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Distribution of Influenza
virus during Hajj season

1426 Hijra (2005 G)

Influenza is a highly contagious, usually self-limiting, acute respiratory
disease caused by influenza viruses. Influenza A is the only subtype which can
trigger a pandemic because of the ability to change their genetic compositions
at unpredictable intervals.l During hajj, millions of hajjis from across the globe
intermingle with each other, creating an opportunity for transmission of any such
new strain of influenza, and later spread it to all parts of the world within a short
time. Two years back, Influenza Surveillance System was initiated in Saudi Arabia
in Makkah region during Hajj 1426 Hijra, and has been gradually expanded.2

Although main rituals of hajj are performed in Makkah city and around it,
most international hajjis also visit AlMadina AlMunawarrah city during their
pilgrimage. Further, in distinction from the virus strains circulating among hajjis in
Makkah, it is important to identify the strains which are imported into the country
by international pilgrims, which necessitated the expansion of surveillance system
to the airports where international pilgrims land in Saudi Arabia.

As part of this surveillance activity, during the Hajj of 1426 H (2005 G), a
cross-sectional study was conducted by the Field Epidemiology Training Program
to identify the serotypes of influenza viruses among hajjis staying in Makkah and
Madina; and among international pilgrims coming through airports of Jeddah and
Madina for improved understanding of the epidemiology of influenza in Hajj.
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Data for the study was collected in Ajiad hospital in Makkah, Al-Ansar
hospital in Madinah, King AbdulAziz airport in Jeddah and Prince Mohammed
bin AbdulAziz airport in Madinah from 16 Dhul Qaida to 6th Dhul Hajja 1425
(17/12/2005 to 6/1/2006). For the purpose of study, a case of suspected influenza was
defined as any patient who is suffering from fever of at least 38°c, in combination
with either cough or sore throat, and time of onset of fever within last 72 hours. All
the cases presenting with a case definition of suspected influenza at one of the four
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Distribution of Influenza virus during Hajj season 1426 H, cont...
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participating sites were included in the
study. All participants were interviewed
using a structured questionnaire and
a throat swab was collected for viral
isolation using Dacron swab. The
swabs were later analyzed at King
Abdul Aziz University virology
laboratory in Jeddah.

A total of 483 suspected influenza
cases were recruited in the study, 43
(7.5%) from Ajyad Hospital Makkah,
6 (1.2%) from AlAnsar Hospital
Madinah, 165 (34.2%) from King
AbdulAziz Airport Jeddah and 276
(57.1%) from Prince Mohammad bin
AbdulAziz Airport Madinah.

The ages of the suspected cases
ranged between 13 and 96 years with
a mean of 51.6 years (SD 13.3 years).
All the recruited suspected cases were
international Hajjis. The suspected
cases belonged to 15 nationalities,
including 70 (14.8%) each from Iran
and Turkey, followed by 59 (12.4%)
from Senegal, 58 (12.2%) from Sudan
and 49 (10.3%) from Egypt. Regarding
the clinical features, fever was
reported by all the suspected cases, as
it was essential part of case definition.
Other symptoms reported were cough
(72.3%), myalgia (30.5%), sore
throat (26.1%), runny nose (22.2%),
headache (19.1%), sputum (17.6%)
and blocked nose (16%). Among the
total suspected cases 142 (29.9%) cases
were vaccinated against influenza,
while 152(32%) were not vaccinated
and 181(38.1%) did not know about
their vaccination status. Among the
suspected cases, 67(14.2%) cases
have already used antibiotics before
they were included in study, while 212
(45%) cases have not used antibiotics
and 192 (40.8%) cases did not know
about antibiotic consumption.

47 cases (9.7%; 95% CI 7.2
— 12.7) of suspected influenza cases
were confirmed by the laboratory to
have influenza viruses. Out of these
47 confirmed cases, 40 cases (85.1%)
were from hospitals and the other 7
cases (14.9%) were from airports.
Among all the suspected cases from
airport only 1.6% were confirmed,
while among suspected cases from
hospitals 95% proved to be confirmed
cases. The ages of the confirmed cases
ranged from 13 to 96 years with a
mean of 40.0 years (SD +15.0 years).
All confirmed cases were international
Hajjis. Highest number of confirmed
influenza cases in our study came
from Pakistan with 13 cases (28.3%),
followed by 12 (26.1%) from Egypt,
7 (15.2%) from Sudan, 4 (8.7%) from
India, 4 (8.7%) from Syria, 3 (6.5%)
from Turkey, and one case (2.2%)
each came from Indonesia, Nigeria,
and Senegal.

