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GA:
Professor Sarwer-Foner* is in a very special position for me in terms of my research interest over the last fifteen years. Apart from being chairman of the Department of Psychiatry at the University of Ottawa for many years before he retired, one of his major contributions was his early work on psychodynamic issues related to drug response. All of us owe him a great deal for recognizing what has now become an important issue, the role of extra-pharmacological factors in drug response. He has been a pioneer in that area. He combined psychoanalytic and psychodynamic views with psychopharmacology while participating in the early development of psychopharmacology on this continent. With this brief introduction, it is my pleasure to welcome Professor Sarwer-Foner, and to ask him to tell us what sort of training he had and what provoked his interest in the new psychotherapeutic drugs.

GS: 
Thank you George, it is my pleasure! Well, like many Canadians at the time, I had a choice, and that choice was that I could train in Canada, or train in the United States, or in both. I decided to train in both! I went down to Butler Hospital to work with David Graham Wright, who is now dead, and later with Douglas Bond at Case Western Reserve, as well as with Gregory Zilboorg and other well-known psychoanalytically trained therapists of neurotic patients, and characterological patients who would now be called personality disorder patients. I also worked with all the leaders in the use of psychodynamic principles in the treatment of psychosis. I think that I was probably one of the first, if not the first, Canadian trained in these principles when I came back to Canada in 1953 to join Dr. Travis Dancey at the Queen Mary Veterans’ Hospital, that was part of Professor Ewen Cameron’s very large and rapidly growing department of psychiatry. So I knew a lot about schizophrenia and about the dynamic factors of schizophrenia, and a fair amount about insulin coma, which was one of the main treatments at the time. Indeed, one of my first theories, that appeared later on in Rinkel’s book about insulin coma therapy, was that the intense nursing care given to schizophrenic patients – absolutely dependent upon the love, so to speak, and devotion of the doctors and the nursing staff in the insulin-induced coma – played a very large role in replacing some of the not altogether good mothering and fathering that some of these people had in their earlier lives. For me, this was one of the major factors in the effectiveness of insulin coma.

Now by the time I returned from the States the neuroleptic era had started, and my early involvement in it is related to a serendipitous accident. When I was a medical student at the University of Montreal I founded the undergraduate medical journal, and one of the things we did was ask some of the professors and some of the students to divide up the medical literature, the journals of the time, and summarize interesting articles for publication. I took the journals that the others didn’t want to do, and in one of these journals was a weekly summary of scientific papers out of the University of Paris teaching hospitals. Among those papers was Henri Laborit’s who was working with a phenothiazine compound. The Rhône-Poulenc company had thousands of these products, many phenothiazine drugs, and nobody bothered with them at the time. But Laborit was interested in neurosurgery and developed what was called the “lytic cocktail” in anesthesiology, in which he used antihistaminic phenothiazines to decrease brain metabolism so he could operate on highly vascular gliomas. Many years later he was amazed that I had read his articles; that became a bond of friendship between us. 

Now, Laborit told Pierre Deniker, who was working with Professor Jean Delay in the department of psychiatry at Ste. Anne’s hospital in Paris, that these compounds calmed people; they did not put them to sleep, but made them drowsy. He also told him that it might be worthwhile to test these drugs on inpatients. The result was the 1952 study by Delay and Deniker of 36 manic-depressive patients in the classic French medical style: looking at the signs and symptoms of what happened after they gave them the drug that was to become known as chlorpromazine. By then I was back in Montreal at Queen Mary Veterans’ Hospital.

McGill University, at the time, was a very large training center. It was to become one of the three largest training centers in the world in the years that followed. The other two were the Menninger [Clinic] in Topeka, Kansas, and the Maudsley [Hospital] at the University of London, in England. They were all about the same size. Each had between 153 and 156 residents in psychiatry from all over the world. Heinz Lehmann was in charge of research at the Verdun Protestant Hospital, one of the teaching hospitals affiliated with McGill, and he was given chlorpromazine to try. He wasn’t the first in North America who was given chlorpromazine. Bill Winkelman, Jr. of Philadelphia had been given chlorpromazine earlier and started to work with it sooner, but he published later. Heinz was working at the time with a young resident called Hanrahan; he gave these drugs to Hanrahan and went on holiday. Hanrahan used them and reported to Heinz that there was something special about them. The rest is history; Heinz published the first North American paper on chlorpromazine.

