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BARBARA FISH

Interviewed by Marcia Meldrum & Elizabeth Bromley

Los Angeles, California, September 11, 2008

MM: This is September the 11th, 2008, and we're starting our oral history interview with Dr. Barbara Fish( here in her lovely home facing the sanitary landfill. Is this Brentwood or Encino?

BF: No, it is just Los.Angeles.

MM: I'm Marcia Meldrum, one of the interviewers.  Could you tell me about where you grew up, who your parents were, how many kids there were in your family?

BF: I was an only child.  My father thought even one was too much.  He was a mechanical engineer brought up in the ghetto of the East Bronx.

MM: Dr. Beth Bromley, our second interviewer, has now joined us.  You were saying you were an only child and your father was a mechanical engineer.

BF:  He couldn't even spell correctly in school and flunked, but somehow calculus was easy, so he became an engineer.  He and I had a certain kind of relationship, all about science.  I remember a total eclipse in 1925, when I was five.  He explained the eclipse to me with a kitchen bulb, a grapefruit and an orange.  We would walk together, looking at ants and bees, and then we'd read about them.  So I was encouraged in nature study and science.  

MM: And you went to the Ethical Culture Fieldston School in New York?

BF: It was a marvelous school.  I had a scholarship all the way through high school.

MM: Excellent.  Did they promote your interest in science?   

BF: Oh, yes.  

MM:  What was your favorite subject?

BF: Science.  

MM: This was in the 1920s, and at some schools a girl who wanted to be a scientist would not have been much encouraged.

BF: This was different.  Whoever you were, you were encouraged.

MM: In science, did you like the laboratory work, the experimental work?

BF: Yes, everything.

MM: Was there a particular class or experiment that you remember?

BF: I remember dissecting a rat and putting the skeleton back together to make a model

MM: What happened after high school?

BF: My mother didn't want me to go away to college.  I could have won a scholarship anywhere.  So I had to go to Barnard, which was very dull.

MM: And your major at Barnard was?

BF: Science.

MM:  Just science, it wasn't biology or chemistry?

BF: I ended up with ninety-eight points of science and fourteen, or whatever was required, in each of the others. 

MM: But the teaching there was dull?

BF: The ones in science were interesting. I was also on the National Youth Administration, part of the New Deal and it paid half my tuition, two hundred dollars

MM: It was the Depression and a tough time for many people. What happened next?

BF: I graduated at 20 and wanted to go to medical school, but I didn't think we could afford it, so I was planning to teach biology.  But then the war came, so I was able to go to medical school at NYU.

MM: You still needed to stay in New York?

BF: Yes, but NYU was a good school. 

MM: Your family was able to afford the tuition? 

BF: I got a scholarship, but it was only a couple of hundred dollars. Then my dad was able to help. I also took a paid internship at Bellevue. You did all the scut work and took admissions until midnight, twenty-four hour shifts on alternate days.  We worked hard.

MM:  You found that interesting, enjoyable?

BF: Yes.  You learned; you saw everything.

MM: This was during the war?

BF: Right, so we had to do the four years of medical school in three, so the men could join the army in Korea. After graduation there were plenty of jobs available for women so I went to Cornell to do medicine for a year.  I really loved kids, so I decided to take pediatrics for two years.  What I loved most was talking to mothers. So I decided to consider psychiatry. I knew Lauretta Bender, who was head of the child psychiatry at Bellevue.

MM: Had you met her before?

BF: In medical school I was kind of fascinated by her teaching about schizophrenic children.  So after my pediatrics internship I wanted to have a year or two with her but I had to start at the beginning of residency, in the general psychiatry.

MM: With the adults?

BF: On the adult and adolescent wards before I was allowed to take a couple of years with her.  She had a senior and a junior resident. I had one year working under Al Freedman and the next year I was her senior resident. We split the three hundred and fifty admissions we got every year between the two services

MM: Where did all these children come from?