Regarding the clinical features, as
mentioned earlier, fever was reported
by all confirmed influenza cases as it
was an essential part of case definition.
Among others, sore throat was reported
by 83.0%, myalgia 70.2%, cough
66.0%, headache 61.7%, runny nose
38.3%, sputum 55.3%, and blocked
nose 34.0%, of confirmed influenza
cases.

14.9% of confirmed cases were
vaccinated against influenza, 76.6%
were not vaccinated and 8.5% were of
unknown status. In the airports 42.9%
of confirmed cases were vaccinated
against influenza while in the hospitals
10.0% of confirmed cases were
vaccinated against influenza. 25.5% of
confirmed cases have used antibiotics
before the sample was taken for
virological examination, while 57.4%

have not used antibiotics and another
17.0% did not know about antibiotic
use. In the airports 14.3% of confirmed
cases have used antibiotics while in
the hospitals 27.5% of confirmed cases
had used antibiotics.

Influenza type A was more
common (76.6%) than influenza type
B (23.4%), and the most predominant
influenza serotype among the isolates
was A/HIN1, accounting for (34.0%),
followed by FLU A not typed (29.8%),
B/SICHUAN (17.0%), then A/H3N2
(12.8%), and B/HONG KONG
(6.4%).

Regarding the distribution of
influenza serotypes according to the
place where specimen was collected in
(airports or hospitals), it was observed
that influenza A/HIN1 serotype was
the predominant strain from the airports
confirmed cases (71.4%). Where in
hospitals, FLU A not typed was the
predominant strain (35.0%) (Table 1).
Regarding the distribution of influenza
serotypes according to nationality, it
was observed that influenza A/HIN1
serotype was the predominant strain
from Syria (50.0%), India (50.0%),
Egypt (41.7%), and turkey (100%).
Whereas in Pakistanis Influenza, FLU
Aot typed was the predominant strain
(61.5%).

-Reported by: Dr. Faisel Al Anzi, Dr.
Mohammed AlMazroa, Dr. Abdul Jamil
Choudhry,
(Field Epidemiology Training Program),
Dr. Essam Azhur (King AbdulAziz
University)

Dr. Nasser A1 Humdan

Editorial notes: The results of this
study are comparable to the findings

(Continued on page 15)

Table 1: Frequency of virus subtypes of confirmed influenza cases recruited in Hajj, 1426H

Type of virus

Place of recruitment Flu A FluB Total
H1N H3N2 Not typed B/Hong Kong Flu B Sichuan
Airports 5 1 0 0 1 7
Hospitals 11 5 14 3 7 40
Total 16 6 14 3 8 47
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Assessment of Resident physicians and other health
services provided by local hamlas during Hajj season

1426 H.

During Hajj season, the Saudi
government provides free health
services for all pilgrims (hajjis). In
recent years, some local hajj organizers
(hamlas) have provided additional
health services for their hajjis within
their camps in Mina. This study was
conducted to evaluate these health
services, while assessing their benefits
and their role in reducing utilization of
governmental health facilities. A cross
sectional study was conducted in Mina
area among a sample of 30 randomly
selected camps from the Ministry of
Hajj records. Data was collected from
the 8th to the 12th of Dhul Hijjah 1426
H (9th to 13th January 2006).

Of the 30 selected hamlas, 20
(66.7%) provided health care services.
Hamlas with health services had a
significantly higher number of hajjis
(P=0.026), and were significantly more
expensive (P=0.0002).

Physicians were available in all
(100%); all allowed the medical staff to
perform their hajj free, and only 15.8%
offered financial reward.

