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Abstract: HIV/AIDS is prevalent among adolescent girls and young women (AGYW) in Lesotho,
and among the top five infectious diseases causing a high mortality rate in Africa. The paramount
management of HIV is based on screening, prevention, and therapeutic interventions, of which HIV
testing and counselling (HTC) is the gateway. The utilization of HTC services among AGYW is
limited owing to numerous barriers encountered by this population group. The aim of this study
was to assess trends and factors associated with HTC among AGYW in Lesotho. A secondary data
analysis was used to analyze data sets extracted from the 2004, 2009, and 2014 Lesotho Demographic
Health Surveys (LDHS). The LDHS was conducted using a cross-sectional study design and samples
drawn were representative of the whole population of Lesotho. We used descriptive analysis to
determine trends in HTC. In determining factors associated with the uptake of HTC, univariate
and multivariable logistic regression models were applied on the 2014 LDHS. All analyses were
adjusted for unequal sampling probabilities using survey weights. The number of AGYWs analyzed
were 2743 in 2004, 2393 in 2009, and 2842 in 2014. The overall prevalence estimates of HTC uptake
were 12%, 62.2%, and 72.5%, respectively. For the 15–19 years AGYW, HTC uptake rose from 6.2%
(2004), 46.3% (2009), to 57.9% (2014), while for the 20–24 years age group, the rates were 18.7%,
80.2%, and 88.3%, respectively. For the 2842 AGYW in 2014, the odds of ever having an HIV test
were significantly higher for those aged 20–24 years (aOR 2.15, 95% CI 1.61 to 2.87, p < 0.001), in a
union (aOR 3.21, 95%CI 2.25 to 4.58, p < 0.001), with Mother-to-child transmission of HIV (MTCT)
knowledge (aOR 1.53, 95%CI: 1.21 to 1.94, p < 0.001), with HIV non-discriminatory attitudes (aOR 2.50,
95%CI 1.87 to 3.34, p < 0.001), and those who had ever been pregnant (aOR 11.53, 95%CI 7.46 to 17.84,
p < 0.001). HTC uptake among AGYW in Lesotho is below expected targets, hence we recommend
optimizing access to HTC services, especially for AGYW aged 15–19 years.
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1. Introduction

Adolescent girls and young women (AGYW) in Sub-Saharan Africa are dispropor-
tionately affected by the HIV/AIDS disease. Although they comprise only 10% of the total
population in the region, females aged 15–24 years in Sub-Saharan Africa accounted for
25% of all new infections in 2020 [1]. The HIV incidence rate of their male counterparts,
who equally constitute 10% of the total population in Sub-Saharan Africa, was estimated at
only 8% [1]. Globally, the probability of AGYW aged 15–24 years to be living with HIV is
double compared to their male counterparts [2]. In 2021, UNAIDS estimated that there were
approximately 38.4 million people living with HIV (PLHIV) worldwide, with two-thirds
(25.6 million) from the African region [2,3]. Of these two-thirds, 63% were women and
girls [2]. Amongst the countries hugely affected by the HIV epidemic is Lesotho, with 21.1%
of persons aged 15–49 years living with the disease [4]. Of these PLHIV in Lesotho, 61% are
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women. HIV prevalence disparity by gender is particularly evident among young people
worldwide, and in 2020, 9% of AGYW were living with HIV in Lesotho compared to 3.9% of
their male counterparts [4]. There were approximately 6700 adults (ages 15–49 years) newly
infected with HIV, of which 41.8% were young people aged 15–24 years [4]. Although
HIV testing is an effective prevention strategy, many individuals are still not utilizing
HTC services, with a global estimation of about 5.9 million people living with HIV but
unaware of their HIV status [3]. UNAIDS recognizes sex workers, including AGYW, as key
population for HIV/AIDS. According to UNAIDS [3], female sex workers have a 30 times
higher risk of acquiring HIV than adult women in the general population. It is evident that
AGYW are immensely affected by HIV infection more than males in the same age group.
Numerous factors contribute to this disparity, including gender inequality, cultural norms,
socio-economic position, geographical location, age, educational status, sexual orientation,
and the biological structure of women’s reproductive system [5–7]; women have a large
bare mucosal surface of the vagina, and the cervical cells exhibit an elevated presence of
HIV co-receptors compared to the foreskin cells in men, which therefore leads to ease of
the acquisition of HIV infection by women [5].

