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Introduction: Mortality rates for people living with HIV (PLHIV)
on antiretroviral therapy (ART) in high-income countries continue to
decline. We compared mortality rates among PLHIV on ART in
Europe for 2016–2020 with Spectrum’s estimates.

Methods: The AIDS Impact Module in Spectrum is a compart-
mental HIV epidemic model coupled with a demographic population
projection model. We used national Spectrum projections developed
for the 2022 HIV estimates round to calculate mortality rates among
PLHIV on ART, adjusting to the age/country distribution of PLHIV
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starting ART from 1996 to 2020 in the Antiretroviral Therapy
Cohort Collaboration (ART-CC)’s European cohorts.

Results: In the ART-CC, 11,504 of 162,835 PLHIV died. Between
1996–1999 and 2016–2020, AIDS-related mortality in the ART-CC
decreased from 8.8 (95% CI: 7.6 to 10.1) to 1.0 (0.9–1.2) and from
5.9 (4.4–8.1) to 1.1 (0.9–1.4) deaths per 1000 person-years among
men and women, respectively. Non–AIDS-related mortality
decreased from 9.1 (7.9–10.5) to 6.1 (5.8–6.5) and from 7.0
(5.2–9.3) to 4.8 (4.3–5.2) deaths per 1000 person-years among
men and women, respectively. Adjusted all-cause mortality rates in
Spectrum among men were near ART-CC estimates for 2016–2020
(Spectrum: 7.02–7.47 deaths per 1000 person-years) but approxi-
mately 20% lower in women (Spectrum: 4.66–4.70). Adjusted
excess mortality rates in Spectrum were 2.5-fold higher in women
and 3.1–3.4-fold higher in men in comparison to the ART-CC’s
AIDS-specific mortality rates.

Discussion: Spectrum’s all-cause mortality estimates among
PLHIV are consistent with age/country-controlled mortality
observed in ART-CC, with some underestimation of mortality
among women. Comparing results suggest that 60%–70% of excess
deaths among PLHIV on ART in Spectrum are from non-AIDS
causes.

Key Words: AIDS mortality, excess mortality, modelling, param-
eters, Europe, high income

(J Acquir Immune Defic Syndr 2024;95:S89–S96)

INTRODUCTION
Before combination antiretroviral therapy (ART) was

introduced across multiple countries in 1996, persons living
with HIV (PLHIV) in Western and Central Europe and North
America (WCENA) had very high rates of mortality, mostly
because of AIDS.1–3 Mortality rates have subsequently
decreased as PLHIV have started ART and successfully
suppressed viral replication, which has reduced the risk of
AIDS and death.4 Decreasing on-ART mortality rates among
PLHIV in WCENA has meant that PLHIV in those settings are
aging and there is less AIDS-related mortality, whereas
mortality because of other causes that are increasingly common
in the aging general population (eg, cardiovascular disease,
cancer) is increasing.5 Among PLHIV in WCENA, substance
use and comorbidities such as hepatitis C virus are more
common than in the general population, so there are increased
mortality rates because of such non–AIDS-related causes.6

Most countries prepare annual estimates of key HIV
indicators, including HIV-related deaths, using the Spectrum
model.7 Spectrum estimates are used for national and global
planning and are published annually by the UNAIDS.8

Estimated numbers of deaths from any cause among PLHIV
on ART depend on routinely collected program data on
national ART patient cohort sizes, prevailing rates of
mortality from HIV-unrelated causes,9 and input rates of
excess mortality among PLHIV on ART. Recommended
default excess mortality rates were estimated from treatment
cohort studies,10,11 which are commissioned by the UNAIDS
for use in Spectrum. Spectrum estimates of excess deaths
among PLHIV on or off ART are often reported as

HIV-related or AIDS-related deaths,12 although, many of
these excess deaths are not HIV related.

