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Successful completion of this continuing education 
activity includes:

• Attending 100% of activity.
• Completion and submission of participant evaluation.

Successful Completion 
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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 
Professional Development.
This activity is a joint providership between the Texas Department of State 
Health Services Continuing Education Program and Heartland National TB 
Center.

Continuing Education
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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 
Program designates this live activity for a maximum of 1.50 AMA PRA 
Category 1 CreditsTM. Physicians should claim only the credit 
commensurate with the extent of their participation in the activity.

Continuing Education, cont’d
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Focus Areas of Today’s Session

Table 4. Other 
Congregate Settings 
with Risk of TB 
Transmission 

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

Figure 1: Restriction 
Level Applications  

Chapter III. 
Additional Public 
Health Measures

Appendix 4: 
Documenting TB 
Isolation and 
Restriction Status

Appendix 8: Infection 
Control Measures



Refer to the DSHS 
Implementation Guide as 
we go through today’s 
presentation. 

References are indicated 
in a gold text box:  

 Refer to the section(s) listed here 
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Let’s Begin



After completing this session, you should be able to:

1) Apply evidence introduced in Session 1 to guide new tuberculosis 
(TB) isolation practices

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

3) Understand how to assign and instruct patients on restriction levels 
based on setting

4) Understand how the new guidelines impact contact investigation 
(CI) practices, including what does and does not change

Today’s Objectives
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Review of TB Isolation Principles 
and New Guidelines
Anette Costa, MPH

Epidemiology Team Lead

Tuberculosis and Hansen’s Disease Section 

Texas Department of State Health Services



What We Know

Every patient with TB started as a contact (known or unknown) 

Respiratory isolation is widely used as a public health strategy for TB 
prevention and control

Health departments are charged with protecting both the TB patient and the 
public 

Most contacts were exposed to TB before the index started effective anti-TB 
therapy (ATT)

Isolation and prolonged separation from communities have negative mental 
health impact on TB patients 
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• After initiating effective ATT to which 
the isolate is likely susceptible, sputum 
smear and culture results are poor 
predictors of infectiousness

• Infectiousness decreases dramatically 
after only a few ATT doses

• Evidence suggests that isolation after 
diagnosis does not significantly impact 
TB test conversions among contacts

What Science Says Regarding TB 
Isolation and Infectiousness 
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Delivering 
patient- 
centered 

care

Protecting 
the public

The Public Health Dilemma

• Public health interventions must 
promote health without harming 
vulnerable populations 

• Programs must balance between 
protecting the community and 
respecting an individual’s 
liberties, mental health, social, 
and economic interests

• This requires practices that weigh 
scientific evidence against ethical 
principles 20



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

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

 Capacitate TB programs to apply isolation and restrictions based 
on a patient’s individual circumstances and specific exposure 
settings 
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Settings

• Where are you releasing the patient to?

Exposures

• Are there new exposures in that setting? 

Transmission

• Are these exposures a transmission risk?

• Are there vulnerable individuals that could be newly exposed?

Focusing on Settings and Exposures
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Assigning Restriction Levels 
Damiana Peña, MPH, CIC, CHW

Tuberculosis Program Manager

Corpus Christi-Nueces County Public Health District



• New terminology: TB isolation and restrictions 
 During the isolation period, one of three restriction levels are 

assigned to prevent the spread of TB

 The term “release” is short for “release from TB isolation and 
restrictions” 

 Do not confuse “release” with reassessing and potentially 
downgrading a patient’s restriction level

Language around TB Isolation 
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• Implementing TB isolation and restriction measures is a three-step approach:

Follow The Steps

Determine if isolation is 
necessary

• Consider age and disease site

1
Assign a restriction level 

• Consider places where patient 
lives, works and frequents

• Consider duration at each site

• Adjust restrictions as needed

• Re-evaluate restriction level 
weekly

2
Release the patient from 
TB isolation and 
restrictions

• Follow evidence-based criteria

• Ensure patients do not stay in 
isolation longer than necessary

3

 Refer to page 6 for more information on each step 
25



Isolation 
indicated

Extensive Level 
Restrictions

Moderate Level 
Restrictions

Low Level 
Restrictions

Release from isolation 
and restrictions

1

2

3
26
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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.

