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JAMES C. KLETT

Interviewed by Leo E. Hollister

Washington, DC, April 12, 1997

LH: We’re in Washington to continue the series of interviews on the history of psychopharmacology sponsored by the ACNP.  I’m Leo Hollister and my guest today is Jim Klett.(  Jim is an old friend, colleague and co-author.  Jim, you’re still out in Maryland?

JK: Bel Air, Maryland.

LH: That’s a wonderful spot. Tell me, how did you get started in your career?

JK: I did my undergraduate work at a small Liberal Arts College in Jamestown, North Dakota where I was born and raised. I intended to major in mathematics but as sometimes happens, I encountered an inspirational teacher who captured my imagination.  So I ended up with a major in psychology and went on to graduate school, first at Washington State College in Pullman, then to the University of Washington in Seattle.  I was majoring in clinical psychology, but still felt attracted to mathematics. I had some good teachers at both schools. At the University of Washington, there were two very well known quantitative psychologists; Allen Edwards, who wrote many of the statistics text books of the day, and Paul Horst, who was one of the founders of the Psychometric Society and editor of Psychometrica for many years. Those two people contributed to my continued interest in statistics, but I had committed myself to a career in clinical psychology by that time. The Veterans Administration (VA) had an early involvement in controlled clinical trials with a study of prefrontal lobotomy in six VA hospitals, and as a VA trainee in clinical psychology, I ended up doing some of my early work testing these patients, before and after their surgery.  That was my first taste of clinical trials.

LH: No wonder you dropped out of clinical psychology after dealing with prefrontal lobotomy.

JK: Right. Cecil Peck, who was Chief Psychologist in the VA central office (VACO) at that time, knew I had a research interest, so my first job was at a VA Hospital in Northampton, Massachusetts. This had been one of the hospitals that participated in the lobotomy trial, but also there was an interest in doing some early psychopharmacologic research.  I spent a couple of years partially involved in the ongoing lobotomy study.  Finally, I was recruited for the staff of the Central NP Research Laboratory (CNPRL) at Perry Point by Ivan Bennett, who was at that time in VACO, before he went off to Eli Lilly, never to be heard from again. My initial assignment was to help write up the results of the lobotomy study.  The Cooperative Studies of Chemotherapy in Psychiatry were just starting.  Incidentally, the VA was also involved in multi-center studies of chemotherapy in tuberculosis.

LH: Really, the Armed Forces and the VA?  That was in the 1940’s.

JK: Yes. I was making the point the VA had a considerable involvement in large-scale multi-center clinical trials, and was organizing the first cooperative study of chemotherapy in psychiatry at the time I came to Perry Point. There were some very good investigators, like you, doing single investigator studies at that time. So there was quite a culture of research in the VA when I joined.  Of course, I stayed at Perry Point for the next 35 years or so.

LH:  It’s not a bad place to be.

JK: I was attracted to it because my main interest was in statistics and clinical trials methodology, and here was a program in which we could have large patient samples and do definitive work on comparisons of treatments. That added up to be a very satisfactory career from my point of view. Another aspect was the many people with whom I was able to collaborate over the years, people whom I admired a great deal through our cooperative studies program. We had an Executive Committee, of which you were a member for many years, and we had a lot of very fine people from within and outside the VA who served as members.  I don’t see the VA as currently playing as prominent a role in neuropsychopharmacology as they did at that time. There are some excellent investigators here and there, but it doesn’t seem to be a coordinated effort as it was in those days.

LH: The VA is being swept up in this revolution of medical care delivery and nobody knows what their fate is going to be, especially as the large echelon of World War II veterans dies off.  What are we going to do with all these magnificent hospitals?

JK: We need to pay some attention or respect to the people who played a role in the early days.  I mentioned Ivan Bennett. He brought a lot of energy to that job before he joined Lilly.  Clyde Lindley, whose name you might not find in a computer search of the psychopharmacology literature, was the sparkplug who helped to organize and keep going this program of multi-centered trials in psychiatry.

LH: Clyde had a wonderful knack of being able to get people to work together, it was his specialty.  He took some psychology but he never got an advanced degree; his specialty was personnel management and he did an admirable job. So, you were pulled in just as the VA cooperative studies were getting under way.

