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Microglia are endogenous brain macrophages
that show distinct phenotypes such as expression of
myeloid antigens, ramified morphology, and pres-
ence within the neural parenchyma. They play sig-
nificant roles in a number of human CNS diseases
including AIDS dementia. Together with monocyte-
derived (perivascular) macrophages, microglia rep-
resent a major target of HIV-1 infection. However, a
recent report challenged this notion based on find-
ings in SIV encephalitis. This study concluded that
perivascular macrophages can be distinguished
from parenchymal microglial cells by their expression
of CD14 and CD45, and that macrophages, but not
microglia, are productively infected in SIV and HIV
encephalitis. To address whether parenchymal
microglia are productively infected in HIV encephali-
tis, we analyzed expression of CD14, CD45 and HIV-
1 p24 in human brain. Microglia were identified
based on their characteristic ramified morphology and
location in the neural parenchyma. We found that
parenchymal microglia are CD14+ (activated),
CD45+ (resting and activated), and constitute
approximately two thirds of the p24+ cells in HIV
encephalitis cases. These results demonstrate that
microglia are major targets of infection by HIV-1,
and delineate possible differences between HIVE
and SIVE. Because productively infected tissue
macrophages serve as the major viral reservoir,
these findings have important implications for AIDS.
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Introduction
Since the first AIDS epidemic erupted 2 decades

ago, the CNS has been recognized as an important tis-
sue site for viral replication. HIV infection of the CNS
produces a characteristic clinical and pathological enti-
ty referred to as the AIDS-dementia complex (ADC), in
which productive infection of monocyte/macrophage
lineage cells appears to trigger a neurodegenerative cas-
cade (10, 26, 36, 40, 41). Since the introduction of

HAART therapy, the changes in clinical, virological,
and immunological parameters in HIV+ individuals
have highlighted the importance of infected tissue as
potential viral sanctuaries (51). Particularly, the role of
tissue macrophages in the progression of HIV infection
has been re-emphasized (38, 53). The CNS has resident
macrophages called microglia, which appear to play a
central role in the pathogenesis of CNS infection. 

Microglial cells constitute a distinct glial cell popu-
lation in the CNS (9, 13, 29, 43, 61). Unlike neurons and
macroglia, microglia are of mesodermal (bone marrow)
origin and seed the brain early during development. In
the mature CNS, microglia are ubiquitously present in
highly ramified forms (“resting” microglia) (11, 30).
They sense changes in the CNS microenvironment and
participate in the subsequent events leading to charac-
teristic disease manifestations. The type and extent of
microglial involvement (as well as monocyte involve-
ment) are, in part, dictated by the rate and amount of tis-
sue destruction. In HIV-1 encephalitis, the pathological
substrate of ADC, both monocytes and microglia are
involved in the disease process. However, defining the
relative contribution of macrophages and microglia in dis-
eased brain is hampered by the fact that, in humans, no
single surface marker exists that separates microglia
from monocytes (9). In this regard, bone marrow
chimera studies have contributed significantly to our
understanding of macrophage physiology in the CNS. The
prevailing concept is that perivascular macrophages
(also referred to as perivascular microglia or perivascu-
lar cells) are different from parenchymal microglia.
They are replenished from the bone marrow and present
antigen in vivo, while parenchymal microglial cells
represent a stable endogenous brain macrophage popu-
lation separate from the perivascular cells (19, 44, 57). 

Because of the differences in the biology of the 2
CNS macrophage populations, elucidating their relative
contribution to the disease process may be of consider-
able importance. For instance, microglial cells are long-
lived and can possibly survive as long as the life span of
an individual, and they may permanently reside within
the CNS. Conversely, perivascular macrophages can
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leave the CNS and home to systemic organs, and there
is a high turnover rate of these cells in the CNS. Infec-
tion of these different pools of CNS macrophages may
affect disease development and progression. The extent
to which parenchymal microglia harbor virus is also
important from the therapeutic point of view, since
these cells may serve as a viral reservoir. 

Although several major studies of HIVE have
demonstrated the presence of HIV antigen in
macrophages and microglia (5, 8, 12, 16, 47), the
majority has failed to address the relative contribution of
perivascular macrophages and parenchymal microglia.
Recently, Williams et al tried to examine this in SIVE by
using purported cell-type specific markers. They con-
cluded that perivascular macrophages, but not

parenchymal microglia, express CD14 and CD45 and are
responsible for CNS infection in SIVE/HIVE (62). To
address this question in HIVE, we performed quantita-
tive analyses of HIV-infected cells in human brain. We
used HIV-1 p24 immunocytochemistry on paraffin-
embedded autopsy tissue and showed that this method is
sensitive and specific. We employed a combination of
high-resolution microscopy and Nomarski interference
optics, as well as labeling for endothelial specific anti-
gen, von Willebrand factor (VWF), to determine the
location (perivascular vs parenchymal) and the shape of
the p24+ cells. Our results show that approximately two
thirds of p24+ cells in each case belonged to microglia
rather than macrophages. 
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Case # Age/Sex *HAD HIV-1 †Other illness ‡HIVE grade §p24 grade CD14 CD14
Status (MN/ MGC) (F or D) Perivascular Par enchymal

HIVE 1 47 M + + cachexia, sepsis ++ +++ (D>F) +++ +++
HIVE 2 37M + + Neurosyphilis ++++ ++++(D>F) ++++ ++++
HIVE 3 50 M �ND + pneumonia, �CMV ++ +++(D>F) + +++
HIVE 4 32 M ND + pneumonia, CMV ± + (D>F) ND ND
HIVE 5 33 F ND + Kaposi’s sarcoma, + + (Isolated + +++

CMV, cachexia MGCs)
HIVE 6 45 M ND + endocarditis, pneumonia, + ++ (F>>D) + ++ (MN only)

amyloid
HIVE 7 31 M + + Not available +++ ++ (F>>D) + +++
HIVE 8 44 M + + cachexia, esophagitis +++ ++ (D>F) ++ +++

HIV+ 1 57 M - + pyelonephritis, diabetes, - - + +++
heart failure, hypertension

HIV+ 2 52 M - + �PCP, CMV - - + -
HIV+ 3 33 M - + Colonic polyps, pneumonia, - - + +

bowel resection
HIV+ 4 36 M - + PCP, TB lymphadenitis, - - + ++

myocardial infarction
HIV+ 5 41 M - + cachexia, PCP, �CHF - - + -
HIV+ 6 40 M - + endocarditis, pneumonia, - - ND ND

pyelonephritis, seizure
HIV+ 7 39 M + + PCP, herpes, esophagitis - - ++ ++

HIV- 1 56 F - - scleroderma, candida - - + -
esophagitis, cachexia

HIV- 2 57 M - - s/p liver transplant for - - + -
hepatocellular carcinoma

HIV- 3 45 F - - breast cancer, bowel - - + -
resection, cardiomyopathy

HIV- 4 38 M - - Thymic carcinoid - - + -
with metastasis

* Presence or absence of dementia. Clinical diagnosis based on retrospective chart review at autopsy, except cases HIVE 1, HIVE 2, and HIVE
8, which were analyzed prospectively. HAD: HIV-1 associated dementia.
† Findings at autopsy.
‡ Analysis based on H&E stain; quantitation of microglial nodules (MN) and multinucleated giant cells (MGC).
§ F (focal) and D (diffuse) refer to the pattern of p24 immunostaining. 
� Abbreviations: Not documented (ND); Pneumocystis carinii pneumonia (PCP); cytomegalovirus (CMV); congestive heart failure (CHF).

