgpB gene for confirmation [198] and C trachomatis by the okpA gene [199].
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Culture of Neisseria gonorrhoeae

Cervical samples were cultured for 48-72 hours on modified Thayer-Martin
medium. Confirmation was performed with rapid oxidase production and
identification of Gram-negative diplococci on microscopy and use of PhadeBact
Monoclonal GC test (Bactus, Stockholm, Sweden).

Examination of Trichomonas vaginalis

Immediatly after sampling, wet mount microscopy of vaginal samples were
examined for living trophozoites.

Analysis of soluble immune markers, HIV-1 RNA amplification and sequencing for
analysis of viral evolution, diversity and divergence analyses.

Paper IV was a joint effort with many persons involved in different techniques
performed at Lund University and at SMI in Sweden. The analyses were
performed on a subset of samples of single HIV-1 infections and HIV-D infections
and the analyses of immune markers and the HIV RNA amplification and
sequencing procedures are thoroughly described in the supplementary methods in
paper IV. Briefly, concentrations of beta-2- microglobulin (b2m) and neopterin in
plasma were determined using ELISA kits. Viral RNA was reverse transcribed
using gene-specific primers, and the HIV-1 env V1-V3 region was amplified by
PCR and thereafter cloned. Twelve colonies were purified from each sample.
Sequencing of the genetic material was carried out and recombination analysis
performed in order to construct the phylogenetic trees. Diversity was calculated by
averaging tree distances from individual specific samples, divided by elapsed time.
In analysis of divergence, the most recent common ancestor (MRCA) was
determined, the mean number of base-pair substitutions between the clones and
the MRCA was calculated and the difference in substitution rate was divided by
elapsed time.

Statistical analysis

Calculations of total HIV-1 and HIV-2 prevalence included HIV-D-positive
individuals in each group where not otherwise indicated. Trends of prevalence
were evaluated by Chi2-test for trend (I) and linear-by-linear association test with
adjustment for sex and age (II). Date of estimated seroconversion was set to mid-
point between the last negative and the first positive sample. Negative person-
years were contributed until the day of estimated seroconversion. Incidence rates
and ratios (II) were analysed using Poisson regression. In the incidence trend
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analysis, only seroconverters to either HIV-1 or HIV-2 were included while
seroconversions to HIV-D were excluded. Study participants contributed to
respective age group and shifted to higher age-groups as they grew older during
the study period. Dually reactive HIV-D samples were censored from the last
single-positive time-point. Age was reported as means (I, V) when normally
distributed or as medians with interquartile ranges (IQR) (11, I1I, IV). CD4" T cell
counts were given as medians with IQR. CD4" T cell decline rates and CD8" T cell
increase rates were analysed using a mixed linear regression model with time since
seroconversion or seroprevalent study inclusion (III, IV). Survival analysis for
mortality and progression to AIDS was performed with Kaplan-Meier analysis,
followed by Cox proportional hazards model adjusting for sex and age where
proportional hazards assumption was graphically controlled for (III, IV). Control
for loss to follow-up was performed with reverse Kaplan-Meier estimation and
control for selection bias of long-term non-progressors was performed with
simulations described in the supplementary discussion of paper IV. Correlations of
STIs were analysed with Odds Ratios (OR) generated by logistic regression (V).
Generally, 95% Confidence intervals were analysed, parametric and non-
parametric tests were used when appropriate. 2-sided p-values were used with a
significance level of <0.05. Epilnfo was used for database handling and SPSS
(PASW), R and Stata were used for statistical analysis.

Ethical considerations

Participants in all studies received oral information prior to inclusion and
participation was voluntary.

For the pregnant women (I), the surveillance testing was anonymous and no
counselling or test result were administered to the participants. After the initiation
of PMTCT within the national ART programme, the women were in addition
offered counselling and testing outside the scope of our study.

For the Police cohort (II, III and IV), participants were offered pre-test counselling
before the HIV test. It was voluntary to receive test results. After the initiation of
the national ART programme, the interest among study participants to receive HIV
test results increased substantially and with few exceptions, everyone are
nowadays receiving their results. Follow-up and treatment was performed at a
health post at the main police station in Bissau.

For the women seeking health care for urogenital problems (V), pre-test and post-
test councelling was included in the inclusion interview and follow-up visit of the
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study. Participants receiving a positive HIV test result were referred to a treatment
site in Bissau.

The studies were approved by the Research Ethical Committee at the Karolinska
Institute, Stockholm (study I-IV), by the Ministry of Health of Guinea-Bissau (I-
V), by the Interior Ministry of Guinea-Bissau (II-IV) and by the Research Ethics
Committee at Lund University (V).
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Results and discussion

Epidemiological trends of HIV-1 and HIV-2 (I, 1I)

In early 2006 anonymous HIV sentinel surveillance had been performed since
1987 to 2004 among the delivering women at the Simao Mendes National Hospital
in Bissau. We compiled the data and sought out to especially examine the possible
impact of the civil war in 1998-1999.

The trend of HIV-2 prevalence was by then already known to be declining and
HIV-1 was increasingly being recorded in Guinea-Bissau. [25, 26, 141].

During the study period, 20,422 women were tested for HIV. There was a
significant decline of HIV-2 prevalence from 8.3% in 1987 to 2.5% in 2004. The
decline in HIV-2 prevalence has shown to be consistent with studies published
later, from a community-based study in the capital Bissau where HIV-2 prevalence
declined from 8.9% in 1987 to 4.4% in 1996 [30] and a community-based study in
rural north-western Guinea-Bissau where HIV2- prevalence declined from 8.3% in
1990 to 4.7% in 2007 [31].

HIV-1 prevalence increased during the early 90’s until 1997 In June 1998, the
civil war broke out. There was no scheduled sentinel in 1998 but it would anyway
probably not have been possible to perform during the conflict. In the first survey
after the civil war in 1999, the HIV-1 prevalence increased significantly from 2.5
to 5.2%. The increase did not continue however, and the HIV-1 prevalence
stabilised around 5% in the subsequent years, a level corresponding to the overall
4.6% obtained in a community-based survey in urban Bissau in 2006 [30].
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Since the publication of the study, surveillance has continued in the years 2006,
2008 and 2010. The results have shown a continuous decline of HIV-2, to 1.5% in
2010. HIV-1 prevalence increased in 2008 and remained on a higher level in 2010
compared to the years 2000-2006 (Figure 6). This could possibly be influenced by
the PMTCT programme that have caused women to seek to the Hospital in a
higher extent. It was also shown that the increase was solely observed among
women aged 25-49, indicating that HIV-1 (and HIV-2) prevalence did not increase
among younger women in the capital. In the 2010 survey, 59.3% of the HIV-
positive women had taken an earlier HIV test compared with 51.8% in the
seronegative group. The total HIV positivity was 7.2%, as compared with the 2010
figures from the Prevention of Mother-to-Child Transmission (PMTCT)
programme at the maternity ward, normally testing only HIV negative women,
which showed 5.5% total HIV positivity (though performed with different rapid
tests than our testing strategy). It indicates that a substantial part of the increased
number of HIV-positive women attended the maternity for access to PMTCT. The
next planned sentinel study in 2012 will hopefully add more information of the
direction of the HIV-1 and HIV-2 epidemics.
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Figure 6: Total HIV-1 and HIV-2 prevalence among pregnant women at the Siméao
Mendes National Hospital in Bissau. Dual HIV-1 and HIV-2 infections were each added
into each group.
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In the police cohort, HIV1- and HIV-2 prevalence of police officers newly
recruited to the study followed the same pattern, with HIV-2 prevalence of 13.4%
in 1990 that later declined while HIV-1 prevalence increased over the study period
(Figure 7). As among the pregnant women, after the civil war in 1998-1999 there
was a significant increase in HIV-1 prevalence reaching 9.4% in 2003-2004 when
new inclusions started in the cohort. HIV-2 prevalence continued to decrease after
the war but later stabilized around 6%.
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Figure 7: HIV-1 and HIV-2 prevalence 1990-2010 in police officers. Dual HIV-1 and
HIV-2 infections were each added into each group.

The prevalence figures were reflected by the incidence figures with a constant
level of HIV-1 incidence before the outbreak of conflict in 1998, but during and
shortly after the war there was a significant increase in HIV-1 incidence to 1.22
per 100 person-years which receded to 0.82 at the end of the study but still
remained on a higher level compared to before the conflict (Figure 8).
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Figure 8: HIV-1 and HIV-2 incidence 1990-2007 in police officers. Incidence of HIV-D
was not included in the analysis.

The results from the police cohort give support to the results of paper I that
decisive events occurred in Guinea-Bissau during and shortly after the war that
lead to an increase in HIV-1 incidence in both men and women with a climax of
transmission shortly after the conflict. Whether these events consisted of changes
in sexual behaviour, mobility or other factors remains to be investigated. Data
from conflict situations derive mostly from surveillance of antenatal units while
incidence data are scarce. The relationship between HIV and conflict is complex
[200] and opposed to earlier beliefs that conflicts in general should aggravate HIV
transmission, several publications have reported lower HIV prevalence figures in
conflict-affected countries compared to surrounding countries without conflict
[38]. This has been shown for example in the Democratic republic of Congo
(DRC), Sierra Leone, Uganda, and Angola [38, 201, 202] and the reduction of
mobility during a conflict situation is supposed to be the most important factor.
There is substantial evidence of mobility as an important factor increasing risk of
HIV transmission [203], including one report from Guinea-Bissau and Burkina
Faso [36]. Increased mobility during the comparatively smaller conflict in Guinea-
Bissau 1998-1999 seems indeed to have enhanced or at lease coincided with HIV
transmission. As a comparison, in the Rwandan conflict in the mid-1990s, there
have been suggestions of an increase in HIV transmission as a result of the conflict
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which included mass population movements and wide-scale rape, but the studies
have been inconclusive [38]. Antenatal serosurveys showed a constant decrease in
the capital Kigali during the 1990s, in the countryside HIV prevalence was
increasing until 1996, thereafter decreasing. There is speculation that if a
temporary rise occurred it might just have been part of the natural course of the
HIV epidemic in Rwanda. The increase in HIV-1 prevalence and incidence in our
observations in Guinea-Bissau could represent a parallel case to the Rwanda
situation, though on a much smaller scale, with an increase in HIV prevalence and
incidence shortly after a conflict situation and thereafter a decrease to more
moderate levels. In Guinea-Bissau there were however no reports of systematic
sexual violence.

We did not see any evidence of the civil war in 1998-1999 halting the long-term
decline of HIV-2 prevalence or incidence in this cohort, which was also the case
for the pregnant women. The results of the studies of pregnant women and police
officers are consistent with other studies from Guinea-Bissau where a decline in
HIV-2 prevalence and incidence was seen in an urban [30] and in a rural [31]
community-based cohort. The decline of HIV-2 prevalence is probably attributed
to several factors, for example blood transfusions in Guinea-Bissau were screened
for HIV from 1987 [30].

HIV-1 incidence was highest in the youngest age group (17-24 years), similar to
figures from a community-based study in Bissau [30] but different from a rural
community-based cohort in Guinea-Bissau [31]. Reports from The Gambia have
shown similar figures with increasing HIV-1 prevalence and decreasing HIV-2
prevalence although in some cases there were regional differences [29, 204], while
rates have been more stable in Senegal [205].

The co-existence of HIV-1 and HIV-2 has been considered in two simulation
models, first an early simulation in 1990, where HIV-1 becuase of higher
reproductive rates was supposed to gradually outcompete HIV-2 [206]. A more
recent mathematical simulation from 2007 suggested that 30% of the decline of
HIV-2 prevalence was due to competition from HIV-1 including excess mortality
in core groups transmitting both HIV-1 and HIV-2 and the remaining 70% due to
behavioural change [207]. HIV-1 was there thought to become the dominant type
of HIV by the year 2010 but in reality the shift occurred even faster. This further
strengthens the hypothesis of the HIV-2 epidemic having jump-started as a
partially parenteral rather than purely sexually transmitted epidemic in the 1960’s
and 70’s [34, 35]. One can speculate whether HIV-2 eventually finally might
disappear, transmitting much less efficient via MTCT and sexually, due to the
lower viremia levels [131, 208]. It has recently been shown that early infection is
associated with onward transmission, just as in HIV-1 infection (Thesis, Carla Van
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Tienen 2011). With the HIV-2 epidemic declining it works as an example to what
could be achieved in the HIV-1 epidemic with early treatment to prevent further
infection, as has recently shown to be a powerful preventive intervention [158].

In addition to the epidemiological trends of HIV-1 and HIV-2, there was no
evidence of a protective effect exerted by HIV-2 against HIV-1 infection, but
while a previous report from the same cohort showed HIV-2 as a risk factor with
Incidence Rate Ratios (IRR) of 1.65 - 1.98 (depending on adjustment), the IRR
had now fallen to 1.02 — 1.18 (the latter figure for men only). Interestingly, in the
HIV-negative persons the risk of HIV-1 infection decreased by age, while it
increased among HIV-2-positives.

In conclusion, we found that the previously noted trend of decreasing HIV-2
prevalence and incidence continued, while HIV-1 prevalence increased and
surpassed HIV-2 prevalence before stabilising after the civil war in 1998-
1999. We found that during and shortly after the conflict, the HIV-1
incidence increased significantly among the police officers, indicating an
effect on HIV-1 transmission exerted by the war which was also seen as a
significant rise in HIV-1 prevalence among the pregnant women. However, in
the years after the conflict HIV-1 prevalence stabilized in both groups, not
giving evidence of any long-term effect of the war on HIV-1 prevalence. As in
previous studies from this and most other cohorts, we found no evidence of a
protective effect of HIV-2 against HIV-1 infection.
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Natural course of HIV-2 infection (III)

While the natural course of HIV-1 infection has been studied thoroughly, most
reports of the more benign disease course of HIV-2 were derived from
seroprevalent individuals, without knowledge of the duration of infection. Thus, it
was not clear whether the seroprevalent positive individuals were representative
for all HIV-2-positive cases or were partially a selection of LTNP.

After 21 years of surveillance in the police cohort, the outcomes of the
seroincident participants were examined to investigate the natural course of HIV-2
87 HIV-2 seroincident individuals were followed for a median follow-up time of
6.5 years (mean follow-up time of 7.4 years). Comparisons were made with 225
HIV-1 seroincident (median follow-up time of 4.8 years), 295 HIV-2
seroprevalent (median follow-up time 5.9 years) and 126 HIV-1 seroprevalent
individuals (median follow-up time 3.8 years).

We performed the calculations on total non-accidental mortality and disease
progression to WHO clinical stage 4-qualifying events.

The mortality rate was 3.0/100 person-years (PYO), significantly lower compared
to 6.9/100 PYO in HIV-1 seroincident study participants. The incidence rate of
disease progression to WHO stage 4 was 2.6/100 PYO, significantly lower than
6.1/100 PYO in HIV-1 seroincident study participants (7able 5).

