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Awareness of patient safety culture among Health care workers in
primary healthcare centers, Dammam 2016.

Development of positive patient safety culture
(PSC) improves patient safety in primary healthcare
centers. A survey was conducted to assess the aware-
ness of patient safety culture among health care work-
ers in primary health care centers in Dammam city, to
identify the factors associated with the awareness of
patient safety culture.

Agency for Healthcare Research and Quality
(AHRQ) Medical Office Survey on Patient Safety Culture
self-administered questionnaire was used to conduct a
cross-sectional survey. All HCW in all government PHC
in Dammam city were requested to participate in the
study. This self-administered questionnaire composed
of two overall safety and quality outcomes and 8 sec-
tions. These sections include patient safety and quality
issues, information exchange with other settings, work-

ing in your primary healthcare center, communication
and follow up, managing and leadership, your primary
healthcare center, overall rating and background ques-
tions. “Background Questions” section has been modi-
fied to reflect local healthcare setting. The sections
contain 12 dimensions, with each dimension consisting
of 3 to 4 survey items, totaling 58 survey items. It uses
the 5-point Likert response scale of agreement
(“strongly disagree” to “strongly agree”) or frequency
(“never” to “always”).

PSC dimensions were calculated as average score
of the items per dimension (Table 1). AHRQ 2014 data
was used to conduct an international comparison.

A total of 411 respondents participated in the study
with response rate 82%. The majority were female 284

(Continued on page 3)
Table 1: Percentage of responses for working in PHCs by PSC dimensions in Dammam, 2016.
Total Negative | Neutral | Positive
Survey Items by Patient Safety Culture Dimensions Response [Response |Response
N % % %
Teamwork
1-When someone in this primary healthcare center gets really busy, others help out... | 407 17.2% 2.0% 80.8%
2-In this center, there is a good working relationship between staff and providers... 406 10.3% 3.2% 86.5%
3-In this center, we treat each other with respect... 405 5.9% 6.4% 87.7%
4-This center emphasizes teamwork in taking care of patients 397 10.6% 5.5% 83.9%
Work pressure and pace
;::tt:'ij%rimary healthcare center, we often feel rushed when taking care of pa- 379 70.4% 3.4% 26.1%
2-We have too many patients for the number of providers in this center...(R) 402 83.1% 2.7% 14.2%
3-We have enough staff to handle our patient load 385 65.7% 6.0% 28.3%
4-This center has too many patients to be able to handle everything effectively (R) 382 23.3% 4.7% 72.0%
Staff training
1-This primary healthcare center trains staff when new processes are put into place... | 377 17.2% 4.8% 78.0%
2-This center makes sure staff get the on-the-job training they need... 373 23.6% 7.5% 68.9%
3-Staff in this center are asked to do tasks they haven’t been trained to do (R) 347 34.0% 7.8% 48.2%
Office processes and standardization
1-This center is highly disorganized than it should be (R) 372 37.1% 9.4% 53.5%
2-We have good procedures for checking that work in this center was done correctly 365 25.8% 8.5% 65.8%
3-We have problems with workflow in this center (R) 384 56.8% 8.3% 34.9%
4-Staff in this center follow standardized processes to get tasks done 359 24.0% 8.6% 67.4%




Awareness of patient safety culture among Health care workers in
primary healthcare centers, Dammam 2016. cont...

(69.1%), while 127 (30.9%) were male. The mean age
of the respondents was 35.1 + 6 years and 98.1%
were Saudi. They were mostly paramedics (nurses
and technicians) (57.4%), followed by medical gradu-
ates (doctors, dentist, and pharmacist) (25.3%) and
non-medical staff (17.3%). Overall rating on patient
safety culture for the study was 47.8%. The dimen-
sion “Teamwork” had highest positive response rate
84.7% and dimensions: “Communication about er-
ror”, “Communication openness” and “Work pressure
and pace” had the lowest positive score, with each
scoring below 50% average (49.1%, 41.9%, and 35.1%
respectively). 47 out of the survey’s 58 items had a
lower percentage positive response in Dammam’s
compare to AHQR 2014.

Our findings indicate that an effective patient
safety culture should be initiated and implemented in
primary healthcare centers in Dammam. Further re-
search is required for more assessment of PSC in
PHCs.

Reported by: Dr. Sadoof Alaswad, Dr. Abdul Jamil
Choudhry (Field Epidemiology Training Program).

Editorial notes: The overall rating on patient safety
culture score for this study was 47.8%, lower than the
AHRQ, (2014) score of 68%. * This result indicates that
healthcare workers are not highly positive about pa-
tient safety culture in Dammam’s healthcare centers.
Although the overall patient safety culture score in
Dammam’s healthcare centers was lower than AHRQ
(2014) benchmark report, it was higher than the re-
sult of a similar study conducted in Spain (2015).” This
low result is slightly near the 50% average, indicating
that there is still room for improvement.