Table 1. HIV-1 p24 and CD14 immunoreactivity in HIVE and control brains.



Materials and Methods

Patient material. Paraffin-embedded, formalin-
fixed brain tissues from 19 patients were obtained from
the Manhattan HIV-1 Brain Bank. These consisted of
HIVE (n = 8), HIV-seropositive without HIVE (n = 7)
and HIV-seronegative individuals (n = 4)(Table 1).
Brains with HIV-associated opportunistic infections or
tumors were excluded in this study, except for patient 3
who had documented neurosyphillis. History was
obtained by retrospective chart analysis at the time of
autopsy, or collected prospectively. For each patient,
one or two sections from the cerebral white matter and
adjacent cortex or basal ganglia, each representing a
region with observable HIVE pathology, was selected for

immunostaining. Analysis of pathology was performed
on hematoxylin and eosin (H&E)-stained slides.

HIV-1p24 immunocytochemistry. Deparaffinized
sections were boiled in sodium citrate solution (DAKO:
Carpinteria, CA) for 20 minutes for antigen retrieval. Sec-
tions were incubated with 3% H2O2 for 30 minutes, then
with 10% normal goat serum for one hour. Mouse anti-
HIV-1 p24 (IgG1; DAKO) was used at a concentration
of 1:5 and incubated overnight at 4°C. The secondary
antibody was either horseradish peroxidase (HRP)-
labeled or alkaline phosphatase (AP)-labeled anti-IgG1.
All secondary antibodies were purchased from Southern
Biotechnology Associates, Inc. (Birmingham, Ala) and
were used at a concentration of 1:200. To develop color,
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Figure 1. HIV-1 p24+ cells are found in both the parenchyma and the perivascular space in HIVE brains. (A) A low power view show-
ing the diffuse distribution of p24+ cells (blue) interfacing an area with no p24 immunoreactivity. (B) p24 immunoreactivity was absent
in non-HIVE cases, exemplified by this HIV-seropositive brain. Hematoxylin counterstained. (C) A white matter (WM) area display-
ing numerous p24+ bipolar cells. (D) A gray matter (GM) area displaying p24+ multipolar cells. (E, F) p24/Von Willebrand Factor
(VWF; brown) double label immunocytochemistry. (E) A low power figure showing p24+ cells many of which have no relationship
to the vessels. (F) Another area demonstrating the p24+ perivascular cells surrounding two blood vessels. Arrowheads point to ves-
sels; vessels can also be visualized without VWF staining (B, C). Magnification: A, �220; B, �55; C, �110; D, �220; E, �90; F, �180. 



either diaminobenzidine (DAB; brown) or 5-bromo-4-
chloro-3-indolyl phosphate/nitro blue tetrazolium
(BCIP/NBT; blue) alkaline phosphatase substrate
(DAKO) was used for chromogen. When DAB was
used, sections were counterstained with hematoxylin.

Double-labeling for von Willebrand factor (VWF)
and HIV-1 p24. An anti-VWF antibody (rabbit;
DAKO) was used at a concentration of 1:400 to label
endothelial cells on deparaffinized slides that were sub-
jected to antigen retrieval. An anti-rabbit HRP-labeled
secondary antibody (DAKO) was used, followed by the
chromogen (DAB, brown). Subsequently, staining for p24
was performed as discussed above, followed by incu-
bation with an AP-labeled secondary antibody and
color development with NBT (blue). 

Immunostaining for macrophage markers: CD14
and CD45. Deparaffinized slides were boiled for antigen
retrieval, then incubated with mouse anti-human CD14
(clone M-M42; IgG2a; Novocostra Laboratories, New
Castle, UK) at 1:50 or CD45 (Leukocyte Common
Antigen; clone PD7/26 & 2B11; IgG1; DAKO) at a
concentration of 1:100 overnight at 4°C. Staining was
completed using the tyramide signal amplification
(TSA) Biotin System (NEN Life Science Products,
Boston, Mass). We employed HRP-labeled secondary
methods followed by exposure to tyramide solution
according to the manufacturer’s instructions. As a neg-
ative control, sections were incubated with mouse
IgG2a or IgG1 isotype standard (BD Biosciences
Pharmingen, San Diego, Calif). 

Other immunohistochemistry. Staining for CD68
(KP-1: DAKO: 1:600) was performed as described 64.
Additional markers for activated microglia and
macrophages included IL-1a and interleukin-1 convert-
ing enzyme and the procedures for immunocytochemistry
are as previously described (64). 

HIV-1 p24+ cell counting based on morphology.
P24+ cells were analyzed with respect to their shape
and the numbers of cells belonging to each morpholog-
ic category were counted in twelve 400� microscopic
fields (Figure 2; Table 2). They were classified into the
following subtypes. i) “Compact cells” have a small
round cell body and short knob-like processes. The
majority of compact cells are located in the parenchyma.
ii) “Macrophages” are rounded with abundant cyto-
plasm. They have an elongated cell body, especially
when they wrap around the vessels. iii) “Process-bear-
ing cells” have a single nucleus and one or more
processes. Typical bipolar cells have an elongated cell
body with two main processes, usually parallel to the
direction of the fiber tracts, while the multipolar cells have
multiple processes without directionality. iv and v)
“Multinucleated giant cells (MGCs)” are those corre-
sponding to the classic morphology of HIV-infected
cells. They have a rounded cell body with or without
processes. p24+ processes without visible cell body
were not included in the cell counts.

HIV-1 p24+ cell counting based on location. To
positively identify perivascular macrophages, we per-
formed double-labeling with anti-VWF, an endothelial
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Morphology HIVE 1 HIVE 1 HIVE 2 HIVE 3 HIVE 3 HIVE 4 Mean ± SEM
Block A Block B Block A Block B

1. Compact cells 5.2 5.8 6.3 6.7 9.6 4.8 6.4 ± 0.7

2. Macrophage- 10.4 7.0 7.2 4.5 1.9 3.5 5.7 ± 1.2
type cells

3. †Process- 8.6 6.3 6.5 6.6 6.4 6.0 6.7 ± 0.4
bearing cells

4. ‡MGCs 0.6 0.5 1.4 0.0 0.5 0.7 0.6 ± .02
without processes

5. MGCs 0.4 0.0 1.8 0.4 0.8 0.2 0.6 ± 0.3
with processes

*Average number of cells counted in 9-12 400� fields. See Figure 2 for illustration of each cell type. 
†Process-bearing cells are mononuclear cells with one or more processes. 
‡Multinucleated giant cells

Table 2. *Total number of p24+ cells classified by morphology.



cell-specific antigen (Figure 1E, F). Three cases of
p24/VWF double-labeled slides were analyzed: cells
directly adjacent to vessels or arranged in a linear fash-
ion (implying a perivascular distribution) were classified
as perivascular cells and cells that were haphazardly
arranged within the brain parenchyma, without apparent
relationships to vessels, were classified as parenchymal
cells. Cells were counted in twelve 400� microscopic
fields from 3 cases (Table 3).

