

[image: image1]








	 
	ORIGINAL RESEARCH
published: 12 February 2018
doi: 10.3389/fimmu.2018.00205





[image: image1]

Pathogenicity and Viral Shedding of MERS-CoV in Immunocompromised Rhesus Macaques
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Middle East respiratory syndrome coronavirus (MERS-CoV) has recently emerged in the Middle East. Since 2012, there have been approximately 2,100 confirmed cases, with a 35% case fatality rate. Disease severity has been linked to patient health status, as people with chronic diseases or an immunocompromised status fare worse, although the mechanisms of disease have yet to be elucidated. We used the rhesus macaque model of mild MERS to investigate whether the immune response plays a role in the pathogenicity in relation to MERS-CoV shedding. Immunosuppressed macaques were inoculated with MERS-CoV and sampled daily for 6 days to assess their immune statues and to measure viral shedding and replication. Immunosuppressed macaques supported significantly higher levels of MERS-CoV replication in respiratory tissues and shed more virus, and virus disseminated to tissues outside of the respiratory tract, whereas viral RNA was confined to respiratory tissues in non-immunosuppressed animals. Despite increased viral replication, pathology in the lungs was significantly lower in immunosuppressed animals. The observation that the virus was less pathogenic in these animals suggests that disease has an immunopathogenic component and shows that inflammatory responses elicited by the virus contribute to disease.
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INTRODUCTION

A novel coronavirus (CoV) emerged in Saudi Arabia in June of 2012 that is the causative agent of a severe respiratory disease called Middle East respiratory syndrome (MERS) (1). Thus far, there have been almost 2,100 diagnosed cases (2). Despite increased surveillance and the identification of many new cases, the case fatality rate has remained high and is currently approximately 35%.

Although there have been a high number of cases, little is known about the mechanisms of pathogenesis and the disease progression in humans is poorly described. Clinical features range from asymptomatic infection, to an acute respiratory distress syndrome, and multi-organ failure (3). The majority of patients that have succumbed to MERS-CoV have had comorbidities (4, 5) and disease is thought to be more severe in immunocompromised patients. However, the actual mechanisms of disease remain to be elucidated. The virus has been shown to replicate in human primary epithelial and ex vivo human lung cultures, especially in non-ciliated bronchial epithelial cells and alveolar type II pneumocytes (6–8) and the receptor has been identified as dipeptidyl peptidase 4, which is expressed on these cell types (9). MERS-CoV shedding is higher in patients with more severe disease manifestations compared to milder cases (10).

Our laboratory has recently developed two non-human primate models of MERS, utilizing the rhesus macaque and the common marmoset (11–13). Rhesus macaques develop a mild pneumonia upon intratracheal inoculation with MERS-CoV (12). In this model, virus replicates within the respiratory tract to modest levels, and is detectible in oral and nasal swabs. However, clinical disease is most prominent within the first few days after inoculation and animals show signs of disease resolution soon after. Disease in rhesus likely models the mild form of the human disease, where the infection is self-limiting and clinical signs and symptoms are mild (10, 14, 15). In an effort to examine whether the immune status of an individual influences the disease severity and pathogenicity and replication kinetics of the virus, we downregulated the immune system of rhesus macaques using immunosuppressive drugs. We found that MERS-CoV replicated to significantly higher titers and disseminated outside of the respiratory tract in immunosuppressed animals, yet pathology was markedly reduced in these animals, showing that disease has an immunopathogenic component.

MATERIALS AND METHODS

Ethics Statement

The use of study animals was approved by the Institutional Animal Care and Use Committee of the Rocky Mountain Laboratories and experiments were performed following the guidelines of the Association for Assessment and Accreditation of the Laboratory Animal Care by certified staff in an approved facility. The guidelines and basic principles in the United States Public Health Service Policy on Humane Care and Use of Laboratory Animals and the Guide for the Care and Use of Laboratory Animals were followed. All procedures were carried out under anesthesia using Ketamine by trained personnel under veterinarian supervision and efforts were made to provide for the welfare of animals and to minimize suffering. All animals were humanely euthanized at the endpoint of the study (6 days post-inoculation) by exsanguination under deep anesthesia. All standard operating procedures for MERS-CoV were approved by the Institutional Biosafety committee of the Rock Mountain Laboratories, and sample inactivation was carried out according to approved standard operating procedures prior to removal from high containment.

Virus Propagation

Middle East respiratory syndrome coronavirus (isolate EMC/2012) was propagated in Vero E6 cells in DMEM (Sigma) supplemented with 2% FBS (Logan), 1 mM L-glutamine (Lonza), 50 U/mL penicillin, and 50 μg/mL streptomycin (both from Gibco).

