


 

         

 

 

  

  

 

 

 

AN INTERVIEW WITH THERESA ALDAPE 

CAITLYN JONES: This is Caitlyn Jones with The oH Project, and it is July 24, 2019.  I 

am in Houston, Texas, interviewing Theresa Aldape about her recollection of the 

HIV/AIDS crisis in Houston. 

Thank you so much for being with us.  We’re very excited. 

THERESA ALDAPE: You’re welcome, and thank you for reaching out to me.  

CAITLYN JONES: Let’s start a little bit from the beginning.  Tell me about your early 

life. Did you have any parents or siblings? 

THERESA ALDAPE: Yes. I was born and raised in Houston, Texas, and my parents are 

Eusebio Aldape and Elvira F. Aldape.  They moved to Houston from Valle 

Hermoso, Tamaulipas, Mexico.  My father was born in Valle Hermoso, 

Tamaulipas, Mexico.  He came to Houston in the 1950s.  My mother was born in 

Gibbon, Nebraska. My maternal grandparents were migrant workers and traveled 

to the USA to work and returned to Valle Hermoso when the Mexican 

government began offering land to families so they would return to Mexico.  My 

family would drive to Valle Hermoso twice a year to spend time with our 

grandparents, aunts, uncles, and cousins, primarily during the summer and the 

Christmas holidays.  I loved going to Mexico with my family and spending time 

with my cousins.  We mostly traveled at night after my father closed the 

restaurant and left someone in charge of the business for a few days.  My brothers 

and I were born in our home, with a midwife present.  We grew up on Avenue J in 

a neighborhood named Magnolia close to the Port of Houston.  My mother was so 
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proud of the fact that we were all born at home and loved to tell the story 

whenever someone asked her about her family.  

JONES: What was it like growing up in Houston at that time? 

ALDAPE: We grew up in a fairly large home compared to other homes in the 

neighborhood, and our friends 

loved to come over and play.  I 

loved walking across the street 

to my best friend’s home to 

play outside with her and her 

older sisters.  I was not allowed 

to go too far from home.  My 

parents and brothers protected 

and watched out for me 

because I was the only 

daughter/sister and the 

youngest of four children. Yes, 

my brothers picked on me, but that’s what brothers do, right? 

My father and uncle, Lorenzo Garza, worked long hours at our family 

restaurant, Boyd’s Café. My brothers and cousins worked at the café when they 

were not in school.  I was home with my mother until I started kindergarten at 

Immaculate Heart of Mary Catholic School.  My first day of school, I remember 

crying and throwing a major temper tantrum, but I finally settled down and, 

Helen, my best friend, was there to console me. 

JONES: I see you had a reputation. 

L to R: Gabriel, Theresa, Hector, and Ruben Aldape, 
Houston, TX.  1967. 
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ALDAPE: I guess, but I was not too bad.  I did get popped twice and had a few kneeling 

sessions to pray in front of the statue of the Virgin Mary during middle school.  

These experiences prepared me for high school and college.  All in all, I was able 

to overcome these “troubles,” and I truly believe I am a better person because of 

my experiences in Catholic school. Looking back and knowing what I know now, 

I realize my actions displayed the anger and sadness over the loss of my father. 

JONES: What are some of the lessons you learned in your early school years, and also 

from your parents?  What were some of the things that you took from childhood? 

ALDAPE: Today, I realize what a blessing it was for all of us to attend Catholic schools.  

Our education was always a priority for my parents.  I know we always had small 

classes, and so we all kind of knew each other, regardless of what grade we were 

in. When I finished the fourth grade, my oldest brother was ready to 

move on, so he went to Blessed Sacrament, so of course I had to go to 

Blessed Sacrament because everybody went to Blessed Sacrament. 

So off I went, along with high school going to Mount Carmel.  

Because he wanted to go Mount Carmel, we all went to Mount 

Carmel High School in Houston.  I’m really glad that I had that 

Catholic education because the teachers really not only showed us 

love and caring and how to help others and be good to others and 

have good values and good morals and just try to be a good person.  

And it was always religion that was incorporated into our education, 

which I really liked. I am so proud that my brothers and I graduated 

Theresa Aldape, First Grade, 
Immaculate Heart of Mary, 

Houston TX. 1967. 

 

         

 

 

 

  

 

 

 

  

 

from college and returned to Houston to provide and care for our mom and begin 

our careers in finance, accounting, business, and social work. 
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JONES: Your father passed away early in your childhood, yes? 

ALDAPE: Yes. 

JONES: What happened there? 

ALDAPE: I was 10 years old when my father passed away.  On the evening of 

September 13, 1972, he was working in the kitchen at our family restaurant, 

Boyd’s Café. The cook did not work that evening, and my mother went with my 

oldest brother to a PTO meeting.  I remember a customer/friend of the family 

came to the home looking for my mother.  Suddenly, my mother arrived home 

and then left quickly to the restaurant.  My brothers and I began praying at home.  

My father had been shot while working in the kitchen.  I’m not exactly sure why 

or what happened other than a gunshot that went off and it ricocheted off the 

shelves in the kitchen and struck my dad.  He died instantly. We were devastated, 

and I try not to think of that day because I cannot hold in my tears.  It was and 

continues to be such a painful experience for me.  My brothers and I were deeply 

affected, but we were there for my mother and helped her manage the household 

to the best of our ability.  

My mother managed the restaurant for about two or three years, and then 

my uncle continued working at the restaurant.  It was an extremely difficult time 

for my mother.  Her world was shattered in an instant.  We all tried to help at the 

restaurant, but we were not interested in the restaurant business.  My uncle and 

cousins continued to manage the business along with the bar, dance hall, and 

barber shop that were all adjacent to the restaurant.  Boyd’s closed in the late 

1980s. 
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  My  mother  

continued to work as a 

cook or waitress at 

several Mexican 

restaurants near our 

home.  She made 

delicious Mexican food 

and homemade flour 

tortillas. She would 

make bundles and bundles 

of tortillas, packaged them, and then delivered them to a bakery/deli about 15 

minutes away from our home.  Mom worked long hours, but her priority was to 

make sure we were healthy, finished high school, and attended college.  She did 

not want us to manage the restaurant, hindering us from attending college.  

JONES: Were there any changes for you personally after your father’s passing? 

