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LH:    Today is Tuesday, April 15, 1997, and we’re in Washington for another taped interview on the History of Psychopharmacology, sponsored by the American College of Neuropsychopharmacology.  Our guest today is Clyde Lindley, who unlike many of our previous interviewers, is neither an MD nor a PhD, but someone, I think, has had more influence in the development of cooperative clinical study in psychiatry than anyone else, either alive or dead.  So,      we’re glad to have you still alive.

CL:    I’m real glad to be here.

LH:    Welcome to Washington, which of course, is your home.
CL:    Right.

LH:    So, tell us how you got started in this field.

CL:    Well, initially, after World War II, I came to Washington to find out what I should do and the National Science Foundation had me earmarked and, so, they gave me about 10 options and one of them happened to be the Veterans Administration and the last job I had in the Veterans Administration was in counseling at a hospital, convalescent hospital, and, so, they said, why don’t you go with the VA, so I went with the VA and the Counseling Program and was there about 5 years and that program died down and I heard of a job being vacant in the Department of Medicine and Surgery, which I had always been interested in, and I went for an interview to see the Director of the Psychiatry and Neurology Service, at that time, who was Dr. Tompkins, and Dr. Tompkins said, “Gee, Clyde, you have a good background, but, you know, all my staff have teaching appointments”, and he said, “otherwise, I would hire you”.  And, I said, “Well, it happens that I have a teaching appointment at George Washington University.  I’m teaching Child Psychology”.  He said, “You are”, and, so, he said, “You’re hired”.  And, so, that’s how I became hired.  Shortly after that, about 3 years, he was replaced by Dr. Casey, because he had gone to run a hospital in New York, was selected there, but Jesse F. Casey was no newcomer to the service, because he had been in the service before and had been a hospital director at the VA Hospital   

Topeka and knew the Menninger’s well, who were a part of our advisory committee.

LH:    And, of course, Topeka was, primarily, a psychiatric hospital.

CL:    That’s right.  My background was, primarily, in Psychology; although, at the University of Missouri, when I was waiting for graduation, I’d had so many courses that I didn’t really have to take anything in my last year and, so, I took a few courses in the Department of Medicine and Surgery, Preventive Medicine and so on.  So, I was sort of, basically, interested in Health and so on, so I was sort of glad to be employed in the Psychiatry Neurology Service.  Now, I was not really a professional psychologist, because we had a Psychology Department, so I wasn’t a part of the Psychology Department of Psychiatry and Neurology.  Actually, that sort of helped me a little bit, because I wasn’t threatening anybody by what I did, so I had a lot of leeway in the way I could operate.

LH:    Did Frank Casey give you a lot of leeway?

CL:    Yes, and, in fact, I was supposed to support the outpatient program, initially, which I did by visiting many of the outpatient clinics, and while I was at it, since I was in the psychiatric program, I’d better visit some of the VA hospitals, too, to see what kind of care was going on, and I found, to my surprise, that in some of the general hospitals that had psychiatric services that psychiatry wasn’t even allowed to participate in the Director’s conference, and, so, I immediately reported this back to the Central office and that was changed right away.

LH:    That was a constructive step.

CL:    That’s right.  But, anyway, the studies were sort of a result of some of the planning that we were doing in the Central office in Psychiatry and Neurology, related to our National Advisory Committee, and we had a research sub-committee and, at that time, we were wondering whether we should engage in some very large studies of the tranquilizers, which had just appeared on the scene.  This was in about early 1952 and ‘53.

LH:    Let me interrupt.  At that time, the VA was running the biggest psychiatric hospital system in the country.

CL:    That’s right.  VA, not only had the largest hospital system, but they were being pretty well respected in the early days, because they had a big job to do and they were given a lot of attention in the VA Central Office to do that job.  Now, the Advisory Committee, the Research Advisory Committee, was composed of Dr. Sam Bernard Werdis, professor and chairman of the Department of Psychiatry and Neurology at New York University College of Medicine, and Dr. Ralph Gerard, professor of Neurophysiology Mental Health Institute at the University of Michigan, and they recommended, very strongly, that the VA should develop some studies relating to the tranquilizers.  It was a result of this impudence and this push by this group that the VA started planning this cooperative research program.  Now, the planning for this program took quite some time and I was in charge of sort of getting the thing started.  And, one of the things I found out was that we didn’t have any money for travel, and, so, that worried me because we knew that if we were going to do a large scale study we would have to have most of our psychiatric hospitals participate in it to get enough patients for the study.  And, one of the basic things that we found out was that we needed to have good communication throughout the system, the VA system, VA wide, in order to make such a study a success.  Well, fortunately, at that time, the second pharmacology service center at the National Institutes of Health was established and Dr. Jonathan Cole, I knew, was head of this and, so, I contacted Jonathan and asked him, “Hey, can you give us some money for travel”? 