Rhesus Macaque Immunosuppression and Inoculation

Five Rhesus macaques (female, weighing 7–11 kg, 11 years of age) were enrolled in this study. Immunosuppression (animals ISCoV1-3) was achieved by administration of cyclophosphamide (CyP) (Roxane Laboratories) (10 mg/kg dissolved in 30 mL of a meal supplement (Boost) and delivered via an orogastric tube under anesthesia every other day starting 16 days prior to virus inoculation and ending 2 days after inoculation), and dexamethasone (Dex, 2 mg/kg daily by subcutaneous injection beginning 16 days prior to virus inoculation and ending 5 days after inoculation). Mock immunosuppression (CoV1-2) was performed following the same schedule, but orogastric feeding did not contain CyP and injections consisted of sterile PBS. Immunosuppression was confirmed by monitoring white blood cell (WBC) populations using a HemaVet (Drew Scientific). For inoculation, 7 × 106 TCID50 of MERS-CoV was diluted in 7 mL of DMEM and delivered via intratracheal (4 mL) oral (1 mL) nasal (1 mL), and ocular (1 mL) routes as previously described (12). Clinical exams were performed on days −18, −16, −10, −4, −2, 0, and +1 to +6 relative to virus inoculation. Blood was obtained at these times as well as nasal and oral swabbing and chest radiographs starting on day 0. Six days after inoculation, all five animals were euthanized and necropsies performed to obtain samples of the following tissues: lungs (all six lobes), bronchi, oro/nasopharynx, trachea, tonsils, heart, liver, spleen, kidney, adrenal gland, pancreas, inguinal, axillary, mesenteric, and mediastinal lymph nodes.

Virus Quantitation

We used a one-step real-time quantitative RT-PCR to measure viral RNA in the samples. RNA was extracted from swabs using the QiaAmp Viral RNA extraction kit and tissues using the RNeasy kit (both from Qiagen). RNA was then used along with a MERS-CoV-specific primer/probe set using the Rotor-Gene Probe kit (Qiagen). Tissue culture infectious dose 50% (TCID50) equivalents were calculated by comparing cycle threshold values to a standard curve generated from virus stocks of known titer. Primers and probe sequences were described previously (16).

Histopathology

Tissues were fixed in 10% neutral buffered formalin with two changes, for a minimum of 7 days and processed with a Sakura VIP-5 Tissue Tek, on a 12 h automated schedule, using a graded series of ethanol, xylene, and ParaPlast Extra. Embedded tissues were then sectioned at 5 μm and dried overnight at 42°C prior to staining.

For immunohistochemistry (IHC), tissues were processed using the Discovery XT automated processor with a DAPMap kit (both from Ventana). Specific primary antibodies used were: anti-HCoV-EMC polyclonal rabbit antibody (17) against CoV at a 1:1,000 dilution, anti-CD3 (2GV6) rabbit monoclonal primary antibody applied neat, and anti-CD20 (Thermo Scientific) at a 1:100 dilution. For CD3 and CD20, IHC stained sections were scanned with an Aperio ScanScope XT (Aperio Technologies, Inc., Vista, CA, USA) and analyzed using the ImageScope Positive Pixel Count algorithm (version 9.1). Approximately 25 mm squared were evaluated at 2× magnification. The default parameters of the Positive Pixel Count (hue of 0.1 and width of 0.5) were used.

