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Profile of Clients Attending Abha Tobacco Smoking Control 
Clinic and Factors Affecting Their Compliance with Follow Up. 

T his retrospective cohort study was conducted to 

identify the profile of clients visiting the Abba To­

bacco Smoking Control Clinic, and the factors 

affecting their regularity of follow up during 1429-1430 H 

(2008-2009 AD) using data from client files. 

More than three fourths 

of the clients were 35 years 

of age or less and more than 

three fourths were educated to 

secondary school and above. 

Most of the tobacco used was 

cigarettes (88.2%) (figure 1). 

Cigarette smokers smoked 

22.1 ( + 13 .4) cigarettes per 

day. About half of the clients 

had been using tobacco for 10 

years or more, and 70% re­

ported suffering from health 

effects related to tobacco use. 

More than 80% of clients 

had come to the clinic seeking 

help for tobacco cessation as a 

result of health concerns, and 

over half of the visitors knew 

of the clinic place through a 

relative or friend. More than 

95% of clients were classi­

fied as addicts according to 

the criteria of Diagnostic and 

Statistical Manual of Mental 

Disorders (DSM-IV) and ap­

proximately 75% of cigarette 

smokers were severe or very 

severe addicts. The most fre-

quent three withdrawal symp­

toms were craving, insom­

nia and headache. Craving 

and headache significantly 

declined over the first four 

weeks of cessation, while in­

somnia significantly increased. 

The best regularity of vis­

its was seen among those who 

knew of the clinic through ask­

ing or through another client, 

which was statistically sig­

nificant. Regularity was also 

significantly better among cli­

ents aged 30 years and above 

than others (Table 1). 

The outcome of tobacco 

cessation in the clinic over six 

months of follow -up showed 

that only 1.1% stopped smok-
Stated motives for wish­

ing to quit smoking among 

the studied clients (946) were 

health concerns (82 .2%), so­

cial reasons (31.9%), Reli­

gious concerns (19 .8%), fi­

nancial ( 1. 7%), other reasons 

(4.9%). The study results 

showed that 78.9% of visitors 

had previous failed attempts 

to stop smoking, and most of 

them attributed their relapse 

to withdrawal symptoms or 

pressure by other tobacco 

Figure 1: Tobacco types used among studied clients attending Abha 
Tobacco and Smoking Control Clinic; 1429-1430 H (2008-
2009 AD) 
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ing, 5.0% failed to stop, and 

93.9% defaulted. 

- Reported by: Dr. Moham­

med AlOmari, Dr. Ibrahim 

Kabbash (Field Epidemiol­

ogy Training Program). 

Editorial Note :Tobacco 

use is the most preventable 

cause of death with chronic 

diseases. In Saudi Arabia, 

most smokers believe that 

smoking is dangerous to their 

health and wish to quit smok­

ing but are unable to do so .1 

In this study, about 60% 

of clients were under 30 

years old, which is expected 

since many studies in Saudi 

Arabia have reported a high­

er prevalence of smoking 

among younger ages.2 It is 

well known that age at quit­

ting smoking is important for 

decreasing the risk of cardio­

vascular diseases, in addition 

to other smoking status meas­

ures such as time since quit­

ting and pack-years.3 

Most of the clients were 

males (99 .5%) which can be 

explained by many reasons, 

such as social impediments as­

sociated with stigma encoun­

tered by females .4 Regarding 

residence, the majority of cli­

ents were from urban areas , 

which may be explained by 

the fact that the clinic location 

is in an urban area, Abha city. 

The study revealed that 

among clients who had ex­

periences of cessation, a high 

proportion could not abstain 

for even one complete week, 

with the most common rea­

sons for relapse being with­

drawal symptoms and pres­

sure from other smokers. The 

success of smoking cessa­

tion depends not only on the 

method of treatment but also 

on patient motivation. The 

most driving motive revealed 

in this study is the health con­

cern of smokers, which agrees 

with the findings of a German 

study that showed that health 

concerns were the main mo­

tive for quitting tobacco use, 

besides good physical shape 

and beauty, especially among 

females and pupils from aca­

demic high schools (38.6%), 

in addition to missing percep­

tion of a benefit (25.2%), and 

economic motives (20.8%).5 

Table 1: Factors affecting regularity of follow up of studied clients 
attending Abha Tobacco and Smoking Control Clinic; 1429-
1430 H (2008-2009 AD) . 

