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Pubic Hair Grooming and Sexually Transmitted
Infections: A Clinic-Based Cross-Sectional Survey

Thomas W. Gaither, MD, MAS,* Kirkpatrick Fergus, BS,† Siobhan Sutcliffe, PhD,‡
Benjamin Cedars, BS,* Anthony Enriquez, BS,* Austin Lee, BS,* Nnenaya Mmonu, MD,*

Stephanie Cohen, MD, MPH,§ and Benjamin Breyer, MD, MAS†¶

Background: Pubic hair grooming has been correlated with a self-
reported history of sexually transmitted infections (STIs).We examined this
relationship further in a cross-sectional survey of patients attending an ur-
ban STI clinic in San Francisco in 2018.
Methods: Pubic hair grooming practices and detailed sexual histories
were obtained. Sexually transmitted infections were confirmed via labora-
tory diagnosis or physical examination by a licensed provider.
Results: A total of 314 individuals completed the survey. The median age
of participants was 31 years. In total, there were 247 (80%) men, 58 (19%)
women, and 5 (2%) transgender participants. Of the 247 men, 177 (72%)
identified as gay or bisexual. Twenty-five (82%) of 314 patients reported
pubic hair grooming within the past 3 months. Seventy-eight (25%) pa-
tients were diagnosed with a new STI during their visit. There were no sig-
nificant associations between reporting any anal or genital grooming and
being diagnosed with an STI. However, anal groomers were 3 times as
likely to be diagnosed with a rectal STI after adjustment (adjusted odds ra-
tio, 3.0; 95% confidence interval, 1.2–7.5) compared with genital only

groomers and nongroomers. Participants who report removing all of their
pubic hair more than 6 times within the past year had higher prevalence
of genital STIs (33.3%, 6–10 times; 28.6%, >10 times) compared with par-
ticipants who never groom all of their pubic hair (15.3%, P = 0.01).
Conclusions: We found no association between recent grooming and
genital STIs. Anal grooming was associated with rectal STIs in gay and
bisexual men.

Pubic hair grooming is common in the United States among men
and women.1,2 In a nationally representative study in 2013, 84%

ofwomen and 50%ofmen reported pubic hair grooming; grooming
locations included around the genitalia (for men, penile shaft and
scrotum; for women, labia andmons pubis), inner thighs, perineum,
and anus.1,2 Motivations for grooming include genital hygiene,
body image, partner preference, and sexual activity.1,3 Pubic hair
grooming is associated with more frequent sexual activity and a
greater number of lifetime sexual partners.1 The relationship be-
tween grooming and sexual activity seems to be stronger among
men who have sex with men (MSM) than among men who have
sex with women, especially for anal grooming.4 In women, sexual
orientation is not associated with grooming; however, in regard to
sexual practices, grooming is associated with receiving oral sex.1,5

Because grooming is highly associated with sexual activity,
several studies have examined the association between grooming
and transmission of sexually transmitted infections (STIs). In a
small case series, 14 immunocompetent women developed mol-
luscum contagiosum after grooming their pubic hair.6 In a conve-
nience sample of 333 women in a clinic in Texas, 5% of women
reported infections after removing their pubic hair; however, no
distinction was made between soft tissue infections and STIs,
which were all self-reported.7 In our previous large-scale national,
cross-sectional survey, pubic hair grooming was highly correlated
with a self-reported history of cutaneous STIs, including herpes,
human papillomavirus, syphilis, and molluscum.8 We speculated
that these findings might be explained by either grooming-
mediated epidermal microtears, which might permit epithelial
penetrance by pathogens, or that grooming might be solely a
marker of higher-risk sexual activity, aswewere not able to control
for sexual orientation or condom usage. In addition, STIs were
self-reported. A more recent study by Luster et al.9 found no asso-
ciation between pubic hair grooming and laboratory-based gonor-
rhea and chlamydia infections in college-aged women. This study
was limited by a homogenous sample and a lack of an unexposed
group (i.e., nearly 98.1% of the sample reported some pubic
hair grooming).

