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Abstract

Objectives: Intravaginal practices (IVPs) include washing, wiping, or inserting something inside 

the vagina. This study investigates the associations between IVPs and genital human 

papillomavirus (HPV) infection.

Methods: We conducted a cross-sectional study of 200 female sex workers aged 18–35 years in 

Phnom Penh, Cambodia from August–September 2014. Data on sociodemographic characteristics, 

IVPs, and other behaviors were collected through face-to-face interviews. Self-collected 

cervicovaginal specimens were tested for 37 HPV genotypes.

Results: Multivariable Poisson regression models showed that a lower number of infecting HPV 

genotypes were associated with intravaginal washing in the past 3 months (incident rate ratios 

[IRR] = 0.65, 95% confidence interval [CI]: 0.46–0.94) and often performing intravaginal washing 
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shortly after sex (IRR = 0.89, 95% CI: 0.81–0.99). Intravaginal washing before vaginal sex, 

intravaginal wiping, and intravaginal insertion were not associated with HPV infection.

Conclusion: These findings challenge the existing view that all types of vaginal cleansing are 

harmful. Specifically, intravaginal washing shortly after sex (mainly with water) may help prevent 

HPV infection in female sex workers, who have several partners and thus frequently expose to 

sources of HPV infection with different genotypes.
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INTRODUCTION

Intravaginal practices (IVP) include intravaginal cleaning (e.g., douching or washing with 

liquids), intravaginal wiping (e.g., with a cloth or tissue), or intravaginal insertion of 

substances to dry or tighten the vagina for sexual pleasure.1,2 IVP types, prevalence, 

products, frequency, and motivation vary markedly across countries.3,4 Potential health 

outcomes of douching have been examined in several studies; yet, the effects of other types 

of IVPs have been underexplored. Most studies of douching, conducted primarily in United 

States (US) and African populations, suggested that douching was associated with adverse 

health outcomes,5,6 including increased risk of bacterial vaginosis,7–10 pelvic inflammatory 

disease,11–14 bacterial sexually transmitted infections (STIs),12,15–18 non-regression of low-

grade squamous intraepithelial lesion,19 and cervical cancer.14 Nevertheless, some other 

studies reported no associations between douching and these outcomes, such as bacterial 

vaginosis,20,21 pelvic inflammatory disease,22,23 or bacterial STIs.9,23,24 The discrepancies 

between these studies were explained as partially due to the types of products used for 

douching, frequency, and timing (e.g., in relation to sexual activity or menses).6 Similarly, 

some studies of the various types of IVPs (i.e., not only douching) found no association 

between IVPs and bacterial vaginosis25,26 or STIs.27 Recent systematic review and meta-

analyses showed that some IVPs (e.g., intravaginal cleaning with soap or intravaginal use of 

cloth or paper) were associated with HIV infection but other IVPs (e.g., intravaginal 

cleaning with water) were not.1,28 Published studies on IVPs, however, differed widely in 

their definitions and measurement of IVPs; thus, the associations between a particular form 

of IVP and health outcomes might have been masked. In general, studies examining the 

effect of IVPs other than douching on vaginal health, particularly in Asian countries, are 

scarce.

Genital human papillomavirus (HPV) infection is the most common STIs in the world.29 

Twelve HPV types have been identified as carcinogenic, and 13 others are classified as 

probably or possibly carcinogenic to humans (i.e., Groups 2A and 2B), hereafter referred to 

as high-risk types.30 These caused six types of cancer: cervix, penis, vulva, vagina, anus, and 

oropharynx.29 Nevertheless, very little is known about the associations between IVPs and 

cervicovaginal HPV infection; the few studies that investigated this association generated 

contrary results. Some studies showed that douching was associated with increased risk of 

HPV positivity of any genotype,31,32 HPV infection with multiple genotypes,33 or HPV 16 

redetection in follow-ups.34 Meanwhile, other studies suggested that douching was 
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associated with a lower likelihood of genital warts,15 HPV infection with types 6 or 11,35 or 

HPV positivity of any type.36 Vulnerability to HPV or to other viral infections has been 

hypothesized to result from physical abrasions or disruption of the vaginal stratified 

squamous epithelium, caused by equipment (e.g., a douching device), materials (e.g., cloth), 

or substances (e.g., herbs) used in IVPs.5,37 Vaginal douching or wiping may also disturb 

local innate immunity or remove cervicovaginal mucus secretions that serve as a protective 

barrier against HPV.38 Some chemicals used in intravaginal cleansing (e.g., soaps, 

detergents, or antiseptics) may cause epithelial damage, increase vaginal pH, facilitate 

bacterial vaginosis, and thus facilitate viral infections.5 In contrast, intravaginal cleansing, 

particularly after sexual intercourse, may help to clear the transmitted HPV and reduce 

infection risk. Therefore, further evidence regarding the association between IVPs and HPV 

infection is needed. It is also important to investigate this association with specific to types 

of IVPs, solutions or substances used, and timing of the practice.

