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TB and HIV epidemiology in Sweden
• 506 new TB cases in 2018 (incidence

4.9/100 000)

• Median age : 32 years

• 16% estimated infected in Sweden

• 86% foreign origin

HIV screening performed, 
prevalence unknown

• 434 new HIV cases in 2017 (4.3 
incidence/100 000)

• Median age: 37 years ( 49% heterosexual
transmission, 30% MSM)

• 18 % estimated infected in Sweden

• Eritrea and Thailand most common 
countries if infected abroad

• Screening for active TB performed
(symptoms, radiology).

• Prevalence of LTBI unknown

Overlapping
risk groups



Conflicting Swedish guidelines for TB prevention
• Public Health Agency guidelines for TB prevention 2017: LTBI screening and treatment in HIV 

positive individuals is recommended

• Guidelines for HIV treatment 2019 (Reference group for anti-viral therapy) recommends against
screening and treatment of LTBI in HIV positives

Background: ART reduces the risk of TB activation with an additional risk reduction
with LTBI treatment (references given below)

Rationale for recommendation: Active TB in HIV positives not perceived as a problem in 
Sweden. Active TB is detected early and therefore prevention is not not necessary. 

Rangaka MX et al, Isoniazid plus antiretroviral therapy to prevent tuberculosis: a randomised double-blind, placebo-
controlled trial. Lancet 2014;384(9944): 682-90.

Golub JE et al Long-term protection from isoniazid preventive therapy for tuberculosis in HIV-infected patients in a medium-
burden tuberculosis setting: the TB/HIV in Rio (THRio) study. Clinical infectious diseases .2015;60(4):639-45. 



Incidence of TB and the need of prophylactic treatment in persons living with 
HIV in Stockholm during the era of anti-retroviral therapy 1996–2013

• Background: To determine the incidence and risk factors of active tuberculosis (TB) in 
persons living with HIV in a low endemic setting over a 17-year time period when 
combination antiretroviral therapy (ART) has been available. 

• Methods: 2127 adult patients diagnosed with HIV January 1996–December 2013 at the 
Karolinska University Hospital in Stockholm County eligible. Exclusion of 259 patients 
transferred to other clinics. 1868 were followed until TB diagnosis, death or end of study 
period. Median follow-up time was 7.9 years (interquartile range, 3.9–11.5).

• Results: Active TB  diagnosed in 92 patients, corresponding to an incidence rate of 6.2 
cases (95% CI 5.1–7.6) per 1000 person-years with a significant decline over time. 52% of 
TB cases were diagnosed within 1 month from HIV diagnosis. 

Norrby M, Wannheden C, Ekström AM, Berggren I, Lindqvist L Infectious Diseases 2018;50:807-816



• Being a migrant from a TB-endemic region, was the only patient characteristic associated with 
significantly higher risk of active TB (Hazard Ratio, HR: 8.54, 95% confidence interval, CI: 3.09–
23.61) controlling for route of HIV transmission, year of HIV diagnosis, CD4-cell count and viral 
load at HIV diagnosis. 

• The number needed to treat to prevent one case of TB among patients in this high-risk group 
was 22 (95% CI 26–47) (assuming all subjects from high endemic countries had LTBI).

• Conclusions: the incidence of active TB in persons living with HIV in Stockholm County 
declined significantly after the introduction of ART but was still 80 times higher than in the 
general population at the end of the study period. The therapeutic gain of chemoprophylaxis 
in low endemic settings should be weighed against costs and side effects.

• The conflicting recommendations from experts in TB respectively HIV calls for collaborative 
common guidelines, grounded on evidence and sound judgment on screening and treatment 
of LTBI in persons living with HIV in low endemic countries

Results continued



Survey latent TB screening with 26/26 HIV focal
points in Sweden (Clinics of Infectious Diseases)

Do you screen HIV patients for LTBI? (26/26)

1. No

2. Yes, always

3. Yes, if origin from TB high endemic setting

4. Yes, in contact tracing

Responsible for survey:
Judith Bruchfeld

Jerker Jonsson: Focal point TB surveillance
Public Health agency



If you screen for LTBI, what immunreactive methods do you use?

(25/26)

1. TST 

2. TST and Quantiferon

3. Quantiferon

4. TST and T-spot.TB

5. T-spot TB



What criteria do you use for LTBI treatment if positive 
screening test? (24/26)

1. CD4 count

2. ART treatment duration

3. Viral load

4. Origin



Which patient/s do you consider to screen and treat for LTBI?
(24/26)

I: Man from Uganda, 36 years, 3 months in Sweden, CD4 360/mm3 Yes No

II: Man from Uganda, 36 years, 3 months in Sweden, CD4 90/mm3 Yes No

III: Woman from Zimbabwe, 28 years, pregnant, CD4 360/mm3 Yes No

IV: Woman, born in Sweden, 42 years, IDU, CD4 450/mm3 Yes No

V: Man, born in Sweden, MSM, 26 years, CD4 20/mm3 Yes No

VI: Woman,  born in Sweden, heterosexual, 33 years, CD4 200/mm3 Yes No





Some recent examples from our clinic
• 35 year old woman, from Zimbabwe, living in Sweden since 10 years. Father died of TB 15 years

ago. Seeks care 2018 due to high fever since several weeks, weight loss, night sweats. 

• HIV positive in testing, previously unknown. CD4 90. Transferred Karolinska. Initial CXR and CT 
show miliary pattern but overlooked. Suspected EBV driven lymphoma, not verified. Steroid trial. 

• Diminishing fever but increasing hypoxemia, respiratory and cardiac failure. CXR shows extensive 
bilateral infiltration. Rescuscitation negative. Later growth of Mtb in blood culture (taken for 
NTM)

• 32 year old woman, known HIV since 2004 upon arrival to Sweden. From Eritrea, QFT positive, not 
treated for LTBI, motivated by ongoing ART, high CD4 count. Frequent trips to Eritrea. When
abroad March 2019 debut of cough and fever, night sweats. Azithromycin without effect. 

• Seeks care in Sweden, seen by GP.  Duration of symptoms now 3 weeks. CXR shows apical cavitary
infiltration in left lower lobe. Given levofloxacin (LFX) by GP after contact with responsible HIV 
doctor.

• Improves but after discontinuation of LFX renewed symptoms. Calls HIV doctor who recommends
contact with GP. Seen by GP, new treatment with Amoxicillin-clavulatane. No improvement.

• Seeks ER Karolinska Huddinge end of April 2019, progression of cavitary infiltration, abundant 
smear positive for mycobacteria in 3/3 sputum, PCR positive for Mtb, no resistance mutations for 
RIF or INH


