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Abstract: To study incidence and trends of some common infections namely; Varicella (Chickenpox), 2009
A/H1N1 Influenza, brucellosis and Entamoeba histolytica infestation, to document diagnostic tools used,
biomedical indicators used in laboratory diagnosis and to evaluate the impact of the control measures on the
disease  trend,  among  inhabitants  of  Taif  -  Saudi Arabia in five year duration of surveillance (2007-2011).
A descriptive study was done to show incidence data over the period of five years starting Jan. 1  2007 till Dec.st

31  2011, among patients seeking care in three governmental general hospitals. Records were utilized to collectth

data during the first four years followed by active surveillance in 2011. Data were recorded systematically
complying with the communicable diseases surveillance protocol set by the Saudi Ministry of Health. Diagnosis
was based on strict clinical criteria with laboratory confirmation in cases of brucellosis and amoebiasis. Results
revealed that a total of 3,382 incident cases with Varicella during this period with an epidemic pattern from Nov.
2007 till Aug. 2008 and high fluctuations during summer 2009 and late 2011, 324 cases with brucellosis but with
a declining incidence over years, 576 cases for amoebiasis with a marked high incidence started Oct. 2009 and
through 2010 and 2,611 cases with novel A/H1N1 Influenza that started Aug. 2009 with dual beaks Nov. 2009
and Nov. 2010 followed by a marked decline. In conclusions: Infectious diseases are still a major cause of
morbidity, emerging and chronic infections continue as a health threat. Control measures showed a success
in controlling some of these diseases with minor impact in many instances.
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INTRODUCTION infection in Saudi Arabia [1]. A major epidemic was

Infectious diseases continue to be a major cause of introduction of Varicella vaccine as a part of the
morbidity and mortality in many parts of the world childhood  extended  program  of  immunization (EPI) in
especially in the developing countries. Efforts to prevent the Saudi Arabia.
and to control these infections are a cornerstone in the Brucellosis is a common zoonotic chronic bacterial
health protection programs set by the Saudi Ministry of infection in Saudi Arabia [1]. Two species are commonly
Health. Control of the most common infections will be encountered;  B.  abortus  and  B. mellitensis, both may
reflected undoubtedly on the general health of the be prevalent  in  the  same  patient.  Local traditions that
community, these commonly encountered infections and value the consumption of raw goat and camel milk and
other uncommon infections are published annually [1]. dairy products enabled the disease to continue to be

Chickenpox or Varicella is a common highly endemic in  the Western province of the Kingdom and
contagious disease results from primary infection with elsewhere [1, 5]. Control programs against the infected
Varicella zoster virus. The resulting illness is usually mild animals (zoonotic control) and health education
and self limited, but serious complications and rarely campaigns targeting the local population escalated for
death may occur [2]. It is the most reportable viral years [6].

recorded in the last few years [3, 4], resulted in the
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Infestation with the enteric protozoan Entamoeba A/H1N1, clinically and laboratory diagnosed infestation
histolytica is usually asymptomatic, but a mild enteric
illness or even dysentery may occur. Rare but serious
complications may occur as well in some patients. In
Saudi Arabia the disease is obviously less occurring than
in some of the neighboring countries [7]. On the other
hand; poor hygiene and unsafe water supply in some
parts of the Kingdom result in sporadic outbreaks [8]. The
disease continues to be the most frequently seen parasitic
infestation in Saudi Arabia [1].

Pandemic Influenza-A infection (2009 H1N1) was
associated with a worldwide outbreak of febrile
respiratory infection [9]. Although usually it results in a
mild illness, certain patient groups are at increased risk for
complications [10]. Early in the outbreak, serious steps in
facing a predicted increase in the spread of the virus with
its clinical consequences were taken worldwide and
locally [11]. Nevertheless, the virus continued to spread
globally, it started to be revealed in Saudi Arabia June
2009 where the first confirmed case was seen, followed by
a steady rise in number of cases as the virus circulate
among people in the local communities, later followed by
fall in the epidemic curve [12]. A double peak of national
and global incidence was seen in the years 2009 and 2010.
In each of the two years; the number of clinically
diagnosed cases was highest during the period from late
autumn till early winter [13], followed by a marked decline
[14]. It was published that the virus in the post-pandemic
period will continue (from late 2010 and through 2011) to
circulate as a part of seasonal spectrum of influenza
viruses, but still closely monitored by the flu surveillance
networks [15].

