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Dear FIMA members

Assalamu Alaykum

Bismillah al-Rahman al-Rahim 

Praise be to Allah the Most Merciful, the Most Beneficent. May Allah ?  shower 

His blessings and peace on the Prophet and Messenger Muhammad ? .

I begin by thanking the FIMA Executive Committee for honoring me with the 

responsibility of being the Editor-in-Chief again for this year's yearbook. I thank 

Allah ?  for giving me this opportunity and enabling me to accomplish this task. I 

pray to Allah ?  to accept my effort in His way and to reward all who participated 

in this effort.

This year, our theme is “Health in the Muslim World: Meeting the Millennium 

Development Goals.” The United Nations Millennium Summit in September 2000 

adopted the Millennium Declaration that delineated eight Millennium 

Development Goals (MDGs). Three of these goals are directly related to health 

although the others also have a definite impact on health. The three MDG goals 

specific to health are MDG 4 to reduce under-five mortality by two-thirds, MDG-

5 to improve women's health by reducing maternal deaths by 75% and ensuring 

access to reproductive health, and MDG-6 to combat HIV/AIDS, malaria and 

other diseases. The target year for achieving these goals is 2015, with 1990 being 

the baseline. MDG 7 is to ensure environmental sustainability. It is closely related 

to health, though indirectly. These goals are genuine Islamic goals, and we as a 

Muslim nation should be pioneers in their implementation. The different authors 

of this yearbook addressed each of these MDGs.

Dr. Bin Abdel Rahman discussed the progress made by the Muslim countries 

towards achieving these goals. He noted that many of them did not make enough 

progress as these goals proved to be a daunting task to many of the developing and 

relatively resource-poor Muslim countries. He notes that more than a quarter of 

the world's 2.3 billion children live in Muslim countries. It is true that under-five 

mortality dropped across all Muslim nations from 126/1000 live births in 1990 to 
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82/1000 live births in 2010. However, substantial differences exist among these 

countries. It is 7/1000 in the United Arab Emirates compared to 180/1000 in 

Somalia. He stressed that all that is needed to further reduce this mortality is 

the introduction of basic elements of public health such as immunization, access 

to safe drinking water, sanitation facilities, good nutrition and improved 

maternity care. At present, only 77% of people in Muslim countries have access to 

safe drinking water, and only 55% use adequate sanitation facilities.

Achieving MDG-5 is also challenging. The global rate of maternal death is 1 in 74. 

In Afghanistan 1 in 6 pregnancies ends in death. The situation is not that bleak in 

all Muslim countries. Significant improvement that is 80% reduction in maternal 

mortality occurred in Maldives and Iran. On the other hand several Muslim 

countries made no progress at all or are not on track to achieve the 75% reduction 

by 2015 such as Chad and Somalia.

Dr. Abdel Rahman reported that significant progress has occurred in Malaysia. 

The under-5 mortality has been reduced from 16.8/1000 in 1990 to 8.5/1000 live 

births in 2010. The Maternal Mortality Ratio, i.e. maternal deaths both direct and 

indirect per 100,000 live births declined from 44 to 27.3 in 2010. He attributed 

this progress to political stability, strong political will, commitment by healthcare 

providers and policy makers. MDG-6 calls for the “halting and reversing of 

transmission of HIV". New HIV infections have decreased from 28.5 to 12.2 per 

100,000 persons in 2011. Dr. Abdel Rahman also reported that the incidence of 

AIDS has decreased. He attributed this decrease to premarital screening, 

prevention of maternal to child transmission programs, needle exchange 

programs, and methadone maintenance therapy. Furthermore, the provision and 

access to anti-retroviral treatment and its cost reduction resulted in first line 

treatment becoming accessible to all patients at no charge. He further reported 

that, in Malaysia, the incidence of malaria has decreased from 29 to 2.5/10,000 

from 1990 to 2009. He stated that Malaysia is actually expected to eradicate 

malaria completely by 2020 ahead of the MDG targeted date.