JK: The first multi-center study had passed the planning stages and was distributing the blinded drugs. Perhaps I should give a capsule history of the CNPRL. At this time, there wasn’t a separate Research Service in VACO. There was a small group within the Psychiatric Service; Richard Jenkins, a psychiatrist, Quinter Holsopple and Maurice Lorr, both psychologists, who had been involved in design and coordination of the multi-site study of prefrontal lobotomy.  Lorr was well known in neuropsychopharmacology circles for the development of some of the rating scales we used for many years.

LH:  The IMPS, was the standard scale.

JK: The Multi-dimensional Scale for Rating Psychiatric Patients (MSRPP) was the earlier one.  Later on, several of us (Jack Lasky, Doug McNair and I) collaborated with Lorr on the development of the IMPS.  In any event, Quinter convinced VACO to open a laboratory at VAH Perry Point to have access to patients for pilot testing and develop rating scales.  He wanted to get out of DC and to Perry Point, which, as you say, was a nice place to live.  He was joined by Mordecai Gordon, another psychologist. That was the nucleus but Quinter died and they recruited Jack Lasky to replace him as Chief of the Center.  Jack and I arrived at about the same time. 

LH: I wonder what happened to those people. I haven’t heard about Lasky.

JK:  Maury Gordon left the VA and went over to the National Institutes of Health.

LH: He was on some neonatal study there.

JK: Right.  I used to run into him occasionally before his death.

LH: And Jack?

JK: During the Kennedy years, Jack was seduced by his old professor from Michigan to help run the Peace Corps. He left me as Acting Chief of the CNPRL and after leaving the Peace Corps, rather than come back and displace me, he was good enough to go to the National Institutes of Health. Jack was always a good guy.

LH: He became a Study Section Chairman.

JK: Executive Secretary.

LH: But, that was the last I heard of him.

JK: Well, he stayed there until retirement some 10 or 12 years ago, and he’s now up in New England.  He taught at a small college for many years after he retired. At CNPRL our staff included such distinguished colleagues as John Overall, who one would have no trouble at all identifying by a computer search.

LH:  John’s been very active, and right now we’re colleagues again.  He was the main reason I went from California to Texas.  Maury Lorr got lost in the shuffle after John and Don Gorham came up with the Brief Psychiatric Rating Scale; a very useful instrument, wasn’t it?

JK:  I found it to be so.  But, I could also understand why in the competition among scales that the Overall Gorham BPRS won out, because it was a brief scale.

LH: It wasn’t as atomistic as the LORR scale.

JK: That’s right, and that was an issue where one could argue whether it would be best to have longer scales with redundancy or brief judgmental scales. What happened is the BPRS is still in wide use but the MSRPP and the IMPS are rarely used any more.

LH: You and Maury did a lot of early work on identifying the factors.

JK: Maury became Chief of the Outpatient Psychiatry Research in VACO while the CNPRL focused on inpatient research, but Maury and I collaborated a lot and we were interested in the typology of psychosis for a while. That had been a long interest of Maury’s and we wrote a couple of books on typologies. I finally lost interest in it, but Maury has pursued it. Gil Honigfeld spent about five years with us before he went off and reemerged at Sandoz.

LH: As the developer of clozapine.

JK: As the Project Leader for the clozapine research, but he did his internship at Perry Point.

LH: I don’t know what his reaction might have been when they told him, “Take this drug and see what you can do with it,” because it didn’t look very promising at first, but Gil saw it through.

JK: I agree.

LH: Now clozapine is considered to be the most revolutionary development in antipsychotic drugs in the last twenty years.  There were a lot of interesting people then. You were one of the co-authors of the very first report on Project #1.

JK: No, that’s not the case.  I think there were six authors including Maury Gordon, Dr. Frank Casey, the Director of the Psychiatry Service in VACO and I believe you were also an author.

LH: Yes.

JK: I wasn’t involved; I came in on the second or third major study.  Another person I’d like to mention with special emphasis is Gene Caffey.  I’ve always collaborated as a member of a team, and for many years I worked with Gene Caffey. Caffey was a member of the Executive Committee. He was also the Chief of Staff at the VA Hospital at Perry Point, so it was convenient to work with him, but he’s also one of the most congenial people I’ve ever known. 

LH:  Gene was a wise old hand; he didn’t say a whole lot, but when he did it meant something.   Those were exciting days, the VA studies preceded ones that occurred in several state systems, one in California, another in Delaware with Fritz Freyhan and a few scattered around the country. It also preceded the study of the Psychopharmacology Service Center.

JK: Right. There’s another study that occurred about that same time by Al Kurland and Tom Hanlon at Spring Grove and was a large study comparable to our Project #1 or #2.

LH: Did that precede or follow?

