Journal of NeuroVirology, 16: 25-32, 2010 informa

© 2010 Joumal of NeuroVirology
ISSN 1355-0284 print/ 1538-2443 online healthcare
DOI: 10.3109/13550280903552420

Effects of nadir CD4 count and duration of human
immunodeficiency virus infection on brain volumes
in the highly active antiretroviral therapy era
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Cerebral atrophy is a well-described, but poorly understood complication of
human immunodeficiency virus (HIV) infection. Despite reduced prevalence
of HIV-associated dementia in the highly active antiretroviral therapy
(HAART) era, HIV continues to affect the brains of patients with chronic
infection. In this study we examine patterns of brain volume loss in
HIV-infected patients on HAART, and demographic and clinical factors
contributing to brain volume loss. We hypothesized that nadir CD4+
lymphocyte count, duration of HIV infection, and age would be associated
with reduced cortical volumes. Volumes of cortical and subcortical regions
in 69 HIV-infected neuroasymptomatic (NA) individuals and 13 with at least
mild acquired immunodeficiency syndrome (AIDS) dementia complex (ADC)
were measured using voxel-based morphometry. Demographic and clinical
factors (age, plasma HIV RNA level, current and nadir CD4 counts, duration
of infection, central nervous system [CNS] penetration of antiretroviral
regimen) along with their interactions were entered into a regression
model selection algorithm to determine the final models that best described
regional brain volumes. Relative to NA, individuals with ADC exhibited
decreased total gray matter and parietal cortex volumes and increased
total ventricular volumes. Final regression models showed overall cerebral
volume, including gray and white matter volume and volumes of the parietal,
temporal, and frontal lobes and the hippocampus, were most strongly
associated with disease history factors (nadir CD4 and duration of infection).
In contrast, basal ganglia volumes were related most strongly to current
disease factors, most notably plasma HIV RNA. These findings indicate
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that individuals with a history of chronic HIV infection with previous
episodes of severely impaired immune function, as reflected by reduced
nadir CD4+ lymphocyte count, may be at greatest risk for cerebral atrophy.
The pattern of HIV-associated brain loss may be changing from a subcortical to
a cortical disease among patients who are largely asymptomatic on HAART.
Journal of NeuroVirology (2010) 16, 25-32.
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The advent of highly active antiretroviral therapy
(HAART) has dramatically increased survival
rate among human immunodeficiency virus (HIV)-
infected patients (Carpenter et al, 2000). Yet, the
possibility of developing cognitive dysfunction
remains a significant concern, particularly in the
context of chronic infection and aging (Sacktor et al,
2002). Evidence from clinical and neuropatho-
logical studies suggests that HIV continues to
have detrimental effects on the brain, even when
plasma viral load has been reduced to undetectable
levels (Masliah et al, 2000; McArthur, 2004; Sacktor
et al, 2002). Furthermore, recent data suggest that
treated patients develop cognitive impairment in
setting of HAART, raising concern that central ner-
vous system (CNS) complications continue to occur
in these patients (Brew, 2004; Dore et al, 1999;
Thurnher et al, 2000; Valcour and Sacktor, 2002;
Valcour et al, 2004).

Brain atrophy is a well-described yet poorly
understood complication of HIV infection. Marked
structural brain abnormalities were observed in the
early years of the HIV epidemic. Studies conducted
in the pre-HAART era provided evidence of volu-
metric brain abnormalities in people with HIV
(Aylward et al, 1993, 1995; Heindel et al, 1994;
Jernigan et al, 1993). Recent studies continue to
show basal ganglia abnormalities among people
with HIV compared to healthy controls (Gongvatana
et al, 2009). However, relatively few brain volumetric
studies have been conducted in the setting of
HAART, and these are associated with chronic
HIV infection. There is some evidence that reduced
subcortical volumes and metabolite abnormalities
can be found in HIV-infected patients on HAART
and are associated with impaired neurocognitive
function (Patel et al, 2002, 2003; Paul et al,
2002, 2007, 2008). Prior to the era of HAART, patients
with HIV-associated dementia exhibited cortical
atrophy (Heindel et al, 1994; Jernigan et al, 1993).
Several recent findings continue to suggest that cor-
tical atrophy still continues to occur in the HAART
era (Thompson et al, 2005). Furthermore, structural
brain damage incurred as a result of severe immuno-
logical compromise at some point in the distant past
may increase the vulnerability to neurodegeneration
(Brew et al, 2008; Valcour et al, 2004), and result
in cortical changes analogous to premature aging.
However, a full understanding of the evolution of

