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JEROME H. JAFFE

Interviewed by Leo E. Hollister

Las Croabas, Puerto Rico, December 1, 1998

LH: We’re in Las Croabas, Puerto Rico for the annual meeting of the American College of Neuropsychopharmacology and we have with us, today, Jerry Jaffe,( who is a long time member of this society and, also, a very prominent figure in the field of neuropsychopharmacology.  I, also, have with me, Tom Ban, on the other side of the table and I’m Leo Hollister.  Jerry, you’ve had such a remarkably diverse career that it’s hard to tell where to begin.  Why don’t we begin with how you got into medicine and, more explicitly, how did you get into drug abuse?

JJ: I got into both, more or less, by accident.  I hadn’t planned to go into medicine.  I became involved in Psychology as an undergraduate, much influenced by Hubert Hamilton, the Chairman and Professor of Psychology at Temple, a wonderful man, but, I think, under appreciated by others. He studied animal behavior, and I got very interested in it and I thought I wanted to do research in psychology.  He advised me, this was back in 1952 or ’53, there was not much support for that and that if I wanted to do research I should probably go to medical school. And there were others who were influencing me in that direction.  It was not something I had looked forward to, but I decided to apply to medical school and then found out that you had to have taken an exam a year before.  I hadn’t done that, so I was left with some time before I could apply, so I continued with some of the research I was doing and took a Master’s degree in Experimental Psychology.  Just about that time, chlorpromazine came out, and reserpine.  The era of psychopharmacology was beginning just as I was making that decision and the work I was doing on animal behavior looked like it would apply in that way.  And, so, I went to medical school with the idea that I’d get the degree and I’d do research in psychopharmacology.

LH: That was in 1956?

JJ: I entered medical school in ‘54.

LH: 1954.  Boy, you really came in just at the hour.

JJ: Exactly at the beginning.  I remember they were still talking about chlorpromazine as an antiemetic.  It was really at the very beginning.

LH: That was good.

JJ: Right.  And, in medical school, I didn’t have any great direction about where I was going to go, how I would pursue that research.  I got into trouble with the people in psychiatry because they were of the analytic school and I was used to using scientific methods to decide what is true.  I challenged them and they did not like that very much.  I would ask questions that did not fit very well with what was being taught.
LH: Conflict between philosophies.

JJ: Yes. But, some time in 1957 or ‘58, I was in the library and came across Abe Wikler’s book, and that was a magnificent literature review.

LH: Oh, you mean that paper bound, The Relationship Between Psychiatry and Pharmacology?

JJ: Yes, the paper bound, The Relation of Psychiatry to Pharmacology.

LH: That was a classic.

JJ: It was a classic. By that time, I’d had a summer Fellowship in psychopharmacology.  There was one professor of pharmacology, an assistant professor at the time, Sydney Ellis, who felt I had some promise and allowed me to work in his lab for the summer doing some research, and that was a good experience. Then, Wikler’s book came along and I was pretty well set that psychopharmacology was where I was going to go.  It was just about the time that I had to choose my internship and I thought, Wikler is at Lexington and so that’s, obviously, the place to go to study – in the Public Health Service with Wikler.  But, I didn’t know enough about the bureaucracy of the Public Health Service.  After I signed on the dotted line, I realized that I had committed myself to the clinical division and that if they ever sent me to Lexington it would be to help staff the hospital.  I hadn’t realized that Wikler was in a separate division, the Addiction Research Center, which was administratively quite distinct.  After my internship at the Public Health Service Hospital on Staten Island, I applied for the psychiatry residency, which was at Lexington, and was assigned there.  At least that much was fortunate and I did get to meet and interact with Wikler during my time there.
LH: Lexington was the playing field of all those giants in the field.

JJ: Abe Wikler, Harris Isbell, Bill Martin were there. There were also people doing good work in the sociology of addiction.  Jack O’Donnell was there.  It was really quite a remarkable place.

LH: And, you had the good sense to go there.  So, I guess, prior to going to Lexington, you were, generally, interested in psychopharmacology, with Lexington steering you to go into the addiction field.

JJ: I think that’s so.  I didn’t start out being interested in addiction in any way, but once I got there I was.  I was still interested in psychopharmacology in a general sense. After I did one year the PHS wanted me to complete my residency there, for another two years. At the time, the more time you put into residency training, the more time you owed them.  I looked at what Wikler had done with his career and I spoke to others, and it was clear that he studied basic science before he really got into psychiatry.  I decided that I wanted to study more pharmacology before I got into dealing with what was then the dominant dynamic perspective of psychiatry.  Sydney Ellis, with whom I had stayed in touch, suggested that I look into Al Gilman’s department at Albert Einstein.  Now, that was kind of awesome, because we had used Goodman and Gilman as a textbook.  So, when I decided I was going to leave the Public Health Service I applied to what was then an interdisciplinary program, in the neurosciences, I think, at Albert Einstein, and much to my surprise they said they’d like to have me come there.  That was very nice. I met Seth Sharpless and Murray Jarvik, and it was really a new world for me, really bright, sharp minds.  Al Gilman said, “What you would like to do”? Well, nobody ever said that to me before, what would I like to do?   I got to talking with Seth Sharpless and he’d already been working on plasticity in the nervous system, on the concept of supersensitivity, changes in neurosensitivity with deprivation of input.  We began to elaborate the notion that maybe some aspects of opiate withdrawal or withdrawal in general were due to denervation supersensitivity or, at least to functional reductions in neural input.  And that was great.  We elaborated on it and we came up with a series of experiments, and that’s sort of how I proceeded.

LH: I see in 1969, you and Sharpless wrote a book chapter on Withdrawal Phenomena as Manifestations of Disuse Supersensitivity.

JJ: Well, actually, we started long before 1969.  We began this work in about 1961.  We got our first experiments done and published abstracts in The Pharmacologist in 1963 on barbiturate withdrawal denervation supersensitivity.  But, just as we were about to say, “Isn’t this a terrific idea”, Emmelin published a review, in Pharmacologic Reviews, I think, on denervation supersensitivity in the central nervous system.  He’d been working with the salivary gland as a model, but he obviously saw the implications for the CNS.  If you pharmacologically block the actions of an agonist, you get a change in the sensitivity of the post-synaptic element. And, so, we recognized that he’d gotten there first.  But, we proceeded to talk about this and to work on it and, you know, it was clear that, probably, the changes were not just at the receptor.  There might be some, but it was intracellular changes that probably accounted for some of the changes in sensitivity.  But, then, some other things happened.

LH: Now, this is about the time that a number of theories emerged that still are, I guess, standard in the development of tolerance and dependence.  I think, Avram Goldstein, Joe Cochin, and Lew Shuster, all three of them, presented one almost simultaneously.

