Stichting Viruswaarheid is an organisation which, according to its statutes, fights for the continuation of the democratic constitutional state.
On the 23rd of June 2020 we handed the House of Representatives the largest petition in Dutch history. In doing so, we represent a quite considerable group within the Dutch population.
We request your urgent attention to the following:

Large-scale deployment qRT-PCR test and communication
An extensive testing campaign is currently taking place under the banner of SARS-Cov-2 virus control. The Minister of Health, Welfare and Sport foresees up to 75,000 tests per day until the end of October. The qRT-PCR test (quantitative reverse transcriptase polymerase chain reaction) will be used to detect infections with SARS-CoV-2.

The numbers of positive test results produced daily by this campaign, appear without context as new "cases", "infections" or even "patients" in disquieting reports widely spread in government communications and in the media. Subsequently the Minister reacts with drastic measures. 
This concerted action is causing unprecedented economic, social and human damage.

By interpreting a positive result as an "infection", the PCR test is used as a diagnostic tool.

This is contrary to the restrictions on use imposed by manufacturers. In fact, the test does not have the characteristics for diagnosis. The authorised use is limited to research purposes. The provisional CE certification does not detract from this.

Clients regard this practice as unlawful towards the public and therefore also towards the people they represent. The client therefore demands, for reasons to be explained below, an immediate end to this test campaign and modified reporting of the test results.

 CE certification of PCR test kits

Recently (15/04/2020), the European Commission published "Guidelines on in vitro diagnostic tests for COVID-19 and their performance" (feature 2020/C 122 I/01).

This policy paper notes that Directive 98/79/EC on in vitro diagnostic medical devices currently applies to COVID-19 tests. (replaced by IVDR (EU) 2017/46 as of 26 May 2022) and further:

'for COVID-19 tests intended for use by healthcare professionals, the CE marking may be affixed on the basis of a declaration by the manufacturer that the requirements of the directive have been met (declaration of conformity).'

'For the diagnosis of COVID-19, the World Health Organisation (WHO) (3 ) and the European Centre for Disease Prevention and Control (ECDC) currently recommend RT-PCR testing.'

'The Commission, Member States and stakeholders should consider the critical aspects of resource performance specific to COVID-19, on which a common approach should be based.'

However, when it comes to the CE marking, Directive 98/79 EC stipulates that in vitro medical devices (= the test kits) may be legally placed on the 'market' and 'put on the market' in accordance with the intended use by the manufacturers (so-called Intended Use).
Nonetheless, the qualitative product and use descriptions (known as Intended Use) of the various manufacturers, which they are required to draw up in accordance with Directive 98/79/EC and which form the basis for applicable CE certification, reveal:

All test kits currently on the market are designed and intended exclusively for laboratory testing of human airway samples to detect (genetic material of) a possible pathogen, in this case the Sars-Cov2 virus.

Therefore, this 'Intended Use' explicitly only concerns the instrumental detection of (genetic material of) the Sars-Cov2 virus, not the medical-diagnostic determination of Covid-19 as an (alleged) clinical picture.

Manufacturers - including Roche / TibMolbiol, which has a strong presence on the Dutch market - impose, inter alia, the following restrictions on the use of RT-PCR systems for DNA polymerase analysis for the detection of (genetic material of) the SARS-Cov-2 virus:

· Intended for research use only;
· Only suitable for analytical use in combination with the medical history and condition of the person tested and other laboratory examinations;
· A positive result does not necessarily mean that the person is a carrier of the virus, and can only be considered as an indication for medically qualified personnel involved in the matter;
· The test is not to be used as the basis for a clinical diagnosis; 
· To be performed only by trained professional staff; 
· The test must be carried out under laboratory conditions;
· The test does not in any way exclude that other pathogens may (also) be the cause of a positive test result.

To put it concisely, contrary to what the European Commission would have us believe, there is no PCR test capable of detecting COVID-19. As the guidelines themselves indicate, with this test, at most RNA fragments typical of the SARS-CoV-2 virus can be detected.

All of this means that no conclusions or consequences should be drawn from a positive or negative test result. The massive testing effort is therefore incompatible with this product and its use restrictions. After all, in the current policy, a positive test result means, without further medical diagnosis, that the person tested is classified as a COVID-19 patient.