CNS injury in cortical and subcortical brain regions
in the context of chronic treatment is still lacking.

As an initial effort to examine this issue, volumet-
ric measurements on brain images were obtained
from a patient pool of HIV-infected patients followed
in a large longitudinal multicenter study designed to
assess structural and metabolic effects of HIV infec-
tion. We examined the relationship between specific
demographic and clinical factors associated with
HIV, and brain volume across specific brain regions.
We hypothesized that disease history, including
duration of infection and CD4 nadir, would be asso-
ciated with reductions in brain volume independent
of current viral and immunological status.

Results

Candidate predictors included age in years, duration
of HIV infection in years, binary acquired immuno-
deficiency syndrome dementia complex (ADC) stage
variable (0 for ADC <1, 1 for ADC 2 1), binary nadir
CD4 variable (0 for <50, 1 for >50), binary current
CD4 variable (0 for €400, 1 for >400), binary plasma
HIV RNA variable (0 for detectable, 1 for undetect-
able level), and binary CNS penetration effectiveness
(CPE) score (0 for <1.5, 1 for CPE >1.5).

No significant differences were found on any
demographic or clinical factors between the ADC
groups (p >.05) (Table 1).

Brain volumes as a function of ADC stage

In general, decreased cortical and subcortical
volumes were observed in subjects with ADC
when compared to NA subjects but these reached
significance only for the total gray matter volume
(P = .02), and parietal cortex volume (P = .04). An
increase in total ventricular volume (P = .036) was
also associated with ADC stage (Table 2).

Global brain volumes

Variables corresponding to HIV history and current
status as well as their interactions were examined
for possible associations with different patterns of
volume loss in HIV. The clinical, demographic, and
HIV disease variables that were associated with each
of the global brain volume indices are presented
in Table 3. Decreased gray matter volume correlated
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Table 1 Demographic and clinical characteristics of participants in the AIDS dementia complex (ADC) groups

N

Gender (% male)

Age (years)

Ethnicity (% Caucasian)

Education level

(% high school or less)

% IV drug use

Duration of infection (years)

CD4 count (log;o cells/ml)

Nadir CD4 (log;o cells/ml)

% undetectable Plasma RNA viral load
% known on ART at baseline (uninterrupted)
CPE score

ADC stage

0 and 0.5 >1 Total
69 13 82
84 85 84
45.5 + 8.2 49.9 £ 9.5 48.6 £ 7.5
72 62 71%
65 77 67

20 46 24

12.2 £ 6.1 14.3 £ 7.0 12.5 + 6.2
2.54 + 0.24 2.43 + 0.40 2.52 + 0.27
1.53 £ 0.51 1.42 + 0.40 1.51 = 0.50
84 85 84
84 62 80

1.86 = 1.00 1.50 = 0.71 1.81 + 0.96

Note. Continuous variables are reported as mean + SD, and categorical variables as percentages. The two ADC groups did not significantly

differ on any demographic or clinical variables.