Hamla directors gave several
reasons for providing health services
within their camps, the most frequent
was providing care for minor illness
(75%), immediate care for serious
illness (65%), to attract a larger number
of hajjis to the hamla (60%), to reduce
the load on Ministry of Health (50%),
and finally to raise the cost of joining
the hamla (15%). However, hajjis were
not asked to pay extra fees for using

Most of the hamla health facilities
(75%) received a daily average of up to
10 sick hajjis. Only 5% received 51 or
more. In addition to examination and
diagnosis, other health services included
providing medicines for minor aliments
(100%), emergency medicines (95%),
and simple laboratory investigations
5%).

The most common reasons stated
by physicians for hajjis to seek the
hamlas’ health facilities were: diagnosis
and treatment of an acute illness (80%),
obtaining medication for a known
diagnosis (60%), routine check up of
blood pressure (25%). routine check
up of blood sugar level (20%), routine
check up of a chronic disease (40%),
and administration of routine injections
e.g. insulin (30%).

According to the physicians,
the three most common presenting
health problems of hajjis were acute
respiratory tract infection (ARI) (80%),
gastroenteritis  (75%), and injuries
(45%). The three most commonly
prescribed medications were analgesics/
antipyretics (100%), antibiotics (90%),
and antihistamines or decongestants
(80%). Most of the sick hajjis were
given medical advice along with the
medications (90%).

The study also involved interviewing
500 hajjis from the 30 camps. Among

them (79.4%) were males. Most
were Saudi (74.8%), those from Arab
countries  (19.8%), and Non-Arab
countries (5.4%). During their stay in
Mina, 101 (20.2%) of the total hajjis
had fallen sick. Of 68 (67.3%) sick
hajjis belonging to hamlas with health
facilities, 63 (92.7%)had sought medical
advice from their hamla physicians.
However, among hajjis belonging to
hamlas with health facilities 54.9%
had not visited the health facilities, and
38.7% were satisfied with the services
provided.

Among the total hajjis interviewed,
28.8% had specifically planned to join
hamlas with health facilities, and 93.2%
planned to perform future hajj with
hamlas that provided health facilities.
Male gender and married hajjis were
more likely to join hamlas with health
facilities (Table 1).

- Reported by: Dr. Badria Al- Malki,
Dr. Abdul Jamil Choudhry (Field
Epidemiology Training Program).

Editorial notes: More than 2 million
pilgrims  gather during Hajj, and
are therefore prone to different
communicable diseases. Fatigue and
lack of sleep from the physically
demanding regimen of hajj rites lower
immunity, leading to

(Continued on page 13)

Table 1: Impact of health education program on food practices and
dietary related habits among girls' in a primary school, Riyadh,

these health services. Saudi Arabia.
The study alsoinvolvedinterviewing
physicians working with the hamlas.
The total number interviewed was 20;
their mean age was 42.5 years (SD
+8.3). Non-Saudi nationality accounted Number of hajjis
for 95%, and 95% were males. They <500 3 15.0 5 50.0 0.026
were either general practitioners ZUE-El0lY v S0 2 S0l
(60%) or specialists (40%); 60% > 800 10 200 2 200
. Total 20 100 10 100
belonged to private sector, 25% other Fee paid to hamla (SR)
governmental health sectors, and 15% <3000 2 21.0 8 88.9 0.0002
belonged to Ministry of Health. Only 3000-4000 12 63.2 1 1.1
35% had received training for medical >4000 3 15.8 0 0
management in hajj. Total 19 100 9 100
Among hamlas that provided health : Marital status
services, only 30% had a specific Married 260 66.7 130 33.3 0.020
. . Single 64 58.2 46 41.8
location for the health facility, 80% Total 324 64.8 171 34.2
had a designated area for clinical Utilization of governmental PHC
examination and diagnosis, 70% had a Yes | 8 | 1.8 | 12 | 364 | 0.003
pharmacy, 70% had a dressing area, and
5% had a CPR facility. Total | e | 100 | 33 | 100 |
Saudi Epidemiology Bulletin, Vol. 13, No. 2,2006 Page 11




Assessment of utilization of additional human and
medical resources to primary health care centers
in Makkah city during Hajj season 1426 H.

