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To the Editor—Discontinuation of airborne isolation precautions
for coronavirus disease 2019 (COVID-19) patients in COVID-19
units is of great importance because the burden of COVID-19 cases
that need acute care has significantly increased in Thailand since
July 4, 2021. The abrupt increase in COVID-19 cases that have
required acute care has exceeded the capacity of care in the
COVID-19 units in most Thai hospitals. The principle of discon-
tinuation of isolation precautions for COVID-19 patients is based
on the current understanding of the duration of infectivity of
severe acute respiratory coronavirus virus 2 (SARS-CoV-2).1 In
reality, not many Thai hospitals have established discontinuation
of isolation precaution policies. Healthcare personal (HCP) have
faced problems with unnecessarily prolonged isolation precautions
for COVID-19 patients. This delay is frustrating for patients, con-
sumes personal protective equipment, and compromises the safety
of patients receiving care in COVID-19 units, due to the delays in
laboratory collection and reporting, and critical care manage-
ment.2 These limitations have to be taken into consideration, along
with the safety of HCP who may acquire SARS-CoV-2 from
patients if they are prematurely released from isolation precau-
tions. We report here the feasibility and safety of a discontinuation
of isolation precautions policy implemented in a tertiary-care
hospital in Thailand.

Thammasat University Hospital, Pratum Thani, Thailand, has
an 18-bed COVID-19 ICU that cares for severely ill COVID-19
patients, a 20-bed unit that cares for moderately ill COVID-19
patients, and a 30-bed COVID-19 unit that cares for mildly ill
COVID-19 patients. On April 1, 2021, a discontinuation policy
for COVID-19 isolation precaution was initiated, based on existing
scientific evidence.3,4 This policy allows (1) the discontinuation of
isolation precautions for mildly-to-moderately ill COVID-19
patients at day 14 from symptom onset or from the first detection
of RT-PCR and (2) the discontinuation of isolation precautions for
severely ill and severely immunocompromised COVID-19 patients
at day 21 from symptom onset or from the first detection of SARS-
CoV-2 by RT-PCR. This is a time-based strategy. Under this pol-
icy, discontinuation of isolation precautions for COVID-19
patients requires infectious diseases consultant’s approval and does
not require test-based clearance (ie, a negative SARS-CoV-2
RT-PCR). However, a test-based clearance scheme could be used
in special cases in which early or delayed discontinuation of

Table 1. Healthcare Personal and Patients’ Demographics and Characteristics

Variable No. (%)a

Healthcare personal (n= 69)

Age, median y (range) 32 (22–49)

Sex, female 59 (85)

Underlying diseases

None 59 (85.6)

Hypertension 2 (2.8)

Diabetes 6 (8.6)

Otherb 3 (4.3)

BMI, median kg/m2 (range) 24 (20–28)

Duration of care for COVID-19 patients, median d
(range)

6 (2–12)

Development of COVID-19 symptoms 0 (0)

Patients (n= 25)

Age, median y (range) 59 (24–79)

Sex, female 15 (60)

Underlying diseases

Diabetes 15 (60)

Hypertension 10 (40)

Pulmonary diseases 9 (24)

Gastrointestinal diseases 6 (25)

Othersc 5 (20.8)

Immunocompromised statusd 2 (8)

BMI (median, range; kg/m2) 28 (2–32)

Severity strata

Mild COVID-19 0 (0)

Moderate COVID-19 10 (40)

Severe COVID-19 15 (60)

Test-based clearance for discontinuation of isolation
precaution

0 (0)

Place of referral

Intensive care unit 15 (60)

General medical units 10 (40)

Died 2 (8)

Note. BMI, body mass index.
aNo. (%) unless indicated otherwise.
bSystemic lupus erythromatosus, rheumatic diseases, migraine.
cStroke, cancers, human immunodeficiency syndromes.
dCancers on several immunosuppressants.
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isolation precaution for immunocompromised patient is being
considered. After discontinuation of isolation precautions, HCP
use standard precautions in the general medical units when caring
for COVID-19 patients. HCP are prospectively followed for the
development of COVID-19 symptoms and an RT-PCR for
SARS-CoV-2 is performed if COVID-19 symptoms develop.
Transmission-based precautions (eg, contact precautions for
multidrug-resistant pathogens) are also used, if indicated.

Prior to the initiation of the discontinuation of isolation precau-
tion policy, we performed a workshop to share the evidence base
for the policy and the elements of the policy with nursing staff
throughout the general medical units. Then we collected data
including HCP and patient demographics, underlying disease data,
classification of COVID-19 severity,5 immunocompromised status
among COVID-19 patients, development of COVID-19 symptoms
in HCP over 2 weeks after the end of patient care, evidence of
SARS-CoV-2 RT-PCR among HCP (if performed), as well as
complaints and barriers reported by HCP after the policy was
implemented.

FromApril 1, 2021, to July 4, 2021, 25 COVID-19 patients were
admitted to the general medical units and 69 HCPwere involved in
the care of COVID-19 patients. The median age of these HCP was
32 years (range, 22–49 years), and 59 (86%) of these 69HCP had no
underlying disease(s). For these 25 COVID-19 patients, the
median age was 59 years (range, 24–79); 15 patients (60%) were
female; their median body mass index was 28 kg/m2 (range,
24–32), and 23 (92%) had underlying disease(s). Also, 15 patients
(60%) received ICU care: 13 of these were classified as severely ill
and 2 were immunocompromised. Furthermore, 10 patients (40%)
were considered moderately ill and received care in a general medi-
cal unit. None of the patients had test-based clearance prior to dis-
continuation of isolation precaution. HCP and patients
demographics are summarized in Table 1. During the follow-up
period, none of the HCP reported COVID-19 symptoms or had
a SARS-CoV-2 RT-PCR performed. Finally, 2 severely ill
COVID-19 patients (8%) died from sepsis with multiorgan failure
in the ICU. HCP reported no significant complaints or limitations
in the care of COVID-19 patients in the ICU and in general medi-
cal units throughout the hospital during this period.

In this study, a time-based policy for discontinuation of COVID-
19 isolation precautions for infected patients in COVID-19 ICUs
and general medical units was feasible and safe for HCP who cared
for these patients. Such policies have become important because
increasing COVID-19 cases that require acute care may exceed

the maximum hospital capacity to care for these patients in
COVID-19 units. In addition, once the policy was established, no
significant barriers arose and no resistance to this policy by HCP
occurred. Notably, although patients in our cohort were obese,
had underlying diseases, and were mostly classified as severely ill
or immunocompromised, none of our cases had repeat SARS-
CoV-2 RT-PCR tests to help guide discontinuation of isolation pre-
cautions. Our data support the recommendation by the US Centers
for Disease Control and Prevention to avoid test-based
clearance, given that persistently PCR-positive patients are not con-
tagious.1–4 A limitation of our study is that we cannot exclude the
possibility of asymptomatic infections in our HCP because routine
SARS-CoV-2 testing was not performed. However, because we have
no evidence of an outbreak of COVID-19 among our HCP, we
believe that the time-based strategy of discontinuation of
COVID-19 precautions was both effective and safe. Additional stud-
ies with larger sample sizes, from various settings, and with various
COVID-19 strains are needed to reassure the feasibility and safety of
such policies in acute-care facilities across all continents.
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