ALDAPE: Yes, it was really difficult for all of us, but we made it.  I know it was 

because of my mother and family members who were always supportive of our 

family.  My mother worked really hard so we could finish high school and attend 

college. I am so proud that every one of us has a college degree.  My mother was 

so proud of us. I started working when I was 15 years old.  My first job was at a 

Spanish movie theatre on North Main Street close to Interstate 10, and I cleaned 

offices downtown with my mother.  When I was in college and came home for the 

summers, I worked at Wilson’s at Gulfgate Mall and Fiesta Mart.  All of my 

brothers worked, and we all pitched in to help my mother with household 

L to R: Theresa, mother Elvira, Hector Aldape 
Boyd’s Café, Houston, TX. 1965. 
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L to R: Hector, mother Elvira, Theresa, father Eusebio, 
Ruben, Gabriel Aldape and godmother Angelita,  

Matamoros, Mexico.  1964. 

 

         

   

 

   

 

 

 

 

 

expenses. I met my husband at Fiesta Mart.  

JONES: Right.  So what were some of the early inklings you had in your life of going 

into social work, of wanting to help others in that way? 

ALDAPE: When I was about 12, my godmother, Angelita, who lived across the street 

helped a young family who came to 

Houston after they had a tragic car accident 

in Mexico. Several members of the family 

did not survive, and the mother came to 

Houston for rehabilitation at the St. 

Dominic Center on Holcombe in the Texas 

Medical Center. 

Helen, Angelita’s daughter, and I 

would go to the Dominic Center to spend time helping this young lady.  We 

would sit and talk with her and help her get around the facility.  When I was at 

Mt. Carmel High School, I completed my community service project at a nearby 

nursing home. We were called candy stripers and were able to get fresh water 

with ice for the residents. We sat and talked, played cards or board games in their 

room and in the gathering area.  I loved hearing their stories about their younger 

days. These experiences inspired me to pursue a career in a hospital or clinic 

setting. 

JONES: So you went to college after high school.  Where did you go to college? 

ALDAPE: I attended Texas Woman’s University in Denton, Texas.  It was a miracle 

because I couldn’t believe my mother actually let me go out of town.  I must give 

credit to my brother, Hector.  He helped me complete my college applications and 
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L to R: Theresa, Gabriel, and Hector Aldape surprise 
their mother on Mother’s Day, Houston, TX. 1978 

 

         

 

 

 

 

 
 

annual financial aid applications.  My family, cousins, and aunt who lived in 

Houston helped me tremendously during this time of my life.  Ophelia Aldape, 

my cousins Roy, Belia, Ceasar, and Pete were always available to help us during 

difficult times. My cousin Pete attended the University of St. Thomas with 

Hector, and Caesar was home from the Navy.  So all those things were in place, 

and I was accepted. I couldn’t believe it, and I couldn’t believe it that my mother 

actually let me go.   

JONES: Just because of the distance? 

ALDAPE: Yes, because of the distance and 

moving away from home.  My oldest brother was 

at U of H [University of Houston] downtown.  

Ruben is my oldest brother.  Hector was at St. 

Thomas.  Then Gabe was at St. Mary’s in San 

Antonio. So I thought maybe, just maybe she’ll 

let me go somewhere else.  When I was accepted, 

she said I could go. 

I remember arriving in Denton to start my 

freshman year.  My cousin Ceasar drove us in his 

brand new Lincoln. As we approached campus, I 

saw a tall building with a huge clock on it.  I 

remember crying because I was so afraid to leave my family and start college.  I 

thought, oh, my goodness, what have I gotten myself into?  Of course, I stayed, 

and my first year was the most difficult year in college.  I loved my experience at 

TWU.  So today, when I speak with young people interested in college, I always 
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say, “If I can make it, you can make it.”  

JONES: You made it through that first semester, though? 

ALDAPE: Yes, I made it through the first semester.  I still remember meeting Maricella 

Bazan in the lobby of Hufford Hall.  We became best friends and still keep in 

touch. She was from Mission, Texas, and now lives in Odessa, Texas.  She is an 

occupational therapist and specializes in hand therapy.  

JONES: What was your major when you were at TWU? 

ALDAPE: Physical Therapy [PT].  I completed my freshman year; and during my 

sophomore year, I had a difficult time with physics and my first PT class. We 

watched videos about physical therapy and caring for patients with severe injuries 

and burns. I thought, I don’t think I’m going to be able to do this, and began to 

think of social work. 

When I was a senior in high school, I remember meeting with my 

counselor about careers in healthcare.  I was discouraged from pursuing a social 

work degree because of the minimal salary.  But I knew this was a career I might 

want to pursue and was so happy to find out that TWU had an excellent 

accredited social work program.  

I returned home and talked with my brothers and mom about switching 

majors.  Of course, it was the same old question.  What are you going to do with 

that?  What do social workers do?  How much are you going to make?  By that 

time, I was sure I wanted to work in a hospital and pursue a degree in social work.  

I wanted to work with children because I’ve always loved kids and adolescents.  

JONES: After you switched to social work, you finished up your degree with your 

license in social work? 
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ALDAPE: Yes, a bachelor in social work.  By that time, social workers were being 

licensed. I was in the group where the first social workers that were in the field 

were being licensed where they were granted in, so I think I was granted in as a 

bachelor of social work. Then also when I went for my junior and senior year, I 

was only taking social work classes because I had already taken all of my 

prerequisites. Everything was set.  It was just those classes, which I really, really 

enjoyed. 

JONES: Got all those boring classes out of the way, yes. 

ALDAPE: Right, I got all the boring and all the hard math, biology, chemistry, and all 

the other stuff that I had taken. But it really 

has helped me because of the field I’m in, so 

it worked out perfectly. 

JONES: After graduation, what was next for you? 

ALDAPE: I graduated May of 1984.  I sent my 

résumés out to different hospitals in Houston 

and received a telephone call from Barbara 

Henley, the Director of Social Work at Ben 

Taub General Hospital. Mrs. Henley was 

the first social worker at BTGH and became 

the Director of the Social Work Department.  

She was a wonderful supervisor, and she 

inspired social workers to become leaders.  She had an opening in pediatrics, and 

she wanted to interview me.  I was excited and nervous at the same time.  I was 

hired and returned home to start my medical social work career.  Looking back, I 

Theresa Aldape, Graduation from 
Texas Women’s University,  

Denton, TX. 1984 
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am so proud to say being bilingual and bicultural was one of the reasons I was 

hired at BTGH. It was a dream job for me.  The position was in general 

pediatrics, including the inpatient unit, the intensive care unit, outpatient clinic, 

and specialty clinic. It was difficult, but I learned so much about medical social 

work and medical care. 

