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Abstract 

HIV/AIDS has emerged as a serious epidemic in Nepal, concentrated amongst the most-at-risk populations. Volun-

tary Counseling and Testing (VCT) is a proven strategy for the prevention and management of HIV/AIDS especially 

in developing countries. Given that the utilization of VCT is low in Nepal, it is important to understand the barriers 

and challenges that Nepal is facing in the provision and utilization of these services. This study aimed to provide 

recommendations for policy makers to improve the utilization of VCT services in Nepal. A qualitative study of VCT 

health service providers and government officials was undertaken in 4 cities of Nepal. Sixteen interviews, three joint 

interviews and one focus group discussion were conducted, audio recorded and transcribed verbatim. Data were then 

analyzed using a thematic analysis framework and major themes were identified. Various barriers including socio-

cultural issues, geography, the presence of stigma and discrimination faced by people with HIV/AIDS and a lack of 

knowledge and awareness were identified as important factors limiting the utilization of VCT services. Current gov-

ernment efforts to improve VCT service provision, although promising, require ongoing development. Systemic 

barriers included the sustainability of the temporary NGO VCT services, lack of staff and training, inadequate moni-

toring and evaluation and limited access to services for people living in rural areas. To increase the sustainability 

and utilization of VCT services, the Government can intervene in a number of areas including the integration of 

VCT services with existing primary health care services and addressing ongoing education and quality assurance.  
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HIV/AIDS has evolved as a serious epidemic in Nepal, 

concentrated amongst the most-at-risk population 

(MARP) groups: intravenous drug users (IDUs), female 

sex workers (FSWs), men who have sex with men (MSM) 

and labor migrants.1 In 2010, the adult prevalence of HIV 

infection was 0.33%, decreasing from 0.5% in 2007;2 

however, the prevalence of infection remains higher 

among subpopulations, especially in IDUs (Table 1).3 

According to recent estimates, Nepal is home to approxi-

mately 50,200 people living with HIV and four out of 

every five infections in Nepal have occurred through sex-

ual transmission.1 Though recent data shows stabilization 

of the epidemic among MARPs, the fact that many sex 

workers are IDUs, migrants, or both, increases the spread 

of HIV among these groups. A large portion of men who 

buy sex are married, which increases the possibility of 

spreading infection into the general population.1 

 

Many people in Nepal are dying without knowing their 

HIV status despite the availability of treatment facilities.4 

The government does not adequately address HIV preven-

tion and treatment services as the current healthcare infra-

structure is unable to provide sufficient services for those 

most at risk and there is a lack of service integration and 

referral systems.5  In addition, due to the lack of dissemi-

nation of health strategies and programs at various levels 

Introduction 

Practice Points 

 VCT services in Nepal face many barriers and 

challenges that result in low utilization of these 

services by the most at risk population (MARP) 

groups. 

 Barriers and challenges are related to access, 

lack of knowledge and awareness of issues  

related to the prevention and management of 

HIV/AIDS; the presence of stigma and dis-

crimination and issues related to sustainability. 

 Integration with existing primary health care, 

sexual health and TB services offers the       

possibility of more referrals and easier access to 

services for people with HIV. 

 Better collaboration between government,    

service providers and NGOs is necessary in 

order to increase and improve utilization of 

VCT services. 

 Other locally focused strategies need to be de-

veloped apart from VCT services for the      

prevention of HIV/AIDS. 
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(village, district, zone, regional and central), ensuring 

delivery of quality health services in an equitable and 

sustainable manner is still a major challenge.6 

 

The health system of Nepal is not decentralized, with 

most hospitals (private and government) located in ur-

ban areas. Although health services have been designed 

to ensure that the majority of people receive accessible, 

affordable treatment in public health facilities, people 

prefer the better quality services offered by the tertiary 

and private hospitals in urban areas, due to resource 

constraints and poor management in the rural public 

health system.7 

 

A pivotal strategy for HIV/AIDS prevention and con-

trol, especially in developing countries, is Voluntary 

Counseling and Testing (VCT).8 VCT prevents trans-

mission of the virus by combining personalized counsel-

ing with knowledge of one’s HIV status, to motivate 

people to change their behaviors.9 Widespread use of 

HIV-1 VCT in less-developed countries has been effec-

tive in the prevention of HIV by enhancing behavior 

change so those infected seek care and support ser-

vices.10,11 As an important and cost-effective HIV pre-

vention strategy, with an increasing role in improving 

access to care and support,11 VCT services have been 

widely promoted in developing countries, as part of 

their primary health care package.12 

 

