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JOSEPH C. SCHOOLAR

Interviewed by David Healy

Las Croabas, Puerto Rico, December 16, 1998

DH: This is Wednesday, the 16th of December 1998, 10:05 in the morning.  I’m David Healy and on behalf of ACNP at the ACNP Annual Meeting in Puerto Rico, I’m going to interview Joseph Schoolar.(  Joseph, can we go all the way back?  Can I ask you when you were born and where and how you ended up doing the kind of career you have done?

JS: I was born in 1928 in a little hamlet called Marks, Mississippi and grew up there in the Delta.  After the Second World War, I went to the University of Tennessee for a Bachelor’s and Master’s degree and worked at Oak Ridge and was an instructor in Biochemistry there and my chief was from the University of Chicago, so when he went back to Chicago he invited me to go with him for a dual degree program.  So I got a PhD there in Pharmacology in 1957, focusing on the central nervous system and ordering graphic studies.  We developed a system for doing vein autoradiograms in experiments on animals.  And, then, after the PhD I went to medical school and actually was slated to go into internal medicine at the Peter Bent Brigham, but a friend of mine said before you do that, go to Texas and look at Baylor and the Houston State Psychiatric Institute; it’s a very interesting place, So I went there and I’ve been there since the end of my internship, which was in 1961.  So, actually, I’ve been there thirty five years.

DH: Okay.  Let me go back here.  Why did you want to go into pharmacology at all and why did you want to go it in this area?  Were there any influences that had led you down these roads?

JS: I don’t think any specific influences, just a general interest in the central nervous system.  I had done my master’s work on the Effects of Radiation on Neuroblast Cell Development. I can’t point to any one thing.

DH: Okay, if you’re doing a PhD on CNS Pharmacology in the mid to late 1950s, what were the drugs?  What were the issues?

JS: Well, at that time we were trying to determine, principally two things.  In my laboratory with Lloyd Roth and Charles Barlow, we were trying to map out the blood supply to the brain and see what the influence of blood supply had to do with what drugs went where. So, we used, chiefly, organic iodides in those days and it was a very simple approach.  We gave the radiolabeled organic iodide to the animal and, then, at various times sacrificed the animal, had profused the blood out, and we could see where the drug went. For this, awe developed a system of using a photographic densitometric step tablet.  That’s where we get comparative densities.  And, we did that for a number of years for different drugs. There were a lot of soluble, lipid soluble drugs. The other thing that Roth, himself, was working on more specifically was metabolic studies in the brain, studies of glucose metabolism.

DH: Was there a feeling at the time that the work you were doing  was going to shed much light on what the drugs did?

JS: Well, yes, of course, there was the long view that this would be helpful, but this was at the time science for the sake of science. Shortly thereafter Comroe’s paper came out that said that of all the advances that were made in medicine sixty percent of them came out of the basic science laboratory. We had to pay some attention, of course, to people who funded us.  Multiple Sclerosis Foundation of America, for example, gave us a grant and, so, we were doing studies on myelinization, myelinization rates indirectly, things of this sort, so it was both actually, but we didn’t have a pinpoint end purpose to see what this drug does for a given patient.
DH: Okay. At thetime you did your PhD I have the feeling that the kind of research you were doing could easily come into neurology, but not quite so obviously into psychiatry.

JS: Oh, that’s right.  That’s exactly right.  My interest in psychiatry came out of, I think, a personal thing. In my medical class; I believe there were 60 of us and, if I remember correctly, 23 wound up in psychiatry.

DH: That’s extraordinary.  There must have been something about that class.  What was it?
JS: I don’t know.  We had some intriguing teachers.  I don’t think they were any better than the teachers who taught us anything else.  This was the beginning of cardiovascular surgery and people were very interested in that. I don’t know why.  I don’t know.

DH: Extraordinary.

JS: It was very interesting.  

DH: You were trained in Chicago, first of all, Carl Rogers, of course, was there.  Did he have an influence of any sort?

JS: No, I always thought that he was a little bombastic and I just didn’t go over to his part of the campus; he just didn’t appeal to me.  People who did appeal were Bruno Bettelheim who was on the campus, right across the campus.  His books were interesting.  I didn’t meet Bettelheim.  Nobody met Bettelheim much.  He sort of kept to himself.  But, there was a great deal of discussion about the Nature of Humanity and I think that was influential.  Reisman was there and he had just written The Lonely Crowd. I used to sneak out of pathology lab and go hear Paul Tillich lectures and things of that sort influenced me.
DH: But, this is a very philosophical kind of psychiatry.

JS: Well, that was the sway at that time.  Chlorpromazine had just come out and psychiatry at Chicago at that time was pretty analytically oriented.  I would say almost exclusively analytically oriented; although, they did use some medication, but we didn’t, number one, have many drugs and, number two, I don’t remember any pioneering influence or interest in seeing exactly what these drugs would do.  It was more analytically oriented psychodynamically oriented at that time.

DH: At this point, you would have been quite happy to go down that line of training.  
JS: No, I really was not convinced that psychoanalytically oriented psychiatry was where the answer was.  We had theories then of the, so called, icebox schizophrenogenic mother causing schizophrenia.  Well, you didn’t have to be too alert to see that there was a lot wrong with that theory.  I never was headed down the psychoanalytic route, personally.