The survey item with the lowest score was “we
have too many patients for the number of providers
in this center” which received a score of 14.2%. this
result was found to be much lower than the AHRQ
(2014) (49%) and a study done in Kuwait (2014) with
58%.>. The problem of insufficient staffing to handle
the patient workload is likely to cause more adverse
events.® Therefore having enough staff is critical to
the overall perception of patient safety and
healthcare outcomes.

The dimension with the lowest positive re-
sponse rate was “Work pressure and pace” with
35.1% indicating that the majority of the respondents
were feeling too much pressure of workload. This was

similar to findings reported in Spain (36%).A safety cul-
ture includes important component one of them is:
healthy work environment. The staff can do the best
for their centers if the workload is distributed equitably
in order to minimize pressure in the working environ-
ment. This will eventually lead to enhance the
healthcare service and quality for staffs and patients as
well.
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Factors that contributed to prolongation of an outbreak of Middle
East Respiratory Syndrome (MERS) in a major hospital in Riyadh,

Saudi Arabia.

MERS outbreaks since 2012 are causing a burden
to lives and resources in the kingdom. Health care facil-
ities are the main environment for these outbreaks.
From June-September, 2015 a cluster of MERS-CoV
cases occurred in the Emergency rooms (ER) of Nation-
al Guard Hospital in Riyadh, Saudi Arabia. The factors
acted in extending the outbreak in this health care fa-
cility were the scope of this study.

All RT-PCR confirmed MERS patients excluding
healthcare workers were included as cases. The list of
all cases of Middle East Respiratory Syndrome (MERS)

was obtained from the surveillance data from Health
Electronic Surveillance Network (HESN), Ministry of
Health (MOH) for a four-month period from 1 June to
31 October 2015, for all Riyadh region, including cases
from National Guard Hospital. From a list of 22,253
patients who visited ER during the outbreak period,
165 controls were selected at random. Paper and elec-
tronic records were used to study factors acted in ex-
tending the outbreak in this healthcare setting.

Total MERS cases were 130, primary cases
(N=20) and secondary (N=67) (Figure 1) all passed

Figure 1: the Epidemiological curve of hospital X outbreak (all patients, primary cases, secondary cases

and HCW’s).

* All secondary cases plotted by date of onset and all primary cases by date of admission to ER.
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Factors that contributed to prolongation of an outbreak of Middle
East Respiratory Syndrome (MERS) in a major hospital in Riyadh,

Saudi Arabia. cont...

(Continued from page 4)

through ER except six secondary cases. The hospital ER
composed of seven sections each has a different num-
ber of beds and dedicated for certain patients accord-
ing to the medical status. The mean (SD, range) of stay
in ER in hours 167 (+ 146, 7-747), secondary cases
stayed 2-3 times longer in ER in comparison to con-
trols. The mean (SD) number of sections visited in ER
by primary and secondary cases were 2.3 +1.4 (range 1-
6), 2.9 +1.5 (range 1-7) respectively. Some sections of
ER were associated more with MERS-CoV transmission.
The mean number of changing the bed in ER for prima-
ry and secondary cases were 3.4+1.8, 3.89+2.1 respec-
tively. The outbreak period was divided into three
phases according to actions and level of infection con-
trol practices. Primary cases were almost even in all
three phases but the number of secondary infections
reached the peak in phase two and decreased to al-
most zero in phase three.

Infection control practices played a core role in
controlling the outbreak as showed in phase three of
this outbreak even if the ER services not stopped. Keep-
ing patients for a long time in ER, their traffic between
and within sections and late isolation of suspected cas-
es added further risk. Aerosol generating procedures in
ER contributed in exposing both HCWs and patients.
Medium size hospital might be safer in regard to MERS
outbreaks but this needs further studies.

Reported by: Dr. Hussain Al-Arbash, Dr. Hassan Elbush-
ra.

Editorial notes: The study showed that the median in-
cubation period for MERS was 7 days (IQR 4-9 days).
The median incubation period is about 2 days longer
than that described in other studies.”” This could be
due to the fact that the majority of secondary cases get
exposed in ER while staying for a period of days with
the presence of more than one symptomatic MERS
case.

The results of this study showed that three out of
the seven section of the ER are more likely to be associ-
ated with MERS-CoV infections; namely, Adult care ex-
pansion (ACE), Resuscitation Unit (RU) and Hydration
Unit (HYD). This is not surprising because of the nature
of activities and duration of stay in these sections. RU

section is the resuscitation unit where risky aerosol-
generating procedures such as intubation, suction, and
resuscitation take place.> On the other hand, primary
and secondary cases were kept for long periods at ACE
and HYD before and after developing symptoms of
MERS as compared to other ER sections.” Moreover,
MERS cases were moved from one bed to another
within and between ER sections for variable periods
which could have increased the risk of being exposed to
MERS cases.

The possibility of having MERS patients moving
from one health facility to another causing more trans-
mission and expanding the outbreak cannot be elimi-
nated as not enough data in this study regarding this
issue. As cross visits between hospitals can be plausible
and could play a role in sparking the MERS community
outbreak in Riyadh.
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A Cluster of Deaths in a Neonatal Intensive Care Unit (NICU) in Al-

Baha, November 2015.

