ALBERT A. KURLAND

Interviewed by Leo E. Hollister

Washington, District of Columbia, April 15, 1997

LH: It is Tuesday, April 15, 1997, and we’re in Washington, DC, continuing a series of interviews on the early history of psychopharmacology, sponsored by the American College of Neuropsychopharmacology (ACNP). Today’s guest is one of the pioneers in the field of clinical psychopharmacology, Dr. Al Kurland,* who lives nearby in Baltimore, and we welcome Al to this series.

AK: Thank you.

LH: We’re always interested in how people decided to go into psychiatry, and how they ever decided to go into psychopharmacology. Can you tell us how you got started?

AK: It may sound like ancient history, but I have to go back to the year 1941. I had just completed a year’s internship at the Sinai Hospital in Baltimore, and I decided to get my selective service out of the way before I continued with my education. So in July 1941, I was in the armed services and was assigned to an infantry unit of some type and shipped off to maneuvers in the Carolinas. On December 7th, late in the evening, I discovered that Pearl Harbor had happened and when I heard that, my immediate reaction was, how did I ever get in this mess and how will I ever get out? And events followed very quickly thereafter. I was only recently married. Then, in a few months I was on a ship bound for overseas. I didn’t get back for a couple of years, and during my service, I discovered many things. First of all I discovered that I didn’t like ships. I got sick on whatever kind of ship they put me on, whether it was a big ship or a small ship or a landing craft or whatever. And on many of these occasions, I was not certain that I was concerned about which side won. But anyway, I managed to survive a couple of years of that, and in the course of my activities, I was promoted to being in charge of a battalion. 

LH: You were a medical officer?

AK: I was medical officer at that time, and I saw an extensive amount of combat. Apparently, my activities were recognized to a certain extent. After awhile, they thought that maybe I had enough of it and decided to rotate me back to the States. That was after a couple of years. And they asked me what I would like to do when I went back. I hadn’t thought about it very much, but when they said “we’re going to send you to Carlisle to get some combat training,” I said, “Hey, you guys pulled the wrong switch.”

LH: You’d already had that.

AK: I said, “I already had that. I don’t need a post-graduate training, can you think of something else that might be more appealing to me?” So, they said, “well, what would you like to do?” I said, “Well, I saw in combat an awful lot of stress. I saw a lot of stress reactions. I saw troops killed by friendly fire, and then the troopers shoot themselves. I saw all kinds of dreadful things.” I said, “Look, I’d like to go to a neuropsychiatric unit, if possible to learn something about this situation, and, maybe, I might be able to find ways and means of being helpful in this area.” Anyway, I was assigned to the Army General Hospital at Valley Forge to a neuropsychiatric service. It was a very awakening experience. It also brought to my attention a number of issues that had to be addressed, at least from my standpoint, in learning more about.

LH: Now, was this one of the 90 Day Wonder training groups?

AK: Well, I don’t know what you would call it, because wherever I seemed to go, I always seemed to be learning something. They sent me up to a general hospital on Long Island. I guess it was Mason General Hospital. The Army had a course for training people in neuropsychiatry. I went up there, and then got to the hospital. And they came along one day and said, “Hey, you’ve been in the armed service for a couple of years now. You’re due to get out. Would you like to stay in and get promoted?” I said, “I’d like to get out and not be promoted, because I’ve got a lot of things to catch up.” Four years in the service put me pretty far behind in keeping up with the work I wanted to do. I arranged to get a Fellowship in Neuropsychiatric Research at the Sinai Hospital when I came out. So I started on that. Then, as I was working, I also got a part time job in an outpatient Veterans’ Administration (VA) psychiatric clinic. At that time, there was considerable interest in psychiatric circles in psychoanalysis, so I thought, well, maybe I’d go and learn something about this. I exposed myself to a couple of years to analysis, and as I went along, I discovered that I was not considered a suitable candidate for psychoanalysis.

LH: Too analytical.

AK: Too analytical, all right. So then, a couple of years had gone by, and I wanted to get myself certified in psychiatry. They said, “well you’ve never had any experience in a psychiatric hospital, you ought to go there for maybe a year or two.” I had heard all kinds of dreadful stories about psychiatric hospitals. Remember, this is before the chemotherapy revolution took place. This is prior to 1951.

LH: In the 1940s.

AK: I went into the Army when the war started. It was 1941, right?

LH: Yes.

AK: I came out in 1945, 1946, and then I started getting back into training again. I had the Fellowship, I went to work in the clinic, I went into psychoanalysis, and then, I needed to get this hospital training. So it was about 1949 or ’50 that I got out to the State Hospital at Spring Grove. My assumption was that I was only going to spend a year to get my training there, and then move on. I go out to Spring Grove, and I go to the Superintendent, and he says, “I’m going to give you an assignment”. I said, “Well, all right.” The hospital at that time had over 2,700 patients. It had about 23 psychiatrists, and they had a budget for medication of about ten thousand dollars.

