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Blood-Borne Diseases
Among Barbers During
Hajj, 1419 H (1999).

Head shaving is considered to be an important potential means of transmission
of communicable blood-borne diseases (BBDs), such as Hepatitis B (HBV),
Hepatitis C (HCV). and human immune-deficiency virus (HIV). The malprac-
tice’s of barbers can make head-shaving during Hajj an optimum focal setting
for spread of serious BBDs, particularly that nationals of some Islamic countries
such as Pakistan, Nigeria, and Egypt, have relatively high prevalence rates of
HBV and HCV. However, previous studies have lacked laboratory components
that document the prevalence of these BBD among Hajjees or barbers. The ob-
jectives of this study were to determine the prevalence of HBV, HCV and HIV
among barbers during Hajj. and to study other factors associated with BBDs
among them.

In a cross-sectional study. barbers working at head-shaving sites at Jamarat,
where there are more than 200 barber-chairs, were recruited. The study yielded a
random sample of 158 barbers, whose consent was obtained to draw their blood;
158 blood specimens were collected, sera were tested for the presence of markers
for HBV, HCV, and HIV.

The mean age of the barbers was 30.9 + 8.8 years (Range 14-65 years), they
were from eight different nationalities, the majority; 72 (45.6%), were from
Myanmar, 27 (17.3%) were from Egypt and 22 (14.1%) were from Bangladesh.
About two-thirds of the barbers; 101 (64%) were found to work during the Hajj
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Blood-Borne diseases among barbers, Hajj

1419 H ....cont.

(Continued from page 1)

season only, while professional li-
censed barbers were only 57
(36.1%). Most of the barbers had
worked during previous Hajj seasons
for a median of 2 to 5 years. More
than four fifths of barbers, 128 (81%)
reported that no diseases were trans-
mittable by head shaving,

Laboratory tests revealed that 7
(4%) barbers tested positive for
HbsAg, 16 (10%) for HCV. and one
(0.6%) for HBeAg. None of the bar-
bers tested positive for HIV, anti-
HTLV 1&2. anti-HbsAg or Anti-HBc
IgM.

There was a significant association
between testing positive for HCV An-
tibody and nationality (32 = 21.3,
P<0.05). Around one third of Egyp-
tian barbers (9 or 32.1%). 3 Pakistani
barbers (15%). and 4 barbers from
Mayanmar (5.6%) tested positive for
HCV, but none of those from other
countries. HCV was relatively higher
among barbers who had practiced
head shaving at least in one previous
Hajj season.

— Reported by: Dr. Abdulhafiz Turki-

stani, Dr. Ali Al Rumikhan and Dr.
Tajammal Mustafa. Saudi Arabian
Field Epidemiology Training Pro-
gram.

Glossary of terms

Hajj- Islamic pilgrimage to Makkah.
Hajjees- Muslim pilgrims.
Hijirah Calendar- The Muslim lunar

year of 12 months calculated from
the actual sighting of the moon.

1419 H (Hijirah) = 1999 Gregorian
Calendar
Hajj season- 4-month period be-

tween Ramadan and Dhul Hijja
months of the Hijirah Calendar.

Al Jamarat- Area near Makkah vis-
ited by hajjees during the hajj scason.
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Editorial Notes: This study reports,
for the first time, the prevalence of
HBV. HCV and HIV among barbers
serving Hajjees during the Hajj sea-
son. Head shaving has been reported
to be an occupationai risk factor for
BBD among barbers. Prevalence rates
of HCV as high as 38% have been re-
ported among Italian barbers (1).
These results are certainly disturbing.

Barbers during Hajj are at risk to
acquire a BBD from Hajjees. espe-
cially if they have a cut wound in
their hand. A previous study docu-
mented that about a fourth of barbers
had visible cut wounds in their hands.
Conceivably, Hajjees are also at risk
of being exposed to infected blood or
contaminated head shaving instru-
ments, especially if they have a cut
wound on their scalps (2).

Strict supervision, screening and
licensing of barbers is required to en-
sure that at least those working at ar-
eas supervised by the government are

free from any Blood Borne Disease
(see photo). Control measures have to
be integrated with self-supervision by
Hajjees themselves and barbers
through intensified health educational

programs,
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Pulmonary Tuberculosis Outbreak in
Riyadh city—center, 1999.

