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GERARD E. HOGARTY

Interviewed by Andrea Tone

San Juan, Puerto Rico, December 16, 2004

AT: I’m at the 2004 ACNP Annual Meeting in Puerto Rico and, today, it is my pleasure to be able to interview Gerard Hogarty.(

GH: Jerry is what I’m usually tagged with.

AT: You have an unusual route to ACNP.  Why don’t we start by finding out a bit more about your background, how you got interested in philosophy and social work and, eventually, psychiatric epidemiology?

GH: Well, quite by accident, I got out of graduate school in 1960, and at the time, the only references I knew of to clinical psychopharmacology were tranquilizers. That’s how everybody referred to them in those days. After I got out of school I was working in a Public Welfare Agency in the District of Columbia and I ran into an old professor, who said the National Institute of Mental Health (NIMH) was doing a nine-hospital study on these new tranquilizers and one of the hospitals was in trouble. They needed a social worker to collect the history data and background, and this was unprecedented because nobody had ever hired a social worker in that role. So, I went to the Springfield State Hospital and talked with the investigator there, an old fellow, Martin Gross, who was to become my first boss. We had a very lively exchange, which I don’t think I’m going to put on record. Suffice to say, he thought social workers had “soft heads and big hearts”, and that my demand for seven thousand dollars a year was outrageous. But, we became the best of friends.  He was like a second father to me. He started off saying that I didn’t know much about mental illness. So, he stuck me as an admissions officer in the state hospital for about a year. In that hospital we admitted about 10,000 patients a year and we had 3,000 beds. I learned about schizophrenia from Martin and his colleague, Arthur Mandel. Both of these gentlemen had fled Europe prior to the Nazi take over.  Arthur had been at the Vienna Clinic, and had worked with Sakel who introduced insulin coma therapy, and Martin had been a disciple of Emil Kraepelin. So, this was quite an experience. I only came to appreciate its richness with the passage of time. If I had an hour with a patient, I had at least an hour with one of those gentlemen afterwards, to go through the experience.  It was terrific.  It took me many years before I could get into the DSM system or the classification of symptoms. I thought like a European.  I had to think of cases and try to draw up the thread through that. To this day, I’m adamant the diagnostic systems we have are really classification systems. You need profound knowledge from the narrative of life to understand a person. Diagnosis is, understanding.

AT: Can we backup a little? I’m writing a book on the history of the minor tranquilizers and what you said is fascinating. You said psychopharmacology was understood by people, outside of neuroscience, as being tranquilizers. I wanted to know what involvement social workers might have had with tranquilizers.

GH: That’s really at the heart of this.  I was only a kid at this point.  When I was at the Springfield State Hospital, they were at the beginning of studies on antipsychotics, trying to pin down their prophylactic efficacy. Their therapeutic efficacy was fairly well established in multi-site collaborative studies sponsored by NIMH.  But the issue that remained was whether these drugs could act like insulin for a diabetic. Did they have a prophylactic effect?  My training, in social work, had been mainly psychoanalytic. My colleagues and I were all of the opinion that medications were “symptom covers” and that “love” would be enough, so if you could provide the right kind of psychosocial treatment you wouldn’t need to have medications with all their side effects. When I was in training, I remember getting patients from a local VA and the goal of treatment was to wean them off their “oral dependency” on medication. The experience at Springfield was remarkable. I’d seen more change in twenty-four or forty-eight hours in these patients than I’d ever seen in people who had years of psychotherapy. But that needs to be qualified; my career has been in developing psychosocial treatments to use in combination with medications. 

AT: Was your work focusing on tranquilizers at Springfield Hospital, like Valium (diazepam) and Librium (chlordiazepoxide)?

GH: No, those are the minor tranquilizers.  We were dealing with schizophrenic patients and the medication we used in the study was Thorazine (chlorpromazine) and drugs like Thorazine.

AT: That was the drug used in the study you were recruiting patients for?

GH: Yes.  I was a social worker for that program but the whole operation, the major study out of Washington, was run by Jonathan Cole.

