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Evaluation of HIV voluntary counselling and
testing services in Egypt. Part 2: service providers’

satisfaction
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ABSTRACT Voluntary counselling and testing (VCT) services are major components of HIV prevention and
treatment efforts. A study in Egypt aimed to determine the satisfaction of service providers at VCTs to identify
strengths and weaknesses in the service. Direct interviews with all 50 VCT team members and focus group
discussions with 16 counsellors showed that the majority believed that they had received enough training (90%),
but still 66% wanted further training. Only 50% reported receiving sufficient incentives. Problems that were
highlighted included absence of a fixed job description, lack of administrative support, unclear working rules and
regulations and lack of proper community awareness. Counsellors expressed the need for improving working
environment to ensure privacy and confidentiality.

Evaluation des services de conseil et de dépistage volontaires pour le VIH/sida en Egypte. Deuxiéme partie :
satisfaction des prestataires de services

RESUME Les services de conseil et de dépistage volontaires sont un élément essentiel de la prévention et du traitement
du VIH/sida. Une étude a été réalisée en Egypte pour déterminer la satisfaction des prestataires de services vis-a-vis de
ceux-ci afin d'identifier leurs points forts et leurs points faibles. Des entretiens directs avec les 50 membres des équipes
des services de conseil et de dépistage volontaires, et des groupes de discussion réunissant 16 conseillers ont montré
qu’une majorité des personnes interrogées (90 %) estimait étre suffisamment formée, mais qu'ils étaient aussi 66 % a
souhaiter une formation supplémentaire. Seuls 50 % d’entre eux considéraient que les mesures d’incitation étaient
suffisantes. Les problemes soulignés comprenaient notamment I'absence de description d’emploi fixe, le manque de
soutien administratif, |'opacité des regles et réglementations relatives au travail, et une sensibilisation insuffisante du
public. Les conseillers ontexprimé un besoin d’amélioration de leur environnement de travail afin de garantir le respect
de la vie privée et la confidentialité.
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Introduction

Voluntary counselling and testing
(VCT) is an important strategy for
HIV prevention, care and support [1].
Identification of infected individuals
is an essential step in control of HIV.
Counselling aims to induce behaviour
change among those who present for
services. It was reported that individuals
who take advantage of counselling show
positive changes in behaviour and re-
duction in their risky activities, whether
or not they actually test positive for HIV
[2]. HIV counselling encompasses 2
components: provision of information
and prevention counselling [3].

The first VCT centre in Egypt was
launched in January 2005. If the VCT
services are to be optimized counsellors
need to be included in any evaluations
of services, but they are rarely consulted
about their professional opinion [4].
Especially in developing countries there
have been few studies that describe
counsellors’ roles, barriers and experi-
ences in providing HIV-related coun-
selling [S]. Such information could be
used for better supervision and support
of counsellors, thereby improving the
quality of VCT services in these coun-
tries and elsewhere.

The objectives of this study were:
to determine the level of satisfaction of
service providers with VCT services;
to identify points of strength and weak-
ness in the service; and to compare the
services provided by fixed and mobile
centres to help in the future planning of
new centres.

This was a cross-sectional study of serv-

ice providers at VCT centres through-
out Egypt utilizing quantitative and
qualitative methods of data collection.

Study setting

At the time of the study, VCT services
were provided by 7 fixed and 9 mobile

centres distributed in 12 different gov-
ernorates of Egypt. The study setting
has been described in more detail in a
previous paper [6].

Quantitative data

For the quantitative part of the study
data collection was performed through
direct interviews with all the members
of the VCT service team at each centre
(physicians, laboratory technicians and
counsellors/health educators) avail-
able at the time of the study. The total
number interviewed was 50; S of the
physicians were not available during
the study period or refused to fill in the
questionnaire, a default rate of 10%.
These physicians are part-time workers
and involved mainly in preventive serv-
ices at the health directorate to which
the centre is related and therefore had
alimited role in counselling and testing
services.