Now, everybody knows that. But what most people don’t know – and that is pertinent to my career – is that if Heinz hadn’t published, the first paper on chlorpromazine would have been published by Hasan Azima and Bill Ogle, who were working at the Allan Memorial Institute. Their paper was published three months later. Azima was from the old Persian royal family. His mother was a Persian princess before the Shah took over, and he was a most cultivated gentleman. His wife, Fern, is a very well-known psychologist now, but I am speaking about the time when they were at the beginning of their careers. Bill Ogle was a Canadian Army Corps officer in World War II who was hit in the mastoid by a German bullet that pierced his tank’s armor. Fortunately they had a neurosurgical unit that saved his life. He became my research assistant when I set up my research department at Queen Mary Veterans’ Hospital. Reserpine had just appeared on the psychiatric scene at the time. Nate Kline in New York had worked with Rauwolfia serpentina, and then with reserpine. I had done some work with Rauwolfia serpentina and chlorpromazine, and was just starting to study reserpine.

Because of the setup at Queen Mary’s Hospital, we could study drugs with a high ratio of nurses and doctors to patients. Dr. Dancey, the head of the service, had a humane approach to research. He believed that we must study what each patient was suffering from, and look at not only the diagnosis but also their behavior. So it was easy to set up a very careful study of the dynamic factors and to follow every single patient in psychotherapy with three or four independent observers of the drug effect. The patients were selected not because of the disease they had but because they had a measurable disorder of affect. They had to have a disordered expression of emotion that was measurable. It could be the negative symptoms of schizophrenia, agitation, anxiety, depressive affect, manic affect, inappropriate affect, or no affect, but it had to be something that we could describe clearly and then follow meticulously. When we began to do this of course Ogle and I found how the drugs influenced people. 

My approach to psychopharmacological research was based on ego defenses. I did not think that the drugs were going to create basic biological changes although in some very aggressive patients, they might tone down the aggression by modifying energy levels. I felt that the drug would change the ego defenses of the patient. Many years later Mortimer Ostow was the first formal analyst who tried to deal with impasses in analysis by adding drugs. He published on this, but my papers with Ogle and my other collaborators were the first publications on how drugs affected ego defenses and how this translated into changes in symptoms and signs. To give an example: one of the first patients we had was a very vigorous, strong and handsome man. He was a well-known parachutist, who used his extroverted masculine energy to prove that he was a man, but underneath this he wasn’t so secure. When he was given reserpine, it knocked down his energy, and the minute he didn’t have much energy his blood pressure dropped and he developed the most amazing left-right hallucinations and delusions. He felt that the left side of his arm was getting big and turning blue and he would say, “Look, don’t you see my blue hand; don’t you see it?” The left side was his sister’s side, the feminine side, and he saw it as getting bigger and out of proportion because he felt that we had removed his energy and his manhood. Passivity equaled femininity and activity equaled masculinity, and we had inadvertently taken away his defense against these underlying doubts by giving him this drug. We stopped the drug and continued psychotherapy; he very rapidly remitted. When Roy Grinker heard me present these data he rushed over and grabbed me and said, “This should be published in the Archives.” And it was. So, as a result, at a very young age of 29 or 30, I had the beginnings of an international reputation.

We also started to work on what was later called the “target symptom” approach to psychopharmacology. I adopted that term from Fritz Freyhan who had been working independently from us. We didn’t believe that these drugs were curative; they were not. We believed that they were powerful pharmacological agents, and the best way to use them was to look at what I called their characteristic pharmacological profile, and then apply that profile to control symptoms that were linked with the patient’s disturbance. For example, if the patient was agitated, chlorpromazine and reserpine were very good drugs, because they knocked down the energy that caused the aggression. If a patient needed a stimulating drug, then Ritalin (methylphenidate), amphetamine, ephedrine, etc., were used under very careful supervision. All this took place between 1953 and 1956. We also introduced combined treatment, using drugs together with psychotherapy, but we didn’t publish on this until 1960. I believe our paper was the first on combined drug treatment and psychotherapy.

GA:
That is now a big issue thirty years later. You were one of the early people that indicated the importance of the combined integrative approach.

