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GERALD D. KLEE

Interviewed by William T. Carpenter, Jr

Baltimore, October 9, 2008 
WC: I’m Dr. William Carpenter.  I’m Professor of Psychiatry and Pharmacology at the University Of Maryland School Of Medicine and Director of the Maryland Psychiatric Research Center and I have the honor of interviewing Dr. Gerald Klee( for the Archives of the American College of Neuropsychopharmacology. This interview is taking place at the University Medical Center in Baltimore, MD on October 9. 2008.   Gerry, if you’ll go ahead and introduce yourself and say a little bit about how you got into medicine and where your career started..

GK: Our country was in World War II when I completed high school in 1944.  I immediately enlisted in the US Army and was sent to Princeton to study engineering. Before long they transferred our unit into the infantry. My military experiences redirected my choice of a career from engineering to medicine.  After the war I enrolled as a premed student at McGill, in Montreal. I was admitted to Harvard Medical School in 1948 and graduated in 1952. The GI bill paid my way. By then our country was involved in the Korean War and I enlisted in the US Public Health Service (PHS). I served on active duty for two years and remained in the Regular Corps inactive Reserves until retirement age. My first PHS year was spent in a rotating medical/surgical internship in the Marine Hospital in New York. The next year was spent doing internal medicine at the Medical Center for Federal Prisoners in Springfield, Missouri. The two assignments provided a good medical foundation for me.  In 1954 I began a Johns Hopkins Dean’s Committee psychiatry residency at Perry Point, Veterans Administration Hospital in Maryland.

In 1954, chlorpromazine (Thorazine) was introduced to psychiatry in this country. At the time I was working on a ward of severely regressed chronic schizophrenic women veterans who had been there for years. In most cases they improved dramatically on Thorazine. Since this was a new form of treatment we didn’t know what to expect, but we knew something unusual was going on when patients began communicating better and became accessible to simple psychosocial therapy and other forms of treatment. Many could eventually be discharged. 

WC: Could you say a word about what treatment was available before chlorpromazine?

GK: Well, we were supposed to conduct psychoanalytically oriented psychotherapy with every patient, regardless of diagnosis. I was attempting to do individual and group psychotherapy with severely regressed schizophrenic patients. My supervisor, Al Dreyfus, MD, was a psychoanalyst who had a private psychoanalytic practice. The psychotherapy wasn’t helping my patients, but it helped me get to know them better than if I only saw them on routine ward rounds. It clearly wasn’t the best treatment for schizophrenic patients.  Once they were on Thorazine however, they became accessible to simple, basic psychotherapy and rehabilitation. Many were able to return home to their families for the first time in years. 

WC: Was there any psychopharmacology available before Thorazine?

GK: I’ve read that in both Denmark and New York lithium salts were used to treat mania during the late 19th century. In 1949 the Australian, John Cade rediscovered the use of lithium salts for treating mania. It was years before it became widely used. Other than that, there was little I know of that we would now describe as psychopharmacology. However, there were attempts to treat mental disorders by physical means. For example, before penicillin was discovered many patients admitted to mental hospitals were diagnosed with general paresis. In 1919, Wagner-Jauregg introduced the malaria treatment for paresis, which is said to have helped this condition by inducing hyperthermia. Before chlorpromazine there was Dr. Egaz Moniz, who introduced prefrontal leucotomy, which was often used to treat schizophrenia before being discredited. Both Wagner-Jauregg and Egaz Moniz were awarded the Nobel Prize.

If one could call it psychopharmacology, insulin coma therapy was used with schizophrenics at Perry Point and elsewhere. I had no part in it except to observe it being conducted a few times. As far as I could tell it wasn’t helpful. It was abandoned long ago.  Carbon dioxide inhalation therapy was promoted to treat neurosis, but it was ineffective and could be dangerous. There are other kinds of “pharmacological” therapies that were sometimes used; Meduna had introduced the stimulant Metrazol as a way of producing convulsions, but ECT was used more often. I never saw any form of shock treatment being used at the Veterans hospital, but some hospitals throughout the country used ECT to treat a wide range of mental disorders. Over the years I saw many patients that suffered brain damage as a result of excessive amounts of ECT.  I know it can be done safely, but it wasn’t always done that way. As you know, methods of applying ECT have been improved and it is still used occasionally.

WC: So, your experience with chlorpromazine was very shortly after it had been introduced.

