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JAMES H. WOODS

Interviewed by David Healy

Las Croabas, Puerto Rico, December 16, 1998

DH: Wednesday 16th December, 1998 it is 8:35 at the ACNP Annual Meeting in Puerto Rico and on behalf of ACNP I am interviewing James Woods.(  James, can we begin with where you were born and when?

JW: I was born in Louisa Kentucky in 1937.  We stayed in Kentucky for quite some time and then moved to a farm in Ohio and I started school in Ohio and later went to graduate school at the University of Virginia.  I went then to the University Michigan, and I have been there ever since.

DH: You did a BSc in Psychology. Was this, what got you interested in drug abuse or did you have any interest before you did the degree?
JW: I took a very general interest in Psychology, and I was always interested in the experimental aspects of it. All of my graduate work was just in general experimental Psychology.  I actually did a PhD thesis on Learning Theory and didn’t do any work in Pharmacology until I went to the University of Michigan. I learned most of the Pharmacology on the bench doing experiments and going to lectures when I had a chance. So it was informal training in Pharmacology.

DH: Let's go back.  Your PhD was on Learning Theory. Which aspect?

JW: I tested some aspects of a popular theory at that time that was put forward by Kenneth Spence at the University of Iowa on relationships of drives and incentives.  It was materially of no interest whatsoever to me and hasn’t been for a long time.  It served to give me my calling card and not much else.  

DH: So, in a sense, things really began when you went up to Michigan and began to do the informal training in pharmacology.

JW: The reason why I got interested in Michigan is that they were doing some of the first work in addiction models in primates and had just started to do drug self administration work in rhesus monkeys, and that fascinated me. That was a procedure where I thought that I could use some of the things that I knew and apply them to drugs in interesting ways.  I had the opinion that I could at least explain to someone, apart from my colleagues, the relevance of that kind of work when I had a difficult time even to explaining to myself the relevance of the work that I had done for my thesis.

DH: At that point in time drug self-administration had just begun. Who were the people who kicked it off? 

JW: There were two Pharmacology groups, both in Michigan, and both of them intimately related to the Department that I joined.  One fellow who did the work on rats, Jim Weeks, and the fellows who were doing work in rhesus monkeys, the Chair of the Department, Maurice Seavers and some colleagues of his. Seavers hired an experimental psychologist, Bob Schuster, and I took a job with Bob Schuster.  Then about three years after I joined, Schuster went to Chicago to work with Jerry Jaffe, and I took over the Lab and continued work with the Chair of the Department.  He had a long-standing interest in narcotics and the abuse liability assessment of narcotics, and he was instrumental in keeping a committee going that was, at that time, associated with the National Academy of Science. It was specifically charged to find new pain relieving agents that didn’t have addictive potential.  They had set up an organization to assess compounds for abuse liability using a very standard set of assessments that included abuse liability assessments in humans. The human abuse liability evaluation was done at that time in Lexington at the Addiction Research Center.

DH: That was with people like Abe Wikler?

JW: Abe Wikler, Bill Martin, Harris Isbell and most of the generation of physicians that have been important in the field went through the ARC “farm” as well.  People like Jaffe and Herb Kleber.  Don Jasinski was one of the junior staff members; all very important people in the field.

DH: Let me go back and pick up two issues.  When you moved into the Pharmacology Department, I guess you were on your way to becoming a behavioural pharmacologist.  Would that be right?

JW: Yes, that’s fair.

DH: How did the overall field of behavioural pharmacology look to you at that point? There were a few different groups around the places.  Within the kind of Chicago area people like Howard Hunt and Joe Brady were still there I guess.

JW: Yes.  I’m not sure if he was or not.  I remember Brady but I don’t know if I‘ve ever met Howard Hunt actually.  It was a very interesting time actually because there was what would be considered very traditional pharmacological approaches to addiction which dealt mostly with pharmacological variables and factors that were associated with physical dependence and didn’t deal with anything in which there wasn’t a strong withdrawal syndrome.  