In Cambodia, cervical cancer ranks first of all cancers in women.39 As of 2012, there were 

no national organized programs for cervical cancer screening or HPV vaccination.39,40 

Moreover, there is no nationally representative estimate of HPV prevalence in Cambodian 

women. In Cambodian female sex workers (FSWs), the cervical HPV prevalence was 41.1% 

for any-type HPV positivity, and 23.3% for infection with at least one oncogenic type.41 

Vaginal douching appears to be common in Cambodia. Among women who visited maternal 

and child health care clinics, 76.7% douched at least once a week.42 In FSWs, 91.0% ever 

douched and 49.4% thought that douching could help prevent STIs including HIV.43 There 

is no report on the prevalence of other forms of IVPs in Cambodia.

Aim

This study aims to investigate the associations between IVPs and HPV infection among 

FSWs in Phnom Penh, Cambodia. Findings from this study will help fill the gaps in 

knowledge regarding IVPs’ effects on HPV infection, as described above.

MATERIALS AND METHODS

Study Design and Participants

We used a cross-sectional design. Participants were recruited through convenience and 

snow-ball sampling techniques. Recruitment sites consisted of three participating Voluntary 

Confidential Counseling and Testing (for HIV) sites in Phnom Penh and the Cambodian 

Prostitute Union office, which provides support and services to FSWs. All women who came 

to these recruitment sites in August–September 2014 were screened for eligibility. Eligibility 

criteria included (i) biological female, (ii) 18–35 years old, (iii) fluent in Khmer (the main 

language in Cambodia), and (iv) having at least one transactional sex act (sex in exchange 

for money, goods, services, or drugs) in the past 3 months. Eligible women were invited to 

participate in the study. Recruited participants were then asked to refer other eligible 

women. Six eligible women refused to participate during initial recruitment contacts; 

reasons for refusing were being busy and not wanting to participate. The process continued 

until we reached our desired total sample size of 200.
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Procedures

All eligible participants were scheduled for a face-to-face interview and vaginal specimen 

collection at one of the recruitment sites. When scheduling, research staff asked participants 

to ensure that they would not be menstruating on the scheduled dates, or they would be 

rescheduled. Participants were also told not to douche or clean inside the vagina for at least 

12 hours before the interview. The study was approved by institutional review boards of the 

Cambodian National AIDS Authority (No. 132 NAA, 2013) and of The University of Texas 

Health Science Center at Houston (HSC-SPH-13–0481). All women agreed to participate 

and provided written consent.

The interviews lasted 30–40 minutes, were conducted in Khmer by local female social 

workers, and were structured to collect participants’ demographic and behavioral data. 

Interviewers were female social workers who were staff members at the Cambodian 

Women’s Development Agency, a local nongovernmental organization. Participants’ 

responses were recorded on paper and then manually entered into SPSS Statistics software 

for analysis. No identifiers were collected; each participant was assigned a unique 

identification number. Each participant received $9 USD in compensation.

After the interviews, participants were instructed on the use of a self-sampling technique to 

collect a cervicovaginal specimen, which technique has been shown to be as effective and 

sensitive as physician-obtained sampling for detecting HPV DNA.44 In a private women’s 

restroom, each participant was instructed to introduce a cytobroom (in a ThinPrep Pap Test 

kit) into her vagina until it met with resistance, rotate the broom 3–5 times, withdraw the 

broom, put the broom into a PreservCyt solution vial, push the broom into the bottom of the 

vial about 10 times, swirl the broom vigorously to further release material, discard the 

broom, tighten the vial’s cap, and hand the vial to the research staff. Research staff recorded 

the participant’s unique identification number on the vial. At the end of each day, all 

specimens were brought to the research office in Cambodia and were stored at 4oC in a 

refrigerator.