As mortality rates for PLHIV on ART in high-income
countries continue to drop, Spectrum may overestimate on-
ART mortality because of using older parameter values,
particularly in the WCENA region. Several countries in this
region have used lower, non-default HIV-related mortality
rates on ART within their Spectrum files to compensate for
this overestimation of mortality, which prompted the present
review to determine whether these default rates should be
revised.

We aimed to review AIDS-related and non–AIDS-
related mortality rates over time using data from a collabora-
tion of cohorts of PLHIV on ART in Europe and compare the
estimated mortality rates for 2016–2020 with the estimates
produced by Spectrum.

METHODS

Antiretroviral Therapy Cohort
Collaboration Data

Data were taken from the Antiretroviral Therapy Cohort
Collaboration (ART-CC), a collaboration of HIV cohort
studies from Europe and North America.13 Ethics committees
or institutional review boards approved the individual co-
horts, which used standardized data collection methods and
regularly followed up patients. Cohorts gathered information
on mortality through linkage with vital statistics agencies and
hospitals or physician report, and the active follow-up of
participants. For these analyses, European ART-CC cohorts
were included if they had assigned a cause to$70% of deaths
among PLHIV who were eligible to be included in the ART-
CC baseline data set; 11 of 13 of the ART-CC’s European
cohorts were included. The included cohorts are listed in
Appendix Table 1, Supplemental Digital Content, http://links.
lww.com/QAI/C187. Only data from the ART-CC’s Euro-
pean cohorts were used and not from the ART-CC’s North
American cohorts because the North American AIDS Cohort
Collaboration on Research and Design was deemed to hold
more representative data for PLHIV in North America.14 The
eligibility criteria for PLHIV to be included in the ART-CC
baseline data set were having started combination ART (3
drugs or more) with no prior exposure to ART medications
when aged $16 years old and with a CD4 cell count and
HIV-1 RNA viral load measurement taken within a window
of 3 months before to 1 week after starting combination ART.

We adapted the Cause of Death (CoDe) project pro-
tocol15 to classify causes of death information into a single
cause in the HICDEP format (https://hicdep.org/Wiki/v/10/pt/
3/Table/104/FieldID/1321). Information on cause of death
was recorded either as International Classification of Dis-
eases, Ninth Revision (ICD-9) or 10th Revision (ICD-10), or
free text. If ICD-9 or ICD-10 codes were available, causes of
death were classified by a clinician and a computer algo-
rithm.5 When ICD-9 or ICD-10 codes were not available, 2
clinicians independently classified each death. Disagreements
between clinicians and/or computer-assigned codes were
resolved through panel discussion. Further information on
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this process has been detailed elsewhere.16 For comparison
with Spectrum, causes of death were categorized as AIDS
related or non–AIDS related. Deaths were coded as AIDS
related if there was a serious AIDS defining condition before
death and/or a low CD4 count (,100/mL) within a year
(18 months if off treatment) of death, and a diagnosis
compatible with AIDS as cause of death.5 All other deaths,
including those of unknown cause, were considered
non–AIDS related. The cause of death coding rules is
included in the Appendix, Supplemental Digital Content,
http://links.lww.com/QAI/C187.

The Spectrum Model
The AIDS Impact Module in Spectrum is a compart-

mental HIV epidemic model that is coupled with a demo-
graphic population projection method.7,17 For the 2022 HIV
estimates round, most countries used demographic inputs to
Spectrum, including country-specific life tables, that were
derived from the 2019 World Population Prospects.9 PLHIV
aged 15 years and older are stratified by sex, age, CD4 cell
count category (CD4.500, 350–500, 250–349, 200–249,
100–199, 50–99, ,50 cells/mm3), and ART status. Excess
mortality rates among PLHIV on ART vary by sex, current
age (15–24, 25–34, 35–44, $45), CD4 category at ART
initiation, and time since ART initiation (,6, 6–11, or $12
months). Recommended default excess mortality rate inputs
among PLHIV on ART were estimated using data on all-
cause mortality10,11 and subtracting background mortality
(population-level average mortality from HIV-unrelated
causes) by age, sex, and calendar year.