During the second school term
(January-June) of 1999, five female
secondary-school students were diag-
nosed with Active Pulmonary Tuber-
culosis (PTB). All were from Riyadh
city-center. An investigation to deter-
mine the magnitude and source of
this outbreak was started. A case was
defined as any resident of Riyadh
city-center, during the period from
December 1998 to June 1999, with
cough, with or without expectoration,
hemoptysis, fever, anorexia, weight
loss, chest pain and showing a posi-
tive tuberculin test (induration > 10
mm) or a suggestive chest x-ray
(CXR) or the presence of Acid Fast
Bacilli in the sputum smear. A TB
infection was defined as a positive tu-
berculin reaction.

Passive and active case finding was
done in local Primary Health Care
centers (PHC) and schools. Cases and
contacts were interviewed using a
structured questionnaire. Tuberculin
skin tests and Mass Miniature Radiol-
ogy (MMR) were performed. Normal
CXR films were done for those with
suspected MMR and/or positive tu-
berculin skin test. This outbreak was
identified by a three-fold increase of
PTB during the second school semes-
ter of 1999 as compared to the aver-
age of the previous two years within
the same time period. The five cases
had been attending five different
schools (A, B. C, D & E). Schools A
and C were at Ghubera. school B was
at Shemaisy, while schools D and E
were at Al-Dira and New Manfouha.

Of a total of 193 identified contacts.
only 178 had had a tuberculin skin
reading: 39 household and 139 school
contacts. Among those 178, the infec-
tion rate was 52.2%. TB infection
rate among household contacts was
higher than that among school con-
tacts (69.2% compared to 47.5%).
The risk factors for positive tubercu-
lin test included being houschold con-
tacts (OR = 2.49, CI 1.09-5.74); non-
Saudi nationality (OR = 2. CI 1.05-
3.83); living at Al-Dira (OR = 5.57.
CI 1.19-28.23) and Ghubera (OR =
3.73. CI 1.19-11.96) and father's oc-
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cupation as driver (OR = 6.93, CI
1.71-30.38). The insignificant risk
factors were age. no previous BCG
vaccination, parents education. and
crowd index. The first diagnosed case
could have been the index case,
whose source of infection might have
been her father who had a history of
incompletely treated PTB 16 years
before. One of the other cases had a
history of completely treated PTB
three years before, which might have
been reactivated.

- Reported by: Dr. Maysoon Al-
Amoud, Field Epidemiology Training

Program, and Dr. Ashry Gad Mo- .

hammed, Associate Professor of Epi-
demiology, King Saud Universily.

Editorial Note: Tuberculosis is a
global public health problem. Al-
though its incidence has increased
among industrialised countries in re-
cent years "), it has however. declined
in Saudi Arabia. During the second
school semester of 1999. five cases of
smear positive PTB cases were diag-
nosed among female secondary
school students in Riyadh city-center.
A state of anxiety and phobia spread
among the students and teachers of
the affected schools. No previous PTB
outbreak in schools has been reported
in Saudi Arabia. apart from one out-
break among students of the college
of Medicine in Riyadh. 1997 ®. The
importance of this outbreak is high-
lighted by the fact that the affected
cases were young adolescent females.
whose ages ranged from 14 to 19
years, and who had no immunity im-
pairment factors. The 5 cases were
from the city-center, an overcrowded
area with old. poorly ventilated
houses. The diagnosis of PTB was
missed by PHC centers attended by
the patients at early stages of the dis-
ease. Three of the cases were Saudi
unlike the usual pattern of TB in
Saudi Arabia where most of the cases
are non-Saudi .

In this outbreak. the TB infection
rate among houschold contacts was
higher than that among school con-

tacts. Delayed diagnosis led to pro-
longed exposure to the cases. which
may explain the high infection rate
among contacts. Previous studies
have reported that an estimated one-
third to a half of smear-positive indi-
viduals close household contacts be-
come infected. In a school outbreak in
Italy. investigators reported that
classroom, bus and residence contact
were all independent predictors of the
risk of TB infection *’. In an outbreak
at the medical college in Riyadh in
1997. the infection rate ranged from
36.8% among first year students to
45.2% among third year students.
Contact may have occurred at the col-
lege's common areas. such as the
cafeteria, library or mosque %

