Saudi €pidemiology Bulletin

;) aosull el 6

Ministry of Health

‘E

1OLALIgT meliyy @ AlEgN Cdall Siolull AISeH @ Auall 5139 (pe ytual OLALIGH Jlone 2 dinadnie dilad 5 400
Yool ptamudd/ pmigiSi @ i ad—a o e S L AN A Lot

Factors affecting the decision of
marriage among incompatible
couples in the Saudi premarital
screening program, 1425H.

Under the Royal decree of 4/1/1423 H (i.e. 8/3/2002 G) the Ministry of
Health in Saudi Arabia set organizational arrangements for the Saudi Premarital
Screening Program, which started on 1/1/1425 H under the second Royal decree,
which made premarital screening for genetic diseases mandatory for all couples
who plan to marry. The marriage contract would not be issued until the result
of this screening test was submitted. However, couples still have the choice of
getting married in spite of incompatible results.

This study aimed to identify the proportion of incompatible results among all
the couples who had undergone the premarital screening test during a period of
one year (1/1/1425 to 30/12/1425), to ascertain the decision of marriage following
incompatible results, and to study factors influencing the decision.

A two-part phone-call based structured questionnaire was designed, the
first part to collect information for the descriptive component, and the second
for the case-control study. After obtaining the final approval from the concerned
authorities, a list of names of couples with incompatible results along with their
contact numbers, test results and any information about their marriage decision
was obtained from the national premarital screening program. All the couples for
whom information about marriage decision was not available in the record were
contacted by phone.
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After the first six months of starting the program, the total screened were
145593 individuals; Sickle cell trait was found among 3.7%, Sickle cell disease
0.27%, Thalassemia minor 2.7% and Thalassemia major 0.06%. Regions with
the highest numbers of trait and cases for both disorders were Al-Ahsa, Eastern
province, Qunfudah, Jazan and Makkah, in descending order.
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Basic data was available for 1211 couples who were found positive (not
compatible) during the selected study period. Among the traceable incompatible
couples, 830 were incompatible due to sickle cell disease (791 (95.3%) patients and 39
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Factors affecting the decision of marriage among incompatible couples

in the Saudi premarital screening program, cont

(Continued from page 25)

(4.7%) carriers). Among those 731
(88.1%) had married or decided to marry
and 99 (11.9%) had decided not to marry.
Among the traceable incompatible
couples, 1074 were incompatible due
to Thalassemia (1055 (95.3%) patients
and 39 (4.7%) carriers). Among those
945 (88.0%) had married or decided
to marry and 129 (12.0%) couples had
decided not to marry.

Among 582 individuals who were
interviewed by phone, 302 were khatibs
(males) and 280 were makhtoobas
(females). The ages of the khatibs ranged
from 17-46 years (mean 27.4, standard
deviation SD + 4.5). The ages of the
makhtoobas ranged from 15-44 years
(mean 23, SD + 4.69). Only 8 (2.7%)
of the 302 khatibs were illiterate and 89
(29.4%) university level. From the 280
makhtoobas 5 (1.8%) were illiterate,
and 89 (31.8%) university level.

Regarding their source of income,
263 (90.4%) khatibs were independent,
19 (6.5%) were fully dependent on
their families and 9 (3.1%) were
partially dependent on their families.
Among makhtoobas 121 (41.6%) were
independent regarding their source of
income, 154 (52.9%) were dependent
on their families, and 16 (5.5%) were
partially dependent on their families.

For purpose of the case-control
study, all the couples who decided not
to marry were identified as cases. For
identification of controls, couples were
randomly selected among those who
decided to marry despite a mismatched
screening test result, with a ratio of 5
controls to one case. A total of 291
individuals were selected, among those
52 (17.9%) had decided not to marry
(cases) while 239 (82.1%) had either
married or decided to marry (controls).
Among respondents who decided not to
marry (cases) 26 (50%) were males and
26 (50%) females, their ages ranged
from 19 to 39 years (mean 25.4, SD
+ 4.65). Among those who decided to
marry (controls), 125 (52.3%) were
males and 114 (47.7%) were females;
their ages ranged from 15-46 years
(mean 25.4, SD + 5.1 years).

