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Community-based AIDS research
programs were initially federally
funded in 1989. Since then, the Terry
Beirn Community Programs for
Clinical Research-on AIDS has
mandated that research units develop
and maintain community advisory
boards to provide advice and
communicate community preferences
in AIDS research. Seventeen
community-based AIDS research units
formed community advisory boards
(CABs) based on a model developed by
the Community Consortium at San
Francisco General Hospital. Social
workers employed by these AIDS
research units surveyed 267 CAB
members to ascertain board
characteristics and members’
perceptions of program activities.
Implications for social work and future
research are discussed.
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n the burgeoning field of HIV/AIDS research, few pub-
lished articles on the history, characteristics, and func-
tions of community advisory boards (CABs) exist. In the
social work literature, no theoretical contribution or em-
pirical research study has explored the structure, imple-
mentation, and evaluation processes of CABs in AIDS clinical
trial research programs. Social workers who do not keep abreast
of AIDS research trends, including the role of CABs, miss an

‘opportunity to learn information that can help the HIV-in-

fected clients they serve.

The purpose of this article is twofold. First, it presents in-
troductory historical information on AIDS clinical trials and
CABs. Second, it discusses descriptive findings from an explor-
atory mail survey and implications for future research. We re-
viewed literature for this article from the nonmedical press
{Cohen, 1994), peer-reviewed journal articles (Allhiser, 1995;
Cox, 1994; Holmberg & Baker, 1979; Spiers, 1991), the U.S.
Department of Health and Human Services (DHHS) regula-
tions (1989), Community Programs for Clinical Research on
AIDS (CPCRA, 1992, 1996) handbooks, abstracts from the 7th
International AIDS Conference (Cox & Markowitz, 1991),and
a transcribed presentation containing the oral history of com-
munity-based AIDS research CABs (Abrams, 1995).

Despite the inattention of researchers to CABs, federal grant
contractors for AIDS research programs increasingly have re-
quired input from them. For example, since 1989 the Terry
Beirn Community Programs for Clinical Research on AIDS
(CPCRA, 1996; DHHS, 1989) network has mandated that CABs
be developed. These advisory boards were to elicit community
participation, provide advice on the design of studies, and as-
sist with recruitment and retention efforts in AIDS clinical tri-
als research. Often, social workers were the salaried staff desig-
nated to develop and facilitate CABs.

CommuniTy Apvisory Boarps: DerFiniTioN anD HisTory

Traditionally, CABs have been defined as active, duly organized,
arid representative bodies that hold regular meetings and make
decisions on behalf of their membership and whose members
serve without pay. Historically, advisory boards primarily have
advised organizations and refrained from decision making.
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Research concerning non—-HIV/AIDS research
CABs can be found in psychological publica-
tions (Rosnow, Rotheram-Borus, Ceci, Blanck,
& Koocher, 1993), in the education literature
(Dyer & Williams, 1991; Lerner, 1990; Mercurio,
1979), and in the non-HIV/AIDS medical litera-
ture {Holmberg & Baker, 1979; Mansour, 1994;
Ragland & Zinn, 1979 Rosnow et al., 1993; Winn,
1994).

Dyer and Williams {1991) related that effective
board operations are an art as well as a science,
Lerner (1990) stated that community representa-
tives, who can keep abreast of community needs,
assist with recruitment, and help maintain good
public relations, are vital members of advisory
committees. Offering a less supportive view of
CABs, Mercurio (1979) criticized them as still likely
to be “paper” councils dominated by advantaged

clientele and not representative of the community .

< at large. Hence, this article will address how CABs
connected with AIDS research programs have de-
veloped and functioned in different ways.

