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In the United States, 581,429 cases of AIDS had been reported to the Center for
Disease Control and Prevention (CDC) as of December 30, 1996. A recent study
estimated that 223,000 people in the United States were living with AIDS. HIV/
AIDS surveillance is a multifaceted, complex process that involves many parts,
people, and advancing computers systems. The HIV/AIDS Surveillance Program in
the state of Louisiana is headquartered at the Louisiana Office of Public Health in
New Orleans. All information is recorded on a form provided by the CDC and data
are entered into the HIV/AIDS Reporting System (HARS) database and observing
data analysis from the Adult Spectrum of Disease (ASD) study.

HARS databese: It is a multipurpose surveillance system designed to monitor the
total number of reported cases from public, private, and government reporting
facilities. Case reports are received from providers who voluntarily complete the
CDC form and who report to the local surveillance program by phone with a
surveillance representative completing the case report form.

ASD study: ASD project are to enumerate and characterize persons with HIV
infection at various stages of immunologic function who received medical care at
selected inpatient and outpatient facilities. This information is forwarded to the
CDC and is used in data analysis with information from other states to form
conclusion about the epidemic in the United States as a whole. The Louisiana data
is also analyzed for the state’s funding and disease strategies.

Surveillance program should be carried out in order to monitor the extent of HIV
infection and disease in given region and community. Effective surveillance pro-
grams require careful monitoring and evaluation to understand changing social
circumstances. With many epidemiologists taking experience and institutional
strengthening, surveillance program at the Louisiana Office of Public Health in
New Orleans is more accurate and very modern program. HIV/AIDS surveillance
need careful adaptation of existing methods and the development of new approaches
and of new ways of analyzing and making sense of the information.

approximately 8.4 million have developed
AIDS (acquired immune deficiency syndrome).

Through 1996, an estimated 29.4 million In the United States, 581,429 cases of AIDS had
people worldwide had been infected with HIV been reported to the Centers for Disease Con-
(human immunodeficiency virus), of whom trol and Prevention (CDC) as of December 30,

Introduction
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19962 . A recent study estimated that 223,000
people in the United States were living with
AIDS®. HIV/AIDS surveillance is a multifacet-
ed, complex process that involves many parts,
people, and advancing computers systems.
The HIV/AIDS Surveillance Program in the
state of Louisiana is headquartered at the
Louisiana Office of Public Health in New
Orleans and divides the state into. nine public
health regions to be examined. HIV/AIDS field
epidemiologists investigate all possible cases of
HIV or AIDS entering the Medical Center of
Louisiana at New Orleans, formerly known and
still referred to as Charity Hospital, the
Tulane-LSU (Louisiana State University) AIDS
Clinical Trials Unit (ACTU). ACTU is a joint
program of Tulane University School of Medi-
cine and LSU School of Medicine. Sponsored by
the National Institute of Allergy & Infectious
Disease/Division of AIDS, the Tulane-LSU is
one of 30 sites nationwide known collectively as
the AIDS Clinical Trials Group (ACTG). Locat-
ed in downtown New Orleans, the ACTU offers
access to research studies which test new drugs
and treatment strategies for adults infected
with HIV. The ACTU consists of physicians,
nurses and laboratory scientists in virology,
immunology, and pharmacology. The staff also
includes a pharmacist, social worker/outreach
coordinator and an administrative/date man-

agement team. Studies are performed at the
Medical Center of Louisiana at New Orleans
and the HIV Outpatient Clinic (HOP). Surveil-
lance of this hospital includes all of its associat-
ed laboratories, clinics, and morgues. Surveil-
lance in this area also covers reported jail and
prison cases.

All information is recorded on a form pro-
vided by the CDC (Table), and data are entered
into the HIV/AIDS Reporting System (HARS)
database. This information is forwarded to the
CDC and is used in data analysis with informa-
tion from other states to form conclusion about
the epidemic in the United States as a whole.
But CDC does not receive patient names or
information that could identify the individual
patient. Local data displays with five cases or
fewer are not included in the tabular distribu-
tions. National data releases aggregate key
variables to preclude indirect identification of
individuals reported with HIV/AIDS. Addition-
ally, recipients of HIV/AIDS surveillance coop-
erative agreements are required to maintain
secure and confidential case registries. The
results are disseminated and used in future
surveillance, prevention, and control projects.
Because of the special nature of the topic,
surveillance of this subject encounters many
problems®, which can lead to missing informa-
tion in surveillance data. Consequently, there is

