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1. INTRODUCTION  

The World Health Organization (WHO) Regional Office for the Eastern Mediterranean 
(EMR) organized a Regional Consultation Meeting to consider the development of voluntary 
counselling and testing (VCT) for human immunodeficiency virus and acquired 
immunodeficiency syndrome (HIV/AIDS) in the Region. The meeting was held in Cairo, 
Egypt from 28 to 30 July 2003. The objectives of the meeting were to: 

?? Review and document existing counselling services and practices and the linkages to 
preventive and care programmes 

?? Explore needs, difficulties and opportunities in setting up and maintaining VCT services 
in the context of the Eastern Mediterranean Region  

?? Propose a strategic framework for VCT for different levels of the epidemic in countries 
of the Eastern Mediterranean Region. 

The meeting was attended by 26 experts from 12 countries of the Eastern Mediterranean 
Region. Participants included National AIDS Programme managers, counsellors, laboratory 
staff, representatives of nongovernmental organizations (NGOs), donor organizations, and 
other United Nations (UN) organizations. Discussions were also enriched by the contributions 
of people living with HIV/AIDS. The meeting agenda, programme and list of participants are 
presented in Annexes 1, 2, and 3 respectively. Annex 4 is a protocol for country reports, 
Annex 5 shows the distribution of participants for group work, and Annex 6 lists the 
instructions for group work carried out during the meeting. 

In the opening session, Dr Zuhair Hallaj, Director, Division of Communicable Diseases, 
WHO/EMRO, delivered a message from Dr Hussain A. Gezairy, WHO Regional Director for 
the Eastern Mediterranean. In his message, Dr Gezairy emphasized the urgent need to 
improve intervention strategies in response to HIV/AIDS in the Eastern Mediterranean 
Region and highlighted the important role that VCT could play in reducing stigma, enhancing 
prevention efforts and improving care service delivery. Dr Gezairy reminded participants of 
the Declaration of Commitment, resulting from the United Nations General Assembly Special 
Session (UNGASS) on HIV/AIDS in June 2001, which reflected a commitment to scaling up 
of VCT and to accelerating access to interventions to prevent mother-to-child transmission 
(MTCT) and antiretroviral (ARV) treatment. This required the rapid development of VCT as 
an entry point for these interventions. Dr Gezairy described some of the challenges for the 
Region, such as the need to reconcile VCT with national policies that emphasize mandatory 
testing and ensuring appropriate care, support and treatment, including antiretroviral 
treatment, for those who test HIV positive. 

Dr Gezairy noted that most countries in the Region had low prevalence or concentrated 
epidemics, and pointed to the need to prioritize care and prevention efforts to the most 
vulnerable and high-risk groups. He stated that those were often marginalized groups in 
society; therefore, in order to encourage people to come forward for testing, a safe and 
trusting environment which safeguarded human rights and dignity had to be created. Dr 
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Gezairy also noted the important role to be played by people living with HIV/AIDS (PLHA) 
in bringing about changes in attitudes and behaviour. Finally, Dr Gezairy emphasized the need 
to recommend strategic approaches that were realistic and culturally adaptable. Dr Gezairy 
ended his message by wishing participants a successful meeting. 

2. TECHNICAL PRESENTATIONS 

2.1 Situation of HIV/AIDS and the status of voluntary counselling and testing in the 
Eastern Mediterranean Region 
Joumana Hermez, Technical Officer, AIDS and Sexually Transmitted Diseases, 
WHO/EMRO 

The HIV epidemic in the Eastern Mediterranean Region began in the late 1980s, and 
evidence suggests that it has been ‘speeding up’ since the mid 1990s. Since the start of the 
epidemic, 12 079 cases of HIV infection have been reported in the Eastern Mediterranean 
Region. However, an estimated 750 000 people in the Region are currently living with 
HIV/AIDS. This points to the need for more people to have access to HIV testing as an entry 
point to care and prevention. 

There were 83 000 estimated new HIV infections in 2002. In 2001, the number of 
deaths attributable to HIV/AIDS was 58 000. It has been estimated that the loss of healthy life 
amounts to 3 million disability-adjusted life years (DALYS). The adult prevalence rate of HIV 
infection in the Eastern Mediterranean Region is between 0.3% and 2.8%. The main modes of 
transmission are thought to be heterosexual sex and intravenous drug use (IDU). However, 
there are significant differences between countries in the region with regard to the magnitude 
of the problem and the mode of transmission. 

Young people are most affected, with 62% of AIDS cases occurring among 24–39 year 
olds. However, vulnerability begins at a much younger age. Of AIDS cases, 1.6% are reported 
among 15–19 year olds. In Djibouti, 5–6% of those between the ages of 20–34 have 
HIV/AIDS. Women develop AIDS at a younger age (25–29 years) compared to men (35–39 
years). The most vulnerable and most stigmatized groups in society are most affected. In the 
Eastern-most area of the region 39% of AIDS cases are due to intravenous drug use, primarily 
in the Islamic Republic of Iran. In the Near East sub-region 16% of AIDS cases are due to 
men who have sex with men (MSM) contact. Intravenous drug use is a potential driving force 
for the epidemic. Stigma and discrimination constitute barriers to scaling up the response. 
Stigma and discrimination are reported from all the countries of the region and vulnerable 
groups are reported to be hidden and hard to reach in all of the countries. 

Access to care for those affected by HIV is limited. In most of the countries less than 
20% of eligible AIDS patients are actually receiving antiretroviral treatment. Similarly, social 
and psychological support to people living with HIV/AIDS (PLWHA) is not equally 
accessible to all patients in the countries of the region. Nine countries have been consistently 
reporting VCT results since 1999. These figures indicate that HIV seroprevalence among VCT 
service-users is 1%–2% higher than in the general population. In 2000, 20% of those tested 
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through VCT in Sudan and 10% of those tested through VCT in Tunisia were found to be HIV 
positive. In 2001, 5% of those tested through VCT in the Islamic Republic of Iran were found 
to be HIV positive. These figures demonstrate that VCT successfully attracts those at risk of 
HIV. 

2.2 Testing and counselling: new directions  
Dr David Miller, Prevention Team, HIV/AIDS, WHO/HQ 

Dr Miller addressed the need to consider new and innovative methods of service 
delivery in order to scale up VCT. HIV testing and counselling must be implemented on a 
broader and radically larger scale to meet an increasing global demand for access to care and 
prevention services. However there is a challenge to find new, ethical models of counselling 
and testing, that retain the principles of VCT and maintain quality of services. 