Spectrum model assumptions are routinely reviewed by
the UNAIDS Reference Group on Estimates, Modeling, and
Projections.18 Appendix Table 4, Supplemental Digital
Content, http://links.lww.com/QAI/C187 and the subsequent
sections in the appendix review the mortality rates used for
PLHIV starting ART with CD4 counts .500 cells/mm3.

Statistical Analyses
ART-CC cohort data were split into calendar periods of

follow-up (1996–1999, 2000–2003, 2004–2007, 2008–2011,
2012–2015, and 2016–2020; with follow-up in 2020 ending in
April 2020 before the impact of the COVID-19 epidemic), for
which we calculated time-updated characteristics for the
beginning of each period if the person did not start ART
during that period. The characteristics were used to describe the
ART-CC population. For comparability with Spectrum, we
removed follow-up of PLHIV when they were aged,20 years.
We calculated crude rates of AIDS-related and non–AIDS-
related mortality per follow-up period, stratified by sex and by
time-updated age category. Cohort data analyses were per-
formed in Stata v17.1 (StataCorp, 2021) (Table 1).

We calculated equivalent population mortality rates
stratified by sex and age (in 5-year categories) for each
follow-up period to correspond with the country mix in the
ART-CC data. Mortality rates for each age and sex group
were retrieved for each country included in the analyses using

data from mortality.org for 2014.19 The retrieved country-
specific mortality rates for each age/sex group were then
multiplied by the proportion of PLHIV in each age/sex group
from the country that made up the entire ART-CC sample for
each follow-up period.

Spectrum Mortality Rates on ART
We used national Spectrum projections to calculate all-

cause mortality rates among PLHIV on ART and in the
general population for comparison to ART-CC estimates. We
used national projections developed for the 2022 HIV
estimates round for the 8 countries with ART-CC cohorts.
Five projections (France, Greece, Italy, Netherlands, Switzer-
land) were shared by national HIV estimate teams and are
available from the UNAIDS on request.20 Three other
projections (Austria, Germany, Spain) contributed to regional
and global UNAIDS analyses but are not publicly available.
Five of these projections (France, Greece, Italy, Netherlands,
and Spain) used nondefault mortality rate inputs that were
lower than regional Spectrum defaults. To assess the
adequacy of regional defaults, projections were modified for
this analysis to use Spectrum’s regional default on-ART
mortality rates. Rates were calculated using Spectrum esti-
mates for 2016–2019 because ART-CC follow-up during
2020 was minimal.

We report all-cause mortality rates mAðt; sÞ for people
on ART aged 20 years and above:

mAðt; sÞ ¼
P

k

P80þ
x¼20

�
DAðt;k;s;xÞ
NAðt;k;s;xÞ þ

DBðt;k;s;xÞ
Nðt;k;s;xÞ

�
WAðt; k; s; xÞ

P
k

P80þ
x¼20 W

Aðt; k; s; xÞ :

Spectrum estimates of excess deaths on ART (DA), HIV-
unrelated deaths in the overall population regardless of HIV
status (DB), and population sizes on ART (NA) or overall (N )
were stratified by year t, country k, sex s, and age x. The ratio
DA=NA reflects excess mortality among PLHIV on ART,
whereas DB=N   reflects HIV-unrelated mortality. To account
for differences in demographic characteristics between Spec-
trum and the ART-CC, we evaluated 3 sets of weights WA:
Spectrum’s projected population on ART (1) as-is or adjusted
to match the observed ART-CC distribution of patients (2) by
age, or (3) by age and country.

