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Abstract 

Background While health risk behaviours are likely to co-occur, there is dearth of studies exploring the clustering of 
cervical cancer and HPV infection risk factors among adolescents. This study aimed to determine: 1) the prevalence 
of modifiable risk factors for cervical cancer and HPV infection, 2) the clustering of modifiable risk factors for cervical 
cancer and HPV infection, and 3) factors associated with the identified clusters.

Methods Female students (aged 16–24 years, N = 2400) recruited from 17 randomly selected senior high schools in 
the Ashanti Region, Ghana completed a questionnaire assessing modifiable risk factors for cervical cancer and HPV 
infection including sexual experience, early sexual intercourse (< 18 years), unprotected sex, smoking, sexually trans-
mitted infections (STIs); multiple sexual partners (MSP) and smoking. Latent class analysis explored separate classes 
of students according to their risk factor profiles for cervical cancer and HPV infection. Latent class regression analysis 
explored factors associated with latent class memberships.

Results Approximately one in three students (34%, 95%CI: 32%-36%) reported exposure to at least one risk factor. 
Two separate classes emerged: high-risk and low-risk (cervical cancer: 24% and 76% of students, respectively; HPV 
infection: 26% and 74% of students, respectively). Compared to participants in the low-risk classes i) the cervical can-
cer high-risk class were more likely to report exposure to oral contraceptives; early sexual intercourse (< 18 years); STIs; 
MSP and smoking; and ii) the HPV infection high risk class were more likely to report exposure to sexual intercourse; 
unprotected sex and MSP. Participants with higher risk factor knowledge had significantly higher odds of belonging to 
cervical cancer and HPV infection high-risk classes. Participants with greater perceived susceptibility to cervical cancer 
and HPV infection were more likely to belong to the high-risk HPV infection class. Sociodemographic characteristics 
and greater perceived seriousness about cervical cancer and HPV infection had significantly lower odds of belonging 
to both high-risk classes.

Conclusions The co-occurrence of cervical cancer and HPV infection risk factors suggests that a single school-based 
multi-component risk reduction intervention could concurrently target multiple risk behaviours. However, students in 
the high risk class may benefit from more complex risk reduction interventions.
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Background
Cervical cancer incidence and mortality are increasing in 
sub-Saharan African countries such as Ghana. Approxi-
mately 70% of these cases are caused by potentially modi-
fiable sexual and non-sexual behavioural risk factors [1]. 
Sexual behaviour factors include early age at first sexual 
intercourse (< 18 years), multiple sexual partners, sexually 
transmitted infections (i.e., Human immunodeficiency 
virus (HIV) and Human Papillomavirus (HPV), and non-
sexual behavioural factors include tobacco smoking and 
long-term oral contraceptive usage (more than five years) 
[1]. Sexual behavioural factors are likely to increase sus-
ceptibility to and acquisition of HPV infections [2]. In 
Ghana, approximately half of all cervical cancer cases are 
attributed to HPV types 16/18 [1, 3, 4]. The highest prev-
alence (41.7%) of high risk HPV infection (including HPV 
type 16) is among women younger than 25 years [3].

Given that health risk behaviours often co-occur or 
tend to cluster together within populations, their syner-
gistic effect may increase the risk of disease or mortal-
ity compared to single risk factors [5]. Exploring clusters 
of risk behaviours through techniques such as latent 
class analysis allows groups of individuals exhibiting 
similar behaviours, the size of the groups and the char-
acteristics associated with the groups to be identified. 
There is a growing body of evidence of the clustering of 
health behavioural risk factors for various health condi-
tions across countries, and the characteristics of identi-
fied groups, among adolescents. Cancer risk behaviours 
(tobacco use, physical inactivity, unhealthy diet, alcohol 
binge drinking, and overweight/obesity) were reported 
to cluster among college students in America by race 
and ethnicity [6]. In Brazil, physical inactivity, excessive 
alcohol consumption, smoking, sedentary behaviour and 
unhealthy diet clustered for non-communicable diseases; 
and girls, older adolescents and people from low socio-
economic status were more likely to belong to high risk 
groups [7].

Adolescence and young adulthood are critical periods 
in the life course for developing health behaviour pat-
terns that have implications later in life [8]. More than 
40% of school-age adolescents in Ghana are sexually 
experienced [9–11] and median age of first sexual inter-
course among high school students is 15  years [12, 13]. 
In Ghana, females are five times more likely than males 
to initiate sex early [13]. While studies have provided 
separate prevalence estimates of other risky behaviours 
including having unprotected sex (> 60%) [9, 11], multiple 

sexual partners (> 30%) [10, 11], and smoking (> 6%) [3, 
12, 14] alone, the evidence for school girls is limited.

According to the Health Belief Model, knowledge, 
beliefs and perceptions about a disease are likely to influ-
ence health behaviours including risky behaviours about 
cervical cancer and HPV infection [15]. Previous studies 
have reported conflicting association between knowl-
egde and perceptions, and risky behaviours for cervical 
cancer and HPV infection among adolescent girls and 
young women. While sexually active adolescents and 
young women in South African communities and tertiary 
institutions perceived themselves at high risk of cervi-
cal cancer [16], female students with increased sexual 
risk behaviours perceived themselves a low level of risk 
in America [17, 18]. Denny and collegues also reported 
that female students in America who perceived cervical 
cancer and HPV infection as less severe were engaged in 
high-risk behaviours [17]. In Nigeria, women with mul-
tiple sexual partners are less likely to have good knowl-
edge about cervical cancer [19]. Although these studies 
provide evidence to support the knowledge-perception-
behaviour gap, they had methodological shortcomings 
including small sample sizes (between 122 and 200) and 
use of convience sampling techniques [16–18]. They 
also assessed a limited range of cervical cancer and HPV 
infection risk factors.

To the authors’ knowledge, no study has examined 
the clustering of comprehensive cervical cancer and 
HPV infection risk factors, and associated demograph-
ics, perceptions and knowledge of the disease among 
adolescents in Ghana. Understanding whether, how and 
which risk factors cluster together has several applica-
tions in health promotion. These include: i) identify-
ing subgroups within the population with a higher risk 
of disease, greater risk for future disease conditions or 
death due to engaging in multiple health risk behaviours; 
ii) targeting different groups according to their specific 
characteristics, and relationships within contexts; iii) tai-
loring, designing and implementing health promotion 
strategies to particular settings and iv) avoiding overlaps 
between various health promotion programmes targeted 
at disease prevention implemented in the same context 
[20, 21]. Furthermore, understanding perceptions and 
knowledge about cervical cancer and HPV infection are 
important for behavioural changes leading to engage-
ment in health-promoting activities such as reducing 
risk exposure, participating in screening and vaccination 
[15, 22].
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Given the gap in evidence, we examined among female 
senior high school students in Ghana a) the prevalence of 
a range of modifiable risk factors for cervical cancer and 
HPV infection; and b) the clustering of modifiable risk 
factors for i) cervical cancer and ii) HPV infection; and 
c) explored the factors (i.e., participant characteristics, 
perceived susceptibility to and seriousness of, and knowl-
edge about cervical cancer and HPV infection) associated 
with the identified risk clusters.