Expanding access to VCT requires a change in emphasis from the traditional ‘opt- in’ 
model of service delivery to approaches that require clients to opt out from routinely offered 
testing and counselling. Testing and counselling should be available for all those who want to 
know their status; wherever medically indicated in contexts of clinical care; and as part of 
prevention for mothers and their infants. The use of rapid tests can facilitate expanded access 
to VCT and evidence indicates that they are extremely accurate. There must also be action on 
community denial, stigma, discrimination and gender inequality, which constitute barriers to 
HIV testing as well as community education on the benefits of testing. 

Testing and counselling must be voluntary. Mandatory HIV testing is neither effective 
on a public health level nor is it ethical. Informed consent must be obtained. This involves 
providing pre-test information on the purpose of testing, and on available treatment and 
support once the result is known. Care must be taken to ensuring the individual’s 
understanding of the implications of testing and to respecting his autonomy. However, the 
processes of obtaining informed consent will vary according to setting. The goal of expanded 
access requires us to consider giving pre-test information by a variety of methods. For 
example group information-giving has been successfully used in a variety of settings. 
Confidentiality must be protected. All medical records should be managed in accordance with 
appropriate standards of confidentiality. Access to HIV test results should be only on a “need 
to know” basis for health care professionals with a direct role in patient management. 

Post-test support services are crucial. Test results and appropriate post-test information, 
counselling and referral should always be offered to the person being tested. VCT services 
must be linked to care, treatment and support programmes. An example of this is the proTEST 
project, which revealed the viability and impact of linking testing and counselling with 
tuberculosis (and sexually transmitted diseases) detection and care. Lessons from proTEST 
and other settings indicate the importance of capacity building of staff, use of rapid tests, 
quality assurance for counselling and tests, staff attitude and patient motivation, multi-service 
provision, and management. Dr Miller ended by emphasizing the crucial importance of the 
counselling component of VCT, as this is the aspect that encourages and supports test seeking, 
receiving results and behaviour change. 
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2.3 Practical considerations for implementation of VCT 
Dr Angela Byrne, STC, WHO/EMRO 

This presentation described the elements of VCT and outlined some of the practical 
considerations for the implementation of VCT. Practical considerations include the 
development of national policy on VCT; sources of funding, cost and sustainability of 
services; operational aspects of services; selection and training of counsellors and 
mechanisms for monitoring and evaluation. 

The principal elements of VCT include provision of HIV/AIDS information, pre-test 
counselling, post-test counselling and post-test care, support and treatment for those who test 
HIV positive. Pre-test information about HIV/AIDS, the HIV antibody test, available services 
and prevention strategies may be presented in a variety of formats, including individual 
counselling sessions, group information or counselling sessions, or via written or video 
materials. In addition to information-giving, pre-test counselling sessions generally include 
discussion of the client’s risk profile and reasons for testing. The counsellor helps the client 
explore the implications of testing and checks their understanding of transmission, prevention 
and testing procedures. Informed consent is obtained and prevention strategies, based on the 
personal risk profile are discussed. Post-test counselling is important for those who test HIV 
positive and for those who test HIV negative. If the test result is negative, it is an opportunity 
to reinforce prevention strategies and refer to other services if appropriate. If the test result is 
positive, the counsellor should identify the client’s immediate concerns and social support, 
discuss medical and psychosocial support, disclosure of HIV status, and strategies for 
prevention of transmission. 

The design and establishment of VCT services will be influenced by a number of factors 
including the epidemiological situation in each country, the religious and cultural context, 
attitudes towards HIV, political commitment, available finances and existing resources. There 
are a number of different models of VCT service delivery, each with advantages and 
disadvantages. For example, free-standing sites have the advantage of being separate from 
medical services and anonymous but there is the potential for stigma if such sites are 
identified as HIV-specific. Integrating with existing services generally has the advantage of 
lower costs, and ease of scaling up, while disadvantages may include increased workload for 
staff. VCT has been integrated into services such as primary health care, prevention of mother 
to child transmission (PMTCT) projects, tuberculosis services, sexually transmitted diseases 
services, family planning services. Other models include outreach projects and a variety of 
innovative approaches such as group counselling, PLHA support groups and mobile testing 
services. Evidence shows that the most successful interventions for ‘hard-to-reach groups’ 
tend to be those integrated with existing outreach programmes. These initiatives may also 
involve peer educators, who have increased credibility with the target client groups. 

Barriers to VCT include stigma, gender inequalities, lack of perceived risk, concerns 
about confidentiality, lack of perceived benefit, and lack of treatment and support services. 
Removing barriers to VCT involves raising community awareness of HIV and of the benefits 
of testing, challenging stigma and discrimination against those who test HIV positive and 
against vulnerable groups. This must happen on a political, legal, and community level. 
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Involvement of people living with HIV/AIDS (PLHA) helps to reduce stigma. It is also 
essential to maintain confidentiality of services and to increase accessibility of services. 

2.4 Quality assessment in VCT 
Dr Angela Byrne, STC, WHO/EMRO 

This presentation discussed issues of quality assessment in VCT. The background 
document ‘tools for evaluating HIV VCT’ was presented as a basis for monitoring and 
evaluation of VCT services. The areas covered in the evaluation tools include national 
preparedness for VCT, operational aspects and costs of services, training and supervision of 
counsellors and client satisfaction. Assessment involves a variety of methods, including 
questionnaires and interviews for staff and clients and observation of counselling sessions. 
The tools may be readily adapted to the needs of different services and also include 
counselling for special interventions, such as tuberculosis preventive therapy and prevention 
of mother to child transmission interventions 

VCT counsellors should be carefully selected. Attitudes and motivation are important 
and staff should not feel forced to provide counselling. VCT counsellors must receive training 
in order to provide appropriate services. Counsellors must maintain confidentiality, be aware 
of cultural norms, beliefs, and practices, and be aware of the available follow-up services. 
Assessment of counselling quality may involve observational assessment of counselling skills 
and content. Assessment of counselling content should ensure that the principal elements of 
pre-and post-test sessions are covered. 