GS:
Yes, we did. Now, the Second World Congress of Psychiatry was in Zurich, in 1957. The first one was in Paris. Here I have to give you just another little bit of Canadian history. The congress in Zurich was the first one I attended and it was the first one that the entire North American group involved in psychopharmacology contributed to. Remember, Deniker started with Delay to work on chlorpromazine in 1952 and Lehmann’s publication on chlorpromazine appeared, I think, in 1954.

GA: 
1954, yes.

GS:
My first paper in psychopharmacology was published in 1955, although in 1954 we had already presented some of our findings. At the time we didn’t think anything of the concentration of talent in psychopharmacology we had at McGill in those years, but later of course it became evident. We had the good fortune to have a group of very able people together, such as Charlie Shagass, Heinz Lehmann, myself, Ogle, and many, many others. Well, Ewen Cameron was talking about organizing a World Psychiatric Association (WPA) congress in Montreal. This was brought to the attention of the Canadian Psychiatric Association Board of Directors. Someone who was competing with Cameron didn’t want to let him be the formal Canadian delegate to that was negotiating for this congress, and they proposed me, a young punk, to replace my professor. Well I, of course, protested violently. What happened was that Professor Cameron was confirmed as the delegate, but I was made the alternative delegate. Professor Cameron looked at me and said, “Young man, you are very lucky, so come, keep quiet and observe and learn!” I said, “Yes sir,” and I did, in fact, observe and learn. It was an entrée for me to the European group.

When we went to Zurich in 1957, Nate Kline had a symposium and we were all participating in it. We met there many of our European colleagues. Some of them I already knew. I got to know Pierre Deniker very, very well, and we have remained friends until this day. I became very friendly also with Professor Delay, whom I admired. He was a remarkable man. When Professor Delay was the president of the congress of the Collegium Internationale Neuro-Psychopharmacologicum (CINP) in Washington, many years later, in 1964, I was his official guide and interpreter. Delay worked out a classification of psychotropic drugs and presented it at the Zurich meeting of the WPA and in the next year, in 1958, in Rome. Two other people had proposed alternative classifications: one was Heinz Lehmann from Montreal and the other was Nathan Kline from New York. The three classifications were remarkably similar. They used terms like neuroleptics, tranquilizers and things of that nature. Delay was a cultivated man, an aristocrat, a great scholar, and a real gentleman. He could speak English, but didn’t believe he could. So he said, “Gerry, would you act as our interpreter with Nate Kline, who doesn’t speak French?” There is a photograph from Rome and it’s really funny. Here is Delay and here is Kline and they are talking to each other; and here I am in the middle. I didn’t have to say a word. Delay spoke very good English. Kline got along with him beautifully. There were many humorous things of this kind. 

GA:
What is amazing is how many chance encounters have shaped what was to happen subsequently.

GS:
That’s how they happen!

GA:
I have always been impressed that you are one of the very few people who could recognize the importance of systematic observations and the context in which the treatment took place. We are still not paying too much attention to this in clinical trials, yet by now everyone recognizes it.

GS:
In psychiatry, unfortunately, there are two traditions. There was the early tradition of the humane treatment of patients, which worked very well for the Conollys and the Tukes in the early years of the nineteenth century before the industrial revolution created massive overcrowded urban slums in the cities with no social services. Now when this occurred, the available hospitals that were treating patients became swamped. A good therapeutic milieu got eliminated; it was not possible any longer to individualize the care of the patients. You had one nurse for one hundred to two thousand patients, and one doctor for several hundred or even several thousand patients. So obviously they concentrated their resources in the admission services or on the agitated wards, and the rest of the patients who were chronic were given much less intensive care. This led, in an unintended way, to a Procrustean bed approach, where the patient was fitted into the programs that existed, and not what the patient needed. This development still plagues us in psychiatry to this day. When the Montreal General Hospital, the Queen Mary Veterans’ Hospital and the Jewish General Hospital in Montreal started with psychiatric units, they were able to give intensive care to patients. They could follow meticulously the progress of patients. Today, there are social forces working against us: the rationing of care and the promotion of managed care to cut costs. Today we are experiencing a very rough ride, but at the time I did my research that wasn’t the case. Even in the mental hospitals we were getting more funding because it was recognized that patients were ready to interact with the staff and therefore you needed more staff.