This is of the utmost importance because the guidelines allow a Member State, in exceptional cases and in order to protect health, upon duly justified request, to authorise on its territory the placing on the market of individual devices for which the applicable conformity assessment procedures have not yet been carried out.  This may relate, e.g., to the completion of the evaluation of the device.

It may be assumed that authorised PCR test kits are no longer up to the performance declared by the manufacturer. This is due to the marginal quality assessment of the product and the performance evaluation. As a result, unreliable test results and results are obvious. In addition to the deviations due to the not at all ideal conditions in the mass test lanes.

An incorrect positive test has far-reaching consequences for both the person concerned and his or her environment. In addition, the numbers of positive test results form the basis for extensive freedom-restricting measures with enormous social and economic consequences. This is unlawful towards both the individual and the population. The technique used is simply not suitable for deployment as a diagnostic tool.

In order to understand these limitations of use of the PCR test, a more detailed explanation is necessary. 

Positive PCR tests do not detect infection or "contamination".
The PCR test has a number of limitations that prevent it from being used as a diagnostic tool. A positive test does not mean that the person in question is infected. On the contrary, a negative test result in no way excludes an infection. 

Before proceeding to explain this, a comment on the terminology used is needed. 
Both the RIVM and the Municipal Health Centres (GGDs) as well as you, talk about " contaminations " and not " infections ". 
These terms are not compatible with the Public Health Act (Wpg). A contamination is:

"the introduction, development or multiplication of an infectious agent: into the body of humans, which may pose a public health risk".

According to the Wpg, a person cannot be contaminated. That term is specifically reserved for buildings, goods and means of transport:

"the presence of a vector, contagious or toxic agent or contagious or toxic substance on or in any premises, buildings, goods or means of transport, which may pose a risk to public health"

The use of the term 'contamination' creates confusion and has no legal significance. It is unclear why this different terminology was chosen. 
 
1.	Positive PCR tests do not detect infection or "contamination".
As you know, the presence of SARS-CoV-2 virus material does not automatically indicate a COVID-19 infection. Anyone carrying material is not yet " contaminated " with it, not even if the tests have been conducted properly. This problem is independent of the possible false positives caused by laboratory errors.

The PCR test only determines whether SARS-CoV-2 genetic material has been found but cannot detect whether it is reproducible viral material and therefore a pathogen or an infection. The test can still identify genetic material even months after infection.

In order to detect the material, it is multiplied. The number of amplifications is called the CT value (cycle treshold). Here, too, there is an important factor influencing the test result. In general, a CT-value of around 30 is considered to be the maximum limit. For example, OMT member Mark Bonten wrote in an article dated the 26th of September 2020 in the "Nederlands Tijdschrift voor Geneeskunde" (Dutch Journal of Medicine) that positive test results above 35 cycles are unreliable.


However, the protocol "Diagnostic detection of 2019-nCov by real-time RT-PCR" - (drawn up by, among others, Christian Drosten of the RKI and Marion Koopmans of the OMT) is based on 45 cycles. The Pasteur Institute even assumes up to 50 cycles. The same thing happens in the Netherlands. For example, physician-microbiologist Luc Murk of the Elisabeth-TweeStedenziekenhuis states in the NRC of 18 September (The uncertainties after a visit to the coronate test street) that they go up to 50 double cycles in order to pick up very weak-positives. It is acknowledged that this produces many false-positive test results.

In most cases, laboratories do not provide information on the number of cycles on which the tests are based. The much-needed standardisation and uniformity of the test procedure in this area is lacking. 

In other words, no one knows how many of those who test positive are actually infected. On the basis of numbers of positive test results, it is not possible to make any pronouncements about whether or not 'contaminations' and 'new contaminations' are building up. These claims are, by definition, misleading.

This also applies to the census of deaths with COVID-19. A person is a patient if he or she shows symptoms of a particular transmissible disease and these symptoms have been confirmed diagnostically. A death is currently recorded as a COVID-19 death if tested positive before or after death. This does not imply that the deceased was a COVID-19 patient. 

Nor does the RT-PCR show the "viral load". Not only does the virus have to be "present" in the DNA, but there has to be a lot of it in the body to actually get sick of it.
This test simply cannot provide any proof of this.