We calculated equivalent general population all-cause
mortality rates by sex mðt; sÞ analogously:

mðt; sÞ ¼
P

k

P80þ
x¼20

DAðt;k;s;xÞþDH ðt;k;s;xÞþDBðt;k;s;xÞ
Nðt;k;s;xÞ WAðt; k; s; xÞP

k

P80þ
x¼20W

Aðt; k; s; xÞ :

Here, DH ðt; k; s; xÞ are HIV-related deaths among PLHIV not
on ART.

We calculated model all-cause mortality rates in R
v4.2.2 using estimated population sizes and numbers of
deaths extracted from Spectrum files submitted for the 2022
HIV estimates round.
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Sensitivity Analysis
To investigate the effect of removing the ART-CC

inclusion criteria on the age of the cohort, we calculated the
median age across all PLHIV alive as of January 1, 2016, that
the ART-CC holds data on. PLHIV from the same cohorts
included in the main analysis were again included but CD4
count and viral load values around ART start, prior ART
status, and loss-to-follow-up before January 1, 2016, were
disregarded.

RESULTS

Characteristics of ART-CC Population
Overall, follow-up from 162,835 PLHIV was included

in the analysis, with the number of PLHIV in follow-up
increasing from 19,271 in 1996–1999 to 126,857 in
2016–2020. The median age of PLHIV at the start of the
follow-up period was 35 years (interquartile range: 31–42
years) in 1996–1999, increasing to 45 years (36–52 years) in
2016–2020. There was a smaller increase in age when starting
ART from 35 years (31–42 years) in 1996–1999 to 38 years
(30–47 years) in 2016–2020. In a sensitivity analysis
removing the ART-CC eligibility criteria, the median age of
the cohort increased to 48 years (39–55 years) in 2016–2020.

The percentage of PLHIV in follow-up who acquired HIV
through injecting drug use decreased over time, whereas the
percentage of men who acquired HIV through sex with men
increased. The percentage of PLHIV who started each follow-
up period as ART naive reduced over time from 100.0% in
1996–1999 to 16.0% in 2016–2020, whereas the percentage
of PLHIV who started each follow-up period with CD4
counts of 0–199 decreased from 42.6% in 1996–1999 to 7.4%
in 2016–2020.

Spectrum projected a cumulative 1.95 million person-
years on ART during 2016–2019. Men accounted for 74% of
person-years lived by PLHIV. PLHIV on ART were older in
the Spectrum projections than in the ART-CC (Fig. 1). The
median age of PLHIV on ART was 53 years for men and
52 years for women, about 7 years older than the ART-CC
median for 2016–2020.

AIDS and Non-AIDS Mortality in the ART-CC
There were 11,504 deaths in 1,100,155 person-years of

follow-up, of which 2648 deaths (23.0%) were classified as
AIDS related and 8856 (77.0%) were classified as non–AIDS
related. In 1996–1999, 226 of 466 deaths (48.5%) were
classified as AIDS related, compared with 359 of 2348 deaths
(15.3%) in 2016–2020.

TABLE 1. Time-Updated Characteristics of PLHIV on ART in ART-CC Analyses

Characteristics

Follow-up Years

1996–1999 2000–2003 2004–2007 2008–2011 2012–2015 2016–2020

N 19,271 40,496 63,484 93,394 119,912 126,857

Median age (IQR), yr 35 (31–42) 36 (31–43) 39 (33–45) 41 (34–47) 42 (35–50) 45 (36–52)

Sex/acquisition group, n (%)

MSM 6612 (34.3) 12,684 (31.3) 20,845 (32.8) 36,520 (39.1) 53,280 (44.4) 58,784 (46.3)

Male; IDU 3232 (16.8) 5541 (13.7) 6832 (10.8) 7490 (8.0) 7530 (6.3) 6638 (5.2)

Female; IDU 919 (4.8) 1589 (3.9) 1949 (3.1) 2119 (2.3) 2118 (1.8) 1838 (1.5)

Male; heterosexual 3569 (18.5) 8371 (20.7) 13,324 (21.0) 18,985 (20.3) 23,503 (19.6) 24,461 (19.3)