Regularity of follow up 

Factors Regular Regular P-value 
No % No % 

Age in years: <30 156 21.2 579 78.8 <0.001 

30+ 149 30.5 339 69.5 

Res idence: Urban 275 25.3 812 74.7 0.436 

Rural 30 22.2 105 77.8 

Education Level : Illiterate 5 20 20 80 0.498 

Primary 18 25 54 75 

Intermediate 39 20.2 154 79.8 

Secondary 119 25.8 343 74.2 

University 122 26.5 339 73.5 

Self reported % interest: <75 77 22.0 273 78.0 0.133 

75+ 228 26.1 645 73.9 

Self report % expected <75 102 25.1 305 74.9 0.944 

success of qu itti ng: 75+ 203 24.9 613 75.1 

How cl ients knew the cl inic Another Client 14 39.8 24 63.2 

(n=1055): Searching & asking 45 32.4 94 67.6 

Other 216 24.6 662 75.4 

Type of tobacco used : 

Cigarette Yes 269 24.9 810 75.1 0.845 

No 36 25.0 108 75.0 

Shisha or Mu'assel Yes 69 22.1 243 77.9 0.375 

No 236 25.9 675 74.1 

Chewing Yes 66 25.9 18-9 74 .1 0.695 

No 239 24.7 729 75.3 

Previous attempt to quit 

tobacco use: Yes 230 24.6 704 75.4 0.405 

No 68 27.2 182 72.8 

Degree of nicot ine addiction: Mild 22 18.8 95 81.2 0.089 

Moderate 29 22.8 98 77.2 

Severe 89 29.7 211 70 .3 

Very severe 102 23.8 326 76 .2 
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The study revealed that 

the most common reasons of 

relapse after previous quitting 

attempts were withdrawal 

symptoms and pressure from 

other smokers. This supports 

the insistent need of clients 

for treatment to relieve with­

drawal symptoms, and behav­

ioral therapy to train them in 

dealing with pressure from 

other tobacco users. 

In the present study, regu­

larity of follow up among 

smokers aged 30 years or 

above was better than those 

under 30. This result agrees 

with a survey conducted by 

the Office on Smoking and 

Health of the Centers for 

Disease Control which in­

vestigated smoking behavior 

of a representative sample 

of 13,031 Americans, where 

older smokers were more 

likely to attempt to quit and to 

continue abstaining than those 

between ages 25 and 64.6 

Medical intervention is vi­

tal in the first week of quitting 

smoking and should be started 

early in the course of therapy 

in order to relieve withdrawal 

symptoms, which are usually 

very hard in the beginning. 

After that, follow up and 

counseling should be contin­

ued for at least six months, 

either by visits or phone to 

support clients against re­

lapse. Cooperation with the 

Chamber of Commerce is 

suggested in order to open fe­

male tobacco control clinics 

in some malls, which may be 

effective to avoid the stigma 

associated with a female ask­

ing for help to stop smoking. 

It was also recommended to 

improve the distribution of 

antismoking clinics in cities, 

maybe integrating them with 

Primary Health Care services 

to improve access and encour­

age regular follow up. Further 

studies investigating the ex­

pected reasons of default are 

required. 
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Sexual Dysfunction among women 
vvith Diabetes Mellitus. 

D ia~etes mellitus (DM) is a chronic illness that re­
qmres continuing medical care and patient self­
management. DM impacts on multiple body 

systems, so an affected individual may suffer from medical, 
psychological, and sexual problems.1 

This cross sectional study Type II diabetes was found 

was conducted among diabetic 

female patients registered at 

the Diabetic Care Center, King 

Fahad Hospital, Jeddah, from 

211 1/2010 to 23/11/2010. The 

study involved all registered 

female diabetic patients, who 

were married for more than one 

year, aged from 18 to 50 years, 

known to be diabetic for at least 

one year, and with no other 

health problem or its complica­

tions . Questionnaires inquired 

about socio-demographic and 

medical history, diabetes con­

dition, Quality of Life (QOL) , 

emotional (stress) and psycho­

logical factors (Depression), 

and sexual function. 

Three hundred women were 

recruited. Most of the partici­

pants (70 .6%) were > 40 years 

of age (mean age 39.5 +7.1) . 

among 80.3%. The most com­

mon component of sexual 

dysfunction was lack of de­

sire (83 .7%), and the least was 

satisfaction disorder (21.7%) 

(table 1). 

Dysfunction encountered in 

each and all of the components of 

the sexual response cycle showed 

progressively increasing propor­

tions with increased duration of 

marriage. Statistically significant 

association with duration of mar­

riage was found in case of desire, 

arousal, lubrication, orgasm and 

dysfunction in all of the compo­

nents (p<0.001) (table 2) . 

