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JEAN ENDICOTT

Interviewed by Darrel Regier

Boca Raton, Florida, December 2007

DR: I am Darrel Regier and I am the director of research at the American Psychiatric Association. I am very pleased to introduce Professor Jean Endicott. Jean, why don’t you start from the beginning, in terms of where you were born and your early life experience?

JE: I was born and lived in a series of small towns in northeast Texas.  My father worked for Humble Oil Company and, from the beginning, I was interested in science and doing experiments. I will always remember that I wanted to see what would happen if I planted seeds from beans in my father’s worm bed, which he used for worms to go fishing.  Of course, they took over the worm bed completely and climbed up the tree.  I ended up having my own worm bed, so I could grow cantaloupes from seeds.  That meant everything to me.  In high school I took as much science and math as I could.  When I graduated I was planning to be an organic chemist.  I had even explored the programs at the University of Texas. However that summer I worked in the county emergency room at John Sealy Hospital in Galveston.  I started wondering, did I really want to be a laboratory scientist or did I want to do something with people?  An emergency room in a sea port town is a good place to learn about people.   So, when I went to the University of Texas I was in an honors program that allowed you to take any course you could talk the professor into letting you do. I took all the chemistry, biology, physics and math that I could, but I also talked my way into a graduate course on abnormal psychology. I was totally hooked. This was what I wanted to study and where I wanted to go.  So, when I transferred to the University of Connecticut, I majored in psychology and minored in zoology.   I also did as much in the way of science as I could and, then, got into Columbia University Teachers College for the clinical side of psychology 

DR: What year did you graduate from the college? 

JE: I graduated in 1958 and worked for six months in Connecticut as a social worker at Long Lane School for Girls.  I did a little bit of research there, too, getting the girls to fill out various kinds of questionnaires. Then, in the spring, I started graduate school at the Teachers College in the clinical psychology program.

DR: So, that was your first introduction to Columbia University?

JE: Yes. I didn’t tell them that my husband - I got married at the age of eighteen, after my freshman year of college - was going to have to go into the Air Force under the Berry Plan, after he finished his residency in psychiatry.   I didn’t tell them because if you tell them you are going to leave after the first year, you are not going to get into a PhD program.  So, it was a sin of omission!   I also did some extra work because I thought if you are going to have thirty hours of graduate courses, you might as well get your masters.  I did that and then I asked my advisor; “What do I have to do to get back into the program after my husband finishes his Air Force term”?  He replied “You have known the whole time that you were going to go, righ”?  I said, “Yes, but you wouldn’t have let me in”.  He agreed but told me to send him a letter or call, which I did two years later.  So we moved to Manhattan, I finished my graduate work and got my degree in 1964.

DR: That was at the beginning of the Vietnam War. So your husband was in the Air Force during the war?

JE: He was in the Air Force for two years. Egland Air Force Base was a psychiatric receiving center, so there were about eight or nine psychiatrists and for a brief period they thought they might have to extend their service.  Everybody had already lined up jobs and we were watching the news very closely, but he was discharged in July of 1960.

DR: So, you went back to Columbia?

JE: Yes. In the meantime, my husband and I had done some research while he was in the Air Force and we were busily writing papers. He was the leader in that, but I was learning a lot about research and the practical realities.  

DR: Tell us about your experience through the rest of the doctoral program?  What did you focus on?

JE: The program was very strong on measurement and assessment. Dr. Schafer, who was head of the clinical psychology program, taught an excellent course where you read papers and summarized them on five by eight cards.  I always remember those five by eight cards.  You summarized the aim, the method, and the findings and then you critiqued the paper.  It was fantastic training in critical thinking. The big issue was did the method really address the question?  Did the authors have the measures to even try to address the question?  There were also very good courses in statistics related to measurement and assessment.  When I graduated I met Bob Spitzer at a cocktail party of a mutual friend. I had done my internship at the Psychiatric Institute, and he knew I had been there.  He asked what I planned to do after graduation so I told him I would be looking for a full time research job. He enquired what kind research and I told him that my best training was in measurement, assessment and clinical description. He had a new grant starting in September and asked me to see him the next week about a possible job.  I have been there ever since.