Methods
Study design, setting and period
This cross-sectional study was conducted in public senior 
high schools recognised by the Ghana Education Service 
(GES) in the Ashanti Region between February-July 2021. 
The Ashanti region has the second-highest population of 
Ghanaians and the highest number of senior high schools 
in Ghana [23]. Public schools admit the highest number 
of students in Ghana [23].

Participants
Criteria for inclusion of schools and students
Schools were recruited if they were mixed and single-sex 
(all girls) public senior high schools (SHS). Students were 
eligible if they were: female, 16 years and older, and could 
provide parent/guardian consent.

Sampling
A two-stage sampling process was performed. Cluster 
sampling was used to randomly select eligible schools 
from 122 public institutions for the first stage. In the sec-
ond stage, quota sampling was used to recruit eligible 
students from selected schools.

Sample size
A sample of 17 schools with an average of 71 eligible stu-
dent participants per school would enable estimation of 
the proportion of students with a risk factor (assumed 
to be 50%) with a margin of error of 6%. This calculation 
assumes an effective sample size of 260 students, resulting 
from a design effect of 4.55 and an intra-class correlation 
of 0.05. Allowing for a conservative 50% response rate, an 
average of 141 consenting students per school was esti-
mated to give a final sample size of 2400 participants.

Procedure
Recruitment of schools
Prior to the recruitment of schools, an arbitrary 
horizontal line was used to divide the region into 

northern and southern sectors to ensure adequate rep-
resentation of students in the region (see Supplementary 
(S) Figure S1). Schools were further stratified by location 
[(District (95,000 > x > 75,000 inhabitants) or Municipal 
(250,000 > x > 95,000 inhabitants)/Metropolitan (> 250,000 
inhabitants)]. This process resulted in 4 strata: north Dis-
trict, north Municipal/Metropolitan, south District, and 
south Municipal/Metropolitan schools.

An independent statistician automatically generated 
and assigned a random number using a Microsoft Excel 
spreadsheet to each school in the strata. The generated 
random number was sorted from smallest to biggest, and 
the first four schools from each stratum were selected 
(n = 16 schools). For the seventeenth school to be cho-
sen, one of the four strata was chosen randomly, and a 
fifth school was selected from the stratum. The seventeen 
included schools consisted of two single-sex girls’ schools 
and fifteen co-education schools.

Permission to approach schools about the study was 
sought from the District Directorates of the eligible 
schools. Information about the study was provided to the 
heads of the school, and written consent for the school 
to participate in the study was obtained. The first four 
schools from the randomly generated list in each stratum 
were approached and invited to participate by members 
of the research team. If a school declined to participate 
in the study, the next school was approached and invited 
until the total number of consenting schools (n = 17) was 
achieved.

Recruitment of students
Trained local research assistants verbally informed stu-
dents at consenting schools about the study during the 
schools’ general assembly. Eligible students were invited 
to visit the school’s study-designated classroom during 
their break periods. Following Public Health orders in 
response to the COVID-19 pandemic, tables and chairs 
in the designated classroom were arranged 1.5  m apart 
and masks, sanitiser and pens were provided to students 
to maintain their health and safety. Students who came 
to the designated classroom were invited to complete 
an anonymous pen-and-paper survey assessing sociode-
mographic characteristics, behavioural risk factors for 
cervical cancer and HPV infection, knowledge and per-
ceptions about cervical cancer (see Measures).

Verbal and written statements were made clear to stu-
dents that by completing the survey they were provid-
ing consent to participate in the study. Students were 
also  made aware that their decision to participate was 
completely voluntary and that their responses were anon-
ymous; they were allowed to withdraw from the survey 
at any time and skip any question they did not wish to 
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answer. To ensure students’ confidentiality and privacy, 
they were asked to put completed surveys in a sealed 
envelope and place them in allocated boxes at the front 
of the room. Neither heads of schools nor teachers knew 
which students completed the survey. For students under 
18 years, written parental/guardian consent was obtained 
before surveys were conducted. Recruitment continued 
in all 17 schools until the targeted number of at least 141 
students per school was achieved.

Measures
A study-specific survey was developed based on a review 
of qualitative and quantitative studies about cervical 
cancer knowledge beliefs and attitudes, and a youth risk 
behaviour surveillance system (YRBSS) questionnaire 
[22, 24–27]. Input was obtained from health behaviour 
scientists (n = 4), epidemiologists (n = 2), and healthcare 
providers including nurses (n = 2), doctors (n = 2) and 
psychologists (n = 2) to ensure face and content validity. 
The survey was piloted in two phases among 100 students 
in a public senior high school in the Ashanti Region. The 
first phase tested all the survey steps including adminis-
tration, data entry and analysis. In the second phase, 20 
students were purposively sampled, and semi-structured 
telephone interviews were conducted by the lead author 
(AGA) to seek feedback about the survey and explore 
their perceptions and beliefs about cervical cancer and 
HPV infection.

Based on the results of the pilot study and further 
review by behavioural scientists and healthcare experts, 
changes were made to the survey including adding of 
new items, deletion of redundant or duplicate items, sim-
plifying complex items, re-ordering items, and revising 
response options. The psychometric performance of the 
scale was evaluated [28]. Inter-item, and item-total cor-
relations indicated that item efficiency was good, with 
a good correlation among all items (r = 0.2 to 0.7) [29]. 
Item-by-item frequency distribution showed a good 
spread, and internal consistency reliability values were 
acceptable (Cronbach’s alpha: 0.60 to 0.82) [29]. The final 
outcome measure comprised the following components 
(see S2 for full details):

Outcomes
Cervical cancer behavioural risk factors were assessed 
using a single standardised item for each risk factor 
from the YRBSS questionnaire [24], which demonstrated 
good reliability [30] including i) Age of first sexual debut; 
response options were “16 years or younger/17 years or 
older/Prefer not to answer” ii) Number of sexual part-
ners; response options included “I have never had sex-
ual intercourse before/one/ two or more/ prefer not to 
answer” iii) Sexually transmitted infections; response 

options were “Yes/No/prefer not to answer” iv) Oral con-
traceptives use; response options were “I have never had 
sexual intercourse before/Yes/No/Prefer not to answer” 
v) Smoking; response options were “Yes/No”.

