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Table 1. Birth defect rates for Al-Sabeen Hospital, Sana'a, Yemen (September 1996 
to  December 2002).

Anomaly No cases
Birth defects 

per 1000 live births

Hydrocephalus 28 0.71
Meningocele 17 0.43
Down syndrome 11 0.28
Esophageal atresia 9 0.23
Meningomyelocele 8 0.20
Clubbed foot 6 0.15
Microcephaly 6 0.15
Encephalocele 6 0.15

Minor birth defects (single) 16 0.41
Multiple congenital defects 14 0.47
Combined birth defects 9 0.23
Total 130 3.29

Table 2. Rates for birth defects requiring urgent surgical treatm ent.

Anomaly
Birth defects 

per 1000 live births
Total neural tube defects 1.6
Esophageal atresia 0.23
Congenital diaphragmatic hernia 0.05
Teratoma 0.05
Omphacele 0.05
Duodenal atresia 0.05
Anorectal atresia 0.25
Choanal atresia 0.025
Gastroschisis 0.025

B irth  D e fe c t Rates R eq u iring  
Em ergency S u rg ery  a t  A l-  
S abeen H o sp ita l, S an a 'a , 
Y em en

To the editor: Pediatric congenital birth 
defects differ not only from country 
to another, but from one geographi
cal area to another within a country. 
Unfortunately, we have no accurate 
information for Yemen. To determine 
the birth defect rate and number of 
newborns that might need emergency 
surgical intervention in Yemen, we 
performed a retrospective review of 
the hospital registry and patient files 
in Al-Sabeen Hospital, a 250-bed ter
tiary care hospital for women and chil
dren, and teaching hospital of Sana a 
Medical School. The birth defect 
rate for each anomaly was calculated 
from records for the 75-month period 
from September 1996 to December 
2002 with the denominator the total 
number of live births. Cases were 
classified according the International 
Classification of Diseases, 1988. 
Combined defects were defined as the 
presence of two birth defects and mul
tiple defects as the presence of more 
than three defects in one child. Cases 
of congenital heart diseases were not 
recorded because echocardiography 
was not performed on every infant. 
Facilities were also not available for 
investigation of inborn errors of me
tabolism or chromosomal abnormali
ties. We were unable to estimate the 
birth defect rate for the country due to 
the lack of data on the number of live 
births countrywide.

During the 75-month period, 
39 501 live births were recorded and 
congenital birth defects included 107 
major/minor single defects, 9 com
bined defects and 14 multiple defects 
(Table 1). Seventy-nine infants (60.8%) 
were referred to pediatric surgery for 
emergency surgical intervention. The 
overall birth defect rate was 3.29 per 
1000. The rate of hydrocephalus in 
our study (0.71 per 1000) was con
siderably higher than that reported x

by the International Clearinghouse 
for Birth Defects (ICBD) for live 
and still births for Italy (0.299 per 
1000), but similar to that reported 
for the United Arab Emirates (0.611 
per 1000).1 The rate of birth defects 
requiring urgent surgical treatment 
was 1.99 per 1000 (55% females, 
45% males) (Table 2). This rate 
is comparable to Saudi studies in 
Makkah in 1995/1996 (1.95 per 
1000)2 and the eastern provinces (2.1 
per 1000).3

This study indicates there was 
a higher rate of neural tube defects 
compared to international studies, 
but the rates for choanal atresia, 
cleft lip/palate, imperforated anus, 
gastroschisis, and polydactyly were 
much less than those in other coun
tries. Our study could lead to reliable 
inter-country registration of congeni

tal anomalies in Yemen. We hope this 
study may encourage further epide
miological studies throughout our 
country and define the prevalence of 
congenital anomalies in Yemen.

Abdul Khaliq Ali Sallam, RCPS, DCH 
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Sana'a 
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H ero in  A d d ic tio n  in Saudi 
A ra b ia

To the editor: I read with interest 
the letter entitled ‘Heroin addic
tion in Saudi Arabia’ by Osman and 
Shawoosh published in the Nov/Dec 
2003 issue. The authors have omitted 
some vital information like when the 
study was done and what route ad
dicts were using. Both facts are quite 
relevant and would help understand 
the findings in the right context. I 
wish to make some comments:

The study does not in any way 
reflect the status of heroin addiction 
in the kingdom nor the frequency of 
medical complications in this group, as 
the authors seem to imply. The sample 
is heavily biased. The conclusions were 
based on a small sample from Jeddah 
and cannot be generalized to the king
dom. It is already known that the pat
tern of drug use varies from region to 
region. For instance, in western region 
of Saudi Arabia heroin is abused pre
dominantly in the twin cities of Mecca 
and Jeddah but not in other areas.1 
These patients were seen in a general 
hospital setting where they would only 
be treated or admitted if they had a 
significant medical problem. This 
does not in any way imply that heroin 
addicts get more medical complica
tions or that medical complications 
were very common in this group. 
Medical morbidity in heroin addicts 
is well recognized and well published. 
Earlier findings on this subject from 
our hospital that specializes in addic
tion treatment are similar to what had 
been published outside the kingdom.2