HIV preventive programs in Nepal are mostly supported 

by External Development Partners (EDPs).3 There are 

196 VCT centers operated by government, non-

government organizations (NGOs) and international non

-government organizations (INGOs).13 However con-

cerns remain about VCT services including access, in-

frastructure, availability of trained professionals, quality 

of services, service operation hours and maintenance of 

privacy and confidentiality.14 Data show that 70% of the 

users of VCT are from the general population and mi-

grants and there is a lower VCT utilization by certain 

MARP groups (such as IDUs and MSM), indicating the 

presence of barriers in accessing the VCT service 

among this population.3 

 

A number of studies have investigated knowledge,   

acceptability and attitudes towards VCT services,15,16 

but there are few studies which identify the barriers and 

challenges faced in providing VCT services in develop-

ing countries such as Nepal.17,18,19  In spite of numerous 

efforts by the Nepali Government, HIV prevention and 

treatment services are often not reaching MARP groups, 

which may be due to gaps in planning and implementa-

tion by policy makers.14 Therefore, an understanding of 

the difficulties faced in the provision and utilization of 

these services, especially by the MARP groups, is ur-

gent. This study focuses on the barriers and challenges 

faced in providing the VCT and suggests some ways in 

which services can be improved.  
 
 

Materials and methods 
 

Study design 

A qualitative approach explored barriers and challenges 

in the provision and utilization of VCT services in four 

cities of Nepal: Kathmandu, Pokhara, Dharan and 

Janakpur, all of which have high percentages of IDUs, 

FSWs, MSM and labor migrants.1 A high percentage of 

MARP groups live in the Kathmandu valley and the 

majority of VCT centers are located in urban areas, with 

nearly 50% of HIV infections recorded in Pokhara, 

Dharan and Janakpur.3 

 

Ethical clearance was obtained from The University of 

Adelaide Human Research Ethics Committee and per-

mission and approval to conduct the research was ob-

tained from the National Centre for AIDS and STD 

Control (NCASC), Kathmandu, Nepal. The research 

was carried out from March 2011 until August 2011. 

 

Selection and recruitment of participants 

A purposive sampling method targeted particular groups 

of VCT service providers as well as decision-makers, to 

identify and compare their differing perspectives. Pur-

posive sampling allows the selection of specific partici-

pants, events or settings intentionally because of de-

tailed information that they can provide which may not 

be available using other sources.20 Table 2 details the 

final sample of twenty participants: 

 

i.  Government officials working at the NCASC 

and District AIDS Co-ordination committees 

(DAAC) 

ii.  VCT service providers from government and 

non-government sectors, (managers or counsel-

ors) 

iii. HIV negative representatives from the general 

community  

 

Male and/or female participants who were >25 years of 

age were contacted by telephone and asked to partici-

pate in study. Meetings were organized at the conven-

ience of participants. 

 

Interviews and Focus Group Discussions (FGD)  

Face-to-face interviews were undertaken using a semi- 

structured interview schedule, which was designed to 

explore the current functioning of VCT services. The 

questions were developed using evidence from the lit-

11 

MARP Groups 2008 2009 

Female sex workers (FSWs, 

Kathmandu) 

2.2% -  

Male sex workers (MSWs, 

Kathmandu) 

 - 5.2% 

Injecting drug users (IDUs, 

Kathmandu) 

 - 20.7% 

Men who have sex with men 

(MSM, Kathmandu) 

 - 3.8% 

Migrants (West) 1.4%  - 

Migrants (Far West) 0.8%  - 

Table 1: HIV Prevalence rate among the most at-

risk populations in Nepal (%)3   
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erature which considered the barriers and challenges 

faced by the VCT services.  We wished to know if these 

were reflected in the Nepali context and if any other 

barriers or challenges could be identified in providing 

and accessing these VCT services. Sixteen interviews, 3 

joint interviews and 1 FGD (with four participants) were 

conducted over 5 weeks in four cities. The interviews 

and FGD, were conducted in Nepali and were audio 

recorded with the permission of the participants and 

downloaded to a password protected computer and tran-

scribed verbatim. 

 

Data analysis 

Data were analyzed using the thematic analysis frame-

work suggested by Braun and Clarke.21 Analysis began 

with the process of translation of the interviews and 

focus groups into English by PM. All transcripts were 

read a number of times and coded systematically by PM 

using both a deductive approach (identifying specific 

issues explored in the interview schedules) and an in-

ductive approach, to identify any new issues arising 

which had not been previously recognized. ‘QSR-

NVivo 9’22 was used to assist with data analysis. A 

number of categories were identified which were re-

fined and named as major themes. The reliability of the 

codes was checked by PB and TB. Figure 1 describes 

the method and steps of the thematic analysis. 

