Saudi Epidemiology Bulletin

Program

ining

Department of Preventive Medicine and Field Epidemiology Trai

www.fetp.edu.sa

ISSN 1319-3965

Ministry of Health / Riyadh / Jul-Sept 2005 / Volume 12, Number 3

§

L

PN 33[3_9 Lﬁ)m
Bl S gl ol 43 g A ol calall SueLuak) LS ol

Yeso \W—&JH—&J@NMI—ﬁmgﬂl@i

Evaluation of injury
surveillance system in
Hajj 1425 Hijra.

The pilgrimage to Makkah (Hajj) is an annual congregation of more than 2 mil-
lion Muslim pilgrims, the contact among pilgrims and high population density
aggravates exposure of hajjes to the risk of injuries. In the past, injuries have been
reported as component of the routine health care facility reporting system in Hajj,
recently it has been identified as a separate entity in patient management system
since Hajj 1423 H. This study was conducted as a cross sectional study by a team
from Field Epidemiology Training Program (FETP) to evaluate different compo-
nents of the Injury Surveillance System (ISS) during Hajj 1425 Hijra (2005 G).

A questionnaire was designed as combined observation/interview based, to re-
cord the existing organizational structure, system of injury registration and report-
ing, and an interview schedule for directors and health workers dealing with in-
jured patients at first contact level in the facility to assess their knowledge and
practices about injury reporting system and to assess the completeness of the in-
Jjury management/ data collection forms. A team of two physicians visited all the
participating health facilities i.e. all the hospitals in Makkah and dispensaries in
Haram; and all the hospitals and 6 randomly selected Health Centers in Mina.
During their visit they observed the system in general, interviewed each health
facility director; one physician and one nurse/paramedical worker and reviewed
official injury data collection forms, in accordance with the methodology men-
tioned earlier. Data collection was done from 2nd to 6th of Dhu’ul Hajja, 1425 in
Makkah and from 7th to 12th Dhu’ul Hajja, 1425 in Mina.

As shown in table 1, the injured patient were received at reception desk to reg-
ister before getting medical service in most of the facilities studied except Mina
general hospital, Mina PHC No. 1 and Haram dispensaries where patient immedi-
ately received medical services without registration. Specially designed Hajj in-
jury forms were utilized in all the Mina hospitals and 4 PHCs in Mina, while all
Makkah hospitals and 2 PHCs in Mina used the General Hajj OPD form to man-
age the injured patients. However, the Haram dispensaries did not use any forms,
and just entered all the injured patients in a register along with other patients. In
all the Mina and Makkah hospitals, data is entered into computers which are di-
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Evaluation of injury surveillance system in Hajj 1425

Hijra, cont...

(Continued from page 17)

rectly linked to the central computers
at Makkah Regional Health Director-
ate and Ministry of Health Riyadh. In
smaller facilities reports are sent by
either telephone or fax. None of the
facilities prepared a separate report
detailing injuries, however King Ab-
dul Aziz hospital Makkah, King
Faisal Hospital Makkah and 2 health
centers in Mina reported the injuries
distinctly in their regular reports. De-
tailed data recorded in the new special
injury patient management form was
not used in reports of the facilities
using those forms. In all the facilities
visited, reports were sent to the higher
authorities within the previous 12
hours. In Makkah regional directorate,
Makkah hospitals and Mina Al Wadi
hospital facilities existed to generate
reports on real-time data, including
general injury information. No com-
munication with non-MOH facilities
existed regarding reporting of injured
patients.

The forms used for management of
injured patients were evaluated and
among the 180 forms evaluated in
Mina health centers, 61.1% were
filled for the location and type of in-
jury and among the 90 forms evalu-
ated in Makkah hospitals 90% had
these sections filled. Among the 120
forms evaluated in Mina hospitalr,
95% filled the code for provisional
diagnosis of the patients (as there was
no separate section for injuries in
these forms).

