Saudi Epidemiology Bulletin

Ministry of Health / Riyadh / Jan-Mar 2003 / Volume 10, Number 1

Department of Preventive Medicine and Field Epidemiology Training Program

ISSN 1319-3965

3 eandl 450 Gl 5 ]l
Lad-| Lsb ol =bns STy lall el A

<

Yoor b= plo— do¥lsdadl = Sl ol

Chemical Poisoning with
plant in Skaka, Saudi Arabia,
November 2001.

On Tuesday 20/11/2001 (5/9/1422 H), the Preventive Health Department re-
ported poisoning in two children in Skaka, AlJouf, after eating a certain plant. A
team from the Field Epidemiology Training Program was sent to investigate these
cases. The team met with the Head of the Epidemiology Unit of the Department
of Health Affairs of Al Jouf. They visited the Maternity and Children’s hospital
in Skaka where the two girls had been admitted, visited the family home, and
location where the plant grew. Medical history was obtained from the attending
physician and the patients’ father. Their hospital files were reviewed.

The first case: was a 5 year old Saudi female. She was brought to the hospital
around 7:30 p.m. with abnormal gesticulations, facial redness, tachycardia, agita-
tion, and dilated pupils. She had gone outside her home to play with her sister just
before Maghrib prayers, and came in a few minutes later with a red face and com-
plaining of headache. She convulsed and lost consciousness for about two min-
utes. She had some plant leaves in her hand. This plant is popular in the district,
and is known to be unhealthy for both humans and animals. Her father took her to
hospital after giving her some dates, after which she vomited. She received first
aid on arrival to hospital. The child temporarily lost her vision at night, but she
recovered completely on the second day.

The second case: was a four year old Saudi girl. She was brought to the hospital
with her sister. She had also eaten from the same plant, and had similar symp-
toms, in addition to mouth dryness. She did not have fever, but had vomited three
times. She did not have convulsions, fainting or loss of vision. She also recovered
on the second day.

The two cases did not have any relevant medical history. They had both eaten
from the same plant. The attending physician was familiar with the plant, which
is known to contain an Atropine-like substance, and the two cases were treated as
Atropine poisoning. There had been one similar reported case three years earlier,
who was a three year old Saudi girl from Skaka, who had eaten this plant on a
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Chemical poisoning with plant in Skaka, Saudi Ara-
bia, Shaaban 1422 H, cont ....

(Continued from page 1)
family outing.

The investigating team noticed that
this plant grew in abundance in the
distgict. A sample of the plant was
sent to the Drugs and Poisons Labora-
tory in Riyadh, and to the Pharmacog-
nosy Department of the College of
Pharmacy, King Saud University, for
identification. Its colloquial name was
Egyptian Henbane, and its scientific
name Hyoseyamus muticus L.
(Solanaceae). It is a perennial herbal
green plant between 30-40 cm. high,
and has large green lobated oval lea-
ves with sharp edges. Its flower is
whitg yellow with violet or purple and
has a cylindrical shape. Its fruit has a
flask shape 1.5 cm. tall and 6 mm
wide, containing many brown — black
seeds. This plant has been reported
from several geographical locations in
the Kingdom, especially in the North-
Eastern and Northern-Western re-
gions. Its seeds arrive via rains from
Jordan where it grows in large areas.
All parts of the plant are toxic. Its
toxic components are mainly Atropine
(Hypscyamine) and scopolamine
(Hyoscine).

— Reported by: Dr. Abdullah M. Al
Rabeah, Dr. Ahmed N. Kholedi (Field
Epidemiology Training Program).

Editorial notes: The main alkaloids
in the Henbane plant; atropine and
hyoscine, explains the clinical picture
of mixed stimulation and depression
of the brain, Serious intoxication may
occur in children who ingest berries
or seeds of these plants. The deliber-
ate or accidental ingestion of bella-
donna alkaloids or other classes of
drugs with atropinic properties is a
major cause of poisonings, especially
among infants and young children
who are especially susceptible to their
toxic effects. The belladonna alka-
loids are absorbed rapidly from the
gastrointestinal tract. They also enter
the circulation when applied locally to
mucosal surfaces of the body. Atro-
pine has a half-life of about 2.5 hours,
and most of the drug is excreted in the
urine within the first 12 hours, in part
unchanged. '