AT: The godfather of…

GH: The godfather of American psychopharmacology. Jon decided to do a second study using high doses of those drugs. There were hundreds of thousands of people in State hospitals with the diagnosis of schizophrenia and the hypothesis was they were under-medicated. As it turns out, a lot of them were over-medicated. But the hypothesis was they were under-medicated so they put together a seven-hospital study.  The coordinator was Bob Prien, a psychologist, and Jonathan asked if I would coordinate the social workers at the seven hospitals. I had a chance to travel with Bob Prien to seven hospitals almost every month in the eastern United States and it was quite an experience.  We were like the odd couple.  It was the funniest time in my life but I also learned a lot. Then the folks at NIMH figured out I was writing grants for Arthur & Martin, so Jon asked me to come to the NIMH. I went for a year and had a phenomenal experience.

AT: What year was that?

GH: 1966. I had this wonderful opportunity to work with people in the Psychopharmacology Service Center (PSC.). Nina Schooler and Sol Goldberg were there and I worked with Marty Katz, Ronny Lipman, Mitch Balter, Al Raskin, Jonathan Cole, and Helvi Boothe.  These were wonderful people and, I learned methodology while doing my job. We had these people who put together the assessment instruments we still use today, and I learned about study design and analysis of experiments.  At the time I was raising a family, still struggling financially, and the company I worked for back in Maryland said if you come back we’ll double what you earn to write grants for us.  So, I said sure, when do you want me to start”?  What I had in my mind was doing a placebo controlled study, comparing medication with a psychosocial intervention, alone and in combination. This was the first study of its kind. Although there had been a number of medication studies, there was none that went more than six or twelve weeks and none had ever combined medication with psychosocial treatment.

AT: Why?

GH: Nobody paid any attention to psychosocial treatment because, first of all, there wasn’t any good psychosocial treatment except psychoanalytic psychotherapy.  So, I put together something I called major role therapy. People picked up on it; it became what is now called clinical case management. It was atheoretical and did nice things for people who were having problems.  It was a mental health services approach, but had no relationship to the pathophysiology of any of the disorders we were treating.  People thought that was pretty wild. For the description of treatments today we need a big manual, but then the description was about a paragraph. I remember hearing, “Who is this social worker asking for a multi-site outpatient study”? I had a two-day site visit with about eight people. Well, I got that grant and we did the first long term placebo controlled maintenance study. We had almost four hundred patients; I think it’s the largest controlled maintenance study ever done on schizophrenia.

AT: Where was it published?

GH: In the Archives of General Psychiatry in the early seventies. The project started in 1967 or 1968. It was awesome. Of course, patients were dropping like flies on placebo. We had almost two hundred patients on placebo and almost two hundred on medication, and then randomly assigned patients to major role therapy or not. And a couple of big things happened. We absolutely pinned down the prophylactic efficacy of antipsychotic drugs.  About forty percent of patients on medication had a relapse in that two-year period, whereas eighty percent or more relapsed on placebo. A number of our patients made the Baltimore newspapers by acting out in the community. We were counting the times we made the newspapers. I was so upset.  Right now, if you had a study like that, you’d have to call it off midstream.  As a matter of fact, it would be very hard to get placebo studies approved today and even harder for maintenance treatment.  

AT: By calling it off, you mean putting the patients back on the medication?

GH: Sure. I remember Nina Schooler saying, “You know, no one’s going to do this again.  You’ve really got to nail it to the wall”. Outside this small group of biological psychiatrists, nobody at the time really believed in medication. Even today it can be an issue. I wrote a book a couple of years ago on one of our recent treatments, and in the review of the literature, there were still textbooks decrying the need for medications, and this was in 2002. So that belief has died slowly.  In the 1970’s, I was without a professional identity. Other social workers didn’t want to touch me with a ten-foot pole. I had converted and joined the enemy, the “agents of mind control”. But I had good friends from other disciplines so I carried on. We pinned that down and we also began, for the first time, to get a sense that the combination of medication and psychosocial treatment took you further than you would ever get with medication alone. That was a big observation. The most astounding thing to me in that study was that psychosocial interventions could have a profound negative effect under certain circumstances. If a patient received the psychosocial intervention and the placebo, his adjustment was far worse than those patients who received the psychosocial intervention with active medication. In fact, those people on placebo alone, who survived without a relapse, did better than people who had the psychosocial intervention and placebo.  That occurred at all three clinics. It was reported first by family members, at about eighteen months. By two years, physicians and social workers all reported this profound interactive effect. You can never test for an interaction unless you have placebo controls. So, all of our future studies were simply add-ons; everybody was on medication but some received the psychosocial treatments and some didn’t. But this study was had a classic two by two study design, with a control for medication and for psychosocial treatment. After that study people began to look at me, and say, “You know, he’s a very interesting fellow. He’s not opposed to medications, and he’s got something else to add”.  So, that was the beginning. But a lot of critics said, “Patients often don’t take their medication, but if it was guaranteed medication was taken they would have got much bigger effects for medication alone, and the combination of medication and psychological treatment wouldn’t have mattered”.  So, I repeated the study with a smaller sample.  It was in the Nixon years and there wasn’t much money to do psychosocial treatment trials in schizophrenia. So, we did a study where patients either received an active injection of fluphenazine decanoate or a sesame oil vehicle, which was essentially a placebo. If you got the sesame oil vehicle, you also took an active oral medication, fluphenazine hydrochloride by mouth, and if you got the injectable fluphenazine, you took a placebo pill by mouth. So, everybody got a pill and an injection. The belief was, if medication was guaranteed, then relapse rates should be much lower in patients in the injectable fluphenazine group than in the patients that were getting oral medication. Was that correct?