Dr. Abdel Rahman reported that tuberculosis kills 600,000 and infects 2.7 million 

people each year. Afghanistan and Pakistan are amongst the world's 22 countries 

with the highest burden.There was an increase in the number of cases of TB in 

Malaysia as in other parts of the world over the past few years. The Malaysian 

Ministry of Health developed a 5-year National Strategic Plan (2010-2015) for 

tuberculosis control to achieve MDG-6 target.

Dr. Zubairi addresses the health challenges of the Muslim world. He points out 



that Muslims who make up 23.8% of world population produced only 8% of the 

global economic output in 2011. Twenty two of MMCs are among the least 

developed countries. Wars, political instability, violence and natural disasters 

have further degraded their socio-economic status and severely compromised 

their programs.

MMCs are below the world standard in the Human Development Index (HDI) 

which includes multiple parameters relating to education, health and nutritional 

status. Multinational pharmaceutical companies neglect tropical diseases because 

of low profitability. They put their research dollars into finding cure of diseases 

of affluence and those related to increased longevity such as heart disease, 

cancer or Alzheimer's disease rather than diseases of the poor and that includes 

tropical diseases. Less than 1% of the new medications brought to market during 

the last few years are for tropical diseases. The developing MMCs bear 90% of 

the disease burden but allocate less than 10% of their annual budget to 

healthcare. Even with the meager budgets, most of the allocation is toward 

curative rather than preventative health services such as improving sanitation, 

purifying drinking water, and waste disposal or for promoting positive behavioral 

factors such as personal hygiene, moral sexual behavior, cessation of smoking and 

avoidance of drugs and alcohol.

Another challenge in many MMCs is the large number of emigrants, especially of 

the highly skilled medical professionals, to Western countries (brain drain). Of 

those remaining, many do not join the public health sector but rather practice in 

the affluent sections of the country leaving large swathes of their countries with 

no qualified healthcare providers.

Dr. Andriana noted that women in developing countries face 15 times the risk of 

maternal death as those in developed countries. This increase is attributable in 

part at least to the fact that women – including in Muslim majority countries 

(MMCs) – are treated as second-class citizens. She quotes Dr. Fathallah, a 

previous president of the International Federation of Gynecologists and 

Obstetricians (FIGO), “Women are not dying because of a disease we cannot 

treat. They are dying because societies have yet to make the decision that their 

lives are worth saving.” This is particularly disheartening as in Islam motherhood 

is given a very high value. In Islam, women are equal in worth to men. 

Dr. Andriana states that the high maternal mortality can be described on the 

basis of a 3 delay model. The first is the decision to seek medical, specifically, 
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antenatal care. This is due to the lack of understanding of potential pregnancy 

complications, acceptance of maternal death as a fact of life, low status of women 

and socio-cultural barriers to seeking care. The second delay is reaching care 

secondary to poor infrastructure, specifically the lack of safe and affordable 

transportation to health care facilities. The third delay is receiving care due to 

lack of properly trained personnel and lack of affordable healthcare providers 

/facilities. Dr. Andriana reminds us of the poor socio-economic conditions and how 

it adversely impacts healthcare in the MMCs. Forty four percent of the 48 MMCs 

are in the United Nations low income countries where the Gross National Income 

per capita is 905 or less USD. Not surprisingly the under-5 mortality and MMR 

are almost twice as high in those countries. Another factor which plays a role is 

the high illiteracy rate. There is 4-fold higher infant mortality rate in infants 

born to illiterate mothers than those born to mothers who had secondary 

education. The poor sanitary conditions are key determinants of poor health 

indicators in MMCs resulting in the still higher incidence of communicable 

diseases. For example the leading cause of death in low income countries is lower 

respiratory tract infections while it is the 4th leading cause in high income 

countries.Dr. Andriana notes that in most countries life expectancy of women is 

longer than that of men but in MMC unequal access to information, care, and basic 

health practices increase health risks to women. This needs to be rectified.

