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Abstract: Despite the unquestionable success of antiretroviral therapy (ART) in the treatment
of HIV infection, the cost, need for daily adherence, and HIV-associated morbidities that
persist despite ART all underscore the need to develop a cure for HIV. The cure achieved
following an allogeneic hematopoietic stem cell transplant (HSCT) using HIV-resistant
cells, and more recently, the report of short-term but sustained, ART-free control of HIV
replication following allogeneic HSCT, using HIV susceptible cells, have served to both
reignite interest in HIV cure research, and suggest potential mechanisms for a cure. In this
review, we highlight some of the obstacles facing HIV cure research today, and explore the
roles of gene therapy targeting HIV entry, and allogeneic stem cell transplantation in the
development of strategies to cure HIV infection.
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1. Introduction
The introduction of antiretroviral therapy (ART) for HIV infection has dramatically altered the
course of the HIV pandemic by delaying the progression to AIDS and increasing the lifespan of
infected individuals [1–4], while decreasing HIV transmission rates [5–8]. However, the prospect of
eradication remains a distant one, as there are still 34 million people living with HIV worldwide, and
more than 2 million new infections every year. Additionally, as the HIV infected population ages, we
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are learning that control of HIV infection by ART does not completely restore health (reviewed in [9]).
Patients on ART remain at increased risk of developing cardiovascular disease compared to age-matched
uninfected controls [10], and HIV infection also significantly increases the risk of developing kidney
disease, osteoporosis, and a number of non-AIDS defining malignancies, even when patients are well
controlled on ART [11–14]. Moreover, ART itself is not without side effects, as certain classes of
antiretroviral drugs directly contribute to some of these comorbidities. These HIV-associated
morbidities that persist despite ART, the high cost of ART, and the requirement for daily adherence to
ART to control infection, all highlight the pressing need for strategies to achieve drug-free control and
an eventual cure for HIV.
2. Barriers to a Cure: The HIV Reservoir
A major obstacle to achieving a cure stems from the fact that HIV not only infects and kills cells
involved in combating infection (CD4 T cells), but also establishes a stable reservoir in these cells that
goes undetected by the immune system [15–18]. This latent reservoir is present in resting memory
CD4 T cells, is largely unaffected by ART, and is responsible for the rapid rebound in viremia
following ART cessation [17–21]. As such, elimination of the reservoir is likely required for a cure.
Based on our understanding of HIV latency, it has long been thought that reactivation of these latent
reservoirs would result in the detection of infected cells and their subsequent destruction by the
immune system. The pursuit of this ―shock-and-kill‖ approach has led to the identification of
pharmacologic compounds capable of reactivating latent HIV in vitro (reviewed in [22]), and there is
evidence that one such drug, the histone deacetylase inhibitor vorinostat, is capable of disrupting HIV-1
latency to some degree in HIV infected individuals on ART [23]. However, a recent study by Shan et al.
showed that following drug-induced reactivation of latency in CD4 T cells from patients on ART,
these cells were not killed by autologous cytotoxic lymphocytes (CTLs), due to defects in the quality
of the HIV-specific CTL response in ART-experienced patients [24]. These results suggest that
pharmacologic reactivation of latency alone may not be enough to eliminate the reservoir. As such,
there is a need for alternative or complementary approaches that will enhance the ability of the
immune system of HIV-infected persons to identify and kill cells harboring reactivated viruses if we
hope to effectively eliminate the HIV reservoir using this strategy. A recent landmark study by Ho et al
has also called into question our previous estimates of the HIV reservoir, and the ease with which the
reservoir can be reactivated [25]. This work stemmed from the observation that DNA measurements of
the HIV reservoir size are up to 2-logs higher than measurements obtained using the standard viral
outgrowth assay—an assay that estimates the reservoir size by measuring HIV production following
maximum in vitro T cell activation of resting CD4 T cells from HIV-infected individuals [26]. This
difference in reservoir size estimates was initially believed to represent defective proviruses—a belief
supported by the error-prone nature of HIV replication [27–32]. However, a careful characterization of
these uninduced proviruses by Ho and colleagues revealed that up to 12% of them are actually
genetically intact, integrate into active sites of transcription, and when synthesized, display replication
kinetics comparable to those of latent viruses induced by T cells activation. This study has 2 major
implications for the shock-and-kill approach and the HIV cure field in general—the replication-competent
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HIV reservoir is considerably larger than previously thought, and reactivation of latent HIV is not
determined solely by the activation state of a T cell, but may in fact be in part a stochastic process.
3. Gene Therapy for a Cure
Genetic manipulation of long-lived primary CD4 T cells and hematopoietic stem cells (HSCs) to
prevent HIV infection has long been viewed as a viable means of achieving ART-free control of
infection, and following the recent report of a cure for HIV [33,34], there has been a surge of interest
in exploring gene therapy-based approaches to treat HIV. This cure was achieved following an
allogeneic hematopoietic stem cell transplant (HSCT) to treat an HIV-infected man with leukemia
using cells from a donor with an inactivating mutation in both copies of ccr5—the primary HIV entry
coreceptor [33,34]. This mutation—known as ccr5∆32—confers resistance to HIV infection in
homozygotes, and delays the progression to AIDS in heterozygotes [35–37]. Following the transplant,
the patient was taken off ART and in the ensuing years has remained free of HIV, with undetectable viral
loads and substantial decreases in HIV-specific antibodies, suggesting that a cure has indeed been achieved.
However, there remains a great deal of speculation regarding the reason for the cure. One possible
explanation is that the complete donor chimerism achieved following allogeneic transplantation of
CCR5-negative cells simply created an environment incapable of supporting HIV infection by eradicating
all cells susceptible to infection with CCR5-using HIV. However, this may not fully explain the observed
cure as the patient in question also had low levels of HIV capable of entering cells in a CCR5-independent
manner by using the CXCR4 coreceptor, and yet these viruses failed to expand following the
transplant. That such viruses can expand in vivo in the face of selective pressure against CCR5 is
evidenced by the fact that the most common cause of virologic failure following treatment with the
CCR5 antagonist maraviroc is outgrowth of pre-existing CXCR4-using HIV strains [38,39]. As such,
alternative explanations for the cure including the role of graft- vs. host-disease (GVHD) in clearing the
infection have been considered, with the assumption that the development of GVHD following
transplant led to the detection and donor cell-mediated clearance of all host immune cells including
those cells comprising the latent HIV reservoir. Another potential reason for this remarkable cure is the
destruction of the HIV reservoir by the conditioning chemotherapy and total body irradiation
administered prior to the transplant. While such transplants have been performed in HIV infected
patients in the past with no effect on their HIV infection, recent evidence suggests that allogeneic stem
cell transplants with CCR5-positive cells may in fact have an effect on the size of the HIV reservoir as
measured by the viral outgrowth assay [40].
The striking HIV-resistant phenotype observed in ccr5∆32 homozygotes and the recent report of a
cure following HSCT using ccr5∆32 cells has spurred several gene therapy efforts to block HIV
infection at the level of entry in an attempt to reproduce this HIV-resistant phenotype in individuals
lacking the delta32 mutation. As a result, several promising preclinical studies have successfully
provided some form of protection against HIV by targeting infection at the level of entry and a number
of these studies have been advanced to human clinical trials (Table 1).
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Table 1. Gene therapy clinical trials targeting the major steps in HIV entry.
Steps in entry
targeted
CD4 binding
CD4 binding
CD4 binding
CCR5 binding
CCR5 binding
CCR5 binding
CCR5 binding
CCR5 binding
HIV fusion