The current work was done to show the incidence
and the trend of four commonly seen contagious diseases
among a Saudi population living in the Western province,
namely in Taif area and seeking care in governmental
general hospitals, to understand the effect of the
prevention and control measures undertaken by the Saudi
Ministry of Health on the possible change of incidence
and to document tools used (clinical and laboratory) to
diagnose the four diseases under study.

MATERIALS AND METHODS

From many known infectious diseases encountered
among inhabitants of Taif - Saudi Arabia and are
compulsory notified to the Ministry of Health, four
commonly reported diseases were chosen [1]. Those
diseases are: clinical Varicella virus infection
(Chickenpox), clinically diagnosed Influenza  virus  2009

with Entamoeba histolytica parasite and both clinically
and laboratory diagnosed Brucella abortus and/or
mellitensis. Three governmental general hospitals were
randomly chosen to be the study setting. Those hospitals
(around 809 beds in total) were seen to serve almost
100.000 inhabitants of Taif area in 2007. The total
population of Taif area in the Western province of Saudi
Arabia is around one million in urban localities and half a
million in rural Taif. Those hospitals deliver a
comprehensive primary, preventive and tertiary health
care to clients of all age groups and of both sexes.

Infectious diseases are compulsory reported to the
Ministry of Health as to the Preventive Medicine
Administration affiliated to the Taif Directorate of Health
Affairs. Notification rules follow the National guidelines
of reporting of communicable diseases that classify these
four diseases as (class II reporting) to be notified by the
international epidemiological weeks within less than one
week from incidence. The surveillance methodology used
was consistent throughout the study period.

Health records of these hospitals were utilized to
figure out incident cases of the four diseases during a
period of four years (2007-2010) passively. While during
the year 2011, active surveillance of the four diseases
commences. It included regular checking of book
registries of both emergency department and outpatient
clinics, review of laboratory results and clinical evaluation
of some selected cases to crosscheck the physician
diagnoses. Observation and follow up of the control
measures used by the Ministry of Health to control these
four diseases was also recorded intimately.

Only newly diagnosed cases were considered, this is
most important in chronic diseases as brucellosis not to
be double reported as a result of a long term care seeking
by patients. Cases re-infected with Entamoeba histolytica
were not included in this study; the crosscheck utilized
the National ID and medical ID numbers of patients as
being their conclusive label. The diagnosis of the four
diseases was based on the following criteria:

Chickenpox Virus (Varicella Zoster Virus) Disease:
Novel cases would be detected on clinical bases following
standard clinical diagnostic criteria [16]. Those cases were
cross matched by one of the medical researchers to
confirm diagnosis made by recording of symptoms and
signs, e.g. the typical appearance of the rash. The blisters
are like dew drops on the petal of a flower, except that the
dew drop is on a background of red rash. Symptoms and
signs would include but not restricted to one or more of
the following:
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Achiness and fever (before the disease breaks out). Viral detection as a tool in diagnosis of the 2009
Fatigue, irritability and sore throat. A/H1N1 Influenza using the real time polymerase chain
Rashes break out on the day the fever starts. reaction technique (RT-PCR), although being specific and
A skin rash or lesion on the chest, back, shoulders, accurate, was not considered in this study as it was only
scalp, or other areas. used with hospitalized patients and suspected cases from
Lesions on the mouth, vagina, rectum, eye, or other the healthcare staff (Based on the Saudi Ministry of
mucus membranes. Health case detection rules).
Itchy, blistering rash develops into as many as 250-
500 blisters within couple of hrs. Brucellosis Bacteria (Brucella Abortus and Brucella
Crusting, after the blister breaks, occurs after two to
four days.
Crusts become progressively darker with time and
form scale like structure called scab. Scabs fall off in
about 9 - 13 days.
Symptoms of chickenpox are worse in adults than
children.
Presentation by complications, most common among
the older age group. Serious and widespread
dissemination of the disease could occur in patients,
who are immune-suppressed, e.g. patients with
leukemia, lymphoma, HIV and transplant patients.
The lungs and brain may get involved causing
pneumonia or encephalitis. Laboratory diagnosis is
seldom required because of the clear-cut clinical
signs [17].