My team and I published the first Canadian teaching paper on drug-induced extrapyramidal reactions. We studied a lot of drugs that we didn’t refer to because we were just another group in the American clinical trials. We studied imipramine when it was a research drug, and Nardil (phenelzine), Stelazine (trifluoperazine) and Trilafon (perphenazine). We did a whole bunch of drugs, some of which turned out not to be terribly important, but some were. We studied and published – and this is rare in terms of discussions that have gone on at this meeting – the negative results, because we felt that it was important. One antipsychotic was touted as a drug that would knock out hallucinations, delusions, and ideas of reference, and we said that this didn’t sound right. So we just took the drug and gave it to patients with these three criteria to show that there was no such thing clinically, and we published the results. And there were many of these things. We started the antipsychotic school of psychopharmacology, which emerged from the state hospitals where the drug was given to treat the whole disease. The target symptom approach that we pioneered was the use of the pharmacological profile of the drug and clinical dosage to control symptoms which we felt were of significance to the patient’s disturbance.

Now, Delay – if I can go back a little bit in history – was an amazing person; he was a genius in many ways. You know his biography of Gide had him admitted to the Académie Française as a writer. He had tremendous subtle political knowledge in understanding people, but he was an aristocrat and for ordinary things he was helpless. But if you talked to him about organizing this or that, or about the political consequences of X or Y, he was right there, he knew exactly what was what.

My interest in ego defenses took me into many other areas of psychiatry, so that I published not just in psychopharmacology but in many areas. And over the years it has led to my being president of a whole series of organizations, some of which have nothing to do with psychopharmacology. One of the things that emerged was an international psychiatric research society that I set up in 1958 at McGill with a meeting on what we call non-drug factors, non-direct drug factors in psychopharmacology, although we dealt with drug factors too. We ended up following the old dining societies, like the Royal Society and others in the nineteenth century where people around the dinner table discussed several topics, selected by a committee of experts, and presented by the speakers. We set up small committees, no more than fifty people in each, and people could join whichever committee they wanted to, and there was maximum discussion. We tape recorded everything and our book, Non-specific Factors in Drug Therapy, based on these records, was published later. The people attending the meeting loved the idea that they had so much time for discussion.

Although I hadn’t intended organizing a society, they voted to meet again. They picked the topic. The second meeting was at Harvard with Milton Greenblatt running it. We didn’t have a name, of course, so someone said, “Well it’s the group that does not have a name, so we became known as ‘The Group Without a Name’.” Some very funny things happened. Hy (Herman) Denber tried to run a meeting in a nice warm place in Miami and he went to the hotel to make arrangements and said we wanted to reserve the hotel for a meeting and they said, “Yes sir.” And then the guy asked, “Who is the president?” He said, “We don’t have a president.” Then they asked, “Who is the treasurer?” “Well, we don’t have a treasurer.” “Well, what’s the name?” “Well, we haven’t got a name.” And at that point they threw him out. So after that we were called The Group Without a Name, and later on we were called the International Psychiatric Research Association.

GA:
Actually you innovated something that came into the commercial sector and became known proverbially. You should have taken credit for the name. I have had the pleasure on a few occasions to participate in  meetings of the Group, and I have found them very, very informative, and very conducive to extensive discussion. You have been very active in the psychodynamic and psychoanalytic area, and have also contributed extensively to developing psychopharmacology not only in Canada, but internationally. That was all happening in the 1960s when biological psychiatry was just taking off. You have kept a steady course, and I think in retrospect you are probably one of the very few that has maintained interest in both sides which is what everyone now expects.  

GS:
Well, I do a lot of teaching on the union of mind and brain; that the brain forms symbols and the symbols inform the mind, the psyche, and that some symbols are treated by the brain as flesh, for example the eye and the knee symbols, while other symbols are treated by the brain as imaginary playthings. I remember my first day in psychiatry at Butler Hospital when they announced the movie they would show to patients. This was not long after World War II and it happened that the movie announced was a war movie. And I said to the clinical director, George Alexander, who was a brilliant diagnostician, psychiatrist and analyst, “what happens when a schizophrenic patient sees a bomb go off and screams?” He said, “Nothing,” and I didn’t believe him. But of course he was right because the patient knew he was sitting in his armchair and that he was quite safe. So the brain treats many symbols as unimportant. But many symbols that deal for example with the eye and knee are treated like living flesh and the psyche becomes not a servant to the brain because the brain responds to the psyche’s need as flesh. If you look at it, you still have a lot of mindless psychiatry going on, which is a disaster in my opinion.