Transgene/Payload

Target cell

CD4-zeta chimeric T cell
receptor
CD4-zeta chimeric T cell
receptor
CD4-zeta chimeric T cell
receptor
shRNA targeting tat/rev,
TAR decoy, CCR5
ribozyme
CCR5-specific Zinc Finger
Nuclease
CCR5-specific Zinc Finger
Nuclease (dose escalation)
CCR5-specific Zinc Finger
Nuclease (dose escalation,
with cyclophosphamide)
CCR5-specific Zinc Finger
Nuclease
HIV fusion inhibitory
peptide maC46

Autologous CD4+ and
CD8+ T cells
Syngeneic CD4+ and
CD8+ T cells
Autologous CD4+ and
CD8+ T cells

% gene marked cells at
study conclusion

Ref.

0.1% of PBMCs at 1 year

[41]

0.1%–1% of CD4+ and
CD8+ T cells at 1 year
0.1%–10% of PBMCs at
24 weeks

[42]
[43]

Autologous CD34+
hematopoietic stem cells

0.01% of whole blood at
18 months

[44]

Autologous CD4+ T cells

Completed

[45]

Autologous CD4+ T cells

Ongoing

[46]

Autologous CD4+ T cells

Ongoing

[47]

Autologous
hematopoietic stem cells

Ongoing

[48]

Autologous CD4+ T cells

Less than 0.01% of
leukocytes after day 7

[49]