Variables and Measurements

Main exposure variables are IVPs. Definitions of IVPs used in our study were based on the 

IVP classification developed by the World Health Organization’s Gender, Sexuality and 

Vaginal Practices Study Group,1–3 and our previous qualitative work.45 Specifically, 

intravaginal washing was explained to participants as washing inside their vagina by using 

fingers and/or a device to introduce a stream of water or solution. Intravaginal wiping meant 

to wipe inside the vagina by using a material (e.g., cotton, cloth, tissues) with little or no 

water or solution. Intravaginal insertion was described to participants as placing or applying 

something inside the vagina with the intent to dry or tighten the vagina, excluding the use of 

condoms, barrier contraceptives, and products for absorption of menstrual blood (e.g., 

tampons). We asked participants whether they had ever performed each type of IVP, whether 

they performed it within the past 3 months, and what solutions or substances were used. For 

intravaginal washing and intravaginal wiping, we asked participants how often they 

performed it shortly before or after sex in their lifetime, with responses on a 5-point Likert 

scale ranging from 1 = Never to 5 = Every time having vaginal sex.
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Other variables collected through the interviews included demographic characteristics (age, 

education level), sex work characteristics (e.g., main venues to contact clients, number of 

different paying partners in the past 3 months, condom use in lifetime and in the past 3 

months), other behavioral characteristics (cigarette smoking, alcohol use, drug use), and 

health status (HIV status, HPV vaccine completion). Condom use was measured on a 5-

point Likert scale from 1 = Never to 5 = Every time having vaginal sex.

HPV infection was the main outcome. Collected cervicovaginal specimens were shipped to a 

laboratory at Baylor College of Medicine in US every 2 weeks. Specimens were tested for 

37 HPV DNA genotypes by using Roche Linear Array HPV Genotyping. Of these 37 

genotypes, 16 are classified as low-risk genotypes (6, 11, 40, 42, 54, 55, 61, 62, 64, 71, 72, 

81, 82 subtype IS39, 83, 84, and 89) and 21 are classified as high-risk genotypes (16, 18, 26, 

31, 33, 35, 39, 45, 51, 52, 53, 56, 58, 59, 66, 67, 68, 69, 70, 73, and 82).30 Although most 

HPV infections are asymptomatic,46 HPV types 6 and 11 can cause genital warts and thus 

may result in more intravaginal cleansing to relieve symptoms. The inclusion of 

symptomatic HPV types 6 and 11 in the outcome may mask or confound the association 

between an IVP and other asymptomatic HPV infections. Therefore, we excluded HPV 

types 6 and 11 from our analyses. The main outcome variable was the number of all genital 

HPV DNA types detected, except types 6 and 11, which was a sum of positive results with 

all 35 genital HPV DNA types.

Statistical Analysis

To examine the associations between IVPs and the HPV outcome, we used Poisson 

regression models for count outcomes (i.e., number of all genital HPV DNA types detected) 

in both bivariate and multivariable analyses. Covariates included in multivariable models 

were selected based on a priori knowledge, criteria in the definitions of confounding effect 

or confounders,47 and their actual associations with HPV outcome in bivariate analyses.

RESULTS

Table 1 displays participants’ characteristics. Ninety percent of participants had ever 

performed intravaginal washing; of these 97.2% (175/180) had continued it in the past 3 

months. Most participants (88.1%) started intravaginal washing before or within 2 years 

after engaging in sex work. Most participants (92.8%) used water and might add soap, salt, 

or lemon in intravaginal washing; about half of these also used commercial products 

sometimes. Twenty-nine percent had ever performed intravaginal wiping, and 5.5% had ever 

performed intravaginal insertion. Almost everyone (55/56, 98.2%) who had ever performed 

intravaginal wiping also had ever performed intravaginal washing. Participants mainly 

learned about intravaginal washing from health care professionals, including physicians and 

nurses (39.2%), other female sex workers (29.8%), and female relatives including mothers 

and sisters (29.8%). Only 17.2% (n = 30) reported that they had received information or 

consultation from health care professionals who had recommended that intravaginal washing 

or wiping not be performed. Detailed descriptive characteristics of IVPs can be found in 

Supplementary Table 1.
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The overall prevalence of HPV infection with any type was 47.0%. The prevalence of HPV 

infection with one, two, three, and 4–8 types was 17.0%, 11.0%, 12.0%, and 7.0%, 

respectively. The most common types were HPV-62 (10.5%), HPV-16 (7.5%), HPV-18 

(6.0%), HPV-52 (6.0%), HPV-53 (6.0%), and HPV-68 (6.0%); except for HPV-62, these 

were high-risk types. Among those who had any HPV type detected, 77.7% harbored at least 

one high-risk type. The prevalence of HPV infection with types 6 or 11, which were 

excluded in the main dependent outcome in the following analyses, was 2.1%. Ten percent 

had completed all required doses of HPV vaccines before data collection. Twelve percent 

reported being HIV-positive.