RESULTS

Rhesus Macaque Immunosuppression

To assess the contribution of the immune response to protection from MERS disease, we immunosuppressed three rhesus macaques using CyP and Dex for 16 days prior to inoculation with 7 × 106 TCID50 of MERS-CoV. Two animals were used for mock immunosuppression controls and received the identical inoculum. Throughout immunosuppression, we monitored WBC populations in the blood to determine the efficacy of the immunosuppression regimen. Total WBC counts were decreased by approximately twofold compared to the control animals in response to CyP and Dex administration at the time of MERS-CoV inoculation. This reduction was due to decreases in all measured cell types (lymphocytes, neutrophils, monocytes, eosinophils, and basophils) (Figure 1). Following MERS-CoV inoculation, the absolute counts of these cell populations remained low in the immunosuppressed animals, suggesting their inability to respond to infection. Conversely, the two mock immunosuppressed animals had increased numbers of monocytes and eosinophils in response to infection. To quantify immunosuppression at the tissue level, the spleens and mediastinal lymph nodes of all animals were stained immunohistochemically with T cell and B cell markers (CD3 and CD20, respectively) post-mortem. The amount of staining was quantitatively assessed using imaging software. The quantity of CD3 staining was approximately 2-fold lower in the spleen and 2.7-fold in a mediastinal lymph node in the immunosuppressed animals. Likewise, CD20 was 2.4-fold lower in the spleen and 3-fold lower in the lymph nodes, showing a general reduction in lymphocytes in these tissues and confirming that the suppressive drug therapy was effective in reducing immune cell populations (Figures 2A,B). Immunosuppression also disrupted the normal architecture of these tissues.
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FIGURE 1 | Immunosuppression of rhesus macaques. Three rhesus macaques were immunosuppressed using a combination of cyclophosphamide (10 mg/kg every other day) and dexamethasone (2 mg/kg daily) for 16 days (−16) prior to inoculation with Middle East respiratory syndrome coronavirus, and for 5 days thereafter. Blood samples were collected at the indicated time points, inclusive of a control bleed 2 days prior to the initiation of the study (−18), and blood cells were enumerated. All blood cell types measured were decreased in the immunosuppressed animals (red lines) at the time of inoculation and remained depressed. Control animals given PBS (black lines) had no reduction in cell counts and cell counts increased in response to infection. Total white blood cells (WBC), lymphocytes (Ly), neutrophils (NE), monocytes (MO), eosinophils (EO), and basophils (BA) were measured.
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FIGURE 2 | Depletion of immune cells in lymphoid tissues. Tissues collected from control and immunosuppressed animals at the time of euthanasia (6 dpi) were stained with H&E or markers for T cells (CD3) and B cells (CD20). The spleens (A) and mediastinal lymph nodes (B) of immunosuppressed animals showed disruption of the normal architecture of the white pulp visualized after H&E staining. Quantitation of the amount of specific CD marker staining (red), compared to the absence of staining (blue) showed that the amount of CD3 staining was reduced approximately 2-fold in the spleen (A) and 2.7-fold in the lymph node (B) in the immunosuppressed animals. Likewise, CD20 staining was reduced by 2.4-fold in the spleen and 3-fold in the lymph nodes, showing a reduction in these cells. Values shown are the percent of positive (red) staining within a tissue and are the average for all animals within each group.



Virus Shedding and Replication

Oral and nasal swab samples were obtained daily throughout the course of MERS-CoV infection to monitor the shedding of viral RNA. While shedding was detected from all animals, detection of viral RNA occurred earlier, persisted longer, and was several logs higher, in the immunosuppressed animals compared to the control animals (Figures 3A,B). Viral RNA was detectable at 6 days post-inoculation in nasal swabs from all three immunosuppressed animals and oral swabs from two animals, whereas the control animals were negative by this time point.
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FIGURE 3 | Middle East respiratory syndrome coronavirus shedding and replication. Shedding of virus was monitored by measuring viral RNA in nasal (A) and oral (B) swabs using MERS-CoV-specific qRT-PCR. Nasal swabs were positive for viral RNA for all but one immunosuppressed animal starting 3 dpi, with immunosuppressed animals (red lines) reaching higher titers and more sustained shedding. Oral swabs (B) showed a similar trend. Viral replication was assessed in the lungs (C) by performing qRT-PCR using tissue samples from each of the six lobes from each animal. Data are represented as the geometric mean and 95% confidence interval from each group. qRT-PCR was performed on an additional three animals from a previous macaque study (CoV historic) to compare to the immunosuppressed animals. Tissues from the respiratory tracts were also analyzed for RNA levels (D) and the samples from the historic control macaques were grouped with the two control animals from this study (black circles). Data are represented as the geometric means of the groups. To compare the data sets within (C,D), a Kolmogorov–Smirnov test was performed to determine statistical differences between the control and immunosuppressed groups. Asterisks (*) indicate significant differences, with *p ≤ 0.05 and ***p ≤ 0.001.



To assess virus replication in the tissues, we enlisted three rhesus macaques from a previous study to serve as historic controls, along with the two controls in this study (11). All animals were given the same inoculum (from the same stock of virus) via the same route and all were euthanized 6 days post-inoculation. When comparing the viral abundance in the lungs (all six lobes) between the controls from this study and the historic controls, there was no significant difference in the geometric means of viral RNA abundance between these two groups, although the historic controls had slightly more measurable viral RNA (Figure 3C). However, the immunosuppressed animals had significantly increased MERS-CoV replication (measured by RNA abundance) in the lungs (Kolmogorov–Smirnov test, p ≤ 0.001). Similarly, there was significantly more virus detected in several respiratory, or respiratory tract-associated tissues, including the bronchi, trachea, tonsils, and mediastinal lymph nodes of immunosuppressed animals, compared to the controls (Figure 3D) (Kolmogorov–Smirnov test, p ≤ 0.05). When assessing viral dissemination in tissues outside of the respiratory tract, immunosuppressed animals were positive for low levels of viral RNA in several tissues, including the liver and spleen, as well as several lymph nodes, whereas virus was undetectable outside of the respiratory tract in the control animals, with the exception of one inguinal lymph node sample (Table 1).