Table Centers for disease control and prevention data resources

Adult spectrum of disease (ASD)

Congenital syphilis (CS) cases investigation and report (from CDC-73.126)
Gonococcal isolate surveillance project (GISP) : demographic/clinical data and
antimicrobial susceptibility testing (from CDC-73.604, B)

HIV/AIDS reporting system (HARS)

Supplement to HIV/AIDS surveillance (SHAS)

HIV epidemiology research (HER) study

HIV seroprevalence survey of childbearing women (SCBW)
HIV seroprevalence among intravenous drug users entering treatment programs,

United States

HIV seroprevalence in sexually transmitted disease clinics

Pediatric spectrum of HIV disease (PSD)

Report of civilian cases of primary and secondary syphilis and gonorrhea by

reporting source, sex, race/ethnicity and age group (from CDC-9.2638)

For a more complete understanding of the current surveillance trends, calling the
CDC National Prevention Information Network 1-800-458-5231.
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a lack of information on the true nature of the
HIV/AIDS epidemic, which can give way to
inadequate modes of treatment and prevention.

Method

In the process of better understanding the
Louisiana HIV/AIDS surveillance process, I
visited and got information from the different
units and wards of Charity Hospital in New
Orleans, Charity’s Infectious Control unit, the
laboratories, the morgue, the HIV/AIDS Clinic,
and the STD Clinic in Louisiana. I also visited
the OPH, the HARS and Tickler system
offices, and spoke to the many officials and
staff. I was fortunate to attend a meeting
between the health educators at C-100 (HIV/
AIDS Clinic) and concerning the importance of
the RISK Assessment Forms and how to better
the reporting of risk factors by health educa-
tors.

Involvement in the surveillance project in-
cluded 1) taking to several people in various
positions; 2) abstracting information from medi-
cal records at Charity Hospital, C-100, and
Delgado STD Clinic, both for new active cases
and for the yearly validation study; 3) compar-
ing hospital morgue records with those already
in HARS; and 4) observing data analysis from
the Adult Spectrum of Disease (ASD) study.
Indeed, the whole surveillance project could not
be explained in a paper such as this, as many
parts of the process are omitted here. Some
examples are the traveling between the differ-
ent units, the internal thinking involved, the
smaller periodically conducted evaluation
studies examining which units receive more
cases, and so on.

HIV/AIDS Reporting System (HARS)

HIV/AIDS surveillance system is conducted
in all 50 states, 6 major cities, and the terri-
tories and possessions of the United States. It is
a multipurpose surveillance system designed to
monitor the total number of reported cases
from public, private, and government reporting
facilities. This ongoing surveillance system
monitors the total number of AIDS cases repor-
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ted from the areas noted above, adult/adoles-
cent HIV cases in 25 states that require named
HIV reporting, and in 2 states that require
reporting of pediatric HIV cases only. Data are
used to assess trends by reporting areas, race/
ethnicity, risk, age, and sex. The universe to
which the data apply are all reported AIDS
cases in the 50 states, territories, and posses-
sions and HIV cases in states that require
reporting of persons with HIV (not AIDS). The
database is cumulative, containing all case
reports since 1981.

All AIDS and HIV cases, where authorized
by state law, are reported under legal mandates
and not sampled. The source of data collection
is the CDC form 50.42A for adults and form
50.42B for pediatric cases. Case reports are
received from providers who voluntarily com-
plete the CDC form and who report to the local
surveillance program by phone with a surveil-
lance representative completing the case report
form. Also received from surveillance represen-
tatives who abstract medical records in hospi-
tals and private physicians’ offices to complete
the case report form. The record unit in the
database is the individual HIV/AIDS case
report form.