Influenza A/H1N1 Virus: Cases would be diagnosed
based on the physician clinical suspicion. Suspicion and
the accuracy of diagnosis vary substantially, depending
on whether the case occurred sporadically or during a
recognized outbreak, when a typical presentation of
Influenza-like illness was likely to represent 2009 A/H1N1
virus infection. However, during the active surveillance
year (2011) where the outbreak subsided dramatically, we
considered that the wide clinical spectrum of 2009 H1N1
virus infection and its features might overlap with those
of other infections and might lead to the misdiagnosis of
other potentially treatable infections (e.g. legionellosis,
meningococcemia, leptospirosis, dengue and malaria),
coinfection with other respiratory viruses, including
seasonal Influenza virus, have also been considered [18].

Symptoms of Influenza-like illness were mainly of an
acute respiratory disease, it included but not limited to:
fever, chills, chest tightness, difficult breathing, sore
throat, severe headache, muscle pain, body aches,
coughing,  sneezing,  weakness and general discomfort
[11, 18, 19]. Diarrhoea and vomiting were also been
considered as possible associated symptoms to the 2009
A/H1N1 Influenza.

Mellitensis Bacteria): Diagnosis was based both on
clinical and laboratory data. Symptoms may be subclinical,
sub-acute, acute, relapsing and/or chronic. It includes
abdominal pain, general fatigability, low grade fever,
arthralgia…etc. History of consumption of unpasteurized
milk or milk products was mostly seen as the source of
infection among people in the local Taif community.
Clinically suspected cases were investigated using the
most appropriate specimen which is the blood culture for
Brucella spp. [20].

The causative agent (Brucella abortus and/or
Brucella melitensis bacteria) appeared as a small, slow
growing white colony if positive in culture. It is a Gram
negative cocco-bacillus. Blood culture, was performed
both aerobic and anaerobic and were incubated for 7 days
[21] using an automated system that gives an alarm on the
event of bacterial growth that will be later checked for
antibiotic sensitivity. It is to be noted that in recent years,
the automated generation of blood culture systems has
been introduced into clinical practice, resulting in reduced
detection times for a wide range of blood pathogens
including Brucellae. Experience accumulated with the
BACTEC 9240 instrument has demonstrated that the
system enables detection of B. melitensis and B. abortus
from blood cultures within the routine 7-day incubation
period, obviating the need for prolonged incubation of
blood culture bottles and is superior to the Isolator 1.5
Microbial Tube in terms of sensitivity and time to
detection of circulating Brucellae, this fact much helped
us in this study in respect of time reduction till final
diagnosis.

The media used was an enriched broth with 9:1
blood: broth ratio. Culture bottles was incubated at 35°C
in BACTEC 9240 cabinets (Becton Dickinson Diagnostic
Instrument Systems, Towson, Md.) and monitored on a
continuous basis for the one week period. Detection of
positive bottles by the instrument alarm was followed by
performance of a Gram stain and subculture of the broth
on sheep blood agar, chocolate agar and MacConkey agar
plates for confirmation. The Isolator tube was processed
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by the methodology recommended by the manufacturer identification of E. histolytica / E. dispar. Correlation with
for the blood cultures Identification of Brucella was the clinical manifestations was important to differentiate
performed by conventional microbiological procedures between the two species.
[21].

