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SOMATIC TREATMENTS AND THEIR EVALUATION

Drug Action in the Nervous System, by Paul M. Carvey,
Ph.D. New York, Oxford University Press, 1998, 406 pp.,
$57.50; $29.95 (paper).

Rarely do the authors of textbooks concede that the reader
may want more than just easily accessible information—
many, sadly, do not provide even that. Rarely can we say, “I
like the way the author makes that point,” or the ultimate ac-
colade, “That’s just what I would have written.” Much of
this book, however, gave me that feeling. Paul Carvey is an
able and effective teacher who enjoys his subject, and this
comes across clearly in Drug Action in the Nervous System.
He defines his standpoint in the preface, describing how
pharmacodynamics has played a central role in developing
our understanding of neurological and psychiatric disease.
His enthusiasm for this approach is apparent throughout the
text; here we see the influence of Carvey’s mentor, Harold L.
Klawans, to whom the book is dedicated.

Following some introductory chapters addressing pharma-
cokinetics and receptor mechanisms, the majority of the
book is given over to drug classes defined in terms of clinical
mechanisms, going full circle from opioid analgesics to drugs
of abuse and including anxiolytics, antipsychotics, and anti-
depressants. These chapters are well-balanced with useful
outlines of the neural bases of the target diseases plus com-
prehensive descriptions of the mechanisms, side effects, and
other important features of drug treatment.

It is almost inevitable that there will be some outdated in-
formation in any wide-ranging, single-author volume. I par-
ticularly noted the strong emphasis on the dopamine receptor
up-regulation hypothesis of tardive dyskinesia, a proposal that
positron emission tomography (PET) has shown to be incor-
rect. PET imaging has made an enormous contribution to our
understanding of the receptor mechanisms underlying both
antipsychotic action and extrapyramidal side effects, yet
Carvey does not mention this work. Nevertheless, the majority
of the book is written to a high standard, providing a useful
source of information for students of the subject at all levels,
from senior undergraduate upward.

This is one of several titles from Oxford University Press
addressing aspects of central nervous system disease and its
treatment; they include the classic text by Cooper et al., The
Biochemical Basis of Neuropharmacology (1), and Philip
Strange’s Brain Biochemistry and Brain Disorders (2). I
would recommend each of these to any psychiatrist wishing
to understand the biological background of psychiatry; they
are well written and illustrated with clear and simple dia-
grams. The same could be said of Drug Action in the Central
Nervous System, which provides a useful complement to
these other two, were it not for two deficits. First, the index
severely restricts access; I failed, for example, to find γ-ami-
nobutyric acidA (GABAA) or benzodiazepine receptors in it.
In addition, the figures are extraordinarily poor and show lit-
tle attempt at consistency of style. Neuronal pathways are il-
lustrated by barely distinguishable lines overlaid on a poorly

reproduced brain diagram or by in-your-face boxes and ar-
rows with an offensive mixture of font sizes. Every imagin-
able format for neurons and synapses is shown, varying from
cells in the style of Miro to bloated neuronal terminals suffer-
ing from an excess of gray shades. The publisher cannot ex-
cuse allowing a well-written text to be so poorly supported.
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Handbook of ECT, by Charles H. Kellner, M.D., John T.
Pritchard, M.D., Mark D. Beale, M.D., and C. Edward Cof-
fey, M.D. Washington, D.C., American Psychiatric Press,
1997, 111 pp., $22.50 (spiral-bound).

Charles Kellner and his colleagues state their intention that
this handbook serve as a “pocket reference” for the ECT
practitioner. It is, indeed, the only recent ECT publication
that can be carried into the ECT suite and easily used there.

With its publication, the handbook extends the spectrum
of literature on ECT. We now have a journal (The Journal of
ECT, edited by Dr. Kellner), an encyclopedic textbook (Elec-
troconvulsive Therapy, by Richard Abrams [1]), and a pro-
grammed text by Beyer et al. [2]). We also have a “practice
guideline” in the form of an APA Task Force Report, pub-
lished in 1990 (3) and soon to be released in a new edition.

Handbook of ECT serves as an excellent how-to guide, a
useful thing to have when learning one of psychiatry’s few
hands-on procedures. Two of the handbook’s authors, Kell-
ner and Coffey, have served as faculty for continuing medical
education courses on ECT at APA annual meetings and else-
where and are uniquely experienced in teaching basic proce-
dure and theory. The ECT procedure is presented in clear,
concise steps, from patient selection and preparation through
stimulus delivery and posttreatment monitoring. Care is
taken to distinguish among the different ECT devices cur-
rently used, and stimulus-dosing strategies and data record-
ing are explained for each model.

One drawback of the book is a tendency to present areas
of controversy in too neutral a fashion. The pros and cons of
different stimulus dosing techniques and the use of prophy-
lactic anticholinergic medications are offered with no state-
ment of a preference or guideline. However, this should lead
a thoughtful medical student or resident to retrieve the hand-
book from his or her pocket and begin an intellectual give-
and-take with the ECT attending physician in the ambiguous
clinical situations that often arise. What better way to master
one’s craft?

This handbook will complement the more extensive refer-
ences on ECT, although the authors could have provided
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more comprehensive literature reviews for researching ad-
vanced topics. Practitioners needing to treat patients with an
alternative muscle relaxant, for instance, will find only mini-
mal information on the subject and little instruction on
where to go for more. However, as a basic reference and
training manual for residents and beginning practitioners,
this handbook belongs in their pockets.
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The Powerful Placebo: From Ancient Priest to Modern Phy-
sician, by Arthur K. Shapiro and Elaine Shapiro. Baltimore,
Johns Hopkins University Press, 1997, 312 pp., $39.95.

Written by a psychiatrist and completed by his psycholo-
gist wife after he died in 1995, this book aims to demonstrate
that placebos have had a central role in medicine’s past and
present and will likely be key to its future. The case made for
these contentions by the authors is scholarly, scientific, pas-
sionate, and likely to disturb many practitioners, including
psychiatrists and psychologists.

The first several chapters are devoted to a history of the
definition, use, and attitudes toward placebos from ancient
times and cultures to our own era. The widespread use of such
remedies as viper’s skin, bezoar stone, krebiozin, laetrile,
bloodletting, and magnetism, to name but a few, as well as be-
liefs in untested theories such as homeopathy, iridology, Rolf-
ing, and reflexology, lead the authors to conclude that “until
recently, the history of medical treatment was essentially the
history of the placebo effect.” A lengthy section devoted to
Psychiatry and Other Psychotherapies reveals that mental
health practitioners have been especially slow in recognizing
and acknowledging the centrality of the placebo effect in their
practices. Using historical evidence and a reasoned critique of
the methodology of a multitude of studies in psychological
therapeutics, the authors conclude that, given current evi-
dence, psychotherapies have the characteristics of placebo
treatments, including “myriad schools, the use of one therapy
for many disorders, the use of many therapies for one disor-
der, the predominance of nonspecific effects, and the absence
of proof of specific effectiveness.” Current popular psycho-
therapies, including cognitive therapy and interpersonal ther-
apy, are not excluded from this critique.

