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Childhood and adolescence overweight and obesity have doubled over the 
last decades in several developing and developed countries. This experimental 
study was conducted to investigate the prevalence of obesity and overweight 
among female grade five primary school students  ̓in Riyadh, Saudi Arabia. It 
also aimed to assess their knowledge, attitude, and practices towards obesity 
and eating habits, and to evaluate the impact of a health education program on 
their knowledge, attitude, and practices. 

The study was carried out through the following steps: Firstly, an initial 
assessment (pretest) of knowledge, attitude and practices regarding overweight 
and obesity, carried out for the whole sample by using a pretest self-administered 
questionnaire. This initial assessment was considered as baseline evaluation of 
the program. Secondly, the educational intervention, which was launched as 
three sessions, and the topics presented included food groups, food pyramid, 
dietary guidelines, definition of obesity and overweight, the balanced diet, 
importance of breakfast, fast foods, exercise, benefits of maintaining ideal 
body weight, complications and risk factors of obesity and overweight and 
how to avoid them. The objectives of the health education intervention were 
to build awareness of the benefits of healthy eating, induce positive dietary 
and exercise behavioral changes, and increase knowledge about nutrition and 
obesity. Participatory active learning methods were used as educational games, 
discussion, posters, power point presentation, competitions and gifts, food 
pyramid model, food models, and prepared snacks. Thirdly, evaluation of the 
impact of the nutritional education intervention (posttest) was done by another 
questionnaire.

(Continued on page 2)
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(Continued from page 1)

The questionnaire used in both 
the pretest and posttest was designed 
to elicit socio-demographic data, risk 
factors of obesity, family history, 
eating and drinking practices. Each 
item of the practices question was 
given a score from 1 to 5, where 
poor practice was given a score of 
1, while good practice was given the 
maximum score. The alpha reliability 
of practice questions was 0.78. The 
total eating practices score ranged 
from 29-145 points and was leveled as 
follows: Good dietary practices (107-
145), fair (68- 106), and poor (29-67). 
Regarding drinking practices, the 
total score ranged from 5-25 points 
and was leveled as follows: Good (19-
25), fair (12- 18), and poor (5- 11). 
Total score of dietary habits ranged 
from 12-60 points and was leveled as 
follows: Good (44 -60), fair (28- 43), 
and poor (12- 27). Regular physical 
activity practices was assessed by 
5 questions including walking to 
school; regular physical activity at 
home, its frequency and duration, as 
well as other types of activities. Each 
physical activity practice question 
was given a score from 1 to 5 with 
higher score for favorable practices. 
The alpha reliability of activity 
practice questions was 0.89. Score 
ranged from 5-20 points and was 
leveled as follows: Good (16-20), fair 
(11-15), and poor (5-10). Knowledge 
about obesity and overweight was 
assessed by 20 multiple-choice 
questions The alpha reliability of the 
knowledge questions was 0.85. A 
correct response was given a score 
of 1, and an incorrect or donʼt know 
response was given a score of 0. The 
total knowledge score ranged from 0-
20 points and was leveled as follows: 
Good (16 – 20), fair (10 – 15), and 
poor (0 – 9).

Anthropometric measurements 
were used to assess the nutritional 
status of the studied sample, including 
weight, height, body mass index 
(BMI); fat percentage, predicted 
weight, fat gain and fat loss, by 
using Body Composition Analyzer 
measurements. This is a tool used for 

measuring weight, height, BMI, body 
fat content, predicted weight (ideal 
weight), amount of fat that should be 
gained (fat gain), and amount of fat 
that should be lost (fat loss). The BMI 
[weight in kg / (height in meters)²] 
was used as the measure of body 
fatness. 

One hundred and fifty girls were 
included in the study. Their ages 
ranged between 10-12 years (mean 
10.7, SD ± 0.5). All had not reached 
menarche. The majority of their 
parents were university graduates: 
75.3% of mothers and 86% of fathers. 
Their weights ranged from 23.5-
75.3 kg (mean 45.5, SD ±10.7), and 
heights ranged between 104.5-163 
cm (mean 141.6, SD ± 11.4 cm). The 
fat percent ranged from 8.5-50.8% 
(mean 30.0, SD ± 1.0 %). The mean 
predicted weight was (44.7 ± 6.6 kg); 
52% needed to gain fat between 0.5 
- 10.4 kg (mean 4.3, SD ± 2.4 kg); 
48% needed to lose fat between 0.1-
18.6 kg (mean 6.3, SD ± 4.5 kg). The 
BMI ranged from 13.5 - 42.3 kg/m2 
(mean 22.9, SD ± 6.13); 53.0% of 
the students were within normal BMI 
range (BMI 18.5–24.9), and 21.0% 
were underweight (<18.5). The rest 
had different grades of obesity: 12% 
had grade I obesity (BMI 25.0–29.9), 
12% had grade II obesity (BMI 

30.0–39.9), and 2.0% had grade III 
obesity (BMI ≥ 40). About one third 
of the students (34%) had a positive 
family history of obesity, of which 
60.8% among first-degree relatives 
and 39.2% among second-degree 
relatives. 

Most (86.7%) showed fair score 
of total Eating Practices at pretest, 
and all (100%) showed fair level at 
posttest. Regarding sweets, the lowest 
mean score was for Chocolate in both 
pretest (1.83 ± 0.7) and posttest (2.29 
± 0.8). Little improvement in the 
mean scores for all sweet items was 
observed at posttest. Regarding meat 
products, fried chicken nuggets had 
the lowest mean practice score in both 
tests, with a mean score of pretest 
(2.09 ± 0.1) and posttest (2.42 ± 0.9). 
The mean scores for all meat product 
items improved at posttest.    