Although TB is a known health
problem in Saudi Arabia. there was a
delay in diagnosis in this outbreak. in
spite of the fact that the cases had
sought medical care within a short
period of the onset of symptoms. This
reflects a low index of suspicion for
PTB of the physicians at the school
health, government and private PHC
centers. Physicians in all settings
need to be familiar with the recently
revised recommendations for the
treatment of both TB infection and
disease ®. Proper screening of school
contacts, management of cases and
infected contacts, raising the suspi-
cion index for TB. and promoting
public health education are recom-
mended.
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Non-Hodgkin’s Lymphoma (NHL) in the
Eastern Region of Saudi Arabia, 1997-1998

Non-Hodgkin’s Lymphomas (NHL)
are tumors of the lymphoreticular sys-
tem. They represent the seventh tu-
mor group in frequency world wide,
with age-adjusted incidence rates of
7.7/100.000 among men and
5.2/100.000 among women (1).

In Saudi Arabia there were 1.197
cases of NHL diagnosed between
January 1994 and December 1996
among Saudis, accounting for 7.4%
of all newly diagnosed cancers. NHL
ranked second for the male and
fourth for the female populations (2).
In the Eastern Region there were 68
cases of NHL diagnosed in the inter-
val between January 1997 and De-
cember 1998 (3).

The aim of this study was to deter-
mine the risk factors for NHL in the
Eastern Region of Saudi Arabia. A
hospital-based case-control study was
conducted. NHL cases for the vears
1997 and 1998 were identified by re-
viewing the data in the National Can-
cer Registry and from the participat-
ing hospitals. Controls were selected
among subjects who had no history of
cancer. admitted as in-patients or out-
patients in the same hospitals. Face-
to-face interviews were conducted.
Interview topics covered demographic
characteristics (age. sex. and nation-
ality). family and medical history, use
of therapeutic drugs. history of viral
infection. rheumatoid arthritis. blood
transfusion. exposure to radiation.
smoking. use of hair-colour products
and occupation. Odds Ratios (OR).
95% confidence intervals (95% CI)
were calculated. A P-value <0.05 was
considered statistically significant.

A total of 205 subjects (41 cases
and 164 controls) were included in
the  analysis. Out 41 cases. 27
(65.9%) were males and 33 (80.5%)
were Saudis. A statistical significance
of clevated risk for NHL was associ-
ated with female gender (OR=3.73.
95%CI=1.55-9. P-value=0.002).
black skin (OR=4.81. 95% CI=1.33-
13.1. P-value=0.008). and agricul-
tural workers (OR=5.56. 95%CI=1.2-
26.6. P-value=0.017) (Table.1) .

(Continued on page 3)
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Table 1. Risk factors for Non-Hodgkin's Lymphoma among
cases and controls, Eastern Region, 1997-1998

Characteristic Cases Controls OR 95% Cl | P-value
(41) (164)
No. % No. %
Age group
20 & under 8 19.5 35 21.3 |0.89| 0.34-23 | 0.49
21-40 10 244 68 41.5 | 0.46] 0.19-1.1 0.03
41-60 10 341 40 24.4 1.61| 0.72-36 | 0.14
60 & above 9 22 21 12.8 1.92| 0.73-49 | 0.14
Gender
Females . 34 20 12.2 |3.73 1.55-9 0.002
Skin color
White 3 7.3 14 85 |0.85| 0.18-3.4 | 0.54
Black 8 19.5 9 55 |481| 1.33-13.1 | 0.008
Brown 300 722 | 141 86 0.44| 0.18-1.1 0.05
Residence
Rural 2 4.9 7 4.3 1.15| 0.00-6.5 | 0.57
Urban 39 951 | 157 957 |087| 01564 | 057
Education level
llliterate 12 293 51 31.1 [092| 0.40-2.1 0.49
less than secondary 15 36.6 76 46.3 |0.67| 0.37-18 | 037
Secondary & above 14 341 37 225 | 18| 08948 |0.071
Medical conditions
Herpes simplex virus | 6 14.6 10 6.1 |264| 0.78-8.7 |0.073
Hepatitis C virus 1 2.4 1 0.6 |[4.08]|0.00-155.6| 0.36
Rheumatoid arthritis 3 7.3 4 24 |3.16| 0.53-17.9 | 0.15
Blood transfusion 2 4.9 2 1.2 |4.15| 0.40-43.6 | 0.18
Therapeutic
Cimitedine & other H2-receptor antagonists
2 4.9 2 12 |4.15| 0.40-436 | 0.18
Diagnostic X-ray 38 92.7| 140 854 |217| 05797 | 0.16
Smoking 9 22 41 25 |0.84| 0.34-21 | 043
Hair-color products
Dye 4 10 - 7 43 |249]| 0.57-10.3 | 0.15
Henna 3 7.3 12 7.3 1 0.21-4.1 0.61
Dec-oloration 1 2.4 2 1.2 2.02| 0.00-30 0.49
Occupation
Agricultural worker 5 12.2 4 24 |5.56| 1.20-26.6 |0.017
Chemical industry 1 2.4 8 49 (049 0.02-4.1 | 043
Textile worker 1 2.4 5 3 0.8 | 0.00-7.4 | 0.66
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NHL in the Eastern
Region of Saudi
Arabia, 1997-1998
cont.

