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ABSTRACT

_ Pulmonary Fubercu_losis is acontr?\gious bagterial disease nary Wberouoss PostPrmary berodd
manifested by mycibacterium tuberculosis. It mainly targests Brovita hé el , AplaceforMTBtor;RD
the lungs but can also influences the other parts of the body \  andescape
without treatmewnt. Common types of tuberculosis are active
pulmonary tuberculosis, latent tuberculosis infection, primary | sysenicimmniy
post primary tuberculosis, miliary tuberculosis and fibro cavity | potecsfom
tuberculosis. Pulmonary tuberculosis mainly occurs due to the |fseminated nfecton |f % proferation of B
inhalation of tiny airborne droplets along with bacteria. The N N f:ﬁ;ﬁ:ﬁfm
release of these droplets takes place, if an infected person
coughs. Sneezes, permitting the bacteria to enter the lungs of K : /
another individual. A very few conditions namely HIV, AIDS, malnutrition, diabetes, certain cancers
and use of immuno suppressive drugs (such as those particularly after organ transplantation) can
enhance the risk of individuals in a significant manner rewgarding tuberculosis. Spending a
prolonged time in close proximity to an individual with active tuberculosis enhanced the likelihood
of transmission. Symptoms of tuberculosis are chills, chest pain, fever, fatigue, loss of appetite, night
swears, persistent cough. Diagnosis is based on chest X-ray, sputum analysis, tuberculin skin test
(TST), interferon-gamma release assay ( IGRA ) and molecular tesats namely GeneXpart MTB/RIF.
Antibiotics should be administered for a particular period (generally 6-9 months). It is concluded
that pulmonary tuberculosis remains a significant global health challenges. It is an essential to
enhance awareness particularly about the causes, symptoms and treatment of pulmonary
tuberculosis to ensure timely diagnosis and decrease the burdon of this infections disese.
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INTRODUCTION:

Pulmonary tuberculosis, often referred to as TB, is a contagious bacterial infection manifested
by Mycobacterium tuberculosis. It mainly targets the lungs but can also spread to other parts of the
body if left untreated. Although significant progress has been made in the global fight against
tuberculosis, it remains a major health concern in particularly in many parts of the world. In this article,
we will delve into the causes, symptoms, and treatment of pulmonary tuberculosis, as well as shed light
on the importance of early diagnosis and prevention.

Pulmonary tuberculosis is a type of tuberculosis that primarily influences the lungs. There are
different types or classifications of pulmonary tuberculosis based on various factors, including the
extent and severity of the disease. Here are some common types of pulmonary tuberculosis:
1.Active pulmonary tuberculosis
2.Latent tuberculosis infection
3.Primary tuberculosis
4.Post primary tuberculosis
5.Miliary tuberculosis
6.Fibro cavitary tuberculosis

1.Active Pulmonary Tuberculosis:

This is related to the stage of tuberculosis where the bacteria causing the infection are actively
multiplying in the lungs. It is manifested by symptoms namely a persistent cough, chest pain, fatigue,
weight loss, night sweats, and sometimes coughing up blood.

2 Latent Tuberculosis Infection (LTBI):

LTBI is a condition in which a person is infected with the tuberculosis bacteria but does not
show any symptoms or signs of active disease. The bacteria remain dormant in the body and do not
cause illness. However, LTBI can progress to active tuberculosis especially if the immune system
becomes weakened.

3.Primary Tuberculosis:

This occurs when a person is initially exposed to the tuberculosis bacteria and gets an infection for the
first time. It commonly influences children and individuals with weak immune systems. Primary
tuberculosis usually targests the upper part of the lungs and may spread to nearby lymph nodes.
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Primary progressive pulmonary

4.Post-primary Tuberculosis:

Also known as reactivation tuberculosis or secondary tuberculosis, this type occurs when the
infection reactivates after a period of dormancy. It typically affects individuals with a weakened
immune system, such as those with HIV/AIDS or other medical conditions. Post-primary tuberculosis
can involve upper or lower lobes of the lungs and may be more extensive compared to primary
tuberculosis.

5.Miliary Tuberculosis:

Miliary tuberculosis is a severe form of tuberculosis where the bacteria spread through the
bloodstream to various organs in the body, including the lungs. This results in the formation of tiny
lesions resembling millet seeds, hence the name “miliary.” It can affect multiple organ systems and is
associated with a higher risk of complications.
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Miliary tuberculosis

6.Fibro-cavitary Tuberculosis:

Fibro-cavitary tuberculosis occurs when there is extensive lung damage due to tuberculosis
infection, leading to the formation of cavities or holes in the lung tissue. It is often observed in
advanced stages of the disease and can lead to chronic respiratory symptoms.