DR: What year did you start? 

JE: 1964. He had developed the Mental Status Schedule and I was hired as a research assistant to interview patients.  After a year or two, he and Joe Fleiss were talking about developing a scoring system. It was a small office and I could hear everything and I thought they were reinventing the wheel.  So I went in and said, “There are standard procedures and methods to go through when you’re developing scoring systems; there are choices that you have to make”. Bob looked at me kind of funny and Joe Fleiss said, “So what”? So I replied, “I didn’t get a PhD to be a research assistant the rest of my life, and if you are going to develop a scoring system I would like to be involved”.   Joe immediately said, “That makes sense”, and Bob said, “Yeah, sit down”.  So I continued to interview patients, but got very involved in the factor analysis and cluster analysis of the data.  The first thing I learned with factor analysis was that it makes a difference who your subjects are.  We got a factor, and named it by content, “Alcoholic Depression”.  We had data from a bunch of investigators, so I called up one and said “The primary diagnosis of your patients is depression; were a lot of them alcoholic”?  He replied, “This is a drying-out-farm; they are all alcoholics”. So you get different factors, different clusters, depending upon what patients you study.  Also, I learned about the issue of stability. We split our two thousand subjects, odd and even, and did the factor analysis with different kinds of rotation and different numbers of factors and, then, repeated it.  The issue was which of these factors are stable and which dissipate?

DR: Some members of our audience may know this, but at that time this marked the development of some seminal instruments for the entire field of psychiatric research.  You were developing major tools for clinical assessment in some of the biggest studies that were going to be supported by the NIMH. Could you say a little bit about the range of the instruments that you developed at that time?

JE: Initially, after the Mental Status Schedule, which measured mainly symptoms, we wanted an instrument for function, so we developed the Psychiatric Status Schedule.  It had broader coverage and roles such as wage earner, homemaker, parent and the like. But it was a very lengthy questionnaire with many dichotomous items and clinicians were not favorably inclined to use it.  We used our experience with that to develop the Current and Past Psychopathology Scales (CAPPS), which had six point scaled items of the same concepts that were covered in the Psychiatric Status Schedule.  At about that time, the potential for a large collaborative diagnostic study was being discussed at NIMH and there were issues about what scales would be used to evaluate the patients.  The Feighner Criteria had been developed by Eli Robbins and the group in St. Louis.  So, there was a preliminary grant. I think Joe Mendels and Bob Spitzer were the principal investigators at the two facilities and, initially, we were just going to modify the CAPPS. It immediately became apparent that we had problems. One was that we needed diagnostic criteria for additional conditions, not just for the Feighner Criteria. So there were discussions with Eli who felt there was no evidence for those other conditions. Our argument was there never will be if we don’t develop criteria and methods for evaluating them. Maybe they won’t hold up, or maybe they will; but we ought to expand the Feighner Criteria. So we developed the Research Diagnostic Criteria (RDC) with Eli and a lot of input from colleagues.  We would meet with people about a syndrome and ask what the defining characteristics that could be judged reliably were.  We developed the RDC, the Schedule for Affective Disorders and Schizophrenia (SADS) and the Family History Diagnostic Criteria, because we know that the family members are excellent sources of information. We knew we also wanted to get some family study data, so we developed a lifetime version of the SADS to interview relatives about themselves.  These scales were tested in a four facility pilot study to see if we could get reliable clinical evaluations. We also collected some other data for initial validity. Then, the Collaborative Depression Study was funded and that was a five facility study.  We had to show cross-center reliability. Intake on that study started in 1978, went on to 1981 and we are still following those subjects.  