The German Robert Koch Institute previously published the research report 'Coronavirus: Irreführung bei den Fallzahlen nun belegt' ("Coronavirus: Deception in case numbers now proven"). The Dutch experts, who, according to Mark Rutte, are amongst the best in the world, undoubtedly know the content.
They themselves developed a PRC test in January 2020:

"There is also a need for a so-called gold standard, i.e. a method independent of PCR, to prove that PCR amplifies the right thing. These are usually serological tests, but they are difficult in the case of viruses because viruses are sometimes difficult to cultivate and isolate. For this reason, in recent years PCR has been declared its own gold standard, partly due to the lack of alternatives. 

This is highly questionable. (...) Whether or not you find something with PCR has nothing to do with the question of whether the species to which the DNA under investigation belongs is the cause of the disease. (…) 

There is a wide variety of viral pathogens that can cause mild or severe respiratory diseases, such as influenza viruses. These would have to be detected by PCR in all cases, or not at all, to exclude them. However, if you only look for SARS-CoV-2 with PCR, you will only find or assign SARS-CoV-2. Whether SARS-CoV-2 is (exclusively) the cause of the respiratory disease cannot be said.” [footnoteRef:1] [1:  Coronavirus: Irreführung bei den Fallzahlen nun belegt, 28. März 2020, Schreier, Robert Koch-Institut, www.rubikon.news/artikel/der-fluch-der-pcr-methode en https://multipolar-magazin.de/artikel/coronavirus-irrefuhrung-fallzahlen] 

The more people are " contaminated " and do not experience a disease strain, the more this is indicative of group immunity. This is all the more a positive development. The RIVM writes on its website: "The more people are immune to a certain disease, the smaller the chance of spreading it". Moreover, every virologist knows that the more asymptomatic cases, the less dangerous the pathogen.

2.	Sensitivity and Specificity
No test can be 100% reliable. Therefore, a test result always requires an interpretation in correlation with the individual data. Jessica Watson and colleagues wrote a practical paper in the British Medical Journal (BMJ) for their colleagues to be able to estimate the chances of someone testing positive being really positive and the other way around. [footnoteRef:2]  The focus therein is on two factors. [2:  Watson J, Whiting PF, Brush JE: Practice Pointer: Interpreting a covid-19 test result. BMJ 2020; 369: m1808.] 


RT-PCR tests detect RNA parts of a virus. Sensitivity and Specificity are the most important parameters for the reliability of the test itself. RIVM does not provide explicit information about this.
Sensitivity is the percentage that a person is carrying a virus, is tested positive upon. A test with a sensitivity of 98% identifies 98 out of 100 infections and misses two. The disadvantage of a very sensitive test is that it gives a lot of false positive results if the Specificity is not high enough. 
Specificity is the percentage of uninfected individuals that actually get a negative test result. A Specificity of 95% produces a false positive result in 5 out of 100 non-infected people.

The often mentioned almost 100 percent sensitivity under laboratory conditions is not feasible in practice, if only because of the uncertainty factors of the test itself. Thus, each test detects the virus only within a specific time period during the course of the infection.

Hence contained a smear of the throat, a virus load up to the fourth day and that of sputum a virus load up to the eighth day after the appearance of the first symptoms.
False-negative results may be the outcome of an incorrectly taken sample or of an inadequate transport of the sample.  In the case of patients with a reasonable suspicion of SARS-CoV-2 infection, it is therefore recommended to repeat the test after an initial negative result.

Several studies of people who tested negative repeatedly showed that the percentage of initial false-negative results was between 2% and 29%.[footnoteRef:3]   This corresponds to an "effective" Sensitivity of the tests between 71% and 98%.[footnoteRef:4]    [3:  Robert Koch-Institut: SARS-CoV-2 Steckbrief zur Coronavirus-Krankheit-2019 (COVID-19) (Stand: 29. Mai 2020); http://daebl.de/QY17.]  [4:  4. Arevalo-Rodriguez I, Buitrago-Garcia D, Simancas-Racines D, et al.: False-negative results of initial RT-PCR assays for covid-19: a systematic review. medRxiv 2020 Apr 21; doi: 10.1101/2020.04.16.20066787.] 


At low Sensitivity and moderate Specificity, a positive PCR test for SARS-CoV-2 has more weight than a negative result, as the authors emphasize in the BMJ. On the other hand, in case of a patient with suspicious symptoms, a single negative test result should never be relied upon.