There was also a batch of people who were very interested in operant conditioning and studying the effects of drugs on conditioned behaviour, and different patterns of conditioned behaviour, and showing that drug effects were dramatically different depending upon what kinds of conditioning were examined.  The key people in that area were Peter Dews, Bill Morse, and Roger Kelleher at Harvard and the enormous number of people who they trained at that time who have been continued to be influential in the field.  There were also a large number of people that Brady had trained as well, at Walter Reid, and the University of Maryland. Bob Schuster was a trainee of Joe Brady. So there was a strong mix of experimental psychologists with interests in operant conditioning, and they were trying to get to know intellectually more about pharmacology and learn some other things about addiction. When they melded self administration with drugs, and it turned out that most of the drugs that people abused, animals self-administered, it became a quite natural joint interest because pharmacologists had to pay attention to what folk in experimental psychology were telling them about the phenomenon that they were seeing.  Some of the more dramatic findings had to do with the fact that animals that self administered drugs, self administered them in patterns of severe intoxication and showed many of the kinds of things that had been hard to capture in other experimental models associated with addiction.  So it was a very interesting time.

DH: How much input to all-these there has been from the work by James Olds and people like that with the intracranial stuff?  
JW: Very little actually.  Let’s see, how to construct that right.  Olds had a lab that was about two buildings from where we were doing our work and I had a friend who was a graduate student in Psychology at Michigan who took me over because Olds was probably one of the most famous of physiological psychologists going at that time, and Olds had interests in drugs.  His wife also studied drug effects on self-stimulation and actually collaborated with some of the people from the Pharmacology Department for a while, but nothing terribly interesting came of that work.  Olds also worked fairly hard on trying to get drugs through a cannula directly into the brain without very much success.  He certainly was administering drugs centrally and trying to figure out something about the circuitry associated with self-stimulation by doing so. It wasn’t too long after that a lot of people got very interested in dopamine, norepinephrine, and self-stimulation and then that came to be a very strong controlling interest in drug self-administration later on and it continues to be a strong guiding conceptual focus for a lot of work now.  But, it didn’t really grow-out of the Olds’s work; the conceptual focus came more from self-administration.

DH: What happened to Jim Olds? He kind of faded out of the scene.

JW: He did.  He went to Caltech and died prematurely.  It was a shame.  It was a really exciting time for him when he was at Michigan and when he went on to Caltech.  He was a very bright man and very interesting.  But he didn’t have whatever it was that takes you in a functionally important way.

DH: Did self-administration become the interest of your little group, or was the entire field interested?  
JW: Yes and no. There was a very strong continuing influence of operant conditioning traditions within the field.  People who became more interested in the neurochemistry of drug self-administration I would say had a more traditional physiological psychology background than either a pharmacological or behavioural pharmacology background.  A continuing traditional pharmacology approach is what I champion perhaps because of where I live.  I’ve always thought that this kind of work should try to embrace and push forward principles of pharmacology in important ways.  But I think those three kinds of intellectual influence, i.e., conditioning, addiction, and pharmacology, have been important and continue to be.

DH: When you say that what you pushed was the relevance of all this to pharmacology and the light shed on pharmacological principles, what did you mean?

JW: Receptor theory more than anything else.  Receptor theory and pharmacological principles associated with dependence and tolerance, the traditional kind of things that have been linked to addiction.  And then to try to link those to important psychological constructs, which we’re still struggling with, with people arguing about what cravings are and what specifities of what roles dependence actually have in addiction.  Those kinds of things are continuing riddles for the field.

DH: When you began to do your early work, receptor theory was a very theoretical thing even within mainstream pharmacology. They still hadn’t isolated the receptors or developed radiolabels.  Sure they had to exist but you know until they were actually seen it was hard to believe in them for sure.  So when did that really begin to play a part in the whole thing?