GK: Yes, and it was very exciting.  In a way that was a real awakening for me, as well as for the patients.  I’ll never forget it.

WC: So, where did you go next in your career?

GK: As I mentioned earlier, our teaching faculty were all on the Johns Hopkins staff; Jacob E. Finesinger, MD, generally known as “Jake”, was the one exception. Jake, was a 1929 graduate of Johns Hopkins School of Medicine. He spent most of his career on the Harvard Medical faculty at Massachusetts General Hospital (MGH) in Boston, with Harvard professor Stanley Cobb, who was Department Chair. In 1950 he came to Maryland to found the University Of Maryland Department Of Psychiatry. John Whitehorn, Chair of Psychiatry at Hopkins and Head of the Dean’s committee, who also had a Harvard background, enlisted his old friend Jake to help teach residents at Perry Point Hospital.   I had great admiration for Finesinger. He must have liked me too, because he twisted my arm to come and work for him.  He was trying to build his research staff at Maryland when he recruited me.

WC: What year was that?

GK: It was in 1956, which was two years after the awakening with Thorazine that I described.

WC: So, you got into other areas of psychopharmacology then after you came to the University of Maryland?

GK: Finesinger got a research grant from the US Army Chemical Center (ACC) in Edgewood, MD, to support research with psychoactive chemicals. I was paid a small stipend to work on it. Grant money was still pretty scarce in those days and ever since World War II, academic centers relied heavily on military funding for research. That situation changed as NIH funding grew in subsequent years. I didn’t know we would be working with the Army until after Finesinger hired me. I needed security clearance before I could be told.  The military connection didn’t thrill me, but it worked out okay. We did some interesting research and I learned a lot.

WC: Which psychoactive chemicals were you studying?

GK: We started with LSD, because that’s what the Army was interested in. In those days there was more hoopla than science about LSD. We chose to pursue basic science, which was more constructive than anything else we could have done. Our work with LSD in human volunteers led us to study serotonin among other things.  At that time there was a debate about the role of serotonin in mental disorders. The subject was raised by Gaddum in 1953 and ignited by Woolley and Shaw’s 1954 report that LSD acts as an antagonist to serotonin on rat uterus in vitro. This led to speculation by Woolley and Shaw, and later by others, that mental illness, such as schizophrenia, might be somehow related to serotonin and it’s receptors in the brain. Some thought this plausible since, like serotonin, LSD and some other “psychotomimetic” drugs contain an indole ring. “No twisted thought without a twisted molecule” was a popular slogan around that time. 

Not long after Woolley’s report, our group was among the first to publish studies that cast doubt on Woolley’s serotonin hypothesis. This is not to suggest that serotonin plays no role in mental health or illness. As is known today, it plays a vital role in a wide range of brain functions, even that far back, there was a lot written about LSD, especially about employing it for psychotherapy. There was a lot of wild psychotherapy, but little good scientific research related to LSD. Over the next three years our group conducted biological, behavioral and cognitive studies related to LSD. Before embarking on LSD studies in our subjects I felt an obligation to volunteer as an LSD “subject” myself, both for ethical reasons and to learn first hand what an LSD reaction is like. I felt it would be unethical for me to administer a possibly dangerous experimental drug that I wouldn’t take myself.  I also reasoned that it would be useful in designing studies and in knowing how best to create a supportive environment for volunteers during their LSD experience.  During the six hours or so that the effects lasted I wrote a detailed account of what I was experiencing. The 50 microgram oral dose I was given was enough to elicit the basic symptoms of LSD without preventing me from recording them. While undergoing this experience I used it as a basis for writing an outline of the kinds of things we should study; such as cognitive and perceptual functions, including immediate memory, abstracting ability, time sense and perceived changes in body image. I subsequently had my handwritten notes transcribed and saved them. They served as a useful guide in designing our studies for the next three years.

Our biological studies were aimed at gaining new evidence about LSD interactions with natural substances in the brain.  It had been shown that brain serotonin levels can be raised by intravenous infusion of 5-hydroxytryptophan, or its effects can be blocked by BAS (l-benzyl-2-5-dimethyl serotonin). We demonstrated that, contrary to what happens with rat uterus in vitro, mental reactions to LSD were unaffected by raising brain serotonin or blocking it’s effects in the brain. We published most of our results in peer reviewed scientific journals.  In 1959 we also conducted and published a small study testing the effects of elevating brain serotonin in volunteer schizophrenic patients in remission. Brain serotonin levels were briefly raised by administering intravenous 5-HTP.  The results suggested a possible effect on schizophrenic symptoms, but we discontinued the study because of potential side effects. Although the results were not conclusive, I think the experiment should be mentioned because it is one of the first published studies of its kind in schizophrenic patients. 