GA:
I have not always been a great admirer of the term biological psychiatry. It really may have contributed to the creation of the conflict between the two, biological and psychological, approaches to psychiatry. I think it was an unfortunate term. Yet, as you have already pointed out, they really have to come together.

GS:
Yes, they should!

GA
They should. What would be your advice? I think you are right; there are still a lot of things going on which are probably not the right things to do in treating issues within the biological or psychological domains. What is your advice to the new generations?

GS:
Well, my advice was unpopular in this area. I hope that this doesn’t sound like arrogance, but I think my advice on this issue was correct. First of all, the early use of the term biological psychiatry antedated the developments in neuropsychopharmacology.  At the time the treatments were physical: there was insulin coma, there was electric shock and there was nitrous oxide therapy. There were leucotomies and lobotomies and so on. So it was biological psychiatry, and the term was appropriate. But later we had a different context. I agree with you that if you don’t know the history of it, then it becomes less appropriate. I am very, very cynical about offering new definitions of diseases of the mind every four years; they don’t even talk about diseases of the mind; they only talk about signs and symptoms. I think that this is unfortunate. I think proper training can change this, but unfortunately, the financial and social pressures are against the type of training that you and I would probably wish to have. So I really don’t know what to do except to keep teaching. And I keep saying that the patients will teach you if nobody else will, because, thank God, there are some bright young people coming up, and even if we don’t teach them, some of them will learn from the patients. Now, that’s a painful way to reinvent the wheel.

GA:
You have published extensively, and I am wondering what do you think is your most important paper? It’s hard to pick one paper. Usually it’s a body of work, but if you had to choose one paper which one do you think has made the greatest impact?

GS:
Well, it’s not in one paper. The papers published from 1955 to 1961 dealing with the target symptom approach, with the psychodynamic action of drugs, with the importance of character and character defenses and how they interact with drugs, with the importance of symbols, the ego and superego conflicts and how they interact with drug effects and are influenced in terms of drug effects. I think that these are the important areas I dealt with in those papers, but I don’t think one is always a good judge of one’s own work in this regard.

GA:
It is true; it is absolutely true; it is hard picking one favorite child among all of your children. You have been involved with and contributed to many things over the years. You were the chairman of a large academic department, a contributor to many journals and editorials, an organizer of professional bodies nationally and internationally. There were so many activities you were involved with that I don’t know how you have managed to keep balance between all those activities.

GS:
I am not sure that my wife would agree that I have always managed to keep balance. It’s the old joke, you know, but there is truth to it. I think that I am an outgoing person, and with Cameron having introduced me to the psychiatric scene I have played a considerable role in that. I have contributed, you know, to the Sixth World Congress in Honolulu, and also quite heavily to the Montreal Congress, earlier, and to several other congresses since. If one knows people all over the world, it’s an interesting life, very busy and hectic at times.

GA:
So, what you are really saying is the importance of personal contacts, national and international.

GS:
Yes, because I could go to a meeting with my colleagues, and sit down and tell them what I was doing and they would tell me what they were doing, and we would all exchange ideas and that’s the best and easiest way to communicate.

GA:
This session is for the history of psychiatry. Are there any other important historical events that you have enriched us with?

GS:
Well, Ted Rothman played probably an unusually large role in the founding of the ACNP. Ted was a good psychiatrist and a good researcher, but I don’t think that compared to some, he was brilliant. I mean no offense to him when I say that. I liked the formation of the American College of Neuropsychopharmacology. But earlier, before this group started we had informal research directors meetings, which was one of the developments that people don’t remember because the government’s involvement knocked it out very quickly. When the neuroleptic drugs came in, Henry Brill was appointed to introduce drugs into the New York State system, which was the largest state hospital system on the continent at the time. As a result, every large state hospital center was a training center with a director of psychiatric research. Sidney Merlis was one, and Nate Kline, was another, although in a different way. And we who were not in that system were in the beginning sometimes at odds with them. They were very threatened by my insistence on personal attention: I had one nurse for two patients and one doctor for every five patients. They not only envied us, they just couldn’t do the kind of thing that we were doing. And we didn’t have to cope with some of the problems they coped with, but we used to meet informally. The research directors would get some money from universities or drug companies and then we would meet. So, ten of us, twelve of us, fourteen of us, eighteen of us would meet every year and would sit around and talk. That led to a sort of an organization. But it was Ted Rothman more than anybody else who, several years later, got together the basic centers, the pharmaceutical industry, important professors who were not necessarily psychopharmacologists, and researchers. At the Maudsley, Sir Aubrey Lewis was very important, and at McGill Ewen Cameron. And so were some other people, such as for example Paul Hoch, who was not a professor, he was in a New York State research facility; and many, many others. That is how all these got started, and that is how progress takes place.

