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Successful Completion

Successful completion of this continuing education activity
includes:

e Attending 100% of activity.
 Completion and submission of participant evaluation.
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Continuing Education

Continuing education provided for these professions:
* Certified Health Education Specialists (CHES)

 Certified in Public Health (CPH)

* Nurses (NCPD)

The American Nurses Credentialing Center’s Commission on Accreditation
accredited the Texas Department of State Health Services Continuing
Education Program as a provider of nursing continuing professional
development.

The Texas Department of State Health Services Continuing Education Program
has designated a maximum of 1.50 contact hours of Nursing Continuing
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Continuing Education, cont’d

Continuing education provided for these professions:
* Physicians (CME)

This activity has been planned and implemented in accordance with the
accreditation requirements and policies of the Texas Medical Association
(TMA) through the joint providership of The Texas Department of State
Health Services Continuing Education Program and Heartland National TB
Center. TMA accredits the Texas Department of State Health Services
Continuing Education Program to provide continuing medical education
for physicians.

The Texas Department of State Health Services Continuing Education
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Tips for Today’s Session
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Have the DSHS Participate in the Place your questions
Implementation Guide knowledge checks in the chat
available to reference
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TB Isolation Practices
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Today’s Objectives

After completing this session, you should be able to:

1)
2)
3)

4)

Explain the background for previous TB isolation practices.
Understand evidence used to guide new TB isolation practices.

Cite the steps used when placing patients in and out of TB isolation
and restrictions following new guidelines.

Examine the impact of the new guidelines on public health
interventions, including TB contact investigations.



Preventing TB Transmission Through
the Isolation Process

D Instruct Determine
Decide if .
. .. patient on when
isolation is .
. how to patient can
indicated .
isolate be released
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National Guidelines for Preventing

TB Transmission

National guidelines for TB isolation have been limited to congregate settings;
namely correctional facilities and healthcare settings (1996, 2005).

No formal consensus on when a patient was considered non-infectious in a
community (outpatient) setting; state practices varied.

Texas used CDC guidance (2005) (2021): obtain three negative acid-fast bacilli

ﬁﬂ (AFB) sputum smear results, symptom improvement, and provide at minimum
5 - 14 doses of TB therapy (often longer).



https://www.cdc.gov/mmwr/preview/mmwrhtml/rr5509a1.htm
https://www.cdc.gov/mmwr/preview/mmwrhtml/rr5417a1.htm
https://www.cdc.gov/mmwr/preview/mmwrhtml/rr5412a1.htm#box3
https://www.cdc.gov/tb/media/core_curriculum_tb_ebook.pdf

What Previous Practice Assumed

* Assumption: AFB sputum smear
positivity = contagiousness even in
the setting of adequate treatment

Table 6: Acid Fast Bacilli Smear Classification Results

DSHS Laboratory

- L

Infectiousness of

4+ /numerous
(>9/field)

>10/field

Strongly positive

Probably very infectious

3+/few-
MUMerous

(1-9/field)

1-10/field or
>10/field

Strongly positive

Probably very infectious

2+ /few
(1-9/10
fields)

<1/field or 1-10/field

Moderately
positive

Probably infectious

1+/rare
(1-9/100
fields)

<1/field

Moderately
positive

Probably infectious

Actual number
of AFB seen
(no plus sign)
(1-2/300

Mo acid-fast
bacilli seen

1 or 2 AFB seen on
entire smear

Mo AFB seen on
direct smear

Weakly positive®

Megative

Probably infectious

Probably not infectious




What Evidence-Based Research Shows
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A New Perspective
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New TB Isolation
Guidelines for
Community Settings

* National Tuberculosis Coalition of America
(NTCA) released guidelines for respiratory
isolation and restrictions on April 18, 2024.

» Provide a framework to reduce TB
transmission in community settings.

» Emphasize the duration of effective
therapy over bacteriology results alone.

» Summarize evidence around the nature
of infectiousness and the mental health
impact of prolonged isolation.

Clinical Infectious Diseases
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ACET Advisory Council for the Elimination of NCHHSTP National Center for HIV, Viral Hepatitis, STD
Tuberculosis and TB Prevention

AFB acid-fast bacilli NPI non-pharmacentical public health intervention

All airborne infection isolation NTCA National Tuberculosis Coalition of America

ATS American Thoracic Society PAS para-amino salicylic acid

ATT anti-tuberculosis therapy PICO Population, Intervention, Comparison,

CASS cough aerosol sampling Outcome

CDC US Centers for Disease Control and Prevention PWTB person or persons with TB

CFU colony-forming units RCT randomized controlled trial

COE certainty of evidence RIR respiratory isolation and restriction

COVID-19  coronavirus disease 2019 RS rRNA gyntheris

Ct value cyele threshold value SARS-CoV-2  severe acute respiratory syndrome

DOT directly observed therapy coronavirus 2

DST drug-susceptibility testing T8 tuberculosis

DTBE Division of Tuberculosis Elimination TST tuberculin skin test

EBA early bactericidal activity N United Nations

ESG Evidence Synthesis Group evidence to vbOT video directly observed therapy
recommendation WHO World Health Organization

FMS face-mask sampling XDR extremely drug-resistant

GDG Guideline Development Group

HEPA high-efficiency particulate air

IDSA Infectious Diseases Society of America 1 INTRODUCTION AND SCOPE OF GUIDELINES
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MNAAT nucleic acid amplification test ommendations from the National Tuberculosis (TB)
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Summary of the Evidence

