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GERALD J. SARWER-FONER

Interviewed by Joel Braslow

San Juan, Puerto Rico, December 9, 2003

JB: I’m Joel Braslow, and I am interviewing Gerald Sarwer-Foner. We are at the ACNP meeting on December 9th, 2003.  Tell us something about your background and how you got into our field 

GS: It’s a funny story.  I went to the University of Montreal Medical School because it was cheaper and more accessible for me than going out of town. I was introduced by an acquaintance to Father Mayo, a Dominican priest, head of the psychology department and analytically trained.  Father Mayo and I became very good friends.  So, four years later, after graduating and finishing my internship, he suggested I apply for residency in psychiatry at Butler Hospital, in Providence.  I had never heard of Butler Hospital which is one of a chain Dorothea Lynn Dix inspired hospitals from 1814. It was built in 1826 for very wealthy people who would come with their cooks and their butlers.

JB: When was this?

GS: I graduated in 1950, so it was in 1951.  

JB: Where did you do your residency?

GS: Butler Hospital and Western Reserve for the first two years.  Then I came back to Montreal for the last two years because McGill demanded four years to get a diploma in psychiatry. I was chief resident at the Queen Mary Veteran’s Hospital for two years.  

JB: Tell us something about Butler Hospital and your residency. 

GS: It was a beautifully organized place. There was plenty of staff and wonderful nurses. Today, Butler is the center of psychiatry for Brown University School of Medicine, but at the time Brown didn’t have a school of medicine.  The clinical director was a psychoanalyst and Gregory Zilberg, a psychoanalyst came up from New York regularly and taught us. We got very well trained; it wasn’t the dark-ages.  In 1944 George Alexander was medical superintendent, did some work on ECT and left a tradition of differentiating between different forms of psychotic depression. To this day, when I teach students about depression, I start with the varieties of psychotic depression, which you see very rarely nowadays, but they’re there. George Alexander also taught that if the patent with psychotic depression did not get better within thirty days you could not be sure if the patient got better because of treatment or because of spontaneous remission and the natural history of the disorder.  At the end of the first year, there would be about 15% still depressed, and in the second year half of that would recover.  So, about 7% became chronic depressed patients.  He obtained these figures from British epidemiologists. When I was there we had one doctor for about 10 to 12 patients and used all the available somatic therapies including insulin coma.  

JB: When you first started psychiatry did you see yourself more psychodynamically or biologically oriented?

GS: I had nothing against biology, but we were taught how you deal with a human being.  You talk to them and you try to understand them. Freudian concepts came into it right away.

JB: Did you do psychotherapy?

GS: I did; they taught us about transference phenomena and so on.  So, yes, I was psychoanalytically trained and became a psychoanalyst and a training analyst.

JB: So how did you become involved in psychopharmacology?

GS: I’m also one of the pioneer psychopharmacologists. At Butler I had seen what very well-staffed, properly-trained doctors can do with intimate contact with the patients.  After I went back to McGill in 1953 psychopharmacology had just started in the New York State Department.

JB: On the eve of when Heinz Lehmann published about chlorpromazine?

GS: Yes, but I became involved even earlier. I’d gone to a French university and as a student I started an undergraduate medical journal in which we reviewed prominent articles from medical journals. So in 1947 I had read Henri Laborit’s papers. 

JB: On promethazine?

GS: That’s right. Promethazine was an earlier version of chlorpromazine. Henri Laborit, a naval surgeon who was also an anesthetist, was operating on brain tumors, including vascular gliomas. To calm the patients he used what he called a “lytic cocktail,” that included promethazine. He noticed that patients given promethazine were very quiet. Later he also tried chlorpromazine. He told someone what he observed and the information got to Pierre Deniker. Now Deniker and I were friends until he died.

JB: You were friends with Deniker?

GS: Oh, intimate friends.

JB: What kind of person was he?

GS: A wonderful fellow.  I’m still in correspondence with his wife. Anyway, Deniker worked with Jean Delay, who was something of a French aristocrat, even though he didn’t come from an aristocratic background. I also knew Jean Delay very well.  In fact, I was his interpreter and guide when he was president of CINP.  Delay worked with Pichot, a psychiatrist, also a good friend, Thuillier, a chemist, and Deniker. Deniker was a Huguenot, a French protestant.  His father had been made a representative to China, and the family had lived in China. Most of his brothers and sisters died there. Pierre was a remarkable guy and a very solid, decent human being. He was in charge of the clinical work. They took 38 manic-depressive and agitated patients at St. Anne’s Hospital, and administered them chlorpromazine. Their first paper on chlorpromazine was based on the findings in these patients. Now, afterwards, there was a little bit of bitterness; Laborit felt he wasn’t getting full credit. But it was Deniker who published the first series of papers, not Laborit.

JB: So you first became aware of Laborit in about 1947 when you were doing this medical student journal? 

GS: Yes. When I met Laborit at a meeting in France, and said, I loved your papers, he replied, “You read them?  Nobody has read those.” 

JB: Did you appreciate the significance of what he was saying about promethazine? 