DH: When you trained in psychiatry, did you get to see the old hospitals, those big wards.  What was it like in psychiatry?

JS: The first, old state hospital that I remember was back in Tennessee and that was the East Tennessee State Hospital. I can remember driving around it, but in school, I think the Elgin State Hospital in Illinois was the first one I actually went into and spent any time and was able to see what went on and so on.  This was probably in 1956 or ’57 and it was a huge state hospital.  It was at the time that they were beginning to use phenothiazines in the state hospitals. I think they were using also reserpine or something like that and I asked one of the doctors why he was using that particular drug and he said, well, because the drug house gave us a lot of samples.  They were just beginning to use medication, Until, I guess it was the mid-1960s, or even later, when the big exodus from the state hospitals began to occur psychiatry became much more an outpatient practice than it was originally.  In my early days in psychiatry in state hospitals in Texas, for example, the Austin State Hospital was a huge hospital right in the city of Austin. I can’t remember how many patients they had there, but it was in the low thousands, I believer, fifteen hundred to two thousand, but that’s a guess; I can’t really remember, and as time went on they began to develop outpatient clinics and the hospital by that time had come to be known as the Texas Research Institute of Brain Sciences, and people began to recognize that, it was much more humane to treat patients, most patients, as an outpatient. There’s still a place for the state hospitals, of course.  But, across the country, there were experiments done. Jonathan Cole did some experiments at Harvard and well we had the same thing in Texas.  We had developed outpatient clinics to handle most patients. 
DK: Okay, you’ve trained in medicine up in Chicago.  Then, you have this idea that maybe you should go down to Houston, so you went.  What was the situation in Houston?  Why did you go down to Houston?  Why did people think that the Houston Psychiatric Institute was interesting?

JS: Well, I had a friend, with whom I’d been in physiology class.  He was actually a Dominican priest, who had been sent there, and he came back across the campus and asked me what I was going to do and I said to him I was going to Peter Bent Brigham and he invited me go down to look at Baylor and the Houston State Psychiatric Institute. So, I went and I was very intrigued by the people there.  Dr. William Langland was there, who had been at Payne Whitney, and he had come down to be the head of psychiatry at Baylor, and Dr. Kinross-Wright, John Kinross-Wright was there, who was doing a lot of interesting work in psychiatry and psychopharmacology at that time.  And, they had this institute, a research institute that was very intriguing. Then, I’m a Southerner, so there was, I’m sure, some conscious or unconscious pull there and, so, all of it added together that I went there for residency and then stayed.

DH: Residency there at that point in time would have involved psychodynamic training?

JS: Yes, psychodynamic training and a third of it was neurology, two thirds of it psychiatry and that was psychodynamic and also a good bit of training in psychopharmacology.  The drugs were coming out very rapidly. This was 1961 to middle of ’64 and, so, we had tricyclic antidepressants available and phenothiazines; new drugs began to come out pretty rapidly, so we got a lot of training in psychopharmacology at that time.

DH: Right.  Okay, just to go on, how did the antidepressants look to you guys then?  Clearly, Thorazine (chlorpromazine) produced a huge breakthrough and people like Kinross-Wright were among the first in the country to use it, right?

JS: Right.

DH: Did the antidepressants play quite as well?  I mean, there was a little bit of controversy at the time; it seemed to be, some in the conntry were unpersuaded that these drugs really worked.
JS: Well, we were persuaded and we used them.  Maybe we weren’t as critical as in other parts of the country. Patients would come in and they’d get Thorazine or Stelazine (trifluoperazine) or one of the other substituted phenothiazines and antidepressants.  The big one in those days was imipramine and, then, also Elavil (amitriptyline). Mesoridazine sold as Serentil. So, the new drugs were coming out pretty rapidly and we used them.  We used them a lot.  In fact, we had a rule that if you had a depressed patient who was agitated, you gave them Elavil.  If you had a depressed patient who was not agitated and retarded, you gave them imipramine.

DH: Right.  And, how did this compare to ECT?  Did it compare well? 
JS: Yes, it did.  It really did.  When I was early in training, we did a lot of ECT.  I’d go in first thing in the morning, 7:00 AM, and do all the ECT’s that I had to do as a resident but before I finished my residency this was no longer the case. The number of ECTs given went down. 
DH: Substantially?
JS: Yes, substantially
DH: On that score, how many patients did you have to look after?  I mean, there were obviously much fewer people actually doing psychiatry at the time than there are now, and there were much more patients per resident than there would be now.

JS: I don’t think so.  I really don’t think so. We were under the mantle of Baylor College of Medicine and it was a training experience. My first inpatient service was in the old Jefferson Davis Hospital in Houston and we had a ward there that had maybe 35 patients, inpatients, or something of that sort and, as I remember, there were three of us, so we were doing okay.  And, we had a mixture of therapies, ECT’s and supportive psychotherapy, but we were also training in dynamic psychotherapy, as well.

DH: Sure.  Once the drugs began improving the the mental state of the patient, and please correct me if I’m wrong, more things were actually happening on the wards in terms of occupational therapy and various other activities before then now.  In the kind of the district general hospital unit that I work on nothing happens these days. People now come into the hospital and after getting their pills are sitting in the ward.and get bored out of their mind. They often leave, because it’s so boring. But this was not the case in the 1960s; there was a combination of non-pharmacological therapy with the the pharmacological therapy; it was more than just drugs being given, right?