JJ: And, they all presented at a meeting that Abe Wikler convened on the addictive states.  The Proceedings were published in 1968.  I think it took place in 1967.  We, also, presented the notion of supersensitivity as one of the phenomena that might explain withdrawal.  It was a great meeting and Abe was there, of course.  But what had happened in those intervening couple of years was that we had a small heroin epidemic in New York, and the number of people who knew anything about addiction, then, was very limited.  You might recall that, basically, doctors were supposed to stay away from addicts.

LH: Psychiatrists wouldn’t even take alcoholics as patients.

JJ: Exactly, and, so, because I’d come from Lexington, nearly everything that came up at Einstein that had to do with addiction was referred to me, even though  I was still a post-doc and, at this point, a Fellow in pharmacology.  I decided that while I was studying this denervation supersensitivity, I ought to go back and finish off the residency in psychiatry.  I had done one year at Lexington.  I managed to do it all simultaneously, so by 1964 I had finished the residency in psychiatry, and was still working with Seth Sharpless and teaching in Gilman’s department.  Then, it seemed like the world was changing.   Addiction became a major issue.  I got involved in clinical work.  Some of the issues that had to do with Lexington continued to come back.  For example, Bill Martin published on his work with cyclazocine, so there was now an antagonist that allowed one to test Abe Wikler’s theory, which was a theory of conditioning phenomena as explanations of withdrawal.

LH: Conditioned abstinence and withdrawal.

JJ: Yes.  Possibly you could block the reinitiation of physical dependence with an antagonist.  After a while, there would be no reinforcement of drug using behavior. Here at last, was an antagonist that you could use to block the receptors.  Now, that was stirring.  I’m not sure we knew there were receptors then, but we knew you could block the effects of opiates, though.

LH: Well, Bill Martin was then beginning to focus in on the multiple receptors.

JJ: Well, he said that in 1967, but even then the notion that there really was a receptor wasn’t particularly clear.  This was ‘64.  We knew that cyclazocine blocked the actions of opiates, and the nature of regulatory processes at that time was such that in a matter of three or four months I was able to get an IND, get some cyclazocine from the company, and I had all these opiate addicted patients who knew me at Lexington and were back in New York calling me up, saying, “Don’t you have anything that we could do; what kind of treatment can you offer”?  We actually tried cyclazocine, and published on the work in 1966.  That was the first clinical trial on cyclazocine ever done.  And, the amazing part was, here was a drug that didn’t give you any real reinforcement.  As a matter of fact, it had some aversive qualities.

LH: It was a mixed agonist and antagonist, wasn’t it?

JJ: Yes, it was, but people wanted to quit heroin badly enough that they would try it and that didn’t surprise me.  I met a lot of people at Lexington that were, I thought, likeable people.  I didn’t have any of these bad images of addicts that the world had because I had met so many of them.  So, somehow, by 1965, I was deep into the notion of working on addiction; I mean both clinically and on the basic science side.  I had won a Research Development award to work on the basic mechanisms of physical dependence, perhaps pursuing the notion of supersensitivity and post-synaptic changes.  I was also trying to do some limited clinical work to see whether addicts do, indeed, develop so much tolerance to opiates that you have to escalate the dosage.  I did a study that was never published, where we were providing intravenous opiates to a select group of addicts.  I was visited by the Bureau of Narcotics about every two weeks.  They were quite respectful, but they wanted to know exactly what I was doing.  Then, again, fate intervened. Just about that time, I heard Vincent Dole give a talk, and met Vince and Marie Nyswander.  Then I tried giving patients methadone instead of intravenous opioids, and there was something very, very different about the addicts’ behavior, so it sort of confirmed what Vince had found out.  On a single oral dose of methadone, they felt different, and treatment was a lot easier.  You weren’t spending all your time negotiating doses.  And, so, I did some work with methadone.  But, I realized that there was an issue of people coming back every day, and I did what was probably the first ambulatory stabilization on methadone at that time.  This work was all done at Einstein.  When I had left Lexington, Wikler, Isbell, Frazier, and Martin gave me reprints of all their work - about twenty-five years worth of them - and I had read them all, because I’d been asked by Al Gilman, in 1963 or ‘64, to write a chapter on addiction for the Third Edition of Goodman & Gilman’s The Pharmacological Basis of Therapeutics, which came out in 1965.  I was the first person to write on both opiates and drug addiction for that multi-authored textbook.  I was pretty junior, so I tried to read everything I could and I read all of those papers from Lexington, and I came across a drug called l-alpha-acetyl-methadol (LAAM).  It had been totally forgotten.  People thought it was too toxic.  I realized that if you gave this drug every other day or every third day this could be even better than methadone because it would reduce the compliance burden for the patient.  So, I thought, gee, isn’t this wonderful?  And I wrote up a grant application and it was pretty good, but then I wondered where I would do this treatment.  I’d done the cyclazocine work, actually, in Sam Barondes’ office.  He had this little, tiny room, maybe eight seats outside of his lab, and he’d allowed me to use that to do a little group therapy with the cyclazocine patients, but I couldn’t imagine having people coming back there every single day to pick up the LAAM, and I didn’t think it should be given out for self-administration.  I tried to find space where I could do this study. This was, I guess, about 1966.  Nobody in our psychiatry department was interested in addiction and it was not something that they wanted to get involved with.  At the time, Enstein had an empty TB hospital at Bronx Municipal, and I tried to get one room there, but they told me they couldn’t find any space. They had empty floors and rooms filled with old iron lungs, but they couldn’t find any space.  I was not about to put in the grant application if there was no place where I could actually implement it.  Again, chance intervened and Danny Freedman asked me to join his department at the University of Chicago. That came about because by chance I had put on a symposium on drug abuse at Einstein and Danny was the obvious man to talk about LSD.  He was the world’s expert on LSD.

LH: But, hadn’t you published on acetylmethadol before that?  I see a citation here with Bob Schuster and Paul Blachley.

JJ: Yes, that was in, I think, ‘69.  What happened was this.  I had the drug because I knew Paul Blachley.  He had a supply left over from the analgesic trials he conducted in the early 1960s. This was now the mid-1960s, and we were going to collaborate on the first clinical trial, but there was no place at Einstein where I could implement it, and I don’t think he had enough heroin addicts out in Portland at that time.  Danny Freedman met me during the symposium I organized, and shortly afterwards when he had accepted the Chairmanship at Chicago he offered me a position there.  I accepted because there were some things I wanted to do and I could see that Einstein was not supportive. One of the things that I wanted to do was to study LAAM, which is what we called it at the time.  I got out there by 1967, and the rest of my Chicago story has to do with creating the Illinois Drug Abuse Program.

LH: But, before we leave LAAM, isn’t there something of a frustration for you to be one of the first people to use it and, then, find that it took another thirty years before it come into general use?

JJ: It was only about twenty-four years, I think.

LH: Well, I thought LAAM came into general use only a few years ago…
JJ: Well, I think it was only from about 1968.  Well, it was a tremendous frustration, but I guess you learn that government doesn’t always see things with the same sense of urgency as the clinician does.  And, as you recall, I got an opportunity to actually expand the use of LAAM, briefly, in the early seventies, when I was in government in a position to do so.  And, then, for a variety of reasons, it was put on a back burner and only in 1993 or ’94, I think, did it get approved for use.