— Reported by: Dr. Muneera AlZamil,
Dr. Abdul Jamil Choudhry, Dr. Adel
Turkistani, Dr. Abdallah AbuSail, Dr.
Osamah AlHayany, Dr. Muslim Abu
Hassan (Field Epidemiology Training
Program).

Editor’s note: Injury is a serious
public health issue with a major im-
pact on lives, as a major cause of long
and short term disability.! Develop-
ment of a special surveillance system
for injuries during Hajj was a major
initiative taken by the Ministry of
Health. Selecting injuries as an inde-
pendent entity in the routine surveil-
lance system, which has previously
focused on communicable diseases,
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was based on the dissimilar causation
of injuries and preventive efforts re-
quired to minimize their occurrence

and impact.
The Centers for Disease Control and
Prevention, Atlanta, USA., recom-

mends attributes such as simplicity.
flexibility, acceptability, sensitivity,
representativeness and timeliness for
evaluating any surveillance system.’

Regarding simplicity. a surveillance
system should produce all the infor-
mation needed for informed decision
making, in the simplest and most
straight forward way possible without
wastage of staff time by requiring
repeated entry of the same informa-
tion.>® This study showed that in the
new data collection instruments, the
amount of information has been kept
to a minimum and the information
transmission system was also quite
straight forward. On the other hand,
absence of cause of injury, its severity
and part of body/organs involved limit
the usefulness of information.

pected to be sensitive i.e. able to de-
tect all injury cases.>' However, this
study reflects that the existing system
has a number of sensitivity issues,
such as the absence of links to the
non-MOH health facilities like Hamla
doctors, foreign medical missions;
and cases transferred to Makkah di-
rectly, especially for severe cases.
Furthermore, most of the system
hardly reports injuries as a distinct
entity, even where it is reported it
docs not go beyond the total number
of cases seen and even the small
amount of information available in the
forms does not reach the decision
makers.

Completeness is another issue of
quality in surveillance. As observed in
this study the information related to
patient identification is generally
complete but had some lapses in areas
which enable the health manager to
understand the injury pattern or the
outcome. Apparently, timeliness of
the information flow upwards is not a

The surveillance system is also ex- (Continued on page 23)

Table 1: Injury Surveillance System at ER/OPD

Information Mina Mina Makkah Haram
PHCs | Hospitals | Hospitals | dispensaries
(n=6) (n=4) (n=4) (n=1)

Registration of Patient at reception desk:

Always 3 4 N

Mostly 2 B - -

Never 1 - 1

Type of forms

Special Hajj injury 4 4 - -

form

General Hajj OPD 2 - 4 -

form

Others (no form) - - - 1

Preparation of injury report

Separate report - - - -

Injury reported dis- 2 2

tinctly in general report

No reporting of injuries 4 4 2 1

Ways of sending report

Fax - - 1

Telephone 3 - = =

Computer network - 4 4 -
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Al Muftareshoon Revisited, Hajj season 1425 H.

Living on the street during hajj is a
major social and health problem that
recurs annually. Several problems can
occur to the Mufiaresheen. In addition
to hindering access of emergency
vehicles, and interfering with the
movement of both pedestrians and
vehicles, the accumulation of waste
on the streets, let alone their uncivi-
lized sight, they are more likely to
suffer from accidents and diseases.
This study was conducted to investi-
gate the demographic characteristics
of the Muftaresheen in Mina, their
behavior, social and health problems,
and the reasons for their stay on the
street.

A cross sectional study was con-
ducted using Quota sampling tech-
nique. A questionnaire was designed
and divided into 2 parts, the first for
“Individual Hajjis” traveling alone,
and the second for “Group Hajjis”.
Any male hajji who was considered as
Muftaresh was interviewed. In case of
groups of Hajjis traveling together,
only one of them was interviewed.
Data was collected from the 8" to 13"
of Dhul-Hijjah, 1425 H.

