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S U M M A R Y  

B A C K G R O U N D : TB and mental illnesses are public 
health priorities that often co-exist, with migrants in 
high-income countries being at risk for both conditions. 
This study investigates whether mental illness influences 
TB risk and examines the impact of migration status. 
M E T H O D S : A nationwide prospective cohort study was 
conducted in Denmark from 1994–2015, involving mi-
grants matched 1:6 to Danish-born individuals. Cox 
regression models, adjusted for age, sex and migrant 
status, were used to assess the effect of mental disorders 
on TB risk. 
R E S U L T S : Both migrants and non-migrants with mental 
disorders showed elevated TB incidence (n ¼ 1,189,273). 
After adjusting for age and sex, the hazard ratio (HR) for 
TB in those with any mental disorder was 3.62 (95% CI 
2.99–4.39, P , 0.001) compared to those without mental 

disorders. The effect was more substantial in Danish- 
born individuals (HR 15.51, 95% CI 12.05–19.95, P , 

0.001) than in migrants (HR 1.37, 95% CI 0.99–1.90, 
P ¼ 0.055). Sub-analyses highlighted a significant effect 
of substance use (HR 5.49, 95% CI 4.46–6.76, P , 

0.001) and psychosis (HR 4.19, 95% CI 1.74–10.08, P ¼
0.001) and borderline significance for affective/anxiety/ 
stress-related disorders (HR 1.64, 95% CI 0.98–2.73, 
P ¼ 0.058) on TB risk. 
C O N C L U S I O N S : People with mental illnesses, particu-
larly psychotic and substance use disorders, have in-
creased TB incidence and represent a high-risk 
population for targeted screening and treatment. TB 
programmes should integrate holistic mental health care. 
K E Y  W O R D S :  tuberculosis; mental health; migrant; co-
hort; Europe 

Both TB and mental health are urgent global health 
priorities, with 1.3 million deaths from TB worldwide 
in 2022,1 and 5% of global disability-adjusted life- 
years (DALYs) attributable to mental disorders.2 TB 
and mental illnesses often co-exist, yet the nature of 
associations is not well-understood, with complex and 
bidirectional relationships between the two condi-
tions.3 Chronic symptoms of TB, lengthy treatment 
courses, medication side effects, and stigma may all 
trigger or exacerbate mental illness in TB patients.4 

There is increasing interest in whether, conversely, 
poor mental health may drive increased TB incidence, 
with a recent systematic review identifying a limited 
number of cohort studies―all based in Asia―showing 
that mental illness is associated with subsequent in-
creased TB risk.5–9 In addition, there is robust evidence 
showing an association between alcohol and drug use 
and TB risk.10–12 These data are supported by evidence 

that psychosocial stress, mental illness and substance 
use directly influence the immune system and sus-
ceptibility to infection,13 including pathways relevant 
to Mycobacterium tuberculosis infection and pro-
gression to TB disease.14,15 However, the effect of 
mental illness on TB risk has not been comprehensively 
assessed in any European cohort. 

In high-income countries in Europe, migrants make 
up a high proportion of TB cases: 33% in European 
Union/European Economic Area (EU/EEA) countries 
and over 70% in parts of Northern and Western Europe, 
including Nordic countries and the United Kingdom.16 

Migrants in Denmark have a significantly higher TB 
incidence (120/100,000 person-years [py], 95% CI 115– 
126) than the Danish-born (4/100,000 py, 95% CI 3– 
4).17 This disparity closes with increased time since 
migration but remains high for over a decade.18–20 

Across Europe, migrants, especially refugees, asylum 
seekers and undocumented migrants, are at increased 
risk of certain mental disorders.21 In Denmark, refugees 
have a higher overall risk of having a first-time 
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psychiatric contact for a mental disorder than native 
Danes,22 but family reunification migrants have a lower 
risk.23 In addition, migrants in Denmark diagnosed with 
post-traumatic stress disorder (PTSD) and depression 
have higher rates of infectious disease than those without 
diagnosed psychiatric disorders (incidence rate ratio 
[IRR] 1.89, 95% CI 1.45–2.48; P , 0.01).24 However, 
the association between mental health and TB risk, and 
variations by migrant status, have not been fully ex-
plored to date in Europe or elsewhere. 