In bivariate analyses, being infected with a higher number of HPV types was associated with 

a higher number of years in sex work, a higher average number of drinks per week in the 

past 3 months, being HIV-positive, and a higher number of different partners in the past 3 

months (Table 2). Completion of all required doses of the HPV vaccine was not associated 

with the number of types of HPV infection. Ever performing intravaginal washing, often 

performing intravaginal washing shortly after vaginal sex in lifetime, and a higher number of 

times performing intravaginal washing per week in the past 3 months were associated with a 

lower number of types of HPV infection; however, often performing intravaginal washing 

shortly before vaginal sex and types of solutions used were not. Intravaginal wiping and 

intravaginal insertion were not associated with HPV infection.

In multivariable Poisson regression models, performing intravaginal washing in the past 3 

months and often performing intravaginal washing shortly after vaginal sex remained 

associated with a lower number of types of HPV infection, after adjusting for age, main 

venues to contact clients, self-reported HIV status, number of paying partners in the past 3 

months, condom use with all paying partners in the past 3 months, and completion of all 

required doses of the HPV vaccine (Table 3). In a model similar to Model 2 in Table 3, 

intravaginal washing shortly before vaginal sex, in replacement of intravaginal washing 

shortly after sex, was not associated with the number of types of HPV infection (P = .162, 

data not shown). Similarly, when intravaginal washing was replaced by ever performed 

intravaginal wiping and ever performed intravaginal insertion, the number of types of HPV 

infection was not associated with these wiping and insertion practices (P > .689, data not 

shown). Also in models similar to Models 1 and 2 but in which the dependent variable was 

replaced by the number of all infecting HPV types including types 6 and 11, the effect of 

intravaginal washing on HPV outcome remained very similar, both in terms of statistical 

significance and point estimates. There was no interaction between intravaginal washing, 

HIV status, and completion of HPV vaccination.

DISCUSSION

Compared to Couture et al. (2012) study in a similar population,41 our results show higher 

prevalence of HPV infection, including infection with any types (47.0% vs 41.1%), infection 

with multiple types (30.0% vs 16.4%), and infection with at least one high-risk type (77.7% 

vs 23.3%). These differences might be due to HPV tests used and high-risk HPV 

classifications. The HPV vaccination program in Cambodia is still in the pilot stage; thus, 

there is no current national HPV vaccination routine immunization program.39,40 To our 
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knowledge, at the time of data collection for this study, access to HPV vaccines was limited 

and FSWs had to fully pay out-of-pocket for the vaccines. Some FSWs might have received 

a bivalent or quadrivalent HPV vaccine through their participation in previous health studies.

The most important finding of this study is that intravaginal washing shortly after sex might 

reduce the risk of HPV infection, whereas intravaginal washing shortly before sex had no 

effect. Performing intravaginal washing in the past 3 months was associated with a reduction 

of 35% in the incident rate of HPV infection with an additional type, and every level 

increase in often performing intravaginal washing shortly after sex was associated with a 

reduction of 11% in the incident rate of HPV infection with an additional type. As explained 

above, the association between douching and HPV infection was conflicting in a few 

previous studies on this topic. Our findings in this study also contradict results from our 

recent analysis of the 2003–2004 US National Health and Nutrition Examination Survey 

(NHANES), which showed that douching in the past 6 months was significantly associated 

with a higher number of all genital HPV types (relative risk ratio [RRR] = 1.26, 95% 

confidence interval [CI], 1.03–1.54) and with a higher number of HPV high-risk types (RRR 

= 1.40, 95% CI, 1.09–1.80), independent from other risk factors for HPV infection such as 

younger age or having multiple sexual partners.33

These differing results may be explained by several factors. First, the NHANES and other 