Table 5: Mortality rates and Progression to WHO stage 4 rates per 100 person-years, with
95% CI (the full table is shown in table 2, paper III.

HIV-2 HIV-1

Rates incident prevalent Total incident prevalent Total

Mortality 3.0 (1.9-4.6) 4.3(3.6-53) 4.0(3.4-48)  6.9(5586) 6.9(5096) 6.9(57-8.3)
WHO4  26(1.641) 3.1(24-39) 2.9(24-3.6) 6.1 (4.87.7) 6.9(5.096) 6.4 (53-7.7)

There are no previous reports of mortality rates in HIV-2 seroincident individuals
but mortality rates of seroprevalent HIV-2-positive individuals have been
described from other cohorts — 4.5/100 PYO in HIV-2 prevalent persons in rural
Guinea-Bissau [209] and 2.6/100 PYO in urban Guinea-Bissau [101]. In a study of
older age in urban Bissau, the total HIV-2 mortality was 6.2/100 PYO, although
mortality rate ratios remained unchanged, approximately double compared to
HIV-negative individuals [103].
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For the HIV-1 seroincident individuals, the mortality rate was very similar to two
other studies HIV-1 seroincident individuals in Africa before the introduction of
ART, both community-based studies in rural Uganda, with mortality rates of
7.0/100 PYO among 240 HIV-1 seroincident persons [98] and 6.7/100PYO among
168 HIV-1 seroincident individuals [97]. In a study of Hotel employees in
Tanzania, the mortality rate was 5.0/100 PYO in 120 seroincident individuals
[210].

In the survival analysis, the median survival time in HIV-2 seroincident
individuals was 15.0 years, significantly longer than the 8.6 years in HIV-1
seroincident participants and the median disease progression time to WHO clinical
stage 4 was 15.6 years, also significantly longer than the 8.7 years in HIV-1
seroincident participants (7able 6, Figure 9).

Table 6: Median survival time and disease progression time to WHO stage 4, with 95% CI
(the full table is shown in table 3, paper III).

HIV-2 HIV-1
Median
time Incident Prevalent Total Incident Prevalent Total
Survival 15.0 (11.4-) 15.9(13.2-17.3) 15.9 (13.1-17.3) 8,6(7.9-9.1) 6,9(6.1-9.8) 8.2(7.2-9.0)
WHO4 15.6 (14.3-) 17.8 (15.7-.) 17.8 (15.6-.) 8.7 (8.0-9.7) 6.9(6.1-11.3) 8.6(7.4-9.8)

The differences with shorter median survival times than disease progression times
to WHO stage 4 rather than the other way around, is quite representative for the
imperfect diagnostic measures in Guinea-Bissau. Several WHO stage 4-classifying
diseases, for example extrapulmonary tuberculosis, will certainly in many cases
have been underdiagnosed, leading to death without the recognition of the
diagnosis of an AIDS-defining symptom.

The median survival time in HIV-1 seroincident individuals in the two Ugandan
studies was 9.0 years, and 9.8 years respectively, which was also quite similar to
the 8.6 years in our study. Thus we believe our figures were not too biased by
eventual loss to follow-up.

Adjusted for gender and age in a Cox regression model, the HIV-2 seroincident
study participants progressed to clinical AIDS at a rate of 0.26 and to death at a
rate of 0.27 compared to the HIV-1 seroincident participants.
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Progression to WHO stage 4
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Figure 9: Kaplan-Meier curve displaying disease progression to AIDS according to WHO
stage 4 definition, with median progression to AIDS being 15.6 years in HIV-2
seroincident compared with 8.7 years in HIV-1 seroincident (p<0.001log-rank test) and
17.8 years in HIV-2 seroprevalent individuals (p<0.69).

The results of HIV-2 seroincident data mainly confirm previous reports of
seroprevalent HIV-2 infection being less aggressive than HIV-1 infection, and we
did not see significant differences between HIV-2 seroincident and seroprevalent
infection.

Our second aim was to determine how the first recorded CD4" T cell counts after
estimated date of seroconversion were correlated to outcome. The first recorded
CD4" T cell of each patient were of the same levels in HIV-2 seroincident and
seroprevalent individuals, just as they were in HIV-1 infection (Figure 10).

We stratified the first recorded CD4" T cell absolute count and CD4" T cell
percentage sample into categories and counted survival time from the date of first
CD4" T cell count. The median survival times of HIV-2 seroincident participants
were significantly shorter in the lower ranges of CD4" T cell counts (absolute
counts below 350 cells/ul and percentages below 28%). At levels below 350
cells/ul and 21%, no significant differences with HIV-1 seroincident individuals
were found, indicating the early loss of CD4" T cells is associated with mortality
in both HIV-2 and HIV-1 infection (Figure 11).
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Figure 10: CD4" T cell % levels at first measurement after diagnosis of HIV of estimated
seroincident or registered seroprevalent infection. Box plots with inter-quartile ranges
inside boxes. P<0.001 between HIV-2 and HIV-1-seroincident participants (Wilcoxon

rank-sum test).
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Figure 11: Kaplan-Meier curve of mortality of HIV-2 and HIV-1 seroincident individuals
depending on the first recorded CD4" T cell % level (</>21%). P<0.001 between HIV-2
seroincident participants </> 21%. P<0.001 between HIV-1 and HIV-2 >21%, p=0.13
between HIV-1 and HIV-2 <21%.
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VL has not been a routine diagnostic tool at the LNSP, but there was a limited
amount of VL measurement results available (performed for research purposes
with two different tests in the periods 1993-1995 and 2004-2006). Due to few
samples we had to group all HIV-2-positive individuals together in the survival
analysis. VL>4 log;, was independently associated with mortality and disease
progression to WHO stage 4.

When both VL and CD4" T cell counts were introduced in the Cox regression
model, the CD4" T cell absolute and percentage counts lost significance while VL
remained correlated both to mortality and disease progression to WHO stage 4. VL
>4 log;y copies/ml was significantly correlated to mortality while CD4" T cell
levels were not, VL thus being the most accurate variable for prediction of
mortality, though it must be remembered the low number of subjects with both VL
and CD4" T cell counts that could be included in the analysis. The results are,
however, in agreement with the observations from a community-based study in
rural Guinea-Bissau of HIV-2 seroprevalent individuals where undetectable
plasma VL was a strong predictor of survival as was high CD4" T cell % counts,
but in multivariate analysis CD4" T cell % lost significance [209]. Our results are
also in line with previous studies where high HIV-2 plasma VL predicted faster
CD4" T cell decline and clinical disease progression in the minority of HIV-2-
positive individuals that progressed rather rapidly to disease and death [211], with
mortality rates similar to HIV-1-positive individuals [113]. In a study from the
HIV-2 cohort in France, some HIV-2 seroprevalent controllers with low VL still
experienced disease progression and some were long-term non-progressors despite
higher VL [212]. This was also the case in our data, reflecting a more complex
relationship between virus and host. In practice, there is a lack of commercially
available high-sensitivity HIV-2 plasma VL assays, which, just as well as for HIV-
1, would be desirable for prognostic purposes as well as surveillance of treatment
efficacy, also in resource-limited settings such as Guinea-Bissau.

The third aim was to investigate the rates of CD4" T cell depletion during the
course of infection. With lest-square linear regression of all individuals with 2 or
more recorded CD4" T cell % counts, we found that the median decline rates were
0.22 per year in HIV-2 seroincident and 1.10 in HIV-1 seroincident study
participants. Thereafter we divided the decline rates into three categories (more
than 1.5, 1.5 to 0.1 and less than 0.1 per year). In the HIV-2 seroincident group
44% belonged to the group with no or very low decline rate (<0.1 per year), and
27% in the group with steepest decline (>1.5 per year) whereas in HIV-1
seroincident individuals the situation was the opposite with 43% of participants in
the group with steep decline and 25% in the group with slow decline. We also
performed an analysis with a mixed linear model with the time since
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seroconversion as a covariate, giving the results of mean CD4" T cell % decline
rates in HIV-2 seroincident individuals of 0.53 and 1.00 in HIV-1 seroincident
participants. In a follow-up of study of 49 HIV-2 seroincident individuals within
the French HIV-2 cohort, the CD4" T cell % decline rate was only 0.04 per year,
although the decline rate in HIV-2 seroprevalent individuals, 0.58, was similar to
our results. [115] A reason for the difference compared with our result could be a
lower immune activation as presumably fewer co-infections were encountered by
the patients in France compared to Africa, especially as parasitic infections known
to contribute to immune activation [213].

Between 32 and 44 % of the HIV-2-positive participants in our study belonged to
the group with no or very low decline rate of CD4" T cell % over the study period.
This is again in accordance with the same community-based study from rural
Guinea-Bissau where 37% of HIV-2-prevalent individuals had an undetectable VL.
at study entry and similar survival rate compared to HIV-negative controls [209].
It may imply that approximately one third of HIV-2-positive subjects are long-
term non-progressors. The corresponding proportion of HIV-1-positive individuals
with no or very low decline rate of CD4" T cell % was 25%, but this may be an
overestimation due to the fact that the HIV-1 epidemic has quite recently entered
Guinea-Bissau and many of the HIV-1-positive subjects would still be in the early
asymptomatic phase of the infection.

In conclusion, we found that the observations of HIV-2 seroincident disease
course affirmed results of previous studies of seroprevalent HIV-2 infection,
regarding the less severe clinical course of HIV-2 infection compared with
HIV-1 infection. We showed that median survival time in HIV-2 seroincident
individuals was 15.0 years compared with 8.9 years in HIV-1 seroincident
individuals and that the risk of mortality and disease progression was
between one third and one fourth the risk in HIV-1 seroincident participants.
The first recorded CD4" T cell levels correlated to survival, suggesting that in
HIV-2, like in HIV-1, early events are decisive for the clinical outcome. Initial
CD4" T cell levels and HIV-2 VL levels correlated to mortality in univariate
analysis but in multivariate analysis only VL remained significantly
associated (however in small groups due to limited availability of samples).
We did not see any differences in HIV-2-seroincident and HIV-2-
seroprevalent individuals, indicating that previous studies of HIV-2-prevalent
individuals were quite representative for description of the natural course of
HIV-2 infection.

68



Influence of HIV-2 on HIV-1 infection (IV)

Experimental studies using the macaque model have shown inhibition against both
immunosuppression and SIV-induced disease as a result of concomitant HIV-2
infection [146, 214], raising the question of a possible mitigating effect exerted by
HIV-2. Previous reports of disease progression and mortality among dually
infected HIV-1 and HIV-2-individuals concerned seroprevalent infections where
mortality of HIV-D had been higher or on the same level as HIV-1 single infected
individuals [80]. We wanted to investigate whether this was the case also in HIV-
I-seroincident study participants and to correlate it with molecular and
immunological investigations.

We analysed data of 223 HIV-1-seroincident individuals - 191 HIV-1- single-
infected and 32 HIV-D-infected, whereof 12 had simultaneously recorded dual
HIV reactivity and 20 had HIV-2 infection preceeding the HIV-1 seroconversion.
Of the latter 20 participants, 4 were initially seronegative and 16 were HIV-2
seroprevalent at study inclusion. To measure the progression time to AIDS we
used the definition of CDC stage C (including CD4" T cell absolute count <200 or
CD4" T cell % <14).

The median progression-time to AIDS was 104 months (8.7 years) in dual-infected
individuals, significantly higher than 68 months (5.7 years) in single-infected
individuals. Adjusting for gender and age, there was a significant 2.8 times higher
risk of progression to AIDS in HIV-1 single-infected compared to HIV-D-infected
individuals.

To evaluate the effect of infection order, we stratified the dual-group into those
with HIV-2 seroreactivity preceding the dual seroreactivity (HIV-D,_,p, n=20) and
those with a simultaneous recorded dual seroreactivity (HIV-Dy_p, n=12). The
HIV-D,_p-infected individuals had a progression-time to AIDS of 129 months
(10.8 years), significantly longer compared than the single-group (Figure 12).
Even though the progression-time to AIDS for the HIV-D,_,p infected individuals
was intermediate, 88 months (7.3 years), it did not differ significantly from either
the HIV-D,_p-group or the single-group The adjusted hazard ratio (aHR) of
progression to AIDS in single versus HIV-D,_p-infected individuals was
significantly higher, 3.1 times. There was a strong trend of longer progression time
in single vs. HIV-Dy_p-infected individuals (aHR 2.3) while there was no
difference between HIV-D,_,p and HIV-D,_p-infected individuals (aHR 1.4).
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Disease progression to AIDS
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Figure 12: Progression time to AIDS in HIV-1-single-infected and HIV-D-infected. HIV-
1 vs HIV-D (total) p=0.003. HIV-1 vs HIV-Dy; p=0.13, HIV-1 vs HIV-D,;, p=0.007,
log-rank test.

Decline rates of CD4" T cells and CD8" T cells were analysed with a mixed linear
model with time since seroconversion as covariate. The rate of decline in CD4" T
cell % was similar in single and dual-infected individuals, with an average decline
of 1.22 per year. However, the level of CD4" T cell % was significantly higher in
dual (31.26%) than in single-infected individuals (23.34%). A stratified analysis
showed similar decline rates in CD" T cell 4% in HIV-Dy_p and HIV-D,_,p-
infected individuals. The HIV-D,_,p-group had, however, a significantly higher
level of CD" T cell 4% (32.30%) than HIV-1-single-infected individuals. The
HIV-Dy_p-group showed an intermediate level (28.13%), with no statistical
difference from either the single-group or the HIV-D,_,p-group.

Next, we examined differences in CD8" T cell % over time, and found a slower
increase in CD8" T cell % levels in dual (1.54 per year) than in single-infected
individuals (2.95 per year). This difference was evident also between the single-
group and the HIV-D,_p-group, but not between the single-group and the HIV-
Do_p-group which showed steeper increase than the other groups, though not
significant.

As we observed a difference in the rate of CD8" T cell % elevation between single
and dual-infected individuals, we investigated possible differences in the immune
activation markers of beta-2-microglobulin (b2m) or neopterin but the results were
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inconclusive with considerable inter-patient variation. However, the slower
increase in CD8" T cell % over time after HIV-1 infection among dual-infected
individuals suggests that alteration in cellular immune activation may contribute to
the disease outcome. It has been suggested that levels of soluble immune
activation markers could be influenced by different endemic parasite and bacterial
diseases present in African populations [215]. This could at least partly explain the
results of levels of b2m and neopterin. There have been several reports of a
positive correlation between CDS8" T-cell activation and HIV-1 disease
progression rate [216, 217]. There are reports of HIV-2 env and nef proteins
having higher inhibitory effect against T-cell proliferation than their HIV-1
counterparts [218, 219]. In vitro studies have shown that HIV-2 infection
generates higher levels of B-chemokines (the natural ligands of the HIV coreceptor
CCRY) in peripheral blood mononuclear cells, and that this can inhibit HIV-1
infection and replication [220-223]. There is evidence of high frequencies of
cross-reactivity between samples of HIV-1 and HIV-2 regarding heterologous T-
cell responses, and that higher HIV-1 plasma VL is exhibited in those without this
cross-reactivity [224], which is also the case in dual-infected individuals [225].
Antibodies elicited by HIV-2 infections that cross-neutralize HIV-1 have been
described [226]. Hence, humoral HIV-2 immune responses could also play a role
in controlling HIV-1 in dual-infected individuals.