AT:  Yes.

GH: Wrong. It didn’t matter. We had the same relapse rate at the end of a year on oral medication as we had by injection. It was only over time we could see the advantage of depot medication.  That was a shocker.  I held onto the results of that study for about a year or two. My colleague, Nina Schooler, was doing another collaborative study through NIMH on oral versus depot fluphenazine and came up with the same finding. So, I said, “I’m going to publish it”. If I had published when we first had those results, I would have been laughed out of the field, because, people would have said, “That’s what happens if you have social workers doing psychopharmacology trials”. So, we sat on that one for awhile. That observation certainly revolutionized my life and did so for my colleagues around the world, in the field of psychosocial treatment. It was transforming, because the message was that even when you guarantee the receipt of medication by injection you still have this high relapse rate.  Why? A drug is a drug. Why were these people relapsing?  So that made us to begin to look closely at the environment. What is it in the life experiences of patients and in the pathophysiology of these disorders that will drive the illness in a positive or a negative direction?  At this point, it was the 1970s and I moved to Pittsburgh.  I have been in Pittsburgh for over thirty years now where I had the good fortune to hook up with Carol Anderson, a traditional family therapist. We were talking in the cafeteria and she was saying the approach to family therapy for patients with schizophrenia was chaotic. Everybody would leave a session, screaming or in tears, and the therapist would think that was a great session. One of the things that was going on at the time, were studies in England on “Expressed Emotion.” The patients, who returned to households that were high in criticism, in expressions of hostility and in withholding warmth and regard, had a high rate of relapse. Learning about these findings I thought they were vulnerability markers that could be exploited for therapeutic purposes. So, we put together the first theoretically based psychosocial intervention for these patients. It was, in retrospect, very simple. If you could “cool” the environment and limit the demands placed on patients, in combination with medication, you would lower the relapse rate. So, we came up with something we termed “family psychoeducation”, which has now spread across the field. We started our study in 1977, coined the term and published on it, the first time, in 1980. Now, there’s psychoeducation for everything. The results were profound. We had zero relapse in the combination of family psychoeducation, medication and Social Skills Training. Social Skills Training was an indirect way we thought would lower the expressed emotion of a household. We’d analyze these videotapes, looking for the kinds of behaviors in patients that “drove family members up the wall”. Then we would work on those behaviors with the idea that if we can modify them we would lower the “Expressed Emotions” in the family. The other approach, the family psychoeducation approach was a direct way to lower the emotional climate of the household.  In our study, if someone received the combination of those two psychosocial treatments, no one had a relapse in the first year. I never saw a study before that had zero relapse. Nineteen percent of the people who received Social Skills Training alone or family treatment alone relapsed, and patients who were on medication alone had the traditional forty percent relapse rate.

AT: How did you do that?  How did you get to go in and talk to the families, and teach them to guarantee compliance with your model?

GH: This was a revolutionary idea at the time. It was the first grant I ever had that I almost gave back.  In the seventies, the prevailing belief system in the mental health field was that families caused this illness, so, they didn’t really need education, they needed therapy. And, the major treatment available to these patients, outside of medication, was what I call, “familyectomies”. You could remove the patients from their families and put them in foster care homes or something like that. The tragedy was that, when you took the family out of the picture, patients were largely left without resources, because public systems were never there life-long. It was terrible. We ran into the process of de-institutionalization and we weren’t prepared. I know you’re too young to remember seeing people on the streets.  It was terrible.

