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Ontario Public Health Standards - Tuberculosis 
• Goal 

– To reduce the burden of communicable diseases and other infectious diseases of 
public health importance 

 
• Outcomes 

– Reduced transmission of infections and communicable diseases. 
 

– Timely and effective detection, identification, and management of exposures and 
local cases/outbreaks of infectious and communicable diseases of public health 
importance, including diseases of public health significance, their associated risk 
factors, and emerging trends. 
 

– Effective case management results in limited secondary cases. 
 

– Reduced progression from latent tuberculosis infection (LTBI) to active tuberculosis 
(TB) disease. 
 

– Reduced development of acquired drug-resistance among active TB cases. 
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History of TB in First Nations and Inuit 
• Epidemic tuberculosis (TB) came to Canada with European settlers in the 

1700s.  
 

• Malnutrition increased the risk of disease, and the confinement of First 
Nations people on crowded reserves allowed the disease to spread rapidly 
 

• Tragically, TB death rates among children in residential schools were even 
worse -- as high as 8,000 deaths per 100,000 children. 
 

• At least one-third of Inuit were infected with TB in the 1950s.  
 

• Many families were not notified when a TB patient died in the south. The 
dead were buried in paupers' graves in a southern cemetery, paid for by 
the Department of Northern Affairs. 

Source: https://www.cpha.ca/tb-and-aboriginal-people 
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TB in Aboriginal Communities Today 
• While TB rates across Canada fell dramatically in the 1950s and 1960s 

due to the introduction of strong antibiotic treatment, the disease persists in 
many Aboriginal communities today. 
 

• The TB rate among Aboriginal people was almost six times greater than 
the overall Canadian rate in 2008 
 

• Overcrowded housing increases the likelihood that infectious cases will 
spread TB to others.  
 

• To achieve a significant decrease in the TB rate among Aboriginal peoples, 
improvements are needed in socio-economic conditions, the early 
detection of cases, appropriate and complete treatment, and available 
resources. 

Source: https://www.cpha.ca/tb-and-aboriginal-people 
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Foundational Documents 

• Canadian Tuberculosis Standards 
 

• FNIHB-OR Tuberculosis Policies 
and Procedures 

– Outlines areas where FNIHB-OR 
policies differ from the Canadian 
TB Standards, such as reporting, 
screening practices, etc. 
 

• Reporting Forms 
 

• Health Canada’s Strategy Against 
Tuberculosis for First Nations On-
Reserve 

5 



How Does TB Enter the Body 
• Droplet nuclei containing tubercle bacilli are inhaled, enter the lungs, 

and travel to the alveoli.  Infection begins when droplet nuclei reach the 
alveoli.  
 

• Tubercle bacilli multiply in the alveoli.   
 

• TB enter the bloodstream and spread throughout the body.  The 
tubercle bacilli may reach any part of the body, including areas where 
TB disease is more likely to develop (lungs, kidney, brain or bone). 
 

• Within 2 to 8 weeks the immune system produces macrophages that 
surround the tubercle bacilli.  The cells form a barrier shell that keeps 
the bacilli contained and under control.   
 

• This is known as Latent TB Infection (LTBI) 
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Latent TB Infection 
•Tubercle bacilli are in the body but the immune system is keeping them 
dormant.  People with latent TB infection have no symptoms. 

 
•People with LTBI are NOT infectious and CANNOT spread TB to others. 

 
•Some will go on to develop TB disease but most will not. 
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TB Disease 
• If the immune system cannot keep the tubercle bacilli under control, they 

begin to multiply.   
 

• This process can occur in different places in the body, such as the lungs, 
kidneys, brain or bone.   

 
• TB disease can develop very soon after infection or many years after 

infection 
 

• People with early TB disease may or may not have symptoms. Only TB in 
the respiratory system can be spread to others.  
 

• Extra pulmonary or non respiratory TB disease is usually considered non-
infectious 
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PPE 
• Tuberculosis is an airborne transmittable disease. Airborne transmission refers 

to dissemination of microorganisms by aerosolization. 
 

• Control of airborne transmission requires control of airflow and use of N95 
respirators that are fitted specifically to the health care provider. 
 

• When nurses are caring for patients with TB they should review the airborne 
precautions outlined in the FNIHB-OR TB policies and FNIHB-OR IPAC 
policies, as well as review protocols with the CD nurse and physician in charge 
of the care of the client. 
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TB Infection Versus TB Disease 
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TB Infection VS TB Disease 

Positive skin test SKIN TEST Positive skin test 

TB germ has entered the body but IS NOT growing 
(dormant) 

STATUS TB Germ has entered the body and IS growing 
(replicating) 

NOT CONTAGIOUS Cannot pass TB germ to anyone 
else 

INFECTIOUSNESS CONTAGIOUS If disease is in the lungs and not 
properly treated with medication 

Normal chest x-ray CHEST X-RAY Has abnormal chest x-ray OR evidence of TB in 
other parts of the body 

No symptoms SYMPTOMS Symptoms become more sever over time ( e.g., 
cough, chest pain, chills, weakness, fever, weight 
loss, night sweats, coughing up blood) 

May be prescribed medication for 6-12 months to 
prevent disease from developing  

TREATMENT Requires treatment with several medicines for at 
least 6 months to cure disease 

Person is at risk of developing disease in the future RISKS Person has disease and must be treated to prevent 
disease from getting worse or spreading to others 

 



Symptoms of Respiratory TB 

 
• Chronic cough lasting at least 2-3 

weeks   
• Fever      
• Night sweats      
• Hemoptysis     
• Anorexia      
• Weight loss      
• Chest pain or discomfort 
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Symptoms in Children 

• Most young children with TB are 
asymptomatic at presentation. 
Typically, children are identified as 
contacts of adult patients with 
infectious TB. 
 

