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Lebanon Case Study 

Easter Mediterranean Region Constituency 

Demographic background: 

WB classification: Upper middle income 

GDP and growth: less than 1 % growth rate reaching zero 

sometimes over the past 2 to 3 years 

Domestic expenditure for health: around 2,5 to  3 % of total 

expenditures 

Surface Area: 10452 sq KM 

National population: 4 Millions 

Refugees Population (registered Syrian Palestinian and others): 2 Millions 

Estimated PLWHA: 1800- 2400 (UNAIDS spectrum) 

HIV burden: low prevalence to concentrated epidemics in MSM (2014 IBBS) 

PLWHA on ART: 1000 patients 

HIV trends in Lebanon:  

HIV transmission in Lebanon is essentially a behavioral issue. The dominant mode of 

transmission is sexual (81.4%),  

 

 

 Displaced and refugee populations in Lebanon: 

 

Key statistics: 

As of December 2015, a total of 1.85 million refugees from different nationalities were estimated in Lebanon, 

with 99% of them are Syrian and the rest from Iraq, Sudan and other nationalities. The Government of 

Lebanon estimates the total Syrian population in Lebanon to be 1.5 million, out of this number, according 

to March 2016 updates from UNHCR, only 1,051,325 Syrian refugees were registered in Lebanon, 52% of 

them are female. In addition, UNRWA reports indicated that 449,957 Palestinian refugee were registered 

in Lebanon1. 

Refugee population has add-up significant growth to current population density in Lebanon. While there are 

no recent official figures endorsed by the Government of Lebanon, the World Bank has estimated the total 

population of Lebanon in 2014 to be 4,547,774. With this estimates, that means the new demographics of 

                                                           
1 UNHCR Lebanon 2016. http://www.unhcr.org/pages/49e486676.html 
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the country has changed significantly during the last few years with a ratio of 1:2.5 (i.e. 1 refugee to 2.5 

Lebanese). This figure might vary from one side of the country to another, depends on the density of the 

population, making it sometimes difficult to separate between the refugees and their hosting communities. 

 

Health problems and burden2: 
 

During 2015, UNHCR reported a total of 1,399,052 primary health care consultations provided to refugees 

in Lebanon through its network, out of this, 107,907 pregnant women attending ANC visit in the PHC centers 

and received the services. Part of the health programs, 11,270 persons assisted with their hospital bills to 

cover part of their medical care cost. With all of these numbers, the ability of partners to cover the huge 

gaps is limited. The services provided through the humanitarian response partners is only around 70% of 

the total needs. Given the number of refugees, resources are not able to meet all their health care needs. 

Funds are increasingly stretched among prioritized interventions and vulnerable cases, particularly at 

secondary and tertiary care levels. Lifesaving interventions in the area of maternal and infant health are 

extremely costly. Overall, UNHCR estimated the total budget for 2016 to cover the basic needs and 

essential services health to be USD 100,650,794, and for reproductive health and HIV related services to 

be USD 3,267,8193.  
 

 

With the increase number of refugees and the trend towards hosting them in camps the vulnerability towards 

communicable diseases, sexually transmitted diseases, in particular HIV/AIDS as well as sexual violence, 

will increase, the needs towards working in prevention and awareness raising among this continuously 

fragile environment. There are no accurate statistics as regarding the actual disease burden of HIV and 

AIDS among the displaced and refugee populations in Lebanon. However since 2011 there were 32 cases 

reported from different service providers among these populations, and currently 30 of them are actually 

receiving ARVs in Lebanon4. Sexually transmitted infections is among other communicable diseases that 

are reported from service providers to these communities. Recent study in 2015 aimed to assess whether 

there are pockets of infections in particular groups such as MSM, FSWs and PWIDs, or refugee women. 

The study has found many challenges regarding the availability of data and reporting from the key 

populations as well from refugees. There are some service providers reported cases among the refugees, 

but the data set was not suitable to generalize data about the whole population groups. The data sources 

from clinicians, but also programmatic data from NGOs working with these populations, pointed to more 

STIs among women than men5. In addition, in 2013 one of NGOs working with UNHCR in Bekaa reported 

4.6% of patients sough PHC services in their clinics were reported due to STIs conditions6. 

