April 23 2010
Dear Professor Huntoon,

My detailed comments are inserted below withinM&in bold type. | hesitate to
recommend publication of this MS for the followiregasons and those listed are not, by
any means, all the reasons:

1. Ethical.

The author wrote “The likelihood of false positivess been known chiefly to people
who doubt the official view about HIV and AIDS”.h&t is, the so called dissidents. The
dissidents also know that my group are the first still remain the only individuals who
have published scientific evidence showing that:

(a) there is no evidence that HIV has been isolptedied, neither from fresh tissue nor
cultures containing tissues derived from even atept.

(b) since HIV has not been isolated from anyoneeti®eno gold standard for the
antibody tests. That is, there is no proof thabsitive test, even in one single individual,
proves HIV infection.

It is obvious that the author of this MS is awar@ar work. Yet he/she does not give
credit where credit is due. Instead, in ordergpear original, the author ends up
contradicting himself/herself: On the one handhe/asserts that “HIV has been
detected by culture” in 50-80% of ““HIV positive’gpple”, while on the other hand
“There is no gold standard for an HIV test”. Thiakas nonsense of his argument.

2. Scientific.

Given the title “latrogenic harm following “HIV” &ing”, one would expect the author
would thoroughly document:

(a) well renowned evidence of the side effectardiretroviral therapies. Instead the
author copies a list of side effects documentatén‘Guidelines for the Use of
Antiretroviral Agents in HIV-1-Infected Adults amolescents”. This is information all
manufacturers are expected to provide. Indeeg,dahreunder a legal obligation to do so.

(b) once the toxicity of the drugs is describesl dlathor is open to several courses:

(i) to complete his paper having merely documentecetteescities without further
comment;

(i) accept there are the toxicities but argue for thef;
(iif) argue against their use.

There can be two main arguments in support ofakedlaim.



Firstly, the benefit/harm ratio is 1 or less. Nls evidence exists in this manuscript.

Secondly, the antibody tests do not prove HIV itiecbecause there is no gold standard
to prove their specificity. That is, the authooyides evidence that HIV has not been
isolated. Or that the specificity has been deteechibut is low and thus the diagnosis of
HIV infection is unreliable. No such proof exigtsthis manuscript.

Instead he claims that doctors prescribe thesesdruignorance, not being aware of how
flawed the tests are because they obtain theirrimdtion from websites instead of by
reading highly-technical (and according to him/higihly reliable) books such #dDS

and Other Manifestations of HIV Infectiotdowever, if doctors read this book they will
find out that the ELISA, “the first type of testlb@ licensed in the U.S. to detect infection
with HIV”, has a specificity of 99.9% (when the iadiuals from both low and high risk
are included), and when “classic patterns are ptgsethe Western blot], positivity
[infection] is a virtual certainty”. This is a dagtion of a diagnostic test which is as
good as any to be found in medical practice. Swiloat basis does the author question
doctors who prescribe these drugs?

Publication of this manuscript as it stands willdfieno benefit to the author and, more
importantly, to theJournal However, | am willing to provide continuing astsince. If
the author can be persuaded to rewrite the mampaserd address the above points, that
is, if he proves that:

(1) the ratio of benefit/risk is at least less than 1;

(i) the specificity of the antibody tests has not bg@ven because HIV has not
been isolated;

(i) HIV has been isolated but the specificity is low;

| will gladly reappraise the manuscript.
Kind regards,
Eleni Papadopulos-Eleopulos

PS. Please let us not repeat what happened wikkeBry Bauer’'s manuscript. |
recommended publication but on f@visoof some modifications. Dr Bauer did
modify the manuscript but not in the manner recomhed. For example, | asked him
either to discuss the molecular biology of HIV grdvide original evidence that HIV
has not been isolated or, since we have already soymake reference to our published
work. He did neither. Instead he reproduced ament from an article by Weiss and
Cowen which states: “In the absence of a golddstath the true sensitivity and
specificity for the detection of HIV antibodies raim somewhat imprecise”. However,
he omitted to state: (a) that the above auttiGeshim, accept that HIV has been
isolated, that is, there is a gold standard fortéls& (b) according to Weiss and Cowen:
“Gold Standard (Reference Standard)- A definitive means of categorisation, widely



accepted by experts in the field, for absolutelfyrileg the presence or absence of a
condition (such as HIV infection)”. Confirmatory Test — A supplementary test that is
maximally independent from any other tests thaehasen utilised. A well performing
confirmatory test will be part of a “confirmatorigarithm,” the results of which would
serve as the basis for optimatigfinitive test result categorisation” (first two emphases
in original, last emphasis mine). In fact Weisd &owen devote a whole subsection to
HIV “ANTIBODY CONFIRMATION ASSAYS” (page 155).

