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ABSTRACT 

Human Immunodeficiency Virus (HIV), the aeti%gic agent of Acquired 

Inullllllodeficiency Syndrome (AIDS) is known to manifest high degree of genetic variability. 

Based on the genomic structure two types of HIV, HIV-l and HIV-2 are known to date. The 

presence of a distinct strain of HIV-l in Ethiopia has been reported. Differences in the pattern 

of viraemia and immunologic reactions from the one documented in European and North 

American patients has been observed in Ethiopians infected with this virus. Treatment with 

azidothymidine (AIT) has been shown to result in decreased serum levels of P2-microglobulin 

(PrM), tumour necrosis factor alpha (TNF-a) and neopterin in the European and North 

American HIV-l patients. Whether there are differences in sensitivity to antiviral compounds, 

such as AZf, dideoxyinosine (ddl) or interferon alpha (IFN-(J.) in Ethiopian HIV-l strains and 

the effect of treatment on the immunological reactions were not known. The in vitro sensitivity 

of 8 Ethiopian strains to antiviral compounds was investigated in parallel with 8 Swedish 

strains all from untreated AIDS patients. The antiviral effects were measured by p24 antigen 

capture EUSA and Reverse transcriptase activity assay. A pilot controlled study of 200mg and 

600mg oral AZT was conducted in 53 HIV-l infected Ethiopians. The treatment effects were 

evaluated by assessment of the clinical status of the patients and the measurement of serum 

levels of PrM, TNF-(J. and neopterin. No statistically significant difference in drug sensitivity 

was found between the Ethiopian and The Swedish strains to All, ddl and IEN-(J. in vitro. In 

the majority of the treated patients improvement in their clinical conditions was reported and 

a gain in body weight was observed. A statistically significant decrease in the levels of PrM, 

TNF-(J. and neopterin were found in the treated patients in contrast to the control patients. 

- xi -
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1. INTRODUCTION 

1.1 PROPERTIES OF RETROVIRUSES 

Retroviruses consists of a group of viruses with an RNA 

genome. These viruses specifically contain the enzyme, reverse 

transcriptase (RT) (Baltimore D. 1970; Coffin et al. 1992). After 

infecting a cell, the viral RNA genome is transcribed by the RT 

to a double stranded DNA. The DNA is most often integrated into 

the chromosomal DNA of the host cell, 

remain unintegrated. The DNA serves 

although some DNA may 

as a template for the 

production of further viral genomes, utilizing the replicative 

mechanisms of the host cells (Shaw et al. 1984; Greene et al. 

1991) . 

The retroviruses are divided into three subfamilies: 

Oncovirinae, Spumavirinae, and Lentivirinae. These viruses cause 

a wide variety of diseases in man and vertebrate animals, ego 

immunodeficiency syndromes, malignant diseases, CNS disorders, 

and autoimmune aberrations (Varmus et al. 1988). The most 

important retrovirus for humans, the human immunodeficiency virus 

(HIV) , belongs to the Lentivirinae subfamily (Gonda et al. 1985; 

Chui et al 1985). 

1.2 HUMAN IMMUNODEFICIENCY VIRUS 

The first cases of an immunodeficiency syndrome, now 

referred to as acquired immunodeficiency syndrome (AIDS), were 

reported ln a group of homosexuals from the Uni ted States of 
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America (USA) (Gottlieb et al 1981, Masur et al. 1981). In 1983, 

HIV was isolated for the first time from a homosexual man with 

persistent generalized lymphadenopathy (PGL) in France 

(Barre-Sinoussi et al, 1983). The virus was later identified as 

the cause of AIDS (Gallo et al. 1984; Levy et al. 1984). By 1986, 

a second type of HIV was isolated from healthy asymptomatic 

individuals in West Africa (Clave1 et al. 1986). Nucleotide 

sequence analysis showed that this virus differed from the 

previous HIV strains by more than 55% of the nucleotides (Clavel 

et al 1986). The virus isolated first was named HIV-1 and the 

West African type HIV-2 (Coffin et al 1986). 

The HIV genome encompasses the three major retrovirus genes, 

group speci fic ant igen (lliill), polymerase (l22l) and envelope 

(env) , as well as three genes with regulatory functions and two 

more accessory genes, which are necessary in the replicative 

process of the virus (Ratner et al.1985, Varmus et al. 1988). The 

lliill gene codes for the viral core proteins, such as the p24 

antigen, the l22l gene codes for the RT, and the env gene for the 

envelope glycoproteins, i.e gp120, and gp41 (Cullen and Greene 

1990) . HIV manifests a high degree of genetic variability in vivo 

(Alizon et al. 1986; Hahn et al. 1986). Thus, genetically 

different strains can be identified in the same HIV infected 

person at different times, and even at the same time (Fisher et 

al. 1988). Most of the diversity is located in the env region 

which greatly increases the difficulty of preparing an effective 

vaccine against HIV. The genes coding for the central core 
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proteins are the most stable ones. It is possible that this 

genetic variation may result in HIV strains that differ in their 

ability to infect and cause disease, and also in their 

sensitivity to antiviral drugs (Mohri et al. 1993), although, the 

variation in the QQl gene where the drug acts is rather limited. 

An important characteristic of HIV is that its replication 

in vivo may be restricted, resulting in the maintenance of HIV in 

a latent form in T cells and macrophages (Bednaririk and Folks 

1991). The absence of expressed viral proteins, results in 

persistently infected cells, which remain invisible to the host 

immune system. HIV's main target cells are the lymphocytes 

bearing the CD4 surface antigen (Klatzmann et al. 1984). The 

virus also has a tropism to other CD4-bearing cells such as 

monocytes, macrophages, and microglia cells (Levy et al. 1985; 

Gartner et al. 1986; Schnittman et al. 1989). The infection of a 

cell by HIV occurs by a binding of the virus through its outer 

protein, gp120, to the CD4 antigen on the surface of the 

susceptible cells. This process is followed by penetration and 

uncoating. Once inside the cytoplasm of the host cell, the viral 

coded RT transcribes the viral RNA genome to DNA. The proviral 

DNA is then integrated into the cellular DNA, where it may remain 

silent, until reactivated. Reactivation results in replication of 

the virus, where mechanisms of the host cell are utilized for the 

synthesis of viral genomic and messenger RNA (mRNA). The mRNA is 

translated and the proteins are processed and assembled at the 

plasma membrane of the host cell. The mature virions are later 
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released by budding into the blood stream (Haseltine 1988). 

Routes of Transmission 

HIV has been isolated from blood (Gallo et al. 1984), semen 

and genital secretions (Zagury et al. 1984), as well as from 

other body fluids such as cerebrospinal fluid (CSF) , saliva, and 

breast milk (Groopman et al. 1984; Ho et al. 1985). The major 

route of transmission of HIV infection is sexual contact (Levy 

1993). Exposure to contaminated blood and blood products, 

inoculation through needle sticks and the sharing of contaminated 

needles by intravenous drug abusers and perinatally from mother 

to their infants are also important routes of transmission 

(Curran et al. 1985; Ades et al. 1991). 

There is no epidemiological evidence for the spread of the 

virus by aerosol, saliva, casual contact or insects (Friedland et 

al. 1986; CDC 1986; Lyons et al. 1986). 

Methods of Detection and Diagnosis 

HIV can be isolated from blood, CSF, plasma, serum, saliva 

and tissues by co-cultivation with susceptible target cells 

(Ehnrst et al. 1988). This method detects infectious HIV virions. 

An alternative method to detect HIV is the polymerase chain 

reaction (PCR) , whicl1 is used to identify HIV DNA or RNA in 

uncultured peripheral blood mononuclear cells (PBMC) and 

cell-free plasma respectively (Kwoks et a1. 1987). These two 

methods are both expensive and laborious. Thus, they cannot be 
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used as diagnostic tools for a large number of patients. 

Kits which are relatively inexpensive are commercially 

available for the detection of either HIV-antigens or antibodies 

to HIV by following rather simple enzyme linked immunosorbent 

assays (ELISA). HIV-l antigen is a low sensitivity marker for 

detection of HIV infection since it is present only transiently 

prior to seroconversion and later it is complexed by specific 

antibodies. For this reason antigen testing should not be 

considered as a substitute for antibody testing as a screening 

test for HIV infections. Since detectable amounts of antibodies 

are available, throughout the illness, once they have developed, 

the antibody tests should be used for the diagnosis of HIV 

infection. However, repeated and confirmatory tests are 

recommended to verify the specificity of positive reactions. 

Antigen tests however, do have important application in 

monitoring the presence of HIV-l antigens in co-cultures of 

peripheral blood lymphocytes and monitoring treatment of HIV-l 

infected individuals with antiviral drugs. 

Immune Responses 

Antibodies to a number of viral antigens develop soon after 

infection, but the response pattern changes during the progress 

of infection. Thus, antibody levels to envelope glycoproteins are 

maintained, but those to the core proteins decline. Sustained 

protective immunity against HIV is not readily achievable, 

because HIV escapes immune responses by developing glycoprotein 
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antigens with different structures on the outer membrane (Cloyd 

and Holt 1987; Harada et al. 1987). 

Cytotoxic T-cells and antibody dependent cellular 

cytotoxicity can lead to lysis of cells producing the virus 

(Evans et al. 1989; Autran et al. 1991). However, since the virus 

also exists in a latent form, it may escape immune surveillance. 

A variety of factors induced by stimulation with antigens 

and other physiologic cellular signals have been identified which 

can stimulate HIV-1 latently infected cells (Rosenberg et al. 

1989). The three substances, beta 2-microglobulin (~2-M), 

neopterin and tumour necrosis factor alpha (TNF-U) may be used as 

markers of activation of the cellular immune system. There is a 

correlation between the levels of these factors in serum, urine, 

or CSF, and the clinical outcome of HIV-l infection (Lahdevirta 

et al. 1988; Sonnerborg et al. 1989). It has been demonstrated 

that activation of the cellular immune system is a regular 

feature of the early stages of HIV-l infection and increases as 

the infection progresses (Franzetti et al. 1988; Sonnerborg et 

al. 1989). 

Beta2-microglobulin is a low molecular weight protein that 

forms the light chain of the class I major histocompatibility 

complex (MHC) antigens on the surface of nucleated cells 

including Band Tlymphocytes and macrophages (Cresswell· et 

al.1974). The substance is synthesized and secreted by many types 

of normal and malignant cells of hematopoietic, mesenchymal and 

epithelial origin (Ervin and Nilsson 1974). Increased levels of 
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P2-M are considered to reflect activation of the cellular immune 

system or increased cell membrane turnover in viral diseases 

including HIV infection (Bhala et al. 1983; Cooper et al. 1984). 

Neopterin is a pyrazino-pyrimidine compound derived from 

guanosine-triphosphate. It is produced by macrophages and 

monocytes mainly after stimulation by IFN-gamma (Bitterlich et 

al. 1988). Interleukin 2 (IL-2), TNF-u and IFN-U may also 

stimulate neopterin secretion, probably via a cytokine cascade 

that includes production of IFN-gamma (Bitterlich et al. 1988; 

Troppmair et al. 1988). IFN-gamma is produced by T-lymphocytes 

and constitutes a major activator of antigen presenting cells. 

Thus, neopterin by being an indirect marker of IFN-gamma 

production may give information about the activity of T 

lymphocytes. By being a direct activation product it may also 

give information about macrophages. Elevated levels of neopterin 

in serum and urine have been documented in people with HIV-1 

infection (Lambin et al. 1988) and in the CSF of patients with 

HIVencephalopathy (S6nnerborg et al. 1989). 

Tumour necrosis factor alpha (TNF-U) is a 17 KOa polypeptide 

produced mainly by cells of the monocyte/macrophage lineage upon 

immunological stimulation (Beutler and Cerami 1986). A 

stimulating effect of TNF-U on HIV-1 replication in cultured 

mononuclear cells has been reported (Folks et al. 1989) and it 

has been claimed that TNF-U may play an instrumental role in the 

reactivation of latent HIV-1 infection (Matsuyama et al. 1991). 

Early increases in the production of TNF-a have been documented 
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in HIV-1 infections in Ethiopian patients with a more pronounced 

increase being observed with progress of the disease (Ayehunie 

et a1. 1993) as compared to European patients. Increased levels 

of TNF-a have been associated with weight loss in animals 

infested with parasites and in patients with AIDS related complex 

(ARC) or AIDS in Europe and the USA (Lahdevirta et al. 1988). The 

association of TNF-a with weight loss in African HIV-1 infected 

patients, however, has been studied only to a limited extent. 

The disease AIDS 

HIV causes a persistent chronic infection, which results in 

a debilitating progressive disease. Thus, the virus does not 

transform the cells, but destroys them. Since CD4 lymphocytes are 

essential effectors of the immune response, the destruction of 

these cells results in an irreversible and profound 

immunosuppression, which renders the patient susceptible to 

opportunistic pathogens (Fahey et al., 1984; Fauci et al., 1988). 

AIDS in Africa is caused by both HIV-1 and HIV-2, though the 

proportion of infections with these viruses varies from one 

country to another within the continent (Clavel et al., 1987; 

Santos-Ferreira et al.1990). Most of AIDS patients in Europe and 

the USA are homosexual men, intravenous drug users or recipients 

of blood products, while in Africa, the majority of cases are 

heterosexual men and women with no history of intravenous drug 

use or of receiving blood products (Melbeye et al. 1988; Carael 

et al. 1988). There are substantial number of paediatrics AIDS 
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patients residing in the continent indicating the importance of 

vertical transmission from infected mothers to their infants 

(Ryder et al. 1989). The rate of spread of the infection varies 

among different countries, being rapid in the most affected 

countries such as Malawi, Rwanda, Uganda, Tanzania, and Zambia. 

Within the same country the prevalence of the infection is higher 

in urban than in rural areas (Clumeck et al., 1985; Nzilambi et 

al., 1988». This variation in prevalence may indicate the 

relatively low chance of being infected with this virus in 

populations leading a stable married life. with the passage of 

time, however, this picture is changing and the number of 

reported cases has been steadily increasing in rural regions 

(Andersson et al. 1991) indicating the spread of the virus from 

urban to rural regions. Even though, it is difficult to assess 

the magnitude of HIV infection in Africa, the epidemic is 

steadily increasing in the general heterosexual population and 

among the major groups "at risk" such as female prostitutes, 

their male clients and patients attending sexually transmitted 

disease clinics (Anderson et al. 1991). According to the World 

Health Organization estimate, in early 1993 about 12 million 

adult HIV infections are found world wide, 7.5 million of them 

are African (WHO 1993). It is also estimated that this continent 

has the largest number of people with AIDS per million 

inhabitants (500-1000) (Santos-Ferreira et al. 1990). 

Clinical AIDS as defined by the Center for Disease Control 

(CDC) is characterized by opportunistic infections and malignant 
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diseases in patients without other known 

immunodeficiency (CDC, Morbid. Mortal. Wkly. Rep. 

causes of 

1985). Thus, 

AIDS is not a single illness, but represents a broad spectrum of 

clinical conditions. For the African situation a clinical case 

definition has been developed by WHO (Table 1). Among the 

patients, the number of associated illnesses and complications 

increases as the disease progresses. The later stage of the 

infection known as "full-blown AIDS" is often associated with 

diarrhoea and wasting syndrome, persistent fever, herpes zoster, 

and other skin disorders, bacterial, viral and fungal infections, 

persistent generalized lymphadenopathy (PGL) , and Kaposi's 

sarcoma. Kaposi's sarcoma which occurs in approximately 40% of 

homosexual men with AIDS in the USA is the most common malignancy 

associated with HIV infection, an otherwise rare tumour of the 

vascular endothelium. Although, this malignancy was endemic in 

some Central and East African countries such as Rwanda, Zaire, 

Uganda and Zimbabwe, it used to be extremely rare in young people 

(Dowing 1984; Wilcock et al. 1989). Its incidence has, however, 

increased with the advent of HIV infection in Africa (Wilcock et 

al., 1988). 

Other malignancies, such as B-cell lymphomas and non

Hodgkin's lymphoma may also develop in people with AIDS. 

The occurrence of neurologic manifestations in approximately 

60% of patients is an important component of AIDS (Navia et al. 

1986). HIV, opportunistic infections and the related tumours may 

cause such symptoms. These manifestations include encephalitis, 



progressive dementia, 

meningitis, chronic 

(McArthur et al. 1987). 