Denmark has an excellent network of interlinkable, 
longitudinal, population-based registries.25 Few other 
European countries routinely collect or disaggregate 
disease data by migrant status.26 While previous work 
uses Danish registry data to look specifically at mental 
illness and substance abuse (MISA) in TB cases and 
controls through a case-control design, finding increased 
odds of TB among people with MISA than those with-
out,27 we use a prospective cohort design to explore the 
association between all mental and behavioural disorders 
and subsequent TB risk. This is the first population-based 
cohort study in Europe to examine the association be-
tween mental health and TB risk and to explore varia-
tions between migrants (refugees/asylum seekers and 
family-reunified migrants) and non-migrants. 

METHODS 

Study population 
This prospective cohort study uses data from the 
Danish Migrant Cohort, a nationwide register-based 

cohort of all migrants (adult and child) who obtained a 
residence permit in Denmark between 1 January 1993 
and 31 December 2015, identified through the Danish 
Immigration Service (Figure 1). Migrants were 
grouped according to their legal grounds of residence: 
1) former asylum seekers and quota refugees (hence-
forth ‘refugees’), and 2) family-reunified migrants. In 
addition, a native Danish-born comparison group 
(born to Danish-born parents) was identified through 
Statistics Denmark, matched in a 1:6 ratio by age and 
sex. Migrants were included from the date of receiving 
residency; Danish-born controls from the date when 
their migrant match was granted residency. Individ-
uals with a diagnosis of TB on or before this date were 
excluded from analyses. The cohort generation and 
matching process has been previously described.17,28 

Reasons for exclusion related to this process are listed 
in Figure 1. Only migrants who received residency 
between 1 January 1994 and 31 December 2015 were 
included in this study, as International Classification 
of Disease, Tenth Revision (ICD-10) classifications 
were not in use until 1 January 1994. 

Data linkages 
All Danish residents are assigned a civil person reg-
istration number (CPR) at birth or date of residency. 
The CPR can be used to track individuals through 
public registries. Data on age, sex, immigration, em-
igration and death were obtained from Statistics 
Denmark. Using each individual’s CPR, the cohort 
was linked to the International Reference Laboratory 

Figure 1. Flow chart of selection process for study cohort. *Where a migrant is excluded, their matched controls are also excluded. 
CPR ¼ civil person registration; IRLM ¼ International Reference Laboratory of Mycobacteriology; NSR ¼ National Surveillance Register; 
SSI ¼ Statens Serum Institut. 
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of Mycobacteriology (IRLM) and the Danish National 
Surveillance Register (NSR), both located at Statens 
Serum Institut (SSI), Copenhagen. All cases of active 
TB disease, both pulmonary and extrapulmonary, 
were included. Diagnosis was either microbiologically 
confirmed or based on clinical/paraclinical findings 
suggestive of TB, prompting TB treatment. Data on 
mental illness were obtained from the National Patient 
Registry (NPR), which includes records of any hospital 
visit (inpatient, outpatient and emergency room, 
henceforth ‘hospital contact’). Mental illness is defined 
based on a hospital contact involving an ICD-10 di-
agnosis of F00 through F99, which includes all mental 
and behavioural disorders (henceforth ‘mental disor-
ders’). We defined sub-groups for substance use (F10– 
F19), psychotic (F20–F29), and affective and anxiety/ 
stress-related (F30–F48) disorders. 