3.	The need for a prior risk assessment 
Doctors should estimate the real likelihood of the presence of an infection, expressed as a positive or negative predictive value, prior to testing (this is not only true for COVID-19). The risk estimation is based on the clinical assessment of the person concerned and his or her environment: has there been contact with infected persons or does he or she come from a risk area? Are their age, symptoms and findings compatible with COVID-19? Are other conditions present and can other diagnoses be excluded?

The prevalence of the disease in the population is of great importance here. For example, the risk may be higher in a nursing home where several infections have already been found. 

To illustrate the large influence of the estimated prevalence on the predictive value, the prevalences of SARS-CoV-2 infections of 3%, 20% and 80% are compared: In these cases, there would be 30, 200 or 800 infected people per 1,000.

The authors of the BMJ estimate the Sensitivity of the RT-PCR test at 70% and the Specificity at 95%. With a SARS-CoV-2 prevalence of 3% (e.g. in a general practice), 21 out of 30 persons are rightly identified as positive. However, in 9 persons the test gives a false negative result: 921 out of 970 persons are correctly identified as uninfected. However, 49 receive a false positive result. The positive predictive value is calculated as the quotient of the number of persons tested positive correctly (21) and the sum of all persons with a positive test result. It is alarmingly low at 0.3. Still 70% of the positives tested do not have the virus at all, but are confronted with drastic freedom restricting measures together with their environment. 

The negative predictive value as quotient of the number of 921 people correctly tested negative and the sum of all people with a negative test result (921 + 9 = 930) is 0.99, which is very good indeed.

At a prevalence of 20% (e.g. at a nursing home) 140 out of 200 people tested correctly positive and 60 results were false negative. The test correctly detects 760 out of 800 people as negative and 40 as false positive. The positive predictive value (140/180) is now 0.78, so the risk of infection is 2.5 times higher at the assumed prevalence of 20% than at the low prevalence of 3%. 

The negative predictive value (760/820) is 0.93. As much as 7% of negative test results are carriers of the virus and can spread it. 

At a prevalence of 80% (e.g. an isolation ward) 800 out of 1000 people tested are infected. Of these, the test detects 560 and misses 240. Of the 200 uninfected people, 190 get a negative test result, and rightly so.10 People get an erroneous positive result.  The positive predictive value (560/570) reaches a safe 0.98, while the negative predictive value drops to 0.44. 56% of those tested negative carry the virus and are able to spread it.

This means that in a population with a low prevalence, for example 3% - in the current situation for SARS-CoV-2 the prevalence is probably even lower - and under the assumption of a low effective sensitivity of 70%, the positive predictive value is extremely low. However, a (false) positive has far-reaching consequences at the individual level. 

Taking policy measures based on the number of positive tests in a situation of low prevalence, as happens in the Netherlands, has enormous consequences for the economy, welfare and for the health of the population. 

And what is more: a large proportion of people actually infected remains undetected, thus defeating the purpose of large-scale testing, which is to contain the virus. Breaking the infection chain has therefore become illusory.

4.	The pretence of accuracy
The PCR tests used worldwide for SARS-CoV-2 are not all (equally) reliable, even under defined laboratory conditions. A recent US study compared 9 PCR tests from the US, China, Hong Kong and Germany. [footnoteRef:5]    [5:  Vogels CBF, Brito AF, Wyllie AL, et al.: Analytical sensitivity and efficiency comparisons of SARS-COV-2 qRT-PCR asays. medRxiv 2020 Apr 26; doi: 10.1101/2020.03.30.20048108.] 


The performances differed enormously depending on the viral targets (RNA sections coding for enveloping material, nucleocapsid, RNA-dependent RNA polymerase [RdRp] etc.) and the degree of dilution of the samples. The RdRp-SARSr test commonly used in the Netherlands is considered unreliable by the American authors for small amounts of virus. This test uses the E-Sarbeco, which detects enveloping genes, as initial screening assay and the RdRp-SARSr as confirmatory test.

5.	Inadequate test taking
Another problem is that the purchase procedure prescribed by the manufacturers is not followed. The sensitivity of the test is so great that even a single molecule can influence the result.

In the Netherlands, test lanes have been set up where unskilled employees carry out tests through car windows. These conditions increase the inaccuracy of the test results because the risk of contamination of the samples taken is life-size. 