In addition to other biological and psychological studies, we conducted and published extensive evaluations of the effects of LSD on cognitive functions in normal volunteers. Such information was generally lacking or inaccurate in the “scientific literature” of that time.

WC: Gerry, say just a word about what kind of reactions, what was it like for the people who were taking LSD?

GK: That will take more than a few words. LSD reactions vary widely. There are dramatic changes in perception, as well as in affect and in cognitive functions. Alterations occur in most sensory modalities, especially in vision and somesthetic perception. Our focus was on conducting studies of cognitive and perceptual functions, which had not been adequately studied by then. We also observed behavioral changes. A few “normal” subjects developed paranoid delusions while under the effects of LSD. A few other “normals” had hard to control violent impulses while under the effects of LSD. In one case it was necessary to administer I.M. chlorpromazine to calm an LSD subject who became potentially violent. The injection calmed the subject almost immediately.  We learned how to identify such men in screening interviews and exclude them from our studies. I won’t take the time or space to go into details here because I’ve published such information and it can be found elsewhere.  I will list highlights of what we frequently observed in our subjects: Impulsive laughter often occurs in spurts shortly after the LSD takes effect. This seems “reflexive” and unaccompanied by an elevated mood. Affect tends to be heightened in positive or negative directions. Some subjects find their LSD symptoms entertaining. The social environment plays a significant role. Visual “hallucinations” are accompanied by synesthesia, in which flashes of light are perceived in time to the experimenter’s hand clapping. Distortions of visual images and of somesthetic perception occurred in nearly all subjects. Body image distortions, depersonalization and sense of unreality were dramatic.  Altered time sense and time distortions were reported, “Time has no meaning,"  "Time is standing still,"  "Time passes very slowly," and subjects without a timepiece often estimate the time to be much later than it really is.  They may, in fact, express the feeling that days, months, have gone by since they began the experiment. We conducted experiments that confirmed those reactions. 

There are frequent distortions of the way in which other persons are perceived.  Features of others sometimes seem grotesque and constantly shifting; behavior of others may be seen as amusing or absurd, and sometimes threatening. These phenomena sometimes contribute to the experience of one's being isolated and utterly alone in the world, if indeed one exists, and if there is a world.

Subjects' perceptual distortions of other persons, or even themselves, may assume psychodynamic significance. For example, an experimenter who seems malevolent to the subject may seem to grow horns, or a subject who feels impotent may “see” his genitals shrivel up before his eyes.  A subject who is experiencing diffuse boundaries may be unable to clearly differentiate his thoughts and feelings from those of persons about him. To LSD subjects, objects may seem to change shape and distances. Their bodies feel as though they are changing shape. A subject may feel he has no body; even uneducated subjects would say such things as, “I feel like I have no boundaries; I feel like I’m blending with the universe.  Tie me up in a sack to give me some boundaries,” and so on.  We did a systematic study of human figure drawings by subjects during their reactions. Their spontaneous drawings dramatically reflected body image changes.

Symptoms can be magnified when a subject is placed in a dark, sound proof room.  Around the time of our studies Canadian neuropsychologist Donald Hebb, known for “the Hebb Neuron”, studied the effects of sensory deprivation (SD) on volunteer human subjects.  No drugs were involved in those studies. John Lilly also studied SD around the same time. Both Hebb and Lilly described effects in SD subjects that resemble LSD effects. 

WC: Were there any unusual LSD reactions you’d like to mention? 

GK: Yes, we observed some potentially illuminating reactions that couldn’t have been predicted.  I’ll briefly describe one such reaction that opens a window on significant events in the history of neuroscience. 

One of our subjects stuttered severely, but since he showed no other psychological irregularities we included him in our studies. To our amazement, his stuttering disappeared while he was under the effects of LSD and returned as soon as the LSD wore off. The study in which he was a subject required a second dose of LSD a week later. Once again, the stuttering disappeared and returned when the LSD wore off.  This experience reminded me of Stanley Cobb, MD, one of my psychiatry professors at Harvard. Cobb was accurately described as “A builder of the modern neurosciences”, by his biographer, Benjamin White, MD. Unfortunately, Cobb was severely handicapped by his stuttering since the age of four. He made numerous attempts to overcome this problem, but without success. It is tempting to speculate that his choice of careers was influenced by his handicap.