LH: A year?

AK: A year. That was for 2,700 patients. So, the Superintendent says to me, “You’re going to be assigned to the unit for the criminally insane, there’s 65 beds and you take care of them.” So I say, “Well, I don’t know anything about the criminally insane.” He says, “Don’t worry. If you need any consultation you can go to any one of our psychiatrists and ask them.” I do the mathematics in my mind very quickly: there are 23 psychiatrists and 2,700 patients. I’ve got 65 patients and if I try to get a consultation, the chances are they won’t have much time for me, because they’ve other things to worry about. So I go to work that I will be able to learn only by doing things. To do the best I could, I figured, “I’ve got to find something to activate myself.” I started thinking of things I’d like to do, and I went to the Superintendent and said, “Look, I’d like to do some investigational work”. He listens very quietly, very politely, and he says, “You can do this under three conditions.” I say, “What are the conditions?” “First of all, you do this in your extracurricular time, okay? Secondly, you do not get the administration involved in any problems; and, thirdly, you don’t ask for any funds.”

LH: That’s a good auspicious start!

AK: I figured, well, this is ground zero. But, anyway I went to work and started to study whatever I could latch onto. And then, I heard a rumor that a drug had appeared on the scene, Thorazine (chlorpromazine). It had taken about two years to cross the Atlantic. This was about 1954. Heinz Lehmann up in Canada had been working with it and just published a report on it. Have you ever heard the story about how Heinz Lehmann got involved with Thorazine? Are you familiar with that story?

LH: No.

AK: It’s an interesting story. They had a detail man from Rhône-Poulenc come over to Canada, and Heinz Lehmann was working in a Canadian psychiatric hospital. So they tried to have an interview with him and tell him about this medication but he was too busy to see them. He says, “Leave the papers on my desk and I’ll read them at my leisure.” So, he picks it up Saturday, takes it home. Now, Saturday was his day for reading; he always did that in his tub. While he was relaxing and reading the article about Thorazine he said, “Well, that sounds like an interesting idea. I’m going to check it out.” He goes to his wards, selects 25 nurses and 25 patients and he gives 25 of them Nembutal (pentobarbital), one of the barbiturates, and then he gives another 25 patients the Thorazine. He immediately realizes that there’s a very important difference in what he’s observing, because the effects of Thorazine are quite obvious. It brings a tranquilization, but it doesn’t do anything to the consciousness in contrast to the barbiturate. Within three weeks, he carries out the study, gets a publication, and the dawn begins to break. Can you imagine trying to do a study today, getting something like that set up, underway and finished in three weeks? Impossible!

LH: You’d have to have a year of lead-time.

AK: All right. So people start hearing about this new drug, and the superintendent says to me one day, “Look, you know, I heard about this Thorazine. Someone has told me that they gave it to a patient in one of the hospitals here and it seems pretty good.” So I said, “Well, I’ll go ahead and try to get some.” I get hold of somebody at Smith, Kline & French (SK&F) and say, “Could I have some of this to try it on a patient?” “We don’t have any more supplies, but if you want to buy it, we’ll sell it to you.” So what am I going to do? I go back to the Superintendent and say, “Look, they’ll sell it to us, but where are we going to get the money”? He says, “Well, I don’t have anything in my budget.” So I say, “Well, look, will you let me go to the relatives and see if I can solicit some funds from them to pay for it?” He says, “Sure, go ahead. I have no objection to that.” I went to relatives and solicited funds from them, and got the Thorazine, and when I got the Thorazine and started to use it, I began to see that we’ve got something dramatic happening. So I went home to my wife and said, “Hey, look, there’s an amazing drug coming along. Maybe we ought to buy some stock in this company.” She says to me, “You’re crazy. We just moved into this house. We’ve got a big mortgage, and we can hardly make the payments on it and you want to buy stock. Forget it.” So I said, “All right, I forget it.”


