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that women who had had several children by the same father had, over
the years, built up antibodies that produced an HIV positive test
result.”

We wanted to highlight the issue of false positives — a problem
acknowledged by the orthodoxy — but, more importantly, we wanted
to go a step further and, through Eleopulos’s work, explain that a false
positive was a misnomer, that what in fact was being tested for did not
exist. Clearly another documentary television programme was beckon-
ing and the ever patient David Lioyd at Channel 4 once again was sup-
portive with some development funds. Working together with Huw
Christie, editor of Continuum magazine, we selected a group of HIV
positive volunteers who were willing to be re-tested for our research
project. We devised our own series of preliminary tests to investigate
the reliability of the HIV test. Given the death sentence attached to an
HIV positive diagnosis and the concomitant fear and discrimination,
this was a project that would require very careful handling indeed.

To achieve absolute objectivity, we asked Dr Andrew Taylor at the
Robens Institute, at Surrey University, an analytical laboratory well
known for its public health concerns, to coordinate our sample test-
ing. He chose a reference laboratory to perform the ELISA HIV test but
at this stage he did not reveal the laboratory’s identity. Our samples
were to be tested on three different test kits. There are more than 20
commercial ELISA HIV test kits on the market. We chose three well
known ones from the manufacturers, Murex (who took over the Well-
come’s Wellcozyme test), Organon and Pasteur.

Now to select our blood samples. We already knew that people with
inflammatory (autoimmune) diseases like rheumatoid arthritis and
lupus, but no AIDS symptoms, could test positive. Antibodies generated
by 18, candidiasis and malaria could also cross-react with the HIV test;
so could the blood of intravenous drug users and alcoholics with
hepatitis B. According to Eleopulos, these conditions can produce a
very high gammaglobulin (protein) count which can show positive on
the ELISA test. We eventually selected a set of 39 blood samples from
all over the world to include the above conditions. Our TB samples
were flown from Cape Town and our lupus and malaria samples were
provided by UCL Medical School.
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Does HIV Exist?

We then gathered our HIV positive volunteers together. We wanted to
test them again through our controlled study on the three different
test kits and also at several HIV testing clinics at central London teach-
ing hospitals. There were five diagnosed positive volunteers and one,
Peter Nicholls, who thought he was positive because of his risk beha-
viour. A doctor took blood samples from all six and they were sent off
to the Robens Institute. There, Dr Taylor gave them code numbers for
a preliminary run and then, to blind the study even further, gave a
second batch of the same blood samples a new number for 2 second run.

By the time our first set of results came back to us, we knew that our
samples had been sent to the reference laboratory at UCL’s Medical
School, under Professor Richard Tedder. Our testing was coordinated
there by Stephen Rice. We were surprised to receive the results on
both runs from only two test kits, Murex and Organon. At first sight,
there was nothing particularly surprising about these results. The
diagnosed positives (and Peter Nicholl's sample which we expected to
be positive) were all conspicuously positive (over 2.00 optical density)
when compared with the other samples which were all negative (in the
region of 0.04 optical density). As for the third set of results from the
Pasteur test kit, apparently the laboratory had not been satisfied with
the ‘quality control’ on it, but nonetheless agreed to send the results
through by fax. Here, indeed, was a very different picture — 19 of the
results, including patients with malaria, TB and lupus were in the inde-
terminate range. That is, they were way above the relative levels
detected on the first two test kits and some were verging on positive.
According to reference laboratory guidelines, these would have had to
be retested.

We then contacted UCL about the Pasteur results and were told that
after further checks they were completely satistied with all three sets
of results. Here was a clear example of a significant difference in
results between the test kits. At this stage we were not surprised to see
that Peter Nicholls had tested positive on all three kits. But later his
results were to provide the strongest evidence of the unreliability of
the whole testing procedure.

Because Eleopulos had stressed that we should find some samples
that were high in gammaglobulin counts (1GG and 1GM) we asked a
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teaching hospital’s protein reference laboratory to provide us with
some samples from patients who had autoimmune conditions (like
cheumatoid arthritis or lupus) but not AIDS defining diseases. We sent
four of them to be tested at a central London private testing labora-
tory. Two days later we received the news that one of them (with the
highest gammaglobulin count) had definitely tested positive. No
second test was required. Here was a clear example of a patient with
an autoimmune disorder that was nothing to do with "AIDS, testing
positive for HIV. How many more of these were there, we wondered?

Now for the second part of our plan. We knew that when inform-
stion is known (usually through the physician's request form) about
an individual’s risk factors, for example if he is homosexual or a drug
user, an indeterminate result can be interpreted as positive when the
individual’s clinical notes are taken into consideration. So, to rule out
any possible bias we decided to take the diagnosed positives (5) and
Peter Nicholls to be tested again at either private clinics or NHS HIV
clinics. These six volunteers were gay, but said they were heterosexual
at the clinics. The five previously positive volunteers tested consis-
tently positive, but to our astonishment, Peter Nicholls who had been
found positive anonymously at UCL six times over (bearing in mind
the double run on each of the three test kits) tested negative at two
leading London teaching hospitals, St Mary's, Paddington and the
Royal Free Hospital. These second tests were performed only a month
after the first ones. So, in one month, Nicholls had gone from H1V
positive three times to HIV negative twice.