VCT counselling can be a highly stressful job, particularly in high prevalence areas 
where counsellors may be delivering positive results on a daily basis. Workload and time 
available should be monitored. Supervision and support are essential to manage stress and 
prevent burnout of counsellors. Supervision is the process by which a counsellor is given the  
opportunity to discuss his or her work with a trained and experienced colleague. It allows the 
counsellor to identify areas of concern or indecision, gain guidance and encouragement and 
develop skills. Supervision for VCT counsellors may take a variety of forms, including 
individual, group and peer supervision. Supervision is distinct from personal therapy but can 
include discussion of the personal impact of the work and of any personal issues affecting 
VCT work. Supervision should not be seen as a luxury but as an essential part of patient and 
counsellor care. 

3. COUNTRY PRESENTATIONS AND REPORTS 

3.1 Bahrain 
Dr Kawthar Al-Eid, Deputy of Health Committee, Bahrain Women’s Development 
Society 

The HIV counselling committee in Bahrain was established in 1988. In 1992, 
counselling workshops were included in the family physician residency programme. 
Nongovernmental organization personnel also received training. In 1995, the College of 



WHO-EM/STD/051/E/L 
Page 6 

 

Health Sciences introduced counselling workshops for midwives and community nurses. In 
1998, the Ministry of Education introduced counselling workshops for scouts. The principal 
aims of these workshops are to identify the main groups at risk of HIV infection and to 
increase public awareness of VCT. The main risk groups identified include intravenous drug 
users, men who have sex with men, those with multiple partners or with HIV positive partners 
and those who have received blood transfusions. 

Voluntary HIV counselling and testing is offered at various centres, including local 
health centres, private clinics and hospitals. Pre and post-test counselling is provided and 
those who test HIV positive have access to supportive group therapy, which helps to minimize 
isolation, loneliness and fear. Urgent psychiatric consultation is available when necessary as 
well as follow-up counselling and support. All tests take place in the public health laboratories 
of the Ministry of Health. Mandatory pre-marital and pre-employment testing takes place in 
Bahrain, but follow-up support is available for all those who test HIV positive. 

3.2 Djibouti 
Dr Rachid A. Ahme, Medical Insurance Agency Counsellor 

VCT has an important place in the National Programme for HIV/AIDS (2003–2007). 
The main target groups will be those considered at high risk of HIV, such as prostitutes and 
truck drivers and also students, factory workers and women in primary care. VCT sites are 
located in public hospitals, primary care settings and some private medical services. Training 
will be included in the programme and rapid tests will be available.  

3.3 Egypt 
Dr Ihab Ahmed, National AIDS Programme, Ministry of Health and Population 

The Ministry of Health and Population recognizes VCT as a key entry point for 
prevention and care. There are two functioning VCT centres in Cairo and the Red Sea. A task 
force for VCT has been established and guidelines for VCT and laboratory testing have been 
prepared. Training materials for counselling and VCT services in Egypt are being developed 
in collaboration with Family Health International. Future plans include four VCT centres, in 
cooperation with nongovernmental organizations, and six mobile centres. Target populations 
include: those with known sexual or needle sharing exposure to HIV, those who perceive 
themselves to be at risk of HIV infection, those who have clinical symptoms suggesting HIV 
infection, those who have another sexually transmitted disease, anyone exposed to unsafe 
blood supplies or contaminated equipment, couples planning to marry and sexual partners of 
HIV infected people. 

3.4 Islamic Republic of Iran  
Dr Leila Mirghani, Manager of Teheran Triangular Clinic 

The first case of HIV in the Islamic Republic of Iran was recorded in 1986 in a 7-year-
old haemophiliac boy. Between 1986 and 2002, 4424 cases of HIV/AIDS were notified and 
an estimated 20 000 people are living with HIV. The adult prevalence rate is less than 0.1%. 
Nationally, 66% of reported cases are among intravenous drug users and 95.5% of reported 
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cases are male. VCT has been offered in the consultant clinic at the West Health centre of 
Tehran since 1992. This is a primary health care clinic. Testing is anonymous and free of cost 
and pre and post-test counselling is provided. Those who attend value the accessibility and 
anonymity of the service and the fact that there are support groups for people living with 
HIV/AIDS. Referrals may be made from various sites, including a hotline. The majority of 
those testing are men and the most frequent risk activities are associated with drug use. High 
levels of hepatitis C are found among those using the VCT service. Harm reduction 
initiatives; such as needle exchange and methadone have been introduced. 

A number of barriers to attending VCT have been identified. These include: perceived 
invulnerability to HIV, fear of not coping, fear of rejection, confusion of HIV and AIDS and 
fear that knowing one’s status will hasten death. Other difficulties include the small number of 
VCT services, stigma and community acceptance of services, the delay in obtaining test 
results and the fact that few women are seen. Encouraging behaviour change is complicated 
by lack of services and widespread poverty among clients. Not all doctors, nurses and other 
health care workers are knowledgeable about HIV/AIDS. VCT interventions are costly and 
require infrastructure and trained staff. This presents challenges in terms of sustainability and 
broad population coverage. 

Suggestions for addressing these difficulties include: involving people living with 
HIV/AIDS, targeting services more effectively, establishing the feasibility of rapid on-site 
testing and providing more youth-friendly services. This latter aim requires clear national 
policy on issues such as age of consent for testing, targeting of services to vulnerable young 
people such as street children and youth-friendly health promotion involving peer educators. 
Referral systems between clinic, community and district hospitals need to be strengthened and 
VCT needs to be integrated into clinical care settings. It is also suggested that training and 
support is provided to religious leaders and Islamic health professionals so that they can 
effectively support HIV prevention and education in their communities in ways that are 
consistent with Islamic teaching. 

3.5 Jordan 
Dr Rajai Said Al Azzeh, STD Department Manager VCT Centre Ministry of Health 

Jordan reports low prevalence of HIV infection. Of those tested HIV positive 88.4% are 
men. In 1999 the Ministry of Health established a Hotline and Counselling Centre for the 
National AIDS and STD programme. The hotline was developed with assistance of IMPACT 
Family Health International (FHI) funded by United States Agency for International 
Development (USAID). The centre provides HIV testing, counselling and follow-up care. 
Services include individual, group and couple sessions. Home counselling is also available for 
couples and families of HIV positive clients. The centre provides education for schools, 
universities, and community leaders and is involved in the preparation of information 
materials and media campaigns. Those testing for HIV give written consent but tests are 
coded for anonymity when sent to the laboratory. Mechanisms are in place for monitoring and 
evaluation of the Hotline and Counselling Centre. Ministry of Health procedures allow for 
counselling and follow-up of HIV positive patients, including the provision of antiretroviral 
triple therapy.  
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3.6 Lebanon 
Ms Nadia Badran, Social Worker, SIDC, Beirut, on behalf of NAP, LAS and SIDC 

This presentation described the counselling and VCT services provided in Lebanon, 
through the activities undertaken by the nongovernmental organization, Soins infirmiers et 
Développement communautaire (SIDC), The Lebanese AIDS Society (LAS) at Baabda 
Governmental Hospital, and the national AIDS control programme (NAP). 