Age and duration of mar­

nage showed psychological 

scale significant negative cor­

relation with total score of 

sexual dysfunction ( -0 .249 , 

-0 .226 and -0 .252 respectively. 

Age was significantly related 

to dysfunction in all dysfunc­

tion components. Duration of 

marriage was significantly as­

sociated with most of the com­

ponents. Significant negative 

correlation was established be­

tween sexual dysfunction and 

age in years, duration of mar­

riage, total quality of life and 

depression. Considering QOL, 

impact of symptoms was statis­

tically significantly associated 

with age, duration of marriage 

and duration of diabetes. The 

perceptions of quality of health 

component of QOL were statis­

tically significantly associated 

with age, duration and compli­

cations of diabetes. 

- Reported by: Dr. Nagham 

K. AbdulRahman, Prof: Ibra­

him Kabbash (Field Epidemi­

ology Training Program). 

Editorial notes: A grow-

Table 1: Distribution of sexual dysfunctions in relation to age and duration of marriage in years 

Age in year Duration of marriage in years 

Items of sexual ~40 >40 Total p <10 10-20 >20 p 
dysfunction n=125 n=175 n=300 n=63 n=62 n=175 

n % n % n % n % n % n % 

Desire 82 65.5 169 96.6 251 83.7 <0.001 34 54.0 54 87.1 163 93. 1 <0.001 

Arousal 28 22.4 92 52.6 120 40.0 <0.001 8 12.7 27 4.5 85 48.6 <0.001 

Lubrication 14 11 .2 70 40.0 84 28.0 <0.001 4 6.3 17 27.4 63 36.0 <0.001 

Orgasm 20 16.0 84 48.0 104 34.7 <0.001 9 14.3 20 32.3 75 42.9 <0.001 

Satisfaction 15 12.0 50 28 .6 65 21 .7 <0.001 9 14.3 10 16.1 46 6.3 0.069 

Pain 65 52.0 113 64.6 178 59.3 0.029 35 55.6 36 58.1 107 51 .1 0.722 

Dysfunction in all 
10 8.0 47 26.9 57 19.0 <0.001 2 3.2 9 14.5 46 26.3 <0.001 

components 
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ing diabetes pandemic is un­
folding with rapid increases in 
the prevalence of type II diabe­
tes .2 The prevalence of diabetes 
mellitus increases with age and 
causes significant morbidity 
and poor QOL in older adults.3 

According to WHO statistics, 
Saudi Arabia is the third high­
est rate in the world in DM. 4 

Sexual dysfunction refers to 
a problem during any phase of 
the sexual response cycle that 
prevents the individual or cou­
ple from experiencing satisfac­
tion from the sexual activity.5 
Female sexual dysfunction 
(FSD) is defined as disorders 
of libido, arousal , orgasm, and 
sexual pain that lead to per­

sonal distress or interpersonal 
difficulties . It is multifactorial 
in etiology with physiological 

and psychological roots .6 

FSD is a common problem, 
affecting 30- 78% of women. 
The prevalence in diabetic 
women is estimated to be 20-
80%. Sexual dysfunction can 
put a high psychological bur­
den on the patient and have a 
negative impact on the marital 
relationship.6 Quality-of-life 
issues are crucially important, 
because they may powerfully 
predict an individual's capacity 
to manage his I her disease and 
maintain long-term health and 

well-being. The emotional and 
social burdens may be com­
pounded by the acute physical 
distress of hypoglycemia or hy­
perglycemia and by the chronic 
physical distress of diabetes-

related complications 

Diabetic women should per­
sue good blood glucose control, 
a healthy diet, regular exercise, 
and appropriate counseling for 

depression or emotional issues. 
This should help improve sex­
ual function. Women and their 
clinicians should address the 
issue of sexuality. Thus, pri­
mary care physicians should be 
trained and prepared to address 
this issue. Adding a depression 
care manager to an existing 
diabetes management team can 
be effective in reducing depres­

sive symptoms at a reasonable 
cost. 
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Table 2: Correlation between total sexual dysfunction score and 
other variables 

Variables 

Age in years 

Duration of marriage 

Duration of diabetes 

Total quality of life 

Emotional scale 

Psychological scale 

Sexual dysfunction score 

R p 

-0.249 <0.001 

-0.226 <0.001 

-0.032 0.586 

-0.190 0.001 

-0.003 0.959 

-0.252 <0.001 
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Food Poisoning Outbreak among visitors from the Qassim 
House of Social Education, Abha, 2011. 