The most prominent signs of hyos-
cine poisoning in children are altered
state of consciousness and flushed dry
skin, severe thirst, dilated pupils,
blurred vision, vomiting, increased
tendon reflexes, convulsions, involun-
tary movements, ataxia, hypertension,
hyperpyrexia and tachycardia, and
occasionally death. In infants and
small children moderate doses induce
“atropine fever”, where the tempera-

Figure 1: Photographs taken of samples of the Sikaran Plant

ture may reach 43° C or higher. '

Therapeutic intervention is not nec-
essary except in cases where severe
delirium or hyperthermia are present,
when intravenous physostigmine and
sedatives are given.' Cases of toxicity
are treated with plenty of water and
charcoal as first aid, and inducing the
patient to vomit. The temperature is
allowed to fall by wrapping the pa-
tient with a wet towel.

This plant is used medically in cer-
tain countries; in Nigeria, for exam-
ple, it is used to treat colic and
asthma. In Iran, smoke from its seeds
is used to treat toothache. The main
chemical component of this plant,
Hyoscine, is found pharmaceutically
under the name Buscopan.

Municipalities should be advised to
cut out this plant from residential dis-
tricts. Educational measures should be
undertaken to prevent poisoning of
children by eating such plants. Doc-
tors should be educated on adequate
treatment of cases, especially in areas
where the plant grows.
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Foodborne Salmonella Outbreak in Sulyyel, 2002

On October 3rd 2002, many patients
with gastroenteritis symptoms pre-
sented to Sulyyel hospital, after at-
tendjng a wedding party. On October
7th, the Field Epidemiology Training
Program team was requested to inves-
tigate this outbreak. The objectives of
this study were to identify the source
of the outbreak, to assess its extent
and to suggest recommendations for
preventing occurrence of similar out-
breaks in the future.

The investigating team met with the
hospital director and the involved
doctors, nurses, health inspectors and
somg of the party attendees. The
emergency room records were re-
viewed, and admitted patients were
interviewed. A preliminary list of
patignt’s names, addresses, telephone
numbers and name of treating health
facility was obtained and the active
surveillance done by the hospital was
revigwed. A cohort study was con-
ducted. A case definition was devel-
oped which included any individual
who developed diarrhea with or with-
out abdominal pain, vomiting and
fever within 3 days of eating at the
wedding ceremony in Sulyyel city.

To recruit the cohort, initially the
groom was requested to provide the
list of guests, who had attended the
wedging party. As the groom was not
cooperative, other patients and atten-
dees were traced through the known
patients, their relatives and local nota-
bles. Two field work teams were or-
ganized composed of one doctor, one
health inspector, two female nurses
and a driver, each. The attendees were

structured questionnaire that inquired
about demographic data, symptoms of
gastroenteritis, date and time of eating
dinner, date and time of onset of
symptoms, food items eaten, history
of hospitalization and any recent his-
tory of diarrheal illness. Information
on hospital course were obtained from
Sulyyel hospital and other health fa-
cilities.

Regarding the restaurant food han-
dlers, an open-ended interview was
conducted inquiring on the food items
prepared, ingredients, preparation
techniques, methods of preservation,
job description of each food handler
and availability of health certificates.
They were examined for their level of
hygiene, external injuries and skin
infections. The restaurant was visited
and inspected for general sanitation,
including the cleanliness of the food
preparation site, food storage area and
utensils. Swabs had been already
taken randomly from different sites
including tables, utensils and refrig-
erators, by municipality staff. Stool
cultures were done for all diarrhea
patients, while rectal swabs were
taken from the food handlers.

The wedding ceremony was held in
an open yard surrounded by houses in
the eastern part area of Sulyyel city.
The food consisting of rice, meat,
salads and sweets was served in two
shifts, first at 10 p.m. and then at 2
a.m. Out of approximately 300 per-
sons who had attended the wedding
party, a total of 238 were traced and
interviewed. Their ages ranged from 2
to 80 years (mean 23.5). Of the inter-

47.1% were males. All had eaten at
the wedding, 50.4% at 10:00 p.m.
(10% were females) and 49.6% at
2:00 a.m. (96.6% were females).