— Reported by: Dr. Abdulrahman Al-
Khan, Dr. Nasser Al- Hamdan (Saudi
Arabian Field Epidemiology Training
Program), Dr. Nora Al-Nahedh (King
Saud University), and Dr. Haya Al-
Eid (National Cancer Registry).

Editorial note: This is the first study
to determine the risk factors for NHL
in the Eastern region of Saudi Arabia.
Most of our results were consistent
with previous sudies. A previous in-
vestigation reported a lower incidence
rate of NHL for blacks than whites
(4), but our results did not support
this. The statistically significant ele-
vated risk for NHL among blacks in
our study may be explained by the fact
that most of the residents of the East-
ern region are of a brown race, and
only a small proportion are of black
race.

The elevated risk for NHL with liv-
ing in a rural area in our results is
probably due to the fact that the East-
ern region is mainly an urban area
with only a small number of people
(Bedouins) living in rural areas.

The association between NHL and
the use of drugs to treat ulcers is sup-
portive of a previous study that sug-
gested a link between cancer and use
of cimetidine and other histamine H2-
receptor antagonists used in the treat-
ment of ulcers (5).

Experimental studies have shown
that hair-colouring products contain
mutagenic and carcinogenic compo-
nents, which vary by hair-colour prod-
uct type and colour (6). In the present
study, the variation of NHL risk by
product type is somewhat consistent
with what would be expected based on
concentration and formulation of the
various hair-colour products. In this
study we found that dye and de-
coloration types of hair-colour prod-
ucts, which may contain carcinogenic
and amino compound, have an in-
creased risk for NHL whereas henna,
which is a natural product for hair-
coloring, had no associated risk for

(Continued on page §)
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Summary of Global Polio
Eradication Plan of Action

2000 - 2005

Although substantial progress to-
wards polio eradication has been
achieved during 1999, the interruption
of poliovirus by 2000 or as soon as
possible, will be feasible only if ex-
traordinary efforts are taken in priority
countries where polio remains en-
demic.

Realizing the full benefits of polio
eradication will require not only stop-
ping transmission but also a full
agenda of work outlined in the strate-
gic plan for the years 2000 — 2005
(see Figure 1).

*  From 2000 — 2002, the focus will
be on intensifying supplementary
immunization (NIDs/mop-up) and
surveillance activities to interrupt
virus transmission in the 30 re-
maining endemic countries.

*  From 2000 — 2005, surveillance
and certification activities to
guide intensified NIDs and to
document the absence of polio in
polio-free countries so that Re-

gional and Global Certification
commissions can certify eradica-
tion.

*  From 2000 — 2005, a sharper fo-
cus on strengthening routine EPI,
in cooperation with the Global
Alliance on Vaccines and Immu-
nization (GAVI), to secure gains
and to build on lessons learned in
polio eradication to date.

e From 2000 — 2005, activities to
implement the Global Plan of Ac-
tion for Laboratory Containment
will accelerate. Laboratory con-
tainment of poliovirus is an es-
sential part of the eradication ac-
tivities in polio-free countries.

Finally, this plan of action summa-
rizes the necessary research and pol-
icy planning required to establish an
international consensus for stopping
polio immunization in the post-
eradication.

