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Background Coronavirus infection (COVID-19) has resulted in an unprecedented number
of human deaths and economic losses. Analyzing the role of disease in different groups of
people is useful for determining the burden of disease. As a result, the purpose of this
study was to investigate the influence of COVID-19 on the Saudi Arabian population's
quality of life, with a particular emphasis on the likely fall in their life expectancy.
Methods A cross-sectional and retrospective analysis of 2988 patients was performed to
assess COVID-19-induced mortality and complications in the community. The data was
gathered from official websites that track the disease's impact daily. On the acquired data,
disability-adjusted life years (DALYs) and relative risk analysis were performed. The data
was statistically analyzed using SPSS IBM 25. The Pearson's correlation test was used to
examine the relationship between age and disease impact. The significance of the findings
was determined by using a P value of less than 0.05. Results The data from the study
indicated that the positive test rate, infection rate, and mortality rate in the population
were 1.84%, 1.54%, and 1.59%, respectively. The highest mortality was observed in
Riyadh (17%), followed by Jeddah (8.7%) and Makkah (7.5%). The DALYs/1,00,000
inhabitants increased progressively as the age of the population increased, and the
highest value was found for those over 70 years old (25.73). Similarly, the risk outcome
(55%) increased significantly (p = 0.037) from 40 years onwards, and the maximum was
observed at above 70 years (184%). The correlation analysis indicated a significant
association (p = 0.032) between age and COVID-19 induced mortality from the 40-year-old
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population onwards. Conclusion The current study found that the COVID-19 load in Saudi
Arabia was comparable to that in nations that were said to have performed well during the
pandemic. DALYs increased from 40 years to 60 years, although people over 60 years had
a lower life expectancy and were more susceptible to infection. After 60 years, the
occurrence of numerous co-morbid illnesses may have added to the population's burden of
COVID-19. Further research in this area may yield a more precise estimate of the
COVID-19-induced burden on the entire population.
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35 ABSTRACT

36 Background

37 Coronavirus infection (COVID-19) has resulted in an unprecedented number of human deaths and 

38 economic losses. Analyzing the role of disease in different groups of people is useful for 

39 determining the burden of disease. As a result, the purpose of this study was to investigate the 

40 influence of COVID-19 on the Saudi Arabian population's quality of life, with a particular 

41 emphasis on the likely fall in their life expectancy.

42  

43 Methods

44 A cross-sectional and retrospective analysis of 2988 patients was performed to assess COVID-19-

45 induced mortality and complications in the community. The data was gathered from official 

46 websites that track the disease's impact daily. On the acquired data, disability-adjusted life years 

47 (DALYs) and relative risk analysis were performed. The data was statistically analyzed using 

48 SPSS IBM 25. The Pearson's correlation test was used to examine the relationship between age 

49 and disease impact. The significance of the findings was determined by using a P value of less 

50 than 0.05.

51  

52 Results

53 The data from the study indicated that the positive test rate, infection rate, and mortality rate in the 

54 population were 1.84%, 1.54%, and 1.59%, respectively. The highest mortality was observed in 

55 Riyadh (17%), followed by Jeddah (8.7%) and Makkah (7.5%). The DALYs/1,00,000 inhabitants 

56 increased progressively as the age of the population increased, and the highest value was found for 

57 those over 70 years old (25.73). Similarly, the risk outcome (55%) increased significantly (p = 

58 0.037) from 40 years onwards, and the maximum was observed at above 70 years (184%). The 

59 correlation analysis indicated a significant association (p = 0.032) between age and COVID-19 

60 induced mortality from the 40-year-old population onwards.

61  

62 Conclusion

63 The current study found that the COVID-19 load in Saudi Arabia was comparable to that in nations 

64 that were said to have performed well during the pandemic. DALYs increased from 40 years to 60 
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65 years, although people over 60 years had a lower life expectancy and were more susceptible to 

66 infection. After 60 years, the occurrence of numerous co-morbid illnesses may have added to the 

67 population's burden of COVID-19. Further research in this area may yield a more precise estimate 

68 of the COVID-19-induced burden on the entire population.