I spoke with Ms. Henley, and she asked, “Where do you see yourself in a 

few years?” I said, “I would like to go to graduate school.” 

She said, “We’ll work on it.”  So after the first year, she said, “Oh, by the 

way, it’s time for you to apply for graduate school.”  I completed my application 

with a letter of recommendation from Mrs. Henley and was accepted to graduate 

school. 

JONES: Where did you get in at? 

ALDAPE: I attended the Graduate School of Social Work at the University of Houston.  

I continued to work and attended classes in the evening.  I tried to mix the two 

together, like studying at school, at work sometimes during lunch hour, but then I 

realized quickly that it was really just too crazy that way, so after work was 

studying, and weekends were for studying and homework, and then the Mondays, 

8:00 to 5:00 was pure social-work work.  That was the only way that I decided 

that I could really manage it and make it through.  I received my graduate degree 

in 1989. 

JONES: After Ben Taub, you moved to Texas Children’s, correct? 

ALDAPE: Yes. 

JONES: When was that? 

ALDAPE: I was recruited by Dr. Celine Hanson and interviewed with William T. 
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Shearer. I was hired January 9, 1989.  The children that were on the general floor 

in the isolation area, which I can still see that area, I can still see the whole 

hospital, but that particular section was where the children who had what we 

didn’t know what it was at the time.  The immunologist was called and lots of 

people were seeing that child, but they knew it was something respiratory, 

because of course the X-rays looked really, really awful.   

Dr. Hanson, Celine Hanson, was actually the immunologist that I worked 

with when I was there. That was when we first started seeing the very first kids in 

Houston with HIV. I think prior to 1989, they may have started seeing kids as 

early as maybe 1985, 1986, and so the kids that I saw or they were arriving as 

new patients, these were children who had HIV, came to have HIV, which no one 

at the time knew.  

JONES: Is that what you were hired to do at Texas Children’s? 

ALDAPE: Yes. 

JONES: Okay, gotcha. To work specifically with that population? 

ALDAPE: Yes. I knew it would be really difficult because many of the young children 

were very ill and were in the hospital frequently and for long periods of time.  

Dr. Shearer was the Pediatric Immunologist and Allergist who decided to care for 

newborns and young children in Houston.  No one was picking up the torch, so he 

did. He dedicated his career to research, education, and care for newborns, 

children, and adolescents and young women diagnosed with HIV.  The first and 

only clinical research trial site for children and adolescents was started in the mid 

to late 1980s because of Dr. Shearer’s work and dedication at Baylor College of 

Medicine. Dr. Shearer passed away last year, and we all miss him dearly.  
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JONES: How many children were you seeing at that time coming in with what was later 

found to be HIV or AIDS? 

ALDAPE: When I was at Ben Taub, we had about two or three young children 

hospitalized due to complications of what has come to be known as HIV.  There 

were also children admitted to Texas Children’s Hospital and seen by Dr. Shearer, 

Dr. Hanson, and Dr. Howard Rosenblatt.  When I started working at Texas 

Children's Hospital, Dr. Hanson and I traveled either to Ben Taub or to Jefferson 

Davis Hospital. We would see about 7 to 10 children during each weekly clinic.  

Dr. Hanson started with one sheet of paper; every time we saw a new patient, she 

would add the patient’s name.  She was the only one who updated the list.  At that 

time, there were about 42 children on the list.  After this, we started working on 

computers, and Dr. Hanson had her electronic list and added new patients on a 

daily or weekly basis. 

It was a busy clinic, plus we were also seeing the children here at the 

hospital, at Texas Children’s Hospital, and we were also seeing patients in the 

outpatient clinic here at Texas Children’s.  Those were the kids that we invited to 

start the first clinical trials that we had.  

JONES: What were the conditions of those first patients that you were seeing? 

ALDAPE: They were young, and most of the children were under one year of age.  They 

came to the ER and clinic with breathing problems and pneumonia.  They were 

often under their normal weight and height for their age and had extended bellies 

because HIV affected their liver and spleen.  They had frequent ear infections and 

a host of other infections. HIV also affected their normal neurodevelopment, so 

children who once were able to sit up and crawl began to have difficulty doing 

OH066   | The oH Project  | page 12 



 

         

 

 

  

 

these simple tasks.  The children were in the hospital for weeks and were in the 

isolation areas of the ICU or Pediatric Unit.  Many of the children were diagnosed 

with bacterial infections. The first study was successful, and the IVIG was 

proven to help the immune systems of the children enrolled in the study.  After 

the study, IVIG became available for all newborns and children living with HIV.   

JONES: What is that? 

ALDAPE: Immunoglobulins are antibodies produced naturally by the body's immune 

system, which help fight infections.  Intravenous immunoglobulin [IVIG] was 

given to children on a monthly basis.  The clinical research study showed that 

IVIG was safe and effective in preventing bacterial and other infections in 

children.  Also, Bactrim was proven to help prevent a lung disease called 

pneumocystis carinii.  AZT was also given as part of a research study for children.  

It was also safe for children with HIV.  It was given as a liquid or a pill form.  The 

physicians did everything possible to prevent or decrease malnutrition, diarrhea, 

fevers, skin problems, and other, more severe medical concerns.  As part of the 

HIV education provided to families, I would help the families by explaining how 

important it was for them to make sure and call us when the children were not 

well, especially if they had fever.  Really, anything that was going on with the 

newborns and young children. We wanted the parents to call us so we could see 

them in the clinic or admit them to the hospital.   

JONES: What types of families were you seeing?  Was it a diverse bunch of people 

coming in? 

ALDAPE: It was a diverse group of children and families from all walks of life.  AIDS 

did not and still does not discriminate.  We had African-American children.  We 
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had Hispanic children. I can remember one of the little girls, Stephanie, a darling 

little girl.  Both of her parents were positive, and they all perished at some point.   