1J 

spinal cord inflammation, acute aseptic 

meningitis and peripheral neuropathy 

In addition to patients with typical AIDS, many patients 

have other symptoms such as persistent generalized 

lymphadenopathy (PGL) , fever, malaise, fatigue, night sweats, 

weight loss, loss of appetite, and diarrhoea, (Kaslov et al. 

1987). The frequency of lymphadenopathy is somewhat higher in 

African patients than in European and North American patients 

(Katzenstein et al. 1990). 

Of diseases not included ln the case definition pulmonary 

and/or disseminated tUberculosis, pneumonia, and central nervous 

system derangement seem to be important in African AIDS patients. 

These diseases may be used as some of the indicative diseases of 

particular consideration being tuberculosis which is diagnosed in 

a fairly high number of patients. 



Table 1. 

The ',o.IHO clinical 

Clinical manifestation 

Major symptoms 

case 

Weight loss greater than 10% 

of body weight. 

fever intermittent or constant 

for longer than one month. 

Chronic diarrhoea for longer than 

one month. 

12 

definition for AIDS in adults 

Minor symptoms 

Persistent cough for longer than 

one month. 

Generalized lymphadenopathy. 

Oropharyngeal candidiasis. 

Generalized pruritic dermatitis. 

Chronic progressive and disseminated 

Herpes simplex infection. 

Recurrent Herpes zoster infection. 

(1986) 

The African HIV epidemic displays several features that are 

different from those observed in Europe and North America (Quinn 

et al. 1985; Katzenstein et al., 1990). For instance, the 

patients often present with pronounced wasting known as "slim 

disease", the progress of infection is unusually rapid and the 

survival rate after the diagnosis of AIDS is relatively shorter 

(Perre et al. 1984; piot et al. 1984; Serwadda et al. 1985). It 

is not yet known whether this is due to the characteristics of 

the virus itself, to host genetic differences, to differences of 

the cellular immune system, such as an imbalance between TNF-U 

and IFN-U, or to the number of contacts with infectious agents, 

which stimulate CD4 cells to divide and thus stimulate the 

provirus to replicate (Katzenstein et al. 1990; Rosenberg et a1. 
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1990). It has been shown that the inherited genetic makeup of the 

host determines both the susceptibility of cells to HIV 

replication and the extent of effectiveness of the anti viral 

immune response. It may also be related to the mode of 

transmission of the virus, the major mode of transmission is 

homosexual contact in Europe and North America, whereas, 

heterosexual contact is the most common in Africa (piot et al. 

1984). The pattern of viraemia in African patients has been 

studied to a limited extent only. It seems, however, to differ 

from that in European and North American patients. For example 

p24 antigenaemia is rarely found in African patients and high 

levels of anti-p24 atibodies persist through out the course of 

infection (Van Den Akker et al. 1988; Katzenstein et al. 1990). 

Furthermore, the presence of more diverse strains of HIV-1 in 

Africa has been reported (Benn et al. 1985; Alizon et al. 1986). 

It is not known whether there is also a difference in sensitivity 

to anti-HIV compounds, such as 3'-azido-3'-deoxythymidine (AZT) , 

2',3'-dideoxyinosine (ddI), and IFN-a of isolates from African 

patients. 

1.3 ANTIVIRAL CHEMOTHERAPEUTIC AGENTS 

Chemotherapeutic agents acting against viruses may be 

categorized into three broad groups: virucides, antivirals and 

immunomodulating agents. Virucides inactivate intact viruses, 

antivirals inhibit viral replication and immunomodulating agents 

augment or modify the host response to the infection. 
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The main objective in developing antiviral chemotherapy is 

selectivity. Thus, the aim is that, the agent selectively 

inhibits the virus without affecting the host cells or cellular 

processes. However, viral replication depends primarily on host 

cell metabolic functions. The challenge has been to identify the 

specific steps in the life cycle of the virus which can be 

exploited for therapeutic intervention. These speci fic steps 

include attachment to the cell, uncoating of the viral genome, 

transcription of the viral genome, assembly of the progeny 

viruses and release of the mature virions. Despite the fact that 

many compounds have exhibited antiviral activity in vitro, these 

compounds in people are associated with low therapeutic ratios or 

unacceptable toxicity. Furthermore, since these agents inhibit 

the ongoing replication at the host cell level, they cannot 

eliminate latent viruses. The development of viral resistance to 

antiviral drugs is another difficulty, which may limit the 

usefulness of these drugs. Because of these and other related 

problems, only a limited number of antiviral drugs have been 

proven to be clinically useful. 

Nucleoside analogues in the treatment of HIV infection 

No prophylactic or therapeutic vaccine against HIV is 

available at present nor will it be in the near future. 

Therefore, nucleoside analogues have become important in the 

treatment of HIV infection. For viral replication, 

deoxyribonucleoside triphosphates (dNTP) are essential 
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substrates. Nucleoside analogues in the triphosphate form are 

capable of inhibiting viral synthesis. These substances, however, 

cannot be given directly since they are too heavily charged to 

cross the plasma membrane, and because of their short half life. 

HIV does not code for nucleoside phosphorylating enzymes of its 

own, and depends therefore on cellular phosphorylating enzymes 

(Haseltine 1989). 

A number of different nucleoside analogues have been shown 

to have inhibitory activity against HIV in vitro; most of these 

are dideoxynucleosides (ddNs) , eg. azidothymidine (AZT) , 

dideoxyinosine (ddI), dideoxycytosine (ddC) , and 

fluorodeoxythymidine (FLT) These nucleoside analogues must be 

phosphorylated to the active triphosphate species, by cellular 

phosphorylating enzymes, before being recognized as nucleic acid 

(NA) building blocks by NA polymerases (Fig.l) 

Fig. 1. 

The metabolism of nucleoside analogues. 

ddN--------> ddNMP--------> ddNDP--------> ddNTP 

cellular phosphorylating enzymes. 

The RT enzyme of HIV normally uses as substrates the 

deoxynucleoside triphosphates (dCTP, dTTP, dGTP, dATP) found in 
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the cell and incorporates them into the growing DNA chain (Goff 

S., 1990). The RT may also use dideoxynucleoside (ddN) analogues 

as a substrate. Furthermore, it does not excise the 

inappropriately incorporated nucleotides because of the absence 

of proof-reading activity. Once the triphosphates of the ddN 

analogue are inserted into the growing chain no further 

polymerization takes place. 

To date three ddN analogues, AZT, ddI, and ddC are the only 

licensed drugs to treat AIDS/HIV-infection. Their mechanisms of 

action are similar to those of ddNs, acting as NA chain 

terminators. 

AZT: 3'-azido-3'-deoxythymidine (AZT) , is a thymidine 

analogue, in which the 3 '-hydroxyl has been replaced by an azido 

(-N3) group. ~, also known as azidothymidine or zidovudine, was 

synthesized in 1964 (Horwitz et al. 1964). Antiviral activity 

was found against the Friend murine leukemia virus in 1974 

(Ostertag et al. 1974). Thereafter, it has been shown to inhibit 

many other mammalian retroviruses. Later the antiviral activity 

of AZT against HIV-1 was demonstrated both in vitro (Mitsuya et 

al. 1985) and in vivo (Yarchoan et al. 1986). Two mechanisms are 

considered to contribute to its inhibitory action; i.e. its 

binding to HIV-RT, and incorporation into the growing DNA strand, 

which leads to chain termination, and competitive inhibition of 

thymidylate kinase, which synthesize thymidine 5'-triphosphate 

from thymidine diphosphate, resulting in reduced levels of the 

former (Furman et al. 1986). 
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AZT ~s rapidly absorbed after oral administration and 

reaches its peak serum concentration within 30-90 minutes. The 

mean half life is about 1 hour. It is metabolized primarily by 

glucuronidation and excreted in the urine. The drug passes the 

blood brain barrier effectively (Hirsch 1988). 

Treatment with AZT has been shown to result in clinical and 

immunological improvement in patients both in the early and 

advanced stage of HIV infection (Fischl et al. 1987; Graham et 

al. 1992). Divergent results have, however, been obtained 

concerning the long-term effects on patients in the early stages 

of infection (Seligmann M. 1993; Volberding et al. 1993). 

! , , '" r , 

associated wi th the developmer'Lt:. ~f: ~~?<~b. (3 id~ ':ef {ebt:s> :S~b,h: as 
" ;, ;: : . , " ; , ,.',"" , . , 

macrocyt ic anaemia, neut ropen',ia ,~ lie:n4a;ch8, i :n~.;).sea: :~'~rgia, i3.nd 
. .:;,,', , ;,," , ,," . { 

insomnia (Richman et al. 198i). , " 

:, , 
Another problem related ·,t9. t:;re,atI)1ent, 9f ,BDI, iIl.f.ecticm with 

AZT is the selection of AZT-resistant strains in patients on long 

term therapy (Larder et al. 1989). This resistance is associated 

with multiple mutations in the pol gene (Larder and Kemp 1989), 

which codes for the viral enzyme RT. 

ddI: The association of AZT therapy with dose-limiting 

adverse effects and the emergence of resistant variants, have 

made alternative therapies important. The major alternative today 

is ddI which has a potent anti-HIV effect in vitro (Mitsuya and 

Broder 1986; Mitsuya et al. 1987). Clinically it has been shown 
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to be effective in treating HIV-1 infected patients and to be 

tolerated better than AZT (Yarchoan et al. 1989; Cooley et al. 

1990). Furthermore, HIV isolates, resistant or less sensitive to 

AZT have shown sensitivity to ddI in vitro (Larder 1990). 

ddI is a dideoxynucleoside analogue of a naturally occurring 

purine nucleoside, inosine. It is supposed to be converted to its 

active metabolite in the cytoplasm of the target cells and exerts 

its action through a mechanism similar to that of ~. It has 

been shown to be effective clinically in the treatment of HIV 

infection and to have an acceptable toxicity profile (Yarchoan et 

al. 1989). 

Interferons (IFNs) 

IFNs are host coded proteins, elaborated by infected cells 

in response to viral infection. There are three basic subtypes of 

Interferon (IFN): -alpha, -beta and -gamma with roughly 

equivalent antiviral activity. They are almost always host 

species specific, but not virus specific. Different classes of 

IFN are produced by different cell types. IFN-alpha is 

synthesized predominantly by leukocytes, IFN-beta mainly by 

fibroblasts, and IFN-gamma only by lymphocytes. 

The mechanism of action of IFN activity is not well 

understood, but it is known that IFNs are not directly antiviral 

but, induce an antiviral state by causing biochemical changes in 

the exposed cells that lead to resistance to viral infection. It 

may stop viral budding but probably act at other steps in the HIV 
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life cycle as well. Viral infection of host cells triggers 

transcription and translation of IFN genes. Once the proteins are 

produced they are processed, transported to the cell surface and 

released. Then, the free IFN molecules bind to surface receptors 

of uninfected cells which results in the production of an 

intra-cellular messenger protein by which the antiviral effect of 

IFN is mediated. Depending on the virus and cell type, the effect 

on viral replication may involve inhibition of viral binding and 

penetration, inhibition of synthesis or methylation of mRNA, 

inhibition of translation of viral proteins or inhibition of 

viral assembly or release. 

IFN-U has been shown to suppress HIV-1 replication both in 

vitro (Ho et al. 1985; Hartshorn et al. 1987) and in vivo 

(Berglund et al. 1991). The effect on African HIV-1 strains in 

vitro has, however, not been analyzed. 

1.4 HIV INFECTION IN ETHIOPIA 

The first cases of AIDS in Ethiopia were reported in 1986 

(Lester et al. 1988) although, the presence of HIV infection in 

the country, had been shown serologically in 1984 (Tsega et al. 

1988). The sera survey data accumulated over the past few years 

1982 through 1989 (Tsega et al 1988; Kefenie et al. 1989) 

indicates a progressing HIV epidemic allover the country. The 

known number of cases has increased at an alarming rate from I in 

1986 to 6726 as of June 1993 (National AIDS Control Prog. 

Ministry of Health, A.A.). Despite the fact that reports were 
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obtained from almost all regions, 40.3% of the indicated number 

were residents of the capi tal ci ty, Addis Abeba. From this 

report, the importance of the problem can be emphasized by 

analyzing the HIV-1 prevalence in relation to some selected 

variables such as sex, age, history of risk factors such as 

multi-partner sexual contact (MPSC), sexuallly transmitted 

diseases (STDs) and clinical signs and symptoms with which the 

patients present. Of the 6726 reported cases 62.7% were males and 

37.3% females (a ratio of 1.7:1.0). Since the most important mode 

of transmission in Ethiopia is heterosexual, this di fference 

probably indicates that females do not go to health care 

institutions in search of medical services as often as males do 

because of certain social and economic problems. Considering the 

prevalence by age, those between 15-49 represent 93.83%, and 

paediatrics cases 1.46%. That the highest percentage of cases is 

in the younger age groups of the society is alarming to a country 

facing many social and economic problems because these age groups 

are the most active economically and socially. The spread of HIV 

virus will sooner or later result in a population imbalance 

unless strict measures are undertaken to control the spread of 

the virus. When cases were analyzed by risk factors, those with 

a history of multi-partner sexual contact constitute the highest 

percentage (84.05%) of patients, while history of presence of 

sexually transmitted diseases (National AIDS Control Prog. 

Ministry of health, A.A. Feb. 1993) was the next most important 

factor (24.79%). The positive association of increased HIV-1 
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seroprevalence and the history of STDs has already been 

documented (Kefenie et al. 1991). Since the case report to the 

AIDS Control Office (June 1993) represents only those patients 

who visited health care institutions, the actual number is 

probably much higher. Even though it is difficult to know the 

actual carrier rate, reports obtained from blood banks, and other 

surveillance studies indicate a high rate of HIV-1 sero 

positivity in apparently healthy segments of the population 

(Kefenie et al. 1989; zewdie et al 1992). Since the most affected 

age groups are those between 15 and 49, and both sexes are 

affected by the infection at a comparable rate, the major route 

of transmission would seem to be heterosexual contact. The fact 

that perinatal transmission from infected mothers to their 

offspring is another important mode of transmission, is reflected 

in the higher prevalence rate in the age group of < 4 years 

(1.34%) as compared to the age group 5-14 years (0.12%). The 

lower rate of HIV-1 prevalence in older children may indicate the 

importance of other routes of infection such as blood 

transfusion, and perhaps the usage of unsterile blades or other 

appliances in traditional practices in the transmission of the 

virus as well as early death of the children infected perinatally 

before the age of 5 years. In addition, repeated use of 

hypodermic needles, which is a common practice at health 

institutions may contribute to the transmission of the agent 

unless the proper sterilization procedures are strictly followed. 

It has been well documented that accidental exposure to 
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contaminated needles results in HIV-1 infection (Lange et al. 

1990) . 

According to the Department of AIDS Control report, patients 

often present with the three major clinical features as defined 

by WHO (Table 1). Of the three features marked weight loss has 

been documented in the majority of patients (92.92%), prolonged 

fever in 88.2%, and chronic diarrhoea in 68.1% of the reported 

cases. In addition to nutritional factors an early increase in 

the TNF-U level in Ethiopian patients with AIDS (Ayehunie et al. 

1993) may have an association with weight loss. Most of the minor 

signs and symptoms associated with AIDS have been seen in 

patients as well, but in varying proportions. Of the symptoms not 

included in the clinical case definition, tuberculosis should be 

given special attention in Ethiopia because it has been reported 

in a considerable proportion of the patients with AIDS. Although, 

an extensive study has not been done, one report (Kefenie et al 

1990) has documented the positive association of HIV-1 and 

tuberculosis in Ethiopian patients. 

Although, only a few of the Ethiopian HIV-1 isolates have 

been characterized, important information has been collected 

regarding the HIV-1 strains in Ethiopia and the virological and 

immunological reactions resulting from infections with this 

virus. In the polymerase chain reaction (PCR), the isolates 

exhibited different patterns of reactivity from the Swedish HIV-1 

isolates (Ayehunie et al 1990). Furthermore, a phylogenetic tree 

analysis of the Ethiopian HIV-l isolates from a 1988-89 sample 
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collection demonstrated the presence of a separate strain of HIV-

1 distinct from the European, North American, and other African 

strains sequenced at that time (Ayehunie et al 1991, fig. 2.a,b). 