GS: No, but it was interesting that it would keep people quiet. 

JB: Did you see it as another barbiturate when you first read about it? 

GS:  It could have been. I just read it.  It was very interesting. 

JB: So when did your interest in psychopharmacology start?

GS: When Nathan Kline published the first papers on reserpine. In fact, Kline and I became good friends. We started to use reserpine together with psychotherapy from very early on. At Queen Mary Veteran’s Hospital, I had one doctor for five patients. We had a nurse for every two patients.  I could put eight people to observe each patient. We published that some patients got worse if the drug broke through their major ego defenses, instead of supporting the ego. This became my contribution. 

JB: Could you give an example?

GS: We had a Canadian army officer who had been a sergeant. As a sergeant he had been able to sit around with the boys.  When he became a junior officer he wasn’t particularly welcome in the mess and began to drink too much. He showed anxiety, and they brought him in. Since he was very anxious and agitated we gave him reserpine. Suddenly he felt tired and weak and started to complain that his left arm and leg was getting blue and big.  I saw the state he was in and realized that activity equals masculinity and cutting out the activity equals femininity; he was going crazy when his activity was cut down by rserpine.   So very gently, we got him off the drug and pointed these things out to him.  Four or five days later he was his usual self and we discharged him back to the army.  He never had any further break as far as I know.  This was a direct influence of suddenly feeling weak and tired.  His feminine side came out and there it was. We published a paper on 14 people who were made worse with chlorpromazine and reserpine.  As we went along, I felt these drugs were not, in essence, curative, but they could be used for their pharmacological action. If chlorpromazine made you tired or weak it was going to be good for agitated patients as Deniker had already demonstrated. If a drug gave you more energy, and made you outgoing, this had to be good for somebody who felt weak, tired, helpless or exhausted, as certain obsessionals or depressives.  In the beginning, we deliberately picked people whose disorder of emotion or affect was so clear that it could be decided before they got any medicine.  And then we prescribed them the most appropriate drug, depending on what we were trying to achieve. Obviously, we didn’t always achieve what we wanted to.  We also learned the limits of drug therapy because we weren’t looking for total cures.  But we got total cures in some cases, very quickly. Why did we get total cures?  We get total cures, if the drug controlled the symptoms, which represented what the patient couldn’t handle at that moment. In these patients the drug started them on the way to cure.  So how did the patient test that?  The patient tested significant others in the environment, nurses and his family, to see if they think that they improved.  If they confirmed it was so, the patient got better. In essence, I didn’t feel these drugs would necessarily produce a cure. 

JB: Was that a commonly shared view?

GS: No, not at all.

JB: Heinz Lehmann didn’t think that? 

GS: He shared that with me.

JB: He shared that with you? 

GS: Yes, he shared that with me.  He didn’t say this, but he agreed with me. In the early years the community of psychopharmacologists was very small and the few of us knew each other.  We started to meet regularly, at least, at the beginning. The New York Academy of Sciences put on a session in early 1954 or 1955 and they invited everybody who had done work in the field including myself. I was one of the speakers.  Of course, Kline had produced reserpine, so he was there.  That’s how I got to meet him for the first time.  And Hi Denber was there. Then, a crucial thing happened in New York which didn’t happen anywhere else.  The New York state system, the largest psychiatric hospital system in the world at that time, appointed Henry Brill as one of the assistant commissioners to set up a psychiatric research unit to do psychopharmacology research in the different hospitals. Denber set up a unit at Manhattan State Hospital and Sid Merlis took Pilgrim Hospital, which was the largest with about 12,000-beds at the time. And that was the beginning of psychopharmacology. The psychiatrists in state hospitals believed that these drugs, reserpine and chlorpromazine, were antipsychotic drugs. 

JB: But that term wasn’t commonly used at that moment. Were they actually using that term?

GS: Yes.  I said, no, they shouldn’t be called antipsychotics.  They should be called symptomatic drugs which do different things. Then Fritz Freyhan gave the term target symptom approach to how I was using these drugs. Fritz, a German Jew from a wealthy background and a great psychiatrist, was the superintendent of the only state hospital in Delaware.

JB: Was he the first use of the term, target symptom approach? 

GS: Yes. My work started in 1954 and my first papers came out in 1955. In 1957 he coined the term. I organized a meeting in Montreal on the lines of Royal Society meetings with small committees of five or six people and each committee discussed specific papers with 25 to 50 people sitting in a room.  There was a full hour for discussion and all presentations and discussions were tape recorded. The transcripts from that meeting became my book, The Dynamics of Psychiatric Drug Therapy. At the beginning, Cameron, the Head of the Deparment of sychiatry at McGill, didn’t like the idea, but when he saw what I did he wrote the Preface.  And it’s a great big book; full of all sorts of ideas, not just mine. We kept every bit of discussion by all the people. There are some marvelous ideas about LSD and all sorts of research ideas. What was important that we encouraged maximum discussion.  We allowed people to kick ideas around, recorded them and published it verbatim. Because of that I was well known in the early years of psychopharmacology. My approach was to look at each patient; we had to have enough time to study them individually.  We only gave them drugs when drugs when needed. And patients always got psychotherapy around what their problem was. And I still teach this today.  Now, it’s a very, very minority view, because people don’t know how to do it and nobody is teaching the psychotherapy part. I was invited by the Japanese to give a lecture on psychotherapy of psychotic patients. So, I teach whatever is needed. We don’t teach about depression any longer. They call it disorder of mood. What is a disorder of mood?