JW: There were not many questioning that at least in the field of narcotics.  I was in Washington for meeting and got on a plane with Gardner Quarton who at that time was running the Mental Health Research Institute that was part of our Department of Psychiatry, currently being run by Huda Akil and Stan Watson.  Gardner and I sat down together and he told me that Sol Snyder had just identified the opiate receptor, and I said “Jesus, Gardner, we’ve known about opiate receptors for a long time, what’s the excitement”. But, this was something that you could look at in a neural membrane, and there were many reasons in the pharmacology world to know that they were there. And it was an incredibly important spur for the field because at the time that Snyder and other people developed those techniques to find recognition sites for opiates it spurred other people to try to put forward other propositions that could be as interesting.  Certainly the whole field of endogenous opiates after the recognition sites were discovered played an important role.  And if nothing else, this certainly guided a lot of very important work in the science of neuropeptides.  It raised all kinds of interesting questions in relation to endogenous dysfunction that could be related to addiction.

DH: Take me through that.

JW: I can’t because it’s still an open issue.

DH: Sure it is.  

JW: There is of course a lot of continuing argument about that.  The intellectual influences at that time were very strong and there were a couple of very important things that played into it at least for me and for a fair number of people in the field who were doing animal work.  When we studied strong drugs of addiction like cocaine and opiates of various kinds, intravenous alcohol, barbiturates, all monkeys displayed the major patterns of behaviour that we saw so there simply wasn’t a significant influence of individual difference among the monkeys that we were studying.  So we had a very natural response to that, which was that these things are important.
 
At the same time the people at the Addiction Research Centre had markedly different ideas about that and really believed that the patients who they saw, who were fully developed addicts, with recurring social problems, were definitely psychopaths, sociopaths, and were significantly different to begin with from others.  Bill Martin had very strong ideas about that and he was an excellent theoretician and physician with perhaps not as strong a psychiatric background as someone like Abe Wikler, for example, but he had very interesting ideas about it and was a continuing intellectual champion of those factors as they may be related to addiction and the perpetuation of addiction in people.  If anything our increasing information about the epidemiology of addiction and the patterns of natural history of addicts has brought us more toward the view that our monkey models are wrong in some ways and then in other ways absolutely on the mark.  An interesting stage that we are at now essentially is trying to match animal models to natural history courses that we can segregate in a population and then test in animals in a more a valid way than we have in the past.  The early animal self-administration work showed us that we actually had the crux of the problem.  The nature of the effects was so dramatically clear that probably the way that we were misled was that we had hit the nail on the head in terms of actually demonstrating all phenomena that we wanted to.  We had such strong pharmacological control of the drug and the behaviour that we were interested in, that all other influences pailed in consideration.  That’s important for some things, but not important from the point of view of trying to reconstruct a causal chain of events where there are clearly multiple causes of addictions in probably most human cases.

DH: Back at the end of 1960s when you are at the point where you’ve begun to get the animals to self-administer the various different drugs, and you’ve got Wikler and his group over in Lexington who had begun with describing withdrawal effects first and this was all about the consequences rather than anything else, you’ve got Bill Martin beginning to say really these are odd guys to begin with, you introduced a third bit, the actual drug, the liabilities that go with the drug.  How did they receive that?  Did they say yes, sure or did they say no?

JW: Everything started to be melded in a functionally good way, to my way of thinking.  Let me give you some examples. At the time the World Health Organisation was arguing about definitions, which they spent a whole lot of time doing, and there were arguments about whether these terms “habituation”, “addiction”, etc., are well based. At the time they just threw out all the old terminology and substituted pharmacologically-based terms so there was all of a sudden cocaine dependence, cocaine addiction, morphine dependence and everything was pharmacologically tied to different kinds of drugs.

DH: All that happened when, 1964, ‘65, ‘66?  It was early 1969 when they came out with the idea of drug dependence.

JW: That was a big turn of events for the ways that a lot of people thought about things at that time and it was very strongly pharmacologically based and it probably led to a great deal of changes in the way that the DSM criteria have been modified over the years as well. 

