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Let’s Begin



After completing this session, you should be able to:

1) Summarize the TB isolation and restrictions training sessions’ key 
points.

2) Respond to frequently asked questions about the new isolation 
guidelines. 

3) Explain other considerations when addressing situations that may 
impact TB isolation and restriction decisions.

4) Describe the DSHS TB Section’s plans for evaluating the new TB 
isolation and restrictions guidelines. 

Today’s Objectives
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• Acid-fast bacillus (AFB) 

• Airborne infection isolation room (AIIR)

• Anti-TB therapy (ATT)

• Chest x-ray (CXR) 

• Drug-resistant TB (DR-TB)

• Drug susceptibility testing (DST)

• Directly observed therapy (DOT)

• Interferon gamma release assay (IGRA)

• Multi-drug-resistant TB (MDR-TB)

• Mycobacterium tuberculosis (M. tb)

• Nucleic acid amplification test (NAAT) 

• Rifampin (RIF), isoniazid (INH), pyrazinamide (PZA), and ethambutol (EMB)= RIPE 

• Self-administered therapy (SAT) 

• Video DOT (VDOT)

Abbreviations Used in this Session



What We’ve Learned to Date



• Session 1: Positive AFB sputum smears do not 
necessarily equate to infectiousness in the setting 
of adequate therapy.

• Session 1: Some patients, depending on settings 
they live or visit, can be released from isolation 
based on the number of effective doses of 
therapy, despite positive sputum smear results.

• Session 2: Tailored restriction levels can support a 
patient centered isolation approach.

• Session 2: Vulnerable contacts should be fully 
evaluated for TB prior to releasing the index case.

TB Isolation Series Take Home Points 



• Session 3: There are no changes in the current 
contact investigation practices.

• Session 3: What is called an infectious period 
continues to have an end date based on 
bacteriology results and not necessarily the date 
the patient is released from isolation.

• Session 4: Forms in the TB Isolation and 
Restrictions Implementation Guide are available 
to support documentation of TB isolation status.

• Session 4: Restriction levels may be adjusted to 
ensure TB transmission does not occur in 
congregate settings or if treatment is held.

TB Isolation Series Take Home Points, continued



Frequently Asked Questions



Question 1 of 8:
When assessing patients every five days, 
does that mean five business days?



Answer:
Every five days can be 
interpreted as business days, 
because the assessment occurs 
once a week during the isolation 
period.



Question 2 of 8:
If a TB patient is a teacher at a daycare, and 
not all children at the school will start 
window prophylaxis because parents refuse, 
should the patient remain in TB isolation and 
not be allowed to return to work until he or 
she is sputum smear negative?



Answer: 
Part of patient centered care in the new isolation guidelines 
involves ensuring a patient is not isolated longer than necessary. In 
addition, contacts must be educated on the importance of full 
evaluations in contact investigations (CIs) and parents or guardians 
of minors must be fully educated on the importance of following 
public health guidance.

Recommendations for this scenario include the following: 

1) Educate parents and guardians on the importance of window prophylaxis in 
preventing severe forms of TB in young children; 

2) Let parents and guardians know the patient will return to work because they have 
met the release criteria; they may wish to consider other childcare option; and

3) Obtain a signed refusal form from the parents or guardian and discuss other 
options they may want to consider for their child. 



Question 3 of 8:
How many doses of window 
prophylaxis protect a vulnerable patient until 
it is safe to be around the index patient?



Answer: 
As soon as the vulnerable 
patient begins prophylactic 
therapy and there are no 
concerns of tolerance. 



Question 4 of 8:
How do we handle isolation for a patient in 
dialysis, who also doesn't have a lot of risk 
for transmission in the community outside of 
dialysis? 



Answer: 

Remember that dialysis is a high-risk 
transmission setting, and infection 
control practices specific to that setting 
apply:

 

• The patient can have arrangements made to 
continue to receive dialysis at the dialysis 
center in an airborne infection isolation room 
(AIIR) or at the hospital.