Let me remind you that the title of Bauer’s pagefHIV tests are not HIV tests” and one
of his subtitles reads “Isolation is not isolatiéturification is not purification”. These
controversial statements are based on Weiss anen®opaper! This means that the
Journal of American Physicians and Surgebas published a paper in which no matter
how hard one tries, one will utterly fail to findyscientific proof of Henry Bauer’s
assertions.

The author of the present manuscript seems towdllo Bauer’s footsteps. In science
one cannot “have his cake and eat it too”.
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IATROGENIC HARM FOLLOWING “HIV” TESTING

By Kkkkkkkkkkkkkk

ABSTRACT

False-positive HIV tests are very likely in lowkipopulations. This is made plain in the
technical literature, but it is not commonly knovumformation for general consumption
disseminated by authoritative sources emphasizagha tests haved9% “sensitivity” and
“specificity,” a statement that is readily and widbut mistakenly interpreted as the tests being
>99%accuratein diagnosing infection

Nowhere in this manuscript can one find any eviderefor the
claim by “authoritative sources” “the tests havez 99%
“sensitivity” and “specificity™ is “mistakenly int erpreted as the
test being 99% accurate in diagnosing infection”.

More than half of all individuals testing HIV-pasi may never become ill as a result of
being HIV-positive, be it because of false pos#iee for some other reason.

This is nothing new. In the HIV/AIDS literature this has been
emphasised for over 20 years.

However, antiretroviral treatment is based increglgion no more than laboratory tests of
HIV and CD4 cells rather than on the presenceinioal symptoms of actual illness.

Antiretrovirals are given to prevent the onset of he clinical
syndrome. The only way one can claim antiretrovirks should not
be given on the basis of a positive antibody teshd decreased T4
cell count is to have proof that either (i) a posite test does not
prove infection; (ii) there is no relationship betveen decrease in
T4 cells and the clinical syndrome; (iii) both. M such evidence
exists in this manuscript

As a result, some unknown but probably large nurobeeople are needlessly taking
antiretroviral drugs whose side effects may be lgigebilitating. Particularly at risk of such
iatrogenic damage are pregnant women, Africanspaogle of recent African ancestry.



INTRODUCTION

“Positive” “HIV” tests do not necessarily signifgifection by HIv! For example, HIV was
detected by culture in only 50-60% of “HIV-positiveeople. There is no gold standard for an
HIV test.

The author is contradicting himself/herself. On tle one hand
he/she claims that no gold standard for the HIV aribody test
exists and on the other that HIV has been detectdal culture in
50-60%. The author does not say from where he oliteed this
figure or what, in his view, is meant by “culture”. However, by
culture, HIV experts mean “isolation”, and if HIV h as been
isolated from even one person there is a gold staandi for the
antibody tests.

Dozens of other conditions than HIV infection céimsilate a positive “HIV” test, even
vaccination against flu, and many illnesses likdamiz or tuberculosié.In some cases the
“HIV”-positive result may be only temporary, as ogfed with anti-tetanus shat Pregnancy
can bring on a false-positive HIV test—reszuwl't/,hich explains why so many surveys find pregnant

women having a higher rate of testing “HIV-positI\/%J;S’Table2":"3Jure 22 This non-specificity

and lack of a gold-standard test underlie the dis@rs in HIV test-kits that the tests do not
suffice to prove infection and are not approveddiagnosis of infection.

No antibody test is 100% specific and in fact for rost of tests there
are maybe a dozen or so conditions which will causefalse positive
result. Yet antibody tests are a very useful toah clinical practice.
There are HIV antibody tests that are approved to thgnose HIV
infection. In the author’s ref. 13 one reads: “Tlke EIA (ELISA)
was the first type of test to be licensed in the USto detect
infection with HIV”. page 150.

It is not only that some people might have beefgdesed “HIV-positive” as a result of
false-positive tests, it is also that HIV appearsequire co-factors before it can damage the

immune systerr%gJ healthy immune systems can ward off HIV after esqpe so that a positive

antibody test may signify immunity rather than ttfen, according to Luc Montagnié%,who
received the 2009 Nobel Prize for discovering HAdividuals with such healthy immune
systems presumably constitute the “long-term namp@ssors” or “elite controllers” who have
remained for upwards of two decades healthy whilé-pbsitive.