Factors influencing the decision of
marriage among incompatible couples
are presented in table 1.

Regarding  knowledge of the

existence of a compulsory Premarital
screening program, only 6 (11.5%) of
those who decided not to marry had not
known about its existence compared
to 42 (17.6%) of those who decided to
marry.

Regarding knowledge of the main
purpose of the Premarital screening
program, among those who decided
not to marry, 48 (92.3%) thought the
purpose was to avoid certain diseases in
prospective children, and 4 (7.7%) did
not know. Among those who decided
to marry, 197 (82.4%) thought the
purpose was to avoid certain diseases in
prospective children, 23 (9.6%) did not
know the purpose, 9 (3.8%) answered
that the purpose was to detect certain
diseases in the couple, and 10 (4.2%)
were not sure.

Among those who decided not to
marry, 50 (96.2%) had the premarital
screening test before melka (marriage
contract), compared to 221 (92.5%) of
those who decided to marry (OR=2.04,

95% C10.43 -13.14).

Among those who decided not to
marry, only 24 (46.2%) were asked by
the health facility to visit the counseling
clinic compared to 66 (27.6%) of those
who decided to marry (OR=2.25, 95%
CI 1.16 — 4.34). Among them, only 22
(42.3%) of those who decided not to
marry, actually visited the counseling
clinic compared to 84 (35.1%) of those
who decided to marry (OR=1.35, 95%
CI0.70 — 2.60).

Among those who decided not to
marry only 17 (32.7%) knew about
their disease status before they did the
premarital screening test; 21 (40.4%)
had a known family history of Sickle
cell anemia; 12 (23.1%) had a known
family history of Thalassemia. Among
those who decided to marry 40 (16.7%)
knew about their disease status before
they did the premarital screening test;
60 (25.1%) had a family history of
Sickle cell anemia; and 23 (9.6%) had a
Family history of Thalassemia. Among

(Continued on page 29)

Table 1: Factors influencing the decision of marriage 2006.

Decided not to Decided to
. marry marry o
Risk factors (n=52) (n=239) OR Cl 95%
No pa Mean SD %

Knowledge about disease status before PMS :
Yes 17 32.7% 40 16.7% 242 | 117 - 4.97
No 35 67.3% 199 83.3%
Family history of Sickle cell anemia :
Yes 21 40.4% 60 251% 1.89 | 0.93-3.82
No 25 48.1% 135 56.5% Ref. Ref.
Don’t know 6 11.5% 44 18.4% 0.74 | 0.25-2.05
Family history of Thalassemia :
Yes 12 23.1% 23 9.6% 283 | 1.17-6.80
No 28 53.8% 152 63.6% Ref. Ref.
Don’t know 12 23.1% 64 26.8% 1.02 | 0.46-2.24
Premarital screening test result of Sickle cell anemia :
Both patient/carrier 21 70% 85 62.5% 1.40 | 0.56 —-3.60
One only patient/carrier 9 30% 51 37.5%
Premarital screening test result of Thalassemia :
Both patient/carrier 26 89.7% 96 71.1% 3.52 |1 0.94 -15.54
One only patient/carrier 3 10.3% 39 28.9%
Blood relation between the couple :
2" degree relation 16 30.8% 89 37.2% 0.61 | 0.29-1.25
3'd degree relation 4 7.7% 30 12.6% 0.45 | 0.12—-1.50
Other relation 3 5.8% 22 9.2% 046 | 010-1.7
No relation 29 55.8% 98 41% Ref.
Counseling clinic visit recommended :
Yes 24 46.2% 66 27.6% 225 | 1.16-4.34
No 28 53.8% 173 72.4%
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Infection control practices in MOH dental clinics, Jazan,

2006.

This study was conducted to assess
infection control practices in MOH
dental units in Jazan, Saudi Arabia.
It was accomplished using a cross-
sectional survey confined to Ministry of
Health (MOH) dental practices in Jazan
region.

Dental care in Jazan is delivered at
3 levels: Primary Health Care Centers
(PHCC), General hospitals, and the
Dental Care Center. All dentists working
at these health facilities were selected,
and completed a self-administered
questionnaire. The response rate
was100%.