For carbohydrate & starch 
products, the lowest mean score was 
for pies & Sambosak at pretest as well 
as posttest, with mean score pretest 
(1.44 ± 0.6) and posttest (1.73 ± 0.7). 
Regarding dairy products, the creamy 
cheese (Kraft) showed very poor 
practices with a mean score at pretest 
(2.03 ± 0.1) and posttest (2.41 ± 0.9). 
Regarding vegetables & fruits, leafy

(Continued on page 4)

Impact of health education program on knowledge, attitude 
and practices about obesity and over weight, cont...

Pre- test Post-test
 Pre Vs

Post
P-value

Mean SD ± Mean SD ± Paired
t - test

Knowledge about obesity & over weigh

Type  of food
Score 1-145

Type of drink
Score 1-25

Eating Habits
Score 1-60

Knowledge of the 
definition of obesity & 
good habits to avoid it

(Score 0-13)
Knowledge of    the 

complications of 
obesity

(Score   0-7)

5.69

1.04

78.2

16.5

39.0

± 4.16

± 1.71

12.96

6.98

± 0.21

± 0.14

-21.35

-42.03

0.000

0.000

± 4.4

± 3.1

± 5.3

86.6

13.6

45.1

± 3.9

± 3.5

± 3.8

-38.71

8.08

-32.23

0.000

0.000

0.000

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



Measles situation in Riyadh region during 2004
A large number of measles cases 

were reported from Riyadh region, 
particularly among school age children 
in May 2004, immediately after the 
measles vaccination campaign for 
primary school students. It was feared 
that this increase may be related to the 
vaccination campaign. 

As a first step, a descriptive 
study of all the measles cases 
reported in Riyadh during 2004 was 
conducted, by reviewing the records 
and interviewing patients. This was 
followed by a case-control study to 
identify the associated risk factors. A 
case was defined as any person living in 
catchment area, who presented during 
2004 with generalized maculopapular 
rash lasting 3 or more days, elevated 
temperature 38.3°C or higher, with 
cough, coryza or conjunctivitis and 
confirmed by positive serologic test 
for IgM. A control was defined as 
any person who never had symptoms 
suggestive of measles during 2004 
and lived in the catchment area of the 
same Primary health care center from 
where the case was reported, selected 
from the family files of the primary 
health centre.

During the years 2000, 2001, 2002, 
2003 the total number of reported 
measles cases was 95, 18, 56 and 78 
respectively; compared to 204 cases  
in 2004. The mean number of cases 
for earlier years was 50.67 (95% CI 
16.3-85.0), the 204 cases were clearly 
excess of the +2SE limit for outbreak 
definition. The maximum number of 
cases were reported in May 2004, 
gradually falling afterwards and 
disappearing by October (Figure 1). 

A total of 70 cases were traceable 
and included in the study; 87.1% were 
Saudis; 34.3% were under 5 years 
of age, 40% were 6–10 years old, 
and 25.7% were over 10; 30% lived 
in Al-mansourah, 17.1% in Oraija 
and the rest were scattered over the 
city. Most of the cases were females 
(65.7%) and 58.6% were students. 
Out of 41 students, 17 (42.5%) were 
from the same girls  ̓school. All of the 
cases presented with history of fever 
and skin rash, 64.3% with cough and 
coryza and 57.1% with conjunctivitis. 
Thirty percent of the cases developed 
chest infection, 20% diarrhea, 8.6% 

ear problem and 5.7% convulsions. 
All  cases were serologically positive 
for measles. About 24% were admitted 
into hospital, and no deaths occurred 
among them. 

Sixty six controls were selected. 
More than 90% of both cases and 
controls had history of measles 
vaccination, while there was a 
statistically non-significant higher 
proportion vaccinated among the 
controls (91.3% & 96.6% respectively; 
OR 0.37; 95% CI 0.07-1.90). There 
was no association of vaccination 
during 2004 and disease status. 
However, cases had a significantly 
higher history of contact with a 
measles case as compared to the 
controls (64.5% & 8.3% respectively; 
OR 20.0; 95% CI 6.98-57.33). 

− Reported by: Dr. Muslim Abu Hassan, 
Dr. Abdul Jamil Choudhry (Field 
Epidemiology Training Program).

Editorʼs notes: Before introduction
of routine measles vaccination in 1983, 
the incidence of measles infection in 
Saudi Arabia was alarmingly high. In 
this study, a large proportion of cases 
were in the 5-10 year age group, which 
is consistent with previous studies.1,2 
The shift in age distribution of cases 
towards older children is one of 
the major effects of immunization 
programs on the epidemiology of the 
disease due to lowering the exposure 
rate in the community.3

In 1983, to increase vaccination 
coverage rates, the measles vaccine 
was made a requirement for obtaining 
the birth certificate. Consequently, 

coverage increased from 8% in 1980 
to 80% in 1984, and to >90% in 1990. 
Although a remarkable decrease in 
measles incidence ensued in general, 
the overall impact of immunization 
remained unsatisfactory. A substantial 
number of cases continued to occur in 
children aged under 9 months, and 
infection also shifted to older age 
groups, with a large proportion of 
cases appearing among previously 
vaccinated children.2,4 In this study, 
over 90% of measles occurred among 
immunized individuals. The large 
number of cases occurring among 
immunized individuals is related to 
the level of coverage achieved.3 

The role of vaccination failure is 
often difficult to assess. However, the 
accepted failure rate (derived from 
serological result) is in the range of 
2% to 10%.5 It was noted that there 
was a measles campaign during the 
time of discovering the increasing 
number of cases. Although we tried 
to look for any relationship of cases 
to a specific vaccine but were not able 
to do so due to lack of information 
in the vaccination records of the 
Primary Health Care Centers, which 
do not record the batch numbers and 
the countries of origin of the vaccine. 
Further, there was no evidence to 
correlate the measles cases with the 
measles campaign held in 2004.