69 Keywords – COVID-19, Mortality, DALYs, Relative Risk, Burden, Saudi Arabia.

70

71 1. INTRODUCTION

72 Saudi Arabia is one of the seven countries that make up the Gulf Cooperative Council (GCC) 

73 group of nations. The country is the largest both in terms of geography and population and is 

74 located between the Persian Gulf and the Red Sea (Alahmadi and Atkinson, 2019). Human 

75 habitats are distributed throughout the country but mostly concentrated in cities and towns such 

76 as Riyadh, Damman, Makkah, Taif, Jeddeh, and Madinah. Although the population in these 

77 places includes mostly Saudi citizens, people from other nationalities who form the workforce 

78 can also be found in a significant number (Asharaf and Alshekteria, 2008).

79 In March 2020, the first case of coronavirus infection (COVID-19) was reported in Saudi 

80 Arabia's eastern region. Since then, the country has seen an outbreak of infection that has spread 

81 to every nook and corner (Al-Tawfiq and Memish, 2020). According to official data, the country 

82 was infected with COVID-19 in two waves. 

83 (https://www.moh.gov.sa/en/Ministry/MediaCenter/Publications/Pages/covid19.aspx. The first 

84 wave began in March 2020 and lasted until December 2020, while the second wave began in 

85 January 2021 and has been slow since August 2021. The healthcare authorities took several 

86 proactive measures to prevent the spread of infection, and some of them included international 

87 travel bans, restrictions on social gatherings, compulsory wearing of facemasks, and maintaining 

88 social distance in public places (Al-Tawfiq and Memish, 2020). These preventive measures were 

89 considered the most stringent among the region's nations, and they were largely linked to a 

90 decrease in COVID-19 positive cases and population mortality.

91 The COVID-19 pandemic has caused devastating effects not only on human health but also on 

92 the economy. Several people lost their livelihoods, in addition to their dear and near ones. 

93 According to a report, the unemployment rate during the pandemic peaked in several parts of the 

94 world (Deb et al., 2020). Big business establishments closed during this period, causing 

95 irreparable damage to the GDP (gross domestic product). Previous studies have indicated that the 
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96 rapid spread of COVID-19, its mortality, and complications have caused an enormous burden on 

97 mankind (Bonaccorsi et al., 2020).

98 The available data suggests that COVID-19 can cause infection in all age groups. In most 

99 patients, the infection is reported with mild symptoms such as fever, sore throat, and body aches. 

100 The severity and complications depend on several factors, and important among them are the age 

101 and co-morbid conditions of patients (Zhou, 2020). Estimating the mortality rate, case-fatality 

102 ratio, and crude-fatality rate are reported to provide a direct measure of the impact of a disease 

103 on the population. However, these methods do not determine the loss of life expectancy due to 

104 either mortality or disability (Gaunt et al., 2011). The burden of COVID-19 due to loss of life or 

105 complications has been reported to affect the life expectancy of the population. The global 

106 burden of a disease is an important measure for calculating the loss of quantity and quality of 

107 life. This can be calculated in several ways, the most important being disability-adjusted life 

108 years (DALYs). DALYs measure the number of years of life lost due to a disease or due to its 

109 complications (Nurchis et al., 2020).

110 A study conducted in sixteen European nations indicated a total loss of 4354 DALYs per 

111 1,00,000 habitats. The data suggested that Italy, Sweden, Czechia, and the Netherlands suffered 

112 the maximum loss due to COVID-19, while the least effect was found in Estonia and Finland 

113 (Al-Aly et al., 2021). The DALY data is also reported to indicate the implications of the 

114 prevention or treatment strategies adopted by healthcare providers for a particular disease (Jo et 

115 al., 2020). According to reports, Saudi Arabia is the second most infected country in the Gulf 

116 region with COVID-19 (Alharbi et al., 2021). Since analyzing the infection rate and mortality 

117 might not be sufficient to indicate the burden of COVID-19, this study was planned to evaluate 

118 DALY and relative risk of infection as parameters of the burden of disease in Saudi Arabia.

119  

120 2. Materials and methods

121 2.1 Study data

122 The comprehensive data sheets on COVID-19 published on official websites of the ministry of 

123 health such as MOH (https://www.moh.gov.sa/en/Pages/default.aspx), COVID-19 Dashboard 

124 (https://covid19.moh.gov.sa/) and Waqeya (https://covid19.cdc.gov.sa/) were retrieved. 