On 29-30 November 2015, five deaths occurred
within 24 hours in the Neonatal Intensive care unit
(NICU) of King Fahad Hospital (KFH), Al-Baha. Deaths
occurred within few hours after blood transfusions
(BT).

The study was conducted to determine the cause
of the neonatal deaths and possible public recommen-
dations to prevent future deaths.

Active case finding aimed to define the scope of
the outbreak and two retrospective cohort studies
aimed to identify any potential latrogenic causes. A
case was defined as any patient admitted to KFH, Al-
Baha throughout the year 2015 and received blood
transfusion followed by a demonstration of hypoten-
sion, bradycardia, and hypoventilation or oxygen desat-
uration (HBH) during or within 12 hours following BT.
Data were collected through clinical records using a
structured data collection instrument tailored to serve
the purpose of each study. The team visited the NICU
and collected data on its location, composition, num-
bers of incubators per room, spacing, number of staff.
Admission data obtained from electronic clinical rec-
ords were correlated with data from the NICU admis-
sion log-book. Additional clinical data were abstracted

from medical records of all admissions to NICU in 2015
were made by a team of trained nurses.

A number of deaths by international week (8
deaths) exceeded the average (1.86) on week 48 of the
international year which corresponds to this cluster.
Eight patients met the case definition (including one
adult case); 6 died and 2 survived. All cases received a
blood transfusion from three specific units on serial
order donated on the morning of November 15, 2015.
The seven affected neonates were the only recipients
of the first two units. None of the other potential risk
factors showed significant association to HBH (Table 1).
No autopsies were performed.

This outbreak was a major concern to the Minis-
try of Health which gave it its full attention by sending
16 missions to investigate the problem. HBH could be a
newly recognized condition with a very high case-
fatality rate. Its occurrence was limited to a specific
period (week 48 of the international year); it did not
happen before and did not happen after. HBH was ex-
clusively related to three blood bags which were donat-
ed on the morning of Sunday, November 15, 2015. The
cause of HBH -most likely a toxin-producing pathogen-

(Continued on page 7)

Table 1: Relation of potential risk factors to development of HBH .

HBH
Exposure Yes No RR 95% CI P-Value
N % N %
Amikacin (n=1) 0 0% 1 5% 0 Undefined 1
Amphotericin B (n=4) 2 33% 2 10% 2.75 0.73-10.30 0.22
Meropenem (n=4) 1 17% 3 15% 1.1 0.17 - 7.09 1
Vamcomycin (h=2) 1 17% 1 5% 2.4 0.49 - 11.77 0.42
Hydrochlorothiazide (n=2) 0 0% 2 10% 0 Undefined 1
Furosemide (n=5) 1 17% 4 20% 0.84 0.12 -5.68 1
Hydrocortisone (n=4) 2 33% 2 10% 2.75 0.73-10.30 0.22
Immunoglobulin (n= 1) 0 0% 1 5% 0 Undefined 1
Vitamin K (n= 2) 1 17% 1 5% 2.40 0.49-11.77 0.41
Factor VIl (n=3) 1 17% 2 10% 1.53 0.26 - 9.07 1
NaHCO3 (n=2) 0 0% 2 10% 0 Undefined 1
Aminophylline (h=2) 1 17% 1 5% 2.40 0.49-11.77 0.41
Ventolin (n=5) 1 17% 4 20% 0.84 0.12 -5.68 1
Pulmicort (n=1) 0 0% 1 5% 0 Undefined 1
Dextrose (n=5) 1 17% 4 20% 0.84 0.12 - 5.68 1
Suction (n=13) 4 67% 9 45% 2 0.44 -9.08 0.64
Feeding (n= 10) 1 17% 9 45% 0.32 0.04 - 2.36 0.35




A Cluster of Deaths in a Neonatal Intensive Care Unit (NICU) in Al-

Baha, November 2015. cont...

could not be confirmed because of lack of evidence
(blood bags and cadavers’ bodies).

- Reported by: Dr. Ahmed Alghumgham, Dr. Hassan
Elbushra.

Editorial notes: The triad of HBH (hypotension, brady-
cardia, and hypoventilation) is consistent with signs of
CNS depression which could be an effect of a sedative
substance that could have been taken by the do-
nors.”? The investigators could not verify this hypothe-
sis as there were no unused portions of blood from
the units transfused. A postmortem autopsy could not
be done for cultural barriers.

In order to consider that the problem was relat-
ed to the donors, donors are required to have a
shared behavior with them and most likely they will
come as a group. In this Outbreak, two of them donat-
ed blood for the same patient but the third donor de-
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nied that he came with a group. Additionally, the pres-
ence of such a toxin -sedative- in donor’s blood is a rare
event; having three consecutive rare events is very un-
likely to happen. On the other hand, it is possible for an
error to occur sequentially in 3 phlebotomies if this
error is committed by one phlebotomist. It is the most
likely option and the most logically accepted but the
investigators were unable to prove it due to lack of doc-
umentation.
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Knowledge of dental health care workers regarding transmission of
blood-borne infections and infection control resources assessment in
the primary health care centers of Al-Ahsa region, April 2016.

