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[One of the authors responds:]

The purpose of the immigration
medical examination (IME) is to

“identify those who may pose a risk to
public health or safety, or may place ex-
cessive demands on Canadian health
and social services.”1 With respect to
TB this primarily involves the detection
of people with active infectious (i.e.,
respiratory) TB and not those with ex-
trapulmonary TB or latent TB infec-
tion. Applicants identified as having ac-
tive TB abroad are denied entry to
Canada until they have completed a sat-
isfactory course of treatment and have
been reassessed. Those with abnormal
chest radiography findings that are con-
sistent with latent TB infection or a
history of TB are referred for medical
surveillance once they arrive in
Canada.2

Despite efforts to identify all cases of
active respiratory TB in migrants to
Canada through the IME process, some
cases of the disease do unfortunately
occur in recent migrants. Possible rea-
sons include progression to active dis-
ease after a person has undergone the
IME but before immigration to Canada
or presence of active TB when a person
applies for refugee status from within
Canada. Although the focus of our arti-
cle2 was the medical surveillance of re-
cent immigrants, not the IME, Wallace

Watson raises a legitimate and fre-
quently asked question regarding the
role of tuberculin skin testing as part of
the IME. The Immigration Subcom-
mittee of the Canadian Tuberculosis
Committee has issued an evidence-
based advisory committee statement
addressing questions about tuberculin
skin testing of new migrants to Canada
(see page 1035).3

Children are also screened for
symptoms of active TB disease during
the IME, but, as for adults, they are not
screened for latent TB infection. As
highlighted by Noni MacDonald, a
child up to 5 years of age who is in-
fected with Mycobacterium tuberculosis
has a 2.2 to 5 times greater risk of pro-
gression to active TB disease4 than an
adult without risk factors for disease
progression. Our article2 was a sum-
mary of the full guidelines for the in-
vestigation and follow-up of individuals
placed under immigration medical sur-
veillance. The more comprehensive
guideline does discuss young children,
recommending that “[y]oung persons
(particularly those ≤ 5 years of age) in-
fected with TB who have been identi-
fied through investigations of their par-
ent(s) or guardian(s) may be at
increased risk of progression to active
disease and are likely to tolerate therapy
without complications.”5 MacDonald’s
point about the need for physicians to
have information specific to the man-
agement of TB in young immigrants
and refugees is well taken, and the issue
of incorporating specific pediatric rec-
ommendations into future Canadian
Tuberculosis Committee advisory
statements will be raised at the next
meeting of the committee.

Wendy Wobeser
Queen’s University
Kingston, Ont.
On behalf of the Immigration
Subcommittee of the Canadian
Tuberculosis Committee
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Nephrology care in Canada

Caroline Stigant and associates1 raise
several controversial issues in their

article on caring for adults with chronic
kidney disease. How these issues are re-
solved could have major implications
for the delivery and cost of nephrology
care in Canada.

First, the authors do not clearly ad-
dress the question of who should be
tested for kidney disease. People with
hypertension, diabetes, cardiovascular
disease and autoimmune disease (the
risk factors listed in Box 4 of the article)
are at high risk and should be screened
by urinalysis and by testing for serum
creatinine. Conversely, the utility of
unselected population screening for re-
nal disease (e.g., by dipstick) is very
low,2,3 and should not be recommended.

The authors suggest that estimating
equations be used to identify patients
with low glomerular filtration rate
(GFR) (e.g., their Table 2). Arguments
both for4 and against5 this strategy have
been published. Stigant and associates1

argue the pro position, but the con ar-
gument is also compelling. Applying es-
timating equations universally will lead
to the “labelling” and referral of many
patients who would not otherwise have
been identified as having renal failure.
These patients will have different de-
mographic characteristics (older age,
more women, higher proportion with
nonproteinuric renal disease) and prob-
ably a lower risk of progression than
those identified on the basis of serum
creatinine level.4,5 The benefits of
nephrological intervention in such pa-
tients is unclear. Moreover, current
nephrology resources could not possibly
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handle the potential referrals indicated
in Table 1 in Stigant and associates’ ar-
ticle.1 A clinical trial is urgently needed
to address whether referral triggered by
identification of low estimated GFR
leads to cost-effective therapy. In the
absence of clear evidence of benefit, it
may be premature to advocate a strategy
with such major resource implications.

The management of chronic kidney
disease depends on the stage of the dis-
ease. A simple, unambiguous staging
system that reflects key changes in
management is the cornerstone of clini-
cal decision-making. Such a scheme
must also serve the needs of nonphysi-
cian health care providers, a group that
increasingly helps to shoulder the bur-
den of renal disease. Although the US
National Kidney Foundation staging
system, presented in Box 1 of Stigant
and associates’ article,1 is useful for
nephrologists and researchers, we think
it is unnecessarily complicated for non-
specialists. For years we have used a
simpler, 4-level scheme, which we refer
to as the “ABCs of chronic kidney dis-
ease” (Fig. 1), to teach generalists, stu-
dents and nurses. 

Each stage is highlighted by a
change in therapeutic focus. The major
task in stage A is establishing the diag-
nosis and prognosis. Identification of
high-risk patients and prevention of
disease progression are emphasized,
which leads naturally to a discussion
among learners of approaches to pro-
teinuria and hematuria.

The major task in stage B (roughly
stages 3 and 4 of the National Kidney
Foundation) is slowing progression of

renal disease and minimizing concomi-
tant renal and cardiovascular condi-
tions. This entails modification of car-
diorenal risk factors and management
of early comorbidities in chronic kidney
disease, including slowing the rate of
GFR decline. Every year that a
prospective dialysis patient remains off
dialysis saves the Canadian health care
system $50 000 to $75 000.6,7

By the time the patient reaches stage
C, it is generally too late to decrease
the rate of progression. At this stage the
focus is on treatment of advanced car-
diorenal comorbidities and preparation
for timely initiation of renal replace-
ment therapy.

Stage D is the point at which renal
replacement therapy is initiated, gener-
ally when the patient has a GFR of 6
mL/min (0.1 mL/s), as recommended
by the Canadian Society of Nephrol-
ogy.8 The US National Kidney Foun-
dation defines its final stage as GFR less
than 15 mL/min (0.25 mL/s).9 We esti-
mate that, in Manitoba, initiating dialy-
sis at the latter level would increase the
cost to an already stressed renal pro-
gram budget by 20% without proven
benefit to the patient.

Keevin Bernstein
Claudio Rigatto
Section of Nephrology
University of Manitoba
Winnipeg, Man.
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[The authors respond:]

We agree with Keevin Bernstein
and Claudio Rigatto that screen-

ing for chronic kidney disease should be
restricted to high-risk populations, as
stated in our article1 and in the Kidney
Disease Outcome Quality Initiative
(K/DOQI) guidelines.2 Screening in un-
selected populations is of limited value
because of false-positive results and con-
sequent need for further testing, as well
as increased patient anxiety and de-
creased cost-effectiveness.

A number of initiatives to systemati-
cally evaluate screening and referral
strategies are under way, including a
randomized controlled trial planned for
Canada. In the meantime, our educa-
tional article1 serves to deliver simple,
practical recommendations and guid-
ance before the conclusive results of
these studies become available. To
summarize information presented in
our article,1 we would recommend re-
ferral to nephrologists when there are
persistent (lasting more than 3 months)
abnormalities: reduction in GFR to less
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Fig. 1: Simplified staging system for kidney disease.