As mentioned before, since VL measurements have not been included as a
standard procedure in Guinea-Bissau, and in the VL data used in study III there
were too few dually infected samples for usage in study IV. As many of the stored
plasma samples were freeze-thawed several times which causes degradation of the
genetic material, retrospective VL measurements was not an option. However, it
was possible to detect and clone RNA from plasma samples enabling molecular
analyses of diversity and divergence. Studies have suggested that there may be a
positive correlation between HIV-1 diversity and VL [61, 227]. Diversity has also
been positively correlated with HIV-1 replication efficiency and rate of
progression to AIDS [62, 228]. The “diversity threshold theory” assumes that
AIDS develops when diversity exceeds a critical threshold that varies individually
[60]. The concept of the “diversity threshold theory” has been debated, and the
high level of diversity seen close to AIDS may as well be a consequence of the
disease progression rather than a cause of disease. The observation that HIV-1
diversity was significantly lower in dual than in single-infected individuals at
comparable time-points after HIV-1 infection, while the rates of increase in
diversity was similar supports the hypothesis that the slower disease progression
rate may be related to inhibitory effects early in the HIV-1 infection. We wanted to
test if we could find any correlate with such threshold and the difference in
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diversity level found between single and dual-infected individuals. The average
progression-time to AIDS was 68 months in single-infected individuals. At this
time-point the estimated mean diversity was 13.52x10” substitutions/site for
single-infected individuals. Dual-infected individuals were estimated to reach the
same mean diversity after 105 months, close to the average observed progression-
time to AIDS of 104 months. The correlation between diversity and disease
progression time was seen with different phylogenetic approaches. Thus, the mean
diversity threshold was almost identical for dual and single-infected individuals,
indicating that diversity evolution could be used as a clinical marker for disease
progression rate. The average increase in HIV-1 sequence diversity over time, was
similar in single and dual-infected individuals with an average of 1.75x107
substitutions per site per year. The diversity was significantly lower in dual than in
single-infected individuals, after adjusting for differences in sampling time
between individuals.

In order to study the impact of potential confounders in our analyses, we
performed several complementary analyses. We did not find any significant
impact of censoring on the the difference in disease progression between the two
groups. We performed simulations and did not find evidence of misclassified dual-
infected individuals, selection for long-term disease controllers in the dual-group
or any effect of HIV-1 subtype. The study of paper IV was performed and
analysed before study III, hence the lower number of participants in the HIV-1
single infected group, and as we could see, the seroconversion of additionally 34
additional participants and prolonged follow-up time for 191 individuals in the
study gave an increase in median progression time to AIDS from 68 moths (5.7
years) - to 6.2 years in study III. Also in the CD4" T cell % decline rate over time
(measured with a mixed linear model using time since seroconversion as a
covariate) there was a difference in study IV compared with study III - as more
samples were included in study III the mean decline rate decreased from 1.20 to
1.00 per year. For the simulations to investigate whether a possible selection bias
towards HIV-1 LTNPs we used the figure of 20-30% disease progressors, while
we later in the analysis of study III saw indications that a higher proportion could
be disease progressors. However, as most other studies reported following of the
participants for less than 10 years, this was a too short time span for the majority
HIV-2-positive individuals to start progressing to clinical disease. When we
measured the disease progression in the HIV-2 seroincident individuals with the
same definition of AIDS as in study IV, the progression rate at the mean time of
AIDS in the HIV-D group (104 months = 8.9 years) was 34% - close to the
stipulated upper limit of 30% HIV-2-positive disease progressors. Thus there
should be a low risk of selection bias towards HIV-2 long-term-non-progressors
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that should eventually also be HIV-1 LTNPs. However, even selection bias should
have occurred, the lower disease progression rate in the HIV-D group would still
have been an interesting finding.

In conclusion, we saw that dually-infected individuals with a previous HIV-2
infection preceding the HIV-1 infection had a longer progression-time to
AIDS compared with HIV-1 single-infected individuals. The slower disease
progression was reflected by higher levels of CD4+ T-cells at comparable
time-points and different kinetics in levels of CD8+ T-cells. Phylogenetic
analysis revealed differences in HIV-1 molecular evolution with lower viral
diversity at comparable time-points after infection in dual-infected
individuals. Further investigations of the interactions between HIV-1 and
HIV-2 and the immunologic effects of a contemporaneous HIV-2 infection
preceeding HIV-1 seroconversion are needed to find new entry points for
therapeutic HIV-1 interventions.

73



Sexually Transmitted Infections and relation to HIV (V)

As there was a lack of prevalence data of common STI pathogens in Guinea-
Bissau, we wanted to investigate the prevalence of what we expected to be the
most common non-ulcerative (Neisseria gonorrhoeae, Chlamydia trachomatis,
Mycoplasma genitalium, Trichomonas vaginalis) and ulcerative (HSV-1 and HSV-
2, Haemophilus ducreyi, Treponema pallidum) STIs. We did not include HBV and
HCV, as we were interested in genital infection. We did however include HTLV in
the report, as we already had available HTLV diagnostics and were interested in
comparisons with previous studies from Guinea-Bissau, were HTLV had been
diagnosed.

A total of 711 women were examined. 89.7% presented with vaginal discharge
and 21.8% with genital ulcers. We found that HIV-1 and HIV-2 prevalence was
higher than in the pregnant women of paper 1. The difference was more marked in
HIV-1 where the total HIV prevalence of 10.6% (including HIV-D) was
approximately double compared to 4.9% of pregnant women in the survey in
2006. HIV-2 prevalence was 3.0 (including HIV-D), compared with 2.0% of
pregnant women in 2006. This were quite expected findings considering the nature
of the study population with symptomatic urogenital disease. Surprisingly, we did
not see any statistical differences in HIV prevalence between women with or
without genital ulcers or vaginal discharge. The most prevalent pathogen
encountered was Trichomonas vaginalis, with a prevalence of 20.4%. The finding
of a correlation between HSV-2 and HIV was expected as genital HSV-2 infection
is a well known risk factor for HIV acquisition [170]. Mycoplasma genitalium is
an STI that is attracting more and more attention. We found a correlation with HIV
which was not surprising since it has been associated with HIV shedding in the
female genital tract [229] and has recently been shown to increase HIV acquisition
in Zimbabwe and Uganda where it was also more prevalent than other non-viral
STIs [230].

The unexpectedly low prevalence found of Neisseria gonorrhoeae was probably at
least partly the result of problems with culture, especially incubator time in correct
temperature. There is definitely a need for functioning culture for better
diagnostics of Neisseria gonorrhoeae, both for diagnostics of individual patients
and for vigilance for antibiotic resistance. The syphilis prevalence was surprisingly
low, 1.0%. However, this is consistent with a finding of decreasing syphilis
prevalence in The Gambia, which has been observed in spite of any directly
targeted treatment programme [231]. For comparison, 12 % of the participants in
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the police cohort showed evidence of earlier syphilis serology (with positive
TPHA reactivity at inclusion in the cohort).

HTLV-1 has been stable or slightly decreasing in Guinea-Bissau [177, 232]. We
found that HTLV-1 was not associated with HIV, contrasting recent findings from
rural Guinea-Bissau where there was an association. [232]. However, there HIV
was a risk factor for HTLV-1 and not vice versa. As the women in our study were
quite young (mean age 24.5 years), a longitudinal follow-up study could reveal
later HTLV-1 acquisition.

One would have expected that also STIs other than Mycoplasma genitalium and
HSV-2 should have been associated with HIV infection, and we haven’t got any
good explanation for that finding, apart from the fact that diagnostics of Neisseria
gonorrhoeae were suboptimal.

At the time, there were no standardized treatment guidelines for STIs in Guinea-
Bissau. We have later shown that there was severely reduced susceptibility of
Neisseria gonorrhoeae for several different antibiotics (B Olsen et al, submitted
manuscript), a pattern following earlier reports from The Gambia where it was
shown increasing antibacterial resistance in Neisseria gonorrhoeae isolates
already in 1992 and 1997 [233, 234]. Guinea-Bissau will need STI management
guidelines based on evidence and ongoing antibiotic susceptibility testing to treat
STIs correctly. Further studies regarding resistance will certainly be needed.

Further studies are also needed to explore sexual behaviour - there is actually very
limited knowledge even of heterosexual sex patterns in Guinea-Bissau.
Heterosexual sex is understood as purely vaginal intercourse although several
reports have emerged of different heterosexual practices in Africa [235] There is
certainly a need for more studies on STI prevalence in other populations in
Guinea-Bissau — including sexually transmitted pathogens that were not covered
here such as Hepatitis B Virus and Hepatitis C Virus. Another interesting survey
to perform could be that of genital schistosomiasis which is emerging as a possible
cause of genital ulcers and a risk for HIV acquisition [236], as Schistosoma
haematobium is present in Guinea-Bissau and there is known high prevalence in
other West African countries [237].

In conclusion, we found that both HIV-1 and HIV-2 prevalence was higher
among symptomatic women than in the pregnant women in Bissau. We found
high prevalence levels of other STIs, though we could only see statistical
correlations to HIV in the HSV-2 and the Mycoplasma genitalium infections.
Better diagnostic setups are necessary and evidence-based guidelines of
treatment of STIs are needed in order to improve sexual and reproductive
health as well as to limit HIV transmission.
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Concluding remarks

The fight against AIDS is multifaceted, needing a comprehensive approach with
many different efforts from different actors. While the epidemic has passed it’s
peak and the numbers of newly infected individuals become fewer, it is necessary
to bear in mind that still in 2012, for every person put on antiretroviral treatment in
Africa two new individuals get infected. Many different kinds of interventions are
needed, from prevention, education and destigmatisation, to surveillance,
treatment and basic scientific research. The results presented in this thesis add
more evidence to different areas of action.

The surveillance of HIV-1 and HIV-2 in Guinea-Bissau has shown a steady
decline of HIV-2 while HIV-1 has come to a steady-state level. The stabilisation
of the HIV-1 epidemic may be due to information and education, sexual behaviour
change, the national ART programme launched in 2005 but most probably a
combination of factors. Further surveillance is needed to give possibilities of direct
reaction if the trends suddenly diverge from expected scenarios.

The evidence of a further decline of the HIV-2 epidemic could act as a role model
for the HIV-1 epidemic. The knowledge of the lower transmission rates of HIV-2
and the correlation to lower plasma VL levels can be seen as a call for expansion
of early treatment of HIV-1. The pharmaceutical treatment of HIV-1 and HIV-2 is
outside the scope of this thesis but it is still important to point out that the most
important thing in HIV care in Guinea-Bissau will be to retain people initiated on
treatment. Early treatment of HIV has now shown to be an efficient way of
preventing new transmissions.

The effect of armed conflict has most often shown to be limiting to HIV spread,
but in the case of the civil war in Guinea-Bissau 1998-1999 there was significant
increase in new HIV-1 cases during and shortly after the war. We interpret this as
the conflict being very much different to other wars fought in Sub-Saharan Africa,
with the example of Guinea-Bissau creating a more mobile situation compared to
other countries where populations were rather obstructed to move for prolonged
times. Prevention efforts are important to sustain even during conflict situations.

There was previously a lack of data on the natural course of HIV-2 infection based
on observations of individuals with known seroconversion date. In our study of
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HIV-2 seroincident individuals, we confirmed results from earlier studies of a
much less severe clinical course in HIV-2 infection. The clinical course of HIV-2
did not significantly differ in the seroincident compared with the seroprevalent
cases, indicating that previous studies of HIV-2 were representative of the whole
HIV-2-positive community. There was a clear correlation between the first
recorded CD4" T cell counts after seroconversion, both with mortality and disease
progression, indicating that early events are impportant for the clinical outcome,
just as in HIV-1 infection. Plasma VL measurements for prognostic and diagnostic
purposes should ideally be implemented, also for HIV-2, and if possible to a
greater extent in low-income countries such as Guinea-Bissau, where actually the
need is the greatest.

The interactions of concomitant HIV-1 and HIV-2 infection are most interesting as
they can give clues for therapeutic interventions against HIV-1 infection. We
ovserved longer disease progression time in HIV-1-seroincident individuals with
simultaneous HIV-2 infection and the findings were more marked in the
participants that had a documented HIV-2 infection preceeding the seroincident
HIV-1 infection. We tried to control for the risk of selection bias towards HIV-1
long-term non-progressors and our conclusion was that we saw a true mitigating
effect against disease progression of HIV-1, emanating from HIV-2 infection. It
stresses even more the importance to correctly identify and map all possible
mechanisms of HIV-2-elicited immune responses and other actions for partial
control of HIV-1 infection.

The high prevalence of STIs is a call for better and more available diagnostics.
There is also a need for further studies in other locations in Guinea-Bissau to map
the prevalence of STIs in order to gain knowledge for constructing correct
guidelines of treatment and prevention. These guidelines will need to be consistent
with studies in order to avoid antibiotic resistance. Treatment of all STIs are
essential, but especially treatment of Mycoplasma genitalium and HSV-2 is needed
for the HIV prevention. New studies to recognise present and changing patterns of
sexual behaviour could give insight in areas where traditional prevention methods
presently are not effective.

78



Acknowledgements/Agradecimentos

Primeiramente queria agradecer aos todos os participantes nestes estudos —
obrigado pela participacdo, sdo vocés que possibilitaram esta pesquisa!

Também queria agradecer as muitas pessoas que fizeram um grande trabalho neste
projecto:

Os trabalhadores na equipa de satide na 2° esquadra em Bissau: A chefe Babetida
n’Buna, Dr Antonio Biague, Eusebio Ieme, Aquilina Sambti, Ana Monteiro, Isabel
da Costa, Jaqueline Pereira Barreto e Siaca Sambu, obrigado pelo todo trabalho
feito na cidade e no campo, pelos todos os esfor¢os durante as viagens! Obrigado
pelo tudo trabalho com as fichas, as listas de pessoas, o seguimento dos
seropositivos, o tratamento de TARV e outros medicamentos, parabens pelo
trabalho bem feito!