AT: I’ve heard a lot about it.  They were involved in the “revolving door syndrome”, in and out of hospitals.

GH: Right.  It was terrible.  So families were ecstatic with our family psychoeducation approach.  They loved to be involved and to have clinicians and mental health professionals around who would actually listen to them. We marketed family psychoeducation as a “survival guide”; what you need to take care of yourself and survive this horrible illness. What families did, intuitively on their own, might have looked sensible but in practice it could cause more trouble than not. So, a lot of what we taught them was counter-intuitive.  But, at the end of two years, in that study, we lost the social skills effect, and so I got off social skills. It alienated a lot of my colleagues in the behavioral field that the effects went away. To this day, I’m not convinced there is great generalization from Social Skills Training. But family psychoeducation was remarkable. There have been about fifty studies worldwide on family psychoeducation. Thirty of them, I would say, were good studies, well-designed and conducted. They almost unanimously replicated our results. I’ve never seen anything like it. That’s why we ask the question, how many patients in the United States have been exposed to family psychoeducation, as it was designed? It would have to be less than one percent, even today. The downside of my career has been that with increasingly effective interventions, we have seen less and less implementation. Now, you’ve got to remember that in the family studies, everybody is on medication, everybody.  It’s an add-on design I spoke of before where we added family psychoeducation and social skills combined with medication. We did an uncontrolled follow up, and found that once the psychosocial treatment was removed, it was much like medication alone. If someone stopped their medication, they would have a decompensation. John Rush is a member here, and I remember him saying, “Well, I guess, Jerry, there’s no such thing as a verbal decanoate”.  There were expectations that if you had a psychological treatment, somehow it should last forever. First generation, conventional antipsychotics, were one of the big constraints working against psychosocial treatment. Most of the patients had extrapyramidal symptoms from because we believe they were used in too high doses. Invariably, if you had side effects, you had to take an antiparkinson drug, and these drugs have high anticholinergic properties. People said “why should this matter to someone, who is in psychosocial treatment?” Well, if you are taking anticholinergics they affect short-term verbal memory, and every one of the treatments I designed, was based on someone’s learning ability.  So, we were operating against ourselves. One of the things I ended up doing during a period in my life was toxicity studies on these antipsychotic drugs. We developed a series of studies on what we called, the MED, the minimal effective dose, and found in a double-blind study that relapse rates with fluphenazine enanthate in high and low doses were not different. I got into trouble with our administrators because the first patient that relapsed was on low dose and they said “you know, we can’t let you do this. We patch these people up on the inpatient unit and when they go to your program you lower the dose and they get sick again”. I said, “Give me some time”. So, the next person who relapsed turned out to be on the high dose. Then, the next one was on low dose, and so we got through it that way. Then, with a colleague, Joe McEvoy, we did an inpatient neuroleptic threshold dose study, with haloperidol, using the dose on which patients got minimal hyperkinetic rigidity, and that was around one to two milligrams a day. It was the conclusion of that study, that you’re going to get as well as you’re capable of ever getting with these meds on one or two milligrams a day and higher doses don’t get you better faster or “more-better” They just give you more side effects.

AT: My limited understanding of how we encourage schizophrenics to continue taking their medications is having meds which don’t affect their thinking.