It is essential to implement HIV testing on a wide scale among AGYW to achieve a
significant public health impact; however, this has proven challenging to accomplish [8].
Saul et al. [8] report that though there has been a significant improvement in HIV testing
among AGYW following the Determined, Resilient, Empowered, AIDS-free, Mentored and
Safe (DREAMS) initiation, challenges remain for higher coverage. DREAMS was initiated
in 2014 by the United States President’s Emergency Plan for AIDS Relief (PEPFAR) with
the aim to help countries to achieve epidemic control of HIV/AIDS by targeting AGYW [8].
Many countries failed to achieve Joint United Nations Programme on HIV/AIDS (UN-
AIDS) 90–90–90 targets set for 2020, with the Lesotho AGYW population group scoring
84–51–89 in 2018 [9]. These ambitious targets have now been adjusted to 95–95–95 and set
to be achieved by 2030, proposing that 95% of PLHIV will know their status, 95% of all
people knowing their HIV status will be on antiretroviral therapy (ART), and 95% of PLHIV
on ART will be virally suppressed by 2030 [10]. The UNAIDS HIV prevention cascade score
is currently ranked at 85%–85%–68% globally [3]. Almost all countries offer HTC services
freely, but the uptake of HIV testing is influenced by individual viewpoint, structural, and
societal factors [11]. This study analyzed LDHS data to establish trends and identify factors
associated with uptake of HIV testing among AGYW in Lesotho. The findings of the study
could be helpful in improving existing AGYW HTC programs.

2. Materials and Methods

This study is a secondary data analysis of the three consecutive Lesotho DHS data
sets from 2004, 2009 and 2014. The LDHS is a nationally representative, population-based,
cross-sectional survey. The survey was conducted across all 10 districts of the country and
samples were drawn from both rural and urban areas.

2.1. Study Population and Sampling

All three surveys utilized a sample based on the population census and a stratified,
two-stage cluster random sampling. The first stage used enumeration areas as the sampling
units, whilst the second stage used households. During the first stage, random selection
of enumeration areas both in urban and rural areas were carried out. In the second stage,
all households in the selected enumeration areas were listed and then randomly selected.
Men (15–59 years) and women (15–49 years) who had stayed in the selected households the
night before the survey, including visitors, were eligible to be interviewed. Further details
on the survey sampling are available on LDHS manuals for 2004, 2009 and 2014 [12–14].
Household sample size varied for each survey, with 2004, 2009 and 2014 having 9892,
10,941 and 9942, respectively. In this study, eligible participants were females aged between
15–24 years old, who were resident in Lesotho during the time of DHSs. The subjects must
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have participated in the LDHS for 2004, 2009, and 2014. The exclusion criteria were eligible
AGYW who did not respond to questions in the HIV/AIDS section.

2.2. Measurements and Outcome

The main outcome of interest was HIV testing measured on the basis of whether
one had ever been tested for HIV. In the survey, participants were asked whether they
had ever had an HIV test, and the responses were binary (yes or no). We treated ‘I don’t
know’ or no response as missing. The LDHS used qualified interviewers and structured
questionnaires to collect data on many variables related to HIV/AIDS. Such variables entail
HIV knowledge, attitudes towards PLHIV, risky sexual behavior, and HIV testing. The
HIV testing results were linked with the sociodemographic data collected in the surveys.
In determining trends in HIV testing among AGYW in Lesotho, we used data sets from the
three sequential 2004, 2009 and 2014 LDHS.