There were 78 respondent dentists,
of mean age 33.9 years (Standard
Deviation SD £7.8) with almost half
(47.4%) in the age group 31-40 years.
Males constituted 63 (80.8%) and
females 15 (19.2%); 13 (16.7%) were
Saudis and 65 (83.3%) non-Saudis; 58
(74.4%) were married and 20 (25.6%)
single; 70 (89.7%) were general
practitioners and 8 (10.3%) were
specialists. Almost half 34 (43.6%),
were working at PHCCs, 29 (37.2%) in
hospitals and 15 (19.2%) in the dental
care center. Their mean experience was
11.8 years (SD £6.7), and 24 (30.8%)
had experience ranging from 6-10
years. On average, a dentist examined
19 patients per day, most 52 (66.7%)
examined more than 15 patients daily.

A total of 20 (25.6%) dentists
reported a history of needle stick injury

during treatment of patients, and 6 (7.7
%) reported they had one or more cut
wounds on their hands at the time of
this survey. Of the total, 80.7% stated
that they had been vaccinated against
Hepatitis B virus (HBV), and 50
(64.1%) mentioned that they always
took each patient’s medical history
before treatment.

Of the studied dentists, 68 (87.2%)
stated that they always used high volume
suction besides saliva ejectors during
dental treatment; all (100%) reported
always washing their hands before
starting treatment; all (100%) always
used gloves and all (100%) wore a face
mask for each patient during dental
treatment; 76 (97.4%) of those wearing
afacemask changed it after each patient.
Protective glasses (eye glasses, eye
protector, or single face shield) were
always worn by 46.2%. All the dentists
always wore uniform coat during dental
treatment, 42 (53.8%) changed it daily
and 4 (5.1%) changed it if dirty. Only
half of the dentists in this study 43 (55%)
always used a rubber dam during dental
treatment. More than half 42 (53.8%)
always gave their patients a mouthwash
before starting dental treatment.

All stated that hepatitis and AIDS
viruses are the most important infectious
diseases in a dental clinic, 89.7% said
they refused to treat AIDS patients
and 46.2% refused to treat hepatitis
patients.

All participant dentists sterilized
hand pieces by autoclaving; 76.9%
disposed of the used needle and
sharp instruments in a special safety
container. Five (38.5%) of the dentists
who reported examining or treating 10
patients or under daily were compliant
to infection control precautions, whereas
among those examining more than 10
patients daily, 7 (10.8%) were compliant
to infection control precautions. Those
who examined 10 or less patients daily
were about five times more likely to be
compliant than those who examined
more than 10 patients daily; which
was statistically significant (OR=5.12,
Cl= 1.32-20.28). The primary source
of infection control information for
93.6% were dental colleges. Dentists
who had received their knowledge from
dental colleges were more compliant to
infection control practices, compared
to those who received their knowledge
from other sources, eg. journals,
conferences, etc, and this was also
statistically ~ significant  (OR=0.10,
CI= 0.014 — 0.640). Only 15.4% of
respondents were found to follow the
full requirements of infection control
practices.

— Reported by: Dr. Abdu Dahlan,
Dr.Abdullah AlRabeah, Dr. Nasser
Al-Hamdan (Field Epidemiology
Training Program).

(Continued on page 29)

Table 1: The studied variables and compliance among dentists, MOH dental clinics, Jazan, 2006

Setting Hospital 3 10.3 26 89.7 0.51 0.12-2.07
Other 9 18.4 40 81.6 0.51 0.12-2.07
Age group <30 Years 4 21.1 15 78.9 1.70 0.45-6.41
>30 Years 8 13.6 511 86.4 1.70 0.45-6.41
Gender Male 9 14.3 54 85.7 0.67 0.16-2.84
Female 3 20.3 12 80 0.67 0.16-2.84
Nationality Saudi 4 30.8 9 69.2 3.17 0.79-12.73
Non-Saudi 8 12.3 57 87.7 3.17 0.79-12.73
Degree GP 11 15.7 59 84.3 1.30 0.15-11.68
Specialist 1 12,5 87.5 1.30 0.15-11.68
Daily work load <10 patients 5 38.5 61.5 5.12 1.32-20.28
>10 patients 7 10.8 58 89.2 5.12 1.32-20.28
Source of knowledge College 9 12.3 64 87.7 0.10 0.01-0.64
Other 3 60 2 40 0.10 0.01-0.64
Experience <10 Years 8 20.5 31 79.5 2.26 0.62-8.23
>10 Years 4 10.3 35 89.7 2.26 0.62-8.23
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Foodborne outbreak among 4 families in Taif city,
Saudi Arabia, July 2006.