Adult Spectrum of Disease (ASD) study

The objectives of the Adult Spectrum of
Disease (ASD) project are to enumerate and
characterize persons with HIV infection at
various stages of immunologic function who
received medical care at selected inpatient and
outpatient facilities. The universe study is all
persons with HIV infection who access selected
hospitals, outpatient facilities, and HIV treat-
ment facilities in the 10 selected project areas.
Data are collected continuously at 6-month
intervals through abstraction of patient medi-
cal records. All HIV-infected woman accessing
the target facilities, as well as persons of racial
and ethnic minority groups are included in
survey. However, some sites are over-
represented by white males. These sites do
sample white males at one to fourth ratio. The
source of ASD data is the individual patient
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medical record, which is abstracted onto the
CDC form 50.99A. The database record unit is
the CDC form 50.99A, which is updated every
6-month over a 42-month period. Missing cases
can. sometimes be found through the ASD. A
retrospective study, the ASD study is part of
the Louisiana HIV/AIDS Program and is also a
CDC project, only a few designated areas in the
nation have such a project. Areas such as
Colorado, New York, California, Texas, and
Louisiana represents geographic regions of the
nation for study. As a separate study from the
HIV/AIDS surveillance, it also conducts chart
abstractions on forms provided by the CDC to
examine the progression of the disease. Files on
a case are updated every 6-month until the
patient does not come back for follow-up visits.
This data is sent to the CDC for analysis for the
nation as a whole. The Louisiana data is also
analyzed for the state’s funding and disease

strategies. Frequent meetings between the field
epidemiologist and the ASD study coordinator
Anne Morse function to compare cases, and
update case from HIV+ to AIDS status.

Lab Surveillance Protocol (Figure)

1. Lab slips received by central lab surveil-
lance

1) Lab slips are checked in HARS. Names
in HARS are updated directly by Chuck.

2) Lab slips are checked in the Tickler.
High CD4 counts are checked against the
database of negative cases.

3) Slips with complete information are
given directly to Chuck for entry into HARS.

4) Lab slips without complete information is
entered into the Tickler.

5) Once a month a line list of new incom-
plete cases for each epidemiologist will be sent
to the field. Line list will have only new names

Lab slips Lab slips
é \L’ 1. Complete report not
N/ from line list
Field |-----------------7 LAB | TRAD ’
“Epis | Complete case\| Central 2. AIDS updates Centra1|
report (Camille) 3. Lab slips w/complete (Chuck)'
information
2. Complete 1.Lab slips w/o
Line list report from complete information
of incomplete \line lists
new cases sent
to field once a
month 4 )
Tickler S HARS
Database Completed cases uploaded Database

% Epidemiologists

and deleted 2X per month

Figure Lab surveillance protocol
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for that month. It is possible for Camille to
print cumulative line lists showing all outstand-
ing cases, upon request. Please keep in mind
that a line list contains all of the information
given on a lab slip, and that the comment field
will indicate what information is needed to
complete the case. Line lists may be sorted and
organized in almost any way. In case of your
list to be reformatted, contact to Camille.

6) Epidemiologists send completed case
reports to Camille, who completes them in the
Tickler.

7) Every two weeks completed cases are
uploaded from the Tickler into HARS and
deleted from the Tickler.

2. Lab reports received by epidemiologists
in the field

1) Epidemiologists complete the case and
send it to Camille so lab surveillance can keep
track of numbers of cases from each lab.

2) Camille gives cases to Chuck for entry
into HARS.

3. Cases without a name or date of birth

When lab surveillance receives a lab slip that
has only a medical record number, or if the case
has only a name or date of birth but not both,
there is no way to determine whether or not
that case is in HARS. These cases must there-
fore be sent into the field to get more informa-
tion. It is recommended that the
epidemiologists keep their line lists so they can
check their new cases against the ones they
have already completed. This should help to
avoid unnecessary duplicate investigation. If a
duplicate case dose appear on a line list, the
epidemiologist should contact lab surveillance,
not traditional surveillance, so that the dupli-
cate case can be removed from the Tickler.

4. Other duplication issues

When lab surveillance sends completed new
cases to traditional surveillance and deletes
them from the Tickler, it may take a few days
before these new cases are actually entered in
HARS and the database is updated on the lab
surveillance computers. If lab surveillance
receives a new lab slip on one of these cases, it
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may not yet show up in HARS and may get sent
back into the field. If this happens, the
epidemiologist should contact lab surveillance
to have the case removed from the Tickler. Lab
and traditional surveillance are working
together to reduce the time delay between
Tickler deletion and HARS entry, but there
will always be a couple that slip through the
cracks. Other potential causes of duplicate
cases include; 1) Lab slip with an alias not in
HARS. 2) Lab slips with misspelled names or
incorrect dates of birth. 3) Line lists and com-
pleted case reports crossing in the mail. Lab
surveillance would be most appreciative of any
suggestions on how to reduce the number of
duplicate cases sent to the field.