DR: It is important to note that the whole development of the RDC formed the basic framework for the DSM III. The SADS instrument that was used in the psychobiology of depression collaborative study was one of the prototypes of structured interviews that could be used in clinical settings and the SADS-L became the major prototype for epidemiologic studies since it had a lifetime measure.  That was an incredibly important period for classification, the defining of disorders, and for the development of methods for assessing disorders in large scale studies.  

JE: During that period, also, I was very lucky.   First, I got to come to ACNP a lot as a guest of Joe Zubin or Bob Spitzer. Also, because of the measurement issues and the importance of measurements in the assessment of patients, I became a member of the FDA Psychopharmacology Advisory Committee.  I always made sure that I sat next to John Davis because he helped educate me.  Of course, I was attending the ACNP meetings, and it was partially because of that FDA experience that I became a member of the ACNP.  I always say I was very lucky that I came along in the seventies because when I look at who is getting into the ACNP now it probably wouldn’t happen to me.  That was at a time when measurement was a big issue.

DR: Well, it was an incredibly important stage where measurement was an issue for all the new clinical trials that were starting. The New Clinical Drug Evaluation Unit of NIMH (NCDEU) worked closely with many of the ACNP investigators.  Perhaps you can say something about the functional assessments that you did with the Global Assessment of Functioning or the GAF scale and the like.

JE: We realized that the instruments we were developing were giving us measures of dimensions or syndromes, and functioning in one particular area.  But clinicians tend to talk about the severely, mildly and moderately ill and we could make discriminations that were better on a six point scale.   Jack Cohen had always told us, never dichotomize anything, and don’t try reducing the scale points unless you absolutely have to; the more points that clinicians can reliably discriminate the greater the sensitivity.  So we looked at what the global measures were and the Luborsky measure was available.  However, one of the problems with Luborsky’s measure was that some of its anchor points used diagnosis, so with schizophrenia you couldn’t get higher than a certain level but if you had certain other disorders you couldn’t get a score on the whole range.   We knew if you were following patients over time, regardless of lifetime diagnosis or even current diagnosis, there could be a great variety of levels of symptoms and functioning. So we basically took Luborsky’s scale and changed some of the anchor points and developed the GAS (Global Assessment Scale) which was later incorporated into the DSMs as the GAF with some slight changes. We found, as many investigators did, that the GAS was an incredibly sensitive and good predictive measure.  Philip May would give patients with schizophrenia a medication and, then, do a twenty four hour GAS which was the best predictor of how they were going to do. What was wonderful was that when we developed a new measurement tool many investigators were willing to put them in their studies and make the data available to us.  That was very good feedback.

DR: It was a very important time for me because I was at the NIMH developing a Primary Care Research program.  We had a major study at the Marshfield Clinic in Wisconsin where we had David Goldberg’s GHQ as a screening measure and then used the SADS-L with the RDC criteria and the GAS. We found that the most predictive measure for service use on either inpatient or outpatient for specialty or primary health care was the GAS; better than any single diagnosis.   It was on this basis that I encouraged Bob to drop Axis V in DSM III and insert the GAF or GAS in the DSM III R.  My experience was replicated by many others that this was a major step in bringing a dimensional measure to diagnosis. It’s really the only dimensional scale in the DSM.

JE: In the nomenclature now.

DR: Yes

JE: It is interesting when you talk to clinicians. Initially they say I’m not sure I can do that; it’s too broad or vague.  But, then, they find they can make good ratings.  

DR: One of the things we wanted was to get your kind of research career off the ground.   Can you tell us a little bit about the funding experience in terms of the grant application, and where did your funding come from?

JE: Initially, it was all from the NIMH and there were ups and downs.  During the Vietnam War we had a grant from NIMH and about two months before funding was due to start we got a phone call that we should send in alternative budgets cut by a third or two thirds. If it was cut two thirds we would all three have to share an eight by eight office.   Bob and I would interview the patients and Loretta would analyze the data. Luckily it was a small cut, not even a third.  After that, it was primarily NIMH. Later, when I started doing some work with Wilma Harrison, on psychopharmacology trials in severe premenstrual mood changes, we began getting pharmaceutical company support.  Over the past few years we developed instruments like the Quality of Life Enjoyment and Satisfaction Questionnaire, which is used widely now, the Daily Rating of Severity of Problems which is primarily used in menstrual cycle research, but has been slightly modified and is also used in some other studies with different conditions, and then the Work Productivity Scale. All these were sponsored by pharmaceutical company money with the condition that I could make them available to other investigators.