The first part of the study involved
527 single hajjis, primarily located on
the pedestrian road (74.4%). Most of
them were domestic (91.5%), with
57.9% from Makkah region. Their
mean age was 35.2 years (SD 9.8),
most were married 74.7%, and from

tuted 2.7%. Almost half of the
muftaresheen had an educational level
of secondary school and above 45%.
The mean monthly income of domes-
tic muftaresheen was 1347.5 Saudi
Riyals (SD 878.8). Regarding medical
history, 4.2% had chronic diseases.
Hajjis who had Hajj permission con-
stituted only 16% of the sample and
11.4% had paid Hamlas for obtaining
hajj permission. During their stay in
Makkah, 22.8% had accommodation
and only 21 (4%) had paid Hamla for
residency in Mina. Of the sample,
54.3% were performing hajj as
Muftaresheen with other people.
Among those who had performed hajj
previously, 81% were Muftaresheen
during the last hajj. Only 47.6% had
received Meningitis vaccine.

Of the total single hajjis, 12.3% had
fallen sick, of who 70.8% had respira-
tory infection. 1.5% had been in-
volved in accidents during their stay
in Mina; of those 62.5% were stepped
on by pedestrians, 25% were involved
in accidents with vehicles, and 12.5%
was stepped upon by moving crowd.

The total number of group hajjis
was 1824, with a mean of 6.4 hajjis in
each group. Out of who 11% were
females, 2.2% were children, 4.6%
were aged over 60, 84.6% were do-
mestic, 26.6% had hajj permission,
51.7% had received meningitis vac-
cine, 5.4% had fallen sick, of who

had been involved in accidents during
their stay in Mina.

Several reasons were given for liv-
ing in the street in Mina, particularly
expensive Hamlas or expensive Mina
residency (75.5%).

Restaurants were the main source of
food (57.3%). General public toilets
were mainly used (96.2%). Regarding
waste disposal, 84.8% stated that they
disposed of waste in the large munici-
pal street bins. 7.2% left it in plastic
bags on the street, and 3% just threw
it on the street.

Almost 86.5% got a chance to sleep
in their places, mean sleeping hours
in the last 24 hours was 4.3 hours (SD
2.1). 32.2% could not sleep well due
to different reasons, noise was stated
as the major cause (23.5%). Saudi
authorities asked 10% to leave their
places once: 8.8% were asked to leave
2 to 5 times. and 1% were asked to
leave more than 5 times.

A large number (63.6%) stated that
they had faced no problems as
muftaresheen. The main problems
stated were crowdedness 7.8%, diffi-
culty obtaining food 4.6%, difficulty
finding toilets 3.8%, fighting with
other hajjis for the place 4%, and peo-
ple stepping over them 1%.

Seventy six percent were satisfied
with performing hajj as Muftaresheen.
Among those planning to perform hayjj
next season. 53.3% stated that they

Arab countries 62%. Saudis consti- 67.3% had respiratory infection. 0.6% (Continued on page 21)
Table 1: Factors affecting satisfaction of hajjis as Muftaresheen, hajj 1425H
Satisfaction
N Yes No OR 95 % Cl AOR 95 % Cl

Place

Jamarat area 62 64.5% 35.5% 0.58 0.33-1.03 0.93 0.44-1.98
Pedestrian road 392 75.8% 24.2% Ref. - Ref. -
Bridges 73 89% 11% 2.59 1.20-5.62 3.46 1.39-8.62
Nationality

Arab 325 71.1% 28.9% 0.44 0.28-0.69 0.42 0.230.75
Non-Arab 199 84.9% 15.1%

Changing place

Regular place 369 80.2% 19.8% 1.97 1.29-3.00 1.72 0.97-50.0
Changeable place 156 67.3% 32.7%

Sleeping hrs.