Reassess 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

If not 
releasing 

after 5 ATT 
doses, 

consider 
changing 

restriction 
level



How Do We Assign Restrictions?

• Presumed 
susceptibilities

• Effectiveness of 
regimen

• Adherence to and 
tolerance of ATT

Patient 
Characteristics

• Lives

• Works

• Frequently visits

Settings
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High-Risk Transmission Settings and Their 
Populations

 Refer to Table 3: High-Risk Transmission Settings (page 9)
 Refer to Appendix 8: Infection Control Measures (page 30)

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.  
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Other Congregate Settings and their Populations
4.1 Settings with potentially immunocompromised or highly vulnerable people including, but not limited to: 

• Adult daycares, senior centers, retirement homes.

• Other ambulatory-care outpatient settings and medical offices not listed in Table 3 (refer to Guidelines for Preventing 

the Transmission of Mycobacterium tuberculosis in Health-Care Settings, 2005).

• Settings where adults with TB may expose vulnerable children under the age of 5 years:

o Settings where children under 5 years of age congregate indoors.

o Carefully consider if there will be new exposures before releasing an adult TB patient back into the setting.
4.2 Children and adolescents in foster homes, boarding homes, group homes, orphanages, and halfway houses:

• Consider a restriction level if the patient is released from another setting (e.g., hospital) to this setting, and there is 

potential for new exposures.

• If a patient resides in any of these settings at the time of diagnosis, consider if other residents have been living there 

previously and would be screened in a contact investigation (CI). If so, the patient may not require extensive restrictions 

in the residence.

Other Congregate Settings

 Refer to Table 4: Other Congregate Settings and their Populations (page 10) 
 Refer to Appendix 8: Infection Control Measures (page 30)
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Other Congregate Settings and their Populations
4.3  Kindergarten through 12th grade (K-12) schools:

• Restrictions may apply to children <age 10 with adult-type TB (Table 1) and teachers before returning to school. 

4.4  Dorms (other than shelters or bunk houses for unhoused people which are High-Risk Transmission Settings 

[Table 3]):

• Includes college dormitories, camps for school-aged children, military dorm housing, etc. 

4.5  Colleges and universities

• Consider classroom size and duration of possible exposures, along with other areas students congregate; 

restrictions may apply for teachers, students, and volunteers.

4.6  Other congregate settings as determined by the PHR or LHD:

• Consider indoor settings where people congregate that have poor ventilation/airflow, lack of UV light exposure, 

and other environmental concerns which may increase transmission risk. 

Other Congregate Settings (cont.)

 Refer to Table 4: Other Congregate Settings and their Populations (page 10) 
 Refer to Appendix 8: Infection Control Measures (page 30)
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Instruct the Patient on How to 
Isolate

• Discuss and document the patient’s 
understanding of their TB isolation and 
restriction level

• Educate on proper masking

• Discuss locations and persons they should 
avoid while under respective restriction 
levels

• Reassess every 5 days

 Refer to Appendices 5-8 (pages 26-32 ) for patient letters and education



• Implementing TB isolation and restriction measures is a three-step approach:

Follow The Steps

Determine if isolation is 
necessary

• Consider age and disease site

1
Assign a restriction level 

• Consider places where patient 
lives, works and frequents

• Consider duration at each site

• Adjust restrictions as needed

• Re-evaluate restriction level 
weekly

2
Release the patient from 
TB isolation and 
restrictions

• Follow evidence-based criteria

• Ensure patients do not stay in 
isolation longer than necessary

3

 Refer to page 6 for more information on each step 
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 Refer to Table 5: Criteria to Release Patients from TB Isolation and Restrictions (page 12)

Release from TB Isolation and Restrictions
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Is the patient on ATT?