CAB History in AIDS Research:

THE CommuNITY ConsORTIUM EXPERIENCE
The topic of CABs has received limited attention
outside the bioethics and education literature
{Dyer & Williams, 1991; Fisher, 1987; Valdiserri,
-Tama, & Ho, 1988). Consequently, AIDS research
programs (CPCRA, 1996) have depended solely
on oral history to convey the story of their CAB
beginnings. Abrams (1995} has provided the best
oral history of community-based AIDS CABs. This
account is significant because Abrams recognized
the unique contribution of advice from HIV con-
stituents, people who are potential study partici-
pants themselves, in the design and implementa-
tion of experimental research studies. Abrams
(1995}, in his lecture “The Story of CABs” briefly
presented some background on the development
of the model:

It’san interesting story. In 1985, the mayor of San
Francisco approached the chairman of the AIDS
program at San Francisco General Hospital
{(SFGH) and said “you need to relate better to the
physicians in the community who are now car-
ing for people with AIDS.” In response, a group
of physicians caring for AIDS patients in the com-
munity was formed. This group was initially
called the. County Community Consortium
(CCC) because it was a coming together of doc-
torsat the county hospital—the AIDS center,and
the community physicians. Qur goals were in-
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formation exchange and informing community
physicians about what research we were doing.
The CCC met monthly to exchange educational
information and to talk about our studies, After
a few months the community doctors said they
could do research in their practices too.

In 1986, the Community Consortium (CC—
we dropped the word “county”) developed the
first so called “community-based clinical trial”
This trial was designed to discern if patients
shouild be given preventive treatments after their
first episode of Pneumocystis pneumonia—one
of the first trials of PCP prophylaxis since little
was known and every doctor seemed to be doing
it differently.

After visiting the CC, this interesting idea in-

trigued New Yorkers like Mathilde Krim, PhD,

President of AmFar and Joseph Sonnabend, MD,
one of the major doctors in the Village, so much
that they attempted to form a similar AIDS doc-
tors’ consortium in New York. Because it was dif-
ficult to engage many New York doctors who
cared for AIDS patients to do clinical trials, they

instead organized a new group called the Com- -

munity Research Initiative (CRI) under an orga-
nization called the PWA ( people living with
AIDS) Coalition.

The San Francisco grou p was comprised of all

doctors. The New York group was a mixed group

with a few doctors, but mainly people living with
HIV/AIDS. Historically, this was when Admiral
Watkins and his AIDS Commission were touring
the country to learn about the disease. While in
San Francisco, I explained the concept of com-

munity-based clinical trials to the Commission..

When they visited New York, the CRI putona
very well-orchestrated presentation on commu-
nity-based clinical trials and suddenly, as a result
of their public relations expertise, the CRI be-

-came nationally known. Meanwhile. the CC

(which is now 200 doctors caring for PWAs) kept
meeting.

In 1987-1988, when a growing AIDS activist

community in San Francisco advocated hard for
more community-based clinical trials, they had
become aware of the New York group and wanted
t0 have a CRI in San Francisco. By this time, the

- CC had finished an aerosolized pentamidine

study which was leading to a publication in the
New England Journal of Medicine and the FDA
had approved inhaled pentamidine as a prophy-
laxis for PCP. Activists in San Francisco, however,
wanted to participate in the research processand
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formed the Community Research Alliance (CRA),
modeled after the CRI in New York. The CRA
eventually merged with Project Inform. So, ironi-
cally, the New York CRI model which basically
developed out of the San Francisco CC model,
then flipped back to California as the Commu-
nity Research Alliance;

Because of increasing confusion as to justwho
was “community” in community-based clinical
trials, the CC established an organizational task
force which developed a policy statement and re-
defined the “Community Consortium”asa group
of licensed health care providers in good stand-
ing. Then an Executive Board, a Scientific Advi-
sory Committee, and a Community Advisory
Forum were all established in 1988 (the year be-
fore the CPCRA was started).

The first community advisory board of the CC
was comprised-of adversarial activists; however,
later other more supportive members and some
of my own patients were added. Finally, the Sdn
Francisco CAB became a formal established struc-
turein 1988.Soon not only the CC, but the ACTG
(AIDS Clinical Trial Group), CFAR (Center for
AIDS Research), and the CPCRA {Community
Programs for Clinical Research on AIDS} pro-
grams all decided to have Community Advisory
Boards. ‘

So we're sort of proud that that’s how the first
CAB, that we’re aware of, was set up. Now, the
concept of CAB is something we need to look at;
because there area limited number of people who
are willing, years later, to volunteer and dedicate
time and energy to participate on these boards.

