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Knowledge, Attitude, and Practices among Primary Health Care
Workers regarding Injection Safety in Eastern Riyadh, Saudi Arabia,

2017 (1438 H).

Occupational exposure of health care workers
(HCWs) to blood after percutaneous injuries consti-
tutes a risk for transmission of blood-borne virus path-
ogens (e.g. hepatitis B and C and HIV). The World
Health Organization (WHO) defines a safe injection,
phlebotomy, lancet procedure or intravenous device
insertion, as a procedure that does not harm the recipi-
ent, does not expose the provider to any avoidable risk,
and does not result in any waste that is dangerous for
other people.

Previous studies in Saudi Arabia (1-4) described
14-15% of HCWs experienced injection injuries. Among
these, needle stick injuries were the most commonly
reported. The majority of injuries occurred after admin-
istration and before disposal of objects (e.g. during re-
capping, bending the needle after giving the injection).
The studies highlight the necessity of increased aware-
ness, training, and education of HCWSs, as well as
measures such as immunization, and proper disposal
facilities.

We conducted a cross-sectional descriptive study
in the primary health care centers (PHCs) in Eastern
Riyadh health district of Saudi Arabia to assess the
knowledge, attitude, and practices (KAP) of HCWs on
injection safety. We used a modified questionnaire
based on MOH facility assessment of infection control
to collect data on HCWs knowledge, attitude, and prac-
tices about injection safety, blood-borne infections
transmission and management. We also assessed
HCWs history of exposure to blood-borne infection and
post-exposure management, the availability of neces-
sary resources for infection control in the PHCs, and
the rate of HepB vaccination status among HCWs.

We recruited a total of 201 participants (81 phy-
sicians and 120 nurses) from 15 PHCs through random

sampling. Among participants, 134 (67%) were females,
67 (33%) were males. The mean age was 35 years + 7
and the majority (68%) were Saudis. Compared to phy-
sicians, nurses were significantly more likely to be
younger age (32 vs. 39 years mean age, p<0.01), fe-
males (78% vs. 49%, p<0.01), and Saudi nationals (98%
vs. 22%, p<0.01). In the past 3 years, at least 38% of
both physicians and nurses received some continuous
medical education in infection control, injection safety,
or waste disposal. Most of the participants (92%) had
received HepB vaccination.

From the environmental assessment, almost all
(98%) the syringes of different volumes in the PHC cen-
ters were disposable and individually. As well, almost
all (98%) PHCs had the special Ministry of Health
(MOH) labeled puncture-proof yellow containers to
collect used needles and sharp objects, however, 83%
of centers used traditional plastic bags in trash cans
(not covered) as well. Fewer centers (56%) used disin-
fectant with the yellow containers. All the PHCs used a
specialized company hired by the MOH to dispose of
medical waste. However, still 52% of centers disposed
used needles and other sharp wastes into regular do-
mestic waste.

The incidence of needlestick injuries among
HCWs in the previous year was 18% (95% Cl 8.8%—
19.0%), with no significant difference between physi-
cians (17%) and nurses (18.3%; p=0.84). Among who
had experienced injuries, 19 (52%) were during recap-
ping needle and 23 (64%) were due to a bent needle
before disposal.

Regarding safe injection practices (Table 1), doc-
tors and nurses significantly differed in cleaning hands
with alcohol before injection (92% of nurses compared

(Continued on page 3)

Table 1: Injection safety practices among physicians and nurses:
Practice Physicians Nurses Significance

(n=81) (n=120) (p value)

Hand washing with soap and running water before injection 75 (92.5%) 110 (91.7%) 0.811
Hand cleaning with alcohol before injection * 65 (80.3%) 110 (91.7%) 0.017
Using a new pair of gloves for every injection 80 (99%) 119 (99%) 0.778
Received at least 3 doses of hepatitis B vaccine 79 (97.5%) 110 (91.7%) 0.085
Had a needle-stick injury in the past year 14 (17%) 22 (18.3%) 0.849
Recap needle with 2 hands before disposal * 9 (64%) 10 (45.5%) 0.040
Bend needle before disposal 10 (71%) 13 (59%) 0.116

*Significant difference at 0.05 level



Knowledge, Attitude, and Practices among Primary Health Care
Workers regarding Injection Safety in Eastern Riyadh, Saudi Arabia,

2017 (1438 H) . cont...

to 80% of doctors, p=0.02) and using both hands to
recap needles before disposal (64% of doctors com-
pared to 46% of nurses, p=0.04). There were no sig-
nificant differences between physicians and nurses
regarding other practices such as hand washing with
soap and running water before injection, using a new
pair of gloves for every injection, complete hepatitis B
vaccination, experiencing needle-stick injuries in the
past year, and bending needle before disposal.

Reported by: Dr. Abotaleb Alsayed, Dr. Shady Kamel.

