In any case, as I read chapter after chapter I began to dis-
cover a different perspective about this book. While there is
no longer a need to prove that homosexuality is not a mental
disorder or that Dr. Spitzer’s study of 2001 lacked scientific
rigor, this compendium of papers/chapters permitted the re-
view of this historical series of events together rather than
separately. This historical and comprehensive approach has
some value when seen in this context. However, for the reader
who might want to examine both sides of this issue for the
purpose of deciding who was right or who was wrong on this
topic, reading this book will serve no purpose whatsoever,
since that type of decision has no validity in the 21st century.

In terms of the book itself, it has 37 chapters, divided into
four sections. The first section lays out an introduction to the
topic of this book and the book itself. The second section fo-
cuses on the concept of “changing sexual orientation.” The
third section is comprised of a series of commentaries about
Dr. Spitzer’s controversial study of the early 2000s and his re-
sponse to them. Both sides attempt to explain how right or
wrong Dr. Spitzer’s study was. The fourth section includes
commentaries on the Spitzer study as well as an interview
with Dr. Spitzer conducted by Dr. Jack Drescher.

In summary, despite its shortcomings, this compendium of
previously published papers offers a unique opportunity to
review and understand the historical perspective of “homo-
sexuality” as perceived by the profession and society at large
during the last several decades. From this viewpoint, I
strongly recommend this book to those interested in this his-
torical perspective.

PEDRO RUIZ, M.D.
Houston, Tex.

Treating and Preventing Adolescent Mental Health
Disorders: What We Know and What We Don’t Know,
A Research Agenda for Improving the Mental Health
of Our Youth, edited by Dwight L. Evans, Edna B. Foa,
Raquel E. Gur, Herbert Hendin, Charles P O'Brien, Martin E. P
Seligman, and B. Timothy Walsh. New York, Oxford University
Press, 2005, 864 pp., $59.50.

This is a big and ambitious book. I was interested in review-
ing it to compare what it has to say with my experience as a
consultant in child and adolescent psychiatry at a federally
funded community health center, located in the middle of a
dilapidated, crime-ridden, Puerto Rican Hispanic neighbor-
hood in one of the largest cities of the wealthiest state in the
Union. Most Americans don’t even know such places exist.
The chair of the pediatric department, where I consulted, re-
marked to me one day how upset she was to have followed
children from babyhood to adolescence only to hear they
have died from a drug overdose or in a shootout. “I see some
of my kids on the street corners and know that sooner or later
they will be dead.”

While this may be the picture of the lowest end of our child
and adolescent psychiatry population, even children and ad-
olescents of middle class families with respectable insurance
coverage face insuperable difficulties in receiving psychiatric
treatment. Try to have an insurance company pay for the ap-
propriate, prolonged, outpatient treatment of a depressed ad-
olescent with a narcissistic or borderline personality disorder!
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Before opening the book, I wondered: How much of this re-
ality will find its way inside the covers?

The publication of this volume was sponsored by the An-
nenberg Public Policy Center of the University of Pennsylva-
nia through the Annenberg Foundation Trust at Sunnylands.
Each of the eight parts of this book was conceived by a sepa-
rate commission on depression and bipolar disorder; schizo-
phrenia; anxiety disorders; eating disorders; substance and
alcohol abuse; suicide prevention; positive youth develop-
ment; and summary of conclusions, recommendations, and
priorities. There are 164 pages of references, none after 2004.
The commissions had a total of 134 members; 53 were physi-
cians, mostly psychiatrists, and 65 were Ph.D.-level scholars
in psychology, psychopharmacology, epidemiology, statistics,
and various related fields. There are very big guns here—truly
outstanding people—many are luminaries in our field, but
with 7 editors it is not clear at all who were the prime shapers
of this document and its message.

So, how well did these researchers and clinicians do in re-
sponding to the subtitle of the book: “What We Know and
What We Don’'t Know—A Research Agenda for Improving the
Mental Health of Our Youth”? On the level of research, very
well. I can only applaud the conclusion that “the disorders as
presently conceived may not ‘cut nature at the joints’ ... what
is most relevant ... is not the DSM disorders themselves but
common pathways to these disorders” (p. xxxix).

Each chapter reviews the definition, epidemiology, etiology
and risk factors (personality and temperament, genetics, gen-
der, stress, trauma, interpersonal relationships), comorbidi-
ties, psychosocial and pharmacological treatment, followed
by recommendations summarized with respect to three ques-
tions: “What do we know? What do we not know? What do we
need to urgently know?” (p. xxxix).

Unfortunately, the most difficult and most urgent question,
a vital clinical question, was not asked: “What do we need to
do, urgently do?” Nevertheless, some issues on service deliv-
ery systems as well as policy changes are addressed in the
concluding chapters.

Another hard issue that was not addressed is the plight of
children and adolescents with conduct disturbances who are
in the process of developing severe personality disorders. Ado-
lescents with antisocial, narcissistic, or borderline personality
disorders, among the most difficult to treat, are not discussed.
Conduct disorders and attention-deficit/hyperactivity disor-
der, the most common childhood psychiatric disorder, are only
mentioned peripherally in conjunction with bipolar disorder.