To determine potential factors associated with HIV testing among AGYW in Lesotho,
we only used the data set from 2014 LDHS. The predictor variables included in the study
were socio-demographics: classified age in years (15–19 and 20–24), employment in the last
12 months (yes or no), level of education (no education, primary, secondary, and higher than
secondary), marital status (never married/in union, married/in union, formerly married/in
union), place of residence (rural or urban), wealth index (Poorest, poorer, middle, richer,
or richest). Wealth index is a multi-pronged measure of household living standard. The
score is based on number and the kind of selected assets that a household has. In the LDHS,
selected assets included bicycles or cars, television, and housing characteristics, such as
drinking water, toilet facilities, and flooring materials. A principal component analysis,
where individual households were positioned on a continuous scale of relative wealth, was
used to generate the wealth index. The risk behavior predictor variables included lifetime
number of sexual partners (1/2/3 or more), had an STI (yes or no), and condom use at
last sexual intercourse (yes or no). Respondents who never had sexual intercourse were
excluded when quantifying risky sexual behavior. Another imperative independent variable
with multiple questions was about knowledge of HIV, and consisted of comprehensive
HIV knowledge, knowledge of MTCT and HIV non-discriminatory attitudes, of which
the responses were all binary (yes or no). Comprehensive HIV knowledge and HIV non-
discriminatory attitude variables were generated by collating responses to some questions
in the LDHS data. Comprehensive knowledge referred to knowing that HIV infection can
be prevented by using condoms during sexual intercourse and having just one uninfected
faithful partner, comprehending that a healthy-looking person can have HIV, and rejecting
the most common fallacies about HIV transmission, which in Lesotho are that a person can
become infected when sharing food with an HIV-infected individual and by mosquitoes.
Knowledge of MTCT was assessed by whether the respondent knew that mother-to-child
HIV transmission can occur during pregnancy, delivery, and by breastfeeding. The history of
pregnancy and gender-based violence variables were also added, and individuals were asked
if they had ever been pregnant (yes or no), or had ever experienced gender-based violence
(yes or no). There was no direct question on gender-based violence, but some questions
referring to the latter were used to generate the variable. The pooled questions were closely
related to gender-based violence and are “Beating justified if wife goes out without telling
husband”, “Beating justified if wife neglects the children”, “Beating justified if wife argues
with husband”, “Beating justified if wife refuses to have sex with husband”, “Beating justified
if wife burns the food”. Response to these questions was binary (yes or no).

2.3. Data Collection and Analysis

This is a quantitative secondary data analysis study; we utilized Lesotho DHS data
from 2004, 2009, and 2014 to analyze trends in HIV testing. The latest 2014 survey data set
was used to determine factors associated with HIV testing.

Descriptive statistics were applied in quantifying trends in HIV testing using the three
successive LDHS data sets. The relationship between HIV testing and predictor variables
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was computed and conveyed as categorical variables, with results given in percentages.
Predictor variables comprised age in years, employment, marital status, level of education,
place of residence, wealth index, lifetime number of sexual partners, condom use at last
sexual intercourse, had an STI, comprehensive HIV knowledge, knowledge of MTCT, non-
discriminatory attitudes, pregnancy history, and gender-based violence. In determining
factors associated with HIV testing, we used univariate/bivariate analysis and multivari-
able logistic regression model. Using manual backward elimination with a p-value < 0.1,
independent variables were selected into the multivariable model following univariate
analysis of each independent variable against HIV testing outcome. p-value < 0.05 was used
for the final multivariable logistic regression model. Results were presented as crude odds
ratios (OR) and adjusted odds ratios (aOR), with corresponding 95% confidence intervals
(CI) and p-values. A complete case analysis was performed where cases with missing
data on any variables in the multivariable model were omitted from the analysis. No
imputation was done, and it was assumed that data were missing completely at random.
The primary statistical software for data analysis was STATA version 14, and Microsoft
Excel was utilized in creating graphics.

3. Results
3.1. Patterns in the Trend of HIV Testing from 2004 to 2014

Using Lesotho DHS data from 2004, 2009 and 2014, we investigated trends of HIV testing
among AGYW. Overall, a remarkable increase in HIV testing uptake was observed from
2004 to 2014—12% in 2004, 62.2% in 2009, to 72.5% in 2014. It was highest among AGYW aged
20 to 24 years—18.7 % in 2004, 80.2% in 2009, to 88.3% in 2014. HIV testing among AGYW
aged 15 to 19 years remained low and slightly increased over the period—6.2% in 2004, 46.3%
in 2009, to 57.9% in 2014. For both age groups, the pattern indicates an abrupt increase in HIV
testing from 2004 to 2009, followed by small increase from 2009 to 2014. (Figure 1).
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Figure 1. Trends in HIV testing among AGYW in Lesotho, 2004 to 2014, by age group.