A checklist was used to evaluate the
level of the service provider’s satisfaction
with the services offered at the VCTs.
The questionnaire sheet included so-
ciodemographic data (age, sex, marital
status, job and educational level) and a
set of 18 questions asking each respond-
ent about: whether the training he/she
had received was sufhicient; satisfaction
with different aspects related to the job
environment and conditions; satisfac-
tion with the VCT service provided;
his/her opinion of its positive impact
on the prevalence of HIV in Egypt; and
how comfortable he/she felt dealing
with the at-risk population visiting the
VCTs.

Qualitative data

For the qualitative part of the study 2
focus group discussions (FGD) were
conducted with all the counsellors/
health educators working at the VCT
centres at the time of the study. FGDs
were conducted by the same researcher
who had training in qualitative research
methods in health promotion. Inform-
ants in the first FGD were 6 counsellors
at the fixed centres (2 females and 4
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males) while those in the second FGD
were 9 counsellors at the mobile centres
(1 female and 8 males).

Discussions were conducted based
on a previously prepared topic guide

which included the following:

« Introduction: participants were told
that the facilitators wanted to have
their suggestions in order to increase
the number of clients and to know
about problems with the VCT serv-
ice (their own problems and clients’
problems) and their suggested solu-
tions.

o Their job: description of a working
day; perceptions of their job; ob-
jectives of their job [e.g. behaviour
change, encouraging condom use,
safe use of injections and fewer sexual
partners, prevention of transmission
of (STI) and HIV]; what objectives
could be achieved and what could
not; obstacles to achieving objectives;
how they evaluated their work; how
to improve the service; how to reach
the objectives.

o Their own problems: problems with
the centre, salary, working hours, time
(their own and clients’) and man-
power; problems with clients; their
needs as service providers.

o The clients’ problems: clients’ infor-
mation and service needs; how to
measure patient satisfaction and how
to improve it.

« Training: type of training received;
knowledge and skills acquired; opin-
ions about training; their training
needs.

o Type of VCT: difference between
fixed and the mobile VCT in term of

problems and client satisfaction.
General problems.

« Solutions: suggestions about ways
to improve the service to increase
the number of clients and to increase
patient satisfaction.

Data analysis

The quantitative data collected were sta-
tistically analysed using SPSS statistical
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software, version 12. The mean and
standard deviation (SD) were used for
quantitative variables and for categori-
cal variables, the number and percent-
age distribution were calculated and
Fisher exact test was used as a test of
significance. The level of significance
was P < 0.0S.

For the qualitative data analysis
transcripts of the audiotaped FGDs
were analysed manually using the topic
guide as a reference. Categories and
subcategories were identified during the
analysis and quotations were used when
appropriate. The FGDs from the mobile
and fixed VCTs were analysed sepa-
rately to allow comparisons between
staff working in the different services.

Quantitative study

The age of the S0 service providers
ranged from 21 to 56 years with a mean
of 36.7 (SD 10.2) years. Males repre-
sented 58.0% of all service providers in-
terviewed: 61.3% in mobile centres and
52.6% in fixed centres. The majority of
studied service providers were married

(72.0%). Differences in demographic
characteristics were not statistically

significant between service providers at
fixed and mobile VCTs (Table 1).

The majority of the service providers
said that they had received sufficient
training (90.0% ), butstill 66.0% reported
aneed for further training. Nearly three-
quarters reported having sufhicient fa-
cilities for providing the service (78.0%)
and sufficient counsellors (76.0%), and
that the working hours were suitable
(86.0%). Having long hours without
work were reported by 47.4% of service
providersin fixed centres compared with
35.5% oftheir peersin mobile ones. Only
50.0% of providers reported receiving
the promised incentives (performance-
related pay).