The Saudi Ministry of Health
invests a huge amount of human
and financial resources  during
hajj to provide free health care to
millions of hajjis. The health services
provided year-round is strengthened
during Hajj by assigning additional
manpower and medical resources and
additional supplies, in preparation for
a higher patient load, care for longer
hours and more frequent supervisory
activities. However, it is feared that
these supplies may be maldistributed,
leading to waste of precious resources.
This study aimed to evaluate the
need and utilization of these health
services, in order to provide answers
for optimal distribution of health
resources in future seasons.

There are 73 Primary Health Care
Centers (PHCCs) in Makkah city.
Most of them have a permanent duty
during the year while some of them
only operate during hajj. Some of
the PHCCs are very close to Haram
(within 1- 2 km) and some are farther
away (over 5 km).

It is a known fact that during hajj,
all hajjis prefer to stay close to Kaa’ba
to perform their religious rituals easily,
thus creating a gradient of patient
load with highest concentration near
Kaa’ba. In consequence, the Makkah
Health Directorate distributes
manpower and medical resources to
PHCCs according to their distance
from Haram and Hajji's congestion,
adding more supplies to those in need.
During this hajj season, there were

27 PHCCs that received additional
resources (AR).

A cross-sectional study was
conducted among 23 PHCCs of those
supplied with AR (AR PHCCs; i.c.
those that received additional staff and
medications during hajj season) and 7
PHCCs without additional resources
(NoAR; iec. staff and medications
same as year-round) were selected.
Data was collected in two visits: the
first at the beginning of hajj, when
the investigating team visited all
participating health facilities and
collected pertinent information about
the previous year and the allocation
of additional resources during Hajj;
the second was carried out after hajj,
to collect the data on patient load and
drug consumption during hajj.

The minimum distance of the
PHCCs from Haram was 300m and
the maximum was 50km. The mean
distance of AR PHCCs from Haram
was 5.8 km (SD +5.2), while that
of NoAR PHCCs was 24.1 km (SD
+15.9) (t-test = 4.89, P <0.0001).

The mean number of total
physicians in the AR PHCCs was 7.57
(SD +2.29) as compared to 5.3 (SD
+3.4) in NoAR PHCCs (P=0.0438);
the mean number of total nurses in
the AR PHCCs was 12.0 (SD +3.7),
compared to 13.4 (SD +6.5) in NoAR
centers (P=0.56).

Among AR PHCCs, 91.3%
reported that the duty of additional
staff was from the Ist-15th Dhul

Hijjah,4.3% was 1st-30th Dhul Hijjah,
and in one center (4.3%) was 1st-7th.
One duty shift was implemented in
most AR PHCCs (82.6%), and the
rest (17.4%) had two shifts. Among
NoAR PHCCs, 42.9% implemented
one shift system and 57.1% had two
shifts. Regarding duration of the
shift, among AR PHCCs, 19 (82.6%)
implemented one shift duty of 12
hours, and 4 (17.4%) implemented
two shifts of 12 hours each. Among
NoAR centers, 3 (42.9%) had 2 shifts
of 4 hours each, 3 (42.9%) had one
shift of 9 hours, and one (14.3%) had
two shifts of 8 and 9 hours.

The mean number of staff in
AR PHCCs in the 1st shift was 27.5
(SD +6.95) compared to 9.1 (SD
+6.4%) in NoAR centers; and in the
2nd shift was 14 (SD +£10.9) in the
AR PHCCs compared to 10.3 (SD
+8.6) in NoAR centers. Most of the
AR centers (95.7%) and over half
of NoAR centers (57.1%) reported
that the number of medical staff was
sutficient.

On average, a physician managed
542 (SD +47.0) patients/day, and
a nurse managed 31.1 (SD £38.0)
patients/day during hajj. In general,
AR PHCCs, had the highest patient
load, but was thought to be reasonable
in most AR facilities, with exception
to a few PHCCs that showed daily
patient to physician ratio and patient
to nurse ratio reaching or exceeding

one hundred
(Continued on page 13)

Table 1: Comparison between mean patient load during the hajj period and the rest of the year 1426H,
among PHCCs with additional resources and those without additional resources

Total patients

Emergency cases

Notifiable diseases

PHCCs with
additional resources

PHCCs without
additional resources

Mean during months 1-11/1426 H 3133.5 3145.9
95% CI1 2885.7 - 3381.2 3573.1 - 2718.7
Mean during Hajj 1426 H 6956 1698
Mean during months 1-11/1426 H 5.7 5.8