TABLE 1 | Middle East respiratory syndrome coronavirus (MERS-CoV) dissemination in rhesus macaque tissues detected by qRT-PCR.
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Lung Histopathology

Samples from all animals were evaluated for the presence of histopathologic changes. Each of the animals, with the exception of IS-CoV3, developed some degree of pulmonary pathology upon examination of tissue following necropsy 6 days after inoculation (Figure 4A). Lesions were characterized as multifocal, mild-to-marked, interstitial pneumonia and were frequently centered on terminal bronchioles. The pneumonia was characterized by thickening of alveolar septae by congestion, edema and fibrin, and small to moderate numbers of macrophages and neutrophils. Alveoli contained moderate numbers of pulmonary macrophages and neutrophils. In lungs with marked changes, there was abundant alveolar edema and fibrin with the formation of hyaline membranes. Multifocal type II pneumocyte hyperplasia was noted and there were also perivascular infiltrates of inflammatory cells within, and adjacent to, affected areas of the lung. Samples from each lung lobe for each animal were individually scored for the presence and extent of pathologic changes, with scores ranging from 0 (no pathology) to 4 (multiple coalescing inflammatory foci with fibrin and edema). Animals CoV1 and CoV2 had average histology scores of 1.3 and 1.2, with individual lung lobe scores ranging from 0 to 4 and from 0 to 3, respectively (Table 2). Immunosuppressed animals displayed much milder pathology with average scores for IS-CoV1, IS-CoV2, and IS-CoV3 of 0.2, 0.6, and 0, respectively, and no lobe showing a score greater than 1.
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FIGURE 4 | Histopathologic changes induced by Middle East respiratory syndrome coronavirus (MERS-CoV). Lung tissue samples from control and immunosuppressed animals were stained with H&E (A) or an antibody specific for MERS-CoV (B). Lung tissue from representative animals from each group were stained with H&E (A) and demonstrate that control animals developed multifocal, mild-to-marked, interstitial pneumonia, and thickening of alveolar septae by congestion, edema and fibrin, and formation of hyaline membranes. Multifocal type II pneumocyte hyperplasia was noted. The lungs of immunosuppressed macaques showed few pathologic changes. Asterisks show fibrin deposits and arrows indicate edema. Immunohistochemistry (B) of control animals showed little or no viral antigen present. By contrast, immunosuppressed animals showed significant levels of viral antigen, which was multifocal throughout the tissue and predominant within type I pneumocytes.



TABLE 2 | Histopathologic scoring of lungs from rhesus macaques.
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The animals that did not undergo immunosuppression developed the most severe pulmonary pathology, but demonstrated little or no viral antigen in the lung tissue examined by IHC (Figure 4B), reflecting the qRT-PCR results, where much less viral RNA was detected and viral RNA was undetectable in many of the individual lung lobes. Conversely, macaques that had undergone immunosuppression had very mild lung lesions, but demonstrated MERS-CoV viral antigen multifocally throughout the lung; predominantly within type I pneumocytes. This suggests that pulmonary pathology associated with MERS-CoV in these animals may be tightly associated with the immune response.

DISCUSSION

Little is known regarding how several emerging zoonotic viruses infecting the respiratory tract cause disease, and what risk factors contribute to poor outcome. Some viruses are thought to cause disease by dysregulating the immune response, whereby destruction of infected cells or secretion of pro-inflammatory mediators leads to immunopathology, as in the case of hantaviruses (18). Conversely, pathogenesis caused by some viruses correlates with deficiencies, or inefficiencies of the immune response, such as in the case of pathogenic viruses affecting the very young and elderly, or immune compromised individuals, as in the case of influenza virus (19). The mechanisms by which the recently emerged MERS-CoV causes disease in humans, and what host factors are associated with either resistance or a poor outcome are not known (15). These questions are important for the development of countermeasures that either directly target the virus to inhibit its replication or modulate the immune response to limit immunopathogenesis.

Early epidemiologic studies of MERS suggested that patients with comorbidities fared worse than healthy patients upon infection, and the number of comorbidities correlated with a worse outcome (20). In addition, a few patients with lethal infections were reported to be immunosuppressed (21–23). These reports were from cases where diagnoses were primarily in patients already in hospitals, including a relatively large number of nosocomial infections affecting 23 patients in a hospital outbreak in Al-Hasa (24). Since these initial case reports, more than 2,000 additional cases of MERS-CoV infection have been confirmed (2). Although many of these new cases are reported to be health care related, either stemming from patients or health care workers, it is unclear how many of these cases involve immunocompromised individuals.