Female; heterosexual 3430 (17.8) 9083 (22.4) 15,867 (25.0) 22,354 (23.9) 26,448 (22.1) 27,750 (21.9)

Either sex; other/unknown 1509 (7.8) 3228 (8.0) 4667 (7.4) 5926 (6.4) 7033 (5.9) 7386 (5.8)

ART naive, n (%)* 19,271 (100.0) 22,573 (55.7) 26,870 (42.3) 35,916 (38.5) 36,648 (30.6) 20,320 (16.0)

CD4 cell count, cells (%)

0–199 8205 (42.6) 14,978 (37.0) 17,179 (27.1) 16,061 (17.2) 13,850 (11.6) 9390 (7.4)

200–349 4827 (25.1) 10,294 (25.4) 17,655 (27.8) 23,880 (25.6) 19,083 (15.9) 13,335 (10.5)

350–499 3484 (18.1) 6005 (14.8) 10,286 (16.2) 20,533 (22.0) 26,680 (22.3) 20,724 (16.3)

$500 2755 (14.3) 8068 (19.9) 14,784 (23.3) 27,127 (29.1) 52,747 (44.0) 73,976 (58.3)

Missing 0 (0.0) 1151 (2.8) 3580 (5.6) 5793 (6.2) 7552 (6.3) 9432 (7.4)

Country, n (%)

Austria 413 (2.1) 997 (2.5) 1703 (2.7) 2639 (2.8) 3518 (2.9) 3664 (2.9)

France 10,401 (53.6) 21,509 (52.9) 32,676 (51.3) 45,707 (48.8) 56,013 (46.6) 59,668 (46.9)

Germany 173 (0.9) 435 (1.1) 779 (1.2) 1252 (1.3) 1524 (1.3) 1423 (1.1)

Greece 288 (1.5) 682 (1.7) 1266 (2.0) 2515 (2.7) 3738 (3.1) 3342 (2.6)

Italy 1585 (8.2) 2386 (5.9) 2537 (4.0) 3451 (3.7) 6421 (5.3) 8421 (6.6)

Netherlands 1656 (8.5) 3876 (9.5) 6634 (10.4) 10,180 (10.9) 13,680 (11.4) 14,656 (11.5)

Spain 3134 (16.2) 7673 (18.9) 13,791 (21.7) 22,014 (23.5) 28,527 (23.7) 29,272 (23.0)

Switzerland 1621 (8.4) 2938 (7.2) 4098 (6.4) 5636 (6.0) 6491 (5.4) 6411 (5.0)

IDU, injecting drug use; IQR, interquartile range; MSM, men who have sex with men.
*ART naive when first contributing follow-up to the period.
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Table 2 shows cause-specific mortality rates over time
for men and women, whereas Appendix Tables 2 and 3,
Supplemental Digital Content, http://links.lww.com/QAI/
C187 show the age-stratified cause-specific mortality rates
over 2016–2020 for men and women on ART, respectively.
Both AIDS-related and non–AIDS-related mortality rates
declined between 1996–1999 and 2016–2020 for men and
women on ART. The largest decreases were seen for AIDS-
related mortality among men, from 8.8 (95% confidence
interval: 7.6–10.1) to 1.0 (0.9–1.2) deaths per 1000 person-
years, but AIDS-related mortality also decreased substantially
for women, from 5.9 (4.4–8.1) to 1.1 (0.9–1.4) deaths per
1000 person-years. During 1996–1999, approximately half of
mortality among men and women on ART was classified as
AIDS related, with rates of non-AIDS mortality per
1000 person-years of 9.1 (7.9–10.5) and 7.0 (5.2–9.3) among
men and women, respectively. A far lower percentage of
mortality was classified as AIDS related in 2016–2020, with
non-AIDS mortality rates having fallen more slowly than
AIDS-related mortality to 6.1 (5.8–6.5) and 4.8 (4.3–5.2)
deaths per 1000 person-years among men and women on
ART, respectively.