In the present study, we aimed to further explore the possi-
ble association between pubic hair grooming and STI transmission
by assessing grooming habits among individuals who presented to
a citywide STI clinic in San Francisco and correlating these habits
with the presence of STIs confirmed via laboratory diagnosis,
where appropriate, or by physical examination by a licensed
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provider. Pubic hair grooming was defined as removing any pubic
hair within the past 3 months. Detailed sexual histories were ob-
tained in all participants. Understanding the relationship between
grooming and STI prevalence could inform health education and
risk reduction counseling messages for sexually active individuals,
the majority of whom report pubic hair grooming.

MATERIALS AND METHODS

Study Population
This is a cross-sectional study designed to examine the as-

sociation between pubic hair grooming practices and STI. After
obtaining informed consent, patients were enrolled from April to
May of 2018 at the San Francisco Department of Public Health
City Clinic. The urban STI clinic serves a diverse patient popula-
tion of San Francisco and offers care regardless of insurance status
or ability to pay. Study staff conducted recruitment in person,
approaching potentially eligible participants in the waiting room
during recruitment hours. Recruitment occurred when staff was
available. The number of patients approached for study partici-
pation was not calculated. Eligibility criteria included English
speaker and age ≥18 years. To be included in the analysis, partic-
ipants needed to complete the survey and have received STI test-
ing in the study period. All patients were sexually active within
the past 3 months.

Assessment of Pubic Hair Grooming
Our primary exposure was pubic hair grooming practices

over the past 3 months as measured in a self-reported survey used
in previous studies (Appendix A, http://links.lww.com/OLQ/
A484).1,2,4 The instrument asked about ever grooming (yes/no),
removing all hair (yes/no), frequency (daily, weekly, monthly, ev-
ery other month, do not groom regularly), method (razor, electric
razor, wax, scissors, electrolysis, laser, other), and anatomic region
of hair removal. Groomers were defined as thosewho reported any
hair removal or trimming over the past 3 months. We also catego-
rized our exposure by anatomic region of hair removal (genital vs.
anal grooming) to correlate with the presence of genital and rectal
STIs, consistent with our theory that microtears promote STI ac-
quisition. Similar to previous studies, we also repeated our analy-
sis examining grooming frequency (daily, weekly, monthly, every
other month, not regularly) and frequency of removing all pubic
hair within the past year (never, 1 time, 2–5 times, 6–10 times,
>10 times).8

Assessment of STIs
Our primary outcome was a positive STI test result at the

time of the clinic visit. Chlamydia and gonorrhea infections were
confirmed with nucleic acid amplification testing via urine sam-
ples, vaginal swabs, or rectal swabs. Pharyngeal infections were
not studied, as we did not anticipate pubic hair grooming to impact
this. Primary syphilis was defined as having a genital ulcer (i.e.,
chancre) with treponemes seen on dark-field microscopy or a pos-
itive rapid plasma reagin. Open sores or wounds with negative
dark-field microscopy or negative rapid plasma reagin were classi-
fied as “genital ulcers.” Genital herpes was diagnosed via clinical
history, physical examination, and herpes simplex virus 2 poly-
merase chain reaction. Only patients without a history of herpes
were included, as to report only new herpes infections. This is be-
cause herpes simplex virus serology alone does not indicate timing
of infection. Scabies and genital warts were diagnosed by clinical
history and physical examination. Bacterial vaginosis was diag-
nosed according to Amsel's criteria, which require 3 of the

following: (1) homogenous, thin white vaginal discharge; (2) clue
cells on microscopic examination; (3) pH of vaginal fluid >4.5; or
(4) positive Whiff test result.10 Sexually transmitted infections
were further categorized by anatomic location: genital (urine chla-
mydia or gonorrhea, new herpes infection with penile or vaginal
lesions, primary syphilis, genital warts, bacterial vaginosis) or rec-
tal (rectal chlamydia, rectal gonorrhea, rectal warts, or rectal her-
pes without evidence of genital herpes). Similar to Osterberg
et al.,8 we also characterized STIs as cutaneous (genital ulcers, pri-
mary syphilis, herpes, genital warts, and scabies) or secretory
(chlamydia and gonorrhea). HIV serology was not included in
the current study. Participants were asked if they had a history of
HIVon the grooming survey (Appendix A, http://links.lww.com/
OLQ/A484).