< 4 hours 237 75.1% 24.9% 0.42 0.250.71 0.49 0.26-0.92
> 4 hours 195 87.7% 12.3%

Involved in accidents

No 519 77.1% 22.9% 111 2.04-50.0 7.31 0.74-721
Yes 8 25% 75%

Asked to leave place

No 421 78.9% 21.1% 1.98 1.24-3.15 1.28 0.68-2.42
Yes 104 65.4% 34.6%
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Avian Influenza: A new global threat?

There are three types of Influenza
viruses: A, B, & C. Type A infects a
variety of different host species, and
consists of 16 subtypes of Hemagglu-
tinin (H) surf protein, and 9 subtypes
of Neuraminidase (N) surf protein
(eg. HINI, H2N2, H3N2). The H
subtypes are epidemiologically most
important, as they control the ability
of the virus to bind to and enter cells,
where multiplication of the virus then
occurs. The N subtypes govern the
release of newly formed virus from
the cells. Type B is normally found
only in humans, and can cause human
epidemics but no pandemics. Type C
causes mild illness in humans, and
does not cause epidemics or pandem-
ics.

The first Influenza Pandemic that
occurred in 1918-19, “Spanish flu,”
was caused by type [HIN1] virus, and
caused the highest number of flu
deaths, such that 20-50 million people
died worldwide, half of them young
and healthy adults. The second pan-
demic occurred in 1957-58, “Asian
flu,” was first detected in china, and
was caused by type [H2N2], appear-
ing as an assortment of Human Virus
and Avian Influenza Virus. The third
pandemic occurred in 1968-69, “Hong
Kong flu,” was first detected in Hong
Kong, was caused by type [H3N2],
and was also an assortment of human
virus and avian influenza virus.

Avian influenza, or “bird flu”, is a
contagious disease of animals caused
by viruses that normally infect only
birds and, less commonly, pigs. Avian
influenza viruses are highly species-
specific, but have, on rare occasions,
crossed the species barrier to infect
humans.

Domestic poultry are especially
vulnerable to infections that can rap-
idly reach epidemic proportions. In
domestic poultry, infection with avian
influenza viruses causes two main
forms of disease. The “low patho-
genic” forn commonly causes only
mild symptoms, such as ruffled feath-
ers, a drop in egg production, and may
easily go undetected. The “highly
pathogenic” form causes disease af-
fecting multiple internal organs, and
spreads very rapidly through poultry
flocks, having a mortality that can
approach 100%, within 48 hours.
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Migratory waterfowl are the natural
reservoir of avian flu viruses, and are
known to carry viruses of the H5 and
H7 subtypes, usually in the low patho-
genic form. These, when introduced
to poultry flocks, then mutate to the
highly pathogenic form. However,
recent evidence suggests that some
migratory birds are now directly
spreading the H5N1 virus in its highly
pathogenic form.

Outbreaks in poultry occurred dur-
ing 1983-4 in the USA, with H5N2
causing low mortality, which within 6
months became highly pathogenic,
leading to a mortality of > 90%, and a
decision of destruction of 17 million
birds, at a cost of 65 million USD.
Another outbreak occurred in Italy
during 1999-2000 with H7N1 low
pathogenicity, which within 9 months
became highly pathogenic, leading to
destruction of 13 million birds.

From mid-December 2003 through
early February 2004, poultry out-
breaks caused by the H5NI virus
were reported in eight Asian coun-
tries: Korea, Vietnam, Japan, Thai-
land, Cambodia, Lao People’s De-
mocratic Republic, Indonesia, and
China. Most of these countries had
never before experienced an outbreak
of highly pathogenic avian influenza
in their histories. In early August
2004, Malaysia reported its first out-
break of H5N1 in poultry. Russia re-
poried its first H5N1 outbreak in
poultry in late July 2005, followed by
reports of disease in adjacent parts of
Kazakhstan in early August. At the
same time, Mongolia reported the
detection of H5NI in dead migratory
birds. In October 2005, H5N1 was
confirmed in poultry in Turkey and
Romania. Outbreaks in wild and do-
mestic birds are under investigation
elsewhere. The current outbreaks of
highly pathogenic avian influenza, are
the largest and most severe on record.
The causative agent, the H5N1 virus,
has proved to be especially tenacious.
Control of the disease in poultry is
expected to take several years.