The manufacturer prescribes laboratory conditions for taking the test, whereby the clothing regulations must be followed closely and, for example, no vaccines may even be given in the collection area in order not to influence the test. 

The test practice as it is currently implemented, guarantees reduced reliability of the test results.

6.	CDC and WHO: Testing does not exclude other causes and does not prove "infectivity"

A positive test result therefore does not guarantee that the SARS-Cov-2 virus actually causes an infection. This is also the conclusion of the American CDC and the WHO: Positive test results in molecular tests as well as in PRC tests can also indicate an ordinary corona-flu infection, and not exclusively the new SARS-CoV-2 virus:

"Detection of viral RNA may not indicate the presence of infectious virus or that 2019-nCoV is the causative agent for clinical symptoms. [...] This test cannot rule out diseases caused by other bacterial or viral pathogens. Positive results are indicative of active infection with 2019-nCoV but do not rule out bacterial infection or co-infection with other viruses. The agent detected may not be the definite cause of disease. [footnoteRef:6] [6:  WHO, Coronavirus disease (COVID-19) technical guidance: Laboratory testing for 2019-nCoV in humans; www.who.int/emergencies/diseases/novel-coronavirus-2019/technical-guidance/laboratory-guidance. “Several assays that detect the 2019-nCoV have been and are currently under development, both in-house and commercially. Some assays may detect only the novel virus [COVID] and some may also detect other strains (e.g. SARS-CoV) that are genetically similar.” WHO inhouse molecular assays, www.who.int/docs/default-source/coronaviruse/whoinhouseassays.pdf?sfvrsn=de3a76aa_2, pag.9/2; “Serological surveys can aid investigation of an ongoing outbreak and retrospective assessment of the attack rate or extent of an outbreak. Cross reactivity to other coronaviruses can be challenging” WHO-COVID-19-laboratory-2020.5-eng; “Even though the majority of the developed assays showed high sensitivity and specificity, numerous studies reported on cross-reactive antibodies to antigens from wide-spread common cold associated CoVs. Zie ook Meyer, Drosten, Serological assays for emerging coronaviruses: challenges and pitfalls. Virus Res. 2014 Dec 19;194:175-83; www.ncbi.nlm.nih.gov/pubmed/24670324.] 


Prof. Derrick Crook and his team at Oxford University did research on these "seriological assays for SARS-CoV-2 that turn out to be unreliable and give false positives":

"The performance of current LFIA devices is inadequate for most individual patient applications. "[footnoteRef:7] [7:  Evaluation of antibody testing for SARS-CoV-2 using ELISA and lateral flow immunoassays, British Medical Journal, Prof Derrick Crook en zijn team, Serological assays for SARS-CoV-2 Department of Microbiology, John Radcliffe Hospital, Oxford www.medrxiv.org/content/10.1101/2020.04.15.20066407v1.full.pdf en zie CDC study: https://wwwnc.cdc.gov/eid/article/26/7/20-0841_article.] 


Finally, the WHO clearly confirms that the presence of viral material does not mean that someone is also 'contagious'. This is of extreme importance because the public health law (lex specialis) requires high lethality and infectivity before individualised (not general) measures can be taken:

"It is important to note that the detection of RNA in environmental samples based on PCR-based assays is not indicative of viable virus that could be transmissible. "[footnoteRef:8] [8:  See https://apps.who.int/iris/bitstream/handle/10665/331616/WHO-2019-nCoV-Sci_Brief-Transmission_modes-2020.2-eng.pdf, Pag. 2.] 


6.	Conclusion
The higher numbers of positive test results in recent weeks do not correlate with hospital admissions or mortality rates. With a low prevalence of the virus, the number of expected false positive test results is high. 

Three scientists, Dr. Carla Peeters, Prof. Dr. Wim van den Berghe and Prof. Dr. Mattias Desmet, are right to warn in HP Magazine De Tijd of September 27th 2020 "The corona test is unreliable and the testing policy is failing," They call for a drastic review of the policy. The current policy lacks rationality and is considered unlawful and should therefore be terminated immediately.

After all, this conclusion only gains more weight when it is pointed out what Prof. Dr. Jaap van Dissel, director of the Centre for Infectious Disease Control RIVM and chairman of the OMT, has revealed several times in the meantime as shortcomings and limitations of the PCR test.