As the ART-CC population aged during this time,
mortality rates in equivalent aged-matched general population
cohorts of men and women increased between 1996–1999
and 2016–2020, from 1.8 to 4.1 and from 0.8 to 1.9 deaths per
1000 person-years in men and women, respectively.

Comparison of Spectrum to the ART-CC
Spectrum estimated that 8200 excess deaths occurred

among PLHIV on ART during 2016–2019. All-cause
mortality rates on ART increased from 11.15 to 11.39

deaths per 1000 person-years in men and from 7.51 to 7.97
deaths per 1000 person-years in women during 2016–2019
(Fig. 2), higher than contemporary rates in ART-CC by
28%–36% in women and by 56%–59% in men. Compared
with unadjusted rates, adjustment to the ART-CC popula-
tion by age reduced all-cause mortality rates on ART by
32%–40% and by 33%–42% when adjusted by both age and
country. After these adjustments, all-cause mortality rates in
Spectrum among men were close to ART-CC estimates for
2016–2020 (Spectrum: 7.02–7.47 deaths per 1000 person-
years; ART-CC 7.2) but 20% lower in women (Spectrum:
4.66–4.70; ART-CC 5.9 deaths per 1000 person-years).

Rates of excess mortality (ie, with HIV-unrelated
mortality excluded) among PLHIV on ART in Spectrum
ranged from 4.23 to 4.45 and 3.71–3.74 deaths per
1000 person-years in men and women, respectively
(Fig. 3). Excess mortality rates decreased by 23%–26%
after adjustment to the ART-CC population by age and
country. After this adjustment, excess mortality rates in
Spectrum were 2.5-fold in women and 3.1- to 3.4-fold
higher in men in comparison to AIDS-specific mortality
rates in the ART-CC (women, 1.1; men, 1.0 deaths per
1000 person-years).

Differing assumptions about mortality in the general
population may contribute to differences in all-cause mortal-
ity rates on ART between Spectrum and the ART-CC.
General population all-cause mortality rates in Spectrum
were higher than general population estimates corresponding
to the demographics of the ART-CC by 99%–122% in men
and 64%–75% in women (see Figure 1, Supplemental Digital
Content, http://links.lww.com/QAI/C187). These general
population mortality rates were similar after adjusting Spec-
trum estimates to ART-CC age and country characteristics.

FIGURE 1. Age distribution of PLHIV on
ART in the ART-CC and Spectrum,
2016–2019.

TABLE 2. AIDS and Non-AIDS Mortality Rates per 1000 Person-Years in the ART-CC Over Time, Stratified by Sex

Periods

AIDS Mortality Non-AIDS Mortality General Population

Men Women Men Women Men Women

1996–1999 8.8 (7.6–10.1) 5.9 (4.4–8.1) 9.1 (7.9–10.5) 7.0 (5.2–9.3) 1.8 0.8

2000–2003 5.1 (4.6–5.6) 3.6 (3.0–4.4) 9.8 (9.2–10.5) 6.2 (5.3–7.1) 2.1 0.8

2004–2007 3.0 (2.7–3.3) 1.8 (1.5–2.2) 8.9 (8.4–9.4) 5.0 (4.4–5.6) 2.5 0.9

2008–2011 2.1 (1.9–2.4) 1.3 (1.1–1.6) 7.6 (7.2–8.0) 4.3 (3.9–4.8) 2.9 1.1

2012–2015 1.4 (1.3–1.6) 1.2 (1.0–1.5) 6.8 (6.5–7.1) 4.7 (4.3–5.1) 3.3 1.5

2016–2020 1.0 (0.9–1.2) 1.1 (0.9–1.4) 6.1 (5.8–6.5) 4.8 (4.3–5.2) 4.1 1.9
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DISCUSSION
Mortality on ART in WCENA has decreased between