SIDC, in collaboration with the NAP initiated a project on counselling and support for 
people living with HIV/AIDS with the goals of developing HIV/AIDS counselling capacities 
and expanding and improving hotline services. The target groups were from nongovernmental 
organizations and laboratories in greater Beirut, south Lebanon and part of Mount Lebanon.  

Training seminars were held on AIDS and sexually transmitted disease counselling and 
hotline operating. A counselling manual and a hotline operator’s manual were produced and 
the hotline was promoted through billboards and brochures.  

On the other hand, SIDC provides a variety of counselling services, including a 
counselling service for HIV/AIDS patients and their partners and families, VCT, pre and post-
test counselling, and a hotline service. The counselling service is linked to outreach activity 
for vulnerable populations (men who have sex with men, sex workers, IVDU). The 
counselling service provides information on HIV and sexually transmitted diseases, 
psychosocial support for people living with HIV/AIDS and their families and referral to other 
services. A comprehensive, individual needs assessment is conducted with each client. The 
services are anonymous and confidential and provided by experienced counsellors, who are 
non-judgmental and who respect the dignity and human rights of clients. 

The VCT service targets vulnerable groups, the general population, young people in 
particular and couples for pre-marital testing. The average age of those attending VCT is 24 
years. The service includes pre and post-test counselling and access to prevention materials. 
Testing is anonymous and confidential. Post-test counselling is offered to all. Those who test 
negative have the opportunity to discuss prevention. Those who test positive are referred to 
medical services and counselling and efforts are made to ensure follow-up. The hotline 
service runs 8–10 hours per day. It is for the general population and the average age of callers 
is 25 years. There is a standard form for recording demographic information and recording the 
reason for the call. Hotline and HIV testing services are not cost free to service users. 

VCT has also been provided at the Baabda Governmental Hospital since 2002, 
established by LAS in collaboration with the NAP. This service has been publicized in the 
media, in hospitals and on the Internet. Testing is free, anonymous and confidential. Those 
who test HIV positive may be referred for virological monitoring, counselling and advice. In 
the launching campaign, 60 clients have used the service and five people tested positive. Most 
of those seen were young men. Those who tested positive reported difficulty integrating into 
society, and lacked information about HIV, prevention and available services. 

Lessons learned include the need to have free VCT and hotline services and ongoing 
training and support of counsellors and hotline operators. There needs to be increased 
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promotion of VCT, better referral and collaboration between services and coordination with 
the National AIDS Programme. 

3.7 Libyan Arab Jamahiriya 
Dr Gamal-iddin Shakshouki, Tahady Association, Tripoli 

Training courses have been developed for nongovernmental organization staff, covering 
topics such as general counselling skills, VCT and NAP management. A variety of training 
methods and materials were used, including group discussions, role-plays, lectures, songs, 
quizzes etc. A total of 18 training courses were conducted, however, many of those trained did 
not go on to work in the area of HIV/AIDS. In 2002, HIV testing was conducted at 12 
laboratories. 236 697 tests were conducted, with 1145 positive results, representing 0.48% of 
those tested. 

There are currently no plans for VCT services and no written policy on VCT. There is 
mandatory testing for various groups. Testing is aimed at the general population and a 
suggestion has been made to conduct surveillance on the entire population There is challenge 
in reaching drug users. There have been some attempts to challenge discrimination, with court 
cases relating to those tested HIV positive who have lost their jobs.  

3.8 Morocco 
Dr Aziza Bennani, National AIDS Programme, Ministry of Health 

By December 2002, there were 1113 cumulative AIDS cases reported in Morocco. HIV 
prevalence of 0.16% was found among patients with sexually transmitted diseases, 0.12% in 
antenatal care and 0.02% of blood donors. Heterosexual transmission is reported to account 
for 77% of cases. From 12 000 to 15 000 people are estimated to be living with HIV.  

VCT is among the main preventative activities in the National Strategic Plan to Fight 
HIV/AIDS (2002–2004). VCT sites are located in nongovernmental organizations but are 
established in close collaboration with the Ministry of Health. Association Marocaine de Lutte 
contre le SIDA (ALCS) has 9 centres, while Organisation Pan Africaine de Lutte contre le 
SIDA (OPALS) has 11 centres. Counselling and blood sampling is done by NGO staff, while 
laboratory facilities are provided by the Ministry of Health. HIV testing is non-mandatory, 
confidential and free of charge. Pre and post-test counselling is provided, together with 
referral to medical and psychological support. 

The National Strategic Plan identifies as priority groups: youth, sex workers, men who 
have sex with men, drug addicts, prisoners, uniformed personnel and mobile populations. 
VCT interventions include outreach and peer education. A national reference guide and 
training modules for VCT are being developed. Training has been conducted for medical staff, 
paraprofessionals and volunteers from nongovernmental organizations. Challenges include 
lack of VCT promotional tools, high staff turnover, VCT costs and the delay in obtaining test 
results. The National Strategic plan has the aim of scaling up VCT, with a goal of 12 000 tests 
by 2004. Proposals to increase accessibility of services include promotion of HIV testing, 
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creation of new VCT sites, quality assurance for VCT, introduction of mobile VCT facilities 
and rapid tests are due to become available in 2003. 

3.9 Oman 
Dr Suad Mohammed Sulaiman, Director of Student Counselling Centre, Sultan Qaboos 
University, Muscat 

There is no dedicated VCT centre in Oman. However, there is some counselling 
provision for those living with HIV. HIV counselling is one of the services provided at the 
Student Counselling Centre at Sultan Qaboos University. It is a confidential and voluntary 
service, located within a general counselling service and staffed by professional counsellors. 
The service provides individual consultations, as well as consultations by e-mail, telephone 
and outreach.  

3.10 Pakistan 
Dr Mateen Ahmed, VCT Centre, Lahore 

The situation in Pakistan with regard to HIV/AIDS is described as one of low 
prevalence but high risk. Risk is thought to be primarily associated with drug use and there 
are an estimated 5 million drug addicts in Pakistan. 