Entamoeba histolytica Parasite: Diagnosis was based trichrome stained smears usually measure 15 to 20µm
both on clinical and laboratory data. It is well known that
cysts of the pathogenic Entamoeba histolytica parasite
are indistinguishable by the routine laboratory techniques
from the cysts of the non pathogenic Entamoeba dispar
[22]. As a consequence; correlation with the clinical data
(the presence of gastrointestinal manifestations e.g.
diarrhoea, colic and/or dysentery) was a prerequisite to
consider the case as being infected. These cases were
investigated using a fresh stool specimen for ordinary
microscopic examination, which is the most relied upon
single method for laboratory diagnosis of intestinal
infection with E. histolytica [23]. There was an
assumption later confirmed that a competent laboratory
technologist is available to carry out this task, but, as
must be realized, the abilities of individuals to recognize
the precise morphological features of both the trophozoite
and cyst stages of this pathogen vary from one technician
to another.

Acceptable staining procedures used for the
identification of either trophozoites or cysts include
Wheatley's modification of Gomori's trichrome or
Heidenhain's iron alum-hemotoxylin stain. Gomori's
trichrome stain was preferred, both for its convenience
and excellent tissue differentiation. In any case, we
considered that such interfering substances as mineral oil,
or barium enema materials, or lower gastrointestinal
bleeding not related to the infection will hamper or even
prevent the detection of amoebas in either freshly passed
or preserved stool specimens.

Wet Mount Examination [24]: Entamoeba histolytica and
Entamoeba dispar are morphologically identical species
but the later is non-pathogenic. In bright-field
microscopy, E. histolytica/ and E. dispar cysts are
spherical  and usually measure (12-15)µm (range may be
10-20µm). A mature cyst has 4 nuclei while an immature
cyst may contain only (1-3) nuclei. Peripheral chromatin is
fine, uniform and evenly distributed. Elongated,
chromatoid bodies with bluntly rounded ends may
sometimes be found. Glycogen can be diffuse or absent in
mature cysts while clumped in immature cysts. Wet mount
preparations and trichrome stained smears of stool
specimens were the recommended procedures for

Trichrome Stain Examination [24]: Trophozoites in

(range may be 10 to 60µm). Presence of one nucleus with
evenly arranged chromatin on the nuclear membrane and
a small, centrally located karyosome are morphological
features of trophozoites. The cytoplasm is finely granular
and few ingested bacteria or debris may be present.
Presence of red blood cells within the cytoplasm of
trophozoites was a diagnostic feature for the identification
of E. histolytica. Ingested RBCs was not frequently seen;
in the absence of this diagnostic characteristic E.
histolytica / E. dispar was reported and we relied on the
clinical data. Cysts usually measured 12 to 15µm (range
10- 20µm) and had (1 - 4) nuclei.

RESULTS

A total of 3,382 incident cases (Table 1and Figure 1)
were reported to have clinical Varicella infection, (566 in
2007, 1834 in 2008, 453 in 2009, 176 in 2010 and 353 during
2011), showing an average monthly incidence of 56.37
cases per 100.000. An epidemic pattern was revealed from
November 2007 with almost doubling in the number of
monthly cases compared to the prior month (57 vs. 109),
reaching a peak during January and March 2008, it
continued till the end of July 2008 where the monthly
incidence approximated the calculated overall monthly
average.

Fluctuations was seen during 2009 peaked during
May (118 cases), followed by a low profile stationary
period continued till December 2011 where number of
incident cases almost tripled compared to the preceding
month (23 vs. 60), although it was roughly within the
calculated monthly average, it later reflected the start of a
new wave of an outbreak manifested in the early 2012
(proved to be known at the time of preparation of this
report but beyond the study period).