JK:  It was done at about the same time.  But the ones done at the NIMH got all the attention, for obvious reasons. The VA wasn’t getting enough money and NIMH had a much better PR system than we did.

LH: That study has been misinterpreted because it’s alleged it shows a placebo effect in schizophrenia but if you look carefully there were as many people who got worse as got better on placebo, and secondly, diagnosis in those days was not very good. They probably had a lot of hypomanics and manics who spontaneously remitted, but in any case it got the publicity. I don’t understand why because the VA studies were published in good journals.

JK: That reminds me of another thing. In those days there wasn’t a single book on how to do a controlled or a multi-center trial. Now you could have a five-foot shelf of books on how to do them.

LH:  You were the co-author of one of the first.

JK:  Another figure who was very helpful at that time in that context was Tom Andrews, the Chairman of the Psychology Department at the University of Maryland, who participated in the development of that first protocol.

LH:  He was the prime mover as far as statistics were concerned.

JK: Yes, he and Maury Gordon. So it was very helpful to have Tom Andrews available; he was in his 40’s, when he died.

LH: I think so, very early.

JK: He played an important role.  I can only think of one professional statistician active in the field at that time and that was Sam Greenhouse, who by the way has a son by the name of Joel Greenhouse, who’s also a statistician, a very nice fellow.  That particular function was filled by quantitatively trained psychologists, like John, my-self, Doug McNair and a few others, and it was almost always characterized by collaboration between a psychiatrist and a quantitatively trained psychologist.  That was a very productive kind of arrangement.  Now, of course, we’ve moved into a different era.  There are still a lot of good psychologists around that I used to run into in my site visiting, but we now also have a lot of very good statistically trained people, like Phil Lavori and others that are active in the field.

LH: Now back in those days how to handle all those data fields was not clear.

JK: Right. These were early days for computers and data processing.

LH: You were using punch cards in those days?

JK: Yes, and now many people don’t know what an IBM punch card looks like.  But, we had made arrangements with the statisticians at the Bureau of Standards to analyze the data from that first study.  They didn’t have canned programs to do it.  They had to write the programs to do the multiple co-variance analysis.  And it took months to get the program ready, so much so that we were worried it might hold us up.  In those days we would take a couple of boxes of IBM cards,  drive to Washington and leave them with somebody, and come back the next day or a week later to pick up the results.

LH: Bring out a box of punch cards?

JK: Right, it was a whole different era.

LH: Now, I suppose every pharmaceutical company has in-house statisticians who design protocols.  In fact, the fun has gone out of it.  They write the protocol and you give them the data and they analyze it and you never see it.  They hire some flack to write up the results.  It’s not the way it used to be.

JK: Sad but true. It was better when we had control of the process.

LH: In those days there was still dispute as to which way to handle the data, and exploiting more sophisticated statistical techniques than usual.

JK: I thought of something that is amusing.  In our trials, to provide for a double blind control, one company like SKF would provide their drug and another company would provide theirs. We would specify they had to be in a canister, so that would be standard.  When the drugs arrived at Perry Point, we’d pack them up and send them to the participating centers.  In this instance, when the drugs came in, we noticed the labels from one company were an inch higher than the labels on the canisters from the other. If you had these on the shelf, you could immediately see there were two different kinds of drugs.  In order for this to be a double blind study, we had to repackage all that stuff to make it uniform.  Those were interesting days.

LH: A lot of chores besides grinding out numbers.

JK: Right.

LH: Sometimes I wonder if we did massive scientific overkill, because these drugs were so effective compared to what we had before and so altered the natural history of the illness that it hardly seemed necessary to do such elegant trials.

JK: That’s true in some respects, but not in others. Shortly after I arrived, I used the data from Project # 1 in a sequential analysis and, with eight patient pairs, reached a statistically valid decision on the relative efficacy of Thorazine (chlorpromazine) vs. Phenobarbital.  That study went on for another year so we ended up with 600 patients, but for good reason, we needed to have data on side effects and other stuff, as well.  But, in another case, our large sample sizes haven’t helped us in the search for “the right drug for the right patient” which is a clinically important question.  NIAAA just did a huge $27 million study called “Patient Match” directed at that.

LH: To find the right treatment for the right alcoholic?

JK: They didn’t have much better success than we did.  Even with these large samples, we could not detect differences easily between many of the new compounds.

LH:  You were working on your side and John and I were working on ours, so I don’t know who thought up the title of the paper, “The Right Drug for the Right Patient.”  It was an illusive search.

