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JACK BLAINE

Interviewed by Leo E. Hollister

Washington, DC, April 14, 1997

LH: Good morning.  Today is April 14, 1997, and we are in Washington, DC, doing another interview in the series of the history of psychopharmacology.  Our guest this morning is Dr. Jack Blaine( who has been a long-time fixture here in Washington. It seems to me that over the last 30 years in one guise or another we have run into each other.  Jack, welcome to the history project.

JB: Thank you, Leo.

LH: Could you begin by telling us something about what got you into medicine?  You are an 

MD, aren’t you?

JB: Yes, I’m a psychiatrist. 

LH: And what led you into psychiatry and what led you into government service, all in one.

JB: That’s a broad question.  Well, I was always interested in science, and when I went to college I considered some of the careers that were available for people interested in science. I chose medicine because medicine appeared to be an interesting field and was a helping profession.  I went to medical school at Albert Einstein College of Medicine in New York.

LH: When did you graduate?

JB: I graduated in 1968. Actually I got interested in psychopharmacology in medical school although I’m not sure I knew it at the time.  In my second year we had a pharmacology course, and Dr. Jerry Jaffe taught part of that course when he was at Einstein.  He taught a section on the opiate drugs and drug abuse, and I became interested in it at that time and then took a seminar from him later in the year. In my senior year of medical school, I received a Manealoff Traveling Fellowship to London where I had the opportunity to work with Griffith Edwards and Philip Connell at the Maudsley Hospital on drug abuse and also to work in a heroin dispensing treatment clinic in London.

LH: Phil was the father of amphetamine psychosis, wasn’t he?

JB: Right.  That was a wonderful experience and it furthered my interest in the field. I did my internship, a mixed medical internship, at UCLA Affiliated Hospitals. I finished my internship in July 1969. I hadn’t really decided about a residency or what medical field I was going to go into. Sidney Cohen who I had met while at UCLA had recently left UCLA to become the Division Director of the Division of Narcotics and Drug Abuse at the National Institute of Mental Health. That Division was the precursor of NIDA.  That was during the Vietnam War. As an alternative to being drafted, I joined the US Public Health Service and went to work for what was then the Center for Study of Narcotics and Drug Abuse, in Sidney Cohen’s division. And that’s where I met you, I think, for the first time. That was the experience that really solidified my interest in psychopharmacology, and especially in the psychopharmacology of drugs of abuse.  

LH: So, you started working in the precursor of NIDA and you’re still in the same place.

JB: Yes, although the name has changed several times.  

LH: But, I believe you have had some peregrinations along the way, haven’t you?

JB: Yes, I have.

LH: After you started off in the field of substance abuse, did you continue on in that field all the way?

JB: I spent two years with that precursor of NIDA, and after that I spent one year at the National Commission on Marijuana and Drug Abuse as the Assistant Director for Medical Sciences. After that, I decided to go into psychiatry and psychopharmacology in particular. I went back for my psychiatric residency at the University of California, San Diego for three years.   Following that, in 1975, I came back to NIDA.  I worked from 1975 to ‘80 at NIDA.  Then I transferred to the National Institute of Mental Health where I was in the Psychopharmacology Research Branch from 1980 to 1986.

LH: That was Jonathan Cole’s operation.

JB: Jonathan Cole had started it, and Jerry Levine was at that time the Branch Chief, and Nina Schooler, Bob Prien, Al Raskin, and Ron Lipman were working there. I worked there for six years, from 1980 to ‘86, and then I returned to NIDA in ’86. I became Chief of the Treatment Research Branch at NIDA, and I’ve been at NIDA since ‘86. 

LH: Well, that’s more or less the way I remember it in our various meetings.  You were on the National Marijuana Commission. 

JB: I was a staff member on the National Commission.

LH: Traveled around the country and the world?