Dentists are in constant exposure to blood, oral
fluids and are at high risk of getting needle stick or per-
cutaneous injury because of the nature of their work.
The main factor that can prevent such exposure is the
proper knowledge regarding bloodborne pathogens,
handling of instruments and patients. This study aimed
to assess the knowledge of dental health care workers
(DHCWs) in the dental clinics of primary health care
center in Al-Ahssa region about the transmission of
blood-borne infections.

A questionnaire-based cross-sectional study was
conducted in three regions of Al-Ahssa. Nonprobability
sampling was done to recruit the participants. All the
dental health care workers from three above men-
tioned regions were recruited. Total 111 participants
were recruited and were asked to fill up the question-
naire. The questionnaire was divided into three sec-
tions; the first section was about the socio-
demographic variables, the second section was an eval-

(Continued on page 9)

Table 1: Table 1: Frequencies and percentages related to general knowledge of dental workers in PHC of Al-Ahsa, April

2016
General Knowledge
Q N N %
[1] Hepatitis B 4.5
10-All of the following are [2] Hepatitis C 4 3.6
blood borne pathogens ex- 111 | [3] Tuberculosis* 100 90.1
?
ESRll [4] HIV (AIDS) 1 0.9
No response 1 0.9
[1] HIV (AIDS) 1 0.9
11-Vaccination is available for [2] Hepatitis B * 92 82.9
which of the following patho- 111 | [3 ]MERS-CoV 1 0.9
gens? [4] Hepatitis C 17 | 153
No response 0 0
[1] Xerostomia 19 17.1
[2] Scurvy * 78 70.3
12-All the following is an HIV
111 i i .
oral manifestation except? L QI el [teueepiElde 8 7:2
[4 [Oral candidiasis 3.6
No response 1.8
[1] It is transmitted by infected blood exposure 1 0.9
[2] Needle stick injury never transmit blood borne pathogen * 63 56.8
13-One of the following is not -
correct regarding blood borne 111 [3] TBis not a blood borne pathogen 40 36
disease: [4] Blood splash in dental procedure may carry a risk of dis- 7 6.3
ease transmission. '
No response 0 0
[1] Influenza 42 37.8
14-Which of the following or- [2] HIV 21 18.9
ganisms can live outside hu- s
111 B * 2 26.1
man body (in vitro) for long BIIERaEEE o 6
period of time? [4] Hepatitis C 17 15.3
No response 2 1.8
*The correct answer




Knowledge of dental health care workers regarding transmission of
blood-borne infections and infection control resources assessment in
the primary health care centers of Al-Ahsa region, April 2016. cont...

uation of the knowledge of dental workers in primary
health care centers about bloodborne pathogens and
infection control measures, and the third section was
about the needle stick injury.

Of total 111; 61(55%) were females and 50(45%)
were males. Forty-seven (42.3%) were of age less than
30 years, 40(36%) above 30 and 24(21.6%) were of 30
years. Majority (95.5%) were Saudi nationals. (90.1%)
reported that tuberculosis is not a bloodborne patho-
gen, 92(82.9%) reported vaccination is available for
Hepatitis B while 17(15.3%) reported is available for
Hepatitis C (Table 1). When inquired about the expo-
sure to needle stick injury during last year, of total 25
(22.5%) reported they had an exposure. When inquired
about the immediate action taken after the last expo-
sure to needle stick injury of total 25; 16(16.2%) report-
ed squeezing the injured body part while 4(3.6%) and 3
(2.7%) reported hand rub with alcohol and hand wash-
ing respectively. Moreover, 17(68%) reported they no-
tify, 5(20%) reported they bend the needle before dis-
posal, 14(56%) reported they recap needle before dis-
posal and 25(100%) were vaccinated against Hepatitis
B. No significant difference between dentist, nurse and
dental hygienist regarding the level of knowledge.
There was no statistically significant difference in the
level of infection control knowledge including when
assessed by the level of education and years of experi-
ence.

Dental workers participating in this study had
basic knowledge of the risks of transmission of blood-
borne pathogens but relatively poor knowledge of post
-exposure management.

Reported by: Dr. Zainab AL-Shayeb, Dr. Shady Kamel
(Field Epidemiology Training Program).

Editorial notes: Dental workers participating in this
study had an acceptable level of knowledge of the risks
of transmission of blood-borne pathogens, but there is
poor knowl-edge of post-exposure management
among dental workers.The lack of statistical difference
could be due to small sample size.

A study conducted in Jeddah about assessment
of hepatitis B vaccination and compliance with infec-
tion control among dentists recruited 402 general and
dental specialists reported that 4.5% of healthcare
workers were vaccinated against Hepatitis B and only
0.8% had three doses, unlike the findings of this study

where the majority of participants had vaccination
against hepatitis B and majority had more than 3 dos-
es.! A study conducted in Peshawar in 2012 reported
more than three fourth were vaccinated against Hepa-
titis B, like the finding of this study.’