Already on February 4th 2020 he said in a briefing to the 2nd Chamber of Parliament the following phrase: "It is of course essential to have a test that has been validated and of which you know exactly what you can do with it in a situation, if it is positive or negative". 
To date, there has been no such external validation study.

Subsequently, he stated unreservedly in the technical briefing to the 2nd Chamber on September 22nd 2020, that "A positive PCR test means that you are showing genetic material, but not by definition that you are showing living virus, and therefore not by definition that you are showing living virus that someone is sick of".

It is therefore astonishing to read on the RIVM website that this shaky test basis is further reduced (version 17-07-2020):

"All things considered and placed in the context of deficiencies in molecular diagnostics, it seems logical to choose the E-gene PCR when it is necessary to switch to just one target. The E-gene PCR is not the most discriminating test because it targets all SARS-like beta-coronaviruses".

The RIVM and the GGDs therefore use the simplest and least reliable version of the test. This obviously increases the chance of false false positive and/or false positive 'cases'. 

Based on the above, the current test campaign should be terminated immediately.

Test campaign and communication

Introduction
The use restrictions of the test also have consequences for government communications that are integrated as part of the policy. Media policy is as well misleading as it is harmful. For that matter, this problem is a repetition of the reporting during the previous pandemic declared by the WHO in 2009. There is evidence of a dubious symbiosis between government and media. 

Investigation of the media during the Mexican Flu
In 2011 the WODC published the study "Mexican Flu in the Netherlands Reporting, Public Distress and Responses". This research states that in Western culture there is a deep-rooted fear of an epidemic. It is the fear that a deadly, unstoppable virus could disrupt society as a whole or even wipe out the entire human race.

Health authorities and scientific experts have access to relevant information and have the knowledge and experience to pinpoint a risk and to indicate what could happen in the long term.

This means that health authorities and scientific experts have a key role to play: they have the 'power of definition' and therefore have a huge influence on reporting. It is they who determine the framing in reporting. in here lies the responsibility to inform the public properly and to limit unnecessary 'panic damage'. 
Here there is a great responsibility to inform the public in an appropriate way and to limit unnecessary 'panic damage'. 


One of the research questions is whether, with the disturbing way in which media coverage was and still is presented, the government does not place too much emphasis on the 'worst case scenario' in the event of a pandemic. Concerns about a certain risk are increasing all the time because the media are working more and more on it. The pressure on the government to take drastic measures is therefore increasing. As a result, the public and the media are confirmed in their perception of a serious threat.
Following the experience of swine flu, it has been argued that communication should focus on the most likely scenario and not on the "worst case" scenario. In addition, it was recommended that a new virus should be placed in the context of annual flu rather than in that of a pandemic.

Government communication and media as a political tool in the corona crisis
The government and the media did not follow the recommendations on the reporting during the Mexican flu. They have been practising the opposite since the beginning of this crisis. 

Experts, sceptical about all the apprehension caused by the flu, only sporadically were given the opportunity to comment at the time. During the corona crisis, critical voices have practically disappeared and actively fighting against opposing views is part of the communication policy. An atmosphere of panic and fear now dominates the public debate. Testing policy and media reporting do operate hand in hand in this respect.

You have seized the crisis as an opportunity to take far-reaching measures resulting in unprecedented restrictions on the fundamental rights of citizens. These include closures of buildings, schools and universities, professional bans, operating restrictions on businesses and cultural activities, bans on certain business activities, bans on events, urgent quarantine advice, contact restrictions, visiting bans, travel restrictions, mandatory hygiene measures including wearing mouth masks and keeping a safe distance from other people.

This, while the RIVM acknowledges in the Dutch House of Parliament that the virus does not pose a threat to 98% of the population and the mortality rate does not exceed that of an average flu. Nevertheless, a significant part of the population still perceives the SARS-Cov-2 virus as a real threat to them. The public distress is directly related to the amount and nature of media coverage, as is evident from the data available from the public.
This is in violation of fundamental democratic values such as freedom and self-determination.

Government communication content
The initial focus of communication on COVID-19 was admissions on ICU and hospitals, and deaths. Hectic hospital images, coffins and mass graves dominated the media. 

After the decimation of the numbers of sick and dead, the focus shifted almost imperceptibly to daily numbers of positive test results. This while numbers of " contaminations " do not give cause for concern if deaths and illnesses do not occur. 