But I began to get involved with Thorazine in my patients. This was very early. I built up a series. I went through all the rigmarole. Even in those days, to get informed consent and clear it with the administration took some time. It wasn’t as elaborate as later, but, anyway, I got underway with my studies and while I was working in this area, we got a call at the hospital from the National Institute of Mental Health (NIMH). You know, the NIMH had just been established about 1956 or 1957, somewhere around that time. I don’t know the exact time. But, anyway, there was a chap there by the name of Savage. You probably know Charlie Savage. He was working at the NIMH, and there was a chap by the name of Lou Cholden, who was also at the NIMH. Cholden had come from the Menninger Clinic, and Charles had also been involved in analysis. And he’d been out in California, somewhere. They had heard about lysergic acid diethylamide (LSD) and they wanted to see just exactly what this drug was doing. Now Charles Savage had done some earlier work with LSD. This was in 1947; remember Hofmann came out with LSD in 1943. Savage tried to give it to depressed individuals on a chemotherapeutic basis but it didn’t work. They were studying to see if they could give it to chronically ill psychotic patients and found out if it did anything to them; the individuals developed a tolerance. The superintendent calls me and says, “Hey, you’re interested in research. I’ve got these two people from the NIMH. Would you like to show them around, sort of be their guide in the setting, help them find the patients, help them in whatever way you can?” I said, “Sure.” I became an understudy to them. I saw what was going on with the patients and I went along with them. They discovered Nembutal tolerance, and that did not seem to be anything dramatic for them, so they went back to Washington.


In the meantime, with all this happening, Thorazine, and then the other compounds began to appear on the scene. I got very caught up in them, because of my interest. One of the first grants I got from the National Institutes of Health from the psychopharmacology section was ten thousand dollars. Jonathan Cole gave me that grant. But I ran into a problem. If he gave me the grant, how was I going to administer it? I’d have to go through the whole state machinery and the bureaucracy. I said, “that is going to take too long and I’ll never get started.” So I set up a non-profit foundation called Friends of Psychiatric Research that was where the money was going to go.

LH: And it still exists, doesn’t it?

AK: Still exists, and right now they’ve got a multimillion dollar program, and a lot of investigators. I started that. And then I got involved in doing more and more studies of one kind or another. They finally said to me one day, “look, we want to make it a little bit easier for you.” I immediately became suspicious. “What are you going to do for me now?” “We’re going to make you Director of Research here, because, after all, you know the impact of the drugs and what’s going on in the literature and the excitement that’s building up.” Here I was, saying we should have research, and they say, “All right, you want research, we’re going to let you do it. We’re going to make you a director we’re going to give you a department.” So, I said, “Well, who’s going to be in my department?” “It’s going to be yourself; you’re going to have a secretary and you’re going to have a budget.” I thought it was, maybe, my salary and, maybe something for a secretary. That was my budget. Well, anyway, you know about the early days. There’s no point in going over ancient history. But I was vigorous. I was youthful and I began to attend the meetings in psychopharmacology. You know how it was at those meetings in those early days. Everybody was excited about things and you got into discussions. You forgot what time of night it was, and it was a very exciting time, at least for me. So, as I got all these things going, I began to realize I needed logistical support. So I went to the Superintendent at that time, who became later the commissioner on mental health in the State. It was a guy by the name of Isadore Tuerk. I said, “Look, things are happening, and I don’t have a thing. Let’s set up some kind of a research facility”. He says, “What do you want to do?” “Let’s set up a research facility where we’ll have a number of resources available.” He says, “Well, okay, maybe you could put something on paper.” At that time, the NIMH began to solicit proposals for setting up research facilities. So, he says, “Well, see if you can do anything.” So I said, “Sure, I’ll try.” I start writing and filling out these forms, and getting some ideas of what I would need, and, then I contacted Gene Brody who was head of the Department of Psychiatry at the University of Maryland. Remember, I’m doing this in a state hospital, without the University of Maryland, without Hopkins. I’m doing this from ground zero without their involvement.

LH: I remember the story of all the studies of chlorpromazine. They were all done in public hospitals.

AK: Right and, you know most of the work will continue to be done in public hospitals. I had a rather interesting and frustrating experience recently about this. I wanted to get involved with one of the newer atypical compounds, quetiapine or Seroquel, and I contacted the company, but I had to tell them, “Well, I won’t have access to some of the state hospital patients because of the criteria in the protocol.” They look over the protocol and they say, “Well we can’t give it to you then.” I say, “Why not?” “Well, we can’t because if the patients are not competent enough to give you informed consent, we don’t think we can go along with that.” I began to remember the early days. Here’s a state hospital with thousands of patients, including outpatients, I’m coming to them, knowing what I have to do and how to do it, and they get caught up in the nuances of a study which is complicated but which should be done. So I got shot down.

LH: Well, I hope at the time you started your research SK&F was eventually giving you the drug.

AK: Well, they eventually reached that stage. They reached that stage because they became aware that maybe I knew what I was talking about and I’d started to become productive, started to write papers. And what happened was that I went to Brody, who was the chief of psychiatry at the University of Maryland, and said, “Look, I want to write this grant. Are you guys going to support me on this?” He said, “Yes.” Then, I went to Elkes at Johns Hopkins and I said, “Elkes, are you going to help me on this?” He said, “Yes.”