HIV-1 p24+ cell density. To illustrate the distribution
of p24+ cells, sections from 6 cases of HIVE were
mapped according to the density of p24+ cells (4
shown, Figure 3). Sections were viewed at lower power
(100�) and areas were marked according to cell densi-
ty. Relative grades of p24+ cell density were used: 0, no

p24+ cells (white); 1, low p24+ cell density (light
gray); 2, intermediate p24+ cell density (dark gray);
and 3, high p24+ cell density (black), as shown in Fig-
ure 3. Sections were then photographed and the areas with
different p24 cell densities were outlined and color-
coded with different shades using Adobe Photoshop®.

Camera lucida. Cells were reconstructed by pencil at
25� using a cameral lucida attachment on a light micro-
scope (Carl Zeiss, Inc). Drawings were then scanned
into the computer and Adobe Photoshop® was used to out-
line and fill in the cells.

Human fetal microglial culture and infection with
HIV-1. Highly pure microglial cultures were generated
as described previously (31, 33). Briefly, dissociated
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Figure 2. The variable morphology of p24+ cells. (A) a compact cell; (B) perivascular macrophages; (C) a unipolar mononuclear
cell; (D) a bipolar cell; (E) a multipolar cell; (F) a rounded multinucleate giant cell (MGC); and (G) a process-bearing MGC. (H) Cam-
era lucida drawings of p24+ cells: i. a compact cell; ii. a parenchymal macrophage; iii. a unipolar cell; iv. a bipolar cell; v. a multi-
polar cell; vi. a rounded MGC; and vii. a process-bearing MGC. Magnification: A-G, �650. 



mixed CNS cell suspensions were plated as monolayers
in DMEM/10% FCS. Approximately 14 to 21 days after
plating, floating cells comprised primarily of microglial
cells, were collected and re-seeded at a density of 40 000
cells per well in 96-well tissue culture plates. For viral
infection, microglial cultures were exposed to HIV-1ADA

(obtained from ARRRP) at 2000 TCID50 for 16 hours.
They were then washed and fresh medium was added.
Staining for p24, CD14, and CD45 was performed at 10
to 28 days post-inoculation, using methods as described
above for brain tissues, except the antigen retrieval and
dehydration steps were omitted.

Results

HIV-1 p24 immunocytochemistry demonstrates
abundant staining in HIV-infected brain. HIV-1 p24
immunoreactivity was observed in 8 (89%) of 9 cases of
HIVE and no p24 immunoreactivity was observed in con-
trol cases (Table 1; Figure 1; data not shown). The rel-
ative grade of p24 immunoreactivity ranged from low (+)
to very high (++++) based on the number of positive cells
within the entire section (Table 1). In general, the cases

with very high p24 immunoreactivity were those with
severe HIVE pathology based on H&E stain (MGCs
and MNs). In addition, the distribution of p24
immunoreactivity ranged from focal to diffuse. Most
cases showed a combination of the 2 patterns, but some
showed p24+ cells confined to MNs (focal) (Table 1). p24
immunoreactivity can be observed in both the white
and gray matter (Figure 1). Cells within diffusely
stained areas had microglial morphology (Figure 1).
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Figure 3. The density of p24+ cells in the cerebral white matter from four HIVE cases. Different shades, white, light gray, dark gray
and black, represent different densities of p24+ cells in 4 brain sections: no p24+ cells, low density, intermediate density and high
density, respectively. This is exemplified in the legend, which shows four images taken from a single case (HIVE 1). See the Mate-
rials and Methods section for a detailed description of methods. (v; ventricle.) Magnification for legend figures: �55.

*P24+ cell HIVE 1 HIVE 2 HIVE 4 Mean ± SEM
number

Perivascular 20.5 11.0 8.7 13.3 ± 3.6 (37%)
cells

Parenchymal 27.5 20.9 20.1 22.8 ± 2.3 (63%)
cells

Blood Vessels 9.8 10.1 8.7 9.5 ± 0.4

* Number of cells and bloods vessels are averages of those counted
in twelve 400� fields.

Table 3. Localization of p24+ cells relative to vessels based on
p24/VWF double-labeling.



Analysis of p24+ cells. We used several different
approaches in order to characterize p24-immunostained
cells on paraffin sections. First, we performed detailed
morphometric analysis of p24-labeled cells at 1000�

magnification using oil immersion and Nomarski dif-
ferential interference optics to facilitate visualization of

unstained elements surrounding p24-positive cells. Sec-
ond, we double-labeled sections for p24 and an
endothelial cell-specific marker, VWF, to examine the
location of p24+ cells with respect to vessels. Third, we
analyzed the density and distribution of p24+ cells at low
magnification to determine whether they correlated
with the known distribution of macrophages or
microglia

1. Morphology of p24-positive cells. The morpholo-
gy of p24-positive cells varied a great deal and was
consistent with that of macrophages and microglia.
HIV-1 p24-positive cells were categorized and enumer-
ated based on their shape, depending on 3 factors, ie, size
of the cell body, presence or absence of processes, and
the number of nuclei, as described in the Methods sec-
tion. Examples of each cell type are illustrated in Figure
2. Of the subtypes of p24+ cells, microglial cells would
have morphology consistent with that of compact cells,
process-bearing cells (ramified cells), or process-bearing
MGCs, while monocyte-derived macrophages would
have the morphology of macrophages or non-process
bearing MGCs. Compact cells were located within the
brain parenchyma and have very small cell bodies com-
patible with microglial cells, but the attached processes
were not visualized because the sections were only 4 to
6 micrometer-thick (Figure 2A). The morphologic sub-
types of p24-positive cells were recapitulated by the
Camera lucida drawings of p24+ cells (Figure 2H), and
they demonstrate all the morphologic variants of
microglial cells known to be associated with various
locations and stages of activation (9, 30), as well as
macrophages. Enumeration of p24+ cells in 6 sections
from 4 HIVE cases demonstrated that approximately
two-thirds of the p24+ cells in each case would belong
to microglia based on morphology (Table 2).