A significant percentage of under-5 children mortality is attributable to 

communicable diseases. The sad part of this is that most of these deaths are 

attributable to diseases for which potent vaccines are available and as such these 

deaths are preventable. Dr Alwan addresses this aspect specifically in the 

Eastern

Mediterranean Region (EMR) of the World Health Organization. He reports that 

this percentage is 20% of these deaths. The good news is that there has been 

significant increase in routine vaccination coverage in the different countries of 

the region. Also newer vaccines; Hemophilus Infleunza Type B (Hib), pneumococcal 

conjugate vaccine (PCV), and rotavirus vaccine have been introduced in some 

countries. The region achieved 93% reduction in measles mortality between 2000-

2008. The bad news is that the target elimination date of measles was 2010 but 

had to be postponed to 2015, and that there are still 3 million infants who did not 

receive the third dose of DTP vaccine in 2012.

Dr Alwan states that MDG 4 cannot be achieved by only scaling up classic vaccine 

coverage. However, increasing the coverage to at least 90% and the wide use of 

the new vaccines; Hib, PCV, and rotavirus vaccine would result in 60-70% reduction 

in under- 5 mortalty attributable to vaccine preventable diseases by 2015.
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Dr Nordin continues the discussion of the status of vaccination in Muslim 

countries specifically in relation to rotavirus and poliomyelitis.

Globally, rotavirus gastroenteritis kills 527,000 children less than 5 years old and 

is responsible for millions of hospitalizations and clinic visits every year. Ninety 

five per cent of rotavirus deaths occur in developing countries in Africa and Asia. 

Poor sanitation, insufficient water treatment, and lack of access to appropriate 

medical care and life saving vaccines, are responsible for these deaths. During the 

manufacture process of the two available vaccines trace amounts of porcine 

trypsin are used. This has triggered concern in some Muslim circles. However, 

through microfiltration the trypsin is completely removed from the end product. 

This, in addition to the fatwa regarding the use of OPV should remove any doubt 

about the permissibility of the use of the rotavirus vaccines. Dr. Nordin strongly 

recommends the universal use of these vaccines. He reports that each day > 1,200 

children under five years die of rotavirus gastroenteritis, deaths that can be 

averted by the use of the vaccine. Pakistan and Nigeria were 2 of the 5 countries 

which together contributed up to a half of the global rotavirus diarrheal deaths in 

2008.

Dr. Nordin also discusses the Global Polio Eradication Initiative (GPEI) that was 

launched by the World Health Assembly in 1988.Within 15 years polio had been 

eliminated from all but 6 countries, and fewer than 1000 children have been 

paralyzed by polio in 2003. In 1994, WHO region of the Americas was certified 

polio free, followed by WHO Western Pacific region in 2000, and WHO European 

region in 2002. As of May 3013 there were only 26 cases of wild poliovirus cases 

and only three polio endemic countries: Nigeria, Pakistan and Afghanistan.

The significant drop in polio infection is due to the widespread use of the Sabin 

vaccine (OPV) which is a live attenuated oral vaccine. However, after the almost 

complete eradication of the wild polio virus, the widespread use of OPV resulted 

in the emergence of the circulating vaccine derived polio virus (cVDPVs) that can 

cause vaccine associated paralytic polio (VAPP). Therefore this vaccine has been 

replaced almost completely in developed countries by the Salk vaccine which is 

inactivated virus vaccine (IPV) and later by the enhanced IPV (eIPV). Both these 

vaccines are not associated with VAPP. The continued use of OPV would 

compromise the goal of polio free world. Between 2000 and 2011 there were 20 

cVDPV outbreaks resulting in 580 polio cases. It is estimated that there will be 

250-500 cases of VAPP per year and up to one polio outbreak due to a cVDPV per 

year. The current GPEI strategic plan includes coordinated cessation of OPV and 

a phased replacement of OPV with IPV.
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Unfortunately, the remaining endemic countries are Muslim countries. The 

persistence of polio in these countries is primarily due to under utilization of the 

vaccine. In Nigeria, Pakistan, and Afghanistan rumors and misinformation 

regarding OPV were preached in the name of Islam.OPV was alleged to contain 

unsafe substances that can cause infertility. It was also alleged that OPV was 

made of haram constituents (porcine trypsin).The European Council of Fatwa and 

Research issued a fatwa (religious opinion) in 2003 that it is not haram to use the 

vaccine and strongly recommended its use.