Besides being a neurologist, a neurophysiologist and having the title, Bullard Professor of Neuropathology, Cobb was the founder and Chair of the Psychiatry Department at Massachusetts General Hospital (MGH) at Harvard. I will never forget Cobb’s occasional lectures to our class. He would lecture while simultaneously writing on the blackboard with both hands.  Because of his speech defect I couldn’t understand anything he said, but my mind was occupied with speculations about the neurophysiology underlying this performance. Little was known about this condition at the time.

As I sat in the lecture room I wondered, “What is the connection between ambidexterity and stuttering”?  “Is there some physiological conflict between speech and motor centers of the cerebral hemispheres”? While thinking about Dr Cobb and stuttering recently I looked for some answers. As far as I know those questions still haven’t been fully answered, but in a 1942 report to the New York Academy of Medicine, Cobb said “stammering (stuttering) is often linked with a left handed or ambidextrous tendency”. He indicated that although it has physical causes, associated social anxiety can lead to a “neurosis”. 

Beginning in his early career, when studying with Dr Adolf Meyer at Johns Hopkins, Cobb frequently sought psychoanalysis to relieve his “neurosis”. He believed it helped him, although the stuttering was never conquered. This history may help explain why Cobb had many psychoanalysts on the staff at MGH. In 1951, when I was a senior medical student at Harvard, I had my psychiatry rotation at MGH, which was strongly under the influence of the psychoanalysts. When Cobb retired as department chair he was succeeded by his assistant Eric Lindeman, a psychoanalyst.  Years later, I heard that the noted neuroscientist, Seymour Kety, MD, while at Harvard/MGH participated in a coup d’état, in which the psychoanalysts were overthrown and replaced by biologically oriented faculty.  Returning to LSD and the underlying causes of stuttering, I always thought that “psychochemicals”, such as LSD might be useful chemical probes of brain functions. What could have been learned if there had been LSD and neuroimaging back in Cobb’s time? Might Cobb have found the cause and cure of stuttering?

Our contract with the Army Chemical Center lasted for only three years from 1956 to 1959.. It was discontinued when Finesinger died in 1959 and I turned to other activities. However, I was recently surprised to learn that after we left, the Army Chemical Center continued a large program of testing psychoactive compounds in army volunteers well into the 1970s. This program was under the direction of Colonel James S. Ketchum, MD, a Board Certified psychiatrist. I have had no contact with the ACC since our contract ended in 1959 and I had never met or even heard of Dr Ketchum. I only learned about him when I stumbled across online advertisements for his recently self-published book on the subject, called, Chemical Warfare Secrets Almost Forgotten. 

WC: You’d also gotten concerned about the adverse effects of LSD and could you say a bit more about the kind of experimental work that was going on in that era with LSD?

GK: It seemed to me that the most common use of LSD was in attempts to treat mental disorders. I could understand using chlorpromazine to treat psychiatric patients, but LSD didn’t seem to be a good candidate. As I mentioned earlier there was a lot of wild psychotherapy going on in the US, Canada and various European countries. Abram Hoffer, MD in Saskatchewan made a well publicized claim that he could cure skid row alcoholics with a single dose of LSD accompanied by a “transcendental experience”. This caught on like wildfire across the continent. I never saw any evidence to support that claim. In 1959, Charles Savage, MD reported conducting psychoanalysis in patients to whom he administered LSD. Savage was one of several analysts that claimed analysis works best if the doctor takes LSD along with the patient. In 1961 I visited the Marlborough Psychiatric Day Hospital in London, which was a busy institution under the direction of Joshua Bierer, MD. There were many psychiatrists on the staff and, with Bierer’s encouragement, most of them seemed to favor the use of LSD in treating their patients. In witnessing these “treatments” I neither heard nor saw any systematic theory or method of psychotherapy, if there was any. Frequently, patients were given the LSD and with little or no input by the psychiatrist and were watched over by the nurses until the drug wore off. I saw no evidence of systematic psychotherapy of any kind or recording of results.

