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There are limited data on the impact of antiretroviral therapy (ART) on population-level adult mortality in
sub-Saharan Africa. We analysed data for 2000–14 from the Rakai Community Cohort Study (RCCS) in
Uganda, where free ART was scaled up after 2004. Using non-parametric and parametric (Weibull)
survival analysis, we estimated trends in average person-years lived between exact ages 15 and 50, per
capita life-years lost to HIV, and the mortality hazards of people living with HIV (PLHIV). Between
2000 and 2014, average adult life-years lived before age 50 increased significantly, from 26.4 to
33.5 years for all women and from 28.6 to 33.8 years for all men. As of 2014, life-years lost to HIV had
declined significantly, to 1.3 years among women and 0.4 years among men. Following the roll-out of
ART, mortality reductions among PLHIV were initially larger in women than men, but this is no
longer the case.
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Introduction
Before the introduction of antiretroviral therapy
(ART), HIV/AIDS was a leading cause of death
among adults aged 15–49 years in the rural Rakai district, Uganda. Among adults with HIV, mortality in
the 1990s was around 132.6 deaths per 1,000 (Serwadda
et al. 1985; Sewankambo et al. 1994, 2000). Many clinical cohort studies have demonstrated the impact of
ART on adult mortality in ‘people living with HIV’
(referred to hereafter as PLHIV) who are enrolled in
treatment programmes (Herbst and Cooke 2008; Brinkhof et al. 2009; Mills, Bakanda, Birungi, Chan, Ford,
et al. 2011), but have not assessed the impact of ART
at a population level. Demographic surveillance data
are needed to estimate population-level effects of
ART because such data include PLHIV who are not
in care. A number of studies have documented the
impact of ART on population-level mortality trends

in eastern and southern Africa (Jahn et al. 2008;
Herbst et al. 2009; Kasamba et al. 2012).
Some of these studies have estimated the life-years
gained following the scale-up of ART and the
number of life-years that remain lost to HIV (Bor
et al. 2013; Asiki et al. 2016; Price et al. 2017; Reniers
et al. 2017). These studies report better outcomes for
women than men due to higher ART use (Muula
et al. 2007; Druyts et al. 2013; Staveteig et al. 2013),
earlier treatment initiation, and lower attrition and
mortality while on ART among women (May et al.
2010; Hawkins et al. 2011; Mills, Bakanda, Birungi,
Chan, Hogg, et al. 2011; Cornell et al. 2012; Auld
et al. 2013; Druyts et al. 2013).
In this study we use data from the Rakai Community Cohort Study (RCCS), a demographic and HIV
surveillance cohort study in the rural Rakai District
of south-central Uganda, to estimate the population-wide impact of ART on adult mortality.

© 2019 The Author(s). Published by Informa UK Limited, trading as Taylor & Francis Group.
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Methods
Since 1994 the Rakai Health Sciences Program
(RHSP) has conducted an open, community-based
cohort study, the RCCS. All households in 50 communities were enumerated and, within one month,
consenting individuals aged 15–49 years were
enrolled in an HIV survey. The design and conduct
of the RCCS have been described elsewhere
(Wawer et al. 1998, 1999). In this analysis, we
include 30 communities that were consistently followed from 2000 to 2014.
Information from the household census was used
to update the residency and vital status of household
members, and the individual interviews were used to
elicit greater detail on the risk factors for a variety of
health outcomes, including HIV. Survey participants
provided a venous blood sample for HIV detection
using two enzyme immunoassays, with western blot
or polymerase chain reaction confirmation, or both.
To allocate exposure time to HIV status categories,
we classified person-time before the first recorded
HIV test as ‘HIV status unknown’. Person-time following a positive HIV test remained ‘HIV-positive’
for the duration until censoring by loss to followup, end of study, or death. Exposure time between
two negative tests was counted as ‘HIV-negative’,
and the time following an individual’s last negative
test was also considered HIV-negative for an estimated duration of time based on the probability
that 95 per cent of their age group remained uninfected, given sex-specific HIV incidence rates.

Ethical considerations
Before enrolment into the RCCS, all adult participants (aged 18–49) provided written informed
consent. Adolescents (aged 15–17) provided assent
and their parents or guardians provided consent on
their behalf. The RCCS was approved by the
Uganda Virus Research Institute’s Science and
Ethics Committee (currently the Research Ethics
Committee), the Uganda National Council for
Science and Technology, Institutional Review
Boards (IRBs) at Johns Hopkins and Columbia universities, and Western IRB in the United States (US).

HIV care programme
Until 2004, there was limited access to ART in
Uganda (Wendo 2004). In June 2004, with funding
from the US President’s Emergency Plan for AIDS

Relief (PEPFAR), RHSP started to provide free
HIV treatment in Rakai district in accordance with
World Health Organization (WHO) ‘CD4’ criteria
for treatment initiation. Through record linkage
with RHSP treatment facilities, we ascertained the
treatment status of RCCS participants living with
HIV using unique identifiers. However, there are
other medical services in the study area whose data
could not be linked to the RCCS. The RHSP had provided HIV care to a total of 20,909 HIV clients in the
district as of December 2014. Of these, 7,436 were
RCCS participants (around 52 per cent of the HIVpositive RCCS participants), of which 6,618
(around 89 per cent) were known to be on ART as
of December 2014. Enrolment into HIV care and
the ART programme is based on the WHO ART eligibility criteria and the Ugandan National Antiretroviral Treatment Guidelines (Katabira et al. 2009). In
this analysis, we distinguish between the ‘pre-ART
period’ (January 2000–May 2004) and the ‘ART
period’ (June 2004–December 2014).