JK:  That was my paper and I thought it was a catchy title.

LH: It expressed the whole search so well.  That was the beginning of a growing echelon of people applying advanced statistical methods to psychiatric and psychological problems, which spread into other fields. I’m sure the large studies on anti-hypertensive drugs and coronary surgery used the same techniques.

JK:  Probably about the time we got started, the first VA hypertension trials were on the drawing boards. Interestingly enough, while we were doing our thing in psychiatry, there was another group of people, in Baltimore, doing multi-center trials in diabetes.

LH: That was the University Diabetes Group.  Boy, that was a controversial group.

JK: It sure was, but drawing from that nucleus of people, they founded the Society for Clinical Trials and the Journal of Clinical Trials, which is a first-class journal and organization that attracted a lot of the bio-statistician types.  Jerry Levine, Gerry Klerman and I participated in one of their annual meetings.  Nobody in that organization ever got into the mental health area at that time, and I don’t know they have since, because they had their own focus, diabetes and other disorders.  But the statistical methodology papers were interesting and important.

LH: The laboratory at Perry Point dealt with all sorts of trials until they set up several other laboratories.

JK: For the first 15 or 20 years, we focused exclusively on neuropharmacology trials.  But, the VACO Research Service was reorganized and we got pulled into a different orbit, and began to do trials in a lot of different areas.  When Dr. Baker, Chief of Psychiatry died the commitment of Central Office Psychiatry diminished. There wasn’t that kind of interest in the program.  We missed some good opportunities then. The VA could have done good epidemiological work on tardive dyskinesia, issues like that, but they were left to others.

LH: But, it wasn’t all drugs either. There was that study Margaret Lynn honchoed on sociological aspects.

JK: I expect that you’ll be talking to Sam Kaim sometime soon, through Sam we got involved in research on substance abuse. Shortly after he joined us, we did a study of alcohol withdrawal and DT’s. which was picked recently by NIAAA as one of the seminal articles on alcohol research in the last 25 years.  It’s a nice compliment to Sam. We were also ready to move into the area of drug abuse. Jerry Jaffe had been picked by President Nixon to head the Special Action Office for Drug Abuse Prevention.  One of his jobs was to pull together all the research being done in various agencies, including the VA, and centralize it. His main interests were to develop a long acting maintenance medication for heroin addicts, a long acting methadone, and another one was naltrexone, a narcotic antagonist. These two pharmacological approaches were part of his goal. We did organize a trial of LAAM, but before it started, Sam Kaim retired from the VA and went to the National Research Council so we needed a Study Chairman to replace him.  I had been working with Walter Ling, a person of great energy and I felt he was ideal for the job. That decision has paid off immensely since.

LH: That first study of LAAM was in the middle of the 1970’s, wasn’t it?

JK: Yes, and it eventually turned out to be the pivotal study for the approval of LAAM.  It took years for the FDA and NIDA to get that done.

LH:  About 18 years.

JK: That’s another story, which we don’t have time to talk about.  But it is important the study provided data on which the FDA based their approval of LAAM, and it is now available as one of the treatment options. Walter and I have been working for some years on buprenorphine, another maintenance medication for heroin addicts, and the data we’ve generated is going to serve as pivotal in the approval of the new drug application for buprenorphine.  That area of research has been very interesting and  productive; it has always been a joy to work with Walter and I’m still working with him.

LH: I know. 

JK: I have to close that loop.  Sam Kaim went over to the National Research Council and headed up a committee on the development of the heroin antagonist, naltrexone, and chose you, me and Danny Freedman with others to serve on it.  We managed to do our job and put naltrexone in the proper perspective so it was shortly approved by the FDA. 

LH:  I honchoed a committee to study that. We did the first controlled trial but had to sweat to show a difference.

JK: That study focused on street addicts already in methadone maintenance and people in work release programs.  The problem we had was to get people clean before they could be switched to naltrexone, so we’d start off with hundreds of patients and end up with a very low yield. Then they’d get naltrexone and drop out within the first six weeks, so it was very discouraging.

LH: It was not like methadone, where you’re hooked.  However, naltrexone has resurfaced as a very effective treatment for alcoholism.  It is being used more for alcoholism than for heroin addicts.  Well, when did you retire?

JK: January 1988.  So, I’ve been retired from the VA for almost 10 years.

LH: Did you still act as a consultant for a NIDA committee?