Statistical methods 
Descriptive analyses were carried out using chi- 
squared and t-tests to describe baseline characteris-
tics of the study cohort at inclusion (sex, age, region of 
origin, residency status, mental disorders, TB). In 
survival analyses, individuals were followed from the 
date of entry into the cohort until censoring due to one 

of the following events: 1) TB diagnosis, 2) emigration, 
3) death, and 4) study end. Person-years were divided 
into two portions of follow-up: person-years after a 
hospital contact for a mental disorder (‘mental dis-
order’) and person-years without any prior contact 
(‘no mental disorder’). TB incidence rate was 
expressed as the number of newly diagnosed cases per 
10,000 py, with IRRs calculated to compare mental 
disorder and no mental disorder groups. Cumulative 
incidence functions were plotted based on a marginal 
competing-risk regression model to compare how the 
incidence of TB in those with and without a mental 
disorder varies between migrants and Danish-born. 

A multivariable Cox proportional hazards model 
was used to calculate the hazard ratio (HR), com-
paring those with and without a mental disorder, 
adjusting for age (at the start of the portion of follow- 
up, as a continuous variable) and sex. We decided a 
priori to evaluate effect modification by migrant sta-
tus; as such, a new model was built including migrant 
status as an interaction term, with hazard ratios re-
ported separately for migrants and Danish-born (and, 
in an additional model, for refugees and family- 
reunified migrants), also adjusting for age and sex 
as previously. The presence of effect modification was 

Table 1. Baseline characteristics of study cohort. 

Migrants 
n (%) 

Danish-born 
n (%) P value* 

Total, n 173,019 1,016,254 
Follow-up time, years, mean 10.90 12.30 
Sex 

Male 79,510 (46.0) 465,894 (45.8) 0.40 
Female 93,509 (54.1) 550,360 (54.2) 

Age at inclusion, years, mean � SD 28.57 � 13.96 28.56 � 13.27 0.87 
Region of origin 

Eastern Europe and Central Asia 43,991 (25.4) 
Europe, North America and Oceania 14,850 (8.6) 
Latin America and the Caribbean 5,058 (2.9) 
Middle East and North Africa 48,426 (28.0) 
South-East Asia 35,602 (20.6) 
Sub-Saharan Africa 23,981 (13.9) 
Stateless 1,111 (0.6) 

Residency status 
Refugee 90,455 (52.3) 

Quota refugee 9,696 (5.6) 
Asylum seeker 80,759 (46.7) 

Family-reunified migrants 82,564 (47.7) 
To Danish/Nordic citizens 57,666 (33.3) 
To immigrants 9,852 (5.7) 
To refugees 15,046 (8.7) 

Mental disorders 
Any mental disorder 5,435 (3.1) 33,559 (3.3) 

Substance use 1,594 (27.7) 17,690 (48.7) 
Psychosis 231 (4.0) 1,146 (3.2) 
Affective/anxiety/stress-related disorder 2,826 (49.1) 10,447 (28.8) 
Other mental disorder 1,103 (19.2) 7,040 (19.4) 

No mental disorder 167,584 (96.9) 982,695 (96.7) 0.001† 

TB status 
Any TB 1,933 (1.1) 411 (0.04) ,0.001† 

Pulmonary 1,038 (55.3) 349 (87.9) ,0.001† 

Extrapulmonary 838 (44.7) 48 (12.1) 
No TB 171,086 (98.9) 1,015,843 (100.0) 

*Pearson’s v2 test used for categorical variables, t-test for continuous variables. †Statistically significant. 
SD ¼ standard deviation. 
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confirmed using a likelihood ratio test (LRT), which 
tested the difference between the model with and 
without the interaction term. Analyses were repeated 
for sub-groups of mental disorder (substance use, 
psychotic, affective/anxiety/stress-related) following 
the above process, redefining portions of follow-up as 
before/without and after the first hospital contact 
for the specific condition being evaluated (e.g. first 
substance use contact). In sensitivity analyses, ana-
lyses were repeated as above and stratified to define 
portions of follow-up according to the first hospital 
contact by setting (emergency room, inpatient, or 
outpatient). Results were considered statistically 
significant at P , 0.05, with P values for borderline 
significant results approaching P ¼ 0.05 also re-
ported. All analyses were carried out in StataSE v18 
(Stata, College Station, TX, USA). 

Ethical approval 
This study was approved by the Danish Data Pro-
tection Agency, Valby (2016-41-4576) and by the 
University of Copenhagen, Copenhagen, Denmark 
(514-0231/18-3000). 