On the morning of July 27t
2006, several cases complaining of
gastrointestinal symptoms of diarrhea,
vomiting, abdominal pain and fever,
presented to King Faisal hospital in Taif
city. They belonged to one extended
family. A team was formed from the
preventive medicine department in Taif
directorate, to confirm the occurrence and
extent of this food poisoning outbreak, to
determine the source of the outbreak, and
to suggest recommendations to prevent
similar outbreaks.

A retrospective cohort study was
conducted to identify food items and
other contributing factors. The extended
family consisted of the nuclear families of
4 brothers living in 4 separate but adjacent
houses. They denied sharing any meal
that night or having any similar medical
episode before that night. They had
dinner at 10:00 pm that night each family
separately. At about 2:00 am several
members from each family started to
experience gastroenteritis like symptoms
then were taken to hospital.

The total family members were 64,
24 (37.5%) belonged to the 1st family,
23 (35.9%) the 2nd family, 10 (15.6%)
the 3rd family, and 7 (10.9%) to the 4th
family. Their ages ranged from 3-57 years
(mean 19.4, median 15); 59 (92.2%) were
Saudi, 43 (67.2%) were females.

Thirty-nine (60.9%) family members
were ill, the majority developed diarrhea
(97.4%), 2 had bloody diarrhea, 79.5%
had fever, 71.8% abdominal pain, and
46.1% vomiting. Abdominal pain was the
first symptom that appeared in 15 (38.5%),
followed by fever in 14 (35.9%), then
diarrhea 10 (25.6%). Patients experienced
symptoms of gastroenteritis at 2:00 am
July 27th 2006, up to 10:00 pm of the
same day. The mean incubation period
was 10 hours; median 2 hours, range 2-24.
The Epidemic curve suggested a common
point source outbreak (Figure 1).

Out of food items served for dinner
for the 4 families, raw milk, which was
shared among the four families, was
significantly associated with the illness
(RR=5.45, 95% CI =1.9-15.6). Other
food items such as bread (RR =1.34, 95%
CI = 0.88—2.02), vegetables (RR=1.25,
95% CI=0.68-2.28) were not statistically
significant.

Twenty individuals were admitted into
hospital. Of those, a 14 year old girl was
admitted to ICU with kidney impairment
and hypotension but recovered shortly

and was discharged after 1 week. Also, a
22 year old mentally retarded male with
cerebral palsy since birth died after 3 days
of onset.

Both blood and stool specimens were
negative for the 20 patients who had
been hospitalized. No food samples had
been taken from food remnants of the
suspected dinner, but 2 samples of the
raw milk were taken and were sent to the
Public Health laboratory in Makkah, and
to King Abdulaziz University College
of Medicine laboratory in Jeddah. Both
came positive for E-coli.

- Reported by: Dr. Adel Abu Bakr, Dr.
Mohammed AlMazroua, Dr. Nasser
Al Hamdan (Field Epidemiology
Training Program).

Editorial notes: Foodborne diseases
outbreaks are recognized by the
occurrence of illness within a usually
short but variable period of time, among
individuals after consuming a food in
common. They can be divided according
to etiology into 4 groups: bacterial, viral,
parasitic, and chemical. The time of onset
of symptoms may range from under
1 hour to over 48 hours of consuming
the contaminated food. The incubation
period of the illness can give a clue to the
responsible causative agent.'

Escherichia coli (E. coli) are one of
the main species of bacteria living in the
lower intestines of mammals, where they
are abundant. The E. coli strain O157:
H7 is one of hundreds of strains of the

bacterium that causes illness in humans.
They produce a toxin very similar to
that seen in dysentery. OI157:H7 is
further notorious for causing serious,
life threatening complications such as
Hemolytic Uremic Syndrome.”