References:
1. Kamel MI et al. Comparison of 
some epidemiological characteristics 
of vaccinated and unvacci

(Continued on page 7)

Figure 1: Epidemic curve of measles cases in Riyadh 2004
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(Continued from page 2)

bles got the lowest mean score at pretest 
(3.65 ± 0.8) and posttest (3.37 ± 0.8), 
while the mean score of fruits was 
(1.95 ± 0.1) at pretest and (1.49± 0.6) 
at posttest. Fatty traditional foods mean 
score was (3.57± 0.1) at pretest and (3.73 
± 0.9) at posttest. Non Fatty traditional 
foods had means score of (3.43 ± 0.9) 
pretest and (3.42 ± 0.9) posttest. In 
general, there was little improvement 
in the mean scores for all food items 
at posttest. The score for drinking milk 
was (2.15 ± 1.3) at pretest, and (1.65 ± 
0.1) at posttest.

Dietary-related habits revealed 
an improvement at posttest. Eating 
breakfast at home scored at pretest 
(2.33 ± 1.3) and at posttest (1.36 ± 
0.1). Eating three main meals scored at 
pretest (2.36 ± 1.3) and at posttest (1.80 
± 0.8). The highest mean dietary-related 
habits score was for sleeping directly 
after the main meal at pretest (3.65 ± 
1.2) and (3.93 ± 0.9) at posttest.   

Concerning the impact of the health 
education program on the total scores of 
students  ̓ eating and drinking practices 
and dietary-related habits, the mean 
practice scores of the posttest was 
higher than that of the pretest with a 
marked difference between pretest and 
posttest. This difference was statistically 
significant (all p-values < 0.001) for 
total eating practices, total drinking 
practices and dietary-related habits.  

   Regarding physical activity, 52.4% 
had poor level of physical activity, 
while 8.1% had good level scores at the 
pretest. Walking to school was not very 
common, and scored (4.94 ± 0.5) in 
both the pretest and posttest. The mean 
score of physical exercise at least three 
times a week was (3.45 ± 1.6) at pretest 
and (2.81 ± 1.5) at posttest. 

Regarding knowledge about obesity 
and overweight, at pretest 38% of the 
students correctly knew the definition of 
obesity, increasing to 100% at posttest. 
Regarding good habits to avoid obesity, 
the most frequent correct answers 
reported by students were: increasing 
physical activity and regular exercise 
56%, followed by avoiding carbonated 
beverages 53.3%, then avoiding fast 
foods 50.7%. The least frequent correct 
answers were for: dieting should 
be supervised by dietitian 35.3%, 

regularly weighing yourself 36.0%, 
and avoiding chocolates, sweets and 
nuts in snacks 36.0%. Regarding 
knowledge of complications of obesity 
and overweight, the percentage of 
correct answers ranged from 8.7 to 20% 
at pretest. After the intervention, the 
percentage of correct answers improved 
for all knowledge items,  between 99.3 
to 100%.           

Regarding impact of the health 
education program on studentʼs 
knowledge about obesity and 
overweight, the mean total knowledge 
score at posttest was higher than that of 
the pretest with a markedly statistically 
significant difference (p < 0.000). 

More than half of the students were 
unsatisfied with their current weight 
at both pretest (56.7%) and posttest 
(57.3%). Most of the students (60%) 
had thought about reducing their 
weight. The major reason stated was to 
avoid teasing and bad comments from 
others (33.3%) at pretest, and (27.8%) 
at posttest. Only 3.3% of the students 
at pretest contemplated reducing 
their weight to avoid complications 
of obesity, as compared to 35.6% at 
posttest, where this was found to be the 
major reason for reducing weight. Most 
of the students were advised by their 
parents to reduce their weight (57%), 
while 8.3% only thought of reducing 
their weight following a doctorʼs advice. 
Almost half (47.8%) were reducing 
their weight by dieting, either on their 
own or by their families help. 

In the multiple regression analysis 
of factors influencing total practices 
& Anthropometric Measurements 
after implementing the educational 
intervention, out of fourteen examined 
variables, only three were significant. 
The first was height; then weight, 
then BMI. For factors affecting total 
knowledge among the students before 
and after implementing the intervention, 
six factors entered the regression: 
age, mothers  ̓ occupation, fathers  ̓
occupation, educational level of mother, 
and educational level of father, but none 
were statistically significant. 
− Reported by: Dr. Aziza Donques, 
Dr. Randa Nooh (Field Epidemiology 
Training Program), Dr. Ensaf Abdul 
Jawad (Department of Nutrition, College 
of Allied Medical Sciences, King Saud 
University).

Editorial notes: Obesity is a public 
health problem worldwide and has been 
proposed as the most frequent cause of 
preventable deaths after smoking. Its 
increasing prevalence has compelled 
the WHO to include it on the list of 
the essential health problems in the 
world.1,2 Development of obesity 
and excess weight in childhood are 
associated with a simultaneous increase 
in the chronic diseases risk profile.3 

Economic development in 
the Kingdom of Saudi Arabia has 
influenced nutritional and lifestyle 
habits of the people. The combined 
prevalence of overweight and obesity 
has been estimated around 27.5% 
among boys (11.7% overweight and 
15.8% obese) between 6-18 years of 
age in 1996, and 28.0% among girls 
between 12-19 years in 1999.4 A study 
investigating the change in overweight 
and obesity among schoolchildren and 
adolescents in Jeddah using data from 
the years 1994 and 2000 showed a rise 
in the BMI for both sexes at the 50th 
percentile, and higher still at the 85th 
and 95th percentiles. The increases in 
BMI were marked for all age groups; 
with boys showing the largest increase 
among the 10–16 years age group.5 
The overall prevalence of obesity in our 
study was 26%, which is slightly lower 
than that previously reported. 