 

Vulnerability and risk factors: 
 

In the current context, we know that sexual transmission is the dominant mode of transmission, where many 

risk factors are associated with this mode in the current context based on available evidence. Below are 

some risk factors we should consider part of the vulnerability analysis of refugee population groups in our 

context: 

                                                           
2 Syrian refugee and Affected Host Population Health Access Survey in Lebanon 2015. 
3 UNHCR. Health access and utilization survey among non-camp refugees in Lebanon 2015. 
4 Administrative records of National AIDS Program of Lebanon 2016. 
5 Lebanon STI Assessment Report 2016. 
6 UNHCR. Health access and utilization survey among non-camp refugees in Lebanon 2015. 
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 Engagement in risky sexual behaviors. 

 Transactional sex and coerced or forced sex. 

 None or limited use of condoms. 

 Prevalence of sexually transmitted infections. 

 Injecting drug use with sharing of non-save needles. 

 

From the analysis of the epidemiological situation above, we would like to bring to attention these facts7, 8: 

 Between 27-29% of men who have sex with men in the current community are non-Lebanese with 

25% of the respondents in recent study reported Syrian nationality. With estimated HIV prevalence 

of 13.1% among these population group, many of them shared many of the above vulnerability and 

risk factor. However these figures can’t be generalized to the whole community of non-Lebanese in 

the country. 

 Around 7% of people who inject drugs are non-Lebanese. While they experience low risks due to 

injecting practice, still sexual behavior constitute significant risks, with 17% of them engaged in 

commercial sex. 

 More than 80% of the sample among female sex workers was found to be non-Lebanese. Results 

also revealed that over a quarter of the women (25.8%) interviewed had a bad relationship with their 

work lords and over 40% stated that they experienced personal, family and social problems. Some 

indicators revealed engagement in risky sexual behaviors. 

 

Building on experiences from other situations, reported vulnerability factors may include the direct impact 

of the crisis on health, education, security and violence depending on the context – and the indirect impact 

such as displacement, migration, family separation and domestic violence. In the current context, here are 

some of the factors that make these populations more vulnerable to HIV infection are: 

 Poverty and limited income. 

 Disruption of families, which make women and young people more vulnerable. 

 Violence and sexual abuse. 

 Lack of access to basic health care. 

 Lack of information about HIV, sexually transmitted infections or availability of services 

 Lack of services (sexually transmitted infections, voluntary counseling and testing, care and 

treatment) for most at risk groups. 

 
 

Access to basic services for refugees in their country of asylum is usually tied to their registration status. 

Irregularity in legal status compounds the challenges of people with injuries and other life-threatening 

conditions. Being an unaccompanied patient increases the vulnerability of those who are not registered. 

While the status of registration in Lebanon might affect the ability of the refugees and displaced people to 

access some of basic services, this is not the situation regarding health services. This also apply to different 

health services, including prevention, diagnosis, care, support and treatment of HIV in Lebanon. These 

population groups can access these services regardless of their reiteration status. 

                                                           
7 Integrated Bio-behavioral Surveillance Study among Most at Risk Population in Lebanon 2008 (Mishwar). 
8 Size Estimation, Risk Behavior Assessment, and Disease Prevalence in Populations at High Risk for HIV Infection in 

Lebanon 2015. 
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Stretched capacity of the hosting community and basic services: 
 

The Syrian refugees in Lebanon are scattered all over the country with over 60% being in the North and 

Bekaa governorates. The two governorates, together with the South governorate, are known to have the 

highest poverty rates in the country. The refugees and displaced people influx to Lebanon has strained 

Lebanon’s public finances, service delivery and the environment. The crisis is also expected to worsen 

poverty incidence among Lebanese as well as widen income inequality. In particular, it is estimated that as 

a result of the Syrian crisis, some 200,000 additional Lebanese have been pushed into poverty, adding to 

the erstwhile 1 million poor. An additional 220,000 to 320,000 Lebanese citizens are estimated to have 

become unemployed, most of them unskilled youth. 
 