We had Caucasian white families, middle class, working class.  Some of 

them were obviously an underserved population on Medicaid.  Some of them had 

private insurance here at Texas Children’s.  Some of them were actually the 

caregivers, where they actually were their grandparents, so we saw the 

grandparents because the mother was too sick or the father was too sick or 

unavailable. So for some of those early children, we actually saw a lot of the time 

it was just their grandparents that would come, and maybe their mother.  They 

were infants or young children under the age of two, and the life expectancy was 

five years of age.  The newborns were diagnosed soon after their birth.  We also 

cared for children and adolescents who received a blood transfusion prior to 1985 

or were sexually abused. The majority of the parents were young, under 30 years 

of age. Many of the parents passed away during this period of time because the 

medications were not effective and patients became ill with other devastating 

illnesses.  Some of the children grew up in foster homes or group homes because 

the family was not able to care for the baby in their home.  Our adorable patients 

needed care and love just like every other child.  I often think of the many 

children who have passed away and wonder how their families are doing and if 

they are still living in Houston or the surrounding areas.  The children were 

beautiful, loving, and it was wonderful to see them on a regular basis in the clinic 

when they were well and beginning to thrive with the new medications.  The 

smiles, hugs, and words of appreciation from parents and patients revived my 

focus daily to do the best to help families every day.  
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JONES: What were some of the services that you provided to these families? 

ALDAPE: We try to really get a sense of who the family was.  What is their family? 

Who was there?  Who was available?  We also really try to find out, make sure 

that they were able to apply for services from Medicaid and for the WIC [Special 

Supplemental Nutrition Program for Women, Infants, and Children], 

transportation, make sure that we had transportation services. The funds in the 

hospital’s Emergency Pediatric AIDS Fund started by Dr. Shearer were used to 

help families with rental assistance, utility bills, taxi transportation to and from 

the clinic or emergency room, medications, and medical equipment.  

I advocated for our families so children could attend school and not be 

discriminated against because of their illness.  Families applied for Social 

Security Disability for their child, and I assisted by having the family take a 

document stating the child’s diagnosis, treatment and limitations.  I attended 

meetings when the family had to appeal and fight for their child’s right to 

disability services. 

We were making home visits.  We were looking at medications, trying to 

figure out how to best give those so they could help to remember, help them 

remember to take it every day.  Many of the families needed assistance with basic 

needs such as food and clothing. Sometimes, making sure kids had a coat during 

the winter months, new shoes and uniforms to attend school and summer clothes.  

Anything that was needed at the time.  A lot of it at the time was basic needs type 

of things. I referred families to various HIV service providers so together we 

were able to help families pay for their rent in an effort to prevent them from 

being evicted, have their electricity discontinued, and miss medical appointments.  

OH066   | The oH Project  | page 15 



 

         

  

 

  

  

  

 

Sometimes, we worked closely with the school nurses, and they were willing to 

help the child by taking the medication during the school day. 

We would help pay for funerals.  I remember asking many, many, many a 

time funerals to help us because the family had very low income.  There were 

several funeral homes in Houston who helped tremendously by offering the 

minimal cost and sometimes did not charge the family anything extra when 

funding was provided by Texas Children’s Hospital with the help of private 

donors, St. Martin’s Episcopal Church and nonprofit HIV service providers.   

[END OF AUDIO PART 1] 

ALDAPE [continuing]:  Then we just tried to do whatever we could do.  It seemed like 

we were always in the crisis mode.  We always felt like we were just putting stops 

on holes to try to keep things balanced for them.  We did a lot of HIV education, 

lots of talks with families about transmission and how it’s transmitted and how 

it’s not. We would bring in extended family members who were helping take 

care, that didn’t know, they wanted more information.   

We were also disclosing diagnosis to the father if he didn’t know or to the 

grandmothers.  If Mom wanted them to come in, we would sit and chat with them, 

and we would disclose the child’s diagnosis, and we would follow up with those 

conversations when they came back to the clinic.  There were a lot of things going 

on. We usually were moving very fast.   

I always traveled with Dr. Hanson or Dr. Rosenblatt or Dr. Shearer.  

Whoever was on service, I always traveled with them.  Back then, we would 

travel as a team, so whenever there were inpatients, we rounded as an entire team 

to see all the patients. I always seemed to be the last one in the room.  The social 
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workers were always the last one in the room to pick up the pieces, and so, 

“Okay, this is the diagnosis, and where do we go from here?”  Then also in the 

clinic. We spend a lot of time in the emergency room also with our patients. 

JONES: What do you think the difference is between treating adults with HIV/AIDS 

versus children with HIV/AIDS? 

ALDAPE: It’s completely different.  Kids are born with an immune system that’s 

already damaged by HIV, so we don’t know how long.  We still don’t know when 

transmission happens after the baby is born to a mom with HIV.  We didn’t know 

if it was early in the pregnancy, during the pregnancy, or afterwards, but we 

always tried to continue working with them and just continue with them.  I’m 

sorry, I lost track of the question. 

JONES: What do you think the difference is between treating adults versus children? 

ALDAPE: The difference, okay. The medications are different, the doses are different, 

all the nutritional needs. They started off at zero, nothing, so they had a damaged 

immune system.  They came to us very sick at two, three, four months of life, and 

we had nothing, nothing at all, as opposed to adults, where they have an immune 

system that at some point was healthy and functioning and then they acquire HIV, 

and then that begins to damage the immune system.   

Not for babies.  The babies have difficulty from the time that they’re born, 

with failure to thrive, with diarrhea, chronic lung problems.  We saw kids 

unfortunately with problems with their learning, their development because of the 

virus affecting their neurocognitive development.  Then when we had a baby that 

was positive or a child that was positive or a young toddler, then we had a family 

that was positive, so then we had the mom that was positive. 
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JONES: Did you ever run into situations where you found out that a child was positive 

and the parents didn’t know that they were positive? 

ALDAPE: Always. It still happens today.  Always. There are still mothers who go into 

the ob-gyn for their first appointment, and they all — across the country, every 

mother that sees an ob-gyn because she’s pregnant, they’re mandated by law to do 

an HIV test, and it still happens over and over today. Basically you just have to 

put together a plan for this child because you have to have caretakers, you have to 

have backup, you have to have respite caregivers.  There is really nothing that that 

child can do, so everything has to be done for them by the medical team, the 

social service team, especially their families.   

There are times when we have to call Children’s Protective Services to 

help us. Sometimes it’s really hard for parents to understand the diagnosis and 

deal with the diagnosis. Then there’s also still today lots of stigma, 

discrimination, and nobody knows, and they don’t know how to deal with it and 

how to move forward, and they really detach from their child.  Then some 

families also are involved with illicit drugs, prostitution, other types of things that 

we saw that it was really hard and difficult for mothers to take care of their 

babies, yeah. 

JONES: What was the public perception at that time surrounding HIV/AIDS? 

ALDAPE: There, public was judgmental, prejudiced, and there were so many people 

who were discriminated against in every area of life.  Patients often did not 

inform anyone about their diagnosis.  They kept this “secret” to themselves.  