Table 2 Brain volumes (cm®) in HIV-infected patients as a function of ADC stage expressed as mean (SD)

Brain region ADC 0

ADC 0.5

ADC >1 Total

Global

White matter
Gray matter*®

464.37 (43.89)
716.68 (70.03)

Ventricles 436.66 (81.55)
Cortical

Frontal 138.92 (19.52)

Parietal 60.55 (6.82)

Temporal 118.24 (12.97)
Subcortical

Caudate 6.44 (1.15)

Hippocampus 7.16 (1.04)

Putamen 7.56 (1.46)

Thalamus 7.70 (1.22)

452.54 (41.74)
676.60 (61.90)**
446.02 (70.36)

132.22 (16.43)
59.30 (8.67)
113.99 (12.18)

464.44 (71.26)
675.05 (71.46)

493.00 (79.35)**

129.66 (14.16)
56.71 (6.74)
113.54 (10.20)

460.2 (48.11)
695.9 (69.70)
448.9 (78.97)

135.08 (17.93)
59.50 (7.54)
115.99 (12.35)

5.99 (0.96) 5.70 (1.01)** 6.16 (1.09)
7.06 (0.78) 6.75 (0.94) 7.06 (0.94)
6.87 (1.09)** 6.85 (0.89) 7.20 (1.29)
7.34 (1.05) 7.20 (0.88) 7.50 (1.12)

Note. Standard deviations are presented following the means for each measure.

*Significant group differences, F-test (2, 79) at .05 significance level.

**Significant difference between the given group and the “ADC 0” group at .05 significance level.

with lower current CD4 count and a longer duration
of HIV infection (adjusted R* = .267, P <.0001).

An increase in total ventricular volume was asso-
ciated with lower nadir CD4 count, undetectable
plasma viral RNA, and their interaction, as well as
a longer duration of HIV infection, cognitive
impairment, and their interaction (adjusted

Table 3 Significant clinical predictors of global brain volumes

R* = 191, P = .002). In particular, patients with
low nadir CD4 count and detectable plasma RNA
levels had the largest ventricular volume on average
among the four groups defined by these two vari-
ables. With respect to the interaction between ADC
stage and duration of infection, cognitively impaired
(ADC 2 1) subjects with only a short duration of HIV

Brain region Variable Coefficient P Adjusted R* Model P
White matter .0605 .0490
Nadir CD4 0.0111 .0290
Gray Matter .267 <.0001
Current CD4 23.16 .0930
Duration of infection —2.68 .0280
Ventricles 11911 .0023
Nadir CD4 —0.0617 .0110
Plasma RNA —0.0382 .0160
ADC stage 0.0799 .0056
Duration of infection 0.0023 .0064
Nadir CD4 x 0.0556 .0323
Plasma RNA
ADC stage x —0.0045 .0166

Duration of infection
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infection and nonimpaired subjects with a long dura-
tion of HIV infection had larger ventricular volumes
when compared to impaired subjects with long dura-
tion of HIV infection and nonimpaired subjects with
short duration of HIV infection (P <.05). A decrease
in white matter volume (adjusted R* = .060, P = .05)
was associated only with low nadir CD4 count. There
were no additional effects of CPE score in any of the
models.

Cortical area

Several factors contributed to frontal lobe volume,
including (adjusted R* = .233, P = .002) nadir CD4
count, current CD4 count, and detectable plasma
RNA level duration of HIV infection (Table 4). In
addition, the following four interactions were found:
nadir count with plasma RNA level, plasma RNA
with current CD4 count, and duration of HIV infec-
tion, and nadir CD4 count with duration of HIV
infection. Subjects who were infected for a short
time (less than 5 years), had a high nadir CD4 count,
detectable plasma RNA, and low current CD4 count
had the largest predicted frontal lobe volume,
whereas subjects who were infected for a long
time (20 or more years), with a low nadir CD4 count,
detectable plasma RNA, and a high current CD4
count, had the smallest predicted frontal lobe
volume. In contrast, a decrease in temporal lobe
volume was associated only with a lower nadir
CD4 count (adjusted R? = 133, P = .003), whereas
cognitive impairment and a longer duration of HIV
infection contributed to a reduction in parietal lobe
volume (adjusted R* = .150, P = .002). CPE was not
predictive of any lobe volumes.

Subcortical structures and the hippocampus

Volume of the thalamus (adjusted R* =.210, P=.001)
was associated with nadir CD4 count, undetectable
plasma RNA level, and their interaction, as well as

Table 4 Significant clinical predictors of cortical volumes

with age. Younger subjects with lower nadir CD4
count had the smallest volumes (Table 5).