The author is misinterpreting Montagnier’s claims in the
documentary House of Numbers. Montagnier did say that a good
immune system gets rid of HIV infection. But theres much more
to the immune system than antibodies. Montagnierid not say
that a positive antibody test signifies immunity. To the contrary,
according to Montagnier a good immune system revesta positive
test to negative. As the authors of ref. 13 pointieout, which the
author of the manuscript uses extensively to makeisther claims,
the presence of antibodies does not signify immumit “It is



important to remember that with many viruses, including
HIV...the presence of antibodies does not indicate selution of
infection” page 148.

Now, the common practice is for clinical laboragsrio designate test results as “positive,”
“indeterminate,” or “negative,” and for physiciaiasinterpret those as referring to inevitably fatal
HIV infection and to treat patients accordingly:IVHpositive” together with a low count of CD4

cells is usually regarded as reason to begin amtiieal treatment (ART)’L;2 CD4 <200/mmis a
common criterion, but some recommendations makeuteff 350 or even higher.

Those treatments comprise highly toxic drugs thaexpected to be taken for the patient’'s
lifetime. After about a decade’s experience with thodern form of these treatments, it is
apparent that HIV-positive individuals on ART exigace a greater number of life-threatening
non-AlDSevents than they do AIDS events:

In the era of combination antiretroviral therapgyeral large observational studies have
indicated that the risk of several non-AlDS-defgpiconditions, including cardiovascular
diseases, liver-related events, renal diseasecenain non-AIDS malignancig¢$4-19] is greater
than the risk for AIDS in persons with CD4 T-cedlunits >200 cells/mmthe risk for these
events increases progressively as the CD4 T-celitadecreases from 350 to 200

12p21
cells/mni.~P

The most recent version of these Treatment Guiegl{bec 1, 2009) has more than 10 pages
listing for the various components of ART theirisas and sometimes fatal adverse effects:
bleeding events, bone-marrow suppression, cardiolaseffects (including myocardial
infarction and cerebrovascular accidents), cemealous-system effects, gastrointestinal
intolerance, hypersensitivity with hepatic failunepatotoxicity, hyperlipidemia, hypersensitivity
reaction, diabetes mellitus, lactic acidosis, hiepsieatosis, severe mitochondrial toxicities,
lipodystrophy, nephrolithiasis, nephrotoxicity, nemuscular weakness syndrome, osteonecrosis,
osteopenia, pancreatitis, peripheral neuropatheyedis-Johnson syndrome, toxic epidermal
necrosis.

All drugs are toxic to greater or lesser degreesif the author wants
to argue against the use of ART he must present eddnce which
shows that the risks/benefits ratio with ARTs is ateast 1. Is the
author suggesting chemotherapy of cancer should labandoned?

These overall observations do not exclude the pitisgithat ART might nevertheless
prolong the life of individuals who would actualpve proceeded to AIDS without treatment,
but they do mean that people with false-positive kists, and actually HIV-positive individuals
who are potential long-term non-progressors, shoatde exposed to ART, since that could
only harm and not benefit them. Therefore it is@mgnt to discover how many people
designated “HIV-positive” under present criteriaulbnot proceed to HIV-caused illness
without treatment.

To estimate the proportion of people receiving Ao should not be one must assess (1)
the rate of false-positive diagnoses, and (2) thegrtion of non-progressors among actually
HIV-positive individuals.



HOW MANY FALSE POSITIVES?

In an individual judged to be at low risk, a “pas#” “HIV" test may be false-positive more
than 80% of the timd-or example, if the tests have a reported seitgiind specificity each at
99.5%,5 out of 6 “positive” HIV-test results would be $al positives in a population where the

actual prevalence of HIV is 0.158P14°

The subtitle “HOW MANY FALSE POSITIVES?”, implies t hat
the author will present evidence regarding the spdficity of the

HIV antibody tests. Instead he accepts that it i99.5%. On page
149 Weiss and Cowan are referring to the positiverpdictive value
of the HIV antibody test. They show that positivepredictive value
of the HIV antibody tests in a low risk populationis low. This is no
different from antibody tests for most infections. Because of this
physicians go to great lengths and take in considation other
factors and also perform supplementary tests befordeclaring a
patient is infected.

According to Weiss and Cowan this is the case fohe¢ HIV
antibody tests as well. “CDC has developed a sesief guidelines
for counselling, testing, and referral to assist aticians in the
proper interpretation and reporting of test resultsto patients (25-
29).

Although health care professionals who order HIV tets have
become increasingly familiar with these tests, isiimportant for
the laboratory report to provide the clinician with considerable
guidance concerning the implications and limitatios of the test
results. Further consultation with the laboratory (or blood bank)
director, infectious disease specialist, or othexpert may be
particularly important in circumstances of an “unexpected” result.
Such experts should be able to assist the cliniciam employing
standard principles of decision theory to apply thébattery of tests
appropriately and efficiently to a given situation. For example,
blood donor screening assays have been developedrtaximise
sensitivity to meet the specialised needs of safdty the blood
supply. This results in decreased specificity ideiflying the need
for confirmatory testing of reactivity”.