2. Localization of p24-positive cells with respect to
vessels. To reexamine the notion that perivascular
macrophages and not parenchymal microglial cells are
productively infected in SIVE/HIVE, we analyzed
p24+ cells with respect to their localization, ie, perivas-
cular versus parenchymal, based on the double-labeling
of sections with antibody against an endothelial-specif-
ic marker, VWF, and p24 (Figure 1; Table 3). Vessels may
also be visualized without staining (Figure 1B, C).
Cells that were in direct contact with vessels or were
arranged in a linear fashion resembling their distribution
along the vessels, even when the vessels were not visi-
ble on the section, were counted as perivascular cells.
Cells that did not exhibit either feature were counted as
parenchymal cells. The results demonstrated that more
of the p24+ cells in each case belong to the parenchymal
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Figure 4. Microglial nodules (MN) in HIVE brain sections visu-
alized with different histochemical and immunohistochemical
methods. (A) H&E demonstrating a low power view of a MN in
the cerebral white matter. MN is notable for focal hypercellularity,
often with multinucleated giant cells (MGCs; arrow). Arrow-
heads mark the boundaries of the MN. (B) HIV-1 p24
immunoreactive cells comprise MN, here shown with Nomars-
ki optics. NBT (blue) was used as a chromogen without coun-
terstaining. P24+ cells are ramified in shape. Several MGCs are
present, one is indicated by an arrow. (C) Low power view of an
MN demonstrating CD14 staining of the constituent cells. This
MN was found in the white matter. A MGC is evident (arrow). (D)
CD45 intensely stains microglial cells in the MN. Note the
membrane distribution of the immunoreactivity apparent on cell
processes as well as a MGC (arrow). Note the lack of staining
in the cytoplasm and multiple nuclei of the same MGC. (E)
Cells of the MNs display many activation markers including IL-
1 and its processing enzyme, ICE. Here shown with ICE
immunostaining. Many MGCs (arrows) are present in this MN,
which is localized between two vessels (v). DAB (brown) was
used as the chromogen and all sections were counterstained with
hematoxylin, producing purple nuclei (C, D, E). Magnification:
A-C, �210; D, �410; E, �210.



microglia, with approximately two thirds of the p24+ cells
belonging to parenchymal cells when all three cases
were combined (Table 3). Therefore, the results were in
good agreement with those generated based on mor-
phology (Figure 2; Table 2).

3. Analysis of p24+ cell density. In order to document
the distribution of p24 cells in a given section, we
mapped the slides with respect to the density of p24+ cells
using a 4-tier scale (ranging from none to high density)
and generated a computer image of the section (Figure
3). There was a great variation in the density of p24+ cells
from case to case and from area to area. Some areas
showed no staining, others showed p24+ staining
involving virtually all microglial cells within an area, with
abrupt transition between these areas (Figure 1A).
Because of the distance between vessels, the infection of
perivascular cells alone would not generate the high-den-
sity of p24+ immunoreactivity. Rather, parenchymal
microglial cells must be an unequivocal part of the
infected population. This method of analysis reinforced
the idea that parenchymal microglia are p24+ in HIVE.

Analysis of microglial nodules. Microglial nodules
(MN) are a relatively specific pathology of HIVE, espe-
cially if they are combined with MGCs. The term clear-
ly suggests the involvement of microglial cells, howev-
er, the notion that this may arise from the perivascular
macrophages, rather than parenchymal microglia, was
entertained. MN was a prominent feature in some HIVE
cases, and the “focal” distribution of p24 generally cor-
responded to the MN type of pathology on H&E (Table
1). This was most notable in cases HIVE 6 and HIVE 7
where p24 staining was limited to the cells comprising
MNs. The morphology of the constituent cells (ramified),
the size of the nodules (50-700 mm), and the lack of
endothelial marker (VWF), all point to the fact that
microglial cells rather than perivascular macrophages
comprise the MNs in HIVE (Figure 4). In addition to p24,
MNs expressed monocyte/macrophage lineage mark-
ers, CD14 and CD45 (see below), and the monokine, IL-
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Figure 5. CD14 expression in parenchymal microglia is
induced in HIVE. Sections from control or HIVE brains were
immunostained for CD14. (A) HIV-seronegative brain showing
CD14+ cells only in the perivascular space. Note the lack of stain-
ing in the parenchyma. (B) HIV+, non-HIVE brain showing
some parenchymal microglial staining. (C) An HIVE brain
showing robust CD14 staining on parenchymal microglia as
well as perivascular macrophages. (v = vessel) (D) High power
view of CD14+ microglial cells in HIVE. (E) High power view of
a multinucleate giant cell showing weak CD14 staining, adjacent
to a CD14+ process (top of the field), probably belong to anoth-
er cell. Magnification: A-C, �370; E, F, �540.



1 (not shown), as well as its processing enzyme, inter-
leukin-1 converting enzyme (ICE, casepase-1) (Figure
4) (64). 

Expression of macrophage and microglial markers
in HIVE and normal brain. We analyzed all of our
cases for expression of CD14 because this was a puta-
tive marker for perivascular macrophages (56, 62) and
because it was used to distinguish them from microglia
in the Williams’s study (62). The results are summa-
rized in Table 1 and illustrated in Figure 5. Unlike pre-
vious reports, we found that CD14 was expressed on both
microglial cells and macrophages, but the microglial
expression varied depending on the state of activation.
In HIV-negative control brains, CD14 expression was
limited to macrophages in the perivascular and
meningeal locations and parenchymal microglia were
CD14-negative. In HIV-seropositive control brains, a
spectrum of parenchymal microglial CD14 expression

was seen ranging from normal levels to those seen in
HIVE cases (Table 1; Figure 5). In HIVE cases,
microglial CD14 expression was robust. However, not all
microglia were CD14+; its expression coincided with
areas of microglial infection and activation, as observed
by p24 and CD68 immunostaining of adjacent sections
(not shown). Interestingly, CD14 staining in MGCs was
not uniform and ranged from none to weak to strong (Fig-
ure 5; data not shown). Perivascular macrophage stain-
ing was also robust in HIVE, as well as in some HIV+
control cases (Table 1; Figure 5; data not shown).

We also examined the expression of CD45, another
presumed marker for perivascular macrophages (62),
and found that it, too, was expressed in parenchymal
microglia. Unlike CD14, however, CD45 was constitu-
tively expressed in normal (“resting”) microglia, in
both gray and white matter, and its expression was fur-
ther upregulated in microglia and macrophages in
HIVE, including MGCs (Figure 6). In addition, infil-
trating lymphocytes were strongly positive for CD45
(not shown).

Human fetal microglia are productively infected
with HIV-1 in vitro. Human fetal microglia matured in
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Figure 6. CD45 is constitutively expressed in microglia and is
upregulated in HIVE. (A) White matter (WM) from a HIV-
seronegative individual shows staining of delicate parenchymal
microglia. (B) CD45 is also expressed in gray matter (GM)
microglia in all cases, here shown in a case of HIV-seropositive
control. (C) HIVE cases show an upregulation of CD45 expres-
sion in microglia. A section from cerebral cortex demonstrates
strong immunoreactivity in many ramified microglial cells. (D-F)
Higher power view of CD45+ microglial cells: extensively ram-
ified cells in the gray matter (D, E), a ramified microglial cell in
the white matter (F), and a multinucleate giant cell with intense
CD45 staining on the membrane (G). Magnification: A, B,
�300; C, �150; D-G, �450. 