Statistical analysis
We estimated person-years lived as the area under
the Kaplan–Meier survival curve between exact
ages 15 and 50, by calendar year, HIV status, and
sex (Kalbfleisch and Prentice 2002). This measure,
sometimes referred to as partial life expectancy
(Hickman and Estell 1969), can be interpreted as
the population-average number of years that a 15year-old lives up to their 50th birthday under the prevailing mortality conditions. The maximum value of
35 years would be reached if there were no mortality
in the age range under consideration (Kaplan and
Meier 1958). We used the measure of years lived
between 15 and 50 instead of adult life expectancy
because individuals in the RCCS are not followed
beyond age 50. Life-years lived in adulthood is a
useful measure to track the impact of ART on HIVassociated mortality, as it is independent of the population age structure. We also estimated the number of
life-years lost to HIV. This was computed as the
difference between the life-years lived by known
HIV-negative individuals and the life-years lived by
the whole population. In other words, the years
lived by HIV-negative individuals serves as a benchmark, and the shortfall in the population-average
number of years lived quantifies the residual
burden of HIV mortality in this population (Kalbfleisch and Prentice 2002; Klein and Moeschberger
2003; Kleinbaum and Klein 2012). Percentile-based
confidence bounds for the number of life-years
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lived and lost were obtained via bootstrapping with
1,000 replications. A comparable approach has
been used in other studies (Bor et al. 2013; Asiki
et al. 2016; Price et al. 2017; Reniers et al. 2017).
We next examined mortality trends among PLHIV
by treatment status, using parametric survival analysis
to model the mortality hazards among PLHIV, with
age as the measure of time. The Weibull model was
chosen over other models on the basis of model fit,
and it yielded similar estimates of hazard ratios to
those obtained with a semi-parametric model. We disaggregated survival analyses into the pre-ART and
ART periods, and by treatment status, to differentiate
PLHIV who had never initiated ART from those who
had ever started ART (even if it was interrupted or
stopped). We considered sex, calendar year, and
their interaction as covariates. Data before the introduction of ART in the study communities (January
2000–May 2004) provided an estimate of baseline
(pre-ART) mortality. Given the age-dependent covariate calendar year (y(t)) and the age-independent
covariate sex (s), the mortality hazard in the preART period is estimated by:
h(t|y(t), s) = pt p –1exp{b0 + b1 y(t) + b2 s + b3 s
× y(t)}

(1)

where t is age and p is the Weibull shape parameter
which yields a monotonically increasing mortality
hazard for values greater than one (Kalbfleisch and
Prentice 2002; Klein and Moeschberger 2003; Kleinbaum and Klein 2012). In the ART period, the
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mortality hazard is estimated as:
h(t|y(t), s) = ptp −1exp{b0 + b1 (y(t) − 2003)+
+ b2 (y(t) − 2008)+ + b3 s + b4 s
× (y(t) − 2003)+ + b4 s × (y(t) − 2008)+ }
(2)
where the spline term (y(t) − 2003)+ is equal to zero if
y(t) ≤ 2003, equal to y(t) − 2003 if 2004 ≤ y(t) < 2008,
and equal to 2008 − 2003 if y(t) ≥ 2008. Similarly, the
spline term (y(t) − 2008)+ is equal to zero if y(t) ≤
2008, and equal to y(t) − 2008 if y(t) > 2008. Across
all models, to demonstrate changes in calendar time
among men, linear combinations of the calendar
time (y(t)) and sex × calendar time interaction (s × y
(t)) coefficients are presented.

Results
Between 2000 and 2014 the RCCS enumerated
58,871 individuals aged 15–49, who contributed a
total of 183,581 person-years of observation (pyo)
and 1,374 deaths (Table 1). A higher number of
women (31,476) than men (27,395) participated in
the RCCS, including 3,039 women and 1,514 men
who tested HIV-positive during the study period.
The low age cut-off in part explains the relatively
small number of HIV-positive men in the data set,
because the age profile of HIV-positive men is
usually older than that of HIV-positive women
(Gregson et al. 2002). Among PLHIV, at least 708
women (23.3 per cent) and 311 men (20.5 per cent)

Table 1 Person-years, deaths, and mortality rates by sex and treatment period, ages 15–49, Uganda 2000–14
Variables
Number of individuals
Number of person-years
Number of deaths
Number of deaths to HIV-positive individuals
Mortality rates (per 1,000 pyo)
Overall death rate (all-cause)
Death rate for HIV-negative individuals
Death rate for HIV-positive individuals (PLHIV)
Death rate for individuals with HIV status unknown
1