1996 and 2020 and non-AIDS mortality now makes up most
deaths for PLHIV on ART. All-cause mortality rates among
PLHIV on ART estimated by Spectrum for 2016–2019 are
28%–59% higher than contemporary ART-CC estimates.
This raised concerns that Spectrum estimates may not reflect
the decreasing mortality among PLHIV observed in the ART-
CC, which was addressed in some national HIV estimates by
reducing age-specific mortality rate inputs to Spectrum.
However, most of the difference in overall all-cause mortality
between ART-CC and Spectrum is because of the age
distributions of PLHIV on ART, not differences in age-
specific mortality. The median age of ART patients in
Spectrum was approximately 7 years older than in those in

ART-CC during 2016–2019. National HIV estimates teams
are encouraged to validate the modeled age distribution of
PLHIV on ART against routine program data when preparing
their HIV estimates and to adjust model inputs to reduce
discrepancies. Nevertheless, we were not able to determine
whether the modeled age distribution in Spectrum was
representative of national treatment cohorts because these
data were not available to us. This knowledge gap limits our
ability to determine what changes to Spectrum might be
needed given the observed differences in age difference
between Spectrum and ART-CC. Age- and country-matched
excess mortality rates in Spectrum were 2.5-fold in women
and 3.1–3.4-fold higher in men in comparison to AIDS-
specific mortality rates in the ART-CC. This suggests that
a considerable proportion of the excess mortality in Spectrum

FIGURE 2. Comparing all-cause
mortality rates per 1000 person-
years for PLHIV on ART calculated
for the ART-CC and Spectrum,
2016–2019. Spectrum mortality
rates are calculated for either the
modeled ART population or
adjusted to match ART-CC charac-
teristics by age alone or age and
country simultaneously. Spectrum
mortality rates are calculated for
each year, whereas ART-CC mortal-
ity rates are calculated for the overall
period.

FIGURE 3. Comparing excess mor-
tality rates per 1000 person-years for
PLHIV on ART in Spectrum to AIDS-
specific mortality rates for the ART-
CC, 2016–2019. Spectrum mortal-
ity rates are calculated for either the
modeled ART population or
adjusted to match ART-CC charac-
teristics by age alone or age and
country simultaneously.
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is because of non-AIDS causes. For the 2023 HIV estimates
round, we updated Spectrum to allow direct comparison of
estimated all-cause deaths on ART to national vital registra-
tion data, and regional HIV estimates workshops emphasized
performing validation checks. In addition, in the latest version
of Spectrum, the mortality assumptions for PLHIV starting
ART with CD4 count of .500 cells per cubic millimeter will
be same as for PLHIV starting with CD4 count of 350–499
cells per cubic millimeter.

Comparison With Other Literature
That mortality because of non–AIDS-related causes

among PLHIV on ART in high-income countries now forms
the majority of deaths has been detailed elsewhere. A
systematic review and meta-analysis of studies between
2005 and 2016 by Farahani et al21 found that in high-
income countries, 54% (95% CI: 46% to 62%) of mortality
among PLHIV on ART was because of non-AIDS causes. A
Spanish population-based cohort of PLHIV, including those
not on ART, found that all-cause mortality decreased from
1999 to 2018, with the decrease driven by AIDS-related
mortality, whereas non-AIDS mortality remained stable and,
therefore, accounted for a higher proportion of mortality.22 A
study among PLHIV on ART in British Columbia, Canada,
observed reductions in all-cause, AIDS-related, and certain
types of non–AIDS-related mortality over calendar time from
2001 to 2012, with non–AIDS-related mortality accounting
for most deaths by 2011–2012.23 Reductions in AIDS-related
mortality are often attributed to the increased effectiveness
and availability of ART; however, deaths described as
non–AIDS-related also declined when ART became avail-
able.1 PLHIV on ART continue to have a higher prevalence
of many non–AIDS-related comorbidities than the general
population.24 This is partly because of lifestyle factors, such
as a higher prevalence of smoking among PLHIV.25 How-
ever, the ART-CC has previously detailed that increased non-
AIDS mortality is seen among PLHIV on ART that have
AIDS-defining events.26 In addition, markers of inflammation
that are associated with increased non–AIDS-related mortality
are often elevated among PLHIV, even when on ART,27,28

which indicates that HIV also leads through multiple
mechanisms to an increase in what is described as non-
AIDS mortality.