LH: I think so.  I had a little later date in mind, but it was somewhere in the 1990s.

JJ: But even after that it still had to be approved at each State level, because it was still a Schedule I drug; so, although the Federal Government approved it, it took work at every State legislature to get it from Schedule I to Schedule II, where it could be used.  Yes, it has been a very, very slow process, but it’s used in some other countries now and it’ll probably be used here, at least, to some degree.

LH: Now, before we go into the Chicago part of your story, tell us about Abe.  What sort of a person was he?  He must have been a remarkable man.

JJ: Well, Abe had this notion about addiction that was different from that of most people in psychiatry, who felt that addiction was a manifestation of some underlying psychiatric defect.  That was the dominant view at the time.  But, Abe thought that whatever its origins and he had some views on its pathogenesis, once it developed it was sui generis - it was a thing unto itself.  I always said, and I wrote in an obituary for Abe, that Abe was sui generis.  He was in a class by himself, a man of incredible intellectual capacity, intellectual breadth and depth.  He seemed to have read everything, remembered everything and critiqued it.  

LH: And, that book of his that got you started, it was phenomenal that one person could do all that.

JJ: Yes, that was the amazing part of it that anybody could have completed that review, to have read all those papers and to summarize them and to have seen their relationships and critiqued them.  Now, you would have expected some kind of sort of distant, scholarly, introverted person, but Abe wasn’t that way.  Abe was, actually a quite humorous man, easily approachable, but I don’t think you wanted to ask a stupid question in front of Abe.

LH: He didn’t suffer fools.

JJ: No, he did not suffer fools gladly, but he was helpful and encouraging and a good teacher, altogether somebody I admired and was much influenced by, not just in terms of what led me into whatever paths I’ve walked, but because he was smart, funny and inspiring in some way.

LH: Yeah, well, I’m glad to hear you say that, because it’s evident, from that book, that he was a real scholar.

JJ: Well, the interesting thing about him, is that he’d actually set out to study with some of the best people in the world.  When he was trying to understand conditioning and how learning played a role in the actions of drugs he went to study with Pavlov. He learned Russian to do it.

LH: Oh, God, no.

JJ: He learned Russian; he read Russian.  There were equally impressive people that he’d taken Fellowships with, really great physiologists, some of them at Yale where he spent six months studying neurophysiology.  When you look at his early work, you see the work on reflexes at the spinal level and a lot of it reflects some of the work that he did at Yale and other places where he took these sabbaticals to study.  They were not actually sabbaticals.  They were part of his self training for the Public Health Service, to prepare himself.  That’s who he was.  He knew basic physiology as well as anybody else, but he had this vast range of knowledge of remarkable things.

LH: Well, you were lucky to have had him as a mentor.  Okay, so Danny invited you to come to Chicago.Then…
JJ: I guess he invited me in early ‘66, just at the time that I was concluding that Einstein really did not have enough interest in addictions to help move the obstacles out of the way so I could start a clinical program.  And, with some reluctance, I said, “yes”.  Then, Danny was asked by the Governor’s Drug Abuse Advisory Council to provide them with advice on what to do about the addiction problem in Illinois.  By this time, I had become familiar with at least five major ways you could deal with heroin addiction.  There were maintenance approaches, methadone and LAAM. There were conditioning approaches, drugs like cyclazocine and, perhaps, its successors.  I think naloxone was just coming out; naltrexone had not yet come out.  And, there were therapeutic communities.  I had met the people at Daytop Village on Staten Island.  David Deitch, the Clinical Director, was quite courteous to me and I’d learned that there was something special going on here.  This is not psychotherapy, but it works.  People changed and they got better. There was also compulsory treatment.  And, then, of course, there was detox.  We had detoxed lots of people at Lexington.  I took care of about 3,000 people during my last year there.

LH: But, the recidivism rate was very high.

JJ: The recidivism rate was very high, but it wasn’t a hundred percent.  Some people got better.  Now, why?  And, given that you have all these approaches, how do you decide which one to use? Do you tell someone to spend a year in a therapeutic community? Do you put them on methadone, try antagonists, or just do detox?  Well, that was a major question when you had more than one approach as to which one might be best, and, basically, that’s what I told the Illinois Governor’s Drug Abuse Advisory Council when Danny sent me there as a consultant in his place.  Danny had many, many interests, as most people know.  He was a major mover and shaker in the world of psychiatry and, particularly, in the research aspects of mental health.  He didn’t attend all of those meetings, so, I was sort of the representative of psychiatry at this meeting.  They first considered civil commitment.  That was the thing in 1966.  The Federal government had just passed the Narcotic Addict Rehabilitation Act (NARA) in 1966, which would have required people to stay six months at Lexington, after which they would have supervision. Illinois was considering that; and they were considering therapeutic communities.  They had not considered methadone, and they were just debating which of these things should they do? And I said, I don’t see that there can be much debate because there are no facts.  The only thing you can do, in terms of a statewide level, is decide what is appropriate for the people in Illinois by developing a program that would compare the different treatments. And, then, when you see which is most effective, scale it up.
LH: That was a novel idea.

JJ: It seemed so logical that I couldn’t believe it was novel, but it turned out it was novel.  But, it was absolutely logical. How do you decide on which of several treatments you use?  You do an experiment.  Well, apparently, States and governments don’t usually do that, but the Council pondered this idea and no matter what they came up with, they also concluded it was logical.  And, so, they put in a bill to the State legislature. This was in early 1967 or late ’66. It asked for money for a drug abuse treatment program that would compare different treatments.  They asked for what was then a lot of money, about a million dollars. That was big money back then.  What I was told by the Chairman of this Advisory Council was, “We’ll do this, but only if you’ll agree to run it”. I didn’t know how serious he was, but I saw it as the major moral dilemma of my career, or my life, as a matter of fact.  I had my Research Career Development Award to study tolerance and physical dependence. Danny had given me laboratory space and I was prepared to do that.  I was a researcher from the laboratory giving advice based on some peripheral reading and limited experience with treatment. I was still finishing up in New York, but I had been going out to Chicago over several months as an advisor, I guess from mid-1966 to the beginning of ’67.  During that time I began meeting a lot of people in Illinois who were addicted, or who had partially recovered, and they were decent people.  Illinois did not have one single place where you could get outpatient detoxification.  If you wanted to get detoxed, you pled guilty to an offense, they put you in the jail and a kindly nurse might give you some chlorpromazine or something like that.  That’s all they had.  There were no long or short term facilities.  There was nothing.  So, I felt it was sort of on my shoulders whether or not that situation in Illinois would change, and I felt that I really didn’t have a moral option to just go back to the lab.  And, so, I agreed to do it.  That put me in the position of starting with a team of one. How do you get enough people to implement three or four different treatment modalities so that you can compare them?  That was not going to be an easy task, and within a year it became quite apparent that you cannot be competent in a laboratory, build that laboratory, pursue that research, be the head of a state government program and, also, the only clinician implementing that program, trying to train everybody else who comes on board.  I gave up the Career Development Award and Danny was kind of angry.  He said, “You don’t do that”. 