VCT is just beginning and national guidelines are being developed by NAP and Joint 
United Nations Programme on HIV/AIDS (UNAIDS). HIV prevention work is done in 
collaboration between the public and private sectors. The main target groups for VCT are drug 
users, sex workers and youth. 

In April 2003, The Caritas Lahore Centre implemented a programme for behaviour 
change among drug users. The programme provides medical and social care and support and 
includes VCT services. Outreach workers can refer people to the centre for psychological 
support, individual and group counselling. Those who wish to test for HIV are referred to 
government testing centres, and there is provision of support to those who test HIV positive. 
The programme also includes harm reduction measures such as needle exchange and condom 
distribution. 

3.11 Sudan  
Dr Sawsan Mustafa Abdalla, Sudan National AIDS Central Programme, Federal 
Ministry of Health, Khartoum 

Sudan National AIDS Programme (SNAP) began in the early 1980s and VCT started 
from that time. There are currently four VCT sites operating at national level and a further 
five sites at state level. There are plans for 14 states to have VCT sites and seven of these are 
targeted for this year. VCT sites are integrated into health facilities in order to avoid stigma. 
Sites are located in teaching hospitals, maternity hospitals, and police and military hospitals. 
On state level, VCT is integrated in general health facilities. Guidelines for VCT have been 
developed and training programmes have been implemented for healthcare workers at 
different levels. 
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3.12 Republic of Yemen 
Ms Abeer El Shamiry, Yemen Association for AIDS Prevention 

VCT is included in the National Strategic plan. It is included in the Global Fund 
Proposal in which 5 sites will be established during 2004–2005. HIV testing is conducted at 
the central health laboratory where both enzyme-linked immunosorbent assay (ELISA) and 
rapid test systems are available. Testing is primarily for blood donations, suspected cases and 
for those who require testing for visa purposes. VCT is still rare. The Yemen Association for 
AIDS prevention provides a variety of services, including home visits to AIDS patients for 
psychological support and. It also produces health education lectures and publications, as well 
as initiating a hotline service. 

4. GROUP DISCUSSIONS 

On each day of the meeting, group discussions took place after the technical 
presentations and group work. These discussions are summarized under the main themes that 
emerged.  

Situation analysis with regard to VCT in the Eastern Mediterranean Region 

While most countries in the Eastern Mediterranean Region appear to have low 
prevalence of HIV, there is a need for greater accuracy and surveillance Many countries do 
not have comprehensive surveillance data and it was suggested that such data could be 
collected via unlinked surveillance. It is also clear that there is regional variation, with 
concentrated epidemics in some areas. There is considerable variation among countries in 
terms of preparedness for VCT. Not all countries have policies on VCT. In many cases VCT is 
primarily carried out by nongovernmental organizations and there is a lack of resources and 
training facilities.  

There are some excellent examples of targeted interventions towards vulnerable groups 
(intravenous drug users, men who have sex with men, sex workers, prisoners, youth). 
Innovative programmes such as outreach, peer education, harm reduction initiatives, mobile 
testing have been devised and hotlines have been used to enhance access to VCT. These 
programmes should be evaluated and disseminated more widely and may be used as examples 
of best practice. However, these projects often have low coverage and there is a need to scale 
up VCT initiatives. There also appears to be a difficulty in linking counselling and testing. 
Participants pointed to the capacity of care workers to provide VCT and the need for further 
training.  

Barriers to implementing or expanding VCT 

Participants highlighted the issues of unfavourable environments for VCT, for example, 
the existence of mandatory testing. A number of countries in the Eastern Mediterranean 
Region have mandatory HIV testing for certain groups, such as police, military, as well as 
mandatory pre-martial testing. Furthermore, HIV tests are mandatory for those who wish to 
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travel for work or study, both within the Eastern Mediterranean Region, and for citizens of the 
Eastern Mediterranean Region wishing to work or study in other countries. Such testing is 
generally carried out with no pre-test counselling or after-test care and support for those who 
test HIV positive. Indeed those who test HIV positive in such circumstances may face 
considerable discrimination, including deportation. Stigma and discrimination were seen as 
important barriers to accessing VCT services.  

Essential elements of VCT 

Discussions highlighted some important issues of definition and clarification. One issue 
concerned the distinction between VCT and other forms of testing, such as surveillance. It is 
important to consider the purpose and intention of testing. If the intention is to collect 
prevalence data, this may be done by unlinked, anonymous surveillance. However, VCT aims 
to enable individuals to make informed decisions about testing, and to serve as an entry point 
for care, support and prevention. Discussions also focused on the issues of informed consent 
and how to obtain it. Some services use a written consent form, however this may impact on 
anonymity and it was generally agreed that verbal consent was sufficient, following 
discussion of the implications of testing and ensuring understanding on the part of the client.  

There was a discussion on the benefits and cautions with using rapid HIV tests. There 
was an acknowledgement of the advantages of rapid tests in terms of increased accessibility, 
some participants raised concerns about the accuracy of such tests. Dr Miller responded that 
there is evidence that rapid tests are no less accurate than other test systems, such as ELISA. 
He emphasized that there is a need both for rapid tests and for confirmatory laboratory tests. 
World Health Organization has produced quality assessment guidelines for the use of rapid 
tests. 

Associations of people living with HIV/AIDS 

Participants were generally in agreement that people living with HIV/AIDS have an 
important role to play in the development of policy and services. A number of issues relating 
to associations of people living with HIV/AIDS were discussed. Concerns were raised about 
the possible stigma involved in being part of such associations. However, reports from the 
Islamic Republic of Iran, Pakistan, and Sudan, highlighted the benefits of such associations 
and the fact that they are generally initiated and led by people living with HIV/AIDS.  

5. GROUP WORK 

5.1 Group work 1 

The aims of this group work session were to identify priority areas for strengthening and 
developing VCT, recommend specific approaches, and identify challenges and opportunities. 
Participants were instructed to focus at the regional, rather than national level. Participants 
were divided into four groups (see Annex 5). They were provided with guidelines for the 
group work (see Annex 6). The outcomes of group work 1 are presented below.  
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Priority areas for the development of VCT 

?? Development of national policy on VCT 
?? Identify vulnerable groups 
?? Prevention of mother-to-child transmission 
?? Access to care, including antiretroviral treatment 
?? Advocacy for political commitment and involvement of religious leaders 
?? Challenge stigma and discrimination at the level of legislation and attitude change 
?? Identify opportunities to integrate VCT into clinical and related services 

VCT approaches recommended 

?? Linked to existing facilities (nongovernmental organization, government) 
?? Outreach and mobile VCT for hard to reach groups 
?? Individual, group and mass media approaches 
?? Involvement of people living with HIV/AIDS 
?? Rapid HIV tests 
?? Protective and supportive measures for people living with HIV/AIDS and for health 

care workers. 