BF: From various agencies around the city. We took everybody that nobody else wanted, from the Bronx and Manhattan. You learned a lot.  It was like cramming. We'd present our cases every week to Lauretta, and she would see much more than we had.  It would be a teaching session, she would demonstrate everything.  

MM: She sounds like a very interesting person.

BF: She was a fascinating person.  She had been married to Paul Schilder and they were both geniuses.  I knew their children growing up and visited their home on weekend.

MM: What was it like on the children’s service in those days?

BF: The psychotic children got electric shock. We didn't have chlorpromazine. We had phenytoin which didn't do much of anything and diphenhydramine which was a little soothing.  And that was it. We had play therapy and all kinds of activities.  We had some wonderful aides who did recreational therapy of all kinds and we had a public school upstairs. It was a very good setup, basically.

MM: Could you just talk about the way Lauretta Bender approached the children?  Or anything that particularly impressed you about her?

BF:  She could sort of get inside them. It didn't seem mothering, and yet it was.  She could ask very blunt questions and get right into the heart of what was troubling them. She started following kids in 1930. When I came in the early fifties she had five mothers who had kept baby books from the birth of their children with schizophrenia and she analyzed their development.  She wanted me to do the same and I couldn't. If you're working up a hundred and fifty kids, you couldn't do it.  So I said I'll start when I finish residency, and that's what I did.  That's how my research started.  Schizophrenia first fascinated me.

MM: I can see that it would. How was schizophrenia understood at the time?

BF: There was a whole spectrum.  When I was running the service later we studied this in depth.  

MM: Go back to when you were working with Dr. Bender.  What characterized a schizophrenic child?  Weren't some of these kids what we would call autistic?

BF: The most severe ones looked autistic.  She would call a whole bunch of them just schizophrenic, but it was only later, when I came back, that we began dividing them up.  They ranged from some very autistic retarded children to schizophrenic kids.

MM: Today when you say schizophrenic, you’re talking about kids whose thoughts are disordered. When did you finish your training with Dr. Bender?

BF: In 1952.

MM: Didn’t you get analytic training as well?

BF: Yes, at the same time. I avoided the New York Psychiatric Institute because it was very orthodox and instead went to the William Allinson White Institute where I had very good supervisors.  

MM: Did this help you understand about yourself?

BF: Oh yes.  But at the same time it didn't make scientific sense.  Here I'd been doing pediatrics and worked with mothers and families and then with crazy kids; I knew there was a difference, there was something biological going on.  There was no question about it.  And by 1952 I was going to study their neurological development. That, to me, was going to be a clue to schizophrenia, and how it began.

EB: At the time really you were dealing with very severely ill children and that stuck you as clearly biological

BF: Right.

EB: There's something off about the brain, their developmental trajectory.  You put those kids in a different class in your mind then? Did some of the psychoanalytic ideas that made sense to you about your own life or about development in general, seem applicable to what you were seeing with the schizophrenic children?

BF: No. That had to do with neurotic people, adults who had screwed-up parenting.  

EB: You saw these kids as different kinds of problems?

BF: There was definitely something wrong in the brain in schizophrenia, there was just no question about it.  The ones you saw later weren't as damaged as they were in the early onset kids.  They had such difficulty in development that only a few of them with more language were able to go to special schools.  With a later onset you could have a more normal development and some brilliant people, talented.  Those were the ones whose parents formed the parents’ group. They had these kids who before college, or maybe the first year, would just slide away from this brilliant development.  It was heartrending to see.

MM: We should start talking then about the well baby study. The first study you did, looking for early evidence of schizophrenia, was in a group of sixteen kids who came into the Well Baby Clinic at Bellevue.

BF: Eventually there were just twelve of them that continued.  A couple of them had moved and I saw them at ten years, but couldn’t follow them after that.

MM: But you managed to follow quite a number of them.

BF: Yes, I did.

MM: For fifty years.

BF: After they married.

MM: How did you select them for the study? Was it a random selection?