Have symptoms worsened since starting ATT?

Where are you releasing the patient to?

Are there new exposures in that setting? Are there vulnerable 
individuals that could be newly exposed?

Are these exposures a transmission risk?

• When deciding on modifications to restriction levels and release from TB isolation and 
restrictions, health departments should consider:

Modify Restriction Level or Release from Isolation? 
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Knowledge Checks



A patient with high blood pressure is released from TB 
isolation and restrictions while his sputum remain AFB 
smear positive. The patient has routine visits with a primary 
care provider. Can they resume their routine visits?

A. No, wait until sputum smears convert.

B. Yes, they can return without additional precautions. 

C. Yes, but the patient should continue to mask during medical appointments until the 
sputum smears have converted.

38

 Refer to Table 5: Criteria to Release Patients from TB Isolation and Restrictions (page 12)
and Infection Control and Masking (page 13)

Knowledge Check 1 of 8



Answer

A patient with high blood pressure is released from TB isolation 
and restrictions while his sputum remain AFB smear positive. The 
patient has routine visits with a primary care provider. Can they 
resume their routine visits with the provider?

A. No, wait until sputum smears convert.

B. Yes, they can return without additional precautions. 

C. Yes, but the patient should continue to mask during medical appointments until the sputum 
smears have converted.

39

 Refer to Table 5: Criteria to Release Patients from TB Isolation and Restrictions (page 12)
and Infection Control and Masking (page 13)



Knowledge Check 2 of 8

Patients that frequent or live in “Other Congregate Settings” 
(Table 4) should only be released from TB isolation and 
restrictions after a minimum of 10-14 doses of ATT?

A. True

B. False

40

 Refer to Table 5: Criteria to Release Patients from TB Isolation and Restrictions (page 12)



Answer

Patients that frequent or live in “Other Congregate Settings” 
(Table 4) should only be released from TB isolation and 
restrictions after a minimum of 10-14 doses of ATT?

A. True

B. False

41

“Once a decision to implement respiratory isolation and restrictions has 
been made, the level of restrictions should be tailored to ensure 

reductions in TB transmission risk while limiting potential negative 
consequences to the patient (Shah et al., 2024).” 



Impact on Contact Investigations 
Anette Costa, MPH

Epidemiology Team Lead

Tuberculosis and Hansen’s Disease Section 

Texas Department of State Health Services



Conducting Contact Investigations

CIs rely on the TB patient’s infectious period to help identify contacts most at risk for TB infection and set 
timeframes for testing contacts

Bacteriology and chest imaging results should be considered when prioritizing CIs

CIs should be initiated for all confirmed or suspected cases with pulmonary, laryngeal, or pleural TB

New TB Isolation Guidelines for Community Settings do not address CIs

Follow recommendations outlined in Guidelines for the Investigation of Contacts of Persons with Infectious 
Tuberculosis issued by CDC

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



• The infectious period (IP) is the estimated time 
during which a person with TB disease is 
potentially capable of transmitting 
Mycobacterium tuberculosis
 Estimated by looking at TB symptoms, 

bacteriology, and chest radiography results 
 The IP helps focus CI efforts on identifying 

contacts most likely exposed to 
Mycobacterium tuberculosis while the index 
was infectious 

 May be refined as the CI progresses

TB Infectious Period

 Refer to Chapter III. Additional Public Health Measures (page 15). 44



Isolation Period vs. Infectious Period

• Public health strategy to reduce TB 
transmission

• May include limiting patient 
movement and interaction with 
others

• Starts when TB is suspected or 
diagnosed

• Does not rely on clinical information 
alone

Isolation 
Period

• Based on the biology of TB disease 
only

• Covers periods before and after TB 
diagnosis

• Can overlap with the isolation period

• Used to guide contact investigation 
efforts including contact identification 
and determining window periods 