Figure 7. Cultured human microglial cells infected with HIV-1
recapitulate the pathology of HIVE. Human fetal microglia
exposed to HIV-1ADA are cultivated for 3 to 4 weeks and exam-
ined for the expression of p24, CD14 and CD45, by immuno-
cytochemistry. Unlike uninfected control microglia (A), infected
microglia show viral protein expression (p24) and syncytia
(MGC) formation. The number of processes associated with
MGCs in microglial cultures varies from none to few to numer-
ous (B-D, inset B). MGCs are CD14+ and CD45+ (C, D), as are
uninfected microglia (not shown). Astrocytes and occasional neu-
rons in the infected culture are negative for p24, CD14, and CD45
(not shown). Cultures are immunostained as described in
Methods, using DAB (brown) or NBT (blue; B, inset) as chro-
mogen. Magnification: A, B, �150 (inset �130); C, D, �150.



vitro in the presence of other neuronal cell types (espe-
cially astrocytes) display phenotypes characteristic of in
vivo microglia. These include expression of mono-
cyte/macrophage markers, morphology (ranging from
ramified to ameboid), sensitivity to LPS stimulation,
and ability to phagocytose (32-35, 37). They are also
selective targets of productive HIV infection (25, 31).
Similar to HIV-infected microglia in vivo, infected
microglia in vitro exhibit process-bearing morphology
(as well as “ameboid”, macrophage-like morphology),
p24-immunoreactivity, syncytia (MGC) formation, and
are CD14+ and CD45+ (Figure 7).

Discussion
In the current study, we examined the cell types that

are productively infected by HIV-1 in the human CNS,
and showed that parenchymal microglia, in addition to
perivascular macrophages, are productively infected by
HIV-1. We performed quantitative analysis of HIV-
infected (p24+) cells in HIVE cases and found that
approximately two-thirds of the infected cells in the
brain are microglia rather than perivascular
macrophages. Since no macrophage markers are differ-
entially expressed in the 2 populations, we employed mor-
phologic criteria to identify microglia in our study. Our
results corroborate earlier studies of HIVE by Kure et al
and Budka et al, who found microglia to be a distinct sub-
set of brain macrophages infected by HIV-1 (8, 27). Our
results, however, are in stark contrast with a recent
study of SIVE by Williams, which concluded that
parenchymal microglia were not infected in
SIVE/HIVE 62. All of the studies, including ours,
found no evidence that non-macrophage lineage cells (ie,
neurons, astrocytes, oligodendrocytes, and endothelial
cells) were productively infected by HIV-1. The cell
counts showed that MGCs represent only a minor frac-
tion of p24+ cells in each case, demonstrating that H&E
staining greatly underestimates the number of HIV-
infected cells. Curiously, p24+ T cells were not detect-
ed, although T cells can be numerous in the brains of
HIVE (60). 

Our study delineated interesting histological features
of HIVE with respect to the distribution of HIV antigen.
Of the subtypes of HIV antigen distribution, the “diffuse”
type is composed of parenchymal microglial cells. Our
series exhibited this pattern in 5 (63%) of 8 cases. This
is the type that is not found in SIVE and cannot be
detected in routine histochemical analysis of the brain tis-
sue. Analysis of the density of p24+ cells showed vari-
able and irregular patterns inconsistent with the distri-
bution of any known anatomic structures. Abrupt

transitions were noted from very high to no p24+ cell
areas. These results were inconsistent with the notion that
HIV infection was restricted to perivascular
macrophages.

Focal distribution or microglial nodules were the
predominant pattern of infection in 2 (25%) of 8 cases.
In contrast to the diffuse pattern, MNs were easily
detected on H&E and consisted of activated glial cells
and inflammatory cells. Activated ramified microglial
cells were invariable components of MNs, as they dis-
played characteristic morphology, as well as expression
of CD14, CD45, IL-1, ICE, and p24 (64). Although
“glial” nodules are mentioned with regard to SIVE,
they must be different in frequency and composition
from MNs in HIVE, because the studies emphasize
“perivascular” distribution of SIVE pathologies (62,
65). In addition, in our study, p24+ MGCs often displayed
processes that cannot be appreciated with H&E staining.
The location of MNs and MGCs in the brain parenchy-
ma and the process-bearing morphology further support
their microglial origin.

One of the phenotypic markers that Williams et al used
to distinguish perivascular macrophages from
parenchymal microglia was CD14 (62). CD14 is the
LPS receptor and renders the cells exquisitely sensitive
to the actions of LPS, as is the case for microglia (35, 55,
63). Additional functions of CD14 include regulation of
apoptosis, apoptotic cell recognition, cytokine-mediat-
ed activation, and pattern recognition of non-LPS
microbial components (18). A prior analysis of CD14
expression in human CNS by Ulvestad et al. (56) found
that this antigen is exclusively expressed in
macrophages and not in parenchymal microglia. In the
current study, however, we report for the first time the
expression of CD14 in activated parenchymal
microglia. CD14 was detected in microglia of all HIVE
cases and some HIV-seropositive control brains. In nor-
mal brain, CD14 expression was limited to perivascular
and meningeal macrophages, with little or no expression
in parenchymal microglia. The intensity of CD14 stain-
ing in microglia also correlated with the degree of
microglial activation evident by their morphology.
Therefore, our results support the notion that CD14 is
expressed in all macrophages, but is induced in
parenchymal microglial cells following activation and that
our method of staining is sufficiently sensitive enough
to recognize varying degrees of CD14 immunoreactiv-
ity. Interestingly, earlier studies by Becher et al report-
ed the de novo expression of CD14 in cultured adult
human microglial cells, alluding to the possibility that
CD14 expression might be induced in microglia in vivo
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(3). Together these results indicate that parenchymal
microglia are immunologically downregulated
macrophages that can be reactivated to express mono-
cyte/macrophage lineage markers. They also demon-
strate pitfalls associated with using antigenic profiles as
sole criteria for distinguishing macrophages from
microglia.

We also find CD45, another marker that the
Williams’ study found to be exclusively in perivascular
macrophages, expressed in parenchymal microglia; this
confirms prior studies in human CNS (24, 39, 57).
CD45 is a transmembrane protein tyrosine phosphatase,
and new evidence indicates its role in negative regula-
tion of microglial activation and cytokine-receptor sig-
naling (22, 42, 54). Expression of CD45 differs from
CD14 because of its constitutive expression in ramified
(“resting”) microglial cells (24, 39). Its expression is
upregulated in activated microglial cells in Alzheimer’s
disease and HIVE (39) (and this study). These data sug-
gest that microglial CD45 may function to maintain the
immunologically privileged state of the CNS and to
downregulate inflammation following injury.