LH: That was altruistic.

JJ: Well, no, it was not altruistic.  I mean, how can I send in annual reports on work I haven’t done?  The work of trying to build this Illinois Drug Abuse Program (IDAP) was an eighteen hour a day job.  When do you want me to spend time in the laboratory?  Yes, he was a little unhappy, but I thought it was the honorable thing to do and that’s what I did.  So, I was the Director of the Illinois Drug Abuse Program and built those programs. We did a lot of innovative things and Danny was very supportive, actually, except about giving back the money.  

LH: That is so hard to get.

JJ: Well, I didn’t know that.  I mean, you have to remember, I was only about thirty-three at the time.  I didn’t know how hard it was to get money.  I’d never had any difficulty with that before.  I was on a post-doctoral fellowship when I was with Al Gilman and I put in this Research Career Development Award and I got it, and, so, I had no idea it was hard to get money.  And, then, when I came to Illinois, they gave me a million dollars to do this and I just had no appreciation of it.  But, Danny was tremendously supportive in terms of finding me space to do all of this.  We had space for a laboratory to do drug testing.  We even had the University of Chicago find us space to put in the first methadone clinic, and we found further space, and the State helped.  And, we even found space within the hospital to run a detox ward.

LH: Was this in the Billings Hospital?

JJ: Yes, in Billings.

LH: So, you were working all over the South Side?

JJ: Yes, originally, it was supposed to be on the South Side.  We had a methadone clinic, a detoxification unit where we could use cyclazocine after detox, and I recruited some people in to start a therapeutic community.  We didn’t get any help from Synanon. They were not interested in being looked at or evaluated, so we started our own therapeutic community using people who had trained in those methods, found a place to house it, and began to build that program.  And, within a year we had a model of a therapeutic community; we had detoxification; we were using cyclazocine because there was still no other antagonist, and we had methadone on an ambulatory basis.  Within the second year, I was able to recruit some good people to the program staff, including Bob Schuster and Patrick Hughes.

LH: Ed Senay?

JJ: Ed Senay was already at the University of Chicago.  He was head of Consultation Liaison.  Ed did not, actually, take a real interest in drug addiction for another two years because he still had a major role in the Department of Psychiatry running the Consultation Liaison service.  And, so, we were doing all these things, and within a year we had conducted the first experiments on LAAM.  Things were really moving along and we continued to innovate, build and expand IDAP, and we actually did do a study randomly assigning people to therapeutic community, methadone, or the detox unit.  But, it turns out that was really a naive idea. You can’t really assign people to something they don’t want.  They usually knew what they wanted and you couldn’t assign them to something else, even if you have a monopoly and the only treatment available.  The ethics of it, I think, argued against such assignment.

LH: Different strokes for different folks.

JJ: Well, the point is that, we were trying to find out what was the best for them, but the drug users, themselves, already had some firm ideas about what would work for them.  A lot of them had no interest in spending a year in a therapeutic community.  They would rather stay on the street.  And, others knew that methadone would help.  Some didn’t want methadone; they only wanted detoxification.  And, to randomly assign them was equivalent to saying they were going to drop out of treatment.  We did that for awhile, but it became so apparent that the attrition rate was so high that when we started to look at the data we concluded, this data doesn’t mean anything.  And, this was all before they talked about “intention to treat” as a major design issue in psychopharmacology.  But it was intuitively clear. I tried to present that data; Paul Blachley had a conference where we showed the preliminary stuff, and I said, “But, it doesn’t mean anything if people vote with their feet for a particular treatment and absolutely refuse to participate in another; then you can’t really directly compare them”.  And so, we expanded and I continued to run IDAP and the amazing thing was, we didn’t think there were as many drug addicts in Chicago.  The number of people who came forward seeking treatment was incredible, really quite surprising.  We had waiting lists, and as a result it seemed not that the research should become secondary, but that the research had to take a sort of a parallel role.  Our responsibility was to expand because people were getting better.  You could see lives change, people who had been in and out of Lexington, and in and out of jail, changing their lives.  This was sort of unusual because it deviated from the psychiatric dictum that you maintain distance; you don’t get involved with the patients.  We got involved in their lives.  We got to know their families, their children.  The great insight we got from the therapeutic communities about maintaining this very sharp bright line between who’s staff and who’s a patient is that you sort of generated what happens in the jail.  It’s us versus them.  But, if you blur that line, some of the former patients became staff members, and really high ranking staff members, eventually, you didn’t get that.  People saw themselves as participating in a joint enterprise to get people better and there was a kind of an esprit de corps that was quite remarkable in IDAP as it expanded from several hundred to several thousand.  And, that’s what happened in the course of a few years.

LH: How closely was Danny affiliated with it?

JJ: Well, Danny knew about it.  He saw it and he allowed me to be simultaneously on the faculty and to run the program.  As the Director of the Illinois Drug Abuse Programs, I was nominally a State employee, but Danny actually was, in his own way sort of like the forward line behind some kind of running back or quarterback, in that he found space for us and got the University of Chicago to back us.  The University has a lot of power in Chicago.  I didn’t realize how important it was at the time, but there’s no question that it was a necessary part of our success. 
LH: Even getting addicts admitted to Billings was quite a feat.

JJ: Oh, yeah, that was something.  That was really quite an achievement.  But, remember, the University of Chicago is sort of surrounded on the South Side and it viewed itself as an institution that tried to do good for the community, as well as to be a scholarly place.  And, this certainly was doing a lot of good for the community.  So, there was a certain synergy of mission.  But, I did, actually, continue some research at the laboratory level and Danny and I published a study on cannabis together, and a few other things.

LH: Well, somewhere along that line, you must have attended a CINP meeting and when Tom Ban asked me to review the proceedings of that meeting and I looked over what you had to say about substance abuse, thirty something years later, it’s still true, I mean, every aspect of it, just change the names of the drugs a bit, but it is still true.

JJ: Well, Abe was the one who asked me to that CINP meeting.  Abe kept on re-entering my life.  This was in 1966 or ‘67.  Abe asked me to come to it.  I wrote a paper and we talked about all the ways that people were approaching the problem of addiction, from civil commitment, compulsory treatment, to detox, and so forth.  I said, “You know, the mission is to find out what works best for whom”.  And, I guess we’re still at it, in one way or another way, and I don’t know that we’ve actually solved that simple problem of giving a patient a straight answer about what will work best.
LH: Well, that’s true of all psychopharmacology.  You could use a dart board.

JJ: It may be so, but what we have learned is that all of them work to a certain degree, and you have some notion that if the patient really wants to try something, maybe that’s a good enough reason to select that one first.  You really have a number of effective treatments.