O pessoal de LNSP: Dr Zacarias da Silva, pelo toda a colaboragdo nestes anos na
pesquisa e na organisacdo no Laboratorio. Continue o bom trabalho como chefe!
Ansu Biai, o meu amigo que me abriu a sua casa, com a sua familia, sempre nesse
ambiente agraddvel com muito calor humano! O trabalho consigo deu-me todas
estas boas lembrangas e todas as discussdes sobre a politica e sociedade. Cidia
Camara — esta sempre interessado na investigacdo, métodos e possibilidades.
Espero que finalmente consiga obter o mestrado porque vocé € um investigador!
Carla Pereira, obrigado pelos bons momentos no seu quintal. Julieta Delgado Pinto
Camara, sempre gostei de estar em S.Paulo! Leonvengilda Mendes, Ana Monteiro,
Inacio Gomes — muito obrigado por todos os anos com bom trabalho na sec¢ao! A
sec¢ao de bacteriologia — Mario Monteiro, Alfredo Marquez, Sabado Fernandes
Ivo Alves, Serifo Monteiro — obrigado pelo trabalho com as culturas e contagens!
Os outros no LNSP: Jodo da Silva — os relatérios ficavam sempre impecéveis!
Todas as pessoas que sempre encontrei 1la: Zé, Amadu, Albino, Celeste, Amalia,
Antonio, César, Morto, Almeida, Mariama, Lidia, Paulo e todos os outros,
obrigado por toda a ajuda durante este tempo de projecto! Tino José Sambu e
Braima Dabo — se vocés ainda estivessem vivos, este projecto podia ser feito com
muitos menos problemas e com mais felicidade!

O pessoal de Aguibef: Lucylina Seidi Djalo, Maximiliana Mendonga, Helena Silva
Gomes, Filomena Sa Correia, Indcia Carvalho Almeida, obrigado pelo esforco,

79



apesar dos problemas de respostas das amostras, os atrasos, vocés sempre fizeram
o trabalho com sorrisos! O pessoal do Centro Materno-Infantil: obrigado pelo
trabalho!

Projecto de Satide de Bandim (e agora INASA): Joaquim Gomes, Angela Pereira e
todos os trabalhadores no —estou sempre impressionado pela atitude ambiciosa!
Amabélia Rodrigues — quando penso em ti — acho sempre que penso no futuro de
toda a Guiné! Sempre com ideias, visdes ¢ a saude do povo como o tltimo alvo. O
pais precisa mais de pessoas como vocé!

David da Silva Té, obrigado pelos discusdes dos seropositivos e de
desenvolvimento de programa de TARV! Espero que podemos aranjar mais
colaborac¢do no futuro!

Finalmente, em portugués — queria agradecer ao pessoal de CIDAC em Lisboa —
Maria, Guida, Paula o os outros, deram-me uma base da lingua lus6fona - foi uma
oferta de valor inestimével que vou sempre levar comigo!

E claro — Isabel Gongalves — e também obrigado & sua mae! - por ter a paciéncia
profunda de corrigir o meu portugués mal-escrito!

sk 3k sk s sk sk s sk sk sk sk sk s sk sk s sk sk s sk sk s sk sk s sk sk sk sk sk s sk sk s sk sk s sk sk sk sk sk sk sk sk s sk sk sk sk sk sk sk sk s ok sk sk sk skeoskok skeskok sk

Den som tar god tid pé sig hinner triffa fler ménniskor pé végen — det dr ménga
jag skulle vilja tacka for insatser under det hir doktorandprojektets géng:

Hans Norrgren — min huvudhandledare. Hans, du har verkligen béde varit mitt
tdnkande huvud och min handledare in action. Ditt odelade stdd, ditt fantastiska
tdlamod och din energi dr exempellosa. Trots mina eviga tillkortakommanden,
mina dumma fragor (eller ibland den &nnu mer korkade avsaknaden av dem) och
min absurda tidsoptimism som méste ha drivit dig till vansinnets rand ménga
ganger, sa har du hela tiden fortsatt att alltid vara ndrvarande och deltagande.

Marianne Jansson — min bihandledare. Marianne, du ar en makalos person som har
statt for den humanistiska aspekten under det hér projektet. Du &r ockséa
imponerande i ditt virologiska och immunologiska kunnande, med en bredd som
gOr att du alltid har ett svar och en referens nér det géller!

Eva Maria Fenyo — Koszonom! Jag ér evigt imponerad av ditt enorma fokus pa
ditt arbete! Du har visat mig de sanna innebdrderna av styrka och uthéllighet — inte
minst da du beholl fattningen i den allra vérsta av situationer i Bissau.

Magnus Unemo — tack for stdod, hjélp och trevligt séllskap i Bissau. Din
noggrannhet utgjorde grunden for vart PCR-dventyr pd LNSP. Dir kan man
behova négon att tillsammans dela kidnslan av ha lyckats med négot, ndr man vet
att sedan kan allt bara gé utfor...

80



Joakim Esbjornsson — det finns inget som matchar din entusiasm! Som en
tjurrusning har du stormat framét, det du har utrittat i SMI:s och BMC:s morka
kéllarvalv saknar motstycke, liksom den méngd datoriterationer du har kort!

Patrik Medstrand — tack for klarsynthet, visioner och framatanda. Du ténker ett
steg ldngre dn de flesta andra!

Salma Nowroozalizadeh — tack for trevligt sillskap i Bissau och for att ha drivit pa
immunologistudierna!

Elzbieta Vincic — tack for all hjdlp med praktiskt arbete kring resorna och baltet
som rdddade de magburna cellkulturerna hela vigen till Sverige!

Hela ovriga teamet i Lund — Monica, Birgitta, Ingrid, Anna, Johanna, Anders,
Marie, Enas, Angelica, Giilsen, Mattias, Veronica, Julia, Asa, Ayrin, Ulf, Mikael —
tack for virologisk hjélp och vetenskapliga stimulansen!

Anita Berglund — tack for briljant administrativ skérpa och stort tilamod med sent
inkomna resehandlingar!

Fredrik Nilsson — tack for statistikhjdlp och manga funderingar kring hur basala
parametrar i en kohort egentligen beter sig 6ver tid.

Per-Erik Isberg — tack for all god kunskap du har férmedlat och for hjalpen med att
forsoka forsta dverlevnadsanalysens inre vésen.

Jan Albert, Rigmor Thorstensson och Soren Andersson — tack for diskussioner och
hjilp med data.

Helén Linder — tack for allt arbete med provsortering, listhantering, de otaliga
bestillningarna av serologiska reagenser och den eviga frigan om Elisatvittarens
olika flaskor och slangar — jag hade aldrig 16st det utan dig!

Britt-Marie, Maria Alice och Ann pé infektionsmottagningen i Lund — tack for
hjélp med den praktiska hanteringen av allt material vid transportena till Guinea-
Bissau.

Ingrid Lindstrém — tack for hjélp med uppséttningen av HSV-PCR i Bissau.

Jag vill verkligen tacka alla danska kollegor pa epidemiologiska avdelningen, SSI,
i Arhus och i Bandim: Peter Aaby — tack for din fantastiska géstfrihet och manga
intressanta diskussioner. Ida Lisse — for underbart omhindertagande nere i Bissau.
Christian Wejse — for gott samarbete och alltid trevligt sillskap. Ane Fisker — du
har verkligen varit ett gott stod pd plats i Bandim! Christine Stabell Benn — tack
for god inspiration och goda exempel pa vad man astadkomma med epidemiologi!
Jesper Eugen-Olsen — for samtal om allt mellan himmel och jord, inklusive
morbiditetsorsaker pa den afrikanska kontinenten! Tack Christina Rasmussen for

81



hjalp med transporter av material! Och manga fler: Kristoffer, Sofie, Sanne, Ines,
Dlama, Niels, Leo, Najaaraq, Morten, Mathias, Grith, Grethe, Mette, Dorte,
Andreas, Neusa, Helle, Anton, Jens och alla andra for god samvaro vid savil
journal clubs som julefrokost i Peters have!

Bill Turpin — tack for ovérderlig hjdlp med administrativa problem i Bissau — din
insats var helt avgoérande vid négra kritiska skeden!

Alla mina kollegor och vénner pé Infektionskliniken i Malmo - ldkare,
sjukskoterskor, sekreterare, kuratorer och dvriga — tack for alla glada vilmenande
tillrop nér jag har hasat mig fram i korridorerna pa kvillarna. Tack till Peter
Lanbeck och Torsten Holmdahl for generdst stod fran klinikledningen. Tack till
Inga Odenholt for hjdlp med praktiska forberedelser infor disputationen och for
hjélp med kandidaterna. Tack till Per Bjorkman for stimulerande diskussioner
kring forskning i allménhet och HIV i synnerhet. Tack Anette Forsberg for hjilp
med distribution av ART. Tack alla andra kollegor fér den goda stdmning som
alltid omger var klinik och till er som haller den vetenskapliga diskussionen
levande! Jag vill 4ven tacka kollegorna pa mikrobiologen i Malmd pa samma goda
grunder.

Malin Inghammar, Sverker Nystedt - tack for kritiska kommentarer.

Niclas och Fatumata Winqvist — tack for alla praktiska diskussioner kring Guinea-
Bissau och for att ni har varit ”Bissau pequeno em Malmo.

Jan Larsson och Kerstin Nivenius — tack for att ni en gang invigde mig i att arbeta
i Afrika, som de basta mojliga forebilder.

Tack till Joakim Strand och Ulrika Rang for hjdlp med grafik och for att ni gor vér
tillvaro mojlig, draglig och trevlig! Tack dven alla andra goda vénner for att ni &r
dér och bryr er!

Mina fordldrar och syskon med familjer, Goran, Britta och Karins slédktingar med
familjer, tack for allt, d4, nu och i framtiden.

Och slutligen tack till Karin, vérldens bista fru alla kategorier, och till Gunnar,
Kjell och Sten som har fitt alldeles for lite uppmaérksamhet pé sistone!

82



10.

11.

12.

13.

References

WHO: WHO, UNAIDS and UNICEF Progress report 2011: Global
HIV/AIDS response. Geneva: World Health Organization; 2011.

SMI: Epidemiologisk arsrapport 2010. Solna: Smittskyddsinstitutet - Swedish
Institute for Communicable Disease Control; 2011.

UNAIDS: Global Report: UNAIDS report on the global AIDS epidemic.
Geneva: Joint United Nations Programme on HIV/AIDS; 2010.

INSA: Infeccio VIH/SIDA - A situacio em Portugal 31 de dezembro 2010.
Lisbon: Instituto Nacional de Satide Doutor Ricardo Jorge, Departamento de
doencas infecciosas. Unidade de Referencia e Vigilancia Epidemiologica. Nucleo
de Vigilancia Laborational de Doencas infecciosas. ; 2011.

INASA: Prevaléncia de VIH na comunidade na Guiné-Bissau - Relatorio
final do inquerito Nacional 2010. Instituto Nacional de Satide Publica de Guiné-
Bissau; 2011.

Schim van der Loeff MF, Aaby P: Towards a better understanding of the
epidemiology of HIV-2. Aids 1999, 13 Suppl A:S69-84.

Pneumocystis pneumonia--Los Angeles. MMWR Morb Mortal Wkly Rep 1981,
30:250-252.

Gottlieb MS, Schroff R, Schanker HM, Weisman JD, Fan PT, Wolf RA, Saxon A:
Pneumocystis carinii pneumonia and mucosal candidiasis in previously
healthy homosexual men: evidence of a new acquired cellular
immunodeficiency. N Engl J Med 1981, 305:1425-1431.

Masur H, Michelis MA, Greene JB, Onorato I, Stouwe RA, Holzman RS,
Wormser G, Brettman L, Lange M, Murray HW, Cunningham-Rundles S: An
outbreak of community-acquired Pneumocystis carinii pneumonia: initial
manifestation of cellular immune dysfunction. N Engl J Med 1981, 305:1431-
1438.

Update on acquired immune deficiency syndrome (AIDS)--United States.
MMWR Morb Mortal Wkly Rep 1982, 31:507-508, 513-504.

Barre-Sinoussi F, Chermann JC, Rey F, Nugeyre MT, Chamaret S, Gruest J,
Dauguet C, Axler-Blin C, Vezinet-Brun F, Rouzioux C, et al: Isolation of a T-
lymphotropic retrovirus from a patient at risk for acquired immune
deficiency syndrome (AIDS). Science 1983, 220:868-871.

Clavel F, Guetard D, Brun-Vezinet F, Chamaret S, Rey MA, Santos-Ferreira MO,
Laurent AG, Dauguet C, Katlama C, Rouzioux C, et al.: Isolation of a new
human retrovirus from West African patients with AIDS. Science 1986,
233:343-346.

Piot P, Quinn TC, Taelman H, Feinsod FM, Minlangu KB, Wobin O, Mbendi N,
Mazebo P, Ndangi K, Stevens W, et al.: Acquired immunodeficiency syndrome
in a heterosexual population in Zaire. Lancet 1984, 2:65-69.

83



14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

&4

Serwadda D, Mugerwa RD, Sewankambo NK, Lwegaba A, Carswell JW, Kirya
GB, Bayley AC, Downing RG, Tedder RS, Clayden SA, et al.: Slim disease: a
new disease in Uganda and its association with HTLV-III infection. Lancet
1985, 2:849-852.

Zhu T, Korber BT, Nahmias AJ, Hooper E, Sharp PM, Ho DD: An African HIV-
1 sequence from 1959 and implications for the origin of the epidemic. Nature
1998, 391:594-597.

Worobey M, Gemmel M, Teuwen DE, Haselkorn T, Kunstman K, Bunce M,
Muyembe JJ, Kabongo JM, Kalengayi RM, Van Marck E, et al: Direct evidence
of extensive diversity of HIV-1 in Kinshasa by 1960. Nature 2008, 455:661-
664.

UNAIDS: 2004 Report on the global AIDS epidemic: 4th global report. pp.
175-182. Geneva: UNAIDS; 2004:175-182.

Kanki PJ, M'Boup S, Ricard D, Barin F, Denis F, Boye C, Sangare L, Travers K,
Albaum M, Marlink R, et al.: Human T-lymphotropic virus type 4 and the
human immunodeficiency virus in West Africa. Science 1987, 236:827-831.
Kawamura M, Yamazaki S, Ishikawa K, Kwofie TB, Tsujimoto H, Hayami M:
HIV-2 in west Africa in 1966. Lancet 1989, 1:385.

Wertheim JO, Worobey M: Dating the age of the SIV lineages that gave rise to
HIV-1 and HIV-2. PLoS Comput Biol 2009, 5:¢1000377.

Lemey P, Pybus OG, Wang B, Saksena NK, Salemi M, Vandamme AM: Tracing
the origin and history of the HIV-2 epidemic. Proc Natl Acad Sci U S A 2003,
100:6588-6592.

Poulsen AG, Kvinesdal B, Aaby P, Molbak K, Frederiksen K, Dias F, Lauritzen
E: Prevalence of and mortality from human immunodeficiency virus type 2
in Bissau, West Africa. Lancer 1989, 1:827-831.