JB: A little bit around the world; mostly around the country.  I did go to Jamaica to visit a research study on the effects of chronic smoked marijuana on humans being conducted at the University of the West Indies.  That was an interesting experience. 

LH: We’ll probably have to have another one.  Marijuana is always so controversial. 

JB: It seems to be.

LH: What do you recall from your work on the commission?  What did the commission finally decide?

JB: The Commission on Marijuana ended up recommending a decriminalization of marijuana, a recommendation that was not accepted by President Nixon.

LH: Nor, I guess, by the present crew either.

JB: But it was an interesting experience. 

LH: What I told them is, don’t make it legal; make it less illegal. 

JB: It looks like the Commission took your advice, but nobody listened. 

LH: That’s still a hot issue, isn’t it?

JB: Yes, it is.

LH: Then in San Diego, who was running psychopharmacology when you were there? 

JB: It was a combination.  At first, Dr. Arnold Mandel was the Chairman of the Department of Psychiatry, and Dr. Louis Judd was the Deputy Chair. They were running the Department together until Dr. Judd became Chairman.  I had more contact with Lou than with Arnie.  Also, I was fortunate to work with Dr. David Janowski who had come to San Diego when I was a resident. We did some studies together on the effect of smoking marijuana by pilots using a flight simulator.  That was a very good experience.  

LH: Arnie was a colorful character, wasn’t he?

JB: He certainly was. During that time period he was the psychiatrist for the San Diego Chargers football team. 

LH: He later became a professor of mathematics at some foreign university.  He used to send me his stuff, and finally I wrote him and said, Arnie, I can’t understand what you’re talking about.  Don’t waste the postage.  He was always a few steps ahead of us.  Didn’t he win one of those very prestigious MacArthur Fellowships that they give to young geniuses?

JB: I suspect he did.  I think he was, at least at that time, the youngest chairman of any Department of Psychiatry.  I don’t know if he still holds that record or not.  It was a very forward- looking department.  There was a very, very strong psychopharmacology program.

LH: Yes, when you’ve got people like Mandel and Judd and Janowski around, all of whom became chairmen later on.  Well, you had some pretty good exposure to famous people.   

JB: I was very lucky!

LH: Then following that was when you went to NIDA for the first time. 

JB: Yes, I came back to NIDA in July of 1975.

LH: Who was running it then?

JB: At that time, Bob DuPont, MD was the Director of NIDA, Bill Pollin, MD was the Director of the Division of Research, and I was in the Clinical Behavioral Branch, led by Pierre Renault, MD.

LH: Whatever happened to Pierre?

JB: Unfortunately, Pierre died several years ago.

LH: Oh, I’m sorry to hear that. 

JB: It was a horrible tragedy.  He had Hodgkin’s, and then he actually did well with the treatment for Hodgkin’s, and then he developed leukemia in response to the treatment. 

LH: That is unfortunate.  He had a secondary malignancy.

JB: Yes, he had a secondary malignancy.  

LH: Yes, I remember Bill Pollin was so concerned that he came to me almost in tears, and I said to send him out to Stanford, they’ll cure him, because at that time the cure rate was about 90% for five years.  It’s amazing how the whole prospect of that disease has changed.  Well, Pierre was unfortunate then, wasn’t he?

JB: He certainly was.  It was a real loss for the field.  He was a wonderful person.

LH: So, in your job in that division, which I guess was under Bill Pollin’s overall direction, did you have to supervise grants?

JB: I supervised grants and contracts.  I think one of the main things I did at the time and where I certainly learned a lot about psychopharmacology, was the development of LAAM.  NIDA was working on LAAM and naltrexone in 1975. 

LH: It’s incredible.

JB: NIDA got finally both on the market.

LH: You were working on LAAM in the 1970s but it wasn’t until two or three years ago that it was approved!

JB: That’s right. I was in charge of the first Phase III study of LAAM.

LH: It was so straightforward a drug.  I don’t know why all the problems with it.