Case Reporting

1. Traditional case reporting

New Orleans Area are reported by a number
of sources, and although the HIV/AIDS surveil-
lance program in Louisiana has mainly swit-
ched to laboratory-based reporting, cases, mis-
sed by laboratories, are still investigated and
reported by a traditional active surveillance
process. This mechanism encompasses periodic
telephone calls and visits to hospital units and
related specialty clinics to which HIV/AIDS
patients might be referred for treatment or
further examination. AIDS patients with
dementia may be referred to the neurology or
psychiatric unit, and regular stops at the eye
clinic may find patients with CMV
(Cytomegalovirus) retinitis, a major opportunis-
tic infection of HIV+ patients. Other hospital
units and clinics periodically checked are on-
cology, dermatology, pediatrics, proctology,
urology, ENT (ears, nose, throat), gastrointesti-
nal and dental clinics, these, however, are only
a few clinics which must be systematically
checked on for a complete surveillance system.

Examination of hospital morgue records of
new deaths also catches cases of patients who
were tested for HIV or AIDS, but have still
been missed by the system and are not reported
in the HARS database. Sometimes these cases
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are of patients who are very elderly or some-
times newborn. If a person appears on the
morgue record book as having AIDS or HIV,
but he or she is not found in the HARS system,
that person is counted as a new case. Compari-
son of morgue records with names in HARS
also functions to update the HARS database on
previously those with HIV who have died, and
those who were previously known to have HIV
but died with AIDS status. Updating the
database aids in estimating incidence and prev-
alence rates of the epidemic. The HIV/AIDS
Clinic, otherwise known as C-100, is a center
housing the HIV Outpatient Program (HOP)
and acts as a primary case clinic for adults,
adolescents, and children. The center provides
evaluation and treatment for AIDS, as well as
health education, counseling, social services, an
outreach program, and several other services.
C-100 helps in following patients who may
change in status from HIV+ to AIDS. The
center also functions to give follow-up informa-
tion such as anti-retroviral therapy or AIDS
opportunistic infection diseases.

The Rampart Public Health Center, also
called the STD Clinic or Delgado, also attracts
people from the local neighborhoods and acts as
an early prevention site in the area. The STD
Clinic treats patients as long as they are not
AIDS status, at which point they are referred to
C-100. Here, too, surveillance data is available
on risk factors and demographic information.
Both C-100 and the STD Clinic help in reaching
out into the neighborhoods and findings cases
that would otherwise be lost. Cases are report-
ed in jails and prisons when prisoners ask to be
tested for HIV and are seen by health officials
visiting the jail or prison. Certainly, persons in
jail or prison for a long period of time are at
risk for HIV transmission. Although some per-
sons are reported to be HIV+, jails and prisons
persist consistently as sources of cases yet to be
accessed, due to logistic reasons which will be
discussed later. ,

2. Laboratory case reporting

During the past few years, several states have

been participating in a CDC project to update
surveillance methods for the future. Each state
submitted a proposal for future surveillance,
some stares test surveillance through SSI (Sup-
plemental Security Income) or disability forms
recording HIV states, others through tumor
registry, and others through the pharmacy.

Louisiana proposed a project to test the effi-
cacy and efficiency of laboratory reporting in
HIV/AIDS surveillance for the future. Indeed, a
recent study has shown that 859 of all cases in
the states were initially reported from labora-
tories. However, the results of laboratory
reports never leak out, because the privacy is
strictly protected in the United States. The
Louisiana OPH developed the Tickler system
to work in conjunction with the CDC HARS
system.

The Tickler system was specifically designed
to hold reports on cases from laboratories
without the complete information needed enter
into HARS. Information from laboratories
include only some demographic information
and usually only a positive HIV test, unusually
low CD4 counts or percentages, and viral loads,
although sometimes, even the viral load is not
recorded. From month to month, new HIV
cases and cases with low CD4 counts or percent-
ages are reported to the OPH Tickler system.