• The patient must remain in TB isolation until 
they have negative bacteriology results. Their 
restriction level outside of dialysis can be 
modified as low, moderate, or extensive (as 
applicable). 



• 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).



Question 5 of 8:
How should we approach a contact investigation 
and community education under the new 
guidelines when conducting a school 
investigation? How can we avoid fears that we are 
releasing a person that is still infectious to return 
to school?



Answer:
Communicate clearly and 
efficiently, set expectations 
that the CI process may 
evolve as the investigation 
proceeds, and do not 
commit to timelines that 
may be hard to keep. 

Remember that stakeholders see the public health entity as the 
subject matter expert leading the investigation. Thus, the way 
the health department communicates greatly impacts the 
outcome of the collaboration. 



Question 6 of 8:
Will our forms such as the TB-201 or TB-202 
be updated to reflect new isolation 
guidelines? Can we include the forms that 
are part of the Implementation Guide in our 
electronic medical records?



Answer: 
Yes, if applicable, TB forms will be updated to 
include the new isolation  guidelines. 
In addition, the forms included in the 
Implementation Guide will be released as a 
new series (TB-900s) on September 1, 2026:
• Programs should use the forms (or 

equivalent) to document isolation status and 
release date.

• Programs should incorporate new forms into 
medical records (paper or electronic).

• Applicable documents will be available in 
Spanish. 



Question 7 of 8:
How will the new guidelines impact NEDSS? 



Answer:
There are no changes to the NEDSS requirements 
for entering isolation status. 
Continue to include the date you placed the 
patient in TB isolation and when the patient is 
released from isolation when entering data in 
NEDSS. 



Open the Tuberculosis tab

Enter date you 
placed patient 
in TB isolation, 
and the date 

released (when 
all restrictions 
are removed). 



Question 8 of 8:
The Implementation Guide instructs TB staff to 
continue masking even if the patient has been 
released from isolation. 

Why?  



Answer:
Interactions with health care providers, including TB 
staff, may involve activities that increase the risk 
of exposure to TB. Additionally, health care workers 
are repeatedly exposed to multiple patients per day, 
which also increases their risk of potential exposure. 
The recommendation helps minimize potential 
exposures as much as possible.



Maintaining Effective Anti-TB 
Therapy

38
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• Effective therapy must be:
 Administered by the PHR or 

LHD by direct observation;

 Consecutive, with no missed 
doses;

 Well-tolerated (no vomiting, 
each dose fully taken and 
ingested); and

 Likely effective based on 
presumed M. tb specimen 
susceptibility.

Effective ATT for Reviewing TB Isolation and 
Restriction Status 



The PHR or LHD must administer ATT by direct 
observation, consecutively with no missed doses

• Patients must be fully adherent to therapy to be considered 
effective.

• Missing any doses removes it from being “consecutive.”

• Who is at risk for non-adherence?

• Are you comfortable assessing adherence after only 5 ATT 
doses? 

Assessing Adherence 



Adherence Concerns

• You have released a patient from TB 
isolation and restrictions after 5 ATT 
doses, and they are no longer showing 
up for DOT.

• They will not return your calls.

• They happen to remain sputum smear 
positive.

• Can that person transmit TB to the 
community?



Court-Ordered Therapy 

• Patients who have been diagnosed with infectious 
forms of TB who are not on ATT may pose a 
transmission risk to the community.

• Patients who do not remain adherent to the plan of 
care may need court-ordered therapy* as a last resort. 

• Documentation of the site of disease, pre-therapy 
bacterial burden, and signs of non-adherence may 
support decisions to move forward with a court order.
 Ensure patients sign an acknowledgment of the criteria 

for remaining out of isolation (refer to Appendix 5). 

42*Refer to the Texas TB Manual for more information about how to pursue a court order.  

Carefully consider the likelihood of adherence to the best of your ability before 
releasing a patient from TB isolation and restrictions.  

https://www.dshs.texas.gov/sites/default/files/LIDS-TB/policies/tb-manual.pdf


ATT must be well-tolerated

• When assessing tolerance, consider how the 
patient is ingesting, digesting, and responding 
to therapy. 