Covariates
Covariates were chosen a priori and included age (years)

and number of sexual partners (past 3 months). The models were
also stratified by sex and sexual orientation (heterosexual vs. gay/
bisexual men), and thus were treated as effect modifiers. Lesbian
and straight women were included within the same group because
of low sample size (n = 58). However, in a previous study, no ma-
jor differences in grooming habits were identified between straight
and lesbian women.1 Use of condoms at last sexual encounter and
receptive anal sex were included in a post hoc analysis.

Statistical Analysis
Data analysis was performed in STATAversion 13. We com-

pared demographic and sexual history characteristics of groomers
and nongroomers using χ2 tests for categorical variables and t
tests and Wilcoxon rank sum tests for continuous variables de-
pending on the distribution of the data. Participants were also
compared by grooming frequency and frequency of removing all
their pubic hair. Crude associations between grooming practices
and the presence of STIs were assessed by χ2 tests. Multivariable
associations adjusted for the aforementioned covariates were
assessed by logistic regression for all STIs and separately for rectal
and genital STIs. Both age and number of sexual partners were in-
corporated as continuous variables within the model. In a post hoc
analysis of our positive findings, we repeated the model including
condomless sex (yes/no) and anal sex (yes/no) to assess for resid-
ual confounding. These variables were not included in our origi-
nal models to prevent overfitting. P values less than 0.05 were
deemed statistically significant. The study was approved by the
institutional review board at the last author's institution (IRB
No. 17-23739).

RESULTS

Study Population
In the current study, 333 individuals consented to partic-

ipate, and 314 (94%) completed the survey and provided infor-
mation on biological sex. In total, there were 247 (79%) men,
58 (18%) women, and 5 (2%) transgender participants. The
median age of participants was 31 years (interquartile range,
27–39 years). Forty-four percent of participants were white, 26%
Hispanic/Latino, 17% Asian, 11% black/African American,
and 2% other. Of the male participants, 177 (72%) identified
as gay/bisexual. Of the female participants, 9 (16%) identified as
lesbian/bisexual. Twenty-eight (9%) of participants reported a his-
tory of HIV, 91 (29%) were currently taking preexposure prophy-
laxis, and the median number of sexual partners within the past
3 months was 4 (interquartile range, 2–7). Reasons for the clinic
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visit included the following: having an active symptom (n = 150;
48%), having a partner recently diagnosed with an STI (n = 49;
16%), routine STI screening (n = 83; 26%), preexposure prophy-
laxis appointment (n = 62; 20%), and/or follow-up (n = 10; 3%).
Some participants also visited for multiple reasons.

Prevalence and Characteristics of Grooming
Therewere 257 (82%) of 314 participants who reported pu-

bic hair grooming within the past 3 months. Of these groomers,
119 (46%) reported genital and anal grooming and 129 (50%) re-
ported genital grooming only. Nine groomers (4%) reported only
inner thigh grooming. No individuals reported anal only groom-
ing. Table 1 compares demographic and sexual history character-
istics between groomers and nongroomers. On average, groomers
were younger than nongroomers (median age, 31 years compared
with 34 years; P = 0.01). A larger proportion of groomers were fe-
male (21%) compared with nongroomers (7%; P = 0.03). There
were fewer groomers with HIV than nongroomers (7% vs. 18%,
P = 0.03). Gay/bisexual men were the group most common to re-
port genital and anal grooming (64%). Condomless sex was com-
mon, with 236 (75%) of 314 reporting condomless sex at their
latest sexual activity. Groomers were marginally less likely to re-
port condomless sex compared with nongroomers (74% vs.
85%, P = 0.06).

Prevalence of STIs
Seventy-eight (25%) patients were diagnosed with a new

STI during their visit. Table 2 shows the number of STIs

diagnosed by grooming status and location. In general, there were
no major differences in STI diagnoses between groomers and
nongroomers, with the exception of genital gonorrhea. Eleven per-
cent of nongroomers were diagnosed with genital gonorrhea com-
pared with 2% of groomers. Rectal STIs were more common
among those who groomed their genitals and anus compared with
those who only groomed their genitals (12% vs. 4%).