The book next covers the rise of scientific approaches to
therapeutics with the introduction of clinical trials in the
nineteenth century. Significant refinements continued in the
early 1900s, culminating in the development of the double-
blind, placebo-controlled method, which was not widely
used until the 1970s. The struggle to introduce scientific
methodology into therapeutics, the widespread criticism and
hostility to the double-blind method, and its ultimate tri-
umph as the gold standard in evaluating new medications are
thoroughly described. The reluctance and practical problems
involved in introducing this method into areas apart from

evaluation of medications, such as surgery and psychother-
apy, are explored. Although the authors acknowledge that it
is difficult to conduct double-blind, placebo-controlled stud-
ies in these fields, they do not flinch from insisting that such
methods are essential for establishing the scientific credibility
of the therapies offered in these fields.

A chapter is devoted to the ethical concerns regarding dou-
ble-blind, placebo-controlled methods; here the authors
briefly discuss how these concerns have been raised, debated,
and resolved. A subsequent chapter delves cogently into the
many ways the double-blind, placebo-controlled method is
violated in virtually all studies. The focus of this critique is
on the lack of true blinding of patients and therapists caused
by differences in the appearance, taste, smell, and/or side ef-
fects between the active agent and placebo. The final chapter
before the summary is devoted to the authors’ studies, which
attempted to determine the factors predictive of positive and
negative placebo responses. The hope of these studies was
that such factors could be isolated, amplified, and used ther-
apeutically. The authors readily admit that work in this area,
including their own, is scant and not well developed and, to
this point in time, not very revealing of the reasons for the ef-
fectiveness of placebos.

The authors conclude by reminding the reader that our
current era does not differ in many respects from the past,
given that “megavitamins, nutrition and organic foods, stress
reduction, holistic medicine, and even the concept of behav-
ioral health may be examples of recent popular placebos.”
Their point is not that these remedies are ineffective but that
their efficacy can be established only by using the scientific
tools at our disposal, including the double-blind, placebo-
controlled trial. The adherence to this principle by medical
(including psychiatric) therapeutics has been vital to its de-
velopment in the last quarter of the twentieth century. The
future course of medicine (including psychiatry), as sug-
gested by these authors, hinges on its continued adherence to
and refinement of this principle.

BARRY LISKOW, M.D.
Kansas City, Mo.

PSYCHOANALYSIS/PSYCHOTHERAPY

Ritual and Spontaneity in the Psychoanalytic Process: A Dia-
lectical-Constructivist View, by Irwin Z. Hoffman. Hillsdale,
N.J., The Analytic Press, 1998, 344 pp., $49.95.

Reading this book immersed me in a “dialectic” of very
mixed feelings. This is a really important book, mandatory
reading for psychoanalysts, psychoanalytic psychotherapists,
and anyone interested in the current state of psychoanalysis.
Seven of the 10 chapters are reprints of earlier papers by
Hoffman, and there is an excellent introductory chapter that
should be read with care. The meat of the book, in my opin-
ion, is to be found in chapters 3, 7, and 8, titled, respectively,
“The Intimate and Ironic Authority of the Psychoanalyst’s
Presence,” “Expressive Participation and Psychoanalytic
Discipline,” and “Dialectical Thinking and Therapeutic Ac-
tion in the Psychoanalytic Process.” The book tracks Hoff-
man’s intellectual development from the earlier to the later
papers, except for chapter 2, “Death Anxiety and Adapta-
tion to Mortality in Psychoanalytic Theory,” which I first
thought was rather irrelevant to the rest of the text but does
set up a theme that resurfaces in the final chapters.
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Hoffman’s book centers around the tension in the psycho-
analyst or psychoanalytic psychotherapist (a distinction that
he does not concern himself with) between the analyst’s the-
oretical position of how to establish the “frame” of the ana-
lytic process and conduct himself or herself by following
such traditional shibboleths as the “rule of abstinence,” etc.,
and the need to recognize that regardless of the attempt to
stay firmly within the “rules,” the analyst cannot avoid spon-
taneous self-expression and make choices that reveal the
“truth” about his or her personality and value system. In this
Hoffman is undoubtedly correct, but he continues,

Is the analyst not also the one who has found a way to
feed his or her narcissism without being subjected to
very much personal risk, or, perhaps, one who fears and
craves intimacy and has found a way to have it while
still maintaining a good deal of control and distance, or
who enjoys his or her sense of power over the people (if
business is good, the many people) who want to be his
or her special or favorite one? (p. 24).

Since business is not good for psychoanalysts these days,
not many people will be exposed to this “dark malignant un-
derside of the analytic frame” (p. 224). These comments rep-
resent the end point of what begins earlier in Hoffman’s intel-
lectual development as what he calls a “limited constructivist
view” (p. 165), based on the inevitability of the analyst’s influ-
ence on the patient’s material. The papers develop through
what Hoffman calls a social-constructivist paradigm and ulti-
mately arrive at a “dialectical-constructivist” view.

Hoffman says that the analyst’s theoretical preconceptions,
personality, behavior, and interventions have an ongoing in-
fluence on the patient’s material, and often this influence is
unformulated and unrecognized by the analyst, in what Hoff-
man calls a “partially blinding emotional entanglement” (p.
xii). Hoffman considers the contemporary focus on this en-
tanglement as part of the postmodern movement, and he ex-
tends Gill’s emphasis on transference (1) to an examination of
the power of noninterpretive interactions, both analyzed and
unanalyzed, and to the analyst as “a moral influence in rela-
tion to the patient’s specific choices” (p. xxi).

This major step away from the classical view of the analyst
as essentially neutral and a reflector of the patient’s material
back to the patient encourages a greater spontaneity and ex-
perimentation with interventions by the analyst, a deviation
from customary ways of working, having “thrown away the
book” (p. xxvii). Hoffman does not advocate the latter but
tries to maintain a dialectic between “on the one hand, the
core of analytic discipline, which entails the analyst’s consis-
tent self-subordination in the interest of the patient’s long-
term well-being, and, on the other hand, the analyst’s per-
sonal subjective participation…it is important that the ana-
lyst engage with the patient in a way that is sufficiently self-
expressive and spontaneous so that a bond of mutual identi-
fication can develop between the participants” (p. xxvii).

Hoffman cleverly points out that “to follow whatever one
decides is the patient’s lead, to choose to pick up on one or
another of the patient’s more or less ambiguous communica-
tions, is also to lead the patient in a particular direction “ (p.
72), with the result that “there is no objective interpretation
and there is no affective attunement that is merely responsive
to and reflective of what the patient brings to the situation”
(p. 75). So much for classical psychoanalytic technique and
for self psychology! Furthermore, “Whatever we can become
aware of regarding the cultural, theoretical, and personal-

countertransferential contexts of our actions, some things
are always left in the dark” (p. 76).

The analyst’s influence especially matters to the patient be-
cause of what Hoffman calls “asymmetry,” the unique im-
portance of the analyst to the patient in a relationship that is
automatically designed to give the healer a central position in
the patient’s life. So, he says, suggestion and manipulation
are unavoidable, at least at a level that the analyst is unaware
of, and often in situations where choices are forced, because
the patient puts the analyst on the spot. Hoffman gives sev-
eral dramatic examples of this from his own clinical experi-
ence. In these situations, he says, “Ultimately, there is no es-
cape from the responsibility that falls to the analyst to act
with as much wisdom as possible, even while recognizing the
action’s subjective foundation” (p. 90). He even argues that
informal chatting with the patient can be an important expe-
rience for the patient “because it was spontaneous and infor-
mal and not explicitly analyzed. If you try to analyze every-
thing, even all aspects of possible enactments, you are bound
to suck the life out of the experience” (p. 91).