Complications in heroin addicts 
are mostly injection related3 e.g.dirty 
equipment, unhygienic technique, 
sharing needles and syringes etc.) and 
in few instances caused by heroin or 
contaminants itself. The authors’ as
sumption that complications were 
mainly due to contaminants because 
more complications were seen in those 
using higher amounts of heroin is erro
neous and misleading. Consumption

of large amounts per day does not 
only imply more contaminants but 
also more heroin. Increased amount 
of heroin would require more injec
tions thereby increasing the risk of in
jection related complications. This is 
the basis of harm reduction strategies 
like needle exchange programs in the 
west. If the authors’ assumptions are 
correct then perhaps heroin exchange 
programs should replace these.

Interestingly hepatitis was much 
less common in these subjects com
pared to the already published data.2,4 
The authors must offer some explana
tion on this important point.

Figures from our hospital seem to 
indicate that heroin use may be on 
the decline.1,2 This would imply less 
heroin related complications as well.

Epidemiological studies are there
fore required to substantiate this fur
ther. The peak may have passed and 
future prospects might not be so grim 
as the authors seem to perceive.

Lastly stigmatization is not the 
main reason why addicts do not 
get treatment, as generally believed. 
Many in the field overemphasize this 
point. It is lack of information and 
awareness about addiction treatment 
and outcome compounded by mis
conceptions that keeps addicts and 
their families away particularly in this 
country. This may be changing. There 
is more than two-fold increase in the 
number of outpatient visits and ad
missions to our hospital in the last five 
years. The ever-increasing number of 
addicts coming for treatment reflects 
this change.

I agree with the authors that a bal
anced view should be adopted for ef
fective treatment of addicts. However 
the role of religion in recovery of 
addicts should not be minimized. 
Many psychiatrists perceive religion 
as unscientific and vague. It is true 
that religion lacks the objectivity of 
science.This does not imply that it has 
no or little therapeutic value. Religion 
is under researched, under utilized and 
under valued as a treatment modality.

Significant evidence currently exists 
that support the fact that religion 
does indeed offer protection against 
both mental illness and addiction.5 
There is therefore a need to bring ob
jectivity to religion by developing and 
researching religious therapies and 
interventions.There is no better place 
than Saudi Arabia to do this.

Nayyer Iqbal MBBS, MRCPsych.
Consultant Psychiatrist 
Al Amal Hospital 
PO Box 7822 

Jeddah 21472
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Reply

To the editor: I must admit that I 
have read Dr. Iqbal’s letter with some 
skepticism and dismay. Dr. Iqbal not 
only seems to have missed the whole 
purpose and objective of our paper as 
we have neither tried to reflect on any 
increasing trend in the prevalence or 
the incidence of heroin in Saudi Arabia, 
nor have tried to generalize the effects of 
our findings across the different regions 
of the Kingdom, two statements he 
made out of the context of our paper. 
First, the main purpose of the research 
has been to indeed to reflect how the 
medical complications associated with 
heroin addiction can be dangerous and 
easily missed in the ambulatory services 
by the first line doctors and that they are 
not that uncommon among addicts and 
unless they are early and correcdy treated 
they may prove fatal. We never implied 
in any part that the incidence is increas
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ing or more common in Saudi Arabia 
as Dr. Iqbal trying to assume. Second, 
Dr. Iqbal has contradicted himself and 
his own statements in his letter when 
he said in an earlier paragraph that the 
main reason for people not coming for
ward for treatment is due to their poor 
knowledge and awareness of the servic
es and not due to stigmata attached to 
addictive behavior, and then one of the 
following paragraphs he claims that the 
number of the addicts who are attend
ing his services have increased about 
two-fold in the last five years. There 
are only two explanations to such an- 
increase if it is correct as he is claim
ing. Either the public awareness of the 
services’ availability, accessibility and its 
effectiveness has increased tremendous
ly, or the second explanation is that the 
number of the addicts have increased at 
least two-fold over the last five years. 
Therefore which ever explanation Dr. 
Iqbal chooses he will be contradicting 
what he has said in his letter. Third, 
Dr. Iqbal has tried to underestimate 
the danger of the impurity of street 
heroin in the Kingdom and the very 
high level of contaminants that can be 
incriminated in some of the serious side 
effects of addiction in Saudi Arabia. He 
claims that the large dose the addicts 
use in the Kingdom compared to what 
is reported from the other parts of the 
World is due to their need to higher 
doses of heroin and that why they tend 
to have more frequent injections which 
lead to more complications. Two very 
important biological facts I hoped Dr. 
Iqbal should have paid attention to, 
one that addicts in Kingdom should 
not have such high tolerance level to 
heroin, at least five to ten fold increase 
in the amount they need to take daily 
compared to their counterparts in the 
world, and second that the number 
of daily injections and its frequency 
is indeed related to the half life of the 
drug and not to the amount they need 
per injection. I hope Dr. Iqbal as one 
of the consultants working in such 
specialized Field in such a country 
with a very deeply rooted religious