Associations Between Grooming and STIs
Table 3 shows the unadjusted and adjusted regression anal-

ysis stratified by sex and sexual orientation. As with the univariable
associations, therewere no significant associations between groomers
and all STI transmissions. However, anal groomers were 3.0 times
as likely to be diagnosed with a rectal STI after adjustment (95%
confidence interval [CI], 1.2–7.5) compared with genital only
groomers and nongroomers. In gay/bisexual men, this association
remained significant (adjusted odds ratio, 2.7; 95% CI, 1.0–7.1).
Heterosexual men and all women had insufficient outcomes for
the analysis, as none of these individuals were tested for a rectal
STI. In the post hoc analysis, after adjusting for age, number of
sexual partners, condomless sex, and receptive anal sex within the
past 3 months, individuals who groomed their anus were 3.1 times
as likely to be diagnosed with a rectal STI (95% CI, 1.1–8.4).
The model for the post hoc analysis can be seen in Table 4.

Figure 1 shows the percentage of participants with an STI
stratified by frequency of any grooming and frequency of remov-
ing all pubic hair. In general, there were no statistically different
distributions between frequency of pubic hair grooming and STI

TABLE 1. Demographic and Sexual History Characteristics of Patients Presenting to a Sexual Health Clinic by Grooming Status and Location, 2018

Groomers

Nongroomers
(n = 57) P†

All groomers*
(n = 257)

Genital and Anal Groomers
(n = 119)

Genital Only Groomers
(n = 129)

Age, median (IQR), y 31 (26–37) 30 (26–36) 31 (27–39) 34 (27–49) 0.01
Sex, n (%)
Male 198 (77) 87 (73) 106 (83) 49 (89) 0.03
Female 54 (21) 29 (25) 21 (16) 4 (7)
Transgender 3 (1) 2 (3.6) 1 (0.8) 2 (4)

Race, n (%)
Asian 45 (18) 16 (14) 29 (22) 8 (14) 0.18
Black 24 (9) 13 (11) 11 (9) 11 (19)
Hispanic/Latino 63 (25) 31 (26) 29 (22) 17 (30)
White 118 (46) 56 (47) 57 (44) 21 (37)
Other 6 (2) 2 (2) 3 (2) 0 (0)

Sexual orientation‡, n (%)
Gay/bisexual male 140 (56) 74 (64) 62 (49) 37 (73) 0.08
Straight male 57 (23) 12 (10) 44 (34) 10 (19)
Lesbian/bisexual female 9 (3.6) 7 (6) 2 (2) 0 (0)
Straight female 45 (18) 22 (19) 19 (15) 4 (8)

No. sexual partners in last 3 mo,
median (IQR)

3 (2–6) 5 (2–10) 3 (1–5) 5 (1–10) 0.36

Days since last sexual encounter,
median (IQR)

5 (2–14) 4 (2–7) 5 (2–14) 5 (1–8) 0.29

Condomless sex, n (%) 188 (74) 84 (72) 97 (75) 48 (86) 0.06
Groomed partner, n (%) 126 (49) 57 (48) 65 (50) 22 (39) 0.38
HIV status, n (%)
Yes 18 (7) 8 (7) 9 (7) 10 (18) 0.03
No 211 (82) 100 (85) 103 (80) 41 (74)
Do not know 27 (11) 10 (8) 17 (13) 4 (7)

PrEP use, n (%) 76 (35) 42 (40) 31 (28) 15 (35) 0.97

*Groomers defined as those who report having removed or trimmed their pubic hair over the past 3 months.
†Comparing groomers with nongroomers.
‡Transgender participants were dropped from this analysis owing to small sample size.
IQR indicates interquartile range; PrEP = pre-exposure prophylaxis.
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diagnoses. Participants who report removing all of their pubic hair
more than 6 times within the past year had higher prevalence of
genital STIs (33.3%, 6–10 times; 28.6%, >10 times) compared
with participants who never groom all of their pubic hair
(15.3%, P = 0.01). This was most pronounced in female partici-
pants (42.9% for 6–10 times and 50.0% for >10 times compared
with 27.3% for never grooming all of their pubic hair), although
this did not reach statistical significance (P = 0.07).