0 n the morning of July 17th 2011, 26 cases presented 
to Asir Central Hospital and Abba General Hospital, 
Abba city, complaining of gastroenteritis symptoms of 

diarrhea, vomiting, abdominal pain and fever. They belonged 
to a group of visitors from a house of social education coming 
from Qasim who were visiting Abba this summer. A local team 
was formed from Environmental health directorate in Asir to 
investigate this outbreak, and laboratory specimens were tak­
en from patients, workers and remnants of food and crockery. 
The Field Epidemiology Training Program (FETP) assembled 
a team to investigate this outbreak. 

A descriptive followed by a (19.7%) from restaurant B 
retrospective cohort study were and 24 (33.8%) from other 

conducted to identify food restaurants. Diarrhea and 

items and restaurants responsi- abdominal pain were the most 
ble for this outbreak, exposure common symptoms (39 (97 .5%) 

was each food item and each 
suspected restaurant 

The total members of the 

house of Social Education 
in Qasim who were visiting 

Abha city were 71 persons, 
all were Saudi males. On 16-

7-2011 most of them visited 

Abha marketing festival and 
had their dinner there. 40 

persons of them complained of 

gastrointestinal like symptoms 
and 32 of them visited the 

hospital for management. 43 
persons (60.6%) had eaten 

dinner from restaurant A, 14 

and 35 (87 .5%) respectively). 

Fever and headache occurred 

in 27 (67.5%). The onset of 

symptoms (without specifying 
restaurants) ranged from one to 

31 hours and 30 minutes (mean 

incubation period = 8 hours and 

33 minutes,andmedian=5 hours 
and 15 minutes). In general, 

all 40 cases had eaten from 

restaurants at Abha marketing 
festival with an attack rate (AR) 

of 0.615. Most of the cases had 

eaten food from two famous 
restaurants, 29 cases from 

restaurant A (AR=0.643), 9 
from restaurant B (AR=0.659), 

Table 1: Restaurants and attack rates, food poisoning outbreak, 
Abha, 2011 

Ate in the eat in the 95% 
restaurant restaurant RR confidence Restaurants 

interval ill well AR ill well AR 
All restaurants 40 25 0.615 0 6 0.000 - -
Restaurant A 29 15 0.659 11 16 0.407 1.62 0.98-2.67 

Restaurant B 9 5 0.643 31 26 0.544 1.18 0.75-1 .87 

Other restaurants 15 8 0.652 25 23 0.521 1.25 0.84-1.87 

and 15 from other restaurants 

(AR=0.652) (Table 1). Four 
food items that are fried 

potatoes, cheese and meat 

tortilla from restaurant A and 
sambosa from other restaurants 

showed a statistically significant 
risk for this outbreak with RRs 

of 1.84 (CI= 1.25-2.70), 1.59 
(CI= 1.09-2.31) 1.84 (CI= 

1.48-2.28) and 1.82 (CI= 1.33-
2.49) respectively. Laboratory 

investigations performed for 
26 patients showed a positive 

growth of Salmonella enteritis 

among 15. Investigation of the 

lunch eaten on the same day 

revealed that it was distributed 

to all the members of the house 

of Social Education in 12 plates 
that contained a mix of rice, 
chicken and salad (cucumber). 

The first symptoms appeared 

16 hours and 39 minutes in 
average with a median of 13 

hours and 30 minutes after the 
lunch meal (Figure 1). 

-Reported by: Dr. Moham­

med AlOmari, Dr. Mohammad 

Al Mazroa, Dr. Sami AlMudar­

ra (Field Epidemiology Train­

ing Program). 

Editorial notes : The 

cause of this outbreak is Sal­

monella enteritis but the source 
was unclear. Laboratory inves­

tigations were positive in 15 
cases and all showed Salmo­

nella enteritis, which explains 
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the clinical complaints of the 

patients .1 
•
2 Salmonella enteritis 

was the most common cause of 

food borne disease outbreaks 

in Saudi Arabia in the last 10 

years. 3 

The events of this outbreak 

are complicated. All the cases 

had dinner on 16-7-2011 from 

restaurants in Abha festival, 

which implicated the restau­

rants there as a possible source 

of this outbreak. However, no 

shared source was found, and 

there was no significant rela­

tionship between cases and any 

particular restaurant. The other 

suspected source of the out­

break was the lunch meal at the 

Social Education House. 

On further inquiry, there 

were no other food poison­

ing cases reported from Abha 

festival over the outbreak pe­

riod other than this group. The 

lunch meal eaten on 16-7-2011 

is a more likely source of the 

outbreak since the incubation 

period of Salmonella enteri-

tis agrees more with the time 
of lunch rather than the time 

of dinner,1
•
2 and because this 

outbreak was reported only be­

tween the group from the Qas­

sim house of Social Education. 