Pre-ART period (2000–03)1

ART period (2004–14)2

Male

Female

Male

Female

9,396
20,924
249
125

10,776
22,822
313
224

17,999
67,403
432
185

20,700
72,432
380
193

11.9
(10.5–13.5)
3.1
(2.2–4.3)
101.0
(84.7–120.3)
10.6
(8.6–13.0)

13.7
(12.3–15.3)
2.3
(1.6–3.3)
100.4
(88.1–114.4)
8.5
(6.6–11.1)

6.4
(5.8–7.0)
3.0
(2.4–3.6)
43.9
(38.0–50.7)
5.1
(4.3–6.0)

5.2
(4.7–5.8)
2.2
(1.8–2.7)
24.1
(20.9–27.7)
4.3
(3.5–5.2)

The period 2000–03 includes January–May 2004.
The period 2004–14 excludes January–May 2004.
Note: 95 per cent confidence intervals are shown in parentheses. Pyo refers to person-years of observation.
Source: Authors’ calculations from RCCS data.
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initiated ART between June 2004 and December
2014 (inclusive).
Following the roll-out of ART in 2004, the overall
death rate in adulthood decreased from 11.9 deaths
(95 per cent confidence interval (CI): 10.5–13.5) to
6.4 deaths per 1,000 pyo (95 per cent CI: 5.8–7.0)
among men, and from 13.7 deaths (95 per cent CI:
12.3–15.3) to 5.2 deaths per 1,000 pyo (95 per cent
CI: 4.7–5.8) among women. The mortality decline
among PLHIV was more pronounced among
women: adult mortality rates in HIV-positive men
declined from 101.0 (95 per cent CI: 84.7–120.3) to
43.9 deaths per 1,000 pyo (95 per cent CI: 38.0–
50.7), whereas those of HIV-positive women
declined from 100.4 (95 per cent CI: 88.1–114.4) to
24.1 deaths per 1,000 pyo (95 per cent CI: 20.9–
27.7) (Table 1). These mortality declines translated
to substantial increases in the life-years lived in adulthood (partial life expectancy between ages 15 and 50;

see Figure 1). The population-wide number of lifeyears lived between ages 15 and 50 (Figure 1(a), all
men and women) increased by 7.1 years for
women, from 26.4 (95 per cent CI: 25.1–27.9) to
33.5 years (95 per cent CI: 32.2–34.5), and by
5.2 years for men, from 28.6 (95 per cent CI: 27.4–
29.9) to 33.8 years (95 per cent CI: 32.9–34.7). It is
worth noting that partial life expectancy had started
to increase before the roll-out of ART, in part due
to the use of prophylaxis with cotrimoxazole.
Among HIV-negative individuals there was
minimal mortality in early adulthood, and the
average number of years lived between ages 15 and
50 approached the ceiling of 35 years for both
sexes, with minimal change over time (years lived
ranged from 32.7 to 34.7 years; Figure 1(a)).
Among PLHIV (Figure 1(b)), the years lived in
adulthood increased by more than ten years for
both men and women following the introduction of

Figure 1 Life-years lived by (a) HIV-negative individuals, (b) HIV-positive individuals, and (c) individuals with
unknown HIV status, compared with the population as a whole; and (d) population-wide life-years lived and lost
to HIV; all between ages 15 and 50, by sex and calendar year, Uganda 2000–14
Source: Authors’ calculations from RCCS data.
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ART (see the 2004–14 period for women and 2004–
13 for men), but confidence intervals are wide
because of small numbers. In addition, the estimates
for PLHIV are sensitive to the timing of diagnosis or
HIV testing, which complicates their interpretation.
The increase in life-years lived for those of
unknown HIV status was similar to that seen in the
total population, which suggests that individuals
whose HIV status was unknown are not highly
selected with respect to HIV status (Figure 1(c)).
The life-years deficit, that is, the difference in the
partial life expectancy between HIV-negative individuals and the population as a whole, is a more
stable measure of the burden of HIV mortality at
the population level (Figure 1(d)). For the year
2000, this burden was estimated at 8.1 years for
women (95 per cent CI: 6.5–9.5) and 4.3 years for
men (95 per cent CI: 2.9–5.7). By 2014, the adult
life-year deficits in adulthood had almost entirely dissipated, to 1.3 years (95 per cent CI: 0.3–2.5) for
women and 0.4 years (95 per cent CI: −0.4–1.3) for
men.
Figure 2 illustrates trends in the number of deaths
among PLHIV and their crude (all-cause) mortality
rates by treatment status. Before the roll-out of
ART in 2004, the mortality rates of PLHIV ranged
from 74 to 132 deaths per 1,000 pyo. The first clear
indications of a mortality decline among PLHIV are
visible in 2005, and by 2008 mortality rates had
dropped below 50 deaths per 1,000 pyo, both
among those who had initiated treatment and
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among those for whom we do not have a record of
treatment initiation. Mortality continued to decline,
albeit more slowly, in the later years, decreasing in
2013 to 16.8 deaths per 1,000 pyo (95 per cent CI:
9.9–28.3) among PLHIV without a record of treatment initiation and to 10.5 deaths per 1,000 pyo
(95 per cent CI: 4.4–25.3) among PLHIV who had
ever started ART.
The trend in the total number of deaths among
PLHIV corresponds to their mortality rates. In the
years preceding the introduction of ART, there
were between 65 and 117 deaths per year among
PLHIV. The number of deaths per annum started
declining in 2005, and by 2014 the annual death
count among PLHIV was around five.
Table 2 explores trends and sex differences in allcause mortality among PLHIV, and average modelpredicted mortality hazards are plotted in Figure
A1. The first column of data in Table 2 shows
results for the pre-ART period, while the second
and third columns show the coefficients for the
ART period. To allow for all two-way interactions
with treatment status, the model was fitted separately
for PLHIV who initiated treatment (the ‘treated’)
and those for whom we do not have a record of treatment initiation (the ‘untreated’). In the pre-ART
period, the coefficient for males is less than one
and marginally significant, which suggests that the
mortality rates for men living with HIV in the year
2000 may have been lower than those for women.
However, this apparent mortality advantage among