In the basal ganglia, a smaller caudate was asso-
ciated with plasma viral RNA and cognitive
impairment (adjusted R? = .074, P = .042), whereas
plasma RNA and a lower current CD4 count
were the main factor associated with a decrease
in putamen volume (adjusted R* = .078, P = .035).
Reduced volume of the hippocampus associated
only with a lower nadir CD4 count (adjusted
R*> = .081, P = .023). There was no statistically
significant association found between subcortical
volumes and CPE score.

Summary

Across all final models for the brain volumes of
interest, low nadir CD4 count and plasma RNA level
were associated with volume (6 of 10 regions of
interest (ROIs), followed by ADC stage (5 of
10 ROIs), and duration of HIV and age (3 of 10 ROIs).

Discussion

Cerebral atrophy is a common finding in HIV-
infected subjects with cognitive impairment that
had been described before the widespread use of
HAART (Heindel et al, 1994). Whether volume
loss can persist or occur in the setting of HAART
and what factors could contribute to this process
have remained unresolved issues. Findings from
this study are therefore noteworthy as they suggest
a loss of brain volume in the cortical and subcortical
regions in the setting of stable treatment and chronic
disease, even among neuroasymptomatic subjects.
Further, these results showed differences in regional
susceptibility to volume loss in response to host and
viral factors as well as their interactions, and together
provide a framework to further understand structural

Brain region Variable Coefficient P Adjusted R Model P
Frontal lobe .2330 .0017
Nadir CD4 0.0256 .0006
Plasma RNA —0.0175 .0669
Current CD4 —0.0190 .0022
Duration of infection —0.0015 .0153
Plasma RNA x 0.0209 .0019
Current CD4
Nadir CD4 x —0.0128 .0392
Plasma RNA
Nadir CD4 x —0.0008 .0263
Duration of infection
Plasma RNA x 0.0015 .0166
Duration of infection
Temporal lobe 1334 .0026
Nadir CD4 0.0038 .0027
Parietal lobe .1497 .0023
ADC stage —0.0026 .0778
Duration of infection —0.0002 .0835
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Table 5 Significant clinical and demographic predictors of subcortical and hippocampal volumes

Brain region Variable Coefficient P Adjusted R* Model P
Caudate .0737 .0418
Plasma RNA 0.8146 .0126
ADC stage —0.5520 .0876
Putamen .0785 .0353
Plasma RNA —0.6050 1169
Current CD4 0.5602 .0502
Hippocampus .0806 .0228
Nadir CD4 0.3851 .0655
Thalamus .2074 .0006
Age 0.0373 .0144
Nadir CD4 1.9749 .0014
Plasma RNA 1.1569 .0045
Nadir CD4 x —2.1699 .0013
Plasma RNA

change in the HIV-infected brain in the setting of
chronic disease and HAART.

Significant associations were found between clin-
ical indices of disease severity and duration, and a
number of different cortical and subcortical brain
areas. In particular, two clinical indices reflecting
the patients’ HIV disease history (duration of HIV
infection and nadir CD4+ lymphocytes) were signif-
icantly associated with the three global volumetric
indices, as well as cortical volumes, suggesting that
patients with a history of advanced immune sup-
pression and untreated chronic disease are at greatest
risk for these structural changes. Thus chronic HIV
infection was the sole variable associated with
reduced total gray matter volume, whereas lower
nadir CD4 was associated with reduced white matter
volume. The potential significance of these findings
is augmented by the fact that age was not associated
with cortical volume loss, as might have been
expected. In fact, age did not interact with duration
of infection, and the correlation between these two
indices was weak. The results suggest that the dura-
tion of a patient’s infection may influence certain
brain volumes, independent of other clinical factors,
such as cognitive status, viral load, and immuno-
logical status.