125 Cumulative data on the total number of reverse transcriptase-polymerase chain reaction (RT-
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126 PCR) tests conducted, the number of COVID-19 positive cases detected, and mortality due to 

127 infection was recorded in an excel sheet from March 2020, to October, 2021.

128 The general authority of statistics, the ministry of health, and published articles gathered data on 

129 population size, population density, age, and the number of COVID-19 infections (Al-Tawfiq 

130 and Memish, 2020). The Ministry of Health's Health Electronic Surveillance Network (HESN) 

131 was also used to retrieve data from patients treated for COVID-19. This system collected data on 

132 the demographic characteristics of COVID-19 positive patients from various parts of the country. 

133 The burden of disease was calculated using data from 2988 patients gathered from various 

134 sources. The following is the region-wise distribution of COVID-19 positive cases chosen for 

135 this study: Riyadh – 834, Makkah – 502, Jeddah – 439, Madinah – 306, Dammam – 217, Taif – 

136 167, Buraidah – 107, Khobar – 103, Abha – 72, Dahran – 51, and the rest from other parts of the 

137 country.

138  

139 2.2 Descriptive analysis

140 The data collected from the previous mentioned sources was analysed in the following ways:

141  Positive test rate: The total number of tests conducted to determine the presence of 

142 COVID-19 in the population and the number of confirmed cases detected were utilized to 

143 find the positive test rate (Rothan and Byrareddy, 2020).

144  Infection rate: The total number of confirmed COVID-19 cases detected in the whole 

145 population of the country was represented as the infection rate (Jo et al., 2020).

146  The mortality rate: The total number of deaths recorded in the population due to 

147 COVID-19 was calculated from the total number of confirmed COVID-19 cases (Baud et 

148 al., 2020).

149  Case-fatality ratio (CFR):  This value was calculated using the formula described by 

150 Onder et al., 2020 (Onder et al., 2020).

151 (Total number of deaths multiplied by 100)/Total number of confirmed cases = CFR

152  DALY analysis: The DALY was calculated using the method described by Murray and 

153 Lopez in 2020, and it is the sum of years of life lost (YLL) + years lost due to disability 

154 (YLD) (Murray et al., 1994). YLL was calculated from the number of deaths reported for 

155 each age group in the population and the life expectancy lost at the time of death. The 

156 YLD was calculated from the total number of COVID-19 positive cases for each group of 
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157 the population, multiplied by the loss of expected years due to disability and the disability 

158 weight. The value mentioned for the disability weight due to COVID-19 in the literature 

159 was used for YLD (9). DALY data was represented per 1,00,000 inhabitants according to 

160 the population size of the country as indicated by the general authority of statistics.

161  Relative risk (RR) analysis compares the likelihood of mortality for a specific group of 

162 people to the risk of death for the entire population (Mathers et al., 2006). It is 

163 calculated from the formula.

164 RR = Risk in one group/Risk in all the other groups.

165  

166 2.3 Representation of data

167 The data recorded for the positive test rate, infection rate, and mortality rate was represented as 

168 percentages graphically (Figure-1). Further, the mortality recorded in five major cities in Saudi 

169 Arabia is indicated as a percentage (Figure-2). The data from the DALY analysis was 

170 represented in tabular form (Table-1) as YLL, YLD, DALYs, and DALYs per 1,00,000 

171 inhabitants. The analysis of relative risk was represented as CFR, RR, and risk outcome in 

172 different groups of the population in tabular form (Table-2).