Editorial notes: The incidence of needlestick injuries
in Eastern Riyadh (18%) as identified in this study is
comparable to incidences in PHC centers in Jazan
(14%), Abha (16%) and King Saud Medical City (14%)
as identified in other studies (1-3). All these calcula-
tions of incidence used the number of research par-
ticipants as the denominator, except for one study in
King Abdul Aziz Specialist Hospital (5) which calculat-
ed incidence using patient days as the denominator.
One study in the United States compared different
denominators for calculation of incidence of needle
stick injuries and concluded patient days was the
most suitable, although the results were not conclu-
sive regarding outpatient areas (6).

The studies conducted at PHCs showed no sig-
nificant differences between physicians and nurses
(Eastern Riyadh, Jazan, Abha) while studies in hospi-
tals of King Saud Medical City, Asir Central Hospital,
Buraidah Central Hospital, and King Khalid University
Hospital showed more injuries occurred among nurs-
es compared to physicians (3,4,7,8).

Recapping of needles was the most common
source of injuries. This result is also very similar to the
other studies in PHCs in Saudi Arabia (1-3,5). MOH
and PHCs need to adopt new technologies to avoid
recapping such as autodestruct syringes or bedside
needle disposal & recapping devices which were evi-
dently more effective than educational and behavior
change programs (4,5,8).
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Outbreak of a foodborne disease in Turbah, Taif, Saudi Arabia, Janu-

ary 2017 (1438 H).

In the morning of Monday 16" January 2017,
145 ill persons presented to Turbah, King Faisal and
Pediatrics hospitals in Taif City, complaining of gastroin-
testinal (Gl) symptoms of diarrhea, abdominal pain,
vomiting, and fever. The cases presented to the hospi-
tals 9-72 hours after eating from a local restaurant, Res-
taurant A, on the day before.

Teams from the Directorate of Health Affairs of
Taif and the Field Epidemiology Training Program (FETP)
conducted an outbreak investigation to determine the
magnitude of the outbreak, identify the food item re-
sponsible for the outbreak, the source and route of in-
fection, and recommend preventive measure. Investi-
gation methods included tracking and interviewing cas-

es, collection of specimens from cases, food handlers,
and food remnants for laboratory analyses, and inspec-
tion of the restaurant.

We defined a case as any person who had eaten
at/from Restaurant A on Sunday 15™ January that had
developed any Gl symptoms such as abdominal pain,
diarrhea, vomiting, or fever within 9-72 hours. We
identified 145 cases, of which 93 (64%) were male. Ag-
es ranged between 4 - 62 years with a mean of 31
years. All cases reported eating at Restaurant A be-
tween 15 and 16 January. The time lapse between food
consumption and the appearance of symptoms was
found to range between 6 to 48 hours (Figure 1).

Figure 1: Reported symptoms during foodborne disease outbreak in Turbah, KSA, January 2017.
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The first case reported onset of symptoms at
01:00 am on 16™ January, while the last case report-
ed symptom onset at 10:00 am the same day. Most of
the symptoms appeared among cases between 02:00
- 06:00 am (Figure 2). The median incubation period

(time between exposure and symptom onset) was 12
hours.

Among food items, we found a strong associa-
tion between developing symptoms and consumption
of shawarma (AR=100%). Everyone who developed Gl

Figure 2: Cases of Gl illness among consumers of food from a restaurant in Turbah, KSA by the time of on-

set of symptoms on 16" January 2017 (n=145) .
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Outbreak of a foodborne disease in Turbah, Taif, Saudi Arabia, Janu-

ary 2017 (1438 H). cont...

symptoms had consumed shawarma from the restau-
rant on 15.1.2017.

The collected specimens from cases (stool or rec-
tal swab) showed presence of Salmonella in 45% of the
samples (25 out of 55). Cultures for throat, nasal, fin-
gernails and anal swabs taken from restaurant showed
no growth for any pathogen. However, stool cultures
taken from 2 food handlers who had developed Gl
symptoms showed Salmonella growth in one of the
samples. There was a lack of clear history of recent di-
arrhea or isolation of Salmonella from the food han-
dlers before the outbreak, and all of them possessed
invalid health certificate.

The cultures from the restaurant food items and
water showed no growth for any pathogen, however,
the environmental investigation showed below stand-
ard hygiene levels in the restaurant. Unfortunately, we
could not identify how the shawerma had got contami-
nated and which of its ingredients was responsible. The
restaurant was closed.

Reported by: Dr. Abotaleb Alsayed, Dr. Sami Almudar-
ra.

Editorial notes: This is a classical scenario of single
source foodborne disease outbreak. All cases reported
eating at the same restaurant and consuming the same
food item, and the epidemic curve was typical of a
point source outbreak.