Severity of the illness varies
considerably; it can be fatal, particularly
to young children, the elderly or the
immunocompromised, but is more often
mild. E. coli can harbor both heat-stable
and heat-labile enterotoxins. The latter, is
highly similar in structure and function to
Cholera toxin, preventing intestinal cells
from absorbing water, causing diarrhea.**
Symptoms of E. coli include severe
stomach cramps and diarrhea (sometimes
bloody), fever and vomiting. Most patients
recover within ten days.*

The  clinical, laboratory, and
epidemiological data point to E-coli as
the most likely causative organism of this
outbreak. This is illustrated by the fact
that it was isolated from the 2 subsequent
samples of raw milk. The clinical picture
with predominance of diarrhea (over
97%), with 2 cases with bloody diarrhea,
and presence of fever 79%, is compatible
with E-coli infection. The fact that one
case had similar symptoms to Hemolytic-
Uremic syndrome, and the death of
the mentally retarded male are both
characteristic of infection with certain
strains of E-coli.

Consumption of the unpasteurized the
raw milk was the most important factor
that led to this outbreak. Health education

Figure 1:

Epidemic curve of Foodpoisoning outbreak, Taef, 2006.
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Factors affecting the decision of marriage among incompatible
couples in Saudi premarital screening program, cont

those who were asked to visit the
counseling clinic, only 72 (67.9%)
actually visited the clinic.

- Reported by: Dr. Faisal M. AIEnzy,
Dr. Osamah A. AlHayani, Dr. Nasser
A. AlHamdan, Dr. Abdul Jamil
Choudhry (Field Epidemiology
Training Program), Dr. Fahad
AlSuwaidi (Department of Non-
Communicable Diseases).

Editorial notes: Premarital screening
is one of the important measures
which can help reduce the incidence
of genetic diseases particularly in
Middle Eastern countries which are
characterized by older paternal and
maternal ages and the high frequency
of consanguineous marriages.'

Saudi Arabia is a large country
with different cultures, social, and
demographic  features  between
different regions and occasionally
within the same region itself. Indeed,
theSaudipremaritalscreeningprogram
had a major objective to reduce

the prevalence of genetic disorders
im Saudi Arabia, thus decreasing
the suffering of Saudi families
and reducing the burden on health
facilities and blood banks through
avoidance of matriages among high
risk couples. Up to date, the Saudi
Premarital Screening Program only
covers two blood diseases: Sickle
cell disease and Thalassemia, which
represent serious medical, social and
economic problems to the family
and to the public. The majority of
incompatible couples in this study due
to sickle cell disease and Thalassemia
were reported from the Eastern,
Western and South-western parts of
the country, which conforms to the
known disease prevalence pattern. The
fact that the majority of participants
in the study were related, gives an
indication that consanguinity is the
root of the problem.? These results
are similar to a study of the premarital
screening program in Bahrain, which
is explained by the shared social and
demographic characteristics between
the two countries.'

It was found that if the respondents

knew about their disease status before
screening they were much more likely
to decide against marriage than the
ones who did not.

The role of the family in decision
making cannot be ignored, as it was
observed that the couples related
to each other were more likely to
continue with the marriage indicating
some sort of family pressure. On the
other hand when it came to decision
making, although most of the decision
was done by khateb or makhtooba or
both but family members were more in
favor of stopping an unsafe marriage;
which could be used in promoting the
objectives of the program.

The Premarital screening program
in its first year has been able to avert
only one-eighth of the marriages
among incompatible couples. This
rate is expected to increase as the
test increases in popularity among
society. Significant promotive factors
in deciding not to marry included
knowledge about disease status before
screening, family

Infection control practices in MOH dental clinics, Jazan, 2006,

cont...

Editorial notes: With the rise in
the number of people infected with
hepatitis B and the AIDS viruses, cross
infection has become of paramount
concern. Dental care professionals are
at an increased risk of cross infection
while treating patients. In this study,
100% of participant dentists wore
masks and 97.4% changed it during
treatment and between patients.
These results are much higher than
previously reported in other countries,
75% in Kuwait,' and 64.8% in New
Zealand.?