The results from more extensive nucleic acid sequence analysis of 

specific regions in the env and gag genes of the provirus of 

Ethiopian HIV-1 strains provided evidence for the presence of a 

highly divergent strain of the HIV-1 virus in Ethiopia (Ayehunie 

et al. 1992). Moreover, these strains have been found to posses 

a unique amino acid sequence at the tip of the V3 loop of the 

envelope protein (Ayehunie et al. 1993). These strains seem to 

have developed early in the phylogenesis of HIV-1 and can now be 

classified as belonging to HIV-1 subtype C (Ayehunie et al 1990, 

91). It has also been reported that, virological and 

immunological reactions in Ethiopian individuals infected with 

this virus show different reactivity from that documented earlier 

in European and North American patients. Despite frequent 

isolation of infectious virus from plasma, and detection of a 

higher proportion of anti p24 antibodies in serum, p24 antigen 

was rarely detected in the plasma of Ethiopian HIV-1 infected 

individuals as compared to Swedish patients (Ayehunie et al. 

1992). Cellular immune activation markers such as TNF-a, and 

neopterin levels were found to increase in Ethiopian HIV-1 

infected individuals in a pattern similar to that of Swedish 

subjects (Ayehunie et al. 1993), although, higher levels were 

found in Ethiopian sera. The detection of greatly elevated levels 

of TNF-a in Ethiopian HIV-1 infected sera suggest that the 
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Ethiopian HIV-l strains may be of the macrophage-T-cell tropic 

type (Ayehunie et al.1992). In contrast to Swedish subjects 

IFN-a was not frequently detected in Ethiopian HIV-l infected 

individuals (Ayehunie et al. 1993). Because of these differences 

it seemed important to ascertain if there were any differences in 

sensitvity to antiviral drugs in the Ethiopian HIV-l strains and 

to study the effects of treatment on these immunological markers. 
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Fig. 2.a. 

Phylogenetic tree for the env reading frame generated by the parsimony 

algorithm. All Ethiopian strains indicated by the prefix ETH, and the 

Swedish by SWE. (Reprinted from Ayehunie S. PhD. thesis, 1992) 

Fig. 2.b. 

OUTGROUP ROOTED HIV-l ENV TREE 
Phyllp/Doapar. 

Phylogenetic tree for the gag reading frame generated by the parsimony 

algorithm. The naming of the strains is as in fig. 2. a. (Reprinted 

from Ayehunie S. PhD. thesis, 1992) 

OUTGROUP ROOTED HIV-l GAG TREE 
Phyllp/Doopa .. 

'---= 
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2. AIMS OF THE STUDY 

I. To investigate the sensitivity of Ethiopian HIV-1 

strains to the antiviral compounds, AZT, ddI, and 

INF-O:, in vitro. 

II. To evaluate the anti-HIV-1 effects of low and 

intermediate doses of AZT in Ethiopian patients. 

III. To evaluate certain surrogate markers for monitoring 

anti-HIV treatment in Ethiopian patients 

3 . MATERIAL AND METHODS 

3.1 SENSITIVITY OF ETIOPIANN HIV-l ISOLATES TO ANTIVIRAL 

COMPOUNDS 

HIV-1 Strains 

The Ethiopian HIV-1 strains used in the in vitro sensitivity 

assay had been isolated from peripheral blood mononuclear cells 

(PBMCs) from Ethiopian untreated AIDS patients as described 

earlier (Ehnrst et al. 1988), idenntified as type 1 by Western 

and nucleotide sequencing (Ayehunie et al., 1991) by Dr. Seyoum 

Ayehunie. The Swedish strains used in the assay which had been 

isolated from untreated Swedish AIDS patients and characterized 

in a similar manner were provided by Stockholm Microbiological 
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central Laboratory (SMCL). The strains had been passaged 1-3 

times in PBMCs and stored at -70°C for 1-4 years. At the time of 

sampling, none of the antiviral compounds were in use in 

Ethiopia. The Ethiopian strains used in the assay have been shown 

not to be mixed with the European or North American Strains 

(Ayehunie et al 1991). For our experimental purposes eight 

Ethiopian and eight Swedish strains were selected for study. 

Cells 

Phytohaemagglutinin (PHA) stimulated PBMCs from healthy HIV 

seronegative Swedish blood donors (Ho et al. 1985; Rooke et al. 

1989) were used to grow the virus and as target cells in the in 

vitro drug experiments. These cells were also used as negative 

control cultures and as positive control cultures after virus 

inoculation. The cells were separated from the peripheral blood 

of healthy, HIV-1 seronegative Swedish blood donors by Fico11-

Hypaque gradient centrifugation (appendix I. 1). Sixty million 

cells were distributed into separate 200 ml tissue culture flasks 

(Falcon) and 20ml of RPMI-1640 culture medium containing 

phytohaemagglutinin (PHA) was added (appendix I. B). The cells 

were then, incubated at 37°C in a humidified atmosphere 

containing 5% CO, for three days. On the third day the cells were 

counted microscopically by the trypan blue exclusion method 

(appendix I. 1) to prepare the necessary cell concentration to be 

used as target cells. Three-day-old PHA-stimulated PBMCs were 

used in the cultivation of HIV-1 from cell free culture 
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supernatants (Ehnrst et al. 1988). It has been shown by other 

investigators that Ethiopian HIV-l strains grow effficiently in 

PBMCs obtained from the Ethiopian as well as the Swedish blood 

donors. 

The Test Compounds 

The following three antiviral drugs were evaluated in vitro: 

AZT (Burroughs, Wellcome), ddI (Bristol-Myers, Squib) and 

leukocyte-derived IFN-a (Bionative AB, UmeA, Sweden). The drugs 

were used in the following concentrations: AZT at 10, 1, 0.1, 

0.01, and 0.001 ~ (Land et al. 1990); ddI at 10, 5, 2.5, 1.25, 

0.625, 0.313, and 0.156 ~ (Mitsuya et al. 1986); IFN-a at 625, 

125, 25, 5, and 1 u/ml (Hartshorn et al. 1987). 

Preparation of the Test Compounds 

A concentrated solution of each test drug that is, 10~ AZT, 

10~ ddI, and 625u/ml IFN-a was prepared in RPMI-1640 complete 

cell culture medium (appendix I. A), from stock solutions, 0.5mM 

AZT, 1.0mM ddI, and 6X10' u/ml of IFN-a stored at -20°C. Suitably 

diluted test solutions of the drugs were prepared immediately 

before use from the concentrated solutions. This was done by 

diluting serially 1:10 for AZT, 1:2 for ddI, and 1:5 for IFN-a to 

produce concentrations which fit in with both the drug levels 

achievable in vivo and the 50% inhibitory concentrations (ICsos) 

assumed to distinguish resistant isolates from sensitive ones. 
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3.2 IN VITRO VIRAL SENSITIVITY ASSAY 

Analyses of both Ethiopian and Swedish viral strains were 

performed in parallel. In order to select the HIV-l strains to be 

used in the assay the RT activity was measured in the culture 

supernatants, which had been kept frozen at -70°C after thawing 

(see below). Before inoculation, 10xl06 3-day-old PHA-stirnulated 

PBMCs (see above) obtained from healthy, seronegative Swedish 

blood donors were incubated overnight with the test drugs at 

+37°C in a humidified atmosphere containing 5%C02 • Then the cells 

were washed with RPMI-1640 complete cell culture medium (appendix 

I. A) and pelleted by centrifugation at 1200 rpm for 7 minutes. 

After discarding the supernatant, an equal inoculum (9000 cprn) of 

each viral isolate was incubated with the target cells for 30 

min. The cells were washed as described above and thereafter 

transferred to separate 50ml tissue culture flasks (Ehnrst et al. 

1988). Then 10 ml of freshly prepared RPMI-1640 complete cell 

culture medium containing the test concentrations of each drug 

were added to the appropriate flasks. Half of the culture 

supernatants were recovered every 3 to 4 days and stored at -70°C 

until analysed. The culture supernatants recovered were replaced 

by an equal volume of freshly prepared culture medium containing 

the same concentration of the test drugs. Two positive control 

cultures of each isolate, and one negative control culture were 

included in each experiment. The positive controls consisted of 

the target cells infected with equal inocula of each virus 

isolate used in a particular experiment without being treated 
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with the drugs. The negative controls consisted of uninfected 

PBMCs used in the assay to which cell culture medium without 

drugs was added. The cultures were maintained for four weeks. The 

viral activity was measured at week 3 by the antigen capture 

ELISA and, whenever assay condition permitted by RT activity 

assay (appendix I. 2 & 3). The cultures involving AZT were also 

analyzed starting at week 1 up to week 4. It was decided to use 

the results from week 3, because, the amount of HIV-1 antigen was 

greatest in the positive controls at week 3. At week 4, the cells 

had started to die and the results were irregular. The 

concentrations of the drugs, which resulted in 50% inhibition 

(IC so ) of the p24 antigen or RT levels of the positive control 

cultures, were determined using an exponential regression curve. 

Based on earlier experience at Stockholm Microbiological Central 

Laboratory (SMCL), the isolates with an IC so of up to 0.05 JlM were 

considered to be sensitive, and those with an ICso between 0.05 

and 1. a JlM as partially sensitive, and those with an IC so > 1JlM 

as resistant. Since we used a flask method to run this assay, for 

convenience the assay was performed in a single culture. 

Detection of HIV in Cell-Cultures 

a) HIV-l Antigen Enzyme Immunoassay IEIA) 

The EIA used detects primarily p24, the core protein of 

HIV-1. The amount of HIV-1 p24 antigen in the culture 

supernatants of the in vitro drug sensitivity assay was 
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determined by a capture ELISA, as recommended by the manufacturer 

(Abbot Lab., Chicago, IL USA) (see appendix I. 3 for details). 

After the reaction was completed, the colour was developed with 

freshly prepared o-phenylenediamine (OPD) substrate solution, and 

the absorbance of the controls and the samples was determined by 

an ELISA reader. The culture supernatants, which ,gave absorbance 

values above the maximum, were suitablY diluted to get the actual 

antigen concentration. The concentrations of p24 antigen in each 

sample was obtained from a standardized curve estabilished at the 

SMCL. 

b) Radiometric RT Activity Assay 

The RT activity of HIV is considered to correlate with the 

number of infectious virus particles. The RT activity was 

measured after thawing the frozen culture supernatants, before 

initiation of the in vitro experiments. The same assay was also 

used, when the amount of virus was determined at the end of the 

in vitro sensitivity assays. Three ml of the thawed culture 

supernatants were ultracentrifuged at 55,000g, 30 min. The virus 

pellets thus obtained were disrupted in a lysis buffer containing 

0.1% Triton X-100, pH 7.4 at +4°C for 15 min. Since most of the 

reagents used to prepare the RT cocktail were highly temperature 

sensitive, the preparation of the cocktail and the mixing 

procedure were done in an ice bath. Ten ml of the virus lysate 

from each centrifuge tube was transferred to properly identified 

assay tubes and placed in an ice bath. Then 30 ml of the RT 
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cocktail at +4°C was added to each of the tubes and incubated at 

37°C for 60 min. The RT activity was then measured in a Searle 

analytic Inc Delta 300 6890 liquid scintillation system (RT 

assay, as developed by SMCL; for details see appendix I. 2) 

3.3 ANTI-HIV-l EFFECTS OF LOW AND INTERMEDIATE DOSES OF AZT IN 

ETHIOPIAN HIV-l INFECTED PATIENTS 

Patient population 

Fifty-three HIV-I infected individuals, 36 males and 17 

females, mean age: 32.6; range: 18-58 years (Table 2), who 

fulfilled the inclusion criteria (Table 3) were recruited 

consecutively to the clinical study from three hospitals in Addis 

Ababa. Most of the patients included were at pre AIDS stage and 

there were a few AIDS patiens in the study. There were no 

statistically significant clinical differences between the 

patients who received treatment and those who received the 

placebo (p = 0.56; Coded chi square). A further 18 patients who 

originally agreed to participate in the study were excluded 

within the first weeks of the study because of violation of the 

study protocol. Since these patients were evenly distributed 

among the three groups, no significant clinical differences were 

found between these and the other patients. 

Evaluation of Patients 

The HIV-1 infection was diagnosed by ELISA tests and 



33 

verified by Western blot. The patients ~Iere gIven a physical 

examination and a general medical history was taken by their 

physicians at the time of entry into the study. Physical 

examinations, including body weight, were repeated weekly up to 

4 weeks, every second week up to 12 weeks, monthly up to 24 weeks 

and thereafter at 2 weeks after cessation of the treatment. 

Routine laboratory analyses to determine haemoglobin levels, 

white blood count, platelet count, creatine phosphatase, and uric 

acid, were done regularly for patients receiving AZT, in order to 

monitor side effects, and twice (at the start and the end) for 

the controls. 

Table 2. 

Patients participating in the study grouped by dose, source, age and sex. 

AGE (Years) 

Dose Source T.No 18-27 28-37 38-47 >48 

~ A + P 19 7 6 3 3 

Intermed ALERT 19 7 4 6 2 

Placebo All 15 9 3 1 2 

A ::: Array hospital; P ::: Police hospital; ALERT::: All African Leprosy 

Rehabilitation Training Centeri All::: from all the three hospitalsj 

T.No ::: total number of patients; Intermed ::: intermediate dose. 

!~ 

15 

12 

9 

F 

4 

7 

6 
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Table 3. 

Inclusion and exclusion criteria for the patients participating in the study 

Inclusion criteria 

1. Male or female ~ 18 years of age. 

2. Antibodies to HIV-l in serum as 

determined by ELISA and confirmed 

by Western blot. 

3. If possible symptomatic patients 

not fulfilling the criteria for AIDS 

Exclusion criteria 

1. Pregnant Women and women 

breast feeding. 

2. Patients with AIDS according 

to the WHO criteria. 

3. Life expectancy less than 

six months. 

4. Patients who had received anti-HIV-l 

therapy within the previous 

three months. 

5. Patients with severe anaemia. 

6. Patients with other severe acute 

infectious diseases. 

7. Patients with known neurological 

or psychiatric diseases. 

B. Patients with known alcohol abuse. 

AZT Treatment of HIV-l Infected Individuals 

3'-azido-3'-deoxythymidine (AZT) also known as 

azidothymidine, zidovudine (or RetrovirR lOOmg tablet, kindly 

provided by Wellcome Corp.) was administered orally. The 

patients, who fulfilled the entry criteria and gave informed 

consent, were consecutively recruited and randomely assigned to 

either the treatment or the control group. The patients, who were 

followed up at the Armed Forces General and Police hospitals, 

were randomized to the low dose or placebo groups. The patients 

who were followed up at the All African Leprosy Rehabilitation 

Training Center (ALERT) were randomized to the intermediate dose 
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or placebo groups. Those who were assigned to the low dose group, 

received a daily dose of 200mg AZT in two divided doses, those 

who received the intermediate dose were given 600mg of AZT daily 

in 3 divided doses for 6 months. The controls received placebo 

tablets in 2 divided daily doses for the same length of time as 

the treated patients. 

3.4 ASSAYS OF ANTIVIRAL EFFECTS OF AZT IN HIV-l INFECTED 

PATIENTS 

Specimen Handling 

Ten ml of peripheral blood were collected from the treated 

patients in plain tubes before treatment, at 12 and 24 weeks 

after initiation of the therapy and 2 weeks after cessation of 

the treatment. The same volume of blood was collected from the 

controls in a similar manner at entry and after six months. The 

blood was allowed to clot and the serum was separated quickly 

from the clot by low speed centrifugation (1000 rpm, 10 min) and 

divided into four aliquots which were cryopreserved at -70°C at 

the Department of Medical Microbiology and Parasitology, Addis 

Ababa University. 

Measurement of Serum Levels of B,-M 

One aliquot of the serum samples from each patient was used 

to measure the levels of ~2-M. All of the four serum samples that 

were collected at the four different times from a patient were 



36 

run at the same time. 

The levels of ~2-M were measured by a solid phase enzymetric 

immunoassay (~2-M ELISA as developed by SMeLl . The 

recommendations of the laboratory which developed this method 

were strictly followed. Polystyrene 96 well microtiterplates 

(Nunc) coated with rabbit anti-human ~2-M antibody (Dakopatts, 

Denmark) were used as a solid phase. Horseradish peroxidase (HRP) 

conjugated to rabbit anti-human ~2-M antibody was used as a 

second antibody. A standard, human serum with a known 

concentration of ~2-M, was included at various dilutions in 

duplicates in each run. After the reaction was completed freshly 

prepared o-phenylenediamine (OPD) substrate solution was used to 

develop colour and the absorbance was read in an ELISA reader at 

492rum. The samples, which gave readings above the absorbance of 

the concentrated standard were suitably diluted and the actual 

concentrations were determined. Standard curves were constructed 

in each experiment by plotting the known concentrations of ~2-M 

in the standard (~g/ml) against the mean absorbance readings (OD 

units). The levels of ~2-M in the patients' serum were determined 

from the standard curves. The reported normal range for ~2-M in 

serum is O.6-3.0mg/l. (see appendix I. 4 for details) 

Measurement of Serum Levels of TNF-a 

A second aliqout of serum from the treated patients and 

controls was used to measure the levels of TNF-u. The serum 

concentrations of TNF-U were measured using TNF-u solid phase 
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enzyme amplified sensitivity immunoassay kits (EASIA, Medengix 

Diagnostics SA, Belgium). The instructions of the manufacturer 

were followed strictly. Microtiter plates coated with anti-TNF-U 

antibody were used as a solid phase. 

conjugated with anti-TNF-U was used 

Horse radish peroxidase 

as a second antibody. 