JB: It ran into a political mess, actually.

LH: You want to expand on that?

JB: I don’t think you want that.  Well, it was actually a very complicated deal where the government had all the right intentions. Jerry Jaffe was the one who started the interest in LAAM when he was head of The Special Action Office for Drug Abuse Prevention (SAODAP). Jerry thought it would be an easy thing for the government to get a drug on the market. Unfortunately, it didn’t work that way.  Since the FDA requires that the government also follow the same rules and meet the same requirements that are necessary for pharmaceutical companies to get a drug approved and marketed, the government embarked on a series of studies first sponsored by Jerry Jaffe and the SAODAP. These were the Phase II studies of LAAM.  There had been a number of small clinical trials with LAAM that showed that it was an effective and safe drug compared to methadone.  SAODAP and the VA sponsored the early phase II clinical trials ofLAAM.  One was the VA study, the other was the VA-SAODAP study, and those two were completed just about when I came back to NIDA.  Based on the positive results in those studies, NIDA and a variety of advisors decided that the government should try to get drug companies in the project, but none was interested.  Jerry Jaffe and others, like Avrum Goldstein, tried very, very hard to interest the companies. I think at that time Eli Lilly marketed methadone. Endo had the rights to naltrexone; but naltrexone hadn’t been approved either. I don’t think methadone made a great deal of money. Methadone had all the negative associations of being a drug for heroin addicts. So no pharmaceutical company was interested in LAAM.  

LH: At that time, I think, methadone was being made largely by Monsanto, wasn’t it?  

JB: Maybe.

LH: A chemical company rather than as a pharmaceutical company. 

JB: You’re probably right, but I thought Lilly was marketing it, but I am not sure, Leo. To get a drug company interested, the government advertised for a contract to conduct the Phase III study of LAAM, compile and submit the NDA to FDA and put LAAM on the market for the treatment of heroin addiction.  Unfortunately, the government underestimated the task. I think the initial contract was a two-year contract for $2 million, a very small amount even at that time. Bob DuPont was very, very supportive of getting LAAM on the market.  He really wanted to be available to the treatment programs. He also wanted LAAM to be used by many, many people across the country. So the Phase III study that was developed was a combination of doing a Phase III study and getting LAAM well known and available to many addicts.  The smaller part of the study was a comparison study, a random assignment to methadone and LAAM, and the larger part of the study was an open trial in many clinics across the country in order to treat thousands of heroin addicts.  

LH: Just exposing a lot of people to it.

JB: Right.  I think, in part, what happened was exposing a lot of people took a lot of effort and detracted from the amount of time and effort that could be spent on the clinical trial and getting people into it.  So it took longer than one would have hoped, and probably two years was overly optimistic to start with. The initial contract intended to put women on LAAM, but early on there was some question about a mutagenicity laboratory study in some, I don’t remember which, cell preparation.  It wasn’t an animal study. That kept women who could become pregnant from going into the study as planned and made it more difficult to reach the intended sample size.  So the study took longer than intended. I think about 6,000 people entered the study. Thus, the contract needed to be reissued. That became a political nightmare because NIDA was trying to contract to John Whysner, MD who had a small consulting firm in Washington, DC. He had coordinated the original contract that had been awarded to his firm, Whysner Associates, competitively.

LH: Who was that again?

JB: John Whysner.  He was a physician who had toxicology expertise, and had actually worked briefly at SAODAP. He put together a group including an advisory board that could carry out the contract, coordinate and conduct the clinical trial, and set up heroin treatment clinics across the country to provide the treatment. Whysner Associates was competitively awarded the initial contract. 

Generally, data developed under a government contract is the government’s data and is in the public domain. Because LAAM was not under patent any more, the question was how would whoever obtained the NDA have an exclusive market for LAAM.  The concept that the government lawyers devised was that the contractor would be given the exclusive rights to the data in exchange for the cost-sharing the contract costs.