LH: The same way with antidepressants, if the patient had a good response before, it’s foolish to try something else.

JJ: So, that was an interesting paper.  I’m surprised so  that anybody remembers that paper.. .
LH: It could be published today by just changing the names of the drugs and it would be very contemporary.  Well, I guess you must have gotten some fame, but how did you come to President Nixon’s attention?

JJ: Well, the Illinois Drug Abuse Programs actually became one of the models of treatment.  Remember, the States were putting up money to say this is really the way it ought to go.  New York was putting up money, but its great thrust was to build large facilities for civil commitment.  New York City was putting its money into therapeutic communities. Then, under Henry Brill’s influence, actually, with Vince Dole, New York made sure that they had enough money for methadone. I should mention that in the interval between my leaving Einstein and going to Chicago, Vince Dole invited me to spend six months working with him.  So, I went down to The Rockefeller Institute and worked with them, and got to know those people reasonably well. Vince and Marie were very kind to me.  What happened then was that the government, I guess this must be about 1968 or ‘69, was finally implementing a small piece of the 1966 NARA Act.  By 1968 they were giving grants for community based treatment. Well, we at the University of Chicago were ahead of the curve.  Still, we got one of those grants.  Now we had money from the Federal Government for community based treatment and from the State government and I suppose we were viewed, because we had gotten this early start, as a place where new grantees should come and see what we were doing.  The unique part of our programs in Illinois, what made it distinct from what was going on in New York, was that there was no sense of bitter rivalry among different modalities.  There were people working in our methadone programs who came from therapeutic communities; if someone working in a methadone clinic needed to learn how to do group therapy, we would send them to the therapeutic community we had set up to see how they did it.  And, there were some people from the therapeutic community who realized that if someone didn’t want to come to them they shouldn’t just say, well, go out and die on the street.  They’d say, why don’t you go into the methadone program?  So, we used to have these meetings together, with people from varying perspectives sitting together, talking, not just civilly, but as colleagues, about how we’re going to deal with the problem, how we’re going to help the most people.  And, that was very different from New York, where there was bitterness between methadone and therapeutic community and even civil commitment proponents.  Some of that persists even today.  In fact, there’s a kind of a resurgence of that bitterness between different treatments. In New York, the mayor is saying, methadone is not appropriate.  I guess this happens from time to time.  So, people would come to visit IDAP and we would show them what we were doing.  For example, Griffith Edwards came from the Institute of Psychiatry in London early on; Beny Primm came from New York; Bob DuPont came from Washington, DC; I think Herb Kleber came, too, from Connecticut.  We were happy to show them what we were doing.  We didn’t view this as a sort of academic exercise so much as a practical application of what we were learning about a public health problem.  They all went back and built their own programs.  Bob DuPont built a scaled up version with some help from the White House.  It was a major program in Washington, DC.  It was mostly methadone, as I understand it, but his support came through the city of Washington, DC that in turn, was encouraged by the White House to do something about crime. I guess this was in 1969; Nixon was elected President in 1968.
LH: I think it involved a Nader report that crime was diminished among people who were getting methadone.  That went well with the White House and they went all out for it.

JJ: Well, I’m not sure there wasn’t something going on to help Bob to get started, but you can ask him about that.  But, there’s no question that there were some people in the White House who were interested in Bob’s program.  Once they got the Controlled Substances Act finished, there were people on the White House staff, Jeff Donfeld and Bud Krogh, who were saying to higher-ups in the White House, that you can’t stop here. There’s something that can be done on the so called “demand side”, actually dealing with addicts themselves instead of just trying to keep the drugs out of the country, that we ought to look at.  Jeff Donfeld was sent out on a reconnoitering mission to look at programs and Bob DuPont told him to be sure to go to Illinois.  I’m not sure he would have done that otherwise. I’m sure he visited New York and saw those programs, and I guess he visited a number of places.  He came out to Chicago and I treated him pretty much the way we treated anybody else who came to visit, a long stream of them.  I would say, “Take a look, here’s what we do”.  Then, he asked very pointed questions about how we decide what we’re doing and I told him our perspective on building that which worked, keeping track of it.  We had a fairly efficient way of funding things and looking at them and managing them.  We were very early in getting into computerized data.  And Jeff went back and made his report.  Then, sometime around September 1970, he called and asked me to write a report for the White House on, if we were given more money, what we would do about the drug problem.  He wanted it in six weeks - and it had to be absolutely secret.  “If it leaks at all,” he said, “It’ll be of no value”.  In my range of acquaintances, I didn’t know very many people in the scientific community who would want to work for the Nixon administration, number one; and number two, who could keep their mouths shut that long.  But I tried, I called people.  I didn’t think it could be done in six weeks.  I persuaded Donfeld to give us eight weeks.  Finally, I was able to put together a fascinating group.  I got Sid Cohen, Jack Mendelson, and Jonathan Cole. There may have been other ACNP members.  I also got Jack O’Donnell. Helen Nowlis was part of that group, as well. It was a really fascinating group and we got together on weekends and tried to write this report as best we could. Ed Brecher, who wrote the Consumer Reports book, Licit and Illicit Drugs, came on board sort of as our scribe.

LH: He was a very good reporter.

JJ: Yes, he was.  We met over four or five weeks and we wrote up the notes of our meetings, then we wrote a report, and then Ed Brecher and I worked for another two weeks to put it in some kind of neat form.  We didn’t have much, if any, secretarial support.  We typed it up and sent it in to the White House, and it differed substantially from the report that the White House had solicited from government agencies.  At the time, the dominant thinking was more sociological, that addiction springs from poverty, deprivation, and joblessness, and that unless you do something about that, unless you change society, you can’t do much about addiction.  Their view of methadone, I think, was that it’s an interesting experiment but it’s only an experiment.  Whatever you do, don’t expand it. Remember, we’re moving now into 1971.  Vince Dole had been expanding methadone treatment.  We at IDAP had been expanding it.  Other people had been expanding it, but without any formal support from health authorities, because you can’t support experimental work on a large scale.  And, so, even though the demand for that kind of treatment was overwhelming, thousands of people have said they would rather have that treatment than continue using heroin, the government was saying it’s only an experiment; at   least that’s what NIMH was saying. I could go into the personnel involved in writing the report NIMH sent to the White House, but I’m not sure that’s really germaine.

LH: Don’t mention names.