The findings of this study regarding the first step
taken after needle stick injury are consistent with a
study conducted in 2013 and was carried out in M. S.
Ramaiah Medical and Dental Hospitals among 300 aux-
iliary health workers ( laboratory technicians, hygien-
ists, laundry workers, and the housekeeping staff) re-
ported that health care workers were not aware of the
correct first measure that should be taken immediately
after needle stick injury.’
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MERS-CoV Outbreak Investigation in King Khalid University Hospital,

Riyadh, Feb - Mar 2015.

On 25th of February 2015, a total of 5 cases of
Middle East Respiratory Syndrome Coronavirus (MERS-
CoV) were reported from King Khalid University Hospi-
tal (KKUH). This study aims to describe this outbreak,
identify possible risk factors and test the possibility of
using serum creatinine level in early detection of MERS
-CoV.

A nested case-control study was conducted. A
case was defined as any patient or healthcare worker
present at KKUH during the period from 1st of Feb fill
31st of Mar, 2015 who presented with symptoms of
Community-Acquired Pneumonia (CAP) or Hospital Ac-
quired Pneumonia (HAP), was tested positive for MERS
-CoV by nasopharyngeal swab and had elevated creati-
nine level before onset of symptoms. Data was collect-
ed through documented clinical records using a struc-
tured data collection instrument and interviews with
healthcare personals. Odds ratios and 95% confidence
intervals were calculated for hypothesis testing.

A total of 23 cases (13 healthcare workers and 10
nonhealthcare workers) met the case definition. 65% of
the cases were females. 47.8% developed MERS-CoV
pneumonia with case/fatality rate of 72.7% (34.8% in
total). 91.3% were exposed to another MERS-CoV pa-
tient and 65.2% had their exposure in Emergency Room
(ER). The most prominent risk factor among cases was
hypertension (39.1% in total and 72.7% among pneu-
monia patients). 75% of MERS-CoV pneumonia cases
had elevated creatinine level before the onset of symp-
toms with OR of 67.86 (95%Cl 3.116, 1478) when com-
pared to MERS-CoV positives without pneumonia.

Emergency Room was the main medium for viral trans-

mission maybe because of sub-optimal triage and in-
fection control practices. Limiting access to ER was a
key factor in limiting transmission of the virus. Results
suggest that it might be possible to use creatinine level
in early detection of MERS-CoV but it is recommended
to perform a planned retrospective study with larger
sample size to yield more accurate results.

- Reported by: Dr. Ahmed Alghumgham, Dr. Randa
Nooh. (Field Epidemiology Training Program)

Editorial notes: MERS-CoV remains a major health con-
cern in Saudi hospitals which remains difficult to con-
trol. The role of visual triage was not so efficient in de-
tecting one case although he presented with symptoms
suggestive of community-acquired pneumonia. Its
function was also questioned as they were screening
only the patients while it's needed to screen everyone
who steps inside the ER. Delayed isolation of MERS-
CoV cases was a key factor in outbreak continual and
was caused by delayed suspicion.

The decision of limiting patients’ access to ER
for only categories 2 and 3 was the most appropri-
ate measure taken in the presence of infection
control gaps which needed to be filled. Healthcare
workers who work at MERS-CoV centers as a part
job can be a potential source of viral introduction
to their healthcare facility. Lack of strict control
over the visitors and visiting hours could lead to
increased risk of introducing the virus to the hospi-
tal setting and in-hospital transmission.

Figure 1: Epi Curve of MERS-CoV outbreak in KKUH Feb-Mar, 2015
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Selected notifiable diseases by region, Jan-Mar 2016