The widespread persistence of
H5N1 in poultry populations poses
two main risks for human health. The
first is the risk of direct infection
when the virus passes from poultry to
humans, resulting in very severe dis-
case. Of the few avian influenza vi-

ruses that have crossed the species
barrier to infect humans, H5N1 has
caused the largest number of cases of
severe discase and death in humans.
In the current outbreak, laboratory-
confirmed human cases have been
reported in five countries: Cambodia,
Indonesia, Thailand, Vietnam and
Turkey, over half of those infected
have died. Most cases have occurred
in previously healthy children and
young adults. People became infected
by direct contact with infected poul-
try, or surfaces and objects contami-
nated by their feces. To date, most
human cases have occurred in rural or
periurban areas where many house-
holds keep small poultry flocks,
which they depend on for income and
food, and are often allowed to roam
freely in homes. Infected birds shed
large quantities of virus in their fae-
ces, which allows opportunities for
exposure to infected droppings.

It has to be mentioned that the virus
cannot spread easily from birds to
humans. Although more than 100
human cases have occurred in the
current outbreak, this is a small num-
ber compared with the huge number
of birds affected and the numerous
associated opportunities for human
exposure.

It is of great concern that the virus,
if given enough opportunities, may
change into a form that is highly in-
fectious for humans and spreads eas-
ily from person to person. Such a
change could mark the start of a
global pandemic.

With the H5N1 virus now firmly
entrenched in large parts of Asia, the
risk that more human cases will occur
will persist. Each additional human
case will give the virus an opportunity
to improve its transmissibility in hu-
mans, which can occur via two princi-
pal mechanisms. The first is a
“reassortment” event, in which ge-
netic material is exchanged between
human and avian viruses during co-
infection of a human or pig. Reassort-
ment could result in a fully transmis-
sible pandemic virus, announced by a
sudden surge of cases with explosive
spread. The second is a more gradual
process of adaptive mutation,
whereby the capability of the virus to
bind to human cells increases during

Saudi Epidemiology Bulletin, Vol 12, No. 3, 2005



Al Muftareshoon Revisited, cont...

(Continued from page 19)

will repeat hajj as Muftaresheen, the
main reasons cited for this decision
were low cost 76.3%, and easy to
perform hajj rituals 18%. Factors in-
fluencing this decision were mainly
satisfaction with staying as muftaresh
this hajj season (OR 15.10, 95% CI
7.24 — 31.49; adjusted OR 18.52, 95%
CI 8.55-40.00; and being muftaresh
during previous hajj season (OR 4.87,
95% CI 9.24 - 25.59; adjusted OR
5.85, 95% CI 2.23-15.38). Reasons
cited for future plan of not staying in
the street among hajjis who plan to
perform hajj in future seasons were
mainly that hamlas are better 80.1%,
more privacy 10.8%, and avoiding
accidents 6.0%.

— Reported by: Dr. Haleema AlJohar,
Dr. Moslem AbuHassan, Dr. Osama
AlHayani, Dr. Abdullah Abusail, Dr.
Abdullamil Choudhry (Field Epide-
miology Training Program).

Editorial notes: Hajjis spend
around 4 days during hajj in Mina.
The Saudi government has provided
well-equipped camps for hajjis at-
tached to organized Hamlas during
their stay in Mina. The Muftaresheen,
however, reside on the streets of
Mina, where they sleep, eat, and carry
out their daily activities, hence were
given their name. They mainly reside
on the pedestrian road, around Ja-
marat, around Al-Kaif mosque,
around Mina general hospital and
along the bridges.