RESULTS 

Baseline characteristics of the study cohort 
Baseline characteristics of the study cohort (n ¼
1,189,273) are shown in Table 1 for both migrant and 
Danish-born groups. The mean age at inclusion was 
28.6 years, with a slightly higher proportion of females 
(54.1%). There were no significant differences in age 
and sex between migrants and Danish-born due to the 
matching process. Migrants originated from diverse 
regions, including high TB burden areas across the 
Middle East and North Africa (28.0%), Eastern 
Europe and Central Asia (25.4%), South-East Asia 
(20.6%), and sub-Saharan Africa (13.9%). Refugees 
accounted for slightly more than half of the migrant 
cohort (52.3%). 

Overall, 38,994 individuals (3.3%) had at least one 
hospital contact for a mental disorder during the 
follow-up period. Of these, 19,284 (49.5%) were 
related to substance use disorders, 1,377 (3.5%) to 
psychotic disorders, and 13,273 (34.0%) to affective 
or anxiety/stress-related disorders. Migrants had a 
higher proportion of affective/anxiety/stress-related 
disorders, while Danish-born individuals had a 
higher proportion of substance use disorders. There 
were 2,344 cases of TB during the study period, with 

the majority (82.5%) occurring in migrants. Migrants 
were significantly more likely to have TB disease than 
the Danish-born (v2 ¼ 8,700, P , 0.001) and had a 
significantly higher proportion of extrapulmonary TB 
than Danish-born individuals (v2 ¼ 146.21, P , 

0.001). 

Increased TB incidence observed in both migrants and 
Danish-born with mental disorders 
The incidence rate of TB was significantly higher in 
individuals with hospital contact for any mental dis-
order compared to those without (IRR 2.44, 95% CI 
2.01–2.95, P , 0.001). Specifically, the TB incidence 
rate in those with a mental disorder was 3.87/ 
10,000 py, while in those without a mental disorder, it 
was 1.58/10,000 py (Table 2). 

Patients with a hospital contact for any mental 
disorder also had a higher cumulative incidence of TB 
than those without, in both migrants and Danish-born 
individuals (Figure 2). Additionally, migrants showed 
a higher overall cumulative incidence of TB compared 
to Danish-born individuals. 

Mental disorder associated with increased 
TB disease risk 
Cox regression analyses revealed that hospital contact 
for any mental disorder was significantly associated 
with an increased subsequent risk of TB disease. After 
adjusting for age and sex, the hazard ratio (HR) for TB 
disease in individuals with any mental disorder was 
3.62 (95% CI 2.99–4.39, P , 0.001) compared to 
those without a mental disorder (Table 3). 

When evaluating effect modification by migrant 
status (LRT v2 ¼ 144.07, P , 0.001), the effect of 
mental disorder on TB risk was significantly stronger 
in Danish-born individuals (HR 15.51, 95% CI 

Table 2. TB incidence by mental disorder status. 

Event (TB) py* 
Rate 

(95%CI)† 
IRR 

(95%CI) P value 

No mental disorders 2,230 14.09 1.58 (1.52–1.65) Reference ,0.001 
Any mental disorder 114 0.29 3.87 (3.22–4.65) 2.44 (2.01–2.95) 

*Million py. †Per 10,000 py. 
py ¼ person-years; CI ¼ confidence interval; IRR ¼ incidence rate ratio. 

Figure 2. Cumulative incidence function of TB disease in study 
cohort. 
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12.05–19.95; P , 0.001) compared to migrants, in 
whom the effect approached borderline significance 
(HR 1.37, 95% CI 0.99–1.90; P ¼ 0.055). Among 
migrants, the effect was more pronounced in refugees 
(HR 1.38, 95% CI 0.95–2.01; P ¼ 0.09) than family- 
reunified migrants (HR 1.20, 95% CI 0.64–2.25; P ¼
0.56) (Supplementary Table S1). 