o i = )
51 8| 5| & N R - B el B R - Il B Il Y R -
S
Measles 1 1 0 3 3 0 |0]| 2 0 0 113|001 ]|5)]0] 20
Mumps 0 0 ojo0]|]o0foO 3
Rubella 0 0 0 0 0 0 0 0]o0 0 o(fofo]Jo]oO 0
Varicella 86 |29 (142 | 75 [132(121(449| 66 |44 62 |31 |37 | 6 [15(26(97 22| 0 | 2 | 8 |1450
Meningitis mening. 0 0 1 0 0 0 0 0| 0 0 0|0 o(foj|jo]oO 3
Meningitis other 32| 0 3 0 0|17 | 3 0 0 1 2 (1 o(o0o|0)|0]| 70
Hepatitis B 166 (114|274 | 26 | 96 | 44 | 95 |52 (0|49 |12 |48 | 1 |28 |142139| 0| 8 | 0 (181212
Hepatitis C 72 (102|166 | 13 |39 |13 |44 (15| 0 | 10 9 1 7 (23| 4|83 |[3]|7]545
Hepatitis unspecified 1 0 1 0 2 0 oo 0 0 of(2(1]j]0|]0]|O0]O 7
Hepatitis A 3 3 2 0 0 0 0 0 0320|020 21
Typhoid & paratyphoid 2 1 6 0 4 0(o0] O o|jof(foO0OfO0]|3]1|0[|2]|1] 23
Amoebic dysentery 0 0 |246| 1 17 | 22 |245( 30 (10| 12 (16| O 5 1 (0|13 0| 0|O0]|O0]|e618
Shigellosis 1 0 1 0 0 0 7 o|(o0o] O 0 0 0 o(0of1]j]0|j]0|O0O|O0] 10
Salmonelosis 35| 4 28 0 1 1 73 7 0 0 0|37 (0]0]0(|O0]163
Brucellosis 38 | 45 9 51|62 |138| 78 | 4 (32| 88 |52 | 25|48 |127| 7 |73 (41| 9 |3 (1931
Dengue Fever 0 (65582 2 1 0 0 0 0 0 |51 00| 0O0O]O0(2]703
Al Khomra 0 0 0 0 0 0 0 0 0 0 0 0 0 ojo0o|l9(|(0]j0]O|foO 9
Comparisons of selected notifiable diseases, Jan - Mar 2015-2016
DISEASE f E, @ ,f, 5 DISEASE § 5, @ ,f, g
2016 | 2015 % |2016 | 2015 2016 | 2015 | % |2016 | 2015
Cholera 0 0 0 0 0 Meningitis mening. 2 0 100 2 6
Diphtheria 0 3 -100 0 4 Meningitis other 72 107 | -33 | 72 179
Pertussis 2 0 100 2 11 Hepatitis B 1212 | 935 30 | 1212 | 3486
Tetanus,neonat 0 0 0 0 1 Hepatitis C 545 | 397 37 | 545 | 1327
Tetanus,other 9 2 350 9 11 Hepatitis unspecified 7 1 600 7 9
Poliomyelitis 0 0 0 0 0 Hepatitis A 21 21 0 21 126
Guilain Barre Syndrome 0 0 0 0 0 | Typhoid & paratyphoid | 23 14 64 23 149
Measles 20 30 -33 20 | 219 Amoebic dysentery 618 | 492 | 26 | 618 | 1884
Mumps 3 1 200 3 3 Shigellosis 10 6 67 10 24
Rubella 0 0 0 0 5 Salmonelosis 163 | 184 | -11 | 163 | 775
Varicella 1450 | 2068 | -30 (1450 (5980 Brucellosis 763 | 880 | -13 | 763 | 3233
Dengue Fever 703 | 736 -4 703 | 4312 Alkhorma 9 15 -40 9 60

Diseases of low frequency, Jan - Mar 2016

*Yellow fever , Plaque , Poliomyelitis , Diphtheria, Neonatal Tetanus, Cholera, Rabies , Puerperal Sepsis , Haemolytic
Uraemic Syndrome,Guillian Barre Syndrome, Ecchinoccocosis : No Cases



Selected notifiable diseases by region, Apr—Jun 2016

T
- | 2 m 2 2 o)
= ﬂ:.;_ = g- 3 3 g Q = ?_, =1 5 Q Sh ‘9_’.. g_ 5
=]
Measles 2 0 3 0 0 3 0|0{3 0o 0|03 |1 0 17
Mumps 0 0|0 0|0 0 5
Rubella 1 1 0 0 0 0o|1]|0 0 1(0 0 13
Varicella 138 { 51 | 63 | 40 | 112 | 131|363 |86 (39 |55(36(39|3(32(20|83 |16 3 | 5 3 1318
Meningitis mening. 0 0 0 0 0 0 0o|o0(|O0|jO0OfO0]|O 00|00 0 0
Meningitis other 24 1 6 0 15 3 0 0|0|0]| 3 2|0|0]0O0 0 59
Hepatitis B 101 {159 ({100 | 55 |112 | 56 | 78 |48 | 0 |44 |5 (32|1(24(8|39|7 |2 |0 7 958
Hepatitis C 60 |164 | 16 | 36 | 53 [ 25 | 44 |11 | O 2(9(3(5|10(7 (5|1]0 0 456
Hepatitis unspecified 2 0 0 0 0 o|jojofo|O0O|O0O|O|O]|O 0 4
Hepatitis A 3 2 2 0 1 o(ojojo|jofo0j|jO0O|jO0]|O 0 12
Typhoid & paratyphoid 5 1 8 1 0 5 1 1/0(0j0|O0O|O0|O0]|O0{|1 0 30
Amoebic dysentery 8 0 (203| O 0 12 |274 |38 | 2 |23 |20(0(6 |1 | O 5/0|0]|0 0 592
Shigellosis 1 0 0 0 0 0 3 3 0 0|0|0|0O0]|O 20| 0]|O0 0 9
Salmonelosis a4 5 0 0 0 15 | 61 |21 | O 1|00 |5 3)1]0|]0]|0O0 0 157
Brucellosis 61 62 | 30 | 50 | 56 | 228 | 78 66 | 78 |68|46 |77 |176| 4 |102(24| 6 | 3 1 |1225
Dengue Fever 237 (2429 2 3 0 0 0|0|0(263] 2 |O| 0| O 0 |2936
Al- Khorma 0 0 0 0 0 0|0|14|(0|0{0O 0 14
Comparisons of selected notifiable diseases, Apr - Jun 2015-2016
DISEASE sl |[®|5|¢F DISEASE E|ls|® |5 |F%
2016 | 2015 | % (2016| 2015 2016 | 2015 | % |2016 | 2015
Cholera 0 0 0 0 Meningitis mening. 0 2 -100 2 6
Diphtheria 0 1 |-100|( O 4 Meningitis other 59 35 69 | 131 | 179
Pertussis 3 6 -50 | 10 11 Hepatitis B 958 | 916 5 |2170]| 3486
Tetanus,neonat 0 0 0 0 1 Hepatitis C 456 | 318 43 | 1001 | 1327
Tetanus,other 3 0 |100] 12 11 Hepatitis unspecified 4 1 300 | 11 9
Poliomyelitis 0 0 0 0 Hepatitis A 12 32 -63 33 | 126
Guilain Barre Syndrome 0 0 0 0 Typhoid & paratyphoid 30 34 -12 53 | 149
Measles 17 79 | -78 | 37 | 219 Amoebic dysentery 592 | 457 30 |1210( 1884
Mumps 5 0 |100]| 8 3 Shigellosis 9 6 50 19 24
Rubella 13 0 100 ( 13 5 Salmonelosis 157 | 218 | -28 | 320 | 775
Varicella 1318 | 2165 | -39 |2768| 5980 Brucellosis 1225 | 959 28 | 2156 | 3233
Dengue Fever 2936 | 2416 | 22 [3639| 4312 Alkhorma 14 16 -13 | 23 60