Since the author accepts that the specificity of thHIV antibody
test is 99.5% then the positive predictive valuefdhe HIV
antibody test in a low risk population is at leasts good as that of
the antibody test for any sexually transmitted agen Yet nobody
will argue such patients must not be treated with atibiotics.

This statistical fact is virtually unknown outsiglgecialist circles, yet
the underlying rationale is straightforward. Spieiif of 99.5% means
that out of 1000 actually negative people who asted, 5 will falsely
test “positive”. If the actual prevalence of HIV0sL%, then 1 in 1000
will be a true positive. Thus among every 1000stéstre are on
average 5 false and 1 true positive: of 6 apparesitives, 5 are false.



This has an import whose significance can hardlgxamgerated: In

the United States, prevalence<® 1% characterizes large cohorts of

the populatior?,":'g'22 especially among white Americafrgig.]ap'5

When a heterosexual Caucasian American is said tbily/-positive,”
the chances are >80% that this does not signigctidn with HIV. For
the USA overall, the rate of HIV-positive is ab@5%, so in a
random sample of the population about half of aflifive tests would
be false positives.

(Sensitivity of 99.5% means that of every 1000 Hbsitive samples, 5 will test negative.
Such false negatives are of concern in screenmagbbut hardly of concern for individuals,
because negative tests on high-risk individualsalimhost certainly be repeated.)

So are positive tests in low-risk individuals. Iraddition in these
individuals the results are “confirmed” with non-antibody tests i.e.
PCR.

No test can be 100% specific and sensitive. Intexidio the high probability of false
positives in a low-risk population on purely statiagl grounds there is the phenomenon of cross-
reactions: A large number of physiological condit@ther than HIV infection can bring about a
positive “HIV” test-result. As already mentionetiese conditions include such common illnesses
as tuberculosis and malaria and such common vammisaas against flu or tetanus. Additional,

not already mentioned potential causes of falséipes include autoantibodies, cross-reactive

proteins, hypergammaglobulinemia, multiple pregiesiand other retrovirusé?é.Tableg'2

. . : 1
Human endogenous retroviruses are yet anotherpessiurce of cross-reaction on HIV tetdts.

Overall, then, for an individual who is not in ooliethe AIDS-risk groups, the probability is
very high indeed, certainly more than 80%, thabsitive HIV-test is likely to be a false positive.
But this is not generally known, it is not parttbé public conventional wisdom, indeed official
statements seem as if designed to prevent thigtesaformation from becoming widely
recognized.

There is nothing “in addition”. The statistical probability is the result of the
“phenomenon of cross-reactions”.

PUBLIC ADVICE ABOUT HIV TESTS

The likelihood of false positives has been knowiefthto people who doubt the official
view about HIV and AIDS.

Where do they get their information? Where is theproof that the
HIV antibody tests do not prove HIV infection. Theauthor of ref.
1 claims that the specificity of the HIV antibody &st has not been
proven because there is no gold standard. So ddbs author of
this manuscript under review: “There is no gold sandard for an
HIV test”. However, the only gold standard for theHIV antibody
test is HIV, is HIV isolation. Both authors claimthat HIV has
been isolated repeatedly. In other words they areontradicting
themselves.



Materials intended for practicing physicians aslaslfor the general public offer advice
about HIV and instructions about testing withoutniien of the numerous and common reasons
for false-positive “HIV” test-results and withoyparopriate emphasis that people in low-risk
groups are highly prone to misleadingly “positivdfV test-results.

For example, AIDSinfo, “a service of the U.S. Daépaant of Health and Human Services,”

has a fact sheet about “HIV Testing and Pregna%lS(:y\'Ihich nowhere mentions that pregnancy
itself is a potential reason for testing “HIV"-ptige, at the same time as it states that “the U.S.
Public Health Service recommends that all pregnemhen be tested.” Benefits of being tested
are said to be that “By knowing your HIV statusuyond your doctor can decide on the best
treatment for you and your baby and can take stepseventmother-to-child transmission of
HIV” [emphasis in original, which was reviewed inaly12009].

The Centers for Disease Control and Prevention sma&enention of “false positives” in its

testing recommendations, “in health-care settinfgs,adults, adolescents, and pregnant

16
women.