Hoffman is very aware of the dangers of his position, and
he hopes that the analyst’s commitment to the long-range
goals of the analytic process will allow a lot of leeway for in-
terludes of spontaneous interaction of various kinds, but he
recognizes that “there are many types of interaction that,
even if transient, would destroy or throw serious doubt on
the analyst’s credibility in working with a particular patient”
(p. 191). Herein lies the difficulty of Hoffman’s position, be-
cause, as he admits, it is often extremely difficult to walk a
line between spontaneous interaction that has a therapeutic
effect and spontaneous interaction that can represent such an
extreme narcissistic wounding to the patient that the patient
leaves the treatment. Hoffman says, “It is commonplace to
recognize the narcissistic, exhibitionistic, and exploitative
potential of overtly self-revealing behavior” (p. 195). He lists
a number of books (p. 194) that have advocated deviation
from traditional psychoanalytic practice, and there is no doubt
that such deviation is unavoidable. The problem is to keep it
in line with the ultimate goal of what is in the best self-interest
of the patient, rather than acting out of the analyst’s needs.

Hoffman’s depictions of some of his clinical experiences,
such as with the patient Diane or the patient Ken, are pro-
vided, and an examination of these experiences reveals just
how difficult it is to practice psychoanalysis in the style Hoff-
man advocates. The patient Diane makes a special request
for an early morning appointment. She is a harassed medical
student with a very busy schedule and is quite upset. Hoff-
man tells her he cannot arrange it. She comes in later in the
day to her regular appointment, angrily demanding diaz-
epam. Hoffman does not explain why he could not have sim-
ply started 45 minutes earlier than his ordinary schedule,
something I have often had to do with preoedipally damaged
patients, such as those with borderline disorder, who are up-
set and cannot be asked to wait without taking the risk of
dangerous consequences. However, as so often happens in
clinical vignettes, everything came out well in the end; the pa-
tient marries and lives happily ever after. Hoffman correctly
admits, “In that split second, which is the moment of choice
and of action, there is no way to know what is the ‘right
thing’ to do” (p. 222).

Labeling himself a “constructivist analyst” (p. 255), Hoff-
man fills this collection of papers with a great deal of repeti-
tion and abstractions of a philosophical nature, even using
the term “dialectic,” which he recognizes has appeared in
philosophy in a variety of ways (pp. 199–200). Hoffman’s
“dialectic” is not at all similar, in my opinion, to Hegel’s “di-
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alectic,” but the shadows of Hegel and Heidegger fall on this
book in a number of interesting ways. I doggedly went along,
plowing through the abstractions and technical discussions
that are replete with impressive evidence of Hoffman’s mas-
tery of the psychoanalytic literature and produce the impres-
sion that here is a rather cold and abstract individual who is
extremely intellectual, when I suddenly came on a footnote
(p. 50) describing his unexpected coronary bypass surgery in
1997, followed later in the book by a comment from an 80-
year-old patient that Hoffman was “warm and very human”
(p. 260). The presence in this book of the shadow of being-
toward-death that begins to show in chapter 2 (and is a major
theme in the work of Heidegger) now made more sense. Else-
where (2) I have discussed how this theme is central in all cre-
ative endeavors. Hoffman’s book by itself presents a kind of
unformulated dialectic between his high-powered intellectual-
ism and theoretical creativity on the one hand and his humane-
ness and sudden recognition of his own mortality on the other.

The best protection we have from letting our theoretical
conceptions give us rationalizations for the exploitation and
use of our patients as selfobjects comes from remembering
that, as Cooper (3) wrote, “Although there may be wide dis-
agreement as to what to say to patients, we may enjoy con-
siderable agreement regarding what not to say…what makes
psychoanalytic dialogue so unique is less the things that ana-
lysts say than the fact that even the most interactive of inter-
personal psychoanalysts do not say many things that one
would say in ordinary conversation” (p. 39). Readers of Hoff-
man’s book, especially students and beginning psychoanalytic
psychotherapists, should keep Cooper’s admonition in mind.
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The Widening Scope of Shame, edited by Melvin R. Lansky
and Andrew P. Morrison. Hillsdale, N.J., The Analytic Press,
1997, 456 pp., $49.95.

This is an extremely well-edited book on a subject with
which every psychiatrist, in fact every health professional,
should be intimately familiar. Shame is discussed from many
vantage points: the psychoanalytic, the affect constructs of
Silvan Tomkins, social theory, philosophy, in the context of
the family, and from a moral and religious perspective. As
with any multiauthored text, there are highs and lows with
regard to clarity, relevance, and readability. Having struggled
through the early psychoanalytic discussions, I found the ma-
terial coming alive in the chapter by Andrew P. Morrison and
Robert D. Stolorow, on page 82, with the statement, “Shame
can creep into the very core of our experience of ourselves,
and thus constitutes the essential pain, the fundamental dis-
quieting judgment that we make about ourselves as failing,
flawed, inferior to someone else, unworthy of the praise or
love of another, or falling short of a cherished ideal.”

Donald L. Nathanson provides one excellent table summa-
rizing the cognitive issues of shame, such as helplessness, ap-

pearance, sexuality, and isolation, and another dealing with
patterns of response to shame affect, namely withdrawal, at-
tacking oneself, avoidance, and attacking others. Thomas J.
Scheff and Suzanne M. Retzinger present a discussion of the
pioneering work of Helen Lewis, stressing the importance of
focusing treatment on the role of pride and shame in the pa-
tient’s life and in the therapeutic relationship.

Karen Hanson is a philosopher whose excellent chapter
looks at shame as both a positive and negative force, motiva-
tional as well as painful and immobilizing, which, “like re-
gret and remorse, can be understood…as part of the very op-
eration of the uncorrupted conscience.” Scheff’s wonderful
chapter on shame in social theory is must reading. Jack
Katz’s chapter is filled with interesting insights into the na-
ture of shame, how it differs from embarrassment, how its
cardinal emotion is fear, and how it can set the stage for
healthy humility. Sidney Levin and Suzanne M. Retzinger
present very salient points about the role of shame in marital
conflict, even to triggering suicide and violence, and Retz-
inger’s table outlining the verbal and visual markers of shame
is extremely useful for clinicians. It is Aaron Lazare’s chapter
on shame, humiliation, and stigma in medical practice that
really brings the entire book home, reminding us of the criti-
cal importance of recognizing and dealing with these issues
in our approach to all our patients.

It is ironic that the chapters I found most pertinent were,
with only three exceptions, prepared by professionals who
are not psychiatrists. What that tells us about what goes on
in everyday practice I cannot be sure, but I take it as a warn-
ing that we should all be paying a good deal more attention
to issues surrounding the shame experience, and that one of
our therapeutic goals should be to help our patients (and
ourselves) gain a resilient sense of self-esteem combined with
a healthy dose of genuine humility.

FREDERIC FLACH, M.D.
New York, N.Y.