LH:    They were looking for places to put money.

CL:    They were looking for places to put their money and he agreed, so we set up our first conference, which was sort of a planning conference.  We had one, first, in the Central Office by, primarily, Central Office staff and a few people participating from outside, but the first real conference was held at VA Hospital Downey, where we set up the.

LH:    What year was that, Clyde?

CL:    That was in 1955, I think.  And, what we did, we set up a large number of committees and we invited all the hospitals, all the psychiatric hospitals, to send a person to this conference and, then, we, also, expanded the invitation list the general hospitals that were interested and we, also, included the state hospitals, let them send people, and, then, of course, since we were going to evaluate the drugs, we invited many of the pharmaceutical firms that were developing new drugs in the field of Psychiatry.  And, as a result of this basic planning, which a lot of people participated in, we set up 5 different committees that were staffed by people who were interested in these particular areas.  The committees were the New Drugs and Toxicity and the chairman of that committee happened to be Dr. Leo Hollister, who was a key player in determining what study, what drugs should be studied.  Then, we had one on Physiological Studies, Evaluation and Patient Change, Publications and Public Relations and Outpatient Area.  These were basic committees that were staffed by people who were interested in these areas and many of the people from the field participated on these committees.  So, a lot of planning was done by people in the wide VA system of 40 hospitals, psychiatric hospitals.  Now, one of the things that we had to do…
LH:    Let me interrupt again.  I think that having this broad participation was very instrumental in the success of the program, because everybody felt they had a piece of the action and they were valued as part of the team, which I think is largely your work, because.

CL:    Well, you’re right on that, because one of the very important considerations was to make sure that the whole VA psychiatric community felt that this was their project, not a project thrown down their throat by Central Office, but one that they wanted to participate in.  So, the first thing we did was set up some criteria for cooperative studies and one of them was that it was not in competition with individual research, that participation would be voluntary.  We didn’t force anybody to participate and they could withdraw at any time if they felt they had to withdraw.  We, also, gave recognition to the fact that we needed to have their assistance in planning the studies, so that those people who were going to actually do the evaluation, give the drugs to patients, would participate in the planning.  And, then, we wanted to make sure when we published anything, we’d give recognition to those who did participate.  Actually, at that time, cooperative research was a new kind of adventure for the VA, particularly in the field of Psychiatry and, even, with the psychologists who participated in this study, because they hadn’t done a lot of cooperative work together, so, here, you not only had the psychiatry, psychology, but you had medicine, you had pathology, you had nursing, you had social workers, you had the AIDS, you had all kinds of different disciplines participating and one of the things that you know about disciplines, they’re sort of ego involved.  So, what we had to do was make sure that these people would work together and working together was primarily a matter of providing good communication and we are really fortunate that we were able to get funds from the Psychopharmacology Service Center for travel.  They helped us several times in sending people to the conferences and these conferences, which were planning conferences, were really instrumental in getting the people a feeling that, gee, this is an important thing.  This is something that we should do.  So, one of the things that was thought of right away by one of the people in the field was, you know, we’re already giving these drugs, so why don’t we have a survey of what the use is of those drugs and what has happened, so we did develop a survey from Central Office and, in fact, I had the great responsibility for developing that and I knew that I didn’t know enough about this, so I developed a framework for this study and, then, I decided that what I should do is go out to VA Hospital Palo Alto and see Leo Hollister and try it out there and take the wrinkles out of it.  So, that’s what we did.  We developed it and modified it at the VA Hospital Palo Alto with the help of Leo Hollister and his colleagues and, then, what we did was send it out to every physician who was giving psychiatric drugs to patients and it was a voluntary thing.  They could participate in it or not and they were asked a lot of detailed questions about the kinds of drugs they were using, the quantity and how often and so on.  Then, they were also asked about what happened, how the patients reacted to it and so on.  And, what was sort of fabulous is that we got 100 percent response for this survey.

LH:    Only time it’s ever happened.

