15 July 2021

Open Letter from the UK Medical Freedom Alliance to:
• Dr Gregor Smith - Scottish Chief Medical Officer
• Jeane Freeman MSP - Scottish Government Health Secretary
Re: Testing asymptomatic people for Covid-19 and the Effect on Health Services
The UK Medical Freedom Alliance (UKMFA) is an alliance of UK medical professionals, scientists and
lawyers campaigning for Medical Freedom, Informed Consent and Bodily Autonomy to be preserved and
protected.
We appeal to you to refrain from encouraging any further testing of asymptomatic individuals for Covid19, especially with regards to NHS healthcare workers. We are aware that the rate of testing has recently
increased significantly, and healthcare staff are specifically advised to participate in regular testing
programs. We are gravely concerned that this approach threatens to cripple the national health service
with immediate effect, as it results in absences of a large proportion of the workforce having to isolate,
causing shortages independent of any clinical illness.
Below we set out specific reasons for our concerns regarding:
I)
Reliability of testing for Covid-19
II)
Prevalence of clinical disease
III)
Provision of healthcare services

I)

Reliability of testing for Covid-19

We previously sent an Open Letter dated 29 March 2021, to several government officials, calling for an
immediate halt to Covid-19 testing in asymptomatic individualsi. In this letter, we outlined and referenced
the reasons for our appeal in detail.
Below we reiterate the points most salient to the current situation:
1. Validity of Covid-19 testing
It is generally acknowledged that the widely applied Lateral Flow Test (LFT) is less reliable, and the reverse
transcriptase polymerase chain reaction (RT-PCR) test is the “gold standard” for detection of SARS-CoV-2.
However, as we demonstrated in our previous Open Letter, the RT-PCR test has never been validatedii. In
addition, the way in which it has been carried out and interpreted, further questions its reliability.
These issues need to be carefully considered, when the consequences of applying this test are profound
for the individual and their family, and in this case also for the sustainability of healthcare provision.
a. Cycle threshold (Ct) values
The principle of the RT-PCR test is to probe for small fragments of the viral genetic code and amplify
them repeatedly until they are detectable. The number of amplification cycles required for detection is
essential to determine whether the detected genetic code may have any clinical significance. With
increasing numbers of amplification cycles, indicated by the Cycle Threshold (Ct) value, smaller and
smaller amounts of RNA become detectable, which may include inactive viral fragments. For the test to
have any reliability, a certain Ct value should be set: Any samples that detect a gene up to that cycle
number will then be positive, whilst samples that only detect the gene at a higher amplification cycle
ought to be classed as negative.
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It has been acknowledged in SAGE minutes that Ct values above 25 are unlikely to correlate with
infectious diseaseiii. WHO guidance from January 2021 also stated that “careful interpretation of weak
positive results is needed. The cycle threshold (Ct) needed to detect virus is inversely proportional to the
patient’s viral load”iv.
Data from the ONS survey however, indicate that samples are declared positive at very variable Ct
values, often above 25 (Fig 1), which will have a direct impact on the number of reported cases at any
timev. Reasons for this obvious variation have not been explained or justified, nor has it been shared
with the public what is the basis for deciding which Ct values are used to declare a sample positive from
one week to the next.
b. Deviation from RT-PCR test manufacturer’s instructions
Especially with an unvalidated diagnostic test, it should be expected as a minimum standard that the
instructions from the test manufacturers are strictly adhered to. On the contrary, it appears that the
application of the RT-PCR test for SARS-Cov-2 in the UK has been highly inconsistent and variable.
Commercially available test kits are intended to detect three separate gene fragments of SARS-CoV-2 in
order to declare a positive result. Notwithstanding these manufacturer’s instructions, it has been applied
practice to identify cases via detection of only two, and increasingly also of only one gene fragment
(Fig 2). This clearly impairs the specificity even further, as the detected gene fragment in isolation may
not be specific to the SARS-Cov-2 virus. Such practice further compromises reliability and renders the
