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Tips for Today’s Session 

Have the DSHS 
Implementation Guide 
available to reference

Participate in the 
knowledge checks

Place your questions         
in the chat



Let’s Begin



TB Isolation Practices
Elizabeth Foy, MSN, RN



After completing this session, you should be able to:

1) Explain the background for previous TB isolation practices.

2) Understand evidence used to guide new TB isolation practices.

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

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

Today’s Objectives
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Preventing TB Transmission Through 
the Isolation Process 

Determine 
when 

patient can 
be released

Instruct 
patient on 

how to 
isolate

Decide if 
isolation is 
indicated
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National Guidelines for Preventing     
TB Transmission 

1996 2005

2005 2021

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 
(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 
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What Evidence-Based Research Shows

• Duration of adequate TB therapy reduces and 
eventually eliminates infectiousness despite 
positive AFB sputum smear results.  

20
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A New Perspective 



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. 

  



Summary of the Evidence
Dr. Lisa Armitige, MD, PhD
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Home Based TB Isolation and Infectiousness 

• Through the mid-20th century, many people with 
TB were subjected to sanitorium practices of 
separation and quarantine.

• Public health programs determined durations of 
infectiousness and contact exposures.

• 1976 an article in the Tubercle and Lung Disease 
journal stated: 

 “… patients given the right combination of drugs 
lose their infectivity in a few weeks (probably most 
often in less than two weeks)…”

https://www.sciencedirect.com/science/article/a
bs/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
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

• Source was either in a sanitorium or stayed at home

• No difference was found when patients were isolated vs allowed to stay home

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

Clinical Infectious Diseases, 
ciae199, https://doi.org/10.1093/cid/ciae199

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


Review of the Literature

• Factors impacting transmission are multiple
• Ventilation

• Duration and proximity of exposure

• Susceptibility of the contact to Mtb infection

• 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 
useful predictors of infectiousness

Clinical Infectious Diseases, 
ciae199, https://doi.org/10.1093/cid/ciae199

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


Important to Consider

• Absence of evidence ≠ evidence against benefit

• Isolation has the potential to cause real patient harm

Clinical Infectious Diseases, 
ciae199, https://doi.org/10.1093/cid/ciae199

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


Mental Health Impact
Dr. Barbara Seaworth, MD, FIDSA
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Emerging Infectious Diseases, www.cdc.gov/eid, Vol. 30, No. 3, March 2024

http://www.cdc.gov/eid


Isolation – A Possible Contributor to Poor TB Outcomes

Poor self 
image

• Loss of income
• Food, housing 

instability

Stigma

Mental health

Family and 
social  

Interactions

Economic 
stability

 

Negative reactions 
from multiple 

individuals

• Depression
• Alcohol or drug use
• Loss of role in family 

and associated guilt
• Is therapy working?

• Falling behind in 
school

• Job, income loss

Difficulty 
with  

adhering to 
treatment

Respiratory 
Isolation     

and 
Restrictions 



Response in Texas
Elizabeth Foy, MSN, RN



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 

• Considered implications for Texas



Workgroup Members

DSHS                  
TB Section

Anette Costa 

Elizabeth Foy

Kathryn Yoo

Heartland 
National TB 

Center

Dr. Lisa 
Armitige

Salma Lerma

Dr. Barbara 
Seaworth

Local Health 
Departments 

Gerald Barnett 
Dallas County 
Public Health

Patrick Ndibe 
Houston 

Health Dept.

Damiana Peña 
Corpus Christi-

Nueces Co.

Public Health 
Regions

Leigh Riggins 
PHR 4/5N

Dr. Lillian 
Ringsdorf

PHR 8

Dr. Lana 
Yamba

PHR 11

DSHS Regional 
and Local Health 

Operations

Christine 
Murphy
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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. 

Documentation forms, flow-charts, tables, 
and patient educational material would need 
to be developed to support implementation.





First Impressions of the DSHS 
Implementation Guide

Lengthy document with     
many pages, details, and 

appendices

Criteria is no longer 
black and white

Can be intimidating 
to absorb all the 

information 



Assurance to Users

The guide walks users 
step by step through the 

isolation process

Many areas in each step 
reflect current practice

The appendices are 
optional to help with 

implementation 



Using the DSHS Implementation 
Guide



• 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.

