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JACK H. MEDALIE, MD (Professor and 
Chairman, Department o f Family Medicine): This 
week’s Family Practice Grand Rounds at Case 
Western Reserve University will be a working 
conference in which Ms. Patricia Boiko-Weyrauch 
will present a family with whom she is currently 
working. This Rounds deals with the impact on the 
family of a sudden, violent death of a parent, and 
the role of the family physician in working with 
such families. We will focus on the following three 
areas:

1. “ Normal” grief reactions and how family 
physicians can help families in their grief.

2. The importance of empathy.
3. The significance of feelings in grief; recog­

nizing professional and lay attitudes toward these 
feelings and the need to express them.

This is an important problem for family physi­
cians. An estimated 30.8 married men and women
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per 100,000 population die suddenly from suicide, 
homicide, or accident each year.1 Although we do 
not know exactly what proportion of these people 
have surviving young children, we know the prob­
lem is common and is important in family practice. 
Ms. Boiko-Weyrauch, a fourth-year medical stu­
dent at Cornell, is working with us this month on 
an elective clerkship at the Family Practice Center 
of University Hospitals of Cleveland. She has 
generously agreed to share her experiences in 
working with this family in the hope that we can all 
develop more effective skills in working with fam­
ily tragedies. Ms. Boiko-Weyrauch will present 
the family, whom she met on their initial visit to 
the University Hospitals Family Practice Center. 
She will also share excerpts of the videotape re­
cording of her initial interview with the family.

We are very fortunate to have Mrs. Erna Fur­
man, a child analyst at the Cleveland Center for 
Research in Child Development and author of A 
Child’s Parent Dies.2 Mrs. Furman will consult 
with us about this particular family and will dis­
cuss the management of grief in families where a 
parent has died.

We are also honored to have with us this morn­
ing Dr. Gabriel Smilkstein, Associate Professor of 
Family Medicine at the University of Washington 
School of Medicine in Seattle, who is a visiting 
professor in our department this week.
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A YOUNG PARENT DIES

Case Presentation
MS. PATRICIA BOIKO-WEYRAUCH (Fourth- 

year medical student, Cornell University, New  
York)-. The R. family consists of Mrs. R., 28 years 
old, and her three children: Larry, a 10-year-old 
boy, Ann, a six-year-old girl, and Natalie, a 15- 
month-old girl (Figure 1). Mr. R., aged 31 years, 
died four months prior to the family’s first visit to 
the University Hospitals Family Practice Center. 
He was shot “ as an innocent bystander after at­
tempting to help someone,” according to Mrs. R. 
Since her husband’s death, Mrs. R. complained of 
loss of appetite, a five-pound weight loss, and 
trouble sleeping. She had sought help at a psychi­
atric health clinic one month after her husband’s 
death. There, she was given a two-month supply 
of Valium, Dalmane, and Tofranil, and instructed 
to return for follow-up.

Mrs. R. reported a history of a suicide attempt in 
1971 related to her husband’s becoming addicted 
to heroin, which he used to treat pain related to his 
sickle cell disease. She was hospitalized for one 
day following that attempt. She denies any subse­

quent suicidal ideation, although Mr. R.’s drug 
problem continued throughout their marriage. In 
1977, after an unsuccessful attempt at detoxifica­
tion and methadone maintenance by Mr. R., Mrs. 
R. again became depressed and sought psychiatric 
help. She was treated with psychotherapy and 
Sinequan for one month.

At the initial visit, Natalie, the 15-month-old 
daughter, had an upper respiratory tract infection. 
Mrs. R. also complained that Ann, the 6-year-old 
girl, was not eating well, and Larry, the 10-year- 
old boy, refused to discuss or openly grieve his 
father’s death.

There were no other medical complaints. Mrs. 
R. was unaware of any school difficulties for the 
two older children.

During the second visit a biomedical/psycho- 
social “ lifeline” was constructed (Figure 2). This 
helps us gain some perspective about the temporal 
relationships among various biomedical and psy­
chosocial events which have occurred to this fam­
ily. Also during this second visit, the family was 
interviewed to further determine the impact of this 
tragic death on the surviving family members.
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Video Transcript
MS. BOIKO-WEYRAUCH (to Larry): “ I hear 

that your father died recently.”
LARRY: “ Um huh.”
MS. BOIKO-WEYRAUCH: “ What happened? 

Can you tell me?”
LARRY: “ He got shot.”
MS. BOIKO-WEYRAUCH: “ He got shot. 