Dr. Lisa Armitige, MD, PhD
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Home Based TB Isolation and Infectiousness |
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e Through the mid-20t" century, many people with
TUBERCLE TB were subjected to sanitorium practices of
S b separation and quarantine.

| e Public health programs determined durations of
infectiousness and contact exposures.
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* 1976 an article in the Tubercle and Lung Disease
L L journal stated:

https://www.sciencedirect.com/science/article/a > ”"' patlents glven the rlght Comblnatlon Of drugs
e/ pil/S0011 387576800062 fvia 3Dihul, lose their infectivity in a few weeks (probably most
often in less than two weeks)...”
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https://www.sciencedirect.com/science/article/abs/pii/S0041387976800062?via%3Dihub
https://www.sciencedirect.com/science/article/abs/pii/S0041387976800062?via%3Dihub
https://www.sciencedirect.com/science/article/abs/pii/S0041387976800062?via%3Dihub
https://www.sciencedirect.com/science/article/abs/pii/S0041387976800062?via%3Dihub
https://www.sciencedirect.com/science/article/abs/pii/S0041387976800062?via%3Dihub

Review of the Literature

* Respiratory isolation in community settings has not been shown to reduce
TB incidence or mortality at the population level

* 1950’s Chennai, India

* Looked at incident TB in family contacts
e Source was either in a sanitorium or stayed at home
* No difference was found when patients were isolated vs allowed to stay home

s
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 When studied, community transmission was usually with other interventions
(such as treatment regimen)

Clinical Infectious Diseases,
ciae199. httns://doi.ora/10.1093/cid/ciae199 |


https://doi.org/10.1093/cid/ciae199

Review of the Literature

* Factors impacting transmission are multiple
* Ventilation
e Duration and proximity of exposure
* Susceptibility of the contact to Mtb infection

e Effects of treatment on infectiousness

» Studies of early bactericidal activity show viability of Mtb bacilli declines dramatically within a
few days of ATT (as low as 2-3 days)

* Cough aerosol sampling shows organisms are frequently non-culturable within days of ATT
* Viability in the lab may not represent ability to infect another person

* Evidence suggests metrics such as sputum AFB smear and culture positivity are not
/I useful predictors of infectiousness
Clinical Infectious Diseases,
ciae199. httns://doi.ora/10.1093/cid/ciae199 |


https://doi.org/10.1093/cid/ciae199

Important to Consider

* Absence of evidence # evidence against benefit
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* [solation has the potential to cause real patient harm

/ \ Clinical Infectious Diseases,
ciae199, https://doi.org/10.1093/cid/ciae199
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Mental Health Impact

Dr. Barbara Seaworth, MD, FIDSA




Paulina Siniatkina (1989-), Don’t speak! (detail). Tempera on canvas (2016), 374 in x 41.3 in/100 cm x 105 cm. http://www.paulinasiniatkina.com

\*\ Emerging Infectious Diseases, www.cdc.gov/eid, Vol. 30, No. 3, March 2024

aw



http://www.cdc.gov/eid

Isolation — A Possible Contributor to Poor TB Outcomes




Response in Texas

Elizabeth Foy, MSN, RN
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Multidisciplinary
Workgroup Convened

* Disciplines represented:

» Physicians

» Nurses

» Epidemiologists

» Contact investigators and field staff

» Infection control

» Administration

» Local health authority
* Met monthly between July-December 2024
e Considered implications for Texas
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Texas Workgroup’s Approach

The evidence summarized by NTCA should
guide current practice.

NTCA developed a framework for
community-based patients; Texas would need
to specify guidance for all settings.

Written guidance for Texas would explain TB
isolation and restriction practices in detail for
the first time.

(7% TEXAS

A9 Health and Human
Services

Documentation forms, flow-charts, tables,

Texas Department of State and patient educational material would need

Health Services

to be developed to support implementation.
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First Impressions of the DSHS

Implementation Guide

e

Lengthy document with Criteria is no longer Can be intimidating
many pages, details, and black and white to absorb all the
appendices information




Assurance to Users

The guide walks users The appendices are
step by step through the
isolation process

Many areas in each step

, optional to help with
reflect current practice

implementation




Using the DSHS Implementation
Guide
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New Terminology

* TB isolation and restrictions:

» The term used to describe the formal practice of placing patients in
isolation, per Chapter 81 of the Texas Health and Safety Code.

» During the isolation period, one of three restriction levels are assigned
to prevent the spread of TB.

* Anti-TB therapy (ATT):

» The term used to describe an effective regimen that the patient is
tolerating and taking by directly observed therapy (DOT), that is likely
to be effective based on their presumed drug susceptibility results.

» Can include rifampin, isoniazid, pyrazinamide, and ethambutol (RIPE),
or other effective regimens.

* Vulnerable individuals:
» Children under age 5 and individuals who are immunocompromised.



TB Isolation and Restrictions

Instruct Determine

Decide if

. L. patient on when
isolation is .
e how to patient can
indicated .

isolate be released

Some Many
changes changes




Refer to the DSHS
Implementation Guide as
we go through each step.

References are indicated

TUBERCULOSIS ISOLATION AND

IMPLEMENTATION GUIDE

{"' Refer to the section(s) listed here }




Step 1: Determine if Isolation is
Indicated

(¢cp) TEXAS
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Services Health Service



When is TB Isolation Not Indicated?