US studies often examined douching in general without specific focus on timing of the 

practice. In this Cambodian FSW study, we investigated IVPs specifically with regard to 

types of practices (e.g., washing separately from wiping) and timing (e.g., before versus 

after vaginal sex). Douching regularly in general or in preparation for sex (e.g., cleaning 

vaginal odor before sex) may facilitate HPV acquisition because it may clear cervicovaginal 

secretions that can serve as a protective mucus barrier, or it may cause microepithelial 

abrasions that would serve as an entry portal for HPV. Intravaginal washing shortly after sex, 

in contrast, may help clear the transmitted HPV viral loads. This supposition was supported 

by an in vitro study showing that washing within 30 minutes after HPV exposure, the 

approximate amount of time needed for HPV to attach to cells, could prevent 90.0% of HPV 

infection.38 Second, most Cambodian FSWs used their fingers for intravaginal washing; 

very few used a commercial douching device as did US women. Thus, microabrasions of the 

vaginal epithelium might have occurred less frequently. Third, the inconsistent associations 

between douching and other adverse health outcomes in the US were partially explained by 

differences in race.6 Several studies in the US that had a predominant proportion of African 

Americans reported no associations. Our Cambodian study had a much more homogeneous 

sample and thus was less likely to be influenced by race or ethnicity. Finally, our study 

focused on a FSW population who have many different clients and are frequently exposed to 

various HPV strains. Thus, intravaginal washing after sex in FSWs may have a beneficial net 

effect compared with douching among women in the general population, who have a 

significantly lower number of sexual partners.

This result needs to be viewed with caution. On one hand, if intravaginal washing shortly 

after sex can actually reduce HPV infection in populations at risk for STIs, albeit its 

inconsistent effect in the general population, this practice can supplement available HPV 

prevention options such as vaccination. Specifically, intravaginal washing shortly after sex 
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may substantially benefit FSWs who cannot receive HPV vaccines (e.g., due to 

inaccessibility or unaffordability) or are not eligible for HPV vaccination (e.g., out of the 

recommended ages for HPV vaccines). In HIV-positive FSWs who frequently expose to 

various HPV types yet their immunogenesis is compromised, the practice also may be 

beneficial with regard to reducing the likelihood of HPV acquisition with a new genotype. 

Moreover, because IVPs may be deeply embedded in sociocultural norms of womanhood or 

may become a favored habit, harm reduction instead of complete elimination of IVPs may 

be more practical.45,48,49 So, intravaginal washing at different times (e.g., before sex, during 

menses) should be discouraged, but intravaginal washing after sex may not.

On the other hand, even if the net effect of intravaginal washing shortly after sex is 

beneficial to HPV prevention, recommendations of the practice need to be carefully 

considered. As aforementioned, although some studies suggested no association between 

douching and adverse health outcomes, numerous studies have shown harmful effects from 

douching. If intravaginal washing after sex is as potentially harmful as douching, the 

practice should not be supported. However, as explained above, most previous U.S. studies 

examined douching in general without specific focus on timing of and devices used in the 

practice. A longitudinal study is needed to investigate the effects of intravaginal washing 

after sex, separated from other IVPs, on multiple vaginal health outcomes. Moreover, the 

adverse health outcomes, particularly long-term ones such as low-/high-grade squamous 

intraepithelial lesions, may not necessarily be caused by the practice but by the chemical 

solutions used. Thus, it is also important to investigate the practice’s effects with a 

homogeneous solution (e.g., water only or water with soap) used by all participants, or to 

conduct other studies that aim to specifically examine different pharmacologic effects of 

different solutions (e.g., homemade vs commercial).

Intravaginal wiping was not associated with the number of HPV types. This lack of 

association may be true but may also be due to some biases. Except in one case, all FSWs 

who performed intravaginal wiping also performed intravaginal washing. Thus, the effect of 

intravaginal wiping on HPV outcome might have been masked or confounded by the more 

common practice of intravaginal washing. Alternatively, intravaginal wiping might have 

similar benefit and harm as intravaginal washing; yet, because it might be more harmful than 

intravaginal washing (e.g., causing more epithelial micro-breaks), the net effect became 

neutral. Intravaginal insertion with the intent to dry or tighten the vagina for sexual pleasure 

is potentially harmful as suggested in previous studies1 and thus may increase the 

vulnerability to HPV infection. Nevertheless, the low proportion of FSWs performing 

intravaginal insertion in our study sample might have led to reduced statistical power to 

detect the associations.

