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DOUGLAS M. McNAIR

Interviewed by Leo E. Hollister

Waikoloa, Hawaii, December 11, 1997

LH: We’re in Hawaii at the 36th Annual Meeting of the American College of Neuropsychopharmacology.  These are history task force recordings of people who have had an impact in the field and who have many connections with it.  Today we’re starting off with Doug McNair( who’s been in the field as long as I can remember and probably longer, actually, and who’s had a very illustrious career.  Doug, you’re a psychologist by training, aren’t you?  

DM:  That’s right.

LH: What impelled you to become a psychologist?

DM: When I was a teenager I started reading Freud and Karl Menninger, and decided I was going to be a psychiatrist, probably also from going to popular movies and what I would now call lay literature. So I went to the University of North Carolina intending to go to medical school until I was a junior in college. After two years of college I was drafted right after World War II, the day after VJ Day. When I returned to Chapel Hill the VA training program came along. 

LH: When the VA was trying to increase the number of psychologists?

DM: Yes. At that time it was a four year program. I was majoring in psychology and liked it a lot, although my minor was chemistry, so I was still building up a lot of pre-med courses. Then I decided to switch and go into psychology instead. I applied for and was accepted into the University of North Carolina, Chapel Hill program. I stayed from1948 until I got my PhD in 1954.  The first job was at Woman’s College of the University of North Carolina, what is now University of North Carolina, Greensboro. I started out working in the Greensboro Mental Health Clinic and teaching part-time at the University and then switched over.

LH: This was after you had your PhD?

DM: Yes.

LH: Were you under any obligation to stay with the VA at that time?

DM: Not post-PhD.  We did two years of work in the VA hospital while we were in the training program.

LH:  I see.  But you had no obligation to do work at the VA after you got your PhD? 

DM: Not at all.  I worked a couple of years in the Psychology Department at UNC-Greensboro and during those years decided I wanted to do research. We had to teach four courses a semester and three of those were in educational psychology, which I did not like at all.  I started looking around and the job that appealed to me most was with Maury Lorr in Washington, when he was running the Outpatient Psychiatric Research Laboratory, OPRL. When I went there we were doing mostly psychotherapy research.  We did a big collaborative study to find out whether twice weekly psychotherapy offers any advantage to once a week, and once a week over every other week. Then drugs came along and the collaborative studies in chemotherapy started and our group at the VA in Washington began meeting with you. We finally did a study which included meprobamate and chlorpromazine as adjuncts to psychotherapy with outpatients. I think that was the first drug study I was involved in.  

LH: By that time the In-patient Multi-dimensional Psychiatric Scale, the IMPS, had been developed, hadn’t it?

DM: The IMPS had not, but the MSRPP, the Multi-dimensional Scale for Rating Psychiatric Patients, developed by Maury Lorr and Eli Rubinstein was. The IMPS was a successor of it. In everybody’s opinion the IMPS was a big improvement over the MSRPP.  The MSRPP pre-dated the IMPS, by about 5 or 6 years.

LH: I see.  But, you were instrumental in the development of the IMPS?

DM: Yes.  I think most of that work was done in the very late 1950s, in 1957, 1958, and 1959.

LH: It was the only multi-dimensional scale for psychiatric inpatients, wasn’t it?

DM: You are right.  It wasn’t long after we had the IMPS that John Overall and you developed the BPRS.

LH: Yes, Overall and Gorham took the IMPS and streamlined it, covering the same domains.

DM: Yes, I think the BPRS has the same 10 factors of psychosis as the IMPS. Lorr, Klett, Jack Lasky and I were the authors of the first version of the IMPS.   I believe it was in that order.  It was widely used in research at that time. Then we moved out of research in psychotherapy and exclusively into out-patient psychopharmacology. The first study was with meprobamate and the drug did not have any particular benefit, but we had some evidence combining chlorpromazine with psychotherapy offers advantages. As we got into that research we started to see more and more need for measuring instruments. There had been the IMPS for in-patients, but we needed psychometrics for out-patients, too. So, we started developing “feeling and attitude” as well as symptom rating scales very much like the SCL-90 or Hopkins Symptom Checklist.  The origin of the SCL-90 could be traced back to Adolph Meyer at Hopkins. The aim of these scales has been to have systematic ratings on how people felt.  We were involved in the shaping of these scales and we got started on one of my main projects, the development of the Psychiatric Out-Patient Mood Scales or POMS. We kept the same acronym for the plainer version once we realized it was much more broadly useful and utilized than just in psychiatric patients.  I’m involved right now in trying to update the manual and the bibliography.  After I retired from Boston University, in 1991, I did the first survey of the literature for articles in which reference was made to the POMS, and there were more than 2,000 articles.  In the last five years, there have been another 500 or so.  It’s used in almost every branch of medicine except radiology.  