DISCUSSION
This is a cross-sectional study of patients presenting to an

STI clinic in San Francisco.We examined the relationship between
groomed areas (genital vs. anal) and STI diagnosis by anatomic lo-
cation (genital vs. anorectal). All estimates were adjusted for age
and number of sexual partners and stratified by sex (male vs. fe-
male) and sexual orientation. The post hoc analysis was also ad-
justed for condom usage. Although no association was observed

overall between grooming and STIs in this STI clinic-based study,
positive associations were observed when we explored associa-
tions by grooming area, STI anatomic location, and grooming fre-
quency and removing all pubic hair. In particular, participants who
reported anal grooming were 3 times more likely to be diagnosed
with a rectal STI than participants who did not perform anal
grooming. This association was only observed in gay and bisexual
men, as none of the heterosexual male or female participants are
routinely screened for rectal STI in the clinic. Participants who re-
moved all pubic hair more than 6 times within a year represent a
high-risk group for genital STIs.

In the current study, 82% of subjects groomed within the
past 3 months. These are similar to what has been reported in pre-
vious literature.1,2 Almost half of subjects (46%) reported anal
grooming. Anal grooming has been associated with receptive anal
practices, especially for MSM.4 In contrast, motivations for anal
grooming in women include “cleanliness” or “hygiene” rather
than anal sex practices.1,11

TABLE 2. STIs Diagnosed Among Patients Presenting to a Sexual Health Clinic by Grooming Status and Location, 2018

Groomers

Nongroomers
(n = 57) P

All groomers*
(n = 257)

Genital and Anal
Groomers (n = 119)

Genital Only
Groomers (n = 129)

Individual STIs
Rectal gonorrhea, n (%)
Positive 5 (2) 4 (3) 1 (1) 2 (4) 0.67
Negative 100 (39) 60 (50) 38 (29) 24 (42)
Not tested 152 (59) 55 (46) 90 (70) 31 (54)

Rectal chlamydia, n (%)
Positive 14 (5) 11 (9) 3 (2) 1 (2) 0.33
Negative 93 (36) 54 (45) 36 (28) 25 (44)
Not tested 150 (58) 54 (45) 90 (70) 31 (54)

Genital gonorrhea, n (%)
Positive 5 (2) 4 (3) 1 (1) 6 (11) 0.006
Negative 204 (79) 100 (84) 98 (76) 40 (70)
Not tested 48 (19) 15 (13) 30 (23) 11 (19)

Genital chlamydia, n (%)
Positive 7 (3) 4 (3) 3 (2) 3 (5) 0.60
Negative 202 (79) 100 (84) 96 (74) 43 (75)
Not tested 48 (19) 15 (13) 30 (23) 11 (19)

Genital ulcer, n (%)
Yes 6 (2) 2 (2) 4 (3) 0 (0) 0.24

Genital herpes, n (%)
Yes 7 (3) 3 (3) 4 (3) 1 (2) 0.67

Bacterial vaginosis†, n (%)
Yes 10/54 (18.5) 6/29 (21) 4/17 (21) 1/4 (25) 0.75

Scabies, n (%)
Yes 1 (0.4) 1 (1) 0 (0) 0 (0) 0.64

Primary syphilis, n (%)
Yes 3 (1) 2 (2) 1 (1) 0 (0) 0.41

Genital warts, n (%)
Yes 10 (4) 3 (3) 6 (5) 3 (5) 0.64

Collapsed STI categories
Any STI, n (%)
Yes 61 (24) 34 (29) 26 (20) 17 (30) 0.40

Rectal STI, n (%)
Yes 19 (7) 14 (12) 5 (4) 4 (7) 0.92

Genital STI, n (%)
Yes 41 (16) 22 (18) 17 (13) 13 (23) 0.22
Secretory STI, n (%)
Yes 27 (11) 19 (16) 8 (6) 11 (19) 0.07

