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Cancer Research Center of Hawaii

Based at the University of Hawaii’s Cancer
Research Center of Hawaii (CRCH), this
program will train doctorally prepared sci-
entists to become independent investiga-
tors. Our Cancer Control Research Train-
ing program begins in mid-2002. Training
will be lead by population researchers in the
disciplines of: Behavioral Sciences, Epide-
miology, Nutrition, and Biostatistics.

Trainees will be selected for a two-year
training program beginning Summer and
Fall 2002. Review of applications will occur
yearly. Stipends will range from $ 35,000 to
$ 70,000 annually. For additional informa-
tion and Application Form, visit: web site:
www.crch.org/postdoc; email address for
inquires: postdoc@crch.hawaii.edu.

Health Scientist Opening
National Cancer Institute

Advance your career to the next level. The
Applied Cancer Screening Research
Branch of the National Cancer Institute
(NCI) seeks an outstanding health scientist
to develop, direct and implement a national
program of behavioral and community in-
tervention research in cancer screening.

You will collaborate with experts in can-
cer control within the NCI and the National
Institutes of Health (NIH) and with other be-
havioral researchers in the external scien-
tific community. Excellent communication
and interpersonal skills are important for
work in this collaborative, challenging and
highly visible interdisciplinary setting.

Applicants must have a Ph.D. in the so-
cial, behavioral, epidemiological or public
health sciences with a focus on health be-
havior. Mid-career level faculty are encour-
aged to apply. U.S. citizenship is required.
The location is Rockville, Maryland, close
to Washington, D.C. Salary range: $78,265
to $101,742. Excellent benefits.

Send us your curriculum vitae together
with a cover letter describing your research
interests: Helen I. Meissner, PhD, ScM,
Chief, Applied Cancer Screening Research
Branch, Behavioral Research Program, Di-
vision of Cancer Control and Population
Sciences, National Cancer Institute, 6130
Executive Blvd., Suite 4102, Rockville, MD
20852, E-mail: hm36d@nih.gov, ACSRB
Homepage: http://dccps.nci.nih.gov/
ACSRB/default.html. NIH is an EOE.Post-
Doctoral Training Program

EBBM (continued from page 5)

Evidence-Based Medicine from a Clinical Perspective
Bonnie Spring, PhD, and Sherry Pagoto, PhD

The evidence base for much of behavioral medicine practice is immature. Few treat-
ment approaches currently are supported by a body of empirical research that satisfies
CONSORT criteria. And yet, clinicians must address the needs of patients who require
clinical care now. In response to those contingencies, two kinds of practice bias occur
frequently. One is the tendency to refer cases out for medical intervention (e.g., phar-
macotherapy, surgery) on the grounds that no alternative behavioral medicine treat-
ment possesses adequate evidence-based support. The other, almost opposite, bias is
the tendency to treat a diverse array of clinical problems similarly with forms of therapy
(e.g., cognitive behavioral therapy, behavioral therapy) that generally possess empiri-
cal support, even though they have not been studied for the clinical condition at hand.
The alternative approach recommended here makes constructive use of ignorance.
We urge clinicians to incorporate literature search and CONSORT review into the initial
stages of treatment planning. Research review occasionally turns up unfamiliar inter-
vention approaches that have been surprisingly well studied, but also allows identifica-
tion of clinically important treatment questions that urgently need research.

A few domains of behavioral medicine intervention are supported by a relatively ma-
ture science base. Smoking cessation treatment represents one example. Here differ-
ent challenges arise in implementing evidence-based behavioral medicine. One worry
frequently articulated by students and practitioners concerns the felt pressure to de-
liver manualized treatments “robotically” or “mechanically,” without flexibility to tailor
intervention to the client’s individuality. A related concern is that manualization sup-
ports market-driven trends towards a “dumbing down” and “minimalization” of treat-
ment, so that therapy can be administered less expensively by paraprofessionals or
delivered via computerized expert systems. These issues highlight the critical need for
collaboration between practitioners and basic scientists in continuing to grow behav-
ioral medicine’s knowledge base. Unless questions are posed about the biobehavioral
mechanisms that achieve desired clinical outcomes, practice will tend towards rote
technical delivery of procedures, uninformed by insight into the learning principles that
promote health. As has occurred in smoking cessation, research then tends to de-
volve into “tinkering phase” evaluation science that examines dose-response varia-
tions on a basic protocol, dissemination or “technologization” of procedures. A vital
evidence base will benefit by drawing upon basic science knowledge to generate new
understanding of underutilized therapeutic mechanisms. It will also benefit from being
responsive to largely unaddressed clinical questions, for example those concerning
how to treat correlated unhealthy behaviors, whether to focus treatment on primary
health outcomes, intermediate physiological outcomes, psychological processes, or
behavior change.    ◆
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Please Mark Your Calendars...

March 19-22, 2003

Bridging Boundaries in Behavioral Medicine:
Transdisciplinary, Translational, Transcultural, and Transnational

24th Annual Scientific Sessions of SBM
Salt Lake City