BF: It was a random Wednesday selection of early-comers and late-comers.

MM: I like that.

EB: I love that sampling strategy!  I would tell them that I was interested in how babies grow up.  All mothers, especially the new mothers, are so happy that someone's really interested and listening to them.  Their feelings about the baby, their feelings about the husband, attitudes toward having babies, you know, the whole story.

MM: You examined them numerous times during their first two years.  Those were regular baby visits, or were they coming in especially for the study?

BF: They more often came in at six weeks than twelve weeks, but I tried to get them close to monthly.  When I had the state hospital babies, then I was able to schedule them because I went to their homes if I needed to. 

MM: What were your findings from these studies? There is a neurological disorder which they're essentially born with?

BF: In the brain. It probably starts at about two-and-a-half months.

MM: Either inherited or possibly some sort of genetic mutation?

BF: Yes.

MM: What you noticed was that it wasn't only just regression in development, but that there had to be a kind of pattern of acceleration and regression and then scattered development in different areas?

BF: The cognitive defects were the highest, and then the neuromuscular stuff, and the brain development.  And you could get abnormalities in the head circumference also.

MM: By just measuring the head?

BF: Yes.  It was the neurological changes I analyzed first, but then was fascinated by the difficulty in language.  Like the really psychotic boy who seemed bright as an infant and then regressed.  I didn't see him after two, and he was fine but by the time he was ready to go school at six, he'd already regressed back to somewhere between two and six. And then there was the little girl I was able to follow. I saw her regress between two and four.  She just lost language.

MM: Really lost functions they have had before.

BF: Yes.

MM: Some of the early evidence you noticed was the difficulty in posture, in sitting, as a very young baby.

BF: Well, they all had some early developmental regression, sometimes seen only on one exam and not on the other.

MM: Not every time? Other times they would look perfectly normal?

BF: Yes, or smart.

MM: If a kid is suffering from this kind of difficulty, and they don't understand what's happening, and no one is able to connect with them this is going to make the kid less secure, more anxious, and more fearful.  

BF:  Psychological factors come into it, too.  You have mothering mothers and baffled mothers and mothers that aren't really prepared. 

MM: At the state hospital sample in 1959, you collected your sample of kids born to mothers who were schizophrenic.

BF: Right.

MM: So now you have two samples of children, and you've made a batch of observations on them.  Was there anything that particularly surprised you?  Was there anything that stood out?

BF: I was looking for anything abnormal, regression as well as acceleration or irregular development of one part.  I was analyzing all this in detail.  

MM: Anything abnormal?

BF: In the neurological and psychological development.  But the psychological development wasn't part of pan-dysmaturation. It was basically growth and brain development.

MM: Was it surprising to you that they were showing motor difficulties sometimes at such an early age?

BF: It's basically what I was looking for, because that was what Lauretta had picked up from the baby charts. I was looking for wide scatters, as well. 

MM: That's a good way of describing it.

BF: Some kids are better at this than that.  Some are better in motor function and others are better with thinking.  Everybody's different.  So you pick some of the personality stuff up, too.

MM: During this time, you had been working in Cornell but when you started working at Bellevue again, were these mothers and children getting the same level of care as you were providing to your other patients?  Were they getting kind of special care because they were in the study?

BF: Oh, yes.  I mean, they could call me any time.

MM: So if a child who had come into the Bellevue program a couple years later and shown the same signs probably wouldn't have gotten that same level of attention?

BF: By the time I came back there, I raised money so that there weren't just the two of us.  We had a big fellowship and residency program. If you've got nine fellows in each of two years, they're really working with the children. And you have the social workers who work with the outside agencies; we basically ran a clinic on the ward.  If they wanted an emergency consult, they could come on the ward and would be examined by one of my two senior people. They’d get the parents' history and the child's development, everything they wanted.  And I was there to consult with them. We were really running a clinic from the unit, as well as the outpatient department that was downstairs.