How did you feel about that?”
LARRY: “ Sad.”
MS. BOIKO-WEYRAUCH: “ What did you 

do?”
LARRY: “ Cried.”
MS. BOIKO-WEYRAUCH: “ Do you still feel

sad?”
LARRY: “ Yes.”
MS. BOIKO-WEYRAUCH: “ Do you miss 

him?”
LARRY: (Nods his head yes.)
MS. BOIKO-WEYRAUCH: “ What happened 

when your father died? What kinds of things did 
you think about?”

LARRY: “ Nothing.”
MRS. R.: “ Tell her how you felt when I first 

told you. Tell her what you did when I told you. 
You don’t remember?” (Larry shakes head no.) 

MS. BOIKO-WEYRAUCH: “ How did you tell
them?”

MRS. R.: “ It was real hard. Everybody tried to

get me to let them tell the kids, but I felt it was my 
job to tell them. There has been a lot of people at 
my house so they knew something was wrong. 
They have been used to their father being in and 
out of the hospital. He had sickle cell disease. He 
had just been in the hospital for hip surgery for 
three weeks in February. So, like I said, there 
were a lot of people around that day and the kids 
were catching bits and pieces of conversation so 
when I finally did decide to tell them, I asked them 
did they know that their daddy was in the hospital. 
They said, ‘Yeah,’ and asked when he was coming 
home. I told them he wasn't coming home this 
time, that he had been shot, and that he wasn’t 
ever coming home again. I don’t know if I did it 
right—like that, but at the time that was the only 
way I could—put it to them straightforward. I 
don’t know if they understood—her (Ann) being 
so young; but 1 think he (Larry) understood it 
more than she did.”

MS. BOIKO-WEYRAUCH: “ Did you under­
stand that?”

LARRY: (Nods yes.)
MS. BOIKO-WEYRAUCH: “What did that 

mean to you?”
LARRY: (Shrugs his shoulders.)
MRS. R.: “ Come on now, talk. What did that 

mean when I told you he’d been shot and killed 
and wasn’t ever coming home again?”
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LARRY: “ That he died.”
MS. BOIKO-WEYRAUCH: “ What does that 

mean when a person dies?”
LARRY: “ That he doesn’t come back.”
MS. BOIKO-WEYRAUCH: “ What happens to 

him?”
LARRY: “ He’s buried.”
MS. BOIKO-WEYRAUCH: “ Did you go to the 

funeral?”
MRS. R.: “ They both went. I had a hard time 

with her because she didn’t want to view the body. 
I tried to talk her into it, and told her that would be 
the last time she’d see her daddy. She said no, she 
didn’t want to see him. I didn't make her go.” 

MS. BOIKO-WEYRAUCH: “ It sounds like 
everything is out in the open and you told them 
straight—right from the beginning. (Ann) How did 
you feel when your mother told you that he died? 
Were you sad?”

ANN: (Nods yes.)
MS. BOIKO-WEYRAUCH: “ What were you 

angry about?”
ANN: “ I don’t know.”
MRS. R.: “ Are we going to have an ‘I don’t 

know’ session? Come on, let’s talk. This is one 
thing that you really do need to do because you 
haven’t . . .  he hasn’t talked about it since it hap­
pened. I haven’t talked to him about it, about how 
he feels about it.”

LARRY: (Begins to cry silently.)
MRS. R.: “ If you want to cry, go ahead and 

cry. You haven’t cried since it happened and I 
think this would be a good time for you to talk 
about it and let the doctor know how you really 
feel about it. (She moves Larry closer to her and 
puts her arm around him.) I understand how they 
do miss him, but they just don’t talk about it; it's 
hard for them.”

MS. BOIKO-WEYRAUCH: “ It’s a hard thing 
to talk about. Sometimes if they know you’re feel­
ing sad they may not want to come and talk to you 
about it. Is that how you feel, Larry: that you 
don’t want to make your mother feel sad by talking 
to her about it?”

LARRY: “ Yes.”
MS. BOIKO-WEYRAUCH: “ How about you, 

Mrs. R. What was your husband like? Do you 
have some happy memories?”

MRS. R.: “ Some good, some bad. I guess it’s 
like that in every marriage. Some good times, 
some bad times. I try to focus on the good times

mainly. He was a good husband, a good father. It’s 
been hard. I feel like crying sometimes.”

MS. BOIKO-WEYRAUCH: “ Do you have 
someone to talk to?”