Figure 2 Trends in the total number of deaths among PLHIV (left-hand axis) and all-cause mortality rates for
PLHIV (right-hand axis), by treatment status, Uganda 2000–14
Source: As for Figure 1.
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Table 2 All-cause mortality in HIV-positive individuals: hazard ratios and 95 per cent confidence intervals (Weibull
regression), Uganda 2000–14
ART (2004–14)3

Variables1
Calendar year (2000–03)
Calendar year (2004–08)
Calendar year (2009–14)
Male4
Male × calendar year (2000–03)
Male × calendar year (2004–08)
Male × calendar year (2009–14)
Weibull shape parameter (p)
Subjects
Deaths

Pre-ART (2000–03)2

Untreated

Treated

0.78
(0.69–0.88)
–
–
–
–
0.65
(0.45–0.94)
1.29
(1.05–1.57)
–
–
–
–
1.90
(1.47–2.45)
1,914
349

–
–
0.72
(0.67–0.77)
0.87
(0.77–0.99)
0.93
(0.76–1.14)
–
–
1.15
(1.04–1.28)
1.08
(0.92–1.28)
1.79
(1.47–2.18)
4,465
645

–
–
0.64
(0.57–0.71)
0.96
(0.79–1.16)
0.93
(0.75–1.16)
–
–
1.36
(1.17–1.58)
0.76
(0.57–1.01)
1.75
(1.36–2.26)
2,534
431

Estimates presented are hazard ratios from a Weibull regression model (with 95 per cent confidence intervals in parentheses). ‘Calendar
year’ refers to a per-year relative hazard in the period specified.
2
In the pre-ART analysis, the year 2000 is the baseline calendar year.
3
In the ART analysis, we use 2000–03 as the baseline calendar year (including all individuals/episodes regardless of ultimate treatment status)
for both untreated and treated analyses, and distinguish between untreated or treated episodes only from 2004–14. We do this to model the
trend in mortality rates by treatment status from when ART was first introduced in Rakai.
4
Reference group is females.
Source: As for Table 1.
1

men quickly dissipated, as women exhibited a 22 per
cent decline in mortality hazard per calendar year
(hazard ratio (HR) = 0.78, 95 per cent CI: 0.69–
0.88) alongside no discernible change in mortality
risk across time for men (HR = 0.78 × 1.29 = 1.00,
95 per cent CI: 0.86–1.18) (Table 2). By 2003, the
mortality risks for women had dropped below those
of men (Figure A1). The large reduction in mortality
among HIV-positive women in the pre-ART period
may be partially attributable to small-scale roll-outs
of ART in 2001–03 by the private sector or non-governmental organizations (NGOs) before RHSP
treatments started in 2004 (Wendo 2004), which
women may have benefited from more than men.
In comparison with the pre-ART period, mortality
decreased rapidly among PLHIV in the first decade
of ART availability. For women the greatest decrease
was observed in the first five years of ART availability (2004–08), while for men, the period in
which the rate of decrease was larger depended on
treatment status. During 2004–08, among untreated
PLHIV, the risk of mortality decreased by 28 per
cent per year for women (HR = 0.72, 95 per cent
CI: 0.67–0.77) and by 17 per cent per year for men

(HR = 0.72 × 1.15 = 0.83, 95 per cent CI: 0.77–0.89).
The mortality risk among PLHIV who ever started
ART decreased by 36 per cent per year among
women (HR = 0.64, 95 per cent CI: 0.57–0.71) and
by 13 per cent per year among men (HR = 0.64 ×
1.36 = 0.87, 95 per cent CI: 0.78–0.96) in the first
five years of ART availability.
From 2009 onwards, the risk of mortality
decreased significantly for untreated women, by
13 per cent per year (HR = 0.87, 95 per cent CI:
0.77–0.99), but did not decrease for untreated men
(HR = 0.87 × 1.08 = 0.94, 95 per cent CI: 0.84–1.05).
After 2008, no significant decrease was observed in
the mortality of women who ever initiated treatment
(HR = 0.96, 95 per cent CI: 0.79–1.16), while that of
men on ART decreased by 27 per cent per year
(HR = 0.96 × 0.76 = 0.73, 95 per cent CI: 0.59–0.90).
The more rapid decrease in mortality in the first
five years of ART availability among women reflects
the fact that the earlier ART programme focused on
treating the sickest individuals—those with lower
CD4 counts or clinical AIDS—whereas the later programme initiated ART in asymptomatic individuals
at higher CD4 counts.