Clinical, epidemiological, and laboratory data
point to Salmonella as the most likely causative factor
of this outbreak. Salmonella bacterial infection is one
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of the most common pathogens causing foodborne
diseases that affect millions of people every year (1). It
is also one of the commonest causes of food poisoning
in Saudi Arabia (1, 2) in 2017, there was 1452 cases of
Salmonela food poisoning around the Kingdom (3).

The implicated food item was shawarma. Salmo-
nella is commonly associated with poultry products.
The reasons beyond the infection were most probably
unsafe handling of chicken during the preparation of
shawarma. Salmonella has been associated with previ-
ous outbreaks involving chicken shawarma (2).

The MOH needs to coordinate with other author-
ities to intensify supervision of restaurants and food
handlers, including regular periodic inspection of sup-
pliers, restaurants, and food handlers. It is also im-
portant to educate food handlers on safe food prepara-
tion and also to strengthen procedures followed by
medical personnel in emergency rooms regarding noti-
fication and proper case management including the
appropriate collection and testing of samples.
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Mortality Trends in Mecca during the Period 2006-2016 (1427-

1436H).

Mecca city in the west of Saudi Arabia has a pop-
ulation of 1.58 million as of 2015 and is a popular desti-
nation for Islamic pilgrimage (Hajj and Umrah) from
countries around the world. The population in Mecca
increases approximately 20% throughout the year due
to religious visits; while during the second half of Ram-
adan and Hajj season the total population almost tri-
ples. We explored the number and causes of deaths
and their variation by age, sex, nationality, in addition
to observing mortality trends for Mecca residents and
visitors over the 10-year period 2006-2016 (1427-
1436H).

We defined Hajj period as the period between 15
DhulQu’dah to the end of Muharram of the Islamic
year. We defined Hajj pilgrims as those who died dur-
ing the defined hajj period and were reported pilgrims
in records and Umrah pilgrims as those who died out-
side the defined hajj period and were reported pilgrims
in records. For those who died anytime during the year
and were reported as non-pilgrims in records, we de-
fined them as Non-pilgrims. We included locations of
Mecca city, associated locations for rituals (Mina, Ara-
fa, Muzdalifa), and Madinah (included pilgrims only).
Per country annual total number of pilgrims were cal-
culated from the quota of pilgrims per country decided
by Saudi Arabia.

We reviewed Ministry of Health records using
death certificates and mortality data sets over the peri-
od 1427-1436 H (2006-2015 G). We extracted infor-
mation including age, gender, nationality, Hajj and resi-

dency status, date and time of death, and cause of
death based on the ICD-10 classification. Data were
translated into English, coded, and entered into Mi-
crosoft Excel for cleaning and analyses.

The various causes of death reported in death
certificates were grouped and re-categorized to: cardi-
ac, respiratory, trauma, cancer, central nervous sys-
tem, congenital anomalies, cerebrovascular, dengue,
diarrhea, epilepsy, fever, gastrointestinal, heat, diabe-
tes type 1 and 2, malaria, meningitis, obstetric, renal
failure, senility, septicemia, tuberculosis and thyroid
diseases.

We reviewed 70,667 death records. with an
overall mean age of 54.7 years (+24.74). Deaths tended
to significantly be aged 60 years and above (47%) and
to be males (59%, p<0.001). Of the total deaths, 22%
were among Hajj pilgrims, 8% were among Umra pil-
grims, and 70% were among Mecca residents.

Among Hajj pilgrim deaths, the mean age was 62
years (+13.67), 55% were age 60 years and older, and
76% were male. Among Umra deaths, the mean age
was 61 years (£16.95), 63% were 60 years and above
and males (55.3%). Among non-pilgrim deaths, the
mean age was 52 years (+27.51), 47% were aged 60
years and above, and 76% were male. Deaths among
Hajj and Umrah pilgrims represented 32% of all record-
ed deaths (p<0.001) with 60% of those deaths occur-
ring outside of hospitals (p<0.001).

(Continued on page 7)

Figure 1: Annual crude mortality rate per 100,000 pilgrims in Mecca, Saudi Arabia, 1427-1436H.
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Mortality Trends in Mecca during the Period 2006-2016 (1427-

1436H). cont...

The crude mortality rates ranged between 40-
68 deaths per 100,000 pilgrims per year for Hajj sea-
sons of 1427 to 1435H and then jumped up to 211
deaths per 100,000 pilgrims per year for Hajj season
of 1436H most likely due to the stampede event in
Mina (Figure 1).

Age-specific mortality rates, stratified by age
groups of 10-year intervals, shows pilgrims aged 60
years and above had mortality rate of 125 deaths per
100,000 pilgrims which was around ten times higher
than pilgrims of 20-39 years old (Figure 2). They had
relative risks (RR) of death during Hajj seasons that

Figure 2: Age-specific mortality rates among pilgrims during 1427-1436H
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ranged between 12 times (1430H) and 21 times
(1432H) the RR for pilgrims aged age 20-39 years.

