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Preface  

 

Aidspan (www.aidspan.org) is an international NGO 

based in Nairobi, Kenya, whose mission is to reinforce 

the effectiveness of the Global Fund. Aidspan 

performs its mission by serving as an independent 

watchdog of the Fund, and by providing services that 

can benefit all countries wishing to obtain and make 

effective use of Global Fund financing.  

 

This is the first regional report published by Aidspan. 

These regional reports seek to provide a snapshot to 

country partners, advocates and other stakeholders 

of  comparative information, to make it easier for 

them to assess their countriesõ progress and 

performance and understand the regional picture of 

Global Fund programmes.     

 

Other reports and analyses, and guides to different 

aspects of the Global Fund ecology are available at 

www.aidspan.org/page/research and www.aidspan.org/

page/guides-global-fund.  

 

Aidspan publishes news, analysis and commentary 

about the Global Fund in its twice-monthly Global 

Fund Observer newsletter, available by free 

subscription through the Aidspan website.  

 

Aidspan finances its work primarily through grants 

from governments and foundations. Aidspan does not 

accept funding of any kind from the Global Fund.  

 

Reproduction and sharing of this document is 

permitted and encouraged, as long as the information is 

sourced and credited to Aidspan  

Abbreviations:  

ALCS  
Association for the Fight Against AIDS 

(Morocco) 

ART  Antiretroviral therapy 

ARV  Antiretroviral drugs 

CCM  Country coordinating cechanism 

GDP  Gross domestic product 

GNI  Gross national income 

IDP  Internally displaced ersons 

IDU  Injecting drug users 

LLIN  Long-lasting insecticidal nets 

MDGs  Millennium Development Goals 

MDR-TB  Multi-drug-resistant tuberculosis 

MENA  Middle East/North Africa 

MENAHRA  
Middle East and North Africa Harm 

Reduction Association 

MSM Men who have sex with men 

NFM  New funding model 

OST  Opioid substitution therapy 

PMTCT  
Prevention of mother-to-child 

transmission 

TRP Technical Review Panel 

UNAIDS  
Joint United Nations Programme on 

HIV and AIDS 

UN -OCHA  
United Nations - Office for the 

Coordination of Humanitarian Affairs 

WHO  World Health Organization 
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The Global Fund has designated 15 countries as Middle 

East/North Africa (MENA region) using its own 

classification system, each with its own burden of 

disease and ability to pay for prevention, care and 

treatment. While each country has a unique profile 

based on the demographics, cultural and religious 

traditions and the political and socio-economic status of 

its population, there is an interconnectedness and some 

degree of similarity in the way each country responds 

to the challenges of providing a comprehensive public 

health response to AIDS, TB and malaria.  In most of 

these countries, HIV epidemics are relatively 

concentrated among a small subset of the population; 

also in most of them, there is limited human resource 

capacity to respond to the particular needs of those 

vulnerable groups. 

Some of these states ð South Sudan, Somalia and Syria ð 

are in heightened states of conflict, or post conflict, 

which limits the access to services and care for the 

majority of the populations or communities most 

affected.  Others, including Yemen, Mauritania and the 

Gaza Strip/West Bank, suffer perpetual unease with 

flashes of violence, or are rebuilding, like Iraq, after 

more than a decade of conflict that has eviscerated the 

health system.  

 

There are countries like Jordan and Morocco whose 

health systems made it through a sweep of reform and 

uprising known as the Arab Spring relatively unscathed 

and unchanged; then there is Egypt, which continues to 

grapple with the lasting legacy and implications for 

health infrastructure of the overthrow of decades of an 

autocratic leadership that, despite its political 

implications, maintained some degree of service 

provision for most.  

 

Included in the region, too, are Djibouti ðabout which 

little is known beyond its strategic importance and 

influx of military assistance and attendant support for 

public services ð and Eritrea, a nation with severe 

restrictions on both civil society and the media, but an 

enthusiasm for infectious disease control and 

prevention and a somewhat surprisingly rigorous 

reporting system.  

INTRODUCTION  

And finally, MENA includes Algeria, which had 

graduated from direct Global Fund assistance in 2008 

only to become eligible again under the new funding 

model (NFM) due to concerns about its concentrated 

HIV epidemic.  

 

All these countries are also included in a regional 

initiative known as MENAHRA ð the Middle East and 

North Africa Harm Reduction Association, which works 

to change behaviors among injected drug users to 

prevent HIV transmission.  

 

Of the $28 billion disbursed by the Global Fund since 

2002, MENA countries have received just 7%. Under the 

country allocations announced in March 2014 as part of 

the roll-out of the NFM, that percentage held steady, 

reflecting new eligibility classifications based on burden of 

disease and ability to pay. Countries that would typically be 

included in the MENA region, such as Sudan, have been 

reclassified by the Global Fund as High Impact, and 

therefore do not figure in this calculation. 