Figure 1. Polio Eradication Initiative Strategic Plan, 2000-2005

Intensified NIDs & ‘Mop-up’

Surveillance & Certification

Strengthen EPI (especially
mgmt, access, cold chain, surveillance)

Containment of Lab Stocks

Consensus to Stop Imm.

2000 2005

-+
-~

!

Source: WHO vaccine preventable diseases: monitoring system. 2000 global sum-

mary. WHO, Geneva 2000. 17-19.
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Carbon monoxide poisoning:
An overlooked diagnosis!

On August 28,1999, twenty females
who had attended a wedding party
sought medical care at two hospitals
in Asir Region. They were com-
plaining of vague symptoms com-
prising headache, dizziness, nausea,
vomiting, drowsiness, lethargy, ab-
dominal pain, loss of consciousness,
dyspnoea, chest pain and palpita-
tions. The diagnosis of food poison-
ing was made. Specimens of blood,
urine, stools, and throat and rectal
swabs were negative for pathogens.
Carbon monoxide (CO) poisoning
was not suspected and carboxy-
hemoglobin was not measured. All
patients recovered and were dis-
charged within 24 hours.

An epidemiological investigation
was started and a case-control study
conducted to determine the cause of
illness. Odds Ratios (OR) along with
95 % confidence intervals (CI) were
calculated for the association be-
tween the illness and potential risk
factors. A case was defined as any
person who had attended the wed-
ding party on August 28,1999, be-
tween 9.00 am. and 3.00 p.m., and
who had developed one or two of
the following symptoms: headache,
dizziness, nausea, vomiting, weak-
ness, abdominal pain, loss of con-
scious, dyspnoea, and chest pain.
Twenty cases and 39 controls were
identified, all were interviewed us-
ing a standardized questionnaire.

The total number of wedding at-
tendees was 60 females. They were
divided into two groups; one group
was seated inside the house, and the
other in a tent built within the vicin-
ity of the house. Investigation re-
vealed that a fire was ignited at 9:00
a.m. using wood, and it was placed
about 2 meters away from the tent
outlet. At 10:00 a.m. a large bag of
charcoal was added to the fire at
once. It was a windy day and the
wind was driving the smoke into the
tent, which was about 15 x 10 me-
ters, was closed from all sides, and
had no opening except the outlet
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which was about 1.5 x 1.00 meters.
Cases developed symptoms after two
to three hours of attending the wedding.
The most common symptoms were
vomiting 65%, headache 60%, drowsi-
ness 55%, and nausea 35%, in addition
to unconsciousness in one case. The
median age of the victims was 28 years
and all them were found to have sat in
the tent. Non of those who had sat in the
house became sick. Fifty-five percent of
the victims had not consumed any food
before onset of symptoms. However, all
the non-affected attendees had eaten
food. There was a strong association be-
tween the disease and the following risk
factors: duration of exposure within the
tent of over | hour (OR= 4.0), dancing
(OR= undetermined), and young age
group of 1 to 19 years (OR=2.06).

— Reported by: Dr. Ahmed Al-Shihry
and Dr. Tajammal Mustafa . Saudi Ara-
bian Field Epidemiology Training Pro-
Br am.

Editorial Note: Carbon Monoxide is a
colorless, odourless gas produced by in-
complete combustion of carbon-based
fuels. It has a higher affinity than oxy-
gen to hemoglobin, forming carboxy-
hemoglobin which reduces the oxygen
carrying capacity of hemoglobin thus
depriving the tissue from oxygen and
interfering with cellular respiration (1).
Severe manifestations include coma,
convulsions, myocardial infarction and
death. Mild symptoms include vomiting,
headache, nausea, and dizziness. The
addition of charcoal to an already exist-
ing fire resulted in production of a large
amount of CO.

The simultaneous demonstration of
symptoms by all twenty cases who were
inside the tent, absence of symptoms in
those who were in the house, presence
of a carbon monoxide source, and the
strong association between risk factors
and the disease suggests that this out-
break was due to carbon monoxide poi-
soning. Carbon Monoxide poisoning
presents with vague signs and symptoms
mimicking other diseases (2).

Misdiagnosis of CO poisoning as food

poisoning is well known (3). This re-
port should alert physicians to have a
high index of suspicion of CO poison-
ing when dealing with patient(s) who
present with a compatible clinical pic-
ture in the presence of risk factors.