173  

174 2.4 Ethical clearance

175 The data was conducted after obtaining ethical clearance from the research committee of the 

176 College of Pharmacy (MCST/COP #20/2021), AlMaarefa University, Riyadh, Saudi Arabia.

177  

178 2.5 Statistical analysis

179 The data obtained from the study was statistically analyzed by SPSS IBM 25 software. The data 

180 collected from 2988 patients was categorized into different age groups. The sample size in 

181 different age-groups varied between 69 and 441. Due to the requirements of the statistical 

182 software, incomplete data from approximately 107 patients was not considered. In addition, this 

183 number was excluded from the 2988 patient records that were used for the analysis. The data for 

184 each group of patients was entered and analyzed for variables such as years of life lost (YLL), 

185 years lost due to disability (YLD), case fatality ratio (CFR), relative risk, and the outcome of 

186 risk. Both parametric and non-parametric tests were utilized for the statistical analysis. The one-

187 way analysis of variance (ANOVA) was used to test the hypothesis that population distribution 
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188 influences disease outcome. In this objective, the influence of the age of the population was 

189 tested over the outcome of COVID-19 and a comparison was drawn between groups. A non-

190 parametric test such as Mann-Whitney was used to analyze the second objective, that the 

191 outcome of the COVID-19 is independent of the population’s distribution. Further, the Pearson 

192 coefficient of correlation was used to determine the association between two variables. While 

193 analyzing the data, a fixed confidence interval (lower – 95% and upper – 95%) was used (Jo et 

194 al., 2020). A P-value of less than 0.05 was considered to determine the significance of all the 

195 analysis.

196

197

198 3. RESULTS 

199 3.1 Infection rate and mortality rate due to COVID-19 in Saudi Arabia

200 Figure 1 represents the values of the positive test rate, infection rate, and mortality rate. A total 

201 of 29,841,399 COVID-19 tests were conducted on the population on October 18, 2021. The total 

202 number of COVID-19 positive cases detected was 5,47,969, and therefore the positive test rate 

203 was found to be 1.836%. Saudi Arabia has a population of 35,498,886 people and the infection 

204 rate in them was found to be 1.54%. The total mortality recorded in the COVID-19 diagnosed 

205 patients was found to be 8,765 and hence the mortality rate was calculated as 1.599%.

206  

207 3.2 Disability adjusted life years (DALYs) due to COVID-19 in Saudi Arabia

208 The DALYs calculated by the addition of YLL and YLD indicated the lowest for the 0–9-year 

209 age group. The DALYs per 1,00,000 habitants aged 0 – 9 years old were found to be 0.77. This 

210 value progressively increased to 2.32 in 10– 19 years, 4.05 in 20–29 years, and 7.634 in 30–39 

211 years. From 40–49 years of age, DALYs increased to significant double digits and were found to 

212 be 11.08. For 50–59 years, it was found to be 14.865 and for 60–65 years, it was 21.02. The 

213 highest recorded DALY was observed for people over 70 years old (25.73) (Table-1).

214  

215 3.3 Relative risk of mortality due to COVID-19 in Saudi Arabia

216 The relative risk observed in different groups of people is summarized in table 2. The lowest 

217 CFR and negative risk outcome were found in the 0–9-year age group. As the age of the groups 

218 increased, the CFR as well as the RR and risk outcome also increased. A significant level of RR 
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219 value (1.55, P = 0.037) was found for 40–49 years onwards. People of the age group 50–59 years 

220 were found to be at a 78% risk (RR = 1.78, P = 0.043), 60 – 69 years old at a 132% risk (RR = 

221 2.32, P = 0.008), and the highest risk (184%) was observed in the over 70-year-old population 

222 (RR = 2.84, P = 0.006).

223  

224 3.4 Mortality rate recorded in major cities in Saudi Arabia

225 Figure-2 indicates the five highest mortality rates recorded in the cities of Saudi Arabia. Riyadh, 

226 being the capital city and with the largest population, recorded the highest (17% of total 

227 mortality), followed by Jeddah (8.9%), Makkah (7.5%), Madinah (4.4%), and Dammam (4.3%). 

228 The first two cities are considered the largest in the kingdom in terms of human population and 

229 size.