The San Francisco AIDS Foundation has been inemdstsince 1982 and receives funds
from federal, state, and city governments; evideautl authoritative resource. Its document,

“AIDS 101: HIV Testing,’17 almost makes it seem thatt being infected is rather unusual:
“Interpretation of Test Results

A positive (reactive) result means:

You are HIV-positive (carrying the virus that casigdDS).

You can infect others who come into contact withinyblood, semen or vaginal fluid. You should
take necessary precautions to avoid transmitting tdlothers.

A positive result does NOT mean:

You have AIDS.

You will necessarily get AIDS.

You are immune to AIDS, even though you have adidm

A negative (non-reactive) result means:
No HIV antibodies were found in your blood at ttise.

A negative result does NOT mean:

You are not infected with HIV (you may still betime ‘window period’).
You are immune to HIV.

You have a ‘resistance’ to infection.

You will never get HIV.

An indeterminate result (which is rare) means:
The Western Blot (WB) result is unclear. The enti¥ test must be repeated with a new blood
sample, usually several weeks after the first biestl

Indeterminate results usually occur if the tegteéformed just as the person begins to
seroconvert.”

Although the possibility of a false positive is aockvledged, it is in a way that makes it seem
highly unlikely to be of concern (emphases addetiénfollowing):



“Accuracy of Antibody Tests

Antibody tests are extremely accuratewhether receiving a rapid test or a more tradio

ELISA. Rapid tests, for example, have an accuratsy exceeding 99%. However, positive results
from a rapid or ELISA test must be confirmed bytheo test to ensure that a person is HIV-
positive.

The accuracy of a medical test is a combinatiomvoffactors: sensitivity and specificity.
The ELISA is extremely sensitive (about 99.5%),akhineans it will detect very small quantities
of HIV antibody. This high sensitivity reduces thdds of reporting a ‘false negative’ when HIV
antibodies are present. Assuming you are beingddstyond the ‘window period’ and have not
engaged in activities that put you at risk for Hifthe ELISA is ‘negative,’ there is virtually no
chance you have HIV.

The high sensitivity of the test creates a slightiver specificity. This mearthe result
could (infrequently) be ‘false positive."To compensate for this, confirmatory tests are
automatically performed after a positive ELISFhe WB and IFA are highly specific for HIV
antibodies, so they rule out false positive ELISAgearly every time

The CDC states that the combined accuracy of th8A plus either the WB or IFA is
greater than 99%.

The CDC recommends retesting any positive (reactBLISA twice; if either retest is
positive (reactive), then a confirmatory test isf@ened. Only when the confirmatory test is also
reactive is the result reported as HIV positiveailigreputable test sites automatically follow
this procedure, so results reported to you as posie can be relied upon completelylt is also
important to note that if you test positive throdbh use of a rapid HIV test (with results
provided in 20 minutes or less), your result iB pteliminary. A confirmatory test must be
performed to verify whether you are infected wittvknd these results will take several days.”

These statements from the San Francisco AIDS Faiandare in direct contradiction to the
authoritative technical literature which points that no combination of tests alone suffices to
prove infection, and that so-called “confirmatotgsts should rather be called “supplemental”

because they merely provide additional informatiast, confirmation of infection

AIDS InfoNet, established in 1998, is another putdy authoritative resource for the
medical profession and the general public, beimtypfunded by the National Library of
Medicine and maintained by the AIDS Education arairing Center at the University of New
Mexico Health Sciences Center. It asserts that “kisting tells you if you are infected with the

Human Immunodeficiency Virus (HIV) which causes /SDlg which again is in direct
contradiction to the fact that positive tests domecessarily indicate infection and that the tests
have not been approved for the purpose of deteittfagtion. AIDS InfoNet does acknowledge
that “one” of the rapid tests has had a higher aéfalse positives, and that some “special cases”
can give false positives, for example, babies witiacarry their mother’s HIV antibodies; but it
goes on to assert that other tests, such as @ad| tan be used instead, as though these other
tests could diagnose infection.

Commendably, AIDS InfoNet acknowledges also thaeffpant women may have false or
unclear test results due to changes in their imnsyatem,” but this falls short of acknowledging
that pregnancy itself is tHiely cause of a positive “HIV” test in someone who haknown
AIDS-risks. Furthermore, all these caveats ardylike be overlooked given the statement that



“Antibody test results for HIV are accurate morarit99.5% of the time,” which sorely lacks the
crucial explanation that in low-risk groups(1% HIV prevalence) this corresponds to 5 out of 6
“positives” being false positives, and it failsgoint out that antibody-positive does not
necessarily mean infection.