Cutaneous STI, n (%)
Yes 26 (10) 11 (9) 14 (11) 4 (7) 0.47

*Groomers defined as removing any pubic hair within the past 3 months.
†Only women included in the analysis.
STI indicates sexually transmitted infection.
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Rectal gonorrhea and chlamydia infections are on the rise,
especially in MSM.12 Furthermore, rectal gonorrhea and chla-
mydia infections place individuals at higher risk for HIV serocon-
version and prompt treatment is necessary tomitigate this risk.13,14

However, rectal STIs are often asymptomatic supporting the need
for routine screening, especially in MSM.15 Risk factors for rectal
STI transmission include receptive anal sex and a variety of non–
intercourse-receptive anal practices, such as fingering, rimming,
or use of dildos.16 Our results suggest that anal grooming could
be an additional risk factor for rectal STI acquisition, although
more research is necessary to confirm this finding. This corrobo-
rates with results of a previous study showing that receptive anal
sex partners who groom were more likely to be diagnosed with
STIs.4 In that study, all STIs were self-reported and anatomical lo-
cation of the infections was not described. It is unclear whether
grooming increases the sensitivity of rectal swab testing. We pro-
vide no evidence that grooming is along the causal pathway of
STI transmission. In addition, it is possible that there is reverse as-
sociation, as patients with an STI may be more likely to then
groom their anus.

Although grooming was measured in respect to the last
3 months before STI diagnosis, we cannot determine the exact
timing of transmission. The necessary factors for rectal transmis-
sion are currently unknown. A pilot study in Rhesus macaques
has shown that there is an increase in local cytokines and rectal
sloughing after STI acquisition.17 Subsequently, these infections
can cause microabrasions within the rectal epithelium, which
may recruit HIV target cells and thus increase risk for HIV trans-
mission. Anal grooming may also weaken the epithelial barrier
or disrupt the local immune response. Regardless of cause and ef-
fect, anal grooming is a marker of receptive anal intercourse.4

Therefore, anal grooming may be a risk marker for rectal STIs.
Our results supports STI screening of MSM who groom their
anus, especially as patient-reported exposure is not always a reli-
able indicator for risk.18 Anorectal infections have been shown
to be profoundly underdiagnosed especially among MSM, and
thus, further awareness is necessary.19

Although we found no association between genital
grooming and STI acquisition, we previously showed a strong

correlation between grooming and STIs.8 The discrepancy may
be for several reasons. One, it is possible that various sexual fac-
tors (i.e., more promiscuous sex or frequency of sex) are con-
founders within the relationship between genital grooming and
STIs. These were not controlled for in our previous analysis. An-
other explanation is that our study was underpowered to detect dif-
ferences in our outcomes, given the relatively lower STI
prevalence in heterosexual men and women in our sample. In the
study by Osterberg et al. 7580 respondents were included in the
study sample. Third, our results could reflect secular trends within
San Francisco and may not generalize to the US population. It is
also plausible that the microabrasions caused by grooming in com-
mon areas of the genitalia (mons pubis, scrotum, etc) are too far
from areas of transmission (i.e., urethra or vagina). Grooming is
a common practice among sexually active individuals, and the
prevalence of grooming in our sample (~80%) mirrors those in
other studies.1,2,20 Our results are consistent with those reported
by Luster et al.9 In this study, the authors found no association be-
tween pubic hair grooming and STI in a group of college female
students. In this analysis, all associations were controlled for fre-
quency of sex, income, race, and year in school. Lastly, removing
all one's pubic hair more than 6 times within the past year was as-
sociated with genital STIs on the aggregate. This analysis was not
significant when stratified by sex and sexual orientation, which
could have been underpowered. In contrast, this could represent

TABLE 3. Associations BetweenGrooming Location and STIs Among Patients Presenting to Sexual Health Clinic by Sex and Sexual Orientation,
2018

Any STI Rectal STI* Genital STI*

OR
(95% CI)

aOR†
(95% CI)

OR
(95% CI)

aOR†
(95% CI)

OR
(95% CI)

aOR†
(95% CI)