The most common causes of deaths were heart
problems, respiratory problems, trauma (Table 1).
Pilgrims who died because of trauma were signifi-
cantly younger and more likely to be male (Table 1).

The cardiac causes were the leading causes of death
for all years except in 1436 where obviously trauma
was the leading cause of death (Figure 3).

Reported by: Dr. Safiah AlDubaisi, Dr. Sami Almudar-
ra.

ing 1427 to 1436H

Table 1: Cause specific mortality due to cardiac, pulmonary and trauma, age and gender for deaths among pilgrims dur-

Disease Category Deaths (N=15,661) Age ** Gender** Cause specific mor-
Number (%*) Mean (+SD) Male Female tality per 100,000
Cardiac 6,265 (40%) 64 (+13) 4,416 (70%) 1,849 (30%) 256
Pulmonary 3,427 (22%) 64 (+12) 1,844 (68%) 867 (32%) 108
Trauma 2,711 (17%) 55 (+13) 3,308 (97%) 119 (3%) 171

* |ll-defined and other diseases not included
** significant at p<0.001

Editorial notes: The Hajj is the largest annual mass
gathering in the world with 2-3 million pilgrims gath-
ering in a wide geographic area in Mecca and to less-
er extents in Madina. Another pilgrimage (Umrah) is
less in rituals, time, and place (Mecca’s Masjid Ha-
ram) but is occurring continuously over the months
of the year although there is a high peak during the

Saudi Epidemiology Bulletin, Vol 24,2017

month of Ramadan.

This volume of pilgrims from around the world has
implications for policy makers and services planners.
Different aspects of mass gathering health have been
documented in the scientific literature, including com-

municable and non-communicable diseases, infection
(Continued on page 8)




Mortality Trends in Mecca during the Period 2006-2016 (1427-

1436H). cont...

Figure 3: Cause specific mortality rates for the major causes of death among pilgrims to Saudi Arabia during 1427 to 1436H.
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(especially resident pilgrims). Unfortunately, mortal-
ity increased greatly in 1436H (2015) due to the
crush and stampede in Mina (Figure 3).

Higher mortality was reported to be signifi-
cantly associated with male gender, and older ages.
The three most common causes of death were car-
diac, respiratory, and trauma. Cardiac causes were
the leading cause of death across years except
1436H (Figure 4). The traumatic event in Mina
1436H (2015) affected all age groups with propor-
tionally higher impact among age groups 40-49 and
50-59 years (Figure 3).

Suner S. The impact of crowd control measures
on the occurrence of stampedes during Mass
Gatherings: The Hajj experience. Travel Med
Infect Dis. 2017 Jan;1:67-70.

Keywords: Mortality; Pilgrims; Hajj; Saudi Arabia



The pattern of injuries among pilgrims in Mina General Hospital, Hajj
1438H-2017: a cross-sectional study.

The annual Hajj pilgrimage in Saudi Arabia is the
largest mass gathering worldwide. Above 2 million pil-
grims gather over a few days at the same places (Mina,
Arafat, Muzdalifa) for Hajj rituals. This is usually associ-
ated with enormous health challenges among which is
increased injuries.

Globally, more than five million deaths occur
annually because of injury (1). For every death, it is es-
timated that there are dozens of hospitalizations, hun-
dreds of emergency department visits and thousands
of doctors’ appointments (1,2). Injuries during Hajj var-
ies in numbers and severities from simple traumatic
injuries, through crush injuries and asphyxiation, and
up to mass casualties and fatalities such as the 2015
Mina stampede (1436H) (3).

We conducted this study to provide insights into
the pattern of injuries among Hajj pilgrims, associated
factors, and possible prevention measures. We used a
descriptive cross-section study design and included all
documented injury cases reported to the largest health
facility in the ritual places i.e. Mina General Hospital.
We excluded cases who were not able to speak Arabic,
English, or Urdu and who are not pilgrims.

We collected data over a 10 day period (8-
15/12/1438H) from patients in the emergency room,
OPD, and inpatient wards using a questionnaire admin-
istered by the principal investigator. The questionnaire
was designed in English to collect data about injuries
based on the International Classification of External
Causes of Injury (ICECI) which was developed by WHO
(4). It was first tested for reliability and validity through
experts review and piloting at another hospital.

The number of injured was 137 cases out of
18,730 pilgrim visitors i.e. 7 injuries per 1,000 pilgrim

visitors to the hospital. These included 109 males (80%)
and 28 females (20%). Ages of injured ranged between
16 and 77 years with a mean of 46 years old. Most of
the injured were from Saudi Arabia (27%), Egypt (24%),
Yemen (8%), and India (7%); besides other nationali-
ties.