Altogether, then, the clear impression is giversbgmingly authoritative sources, in
information intended for medical professionals & &s for general consumption, that HIV
testing is highly accurate and can be relied upatetect infection. This is not in keeping with
the technical literature, which makes plain thatitgy can be no more than an adjunct to clinical

judgment in inferring whether a person might besalty infected with HIVE

The dissemination of these unqualified and theralsjeading assertions that HIV testing is
99.5% accurate misinforms practicing physiciansthedeby represents a clear danger to the
psychological and physical health of the generalipumost particularly all low-risk individuals.

As the title of this section says, the informatioin the cited
websites is for the general public, not for physieins. More
importantly, he/she seems to confuse specificityr(tries to confuse
others) with predictive value.

WHO IS MOST LIKELY TO BE DAMAGED BY FALSE-POSITHNNETESTS?

Doctors have to deal with so many different illressthat they cannot keep up-to-date with
the specialist technical literature relating torgygossible ailment, and they are likely to rely on
official advice in “fact sheets” from and web-sitg#fssuch places as the National Institutes of
Health, the Food and Drug Administration, the Wadilehlth Organization, etc., like those cited
in the previous section. Few doctors, if any, wahidk that they should read a highly technical
work like AIDS and Other Manifestations of HIV Infectilest the information broadcast by
those authoritative resources might be grosslyeadihg, as it happens to be about the
significance of positive HIV tests.

| am at a loss to understand what makes the authaf this
manuscript think that only he/she is capable, willag or even
competent to obtain his/her information from readirg higher
technical works, but the physicians, that is the HV/AIDS
specialists who look after the HIV+/AIDS patients gt their
knowledge from websites. Such a statement does ralp his/her
credibility whatsoever.

Journalists, too, as well as those members oféheml public who have learned to Google
as a way of getting second opinions about what thagtors tell them are being misled in the
same dangerous fashion.

It is not only in monographs lik&IDS and Other Manifestations of HIV Infectidmat the

unreliability of HIV tests is described, of cours@r example, Gigerenzer etlglpointed outa
decade ago that “heterosexual men with low-riskaligtur” are likely to experience a 50% rate
of false-positive HIV tests.



In AIDS and other manifestations of HIV infection ane reads:
“The EIA (ELISA) was the first type of test to be icensed in the
US to detect infection with HIV...In the US, the latst generation
of licensed EIA screening test typically has senagiities of = 99.9%
and specificities ofz 99.9%” (page 150,151). In the confirmatory
WB test “When classic patterns are present, positity is a virtual
certainty (Table 8.4) page 156.

Any medical test, not to mention an antibody test Wich has a
specificity of 99.9%, under no circumstance can beonsidered
unreliable.

It is precisely people in low-risk groups who algodeast likely to have read anything that
differs from the official conventional wisdom abdditvV/AIDS, let alone anything technical, so
they are least likely to know that when they aregia “positive” diagnosis it is quite likely to be

wrong, based on a false-positive test. That's vilagipened to Karri Stokelzf/), for example, and
also to some quite unknowable number of othersdPat communications to this author have
come from a low-risk woman who tested positiveradi® operation for uterine cancer, and from a
healthy married heterosexual man who was refusethurance as a result of testing “HIV-
positive” -- he believes that his reason for tegpositive may have been a precautionary anti-
tetanus shot after he had cut a finger with a paaer shortly before the life-insurance physical
examination.

Women who are currently pregnant or who have haltipteipregnancies are perhaps at the

highest risk, because HIV testing in pregnancyikighly touted by official sourceg even as
pregnancy itself is a reason for false positiveheWa pregnant woman is told that she is “HIV-
positive” without the caution that this:80% likely to be wrong if she knows herself to be a

low risk, that woman naturally blames her partrerdeceiving her, and surely some unknowable
number of relationships has been unwarrantedlyalesd thereby, on top of the other

psychological and perhaps physical harm to the woneaself””**’

HOW MANY LONG-TERM NON-PROGRESSORS ARE THERE?

The proportion of non-progressors, no matter how lege, cannot
be used “To estimate the proportion of people receing ART who
should not be doing so”. The reason is simple. Riefinition the
non-progressors are individuals who have a positivantibody test
but never developed any laboratory (T4 decrease/alinical
abnormality). These individuals are not treated wth ART.

The phenomenon of long-term non-progression seet®ave been recognized officially
before the mid-1990s. Personal testimonies fromyrhaalthy “HIV-positive” people have been

published by Maggior%l. Bruce Walker recalls asking an audience of sévenradred doctors in

the late 1990s whether they had encountered theoptenon: at least half of those present raised

their hand. Walker estimated recently that pertoaghg 1 in two or three hundred, perhaps 5000
. i . 22 . .

of the million HIV-positive Americans, are long-temon-progressors, which seems low if

more than half the queried doctors had encountarel an instance.