In the initial contract Whysner Associates relinquished the profit that could have been earned as the cost-share for Whysner Associates. Whysner was given the rights to the data generated under the contract for this cost share. When the contract was going to be reissued again, Whysner didn’t have enough money to continue his company’s operation if he continued to relinquish his profit. The government was in an untenable position where it felt like they had to continue this cost-share. The contract wasn’t awarded again. Whysner Associates had the data generated under the contract.

LH: What a laborious issue this drug was!

JB: The complicating factor was that he had the data.  In other words, he had the government’s data, and so the government couldn’t proceed without that data and he couldn’t proceed without a contract from the government.  So the data had been gathered and was sitting in his computers and in his files, but had not been analyzed or put together in an NDA.  Years later, the government actually negotiated to purchase that data from Whysner and, more recently, NIDA proceeded to do another Phase III study of LAAM and successfully submit the NDA permitting the marketing of LAAM.  

LH: Now the last hurdle was put up by the FDA, wasn’t it?  Didn’t they want long-term studies?

JB: You mean recently?

LH: Yes, within say the last 10 years.

JB: I think what happened was that in the late 1980s or early ‘90s, NIDA formed its Medication Development Division and brought together the expertise to actually proceed with a NDA after NIDA had the data.   The staff of the Medication Development Division went to the FDA and 

requested to use the data that had been purchased from Whysner and inquired about what would be necessary to obtain an NDA and market LAAM. FDA noted that the data on LAAM was from the late 1970s. They felt that there had to be a study done with current addicts who were using other drugs, especially cocaine that wasn’t in very much prominent use back in the 1970s. 

LH: A more naturalistic situation. 

JB: The study previously done was a naturalistic study, but it was done in 1975 to 1978.  This new study was done in the early 90s. 

LH: Who did that?  Walter Ling?

JB: Walter Ling was certainly a key person.  Walter has been involved in all the LAAM studies.  He was the head of the first VA study and the VA-SAODAP study.  He was also very prominent in the Whysner Phase III study.  Jerry Jaffe has also been very involved in all these studies.  

LH: A chap lives over in Arlington, and his last name escapes me, Alex…

JB: Bradford. 

LH: Bradford. How did he get into this picture?

JB: He got into this picture because he actually bid on the contract. The government advertised another request for proposal for a contract I guess in the early 1990s or late ‘80s, to take the data and put it into an NDA and negotiate with FDA to see what was needed to get the NDA. Alex Bradford, who was a statistician and vice-president or president of the Biometric Research Institute (BRI), was awarded the contract to do the last Phase III study of the LAAM.   He was the one who put together the group and worked with FDA and NIDA’s Medication Development Division. The NDA for LAAM was finally approved after all those years. 

LH: That is an interesting history of a 20-year odyssey, of a rather straightforward compound, that was a technological improvement on methadone.  

JB: I’m sure you remember, since you mentioned Alex Bradford, that he and BRI were able to obtain the NDA approved for naltrexone as a treatment for heroin addiction as well. 

LH: They may be selling more naltrexone now for alcoholics than they are for heroin. 

JB: I think they are.  

LH: I’m actually not sure if naltrexone is working as well in clinical practice as it did in the studies. Have you got an opinion about that?  You probably know more about the data than I do.

JB: The experimental data looks very good.  I think what has happened with naltrexone is that the studies that were done to get the approval were carried out in very controlled clinical trial programs, at the University of Pennsylvania by Joe Vopicelli and Chuck O’Brien and at Yale by Stephanie O’Malley. Both of those centers do a fair amount of psychosocial behavioral interventions with the medication treatments.  I think naltrexone was done in the context of a significant amount of high quality psychotherapy or substance abuse counseling. Naltrexone seemed to work very well in that context.  I think that now naltrexone is being prescribed mostly by general practitioners and internists in private practices with very little counseling involved, and because of that, my guess is that it is not being taken as prescribed.  I believe that even if the medication works pharmacologically, just don’t hand somebody a pill and expect that they are going to take it the way they’re supposed to take it and that it works.  Additional follow-up is required. You need at least clinical management, and maybe even some psychological or counseling intervention.