Adult mortality and antiretroviral therapy in Rakai

Discussion
This rural Ugandan population experienced important mortality reductions as a result of the expansion
of ART programmes. In the year 2000, the per capita
number of years lost to HIV in adulthood amounted
to 8.1 years for women and 4.3 years for men. By
2014, ten years after the roll-out of free ART, the
adult life-years deficits had shrunk to 1.3 and
0.4 years for women and men, respectively. Not all
of the progress is directly attributable to ART,
however, as evidenced by the fact that life-years
lived in adulthood started increasing before ART
became available in the study population. This
finding corroborates that from another study in
rural Uganda (Asiki et al. 2016). Because HIV incidence in Uganda peaked in the early 1990s, we
would expect mortality to decline about ten years
later (i.e., just before the roll-out of ART). In the
RCCS, HIV incidence peaked in 2000 (at 1.3 per
100 pyo) and declined thereafter (Grabowski et al.
2017). This pattern contrasts with that seen in
South Africa, which experienced a later epidemic
and where the reversal in adult mortality did not
occur until ART was introduced (Reniers et al. 2017).
Among PLHIV, mortality rates gradually declined
after the roll-out of ART, both among those who had
started ART, and among men and women for whom
we did not have a record of treatment initiation. This
is likely due to two complementary factors. First,
some PLHIV may have received ART at health
facilities whose records could not be linked to the
demographic surveillance database. Second, the
pool of PLHIV who had not yet started ART will
have become increasingly healthier as a result of:
(a) the changes in October 2011 to the treatment
initiation thresholds from a CD4 cell count below
250 cells/μL to a count below 350 cells/μL; and (b)
the adoption in September 2012 of the ‘Option B+’
programme for prevention of mother-to-child transmission, in which all HIV-positive pregnant women
received ART for life, irrespective of their CD4 cell
count.
Among PLHIV who had started ART, mortality
initially declined faster among women, which corroborates earlier evidence that women’s engagement with
health services was better than that of men. Women
are known to have higher HIV testing and counselling
and higher ART coverage rates (Muula et al. 2007;
Druyts et al. 2013; Staveteig et al. 2013), earlier treatment initiation, and lower attrition and mortality rates
on ART (May et al. 2010; Hawkins et al. 2011; Mills,
Bakanda, Birungi, Chan, Hogg, et al. 2011; Cornell
et al. 2012; Auld et al. 2013; Druyts et al. 2013; Billioux
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et al. 2017). In more recent years, however, mortality
among men with a record of ART initiation appears to
have decreased more rapidly, which suggests that they
are catching up.
Among PLHIV without a record of ART
initiation, the initial sex differences in mortality
were negligible, but the mortality risks declined
faster for women than for men once ART became
available. Again this serves as evidence that women
engage with HIV services earlier than men, a
phenomenon that may be reinforced by sex differences in HIV care and treatment eligibility as a
result of the programmes for the prevention of
mother-to-child transmission (Staveteig et al. 2013).
One important limitation of this study is that these
analyses have an upper age cut-off of 50 years. Some
HIV-associated mortality is likely to have occurred at
ages above 50, and this is particularly the case for
men, who are generally infected at older ages
(Gregson et al. 2002). In other words, the analyses
may underestimate the burden of HIV mortality
among older men, as well as the mortality reductions
this age group may have experienced.

Conclusions
Important mortality reductions have been experienced by this rural Ugandan population. Mortality
declines began before the introduction of treatment,
as a result of historical declines in HIV incidence, and
steadily declined thereafter as a result of the expansion of treatment programmes and treatment eligibility criteria. Mortality among PLHIV initially
declined faster for women than for men, but the
latter appear to be catching up. As of 2014, the
residual burden of HIV mortality in adults under
age 50 is estimated to be 1.3 life-years (95 per cent
CI: 0.3–2.5) for women and 0.4 life-years (95 per
cent CI: −0.4–1.3) for men.

Notes and acknowledgements
1 Please direct all correspondence to Dorean Nabukalu,
Old Bukoba Road, Kalisizo, PO Box 279, Kalisizo,
Rakai, Uganda; or by E-mail: dnabukalu@rhsp.org.
Dorean Nabukalu, Fred Nalugoda, and Godfrey Kigozi
are based at the Rakai Health Sciences Program, Kalisizo, Uganda. Kathryn A. Risher, Sylvia Blom, Emma
Slaymaker, and Milly Marston are based at the Department of Population Health, London School of Hygiene
and Tropical Medicine, London, UK. Basia Zaba was
also at the Department of Population Health, London

8

Dorean Nabukalu et al.