DH: It seems to me that I can see that they made this big move forward from saying that people who are addicts aren’t just addicts because they’re scared of withdrawal but the nature of the drug has something to do with it. To introduce the term drug dependence introduces a terribly ambiguous kind of concept because what you get then may be me saying to a person - Look I’m going to put you on steroids of some sort, and in a sense you may become dependent on them. In fact when you think about it you become dependent on virtually every drug we use in that body systems bounce back but that’s a different thing to abuse liability of a drug isn’t it? Do you think the term in a sense potentially causes as many problems as it solves?

JW: Just about everything that we do creates problems in one way or another in that respect.  I’ve become almost anti word.  It got us into problems in the sense that drugs per se alone can’t carry the concept, they simply can’t. There is a return to older terminology to try to get at some of the things that we haven’t studied like craving or wondering what that essence of addiction is and things of that sort.  There’s been a refocusing of attention towards those things since we know so much more about a lot of things than we did at the time that this started.  I think there is a general interest in trying to get at what some people believe are more basic issues.

DH: To come back, you’re there and you’ve got the animals self-administering opiates happily.  What did it look like the implications for clinical practice might be?  This very powerful drug influence, were there any obvious indications as to what could be done to modify this one way or the other?  Did it look like this behaviour was inextinguishable once it was established?

JW: One of the things that have continued to be very important is a behavior analytic way of treating the problems.  We don’t have pharmacotherapies for some things as is the case for cocaine now for example, and even when we do there are approaches that can be advanced more strongly in clean conceptual ways, by treating drugs as reinforcers and using a good behavioural management approach to the problems through that kind of conceptual focus.  There are good voucher types of programs with cocaine that take a very nice kind of approach from a contingency management point of view.  These are things that I always mention in lecture because they are interesting intellectually to me.  There are community reinforcement approaches to handling alcoholism.  They were put forward by some of the early students of Skinner who I’ve always thought have been very interesting and these were the intellectual forerunners of the people who have been doing the most interesting work with voucher systems managing cocaine problems.

DH: What was actually involved?  What were the community approaches to alcoholism?  What were the proposals?

JW: The fellow who did this was a fellow by the name of Nate Azrin.  He took revolving door alcoholics and restructured their lives.  He went after every aspect of their lives that he thought was important and did two things.  He tried to set up a contingency so that they could not interact with any of the significant social others if they were intoxicated.  So if, for example, John came home drunk, his wife couldn’t let him in the house if that was the appropriate thing to do under the circumstance.  If people didn’t have significant social others because of alcohol related problems, he set up synthetic families for them, alternate ways for them to get social support, social reinforcers, to set up ways that they could recreate without drinking.  The whole emphasis was entirely to provide alternative reinforcers that did not involve alcohol and to punish behaviour that was associated with alcohol taking.  The approach is a very general one, works on animals and works on people generally and it doesn’t make any difference what their reinforcers are. People have had success applying it with cocaine problem behaviours.  Even though Azrin was dramatically successful in handling alcohol problems, the issues associated with benefit and cost he wasn’t interested in and he didn’t pursue them.  What he was interested in was simply showing there wasn’t such a strong problem associated with the addiction that he couldn’t lick it with his behavioural approaches.  They showed that convincingly, and it hasn’t been pursued as much I think as it should have been from the point of view of a conceptual approach that should be looked at very seriously all the way through the various phases at which we treat the problem.

DH: You mention the voucher scheme.  This is the one from Vermont?

JW: I don’t know enough about it to tell you how it did start.  I know a little bit about the intellectual history of the guys who did it but not a great deal about how they actually got their game going. There are three of them that are involved with this: Steve Higgins, Warren Bickel, and John Hughes.  Steve Higgins is the person who has probably done the most work with respect to cocaine vouchers.  John Hughes started at the University of Minnesota with Travis Thompson and went I think to Vermont and then hired Steve and Warren; they were working at Hopkins as post-docs.  They have always had slightly different interests but they co-operated on a whole bunch of things. The scheme does work.  Earlier we were talking about who the cliques are and whether there is a broad influence among people.  There is a very strong continuing intellectual influence of people who are really interested in behaviour and very interested in drugs, interested only in those two things and the relationship of things having to do with operant work and drugs and all three of those fellows are very good proponents of that point of view and they have done a fine job of pushing it.