There were so many times when our families would tell us that they would go 

over to a relative’s home for a visit, birthday, special occasion, or the holidays, 
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and all of a sudden guests would stop eating. Some family members and friends 

only offered paper plates. In some instances, parents would tell us the plate was 

not washed; it was just thrown away because of the fear and ignorance of not 

knowing nor believing how HIV was and was not transmitted.  As healthcare 

workers, it was so difficult and painful to know how people were treated by their 

own family.  We educated so many people in a fast and quick fashion to help our 

patients be cared for, understood and accepted by their family.  We gave 

workshops at agencies, churches, institutions, schools, day cares, and recreational 

centers. We went out to so many different places just to provide education, just 

try to get the community to understand that this was not a disease that you were 

going to be able to catch or get by hugging a baby, kissing them on the cheek or 

changing their diaper. Back then, we would tell them, “If you’re more 

comfortable with gloves on, by all means put your glove on, change the baby’s 

diaper, do what you need to do, but treat this baby like a normal baby; with love 

and affection just like any other baby.” 

JONES: What was the toll like on your emotional health doing this job? 

ALDAPE: It was very difficult.  Definitely we would cry as a team.  We often used the 

stairs because we didn’t want everyone to see our tears of pain and grief after a 

child passed away. I would go back to my office to cry.  The staff helped each 

other during these difficult times, and we pulled together to continue our efforts to 

help families every day.  It was just awful, but we were doing everything we 

could possibly do. But we would talk about the loving memories we shared with 

the child and their family.  The funny stories they would tell us, the gestures they 

made, the artwork they shared with us, and how we felt so humble because they 
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trusted us to help them in every way.  

Our team advocated for our patients, and we fought to make sure our 

children and families were treated equally, fairly, free of discrimination and 

prejudice. Very early in the epidemic, hospitals across the country served 

inpatients meals on a paper plate and paper tray.  Some were isolated for no 

medical reason.  As team, we continued to provide education to help our patients 

and families during this difficult time.   

JONES: Even education in the hospital, within the hospital? 

ALDAPE: Absolutely, education. We had paper trays that were brought to some of our 

kids because they didn’t think they could have the plates because they were afraid 

of contaminated.  This happened at many hospitals in Houston.  Sometimes, 

healthcare providers would page us to find out if they were safe going into the 

child’s room.  It was a very difficult time.  We attended two or three funerals a 

month. We always went to the funerals as a team.  I don’t think one person ever 

went by themselves.  It was generally the nurses, physicians, social workers, child 

life therapist, and chaplains who attended the funeral to support the family.  We 

gave our condolences and comforted the parents and siblings.  Sometimes the 

family and healthcare providers were the only ones who knew why the child 

passed away. Overall, it did and it will take an emotional toll, absolutely.  

JONES: Was there a turning point that you saw in regards to treatment for kids? 

ALDAPE: Absolutely. The turning point was the use of protease inhibitors and a 

combination of medications now known as highly active antiretroviral treatment 

[HAART] for children and adolescents with HIV.  Some children developed 

AIDS, and their immune systems were so depleted that medicines were not as 
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effective, and they became very ill and passed away.  Also, sometimes families 

would have difficulty giving the medications, and some children and adolescents 

refused to continue taking medications.   

Unfortunately, in my business sometimes we do have to get some help 

from the state, and so we did make Children’s Protective Service phone calls.  

Some of our kids went into foster care.  Some of the aunts, some of the 

grandmothers came in to help take care of those kids, and so that’s how we were 

able to help some of the kids.  We made every effort not to do that, but at times it 

was clearly neglect, medical neglect, and we just needed to do what we needed to 

do. But the medications as a combination really did help, so we started seeing 

kids live longer and do better and not be so sick and not be in the hospital so long, 

able to go to school, able to stay in school.   

As the medications have been developed over time, they’re less toxic, 

they’re less difficult for children to metabolize, and then we’ve gone from like a 

plateful of pills that the kids had to take to like one pill a day, which is amazing.  

Back in the 1990s, when we started the Camp Hope for kids, we really did have 

pictures of small plates that kids used to eat with most of them covered with pills, 

like four of these, four of these, five of that, and that was just really, really 

difficult. 

Some of them are liquids for the patients, for the babies.  They had to be 

liquids. Then when they were like two or three, we would try to switch them over 

to pill swallowing, so then they would get away from the liquids and move on to 

something else.   

We’ve come a long way with the medications in that they’re able to block 
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infection from all angles, and then to the point we only have one pill.  Then now 

with the research that’s being done here, we’re actually moving to trying to see if 

adolescents, young 12- to 18-year-olds, if we can give them an injection of the 

medication and see if it lasts over time and if they’re as effective as the regular 

pills that you take by mouth.   

All of this progress and all these things that we saw as a team, as a person, 

as a social worker, we always have hope.  That was always in our pocket.  We 

always knew that we were going to find something later on that was a little bit 

better, but it was always really sad that it was too late for X patient, Y patient, 

who we knew if we just had this, they would probably still be here.  Even today, 

just the fact that we have the injection of medication that we’re starting to see if 

we can use in young adolescents. 

JONES: You’re doing continuing trials with these patients, your former patients?  You 

continue to see them? 

ALDAPE: Absolutely. 

JONES: And they’re doing well? 

ALDAPE: Yes, I continue to see my patients when they come to Texas Children’s 

Hospital for their clinical or natural history studies.  We also have opportunities 

for the teens and young adults to volunteer at Texas Children's Hospital and 

attend special events in our department.  Many of our patients and their mothers 

on a natural history study or treatment clinical trials.  Texas Children’s Hospital 

and Baylor College of Medicine are involved in domestic and international 

clinical trials. The International Maternal Pediatric Adolescent AIDS Clinical 

Trials Group and the Pediatric HIV/AIDS Cohort Study continue to be available 
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for children, adolescents, and pregnant women with HIV.  We are a large clinical 

trial site and the only one in Texas and surrounding states.  The Adolescent Trials 

Network and ZIKA are also actively enrolling patients in study.  These studies 

include neurodevelopment testing, dental exams, heart scans, and a series of 

laboratory tests to help learn more about how HIV affects children and 

adolescents today. 

JONES: Tell me a little bit about Camp Hope.  You mentioned that earlier.  How it got 

started, what it does. 

ALDAPE: Camp Hope started in 1994.  Mike Mizwa was the Director of Education at 

the AIDS Foundation Houston, and he met with our Immunology and Allergy 

HIV team to consider collaborating to begin a camp for kids with HIV.  The first 

year, we did not have enough children, and many of the children were too young 

for an overnight camp.  The following year, we began talking with the families 

about camp and their children were interested, so we began planning for camp.  