SIV models of AIDS provide invaluable tools for
studying the pathogenesis and therapy of HIV-associat-
ed diseases, including CNS infection. Several different
SIV isolates and clones can now generate CNS infection
reproducibly in rhesus macaques and pigtail monkeys (45,
62, 66). The biology of SIV encephalitis (SIVE) has
been studied in detail in several of these models. SIVE
shows characteristics closely resembling those of
HIVE, including the macrophage tropism of the virus and
the pathology (MGCs, glial nodules, and widespread
glial activation). Limited studies have investigated SIV
antigen (gp41, p27 or gp120) distribution in these ani-
mals and reported a “perivascular” distribution of SIV-
1 expression (45, 62, 65). A careful analysis of infected
cell types is limited to 2 studies, and they remarkably
describe the resistance of resident microglial cells to
SIV infection in both early and late stages (4, 21).
Although one cannot exclude that technical differences
produce the different results in microglial infection in
SIVE/HIVE, these data suggest that a distinct species-
dependent difference in the microglial susceptibility to
infection may exist.

Indeed, several important differences between SIV and
HIV have been found, including the co-receptor usage.
SIV and HIV share tropism for T cells and macrophages
and utilize CD4 as well as CCR5 for viral entry. How-
ever, the vast majority of SIV isolates do not use
CXCR4 for entry, one characteristic that distinguishes
them from HIV-1 (20). In HIV-1 infected humans, a

switch in the major co-receptor usage by HIV-1 from
CCR5 to CXCR4 has been observed in about 50% of
patients as they progress to AIDS, a change that can be
associated with an increase in virulence and resistance
to chemokine-mediated suppression (49, 58). In addition,
in macaque models of SIV infection, progression from
initial infection to AIDS takes only up to 1 to 2 years, in
contrast to human HIV infection, where these events
can take up to a decade to occur. It is conceivable that
these differences could affect viral expression in the
CNS, which typically occurs during the late phase of
infection. 

The paucity of documentation of microglial infection
by SIV (7, 28) contrasts with the ease with which in vitro
human microglia can be infected by HIV-1. The pheno-
type of human microglial cells in vitro closely resembles
that in vivo. These cells exhibit remarkable plasticity
including activation-dependent morphological changes
ranging from highly ramified to ameboid (macrophage-
like), as well as the potential to proliferate in response
to GM-CSF (1, 15, 33-35). The latter distinguishes
microglia from other tissue macrophages, and shows
their plastic and uncommitted nature (48). We, as well
as others, have shown that human fetal microglia,
matured in vitro, can be productively infected by HIV-
1 and display syncytia formation, virion production and
p24/gp41 expression (17, 25, 31, 50) (and this report).
Human microglia derived from adult brains also show
characteristics similar to the fetal and in vivo human
microglia (2, 23, 59). These studies therefore demonstrate
that human in vitro systems can be used successfully to
model the disease. Microglial culture systems provide
invaluable tools for investigating virus-cell interac-
tions, especially since monocytes are resistant to HIV
infection, unless they are differentiated in vitro, often in
the presence of growth factors (46). 

The observation that microglia represent a major cell pop-
ulation productively infected by HIV-1 in HIVE has
important implications. Because of their location in the
brain parenchyma, where neurons and glia contact each
other extensively through interdigitating processes,
HIV-1 has a greater chance to interact with neurons and
uninfected glial cells. This can be achieved through
direct contact or indirectly via soluble viral/cellular
products. Microglial cells represent tissue macrophages
that permanently reside within the CNS, and are in a per-
fect position to serve as a viral reservoir. Recent findings
suggest that HIV infection protects T cells and primary
macrophages from apoptotic death (6, 14). We also
observe that microglial cells expressing HIV-1 are pro-
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tected from death (Cosenza et al, manuscript in prepa-
ration). These observations suggest that HIV-1 can find
a true sanctuary within the CNS, and be a viral source for
a low level, ongoing, productive infection in the periph-
ery, as recently demonstrated in individuals on HAART
therapy (52). 

Acknowledgments
The authors thank Dr Susan Morgello, director of

the Manhattan HIV brain bank (R24MH59724), and the
Einstein Human Fetal Tissue Repository for providing tis-
sues for this study. The authors also thank Dr Steven
Walkley for assisting with the camera lucida drawings and
Drs Celia Brosnan, Harris Goldstein and Mee-Ohk Kim
for critical reading of the manuscript. We appreciate the
guidance provided by Michael Cammer, Yaffa
Schindler, and John Cosenza and for production of the
figures. This study was supported by MH55477 and
AI44641 to SCL.

References

1. Albright AV, Shieh JT, O'Connor MJ, Gonzalez-Scarano F
(2000) Characterization of cultured microglia that can be
infected by HIV-1. J Neurovirol 6 Suppl 1:S53-S60.

2. Albright AV, Shieh JTC, Itoh T, Lee B, Pleasure D, O'Con-
nor MJ, Doms RW, Gonzalez-Scarano F (1999) Microglia
express CCR5, CXCR4, and CCR3, but of these, CCR5
is the principal coreceptor for human immunodeficiency
virus type 1 dementia isolates. J Virol 73:205-213.

3. Becher B, Fedorowicz V, Antel JP (1996) Regulation of
CD14 expression on human adult central nervous system-
derived microglia. J Neurosci Res 45:375-381.

4. Boche D, Gray F, Chakrabarti L, Hurtrel M, Montagnier L,
Hurtrel B (1995) Low susceptibility of resident microglia to
simian immunodeficiency virus replication during the
early stages of infection. Neuropathol Appl Neurobiol
21:535-539.

5. Brew BJ, Rosenblum M, Cronin K, Price RW (1995) AIDS
dementia complex and HIV-1 brain infection: clinical-viro-
logical correlations. Ann Neurol 38:563-570.

6. Briggs SD, Scholtz B, Jacque JM, Swingler S, Stevenson
M, Smithgall TE (2001) HIV-1 Nef promotes survival of
myeloid cells by a Stat3-dependent pathway. J Biol
Chem 276:25605-25611.

7. Brinkmann R, Schwinn A, Muller J, Stahl-Hennig C,
Coulibaly C, Hunsmann G, Czub S, Rethwilm A, Dorries
R, ter Meulen V (1993) In vitro and in vivo infection of rhe-
sus monkey microglial cells by simian immunodeficiency
virus. Virology 195:561-568.

8. Budka H (1990) Human immunodeficiency virus (HIV)
envelope and core proteins in CNS tissues of patients with
the acquired immune deficiency syndrome (AIDS). Acta
Neuropathol (Berl) 79:611-619.

9. Dickson DW, Lee SC (1997) Microglia. Textbook of neu-
ropathology. Edited by Davis RL and Robertson DM. Bal-
timore, Williams & Wilkins, pp. 165-205.