JJ:  Our report said, look, if you have this much money, the first thing you need to do is to stop the pretense that something that has been used in five to ten thousand people for five yers ws used only in a small experiment.is being used to treat is based on a small experimemt. You ought to make iavailable to those who need it.  Then, there were a lot of other recommendations, including the establishment of some entity in government, not just a little piece of NIMH, that has both the intellectual capacity and the staffing to look across what the government is doing about drug abuse; what’s happening in terms of prevention; what is done about treatment research; what are you doing about finding out what works; what is done about basic research?  All of that needs to be coordinated in some coherent way so you know what you’re trying to achieve.  And, we felt, maybe, this would be somewhere in, at the time, Health, Education and Welfare.  That’s pretty much what our concept was and that’s what we recommended, and I think Jonathan Cole would probably have the same memories of it, and Jack Mendelson, as well.  They were key people and there wasn’t very much dissent in the group.  We all saw it that way.  Of course, we had to deal with marijuana, LSD, and all the other drugs, as well.  We sent the report to the White House in December and didn’t hear much, except that I got a brief thank you note from President Nixon in January of 1971.  In April, I got a call from the White House to come to Washington.  By that time, I guess, I had become one of their go-to experts on drug abuse.  At that meeting they asked me what I would do about the heroin use by our military in Vietnam.

LH: Oh, dear, that was a hot ticket.

JJ: It was a hot issue.  We had not known about it when we had written the report in late December, 1970.  There was no mention of a problem of drug use among military people in Vietnam; it was a total shock.  Then two Congressmen, Steele and Murphy, reported that they had visited Vietnam and that fifteen percent of our servicemen there were addicted to heroin.  That’s a big number.  At the time, they were going through demobilization, bringing back a thousand servicemen every day to a country that didn’t have adequate drug treatment if it was needed.  Most people who wanted treatment could not get it. There were dire predictions about what happens when heroin addicts make other heroin addicts.  I mean, there was this myth that heroin addicts would run rampant through society, and some in Congress were talking about expanding a major compulsory treatment program, civil commitment for two years for everybody who used drugs.   The military had tried everything it could, but it could not bring heroin use under control, and they could not control the supply.

LH: I’ve made a number of bad predictions in my life, but one of the best ones was that this epidemic is a situational thing and will subside when they get back, except for those, who were addicted before they got over there. 

JJ: Well, that was the point, except for those. We did not know what would happen when they got back. Nobody knew.

LH: Well, you know, there’s something that nobody has ever brought up.  Where did they get this ninety-five percent pure heroin?  You know, that’s not easy to make.

JJ: Well, apparently it was coming across from Laos and Cambodia.  There was still traffic through the Golden Triangle and they just weren’t cutting it very much, but that was the situation.  And, I had some notions about what to do.  It was almost self-evident in the way that it was self-evident how you compare treatments. First of all, I found out that the military was offering amnesty to anyone who volunteered that they were addicted.  Well, sure.  You wouldn’t be subject to court martial, but you would get the worst jobs possible thereafter, and nobody was volunteering for amnesty to speak of.  So, one of the issues was how could you identify those people who were dependent, deter those who were not already dependent, and get some idea if the numbers being bandied about, fifteen percent addicted, had any relationship to reality.  What I suggested to the White House was a method that would accomplish all of those objectives by getting the epidemiological data, using a slight deterrent, and identifying those people that required treatment.  It was fairly simple and I don’t know why it wasn’t obvious to the military.  I said they should do urine testing and detoxify anyone found to be dependent. After a while, they should begin random testing to give the message that you really can’t use heroin with impunity, and that somebody who’s used should be put into treatment if needed, or put under a condition so that should they test positive again in the following six weeks, there is an adverse consequence such as you might have in an employment situation.  They thought that sounded good. But then I pointed out that they’d have to make some changes, because as the Code of Military Justice stood, somebody found to be heroin positive could be subject to court martial, and to dishonorable or bad conduct discharge.  Those were serious consequences for drug use.  I said that the Code of Military Justice would have to be changed and the testing would have to be considered a medical procedure.

LH: Now, by this time, had you been appointed to this special office?

JJ: There was no talk of a special office.

LH: Were you still a consultant?

JJ: I was only a consultant.  I was still Head of the Illinois Drug Abuse Programs.  I was just giving some advice, suggesting what they probably ought to do.  Now, I had one special tool that that the military didn’t know of, because they did not know very much about rapid drug testing.  They were using only gas chromatography and things of that sort, but I had learned a little bit from Vince Dole about rapid screening. I was coming back from a CPDD meeting and I sat next to Avram Goldstein on the plane. Avram told me about an invention called the FRAT (Free Radical Assay Technique) machine, which could do an identification of heroin in a minute. Avram had one machine.  He said there were no others at the time.  I said I’d really like to get one for IDAP, and I ordered one using my State of Illinois hat, so I knew there was one being made that would be ready soon.  So, when I spoke to the White House I knew that the urine screening I proposed could be done using these machines.  And, if you could do one a minute, you didn’t have to have sixty gas chromatograph machines in Vietnam.  The White House bought into this proposal, and they soon sent me to present it to the military at the Pentagon.  They were not very receptive to my ideas, said they didn’t need to do all this, but maybe they’d get around to it some day. I, on the other hand, was pretty sure this was what the President wanted done and that he wanted it implemented right away. He didn’t like the idea of addicted people coming back untreated to no treatment, so I told the assorted generals at the meeting that I knew they were pretty busy with the war, and that if they just would get me a telephone I’d find some civilians who could get the job done.  I was pretty serious.  I wasn’t intentionally being disrespectful, but they were shocked.  Nobody ever says that sort of thing to the military.  I mean, I was in a room full of generals with the Secretary of the Army, and they thought I was saying something that I really wasn’t saying.  They thought I was saying, “If you can’t get this done the way I want it done, President Nixon might fire someone”.  That wasn’t what I meant at all. But, Nixon had that reputation.  If he doesn’t like somebody who can’t get it done, they’re gone. So the generals took a break from the meeting.  They came back five minutes later and said, “We’ll get it done in two and a half weeks”.  And I had, about a week before that, just on the chance notion that this proposal might go through, I called up the company and asked if they were to put people on double time and have them working around the clock, how long it would take to make another machine in addition to the one that I had on order for the State of Illinois.  They said it would take about two weeks, and I told them to go ahead and do that.  I said, “I can’t tell you what this is all about, but I’m calling from Washington”.  So, when the military agreed to the plan, I already had the company’s Vice-President, Bill McGlashan, ready to go to Vietnam with a consultant and with these machines.  And the most amazing things happened over those two and a half weeks. I also learned that if policy is to be made that spans not just treatment within HEW, but also the Veterans Administration, and the Army, and numerous other agencies, it had better be done at the level of the Executive Office of the President, so that the person put in to coordinate it all can have authority over all the agencies that would be affected.  And that’s the origin of the Special Action Office for Drug Abuse Prevention.