DH: Let me bring you back to the 1970s.  You’ve got the animals opiate self-administering, what comes next?  In my mind, the issue about possible dependence to the benzodiazepines begins to rear its head maybe in the late ‘70s or had you guys begun to get on to it before that?

JW: It was clear that most depressants were self-administered and you could find strong barbiturate physical dependence in the animal preparations.

DH: Physical dependence as opposed to abuse liability?

JW: The early studies were simply to show that the animals would take something like pentobarbital or a shorter acting barbiturate and would stay intoxicated virtually around the clock.  So the most interesting aspects of them had to do with how much they took and how continuously they were intoxicated.  Benzodiazepines weren’t studied probably to any great extent until the early 80s if my memory serves me correctly.  There started to be an interesting difference in benzodiazepine self administration right from the very beginning because they were never as commandingly reinforcing to the animals as were shorter acting barbiturates.  In some cases it was difficult to even show that some benzos were reinforcing, and if they were, they were very weak reinforcers.  So that became an interesting issue right off the bat and an interesting issue with respect to abuse liability.  This paralleled when people started becoming interested in dependence on therapeutic doses of the benzodiazepines and I think there has been a continuing interest both in abuse potential studies in benzodiazepines and how that’s related to reinforcing effects and the issue of who is likely to continue long-term self administration of them and who isn’t and all that kind of thing.

DH: Can I pick you up on this?  I get this hunch that what’s happening is you’re there with the models saying well these drugs are not too bad and on the other side there’s this mounting public hysteria almost that these drugs are the most dangerous thing that ever happened.  Is that the way things went?

JW: Certainly benzodiazepines have had a very complicated history in terms of how the public has responded to them.  In the late 1960s, early ‘70s there was a strong response from some kinds of critics that they were being used more by women, that the costs were too high - the costs being too high continue to be things that people are concerned about – and that they were being terribly over-prescribed. And some of those themes continued certainly on into the 1980s, emphasised in different ways and by different people.  But it doesn’t seem to me that some of the conditions have changed very much over that period of time.  

DH: In a sense what your saying is that during the 1960s 1970s the big issues were the overuse, the cost and the fact that they were being used for problems of living, almost for socio-political purposes to keep certain groups of people quiet, but the issue of there being seen as agents as dangerous in terms of their abuse liabilities as the opiates weren’t there.  Then, all of a sudden then in the 1980s the thing being the whole story begins to play in terms of we’re making these people addicts?  How did you see all that?  The animal work has to play the part because what you seem to be saying is that in the animal models compared to the opiates these drugs shouldn’t have been making these people addicts? In a sense they weren’t were they?

JW: No.  I think there is congruence actually between what the animals are telling us and what happens to the people.  Speaking simply from an epidemiological point of view, there are a few people who take benzodiazepines as a pattern of poly-drug abuse; most of the time benzodiazepines play a secondary or tertiary role in terms of what the main driving drug is of the poly-drug abuse.  Those people from an epidemiological point of view are very small in number and social importance.  If you take a batch of monkeys and expose them to benzodiazepines, the drugs that have the strongest abuse liability are the ones that are short acting and have very rapid onset of effects. The reinforcing effects don’t really strongly push animals to take them and self-administer enough to get them to the point of were they actually produce strong dependence of the physiologic kind.  So I have always thought that our crude animal models mimic the clinical situation in some respects.  I don’t think that physical dependence of the benzodiazepine type actually represents any more of a significant problem than physical dependence of any kind for a drug that’s chronically administered.  People who are taking benzodiazepines for a long period of time and who are getting therapeutic effects shouldn’t be in any way classified as addicts.

DH: But they have been haven’t they?  Did you ever get pulled into this big public debate?