MRS. R.: “ A counselor. It’s good to have 
someone to talk to and get it all out, cry and all. I 
try not to do that around the kids. My mother-in- 
law told me that even if 1 do feel like crying not to 
do it in front of the kids, to go to the bathroom or 
something like that. But, it’s hard.”

MS. BOIKO-WEYRAUCH: “ It’s important to 
have someone to talk to, just like it’s important for 
the kids to have someone to talk to. Since the 
three of you feel the same way, sad and like crying 
sometimes, maybe you can talk about it at home if 
it makes you feel better. It may make you feel 
better to know that you can come and talk to your 
mother because she feels the same way as you 
do.”

Discussion
MS. BOIKO-WEYRAUCH: At the visit follow­

ing the videotaping, Mrs. R. complained that her 
10-year-old son, Larry, still had not verbalized his 
feelings or approached his mother with sadness or 
remembrances. The week prior had been Mrs. 
R .’s “ wedding anniversary” and the children had 
accompanied their mother and paternal aunts to 
the cemetary. Larry had refused to visit the 
gravesite, to show any emotion, or to explain his 
behavior. Mrs. R. continues to take Valium, 2 mg 
as needed, approximately twice a week, but no 
longer takes the sedative or antidepressant.

MRS. ERNA FURMAN (Child Analyst, Cleve­
land Center for Research in Child Development, 
and Assistant Clinical Professor, Department of 
Psychiatry, Case Western Reserve University 
School o f Medicine): I must begin this discussion 
by applauding Ms. Boiko-Weyrauch for taking on 
such an emotionally difficult case and dealing with 
the family with sensitivity. I agree that the father’s 
tragic death had potentially adverse effects on the 
family’s health. I believe this is an important area 
of work for family physicians. We can learn a great 
deal from this presentation. I hope my comments 
will be taken in the constructive spirit in which 
they are meant.
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There are three things necessary to facilitate the 
mourning process:
1. All fundamental needs of the patient or family 
must be met; ie, food, shelter, support.
2. The family must understand the events of the 
death.
3. The family needs assistance in tolerating and 
mastering the feelings associated with these 
events.

In this case, the presenter was concerned about 
facilitating the second and third of the above con­
ditions. The first condition was already satisfied. 
Mrs. R. was having difficulty sleeping and eating 
and had just lost her main support, Mr. R. This is 
not pathological. On the contrary, it is only normal 
that a woman used to sleeping with her husband 
should have difficulty sleeping without him. Using 
the same reasoning, the family might have a de­
creased appetite if they have been accustomed to 
the father being at meals and he is no longer there.

Another concern was the mother’s history of 
depression and attempted suicide. Mrs. R.’s sui­
cide attempt was eight years ago when she was a 
very young adult. The fact that she was able to 
seek and obtain help for her depression showed 
both her personal strength and her ability to rec­
ognize when she needs assistance. (Mrs. R. was 
informed of the 24-hour telephone service at the 
family practice center which would allow her the 
availability of a physician at any time.)

I believe Mrs. R. is showing an appropriate grief 
reaction. However, she is likely to be receiving the 
message from health care professionals that her 
reaction and feelings were inappropriate.

Since the patient had come to ask for a therapist 
to talk to because this form of therapy had helped 
her before, the prescribing of Valium, Dalmane, 
and Tofranil, by the initial physician, may have 
given the patient the feeling that her grief reactions 
Were to be suppressed. Such medications may 
interfere with the normal mourning process.

I would also like to comment on interviewing 
technique in working with bereaved family mem­
bers. As we saw on the videotape, the interview 
began with, “ I hear your father died recently . . . 
what happened? Can you tell me?” A more empa- 
thetic approach should be taken with a bereaved 
family. Phrases such as “ I’m so sorry to hear that 
your father has died, perhaps you'd like to share 
some of your feelings about this,” might be more 
helpful. Most of the conversation should be with

Chi', r ° thf r’ esPeciaby at the initial interview
S  ° " T 1" ™  “ probinE apProacl> from 'stranger such as the physician.

One of the major issues of the discussion was 
he idea that at this initial interview the family did 

m>t necessarily need to spell out their feelings.
eelings are to be ‘endured' and ‘had’; they are 

not to be gotten out and gotten rid of like some 
poison Ms. Boiko-Weyrauch’s comments implied 
that she felt that these feelings needed to be ex­
pressed to assure that there was no pathology. In 
encouraging the children to express their feelings, 
she is in effect telling them that their feelings are 
bad. The magnitude and profound nature of the 
feelings regarding this tragic event should be as­
sumed by the physician. In this way, the physician 
can empathize and share these feelings, and can 
help the family use verbalization of feelings as a 
tool for tolerating and mastering them, instead of 
regarding words as a way to “ventilate” or “ ex­
trude” feelings like a noxious substance.

