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Honorable Charles W. Turnbull
Governor of the Virgin Islands
Government House
21-22 Kongens Gade
Charlotte Amalie
St. Thomas, Virgin Islands 00802
Honorable David Jones
President
25th Legislature
Capitol Building
Charlotte Amalie
St. Thomas, Virgin Islands 00802
Dear Governor Turnbull and Senator Jones:
This investigative report contains the results of our investigation of the disappearance of HIV
test specimens on St. John, Virgin Islands.
On July 23, 2003, we met with the former Commissioner and other officials from the
Department of Health (Health) to discuss missing test specimens taken by Health personnel on June
28, 2003 on St. John. Health officials had taken statements from ten individuals working in the St.
Thomas Clinic (Clinic), the office from which St. John is served. It was indicated that a report had
been made to the Virgin Islands Police Department (Police) on July 15, 2003. The incident had also
been reported to the Center for Disease Control (CDC) in Atlanta, under whose auspices the HIV
testing was funded.
Health officials requested that the Office of the Virgin Islands Inspector General (VI
Inspector General’s Office) continue the investigation. After discussion, it was agreed that the
likelihood of developing evidence sufficient to support criminal charges was unlikely. However, the
VI Inspector General’s Office would investigate the matter and provide whatever judgement it could
concerning the missing HIV specimens and the circumstances surrounding the loss.
The investigation began the following day and continued through August 7, 2003. In
conclusion, sufficient evidence to refer the matter for prosecution was not found.
The report was submitted to the former Commissioner of Health, as well as, the current
acting Commissioner. A response was received from the acting Commissioner and is included as
an Appendix to the report.

INVESTIGATION
Background and Scope
The Clinic on St. Thomas is a multipurpose facility setup to handle all public health needs
provided by the Virgin Islands Government. Most of the expenses are financed through Federal
grants. Within the HIV Section of the Clinic there is a newly created Prevention Unit that is staffed
with mostly contract personnel. Among other responsibilities, the HIV Section provides prevention
awareness programs and testing services for the prevention and detection of AIDS and other
sexually transmitted diseases.
As part of the prevention and detection services, an HIV testing program was scheduled for
June 27, 2003, National HIV Test Day, on St. Thomas and June 28, 2003 on St. John. Similar
activities were also scheduled on St. Croix by the HIV Section on that island.
Statements were taken by Health from each of the individuals who participated in the June
28, 2003 HIV testing activities on St. John, along with others who work at the Clinic. Seven of these
individuals were formally interviewed by the VI Inspector General’s Office between August 5, 2003
and August 7, 2003.
One of the individuals interviewed was uncooperative from the beginning. The individual
did not remember any information of significance regarding any activities before June 28, on June
28, or after June 28, although admitting to being present during those times when others recalled
specific details surrounding the June 28, 2003 activities.
Another individual, although attempting to give the appearance of cooperation, in fact, was
recalcitrant throughout the interview. When confronted with numerous inconsistencies in the
statements given, as well as inconsistencies with the recollection of other interviewees, the
individual became very defensive and hostile. Each of the other individuals interviewed were
willingly cooperative with the investigation.
Before discussing the activities of June 28 on St. John, some mention should be made of the
working environment within the Clinic on St. Thomas. All but one of the individuals interviewed
described a very hostile atmosphere with petty competitions and aggressive behaviors. Different
employees who disagreed with or disliked other employees would make unnecessary comments and
would refuse to help those persons they singled out. This “get-back” atmosphere was open and
notorious within the work setting. It is possible that this hostile atmosphere may be at the crux of
the missing specimens.
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Pre June 28, 2003 Activities
All of the individuals interviewed participated in the planning for the National HIV Test Day
activities on St. John. According to two of the individuals interviewed, the initial idea came from
a meeting held in May 2003.
The St. John Clinic and other usual locations previously used by Health for health services
and testing were not available on June 28, the date of the St. John testing. A St. John bar and
restaurant was finally agreed upon as the location to do the HIV testing.
Since this was an outreach project, all of the outreach workers from the St. Thomas Clinic
were expected to attend the National HIV Test Day activities on St. John. This was in addition to
their June 27 participation in the National HIV Test Day activities on St. Thomas. In addition, to the
outreach workers, other Clinic personnel volunteered to participate on St. John. One reason given
for this additional participation was the fact that all of the outreach workers were new and had never
taken part in Test Day activities. There was a question in the planning about whether or not the
Health van would be taken to St. John; however, ultimately it was taken.
June 28, 2003 Activities
On the morning of June 28, 2003, the Coordinator for HIV Prevention (Coordinator), who
is located on St. Croix, arrived by seaplane on St. Thomas. She took a taxi to Red Hook, St. Thomas
where she met two Outreach Workers, and they took the ferry to St. John and a bus to the bar and
restaurant where the testing was to be done. There they met the Nurse Practitioner (Nurse) for the
Clinic, who had volunteered to assist with the testing program.