LH: The rationale with all of these seems to me to be somewhat questionable.  Virginia Davis, many years ago, came up with the idea that alcohol could be changed in the body to tetrahedral and isoquinoline and something that had morphine-like qualities, but never really nailed that down. I know Mo Sievers was absolutely appalled by the idea.  So why should a µ receptor antagonist be effective?

JB: I don’t know the answer to that question, but I believe they think it’s because the opiate receptors and the dopamine receptors interact, and that causes the modulation of the dopamine receptor decreasing the pleasurable effect of alcohol and reducing craving for alcohol. Naltrexone, of course, theoretically, should have been the perfect drug for opiate dependence.

JB: Oh, it is the perfect drug for opiate dependence, except we have the trouble that . . . 

LH: Nobody will take it. 

JB: Few opiate addicts will take it.  Well, some researchers are working on changing that. 

LH: It’s a wonderful drug, but we can’t give it away.  

JB: You know, it’s interesting, you mentioned Pierre Renault earlier. When he was at NIDA in the late 1970s and involved with naltrexone, he felt that naltrexone wasn’t a medication for all opiate addicts.  Naltrexone was more appropriate for a subpopulation of opiate addicts who were highly motivated or in the early stages of their addiction.

LH: Like in O’Brien’s study.

JB: Like in Chuck O’Brien’s and Jim Cornish’s studies; people who, such as physicians or other professionals who have something to lose and have a lot of strengths and psychosocial support.  Also, for people who might be on parole or probation, who would lose their freedom if they use drug.  They’re motivated.  A population that Pierre used to mention, that I think really hasn’t been studied yet, is the adolescent population. Think of people in the experimental stage, early on in their opiate careers.  Naltrexone might be a good drug for them but nobody has actually studied this.  Also naltrexone could be useful in the population of people who are chippers, but want to stop and are not opioid addicts yet.  I think naltrexone would have some promise.  The population it has been used on mostly is people who had beeen on detoxification from opiates, or those who have done well on methadone and are being tapered off it or are being switched to buprenorphine. These are very difficult populations to work with, at best. 

LH: One of the reasons people might not like naltrexone is that it has somewhat aversive qualities.  I think Lou Judd did a study with naloxone, and we later did one with naltrexone that showed if you give it to normal people in the way you give it to addicts, at the same dosage schedule, they don’t feel well. They don’t like it.  It makes sense that if you blocked the endorphine system people might not feel as happy as they normally do.  

JB: Some opiate addicts report mild dysphoria when taking naltrexone, but that certainly isn’t something that is common with naltrexone. Whether that is some kind of withdrawal… 

LH: …or protracted abstinence…

JB: …it’s unclear.  But naltrexone hasn’t been used successfully in opiate addicts.  NIDA is now funding some studies with naltrexone in combination with behavioral therapies.  For example, Bruce Rounsaville and Kathy Carroll at New Haven are using naltrexone together with contingency management voucher incentives.

LH: That’s for heroin. 

JB: For heroin addicts and they are meeting with some success. The addicts are reinforced with some vouchers of monetary value for providing drug-free urines.  They don’t actually get money, and they have to pend the vouchers on socially reinforcing items.  

LH: Like M&Ms. 

JB: Like movie tickets or items for their children.  

LH: How do you motivate kids without M&Ms?

JB: Right.  The vouchers can be spent on movie tickets or for gas or rent or things like that. They’re supposed to be spent on positive things that help with their rehabilitation and, although it’s too early to tell, they’re just in the process of this study that seems to be helping to encourage people to take naltrexone. The value of the vouchers adds a little bit more motivation for continuing to take naltrexone and providing drug-free urines. The other side, you know, if you’re dirty you go back to jail but if you stay clean, you get these monetary positive rewards. 