The majority of service providers
believed that their clients were in need
of the services provided and benefited
from them and they believed that their
work would help reduce HIV infection
(98%, 100% and 100% respectively).
Most of the service providers (80.0%)
felt comfortable serving clients with
socially unacceptable behaviours and
82.0% believed that clients accepted
the concept of behaviour change. Only

44.0% of the service providers inter-
viewed believed that most of the clients
had risky behaviour for HIV infection.
This percentage was higher among serv-
ice providers in mobile centres (51.6%)

compared with fixed ones (31.6%).

The majority of the service provid-
ers in mobile centres complained of
an overload of clients (87.1%), while
68.4% of service providers in fixed
centres complained about a low rate of
attendance of clients. These difference

were statistically significant (P = 0.001)
(Table2).

Qualitative study
General problems

In the FGDs, problems were identified
among the 15 counsellors that led some
to quit their job, made them feel reluc-
tant to work and under a great deal of
psychological pressure which affected
the quality of their work.

For those working in the mobile
units, they perceived the VCT vehicle
as a major obstacle to work, while those
workingin the fixed units mentioned the
unsuitable location of the VCT centre

as lacking privacy and confidentiality.

Table 1 Demographic characteristics of service providers at voluntary counselling and testing (VCT) services

Demographic variable Mobile VCT (n=31) Fixed VCT (n=19) Total (n=50) Test statistic P-value
Age (years)
Range 21-56 22-56 21-56
Mean (SD) 36.5(10.8) 37.0(9.5) 36.7(10.2) t=0.182 0.856
No. % No. % No. %
Sex ¥ =40.36 0.547
Male 19 61.3 10 52.6 29 58.0
Female 12 38.7 9 474 21 42.0
Occupation ¥=0.34 0.884
Physician 22.6 4 211 1 22.0
Laboratory technician 9 29.0 36.8 16 32.0
Counsellor/health educator 15 48.4 8 421 23 46.0
Marital status® r=227 0.253
Married 20 64.5 16 84.2 36 72.0
Single 10 32.3 3 15.8 13 26.0
Divorced 1 3.2 0 0.0 1 2.0

“For statistical analysis, single and divorced categories were grouped.

SD = standard deviation.
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Administrative problems

The administrative problems men-
tioned were: the poorly defined job
description (all were asked to perform
tasks which were not related to their
job description); the delays in receiving
their salaries and the incentive payments
they had been promised; bad treatment
from their supervisor; and feeling they
were not esteemed and appreciated.
Some counsellors complained about
being bored with the small number of
clients and with being linked to other
health departments where the VCT
was located, which sometimes led to the
cancellation of the counselling service
due to other assignments. The VCT

centre supplies, such as condoms and
rapid test kits, were either in short sup-
ply or surplus to their needs.

Administrative problems faced
by counsellors working in the mobile
units were more severe. Apart from the
above-mentioned problems, they com-
plained about the following: unclear
and contradictory working rules and
regulations; lack of support from the
authorities; lack of needed supplies;
work overload; shortages in the number
of counsellors; unsuitable working en-
vironment; problems with the mobile
vehicle; having no fixed working hours;
working during their day off with no
compensation; working double shifts;
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staying in a far away location for a week
with no day allowance and with no in-
surance; staying inside the mobile unit
for long hours; working with dangerous
groups of the public; and inadequate
numbers of female counsellors.

Other major problems perceived
by providers at mobile VCT's were: the
cancelling of the awareness sessions
which were supposed to be conducted
in the community prior to the arrival
of the VCT unit; and the poor quality
health education materials available for
clients before the counselling, which
theydescribedasunprofessionaland un-
scientific. Counsellors also criticized the
way that the community mobilization

Variable

Received enough training before service

In need of further training

Have enough facilities to provide
service

Service environment is suitable
Have sufficient counsellors
Working hours are suitable

Sometimes have long hours without
work

Receive enough incentives
Clients are in need of services provided

Clients get benefit from services
provided

Feel that my work will help reduce HIV
infection

Counselling time is sufficient to give
information to clients

Counselling time is sufficient for
questions and answers

Clients accept the concept of changing
behaviour

Sometimes suffer from overload of
clients

Feel comfortable serving clients with
socially unacceptable behaviours

Most clients have risky behaviours for
HIV infection

Rate of attendance is less than expected

Rate of attendance is gradually
increasing

Table 2 Service providers’ opinions about voluntary counselling and testing (VCT) services by type of centre
Fixed VCT (n =19)