3.2. Socio-Demographic Characteristics of Participants Using 2014 LDHS

There were 2842 AGYW participants from the Lesotho Demographic Survey conducted
in 2014, with most aged between 15–19 years (52.1%), residing in urban areas (66.7%), single
or never married (62.2%), and having reached higher than secondary education (52.1%). In
terms of wealth index, there was an almost equal distribution between the rich and poor,
with about half being either in the middle or poorer or poorest (52.3%). More than a quarter
were employed (27.1%). (Table 1).
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Table 1. Socio-demographic characteristics of AGYW using Lesotho 2014 DHS.

Socio-Demographic
Characteristics Classification Number of Subjects

(n)
Proportion in Percentage

(%)
95% Confidence

Interval

Age in Years 15–19
20–24

1542
1300

52.1
47.9

49.8–54.3
45.7–50.2

Employment in the last
12 months

No
Yes

2184
658

72.9
27.1

70.7–74.9
25.1–29.3

Highest level education

No education
Primary

Secondary
Higher

4
832

1890
116

0.1
27.7
67

52.1

0.0–0.3
25.5–30.1
64.4–69.4

4.0–6.8

Marital status
Never in union

Currently in union
Formerly in union

1772
984
86

62.2
34.6
3.2

59.6–64.7
32.1–37.2

2.6–4.1

Place of Residence Urban
Rural

1948
894

66.7
33.3

30.5–36.4
63.6–69.5

Wealth Index

Poorest
Poorer
Middle
Richer
Richest

517
514
609
633
569

15.3
16.7
20.3
24.5
23.1

13.3–17.6
14.7–18.9
18.4–22.5
21.9–29.4
20.3–26.1

3.3. Factors Associated with HIV Testing among AGYW in Lesotho in 2014
3.3.1. Socio-Demographic Factors

Older age (20–24 years) and being married were significantly associated with HIV
testing. The odds of HIV testing were 5.5 times higher among the 20–24-year-old AGYW
compared to the 15–19-year-old AGYW (88.3% vs. 57.9%, OR 5.47, 95% CI 4.26 to 7.02,
p < 0.001). The difference remained statistically significant after adjusting for confounders
(aOR 2.15, 95% CI 1.61 to 2.87, p < 0.001). Regarding marital status, the odds of test-
ing for HIV were higher among AGYW in union than those who were never in union
(94.4% vs. 59.1%, OR 11.58, 95%CI 8.36 to 16.04, p < 0.001). This remained statistically
significant in the multivariable model (aOR 3.21, 95%CI 2.25 to 4.58, p < 0.001). Participants
who were formerly married or in union had higher odds of HIV testing than those who
were never married or in union (96.6% vs. 59.1%, OR 19.57, 95% CI 5.21 to 73.54, p < 0.001).
However, the association became non-significant after adjusting for potential confounders
(aOR 2.70, 95% CI 0.66 to 11.10, p = 0.168). We found no significant association between
level of education and HIV testing. Employment status was statistically significant on
univariate analysis; however, that changed following adjustment for confounders (aOR
0.86, 95% CI 0.50 to 1.49, p = 0.598). The odds of HIV testing were 1.8 times higher for the
employed AGYW (80.6% vs. 69.5%, OR 1.83, 95%CI 1.36 to 2.46, p < 0.001) compared to the
unemployed AGYW. (Table 2).
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Table 2. Factors associated with HIV testing among adolescent girls and young women participants
of the Lesotho 2014 DHS.

Variables ClassificationNumber of
Participants

HIV
Tested (%) OR (95% CI) p-Values aOR (95% CI) p-

Values

Model Univariate Analysis Multivariable Analysis

Socio-Demographic
Characteristics

Age in Years 15–19
20–24

1542
1300

57.9
88.3

Ref
5.47 (4.26–7.02) 0.000 2.15 (1.61–2.87) 0.000

Employment in the
last 12 months

No
Yes

2184
658

69.5
80.6

Ref
1.83 (1.36–2.46) 0.000 0.86 (0.50–1.49) 0.598

Highest level
of education

No educa-
tion

Primary
Sec-

ondary
Higher

4
832

1890
116

54.5
70.5
73.1
75.4

Ref
1.99 (0.27–14.96)
2.27 (0.30–17.06)
2.55 (0.32–20.24)