CL:    That’s right and the reason for that was that they were promised the results and they did get the results of the survey and the survey results were fabulous.  In fact, when they were announced at one of our conferences, the press just overran the VA with their interest in this, because, not only the types of drugs that were being used more frequently, but, also, what happened to the patients and they found out that a lot of changes occurred.  There were many decreases in electric shock, insulin coma, neutral packs and tubs.  There was increase in individual and group psychotherapy.  The patients didn’t have to be disciplined as much.  There was increase in individual and group therapy and there was more independence by the patients.  This really created a real interest by the whole psychiatric world in the results of this study.

LH:    And, the way of looking at hospitalized psychiatric patients instead of thinking they were untreatable.

CL:    That’s right.  So, instead of taking all, when the patients came to eat, instead of taking all their knives and forks and just giving them a spoon, they could now give them the knives and forks, because they wouldn’t be worried that they would use these against another patient or against one of the staff.  Also, the patients now were able to wear a tie, dress up a little more and look more dignified, more independent.  They got a lot more privileges.  Anyway, it was a very interesting result.  Of course, this wasn’t the answer to the study, though.  This was basic information for the study, but it didn’t really prove, in any way, that these drugs were that good, because, naturally, people that were given the drug might have felt a little bit, well, certainly, these drugs are doing good.  So, we wanted to do this very well controlled study, a double blind study of the drugs.

LH:    Well, it was an opportune time to do it, because up till then, except for a few individual investigators who had tried to do control studies, there had been no large groups.  The VA was sort of a pioneer in getting this thing done.  And, when you mentioned that you invited state hospitals, of course, there were all these fabulous state hospitals that did some studies, and, of course, Jonathan Cole wanted his investment back, because the VA pioneered the way for the Psychopharmacology Service Center to begin more studies.

CL:    That’s right.  So, it was very fortunate.  So, then, we set about having our first annual conference where we would select the drugs that were to be studied and we needed to have a keynote speaker, who would probably stimulate the people in psychiatry who had not really been really conversant with drug therapy for quite sometime, because they were primarily interested, at that time, in psychoanalysis, psychotherapy, group psychotherapy and so on.  At that time, I was wondering who we would have for a keynote speaker and I asked several people and I had several suggestions.  And, I asked Ed Dunner, who was a VA doctor, who had done the TB studies in the VA, and he suggested that I might get Dr. Stewart G. Wolf, Jr. to give the principal address.

LH:    Well, Ed Dunner gave you a good name, because Stewart Wolf was, even then, a very young man, in the field of psychosomatic medicine.  He was an internist, you know, but he had done very historic studies on peptic ulcer disease that sort of replicated what Beaumont did with the wounded soldier back in the 18th century and a better chance to see that hyper-secretion would occur in patients with peptic ulcers, so Steward Wolf was an excellent choice and a very stimulating man.

CL:    Well, I had called Stewart Wolf and I told him about it and he had about 3 months advance notice and he said, well, I’m committed already and he said, I don’t think I can do it, and I explained a little more about what was going on and, pretty soon, he became very interested in the project.  He said, you know, this sounds like one of the most interesting things that I think is happening in the field of medicine today, so I think what I’ll do is rearrange my schedule and I will come and give the keynote address.  And, I told him that, not only, should he give the keynote address, but it would be nice if he could stay for the whole conference.

LH:    He did stay for the whole conference, and he attended subsequent conferences.

CL:    That’s right.  He, not only, gave the keynote address, but he, also, did stay for the whole conference and participated throughout the meeting in all the sessions, so he was a gem of a person.  And, it’s sort of interesting, at the 20th annual conference, they had him back as a keynote speaker to evaluate the conferences, so far.  But, anyway, let’s confine our remarks to the first conference at Downey.  He did stimulate everybody and was certainly a very enthusiastic and helpful person to all of the sub-committees, which he participated in.

LH:    I think he’s still alive, living in Pennsylvania.  Every once in awhile, there is communication from him in the Omega Alpha Honorary Society bulletin, but he was a real wise choice and Ed Dunner gave you a good tip.