Evolution of Psychotherapy: The Third Conference, edited
by Jeffrey K. Zeig, Ph.D. New York, Brunner/Mazel, 1996,
358 pp., $69.95.

This book consists of the proceedings of a conference
held in 1995 under the sponsorship of the Milton Erickson
Foundation. This was the third in a series of similar confer-
ences held in 1985 and 1990. Aside from being asked to
concentrate on their own development as therapists, the
participants were given no other guidance (nor does the
book contain any reference to the findings of the previous
conferences), so that what we get in this big book (26 con-
tributions with discussions) is not a coherent account of
how and why psychotherapy has evolved but a series of ar-
ticles in which some of the participants trace their own de-
velopment and most simply deal with the topic they have
chosen to discuss. It is of interest and indicative of the tone
of the conference that many of the presenters who trace
their development describe their initial immersion in psy-
choanalysis, followed by dissatisfaction and disillusion and
then by their discovery of the particular different form of
psychotherapy that they now espouse.

Given the limited space available for this review, I shall be
able only to summarize the contents of the volume along with
comments about some of the papers, followed by a discussion
of the volume as a whole, its strengths and disadvantages.
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The first section, Analytic Therapies, contains two excel-
lent articles by Otto Kernberg and Judd Marmor. Kernberg,
the only mainstream psychoanalyst contributor, presents a
balanced and scholarly review of the convergences and diver-
gences among the analytic schools. The convergences are
characterized by less conflict among the schools, greater at-
tention to the present situation, and a less “counter” view of
the relationship between therapist and patient. Kernberg also
enumerates the differences that identify these schools as sep-
arate. Judd Marmor, in his usual engaging and persuasive
fashion, describes how he tried psychoanalysis, found it
wanting, and went on to develop his own much more inter-
active, broad-based form of therapy.

The next section, Cognitive Behavioral Approaches, opens
with an authoritative account of its main tenets by Aaron
Beck, who can be considered its originator. Also in this sec-
tion I was impressed by the article by Donald Michenbaum,
in sharp contrast to the rather bellicose presentation by Al-
bert Ellis, also in this section. I noted considerable similarities
between Michenbaum and Judd Marmor. Section 3, Contem-
porary Approaches, contains accounts by William Glaser of
his reality therapy and by Alexander Lowen of his bioenerget-
ics, both of which seem to be of rather limited value.

Section 4, Ericksonian Approaches, contains a theoretical
article on hypnotherapy by Ernest Rossi and an expansion
and appreciation of Milton Erickson’s contribution by Jef-
frey Zeig. A thoughtful discussion of this article by Otto
Kernberg points out similarities and differences between this
approach and psychoanalysis. The next section, Experiential
Approaches, contains several articles, of which I found the
one by James Bugenthal thought-provoking. This is a general
discussion of the place of psychotherapy in our society and
what Bugenthal views with alarm as a fundamental schism
between those who see the human as a machine to be fixed
(DSM-IV types) and those who see humanity as possessing more
transcendent value. Psychotherapy is applicable only for these
latter. In this section, also, Mary McClure Goulding’s account of
her reaction to the death of her husband is quite moving.

Section 6, Family Therapist, is graced by the contributions
of two eminencies in the field—Jay Haley and Salvador Mi-
nuchin. Haley demolishes psychoanalysis in an almost mock-
ing fashion while imposing limited confidence in behavioral
and family therapy, and Minuchin gives a fine historical and
personal account of the development of the family therapy in
which he has been so much involved. Cloe Madanes takes the
rather unusual approach of introducing a moral dimension
into psychotherapy. In section 7, Philosophical Approaches,
Thomas Szasz uses this venue to continue his attack on psychi-
atry and medicine by affirming that psychoanalysis and psy-
chotherapy have been killed by being made into “treatments”
by psychiatrists rather than by being maintained in their
proper place as a dialogue of the soul between two people.

The last section, State of the Art, contains a valuable con-
tribution by Stella Chess in which she reviews her research
with Alexander Thomas as well as formulations about the
importance of considering temperament, the inborn differ-
ences between people, as a potent but certainly not the exclu-
sive determinant of human behavior.

With the exception of its rather inadequate and dismissive
attitude toward current psychoanalytic and psychodynamic
approaches, which are certainly more interesting and sophis-
ticated than this book could suggest, Evolution of Psycho-
therapy presents a panoramic view of the state and practice
of psychotherapy in the United States today. What can I, a
veteran psychiatrist whose career has been principally in psy-
chotherapy, say of the picture it presents? Certainly, as re-

flected by the many energetic contributions by leaders in the
field, psychotherapy is alive and flourishing. It seems to fit
the needs of many people. However, this book also raises
some significant questions. For one, although there are a few
negative comments (such as Salvador Minuchin’s glum re-
mark about the value of psychotherapy), most contributors
are quite optimistic about the results of treatment based on
their own methods, in spite of the fact that these methods are
all very different from each other, and there is practically no
effort to differentiate and specify what methods are good for
what particular condition. In fact, one does not get a very
clear idea of what brings a person into the care of a psycho-
therapist, except for a rather universal rejection of medical
criteria. Beck offers a meta-analysis of studies reporting the
results of cognitive therapy, but otherwise there is little about
results in general or outcome studies. There are a few exas-
perated comments about managed care, but no attempt to
cope with how changing economic conditions have influ-
enced psychotherapeutic practice.

Despite the above caveats, I can recommend Evolution of
Psychotherapy as a lively, comprehensive, and informative
discussion of the field of psychotherapy as it is currently of-
fered in the United States today.

PAUL CHODOFF, M.D.
Washington, D.C.

ALCOHOLISM

Alcohol and the Community: A Systems Approach to Pre-
vention, by Harold D. Holder. New York, Cambridge Uni-
versity Press, 1998, 173 pp., $64.95.

This book proposes a community systems dynamic per-
spective to provide a paradigm for understanding and ulti-
mate prevention of alcohol-related problems, such as medi-
cal complications and social consequences (divorce and job
loss, for example). The community systems model of alcohol
use and its resulting medical and social consequences con-
tains six elements or subsystems: 1) community alcohol con-
sumption that influences and in turn is influenced by 2) so-
cial, economic, and health consequences to the individual
and 3) community legal sanctions. Further influences on al-
cohol consumption are 4) social norms for drinking behav-
ior, 5) formal state and local laws controlling accessibility of
alcohol, and 6) retail alcohol sales. Relations among these
factors are often two-way, as for example between consump-
tion and social norms, a relationship that is being scrutinized
today in discussions about so-called binge drinking (defined
as five or more drinks at a single setting). In addition to these
six community factors and their interrelationships, there are
two exogenous factors that are postulated to influence con-
sumption—economic trends and changes in population.

The six subsystems and their relationships are described in
detail in chapters 2 through 7. The chief message is that, be-
cause of the mutual influence of the factors, the system has a
mechanism to make adjustments that can maintain the status
quo (explaining why some social interventions into drinking
behaviors result in little or no change) or produce a desired
change (such as lowered availability of alcohol resulting in
less liver cirrhosis). The final chapter, on alcohol problem
prevention at the community level, describes how the model
can be used to plan interventions in drinking behaviors by
helping identify effective measures to cause change in the sys-
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tem, resulting in the desired outcome on community con-
sumption. The author describes a computer-based simulation
model, Sim Com, which is general enough to apply to alco-
hol use in any community and robust enough to give specific
outcomes when provided with local community data. Exam-
ples of Sim Com’s use are given in chapter 8.