0.501
0.425
0.374

Marital status

Never in
union

Currently
in union
Formerly
in union

1772
984
86

59.1
94.4
96.6

Ref
11.58 (8.36–16.04)
19.57 (5.21–73.54)

0.000
0.000

3.21 (2.25–4.58)
2.70 (0.66–11.10)

0.000
0.168

Place of Residence Urban
Rural

894
1948

70.2
73.6

Ref
1.18 (0.92–1.51) 0.182

Wealth Index

Poorest
Poorer
Middle
Richer
Richest

517
514
609
633
569

71.4
76.8
76.3
71.3
68

Ref
1.33 (0.95–1.86)
1.30 (0.95–1.77)
1.00 (0.71–1.40)
0.85 (0.62–1.17)

0.097
0.103
0.995
0.327

Risky sexual behaviour

Lifetime number of
sexual partners

1
2

3 or more

908
524
493

81.6
86.1
90.5

Ref
1.40 (0.98–2.00)
2.14 (1.32–3.47)

0.064
0.002

1.03 (0.64–1.68)
1.15 (0.67–1.97)

0.891
0.613

Condom use at last
sexual intercourse

No
Yes

745
894

89.7
90.5

Ref
0.57 (0.39–0.84) 0.005 1.20 (0.70–2.08) 0.508

Had an STI No
Yes

1884
34

85.3
89

Ref
1.40 (0.35–5.71) 0.634

Knowledge about HIV
Comprehensive
HIV knowledge

No
Yes

1246
799

69.6
77.6

Ref
1.51 (1.25–1.82) 0.000 0.96 (0.62–1.49) 0.845

Knowledge of MTCT No
Yes

780
1265

63.5
79.6

Ref
2.24 (1.84–2.74) 0.000 1.53 (1.21–1.94) 0.000

HIV
non-discriminatory

attitudes

No
Yes

364
1681

56.9
76.8

Ref
2.50 (2.00–3.13) 0.000 2.50 (1.87–3.34) 0.000

Pregnancy

Ever been pregnant No
Yes

1012
1033

57.6
97.6

Ref
29.4 (19.04–45.46) 0.000 11.53 (7.46–17.84) 0.000

Gender-Based Violence (GBV)

Ever experienced GBV No
Yes

1201
844

74.2
70

Ref
0.81 (0.67–0.98) 0.033 1.11 (0.73–1.68) 0.640

STI, Sexually Transmitted Disease; MTCT, Mother-To-Child-Transmission of HIV; GBV, Gender-Based Violence;
OR Odds Ratio; aOR, adjusted Odds Ratio.

3.3.2. Risky Sexual Behaviour

Study participants who had had two lifetime sexual partners had higher odds of HIV
testing than those who had had one lifetime sexual partner (86.1% vs. 81.6%, OR 1.89, 95%
CI: 1.20 to 2.98, p = 0.003). The association was no longer significant following adjustment
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for potential confounders (aOR 1.03, 95%CI 0.64 to 1.68, p = 0.891). AGYW who had had
three or more lifetime sexual partners had greater odds to test for HIV than those with one
lifetime sexual partner (90.5% vs. 81.6%, OR 2.14, 95%CI 1.32 to 3.47, p = 0.002); however,
the association was no longer significant in the multivariable model (aOR 1.15, 95% CI
0.67 to 1.97, p = 0.613). The odds of testing for HIV by subjects that used condoms during
last sexual intercourse reduced by 43% compared to those who did not use condom at
their last sexual intercourse (90.5% vs. 89.7%, OR 0.57, 95%CI 0.39 to 0.84, p = 0.005); this
association was also not significant after adjusting for confounding (aOR 1.20, 95% 0.70 to
2.08, p = 0.508). Having an STI or STI symptoms was not significantly associated with HIV
testing. (Table 2).