By the very fact that long-term non-progressorshe@thy, there is no way to determine
definitively what proportion of all potential HIVesitives they might constitute, since not every
healthy person has been tested during the lastiéeades. However, one piece of empirical
evidence shows that Walker’s estimate is indeetbfatow: Members of the United States
Armed Services are typically HIV-tested biennialipd 8.4% of the HIV-positives are non-
progressors who have been observed for up to 28 3ea

Another approach to the question suggests a mggttehproportion again. About 1 million

Americans have been HIV-positive ever since the-h980s at leadtPP1-2108 (Although it
cannot be known how many were positive beforertgdiegan, it was surely some substantial
number, it could not have become 1 million overhigtound 1985.) According to the CDC,

about one thirdf* or one quartez? of HIV-positive people do not know that they ar/H

positive. So at least ever since the mid-1980sgthave been 250,000-333,000 HIV-positive
Americans who did not know they were positive, aimb therefore were also not known to the
authorities to be positive, and who were consedyieot receiving antiretroviral treatment. How
many of those have been long-term non-progressors?

A recent estimate gives an annual incidence of @000 new HIV-positive cases in the

USA,26 generated by about 1 million HIV-positive individls. The 1 million HIV-positives in
1985 and later will then have been augmented alyriagh similar amount, for a total of no less
than 1,100,000 by 2007 (55,000 for two decades)th®mther hand, AIDS deaths have been

recorded as 583,000 through 2(%'50 the 1,000,000 in 1985 should have grown by 2607
>1.52 million (2.1 million minus 583,000). Instedlkde CDC reports 264,000 “Living with HIV

infection” and 469,000 “Living with AIDS” at the erof 20072 22® 4 total of 733,000. The
difference between the expected 52 million and the actual 733,000, nameRg7,000,

represents arguably the number of people who,atiore or another, were “HIV-positive” but
have never been tested nor become ill from anyttiagwould occasion an “HIV” test: in other
words, long-term non-progressors. Nowadays, themetare plausibly on the order=f87,000
non-progressors, rather more than the 733,000rdlyrgelieved to be living with HIV/AIDS.

Thus more than half of all those who would testitpascurrently -- if there were universal

testing in the United States -- seem to be atsiofar progressing to iliness as a result of being
HIV-positive. This would be in keeping with the areport, some months after the Abbott test
had been approved for blood screening, that 448%amiples from blood donors that were positive

for “HIV” antibody contained no virus detectable ¢1y1ture.28

HOW DEBILITATING IS ANTIRETROVIRAL TREATMENT?

As noted earlier, the Treatment Guidelines ackndgdethat adversgon-AlDSevents are
more common than AIDS events among people on &atiieal treatment. Some personal

testimonies, albeit anecdotal, can be quite tellioginstance Karri Stokely’s accodfwhich is
underscored by photographs showing how she logthvaind hair while on ART and then

recovered rapidly after going off the treatmzegnAnother known case is that of Audrey Serrano,
who was awarded $2.5 million in damages after beirangly treated for HIV infection for 9
years during which time she suffered “depressibmmic fatigue, loss of weight and appetite and
inflammation of the intestine>"



Some official reports have it that 40% of contimuprescriptions for anti-retroviral drugs are

never fiIIed,31 presumably because the “side” effects are so seVhiat the protease inhibitors in
typical “cocktails” used in modern highly activetiaetroviral treatment (HAART) produce
lipodystrophy and life-threatening organ damagelbiag been known: it was mentioned as early

as 1997 and 1998%3’34just a few years after the introduction of proteemhibitors. Significant
numbers of middle-aged individuals on HAART showtssgigns of premature aging as bone

weakness and demen%|5a.

ART, like most if not all drugs have side effectsThis fact is
acknowledged by HIV/AIDS experts. If the author waits to argue
against their use, he/she must prove that the ratiof benefit to risk
is at least less than 1.

HIV TESTS ARE RACIALLY BIASED

None of the “HIV” tests are definitive becauselaler tests were approved if they
reproduced positives and negatives in the same enasrthe initial Abbott ELISA. The latter
depends on measurement of a color intensity witardcular cut-off value for what constitutes a

“positive.”13 To determine the proper cut-off, a control grosipéeded of people known beyond
any doubt to be not infected. No such group ex@tepurse, but repeat blood donors are used as
the closest approximation. Weiss and Cowan renfatkstome of those people may well be
infected, however, so not all “HIV-positive” testmong them are false positives, and disparate

testing methodologies should be used to minimigecttinsequent uncertainjt:))’/!o'161 Still, there
is no way to make the establishment of a cut-ofie#@ompletely objective and definitive.