LH: And, you became the first Drug Czar.
JJ: Yes, I became the first Drug Czar, but that’s another story, totally unexpected, not predicted. Basically, what they did is look at the 1970 report and say, here’s what we need to do.  We need to fund research; we need to evaluate treatment and set up a coordinating office.  Sometime, I guess, in early June, I got a hint that they were going to develop this idea.  I thought it was still going through HEW with some new funding.  But at a meeting with Congressional leadership at the White House that I was invited to attend, the President announced a major initiative on drug abuse and the establishment of a new Office within the Executive Office of the President.   And then he said, “Dr. Jaffe is going to run this”.  I was absolutely dumbfounded and nobody says, “Mr. President, who told you that”?  I had been in Washington to consult with Krogh and Donfeld, and I had not even planned to stay over.  There was a press conference the next day.  Somebody went out and bought me a shirt, they bought a shirt that was too big and it looks a little odd pn the press pictures, and I was sort of thrust out in front of the Washington press corps, not at all prepared, and I was asked what I was going to do.  I could have said, “How do I know what I’m going to do”?  But, I knew what we had to do because of the nexus between crime and addiction and treatment.  I said, and I don’t know how these things happen, but it came up without much thought, “We’re going to make treatment so available that nobody can say they committed a crime because they couldn’t get treatment”.  If you think about that, that satisfies all sides of the equation.  We don’t want people to commit crimes; we don’t want them to use their addiction as their excuse; we don’t want judges to say, “Oh, you poor fellow.  You committed a crime; you’re excused, because you’re addicted”.  But mostly, we wanted people to have the option of getting treatment before they got to that point.  And, that became the central thing that we wanted to do, at least, over the first year or so.  I mean, there were lots of things that needed to be done, but to expand treatment to the point that there were no waiting lists was a goal.  In addition, what came with it, was the great opportunity to put a real scientific base into treatment, because the amount of money that was going into the basic science of studying drugs of abuse at that time was minimal, probably no more than three or four million dollars.  A lot of government money was going into drug abuse, but when we really examined the books, it was leaking into all kinds of other activities, which is typical for government.  But, we decided, and you can ask Jerry Levine about this, that we were not there to punish people for past sins.  We said, just make sure this money - and, we put up, I guess, 20 million dollars within a matter of six months - just make sure this is devoted to research relevant to drug abuse.

LH: This was before NIDA?

JJ: This was before NIDA.

LH: So, you were working through Levine’s operation?

JJ: Well, most of the money that NIH was calling drug abuse money was being spent on Jerry Levine’s research.  And if we moved all of that, then, there’d be no psychopharmacology research.  So we let them keep it all and we put up new money that was to be used only for drug abuse research.  And, so, we kept the psychopharmacology budget intact. Sol Snyder has said that was the money that allowed him to move ahead with his opiate receptor research.  It’s very gracious of him to say that, and if it’s true, that’s terrific.  But, what we knew is that if you’re going to make progress, you need to have basic and clinical research funded for real.  And, so, we put all of that into place and we started the change of that Division of Narcotics in NIMH into what ultimately became NIDA.  It was a transition that began on the first day of the Special Action Office.
 LH: How long did you stay in that position?

JJ: Two years.

LH: You really got things going.  Again, you must feel awfully disappointed, after you were able to emphasize treatment for addiction that we’ve now got interdiction.

JJ: Well, you know, the pendulum swings.  It’s much easier to fight some external enemy than it is to say there are some aspects of life that are difficult to deal with and the best we can do is provide treatment. Treatment for addiction has never been that popular.  It’s very hard to build a constituency for it.  The families don’t like to speak up.  The stigmatization of being addicted to illicit drugs does tend to reduce the number of experimenters and people who are using them.  So, in the name of prevention, we stigmatize, but, in doing so, we, also, make those who do become dependent seem less worthy of treatment, and that’s the dilemma we’re going to have, I think, for a long time to come.  People are not willing to put up the money that it takes to subsidize treatment, and most of the people who become dependent don’t have the money to pay for fully effective treatment.  So, what we have now is, I think, a very-diluted form of what we had in the early 1970s, because it’s simply not adequately funded per person.  There’s just not enough to give people first rate treatment or, even, second rate treatment.

LH: Well, at the last meeting of the CPPD, which you attended, I think, Barry McCaffrey got up and said some words, but I’m rather heartened by the fact that he was coming around to the idea that maybe treatment is the way to go, rather, than interdiction. 

JJ: Well, it’s not an either, or.  I mean, you can’t ignore the fact that the more drugs are available the more likely people are to use them, but, to say that treatment doesn’t work is not just short-sighted, it’s simply ignorant. It’s just not so.  Treatment for dependence is probably as effective as it is for any other chronic illness, and certainly it’s as effective as it is for most of the other psychiatric disorders that we have.  But, we did get a lot accomplished in terms of psychopharmacology during those early years of SAODAP, certainly.  We initiated the studies of LAAM.  We got CPDD, which was then a committee of the National Research Council, to study naltrexone.  Those are major accomplishments.  And I think another accomplishment was getting Lee Robins to carry out a major follow-up study of the natural history of heroin use among returning Viet Nam veterans.  There were a lot of obstacles to getting that done.  We actually assigned someone specifically to make certain that there were no roadblocks in Lee’s way.  I think the Department of Defense was very uneasy about doing a follow-up that might show there were dire long term consequences of the heroin addiction in Vietnam.  I had spoken to the President about this, and he said that I should find out what happened and in fact, that I should write a book about it.  I felt I had been given direct authority, so any time the generals put roadblocks in Lee’s path after we designed the study, I would call up, directly, from the White House, and open those paths again.  I think that was a critical study.  It’s a landmark and I was pleased to have been able to see that one through.  That’s one other legacy of that office, that some good research was done.

LH: But, the military was very slow to come around.

JJ: Well, once they saw how good it was, they were proud of that. Once they saw they were getting good results, they had a press conference on Lee’s study on their turf, and I was happy to let them do it.

LH: I remember once some general that was connected with the Army’s program came to visit the VA Hospital in Palo Alto, and I took him over to our methadone ward and one of the people there showed him around and told him all about the program.  On the way over, he’s been telling how awful these people were and they should have their buttons stripped off and be dishonorably discharged. So, on the way back, he said, “Say, that was a very attractive, very intelligent informative guy that was showing us around”, and I said, “Yes, Sir, he’s on 40 mg of methadone a day”.  And, his face just dropped.

JJ: I don’t think the prejudice has changed much.  I don’t see any dramatic breakthroughs in dealing with those issues, but one has to pursue it.  I think the pendulum swings.

LH: What was your impression of Nixon?  Your account sounds like he was pretty much with it.

JJ: He was very sharp.  You know, we, for the first time, brought to that level the notions of incidence, prevalence, and epidemiology.  We needed to find out more about the extent of the problem.  I mean, how do you plan for treatment if you don’t know how many people will be using it and with what consequence, for how long?

LH: You have to do market research.

JJ: In a sense, yes.  You know, we had to do these initial estimates of prevalence.  The Household Survey had to be continued.  DAWN (the Drug Abuse Warning Network) had to be initiated.  I mean, all of this had to be done, and he instantly grasped it.  I heard him give a presentation once not even glancing at his notes in which he accurately understood all of these concepts and talked about them.  I was very impressed with his sharpness on these issues.  And, frankly, Lee Robins’ Viet Nam follow-up study would never have been done if he hadn’t been so direct in saying, “Make sure you find out what happened about this”.  So, he understood something about war and medicine and the progress that sometimes happens.  He said, “You know, some of the greatest advances in medicine have taken place as a result of what we learn in times of conflict and war”.  So my impression of him is as a very astute man. 