JS: Oh, yes, a lot more.  We had a theraoeutic milieu.  And, you’re quite right.  Occupational therapy was very important.  Group therapy was important.  We had at TRIMS an art therapist and we’d have discussions in which the patients were included about the art that they had produced.  There was a great deal of social support, so drugs were an absolute sine qua non of treatment, but it went far beyond drug treatment.  I would say that when I was in training at Baylor while drug therapy started and increased, psychodynamic psychotherapy stayed about the same. It was a very important element; it was a therapeutic milieu.

DH: Given all that, I have this hunch that there’s something pragmatic about what you guys were doing down in Texas.  Up in the east coast there seems to be these wars between the analysts and the drug therapists.  Did that play down in Texas?

JS: Oh, yes, it played to some degree.  The analysts were said to act and think themselves superior as psychiatrists and so on.  But, this never did really get in our way very much.  Many of the people who were our teachers had had analyses or had had some analytic experience including my second chief there, and he brought in a group of analysts to enlarge the department, so we felt a great deal of influence of that, not a war though.  I don’t think it was quite as vitriolic as I seem to believe that it was on the east coast.

DH: Sure.  
JS: There was still an important analytic influence.  The first chief, when I went there in 1961, was William Layman; He’d been at the Payne Whitney Clinic and he was not an analyst.  He was very interested in research.  He was very interested in the concept of time and measuring time and he was a very impressive brilliant individual, almost encyclopedic mind the kind that would just draw a resident to him. He was not an analyst and, so, there was not very much analytic influence at that time, I would say.  The other people in the department were Kinross-Wright and Eugene Kahn, who had come down from Yale; he wasn’t an analyst.  He was interested in Kraepelin and spent his time doing history of Kraepelin and an analysis of Kraepelin’s work and so on.  And, the other people in the department were, by and large not analysts.  But, then, after Layman left, Shervert Frazier came in and I think, speaking privately, I haven’t asked Sherv about this, but I think he had sort of a love/hate relationship with analysts.  He knew a lot of analysts.  He’d worked with a lot of analysts at the New York State Psychiatric Institute and at Mayo’s and he brought a lot of analysts into Houston. The chief among them was Eldon Bouk and, so, we got quite a psychodynamic influence at that time and I would say, sort of an analytically based influence.  Even though you were on the wards, you had a lot of psychodynamic psychiatry in your training, so that influence was there.  It was either or.

DH: What about the influence of the St. Louis roup?
JS: Well, it was known as the place of biological psychiatry. They were quite scholarly at Washington U. They just said, psychiatry is biological and that’s it, as far as I know, which I think was a very strong and good balancing influence.  You need a place like that. They stood out in that fashion.  We were never that oriented toward biology, exclusively.  Now, Kinross-Wright, an Englishman, had no interest in analysis, he was definitely a biological psychiatrist and he’s the one who stimulated all the drug studies that we did and got people in to do the drug studies and so on.  So, we had both of those.

DH: Could you let me know a bit more about him, because clearly, in one sense, history has been a little unkind to him, in that he gets portrayed as the man who pushed the doses of chlorpromazine up to really high levels, but he was also doing a lot of other work on things like conditioning. Is this right?

JS: When you say conditioning, you mean like conditioned reflexes?

DH: Yes, that kind of stuff.
JS: He might have been.
DH: How did he look to you at the time, as a man?  Can you fill me in about that?  You said he’s from England.

JS: Yes, from England.

DH:  When did he come over?

JS: I don’t know when he came over, but he came to Texas, I believe, from North Carolina and, in maybe 1956 or ’57 came to Baylor, but that’s a guess.  And, he was very interested in the study of drugs and the application of CNS medication and psychopharmacological agents to a large patient population. There’s a sort of an interesting story there, as it has been told to me.  There was a man in Holland named Korito, who was doing some outpatient studies with drugs and getting patients out of the hospitals and having clinics with medicated patients and so on, and Eugen Kahn read the European literature, I don’t know whether Kinross-Wrright did or not, but at any rate Kahn and Kinross-Wright were talking about this, and as the story has been related to me, Kinross-Wright got in touch with Heinz Lehmann and he and Lehmann discussed this and actually Kinross-Wright set up the first psychopharmacology clinic at TRIMS with a man named Kanellos Charalampous.

DH: That’s an unusual name.