10. Dickson DW, Lee SC, Hatch WC, Mattiace L, Brosnan CF,
Lyman WD (1994) Macrophages and microglia in HIV-1-
related CNS neuropathology. HIV, AIDS and the brain,
ARNMD. Edited by Price RW and Perry SW. New York,
Raven Press, pp. 99-118.

11. Dickson DW, Mattiace LA, Kure K, Hutchins KD, Lyman
WD, Brosnan CF (1991) Biology of disease: microglia in
human disease, with an emphasis on the aquired immun-
odeficiency syndrome. Lab Invest 64:135-156.

12. Gabuzda DH, Ho DD, de la Monte SM, Hirsh MS, Rota TR,
Sobel RA (1986) Immunohistochemical identification of
HTLV-III antigen in brains of patients with AIDS. Ann
Neurol 20:289-295.

13. Gehrmann J, Matsumoto Y, Kreutzberg GW (1995)
Microglia:intrinsic immune effector cell of the brain. Brain
Res -Brain Res Rev 20:269-287.

14. Geleziunas R, Xu W, Takeda K, Ichijo H, Greene WC
(2001) HIV-1 Nef inhibits ASK1-dependent death sig-
nalling providing a potential mechanism for protecting the
infected host cell. Nature 410:834-838.

15. Giulian D (1987) Ameboid microglia as effector cells of
inflammation in the central nervous system. J Neurosci Res
18:155.

16. Glass JD, Fedor H, Wesselingh SL, McArthur JC (1995)
Immunocytochemical quantification of human immunod-
eficiency virus in the brain: correlations with dementia. Ann
Neurol 38:755-762.

17. He J, Chen Y, Farzan M, Choe H, Ohagen A, Gartner S,
Busciglio J, Yang X, Hofmann W, Newman W, Mackay CR,
Sodroski J, Gabuzda D (1997) CCR3 and CCR5 are co-
receptors for HIV-1 infection of microglia. Nature
385:645-649.

18. Heidenreich S (1999) Monocyte CD14: a multifunctional
receptor engaged in apoptosis from both sides. J Leukoc
Biol 65:737-743.

19. Hickey WF, Kimura H (1988) Perivascular microglial cells
of the CNS are bone marrow-derived and present antigen
in vivo. Science 239:290-292.

20. Hoffman TL, Doms RW (1998) Chemokines and core-
ceptors in HIV/SIV host interactions. AIDS 12:S17-S26.

21. Hurtrel B, Chakrabarti L, Hurtrel M, Montagnier L (1993)
Target cells during early SIV encephalopathy. Res Virol
144:41-46.

22. Irie-Sasaki J, Sasaki T, Matsumoto W, Opavsky A, Cheng
M, Welstead G, Griffiths E, Krawczyk C, Richardson CD,
Aitken K, Iscove N, Koretzky G, Johnson P, Liu P, Roth-
stein DM, Penninger JM (2001) CD45 is a JAK phos-
phatase and negatively regulates cytokine receptor sig-
nalling. Nature 409:349-354.

23. Jordan CA, Watkins BA, Kufka C, Dubois-Dalq M (1991)
Infection of brain microglial cells by human immunodefi-
ciency virus type I is CD4 dependent. J Virol 65:736-742.

24. Karp HL, Tillotson ML, Soria J, Reich C, Wood JG (1994)
Microglial tyrosine phosphorylation systems in normal
and degenerating brain. Glia 11:284-290.

25. Kitai R, Zhao ML, Zhang N, Hua LL, Lee SC (2000) Role
of MIP-1b and RANTES in HIV-1 infection of microglia: inhi-
bition of infection and induction by IFNb. J Neuroimmunol
110:230-239.

453Human Brain Parenchymal Microglia in HIV-1 Encephalomyelitis—Cosenza et al



26. Kolson DL, Lavi E, Gonzalez-Scarano F (1998) The
effects of human immunodeficiency virus in the central
nervous system. Adv Virus Res 50:1-47.

27. Kure K, Lyman WD, Weidenheim KM, Dickson DW
(1990) Cellular localization of an HIV-1 antigen in subacute
AIDS encephalitis using an improved double-labeling
immunohistochemical method. Am J Pathol 136:1085-
1092.

28. Lane TE, Buchmeier MJ, Watry DD, Jakubowski DB, Fox
HS (1995) Serial passage of microglial SIV results in
selection of homogeneous env quasispecies in the brain.
Virology 212:458-465.

29. Lassman H, Hickey WF (1993) Dynamics of microglia in
brain pathology: Radiation bone marrow chimeras as a tool
to study microglia turnover in normal brain and inflam-
mation. Clin Neuropathol 12:284-313.

30. Lawson LJ, Perry VH, Dri P, Gordon S (1990) Hetero-
geneity in the distribution and morphology of microglia in
the normal adult mouse brain. Neuroscience 39:151-170.

31. Lee SC, Hatch WC, Liu W, Lyman WD, Kress Y, Dickson
DW (1993) Productive infection of human fetal microglia
by HIV-1. Am J Pathol 143:1032-1039.

32. Lee SC, Kress Y, Zhao M-L, Dickson DW, Casadevall A
(1995) Cryptococcus neoformans survive and replicate in
human microglia. Lab Invest 73:871-879.

33. Lee SC, Liu W, Brosnan CF, Dickson DW (1992) Char-
acterization of human fetal dissociated CNS cultures with
an emphasis on microglia. Lab Invest 67:465-475.

34. Lee SC, Liu W, Brosnan CF, Dickson DW (1994) GM-
CSF promotes proliferation of human fetal and adult
microglia in primary cultures. Glia 12:309-318.

35. Lee SC, Liu W, Dickson DW, Brosnan CF, Berman JW
(1993) Cytokine production by human fetal microglia and
astrocytes: differential induction by LPS and IL-1b. J
Immunol 150:2659-2667.

36. Lipton SA, Gendelman HE (1995) Dementia associated
with the acquired immunodeficiency syndrome. New Engl
J Med 332:934-940.

37. Liu W, Brosnan CF, Dickson DW, Lee SC (1994)
Macrophage colony stimulating factor mediates astro-
cyte-induced microglial ramification in human fetal CNS cul-
ture. Am J Pathol 145:48-53.

38. Mahlknecht U, Herbein G (2001) Macrophages and T-
cell apoptosis in HIV infection: a leading role for accessory
cells? Trends Immunol 22:256-260.

39. Masliah E, Mallory M, Hansen L, Alford M, Albright T,
Terry R, Shapiro P, Sundsmo M, Saitoh T (1991)
Immunoreactivity of CD45, a protein phosphotyrosine
phosphatase, in Alzheimer's disease. Acta Neuropathol
(Berl) 83:12-20.