Infectious 
Period

45



Isolation Period

Infectious Period (IP) Start Date: 3 
months before earliest finding 
consistent with TB disease or 

earliest TB symptom

Infectiousness vs. Isolation

December January February March April

December 15th 

IP End Date: At least five doses of 
medication, Symptom improvement 

(as applicable), three consecutive 
negative AFB sputum smears

TB isolation and 
restrictions lifted

5 doses of ATT and TB 
symptom improvement 

AFB sputum smear 
negative x3 

April 25th

March 2nd

Placed in TB 
isolation and 
restrictions

Started on ATT 

February 25th

Infectious Period



Approaching Second-Round Testing

Second-round testing for contacts occurs 8–10 weeks after break in contact or the end of 
the infectious period

Patients may be released from TB isolation before their AFB sputum smears convert from 
positive to negative 

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



Managing Contacts Following Release of 
an AFB Sputum Smear Positive Patient

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

• Screen contacts with new exposures 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

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



Why This Approach?

• Reconciling individual benefits for the patient with community 
risk in an individualized manner

The new guidelines invite programs to 
take a critical look at the role of public 

health

• TB transmission risk is higher for contacts that have prolonged 
close contact with an infectious case 

Most exposures happened prior to TB 
diagnosis 

• Infectivity decreases rapidly after starting ATT 

• The Implementation Guide uses a conservative approach

• CI guidance in Texas remain unchanged  

There is no defined amount of 
exposure time for when an infectious 

person can infect a contact

• By assessing contacts identified after release of isolation, 
programs are ensuring that everyone potentially exposed to 
TB is evaluated

No contact should be left behind



Navigating the Paradigm Shift

Do not commit to timelines that may be hard to keep

Set expectations that the CI process may evolve as the investigation 
proceeds

Communicate clearly and efficiently with stakeholders
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Case Study 1
Justin
Gerald Barnett

Disease Intervention Specialist Supervisor

Dallas County Health and Human Services (DCHHS)



Meet Justin

• Justin is a 38-year-old dispatcher at a small truck 
company. He works in a shared office 
coordinating deliveries and assigning work to 
drivers.

• He is the sole breadwinner in his household. 
Lives with his wife, mother, and three children. 

Workplace Exposure
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Clinical Presentation

• Presented to urgent care with complaints of productive cough, 
fever, and weight loss

• Positive QuantiFERON (QFT)

• Abnormal chest x-ray with a small cavitary nodule

• Sputum: 2x AFB sputum smear positive, NAAT positive no 
rifampin resistance

Evaluation 
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The TB Diagnosis 

After reviewing the chest X-ray, the provider at 
urgent care suspects that Justin has TB disease 

The provider sends a report to the local health 
department

The local health department reviews the 
information and calls Justin 

Justin can go to the health department the 
same day and begins ATT 
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• After 5 Doses of ATT his fever has resolved 

• Justin remains adherent to treatment

• Sputum smear remains positive

• Contact investigation is underway 
 No identified vulnerable individuals
 No high-risk settings

• Justin is concerned about his employment: 
 No family income during isolation 
 Employer threatening job loss 
 Financial hardship affecting entire household 

Justin begins treatment 

“If I lose my job, my family will suffer more 
than from TB.” 55



Knowledge Check 3 of 8

56

Can Justin be released from TB isolation and restrictions after 5 doses 
of ATT?
 