Risk factors that have been associated with disease (or infection) include weakened immune systems and chronic diseases, such as diabetes, cancer, and chronic lung disease, as well as co-infections (5, 20, 25). Although these comorbidities clearly affect the status of the immune response, acute immunosuppression using drugs, as we have done here, provides a more controlled deficit in immune responses, whereas immune dysregulation brought on by chronic disease, infection, and aging is a complex phenomenon that involves deficiencies in the immune response, chronic inflammatory responses, and other known and yet to be described complex changes. For instance, the majority of patients had diabetes as a comorbidity and several others were immunosuppressed with HIV/AIDS. Both of these conditions alter the immune response in a way that both inhibits normal T cell functions, as well as inducing an inflammatory response by altering Th17 responses and secretion of inflammatory cytokines (26–30). The immunosuppression in our study mimics some aspects of the human condition in these patients, such as inhibition of CD4+ T cell responses by HIV-infected patients. However, the chemical immunosuppression used herein is unlikely to mimic the chronic inflammatory state in many of these patients. This higher basal level of immune activation associated with these conditions may be important contributions to the manifestation of the clinically overt serious disease following MERS-CoV infection, and would imply that the immune system plays a role in the pathogenesis of MERS-CoV. This agrees with our observation that upon simple immunosuppression, MERS-CoV replicated to higher levels and showed greater dissemination and shedding, while the pathology was actually reduced in these animals. Pathology was likely lessened due to the absence of inflammatory cells and mediators, as observed histologically in the lung tissues. This suggests that the virus itself might cause little damage to the cells that it infects and this would lead toward a mechanism in which the absence of an efficient immune response allows the virus to replicate to high levels, whereas pathology can be attributed to the overactive inflammatory response, which patients with comorbidities are prone to possess. This is supported by data in the resus and marmoset animal models, which show that increased viral replication and the local immune response to this plays an important role in the pulmonary severity of disease (31). Although not performed in this study, a control group treated with immunosuppressive drugs, and not challenged, would be necessary for a comprehensive picture of the immune status of these animals at the time of necropsy.

Recent experiments using human-derived blood cells have shown that infection with MERS-CoV results in a dramatic increase in the production of cytokines and immune cell-recruiting chemokines and the authors hypothesize that these inflammatory responses could lead to severe inflammation and tissue damage (32, 33). This is supported by the observation that bronchoalveolar lavage fluid of humans infected with MERS-CoV contain high numbers of neutrophils and macrophages (1, 22). Furthermore, lymphopenia has been associated with disease and is potentially caused by infiltration of lymphocytes in the lung tissue and egress from the blood (34). Taking these findings into account, we can envision a model in which infection of the lung tissue and resident immune cells, such as alveolar macrophages, leads to the hyper-production of inflammatory cytokines and immune cell recruitment chemokines, which together limit virus replication, but result in an immunopathologic state. Upon immunosuppression of our macaques, the virus was still able to infect and replicate in the lung tissue, and likely induced local cytokine and chemokine expression; however, the depletion of immune cell populations upon chemical immunosuppression inhibited recruitment of inflammatory cells to the lungs (or infected tissues) and, thus, limited pathology. This is the first direct experimental evidence showing that MERS-CoV has an immunopathogenic component. This is in line with the observation in one patient in South Korea, which was taking prolonged high-dose corticosteroid therapy to control lymphoma activity and hemolytic anemia and displayed persistant viral shedding without clinical progression of the disease (23).

The shedding of MERS-CoV was more extensive in the immunosuppressed animals, both in duration as in peak shedding. This suggests that the immune status has direct influence on virus shedding and subsequent potential of transmission. The epidemiological analyses of the 2015 MERS-CoV outbreak in South Korea clearly showed that only the level of MERS-CoV shedding was directly associated with transmission potential. Where spreaders had statistically lower Ct values compared to non-spreaders (25). The persistent MERS-CoV shedding in immunocompromised patients (23) could, therefore, contribute to enhanced nosocomial transmission.

As of yet, no specific treatment options have been identified for MERS-CoV infection. The results presented herein show that inflammatory responses contribute to the pathogenic process. This would suggest that treatment for patients with symptomatic infections would benefit from additional therapy that lessens the inflammatory response, especially in the lung, and not be based solely on therapies that are aimed at controlling virus replication.

ETHICS STATEMENT

The use of study animals was approved by the Institutional Animal Care and Use Committee of the Rocky Mountain Laboratories and experiments were performed following the guidelines of the Association for Assessment and Accreditation of the Laboratory Animal Care by certified staff in an approved facility. The guidelines and basic principles in the United States Public Health Service Policy on Humane Care and Use of Laboratory Animals and the Guide for the Care and Use of Laboratory Animals were followed. All procedures were carried out under anesthesia using Ketamine by trained personnel under veterinarian supervision and efforts were made to provide for the welfare of animals and to minimize suffering. All animals were humanely euthanized at the endpoint of the study (6 days post-inoculation) by exsanguination under deep anesthesia. All standard operating procedures for MERS-CoV were approved by the Institutional Biosafety committee of the Rock Mountain Laboratories, and sample inactivation was carried out according to approved standard operating procedures prior to removal from high containment.