New Terminology
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Determine 
when 

patient can 
be released

Instruct 
patient on 

how to 
isolate

Decide if 
isolation is 
indicated

No 
Changes

Some 
changes

Many 
changes

TB Isolation and Restrictions



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

References are indicated 
in a gold text box:  

 Refer to the section(s) listed here 



Step 1: Determine if Isolation is 
Indicated



When is TB Isolation Not Indicated?
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• Children under age 10, 
unless they have adult 
type TB*

• Patients with 
extrapulmonary TB and 
no pulmonary 
involvement**

Isolation is 
NOT Indicated

*Adult-Type TB:
1. Cavitation of chest imaging
2. Sputum smear positivity (if collected)
3. Suspected laryngeal TB

**Ruling Out Pulmonary TB:
1. Three negative sputum smear results 

and a negative nucleic acid amplification 
(NAA)

2. Normal radiology not consistent with TB
3. No respiratory symptoms 

 Refer to Table 1. Criteria to Determine if TB Isolation is Indicated (page 6). 



When TB Isolation Is Indicated

44

• Patients with confirmed or 
suspected pulmonary or 
laryngeal TB

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

• 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 
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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. 

Key Concepts Regarding Restrictions
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Restriction Levels

• Limit movement to established locations (home, residence, etc.) and require     
strict masking.

• Infection control measures where applicable include airborne infection isolation 
(AII), separation, ultra-violet (UV) lights, HEPA filters, N-95 mask (healthcare 
workers) or surgical masks (patients).

Extensive Level Restrictions

• 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. 

Moderate Level Restrictions 

• 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 vulnerable contacts. 

Low Level Restrictions

 Refer to Figure 1. Restriction Level Applications (page 8) and Appendix 1 Defining Restrictions (page 18).

All 
patients 

start here 
for at 
least 5 

ATT 
doses



Many Community Settings 

Some settings are high-risk for TB.
Other settings will have varying risks for TB transmission. 



• 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 
Facilities

Jails, prisons, federal 
detention facilities and 

other detention 
facilities. 

Inpatient Care 
Facilities

Hospitals, skilled 
nursing facilities, 

long-term care, etc. 

High-Risk 
Outpatient Settings

Dialysis, cancer 
infusion centers, HIV 
treatment centers, 
transplant clinics, 
and dental-care.  

Homeless Shelters

Any shelter where 
there is daily or 

weekly turnover of 
residents. 

Refugee Camps 
and Rescue 

Missions

Includes 
unaccompanied 
children (UAC) 

shelters.  

High-Risk Transmission Settings

 Refer to Table 3. High-Risk Transmission Settings (page 9).

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

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



• Consider restriction level based on the following:
Will there be new exposures to contacts not already under evaluation for TB?
Is 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?

 

Other Congregate Settings

 Refer to Table 4. Other Congregate Settings with Risk of TB Transmission (page 10). 

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

Settings with 
Vulnerable People

Senior centers, 
ambulatory health 

clinics, child 
daycares, etc.

Homes for 
Children

Foster homes, 
group homes, etc.

Kindergarten –
12 Grade 
Schools

Dormitories

Military, camps, etc.

Colleges and 
Universities

Other

Church, offices, 
other settings with 

variations in 
transmission risk



Knowledge Checks
Elizabeth Foy, MSN, RN and Swaiba Hamid, MPH



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

• 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?

Knowledge Check 1 (1 of 4)



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

 Refer to Table 1. Criteria to Determine if TB Isolation is Indicated (page 6). 



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.  

Knowledge Check 2 (2 of 4)



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. 

 Refer to Table 1. Criteria to Determine if TB Isolation is Indicated (page 6). 



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

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

B. 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.

Knowledge Check 3 (3 of 4) 



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



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

B. Moderate

C. Extensive 

Knowledge Check 4 (4 of 4) 



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

A: Moderate level restrictions. 



Step 3: Release the Patient from 
TB Isolation and Restrictions 



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. 

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. 

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

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

Key Concepts Regarding Step 3

61



Release Based on Bacteriology
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• 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.