In sensitivity analyses, significant associations be-
tween TB risk and mental disorder were observed 
across all hospital settings (emergency room, inpa-
tient, outpatient). TB risk was highest in individuals 
with an emergency room contact for a mental disorder 
(HR 5.04, 95% CI 3.97–6.40), followed by inpatient 
(HR 4.25, 95% CI 3.27–5.52) and outpatient contacts 
(HR 3.64, 95% CI 2.67–4.95) (Supplementary Table 
S2). All results were statistically significant (P , 

0.001). 

Substance use and psychosis associated with increased 
TB disease risk 
Cox regression analyses by specific mental disorder 
categories showed that hospital contact for a sub-
stance use disorder (HR 5.49, 95% CI 4.46–6.76; P , 

0.001) and a psychotic disorder (HR 4.19, 95% CI 
1.74–10.08; P ¼ 0.001) were significantly associated 
with increased TB risk. Affective or anxiety/stress- 
related disorders showed borderline significance (HR 
1.64, 95% CI 0.98–2.73; P ¼ 0.058) (Table 3). 

For substance use disorders, the association with TB 
risk was significant in both migrants and Danish-born 
individuals (P , 0.001). However, the effect of psy-
chotic and affective/anxiety/stress-related disorders 
was significant only in the Danish-born population 
(P , 0.001) and not in migrants (Table 3). 

DISCUSSION 

Our data from a Danish nationwide cohort show 
that individuals with mental disorders, especially 
psychotic and substance use disorders, experience 
increased TB incidence. The association is particularly 
strong among the Danish-born, where mental disor-
ders are associated with a much greater relative in-
crease in TB risk (HR 15.51, 95% CI 12.05–19.95; 
P , 0.001) compared to migrants (HR 1.37, 95% CI 

0.99–1.90; P ¼ 0.055). Although the effect size is 
larger in Danish-born individuals, migrants with 
mental disorders represent the group with the highest 
absolute incidence of TB. This study adds to a small 
but growing body of evidence indicating that mental 
illness significantly increases the risk of subsequent TB 
disease, corroborating previous studies from Asia. 

A study in South Korea (n ¼ 64,744) reported an 
adjusted HR for TB incidence among those with de-
pression compared to controls of 2.63 (95% CI 1.74– 
3.96; P , 0.001),6 while a study in Taiwan (n ¼
172,952) reported an adjusted HR of 1.15 (95% CI 
1.03–1.28) for TB incidence among individuals with 
depression.7 Another study from Taiwan (n ¼
120,818) found an adjusted HR of 1.52 (95% CI 
1.29–1.79; P , 0.001) for TB among those with 
schizophrenia,8 and a study from Nagasaki, Japan 
(n ¼ 3,251) reported a relative risk of 3.04 (P , 0.005) 
for TB incidence among individuals with schizo-
phrenia compared to population incidence rates.9 

Our findings reveal an overall adjusted HR of 3.62 
(95% CI 2.99–4.39; P , 0.001) for TB among indi-
viduals with any mental disorder compared to those 
without, which is significantly higher than the HRs 
observed in most previous studies. For substance use 
disorders, we report an HR of 5.49 (95% CI 4.46– 
6.76; P , 0.001), and for psychosis, an HR of 4.19 
(95% CI 1.74–10.08; P ¼ 0.001). Affective/anxiety/ 
stress-related disorders were associated with a bor-
derline significant increase in TB risk (HR 1.64, 95% 
CI 0.98–2.73; P ¼ 0.058). These findings align with 
studies linking substance use disorders to TB,10,12 

including a meta-analysis of four cohort studies that 
reported a pooled relative risk of 2.38 (95% CI 1.43– 
3.96) for TB among individuals with alcohol-related 
problems.11 

This study is the first to use a prospective design to 
demonstrate that mental illness is associated with 
increased TB risk in a European population. Prior 
research using Danish national registry data has 
similarly found associations between mental disorders 
and infection risk, with PTSD being significantly as-
sociated with incident infections (HR 1.8, 95% CI 
1.6–2.0).29,30 While the relative impact of mental 
disorder on TB risk is greatest in Danish-born 

Table 3. Multivariable Cox regression analysis of factors associated with risk of TB. 