Every day, the central government places alarming messages on a so-called "dashboard" with announcements (September 30th 2020): 
"Strong increase of Covid-19 contaminations, of admissions in hospitals and in intensive care 
units, continues".

This method of communication gives the impression that there is a correlation between positive test results and numbers of sick people. This keeps society in a constant state of alarm. From your communications, it follows that this situation will continue at least until a vaccine will be made available. 

The whole policy is based on the number of positive tests even without the presence of symptoms. Never before have other comparable viruses been given this type of treatment. 

After all, a pandemic or epidemic is, by definition, about numbers of deaths and illnesses. Whether someone came into contact with the virus is irrelevant to the severity of an epidemic. A pandemic or epidemic is over as soon as there is no longer an above-average number of sick people.

For example, a flu epidemic is referred to when, for a period of two consecutive weeks, more than 58 out of 100,000 people have flu-like symptoms and at least 10% of these people have the influenza virus. 

There is currently no evidence of a COVID-19 epidemic. Large numbers of people with flu-like symptoms - which may also indicate COVID-19 - are not accounted for. Neither do numbers of hospital admissions show any evidence of an epidemic. 

This is also confirmed by the weekly bulletin of NIVEL care registrations published on September 18th 2020, in which 350 general practitioners are participating. The number of patients consulted by GPs for acute upper respiratory tract infections is at the usual level at this time of the year.

Furthermore, there is an inconsistent discrepancy between the large number of reported 'contaminations' on the 'Dashboard Corona virus' and the virological registrations of RIVM. These show that from June 2020 to this day no SARS-CoV2 virus infections whatsoever have been identified.

Nevertheless, in a few dozen positively tested patients in hospitals, you see a reason to largely shut down Dutch society and to further restrict the fundamental rights.

Alerting the public with numbers of hospital or IC admissions without any context, is also misleading. It is important to know that 37,000 patients with pneumonia or SARI end up in hospital in the Netherlands every year. The number of hospital admissions is only worrying if it is significantly higher than in previous years. There is absolutely no evidence of this. 

It is necessary to put an end to this dynamic of, on one side a huge test campaign and, on the other side alarming reports of numbers of positive test results and hospital admissions. 

Clients therefore demand an immediate end to the testing policy as well as to the misleading communication:

Conclusion
In brief this means:

· CE certification of the PCR test is not at all appropriate for its use and application as a clinical diagnostic tool (determination of COVID-19 disease);
· These stipulate without exception that no (medical) qualifications, conclusions or consequences can or may be attached to a positive test result.
· This is not just a formal point. Due to the limitations of the PCR technique, it is not possible to deduce from a positive result whether the tested person carries the virus or has an infection. The testing policy is in conflict with the restrictions on use set by the manufacturers;
· In order to make a diagnosis, further research is required, including a clinical diagnosis based on symptoms. However, for COVID-19 these are so asymptomatic that they may also be indicative of the presence of other viruses or conditions. 
· It is plausible that the current testing policy produces a large proportion of false positive test results in a situation of low prevalence;
· The way in which the government communicates about positive test results, is misleading and unnecessarily alarming;
· The symbiosis of politics and the media creates an ambience in which the public is prepared to give up its constitutional rights without resistance. The damage caused in economic, human and social terms is immense.

For aforementioned reasons, I would ask you to:

1. To discontinue the current testing policy. Measures that have been taken with reference to large numbers of positive test results should be withdrawn immediately.

2. To adjust the communication from the government, including the GGD's and the RIVM, immediately in accordance with the following standards:

· Positive test results are not contaminations, infections, cases, illnesses or patients;
· Numbers of positive test results are in principle not communicated or are only communicated in proportion to the total number of tests taken, with reference to the use restrictions set by the manufacturers;
· Numbers of admissions of COVID-19 patients to the hospital and ICU shall be placed in proportion to normal occupation as a result of lung infections in other years;
· Numbers of deaths tested positive are given with the average age and cause of death;
· The daily publication is accompanied by a realistic representation of the danger by placing it in proportion to the flu. An indication of the mortality rate and the statement that the virus is not a danger to 98% of the population is indispensable:

I would like to be informed as soon as possible, but at the latest within 14 days, whether this request will be complied with.