Out of all those interviewed 88
(37%) Hulfilled the criteria of case
definition. All patients developed
diarrhea, other common symptoms
were colicky abdominal pain (94.3%),
fever (86.4%), vomiting (64.8%),
headache (48.9%) and nausea
(30.7%). Colicky abdominal pain was
the first symptom that appeared in
43.2% of patients, followed by fever
in 35.2%, and then diarrhea in 11%.

Patients started experiencing symp-
toms at 1:00 a.m. on October the 3rd
2002. The incubation period ranged
from 3-78 hours (mean=20.6, me-
dian=21). The epidemic curve sug-
gested a common point source out-
break. Out of all patients, 88.6%
sought medical care, all at Sulyyel
hospital. Of those who sought medical
care 70.5% were hospitalized. All
patients recovered with no complica-
tion.

Out of 9 food items and drinks
served in the wedding ceremony
(Table 1), 3 were significantly associ-
ated with illness; meat ranked first
(RR=16.7, 95% CI=2.37-115.8), fol-
lowed by rice (RR=1.95, 95%
CI=1.95-93.61) and restaurant made
sweets (RR=1.2, 95% CI=1.35-2.58).
It was also observed that risk of dis-
ease significantly increased with eat-
ing at 2:00 a.m. as compared to 10:00
p.m. (RR 2.18, 95% CI= 1.51-3.15),
and use of food remnants (RR 4.81,
95% CI 3.54 — 6.53). The attack rates

interviewed, face to face, using a viewed guests 89.1% were Saudis and (Continued on page 7)
Table 1: Relative Risks of Food Items presented at the wedding ceremony in Sulyyel
Food Item Ate Did not eat Relative 95% CI
Total | Attack rate (%) Total | Attack rate (%) Risk
Meat 200 43.5 38 2.6 16.7 2.37-115.8
Rice 206 42.2 32 3.1 13.6 1.95-93.61
Res. Sweet 88 523 150 28 1.9 1.35-2.58
Home Sweet 30 433 208 36.1 12 0.77-1.88
Soft Drink 92 359 146 379 0.95 0.68-1034
Coffee 80 18.7 158 46.2 0.4 0.25-0.66
Tea 79 15.2 159 478 03 0.18-0.55
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Smallpox: A Review of Clinical Disease and Vaccination

Smallpox is caused by variola, a
DNA virus and a member of the ge-
nus Orthopoxvirus. Humans are its
only 4«nown host! It spreads from
person to person through infective
droplets or aerosols released from the
oropharynx of infected individuals
and by close direct contact, and can
also be spread through contaminated
clothing or bedding.” In the smallpox
era, occurrence of the disease was
highest in winter and early spring.'

Smallpox exists in two clinical
forme: variola major and variola mi-
nor. Variola major is the severe form,
which is highly fatal. Variola minor is
a mild form and is associated with
fewer symptoms and a sparser rash.
These viral strains are immunologi-
cally identical and can only be differ-
entiated clinically. Currently, no clini-
cally proven treatment exists for
smallpox.’

Smallpox infection occurs after the
virus implants in the oropharyngeal or
respiratory mucosa.' Symptoms begin
12-14 days after exposure (range 7-17
days), allowing the virus to replicate
in regional lymph nodes and spread
systemically, causing a widespread
viremia.? After this incubation period,
patints experience a pre-eruptive
stage that lasts for 2-3 days and is
characterized by high fever (>40 °C),
malaise, and prostration with severe
headache and backache. This is fol-
lowed by the eruptive stage, charac-
terized by the appearance of a macu-
lopapular rash that progresses to pap-
ules 1-2 days later; vesicles appear on
the 4th or 5th day; pustules appear by
the 7th day; and scab lesions appear
on the 14th day. The rash appears first
on the oral mucosa, face, and fore-
arms, and then spreads to the trunk
and legs. Lesions may also be present
on the palms or soles. These lesions
are deeply embedded in the dermis
and feel like firm round objects em-
bedded in the skin. As the lesions
heal, the scabs separate and pitted

scarping gradually develops.*”
Smallpox virus can be transmitted
once mucosal lesions appear. The
viral-laden mucosal lesions precede
the gharacteristic skin rash by about
one day. Patients with smallpox are
most infectious once the rash appears
because live virus is shed from the
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lesions, and during the first week of
the rash when the oral mucosal le-
sions ulcerate and release substantial
amounts of virus into the saliva. They
are no longer infectious once all scabs
have separated.” Except for the skin
and mucous membranes, other organ
systems are rarely involved. Secon-
dary bacterial infections are uncom-
mon. Death from smallpox usually
occurs during the second week of the
illness and most likely results from
hypotension and toxemia. The mortal-
ity rate for smallpox is approximately
30%. A case-fatality rate of 30% was
observed during smallpox epidemics
in Asia. Fatality rates are higher
among unvaccinated individuals.?