The increase in obesity prevalence 
among Saudi children and adolescents 
reflects a population shift toward 
positive energy balance. Sedentary 
lifestyle and calorically dense food 
consumption have become increasingly 
popular, with physical activity and 
sports being substituted by television 
viewing and computer games.6 

   In the present study, family history 
of obesity was reported by 34%. It is 
well known that parental obesity is the 
most important risk factor of childhood 
obesity. More than half of the students 
(52.4%) had a good level of physical 
activity at pre and posttests. This can be 
attributed to the availability of lessons 
and facilities at this private school for 
physical training. This is not the case in 
most Saudi girls  ̓ schools, particularly 
governmental schools. 

Impact of health education program on knowledge, attitude 
and practices about obesity and over weight, cont...
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Effectiveness of  home blood glucose 
monitoring in controlling type II Diabetes 
mellitus

Diabetic patients play an 
important role in their medical care 
by controlling their lifestyle and 
medications. Testing blood glucose 
level at home gives immediate 
feedback, thus allowing diabetics to 
work with their health care provider 
to alter their treatment plan when 
required. This study aimed to find out 
the proportion of diabetic patients who 
used home blood glucose monitoring, 
and to assess the effectiveness of its 
use on controlling type II diabetes 
mellitus.

A cross-sectional study was 
conducted in a sample of type II 
diabetic patients following up at the 
diabetic clinics of two hospitals in 
Riyadh (King Abdul Aziz and King 
Khalid University Hospitals). Data 
was collected by direct interview of 
patients and documenting the last 
recorded level of HbA1C from their 
files.  

The total number of interviewed 
diabetic patients was 300; with mean 
age of 53.2 years (SD ±9.95); 55.0% 
were illiterate; 66.0% were house 
wives; 19.0% were retired employees; 
and 93.0% had diabetes mellitus 
duration between 6-10 years. 

The majority of diabetics in our 
study sample (64.0%) were on oral 
hypoglycemic agents, insulin alone 
was used by 22.0%, 13.3% were on 
both insulin and oral hypoglycemic, 
and 0.7% were under dietary control. 
Of the total, 66.3% had chronic 
diseases other than diabetes mellitus. 

Less than half (48.3%) of the 
interviewed patients used home blood 
glucose monitoring kits, 51.7% of who 
used it according to doctorʼs advice. 
Their duration of use ranged between 
1-5 years (73.8%); 52.0% checked 
their blood glucose by themselves, 
and 46.9% checked it by the help of 
others; 41.0% monitored their blood 
glucose when needed, 29.8% once a 
day, 17.9% twice a day, and 11.3% 
three times a day. However, only 
9.7% recorded their blood glucose 
level after they had read it from the 
monitor; and only 55.9% had received 
teaching on how to use it. 

Regarding the last recorded 
HbA1C levels in the patients  ̓ files, 
30.0% of the total study population 
had levels ranging from 4.2 – 7.2; 
50.3% between 7.3 – 10.2; and 19.7% 
had levels of 10 or more. 

Of  the 145 diabetics who 
monitored their blood glucose level 
at home, only 28.6% had abnormal 
HbA1C level, compared to 71.4% 
among those who did not, and the 
difference was statically significant 
(OR= 4.86, CI 2.37-10.28). 

Factors that influenced using the 
home blood glucose monitor were 
educational level (OR= 2.98, 95% CI 
1.75-5.19), and employment status 
(OR= 3.09, CI=1.67- 5.89).

− Reported by: Dr. Badria Al- Malki,

Dr. Aziza Donques, Dr. Randa Nooh 

(Field Epidemiology Training program).

Editorial notes: Diabetes mellitus 
(DM) is an increasing health problem 
over the world. In the kingdom of 
Saudi Arabia, a community-based 
survey conducted among Saudi 
subjects in the 30- 70 year age group 
over a 5-year period estimated that 
the overall prevalence of DM was 
23.7%, with 90% suffering from type 
II DM.1

In 2005, the WHO stepwise 
surveillance of non-communicable 
diseases in Saudi Arabia among adults 
15 to 65 years of age, estimated that 
the prevalence of diabetes mellitus 
was 19.2% among males and 16.6% 
among females.2

Strict Glycemic control is 
important in delaying the onset 
and slowing the progression of 
complications of Diabetes Mellitus. 
Home glucose monitoring is, 
therefore, an opportunity for patients 

with type II diabetes to control their 
own blood glucose level. 

Aglycosylated hemoglobin 
(HbA1C) is measured in the blood 
of diabetics to estimate the average 
blood glucose level within the three 
months prior to the test. It is currently 
one of the best ways to check diabetes 
control, and should be done at least 
twice a year. The goal of DM control 
is to keep HbA1C level under 7%. 
Higher values reflect poor glycemic 
control, and indicate a greater risk 
of diabetic complications. This is 
especially true if the HbA1C level 
remains elevated on more than one 
occasion.3

In this study, almost half of the 
studied population used home blood 
glucose monitoring. A much higher 
proportion of those who used home 
blood glucose monitoring had HbA1C 
levels within normal limits compared 
to those who did not. However, it was 
noted that only 9.9% who used the 
monitor recorded their blood glucose 
level after reading it. For benefit 
from home glucose monitoring, it is 
imperative to record the result after 
monitoring to show to the attending 
doctor or diabetic educator for keeping 
or altering the treatment plan.

The study demonstrates that 
home blood glucose monitoring may 
be one of the important measures in 
controlling DM. 

References:
1. Al- Nozha MM, et al. Diabetes 

mellitus in Saudi Arabia. SMJ 
2004; 25(11): 1603- 10.