DR: What specific drugs were you studying?

JE: Up to that time, nothing had been shown better than placebo.  In our first formal study, we did some pilot work with alprazolam. Wilma was working in the Depression Evaluation Service and had observed that some patients, with clinical symptoms that were similar to those seen premenstrually, seemed to respond to alprazolam.  It’s a mixture of anxiety, depression and irritability. So, we did a pilot study and got the funding. What we thought was extremely important was that most studies of severe premenstrual problems either took all-comers self-diagnosed or they didn’t screen out premenstrual exacerbation of ongoing disorders. Who knew what condition they were studying?  So we went through an elaborate procedure of screening the women and confirming their changes with daily ratings, then a placebo cycle followed by treatment.  That was the first study that had ever shown anything was better than placebo. We got the lead article in the Archives on that. Our focus was on the methods; that if you carefully screened your patients and carefully described the type of patient, you could show a drug placebo difference. We did a series of studies with various SSRI antidepressants.

DR:  This was a major clinical focus you have had for some time?

JE: A New York Times reporter asked how I became interested in this area? I said I had both a professional and personal interest. In doing a family study, you would ask members with depression, “Have you ever had a week when you had anxiety and irritability as well”? Some would say, “yes, every month”.  

DR: Premenstrual episodes?

JE: We started training raters to code that.  About that time Uriel Halbreich started working with Ed Sacker.  Uriel had done some work in Israel on premenstrual tension and he asked “How does the RDC handle premenstrual anxiety and depression”? I replied, “Badly, we just call it other”.   So, we started working on measurement techniques.  In the meantime, Wilma was treating depressed women and running across premenstrual problems so she and I started talking about doing a treatment study. In many ways, the highlight of my career was when I had the opportunity to talk to FDA staff and the Psychopharmacology Advisory Committee on the evidence for premenstrual depression.

DR: Dysphoric disorder!

JE: Right. We went through the period of calling it Late Luteal Phase of Dysphoric Disorder. There was good evidence that it was a distinct clinical entity.  It was primarily summarizing the evidence we learned since the source book was published. 

DR: The source book?  Are we talking about DSM IV?

JE: The APA source book.

DR: Right.

JE: In which the last reference was 1993. Since that time, once the criteria were available, there have been a fantastic number of studies.

DR: Let me clarify for folks that are not familiar with the DSM IV which version had preliminary research diagnostic criteria.

JE: That was DSM III R.

DR: OK. Premenstrual Dysphoric Disorder (PMDD) was introduced as a supplementary diagnosis for further study in DSM IV. You were involved in the workgroup, as well?

JE: I was.

DR: Which was a controversial workgroup, so maybe you can say a little about that?

 JE: There had been a small informal workgroup for DSM III R, and we had come up with criteria a number of us had been using. When the workgroup for DSM IV was formed, it was apparent from the beginning when you read the names that we would probably disagree. I won’t name any names, but it ranged from one extreme to the other.  What was amazing was that we were able to work together and agree on criteria.  Where we disagreed was, should it go into the main body of the nomenclature, be in the appendix or should there be something in between, an NOS, Not Otherwise Specified, code, with criteria in the appendix. Allen Francis, who was in charge of the process, kept trying to get us to agree. One day on a conference call I said, “Allen, we are not going to agree.  Why don’t you let us present our positions in writing to the nomenclature committee? Present our recommendation and rationale and let them make the decision”?  They chose that middle NOS. We got our nose under the tent, but we didn’t get inside. However, by having the full criteria in the DSM III R and DSM IV it has provided a real impetus to research on pathophysiology, genetics and treatment. Now there are four compounds approved by the FDA. 

