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INTRODUCTION

Tuberculosis (TB) is an infectious disease usually
caused by Mycobacterium tuberculosis (MTB) bacteria.
Tuberculosis generally affects the lungs, but can also affect
other parts of the body. Most infections do not have
symptoms, in which case it is known as latent tuberculosis.
About 10% of latent infections progress to active disease
which, if left untreated, kills about half of those affected
(WHO, 2016). The classic symptoms of active TB are a
chronic cough with blood-containing mucus, fever, night
sweats, and weight loss. It was historically called
"consumption" due to the weight loss. Infection of other
organs can cause a wide range of symptoms (Dolin et al.,
2010).

Tuberculosis is spread through the air when people
who have active TB in their lungs cough, spit, speak, or
sneeze (CDC, 2016). People with latent TB do not spread
the disease. Active infection occurs more often in people
with HIV/AIDS and in those who smoke. Diagnosis of
active TB i1s based on chest X-rays, as well as microscopic
examination and culture of body fluids. Diagnosis of latent
TB relies on the tuberculin skin test (TST) or blood tests
(Konstantinos, 2010).

Prevention of TB involves screening those at high
risk, early detection and treatment of cases, and vaccination
with the bacillus Calmette-Guérin (BCG) vaccine (Harris

and Randol 2013; Hawn et al., 2014). Those at high risk
include household, workplace, and social contacts of
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people with active TB (WHO, 2008). Treatment requires
the use of multiple antibiotics over a long period of time.
Antibiotic resistance is a growing problem with increasing
rates of multiple drug-resistant tuberculosis (MDR-TB) and
extensively drug-resistant tuberculosis (XDR-TB) (WHO,
2016).

Pneumonia is an inflammatory condition of the lung
affecting primarily the small air sacs known as alveoli
(McLuckie, 2009; Jeffrey, 2010). Typically symptoms
include some combination of productive or dry cough,
chest pain, fever, and trouble breathing. Severity is variable
(Roudsari et al., 2020).

Pneumonia is usually caused by infection with
viruses or bacteria and less commonly by other
microorganisms, certain medications and conditions such as
autoimmune diseases (McLuckie, 2009; Jeffirey, 2010).
Risk factors include cystic fibrosis, chronic obstructive
pulmonary disease (COPD), asthma, diabetes, heart failure,
a history of smoking, a poor ability to cough such as
following a stroke, and a weak immune system (NHLBI,
2011a). Diagnosis is often based on the symptoms and
physical examination. Chest X-ray, blood tests, and culture
of the sputum may help confirm the diagnosis (NVHLBI,
2011b). The disease may be classified by where it was
acquired with community, hospital, or health care
associated pneumonia (NHLBI, 2011c).

Vaccines to prevent certain types of pneumonia are
available (NHLBI, 2011c) other methods of prevention