AUTHOR CONTRIBUTIONS

JP, DF, EW, HF, and VM designed the study; JP, DS, HF, and VM analyzed the data; JP, HF, and VM wrote the manuscript; and JP, KH, FF, EH, VM, and DS performed the experiments and assays.

ACKNOWLEDGMENTS

We would like to thank Doug Brining for veterinarian services; Dan Long, Tina Thomas, and Rebecca Rosenke for histology support; and Anita Mora for graphics. We would also like to thank Drs. Bart Haagmans and Ron Fouchier (Erasmus MC, Netherlands) for providing the MERS-CoV isolate.

FUNDING

This work was supported by the Intramural Research Program of the National Institute of Allergy and Infectious Diseases (NIAID), National Institutes of Health (NIH).

REFERENCES

1. Zaki AM, van Boheemen S, Bestebroer TM, Osterhaus AD, Fouchier RA. Isolation of a novel coronavirus from a man with pneumonia in Saudi Arabia. N Engl J Med (2012) 367:1814–20. doi:10.1056/NEJMoa1211721

2. WHO. Middle East Respiratory Syndrome Coronavirus (MERS-CoV). Geneva: World Health Organisation (2015). Available from: http://www.who.int/mediacentre/factsheets/mers-cov/en/

3. de Wit E, van Doremalen N, Falzarano D, Munster VJ. SARS and MERS: recent insights into emerging coronaviruses. Nat Rev Microbiol (2016) 14:523–34. doi:10.1038/nrmicro.2016.81

4. Hui DS, Memish ZA, Zumla A. Severe acute respiratory syndrome vs. The Middle East respiratory syndrome. Curr Opin Pulm Med (2014) 20:233–41. doi:10.1097/MCP.0000000000000046

5. Saad M, Omrani AS, Baig K, Bahloul A, Elzein F, Matin MA, et al. Clinical aspects and outcomes of 70 patients with Middle East respiratory syndrome coronavirus infection: a single-center experience in Saudi Arabia. Int J Infect Dis (2014) 29:301–6. doi:10.1016/j.ijid.2014.09.003

6. Kindler E, Jónsdóttir H, Muth D, Hamming O, Hartmann R, Rodriguez R, et al. Efficient replication of the novel human betacoronavirus EMC on primary human epithelium highlights its zoonotic potential. mBio (2013) 4:12. doi:10.1128/mBio.00611-12

7. Chan RW, Chan MC, Agnihothram S, Chan LL, Kuok DI, Fong JH, et al. Tropism of and innate immune responses to the novel human betacoronavirus lineage C virus in human ex vivo respiratory organ cultures. J Virol (2013) 87:6604–14. doi:10.1128/JVI.00009-13

8. Chan RW, Hemida MG, Kayali G, Chu DK, Poon LL, Alnaeem A, et al. Tropism and replication of Middle East respiratory syndrome coronavirus from dromedary camels in the human respiratory tract: an in-vitro and ex-vivo study. Lancet Respir Med (2014) 2:813–22. doi:10.1016/S2213-2600(14)70158-4

9. Raj VS, Mou H, Smits SL, Dekkers DH, Muller MA, Dijkman R, et al. Dipeptidyl peptidase 4 is a functional receptor for the emerging human coronavirus-EMC. Nature (2013) 495:251–4. doi:10.1038/nature12005

10. Oh MD, Park WB, Choe PG, Choi SJ, Kim JI, Chae J, et al. Viral load kinetics of MERS coronavirus infection. N Engl J Med (2016) 375:1303–5. doi:10.1056/NEJMc1511695

11. Munster V, de Wit E, Feldmann H. Pneumonia from human coronavirus in a macaque model. N Engl J Med (2013) 368:1560–2. doi:10.1056/NEJMc1215691

12. de Wit E, Rasmussen A, Falzarano D, Bushmaker T, Feldmann F, Brining D, et al. Middle East respiratory syndrome coronavirus (MERS-CoV) causes transient lower respiratory tract infection in Rhesus macaques. Proc Natl Acad Sci U S A (2013) 110:16598–603. doi:10.1073/pnas.1310744110

13. Falzarano D, de Wit E, Feldmann F, Rasmussen AL, Okumura A, Peng X, et al. Infection with MERS-CoV causes lethal pneumonia in the common marmoset. PLoS Pathog (2014) 10:e1004250. doi:10.1371/journal.ppat.1004250