According to recent health assessment study (Syrian refugee and Affected Host Population - Health Access 

Survey in Lebanon 2015); Syrian refugees reported needing medical care more often than Lebanese host 

community members; one possible reason for this difference is that poor living conditions among refugees 

are associated with increased morbidity. Refugees are charged similar medical fees as Lebanese nationals. 

Despite subsidized healthcare in primary health care centers supported by the humanitarian community, 

many refugees still find it difficult to cover the remaining costs of medical. In addition, medications and 

diagnostic tests are frequently overprescribed; increasing costs for refugees and thereby heath agencies. 

In the month preceding mentioned study i.e. July 2015, mean Syrian refugee household spending on health 

was US$105, equating to 33% of monthly income. Lowering user fees and increasing access to free or 

subsidized medication are two possible approaches to improving access to care for both refugees and the 

Lebanese host community. Within the context of current funding shortfalls neither may be feasible at the 

levels required to substantially improve access and care seeking behaviors. The results revealed than the 

Lebanese host community is more likely to seek and receive health care than Syrian refugees. Cost is the 

primary barrier to accessing health services and medications in both the Syrian refugee. Refugees have full 

access to health services, but due to the costs associated with seeking care, a sizeable percentage of the 

refugee population do not seek care. Given the number of refugees, resources are not able to meet all their 

health care needs9. 
 

The people that are subject to forced migration are known to be the weakest and most vulnerable. Their 

health needs, among others, continues to rise with the protraction of their displacement. Furthermore, media 

reports and anecdotal information indicate the rise of HIV risk determinants and risk behavior. This includes 

male and female sex work and gender-based violence (GBV). Those media reports also testify to Syrian 

men who have sex with men seeking refuge in Lebanon. 

 
 

Health services for the refugees10: 
 

As could be expected in such kind of settings, the dominant health services targeting refugees were 

delivered through, and built on, primary health care through public and private service providers as 40% 

of the PHC clients were Syrians. Still the needs for secondary and tertiary health care is not small. Public 

secondary and tertiary service provider work in semi-autonomous management system and usually the 

                                                           
 
10 Syrian refugee and Affected Host Population Health Access Survey in Lebanon 2015. 
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referral care to these institutions is very expensive. Secondary and tertiary health care institutions in 

Lebanon are mostly private and cost is a significant barrier to access.  
 

Given the number of refugees, resources are not able to meet all their health care needs. Funds are 

increasingly stretched among prioritized interventions and vulnerable cases, particularly at secondary and 

tertiary care levels. Refugees are charged similar medical fees as Lebanese nationals. Despite subsidized 

healthcare in primary health care centers supported by the humanitarian community, many refugees still 

find it difficult to cover the remaining costs of medical. To harmonize access to secondary healthcare and 

manage costs, UNHCR has put in place referral guidelines in Lebanon. The costs covered by UNHCR 

vary by estimated cost of care, vulnerability status, and type of care (e.g. emergency life-saving, obstetric, 

medical and surgical). Since 2014, 15,200 refugees from Iraq, Sudan and Somalia were also covered 

under the UNHCR referral health care program. The majority of accepted referrals are covered in the 20 

receiving hospitals. UNHCR paid 76% of the 35.9 million USD spent on referral care in 2014, with 38% of 

total expenditure was spent on obstetric care. The annual cost of referral care per capita among the 

refugees was 33.4 USD. Still the out-of-pocket expenditure for the refugees is considered high. Studies 

indicates that the average cost of health care paid per household in the preceding month increased to 136 

USD compared to 90 USD in 2014. Many other reports highlighted this high financial burden as major 

barrier to access health services. 
 

Refugees are spread over 1,700 locations, making access challenging even though the geographic spread 

of public health facilities is relatively good. Refugees who live further away from facilities bear the extra 

cost of transportation. Humanitarian agencies operate mobile health clinics to reach as many vulnerable 

individuals as possible living in remote areas. Medical Mobile Units (MMUs) provide uniformed basic 

minimum primary health care services through targeting to most vulnerable persons of concern residing 

in remote locations with difficult or no access to Primary Healthcare Centers and dispensaries. By 2015 

there are 23 MMUs operating throughout Lebanon through 12 agencies in 250 locations. An MMU team 

includes at least one medical doctor, one nurse, and/or one health educator or counselor. 

