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FACULTY OF APPLIED MEDICAL SCIENCE

Message From the Editor- Dr. Tanveer Raza

With the Dean of Faculty of Applied Medical Science Dr. Hamad
Salem Al Amer (Center)

This week we are very j
happy to include our |
colleagues from the
Faculty of Applied Medical
Science, University  of
Tabuk to our MedEdu
Tabuk. We are grateful top
Dr. Marai M. Alamri Dean
of Medicine and Dr. Hamad Salem Al Amer, Dean of
Faculty of Applied Medical Science (FAMS), University of
Tabuk. The Dean has also appointed Dr. Eltayib Hassan
Ahmed, Associate Professor of FAMS responsible for
coordinating MedEdu Tabuk activities. This goes a further step
ahead in achieving our goal.
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MAJOR MILESTONES OF MEDEDU TABUK- Dr. Tanveer

N
10th Nov.
2016

6th Dec.
2016

24th Jan.
2018

21st Feb.
2018

28th Mar.
2018

e 1st issue of weekly newsletter
« Distributed to the staff at Faculty of Medicine

* Newsletter gets its own email, mededutabuk@ut.edu.sa

e 25th Issue J

\
e Student section introduced

J

\
* Newsletter now distributed to King Fahad Specialsit Hospital

J

3\
¢ Female student editors appointed

J

16th May
2018

\
e The Whole Tabuk Province. MedEdu Tabuk will be distributed to
all the health care workers working under the Ministry of Health
in Tabuk province )

»

e Facutly of Applied Medical Science, University of Tabuk joins
MedEdu Tabuk
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This Week Last Week

Dr. Marai M. Almri, Dean of Medicine exchanging views at Weekly academic
activity

STUDENT SECTION

Common Indications for Upper Gastrointestinal Endoscopy at a
Tertiary Level Hospital in Tabuk
dullah Alatawi "2, Dr. Md. Tanveer Raza !, Ibrahim Abdullah Albalawi !, Khalid Saleh Albal

dgol>

Tabuk, Kingdom of Saudi Al ng Fahad Sp al, Tabuk, Kingdom of abiz University of Tabuk

Background and Objectives: There has been an increased demand for Common Indications for Upper lodications Accor oy 05 ander
endoscopic procedures. The objective of this study is to determine the Gastrointestinal Endoscopy

common for of upper GI i
in a tertiary level hospital in Tabuk.

cEx¥astan

and . We reviewed the medical ‘o el
records for endoscopy indications of patients who had upper GI ; l--- —— | I‘J
endoscopy between January 2016 to June 2017 in King Fahad Specialist : S Iy R ‘: 4

Hospital (KFSH), Tabuk, Kingdom of Saudi Arabia. e U b e A /}Q"?{f}"'{/}’

Sorsis  Wiemn wOoen

Results: A total of 362 patients were referred for upper Gl endoscopy.

for Upper GI ications for Upper GI in
in Males Females

Table 1: Percent il f socil
participants

Age, yrs, mean £ SD 4152198 i \ \l
Sex g
Male 199 (54.97)

Femalo 163 (45.03)

Nationality Gl pen + Kemteresk + Helens
Hamn Venitng + Adariealpan
Saudi 316 (87.29) ~omen(z3)
Male 185 (52.21)
Female 161 (47.78)

Non-Saudi 46 (14.56)

Malo 34 (73.91 N
Fomale s Conclusion: Nearly half of the patients complain of Epigastric pain

(40.5%). This is followed by Hematemesis and Melena. Hence, upper GI
endoscopy must be i inthe P

The main indications comprised Epigastric pain (40.5%), Hematemesis
(17.6%), Melena (9.8%), Heart Burn (7.5%), Vomiting (7.3%) and Abdominal
pain (3.6%) and miscellaneous (13.7%).
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In and Around Tabuk: THE ELEPHANT ROCK, AlUla
Dr. Badr Al-Sayed

Dr. Badr Al-Sayed was the Ex-Dean of Faculty of Medicine, University of
Tabuk. He is Assistant Professor and Consultant Chest Physician.
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Hierarchy of research designs

Dr. Mohammad Mominul Islam

MPH, MSc. IC (Essex- In progress)

Ex-Head, and Consultant (privileged) for-

Department of Public Health (PH) and

Department of Infection Prevention & Control (IPC)