4 )
e Children under age 10, Al
t-Type TB:
unless they have adult o L
N . Cavitation of chest imaging
type TB . Sputum smear positivity (if collected)
e Patients with . Suspected laryngeal TB
extrapulmonary TB and
no pulmonary **Ruling Out Pulmonary TB:
involvement™** . Three negative sputum smear results

and a negative nucleic acid amplification
(NAA)

. Normal radiology not consistent with TB
. No respiratory symptoms

Isolation is

NOT Indicated

[ @™ Refer to Table 1. Criteria to Determine if TB Isolation is Indicated (page 6). ]

43




When TB Isolation Is Indicated

\
e Patients with confirmed or

suspected pulmonary or
laryngeal TB

e Patients with extrapulmonary
TB if pulmonary TB is not yet
ruled out

e Patients who are not
adherent to or tolerant of ATT

Isolation IS

Indicated

[ @™ Refer to Table 1. Criteria to Determine if TB Isolation is Indicated (page 6.) ] »




Step 2: Instruct the Patient on
How to Isolate

Assigning Restriction Levels

(¢cp) TEXAS
d\” i Healthand Human | Texas Department of State
Services Health Service



Key Concepts Regarding Restrictions

Consider where the patient lives, works, or visits.

Base restriction level on the number of ATT doses as well
as the likelihood of exposure to TB.

Re-assess restriction level every 5 days until you release
the patient from TB isolation and restrictions.

Downgrade or upgrade restriction levels where
necessary.




Restriction Levels

Extensive Level Restrictions All
e Limit movement to established locations (home, residence, etc.) and require patients

strict masking. start here
e |nfection control measures where applicable include airborne infection isolation for at
(All), separation, ultra-violet (UV) lights, HEPA filters, N-95 mask (healthcare least 5

workers) or surgical masks (patients). ATT
doses

=== Moderate Level Restrictions

e Allow more flexibility in patient movement, but majority of time is spent at agreed-
upon location, allowing for outdoor activities and essential indoor activities while

masking.

== Low Level Restrictions

e Allow for routine activities in and around the community and home without a
mask but explicitly restricts return to work or high-risk settings; masking is required

around vulnherable contacts.

\/

[ @™ Refer to Figure 1. Restriction Level Applications (page 8) and Appendix 1 Defining Restrictions (page 18). ] .




Many Community Settings
]
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Some settings are high-risk for TB.
Other settings will have varying risks for TB transmission.
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High-Risk Transmission Settings

* High-risk transmission settings are conducive to the spread of TB to many people and
vulnerable individuals.

 Established guidelines for reducing the spread of TB already exist for these settings.

Correctional , High-Risk Refugee Camps
= Inpatient Care Outpatient Settings Homeless Shelters and Rescue

Facilities

Facilities

Dialysis, cancer Any shelter where Missions
Hospitals, skilled infusion centers, HIV there is daily or Includes
nursing facilities, treatment centers, weekly turnover of unaccompanied

long-term care, etc. transplant clinics, residents. children (UAC)
and dental-care. shelters.

Jails, prisons, federal
detention facilities and
other detention
facilities.

Patients who live in high-risk transmission settings require extensive restrictions the entire
q duration of isolation (All, separation, proper masking, etc.).

Apply extensive restrictions when a patient must enter setting (e.g., for critical medical care).

[ @~ Refer to Table 3. High-Risk Transmission Settings (page 9). ]
e, e,




Other Congregate Settings

* Consider restriction level based on the following:
» Will there be new exposures to contacts not already under evaluation for TB?
» |s the setting conducive to the spread of TB? (Indoors or outdoors? Good ventilation
or poor ventilation? Hours of exposure?).
» Are vulnerable people at risk of exposure to TB in this setting?

Settings with
Vulnerable People Homes for Kind —
Children Aingergarten — Dormitories Colleges and
- 12 Grade

Military, camps, etc. Universities

Senior centers,

ambulatory health Foster homes,

clinics, child group homes, etc.
daycares, etc.

Schools

Patients in these settings require either extensive, moderate, or low-level
restrictions based on health department assessment.

[ @™ Refer to Table 4. Other Congregate Settings with Risk of TB Transmission (page 10). ]




Knowledge Checks

Elizabeth Foy, MSN, RN and Swaiba Hamid, MPH

Texas Department of State
Health Services




Knowledge Check 1 (1 of 4)

Q: Is TB isolation required for a 17-year-old patient who was
reported as having suspected TB disease based on:

e an abnormal chest radiograph (CXR) consistent with TB;

* a two-month cough;

a positive interferon gamma release assay (IGRA);

a positive polymerase chain reaction (PCR) result on sputum; and
one negative sputum smear result?

/d‘," Health and Human
S Services

Texas Department of State
Health Services




A: YES. TB isolation is required for patients over age 10 years with suspected
pulmonary TB.