230  

231 3.5 Summary of correlation between age of population and COVID-19 induced mortality

232 The association between age of population and the mortality due to COVID-19 indicated lowest 

233 correlation coefficient for 0 – 9 years. The correlation increased to positive level from 10 – 19 

234 years and become significant from 40 – 49 years onwards. The correlation coefficient value for 

235 40 – 49 years old was found to be 0.56 (P = 0.032) and it increased to 0.64 in 50 – 59 years old 

236 (P = 0.044). The highest correlation value was observed in 60 – 69 years old people (r = 0.72, P 

237 = 0.006) and above 70 years (r = 0.78, P = 0.007) (Table-3).

238  

239 4. DISCUSSION

240 The present study analyzed the burden of COVID-19 in Saudi Arabia. The region recorded a 

241 total of 5,47,969 COVID-19 cases till October 18th, 2021. The first case was detected in a citizen 

242 who came to the country from Persia. Following that, many positive cases were discovered in 

243 various parts of the country, and the infection rate is now considered the second highest after the 

244 United Arab Emirates (Al-Tawfiq and Memish, 2020).

245 The data from the study indicated that the infection rate in the population is 1.54%, although the 

246 health authorities conducted more than 29,841,399 RT-PCR tests (positive test rate is 1.836%) 

247 on the population (Figure-1). The values suggested that the preventive measures imposed by the 

248 healthcare and other government authorities restricted the spread of infection in the population 

249 (Alkhowailed et al., 2020). These values indicated similarities with other countries that were 
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250 reported to have managed the infection effectively, such as South Korea, Germany, and New 

251 Zealand (Naumann et al., 2020).

252 The World Health Organization (WHO) has recommended several measures to prevent the 

253 spread of the COVID-19 infection (https://www.who.int/emergencies/diseases/novel-

254 coronavirus-2019). According to an earlier study, the attitude of the public plays an important 

255 role in achieving the objectives of the healthcare authorities (Al-Zalfawi et al., 20201). The data 

256 suggest that the people of Saudi Arabia responded in a positive manner to the preventive 

257 measures adopted by several authorities during the COVID-19 outbreak.

258 DALY analysis of 2988 patients suggested that YLL (years of life lost) and YLD (years lost due 

259 to disability) due to COVID-19 increased with the age of the population (Table-1). Earlier 

260 studies suggested that YLL and YLD values provide important information not only about the 

261 disease but also the outcome of the treatment strategies against a diseased state (Nurchis et al., 

262 2020). The progressive increase in DALYs values across age groups suggested a link between 

263 age and COVID-19-related complications (Table 1). A threefold increase in DALY in patients 

264 aged 60–65 years supports previous findings that COVID-19-induced mortality and 

265 complications are common in this age group (Naumann et al., 2020). The data from the present 

266 study also suggested that the mortality rate was high in regions with dense populations (Figure-

267 2). As reported earlier, urbanization and advancing age carry the burden of several co-

268 morbidities (Al-Zalfawi et al., 2021). People over 60 years of age are most likely to suffer from 

269 different cardiovascular, central nervous system, respiratory, renal, and carcinogenic diseases 

270 (Nurchis et al., 2020). The present data also revealed that there was no major increase in DALYs 

271 for people aged 70 and above in comparison with the 60–65-year group. The life expectancy in 

272 Saudi Arabia is reported to be 75.13 years (Jo et al., 2020) and the data from this study suggests 

273 that there was no major loss in terms of YLL and YLD in this population group (Table-1).

274 Further, the cumulative DALYs/1,00,000 was found to be 87.50. The relative risk analysis due to 

275 COVID-19 indicated that case-fatality ratio and risk outcome increased according to the age of 

276 the population. A significant increase in RR values (RR = 1.55, P = 0.037) was observed from 40 

277 – 49 years of aged groups along with rise in CFR (0.92). The highest CFR and RR values were 

278 found for the people above 70 years old (CFR = 3.02, RR = 2.84, P = 0.006) (Table-2). These 

279 values indicated similarity with previous study, where population with age 0 – 34 years had 

280 lower risk, but the risk increased after 35 years age (24). The DALY values when compared to 
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281 the previous studies suggested that the health care facilities offered to the COVID-19 patients 

282 have influenced positively in minimizing both the mortality and complications. The data when 

283 compared falls between 59 (Finland) and 116 (Denmark), reported to have managed well in 

284 controlling the COVID-19 pandemic (Naumann et al., 2020).

