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S eventy percent of recent migrants to Canada come from 
areas where tuberculosis (TB) is endemic, and 50% are esti­
mated to have latent TB infection.1 People with latent TB 

infection in Canada currently number over 1.5 million,2 but this could 
rise by 120 000 new cases each year given projected immigration pat­
terns. The estimated lifetime risk of reactivation (active TB develop­
ing in a person with latent TB infection) is 5%–10%.1 Based on cur­
rent estimates of treatment completion rates for latent TB infection 
of 16%–30%,3,4 this could translate to an annual increase of 
4000 cases of active TB. Although this projection may seem improb­
ably high relative to current rates, the massive data gaps and the ad 
hoc screening for latent TB infection3–5 create challenges for accurate 
forecasting. However, recent spikes in active TB cases in Ontario5 and 
England,6 which have been driven by reactivation of latent TB infec­
tion among foreign-born individuals, give cause for concern. 

The problem with data is twofold. Canada’s immigration medical 
screening program does not specifically require screening for latent 
TB infection. In addition, whereas TB is legally reportable in all prov­
inces and territories, latent TB infection is not explicitly identified in 
most lists of reportable diseases, which leads to inconsistency in the 
collection and reporting of cases of latent TB infection and relevant 
risk factors in the Integrated Public Health Information System 
(iPHIS), the repository of all reportable communicable diseases used 
for provincial and national surveillance and planning. Consequently, 
contemporary, population-level data on the characteristics that 
increase the likelihood of reactivation of latent TB infection are lack­
ing, as well as the total number of individuals in Canada with latent 
TB infection. A 2015 study found less than 3% of cases of TB and less 
than 5% of cases of latent TB infection among recent immigrants to 
Canada were identified through the immigration medical screen­
ing,8 indicating weaknesses in the current systems.

Much focus has been on improving adherence to treatment for 
latent TB infection.9 However, the more pressing question that public 
health and health services planners should be concerned about is 
whether we are reaching the right people. The ad hoc nature of 
screening for latent TB infection means that those with the lowest risk 
of reactivation (e.g., young, healthy medical students) are more likely 
to access treatment for latent TB infection, and those who are at the 
greatest risk (e.g., individuals who are immunocompromised, from 
low socioeconomic backgrounds or from certain migrant popula­
tions) are less likely to be identified and to access treatment.4,10

A recent Ontario study with latent TB infection stakeholders 
(i.e., planners, providers and recipients of services) found inconsis­
tencies among providers in their understanding of reporting 
requirements, screening practices and treatment processes, 
resulting in marked differences across practices.7 A study of sur­
veillance using data from iPHIS found that data on risk factors 
were missing for more than 50% of reported cases of latent TB 
infection9 and, where reported, data were inaccurate for more 
than 50% of cases.9 A recent analysis of data from Ontario found 
that 30% of cases were missing information on country of origin 
and 90% were missing information on comorbidities.3 This unac­
ceptable data quality compromises evidence-informed planning 
and policy development. The explicit classification of latent TB 
infection as a reportable condition with mandatory reporting 
fields, such as country of origin, comorbidities, and other risk fac­
tor fields, could help improve data quality. But this comes at a cost 
as there is a substantial resource burden associated with data col­
lection pertaining to latent TB infection.10 There are also challenges 
with identifying latent TB infection accurately because of a lack of 
a gold standard test, and there is the potential to cause harm 
because of the stigma associated with latent TB infection. In spite of 
these concerns, some US states have made reporting mandatory, 
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KEY POINTS
•	 Canada lacks a uniform and systematic approach to screening, 

surveillance and treatment for latent tuberculosis (TB) infection, 
making the current processes ill-equipped to identify and 
prioritize individuals who are most at risk for reactivation of TB.

•	 The burden of latent TB infection in Canada is being carried by 
some of the most disadvantaged groups.

•	 We have a moral obligation to ensure that those who will 
benefit most from treatment for latent TB infection are 
identified, prioritized and supported to initiate and complete 
treatment to ensure equity in access to care.

•	 An accurate record of cases of latent TB infection and risk 
factors is needed to better monitor and act on trends in 
incidence of latent TB infection and reactivation. 

•	 Improved data quality will also allow public health units to better 
monitor the effectiveness and impact of their TB control strategies 
and will support a more equitable and fair use of resources. 
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England is implementing systematic screening and has made the 
interferon-γ release assays (IGRA) blood test freely available, and 
both the United States and Canada recommend the IGRA test for 
those previously vaccinated for TB. Yet a qualitative study indi­
cated that the sentiment among some planners is that maintain­
ing the status quo for data collection and reporting is “good 
enough” to maintain stable TB rates in Ontario, for example.7

And herein lies the problem. Although the incidence of TB in 
Canada is low (4.8 per 100 000), within some subgroups the inci­
dence parallels rates found in endemic TB countries. A 2016 analy­
sis showed the incidence of TB among Indigenous Canadians to be 
41 times higher than among non-Indigenous Canadians and 170 
per 100 000 among Inuit people. The incidence among foreign-born 
individuals is 34.1 per 100 000.12 The burden of latent TB infection is 
being carried by some of the most disadvantaged groups in Can­
ada: the poor, the sick, immigrants and Indigenous people. There is 
a moral and equity imperative to ensure that those who will benefit 
most from treatment for latent TB infection are identified, priori­
tized and supported to initiate and complete treatment to ensure 
equity in access to care. Efforts focused on improving data capture, 
data collection, and recording of risk factors of people with latent 
TB infection will allow public health units to better monitor the 
effectiveness and impact of their TB control strategies and will sup­
port a more equitable and fair use of resources.

Canada lacks a uniform and systematic approach to screening, 
surveillance and treatment for latent TB infection, making the cur­
rent processes ill-equipped to identify and prioritize individuals 
who are most at risk for reactivation of TB. Notwithstanding the 
challenges of identifying latent TB infection correctly, there is a 
need for a more systematic approach to surveillance, to ensure rou­
tine screening of people who originate from, or regularly travel to, 
endemic TB countries. This includes better mechanisms for infor­
mation sharing between federal, provincial and regional levels of 
authority. Complete, comprehensive data will facilitate better and 
more equitable care for latent TB infection, better identification 
and management of risk factors, and support the dissemination of 
processes that are more effective for initiation and completion of 
treatment. But it all starts with identification. Without an accurate 
record of cases of latent TB infection and risk factors, the data will 
be biased and we will miss opportunities to monitor and act on 
trends in incidence of latent TB infection and reactivation.

Optimal management of latent TB infection is a key element of TB 
control in Canada. It is a critical component of the strategy to elimi­
nate TB in northern Canada by 2030 and is critical to achieving the 
World Health Organization’s goal to eradicate TB in low-incidence 
countries. It is incumbent on Immigration, Refugees and Citizenship 
Canada (immigration medical screening program), the Public Health 
Agency of Canada, and the public health agencies and ministries of 
health in the provinces and territories to better coordinate efforts 

and information sharing to ensure improvements in data availability, 
quality and consistency. This, combined with the systematic screen­
ing of high-risk populations, will go a long way in enabling Canada to 
meet this national and global public health priority.
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