GH:  That’s why I think compliance with atypical antipsychotics is much better than we ever had with conventional neuroleptics.  That’s a whole science I haven’t gotten into. There’s a psychiatrist here, Peter Weiden who is probably doing the most consistent work in that area. What I’ve learned about compliance is that you have to get into the belief system of the patient to understand it. As a matter of fact, we don’t use the word, compliance, we talk about adherence. We want to understand how patients view their illness.  When I came into this field, they said that eighty percent of people with schizophrenia had no insight about their illness.  I don’t believe that. The overwhelming majority of patients with schizophrenia in this country, at least, get “supportive psychotherapy,” what I call, “warm medication”. After the family psychoeducation study, we thought we needed to do something that would stick with patients longer and put them in better control of how to manage their symptoms. We did a psychological autopsy of relapse; the process that led to relapse. Surprisingly, most of what was going on was affect dysregulation. Before you see emergence of problems in cognition, with disorganized thinking, hallucinations or problems of perception, invariably you find early affective cues. They’d get excited, depressed, anxious or withdrawn, that kind of stuff. So, we put together what has become an evidence based individual psychotherapy for schizophrenia. That took a lot of years. I didn’t call it psychotherapy at the time, because psychotherapy had such a bad reputation that nobody would have funded it. So, we called it Personal Therapy, PT.  It consists of strategies geared towards the patient’s clinical state.  We don’t want to overwhelm the patients as we learned that precipitated relapse. We have three different stages of recovery and we had practice principles and adaptive strategies tailored to where the patient was. This approach was like a smorgasbord. You could pick and choose, depending on what the individual patient’s needs were. We tried to get people to become tuned to their earliest signs of distress and, when they recognized those, we would provide an adaptive strategy. This was somewhere between skills training and a more developmental approach. I have gone full circle and now I’m into a developmental approach. Those studies on Personal Therapy were published in 1997 and we had a book out on that in 2002. But, lo and behold, things were better but not well. So, how did we find that out?  I was talking one day with a good friend, a rehabilitation officer. He ran the local district in Pittsburgh for a long time in a nearby county, and he said, “You know, Jerry, we take your patients and get them jobs and back on their feet. But then they failed coffee break.” In other words, there were rate limiting factors to a full recovery in informal types of socialization, initiating and trying to maintain a conversation, where patients had problems.

AT: How did you tackle this issue? 

GH: One night I was sitting in the library and going through Spreen and Strauss’ Compendium of Neuropsychological Tests and while reading test results on neuropsycholgical tests, like the Wechsler Memory test, the Wisconsin, Measures of Cerebral Activation, I thought these must be norms for adult schizophrenia patients. Do you know what they were? They were the norms for normal pre-adolescents. I almost flipped. That’s where our patients are from a neuropsychological development point of view.  So, I thought, “I wonder what their social cognitive development is”. I didn’t know anything about that, but I was fortunate to have a good colleague who did. He said, “You better read Bob Selman’s book,” “Making a Friend in Youth”.   There it was, these normal pre-adolescent kids were also very egocentric, had difficulty seeing the perspective of another person, and could never pick up the cues of social context, the informal rules of conduct that govern every relationship. For example, I have rules even when I’m sitting here, we have a camera over there and I have codes of behavior I have to follow, right?

AT: Right.

GH: So, we spent a lot of time thinking about why our patients fail.  They fail, not necessarily because of their neurocognitive deficits. Those may be necessary, but they’re far from sufficient.  A lot of people are walking around with neurocognitive deficits. A lot of so-called, normal people come into our lab and they can’t do these tests either, but they lead very wise and useful lives. They have a high social and emotional intelligence, even though their neurocognition may be bad and even their I.Q.’s might be a little low.  So, we thought that the rate limiting factors that kept our patients from a fuller and more enduring life were due to problems in social cognitive development. I know the hot thing here today at this ACNP meeting is looking for new molecules and new receptors, and how to come up with a new drug that would help. But we did a study on what we call Cognitive Enhancement Therapy, CET, a small group approach. We piloted CET in the early to mid 1990’s. We started a big study on CET in 1995 that ended in 2001. It took a long, long time to get it published.  It just came out a couple of months ago.  

AT: Congratulations!

GH: I had to beat back a lot of people, the behaviorists, the neuropsychologists, nobody liked it.  But, this stuff is terrific and, now, it endures. We did a one-year follow up and the effects are still there. As a matter of fact, they grow.  I’ve never seen that in schizophrenia.  I’ve never seen effects of a treatment grow with time. 

AT: What was next?