Total* Migrants† Danish-born† 

HR 
(95%CI) P value 

HR 
(95%CI) P value 

HR 
(95%CI) P value 

Any mental disorder 3.62 (2.99–4.39) ,0.001 1.37 (0.99–1.90) 0.055 15.51 (12.05–19.95) ,0.001 
Substance use 5.49 (4.46–6.76) ,0.001 2.92 (1.94–4.37) ,0.001 24.73 (19.12–31.98) ,0.001 
Psychosis 4.19 (1.74–10.08) 0.001 1.55 (0.39–6.21) NS 14.54 (4.67–45.30) ,0.001 
Affective/anxiety/stress-related 

disorder 
1.64 (0.98–2.73) 0.058 00.50 (0.24–1.05) NS 5.49 (2.72–11.08) ,0.001 

*Adjusting for age and sex. †Adjusting for age and sex, allowing for interaction with migrant status. 
HR ¼ hazard ratio; CI ¼ confidence interval; NS ¼ not significant. 
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individuals, the highest absolute TB incidence rates are 
observed among migrants with mental disorders, 
reflecting their high baseline TB incidence due to ex-
posure in high-incidence countries and structural 
vulnerabilities post-migration.31 

Our results indicate that refugees (HR 1.38, 95% CI 
0.95–2.01; P ¼ 0.09) have a higher TB risk associated 
with mental disorder compared to family-reunified 
migrants (HR 1.20, 95% CI 0.64–2.25; P ¼ 0.56), 
though neither effect reaches statistical significance. 
The stronger association between mental disorder and 
TB risk among Danish-born individuals (HR 15.51, 
95% CI 12.05–19.95; P , 0.001) reflects the fact that 
M. tuberculosis exposure is on average much lower 
among the native-born, and thus other risk factors, 
including mental illness, have a greater relative impact. 
In addition, Danish-born TB patients are more likely 
to experience social risk factors such as poverty, 
homelessness, and incarceration than migrant TB 
patients, potentially contributing to the observed as-
sociation between mental illness and TB in this group. 

In addition, there is a growing body of evidence that 
stress and mental illness can modulate immune func-
tion13,32 and infectious disease risk,33 including im-
mune biomarkers relevant to TB,15 supporting a 
potential causal relationship as well. Schizophrenia, for 
example, has been linked to diverse immune alter-
ations,34 while substance use can result in functional 
immune changes,35–37 increasing the risk of infectious 
diseases.38 Our sensitivity analyses support the hy-
pothesis that mental illness severity influences TB risk, 
with emergency room contacts associated with the 
highest risk (HR 5.04, 95% CI 3.97–6.40), followed by 
inpatient (HR 4.25, 95% CI 3.27–5.52) and outpatient 
contacts (HR 3.64, 95% CI 2.67–4.95). This gradient 
suggests that individuals with more severe mental illness 
are at greater risk of developing TB, consistent with an 
earlier study showing a dose-response relationship 
between depression severity and TB risk.6 

Study strengths and limitations 
This study has several strengths. It includes a large, 
population-based cohort (n ¼ 1,189,273) followed for up 
to 22 years, using comprehensive Danish national reg-
istries to link TB and mental health data. This unique data 
set allows for a detailed analysis of the association be-
tween mental illness and TB risk in both migrants and 
Danish-born individuals. Our study is also the first in 
Europe to evaluate the effect of mental disorders on TB 
risk using a prospective design and to examine differences 
by migrant status, enabling a nuanced understanding of 
TB risk in these populations. 