FIMA endorsed the GPEI and issued its "Cairo Declaration for Polio Eradication" 

in February 2013. FIMA also joined the fraternity of scientists and technical 

experts from 80 countries to launch the "Scientific Declaration on Polio 

Eradication" on April 11, 2013.

MDG 6 includes combat of malaria. Dr. El Bashir addresses this issue. It remains a 

leading cause of morbidity and mortality in large areas of the world. In the last 

decade of the twentieth century there were 300-500 million clinical cases and 

approximately one million deaths occurring yearly. Malaria is endemic in more than 

100 countries, and almost half of them are in the Islamic World.

Dr. Elbashir stresses that it is a preventable and treatable disease provided that 

currently recommended interventions are properly implemented in all affected 

regions. These include 1) vector (mosquitos) control through the use of 

insecticide treated nets (ITNs), indoor residual spray (IRS) and in some cases 

larval control. 2) Chemoprevention 3) confirmation of the diagnosis and 

appropriate treatment. He discusses in detail the pathology, diagnosis and 

treatment with special emphasis on the problem of drug resistance and the 

recommendation for combination therapy to combat the resistant strains of the 

malaria parasite.

Major international efforts are now directed towards malaria control. The Roll 

Back Malaria (RBM) initiative was launched in 1998. Its ambitious goal was halving 

the burden of malaria from 2000 levels by 2010 and again by 2015. Emphasis is 

placed on malaria control (not eradication). Its main focus is in sub-Saharan 

Africa. It is a global partnership effort between developmental agencies, banks, 

private sector, foundations, and a network of scientists. Dr. El Bashir noted that 

unfortunately funding of these efforts is insufficient. While it is estimated that 

five billion USD are needed yearly, only 2 billion USD were actually provided in 

2011. Reductions of > 50% in reported malaria cases between 2000 and 2010 in 43 
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of 99 countries and 25-50% reduction in 8 other countries is encouraging. 

The real significant advance in the control of malaria will be the production and 

use of safe and effective vaccines. The complex life cycle of the parasite in the 

human host results in the expression of different genes on the surface of the 

infected red blood cells with significant polymorphisms sometime in a single gene 

adding to the difficulty of producing a vaccine. Thirty four candidate vaccines 

have been developed in the last 5 years, many of which are in clinical trials at 

present. Currently there is an ongoing field trial in 11 sites in 7 African countries 

of RLTSS vaccine. Preliminary results show 55% efficiency in different age 

groups. Most tested vaccines stimulate antibody response, whereas this vaccine 

stimulates T cell production against the malaria parasite. There is hope that a 

successful vaccine will be available by 2015.

Unfortunately, HIV/AIDS continues to be an international dilemma. The joint 

United Nations program on HIV/AIDS (UNAIDS) estimates that globally in 2011 

there were 34.2 million people living with HIV (PLWA) compared to 3.2 million in 

2001 and 1.7 million people died of AIDS. In sub-Saharan Africa where 

HIV/AIDS is more prevalent than the rest of the world, 61% of PLWA were 

women. Dr. Kagimu reports that in Uganda new infections continued to rise 

annually from 84,000 in 1994 to 130,000 in 2011. It is the most common cause of 

death among 20-45 year olds. Professor Kagimu opines that biomedical 

interventions are not enough to prevent HIV infection. He showed that religiosity 

is a potential solution that has been under utilized. In studies, performed under 

his direction, it was found that the youth who have higher levels of religiosity, 

whether Christians or Muslims, had lower HIV infection rates. Promoting 

religiosity as part of programs for reducing HIV infection is recommended. It 

requires continuous reminders to the religious leaders to promote religiously 

ordained moral edicts. It also requires education sessions including family 

members and friends.

The positive influence of Islamic culture and values has also been discussed by Dr. 

Qudah and Dr. Mishal. It is known that the prevalence of HIV/AIDS and other 

sexually transmitted diseases (STDs) is generally lower in Muslim countries than 

in other regions of the world. However, these authors noted that this generated 

an attitude of false security that Muslim societies are not susceptible to the HIV 

epidemic. The authors point out that many youth are engaged in lifestyles that will 

inevitably lead them to contract such infections. In fact, the 2012 UNAIDS data 

show a 35% increase in new infections in the Middle East and North Africa 
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between 2001 and 2011. There was more than a 25% increase in Bangladesh, 

Indonesia and many other MMCs. This occurred despite a significant decrease in 

other parts of the world.