Table 1. Criteria to Determine if TB Isolation is Indicated

TB Isolation IS NOT Indicated

1.1 — Children <10 years, unless they have adult type TB” (if so, they fall into 2.1)
1.2 — Patients with extrapulmonary TB and no pulmonary involvement™”

‘ TB Isolation IS Indicated

2.1 — Patients with confirmed or suspected pulmonary or laryngeal TB

Patients with extrapulmonary 1B it pulmonary 1B Is not yet rulec
2.3 — Patients who are not adherent to or tolerant of anti-TB therapy

*Adult type TB: cavitation on chest imaging; and/or if sputum is collected, have smear positivity; and/or have suspected laryngeal TB.
“Ruling out pulmonary TB includes obtaining three negative AFB sputum smears, a negative nucleic acid amplification (NAA), radiology not
consistent with TB, with no respiratory symptoms. Refer to DSHS TB Section’s Standing Delegation Orders (SDOs) for more details.

{ @™ Refer to Table 1. Criteria to Determine if TB Isolation is Indicated (page 6). ]




Knowledge Check 2 (2 of 4)

Q: Is a 6-year-old with suspected TB disease whose grandfather is on
RIPE therapy for drug-susceptible TB required to be kept home from
school?

* The child is feeling well.

His chest-x-ray showed hilar lymphadenopathy.

His IGRA was positive.

He is unable to produce a sputum specimen.

He has not yet started TB therapy for presumed TB disease.

/d‘," Health and Human
S Services
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A: No. It is not a requirement that he be kept home from school, as isolation is not
indicated for patients under age 10 who do not have adult-type TB.

Table 1. Criteria to Determine if TB Isolation is Indicated

TB Isolation IS NOT Indicated
1.1 — Children <10 years, unless they have adult type TB’ (if so, they fall into 2.1)

1.2 — Patients with extrapulmonary TB and no pulmonary involvement
TB Isolation IS Indicated

2.1 — Patients with confirmed or suspected pulmonary or laryngeal TB

2.2 — Patients with extrapulmonary TB if pulmonary TB is not yet ruled out”
2.3 — Patients who are not adherent to or tolerant of anti-TB therapy

*Adult type TB: cavitation on chest imaging; and/or if sputum is collected, have smear positivity; and/or have suspected laryngeal TB.
“Ruling out pulmonary TB includes obtaining three negative AFB sputum smears, a negative nucleic acid amplification (NAA), radiology not
consistent with TB, with no respiratory symptoms. Refer to DSHS TB Section’s Standing Delegation Orders (SDOs) for more details.

{ @™ Refer to Table 1. Criteria to Determine if TB Isolation is Indicated (page 6). ]
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Knowledge Check 3 (3 of 4)

Q: When are extensive level restrictions indicated?
Select all that apply.

Before a patient starts ATT and during at least their first week on
ATT.

When a patient resides in any high-risk transmission setting such
as a jail or hospital.

C. When the patient has been instructed by the health department
that they can move around their community without a mask.




EXTENSIVE LEVEL RESTRICTIONS
Extensive restrictions apply to:

Patients with confirmed or suspected TB who are not yet on ATT; or
patients on ATT who live in High-Risk Transmission Settings. These include correctional
facilities, inpatient care facilities, homeless shelters, and refugee camps or rescue
missions ( ); or
patients with possible drug-resistant TB (DR-TB) pending laboratory confirmation (if the
patient is not on ATT for DR-TB); or
e patients who are not - adherent to or tolerant of ATT.
This level of restriction limits movement to an established location(s) and requires proper
masking for the patient and healthcare personnel ( ). Extensive restrictions may
include the use of airborne infection isolation rooms (AlIR), separation, or placing a patient on
home-based isolation until ATT begins and re-evaluation of restriction level and/or release from
TB isolation criteria is met.

@™ Refer to Figure 1: Restriction Level Applications (page 8).




Knowledge Check 4 (4 of 4)

Q: A health department could consider placing a diabetic daycare
teacher with suspected pulmonary TB disease (left upper lobe cavity
and 4+ sputum smear positivity) in level restrictions after 5
days on ATT.

This level would allow the teacher to run short, essential errands while
masking and walk outdoors, but she would not be allowed to return to
her job in the daycare until released.

A. Low
M TEXAS B. Moderate

_/d‘,’ J; Health and Human
s Services

C. Extensive
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A: Moderate level restrictions.

/ MODERATE LEVEL RESTRICTIONS \

Moderate restrictions apply to:

¢ Patients who have started ATT, but have not met the release criteria; and
e patients who are adherent to and tolerant of ATT who do not live in High-Risk
Transmission Settings (Table 3).
This level of restriction allows for some patient movement in the community while reducing the
risk of transmission to contacts. They may limit employment, housing, or social or community
activities occurring in crowded or poorly ventilated indoor spaces, as well as new exposures to

vulnerable populations; however most outdoor activities are permitted (Shah et al., 2024). Masking
Q required indoors for environments outside the home.

[ @™ Refer to Figure 1: Restriction Level Applications (page 8). ]




Step 3: Release the Patient from
TB Isolation and Restrictions
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Key Concepts Regarding Step 3

Deciding to release a patient from TB isolation and restrictions is contingent on their adherence
and tolerance of an effective drug regimen to which they are likely susceptible, provided by DOT.

e

)

Patients should not have worsening TB symptoms.

Consider settings the patient frequents along with exposure to vulnerable contacts before releasing
from TB isolation and restrictions.

i

Release community-based patients based on the number of ATT doses.

_é Release patients in high-risk settings or those not on ATT based on negative bacteriologic results
- and other criteria.