JS: Yes.  Charalampous was a medical student at Baylor and worked at the VA Hospital and when Kinross-Wright and Gates and Pokorny did some of their early chlorpromazine studies,  he was the medical student who did all the histories and followed the patients and things of this sort, or at least assisted in a great way and, then, when he graduated and finished his residency he joined Kinross-Wright in the psychopharmacology clinic and continued there for a number of years until he went to Oklahoma under Jolly West.  And, so, in the psychopharmacology clinic indoles and phenothiazines were used and studied in the treatment of psychoses.  There was a little benzodiazepine work done by Irvin Kraft in children, but the big thrust of it was the antipsychotic drug. reserach  Then, by this time, James Claghorn had joined Kinross-Wright and William McIsaac and, so, they had quite a critical mass there and I think they did a couple of impressive studies.  Ono of them was the labeling of drugs radioactively.  They could be studied in animals.  We had an animal colony that included monkeys and rats and mice. It cost us a lot of money to keep that colony going.  We could do metabolic studies; and behavioral studies in animals with Hal Olshever, who was a behavioral psychologist and pharmacologist. The synthesizing and radioactive labeling of drugs was under Beng Ho. Some members of that team are members of this college.  Ho is a member.  I don’t think Claghorn is a member, but certainly Ho is. So, there was an effort to make the studies controlled, experimentally exact and well thought out and well done from a variety of standpoints.  So, I think that was one of the unique things about the Texas Research Institute.  Then, after awhile, a clinical laboratory was set up in Huntsville, the so called Wynne Unit, and a lot of drugs were tested there and, all in all, it was a very productive unit I think.  While it lasted, that clinic tested about upwards of a hundred drugs and, of course, most of them didn’t make the market. It was considered to be very valuable, to stop a drug that was thought to be worthless.  I think Kinross-Wright started one of the first six of the early clinical drug evaluation units.  With Charalampous he did some early Phase II studies and a lot of Phase III studies.  And, the residents were, to some extent, involved in this but, by and large, it was Charalampous and the nurses that they trained to do the busy work and the instruments that they used for evaluation.

DH: Did the psychopharmacology clinic that was being run there come before the first early clinical drug evaluation units and, in some sense, provide a model for them or did they both come at pretty much the same time?

JS: Pretty much the same time.  I think, actually, the psychopharmacology clinic came first and, then, the early clinical drug evaluation unit came in.  All of this was within a year or two of each other.

DH: Who were the other units around the country?  You said this was one of six.

JS: I can’t tell you where they were.

DH: Heinz Lehmann and Tom Ban, I think, had one.  I could be wrong on this.

JS: No, no, I think you’re correct, but I can’t tell you.  I’d be guessing.  I never did know.  I was just told that there were five others.

DH: Did you get involved with this clinic?

JS: Well, only to a certain degree, with my little finger.  I was one of the evaluators who went with Clyde Warren every Thursday to the Wynne Unit to evaluate patients and, also, in the outpatient clinic we had drugs that were being tried and, so, I would evaluate those patients and so on, but I was never a major player in that.

DH: So, you weren’t at any of the first NCDEU meetings where all the units got together?

JS: No and that is why I don’t know where they were.  You’re right; I never did go to any of them.

DH: What were you doing as your own research at this point? You mentioned radiolabeled drugs, in the light of your PhD; I wonder whether this is the kind of thing you began to get into?

JS: Well, I did some studies in rats, chiefly on drugs of abuse.  We did cocaine and LSD, chiefly those two. There was also a man, Heikkila, Juhana Idänpään-Heikkila wit his wife, working with us who had come from Helsinki and on two different occasions spent, I think, two years with us. He is a pharmacologist and she’s a psychiatrist.  And, so, we did those studies and using the same audiographic technique that I’d developed at Chicago.  And, then, I became very involved in substance abuse and about 1965, I guess, I put some 3 x 5 card notices around the campus, saying that I was interested in patients who were abusing drugs and almost overnight I was overwhelmed, because this was the beginning of the increase in, particularly young people who were using LSD and all the drugs. So I got very active in clinical research. We had a training program.  The residents would rotate through from other hospitals on our program.

DH: Why did you get interested in this area, because it’s always been a bit of an off area within psychiatry and an awful lot of people feel you can’t cure these people, so they tend to…
JS: Well, it may have been an off area in psychiatry but not in classical pharmacology, the pharmacology of the opioids and central nervous system, the pain killers and mostly the opioids, is a very classical area of pharmacology, so it’s not off to one side at all.

DH: Clinically though, it’s a tricky group of patients to work with. James Woods’ in his interview was saying that that there was a group in Lexington, Abe Wikler, Harris Isbell, Bill Martin, ivolved in early research in this area; did you link with those?

JS: Yes, Martin and I were good friends and we worked together a lot.  Isbell and Wikler were older, but I had their books.  I had read their stuff when I was a graduate student in Chicago and that influenced me.  The research done at Lexington and at Ft. Worth, by Maddox was unique. So, yes I was in contact with them. What else did Woods say about them?
DH: Well, what I understood was that I guess, in the 1950s, the idea was that central in addiction is the withdrawal, that some drugs cause withdrawal when you halt them, so the addict keeps on having them in order to avoid the withdrawal.  It moved on then, I guess, in the early ‘60s by Bill Martin, more than by anyone else that it is not just it’s not just withdrawal to a group of drugs but that there is a kind of people, kind of psychopathic people,  get hooked on these drugs..  There are issues to do with the individual, even before they have the drug that we need to take into account.  And, then, in the mid 1960s, issues related to behavioral pharmacology came to the forefront, like abuse liability of the drug itself, quite apart from the individual who had a problem from any withdrawal that it might cause.  How did these issues look to you?