Standards and controls were run in duplicate. After the reaction 

was completed, freshly diluted tet ramethylbenzidine substrate 

solution was used to develop colour. The reaction was stopped 

with 1.8N H2SO, and the absorbance was read at 450nm in an ELISA 

reader. Standard curves were constructed in each experiment by 

plotting the known concentrations of TNF-U in the standards 

(pg/ml) against the mean absorbance readings (OD units). The 

TNF-U concentrations in the patients samples were determined by 

interpolating from the standard curves. (see appendix I. 5 for 

details) 

Measurement of Serum Levels of Neopterin 

A third aliquot of patients serum was used to measure the 

levels of neopterin. Measurement of the serum neopterin 

concentration was done using a neopterin competitive 

radioimmunoassay (IMMUtestR
, Henning, Berlin GMBH). The 

instructions of the manufacturer were followed strictly. 1251 

labeled neopterin was used as a tracer and the antiserum was 

sheep anti-neopterin antibody pre-precipitated by donkey anti

sheep immunoglobulin G antibody. At the end of the reaction the 

supernatants from each tube were decanted and the remaining 
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radioactivity of each tube was measured in a gamma scintillation 

counter (neopterin/PGD Auto-gamma) . Each tube was counted for one 

minute. A standard curve was constructed using known 

concentrations of neopterin in standards against mean cpm. The 

concentrations of neopterin in the samples were determined by 

interpolation from the standard curve. (see appendix I. 6 for 

details) 

3.5 STATISTICAL ANALYSIS 

Comparisons between the groups and within the groups were 

analysed statistically by the Mann-Whitney U test, and the 

Wilcoxon signed-rank test. The age and sex distribution between 

the groups was studied by the Kruskal-Wallis test. The Coded 

chi-square test was used to analyze the clinical status and the 

Spearman rank correlation coefficient (ra ) was used to analyze 

the correlation between the antigen and RT levels. These 

statistical tests were specifically chosen for the analysis of 

the results from this study, in which the sample size was limited 

and the values do not follow the normal distribution pattern. The 

computer soft ware program used for data entry was Epi Info 

version 5.00, April 1990; and the program for the analysis of the 

data was SAS/STAT" User's Guide, version 6 4th Ed. 1990, SAS 

Institute Inc., Cary, NC, USA. 
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4. RESULTS 

4.1 SENSITIVITY OF HIV-l STRAINS TO ANTIVIRAL COMPOUNDS (AZT, 

ddI and IFN-a). 

A dose-dependent anti-HIV-1 activity of AZT was found for 

the 8 Ethiopian strains (the median -Ieso of p24 antigen/RT: 

0.0065/0.011 ~M; range: 0.001-0.1 ~, for both) (Table 4, Fig. 

3). The Ie50's of week 2 and 3 did not differ significantly. The 

Ie50' s of p24 antigen and RT production correlated with each 

other (rs= 0.86, p= 0.02). No viral activity was detected in the 

negative control cultures. 

Seven Ethiopian strains were sensitive to ddI, but one 

strain seemed to have a decreased susceptibility (the median Ie so 

of p24 antigen/RT: 0.160/0.320~; range: < 0.156-3.1/< 0.156-3.5 

~) (Table 4). 

Seven Ethiopian strains were sensitive to IFN-a, and one 

strain had an increased Ie so , which could indicate a decreased 

sensitivity (median: 2.0 u/ml; range: 1.0-11.8 u/ml) (Table 5). 

This strain was different from the one with an increased Ieso to 

ddI. 

All but one of the Swedish HIV-1 strains were sensitive to 

AZT, as measured by inhibition of p24 antigen production or RT 

activity (median: 0.012 and 0.01 ~M; range: 0.01-1.3 and 

0.02-0.07 ~M) (Table 4, Fig. 3). A similar pattern was found for 

the Ie50's of ddI (p24 antigen/RT-median: 0.5/0.615 ~; range: 

< 0.156-4.51/ < 0 .156-8 ~). Thus, no statistically significant 
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dif ference was found between the ICso ' s of the Ethiopian and 

Swedish strains (p> 0.1 for both, Mann-Whitney U test). No major 

difference was found in the growth properties of the Ethiopian 

and Swedish strains, which could have affected the results of the 

assay (data not shown) 

Table 4. 

Sensitivity to 3' -azido-3' -deoxythymidine (AZT) and 2' ,3' -dideoxyinosine (ddI) 

of HIV-1 strains from Ethiopia and Sweden, measured as 50% inhibition (ICs,) 

of p24 antigen and reverse transcriptase (RT). 

Strains 

Ethiopian 

1 

2 

3 

4 

5 

6 

7 

8 

Swedish 

1 

2 

3 

4 

5 

6 

7 

8 

IC" (!.1M) of AZT 

Antigen 

0.003 

0.059 

0.009 

0.004 

0.001 

0.100 

0.048 

0.003 

0.001 

0.005 

0.021 

0.001 

1. 300 

0.020 

0.150 

0.005 

RT 

0.001 

0.044 

0.015 

0.005 

0.001 

0.080 

0.100 

0.007 

0.007 

0.044 

0.015 

0.002 

n.t. 

0.080 

0.100 

n.t. 

n.t ~ not tested. 

ICso (!.1M) ddI 

Antigen 

< 0.156 

.l.,,!QQ 

n.t. 

0.350 

0.310 

< 0.156 

0.160 

< 0.156 

0.500 

2.200 

0.560 

< 0.156 

!.:..ill. 
< 0.156 

0.200 

n.t. 

RT 

< 0.156 

1.:2.QQ 
n.t. 

0.330 

0.310 

n.t. 

0.350 

< 0.156 

0.300 

0.970 

0.610 

n.t. 

8.000 

< 0.156 

0.200 

n.t. 
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Fig. 3. comparison between the sensitivity to AZT of Ethiopian and 

Swedish HIV-l strains, measured as 50% inhibition (IC so ) of the 

p24 antigen and reverse transcriptase (RT) production. The two 

ICsoS ofone··isolate-are-joined by a line. 

o 
1.0 

0.1 

< ~ :1: 
3-
l! 

u 
0,01 

.~ 
0.001 

Antigen RT Antigen RT 
Ethiopia Sweden 

Although no statistically significant difference was found 

between the ICso ' s of IFN-a for the Swedish and the Ethiopian 

strains, the ICso's for the latter seemed lower. For example, an 

ICso of > 3.0 u/ml was found in only 2/7 Ethiopian strains, as 

compared to 5/6 Swedish strains . 
• 
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Table 5. 

Sensitivity to interferon alpha (IFN-a) of HIV-l strains from Ethiopia and 

Sweden, measured as 50% inhibition (ICso ) of p24 antigen and reverse 

transcriptase (RT) production. 

IC" (u/ml)for IFN-a 

Strain Antigen RT Strain Antigen RT 

Ethio12ian Swedish 

5 11.8 n.t 3 56.0 87.0 

2 3.4 n.t. 7 21.2 15.0 

4 2.5 4.5 2 4.1 3.4 

7 2.5 2.5 1 3.7 n.t. 

8 2.0 n.t. 4 4.0 4.9 

6 1.2 2.0 6 <1.0 n. t. 

1 <1.0 n.t. 

n.t. = not tested 

A correlation between the ICso's of the p24 antigen and RT 

was found for all the three substances when the Ethiopian and 

Swedish strains were analyzed together (AZT: rs = 0.70, 

p = 0.015; ddI: rs = 0.95, p = 0.003; IFN-Ct: rs = 0.71, p = 0.06). 
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4.2 EFFECTS OF TREATl~ENT NITH AZT IN HIV-l INFECTED ETHIOPIAN 

PATIENTS 

Table 6. 

The follow-up status of the patients participating in the AZT treatment study. 

Total patients 

enrolled 

Intermediate 

Low 

Placebo 

19 

19 

15 

Total drop outs: 

Completion of the Study 

Drop outs 

12 16 20 22 

WKs after start of treatment 

1 

2 

1 

4 

1 

1 

2 

2 

2 

1 

1 

2 = 10 

Completed 24 

vleeks 

16 

13 

14 

A certain number of patients did not complete the whole 

study period (Table 6). The patients who stopped treatment before 

6 months did not seem to do this because of side effects, but 

rather for other reasons. Some of them reappeared after a long 

time, too late to continue with the drug treatment, but this 

helped us to ascertain some of the reasons for their 

disappearance. social problems such as being transferred to far 

away regions and being jobless were the reasons given by most of 

them. However, a few of them frankly told us that they had heard 

that HIV is non-curable and taking medication is useless. Those 
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who completed the 12 weeks period were included in the assessment 

of treatment effects, in order to follow the "intention to treat" 

rule. 

The diseases or other complications which were present 

before treatment or which appeared during treatment are indicated 

in Table 7. The anti-Tb treatment had been initiated a longer 

time before treatment with AZT in all patients who received anti 

Tb drug therapy and was not considered to contribute to the 

clinical improvement seen in the treated patients. 
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Table 7. Patients' clinical conditions at entry and during treatment period. 

Dose/study No. 

Intermediate: 069 

Low: 

Placebo: 

055 

057 

073 

063 

07 

11 

17 

19 

21 

25 

29 

31 

08 

16 

18 

042 

Known other diseases/complications 

Before treatment 

Bacillary leprosy 

No other problem 

No other problem 

No other problem 

Pulmonary tuberculosis 

Disseminated tuberculosis 

Nonspesific GI symptoms 

Chronic perianal fistula 

Peritoneal tuberculosis 

No other problem 

Disseminated tuberculosis 

Vaginal candidiasis 

Pulmonary tuberculosis 

No other problem 

No other problem 

No other problem 

Subpolar lepromatous 

leprosy 

During treatment 

None 

Seborrheic dermatitis 

Watery diarrhoea, E. histolytica 

Diarrhoea, E. histolytica 

No other problem 

None 

None 

None 

None 

Neurological complications 

Cryptcoccal meningitis 

None 

None 

Neurological manifestations 

Extra pulmonary tuberculosis 

Neurological manifastations 

pustural eruption 

Other medications 

DDS lODmg & rifampicin 60Gmg 24 wks. 

Metronidazole 500mg QID. 7 days. 

Tinidazole 500mg, 4tabs at once 3 days. 

TB450 1 tab/day, 4 months; streptomycin 

19m 1M & rifampicin 600mg daily, 8 wks. 

INH 300mg, rifampicin 600mg. 

None 

None 

INH 300mg, rifampicin 600mg. 

( ?) 

1NH 300mg, rifampici~ 600mg. 

( ?) 

INH 300mg, rifampicin 600mg. 

DDS 300mg, cofamizi~e 50mg, rifampicin 

600mg, clofamizin 300mg, ampicillin 

500mg. 

Note: The patients who are not indicated above did not exhibit any disease complications at entry or during the study. 
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Clinical Assessment 

The patients' clinical conditions were assessed regularly by 

their physicians. The clinical and physical conditions including 

body weight were recorded. 

In contrast to the patients in the placebo group a 

statistically significant improvement of the patients clinical 

status was observed in the majority of the treated patients, 

independent of the dose (p = 0.001; Coded chi square test). No 

significant difference in clinical improvement was found between 

the patients treated with the intermediate or the low doses of 

AZT (p = 0.68). In addition, an increase in the body weight was 

found in the majority of the patients after treatment, as 

compared to their weights before treatment, but patients in the 

placebo group did not gain weight (Table 8). Thus, the mean and 

median increases in body weight in the intermediate dose group 

were 3 and 3.1 kg and in the low dose group were 4 and 4.1 kg. 

When the patients were analyzed individually the patients who 

improved clinically were also those who gained weght, in contrast 

to the patients whose clinical condition deteriorated or those 

who stayed clinically stable. No significant difference was found 

between the di fferent groups with regard to age (p = 0.38; 

Krushal-Wallis test), but, there were significantly fewer females 

than males in the group (p = 0.09). 
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Table 8. 

The patients clinical and physical conditions after treatment. 

Clinical conditions Weight 

Dose Improved Unchanged Deteriorated Increased Stable Decreased 

Intermediate: 13 3 1 13 3 1 

12!!: 12 5 2 12 3 0 

Placebo: 1 9 5 1 8 5 

Estimation of Adverse Effects of The Drug 

No signi ficant di fferences were seen in the levels of 

haemoglobin, creatinine, uric acid and platelet count when the 

pretreatment and the week 24 values were compared within and 

between the groups (Table 9). However, In two patients anaemia 

was diagnosed at week 24. No anaemia was detected in these 

patients at week 12. The patients received appropriate 

medications but not blood transfusions. There was a decrease in 

the WBe count when the pretreatment and week 24 values were 

compared for the treated patients, although the values were 

within the normal range. Thus, the mean pretreatment/week 24 

values were 6689/5444 per cubic milliliter for the intermediate 

and 5380/4693 for the low dose groups. 

A few AIDS-related complications such as neurological 

manifestations, cryptococcal meningitis and extra pulmonary 
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tuberculosis were diagnosed in the patients under investigation 

during the study period (Table 7) . Thus, 2 out of the 38 treated 

and 3 out of the 15 control patients developed such 

complications. Of those in whom additional complications 

developed, two of the treated patients and two of the control 

patients whose clinical condition was deteriorated (Table 8) died 

during the study period, which constituted 5.2% (n = 38) of the 

treated and 13.3% (n = 15) of the control patients. 

Table 9. 

Mean and Median values : haemoglobon (HB) , white blood cell count (WBC) , creatinine, 

platelet and uric acid (Uric/a) pretreatment and at · .... eek 24. 

pretreatment week 24 

Dose HB I;BC Creat Platelet Uric/a HB 'tlBC Creat Uric/a Platelet 

mg% (X10' ) mg% (X10') 

Intermed. 

Hedian: 13 .9 7550 1.0 200 6.0 14.6 4600 0.9 5.0 220 

Mean: 13.3 6689 0.9 235 6.4 14 .0 5494 1.2 5.3 234 

~ 

Hedian: 13 .7 4300 0.9 189 6.7 14.9 4000 1.0 B.O 200 

Mean: 14.0 5380 0.9 186 6.9 13.5 4693 0.9 6.6 207 

Placebo 

Hedian: 13.0 6650 0.8 153 6.8 13.2 6450 0.9 5.7 267 

r·iean: 13 .2 6550 1.0 151 6.4 13.6 8512 1.0 5.6 223 

Intermed. Intermediate dose group 
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Effect of AZT on fi,-M Levels 

For the patients receiving 600mg daily dose of AZT, there 

was a statistically significant decrease in ~2-M values, when the 

pretreatment values were compared with the values obtained at 

week 12 (log mean±SE: 0.91±0.05 vs 0.72±0.05; p=0.0002), and at 

week 24 (0.91±0.05 vs 0.5S±0.07; p=O.OOOl). After two weeks post 

treatment there were still significantly lower values (0. 71±0. 06) 

as compared to the pretreatment values (p=O.OOOS) (Fig. 4). 

For patients receiving 200mg daily dose of AZT, a 

statistically significant decrease in ~2-M values were found when 

the values obtained pretreatment and at week 12 were compared 

(O.63±0.OS vs 0.51±0.05; p= 0.01). No significant decrease was 

seen, however, when the values obtained at week 24 (0.52±0.08, 

p=O.l) and post treatment (O.53±0.06, p=0.5) were compared with 

the pretreatment values (Fig. 4). 

When all the treated patients were analyzed together, there 

was a statistically significant decrease in ~2-M levels at week 

12 (log mean±SE: 0.77±0.05 vs 0.61±0.04; p= 0.0001), at week 24 

(0.77±0.05 vs 0.56±0.05; p=O.OOOl) and post treatment (0.77±0.05 

vs 0.63±0.05; p=0.003, Wilcoxon signed-rank test) when the values 

were compared with the pretreatment values (Fig. 5). 