DR: The publication of those criteria generated the kind of clinical trials for the four medications and I believe that fluoxetine was the first.

JE: Fluoxetine was the first and then sertraline and paroxetine. And recently, a special formulation of a birth control pill, drospirenone and ethinyl estradiol which differs not only in hormonal content, but also timing.  It is given twenty one days on and only four days off and that seems to make a big difference.  

DR: What is also of historical interest is that this was the first non-DSM diagnostic indication that the FDA has ever approved for a medication.

JE: For a medication, yes, and there was concern. In other areas there is medication for pain; there is medication for fever, etc.   But, as far as the psychiatric conditions were concerned, everything was in the DSM. We had a workgroup in Washington where we had invited FDA members to come. Out of that workgroup and all of the reports, we had written a paper; “Is premenstrual dysphoric disorder a distinct clinical entity”?  They asked me to present that to the Psychopharmacological Advisory Committee.  If they didn’t agree they were not going to consider fluoxetine.  It was a no brainer, as they did agree.

DR: It was a very important contribution.  What would you say in your career was your most important contribution to the field?

JE: I would say it’s the RDC, because they really moved things along and led to better communication between clinicians and selection of samples. There are problems about the criteria; Joe Zubin used to say they should “cut nature at its joints”, but at least they were an improvement. I think the work on changes in mood and behavior along the menstrual cycle was imporyant. It wasn’t just at the level of the PMDD, but also improving the methods, so that if you were going to do pathophysiological studies, you had better documentation in terms of symptoms, particularly for lag time analysis and things like that. 

DR: Were there any honors, awards or distinctions that came along with any of this work?

JE: I considered becoming a member of the ACNP one of the best.

DR: What year was that?

JE: 1975.  There were some others, not a whole lot, but there were others. I became president of the American Psychosomatic Society and I think part of that grew out of some of my work. Always, through the years, I have had a tremendous amount of enjoyment working with other investigators and with PhD students. They were calling me and asking, do you suggest I use this or that?  

DR: Well, could you mention by name some of the people that you have trained over the years?

JE: Wilma Harrison with the measurement part.  She was the physician and knew the pharmacology part but she learned the method part and then went to Pfizer as a strong methodologist for their studies. I think that was important.  There were so many people over the years, people in the Collaborative Depression Study that have gone on to do independent work elsewhere, like Nancy Andreasen.  I just can’t name them all.  

DR: That study continues to be almost like the Framingham study; it’s a major resource for our field that has enabled us to draw on information generated from a longitudinal cohort of patients with major depression disorder that has been followed since 1978.

JE: Right and we are still following sixty five percent of those that are not known to be dead. 

DR: It has both a clinical component and a biological component? 

JE: I was not directly involved in the biological component other than training some of the clinicians in the SADS in the RDC and conferring with them about how to use those procedures in their analyses. We were in the clinical component.

DR: That’s the only one that has been sustained?

JE: Yes.

DR: Almost thirty years?

JE: Thirty four years.

DR: Okay.

JE: Part of that was the development of SADS and the RDC?

DR: Right, probably one of the longest running NIMH supported studies we have.

JE: I think Myrna Weisman has one that has been going on a long time, too.  

DR: Could you tell us something about your family and how you managed to reconcile family and professional life?

JE: I was very lucky.   My husband went into medicine to do psychiatry and was into research also. We understood there would be periods when we were waving at each other as we were coming and going.  We didn’t have children, if we would that would have changed things considerably.   He has always been very supportive and I am not a good cook!  Assortative mating; you start to date and there are a lot of questions you don’t ask. Then you find later you have shared interests and experiences that make you more understanding of the other person. I have been married for fifty-two years, so I guess it has worked.  

DR: Great. What is your husband’s name?

JE: Noble Endicott.

DR: What other activities were you able to invest in outside of work?