JS: Well, understandably, to tease out and categorize the main areas in this is very difficult. In the early days, when Isbell and Wikler and, even Martin, were there, they were dealing with opioids and the one thing that adds a new dimension, an additional dimension, to this whole consideration is the fact that a patient can be off opioids for years, but they get the yen and they go back to them.  And in Woodlawn experience, that was repeated by others, opium and our heroin addicts, who were totally off the medication and so on, if they return to the place where they used to have ther drug experience their salivation would go up; their heart rate would go up; their pupil size would change and so on. And this this was not drug-induced, so there’s a great deal of expectation and emotionality and psychophysiological components to this yearning.   In the ‘60s, I saw many people taking opioids, barbiturates, amphetamines and also hallucinogens, and it was a large group of adolescents that we saw.  And, so, when Bill Martin said that they were sociopaths, we had discussions that the criteria oof sociopathy was not met by all the substance abusers at all.  I saw a lot of confused adolescents involved in substance abuse, because they were antiauthoritarian or they were lonely or they were depressed, or caught in a crack between some-sort of a dysfunctional family difficulty and so on.  These weren’t traditional sociopaths and, with treatment, a lot of these people I have been able to keep up with over the last twenty or thirty years; they’ve come out of it and they’ve done extremely well.  And, classically, a sociopath never comes out of it.  So, you have to be careful with the term.

DH: So, it seems there was a wave of people beginning to take LSD during the ‘60s.  Had you got the clinic up and going before the wave hit?

JS: Well, in the beginning of the wave.  I could see it coming, but didn’t know it was going to be as big as it was, so I was at the beginning of the curve, I guess.  So, it was a good time to become very involved, because there were not that many people working on it at that time.

DH: How many other people were there? They were the people in Lexington…
JS: Well, in Lexington, they weren’t working with hallucinogens.

DH: Not working with hallucinogens, not at all…
JS: But, they had done work with amphetamines, but mostly with opioids, and not much with barbiturates. Well, I don’t know how many people were working in the area. There was Division of Narcotics, what was called narcotic abuse or something like that, in the National Institute of Mental Health, and Sid Cohen was the head.
DH: Yes.  Let me know more about him.
JS: His background, I can’t really tell you.  He was from California, I believe, but when I met him he was head of that Division at the National Institute of Mental Health that was only a division then.  Now, later, they changed it to an institute with its own standing and he had with him a staff of, I don’t know how many, people who were psychologists and career health providers with various training.  I don’t know how many physicians or psychiatrists.  I don’t think Sid was a psychiatrist.  I’m not sure, but it expanded a lot at about that time.  They set up various committees and began to give out grants and things of this sort and, so, I spent a lot of my time reviewing grants and going to Washington and sitting on those committees and things of that sort.  It was very interesting and pretty heady.  You felt that you were on the cutting edge, so to speak.

DH: Heady in the sense that you thought you could crack the problem?

JS: That it was a big problem and something had to be done about and with.  One of the big questions then was the whole methadone question and I remember they got me in Washington once and asked if I were Chief would I be in favor of using methadone, and by that time I said, yes, without hesitation that I’d use methadone, and I didn’t realize it was as quite a political issue as it, I guess, was, but it clearly helped a lot of patients and we, by the way, had a large methadone clinic in Houston.  We had, I think, 500 patients in our methadone clinic there that by that time had been set up.

DH: Who are the other people from the hallucinogen field; obviously Leo Hollister was doing an awful lot of work?

JS: Leo Hollister was; that’s right, in marijuana mostly, but that’s right, he did a lot of work in hallucinogens and so on.  Reese Jones was another one.  He was from San Francisco, and he’s a college member, I think, and he did work in marijuana.

DH: And, there were also, two other people who were actually in the college at the time, there was Freedman, Danny Freedman, and Daniel Efron was also involved with it. 
JS: Yes, Efron was, very early on.  Who was the other one?

DH: Freedman, Danny Freedman.

JS: Oh, Daniel X., oh yes, yes, he had been at Yale and he did some of the very early work on LSD.  Then, he went to Chicago as head of the department.  Oh, he was a powerful person.  He was such a fine gentleman.  I really got to be close to him.  Unfortunately, he died; I think it was last year.

DH: What do you suppose his actual contributions to the field were?  Can you pin them down to us, the LSD work he did, the basic work he did, but after that his work got more kind of political type, I guess?

JS: Yes, that’s right and organizational.  Danny was on every committee that you can imagine and he did a lot of organizational political work and was very effective in that regard, quite effective.

DH: I know Arnie Mandel was in this area.

JS: Yes, he was in San Diego. I can’t remember the detals. Somebody told me there’s a book about it, but I never read it.

DH: Okay.  How do you read the hallucinogen story now?  It happened during the ‘60s.  It was part of the counterculture, but to some extent it reemerged a little bit with the use of PCP during the ‘80s.  How do you read it all now?  What do you think was going on?

JS: Well, I think you’re right in your statement that it was a counterculture thing and when I was in college people would walk around with a book of French poetry under their arm, or philosophy and so on.  Well, in the ‘60s, a lot of the people that I talked to were reading Carlos Castaneda and it was just the “in” thing to do and so on.  This was, I think, a large component of that.  There was also a lot of, as you say, the philosophical and emotional countercultural elements of the ‘60s.  People were sick of the Vietnam War.  They were sicker a little bit later on.  It was the part of the rebound phenomenon from the conservatism, I think, of the ’50s and so on and, of course, the sociologist have really had a heyday writing about this stuff and I think their theory is as good as anybody’s theory.

DH: Okay.  So, we’re here in the ‘60s and you’ve got the clinic going. Where does the drug abuse story go from there for you?