2. Ministry of health. Stepwise 
surveillance report 1425, Kingdom 
of Saudi Arabia.

3. Ahmed S, Azab. Glycemic control 
among diabetic patients. SMJ 
2001; 22(5): 407-8.  

Table 1: Effect of home blood glucose monitoring on HBA1C level

HBA, C  level
Home blood Glucose

monitoringN
Yes N

OR IC %59

Normal

Abnormal

89

56

66.3%

28.6%

33.7%

71.4%

4.86 2.37-10.28
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 π`̀eGƒ`̀©`̀dG ¤G á`̀aÉ`̀°`̀VG ,á``∏``eÉ``ÿG IÉ``̀«``̀◊G  ,á``̀Ä``̀WÉ``̀ÿG

 á°SGQódG √òg âjôLCG .á«KGQƒdG h á«cƒ∏°ùdGh á«°ùØædG

 ≈∏Y á«ë°U á«YƒJh ∞«≤ãJ èeÉfôH ÒKCÉJ …óe áaô©Ÿ

 áæª°ùdÉH  á≤∏©àŸG  äÉ°SQÉªŸGh  äÉ¡LƒàdGh  äÉeƒ∏©ŸG

 âaóg .»`̀FGó`̀à`̀H’G ¢`̀ù`̀eÉ`̀ÿG ∞`̀°`̀ü`̀dG äGò`̀«`̀ª`̀∏`̀J ió``̀d

 IOÉjR øY äÉÑdÉ£dG  áaô©e ióe º««≤J ¤G á°SGQódG

 èeÉfôH  Ò`̀KCÉ`̀J  º««≤J  ,á`̀eÉ`̀Y  áØ°üH  áæª°ùdGh  ¿Rƒ``̀dG

 ø¡JÉ°SQÉ‡h ø¡JÉeƒ∏©e ≈∏Y á«ë°U á«YƒJh ∞«≤ãJ

 ¿RƒdG  IOÉ`̀jR  QÉ°ûàfG  ∫ó©e á°SGQO  h  ,áæª°ùdÉH  á≤∏©àŸG

.ø¡æ«H áæª°ùdGh

 á°SGQóH  »∏≤◊G  äÉ«FÉHƒdG  èeÉfôH  øe ≥jôa  ΩÉb

 óbh .»ë°U ∞«≤ãJ èeÉfôH â∏ª°T á«ÑjôŒh á«©£≤e

 πÑb ø¡JÉ°SQÉ‡ h äÉÑdÉ£dG äÉeƒ∏©Ÿ º««≤J AGôLEG ”

 øe ¿ƒµe ¿É«Ñà°SG ∫ÓN øe »Ø«≤ãàdG èeÉfÈdG ó©Hh

 Éªc ,áÑdÉ£dÉH á«Øjô©àdG äÉeƒ∏©ŸG πª°T ∫hC’G :Ú≤°T

 ,áæª°ùdG Öæéàd áë«ë°üdG ¥ô£dG øY á∏Ä°SCG øª°†J

 äÉÑdÉ£dG  áaô©e   ø`̀Y  á∏Ä°SCG  ≈∏Y  πªà°TG  ÊÉ`̀ã`̀dG  h

 äÉ°SQÉ‡  ,É¡JÉØYÉ°†e  h  áæª°ùdG  ø`̀Y  ø¡JGó≤à©eh

 äGOÉ©dGh ,á«°VÉjôdG øjQÉªàdGh á£°ûfC’G ,¿RƒdG ¢UÉ≤fEG

 ¿RƒdG äÉ°SÉ«b äòNCG óbh .ø¡jód á«FGò¨dG •É‰C’Gh

 áæª°ùdG  ô°TDƒe) º°ù÷G á∏àc  ô°TDƒe ÜÉ°ù◊ ∫ƒ£dGh

 ÚH áæª°ùdGh ¿RƒdG IOÉjR QÉ°ûàfG ∫ó©e áaô©Ÿ (BMI
 Ée  á∏Môe  ‘  äÉ«àØdG  á°SGQódG  âaó¡à°SG  .äÉÑdÉ£dG

.ôª©dG øe áæ°S 12 ‹G 10 ÚH Æƒ∏ÑdG πÑb

 §`̀°`̀Sƒ`̀à`̀e  ,á``̀Ñ``̀dÉ``̀W 150 ≈`̀∏`̀Y á`̀æ`̀«`̀©`̀dG â`̀∏`̀ª`̀à`̀°`̀TG

 45^5 ø¡fGRhCG §°Sƒàe ,áæ°S (0^5 ±)10^7  øgQÉªYCG

 (11^4±)141^6  ø¡dGƒWCG  §°Sƒàe  h  ,º¨c  (10^7±)

