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EVERYBODY REACTS POSITIVE ON THE ELISA TEST FOR HIV

Medical Researcher is obtaining astonishing results
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For the last 6 years I have been working at a laboratory of clinical immunology in one of the most prestigious Uni-
versity Hospitals in the City of New York. Here I have had the opportunity to personally run and get to know in detail 
the current tests used for the diagnosis of HIV status, namely, the ELISA, Western blot and Viral Load tests.

1. Diluting the serum for the ELISA test
The ELISA test is a test for antibodies against what is supposed to be the Human Immunodeficiency Virus or 

HIV. To run this test, an individual’s serum has to be diluted to a ratio of 1:400 with a special specimen diluent. Ac-
cording to the test kit manufacturer this diluent contains:

0.1% TRITON X-100, BOVINE AND GOAT SERA (MINIMUM CONCENTRATION OF 5%) AND HUMAN T-LYMPHOCYTE 
LYSATE (MINIMUM TITER 1:7500). PRESERVATIVE: 0.1% SODIUM AZIDE1.

This extraordinarily high dilution of the person’s serum [400 times] took me by surprise. Most serologic tests that 
look for the presence of antibodies against germs uses neat serum [undiluted]. For example, the tests that look for anti-
bodies to hepatitis A and B viruses, rubella virus, syphilis, hystoplasma and cryptococus, to mention a few of them, use 
straight serum [undiluted]. However, to try to prevent false positive reactions some serologic tests use diluted serum; 
for example this is the case with tests that look for antibodies to measles, varicelia and mumps viruses which use a dilu-
tion of 1:16, to cytomegalovirus [CMV] 1:20 and to Epstein-Barr Virus [EBV] 1:10.

The obvious questions are: What makes HIV so unique that the test serum needs to be diluted 400 times? And 
what would happen if the individual’s serum is not diluted?

2. Testing the ELISA test without diluting the serum
To answer these questions I ran an experiment in a medical laboratory in Yorktown Heights, New York. I ran it 

using the same test kit reagents that are usually used to run the ELISA test in most clinical laboratories worldwide1.

I first took samples of blood that, at 1:400 dilution, tested negative for antibodies to HIV. I then ran the exact 
same serum samples through the test again, but this time without diluting them. Tested straight, they all came positive.

Since that time I have run about 100 specimens and have always gotten the same result. I even ran my own blood 
which, at 1:400, reacts negative. At 1:1 [undiluted] it reacted positive. I should mention that with the exception of my 
own blood, the patient samples all came from doctors who requested HIV tests. It is therefore likely that most of the 
blood samples that I tested belonged to individuals at risk for AIDS.

According to Abbott Laboratories, the absorbance value [yellow color intensity] 

DEVELOPS IN PROPORTION TO THE AMOUNT OF ANTIBODIES TO HIV-1 WHICH IS BOUND TO THE BEAD1.

What I noticed is that the absorbance values of the specimens that tested negative when diluted [1: 400], but posi-
tive when undiluted [1:1], had lower values than the samples that, diluted, react positive on both the ELISA and West-
ern blot tests. This would probably mean that the blood that is negative when diluted but positive when undiluted has 
a lower level of antibodies than the diluted blood that is doubly positive and, therefore, may probably test negative on 
the Western blot test. However, I have not had the opportunity to check this hypothesis.
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THE GRAPHIC BELOW ILLUSTRATES HOW BLOOD THAT REACTS NEGATIVE FOR HIV AT 1:400 RATIO ALWAYS TURN POSI-
TIVE WHEN RUN AT 1:1 [UNDILUTED].

3. Discussion
The following are three possible explanations for why undiluted specimens of blood always react positive at the 

ELISA test:

3.1. Everybody has HIV antibodies.
It is accepted worldwide that the ELISA test for HIV detects antibodies against what is known as the Human Im-

munodeficiency Virus3-6. And the pharmaceutical company that commercializes the ELISA kits states that:

ABBOTT HIVAB HIV-1 EIA IS AN IN VITRO QUALITATIVE ENZYME IMMUNOASSAY FOR THE DETECTION OF ANTIBODY 
TO HUMAN IMMUNODEFICIENCY VIRUS TYPE 1 (HIV-1) IN HUMAN SERUM AND PLASMA1.

Since all undiluted blood specimens react positive on the ELISA test, a test that supposedly tests for antibodies 
to HIV, the results presented here suggest that every single human being has HIV antibodies. And this suggests that 
everybody has been exposed to HIV antigens.

This would mean that all of us have been exposed to the virus that is believed to be the cause of AIDS. The people 
that react positive even at a dilution of 1:400, would be the ones that have had the highest level of exposure to HIV 
antigens. The rest of the people —the ones that only react positive with undiluted serum [1:1] - would have had a 
lower level exposure to HIV.
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3.2. Everybody has different levels of HIV infection
It is also believed worldwide that a person that reacts positive for antibodies against HIV has not only been 

exposed to but is infected with a deadly virus that causes immunodeficiency3-6. Therefore, the positive reactions of 
all undiluted sera would mean that everybody, or at least all the blood samples that I have tested, including my own, 
infected with this “deadly” virus. The ones that react positive at a ratio of 1:400 would simply have a higher level of 
“deadly” infection than the “deadly” infection had by the ones that react positive only with undiluted serum.