relevance of declared positive cases highly questionablevi.
c. Contamination
There is a significant difference between the reliability of a test carried out under stringent experimental
laboratory conditions as opposed to a test applied to vast numbers of samples on a daily basis in a
diagnostic facility. Results may be compromised by human factors, including limited experience and
safety awareness of laboratory technicians vii. Undercover footage by the BBC’s Panorama program in a
large testing facility in Milton Keynes demonstrated significant risks of samples being contaminated
during the testing processviii. This implies that the genetic code detected, which results in a sample being
declared positive may not even have come from that sample.
d. False positive results
The WHO confirmed that the predictive value of test results is dependent on disease prevalence, as the
risk of false positives increases with decreasing disease prevalence. This is “irrespective of the claimed
specificity” of any testix. This is specifically relevant in the current situation, as disease caused by
coronavirus is seasonal, and the prevalence is low during summer months.
It is essential to note that any given rate of false positives is a percentage of tests carried out rather
than a percentage of positive test results. Assuming a false positive rate of 1%, there will have been up
to 898,870 false positive cases from a total of 89,887,019 PCR tests x, as of 5th March 2021.
The false positive rate needs to be considered relative to the prevalence of the disease in the
population, to enable determination of the ratio of false positives to true positives. According to the
Office for National Statistics (ONS) on 12 December 2020, the prevalence of SARS-Cov-2 in the UK was
around 1%. Assuming the false positive rate was also 1%, this means that 50% of all positive tests were
false positives (ie 1,070,775 false positive tests out of the 2,141,551 total positive cases published by the
government at 23 December 2020). If the false positive rate was to be higher than 1%, false positive
results would exceed true positives. It has been shown that with high cycle threshold (Ct) values, the
probability of false positive test results may be up to 97%xi.
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2. Testing asymptomatic individuals
The assumption of the clinical significance of asymptomatic individuals for transmission of disease was
made early on in 2020 and has never been re-evaluated. Testing asymptomatic individuals is only
justifiable if they pose a significant threat to others, of causing clinical disease. Good evidence of
asymptomatic spread of SARS-CoV-2 has not been demonstrated in the published literature. It is claimed
that disease may be transmissible in the pre-symptomatic stages, but this is not supported by scientific
evidence either. Effective transmission is directly correlated to viral load, which is likely to be low in the
absence of symptoms.
Data from a large Chinese population study suggest there is no requirement for measures of source
control in asymptomatic people, even after a positive testxii. In this study, over 10 million residents in
Wuhan, China, were screened in May 2020, finding no new symptomatic and only 300 asymptomatic cases.
There were no positive tests amongst 1,174 close contacts of asymptomatic cases. Similar findings were
published in a study of nearly 80,000 close household contacts xiii.
A detailed analysis of the literature by consultant pathologist Dr Clare Craig FRCPath, highlighted the
paucity of persuasive evidence that asymptomatic transmission is of any clinical significance xiv. On close
examination of the raw data from meta-analyses, it was revealed that any conclusions about the relevance
of asymptomatic transmission are “based on a surprisingly small number of cases (six in total globally)”
adding a caution that “the possibility that they are all coincidental contacts with false positive results
cannot be ruled out”xv. Therefore, pre-symptomatic and asymptomatic transmission appear to be rare,
posing a negligible risk to the population.
3. Financial impact of testing
All aspects of healthcare have been significantly restricted by funding constraints. It is very hard to justify
spending a significant proportion of the National Health Service (NHS) budget on deeply flawed tests,
aimed at identifying asymptomatic individuals, who almost certainly pose no significant threat to
anyone.
In a BMJ Editorial in December 2020, Allyson Pollack, Professor of Public Health argued that mass testing
“risks the harmful diversion of scarce resources” and that the “use of inadequately evaluated tests as
screening tools in healthy populations” is concerningxxv.