3.3.3. Knowledge about HIV

AGYW with comprehensive HIV knowledge had 1.5 times higher odds of testing for
HIV than those without (77.6% vs. 69.6%, OR 1.51, 95%CI 1.25 to 1.82, p < 0.001); however,
the association was no longer significant after adjusting for potential confounders (aOR
0.96, 95% CI 0.62 to 1.49, p = 0.845). AGYW who were knowledgeable about mother-to-
child transmission of HIV (MTCT) had greater odds of HIV testing than those who did not
(79.6% vs. 63.5%, OR 2.24, 95%CI 1.84–2.74, p < 0.001); the results remained significant after
adjusting for potential confounders (aOR: 1.53, 95%CI: 1.21 to 1.94, p < 0.001). Among the
participants, those who had non-discriminatory attitudes towards people living with HIV had
higher odds of HIV testing than those who had discriminatory attitudes (76.8% vs. 56.9%, OR
2.50, 95%CI 2.00 to 3.13, p < 0.001). Following adjustment for possible confounders, the results
remained significant (aOR 2.50, 95%CI 1.87 to 3.34, p < 0.001) (Table 2).

3.3.4. Pregnancy and Gender-Based Violence

The odds of testing for HIV by those with history of pregnancy were 29 times higher
than those without history of pregnancy (97.6% vs. 57.6%, OR 29.4, 95%CI 19.04 to 45.46,
p < 0.001). The findings remained significant after adjusted analysis (aOR 11.53, 95%CI
7.46 to 17.84, p < 0.001). Participants who justified gender-based violence had reduced
odds for testing for HIV than those who did not (70% vs. 74.2%, OR 0.81, 95%CI 0.67 to
0.98, p = 0.033). After adjusting for possible confounders, the association was no longer
significant (aOR 1.11, 95% CI 0.73 to 1.68, p = 0.640). (Table 2).

4. Discussion

From 2004 to 2014, the prevalence of HIV testing among AGYW in Lesotho increased
by two-thirds. The rate of HIV testing increased by 50.2% over a 5-year period from
2004 and 2009, and by a mere 10.3% for the same period from 2009 to 2014 in our trend
analysis. From 2009 to 2014, the rate of participants who had ever received an HIV test was
very low compared to 2004 to 2009. It is likely that the overall increase in HIV testing was
due to improved public awareness of HIV/AIDS and accessible HTC services. According
to Peralta et al. [15], additional features that may improve HIV testing among youth include
free HIV tests, rapid HIV tests, and convenient or accessible HTC services. Age was
partitioned in five years age groups (15–19 and 20–24 years), and we observed that over a
period of 10 years from 2004 to 2014, the uptake HIV testing increased by 51.7% amongst
the 15–19 years old and 69.6% for the 20–24 years old. Progress was perceived across all age
groups, but the proportion of participants who had ever received an HIV test was greater
among AGYW aged 20–24 years. Generally, older youths are more educated than younger
youths, and education has a remarkable impact on people’s health because it empowers
individuals to make healthier choices. Individuals with more years of education are likely
to have better health and well-being, and tend to practice healthier behaviours [16]. The
rationale behind lower rates of HIV testing among younger AGYW might thus be a lower
level of education.

In 2014, the proportion of those who had ever had HIV testing for adolescent girls
(15–19 years) and young women (20–24 years) was 57.9% and 88.3%, respectively. This
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observation indicates inadequate uptake of HIV testing among AGYW, especially of the
age group 15–19 years. UNAIDS indicated that in sub-Saharan Africa, six in seven new
HIV infections among adolescents aged between 15–19 years are girls [2]; therefore, this
inadequate testing is problematic given the HIV infection rate among adolescent girls.
Several studies on HIV testing uptake by AGYW were carried out, and many revealed
that older youth (20–24 years) have higher odds of HIV testing compared to younger ones
(15–19 years). A Zimbabwean study showed that 47.9% of the AGYW aged 15–19 years
tested for HIV, compared to 84.8% aged between 20–24 years [17]. Asaolu et al. [18] report
that in a study performed among Tanzanian students, HIV testing for students 18 years and
older was higher (48.5%) compared to those younger than 18 years (24.4%). These findings
were also similar to a study in South Africa, which explored correlates of HIV testing among
youth aged 15–24 years, which found that the proportion of those ever tested for HIV was
23.2% and 37.9% for age groups 15–19 years and 20–24 years, respectively. Previous studies
implied lack of youth-friendly sexual and reproductive health services, societal barriers
and restrictive laws and policies contributed to less uptake of HIV testing, in particular the
younger youth [7,18,19]. However, there has been some development regarding restrictive
laws and policies. Certain countries, including Lesotho and South Africa, have enacted less
restrictive laws, under which an adolescent from 12 years is permitted to obtain HIV test
without parental consent [7,18].

