
The section on clinical trials discusses detailed aspects of
trials and collates much information not easily accessible. This
is a superb section and makes for essential reading. Despite
my experience with clinical trials, I found information that is
useful and new in each of these 6 well-written chapters.

Rheumatoid Arthritis has much to recommend it. The
chapters are readable, authoritative, and clinically useful,
with only minimal redundancy or overlap from one chap-
ter to the next. Outstanding chapters include those on
early arthritis/early RA, cellular biology of RA, outcome
measurement and assessment, pharmacological therapy
(nonsteroidal anti-inflammatory drugs, glucocorticoids,
disease-modifying antirheumatic drugs), biologic thera-
pies, infection and RA, and clinical trial design (interpreta-
tion, ethics, regulatory issues, and the role of RA/biologic
registries).

The only significant weakness is too brief a discussion of
clinical features. Specifically, the book lacks discussion and
guidance on commonly encountered clinical issues, such
as evaluation and management of extra-articular manifes-
tations—eg, pulmonary, hematology, and vasculitis—all of
which should be expanded in future editions.

The editors are to be congratulated on compiling a wealth
of information,muchof itquitecurrent, regarding topicsof in-
teresttocliniciansaswellasresearchersandonultimatelyachiev-
ing a highly readable and authoritative book. I plan to encour-
age my fellows to read many of the chapters on selected topics
as questions arise in the clinic and will encourage them to re-
view the information contained in this text whenever present-
ing a conference on aspects of RA, especially its therapy. Rheu-
matoid Arthritis will provide guidance in putting the current
medical literature into context and facilitate informed discus-
sion and evaluation. I would highly recommend it to the gen-
eral rheumatologycommunity for the information it contains,
presented in a readable and accessible format.

Robert J. Quinet, MD
Department of Rheumatology
Ochsner Medical Center
New Orleans, Louisiana
rquinet@ochsner.org
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IT IS COMMONPLACE TO HEAR ABOUT WAYS THAT MEDICAL AND

religious institutions, regardless of size, can or should part-
ner in promoting the health of the individuals whose lives
they share. In Building Healthy Communities Through Medical-

Religious Partnerships, Bennett and Hale describe practical
ways that this might be accomplished. Although the back
cover indicates that the book is for leaders of hospital/
medical as well as faith communities, the writing style lends
itself much more to leaders of faith communities, because
health care personnel will already be familiar with the de-
scriptions, risk factors, and long-term sequelae of the con-
ditions discussed. Nevertheless, if leaders in the medical field
skip over such sections, they will find much useful infor-
mation that they can use to forge relationships with com-
munities of faith—relationships that can benefit all con-
cerned.

The book has 4 parts. The first part explores the concept
of religious communities and health care. The second
covers suggested topics of interest for congregational pro-
grams, while the third provides a number of resources. The
fourth is an appendix, which includes a number of forms
(eg, congregational survey, program evaluation, patient/
medication information) that congregations can use.

Part 1 not only provides statistics about the number of
faith communities and their congregants but also the
rationale for linking health care with such communities
(eg, faith communities are trusted institutions with estab-
lished ways of networking with members, have familiar
physical facilities with parking, and have fellow congre-
gants who are willing to get involved in the life of their
faith community). In addition, many faith communities
already have an established adult education ministry, and
the incorporation of health topics into such a program
should not be difficult. Topics for presentation can be
chosen that are most germane to a particular congrega-
tion, and presentations can be repeated if necessary to
ensure that the greatest number of congregants get the
message.

That last point is important, because many times indi-
viduals need to hear a message repeatedly before they take
action. With regard to such educational endeavors, Ben-
nett and Hale discuss the 4 components of the health belief
model, ie, a person must be convinced that (1) he or she is
susceptible to the disease in question, (2) the disease has
severe consequences, (3) these consequences can be pre-
vented or effectively treated, and (4) “the benefits of illness
prevention or treatment regimens outweigh the costs or bur-
dens of those regimens” (pp 36-37).

The authors argue that it is precisely the relationship
of a congregant with a faith community that makes edu-
cation about health and disease particularly meaningful
when it is conducted under the auspices of that faith
community. Furthermore, effective ordained and lay
leaders of faith communities usually have good listening
skills, and these are absolutely imperative in health min-
istry. The authors note that the principles of motivational
interviewing apply here, because congregants might need
to be motivated to change habits of long duration. Those
who work with ill congregants must show empathy while
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at the same time often pointing out discrepancies be-
tween “where [congregants] are now with respect to
health-enhancing practices and where they could be”
(p 40). They must do this without being argumentative
or coercive, permitting the congregants to resist but solic-
iting their feedback if they do so. Above all, the self-
efficacy of congregants must be not only supported but
encouraged.