Potential difficulties 

?? Lack of policy for VCT 
?? Availability of antiretroviral drugs and other post-test care 
?? Financial problems 
?? Cultural and social barriers 
?? Stigma and discrimination 
?? Myths about HIV 
?? Counsellor training, burnout and turnover 
?? Lack of media involvement 
?? Geographical coverage. 

Opportunities to build on 

?? Existing infrastructure (government and nongovernmental organizations) and some 
good examples of collaboration 

?? Pilot projects for best practice 
?? Enthusiasm of young people 
?? Political commitment 
?? International organizations 
?? National AIDS programmes. 
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5.2 Group work 2 

For this group work session, participants were asked to begin developing the strategic 
framework for action, by thinking about the underlying principles and core values that they 
would wish to propose. Participants remained in the same four groups described in Annex 5. 

Core principles identified were as follows: 

?? To gain recognition of the urgent need to scale up VCT activities 
?? To respect human rights and dignity 
?? To make VCT accessible and affordable to all those who wish to know their HIV status 
?? To ensure that testing is voluntary and that people have given informed consent 
?? To protect confidentiality of test results 
?? To ensure commitment to quality sustainable services by setting standards and 

conducting evaluation 
?? To develop services that take account of religious and cultural norms and practices and 

to involve religious leaders in advocacy for VCT 
?? To fight stigma and discrimination which constitute significant barriers to people 

wishing to test for HIV.  

5.3 Group work 3 

This session continued the process of developing the strategic framework by identifying 
aims and objectives for the next two years and specifying the actions needed to implement 
these aims and objectives. Participants remained in the same groups as before. The outcome 
of this session is presented in Table 1. 

Table 1. Objectives and actions needed for the implementation of quality VCT services 
Strategic goals and objectives Actions required 

1. Enable the political, social and infrastructure to 
allow quality VCT services 

Advocate to decision makers, community and 
religious leaders to amend laws and regulations 
obstructing VCT, to promote VCT services and to 
limit mandatory testing 

Undertake awareness raising and advocacy to 
reduce stigma and discrimination associated with 
HIV/AIDS 

Establish national task forces for developing and 
adapting policies, protocols, standards, guiding 
principles and training curricula for VCT staff 

Develop national policy for VCT during the 4th quarter 
of 2003 by NAP in collaboration with other sectors and 
nongovernmental organizations. This should define: 
VCT procedures, referral systems, monitoring and 
evaluation systems  

Establish a national task force (NAP, nongovernmental 
organizations, religious leaders, laboratories., designated 
theme group members, and people living with 
HIV/AIDS) with terms of reference to include: 
advocacy/information, education and communication 
(IEC), act as technical committee and mobilizing 
resources  

Advocacy in order to enable social and political 
environment for VCT (1st and 2nd quarter 2004) 
—Regular meetings with leaders and decision makers 
—Providing appropriate information about HIV/AIDS 

related issues and VCT to the media 
Continue advocacy among decision makers through 
expanded theme groups 
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Strategic goals and objectives Actions required 
Advocacy addressing stigma and discrimination by 
sensitizing media, teachers and parents, mainstreaming 
and providing HIV/AIDS information and materials in 
schools, universities, and young people’s facilities  

2. Ensure accessible services to individuals to 
know their HIV status, to understand it’s 
implications, to make informed choices for the 
future and to early access to care for people living 
with HIV/AIDS, prevention of mother-to-child 
transmission, youth, vulnerable groups 

Establish/strengthen quality accessible VCT services (1st 
and 2nd quarter 2004): 
– develop guidelines and protocols  
– training of the VCT staff 
– supplies/equipment for VCT centres 
– availability of rapid test kits 
– pilot testing of stand alone/integrated VCT sites 
Provide antiretroviral prophylaxis for HIV positive 
pregnant women 
Provide care for people living with HIV/AIDS 
– antiretroviral treatment 
– opportunistic infections 
– social and psychological support  
Exchange experiences between countries in region. 
Inform the public and high risk groups about VCT 
– outreach prevention programmes, peer education, 

sensitization campaigns 
– social communication programme (media, IEC 

materials) 

3. Ensure appropriate post-test care, referral and 
support 

Develop referral networks 

Ensure services for prevention, care and support  

HIV/AIDS training for staff in all primary contact 
services (e.g., primary health care, dermatology, chest 
services, antenatal care) 
Counselling training for designated staff in all VCT 
services ongoing (initially intensive, regular follow-up) 
Map expertise that can be developed in formal health 
services and in the community: 
Identify professionals/organizations that can provide 
support in mental health, antenatal care, IDU, 
community based peer support  
Build referral network 
Strengthen involvement of people living with HIV/AIDS 

4. Build on existing models of prevention, care 
and support in the Region to scale up VCT 

Identify sites of best practice and organize site visits 
Invite consultants to develop and improve VCT 
National training workshops for staff in VCT sites 
Write case studies of good practice 
Use the internet for information exchange – UNICEF 
regional office website 
Develop hotline for information and counselling 

5. Develop national capacities to ensure coverage, 
quality and sustainability 

Development of general indicators for quality assessment 
Training programmes for VCT staff 
Advocacy and funding 
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6. CONCLUSIONS  

?? In spite of a generally low prevalence of HIV in the Eastern Mediterranean Region, 
there are subregional variations, and concentrated epidemics exist in certain countries 
and among certain population groups. 

?? There is evidence of risk behaviours that are likely to serve as driving forces for 
epidemics in the near future (e.g. intravenous drug use). 

?? There is limited access to care for people living with HIV/AIDS, including antiretroviral 
(ARV) treatment, counselling and psychosocial support. 

?? There is a need to create a facilitating environment that encourages people at risk of 
HIV to seek testing, while respecting their right to anonymity and confidentiality and 
empowering them to make informed decisions about their futures. 

?? VCT is seen as an important measure to scale up prevention as well as access to care, 
especially in the context of the high degree of stigma and discrimination associated with 
HIV/AIDS. 