LH: Was Elkes chairman of the department of psychiatry at Hopkins then?

AK: He was over at Hopkins at the time. So I put it all together, and then when I looked at the bottom line, I figured it was going to cost a couple of million dollars. I submitted my grant application, and in Washington, the NIMH says, “We shall give you some money, but we aren’t going to give you all you’re asking for.” “So, how much am I going to be short?” “You’re going to be short about a million dollars.” I’m thinking to myself, where do I get a million dollars? As I was meditating about that, my wife got a ticket for going through a red light, so I had to speak to one of the local politicians about it. When I was talking to him I asked whether he could help in any way in getting some money to ameliorate my situation. So he referred me to somebody in the legislature to discuss it with them. As I discussed it with them, we got into other things, and they said, “Look, you need some money for that?” “Yeah, I need a million dollars.” Now, remember, at the time the legislature was almost out of session. They’ve only got seven days left, but the guy thought maybe I was doing a meaningful thing, and he put himself to work and in seven days he got a bill put through. We got that million dollars, and we built the Maryland Psychiatric Research Center.

LH: Incredible, he must have been a wonderful legislator.

AK: He was. He was a judge at one time, and he became a legislator. So we have a friendship now that has existed over the years. At the same time, I built up the Friends of Psychiatric Research, and we began to get grants. We also had a lot of problems, because everybody was suspicious. They wanted to see whether the funds were being raked off into somebody else’s pocket. You know how the public gets suspicious. Then, one day the Board of Directors said, “Look, you’re entitled to some compensation for what you’re doing, because you don’t do it on hospital time.” I said, “I never did anything on hospital time.” So they went ahead and said, “We are going to give you a gratuity or something.” And I said, “I think it’s all right, the record is clear.” Some enterprising newspaper character gets hold of this and it makes me look like I’m walking off with the state treasury. Of course, this was very shattering as far as my wife was concerned. Remember, I was only going to spend a year at the state hospital and here it is, fifteen years later, twelve years later, I don’t know. I lost track of time. But in the meantime I was busy; I was working.

And, then, I got into another area of exploration. I mentioned that Charles Savage and Louis Cholden (who eventually was killed in an accident), had introduced me to LSD. About the same time, up in Canada, Humphry Osmond and Abram Hoffer had gotten interested in treating alcoholics with LSD. They thought that was a good idea. There was another outfit up in Canada headed by a man by the name of [J. Ross] MacLean, who had heard about the way some of the North American Indian cultures had treated their alcoholics with peyote and was doing research on that up there.

LH: And, a guy named Hubbard.

AK: [Alfred Matthew] Hubbard was working with MacLean up there. He was one of their research assistants.

LH: He was an engineer by profession.

AK: Well, anyway, he went to the Indians and observed it, and then he went back and persuaded MacLean to go ahead and try to incorporate what he observed in their treatment structure. Well, they did that and it seemed to be very helpful. Osmond and Hoffer heard about it, because they were working almost on a parallel track. They went and observed what MacLean was doing, then they brought Hubbard there to treat a couple of patients with LSD, and then a guy by the name of [Colin] Smith took over the project from Osmond and Hoffer and wrote the first extended series on it, indicating, “Hey, it’s getting some good results.”

LH: Now, wait a minute, you’re getting way ahead.

AK: Yeah.

LH:  When did you first publish your observations on chlorpromazine?

AK: It was around 1954, somewhere around that.

LH: So that was one of your first papers?

AK: Yes. Well, there was an earlier paper that related to what you had done with reserpine. We started off with reserpine, and then you had come out with a very important presentation summarizing it at that time and pointing out that it wasn’t doing very much or words to that effect. I think that preceded the work with Thorazine. Because Nathan Kline was very much involved with the reserpine study. I had spoken to him and tried to see what I could do there. I was relatively unimpressed by it; but then when Thorazine came out, it was much less of a problem in terms of possible side effects, the depression and the apathy. So I got sidetracked and went off onto Thorazine, and then when the other compounds started coming along, we started looking at them, too. Tofranil (imipramine) came along and then the monoamine oxidase  inhibitors (MAOIs). While Nathan Kline got involved with the MAOIs earlier, there was a guy by the name of George Crane, who had been working with Nathan Kline at that time, and maybe even preceded Nathan in terms of becoming aware that this was doing something to tuberculosis patients in terms of their moods. Anyway, George came down to Spring Grove and did a lot of that work on tardive dyskinesia. He went through thousands of records on patients, and began to provide some definitive evidence indicating that in some patients extended use produces this complication.