Before the introduction of smallpox
vaccination, nearly everyone in the
world contracted the disease.’ The last
case of endemic smallpox was re-
ported in Somalia in 1977, and global
eradication of the disecase was de-
clared in 1980. In the United States,
routine smallpox vaccination ended in
1972.% Smallpox, however, remains a
potential agent for bioterrorism, and is
classified as a “category A” biological
weapon because it is easily transmitta-
ble, has a high mortality rate, would
likely cause panic and social disrup-
tion, and requires special action for
public health preparedness.” If used as
a biological weapon, Smallpox has
the potential to cause widespread dis-
ease and death and could devastate a
city or region. The number of cases
could be quite high and significant
resources will be necessary to halt an
outbreak > Unvaccinated individuals
are the most vulnerable targets. Also,
it is uncertain whether previously
vaccinated individuals maintain their
immunity. Historically, vaccinated
persons had a case-fatality rate of 7%
a decade after vaccination and 11%
two decades after vaccination, indicat-
ing a waning of protection and in-
creasing the number of potentially
susceptible individuals.®

All known remaining isolates of
smallpox virus are stored at the Cen-
ters for Disease Control and Preven-
tion (CDC) in Atlanta, USA, and at a
repository near Koltsovo in Russia.
However, the existence of other sam-
ples cannot be ruled out. From the
1970s until the early 1990s, the for-

mer Soviet Union produced large
amounts of smallpox, anthrax, and
other agents of mass destruction. It is
postulated that some of these samples
may have been sold to various gov-
ernments and potential bioterrorists.
The most effective method against
smallpox and for preventing epidemic
progression is vaccination. The small-
pox vaccine is a live vaccinia virus
preparation that is administered by
scarification with a bifurcated needle
on the deltoid muscle or the posterior
aspect of the arm over the triceps
muscle.>® Formation of a hard, pock-
like vesicle within 7-9 days at the
vaccination site is the indicator of
successful vaccination.”> Formation of
the vesicle may be accompanied by
several transient adverse effects, most
of which begin 7-12 days after vacci-
nation and include redness and pain at
the vaccination site, fever, headache,
fatigue, muscle aches, chills, nausea,
and rash distal to the vaccination site
(usually the chest or back),>® in addi-
tion to general swelling and tender-
ness of regional lymph nodes. How-
ever, the efficacy of the vaccine has
not been measured in clinical trials,
and data regarding duration of immu-
nity are limited” Interestingly, the
origin of vaccinia virus is uncertain. It
has been suggested that it is a result of
mixing cowpox virus and another
orthopox-virus during early immuni-
zation efforts." The vaccine does not
contain variola virus, but the immune
response to the vaccinia virus induces
a protective response to both variola
virus and other orthopoxviruses.
Smallpox vaccination is, however,
associated with moderate to severe
complications. While complications
are rare, they occur 10 times more
often among primary vaccinees and
are more frequent among infants than
children and adults. Those at the high-
est risk for complications from immu-
nization are also at the highest risk for
morbidity and mortality from small-
pox.>® High-risk groups for whom
routine vaccination is not recom-
mended include people with e¢czema
or exfoliative skin conditions; those
with leukemia or lymphoma; those
receiving chemotherapy with alkylat-
ing agents, antimetabolites, or high-
dose corticosteroids; people infected
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Smallpox: A Review of Clinical Disease and Vaccination

{Continued from page 4)

with HIV or with hereditary immune
disorders; solid organ transplant pa-
tiens; and pregnant women.’