LH: That’s a highly motivating circumstance. You’ve been close at hand on the development of what would now be the two major approaches of treating heroin dependence.  How about cocaine? 

JB: I’ve been involved with cocaine through funding research grants to study medications and behavioral therapies to treat cocaine addicts.  Unfortunately, I can’t say that anyone has been too successful with medications for cocaine at this point, but the Division of Medication Development is still certainly trying
hard, looking for a medicine to treat cocaine and crack cocaine.  I guess since at least the mid-1980s NIDA has been testing anything that might possibly work for cocaine, and NIDA is continuing to look for a drug that will be useful. I think the Division of Medication Development has built a system in place at NIDA to work with industry and the universities to screen chemicals, looking for useful ones.  They have put together a system of investigators who can now test promising drugs to come up with the right one. I think NIDA has the will and the capacity to be able to do it. NIDA investigators have been more successful finding behavioral therapies and counseling approaches that are helpful for cocaine addicts.

LH: Is NIDA looking for a cocaine substitute or a cocaine blocker?

JB: I think NIDA is looking for anything that would work. At this point, there hasn’t been a focus on the substitute, although I think investigators are beginning to look at agonistic-like drugs that may be like a methadone for cocaine.  Obviously, there have been some thoughts about a cocaine antagonist. As you well know, the trouble is that cocaine works at the dopamine receptor and people probably need dopamine function to feel normal.  So I don’t know that an antagonist for dopamine would work.  It may work for cocaine, but it would be bad for the individual. There has been some recent work to show that dopamine and cocaine work at a slightly different site on the reuptake pump. Possibly, if the cocaine site could be blocked but not the dopamine reuptake pump, that might work. Researchers are looking for drugs that might do that. 

LH: Some years back I ran into one of the pharmacology letters in Life Sciences that indicated that bupropion bound to the dopamine transporter, and it occurred to me that this might be an approach.  But our study floundered because we had so much trouble getting the cocaine people to take the drug.  The results were essentially negative.  I guess Tom Kosten has come up with a similar result.

JB: Well, Tom Kosten tried bupropion in New Haven. I think it was a small open study. There were positive effects.  This was in a population of opiate addicts who were on methadone but also were abusing cocaine, and he gave them bupropion in that context.  Based on that small study, NIDA supported a three-site collaborative study.  I know Walter Ling had one of the sites.  I think Chuck O’Brien had another site as did Tom Kosten. And, again, in methadone-maintained opiate addicts who abused cocaine, bupropion was not effective.  I was recently told that bupropion was being tested in cocaine addicts. An open study showed some positive results..  

LH: That was the group we studied.  They were pure cocaine users.  But the attrition was so great that you couldn’t really draw any conclusions.  It still might be worth considering that approach at least, and that makes some sense. 

JB: Yes, attrition is a real problem in the studies with cocaine addicts. 

LH: Because that’s the only true way to go, isn’t it?  You either find a substitute or you find something that blocks a drug. 

JB: I think the other direction that the Medication Development Division is pursuing is finding a drug for the craving and relapse prevention.

LH: That’s hard to define. 

JB: The target behavior would be to prevent the compulsive drug use. It would not be an agonist or antagonist. This type of medication would be called a relapse prevention drug. Treatment programs are able to get cocaine addicts clean for a short period of time.  They are able to stop taking the drug for weeks or sometimes even months; but there certainly is a strong tendency to relapse back to cocaine. It’s unclear, what is the neurobiological underpinning of cocaine craving and of the compulsive desire for the drug. A medication that would affect these behaviors might be different than an agonist or an antagonist.  

LH: It would have to be something fairly specific to the action of the drug.  I always remember Mo Sievers who, of course, was the dean of the whole field, saying that he tried cocaine once, but he wouldn’t dare try it again.  