GA:
Well, looking back into the early years of development in neuropsychopharmacology, we have gone a long way since then, yet many of the old issues are still with us!

GS:
All of the old issues are still with us! All our drugs still have a 60 to 70 percent response rate and if you are lucky they will give 80 percent results on the symptoms. We still have the hardcore of  placebo effects and the hardcore of non-responders. We still don’t have a specifically curative drug for any of the diseases. Our drugs are safer, and have fewer side effects, especially the new ones. But, if the truth be told, they are not therapeutically more effective than the older drugs, and they don’t give a higher rate of cure if you take the natural course of the illness into consideration. We have come a tremendous way and we have made tremendous progress, but we have a hell of a long way to go. I would say that we are ignorant of more things than we are knowledgeable about, and that’s not a criticism of our tremendous progress. For example, what is the biochemistry of the gleam in my eye and what is the biochemistry in my smile, and the biochemistry in my frown, who knows? I think that genetics and molecular biology may help us there, to find out some of the biochemistry of thought and feeling, but there is a long way to go. But that is the nature of science. I think that we will have to have patience.

GA:
Well, it sounds as though you are optimistic, and that may be part of what carried you throughout all the years from the very early days when you probably stood alone. 

GS:
In my own vision I have literally stood alone, but once my papers were published I very quickly did have allies all over the place. But in the beginning it was a little tough.

GA:
Are you happy with how things turned out for you?

GS:
Some of the things that happened, at the time they happened I thought were bad but they turned out to be very good.

GA:
Yes, that is true! It is, for me, really a great pleasure to just listen to some of your early experiences. You are also one of the major Canadian figures that really contributed to psychopharmacology, so it is fascinating to hear from you first-hand about these issues. I think when you talked about these early years you were really projecting a sense of optimism about the future. What message would you leave for the younger generation now? What do you think we need to do?

GS:
Well, we have to realize that we are treating people, and you have to know what a person is. If you don’t know what a person is, it is very hard to work out the pharmacological or any other therapies. In other words, the difference between man and the lower animal is a very important distinction. And the distinction is in the brain and the psyche. The psyche interacts with the brain, and the brain response to the psyche is that it is living flesh. If there is an injury to the psyche, it is responded to as an injury to part of the body. And if they don’t know and start with that, it is very hard to go to the pure drug effects. We tend to be getting a bit away from that because of the pressure of money, and the pressure of time, and managed care, and the pressure of a lot of things. Unfortunately doctors are not as important in controlling medicine as they used to be, and I think that is lethal. Well, that is showing my age a bit, but it shows as well my optimism when I make that kind of comment.

GA:
Your work over the years, about the psychodynamic aspect of drug response, has had a tremendous impact and I think is now becoming very popular. I mean you stood alone at the beginning talking about subjective domains or subjective experiences in the lives of patients. There was one influential person who did follow your work from the beginning; the late Philip May. He was very intrigued and interested in the early work you had done about the psychodynamic aspects of drug response. We are indebted to you. Thank you very much.

GS:
Thank you. You have helped me enormously in the interview.

GA:
Thank you.

* Gerald J. Sarwer-Foner was born in Volkovsk, Poland in 1924 and immigrated to Canada at age seven. He graduated in medicine from the University of Montreal in 1951. In 1953, after training at several American centers, he joined the Department of Psychiatry at Queen Mary Veterans’ Hospital in Montreal, one of the teaching hospitals of McGill’s Department of Psychiatry. In 1971 he became professor of psychiatry at the University of Ottawa, and in 1974 head of the department. Currently he is professor of psychiatry at Wayne State University in Detroit, Michigan.