4. HIV Entry as a Target for Gene Therapy
HIV entry is a multi-step process that begins with engagement of the host protein CD4 by the viral
glycoprotein, Env. Env exists as a trimer of heterodimers on the surface of virions, and the Env
heterodimer is made up of two subunits—the receptor and coreceptor binding subunit gp120, and gp41
which mediates membrane fusion. CD4 serves as the primary entry receptor for HIV [50,51] and
binding of the gp120 subunit of Env to CD4 results in conformational changes in the viral glycoprotein
that allow it to subsequently bind one of two coreceptors—either CCR5 or CXCR4 [52–58]. These
coreceptors belong to a family of molecules called chemokine receptors, with important roles in immune
cell signaling and trafficking. CCR5 is the primary coreceptor used in HIV-1 transmission [59–62] and its
importance in establishing infection is further highlighted by the HIV-resistant phenotype of ccr5∆32
homozygotes. While not commonly used by transmitted viruses, CXCR4 also plays an important role
in HIV pathogenesis as up to half of late-stage infected individuals harbor viruses capable of using
CXCR4 to enter cells, and the presence of these viruses is associated with a more rapid progression to
AIDS [63–65]. Coreceptor binding leads to exposure of the hydrophobic viral fusion peptide at the
amino terminus of the gp41 subunit that subsequently inserts into the host cell membrane. Upon
folding into a six-helix bundle involving all three gp41 subunits in an Env trimer, both membranes are
brought into close enough apposition for membrane fusion to occur [66–69]. To date, several studies
have explored genetic approaches to hijack or halt the 3 main steps of HIV entry—CD4 binding,
coreceptor binding and membrane fusion.
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Outside of its role as the primary receptor for HIV, CD4 plays a critical role in antigen recognition
by the T-cell receptor and as such, abrogation of CD4 expression is not a viable option to prevent HIV
entry. A number of early gene therapy studies, however, took advantage of the fact that HIV-1 requires
CD4 to enter cells, and coupled the extracellular and transmembrane domains of CD4 to the
intracellular signaling domain of the invariant ζ-chain of the T cell receptor (TCR) thus pairing viral
recognition by CD4 with TCR signaling and downstream effector functions. Introduction of these
chimeric receptors into CD4 and CD8 T cells resulted in HIV-specific targeting by both cell types
in vitro. In particular, expression of these chimeric TCRs in cytotoxic CD8 cells allowed them to
recognize and kill HIV infected cells [70,71]. Following these promising preclinical studies,
two clinical trials investigated the effects of adoptive transfer of chimeric TCR modified CD4 and CD8
T cells on HIV infection. In both trials, the gene-modified cells successfully engrafted and trafficked to
the rectal mucosa—a major site of HIV replication [41–43]. While neither study observed a significant
decrease in the viral load of treated subjects, one study reported a trend towards a decrease in reservoir
size following treatment with the gene-modified cells [43].
To date, most gene therapy attempts to inhibit HIV entry have focused on interfering with the
interaction between the virus and its coreceptors by either reducing or eliminating coreceptor expression.
When attempting to genetically modulate coreceptor expression, an important consideration is the choice
of cells to be treated as the ease with which target cells can be modified, and their longevity and
capacity for self-renewal all influence the chances of success (reviewed in [72]). For this reason, most
studies have focused on modifying either T cells or CD34+ HSCs with the eventual goal of adoptive
transfer of the gene-modified cells. CCR5 is a particularly attractive target for HIV entry-focused gene
therapy as the complete loss of CCR5 expression appears to be well tolerated in ccr5∆32 homozygotes.
Additionally, the CCR5 small molecule antagonist maraviroc, which is currently approved for use in
HIV infected patients, exhibits potent antiviral activity without adversely affecting immune cell
function, suggesting that a partial or complete loss of CCR5 may not result in severe immunologic
consequences [38,39]. On the other hand, less is known about the potential consequences of decreasing
or completely ablating CXCR4 expression. In particular, CXCR4 plays a key role in the bone-marrow
retention of HSCs [73], and as such, permanent ablation of CXCR4 in these cells may result in the
unintended side effect of HSC egress from the bone marrow into the peripheral blood.
A number of studies have demonstrated the ability of exogenous transgenes to target the HIV
coreceptors at the level of protein, RNA or DNA, with the final common result being decreased
surface coreceptor expression. Early work using a CCR5-specific single-chain antibody engineered to
express an ER-retention motif showed that these ―intrabodies‖ prevented trafficking of the CCR5
protein to the cell surface. When introduced into susceptible cells, the resulting intrabody-mediated
intracellular sequestration of CCR5 resulted in a decrease in infection by CCR5-using HIV [74,75].
RNA-based approaches have also provided promising results—multiple studies have used RNA
interference, CCR5-targeted ribozymes or a combination of both to efficiently decrease levels of
CCR5 mRNA and thus surface expression of CCR5 [76–82]. A recent clinical trial examined the
safety and potential efficacy of one such RNA-based agent by following the adoptive transfer of
autologous CD34+ stem cells transduced with a lentivirus encoding a CCR5 ribozyme, an anti-HIV
siRNA and an RNA decoy that prevents initiation of HIV transcription [44]. In this study, the gene-marked
cells engrafted successfully, and multiple hematopoietic lineages expressing the transgene were
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detectable for up to two years post-infusion. However, these cells did not provide any observable
clinical benefit in terms of CD4 count or HIV viral load. While the lack of clinical benefit was likely in
part due to the low percentage of gene-marked cells infused (~0.14% of infused cells were gene-marked
on average), another potential problem with this and other RNA-based gene therapy approaches to
decrease CCR5 expression is their inability to completely and permanently eliminate surface CCR5
expression. This poses a problem, as many HIV-1 isolates are capable of using low surface levels of CCR5
to enter cells. For this reason, many groups have begun exploring permanent modification of the host
genome using designer nucleases so as to completely eliminate surface CCR5 expression.
Designer nucleases are a diverse family of chimeric proteins that can be engineered to bind any
given DNA sequence and once at their target, introduce a double-strand break (DSB). Repair of the
DSB occurs either by the error-prone non-homologous end-joining pathway, or the higher fidelity
homologous recombination pathway. DSB repair by non-homologous end-joining results in random
insertions and deletions that result in a non-functional gene product [83], and thus provide a way to
permanently inactivate a given genomic target. As transient expression of a designer nuclease results in
permanent genomic modification, the use of designer nucleases averts any potential insertional
mutagenesis associated with retroviral vectors, and the potential immunogenicity that may result from
permanent, stable expression of a foreign transgene. Of the three main designer nucleases—Zinc finger
nucleases (ZFNs), Transcriptional Activator-Like Effector Nucleases (TALENs), and RNA-guided
endonucleases (CRISPR/Cas9 systems)—ZFNs were the first designer nucleases used to modify the
CCR5 locus [84]. ZFNs are chimeric proteins that function as a pair, and each member of the pair consists
of a DNA-binding zinc finger protein fused to the nuclease domain of the FokI endonuclease [85–87].
Members of a ZFN pair bind opposite strands of DNA, and a DSB only occurs if the bound
members of a ZFN pair are within 5 to 6 base pairs of each other. These strict binding criteria increase
genome-wide specificity by decreasing the chances of unwanted binding and off-target genomic
modification. CCR5-specific ZFNs are capable of permanently inactivating the CCR5 gene in primary
CD4 T cells, and ZFN-modification confers a survival advantage on gene-modified cells in the
presence of CCR5-using HIV both in vitro and in a humanized mouse model of HIV infection [84].
Additionally, ZFN modification of CCR5 in primary CD34+ HSCs results in the production of multiple
hematopoietic lineages all lacking surface CCR5 expression [88]. As a result of these promising
preclinical data, several clinical trials are currently investigating the safety and efficacy of autologous
transplants using ZFN-modified CD4 T cells or CD34+ HSCs in HIV infected individuals [45–48].
While these strategies are capable of generating cells that are highly resistant to infection with
CCR5-using HIV, they offer no protection against viruses that use CXCR4. To address this issue, a
recent study took advantage of the fact that in the presence of a template with homology to the site of a
DSB, repair of the break often occurs via homologous recombination. As such, they introduced a DSB
using a CCR5-specific ZFN, and at the same time delivered a donor transgene with homology to CCR5
on either end, to simultaneously inactivate ccr5 and insert a transgene encoding three HIV restriction
factors—the dominant negative Rev M10 protein, the cytidine deaminase APOBEC3G, and the
antiviral protein TRIM5α. This ―stacking‖ of restriction factors led to a dramatic inhibition of infection
by both CCR5 and CXCR4-using viruses [89]. While the designer nuclease approach remains a
promising one, emerging evidence suggests that designer nucleases can cleave at unwanted or off-target
sites. By searching the genome for sites with sequence similarity to the nuclease target site and
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analyzing these potential off-target sites for evidence of nuclease activity, several studies have
identified some sites of off-target activity [84,90–92]. However, the in vivo relevance of these
off-target effects remains to be seen.
The final step in HIV entry—membrane fusion—represents another potential target for gene
therapy approaches to block HIV infection. The HIV glycoprotein gp41 is responsible for membrane
fusion, and contains two heptad repeat domains downstream of the N-terminal fusion peptide.
Following insertion of the fusion peptide into the host cell membrane, the N- and C-terminal heptad
repeats interact by folding back on each other to form a six-helix bundle. A number of peptide
inhibitors with homology to these repeats interfere with the formation of the six-helix bundle,
effectively inhibiting HIV-entry at the fusion step and one such peptide inhibitor, enfuvirtide (T20), is
approved for use by the U.S. Food and Drug administration (Silver Spring, MD, USA). Another gp41
mimetic, C46, also inhibits entry at the fusion step, and a membrane anchored form of this peptide,
maC46, prevents infection of cells expressing this peptide [93]. Following these promising preclinical
data, a small clinical trial looked at the ability of CD4 T cells transduced with a retroviral vector
expressing maC46 to engraft, persist, and modulate HIV infection in seven patients who harbored
multi-drug resistant viruses [49]. While infusion of the gene marked cells was well-tolerated and the
cells could be detected in multiple compartments up to a year post-infusion, there was no direct
effect of this therapy on CD4 counts or viral loads, again likely due to low levels of gene-marking.
However, in a recent study of the autologous transfer of maC46 treated HSCs in non-human
primates, up to half of the infused cells were modified to express the maC46 construct, and under
these conditions, durable effects on viral load and positive selection of gene-marked cells were
observed [94], emphasizing the importance of achieving high levels of gene-marking in gene therapy
approaches for HIV.
5. Graft vs. HIV: Allogeneic Stem Cell Transplantation and HIV Infection
Allogeneic HSCT has long been known to exert an anti-tumor or graft vs. tumor effect [95]. While
there is conflicting evidence on the effect of allogeneic HSCT on HIV infection (reviewed in [96,97]),
the idea that complete donor chimerism, if achieved following an allogeneic HSCT, would effectively
cure an established HIV infection is an interesting one. For this to occur, the donor cells would likely
need to be protected from infection during the transition to complete donor chimerism, and in the case
of the ccr5∆32 transplant that resulted in a cure, that was achieved by using cells resistant to HIV
infection. Another instance where protection of newly infused donor cells may have provided a clinical
benefit in HIV infection is in the case of the ―Boston patients‖. In this small study, three HIV-positive
patients in Boston received allogeneic HSCT following reduced-intensity chemotherapy to treat
lymphoma. The patients were kept on ART for up to 4 years following transplant and while only two
patients survived, they were both shown to have a significantly lower viral reservoir as measured by
viral outgrowth following maximum in vitro T cell activation [40]. Moreover, these patients have
recently undergone ART interruption and showed a delay in viral rebound of up to 32 weeks [98]. In
this study, the cells used in the HSCT did not lack CCR5, and the procedure was performed with a
reduced intensity chemotherapy regimen suggesting that this approach—if eventually successful—may
sidestep some of the issues of HSCT toxicity related to chemotherapy, and the relatively low frequency
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of ccr5∆32 homozygous donors that has plagued attempts to repeat the success of the first cure. Of
note, the patient who received a transplant using ccr5∆32 cells and both Boston patients who survived
allogeneic HSCT with ccr5 wild-type cells were all ccr5∆32 heterozygotes at baseline. At this time,
however, it is not known whether the ccr5∆32 heterozygosity or the use of ART in the post-transplant
period [99] could have contributed to the delayed viral rebound seen in the Boston patients, or even a
less severe course of GVHD in all three patients.
6. Conclusions
Our thorough understanding of the biology of HIV infection comes from its place as one of the
most intensely studied pathogens in recent history, and this knowledge has contributed to the many
different strategies outlined here that are currently being tested for their ability to cure HIV infections.
Each of these approaches—gene therapy, virus reactivation strategies, and allogeneic HSCTs—takes a
slightly different approach in addressing the issue of a cure, and is faced with its own unique set of
challenges. Efforts to reactivate the HIV reservoir must be coupled with ways of effectively killing
reactivated cells harboring these reservoirs, gene therapy approaches must overcome issues of safety,
appropriate choice of cell type and achieving levels of gene-marked cells capable of exerting a
therapeutic effect, and the exact effect of HSCT on HIV infection remains unclear. However, the
recent reports of a cure following ccr5∆32 HSCT, and the reductions in reservoir size observed in the
Boston patients continue to reinforce the idea that while we are not there yet, a cure may still be just
around the corner.
Acknowledgments
We would like to thank Craig B Wilen for his insightful comments in the preparation of this manuscript.
Author Contributions
Chuka A. Didigu researched and wrote the manuscript. Robert W. Doms wrote and edited
the manuscript.
Conflicts of Interest
The authors declare no conflict of interest.
References and Notes
1.