References:
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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

R® For epidemiological
assistance,
call or fax the FETP at
01-496-0163
e-mail: fetp@naseej.com.sa
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Pulmonary TB,
Riyadh ..... cont.

(Continued from page 3)
113 (1): 83-93.

6. CDC guidelines for preventing
the transmission of Mycobac-
terium Tuberculosis in health
care facilities, 1994. MMR
1994, 43 (RR-13).

Notice to Contributors

The Saudi Epidemiology Bulletin is
published quarterly by the Department
of Preventive Medicine and the Field
Epidemiology Training Program. This
publication provides feedback be-
tween the Department of Preventive
Medicine and medical staff in the
Kingdom. The scope is public health
in general and epidemiology of infec-
tious and non-infectious diseases in
particular, with emphasis on surveil-
lance, outbreak investigation, applied
research, hospital infection and inno-
vative approaches. All medical per-
sonnel may contribute. Papers fulfill-
ing the following requirements will be
considered:

e The work should be original.

e Follow the Vancouver style [1] in
preparing articies, which should be
no longer than 500 words. An Ara-
bic translation of the summary is
desirable. Number references se-
quentially.

e The author is responsible for state-
ments and figures, which should
not have been previously pub-
lished.

e Articles accepted for publication
are subject to editing, including
omission or amendment of mate-
rial.

e Author’s name, institute, full postal
address, telephone and fax number
should be provided.

Reference:

1. International Committee of Medical
Journal Editors. Uniform require-
ments for manuscripts submitted to
biomedical journals. Saudi Med J
1991;12(6): 443-448.
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NHL in Eastern
Region of Saudi
Arabia .....

cont.

(Continued from page 5)
NHL.

The small numbers of exposure to
some variables in this study are most
probably attributed to the small num-
ber of our studied cases. An additional
study on a larger number of cases
within more recent years would be
very supportive.
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Selected notifiable diseases by region, Jan - March 2000

£
- 2 & E .
= £ T E E - « T
82 £. 538 £ g5 83 -5 58233 ¢ 3
z = £ & 53 8§ 22 2 af 2352 8 88 °
Measles 23 Es g Mo es T TR Y 80 5 e 0 200000 1 0" 0 Dl 180
Mumps 77 45 69 32 58 46 24 11 5 12 8 21 11 4 35 6 2 1 11 14 492
Rubella SRR 2SS 1 (e B S 0 X R ST e () ) ) ) 53
Varicella 831 234 727 229 398 308 1075 210 215 374 110 153 109 33 52 92 24 50 104 55 5383
Brucellosis 107 14 6 45 29 171 19 10 52 241 34 6 185 7 67 44 20 12 4 9 1082
Meningitis 3 110 20 2 15 0O 0 o o o o 0o O O 1 0 O 0 o0 0 151
mening.
Meningitis, B4 2NN N2 TR 7 e R B e L b B SR B e s i R (e fr s
other
Hepatitis A 32 98 56 3 42 38 15 7 14 60 1 54 6 14 19 76 0 12 12 1 560
Hepatitis B I8AA24T T 390 28 14680 FL o4l 320200 60 40 00 16 20 AT DE OIS T2
Hepatitis C 17 49186: 0 *25 44 53 @ 3 Q' 30 M 4 0 00 20 25w sigie 0 389
Hepatitis, 6 47 12 0 5 0 2 5 0 32 0 22 21 0 145 2 0 2 0 0 301
unspecified
Typhoid & i iasiline i gl A2 8 i O [ P R S O R Sy AR o) e il 7
paratyphoid
Amoebic 33 7 584 13 0 31 15 9 0 65 23 40 3 0 2 21 0 0 3 7 856
dysentery
Shigellosis 12 o 6 0 2 2 1 o0 17 0 0 13 0 0 0 7 0 0 o0 2 72
Salmonellosis 28 4 21 0 3 6 132 7 15 8 0 17 0 1 0 15 9 0 0 O 266
Syphilis 2 DSRS0 0L S0 9 4 1 =02 000 S 0 0 S 0RNOU SIS0 28
VD, other 1 0 3 0 0 O 17 19 1 5 1 0 1 0 6 1 0 0 1 0 88