Recently, there have been several
reports about transmission of infection
as a result of inadequate sterilization
of handpieces.> In our study, all
respondents sterilized handpieces.

If the recommended Infection
Control practices are used, the
risk of occupationally acquired

infection with bloodborne pathogens
is limited to sharp injuries, which
can be minimized if puncture-proof

containers for sharps disposal are used.
About 76.9% of respondents in this
study maintained special containers
for sharps disposal, 55.1% used rubber
dams in their restorative procedures,
and 15.4% were fully compliant with
infection control procedures. In a
previous study among private dental
clinics in Riyadh, special containers
for sharps disposal were maintained
by only 8.4%, only 6.4% used rubber
dams, and only 8.4% were fully
compliant with the list of infection
control procedures.’

This study investigated a limited
range of items on infection control
and has focused on barrier methods,
HBV vaccination, and sterilization.
More research is needed to provide
comprehensive data on compliance
with all recommended infection
control programs by general dentists
and specialists. New methodological
techniques need to be introduced for
the assessment of compliance of the
dental team with Infection Control
Practices. It is also recommended to

include a larger observational element
within the study design in order to
reduce socially desirable responses.
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Factors affecting

the decision

of marriage in
Saudi Premarital
Screening
Program, cont

(Continued from page 29)

history of thalassemia, and if both of the
couples were suffering from sickle cell
disease. Health facilities have failed
to advise people to visit counseling
clinics, which themselves were unable
to significantly modify the marital
decision of couples.

Timing of premarital screening

should be made much earlier than
maleka, to avoid social embarrassment
by withdrawing from marriage at a
late stage of commitment. An option
which needs exploration is introduction
of screening program at the end of
secondary school.
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Foodborne outbreak
among 4 families in
Taif city, cont...

(Continued from page 28)

education is recommended to discourage
people from consuming unpasteurized
raw milk.
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Inside the Kingdom

May 27-28, 2007: Aspects in Nutrition.

Venue: King Fahad Medical City Conference Hall, King Fahad Medical City,
Riyadh, Kingdom of Saudi Arabia.

Contact: King Fahad Medical City, P.O.Box 59046, Riyadh 11525.

Tel. +966-1-2889999 Fax. + 966-1-4614006.

Website: www.kfme.med.sa

May 30, 2007: Focus on Health Problems at our schools.

Venue: King Fahad Medical City Conference Hall, King Fahad Medical City,
Riyadh, Kingdom of Saudi Arabia.

Contact: King Fahad Medical City, P.O.Box 59046, Riyadh 11525. Tel.
+966-1-2889999 Fax. + 966-1-4614006.

Website: www.kfmc.med.sa

Outside the Kingdom

June 19-21, 2007: 6th Jordanian Public Health Association Conference &
3rd TEPHINET Regional Scientific Conference

Contact: Jordan FETP program director: Dr. Sami Sheikh Al
(saadshali@hotmail.com) at Directorate of Disease Control, Abdel Hamed
Sharaf Street, Amman — Jordan.

Website: http://jordan.tephinet.org/cgi-files

Department of Preventive
Medicine:

Saudi Epidemiology Bulletin
(SEB) is published quarterly
by the ent of
Preventiv e and the
y Training

e Dr. Khalid Al-Zahrani
Assistant Deputy Minister for
Preventive Medicine, and SEB

Field Epid
Program (FETP) of the Supervisor
Ministry of Health.