This modeling approach to alcohol consumption depends
on the validity of the model (are all essential variables and
their relationships depicted in the model?) and how reliable
and valid the measures of the model’s variables are. The lat-
ter consideration is most important, especially in models in-
volving trends where changes in definition of crime and its
reporting may give a false estimate of an outcome such as
drunk driving (e.g., lowering blood alcohol definitions of
drunk driving from 0.10 to 0.08). Other measurement prob-
lems are also formidable, such as lack of suitable data to
measure a variable, especially when measurement of a pub-
licly available variable is itself influenced by public policy
(number of drunk driving arrests, for example, which are re-
lated to police priorities).

The community approach explored in this book is enticing
because of the generalizability of its models and, to some ex-
tent, the availability of public data to support the models
(records such as arrests, tax on substances, etc.). The model
demonstrates a wide range of variables that influence alcohol
consumption and may be influenced, in turn, by consump-
tion. However, the fact remains that most of the alcohol con-
sumed is accounted for by a relatively small number of con-
sumers. This fact and the individual differences in consumers
that account for early life involvement with substances and
serious breaking of the law while under the influence (as with
antisocial alcoholics) are not considered in a community
model because of the difficulty in factoring in such variables,
which may not be available in public records (how many
drunk drivers are also antisocial personalities?). Individual
considerations of this sort are not a part of the community
model, but that should not lead us to neglect individuals and
their needs and their contribution to community statistics.

All in all, this book provides a short but well-written com-
prehensive view of drinking behavior from a community and
systems perspective. It summarizes an approach that should be
useful for social and community planners and policy makers.
It also directs the reader to a computerized version of the sys-
tem, which would permit a more quantitative approach to de-
termining the feasibility of a specific approach to intervention.

REMI J. CADORET, M.D.
Iowa City, Iowa

Fetal Alcohol Syndrome: A Guide for Families and Commu-
nities, by Ann P. Streissguth, Ph.D. Baltimore, Paul H.
Brookes, 1997, 336 pp., $22.95 (paper).

In the quarter-century since fetal alcohol syndrome was
brought to public consciousness, virtually all women of re-
productive age in the Western world have become aware of
the tie between prenatal alcohol use and birth defects—a
truly remarkable accomplishment that has been facilitated by
the mass media. Fetal Alcohol Syndrome: A Guide for Fami-
lies and Communities is worthwhile reading for those who
serve children with fetal alcohol syndrome and their families.

As a clinical geneticist starting practice in 1970, I was fas-
cinated by the story behind the evolution of fetal alcohol syn-
drome. On the basis of independent clinical reports by Lem-
oine et al. in Nantes, France, in 1968 of more than 100 growth-

deficient, behaviorally impaired children of alcoholic moth-
ers; Ulleland et al. in Seattle in 1972 of 12 failure-to-thrive
infants; Jones et al. in 1973 of eight children with a triad of
growth deficiency, characteristic face, and central nervous
system changes; and subsequent isolated cases worldwide,
the clinical spectrum of fetal alcohol syndrome was quickly
confirmed. Ann Streissguth was in the midst of all these early
seminal efforts as a psychologist.

The diagnosis of fetal alcohol syndrome was initially re-
strictive in that only classic, full-blown cases were recognized
by clinicians. Only 25% to 45% of mothers with chronic al-
coholism have children with fetal alcohol syndrome. The di-
agnosis has since been expanded to include the milder forms,
and thus the creation of terms such as “fetal alcohol effects,”
“alcohol-related birth defects,” or “alcohol-related neurode-
velopmental disorder.” This conundrum of classification has
defied resolution. Geneticists and dysmorphologists tend to
reserve the diagnosis of fetal alcohol syndrome to children of
alcoholic mothers with a recognizable physical phenotype.
However, over time, psychologists, psychiatrists, and devel-
opmental pediatricians have come to recognize a characteris-
tic behavioral phenotype. The width and breadth of the clin-
ical spectrum are understandable in view of the expected
variability imposed by teratogens, based on dose, time, dura-
tion of exposure, and genetic susceptibility. A chapter on an-
imal research studies discusses comparable anatomical fea-
tures and functional disability in man and mouse.

The author leans strongly toward bestowing a diagnosis of
fetal alcohol syndrome/fetal alcohol effects where maternal
alcohol abuse is documented in a child with partial clinical
and behavioral features. To this end, the book provides pho-
tographs and descriptions of the changing clinical features of
fetal alcohol syndrome/fetal alcohol effects from early child-
hood to adulthood. The book also tabulates the range of be-
havioral disabilities, including poor habituation in infancy,
poor cause-and-effect reasoning, and attention deficit hyper-
activity disorder in childhood; maladaptive behaviors in ad-
olescence; and poor life adaptation as adults. Anecdotal vi-
gnettes from patients and parents serve as good illustrations.

Appropriate diagnosis is critical because this is essential to
identify the child’s needs and bring to bear school and com-
munity resources and advocacy in general for the child with
fetal alcohol syndrome. This book is recommended reading
because it covers a broad range of issues that surely will be of
interest to service providers and families alike.

VIRGINIA P. JOHNSON, M.D.
Sioux Falls, S.D.

CHILD PSYCHIATRY

Clinical Child Psychiatry, edited by William M. Kylkylo,
M.D., Jerald Kay, M.D., and David Rube, M.D. Philadel-
phia, W.B. Saunders, 1998, 544 pp., $50.00.

This textbook is a concise, although not comprehensive,
textbook of child psychiatry. Its advantages over other child
psychiatry textbooks are several. One, it is a portable paper-
back—weighing probably one-fourth of what other text-
books weigh. Two, the information provided is practical.
Students, clinicians in training, and clinicians who want
some knowledge of child psychiatry can obtain a quick over-
view of a particular disorder or issue pertinent to children
(e.g., attention deficit hyperactivity disorder [ADHD] or di-
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vorce). Three, the information is presented in a user-friendly
fashion. Most of the chapters have useful tables and dia-
grams as well as interesting case presentations.

Each chapter is written by different contributors. Several
of these contributors are world-renowned experts—for ex-
ample, Barbara J. Coffey co-authored the chapter on tics and
Tourette disorder, and Bryan H. King co-authored the chap-
ter on mental retardation. In general, each chapter is well
written and the information presented is very accessible, ei-
ther in the form of case presentations, tables, or organized
around clinical questions/myths.

The editors have done an excellent job in organizing this
text. The first section, The Fundamentals of Child and Ado-
lescent Psychiatric Practice, consists of seven chapters on as-
sessment, including psychiatric, neurobiological, psychologi-
cal, and educational assessment. All of these chapters are
well written and could be useful in an introduction to child
psychiatry curriculum. The second section, Common Child
and Adolescent Psychiatric Disorders, consists of chapters on
only the most commonly encountered child and adolescent
psychiatric disorders—ADHD leads the way, followed by
disruptive behavior disorders, mood disorders, anxiety disor-
ders, substance abuse, and childhood trauma. This section
could be a good resource for pediatricians or other clinicians
who treat children and who need some basic understanding
of the common child and adolescent psychiatric disorders.
Other child and adolescent psychiatric disorders are then pre-
sented in the third section, Developmental Disorders. The
fourth section, Special Problems in Child and Adolescent Psy-
chiatry, has chapters on important issues such as foster care, di-
vorce, sleep problems, and the challenges of modern practice.