Mobile VCT (n = 31)

No. % No. %
28 90.3 17 89.5
21 67.7 12 63.2
26 83.9 13 68.4
31 100.0 17 89.5
24 774 14 73.7
26 83.9 17 89.5
11 35.5 474
16 51.6 474
30 96.8 19 100.0
31 100.0 19 100.0
31 100.0 19 100.0
28 90.3 19 100.0
26 83.9 18 84.7
27 871 14 73.7
27 871 3 15.8
26 83.9 17 73.7
16 51.6 6 31.6
6 19.4 13 68.4
24 774 11 57.9

Total (n =50) P-value

No. %

45 90.0 1.000
33 66.0 0.767
39 78.0 0.293
48 96.0 0.140
38 76.0 1.000
43 86.0 0.695
20 40.0 0.553
25 50.0 1.000
49 98.0 1.000
50 100.0 1.000
50 100.0 1.000
47 94.0 0.279
44 88.0 0.387
41 82.0 0.273
30 60.0 0.001
40 80.0 0.474
22 44.0 0.242
19 38.0 0.001
35 70.0 0.205
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was conducted using the microphone
to announce the arrival of free blood
testing services, so that huge numbers of
people sometimes gathered and fought
to have the hepatitis tests, and not the
HIV test or the VCT services.

Training problems

Counsellors identified the following
training problems: there was a very long
time lapse between training and the
start of their actual work; training was
short and covered multiple subjects;
training rarely touched on the area of
skills development; and counselling
skills were taught as steps which should
be followed. Training was criticized for
being far from the real-life working situ-
ation. Another problem noted was the
lack of regular counsellors’ meetings,
with each other or with their superiors,
to exchange ideas, needs, concerns and
difhculties encountered and to counsel
each other.

Clients’ problems with the service
When asked about problems faced by

clients, counsellors noted that clients
were reluctant to use the VCT centre
due to the perceived stigma of HIV,
feeling insecure about using the service,
being afraid about the consequences of
a positive test, e.g. the misconception
that they might be imprisoned, or not
trusting the test results. Clients were
unaware of the existence of the service
and were often unable to find the loca-
tion of the mobile unit as the destina-
tions changed. Counsellors working
in fixed units highlighted the fact that
clients suffered a lack of privacy and
confidentiality due to the unsuitable
locations of the VCT centre. The delay
in knowing the test results, which could
be up to 15 days, created considerable
anxiety for clients.

Counsellors’ problems with clients

Asked about their own problems with
clients, counsellors reported that clients
lacked information or had misconcep-
tions about HIV, e.g. some clients be-
lieved that they were not at risk of HIV

or that infection was only transmitted
by contact with foreigners. Counsellors
felt that it was difhcult to change client’s
behaviour, e.g. convincing clients to use
condoms, to limit their partners or to
persuade their partners to use the VCT
services. Some clients were not willing
to receive the pre-test counselling or
to do the HIV test as they were only
interested in hepatitis testing,

Some counsellors mentioned the
difhculty of convincing sex workers to
persuade clients to use condoms be-
cause sex workers reported that if they
insisted on using a condom, the client
would think that they were diseased.
Also, counsellors found it difficult to
change the behaviour of men who have
sex with men (MSM), who received
money in exchange for sex and believed
that anal sex was more pleasurable.
Condom use in general was perceived
as the behaviour most often rejected
by clients. Some clients perceived con-
dom use as a way of propagating bad
behaviour.

Counsellors also mentioned that
some target groups at risk were difhcult
to deal with, such as street children,
those aged under 16 years (as the fa-
ther’s consent was needed), prisoners
and military personnel.