In contrast, no significant difference was seen in the 

patients receiving placebos between the values obtained 

pretreatment and at week 24 (0. 71±O. 06 vs O. 69±0 .11; p=O. 95) 

(Fig. 4 and 5). 

,'oj • 
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Fig. d. Pairod comparison of BGrum ~~-M lavale (log mean ± SE) in Ethiopian 
8IV-l infected patients treated with low and intermediate dose of AZT 
before-, during and 2 weeks post treatment, as compared to conro1 patients. 

(The hars in this and the following 
figures represent" 1 and 1. 96SE) 
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Fig. 5. Paired comparison of serum ~,-H levels (log mean" SE) in Ethiopian 
HIV-l infected patients treated with AZT before, during and 2 weeks post 
treatment when all the treated patients were analyzed together as compared 
to control patients. 
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Effect of AZT on TNF-alev~ls_ 

There was a statistically significant decrease in the 

TNF-a levels also when the patients were divided into the 

respective dosage groups (intermediate and low dose). For the 

group receiving the intermediate dose a statistically significant 

decrease was obtained when the pretreatment values were compared 

with the values obtained at week 12 (log mean±SE: 1.46±0.07 vs 

1.3S±0.07 p=0.02) and at week 24 (1.46±0.07 vs 1.3S±0.07; p=0.04) 

(Fig. 6). Similarly, there was a statistically significant 

decrease in values at week 12 (1.47±0.OS vs 1.3S±0.07; p=0.0006) 

and at week 24 ( and 1.47±0.OS vs 1.3S±0.1; p=O.Ol) for the group 

receiving the low dose of the drug (fig. 6). 

When all the treated patients were analyzed together there 

was a statistically significant decrease in the values obtained 

at week 12 ( log mean±SE: 1.47±0.OS vs 1.37±O.OS; p=O.OOOl), at 

week 24 (1.47±0.OS vs 1.3S±0.06; p= 0.0004), and post treatment 

(1.47±0.OS vs 1.3S±0.06; p= 0.01, wilcoxon signed-rank test) when 

compared with the pretreatment values (Fig. 7). 

No significant difference however, was found for the 

controls between the pretreatment and week 24 values (1.S9±0.07 

vs l.S6±0.OS; p= 0.6S) (Fig. 6 and 7). 
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Fig. 6. ~aired comparison of serum TNF-u levelB (log maan * 9E) in Ethiopian 
HIV-l infeoted patients treated with low and intermediate dose of AZT 

before, during and 2 weeks post treatment, as compared to conrol patients • 
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Fig. 7. Paired comparison of serum TNF-u levels (log mean ~ SE) in Ethiopian 
BIV-l infected patients treated with AZT before, during and 2 weeks post 
treatment when all the treated patiente were an~lyzed together as compared 
to control patients. 
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Effect of AZT on Neopterin levels 

For the patients receiving the intermediate dose of AZT, there 

was a statistically significant decrease in neopterin levels, when 

the values obtained pretreatment were compared with values at week 

12 (log mean±SE: 1.26±0.OS vs 1.06±0.06, p=O.OOOl). There was also 

a significant decrease in values at week 24 (1.26±0.OS vs 1.06±0.09; 

p= 0.04) and 2 weeks post treatment (1.26±0.OS vs 0.99±0.08; p= 

0.0008) (fig. 8). 

For the patients who received low doses of the drug there was 

also, a statistically significant decrease in neopterin levels when 

values obtained pretreatment were compared with values at week 12 

(1.24±0.06 vs 1.18±0.07; p=O.Ol), at week 24 (1.24±0.06 vs 

1.16±0.07; p=0.06) and post treatment (1.24±0.06 vs 1.1S±0.06; 

p=0.02) (fig. 8). 

When all the treated patients were compared, there was 

statistically significant decrease in the levels of neopterin 

between the pretreatment values and the values obtained at week 12 

(log mean±SE: 1.2S±0.04 vs 1.12±0.OS ;p=O.OOOl), at week 24 

(1.25±0.04 vs 1.07±0.07; p=O.OOl) and post treatment (1.2S±0.04 vs 

1. 10±0. OS; p= 0.0001, Wilcoxon signed-rank test) (fig. 9). 

In contrast there was no significant difference between the 

pretreatment and week 24 values (1.34±0.04 vs 1.27±0.06; p=0.S4) for 

the control patients receiving placebos (Fig. 8 and 9) . 

When the individual patients were considered there was a 

decrease in ~2-M levels in 23 out of 28 (82.1%) treated patients at 

week 24. Similarly there was a decrease in TNF-(I. and neopterin 

levels in 20 out of 28 (71.4%) and 22 out of 27 (81.4%) treated 

patients respectively at week 24. In those patients in whom 

decreased levels of ~2-M, TNF-(I. and neopterin levels were found 

there was also an improvement in their clinical conditions 

(Table 8.). 

.1 
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Fig.9. Paired comparison of serum naoptarin lovele (log mean ± SE) in Ethiopian 
HIV-l infected patients treated with low and intermediate dose of AZT 
before, during and 2 weeks post treatment, as compared to CODro! patients. 
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Fig. 9. Paired comparison of serum neopterin levels (log mean. SE) in Ethiopian 
HIV-l infected patients treated with AZT before, during and 2 weeks post 
treatment when all the treated patients were analyzed together as compared 
to control patients. 
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5. DISCUSSION 

Anti-HIV drugs are seldom used in Africa because of their 

unavailability and the expense especially when high doses of the 

drugs are required. However, an anti-HIV effect of AZT can be 

obtained by using a reduced daily dose, 600 mg (Fischl et al. 

1990), or even a low dose regimen of 300 mg daily (Collier et al. 

1990). Furthermore, recent studies have indicated that wild-type 

HIV-1 strains may differ in their sensitivity to AZT (Mohri et 

al. 1993). Also there seems to be a pre-therapy random variation 

in susceptibility to AZT among HIV isolates in vitro (Land et al. 

1990), although, others have reported that pre therapy isolates 

are susceptible to a narrow range of low concentrations of AZT 

(Larder et al. 1989). Quite a number of North American and 

European HIV-1 strains have been found to have a low sensitivity 

to AZT despite the fact that the patients had never beefr;lfeated 

with the drug (Mohri et al. 1993). Therefore, it was of interest 

to analyze the susceptibility of the Ethiopian HIV isolates which 

differ genetically from both the North American/European, and 

other African strains to the antiviral compounds, AZT, ddI, and 

IFN-U. 

In the present in vitro study, no Ethiopian HIV strain was 

found to be resistant to AZT, although, some isolates had an 

increased ICso • In contrast, one Swedish strain showed resistance 

to AZT. Since none of the patients had been treated with AZT, it 

is possible that this strain had been isolated from a patient 

infected by an AZT resistant strain. Thus, the present results 
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showed that Ethiopian HIV-1 strains exhibit a sensitivity to AZT 

similar to the sensitive Swedish strains. Therefore, the same 

beneficial effects of treatment with low-dose regimens of AZT 

should be expected in Ethiopia as in Europe. 

HIV-1 replication in vitro has been shown to be inhibited 

by ddT. (Mitsuya et al. 1986) and treatment with this drug has 

beneficial effects in HIV-1 infected patients from North America 

and Europe (Yachoan et al. 1989; Lambert et al. 1990). Our 

results also showed that ddI exhibited in vitro activity, at low 

concentrations against Ethiopian HIV-1 isolates. However, the 

same Swedish isolate which was resistant to AZT also showed 

decreased sensitivity to ddI. This drug, however, was not being 

used in Sweden at the time of the HIV isolation. It has been 

claimed that treatment with ddI seems to be associated with a 

suppressing effect of the AZT resistance riiutat:t6ns (St.· Clair et'cc . 

al. 1991). It cannot be excluded that the decreased sensitivity 

of this isolate to both AZT and ddI was due to other mechanisms 

than those associated with the most commonly occurring mutations 

in the RT gene. No ddI resistant Ethiopian strain was found, 

although, some isolates showed an increased ICso • Hence, we did 

not find any clear indication that wild type HIV-1 strains in 

Ethiopia, exhibit a pretherapy resistance to either AZT or ddI. 

It is of considerable importance to note that a once-daily 

administration of ddI (Cooley et al. 1990) has improved 

immunologic and virologic parameters in patients from North 

America. Thus, ddI should be considered as an alternative therapy 
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to AZ'l' in Ethiopian patients, if the cost can be reduced, by 

decreasing the dose. 

Both recombinant and leukocyte-derived human INF-ex are known 

to suppress the replication of HIV-1 isolates from North American 

and European patients in vitro (Ho et al. 1985; Hartshorn et al. 

1987) as well as in vivo (Lane et al. 1988; Berglund et al. 

1991). The effect of IFN-ex on Ethiopian HIV-1 isolates in vitro 

has, however, not been analyzed. INF-a is seldom found in the 

blood of Ethiopians infected with HlV-1 (Ayehunie et al. 1993). 

Theoretically there could be an increased sensitivity of 

Ethiopian HIV-1 strains to lFN-ex because of an absence of 

exposure of the isolates to the substance, but, our results did 

not indicate that Ethiopian HlV-1 strains had higher sensitivity 

to lFN-a than was found for the Swedish strains. However, our 

study did show that lFN-ex inhibited the replication . of the'''''.> 

Ethiopian strains in a dose-dependent way, at concentrations 

which were generally lower than those which inhibited the Swedish 

isolates (median Ie,o: 2 vs 4.05 u/ml, Table 5). It remains to be 

established whether recombinant lFN-ex also has a pronounced anti

HlV-1 effect on primary isolates, although it has been suggested 

that both natural and recombinant lFN-a have similar antiviral 

effects (Hartshorn et al. 1987). 

The pattern of viraemia in African patients has been studied 

to a limited extent only. It seems however to differ from that 

exhibited in patients from Europe and North America. p24 

antigenemia is rarely found in African patients although, 
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infectious virus can be isolated from plasma (Katsenstein et al. 

1990; Ayehunie et al. 1992). Since, a dissociation between the 

effect of AZT on the levels of p24 antigen and RT activity has 

been described in a patient on long-term AZT therapy (Masquelier 

et al. 1991), we therefore, measured the effect of the antiviral 

compounds on both the production of p24 antigen and RT activity. 

However, on the limited number of samples we studied, no 

significant differences were found in vitro between the Iesos' of 

the two viral markers. Thus, from our in vitro results it seems 

likely that AZT, ddI and IFN-a would be beneficial in vivo, even 

if the kinetics of viral replication are different in Ethiopian 

patients from that found in European subjects. The results from 

the present in vitro study show that the Ethiopian HIV strains 

are susceptible to the three antiviral drugs tested. Therefore, 

it was hypothesized that these drugs could be useful in treating 

Ethiopian HIV-1 infected patients. 

In our clinical study, an improvement in the general 

clinical status was found in the majority of AZT treated patients 

which constituted 69.4% (25136) irrelevant of the dose, as 

compared to the control patients. Since the study was a single 

blind, it is possible that these results could be biased. It 

should be noticed, however, that the body weight, which is an 

objective parameter, improved in both treatment groups but did 

not improve in the untreated patients. Thus, 25 of the 38 

patients who completed at least 12 weeks of therapy gained 

weight, a median increase of 3.1 kg in the intermediate and 4.1 

kg in the low dose group. Thus, it is likely that AZT treatment 
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was beneficial in Ethiopian patients at least in the short term. 

The number of side effects in the treated patients were 

limited. Mild anaemia was diagnosed in only two patients at week 

24. Haematologic complications are well known adverse effects of 

AZT therapy, but the severe forms of toxicity were dependent both 

on high doses and prolonged duration of treatment (Groopman 

1990). The minimal side effects observed in our study are most 

probably the result of the low or intermediate doses of AZT given 

to the patients. This study showed that, AZT in 200 and 600 mg 

doses were tolerated by Ethiopian AIDS patients for a period of 

at least 24 weeks. 

A few AIDS-related complications such as neurological 

manifestations, cryptococcal meningitis and extra pulmonary 

tuberculosis were diagnosed in the patients under investigation 

during the study period. According to our data, AIDSreli'l.t'ed" 

complications were fewer in the patients who received AZT as 

compared to the patients who received the placebo. Most of the 

treated patients remained socially active, could go to work and 

had a better quality of life than those who received the placebo. 

The difference in the percentage of deaths between the treated 

(5.2%) and untreated (13.3%) groups indicates that AZT, by 

improving the clinical status of the treated patients probably 

contri.::lUted to the extension of their period of survival. 

Ei\evated :oerum levels of P,-M, TNF-a and neopterin have been 

detectE\d in HIV-1 infected patients (Bhala et al.1983; Lahdevirta 

et al 1.988; Lambin et al 1988). These substances were found 
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useful both as prognostic markers in HIV-1 infection (Morfeldet

Manson et al. 1988; Fahey et al. 1990) and as a measure of 

antiretroviral activity in the treatment of European AIDS 

patients (Jacobson et al. 1991; Hutterer et al.1992). Their 

usefulness in monitoring antiviral drug therapy in Ethiopian 

patients, however, were not previously studied. 

In our study, a statistically significant decline in the 

serum levels of ~2-M, TNF-o: and neopterin were found in the 

treated patients, up to 2 weeks post treatment when they were 

analyzed together but not in the placebo group. Similar effects 

were also found for TNF-O: and neopterin when the treated patients 

were analyzed according to their respective dosage groups. 

However, in the group treated with the low dose of AZT, the 

decrease in the ~2-M levels at week 24 and post treatment was not 

statistically significant. This lack of difference might be 

because there were markedly increased values in two patients 

which require further investigation. The impact of such increased 

values is great when the sample size is low, as is the case in 

this study. It is also possible that the ~2-M levels in certain 

patients may be increased because of other factors such as 

disseminated tuberculosis which both of these patients had. We 

also suspect that one of the patients may not have taken his 

medications properly. Our data suggests that AZT had a 

significant antiviral and/or immunomodulating effect in Ethiopian 

HIV infected patients. Especially interesting is the decrease in 

the TNF-O: levels, which are known to be substantially increased 
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in Ethiopian HIV-1 infected patients. Since, weight loss and 

increase in TNF-a levels are positively associated in AIDS 

patients, the decrease in TNF-a, levels may have contributed to 

the weight gain observed in the treated patients. In our study it 

is the total TNF-a that was measured. Although important 

diagnostic information can be obtained. by relating the serum 

levels of TNF-a with the patients' clinical outcome, analysis of 

the biological activities of TNF-a should be considered in the 

future studies for more complete results. It does not seem likely 

that the improvement of these laboratory parameters were due to 

any of the other medical treatments received by the patients 

since these concomitant treatments had been initiated long before 

the AZT treatment was started in most of the patients. 

The evaluation of antiviral treatment and vaccination 

studies is troublesome in Ethiopian patients, since the' simple 

assay for measurement of viral load, the p24 antigen assay, 1S 

not useful in Ethiopian patients (Ayehunie et al. 1992). The 

present study suggests that surrogate markers, such as ~2-M, 

TNF-a and neopterin are suitable for the evaluation of such 

treatment or vaccination in an Ethiopian population. 

We conclude that the genomic differences observed between 

the Ethiopian and the Swedish strains did not result in 

differences in sensitivity to antiviral drugs either in vitro or 

in vivo. The differences in the serological immune responses and 

the clinical features exhibited by the Ethiopian HIV-l patients 

did not affect the response of cellular activation markers in 
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antiviral drug therapy. Thus P2-M, TNF-a and neopterin can be 

used as prognostic markers in monitoring antiviral drug therapy 

in Ethiopian patients just as in European patients. Our study 

also indicates that Ethiopian patients infected with HIV-l are as 

likely to benefit from antiretroviral drug therapy as Swedish 

patients. Moreover, the 200 mg dose of AZT that was chosen for 

use in this study was based on our in vitro results. To our 

knowledge it is the lowest dose that has been investigated 

clinically to date. Since in our study beneficial clinical 

effects were obtained with both the 600 mg and 200 mg doses, a 

200 mg daily dose of AZT might be economically feasible, for use 

in Ethiopia or at least for the use of some Ethiopians who can 

afford it. 



63 

6. SUMMMARY 

Hllman immllnodeficiency virus type 1 (HIV-I) isolates of 8 Ethiopian and 8 Swedish 

IIntreated AIDS-patients were compared for their in vitro sensitivity to 3'-azido-3'

deoxythymidine (AZT), 2 ',3'-dideoxyinosine (ddIJ and inteTjeron-alpha (IFN-a). No significant 

difference in drllg sensitivity was found between Ethiopian and Swedish isolates. These resilits 

sllggested that it should be possible to peTjorm clinical trials in Ethiopia using the same dose 

regimens as in Sweden. 