THe NIAID Experiznce

In 1989 a community-based clinical trials network
was funded by the Division of AIDS, National In-
stitute of Allergy and Infectious Diseases, to con-
duct research on treatment for HIV disease and
its sequelae (CPCRA, 1996). Seventeen funded re-
search units were located in 13 U.S. cities where
the AIDS epidemic was most severe. Their mis-
sion was to conduct clinical trials.

Clinical trialsare scientifically and methodologi-
cally sound studies on medication interventions
that are in wide use or of potential use in primary
care settings. Community-based clinical rial pro-
grams target members of specific populations with
low rates of participation in AIDS clinical research
(CPCRA, 1996).

The purpose of the CPCRA was documented
in the Request for Proposal (DHHS, 1989). The

program was designed to expand clinical research
on HIV disease; integrate research into the primary
care of persons with HIV disease; increase accessi-
bility to clinical trials for women, ethnic minority
groups, and injecting drug users (IDUs); and con-
duct research that expands the clinical knowledge
of the day-to-day management of HIV disease and
its manifestations (DHHS, 1989).

The CPCRA initiative represented the first time
in the history of the National Institutes of Health
that a CAB was required to help design and imple-
ment research studies (CPCRA, 1996; DHHS,
1989). CABs function autonomously and appoint
one member to serve on a national advisory board
called the Community Constituency Group
(CCG). CCG members conduct their work through
monthly conference calls and national meetings.

The purpose of developing CABs and the CCG
was to strengthen community representation
within clinical trials research programs by having
people infected with and affected by HIV disease
participate in meétings planning and decision
making. The specific role of these community ad-
visory boards has been to provide advice and com-
municate community preferences in AIDS re-
search. The purpose of community advisory
boards also was stated in the federal regulations:
“Demonstration of community involvement in the
decision processes and governance of the offeror
isdesirable through relevant community memiber-
ship on governing boards, Institutional Review
Boards, or other advisory bodies to the offeror
group” (DHHS, 1989, p.6).

CAB formation occurred differently across
units. Boards like the Community Consortium
were established before their grant applications
were submitted. Most units, however, organized
boards after receiving award notification. Unit di-
rectors, called principal investigators (PIs), gener-
ally determined how their boards would form. For
CAB recruitment ideas, PIscollaborated with their
staff social workers and research nurses.

COMMUNITY ADVISORY BOARD SURVEY

After gaining experience in forming and adminis-
tering CABs, social workers at two AIDS research
units became interested in examining CAB demo-
graphics and progress (Cox & Markowitz, 1991).
As a result of-this interest, we designed a survey
questionnaire to explore CAB composition, size,
purpose, and perceived influence. This effort rep-
resented the first time board members were asked
whether they felt they were making a difference.
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Participants and Setting

Overall CAB membership consisted of 267 com-
munity AIDS activists, people with HIV, and the
clinicians who treat them. Board size ranged from
five to 28 members. Generally, meetings were held
from two to 12 times a year (Cox, 1994). Several
CABs met monthly, and such frequency appeared
to enhance group formation, communication, and
community involvement.

Research Design

We gathered information with a mail survey. A
cover letter, written by NIAID staff, was attached

to two multiple choice questionnaires and mailed .

out by a University of Minnesota statistical center®

- Survey. packets were mailed to unit staff who.dis- -

tributed and collected the questionnaires at CAB
meetings and through subsequent follow-up mail-
ings. Before the completion of the survey, both
questionnaires were pilot tested for face validity
at two CPCRA units. Members who completed the
pilot test were not included in the final survey.