HPV infection risk factors were assessed using a single 
standardised item from the YRBSS questionnaire [24] 
including i) Sexual intercourse; response options were 
“Yes/No/Prefer not to answer” ii) Unprotected sexual 
intercourse; response options were “I have never had sex-
ual intercourse before/Yes/No/Prefer not to answer” iii) 
Multiple sexual partners: as described above.

Covariates
The following factors which have been consistently iden-
tified in the literature as determinants for behaviour were 
assessed. Participants’ characteristics: One item assessed 
age; ethnicity (Akan/Northerner/Ewe and Guans/
Ga-Adangbe/other); religion (Christian/Islam/other); 
relationship status (single/dating/other); living arrange-
ments (both parents/one parent/grandparent(s)/guard-
ian/ Friend(s)/on my own); Mother/female guardian and 
father/male guardian employment status (employed/
unemployed).

Cervical cancer and HPV infection risk factor knowledge 
were assessed using 12 items. Participants were asked to 
indicate whether a particular item was associated with 
cervical cancer or not. There were six correct statements 
(e.g., smoking cigarettes, having sex before 18  years of 
age) and six incorrect statements (e.g., spiritual forces, 
having one or more abortions). Response options were 
“Yes/No” or “True/False”. The Cronbach alpha was 0.76, 
indicating adequate internal consistency. The number 
of correct responses was calculated, resulting in a score 
ranging from 0 to 12. A higher score represented a higher 
level of knowledge.

Knowledge about primary prevention of cervical can-
cer and HPV infection was assessed using five items. 
Participants were asked to indicate whether a particular 
item was a primary prevention strategy. There were three 
correct statements (e.g., getting vaccinated with HPV 
vaccines) and two incorrect statements (e.g., praying to 
God). Response options were True/False. The Cronbach 
alpha was 0.60, indicating acceptable internal consist-
ency. The number of correct responses was calculated, 
resulting in a score ranging from 0 to 5. A higher score 
represented a higher level of knowledge.

Perceived susceptibility to cervical cancer and HPV 
infection was assessed using six items (four on cervical 
cancer and two on HPV infection). Participants were 
asked to rate their likelihood of getting cervical can-
cer and HPV infection on a 5-point Likert scale (1-Very 
unlikely to 5-Very likely). For example, “How likely are 
you to develop cervical cancer?”. The Cronbach alpha 
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was 0.60, indicating acceptable internal consistency. 
Weighted composite scores were estimated using the 
partial credit model [31] with higher scores indicating 
higher perceptions of susceptibility.

Perceived seriousness of cervical cancer and HPV infec-
tion was assessed using eleven items (four items on 
HPV infection and seven items on cervical cancer). Par-
ticipants were asked to rate their feelings about cervi-
cal cancer and HPV infection and whether they could 
cause death and affect their closest relationship and life 
span on a 5-point Likert scale (1-Strongly disagree to 
5-Strongly agree). For example, “Getting cervical cancer 
would reduce the number of years I live”. The Cronbach 
alpha was 0.82, indicating a good internal consistency. 
Weighted composite scores were estimated using the 
partial credit model [31] with higher scores indicating 
higher perceptions of seriousness.

Data analysis
Data were analysed using Stata statistical software ver-
sion 16.1 (StataCorp, College Station, Tx). Participant 
characteristics and prevalence of risk factors were sum-
marized as frequencies and percentages. Perceptions and 
knowledge were described as means and standard devia-
tions. Due to small cell counts and the interpretability of 
findings, the response categories of some covariates were 
combined, including relationship status (single/dating 
and other); living arrangements (at least a parent/with 
no parent). Level of significance and confidence intervals 
(CI) were set at 5% and 95%, respectively.

The prevalence of cervical cancer risk factors was cal-
culated for each participant, including having: used oral 
contraceptives to prevent pregnancy; had sexual inter-
course before 18  years; had multiple sexual partners at 
any given time; tested positive for STI before and smoked 
before. The prevalence for HPV infection risk factors was 
also calculated for each participant, including having had 
sexual intercourse before, multiple sexual partners and 
unprotected sex.

Latent class analysis (LCA) was used to identify classes 
of risk factors for a) cervical cancer and b) HPV infection. 
LCA is a statistical tool used to identify homogeneous, 
mutually exclusive classes (or clusters) within a het-
erogeneous population using categorical variables [32]. 
Latent class models were fitted starting with four classes 
and then reducing the number of classes for each subse-
quent model. The goodness of fit and interpretability of 
the clusters were used to decide the optimal number of 
classes. The optimal number of classes was determined 
using the principle of parsimony and information crite-
ria, including the Bayesian and Akaike Information Crite-
rion (BIC and AIC). The LCA model was fit over a range 
of class numbers; BIC and AIC were generated for each 

(with lower BIC and AIC suggesting better goodness of 
fit) [33]. Descriptive statistics (conditional probabilities 
and proportions) were computed to explore the patterns 
of risk factors in each class membership [34]. The classes 
were given a descriptive name based on the proportions 
and probabilities of risk factors.

Latent class regression analysis was used to examine 
the association between covariates (i.e., participant char-
acteristics, perceived susceptibility to and seriousness of 
and knowledge about cervical cancer and HPV infection) 
and identified class membership. This model permits the 
inclusion of covariates to predict individuals’ latent class 
membership [35]. Pearson correlation was used to test 
for multicollinearity for all continuous variables.

Results
Participants’ characteristics
All 17 schools approached agreed to participate (100% 
consent rate). As shown in Table 1, the mean age of the 
student participants was 17, and the majority were board-
ers (76%). Over 70% of participants were Akans, and 60% 
lived with their parents. More than 90% were Christians, 
and 70% were single.

Knowledge and perception of cervical cancer and HPV 
infection
As shown in Table  2, the mean risk factor and primary 
prevention knowledge scores were 5.73 (SD = 1.42) and 
3.29 (SD = 1.41), respectively. The unweighted mean 
perceived susceptibility to and seriousness of cervical 
cancer and HPV infection score were 16.84 (SD = 4.09) 
and 39.07 (SD = 7.73) respectively. Perceived suscepti-
bility included participants’ perceptions about the likeli-
hood of developing cervical cancer and HPV infection in 
their life, whether their sexual activities and family back-
ground could lead them to get cervical cancer and HPV 
infection. Perceived seriousness included beliefs about 
whether cervical cancer and HPV infection would affect 
their relationships, school and cause death.