The first year, we went to Camp John Marc near Dallas, Texas.  I have so much 

respect for the Director at John Marc because he did not discriminate.  He did 

everything for our little campers.  There was one incident when a child was really 

sick. He picked up the child and went directly to the clinic. He never blinked an 

eye. We all felt in our heart he cared about our campers and just welcomed them 

with open arms. 

The second year, we had a family camp at The Pines, a campsite north of 

Houston. Camp H.U.G. [Hope, Understanding, and Giving] was named by the 

families.  The following year the families came to Camp for All, and they had a 

blast with their children. We felt the younger children would feel more 
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comfortable after coming to the family camp.  It was successful, and children 

seven and older were ready to attend camp alone during the summer.  For many of 

our families, this was the only time they went out of town.  The second year we 

had camp, the patients were talking to each other and were excited to attend camp.  

The campsite was in Brenham, Texas, and Camp Hope and Camp H.U.G. were 

the inaugural camps at this beautiful site in the Hill Country. The staff at camp 

was phenomenal. A nurse who retired from Texas Children’s Hospital was the 

first Director at Camp for All.  They did a great job taking care of our kids.  We 

went to camp with our medical and nursing team.  Dr. Noroski was the medical 

Director, and Terry Raburn, Valerie Nichols, Chivon McMullen Jackson, and 

Norma Cooper were part of the nursing staff.  I was the social worker, and Mary 

Tietjens was our child life specialist.  The parents brought the medicines to the 

clinic, and the nurses took them with them to camp.  We had breathing machines, 

asthma medication, and various antibiotics.  The nurses would have all the 

medications ready for the kids before they arrived to camp.  They set up a little 

medical unit next to the gathering hall and cafeteria.  Mary Tietjens, one nurse, 

volunteers, and I traveled with the children on the bus every year.  We took all the 

applications from the campers with us and whatever other supplies we needed at 

camp.  The children were served lunch, and they were so happy to travel to camp 

every year. 

Some of the kids did not have very many clothes.  There were times when 

they would show up with their shorts, a T-shirt and a towel in a plastic shopping 

bag. Knowing this, we collected funds to purchase the necessary items for the 

campers.  We had five pairs of shorts, five shirts, five socks, five pair of 
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underclothes, tennis shoes, socks in a backpack for each camper.  We all went out 

of our way to make sure the campers could attend camp and had everything they 

needed to have a great time.  This year, 2019, a total of 80 campers from Houston 

and surrounding cities and states attended Camp Hope.  

JONES: And they do the normal camp things? 

ALDAPE: They do everything. 

JONES: Canoeing?  Swimming?  Zip lining? 

ALDAPE: They did everything at camp, including take their medications every day as 

prescribed. They played basketball, baseball, and kickball.  We had cooking 

classes, and the girls loved arts and crafts.  All the campers went swimming every 

day. The camp had horseback riding, a petting zoo, and the campers fed the small 

animals.  You name it, our brave campers did it. 

Today, camp is even better than ever.  It has an actual media room where 

the kids can work on projects on the computer.  They have these new zip lines, 

and somebody told me they now have a giant swing.  It has evolved over the 

years, and many children with special healthcare needs have attended and were 

able to forget for a few days how their illness affects them daily.  The food is 

really delicious, and the cafeteria crew are super friendly and love the kids.  

Really, I give credit to the director at John Marc because he did not 

discriminate.  He just did everything.  I mean, there literally were kids would get 

sick in front of him, and he would just pick them up and take them to the clinic, 

and then he would come back and he would clean everything up, and he never 

blinked an eye. The kids knew, and they know. They knew that he really cared 

about them, and we knew.  That’s from John Marc. 
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We did the family camp at a small camp here in Houston.  Then we went 

to Camp Hope after that.  We’ve been there ever since, and the Camp Hope staff 

was just excellent too. They have a lot of students that come in for the summer, 

so a lot of them are college students that are in internships, or a lot of them are 

recreation majors, occupational therapy majors, physical therapy majors, social 

work majors, nursing.   

All of that staff is there, so the work of the counselors who are recruited 

through AIDS Foundation was to be in the cabins with them and then just make 

sure that they were safe and they got up to eat and they went to bed and they 

didn’t get lost and so forth. Once they would get to an activity, then the 

counselors that worked for the staff, the camp staff, were the ones that took care 

of everything. You were the one that delivered the children, and they would make 

sure they got their helmets and everything else to horseback ride, their harness for 

the zip ride, and all that kind of stuff.  It was really awesome.  

JONES: After Camp Hope, you have presented internationally on your research, right?  

ALDAPE: Yes. 

JONES: You’ve presented at Bangkok, I believe, was the international?  

ALDAPE: Yes. 

JONES: What were you presenting there, and what did you see as far as children there? 

ALDAPE: We had a physician, Dr. Jintanat “Jean” Ananworanich, who came to us from 

Bangkok. She came as a fellow, and she had a real interest in HIV.  She was with 

us for some time, and then she met her fiancé, and then they got married, and she 

decided to go back to Bangkok. The time that she was here, she developed a very 

close relationship with Dr. Hanson and Dr. Shearer, so Dr. Shearer really 
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mentored her to become a scientist and an administrator, a grant writer on 

principal investigation of studies.   

She went to Bangkok, to one of the major organizations that helps kids 

and families with AIDS, and did some tremendous work there.  She stayed there 

for a very long time, and then she came to the NIH, and I think now she’s going to 

move on to Boston. She invited us, Dr. Roske and me and Kim Evans, who was 

our nurse practitioner at the time, and all three of us spent a lot of time together 

often during those times.  Kim was actually the nurse practitioner that was in 

charge of Camp Hope. They were having an HIV symposium, and at the time we 

had started a Kids Council with Dr. Roske, so the Kids Council was for kids with 

HIV to kind of meet other kids with HIV here and for them to network and to 

think about themselves and their families and trying to help them feel good about 

themselves, empower them to take medication, motivate them to learn, to be good 

people, and just try to do everything we could possibly do for them.   

 [END OF AUDIO PART 2] 

ALDAPE [continuing]:  This group was initiated by adolescents living with HIV, and we 

provided the staff and location for teens to meet and share their experiences.  We 

also shared our experiences caring for children, adolescents, and pregnant women 

with HIV, the current and upcoming research studies and presented a case study.  