LH:  Those were the first series of psychiatric rating scales, weren’t they? 

DM: They were.

LH: I don’t remember any before the war.  

DM: There was a predecessor to the MSRPP, developed by a priest at a Catholic University. I think his name was Father Brown, but I’m not sure; he developed a rating scale that Maury Lorr had a lot of respect for. I think  he borrowed from it in developing these other scales.  But you’re right, there was very, very little.

LH:  Now it seems there’s a scale for every ailment, the business is thriving.  I haven’t seen Maury Lorr in years.  What’s happened to him?  

DM:  I talked to him this summer.  Right about now he may be back from a trip over to Vietnam.  He’s in his 80’s, and still moving around pretty well.  He’s Emeritus at Catholic University in Washington and still maintains an office there.  He’s pretty active.

LH:  That’s great!  I remember when we started the VA Cooperative Studies Program that you were part of the group we put together. As I recall, we used the IMPS for the first two or three studies.

DM: Yes it was very sensitive in picking up drug effects.

LH:  Those were the old days!

 DM: It picked up not only the difference between drugs and placebo, but also between drug comparisons.

LH: That was amazing it could not only tell the drug placebo differences, but also the differences between drugs like chlorpromazine and mepazine, which at that time was thought to be a useful antipsychotic.  It had some effect but not nearly as much as chlorpromazine.  So, that was quite an achievement. 

DM: Around the late 1950s, every year we had a VA Collaborative Studies meeting we would go from Cincinnati to Kansas City or from Kansas to Cincinnati , and I remember those meetings very fondly. You had a big part in those studies and I always looked forward to your stellar presentations.   

LH: Who was Chief of Psychology at the VA during that period of time?

DM: Max Houchins for most of the time and he was assisted by Cecil Peck.

LH: Cecil Peck was the one I remember.

DM: We used to have poker games after the meetings in the evenings.

LH: Could you say something about the research discussed in those meetings?

DM: The research was more and more in the outpatient area as we got involved in more drug studies. Every study in psychopharmacology I was involved in, included psychotherapy as a component.  In the early days we were involved with all kinds of drugs, but later on, we moved more to studies of antidepressants in outpatients. While I was in Washington Maury and I did some of the early work with Librium (chlordiazepoxide).  

LH: That would have been around 1959?

DM: Yes.  Librium was succeeded by Valium (diazepam), and we did one of the early outpatient studies of Valium. Benzodiazepines, appeared to be considerably more effective than meprobamate, which was what we started out looking at, and produced fewer side effects in outpatients than chlorpromazine.

LH: In those days, most psychotherapy was still more or less analytically based, wasn’t it?

DM: Yes, very much so.

LH: As compared to today’s more tailored psychotherapies, which go after specific areas, they were largely rehabilitative.

DM: Yes, psychotherapy is more focused now, highlighted for specific disorders. Back then, DSM-II was in use for diagnosing and that was not a rigorous way of classifying patients.  

LH: In DSM-II there was no disorder called schizophrenia; there was schizophrenic reaction, as though schizophrenia was still a reaction to interpersonal problems or problems of the environment, rather than an intrinsic illness.

DM:  Not exactly the medical model.

LH:  When did you move to Boston University?

DM: I worked with Lorr in Washington from late 1956 to mid 1964, and then moved to Boston University School of Medicine. In 1970 I became full Professor in Psychiatry with a joint appointment in the Psychology Department.  In 1980 I became Director of Training in Clinical Psychology. They asked me to consider taking it; I would have never considered applying for the job because I was much too research orientated. But it did work out and I became a token researcher. I moved my lab to the main campus of Boston University, on the other side of town from the medical campus.  

LH: The medical campus is near the old City Hospital; whereas the main campus is across the Charles River from Harvard.

DM: Yes. I stayed another ten to twelve years until I retired in 1991.  By that time, we were studying tricyclic antidepressants and focused on their possible effects on cognitive functions, working on the assumption the cholinergic system was related to memory and we found the anticholinergic properties of tricyclics varied a lot.

LH: Oh, yes.

DM: Amitriptyline was strongly anticholinergic, imipramine was in the middle and desipramine was fairly low. We were using measures of short and long term memory, semantic memory, psychomotor function, and attention.   