 

Results 
 

A number of themes emerged from the data in the areas 

of barriers and challenges. Barriers were perceived as 

broad elements impacting on both service providers and 

the community whilst challenges were specifically sys-

tems related issues requiring to be addressed at the gov-

ernment/service management level.  

 

Barriers 
 

Stigma and discrimination about HIV infections 

Almost all participants reported the presence of stigma 

and discrimination in Nepali society, especially in rural 

areas. Both VCT providers and NCASC personnel noted 

that being recognized as an HIV positive patient was a 

barrier for the utilization of VCT services. 

 

“HIV patients are still not accepted in our  

society. The presence of stigma and discrimi-

nation in society has caused fear among the 

HIV patients, so they don’t feel secure in utiliz-

ing VCT services, and they also don’t under-

take health seeking behaviours” (Government 

VCT provider participant) 

 

Some service providers also noted that the voluntary 

uptake of VCT services by MARP groups was low and 

these groups do not utilize VCT services even when 

they find themselves at risk. 

 

Knowledge and awareness among the general commu-

nity 

Some participants believed that awareness regarding 

HIV/AIDS has been increasing among the general 

population, however they also stated there was a lack of 

knowledge about risky behaviors, safe sex and impor-

tance of VCT services. A majority of the participants 

still felt there was a need to increase awareness in the 

general community regarding most aspects of HIV/

AIDS prevention and management. A lack of education 

around normalizing HIV/AIDS through discussion with 

the general population and positive preventive messages 

was also identified by participants as a key barrier.  This 

problem was compounded by lack of information about 

where to go to check HIV status. Participants generally 

believed that there are still misconceptions among peo-

ple regarding the mode of transmission of HIV/AIDS. 

 

“There is lack of awareness among rural peo-

ple regarding HIV/AIDS, its mode of transmis-

sion as well as where to utilize the services 

aimed for HIV patients" (NGO VCT provider 

participant) 

 

Participants focused on a need to view HIV as a chronic 

manageable disease rather than a terminal disease. 

 

Geographical location of the services 

Service providers noted that the geographical location 

of services and the location of most VCT services in 

urban areas was seen as an important barrier for people 

in rural areas. 

 

“If VCT services were available from health 

posts and sub health posts in rural areas, only 

then would they be accessible to all” (NGO 

VCT provider participant)  

 

NGO VCT services employ outreach educators who 

create awareness among the people in rural areas and 

motivate them to utilize VCT services, which is an   

Type of interviews Pokhara Kathmandu Dharan Janakpur 

  VCT service providers 

Individual 3 4 2 2 

Joint 2 1     

FGD 1       

  Government personnel 

Individual   3     

  Representatives from the general population 

Individual 2       

Table 2: Interviews/focus groups  
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effective prevention mechanism. Providers suggested 

that the expansion of mobile clinics, outreach educa-

tors and home-based care in rural areas may help to 

address these issues. While NCASC personnel also 

felt a need to expand the services to rural areas, they 

noted the mountainous topography of Nepal, which 

keeps rural areas isolated due to lack of an effective 

road system and inhibits effective access and develop-

ment.  

 

Program Management Issues 

A number of service providers identified that a lack of 

uniformity in the monitoring, supervision and report-

ing from NCASC made managing VCT programs 

difficult. Lack of manpower due to high turnover 

(related to better job opportunities, study opportuni-

ties etc.) and unfilled, vacant posts were identified as 

major problems by the policy makers.  
 

Challenges 
 

Staff Training and Quality Assurance 

Almost all service providers noted a lack of adequate 

staff training available from the NCASC, especially 

counselors, and that the training was not provided at the 

beginning of year when it would be most useful.  

 

“There is not regular training given to the staff 

especially the counselors.” (NGO VCT pro-

vider participant) 

 

NCASC personnel believed that the NCASC was not 

directly responsible for providing training to the NGO 

run VCT centers, though they provide training to the 

government run VCT centers.  