A pilot controlled stlldy of the efficacy of 200 mg and 600 mg oral azidothymidine 

(AZTj was conducted in 53 HIV-1 infected Ethiopians. The treatment olltcome was measllred 

by an eva Illation of the clinical status of the patients and measllrement of the serum levels of 

B,-microglobillin (BrM), tumollr necrosis factor alpha (TNF-a) and neopterin. In the majority 

of the treated patients improvement in their clinical conditions was reported and a gain in 

body weight was observed. A statistically significant decrease in the levels of BrM, TNF-a 

and neopterin were fOllnd in the treated patients at week 24 when all of them were analyzed 

together. In contrast no significallt difference was seen in the levels of the same markers in 

patients who received the placebo. 

The resilits show that AZT in low doses can be tolerated by Ethiopian patients for at 

least six months. The beneficial effect of the low doses of AZT obtained in Ethiopian patients 

seems to be similar to those in Ellropean patients. Furthermore, measllrement of the sllrrogate 

markers sllch as B2-M, TNF-a and neopterin can be IIseful in monitoring antiviral activity in 

Ethiopian HIV-1 infected individllals where the measllrement of p24 antigen is not reliable. 

We conclilde that as in Ellropean and North American patients AZT improved the 

qllality of life of 0111' patients and the differences observed in the genomic structllres between 

the Swedish and the Ethiopian isolates did not resilit in li1V-1 strains that responded 

differently to AZT. 



64 

7. REFERENCES 

Ades E., Newel M., and Peckham C. (1991) Children born to women 

with HIV-l infection: natural history and risk of transmission. 

Lancet, 337: 253-260. 

Alizon M., Wain-Obson B., Montagnier L., and Sonigo P. (1986) 

Genetic variability of the AIDS virus: nucleotide sequence 

analysis of two isolates from African patients. Cell, 46:63-7. 

Anderson R., May R., Boily M., Garnett G., Rowley J. (1991) 

The spread of HIV-l in Africa: sexual contact patterns and the 

predicted demographic impact of AIDS. Nature, 352: 581-589 

(Review) 

Autran B., Plata F., Debre P. (1991) MHC-restricted cytotoxicity 

against HIV. J. AIDS. 4: 361-67. 

Ayehunie S., S6nnerborg A., Johansson B., Zewdie D., Y/Berhan 

T., Petros B., Abens J., Britton S., Strannegard O. (1990) 

Differences in PCR reactivity between HIV proviruses from 

individuals in Ethiopia and Sweden. J AIDS, 3: 975-980. 

Ayehunie S., Johansson B., S6nnerborg A., Salminen A., Zewdie D. , 

Feniger T., Britton S., Strannegard O. (1990) "New sub-type of 

HIV-l in Ethiopia". Lancet, i: 942. 

Ayehunie S., Johansson B., Salminen M., Leinikki P.,S6nnerborg 

A., Zewdie D., Britton S., Strannegard O. (1991) HIV-l in 

Ethiopia: Phylogenetic relations to other HIV-l strains. Virus 



65 

Genes, 5:4, 359-366. 

Ayehunie S., S6nnerborg A., Desta B., Kefene H., Zewdie D., 

Britton S., Stranneg4rd O. (1992) Relationship between cell 

free viraemia , antigenemia, and antibody levels in HIV-l 

infected Ethiopian patients. AIDS, 6:7, 651-657. 

Ayehunie S., S6nnerborg A., Zewdie D., Britton S., Stranneg4rd O. 

(1993) Raised levels of TNF-alpha and neopterin in HIV-l 

infected Ethiopian. Clin Exp Immunol., 91: 37-42. 

Ayehunie S., Johansson B., S6nnerborg A., Zewdie DW., Britton s., 
Stranneg4rd O. (1992) Sequence analysis of selected regions of 

the env (v3 loop and gp41) and gag (p7) reading frames of 

Ethiopian human immunodeficiency virus type 1 strains. Arch. 

virol. (In press) 

Baltimore D. (1970) RNA-dependent DNA polymerase in virions of 

RNA tumor viruses. Nature (Lond)., 226:1209-1211. 

Barre-Sinoussi F., Chermann J., Rey F., Nugeyere M., Chamaret S., 

Gruest J., Dauquent C., Axler-Blin C., Vezinet-Brun P., 

Rouzioux C., Rosenbaum W., Montagnier L. (1983) Isolation of 

a T-Iymphotropic retrovirus from a patient at risk for 

acquired immune deficiency syndrome (AIDS). Science, 220: 

868-870. 

Bednaririk D. and Folks T. (1991) Mechanisms of HIV-l latency in 

AIDS. AIDS, 6: 3-16. 



66 

Benn S., Rutledg R., Folks T., et al. (1985) Genomic 

heterogeneity of AIDS retroviral isolates from North America 

and Zaire. Science, 230: 949-951. 

Berglund 0., Engman K., Ehnrst A., Andersson J., Lidman K., 

Akerlund B., S6nnerbog A., StrannegArd O. (1991) Combined 

treatment of symptomatic human immunodeficiency virus type 1 

infection with native interferon alpha and zidovudine. J Infect 

Dis., 163: 710-715. 

Beutler B., and Cerami A. (1986) Cachectin and tumor necrosis 

factor as two sides of the same biological coin. Nature, 320: 

584-588. 

Bhala RB., Safai B., Mertelsmann R., Schwartz MK. (1983) 

Abnormally high concentrations of p,-microglobulin in acquired 

immunodeficiency syndrome (AIDS) patients. Clin. Chern., 29: 

1560. 

Bitterlich G., Szabo G., Werner ER., et al. (1988) Selective 

induction of mononuclear phagocytes to produce neopterin by 

interferons. Immunobiology 176: 228-235. 

Carael M., Van de Perre PH., Lepage PH., Allen S., Nsengumuremyi 

F., Van Goethem C., Ntahorutaha M., Nzaramba D., Clumeck N. 

(1988) Human immunodeficiency transmission among heterosexual 

couples in central Africa. AIDS, 2: 201-205. 

CDC, Morbid. Mortal. Wkly.Rep. 1985; 34: 373. 



67 

Chiu 1M., Yaniv A., Dahleberg JE., Gazit A., Skuntz SE., 'l'ronick 

SR., Aronson SA. (1985) Nucleoside sequence evidence for 

relationship of AIDS retrovirus to lentiviruses. Nature 

(London), 317: 366-368. 

Clavel F., Guetard D., Brun-Vezinet F., Chamaret S., Rey M., 

Santos-Ferreira M., Laurent A., Dauget C., Kattlama C., 

Rouzioux C., Klatzmann D., Champalimaud J., and Montagnier L. 

(1986) Isolation of a new human retrovirus from West African 

patients with AIDS. Science, 233: 343-346. 

Clavel F., Mansinho K., Chamaret S., Guetard D., Favier F., Nina 

J., Santos-Ferreira MO., Champalimaud JL., Montagnier L. (1987) 

Human Immunodeficiency virus type 2 infection associated with 

AIDS in West Africa. N. Engl. J. Med., 316: 1180-1185. 

Clumeck N., Robert-Guroff M., et ai. (1985) Seroepidemiological 

studies of HTLV-III antibody prevalence among select groups of 

heterosexual Africans. JAMA., 254: 2599-2602. 

Cloyd MW., Holt MJ. (1987) Heterogeneity of Human 

Immunodeficiency Virus Cell-associated antigens and 

determination of virus type specificities of human antibody 

responses. Virology, 161: 286-292. 

Coffin J., Haase A., Levy J.A., Montagnier L., Oroszlan S., Teich 

N., Temin H., Toyoshirna K., Varmus H., Vogt P., Weiss R. 

(1986) Human immunodeficiency viruses. Science, 232: 697. 

(Letter) 



68 

Coffin JM. (1992) Structure and classification of retroviruses. 

In. J. A.Levy (ed), The retroviridae, Plenum press, New York 

I: 19-49. 

Collier A., Bozzette S., Coombs R., Causey D., Schoenfeld D., 

Spector S., Pettinelli C., Davies G., Richman D., Leedom J., 

-Kidd P., Corey L. (1990) A pilot study of low dose zidovudine 

in human immunodeficiency virus infection. N Eng J Med, 323: 

1015-1021. 

Cooley T., Kunches L., Saudners C., Ritter J., Perkins C., 

McLaren C., Path M., McCaffrey R., Liebman H. (1990) Once daily 

administration of 2' ,3'-dideoxyinosine (ddI) in patients with 

acquired immunodeficiency syndrome or AIDS-related complex. N. 

Engl. J. Med., 322: 1340-1345. 

Cresswell P., Springer T., Storminger JL., Turner MJ., Grey HM., 

Kubo Rt. (1974) Immunological identity of the small subunit of 

HLA-A antigens and ~2-microglobulin and its turnover on the 

cell membrane. Proc.Natl. Acad. Sci. USA. 71: 2123-2127. 

Cullen B., and Greene W. (1990) Functions of the auxiliary gene 

products of the human immunodeficiency virus type 1. Virology, 

178: 1-5. 

Curran JW., Morgan W., Hardy A., Jaffe H., Darrow W., Dowle w., 
(1985) The epidemiology of AIDS. Current status and future 

prospects. Science, 229: 1352-1357. 

Curran JW., Jaffe HW., Hardy AM., Morgan W., Selik R., Dondaro T. 



69 

(1988) Epidemiology of HIV Infection and AIDS ln the USA. 

Science 239: 610-616. 

Downing RG., Rglin RP., Bayley AC. (1984) African Kaposis' 

sarcoma and AIDS. Lancet, i: 478-480. 

Ehnrst A., Sonnerborg A" Bergdahl S., StrannegArd O. (1988) 

Efficient isolation of HIV from plasma during different stages 

of HIV infection. J Med Virol, 26: 23-32. 

Ervin PE., Nilsson K. (1974) Beta2 -microglobulin production in 

vitro by human hematpoietic, mesenchymal and epithelial cells. 

J. Immunol., 112;137-144. 

Evans LA., Thoson-Honnebier G., Steimer K., Paoletti E., Perkus 

M., Hollander H., Levy J.A. (1989) Antibody-dependent cellular 

cytotoxicity is directed against both the gp120 and 

gp41 envelope proteins of the human immunodeficiency virus. 

AIDS, 3:1357-1360. 

Fahey J., Prince H., Weaver M., Groopman J., Visscher B., 

Schwartz K. Detels R. (1984) Quantitative changes in T helper 

or T suppressor-cytotoxic lymphocyte subsets that distinguish 

acquired immunodeficiency syndrome from other immune subset 

disorder. Am. J. Med., 76: 95-100. 

Fahey JL., Taylor JMG., Detels R., et al. (1990) The prognostic 

Value of cellular and serologic markers in infection with human 

immunodeficiency virus type 1. N. Engl. J. Med., 322: 166-172. 



70 

Fauci A. (1988) The human immunodeficiency virus: Infectivity and 

mechanism of pathogenesis. Science, 239:617-621. 

Fischl MA., Richman D., Grieco M., Cottlieb M., Volberding P., 

Laskin 0., Leedom J., Mildvan D., Scholleay R., Jackson G., 

Durack D., King D., et al. (1987) The efficacy of 

Azidothymidine (AZT) in the treatment of patients with AIDS and 

AIDS-related complex. N Eng J Med., 317: 185-191. 

Fischl MA., Parker C., Pettinelli C., Wulfsohn M., et al. (1990) 

A randomised trial of a reduced daily dose of zidovudine in 

patients with the acquired immunodeficiency syndrome. N Eng J 

Med., 323: 1009-1014. 

Fisher A., Ensoli B., Looney D., Rose A., Gallo R., Saag M., Shaw 

G., Hahn B., Wong-Staal F. (1988) Biologically diverse 

molecular variants within a single HIV isolate. Lancet 334: 

444-447. (letter) 

Fitzgibbone J., Howell R., Schwatzer T., Gocke D., Dubbin D. 

(1991) In vitro prevalence of Azidothymidine (AZT) resistance 

mutations in an AIDS patient before and after AZT therapy. AIDS 

Res. and Human Retrov., 7: 265-269. 

Folks TM., Clous KA., Justement J., Rabson A., Duh E., Kehrl JH., 

Fauci A. (1989) Tumor necrosis factor alpha induces expression 

of human immunodeficiency virus in a chronically infected T

cell clone. Proc. Natl. Acad. Sci. (USA), 86: 2365-2368. 

Franzetti F., Cavlli G., Foppa C., et al. (1988) Raised serum 



71 

p,-microglobulin levels in differnt stages of human 

immunodeficiency virus infection. J. Clin. Lab. Immunol., 

27:133-137. 

Furman PA., Fufe J., St.Clair M., Weinhold K., Rideout J., 

Freeman G., Nussinoff Lehrman S., Bolognesi DP., Broder S., 

Mitsuya H., Barray D. (1986) Phosphorylation of 3'-azido-3'

deoxythymidine and selective interaction of the 5' -triphosphate 

with human immunodeficiency virus reverse transcriptase. Proc. 

Natl. Acad. Sci. USA., 83: 8333-8337. 

Gallo R., Salahudine s., Popovic M., Sheare G., Kaplan M., Haynes 

B., Palker T., Redfield R., Oleske J., Safai B., White G., 

Foster P., and Markham P. (1984) Frequent detection and 

isolation of cytopathic retroviruses (HTLV-III) from patients 

with AIDS and at risk for AIDS. Science, 224: 500-503. 

Gartner S., Markovits P., Markovitz D., Kaplan M., Gallo R., 

popovic M. (1986) The role of mononuclear phagocytes in 

HTLV-III/LAV infection. Science, 233: 215-19. 

Goff s. (1990) Retroviral Reverse Transcriptase: synthesis, 

structure, and function. J AIDS, 3: 817 -831. (Review) 

Gonda M., Wong-Staal F., Gallo R., Clements JE., Narayan 0., 

Gilden RV. (1985) Sequence homology and morphologic 

similarities of HTLV-III and visna virus, a pathogenic 

lentivirus. Science, 227: 173-177. 

Gottlieb MS., Schorff R., Schanker H., ltleisman JD., Fan PT., Wolf 



72 

RA., Saxon A. (1961) pneumocystis carinii pneumonia and mucosal 

candidiasis in previously healthy homosexual men. Evidence of 

a new acquired cellular immunodeficiency. N. Eng. J. Med., 305: 

1425-31. 

Greene W., (1991) The molecular biology of human immunodeficiency 

virus type 1 infection. N. Engl. J. Med., 324: 308-17. 

Grham N., Leger S., Park 1., Verrnund S., Detels R., Rinaldo C., 

Phair J. (1992) The effects on survival of early treatment of 

HIV infection. The N. Engl. J. Med., 326: 1037-1042. 

Groopman J., Salahuddin S., Sarngadharn M., Markham P., Gonda 

M., Sliski A., Gallo R., (1984) HTLV-III in saliva of people 

with AIDS-related complex and healthy homosexual men at risk 

for AIDS. Science, 226: 447-449. 

Hahn B., Shaw G., Tylor M., Redfield R., Markham P., Salahuddin 

S., Wong-Staal F., Gallo R., Parks E., Parks W. (1986) Genetic 

variation in HTLV-III/LAV over time in patients with AIDS or at 

risk for AIDS. Science, 232: 1548-1553. 

Harada S., Kobayashi N., Koyanagi Y., Yamato N. (1987) elond 

selection of human immunodeficiency virus (HIV): serological 

differences in the envelope antigens of the clond virus and HIV 

prototype (HTLV-III, LAV and ARV). Virology, 158: 447-451. 

Hartshorn K., Neumeyer D., Vogt M., Schooley R., Hirsch M. (1987) 

Activity of Interferons Alpha, Beta, and Gamma against human 

immunodeficiency virus replication in vitro. AIDS Res. and Hum 



73 

Retrov., 3: 125-133. 

Haseltine W. (1988) Replication and pathogenesis of AIDS virus. 

J. AIDS., 1: 217-40. 

Haseltine W. (1989) Development of antiviral drugs for the 

treatment of AIDS. Strategies and prospect. J AIDS., 2: 

311-334. (Review) 

Hirsch M. (1988) Azidothymidine. J Infect Dis., 157: 427-431. 

Ho D., Rota T., Hartshorn K., Kaplan J., Andrews C., Schooley R. 

(1985) Recombinant interferon alpha-a suppresses HTLV-III 

replication in vitro. Lancet, i: 602-604. 