Another Outreach Worker, who lives on St. John later arrived simultaneously with the Health
van and its Driver. They, not seeing the other four Clinic workers, set up the van to accept clients
several yards away from the bar and restaurant. The Outreach Worker later went to the bar and
restaurant and told the Coordinator the location of the van. It was decided not to move the van
because of the time it would take to breakdown and setup the van’s test area. Accordingly, there
were four Clinic workers, (the Coordinator, two Outreach Worker, and the Nurse), at the bar and
restaurant, and two Clinic workers, (an Outreach Worker and the Driver), several yards away in the
Health van.
The testing continued until after 1:00 p.m. because they were late in getting started.
Sometime around 2:00 p.m., the van area and the tables at the bar and restaurant were taken down,
unused supplies collected and the test specimens taken were put into a brown cardboard box with
a folding flaps top. Since the Nurse was staying at a resort on St. John, it was agreed that she would
take custody of the specimens in order to keep them in a controlled atmosphere over the weekend.
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Post June 28, 2003 Activities
The Nurse indicated that the box was kept in her resort room until she returned to St. Thomas
on the morning of Monday, June 30, 2003. She stated that the specimens were placed in the
Prevention Office at the Clinic at around 10:30 a.m.. The only other time the specimens were
allegedly seen again was on Wednesday, July 2, 2003. The Nurse reported seeing the specimens in
the Prevention Office, in the box that they were transported in from St. John, while searching with
the Clinic’s Doctor for an unrelated test report.
On that day, the Doctor contacted the Nurse concerning a “positive” test result that had been
received from the laboratory. Both individuals report this in their written statements to Health and
the Nurse confirmed this during our interview. The Nurse stated that they went to the Prevention
Office, where she saw the box that she had left there on Monday, June 30, 2003. She opened the box
and confirmed that the test specimens in it were the tests taken on St. John the previous Saturday.
The Doctor’s written statement says that the two of them were in the Prevention Office on
Wednesday, July 2, 2003 looking for a “positive” test report. The Doctor recalls the Nurse
identifying the box as the one she had brought from St. John with the June 28 tests. The statement
further said that the Nurse looked into the box, identified the individual tests and confirmed that they
were the June 28 tests. The Doctor does qualify the statement, however, with the caveat that she did
not inspect the box herself.
All of the other interviewees claim not to have seen the St. John specimens, although there
was a great deal of reference to discussions about sending the specimens to the laboratory for
analysis during the two weeks following the St. John testing. The Nurse recalled making several
inquiries concerning if the specimens had been transmitted. Several other interviewees remember
being contacted about getting the specimens sent; however, no one else reported seeing the
specimens, and it was not until July 15, 2003 that the formal determination was made that the
specimens were missing. This was the date that the Police was contacted and a report filed.
At the time of the events surrounding the June 28 testing, and the succeeding two weeks
ending on July 15, when the tests were declared missing, no one had a key to the Prevention Office
except the four Outreach Workers; however, none of them had keys to the Clinic’s outside doors.
The Senior Case Manager had keys to the Clinic’s outside doors, but not to the Prevention Office.
Two Clinic employees, an Outreach Worker who did not attend the St. John testing activity
and the Senior Case Manager, who also did not attend the activity, did go to the clinic on Thursday,
July 3, 2003, a local holiday, and, according to the Senior Case Manager, again on July 5, 2003, a
Saturday. According to these two individuals, they returned to the Clinic on those days to do some
paperwork. It must be noted that this Outreach Worker had been advised by the Senior Case
Manager not to attend the St. John testing activities of June 28. On the night of June 27 or the
morning of June 28, the Outreach Worker contacted the Coordinator and indicated that she could
not attend the June 28 St. John testing because she was tired from outreach activities done the night
of June 27.
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On Friday, July 11, 2003, at a training session at a St. Thomas resort, the Coordinator and
the Senior Case Manager had a public confrontation concerning the missing St. John tests. One of
the Outreach Workers was present during the confrontation. By this time, the issue of the missing
tests had become apparent to all of the Clinic employees.
The Clinic was closed since the employees were attending the training session. The
Coordinator had come from St. Croix to St. Thomas and needed to get into the Clinic to look for the
missing tests. She went to the training session and asked the Senior Case Manager to use her key
to get into the Clinic; however, she refused. According to the Outreach Worker, an argument ensued
and it was alleged that the Senior Case Manager stated that the press was going to hear about the
missing tests.
During our interview, the Senior Case Manager indicated her disapproval with the way the
HIV program was being operated. She expressed her dislike of the Coordinator and the Nurse. In
fact, one of the Outreach Workers, who attended the testing, stated that the Senior Case Manager
also discouraged her from attending the St. John testing because it was going to be a messed-up job.
In our interview, however, she denied making the statement.
Conclusions
After reviewing all of the evidence and conducting interviews of the various individuals, it
is our opinion that there is insufficient evidence to refer the matter for prosecution, nor is the
evidence sufficient to say with certainty why and how the test specimens became missing.