All participants
Genital and anal groomers 1.4 (0.8–2.3) 1.4 (0.8–2.4) 2.8 (1.2–6.6)‡ 3.0 (1.2–7.5)‡ 1.2 (0.6–2.1) 1.1 (0.6–2.1)
Genital only 0.6 (0.4–1.1) 0.7 (0.4–1.2) 0.4 (0.1–1.0) 0.4 (0.1–1.1) 0.6 (0.3–1.1) 0.6 (0.3–1.2)

Male participants
Straight
Genital and anal 1.8 (0.4–8.2) 2.4 (0.5–12.0) —§ —§ 2.6 (0.5–11.9) 3.5 (0.7–19)
Genital only 0.7 (0.2–2.4) 0.8 (0.2–3.4) —§ —§ 0.4 (0.1–1.7) 0.5 (0.1–2.3)

Gay/bisexual
Genital and anal 1.3 (0.7–2.6) 1.3 (0.7–2.7) 2.8 (1.1–7.0)‡ 2.7 (1.0–7.1)‡ 0.8 (0.3–1.8) 0.8 (0.3–2.0)
Genital only 0.6 (0.3–1.2) 0.6 (0.3–1.2) 0.5 (0.2–1.4) 0.6 (0.2–1.7) 0.5 (0.2–1.4) 0.5 (0.2–1.3)

Female participants
Genital and anal 1.2 (0.4–3.9) 1.1 (0.3–3.8) —‡ —‡ 1.4 (0.5–4.2) 1.0 (0.3–3.4)
Genital only 1.2 (0.4–4.2) 1.7 (0.5–6.0) -c -c 0.8 (0.3–2.7) 1.1 (0.3–3.6)

‡P < 0.05.
§Insufficient number of outcomes for analysis.
†Adjusted odds ratio, all models adjusted for age and number of sexual partners.
*Genital STIs include the following: genital gonorrhea, genital chlamydia, new herpes diagnosis, primary syphilis, genital warts, bacterial vaginosis

(women only); rectal STIs include: rectal gonorrhea, rectal chlamydia, rectal warts, or rectal herpes simplex virus.
CI, indicates; OR, odds ratio; STi, sexually transmitted infection.

TABLE 4. Post Hoc Analysis of the Association Between Rectal
Grooming and Rectal STIs (n = 177)

Rectal STI, aOR (95% CI)

Genital and anal grooming
Yes 3.1 (1.1–8.4)
No 1.0 (reference)

Age 1.0 (0.9–1.1)
No. sexual partners 1.0 (0.9–1.1)
Receptive anal intercourse 0.5 (0.2–1.5)
Condomless sex 1.5 (0.4–6.1)
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a highly sexually promiscuous group, which leads to higher expo-
sure to STI-positive partners.

The HIV prevalence in groomers was considerably lower
than that in the nongroomer group (7% vs. 18%, P = 0.03). These
were all patients with a diagnosis of HIV, as we did not study new
HIV infections. The reason for the stark difference in prevalence is
unknown and an unexpected finding. Decreased sexual activity
has been observed after an HIV diagnosis.21,22 Because grooming
is highly associatedwith sexual activity, this is a plausible explana-
tion for this finding. Dissatisfaction with body image and changes
in attitude about one's body has also been observed in the HIV
continuum, which is another possibility for this finding.23 This
finding could also be due to chance and requires replication.

This study has notable limitations. This is a convenience
sample of one public health clinic, and the results may not be gen-
eralizable. Participants who refused to participate may be different
from patients included in our study. Our study sample had more
sexual partners within the past 3 months (median of 3) than what
is reported at a national level.24 This is a cross-sectional study,
and temporality cannot be established. All STIs were laboratory
confirmed, where possible; however, some diagnoses were based
on physical examination and clinician judgment. Residual con-
founding is possible, as we did not collect variables such as fre-
quency of sexual activity or transactional sexual experiences.
The post hoc analysis may be subject to false positives from re-
peated statistical testing. The studymay be underpowered, as some
of our point estimates have a large CI range. Grooming was self-
reported and not documented on physical examination; however,
we do not anticipate much misclassification due to this. Grooming
surveys were administered before clinic visits. Despite these limi-
tations, this study examines the relationship between pubic hair
grooming practices and laboratory confirmed STIs.
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