I recommend this text to interns and residents in psychia-
try and child psychiatry as well as to pediatricians and gen-
eral psychiatrists. It is not comprehensive enough for board
certification preparation. However, any clinician who works
with children and adolescents could find this textbook useful
as a quick reference.

MICHELLE KIM LEFF, M.D.
Ruxton, Md.

Child and Adolescent Psychopharmacology, by Stanley P.
Kutcher. Philadelphia, W.B. Saunders, 1997, 509 pp., $61.00.

Reading a psychopharmacology text, although illuminat-
ing, can prove to be an alienating experience. Patients seem
rapidly distilled into minimalist diagnostic labels, complex
disorders become ill-wired neural circuitry or the byproduct
of misbehaved genetic turmoil, and the task at hand can ap-
pear as no more than glorified matchmaking between mole-
cules and receptors, with constant avoidance of the story’s
ever-present bad guys: side effects and drug interactions. Pe-
diatric psychopharmacology, that budding field rapidly com-
ing of age, has been no exception to the rule. Children and
adolescents who are textured and alive rather than neuro-
chemically and comorbidly abstract—kids, in other words—
have been notoriously underdosed in the few pediatric psy-
chopharmacology textbooks that are out there. It is not the
inner-life-meets-big-science that I am advocating for here,
nor the softening and heartening of what little hard science
we have available, but, rather, for a book capable of recali-
brating the focus of our scientifically fast-paced days. A book
written from regular action at the office or the bedside,
rather than from machinations in the library or the wet lab,
or from keyboard virtuosity at MEDLINE’s feet.

Stanley Kutcher has written just such a book, one that is
refreshingly full of kids depicted through clinical vignettes
that ring true with familiarity. There are those who refuse
medication, those who can’t get enough, and those who pun-
ish their parents through their noncompliance. There are the
ones who get better, and the many who don’t; those who
magically turn around on a stimulant, and those who are
chugging along through an umpteenth medication cocktail.
There is throughout the book an understanding of the battle-
ground that the prescription of medication can become for
adolescents, and of the subtleties involved in dealing with
troubled families, with complex systems, and with the many
players involved in a child’s care. This, in brief, is a book re-
flecting a wealth of clinical experience and written with
rolled-up sleeves from well within the trenches of everyday
clinical practice.

The book’s many strengths clearly lie within the clinical
domain. In fact, a “Clinical” prefix or an “in Clinical Prac-
tice” suffix would have done justice to its title and served to
reflect more accurately its content and aims. Despite a long
introduction highlighting the scientific underpinnings of pe-
diatric psychopharmacology and the discipline’s increasingly
evidence-based foundations, the book is at times thin with
data on which to claim solid ground. The landscape is espe-
cially barren when outright downward extrapolations from
the adult literature that have not been adequately studied in
minors are debited against the book’s overall balance.

With such caveats in mind, the tone set at the outset comes
across as overly enthusiastic, making me unable to backslap
and high-five in the name of the field’s scientific good stand-
ing. For example, an early chapter on panic disorder, while
useful and concise, seems prematurely authoritative, given
the minuscule literature specifically about juveniles with this
disorder, the fact that little developmental consideration has
been given to its nosology and natural course, or that exten-
sive pharmacological recommendations are endorsed with
scant or absent empirical support. Similar limitations color
the approach suggested for treatment-resistant depression,
for the use of novel antidepressants in an array of disorders,
or for the long-term management of youngsters with schizo-
phrenia, to name a few. For readers not entirely familiar with
the field, it can prove challenging to disentangle what in the
end is but a single individual’s recommendations (even if that
individual is one as experienced as Dr. Kutcher) from what is
based on published studies in which the data are critically re-
viewed. The ambiguity is also palpable in the many footnotes
to otherwise excellent tables, which suggest that information
has been partly compiled from the author’s own clinical expe-
rience. The fact that each chapter ends with a small list of “sug-
gested readings” (a series of review papers and other books),
rather than the more formal “references,” “bibliography,” or
“literature cited,” further contributes to the difficulty in telling
excitement and experience from supporting evidence.

Dr. Kutcher’s book succeeds in accurately reflecting the
status of North American pediatric psychopharmacology. It
puts its finger on a very real pulse—one in which a paucity of
data is balanced against the legitimate wish to treat with ever
more powerful compounds, and in which psychosocial and
pharmacological interventions are not as cozy with each
other as one would hope. As such, the limitations and short-
comings of the book are in no small measure those of the
field more generally. By including 130 pages of appendixes
culling together an array of rating scales, Dr. Kutcher has
made a serious attempt (and an unspoken invitation) to bring
legitimate metrification into the practicing clinician’s regular
job description. Bearing this important effort in mind, the
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reader can view the introduction as praying for scientific val-
idation rather than preaching many such spoils.

Child and adolescent psychiatrists are faced with the daily
challenge of helping youngsters with severe, chronic, and in-
capacitating conditions that have not escaped the additional
yoke of public stigmatization. There is much that can be
hoped for realistically in the future pharmacological treat-
ment of neuropsychiatric conditions of youth, but practitio-
ners today can hardly be paralyzed in inaction while waiting
for the development of full scientific clarity. The rigors of
clinical trials methodology are especially time-consuming
and slow in gestation. Dr. Kutcher has taken a frank stab at
instrumentalizing the myriad treatment options available to-
day and in leading the way along a rational path of psycho-
pharmacological intervention with children and adolescents.
If, in Dr. William Osler’s famous words (borrowed from the
book’s first line), “medicine is a science, the practice of which
is an art,” it may be said of pediatric psychopharmacology
that it too is a science—one in its tender infancy, and whose
art has to be practiced with maturity well beyond its years.

ANDRÉS MARTIN, M.D.
New Haven, Conn.

Textbook of Pediatric Neuropsychiatry, edited by C. Edward
Coffey, M.D., and Roger A. Brumback, M.D. Washington,
D.C., American Psychiatric Press, 1998, 1,506 pp., $175.00.

The editors of this book have widened the scope of neces-
sary information in child neuropsychiatry to include anat-
omy, audiology, cell biology, communication, developmental
medicine, endocrinology, law, neurogenetics, neurology, neu-
ropathology, neuropsychology, neurosurgery, orthopedics,
pathology, pediatrics, radiology, and rehabilitation. Conse-
quently, this oversized book is encyclopedic, to be dipped
into for quiet reading or just in emergencies. No one except
a reviewer would read clear through 1,506 pages.