MM: This was a new model of mental health care for children? Was anyone else doing this?

BF: No, we ran a very special group. We had more residents and fellows in child psychiatry, two years with nine in each group, so that they had plenty of doctors and we had the parent group, and group therapy. We had everything that was available.

MM: Where did the funding come from?

BF: Harriett Ames.

BF: She wanted the children to have real food, not just hospital food.  So I had to take a third of my grant from her and have parties for the kids every Wednesday; we always had ice cream and goodies. They had special playthings outdoors in our big yard. She even had an architect make it look less like a hospital. The rest of the money I could use for research. 

MM: A number of the children in the state hospital sample were diagnosed with schizophrenia later in life, but according to the last report there were still a number who had various kinds of depressions or other difficulties.

BF: Yes. This is when I got up-to-date modern diagnoses, when Ken Kendler began using DSM III. As an interviewer, he's fabulous.  

MM: Some of them are now in their forties and fifties. Overall the degree of defect noted in infancy was paralleled by their disorder as an adult.  Do you think that's a true statement?

BF: Pretty much.  

EB: Was it unusual to be doing longitudinal studies?  

BF: I wanted to follow them into adulthood to see how they turned out, but I lost some of them, especially the normal ones. The ones I was interested in I was able to follow and get them to come back.  If families find you're interested, they become very cooperative.

MM: By the time you had your unit working well the new psychotropic drugs began to appear. Talk about how it struck you that drug therapy had advantages or disadvantages over electroshock therapy.

BF: There was just no comparison. To be able to give a pill that would help compared to what seemed to be so traumatic. Totally different!

MM: Was it difficult finding the right drugs for the children?

BF: The first drug study I did was chlorpromazine versus diphenhydramine versus placebo.  I did that with Ted Shapiro during his fellowship before he became a professor at Cornell. He enjoyed that kind of comparative work. After the first big trial I worked mostly in the nursery with the two- to five-year-olds. We did trials of all the different drugs that looked good for psychosis.  

MM: In 1961, you were able to set up a pharmacology research unit at Bellevue, with a grant from the NIMH.

BF: The Grant Foundation or one of the foundations gave me starter money before that. 

MM: That was to make a systematic study of the phenothiazines in children, because they had not been studied systematically in children?

BF: They were just coming in.

MM: They'd been around in Europe since 1954 hadn't they?

BF: The very first studies were done in France.

EB: But your studies were the first in children?

BF: Yes.

EB: With chlorpromazine?

BF: Yes.  There may have been some private practitioners doing work, but not official studies.  In the ACNP, I was the only one working with children.

MM: The model that you used was first the children were on placebo, so you could observe their normal behavior. Then you would put them on drug A, followed by a washout with placebo, and then drug B.  So the children would serve as their own control. Why did you use that crossover model?

BF: We knew the children very well and if you know the child, you can tell how the behavior has changed using them as their own control.  So you could tell the differences between the medications. We stratified them into five groups by their language, comprehension, motor and social behavior. It was only the group with the most function that got better.

MM: But some of the drugs worked better than others.

BF: Oh, yes.  Some of them stimulated the kids, even though they sedated adults.  There were a lot of differences.

MM: You compared notes with the adult psychiatrists?

BF: Yes. We had a group of twelve or thirteen children that started off. 

MM: So there were just you with the children.

BF: Yes, at Bellevue. We found that there were parallels. Some of the worst state hospital patients with schizophrenia would respond to the medication like my little ones did.  But sometimes they would have different effects on the kids, more stimulating and less sedative.  

MM: So it's clear the children reacted individually.

BF: Yes but we had to stratify them, according to social and language development.  It was those that had basically no function at all, except motor function that failed to respond.

MM: In order to assess toxicity, you would increase a dose until the child showed toxic effects and then cut it back?

BF: Right

MM: Some of the children were able to tolerate higher dosages than others?

BF: Yes, the nursery kids apparently could tolerate higher dosage per body weight than the adults.