285 The mortality rate due COVID-19 was found to be 1.566% (Figure-1). This rate was found to be 

286 within the range (1–2%) of the well-managed countries and significantly lower than the global 

287 average fatality rate (≈ 3). According to WHO, the infection due to COVID-19 cause mild 

288 symptoms in most people, however, complications and deaths were common in patients who are 

289 aged and sufferers of chronic diseases. Accumulated data from the MoH resources suggests that 

290 46% of Saudi Arabia's population suffers from cardiovascular disease. Incidences of these 

291 diseases were found to be more common in urban areas (Hussein and Ismail. 2017) and so the 

292 mortality rate was found to be high in major cities of Saudi Arabia (Figure-1). Obesity, diabetes, 

293 and hypertension was found to be frequent disorder amongst the patients diagnosed with 

294 metabolic diseases including the young population (Caussy et al., 2020). Obesity in the previous 

295 studies has been considered an important risk factor for severity due to COVID-19 (Sattar et al., 

296 2020). A meta-analysis of COVID-19 patients indicated a strong relation between obesity and 

297 ICU admission after infection with COVID-19 (Yang et al., 2021). These studies indicated that 

298 obesity increases the chances of other diseases such as diabetes mellitus, renal insufficiency, and 

299 cancer, thus complicating the COVID-19 infection (Caussy et al., 2020; Sattar et al., 2020; Yang 

300 et al., 2021).

301 In hypertensive patients, the rennin-angiotensin system is reported to be in a hyperactive state 

302 and the SARS-CoV-2 has special affinity to angiotensin converting enzyme-2 (ACE-2). The 

303 virus uses them for entering the host and during COVID-19, the expression of ACE-2 was also 

304 found to be enhanced (Fang et al., 2020). In addition, the binding of SARS-CoV-2 to ACE-2 

305 reported to cause several alterations in the post-receptor signalling pathways that ultimately lead 

306 to vasoconstriction, pro-inflammatory response, endothelial dysfunction, and pro-thrombotic 

307 processes (Zhang et al., 2020). The likelihood of other co-morbidities in hypertensive patients 

308 reported to aggravates the complications of COVID-19 (Fang et al., 2020). Apart from these, the 

309 prevalence of cancer (10%), diabetes mellitus (5%) and respiratory diseases (3%) were also 

310 reported in Saudi population (Hussein and Ismail, 2017). The implication of these diseases has 
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311 been reported in the COVID-19 induced complications by several mechanism including altered 

312 immunological reactions (Fang et al., 2020).

313 The incidences of these complications were reported to get enhanced according to the age of 

314 population (Hussein and Ismail, 2017). This correlation between age and increased mortality rate 

315 can be observed in the table 3. The data from this analysis indicated that correlation coefficient 

316 between age and mortality due to COVID-19 increased significantly (P<0.05) from 40 years 

317 onwards and a strong correlation (r = 0.72) can be observed in population of age above 60 years.

318 The available data suggested that healthcare facilities in Saudi Arabia follow the standard 

319 updated guidelines of WHO while treating the COVID-19 patients. All the regions of the country 

320 have designated hospital to manage the complications of COVID-19. Besides, the COVID-19 

321 vaccination program was reported to have covered more than 70% of population, achieving the 

322 herd immunity (https://covid19.moh.gov.sa). The proactive, preventive and established 

323 therapeutic interventions implemented by healthcare providers could be linked to the 

324 management of current pandemic situation in Saudi Arabia. More research in this direction 

325 involving a greater number of patients might provide clarity on the actual burden of COVID-19 

326 in the country.

327 Although we used a representative sample size to examine the COVID-19 burden in the Saudi 

328 Arabian population, we advise caution in generalizing this information without further validation 

329 in a larger sample size.