 

Some countries have found their envelopes to be smaller 

than before, due to their economic classification; others 

are phasing-out of eligibility entirely, with countries such 

as Iraq receiving relatively small amounts of funding for 

transition only. 

 

Irrespective of the size of the allocation, all of the countries 

are being asked to develop robust, comprehensive concept 

notes that will help them achieve the goals established in 

their National Strategic Plans. Getting to ôyesõ will require 

concerted efforts to respond to the particular needs of key 

populations, as well as to the human rights challenges that 

affect both the health system and the wider socio-cultural 

environment.  

 

Gender inequality, institutionalized discrimination 

against members of vulnerable groups and a punishing 

legal environment for behavior seen as beyond the 

norm in conservative societies are among the major 

human rights considerations confronting health activities 

supported by the Global Fund. At both a regional and 

country level, these human rights concerns can limit the 

effectiveness of health programming, and will be a 

Photo Courtesy of Robert Bourgoing  

Photo Courtesy of Georgina Cranston/IRIN  



2 

decisive indicator for effectiveness and impact of Global 

Fund-supported work in prevention and mitigation of 

disease, as well as treatment and care. Institutionalized 

discrimination and widespread social stigmas mean that 

women are unwilling to present themselves to be tested 

for HIV or treated for TB, and HIV positive children 

often donõt go to school. It means that men who have 

sex with men are failing to protect themselves in casual 

sexual encounters, widening the web of those at risk of 

HIV infection. And it means that people who inject 

drugs are sharing needles, failing to report overdoses 

among their friends for fear of arrest, and generally 

consigning themselves to lives lived underground. We 

found little information on transsexuals in MENA.  

 

How to integrate health system strengthening in a post-

conflict environment, and what emphasis to place on 

ensuring access to care and treatment for large migrant 

populations are also conundrums facing MENA 

countries. Low-income states in the region have severe 

deficiencies in infrastructure and human resources for 

health, and correspondingly low investments by 

governments in overcoming those gaps. Promising 

advances have been made in countries with more 

robust economies, but mostly in their sprawling urban 

environments rather than in the remote, rural areas 

where disease often goes undetected. Urban areas are 

increasingly crowded with refugees, either those fleeing 

conflict or dire economic circumstance. In cash-

strapped health systems there is very little room to 

respond to the needs of these migrants and the 

attendant threat to public health looms large. 

 

Responding to these challenges requires a robust, 

evidence-based approach, relying on valid, credible data. 

Here, too, are bright signs of improvement in some 

countries, though often more a function of 

collaboration with international technical partners than 

a national commitment to improving data management 

systems. Electronic record-keeping systems are slowly 

being introduced, and national-level population surveys 

for key indicators are being carried out more regularly. 

But the need for bio-behavioral studies in order to 

effectively target interventions remains acute. 

 

This report provides a snapshot at this particular point 

in time of each country's history with the Global Fund 

and the ways in which it is approaching its burdens of 

disease for AIDS, TB and malaria. Data referred to in 

the report were gathered from highly credible sources 

including UNAIDS, the WHO and the Global Fund 

itself. Wherever possible, citations are annotated. We 

have also tried to put a human face on the challenges 

faced in each of the 10 countries, with anecdotal 

portraits of health care providers, and beneficiaries, in 

each of the unique national contexts. We have also 

included graphs measuring a country's individual 

performance, by disease component, against regional 

performance for that disease component. This is based 

on the Global Fund's own performance assessment data, 

with performance being defined as how a country does 

in spending its disbursments against targeted grant-

supported activities.  

 

May this provide a window into not only the obstacles 

the MENA countries must overcome but the innovative 

tools each state is using to tackle these treatable, and 

preventable, diseases. 
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ALGERIA 

As an upper middle-income country with a low 

generalized HIV prevalence rate, Algeria was deemed 

ineligible for Global Fund support with the end of its 

Round 3 multisectoral grant in 2008. The recent 

identification, however, of a worrying concentration of 

the epidemic among key populations including sex 

workers, economic migrants and long-distance truck 

drivers has reopened the North African country to 

Global Fund resources for HIV -- to be administered 

through the network of civil society groups waging a 

targeted fight against the disease. 

 

Limitations identified in Algeria include a difficulty in 

maintaining disease records: an opacity that is not 

unexpected from a country considered among the most 

closed states in the world. Falling oil prices have hit this 

resource-dependent economy, which is slashing public 

spending as a response to declining revenues from its 

sales of oil and gas. How this will affect the health 

sector -- in terms of recruitment, retention and 

continuing education of health care workers -- remains 

to be seen.  