Ho D., Byington R., Schooley R., Flynn T., Rota T., Hirsch M. 

(1985) Infrequency of isolation of HTLV-III virus from saliva 

in AIDS. N. Engl. J. Med., 313: 1606. 

Horwitz JP., Chua J., Noel M. (1964) Nucleosdes: the 

monomesylates of 1-(2'-deoxy-~-D-lyxofuranosyl)thymine. J. 

Organ. Chern., 29: 2076-2078. 

Hutterer J., Armbruster C., Wallner G., Fuchs D., Vetter N., 

Wachter H. (1992) Early changes of neopterin concentrations 

during treatment of human immunodeficiency virus (HIV) type 1 

infection with zidovudine. J. Infect. Dis., 165: 783-784. 

Jackobson MA., Bacchet ti P., Kolokat.his A., et al. (1991) 

Surrogat.e markers for survival in patients with AIDS and AIDS 



74 

related complex treated with zidovudine. BMJ., 302: 73-76. 

Kaslov RA., Phair JP., Freidman HB., et al. (1987) Infection with 

the human immunodeficiency virus: clinical manifestations and 

their relationship to immune deficiency. Ann. Intern. Med., 

107: 474-80. 

Katzenstein D., Latif A., Grace A., Basset M., Mashu A., De 

Villiers D., Carrow E., Hendry R., Marowa E., Emmanuel J. 

(1990) Clinical and laboratory characteristics of HIV-1 

infection in Zimbabwe. J AIDS, 3: 701-707. 

Kefenie H., Butto S., Desta B., et al. (1989) Serological Survey 

of Human Immunodeficiency Virus in Ethiopia. Ethiop. Med. J., 

28: 21-24. 

Kefenie H., Zewdie DW., Desta B., Mehari HW., Fekede H., Tadesse 

M., Ketema F., Kebede T. (1990) The prevalence of human 

immunodeficiency antibodies in 106 tuberculosis patients. 

Ethiop. J. Health Dev., 4: 197-200. 

Kefenie H., Desta B., Mengesha S., Kebede T. (1991) Prevalence of 

HIV-1 Antibodies In Patients With Sexually Transmitted Disease. 

Ethiop. Med. J., 29:63-69. 

Klatzmann D., Champagne E., Chamaret S., Gurest J., Guetard D., 

Hercend T., Gluckman J., Montagnier L. (1984) T-lymphocyte T4 

molecule behaves as receptor for human retrovirus LAV. Nature 

(London), 312: 767-71. 



75 

Kwok S., Mack Dh., Mulis KB., et al. (1987) Identification of 

human immunodeficiency virus sequences by using in vitro 

enzymatic amplification and oligomer clivage detection. J. 

Virol. 61: 690-694. 

Lahdevirta J., Maury PJC., Teppo A-M., and Repo H. (1988) 

Elevated levels of circulating cachectin/tumor necrosis factor 

in patients with acquired immunodeficiency syndrome. Am. J. 

Med., 85: 289-291. 

Lambert J., Seidlin M., Reichman R., Plank C., et al., (1990) 

2' ,3'-dideoxyinosine (ddI) in patients with the acquired 

immunodeficiency syndrome or AIDS-related complex. N. Engl. 

J. Med., 322: 1333-1339. 

Lambin P., Lefrene JJ., Doinel C., Fine JM., Salmon D., Salmon 

CH. (1988) Neopterin and p,-Microglobulin in serum of HIV

seropositive subjects during a two year follow up. Clin. Chern., 

34: 1367-1368. 

Land S., Treloar G., Mc- Phee D., Birch C., Doberty R., Cooper D., 

Gust I. (1990) Decreased in vitro susceptibility to zidovudine 

of HIV isolates obtained from patients with AIDS. J Infect Dis, 

161: 326-329. 

Lane HC., Davey V., Kovacs JA., Feinberg J., Metcalf JA.,Heprin 

B., Walker R., Deyton L., et al. (1990) Interferon alpha (IFN

a) in patients with asymptomatic human immunodeficiency virus 

infection. Ann. Intern. Med., 112: 805-811. 



76 

Lange JM., Boucher CA., Wiltink EH.,Reiss P., Royen EA., Roos M., 

Danner SA.,Goudsmit J., (1990) Failure of zidovudine 

prophylaxis after accidental exposure to HIV-l. N., Engl., J., 

Med., 322: 1375-1377. 

Larder BA., Kemp SD. (1989) Multilpe Mutation in the HIV-l 

Reverse Transcriptase Confer High-level Resistance to Zidovudine 

(AZT). Science, 246: 1155-1158. 

Larder BA., Darby G., Richman DD. (1989). HIV with reduced 

sensitivity to zidovudine isolated during prolonged therapy. 

Science, 243: 1731- 1734. 

Larder Ba., Chesebro B., Richard D. (1990) Susceptibilities of 

zidovudine-susceptible and -resistant human immunodeficiency 

virus isolates to antiviral agents determined by a quantitative 

plaque reduction assay. Antimicrob. Agents Chemother., 34:436-

441. 

Lester FT., Ayehunie S., Zewdie DW. (1988) Acquired 

Immunodeficiency Syndrom: Seven cases in an hospital. Ethiop. 

Med. J., 26:139-145. 

Levy J., Hoffman A., Kramer S., Landis J., Shimabukuro J., and 

Oshiro L. (1984) Isolation of lymphocytopathic retroviruses 

from San Francisco patients with AIDS. Science, 224: 840- 842. 

Levy J., Shimabukuro J., MCHugh T., Casavant C., Stites D., 

Oshiro r.. (1985) AIDS-associated retroviruses (ARV) can 

productively infect other cells besides human T helper cells. 



77 

Virology, 147: 441-48. 

Levy J. (1993) Pathogenesis of human immunodeficiency virus 

infection. Microbiological Reviews 57: 183-289. 

Masquelier B., Combeau T., Poveda JD., Delord B., Pellegrin JL., 

Salafranque-Andreola ML., Tarago-Litvak L., Fleury HJ. (1991) 

In vitro assays show a dissociation of reverse transcriptase 

activity and core antigen (p24) production in two HIV-1 

isolates from a patient receiving long-term treatment with 

zidovudine (ZDV). J AIDS., 4(5): 499-505. 

Masur H., Michelis MA., Greene JB. (1981) An outbreak of 

community-acquired pneumocystis carinii pneumonia. N.Engl.J. 

Med., 305: 1431-1438. 

Matsuyama T., Kobayshi N., Yamamoto N. (1991) Cytokines and HIV 

infection: is AIDS a tumor necrosis factor disease? AIDS., 

5: 1405-1417. 

McArthur J. (1987) Neurologic manifastations of AIDS. Medicine, 

66: 407-37. 

Melbeye M., Bayley A., Manuwele JK., et al. (1986) Evidence for 

heterosexual transmission and clinical manifestations of human 

immunodeficiency virus infection and related conditions in 

Lusaka, zambia. Lancet, 2: 1113-1115. 

Mitsuya H., Weinhold K., Furman P., St.Clair M., Nusinoff Lehrman 

S., Gallo R., Bolognesi D., Barry D., and Border S. (1985) 



78 

3'-azido-3'-deoxythymidine (BW A509U): an antiviral agent that 

inhibits the infectivity and cytopatic effect of human 

T-lymphotropic virus type III/LAV in vitro. Proc. Natl. Acad. 

Sci. USA, 82: 7096-7100. 

Mitsuya H., Broder S., (1986) Inhibition of the in vitro 

infectivity and cytopatic effect of human T-lymphotropic virus 

type III/lymphadenopathy asociated virus (HTLV III/LAV) by 

2' ,3'-dideoxynucleosides. Proc. Natl. Acad. Sci. USA, 83: 

1911-1915. 

Mitsuya H., Jarrett RF., Matsukura M., Dimarzo Veronese M.,DeVico 

F., Sarngadharan A., Johns M., Reitz M., Border S. (1987) Long 

term inhibition of human T-lymphotropic virus type 

III/lymphadenopathy-associated virus (human immunodeficiency 

virus) DNA synthesis and RNA expression in T cells protected by 

2',3'-dideoxynucleoside in vitro. Proc. Natl. Acad. Sci. USA, 

84: 2033-2037. 

Mohri H., Sjngh M., Ching W., Ho D. (1993) Quantitation of 

zidovudine resistant human immunodef iciency virus type 1 in the 

blood of treated and untreated patients. Proc. Natl. Acad. Sci. 

USA., 90: 25-29. 

Morfeldt-Manson J., Julander I., von Stedingk LV., Wasserman J. , 

Nilsson B. (1988) Elevated Serum Beta-2-microglobulin. A 

Prognostic Marker for Development of AIDS Among Patients with 

Persistent Generalized Lymphadenopathy. Infection, 16: 109-110. 

National AIDS control Programme, Ministry of Health, A.A. AIDS 



79 

Case Surveillance Update: Feb.1993. 

National AIDS control Programme, Ministry of Health, A.A. AIDS 

Case Surveillance Update: June 1993. 

Navia B., Jordan B., Price R. (1986) The AIDS dementia complex 

I Clinical features. Ann. Neurol., 19: 517-24. 

Nzilambi N., De Cock MK., Forthal DN., Francis H., Ryder RW., 

Getchele J., Laga M., piot P., McCormick JB., et al. (1988) The 

prevalence of infection with HIV over a lO-year period in rural 

zaire. N. Engl. J. Med. 318: 276-279. 

Ostertag W., Roesler G., Kreig CJ., Kind J., Cole T., Crozier T., 

Gaedicke G., Kluge N., Dube S. (1974) Induction of endogenous 

virus and of thymidine kinase by bromodeoxyuridine in cell 

cultures transformed by Friend virus. Proc. Natl. Acad Sci. 

USA, 71: 4980-4985. 

Perre P., Lapage P., Kestelyn P., Hekker A., Rouvroy D., Bogaerts 

J., Kayihigi J., Botzler J., Clumeck N. (1984) Acquired 

immunodeficiency syndrome in Rwanda. Lancet, ii: 62-65. 

piot P., Tallman H., Minlangu K., Mbendi N., et al. (1984) 

Acquired immunodeficiency syndrome in a heterosexual population 

in zaire. Lancet ii: 65-69. 

Quinn Te., Mann M., Curran J., piot P., et al. (1986) AIDS in 

Africa: an epidemiologic paradigm. Science, 234: 955-963. 



80 

Ratner L., Haseltine W., Patarca R., Livak K., Starcich B., 

Josephs S., Doran E., Rafalski J., Whi tehorn E., Baumeister K. , 

Ivanoff L. (1985) Complete nucleoside sequence of the AIDS 

virus, HTLV-III. Nature (London), 313: 277-284. 

Richman D., Fischl M., Grieco M., Gottliebo M., volberding P., 

Laskin 0., Leedom J., Groopman J., Mi ldvan D., Hirsch M., 

Jackson G., Durack D., Nusinof-Lehrman S., et al. (1987) The 

toxicity of AZT in the treatment of patients with AIDS and 

AIDS-related complex. A double-blind placebo controlled trial. 

N. Engl. J. Med., 317: 192-197. 

Rooke R., Tremblay M., Soundeyns H., Destephano L., et al. (1989) 

Isolation of drug resistant variants of HIV-1 from patients on 

long-term zidovudine therapy. AIDS., 3: 411-415. 

Rosenberg Z., Fauci A. (1989) Induction of expression of HIV in 

latently or chronically infected cells. AIDS Res. Hum. Retro. 

5:1-4. 

Rosenberg Z., Fauci A., (1990) Immunopathogenic mechanisms of HIV 

infection: cytokine induction of HIV expression. J. Immunol. 

Today,ll: 176-180. 

Ryder RW., NsaW., Hassing SE., et al. (1989) Perinatal 

transmission of the HIV-l to infants of seropositive women in 

zaire. N. Engl. J. Med., 320: 1637-1642. 

Santos-Ferreira M., Cohen T., Lourenco M., Almeida M., Chmaret 

S., Montagnier L. (1990) A study of seroprevalence of HIV-l in 



81 

six provinces of the Peoples republic of Angola: clues to the 

spread of HIV infection. J AIDS., 3: 780-786. 

Schnittman S., Psallidopoulos M., Lane CH., Thomson L., Baseler 

M., Massri F., Fox C., Salzman N., Fauci A. (1989) The 

reservoir for HIV-l in human peripheral blood is a T cell that 

maintains expression of CD4. Science, 245: 305-308. 

Serwadda D., Sewankambo N., Carswell J., Bayley A., et al. (1985) 

Slim disease: a new disease in Uganda and its association with 

HTLV-III infection. Lancet, ii: 849-852. 

Sellgmann M. Report of the coordinating committee of the Conord 

Trial. OP-Ol-2. IXth international Conference on AIDS. Berlin 

June 6-11, 1993. 

Shaw G., Hahn B., Arya S., Groopman J., Gallo R., Wong-Staal F., 

(1984) Molecular characterization of Human T-cell leukemia 

immunodeficiency syndrome. Science, 226: 1165-1171. 

S6nnerborg A., Stedingk L-V., Hansson L-O., Strannegard 6. (1989) 

Eleveted neopterin and beta,-microglobulin levels in blood and 

cerebrospinal fluid occur early in HIV-l infection. J. AIDS., 

3: 277-283. 

St. Clair MH., Martin Jl., Tudor-Williams G., Bach MC., Vavro 

CL., King DM., Kellam P., Kemp SD., Larder BA. (1991) 

Resistance to ddI and sensitivity to AZT induced by a mutation 

in HIV-l reverse transcriptase. Science, 253: 1557-1559. 



82 

Troppmair J., Machbaur K., Herold M., et al. (19BB) In vitro and 

in vivo studies on the induction of neopterin biosynthesis by 

cytokines, alloantigens and lipopoysaccharide (LPS). Clin. 

Exp. Immunol., 74: 392-397. 

Tsega E., Mengesha B., Nordenfelt E., Lindberg J. (19BB) 

Serological survey of Human Irmnunodeficiency Virus infection in 

Ethiopia. Ethiop. Med. J., 26: 179-1B4. 

Van Den Akker R., Bouman-Van Engelen CAA., De Jong JC., et al. 

(19BB) Persistence of anti-p24 antibodies in African AIDS 

patients. AIDS., 2: 62-63. 

Varmus H., (19BB). Retroviruses. Science 240: 1427 -1433. 

Volberding P., Lagakos SW., Grimes JM. Stein DS. The effect of 

disease stages on the duration of zidovudine effect. WS-B24-6. 

IXth International confernce on AIDS. Berlin June 6-11, 1993. 

Wilcock G., Grace S., De Villiers D., Borok J., Emmanuel JC., 

Downing R. (19BB) Kaposi's sarcoma in Zimbabwe. II. peripheral 

lymphocytes, immunoglobulin G levels, and HIV positivity. J. 

Clin. Lab.Immunol., 27: 25-BB. 

World Health Organization (WHO): Acquired Immunodeficiency 

Syndrome (AIDS). Weekly Epidemiol Rec. 19B6; 61: 69-73. 

World Health Organization (WHO): Acquired Immunodeficiency 

Syndrome (AIDS). Weekly Epidemiol Rec. 1990; 65: 221-228. 



83 

WHO: Global Programme on AIDS. Newsletter 1993, 1: 5 

Yarchoan R., Weinhold K., Lyerly H., Gelmann E., Blum R., Shearer 

G., Mitsuya H., et al. (1986) Administrat ion of 

3'-azido-3'-deoxythymidine an inhibitor of HTLV-III/ LAV 

replication to patients with AIDS or AIDS-related complex. 

Lancet, 1: 575-580. 

Yarchoan R, Mitsuya H., Thomas R., Pluda J., Hartman N., Perno 

C., Marczyk K., Allain J., Johns D., Broder S. (1989) In vivo 

activity against HIV and favourable toxicity profile of 

2' ,3'-dideoxyinosine. Science, 245: 412-415. 

Zagury D., Bernard J., Leibowitch J., Safai B., Groopman J., 

Feldman M., Sarngadhan MG., Gall R. (1984) HTLV-III in cells 

cultured from semen of two patients with AIDS. Science 226: 

449-451. 

Zewdie D., Sisay Y., Kebede D., Mamo D. (1992) HIV Infection in 

Ethiopian Blood Donors: prevalence, Trends, and Future 

Projections. Ethiop. J. Health Dev., 6: 1-8. 



