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Tuberculosis-immune reconstitution inflammatory syndrome (TB-IRIS) occurs in 8-54% of 

people with HIV (PWH) with TB and is associated with increased mortality, longer hospital 

stay and longer time to virological control. Among the factors associated to TB-IRIS are low 

CD4 count and high viral load at diagnosis and timing of ART initiation, while the role of 

INSTI, especially double-dose DTG has been postulated but not confirmed. Diagnosis of 

TB-IRIS is challenging and relies on multiple parameters. Current guidelines consider but do 

not recommend corticosteroid prophylaxis in the presence of specific risk factors. We 

evaluated the prevalence and clinical characteristics of TB-IRIS in PWH and its associated 

risk factors. 

Results 

In the study period, 21 PWH (n=10 [47.6%] treatment-naïve and n=11 [52.4%] treatment-

experienced) were diagnosed with active TB. Among them, 5 cases of TB-IRIS were 

reported (n=2 unmasking and n=3 paradoxical), with a prevalence of 23.8% overall and 40% 

among treatment-naïve patients. Mean age was 42.6 years (SD 8.73), 5 (23.8%) were 

females, 16 (76.2%) were foreign-born, median CD4 count at TB diagnosis was 120 N/mmc 

(48-339). For 16 TB cases (80% of those with evaluable outcome), treatment success was 

reached (Table 1). All TB-IRIS cases were successfully managed. Individual characteristics 

and management of TB-IRIS cases are outlined in Table 2. 

Female gender, being foreign born, being treatment-naïve, having disseminated TB and 

treatment with double-dose DTG were significantly correlated with TB-IRIS. Hospital stay 

duration was longer in case of TB-IRIS. 

 

Conclusion 

We report a high prevalence of TB-IRIS in PWH and TB, with some risk factors 

compatible to the literature and others specific to our cohort. Multicentric studies 

addressing prevalence, diagnostics and management of TB-IRIS are warranted to 

lead to definitive recommendations on prophylaxis and more accurate diagnostics 

strategies. 

 

Methods 

Introduction/Summary 
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IRIS, immune reconstitution inflammatory syndrome; SD, standard deviation; TB, tuberculosis; Vl, viral load; ART, anti-retroviral treatment; CRP, C reactive 

protein; IQR, interquartile range; INSTI, integrase strand transfer inhibitor; DTG, dolutegravir; RAL, raltegravir; BIC; bictegravir; NNRTI, non-nucleoside reverse 

transcriptase inhibitors; PI, protease inhibitors, NRTI, nucleoside reverse transcriptase inhibitors 

Table 2. Individual clinical, laboratory and radiological characteristics of TB-IRIS cases at TB-IRIS diagnosis; TB-IRIS management and outcome 

Table 1. Baseline, immunovirological and TB disease characteristics of the population stratified by the occurrence of IRIS. 

ART, antiretroviral treatment; VL, viral load; CRP, C-reactive protein; BM, bone marrow  
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Single centre study; retrospectively included all PWH with active TB followed by our HIV Unit 

from 01/01/2013 to 31/12/2023, stratified by the occurrence of TB-IRIS. We collected data on:  

- General characteristics      

- TB disease; immunovirological status at TB diagnosis / follow-up  

- IRIS diagnosis and management  

Corticosteroid prophylaxis for TB-IRIS is not routinely prescribed in our clinic.  

Categorical variables: described using absolute number and percentage  

Continuous variables: described using the median and interquartile range (IQR), and 

compared, with χ2 or Fisher exact test if applicable and Mann-Whitney test.  

Correlation analysis: Pearson and Spearman correlations. 