Prevalence of self‑reported modifiable risk factors 
for cervical cancer and HPV infection
As seen in Table 3, the most prevalent risk factors for cer-
vical cancer were sexual intercourse before 18 years (16%, 
95%CI: 14%-17%) and the use of oral contraceptives 
(15%, 95%CI: 14%-17%). For HPV infection, 28% (95%CI: 
27%-30%) of participants reported having had sexual 
intercourse before. However, among those who reported 
having had sexual intercourse, 407(60%) did not use a 
condom, about half (n = 313, 46%) had sex before the age 
of 18, and more than 20% had: Multiple sexual partners 
(n = 156, 23%); had been diagnosed with an STI (n = 21%) 
(not shown in table). More than 30% of participants had 
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been exposed to at least one risk factor for cervical can-
cer and HPV infection.

Classes and patterns of risk factors for cervical cancer 
and HPV infection
Latent classes for models one to four were fitted without 
covariates for cervical cancer risk factors and one to three 
latent classes for HPV infection risk factors. The 2-class 
model was considered the best fit for the data on cervical 
cancer because it had the lowest BIC (7807.983) and AIC 
(7744.367). For HPV infection, the 2-class model was also 
considered the best fit, with a lower BIC (5707.226) and 
AIC (5666.744). The conditional probabilities of each risk 
factor associated with the classes are summaries below 
and shown in Figs. 1 and 2:

Two classes for cervical cancer risk factors were characterised 
as low and high risk
The low cervical cancer risk group comprised of par-
ticipants (76%) with the lowest probability of using oral 
contraceptives to prevent pregnancy, sexual intercourse 
before 18 years, testing positive for STI, having multiple 
sexual partners (two or more) and smoking. Participants 
in the high cervical cancer risk group (24%) had the high-
est probability of all risk factors mentioned above (see 
Fig. 1).

Two classes for HPV infection risk factors were characterised 
as low and high risk
The low HPV infection risk group (74%) consisted of par-
ticipants with the lowest probability of having had; sexual 
intercourse, unprotected sexual intercourse, and multiple 
sexual partners (two or more). Participants in high HPV 
infection risk group (26%) had the highest probability of 
all risk factors mentioned above (see Fig. 2).

Correlates of cervical cancer risk class
Compared to the low cervical cancer risk group, par-
ticipants with higher risk factor knowledge scores had 

Table 1 Participants’ characteristics, N = 2,400

a May not add to 2,400 due to missing data

Variable Na (%)

Age, Mean(SD), 17.32 (1.22)

 16 years 710 (30%)

 17 years 771(32%)

 18 years 559 (23%)

 19 + years 360 (15%)

Ethnicity

 Akan 1,860 (77%)

 Northerners 300 (13%)

 Ewe/Guans 121 (5%)

 Ga-Adangbe/other 115 (5%)

Enrolment status

 Boarders 1,821(76%)

 Non-boarders 560 (24%)

Religion

 Christianity 2,230 (93%)

 Islam 153 (6%)

 Other 13 (1%)

Relationship status

 Single 1,689 (71%)

 Dating 648 (27%)

 Other 56 (2%)

Employment status of mother/female guardian

 Employed 1,833 (77%)

 Unemployed 544 (23%)

Employment status of father/male guardian

 Employed 1,910 (80%)

 Unemployed 485(20%)

Living arrangement

 Both parents 1,442 (60%)

 One parent 560 (23%)

 Grandparent (s) 174 (7%)

 Guardian 124 (5%)

 Friend(s) 44 (2%)

 On my own 51 (3%)

Table 2 Knowledge and perception of cervical cancer and HPV infection

a  Weighted composite score: higher scores represent greater perceptions and beliefs
b  Unweighted composite score: higher scores represent greater perceptions and beliefs

Variable Mean (SD) Min Max

Cervical cancer and HPV infection risk factor knowledge score 5.73 (1.42) 1 11

Primary prevention of cervical cancer and HPV knowledge score 3.29 (1.41) 0 5

Perceived susceptibility to cervical cancer and HPV infection score (6 items) 0.00 (0.78) a

16.84 (4.09)b
-2.16
6

2.58
30

Perceived seriousness of cervical cancer and HPV infection score (11 items) 0.00 (0.91) a

39.07 (7.73)b
-3.13
11

2.62
55
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significantly higher odds of belonging to the high cervi-
cal cancer risk class. On the other hand, those who were 
single, a boarder, and had higher perceived seriousness 
of cervical cancer and HPV infection scores had signifi-
cantly lower odds of belonging to the high cervical cancer 
risk class (see Table 4).

Correlates of HPV infection risk class
Compared to the low HPV infection risk class, partici-
pants with higher perceived susceptibility to cervical 
cancer and HPV infection scores and higher risk fac-
tor knowledge scores had significantly higher odds of 
belonging to the high HPV infection risk cluster. Con-
versely, those who were single, had their mother/female 
guardian employed, lived with at least one parent, and 
had a higher perceived seriousness of cervical cancer and 
HPV infection had significantly lower odds of belonging 
to the high HPV risk class (see Table 4).

Discussion
Adolescence and young adulthood are critical peri-
ods for developing healthy behaviours. However, high 
school students engage in a range of risky behaviours 
that can lead to cervical cancer despite the burden of 
the disease. This study found a high prevalence of cer-
vical cancer risk factors (oral contraceptives use and 
sexual intercourse before 18  years) and HPV infection 
risk factors (sexual intercourse and unprotected sex) 
among female Ghanaian high school students. Two in 
five female students reported being exposed to at least 
one risk factor. This finding is consistent with previ-
ous studies among girls in the Greater Accra and Volta 
regions of Ghana [9, 10, 12, 36] and supported by stud-
ies reporting these risk factors among both sexes in 
the Central and Bono-East regions of Ghana [10, 11, 
13]. The emergence of two high-risk classes for cervi-
cal cancer and HPV infection with more than 20% of 

Table 3 Prevalence of self-reported modifiable risk factors for 
cervical cancer and HPV infection

Variable N (%) 95%CI

Cervical cancer risk factor

 Sexual intercourse before 18 years 379 (16%) (14%-17%)

 Use of oral contraceptives to prevent 
pregnancy

364 (15%) (14%-17%)

 Sexually transmitted infection 269 (11%) (9%-13%)

 Multiple sexual partners (two or more) 186 (8%) (7%-8%)

 Smoking 176 (7%) (6%-8%)

Risk for HPV infection

 Sexual intercourse 682 (28%) (27%-30%)

 Multiple sexual partners (two or more) 186 (8%) (7%-8%)

 Unprotected sexual intercourse 532 (22%) (21%-24%)

Exposure to co-occurring cervical cancer risk factors

 No risk factors 1,587 (66%) (64%-68%)

 One or more risk factors 813 (34%) (32%-36%)