Causes of Pulmonary Tuberculosis:

Mycobacterium tuberculosis infection: Pulmonary tuberculosis is primarily manifested by the
inhalation of tiny airborne droplets containing the bacteria. These droplets can be released when an
infected person coughs, sneezes, or talks, allowing the bacteria to enter the lungs of another individual.
Weakened immune system:

People with weakened immune systems are partucularly more susceptible to developing active
tuberculosis. Conditions namely HIV/AIDS, diabetes, malnutrition, certain cancers, and the use of
immunosuppressive medications (such as those used after organ transplantation) can significantly
enhance the risk.

Close contact with infected individuals:

Spending a prolonged period in close proximity to an individual with active tuberculosis
enhances the likelihood of transmission. This is particularly true in crowded environments, such as
households, correctional facilities, and homeless shelters.

Lack of access to healthcare:

Limited access to quality healthcare services along with proper diagnosis and treatment of
tuberculosis, can contribute to the spread of the disease. This is particularly true in resource-limited
areas with insufficient healthcare infrastructure.

Poor infection control measures:

Inadequate infection control measures in healthcare settings, namely hospitals and clinics, can
lead to the transmission of tuberculosis. This includes improper ventilation, lack of isolation facilities,
and inadequate use of personal protective equipment.

Substance abuse:
Substance abuse, particularly intravenous drug use, can lessen the immune system and enhance
the risk of tuberculosis infection.
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Poverty and overcrowding:

Living conditions manifested by poverty, overcrowding, and poor ventilation create an
environment conducive to the spread of tuberculosis. These factors are often found in marginalized
communities and densely populated urban areas.

Symptoms of Pulmonary Tuberculosis:

The symptoms of pulmonary tuberculosis can vary according to the stage of the infection and
the overall health of the individual. In the early stages, symptoms may be mild or even nonexistent,
making it challenging to diagnose. Whatever it may be, as the infection progresses, the following signs
and symptoms may manifest:

Persistent cough:
A cough that lasts for more than two weeks, often accompanied by thick, sometimes bloody
sputum.

Fatigue and weakness:
Feeling constantly tired, experiencing a lack of energy, and experiencing unexplained weight loss.

Night sweats:
Heavy sweating, especially during sleep, which may leave the person drenched in perspiration.

Fever and chills:
Low-grade fever, accompanied by occasional chills and a feeling of being cold.

Chest pain:
Pain or discomfort in the chest area, especially while coughing or breathing deeply.

Loss of appetite:
A significant decrease in appetite leading to unintentional weight loss.

Diagnosis and Treatment:

Diagnosing pulmonary tuberculosis involves a combination of various tests. Initially, a
healthcare provider will conduct a physical examination, review the patient’s medical history, and order
specific tests. These tests may include a chest X-ray, sputum analysis, tuberculin skin test (TST),
interferon-gamma release assay (IGRA), and molecular tests such as the GeneXpert MTB/RIF.

If pulmonary tuberculosis is finalized, treatment should begin promptly to prevent the spread of
the infection and minimize potential complications. Tuberculosis treatment typically involves a
combination of antibiotics taken for a specific time (usually six to nine months). It’s crucial for patients
to complete the full course of medication as prescribed to ensure the complete eradication of the
bacteria.

Prevention and Outlook:

Preventing the transmission of pulmonary tuberculosis is important for controlling the disease.
Public health measures namely improved ventilation, infection control in healthcare settings, and
widespread access to tuberculosis screening and treatment programs are crucial. Additionally,
maintaining good personal hygiene, covering the mouth and nose when coughing or sneezing, and
avoiding close contact with infected individuals can help decrease the risk of contracting and spreading
the infection.

With proper diagnosis, treatment, and adherence to prescribed medication, the prognosis for
pulmonary tuberculosis is generally positive. Early detection significantly enhances the chances of
successful treatment and reduces the risk of long-term complications or transmission to others.
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Conclusion:

Pulmonary tuberculosis remains a significant global health challenge, but with continued efforts
in prevention, early detection, and effective treatment, progress is being made. It is crucial to raise
awareness about the causes, symptoms, and treatment of pulmonary tuberculosis to ensure timely
diagnosis and reduce the burden of this infectious disease. By prioritizing public health measures and
individual responsibility, we can work towards a world where pulmonary tuberculosis is no longer a
threat to global health.
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