The role of the physician is to help confirm, for 
the individual and family members, the normal na­
ture of the grief process and to be available to the 
patient, yet allow him freedom to deal with these 
feelings in the way most personally appropriate.

It is the surviving parent who is most important 
in determining the outcome of the mourning proc­
ess for children. This parent must be able to com­
municate his/her own feelings to the children as 
well as to listen to the child’s unhappiness. In this 
family, Mrs. R. was having difficulty expressing 
her sadness to them and required intervention to 
help her do so.

The child most at risk to suffer if the mother has 
difficulty with the mourning process in this family 
is the 15-month-old daughter, because her pro­
gressive development depends most closely on the 
mother’s emotional availability and capability to 
enjoy the child. (As noted in the lifeline, the child 
developed strep throat less than one month after 
the death of her father and was presently being 
treated for an upper respiratory tract infection.) It 
is important that the family physician find out if 
the child is progressing in motility, speech, and 
happy affect. The physician should determine if 
the child has completed the developmental tasks 
that she began to accomplish before the death and 
if there has been continued development after­
wards.

DAVID D. SCHMIDT, MD (Director, Depart-
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merit o f  Family Medicine, University Hospitals o f  
Cleveland and Associate Professor, Department 
o f Family Medicine): There is a considerable 
amount of evidence to suggest that bereaved indi­
viduals should be encouraged to express their feel­
ings openly. Often there is a feeling of anger or 
hostility directed toward the lost loved one. It is 
difficult to reconcile these emotions with logical 
thinking, and the bereaved may feel weird or evil 
for having such feelings. When a family physician 
discovers this situation, simple reassurance that 
these are common emotions felt by nearly every­
one who loves another person can have marked 
therapeutic benefit.

MRS. FURMAN: I agree, but it is better to 
have them express their feelings freely them­
selves, in a therapeutic environment, rather than 
have them probed and prodded.

KENNETH G. REEB, MD (Associate Profes­
sor, Department o f Family Medicine): I feel a need 
for more definitive, concrete advice from experts 
such as Mrs. Furman about how to respond to 
specific clinical situations which may arise in fam­
ilies in which a parent has died. What should I tell 
a family if the parents ask me whether the kids 
should be allowed to look at the body of the 
deceased?

MRS. FURMAN: I am always asked that ques­
tion. Rather than tell them anything, listen to 
them, so that, with your help as listener and sharer 
in their thinking, they can work out what is best 
for all concerned.

DR. GABRIEU SMILKSTEIN (Associate Pro­
fessor, Department o f Family Medicine, Univer­
sity o f  Washington, Seattle; Visiting Professor, 
Case Western Reserve University): The cultural 
elements involving the patients and their grief 
should be considered so that the physician doesn't 
“ lay his trip” on the patient. For example, when 1 
was in the Congo, there were two women from 
different tribes giving birth. One was shouting and 
the other silent. There was no way I could tell 
either of them how to express their pain.

MRS. FURMAN: But we must distinguish be­
tween the expression of feelings, which is a cul­
turally determined factor, and whether or not one 
has feelings to begin with, which is a universal 
human experience. Just like pain is a universal ex­
perience with functions to tell us to avoid further 
injury to the painful part, which has adaptive 
value, so too are feelings of adaptive value. It is

better to have a painful leg, than to have no leg at 
all. The same holds true for painful feelings.

ROBERT U. DICKMAN, MD (Assistant Pro­
fessor, Department o f Family Medicine): If we 
model or pretend to feel empathy, isn't that non­
productive?

MRS. FURMAN: I don’t think we should “pre­
tend” empathy, we should feel it.

ROBIN MOIR, MD (Assistant Professor, De­
partments o f Psychiatry and Family Medicine): 
Very often the physician finds himself being re­
quested to provide a sedative following a death. 
This is almost an automatic response by relatives 
and very often by the physician. In some in­
stances, this may be helpful and humane and per­
haps even a prerequisite to demonstrate care and 
concern for the patient. However, the provision of 
a prescription should not be a substitute for offer­
ing oneself and empathizing with the patient’s cir­
cumstances and feelings. There certainly should 
not be a prescription in the place of talking with 
the patient and one should not simply accept the 
demands of relatives for a prescription to be given 
to a bereaved family member without some dis­
cussion more directly with that person.