3.3. The test is not specific for HIV
The results presented here could also mean that the tests used for detecting antibodies to HIV are not specific for 

HIV, as has been explained previously7-14. In this case, there would be reasons other than HIV infection, past or pres-
ent, to explain why a person reacts positive to it. The test also reacts positive in the absence of HIV7-14.

The scientific literature has documented more than 70 different reasons for getting a positive reaction other than 
past or present infection with HIV7,10,11,14,15. All these conditions have in common a history of polyantigenic stimula-
tions15,16.

Even Abbott Laboratories is well aware of the specificity problems with the ELISA test. This is why they state:

EIA TESTING ALONE CANNOT BE USED TO DIAGNOSE AIDS, EVEN IF THE RECOMMENDED INVESTIGATION OF REACTIVE 
SPECIMENS SUGGESTS A HIGH PROBABILITY THAT THE ANTIBODY TO HIV-1 IS PRESENT

and

ALTHOUGH FOR ALL CLINICAL AND PUBLIC HEALTH APPLICATIONS OF THE EIA BOTH THE DEGREE OF RISK FOR HIV-1 
INFECTION OF THE PERSON STUDIED AND THE DEGREE OF REACTIVITY OF THE SERUM MAY BE OF VALUE IN INTERPRETING 
THE TEST, THESE CORRELATIONS ARE IMPERFECT.

THEREFORE, IN MOST SETTINGS IT IS APPROPRIATE TO INVESTIGATE REPEATABLY REACTIVE SPECIMENS BY ADDITIONAL 
MORE SPECIFIC OR SUPPLEMENTAL TESTS1.

Interestingly, there are countries like Great Britain where the diagnosis of HIV status is based on the ELISA test 
alone. No Western blot or any other test is needed there.

The only proper way for establishing the sensitivity and specificity of a given test is with a gold standard. However, 
since HIV has never been isolated as an independent purified viral entity17-19, there cannot be a gold standard for HIV. 
The sensitivity and specificity of the antibody tests for HIV have instead been defined based on the assumption that 
HIV is the cause of AIDS. In this way,

THE ABBOTT STUDIES SHOW THAT: SENSITIVITY BASED ON AN ASSUMED 100% PREVALENCE OF HIV-1 ANTIBODY IN 
AIDS PATIENTS IS ESTIMATED TO BE 100% (144 PATIENTS TESTED)

and

SPECIFICITY BASED ON AN ASSUMED ZERO PREVALENCE OF HIV-1 IN RANDOM DONORS IS ESTIMATED TO BE 99.90/0 
(4777 RANDOM DONORS TESTED1).

AT PRESENT THERE IS NO RECOGNIZED STANDARD FOR ESTABLISHING THE PRESENCE AND ABSENCE OF HIV-1 ANTIBODY 
IN HUMAN BLOOD. THEREFORE SENSITIVITY WAS COMPUTED BASED ON THE CLINICAL DIAGNOSIS OF AIDS AND SPECIFIC-
ITY BASED ON RANDOM DONORS1.

[EMPHASIS AS PER DR. GIRALDO].

Since there is no scientific evidence that the ELISA test is specific for HIV antibodies, a reactive ELISA test at any 
concentration of the serum would mean presence of nonspecific or poly-specific antibodies20. These antibodies could 
be present in all blood samples. They are most likely a result of the stress response, having no relation to any retrovirus, 
let .alone HIV21,22. In this case, a reactive test could be a measure of the degree of one‘s exposure to stressor or oxidiz-
ing agents15,16.

The inevitable conclusion is that all positive reactions for antibodies to HIV are simply false positives. If nobody is 
positive for HIV, then people who react positive on the ELISA test do so due to something other than HIV.
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4. Proposal to find out the real meaning of the “HIV antibody” tests.
To uncover the meaning of these tests I propose a simple experiment: Take blood from three groups of people and run 
the tests highly diluted, undiluted and at a wide spectrum of dilutions in between. The first group would be a group of 
healthy people of many age groups; the second group would be a group of people from the conventional AIDS “risk 
groups”; the third group would be a group of people with clinical conditions both related and unrelated to AIDS. All 
groups would be subjected to both the ELISA and Western blot tests.

Additionally, all blood samples could be subjected to “the viral load test for HIV”.

The results of such an experiment could determine whether these test measurements bear any relationship to an indi-
vidual’s level of exposure to stressor or oxidizing agents. If so, the tests could be salvaged as a measure of an individual‘s 
level of intoxication.

Let us find the economic support necessary to run this experiment. In the mean time, since people are reacting positive 
on tests that are not specific for HIV, let‘s please stop labeling them as “HIV positive”.
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