330  

331 5. CONCLUSION

332 According to the findings of this study, the infection rate and COVID-19 death rates in Saudi 

333 Arabia are 1.54 % and 1.59 %, respectively. These figures indicated that the current impact of 

334 infection was within the range (1–2%) observed in nations that successfully handled the 

335 epidemic. An investigation of 2988 patients' disability adjusted lost years (DALYs) revealed that 

336 the values increased in those over 40. Further, persons over the age of 60 had a greater loss of 

337 life expectancy, and relative risk measurement demonstrated that this group of people was at a 

338 higher risk of mortality due to COVID-19. The burden of COVID-19 appears to have grown in 

339 adults over the age of 60, most likely due to the existence of other co-morbidities.

340
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Figure 1
Figure 1: positive test rate, infection rate and mortality rate

PeerJ reviewing PDF | (2021:11:67902:0:1:NEW 18 Nov 2021)

Manuscript to be reviewed



PeerJ reviewing PDF | (2021:11:67902:0:1:NEW 18 Nov 2021)

Manuscript to be reviewed



Figure 2
Figure 2: Mortality records in different cities of Saudi Arabia
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Table 1(on next page)

Table-1: Disability adjusted life years (DALYs) due to COVID-19 in Saudi Arabia.
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1

2 Table-1: Disability adjusted life years (DALYs) due to COVID-19 in Saudi Arabia.

Age group YLL YLD DALYs
DALYs / 

1,00,000

0-9 Yrs 181 95 276 0.77

10-19 Yrs 696 128 824 2.32

20-29 Yrs 876 565 1441 4.05

30-39 Yrs 1682 1028 2710 7.63

40-49 Yrs 2167 1768 3935 11.08

50-59 Yrs 2904 2373 5277 14.86

60-69 Yrs 4194 3269 7463 21.02

Above 70 Yrs 5018 4119 9137 25.73

3 Note: YLL – Years of life lost, YLD – Years lost due to disability

4
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Table 2(on next page)

Table-2: Relative risk (RR) of mortality due to COVID-19 in Saudi Arabia
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1 Table-2: Relative risk (RR) of mortality due to COVID-19 in Saudi Arabia.

Age group CFR

Lower 

95% CI

Upper 

95% CI

RR
Risk 

outcome
p-value

0-9 Yrs 0.00 0.125 0.198 0.05 - 95% 0.351

10-19 Yrs 0.01 0.204 0.369 0.12 - 88% 0.690

20-29 Yrs 0.12 - 0.988 0.108 0.61 - 39% 0.298

30-39 Yrs 0.29 0.074 0.158 1.02 2% 0.086

40-49 Yrs 0.92 - 0.257 - 0.169 1.55* 55% 0.037

50-59 Yrs 1.26 0.369 0.485 1.78* 78% 0.043

60-69 Yrs 2.11 0.128 0.315 2.32** 132% 0.008

Above 70 Yrs 3.02 - 0.159 0.088 2.84** 184% 0.006

2 Note: Relative risk analysis from COVID-19. *p<0.05, **p<0.01 compared between groups.

3
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Table 3(on next page)

Table-3: Summary of Pearson correlation analysis between age and mortality due to
COVID-19.
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1 Table-3: Summary of Pearson correlation analysis between age and mortality due to 

2 COVID-19.

Age group
Correlation 

coefficient (r)

Lower 

95% CI

Upper 

95% CI

Significance level of 

two-tailed ‘t’ test

0-9 Yrs - 0.24 0.152 0.179 0.622

10-19 Yrs 0.16 0.246 0.392 0.981

20-29 Yrs 0.31 - 0.236 0.096 0.265

30-39 Yrs 0.38 0.095 0.108 0.723

40-49 Yrs 0.56* 0.221 0.462 0.032

50-59 Yrs 0.64* 0.146 0.197 0.044

60-69 Yrs 0.72** - 0.016 0.042 0.006

Above 70 Yrs 0.78** 0.104 0.211 0.007

3         Note: Pearson correlation analysis. *p<0.05, **p<0.01 compared between groups.
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