The study has some limitations. First, because the study design was cross-sectional, 

temporal relationships between intravaginal washing and HPV infection cannot be 

guaranteed. However, about 90% of HPV infections are cleared within 2–3 years,50 so HPV 

infection detected in the study was recent or current. Meanwhile, most (88%) of FSWs 

started intravaginal washing before or within 2 years after engaging in sex work; and among 

those who started intravaginal washing, 97.2% continued it within the past 3 months. These 

statistics suggest that intravaginal washing had been long maintained and was unlikely 
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consequent to current HPV infection. Moreover, the infection of HPV types other than 6 and 

11 is often asymptomatic and thus unlikely resulted in intravaginal washing. Nevertheless, 

the association between intravaginal washing and HPV infection may be indirect, e.g., those 

who had better medical knowledge might perform intravaginal washing and had other 

preventive behaviors that reduce the likelihood of HPV infection. Second, our study cannot 

distinguish between new HPV infection and HPV persistence. A longitudinal study is 

needed to address both of these limitations: examine the preconditions (i.e., at baseline) and 

investigate the effects of these, including IVPs, on new HPV infection versus redetection or 

persistence. Third, IVPs and variables collected through interviews might not be accurately 

reported. Finally, the moderate sample size might have reduced statistical power to detect 

some associations or interactions in multivariable models, and limited the ability for multiple 

comparisons (e.g., examining the effect of frequency of, timing of, and solutions used in 

intravaginal washing together).

CONCLUSION

Our findings suggest that intravaginal washing shortly after sex may help protect FSWs, who 

have a lot of different sexual partners, against HPV infection. Intravaginal washing shortly 

before sex and intravaginal wiping had no association with HPV infection. The effect of 

intravaginal insertion on HPV outcomes was inconclusive. Although IVP in general should 

be discouraged due to their harmful effects, intravaginal washing after sex in sex workers 
may not necessarily be so, particularly when it has culturally been a favored habit and 

cannot be completely eliminated. However, this needs to be carefully considered because of 

other potential adverse health outcomes of intravaginal washing. Future longitudinal studies 

are needed to comprehensively investigate the effects of IVP on multiple health outcomes, 

particularly long-term ones such as cervical intraepithelial neoplasia.
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Table 1.

Descriptive Statistics of Participants’ Demographic and Behavioral Characteristics

Characteristics N %

Age (years) (mean [SD]) 26.7 [4.5]

Ethnicity

 Khmer 196 98.0

 Chinese 1 0.5

 Vietnamese 3 1.5

Religious beliefs

 Buddhism 194 97.0

 Catholics 1 0.5

 Other 1 0.5

 No religion 4 2.0

Education level

 Did not attend school 51 25.5

 Some elementary school 64 32.0

 Completed elementary school or secondary school 71 35.5

 Completed secondary school or higher 14 7.0

Age at which first engaged in traded sex, (mean [SD]) 20.9 [3.8]

Years in sex work (mean [SD]) 6.0 [4.3]

 Average income per month in the past year from all types of sex work in USD (median [interquartile range]) 200 [150]

Main venue to contact clients

 Establishment-based (e.g., brothels, massage parlors, karaoke parlors) 59 29.5

 Freelancers (e.g., at bars, beer gardens) 62 31.0

 Street-based 79 39.5

Cigarette smoking

 Never 162 81.0

 Former 1 0.5

 Current (smoked in the past 3 months) 24 12.0

Alcohol use in past 3 months, average no. drinks/week

 0 37 18.5

 <3 48 24.0

 3 to <7 17 8.5

 7 to <14 66 33.0

 ≥14 32 16.0

Ever used drugs

 No 117 58.5

 Yes, but never injected 81 40.5

 Yes, ever injected 2 1.0

Self-reported HIV status

 Negative 176 88.0

 Positive 23 11.5
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Characteristics N %

 Completed all required doses of HPV vaccines

 No 179 89.5

 Yes 21 10.5

Had a non-paying regular partner (e.g., husband, boyfriend) in the past 3 months

 Yes 38 19.0

 No 153 76.5

No. of different paying partners in the past 3 months

 ≤30 63 31.5

 31–60 63 31.5

 61–90 24 12.0

 91–180 30 15.0

 >180 19 99.5

Condom use with all partners in lifetime

 Never 0 0.0

 Less than 1/2 the times having vaginal sex 2 1.0

 About 1/2 the times having vaginal sex 7 4.5

 More than 1/2 the times having vaginal sex 103 51.5

 Every time having vaginal sex 87 43.5

Condom use with all paying partners in the past 3 months

 Never 48 24.0

 Less than 1/2 the times having vaginal sex 6 3.0

 About 1/2 the times having vaginal sex 5 2.5

 More than 1/2 the times having vaginal sex 27 13.5

 Every time having vaginal sex 113 56.5
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