Comparisons of selected notifiable diseases, Jan-Mar 1999-2000

§ § 5 § § § § £ 5 §

DISEASE 2000 1999 9, 2000 1999 DISEASE 2000 1999 % 2000 1999
Diphtheria 0 0 0 0 0 Meningitis, other 174 185 -6 174 613
Pertussis 2 3 -33 2 9 Hepatitis A 560 556 1 560 2365
Tetanus, neonatal 1 1 0 1 12 HepatitisB 721 616 17 721 3076
Tetanus, other 3 1 200 3 7 Hepatitis C 389 364 7 389 1737
Poliomyelitis 0 0 0 0 0 Hepatitis, unspec. 301 196 54 301 960
Measles 180 1173 -85 180 2815 Typhoid/paratyph. 77 75 3 77 390
Mumps 492 656 -25 492 2290 Amoebic dysentery 856 1008 -15 856 3522

Rubella 53 80 34 53 299 Shigellosis 72 174 -59 72 551
Varicella 5383 6705 -20 5383 23087 Salmonellosis 266 369 -28 266 2145
Brucellosis 1082 1408 -23 1082 6250 Syphilis 28 35 =200 28 220
Meningitis, mening. 151 5 2920 151 20 VD, other 88 105 -16 88 460

Diseases of low frequency, January — March 2000

Yellow fever, plague, diphtheria, poliomyelitis, rabies, transverse myelitis, echinococcosis, haemolytic uraemic syndrome,
puerperal sepsis: No cases

Pertussis: 2 (Makkah 1, Jeddah 1)

Tetanus neonatal: 1 (Jeddah 1)

Tetanus, other: 3 (Jeddah 3)

Guillain-Barre syndrome: 21 (Riyadh 5, Taif 1, Makkah 1, Jeddah 6, Qassim 1, Tabuk 1, Jouf 1, Goriat 1, Hassa 1, Hail 2,
Gonfoda 1).
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Selected notifiable diseases by region, April - Jun 2000

S
- 3 E .
§: §_ 2% § .3 _ =% _ 8 5.3z .
2 s 35 S8 R 8t 3 582 302 HiH552%85 8
x = = = = C w I X <« Mm - L o 5 Z2 @ £ G O =
Measles b PR A e e R (L R AR L AR e [ TR P TR S TR e e [T
Mumps 3 17 44 8 60 28 25 22 & 1r 3 14 & § 108 2 3 3 0 322
Rubella AL e B A SR 1 3 D e S R | O =30 00 0EE 0 62
Varicella 825 373 903 290 494 354 1621 453 366 391 69 225 189 151 50 75 66 45 117 43 7100
Brucellosis 172 13 6 59 39 436 91 34 105 322 114 16 315 26 45 82 11 33 6 9 1934
Meningitis, 13 50 26 3 41 0 4 o o o0 o0 0 1 o 1 0 0 0 1 0 140
mening.
Meningitis, 70 51 B9 4 23 12 7 141 B VL6 e T 00 13 1 0 3 © 0 308
other
Hepatitis A 32 119 70 0 46 19 15 4 0 58 39 2 2 16 77 2 5 4 0 510
Hepatitis B 86 101 2068; 5 62 36 474 @4 1,40 11 10 10 9 85493 R 2 836
Hepatitis C 23 84 229 0 29 32 83 8 0 4 200 S5iNRI a0 NS R0 DR OFESTY
Hepatitis, 11 28 22 0 4 5 0 2 0 7 0 43 17 0 84 8 0 3 0 o0 234
unspecified
Typhoid & 23502680 3IERN )RS IR 15 1 AT DR R T S TR R 1 M T« IR (ST W =5 1y
paratyphoid
Amoebic 14 3 449 9 0 27 10 5 1 82 8 32 66 0 1 30 0 0 9 1 687
dysentery
Shigellosis 8 2 1 0O 0 8 5 1 5 0 0 14 0 i 0 5 0 0 0 0 50
Salmonellosis 60 4 18 0 7 8 212 8 8 8 0 27 0O 1 0 38 4 0 0 2 405
Syphilis 5 107 18 S0 0L ) 6 o O i B I T P I ) BT (e L 57
VD, other 2 0 3% 0 o0 O ¢ 18 0 11 0 0 0 O O O O O 4 O 86