2.

Palella, F.J.; Delaney, K.M.; Moorman, A.C.; Loveless, M.O.; Fuhrer, J.; Satten, G.A.;
Aschman, D.J.; Holmberg, S.D. Declining morbidity and mortality among patients with advanced
human immunodeficiency virus infection. HIV outpatient study investigators. N. Engl. J. Med.
1998, 338, 853–860.
Mocroft, A.; Vella, S.; Benfield, T.L.; Chiesi, A.; Miller, V.; Gargalianos, P.; d’Arminio Monforte, A.;
Yust, I.; Bruun, J.N.; Phillips, A.N.; et al. Changing patterns of mortality across Europe in
patients infected with HIV-1. Lancet 1998, 352, 1725–1730.

Viruses 2014, 6
3.

4.

5.

6.

7.

8.

9.
10.

11.

12.

13.

14.

15.

16.

1403

Forrest, D.M.; Seminari, E.; Hogg, R.S.; Yip, B.; Raboud, J.; Lawson, L.; Phillips, P.; Schechter, M.T.;
O’Shaughnessy, M.V.; Montaner, J.S. The incidence and spectrum of AIDS-defining illnesses in
persons treated with antiretroviral drugs. Clin. Infect. Dis. 1998, 27, 1379–1385.
Kaplan, J.E.; Hanson, D.; Dworkin, M.S.; Frederick, T.; Bertolli, J.; Lindegren, M.L.; Holmberg, S.;
Jones, J.L. Epidemiology of human immunodeficiency virus-associated opportunistic infections in the
United States in the era of highly active antiretroviral therapy. Clin. Infect. Dis. 2000, 30, S5–S14.
Grant, R.M.; Lama, J.R.; Anderson, P.L.; McMahan, V.; Liu, A.Y.; Vargas, L.; Goicochea, P.;
Casapí
a, M.; Guanira-Carranza, J.V.; Ramirez-Cardich, M.E.; et al. Preexposure chemoprophylaxis
for HIV prevention in men who have sex with men. N. Engl. J. Med. 2010, 363, 2587–2599.
Van Damme, L.; Corneli, A.; Ahmed, K.; Agot, K.; Lombaard, J.; Kapiga, S.; Malahleha, M.;
Owino, F.; Manongi, R.; Onyango, J.; et al. Preexposure prophylaxis for HIV infection among
African women. N. Engl. J. Med. 2012, 367, 411–422.
Thigpen, M.C.; Kebaabetswe, P.M.; Paxton, L.A.; Smith, D.K.; Rose, C.E.; Segolodi, T.M.;
Henderson, F.L.; Pathak, S.R.; Soud, F.A.; Chillag, K.L.; et al. Antiretroviral preexposure
prophylaxis for heterosexual HIV transmission in Botswana. N. Engl. J. Med. 2012, 367, 423–434.
Baeten, J.M.; Donnell, D.; Ndase, P.; Mugo, N.R.; Campbell, J.D.; Wangisi, J.; Tappero, J.W.;
Bukusi, E.A.; Cohen, C.R.; Katabira, E.; et al. Antiretroviral prophylaxis for HIV prevention in
heterosexual men and women. N. Engl. J. Med. 2012, 367, 399–410.
Deeks, S.G. HIV infection, inflammation, immunosenescence, and aging. Annu. Rev. Med. 2011,
62, 141–155.
Triant, V.A.; Lee, H.; Hadigan, C.; Grinspoon, S.K. Increased acute myocardial infarction rates
and cardiovascular risk factors among patients with human immunodeficiency virus disease.
J. Clin. Endocrinol. Metab. 2007, 92, 2506–2512.
Odden, M.C.; Scherzer, R.; Bacchetti, P.; Szczech, L.A.; Sidney, S.; Grunfeld, C.; Shlipak, M.G.
Cystatin C. level as a marker of kidney function in human immunodeficiency virus infection:
The FRAM study. Arch. Intern. Med. 2007, 167, 2213–2219.
Neuhaus, J.; Jacobs, D.R.; Baker, J.V.; Calmy, A.; Duprez, D.; la Rosa, A.; Kuller, L.H.; Pett, S.L.;
Ristola, M.; Ross, M.J.; et al. Markers of inflammation, coagulation, and renal function are
elevated in adults with HIV infection. J. Infect. Dis. 2010, 201, 1788–1795.
Kirk, G.D.; Merlo, C.; O’Driscoll, P.; Mehta, S.H.; Galai, N.; Vlahov, D.; Samet, J.; Engels, E.A.
HIV infection is associated with an increased risk for lung cancer, independent of smoking.
Clin. Infect. Dis. 2007, 45, 103–110.
Monforte, A.D.; Abrams, D.; Pradier, C.; Weber, R.; Reiss, P.; Bonnet, F.; Kirk, O.; Law, M.;
de Wit, S.; Friis-Møller, N.; et al. HIV-induced immunodeficiency and mortality from AIDS-defining
and non-AIDS-defining malignancies. AIDS 2008, 22, 2143–2153.
Chun, T.W.; Finzi, D.; Margolick, J.; Chadwick, K.; Schwartz, D.; Siliciano, R.F. In vivo fate of
HIV-1-infected T cells: Quantitative analysis of the transition to stable latency. Nat. Med. 1995, 1,
1284–1290.
Chun, T.W.; Carruth, L.; Finzi, D.; Shen, X.; DiGiuseppe, J.A.; Taylor, H.; Hermankova, M.;
Chadwick, K.; Margolick, J.; Quinn, T.C.; et al. Quantification of latent tissue reservoirs and total
body viral load in HIV-1 infection. Nature 1997, 387, 183–188.