14. Memish ZA, Al-Tawfiq JA, Assiri A, AlRabiah FA, Al Hajjar S, Albarrak A, et al. Middle East respiratory syndrome coronavirus disease in children. Pediatr Infect Dis J (2014) 33:904–6. doi:10.1097/INF.0000000000000325

15. Al-Tawfiq JA, Memish ZA. Middle East respiratory syndrome coronavirus: epidemiology and disease control measures. Infect Drug Resist (2014) 7:281–7. doi:10.2147/IDR.S51283

16. Corman VM, Muller MA, Costabel U, Timm J, Binger T, Meyer B, et al. Assays for laboratory confirmation of novel human coronavirus (hCoV-EMC) infections. Euro Surveill (2012) 17. doi:10.2807/ese.17.49.20334-en

17. de Wit E, Prescott J, Baseler L, Bushmaker T, Thomas T, Lackemeyer M, et al. The Middle East respiratory syndrome coronavirus (MERS-CoV) does not replicate in Syrian hamsters. PLoS One (2013) 8:e69127. doi:10.1371/journal.pone.0069127

18. Charbonnel N, Pages M, Sironen T, Henttonen H, Vapalahti O, Mustonen J, et al. Immunogenetic factors affecting susceptibility of humans and rodents to hantaviruses and the clinical course of hantaviral disease in humans. Viruses (2014) 6:2214–41. doi:10.3390/v6052214

19. Meyer KC. The role of immunity and inflammation in lung senescence and susceptibility to infection in the elderly. Semin Respir Crit Care Med (2010) 31:561–74. doi:10.1055/s-0030-1265897

20. Assiri A, Al-Tawfiq J, Al-Rabeeah A, Al-Rabiah F, Al-Hajjar S, Al-Barrak A, et al. Epidemiological, demographic, and clinical characteristics of 47 cases of Middle East respiratory syndrome coronavirus disease from Saudi Arabia: a descriptive study. Lancet Infect Dis (2013) 13:752–61. doi:10.1016/S1473-3099(13)70204-4

21. Arabi YM, Arifi AA, Balkhy HH, Najm H, Aldawood AS, Ghabashi A, et al. Clinical course and outcomes of critically ill patients with Middle East respiratory syndrome coronavirus infection. Ann Intern Med (2014) 160:389–97. doi:10.7326/M13-2486

22. Guery B, Poissy J, el Mansouf L, Sejourne C, Ettahar N, Lemaire X, et al. Clinical features and viral diagnosis of two cases of infection with Middle East Respiratory Syndrome coronavirus: a report of nosocomial transmission. Lancet (2013) 381:2265–72. doi:10.1016/S0140-6736(13)60982-4

23. Kim SH, Ko JH, Park GE, Cho SY, Ha YE, Kang JM, et al. Atypical presentations of MERS-CoV infection in immunocompromised hosts. J Infect Chemother (2017) 23:769–73. doi:10.1016/j.jiac.2017.04.004

24. Assiri A, McGeer A, Perl T, Price C, Al Rabeeah A, Cummings D, et al. Hospital outbreak of Middle East respiratory syndrome coronavirus. N Engl J Med (2013) 369:407–16. doi:10.1056/NEJMoa1306742

25. Kim SW, Park JW, Jung HD, Yang JS, Park YS, Lee C, et al. Risk factors for transmission of Middle East respiratory syndrome coronavirus infection during the 2015 outbreak in South Korea. Clin Infect Dis (2017) 64:551–7. doi:10.1093/cid/ciw768

26. Dandona P, Aljada A, Bandyopadhyay A. Inflammation: the link between insulin resistance, obesity and diabetes. Trends Immunol (2004) 25:4–7. doi:10.1016/j.it.2003.10.013

27. Bastard JP, Maachi M, Lagathu C, Kim MJ, Caron M, Vidal H, et al. Recent advances in the relationship between obesity, inflammation, and insulin resistance. Eur Cytokine Netw (2006) 17:4–12.