On the level of psychosocial treatment, the discourse leaves
something to be desired. The index has 33 separate entries for
cognitive behavior therapy, six for behavior therapy, eight for
family therapy, six for interpersonal therapy, five for problem-
solving therapy, but only one for psychodynamic therapy, and
even that one only with the added qualification of “brief.”
Brief therapies, preferred by insurance companies, and symp-
tomatic improvement are emphasized, to the exclusion of
even a discussion of broader, longer-term developmental
psychosocial goals. There are no index entries for such sub-
jects as affect regulation, developmental psychology, identifi-
cation, individuation, object relations, oedipal, preoedipal,
self, or transference, issues that are paramount in the psycho-
therapeutic treatment of developing adolescents. That which
can be measured gets attention. That which cannot be mea-
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sured, the conundrum of a human relationship in the service
of psychotherapeutic purposes, at times perhaps to save the
life of a child or adolescent, is not attended to and does not
get written about. Clinical observations not made within the
framework of a randomized controlled trial are not significant
or scientific or important enough to merit attention. There is
no acknowledgment that “not everything that counts can be
counted, and not everything that can be counted counts” (1).
This is a highly idiosyncratic use of evidence-based medicine.
Ralph Horwitz, chairman of Internal Medicine, Stanford Uni-
versity School of Medicine, had this to say about this “dark
side of evidence-based medicine”:

The art of medicine will flourish where data are in-
complete and blurred, which is much of medicine. It will
flourish whenever caring doctors strive to meet the
needs of their individual patients. Care of patients is an
act, not an application of guidelines, but of interpreta-
tion of information. Physicians will be returned to grace
because of this act of interpretation. Scientific evidence
must be blended with a physician’s experience, reason-
ing and knowledge (2, p. 323).

Of course, we should continue to stay in the forefront of re-
search on adolescent mental health disorders. But in caring
for our adolescents, our fundamental problem very definitely
is not lack of knowledge; we know quite a lot about the treat-
ment of these disorders. Yet we have not been able to put our
knowledge to best use. What do we need to urgently know? We
need to acknowledge that a very disquieting and unbridge-
able moat separates the one in five youths in this country suf-
fering currently from psychiatric problems from the re-
sources necessary for their successful treatment. Our society
has made the anachronistic decisions to provide vigorous fi-
nancial support for research on neuroscience and psychiatric
illnesses, but to withhold, by default, the funds necessary for
the everyday implementation of the practical findings of
these projects for the treatment of mentally ill people, includ-
ing adolescents with developmental, emotional, and behav-
ioral problems—thus abandoning them. This is the problem
we need to acknowledge and do something about urgently. It
would be a most helpful and significant initiative for the An-
nenberg Foundation Trust at Sunnylands to convene com-
missions, similar to those whose work is summarized in this
volume, to investigate and summarize what public policy, le-
gal, and diverse other issues need to be addressed, and how to
address them urgently, and to make available the extensive
theoretical knowledge and clinical expertise we already have
for the treatment of current developmental, emotional, and
behavioral problems of all American youths.

In conclusion then, this volume well summarizes the basic
knowledge we have on the definitions, epidemiology, risk fac-
tors, comorbidities, and pharmacological treatment of de-
pression, bipolar disorder, schizophrenia, anxiety disorders,
eating disorders, substance use disorders, and suicide in ado-
lescents. For an unbiased review of psychosocial treatments
of these disorders in adolescents, the reader will have to look
elsewhere.
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50 Signs of Mental Illiness: A User-Friendly Alphabeti-
cal Guide to Psychiatric Symptoms and What You
Should Know About Them, by James Whitney Hicks, M.D.
New Haven, Conn., Yale University Press, 2005, 416 pp., $27.50.

Most self-help books about psychiatric conditions include
a presumptive diagnosis in the title and require that the pa-
tient has been diagnosed or will self-diagnose. This book
starts with signs and symptoms and explains what they add
up to and how they may be treated. The symptom is described
in second-person address, allowing the reader to try it on. For
example, under “euphoria (meaning hypomania or intoxica-
tion),” one reads, “So what if you're crossing in the middle of
the block; pedestrians have the right of way, don’t they? You
wonder why the driver is so grumpy. It’s a great day!” (p. 114).

The tone is friendly, interested, and inviting, and the schol-
arship behind it is seamless:

Obsessive compulsive disorder is a fascinating illness,
in part, because the symptoms seem so Freudian, even
though the underlying causes are neurological. You ob-
sess about dirt, sex and violence. You imagine scenarios
that represent your worst fears and strongest taboos ...
One might think that such symptoms have their origin in
childhood, when we learn to suppress our primitive
urges. But there is no evidence that childhood develop-
ment is disturbed in those who go on to suffer from OCD
later in life (p. 238).

The “50 signs” are as follows: Anger, Antisocial Behavior,
Anxiety, Appetite Disturbances, Avoidance, Body Image Prob-
lems, Compulsions, Confusion, Deceitfulness, Delusions, De-
nial, Depression, Dissociation, Euphoria, Fatigue, Fears,
Flashbacks, Grandiosity, Grief, Hallucinations, Histrionics,
Hyperactivity, Identity Confusion, Impulsiveness, Intoxica-
tion, Jealousy, Learning Difficulties, Mania, Memory Loss,
Mood Swings, Movement Problems, Nonsense, Obsessions,
Oddness, Panic, Paranoia, Physical Complaints and Pain, Psy-
chosis, Religious Preoccupations, Self-Esteem Problems, Self-
Mutilation, Sexual Performance Problems, Sexual Preoccupa-
tions, Sleep Problems, Sloppiness, Speech Difficulties, Stress,
Suicidal Thoughts, and Trauma. These rubrics cover the wa-
terfront, and it is hard to think of a major area not covered.
Shame disorders and gambling come to mind. While move-
ment disorders from typical neuroleptics are patiently ex-
plained, diabetes with the atypicals is briefly mentioned; pa-
tients could use more help in warding off the metabolic
syndrome (1). The book helpfully distinguishes what not to
worry about, for example, the section, “Some Unusual Beliefs
Are Not Delusions” (pp. 79-80) and a good index is provided.
If “you” only have one of these problems, will you want the
whole book? Perhaps few patients have only one, and there
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