JS: Well, I spent a lot of my time doing what I’ve just told you and working with the youngsters and so on.  But, we also established a substance abuse clinic for, what Bill Martin would have called a sociopathic type, as it were, for heroin addicts, opioid addicts, and so we used methadone.  I had been to Rockefeller and spent some time with Dole and Nyswander, so I brought back the techniques and set up a lab there at TRIMS.  So, we had a big effort going there in methadone maintenance.  Now, of course, the effort was always to get patients off the opioid.  We didn’t just get them on it and keep them on it, but there was a residual amount of patients that we realized would be always be on an opioid and, so, we put them on methadone and we tried to get the dose down as low as possible.  Jaffe had some studies then that showed that patients did just as well on, I think it was 37.5 mg of methadone a day, as they did on 100 mg a day.  Well, we were never able to corroborate that but we did get it down low.  And, their employment rate went up to maybe sixty percent from about twenty percent and patients, with, adverse encounters went way down and so we felt that was a successful experience for these patients.  We continued that until we closed the clinic in about 1982, I guess, something of that sort.

DH: Why did you close it?

JS: Political.  It was political, I think.  We were giving methadone and, by that time, the sway in Washington was that we ought to use some sort of sociological approach and not use methadone.  It seems to me, I can’t be sure, that methadone had been outlawed by that time in Oklahoma and there was just a swell of opinion away from methadone into other types of treatment and we lost our funding.  We lost our grant, so we closed it.

DH: Looking at it now, do you think this was a backwards move?

JS: Yes, I think it was.  I think that now and I thought that then.  I’m not saying that one should give methadone to all opiate addicts.  I think that each individual addict has to be evaluated.  You’ve got to have a lot of social support and individualized treatment regimen and a totality for this patient and so on, but I don’t think that you should just, out of hand, say that methadone has no place in treatment.  .

DH: How about the issues that will be thrown at you, this is not a real medical disease; this is a self inflicted condition?

JS: If it looks like a duck and it walks like a duck and quacks like a duck, it’s probably a duck.

DH: So, you’re quite happy with the medical model?

JS: Well, I don’t think it matters, really.  I mean, I wasn’t trying to be flip.

DH: No, no, no.

JS: If you have a patient who is taking a medication here or an element like opium and so on, whether you call it a medical disease or whether you call it a social disease with medical attributes and so on, I think is sort of lead to nothing.  You’ve got to treat the patient either way and, so, I don’t think it matters a great deal.  Now, individually, it may matter.  Now, there is something about patients, who, as we were talking earlier, been off heroin for two and a half months, let’s say, or a year and a half, and goes back to it that is, not medical.  I mean, there’s no pharmacological reason why he should go back to it, that we know, and it’s hard to imagine that there would be a pharmacological reason for that.  But, nonetheless, they go back.  It’s a part of the phenomena and, so, you have to treat that.

DH: Sure, sure.  Okay, so you’ve seen the wave of hallucinogens crash over the ‘60s.  You’ve been involved with the methadone and the clinic gets halted in the early ‘80s.  Did you get involved with any other drugs, cocaine, etc., etc.?

JS: Oh, yes, right.  We got involved with all of them, because we had patients sent to us, who were taking all of them.  In those days, it was extremely rare to see a patient who had taken only one drug and who was taking only one drug.

DH: Even way back in the ‘60s?

JS: Oh, yes, right.  Whatever they could get their hands on is what they took.  Now, they had their preferred drug and I guess the opioids were the one class of drugs that were the preferred.  
DH: Can you describe for us what the cocaine story was like?  When did it begin?

JS: I think in my experience the drug abuse era started in about 1963, ’64, or somewhere along in there, and peaked in about 1970 to ’72, ’73, ’74, somewhere along in there, so the curve would go something like that.  But, then, cocaine came back up, the stimulants. Early on stimulants meant amphetamines, but now, in the second wave, stimulant meant cocaine and, so, yes, that was later.  And, there were many people who were pure cocaine abusers and, counter to what I said earlier, these patients were likely to be abusing just cocaine.

DH: Right.

JS: Not always, but likely.

DH: How did the problem look to you, how serious a problem did it look?

JS: Well, it was quite a serious problem.  Here again, from where I sat, in academia and in a university medical school and so on, it was different, I think.  For example, I didn’t get involved so much with the crack cocaine abusers.  Now, some of the people in our drug abuse section did, earlier, but mine was more the affluent people who were using cocaine and so on, so it was a little bit different, but it was quite a serious situation the more we began to learn about it, for example, when this professional basketball player died suddenly, allegedly, from having taken cocaine and had a myocardial infarction.  I began to look at this in our area and I talked to the lady who ran the cardiac clinic at the Bentall General Hospital and she said that earlier the cardiac clinic was full of people who were in their sixties and seventies and so on, now, a third of them were in their twenties, people who were afraid they had myocardial infarctions or who had, indeed had a myocardial infarction from cocaine use.

DH: Gosh!

JS: A very, very significant change.

DH: Sure, sure.  Okay, could I move you on; you got involved with ACNP, when?  When did you get involved, originally?

JS: ACNP, oh, in the ‘60s, I don’t remember.  Let’s see, the meeting that was in Washington, was the 25th anniversary. It seems to me, back years ago, they had a meeting in Washington to celebrate.

DH: The 25th anniversary, yes.