?? There are examples of successful VCT projects targeting vulnerable groups (intravenous 
drug users, men who have sex with men, sex workers, prisoners, and youth). Such 
projects include outreach, peer education, harm reduction and mobile testing and other 
initiatives. However, these projects have generally low coverage. 

7. RECOMMENDATIONS 

To countries  

1. Countries should establish a national task force on VCT, including representatives of 
people living with HIV/AIDS, with a view to developing national standard protocols 
and guidelines for VCT, together with mechanisms for effective monitoring and 
evaluation of VCT services. Task forces should coordinate and collaborate with the 
United Nations theme groups on HIV/AIDS. 

2. By the end of 2004, countries should build a national consensus to develop clear sound 
policies in favour of VCT, including issues related to the respect of confidentiality, 
informed consent and defined circumstances of disclosure of individuals’ HIV status as 
well as those related to vulnerable groups.  

3. Countries should carry out work towards advocating, raising awareness and revising 
legislation in a view to alleviate stigma and discrimination associated with HIV/AIDS 
and with vulnerable group practices and behaviour. 
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4. Countries should eliminate all mandatory testing regulations and practices, which 
should not be viewed as a public health prevention measure. 

5. VCT should be viewed as part of a comprehensive care package including the 
accessible antiretroviral treatment and associated care to all those who need it. 

6. Countries are recommended to choose rapid tests for VCT services, guided by the WHO 
list of pre-qualified tests. 

7. Countries should provide support and supervision to counsellors with a view to 
motivating them and prevent burnout. 

8. Countries should ensure the availability of resources to provide quality VCT services, 
including training of health care workers and counsellors, and clear profile definition 
and job description of VCT personnel. 

Recommendations to WHO 

9. WHO should support, technically and financially, activities involving capacity building 
and sharing of experiences in the field of VCT among countries of the Eastern 
Mediterranean Region. 

10. WHO should conduct high level advocacy towards country decision-makers to 
eliminate mandatory testing and to create an enabling environment for VCT.  

11. WHO should facilitate and support pilot projects involving VCT, documenting evidence 
of success and lessons learned. 

12. WHO should work with other United Nations agencies and international organizations 
and encourage United Nations theme groups on HIV/AIDS to raise national political 
commitment to VCT.  

13. WHO should undertake mapping of human resources and programmes on VCT within 
the Eastern Mediterranean Region and facilitate the exchange. 

14. WHO should ensure the dissemination and distribution of the list of pre-qualified HIV 
tests to all concerned parties in addition to relevant testing recommendations related to 
VCT settings. 

15. By early 2004, WHO should convene a regional consultation to develop a Region-
specific toolkit including key elements of VCT, guiding principles and guidelines for 
establishing, operating and evaluating VCT services. 
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Annex 1 

AGENDA 

1. Opening session 

2. Current status of voluntary counselling and testing for HIV/AIDS in countries of the 
Eastern Mediterranean Region 

3. Key elements in providing voluntary counselling and testing for HIV/AIDS 

4. New approaches to voluntary counselling and testing for HIV/AIDS  

5. Donors’ response in support of voluntary counselling and testing fo r HIV/AIDS 

6. Challenges, difficulties, and opportunities related to voluntary counselling and testing 
for HIV/AIDS in the Eastern Mediterranean Region 

7. Practical considerations for the planning and implementation of voluntary counselling 
and testing for HIV/AIDS  

8. Regional strategic framework for initiating and expanding voluntary counselling 

9. Pilot demonstration project proposals for initiating, expanding, strengthening, and/or 
maintaining voluntary counselling and testing in selected countries of the Eastern 
Mediterranean Region  

10. Recommendations 

11. Closing session 
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Annex 2 

PROGRAMME 

Monday 28 July 2003 

08:30–09:00  Registration 
09:00–09:30 Opening session 

Remarks from Dr Hussein A. Gezairy, Regional Director, WHO/EMRO 
Nomination of officers 
Objectives of the consultation, programme and methods of work 

09:30–10:00 Current regional situation of HIV/AIDS and the status of voluntary  
counselling and testing  

10:00–11:00 Key elements in providing voluntary counselling and testing for HIV/AIDS 
and linkages to prevention and care 
Discussion 

11:30–13:00 Different approaches to voluntary counselling and testing for HIV/AIDS – 
what works? Global and regional examples by participants 

13:00–13:30 Practical considerations for the planning and implementation of voluntary 
counselling and testing for HIV/AIDS 

14:30–16:00 Group work 1: 
Challenges, difficulties and opportunities related to voluntary counselling 
and testing for HIV/AIDS in countries of the Eastern Mediterranean Region 
(access to VCT services, effectiveness of VCT, integration of VCT with 
other preventive and care services, barriers to testing, needs of specific 
groups) 

16:00–17:00 Plenary presentation and discussions of working group 1 
 

Tuesday 29 July 2003 
 
09:00–09:30 Consolidated report of day one 
09:30–15:30 Group work 2: 

Developing the Strategic Framework of Voluntary Counselling and Testing 
for HIV/AIDS for countries in the Eastern Mediterranean Region (strategic 
goals and objectives, underlying principles, core values and strategic 
pathways) 
 

Wednesday 30 July 2003 
 
09:00–10:30 Plenary presentation of the Strategic Framework for Voluntary Counselling 

and Testing for HIV/AIDS 
11:00–12:00 Conclusions and recommendations  
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Annex 3 

LIST OF PARTICIPANTS 

BAHRAIN  
Dr Kawthar Mohammad Al-Eid  
Family Physician  
Deputy of health committee at Bahrain Women Development Society  
Manama  
 
Mrs Hayat Al-Alwi  
Social Worker  
Ministry of Health  
Manama  
 
 
DJIBOUTI  
Dr Rashid A. Ahmed  
Medical Insurance Agency Counsellor  
Djibouti  
 
 
EGYPT  
Dr Ihab Ahmed  
National AIDS Programme Ministry of Health and Population  
Cairo  
 
Dr Youssef Wahba Aziz  
Director of Caritas  
Alexandria  
 
 
ISLAMIC REPUBLIC OF IRAN  
Mr Amir Reza Moradi  
Voluntary Co operator with Ministry of Health  
Teheran  
 
Dr Leila Mirghani  
Manager of Tehran Triangular Clinic  
West Health Center  
Teheran  
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JORDAN  
Dr Rajai Said Al Azzeh  
STD Department Manager and VCI Centre Ministry of Health  
Amman  
 