CL:    Now, one of the things that I think I should mention is that there were several people that were responsible and gave their blessing and, also, assistance to the project and one of them was the director of the psychiatry and neurology service in the VA Central Office and that was

Dr. J. F. Casey.  He supported this wholeheartedly and, later on, when we decided that we should broaden the conference and, not only, include chemotherapy and psychiatry, but include broad research approaches to mental illness so that we could bring everybody into the research picture and, also, conduct little training sessions, which would help the people learn more about particular aspects of care of psychiatric patients, and, so, he was a key person, who supported the projects wholeheartedly.  Another person that needs to be mentioned is Dr. Ted Ginsberg.  He was Chief of Psychiatry at the VA, but at the time when he participated in this study he had become Commissioner of Mental Health for the State of Indiana, but he, also, was a real helpful person, because he was so well liked by everybody.  I mentioned Jonathan Cole, already, and another person, who was Chief of Psychiatry Research, was Dr. Ivan F. Bennett, who eventually left to go to Eli Lilly and became one of their researchers there.  Dr. Eugene Caffey was also a key person.  He was in the psychiatric service in charge of psychiatry, later on, and Dr. Sam Keen came with the service later on, after about the third study and he was Chief of Psychiatric Research.  The people, in order to control this study, we set up a central research unit at our VA Hospital at Perry Point, Maryland, and, there, we put Dr. Ned Springer, a psychologist, in charge of that research unit, and he did help us quite a bit earlier, but, later, he went back to one of the area directors for Clinical Psychology and he was replaced by Dr. Julian Laskey, who played much more of a key role in implementing the project.  Dr. C. James Klett came in later and took over the Central Research Unit.

LH:    He replaced Laskey when he left.

CL:    That’s right, when he left for the Peace Corps.  And, Dr. Klett, not only, continued throughout all the history of the studies, but after the studies sort of petered out after the 20th conference, he was maintained at the Central Research Laboratory to help consolidate all kinds of research, not just psychiatric research, but all kinds of research in the medical area.  Dr. Mordecai Gordon was an assistant to Dr. Julian Laskey when he first came on and he was a key person in the first project.  I remember him very well, because he had called me quite often from Perry Point, Maryland and so did Dr. Laskey.  Because, what we had to do was sort of communicate with each other and, then, somebody had to pass this on to all the people who were involved and I was the person who usually did that.

LH:    But, this laboratory at Perry Point, with all these very talented biostatisticians, psychologists types, that, too, was a first.

CL:    That’s right.  That was a first and it’s sort of interesting, I had a hand in setting that up.  I was worried about the facilities there.  They didn’t have very adequate facilities and I finally talked the research service into providing a small construction project to rehabilitate the building that they were in and they did do that, so they did get much better quarters.  Now, one of the problems that we had, initially, with the project was that we wanted to make sure that since the VA was doing this project, it had to be the best scientific study that we could possibly develop, so when the original protocol came in we had some problems with it.  I don’t know why it was turned over to me, but it was turned over to me and I had to talk to Psychology, Dr. Houtchens, and tell him it wasn’t so hot, that we needed to change it a little bit, and Dr. Houtchens wondered why in the hell did I, really, have the temerity to say it wasn’t so hot, but after he read it, he agreed.  I told him that if I had about a year I probably could change it, but I actually didn’t have the ability.  I said, we’ll have to get a consultant and he recommended that I call Dr. Tom Andrews, who was Chairman of the Department at the University of Maryland, who was very good at developing protocols.

LH:    He was a psychologist, but, also, a biostatistician.

CL:    That’s right.  He was a real biostatistician and I was in a fix, because I couldn’t offer Tom Andrews very much.  I said, I can only give you $50.00 a day, but I said, some way I’ll make it up to you.  But, anyway, he was challenged by it and he did revise a protocol and, then, because I was concerned about it, I wanted to be sure that the protocol was adequate.  It looked real good, but, you know, eventually, I said, you know, Clyde, you don’t really know enough about this, so you really should get some additional information.  So, I sent the protocol to Dr. Gilbert Beebe, who was the Medical Science Division of the National Research Council, and Dr. Beebe sent it back to me and said, Clyde, this is really ok.

LH:    I had a contract, much earlier in my career, with Gil Beebe, because we were doing a follow up study of veterans who had rheumatic fever and he was a biostatistician then and I came to have tremendous respect for him.  He was a very nice man and, also, a very talented guy and helpful.  So, it’s uncanny the way you could the very nice people.

CL:    Well, some way, I was certain that we had to make sure that this project was scientifically sound.  Anyway, Tom Andrews became one of our real participants and our consultant through the project and stayed with it as long as he lived and, unfortunately, at one of the meetings, he did die.

LH:    He had a heart attack.