Part 2 reviews various topics for education in faith
communities. Although the title of the book does not
indicate this, it is actually geared to the problems faced
by older or elderly congregants. Hence, the topics sug-
gested are those most frequently encountered by older
persons, such as heart disease, cancer, hypertension, dia-
betes, dementia, and falls. Obesity is mentioned in the
discussions of other conditions; however, with the cur-
rent prevalence of obesity in the United States, I believe
that a separate educational session on obesity would be
beneficial in most faith communities. In this section, each
condition has its own chapter. The authors use a helpful
template for these chapters that presents what the condi-
tion is, its risk factors, the risks for ignoring its presence,
preventive measures, suggestions for congregational pro-
grams, actual examples of such programs, and informa-
tion resources. The authors do an excellent job of making
the material both readable and practical. My only criti-
cism of this section (and of the book) is that almost
no attention is paid to the health education needed by
parents, children, and adolescents. Many children and
adolescents are taking multiple medications, and their
parents might benefit from educational sessions on medi-
cations or the most common conditions—acute and
chronic, physical and psychological—that many children,
adolescents, and their families face each day.

Part 3 highlights community and national resources of
which those interested in medical-religious partnerships
should be aware. The chapter on community resources lists
various services with which ill persons or their caregivers
often need assistance and how to find information about those
local services. The chapter on national organizations and
resources actually highlights one organization (the Health
Ministry Association) but also provides a number of other
Internet resources.

Building Health Communities Through Medical-Religious
Partnerships is an excellent resource for leaders of faith
communities who envision a health ministry for their adult
congregants as well as for health care leaders interested in
exploring partnerships with faith communities. This book
literally has the potential to save lives.

Pat Fosarelli, MD, DMin
Ecumenical Institute
Baltimore, Maryland
pfosarelli@stmarys.edu
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DESPITE ITS TITLE, SLEEP APNEA AND SNORING: SURGICAL AND

Non-surgical Therapy is actually a book about the surgical
treatment of obstructive sleep-disordered breathing (SDB),
a gamut of disorders of inspiratory airflow resistance dur-
ing sleep, including snoring, apneas, hypopneas, and up-
per airway resistance syndrome. With a few notable excep-
tions, the contributors are otolaryngologists, and more than
80% of the book’s content addresses issues related to the
surgical treatment of SDB. That said, it is a commendable
effort to summarize, in a single, well-organized volume, what
is currently known about the surgical treatment of SDB. In
the foreword, Tucker Woodson sets the stage for what is
mostly a refreshing glimpse of frank reality about the role
of surgery for sleep apnea, stating that “Currently, the op-
portunities to cure or prevent disease are infrequent. More
commonly, surgery is to salvage after medical treatment fail-
ure and acts as ancillary treatment to improve outcomes with
other therapy.”

The book opens with a fast-paced section on diagnosis.
Chapter 2, on signs and symptoms, has fastidious sections
on the upper airways resistance syndrome and on the pre-
sentation of sleep apnea in women. After a clearly written,
well-referenced discussion of methods commonly used to
evaluate the upper airway (chapter 3), the authors hon-
estly conclude that these techniques have not been shown
superior to routine clinical evaluation. The chapter on clini-
cal polysomnography may be more detailed than would be
desirable for the sleep surgeon and has been partly out-
dated by the recent mandate from the Centers for Medicare
& Medicaid Services providing for payment for portable poly-
somnography.1 The chapters on weight management, posi-
tive airway pressure, and oral appliances are generally suc-
cinct. However, some discussion about commercial weight
loss programs would be helpful, because patients are often
interested in these options, and some data are available.2 The
chapter on oral appliances, unfortunately, does not in-
clude direct comparison of upper airway surgery with use
of oral appliances (which has demonstrated the superiority
of the latter).3

One highlight is the chapter on the rationale and indica-
tions for surgical treatment, a concise and thoughtful pre-
sentation by experienced sleep surgeons. This chapter is an
excellent summary of the entire surgical approach to SDB
and helps set the stage for the rest of the book. After brief
sections on the cardiac risk posed by SDB and on anesthe-
sia, the next 41 chapters are devoted to various surgical ap-
proaches for SDB in adults. This potpourri is divided into
sections on nasal, minimally invasive palatal, palatal, mini-
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