 

HIV and AIDS Services: 
 

National AIDS Program, which is operating through a joint agreement between the MOPH and WHO, is in 

charge of every aspect of the HIV response in Lebanon. The activities of the NAP also include awareness 

about the disease and its management, fighting stigma and discrimination. Another major activity of the 

NAP is collaboration and coordination with the private sector, with non-governmental organizations 

(NGO’s), ministries, media, religious leaders, United Nations (UN), agencies and other key stockholders 

to improve the situation of people living with HIV (PLHIV) and to halt the spread of the epidemic. In 

Lebanon, the mobilization of non-governmental organizations around preventive programs has had a 

significant impact on the fight against HIV. Partnerships and collaborative project with the NAP have 

become very frequent and have led to successful results and establishment of different projects on 

prevention, testing and stigma reduction. 
 

Testing and counselling services11: 
 

In 2006, the national Voluntary Counseling and Testing (VCT) protocol was established. The protocol 

entailed practical guidelines and thorough explanation on how to conduct each of the components of the 

                                                           
11 National AIDS Strategic Plan 2016 – 2020. 
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voluntary counseling and testing. In the last period, more than 550 healthcare workers in primary health 

care centers, sociocultural and NGO’s health facilities received the training. 
 

Testing services are also provided by laboratories (private and public hospital-based and stand-alone 

laboratories) and VCT centers (stand-alone centers or mobile units). Recent statistics indicate that more 

than 100 fixed VCT centers are operating all over the country. The VCT services in Lebanon are free of 

charge and are delivered primarily by NGOs. The VCT services include focusing on life skills, problem-

solving and decision making with the target population. Use of the peer education is also an integral 

component of the provision of these services. However, it is not feasible with current capacity of NAP to 

do proper monitoring of services provided by these centers, especially that the majority of them are 

operating through private and NGO sectors, and adherence to reporting remains a major challenge. 
 

These centers provide counseling and rapid testing services to the general population including youth, 

premarital couples, blood donors, tuberculosis (TB) and STIs patients, as well as MARPs, including sex 

workers, MSM, PWIDs, prisoners and sexual partners of PLHIV. All refugees can access these services 

where they located. It is estimated that 40% of the beneficiaries belong to the MARPs and most are young 

males between the ages of 16 to 25 years of age. Recent data provide evidence of high levels of HIV 

testing, awareness of infection and treatment among the MSM population in Lebanon. Only 3.1% of the 

MSM recruited within the latest bio-behavioral survey (BBS, 2015) in Lebanon were never tested for HIV 

infection. Data from the Crossroads BBS (2015) indicate a 74% HIV testing rate among surveyed PWID. 
 

The recent Test-Treat-Retain study found that the biggest gap in the general cascade is achieving better 

outcomes of diagnosis services. This has been evident as there are still 31% of HIV-infected individuals 

in Lebanon are not aware of their status. Provider initiated HIV testing is still need to be strengthened part 

of the current culture. The TTR study highlight that; identifying PLHIV represents the largest breakpoint for 

Syrian and Palestinian refugees. The study consider that, identifying HIV-positive patients among the 

Syrian refugees seems to be extremely challenging due to many social and structural factors. This is 

consistent with published reports where refugees from Syria and Iraq were found to be less likely to test 

for HIV12. 
 

 

Care, Support and Treatment Services13:  
 

The National guidelines for ART issued in 2016 were adopted from the most recent international 

recommendations, especially the 2016 WHO consolidated guidelines. The guidelines has provided 

guidance for all services providers from different sectors on the medical management of all age groups 

and sub-populations among PLHIV. Part of the wider health services, HIV care services are provided by 

infectious diseases specialists, which are dealing with all communicable diseases and not only HIV/AIDS. 

Currently there are around 100 specialist, high physicians to patients ratio, however, the majority of the 

cases were followed by around 10 specialist located in Beirut. 
 