The most frequent complication of
smajlpox vaccination is inadvertent
inoculation, usually autoinoculation,
which accounts for about 50% of all
complications, whereby an individual
may 4ouch the vaccination sile and
then touch the face, eyelid, nose,
mouyth, genitalia, or rectum and spread
the virus to these sites, causing lesions
to form. The lesions are usually self-
limiting.* Generalized vaccinia, is an
eruption of lesions usually occurring
6-9 days after vaccination and results
from blood-borne dissemination of
the virus.® The rash is usually self-
limiging, but individuals with severe
dissemination or are immunocompro-
mised require therapy to help mini-
mize the severity of symptoms, which
could result in death. Eczema vacci-
natum is another complication which
generally affects vaccinees and un-
vaccinated contacts with either active
or healed eczema or other exfoliative
skin disorders, whereby the virus
spreads to most or all eczematous
areas. Progressive vaccinia is charac-
terized by necrosis of the vaccination
area and distal sites, including bones
and yiscera. This often fatal complica-
tion primarily occurs in immunocom-
promised individuals.>® Another seri-
ous complication is postvaccinial en-
cephalitis, which occurs at a rate of
one case per 300,000 vaccinations and
has only been observed among pri-
mary vaccinees.” Because of compli-
catigns resulting from the smallpox
vaccine, the decision to stop universal
vaccination was made in 1972, even
before global eradication of the dis-
ease.' Vaccinia Immune Globulin
(VIG) is the only treatment option for
comptications of vaccinia vaccination,
but it is not used for the treatment of
smallpox.”

Until recently, only 15.4 million
doses of smallpox vaccine (Dryvax,
produced 20 years ago by Wyeth
Labaratories) were available in the
United States. Researchers have ex-
plorgd the option of diluting the cur-
rent stockpile of Dryvax should the
immediate need for mass vaccination
arise. Efforts for vaccine production
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are now focused on a live cell-culture-
derived vaccinia virus vaccine. Vac-
cinia vaccine is only available under
investigational new drug protocols.
Therefore, informed consent and
documentation are required for its use
in humans.?

The Advisory Committee on Tmmn-
nization Practices (ACIP) recom-
mends vaccinating only limited popu-
lations, including laboratory workers
who work with cultures of the virus or
with animals contaminated or infected
with non-highly attenuated vaccinia
strains. Health care workers who may
come in contact with contaminated
materials should also be vaccinated.
These populations should receive
booster doses every 10 years to ensure
continued immunity. Widespread vac-
cination would be indicated under
epidemic circumstances, occurfing
only from a laboratory accident or an
act of bioterrorism.>* Recently, the
ACIP recommended that all acute
care hospitals establish smallpox
health care teams to facilitate investi-
gating and responding to initial cases
should the need arise. Although vacci-
nation of the public is not currenfly
recommended, those seeking vaccina-
tion may be accommodated by offer-
ing them an unlicensed vaccine this
year or a licensed vaccine in 2004.

Because the development of new
vaccines is directed toward cell-
derived  formulations,  currently
known complications and fatality
rates may not apply to new smallpox
vaccines. This will not be known until
the new vaccine is administered and
studied either in clinical or epidemi-
ologic trials. The population for
whom immunization is contraindi-
cated will be much larger than when
the vaccine was first routinely admin-
istered. The frequency of cancer, im-
munosuppression for solid organ
transplantation and other diseases,
HIV/AIDS, and skin conditions is
higher today than it was in the middle
of the 20th century, and fhese patients
are most likely to experience compli-
cations. Thus, although a new vaccine
may be associated with fewer compli-
cations, far more people could poten-
tially experience vaccine-related com-
plications. It is estimated that 1 death
will result from vaccination in every 1

million primary vaccinees.” In the
U.S. it is estimated that if 50% of the
population is exposed to smallpox as
a result of a bioterrorist attack, ap-
proximately 5% of unvaccinated indi-
viduals and 3% of those with partial
immunity (vaccinated before 1972)
will die from smallpox or its compli-
cations. This conservative estimate
translates into 100,000-1 million
deaths whereas preemptive vaccina-
tion would likely result in about 200
deaths.”

— Adapted from: Jennifer M. Lofquist,
Nicole A. Weimert, Mary S. Hayney.
Smallpox: A Review of Clinical Dis-
ease and Vaccination. Am J Health
Syst Pharm 60(8):749-756, 2003.
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Foodborne Salmonella Outbreak in Sulyyel, 2002, cont....