Weiss and Cowan also note that in Africa several potential sourmiefalse positives are
particularly prevalent that “may, in effect, systially shift the standardization curve for
African sera as compared to U.S. and European §erd’59), for example “sticky sera” or
hypergammaglobulinemia (Table 8.2, p. 152). In otherds, HIV tests should be calibrated
differently for use in Africa than in Europe.

The claim that if the HIV tests are calibrated “differently for use

in Africa than in Europe” will lead to an improvement of the test
parameters in general and specificity in particularis scientific
nonsense. The test parameters, in any group of gae, can only be
determined by using HIV, that is, HIV isolation asa gold standard.
In this regard the author contradicts himself/herséf. On the one
hand repeatedly claims that HIV has been isolateddm many
people and on the other that “there is no way to mke the
establishment of a cut-off value completely objecte and definite”.

However, no region- or race-specific test-kitsiarexistence. What effect might it have that
genetic, hereditary, racial, or regional differemaee not taken into account in the calibration of
HIV tests?

Since repeat blood donors constitute the contialjgof putatively uninfected individuals by
which tests are calibrated, the rate of “HIV-pagtiamong repeat blood donors is an obvious
way of looking for possible racial bias. Using firesent versions of HIV tests, black American



repeat donors test positive ~14 times more oftethfan white American dono?ST,""bIes and

black South African repeat donors test positivai2&s more frequently than white South
African donors>? (Asian American donors test positive much lessrothan white American
donors.?7

Under present circumstances, however, in abseneaeially adjusted calibration of the tests,
the undisputed fact that Africans and black Americtest “HIV-positive” far more often than
others is ascribed to a higher degree of irresptsbiehavior, primarily promiscuous sexual

activity, even in the face of actual studies tlivad ho indications of such behav%?hap'7

The interpretation of relative rates of testing VHpositive” as reflecting high promiscuity
among Africans and black Americans is not just umargted, it is demonstrably harmful to social
interactions and social policies and it placesasns and black Americans at particularly high
risk of unnecessary exposure to toxic medicatidnslitionally, the fact that pregnancy is in
itself a possible cause of false-positive “HIV"ttessults goes a long way to explaining why
nowadays black women in the USA have come to bardegl as a high-risk group. The potential
unwarranted destruction of loving relationshipbkisly to affect black Americans more than
others, assisted as it is by the shibboleth ofdb&n-low” phenomenon that alleges relatively

common covert bisexual behavior by black n%’@?i.zzm'7 The evidence is, however, that higher
rates of testing “HIV-positive” occur among blackn@&ricans because the tests are racially biased
as a result of calibration with non-black repeatald‘controls.”

The higher rates of testing “HIV-positive” among black Americans
cannot be “because the tests are racially biased agesult of
calibration with non-black-donor “controls™. The author seems
to be ignorant of a simple fact. At least in Amexda, continental
Europe, Australia and according to the South African HIV/AIDS
experts present at 2000 President Mbeki's AIDS Adsiory Panel
meeting, all the ELISA tests are confirmed with a VB test. The
latter does not depend “on measurement of a colountensity with
a particular cut-off value for what constitutes a ‘positive”.
Although for the WB different criteria are used by different
laboratories in America, the criteria are not racidly based.

CONSENT TO BE TESTED

In view of the uncertainties associated with HI8tseand the toxicity of antiretroviral
treatment, fully informed consent should be saidibefore anyone is subjected to an HIV

test™>P1% «informed” surely must include knowing that a po& test does not prove infection,
that nevertheless “positive” is presumed to meé&ttion, and that this may lead to the
prescribing of highly toxic drugs that may be oflienefit and whose side effects are so
debilitating that a high proportion of those prédsed them fail to take them.

But in many situations properly informed consemids obtained. For example, “HIV-
positive” pregnant women are urged or requirecke tantiretroviral drugs, and those are

routinely administered to “HIV-positive” babies,avthough “Only a fraction of initially

" . 13,p.148
seropositive newborns are actually HIV—mfected?’.’p



Indications are that quite large numbers of pebph® been suffering and continue to suffer
iatrogenic harm from unnecessary antiretroviratirent, most particularly black Americans,
Africans, pregnhant women, and also gay men. Antixhdil danger for Africans is the recent
recommendation, based purely on computer modélivag every HIV-positive African,
irrespective of CD4 counts or health conditiontieated immediately with antiretroviral drugs in

order to curtail the spread of HI,

POTENTIAL CONFLICT OF INTEREST
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