Muftaresheen are at higher risk than
other hajjis, where the environment is
unsafe for women, children and the
elderly. They are at greater risk of
road traffic accidents, or people tram-
pling over them in areas where large
groups of people move. Their risk of
infection is also higher as a result of
the crowdedness, eating from exposed
food sold by street vendors, and low
vaccination coverage. They also face
a number of other problems concern-
ing sleeping, privacy, weather
changes, crowdedness and fights over
their location.

A previous study conducted by the
Field Epidemiology Training Program
on the Muftaresheen in 1420 H in-
volving 412 Haijjis,' showed that 62%
were domestic and about 95% were

Saudi Epidemiology Bulletin, Vol 12, No. 3, 2005

non-Saudis. The proportion of domes-
tic Muftaresheen has therefore in-
creased from 62% in 1420 H to 84.6%
in this study.

Meningococcal meningitis is a ma-
jor health risk, especially during haij?,
however, this study showed that al-
most half of the Muftaresheen had not
received the meningococcal vaccine
The proportion of vaccinated hajjis
among Muftaresheen fell from 81% in
1420 H,' to 51.7% in the current
study.

In the previous study of 1420 H, the
main reason reported for staying on
the street was financial, and almost
one third were not comfortable with
performing Hajj this way.! Similarly,
in this study the main reason stated
for living on the street was expensive
Hamlas or high cost of residence in
Mina.

This study has demonstrated that the
Muftaresheen phenomenon is continu-
ous and repeated annually, such that
80.9% of those who had performed
hajj previously had been
Muftaresheen, and 53.3% of the
Muftaresheen during this hajj season
decided to be so again in future.

It seems that this phenomenon can-
not be stopped, it can, however, be
reduced, as suggested by the
Muftaresheen themselves, by decreas-
ing the cost of residence in Mina,
providing free camps and decreasing
the cost of Hamlas.
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Avian Influenza:
cont...

scenario would probably give the
world some time to take defensive
action.

In August 2005, the World Health
Organization (WHO) sent all coun-
tries a document outlining the recom-
mended strategic actions for respond-
ing to the avian influenza pandemic
threat, aiming to strengthen national
preparedness, reduce opportunities for
a pandemic virus to emerge, improve
the early warning system, delay initial
international spread, and accelerate
vaccine development.

Vaccines effective against a pan-
demic virus are not yet available.
Vaccines produced for seasonal influ-
enza but will not protect against pan-
demic influenza. Although a vaccine
against the H5N1 virus is under de-
velopment in several countries, no
vaccine is ready for commercial pro-
duction and no vaccines are expected
to be widely available until several
months after the start of a pandemic.

By early 2006, WHO will have a
stockpile of antiviral medications,
sufficient for 3 million treatment
courses. Recent studies suggest that
these drugs could be used prophylacti-
cally near the start of a pandemic to
reduce the risk of emergence of a
fully transmissible virus or at least to
delay its international spread, thus
gaining time to augment vaccine sup-
plies. The neuraminidase inhibitors
oseltamivir (Tamiflu) and zanamivir
(Relenza) known to reduce the sever-
ity and duration of illness caused by
seasonal influenza may improve pros-
pects of survival if administered early,
but clinical data are limited. However,
the main constraints for neuramini-
dase inhibitors involve limited pro-
duction capacity and its high price.

The WHO has urged all countries to
develop preparedness plans, and has
urged countries with adequate re-
sources to stockpile antiviral drugs
nationally for use at the start of a pan-
demic.

From: WHO. Epidemic and Pandemic
Alert and Response. Avian influenza
frequently asked questions.
hitp:.//www.who.int/csr/disease/avi
an_influenza/avian fags/en/index.
html
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Evaluation of in-
jury surveillance
system, cont...

(Continued from page 18)

problem. as the reports including in-
jury cases are transmitted almost on
1-2 hourly basis in PHCs, while the
data in hospitals is transmitted instan-
taneously to all concerned through the
computer network.

The new ISS has been established in
Hajj for over 2 years. Our study re-
vealed that its implementation is still
patchy. Efficient working of a surveil-
lance although depends a lot on a
good design, in the field, however, it
primarily depends on the manpower
involved in its implementation, which
in turn is the product of training and
motivation of staff. Unfortunately, it
appears that in this ISS training the
staff have been ignored completely.