In the meantime, this chap from the NIMH, [Sanford M.] Unger, comes over and says, “Hey, there’s all this work with LSD in alcoholics happening up in Canada,” and asked “could we do this at Spring Grove?” I said, “Well, no, you’ve got the whole NIMH.” He says, “I can’t have any beds for alcoholics over there, but you’ve got a couple of wards filled with them.” At that time, in about the early 1960s, the state hospitals were admitting alcoholics and treating them for a couple of weeks or longer, depending upon what they felt their needs were. That was the era that preceded managed “mangled” care. We could keep the patients there for as long as we wanted to, and I convinced the Superintendent that we ought to try to replicate this work. He was interested in alcoholism, and he said. “Sure, go ahead and do it.” So we went ahead. We set up an experiment to replicate exactly what they were doing up in Hoffer’s and Osmond’s place and we began to see that there was something there that we couldn’t discount. As you know, it’s very, very difficult to quantitate in any way, but, on the other hand, the feeling was that we did see some dramatic changes in some of these patients. We became aware that there was something in their reactivity that seemed to be the critical factor, and we began to focus on what we called the Peak Experience.


At that time, my other difficulties began to pursue me, namely, in terms of getting the Research Center on stream. I built up a research unit, and was really looking at those possibilities very carefully, and I had good people working with me. There was a chap by the name of Stan Grof, who came over from Czechoslovakia, and had a fellowship with Hopkins. Elkes directed him to us because of his interest, and he worked with us. Savage came back. He had gone to the Institute for Advanced Studies or Training or something like that, and when he heard about what we were doing, he came and joined us. Then there was another chap by the name of [Walter N.] Pahnke, who was getting his PhD. He had an MD already. He was getting his PhD in theology and he got involved in what was identified at the time as the Good Friday Experiment. I don’t know whether you remember that or not, where they took a group of seminarians and some of them got a hallucinogen and some of them didn’t, and then they followed these people, some of them for twenty years. There was a recent review of those studies in one of the papers I get.

LH: You mentioned Charlie Savage; he came out to that Institute for Advanced Studies at Stanford, I guess, around 1963, wasn’t it?

AK:  Somewhere around that time..

LH: And, while he was there, I got him involved in a study we were doing on hallucinogens in psychotherapy. He’d give them four or five different treatments, three of which were hallucinogens, taped what happened, and then edited the tapes. It was a difficult job to listen to those damn tapes and evaluate the psychotherapy. But then he went back to Baltimore after that.

AK: Well, he heard about our work and I knew about his interest.

LH: Didn’t you organize a fairly large control study with Thorazine in the early 1960s?

AK: Yes, we did a big controlled study. Everybody had some awareness of what the neuroleptics can do by themselves, but we became interested in what happened when you added an antidepressant or you added another type of compound to it. So we set up a big study, and we were trying to factor out whether the add-on drugs influenced the course of the activity. The bottom line in all that, in spite of the magnitude of the study, was that we didn’t feel it did anything one way or another. It didn’t influence the course of events. And then, we also got involved with the antidepressants and did a lot of stuff in that area. And then, another thing, which was very, very fortunate, was that the organization of the ACNP got started somewhere around that time.

LH: Around 1960.

AK: 1960. I learned about it from Frank Ayd. Frank Ayd was one of the original members who had been involved with some of the others and got the ACNP started. And when I heard about it, I said, “Hey, I want to come to your meetings.” So he says, “You’re welcome.” I think I attended the second meeting, and then others began to join, too, because in those very heady days at the ACNP meetings, everybody was on the verge of a major discovery of one kind or another. But the interesting thing is, over the years that we carried on our research, and everything we were involved in – and we were involved in some very tenuous and sensitive areas – we never got in any trouble. Everything went along in a very carefully calculated way. And even with the LSD research, some of my associates wanted to be exposed to the LSD, and said, “well, maybe that will enhance our capacity for interacting.” I said, “Before anybody gets involved, we’re going to have some rules. The rules are, you have to go through a procedure just like the patient. You have to be interviewed by a number of psychiatrists; and, the other thing is, to keep the thing on a level playing field, we’re never going to tell anybody who was treated and who wasn’t.” I wanted to make sure that the thing was balanced, so that the people who had been exposed and the people who weren’t would be equal, so that we couldn’t feel it was biased. And even as that got shot down, when they finally said, “You are not handling this so well administratively,” I didn’t feel very badly about it. I felt disappointed. I felt that, all right, maybe I could have done a lot of other things, but I said, “Well, maybe somebody can do a better job.”