I presented a 16-year-old patient with perinatal HIV.  She graciously gave me 

permission to share her story.  At that time, her parents had passed and she lived 

with her maternal grandmother about 45 minutes from the Texas Medical Center.  

Since then, she has completed graduate school and works in the field of 

community health. We visited a local hospital and met children and their families 
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with HIV. It was déjà vu, the experience was so similar to what we experienced 

in the United States 10 to 12 years prior to our visit.  The children had similar 

manifestations of HIV as many of the young children I worked with at BTGH and 

TCH. It was so heartbreaking. As soon as our group entered the elevator, I 

became emotional and realized how fortunate our patients were in the United 

States. 

JONES: This was in 2001? 

ALDAPE: It was 2002. In Thailand, AZT was only available for families who could 

afford paying for the medication.  So many of the families did not have the 

resources and were unable to care for their children, so they spend weeks to 

months in the hospital. 

A Catholic priest named Father Giovani began an orphanage for children 

in Bangkok, but he had been displaced from Bangkok because they burned his 

orphanage where he was because he was taking care of kids with HIV.  The 

bishops and archbishops and so forth in Bangkok in Thailand said, “You’re going 

to continue doing your work, but we’re going to move you to this beach 

community, and it’s going to be Rayong.” 

In that community, they were kind of secluded, but they were a 

support for each other. There were a lot of little kids.  There must have been 100 

kids there. All of them had HIV.  The healthcare workers, the workers that were 

there, were awesome.  The children were happy and played with each other and 

engaged us in song and dance. It was just an unbelievable thing to see.  

JONES: Were there any other family activities here that you spearheaded? 

ALDAPE: We started Kids Council.  We had Camp Hope.  We also, at the time, for 
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social service providers, social workers, and other healthcare providers, we had 

started a group called HAPN. It was Houston AIDS Pediatric Network.  I started 

that group with a friend of mine, Domingo, from the health department.  Basically 

it was a network meeting where we came, we talked about the medications, the 

new medications, the new treatments, things that were going on.  Then just 

services that were getting started, people would present on what type of program 

they were going to start and whom they were going to service, and just to have 

also some support among the people that were actually in the field at the time, 

whether it was adults or pediatrics, adolescents.  It was time where people could 

just come and chat for about an hour once a month, and we would, whatever 

came — always kind of medically oriented, but then we had lots of discussions 

about social services and topics that we had presenters for to help people do what 

they were doing in the field. We had that for maybe about 10 years or so, and 

then it just kind of fizzled out because everybody knew what was going on, so we 

didn’t need it anymore, so we just closed that off.   

Then in the mid-1980s, when ACT UP became very active and stormed 

research meetings where all the scientists were, the pediatric analysts of AIDS 

and other scientists were, they wanted to be heard, they wanted their voice to be 

heard and understood, and they wanted to get the medications that were being 

given to adults, they wanted them to hurry up and figure how in the world we’re 

going to give them to children.  At the time, there wasn’t very much community 

involvement at all.   

The networks back then, it was pediatrics AIDS adolescent grant.  At the 

time, they started getting a few people to come on my conference calls and so 
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forth, and Dr. Shearer came to me and asked me if we could start a way for 

families to get together and talk and we could present information to them.  He 

wasn’t sure exactly what it was, but he knew we needed to move in that direction.   

I come from social work, so I knew that we do community organization, 

we do a lot of other things, and I said, “We could start a group where we could 

present the protocols that are coming, the studies, the medications.  We could talk 

about how they work and how effective they can be, and so forth, and everything 

about those medicines and the studies, and we could get input from them so that 

we could start there.” 

We invited about seven or eight, 10 families to come, and they were all the 

families that were very active, always said they wanted to meet other families and 

so forth. So we started the Community Advisory Board for the AIDS research 

here, and it was started in 1991.  It still goes on today.  It’s every month, so it’s 

basically parents and caregivers, adolescents that have an interest in HIV 

research. Some of their kids have been on research, they’re on research now, they 

may have been on research before.  They come and we review new protocols.   

The nurses, the research coordinators, Dr. Paul, everyone comes and talks 

to us about the studies, what they are and what they aren’t, inclusion and 

exclusion criteria, and it’s just a way for them to network and ask lots of questions 

about that. The Community Advisory report now is very well respected across 

the country and internationally. Every site and impact cure has to have a CAB 

[Community Advisory Board], or you don’t get funded. 

We have had an active CAB all along, and so the protocols, before the 

results go to manuscripts, they have to be presented as a lay summary to the 
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Community Advisory Board before they go for publication, so those are reviewed 

and they make some changes here and there and send those back. 

They ask us questions about different protocols.  A particular protocol was 

this protocol with injectables for medication, whether we thought the kids would 

be involved, the parents would be interested.  How many kids would be on it? 

They yea some of that stuff, and other stuff, they’re like no way.  This patch 

medication they tried to give by patch to kids, no way, because they run around 

and they go swimming and they play and they’ll never keep that on, so that never 

came to fruition in kids.  And so that’s really, really important. 

They also go to the national meetings.  PHACS and IMPAACT Cure have 

international and national meetings here where all the scientists come from all 

over the world to DC [District of Columbia].  The community advisory board 

members are also there at that time, and so all of the different working groups, 

cardiac, neurology, all the different networks that are part of the group present 

work, present ideas, results. 

The CAB members now actually have a full day of retreat, so they learn 

about studies, about consents, about confidentiality, about HIPAA [Healthcare 

Insurance Portability and Accountability Act].  They learn about everything 

related to research and studies.  They’re very respected. They’re very well heard.  

It’s not uncommon for a CAB member now to pick up the phone and call a PI 

[principal investigator] about something, go on a conference call and say 

something about what’s being discussed.  We’ve come a long way with 

community input into research in HIV. 

JONES: Do you feel like the hospitals are also giving you the support that you need? 
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ALDAPE: Yes, absolutely. Dr. Shearer made sure CAB was supported at all levels 

throughout our organization and at scientific meetings.  Our meetings are held 

here at Texas Children’s every month, once a month, for lunch.  We have lunch.  

We have travel reimbursement.  We help if they need transportation by cab.  That 

comes out of the grants that we currently receive from IMPAACT and PHACS.  

All the research nurses come to that meeting along with our physicians, our 

principal investigators, and it’s always been like that.  This is just not something 

that’s started. It’s been like that from day one, because Dr. Shearer started it, and 

this is how we developed the community involvement.   