Ms Ibtisam Mohammad Salem  
STD Department, VCT Centre Ministry of Health  
Amman  
 
 
LEBANON  
Mrs Faiza Rida Al Amnie  
Lebanese AIDS Society VCT Center  
Beirut  
 
Ms Nadia Badran  
Social Worker  
SIDC  
Beirut  
 
Mr Hassan Nasser  
SIDC  
Beirut 
 
Ms Josiane Serge Khoury  
Technical Assistant  
National AIDS Programme  
Ministry of Public Health  
Beirut  
 
 
LIBYAN ARAB JAMAHIRIYA 
Dr Mohamed Azzdin Taghdi  
Tripoli Medical Center  
Physician, Infections Department  
Tripoli  
 
Dr Gamal Iddin Mabruk Al Shakshouki  
Physician  
Tahady Association   
Tripoli  
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MOROCCO  
Dr Zahra Bezad  
Executive Director 
Organization Pan African de Lutte Contre le SIDA 
Rabat  
 
Dr Aziza Bennani  
Epidemiology and Disease Control Directorate  
National AIDS Programme  
Ministry of Health  
Rabat  
 
Dr Mehdi Karkouri  
Association Marocaine de lutte contre le SIDA (ALCS)  
VCT Center  
Casablanca  
 
 
OMAN 
Dr Ali Ahmed Ba Omar  
Head of HIV/AIDS/STD Programme and TB/Leprosy Programme Manager  
Ministry of Health  
Muscat  
 
Dr Suad Mohammed Sulaiman  
Director of Student Counselling Centre  
Sultan Qaboos University  
Muscat  
 
 
PAKISTAN  
Dr Mateen Ahmed  
VCT Center  
Lahore  
 
 
SUDAN  
Dr Sawsan Mustafa Abdalla  
Sudan National AIDS Central Programme  
Federal Ministry of Health  
Khartoum  
 
Dr Nour ElHuda Mohamed ElShafi El Hag  
Consultant Psychiatrist  
Roufaida Health Foundation  
Khartoum  
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REPUBLIC OF YEMEN  
Ms Abeer Mohammad Al-Shamiry  
Yemen Association for AIDS Prevention  
Sana’a  
 
 

OTHER ORGANIZATIONS 
 
Family Health International (FHI)  
Dr Cherif Salah Soliman  
Family Health International  
Cairo  
 
Joint United Nations Programme on HIV/AIDS (UNAIDS)  
Dr Hala Abou Taleb  
UNAIDS Intercountry Programme Adviser  
Intercountry Team for the Middle East and North Africa  
Cairo  

 

WHO SECRETARIAT 
 
Dr Zuhair Hallaj, Director, Communicable Disease Control, WHO/EMRO 
Dr Jihane Tawilah, Regional Adviser, ASD, WHO/EMRO 
Dr David Miller, Prevention Team, HIV/AIDS, WHO/HQ 
Dr Hany Ziady, Medical Officer, ASD, WHO/EMRO 
Ms Joumana Hermez, Technical Officer, ASD, WHO/EMRO 
Dr Angela Byrne, Short-term Consultant, WHO/EMRO 
Dr Nasr El Sayed, Temporary Adviser, DG/CDC Department WHO/EMRO 
Dr Mervat Moustapha El Gueneidy, Temporary Adviser, WHO/EMRO 
Mrs Ragia Sharaby, Secretary, DCD, WHO/EMRO 
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Annex 4 

PROTOCOL FOR COUNTRY REPORTS 

 
REGIONAL CONSULTATION ON THE DEVELOPMENT OF STRATEGIES FOR 

VOLUNTARY COUNSELLING AND TESTING FOR HIV IN COUNTRIES OF THE 
EASTERN MEDITERENEAN REGION 

CAIRO, EGYPT 28–30 JULY 2003 
 

COUNTRY REPORT 

Name: ____________________________________________________ 

Country: ___________________________________________________ 

 

Please give details of existing national policy on VCT: 

 

Please identify the main target populations for VCT in your country: 

 

Number of existing VCT sites: 

 

Where are VCT sites located? (e.g. nongovernmental organizations, public sector 
hospitals/clinics, primary care etc.)  

 

What training facilities are available for VCT? 

 

What laboratory facilities are available for HIV antibody testing? 
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Annex 5 

GROUP WORK DISTRIBUTION 

GROUP A GROUP B GROUP C GROUP D 
Dr Mervat El 
Gueneidy 
(Facilitator) 

Dr Nasr El Sayed 
(Facilitator) 

Dr Angela Byrne 
(Facilitator) 

Dr David Miller 
(Facilitator) 

Dr Fatouma Mohamed 
Ahmed 

Dr Rashed A. 
Ahmed 

Ms Josian Khoury Mr Hassan Nasser 

Dr Ihab Ahmed Dr Aziza Benanni Dr Mehdi Karkouri Dr Suad Mmohammed 
Suleiman 

Dr Mateem Ahmed Mrs Fayza Al Amin Dr Leila Mirghani Mr Qmqrul Islam 
Siddiqi 

Ms Nadia Badran Mrs Hayat El Elwy Dr Ali Ahmed Ba Omar Dr Mohamad El Tagady 

Dr Zahra Bezad Ms Ibtisam Kanaan Dr Sikandar Sohani Dr Yousef Wahba 

Dr Rajai El Azzeh Mr Amir Reza Moradi Dr Cherif Soliman Dr Nour El Huda 
Mohamed 

Dr Kawthar 
Mohammed El Eid 

Dr Sawsan Mustafa Dr Jamal Eddeen Al 
Shakshouky 

Ms Abeer El Shamiry 

UNAIDS Ms Joumana Hermez Dr Jihane Tawilah Dr Hany Ziady 
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Annex 6 

GROUP WORK INSTRUCTIONS 

Group work 1: Instructions  

?? Considering the various models presented and the situational analysis, how do you 
envisage the priorities and approaches for VCT in countries of the Eastern 
Mediterranean Region? 

?? What are the difficulties and opportunities at different levels? (e.g. policy, resources, 
operational, society/culture, individual) 

?? What are the priority areas for VCT in the Eastern Mediterranean Region? 

?? What VCT approaches do you recommend in the context of the Eastern Mediterranean 
Region? and why? 

?? What potential difficulties might there be? 

?? What opportunities exist that can be built on? 