Diseases of low frequency, Apr - June 2016

*Yellow fever , Plaque, Diphtheria, Neonatal tetanus, Poliomyelitis , Eccinococcosis, Rabies , Haemolytic Uraemic

Syndrome: No Cases

*Pertussis: 3 Cases (Eastern 1, Jeddah 2)




Selected notifiable diseases by region, Jul—Sept 2016

5 b
S8 |5 |33 |® 2 B R O B T T I I -
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Measles 0 0|24| 0 4 0 2 0 5 3 0 0 7 48
Mumps 0 0 0|0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 1
Rubella 1 0 1 0 1 0 2 0 0 0 1 0 0| 4 0 1 0 7 0 0 18
Varicella 52 111 (68 |17 | 60 | 66 |176( 57 | 25 |27 (10| 6 7 33|41 (78 |19| 1 |25]|11( 790
Meningitis mening. 0 0 0|0 0 0 0 1 0 0 0 0 0 0 0 1
Meningitis other 20 (17 | 5 0 0|11 ]| 5 0 3 0 0 0 0 0 0 0 71
Hepatitis B 88 |1166|336(42 |77 (50 |83 (39| 0 |32 (1048 | 0 |15 |154|32 |17 | 3 0 | 58 | 1250
Hepatitis C 48 |104(223| 23 |35|10 |47 |22 O 3 10 1 (10| 19 4 1 0 | 18 | 584
Hepatitis unspecified 2 |12|0 (O 0 0 0 0 0 0 0 0 0 0 14
Hepatitis A 3 2 (13 ] 4 0 2 0 1 0 1 0 0 0 0 34
Typhoid & paratyphoid | 5 3127 2 1 1 0 0 0 0 0 0 0 0 52
Amoebic dysentery 4 0 (113| 0 | 71|14 (257| 98 | 2 4 |13 | 3 5 1 0(22] 0 0 2 0 609
Shigellosis 0 0 2 0 0 1 1 0 0 0 0 0 0 0 0 0 0 0 6
Salmonelosis 386 |[31] 6 0 |107| 25| 1 0 1 0 0 0|11 ]| 7 0 0 1 1 235
Brucellosis 60 (41 [ 69 | 14 | 53 |166( 63 39 (93|73 12653 (113| 6 |89 |34 | 8 3 1 | 1011
Dengue Fever 2 |561(894(20 |11 0 0 0 0 0 0|8 ]| 0 0 0 0 0 | 1073
Al-Khorma 0 0 0|0 0 0 0 0 0 0 0 0 0 0 0 |12 0 0 0 12
Comparisons of selected notifiable diseases, Jul - Sept 2015-2016

DISEASE sls|ls|8|F DISEASE s |8 |2 |8 | %
2016 |2015| % |2016| 2015 2016 | 2015 ( % | 2016 | 2015

Cholera 0 0 0 0 0 Meningitis mening. 1 0 100 3 6
Diphtheria 0 0 0 0 4 Meningitis other 71 37 92 202 179
Pertussis 4 3 33 14 11 Hepatitis B 1250 | 725 72 3420 | 3486
Tetanus,neonat 1 1 0 1 1 Hepatitis C 584 | 250 134 | 1585 | 1327