In respect to the incident brucellosis cases, a total of
324  patients  were  notified during the study period
(Table 2 and Figure 2), after being verified as infected
both on clinical and laboratory bases. The calculated
monthly average of the newly diagnosed cases over the
period  of   60   months   was    5.4    cases   per   100,000.
The disease trend demonstrated a declining incidence
over  the study months and years (122 in 2007, 70 in 2008,
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Fig. 1: Distribution of Chickenpox cases by the month
over a five years surveillance  (2007 -2011)

Fig. 2: Distribution of brucellosis cases by the month
over a five years surveillance (2007 -2011)

Fig. 3: Distribution of amoebiasis cases by the month
over a five years surveilance  (2007 -2011)

Fig. 4: Distribution of Influenza A/H1N1 cases by the
month over a three years surveillance (2009 -2011)

Table 1: Distribution of Chickenpox cases by the month over a five years
surveillance (2007 -2011)
Year / Monthly
Month 2007 2008 2009 2010 2011 average Total
JAN 11 303 61 18 4 79.4 397
FEB 6 165 57 25 13 53.2 266
MAR 42 281 46 19 30 83.6 418
APR 55 194 8 9 45 62.2 311
MAY 64 269 118 27 32 102 510
JUN 23 260 48 15 44 78 390
JUL 33 170 39 17 19 55.6 278
AUG 23 61 19 10 36 29.8 149
SEP 44 33 10 17 23 25.4 127
OCT 57 57 20 7 24 33 165
NOV 109 20 7 4 23 32.6 163
DEC 99 21 20 8 60 41.6 208
Total 566 1834 453 176 353 56.37 ‡ 3382
‡ The monthly average was calculated over the period of five years (60
months)

Table 2: Distribution of brucellosis cases by the month over a five years
surveillance (2007 -2011)

Year / Monthly
Month 2007 2008 2009 2010 2011 average Total
JAN 2 6 4 3 4 3.8 19
FEB 6 5 4 8 4 5.4 27
MAR 16 15 3 5 4 8.6 43
APR 11 9 2 1 1 4.8 24
MAY 12 14 16 4 3 9.8 49
JUN 9 5 10 5 4 6.6 33
JUL 11 3 5 4 1 4.8 24
AUG 0 5 2 1 0 1.6 8
SEP 22 0 2 1 5 6 30
OCT 6 2 2 5 1 3.2 16
NOV 15 3 4 5 1 5.6 28
DEC 12 3 6 2 0 4.6 23
Total 122 70 60 44 28 5.4 ‡ 324
‡ The monthly average was calculated over the period of five years (60
months)

Table 3: Distribution of amoebiasis cases by the month over a five years
surveillance (2007 -2011)

Year / Monthly
Month 2007 2008 2009 2010 2011 average Total
JAN 1 5 4 17 6 6.6 33
FEB 2 7 3 26 14 10.4 52
MAR 5 13 4 21 15 11.6 58
APR 4 1 3 27 16 10.2 51
MAY 7 2 12 13 16 10 50
JUN 6 3 6 23 6 8.8 44
JUL 4 0 8 25 5 8.4 42
AUG 3 3 1 13 5 5 25
SEP 10 2 6 24 8 10 50
OCT 1 2 34 22 3 12.4 62
NOV 6 3 8 21 9 9.4 47
DEC 10 2 28 18 4 12.4 62
Total 59 43 117 250 107 9.6 ‡ 576
‡  The   monthly   average  was  calculated  over  the  period of five years
(60 months)



Middle-East J. Sci. Res., 11 (6): 709-717, 2012

714

Table 4: Distribution of Influenza A/H1N1 cases by the month over a three
years surveillance (2009 -2011)

Year /Month 2009 2010 2011 Monthly average Total
JAN * 123 150 136.5 273
FEB * 80 72 76.0 152
MAR * 40 51 45.5 91
APR * 36 41 15.4 77
MAY * 29 55 38.5 84
JUN * 19 24 21.5 43
JUL 0 9 1 3.3 10
AUG 26 4 0 10 30
SEP 49 1 1 17 51
OCT 168 18 4 63.3 190
NOV 739 343 13 365 1095
DEC 178 326 11 171.7 515
Total 1160 1028 423 87 ‡ 2611
* A/H1N1Iinfluenza was not yet reported from any healthcare facility within
the Taif area - Saudi Arabia
‡ The overall monthly average calculated considering the period from July
2009 till the end of 2011.