If a second edition is contemplated, I suggest fewer tables
and more clinical case reports. Several authors have dupli-
cated information given by others, and there is redundancy
even in individual articles. Other problems I perceived in-
cluded the following: In the chapter on epilepsy, phenobar-
bital and dilantin are given a bum rap. In the older literature
there were careful studies highly recommending these medi-
cations. Creutzfeldt-Jakob disease is said to be due to a “vi-
rus”—but does not Prusiner’s 1997 Nobel prize for discovery
of prions make them a more likely cause of this disease? In
regard to rheumatoid arthritis, should antinecrosis factor be
mentioned as a promising new treatment? Possibly the statis-
tics on juvenile diabetes are biased toward negative outcome.
In our community we see much cause for optimism in this
disorder when carefully managed.

To transmit the flavor of the book, I have abbreviated the
following gleanings:

Embryological development is a sequence of distinct processes
with considerable spatial and temporal redundancy initially.

The outgrowth of a single axon precedes the formation of
multiple dendrites and is one of the first events marking the
maturation of neuroblast to neuron. Axons must be guided
to their destinations, often at a great distance from the cell
body. As far as we know, brain neurons do not proliferate
postnatally. The glial cells responsible for myelination con-
tinue actively to proliferate and die.

The cortex of the brain finally completes its myelination
cycle at 30 years of age. (I remember when Yakovlev aston-

ished us by revealing that myelination in the brain can con-
tinue until age 70.)

Sex-specific volumetric changes, as various parts of the
brain develop, have been seen in both humans and primates.

Even the simplest task eventually involves the majority of
brain systems.

The frontal cortex is the last cortical region to undergo
maturational rise in glucose consumption, as measured by
positron emission tomography and single photon emission
computed tomography methodology. At ages 4 to 10 years,
the child’s brain uses twice as much glucose as does the
adult’s. (This must have implications for educators, dieti-
cians, and the mental health professions.)

Although genes control development, any organism is the
result of gene action plus environment. Evidence is accumu-
lating that biological and environmental events pose separate
but synergistic risks for conduct disorder/sociopathy—the
environment has less influence as adulthood progresses.

The term “extrapyramidal,” introduced by Wilson in
1912, refers to the basal ganglia and brain stem nuclei to
which they are connected. Dopamine has an excitatory effect
on these neurons. Some or all striated neurons are lost in Hun-
tington’s disease. The excitatory neurotransmitter of cortico-
striate projections is glutamate.

Interruption of the subthalamic pathway is responsible for
the violent hyperkinesia of ballismus. Remember when this
was considered a psychogenic (hysterical) disorder, possibly
remedial by psychoanalysis?

As a motor skill is learned, the basal ganglia take over the
role of automatically executing the learned strategy. When basal
ganglia are damaged, we revert to a slower, less automatic, and
less accurate cortical mechanism for motor behavior.

Two neural circuits are implicated in depression. The first,
excitatory, links the prefrontal cortex with the amygdala and
the thalamus. The second, inhibitory, links the prefrontal
cortex with the striatum, ventral pallidum, and thalamus.
When children and adolescents have incapacitating head-
aches plus depression, treatment of depression may resolve
both symptoms.

Children who are truly growth-hormone deficient have ex-
cellent final height attainments if therapy is initiated early
enough in the prepubertal period. Psychosocial dwarfism,
however, is a clinical malnutritive disorder in which growth
failure is caused by an unloving environment or chaotic fam-
ily dynamics. This can be treated by change in the situation
but not by growth hormone.

The chapter titled “Normal Behavioral Development” will
probably be referred to frequently. Special techniques of ex-
amination for the infant and young child are useful to physi-
cians sophisticated enough to use the procedures recom-
mended. (It is safer to have a psychologist nearby.) Only when
an infant or young child is extremely gifted or extremely re-
tarded can an expert predict cognitive development.

The summary tables of specific higher brain functions,
syndromes in which those functions are affected, and ana-
tomical structures involved, if authentic, could be useful to
brain surgeons.

In children, brain damage not only disrupts previously ac-
quired abilities, as in adults, but also has the potential to dis-
rupt the normal development of abilities yet to emerge on the
way to full maturity. (How important this is medicolegally!)

Neuroimaging provides unprecedented opportunity to ex-
amine in vivo brain structure and function. The choice in pe-
diatrics is magnetic resonance imaging (MRI); it lacks ioniz-
ing radiation, allowing sequential examinations, but there is
an ethical responsibility to minimize a child’s discomfort in
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the 10 minutes of this claustrophobic procedure. CT scan-
ning is preferred in acute brain injury because it visualizes
bone better than MRI, but 3 days later, MRI can show hem-
orrhage and deep white matter shearing.

Subsumed under the general term “attention” are diverse
neuropsychological processes. By the time a stimulus reaches
the level of awareness, it has been cataloged as to identity,
orientation, memory, and significance. Children with atten-
tion deficit hyperactivity disorder (ADHD) have impaired
stimulus detection and arousal. Two core features are motor
restlessness and deficits in response inhibition. The behav-
ioral and cognitive effects of stimulants on ADHD are robust
and extensive.

In 1990, Weinberg and co-workers published a controver-
sial article on what they termed “lack of vigilance.” Vigilance
is steady-state alertness, wakefulness, or tonic arousal. This
possible syndrome overlaps with ADHD and is treated the
same way, with stimulants. Weinberg and co-workers have a
chapter on “disturbances of vigilance” in this book.

In regard to substance dependence, conditioned responses
to drug use develop in relation to environmental cues such as
certain people, places, or objects. Craving ensues as emo-
tional, motivational, and anticipatory responses to potential
reinforcement. As tolerance increases with continued drug
use, reinforcing effects become difficult to obtain and absti-
nence becomes severe.

Dyslexia is a learning disability, language-based, of constitu-
tional origin, characterized by difficulties in single word de-
coding, usually reflecting insufficient phonological processing.

There are several memory subsystems, such as episodic, se-
mantic, location, habit, autobiographical, and short-term.
Normal humans are born with preprogrammed emotional
expressions universally understood: “phyletic memory.”

Autistic children are said to be lacking in “theory of mind”:
they cannot tell from words, movements, or facial expressions
what the other person is thinking or feeling. Because medical
and comorbid genetic conditions are relatively common in au-
tism, careful workup should include a family history and DNA
testing for fragile X syndrome. No pharmacological interven-
tion thus far has proven effective in autism.

New techniques have demonstrated that infants are able to
extract more information from the language of their parents
at an earlier age than previously imagined.

The chapters on blindness and deafness are outstandingly
practical. The adjustment of deaf children is as much affected
by the reactions of their parents and the community to the
handicap as by the actual deafness.

An autoimmune process associated with streptococcal in-
fections may be responsible for the majority of childhood-
onset Tourette syndrome/obsessive-compulsive disorder.

Even the Los Angeles Times is calling attention to the new
attitude for disabled children’s education—schools are bear-
ing too heavy a brunt of the expense. Mentally ill children
have won the right to in-home intensive mental health ser-
vices in some instances.

Play therapy and child psychoanalysis receive only brief
mention. The focus is on behavior therapy, didactically pre-
sented. (The difference between psychoanalysis and other
current forms of psychotherapy is that psychoanalysis is an
emotional experience.)

The last chapter, appropriately, deals with legal issues and
is practical and helpful for mental health workers.

I recommend this book as a reference source for all libraries.

ESTHER SOMERFELD-ZISKIND, M.D., M.A.
Los Angeles, Calif.