Similarly nadir CD4 was a significant factor in half
the models examined, primarily in the cortical
regions and the hippocampus, suggesting that a his-
tory of advanced immune suppression may exert a
negative effect on brain structure. The reason for this
association may be related to the fact that severe
immune suppression is generally coupled with
greater HIV replication, which in turn is strongly
associated with HIV infection of the brain. This
suggests that early CNS injury may be in part irre-
versible. The association between history of immune
suppression and brain volume has not been previ-
ously described in HIV infection and provides fur-
ther rationale for initiating antiretroviral treatment
early in the course of infection.

It is noteworthy that cognitive impairment was
associated with reduced volumes in the caudate

and parietal lobe, and an increase in the ventri-
cular volume. Abnormalities involving the basal
ganglia have been previously reported in HIV-
associated cognitive impairment (Ances et al, 2006;
Paul et al, 2007, 2008). However, findings in the
parietal lobe and ventricular system often associ-
ated with Alzheimer’s disease suggest that HIV
brain disease may be evolving to affect these
structures in the setting of chronic infection. Prior
functional magnetic resonance imaging (fMRI)
studies of attention in HIV have also indicated
parietal dysfunction (Chang et al, 2004).

It should be noted that these findings are based on
cross-sectional analysis of baseline data. Also,
although we had extensive historical information
regarding each participant’s treatment history, the
exact therapeutic regime that each person had been
treated with at all points in the past was dependent in
part on the recollection of participants. Because we
could not verify the historical record of all past
medications for each participant, a decision was
made not to include this measure in the analyses.
Validation of these results will depend on longitudi-
nal studies tracking the effects on brain volume and
cognitive functioning relative to possible risk factors
(e.g., nadir CD4, duration of infection) identified in
this analysis, as well as duration of HAART. Studies
of this type may also help to further disentangle the
relationship between duration of infection and aging.
Furthermore, evidence of an increase in memory and
other cognitive impairments associated with degrada-
tion of posterior cortical association areas would pro-
vide powerful evidence that patients with chronic
HIV infection who have sustained severe immunolog-
ical compromise may be vulnerable to neurocognitive
decline and brain changes years later.

The results of the current study indicate that rela-
tionships exist between HIV history and current status
and the volume of brain regions examined at a single
point in time. These observations have potential clin-
ical significance because they reinforce the possibility
that HIV-infected patients in the HAART era are
vulnerable to brain disturbances, and that specific
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brain regions remain susceptible to injury and volume
loss despite effective treatment. Typically, gross mor-
phometric changes are thought to occur as a late
manifestation of neurodegenerative diseases. Yet, in
the current study, relationships between HIV factors
and brain volumes were observed among patients
irrespective of ADC stage. For the most part, patients
in this cohort were asymptomatic and well controlled
on HAART without current severe immunological
compromise. Many of the observed effects relative
to cortical structures appear related to past history
of the illness, raising concern that the early and
chronic effects of this infection may have an increas-
ing toll on brain structure over time.

Methods

Clinical sample

Eighty-two HIV-infected patients enrolled in a lon-
gitudinal magnetic resonance imaging (MRI) study of
HIV were assessed as part of their baseline examina-
tions. The sample had a larger proportion of men
(84%) than women. Patients came from HIV clinics
at three sites (University of Rochester, University
of Colorado, and Stanford University) and consisted
of the first set of individuals for whom brain mor-
phometry data were available. Table 1 summarizes
the demographic and clinical characteristics of
the sample.

This clinical cohort consisted of individuals who
were middle-aged (mean = 48.6, SD = 7.6 years) and
relatively well educated (mean = 13.6, SD = 2.1 years).
Most had been infected for over 10 years (66%) and
had a CD4 nadir <50 cells/ml (59%). A majority (80%)
of participants were HAART-treated at the time of the
study. Accordingly, we observed more intact current
CD4 levels (mean = 359.3 cells/ml, SD = 181.1), and
only a small proportion (16%) of participants with
detectable plasma viral load.

Thirteen participants (16%) currently exhibited at
least mild level of acquired immunodeficiency syn-
drome (AIDS) dementia complex (ADC), according to
the Memorial Sloan-Kettering staging system (ADC
stage > 1) (Marder et al, 2003), whereas the remaining
69 individuals were neuroasymptomatic (NA).