Some counsellors mentioned that
in some of the areas visited they had to
face dangerous and threatening target
groups, such as drug dealers and illegal
weapons merchants. One said “They
were over 60 clients and all wanted to
do the test, they broke the car windows
and threatened us with weapons”

One group identified as a particu-
lar problem was the security forces,
for whom counselling was difhcult to
perform as they visited in large numbers
(40 clients to be counselled/ day) and
as the soldiers rejected any counselling
because they had been ordered by their
superiors only to give a blood sample.
Similar problems were identified when
counselling prisoners as there was no
time for voluntary counselling in prison

and no opportunities for counselling
prisoners in confidence.

Failure to conduct counselling was
perceived as a major problem. Many
clients had the fixed idea that the serv-
ice was only for hepatitis testing. Some
counsellors explained that an Egyptian
cultural belief is that becoming infected
withadiseaseisone’sdestinyand “God's
will”, which in turns adversely affected
people’s health-seeking behaviour.
AIDS patients and their care-givers,
who are in a state of psychological stress,
often resented any counselling efforts
and did not have any infection control
information.

Personal problems

Counsellors were asked about personal
problems encountered due to working
in the field of HIV counselling and test-
ing. Some counsellors mentioned that
they were stigmatized by people in the
areas they visited, who called them the
“AIDS people”. HIV was stigmatized as
it was perceived by the community to be
related to bad sexual behaviour, hence
the community sometimes rejected the
mobile services and even refused the
vehicle entrance to an area.

Enabling factors

Enabling factors identified by counsel-
lors were related to personal support
from some of the programme managers
and to the link they had with the central
laboratory team. Referral of clients from
nongovernmental organizations work-
ing on drug use and from STT clinics,
renal dialysis units and blood banks
was another perceived enabling factor.
Having posters and health education
materials, and raising doctors’ and
health care workers’ awareness about
HIV and how to deal properly with
positive cases, were among other ena-
bling factors mentioned.

Work evaluation

Counsellors had no defined way to
evaluate their work. The only positive
indicators available were data about the
number of clients visiting the centre or
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their personal impressions about the
success of their work, e.g. when clients
brought their friends or their partners
to the VCT centre, when clients asked
questions, when clients shared the given
information with other family members
and when clients agreed to have fewer
sexual partners. Some mentioned that
they believed they had been successtul
in changing clients” injection practices,
e.g. not reusing or sharing needles, and
in helping clients to quit drug use.

Some evaluated their work negative-
ly and said that the VCT services were
moving backwards as, due to budget
shortages, the Ministry of Health and
Population had cancelled the aware-
ness-raising sessions that should have
preceded the arrival of the VCT units
and as counsellors had not received the
incentive pay they had been promised
for 6 months work. Some of the nega-
tive indicators were personal impres-
sions that clients were only interested in
hepatitis not HIV testing and their frus-
tration with the difficulty of changing
clients’ behaviour, e.g. persuading them
to use condoms, change their sexual or
risky behaviours or limit the number of
sexual partners.

Counsellors were asked to try and
identify what clients liked and disliked
about the VCT service. Some coun-
sellors mentioned that clients liked
confidentiality, good treatment and the
fact that the service was free of charge.
Clients disliked the delay in knowing
the test results, as when rapid test kits
were unavailable or when the confirma-
tory test results had to be sent to the
central laboratory.

Discussion

In the present study counsellors
highlighted some of the factors that
hindered and facilitated the quality of
VCT services and hence the objectives

of the service. Hindering factors were
mainly related to the working rules and
regulations and managerial problems,

together with the problems related to
working in the field of HIV.

Another study showed that HIV
counsellors considered their job to be
stressful [S]. In our study, it was found
that there has been a relative lack of
attention to the organizational and
systemic issues faced by counsellors.
They are involved in a dynamic inter-
relationship not only with their clients
but also with the organization in which
they work. Counsellors were concerned
about the impact that their unclear role
had on their work. Moreover, there may
be a clash between the holistic counsel-
lingapproach used in the VCTs and the
task-oriented health system of Egypt
[7].