MM: Did you have any concerns that multiple drug changes might affect them in some way?  Or was it just that anything was better than nothing?

BF: We didn't keep them in the hospital if they got well enough to move on, but we would keep them if they still needed hospital care, and then we would try different medications.

MM: But if a child was doing well on a drug the next step was to put him on a placebo. Would you do that because you needed to do to complete the protocol?

BF: If a child was well enough to be discharged, we wouldn’t keep them in the hospital just to try medication.

MM: So if the child improved markedly, they would be discharged?

BF: Yes. The idea was to get them out if they could move up and some of them would be followed in the clinic as a research follow-up.  But, only the top level ever got that good, the ones with some language.

MM: Were you better able to work with them in any way?

BF:  If you could relieve the symptoms so that they could get along in a special group, you could find placements for many of them.  

MM: One of the ways you assessed the behavior was a non-blinded staff that knew what drugs the children were getting.

BF: Yes but Ted didn't know.  

MM: Ted was the blinded psychiatrist who assessed them for specified periods of time, without knowing what drug they were on.

BF: He didn’t know when they were on and off drug.  He would score them weekly or something like that.

MM: Then you would look at the observations of both the blinded observer and the non-blinded observers.  And they didn't necessarily always agree?

BF: True, but we would take the blind rater.

MM: Even though he had only seen them for a short period of time? His view would be determinant on whether or not the kids had improved?

BF: Yes.

MM: But not necessarily on toxicity.

BF: We put all the data together, to describe the good and the bad effects.

MM: One of the things you did with the drug studies is you developed a typology, which you just described.  You had to stratify the children. Can you remember which came first?  Were you doing drug studies and realized you needed a better way of grouping the children?

BF: Yes. 

MM: Because the ways that people had been grouping them weren't working?

BF: Yes, I still think our system was better than the current system. That's why I gave up when they started with DSM-III.  It was too rigid.

MM: You had four groups in your typology.

BF: The four groups grew from our clinical material, but we had to subdivide the nursery kids because they had all ranges of language function. 

MM: So that broke that group down further?

BF: Made it smaller by having subgroups within the type I psychotic kids that depended on language, comprehension and motor behavior.

EB: I had a follow up on the study design questions. Who were you working with or collaborating with to develop that study design?  Were there other groups doing similar things?

BF: Ted and I worked on the typology together.

EB: But there were other drug researchers working with adults?

BF: Yes, but we were the only Early Clinical Drug Evaluation Unit for children, for along time. We started with just about twelve or fourteen and we used to meet regularly.  I'd talked about the children and our typology and we’d visit each other’s units.

EB: Do you remember people in particular whose studies you admired and tried to emulate, or people who gave you good guidance about how to do your studies?

BF: We were the only ones working with kids then, so the effects we were finding were often different than in the adults, because they were working with higher developmental functions.  We would try and see what parallels there were or how the kids were different.

EB: Was there concern about study design or methods?

BF: There was a lot of talk about methodology.  But I gave up that work when I left Bellevue.  I'd learned what I wanted.  I liked to see how drugs affected different kinds of kids and different functions. After that, it gets to be just one drug after another. They have to compare the old ones to the new ones to see if the new ones are better and study the toxic versus the positive effects.  Now it’s become just medicinal, and working with human beings is much less compensated.

EB: Maybe you can tell us more about the origin of the ACNP.  What brought you all together?  What were you trying to do with the organization early on, would you say?

BF: It was the beginning of the work on psychopharmacology and I was at Bellevue. In the ACNP as a whole there were a hundred men and five women.  Lauretta Bender, Else Kris, who was also a state hospital person that Lauretta knew very well.  I collaborated with her on some stuff, because she knew what I was doing with the babies.  Then there was Eva Killam.  It was a good comradeship.  I just knew of those who were working in the field.

EB: Would you say in the beginning you were meeting to work on trial design, to attract new trainees, to form a professional organization or to lobby in some way? What was the impetus for getting together and the mission?