Release Based on Bacteriology Results

Correctional 
Facilities

Inpatient 
Care 

Facilities

High-Risk 
Outpatient 

Settings

Homeless 
Shelters 

Refugee 
Camps and 

Rescue 
Missions

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



Release Based on Duration of 
ATT
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• 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

• 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. 

Release after 5 Doses of ATT 

 Refer to Table 5. Criteria to Release Patients from TB Isolation and Restrictions, column B (page 12). 
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• 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.

Release after 10–14* DOT Doses 

*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). 



Knowledge Checks



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?

Knowledge Check 1 (1 of 5)



 Refer to Table 3. High-Risk Transmission Settings (page 9).

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



 Refer to Table 3. High-Risk Transmission Settings (page 9).

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., 
AII, masking, etc.).

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



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)

Knowledge Check 2 (2 of 5) 



 Refer to Table 3. High-Risk Transmission Settings (page 9).



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.

E. A, B, and C only.

F. All of the above.

Knowledge Check 3 (3 of 5) 



 Refer to Table 3. High-Risk Transmission Settings (page 9).
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• 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 

Release After Consultation 



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

Knowledge Check 4 (4 of 5) 



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



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. 

78

Knowledge Check 5 (5 of 5)
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 Refer to Table 2: Effective ATT for Reviewing TB Isolation and Restrictions (page 7). 



Review of the Steps

In step 1, we decided if isolation was indicated.

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

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. 

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



TB Isolation and Public Health 
Measures 
Anette Costa, MPH
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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. 

TB patients should receive education about 
when to wear a mask depending on their 
isolation and restriction status and 
bacteriology results.

 Refer to Chapter II. Implementing TB Isolation and Restrictions (page 13) and 

Appendix 8. Infection Control Measures (page 30). 



Release from Isolation 
and Restrictions

Based on clinical 
information, exposure 
sites, and treatment 

End of Infectious Period

Based on bacteriology 
and treatment

Release from Isolation Versus the 
End of the Infectious Period

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



• You should initiate contact investigations (CI) 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 CI 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. 

84

Contact Investigations and 
Infectiousness

 Refer to Chapter III. Additional Public Health Measures (page 15).

https://www.dshs.texas.gov/sites/default/files/LIDS-TB/policies/tb-manual.pdf
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Determining the End of the Infectious 
Period

• Three consecutive negative 
sputum smear results;

• Effective treatment for two 
weeks or more; and

• Diminished symptoms (if 
applicable).

Patients with positive 
sputum smears:

• Three consecutive negative 
sputum smear results;

• At least five doses of 
medication; and

• Diminished symptoms (if 
applicable).

Patients who never had 
positive sputum smears:



If you release 
a patient from 
TB isolation 
and 
restrictions 
while they 
remain AFB 
sputum smear 
positive:

You should screen contacts with new exposure 
based on the nature of the exposure, risk 
factors, etc. 

Contacts who had a break in contact (date of 
last physical exposure) and are now re-exposed 
to the patient should have second-round 
testing scheduled based on the new break in 
contact or end of infectious period date.

86

Managing Contacts



• 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).
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Public Health Control Measures

 Refer to Chapter III. Additional Public Health Measures (pages 16-17).

mailto:tbepi@dshs.Texas.gov
mailto:tbhdsurveillance@dshs.texas.gov


Summary and Final Thoughts

88

Elizabeth Foy, MSN, RN and Lisa Y. Armitige, MD, PhD



Guidelines exist and remain 
for correctional settings and 

healthcare settings. 

Place all patients with 
infectious forms of TB in TB 

isolation with extensive 
restrictions initially.

Reassess patients every 5 
days to reevaluate their TB 

isolation and restriction 
status. 

Some patients will require  
5-14 doses of ATT prior to 

release regardless of 
sputum smear positivity. 

Do not release patients in 
high-risk congregate 

settings until sputum smear 
results are negative (along 

with other criteria).

Once you release a patient 
from TB isolation and 

restrictions, they may still 
need to mask in certain 

instances. 

In Summary
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• Consider the impact of isolation on TB patients.

• 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.

Final Thoughts
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Reminders
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Delphina Sanchez, MA

Director of Education

Heartland National TB Center



TB Isolation and Restrictions Guidelines  
Trainings Series, 2026

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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