13 

Figure 1: Coding of interview/focus group data  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

VCT providers                

(11 interviews, 3 joint inter-

views, 1 FGD) 

Government personnel     

(3 interviews) 

 

Representatives from the  

general community               

(2 interviews) 

Coding (Initial coding was done separately for each of the three groups of participants – VCT service providers, 

government officials and the two community representatives. Twenty nine tree nodes were identified across 

these three groups, covering areas such as confidentiality, knowledge and awareness, location, stigma and dis-

crimination, sustainability, training, support from government and donor agencies, integrated health services, 

conduct of VCT, and institutional management.) 

Initial themes after    

thematic analysis 

Support from govern-

ment & agencies 

The conduct of VCT Barriers Challenges 

Final themes after defining 

Challenges Barriers 

 

  

Participants 
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Service Sustainability 

Service providers from donor-run VCT centers         

expressed concerns regarding sustainability, as these 

services were supported by short term funding from 

donor agencies. They suggested that the government 

should increase its involvement in the management of 

funding and programs to ensure sustainability of avail-

able VCT services. 

 

“There is a lack of sustainability of HIV pro-

gram run by NGOs. The government should 

take the initiative to ensure that the programs 

are run for the long term” (NGO VCT pro-

vider participant) 

 

Availability of Staff 

Both the donor-run and government-owned service pro-

viders identified a need to increase the number of 

trained personnel. NCASC participants accepted that 

there is a shortage of trained staff in VCT centers and 

noted that they are in the process of increasing training 

of staff. 

 

Staff working at VCT centers also noted that they faced 

discrimination from the broader society as working with 

groups such as FSW, MSM, IDU is viewed negatively, 

causing problems for service providers, especially for 

the outreach staff in educating the local people. 

 

“We work with the FSWs, who are considered 

as being immoral and are stigmatized and dis-

criminated against. Many times they think that 

we also have the same background as the FSW 

and their clients” (NGO VCT provider partici-

pant) 

 

Integrated health services 

The development of integrated health services including 

VCT centers was identified by service providers as 

helpful for patients as they could then utilize other ser-

vices to provide care and support for HIV positive pa-

tients. Four participants particularly noted the difficul-

ties caused for patients by having to refer them to other 

hospitals because of a lack of integrated services. 

 

The government has done a lot for patients 

suffering from diseases like TB and leprosy to 

fight against them; HIV/AIDS patients should 

be treated in the same way by building centres 

for these patients and making the VCT services 

available to the general public. (NGO VCT 

provider participant) 

 

Discussion 
 

This research has identified that VCT services in Nepal 

face many barriers and challenges that result in low 

utilization of those services particularly by MARP 

groups. Four main contributing factors were identified: 

Stigma & discrimination related to HIV/AIDS in society 

The presence of HIV/AIDS related stigma and discrimi-

nation in Nepal acts as an important barrier in the utili-

zation of VCT services, especially in rural areas. Fear of 

being recognized as HIV positive prevents people from 

accessing VCT services, resulting in low voluntary  

uptake of these services. This finding was consistent 

with several other studies reporting the presence of 

HIV/AIDS related stigma and discrimination and the 

fear of being recognized among patients.16,18,19 Negative 

social and cultural views towards FSWs, IDU and MSM 

in Nepali society hinders utilization of HIV prevention 

and treatment services.23 Talking about sex is consid-

ered disrespectful and impolite in Nepal and as a conse-

quence of these socio cultural norms, efforts to mitigate 

the impact of HIV/AIDS is challenging, as well as being 

responsible for diminishing access to preventive ser-

vices.14 This stigma extends to the workforce – people 

working with MARP groups and people with HIV ex-

perience discrimination from the broader public which 

has implications for the recruitment and retention of 

staff in an area where workforce is already an issue. 

 

Participants suggested that increasing positive preven-

tion and starting to talk about HIV in family and society 

groups would have a positive influence on the number 

of people accessing VCT services. These suggestions 

reflect other studies which found that HIV discussion 

among community members has a positive influence on 

people’s attitudes.24 Positive prevention includes experi-

ence sharing by People Living with HIV (PLHIV) and 

encouraging access to VCT, Anti Retroviral Therapy 

(ART) and other services.3 

 

Knowledge and awareness among the general commu-

nity and MARP groups 

A lack of knowledge and awareness regarding HIV/

AIDS, its mode of transmission and the importance of 

VCT services among the general population was identi-

fied by participants, reflecting other studies with similar 

findings.16 The UN General Assembly Special Session 

(UNGASS) report also points out that though the gen-

eral awareness of HIV/AIDS is high, a comprehensive 

awareness on HIV and AIDS is comparatively low 

among some of the MARPs.3 

 

A key driver for this research was the decrease in VCT 

utilization with the rate per VCT center decreasing from 

10 per week in 2008 to 7 per week in 2009.3 Using edu-

cators from organizations such as PLHIV has proven to 

be very effective in increasing knowledge regarding 

HIV and VCT services, promoting safe sex and encour-

aging behavior change by acting as highly effective 

outreach educators and community mobilizers.3 Our 

study found outreach and community mobilizers to be 

more effective than urban based centers in increasing 

the knowledge and awareness related to HIV/AIDS. 