School of Hygiene and Tropical Medicine, until her untimely death in 2018. Chodziwadziwa Kabudula is based
at the School of Public Health, University of the Witwatersrand, Johannesburg, South Africa. Georges Reniers
is based at both the Department of Population Health,
London School of Hygiene and Tropical Medicine, and
the School of Public Health, University of the Witwatersrand. Fred Makumbi, David Serwadda, and Nelson Sewankambo are based at both the Rakai Health Sciences
Program and the School of Public Health, College of
Health Sciences, Makerere University, Kampala,
Uganda. Steven J. Reynolds is based at the Division of
Intramural Research, National Institute of Allergy and
Infectious Diseases, National Institutes of Health,
Bethesda, MD and Johns Hopkins University School
of Medicine, and also at the Department of Epidemiology, Johns Hopkins Bloomberg School of Public
Health, USA. Ron Gray and Maria Wawer are based
at both the Rakai Health Sciences Program and the
Department of Epidemiology, Johns Hopkins Bloomberg School of Public Health. Jeffrey W. Eaton is
based in the Department of Infectious Disease Epidemiology, Imperial College London, UK. Tom Lutalo is
based at both the Rakai Health Sciences Program and
the Uganda Virus Research Institute, Entebbe.
2 We would like to acknowledge the efforts of the RCCS
field and data teams for collecting and cleaning these data.
3 Funding: this study was made possible with support from
the Bill and Melinda Gates Foundation (OPP1082114),
the Wellcome Trust (085477/Z/08/Z), and the Bill and
Melinda Gates Foundation for the MeSH Consortium
(OPP1120138). The RCCS activities were supported by
grants from the National Institute of Health (Grant
No. U01 AI51171–01A2), National Institute of Child
Health and Human Development (Grants Nos. R01
HD 050180 and R01 HD 072695), and the Bill and
Melinda Gates Foundation (Grant No. 22006). Support
was also received from the Division of Intramural
Research, NIAID/NIH (SJR).
4 Competing interests: the authors declare that they have
no competing interests.

ORCID
Georges Reniers
http://orcid.org/0000-0001-65821692
Kathryn A. Risher http://orcid.org/0000-0002-95881693
Emma Slaymaker http://orcid.org/0000-0002-49415739
Basia Zaba http://orcid.org/0000-0003-2449-0983
Milly Marston
http://orcid.org/0000-0001-89702081

References
Asiki, G., G. Reniers, R. Newton, K. Baisley, J. NakiyingiMiiro, E. Slaymaker, I. Kasamba, J. Seeley, J. Todd, P.
Kaleebu, and A. Kamali. 2016. Adult life expectancy
trends in the era of antiretroviral treatment in rural
Uganda (1991–2012), Aids (London, England) 30(3):
487–493. doi:10.1097/qad.0000000000000930
Auld, Andrew F., Virginie Ettiegne-Traore, Moise Zanga
Tuho, Fayama Mohamed, Charles Azih, Francisco
Mbofana, Modest Mulenga, Fred Wabwire-Mangen,
Gideon Kwesigabo, Joseph Essombo, Elizabeth
Glaser, Harrison Kamiru, Harriet NuwagabaBiribonwoha, Kwasi Torpey, and Eric Van Praag.
2013. Differences between HIV-infected men and
women in antiretroviral therapy outcomes — six
African countries, 2004–2012, CDC Morbidity and
Mortality Weekly Report 62(47): 946–952.
Billioux, V. G., L. W. Chang, S. J. Reynolds, G. Nakigozi, J.
Ssekasanvu, M. K. Grabowski, R. Ssekubugu, F.
Nalugoda, G. Kigozi, J. Kagaayi, D. Serwadda, R. H.
Gray, and M. J. Wawer. 2017. Human immunodeficiency
virus care cascade among sub-populations in Rakai,
Uganda: An observational study, Journal of the
International AIDS Society 20(1): 21590. doi:10.7448/
ias.20.1.21590
Bor, Jacob, Abraham J. Herbst, Marie-Louise Newell, and
Till Bärnighausen. 2013. Increases in adult life expectancy in rural South Africa: Valuing the scale-up of
HIV treatment. Science (New York, N.Y.) 339(6122),
10.1126/science.1230413. doi:10.1126/science.1230413
Brinkhof, Martin W. G., Andrew Boulle, Ralf Weigel,
Eugène Messou, Colin Mathers, Catherine Orrell, F.
Dabis, M. Pascoe, M. Egger, and International epidemiological Databases to Evaluate, Aids. 2009.
Mortality of HIV-infected patients starting antiretroviral therapy in Sub-Saharan Africa: Comparison with
HIV-unrelated mortality, PLoS Medicine 6(4):
e1000066. doi:10.1371/journal.pmed.1000066
Cornell, Morna, Michael Schomaker, Daniela Belen
Garone, Janet Giddy, Christopher J. Hoffmann,
Richard Lessells, M. Maskew, H. Prozesky, R. Wood,
L. F. Johnson, M. Egger, A. Boulle, L. Myer, and
International Epidemiologic Databases to Evaluate,
Aids Southern Africa Collaboration. 2012. Gender
differences in survival among adult patients starting
antiretroviral therapy in South Africa: A multicentre
cohort study, PLoS Medicine 9(9): e1001304. doi:10.
1371/journal.pmed.1001304
Druyts, E., M. Dybul, S. Kanters, J. Nachega, J. Birungi, N.
Ford, K. Thorlund, J. Negin, R. Lester, S. Yaya, and E. J.
Mills. 2013. Male sex and the risk of mortality among
individuals enrolled in antiretroviral therapy programs
in Africa: A systematic review and meta-analysis, Aids