JS: I believe the 25th.  I had been in a number of years by that time.  I don’t know when I became a member, but it was in the 1960s. 
DH: Yes, okay.  What were the meetings like during the ‘60s?  Obviously, it’s a huge meeting now, but what was it like during the ‘60s?

JS: Well, it was smaller then.  They were always at the Caribe Hilton in San Juan.  One of the things I mentioned to Eva Killiam was if ever she got to be President she should make the meeting in St. Louis, where it would be a lot more central. She became President, I think, but she never did it.  They liked the Caribe.  It was smaller, but they were always very good meetings, a lot of good pharmacology.  I can remember when the dopamine theory was first promulgated.  Ed Domino gave a talk right here in Puerto Rico that really laid it out. They’ve always been good meetings.

DH: I have a feeling though that in the early days when they were smaller, more intimate, where you all knew each other and there was the opportunity to sit around the pool during the afternoon, the early afternoon and that a great deal more change happened then than happens now.  Have I got the wrong impression?

JS: I don’t know.  I think your impression is probably correct, but that hasn’t been a big issue with me.  I’m sort of a compulsive and I go to all the meetings, anyway.  But, you’re probably correct.

DH: As regards to substance abuse, has ACNP been a good forum, or have you guys needed to create other forums, as well?

JS: ACNP has not had substance abuse as one of its prime areas of focus and, yes, there are other forums. There’s one, American Academy of Addiction Psychiatry.  I’m a charter member of that.  And the Association for Medical Education & Research into Substance Abuse (AMERSA) or something like that.  That’s been a very good forum and there have been one or two others that sprung up about in the ‘60’s or ‘70’s.
DH: Okay, but you’ve needed these other forums?

JS: Well, yes, I’d say.  They sprang up and they have continued, so I guess we needed them.

DH: Have you had a role in any of the other societies?

JS: I was a member of all of them in the beginning, each of them, and chaired various committees and went to all the meetings and gave some papers and things of this sort.  Sure, I had a role in them, most of them, many of them.

DH: Okay.  When you raise the issue of the papers you gave, what do you consider your most important work?

JS: In substance abuse?

DH: Either that or any other area.

JS: Anything else?

DH: Yes.

JS: Oh, that’s a difficult question to answer.  I’ve been a researcher; I’ve been a teacher and I’ve been a clinician and I think that it would be sort of like trying to describe a three legged stool.  If you take one of those legs away you wouldn’t have a stool any more.  I liked the early research, laboratory research that I did.  I certainly have always liked the teaching.   I gave the big pharmacology lectures at Baylor for twenty-eight years on the central nervous system and drug aspects and psychopharmacology and things of that sort and that was interesting. But, the clinical work, might be the most important, how can you say?  I don’t know the answer to that; I don’t know.  There’s been no one thing that anybody would ever connect me with, unless it would be the development of the brain autoradiography technique.  I used to get a lot of appreciation for that, but that was in the mid 1950s.

DH: You said you were working on this, as you said it, but, gosh, that was awfully early to be working on that and I can’t think of anyone who would have been working on it earlier.  Did you actually develop it?

JS: That’s what I was told.  I don’t know.  I had been at Oak Ridge, the Oak Ridge Laboratories, and, of course, radiation was what we dealt with in radioactive materials, and so when I went to Chicago, and I went to Chicago, I believe in ’53, I had to select something for a PhD doctoral effort, and so I developed the autoradiographic technique, in brain.  Autoradiograms had been known before that.  There were autoradiograms that were done in Oak Ridge.  I can’t remember the exact origin of that.  But, in brain, I think we were the first.  At least, that’s what I was told.

DH: Right.  When you radiolabeled drugs down in Houston, what drugs were you radiolabeling?

JS: LSD and mescaline.  We did LSD and we did marijuana and we did cocaine, I believe.

DH: What did the autoradiography of these compounds show?

JS: It showed where the drugs went in the body and we thought that would be valuable to know if they went to a certain part of the brain more so than other parts of the brain, but we were under no illusion that this would say that this is where the drug had its greatest action.  We were simply doing drug studies in brain tissue in order to see where it went and the object, then, was to coordinate these findings with the metabolic indices.  I had some ideas of doing metabolic studies in various particular parts of the brain, but I never did get into that, because I got off over into clinical studies.  

DH: Okay.  When you move into clinical stuff, you have to take all of the issues into account including the social situation of the patient. But just to come back to the monkey population, because when you mentioned that first, what hit me was that there were two or three things you guys could have done with these.  One of the things is that you give them the various drugs and autoradiograph them, or you could have been looking at the impact of the drugs on animals in group settings. Were you able to marry the two together?

JS: Nop. Observing them in group setting is behavioral pharmacology and that was done by Harold Altshuler.

DH: The idea is that you can give a drug to one animal and see one thing, but if you give the drug to a group of animals, you see something else.

JS: Right.  That was done, by Harold Altshuler, who was a behavioral pharmacologist at TRIMS.  I don’t think though that he put a great deal of emphasis on the group part but he did do behavioral studies.  But there was a lot more to do than we could do, so we were going in, I guess, the direction that we thought was most fruitful at the time.

DH: Sure, sure.

JS: What I’m saying is that we knew at the time that were a lot of other things that we could be doing or would like to be doing.