Time to reach the hospital was 15-40 minutes for
most injured pilgrims. Less than a third of the injured
(29%) had received first aid at the site of injury, and
only a quarter them (25%) arrived at the hospital by
ambulance. However, the vast majority of cases (91%)
were stable, only 9% required admission, and only 1%
were in a critical situation. Most injuries (42%) present-
ed to the hospital on the 10th day of Dhu al-Hijjah,
1438H (1st September 2017, Figure 1); the day on
which pilgrims return back to Mina from Arafat and
Mozdalifa and start stoning of the devil (Ramy al-
jamarat).

Most injuries were tissue contusions (36%), bone
fractures (28%), and cut wounds (25%). Among the
fractures, 92% were closed and 8% were open frac-
tures. They included long bone (46%), hand and foot
(38%), hip (10%), and Colles' fracture (5%). Each of
burn and head injuries represented 4%. The mecha-
nisms of the injury included falls (88%), foot sprain
(twisting, 23%), sliding (18%), crushing injuries (5%),
burn (4%) and road traffic accidents (1%). Diabetes Mi-
letus and hypertension were prevalent among injured
at 30% for each. Other comorbidities included osteopo-
rosis (10%), asthma (6%), cardiovascular disease (1%),
and chronic renal failure (1%).

Reported by: Dr. Turki M Alaslani, Dr. Shady K Abdulrah-

man, Dr. Amal Al-Ndfisi.
(Continued on page 10)

Figure 1: Injuries among pilgrims presenting to Mina General Hospital by date, during Hajj 1438H - 2017G.
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The pattern of injuries among pilgrims in Mina General Hospital, Hajj
1438H-2017: a cross-sectional study. cont...

Editorial notes: Hajj is a unique mass gathering be-
cause of its multidimensional complexity due to reli-
gious, political, cultural, security, economic, operation-
al, and logistic factors. This commonly leads to injuries,
which could result in temporary or permanent disabili-
ties and deaths (3,5). Injuries during Hajj especially
mass injuries and deaths could be preventable. Mod-
ernization of the infrastructures in the ritual places,
reduction of pilgrims numbers, and the strengthening
of crowd control measures implemented by the Saudi
authorities have evidently led to reduced incidents and
deaths (6).

Although this study was limited to one facility in
Mina only, the hospital is the largest one and Mina is
where the pilgrims gather most days of Hajj. The find-
ings give clues to the pattern of injuries during Hajj as
well as the chain of survival; starting from factors caus-
ing the injuries, reaching the hospital, and up to the
final outcome. The findings related to types of injuries
and the underlying mechanisms are comparable to pre-
vious studies done during Hajj (5,7).

Majority of injuries were reported on the day of
10" Dhu al-Hijjah. Elder age and pilgrims with comor-
bidities were more affected. These point to the need
for further strengthening of preventive measures by all
parties involved, including security authorities, camps
(Hamla) leaders, etc.
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Selected notifiable diseases by region, Jan-Mar 2017