LH: Were you using the drugs as tools for exploring hypotheses about memory, learning and things of that sort.

DM: Yes. We began to look at the effects on elderly people.  The focus was on cognitive effects, but we were also looking at dose-effect relationships in normal elderly subjects who came in once a week for a few weeks while taking very low doses of tricyclics.

LH: Was this done in collaboration with the VA Unit studying aging, in Boston?  

DM: No, it was something we were doing on our own. We were using doses of 5 or 10 milligrams of amitriptyline and the other two agents and found even such low doses had strong cognitive effects in people over 65.   

LH: One of the paradoxes that has been true of these drugs is that most of the time in normal people they’re obnoxious. Most of the antipsychotics, at least the older kind, and most of the tricyclics were very unpleasant for normal people. But the crazier or more depressed you were, the better you tolerated them.

DM: I’ve known you for about forty years; time goes by very fast. 

LH: I’ve always been discouraged by the fact the VA collaborative studies with psychotropic drugs have never been given the credit they should; they pioneered a very advanced technique at the time to study drugs. Later on, several states emulated those studies, as did the Psychopharmacology Service Center at NIMH, but the VA studies were the first. 

DM: They were the original studies so I have felt concerned about that, too. The Collaborative VA studies were clearly first. Nothing like that had been done before, and the collaborative studies that followed were very much, “me too” studies.  

LH: In retrospect I’d call those studies massive scientific overkill because, by that time, people who had any eyes and ears or powers of observation could tell these drugs were doing something vastly different from those we had before.  But in those days, psychiatrists were still very much against the notion drugs would have an effect so we had to do that overkill.  

DM: I suppose so. I think those studies had to be done. When I came into this field most people in medicine looked at psychiatry as anti-science and doing those studies pioneered development of clinical trial methodology far ahead of the rest of medicine. Some of the stuff today you read in other fields is amazingly naïve compared to the standard of clinical trials in psychiatry.

LH:  Of course, the concept of controlled clinical trials didn’t start with us; they were first used to test anti-tuberculosis drugs in 1945-46.  Harry Gold at Cornell was talking about controlled blind studies way back in the 1940’s.  But I think our group advanced the cause more than any of the others.  

DM: I agree.

LH: Earlier in this meeting there was a big session on how to study drugs in multi-clinic trials.  It could have been the same damned thing we were talking about 40 years ago.

DM: I had told my wife I had seen that title over and over.

LH:  It was exciting then because nobody knew for sure what the answers or proper procedures were.

DM:  One great thing the ACNP did was provide the mechanism for all these people to come together.  

LH: The ACNP has been a wonderful organization for cross fertilization between disciplines.  I’m fearful we are going too much toward the neuroscience side and concerned for what a psychologist can get out of this years meeting.  

DM: That concerns me, too.  There are many papers where I can’t even understand the title.  But I’ve never spent time trying to predict the future, so I don’t know where it’s going.

LH:  But you’ve never had any regrets about the course you took?  

DM: No, I think I’m lucky. I’ve certainly had regrets about doing things I don’t like, but they have been minor, compared to the fact I was able to do something I like and make a decent living doing it. I suppose if I had known how to make a living from statistics and quantification mathematics I might have considered doing that. Once I got into the field one of the people who influenced me most was Ben Wiener, who wrote that famous book on experimental design.  He was a professor at Chapel Hill when I was there and I got interested in analysis of variance because he showed what we could do with it.  When I came to ACNP the first time it seemed clinical psychology was closer to being a good hard science than at present. There were a lot of people like Jim Klett, me, and John Overall with psychology training, who were into quantification.

LH: People I would call psychometricians, biostatisticians.

DM: Yes, I think we contributed something to the development of study designs.

LH:  Yes, from the statistical point of view. 

DM: But I don’t think this is the place any longer for psychology. It bothers me there are not more people with the orientation and background we had coming into this organization.  I believe they are not coming because they don’t see their place in it any longer.   

LH: That’s been one of the great concerns among some of us that ACNP is getting imbalanced. I wonder who is going to replace the people you mentioned like Klett, Overall, you and several others. You retired in 1991?

DM: I became emeritus then.

LH: Lots of difference, isn’t there?

DM:  I get along because I have my computer at home and I can use the big computers at BU for data analysis. I find things like Medline on the internet just wonderful. In the year I retired, I got a contract with the Defense Department to evaluate a demonstration project for training psychologists to prescribe psychotropic drugs that’s been going on for almost seven years. An ACNP committee of four psychiatrists and four psychologists constitutes the evaluation panel.  We visit this training project several times a year.