Mabey DC, Tedder RS, Hughes AS, Corrah PT, Goodison SJ, O'Connor T,
Shenton FC, Lucas SB, Whittle HC, Greenwood BM: Human retroviral
infections in The Gambia: prevalence and clinical features. Br Med J (Clin
Res Ed) 1988, 296:83-86.

Naucler A, Andreasson PA, Costa CM, Thorstensson R, Biberfeld G: HIV-2-
associated AIDS and HIV-2 seroprevalence in Bissau, Guinea-Bissau. J
Acquir Immune Defic Syndr 1989, 2:88-93.

Norrgren H, Andersson S, Biague AJ, da Silva ZJ, Dias F, Naucler A, Biberfeld
G: Trends and interaction of HIV-1 and HIV-2 in Guinea-Bissau, west
Africa: no protection of HIV-2 against HIV-1 infection. Aids 1999, 13:701-
707.

Larsen O, da Silva Z, Sandstrom A, Andersen PK, Andersson S, Poulsen AG,
Melbye M, Dias F, Naucler A, Aaby P: Declining HIV-2 prevalence and
incidence among men in a community study from Guinea-Bissau. Aids 1998,
12:1707-1714.

Wilkins A, Oelman B, Pepin J, Cham K, Corrah T, Hughes A, Manneh K, Njai R,
Rolfe M, et al.: Trends in HIV-1 and HIV-2 infection in The Gambia. Aids
1991, 5:1529-1530.

De Cock KM, Adjorlolo G, Ekpini E, Sibailly T, Kouadio J, Maran M,
Brattegaard K, Vetter KM, Doorly R, Gayle HD: Epidemiology and
transmission of HIV-2. Why there is no HIV-2 pandemic. Jama 1993,
270:2083-2086.



29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

Schim van der Loeff MF, Awasana AA, Sarge-Njie R, van der Sande M, Jaye A,
Sabally S, Corrah T, McConkey SJ, Whittle HC: Sixteen years of HIV
surveillance in a West African research clinic reveals divergent epidemic
trends of HIV-1 and HIV-2. Int J Epidemiol 2006, 35:1322-1328.

da Silva ZJ, Oliveira I, Andersen A, Dias F, Rodrigues A, Holmgren B,
Andersson S, Aaby P: Changes in prevalence and incidence of HIV-1, HIV-2
and dual infections in urban areas of Bissau, Guinea-Bissau: is HIV-2
disappearing? Aids 2008, 22:1195-1202.

van Tienen C, van der Loeff MS, Zaman SM, Vincent T, Sarge-Njie R, Peterson
I, Leligdowicz A, Jaye A, Rowland-Jones S, Aaby P, Whittle H: Two distinct
epidemics: the rise of HIV-1 and decline of HIV-2 infection between 1990
and 2007 in rural Guinea-Bissau. J Acquir Immune Defic Syndr 2010, 53:640-
647.

Piot P, Bartos M, Ghys PD, Walker N, Schwartlander B: The global impact of
HIV/AIDS. Nature 2001, 410:968-973.

Gianelli E, Riva A, Rankin Bravo FA, Da Silva Te D, Mariani E, Casazza G,
Scalamogna C, Bosisio O, Adorni F, Rusconi S, Galli M: Prevalence and risk
determinants of HIV-1 and HIV-2 infections in pregnant women in Bissau. J
Infect 2010, 61:391-398.

Poulsen AG, Aaby P, Jensen H, Dias F: Risk factors for HIV-2 seropositivity
among older people in Guinea-Bissau. A search for the early history of HIV-
2 infection. Scand J Infect Dis 2000, 32:169-175.

Pepin J, Plamondon M, Alves AC, Beaudet M, Labbe AC: Parenteral
transmission during excision and treatment of tuberculosis and
trypanosomiasis may be responsible for the HIV-2 epidemic in Guinea-
Bissau. Aids 2006, 20:1303-1311.

Lagarde E, Schim van der Loeff M, Enel C, Holmgren B, Dray-Spira R, Pison G,
Piau JP, Delaunay V, M'Boup S, Ndoye I, et al: Mobility and the spread of
human immunodeficiency virus into rural areas of West Africa. Int J
Epidemiol 2003, 32:744-752.

Deane KD, Parkhurst JO, Johnston D: Linking migration, mobility and HIV.
Trop Med Int Health 2010, 15:1458-1463.

Spiegel PB, Bennedsen AR, Claass J, Bruns L, Patterson N, Yiweza D,
Schilperoord M: Prevalence of HIV infection in conflict-affected and
displaced people in seven sub-Saharan African countries: a systematic
review. Lancet 2007, 369:2187-2195.

Hunter DJ: AIDS in sub-Saharan Africa: the epidemiology of heterosexual
transmission and the prospects for prevention. Epidemiology 1993, 4:63-72.
UNODC: Drug Trafficking as a security threat in West Africa. Vienna: United
Nations Office on Drugs and Crime; 2010.

Gifford RJ, Katzourakis A, Tristem M, Pybus OG, Winters M, Shafer RW: A
transitional endogenous lentivirus from the genome of a basal primate and
implications for lentivirus evolution. Proc Natl Acad Sci U S A 2008,
105:20362-20367.

Hahn BH, Shaw GM, De Cock KM, Sharp PM: AIDS as a zoonosis: scientific
and public health implications. Science 2000, 287:607-614.

Verdonck K, Gonzalez E, Van Dooren S, Vandamme AM, Vanham G, Gotuzzo
E: Human T-lymphotropic virus 1: recent knowledge about an ancient
infection. Lancet Infect Dis 2007, 7:266-281.

85



44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

86

Sharp PM, Hahn BH: Origins of HIV and the AIDS Pandemic. Cold Spring
Harb Perspect Med 2011, 1:a006841.

Keele BF, Van Heuverswyn F, Li Y, Bailes E, Takehisa J, Santiago ML, Bibollet-
Ruche F, Chen Y, Wain LV, Liegeois F, et al: Chimpanzee reservoirs of
pandemic and nonpandemic HIV-1. Science 2006, 313:523-526.

Taylor BS, Sobieszczyk ME, McCutchan FE, Hammer SM: The challenge of
HIV-1 subtype diversity. N Engl J Med 2008, 358:1590-1602.

Esbjornsson J, Mild M, Ménsson F, Norrgren H, Medstrand P: HIV-1 molecular
epidemiology in Guinea-Bissau, West Africa: origin, demography and
migrations. PLoS One 2011, 6:e17025.

Norrgren H, Marquina S, Leitner T, Aaby P, Melbye M, Poulsen AG, Larsen O,
Dias F, Escanilla D, Andersson S, et al: HIV-2 genetic variation and DNA load
in asymptomatic carriers and AIDS cases in Guinea-Bissau. J Acquir Immune
Defic Syndr Hum Retrovirol 1997, 16:31-38.

Xiang Z, Ariyoshi K, Wilkins A, Dias F, Whittle H, Breuer J: HIV type 2
pathogenicity is not related to subtype in rural Guinea Bissau. AIDS Res Hum
Retroviruses 1997, 13:501-505.

Guyader M, Emerman M, Sonigo P, Clavel F, Montagnier L, Alizon M: Genome
organization and transactivation of the human immunodeficiency virus type
2. Nature 1987, 326:662-669.

Levy JA: HIV and the pathogenesis of AIDS. . 3rd edn: ASM Press, Washington
D.C.;2007.

Dalgleish AG, Beverley PC, Clapham PR, Crawford DH, Greaves MF, Weiss
RA: The CD4 (T4) antigen is an essential component of the receptor for the
AIDS retrovirus. Nature 1984, 312:763-767.

Klatzmann D, Champagne E, Chamaret S, Gruest J, Guetard D, Hercend T,
Gluckman JC, Montagnier L: T-lymphocyte T4 molecule behaves as the
receptor for human retrovirus LAV. Nature 1984, 312:767-768.

Levy JA: Infection by human immunodeficiency virus--CD4 is not enough. N
Engl J Med 1996, 335:1528-1530.

Fenyo EM, Esbjornsson J, Medstrand P, Jansson M: Human immunodeficiency
virus type 1 biological variation and coreceptor use: from concept to clinical
significance. J Intern Med 2011.

Reeves JD, Doms RW: Human immunodeficiency virus type 2. J Gen Virol
2002, 83:1253-1265.

Liu R, Paxton WA, Choe S, Ceradini D, Martin SR, Horuk R, MacDonald ME,
Stuhlmann H, Koup RA, Landau NR: Homozygous defect in HIV-1 coreceptor
accounts for resistance of some multiply-exposed individuals to HIV-1
infection. Cel/ 1996, 86:367-377.

Wolinsky SM, Korber BT, Neumann AU, Daniels M, Kunstman KJ, Whetsell AJ,
Furtado MR, Cao Y, Ho DD, Safrit JT: Adaptive evolution of human
immunodeficiency virus-type 1 during the natural course of infection. Science
1996, 272:537-542.

Shankarappa R, Margolick JB, Gange SJ, Rodrigo AG, Upchurch D, Farzadegan
H, Gupta P, Rinaldo CR, Learn GH, He X, et al: Consistent viral evolutionary
changes associated with the progression of human immunodeficiency virus
type 1 infection. J Viro/ 1999, 73:10489-10502.



60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

Nowak MA, Anderson RM, McLean AR, Wolfs TF, Goudsmit J, May RM:
Antigenic diversity thresholds and the development of AIDS. Science 1991,
254:963-969.

Bello G, Casado C, Sandonis V, Alvaro-Cifuentes T, Dos Santos CA, Garcia S,
Rodriguez C, Del Romero J, Pilotto JH, Grinsztejn B, et al: Plasma viral load
threshold for sustaining intrahost HIV type 1 evolution. AIDS Res Hum
Retroviruses 2007, 23:1242-1250.

Troyer RM, Collins KR, Abraha A, Fraundorf E, Moore DM, Krizan RW, Toossi
Z, Colebunders RL, Jensen MA, Mullins JI, et al: Changes in human
immunodeficiency virus type 1 fitness and genetic diversity during disease
progression. J Virol 2005, 79:9006-9018.

Lemey P, Kosakovsky Pond SL, Drummond AJ, Pybus OG, Shapiro B, Barroso
H, Taveira N, Rambaut A: Synonymous substitution rates predict HIV disease
progression as a result of underlying replication dynamics. PLoS Comput Biol
2007, 3:e29.

Lee HY, Perelson AS, Park SC, Leitner T: Dynamic correlation between
intrahost HIV-1 quasispecies evolution and disease progression. PLoS
Comput Biol 2008, 4:¢1000240.

Brenchley JM, Schacker TW, Ruff LE, Price DA, Taylor JH, Beilman GJ,
Nguyen PL, Khoruts A, Larson M, Haase AT, Douck DC: CD4+ T cell depletion
during all stages of HIV disease occurs predominantly in the gastrointestinal
tract. J Exp Med 2004, 200:749-759.

Mellors JW, Rinaldo CR, Jr., Gupta P, White RM, Todd JA, Kingsley LA:
Prognosis in HIV-1 infection predicted by the quantity of virus in plasma.
Science 1996, 272:1167-1170.

Janeway CA, Jr., Medzhitov R: Innate immune recognition. Annu Rev Immunol
2002, 20:197-216.

Huber M, Trkola A: Humoral immunity to HIV-1: neutralization and beyond.
J Intern Med 2007, 262:5-25.

Boasso A, Shearer GM, Chougnet C: Immune dysregulation in human
immunodeficiency virus infection: know it, fix it, prevent it? J Intern Med
2009, 265:78-96.

Borrow P: Innate immunity in acute HIV-1 infection. Curr Opin HIV AIDS
2011, 6:353-363.

Titanji K, De Milito A, Cagigi A, Thorstensson R, Grutzmeier S, Atlas A,
Hejdeman B, Kroon FP, Lopalco L, Nilsson A, Chiodi F: Loss of memory B
cells impairs maintenance of long-term serologic memory during HIV-1
infection. Blood 2006, 108:1580-1587.

Grossman Z, Meier-Schellersheim M, Paul WE, Picker LJ: Pathogenesis of HIV
infection: what the virus spares is as important as what it destroys. Nat Med
2006, 12:289-295.

Salazar-Gonzalez JF, Martinez-Maza O, Nishanian P, Aziz N, Shen LP, Grosser
S, Taylor J, Detels R, Fahey JL: Increased immune activation precedes the
inflection point of CD4 T cells and the increased serum virus load in human
immunodeficiency virus infection. J Infect Dis 1998, 178:423-430.

Brenchley JM, Price DA, Schacker TW, Asher TE, Silvestri G, Rao S, Kazzaz Z,
Bornstein E, Lambotte O, Altmann D, et al: Microbial translocation is a cause
of systemic immune activation in chronic HIV infection. Nat Med 2006,
12:1365-1371.

87



75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

88

Moir S, Fauci AS: B cells in HIV infection and disease. Nat Rev Immunol 2009,
9:235-245.

Ly TD, Ebel A, Faucher V, Fihman V, Laperche S: Could the new HIV
combined p24 antigen and antibody assays replace p24 antigen specific
assays? J Virol Methods 2007, 143:86-94.

Sato PA, Maskill WJ, Tamashiro H, Heymann DL: Strategies for laboratory
HIV testing: an examination of alternative approaches not requiring
Western blot. Bull World Health Organ 1994, 72:129-134.

De Cock KM, Porter A, Kouadio J, Maran M, Gnaore E, Adjorlolo G, Lafontaine
MF, Bretton G, Damet GM, Odehouri K, et al.: Rapid and specific diagnosis of
HIV-1 and HIV-2 infections: an evaluation of testing strategies. 4/DS 1990,
4:875-878.

Andersson S, da Silva Z, Norrgren H, Dias F, Biberfeld G: Field evaluation of
alternative testing strategies for diagnosis and differentiation of HIV-1 and
HIV-2 infections in an HIV-1 and HIV-2-prevalent area. 4ids 1997, 11:1815-
1822.

de Silva T, van Tienen C, Rowland-Jones S, Cotten M: Dual Infection with
HIV-1 and HIV-2: Double Trouble or Destructive Interference? HIV therapy
2010, 4:305-323.

Corbett EL, Watt CJ, Walker N, Maher D, Williams BG, Raviglione MC, Dye C:
The growing burden of tuberculosis: global trends and interactions with the
HIV epidemic. Arch Intern Med 2003, 163:1009-1021.

Park BJ, Wannemuehler KA, Marston BJ, Govender N, Pappas PG, Chiller TM:
Estimation of the current global burden of cryptococcal meningitis among
persons living with HIV/AIDS. AIDS 2009, 23:525-530.

Murray JF: Pulmonary complications of HIV-1 infection among adults living
in Sub-Saharan Africa. Int J Tuberc Lung Dis 2005, 9:826-835.