The new hajj ISS is only working in
Mina PHCs at present; and except for
the timeliness issue, it needs a lot of
modification to improve its deficient
areas especially incomplete coverage,
non-availability of standard operating
procures, poor staff training, weak
supervisory and feedback mechanism,
and lack of communication with non-
MOH facilities.
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Mark your calendar . . .

Inside the Kingdom

December 5-7, 2005: The International Conference of Advanced Child

Health Care.

Venue: King Fahad Medical City, Riyadh, KSA.
Contact: Academic and Training Affairs, King Fahad Medical City, POBox

59046, Riyadh 11525.

Tel. No.: + 966-1-465-6666 ext. 7202 or 4123. Fax: +966-1-465-6666 ext. 4292.

Email: cme@kfmc.med.sa
Website: www kfmc.med sa

December 20-21, 2005: Spatial and Temporal Clustering of Diseases and

Risk Assessment im Public Health.

Contact: Academic and Training Affairs, CME Section, King Faisal Specialist
Hospital and Research Centre, MBC-36. POBox 3354 «Riyadh 11211.
Tel. No.: + 966-1-442-7238 Fax: +966-1-442-4153 [+966-1- 442-7237

Email: web_symposia@kfshrc.edu.sa

Website: www kfshrc.edu.sa/symposia

March 15, 2006: Workshop on Diabetes Mellitus in children & adolescents.
Venue: King Fahad Medical City. Riyadh, KSA.
Contact: Academic and Training Affairs, King Fahad Medical City, POBox

59046, Riyadh 11525.

Tel. No.: + 966-1-465-6666 ext. 7202 or 4123. Fax: +966-1-465-6666 ext. 4292.

Email: cme@kfmc.med.sa
Website: www.kfmc.med.sa

Outside the Kingdom

November 11-13, 2005: Fourth Lebanese Society of Family Medicine Con-
ference: Connecting body and mind.
Venue: West Hall, American University of Beirut, Beirut, Lebanon.

Contact: Bassem Saab

E-mail: brsaab@aub.edu.bl www.infomedweb.com

The Saudi Epidemiology Bulletin
welcomes reports from the regions.
Please send your reports to the
address shown. Thank you.

Send correspondence,
comments, calendar listings,
or articles to:

Saudi Epidemiology Bulletin
Editor-in-Chief
P.O. Box 6344
Riyadh 11442
Saudi Arabia

®For epidemiological assistarice,
call or fax the FETP at
01-496-0163
e-mail: fetp@naseej.com.sa

Website:
www.fetp.edu.sa
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Medicine:
Dr. Yagoub Al-Mazroa
Assistant Deputy Minister for
Preventive Medicine, and SEB
Supervisor
Dr. Nasser Al-Hozaim
General Director, Parasitic and
Infectious Diseases Department
Dr. Amin Mishkhas
Director, Infectious Diseases
Department

Field Epidemiology Training

Program:

Dr. Nasser Al-Hamdan, FETP
Supervisor, SEB Editor-in-Chief

Dr. Randa Nooh
Consultant Epidemiologist,
Bulletin Editor

Dr. Abdul Jamil Choudhry
Consultant Epidemiologist.
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Selected notifiable diseases by