Virtually everyone with reasonably free access to the Clinic had the ability to remove the box
of tests. The box was of a size and weight that could be handled easily by any person. However,
because of the enclosed working area at the Clinic, it would be unlikely that one of the employees
could have removed the box from the Prevention Office during working hours without being
observed by other employees. Taking that into account, in our opinion, there are only two scenarios
that exist to allow for the claiming that the box of specimens were missing.
The first possibility could be that the Nurse left the box on St. John or somewhere in transit
to the Prevention Office. This most likely would have been an act of inadvertence. As indicated in
this report, the only time that the box was reportedly seen in the Prevention Office was on July 2,
2003, when the Nurse and the Doctor were looking for the “positive” test report. The Nurse stated
that the box and the tests were there, however, the Doctor did not visually verify this fact.
The second possibility stems from the more serious problems within the Clinic. Problems
that we will focus on in the next section of this report. As previously stated, there is a very hostile
and aggressive atmosphere between employees in the Clinic. This was confirmed by six of the seven
individuals interviewed by us. The Senior Case Manager was very clear in her dislike of the
Coordinator, the Nurse and the way in which Health was operating the HIV program. The Senior
Case Manager and one of the Outreach Workers were at the Prevention Office on July 3, 2003, a
holiday, and possibly again on July 5, 2003, a Saturday, when none of the other employees were
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present. This provided either or both the opportunity to remove the box from the Prevention Office
without anyone knowing.
We must again, stress that neither of these two scenarios could be proven based on the
evidence obtained in the investigation. Setting aside direct responsibility for the loss of the St. John
specimens, we feel that more serious institutional problems exist that provided for the situation that
occurred. These problems are discussed in the following section of this report, and must be
addressed to prevent future similar or more serious breaches of confidentiality, for example the loss
of identifiable test results.
Institutional Problems
The foundation that provided the opportunity for the events of June 28, 2003 and the
subsequent loss of the St. John test specimens was built by Health. There is an obvious lack of
control and coordination of the St. Thomas Clinic personnel. The “bad blood” was evident between
the individuals interviewed and it apparently was a long time in the making. Resentments were built
on the part of individuals to the point that this incident, or something like it, was bound to occur.
There was no management in the Clinic. The Doctor, the titular head of the operation, took
no active part in managing or directing the work or the conduct of employees at the Clinic. This may
have been a function of her job description, the authority provided her, or a general neglect on the
part of the administration of Health. For whatever reason, left to their own devices, the relationship
of the employees at the Clinic deteriorated to the point that no one respected anyone else or even the
Clinic’s mission.
The new employees, the Prevention personnel, were brought into a hostile working
environment, not of their own making, but existing for some time. No one was in charge, and no one
took responsibility for operating the Clinic. There was substantial evidence of subordinates
circumventing their designated supervisors and going directly to Health’s administration. This was
apparently condoned and even encouraged because administrative personnel had no real-time line
of communication in order to know what was going on in the day-to-day operation of the Clinic.
This lack of first-line supervision was expressed by all but one interviewee and she was not
cooperating with the investigation. The lack of direction and control was evident from the way
employees spoke about each other.
What happened with the St. John test specimens is just an example of what is likely going
on at the Clinic on a daily basis. If the management of the Clinic is not drastically improved, other
and more serious events will undoubtedly continue to occur.
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Recommendations
We recommend that the acting Commissioner of Health:
1. Evaluate the conduct and demeanor of each of the Clinic employees, in particular those
individuals associated with the loss of the St. John test specimens. Administrative or disciplinary
action should be taken as determined appropriate.
2. Establish a mission statement for each unit/division of Health consistent with the Health’s
overall mission statement.
3. Establish and publish job descriptions for each position.
4. Establish a written protocol for outreach work that clearly defines each employee’s
responsibilities and the authority the employee may assert in accomplishing the work.
5. Provide for, and insist upon, proper and effective management at the Clinic.
6. Discourage individuals from contacting management and administrative personnel outside
the formal chain of command.
7. Insist upon clear, frequent and accurate information from the line-level supervisors and
management personnel so that the administration can know of needs and conflicts in the work place,
sufficiently in advance, to properly address them before the problems become major.
8. Provide for an effective means of addressing employees’ grievances beyond the line
supervision level.
Acting Commissioner of Health’s Response
The acting Commissioner of Health in her response indicated concurrence with the
recommendations made. Although not individually addressed, the acting Commissioner stated that
“Many of the recommendations have been or are in the process of being implemented.”
Regarding, administrative or disciplinary action, the acting Commissioner indicated that
“persons deemed not best suited for the mission of the agency have been released.”
VI Inspector General’s Comments
Although the response indicated tacit concurrence with the recommendations made, no
supporting documentation to show the specific corrective actions taken were provided. We will
consider the recommendations resolved; however, we will review the operations of the Clinic at a
later date to verify the effects of the actions.
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If you or your staff require additional information, please call me at 774-6426.

Sincerely,
Steven van Beverhoudt, CFE, CGFM
VI Inspector General
Appendix:
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