Lawn SD, Butera ST, Folks TM: Contribution of immune activation to the
pathogenesis and transmission of human immunodeficiency virus type 1
infection. Clin Microbiol Rev 2001, 14:753-777, table of contents.

Morgan D, Maude GH, Malamba SS, Okongo MJ, Wagner HU, Mulder DW,
Whitworth JA: HIV-1 disease progression and AIDS-defining disorders in
rural Uganda. Lancet 1997, 350:245-250.

Deeks SG, Walker BD: Human immunodeficiency virus controllers:
mechanisms of durable virus control in the absence of antiretroviral therapy.
Immunity 2007, 27:406-416.

Kaleebu P, Ross A, Morgan D, Yirrell D, Oram J, Rutebemberwa A, Lyagoba F,
Hamilton L, Biryahwaho B, Whitworth J: Relationship between HIV-1 Env
subtypes A and D and disease progression in a rural Ugandan cohort. AIDS
2001, 15:293-299.

Laurent C, Bourgeois A, Faye MA, Mougnutou R, Seydi M, Gueye M, Liegeois
F, Kane CT, Butel C, Mbuagbaw J, et al: No difference in clinical progression
between patients infected with the predominant human immunodeficiency
virus type 1 circulating recombinant form (CRF) 02_AG strain and patients
not infected with CRF02_AG, in Western and West-Central Africa: a four-
year prospective multicenter study. J Infect Dis 2002, 186:486-492.
Andersson S, Norrgren H, Dias F, Biberfeld G, Albert J: Molecular
characterization of human immunodeficiency virus (HIV)-1 and -2 in
individuals from guinea-bissau with single or dual infections: predominance



90.

91.

92.

93.

94.

95.

96.

97.

98.

99.

100.

101.

102.

of a distinct HIV-1 subtype A/G recombinant in West Africa. Virology 1999,
262:312-320.

Leligdowicz A, Yindom LM, Onyango C, Sarge-Njie R, Alabi A, Cotten M,
Vincent T, da Costa C, Aaby P, Jaye A, et al: Robust Gag-specific T cell
responses characterize viremia control in HIV-2 infection. J Clin Invest 2007,
117:3067-3074.

Rodriguez SK, Sarr AD, Olorunnipa O, Popper SJ, Gueye-Ndiaye A, Traore I,
Dia MC, Mboup S, Kanki PJ: The absence of anti-Tat antibodies is associated
with risk of disease progression in HIV-2 infection. J Infect Dis 2006, 194:760-
763.

Yindom LM, Leligdowicz A, Martin MP, Gao X, Qi Y, Zaman SM, van der Loeff
MS, van Tienen C, Jaye A, Aveika A, et al: Influence of HLA class I and HLA-
KIR compound genotypes on HIV-2 infection and markers of disease
progression in a Manjako community in West Africa. J Virol 2010, 84:8202-
8208.

Grassly NC, Xiang Z, Ariyoshi K, Aaby P, Jensen H, Schim van der Loeff M,
Dias F, Whittle H, Breuer J: Mortality among human immunodeficiency virus
type 2-positive villagers in rural Guinea-Bissau is correlated with viral
genotype. J Virol 1998, 72:7895-7899.

Onyango CO, Leligdowicz A, Yokoyama M, Sato H, Song H, Nakayama EE,
Shioda T, de Silva T, Townend J, Jaye A, et al: HIV-2 capsids distinguish high
and low virus load patients in a West African community cohort. Vaccine
2010, 28 Suppl 2:B60-67.

CDC: 1993 revised classification system for HIV infection and expanded
surveillance case definition for AIDS among adolescents and adults. In
MMWR Recommendations and Reports, vol. 41. pp. 1-19. Atalanta, Ga: Centers
for Disease Control; 1992:1-19.

WHO: WHO case definitions of HIV for surveillance and revised clinical
staging and immunological classification of HIV-related disease in adults and
children. . Geneva: World Health Organization; 2007.

Morgan D, Mahe C, Mayanja B, Okongo JM, Lubega R, Whitworth JA: HIV-1
infection in rural Africa: is there a difference in median time to AIDS and
survival compared with that in industrialized countries? 4/DS 2002, 16:597-
603.

Van der Paal L, Shafer LA, Todd J, Mayanja BN, Whitworth JA, Grosskurth H:
HIV-1 disease progression and mortality before the introduction of highly
active antiretroviral therapy in rural Uganda. A7/DS 2007, 21 Suppl 6:S21-29.
Jaffar S, Grant AD, Whitworth J, Smith PG, Whittle H: The natural history of
HIV-1 and HIV-2 infections in adults in Africa: a literature review. Bul/
World Health Organ 2004, 82:462-469.

Marlink R, Kanki P, Thior I, Travers K, Eisen G, Siby T, Traore I, Hsieh CC, Dia
MC, Gueye EH, et al.: Reduced rate of disease development after HIV-2
infection as compared to HIV-1. Science 1994, 265:1587-1590.

Poulsen AG, Aaby P, Larsen O, Jensen H, Naucler A, Lisse IM, Christiansen CB,
Dias F, Melbye M: 9-year HIV-2-associated mortality in an urban community
in Bissau, west Africa. Lancet 1997, 349:911-914.

Ricard D, Wilkins A, N'Gum PT, Hayes R, Morgan G, Da Silva AP, Whittle H:
The effects of HIV-2 infection in a rural area of Guinea-Bissau. 4/DS 1994,
8:977-982.

&9



103.

104.

105.

106.

107.

108.

109.

110.

111.

112.

113.

114.

115.

90

Holmgren B, da Silva Z, Vastrup P, Larsen O, Andersson S, Ravn H, Aaby P:
Mortality associated with HIV-1, HIV-2, and HTLV-I single and dual
infections in a middle-aged and older population in Guinea-Bissau.
Retrovirology 2007, 4:85.

Norrgren H, Da Silva ZJ, Andersson S, Biague AJ, Dias F, Biberfeld G, Naucler
A: Clinical features, immunological changes and mortality in a cohort of
HIV-2-infected individuals in Bissau, Guinea-Bissau. Scand J Infect Dis 1998,
30:323-329.

Nunn AJ, Mulder DW, Kamali A, Ruberantwari A, Kengeya-Kayondo JF,
Whitworth J: Mortality associated with HIV-1 infection over five years in a
rural Ugandan population: cohort study. BMJ 1997, 315:767-771.
Martinez-Steele E, Awasana AA, Corrah T, Sabally S, van der Sande M, Jaye A,
Togun T, Sarge-Njie R, McConkey SJ, Whittle H, Schim van der Loeff MF: Is
HIV-2- induced AIDS different from HIV-1-associated AIDS? Data from a
West African clinic. 4/DS 2007, 21:317-324.

Ariyoshi K, Schim van der Loeff M, Cook P, Whitby D, Corrah T, Jaffar S, Cham
F, Sabally S, O'Donovan D, Weiss RA, et al: Kaposi's sarcoma in the Gambia,
West Africa is less frequent in human immunodeficiency virus type 2 than in
human immunodeficiency virus type 1 infection despite a high prevalence of
human herpesvirus 8. J Hum Virol 1998, 1:193-199.

de Silva TI, Cotten M, Rowland-Jones SL: HIV-2: the forgotten AIDS virus.
Trends Microbiol 2008, 16:588-595.

MacNeil A, Sarr AD, Sankale JL, Meloni ST, Mboup S, Kanki P: Direct
evidence of lower viral replication rates in vivo in human immunodeficiency
virus type 2 (HIV-2) infection than in HIV-1 infection. J Virol 2007, 81:5325-
5330.

Popper SJ, Sarr AD, Gueye-Ndiaye A, Mboup S, Essex ME, Kanki PJ: Low
plasma human immunodeficiency virus type 2 viral load is independent of
proviral load: low virus production in vivo. J Virol 2000, 74:1554-1557.
Soares RS, Tendeiro R, Foxall RB, Baptista AP, Cavaleiro R, Gomes P, Camacho
R, Valadas E, Doroana M, Lucas M, et al: Cell-associated viral burden
provides evidence of ongoing viral replication in aviremic HIV-2-infected
patients. J Virol 2011, 85:2429-2438.

Jaffar S, Wilkins A, Ngom PT, Sabally S, Corrah T, Bangali JE, Rolfe M, Whittle
HC: Rate of decline of percentage CD4+ cells is faster in HIV-1 than in HIV-
2 infection. J Acquir Immune Defic Syndr Hum Retrovirol 1997, 16:327-332.
Hansmann A, Schim van der Loeff MF, Kaye S, Awasana AA, Sarge-Njie R,
O'Donovan D, Ariyoshi K, Alabi A, Milligan P, Whittle HC: Baseline plasma
viral load and CD4 cell percentage predict survival in HIV-1- and HIV-2-
infected women in a community-based cohort in The Gambia. J Acquir
Immune Defic Syndr 2005, 38:335-341.

Gottlieb GS, Sow PS, Hawes SE, Ndoye I, Redman M, Coll-Seck AM, Faye-
Niang MA, Diop A, Kuypers JM, Critchlow CW, et al: Equal plasma viral loads
predict a similar rate of CD4+ T cell decline in human immunodeficiency
virus (HIV) type 1- and HIV-2-infected individuals from Senegal, West
Africa. J Infect Dis 2002, 185:905-914.

Drylewicz J, Matheron S, Lazaro E, Damond F, Bonnet F, Simon F, Dabis F,
Brun-Vezinet F, Chene G, Thiebaut R: Comparison of viro-immunological



116.

117.

118.

119.

120.

121.

122.

123.

124.

125.

126.

127.

128.

129.

marker changes between HIV-1 and HIV-2-infected patients in France. A/DS
2008, 22:457-468.

Bjorling E, Scarlatti G, von Gegerfelt A, Albert J, Biberfeld G, Chiodi F, Norrby
E, Fenyo EM: Autologous neutralizing antibodies prevail in HIV-2 but not in
HIV-1 infection. Virology 1993, 193:528-530.

Ozkaya Sahin G, Holmgren B, da Silva Z, Nielsen J, Nowroozalizadeh S,
Esbjornsson J, Mansson F, Andersson S, Norrgren H, Aaby P, et al: Potent
Intratype Neutralizing Activity Distinguishes Human Immunodeficiency
Virus Type 2 (HIV-2) from HIV-1. J Virol 2012, 86:961-971.

Duvall MG, Precopio ML, Ambrozak DA, Jaye A, McMichael AJ, Whittle HC,
Roederer M, Rowland-Jones SL, Koup RA: Polyfunctional T cell responses are
a hallmark of HIV-2 infection. Fur J Immunol 2008, 38:350-363.

Leligdowicz A, Onyango C, Yindom LM, Peng Y, Cotten M, Jaye A, McMichael
A, Whittle H, Dong T, Rowland-Jones S: Highly avid, oligoclonal, early-
differentiated antigen-specific CD8+ T cells in chronic HIV-2 infection. Eur J
Immunol 2010, 40:1963-1972.

Rowland-Jones SL, Whittle HC: Out of Africa: what can we learn from HIV-2
about protective immunity to HIV-1? Nat Immunol 2007, 8:329-331.

Nuvor SV, van der Sande M, Rowland-Jones S, Whittle H, Jaye A: Natural killer
cell function is well preserved in asymptomatic human immunodeficiency
virus type 2 (HIV-2) infection but similar to that of HIV-1 infection when
CD4 T-cell counts fall. J Virol 2006, 80:2529-2538.

Leligdowicz A, Feldmann J, Jaye A, Cotten M, Dong T, McMichael A, Whittle
H, Rowland-Jones S: Direct relationship between virus load and systemic
immune activation in HIV-2 infection. J Infect Dis 2010, 201:114-122.

Sousa AE, Carneiro J, Meier-Schellersheim M, Grossman Z, Victorino RM: 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 2002,
169:3400-3406.

Nowroozalizadeh S, Mansson F, da Silva Z, Repits J, Dabo B, Pereira C, Biague
A, Albert J, Nielsen J, Aaby P, et al: Microbial translocation correlates with
the severity of both HIV-1 and HIV-2 infections. J Infect Dis 2010, 201:1150-
1154,

Nowroozalizadeh S, Mansson F, da Silva Z, Repits J, Dabo B, Pereira C, Biague
A, Albert J, Nielsen J, Aaby P, et al: Studies on toll-like receptor stimuli
responsiveness in HIV-1 and HIV-2 infections. Cyfokine 2009, 46:325-331.
Gao F, Bailes E, Robertson DL, Chen Y, Rodenburg CM, Michael SF, Cummins
LB, Arthur LO, Peeters M, Shaw GM, et al: Origin of HIV-1 in the chimpanzee
Pan troglodytes troglodytes. Nature 1999, 397:436-441.

Hirsch VM, Olmsted RA, Murphey-Corb M, Purcell RH, Johnson PR: An
African primate lentivirus (SIVsm) closely related to HIV-2. Nature 1989,
339:389-392.

Andersson S, Norrgren H, da Silva Z, Biague A, Bamba S, Kwok S,
Christopherson C, Biberfeld G, Albert J: Plasma viral load in HIV-1 and HIV-2
singly and dually infected individuals in Guinea-Bissau, West Africa:
significantly lower plasma virus set point in HIV-2 infection than in HIV-1
infection. Arch Intern Med 2000, 160:3286-3293.

Ghys PD, Fransen K, Diallo MO, Ettiegne-Traore V, Coulibaly IM, Yeboue KM,
Kalish ML, Maurice C, Whitaker JP, Greenberg AE, Laga M: The associations

91



130.

131.

132.

133.

134.

135.

136.

137.

138.

139.

92

between cervicovaginal HIV shedding, sexually transmitted diseases and
immunosuppression in female sex workers in Abidjan, Cote d'Ivoire. Aids
1997, 11:F85-93.

Hawes SE, Sow PS, Stern JE, Critchlow CW, Gottlieb GS, Kiviat NB: Lower
levels of HIV-2 than HIV-1 in the female genital tract: correlates and
longitudinal assessment of viral shedding. A/DS 2008, 22:2517-2525.
O'Donovan D, Ariyoshi K, Milligan P, Ota M, Yamuah L, Sarge-Njie R, Whittle
H: Maternal plasma viral RNA levels determine marked differences in
mother-to-child transmission rates of HIV-1 and HIV-2 in The Gambia.
MRC/Gambia Government/University College London Medical School
working group on mother-child transmission of HIV. AIDS 2000, 14:441-448.
Rodriguez SK, Sarr AD, MacNeil A, Thakore-Meloni S, Gueye-Ndiaye A, Traore
I, Dia MC, Mboup S, Kanki PJ: Comparison of heterologous neutralizing
antibody responses of human immunodeficiency virus type 1 (HIV-1)- and
HIV-2-infected Senegalese patients: distinct patterns of breadth and
magnitude distinguish HIV-1 and HIV-2 infections. J Virol 2007, 81:5331-
5338.