JB: That’s right.  I remember that story too. 

LH: I think that more pithily describes the tremendous amount of attraction that cocaine has for people. Similarly in the animal self-administration studies: they work harder for cocaine than for anything else. So it’s a tough drug to deal with.  When covering your career in drug abuse, how about the stint you did with the Psychopharmacology Research Branch of NIMH?

JB: I was working primarily with Bob Prien in the affective disorders section.

LH: Was that the lithium study?

JB: Bob had completed the first lithium study at that point, and he was doing the next study with David Kupfer on lithium together with an antidepressant for recurrent unipolar and bipolar depression.  It was a big multi-center collaborative study.  I wasn’t involved with that study.   I was working with Bob on electroconvulsive therapy, which was the area that I was in charge of at NIMH.

LH: This was ECT for mania?

JB: For depression and mania.  I think we even supported a study at the time with schizophrenia, but mostly depression with an occasional study for mania.  

LH: What was that, a comparison between ECT in bipolar depression versus unipolar depression? 

JB: Most of the studies that NIMH supported at the time were studies of different wavelengths or different pulse or sine waveforms or unilateral or bilateral electrode placements or energy levels of electroconvulsive therapy.  There had already been a few sham ECT studies done in Europe, showing the advantage of ECT over sham ECT.  So it wasn’t believed that it was ethical in the United States to give somebody an anesthetic without giving actual treatment.  NIMH supported grantees to do studies using low currents or sine wave versus brief pulses with different intensities, different electrode placements, to look at cutting down the side effects. 

LH: Unilateral versus...

JB: Unilateral versus bilateral electrode placement, to see if the effectiveness of ECT could be maintained while decreasing the memory and confusion, the cognitive side effects.  

LH: Yes, that’s a big problem. 

JB: It certainly is.

LH: I had a lab technician who had ECT and after that he had to write everything down on a pad. 

JB: Was it bilateral?

LH: Bilateral, and it worked beautifully on him, but for a long time he had a significant memory problem that he dealt with by simply making a written record.  The government has played a huge role, then, in drug development, especially in drugs for treating mental illness as well as drugs of abuse.  What do you see in the future?  Let me give you a real tough one.  Do you think the war on drugs is worth continuing?

JB: Certainly, I think the war on drugs is worth continuing, in the scientific sense at least. 

Having had a lot of experience working with people with drug addiction, whether that be cocaine or heroin, or even to some extent marijuana dependence, I think that drugs do have devastating effects on many people’s lives. It is important that as clinicians and scientists, we work on finding treatments for the people who come to us and try to encourage people to come in for treatment so that they can have more functional lives. The daily functioning of many of the people who are addicted to these substances is very dramatically impacted in a negative way. I think that we have to continue to try to come up with medications as well as behavioral therapies including counseling to help them extricate themselves from the addiction, and then allow themselves to be rehabilitated to more functional lives. 

LH: I see you come down firmly on the treatment side. 

JB: Right.

LH: But much of the war is fought on the idea of interdiction, and that seems to be totally disastrous, you know.  It hasn’t been working. 

JB: I would agree with that.  It seems that the supply side is a very difficult side of the war to win, and I would obviously be in favor of some shift in emphasis toward the demand side, that is shifting more funding to prevention and treatment.  I suspect that emphasis is still needed on the supply side to keep the flow of drugs out of the country; as well as to discourage the inventive chemists in the country from making up new abusable, possibly more addictive, compounds. 

LH: These are very complicated questions that get into many different areas.  I suppose one of the things we are going to have to do is learn to live with drugs.

JB: Probably drugs will always exist in society at some level.  

LH: The idea of a purely drug-free society doesn’t seem to be very feasible.  I’ve often said I can imagine the situation after a meal where somebody is drinking a brandy and smoking a cigar and having a cup of coffee. It has become so much a part of our society! 