A. No, he needs to remain in isolation until he has completed 10-14 doses of ATT. 

B. No, he should remain in isolation but should move from extensive to moderate level 
restrictions. 

C. No, he should remain in isolation but should move from extensive to low level restrictions.

D. Yes, he can be released from isolation and restrictions after 5 doses of ATT. 

E. I do not have enough information.

 Refer to Table 5: Criteria to Release Patients from TB Isolation and Restrictions (page 12)



Applying the New TB Guidelines
Factors Supporting 
Release after 5 doses

Effective ATT initiated via VDOT

Likely drug susceptible (no RIF resistance 
on NAAT)

No symptom worsening

Adherent to treatment

Patient educated on infection control

Workplace Risk 
Assessment

Works in a congregate setting deemed 
concerning by the health department 
(see Table 4. Other Congregate Settings 
with Risk of TB Transmission)
Shared indoor space with reduced 
ventilation

Short interactions with a larger number 
of drivers

Small workforce with limited turnover

Workplace can allow modifications to his 
duties to limit new exposures
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Answer

58

Can Justin be released from TB isolation and restrictions after 
5 doses of ATT?
 

A. No, he needs to remain in isolation until he has completed 10-14 doses of ATT. 

B. No, he should remain in isolation but should move from extensive to moderate 
level restrictions. 

C. No, he should remain in isolation but should move from extensive to low level 
restrictions.

D. Yes, he can be released from isolation and restrictions after 5 doses of ATT. 

 Refer to Table 5: Criteria to Release Patients from TB Isolation and Restrictions (page 12)



Contact Investigation – First Round

Household

• Contacts identified: Wife, 
elderly mother and three 
children aged 7-15 years old

• All screened using IGRA. Wife 
and one of the children had 
positive IGRA and normal CXRs

• All household contacts are 
asymptomatic and received 
education on symptoms

Workplace

• Contacts identified: 8 drivers, 
3 office staff, and 4 mechanics

• Contacts prioritized as high, 
medium, and low risk based 
on nature and length of 
exposure.

• Office staff deemed high-risk 
and screened during first 
round
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Knowledge Check 4 of 8

60

When should the health department plan for second 
round testing for worksite contacts?

A. 8–10 weeks after Justin is released from isolation

B. 8–10 weeks after Justin’s AFB sputum smears convert

 Refer to Chapter III. Additional Public Health Measures, Contact Investigations (page 13)



Answer

61

When should the health department plan for second 
round testing for worksite contacts?

A. 8–10 weeks after Justin is released from isolation

B. 8–10 weeks after Justin’s AFB sputum smears convert

 Refer to Chapter III. Additional Public Health Measures, Contact Investigations (page 13)



• Two weeks after Justin returns to work, a new dispatcher and three 
new drivers are hired by his company

• He is tasked with training the new dispatcher and spends more than 
three hours every day working closely with this person

• His interactions with the new drivers are limited

• Justin remains AFB sputum smear positive 

Changes at Work
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Knowledge Check 5 of 8

63

Should the new contacts be tested? 

A. Yes, all new contacts must be tested immediately.

B. Contacts should be prioritized based on length and nature of the 
exposure and only high priority contacts should be tested. 

C. No. Justin was released from TB isolation and restrictions so there is no 
longer any risk of exposure. 

 Refer to Chapter III. Additional Public Health Measures, Contact Investigations (page 13)



Answer

B. Contacts should be prioritized based on length and nature of the exposure and only 
high priority contacts should be tested. 

After prioritizing the new contacts, the TB program decided to test only the new 
dispatcher. This person was deemed to be a high priority contact because they spend 
several hours per day with Justin in an enclosed office space. The drivers are low 
priority and will be tested if an expansion is warranted. 

64

 Refer to Chapter III. Additional Public Health Measures, Contact Investigations (page 13)



Testing Contacts Identified After Release 
from TB Isolation and Restrictions

• All contacts must be prioritized based on the contact’s 
individual medical risk factors and the nature and length of 
exposure to the index 

Prioritizing

• Deciding when to screen new contacts may be influenced by 
when the contact was identified

• The date of last exposure may be different from the 
infectious period end date

Timing 

• Contacts identified after release from TB isolation and 
restrictions may need to be screened when the exposure is 
identified

• They may still need  two rounds of testing 

Eligibility
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Additional Considerations 

