
Tuberculosis Control Program 
123 W. Manchester Blvd. Rm. 228 
Inglewood, CA 90301 
Phone: (213) 745-0800; Fax: (213) 749-0926     

August 11, 2025 

Los Angeles County Department of Public Health TB Control Program (TBCP) 
De-Isolation Recommendations (Pulmonary or Laryngeal TB) 

 

Criteria for removal from isolation:  
• For AFB smear-negative disease, at least 5 continuous days of a stable and likely effective multidrug treatment regimen 

administered via Directly Observed Therapy (DOT).  

• For AFB smear-positive disease, at least 14 continuous days of a stable and likely effective multidrug treatment regimen 
administered via DOT.   
 

AND all the following are TRUE: 
• Clinical evidence of improvement or stability (e.g., decreased fever, cough, etc.) 

• No high suspicion for resistance to core agents in the patient's current multidrug treatment regimen based on epidemiologic 
risk. 

• No confirmed or suspected resistance to core agents in the patient's current multidrug treatment regimen based on results of 
molecular testing for drug resistance, such as GeneXpert or other advanced molecular diagnostics, and phenotypic drug 
susceptibility testing, if available. 
 

*Some patients can remain de-isolated while receiving alternate regimens (e.g. so-called "liver-sparing" or "bridging") that consist 
of at least 3 likely effective anti-TB agents (at least 2 of which are potent or exhibit early bactericidal activity).   

 
Potential Indications for Resuming Isolation 

• Interruption of effective multidrug TB treatment for ≥ 14 days in intensive phase or ≥ 30 days in the continuation phase.1  

• Suspicion for treatment failure and/or disease progression based on a constellation of factors including clinical worsening 
(such as increasing cough, fevers, weight loss, etc.), radiographic worsening, and reversion or persistence of AFB smear- or 
culture-positivity*.  

• Newly identified drug resistance to core agents in the current multidrug regimen. 

• If resumption of isolation is considered for these or other reasons, then the case should be discussed with the regional TBCP 
physician consultant. 

• All decisions to resume isolation for patients tolerating a stable and likely effective multidrug regimen should consider the 
potential risks/harms of re-isolation weighed against the theoretical community benefit.   

• Decisions regarding resumption or continuation of isolation for patients receiving likely effective multidrug treatment 
regimen via DOT for more than 14 days should be reviewed on a weekly basis. 

 
*Note: If a patient has previously grown multiple non-tuberculous mycobacteria in prior sputa, it is unlikely that re-isolation is 
needed for apparent bacteriologic reversion or persistence, pending identification of new AFB. 

 

Patient Movement Considerations 
• All discharge/transfer care plans for hospitalized patients with possible or proven TB disease continue to require approval from 

the local health officer, or his/her designee, in accordance with California Health and Safety Code, Division 105, Part 5, 
Chapter 1, Section 121361.   

• Patients may continue to be discharged to home on isolation precautions if they do not meet criteria for de-isolation, as long as 
an appropriate, approved discharge plan that includes prompt initiation of Directly Observed Therapy is arranged and 
implemented. 

• Within hospital de-isolation can generally follow the same criteria as for community de-isolation; please consider requesting 
TBCP consultation. 

• Use of a well-fitted, good quality mask may continue to be recommended when patients enter some moderate-risk or high-risk 
settings, including but not limited to indoor public areas, public transportation, crowded outdoor events, and medical settings 
with appropriate administrative and environmental controls.   

• Interjurisdictional discharges and transfers may require additional coordination by TBCP; in most situations, abiding by the 
receiving jurisdiction’s criteria for de-isolation may be most appropriate, if and when the receiving jurisdiction’s criteria are 
substantively different from these guidelines. 

 
1 Because the timing of recurrent infectiousness cannot be determined with precision during interruptions of effective multidrug TB 

treatment in most patients who had previously fulfilled minimum treatment duration criterion for de-isolation, these practical estimates 

are proposed. 
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Other Comments: 
• These de-isolation recommendations assume that patients will continue to receive DOT, or an equivalent mode of daily 

verified medication administration by a licensed healthcare professional, on at least 5 days per week for the duration of anti-TB 
treatment.  For patients with AFB smear-positive disease without access to DOT, longer isolation and presumed infectious 
periods may be considered, and de-isolation recommendations may incorporate more conservative criteria—including 
fulfillment of bacteriologic treatment milestones such as sputum AFB smear-conversion. 

• Prompt initiation of window prophylaxis in high-risk contacts, such as severely immunocompromised persons or children <5 
years old, is recommended regardless of the index patient’s fulfillment of deisolation criteria. 

• Frequency of sputum specimen collection for AFB smear and culture should not be modified from current practice solely based 
on these guidelines, as documentation and precise timing of smear- and culture-conversion are useful milestones for guiding 
clinical decisions regarding regimen and total treatment duration. 

• Situations involving possible or proven TB outbreaks, some high-risk settings such as health facilities and correctional settings, 
or other special circumstances may merit prolonged isolation for individuals at the discretion of TBCP. 

• The occupations listed in the CalOSHA/ATD Standard should have access to personal protective equipment if caring for 
individuals with TB who are AFB smear-positive or who have MDR-TB and have not culture-converted.  

• The TBCP may decide to de-isolate or re-isolate an individual patient based upon other criteria. 
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