GH: I tried to put out a new initiative on a problem that no one had done well with in psychosocial treatment and the committee, in its’ wisdom, said  they weren’t giving me any more money until someone replicated our findings with CET. I could understand that but I didn’t agree. I believe science is discovery. I think replications of science are political decisions and I don’t have any control over that, but at any rate I thought it was a good time to wrap it up. But, then I had the good fortune to connect with a colleague interested in replicating our finding with CET in first episode patients, with the idea they’d be younger and would have more plasticity reserve. It’s been a tough study to recruit for; however, we’re about half way through. The first cohort of people going through CET were getting some very, very promising results on increases in frontal cortex density, where there’s probably increased synaptic connectivity. Increased synaptic connectivity has been known to occur in animal studies but I don’t think anybody’s looked at that in humans, in patients going through treatment. With this early course study, we have been using a new instrument that was developed in the last few years, called the MSCTEI, the “Mayer, Salovey, Caruso Test of Emotional Intelligence”. Our first twenty-five patients are through that randomized study.  On the MSCTEI the controls are a straight line between baseline and one year, and the CET patients have tacked on twelve EQ points. They went from eighty to ninety-two in a year in emotional intelligence, so they’re very close to the norm. That’s very encouraging. I’ve almost finished the manual for CET. As I said before, it’s been remarkable to me, that with every psychosocial treatment with increased efficacy that comes closer to the presumed pathophysiology of these disorders, the interest in the field to implement the new treatment has gone down. This is a paradox I don’t understand.  I’ve been trying to get opinions from my colleagues. One of my beliefs, rightly or wrongly, is that the curve of decreasing interest could be superimposed on a curve of increasing control by managed care organizations.

AT: I was going to ask you about that.

GH: The more managed care has taken over, the less likely clinicians or providers are to be able to implement evidence-based treatments. You’ve got this group of people talking about evidence-based treatment but the reality is there is less and less of it.

AT: And, evidence based psychosocial treatment especially, because it’s labor intensive.

GH: It’s expensive. But we figured out this Cognitive Enhancement approach, could be done reasonably. If you did it by the book, the way we did it, it would probably cost $1,800.00 per patient a year; it’s a small group approach. In the community they’re doing it at a cost of $1,300.00.  Now, that’s not a lot of money, and, even with Medicaid, which is the primary insurer for many patients, you can bill eighteen bucks an hour, or at least you can in Pennsylvania. If you had six or eight patients in a group, you could more than make your cost. So, I don’t think it’s the cost but I don’t know what it is.  It may be residual therapeutic nihilism that continues to characterize some people’s thinking about schizophrenia. And the focus in the field to target different molecules that would enhance cognition. The theory is very good, and in time people will have more effective medications to enhance different aspects of cognition. But, right now the effect size of this treatment is a magnitude of about 0.1 to 0.39 and an effect size of .5 would be clinically very relevant.  The guy on the street would notice that a person is different if they change that much. The effect size of medications ranges from 0.1 to 0.4, somewhere around there.  A year after the treatment ended we tested these patients again and the effect was still there. I’ve never seen an effect like that in any treatment. So, we have some evidence that the effects of CET last and, with the follow up study, we  learned that they grew.  There’s a lag between neurocognitive changes and social cognitive, social adjustment and performance abilities but they catch up, which makes sense.  If you improve a person’s basic core cognitive processing it would take some time for them to use that. One remarkable thing is that CET is a group approach. In the original study, we had very chronic patients, people who had been ill for an average of sixteen years. After the study ended, forty percent of the CET patients went out and found another group to participate in.

AT:  That is interesting.

GH:  That was remarkable to me too. The current theory about withdrawal is that it’s positive in that patients stay away from other people. I don’t think that’s true.  They’re very uncomfortable and they don’t know the language or the rules. They don’t know what it takes to form and maintain a relationship; that’s an illness residual and something that can be taught. These patients can learn and they show us, day after day, that they can do it. It’s remarkable; I only wish someone would use it.

AT: You’re so enthusiastic about it!

GH: So, that’s where we are. It’s been a privilege to spend my life doing this. Whenever I look over my shoulder, I think I wandered into this field, completely unprepared with an antagonistic background in training that I had to overcome. These treatments wouldn’t have been possible without medication, so that’s why I’ve stayed close to ACNP.  I’ve always had a soft spot in my heart for the organization.  It’s been a privilege and it’s been fun, for the most part.

AT: I have a couple of follow up questions, in looking at the larger picture and one very selfish question. You talked about how groups like ACNP have accommodated your approach. To what extent has social work, in the same time period, accommodated the importance of drugs and some of the things that psychopharmacology offers?