These cases are not complete and given to
the area field epidemiologist who investigates
these cases and finds the missing information
by going to the different places the patients
went to for testing, treatment, and follow-up
visits. The Tickler form is quite similar to the
CDC HIV/AIDS case report form. A case re-
ported through lab might be missing such basic

information such as name, address, date of

birth, and even gender or ethnicity which is
needed to prevent duplicate case reporting as
well as analyze demographic data. Aside from
this basic information, risk factors and date of
confirmed HIV testing might be missing. This
information can be found by combing medical
charts at one or more of the listed facilities;
medical charts include demographic data, data

— 894 —



of HIV testing and type of HIV test conducted,
risk factors, and clinicians’ notes.

In addition, medical charts usually include
financial aid information which commonly also
records this same information; this can some-
times be very helpful since medical charts are
not always complete with the needed informa-
tion. Low CD4 counts and percentages are
noted because of the AIDS definition change by
CDC in 1993. When these low CD4 cases are
sent out for further investigation, epidemiolo-
gists must first establish linkage between low
CD4 counts or percentages and HIV+ status.
Low CD4 counts in a patients does not necessar-
ily constitute AIDS status since immunosup-
pression can occur in people for reasons other
than HIV, such as cancer or treatment for
cancer®.

When a case is complete, it is entered into the
HARS system to be sent to the CDC for data
analysis for the nation (Figure). The Louisiana
OPH also conducts data analysis for trends
specifically pertaining to Louisiana, since HIV/
AIDS cases may have different needs than
those in other states in terms of prevention and
control strategies. Dissemination of this infor-
mation is required for adequate federal funding
in state projects as well as in designing strat-
egies for prevention, control, and surveillance
of the disease in the future.

Discussion

Problems in surveillance

1. No identified risk (NIR)

One of the biggest problems in HIV/AIDS
surveillance is reporting risk factors, or rather
the lack of reporting risk factors. Risk factors
for HIV/AIDS is not only important for com-
plete information of knowing who is at most
risk for this disease, but also to prioritize where
time, energy, personnel and financial resource
should be spent the most according to need®.
Furthermore, reporting of risk factors can
determine if and when unusual modes of trans-
mission occur or when an unusual number of
transmissions occur. When abstracting infor-

53

mation from medical charts for cases to be
entered into HARS, many charts from various
facilities do not list a single risk factor.
Because of the sensitive nature of the subject,
many clinicians and staff are hesitant to ask
about possible risk factors, saying it is the
responsibility of the health educators, even
though not all cases receive health education
services. Health educators, on the other hand,
do not always ask about risk factors on the
first visit, feeling that patients are overwhel-
med by testing, talking to doctors, nurses. Some
of health educators wait until phase II, the
second visit. Unfortunately, not everyone
comes back to the clinic for further services
such as treatment, counseling and education,
and follow-up check-ups.

The major problem, however, occurs when
medical charts show risk factors not being
recorded on as many visits as ten. These are
situations in which improper handling of the
case has occurred since the patient has, by that
point, seen numerous clinicians, health educa-
tors, and staff members at various facilities, all
of whom have not asked about any risk factors
or modes of transmission. It is not surprising
that, as of November 13, 1997, 47% of all repor-
ted HIV cases did not have a risk factor. In
circumstances such as these, field
epidemiologists must go back to counselors and
clinicians to see if they might remember the
patient and a risk factor.

As a last resort, the investigator must inter-
view the patient with a 30-45 minute survey. If
the case is unavailable for questioning due to
death or conditions such as coma, the
epidemiologist conducts a proxy interview with
the family, friend, or lover. Unfortunately, the
interviewer may not have known the case
patient was HIV and so the questionnaire must
reflect that knowledge in accordance with the
confidentiality requirements of HIV/AIDS sur-
veillance; this problem makes it all the more
difficult to assess a risk for the patient.
Although it is not mandatory for counselors,
clinicians, and health educators to lisk factors,
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it is, however, important that they do so
because a large number of NIR cases can cause
many problems to arise. First and most impor-
tantly, the implications point to risk reduction
not being a primary concern of the health sys-
tem. When counselors are not counseling on
risk factors for HIV transmission, they are not
attempting to prevent future transmission from
that person to many others, even transmission
from someone else to the patient. Second, the
recorded and reported trends in HIV/AIDS risk
factors are not truly representative of the cases
in Louisiana. Third, as a result, adequate atten-
tion will not be put on the appropriate target
groups and methods. Fourth, unsupported fears
of the public will arise due to such large propor-
tions of HIV and AIDS cases not linked to
known risk factors. A high percentage of cases
unattached to known risk factors and ground-
less fears like possible transmission through
mosquito casual contact.