• Older children and adolescents 
are more likely to experience 
adult-type disease and often 
present with the classic triad of 
fever, night sweats and weight 
loss. 
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Medical Directive 
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Medical Directive – con’t 
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Medical Directive – con’t 
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Medical Directive – con’t 
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Medical Directive – con’t 
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TST Consent Form 
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TST Consent Form – con’t 
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TST Consent Form – con’t 
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TB Report Forms – Active TB Form 
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TB Report Forms – TB Treatment Form 
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TB Report Forms – Contact Report Form 
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TB Report Forms – LTBI Report Form 
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Exercise 
• Break into groups/individuals. Consider possible approaches to support 

clients in a circumstance outlined below. 
 

1. A client is under self isolation at home but is still considered infectious. 
You have heard that they are out and about in the community. 

2. Community leadership would like to meet with to discuss the situation of 
J.K., who they have heard has TB. 

3. A contact of an infectious TB case is refusing to be tested for TB. 
4. A.M. is on Directly Observed Therapy for their TB medications. They feel 

that you are being too intrusive by insisting that you observe that they 
take all their medications and don’t want to continue. 

5. A client is under self isolation at home but is still considered infectious. 
Community members are coming to visit them in their home to offer their 
support. 

6. L.M. is a contact for an active TB case and was found to have LTBI. They 
do not want to take preventative treatment. 
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Case Scenario #1 
• John is a 17 year old male with recent contact with a 3+ smear positive TB 

case.  
 

• As part of the TB contact follow up, he had a 30mm TST, night sweats, no 
hemoptysis, no cough, no fever, no unexplained weight loss, and appetite 
was normal. CXR showed mediastinal lymphadenopathy.  
 

• CT scan was also done to rule out active TB and was suggestive of 
possible active TB. Client was immediately put on home isolation pending 
hospital admission for further assessment and sputum collection.  
 

•  After reviewing the CXR and CT scan, the attending MD suspected TB of 
the lymph nodes and he was started on quad therapy.  Biopsy of the lymph 
nodes were ordered but were never obtained.  
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Case Scenario #1 
• After 2 weeks in the hospital, John was discharged from hospital without 

any precautions after 3 negative smear results..  
 

• Cultures came back positive for mycobacterium tuberculosis complex. 
 

• Client was advised of the positive culture results and he was very 
concerned that he may have infected his 2 year old son with TB along with 
other close family members 
 
 

• Should contact tracing be done? 
• Was the client taken off precautions prematurely? 
• What should be done with the 2 year old? 
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Case Scenario #2 
• J.P. is a 38 year old female who lives with her daughter (12 years), son (8 

years), and common law partner and often invites friends for sleep overs.  
 

• She has a history of alcohol and drug abuse.  In November, she presented 
to the ER with hemoptysis, weight loss, night sweats, and a productive 
cough for the past 2 months.   
 

• She was admitted on suspicion of Active TB and was immediately put on 
airborne precautions.   
 

• She had a 3 + smear and mycobacterium tuberculosis complex positive 
cultures, confirming active TB. She was started on Rifampin, INH, 
Pyrazinamide, ethambutol and Vit B6.? 
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Case Scenario #2 
• During the Christmas holidays, she was discharged from hospital on self-

isolation but the Public Health Unit was not notified. 
 

•  She was seen on Christmas Day driving in the community and went to the 
BINGO hall in a nearby town. Although she was instructed to self-isolate at 
home, her children and partner had nowhere else to stay and continued to 
stay in the same household.  
 

• The daughter had a positive TST conversion (20mm) with some chest X-
ray changes.   
 

• J.P continued to struggle with substance abuse which affected adherence 
to her treatment plan.  

 
• What are the social factors at play in this scenario? 
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Case Scenario #3 
• A 13 year old is a house hold contact of an active TB case. As part of the 

contact tracing follow up, the first TST was 0 mm and the second was 
20mm after 8 weeks.   
 

• Client was asymptomatic but had CXR changes. She was started on quad 
therapy ( INH, PZA, Ethambutol, rifampin).  
 

• Child had difficulties swallowing pills. She also didn’t like taking medication 
in front of her friends. The DOT worker arranged to meet her along with her 
mother at lunch time at home, but they were often unavailable.  
 

• DOT worker struggled to make contact with the child as at times child and 
mom travelled to a nearby town or went camping without any notification. 

  
• As a result, the child missed many doses of treatment.   
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Case Scenario #3 
• The mother has a history of alcohol abuse and is often unaware of where 

her child could be located.   
 

• The DOT worker feels the child is purposefully avoiding him.  
 

• The attending MD was notified multiple times that the child had missed 
many doses but he feels this is a public health issue.  

 
 
• What issues do you identify? 
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Resources 
• FNIHB-OR. (2018). Tuberculosis Policy and Procedure Manual. Retrieved 

from: www.onehealth.ca 
 

• Health Canada. (2012). Health Canada’s Strategy Against Tuberculosis for 
First Nations On-Reserve. Retrieved from: 
https://www.canada.ca/en/public-health/services/publications/diseases-
conditions/summary-health-canada-strategy-against-tuberculosis-first-
nations-reserve.html 
 

• PHAC. (2014). Canadian Tuberculosis Standards. Retrieved from: 
http://strauss.ca/OEMAC/wp-
content/uploads/2013/11/Canadian_TB_Standards_7th-edition_English.pdf 
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Resources 

 
• Talking Tuberculosis: TB  An 

Educational Resource flipchart 
 

• Online TST/IGRA interpreter: 
http://www.tstin3d.com/en/calc.html 
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