28. DeFuria J, Belkina AC, Jagannathan-Bogdan M, Snyder-Cappione J, Carr JD, Nersesova YR, et al. B cells promote inflammation in obesity and type 2 diabetes through regulation of T-cell function and an inflammatory cytokine profile. Proc Natl Acad Sci U S A (2013) 110:5133–8. doi:10.1073/pnas.1215840110

29. Deeks SG, Tracy R, Douek DC. Systemic effects of inflammation on health during chronic HIV infection. Immunity (2013) 39:633–45. doi:10.1016/j.immuni.2013.10.001

30. Hunt PW. Th17, gut, and HIV: therapeutic implications. Curr Opin HIV AIDS (2010) 5:189–93. doi:10.1097/COH.0b013e32833647d9

31. Baseler LJ, Falzarano D, Scott DP, Rosenke R, Thomas T, Munster VJ, et al. An acute immune response to Middle East respiratory syndrome coronavirus replication contributes to viral pathogenicity. Am J Pathol (2016) 186:630–8. doi:10.1016/j.ajpath.2015.10.025

32. Zhou J, Chu H, Li C, Wong B, Cheng Z-S, Poon V, et al. Active MERS-CoV replication and aberrant induction of inflammatory cytokines and chemokines in human macrophages: implications for pathogenesis. J Infect Dis (2013) 209(9):1331–42. doi:10.1093/infdis/jit504

33. Scheuplein VA, Seifried J, Malczyk AH, Miller L, Hocker L, Vergara-Alert J, et al. High secretion of interferons by human plasmacytoid dendritic cells upon recognition of Middle East respiratory syndrome coronavirus. J Virol (2015) 89:3859–69. doi:10.1128/JVI.03607-14

34. Drosten C, Seilmaier M, Corman V, Hartmann W, Scheible G, Sack S, et al. Clinical features and virological analysis of a case of Middle East respiratory syndrome coronavirus infection. Lancet Infect Dis (2013) 13:745–51. doi:10.1016/S1473-3099(13)70154-3

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2018 Prescott, Falzarano, de Wit, Hardcastle, Feldmann, Haddock, Scott, Feldmann and Munster. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fimmu-09-00205-t001.jpg
Tissue CoVi  Cov2  IS-CoVi  IS-CoV2  IS-CoV3

Heart - - - + -
Liver - - + - +
Spleen - - + - +
Kidney - - - - +
Adrenal gland - - + -
Pancreas - - + + -
Inguinal LN - + + + +
Axilary LN - - + + +
Mesenteric LN - - + + +

(-} indicates that no viral RNA was detected, (+) indlicates that viral RNA was detected
by GRT-PCR. LN, lymph node.





OPS/images/fimmu-09-00205-t002.jpg
Tissue CoVi  Cov2  ISCoVi  ISCov2  ISCoV3

Right upper lobe 0 1 0 1 0
Right midde lobe 2 0 1 1 0
Right lower lobe 0 1 o 0 0
Left upper lobe 2 0 0 0 0
Left middle lobe 0 2 0 1 0
Leftlower lobe 4 3 0 1 0
Average score 13 12 02 06 0

(0) = no pathology, (1) = few inflammatory foci scattered between muliple fung

lobes; alveolar interstitium minimally thickened by congestion and small numbers

of neutrophits and macrophages; few neutrophils and macrophages within afveo

(2) = multple inflammatory foc in multiple lung lobes; alveolar interstitium s milly
thickened, edema and small rumbers of neutrophi's and macrophages; small

numbers of neutrophi's and macrophages within alveol;, (3) = mutiple inflammatory
foci scattered within single lung lobes; alveolar interstitium is moderately thickened,
edema and moderate numbers of neutrophils and macrophages; many neutrophils and
macrophages within alveol; small amounts of ibrin and edema in alveol, (4) = multiple
to coalescing inflammatory foci within a single fung lobe; alveolar interstitium is
markedly thickened by congestion, edema, fibrin, and large numbers of neutrophils and
macrophages; large numbers of neutrophils, macrophages, cellular debris, fibrin, and
odoma within aveol.





OPS/images/fimmu-09-00205-g003.jpg
>

Log1o TCIDsg eq/mL.

o

Logyg TCIDs eq/g tissue

Oral swabs

o s N w s OO N®

IE 13 K]

CoVv1
CoV2
ISCoV1
ISCoV2
1SCoV3

B Nasal swabs

5

- Covt

g 4 - Cov2
g 3 & ISCoV1
3 ¥ ISCoV2
s ? - ISCoV3
o
o 1
>
g o

4

o 1 2 3 4 5 &

Day

o

Log1o TCIDsg eq/g tissue






OPS/images/fimmu-09-00205-g004.jpg
S

passaiddnsounwuwy





OPS/images/cover.jpg
? frontiers

in Immunology

Pathogenicity and Viral
Shedding of MERS-CoV in
Immunocompromised Rhesus
Macaques





OPS/images/fimmu-09-00205-g001.jpg
KiuL
KiuL

18 -16 10 4 2 0123456 -18 -16 -10 4 2 0123456

- Covi - Cov2 - 1S-CoV4 = IS-CoV5 4 1S-CoV6






OPS/images/fimmu-09-00205-g002.jpg
Control

Immunosuppressed

Control

Immunosuppressed

H&E

-t

s,
415% NG

15.4%, £,






OPS/images/logo.jpg
Ghesk for

i@