Michel P, Balde AT, Roussilhon C, Aribot G, Sarthou JL, Gougeon ML.:
Reduced immune activation and T cell apoptosis in human
immunodeficiency virus type 2 compared with type 1: correlation of T cell
apoptosis with beta2 microglobulin concentration and disease evolution. J
Infect Dis 2000, 181:64-75.

Aaby P, Ariyoshi K, Buckner M, Jensen H, Berry N, Wilkins A, Richard D,
Larsen O, Dias F, Melbye M, Whittle H: Age of wife as a major determinant of
male-to-female transmission of HIV-2 infection: a community study from
rural West Africa. Aids 1996, 10:1585-1590.

Wilkins A, Ricard D, Todd J, Whittle H, Dias F, Paulo Da Silva A: The
epidemiology of HIV infection in a rural area of Guinea-Bissau. 4A/DS 1993,
7:1119-1122.

Nkengasong JN, Kestens L, Ghys PD, Koblavi-Deme S, Otten RA, Bile C,
Maurice C, Kalou M, Laga M, Wiktor SZ, Greenberg AE: Dual infection with
human immunodeficiency virus type 1 and type 2: impact on HIV type 1
viral load and immune activation markers in HIV-seropositive female sex
workers in Abidjan, Ivory Coast. AIDS Res Hum Retroviruses 2000, 16:1371-
1378.

Mbizvo MT, Mashu A, Chipato T, Makura E, Bopoto R, Fottrell PF: Trends in
HIV-1 and HIV-2 prevalence and risk factors in pregnant women in Harare,
Zimbabwe. Cent Afr J Med 1996, 42:14-21.

Humphrey JH, Nathoo KJ, Hargrove JW, Iliff PJ, Mutasa KE, Moulton LH,
Chidawanyika H, Malaba LC, Zijenah LS, Zvandasara P, et al: HIV-1 and HIV-2
prevalence and associated risk factors among postnatal women in Harare,
Zimbabwe. Epidemiol Infect 2007, 135:933-942.

Rubsamen-Waigmann H, Maniar J, Gerte S, Brede HD, Dietrich U, Mahambre G,
Pfutzner A: High proportion of HIV-2 and HIV-1/2 double-reactive sera in
two Indian states, Maharashtra and Goa: first appearance of an HIV-2
epidemic along with an HIV-1 epidemic outside of Africa. Zentralbl Bakteriol
1994, 280:398-402.



140.

141.

142.

143.

144.

145.

146.

147.

148.

149.

150.

151.

152.

Travers K, Mboup S, Marlink R, Gueye-Nidaye A, Siby T, Thior I, Traore I,
Dieng-Sarr A, Sankale JL, Mullins C, et al.: Natural protection against HIV-1
infection provided by HIV-2. Science 1995, 268:1612-1615.

Schim van der Loeff MF, Aaby P, Aryioshi K, Vincent T, Awasana AA, Da Costa
C, Pembrey L, Dias F, Harding E, Weiss HA, Whittle HC: HIV-2 does not
protect against HIV-1 infection in a rural community in Guinea-Bissau. 4ids
2001, 15:2303-2310.

Ariyoshi K, Schim van der Loeff M, Sabally S, Cham F, Corrah T, Whittle H:
Does HIV-2 infection provide cross-protection against HIV-1 infection? Aids
1997, 11:1053-1054.

Wiktor SZ, Nkengasong JN, Ekpini ER, Adjorlolo-Johnson GT, Ghys PD,
Brattegaard K, Tossou O, Dondero TJ, De Cock KM, Greenberg AE: Lack of
protection against HIV-1 infection among women with HIV-2 infection. Aids
1999, 13:695-699.

Greenberg AE: Possible protective effect of HIV-2 against incident HIV-1
infection: review of available epidemiological and in vitro data. Aids 2001,
15:2319-2321.

Otten RA, Ellenberger DL, Adams DR, Fridlund CA, Jackson E, Pieniazek D,
Rayfield MA: Identification of a window period for susceptibility to dual
infection with two distinct human immunodeficiency virus type 2 isolates in a
Macaca nemestrina (pig-tailed macaque) model. J Infect Dis 1999, 180:673-
684.

Putkonen P, Thorstensson R, Albert J, Hild K, Norrby E, Biberfeld P, Biberfeld
G: Infection of cynomolgus monkeys with HIV-2 protects against pathogenic
consequences of a subsequent simian immunodeficiency virus infection. AIDS
1990, 4:783-789.

Alabi AS, Jaffar S, Ariyoshi K, Blanchard T, Schim van der Loeff M, Awasana
AA, Corrah T, Sabally S, Sarge-Njie R, Cham-Jallow F, et al: Plasma viral load,
CD4 cell percentage, HLA and survival of HIV-1, HIV-2, and dually infected
Gambian patients. Aids 2003, 17:1513-1520.

Koblavi-Deme S, Kestens L, Hanson D, Otten RA, Borget MY, Bile C, Wiktor
SZ, Roels TH, Chorba T, Nkengasong JN: Differences in HIV-2 plasma viral
load and immune activation in HIV-1 and HIV-2 dually infected persons and
those infected with HIV-2 only in Abidjan, Cote D'Ivoire. A/DS 2004, 18:413-
419.

Kassim S, Sassan-Morokro M, Ackah A, Abouya LY, Digbeu H, Yesso G,
Coulibaly IM, Coulibaly D, Whitaker PJ, Doorly R, et al.: Two-year follow-up of
persons with HIV-1- and HIV-2-associated pulmonary tuberculosis treated
with short-course chemotherapy in West Africa. A/DS 1995, 9:1185-1191.
Norrgren H, Bamba S, da Silva ZJ, Andersson S, Koivula T, Biberfeld G: High
mortality and severe immunosuppression in hospitalized patients with
pulmonary tuberculosis and HIV-2 infection in Guinea-Bissau. Scand J Infect
Dis 2001, 33:450-456.

Seng R, Gustafson P, Gomes VF, Vieira CS, Rabna P, Larsen O, Larouze B,
Norberg R, Lisse IM, Samb B: Community study of the relative impact of
HIV-1 and HIV-2 on intrathoracic tuberculosis. A/DS 2002, 16:1059-1066.
Schim van der Loeff MF, Jaffar S, Aveika AA, Sabally S, Corrah T, Harding E,
Alabi A, Bayang A, Ariyoshi K, Whittle HC: Mortality of HIV-1, HIV-2 and

93



153.

154.

155.

156.

157.

158.

159.

160.

161.

162.

163.

164.

165.

166.

94

HIV-1/HIV-2 dually infected patients in a clinic-based cohort in The
Gambia. Aids 2002, 16:1775-1783.

Brinkhof MW, Boulle A, Weigel R, Messou E, Mathers C, Orrell C, Dabis F,
Pascoe M, Egger M: Mortality of HIV-infected patients starting antiretroviral
therapy in sub-Saharan Africa: comparison with HIV-unrelated mortality.
PLoS Med 2009, 6:¢1000066.

Brinkhof MW, Pujades-Rodriguez M, Egger M: Mortality of patients lost to
follow-up in antiretroviral treatment programmes in resource-limited
settings: systematic review and meta-analysis. PLoS One 2009, 4:e5790.
Oliveira I, Jensen-Fangel S, da Silva D, Ndumba A, Medina C, Nanadje A,
Rasmussen DN, Rudolf F, Wejse C, da Silva ZJ, et al: Epidemic Stevens-
Johnson syndrome in HIV patients in Guinea-Bissau: a side effect of the
drug-supply policy? AIDS 2010, 24:783-785.

Harries K, Zachariah R, Manzi M, Firmenich P, Mathela R, Drabo J, Onadja G,
Arnould L, Harries A: Baseline characteristics, response to and outcome of
antiretroviral therapy among patients with HIV-1, HIV-2 and dual infection
in Burkina Faso. Trans R Soc Trop Med Hyg 2010, 104:154-161.

WHO: Antiretroviral Therapy for HIV infection in adults and adolescents -
Recommendations for a public Health approach. . Geneva: World Health
Organization; 2010.

Cohen MS, Chen YQ, McCauley M, Gamble T, Hosseinipour MC, Kumarasamy
N, Hakim JG, Kumwenda J, Grinsztejn B, Pilotto JH, et al: Prevention of HIV-1
infection with early antiretroviral therapy. N Engl J Med 2011, 365:493-505.
Dahl V, Josefsson L, Palmer S: HIV reservoirs, latency, and reactivation:
prospects for eradication. Antiviral Res 2010, 85:286-294.

Montaner JS, Harris M, Mo T, Harrigan PR: Rebound of plasma HIV viral load
following prolonged suppression with combination therapy. A/DS 1998,
12:1398-1399.

Rerks-Ngarm S, Pitisuttithum P, Nitayaphan S, Kaewkungwal J, Chiu J, Paris R,
Premsri N, Namwat C, de Souza M, Adams E, et al: Vaccination with ALVAC
and AIDSVAX to prevent HIV-1 infection in Thailand. N Engl/ J Med 2009,
361:2209-2220.

Auvert B, Taljaard D, Lagarde E, Sobngwi-Tambekou J, Sitta R, Puren A:
Randomized, controlled intervention trial of male circumcision for reduction
of HIV infection risk: the ANRS 1265 Trial. PLoS Med 2005, 2:¢298.

Bailey RC, Moses S, Parker CB, Agot K, Maclean I, Krieger JN, Williams CF,
Campbell RT, Ndinya-Achola JO: Male circumcision for HIV prevention in
young men in Kisumu, Kenya: a randomised controlled trial. Lancet 2007,
369:643-656.

Gray RH, Kigozi G, Serwadda D, Makumbi F, Watya S, Nalugoda F, Kiwanuka
N, Moulton LH, Chaudhary MA, Chen MZ, et al: Male circumcision for HIV
prevention in men in Rakai, Uganda: a randomised trial. Lancer 2007,
369:657-666.

Abdool Karim Q, Abdool Karim SS, Frohlich JA, Grobler AC, Baxter C,
Mansoor LE, Kharsany AB, Sibeko S, Mlisana KP, Omar Z, et al: Effectiveness
and safety of tenofovir gel, an antiretroviral microbicide, for the prevention
of HIV infection in women. Science 2010, 329:1168-1174.

Grant RM, Lama JR, Anderson PL, McMahan V, Liu AY, Vargas L, Goicochea
P, Casapia M, Guanira-Carranza JV, Ramirez-Cardich ME, et al: Preexposure



167.

168.

169.

170.

171.

172.

173.

174.

175.

176.

177.

178.

179.

180.

chemoprophylaxis for HIV prevention in men who have sex with men. N Engl/
J Med 2010, 363:2587-2599.

WHO: Global strategy for the prevention and control of sexually transmitted
infections: 2006-2015. Geneva: World Health Organization; 2006.

Fleming DT, Wasserheit JN: From epidemiological synergy to public health
policy and practice: the contribution of other sexually transmitted diseases to
sexual transmission of HIV infection. Sex Transm Infect 1999, 75:3-17.
Grosskurth H, Mosha F, Todd J, Mwijarubi E, Klokke A, Senkoro K, Mayaud P,
Changalucha J, Nicoll A, ka-Gina G, et al.: Impact of improved treatment of
sexually transmitted diseases on HIV infection in rural Tanzania:
randomised controlled trial. Lancer 1995, 346:530-536.

Freeman EE, Weiss HA, Glynn JR, Cross PL, Whitworth JA, Hayes RJ: Herpes
simplex virus 2 infection increases HIV acquisition in men and women:
systematic review and meta-analysis of longitudinal studies. Aids 2006, 20:73-
83.

WHO: Guidelines for the management of Sexually Transmitted Infections.
Geneva: World Health Organization; 2003.

Naucler A, Albino P, Da Silva AP, Biberfeld G: Sexually transmitted diseases
and sexual behaviour as risk factors for HIV-2 infection in Bissau, Guinea
Bissau. /nt J STD AIDS 1993, 4:217-221.

Gomes JP, Tavira L, Exposto F, Prieto E, Catry MA: Neisseria gonorrhoeae and
Chlamydia trachomatis infections in patients attending STD and family
planning clinics in Bissau, Guinea-Bissau. Acta Trop 2001, 80:261-264.

Labbe AC, Frost E, Deslandes S, Mendonca AP, Alves AC, Pepin J:
Mycoplasma genitalium is not associated with adverse outcomes of
pregnancy in Guinea-Bissau. Sex Transm Infect 2002, 78:289-291.

Labbe AC, Mendonca AP, Alves AC, Jaffar S, Dias F, Alvarenga IC, Frost E,
Morency P, Milord F, Pepin J: The impact of syphilis, HIV-1, and HIV-2 on
pregnancy outcome in Bissau, Guinea-Bissau. Sex Transm Dis 2002, 29:157-
167.

Plamondon M, Labbe AC, Frost E, Deslandes S, Alves AC, Bastien N, Pepin J:
Hepatitis C virus infection in Guinea-Bissau: a sexually transmitted genotype
2 with parenteral amplification? PLoS One 2007, 2:e372.

da Silva ZJ, Nielsen J, Andersen A, Oliveira I, Dias F, Rodrigues A, Holmgren B,
Andersson S, Aaby P: Decline in human T-cell lymphotropic virus-1
prevalence in urban areas of Bissau, Guinea-Bissau: exploring the
association with HIV infections. AIDS 2009, 23:637-639.

van Tienen C, van der Loeff MF, Peterson I, Cotten M, Holmgren B, Andersson
S, Vincent T, Sarge-Njie R, Rowland-Jones S, Jaye A, et al: HTLV-1 in rural
Guinea-Bissau: prevalence, incidence and a continued association with HIV
between 1990 and 2007. Retrovirology 2010, 7:50.

Ndoye I, Mboup S, De Schryver A, Van Dyck E, Moran J, Samb ND, Sakho ML,
Thior I, Wade A, Heymann DL, Meheus A: Diagnosis of sexually transmitted
infections in female prostitutes in Dakar, Senegal. Sex Transm Infect 1998, 74
Suppl 1:S112-117.

Laurent C, Seck K, Coumba N, Kane T, Samb N, Wade A, Liegeois F, Mboup S,
Ndoye I, Delaporte E: Prevalence of HIV and other sexually transmitted
infections, and risk behaviours in unregistered sex workers in Dakar,
Senegal. Aids 2003, 17:1811-1816.

95



181.

182.

183.

184.

185.

186.

187.

188.

189.

190.

191.

192.

193.

194.

195.

196.

96

Aryee EA, Bailey RL, Natividad-Sancho A, Kaye S, Holland MJ: Detection,
quantification and genotyping of Herpes Simplex Virus in cervicovaginal
secretions by real-time PCR: a cross sectional survey. Virol J 2005, 2:61.
Kane CT, Diawara S, Ndiaye HD, Diallo PA, Wade AS, Diallo AG, Belec L,
Mboup S: Concentrated and linked epidemics of both HSV-2 and HIV-
1/HIV-2 infections in Senegal: public health impacts of the spread of HIV. In¢
J STD AIDS 2009, 20:793-796.