adherence should be more careful in 
what he writes about such a problem to 
minimize the already mislead and mis
informed public about this problem. 
We have stressed and emphasized the 
protective role of good adherence to re
ligious in self-destructive behavior and 
addition but at the same time we have 
strongly advised not to reduce such 
complex behavior to be mainly due to 
socio-cultural factors only.

Dr. A.A. Osman (F.R.C.PSYCH.)
Department of Neurosciences 

KFSH&RC 

P.O. Box 40047 

Jeddah 21499

Thoracic ectop ia  cordis 
(n aked  h ea rt)

To the editor: We read with interest 
the case report and its successful sur
gical treatment in the Annals o f Saudi 
Medicine by Mohammed S. Kabbani 
on thoracic ectopia cordis (EC).1 We 
report another case of EC or the so- 
called naked heart with another severe 
congenital heart anomaly other than its 
position.

An indicated abortion in the 21st 
gestation week was done for a unipara 
woman, because of detection by ul
trasonography of a naked heart and 
another nonspecific congenital vitium 
cordis in her 18th gestation week. A 
340-g and 27-cm male presented with 
the thoracic type of EC, the heart was 
completely extrathoracic and pen- 
duculated by the heart vessels with an 
orientation of the heart apex toward 
the chin. The parietal pericardium 
was completely absent. A defect of the 
distal sternum with an epigastric om
phalocele was present. The diaphragm 
was intact.

The heart was 28 x 16 x 13 mm 
with an anatomical insertion of the 
heart vessels. The right atrium was di
lated with an atrioventricular congeni
tal sulcus connection to the rudimenta
ry right ventricle; a real atrioventricular 
connection was absent. At the side of

the sulcus a droplet dimple was com
pletely covered by muscles and directed 
toward the posterior part of the intra
ventricular septum. The dominant left 
ventricle with macroscopic architecture 
communicated to a rudimentary right 
ventricle via a 2-mm defect throughout 
the muscular part of the intraventricu
lar septum. An infundibular stenosis, 
a small pulmonary orifice with pul
monary trunk stenosis, an atrial septal 
defect (fossa ovalis type) and agenesis of 
ductus arteriosus were further anoma
lies. Body organs were without macro
scopic or histo-pathological findings, 
except for lung hypoplasia. Genetic 
examination was of normal karyotype 
(46, XY). The placenta was 1 1 x 1 0 x 2  
cm with eccentric insertion of the um
bilical cord. Amniotic membranes and 
amniotic fluid were without pathologi
cal findings.

EC is a rare congenital malforma
tion of the heart position in which the 
heart is partially or totally outside the 
thorax. EC was first reported in 1671 
by Stensen.2 The thoracic and thora
coabdominal types are the most com
mon.1 Etiopathogenesis of the EC is 
not completely understood.3,4 Thoracic 
EC can be classified as a) a separated 
EC without another cardiac anomaly, 
b) as an intracardiac malformation (as 
interatrial or interventricular spetal 
defects, cor triloculare, cor biloculare, 
tricuspidal atresia, Fallot tetralogy and 
others), or c) EC with another somatic 
malformation.4'6 The ultrasonographic 
examination is the procedure of choice 
in the prenatal period.3,8 The naked 
heart in the majority of cases can be 
diagnosed in the 2nd trimester, but can 
also be diagnosed in the first trimes
ter.2,9,7 In our case diagnosis of EC with 
another severe intracardiac anomaly 
was done in the 18 th of gestation week, 
so the pregnancy was interrupted arti
ficially. The prenatal diagnosis of EC 
is easy, but the decision to interrupt 
artificially or to continue in pregnancy 
is challenging and depends on the rela
tives’ decision and the regional cultural 
and religious roles. We believe that if
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EC is present without another severe 
cardiac congenital anomaly, it can be 
successfully treated surgically. However 
the prognosis of EC is also challenging 
without surgical intervention because 
such a naked heart can be a risk for 
serious infection.
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