Exposure to co-occurring HPV infection risk factors

 No risk factors 1,579 (66%) (64%-68%)

 One or more risk factors 821 (34%) (32%-36%)

Fig. 1 Latent profiles of cervical cancer risk factors of class membership
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participants confirmed this finding. Within these 
classes, nearly all the risk factors assessed were highly 
prevalent. The co-occurrence of cervical cancer and 
HPV risk factors suggest that single multi-component 

risk reduction interventions could concurrently tar-
get multiple risk behaviours. The significant distinc-
tion between high and low risk classes indicates that 
students who are at increased risk are likely to benefit 

Fig. 2 Latent profiles of HPV infection risk of class membership

Table 4 Knowledge and perceptions about cervical cancer and HPV infection: Sociodemographic characteristics associated with 
membership of “high cervical cancer risk” and “high HPV infection risk” latent classes

a Significant, AOR Adjusted Odds ratio, CI Confidence interval, Reference classes: classes 1- Low cervical cancer and HPV infection risk classes

Variable AOR, 95%CI

Class 2: High cervical cancer risk Class 2: High 
HPV infection 
risk

Enrolment status

 Boarders 0.71 (0.51–0.98)a 0.92 (0.69–1.24)

 Non-boarders Reference Reference

Relationship status

 Single 0.08 (0.06–0.11)a 0.09 (0.07–0.12)a

 Dating/other Reference Reference

Employment status of mother/female guardian

 Employed 0.82 (0.54–1.23) 0.61 (0.42 -0.89)a

 Unemployed Reference Reference

Employment status of father/male guardian

 Employed 0.71 (0.46–1.10) 0.96 (0.65–1.41)

 Unemployed Reference Reference

Living arrangements

 Living situation: with at least one parent 0.72 (0.50–1.03) 0.58 (0.42–0.79)a

 Living situation: with no parent Reference Reference

Perceived susceptibility to cervical cancer and HPV score 1.20 (0.99–1.45) 1.32 (1.12–1.56)a

Perceived seriousness of cervical cancer and HPV score 0.72 (0.61–0.85)a 0.83 (0.72–0.97)a

Cervical cancer and HPV risk factor knowledge score 1.21 (1.09–1.33)a 1.09 (1.00–1.19)a

Primary prevention of cervical cancer and HPV knowledge score 1.02 (0.93–1.14) 1.02 (0.94–1.12)
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from complex risk reduction interventions. These strat-
egies may include risk education, risk sensitization 
and behaviour self-management and communication 
skills building [37] (including safer sex practices—buy-
ing, carrying and use of condom, condom negotia-
tion; delaying sexual activities; and smoking cessation/
reduction).

To the best of our knowledge, no previous work has 
explored clusters of cervical cancer and HPV infection 
risk factors in female high school students. However, our 
findings were compared to studies reporting health risk 
behaviours in general. In line with our study, a 1970 Brit-
ish cohort study identified two latent classes (high and 
low risk) for health risk behaviours (smoking, drinking, 
drug use, early sexual intercourse, unprotected sex, phys-
ical inactivity, involvement in fights and delinquency) 
among 16-year-old adolescents girls [38]. Those in the 
high-risk group exhibited a high probability of smoking, 
sexual debut before 16  years, and unprotected sex [38]. 
This suggests that cervical cancer education should be 
implemented for early adolescents (at the primary and 
junior high school levels), including behavioural risk 
reduction strategies and teaching methods for condom 
use and smoke cessation.

We found a knowledge-perception-behaviour gap 
among students as those with higher risk factor knowl-
edge are more likely to belong to high-risk cervical can-
cer and HPV infection clusters. Also, students who 
perceived themselves as susceptible to cervical cancer 
and HPV infection were more likely to engage in HPV 
infection risk behaviours. Similar to past cross-sectional 
studies, female college students with greater perceived 
susceptibility of [17, 18] and high knowledge about cervi-
cal cancer/HPV infection [17] were more likely to have 
multiple sexual partners in the past year than those with 
lesser perceived susceptibility and lower knowledge. The 
knowledge-perception-behaviour gaps suggest the pres-
ence of barriers to changing behaviour that can prevent 
cervical cancer and HPV infection among Ghanaian sen-
ior high students.

Although some students can recognise their risks, 
aspects of behaviour change may be beyond the indi-
vidual’s control. This may include partner refusal—which 
is important for condom use, peer pressure, structural 
barriers and addictive effects of smoking. In Ghana, 
a documentary analysis of 24 curricula used for HIV/
AIDs prevention education found that school-based 
informational materials were of poor quality, including 
factual errors and omitted information, possibly hinder-
ing behavioural change [39]. There is room to improve 
the accuracy of health information provided to female 
high school students and others who may influence their 
behaviours (e.g., partners, peers, parents, educators).

We found that students who perceived cervical can-
cer and HPV infection as serious (such as affecting 
their relationships and causing death) were less likely 
to engage in behaviours leading to cervical cancer and 
HPV infection high-risk classes. Consistent with Denny-
Smith et al. [17] female college students who engaged in 
high-risk sexual behaviour had low perceived serious-
ness cervical cancer and HPV infection. Ensuring female 
senior high school students understand the serious-
ness of cervical cancer may be a useful target for health 
education, given that the knowledge-behaviour gap 
observed in other perceptual domains does not seem to 
extend to perceived severity. This may include providing 
education about the prevalence and incidence of cervi-
cal cancer, individualized estimates of risk, and conse-
quences of the disease (e.g., medical, financial, and social 
consequences).

A range of potentially protective factors against 
engagement in risky behaviours leading to cervical 
cancer and HPV infection high-risk classes were iden-
tified in this study. First, students who are single (i.e., 
not dating) were less likely to belong to both high-risk 
cervical cancer and HPV infection classes. This finding 
could be explained by the low influence and reduced 
pressure to engage in risky behaviours as female high 
school students who are in relationships are more 
likely to be involved in sexual activities and contracep-
tive use [40].

Second, our study showed that living in a boarding 
house may reduce students’ likelihood of risky behav-
iours leading to cervical cancer; and this is consistent 
with findings from Kenya [41]. Contrary to this, in Bra-
zil, boarding students were more likely to be involved 
in health risk behaviours, including sexual activities and 
smoking [42]. The differences in findings could be attrib-
uted to the level of freedoms and supervision. In Ghana, 
boarding schools have stringent policies providing fewer 
freedoms and adequate supervision to deter students; 
consequently, less permissive sexual behaviours. How-
ever, greater freedoms may exist (i.e., living away from 
home – perceived feeling of independence from and 
lack of accountability toward their family) in the board-
ing environment than in other settings internationally 
[42–44].

