
Community Respiratory Isolation and Restrictions Guidance

Based on: “National Tuberculosis Coalition of America (NTCA) Guidelines for Respiratory Isolation and Restrictions to
Reduce Transmission of Pulmonary Tuberculosis in Community Settings”

● The NTCA Guideline was first shared as an accepted publication in April 2024, and released in the current format

in June 2024. As with all new initiatives, there is likely to be adjustments as we learn from implementation and

adopt best practices.

● The authority for placing individuals on Respiratory Isolation and Restrictions (RIR) in the community lies with

the LHD and the TB control officer of that jurisdiction.

● The NTCA Guideline is intended for the community, not for hospitals or congregate settings. Hospitals should

continue to follow Airborne Infection Isolation (AII) until the presumed/confirmed TB patient with pulmonary (or

laryngeal) involvement is sputum smear negative x3 (consecutively) and has been on effective treatment for 5

days of DOT (if initially smear negative) or 2 weeks of DOT (if smear positive initially).

● The big shift is that length of effective treatment by DOT (electronic or in person) will be the criteria for release

from Respiratory Isolation and Restrictions in the Community.

● Respiratory Isolation and Restrictions are a spectrum.

○ Most people, upon initiating treatment, will transition from “extensive” to “moderate” restrictions. (See

Table 2, page 7 for descriptions of extensive & moderate restrictions.)

○ Most people will only need 5 days of effective treatment to be released from respiratory restrictions.

○ Some situations may call for extending some restrictions to 2 weeks of effective treatment.

○ It will be rare to continue on Respiratory Restrictions after 2 weeks, however there may be some

restrictions based on potential community health risk in select circumstances.

● The following tables from NTCA Guidelines are available to assist in decision making tailored to your patient.

○ For New Patients, see Table 4 (pages 5 & 6)

○ Assess weekly and adjust as needed. (see Table 5, pages 6 & 7).

● A Summary Table is provided for quick reference. As we learn from implementation, this aid will be updated.

● Although sputum is no longer required for release from isolation, it should still be collected for monitoring

response to treatment, including sputum culture conversion. Initially, 3 sputum samples are collected, followed

by one a week until smear negative x3 (consecutively). Standard of care is to collect at minimum, at least one

sputum a month until culture conversion is documented. While smear negative x3 is no longer necessary to

remove from isolation, tracking smear trends can be useful in assessing treatment response.

● Patients may need to go back onto Respiratory Restrictions if there is an interruption in treatment that requires

restarting dose counting [Rule of thumb: more than 2 weeks break in the initial phase or more than 2 months in

the continuation phase].

● If release from community isolation will impact another health jurisdiction, best practice is to coordinate with

that jurisdiction. Contact tb@azdhs.gov for assistance in interjurisdictional coordination.

● As with any new initiative, we would like to monitor the impact of these new guidelines. Please notify

tb@azdhs.gov if there is evidence of spread of TB after treatment initiation.

Last reviewed 7/2024

https://academic.oup.com/cid/advance-article/doi/10.1093/cid/ciae199/7649400
https://academic.oup.com/cid/advance-article/doi/10.1093/cid/ciae199/7649400
mailto:tb@azdhs.gov
mailto:tb@azdhs.gov


Summary Table of Guideline Comparisons

Patient Characteristics Hospital Guidelines
(CDC 2005 Healthcare

Guidelines)

Community Guidelines
(NTCA 2024 Guidelines)

Possible Practical
Implementation

Extrapulmonary only, Normal
CXR, no pulmonary symptoms

Aerosol generating procedures at
site of disease only (assuming
pulmonary disease has been
excluded)

No Isolation No Isolation after reasonably
excluding pulmonary involvement

Children with intrathoracic TB Individualize based on disease
characteristics and clinical
judgment

No isolation for children under 10 No isolation for children, except
for adolescents and the rare older
child with adult type disease.
Instead focus on identifying the
source case. Is there an adult who
is caring for them that has
untreated TB? Follow isolation
recommendations for that adult.

Sputum smear negative,
non-cavitary

7-14 days 5 days (partial restrictions) Low risk setting: partial or no
restrictions after 1st dose
High risk setting: 5 days of DOT

Sputum smear negative, NAA +,
cavitary

7-14 days 5 days (may include partial
restrictions limited to certain
settings)

Low risk setting: 5 days of DOT
High risk setting: may extend to 2
weeks

Sputum smear positive (1+ or
rare), non cavitary

2 weeks & sputum smear neg x3 5 days (may include partial
restrictions limited to certain
settings)

Low risk setting: 5 days of DOT
High risk setting: may extend to 2
weeks

Sputum smear positive 2/3/4+ or
cavitary

2 weeks & sputum smear neg x3 5 days DOT to 2 weeks. May
include partial restrictions limited
to certain settings after 5 days

Low risk setting: at least 5 days of
DOT, then possible partial
restrictions.
High risk setting: at least 2 weeks.
If failure to show response to
treatment, could be extended to
4 weeks.

MDR TB Not specified.
Consult withTB program for
recommendations.

5 days DOT to 2 weeks.
(ambiguous, not explicitly stated)

BPal/BPalM appears to be similar
to above, as long as molecular
results are available and there is
response to treatment. In
practice will likely be at least 2
weeks.

High risk: 4 weeks, smear
negative x3 (see Canada’s
guideline)
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FAQs:

Q: Do children need RIR?

A: Respiratory Restrictions are not necessary for the vast majority of children under 10 years of age.
“Children under 10 years are considered noninfectious in most instances and would not warrant 
community-based RIR; younger children often lack the ability to generate sufficient infectious aerosols or 
have lower concentration of organism in respiratory secretions.”

Q: What are RIR for someone with Extrapulmonary only TB?

A: As per 4.1 “RIR is not recommended for persons with non-infectious forms of TB (i.e., localized 
extrapulmonary TB without pulmonary involvement, as confirmed by sputum bacteriologic studies 
and/or chest imaging)”. Note that laryngeal TB can be highly contagious.

Q: What if someone is going into a congregate setting such as a jail, nursing home, or back into a 
hospital?

A: Review Table 5. Is there a need to adjust Respiratory Restrictions? While these guidelines are not for 
congregate settings, they can help guide the rare exceptions to the congregate setting rules. Facilities 
may have their own rules and may require patients to be on AII or to mask. This illustrates the 
importance of continuing to collect sputum to monitor response to treatment. The TB Control Officer 
can provide guidance to the facility for those rare exceptions. Contact tb@azdhs.gov for technical 
support if needed.

Q: What if sputum collection is not possible? Such as the patient is intubated, or cannot follow sputum 
induction instructions due to neurological status.

A: These guidelines are helpful in this circumstance as there are other ways to monitor response to 
treatment. The key is duration of effective treatment. Contact tb@azdhs.gov for technical support if 
needed.
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Key Tables & Figures from 2024 NTCA Guidelines:

Note: below are snips taken from the guidelines document; to view links highlighted in each figure/table, please view directly:

“National Tuberculosis Coalition of America (NTCA) Guidelines for Respiratory Isolation and Restrictions to Reduce Transmission of

Pulmonary Tuberculosis in Community Settings”

https://academic.oup.com/cid/advance-article/doi/10.1093/cid/ciae199/7649400
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