2. Cooperation with others

Although AIDS reporting is mandatory, cur-

rently no penalties exist for those clinicians,

counselors, laboratories, or private physicians
who do not report cases?; thus those patients
who turn to private physicians will be lost. HIV
reporting is not mandatory by Louisiana, thus
cooperation between health professionals is
very important in HIV/AIDS surveillance. For
example, meetings between health educators
and the field epidemiologist could facilitate
improved relations as well as a better under-
standing of reasons why listing risk factors is
such an important procedure in the public
health realm, not only in reducing future risks,
but also in reducing public fears. Understanding
what questions on the Risk Assessment Form
are important and what types of answers are
inadequate and unhelpful can enable health
educators to fill out the forms in such a way as
to meet the needs of HIV/AIDS surveillance.
On the other hand, current cooperation
between the jail and prison system and the
HIV/AIDS surveillance program is lacking.
Physical abuse is commonly suspected in jails

and prison systems, and because this abuse may
be reported in immate files, files are kept close-
ly under lock and key. Access to these files is
strict and, for this reason, field epidemiologists
have a hard time completing HIV/AIDS files
on jail and prison inmates.

3. Missing cases

Similar to files in jails and prisons, fear of the
law keeps some cases from coming into the
system for testing treatment. For example,
women may not come in for prenatal care and
HIV testing because they are afraid of being
tested for drugs. Thus, patients such as these
are lost to the system, unless these women
come in for the delivery, in which case, it is too
late to prevent vertical HIV transmission.
These cases and other non-reported cases in
jails and prisons, or others not willing to come
in for HIV testing or counseling for a variety of
reasons. It comprises of missing cases not re-
ported by the system. But it depends on the
patients’ decision to know the results of labora-
tory reportes. Hopefully, cooperative meetings,
joint efforts, and public targetting of these
groups can bring these people out for proper
treatment and counseling.

Conclusions

Surveillance program should be carried out in
order to monitor the extent of HIV infection
and disease in given region and community.
Effective surveillance programs require careful
monitoring and evaluation to understand chang-
ing circumstances. In New Orleans, many
resources are now available for epidemiological
monitoring. At the start of HIV epidemic in
US®?, Louisiana surveillance was only able to
show gross changes and monitor relatively
crudely the arrival and subsequent spread of
infection. However, Louisiana surveillance epi-
demiologists need improvement. Efforts of col-
lecting official data, demographic information
focusing on Knowledge Attitudes and Behav-
iors (KAB) in respect to HIV/AIDS success to
provide an adequate surveillance program in
New Orleans. With many epidemiologists tak-
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ing experience and institutional strengthening,
surveillance program at the Louisiana Office of
Public Health in New Orleans is more accurate
and very modern program computer system.
Also, HARS, ASD, and Lab Surveillance Proto-
col in New Orleans have already established
under the guidance of CDC.

HIV/AIDS surveillance is a complex process,
involving many different facilities, information,
relationships and understandings. The surveil-
lance system serves many functions, the most
important of which is prevention of the disease
in the future. Both quantitative data and quali-
tative data are important to research HIV/
AIDS surveillance. Studying these data require
using a variety of surveillance programs and
computer system to obtain a complete situa-
tion. The volatility of the situation and the
mobility of the study HIV/AIDS surveillance
need careful adaptation of existing methods
and the development of new approaches and of
new ways of analyzing and making sense of the
information. Targeting those people highest at
risk for HIV/AIDS transmission, as well as
those transmitting the virus, whether knowing-
ly or unknowingly, is wholly dependent on a
clear understanding of the epidemic where it is,
and who involves. From the statistical informa-
tion obtained during study from surveillance
program, I have gained a great understanding
of the HIV/AIDS surveillance objectives, proc-
ess, and difficulties. What is more I studied to
analyze and identified potential risk factors for
HIV/AIDS and impact on populations, health

5

care surveillance program and infrastructure.

In conclusion, it is vey important to develop
and strengthen surveillance program including
health promotion and information approaches.
The emphasis epidemiologists at Louisiana
Office of Public Health Office in New Orleans
personally placed on catching every HIV/AIDS
case demonstrated to me how important every
single case really is in preventing, controlling,
and treating the disease.
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