JE: We have collected tribal art for nearly thirty years and, prior to that, we collected ninetieth century American art. If we had unlimited funds, we would need a Hearst Castle. His brother asked about our stocks and bonds and we said we didn’t have any. So he asked what we spend our money on and my husband replied, look around; it’s on the walls and shelves.  That has been marvelous, because it’s not only fun, but you get to meet a lot of very interesting museum and gallery people, and other collectors.  Early on neither of us had talked about any interest in art. When my husband was getting out of the Air Force we stopped in Georgetown and saw a picture in the window of a gallery and we went in and bought it.  We tend to like and dislike the same things.

DR: That’s wonderful. I have known you for many years and had no idea about your interests.. What current activities are you focusing on now?

JE: I am helping analyze data on the Quality of Life Enjoyment and Satisfaction Questionnaire (Q-LES-Q) from a number of studies.  Like all instruments when we develop them, we are hoping they can be used with a wide variety of patients with ADHD, ALS and in conditions with central pain from spinal cord injuries. I have also helped interpret data, of course, from patients with bipolar depression and different anxiety disorders. We are also involved in a registry of treatment resistant depressive patients.  Some are getting Vagal Nerve Stimulation, (VNS), and others are getting treatment as usual. We do the independent interviews at baseline, three, six, nine, twelve eighteen and twenty four months. Several instruments I have developed are being used so I will be involved in the analyses.  The Collaborative Depression Study is ongoing and we just put in a renewal request for another five years.  We handle the data centrally and I am going to be working with several of the investigators to modify the treatment summary programs.  We have gone to tables with outcome levels as opposed to equivalence. When we first started out in the seventies, there weren’t many drugs used for Affective Disorder so we have made modifications.  I am interviewing a lot of those patients. I have always done that.  Anytime we are doing a study, I try to be one of the interviewers, as well as captain of the ship. 

DR: Who is the Principal Investigator (PI) now for the collaborative depression study?

JE: Marty Keller. Bill Coryell is the co-chair in Iowa, Bill Shefner in Chicago, John Rice in Saint Louis and I in Columbia.

DR: That’s an amazing study and it continues to be productive.

JE: Sometimes I get a call to say I am the collective memory; I have been here from the beginning.  I reply yes, but that memory is wearing thin!

DR: In a reflective mode, would you say your professional career turned out the way you expected?  

JE: I feel that I have been incredibly lucky, and have worked with a lot of very smart and generous people, willing to share. Being a psychologist in the medical field has made all the difference. From the beginning, I have been treated as a colleague and not as a helper; that has been better than I would have ever dreamed. People ask, when are you going to retire, and I just say never. If they enquire, what if you don’t have funding, any staff or space?  Then I say that I’ll sit in the library, write papers and preach.  It has been a marvelous career and I have been exceptionally lucky.

DR: What do you see in the next five to ten years? 

JE: Maybe developing additional procedures. Bob Spitzer taught me early on that if a concept can be described clearly and you sit down with someone who wants to study something, a measurement procedure can be developed. Even with very vague concepts, maybe there will be problems with reliability and validity, but a stab can be made at it. I like to do that.  I work with other people who are developing things now.  The way the quality of life form came up was Wilma Harrison asked, “What do you think about the available quality of life measures”? I replied that many of them were really symptom measures and not quality of life.  I worked with cancer patients and at the Neurological Institute as a Research Fellow for a period of time and was impressed with how many patients had a good quality of life in certain areas.  She asked if I was interested in developing a measure and I said I would want it to be from the point of view of the patient; if they are satisfied and get enjoyment out of something, then, fine.  You can be the worst housekeeper in the world, but if you are satisfied, then, fine. I said think of the college student and his small messy room; but he is satisfied, okay? So she and I developed the Quality of Life and Enjoyment and Satisfaction Questionnaire.  Later, I was asked to work on a pediatric version which is being used in some international studies.  It is fun also working with the translators because the adult Q-LES-Q is available in seventy two languages or dialects.  There are about ten Spanish and a number of French versions. Working with people doing the translations has been a real eye opener because I don’t speak any other languages. I have been learning about concepts and how to convey concepts in a variety of languages and settings.