These tests, funded on a shoestring by a television channel and con-
ducted by a small independent production company, should have been
performed long ago and on a much larger scale. They show how the
HIV test is neither specific nor can it be reproduced satisfactorily. They
show that many of our 18,000 diagnosed HIV positive individuals in
the UK are bound to be false positives. They also remind us of all the
tragic suicides that have taken place after a positive diagnosis with its
accompanying and terrifying death sentence. The situation is further
aggravated by the recent introduction of home HIV testing kits in the
USA. The tests involve pricking your finger with an enclosed lancet,
squeezing three drops of blood on to 2 designated number-coded test
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found HIV positive at the age of 19 and continued to test positive on
three occasions in the next five years. In 1989, she gave birth to a son
who was also HIV positive. Yet, in 1992, her second child was born
negative while Judy remained positive. Then Judy tested negative.

In 1988, Alfred Saah, a researcher at Johns Hopkins, Baltimore found
several of his patients had gone from positive to negative — Fran
Peavey from California, for example, who had three positive tests in
1088 and is negative in 1992. Says Saah, ‘I was ignored. They said the
initial tests must have been contaminated. But I went back and tested
again and 1 was right. | felt like John the Baptist calling in the wilder-
ness. At least I am now back in the fold.’ Bill Paxton, a Scottish immu-
nologist working in New York, has found that several high risk but
uninfected people had blood cells that could not be infected with HIV,
no matter how many doses of virus was added to their blood.

Eric Fuchs, for example, a 39-year-old management consultant in
New York, had every reason to believe he should be HIV positive.
Although now monogamous, he readily admits to years of promiscuity
on the gay scene during the 1970s and 1980s. However, repeated
attempts have been made to infect his blood in vitro with HIV but
without success. He is declared immune to AIDS. Sarah Rowland-Jones
at Oxford is investigating several samples of blood that also appear to
be immune to AIDS. For example, the wife of a haemophiliac who has
remained uninfected although she had unprotected sex with her HIV
positive husband for two years before he realized he ‘had the disease’.”

Positively False: Wrong Tests and Long-Term Survivors

In a further stage of research for Channel 4 we discovered that in Scot-
land a positive HIV diagnosis requires ELISA tests (the optical density
test that measures antibody levels) to be confirmed with a Western
blot test (the test that separates into bands each protein/antibody reac-
tion). In England, Philip Mortimer at PHLS recommended a sequence
of ELISAs without a Western blot.”

We devised a further set of tests, gathering together 16 samples, and
sent them to be tested on ELISA in England and on Western blot in
Scotland. Four samples that we knew had previously tested positive
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were included in the 16. These four rested consistently positive 1n
England and Scotland. One of our samples tested negative in England
and soundly positive in Scotland. A further five samples tested nega-
tive in London and equivocal in Scotland (this meant that one oOT two
of the HiV specific proteins were present}. And two samples tested
negative in London but with a ‘non specific band’ in Scotland. This
meant that antibodies to proteins close to the HIV specific proteins
were present in the Scottish results. These samples were declared
neither negative nor positive.

Of our total of 16 samples, 12 were declared negative in London. Of
these 12. six or 50 per cent were either positive (1) or equivocal (5) on
a Western blot in Scotland. This small set of tests confirmed the pub-
lished literature on the existence of false positives, but it also shed
light on how the interpretation of a test result depends not on a
straight positive Or neganve, but on an assessment of high or low anti-
body reactions.

1f we look at our full sequence of 42 samples (the earlier run of 26
that went through three different test Kits and the further 16), we find
that two of the 42 had completely contradictory results — either
negative then positive Or positive then negative — and one tested ‘false
positive’ (when the patient concerned had no AIDS defining diseases or
qrv risk). Without even including the equivocal results, we are left
with three ‘wrong diagnoses’. The Department of Health accepts only a
0.01 per cent degree of inaccuracy in HIV testing, and that even that
percentage will be rooted out through further testing. But our small
sample found a 7 per cent degree of inaccuracy. This could mean that
1260 of the 18,000 individuals diagnosed HIV positive in the UK are
living under a mistaken death sentence. These estimates are CONSEr-
vative, using the orthodoxy’s own methods and criteria. However, it is
the view of Eleopulos and her colleagues that the whole concept of HIV
testing is mistaken because it is based on the indirect identification of
something that has not been isolated and cannot provide 2 gold
standard to test against.

Another aspect of our cesearch involved placing advertisements n
several gay newspapers and magazines asking for HIV Jong-term sur-
vivors' to contact us. We were able to gather together what we
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