95% CI 5-6.5 7.5-4.1
Mean during Hajj 1426 H 69 7

Mean during months 1-11/1426H 1.5 1.5

95% CI 1.1-1.8 2.2-0.7
Mean during Hajj 1426 H 0 0

Saudi Epidemiology Bulletin, Vol. 13, No. 2,2006




(Continued from page 11)
higher vulnerability to disease. ARI is
very common during hajj.1

In recent years, a number of local
hamlas have provided health facilities
for their hajjis, in an effort to increase
the number of hajjis in the hamla, or
raising the price of these hamlas.

Emergency situations are common
during hajj, such as heat exhaustion,
sunstroke, dehydration, injuries; in
addition to complications of certain
chronic  diseases.2,3 The most
common illness among hajjis in
this study was ARI. As previously
reported, almost 40% of hajjis may
suffer from ARI during hajj.3

Another very important effect of
having health facilities in the camps
is reducing the load on ministry of

health facilities. In this study, hajjis
who did not have health facilities
at their camps sought health care
at governmental health facilities
when they became ill. It has been
reported that 27.4% of hajjis utilize
governmental health facilities during
their stay in Mina.4

This study showed that health
services within the camps are of
benefit to hajjis, and may also reduce
the load on governmental health
facilities. However, the high cost
of these hamlas may hinder hajjis’
from joining them. Training of hamla
physicians is recommended, and they
should remain in contact with MOH.
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(Al-hajla, Al-sulaimania and Al-shamia
health centers).

During years 1425 & 1426 H, the
means of total patients in AR PHCCs
reached maximum numbers during
hajj. In the NoAR centers, there was no
difference in mean total patient number
throughout the year including hajj. During
hajj 1426 H, the mean of total patients in
AR PHCCs reached a maximum on days
7 & 14, and minimum on the 9th. There
was no difference in NoAR PHCCs.

The number of drug items prescribed
exceeded 30 tablets/patient/day in some
PHCCs. On average, 24 (SD £16.9) drug
items were dispensed to each patient.
However, 2 AR PHCCs (8.7%) and 4
NoAR PHCCs (57.1%) dispensed over
40 items/patient. Means of all medications
consumed during hajj in AR PHCCs were
higher and above the upper 95% CI limit
than that consumed during the rest of the
year. In NoAR PHCCs, almost all the
means of medications consumed during
hajj period fell within the 95% CI of the
mean of that consumed during the rest of
the year.

-Reported by: Dr. Moslem Abu Hassan,
Dr. Adel Turkistani, Dr. AbdulJamil
Choudhry (Field Epidemiology Training
Program).

Editorial notes: During hajj season,
certain health facilities in Makkah are
augmented by assigning extra health
workers for hajj duty, based on the
distance of the PHCCs from Haram and
the congestion of Hajji's. The strategy for
provision of additional resources based
on the distance of the health facility from
the Kaa’ba is apparently working well, as
confirmed by this study.

Demarcation of a clear catchment area
and accurate estimate of the population
to be served are essential requirements
for planning and evaluating health
services, especially PHCCs.2 However,
the population for the selected Makkah
PHCCs was fleeting, to an extent that 3
centers claimed they had no concept of the
catchment population. This unique feature
could be a major obstacle in the proper
planning of resources for these facilities,
not only during hajj but for the whole
year, and needs addressing by defining the
catchment area and estimating the number
of permanent and temporary residents.

The lowest number of cases on the
9th of Thul hijjah is explained by the fact
that all Hajjs are in Arfat that day. The
increase in number of cases on day 14th is
due to the occurrence of many accidents
after rain fall that day.

It was noticed that none of the
facilities had a deficiency of essential
drugs during Hajj or throughout the year.
Patient-staff ratio also seemed adequate.
However, those facilities where patient to
physician/nurse ratio were unrealistically
high demand intervention to bring down
to manageable levels.