BF: We had not just the annual meetings, but those of us that were doing this early clinical work, the dozen of us, were also getting together.  And then there was a larger group. We would meet with Heinz Lehmann from Canada and some of the big figures in the field. If you look at that first dinner picture of the ACNP, I'm sitting between the big state hospital guy, Henry Brill, and Heinz Lehmann. They were my buddies and they were brilliant guys.  It was all very exciting; I was part of the gang.

EB: Right.

BF: In 1963 or 1964, the head of NIMH gave a speech there. Stanley Yolles stood up and said we were all going to solve schizophrenia in twenty years. We looked at each other, those of us at the ACNP, and knew he was just plain wrong.  That was when they started to close the state hospitals.  They were curing schizophrenia, and threw the patients out in the street.

MM: You knew what he said wasn't true?

BF:  They couldn't possibly do this. It became a disaster.  They threw the people out without any preparation.  I remember because one of my classmates then, Al Miller, who was a very decent person, worked in the New York State system.  I said, "Alan, you simply cannot do this.  This is a terrible thing.  There are no facilities ready for these people".  He acted as though he was helpless and had to do whatever they told him to.   He was a fine person but he gave in.

EB: And you all had to rationalize this decision to close and reduce populations in state hospitals.

BF: Well, we were against it.  All of us at the ACNP certainly knew that schizophrenia wasn't going to disappear, and they weren't going to cure it in twenty years.

EB: Yet in his position as NIMH director, he was perhaps saying, look, we've made such progress in drug research in the last nine, ten years, and the science is advancing fast.

BF: This was in 1963; it was one of the first years of ACNP.

EB: Twenty years from now, maybe we can find the right drugs that would help people manage the illness well.  That didn't strike any of you as rational?

BF: That the drugs were really going to cure schizophrenia? It was just expecting more than what was going to really happen.

MM: Okay.  So tell us a little bit about how you decided to make the move to Los Angeles.  I mean, you've commented a little bit about how hard they were working you at Bellevue.

BF: I was recruited by Jolly West.

MM: How did he recruit you?

BF: It was at a meeting that Dan Freedman organized. Dan was recruiting me at the same time for Chicago, and Jolly was trying to recruit me for UCLA.

MM: So why did you decide to go to UCLA?  They offered you a job, and they offered your husband a job, but you could have stayed in New York.

BF: Yes, but that meant working till midnight.  There was just not enough support at NYU, in those days.  

MM: Was that because they didn't value child psychiatry?

BF: They didn't have the money; we had to raise our own. I don't know why. 

MM: So you came out to California.  Aside from the fact that you didn't have the problem with having to work so many hours…

BF: …I could work with my longitudinal studies.

MM: But how was it different otherwise?  Did you find your colleagues less interesting, more interesting, and the working environment more interesting?

BF: The Head of Child Psychiatry at UCLA was George Tarjan. He wanted me to work under Jim Simmons who was interested in learning and behavior modification in children. I was a good soldier and this was the setup; I had to take it.  But it wasn't a comfortable situation. I was supposed to teach people from all different disciplines child psychiatry, and it was hopeless. They were disappointed in me, and I was disappointed in them. It was not a good fit.  

MM: What did you do about it?

BF: Eventually I managed to get out of it.  I took a cut and some money went with it. When men are in charge women don't make out very well. Once I put myself under Jim and George I was stuck.  George and I were friendly, but he held all the cards. Jim ran the outfit and had me under his thumb

MM: So what were you able to do? 

BF: I was still doing my own studies, and had some good trainees to work with.

MM: Were you still able to get funding?

BF: When I was reviewed by the committee for a grant Don Guthrie, the statistician, eased me into starting to talk about the kids, and that was when the reviewers woke up.  I knew the kids so well, their whole life histories from the beginning and they realized that this was a different study.  There were larger studies, but I really knew these kids.  So we got a grant for three years that I spread out for twice as long.