CL:    He had a heart attack at one of the meetings.  But, he certainly is well remembered by all of us as being one of the key persons responsible for the design of the study.  Now, one of the things that I think we know, already, that one of the problems in doing this study was working with the pharmaceutical centers.  They had not been used to cooperating with each other, and for this double blind study, one of them had to formulate all the drugs, so that they would be, and one of them had to develop the bottles and the packing, the labeling, everything, so that they would, all 4 medications.  There were 2 placebos and 2 drugs and you might name the drugs.

LH:    I forgot.  I think it was chlorpromazine and phenobarbital and placebo.  What was the 4th drug?

CL:    The 4th drug was a Wyeth drug.

LH:    Oh, promazine.

CL:    Wyeth was the other.  The two pharmaceutical companies that participated were Smith Kline & French, which had chlorpromazine, and Wyeth, which had promazine.  And, they were most cooperative, but it did take a lot of finagling with the drug companies to cooperate together on that, because they hadn’t ever done that before in the field of psychiatry.  And, fortunately, they did do a very fine job.  Now, one of the things we set up at Perry Point, Maryland, was a system so that if there was any problems occurring with the medications, if any of the medications caused any problems with any patients, since they didn’t know, since nobody at that hospital knew what drugs were being given to the patients, they could call a hotline at Perry Point, Maryland and find out what the drug was and take care of this emergency.  And, to my knowledge, this was done only a few times.

LH:    But, again, that was a precedent.

CL:    That’s right.  That was precedent.

LH:    Well, the thing is, they had a very interesting result.  Not only, did they show that chlorpromazine was better than the 2 placebos, active and inactive placebo, but it was also better than promazine and that was unusual to have the degree of sensitivity that you could distinguish between these two phenophiazines, which up to that time, were considered, more or less, equal.  As a result, promazine disappeared from sight, never much used after that.

CL:    After this success of the first study, the VA continued these studies and, actually, I participated in 7 of the studies and developed, actually, programs and summaries in book form of all the conferences, the first 6 conferences that the VA had, and all of these symposia and the results of the conferences sold by the U.S. Government printing office, sold like wildfire, not only in the United States, but all over the world.

LH:    World best sellers.

CL:    Best sellers.  They would make the New York Times Best Seller List.

LH:    I think I still have a number of them, but if you have some that you’d be willing to part with, one of these days, I think they should go into the ACNP Archives.

CL:    Well, I have some copies that certainly could go there, so there’d be no problem.  The only thing that I would say is that, at that time, after the 6th study and the 7th study, the research program at the VA was a little bit less likely to support psychiatric research; although, the studies were continued.  But, there was a question of their continuing support for the Central Research Laboratory at Perry Point.  At that time, I moved over to another position and it’s sort of an interesting thing, and I will tell you about it.  I was called up to the Administrator’s conference room by the Chief Medical Director, who was briefing the Administrator on the medical program of the VA, and after he had finished, he said to the Administration, I’ve asked Mr. Lindley to tell you what the department’s plan in going to be in long range planning.  That was the first I’d ever heard about it, and, so, I suggested that what we would do is, we would do bottom to top planning, and the reason I said that was, I didn’t know anything about planning except what I had done in the chemotherapy studies, and I knew that you had to get people involved from the lower levels in the plans.  Well, that created a real problem in the Administrator’s staff.  They said, oh, you’ve got to have the planning start from the top.

LH:    You were a generation ahead of your time, you know.  Now, that’s all the story, isn’t it?

CL:    And, I thought I wouldn’t ever win that argument, but, finally, the Deputy Administrator said, and I’d never met him, he said, you know, I think Clyde has a good idea and, then, I realized what happens in high levels.  Everybody agreed with him and, so, we got to do the planning that way, and, so, I became in charge of long range planning in the Department of Medicine and Surgery and did a lot of medical planning.  Of course, the first planning that I did was for Psychiatry, because we had a lot of patients, who were, not only, had psychiatric illnesses, but had other illnesses, and we called them psychiatric medically infirm patients.  So, I did a study on the psychiatric medically inform patients and found out that they cost more than medical and surgical patients in the bed, and, so, all the funds that were given to a psychiatric hospital were used to take care of the psychiatric medically infirm patients.  The Bureau, the budget, at that time, knew about this study that I’d done and they asked me to send over that program, unofficially.  So, I called the Chief Medical Director and asked if I could do it and they said, yes, so, I sent it over and in 3 days later, we got 5 million dollars supplemental appropriation for the VA to subsidize, partially subsidize, the PMI patients in psychiatric hospitals.  Well, as a result of that, any time I mentioned long range planning, everybody in Central Office wanted to participate in it and get additional funds for the program.