JK: Oh, yes.  There were times when I wasn’t sure if I worked for the VA or for the Institutes of Health. I was on one committee or another for 20 years. A lot of us made that kind of commitment.  I was on the NIMH Clinical Research Centers Committee for 4 or 5 years after I retired, a very interesting assignment.  And I had other commitments. I was on some data monitoring boards, such as the VA clozapine study and on the NIAAA Patient Match Study. Shortly after I retired, Walter Ling said, “Let’s put in a grant to NIDA for one of these Clinical Centers in Drug Abuse.”  By then, Walter was in private practice and I was retired.

LH: What a way to start a grant!

JK: Initially we got a large 5-year grant.  I don’t think NIDA has ever given a grant to two people whose credentials were so thin. But Walter is now a full professor at UCLA and he’s certainly done very well.

LH: Ever since you began, and even earlier, the randomized parallel group double blind design has been the gold standard for assessing drugs and these studies can be expensive and laborious.  Do you foresee the development of techniques that might be less laborious, less expensive?

JK:  I’ve read some things Don Klein has written about doing clinical trials, and although I can’t repeat all the lessons he pointed out, I agree it would help strengthen Phase 1 and Phase 2 trials.  But eventually there is need to do large Phase 3 definitive studies. Those will remain the same, with some statistical and methodological improvements.  I also think we need to go back to the time in which the people who designed trials spent a lot of time with patients instead of being on committees and flying around the country or to Nepal or someplace.  For instance, NIDA has been screening all kinds of drugs, trying to find something for cocaine. Good clinicians have to talk to patients, ask them, “How does it make you feel?”  Sometimes clinical trials have become kind of impersonal.  A research assistant recruits the patients and they fill out some forms but you don’t have a wise sensitive clinician who talks to the patients. That is one lesson more attention could be paid to.  .

LH: They were victims of their own success; they have been very effective in sorting drugs out, but nobody wants to risk trying anything new, so you get locked into a system.

JK: Yes, there is that.  I was reminded that you and John Overall did relatively small but quick studies, drug screening, to find rewarding compounds.  I’ve been reminded of that many times since when people ask, “Is there some way we can do this quicker, easier?  How about doing sequential analysis?”  You might think that’s a very appealing technique, but there are drawbacks applying it to studies in which the duration of treatment has to be extended before you know if you’ve got a winner.  It hasn’t really worked out very well in clinical practice, for that reason and because many Phase 3 trials have more than one objective because they need to generate a database for adverse reactions and so on for the FDA.  Anyway, in response to questions about more efficient designs, I refer to your approach.  If you want to screen a lot of compounds and be as efficient as you can, where you lose time is getting geared up, getting drug supplies and all you have to do for a six or eight week trial. You may spend a year getting organized, but you, John and your group did these small studies very efficiently.  You were able to get one study started, and while that was being completed, you got another one organized.  So you did a lot of work in a relatively brief period of time. That kind of efficiency, if you’re in the business of screening compounds for activity, is the way to go.

LH: Right now there’s a huge controversy about the medical uses of smoked marijuana and oddly enough there are no controlled trials. But it’s simple to devise a new kind of approach;  you could have a placebo for the cigarette and for the oral capsule, both of which have been available for years, set them up in groups of four, randomize within the groups and do a retrial of chemotherapy. Of course, you have a very effective anti-emetic in case it fails so it wouldn’t cause the patient too much trouble.  You could settle that issue quickly and clearly.

JK: That’s true but who would fund it?  I’m not sure the authorities are anxious to approve marijuana for medical use.

LH: No, but I think the political pressure is going to get so great they will have to fund it.  With States taking action into their own hands they are making decisions about approving drugs as therapeutic agents based on insight, rather than science.  What doesn’t make sense is when voters say, “It’s O.K.”

JK: What’s the active ingredient of marijuana?

LH: THC

JK: That’s available in a pill, isn’t it?

LH: It’s already approved.

JK: Sure, but the consumer isn’t interested in taking a pill.  Don’t they want to smoke?

LH: There are some disadvantages to the pill, even if you’re going through chemotherapy.  First of all, the capsule may dissolve at different rates and you have to time it to get the effect when you take the chemotherapy.  The second thing is, you may need more than one, so when do you take the second one? The pharmacokinetics when you smoke marijuana is like an IV injection, you got the effect immediately, so that makes it different. But, people are not going to rest on the availability of the oral drug; a lot of people want to smoke the drug.  And, I think there are ways to test it without using a conventional design.

JK: You would want it blind, wouldn’t you?