CNS penetration of each participant’s antiretrovi-
ral treatment regimen was quantified by assigning a
value of 0, 0.5, or 1 to each drug based on published
data on cerebrospinal fluid (CSF) concentrations and
chemical properties (Letendre et al, 2008). The ranks
for all drugs in a regimen were summed to yield a
CNS penetration effectiveness (CPE) score.

MRI data acquisition and processing
High-resolution whole brain structural images were
acquired using a T1-weighted MPRAGE sequence
with the following parameters: TE = 3.57 ms,
TR = 2730 ms, flip angle = 7°, FOV = 256 x 256 mm,
1 x 1 x 1 mm resolution.

Brain volumes were measured with the Individual
Brain Atlases using Statistical Parametric Mapping
(IBASPM; (Aleméan-Gémez and Valdés-Hernandez,
2006)) toolbox for the Statistical Parametric Mapping
5 (SPM5; Wellcome Department of Imaging Science;
www. fil.ion.ucl.ac.uk/spm/) software package run-
ning under MATLAB. Image processing involved
segmentation of individual brain volumes into grey
matter, white matter, and CSF compartments, yield-
ing estimated volumes of each compartment along
with the total intracranial volume. Segmented brain
volumes were normalized via nonlinear registration
to the MNI152 template, and grey matter voxels were
labeled according to a predefined anatomical atlas
(Tzourio-Mazoyer et al, 2002). Labeled brain
volumes were then inverse-transformed into their
native spaces, yielding estimated volumes of specific
brain regions according to the atlas labels.

Statistical analysis

Our goals in the statistical modeling were threefold.
First, we tested for a possible difference in brain
volumes by ADC stage using analysis of variance
(ANOVA). Second, we wanted to determine if the
disease-specific factors and their interactions
(plasma RNA, nadir CD4 count, current CD4 count,
duration of HIV infection) and ADC stage were dif-
ferentially associated with brain volumes using lin-
ear regression. Third, we tested if the addition of CPE
score to the model selection algorithm accounted for
a significant amount of additional variance. Analyses
were performed on white matter, ventricular, cortical
lobular volumes adjusted for total intracranial vol-
ume. All linear regression models were adjusted for
sex and ethnicity to account for possible volume
differences due to these demographic covariates.
All statistical analyses were done using R-2.7.2 (R
Core Development System: http://www.r-project.
org).

Three separate groups of analyses were per-
formed: (1) gray matter, white matter, and total ven-
tricular volumes; (2) frontal, parietal, and temporal
lobes; and 3) caudate, putamen, thalamus, and
hippocampus. Modeling was performed using both
main factors and the two-way interactions of disease-
specific factors and age.

Final linear regression models for both main
effects and the interaction models were selected by
minimizing Akaike information criterion (AIC)
(Akaike, 1974; Burnham and Anderson, 2002), which
balances the model fit and its complexity. Increasing
the number of parameters in the models improves
their fit to the data, but at a cost of increased com-
plexity. AIC balances the goodness of fit and the
number of included covariates by penalizing the
number of parameters in the model. The best model
is the one with the lowest AIC. This method is more
robust than the traditional stepwise selection proce-
dures and produces parsimonious models balancing



the goodness of fit and model complexity. The inter-
action models were compared with the main effects
models, and selected only if their fit was better than
the main effects models. To ameliorate the selection
of models that might contain nonsignificant vari-
ables, we used a bootstrap procedure on the results
of the initial fit, and only chose the variables for the

References

Akaike H (1974). A new look at the statistical model
identification. IEEE Trans Autom Control 19: 716-723.

Alemdn-Gémez Y. Melie-Garcia L, Valdés-Herndndez P.
IBASPM: Toolbox for automatic parcellation of brain
structures. In: Presented at the 12th Annual Meeting of
the Organization for Human Brain Mapping. Florence,
Italy: Available on CD-Rom in Neurolmage. June 11-15,
2006, Vol. 27, No.1.