Assessment Procedures: Measures

The survey determined which research units had
formed CABs and what the perceptions of their
members were. The survey also posed six open-
ended questions. An 11-item CAB Description
Questionnaire asked for information about board
philosophy, existence of mission statements, goals
and objectives, board size, demographics, and fre-
quency of group meetings. This questionnaire was
completed by the CAB staff liaison. A 20-item CAB
Members’ Questionnaire asked respondents to
describe their gender, race, and role and to share
their opinions on communication patterns, effec-
tiveness of board functioning, and modes of edu-
cation. Members described their board’s structure,
the positive and negative aspects of being a CAB
member, and the degree of perceived influence
over local and national protocol development ac-
tivities. Essentially, this questionnaire examined
members’ perceptions of their influence in con-

ducting the work of the community-based clini- -

cal trials program.

Data Analysis Procedures

We used the Nomad statistical package (U3S In-
ternational BV, 1993) to analyze data. To inspect
the data and provide descriptive information con-
cerning board member demographics, we used
univariate statistics. Finally, we used chi-square

statistics to compare the overall CPCRA popula-
tion with CAB membership.

Survey Results for Description Questionnaire

Al 17 units returned the CAB Description Ques-
tionnaire. Information was collected on meetings,
demographics, and mission statements.
Onaverage, slightly more than half (54 percent)
of each CAB’s members regularly attended meet-
ings. Attendance was limited mainly by illness and
scheduling limitations. Of 267 identified CAB
members, 103 (39 percent) were people of color.
Seventeen (6 percent) were injecting drug users.
One hundred fifteen (43 percent) CAB members
were female. Sixty-seven (25 percent) had HIV

_(Tabl_e 1). By comparison, 57 percent of CPCRA

study patients were people of color, 39 percent were
injecting drug users, 20 percent were female, and
100 percent had HIV (p < .01). More than half of
all CAB members (142 or 53 percent) were people
from AIDS service organizations (Figure 1). Sev-
eral units reported that a salaried AIDS research
staff member (usually a social worker or research
nurse) served as an ex-officio CAB facilitator rather
than a full-fledged voting member.

Twelve of 17 units reported they had mission
statements. These mission statements focused on
advising on studies, increasing representation of
targeted populations, assessing community inter-
est in HIV and related therapies, investigating al-
ternative therapies, and engaging in political ac-
tivities to increase access to clinical trials.

When CABs with mission statements were com-
pared with CABs without them, several differences
were noted (Table 2). CABs with mission state-
ments tended to have better attendance and meet
more frequently than those that did not have one.
This appears to illustrate a trend evidenced by the
subsequent findings related to meeting attendance,
survey participation, and meeting frequency:
Boards with mission statements encourage mem-
bers to be more active and organized.

Of the'195 members of CABs with a mission
statement, an average of 120 (61 percent) attended

Table 1. Characteristics of CAB Membership

Variables n %

People of color 103 39.0
Injecting drug users 17 6.0
Female 115 43.0
HIV positve 67 25.0
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Figure 1. Demographic Comparison between CPCRA Patients and CAB Members
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every meeting. In contrast, of the 72 members in-
volved with CABs that did not have a mission state-
ment, an average of 38 (53 percent) attended each
meeting. CABs with mission statements also had
higher rates of survey participation-—46 percent
of members of CABs with mission statements par-
ticipated (90 0of 195 members), whereasi4 percent
of members of CABs without a mission statement
participated (10 6f 72 members). CABs with mis-
sion statements also held more meetings annually
(eight versus seven).

Table 2;_,_C,Qm§§tison of CABs by Presence of a
Mission Statement
- Mission No Mission

. . Statement Statement
Variables . {n=12) (rn=5) Fi
No. of members 16 14 .66
Attendance rate (%) 61 . . 53 .35
No. of meetings per year 8 7 61
Survey participation (%) 46 14 .0001

Survey respondents perceived that they were re-
sponsible for communicating community prefer-
€nces concerning research; educating members
about HIV disease; recruiting women, ethnic mi-
nority groups, and injecting drug users for study
participation; and evaluating study-specific patient
education materials. Overall,board members were
minimally invoived in daily unit operations.