e Dr. Nasser Al-Hozaim
General Director, Parasitic and

Infectious Diseases Department

The Saudi Epidemiology Bulletin

welcomes reports from the e Dr. Amin Mishkhas

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 assistance,
call or fax the FETP at 01-496-0163
e-mail: nhamdan@fetp.edu.sa
Website: Www.fetp.edu.sa
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Selected notifiable diseases by region, Oct - Dec
2006
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Measles 13 114129 | 0 0 0 1 0 0 190 0 0 0 |206 | 1 1 0 0 0 0 | 290
Mumps 1 0 0 [364| 0 1 0 0 0 0|0 0 3 0 0 0 (217 | 0 0 0 |35 | 3
Rubella 0 0 0 0 0 0 1 0 0 0|0 0 0 0 0 0 0 0 0 0|0 2
Varicella 1158|122 | 594 | 4 | 166 | 1356| 764 | 567 | 567 | 261 | 693 | 119 | 514 | 111 | 131 [ 245| 0 | 213 | 65 | 49 | 0 |7744
Meningitis mening. 110 |1 [67]0 | 00|00 1100 0|00 /|0 (|8 |0 |10 25| 5
Meningitis other 16 | 0 5 (26| 6 702 |13 |13 | 1 2 0 9 1 0 3|3 0 5 0 |18 | 74
Hepatitis B 183 | 0 (308 | 0 10 | 80 | 110 | 3 3 1 (62|16 | 78 | 2 4 |26 |0 0 |42 | 5 0 |1030
Hepatitis C 146 | 2 282 | 3 6 | 40 | 66 | 3 3 0 (37 (17 | 28 | 2 3 5 (26 | 0 |30 | 8 |21 | 722

Hepatitis unspecified 100 3 3 0 0|1 5 5 0|7 0 | 13| 6 0|22 |1 0 0| 0| 6| 67
Hepatitis A 34| 6 (35 |13 | 2 | 49|24 |15 |15 | 8 |44 | 1 | 30| 23 | 37 |42 | 1 0 | 24| 8 | 0 |460
Typhoid & paratyphoid 2 (1190 0)| 2|16|7 |7 /|06 |3 |0|3|0|1|[6/[O0][01 2|71
Amoebic dysentery 10 | 4 |537 | 4 6 10132 (34 (34| 5 |38 |9 0| 2 0 |16 |14 | 0 0 [1]0 (709

Shigellosis 711 11240 | 4|6 |2 |2 0|0 |1 20 (17 |1 |24 |0 |3 |1]|0] 54
Salmonelosis 127 2 | 48 0 9 (M4 27 (27 | 11| 9 (14|11 0|19 1 0 (23| 1 434
Brucellosis Mm |11 |7 52 | 92|47 | 6 | 6 | 27 |185|36 | 8 | 56 | 9 | 20 4 16 |1 726

Comparisons of selected notifiable diseases, Oct - Dec
2005-2006
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DISEASE 2 ] % e 2 DISEASE 3 2 % e 3
2006 2005 % 2006 2005 2006 2005 % 2006 2005
Cholera 2 2 0 10 16 Meningitis mening 5 5 0 22 18
Diphtheria 0 0 0 2 7 Meningitis other 74 168 -56 395 510
Pertussis 7 2 250 34 21 Hepatitis B 1030 1031 0 4264 | 4209
Tetanus,neonat 2 6 -67 18 22 Hepatitis C 722 714 1 2964 2674
Tetanus,other 1 2 -50 8 10 Hepatitis unspecified 67 207 -68 691 1179
Poliomyelitis 0 0 0 0 0 Hepatitis A 460 666 -31 2631 2461
Guilain Barre Syndrome 24 36 -33 15 103 Amoebic dysentery 7 54 31 293 325
Measles 290 32 806 792 373 Amoebic dysentery 709 627 13 2907 2806
Mumps 3 1" -73 80 115 Shigellosis 54 59 -8 149 198
Rubella 2 1 100 23 18 Salmonelosis 434 346 25 1572 1349
Varicella 7744 | 9336 -17 43070 | 45389 Brucellosis 726 711 2 3997 3804

Diseases of low frequency, Oct — Dec 2006

Yellow fever, Plaque, Poliomyelitis, Rabies, Haemolytic Uraemic Syndrome: No Cases

Pertussis: 7 Cases (Jeddah 4, Asir 2, Qassim 1)

Neonatal Tetanus: 2 Cases (Jeddah 2)

Ecchinoccocosis: 3 Cases (Baha 2, Riyadh 1)

Guillian Barre Syndrome: 24 Cases (Eastern 4, Madinah 3, Taif 3, Hasa 3, Qassim 2, Asir 2, Makkah 1,
Riyadh 1, Jazan 1, Jeddah 1, Baha 1, Al-Shammal 1, Qunfudah 1)
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