LH:    That was the avenue to the Bureau of the Budget.  Before you go on, you said you stayed with the Department of Psychiatry and Psychology up till the 7th study.  But, as I recall, the 2nd study was one of phenothiazine vs. phenobarbital and, again, it was sensitive enough to pick up the difference between 4 of the phenothiazines and 1 mepozine, which was less potent, and, which again, dropped out of sight, and, of course, all of them were better than the placebo.  And, the first study, it was the study of antidepressants and, then, later, I forget the order, but there were studies of group psychotherapy, originally without drugs, and Margaret Glenn had one about social work intervention, so this became much broader, the scope of these studies became much broader than, simply, looking at drugs.

CL:    And, there was an outpatient, too, that was done, so we did.  And, in addition to that, these broad research approaches to mental health was added on to the chemotherapy and psychiatry studies and these had a wide range, from evaluation of psychotherapy to all kinds of things, how you deal with patients.  There were many things that the VA sort of was first in.  One was, how do you handle suicide and, so, the VA became quite dominant in that area with a suicide center set up at Los Angeles.

LH:    Schneidman.

CL:    Dr. Schneidman and Farberow, and at that time, Jesse Casey got a call from the administrator and the administration said, I’m worried about the suicide and Jesse Casey said, what’ll we do, what’ll we do, and I said, well, you know, you’ve got a consultant, Dr. Karl Menninger; you know him personally, and, so, he called him and Karl Menninger came out and told us that the VA experience was no different from elsewhere and if patients, actually, really wanted to commit suicide, no matter, you’d have to have somebody with them all the time, but, anyway, he helped us a great deal.  Dr. Karl was a very interesting person.  He could be a diplomat and he could be very obstreperous, too, but he was very helpful.  Of course, he was very helpful at the VA Hospital Topeka and he sort of consolidated it with his own hospital and, in fact, I had to go visit that hospital one time, because we were worried about the director there, whether he was having some problems with drugs, and I went out there and Dr. Karl met me at the airport and drove me to the hospital and I just about fainted, because he was running about 60 miles an hour down the main drag and so on, but, anyway, he never mentioned the hospital director’s name at that time and so on and he took me to lunch,.  And, I asked him, I said, my, you have an awful large group of staff here in this lunch setting.  He said, Clyde, these aren’t staff; these are patients, and so on.  Anyway, I did discover that the hospital director was using drugs, so we gave him an offer, an ultimatum that he could take treatment for it or he would have to get out.

LH:    Getting back to the suicide study, just to give you an idea of the tenor of the times, it wasn’t called a suicide study.  It was called a Study of Unpredicted Death.  When I first saw it, I thought they were talking about heart attacks.

CL:    I know.  Scheidman and Farberrow were very good in doing psychological autopsies.

LH:    Invented the idea.

CL:    In other words, the National Institutes of Health picked them up, because they were so good at it and hired them to work in the suicide area.

LH:    I remember once I was having lunch with Scheidman and I gave the opinion that there might be circumstances under which suicide was perfectly reasonable and acceptable and he looked at me as if I’d impugned the virginity of his sister or something.  He was so adamant against it.

CL:    I would like to mention that, in my capacity, is in charge of long range planning of medical programs in the VA, I actually handled all of the additional increments of funding for VA hospitals and this dealt with dialysis, open heart surgery, anything, and, so, I sort of had to get conversant with those programs, as well.  But, quite frequently, something came up about the Central Research Unit and whether that should be continued and the group that I reported to, they would recommend that it would be discontinued.  Then, I’d write a little note to the Chief Medical Directors and say, I don’t concur with this, because this is really a very important activity and so on, and, fortunately, the Chief Medical Director went with me instead of with board.

LH:    And, you were saving up until the present time.

CL:    And, the same thing was true for outpatient psychiatry and the psychiatric evaluation project that was earlier set up by Dr. Richard Jenkins and, then, Dr. Lee Gorell.

LH:    Well, that was an exciting time.  I think the difference between psychiatry before and after the VA studies was that psychiatric research became respectable and desirable and expected of people, because, before then, there were psychoanalysts in the field and there were no way of doing any, honest to God, scientific research in those techniques.  So, it’s changed a whole spirit of what psychiatry was all about.