Release Based on Bacteriology
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Release Based on Bacteriology Results

* Patients who live, work, or visit high-risk transmission settings are released after:

» They are AFB sputum smear negative with three consecutive specimen collected
8—24 hours apart;

» They are tolerating and adherent to 5-14 DOT doses (5 if they never had a positive
smear; at least 10—14 if initially smear positive); and

» They have symptom improvement.

_ e Refugee
Inpatient High-Risk Homeless @ Camps and

Fagia:irteies O;;tt?:esnt Shelters Rescue
Missions

Correctional

Facilities

[ @™ Refer to Table 5. Criteria to Release Patients from TB Isolation and Restrictions, column A (page 12). ]

63



Release Based on Duration of
ATT
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Release after 5 Doses of ATT 5

* Patients on ATT who never had a positive AFB sputum smear result,
who are not worsening, and who are adherent and tolerant of DOT (regardless

of setting).

Or
e Patients who were initially sputum smear positive and who do not live, work,

or visit high-risk transmission settings AND who:
» May live, work, or visit other congregate settings;
» Have baseline TB symptoms that are not worsening; and
» Are not likely to expose previously unexposed, vulnerable contacts.

[ @™ Refer to Table 5. Criteria to Release Patients from TB Isolation and Restrictions, column B (page 12). ]
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Release after 10-14* DOT Doses | Bl

14

* Patients on ATT and who do not live, work, or visit high-risk
transmission settings who were initially sputum smear positive
AND who:

» May live, work, or visit other congregate settings and the PHR
or LHD decides longer than 5 ATT doses is necessary before
release.

» Have delayed but subsequent improvement of baseline TB
symptoms.

*10-14 doses depending on dosing schedule (e.g., Monday—Friday dosing or 7 days per week with video
DOT); essentially two weeks” worth of medications.

[ @ Refer to Table 5. Criteria to Release Patients from TB Isolation and Restrictions, column C (page 12). ]
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Knowledge Check 1 (1 of 5)

Q: True or false. A dialysis patient who remains sputum
smear positive after 14 ATT doses could be released
from all TB isolation and restriction measures if she’s
feeling better and remains adherent to therapy?

A9 Health and Human
¥~ Services

H v
Ny &
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A: False. She must visit a high-risk transmission setting for critical medical care.

Correctional
Facilities™

Table 3: High-Risk Transmission Settings

High-Risk Settings and their Populations
High-Risk

Inpatient Care
Facilities™

Outpatient
Settings”

Homeless Shelters

Refugee Camps
and Rescue
Missions

Includes
unaccompanied
children shelters.
¢ These are non-
stable settings;
caution should be
taken to prevent
exposure of
transient contacts.

Includes safe
houses, bunk
houses, or a shelter
where there is daily
or weekly turnover
of residents, thus
potential for

* Includes dialysis
units, cancer
infusion centers,
HIV treatment
centers, transplant
clinics, and dental-
care settings.

* Hospitals, skilled
nursing facilities,
long-term care
facilities, nursing
homes, etc.

* These are inpatient
settings housing
individuals with ongoing, new
varying risk factors. exposures.

*For infection control in healthcare settings, refer to Guidelines for Preventing the Transmission of Mycobacterium tuberculosis in Health-Care
Settings, 2005. For infection control in correctional facilities, refer to Prevention and Control of Tuberculosis in Correctional Facilities, 1996.

* Includes jails,
prisons, federal
detention facilities
(i.e., Immigrations
and Customs
Enforcement [ICE])
and other detention
facilities.

[ @™ Refer to Table 3. High-Risk Transmission Settings (page 9). ]




A: Only release her based on her bacteriology results (and other criteria).

Table 5. Criteria to Release Patients from TB Isolation and Restrictions.

A: Release Based on
Bacteriology

. Patients who live, work, or
vicit High-Risk Transmission
Settings (Table 3).

. Patients who are non-
adherent to the treatment
plan or are not tolerating
ATT.

The above patients may be
released after having:

» Three negative AFB
sputum smears 8-24 hours
apart;

» 10-14 DOT doses=;

# symptom improvement;
and

* adherence to and
tolerance of ATT.

Criteria to Release

*If patient never had a positive
sputum smear, release from TB
isolation and restrictions after
5 ATT doses- see column B #1.

. Patients on ATT who never

B: Release After
5 ATT Doses.

had a positive AFB sputum
smear’, are adherent with
and tolerating ATT
(regardiess of setting).

. Patients on ATT who were

initially sputum smear

positive and who do not

live, work, or visit High-Risk

Transmission Settings

(Table 3) AND who:

a) May" live, wark, or visit
Other Congregate
Settings (Table 4);
andjfor

b) baszeline TB symptoms
are not worsening
(&ppendix 3); and

c} are not likelyT to expose
previously unexposed,
vulnerable contacts.

. Patients on ATT and

C: Release After
10-14 ATT Doses

who do not live, work,
or visit High-Rizk

Transmission Settings

(Table 3) who were
initially sputum smear
positive AND wha:

a) May " live, work, or
visit Other
Congregate Settings
(Table 4)and the
PHR or LHD decides
longer than 5 ATT
doszes is necessary
before release.

b) Have delayed but
subsequent
improvement of
baseline TE
symptoms
(Appendix 3).

D: Release After
Consultation

. Patients on ATT who
do not live, work, or
visit High-Risk
Transmission Settings
(Table 3), who remain
AFB sputum smear
positive, and who
remain in TB isolation
and restrictions after
10-14 ATT doses.