Third, similar to the boarding context in Ghana, stu-
dents living with a parent are likely to experience some 
supervision, control and protection; this may explain 
their reduced likelihood of engagement in behaviours 
leading to HPV infection. This finding supports research 
from Africa and Europe, which points to the advantage of 
living with a parent [38, 45]. The collective findings from 
the monitoring role of parents and boarding school sys-
tem in Ghana suggests that more controlled environment 
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is less conducive to engaging in risky behaviours. How-
ever, the observed differences between African and West-
ern settings warrant further research to understand and 
identify strategies for future interventions.

Finally, maternal employment status was found to be 
associated with HPV infection risk behaviours and this 
association has not been identified before in previous 
research [46]. It is plausible that this finding is likely 
to be illustrating the association between social status 
and risky behaviours, and suggests that risk reduc-
tion strategies be targeted to socially disadvantaged 
students.

Implications for practice
This study provides information about the high prev-
alence of and factors influencing risky behaviours 
among female adolescents and young women leading 
to the contraction HPV infection and cervical cancer. 
There is a call for action to prioritise the implementa-
tion and strengthening of HPV vaccination and cervi-
cal cancer screening programmes by the government 
of Ghana to protect girls. The Ministry of Education 
and Ghana Education Service should expand the exist-
ing social studies or integrated science curriculum or 
proposed Comprehensive Sexuality and Reproductive 
Health Education to include cervical cancer and HPV 
infection.

While such curriculum changes may be implemented 
in the long term, and may require political will, increased 
advocacy by civil society organisations (such as non-
governmental organisations, medical and nursing pro-
fessional organisations) and general population grass 
root support, existing school activities could be lever-
aged in the short to medium term by heads of senior 
high schools. For example, planned and opportunistic 
school-based adolescent sexual health and education 
programmes including HIV and breast cancer by benevo-
lent organisations, the Ghana AIDS commission and high 
school clubs should be expanded and strengthened to 
provide comprehensive behavioural cervical cancer and 
HPV infection risk reduction strategies to students. The 
existing Parent Teacher Association forums (consistently 
organised by every school) could be expanded to pro-
mote cervical cancer prevention programmes consistent 
with programmes directed at students within the school 
setting.

Strengths and limitations
This is the first study to explore the cluster of risk fac-
tors for cervical cancer and HPV infection using a large 

sample size. However, there are some limitations. First, 
the results of this study were dependent on self-report, 
which is subject to recall bias. To reduce this bias, a relia-
ble and validated tool was used to measure sexual behav-
iours, and findings were consistent with previous studies 
in Ghana.

Second, the prevalence of self-reported risk behav-
iours may be underestimated. This is because due to 
the sensitivity of the questions, cultural and religious 
expectations, social desirability bias is likely to occur. 
For instance, in Ghana, premarital sex is unaccepted, 
described as immoral and generates negative reactions. 
To minimise this bias, the importance of the study and 
participants’ confidentiality was emphasized during the 
information and anonymous survey sessions.

Finally, the findings of this study were restricted to 
public senior high school students aged 16  years and 
above within schools in the Ashanti region, reducing 
the generalisability of the results across other school set-
tings in Ghana. While this is important, more than 65% 
of senior high schools in Ghana are government man-
aged and admit the highest number of students with the 
Ashanti region recording the highest number of senior 
schools [23].

Conclusions
There is a high prevalence and co-occurrence of cervi-
cal cancer and HPV infection risk factors with high and 
low risk groups identified among female senior high 
school students in Ghana. This study demonstrates that 
subjective perceptions of susceptibility and seriousness 
of cervical cancer and HPV infections may influence 
students’ engagement in risky behaviours; therefore, 
there is a need to support innovative integrated behav-
ioural programmes aiming to increase risk perceptions. 
At the same time, the higher prevalence of risk factors 
among those perceiving a risk underlines the consider-
able barriers to engaging in cervical cancer prevention 
behaviours. Protective factors against exposure to cer-
vical cancer and HPV infection risk factors are more 
controlled environment (i.e., school and parental super-
vision), maternal employment and being single. While 
comprehensive school-based multi-component risk 
reduction programmes for students are needed, complex 
interventions should target students in high-risk groups. 
Future research should include other regions of Ghana to 
enhance the generalisability and confirm the findings of 
the study. If similar patterns are observed, risk reduction 
interventions targeting specific clusters of risk factors 
should be developed and tested for female high school 
students.



Page 11 of 12Ampofo et al. BMC Public Health          (2023) 23:340  

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12889- 022- 14908-w.

Additional file 1. 

Acknowledgements
The authors wish to extend special thanks to all participating schools includ-
ing teachers and principals. We also express our appreciation to the research 
assistants who were involved in data collection and data entry.

Authors’ contributions
AGA: Conceptualization, Data curation, Formal analysis, Investigation, Meth-
odology, Funding acquisition, Project administration, Writing—original draft, 
Writing—review & editing. AB: Conceptualization, Investigation, Methodology, 
Funding acquisition, Project administration, Supervision, Validation, Writing – 
review & editing. SOA: Investigation, Resources, Data curation, Writing – review 
& editing. CO: Methodology, Supervision, Validation, Writing – review & edit-
ing. LM: Conceptualization, Investigation, Methodology, Funding acquisition, 
Project administration, Supervision, Validation, Writing – review & editing. The 
authors read and approved the final manuscript.

Funding
This research was supported by the University of Newcastle Postgraduate 
Research Scholarship (UNIPRS), University of Newcastle Research Scholarship 
Central (UNRSC) scholarship and the 2021 College of Health, Medicine and Well-
being Strategic Research Pilot Grant. Allison Boyes was supported by a National 
Health & Medical Research Council Early Career Fellowship (APP1073317). Lisa 
Mackenzie was supported by an Australian National Breast Cancer Foundation 
Post-Doctoral Fellowship Grant (PF-16–011). Infrastructure funding was from 
the University of Newcastle and Hunter Medical Research Institute. The funding 
sources had no involvement in study design; in the collection, analysis and 
interpretation of data; in the writing of the report; and in the decision to submit 
the article for publication.

Availability of data and materials
The datasets used and/or analysed during the current study are available from 
the corresponding author upon reasonable request.

Declarations

Ethics approval and consent to participate
The study was approved by the University of Newcastle Human Research Eth-
ics Committee (#H-2020–0378). All procedures performed in accordance with 
the ethical standards of the institutional and/or national research committee 
and as laid down in the 1964 Helsinki declaration and later amendments 
or comparable ethical standards. Informed consent was obtained from all 
individual participants and/or legal guardians of participants to be included 
in the study.

Consent for publication
Not applicable.