CL:    I would like to mention one thing.  After being one of the Chief Medical Directors, as a special assistant for about 5 years and working with the top advisory group which was established by law, when a change of administration came in, I was assigned back to Psychiatry and Neurology and Psychology to conduct some studies about whether we could have multi-disciplinary groups established in our hospitals to change the way patient care was being handled and that was a very interesting activity and we did set up a Mental Hygiene and Behavioral Science Service in the hospitals.  Now, when I say we did, actually the services did those themselves.  They decided to set up a program where, instead of having the old line and staff organization, you would have a flatter organization where the people would be able to participate, according to their expertise in their discipline and focus on the patient care and, all this together, instead of the nurses having a nursing plan, the psychologists having a psychology plan, the psychiatrists having a psychiatric plan, and the social worker having a social plan.  They would all get together and work together.  This was, also, a very innovative thing and one of the things, at that time, the VA actually gave me the money for the travel for this person, so it was developed in the field.  So, I went back to Mental Health Behavioral Sciences, but, primarily, we organized the delivery of medical care to psychiatric patients.  This became such a focal point of treatment in the psychiatric hospitals and in psychiatric centers in medical hospitals that it actually went over to the total patient care program.  So, they used this same group.  There was some feeling on the part of some of the managers that this group was taking away some of their authority.  Now, that was not true where you had good managers, who wanted to have people be creative and start working together cooperatively.  Now, there’s a different style of management in the VA, because the VA, initially, was a real line and staff organization, primarily, based on the military style, because they had military directors and, then, many of the chief medical directors were military people.  However, in psychiatry, we had Dr. Baker, who was quite different in his outlook on how the service and psychiatry and neurology and psychology should be handled.  He looked at himself as being a person, instead of being a person that directed you to do things, he was more like a director of a symphony orchestra, where he had all this key staff, who were very qualified in their own areas and he helped them to focus their own activities so that they could improve and facilitate it, but he had, also, coordinated the whole group.  So, it was quite a different kind of setting and it was an ideal situation to work under, because it sort of permitted the persons to have a feeling of, gee, this job is fun, and it really is important that people feel that way when they work.  Now, by the way, that sort of carried over into today’s world where all the restructuring and realignment of organizations is going on and they’re missing something because they’re not focusing on people who are the real heart of any organization and that’s what you have to do.

LH:    Yes, in fact, I’m dumbfounded, as you know, just a few years ago there was a kind of fad to talk about this new way of managing where you allowed people to have more empowerment at the lower levels and solve their own problems and, then, all of a sudden, companies that were fooled by this philosophy were letting people go and I don’t know how you can get people to think in terms of a whole organization when you weren’t sure that you were, then, addressed by Friday afternoon, you know.  It was just impossible.

CL:    There is quite a reaction to this downsizing and I think some of the organizations have gone to these extremes and sort of forgotten that their real talent is the people, not the electronic gadgetry that they use and, of course, the computers can help you a great deal in facilitating tedious work, but they can’t replace the humans.  So, you still have to give a lot of attention to the humans and their needs and their needs are very important today, because the world is getting more complex and it’s getting more difficult for people, now, than ever before, to have time to do the things that they need to live comfortably, to go to the store, to go to the bank, to buy clothes and so on.  So, many of your real good companies are now recognizing this need and they’re giving people a lot more time off.  They’re much more flexible in their schedules and so on, but that’s another story.  But, I think it’s important for medicine, too.  Now, one of the areas that I’m interested in now is the field of aging.  One of the real serious problems that the nation faces is the aging of America and medicine and psychiatry and psychology can play a real role in this.  Now, unfortunately, I don’t believe psychiatry and psychology have gotten together yet on the field of aging, yet, the field of cooperative research in this area that’s been done has been very good, but, now, in caring for patients, there’s no feeling yet that you need this multidisciplinary technique, but it seems to me that the problems of the aging society, and, by the way, we’re no longer a youth oriented culture.  We’re already an aging society.  We’re going to have to attack this with multidisciplinary forces.