DH: Looking back now, drug abuse, it’s an area of clinical psychiatry that has to be one of the hardest areas to work in, because the public attitude to the problem. I’m not sure I can see the public will to pay for the treatment to solve the problem.  How is it all going to play out, do you think?  Are we always going to have a drug abuse problem, or are we going to be able to lick it or what’s the interplay between the science and the public view of the issues?

JS: Well, I agree with you that it’s a hard sell to the public and, not just because some people think that it is the individual who brought this on himself, but it’s more than that. I think, the smoker brought on himself COPD or lung cancer or something, he brought that on himself, but society looks differently on the smoker from the way they look on the alcoholic or the other substance abusers, so it goes beyond that. I think there is an element of something deep within the core of society that makes it difficult to accept the fact that substance abuse is an illness.  And, that’s why I don’t like to get off into the deep discussion about whether it’s the illness or whether it isn’t an illness. We could talk about that, but I think it’s almost a fruitless, existential reality; it is, so we have to deal with it. But, to answer your question I think we’ll always have obesity and we’ll always have alcoholism.  We’ll always have some degree of substance abuse.

DH: On that one, I’m not sure we always will have obesity, because I think the pharmaceutical companies think they’re actually going to produce an agent that will help solve this and they’re onto any medicine to try to reduce weight, because they know they’ll be able to sell it.  People will pay for it, but in terms of trying to get anyone to pay for treatment of substance abuse, well, the addict won’t pay for it, necessarily.  Society won’t pay for the addict.  It’s a different ballgame.  It will be much harder to encourage industry to want to get involved with this area, won’t it?

JS: Yes, you’re right and I agree with you, obesity is a different kettle of fish and, so, I was just trying to think of things that I, as a human, could do to myself that I could refrain from doing to myself and therefore, circumvent certain conditions or diseases.  So, generally speaking, I don’t look for a perfect world.  I mean, we’ve never had one and why should we expect one now?

DH: I think that’s extremely sobering and obviously a clearly right statement, but with ACNP meetings now you’re at a point where the neuroscience has really begun to develop and there’s really great hope where you have to know breakthroughs in regards to drugs for forty years or so, well, there will be, too.

JS: I think there will be.  We’re becoming much more precise in the areas of the brain and the G-proteins and the genes that encode with this and and this is all absolutely wonderful and this is the cutting edge.  There’s nothing in medicine, there’s nothing in biology that is more exciting, but who knows, twenty five years from now, when I walk in that door and I am depressed and you could say, well, you need some 2D6 devolution and some 3A4 increase and by that time philosophy may be the thing we’re all after.  You see, we don’t know where society is going.

DH: Do you think we’ll go back?

JS: Sure.  I think we’ll go back to something.  Sure, this is the ACNP meeting.  If you go to other meetings, people don’t care what’s happening in the central nervous system.  What they’re interested in is science vs. religious precepts.  That’s what’s important to them and they’re wondering whether the pendulum is going to swing back a little bit in spirituality vs. secularism and so on.  They’re not interested in brain chemistry, so that may have an influence that will influence what happens..  After all, philosophically, one could pose the question that in the long run, what difference will it make?  In the short run, it makes all the difference whether you can treat a substance abuser or whether you can treat a schizophrenic, or whether you can treat an addicted depressive.  It makes all the difference in the world and those of us in ACNP are dedicating our lives to this, but in the long run, in the greater scope of things, if you take the history of diseases throughout the history of mankind, are you going to change the curve?  We don’t know.

DH: A perfect point, I think. Do you think there are any other areas that I’ve left out?

JS: No, I don’t think so.

DH: I think we’ve actually hit the key ones.

JS: Well, we hit the key ones.  I thought this was going to be the history of the Texas Research Institute of Mental Sciences and I wanted to be sure to get in the names of the people who have contributed so very much.

DH: Have we left any people out that you want to mention?

JS: I think we’ve mentioned the major ones.  We didn’t mention Burch.  He did a lot of work on electroencephalography in patients.  At one time, he had hoped to sort of automate the EEG and, then, do a sort of the signature of various types of emotional aberrations. People like Johnston did a lot of training and I mentioned Gates and his work in gerontology and Garner, along with him, and Hartford, who is a member of the college here, and I mentioned Charalampous and Claghorn.  I’m just going through my mind.  McIsaac did a lot of the early medicinal chemistry work that was done at TRIMS.  I just want to be sure to get them in.

DH: Get them in.

JS: Get them in and give them credit.

DH: Sure, sure.  I think your view about the short to the long run is very interesting.  We are heavily focused here at the ACNP meetings on the short run, what can be done for the individual patient.
JS: That’s our job.

DH: Should we bring some of the longer run view into the meetings as well, though?  Should we include more on that?

JS: No, I don’t think you have to be all things to all men.  I think it would be a mistake to try.  A long time ago, I read the history of tuberculosis, a review of the entire field.  I think it was in Scientific American and it was written by a man, whom I knew, and so I talked to him about this thing and this history and what he really showed was that we really hadn’t done much for the shape of humanity, in all of our contributing to tuberculosis.  Now, if you ask people who are tubercular, we’ve done everything, so I think we have to keep both in mind is all I’m saying.

DH: Right.  Okay.  Joseph, thank you very much.

JS: I enjoyed it.

( Joseph C. Schoolar was born in Marks, Mississippi in 1928.