In the multivariable model predicting ever having an HIV test, various covariates
were significant, suggesting large discrepancies in testing behaviour. These included older
age, marital status (currently in a union), knowledge of MTCT, HIV non-discriminatory
attitudes, and pregnancy. AGYW who were involved or with a sexual partner at the time
of survey were more likely to test for HIV than respondents who were never in union.
Prior research has similarly examined factors associated with HIV testing among AGYW,
and has described living with a man as influencing testing behaviour [20]. One of the
reputable findings is that cohabiting or married partners seldom use condoms, and that
women in union, especially in patriarchal society, are at higher risk of STIs, including
HIV, because of their inability to negotiate for safe sex [21,22]. Therefore, the high HIV
testing rate among those in union might be attributable to frequent visitation to healthcare
facilities for STI treatment, during which HIV testing may be suggested by healthcare
providers. MTCT knowledge was associated with increased HIV testing. A lower HIV
testing rate was identified among AGYW who lacked knowledge on MTCT. MTCT is
typically linked to pregnancy, and since this study focused on young women, it is highly
probable that they had been previously pregnant and enrolled on a PMTCT programme.
The outstanding correlate of having been tested for HIV among AGYW was history of
pregnancy, with the odds of testing for HIV among those who had ever been pregnant
11.5 times higher than those with no history of pregnancy. PMTCT was initiated in Lesotho
in 2007, and HIV testing is mandatory for pregnant women to reduce the risk of vertical
transmission [23]. The heightened prevalence of HIV testing among those with history
of pregnancy we found could be explained by compulsory HIV testing among pregnant
women. The study found that 97.6% of AGYW with history of pregnancy had tested for
HIV. Other comparable studies revealed that history of pregnancy is highly associated with
HIV testing [17,20,24]. HIV non-discriminatory attitude was also positively linked to HIV
testing. Respondents without discriminatory behaviour towards PLHIV are more likely to
contract HIV test than the discriminatory ones. The justification could possibly be that they
possess comprehensive knowledge on HIV/AIDS and have no fear of stigma. Famoroti
et al. [25] identified that lack of knowledge on HIV/AIDS is associated with stigmatization
of PLHIV. Therefore, those with discriminatory attitudes are afraid of being stigmatized,
and therefore are less likely to test for HIV.

Furthermore, the study acknowledges several other factors analyzed which appeared
non-significant after adjusting for potential confounders. These factors include employ-
ment, education, marital status (formerly in a union), 3 or more lifetime sexual partners,
condom use at last sexual intercourse, comprehensive HIV knowledge, and history of
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gender-based violence. In contrast, Pachena et al. [17] found comprehensive HIV knowl-
edge and having 3 or more lifetime number of sexual partners to be significantly associated
with HIV testing.

This study is a secondary data analysis of DHS data, and therefore prone to reporting
and recall biases which may result in underestimation or overestimation of HIV testing
outcome. This is because most of the questions required retrospective data, and due to the
sensitivity of the topic, reporting biases are highly likely. Moreover, there were missing
data in numerous variables. For instance, variables such as gender-based violence and
comprehensive knowledge were omitted, with scattered responses that required cautious
interpretation and summarization. Although the DHS data have limitations, they also have
strengths. The study used three LDHS data sets, of which the samples were representative
of the population. Samples were large with high response rates. Another added strength is
that this secondary analysis was adjusted using survey weights.

5. Conclusions

Overall, the uptake of HIV testing increased among AGYW in Lesotho from 2004 to
2014. However, the HIV testing rate among younger women (15–19 years) was very low. To
achieve the UNAIDS goal of 95–95–95 testing and treatment targets by 2030, the utilization
of HTC services needs to be scaled up. Public health strategies to surpass the current testing
rate are urgently needed in Lesotho. Younger adolescents showed a trend of poor HIV
testing uptake; therefore, we recommend more focus on this age group. Education and
women empowerment at a tender age may play a crucial role in increasing the utilization
of HTC services by AGYW. Education and campaign strategies should be aimed at females
and their partners to enable sustainable support. Additionally, there is a necessity for
qualitative research that assesses barriers to HIV testing uptake among adolescent girls
aged 15 to 19 years old.
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