However, there are limitations to consider. Mental 
illness data were based on hospital contacts, meaning 
only severe cases requiring hospital care were cap-
tured. Less severe mental illness, treated in community 
settings, was not included. In addition, we were unable 
to adjust for socio-economic factors, such as income 

and education, which may confound the relationship 
between mental illness and TB. However, given the 
complexity of the interaction between socio-economic 
status, mental health, and TB, including such variables 
could introduce additional biases. Finally, certain 
migrant groups, such as undocumented migrants and 
labour migrants, were not captured in our cohort, 
potentially limiting the generalisability of the findings 
to these populations.17,19,28 

Public health implications 
Despite these limitations, the findings of this study 
have important public health implications. Mental 
disorders, particularly substance use and psychosis, 
are associated with significantly increased TB risk. 
This highlights the need to target individuals with 
mental disorders for TB screening and treatment, es-
pecially in hospital settings. While TB screening pro-
grammes in Denmark and other low-incidence 
European countries tend to focus on migrants,39–41 

our data show that Danish-born individuals with 
mental disorders represent a high-risk population for 
TB that could benefit from tailored public health in-
terventions. Identifying people with mental disorders 
as a high-risk group for TB is crucial for developing 
targeted strategies that align mental health services 
with TB care, to improve both early TB detection and 
treatment adherence.42–44 

CONCLUSIONS 

Our study demonstrates that mental disorders, par-
ticularly psychotic and substance use disorders, are 
associated with increased TB incidence in both mi-
grants and Danish-born individuals in a low TB 
burden, European setting. Migrants with mental dis-
orders experience the highest absolute TB incidence, 
while Danish-born individuals with mental disorders 
show the highest relative risk. These findings identify 
people with mental disorders as a high-risk group that 
should be targeted for TB screening and treatment. 
Integrated mental health and TB programmes could 
provide holistic care, improving outcomes for indi-
viduals with both conditions. 
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R É S U M É  

C O N T E X T E : La TB et les troubles mentaux constituent 
des enjeux majeurs de santé publique qui se manifestent 
fréquemment de manière concomitante, les migrants 
originaires de pays à revenu élevé étant particulièrement 
vulnérables à ces deux pathologies. Cette recherche vise à 
déterminer si les troubles mentaux affectent le risque de 
TB et à analyser l'effet du statut migratoire sur cette 
relation. 
M É T H O D E S : Une étude de cohorte prospective à l'échelle 
nationale a été menée au Danemark entre 1994 et 2015, 
impliquant des migrants qui ont été appariés dans un 
ratio de 1 :6 à des personnes nées au Danemark. Des 
modèles de régression de Cox, ajustés en fonction de 
l'âge, du sexe et du statut migratoire, ont été utilisés afin 
d'analyser l'impact des troubles mentaux sur le risque 
de TB. 
R É S U L T A T S : Les migrants et les non-migrants présentant 
des troubles mentaux ont révélé une prévalence élevée de 
la TB (n = 1 189 273). Après ajustement des données en 
fonction de l'âge et du sexe, le rapport de risque (HR) 

pour la TB chez les personnes souffrant de troubles 
mentaux s’élevait à 3,62 (IC 95% 2,99–4,39; P < 0,001) 
par rapport à ceux ne présentant pas de tels troubles. Cet 
effet était particulièrement marqué chez les personnes 
nées au Danemark (HR 15,51 ; IC à 95% 12,05–19,95 ; 
P < 0,001) par rapport aux migrants (HR 1,37 ; IC à 95% 
0,99–1,90 ; P = 0,055). Les sous-analyses ont révélé un 
impact significatif de la consommation de substances (HR 
5,49 ; IC à 95% 4,46–6,76 ; P < 0,001) et de la psychose 
(HR 4,19 ; IC à 95% 1,74–10,08 ; P = 0,001), ainsi 
qu'une signification marginale pour les troubles affectifs/ 
nerveux (HR 1,64 ; IC à 95% 0,98–2,73 ; P = 0,058) sur 
le risque de TB. 
C O N C L U S I O N S : Les personnes atteintes de troubles 
mentaux, notamment les troubles psychotiques et les 
troubles liés à la consommation de substances, présentent 
un risque accru de TB et constituent une population 
vulnérable nécessitant un dépistage et un traitement 
spécifiques. Il est essentiel que les programmes de lutte 
contre la TB incluent des soins de santé mentale complets. 
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