Competing interests
The authors have no conflicts of interest to declare.

Author details
1 Health Behaviour Research Collaborative, School of Medicine and Public 
Health, College of Health, Medicine and Wellbeing, The University of Newcas-
tle, Callaghan, NSW 2308, Australia. 2 Equity in Health and Wellbeing Research 
Program, Hunter Medical Research Institute, New Lambton Heights, NSW, 
Australia. 3 Hunter Medical Research Institute, New Lambton Heights, NSW, 
Australia. 4 Faculty of Applied Sciences and Technology, Kumasi Technical 
University, Kumasi, Ghana. 

Received: 8 July 2022   Accepted: 20 December 2022

References
 1. Bruni L, Albero G, Serrano B, Mena M, Collado J, Gómez D, et al. ICO/IARC 

Information Centre on HPV and Cancer (HPV Information Centre). Human 
Papillomavirus and Related Diseases in Ghana. Summary Report In.; 2021. 
https:// hpvce ntre. net/ stati stics/ repor ts/ XWX. pdf. Accessed 23 June 2022.

 2. Vaccarella S, Franceschi S, Herrero R, Munoz N, Snijders PJ, Clifford GM, 
Smith JS, Lazcano-Ponce E, Sukvirach S, Shin H-R. Sexual behavior, con-
dom use, and human papillomavirus: pooled analysis of the IARC human 
papillomavirus prevalence surveys. Cancer Epidemiol Prev Biomarkers. 
2006;15(2):326–33.

 3. Krings A, Dunyo P, Pesic A, Tetteh S, Hansen B, Gedzah I, Wormenor CM, 
Amuah JE, Behnke A-L, Höfler D, et al. Characterization of Human Papil-
lomavirus prevalence and risk factors to guide cervical cancer screening 
in the North Tongu District, Ghana. PLoS ONE. 2019;14(6):e0218762.

 4. Awua AK, Sackey ST, Osei YD, Asmah RH, Wiredu EK. Prevalence of human 
papillomavirus genotypes among women with cervical cancer in Ghana. 
Infect Agents Cancer. 2016;11(1):4.

 5. Ding D, Rogers K, van der Ploeg H, Stamatakis E, Bauman AE. Traditional 
and emerging lifestyle risk behaviors and all-cause mortality in middle-
aged and older adults: evidence from a large population-based Austral-
ian cohort. PLoS Med. 2015;12(12):e1001917.

 6. Kang J, Ciecierski CC, Malin EL, Carroll AJ, Gidea M, Craft LL, Spring B, Hits-
man B. A latent class analysis of cancer risk behaviors among U.S. college 
students. Prev Med. 2014;64:121–5.

 7. Nunes HEG. Gonçalves ECdA, Vieira JAJ, Silva DAS: Clustering of risk fac-
tors for non-communicable diseases among adolescents from southern 
Brazil. PLoS ONE. 2016;11(7):e0159037.

 8. World Health Organization. Health for the world’s adolescents: a second 
chance in the second decade: summary. World Health Organization; 2014.

 9. Kangmennaang J, Mkandawire P, Luginaah I. Determinants of risky sexual 
behaviours among adolescents in Central African Republic, Eswatini 
and Ghana: evidence from multi-indicator cluster surveys. Afr J AIDS Res. 
2019;18(1):38–50.

 10. Asiedu C. Sexual experiences among senior high students at selected 
schools in cape coast metropolis in central region of Ghana. Nurs Stud-
Pract Int. 2019;2(1):1008.

 11. Afriyie J, Essilfie ME. Association between risky sexual behaviour and HIV 
risk perception among in-school adolescents in a municipality in Ghana. 
Ghana Med J. 2019;53(1):29–36.

 12. Doku D. Substance use and risky sexual behaviours among sexually 
experienced Ghanaian youth. BMC Public Health. 2012;12(1):571.

 13 Boamah-Kaali EA, Asante KP, Manu G, Adeniji E, Mahama E, Ayipah EK, 
Owusu-Agyei S. Predictors of Early Sexual Debut and Its Implications 
among Adolescents in Kintampo, Ghana: A Cross Sectional Survey. In: 
International STD Research & Reviews. 2016. p. 1–11.

 14. Nketiah-Amponsah E, Afful-Mensah G, Ampaw S. Determinants of ciga-
rette smoking and smoking intensity among adult males in Ghana. BMC 
Public Health. 2018;18(1):941.

 15. Rosenstock IM, Strecher VJ, Becker MH. Social learning theory and the 
health belief model. Health Educ Q. 1988;15(2):175–83.

 16. Russell VL, Ogilvie G, Beksinska M, Nyrenda M, Mitchell-Foster S, Lavoie J, 
Harder H, Wood B, Smith P, Dietrich JJ, et al. Human papillomavirus and 
cervical cancer risk perception and vaccine acceptability among adoles-
cent girls and young women in Durban, South Africa, vol. 110. 2020.

 17. Denny-Smith T, Bairan A, Page MC. A survey of female nursing students’ 
knowledge, health beliefs, perceptions of risk, and risk behaviors regard-
ing human papillomavirus and cervical cancer. J Am Acad Nurse Pract. 
2006;18(2):62–9.

 18. Ingledue K, Cottrell R, Bernard A. College women’s knowledge, percep-
tions, and preventive behaviors regarding human papillomavirus infec-
tion and cervical cancer. Am J Health Stud. 2004;19(1):28.

 19. Morhason-Bello IO, Kareem YO, Adewole IF. Modeling for Predictors of 
Knowledge Score on Etiology and Prevention Strategies for Cervical Can-
cer Among Women of Reproductive Age in Ibadan. JCO Global Oncol. 
2020;6:892–903.

 20. Griffin B, Sherman KA, Jones M, Bayl-Smith P. The clustering of health 
behaviours in older Australians and its association with physical and 
psychological status, and sociodemographic indicators. Ann Behav Med. 
2014;48(2):205–14.

https://doi.org/10.1186/s12889-022-14908-w
https://doi.org/10.1186/s12889-022-14908-w
https://hpvcentre.net/statistics/reports/XWX.pdf


Page 12 of 12Ampofo et al. BMC Public Health          (2023) 23:340 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 21. Velasco V, Gragnano A, Ghelfi M, Gruppo Regionale HBSC Lombardia 
2014, Vecchio LP. Health lifestyles during adolescence: clustering of 
health behaviours and social determinants in Italian adolescents. J Public 
Health (Oxf ). 2021:fdab371. https:// doi. org/ 10. 1093/ pubmed/ fdab3 71. 
Epub ahead of print. PMID: 34657958.