Totten PA, Kuypers JM, Chen CY, Alfa MJ, Parsons LM, Dutro SM, Morse SA,
Kiviat NB: Etiology of genital ulcer disease in Dakar, Senegal, and
comparison of PCR and serologic assays for detection of Haemophilus
ducreyi. J Clin Microbiol 2000, 38:268-273.

Thior I, Diouf G, Diaw IK, Sarr AD, Hsieh CC, Ndoye I, Mboup S, Chen L,
Essex M, Marlink R, Kanki P: Sexually transmitted diseases and risk of HIV
infection in men attending a sexually transmitted diseases clinic in Dakar,
Senegal. Afr J Reprod Health 1997, 1:26-35.

Wade AS, Kane CT, Diallo PA, Diop AK, Gueye K, Mboup S, Ndoye I, Lagarde
E: HIV infection and sexually transmitted infections among men who have
sex with men in Senegal. 4/DS 2005, 19:2133-2140.

INE: 3° Recenseamento Geral da populacio e Habitagao. Bissau: Instituto
Nacional de Estatistica de Guiné-Bissau; 2009.

UNDP: United Nations Development Programme Human Development
Report 2011: Sustainability and Equity: A Better Future for All. . New York:
United Nations Development Programme; 2011.

Massey S: Multi-faceted mediation in the Guinea-Bissau civil war. Scientia
Militaria 2004, 32:76-95.

Gustafson P, Gomes VF, Vieira CS, Jensen H, Seng R, Norberg R, Samb B,
Naucler A, Aaby P: Tuberculosis mortality during a civil war in Guinea-
Bissau. Jama 2001, 286:599-603.

Rudebeck L: On Democracy's Sustainability: Transition in Guinea-Bissau.
Stockholm: Sida; 2001.

WHO (Ed.). TB/HIV - A clinical manual, 2nd edition: World Health
Organization; 2004.

Gustafson P, Gomes VF, Vieira CS, Rabna P, Seng R, Johansson P, Sandstrom A,
Norberg R, Lisse I, Samb B, et al: Tuberculosis in Bissau: incidence and risk
factors in an urban community in sub-Saharan Africa. Int J Epidemiol 2004,
33:163-172.

Albert J, Bredberg U, Chiodi F, Bottiger B, Fenyo EM, Norrby E, Biberfeld G: A
new human retrovirus isolate of West African origin (SBL-6669) and its
relationship to HTLV-IV, LAV-II, and HTLV-IIIB. AIDS Res Hum
Retroviruses 1987, 3:3-10.

Aurelius E, Johansson B, Skoldenberg B, Staland A, Forsgren M: Rapid
diagnosis of herpes simplex encephalitis by nested polymerase chain reaction
assay of cerebrospinal fluid. Lancet 1991, 337:189-192.

Aurelius E, Johansson B, Skoldenberg B, Forsgren M: Encephalitis in
immunocompetent patients due to herpes simplex virus type 1 or 2 as
determined by type-specific polymerase chain reaction and antibody assays
of cerebrospinal fluid. J Med Virol 1993, 39:179-186.

Ahmed HJ, Borrelli S, Jonasson J, Eriksson L, Hanson S, Hojer B, Sunkuntu M,
Musaba E, Roggen EL, Lagergard T, et al.: Monoclonal antibodies against



197.

198.

199.

200.

201.

202.

203.

204.

205.

206.

207.

208.

2009.

210.

211.

Haemophilus ducreyi lipooligosaccharide and their diagnostic usefulness. Fur
J Clin Microbiol Infect Dis 1995, 14:892-898.

Jensen JS, Borre MB, Dohn B: Detection of Mycoplasma genitalium by PCR
amplification of the 16S rRNA gene. J Clin Microbiol 2003, 41:261-266.
Jensen JS, Uldum SA, Sondergard-Andersen J, Vuust J, Lind K: Polymerase
chain reaction for detection of Mycoplasma genitalium in clinical samples. J
Clin Microbiol 1991, 29:46-50.

Jurstrand M, Falk L, Fredlund H, Lindberg M, Olcen P, Andersson S, Persson K,
Albert J, Backman A: Characterization of Chlamydia trachomatis omp1
genotypes among sexually transmitted disease patients in Sweden. J Clin
Microbiol 2001, 39:3915-3919.

Mock NB, Duale S, Brown LF, Mathys E, O'Maonaigh H C, Abul-Husn NK,
Elliott S: Conflict and HIV: A framework for risk assessment to prevent HIV
in conflict-affected settings in Africa. Emerg Themes Epidemiol 2004, 1:6.
Spiegel PB: HIV/AIDS among conflict-affected and displaced populations:
dispelling myths and taking action. Disasters 2004, 28:322-339.

Strand RT, Fernandes Dias L, Bergstrom S, Andersson S: Unexpected low
prevalence of HIV among fertile women in Luanda, Angola. Does war
prevent the spread of HIV? Int J STD AIDS 2007, 18:467-471.

Gillespie S, Kadiyala S, Greener R: Is poverty or wealth driving HIV
transmission? Aids 2007, 21 Suppl 7:S5-S16.

Schim van der Loeff MF, Sarge-Njie R, Ceesay S, Awasana AA, Jaye P, Sam O,
Jaiteh KO, Cubitt D, Milligan P, Whittle HC: Regional differences in HIV
trends in The Gambia: results from sentinel surveillance among pregnant
women. Aids 2003, 17:1841-1846.

Meda N, Ndoye I, M'Boup S, Wade A, Ndiaye S, Niang C, Sarr F, Diop I, Carael
M: Low and stable HIV infection rates in Senegal: natural course of the
epidemic or evidence for success of prevention? Aids 1999, 13:1397-1405.
Anderson RM, May RM: The population biology of the interaction between
HIV-1 and HIV-2: coexistence or competitive exclusion? Aids 1996, 10:1663-
1673.

Schmidt WP, Schim van der Loeff M, Aaby P, Whittle H, Bakker R, Buckner M,
Dias F, White RG: Behaviour change and competitive exclusion can explain
the diverging HIV-1 and HIV-2 prevalence trends in Guinea-Bissau.
Epidemiol Infect 2008, 136:551-561.

Kanki PJ, Travers KU, S MB, Hsieh CC, Marlink RG, Gueye NA, Siby T, Thior
I, Hernandez-Avila M, Sankale JL, et al.: Slower heterosexual spread of HIV-2
than HIV-1. Lancet 1994, 343:943-946.

Schim van der Loeff MF, Larke N, Kaye S, Berry N, Ariyoshi K, Alabi A, van
Tienen C, Leligdowicz A, Sarge-Njie R, da Silva Z, et al: Undetectable plasma
viral load predicts normal survival in HIV-2-infected people in a West
African village. Retrovirology 2010, 7:46.

Bakari M, Urassa W, Pallangyo K, Swai A, Mhalu F, Biberfeld G, Sandstrom E:
The natural course of disease following HIV-1 infection in dar es salaam,
Tanzania: a study among hotel workers relating clinical events to CD4 T-
lymphocyte counts. Scand J Infect Dis 2004, 36:466-473.

Ariyoshi K, Jaffar S, Alabi AS, Berry N, Schim van der Loeff M, Sabally S,
N'Gom PT, Corrah T, Tedder R, Whittle H: Plasma RNA viral load predicts the

97



212.

213.

214.

215.

216.

217.

218.

219.

220.

221.

222.

223.

224.

225.

98

rate of CD4 T cell decline and death in HIV-2-infected patients in West
Africa. Aids 2000, 14:339-344.

Thiebaut R, Matheron S, Taieb A, Brun-Vezinet F, Chene G, Autran B: Long-
term nonprogressors and elite controllers in the ANRS COS HIV-2 cohort.
AIDS 2011, 25:865-867.

Borkow G, Weisman Z, Leng Q, Stein M, Kalinkovich A, Wolday D, Bentwich
Z: Helminths, human immunodeficiency virus and tuberculosis. Scand J
Infect Dis 2001, 33:568-571.

Otten RA, Adams DR, Kim CN, Pullium JK, Sawyer T, Jackson E, Folks TM,
Butera S: Chronic HIV-2 infection protects against total CD4+ cell depletion
and rapid disease progression induced by SHIV89.6p challenge. A/DS 2004,
18:1127-1135.

Redd AD, Dabitao D, Bream JH, Charvat B, Laecyendecker O, Kiwanuka N,
Lutalo T, Kigozi G, Tobian AA, Gamiel J, et al: Microbial translocation, the
innate cytokine response, and HIV-1 disease progression in Africa. Proc Nat!
Acad Sci U S 42009, 106:6718-6723.

Deeks SG, Kitchen CM, Liu L, Guo H, Gascon R, Narvaez AB, Hunt P, Martin
JN, Kahn JO, Levy J, et al: Immune activation set point during early HIV
infection predicts subsequent CD4+ T-cell changes independent of viral load.
Blood 2004, 104:942-947.

Giorgi JV, Lyles RH, Matud JL, Yamashita TE, Mellors JW, Hultin LE, Jamieson
BD, Margolick JB, Rinaldo CR, Jr., Phair JP, Detels R: Predictive value of
immunologic and virologic markers after long or short duration of HIV-1
infection. J Acquir Immune Defic Syndr 2002, 29:346-355.

Cavaleiro R, Sousa AE, Loureiro A, Victorino RM: Marked
immunosuppressive effects of the HIV-2 envelope protein in spite of the
lower HIV-2 pathogenicity. Aids 2000, 14:2679-2686.

Schindler M, Munch J, Kutsch O, Li H, Santiago ML, Bibollet-Ruche F, Muller-
Trutwin MC, Novembre FJ, Peeters M, Courgnaud V, et al: Nef-mediated
suppression of T cell activation was lost in a lentiviral lineage that gave rise
to HIV-1. Cell 2006, 125:1055-1067.

Arya SK, Gallo RC: Human immunodeficiency virus (HIV) type 2-mediated
inhibition of HIV type 1: a new approach to gene therapy of HIV-infection.
Proc Natl Acad Sci U S A 1996, 93:4486-4491.

Kokkotou EG, Sankale JL, Mani I, Gueye-Ndiaye A, Schwartz D, Essex ME,
Mboup S, Kanki PJ: In vitro correlates of HIV-2-mediated HIV-1 protection.
Proc Natl Acad Sci U S A 2000, 97:6797-6802.

Akimoto H, Kaneko H, Sekigawa I, Hashimoto H, Kaneko Y, Yamamoto N:
Binding of HIV-2 envelope glycoprotein to CD8 molecules and related
chemokine production. /mmunology 1998, 95:214-218.

Al-Harthi L, Owais M, Arya SK: Molecular inhibition of HIV type 1 by HIV
type 2: effectiveness in peripheral blood mononuclear cells. 4/DS Res Hum
Retroviruses 1998, 14:59-64.

Zheng NN, Kiviat NB, Sow PS, Hawes SE, Wilson A, Diallo-Agne H, Critchlow
CW, Gottlieb GS, Musey L, McElrath MJ: Comparison of human
immunodeficiency virus (HIV)-specific T-cell responses in HIV-1- and HIV-
2-infected individuals in Senegal. J Virol 2004, 78:13934-13942.

Zheng NN, McElrath MJ, Sow PS, Hawes SE, Diallo-Agne H, Stern JE, Li F,
Mesher AL, Robinson AD, Gottlieb GS, et al: Role of human



226.

227.

228.

229.

230.

231.

232.

233.

234.

235.

236.

237.

immunodeficiency virus (HIV)-specific T-cell immunity in control of dual
HIV-1 and HIV-2 infection. J Virol/ 2007, 81:9061-9071.

Weiss RA, Clapham PR, Weber JN, Whitby D, Tedder RS, O'Connor T,
Chamaret S, Montagnier L: HIV-2 antisera cross-neutralize HIV-1. Aids 1988,
2:95-100.

Nowak MA, Anderson RM, Boerlijst MC, Bonhoeffer S, May RM, McMichael
AlJ: HIV-1 evolution and disease progression. Science 1996, 274:1008-1011.
Markham RB, Wang WC, Weisstein AE, Wang Z, Munoz A, Templeton A,
Margolick J, Vlahov D, Quinn T, Farzadegan H, Yu XF: Patterns of HIV-1
evolution in individuals with differing rates of CD4 T cell decline. Proc Nat!
Acad Sci U S A 1998, 95:12568-12573.

Manhart LE, Mostad SB, Baeten JM, Astete SG, Mandaliya K, Totten PA: High
Mycoplasma genitalium organism burden is associated with shedding of
HIV-1 DNA from the cervix. J Infect Dis 2008, 197:733-736.

Mavedzenge SN, Van der Pol B, Weiss HA, Kwok C, Mambo F, Chipato T, Van
der Straten A, Salata R, Morrison C: The association between Mycoplasma
genitalium and HIV-1 acquisition among women in Zimbabwe and Uganda.
AIDS.

Hontelez JA, van der Loeff MF, Peterson I, Peterson K, Ahadzie B, Cotten M,
Sarge-Njie R, Whittle H: Declining Trend of Serological Syphilis Among
Genitourinary Medicine Patients in the Gambia, West Africa. Sex Transm Dis
2009.

van Tienen C, van der Loeff MF, Peterson I, Cotten M, Holmgren B, Andersson
S, Vincent T, Sarge-Njie R, Rowland-Jones S, Jaye A, et al: HTLV-1 in rural
Guinea-Bissau: prevalence, incidence and a continued association with HIV
between 1990 and 2007. Retrovirology, 7:50.

Ison CA, Pepin J, Roope NS, Demba E, Secka O, Easmon CS: The dominance of
a multiresistant strain of Neisseria gonorrhoeae among prostitutes and STD
patients in The Gambia. Genitourin Med 1992, 68:356-360.

Adegbola RA, Sabally S, Corrah T, West B, Mabey D: Increasing prevalence of
penicillinase-producing Neisseria gonorrhoeae and the emergence of high-
level, plasmid-mediated tetracycline resistance among gonococcal isolates in
The Gambia. Trop Med Int Health 1997, 2:428-432.

Brody S, Potterat JJ: Assessing the role of anal intercourse in the epidemiology
of AIDS in Africa. Int J STD AIDS 2003, 14:431-436.

Mbabazi PS, Andan O, Fitzgerald DW, Chitsulo L, Engels D, Downs JA:
Examining the Relationship between Urogenital Schistosomiasis and HIV
Infection. PLoS Negl Trop Dis, 5:¢1396.

Clements AC, Garba A, Sacko M, Toure S, Dembele R, Landoure A, Bosque-
Oliva E, Gabrielli AF, Fenwick A: Mapping the probability of schistosomiasis
and associated uncertainty, West Africa. Emerg Infect Dis 2008, 14:1629-
1632.

99