Tetanus,other 5 3 67 17 11 Hepatitis unspecified 14 1 1300 | 25 9
Poliomyelitis 0 0 0 0 0 Hepatitis A 34 40 -15 67 126
Guilain Barre Syndrome| 0 0 0 0 0 Typhoid & paratyphoid 52 39 33 105 149
Measles 48 29 66 85 219 Amoebic dysentery 609 | 418 46 | 1819 | 1884
Mumps 1 2 -50 9 3 Shigellosis 6 5 20 25 24
Rubella 18 0 100 | 31 5 Salmonelosis 235 | 184 28 555 | 775
Varicella 790 | 782 1 |3558| 5980 Brucellosis 1073 | 812 32 | 3229 | 3233
Dengue Fever 1073 | 812 32 14712 4312 Al Khorma 12 17 -29 35 60

Diseases of low frequency, Jul - Sept 2016

*Yellow fever , Plaque, Poliomyelitis , Rabies , Cholera, Diphtheria, Ecchinococcosis, Haemolytic Uraemic

Syndrome: No Cases
*Pertussis: 4 Cases (Taif 2, Hasa 1, Jeddah 1)
*Neonatal Tetanus: 1 Case (Jazan 1)




Selected notifiable diseases by region, Oct—Dec 2016
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Measles 1 5 0 3 4 2 0 1 0 1 4 0 1 14| 1 2 0 40
Mumps 0 0 0 0 0 0 0 0 0 0 2
Rubella 6 0 0 0 0 0 1 0 0 1 0 0 0 0 2 13
Varicella 50|17 |110| 41 | 66 | 54 |319| 42 | 39|28 | 15|21 | 4 |31 |36 |64 | 2 3 113 | 11| 966
Meningitis mening. 0 0 0 0 0 1 0 0 0 0 0 1 0 0 0 0 2
Meningitis other 121 2|28 ]| 0 0 |18] 7 0 1 0 3 0 1 0 0 0 88
Hepatitis B 108|195]|438 |96 | 45|40 (117| 77 | 0 |35| 5 |64 | 1 |22 |126]|27 15| O 0 | 52 | 1463
Hepatitis C 91 |222|199(49 |17 |19 |76 |21 ]| O 7 4 14| 3 7 |35 14| 0 0 | 14| 796
Hepatitis unspecified 2 |123| 0 0 0 0 0 0o]o 0 0] o0 0 0 0 0] 0 26
Hepatitis A 4 0127 | 2 3119 0 6 0 3 0 0 2 0 0 0 1 71
Typhoid & paratyphoid | 3 02119 6 |119| 4 3 0 1 0 0] o0 8 2 0 0] 0 78
Amoebic dysentery 0 0 |394| 0 |14 | 7 |258| 87| 2 | 4 3 0 0 1 2 |15( 0 0 0] 0| 787
Shigellosis 0 0 2 0 0 0 1 0 0 0 0 0 1 1 0 1 0 0 0 6
Salmonelosis 33| 5]|50(5 1 (122130 O 0 1 0 0 0 5 0 0 0 0 | 262
Brucellosis 57 |50 55|36 |54(103|55] 9 |32|57|63|47|52|(91]| 6 |69]|33] 6 6 | 14| 895
Dengue Fever 2 |92 |2638({ 32|16 O 0 0 0 0 0 0 0 [394 0 0 0 2 | 3179
Al-Khorma 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 3 0 0 3
Comparisons of selected notifiable diseases, Oct - Dec 2015-2016
218|835 |3 S 18|88 |¢8
DISEASE T | 8|8 | 8 | 8 DISEASE g | 8§ | & |8 | %
2015 | 2014 % 2015 2014 2015 | 2014 % 2015 2014
Cholera 0 0 0 0 0 Meningitis mening. 2 4 -50 6 6
Diphtheria 2 0 100 2 4 Meningitis other 88 57 54 259 179
Pertussis 0 4 -100 7 11 Hepatitis B 1463 | 907 61 | 4327 | 3486
Tetanus,neonat 0 0 0 3 1 Hepatitis C 796 | 362 120 | 1947 | 1327
Tetanus,other 3 6 -50 20 11 Hepatitis unspecified 26 6 333 31 9
Poliomyelitis 0 0 0 0 0 Hepatitis A 71 33 115 100 126
Guilain Barre Syndrome| O 0 0 0 0 Typhoid & paratyphoid | 78 59 32 164 149
Measles 40 9 344 | 125 219 Amoebic dysentery 787 517 52 2336 | 1884
Mumps 2 0 100 14 3 Shigellosis 6 7 -14 32 24
Rubella 13 0 100 56 5 Salmonelosis 262 189 39 744 775
Varicella 966 | 965 0 4523 | 5980 Brucellosis 895 | 666 34 | 4062 | 3233
Dengue Fever 3179 | 565 | 463 | 5428 | 4312 AlKhorma 3 12 -75 60 60

Diseases of low frequency, Oct - Dec 2015

*Yellow fever, Plaque, Poliomyelitis , Pertussis, Rabies, Neonatal Tetanus, Tetanus other, Mumps,
Ecchinococcosis, Haemolytic Uraemic Syndrome : No Cases
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