60 in 2009, 44 in 2010 and only 28 cases all over 2011).
Variations in the number of monthly cases away from the
calculated monthly average were very obvious during the
first three years of the study, but show no understandable
character or seasonal pattern. Generally speaking, the
disease is waning and losing grounds among this study
sample.

Considering the Entamoeba histolytica infestation,
during the study period, a total of 576 cases (Table 3 and
Figure 3) was reported to have the disease on both clinical
and laboratory grounds. The calculated monthly average
showed an incidence of 9.6 cases per 100,000. Unleashed
outbreak was seen as high incidence of new cases started
in October 2009 with several folds increase in number of
cases compared to the prior month (6 vs. 34), the high
frequency of new patients continued through almost all
the months of 2010 till the end of May 2011, where the
incidence went below the calculated average, announcing
the end of the epidemic state and continued stable
through the remaining of 2011 months.

The emerging 2009 A/H1N1 Influenza infection
started to be considered clinically within the study setting
from July 2009 (Table 4 and Figure 4), influenced by the
high degree of suspicion; as physicians take in their
consideration the running pandemic situation and the
introduction of the virus into the Kingdom from abroad
starting mid summer 2009.

Total number of cases clinically diagnosed in the
outpatient setting without a laboratory confirmation was
2,611 cases during the period from July 2009 till the end of
2011. The disease average monthly incidence was 87
cases  per  100.000,   considering   the   same  time   frame

(start with the introduction of the first reported index case
to Taif area till the end of the study period). The disease
incidence showed a quick rise in number of incident cases
with a dual peak in late 2009 and 2010 (739 cases in
November 2009 and 343 in November 2010), followed by
a steady decline in both years to almost baseline much
lower than the calculated monthly average. This situation
of low profile number of cases continued till the ends of
2011 while the disease still to be reportable to the local
health authorities.

DISCUSSION

This study evaluated the incidence trends of four
commonly seen infectious diseases in clinical practice in
three randomly selected governmental general hospitals
in Taif area of the Western province of Saudi Arabia in
five years duration (2007-2011). The consistency of the
surveillance methodology throughout the study period,
including the clinical criteria for diagnoses and the
diagnostic tests used, probably reduced the possibility of
biased upward or downward trends [25].

Varicella was followed up over the study period with
the guidance of a standard passive and active Varicella
surveillance policy [26]. It showed an epidemic pattern
form  November 2007 till the end of July 2008. This goes
with preliminary reports published from the Central and
Western provinces of the Kingdom [3, 4], where the
outbreak was first revealed. In a response, the Saudi
Ministry of Health in 2008 took the proper action and
introduced Varicella vaccine as a part of the EPI program
[27], that might lead to the seen reduction in numbers,
possibly together with the fact of saturation of
susceptibles and the shift in incidence probably to the
older age groups where complications are more likely to
happen and this is the price nations have to pay when
such vaccines are introduced during childhood [28, 29].
Further research is recommended to show the change in
age group incidence and probability of more severe
complications occurring after the vaccine introduction
early in life.

Brucellosis is a zoonotic disease of worldwide
distribution. Despite its control in many developed
countries the disease remains endemic in Saudi Arabia
where the national sero-prevalence of the disease is
around 15% [30]. The disease was introduced through
uncontrolled importation of animals that are poorly
screened for the disease. Brucella mellitensis remains the
principle cause of human brucellosis in Saudi Arabia,
causing  88-93%  o f  all  cases,  although  mixed  infection
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together with Brucella abortus is not uncommon. parasite were the same during the study period and did
National statistics indicated that the disease incidence in not alter at time of incidence of fluctuation. They included
humans is close to 40 cases per 100,000 in the year 2000 the routine measures to insure safe water supply (taking
[6]. in consideration that Entamoeba histolytica cysts are