MM: So you continued following the kids?

BF: Yes, and going back to New York to see them.

MM: How did you start working with Ken Kendler?

BF: I met Ken when we were trying to recruit him, unsuccessfully, at UCLA. I took him to dinner, and we had a good long talk.  He was interested in what I was doing and I was interested in what he was doing.  So we made a tentative connection at that point.  Of course, it was years after that that I was finally ready to have him look at my kids. But he remembered and agreed to do the blind diagnoses, which were amazing.  He would spend an hour and a half, and made super diagnoses. It was quite unbelievable. .

EB: So how was care for children different in LA?  

BF: At Bellevue, we took all comers but UCLA was very selective.  So it was a different mix.  Everything was different; the whole atmosphere was less familiar and friendly. At Bellevue, the elevator man knew me, the porters knew me; they had seen me grow up.  I was a student and eventually came back as a professor. At UCLA the doctors, talk to the doctors, the Hispanics talk to the Hispanics, and the blacks talk to the blacks; the class structure is so different.  

EB: That must have been strange.

BF: It was not like Bellevue, where we all were part of a family, working for the kids.  So it ended with my finding some of key women I enjoyed working with.

EB: You found a group you could work with?

BF: When I arrived I was the only woman.  There were fifteen men.  I had trouble keeping the men at Bellevue because they could make more money in private practice, so I would hire them part time, to keep a mixture of men and women working with the kids.  At UCLA I was horrified by the whole class structure.  So I did my thing on the ward and recruited women.  When Gaye Carlson was there we had a great time.

EB: Was that just a result of the personalities at UCLA, or was it the profession?

BF: Men are different.  They're used to being in charge; they want to be in charge, even if they have no sense.

EB: It wasn't that the profession was different on the West Coast than on the East Coast necessarily, it was that you had some unpleasant people who were making decisions that didn't work so well in that environment.

BF: It was definitely not a warm atmosphere for women. I was the first woman in any senior position in the department.  There were some women psychologists I recruited from pediatrics who I had worked with in Arthur Parmelee's group.  Arthur was wonderful.  I knew him from the child development group so I worked with the pediatricians and with him. I found the niches where I would be comfortable.

EB: Did you notice improvements over the time you were at UCLA?

BF: Not in psychiatry.

EB: You managed to get good work done, nonetheless.

BF: Yes, but I did it by cutting out the stuff I didn't want to do.

EB: Salary as well?

BF: I took a cut in pay, but it was worth it.  

EB: I have some questions about a different topic.  You said earlier that after DSM-III, when Ken Kendler started to look at your subjects, a number of them were diagnosed with mood disorders in addition to psychosis. How did you think about mood in the kids you were seeing in the fifties and the sixties?  Did you see kids as depressed?

BF: We would see them and we would think of them as neurotic.  We were not thinking of manic-depressive depressives. We didn't know it could occur so early. Gaye was very interested in that because she had worked with Fred Goodwin at NIH on depression and manic depressives.  So she taught me.  

EB: Do you think it's helpful to think about mood more in kids?  

BF: It's very important. 

EB: What we do now is think about categories of children, and try to decide if a drug or an intervention might help these categories, those with manic depression, or those who are depressed, or those who have a certain kind of autism.  We lose the picture of the individual child.

BF: I know.  I think that due in part to the restriction of time that's given to make a diagnosis.

EB: We start to talk about drugs and whether a drug works, as opposed to really getting to know the child well.

BF: It's very hard if they are only given twenty minutes.  You can't do a thing in twenty minutes except titrate a drug.  

EB: There isn't any longer a child's ward at UCLA, and it is very uncommon to have children in the hospital for any length of time.  That was so crucial.

BF: I think it's a shame not to have a children's ward; a real loss for training. It was more of a cost decision, I am sure. It didn’t bring in enough money.

EB: Yes and it's not just a local trend.  Across the country, there are fewer and fewer inpatient beds for children.