We had representatives from agencies, Children’s Protect Services, 

Department of Human Resources, churches, community organizations, clinics.  

We had different people at different times presenting their programs to our CAB 

members so that they would know a little bit more about what all the programs 

are in the community, and also they have input into their programs also.  It’s been 

since the very beginning, since the very beginning.   

Some of our staff are research nurses.  They actually babysit the little 

babies and the little toddlers that have come sometimes to the meetings.  

Obviously they can’t leave them at home, so we just tell them to just go ahead and 

bring them on, and they’ll take them to another room and they’ll color with them, 

play with them, do whatever they really want to do, take them for a walk or 

whatever. 

We’ve always had support.  I’ve always felt like we all work as a team. 

None of us can do this by ourselves.  We all have to work together.  We all help 

recruit patients together.  Whatever the issues are that we have to overcome, we 
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do it together.  We all help each other, and we’re just all here for the same reason.  

We’ve always had 100 percent support. 

JONES: What do you think the next steps are when we talk about HIV/AIDS and young 

kids?  Do you think there are any problems that we need to be aware of going 

forward?  We seem to have come so far in pediatric AIDS, but what do you think 

the next area is that we need to focus on? 

ALDAPE: We absolutely cannot give up on education.  There is a generation now that 

has no idea what we went through back in the day.  They know that there are 

medications for this chronic illness called HIV.  They don’t realize how serious it 

is. They don’t know how many people we’ve lost, millions of people that we’ve 

lost because they died because they didn’t have medication or they were too sick.  

We have to keep up the education everywhere we go:  schools, churches, 

communities. Everywhere that we go, we have to continue giving the information 

about what is HIV and what it isn’t. 

Then also for our young adolescents, we have to help them be proud of 

themselves, take care of themselves, take care of their bodies.  Think twice. 

Consider before they go into a serious relationship with another person, because it 

can be the time that they have their first sexual encounter with their partner that 

they can acquire this infection.  We’re very concerned about the young 

adolescents and also the older adolescents in high schools.   

Many of our adolescents, as you know, they’re constantly on the 

telephone, they’re constantly checking out all sorts of apps.  They keep putting 

out apps of how to meet other people, ways to talk to other people.  They think 

that they’re never going to find out who they are.  They start these relationships 
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on the phone, and then there’s a period of time where it’s like, “Oh, let’s meet.”  

Well, “Let’s meet,” unfortunately that puts them in danger, other lives sometimes, 

but they also get into situations where they become sexually active and they can 

acquire the infection, and that’s how things are happening now.  Young 

adolescents are acquiring this infection every day.   

We have to continue getting the education out to males who have sex with 

males, every population that we see.  That is the highest population that is 

acquiring the infection right now, is young adolescents, men having sex with men, 

children who are abused, physically and sexually abused.  Those are the ones that 

we really, really need to tap into to continue to provide education and support that 

they make the right decisions as they start getting older.  The fact that the Internet, 

some of those sites can be very, very dangerous. 

It’s not going away.  That’s for sure.  HIV is still among us, and it’s still 

affecting people every day. Just the other day, we saw a 16-year-old.  Comes to 

us, has had a sexual encounter with another male, and he’s now infected.  He’s 

HIV-positive now.  This happens once, two, three times, four times a month.  It’s 

not unusual. 

We really have to work on helping families accept their children for who 

they are regardless of who they are.  The fact that everyone is different and that 

they love them no matter what and that they provide the best education and 

everything they can possibly do for them just as they would for any other child so 

the kids who may be gay, they may consider maybe thinking that they are 

experimenting with drugs, experimenting with other partners.  We really need to 

continue working with that population definitely.  They’re a vulnerable 
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population, and we just cannot let them just go.  

JONES: Do you have hope for a cure in your lifetime? 

ALDAPE: I do. I do have hope for a cure.  I know that there are a lot of scientists in this 

world that are working very hard to find a cure.  I also know that this virus is very 

tricky. It’s a very strong virus, and it changes quite a bit. You give it all the fight 

and all the ammunition that you can give it, and it can still switch, and at some 

point the medication might be ineffective, and then you have to start up with 

another medication.   

I know that there are vaccines that have been tried that haven’t worked 

quite yet. We have a lot of researchers here in our lab and at Baylor and in the 

city that are still doing massive amounts of research to try to find out more about 

the immune system and trying to find out more about HIV in developing a 

vaccine. 

I’m sure you know that there are two patients, adult patients that have 

been cured of HIV. They also had cancer.  They also had bone marrow 

transplants because of the two illnesses, and to this day, two patients, adult 

patients in the world, have not what they call rebounded, so they don’t have HIV.  

They test them periodically, and they have not found the virus again.  That gives 

me hope.   

Unfortunately, most people don’t have HIV and cancer at the same time, 

so that’s not a solution. Bone marrow is not a solution.  But the fact that they’ve 

been able to isolate it and at least have two people that they’ve been able to work 

with, and I’m sure they learned a lot from those people and other people that 

they’re currently studying that are quite healthy and yet they’re positive.   
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Then also just the entire work that’s being done, I really feel like there is 

going to be a cure one day. I don’t know when, but I really believe it will happen.  

It would be very difficult to work in this field knowing that we did not have that 

hope. All of our families have hope.  They’re remarkably healthy.   

When I see moms in the clinic that are positive, they delivered a beautiful 

baby, their babies are negative.  In Houston, it’s less than 1 percent transmission 

rate from mother to baby with medications and a specific protocol that went 

through research was done here, and the babies are negative.  Mothers are 

healthier. They can live for very, very long times.  Also, their fathers, people in 

general. But I always tell them they have to take their medication every day as 

close to the hour as possible and explain to them exactly how it works, how the 

medication works X amount of time, and then after that, it’s not working 

anymore, so you’ve got to take the medication again, and provide education to 

continue having them feel hopeful and know that there’s hope and people working 

across the world for a cure. There just is, and that’s a fact, because I see them all 

the time.  They’re in our lab. They’re at those national and international 

meetings.  I mean, these are really high-powered, famous, famous researchers.  

Dr. Fauci at the NIH, all the researchers, all the pediatric researchers, they just do 

a tremendous amount of work.  I just have to believe that they’re going to come 

up with a cure one day. 

JONES: I think that’s all I had for you, but thank you so much for sitting down with us 

and sharing your story. 

ALDAPE: You’re welcome. 

[END OF AUDIO PART 3] 
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[INTERVIEW CONCLUDED] 

* * * * * 
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