Increasing the number of outreach educators to the rural 

areas could be helpful in increasing knowledge related 

to HIV/AIDS.  A WHO report on HIV testing and coun-

seling also suggests a need for mobile and outreach ser-

vices for house to house visits in high prevalence areas, 

and providing VCT services to those who are most 

unlikely to seek testing on their own.25 

14 
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Access  

This research highlighted access related issues –            

especially for labor migrants who mostly reside in re-

mote areas with few resources.3 They cannot therefore 

access the urban location of most VCT centers and 

many high risk behaviors that expose people to HIV are 

related to geographical location.14,17 Participants noted 

too, the difficult geographical topography which creates 

problems in providing adequate prevention and care 

facilities in rural areas.14 

 

Service providers suggested the provision of govern-

ment funding to expand services to rural areas and the 

provision of mobile services to visit remote areas. 

NCASC officials noted that the government is in the 

process of scaling up VCT services to the level of PHC 

in accordance with one of the six national program areas 

focusing on increasing the availability and access to 

prevention services.3 The provision of a mobile van 

VCT service to rural areas to improve access to poten-

tial clients was recommended by a study in Uganda.26 In 

conjunction with other sexual and reproductive health 

services, it provides a greater level of privacy for people 

seeking HIV services, and so they may be more willing 

to utilise them.27,5 

 

Sustainability of VCT services 

The sustainability of VCT programs has been identified 

as a challenge by UNGASS3 and this research high-

lighted the need for the government to improve its ser-

vice provision capacity, particularly in the areas of staff 

recruitment, retention and training. The shortage of 

trained staff was noted as a major challenge in the day-

to-day running of VCT centers and this was also identi-

fied by the WHO; who suggested sufficient number of 

counselors be recruited from various backgrounds in-

cluding people living with HIV/AIDS, community vol-

unteers and a new cadre of paid counselors.28 Short term 

funding was also identified as an issue, with providers 

suggesting gradually shifting VCT program and funding 

management to national institutions for long term sus-

tainability.3 Linking VCT programs more closely with 

existing PHC services could allow greater support for 

VCT counselors, both on a personal and professional 

level. 

 

A majority of participants identified the importance of 

integrating health services, allowing patients to utilize 

VCT services along with other related services such as 

STI, ART, TB and family planning. Linking HIV test-

ing with sexual and reproductive health makes it avail-

able to many people who may not have access to VCT 

services and offering VCT services to clients seeking 

STI care can provide tailored counseling based on HIV 

status.5 The government’s current strategy of expanding 

DACC in every district and establishing VACC in rural 

areas will help to increase community participation and 

increase the co-ordination between national and grass 

root level centers. The Nepali government is in the  

process of making provider initiated testing and coun-

seling (PITC) available from the TB, STI and ANC clin-

ics, in order to identify the HIV infected people that 

require VCT services.   

This research has a number of limitations. The issues 

have been considered from the perspective of service 

providers and policy makers with no input from the pa-

tients who utilize these services who may have different 

views from the service providers. Another limitation is 

the time constraints in data collection that restricted the 

number of interviews. Our research is not meant to be 

representative of the whole Nepali population as most of 

the participants were from VCT centers located in urban 

areas, but as most VCT services are located in urban 

areas, the results are useful in informing strategies to 

address barriers to service and for future policy develop-

ment.  

 

Conclusion 
 

This study identifies a number of barriers and chal-

lenges for VCT services in Nepal. In order to increase 

the utilization of the VCT services, the government 

could intervene in a number of areas: 1) the integration 

of VCT services with sexual health and primary health 

care offers the possibility of more referrals and easier 

access to services for people with HIV, however staff-

ing issues (including recruitment, retention and training) 

need to be addressed; 2) better collaboration between 

government, service providers, and NGOs; 3) Identifica-

tion of alternative strategies for the prevention and man-

agement of HIV/AIDS apart from the VCT services, 

taking into consideration the difficulties that VCT ser-

vices are facing in terms of access, sustainability and 

stigma and discrimination in Nepali society. 
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