In Kenya and Tanzania, in focus
groups and individual interviews with
counsellors providing HIV counselling
services, counsellors said that their jobs
were both rewarding and stressful. In
addition to their obligations to counsel
clients, there was stress related to exter-
nal economic and political conditions
[S]. In Zambia, a qualitative study was
complemented by a survey to explore
the impact of HIV/AIDS on health care
providers. The respondents expressed
their fear of becoming infected. De-
spite the fact that health workers were
relatively motivated, emotional stress
was suffered by 62% of respondents. Or-
ganizational support for health workers
to deal with HIV was either haphazard
ornotin place atall [8].

As in other studies [9-11], the
service providers said that the major
barriers to HIV counselling and testing
for clients were the fear of stigma, fear of
positive results and lack of privacy and
confidentiality in the fixed VCT loca-
tions. It has been observed that AIDS
stigma affects patients as well as health
care providers [12].

VCT services provide an oppor-
tunity for intensive education about
HIV/AIDS prevention on a one-to-one
basis [13]. Therefore counsellors need
continuous training with great stress
on practical skills. It has been observed
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that nurse counsellors who received
in-service rather than formal training for
HIV counselling demonstrated better
interpersonal skills [10]. It has been
recommended that all counsellors in
the field should have formal counselling
training and receive regular supervision
asa part ofadherence to good standards
of clinical practice [14].

Our study revealed that the fixed
VCT centres had many enabling factors
for providing a good service, but that
clients could not benefit from them
because they did not know where VCT
services could be obtained and what
VCT entailed. The same problem was
described by undergraduates in a Nige-
rian tertiary institution [ 15]. According
to the experiences of our studied coun-
sellors, strategies for improving utiliza-
tion of VCT services should include
proper community awareness. Also,
strategies for improving acceptance of
HIV counselling and testing need to
include information about access to
anonymous testing and early treatment
[16].

In the present study service provid-
ers concluded that community-based
health education programmes are an ef-
fective method for improving and pro-
moting acceptance of VCT, which has
also been documented by other studies
[13,17]. Asignificantincrease was noted
in participation of VCT services imme-
diately after implementation of a brief
STI/HIV education programme [18].
Our study highlighted concerns among
counsellors about the lack of such a pro-
gramme, which had been cancelled by
the Ministry of Health and Population,
despite its perceived importance.

As NGOs were mentioned as one of
the enabling factors for VCT services in
our study, they could be encouraged to
share in prevention services, especially
for females where there was a shortage
of female counsellors. In China, a study
demonstrated the feasibility of Chinese
NGOs providing VCT for intravenous
drug users, documenting the processes
and outcome of the programme, and
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concluded that NGOs have the poten-
tial to deal with other high-risk popula-
tions [19].

Our study revealed that there is an
urgent need to improve the working
conditions of service providers at VCT
centres, taking in consideration all the
problems mentioned by counsellors.
Convenience and accessibility for cli-
ents appear to have a critical role in
community-based VCT [20]. It was
suggested that counsellors’ stress might
be reduced, with a consequent improve-
ment in the effectiveness and reten-
tion of staff, through allowing greater
work flexibility, providing supportive,
non-evaluative supervision (ie.not con-
ducted on-the-job during sessions with
clients), acknowledging the “emotional

labour” of counselling and providing
skills for dealing with it, and providing
frequent information updates and more
intensive training [ S].

| Conclusions S

A number of working problems and
enabling factors in VCT services were
identified by counsellors. Interventions
that are needed to improve the quality
of VCT services include: fixed job de-
scriptions for VCT staff; settled working
rules and regulations for VCTs; better
administrative support and attention
to administrative problems; conduct-
ing proper community awareness and
health education sessions to support

the VCT service; more training for
VCT staff; solving vehicle problems in
mobile VCTs; improving the working
environment; and ensuring privacy and
confidentiality for clients.
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