Adult mortality and antiretroviral therapy in Rakai
(London, England) 27(3): 417–425. doi:10.1097/QAD.
0b013e328359b89b
Grabowski, M. Kate, David M. Serwadda, Ronald H. Gray,
Gertrude Nakigozi, Godfrey Kigozi, Joseph Kagaayi, R.
Ssekubugu, F. Nalugoda, J. Lessler, T. Lutalo, R. M.
Galiwango, F. Makumbi, X. Kong, D. Kabatesi, S. T.
Alamo, S. Wiersma, N. K. Sewankambo, A. A. R.
Tobian, O. Laeyendecker, T. C. Quinn, S. J. Reynolds,
M. J. Wawer, L. W. Chang, and Rakai Health
Sciences, Program. 2017. HIV prevention efforts and
incidence of HIV in Uganda. The New England
Journal of Medicine 377(22): 2154–2166. doi:10.1056/
NEJMoa1702150
Gregson, S., C. A. Nyamukapa, G. P. Garnett, P. R. Mason,
T. Zhuwau, M. Caraël, S. K. Chandiwana, and R. M.
Anderson. 2002. Sexual mixing patterns and sex-differentials in teenage exposure to HIV infection in rural
Zimbabwe, Lancet 359(9321): 1896–1903.
Hawkins, C., G. Chalamilla, J. Okuma, D. Spiegelman, E.
Hertzmark, E. Aris, T. Ewald, F. Mugusi, D. Mtasiwa,
and W. Fawzi. 2011. Sex differences in antiretroviral
treatment outcomes among HIV-infected adults in an
urban Tanzanian setting, Aids (London, England) 25
(9): 1189–1197. doi:10.1097/QAD.0b013e3283471deb
Herbst, Abraham, and Graham Cooke. 2008. Early impact
on adult mortality from a government art programme in
rural Kwazulu-Natal, Journal of Infection 56(4): 303–
304. doi:10.1016/j.jinf.2008.01.028
Herbst, Abraham J, Graham S. Cooke, Till Bärnighausen,
Angelique KanyKany, Frank Tanser, and Marie-Louise
Newell. 2009. Adult mortality and antiretroviral treatment roll-out in rural KwaZulu-Natal, South Africa,
Bulletin of the World Health Organization 87: 754–762.
Hickman, J. C., and R. J. Estell. 1969. On the use of partial
life expectancies in setting health goals, American
Journal of Public Health and the Nation’s Health 59
(12): 2243–2250.
Jahn, Andreas, Sian Floyd, Amelia C. Crampin, Frank
Mwaungulu, Hazzie Mvula, Fipson Munthali, N.
McGrath, J. Mwafilaso, V. Mwinuka, B. Mangongo, P.
E. Fine, B. Zaba, and Judith R. Glynn. 2008.
Population-level effect of HIV on adult mortality and
early evidence of reversal after introduction of antiretroviral therapy in Malawi, The Lancet 371(9624):
1603–1611.
Kalbfleisch, J. D., and R. L. Prentice. 2002. The Statistical
Analysis of Failure Time Data. New York: Wiley.
Kaplan, E. L., and Paul Meier. 1958. Nonparametric estimation from incomplete observations, Journal of the
American Statistical Association 53(282): 457–481.
Kasamba, Ivan, Kathy Baisley, Billy N. Mayanja, Dermot
Maher, and Heiner Grosskurth. 2012. The impact of
antiretroviral treatment on mortality trends of HIVpositive adults in rural Uganda: A longitudinal