Ances BM, Roc AC, Wang J, Korczykowski M, Okawa J,
Stern J, Kim ], Wolf R, Lawler K, Kolson DL, Detre JA
(2006). Caudate blood flow and volume are reduced in
HIV+ neurocognitively impaired patients. Neurology
66: 862—866.

Aylward EH, Brettschneider PD, McArthur JC, Harris GJ,
Schlaepfer TE, Henderer JD, Barta PE, Tien AY,
Pearlson GD (1995). Magnetic resonance imaging mea-
surement of gray matter volume reductions in HIV
dementia. Am | Psychiatry 152: 987—-994.

Aylward EH, Henderer JD, McArthur JC, Brettschneider
PD, Harris GJ, Barta PE, Pearlson GD (1993). Reduced
basal ganglia volume in HIV-1-associated dementia:
results from quantitative neuroimaging. Neurology
43: 2099-2104.

Brew BJ (2004). Evidence for a change in AIDS dementia
complex in the era of highly active antiretroviral ther-
apy and the possibility of new forms of AIDS dementia
complex. AIDS 18(Suppl 1): S75-S78.

Brew BJ, Crowe SM, Landay A, Cysique LA, Guillemin G
(2008). Neurodegeneration and Ageing in the HAART
Era. ] Neuroimmune Pharmacol. 4: 163-174.

Burnham K, Anderson DR (2002). Model selection and
multimodel inference: a practical-theoretic approach,
2nd ed. New York: Springer-Verlag.

Carpenter CC, Cooper DA, Fischl MA, Gatell M, Gazzard
BG, Hammer SM, Hirsch MS, Jacobsen DM, Katzenstein
DA, Montaner JS, Richman DD, Saag MS, Schechter M,
Schooley RT, Thompson MA, Vella S, Yeni PG,
Volberding PA (2000). Antiretroviral therapy in adults:
updated recommendations of the International AIDS
Society—USA Panel. JAMA 283: 381-390.

Chang L, Tomasi D, Yakupov R, Lozar C, Arnold S,
Caparelli E, Ernst T (2004). Adaptation of the attention
network in human immunodeficiency virus brain
injury. Ann Neurol 56: 259-272.

Dore G, Correll P, Li Y, Kaldor J, Cooper D, Brew B (1999).
Changes to AIDS dementia complex in the era of
highly active antiretroviral therapy. AIDS 13:
1249-1253.

HIV effects and brain volumes in the HAART era
RA Cohen et al 31

final models that were selected in more than 70% of
the bootstrapped samples.

Declaration of interest: The authors report no con-
flicts of interest. The authors alone are responsible
for the content and writing of the paper.

Gongvatana A, Schweinsburg BC, Taylor MJ, Theilmann
RJ, Letendre SL, Alhassoon OM, Jacobus J, Woods SP,
Jernigan TL, Ellis R], Frank LR, Grant I (2009). White
matter tract injury and cognitive impairment in
human immunodeficiency virus-infected individuals.
J NeuroVirol 15: 187-195.

Heindel WC, Jernigan TL, Archibald SL, Achim CL,
Masliah E, Wiley CA (1994). The relationship of quan-
titative brain magnetic resonance imaging measures to
neuropathologic indexes of human immunodeficiency
virus infection. Arch Neurol 51: 1129-1135.

Jernigan TL, Archibald S, Hesselink JR, Atkinson JH, Velin
RA, McCutchan JA, Chandler J, Grant I (1993). Magnetic
resonance imaging morphometric analysis of cerebral
volume loss in human immunodeficiency virus infec-
tion. The HNRC Group. Arch Neurol 50: 250—-255.

Letendre S, Marquie-Beck J, Capparelli E, Best B, Clifford
D, Collier AC, Gelman BB, McArthur JC, McCutchan JA,
Morgello S, Simpson D, Grant I, Ellis RJ (2008). Valida-
tion of the CNS penetration-effectiveness rank for quan-
tifying antiretroviral penetration into the central
nervous system. Arch Neurol 65: 65-70.