Viruses 2014, 6

1404

17. Finzi, D. Identification of a reservoir for HIV-1 in patients on highly active antiretroviral therapy.
Science 1997, 278, 1295–1300.
18. Wong, J.K. Recovery of replication-competent HIV despite prolonged suppression of plasma
viremia. Science 1997, 278, 1291–1295.
19. Finzi, D.; Blankson, J.; Siliciano, J.D.; Margolick, J.B.; Chadwick, K.; Pierson, T.; Smith, K.;
Lisziewicz, J.; Lori, F.; Flexner, C.; et al. Latent infection of CD4+ T cells provides a mechanism
for lifelong persistence of HIV-1, even in patients on effective combination therapy. Nat. Med.
1999, 5, 512–517.
20. Siliciano, J.D.; Kajdas, J.; Finzi, D.; Quinn, T.C.; Chadwick, K.; Margolick, J.B.; Kovacs, C.;
Gange, S.J.; Siliciano, R.F. Long-term follow-up studies confirm the stability of the latent
reservoir for HIV-1 in resting CD4+ T cells. Nat. Med. 2003, 9, 727–728.
21. Chun, T.W.; Stuyver, L.; Mizell, S.B.; Ehler, L.A.; Mican, J.A.; Baseler, M.; Lloyd, A.L.;
Nowak, M.A.; Fauci, A.S. Presence of an inducible HIV-1 latent reservoir during highly active
antiretroviral therapy. Proc. Natl. Acad. Sci. USA 1997, 94, 13193–13197.
22. Siliciano, J.D.; Siliciano, R.F. HIV-1 eradication strategies: Design and assessment. Curr. Opin.
HIV AIDS 2013, 8, 318–325.
23. Archin, N.M.; Liberty, A.L.; Kashuba, A.D.; Choudhary, S.K.; Kuruc, J.D.; Crooks, A.M.;
Parker, D.C.; Anderson, E.M.; Kearney, M.F.; Strain, M.C.; et al. Administration of vorinostat
disrupts HIV-1 latency in patients on antiretroviral therapy. Nature 2012, 487, 482–485.
24. Shan, L.; Deng, K.; Shroff, N.S.; Durand, C.M.; Rabi, S.A.; Yang, H.-C.; Zhang, H.; Margolick, J.B.;
Blankson, J.N.; Siliciano, R.F. Stimulation of HIV-1-specific cytolytic T lymphocytes facilitates
elimination of latent viral reservoir after virus reactivation. Immunity 2012, 36, 491–501.
25. Ho, Y.-C.; Shan, L.; Hosmane, N.N.; Wang, J.; Laskey, S.B.; Rosenbloom, D.I.S.; Lai, J.;
Blankson, J.N.; Siliciano, J.D.; Siliciano, R.F. Replication-competent noninduced proviruses in
the latent reservoir increase barrier to HIV-1 cure. Cell 2013, 155, 540–551.
26. Eriksson, S.; Graf, E.H.; Dahl, V.; Strain, M.C.; Yukl, S.A.; Lysenko, E.S.; Bosch, R.J.; Lai, J.;
Chioma, S.; Emad, F.; et al. Comparative analysis of measures of viral reservoirs in HIV-1
eradication studies. PLoS Pathog. 2013, 9, e1003174.
27. Bebenek, K.; Abbotts, J.; Wilson, S.H.; Kunkel, T.A. Error-prone polymerization by HIV-1
reverse transcriptase. Contribution of template-primer misalignment, miscoding, and termination
probability to mutational hot spots. J. Biol. Chem. 1993, 268, 10324–10334.
28. Bebenek, K.; Abbotts, J.; Roberts, J.D.; Wilson, S.H.; Kunkel, T.A. Specificity and mechanism of
error-prone replication by human immunodeficiency virus-1 reverse transcriptase. J. Biol. Chem.
1989, 264, 16948–16956.
29. Bebenek, K.; Roberts, J.D.; Kunkel, T.A. The effects of dNTP pool imbalances on frameshift
fidelity during DNA replication. J. Biol. Chem. 1992, 267, 3589–3596.
30. Inoue, M.; Hoxie, J.A.; Reddy, M.V.; Srinivasan, A.; Reddy, E.P. Mechanisms associated with the
generation of biologically active human immunodeficiency virus type 1 particles from defective
proviruses. Proc. Natl. Acad. Sci. USA 1991, 88, 2278–2282.
31. Jetzt, A.E.; Yu, H.; Klarmann, G.J.; Ron, Y.; Preston, B.D.; Dougherty, J.P. High rate of recombination
throughout the human immunodeficiency virus type 1 genome. J. Virol. 2000, 74, 1234–1240.