region, Jul

— Sept 2005

5 = |
AHHHBEHHBHBEHEHHBHEHHE
SHHHEHHE N AR EEEHHE

p
Measles 8 0|27 10| 0 210 0 0|0 |14 0|0 | 0|0 ]|1(0 0| 62
Mumps 5 0|0 ]| O 1 0 0 0 0| o0 o|j|o|(O0o|O|1|]0(|O0O|JO]|O]| 11
Rubella 1 0jo0)0 ]| O 0 1 0 0 0|0 o|jo|(0OjO|]O]|JO|O]J]O]|O 2
Varicella 1037| 88 | 456|276 | 106|698 | 556 | 764|142 806|118 |408|101| 50 |204{103|217| 4 | 36| 2 |6172
Meningitis mening. 3 0] 0 0 0 0|0 0 0 0|0 0O|0O|O|O|JO|O|O]JO|O 3
Meningitis other 20 | 4 |40 6 (26| 4 | O 6 0 0|0 3 1/0|5|3|(0]|]0|j0]|0] 118
Hepatitis B 194 |23 |281| 67 |18 | 75| 56 | B 1155|1183 | 8 |21|19| 7 |56 |0 1 |15| 999
Hepatitis C 150 | 6 |258| 36 16 39135 7 0 |35]|21|41| 4 |10| 4 | 0O | 24| 0| 0 | 4| 690
Hepatitis unspecified | 28 | 0 | 6 0 0 0 2 |11| 0 8| 0|5)0|0|)60/19| 0 |(O| O |0 | 184
Hepatitis A 47 | 21 64| 3 |28 | 4 7 | 22|33 |11(55|79|41(9 | 4|1 |7|3|0]| 467
Typhoid & paratyphoid| 3 110 )7 0 1 3 1 1125| 1 0|4 (18| 3 |0 |2 (01|00 77
Amoebic dysentery 9 0 |457| 5 8 4 |19/ 20| 1 |56 |48 | 0 | B8 |0 |10]| 4 |29|(0| 1|0 | 679
Shigellosis 11 | 0| 2 1 0 8|5 0 3 0| 0 6|10|6|1]|]2|3|(0|0|0| 48
Salmonelosis 13| 0| 38|14 | O 7 |76|40|10)12 |12 |23 0 |0 | 3 |8 |12|0 0| 386
Comparisons of selected notifiable diseases, Jul - Sept 2004-2005
E| |92 |5 |8 Ele|l2 |5 |8
DISEASE §’ fé’ § & ? DISEASE ¢ 1% é |8
® ° o | o o ° 2
2065 2004 % 2005 | 2004 2005 |2004| % | 2005 | 2004
Cholera 4 5 -20 10 14 Meningitis mening. 3 3 1] 14 10
Diphtheria 0 0 0 7 Meningitis other 118 | 130 9 342 | 508
Pertussis 11 30 £3 19 64 Hepatitis B 999 [1316| -24 | 3178 | 4594
Tetanus,neonat 4 4 0 16 37 Hepatitis C 690 | 844 | 18 | 1960 | 2981
Tetanus,other 2 0 1 Hepatitis unspecified 184 1291 | 37 | 972 | 1260
Poliomyelitis 0 0 0 2* Hepatitis A 467 | 705 | -34 | 1795 | 2999
Guilain Barre Syndrome 15 22 32 87 99 | Typhoid & paratyphoid | 77 92 -16 | 271 | 365
Measles 62 213 -1 258 | 1775 Amoebic dysentery 679 | 754 | 10 | 2179 | 2696
Mumps 1 44 -5 | 114 | 349 Shigellosis 48 55 13 | 139 | 310
Rubella 2 2 0 5 17 Salmonellosis 386 | 615 | -37 | 985 | 1829
Varicella 6172 | 10400 | 41 |36051 |67451 Brucellosis 942 |1460( -35 | 3093 | 5169

* Imported cases

Diseases of low frequency, Jul - Sept 2005

Yellow fever, Plaque, Poliomyelitis, Rabies, Haemolytic Uraemic Syndrome: No Cases
Pertussis: 11 Cases (Qassim 10, Hasa 1)
Neonatal Tetanus: 4 Cases (Jeddah 3, Makkah 1)
Ecchinoccocosis: 2 Cases (Baha)
Guillian Barre Syndrome: 15 Cases (Riyadh 7, Asir 2, Jeddah 2, Makkah 1, Najran 1, Tabuk 1, Hafr Al-Batin 1)
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