LH:    I agree, especially, as one who’s aging.  Well, I just want to read a little piece from Dr. Joe Baker’s closing remarks on the 20th Annual Conference of this group, because, not only was Dr. Baker an unusual head of the section on psychiatry in the VA, but he was a real gentleman, and after some gentle words about the 20 years of history, he says, “I don’t believe I made it clear that the Master Chef, the one, who had the greatest responsibility for developing the scientific program, including handling of logistics and scheduling, was our own Clyde Lindley and I think we should all acknowledge our thanks to him”.

CL:    That’s wonderful.

LH:    I think that was well deserved.  I know you got some awards for the personnel management and I think the biggest personnel management job I can ever think of was to get all these Prima donna’s together to work cooperatively in such a constructive fashion as you did.

CL:    Actually, the American Psychological Association, the present President, Dr. Ables, is focusing on aging this year as the thing that he wants to do something about.  And, I wrote him a letter about this and told him I’d like to participate with him and help him, and one of the things that I actually want to do is to get Psychology and Psychiatry together.  Of course, I’ve always been against the psychologists having prescription privileges, which, of course, has been sponsored by the Congress of the United States by the Senator from Hawaii, but I look upon the aging problem and the drugs that patients take, not only the drugs for psychiatric to take care of depression, which I think is the one area they’re concerned about, but when you realize that older people take 8 to 10 drugs, it’s hard enough now for a good internist to know the side effects about the drugs and, certainly, a psychologist, who has only a couple of years training in drugs and not been in the field of medicine, I just can’t see that this makes any sense.  Naturally, one of the reasons for this is the Medicare and the income that you get for it.  I’m sure there are other reasons and they’re probably professional reasons that people believe in, but I’m certainly opposed to that practice and I would to see psychiatry and psychology get together and join forces in the field of aging.

LH:    I think that would be well worthwhile endeavor.  There’s always been a kind of turf war between psychiatry and psychology ever since I can remember, but.

CL:    Yes, I can tell you a little story about that if you want.  I don’t know whether you want it.  At one time, the psychiatric service was concerned about this, the relations between psychiatry and psychology, so they got two consultants in psychiatry and two consultants in psychology and the only time they could meet was on Sunday, and they wanted somebody, who was disinterested to meet with them, so I met with them.  And, they worked out a good relationship and had a wonderful report and, of course, when I gave the report back to psychiatry and psychology, they didn’t like it at all.  I realized then what was wrong.  The service, itself, those people didn’t participate in this.  I was the one who participated and not any of them, and that was a mistake.  So, there are a lot of mistakes I learned from on how to better handle things.

LH:    Wasn’t it Oscar Wilde who said, “What we call experience is the sum of our mistakes”.

CL:    That’s right.  You know, of course, what’s sort of interesting about that is that usually we get bawled out for our mistakes, but you actually learn from your mistakes and that’s what makes you a better employee in an organization, so you’ve got to sort of live with some mistakes.  Well, anyway, I think we should end by saying that the chemotherapy studies in psychiatry were monumental studies.  They were recognized by the professions of medicine and psychiatry and I’d like to read, here, a quote from the Medicine Show, Chapter 25, Psychotherapeutic Drugs Consumer’s Union 1974.  “The most comprehensive studies of all three classes of psychotherapeutic drugs have come from the Department of Medicine and Surgery of the U.S. Veterans Administration.  Under the VA’s cooperative studies of chemotherapy and psychiatry have come a series of distinguished reports on the effects of psychotherapeutic drugs.”  And, another reference from in the American Drug and Alcohol Abuse 1974 by George E. Valiant, MD, Associate Professor the Department of Psychiatry, Harvard Medical School.  “The collaborative studies by the Veterans Administration on several phenothiazine and control drugs have been worth all the outcome research on phenothiazine medication put together.”  So, that, I think, is a good ending for this little session.

LH:    Well, one of the main reasons I wanted to have you as part of this series, Clyde, is, not only, your seminal contributions to this program, but, also, because, somehow or other, I think the VA effort has not been given as much credit as it should have been.  Somehow or other, we got lost in the shuffle.  I guess that’s one of the risks.

CL:    I think that’s true.  Now basically though, I look upon that period as one of the fondest periods in my life because the experience of doing the cooperative studies and working with all the distinguished group of people was just fabulous.  It was the most stimulating environment that I’ve ever been in.

LH:    Well, I’m sure you stimulated a lot of interest, too.  And, we’re awfully glad you could take time out and come for this interview.  I hope that you’ll continue to age gracefully, as you have, and continue for quite a long while.  Thank you.

CL:    Ok.  Thank you for inviting me.