5 >
5 8 5| & =l 3| 3| ® E O T ug_, 5| 8(g| 2|2 s =
=)
Measles 5 3 2 0 0 0 10| 2 0 1 /0|1 (0161|100 |O 179
Mumps 1 9 1 0 0 0 |1 0 0 1 0 0o|0|0]|O 15
Rubella 4 0 0 0 0 0 0 0 0 0 0 2(1,0]0 7
Varicella 11 {20 {164 | 70 | 99 | 50 |442| 76 (67 | 11 | 7 |41 | 9 |27 (30|79 | 2 0 | 5 (23 |1233
Meningitis mening. 0 0 0 1 0 0 0 0|0 0 0 0 0Oo|o0(O0O|O0|O0|O0]|O 1
Meningitis other 0 0 11 7 1 |3 |16 |5 (0| O 0 |13 | 2 2 |3(7/|0(0/|0)|3]|100
Hepatitis B 169|181 | 466 (175 68 | 18 | 84 |126 | 0 | 13 | 3 |32 | 1 |18 (154/{21 | 4 | 9 | O |67 |1609
Hepatitis C 108 (323|285 (80 |12 |12 |44 | 75 | 1 4 0 |13 | 4 2 |27 2 (4 |0 171019
Hepatitis unspecified 2 2 0 0 0 0| o0 0 0 0 o(ojlo|O0O|O0O|O0]|O 8
Hepatitis A 6 1 11 (11 | 4 1 4 4 |1 0 1 1 0 0|0 0|0 |0 0| 46
Typhoid & paratyphoid 0|0 2 | 24 2 |10 1|0 0 1/0/0|0|(O0O|O|O0|O0|O0) 43
Amoebic dysentery 0 0 (270 | 18 | 17 | 0 |237| 87 | 2 2 0 0 0 0 (5|17 0| 0 | 0| 0 |655
Shigellosis 3 1 2 0 0 3 1 1 0 0 0 0 0 0|01 0|O0|0)|O0]| 12
Salmonellosis 18| 6 | 43 |12 | O 4 |77 |45 | 0 1 0 4 1 0 |3(15(0 (|0 |0 | 0|22
Brucellosis 44 | 40 | 22 | 44 | 52 (192 /100| 30 |71 | 80 (85 | 14 |33 |163| 3 |147| 7 |40 |15 | 2 |1184
Dengue Fever 0 (133|670 | 19 | 2 0 0 o o0 0 0 0 0 (146/ 0 | O | O | O | O | 970
Khomra 0 0 1 0 0 0 0 0 0 0 0 0 0 0| 03 |0|0|O0|O 4
Comparisons of selected notifiable diseases, Jan - Mar 2016-2017
DISEASE ,f, ,f, ? ,f, % DISEASE ,f, §, @ §, g
2017 | 2016 % | 2017|2016 2017 | 2016 | % |2017 | 2016
Cholera 1 0 100 1 0 Meningitis mening. 1 3 -67 1 6
Diphtheria 1 0 100 1 2 Meningitis other 100 72 39 | 100 | 259
Pertussis 7 7 0 7 7 Hepatitis B 1609 | 1212 | 33 |1609 | 4327
Tetanus,neonat 2 0 100 2 3 Hepatitis C 1019 | 545 87 |1019 | 1947
Tetanus,other 21 9 133 | 21 20 Hepatitis unspecified 8 7 14 8 31
Poliomyelitis 0 0 0 0 0 Hepatitis A 46 21 119 | 46 100
Guilain Barre Syndrome 0 0 0 0 0 | Typhoid & paratyphoid | 43 23 87 43 164
Measles 179 20 795 | 179 | 125 Amoebic dysentery 655 | 618 6 655 | 2336
Mumps 15 4 275 | 15 14 Shigellosis 12 10 20 12 32
Rubella 7 12 -42 7 56 Salmonelosis 229 | 163 | 40 | 229 | 744
Varicella 1233 | 1450 | -15 |1233|4523 Brucellosis 1184 | 931 27 |1184 | 4062
Dengue Fever 972 703 38 972 | 5428 AlKhorma 4 9 -56 4 38

Diseases of low frequency, Jan - Mar 2017

* Yellow fever, Plaque, Poliomyelitis, Rabies, Echinococcosis, Hemolytic Uremic Syndrome: No Cases
* Pertussis: 7 Cases (Eastern 1, Hasa 1, Riyadh 1, Jeddah 1, Tabuk 3)

* Neonatal Tetanus :2 Cases (Jeddah 1, Jazan 1)

* Tetanus Other: 21 Cases (Jeddah 20, Jazan 1)



Selected notifiable diseases by region, Apr—Jun 2017

e | 2 = &:’:.. 2 o)
= > | 5T | % 3 S ) =~ :\3_: s |5 -~ =
=]
Measles 0 5 6 0 0|04 (0(|O0]O 2 (0(0 /|0 0 17
Mumps 0 0 0 o000 (fOfO]fO 0 0|0 /|0 0 0
Rubella 0 0 0 0 0 o(o0o(0fOfO|jO|O|O|O0OfO|O0|O 0 0
Varicella 16 12 (129|100 (103 | 71 | 350 |57 ({34 | 6 (22|24 1 (32(22|204/0| 0 | 9 5 |1197
Meningitis mening. 0 0 0 1 0 0 o |/o|o0o|loO0|OfO(OfO|O0O|O0|O0|O0]|1 0 2
Meningitis other 0 0 30 6 3 10 0 3/0|,0|0(3|3(3|0|3|2|0/0 0 66
Hepatitis B 161 (200 {338 |164 | 65 | 48 | 123 |70 | 1 2 (5233 (1811729 (12| 2 | 1 25 (1407
Hepatitis C 108 {147 (167 | 56 | 25 | 21 | 65 (32| O 1(2|6(2|4|25/10(3| 1|0 11 | 686
Hepatitis unspecified 9 0 0 4 0 9 1 /1/0|0|0/0|jO0O|O|O|O0O|O0O|O0)O 0 24
Hepatitis A 8 1 10 7 1 0 1 0| 0(0(0(3(0])|0O0 1/0[(0]|O 0 37
Typhoid & paratyphoid | 0 0 |40 | 7 2 3 4 ([5/0|0|1(0(12(0|0|14|/0|O0|O 0 77
Amoebic dysentery 0 0 (334 | 5 (41 | 1 (2581412 |1 |7|0|0|0|0|19|0| 00O 0 |809
Shigellosis 1 0 3 5 0 0 3 1 /10 /0/0fO|O0O| 0|1 0]|O0f|0O 0 15
Salmonellosis 43 | 13 | 76 | 19 3 0 55 |34, 0|0(O0|/0O(O0O| 0|18 |0|0{|0O 1 253
Brucellosis 43 46 | 30 | 30 | 66 | 239 | 98 |21 |78 | 60 (84|37 |42|109| 2 |198 (13|17 | 7 3 |1223
Comparisons of selected notifiable diseases, Apr - Jun 2016-2017
DISEASE £ | g |® |5 | % DISEASE £ £ | & | 5| &
2017 | 2016 | % |2017| 2016 2017 | 2016 % | 2017 | 2016
Cholera 0 0 0 1 0 Meningitis mening. 2 0 100 3 6
Diphtheria 0 0 0 1 2 Meningitis other 66 59 12 | 166 | 259
Pertussis 5 3 67 | 12 7 Hepatitis B 1407 | 958 47 | 3016 | 4327
Tetanus,neonat 2 0 100 | 4 3 Hepatitis C 686 | 456 50 |[1705 | 1947
Tetanus,other 3 3 0 24 20 Hepatitis unspecified 24 4 500 | 32 31
Poliomyelitis 0 0 0 0 0 Hepatitis A 37 12 208 | 83 | 100
Guilain Barre Syndrome 0 0 0 0 0 Typhoid & paratyphoid 77 30 157 | 120 | 164
Measles 17 17 0 [196 | 125 Amoebic dysentery 809 | 592 37 | 1464 | 2336
Mumps 0 5 |-100| 15 14 Shigellosis 15 9 67 27 32
Rubella 0 13 |-100| 7 56 Salmonelosis 253 | 157 61 | 482 | 744
Varicella 1197 | 1318 | -9 (2430| 4523 Brucellosis 1223 | 1225 0 | 2407 | 4062