They put Will Carpenter in there (in charge of the Maryland Psychiatric Research Center) and Will Carpenter, you know, is focused on schizophrenia. But I see in the American Journal of Psychiatry, the 1995 issue, there was an article about him on clozapine in schizophrenia recently, and Meltzer took him to task. He wrote an editorial about it and, so, the ball started going back and forth. I read this, and then Carpenter sent a big letter to the editor of the American Journal, it came out twelve months later, but I read each of these documents very carefully, and while they accused each other of misinforming, misinterpreting, misconceiving certain concepts, I came to the bottom line: They were both right.

LH: Well, that whole issue of the specific action on negative symptoms has been somewhat iffy all along.

AK: It’s iffy, because of the rating scales the criteria that they’re using to identify and to grade them. The companies seized upon avidly to promote negative symptoms with Compound A vs. Compound B.

LH: Quicker action and negative symptoms were the gimmicks they all used.

AK: I don’t fault them for that, because they’ve got to have some way of promoting their compounds, plus the money goes back into research, a lot of it, anyway. I’ve never gotten involved with the drug companies or given anybody a hard time about it. I’ve always been sympathetic to what they’re doing. If they want to make a few extra dollars, that’s their problem, not mine.

LH: Now, are Will Carpenter and Carol Tamminga and the people now working in the same unit that you started?

AK: They’re using the facilities, but they’ve kept me hands off, never invited me to anything; never acknowledged, anything that we’ve done to bring this facility into existence. Sometimes I wonder about it, but, then, I figure, well maybe that’s part of the cultural system.

LH: That’s what the Eskimos do; when you get old, they put you on an ice floe and let you go to sea.

AK: Right. At one time I would go down to the university, because they gave me the title Research Professor of Psychiatry, never Professor of Psychiatry, but Research Professor of Psychiatry. I didn’t check it. I don’t care what they call me, as long as I could get in there and do something I felt was useful. What they asked me to do was to supervise the residents in terms of the psychopharmacology they were employing, and my feeling was, okay, I’ll do it. I did that for a number of years, but then they started getting more and more administrative – you’ve got to sign off on all the charts and you’ve got to do this, and I don’t even know when they follow through what they’re doing – and I thought, I can’t do that, because I can’t assume responsibility that I really can’t follow through on. They said, we have to do this. Well, I said, “I can’t do it. Goodbye.” So I quietly departed. I tried to get a number of drugs at Taylor Manor and I worked on a number of things with different drug companies. Then, finally, my last hurrah was trying to get established a specific research facility devoted to the exploration of the hallucinogenic drugs. I think there are phenomena going on in some individuals what I call a psychic healing influence. You have that in religious activities; and I’ve seen it enough times to realize that it reaches into an area which we know very little about. I think is going to be very important in the future as we move into the twenty-first century and we start learning more about how we really develop maturity within ourselves so we can deal with equanimity with a lot of the things we have to deal with. One of the elements in the psychedelic peak experience is this transcendental experience. It’s something that’s way out of the ordinary and has to be explored.

LH: The work with hallucinogens sort fell apart after about 1957.

AK:  It fell apart.

LH: And, then, it’s only been in the last four or five years that a chap named Rick Strassman, whom I don’t know, but he’s in Arizona, has been getting some grants and doing some publications on it.

AK: Rick Strassman, I’m familiar with his work. I’m familiar with what’s going on in the past several years, because this institute that I’m talking about is called the Orenda Institute. They just got their foundation. They’re tax-free. It was set up by a chap by the name of Rich Yensen and his wife Donna Dryer. She’s a psychiatrist and he is a psychologist. He was involved years ago with us in our work with LSD, and they decided to pick it up and work with it, so they’ve gone through this laborious process. They’ve been to a lot of meetings on the West Coast and in Europe. Some of the Europeans are still interested in it. It has to be pursued because you know and I know that when we take a schizophrenic who has gotten better up to a certain point, there’s a certain residue of symptomatology. Many times we find individuals who get to a certain point and then somehow there remains something that’s unresolved. The only powerful element that I feel that might have some impact on it, at least from our observation, is in some way to create what we call a peak or transcendental experience. Now, the question is how to differentiate it from that which happens in a religious revival? What’s the difference? Are the same things occurring? Many of these people have been through religious revivals or thereabouts, but that doesn’t work. But, with this “transcendental experience,” it seems to work. And then, in the cancer patient studies, there was no uncertainty that we were doing something that was important, because where we got these experiences, the amount of narcotics these patients were using decreased. The patients began to have a more wholesome relationship to the people around them. The conspiracy of silence seemed to be ameliorated, and in whatever time was left there was a much better relationship between the individual and the family, because the individual seemed to have a better way of communicating, and was more philosophical about things, There’s much to be done, but I think it will be done in the future, because we know the limitations of the drugs we’re using today. We treat a panic disorder, we treat alcoholism, we treat depression, and we ameliorate the symptoms, but what are we doing so far that is adding to the individual’s capacity for development?