It was around that time when I was recruited by Jonathan Cole, MD of the NIMH Psychopharmacology Research Center (PRC), also known as the Psychopharmacology Service Center. I was one of the consultants rather than being a full time staff member. Working with teams of psychopharmacologists I helped evaluate grant proposals from coast to coast in the US  over a period of seven or eight years. Most of those I evaluated involved the use of LSD in psychotherapy. Under Cole’s leadership the scientific standards we required were well above the usual levels of those days, but looking back, the standards were seldom met. I don’t remember seeing systematic data from any studies that would support the use of LSD in psychotherapy. In retrospect I can’t help wondering if there was political pressure on NIMH to support this kind of research.

WC: During that time, there was also interest in the military of experimenting with LSD.  Could you say a little bit about what was going on and I know there was some concern on your part, certainly, in the letter you wrote to President Nixon in 1970.

GK: Before discussing my 1970 letter to President Nixon about LSD I should mention my invited testimony before a United States Senate subcommittee four years earlier. In 1966 I was invited to testify before the United States Senate Subcommittee on Executive Reorganization, of the Committee on Government Operations, Co-Chaired by Senators Robert F. Kennedy and Abraham Ribicoff that was held in Washington, DC. May 25, 1966.  As an “expert” witness I was asked about my views on the drug abuse epidemic on college campuses. The senators also wanted to know about scientific research with LSD and similar substances. In addition, the Senators asked whether I favor restrictions in the availability of such chemicals in order to limit recreational use. In my reply I said that neuroscientists can learn a lot about the brain by using such substances as “chemical probes” in the laboratory. I added that I believe the use of such drugs should be restricted to bona fide scientific research. In a direct reply to a question from Senator Kennedy, I described the alarming LSD reactions we were seeing in patients admitted to hospital emergency rooms and psychiatric clinics. I expressed the hope that Congress would support measures to limit those problems and to provide treatment for them. 

Now I’ll get back to my 1970 letter to Nixon about his proposal to ban the use of chemical weapons. In 1970, President Nixon announced that for humanitarian reasons he was proposing to ban the use of chemical weapons by the United States military. I hoped that if this included LSD and other “psychochemicals” it would discourage people from using them for recreation. Why would anyone use a chemical warfare agent for recreation, especially if its military use had been banned for humanitarian reasons?  Unfortunately, it turned out that LSD wasn’t included on Nixon’s list of banned chemical warfare agents. What a missed opportunity. What a shame.  Hoping to influence the decision, I wrote to President Nixon almost immediately. I recently gave you a copy of my letter.  In my letter I told Nixon that between 1956 and 1959 I had studied the effects of LSD under a contract between the University of Maryland and the Army Chemical Center in Edgewood, MD. I said that for a variety of reasons LSD is believed to have no military value. Nothing would be lost by including LSD and similar “psychochemicals” among those agents that we would ban for humanitarian reasons. I reminded the president that our society is currently experiencing a dangerous epidemic of recreational drug abuse among young people. As a psychiatrist, I was seeing many of them admitted to emergency rooms and hospitals due to effects of LSD and related drugs. The prevalence was high among college students. Perhaps if those patients had known LSD was a chemical warfare agent they wouldn’t have used it; especially if they knew military use had been banned for humanitarian reasons.  In 1970, when I wrote the letter to Nixon I was a professor at Temple University in Philadelphia. I succeeded in persuading both senators from Pennsylvania, Hugh Scott and Richard Schweiker, to write letters to the president, supporting my appeal. Others supporting my appeal included Leroy Burney, MD, a former surgeon general of the US, many medical NIMH scientists  and other psychiatry professors throughout the country; all of them writing the White House.  I received a disappointing reply from the President’s scientific advisor, Lee DuBridge, PhD, who wrote that it wasn’t possible to discontinue work with psychochemicals such as LSD. He gave no explanation but he was polite enough to thank me for my concern.  I’ve heard that research with psychochemicals at Edgewood was discontinued in the 1970s. 

WC: Let me change the subject and ask you to tell us what it was like when the ACNP was first forming.

GK: The ACNP was founded in 1961. My entrance into the international neuropsychopharmacology community took place in 1958 in Rome, Italy, at the first meeting of the Collegium International Neuropsychopharmacologicum, where I presented a paper about Paranoid Reactions Following Lysergic Acid Diethylamide. The report describes a study in which we were able to correlate the occurrence of paranoid reactions with personality factors in subjects. This enabled us to screen out subjects at risk for pathological reactions. In 1961 I was invited to become a founding member of the ACNP. The organization was not large in the beginning and meetings were small, informal and close to my home in Maryland. As the years went by the ACNP grew and meetings were more often distant from my home, my family responsibilities made it more difficult for me to attend them regularly.