Co-Chairperson, Infection Prevention and Control Committee (IPCC),
King Fahad Specialist Hospital, Tabuk, KSA

Email: drmmislam@icloud.com

Islam, Mohammad (19 May 2017) Initial post in Mid-module Discussion Forum.
Paper submitted to University of Essex Online for [MSc IC, Research
Methodology-2 module]

It is very important to understand the hierarchy of evidence in research. This
understanding helps healthcare workers (HCWs) to choose the best evidence-
based intervention to be provided to their patients. The hierarchy also helps
HCWs in comparing the evidence of the research. The hierarchy is depicted as a
pyramid, where least reliable research is at the base and the most reliable one
is at the apex of the pyramid (Ingham-Broomfield R, 2016: 39). However, the
evidence pyramid varies from authority to authority. Moreover, “There is
currently no universally agreed upon hierarchy of evidence...” (Del Mar &
Hoffmann et al., 2013: 29, as cited in Ingham-Broomfield R, 2016: 39). The
pyramids depicted below in Figure- 1 and Figure-2, would give a quick look at
the understanding of that (Ingham-Broomfield R, 2016: 42)-

Figure 1 Figure 2

& omatic
& Revisws SEARCHABLEVIA
TRIP Databa & INDIVIOUAL
e thate \J Critically-Appraised | FILTERED | DATABASES
i INFORMATION|

searches these ‘o\
|simultaneously

Topics
[Evidence Syntheses]

Critically-Appraised lndividual\

Articles [Article Sy
S Randomized Controlled Trials (RCTs)
Randomized Controlled Trials UNFILTERED
(RCTs) \ I INFORMATION

— corr st \ ronnation £ IO
e\ Csomowe
Background Information / Expert Opinion \ Background lnformaﬂon ! Exmn oplnlon

EBM Pyramid and EBM Page Generatar, © 2006 Trusees of Danmauth Callege and Yale Universiry.
Al Rights Reserved. Praduiced by Jan Ghover, David feza, Katen Odato and Lei Wang,

(Bone and Spine, 2015; http://boneandspine.

(Glover et al 2006) com/what-is-hierarchy-of-evidence/, 2015)
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There are seven (or eight) levels of evidence depending on the sources referred.
These are as follows (from base to the apex) (Ingham-Broomfield R, 2016: 42)
(Singh A, n.d.) -

i) Level 7 (the base)- consist of “Ideas, Opinions, Editorials and Anecdotes”;
i) Level 6, “case series and case reports”;

iii) Level 5, “cohort studies”;

iv) Level 4, “randomized controlled trials” (RCTs);

V) Level 3, “critically-appraised individual articles”;

Vi) Level 2, “critically-appraised topics”;

vii)  Level 1a/1b (the apex), “systematic reviews and meta-analysis”.

The reliability of Level 7 is lowest and more or less anecdotal. Level 6, though
reliable, it is biased prone. Level 5, fails to answer the effects of an intervention.
Level 4, is considered as gold standards (Ingham-Broomfield R, 2016: 40), but
critically-appraised individual articles are at one level high (level 3) because the
strength of an individual RCT is assessed in this level. At level 2, which is the
“...synthesis of a topic using several papers” also known as “...Synopses of
Syntheses...” (Ingham-Broomfield R, 2016: 40). Finally, the apex is the
“systematic reviews and meta-analysis” as it collection of all available studies
having specific research topic fulfilling fixed criteria (Ingham-Broomfield R, 2016:
40, 42). It is mentionable here that meta-analysis combines and applies a single
statistical method for all studies and their results (Harvey Cushing, 2015; Walden
University, 2015; Glover J & 1zzo D et al., 2006, as cited in Ingham-Broomfield
R, 2016: 41).
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New Member of our MedEdu Tabuk

We are very honored to introduce Associate Professor Dr. Eltayib Hassan
Ahmed (center) of Microbiology and Molecular Microbiology from the Faculty of
Applied Medical Science (FAMS). Dr. Ahmed will be joining our MedEdu Tabuk and
have been appointed by the Dean of FAMS, Dr. Hamad Salem Al Amer to
coordinate activities with FAMS . Dr. Ahmed can be contacted by email:
eosman@ut.edu.sa

Car Tire Injuries: A Review of 35 Patients.
M Taifour Suliman. MD,FRCS.
Consultant Plastic Surgery.