LH: Each person has a somewhat different experience with hallucinogens. I remember Jack Shelton, who used to be one of my collaborators, had extensive experience with LSD, and he always likened it to a near-death experience where he felt that he had been close to the edge, and then come back. My own experience was a feeling like I’d been terribly ill and now I’d recovered and felt so vibrant to be back with the living. So, you know, it’s a different kind of reaction, I guess depending on our own personality, to so much of an extent that it’s hard to quantitate it.

AK: It’s hard. I went through a couple of years of analysis and I sometimes say to myself, well, what did it accomplish for me? I’m not so sure, maybe better insights, maybe a more humble attitude towards myself, my fellow man, maybe a capacity for tolerating the shortcomings of others.


The other thing that’s very important, that nobody realizes, is that the organization of the ACNP, with the structure and the role it has played in getting drugs, getting people interested, and making it available for the younger generation, the people that are about to carry on the organization, was a tremendously important development. Carpenter presents his papers, Tamminga presents her papers at the ACNP, and we need that. We need those kinds of activities. 

LH: Well, the remarkable thing about the ACNP is the ability to bring together so many different disciplines, so we can talk to one another. For instance, when I go to the ACNP meetings, I don’t go for the things that I know about. I always go for the things that I don’t know about; but, of course, every year there’s more and more to learn, so I have trouble making my selection. And, of course, some people like Don Klein overreacted to it by saying, we’re no longer interested in clinical psychopharmacology, and therefore he started a separate organization. Do you remember that?

AK: No.

LH: The American College of Clinical Pharmacology?

AK: I’m not a member of it, but I follow their proceedings, because I need to keep abreast for my work what is going on. I see a lot of patients and I use a lot of drugs. I don’t just use drugs, because I have the advantage of having had a background and training in psychotherapy and analysis, so I can integrate these things.

LH: Have you retired from the state hospital system?

AK: I retired about fifteen years ago.

LH: And now you’re doing private practice?

AK: I’m working for the Taylor Manor Hospital organization.

LH: Which?

AK: Taylor Manor.

LH: Oh, Taylor Manor, which is essentially a private hospital.

AK: A private hospital.

LH: Does Joe Taylor still live out in California now, Palm Springs?

AK: Yes, the old man and his wife live out in California. They moved out to some other place on the West Coast.

LH: The son has taken over?

AK: Bruce is very bright, very knowledgeable and he handles a very, very difficult situation with all this managed care and all the issues and things that are going today, which would drive me up the wall. They’re providing a service. They’re trying to deal with the demands. I’m studying and trying to constantly think of ways of dealing with new things, For example, at my age, would you think that I would be involved in the study of Attention Deficit Hyperactive Disorder (ADHD)? The stimulants are the only things that seem to do a pretty good job there, and the question is, why? So I get involved with comparisons, and then I get involved with bupropion, and I get mad at myself, because, “geez, I say, you’re getting grandiose; you’re getting caught up in all these things and nothing is going to be accomplished.”

LH: You had too much analysis. Well, from your vantage point, what do you see in the future?

AK: The way I see the future is that this is just the beginning. It’s like Churchill said a long time ago, “This is not the beginning of the end, but it may be the end of the beginning,” because we’re just getting oriented. We’re getting some awareness of the techniques and the sciences and everything else. In neuroscience alone, we’ve got thousands of people working on different aspects of these problems, and if you’re trying to keep abreast of all this, it’s very difficult, but we need to have people in there who are knowledgeable and can tell us what is going on, and they need support. For example, somebody starts talking about dopamine receptors to me, and when he starts getting into the pharmacology, it’s like Greek. They can say what they want. I can’t criticize it one way or another, because I don’t know when they’re right, but I know that they’re doing something that may ultimately be meaningful and it’s important that they have an audience, that there’s interaction. I think the needs are going to become even greater. They’ll become greater because there are a lot of things in our society that we don’t even have a handle on yet: for example, in learning difficulties, kids that develop all kinds of problems, and then they’re mistreated and become psychopathic, because the parents and the people working with them don’t understand. We’ve got to deal with the parents, because otherwise they become sociopathic in one way or another. And how do we affect our learning capabilities? How do we go about making what we’re doing more effective? We’ve had neuroleptics for fifty years, and you know what, we still don’t know how to regulate a dose in a really precise way. The other day I got a letter, written by a man by the name of Haase, saying get people just to write a simple verse and repeat it a number of times, and then look at the handwriting and the way it changes in structure and space, and you can tell very quickly whether your drugs are too much, too little or whatever. There are all kinds of crazy things we measured, prolactin, dopamine receptor assays, neuroleptic-plasma levels and try to correlate them. Nothing works, but the point is that one thing does work: looking at the patient. We make a judgment as to whether he is getting better or not, and we go along from that.