Comparisons of selected notifiable diseases, April-Jun 1999-2000

s 35 2 5 B e B &, 8 &
[ U [T & & 3 7 c &

8 g § 8§ S &8 &8 &2 8 &
DISEASE 2000 1999 9% 2000 1999 DISEASE 2000 1999 % 2000 1999
Diphtheria 0 0 0 0 0 Meningitis, other 308 116 166 482 613
Pertussis 3 3 0 6 9 Hepatitis A 510 710 -28 1070 2365
Tetanus, neonatal 2 2 0 3 12 Hepatitis B 836 852 -2 1535 3076
Tetanus, other 3 0 300 86 T Hepatitis C 511 381 34 900 1737
Poliomyelitis 0 0 0 0 0 Hepatitis, unspec. 234 307 -24 535 960
Measles 188 1230 -85 368 2815 Typhoid/paratyph. 135 137 -1 211 390
Mumps 322 737 -56 803 2290 Amoebic dysentery 687 783 -12 1543 3522
Rubella 62 125 -50 115 299 Shigellosis 50 121 -59 122 551
Varicella 7100 8827 -20 12483 23087 Salmonellosis 405 531 -5 671 2145
Brucellosis 1934 2244 -14 3016 6250 Syphilis 57 49 16 109 220
Meningitis, mening. 140 16 775 291 20 VD, other 86 90 -4 174 4860

Diseases of low frequency, April- June 2000

Yellow fever, plague, diphtheria, poliomyelitis, rabies : No cases

Pertussis: 3 (Eastern 2, Jeddah 1)

Tetanus neonatal: 2 (Jeddah 1, Jizan 1)

Tetanus, other: 3 (Jeddah 1, Jizan 1, Assir 1),

Echinococcosis: 4 (Riyadh 2, H.Batin 2)

Guillain-Barre syndrome: 20 (Riyadh 6, Qassim 4, Jeddah 2, Assir 2, Tabuk 2, Eastern 2, H.Batin 1, Hassa 1)
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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

a8 For epidemiological
assistance,
call-or fax the FETP at
01-496-0163
e-mail: fetp@naseej.com.sa

Inside the Kingdom

April 9-12, 2001: “Genetics in Health and Disease — Status, Implicit and
Implications for Individuals and Community” & 3rd MEGA Meeting. Contact:
The Organizer, Department of Medical Biochemistry & WHO Collaborating
Center (30). College of Medicine & King Khaled Hospital, King Saud
University. PO Box 2925, Riyadh 11461. Tel: (01) 4670831, Fax (01) 4672575.
E-mail: mohsen@ksu.edu.sa

April 15-18, 2001: 2nd Family Medicine Essentials Workshop — An Update
on Common Clinical Problems and Practical Skills. Contact: The Postgraduate
Center, College of Medicine, King Saud University.

PO Box 2925, Riyadh 11461. Tel: (01)4671556/1551/1554/1564, Fax (01)
4811853

Outside the Kingdom

February 27, 2001: Difficult Decisions: Ethics support in the delivery of
Health Care. Location: London, UK. Contact: BMA/BMJ Conference Unit, BMA
House, Tavistock Square, London, WCIH 9JP. Tel: 44 (0) 207 3836605, Fax 44
(0)207 3836663. E-mail: confunit@bma.org.uk

For full details go to: www.bmjpg.com

March 29-31, 2001: 6th European Forum on Quality

Improvement in Health Care.

Location: Bologna, Italy.

Contact: BMA/BMIJ Conference Unit, BMA House, Tavistock Square, London,
WCIH 9JP.

Tel: 44(0)207 3836409 Fax 44(0)207 3836869. E-mail: quality@bma.org.uk
For full details go to: www.quality.bmjpg.com

July 11-13, 2001: National Maternal Nutrition [ntensive Course.

Contact: Margie Konopliv, Public Health Nutrition, Division of Epidemiology,
University of Minnesota, 1300 S. Second St, #300, Minneapolis, MN 55454-
1015, USA. Tel: (612) 626-0793, Fax: (612) 6240315,

E-mail: Konopliv@epi.umn.edu

Printing of this issue of the

Saudi Epidemiology Bullefin

is supported by

Abbott Diagnostic Producfts
Riyadh, Saudi Arabia

Tel: 01-461-2226
Fax: 01-461-3339
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