ARVs are fully covered by the MOPH, and they are provided through 4 hospitals in Beirut, with no stock-

out reported during the last couple of years. The medications are provided free of charge for eligible 

Lebanese and refugee (registered Palestinian and Syrian refugees) patients, upon approval of the file by 

                                                           
12 Size Estimation, Risk Behavior Assessment, and Disease Prevalence in Populations at High Risk for HIV Infection 

in Lebanon 2015. 
13 National AIDS Strategic Plan 2016 – 2020 
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a central committee at the MOPH. However, the supporting laboratory tests, such as viral load (VL) and 

CD4 count need to be paid out of pocket. 
 

There is active involvement of people living with HIV in national responses in the country, with string 

presentation from people living with HIV and their associations. Many NGOs are engaged in outreach, 

interventions and support groups for people living with HIV (PLHIV). These programs have not only 

enhanced the lives of people affected directly but also indirectly by the HIV epidemic, by providing social 

support, focus group sessions, peer to peer education for PLHIV, and environments devoid of stigma and 

discrimination. 
 

The recent TTR study highlighted that the current continuum of care is doing better on the care, support 

and treatment side, as 90% of all the patients who are aware of their infection, are adequately engaged in 

HIV care and the rest are not eligible for treatment. In addition, retention in care is remarkably high in both 

populations (Lebanese: 94.55%; n=938, Syrian refugees: 100%; n=16).  

 

 

 

 

 

Summary of major health system challenges related to AIDS Program: 

 

1. Lack of supporting policies or laws that protect the rights of MSM, drug users and sex workers to 

access services without discrimination.  

2. Financial protection for HIV is still a challenges as insurance companies do not cover HIV patients, 

with some of the patients acquiring high costs related to laboratory tests before and after initiation 

of their treatment. 

3. The current funding is poorly allocated for HIV programs, with a majority going towards medication. 

There was an identified need of financial support for trainings and awareness sessions. 

4. With the growing refugee population in Lebanon, funds are being directed towards humanitarian 

aid. As a result, HIV has become less of a priority. 

5. NAP, as key player in health system, is understaffed and could not effectively and efficiently 

function with only three people. 

6. There is no funding for long-term recruitment of HIV healthcare providers, with clear challenge 

regarding the sustainability of human resource is a major issue that is negatively impacting the 

quality of service 

7. Shortage in adequate human resources involved in HIV care, especially in the peripheral areas of 

Lebanon, is a key aspect to be addressed for better outcomes among PLHIV. 

8. The capacity of people working with PLHIV is inadequate. Some healthcare providers and 

volunteers were not well trained on HIV, especially outside of Beirut. 

9. Low level of provider-initiated HIV testing. 

10. There is a weak information system for tracking the testing and treatment of HIV patients. 

11. The existing information system is not unified, meaning that there is no sharing of information 

between the NAP, hospitals, labs and NGOs. 
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Priorities and key gaps for refugees ( NSP 2016-2020): 
 

While the program has established a strategic direction to focus on refugees and displaced 

population with this HIV program, we appreciate that refugees do not increase HIV risk by their 

own. However there are many considerations need to be considered in the context. As part of the 

ongoing on how to address the increasing demand for health services in Lebanon, HIV services 

were also on the agenda, especially with increasing evidence about the vulnerability of some 

refugee population to risks and factors making them a priority for quick response. 
 

In such kind of contexts, with low prevalence among the general population, and concentrated 

epidemic among MSM and to less extent other key populations, it is essential to keep the 

response foxing on critical aspects. Part of the dialogue, partners have discussed the minimum 

package of HIV response targeting the communities of displaced and refugee population. Taking 

into consideration that displaced persons and refugees in Lebanon are living in urban settings, 

Health services for them are mainstreamed within the existing structures for Lebanese population 

with no parallel system. The minimum set of the Health Sector interventions for HIV program 

should include: 
 

1- Free HIV Voluntary Testing and Counseling should be made available and integrated to 

health services with the strictest confidentiality and linked to healthcare services. 

2- Treatment for PLHIV based on quality care and support services provided in points of 

care. With financial support for follow-up tests and other medical services for PLHIV 

among refugees. 