 

One bright note could be the decision to rehabilitate 

the country's 14 teaching hospitals, announced in 

January 2015. If these facilities are renovated to 

international standards, as ordained by the government, 

they could include resources to respond to the 

diagnostic and counseling needs for HIV. 

UNAIDS estimates in 2013 put the number of 

confirmed cases of HIV at 25,000: a prevalence rate of 

roughly 0.1% in the general population. Fifty-four 

percent of those infected are women. The number of 

new cases confirmed annually is less than 1,000. Among 

key populations, infection rates are at 10.4% for sex 

workers and 12.5% for men who have sex with men.  

 

The country's national strategic plan (2013-2015) aimed 

to enable Algeriato move closer to the Millennium 

Development Goal #6: halting the spread of the disease 

and increasing the number of people on treatment. 

Currently, the number of people on ARV treatment is 

5,292: a third of those who need them.  

With the end of Global Fund support to Algeria in 2008 

came a dismantling of all structures to support grant 

implementation. Talks have opened between the Fund 

and the country's national program as well as non-

governmental stakeholders to reconstitute a CCM, 

including members representing key populations and 

people living with the disease. Under the NFM, the 

country was allocated $6.5 million. 
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Civil society as the strongest link in the HIV response in Algeria  

 

In Oran, on the Mediterranean coast of Algeria, one of the 

main goals of the Association for Protection Against AIDS 

is to promote greater solidarity among groups vulnerable 

to infection. Since 1998, this NGO has been engaged in 

the fight to end stigma and discrimination against people 

living with HIV. 

 

Among their activities, explains Abdelaziz Tadjeddine, is 

the creation of peer support groups who help individuals 

improve their self-esteem, fight feelings of guilt and, 

increasingly, work with religious leaders and imams to 

promote messages of respect and tolerance. 

Groups like this illustrate the critical role civil society is 

playing in the national response to HIV. General HIV 

prevalence is a miniscule 0.1% of the population, thereby concentrating the epidemic into a few key populations, 

including sex workers (10.4%) and men who self-identify as engaging in sexual relations with other men (12.5%) 

according to a 2014 UNAIDS report. 

 

To reach these key populations, NGOs work discreetly but determinedly at the community level in order to cultivate 

relationships built on confidence and mutual respect and that overcome entrenched taboos. According to Adel 

Zeddama, the country director for UNAIDS in Algeria, it is anticipated that new funds -- a total of some $6.5 million 

for 2014-2017 -- being allocated to the country by the Global Fund will be directed towards these groups, to bolster 

civil society. 

 

Algeria is only just returning to the ranks of countries eligible for Global Fund support. Since 2011, improved data 

collection and analysis -- again courtesy of civil society -- revealed an upswing in infections among key populations. 

That the epidemic was clearly concentrated among certain populations allowed for Algeria to ask and be approved for 

external assistance. 

 

Going forward, more community-level and program-level data will help to enhance the national database, which 

draws information from screening centers, case notifications from the national reference lab and treatment centers. 

 

"More must be done to improve the knowledge of the epidemic to better target key populations, and reduce new 

infections among those groups," says Zeddama. 

 

Targeting key populations was one of the main topics of discussions in November 2013 on the margins of a UNAIDS 

meeting in Algiers between the Global Fund, civil society and the health ministry, which will likely continue into 2015. 

Plans are under way to relaunch the process to install a country coordination mechanism that is inclusive and robust 

enough to oversee the implementation of the new grant. 

 

Due to the nature of the epidemic in Algeria and where grant monies are likely to be directed, it is anticipated that 

key populations, civil society and people living with HIV will fill prominent roles in the CCM. 
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Disease 

component 

Number 

of 

Grants 

since 

2010 

Amount 

disbursed 

(2010 ð 

2013) 

Amount 

available 

in 

existing 

grants 

Amount 

Additional 

funding under 

NFM 

Total  

Allocation 

available (2014 

ð 2017) 

HIV 1 ($28,208) $0 $6,533,577 $6,533,577 

Algeria and the Global Fund ($)  

General Statistics/ Year 1997/8* 2013* 

Total population 31 million 39 million 

GNI (per capita) PPP current 

international $ 
$7060 (98) $13070 

Under 5 mortality / 1000 live birth 41/1000 25/1000 

Life Expectancy 69 years 71 years 

Human Development Index 

(medium HDI - country) 

.634 (2000) 

Rank 

.717 

Rank 93 

* or nearest year. 

Algeria General Statistics   

http://www.unaids.org/sites/default/files/media_asset/UNAIDS_Gap_report_en.pdf)