In many instances, the person himself would 
prefer not to have medication; would prefer not to 
have this imposed by concerned relatives who feel 
helpless to offer anything else. If one does provide 
medication, it is appropriate to provide only 
enough for several days and in most instances to 
restrict this to nighttime sedatives and perhaps to 
an anti-anxiety agent such as Valium to be used 
only as needed.

One should not move toward the prescription of 
medication such as antidepressants in the acute 
grieving state, as though this represents a clinical 
depression, for several reasons. Most importantly, 
the reason given by Mrs. Furman is that this con­
veys an attitude that feelings are abnormal and to be 
gotten rid of. Furthermore, antidepressants have 
no place because they are not effective with normal 
grief, take a long time to act, and need to be taken in 
a regular sustained manner when indicated.

The amount of medication prescribed should be 
small for two reasons: the first, that symptomatic 
treatment should be transient at most; and sec­
ondly, in order to ensure that the physician is not 
substituting pills for his own personal caring.

There should be a plan for the patient to come 
to the office early following bereavement.
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DR. REEB: There was a marked change in de­
meanor and affect displayed by the patient, Mrs. 
R., when she shifted from the role of a grieving 
wife to that of a responsible mother. In the former 
role, her affect was flat, quiet, passive. She even 
actively avoided eye contact with the physician. 
When the interview switched to focus on the chil­
dren’s adjustment, she abruptly assumed the role 
of competent historian, taking charge of the chil­
dren, relating actively to the physician, and pro­
viding detailed information about both the phe­
nomena and the feelings associated with the entire 
family’s adjustment to her husband’s death.

Physicians should be aware of this phenomenon 
of roles that patients assume and how these as­
sumed roles influence the physician’s view of a 
situation. It seems a particularly important phe­
nomenon for specialists such as pediatricians be­
cause parents are likely to assume that the physi­
cian’s concerns are limited primarily to the well­
being of the children.

ANTONNETTE GRAHAM, MSW (Instructor, 
Department o f Family Medicine and Faculty So­
cial Worker, Family Practice Center): Parents are 
often unable to deal with their child’s grief because 
of being so overwhelmed by their own grief. 
Neighbors, family, and friends often need to inter­
vene to do some early grief work with the child.

MRS. FURMAN: With younger children, es­
pecially, this is usually only helpful when the sur­
viving parent gives explicit permission to prevent 
the child from feeling disloyal; for example the 
parent may say to the child, “ I’m sorry, it’s too 
hard yet for me to talk this over with you. I’ll feel 
better in time. Right now, I’ve asked so-and-so to 
help us out and to explain things to you.” And on 
this subject of children’s grief, I would recom­
mend to you three excellent articles by Bowlby,3 
Greenberg,4 and Miller.5

DR. MEDALIE: In summary, I want to em­
phasize that the death of a parent is one more ex­
ample of a life cycle event in which the family 
physician should be alert to his role in prevention 
and patient education, as well as to his therapeutic 
role. Since this is a crisis period for a family, it is 
an opportune moment to monitor family function­
ing and to promote changes which will hopefully 
lead to long-term improvement in that functioning. 
The physician must remember that grief reactions 
are “ normal,” but can be problematic. It is the 
professional’s responsibility to monitor the prog-

ensure membm ,hra"eh lhis pr0“ ss <°ensure that they are accomplishing their goals in-
dividiially and collectively. As Mm. Furman has
Pointed out so eloquently today, this must be done

h sensinwy and genuine empathy, along with
he knowledge that feelings are important, and
hey must be acknowledged, but there is no need

expressed' ^
I would like to thank Mrs. Furman and Dr. 

Smilkstein for their help in addressing this prob­
lem today and to especially thank Ms. Boiko-
Weyrauch for her excellent presentation this 
morning.