Diseases of low frequency, Apr - June 2017

* Yellow fever, Plaque, Cholera, Diphtheria, Mumps, Poliomyelitis, Rabies, Echinococcosis, Hemolytic Uremic Syn-

drome: No Cases

* Pertussis: 8 Cases (Jeddah 3, Eastern 1, Hasa 1)

* Neonatal Tetanus :2 Cases (Jeddah 2)

* Tetanus Other: 3 Cases (Jeddah)




Selected notifiable diseases by region, Jul—Sept 2017

- m !:I’:.. = Iy
S| 5|52 3 |3 ) =~ ?_, 5 | 5 ~ | 2
=]
Measles 6 | 0|16 5/0(2|1|0|1|0|0|O0]|O0]17 1|1 0 53
Mumps 0 1 1 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 3
Rubella 3 0 1 0 2 0 2 2 2 0 0 0 0 1 1 0 0 0 0 0 14
Varicella 31 |38 (93|60 (83|47 |322(28 |30 (3212|117 |18 |38 82| 1 0 15| 4 952
Meningitis mening. 2| 0|0|0|0|O0|O0|1]|0O0 0| o0 0 o|0|0]|oO 3
Meningitis other 9 1 (3518 21 |16 | 3 0 0 0 2 2 0 0 0 0 2 113
Hepatitis B 175|161|729|126| 95 |32 |145|61 | 0 |36 |10 |22 | 2 |11 |97 |29 | 8 3 5 (19 | 1766
Hepatitis C 120(132(360| 64 (34 |16 (85 |41 | 0 (16 | 2 2 3 5 (19|17 | 6 0 0 8 930
Hepatitis unspecified | 8 | 9 | 0 01| 4 o(1|0|0|0|O0|O0|1|0|0|O0]0O 28
Hepatitis A 14 | 0 9 2 2 |10 0 1 0 0 0 0 1 0 0 0 0 1 48
Typhoid & paratyphoid| 1 | 0 15 1(3|(13|0|(0|2|0|0|1|1(18|{0|0|0]1 98
Amoebic dysentery 0 (53414 (37 | 5 (533|125 1 0 5 0 0 0 0 0 0 1 0 | 1263
Shigellosis 0 1 2 0 0 6 2 0 0 0 0 0 0 0 0 0 0 0 12
Salmonellosis 81 |24 |133/20 | 1 1 (222(45| 0 1 3 1 1 0 5 5 0 0 2 551
Comparisons of selected notifiable diseases, Jul - Sept 2016-2017