Viruses 2014, 6

1405

32. Zhuang, J.; Jetzt, A.E.; Sun, G.; Yu, H.; Klarmann, G.; Ron, Y.; Preston, B.D.; Dougherty, J.P.
Human immunodeficiency virus type 1 recombination: Rate, fidelity, and putative hot spots. J. Virol.
2002, 76, 11273–11282.
33. Hütter, G.; Nowak, D.; Mossner, M.; Ganepola, S.; Müssig, A.; Allers, K.; Schneider, T.;
Hofmann, J.; Kücherer, C.; Blau, O.; et al. Long-term control of HIV by CCR5 Delta32/Delta32
stem-cell transplantation. N. Engl. J. Med. 2009, 360, 692–698.
34. Allers, K.; Hütter, G.; Hofmann, J.; Loddenkemper, C.; Rieger, K.; Thiel, E.; Schneider, T.
Evidence for the cure of HIV infection by CCR5∆32/∆32 stem cell transplantation. Blood 2011,
117, 2791–2799.
35. Huang, Y.; Paxton, W.A.; Wolinsky, S.M.; Neumann, A.U.; Zhang, L.; He, T.; Kang, S.;
Ceradini, D.; Jin, Z.; Yazdanbakhsh, K.; et al. The role of a mutant CCR5 allele in HIV-1
transmission and disease progression. Nat. Med. 1996, 2, 1240–1243.
36. Liu, R.; Paxton, W.A.; Choe, S.; Ceradini, D.; Martin, S.R.; Horuk, R.; MacDonald, M.E.;
Stuhlmann, H.; Koup, R.A.; Landau, N.R. Homozygous defect in HIV-1 coreceptor accounts for
resistance of some multiply-exposed individuals to HIV-1 infection. Cell 1996, 86, 367–377.
37. Samson, M.; Libert, F.; Doranz, B.J.; Rucker, J.; Liesnard, C.; Farber, C.M.; Saragosti, S.;
Lapoumeroulie, C.; Cognaux, J.; Forceille, C.; et al. Resistance to HIV-1 infection in caucasian
individuals bearing mutant alleles of the CCR-5 chemokine receptor gene. Nature 1996, 382,
722–725.
38. Gulick, R.M.; Lalezari, J.; Goodrich, J.; Clumeck, N.; DeJesus, E.; Horban, A.; Nadler, J.; Clotet, B.;
Karlsson, A.; Wohlfeiler, M.; et al. Maraviroc for previously treated patients with R5 HIV-1
infection. N. Engl. J. Med. 2008, 359, 1429–1441.
39. Fätkenheuer, G.; Nelson, M.; Lazzarin, A.; Konourina, I.; Hoepelman, A.I.M.; Lampiris, H.;
Hirschel, B.; Tebas, P.; Raffi, F.; Trottier, B.; et al. Subgroup analyses of maraviroc in previously
treated R5 HIV-1 infection. N. Engl. J. Med. 2008, 359, 1442–1455.
40. Henrich, T.J.; Hu, Z.; Li, J.Z.; Sciaranghella, G.; Busch, M.P.; Keating, S.M.; Gallien, S.; Lin, N.H.;
Giguel, F.F.; Lavoie, L.; et al. Long-term reduction in peripheral blood HIV type 1 reservoirs
following reduced-intensity conditioning allogeneic stem cell transplantation. J. Infect. Dis. 2013,
207, 1694–1702.
41. Mitsuyasu, R.T.; Anton, P.A.; Deeks, S.G.; Scadden, D.T.; Connick, E.; Downs, M.T.; Bakker, A.;
Roberts, M.R.; June, C.H.; Jalali, S.; et al. Prolonged survival and tissue trafficking following
adoptive transfer of CD4zeta gene-modified autologous CD4+ and CD8+ T cells in human
immunodeficiency virus-infected subjects. Blood 2000, 96, 785–793.
42. Walker, R.E.; Bechtel, C.M.; Natarajan, V.; Baseler, M.; Hege, K.M.; Metcalf, J.A.; Stevens, R.;
Hazen, A.; Blaese, R.M.; Chen, C.C.; et al. Long-term in vivo survival of receptor-modified
syngeneic T cells in patients with human immunodeficiency virus infection. Blood 2000, 96, 467–474.
43. Deeks, S.G.; Wagner, B.; Anton, P.A.; Mitsuyasu, R.T.; Scadden, D.T.; Huang, C.; Macken, C.;
Richman, D.D.; Christopherson, C.; June, C.H.; et al. A phase II randomized study of HIV-specific
T-cell gene therapy in subjects with undetectable plasma viremia on combination antiretroviral
therapy. Mol. Ther. 2002, 5, 788–797.

Viruses 2014, 6

1406

44. DiGiusto, D.L.; Krishnan, A.; Li, L.; Li, H.; Li, S.; Rao, A.; Mi, S.; Yam, P.; Stinson, S.;
Kalos, M.; et al. RNA-based gene therapy for HIV with lentiviral vector-modified CD34+ cells in
patients undergoing transplantation for AIDS-related lymphoma. Sci. Transl. Med. 2010, 2,
doi:10.1126/scitranslmed.3000931.
45. Autologous T-cells genetically modified at the CCR5 gene by zinc finger nucleases SB-728 for
HIV (Zinc-Finger). Available online: http://clinicaltrials.gov/ct2/show/NCT00842634/ (accessed
on 21 January 2014).
46. Phase 1 dose escalation study of autologous T-cells genetically modified at the CCR5 gene by
Zinc Finger nucleases in HIV-infected patients. Available online: http://clinicaltrials.gov/ct2/
show/NCT01044654/ (accessed on 21 January 2014).
47. Dose escalation study of cyclophosphamide in HIV-infected subjects on HAART Receiving SB-728-T.
Available online: http://clinicaltrials.gov/ct2/show/NCT01543152 (accessed on 21 January 2014).
48. Zinc finger nuclease-based stem cell therapy for AIDS. Available online: http://www.cirm.ca.gov/
our-progress/awards/ziinc-finger-nuclease-based-stem-cell-therapy-aids (accessed on 21 January 2014).
49. Van Lunzen, J.; Glaunsinger, T.; Stahmer, I.; von Baehr, V.; Baum, C.; Schilz, A.; Kuehlcke, K.;
Naundorf, S.; Martinius, H.; Hermann, F.; et al. Transfer of autologous gene-modified T cells in
HIV-infected patients with advanced immunodeficiency and drug-resistant virus. Mol. Ther.
2007, 15, 1024–1033.
50. Maddon, P.J.; Dalgleish, A.G.; McDougal, J.S.; Clapham, P.R.; Weiss, R.A.; Axel, R. The T4
gene encodes the AIDS virus receptor and is expressed in the immune system and the brain. Cell
1986, 47, 333–348.
51. McDougal, J.S.; Maddon, P.J.; Dalgleish, A.G.; Clapham, P.R.; Littman, D.R.; Godfrey, M.;
Maddon, D.E.; Chess, L.; Weiss, R.A.; Axel, R. The T4 glycoprotein is a cell-surface receptor for
the AIDS virus. Cold Spring Harb. Symp. Quant. Biol. 1986, 51, 703–711.
52. Alkhatib, G.; Combadiere, C.; Broder, C.C.; Feng, Y.; Kennedy, P.E.; Murphy, P.M.; Berger, E.A.
CC CKR5: A RANTES, MIP-1alpha, MIP-1beta receptor as a fusion cofactor for macrophage-tropic
HIV-1. Science 1996, 272, 1955–1958.
53. Choe, H.; Farzan, M.; Sun, Y.; Sullivan, N.; Rollins, B.; Ponath, P.D.; Wu, L.; Mackay, C.R.;
LaRosa, G.; Newman, W.; et al. The beta-chemokine receptors CCR3 and CCR5 facilitate
infection by primary HIV-1 isolates. Cell 1996, 85, 1135–1148.
54. Deng, H.; Liu, R.; Ellmeier, W.; Choe, S.; Unutmaz, D.; Burkhart, M.; di Marzio, P.; Marmon, S.;
Sutton, R.E.; Hill, C.M.; et al. Identification of a major co-receptor for primary isolates of HIV-1.
Nature 1996, 381, 661–666.
55. Doranz, B.J.; Rucker, J.; Yi, Y.; Smyth, R.J.; Samson, M.; Peiper, S.C.; Parmentier, M.; Collman, R.G.;
Doms, R.W. A dual-tropic primary HIV-1 isolate that uses fusin and the beta-chemokine receptors
CKR-5, CKR-3, and CKR-2b as fusion cofactors. Cell 1996, 85, 1149–1158.
56. Dragic, T.; Litwin, V.; Allaway, G.P.; Martin, S.R.; Huang, Y.; Nagashima, K.A.; Cayanan, C.;
Maddon, P.J.; Koup, R.A.; Moore, J.P.; et al. HIV-1 entry into CD4+ cells is mediated by the
chemokine receptor CC-CKR-5. Nature 1996, 381, 667–673.
57. Feng, Y.; Broder, C.C.; Kennedy, P.E.; Berger, E.A. HIV-1 entry cofactor: Functional cDNA
cloning of a seven-transmembrane, G protein-coupled receptor. Science 1996, 272, 872–877.