GH: It’s been a very, very slow process. You used to get a lot of people who were outspokenly antagonistic towards biological psychiatry and medications.  That has become an indefensible position in the field of social work. Gratefully, there are a lot of young people, who are much better trained, really bright young men and women who have adopted a biopsychosocial approach. That’s positive. Unfortunately, the people closest to the patients, in terms of providing services, have adopted this recovery model. They don’t want to hear the language of medicine; they don’t like the theory of adjustment, they decry teaching patients to acknowledge their disabilities and try to adapt to them.  My feeling is these disabilities are real and patients know they’re real.  We don’t demean anybody’s strengths in fact we build on them. You can’t begin to teach compensation unless you know what you’re compensating for. That part of this field tends to be dominated, unfortunately, by social workers who decry controlled trials, because they don’t reflect the “real world”, and say you’ve got to do effectiveness studies, approaches grounded on understanding people. That, to me, is an exercise in fishing without a net. It’s morphed from a distinct anti-psychiatry and anti-medical model into an anti-biological psychiatry approach with some accommodation for the strengths model. I recently pointed out to some colleagues that the strengths model comes from nineteenth century American Protestantism. At the time, in the state hospitals, in the mid nineteenth century they were practicing moral treatment. Many of the superintendents of those hospitals were ordained ministers who look for the strengths of the person. Taubes wrote on this some years ago, and during my five years working in a state hospital, I observed it myself. For example, you’d go into a religious service, and see patients who were actively psychotic but acted appropriately during the service. So people would say, “See, with the right motivation, you can get anybody’s strengths out.” Or, you would see patients with a musical skill that was intact so they could play the piano or banjo even when they were actively psychotic. It is like a version of Phrenology, that there are areas of the brain that have distinct abilities and, even though someone has mental illness, these abilities are preserved and with the right motivation, which is always religious, one could see those strengths reveal themselves. It’s the same movement that won’t call patients, “patients”, they call them consumers. It went from clients to consumers.

AT: I know. 

GH: It’s kind of a movement that thinks disability is stigmatizing.  What we’ve seen from people who follow that model is they want to do what the patient wants.  The patient wants a job so they’ll get the patient a job. If the patient wants to go back to school, then they get them back to school. But, they may send someone back to school with a workload of five courses and the patient is back in the hospital within a month. When we work with patients who want to go back to school, we look at the person’s disabilities, their processing difficulties, their working memory problems and lay out a course of study to do it in steps.  We’re going to get to the same place as the strengths people. It’s just going to take us a little longer. The goal is the same, but the way we go about it is very, very different. If a patient doesn’t come to some understanding and adjustment to their disabilities they’re going to keep repeating the past. Indeed, they have distinct disabilities, but they are not necessarily disabilities you can see. It’s not like physical rehabilitation and physical medicine. The disabilities we have here are mental stamina, concentration, working memory, perspective taking, context appraisal, and so on.  All these are problems and they can be remedied.  So, that’s where the field is. The hottest movement in public mental health is this recovery model and I’m on the outside of that. 

AT:  Some people would say schizophrenia is a really serious illness that if left untreated can cause a whole variety of grave problems. There was an editorial  in the New York Times, a couple of days ago, by Carl Elliott and he was saying that the problem in American society is not the medications for seriously ill people but that we’re all being medicated.  It’s like we have this desire to be evermore perfect, so we’ve embraced lifestyle drugs.  We want to reengineer sexuality; we want to give ourselves no wrinkles, so we line up to get Botox; we want to have better sex we choose between Viagra and Cialis and if our kids aren’t doing well in school, we put them on Ritalin. How do we respond to that and is there some merit to that?  