• A patient may be adherent (taking every 
dose) but still have poor tolerance due to 
adverse effects such as vomiting or severe 
gastrointestinal symptoms that prevent 
adequate absorption.

43

Assessing Therapy Tolerance 
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Tolerating TB therapy includes:
•  No vomiting

•  Each dose fully taken and ingested

•  No adverse effects that prevent continuation of therapy

•  Patient is able and willing to continue treatment

ATT That is Well Tolerated

For decisions related to discontinuing isolation, carefully consider 
treatment tolerance, which means the patient can take and retain TB 

medications as intended.



Therapy No Longer Effective 

If a patient was released from TB isolation and restrictions, but it is 
later determined that therapy was not effective (i.e., RIPE was 
started but drug-resistance later identified on a culture), the patient 
should be placed back in TB isolation and restrictions until an 
effective ATT regimen is started and the criteria for release are met. 

Always re-assess status at weekly intervals until a patient can 
resume normal activities.
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ATT must likely be effective based on presumed M. tb 
specimen susceptibility

• Always consider risk factors for DR-TB to determine if 
the regimen is likely effective and can be used to 
consider TB isolation and restriction status.

• Request a rapid test that shows rifampin resistance 
(i.e., GeneXpert) regardless of positive M. tb culture, 
unless susceptibility is known. 

► GeneXpert can identify about 97% of rifampin 
resistance, but it does not pick up INH resistance.

Assessing Presumed Susceptibility

Carefully consider if a patient should be released from TB isolation if there is no 
GeneXpert result, or if the patient is on RIPE but has risk factors for DR-TB (and 

therefore specimen susceptibility may not be in alignment with treatment). 
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• Patients who are on effective ATT for their presumed susceptibilities can be released from 
TB isolation and restrictions following the Implementation Guide. This includes drug 
resistance. 

• Table 2 specifies regimens that are considered effective depending on resistance type.  
 Example: If a consult recommends bedaquiline, pretomanid, linezolid (BPaL) for DR-TB, 

the patient may qualify for release from isolation based on the number of doses taken.

Evaluating Effective ATT For Isolation Decisions



https://www.cdc.gov/mmwr/preview/mmwrhtml/rr5509a1.htmhttps://www.cdc.gov/mmwr/preview/mmwrhtml/rr5417a1.htm?s_cid=rr5417a1_e

Guidelines for reducing TB transmission in congregate settings, including hospitals and 
correctional facilities, exist and still apply to TB isolation measures.

https://www.cdc.gov/mmwr/preview/mmwrhtml/rr5509a1.htm
https://www.cdc.gov/mmwr/preview/mmwrhtml/rr5417a1.htm?s_cid=rr5417a1_e


Column A can be 
applied to patients on 
effective ATT for DR-TB 
who live, work, or visit 
high-risk congregate 
settings, unless the 
facility has its own 

policy. If so, that policy 
will  supersede the 

DSHS Implementation 
Guide.

Seek consultation if 
unsure.  



Additional Public Health 
Measures

50



Question:

What do we do if a patient is released from TB 
isolation and restrictions but intends to travel 
and remains AFB sputum smear positive?



Federal Travel Restrictions

• Do not board (DNB) and Public Health Lookout (LO) are tools 
used by federal agencies to reduce transmission of 
infectious diseases during travel

 The CDC and the Department of Homeland Security (DHS) mange 
federal travel restrictions.

• Criteria for addition and removal of individuals from the 
federal travel restriction list are defined by CDC and DHS

 Criteria are based on drug resistance status and initial extent of 
disease (i.e., AFB sputum smear results and cavitation on chest 
imaging).

Patients removed from TB isolation and restrictions may 
still qualify for federal travel restrictions. Release from 
isolation and restrictions does not guarantee eligibility 

for removal from the DNB/LO list.



Traveling Out of State

Not all states are implementing the new guidelines.

Patients who are traveling outside of Texas will need continued coordination of care through the 
interjurisdiction notification (IJN) process.