It was recommended that allocation
of staff and medicinal resources to all the
facilities continue in the same pattern,
except for those facilities that were found
to have very high patient to physician/
nurse ratio where more staff should be
allocated. Those facilities that showed a
very high ratio of number of medicinal
items prescribed per patient requires
further exploration. Makkah health
directorate should routinely analyze the
data collected during each hajj to study the
pattern of morbidity among patients and
health care utilization, in order to develop
an evidence-based resource allocation
model for coming hajj seasons.

References:

1- Shortt NK, Moore A, Coombes M,
Wymer C. Defining regions for
locality health care planning: a
multidimensional approach. Soc Sci
Med 2005;60(12):2715-27.
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Distribution of
Influenza virus
during Hajj

season, cont...

(Continued from page 10)

reported by FETP for Hajj 1424

H, with some significant differences.2
Both studies have shown that the
Influenza virus subtypes circulating in
Hajj are similar to the strains circulating
elsewhere in the world, and are
already part of the influenza vaccines
recommended for the forthcoming
seasons.

As the number of confirmed cases

recruited at airports were only 7, so
non-isolation of Influenza A not-typed
or only 1 case of Type B can not be
stressed strongly, but this variation
indicates some variation in the viral
subtypes which are imported with these
hajjis and the one circulating locally. In
addition, around one third of the total
viruses fall in the group “non-typed”
indicates the need for strengthening of
the virology laboratory involved.

An earlier study, reported on data

collected only from health care facilities
(both PHC and hospitals), while this
study recruited most of the patients at
airports.

The case definition used for

identification of suspected cases has not
proved to be specific enough, as only
9.7% of the suspected cases who fulfilled
the symptom-based case definition
resulted in isolation of influenza virus:
but the yield was not uniform across the
places of case recruitment.

Although the total number of

suspected cases recruited in Ajyad
hospital (only facility reported in both
studies) from 185 to 43, the proportion
of confirmed cases among suspected
cases has improved tremendously.

However, the proportion of confirmed

cases is still low among suspected cases
recruited at airports, which indicates
using either a different case definition
or a different way of applying the same
case definition. The issue needs a careful
revision of the strategy for recruitment
of suspected cases, thus decreasing
variation between the sites, maybe by
improved training of the statf.

Keeping in view the usefulness

of the surveillance information, it is
recommended to expand it to other
entry ports of the country dealing
with pilgrims and preferably continue

Mark your calendar. ..

Inside the Kingdom

February 24-26, 2007: Arab Child Health Conference.
Venue: The King Faisal Conference Hall, Riyadh Intercontinental
Hotel,
Riyadh, Kingdom of Saudi Arabia.
Contact: Ministry of Health, Riyadh, KSA.
Tel. : 966(1)4602332
Fax.: 966(1)4602316

April 01-04, 2007: 3rd Saudi Annual EBM Conference & Workshop.
Venue : The Westin Hotel, Jeddah, Kingdom of Saudi Arabia.
Contact: Academic Affairs, King Abdulaziz Medical City - Jeddah,

KSA. Tel. +966-2-6240000 ext. 21244 / 21562.

Fax. + 966-2-624000 ext. 21009

E-mail : ngcebm@ngha.med.sa

Website: www.ngha.med.sa/ebm

Outside the Kingdom

May 09-12, 2007: 5th International Symposium on the Diabetic Foot.
Location: Noordwijkerhout, Netherlands
Contact: Nicolette van Erven.

Tel. : 31-0-348-567-667, 31-0-348-446-057

E-mail: info@diabeticfoot.nl

the activity around the year. Also,
sample preservation in hospitals is

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

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

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

@& For epidemiological assistance,
call or fax the FETP at 01-496-0163
e-mail: nhamdan@fetp.edu.sa
Website: Www.fetp.edu.sa

Department of Preventive
Medicine:

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

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

e Dr. Amin Mishkhas
Director, Infectious Diseases
Department

Field Epidemiology Training
Program:

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

e Dr. Randa Nooh

Consultant Epidemiologist,
Bulletin Editor

o Dr. Abdul Jamil Choudhry

Consultant Epidemiologist.
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Selected notifiable diseases by region, Apr - Jun