The current study results revealed a steady decline in resistant to the usual concentration of water chlorine) and
the incidence of clinically and laboratory proven Brucella control measures taken to monitor food processing
infection over the five years of surveillance, annual facilities, food handlers and street vendors.
incident cases was reduced from 122 in 2007 to only 28 in It was interesting to see that incidence trends of the
2011 per 100,000 with a calculated monthly average novel 2009 Influenza A/H1N1 in this study goes with
incidence of 5.4 per 100,000 This finding manifested the known national and global movements of the disease
success of The Saudi Ministry of Health programs to occurrence. The disease was first reported in the study
control the disease, through zoonotic control in livestock setting in August 2009, followed by a steady sharp rise till
with components like recruitment and training of qualified the first peak in November of the same year where the
veterinarians, development of an adequate number of monthly incidence rate was 739 per 100,000, followed by
animal quarantine centers and implementing legislation to a continuous decrease in numbers till mid 2010. This bell
control marketing and movement of animals. Programs shape of an epidemic curve goes with reports from other
also integrated treatment of cases and screening of parts of the world  in  the  same  time  frame  [12-15, 36].
contacts and risk groups, with regularly repeated cycles The control measures carried out in the Kingdom included
of health education for the general public to alleviate the but not limited to: health education of the public about
public habits favoring the consumption of raw milk and how to avoid transmission, increased alertness in all
milk products [6]. The program design and its results were health sectors, provision of personal protective
distinct compared to other regional countries where the equipment (PPEs) and sanitizers and vaccination
disease is also prevalent [31]. campaigns [37]. This first vaccination trials didn’t seem to

The steady decline seen in this report was also noted be successful nationally [38] and globally [39, 40].
in other parts of the kingdom, where Al-Tawfiq and The disease showed a second peak in November
Abukhamsin [32] studied the disease incidence in the 2010, where the monthly incidence was 343 per 100,000,
Eastern province of the Kingdom for the period of 24years followed by a gradual decrease till February 2011 when it
(1983-2007) and concluded that there was a decrease in became around the calculated monthly average of 87 per
the incidence of brucellosis over this study period, the 100,000. The same was seen in many other places of the
annual incidence rate per 100,000 was reduced from as world as published by the World Health Organization [41].
high as 70 in the year 1987 to only 9 in 2006. During the second wave, less frightening, less attention

Entamoeba histolytica infestation is the commonest in both the public and the medical communities and the
parasitic infection globally and nationally [1, 22, 33, 34]. specific vaccine was this time integrated in the polyvalent
Surveillance of Entamoeba histolytica during the study seasonal Flu vaccine, which was used within the expected
period showed that this parasitic infestation was relatively seasonal demand [42].
infrequent with an average monthly incidence of 4.5 cases In conclusion, this report describes the incidence
per  100,000  during  t he  first 33 months of the study. trends of clinically came across common four infectious
This was followed with an epidemic event experienced diseases  in  a  large  section  of  Taif  area  population.
from October 2009; it continued to be above the Over the last five years, the incidence of Varicella was
calculated monthly average of 9.6 per 100,000 till the end still  the  commonest  seen  contagious  viral  infection,
of May 2011, where number of cases returned within with tendency for recurrent epidemic waves, although it
average  expectations.  This  pattern  harmonizes  with  the is now preventable during childhood by the compulsory
results seen in one of the major governmental tertiary care vaccine introduced in 2009. Brucellosis control programs
hospitals of Mekkah area (around 80 kms to the south showed in this report a sound success. Efforts to provide
west  of   Taif   area),  it  was  announced  that  during  the public safe water supply and environmental sanutation
study period from January 2004 till December 2009, are crucial to avoid the occurrence of Entamoeba
Entamoeba histolytica was the most common parasite histolytica outbreaks. Taif area population reflected the
encountered and it seemed to boost up around the end of global and the National picture of the novel 2009 A/H1N1
their study period [35]. The control measures against this Influenza  pandemic   including   the   same   pattern    of
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response  to the preventive measures used including 03275.x/full. Writing committee of the WHO, 2010.
retort against the specific vaccine when it was first Consultation on clinical aspects of pandemic H1N1
introduced. 2009 Influenza. Clinical aspects of pandemic
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