II)

Prevalence of clinical disease

The reason given for encouraging healthcare workers to participate in testing programmes is that Covid19, and in particular the Delta variant, is extremely infectious.
With the benefit of hindsight, it is now obvious that overall mortality in 2020, during the Covid-19
pandemic, was no different to preceding years, despite the detrimental effects of lockdowns and all the
measures implemented with the purpose of disease mitigation (Figs 3 & 4). The number of deaths clearly
attributable to Covid-19 has not been in the order of magnitude that was initially feared (403) (Fig 5).
Indeed, hospital admissions have been lower than in previous years throughout the pandemic (Fig 6).
Virus mutations are exceedingly common and will often result in higher transmissibility but not necessarily
increased virulencexvi. Whilst rising number of positive tests are reported, this is not reflected in rising
numbers of deaths or serious disease requiring hospitalization. In the face of serious reservations
regarding the validity of Covid-19 testing, we would suggest that causes of any potential rise in morbidity
or mortality, following vaccination of a large proportion of the population, should be meticulously
investigated.
We propose that recommendations should be based on evidence for a potential clinical threat rather than
a count of positive test numbers, especially when numbers of positive tests appear directly correlated to
numbers of tests applied, indicating that a crisis may be created purely by a surge in testing (Figs 7 & 8).
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III)

Provision of healthcare services

The cost to healthcare services of encouraging regular Covid-19 testing for all healthcare workers is not
limited to funding the test kits. It most significantly extends to the effects on staffing levels within
hospitals, as individuals testing positive are then required to isolate.
As we have outlined above, even the “gold standard” RT-PCR test is highly unreliable and likely produces
a significant number of false positive results, especially during the summer months, when coronavirus
disease prevalence has historically been low. And yet, on the basis of these results the workforce
providing healthcare is severely decimated, in proportion to the tests carried out.
This occurs at a time when waiting times have risen beyond manageable levels everywhere in the UK,
and sustaining the workforce is more essential than ever xvii. For over a year, the almost exclusive focus
has been on managing Covid-19 at the expense of providing timely care and intervention for any other
conditions, including life-threatening diseases such as cancer and heart disease, not to mention mental
ill-health. At no point has Covid-19 disease been among the leading causes of deaths, and the effects of
any other ailments have accumulated over many months. Therefore, this is most certainly a state of
emergency, as any further impairments to the ability of providing care to these patients will seriously
threaten the health and life expectancy of the nation.

Conclusion and Request
We strongly suggest that it is time to take a pragmatic approach and re-evaluate specifically the
relevance of Covid-19 testing and the allocation of funding within the health service.
Prior to 2020, asymptomatic spread of a respiratory virus has never been observed. In the absence of
scientific data to support the assumptions regarding asymptomatic or pre-symptomatic transmission of
SARS-CoV-2, regular application of an unvalidated test on a mass scale should cease to be encouraged,
especially within the health service, where the consequences of false positive results are devastating to
care provision.
We strongly suggest that it is time to consider all aspects of the healthcare service rather than keep the
sole focus on results of a single test.
We appeal to you to pause before simply defaulting to the policy that has been followed for months
without question, and assess the presented data critically, before the care of the people is further
compromised without any hope of recovery.
We thank you for taking the time to read this letter and consider its contents in full.
UK Medical Freedom Alliance
www.ukmedfreedom.org
Cc:

Prof Chris Whitty – UK Government Chief Medical Adviser
Rt Hon Sajid Javid – Secretary of State for Health and Social Care
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Fig 1

Mean Ct values used to declare RT-PCR tests positive for SARS-CoV-2xviii

Fig 2

RT-PCR tests declared positive outside manufacturer’s instructions xviii
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Fig 3

National Records Scotland - Overall Mortalityxix

Fig 4

National Records Scotland – All-cause Mortality for the past 30 yearsxx
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Fig 5

Deaths attributable to Covid-19 in Scotland

Fig 6

Hospital admissions in Scotland compared to 2018/19xxi
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Fig 7

RT-PCR tests carried out in Scotland in Pillar 1 (NHS) and Pillar 2 (Community Testing)xxii

Scotland: Pillar 1 (NHS) & Pillar 2 (Community) tests
versus positives (7 day moving average)
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