2006

5 >
S| S| 8 ERE g o | x 3 S| §|d g B s =
=]
Measles 7128|87 | 1M| 5 1012 |1 1 0|3 0 0,0 |72 5|3 0 0 0 226
Mumps 0 2 0 0 1 3 5 1 1 1 0 2 [0 2 1 1 0 0 1 27
Rubella 3 1 0 1 0 1 1 0 0 0|1 0 00 1 110 0|0 0 10
Varicella 459 (1697 |1578 | 368 | 2245|1253 |1681 979 | 1020 539 | 550 | 373 | 151 | 164 | 357 | 91 | 200 | 91 | 41 | 16008
Meningitis mening. 110 |1 o000 |0 0| 0|01 0|0 |0 0|0 |00 0 3
Meningitis other 5 (40| 6 | 13| 8 | 3 | 4 0 4 |10 |5 00 0 11 4 |0 1 129
Hepatitis B 225 | 21 (354 | 77 | 13 | 79 (126 | 3 2 | 46 (17 |97 | 15| 6 |30 | 9| 0 |45 | 0 | 12 177
Hepatitis C 9 (345|571 | 4 | 36|92 |3 2 | 34 15|36 |7 |1 4 3,0 [29/|0 | 16 821
Hepatitis unspecified 25/0 (140 0| 0|2 |8 0|20 3|10 11| 10|00 1 272
Hepatitis A 32 |15 | 45| 1 (127 1 |26 27 | 44| 3 |104| 26 | 25 [136| 71 | 4 5 1 5 732
Typhoid & paratyphoid 8§ 4]0 |1 0 116 |34 017|036 |53 0|0 | 4]0 2 94
Amoebic dysentery 0 |431| 9 |20 3 |44 (5 7 |29|37|0 5,0 (3| 0|0 4 1 0 681
Shigellosis 6 |0 5 0 0 3122 2 0|0 |7 0|1 0 50 0|0 0 33
Salmonelosis 13 | 47 |13 | 0 2 {1025 17 | 10|24 |14 | 0 | O 0 8|0 | 25| 9 4 447
Brucellosis 127 {13 | 8 |70 | 47 | 250 | 93 | 14 63 |176| 50 | 31 | 228 |13 |38 | 56 (10 | 3 | O 4 1294
Comparisons of selected notifiable diseases, Apr - Jun
2005-2006
DISEASE § E c§ § g DISEASE § E =§ § ??
2006 2005 % 2006 2005 2006 2005 % 2006 2005
Cholera 4 5 -20 4 16 Meningitis mening 3 4 -25 13 18
Diphtheria 0 3 -100 2 7 Meningitis other 129 117 10 234 510
Pertussis 10 3 233 12 21 Hepatitis B 1177 | 1096 7 2172 | 4209
Tetanus,neonat 5 6 17 10 22 Hepatitis C 821 676 21 1513 | 2674
Tetanus,other 2 3 -33 5 10 Hepatitis unspecified 272 300 -9 518 1179
Poliomyelitis 0 0 0 0 0 Hepatitis A 732 685 7 1634 | 2461
Guilain Barre Syndrome | 34 10 240 58 103 ||Amoebic dysentery 94 126 -25 145 325
Measles 226 142 59 309 373 Amoebic dysentery 681 792 -14 1398 2806
Mumps 27 29 -7 53 115 Shigellosis 33 40 -18 68 198
Rubella 10 1 900 16 18 Salmonelosis 447 354 26 677 1349
Varicella 16008 | 16335 -2 28701 | 45389 Brucellosis 1294 | 1159 12 2357 | 3804

Diseases of low frequency, Apr - Jun 2006

Yellow fever, Plaque, Poliomyelitis, Rabies, Haemolytic Uraemic Syndrome: No Cases
Pertussis: 10 Cases (Eastern 3, Hasa 2, Asir 1, Hail 1, Najran 1)
Neonatal Tetanus: 5 Cases (Makkah 3, Jeddah 2)
Ecchinoccocosis: 4 Cases (Riyadh 2, Baha 1, Qunfudah 1)
Guillian Barre Syndrome: 34 Cases (Riyadh 8, Qassim 3, Hail 3, Jazan 3, Baha 3, Makkah 2, Jouf 2,
Northern 2, Eastern 2, Jeddah 1, Madinah 1, Taif 1, Hafr Al-Batin 1, Najran 1, Hasa 1)
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