JB: What you’re describing is a narrowing of vision.  

GS: Now the DSM-III and DSM-IV are set up to guarantee a consensus, so patients have an accurate diagnosis.  I have no problem with that.  But they changed the vocabulary.  It’s now a mood disorder. Well, there’s a mood disorder aspect to be sure.  But what do you do with a person who’s in a depressive stupor? What do you do about the guy who says I’m a zombie, I have no brain, I have no heart? 

JB: It isn’t in our language anymore. 

GS: I know, but the cases are there.

JB: Do you think that DSM-III had a major effect on the language of psychiatry? 

GS: It is not just the DSM-III but the pressure from pharmaceutical firms.  They’re not out to cheat anybody, but they are interested in saying, here is a drug which has certain effects. You have to see what the drug does to the patient.  Sometimes it makes them worse; often it makes patients better. So you have to organize things to accomplish that. You and the patient work together; I do this all the time.  Most people don’t.  

JB: Do you think that your approach was often used in the mid to late 1950s?

GS: It was a minority approach, but people who knew about it respected it.  I received every honor in psychopharmacology. 

JB: You would think your approach might have been fairly standard in those years?

GS: It was and it wasn’t. First of all, a lot of people weren’t trained to a level where they were comfortable working with ego defenses in psychotic patients.  I was. My analysts, and especially one of them, Clifford Scott, did a lot of this work in England, so I had some guidance.  Interestingly enough, when I was an analytic student, the New York Psychoanalytic Institute, the holy of the holies, invited me to give them lectures, on the use of drugs in psychotic emergencies. I talked about what the drugs would do, how they could be used and how analysts could analyze the psychotic transference using them. I was lecturing there for about two and a half years. By then they didn’t need me any more it because I wasn’t the only one teaching that approach.  They had people in New York to do it. The famous Mort Ostow entered the scene, who first presented his ideas at the meeting I had in Montreal. He was bright as hell, an encephalographer and neurologist before he became a psychiatrist and psychoanalyst. So he had a good scientific background. Azima, too, had a good background. There were several of us involved in a psychodynamic approach to psychopharmacology. 

JB: Where was Azima?

GS: Azima was at the Allen Memorial Institute in Montreal. If Lehmann’s paper on chlorpromazine hadn’t been published, his paper would have been the first North American paper on the drug. He published three months after Lehmann; it was a very good paper. There were others working with chlorpromazine at the same time, like Winkleman, a psychoanalyst.  He had the drugs first in the United States, but he didn’t publish his findings on time. Bill Winkleman’s father was a famous neurologist in Pennsylvania and they had a clinic for psychiatric patients.  

JB: You were in Montreal for how long before you left for Wayne State? 

GS: No, I went from Montreal to become chairman of the Department of Psychiatry at the University of Ottawa. Then I moved to Wayne State University.  I do a lot of teaching and plan to continue.

JB: Over the course of your career what do you consider your most important contributions?

GS: My papers on schizophrenia, manic-depressive illness and character structure.  A lot of this is in book chapters.  

JB: Over the course of your career you’ve remained fairly close to your psychoanalytic roots.  I imagine there are not too many psychoanalysts now in the ACNP, especially practicing psychoanalysts.

GS: When ACNP started, I was a charter Fellow, and I’m one of the rare Life Fellows now. 

JB: Often you hear there is a big rift between psychoanalytic and biological approaches. Do you think in the 1950s and early 1960s there wasn’t nearly as big a rift as subsequently, or was the rift always there?

GS: The rift was there, but there were and are reasonable people on both sides. 

JB: Did that get worse over the years? 

GS: It’s when some people demonize the other side that the trouble starts. 

JB: What have you been doing recently?

GS: I’m teaching at Wayne State; Windsor is right across the river from Detroit.  They have 10 psychiatrists for 300,000 people.  I give them two days a week. The patients only get 10 minutes when they see a psychiatrist and drugs. I’m the only one that gives them 45 minutes.  I’m not there as a psychoanalyst, but I do deal with psychotic and neurotic defenses.  Nobody teaches about ego defenses any longer. They don’t even use the term; it’s nonexistent in the current terminology of psychiatry. That’s ridiculous!  What do they think the patients are doing with their delusions, with their actions?  These are defenses.  These are ways to fend things off; it allows them to feel better. I also lecture all over the world, including France and Germany. I speak both languages.

JB: We’re going to have to stop.  Are there things we haven’t covered?

GS: If you agree, I’ll send you a whole slew of my papers. Call me if you have questions.

JB: I would love that. Thank You.