GH: My belief is that it’s important to distinguish whether a problem reaches syndrome proportion. Is it really disabling to somebody in their interpersonal relationships and their work performance, their personal comfort level, such that they can meet criteria and they’ve got a bona fide diagnosis?  The analogy would be, people who have a clinical depression versus those who have blues every so often. What we see a lot of is intolerance for any disruption in mood, an intolerance of any disruption in relationships.  Going back to social cognition, the highest level of social cognitive development is an ability to come to a realization that the other person is going to be just as unpredictable as you are, and, once you understand that, and come to terms with it, your life changes. The big success that people have, in psychological treatments alone for depression, are with people who don’t meet the syndrome or clinical disease state criteria. In schizophrenia, I’ve not had to deal with that because being a little bit schizophrenic is like being a little bit pregnant; it’s not a matter of degree, whereas, with mood disorders, they’re all matters of degree. So, it’s an issue of where are you going to draw that line? Clearly, the majority of people, who don’t meet clinical criteria for depression, but are unhappy in their lives, with a spouse, with their sexual performance or their work, these people can do very well with non-drug interventions seeking a better quality in life. The answer that I have is the answer the late Gerry Klerman, MD used to say, “the market place will determine its’ value”.  These are marketplace decisions and if the insurance companies or people pay out of pocket and think it’s helpful, they’ll continue to do so.  Another old friend of mine, Marty Katz, used to say, what the world needed was a cheap safe intoxicant, a five cent fix that was safe. I’m not much of a historian, but cultures have always been looking for ways to enhance life experience. One of the problems with schizophrenia is there’s only so many public health dollars and we don’t do a good job in this country with our chronic severely mentally ill, except when it comes to medications. Most formularies cover all these drugs and they’re very expensive. I’m not saying they shouldn’t be prescribed and that we should go back to the old drugs, because they’re cheaper. But there isn’t much money left over for anything else. That’s what insurance companies and managed care organizations are looking at, the difference between nine-thousand dollars a year for a new medication versus fifty bucks a year for a conventional one. Although, in our low dose studies on conventional drugs, we didn’t have the disabling side effects that everybody attributed to them.  People used to visit our program in those days and our patients didn’t have disabling side effects and they would say, “You’re sure you’re dealing with schizophrenia patients”? And, I’d say, “Yes, why do you ask”?  And, they’d say, “They don’t look like schizophrenia patients”.  I’d say, “What would a schizophrenic patient look like”?  Then they would describe somebody with pseudoparkinsonism, shuffling gait and stuff like that. And, I’d reply, “No, we don’t have those here.”  That’s a long answer to your short question

AT: Let me ask you a final question. What are your thoughts on the development, diffusion and use of minor tranquilizers? Your career has kind of spanned the time frame from Miltown (meprobamate) in the fifties to Xanax (alprazolam) in the eighties?  

GH:  I can’t say I’ve tracked that development. I don’t agree with the attempts by States to control prescriptions like they did in New York with benzodiazepines.  I know there have been abuses. There are abuses for everything. Also, there’s a lot of needless suffering among people who could profit from the selective use of benzodiazepines. The problem becomes acute with people who suffer real sleep problems.  That’s where the biggest problem shows up and you still get physicians reluctant to prescribe non-addicting hypnotics. People I’ve seen who use them on a regular, not just on a prn basis, really do well.  Their lives have changed around, especially, elderly people.  Why not to give these drugs to them? A bigger case can be made for a good night’s sleep than any potential abuse. Sleep is very important and increasingly we’re finding that in the elderly. Studies indicate they’re underused more than overused. The number of people who meet diagnostic criteria for disorders in which an anxiolytic, antidepressant, or a hypnotic could be used is probably far greater than the number who use the drugs.  

AT: In the early 1970's there was a lot of media attention to how addictive these drugs were and we saw harrowing scenes of women, heroin addicts, writhing on the floor in hospital wards. 

GH: I never saw that. What I did see, earlier in my career, was people who used the barbiturates in excess. In high chronic doses some of the benzodiazepines with long half-lives could get you into trouble, but there are others with shorter half-lives. I’ve known people that have taken a medication, such as alprazolam, on a daily basis for years. If someone like that wants to come off, under medical supervision, they don’t run into problems. There are people popping these pills at will. You have to watch how you generalize, to see what portion of the population taking these drugs is abusing them.  You can abuse anything.

AT: Sure.

GH: Ask questions from people who are not abusing them but are regular users and see what their lives are like. This is a strange country in that regard. We’re still very much of a Calvinist country. We don’t want to take medicine. Most people don’t want to, including myself; I’ll do anything to avoid medication. I don’t take, even at my age, any prescribed medications but I do take chondroitin and vitamin supplements, things like that. Most of us are still taught there’s some kind of a moral failure if you rely on medication to get through things.

AT: Right.  These days, taking meds is considered a crutch.

GH: Or, as I started this conversation, a “symptom cover” that keeps you from facing your real problems.  I don’t have any strong convictions on that one.  The older I get the more I think people are entitled to a life of peace and comfort and how they get there is partly their decision and partly the medical professions.

AT: Thank you very much.  It’s been very helpful.

GH: You’re welcome.  Thank you for having me.

( Gerard Hogarty was born in Boston, Massachusetts in 1935. Hogarty died in 2006.