DISEASE g8 |a | 8|F DISEASE g 8|2 | 8|8
2017 {2016 | % |2017 | 2016 2017 | 2016 % 2017 | 2016

Cholera 15 0 100 1 0 Meningitis mening. 3 1 200 3 6
Diphtheria 0 0 0 1 2 Meningitis other 113 71 59 166 259
Pertussis 8 4 100 | 12 7 Hepatitis B 1766 | 1250 | 41 3016 | 4327
Tetanus, neonate 0 1 -100 4 3 Hepatitis C 930 584 59 1705 | 1947
Tetanus, other 8 2 300 | 24 20 Hepatitis unspecified 28 14 100 32 31
Poliomyelitis 0 0 0 0 0 Hepatitis A 48 34 41 83 100
Measles 53 48 10 | 196 | 125 Typhoid & paratyphoid 98 52 88 120 164
Mumps 3 1 200 15 14 Amoebic dysentery 1263 | 906 39 1464 | 2336
Rubella 14 18 -22 7 56 Shigellosis 12 6 100 27 32
Varicella 0 790 | -100 | 2430 | 4523 Salmonellosis 551 | 235 | 134 | 482 744

Diseases of low frequency, Jul - Sept 2017

* Yellow fever, Plaque, Poliomyelitis, Rabies, Neonatal Tetanus, Diphtheria, Hemolytic Uremic Syndrome: No Cases
* Pertussis: 8 Cases (Jeddah 3, Eastern 3, Riyadh 2)
* Cholera: 15 Cases (Jazan, imported)
* Tetanus Other: 8 Cases (Jeddah)




Selected notifiable diseases by region, Oct—Dec 2017

- ‘l:":.. = o
|85 |8 3 |3 g 2 | 5 93_: 5|8 |g | |3 8| =
=)
Measles 29 | 3 | 24 1 15| 0 0 8 0 0 41| 4 |2 (0| 0 | 0| 136
Mumps 0 0 5 1 3 0 1|0 0 0|0 12
Rubella 0 0 0 1 0 0 0 0 0|0 11
Varicella 39| 9 (107 |70 |98 | 64 (462| 28 |40 |57 |11 | 10 |10 |14 (36|74 | 0 |15 | O 7 | 1151
Meningitis mening. o/o|1|0|0|1|1|0|0|O0|0O o|o|o(oO0|O0|O0O|O0]|O 4
Meningitis other 8|0 (3 |9 |0 |19|19 0 1|4 |2 0 2 (18| 0 | 2 | 126
Hepatitis B 222 (119|368 (165|118 | 33 (27789 | 2 |65 |22 | 24 |5 |15(148/43 | 0 (39| 1 |31 1786
Hepatitis C 159/ 90 (326 | 61 |41 | 18 (126(53 | O |43 | 6 4 5|12 |30 8 | 3 |18| 0 9 | 1012
Hepatitis unspecified | 4 | 0 | 2 2|6 |0]|0 10 ([(0|2]|1 o(o|0 |0 24
Hepatitis A 10 | 3 16 | 5 0 1|23 0 0 1 0 1|0 1 0|1 0 0 67
Typhoid & paratyphoid| 5 | 0 | 7 (49| 0 | 0O |67 |11 |0 (13| 1 | 0 [0 | O |1 |16|0 |1 |0 |1] 172
Amoebic dysentery 2 (28910 (42 |15 (415|55| 3 |14 | O 0 0 1 (4|4 20(0 0 0 | 879
Shigellosis 2 1 0 0 4 2 0 0 0 0 0 1 0|0 0 0 11
Salmonellosis 30 |14 (117 |27 | 7 | 2 |173|31 | © 4 |1 |/0|0(|3|4|0|0|O0]| 4] 419
Comparisons of selected notifiable diseases, Oct - Dec 2016-2017
DISEASE g8 |2 g g DISEASE g § | 2 g g
2017 | 2016 % 2017 2016 2017 | 2016 % 2017 2016
Cholera 0 0 0 0 0 Meningitis other 126 88 -25 358 243
Diphtheria 0 0 0 1 2 Hepatitis B 1786 | 1463 73 5561 | 4327
Pertussis 1 0 100 21 7 Hepatitis C 1012 | 796 42 | 3647 | 1947
Tetanus, neonat 0 2 |-100 5 3 Hepatitis unspecified 24 26 -88 84 31
Tetanus, other 0 0 0 32 20 Hepatitis A 67 666 -90 198 100
Measles 136 | 40 |-100| 457 125 | Typhoid & paratyphoid | 172 78 219 | 390 164
Mumps 12 4 -100 | 47 14 Amoebic dysentery 879 787 40 3606 | 2336
Rubella 11 13 | -100| 61 56 Shigellosis 11 6 -81 50 32
Varicella 1151 | 966 | -88 | 4533 | 4523 Salmonellosis 419 262 21 1452 | 744
Meningitis mening. 4 2 200 10 6 Brucellosis 1094 | 895 54 | 4692 | 4062

Diseases of low frequency, Oct - Dec 2017

*Yellow fever, Plaque, Poliomyelitis, Neonatal Tetanus, Rabies, Echinococcosis, Puerperal Sepsis, Hemolytic Uremic
Syndrome: No Cases
* Pertussis:1 Case (Eastern)
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