JW: Yes.  I’ve talked about it.

DH: In a sense the message you have during the ‘80s can’t have been the message the critics wanted to hear.  Remember the pharmaceutical companies were going to say, oh gosh, you know, this is good, this is what we want to hear but the band wagon of public opinion wanted to be told these drugs were nasty and medical people were awful to be giving them.

JW: Yes, that’s certainly true and there were certainly a significant influence of that kind.  It seems to me that within the ACNP and within a small set of people who have done some of the most interesting research there’ve always been people on the right track who’ve been proponents of benzodiazepine use and it seems that they are pro-therapeutic drug and I have always thought that that voice for benzodiazepines and for drugs that have been used for anxiety always had a difficult row to hoe.  There are probably multiple influences related to that, one being that there is still a strong component of people who believe that those who suffer from anxiety have weak wills or have some sort of environmentally produced moral weakness.

DH: And the answer is for them to pull themselves together.

JW: That’s right.  Just say don’t have the problem.  Those kinds of attitude problems exist probably all over mental health issues one way or another.

DH: Can I just take you on to one more group of drugs you worked on.  You got into phencyclidine, PCP work.  Was this out of interest in PCP or was it because PCP actually became a big public health problem in the US in the late ‘80s?

JW: Well for me it was an interest in just expanding what we knew about behavioural pharmacology of drugs and it was something I got interested in. I continue to have an interest in teaching myself by doing research on things that I work on.  It’s a great teaching device.  For me getting interested in things related to PCP didn’t have very much to do with drug abuse related problems as much as it was that they were extremely interesting behavioural drugs.  They altered behaviour in very interesting ways.  It turned out that it was an exciting time in the pharmacology of PCP because one of the first meetings that we went to on this had a nice link to excitatory amino acids and to a coming together of a different set of people again.  The excitatory amino acid field had been driven by an interesting set of medicinal chemists and electrophysiologists, Jeff Watkins, first of all, and McLennon, at Vancouver.  They were probably 30 to 40 people who had taken the field for two decades, kept it to themselves and developed it beautifully conceptually and then relating phencyclidine to excitatory amino acids was a very important thing.  It was done by David Lodge and the field blossomed both from what could be done that was interesting. It was a delightful time.  One thing that was extremely fun for me was going to some of these meetings.  If you didn’t talk about channels, if you were interested in more general integrative things, people thought you were really wasting their important chemicals.  I actually had somebody tell me that at a cocktail party at one of the first meetings I went to.  But by the same token I was strengthened by Jeff Watkins telling me that if he was starting in the field again he would do the kind of work I was doing.

DH: Jeff was unique though with his nose for the scientific issues and things like that and working pretty consistently.

JW: Delightful guy, magnificent chemist. Good medicinal chemists are incredibly important for this whole field and when you find one that’s very interested in significant problems as they were, they are an exciting set of people who tend to be getting interested in one or two areas of pharmacology and really push it. 

DH: Did you link back at all then to people who have been involved in PCP work in the US, people like Ed Domino.  

JW: Yes.  Well, he’s a colleague.  I talk to him about it all.  I would check with him on things that I did.  He'd easily tell me when I was off the mark and sometimes when I was on.  I talk to him about everything.

DH: Does PCP have the abuse liability of the opiates?  In the UK, in the late ‘80s, Ed gave a wonderful lecture on PCP and all this group of compounds and said look you know we don’t really think it causes craving so we are not sure why all these people are having it at the moment.

JW: That’s an interesting question.  There are probably things that we can’t really conceptualise well yet.  There are very few people who actually show prolonged patterns of use, yet when you get animals involved with them they take them excessively.  Perhaps we have too strong pharmacological control.  There is an example now that I am interested in sort of belatedly, which is ecstasy, which is very much the same way.  Monkeys take ecstasy on a chronic basis and people don’t.  They tend to take it and run out fairly quickly.  Those are things that we don’t know very much about that we should know more about and we don’t have animal models of it.  There are a lot of things that we have to study more.