 22. Kangmennaang J, Onyango EO, Luginaah I, Elliott SJ. The next Sub Saha-
ran African epidemic? A case study of the determinants of cervical cancer 
knowledge and screening in Kenya. Soc Sci Med. 2018;197:203–12.

 23. Regional distribution of Senior High Schools in Ghana [https:// citif monli 
ne. com/ 2017/ 09/ regio nal- distr ibuti on- of- senior- high- schoo ls- in- ghana- 
infog raphic/]

 24. Centers for Disease Control and Prevention: Youth Risk Behavior Survey. 
In. Available at: www. cdc. gov/ YRBSS.; 2019.

 25. Williams M, Kuffour G, Ekuadzi E, Yeboah M, ElDuah M, Tuffour P. Assess-
ment of psychological barriers to cervical cancer screening among 
women in Kumasi, Ghana using a mixed methods approach. Afr Health 
Sci. 2013;13(4):1054–61.

 26. Williams MS. A qualitative assessment of the social cultural factors that 
influence cervical cancer screening behaviors and the health com-
munication preferences of women in Kumasi, Ghana. J Cancer Educ. 
2014;29(3):555–62.

 27. Nelson MF. Perception of risks of cervical cancer among University of 
Ghana female students. Doctoral dissertation. University of Ghana; 2015. 
https:// ugspa ce. ug. edu. gh/ handle/ 12345 6789/ 8223? show= full.

 28. Higginbotham N, Connor L, Albrecht G, Freeman S, Agho K. Validation of 
an Environmental Distress Scale. EcoHealth. 2006;3(4):245–54.

 29 Streiner DL, Norman GR, Cairney J. Health measurement scales: a practical 
guide to their development and use: Oxford University Press, USA. 2015.

 30. Brener ND, Kann L, McManus T, Kinchen SA, Sundberg EC, Ross JG. Reli-
ability of the 1999 youth risk behavior survey questionnaire. J Adolesc 
Health. 2002;31(4):336–42.

 31. Masters GN. A Rasch model for partial credit scoring. Psychometrika. 
1982;47(2):149–74.

 32. Laska MN, Pasch KE, Lust K, Story M, Ehlinger E. Latent Class Analysis of 
Lifestyle Characteristics and Health Risk Behaviors among College Youth. 
Prev Sci. 2009;10(4):376–86.

 33. Nylund KL, Asparouhov T, Muthén BO. Deciding on the number of classes 
in latent class analysis and growth mixture modeling: A Monte Carlo 
simulation study. Struct Equ Modeling. 2007;14(4):535–69.

 34. Weller BE, Bowen NK, Faubert SJ. Latent class analysis: a guide to best 
practice. J Black Psychol. 2020;46(4):287–311.

 35. Vermunt JK. Latent class modeling with covariates: Two improved three-
step approaches. Polit Anal. 2010;18(4):450–69.

 36. Der AD, Anaman-Torgbor JA, Charles-Unadike VO, Tarkang EE. Predictors 
of intention to use modern contraceptives among female senior second-
ary school students in the Kpando Municipality, Ghana. Afr Health Sci. 
2021;21(3):1375–84.

 37 Kalichman SC. HIV Risk Interventions. In: Smelser NJ, Baltes PB, editors. 
International Encyclopedia of the Social & Behavioral Sciences. Oxford: 
Pergamon; 2001. p. 6880–2.

 38. Akasaki M, Ploubidis GB, Dodgeon B, Bonell CP. The clustering of risk 
behaviours in adolescence and health consequences in middle age. J 
Adolesc. 2019;77:188–97.

 39. Halabi S, Smith W, Collins J, Baker D, Bedford J. A documentary 
analysis of HIV/AIDS education interventions in Ghana. Health Educ J. 
2012;72(4):486–500.

 40. Challa S, Manu A, Morhe E, Dalton VK, Loll D, Dozier J, Zochowski MK, 
Boakye A, Adanu R, Hall KS. Multiple levels of social influence on adoles-
cent sexual and reproductive health decision-making and behaviors in 
Ghana. Women Health. 2018;58(4):434–50.

 41. Kabiru CW, Orpinas P. Factors associated with sexual activity among high-
school students in Nairobi, Kenya. J Adolesc. 2009;32(4):1023–39.

 42. Noll M. Noll PReS, Tiggemann CL, Custodio DC, Silveira EA: Health-risk 
behavior differences between boarding and non-resident students: 
Brazilian adolescent National School Health Survey. Arch Public Health. 
2020;78(1):8.

 43. Simons-Morton B, Haynie D, Liu D, Chaurasia A, Li K, Hingson R. The 
effect of residence, school status, work status, and social influence on the 
prevalence of alcohol use among emerging adults. J Stud Alcohol Drugs. 
2016;77(1):121–32.

 44. Agmon M, Zlotnick C, Finkelstein A. The relationship between mentoring 
on healthy behaviors and well-being among Israeli youth in boarding 
schools: a mixed-methods study. BMC Pediatr. 2015;15(1):11.

 45. Tenkorang EY, Adjei JK. Household living arrangements and transi-
tion to sexual debut among young people in Ghana. Sex Education. 
2015;15(1):1–18.

 46. Aughinbaugh A, Gittleman M. Maternal employment and adolescent 
risky behavior. J Health Econ. 2004;23(4):815–38.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1093/pubmed/fdab371
https://citifmonline.com/2017/09/regional-distribution-of-senior-high-schools-in-ghana-infographic/
https://citifmonline.com/2017/09/regional-distribution-of-senior-high-schools-in-ghana-infographic/
https://citifmonline.com/2017/09/regional-distribution-of-senior-high-schools-in-ghana-infographic/
http://www.cdc.gov/YRBSS
https://ugspace.ug.edu.gh/handle/123456789/8223?show=full

	Prevalence and correlates of modifiable risk factors for cervical cancer and HPV infection among senior high school students in Ghana: a latent class analysis
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Background
	Methods
	Study design, setting and period
	Participants
	Criteria for inclusion of schools and students
	Sampling
	Sample size

	Procedure
	Recruitment of schools
	Recruitment of students

	Measures
	Outcomes
	Covariates

	Data analysis

	Results
	Participants’ characteristics
	Knowledge and perception of cervical cancer and HPV infection
	Prevalence of self-reported modifiable risk factors for cervical cancer and HPV infection
	Classes and patterns of risk factors for cervical cancer and HPV infection
	Two classes for cervical cancer risk factors were characterised as low and high risk
	Two classes for HPV infection risk factors were characterised as low and high risk

	Correlates of cervical cancer risk class
	Correlates of HPV infection risk class

	Discussion
	Implications for practice
	Strengths and limitations

	Conclusions
	Acknowledgements
	References