BF: There are generally fewer and fewer inpatient beds, period. I suppose kids were cut out first.  Boy, I'm glad I'm retired!  What do they do with psychotic people?

EB: Hospital stays are very short, and an effort is made to have people with schizophrenia come into the outpatient clinic.  There are some teams that go out to where they live, but that's uncommon.  There just aren't many services.

BF: For the poor schizophrenic.

EB: Right.

BF: What a stinking system.  It's the money! What are residents trained to do?

EB: They get a lot of training in medication management and some training in therapy, but obviously it takes a long time to learn. You get a certain amount of training in some things, but then you have to go on in your career and gain other skills, depending upon the setting you're working in.

BF: Depending on what’s available.

EB: Right, what kinds of settings you can work in. Some people would say that's because pharmaceutical companies have increased their influence and involvement in the profession.

BF: Like the child psychiatrist at Harvard who’s reaping in money; thousands of dollars from the pharmaceutical companies. That's stealing. That's really nauseating. I find it revolting.  It's changing medicine.  And the drugs aren't that great, they're limited.  Even some of the old ones are as good as the new ones.  Medicine has to change.  I don't think this is a good system.  

EB: As you think back, even over the last couple of decades in your career, how did that happen?

BF: Some people are just hungry for money. What do they go into medicine for?  I guess I'm an archaic being, having enjoyed working in a hospital.  It's not where you make money if you want to really take care of sick people.  

EB: I wonder if you think there is more that the profession or professional organizations can or should do.

BF: When the head of NIMH came to ACNP that was the beginning of a downward slope, when they threw people out of the hospitals.  Some people need a hospital. Other healthcare systems, like the one in Sweden, are somewhat better than ours; socialized medicine, or whatever.  They raise hell when we use that term, but we're supposed to be taking care of people, not just making money.

MM: A lot of people fall through the cracks and don’t get adequate care.

BF: It's a lousy system.  

EB: One of the things that is important today and this process is to understand from you where the profession was, what was valuable about the environment that you trained in, about different work settings, the kinds of things that helped you think of new ideas and design innovative studies.  What was it that helped you do that?  Those are such important things to keep sight of, to not lose.

BF: You're under many more constraints that I was.

EB: I think so, as you describe it.

MM: When you start applying concepts like cost-effectiveness to medicine, where are you?  It doesn't work very well. Not with people who need long term care.

BF: Right!

EB: As you think back about the most important people in your career, the most influential figures, who are those people?

BF: Well, Lauretta first, and my husband.  

EB: How about people today, maybe people in the ACNP?

BF: A lot of my buddies are gone. Dan Freedman is dead; Heinz Lehmann's gone, I think.  Henry Brill and Paul Hoch, none of them are around. They were outstanding people.  The Killams, I guess, are around.  But they worked at a more basic level in research. Our group kind of broke up. So I'm working with Tom McNeil, and he's working with Assen Jablensky in the Western Australia group.  They're having a Barbara Fish Symposium at the International Conference on Schizophrenia Research.

EB: That's quite an honor.

BF: Before I die,  a going away present!  But going there is too much for me.  Your gang will have to go.

MM: We'll go and we'll do a videotape.

EB: They're doing longitudinal studies?  Is that why they named it for you?

BF: Yes. 

MM: I wondered if you wanted to say a little bit about your husband, because he was very supportive of your career.  

BF: He was wonderful.

MM:  You met him when you were a resident, is that right?

BF: Yes, I was in child psychiatry, in New York. When I was analyzing my data for the first time Loretta’s response was that she knew it all, there was nothing new. Deflating a young research worker! But my husband Max said, “Listen, for her it’s a theory. You’ve actually done the experiment. That’s different scientifically than having a theory. Write it up”! He was the right guy for me. A career wife needs a Max!

MM: On that note we're going to conclude. It's been a really good interview and a pleasure talking to you.

BF:  Like my analysis all over again!  

( Barbara Fish was born in New York, New York in 1920.