Strengths and Limitations
A strength of these analyses was the use of a large,

multicountry data set of PLHIV on ART that should be quite
generalizable to the populations of PLHIV on ART in
Western European countries. Previous research comparing
European HIV cohort data with surveillance system data
found that although the cohorts were generally representa-
tive of the HIV-diagnosed populations in the surveillance
system, some important subgroups, such as PLHIV
aged $55 years, were underrepresented.29 Although the
population included should be quite generalizable to these
countries, the ART-CC inclusion criteria (PLHIV starting
combination ART as ART naive with CD4 counts and viral

load measurements within a month of ART initiation13) may
mean that the population used here is slightly younger than
the overall populations on ART in these countries. We
investigated this in a sensitivity analysis and found that
when removing these inclusion criteria, a 4-year difference
remained in comparison to Spectrum. However, this could
have been affected by the individual cohorts selecting
records of PLHIV to be sent to the ART-CC that they
believed matched the ART-CC’s eligibility criteria, that is,
they were not ART naive when starting combination ART.
Another strength of these analyses is the use of detailed data
on causes of death. However, ascertaining a single cause of
death can be complicated and was not possible for approx-
imately 20% of the deaths, particularly in cases where there
were multiple major comorbidities, but these cases should
mostly be where there are competing non-AIDS conditions,
so should not affect the interpretation of this analysis.
Interpreting mortality rates for PLHIV in comparison with
an age-, sex-, and country-matched general population can
be difficult because of differences in other confounders, such
as the prevalence of comorbidities and substance use issues.
These country-matched general population mortality rates
were taken for 2014 rather than using separate rates for each
calendar year period. However, although mortality rates in
WCENA countries between 1996 and 2020 will have
decreased over this period, the magnitude will have been
small compared with the changes in mortality rates among
PLHIV.

Implications for National HIV Estimates
Using Spectrum

Reported estimates of AIDS-related deaths prepared
using Spectrum should be clarified. HIV-related mortality rate
inputs to Spectrum reflect excess mortality among people
living with HIV, but the corresponding deaths estimates are
usually reported as AIDS-related deaths, which might be
interpreted as deaths caused by AIDS.12 Differing age
distributions between the ART-CC and Spectrum inputs
caused differences in the overall mortality rates. However,
we found that Spectrum produces estimates of all-cause
mortality among PLHIV that are consistent with mortality
observed in ART-CC after controlling for age and country.
We found that a substantial proportion of excess mortality
among PLHIV on ART in Europe is from non-AIDS causes
and that excess mortality rates among PLHIV on ART in
Spectrum are 2.5–3.4-fold higher than AIDS-related deaths
rates in the ART-CC. This suggests that 60%–70% of excess
deaths among PLHIV on ART in Spectrum are from non-
AIDS causes. Thus, misinterpreting excess deaths as AIDS-
related deaths risks overstating the numbers of deaths that
might be prevented through ART, although ART should also
reduce some deaths that are currently classified as non-AIDS
mortality. Misinterpreting excess deaths as AIDS-related
could also underemphasize other interventions targeted at
reducing the apparent burden of non-AIDS mortality associ-
ated with HIV. Second, different age distributions of the
PLHIV on ART was a major reason for differences in crude
mortality among PLHIV between ART-CC and modeled
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Spectrum estimates. Estimate teams should prioritize review
demographic characteristics of modeled HIV populations to
ensure accurate HIV estimates.
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