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Coronavirus disease (COVID-19) and tuberculosis (TB) are two respiratory infectious diseases
with a high incidence of transmission, mainly via respiratory droplets and both can weaken the
immune system and lower the number of CD4'T cells in patients. COVID-19 can occur before, at the
same time or after the diagnosis of TB. Patients with pulmonary TB are more likely to have
co-infection when they have a history of epidemiological exposure to COVID-19. At present, many
cases of nosocomial infection of COVID-19 caused by ineffective prevention and control measures in
tuberculosis hospitals have been reported successively at domestic and overseas. Therefore, it is
urgent to strengthen the prevention and control of nosocomial infections in tuberculosis hospitals.
The superposition of the two diseases can lead to a worsening prognosis, aggravating the patient’s
condition and making treatment more difficult. In addition, in the context of the new coronavirus
epidemic, early recognition of co-infection with new coronavirus should be made when TB patients
in chest hospitals present with symptoms such as aggregated fever or progressive disease. At the
same time, we should focus on identifying the clinical and imaging manifestations of TB and
COVID-19 co-infection. At present, research on COVID-19 complicated with pulmonary TB is scarce,
and there are disputes on many aspects. As a country with a high prevalence of tuberculosis, it is of
great practical significance to identify the clinical characteristics, outcomes, and treatment of the two
infectious diseases in China.
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