LH: Is the program still on?

DM: They have stopped admitting new people, and there’s no one in the formal training program right now. The program included one year of didactic medical school courses and one year intensive clinical work on the psychiatric ward at Walter Reed. Everybody has finished those stages and there are no new people admitted. There may be another contract to follow, but I’m not sure. 

LH: There’s always been a turf battle between psychologists and psychiatrists about psychotherapy and now we have another about prescribing drugs.

DM: I don’t know what’s going to happen. There is no consensus among members of the panel whether these people will ever reach the point of independent practice in prescribing medications. Some of us think some will, but we have doubts about the medical safety. If you think these people have had two years of very intensive training after their post graduate work and they are still not ready to be turned loose as independent practitioners, I would say that , if you are a psychologist and want to prescribe drugs, you would be better off  going  to medical school.  

LH: It almost becomes the equivalent in time anyway. What surprises me is that psychologists want to go into that field rather than pharmacists. In some state hospitals most of the prescribing is done by pharmacists and signed off by psychiatrists.

DM: Probably so.

LH: Where do you envision the place of psychologists will be in the ACNP, in the next ten years?  We’re both worried about the fact the role has diminished in the last ten years.  Is it going to improve in the future?

DM: I honestly don’t know. If the job needs to be done and the psychologists aren’t there to do it, somebody else is going to pick it up.  In the last 30 years or so, there has been a decline in the number of psychologists working with the field. Some psychiatrists have become extremely good at data analysis, so they may pick it up. Or they will hire people who are more real statisticians than psychologists ever were. I think it helps to know something about the field where the data come from that you’re dealing with.

LH:  The trend in psychology is toward the experimental or physiological approach, rather than the purely clinical, as it used to be.  For instance, the other night I met a young woman, who’s a psychologist and very much into brain imaging techniques. That’s something 15 or 20 years ago, none of us could have foreseen.

DM: It’s true that psychologists do everything under the sun.  They practice in clinics, they are Deans in schools, and they’re into MRI’s and PET scans. Neuropsychologists I admire for their testing and measurement skills, especially in the area of memory and so on, but their statistical sophistication has been lacking. There is no reason this couldn’t improve; I don’t think we’ll ever reach a time when we don’t need to measure.

LH: A few years ago I did a pilot study with a neuropsychologist in our hospital; he compared findings with brain scan and neuropsychological testing and the agreement wasn’t very good.  

DM: That’s a real validity check.  

LH: Is there anything you would like to see happen in the future? 

DM: The two things I hope may happen, and these may be clichés, I would like to see something developed to control anger and violence. Maybe psychopharmacology will develop something that contributes to reducing violence.

LH: That would be quite an achievement.

DM: There are people working on it and maybe it will happen.

LH:  Every time you turn on the television set there’s a guy standing there with a gun or knife in the movies. Violence is so pervasive.  Doesn’t it make sense to think that must have some influence on the viewer?

DM: There is fairly solid evidence that if children are exposed their play is more violent. 

LH: When I was a kid we used to play games of cowboys versus Indians.  

DM: I did the same. 

LH:  If your cap pistol went off your “enemy” would drop like they were killed.  But of course, we didn’t connect to the fact somebody who fell to the ground was never going to get up.  They were going to get up in the next two or three minutes and the game resumed.  

DM:  Playing dead!

LH: It’s as if people are taking that juvenile approach and extending it to their thinking about adult life.

DM:  There’s violence between the ages fifteen to twenty-five and in Alzheimer’s at the other end.  It looks like there’s some hope for drug research for Alzheimer’s.   

LH:  The most encouraging part about Alzheimer’s is if you keep using your brain you’re likely to keep it; you are a good example of how to avoid Alzheimer’s.

DM: I don’t know about that. Sometimes my memory for names is not what it used to be.

LH: This business of remembering names is tough. Well, it’s been nice talking to you, Doug.

DM: You were a role model for me in the early days, and I appreciate you asking me.

LH: The biggest thing I had sense enough to do was to know what I didn’t know and get people who could teach me like John Overall, who has been my main mentor.

DM: You were one who really understood all this stuff.

LH:  Thanks for having this interview and I hope you have many more years so we can interview you again. 

DM: Twenty more years if I have something to say.  That would be great.  Thanks a lot, Leo.

( Douglas M. McNair was born in Rockingham, North Carolina, 1927. McNair died in 2008.





