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Detectable GT−HIV RNA was found in 4/39 (10.3%) participants pre−cryotherapy, 1/30 (3.3%) 2−weeks post−

cryotherapy and 3/26 (11.5%) 8−weeks post−cryotherapy. Only 6/39 (15.4%) participants had detectable GT−

HIV RNA at any point. 2/6 had recent high PVL (range: 49,124−150,695 copies/mL) within 3 months of the

study and detectable GT−HIV RNA at follow−up visits. 4/6 had undetectable recent PVL within 3−11 months but

detectable GT−HIV RNA pre−cryotherapy. The mean GT−HIV RNA among 4/39 WLHIV with shedding pre−cryotherapy

was 43,109 (range: 21,812−73,625) copies/mL. Only one participant had GT−HIV RNA (73,125 copies/mL) at 2−

weeks post−cryotherapy (N=30); she had no pre−cryotherapy shedding but had a PVL of 49,124 copies/mL 3 months

beforehand. The mean GT−HIV RNA at 8−weeks post−cryotherapy was 44,668 (range: 21,256−64,812) copies/mL among

3/26 participants. One of the 3's PVL was 150,695 copies/mL 3 months pre−cryotherapy while 2/3 had detectable

pre−cryotherapy GT−HIV RNA despite undetectable most recent PVL. However, their undetectable PVL was 8−11

months prior to cryotherapy which may not accurately reflect PVL at baseline.
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Table 1. Plasma and Genital Tract HIV Viral Loads Before and After Cryotherapy of 
Participants with Detectable Genital Tract HIV RNA 

 
Participant with 
detectable GT-

HIV RNA 

Most Recent PVL GT-HIV RNA Viral Load 
Pre-cryotherapy 2 weeks post-

cryotherapy 
8 weeks post-
cryotherapy 

#1 150,695 copies/mL (3 
months pre-cryotherapy) 

Undetectable Undetectable 21,256 copies/mL 

#2 49,124 copies/mL (3 
months post-cryotherapy) 

Undetectable 73,125 copies/mL Undetectable 

#3 Undetectable (4 months 
pre-cryotherapy) 

38,625 copies/mL Undetectable Undetectable 

#4 Undetectable (1 month 
pre-cryotherapy) 

38,375 copies/mL No sample Undetectable 

#5 Undetectable (11 months 
pre-cryotherapy) 

73,625 copies/mL No sample 64,812 copies/mL 

#6 Undetectable (8 months 
pre-cryotherapy) 

21,812 copies/mL No sample 47,937 copies/mL 

 
PVL: plasma viral load, GT-HIV VL: genital tract HIV RNA. Abbott Realtime HIV-1 assay 
quantified GT-HIV RNA with a detection range of 40 copies/mL to 10 million copies/mL. 

 