84 

8. APPENDIX I: Details of the assay procedures. 

A. CELL CULTURE MEDIUM (RPMI-1640 COMPLETE MEDIUM) For 

supposedly infected lymphocyte cultures 

RPMI-1640 supplemented with 0.7~1/ml polybrene 

10% foetal calf serum (FCS) 100u/ml penicillin 

10% T-cell growth factor (TCGF) 100~g/ml streptomycin 

2~1/ml hydrocortisone 

5u/ml L-glutamin (L-glu) 

B. CELL CULTURE MEDIUM, for primary non-infected lymphocyte 

cultures 

RPMI-1640 supplemented with 

10% FCS 

2.5~g/ml Phytohaemagglutinin (PHA) 

5u/ml L-glu 

100u/ml penicillin 

100~g/ml streptomycin 

C. WASHING MEDIUM 1N CELL SEPARATION 

RPMI-1640 supplemented with 

5% FCS 

100u/ml penicillin 

100~g/ml streptomycin 



85 

1. SEPARATION OF PERIPHERAL BLOOD MONONUCLEAR CELLS (PBMCs) 

B6yums method (1986) of lymphocyte separation was used in 

a modified form (by SMeLl . 

1. About 40 ml of peripheral blood was collected in 

vacutainer tubes containing EDTA from healthy blood 

donors or patients. 

2. 4 ml of the blood was layered on top of 4 ml of Ficoll

hypaqueR, in 15 ml conical centrifuge tubes (Falcon) at room 

temperature. 

3. The content was centrifuged at 2200 rpm for 20 minutes in 

a swing-out rotor. 

4. The plasma was sucked off with a pasteur pipette and 

stored. The mononuclear cells were recovered and 

dispensed into 50ml fresh tubes (Falcon). 

5. The cells were washed 4 times and recovered by 

centrifugation as follows: 

a) A sufficient quantity of washing medium to make 10% cell 

concentration was added to each tube containing the 

cells. The contents were centrifuged at 2000rpm for 10 

minutes. 

b) The supernatant was discarded and the pellets were 

washed three more times with washing medium. 

c) The medium was separated by centrifuging for 7 minutes 

each time at a sequentially decreasing speed of 

1800 rmp, 1300 rpm and 1200 rpm. 

6. The supernatant was discarded and the cells were 

suspended in an appropriate volume of RPMI-1640 complete 

cell culture medium. O.lml of this suspension was mixed 

with 0.9 ml of 0.4% trypan blue solution to make a 1:10 

dilution and put in a cell counting chamber (Burker 

chamber). The cells were counted microscopically by the 

trypan blue exclusion method and the concentration of the 
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living cells was calculated. 

2. REVERSE TRANSCRIPTASE ASSAY (As developed by SMCL) 

D. REAGENTS 

i) Lysis buffer 

Sodium chloride (NaCl) 0.1M 

Tris 0.01M 

EDTA 0.001M 

0.1% Triton X-100, pH 9.16 

ii) RT cocktail 

1. Tris buffer 1M, pH 7.8 

2. Desoxythymidine triphosphate (DTTP) 20mM 

3. Poly riboadenosine (Poly raj 10D/ml 

4. Oligodeoxythymidine (Oligo dT) 1 OD/ml 

5. Potassium chloride (KCl) 1M 

6. Magnesium chloride (MgCl,) 0.5M 

7. 3H-thymidine triphosphate (3H-TTP) 

8. Sterile H20 

iii) Stopping reagents 

1. Tetrasodiumpyrophosphate (PPNa) O.lM ln 5% 

trichloroacetic acid (TCA) 

2. Yeast nucleic acid 0.01% 

3. 20% TCA 

PROCEDURE 

a) preparation of the RT cocktail 

1. All the reagents were removed from -20°C storage to 

room temprature and thawed quickly in a water bath. 

2. After thawing, the reagents were transferred quickly to 

an ice bath and and the cocktail was prepared by 
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mixing 2.5~1 X n each of tris, OTTP, poly ra, and 

oligo dT, l~l X n of kCl, O.5~1 X n of MgCl" 5~1 X n 

of 'H-TTP and 23.5~1 X n of steril water in the given 

order where n is the total number of tubes to be 

analysed. 

b) Assay Procedure 

1. The frozen culture supernatants were removed from -70°C 

storage to room temperature and allowed to thaw. 

2. 3ml of the thawed supernatants were put in properly 

labelled ultracentrifuge tubes and ultracentrifuged at 

55,000g for 30 minutes. 

3. The supernatants were discarded and the pellets were 

dried by blotting the tubes on a pad of filter paper 

and by keeping them up side down on the pad for a few 

minutes. 

4. 30~1 of lysis buffer was added to each tube. 

5. After mixing well, the lysates from each tube were 

transferred to properly labelled Epindorf tubes 

(SARSTEOT 0-2523) using separate pasteur pipettes and 

incubated at +4°C for at least 15 minutes. 

6. Then 40~1 of the RT cocktail prepared immediatly before 

use was dispensed to each of the series of properly 

labelled tubes. 

7. 10~1 of each cell lysate were then added to the proper 

tubes containing the RT cocktail. 

8. The positive control consisted of 10~1 cell lysate 

obtained from a culture supernatant of l-MT4 cell line 

treated in a manner similar to that of the samples and 

added to one of the tubes containing 40~1 of the RT 
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cocktail. 

9. The negative controls consisted of 10~1 of sterile 

water added to tubes containing 40~1 of the RT 

cocktail. 

10. The tubes were capped and incubated at +37°C for 1 

hour. 

11. The reaction was stopped by moving the tubes to an ice 

bath and adding to each tube the stopping reagents as 

quickly as possible in the following order: 

1m1 of O.lM PPNa, 

200~1 of 0.01% yeast nucleic acid, 

20% TeA sufficient quantity to fill up the tubes. 

12. The tubes were capped and left at +4°C overnight. 

13. The next morning the reaction mixture was filtered 

through 0.45~ mil1ipore filters in a manyfold mi11ipore 

sampling chamber connected to a vacuum suction. The tubes 

were rinsed out on to the filters 3 times and the filters 

were rinsed twice with 5% TCA. 

14. A small quantity of 70% alcohol was sprayed on the 

filters to prevent them from becoming brittle. 

15. The filters were picked up carefully with forceps and 

placed in properly labelled scintillation tubes. The 

forceps were rinsed in 70% alcohol after transfering each 

filter. 

16. 3 ml of scintillation liquid was added to each tube and 

the tubes were capped. 

17. The tubes were then incubated at +4°C for at least 15 

minutes. 

18. The Rt activity was measured in a Searle Analytic Delta 

Inc 300 6890 liquid scintillation system. Each tube was 

counted for 1 minute. 
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3. HIV-l ANTIGEN Enzyme Immunoassay (EIA) 

E. REAGENTS (kits supplied by Abbot Laboratories, Chicago IL, 

U.S.A.) 

1. Specimen diluent containing Triton X-100 

2. Beads coated with human antibody to HIV-1 

3. Rabbit antibody to HIV-1 

4. Anti rabbit IgG conjugate (Goat antibody to rabbit IgG 

congugated to horseradish peroxidase) 

5. positive control, HIV-1 antigens 

6. Negative control, recalcified human plasma, non

reactive for HIV-1 antigens, HBSAg, and antibody to 

HIV-1 

7. o-phenylenediamine.2HCl (OPD) substrate tablets 

8. Substrate diluent containing 0.02% H,O, 

9. Stopping reagennt, Sulphuric acid 1N 

10. Reaction tray 

11. Cover seal 

Assay Procedure 

1. 20 ~l of specimen diluent was dispensed into each well of 

the reaction tray to be used. 

2. 20 ~l of the negative control (recalcified human plasma, 

non-reactive for HIV-1 antigens, HBsAg, and antibody to 

HIV-1) were dispensed into each well containing specimen 

diluent. 

3. 200 ~l of the negative control culture (culture 

supernatant from donors PBMCs) were dispensed into the 

first 3 wells. 

4. 200 ~l of the positive control (HIV-1 antigens) were 

dispensed into the next 2 wells. 

5. 200 ~l of the test samples (culture supernatants) were 

dispensed into the remaining wells as appropriate. 
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6. One bead coated with human antibody to HIV-1 was 

dispensed into each of the wells. 

7. The tray was covered with a seal and gently tapped to 

remove the trapped air bubbles. 

8. The mixture was incubated for 16 to 20 hours at room 

temperature. 

9. The seal was removed and discarded. Then the liquid was 

aspirated and the beads were washed once with distilled 

water in an ELISA washer. 

10. 200 ~l of rabbit antibody to HIV-1 was added to each 

well containing a bead. 

11. The tray was covered and incubated at +38 +/-2°C for 4 

hours +/-10 min. 

12. The tray was washed as described in step 9. 

13. Then 200 ~l of goat anti-rabbit IgG conjugated with HRP 

was dispensed into each well containing a bead. 

14. The tray was covered and incubated at +38 +/-2°C for 2 

hours +/-10 min. 

15. Then the tray was washed as described above (step 9). 

16. The beads were transferred to properly labelled assay 

tubes. 

17. o-phenylenediamine substrate solution was prepared in a 

beaker protected from light by wrapping with aluminum foil 

immediately before use by disolving the substrate tablets 

in the substrate diluent (1 tablet : 3ml of diluent) . 

18. 300 ~l of the freshly prepared substrate solution were 

pipetted into one empty tube to be used as a blank and 

into each of the tubes containing beads. 

19. The tubes were incubated at room temp. in the dark for 

30 +/- 2 min. 

20. The reaction was stopped by adding 1 ml of 1N sulphuric 

acid to each tube including the blank. 
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21. The quantum analyser was blanked at 492 rum with the 

substrate blank. 

22. The absorbance, in optical density units (OD) , of the 

controls and the samples was determined at 492 rum. 

23. The amount of p24 antigen in the samples in pg/ml was 

calculated from a previously constructed standard 

curve. 

4. P-MICROG~OBU~IN E~ISA (As developed by SMCL) 

F. REAGENTS 

1. Rabbit anti-human P2-M antibody (Dakopats) 

2. Coating buffer: cabonate-bicarbonate buffer, pH 9.6 

3. Dilution buffer: 

a} for samples & standards 

PBS-A 

Tween 20 

NaN) 

BSA 0.75% 

4. Washing buffer: 

a} For the coated plates 

PBS-A 

Tween 20 

NaN) 

c) For the final wash 

Citrate-Phosphate buffer 

b) for the conjugate 

PBS-A 

Tween 20 

BSA 0.75% 

b) After incubation 

PBS-A 

Tween 20 

5. Anti-human P2-M antibody conjugated to horseradish 

peroxidase (HRP) 

6. Standard, human serum with a known concentration of P2-M 

7. o-phenylenediamine substrate tablets 

8. Substrate diluent 

9. Stopping reagent, 3M H,S04 
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PROCEDUR§ 

a) Plate coating 

1. Coating buffer was diluted 1 in 10 in boiled and cooled 

distilled water. 

2. The 96 wells of the microtiterplate were coated with l25~1 

of rabbit antihuman antibody to ~2-M at a dilution of 

1:3000. 

3. The plates were kept at +4°C for at least 4 days before 

use. 

b) Assay Procedure 

1. Each well was washed with 400~1 of washing buffer. 

2. The serum samples were diluted 1 in 500 and the standard 

serum was serially diluted from 1:62.5 to 1:2000 in the 

dilution buffer. 

3. 100~1 of the standards in duplicate, one blank (dilution 

buffer), and the samples were dispensed into each of the 

appropriate wells and incubated for 2 hours at room 

temperature. 

4. After the liquid was aspirated from the wells the plate 

was washed 3 times with washing buffer. 

5. 100~1 of anti-human ~2-M antibodies conjugated to 

horseradish peroxidase was dispensed into each well and 

incubated 2 hours at room temperature. 

6. The liquid was aspirated and the plate was washed 3 times 

with washing buffer (4.b) and once with citrate-phosphate 

buffer (4.c). 

7. Then 100~1 of freshly prepared substrate solution was 

dispensed into each well and incubated at room temp. in the 

dark for 20 min. 

8. The reaction was stopped by adding 50~1 of 3M H2S0 4 to 

each well. 
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9. The absorbance was determined in an ELISA reader at 492nm 

after the machine was blanked by reading an empty plate. 

10. The standard curve was constructed by plotting known 

concentrations of P2-M in the standard serum (~g/ml) 

against absorbance (OD). 

11. the amount of P2-M in each sample was determined by 

interpolating from the standard curve. 

5. TNF-U Enzyme Amplified Sensitivity Immunoassay (RASIA) 

G. REAGENTS ( kits Supplied by Medgenix Diagnostics SA, 

Belgium, GMBH) 

1. 96 well microtiter plates coated with anti-TNF-U 

2. Standard zero, 0 pg/ml TNF-u in human serum 

3. Standards consisiting of 15, 50, 150, 500, 1500pg/ml 

TNF-U in human serum 

4. Controls 1 and 2, TNF-U in human serum 

5. Incubation buffer, Tris-Maleate buffer with BSA 

6. Anti-TNFu:Horseradish peroxidase conjugate in Tris-

Maleate buffer with BSA 

7. Conjugate buffer, Tris-Maleate buffer with BSA 

8. Washing solution, 20% Tween 20 

9. Chromogen, Tetramethylbenzidine (TMB) 

10. Substrate buffer, H,O, in acetate/citrate buffer 

11. Stopping reagent, 1.8N H,S04 

Assay Procedure 

1. 200~1 of each standard, controls or samples were 

dispensed into the appropriate number of wells of the 

microtiter plate supplied in the kit. 

2. 50~1 of incubation buffer were dispensed into each of the 

wells to be used. 

3. The plate was covered with parafilm and incubated at room 
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temperature for 2 hours on a horizontal shaker set at 

600rpm. 

4. The liquid was aspirated from each well and the plate was 

washed 3 times by dispensing a volume of 400~1 of washing 

buffer into each well and aspirating it. 

5. 400~1 of standard 0 was dispensed into each well. 

6. 50~1 of anti-TNF-a conjugated to HRP was added to each 

well and incubated for 2 hours as described in step 3. 

7. The plate was washed as in step 4. 

8. 200~1 of freshly diluted tetramethylbenzidine substrate 

solution was dispensed into each well and incubated in 

the dark at room temperature for 30 min. as in step 3. 

9. The reaction was stopped by adding 50~1 of stopping 

reagent to each well. 

10. An ELISA reader was blanked at 450nm with empty plates 

and the absorbance of the controls and the standards was 

determined at the same wave length. 

11. A standard curve was constructed by plotting the known 

concentrations of TNF-a in the standards (pg/ml) against 

absorbance (OD units) . 

12. The levels of TNF-a in the samples were obtained by 

interpolating from the standard curve. 

6. NEOPTERIN RADIOIMMUNOASSAY (IMMUtestR
) 

H. REAGENTS (kits Supplied by Henning, Berlin, GMBH) 

1. Tracer, 12sI-Neopterin 

2. Antiserum, sheep anti-neopterin antibody pre-precipitated 

by donkey anti-sheep IgG antibody 

3. Wasing solution 

4. standards 0, 3, 9, 27, 81, 243, 729nmol/ml neopterin in 

5. controls I and II, 5.3+/-1.5 nmol/l and 54+/-6.0 nmol/l 
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Assay Procedure 

All the reagents and the standards were brought to room 

temperature before starting the assay. 

1. Ellerman glass tubes were labelled by giving serial 

numbers, 5-18 for the standards, 19-22 for the controls 

and 23-189 for the samples. Two tubes labelled Ta and Tb 

were used to measure total radioactivity in the tracer. 

2. 20~1 of the standards the controls and the samples were 

pipetted into the proper tubes. Nothing was added to 

tubes Ta and Tb. 

3. 100~1 of the tracer were pipetted into all the tubes. 

4. Into each of the tubes containing the standards, the 

controls and the samples, 100~1 of sheep anti-neopterin 

antibody precipitated by donkey anti-sheep IgG were 

added. 

5. The contents in each tube were mixed thoroughly using a 

vortex mixer. Then the tubes were covered with parafilm 

and incubated for at least 1 hour at room temp. 

6. 1ml of washing solution was pipetted into each of the 

tubes. The tubes were shaken gently in the rack and then 

centriuged for 10 min. at 2000 X g. 

7. The supernatant was decanted carefully from all the tubes 

leaving only a small amount of fluid over the 

precipitate. 

8. The radioactivity of all the tubes, including tubes Ta 

and Tb was measured in a gamma scintillation counter 

(Neopterin/PGD Auto-Gamma) Each tube was counted for one 

min. 

9. The levels of neopterin in the samples were determined 

from the standard curve. 
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9, APPENDIX 2: Samples of standard curves, 
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