(Continued from page 3)

and risks associated with eating meat
and rice increased with eating late or
consumption of food remnants.

It was observed that the quality of
hygiene at the restaurant was poor.
All 9 restaurant workers denied a re-
cent or past history of diarrhea; while
none possessed a valid health certifi-
cate: Food preparation at the restau-
rant started at 2 p.m. on that day and
was-ready by 7 pm. At 9 p.m. the food
was ftransported to the wedding site,
and served without reheating at 10
p.m. and 2 a.m. In the second shift,
unheated remnants of the earlier food
were also served.

Salmonella group C non-typhoid
was isolated from 40 (45.4%) patients
and one patient had both Salmonella
group B and C. All restaurant workers
had salmonella group C. The swabs
taken from the restaurant were posi-
tive for coliforms. No food samples
from the food remnants was available
by the time the investigation started.

— Reported by: Dr. Abdullah Al-Joud;,
Dr. Abdulaziz Al-Mazam, Dr. Abdul
Jamil Choudhry (Field Epidemiology
Training Program).

Editors notes: This is a typical ex-
ample of a food poisoning outbreak
associated with poor food hygiene and
time-temperature abuse. The inci-
dence of salmonellosis is reported to
have increased worldwide in recent
years.! In a review, it was found that
Salmonella spp. was the causative
organism in 33% of food poisoning
outbreaks in the Eastern province
during the period 1991 — 1996.% In the
year 2002, 2539 cases were reported
from all-over the Kingdom of Saudi
Arabia with a rate of 211.6 cases per
month.?

Presence of the Salmonella, either in
the slaughtered animal’s body or con-
tamination of the meat by the food
handlers at multiple stages of prepara-
tion of the food for the wedding cere-
mony, is not a surprise keeping in
view the disease pattern in Saudi Ara-
bia and the known role of food han-
dlers in the transmission of food poi-
soning.’

As obvious from the findings of the
study the slow process of cooking,
poor food and personal hygienic

Saudi Epidemiology Bulletin, Vol 10, No. 1, 2003

measures adopted by the restaurant
staff, storage of food at luke-warm
temperatures, serving the remnants of
food in the second shift without re-
heating was contributory to the large
number of cases in this accident. In-
volved issues include deeply embed-
ded cultural practices and poor educa-
tion of food handlers.

It is recommended that a multi-
pronged approach should be adapted
focusing on improving supervisory
mechanism and health education of
food handlers and general masses, to
prevent occurrence of such incidents
in future.
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Mark your calendar. . .

Inside the Kingdom

May 25 — 26 2003: 4™ Middle East International Symposium on Hospital
Sterilization Centers and Hospital Disinfections

Location: Riyadh Armed Forces Hospital, Riyadh, Saudi Arabia.

Contact: Department of Postgraduate & Academic Affairs, Riyadh Armed
Forces Hospital, P. O. Box: 7897, Riyadh: 11159, KSA. Tel: 477 7714, Ext.
4938, Fax: 476 0853. E-mail: pgaarkh@@hotmail.com

Outside the Kingdom

May 19-23, 2003: Association for Professionals in Infection Control and
Epidemiology Annual Educational Conference.

Location: Nashville, USA,

Contact: Tel: +202 5726023 / 7760110, Fax: +202 5408125 / 5710469

E-mail; halabadawi@hotmail.com

Saudi Epidemiology Bulletin
(SEB) is published quarterly by
the Department of Preventive
Medicine and the Field
Epidemiology Training Program
(FETP) of the Ministry of Health.

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

Department of Preventive
Medicine:
Dr. Yagoub Al-Mazroa
Assistant Deputy Minister for
Preventive Medicine, and
SEB Supervisor

Dr. Mohammed Al-Jefri
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
Specialist Epidemiologist
Bulletin Editor