LH: Now, your career has always alternated between the academic role and the public service role.  Since then, you became Director of the Addiction Research Center.

JJ: Yes, but before that I returned to academia for about ten years, first at Columbia and then at the University of Connecticut.  One of the things I had written into the first National Strategy on Drug Abuse and that I argued with DEA about including, alcohol and tobacco.  The DEA guy said, “Well, you deal with illicit drugs”.  I said, “No, we’re going to deal with all drugs”.  I finally got it in, but it was just a bare mention.  When I wrote my first chapter in Goodman & Gilman, in 1964, I had a little section on nicotine; alcohol was in there as well. Al Gilman was not happy to see nicotine labeled as an addiction and he shortened that paragraph, using his prerogative as editor.  He was a chain smoker.  So, when I left SAODAP and went to Columbia, I sort of wanted to expiate some guilt about not having been able to really speak about the whole range of the addictions.  I thought I would like spend some time studying tobacco dependence.  A lot more deaths were associated with chronic tobacco use than with opiate use, and I wanted to know more about it.  How does this drug use compares to the others?  How is it different?  And, at Columbia, we spent some time studying tobacco addiction, treatment of tobacco use, effectiveness of treatment.  I was able to work with Bob Spitzer and we were the people who put, for the first time, tobacco dependence into DSM-III.  Before that, the only mentions of tobacco, if you really want to look at it, in all of the psychiatric textbooks, are as a psychosomatic disorder of the pulmonary tract.  It was fascinating how little concern there was in psychiatry about tobacco smoking as an addiction or nicotine as an addiction.  So, having gotten that in, defending that for a while and studying that, I then found that it was very difficult to start smoking cessation clinics in New York.  Fortuitously, Roger Meyer had taken the chairmanship of Psychiatry at the University of Connecticut and he invited me to come there. He thought all the big insurance companies would be happy to help me continue the smoking work.  Well, it didn’t quite work out like that.  Roger had an alcohol center and I was delighted to really get a chance to study that other addiction that I had not paid attention to.  So, by that time, I had covered alcohol, tobacco, opiates and the other drugs, and I was feeling, reasonably well-rounded but not making very much progress in terms of publishing anything innovative.  I think, to a certain extent, if you spend a lot of time in policy and government, you lose the skills to work on the molecular or even the physiological level.  I know I felt that way.  I think we got a couple of things done, but nothing remarkable.  Then, when Bill Pollin asked me if I would be interested in coming to Head the Addiction Research Center, which was in the process of moving to Baltimore, I felt that was a nice closing of the circle.  I mean, I started out as a medical student wanting to go to the Addiction Research Center to work with Wikler, and although I wound up in the same building, it was to work on something else.  Here, now, I was being asked to come back and Head the Addiction Research Center.  Could you want a more poetic circle than that?  It was just irresistible.  Bill was sort of grateful, because, I think, I might have persuaded him that tobacco dependence ought to be part of NIDA’s portfolio.  Anyway, I got the job and moved to Baltimore, and spent a few years in that position.  By that time, the mid-1980s, cocaine was the great threat to the national well being and we began to reintroduce studies of cocaine at the Addiction Research Center for the first time since Isbell gave them up.  Isbell had given up cocaine and I don’t know why he thought it was so risky and deadly that he said it was a dangerous drug and you just don’t want to do an experiment with that.  I didn’t feel we had very many options.  We had millions of people using it and I thought we ought to find out what you can do about it.  Shortly after I got to the ARC, Bill Pollin decided to retire as Head of NIDA. Ian MacDonald, who had been a classmate of mine in medical school, was head of ADAMHA. He and Bill asked me to take on the Interim Directorship of NIDA while still remaining as Director of the ARC. It was tough, but I agreed and during the time that I was there we got a few important things done.  We got NIDA involved in AIDS; there had been a reluctance to do this.  We got it involved in workplace testing, so that all of the testing that is now done, in terms of employee programs and such things, at least is overseen by a scientific agency looking at the quality of laboratories. We also funded some of the first work on cocaine dependence, which was a priority then.  And, then, I was delighted to return to the Addiction Research Center when Bob Schuster took over as head of NIDA, and I was there until about 1989.  Then, during Fred Goodwin’s tenure as head of ADAMHA and a period of reorganizing various offices, he asked Beny Primm, who had a large treatment operation in New York, to head up a new office whose primary purpose was to expand treatment again for the whole country.  It was called the Office for Treatment Improvement (OTI).  Beny and I had been friends from way back in the early 1970s.  In fact, he had gone to Viet Nam with me when we were sent to inspect and report back to the President how the urine testing program was working.  Beny asked me to help get OTI set up.  So, I returned to the bureaucracy with the notion of expanding treatment and I stayed in it in various roles in various offices until about a year ago.  I put up with it as long as I could.  I guess old fire horses have to retire to the pasture sometime.  About a year ago, 1997, I said, I’ve had about enough of government, and I guess that brings you up to date.

LH: Well, it’s a remarkable career, Jerry, and I think you can be awfully proud of what you’ve accomplished.  I’m just so happy that you did go to Lexington and followed it, because, as we’ve talked about before, addiction was a kind of a dirty word in psychiatry and nobody wanted to touch it.

JJ: Well, I think that, maybe is the major achievement.  By putting that funding in place, initially, by writing the legislation that enabled the creation of NIDA and deliberately increasing its research base over those crucial two to three years, I controlled the budget for three years we escalated that research base for NIDA about as fast as I thought they could absorb it.  What we’ve done, as you can see when you look at the posters here, is that now the addictive disorders represent a major area of neuropsychopharmacology.

LH: Oh, yes.
JJ: And, I think they’ve made their contribution to expanding the horizons of science.  In that sense, it’s sort of an indirect contribution that began a long time ago.

TB: What are you actually doing now?

JJ: A number of things.  I think I’m trying to figure out what I want to do when I grow up, I’m a consultant to some small companies.  I’m a Professor at the University of Maryland.  I teach something I never thought would exist, Addiction Psychiatry as a sub-specialty.  So, I do that, and I’m also doing some work on tobacco research, returning to an old interest.  Can the product be made less hazardous?  There can be some areas where that can be done. And, so, I have sort of a mixed set of things that keep me busy and I don’t know which I’m going to concentrate on.  I’m still writing some chapters for textbooks, trying to finish that off and pretty much staying busy with too many different things to get any one of them done.

LH: Well, I think anybody with your breadth of experience and energy and curiosity, is going to keep busy for the rest of their life and I hope some bigger things are still to come in your life.

JJ: Thanks, Leo.

LH: Thank you, Jerry.

( Jerome H. Jaffe was born in Philadelphia, Pennsylvania in 1933.