PHRs and LHDs should confirm if the receiving state has isolation requirements that would differ from 
the patient’s current isolation status. 

Patients should be advised accordingly. 

See the IJN requirements outlined in the Texas TB Manual.



Sputum Collection Practices
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Sputum Collection – Smears
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Continue to collect 
three consecutive  
sputum specimen...

...8-24 hours apart, at 
least one observed 
(early morning)...

...every two 
weeks...

...until three consecutive 
specimen are negative on 
AFB smear.

Smears can show response to therapy and pre-treatment burden of disease; refer to 
DSHS SDOs for full criteria. 



Sputum Collection – Cultures
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Continue to collect 
three consecutive  
sputum specimen…

…8-24 hours apart, at 
least one observed 
(early morning)…

…once a 
month…

…until two consecutive 
specimen (at least one 
month apart) are 
negative on culture. 

31 
days

Cultures will identify the type of TB, are used for susceptibility testing, 
and can show response to treatment; refer to DSHS SDOs for full criteria. 



Looking Ahead 
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Implementing the New Guidelines

After today’s webinar, 
LHDs and PHRs should 
fully implement the 
new TB isolation 
guidelines.

1

On September 1, 2026, 
the TB SDOs will 
include orders 
following the 
Implementation Guide.

2

The DSHS TB Section 
will review isolation 
practices one year post 
implementation. We 
want your feedback! 

3



Evaluating the Long-Term Impact

• Assessing the long-term effect of the 
new isolation guidelines can provide 
more visibility on their impact to 
patients and programs. 

• The TB Section plans to review data 
gathered after implementation 
(collected over time, e.g., three years).

• The review will include a comparison in 
indicators for increased transmission in 
the community, including: 
 CI outcomes
 TB clusters and outbreaks 

This analysis will heavily rely on information 
available in NEDSS. Ensure all case and CI data, 
including the date patient was released from 

isolation, are entered in NEDSS.



TB Isolation and Restrictions Guidelines  
Trainings Series, 2026

• All five training sessions 
will be available on the 
TB program website.

• Presentations may be 
downloaded and videos 
viewed at any time.

• Can be used to train new 
staff or for reference to 
existing staff.

https://www.dshs.texas.gov/tubercul
osis-tb/tb-education-training-
resources  

https://www.dshs.texas.gov/tuberculosis-tb/tb-education-training-resources
https://www.dshs.texas.gov/tuberculosis-tb/tb-education-training-resources
https://www.dshs.texas.gov/tuberculosis-tb/tb-education-training-resources
https://www.dshs.texas.gov/tuberculosis-tb/tb-education-training-resources
https://www.dshs.texas.gov/tuberculosis-tb/tb-education-training-resources
https://www.dshs.texas.gov/tuberculosis-tb/tb-education-training-resources
https://www.dshs.texas.gov/tuberculosis-tb/tb-education-training-resources
https://www.dshs.texas.gov/tuberculosis-tb/tb-education-training-resources
https://www.dshs.texas.gov/tuberculosis-tb/tb-education-training-resources
https://www.dshs.texas.gov/tuberculosis-tb/tb-education-training-resources


Consultation Options 

https://www.dshs.texas.go

v/regional-local-health-o

perations/health-authoriti

es-texas

https://www.dshs.texas.gov/regional-local-health-operations/health-authorities-texas
https://www.dshs.texas.gov/regional-local-health-operations/health-authorities-texas
https://www.dshs.texas.gov/regional-local-health-operations/health-authorities-texas
https://www.dshs.texas.gov/regional-local-health-operations/health-authorities-texas


Closing Remarks 
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Thank You to All TB Isolation Workgroup 
Members and Presenters in This Series! 
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Continuing Education 

How to obtain CE for today:
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than 5:00 p.m., Friday, August 14, 
2026.

• If Group Watching, please type the 
names for everyone in your group in 
the chat to verify attendance.
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Lauren Warren-Fields, MEd, BA
Training & Education Developer, Heartland National TB Center

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