 ¿Éµa  BMI  º`̀°`̀ù`̀÷G  á∏àc  ô`̀°`̀TDƒ`̀e  §°Sƒàe  É``̀eCG  .º`̀°`̀S

 á∏àc  ô°TDƒe  .™HôeÎe  /ΩGô``̀Z  ƒ∏«c  (6^13±)22^6

  äÉÑdÉ£dG øe %53 ÚH »©«Ñ£dG  ∫ó©ŸG ‘ ¿Éc º°ù÷G

 ÚH »©«Ñ£dG  ∫ó©ŸG  øe π`̀bCG  h  ,  24,9-18,5 ÚH …CG

 øe ÚfÉ©j øµa »bÉÑdG  É`̀eCG  .(18,5 øe π`̀bCG)  %21^0

 øe ÚfÉ©j  %12 ¿Éµa  ,  áæª°ùdG  øe áJhÉØàe äÉ`̀LQO

 25,0  º°ù÷G  á∏àc  ô°TDƒe)  ¤hC’G  áLQódG  øe  áæª°S

 øe  áæª°S  ø``e  Ú`̀fÉ`̀©`̀j  äÉ``̀jô``̀NCG  %12  h  ,(29,9  ¤G

 h ,(39,9 ¤G 30,0 º°ù÷G á∏àc ô°TDƒe) á«fÉãdG áLQódG

 ô°TDƒe)) áãdÉãdG áLQódG øe áæª°S øe ÚfÉ©j øc %2

 ¿Éc äÉÑdÉ£dG øe %27^3 ¿CG Éªc .(40 ≤ º°ù÷G á∏àc

 .áæª°ù∏d »∏FÉY ïjQÉJ ø¡jód

 ø¡jód  äÉÑdÉ£dG  øe  %2^7  ¿CG  á°SGQódG  âë°VhCG

 ¥ô`̀Wh  áæª°ùdÉH  á≤∏©àŸG  á`̀aô`̀©`̀ŸG  ø`̀e  ó«L  iƒà°ùe

 øe  ó«L  iƒà°ùe  ø¡jód  ¿É`̀c  %4^0  Éªæ«H  ,  É¡ÑæŒ

 øe  ó«L  iƒà°ùe  ø¡jód  %  8^1  h  ,á«FGò¨dG  äGOÉ©dG

.á«°VÉjôdG øjQÉªàdGh á£°ûfC’Gá°SQÉ‡

 ‘ á`̀Ñ`̀Zô`̀dG  ø¡jód äÉ`̀Ñ`̀dÉ`̀£`̀dG  ø`̀e  %60 ¿CG  ó`̀Lh

 ÖæŒ  ø¡°VôZ  ¿É`̀c  ø¡æe  %33,3  ,ø`̀¡`̀fGRhCG  ¢UÉ≤fEG

 ¿RƒdG ¢UÉ≤fEG äÉ°SQÉ‡ ÌcCG âfÉc .øjôNB’G äÉ≤«∏©J

 ≥jôW  ø``̀Y  á`̀«`̀FGò`̀Z á`̀«`̀ª`̀M ´É``Ñ``JG  (%47,8) nÉ`̀Yƒ`̀«`̀°`̀T

 ób  øc  (%63,3  )  äÉÑdÉ£dG  á«ÑdÉZ  .π``̀gC’G  IóYÉ°ùe

          .ø¡fGRhCG ¢UÉ≤fE’ øjódGƒdG øe íFÉ°üf Ú≤∏J

 çhó`̀M  »Ø«≤ãàdG  è`̀eÉ`̀fÈ`̀dG  Ò`̀KCÉ`̀J  º«≤J  ô`̀¡`̀XCG

 äGOÉ`̀©`̀dÉ`̀H  ≥∏©àj  Éª«a  äÉ`̀Ñ`̀dÉ`̀£`̀dG  ió``̀d  Ò`̀Ñ`̀c  ø°ù–

 Ωƒ¡ØÃ  á≤∏©àŸG  áaô©ŸGh  ,á©ÑàŸG  á«FGò¨dG  •É`̀‰C’Gh

 áë«ë°üdG ¥ô£dGh É¡∏cÉ°ûeh É¡HÉÑ°SCGh ø¡jód áæª°ùdG

.É¡Ñæéàd

 ìô°T á«°SGQódG ègÉæŸG πª°ûJ ¿CG ≈∏Y á«°UƒàdG â“

 áaÉ°VG ,É¡∏cÉ°ûeh É¡HÉÑ°SCGh ∫ÉØWC’G óæY áæª°ùdG Ωƒ¡ØŸ

 äÉÑdÉ£∏d  á«ë°üdG  á«FGò¨dG  á«YƒàdGh  ∞«≤ãàdG  ¤G

 ÈcG äÉæ«Y ≈∏Y á∏KÉ‡ á°SGQO πª©H ≈°Uƒj .ÜÓ£dGh

.á«eƒµ◊G á«FGóàH’G ¢SQGóŸG äÉÑdÉW øe

 ìƒf  √ó``̀ fGQ  .O  ,¢ù≤fO  Iõ`̀jõ`̀Y  .O  :OGó```YG  

.(»∏≤◊G äÉ«FÉHƒdG èeÉfôH)

¢VÉjôdG áæjóe ‘ áÑ°ü◊G

 á¨∏ÑŸG áÑ°ü◊G ä’ÉM ‘ …OÉY ÒZ OÉjORG ßMƒd

 ΩGƒYCG á©HQC’G ‘ .Ω 2004 ΩÉY ∫ÓN ¢VÉjôdG á≤£æe ‘

 Éªc á¨∏ÑŸG áÑ°ü◊G ä’É◊ »∏µdG Oó©dG ¿Éc á≤HÉ°ùdG

 18 ¿Éc 2001 ΩÉY ,ádÉM 95 Oó©dG ¿Éc 2000 ΩÉY :»∏j

 ,ádÉM 78 ¿Éc 2003 ΩÉY ,ádÉM 56 ¿Éc 2002 ΩÉY ,ádÉM

.ádÉM 204 ¤EG Oó©dG π°Uh  Ω2004 ΩÉY ‘ Éªæ«H

 ∫ÓN ¢SQGóŸG  áÑ∏W ÚH ¿Éc º¡æe IÒÑc OGó`̀YCG

 á∏ªM ó`̀©`̀H OÉ``````jOR’G Gò```g ß``Mƒ``d ó```bh .ƒ``̀jÉ``̀e ô`̀¡`̀°`̀T

 á«FGóàH’G ¢SQGóŸG ÜÓW ÚH áÑ°ü◊G ìÉ≤∏H º«©£àdG

 áÑ°ü◊G ä’É◊ á«Ø°Uh á°SGQO πªY ” .¢VÉjôdG ‘

 .á£HÉ°†dG  ä’É`̀◊G  ™e  á«°VôŸG  ä’Éë∏d  á`̀°`̀SGQO  ºK

 á«FÉHƒdG ¢üFÉ°üÿG ≈∏Y ±ô©àdG ¤EG á°SGQódG âaóg

 OóY OÉ`̀jOR’ IQƒ£ÿG πeGƒY ≈∏Y ±ô©àdG  ,ä’Éë∏d

 ¢VôŸG çhóM ™æŸ äGAGô`̀LEG  ≈∏Y á«°UƒàdGh ,ä’É◊G

.¬«a ºµëàdGh

 ‘ ¢û«©j  ¢üî°T …CÉH  á«°VôŸG  ádÉ◊G ∞jô©J ”