40. Navia BA, Cho ES, Petito CK, Price RW (1986) The AIDS
dementia complex. II. Neuropathology. Ann Neurol
17:271-284.

41. Navia BA, Jordan BD, Price RW (1986) The AIDS
dementia complex. I. Clinical features. Ann Neurol
19:517-524.

42. Penninger JM, Irie-Sasaki J, Sasaki T, Oliveira-dos-San-
tos AJ (2001) CD45: new jobs for an old acquaintance. Nat
Immunol 2:389-396.

43. Perry VH, Gordon S (1988) Macrophages and microglia
in the nervous system. Trends Neurosci 11:273-277.

44. Popovich PG, Hickey WF (2001) Bone marrow chimeric
rats reveal the unique distribution of resident and recruit-
ed macrophages in the contused rat spinal cord. J Neu-
ropathol Exp Neurol 60:676-685.

45. Raghavan R, Cheney PD, Raymond LA, Joag SV,
Stephens EB, Adany I, Pinson DM, Li Z, Marcario JK, Jia
F, Wang C, Foresman L, Berman NE, Narayan O (1999)
Morphological correlates of neurological dysfunction in
macaques infected with neurovirulent simian immunode-
ficiency virus. Neuropathol Appl Neurobiol 25:285-294.

46. Rich EA, Chen IS, Zack JA, Leonard ML, O'Brien WA
(1992) Increased susceptibility of differentiated mononu-
clear phagocytes to productive infection with human
immunodeficiency virus-1 (HIV-1). J Clin Invest 89:176-183.

47. Rostasy K, Monti L, Yiannoutsos C, Kneissl M, Bell J,
Kemper TL, Hedreen JC, Navia BA (1999) Human
immunodeficiency virus infection, inducible nitric oxide
synthase expression, and microglial activation: patho-
genetic relationship to the acquired immunodeficiency
syndrome dementia complex. Ann Neurol 46:207-216.

48. Santambrogio L, Belyanskaya SL, Fischer FR, Cipriani B,
Brosnan CF, Ricciardi-Castagnoli P, Stern LJ, Strominger
JL, Riese R (2001) Developmental plasticity of CNS
microglia. Proc Natl Acad Sci U S A 98:6295-6300.

49. Scarlatti G, Tresoldi E, Bjorndal A, Fredriksson R, Colog-
nesi C, Deng HK, Malnati MS, Plebani A, Siccardi AG,
Littman DR, Fenyo EM, Lusso P (1997) In vivo evolution
of HIV-1 co-receptor usage and sensitivity to chemokine-
mediated suppression. Nat Med 3:1259-1265.

50. Schmidtmayerova H, Sherry B, Bukrinsky M (1996)
Chemokines and HIV replication. Nature 382:767.

51. Schrager LK, D'Souza MP (1998) Cellular and anatomi-
cal reservoirs of HIV-1 in patients receiving potent anti-
retroviral combination therapy. JAMA 280:67-71.

52. Sharkey ME, Teo I, Greenough T, Sharova N, Luzuriaga
K, Sullivan JL, Bucy RP, Kostrikis LG, Haase A, Veryard
C, Davaro RE et al (2000) Persistence of episomal HIV-
1 infection intermediates in patients on highly active anti-
retroviral therapy. Nat Med 6:76-81.

53. Swingler S, Mann A, Jacque J, Brichacek B, Sasseville VG,
Williams K, Lackner AA, Janoff EN, Wang R, Fisher D,
Stevenson M (1999) HIV-1 Nef mediates lymphocyte
chemotaxis and activation by infected macrophages. Nat
Med 5:997-103.

54. Tan J, Town T, Mori T, Wu Y, Saxe M, Crawford F, Mullan
M (2000) CD45 opposes beta-amyloid peptide-induced
microglial activation via inhibition of p44/42 mitogen-acti-
vated protein kinase. J Neurosci 20:7587-7594.

55. Ulevitch RJ, Tobias PS (1995) Receptor-dependent
mechanisms of cell stimulation by bacterial endotoxin.
Annu Rev Immunol13:437-457.

56. Ulvestad E, Williams K, Mork S, Antel J, Nyland H (1994)
Phenotypic differences between human monocytes/
macrophages and microglial cells studied in situ and in
vitro. J Neuropathol Exp Neurol 53:492-501.

454 Human Brain Parenchymal Microglia in HIV-1 Encephalomyelitis—Cosenza et al



57. Unger ER, Sung JH, Manivel JC, Chenggis ML, Blazar BR,
Krivit W (1993) Male donor-derived cells in the brains of
female sex-mismatched bone marrow transplant recipients:
a Y-chromosome specific in situ hybridization study. J
Neuropathol Exp Neurol 52:460-470.

58. Unutmaz D, KewalRamani VN, Littman DR (1998) G pro-
tein-coupled receptors in HIV and SIV entry: new per-
spectives on lentivirus-host interactions and on the utility
of animal models. Semin Immunol 10:225-236.

59. Watkins BA, Dorn HH, Kelly WB, Armstrong RC, Potts BJ,
Michaels F, Kufta CV, Dubois-Dalq M (1990) Specific tro-
pism of HIV-1 for microglial cells in primary human brain
cultures. Science 249:549-553.

60. Weidenheim K, Epshteyn I, Lyman WD (1993) Immuno-
cytochemical identification of T-cells in HIV-1 encephali-
tis: implications for pathogenesis of CNS disease. Mod
Pathol 6:167-174.

61. Williams K, Ulvestad E, Hickey WF (1994) Immunology of
multiple sclerosis. Clin Neurosci 2:229-245.

62. Williams KC, Corey S, Westmoreland SV, Pauley D,
Knight H, deBakker C, Alvarez X, Lackner AA (2001)
Perivascular macrophages are the primary cell type pro-
ductively infected by simian immunodeficiency virus in
the brains of macaques: implications for the neuropatho-
genesis of AIDS. J Exp Med 193:905-915.

63. Wright SD, Ramos RA, Tobias PS, Ulevitch RJ, Mathison
JC (1990) CD14, a receptor for complexes of
lipopolysaccharide (LPS) and LPS binding protein. Science
249:1431-1433.

64. Zhao ML, Kim MO, Morgello S, Lee SC (2001) Expression
of iNOS, IL-1 and caspase-1 in HIV-1 encephalitis. J
Neuroimmunol 115:182-191.

65. Zink MC, Amedee AM, Mankowski JL, Craig L, Didier P,
Carter DL, Munoz A, Murphey-Corb M, Clements JE
(1997) Pathogenesis of SIV encephalitis. Selection and
replication of neurovirulent SIV. Am J Pathol151:793-
803.

66. Zink MC, Suryanarayana K, Mankowski JL, Shen A,
Piatak M, Jr., Spelman JP, Carter DL, Adams RJ, Lifson
JD, Clements JE (1999) High viral load in the cere-
brospinal fluid and brain correlates with severity of simi-
an immunodeficiency virus encephalitis. J Virol
73:10480-10488.

455Human Brain Parenchymal Microglia in HIV-1 Encephalomyelitis—Cosenza et al