WC: Would you like to say something about yours research in epidemiology?

GK: Before Finesinger died, he arranged for me to be the Director of the outpatient Psychiatric Service at Maryland, a regular job rather than grant money. I enjoyed working with patients.  There was less opportunity to engage in psychopharmacology research so I fulfilled a dream I’d had since medical school, of getting into epidemiology.  One summer, during medical school, I had an internship in the division of epidemiology in the Department of Health in Massachusetts. I got hooked on epidemiology.  My thoughts were, “Wouldn’t it be nice if we could put epidemiology and public health together with general medicine and psychiatry; all rolled into one”. So, now I had my chance.  Right across the street from the UM Psychiatric Institute, where we were, was the headquarters of the Western Health District (WHD) of Baltimore City Health Department.  I made a liaison with them, working with the health officer, Dr Wilson Wing, as well as with Chief public Health Nurse, Anna Scholl and her nursing staff, who made regular home visits and knew the families in the WHD. This was in 1959, before Community Mental Health was even off the drawing boards.  The Baltimore Health Commissioner agreed with our plans and I got a small NIMH Demonstration Grant for the project. Next, I became a Consultant to the National Institute of Mental Health Office of Biometry and worked with the Director, Dr. Mort Kramer and his associate, Dr. Anita Bahn and other staff in developing the Maryland Psychiatric Case Register.  Data derived from this program provided psychiatric statistics that were useful for planning and research. We also collaborated closely with the Maryland Department of Mental Hygiene staff.  We were able to report on all episodes of psychiatric care, excluding private outpatient care, but we had data from private hospitals. Identifying information was protected for all patients. We had no access to their names or other personal information. This was as it should have been to protect patient privacy.  With those data we were able to make some important correlations and fulfill a dream.  The way my mind works, I see public health, psychiatry, neuropsychopharmacology, general medicine, epidemiology etc, linked together in complex ways. There are also links with social and economic factors. I wasn’t the first person to think of that, but that approach was rarely put into practice.

The study I’m most proud of is one in which we studied rates of diagnosed mental illness broken down by census tract in Baltimore by Census Tract. In this study, we looked at data for many issues, social, economic, medical, psychiatric etc throughout the city. We found some important correlations.  For example, alcoholism and drug addictions are an important part of this picture. Correlations that we found between addictions and the other variables in our study should be of interest to psychopharmacologists. For example, residents of Baltimore’s vice headquarters, “The Block” had exceptionally high rates for crime, venereal disease, tuberculosis, mental illness and drug addiction. In our work with the Baltimore Health Department we attempted to develop integrated services for these problems.

WC: Are there other things that you think we could touch on?

GK: Today’s discussion began with the time when psychiatrists had little more than psychotherapy to offer patients, even the sickest ones. From there we went on to speak of the benefits the psychopharmacology revolution brought to psychiatric treatment. Since then, our field has gone from one extreme to the other. Drugs are in and psychotherapy has lost a lot of ground. Today there are forces operating that increasingly require psychiatrists to prescribe drugs for most patients in 15 minute interviews a few months apart. Under these conditions there is a risk that the psychiatrist will have insufficient time to even get to know the patient or make an accurate diagnosis. If the patient has psychotherapy at all, it tends to be by nonmedical counselors who have little chance to communicate with the prescribing psychiatrist. Psychopharmacology is of immense value, but I don’t believe psychiatrists can be effective without spending time listening to their patients. Listening is an essential element of both psychotherapy and clinical psychopharmacology.  Outside of psychopharmacology, epidemiology and public health, my other professional interests have primarily been in clinical work and teaching. I continued seeing patients in private practice until my retirement. In my experience with patients, treatment with psychotherapy was augmented by appropriate medication when it was called for.  I also continued supervising psychiatric residents and helping them learn how to do psychotherapy. I first taught at the University of Maryland, then at Temple University in Philadelphia and then at Johns Hopkins until I retired. My two major loves have always been my family and my work.

WC: I’ve enjoyed doing this interview with you. I think we’ve covered a lot of material and it might be a good place to end it.  Thank you.

GK: Thank you, Will.

( Gerald D. Klee was born New York, New York in 1927.