For your interest, two additional useful and ex­
cellent articles on grief in general were written by 
Siggens6 and Lindemann.7
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tially hazardous activities requiring alertness, such 
as driving a car or operating machinery, while using 
these products. Drug Interactions— Iodides may 
potentiate the hypothyroid effect of lithium and other 
antithyroid drugs. MAO inhibitors may prolong the 
anticholinergic effects of antihistamines. Carcino­
genesis, Mutagenesis, Impairment of Fertility- 
No long-term animal studies have been performed 
with Tussi-Organidin or Tussi-Organidin DM. Preg­
nancy—Teratogenic effects: Pregnancy Category X 
(see CONTRAINDICATIONS). Nursing Mothers— 
Tussi-Organidin or Tussi-Organidin DM should not 
be administered to a nursing woman. ADVERSE 
REACTIONS: Side effects with Tussi-Organidin and 
Tussi-Organidin DM have been rare, including those 
which may occur with the individual ingredients and 
which may be modified as a result of their combina­
tion. Organidin— Rare side effects include gastroin­
testinal irritation, rash, hypersensitivity, thyroid aland 
enlargement, and acute parotitis. Codeine— (Tussi- 
Organidin only): Nausea, vomiting, constipation, 
drowsiness, dizziness, and miosis have been re­
ported. Dextromethorphan— (Tussi-Organidin DM 
only): Rarely produces drowsiness or gastrointes­
tinal disturbances. Chlorpheniramine—The most 
common side effects of antihistamines have been 
drowsiness, sedation, dryness of the mucous mem­
branes, and gastrointestinal effects. Less commonly 
reported have been dizziness, headache, heartburn, 
dysuria, polyuria, visual disturbances, and excitation 
(particularly in children). Serious adverse effects are 
rare. DRUG ABUSE AND DEPENDENCE (Tussi- 
Organidin only): Controlled Substance —Schedule 
V. Dependence—Codeine may be habit-forming. The 
following sections are optional: OVERDOSAGE: 
There have been no reports of any serious problems 
from overdosage with Tussi-Organidin nor Tussi-Or­
ganidin DM. DOSAGE AND ADMINISTRATION 
Adults: 1 to 2 teaspoonfuls every 4 hours. Children: 
1/2 to 1 teaspoonful every 4 hours. HOW SUP­
PLIED: Tussi-Organidin Elixir—clear red liquid, in 
bottles of one pint (NDC 0037-4811-10) and one gal­
lon (NDC 0037-4811-20). Tussi-Organidin DM E lixir- 
clear yellow liquid, in bottles of one pint (NDC 0037- 
4711-10). Storage: Store at room temperature; avoid 
excessive heat. Keep bottle tightly closed.
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Book Reviews

Stress and the Major Cardiovascular 
Disorders. Robert S. Eliot. Futura 
Publishing Company, Mount Kisco, 
New York, 1979, 176 pp $14.95.

One of the major points that Dr. 
Eliot makes in this book is that the 
major measurable cardiovascular 
risk factors, such as smoking, cho­
lesterol, hypertension, obesity, 
family history, and inactivity, ac­
count for only about one half of the 
major cardiovascular disorders. 
Stress is identified as a major factor 
in the major cardiovascular disor­
ders. The author refers to the Ken­
nedy Space Center and the high rate 
of coronary artery disease among 
the ground support personnel de­
spite normal serum cholesterol 
levels, blood pressures, and other 
risk factors except stress. He also 
makes the point that cigarette smok­
ing is the clearest marker for coro­
nary artery disease although the 
mechanism is not understood.

One of the chapters in the book 
discusses the pathology and patho­
physiology of myocardial necrosis, 
and points out that the condition 
known as coagulative myocytolysis 
is the category of cell death that re­
sults from hyperfunctional over­
drive. This pathologic change is 
rapid in onset and disappearance. It 
leaves little detectable histologic 
evidence 24 hours after its onset, 
whereas the classic polymorpho­
nuclear infiltration in an infarcted

area requires at least 8 hours to de­
velop.

There is discussion in the book of 
behavioral therapies designed to 
break the link between environmen­
tal stress and physiologic reaction, a 
discussion of pharmacologic ther­
apy (with a boost for a little wine or 
a little beer), a discussion of exer­
cise, and then of rehabilitation and 
prevention—particularly involving 
the family.

All in all this is a good book, easy 
to read, and of interest to the family 
physician.

Paul L. Bower, MD 
Rolling Hills, California

Psychosomatic Obstetrics and Gyne­
cology. David D. Youngs, Anke A. 
Ehrhardt (eds). Appleton-Century- 
Crofts, New York, 1980, 306 pp., 
$18.50.

This edited collection of works 
by 23 authors is a unique contribu­
tion to reference literature. The title 
belies the quality of scientific in­
vestigation and scholarly reporting 
which is presented. The editors' 
stated purpose, “ to expose the in­
terested reader to behavioral sci­
ence research and clinical experi-

Continued on page 1138
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