Marder K, Albert SM, McDermott MP, McArthur JC,
Schifitto G, Selnes OA, Sacktor N, Stern Y, Palumbo D,
Kieburtz K, Cohen B, Orme C, Epstein LG (2003). Inter-
rater reliability of a clinical staging of HIV-associated
cognitive impairment. Neurology 60: 1467—1473.

Masliah E, DeTeresa RM, Mallory ME, Hansen LA (2000).
Changes in pathological findings at autopsy in AIDS
cases for the last 15 years. AIDS 14: 69-74.

McArthur JC (2004). HIV dementia: an evolving disease.
J Neuroimmunol 157: 3-10.

Patel SH, Inglese M, Glosser G, Kolson DL, Grossman RI,
Gonen O (2003). Whole-brain N-acetylaspartate level
and cognitive performance in HIV infection. AJNR
Am ] Neuroradiol 24: 1587-1591.

Patel SH, Kolson DL, Glosser G, Matozzo I, Ge Y, Babb JS,
Mannon LJ, Grossman RI (2002). Correlation between
percentage of brain parenchymal volume and neuro-
cognitive performance in HIV-infected patients. AJNR
Am ] Neuroradiol 23: 543—-549.

Paul R, Cohen R, Navia B (2002). Neuroimaging relation-
ships to cognition in patients with HIV. Neurosci
Biobehav Rev 26: 353—-359.

Paul RH, Ernst T, Brickman AM, Yiannoutsos CT, Tate DF,
Cohen RA, Navia BA (2008). Relative sensitivity of
magnetic resonance spectroscopy and quantitative mag-
netic resonance imaging to cognitive function among
nondemented individuals infected with HIV. ] Int
Neuropsychol Soc 14: 725-733.



HIV effects and brain volumes in the HAART era
32 RA Cohen et al

Paul RH, Yiannoutsos CT, Miller EN, Chang L, Marra CM,
Schifitto G, Ernst T, Singer E, Richards T, Jarvik GJ,
Price R, Meyerhoff DJ, Kolson D, Ellis R], Gonzalez G,
Lenkinski RE, Cohen RA, Navia BA (2007). Proton MRS
and neuropsychological correlates in AIDS dementia
complex: evidence of subcortical specificity. | Neuro-
psychiatry Clin Neurosci 19: 283—292.

Sacktor N, McDermott MP, Marder K, Schifitto G, Selnes
OA, McArthur JC, Stern Y, Albert S, Palumbo D,
Kieburtz K, De Marcaida JA, Cohen B, Epstein L
(2002). HIV-associated cognitive impairment before
and after the advent of combination therapy. J Neuro-
Virol 8: 136—142.

Thompson PM, Dutton RA, Hayashi KM, Toga AW, Lopez
OL, Aizenstein HJ, Becker JT (2005). Thinning of the
cerebral cortex visualized in HIV/AIDS reflects CD4+ T
lymphocyte decline. Proc Natl Acad Sci USA 102:
15647-15652.

Thurnher MM, Schindler EG, Thurnher SA, Pernerstorfer-
Schon H, Kleibl-Popov C, Rieger A (2000). Highly
active antiretroviral therapy for patients with AIDS
dementia complex: effect on MR imaging findings
and clinical course. AJNR Am ] Neuroradiol 21:
670-678.

Tzourio-Mazoyer N, Landeau B, Papathanassiou D,
Crivello F, Etard O, Delcroix N, Mazoyer B, Joliot M
(2002). Automated anatomical labeling of activations
in SPM using a macroscopic anatomical parcellation
of the MNI MRI single-subject brain. Neuroimage 15:
273-289.

Valcour V, Sacktor N (2002). HIV-associated dementia and
aging. ] Ment Health Aging 8: 295-306.

Valcour V, Shikuma C, Waters M, Sacktor N (2004). Cog-
nitive impairment in older HIV-1 seropositive indivi-
duals: prevalence and potential mechanisms. AIDS
18(Suppl 1): S79-S86.

This paper was first published online on Early Online on 29 January 2010.




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 149
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 149
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 599
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