LH: All right. What you touched upon is a major point in all of medicine. The technology has become so powerful that people tend to rely on that rather than looking at the patient and deciding. I remember about three or four years ago, I came in to my urologist and said, “I have an atonic bladder.” So what does he do? He does an urodynamic test to prove that I have an atonic bladder. It doesn’t make sense to use some of this technology when you can make the diagnosis, clinically, but that’s the story. You mentioned Frank Ayd, who of course has been a neighbor of yours, although he worked out of a different hospital. Do you ever have much interaction with him?

AK: Yes I see him occasionally. Frank is very busy. He’s put out this encyclopedia now with the different terms. 

LH: Didn’t Frank have some contact or consult with Taylor Manor, too?

AK: He’s emeritus. He was the first Director of Research and Education. Incidentally, I have a title there, but I always keep forgetting about it. I’m supposed to be the Director of Research, but for me, it’s just like being back in the state hospital. If you want to do something, you figure out how to do it, and if I get outside funds, I can go ahead and do it. But most of the times, I get shot down, because it’s hard to do things without the proper logistical background.

LH: Do you know Fritz Freyhan very well?

AK: I met Fritz Freyhan when he was up at Delaware. Then he came down and took over, I think from Elkes when Elkes left the directorship of the research unit over at the St. Elizabeths.

LH: I’d forgotten that.

AK: He took over, and then he got divorced and subsequently remarried, and then he dropped dead.

LH: He died young, but he did a fairly large study of drugs over in the Delaware system.

AK: Yes, he was one of the first people that got involved on a large scale; he did careful work. He started that Comprehensive Psychiatry as well.

LH: He was an old fashioned clinician like you are.

AK: But, let me tell you something, clinicians, good clinicians never go out of style. They may get old, but if they know what they’re doing, they don’t go out of style.

LH: Well, whether you like it or not, you fade away. I was recently in the Far East sponsored by Pfizer and all these young employees, most of whom could have been my grandchildren, would come up to me and say, “What’s your name?” And, I’d say, “Dr. Hollister.” And, “What do you do?” Oh, god, fame is so fleeting, you know. My name meant nothing to them.

AK: Yeah, but you know what you did. Nobody can take that away from you.

LH: No. Maybe that’s the consolation of old age.

AK: We’re leaving things a lot better than we found them. Do you agree with that?

LH: Yes.

AK: Okay.

LH: Well, that’s the only thing. Everyone I’ve talked to in these series has been so happy with their career and wouldn’t have changed it a bit. Is that true with you?

AK: I’m not sure, and I’ll tell you why. I’ve always had a passion for Space.

LH: You mean you would have liked to become an astronaut?

AK: Yes, I wanted to go out there and explore those planets, and one of my secret fantasies was that if I had unlimited wealth, what I would do is, I would make a deal with the world organizations, and I’d say, “Look, if you’ll let me have a couple of hundred thousand square miles of land on the moon, I will go ahead and develop a transportation system that will get man from the earth to the moon, so he can communicate in a regular fashion.” Now, is there a precedent for what I’m doing? Yes. In the nineteenth century, after the Civil War, when they were discussing whether they should build a railroad from the East Coast to the West Coast, there was a lot of commotion in Congress, because they said, “Well, why do you need the railroad out there? The only thing out there is Indians and buffalos. Why do you need it for them?” And the companies that were interested in promoting this said, “We’ll make with you a deal. You give us land grants and we’ll build that railroad.” And, so, they said, “All right. The land didn’t cost us anything, so take what you want.” So, they did and they’re still profiting and so is the rest of the country.

LH: You need another life. I tell you, if you’d invested in that SK&F stock, you probably would have had enough money to do that.

AK: All right. It wasn’t my fate or my karma, whatever you want to call it.

LH: Well, we all missed opportunities in life but it’s a lot of fun.

AK: It’s a lot of fun, and that’s the important thing. We can make it a lot of fun for a lot of people if we get to know more about what we’re trying to do.

LH: Very nice talking to you, Al. Good to see you after all these years.

AK: All right. I’m glad to be here.

* Albert Kurland was born in Wilkes-Barre, Pennsylvania, in 1914, and graduated in medicine in 1940 from the University of Maryland. After training in Army facilities during the war, in 1949 he became a staff psychiatrist at Maryland’s Spring Grove State Hospital. He became director of research in 1953 and in 1969 was appointed director of the Maryland Psychiatric Research Center. In 1979 he was appointed research professor of psychiatry at the University of Maryland, School of Medicine.