 ôªà°ùe …ó∏L íØW øe ÊÉ©j ¿Éch ¢VÉjôdG á≤£æe

 Ω38^3o IQGô`̀◊G áLQO ‘ ´ÉØJQG ,Ì`̀cCG hCG ΩÉ`̀jCG 3 IóŸ

 .Ú©dG áªëà∏e ‘ ÜÉ¡àdG hCG  ΩÉcRh áëc ™e ,ÌcCG  hCG

 IOÉ°†ŸG ΩÉ°ùLCÓd »HÉéjEG π«∏ëàH ¢ü«î°ûàdG ó«cCÉJ ”

 ⁄ ¢üî°T …CÉH  á£HÉ°†dG ádÉ◊G ∞jô©J ” .(IgM)

 ∫ÓN áÑ°ü◊G ¢Vôe √ÉÑà°TG ¢VGôYCG øe kGóHCG ÊÉ©j

 á«°VôŸG  á`̀dÉ`̀◊G  á≤£æe  ¢ùØf  ‘  ¢û«©jh  ΩÉ`̀©`̀dG  Gò`̀g

.á«dhC’G ájÉYôdG õcôŸ á©HÉàdG

 ,çÉfE’G øe %65^7 ,áÑ°üM ádÉM 70 ¤EG ∫ƒ°UƒdG ”

 ,äGƒæ°S  5  øe  π`̀bCG  GƒfÉc  %31^4  ,ÚjOƒ©°S  %87^1  h

 %5^7 h áæ°S 14-10 ÚH %37^1 ,äGƒæ°S 9-5 ÚH %25^7

 Ghô¡X ä’É◊G øe áFÉŸÉH ÚKÓK .áæ°S 15 øe ÈcCG

 ¿ƒbôØàe á«≤ÑdGh áéjô©dG ‘ %17^1 ,IQƒ°üæŸG »M ‘

 øe %58^6 Gƒ∏µ°T ÜÓ£dG .¢VÉjôdG á≤£æe AÉëfCG ‘

 %42^5 h ,á«FGóàH’G ¢SQGóŸG øe GƒfÉc %57 ,ä’É◊G

.äÉæÑ∏d á«FGóàHG á°SQóe øe GƒfÉc

 ´ÉØJQG  ¢VGôYCÉH  GƒÑ«°UCG  á«°VôŸG  ä’É``◊G  πc    

 áëc  %64^3  ,…ó```̀∏```̀÷G  í``̀Ø``̀Wh  IQGô```````◊G  á`````LQO  ‘

 ¤EG  áÑ°ùædÉH  .Ú©dG  áªëà∏e ÜÉ¡àdG  %57^1 h  ,ΩÉ`̀cRh

 ,∫É¡°SEG  %20  ,…ƒFQ  ÜÉ¡àdÉH  GƒÑ«°UCG  %30  ,äÉØYÉ°†ŸG

 ä’É`̀◊G  πc  .äÉéæ°ûJ  %5^7  ,¿PC’G  ‘  πcÉ°ûe  %8^6

 ”  IgM), 24%)  IOÉ°†ŸG  ΩÉ°ùLCÓd  á«HÉéjG  âfÉc

.IÉah ádÉM …CG çó– ⁄h ≈Ø°ûà°ùŸÉH º¡ÁƒæJ

 çÉ``̀fE’G ø`̀e ,á`̀£`̀HÉ`̀°`̀V á`̀dÉ`̀M 66 ¤EG ∫ƒ`̀°`̀Uƒ`̀dG ”