DR: So the Q-LES-Q is being used in general medical as well as psychiatric settings?

JE: It’s been used with some general medical patients. Not so much in clinical settings, but in studies of patients who are HIV positive, have central pain, low gonadal hormones or arthritis.  It was developed so that it was not tied to a particular diagnosis.  Once a measure is out there people start using it; that motivates me. I have a fairly large division now, so a lot of my work is with junior people. I see that continuing among a variety of conditions. For example, what do psychiatrists know about the sexual interests and behavior of their bipolar patients, who are at high risk for risky behavior?  One of the people in my department, Jennifer Downy, has worked in this area and we developed a form that has gone to a large number of therapists in one of the GAP groups. That’s part of the fun!  

DR: One of the mantra’s that has emerged in the last couple of years, particularly with the Star D study, is more measurement based care. It would seem that the kind of instruments you have been working on, whether its quality of life, functional or diagnostic assessment, are basic elements in measurement based care.  What do you see as the limiting factor for getting more of these instruments into routine clinical care?

JE: Clinicians, these days, seem to be incredibly busy. One of the things in treatment resistant depression that has impressed me is how little time patients have with clinicians.  And it is relatively rare that nurse practitioners or social workers spend more time with them. You are lucky if you get fifteen minutes medication management.  I see that as a real impediment to the use of measurement instruments. There have been some good programs with HMO’s, where an assistant makes a telephone interview that is used as part of the feedback to the clinician. The Q-LES-Q and many other measures are available on IVR where the patient calls in, punches the buttons and makes self ratings.   For many conditions, self ratings are what really count because, if the patient’s quality of life doesn’t improve, they are not going to be adherent to the medication.  The clinician is focusing on side effects and on medication while the patient is saying, I am not enjoying life. Patient reports, either by telephone interview or by access to telephone self report measures should be used more.  People are moving more to this in research, using a palm pilot report, or computers at home that have a reminder that pops up to make ratings.  But that limits who can participate.  I have found that patients are willing to fill out forms and take them to the doctors.  The doctors don’t have much time to look at them, so there needs to be a method to alert them that this patient has been on medication for six weeks and doesn’t seem to be improving; maybe you should consider something else.

DR: Having forms available for patients, either before they come in or in the waiting room or on a computer terminal or something that they could plug in, does seem to have potential particularly if our field moves into electronic health records and there is the ability to input  information in an easy and time efficient manner.

JE: John Greist did studies a long time ago demonstrating that patients often are more willing to tell the computer things than they are the clinician.  He did some studies about suicidal ideation and found that patients would answer the questions positively with the computer but either wouldn’t bring it up with the clinician or would down play it.  Other people say nobody wants to use computers.  Well, there are three year olds that use computers now and pretty soon that will not be a barrier at all except maybe with us old folks.

DR: As I think about the contributions of your career, the whole issue of measurement has left the field with the RDC, which evolved into the DSM system.  The functional assessment that measures the quality of life, all of these continue to make a tremendous impact and as we get into more better information processing modes with computerized medical records and the like their use is just going to expand.

JE: I agree, and it should.  Even to get people to use them in studies. I am working on getting the FDA to recognize quality of life as a non-redundant secondary outcome. They say it’s correlated with symptoms, but it is correlated at a level far below of what one would think of as redundant. So, right now, there is a resistance.

DR: One of the biggest problems with adherence, as you have said, is that some of our available treatments have side effects that make patients choose to discontinue.   Unless you are capturing that information, you are not able to follow them as clearly.

JE: Right. Patients are not going to bring up a lot of things that are important if they are not asked.

DR: I want to thank you, Jean. It has been a delight, to hear the history and the development of your contributions.

JE: It has been fun to be able to tell it!

DR: Thank you very much and thank you to the ACNP for providing the opportunity.

JE: OK, thanks.

Jean Endicott was born in Jacksonville, Texas in 1936.