FIMA has developed several programs to control this increase in infection rates. 

The Islamic approach to HIV/AIDS has been launched in Uganda by Dr. Kagimu. It 

consists of promoting the Islamic teachings that promote sound ethical lifestyle, 

acquiring scientific knowledge and forming partnerships and collaborative 

relationships with other religious and community leaders.

In South Africa, the Muslim AIDS Program Care Center was established in July 

of 2003. The IMA of Malaysia established homes for women and children living 

with HIV/AIDS. In the Middle East and North Africa, Dr. Qudah launched “Youth 

Protection from HIV/AIDS and STDs” in January 2006. This program so far has 

trained more than 10,000 male and female community leaders in more than forty 

nationalities. These leaders delivered more than 250,000 lectures, seminars and 

media presentations in youth centers, mosques, schools, universities and other 

community settings. These programs are meant to complement the Western 

programs by adding the Islamic paradigm based on holistic Islamic teachings. 

HIV/AIDS is looked upon as a manifestation of serious breakdown of socio-moral 

and behavioral standards, not merely as a viral infection. The Islamic approach 

adds the promotion of chastity, sexual fidelity and creation of drug-free 

societies.One of the success stories in regards to HIV control is in Malaysia as 

reported by Dr. Abdel Rahman earlier. 

WHO defines environmental health as “the aspects of health and disease that are 

determined by the environment”. Contemporary lifestyle, industrial development 

and economic growth had a significant toll on environment that ultimately impacts 

directly and indirectly on human health. It is thus not surprising that MDG 7 

addresses the issue of environmental sustainability. Dr. Daoud writes on this 

subject in this yearbook. He points out that the Islamic guidance provides sound 

principles of environmental health. Muslims are urged to lead a balanced life 

avoiding waste, preserving nature, and safeguarding plants and animals that are 

described in the Glorious Quran as “nations” like us that have a vital role in 

maintaining the ecosystem. Dr. Daoud discusses in detail global warming and its 

effects specifically on sea levels and the "drowning" of lands that are at or 

slightly above sea levels at present. He also reminds us of the association between 

extreme heat waves and increased mortality especially in the elders. He also 
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discusses the catastrophic effects of drought and floods and their effects on 

spread of disease. Climate change also affects the migratory behavior of birds 

and animals. Global warming may also have deleterious effect on agriculture with 

possible decrease in food production.

Air pollution has a major effect on the incidence of respiratory and allergic 

diseases. Its main sources are autos' emissions and industrial waste which also 

causes water pollution. Air pollution is in part caused by emission from domestic 

fires burning biomass fuels primarily in developing countries. 

While there is strong scientific evidence for global warming, there is still dispute 

about whether it is a normal part of cyclic changes or it is human made because of 

the excessive use of unclean energy such as oil, gas and coal leading to higher 

rates of emission of greenhouse gases. The UN tried to formulate certain 

regulations for the different countries by which to reduce their output of the 

greenhouse gases. These regulations were incorporated in the Kyoto Protocol, the 

Copenhagen Accord and recently the Cancun Treaty. Unfortunately these have 

not been ratified by some of the countries which are the main producers of these 

gases such as USA as it considers it to adversely affect its economic growth 

disproportionately compared to that of the developing countries. This is a serious 

problem. There is an urgent need to strike a sound balance between economic 

development and the environment. If the current trend continues, Dr. Daoud 

warns that the earth might not be inhabitable for future generations.

Islamic countries have to get involved, participate in the studies and formulating 

policies guided by the basic Islamic principles of removing harm and avoidance of 

over indulgence.

Dr. Abdul Rashid discusses the epidemiology of cardiovascular (CV) diseases in 

the world and specifically in the Muslim World. He cites the example of Malaysia 

which is unique among developing countries in that it conducts 10-year surveys of 

CV risk factors. The prevalence of all the major factors increased except 

smoking, which dropped slightly from 25% in 1996 to 22% in 2006. Diabetes 

increased by 80%, obesity by 62% and hypertension by 29% during the same 

period.