King Fahad Specialist Hospital. Tabuk.

Road Traffic Accidents are very common in Saudia Arabia .
Children make a large portion of the victims of such accidents.
One of the commonest pattern of these accidents is what is known as : Car tier
injuries where the running speedy car stop just short of running over the child's
foot , resulting in a typical type of injury.

Full description of the injury and its management will be found in the article
published by us in the link. Link to Article
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ANTIBIOTIC RESISTANCE: A GLOBAL THREAT

Mohammad Zubair

Assistant Professor

Department of Medical Microbiology
Faculty of Medicine, University of Tabuk

W.H.O. Key factors

o Antibiotic resistance is one of the biggest threats to global health, food
security, and development today.

» Antibiotic resistance can affect anyone, of any age, in any country.

o Antibiotic resistance occurs naturally, but misuse of antibiotics in humans and
animals is accelerating the process.

e« A growing number of infections — such as pneumonia, tuberculosis,
gonorrhoea, and salmonellosis — are becoming harder to treat as the
antibiotics used to treat them become less effective.

o Antibiotic resistance leads to longer hospital stays, higher medical costs and
increased mortality.

Antibiotics are medicines which is used to prevent/treat bacterial infections. Not
the human or animals, it is bacteria that become antibiotic-resistant. When these
bacteria infect humans and animals, these infections becoming harder to treat
than those caused by non-resistant bacteria leads to higher medical costs,
prolonged hospital stays, and increased mortality. Similarly, in countries without
standard treatment guidelines, antibiotics are often over-prescribed by health
workers and veterinarians and over-used by the public.

Even if new medicines are developed, without behaviour change, antibiotic
resistance will remain a major threat. Behaviour changes must also include
actions to reduce the spread of infections through vaccination, hand washing,
practicing safer sex, and good food hygiene. A growing list of infections — such
as pneumonia, tuberculosis, blood poisoning, gonorrhoea, and foodborne
diseases — are becoming harder, and sometimes impossible, to treat as
antibiotics become less effective or no role.



Page 11

Without urgent action, we are heading for a post-antibiotic era, in which common
infections and minor injuries can once again Kkill.

Antibiotics are a precious resource
We need to preserve this resource by working together

Combating antimicrobial resistance: No action today, no cure
tomorrow

GLOBAL A failure to address the problem of

antibiotic resistance could result in:

-0 1om Costing
" deaths £66
by 2050 trillion

Antibiotic resistance a global crisis
Projected annual dea}hs by 2050
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Attached figure: Year of Antibiotic introduced and the year of antibiotic resistance
identified (adopted from P T. 2015 Apr;40(4):277-83).

ANTIBIOTIC RESISTANCE ANTIBIOTIC
IDENTIFIED INTRODUCED

Penicillin-R Staphylococcus 1940 —
—— 1943 Penicillin

—— 1950 Tetracycline

—— 1953 Erythromycin

Tetracycline-R Shigella 1 —

Y = 89 L 1960 Methicillin
Methicillin-R Staphylococcus 1962 —
Penicillin-R pneumococcus 1965 —

Erythromycin-R Streptococcus 1968 — 1967 Gentamicin

—— 1972 Vancomycin

Gentamicin-R Enterococcus 1979

1985 Imipenem and
Ceftazidime-R Enterobacteriaceae 1987 ceftazidime

Vancomycin-R Enterococcus 1988

\|

Levofloxacin-R pneumococcus 1996 —— 1996 Levofloxacin

Imipenem-R Enterobacteriaceae 1998

XDR tuberculosis 2000

Linezolid-R Staphylococcus 2001
Vancomycin-R Staphylococcus 2002
PDR-Acinetobacter and Pseudomonas 2004/5

—— 2000 Linezolid

—— 2003 Daptomycin

Ceftriaxone-R Neisseria gonorrhoeae 2009
PDR-Enterobacteriaceae

Ceftaroline-R Staphylococcus 2011

—— 2010 Ceftaroline

A

PDR = pan-drug-resistant; R = resistant; XDR = extensively drug-resistant

Dates are based upon early reports of resistance in the literature.
In the case of pan-drug-resistant Acinetobacter and Pseudomonas,
the date is based upon reports of health care transmission or
outbreaks. Note: penicillin was in limited use prior to widespread
population usage in 1943.