3- Ensuring availability of diagnosis and treatment for STIs in health facilities, and expand 

that to PHC level. 

4- Strong prevention package targeting MSM and sex workers among the targeted 

communities. 

Another level of prioritization of interventions was also considered very critical in the current 

environment, this includes the following: 

5- Ensuring availability of condoms at all points of healthcare service provision in prioritized 

locations. 

6- Ensuring availability of IEC posters on HIV and STIs as part of education programs/ 

campaigns in suitable venues including health facilities (PHC and hospitals) and other 

targeted venues. 

7- Ensuring availability of Post-Exposure Prophylaxis (PEP) to all eligible people from key 

populations on a voluntary basis after possible exposure to HIV.  

8- Integration of youth friendly reproductive health services in prioritized health facilities make 

available and accessible RH services including STIs drugs at Primary health care centers. 
 

Partners agreed on the importance of implementing these interventions in integrated manner with 

services provided to all targeted populations and communities to avoid discrimination or 

stigmatization, and also to ensure the maximum outcomes. Some activities will be implemented 

in differentiated approach or models to meet the needs of displaced people and refugees. 
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Key Principles: 
 

This proposed program has taken notes of all available guidance from different partners including 

technical guidance from WHO on different HIV services including prevention, diagnosis, care, 

support and treatment. It also take into considerations the guidance of Inter-Agency Standing 

Committee for Addressing HIV in Humanitarian Settings. It also consider the experience of 

concerned agencies including UNHCR, IOM and international NGOs working in the field of HIV in 

emergency and humanitarian settings. 

In this regard the program is committed to key principles that were considered essential for the 

design and implementation of this proposed program: 
 

A. Refugees and displaced persons should benefit as any other individual from the right to 

the enjoyment of the highest attainable standard of physical and mental health. This 

include full access and benefit from available services. 

B. Refugees or any other population group should not be singled out when targeting 

activities. This is important consideration, especially with the fact that refugees are 

currently residing in scattered locations in the country and sometimes are part of the local 

communities. All prioritized at risk population groups should be addressed across different 

nationalities. .Refugees or any other population group should not be singled out when 

targeting activities. 

C. The program will no initiate parallel stream of activities and services in order to avoid 

adding further burden of discrimination on refugee communities. Where possible, HIV and 

STI prevention and treatment should be linked to general health services. The current 

initiatives might offer important opportunities through collaborative programming on 

suitable entry points to integrate HIV services.  

D. Women and girls are disproportionately affected by HIV and AIDS and gender inequality 

can play a significant role in the protection problems they face. Appropriate measures 

need to be taken to ensure their protection against sexual or physical violence and 

exploitation. On the other hand, other population groups, including young men were also 

at increasing risks of getting the infection. We are committed to achieve balanced 

approach in implementing the program and in engaging the key affected population during 

the implementation. 

E. Mandatory HIV testing of people in humanitarian emergencies is never justified and should 

have no basis for determining refugee status or in the pursuit of durable solutions.  

1 UNHCR. Key points on HIV/AIDS and the protection of refugees, IDPs and other persons of concern. 
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TB in Lebanon: 

- Lebanon is a low TB incidence country with an estimation of 16 cases /100000 population   

- Near 700 cases/year with more than 50% of them in refugees and migrants. 

- Lebanon as a high middle income country is not eligible for grant from Global Fund to fight TB, 

AIDS and Malaria, however Lebanon has received an emergency grant  as a support for the 

national tuberculosis program to cope with the additional number of cases in Syrian    refugees 

( with IOM as principal recipient)  

- a steering committee was assigned for M&E of the project implementation named" enhancing 

TB prevention, diagnosis and treatment for Syrian refugees and other vulnerable populations 

affected by the Syrian crisis in Lebanon" in the years 2014-2015.  

- a five years National strategic plan was elaborated for TB elimination in Lebanon, where one of 

the objectives is" Improvement of TB case detection and treatment outcomes in refugees and 

migrants". 

- updated version of TB guidelines are under finalization , where a part is "TB management in 

refugees and displaced population" 

- SOP for referral of TB patients between countries and TB programmes. 
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