Dr. Abdul Jamil Choudhry
Consultant Epidemiologist,
Bulletin Editor.
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Selected notifiable diseases by region, Jan—Mar 2003
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Meastes| 38 [0 [ 12 [20[16] 2 [o [ oo [oJo[1]o]1]e[1[ofofo]o] 2
Mumps| 33 |15 39 | 8 | 23 12| 7 [ 11| 9 |15 |7 |6 | 1|7 |15/ 6| 1| 0| 3| 0] 218
Rubella) 7 [0 oJo[o|o[of[of[o|ofofolo]o]o]o[o[o[o]0] 7
Varicella| 3691| 758 | 1871|524 | 1118 2584| 1430 1340 1200 | 1690| 430 978| 285| 172| 395/ 318/ 206| 110/ 140[ 11| 19351
Brucellosis| 86 | 5 | 8 | 31| 66 | 147 | 42 | 4 | 47 | 305| 48| 2 |149| 38|34 |41|15| 16| 1 | 9 | 1094
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mening
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other
Hepatitis A| 69 | 20| 30 | 10| 43 | 41 | 11 | 10| 23 | 78 | 72| 22| 22| 37| 36|55| 19| 3| 3| 1| 605
Hepatitis B| 280 | 25| 344| 16 | 78 | 50 | 162 3 |ea|16]/11| 3[10] 18] 2]40] 0] 2] 3] 1150
Hepatitis C| 178 | 21 | 256| 1 | 23 | 13 | % 1 |1a]8|2]12]1]4a|18] 0] 3] 2] 651
Hepathia | o ' 4 | 0l 2| 0l ol s| olm|ola4lo 130 0 0|0l 0| 1] 200
uns pecified
Typhoid &
oramstyahoid| © | 7| 0|0 8| 2| 4[5 |0 |16]7 3[4 9J _q olo|o|o| 82
Amoebic
aysentery| 12| 1410/ 26| 90 | 12| 16| 3 | 0 | 11119/ 0| 0| 0|27|31| 0| 0| 1|0 6o
Shigellosis| 34 | 0 | 2 | 0| 3 | 0 | 12| 4 |16 | 0 | 4| 7| 0| 2| 2|29/ 4| 0| 0| 0| 148
Salmonellosis| 74 |13 | 45 | 5| 4 | 6 | 151 7 5 |11/6|/0lo]1]/19| 4] 0] 2|0 388
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Comparisons of selected notifiable diseases, Jan - Mar 2002-2003

g 3 5 & & £F 5 5 § 3

& £ [ £ IS I3 o] & =

5 § & § § 5§ § &5 § §
Disease 2003 2002 % 2003 2002 Disease 2003 2002 % 2003 2002
Diphtherla | 1 3 -67 1 9 Meningitis other | 138 176 | -22 | 138 | 763
Pertussis 15 4 276 15 42 Hepatitis A | 605 802 -25 | 605 | 2926
Tetanus neonat | 7 7 0 7 28 Hepatitis B | 1150 | 1090| 6 | 1150 | 5638
Tetanus other 7 3 133 7 21 He patitis C | 651 757 -14 | 651 | 4238
Pollomyelitis | 0 0 0 o 0 Hepatitis unspecified | 299 | 245 | 22 | 299 | 1227
Measles | 237 100 137 | 237 | 311 | Typhold & praratyphoid | 82 77 6 82 390
Mumps | 218 164 33 | 218 | 976 Amoeblc dysentery | 699 | 619 13 | 698 | 4584
Rubella 9 1 800 9 11 Shigellosis | 146 106 36 146 472
Varlcella (19351 | 10918 | 77 (19351 [63207 Salmonellosis | 355 | 377 6 | 355 | 2539
Brucellosis | 1094 | 980 12 | 1094 | 4687 Syphllis | 31 28 1 31 187
Meningltis mening | 11 33 67 | 11 55 VD, other | 115 90 28 | 115 | 386

Diseases of low frequency, Jan — Mar 2003

Yellow fever, Plague, Poliomyelitis, Rabies, Puerperal Sepsis, Haemolytic Uraemic Syndrome: No cases

Pertussis: 15 cases (Esatern 10, Jeddah 3, Makkah 1, Asir 1)

Neonatal Tetanus: 7 cases (Makkah 3, Jeddah 2, Riyadh 1, Tabuk 1)

Echinococcosis: 3 cases (riyadh 1, Bisha 1, Baha 1)

Guilfian Barre Syndrome: 36 cases (Riyadh 9, Madinah 5, Taif 5, Jeddah 4, Asir 3, Makka 2, Qassim 1, Hail 1, Jizan 1, Hassa 1,
Tabuk 1, Eastern 1, Najran 1, Qunfudah 1)
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