Survey Resuits for Members’ Questionnaire

Sixteen of the 17 research units completed the
members’ questionnaire. One hundred members’
questionnaires were returned, representing 37 per-
cent of the 17 CPCRA units’ total membership,
Respondent Characteristics. Members who re-
sponded (respondents) and members who did not
respond (nonrespondents) were similar in two ar-
eas: HIV infection (25.0 percent of respondents
compared with 24.5 percent of nonrespondents

‘had HIV, p=.93) and gender (45.0 percerit of re-

spondents compared with 41.9 percent of
nonrespondents were women, p =.62) (Table 3).
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Table 3. Comparison of the Demographic
Characteristics by Response to the CAB
Members’ Questionnaire

% %
Respondents Nonrespondents
Characteristic (n=100) {n=167) I
Women 450 42.0 .62
People of color 31.0 43.0 .05
HIV positive 25.0 25.0 .93

Responders and nonresponders differed, however,
in ethnic distribution (31.0 percent of responders
compared with 43.1 percent of nonresponders were
people of color, p = .05). :

At several AIDS research units;i-siaff members
served as advisory board members. Board mem-
bers who were salaried staff members differed from
volunteers in the perception of influence over pro-
gram activities. Sixty-five percent of salaried staff
members versus 43 percent of CAB volunteers felt
that they had an influence on the national CPCRA
{(p = .02). Of the 63 survey respondents who were
CAB volunteers, 43 (73 percent) felt they were
making a difference. CAB member influence was
reflected in such areas as the development of bi-
lingual brochures, changed decisions concerning
protocol participation, and the creation of cultur-
ally sensitive patient education materials.

Limited knowledge about clinical trials, com-
munication problems, and distrust of mainstream
medicine were identified as possible sources of
differences in perceived influence. Given these find-
ings, future efforts at empowering local commu-
nities should explore how CAB members can see
the results of their efforts.

Six open-ended questions were included in the
survey. From these questions it has been inferred
that most CABs emphasize and value education.
The most requested topics noted by respondents
were HIV disease pathogenesis, available treat-
ments, clinical trials, research design, and phar-
macology. Lecturing by principal investigators (70
percent of the CAB meetings held had PIs lecture)
and by research nurses (46 percent of the CAB
meetings had research nurses lecture) was the for-
mat most frequently used for education. In addi-
tion, 57 percent of respondents indicated that CAB
members were educated by using literature pro-
vided by staff members. The strengths of CABs,
noted in open-ended -questions, included open-
mindedness, genuineness, goal orientation, sensi-
tivity to minority and gender issues, and commit-

ment to recruiting underserved populations. Most
CAB members (85 percent) regarded each other
as peers. Only 12 percent described relationships
as hierarchical.

Additional differences among CABs were noted
in leadership areas and in refations between staff
and CAB members. Five of the 17 CABs (29 per-
cent) were led either by a social worker or by an
outreach worker. Four CABs (24 percent) were
chaired by their PI, and eight CABs (47 percent)
were chaired either by salaried staff members, such
as social workers and research nurses, or by com-
munity constituents with HIV. Regarding relations
between staff and CAB members, two-thirds of the
respondents indicated that agendas were set by
CPCRA staff, whereas one-third described CAB
members as holding this responsibility. Although
specific conclusions cannot be drawn from this
data, we infer that CAB members enjoy less power
than staff members in effecting CAB goals and
objectives.

DISCUSSION AND IMPLICATIONS
FOR SOCIAL WORK

In studying CABs, some authors have described
the need for community consultation (Cohen,
1994; Seeley, Kengeya-Kayondo, & Mulder, 1965)
or have documented the experience of a handful
of groups who consult with their local commu-
nity groups {Spiers, 1991). The present study dif-
fered because it focused on AIDS patients who
were the objects of a consultative effort rather than
on the consultants themselves.