Viruses 2014, 6

1407

58. Oberlin, E.; Amara, A.; Bachelerie, F.; Bessia, C.; Virelizier, J.L.; Arenzana-Seisdedos, F.;
Schwartz, O.; Heard, J.M.; Clark-Lewis, I.; Legler, D.F.; et al. The CXC chemokine SDF-1 is the
ligand for LESTR/fusin and prevents infection by T-cell-line-adapted HIV-1. Nature 1996, 382,
833–835.
59. Schuitemaker, H.; Koot, M.; Kootstra, N.A.; Dercksen, M.W.; de Goede, R.E.; van Steenwijk, R.P.;
Lange, J.M.; Schattenkerk, J.K.; Miedema, F.; Tersmette, M. Biological phenotype of human
immunodeficiency virus type 1 clones at different stages of infection: Progression of disease is
associated with a shift from monocytotropic to T-cell-tropic virus population. J. Virol. 1992, 66,
1354–1360.
60. Roos, M.T.; Lange, J.M.; de Goede, R.E.; Coutinho, R.A.; Schellekens, P.T.; Miedema, F.;
Tersmette, M. Viral phenotype and immune response in primary human immunodeficiency virus
type 1 infection. J. Infect. Dis. 1992, 165, 427–432.
61. Zhu, T.; Mo, H.; Wang, N.; Nam, D.S.; Cao, Y.; Koup, R.A.; Ho, D.D. Genotypic and phenotypic
characterization of HIV-1 patients with primary infection. Science 1993, 261, 1179–1181.
62. Keele, B.F.; Giorgi, E.E.; Salazar-Gonzalez, J.F.; Decker, J.M.; Pham, K.T.; Salazar, M.G.; Sun, C.;
Grayson, T.; Wang, S.; Li, H.; et al. Identification and characterization of transmitted and early
founder virus envelopes in primary HIV-1 infection. Proc. Natl. Acad. Sci. USA 2008, 105, 7552–7557.
63. Connor, R.I.; Sheridan, K.E.; Ceradini, D.; Choe, S.; Landau, N.R. Change in coreceptor use
correlates with disease progression in HIV-1—Infected individuals. J. Exp. Med. 1997, 185, 621–628.
64. Hoffmann, C. The epidemiology of HIV coreceptor tropism. Eur. J. Med. Res. 2007, 12, 385–390.
65. Koot, M.; Keet, I.P.; Vos, A.H.; de Goede, R.E.; Roos, M.T.; Coutinho, R.A.; Miedema, F.;
Schellekens, P.T.; Tersmette, M. Prognostic value of HIV-1 syncytium-inducing phenotype for
rate of CD4+ cell depletion and progression to AIDS. Ann. Intern. Med. 1993, 118, 681–688.
66. Weissenhorn, W.; Dessen, A.; Harrison, S.C.; Skehel, J.J.; Wiley, D.C. Atomic structure of the
ectodomain from HIV-1 gp41. Nature 1997, 387, 426–430.
67. Chan, D.C.; Fass, D.; Berger, J.M.; Kim, P.S. Core Structure of gp41 from the HIV envelope
glycoprotein. Cell 1997, 89, 263–273.
68. Furuta, R.A.; Wild, C.T.; Weng, Y.; Weiss, C.D. Capture of an early fusion-active conformation
of HIV-1 gp41. Nat. Struct. Biol. 1998, 5, 276–279.
69. Markosyan, R.M.; Cohen, F.S.; Melikyan, G.B. HIV-1 envelope proteins complete their folding
into six-helix bundles immediately after fusion pore formation. Mol. Biol. Cell 2003, 14, 926–938.
70. Roberts, M.R.; Qin, L.; Zhang, D.; Smith, D.H.; Tran, A.C.; Dull, T.J.; Groopman, J.E.; Capon, D.J.;
Byrn, R.A.; Finer, M.H. Targeting of human immunodeficiency virus-infected cells by CD8+ T
lymphocytes armed with universal T-cell receptors. Blood 1994, 84, 2878–2889.
71. Yang, O.O.; Tran, A.C.; Kalams, S.A.; Johnson, R.P.; Roberts, M.R.; Walker, B.D. Lysis of
HIV-1-infected cells and inhibition of viral replication by universal receptor T cells. Proc. Natl.
Acad. Sci. USA 1997, 94, 11478–11483.
72. Kiem, H.-P.; Jerome, K.R.; Deeks, S.G.; McCune, J.M. Hematopoietic-stem-cell-based gene
therapy for HIV disease. Cell Stem Cell 2012, 10, 137–147.

