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Middle East Respiratory Syndrome Coronavirus
Key Points: New infections of Middle East Respiratory Syndrome Coronavirus (MERS-CoV, sometimes
referred to as “camel flu”) continue to be reported in Saudi Arabia, as well as other areas in the Middle
East and globally, although the latter are primarily exported cases. However, improved responses and
procedures, particularly in medical facilities, contributed to a 48.6 per cent decline in new cases from
457 in 2015 to 235 in 2016. Notably, there is no apparent link between outbreaks and the hajj, referring
to the Muslim annual pilgrimage in Saudi Arabia to the holy cities of Mecca and Medina. Despite the
declining number of cases, the risk of contracting the virus remains and those travelling or residing in
Saudi Arabia, as well as elsewhere in the Middle East, should continue to take precautionary measures
to avoid infection.

Overview
MERS is a viral respiratory disease that first reported in Saudi Arabia in 2012. As of 2 December 2016,
the World Health Organisation (WHO) reported that the virus resulted in 1,941 laboratory-confirmed
cases and 652 deaths. 80 percent of these cases came from Saudi Arabia, with the remaining recorded
in 27 other countries. Those most at risk are males of 60-years and older with underlying medical
conditions.
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The only country that witnessed its first infection since the WHO’s July 2015 report and its most recent
one from December 2016 was Bahrain, which saw one fatal case in April 2016 involving a 61-year-old
Saudi male and demonstrating an example of an exported case of MERS. In fact, all or nearly all
infections reported outside of the Middle East have involved an individual or individuals who recently
travelled to, lived in, or worked in the Middle East. This includes the 2015 outbreak in South Korea
that resulted from “a single imported case with travel history in the Middle East and subsequent
human-to-human transmission to close familial contacts, to patients who shared rooms/wards with
infected patients and to health care workers providing care for patients before suspicion and diagnosis
of MERS-CoV”.3

1

Data taken from WHO’s previously referenced 5 December 2016 report: “WHO MERS-CoV Global Summary and risk
assessment”, 5 December 2016, http://www.who.int/emergencies/mers-cov/mers-summary-2016.pdf?ua=1, p. 1.
2 The three countries in red are those with the highest number of MERS cases since 2012.
3 Ibid, p. 2.
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WHO still considers human-to-human contact to be difficult, requiring close contact like that which
occurred in South Korea and with “no sustained community transmission documented”.4 Its origin,
however, is from animals. WHO describes MERS as a “zoonotic virus that has repeatedly entered the
human population via contact with infected dromedary camels in the Arabian Peninsula”.5 This
includes through exposure to the animals or consumption of raw products, such as milk.
Subsequent human-to-human contact is what led to outbreaks within health care settings in Saudi
Arabia (see Figure 2 below), South Korea, and Jordan. One of the most recent outbreaks, albeit on a
smaller scale as those seen in the past, occurred in Riyadh in June 2016. In a three-day period from 16
June to 18 June 2016, for example, there were 22 new cases, 18 of which were asymptomatic and 20
of which occurred in Riyadh. Of those 20, the Ministry of Health cited the probable source of infections
for 11 as “secondary health acquired – health care worker”, six as “secondary health acquired –
patient/co-patient”, and three as “secondary household contact”.6

Figure 2: Probable Sources of Infection according to the
Saudi Ministry of Health Jan. 2015 - Dec. 2016
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Analysis
Although MERS continues to be a recurring concern, outbreaks have been more limited, particularly
at health care facilities, with the June 2016 Riyadh outbreak involving a lower number of infections
than similar outbreaks in the past. Overall, the number of new cases also notably dropped by 48.6 per
cent from 457 in 2015 to 235 in 2016.
In this context, WHO describes past outbreaks at health care facilities, including those in Jordan and
Saudi Arabia in 2015, as “occur[ing] before adequate infection prevention and control procedures
were applied”.7 The more limited nature of the outbreak in Riyadh in June 2016, therefore, indicates
that the Saudi Ministry of Health and the country’s health care facilities, in coordination with WHO,
are continuing to improve their response to MERS and combat the risk of close contact outbreaks,
particularly at medical centres. This includes improved quarantine methods, education campaigns,
and reducing diagnosis time. The latter is especially important, as the period prior to diagnosis can
result in multiple secondary cases in health care facilities, particularly given that symptoms in the early
stages are similar to the common cold and other respiratory illnesses. The same holds true for
asymptomatic cases. Determining whether patients showing symptoms have had indirect contact with
4

Ibid.
Ibid, p. 1.
6 Information retrieved from the Saudi Ministry of Health.
7 “MERS-CoV Global Summary”, p. 1.
5

3

Le Beck – Specialist Report – MERS – January 2017

dromedary camels or, in the case of countries outside of the Middle East, have travelled to or been
hospitalised in the Middle East is essential to mitigating the spread of MERS within health care
settings.
When it comes to trends from 2015 to 2016, increases in new infections were seen both years in
February and March, as well as in June (May and June for 2015). In 2014, a high number of cases were
also seen from March through June, but not in February. Although correlation certainly does translate
to causation, it could suggest that the risk for MERS slightly increases as the weather begins getting
warmer. See Figure 3 below, as well as the WHO’s chart of confirmed cases globally through 2
December 2016 in Appendix A.

Figure 3: New Infections Per Month in Saudi Arabia 2015-2016
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Notably, there is no consistent trend when it comes to new MERS infections during the Hajj (see Figure
4 below). In September 2016, for example, there were only eight new infections and, out of those
eight, none were recorded in Mecca, Medina, or Jeddah, the latter of which is often the point of transit
for pilgrims. Although there were 66 new infections in September of the previous year, this itself
marked a decline from the 126 reported that August. In addition, out of the 66, only seven were in
Medina and three in Jeddah,
while the clear majority (43) were
Figure 4: MERS Infections in Saudi Arabia
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Four were in Riyadh and the remaining seven occurred elsewhere in the country.
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quarantine measures implemented for the Hajj have successfully prevented the spread of the MERS
among the tens of thousands of pilgrims that visit during this time. In other words, there is neither an
increased risk of contracting the virus during the pilgrimage nor of an outbreak among pilgrims
generally. In fact, given the measures taken, the risk is likely lower.
Importantly, although the risk of contracting MERS has declined, it still exists and precautionary
measures should be taken by those travelling or living in Saudi Arabia, as well as other areas of the
Middle East. This includes avoiding contact with dromedary camels and refraining from consuming
any raw camel products. A doctor should also be consulted with at the onset of any symptoms of the
common cold or respiratory illness, particularly among older individuals and those who have other
underlying medical conditions.

Appendix A: WHO chart of confirmed cases of MERS globally through 2 December 2016
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Have any questions?
Contact us at Info@LeBeckInternational.com.

About Us
With over fifteen years of dedicated presence in the GCC, and a noteworthy portfolio of clients in the
private and commercial sectors, Le Beck International has capitalised on its extensive international
experience and in-depth knowledge to become one of the leading specialist security and risk
management consultancies in the GCC and extended Middle East and North Africa region. Le Beck
brings an abundance of global experience that traverses all continents; established careers in
intelligence, research, Special Forces, defence, technology, law, and the military; and an unmatched
understanding of the regional landscape. Le Beck’s resources are internationally sourced and locally
based; facilitating the marriage of expertise and local acumen that makes it the frontrunner it is today.
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