ADHD

Attention Deficit Hyperactivity Disorder in Adulthood, by
Santo J. Triolo. New York, Brunner/Mazel, 1998, 228 pp.,
$34.95.

This book is written by a psychologist and is “specifically
geared toward the practitioner.” The author does not indi-
cate which practitioner, but it is clearly not the psychiatrist.
Many issues with which the psychiatrist must wrestle when
treating the patient with ADHD are either overlooked or
made short shrift of, such as the cardiac effects of tricyclics,
the potential hepatotoxicity of pemoline, the appearance of
tics during treatment with stimulant medications, and the
nuances of dosing schedules of different medications. Triolo
wants us to be “good consumers of research” (p. 18). Unfor-
tunately, his naivete about the nitty-gritty of the psychiatric
treatment of ADHD makes it possible for him to conclude
that “some very bright patients have reached the same level
of understanding as that of many experts in the field” (p.
158). In suggesting this he trivializes the complexities of the
diagnosis and treatment of ADHD.

This book is divided into eight chapters: “Introduction,”
“Theory,” “DSM-IV Criteria: A Critique for the Diagnosis of
Adults,” “Clinical Diagnosis of ADHD,” “Case Studies,”
“Psychotherapeutic Treatment of ADHD Adults,” “Pharma-
cotherapy,” and “Future Advancements.” There is an index.
Biederman’s work is referred to only twice in passing, and his
name is misspelled. In many of the book’s discussions, one
gets the sense of having walked in on the middle of a conver-
sation; however, the confusion does not clear because the dis-
cussion itself is confused. One example is when the author
contends that “lack of symptoms during enjoyable activities
may be a way to rule out ADHD” (p. 82) and then cites, a
few pages later, an explanation for flawless achievement by
an ADHD patient on a continuous performance task: “I ac-
tually like things like this…because I know what I am sup-
posed to do and I am free not to concern myself with anything
else” (p. 100). Additionally, the author dismisses all evidence
for a neuropathological and/or neurophysiological origin of
ADHD yet insists that ADHD is a “neurobiological disorder.”

The strongest part of the book is Triolo’s critique of several
psychological tests. He concludes that there are only three
standardized ADHD inventories worthy of use with adults:
the Adult Attention Deficit Evaluation Scale, which is flawed
by reliance on DSM-IV criteria; the Brown Attention-Deficit
Disorder Scales, which are marred by insensitivity to impul-
sivity and hyperactivity (p. 91); and the author’s own Atten-
tion Deficit Scales for Adults. The author regards DSM-IV
criteria as virtually useless for diagnosing adults because
these criteria are based on children’s samples. For me, the
most helpful part of the text is the examination of continu-
ous performance tests such as the Test of Variables of Atten-
tion. He concludes, “Of all the neuropsychological instru-
ments available, only continuous performance tests have
been identified as having some diagnostic utility,” but he
adds the caveat that “extreme caution is advised” in the use
of these tests (p. 104).

There is the usual psychology propaganda against psychi-
atry: “It is extremely important to realize that ADHD does
not lend itself to the medical model, which is very mechani-
cal” (p. 209). The author is reluctant to tell patients that they
have a “brain disorder” because this may have a negative im-
pact on self-esteem, and thus he does not address the fact that
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medicine is the only intervention proven to have substantial
effectiveness in the treatment of ADHD.

The diagnosis and treatment of ADHD throughout the life
cycle lack standardization. A result is that nonpsychiatric
physicians tend to poke at the disorder, undermedicating and
operating on the outdated assumption that ADHD disap-
pears after school, on weekends, and during school holidays.
Many nonpsychiatric physicians attempt to treat ADHD
without awareness of the potential for comorbid illness and
the need for frequent and flexible follow-up appointments
that last more than 3–5 minutes. With respect to the need for
a thorough, thoughtful evaluation of ADHD patients, this
book offers insight and support; however, it unfortunately
contributes to the market-share-driven notion of the psychol-
ogist as expert in all things pertaining to ADHD, including
the evaluation of comorbid disorders and the use of medica-
tions. The psychiatrist who is looking to learn about the ac-
tual treatment of ADHD or who has had experience with the
disorder and wants help with some of its vexatious treatment
problems will find this text too simplistic.

PAUL C. HORTON, M.D.
Meriden, Conn.

SEXUALITY

Sexuality in Mid-Life, by Stephen B. Levine. New York, Plenum,
1998, 212 pp., $35.00.

What I especially like about this book is that it is written
from an unabashedly personal perspective. In a clear and con-
cise voice, the author tells us how he approaches the problems
of love, sex, intimacy, and dysfunction that he encounters in
his practice as a middle-aged clinician.

Stephen Levine has devoted his professional life to the study
of sexuality—as a clinician, researcher, and educator. In 11
chapters that he “often thought of as essays” the author ably
weaves together his own clinical experience with relevant ref-
erences to the work of others. The resulting tapestry is com-
plex and rewarding—and well worth studying. The issues dis-
cussed are among the thorniest we encounter as clinicians.

The first chapter boldly asks, “What Is the Nature of Love?”
It sets the tone for the rest of the book, raising more questions

than giving answers. Levine warns us up front that his “think-
ing about love has been informed by three forces: my practice
as a clinician, my individual life experiences in the sphere of
love, and my reading.” This reading includes philosophy and
fiction as well as scientific treatises. The subheadings include
Adult Love Is Largely an Ideal, The Beginnings of Love, Staying
in Love, Love Is Not Simply a Feeling, Love as a Road Map of
Development, and What Is the Significance of Love to Psychia-
try? Under the last heading Levine notes that “love is what pa-
tients talk about” (it gets more “air-time” than work) and that
“not understanding love may predispose mental health profes-
sionals to ethical violations,” referring to egregious boundary
violations when the emotional arousal stimulated by the inti-
macy of patient care is not handled appropriately.

The next two chapters, “Psychological Intimacy” and
“The Paradoxes of Sexual Desire,” add to the complex un-
derpinnings of sexual interaction. The discussion in these
chapters suffuses the more “traditional” chapters dealing with
the developmental tasks of mid-life, the biological changes
accompanying aging, and the side effects of serotonergic an-
tidepressant medications on sexual functioning.

The two chapters on extramarital affairs in mid-life, dis-
cussing the meaning of affairs to the participants as well as to
the therapist, enlighten, provoke, and raise many useful ques-
tions. Levine offers his thoughts on how clinically to handle
the question so typically asked in this connection, What are
we going to do?

A very useful concept that Levine has championed over the
years is what he calls “the sexual equilibrium.” It is the ever-
changing balance between sexual partners of the many com-
plex biopsychosocial variables that each partner brings to a
relationship. Sexual satisfaction depends on flexibly adjust-
ing the sexual equilibrium throughout the changes and vicis-
situdes of life. The clinical examples peppered throughout
this book offer useful illustrations of this concept.

In a very personal chapter, “On Being a Middle-Aged
Therapist,” Levine shares his own journey of maturation as
a therapist and the losses, rewards, and surprises of mid-life.

In the last chapter, “One Avenue to Spiritual Love,” Levine
returns to the topic of love. The book ends, as it started, with
a question: “What will become of our field if we continue to
be professionally disinterested in love?”

MAJ-BRITT ROSENBAUM, M.D.
Larchmont, N.Y.
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