Malaysia is one of the few Muslim countries that launched a national action plan to 

curtail non-communicable diseases (NCDs). Dr. Abdul Rashid stresses that 

preservation of health / life is an integral part of Islamic teachings. It is second 
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only to preservation of religion in Maqasid al-Shariah. He recommends research 

on the role of spirituality in prevention of CV diseases and the adoption of an 

“Islamic intervention program” based on the Islamic teachings as detailed in Dr. 

Mishal's article. Societies and governments need to make proven interventions 

affordable to the public both in the public and private sectors.

Dr. Yusoff and Dr. Misha'l emphasize the role of diabetes in CV diseases. 

Diabetics have, in general, higher mortality rates and suffer higher complication 

rates associated with CV diseases than non-diabetics. They note that there is a 

significant increase in its prevalence in both developed and even more so in 

developing countries. Dr. Yusoff and his team started an ongoing prospective 

study of the prevalence of diabetes in 11 urban and rural sites in Peninsular 

Malaysia. The 12,455 adults (>30 years) participating in the study will be followed 

annually for 15 years. Fifteen per cent were found to be diabetics. They often 

have other CV risk factors such as dyslipidemia, hypertension and obesity. He 

recommends that FIMA organizes a similar multinational program in its 

component Muslim countries. Few diabetics get proper treatment to achieve 

adequate control. Furthermore, proven effective secondary prevention 

medications that treat associated complications are underutilized. Dr. Yusoff 

describes a therapeutic lethargy among the healthcare providers in the 

treatment of diabetes. 

Dr. Misha'l addresses cardiovascular (CV) risk factors. Worldwide, 80% of 

cardiovascular deaths occur in low and middle income countries. Most of these 

deaths are attributable to modifiable risk factors: hypertension, dyslipidemia, 

obesity, diabetes, smoking, and sedentary life styles. Limited access to medical 

care is a factor in the lack of effective control of these risk factors. The 

prevalence of these factors is on the rise in developing countries including those 

in North Africa and the Middle East more so than in the Western countries. This 

is especially the case among younger age groups. There was a significant increase 

in Body Mass Index (BMI) in North Africa and the Middle East between 1980 and 

2008 attributable to the increasing consumption of Western style fast food with 

high saturated fat content. The prevalence of diabetes is also increasing.For 

example in Jordan, approximately 30% of individuals aged >25 years have overt or 

prediabetes. All these risk factors are modifiable by education and life style 

interventions. Many of these positive interventions are embedded in our Islamic 

teachings. Dr. Mishal cites many Quranic verses and prophetic sayings that deal 

with proper diet and physical activities.
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xix

In summary one can say that many Muslim countries have made substantial 

progress on some of the MDGs but not all. Some other Muslim countries face 

substantial challenges in achieving them. Relatively poor economic development, 

increased political unrest, and armed conflicts have all hindered progress in many 

Muslim countries. Several natural disasters befell some countries and further 

slowed the achievement of these goals. Let us hope and pray that Allah ?  bless 

our countries with peace and security and that Muslim communities and 

governments rise to their responsibilities, focus their attention on these goals, 

and make the appropriate plans to achieve them. May they in the next 2 years 

make enough progress to reach at least some of the targets of the MDGs.

I conclude by thanking all the authors for their contributions to the issue. I 

especially thank members of the Editorial Board: Drs. Aly Mishal, Abul Fadl 

Mohsin Ibrahim, and Musa Nordin for their valuable input and guidance. I 

sincerely appreciate the work of Dr. Mishal's staff for copyediting and 

proofreading of the manuscripts especially Ms. Elham Mohammad Swaid.

I pray that Allah ?  accept and bless our efforts in His service. May Allah ?  guide 

us to the right path and have mercy on us. Amin.

Wassalam

 Hossam E Fadel, M.D., Ph.D., F.A.C.O.G

Clinical professor, Obstetrics and Gynecology. 