JB: That’s true.  Many people can use those drugs without problems, but many others do abuse and become addicted to them. You said cigar instead of cigarette.  I think people are less addicted to cigars than they are to cigarettes. 

LH: Probably, I guess if nothing more than the cost of them. 

JB: Maybe. 

LH: I remember when you could get a good cigar or a reasonable cigar, at least, for five cents.  Now you have to pay about four bucks.

JB: That’s outrageous.  

LH: I suspect it’s just a current fad.  But, there is no question that nicotine is very addicting! And you can get nicotine, of course, from cigars, can’t you?

JB: Oh, yes.  But that’s an interesting example.  Nicotine addiction and cigarette addiction is actually partly in NIDA’s purview as well as the National Cancer Institute’s, and the Institute of Heart, Lung, and Blood’s.  So it’s sort of split. Interestingly, I think that the physical harm from tobacco is very clear, causing heart disease, emphysema and cancer, and yet many, many people still become addicted to it and stay addicted to it because of the psychoactive effects of the drug nicotine, the psychoactive component of tobacco.  

LH: It’s not the drug, per se, it’s the way you administer it. 

JB: It is both the drug and the way the drug is administered.

LH: You have to separate out the drug addiction from the smoking addiction. 

JB: With tobacco, people are more bothered by the physical harm that the tobacco causes than the addiction to the psychoactive substance, nicotine. 

LH: What thoughts do you have about marijuana, which is currently a drug of controversy?

JB: I still think that, in some way in this country, there is a de facto decriminalization because there isn’t very much penalty or arrest and prosecution for possession of marijuana.  

LH: I used to believe that too, but by God, the figures these days show that a sizable number of people in federal penitentiaries are there because they either possessed or were selling marijuana.  

JB: I’m less aware of those statistics, and you are probably right.  I would suspect that is more sale than possession. 

LH: This came to light a few years ago when a journalist, who was writing an article for The Atlantic Monthly, called me up and wanted my opinion about some aspect of it.  But when I read his article, there were these horror stories of people with relatively small amounts of marijuana winding up doing hard time in federal pens for 15 or 20 years.  It was incredible. 

JB: I’m surprised. 

LH: I used to think the district attorneys and the police had the sense to ignore a lot of this, but they seem to be going gung-ho at it now because it’s an easy arrest and an easy conviction. It makes their record look good.  

JB: That would be unfortunate if that were true.  I was not aware of it.  

LH: There is going to be a lot of debate, I think, or continuing debate about which way we should go with this problem, and I would think that if I had NIDA to run, and I escaped that many years ago, I would have probably set up some sort of permanent group of scientists and sociologists   and all the disciplines involved to think of ways to deal with the problem on a larger basis than purely the scientific or medical model, because we don’t seem to be making a whole lot of headway.  You know, the impact of naltrexone on opiate dependence has been very, very small.

JB: Right.

LH: And methadone, of course, was a major step forward, but that started, when was that, in 1960?

JB: I think Dole and Nyswander showed methadone to be useful for treatment of heroin addiction in the late 1960s and its use in narcotic treatment programs expanded in the 1970s.

LH: So we haven’t come a long way since. 

JB: We have made progress, but still have a long way to go

LH: You have had an interesting career, Jack, shepherding all these things through the twirls of the government bureaucracy.

JB: It has been a very interesting career, yes. 

LH: There aren’t too many people, I guess, who have been connected with the field as long as you have and still enjoy a high level of regard, you know.. . .

JB: Thank you. I have been fortunate over the years to have worked with many others such as Pierre Renault and Lisa Onken at NIDA and Bob Prien, Nina Schooler and Jerry Levine at NIMH who have had long and distinguished careers in the government and are well regarded in their fields.

LH: It’s a thankless effort.  I want to thank you for coming this morning.

JB: Thanks very much.  It was my pleasure.   

( Jack Blaine was born in New Brunswick, New Jersey in 1943.