Medical consultation is
strongly recommended to
determine when patients
cshould be released from
TE isolation and
restrictions.

“Obtoin three initiol sputum specimen collected consecutively, 8-24 hours apart, ideally the first specimen observed. Refer to DSHS TB Section’s 5D0s.

“PHRs and LHDs maoy consider releasing certain patients wha live, work or frequent settings listed in Table 4 on a case-by-cose basis. Consider baseline

bactericlogy results, potient symptams, setting, and likelihood aof exposing previously unexposed vuinerable contacts when moking that decision.

5 household contoets or

[ @ Refer to Table 3. High-Risk Transmission Settings (page 9). ]’bfnmed;_

Reminder: She could
be placed in
moderate or low-
level restrictions
around her home
community after 5 to
14 ATT doses, but
extensive restriction
practices are
required when she
enters dialysis (e.g.,
All, masking, etc.).




Knowledge Check 2 (2 of 5)

Q: Patients who were initially sputum smear positive, who do not
live in or visit high-risk transmission settings who are doing well on
ATT can be considered for release from TB isolation after how many
doses at minimum?

A: Five (5)

/d‘," Health and Human
S Services

Texas Department of State
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Table 5. Criteria to Release Patients from TB Isolation and Restrictions.

A: Release Based on B: Release After C: Release After D: Release After

Bacteriology 5 ATT Doses 10-14 ATT Doses Consultation

When to
Release

1. Patients on ATT who never | 1. Patients on ATT and . Patients an ATT who
had a positive AFB sputum who do not live, work, do not live, work, or

. Patients who live, work, or
visit High-Risk Transmission

Settings (Table 3). smear’, are adherent with or visit High-Risk visit High-Risk

i h and tolerating ATT Transmission Settings Transmission Setiings
- (EHETE D TR I regardiess of settingl. (Table 3) who were (Table 3), who remain
adherent to the treatn:lent Patient ATT wh initially sputurm smear AFB sputum smear
plan or are not tolerating T E!t!EIrII s {mt WG Were positive AND whao: positive, and who
LATT i I.a_ ¥ shutum smear a) May live, wark, or remain in TB isclation
a The above patients may be positive and who do not visit Other and restricticns after
o i live, work, or visit High-Rizk .
releazed after having: . . Congregate Settings 10-14 ATT doses,
-E Th o e Transmission Settings (Table 4) and the
& s Three negative ] i .
= S E— {Table S,J.AN D who: PHR or LHD decides Medical consultation is
- a) May live, work, ar visit I h strongly recommended to
'E apart; Other Congregate onger than > ATT det [ h tients
= AT e Ereg doses is necessary etermine whnen patien
= g Settings (Table 4); before release should be released from
ol * symptom improvement; and/for ) TB isolation and
d bh) Hawve delayed but
e baseline TB symptoms cubsequent restrictions.
# adherence to and are not worsening imprc?rementcnf
tolerance of ATT. T
{Appendllx 3); and baseline TE
*f patient never had o positive are ”_Dt likelyT to expose symptoms
sputum smear, release from T8 previously unexposed, (Appendix 3).

isolation and restrictions after vulnerable contacts.

5 ATT doses- see column B #1.

“Obtain three initiol sputum specimen collected consecutively, 8-24 hours apart, ideally the first specimen observed. Refer to DSHS TB Section’s 500s.
"PHRs ond LHDs may consider releosing certain patients whao live, work or frequent settings listed in Table 4 on o case-by-cose basis. Consider baseline
bacteriology resuits, patient symptams, setting, and likelihood of exposing previously unexposed vulnerable cantacts when moking that decision.
TCansider known expasures to new vulneroble contacts (children under age 5 ond immunocompromised individuals) such as household contocts or

: St s s vnzoml leet e T sabine s oo oot oot mn me ent fazet s ""']J'mum, low level restrictions would be needed).

[ @™ Refer to Table 3. High-Risk Transmission Settings (page 9).




Knowledge Check 3 (3 of 5)

Q: What may indicate the need for more than 5 ATT doses before
releasing a community-based patient from TB isolation and restrictions?

A. Extensive disease before therapy began.

B. Works in a congregate setting where the LHD has concerns for
exposure to new, vulnerable contacts.

C. Worsening cough with continued fevers and fatigue after starting ATT.

D. Negative sputum smears x 3 collected consecutively 8-24 hours apart
with one early in the morning.

Nay featthand uman E. A, B,andConly.

b F. All of the above.




Table 5. Criteria to Release Patients from TB Isolation and Restrictions.

A: Release Based on B: Release After C: Release After D: Release After
Bacteriology 5 ATT Doses 10-14 ATT Doses . Consultation .