The most notable contribution of community-

" based AIDS research CABs appears to be at the

local level, where members reported that they in-
fluenced the direction of their programs. The find-
ings of this article appear to indicate that CABs
have more than a mere paper existence. CABs are
valuable because they help design and promote
AIDS research.

Historically, social workers have long been in-
volved in coalition building, groupwork facilita-
tion, community development, program evalua-
tion, and practice (Fisher, 1987; Northen, 1988).
Specialized medical or health social workers have
served as team members in both inpatient and
outpatient health settings since the early 20th cen-
tury (Cabot, 1915; Carlton, 1980, 1984; Falck, 1990;
Poole, 1995; Rowlands & Powderly, 1991). Health
social workers are presently active in AIDS clinical
trials research settings (Cox, 1994; Cox &
Markowitz, 1991; Mansour, 1994). Participation
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in CABs is an important and new role for social
work.

Because of their training in groupwork, social
workers in administrative, consultant, and coor-
dinator roles are helping AIDS research CABs or-
ganize and work effectively. These new concepts
of AIDS clinical trial social workers and commu-
nity advisory boards require further research.

Given the survey results described in this ar-
ticleé; more focus is required on how CABs can func-
tion effectively on local and national levels. In ad-
dition, community-based AIDS research boards
require comparison to both non-HIV boards and
boards connected with other AIDS networks. We
need to know which CAB models promote the
most effective communication between constitu-
ents and researchers. Such information is valuable
to helping social workers and AIDS researchers
better recruit and retain study participants in HIV/
AIDS research.

REFERENCES

Abrams, D. 1. (1995, June). The story of CABs
[audiotape transcription]. Oral presentation given
at CPCRA Training for Community Advisory
Boards, Minneapolis.

Alihiser, J. N. {1995). Enhancing community support
for family practice residencies. Family Medicine,
27,431-434.

Cabot, R. (1915). Social service and the art of healing.
New York: Moffat, Yard.

Carlton, T. Q. (1980). Group process and group work
in health social work practice. Social Work with
Grotps, 9(2), 5-20.

Carlton, T. O. (1984). Clinical social work in health
settings. New York: Springer.

Cohen, M. B. (1994}. Overcoming obstacles to
forming empowerment groups: A consumer
advisory board for hoimeless clients. Social Work,
39, 742-749.

Community Programs for Clinical Research on AIDS
(CPCRA). (1992). Investigator’s handbook (CPCRA
Operations Center Report, Sec. 1, p. 4). Rockville,
MD: Author.

Community Programs for Clinical Research on AIDS
(CPCRAY). (1996). Community Constituency Group
and Community Advisory Board handbook
(CPCRA Operations Center Report). Rockville,
MD: Author.

Cox, L. (1994). Community advisory boards: HIV-
infected peer mentors and partners.in planning
care. Discharge Planning Up-date, 14(5), 15-20.

Cox, L., & Markowitz, M. (1991, July). Community
advisory boards (Abstracts). 7th International
AIDS Conference, Florence, Italy.

Dyer, D. A., & Williams, O. M. (1991). Developmg
effective boards, councils and commissions.

Blacksburg: Virginia Polytechnic Institute and
State University Center for Volunteer Develop-
ment, Virginia Cooperative Extension Service.

Falck, H. (1990). Observations on the scientific base
of health social work. Secial Work in Health Care,
15(1), 9-19.

Fisher, R. {1987). Community organizing in historical
perspective: A topology. In E. Cox, ]. Etlich, & |.
'I‘ropman (Eds.), Strategies of community organiz-
ing (pp. 398-404), Itasca, IL: E E. Peacock.

Holmberg, S. R., & Baker, H. K. (1979). Commumty
advisory boards: Managing the challenge for
maximum benefit. Public Telecormmunications
Review, 7(3), 3641.

Lerner, M. J. (1990)}. The effective use of advisory

committees. Career Training, 7(1), 19~22.

Mansour, E. G. {1994)}. Barriers to clinical trials: Part
111. Knowledge and attitudes of health care
providers, Cancer, 74 (Suppl.}, 2672-2675.