However, in spite of the pre­

vious possibilities we cannot 

totally accuse the lunch as the 

source of this outbreak because 
neither can we completely ex­

onerate the Abha festival res­
taurants because of their poor 

hygienic status and because of 
the significant relationship of 

the cases with some food items 
from the different restaurants. 

Restaurants participating 
in festivals should follow the 

recommendations for licens­
ing and hygiene in cooking and 

preparing food. Continuous su­

pervision of restaurants in fes­
tivals and mass gatherings is 

recommended. 

References: 
1. CDC. Salmonella sero­

type Enteritidis; General 

information. Centers for 

Figure 1 : Periods preceding 1st symptom after lunch meal of 
members of the House of Social Education in Qasim, 
food poisoning outbreak, Abha, 2011 
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Selected notifiable diseases by region, Jul · Sept 2011 
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Measles 0 3 0 0 11 4 0 0 0 0 0 4 0 3 2 0 0 0 0 . 27 

Mumps 0 0 3 0 0 7 2 0 0 0 0 0 0 0 5 1 0 0 0 0 18 

Rubella 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Varicella 499 38 129 109 131 357 486 340 105 668 41 5 33 51 59 108 13 17 26 12 3227 

Meningitis mening. 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Meningitis other 26 0 0 1 0 11 0 3 1 1 0 0 5 0 2 0 0 1 0 51 

Hepatitis B 215 0 155 89 32 66 116 4 2 95 9 33 2 9 6 8 0 0 0 20 861 

Hepatitis C 85 0 158 24 6 17 66 3 0 31 5 4 1 0 0 2 0 20 1 10 433 

Hepatitis unspecified 3 0 0 1 0 0 0 0 0 16 0 0 0 0 0 0 0 0 0 0 20 

Hepatitis A 3 0 5 2 12 4 6 3 0 28 0 2 1 0 1 4 0 0 0 0 61 

Typhoid & paratyphoid 1 0 10 16 0 6 6 3 2 12 0 0 0 0 0 0 0 0 0 1 57 

Amoebic dysentery 0 0 198 14 52 3 131 11 2 62 19 0 0 0 1 0 0 0 3 0 496 

Shigellosis 2 0 1 1 0 0 2 0 0 0 0 0 0 0 1 0 0 0 0 0 7 

Salmonelosis 139 5 16 3 0 2 156 17 2 6 18 0 0 0 2 10 0 7 4 3 390 
-:. 

Brucellosis 95 16 14 64 16 161 43 1 67 179 11 3 26 22 10 39 1 11 1 2 782 
:-:: 

Dengue Fever 1 48 631 0 2 0 0 0 0 0 0 0 0 0 7 4 1 0 0 0 694 

Alkhorma 0 0 1 0 0 0 0 0 0 0 0 0 0 0 4 21 0 0 0 0 22 

Comparisons of selected notifiable diseases, Jul - Sept 201 0 • 2011 
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2011 2010 % 2011 2010 2011 2010 % 
Cholera 0 2 -100 0 6 Meningitis mening. 0 1 -100 

Diphtheria 0 0 0 0 0 Meningitis other 51 47 9 

Pertussis 3 0 0 16 0 Hepatitis B 861 1007 -14 

Tetanus,neonat 3 0 0 5 4 Hepatitis C 433 474 -9 

Tetanus,other 5 0 0 9 10 Hepatitis unspecified 20 20 0 

Measles 27 42 -36 229 334 Hepatitis A 61 104 -41 

Mumps 18 17 -6 18 45 Typhoid & paratyphoid 57 72 -21 

Rubella 0 3 -100 0 35 Amoebic dysentery 496 707 -30 

Varicella 3227 3102 4 15466 18118 Shigellosis 7 15 -53 

Dengue Fever 694 287 142 2866 3526 Salmonelosis 390 357 9 

Alkhorma 22 14 57 56 81 Brucellosis 782 1136 -31 

Diseases of low frequency, Jul- Sept 2011 
* Yellow fever, Plaque, Poliomyelitis, Rabies, Cholera, Diphtheria, Rubella, Ecchinococcosis, 
* Meningococcal Meningitis: No Cases 
* Pertussis: 3 Cases (Riyadh) 
*Neonatal Tetanus: 3 Cases (Makkah 2, Asir 1) 
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2011 2010 
3 3 
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1476 2852 

45 93 
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3218 4460 