DH: There is another very important behavioural pharmacology technique, drug discrimination that‘s come on the scene at this stage. When did you begin to get involved with this?

JW: I got interested in drugs discrimination techniques because they seemed to provide nice links to receptors and that’s what really interested me.  That was shown very nicely in the mid-70s by Frances Colpaert and Steve Holtzman with narcotics.  And I got interested in it in that way to try to characterise different kinds of narcotics - the techniques are really great for that sort of work.  I continue to use them for that reason, and it seems to me to be one of the nicer kinds of procedures that behavioural pharmacologists have used in very intelligent ways, in all kind of areas in CNS pharmacology.

DH: Could you take me through it?

JW: It’s hard to think of a class of drugs that hasn’t been studied with drug discrimination techniques where the technique hasn’t been useful in making distinction of interest.  For instance, you can pick out receptor type differences very nicely with them.  You can characterise antagonists well.  You can differentiate competitive and non-competitive antagonists.  Where the techniques are difficult and where a lot of people thought that they would be more useful is in trying to figure out what subjective effects are related to discriminable effects and one of the kinds of conceptual missteps that many people have made has to do with the fact that if an animal is trained to discriminate morphine, it has been assumed that the discrimination must be the euphorigenic effects as opposed to any other discriminable effects that morphine might have.  People continue to fall into that trap.  That’s difficult to draw an inference about but nevertheless people find it tempting. 

DH: Even if we take benzodiazepines or the antidepressants or whatever, even if you say to the subject we don’t want you to go for the subjective effects in the sense of any euphoria of any sort we want you to focus just on whether there are differences between this drug and the other and if you can pick them out maybe its because of GI effects or whatever, surely that would be an extremely important thing to be able to show reliably.

JW: Sure it is, but you just can’t use these techniques for it.  You can start to approach it perhaps with human subjects, but trying to adapt those to animals is extremely difficult if not impossible.

DH: You got involved with the Committee for Problems of Drug Dependence.

JW: A Committee that became a College recently.  The Committee was first associated with the National Academy through the National Research Council then became an independent non profit corporation; changed its name to The College, and it has become a sort of the drug abuse equivalent of the ACNP professionally.  The Committee, when it was started, had the primary focus of developing abuse-free, pain relieving narcotics.  It set up a Drug Evaluation Committee which essentially acted as a Scientific Evaluative Group using mostly behavioural measures of pharmacological action to draw inferences about abuse liability. And they use as well the concept of pharmacological equivalence in the sense that if morphine does it and you have another drug that also does what morphine does, then drug X is going to produce morphine’s effects.  With that Committee set up, the drug evaluative part of the Committee grew over the course of the Committee’s existence within the Academy and has continued to function.

DH: Can you put a time frame on this Committee?

JW: The Committee started, I think, in 1929.  I don’t remember the exact time that it was dissociated from the Academy but when it was it was the longest standing Committee that the Academy had ever had.  In the late ‘60s and early ‘70s the pharmacology of dependence was largely studied with withdrawal procedures in dogs or primates and then with the advent of self-administration procedures, those procedures were added.  Stimulants then were easy to study so the drug evaluation component of the Committee on Problems of Drug Dependence was expanded so that depressants and narcotics that had been their mainstay were also continued but stimulants were also studied.  In assessing abuse liability they took compounds from anyone. Eitherthe Drug Enforcement Administration, the FDA, academic medicinal chemists, or pharmaceutical companies can submit compounds blindly to the Committee, and getting a report back that tries to draw an inference about abuse liability.  It’s been an extremely important Public Health Service that the Committee, and then College have supported over the years.  It was something that my boss at Michigan helped start and supported and then I took over the role in the late ‘70s and ran the Committee, just the Michigan component of it, and then other people were involved from Pharmacology and Psychiatry Departments and other institutions as well.  