Viruses 2014, 6

1408

73. Broxmeyer, H.E.; Orschell, C.M.; Clapp, D.W.; Hangoc, G.; Cooper, S.; Plett, P.A.; Liles, W.C.;
Li, X.; Graham-Evans, B.; Campbell, T.B.; et al. Rapid mobilization of murine and human
hematopoietic stem and progenitor cells with AMD3100, a CXCR4 antagonist. J. Exp. Med. 2005,
201, 1307–1318.
74. Steinberger, P.; Andris-Widhopf, J.; Bühler, B.; Torbett, B.E.; Barbas, C.F. Functional deletion of the
CCR5 receptor by intracellular immunization produces cells that are refractory to CCR5-dependent
HIV-1 infection and cell fusion. Proc. Natl. Acad. Sci. USA 2000, 97, 805–810.
75. Swan, C.H.; Bühler, B.; Steinberger, P.; Tschan, M.P.; Barbas, C.F.; Torbett, B.E. T-cell protection
and enrichment through lentiviral CCR5 intrabody gene delivery. Gene Ther. 2006, 13, 1480–1492.
76. Bai, J.; Gorantla, S.; Banda, N.; Cagnon, L.; Rossi, J.; Akkina, R. Characterization of anti-CCR5
ribozyme-transduced CD34+ hematopoietic progenitor cells in vitro and in a SCID-hu mouse
model in vivo. Mol. Ther. 2000, 1, 244–254.
77. Shimizu, S.; Hong, P.; Arumugam, B.; Pokomo, L.; Boyer, J.; Koizumi, N.; Kittipongdaja, P.;
Chen, A.; Bristol, G.; Galic, Z.; et al. A highly efficient short hairpin RNA potently down-regulates
CCR5 expression in systemic lymphoid organs in the hu-BLT mouse model. Blood 2010, 115,
1534–1544.
78. Lee, M.T.M.; Coburn, G.A.; McClure, M.O.; Cullen, B.R. Inhibition of human immunodeficiency
virus type 1 replication in primary macrophages by using Tat- or CCR5-specific small interfering
RNAs expressed from a lentivirus vector. J. Virol. 2003, 77, 11964–11972.
79. Qin, X.-F.; An, D.S.; Chen, I.S.Y.; Baltimore, D. Inhibiting HIV-1 infection in human T cells by
lentiviral-mediated delivery of small interfering RNA against CCR5. Proc. Natl. Acad. Sci. USA
2003, 100, 183–188.
80. Anderson, J.; Akkina, R. HIV-1 resistance conferred by siRNA cosuppression of CXCR4 and CCR5
coreceptors by a bispecific lentiviral vector. AIDS Res. Ther. 2005, 2, doi:10.1186/1742-6405-2-1.
81. Anderson, J.; Banerjea, A.; Akkina, R. Bispecific short hairpin siRNA constructs targeted to CD4,
CXCR4, and CCR5 confer HIV-1 resistance. Oligonucleotides 2003, 13, 303–312.
82. Cordelier, P.; Kulkowsky, J.W.; Ko, C.; Matskevitch, A.A.; McKee, H.J.; Rossi, J.J.; Bouhamdan, M.;
Pomerantz, R.J.; Kari, G.; Strayer, D.S. Protecting from R5-tropic HIV: Individual and combined
effectiveness of a hammerhead ribozyme and a single-chain Fv antibody that targets CCR5.
Gene Ther. 2004, 11, 1627–1637.
83. Liang, F.; Han, M.; Romanienko, P.J.; Jasin, M. Homology-directed repair is a major double-strand
break repair pathway in mammalian cells. Proc. Natl. Acad. Sci. USA 1998, 95, 5172–5177.
84. Perez, E.E.; Wang, J.; Miller, J.C.; Jouvenot, Y.; Kim, K.A.; Liu, O.; Wang, N.; Lee, G.;
Bartsevich, V.V.; Lee, Y.-L.; et al. Establishment of HIV-1 resistance in CD4+ T cells by genome
editing using zinc-finger nucleases. Nat. Biotechnol. 2008, 26, 808–816.
85. Mani, M.; Kandavelou, K.; Dy, F.J.; Durai, S.; Chandrasegaran, S. Design, engineering, and
characterization of zinc finger nucleases. Biochem. Biophys. Res. Commun. 2005, 335, 447–457.
86. Miller, J.C.; Holmes, M.C.; Wang, J.; Guschin, D.Y.; Lee, Y.-L.; Rupniewski, I.; Beausejour, C.M.;
Waite, A.J.; Wang, N.S.; Kim, K.A.; et al. An improved zinc-finger nuclease architecture for
highly specific genome editing. Nat. Biotechnol. 2007, 25, 778–785.

Viruses 2014, 6

1409

87. Durai, S.; Mani, M.; Kandavelou, K.; Wu, J.; Porteus, M.H.; Chandrasegaran, S. Zinc finger
nucleases: Custom-designed molecular scissors for genome engineering of plant and mammalian
cells. Nucleic Acids Res. 2005, 33, 5978–5990.
88. Holt, N.; Wang, J.; Kim, K.; Friedman, G.; Wang, X.; Taupin, V.; Crooks, G.M.; Kohn, D.B.;
Gregory, P.D.; Holmes, M.C.; et al. Human hematopoietic stem/progenitor cells modified by
zinc-finger nucleases targeted to CCR5 control HIV-1 in vivo. Nat. Biotechnol. 2010, 28, 839–847.
89. Voit, R.A.; McMahon, M.A.; Sawyer, S.L.; Porteus, M.H. Generation of an HIV Resistant T-cell
Line by Targeted ―Stacking‖ of Restriction Factors. Mol. Ther. 2013, 21, 786–795.
90. Wilen, C.B.; Wang, J.; Tilton, J.C.; Miller, J.C.; Kim, K.A.; Rebar, E.J.; Sherrill-Mix, S.A.;
Patro, S.C.; Secreto, A.J.; Jordan, A.P.O.; et al. Engineering HIV-resistant human CD4+ T cells with
CXCR4-specific zinc-finger nucleases. PLoS Pathog. 2011, 7, e1002020.
91. Pattanayak, V.; Ramirez, C.L.; Joung, J.K.; Liu, D.R. Revealing off-target cleavage specificities
of zinc-finger nucleases by in vitro selection. Nat. Methods. 2011, 8, 765–770.
92. Gabriel, R.; Lombardo, A.; Arens, A.; Miller, J.C.; Genovese, P.; Kaeppel, C.; Nowrouzi, A.;
Bartholomae, C.C.; Wang, J.; Friedman, G.; et al. An unbiased genome-wide analysis of zinc-finger
nuclease specificity. Nat. Biotechnol. 2011, 29, 816–823.
93. Egelhofer, M.; Brandenburg, G.; Martinius, H.; Schult-Dietrich, P.; Melikyan, G.; Kunert, R.;
Baum, C.; Choi, I.; Alexandrov, A.; von Laer, D. Inhibition of human immunodeficiency virus
type 1 entry in cells expressing gp41-derived peptides. J. Virol. 2004, 78, 568–575.
94. Younan, P.M.; Polacino, P.; Kowalski, J.P.; Peterson, C.W.; Maurice, N.J.; Williams, N.P.;
Ho, O.; Trobridge, G.D.; von Laer, D.; Prlic, M.; et al. Positive selection of mC46-expressing
CD4+ T cells and maintenance of virus specific immunity in a primate AIDS model. Blood 2013,
122, 179–187.
95. Weiden, P.L.; Flournoy, N.; Thomas, E.D.; Prentice, R.; Fefer, A.; Buckner, C.D.; Storb, R.
Antileukemic effect of graft-versus-host disease in human recipients of allogeneic-marrow grafts.
N. Engl. J. Med. 1979, 300, 1068–1073.
96. Hutter, G.; Zaia, J.A. Allogeneic haematopoietic stem cell transplantation in patients with human
immunodeficiency virus: The experiences of more than 25 years. Clin. Exp. Immunol. 2011, 163,
284–295.
97. Durand, C.M.; Ambinder, R.F. Hematopoietic stem cell transplantation in HIV-1-infected individuals:
Clinical challenges and the potential for viral eradication. Curr. Opin. Oncol. 2013, 25, 180–186.
98. Hayden, E.C. Hopes of HIV cure in ―Boston patients‖ dashed. Available online: http://www.nature.com/
news/hopes-of-hiv-cure-in-boston-patients-dashed-1.14324/ (accessed on 17 March 2014)
99. Sáez-Cirión, A.; Bacchus, C.; Hocqueloux, L.; Avettand-Fenoel, V.; Girault, I.; Lecuroux, C.;
Potard, V.; Versmisse, P.; Melard, A.; Prazuck, T.; et al. Post-treatment HIV-1 controllers with a
long-term virological remission after the interruption of early initiated antiretroviral therapy
ANRS VISCONTI Study. PLoS Pathog. 2013, 9, e1003211.
© 2014 by the authors; licensee MDPI, Basel, Switzerland. This article is an open access article
distributed under the terms and conditions of the Creative Commons Attribution license
(http://creativecommons.org/licenses/by/3.0/).