Respiratory hygiene education

Workplace counseling on ventilation and precautions 

Educating contacts on signs and symptoms to be on the lookout 
for 

Periodic check-in with the TB case to identify any new exposures 
until AFB sputum smears convert

• The health department took some additional steps for the CI and 
minimizing additional exposures:
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Discussion



Case Study 2
Joe
Patrick Ndibe, MA

Bureau Chief

Division of Public Health

Houston Health Department



• Joe is a 16-year-old high school 
student who presents at the local TB 
clinic with complaints of cough for 
the past 8 weeks, loss of appetite, 
unexplained weight loss, chills, and 
chest pain

• Joe plays the guitar and is the 
vocalist of a punk-rock band 

• He lives with his parents, a 4-year-
old sibling, a 12-year-old sibling, and 
his grandfather

• Was identified as a contact during 
the contact investigation for his 
grandfather two years ago

Meet Joe
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Clinical Presentation

• Previous positive IGRA with no LTBI treatment

• Abnormal chest x-ray showing cavitary disease

• Sputum: 3x AFB sputum smear positive 

• NAAT positive with no rifampin resistance

• Cultures are pending

Evaluation
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Joe is Placed in Isolation 

Joe is instructed on extensive level restrictions 

Joe should not return to school

He is to isolate at home with no visitors

Virtual friend visits are encouraged
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• Joe remains adherent to treatment

• Symptoms have not worsened 

• 2 out of 3 latest sputum smears were AFB 
positive

• Grandfather had drug-susceptible TB

• Joe is happy that he does not have to go to 
school

Joe Begins Treatment
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Knowledge Check 6 of 8

73

Should Joe be released from TB isolation and restrictions 
after 5 doses of effective ATT?

A. Yes.

B. No, he should remain under extensive restrictions. 

C. No, he should not be released from isolation, but restriction level should 
be reviewed. 

 Refer to Table 5: Criteria to Release Patients from TB Isolation and Restrictions (page 12)



Factors supporting modifying 
restriction level after 5 doses of ATT

Effective ATT initiated via DOT

Likely drug susceptible (no RIF resistance on 
NAAT)

No symptom worsening

Adherent to treatment

Concerns with releasing from isolation 
after 5 doses of ATT

Different exposure settings with varied risks

Remains AFB sputum smear positive

Frequents a congregate setting included in 
Table 4

Local health department concern based on: 

• School exposure

• Cavitary disease

Applying the New TB Guidelines
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Answer

75

Should Joe be released from TB isolation and restrictions 
after 5 doses of effective ATT?

A. Yes.

B. No, he should remain under extensive restrictions. 

C. No, he should not be released from isolation, but restriction level should 
be reassessed. 

 Refer to Table 5: Criteria to Release Patients from TB Isolation and Restrictions (page 12)



Moved to Moderate Restrictions

The health department moves Joe to moderate restrictions

 Refer to Figure 1. Restriction Level Applications (page 8)
76



Under Moderate Restrictions:

He can:

• Visit drive-thru 
restaurants

• Walk around 
neighborhood

• Perform essential indoor 
activities with a mask

He cannot: 

• Return to school

• Receive visitors at home

• Join his band for indoor 
practice 

77



• Joe remains AFB sputum smear 
positive

Latest set of AFB sputum smears 
had 1 positive and 2 negatives

• He has gained back a few pounds 
since starting ATT and feels great 

• He is anxious to see his friends again 

Reviewing Isolation and Restrictions After 
10 Effective ATT Doses

10
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Knowledge Check 7 of 8

 Refer to Table 1 Criteria to Determine if Isolation is Indicated (page 6).
79

Should Joe be released from TB isolation and restrictions 
after 10 doses of effective ATT?