Mercurio, J. A. (1979, April). Community involvement
in educational decision-making: Some lessons
learned. Paper presented at the annual meeting of
the American Educational Research Association,
San Francisco. [Not available in paper.)

Northen, H. (1988). Social work with groups. New
York: Columbia University Press.

Poole, D. (1995). Health care: Direct practice. In R. L.
Edwards (Ed.-in-Chief), Encyclopedia of social
work {19th ed., Vol. 2, pp. 1156—1167), Washing-
ton, DC: NASW Press.

Ragland, S. L., & Zinn, H. K. (1979). Orientation
manual for citizen boards of federally funded
community mental health centers (Developed by
the Citizen Participation Program). Rockville,
MD: National Institute of Mental Health.

Rosnow, R. L., Rotheram-Borus, M. ], Ceci, S. J.,
Blanck, P. D, & Koocher, G. P. {1993). The
institutional review board as a mirror of scientific
and ethical standards. American Psychologist, 48,
821-826.

Rowlands, C., & Powderly, W. G. (1991). The use of
alternative therapies by HIV-positive patients
attending the St. Louis AIDS Clinical Trials Unit.
Missouri Medicine, 88, 807-810.

Seeley, J. A., Kengeya-Kayondo, J. E, & Mulder, D. W.
(1965). Community-based HIV/AIDS research—
Whither community participation? Unresolved
problems in a research programme in rural
Uganda. Social Science and Medicine, 34, 1089-1095.

Spiers, H. R. (1991). Community consultation and
AIDS clinical trials, Part 1. IRB: A Review of
Human Subjects Research, 13(3}, 7-10.

U3S International BV. (1993). NOMAD statistical

. package [computer software] (Version 6, Vols. 1 &
2). Norwalk, CT: Author.

U. 8. Department of Health and Human Services.
(1989), Community programs for clinical research
on AIDS (Request for Proposal No. 1, NIH-NIAID-
AIDSP-89-11, January 17, 1989). Washmgton, DC:
Author.

296 HEALTH & SOCIAL WORK / VOLUME 23, NUMBER 4 / NOVEMBER 1998




Valdiserri, R. O., Tama, G. M.; & Ho, M. {1988). The

role of community advisory committees in clinical
trials of anti-HIV agents. IRB: A Review of Human
Subjects Research, 10(4), 5-7.

Winn, R. J. (1994). Obstacles to the accrual of

patients to clinical trials in the community setting.
Seminal Oncology, 21(4) (Suppl. 7), 112-117.

ABOUT THE AUTHORS

Lisa E. Cox, PhD, LCSW, is a research
associate (with a joint faculty
appointment at VCU’s Division of
Infectious Diseases and School of Social
Work), Richmond AIDS Consortium,
Medical College of Virginia, Virginia
Commonwealth University, PO Box
980049, Richmond, VA 23298-0049; e-
mail: lcox@hsc.veu.edu. Jack R. Rouff,
MBA, MSW, is project coordinator,
Denver CPCRA, Denver. Kenneth H.
Svendsen, MS, is a research fellow,

Division of Biostatics, Coordinating
Centers for Biometric Research, School of
Public Health, University of Minnesota,
Minneapolis. Madelyne Markowitz,
MSW, ACSW, BCD, is risk coerdinator,
Quality Services, Clinical Resources
Improvement Group, Henry Ford
Hospital, Detroit. Donald 1. Abrams,
MD, is professor of clinical medicine,
Community Consortium, University of
California at San Francisco, and San
Francisco General Hospital. The authors
thank Dr. Thomas M. Kerkering and Dr.
David Cohn for reviewing earlier drafts of
this article. The authors also thank the
CPCRA community advisory board
members who responded to the
questionnaires and the CAB members
who continue to advise us on study
development and implementation issues.

Accepted June 11, 1998

I

COMMUNITY ADVISORY BOARDS: THEIR ROLE IN AIDS CLINICAL TRIALS . 297