 %34^8  ,%57^1  ÜÓ£dGh  ,%98^5  ÚjOƒ©°ùdG  ,%62^1

 %25^8 ,äGƒæ°S 9-5 ÚH %33^3 ,äGƒæ°S 5 øe πbCG GƒfÉc

 .áæ°S 15 øe ÈcCG %6^1 h áæ°S 14-10 ÚH

 ä’É◊G øe %91^3 ,ìÉ≤∏dÉH º«©£àdG ¤EG áÑ°ùædÉH

 ób  Gƒ`̀fÉ`̀c  á£HÉ°†dG  ä’É```̀◊G  ø`̀e  %96^6h  á`̀«`̀°`̀Vô`̀ŸG

 øe .áÑ°ü◊G ìÉ≤d øe πbC’G ≈∏Y IóMGh áYôL Gƒ≤∏J

 %30^4  ,äÉYôL  çÓK  Gƒ≤∏J  %8^7  ,á«°VôŸG  ä’É`̀◊G

 …CG  Gƒ≤∏àj ⁄ %8^7 h Ió`̀MGh áYôL %52^2 ,ÚàYôL

 ,ÚàYôL Gƒ≤∏J  %39  ,á£HÉ°†dG  ä’É`̀◊G  øe .áYôL

.áYôL …CG Gƒ≤∏àj ⁄ %3^4 h IóMGh áYôL %57^6

 ób  Gƒ`̀fÉ`̀c  á«°VôŸG  ä’É``̀◊G  ø`̀e  %31^4  ¿CG  ó`̀Lh

 `H á`̀fQÉ`̀≤`̀e Ω2004 ΩÉ``̀Y ∫Ó``̀N á`̀Ñ`̀°`̀ü`̀◊G ìÉ`̀≤`̀d Gƒ`̀≤`̀∏`̀J

 ±ÓàN’G  øµj  ⁄h  ,á£HÉ°†dG  ä’É``̀◊G  ø`̀e  %34^7

 %64^5  ä’É``̀◊G  Ú`̀H  ø`̀e  .á«FÉ°üMEG  á`̀d’O  GP  Éª¡æ«H

 %8^3 `H  áfQÉ≤e  áÑ°ü◊G ≈°VôÃ Gƒ£∏àNG ób GƒfÉc

 á`̀d’O äGP IQƒ`̀£`̀N áÑ°ùf ™`̀e á£HÉ°†dG ä’É``̀◊G ø`̀e

  .á«FÉ°üMEG

 ¤EG  ¬ÑÑ°S  ™`̀Lô`̀j  áÑ°ü◊G  AÉ``̀Hh  »°ûØJ  ¿CG  ó``̀Lh

 A’Dƒg  øª°†àjh  ô£î∏d  Ú°Vô©ŸG  ¢UÉî°TC’G  ™ªŒ

 ÖÑ°ùH á`̀«`̀dhCG  ájÉªM Oƒ`̀Lh ¿hó`̀H  Úª©£ŸG ∫É`̀Ø`̀WC’G

 ó°V áYÉæe AÉæH º°ù÷G IQób ΩóY ÖÑ°ùH hCG ìÉ≤∏dG π°ûa

 .Úª©£e  Ò¨dG  ∫ÉØWC’G  ™ªŒ  ÖÑ°ùH  hCG  ¢ShÒØdG

 …òdG ∫ÉØWC’G ‘ ìÉ≤∏d á°†ØîæŸG á«dÉ©ØdG ¿EÉa kÉ°†jCG

 ¤EG ¬ÑÑ°S ´É`̀LQEG øµÁ äGƒæ°S â°S øY ºgQÉªYCG π≤J

 ,ôª©dG  ø`̀e  ô¡°TCG  6  óæY  IôµÑe  ø°S  ‘  ìÉ≤∏dG  »≤∏J

.ìÉ≤∏dG Gòg ΩC’G øe IOÉ°†ŸG ΩÉ°ùLC’G ∫OÉ©J å«M

 ä’É`̀◊G øe %34^3 ¿CG  á°SGQódG  ∫Ó`̀N øe ó`̀Lh

 Qó°üe ¿ƒ`̀µ`̀j  ó`̀bh  äGƒæ°S  5  ø`̀e π``̀bCG  Gƒ`̀fÉ`̀c  á«°VôŸG

 äóLh ó≤dh ,¢SQGóŸG ‘ º¡fGƒNEG ºg º¡jód ihó©dG

 •ÓàN’G ïjQÉJh áÑ°ü◊G ä’ÉM ÚH á≤«Kh ábÓY

.IócDƒe ä’ÉëH

 ‘  âKóM  á«°VôŸG  ä’É``̀◊G  ø`̀e  %91^3  ¿CG  ó`̀Lh

 á«£¨àdG iƒà°ùe ¤EG Gòg ™Lôjh Úª©£ŸG ¢UÉî°TC’G

 á«£¨àdG áÑ°ùf äOGR Éª∏c ¬fCG ±hô©ŸG øªa Ú°üëàdÉH

.Úª©£ŸG ¢UÉî°TC’G øª°V ä’É◊G OóY äOGR

 ÚH  áÑ°ü◊G  ó`̀°`̀V  º«©£à∏d  á∏ªM  ∑É`̀æ`̀g  â`̀fÉ`̀c

 øµd h ,AÉHƒdG Gòg ±É°ûàcG ™e âæeGõJ ¢SQGóŸG ÜÓW

 á∏ª◊G √ò`̀g Ú`̀H  §Hôj π«dO  …CG  á`̀°`̀SGQó`̀dG  ô¡¶J ⁄

.âbƒdG ∂dP ‘ áÑ°ü◊G »°ûØJh

 5 hCG 3 πc º«©£J äÓªM AGôLEG ≈∏Y á«°UƒàdG ”

 á≤HÉ°S øY ô¶ædG ¢†¨H ∫ÉØWC’G áaÉc á«£¨àd äGƒæ°S

 ¢UÉî°TC’G QÉÑàY’G Ú©H òNC’G ™e ,º«©£àdG hCG ¢VôŸG

 »`̀FÉ`̀Hƒ`̀dG ™`̀°`̀Vƒ`̀dG á`̀aô`̀©`̀Ÿ äÉ``̀°``̀SGQO AGô````̀LEG ,Ú`̀¨`̀dÉ`̀Ñ`̀dG

 áHÉéà°S’G  á°UÉîHh áµ∏ªŸÉH  áÑ°ü◊G ¢VôŸ »YÉæŸGh

 .‹É©dG º«©£àdG ∫ó©Ÿ á«YÉæŸG

 …QOƒ°T  π«ª÷GóÑY .O  ,ø°ùMƒHCG  º∏°ùe .O  :OGó`̀YG  

 .(»∏≤◊G äÉ«FÉHƒdG èeÉfôH)

á``«Hô©dG á¨`∏dÉH ¢ü`î∏e
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Measles situation in Riyadh, cont...

Impact of health 
education 
program,
cont...
(Continued from page 4)

The prevalence of obesity 
documented in this study cannot be 
generalized because of the limitation 
of its being conducted in one private 
school, which understandably 
suggests that the students are from 
a more affluent social and economic 
background. However, the study 
shows evidence that dietary changes 
are possible in the context of school 
based health education. 

Primary prevention and 
successful treatment of obesity 
requires the extensive involvement 
of many sectors of society. A national 
prevention program with involvement 
of schools is recommended to 
increase knowledge among children 
and adolescents. A concentrated and 
sustained effort is needed to focus 
on broad environmental changes 
and community support for healthy 
behaviors; the commitment of 
families is critical. 
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Diseases of low frequency, Jan - Mar 2006
Yellow fever, Plaque, Poliomyelitis, Rabies, Haemolytic Uraemic Syndrome: No Cases 
Pertussis: 2 Cases (Hasa); Neonatal Tetanus: 5 Cases (Jeddah 4, Makkah 1) 
Ecchinoccocosis: 4 Cases (Asir 3, Jouf 1)
Guillian Barre Syndrome:  24 Cases (Riyadh 6,  Jeddah 5, Eastern 4, Qassim 3, Jouf 2, Madinah 1, Taif 1, Najran 
1, Qurriat 1) 
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