A. Yes.

B. No, he should remain under moderate restrictions. 

C. No, he should not be released from isolation, but restriction level should 
be reviewed. 

 Refer to Table 5: Criteria to Release Patients from TB Isolation and Restrictions (page 12)



Applying the New TB Guidelines

Factors supporting releasing from 
isolation after 10 doses of ATT

10 doses of effective ATT and clinical 
improvement

Tolerating and adherent to treatment

Likely drug susceptible (no RIF resistance 
on NAAT)

He is starting to experience negative 
mental health effects of isolation

No change in his class schedule at the 
high school

Concerns with releasing from 
isolation after 10 doses of ATT

High School falls under “Other 
Congregate Settings” (see Table 4)

Remains AFB sputum smear positive
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Answer

81

A. Yes.

The health department decided to release Joe from TB isolation and restrictions 

after 10 doses of ATT. He is adherent to treatment, he is showing symptom 

improvement, and there is no expected change in his contacts at the school.

 Refer to Table 5: Criteria to Release Patients from TB Isolation and Restrictions (page 12)

If the health department does not release Joe after 10-14 doses 
of effective ATT or if there are any concerns, consultation is 

strongly recommended.



Contact Investigation at Home

Household

•Contacts identified: Mother, father, grandfather (source case), 4-year-
old sibling, and 12-year-old sibling
•All household contacts except the grandfather were IGRA negative and 
asymptomatic on first round. They received education on TB symptoms
•Grandfather had TB disease in the past, and all household contacts were 
also exposed to him and tested during his CI
•4-year-old sibling is on window prophylaxis 
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Knowledge Check 8 of 8
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When does the window period for the 4-year-old contact 
end?

A. 8–10 weeks after Joe is released from isolation

B. 8–10 weeks after Joe’s AFB sputum smears convert

 Refer to Chapter III. Additional Public Health Measures, Contact Investigations (page 13)



Answer

84

When does the window period for the 4-year-old 
contact end?

A. 8–10 weeks after Joe is released from isolation

B. 8–10 weeks after Joe’s AFB sputum smears convert

 Refer to Chapter III. Additional Public Health Measures, Contact Investigations (page 13)



Contact Investigation at the High 
School 

The health department initiated the CI at the school as 
soon as he was diagnosed with TB

Contacts were prioritized based on individual medical 
risk factors and the nature and length of exposure

Second round of testing will be initiated 8-10 weeks 
after his AFB sputum smears convert
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Discussion



Putting It All Together

Isolation and restrictions do not rely on bacteriology results alone

• Response to treatment 

• Drug susceptibility results

• Adherence to treatment

• Risk assessment for each exposure site

• Psychological impacts of isolation

Restriction levels should be reassessed often to ensure that patients do not stay in 
isolation longer than they need to

Health departments should review each case carefully and assign isolation and restrictions 
that best fit the situation

CI activities should continue regardless of isolation status
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Wrap Up Q&A Session
TB Isolation Workgroup Panel 



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: Placing Patients In and Out 
of TB Isolation and Restrictions May 7, 2026 12:00 – 1:30pm

Session #3: Settings and Contact 
Investigations June 18, 2026 12:00 – 1:30pm

Session #4: Assessing and Educating 
the Patient Weekly July 9, 2026 12:00 – 1:30pm

Session #5: FAQs and Implementation 
Lessons Learned August 13, 2026 12:00 – 1:00pm
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Continuing Education 

How to obtain CE for today:

• Complete this evaluation no later 
than

5:00 pm, Friday, June 19, 2026

• If Group Watching, please type the 
names for everyone in your group in 
the chat to verify attendance.

https://uttyler.az1.qualtrics.com/jfe/form/SV_4YL3spz138qPAbA

Lauren Warren-Fields, MEd, BA
Training & Education Developer, Heartland National TB Center

Lauren.Warren-Fields@uthct.edu • (210) 531-4543

https://uttyler.az1.qualtrics.com/jfe/form/SV_4YL3spz138qPAbA
mailto:Lauren.Warren-Fields@uthct.edu
mailto:Lauren.Warren-Fields@uthct.edu
mailto:Lauren.Warren-Fields@uthct.edu


End of Session 3
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