When to
Release

. Patients whao live, work, or 1. Patients on ATT who never J| 1. Patients on ATT and 1. Patients an ATT who
visit High-Risk Transmission had & positive AFB sputum who do not live, work, do not live, work, or
Settings (Table 3). smear’, are adherent with or visit High-Risk visit High-Risk

and tolerating ATT Transmission Settings Transmission Settings

(regardless of setting). (Table 3) who were (Table 3), who remain

initially sputurm smear AFB sputum smear

. Patients who are non-
adherent to the treatment
plan or are not tolerating . Patients on ATT who were
ATT. initially sputum smear

The ab S b positive and who do not
€ above patients may be live, work, or visit High-Rizk

released after having: o .
) Transmission Settings
® Three negative AFB (Table 3) AND who-
sputum smears 8-24 hours
apart;
10-14 DOT doses=;
symptom improvement;

positive AND whao: positive, and who

a) May " live, work, or remain in TB isclation
visit Other and restrictions after
Congregate Settings 10-14 ATT doses.

iTable 4) and the ) o
PHE or LHD decides Medical consultation is

a) May™ live, work, or visit longer than 5 ATT strongly recommended to
Other Congregate determine when patients
Settings (Table 4); should be released from
and/or TE isolation and

and baseline TB symptoms restrictions.

adherence to and are not worsening

tolerance of ATT. {Appendix 3): and

are not likely™ to expose

dozes is necessary
before release.
Have delayed but
subsequent
improvement of
baseline TB

*If patient never had o pasitive symptoms
sputum smear, release from T8 previously unexposed, {Appendix 3).
isolation and restrictions after vulnerable contacts.

5 ATT doses- see column B #1.

b
S
e
8
(1]
=
2
[ =9
S

“Obtain three initiol sputum specimen collected consecutively, 8-24 hours apart, ideally the first specimen observed. Refer to DSHS TB Section’s 500s.
“PHRs ond LHDs may consider relensing certain patients wha live, work ar frequent settings listed in Table 4 on o case-by-cose basis. Consider baseline
bacteriology resuits, patient symptams, setting, and likelihood of exposing previously unexposed vulnerable cantacts when moking that decision.
TCansider known expasures to new vulneroble contacts (children under age 5 ond immunocompromised individuals) such as household contocts or
pianned time around such individuols where mosking wouwild still be reguired (ond at minimum, low Jevel restrictions would be needed).

[ @™ Refer to Table 3. High-Risk Transmission Settings (page 9).
e, e,




Release After Consultation

* Patients on ATT who do not live, work, or visit
high-risk transmission settings, who remain AFB
sputum smear positive, and who remain in TB
isolation and restrictions after 10-14 ATT doses.

* Nurse case manager consultation options:
» Licensed healthcare provider
» Local health authority
» Regional medical director

» DSHS TB section (clinical care team,
epidemiology team)

» Heartland National TB Center
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Knowledge Check 4 (4 of 5)

Q: True or false - An emergency room (ER) nurse could be placed in
low level restrictions after 5 days on ATT. She could resume all
normal activities around her home and community without a mask
but would NOT be allowed to return to work until she produced
three negative sputum smears (along with other criteria).

A: TRUE. She works in a high-risk transmission setting (hospital ER)
therefore she cannot be released from TB isolation. Her restriction
level however can be moved to low level. She cannot return to work
until she has three negative AFB sputum smear results (and other
criteria including 14 DOT doses).

76



/ LOW LEVEL RESTRICTIONS \

Low level restrictions only apply to:

* Patients who are adherent to and tolerant of at least 5 ATT doses who do not live in
High-Risk Transmission Settings (Table 3); and
« patients who are not likely to transmit TB to the general community but have not met the
release criteria because of the following:
o They remain AFBE sputum smear positive; and
o they are likely to expose vulnerable people.
This level of restriction allows for routine activities in and around the home and community but
would explicitly restrict working in or visiting High-Risk Transmission Settings (Table 3) and Other
Congregate Settings with Risk of TB Transmission (Table 4) as determined by the PHR or LHD. If
the patient must enter the setting temporarily for medical care, ensure airborne infection
control practices (e.g., AlIR, separation, masking) occur. Masking is also required when patient is

Qund vulnerable contacts (i.e., immunocompromised, young children, etc.). /

[ @™ Refer to Figure 1: Restriction Level Applications (page 8). ]
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Knowledge Check 5 (5 of 5)

Q: This is an example of effective ATT when reviewing TB isolation
and restriction status:

A. RIPE therapy that was started on a patient with risk factors for
drug resistant TB and in whom you don’t have a NAA result.

B. RIPE therapy where the patient has vomited two doses during the
DOT visit.

C. RIE therapy that the patient has taken every dose by DOT, and
you have a NAA showing rifampin susceptibility.

D. Self-administered RIPE therapy for two weeks, as prescribed by
the primary care doctor.
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Table 2. Effective ATT for Reviewing TB Isolation and Restrictions”

Standard Therapy for Drug Regimens without Isoniazid (INH) Regimens without a Rifamycin
Susceptible TB

Patient must be on: Patient must be on: ¢ Seek medical consultation

e At leastisoniazid (INH) and e Fluroquinolone (FQN)/ RIF/EMB/ PZA regarding effective
rifampin (RIF)™ with or without OR regimens that do not
ethambutol (EMB), e RIF'/EMB/PZA include a rifamycin, as per
pyrazinamide (PZA). OR DSHS TB Section’s SDOs.

e FQN/RIF/EMB

To be considered effective, the regimen must be:
1) Administered by the PHR and LHD by directly observed therapy (DOT), which can include video DOT (vDOT),
consecutively with no missed doses.

¢ Considerations may be made by the PHR and LHD to accept inpatient medication administration records
(MARs) on a case-by-case basis.
2) Well-tolerated by the patient, including no vomiting, with each dose fully taken and ingested.
3) Likely to be effective based on presumed M. th specimen susceptibility.”

e Ensure patient is not likely to be drug resistant® if they start standard therapy with at least INH and RIF"™.