LH: You could make a blind trial, but it wouldn’t be a parallel group design within patient, that’s because you have to assume that every dose of Cisplatin is going to cause the same amount of trouble for the patient. You get into the problem of conditioned nausea and vomiting, but if you started off before they ever got conditioned, you could avoid that.

JK: That design might work for that application or in the case of analgesics and pain tolerance, where you get a quick answer.  There you might use Latin square or repeated measures for crossover trials efficiently, but not in the usual application with depressed patients or schizophrenics where the response time is much longer.  There we’re stuck with the parallel groups design.

LH: Would you have chosen the same career all over again?

JK: Absolutely!  I’ve really enjoyed the intellectual challenges and the people I have worked with.  There are a lot of people I haven’t mentioned who have been important in my career.  You didn’t ask me how I got into ACNP.  Jon Cole told me I ought to be a member so that’s how I came to join.  Also, Jon was at the Psychopharmacology Service Center and asked me to be a member of his committee for grant reviews. So he gave me a first step up in several ways, and there were others like that.

LH: What do you see the chances of replacing people like you and John Overall, the pivotal pioneers in the field of statistics applied to psychopharmacology?  Are we getting enough new people to keep the field alive and flourishing, or should the ACNP take a more liberal policy toward admitting people in this discipline?

JK: It is important to have people represented in the membership but it doesn’t always work out that way.  I sponsored Phil Lavori on two occasions.

LH: He’s good.

JK:  He’s outstanding. There ought to be an attempt to recruit people like Phil and some others because the organization needs it.  Remember, the teams we used to have, with you and John and Gene Caffey and myself.  Phil is working with Klerman and others on the depression studies.  ACNP needs people who can work together with clinicians and bring a lot of expertise in quantitative work, so there should be some outreach to get them in.  Now, they’re not replacing people like John Overall.  These positions are being filled by bio-statisticians, PhDs in statistics, and that’s alright but they don’t come with a background in psychopathology the psychologists tended to have, or as much interest in the subject matter.

LH:  People cross disciplines all the time, as you did, so even if they came from a purely statistical background you could give them know how in time. 

JK: Sure, in time, especially if they make a commitment to working on psychopharmacology problems. There’s a woman statistician at Palo Alto, Helena Kramer. She’s now a member of ACNP, I believe.

LH:  Some of us feel, in that field, there is a gap in the membership developing where it’s not representative enough. These guys doing basic work grind out references by the dozens.  They’ll come in with 36 published papers. That drives all the rest of the people for cover, because you can’t do that as a statistician. You can’t do that as a clinician.

JK: But, Leo, another thing has happened in the past 30 years or so.  When I first arrived on the scene, wet behind the ears, if I described how you could do a chi-square test, people would oooh and aaah.  The clinicians really needed help in those days. But the clinicians of today are a lot more sophisticated so they don’t have the same needs for quantitative back up. Look what’s happened to the computer field.  All of this statistical stuff is in packages.

LH: Programs in a package!

JK: If you know how to punch a couple of buttons, you can get your statistics done.

LH: You may not know what to put in, though.

JK: You certainly need to have a statistician involved in the planning and conduct of the trial.  But, there have been some important changes of the kind I just mentioned.

LH: Even so you can always get these program statistics, there are underlying assumptions on each one that are very often neglected, so people use the statistics without meeting the underlying assumptions. You still need somebody who knows more than how to push buttons.

JK: John Overall is a good example of a person who knows how to use statistics creatively.  John would always come up with interesting twists on looking at numbers.  That’s one of his strong points.

LH: I’ve called John a national treasure, in the same way they have national treasures in Japan.    One of the things I can say is, I’ve had sense enough to know when I needed help, and John’s been an enormous help.   Nice going over all the trials with you Jim. What’s the old Pennsylvania Dutch saying, “We go all too soon and smart too late”.

JK: Something like that.

LH: I felt stupid throughout most of my life.  Now that it’s beginning to get to the end, I feel a little better about it.

JK: You and I share a lot of memories, but one thing we share is that we were part of the VA in the early days. That era has passed and people who are newer to the field may not recognize the important role the VA played in those years. So it’s good to get that on the record.

LH: That’s why I wanted to have you, Clyde, Sam and some of the other people go on record, because in terms of the pioneering effort the VA made, it never got as much credit as it should have, and that’s a pity.  Well, happy retirement!  I’m going to join you soon.  

( James C. Klett was born in Jamestown, Dakota in 1926.