Maternal Fetal medicine, The Medical College of Georgia

Georgia Regents University

 Augusta, GA, USA



 xx



 xxi



YBHG. Dato Sri’ Dr. Hasan Bin Abdul Rahman
Director General of Health-Malaysia* 
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Achieving the MDGs holds the 
promise of saving millions of lives; 
addressing the scourge of illiteracy, 
hunger and malnutrition; and ensuring 
good health to lead productive lives. 
However, achieving Health MDGs 4, 5 
and 6 may appear a daunting task to 
many developing and relatively 
resource-poor Muslim nations. The 
current stark disparity especially the 
high maternal and child mortality ratio 
is unacceptable, and this needs to be 
addressed urgently. 
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CONSTRAINTS AND CHALLENGES
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On that note, it is now my pleasure to 
officially open the FIMA 2012 
conference.  

Thank you for your attention. 
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Health is a human right. No one 
should be sick or die because of 
gender inequality. “The obstacles that 
stand in the way of better health for 
women are not primarily technical or 
medical in nature. They are social and 
political, and the two go together.”
Dr Margaret Chan, WHO Director-
General, Department of Gender, 

 2Women and Health stated . 
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understanding of complications, 

acceptance of maternal death, low 

status of women and socio-cultural 

barriers to seeking care. The cause of 

the second delay is residence  in 

mountains, islands, and isolated areas 

with poor access to transportation, the 

causes of the third delay are lack of 

and /or  poorly trained personnel with 
9,punitive attitude and lack of funds.

10. To reduce the number of maternal 

deaths, women need access to good-

quality reproductive health care and 
6effective interventions . 
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Afghanistan

Bangladesh

Burkina Faso

Chad

Comoros

Gambia

Guinea

Guinea-Bissau

Kyrgyzstan

Mali

Mauritania

Niger

Nigeria

Pakistan

Senegal

Sierra Leone

Somalia

Sudan

Tajikistan

Uzbekistan

Yamen

Albania

Algeria

Azerbaijan

Djibouti

Egypt

Indonesia

Iran (Islamic Republic of)

Iraq

Jordan

Maldives

Morocco

Palestine

Syrian Arab Republic

Tunisia

Turkmenistan 

Kazakhstan

Lebanon

Libyan Arab Jamashiriya

Malaysia

Oman

Turkey

Bahrain

Brunei Darussalam

Kuwait

Qatar

Saudi Arabia

United Arab Emirates

Table 2 Classification of the Muslim-majority countries used for the study by income groups (n=48)

Low-income Muslim

countries

(n=12)

Lower-middle income

Muslim countries

(n=15)

Upper-middle-income

Muslim countries

(n=6)

High-income Muslim

countries

(n=6)
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IMR: Infant morality rate.   MMR: Maternal mortality rate.
HIV: human immunodeficiency   virus. YPLL: years of productive life lost.
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Table 4.10
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practiced 

Qura’n. Sunnah, Ijmau
and   Qayas,
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Ala Din A. Alwan*

IMMUNIZATION PROGRAMS

IN THE EASTERN MEDITERRANEAN REGION

*Prof. Ala Din A. Alwan
Regional Director 
World Health Organization 
Eastern Mediterranean Regional Office
Cairo- Egypt
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Figure 1.WHO-UNICEF estimates of DPT3 coverage in 
countries of the Eastern Mediterranean Region, 2012

Figure 2. WHO-UNICEF estimates of DPT3 coverage in the 
Eastern Mediterranean Region, 2012
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Figure 3. Distribution of 3 million unvaccinated children in the Region in 2012
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Figure 5. Proportion of live births born in countries which have 
included new vaccines in their national EPI, August 2013
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Table1: Regional HIV/AIDS statistics: 2001=2011 (rounded number)
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Fig 1. Wild S, et al. Diab Care 2004; 27:1047.Diabetes is a huge and
growing disease burden globally, including the developing countries. 
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Table 1: Associated risk factors among participants with diabetes in the REDISCOVER Study
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Fig 3. All-cause and CVD mortalities have improved in the period 
1976 – 2001 as compared to the period 1950-1975. However diabetes 

gives a poorer prognosis as compared to those without diabetes.

Fig 4: Adverse outcomes post acute coronary syndrome in patients with diabetes.
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Fig. 5. Blood pressure control among patients with diabetes is 
more difficult than in those without diabetes.
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