9

population-based study, 1999–2009, Tropical Medicine
& International Health 17(8): e66–e73. doi:10.1111/j.
1365-3156.2012.02841.x
Katabira, Elly T., Moses R. Kamya, Israel Kalyesubula,
and Alice Namale. 2009. National Antiretroviral
Treatment and Care Guidelines for Adults, Adolescents
and Children. Retrieved from http://www.who.int/hiv/
amds/uganda_moh_treatment_guidelines.pdf
Klein, J. P., and M. L. Moeschberger. 2003. Survival
Analysis: Techniques for Censored and Truncated
Data. New York: Springer.
Kleinbaum, David, and Mitch Klein. 2012. Survival analysis: A self learning text, in M. Gail, K. Krickeberg,
J. M. Samet, A. Tsiatis, and W. Wong (Series eds),
Statistics for Biology and Health, Gail M. (Ed.).
doi:10.1007/978-1-4419-6646-9
May, M., A. Boulle, S. Phiri, E. Messou, L. Myer, R. Wood,
O. Keiser, J. A. Sterne, F. Dabis, M. Egger, and IeDEA
Southern Africa and West Africa. 2010. Prognosis of
patients with HIV-1 infection starting antiretroviral
therapy in sub-Saharan Africa: A collaborative analysis
of scale-up programmes, Lancet 376(9739): 449–457.
doi:10.1016/S0140-6736(10)60666-6
Mills, Edward J., Celestin Bakanda, Josephine Birungi, Keith
Chan, Nathan Ford, Curtis L. Cooper, J. B. Nachega, M.
Dybul, and Robert S. Hogg. 2011. Life expectancy of
persons receiving combination antiretroviral therapy in
low-income countries: A cohort analysis from Uganda,
Annals of Internal Medicine 155(4): 209–216.
Mills, E. J., C. Bakanda, J. Birungi, K. Chan, R. S. Hogg, N.
Ford, J. B. Nachega, and C. L. Cooper. 2011. Male
gender predicts mortality in a large cohort of patients
receiving antiretroviral therapy in Uganda, Journal of
the International AIDS Society 14, 52. doi:10.1186/
1758-2652-14-52
Muula, Adamson S., Thabale J. Ngulube, Seter Siziya,
Cecilia M. Makupe, Eric Umar, Hans Walter
Prozesky, C. S. Wiysonge, and Ronald H. Mataya.
2007. Gender distribution of adult patients on highly
active antiretroviral therapy (HAART) in Southern
Africa: A systematic review, BMC Public Health 7(1):
1–8. doi:10.1186/1471-2458-7-63
Price, Alison J., Judith Glynn, Menard Chihana, Ndoliwe
Kayuni, Sian Floyd, Emma Slaymaker, G. Reniers, B.
Zaba, E. McLean, F. Kalobekamo, O. Koole, M.
Nyirenda, and Amelia C. Crampin. 2017. Sustained
10-year gain in adult life expectancy following antiretroviral therapy roll-out in rural Malawi: July 2005 to June
2014, International Journal of Epidemiology 46(2): 479–
491. doi:10.1093/ije/dyw208
Reniers, G., S. Blom, C. Calvert, A. Martin-Onraet, A. J.
Herbst, J. W. Eaton, J. Bor, E. Slaymaker, Z. R. Li, S.
J. Clark, T. Bärnighausen, B. Zaba, and V. Hosegood.
2017. Trends in the burden of HIV mortality after roll-

10

Dorean Nabukalu et al.

out of antiretroviral therapy in KwaZulu-Natal, South
Africa: an observational community cohort study, The
Lancet. HIV 4(3): e113–e121. doi:10.1016/s2352-3018
(16)30225-9
Serwadda, D., R. D. Mugerwa, N. K. Sewankambo, A.
Lwegaba, J. W. Carswell, G. B. Kirya, A. C. Bayley, R.
G. Downing, R. S. Tedder, S. A. Clayden, R. A. Weiss,
and A. G. Dalgleish. 1985. Slim disease: A new
disease in Uganda and its association with HTLV-III
infection, The Lancet 326(8460): 849–852.
Sewankambo, Nelson K., Ronald H. Gray, Saifuddin
Ahmad, David Serwadda, Fred Wabwire-Mangen,
Fred Nalugoda, N. Kiwanuka, T. Lutalo, G. Kigozi, C.
Li, M. P. Meehan, H. Brahmbatt, and Maria J. Wawer.
2000. Mortality associated with HIV infection in rural
Rakai district, Uganda, Aids (London, England) 14
(15): 2391–2400.
Sewankambo, Nelson K., Maria J. Wawer, Ronald H. Gray,
David Serwadda, Chuanjun Li, Rebecca Y. Stallings, S.
D. Musgrave, and Joseph Konde-Lule. 1994.
Demographic impact of HIV infection in rural Rakai
district, Uganda: Results of a population-based cohort
study, Aids (London, England) 8(12): 1707–1714.

Staveteig, Sarah, Shanxiao Wang, Sara K. Head, Sarah
E. K. Bradley, and Erica Nybro. 2013. Demographic
Patterns of HIV Testing Uptake in Sub-Saharan Africa.
Calverton, MD: ICF International.
Wawer, Maria J., Ronald H. Gray, Nelson K. Sewankambo,
David Serwadda, Lynn Paxton, Seth Berkley, D.
McNairn, F. Wabwire-Mangen, C. Li, F. Nalugoda, N.
Kiwanuka, T. Lutalo, R. Brookmeyer, R. Kelly, and
Thomas C. Quinn. 1998. A randomized, community
trial of intensive sexually transmitted disease control
for AIDS prevention, Rakai, Uganda, Aids (London,
England) 12(10): 1211–1225.
Wawer, Maria J., Nelson K. Sewankambo, David
Serwadda, Thomas C. Quinn, Lynn A. Paxton, Noah
Kiwanuka, F. Wabwire-Mangen, C. Li, T. Lutalo, F.
Nalugoda, C. A. Gaydos, L. H. Moulton, M. O.
Meehan, S. Ahmed, and Ronald H. Gray. 1999.
Control of sexually transmitted diseases for AIDS prevention in Uganda: A randomised community trial,
The Lancet 353(9152): 525–535.
Wendo, Charles. 2004. Uganda begins distributing free
antiretrovirals, The Lancet 363(9426): 2062. doi:10.
1016/S0140-6736(04)16496-9

Appendix

Figure A1 Model-predicted hazard of mortality for HIV-positive individuals by sex, calendar year, and ART
status, Uganda 2000–14
Note: Dashed vertical line at 2008 represents the spline inflection in the model.
Source: As for Figure 1.