"This table does not supersede clinical treatment recommendations. Refer to the DSHS TB Section’s SDOs for standards of care and treatment details.
“"Rifabutin (RBT) can be used in place of rifampin; refer to the SDOs for treatment details when RBT is indicated.

*Nucleic acid amplification (NAA) results with rifampin testing (i.e., Xpert) should be obtained on an initial sputum sample for all patients suspected
of having TB. Refer to the DSHS TB Section’s SDOs.

* Risk factors for drug-resistant tuberculosis (DR-TB) are detailed in the Texas TB Manual, Chapter VI.

O™ Refer to Table 2: Effective ATT for Reviewing TB Isolation and Restrictions (page 7).
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Review of the Steps

In step 1, we decided if isolation was indicated.

In step 2, we instructed the patient on how to isolate.

Everyone starts in extensive level restrictions
\ for at least 5 ATT doses

. 4

In step 3, we decided if the patient could be released from TB isolation

and all restrictions, or if we could modify the restriction level.




TB Isolation and Public Health
Measures

Anette Costa, MPH
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7% TEXAS

/d‘," Health and Human
S Services

Texas Department of State
Health Services

Infection Control and Masking

Healthcare personnel (HCP) should always
use proper airborne infection control
measures around TB patients until they have
three negative AFB sputum smear results and
other criteria.

/@_D\ TB patients should receive education about

®
@ when to wear a mask depending on their
{:@? isolation and restriction status and

\/ bacteriology results.

|

@™ Refer to Chapter Il. Implementing TB Isolation and Restrictions (page 13) and
Appendix 8. Infection Control Measures (page 30).

.




Release from Isolation Versus the
End of the Infectious Period

Release from Isolation

e I e e — End of Infectious Period

Based on clinical
information, exposure
sites, and treatment

Based on bacteriology
and treatment

/3 Health and Human
g Services

TB isolation and restrictions status do not impact infectious
period calculations.

Texas Department of State
Health Services
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Contact Investigations and
Infectiousness

* You should initiate contact investigations (Cl) for all patients with
suspected or confirmed pulmonary, pleural, or laryngeal TB disease
as outlined in the Texas TB Manual.

* The infectious period (IP) is the time during which a person with TB
disease is potentially capable of transmitting Mycobacterium
tuberculosis (M. tb.).

» The IP is used to focus Cl efforts and determine the timeline for
second round testing.

* You should initiate second-round testing for contacts 8—10 weeks
after break in contact or the end of the infectious period.

[ @™ Refer to Chapter Ill. Additional Public Health Measures (page 15). ]
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Determining the End of the Infectious
Period

{

Patients with positive
sputum smears:

/.‘

e Three consecutive negative

sputum smear results;

e Effective treatment for two

weeks or more; and
e Diminished symptoms (if
applicable).

|

Patients who never had
positive sputum smears:

e Three consecutive negative
sputum smear results;

e At |least five doses of
medication; and

e Diminished symptoms (if
applicable).
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Managing Contacts

If you release  You should screen contacts with new exposure
a patient from based on the nature of the exposure, risk

TB isolation factors, etc.
and
restrictions
while they Contacts who had a break in contact (date of
remain AFB last physical exposure) and are now re-exposed
sputum smear to the patient should have second-round
() i positive: testing scheduled based on the new break in

F°  Services

contact or end of infectious period date.

Texas Department of State
Health Services
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Public Health Control Measures

 Federal Travel Restrictions

» Eligibility criteria are established by the CDC and Department of
Homeland Security (DHS).

» Consult with the TB Section epidemiology team
(tbepi@dshs.Texas.gov).

* Interjurisdictional Notification (IJNs)

» Other states may implement different TB isolation and restriction
guidelines than Texas.

» Coordinate all out-of-state moves with the TB Section
surveillance team (tbhdsurveillance@dshs.texas.gov).

[ O™ Refer to Chapter Ill. Additional Public Health Measures (pages 16-17). ]
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Guidelines exist and remain
for correctional settings and
healthcare settings.

Some patients will require
5-14 doses of ATT prior to
release regardless of
sputum smear positivity.

In Summary

Place all patients with
infectious forms of TB in TB
isolation with extensive
restrictions initially.

Do not release patients in
high-risk congregate
settings until sputum smear
results are negative (along
with other criteria).

Reassess patients every 5
days to reevaluate their TB
isolation and restriction
status.

Once you release a patient
from TB isolation and
restrictions, they may still
need to mask in certain
instances.




Final Thoughts

e Consider the impact of isolation on TB patients.

e Balance patients’ mental health and quality of
life with the duty to protect the community.

* Do not get stuck in “that’s how we’ve always
done it.”

* There is no need to rush implementation.
Consider each new patient on a case-by-case
basis using a patient-centered approach.

* Join upcoming webinars to talk though case
studies and local implementation experience.




Questions?
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Reminders

Delphina Sanchez, MA
Director of Education
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:755?
Training Date Time (CST)
Session #1: Introducing the New .

Guidelines April 9, 2026 12:00 — 1:30pm
Session #2: Case Studies May 7, 2026 12:00 — 1:30pm
Session #3: Case Studies June 18, 2026 12:00 — 1:30pm
Session #4: Case Studies July 9, 2026 12:00 — 1:30pm

Session #5: Implementation Lessons

Learned August 13, 2026 [12:00-1:00pm




End of Session 1
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