The Committee has changed a great deal over that time too and its function has become different.  It was first there for the very specific purpose and objective of finding non-abusable narcotics and then they started to devote more and more attention to other kinds of things.  It took on roles of assigning drugs to the Controlled Substance Act, and had some important role in that respect - they made recommendations to the FDA that were taken up.  Then FDA set up its own Committees to do those things without the advice of the Committee.  They have served as advisers to regulatory agencies in more informal ways and that was probably a very important component of their function in the ‘70s and ‘80s.  Now the organization has changed its function to become more a professional membership organization in the way that ACNP is, though they continue to be very interested in regulatory functions either through people who are on the Board or some specialised committees that pay more attention to those sorts of things.  It’s become a very diverse professional organization from its narrow beginnings.

DH: Let me take you back to a group of issues perhaps to close on.  You are there on the plane on your way to Washington in 1973 or thereabouts and you’re told Sol Snyder has just isolated the opiate receptor – he’s been able to radiolabel it so we can see it.  You say so what we’ve known that it was there for all time, what is the big deal?  But maybe the big deal is capturing public opinion.  People really have a thing that they can hang their hat on, a thing we can see.  It’s real.  These are maybe real problems.  It seems to me that more than any other branch of psychopharmacology addiction research has a huge public relations issues.  It’s very important to get the scientific breakthroughs that the public will understand, out into the public mind in the right way.  In Time or Newsweek about a year ago there was this very eye grabbing front cover of a fish going after another fish and there’s a hook etc., saying “now we really understand it, its now we are on the verge of really understanding it all”.  Could you take me through these issues a bit just how this work played?  Addicts are the lowest of the low in the public mind so we really have to work to get the funds to treat the problem, etc.   

JW: I’ve always felt that its always been a very charged public health issue and over time there has been hue and cry about the drug abuse epidemic in the late-1960s and then various things get played up in the press perhaps in some good ways some bad ways and I’m not sure if it’s any different than other things, though it certainly captures the public imagination perhaps more than other problems.  The public interest sometimes runs in terms of the politics but the politics do not necessarily run well with the science of it and those are the kind of things that are sometimes the most difficult to deal with. I can remember times when people would ask how, can you spend all the money that can possibly be dumped into the scientific community, and sometimes I’ve actually thought there’s been more money spent than there should be.  It’s going to be a continuing problem.   It’s going to get all kinds of different glances from the public and its something for which we have to have the best kind of scientific framework that we can provide to deal with in an intellectually honest way.  There will be various mistakes that we will all make in trying to deal with it given that it is a very complicated problem.

DH: There is an issue that I left out earlier.  Back with PCP, which doesn’t cause much in terms of craving, there is also the Joe Brady view that a lot of people take these drugs because of the behavioural toxicity they cause.  What do you think of that in the light of the PCP models that you have? For example you’ve been working on the issue of craving, but too there are still an awful lot of people out there saying I’m not absolutely sure that there is anything such thing as craving.  The other view is that if you take drugs like LSD which don’t cause much in the line of craving but you go out of your mind, you’ve got a distorted world and maybe people want this altered state of consciousness as a driver to drug taking.  PCP is interesting from that of point of view.  Yes it produces the altered state of consciousness.  Did any of this cause you to think again about what the critical pharmacological factors are?

JW: I think if you think about these things in a pharmacological point of view it’s a great riddle.  It’s an extremely interesting riddle.  We are really at a very crude state of understanding with respect to that.  To pick out something that is common among them may be a mistake because there probably are as many differences in the ways that they function even though they may have a common reinforcing function, there are so many differences among them that it would be extremely hard to try to nail a common element even though some people have emphasised a dopaminergic function as a common link.  Maybe that’s not the most interesting common link that we can find and I don’t know that emphasising a toxicologic consequence as something that might be common would be helpful.  I like the differences among them as much as the similarities at this point in terms of the fascination with the riddle.

DH: I guess that’s the answer to scientists but in terms of how these things play in the public mind; they want a simple answer don’t they?
JW: Sure.  

DH: I think that that is a perfect ending point,

( James Woods was born in Louisa, Kentucky in 1937.





