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LEWIS L. JUDD

Interviewed by Andrea Tone

San Juan, Puerto Rico, December 9, 2003

AT: My name is Andrea Tone, and this afternoon I am interviewing Lewis Judd.(   It is the 42nd Annual Meeting of the ACNP in San Juan, Puerto Rico.  Thank you for coming. 

LJ: Good to be here.

AT: Why don’t we start by having you tell me a bit about your basic background, where you were born, a little bit about your upbringing and early education?

LJ: All right.  I was born in Los Angeles, CA.  Do I speak to you or to the camera?

AT: Either. Some prefer camera.  Some prefer me.  For a better interview you should probably look at the camera.

LJ: OK.  I’ll look at you periodically, for reassurance.  I was born in Los Angeles, CA, and was raised there.  And I had my primary school and secondary school there.  I was in prep school in Los Angeles.  And then I went to the University of Utah and graduated in psychology, a bachelor’s in psychology, and was debating whether or not to go into psychology for a PhD. or into medicine.  I should have mentioned that I was raised in a physician’s family; my father was a prominent obstetrician gynecologist in Los Angeles, basically in private practice, but taught at the University of Southern California in his specialty. He was also active politically in the sense of medical politics.  He became the president of the American College of Obstetrics and Gynecology in its early being.  So I was raised in a physician’s family.  You know, my father’s activities and profession were really paramount and central in our lives.  And I think all along I probably harbored the idea that I would want to be a doctor, but it was, in a way, it was a bit of a tough act to follow.  So, I thought about maybe branching out on my own and into something else.  Yet, when the choice point came, I chose medicine.  And I’ve never regretted it.  It’s been very good.

AT: Going back a little a bit to your days at Utah.  You graduated from the University of Utah 1954. What drew you to psychology as a discipline in the first place?  And can you tell us a little bit about the approaches, the intellectual schools that were presented in the classroom in the early 50s.

LJ: Sure.  I was trying a lot of different things at the time.  I thought I might become an English-major. I did so take pre-med courses.  And, then I hit on psychology, and it was a very good fit for me.  It was something that I could do well.  It was something that I found very interesting. I was particularly taken by physiological psychology, which really was the forerunner of neuroscience.  Right now physiological psychiatry and neuroscience are indistinguishable in our field now.  This was the biological basis of human behavior, which was very appealing to me.  It made a lot of sense. It was not as ineffable as some other aspects of psychology, which are more philosophical and artsy-craftsy in their approach. This was definitive.  Here was data.  Here was explanation that made sense.  And so I did quite well in physiological psychology and was offered a position to join the graduate program there.  But I decided not to.  In retrospect, I can tell that I was being tracked; the teachers were passing me on from one to another with the idea that I would then stay on in graduate school.  So that did appeal to me very much.  So did the more scientific end of psychology.  And that’s why I chose medicine.  I went to UCLA’s school of medicine; in my own hometown. It was a brand new school at that time, one of the first ones started after the last war, and it hit with a bang.  It was, almost overnight, a first-class medical school. It had the largesse of California behind it. They went and got full departments from other universities and brought them to UCLA.  And so it was a very heady time to be there.  Classes were small.  We had this magnificent facility in which to be, and there was a lot of focus on us as medical students.  We weren’t an afterthought.  We were a primary focus of interest for the faculty.  They really spent a lot of time with us.  They tracked us very well.  There were no grades.  It was one of the first schools to have no grades.  You   went through and if you did fine, you did fine.  But we were soon able to discern who was doing better in the class because they would take the top five students for a special interview with the dean at the end of the year. It was a very unique time to train in medicine in a medical school that was new and was really feeling its oats and was on the make.  And so it was very important where we took our internships because that would define how well the school was being accepted. When I graduated from medical school I graduated with honors, I and some of my friends did have options to go to the most prestigious internships. And some did.  But one very close friend and I decided that we were going to stay at UCLA in medicine. So, I stayed at UCLA in internal medicine with the idea that I would definitely go into academic medicine of some sort.  So rather than go into a practice, and develop a large practice, as my dad did, my decision was to go into academic medicine.  I was leaning toward that strongly.  Now, during medical school, we were honed to go into academic medicine.  In retrospect I can see that.   I also did research when I was in medical school.

AT: Was that typical?

LJ: I would say more of us did than not did.  We had summer internships in research.  And, since my dad was in obstetrics and gynecology, I worked with a guy named Nicholas Atchley who was a brilliant, brilliant renal physiologist and OB/GYN man. He was one of the first people to work in the toxemia of pregnancy, and one of the first also to do the basic physiology in high-risk pregnancy, in sheep.  I worked with him for several summers; another fellow medical student and I conducted what was rather fundamental clinical research, in toxemia of pregnancy in which women will develop a shut down of their kidneys, begin to retain sodium, their blood pressure goes high, get very large, and put on weight, a lot of water weight. Toxemia can be lethal; the patient can go into convulsions, etc., and there was very little to do for it at that time, except to put women at bed rest. So we admitted these patients and put them on bed rest. That worked for some but it .did not work for all.  We were, with Nick’s direction of course, the first to give them a drug called chlorothiazide, which is a diuretic, and study their electrolytes; looking at their sodium, potassium, and various things like that.  We would arterialize their blood, by wrapping their arms in hot packs so that the venous and the arterial blood, becomes more similar; and we would take the blood to the lab and analyzed it. And it turned out that this drug was rather magical in the treatment of toxemia in that the retained sodium was excreted and patients got better. We then helped to analyze the data, and wrote up our findings. I was the senior author on two of three papers.  One was published in the Journal of the American Medical Association, which is a high quality journal, as you know. Another was published in the   Journal of Clinical Endocrinology and Metabolism, which was another high impact journal.  So I got my first taste of research there.

AT: You were already published by the time you graduated from med school.

LJ: Yes, I was.

AT: And this had a huge impact.

LJ: Of course.  Well, it did.  But ultimately I chose not to continue with that research that I should not be earmarked for a career in OB/GYN, especially by those who knew my father. Even the medical school was pushing me into OB/GYN in the sense that at that time and maybe even now, the cream of the crop went into internal medicine, and the remainder into other specialties. Now in psychiatry and neuroscience we are getting great people; there’s no question about that. .  But at that time, this was not the case.  So the Dean and people were saying, well, look, you know, you could have a brilliant career in obstetrics; you know, there are not that many really good people going into it; you know, you’ll be one of a group of very good people in the field. Internal medicine is kind of the queen of the specialties in medical school; it draws the best students usually. So, I had published three papers by the time I graduated, and I actually presented a paper at the meeting of the American College of OB/GYN. I had never presented a paper before.  It was an interesting experience, because I didn’t know what was going on.  You know, when you got to a certain number of minutes of your time in your talk an orange light would go on; then there was a green light, and then there was a red light, and .if you went over time with your presentation the light started blinking. And I didn’t know what the hell was going on.  But, I went through with my talk.  So, then, I went into internal medicine at UCLA.

AT: Can I ask you about your exposure to psychiatry in medical school?  You graduated with a BS in psychology, and yet you elected when you entered med school not to pursue a psychiatric track.

LJ: No, I elected not to be a psychologist.  I elected to be a physician, and I did consider psychiatry.  That probably was preeminent in my mind when I first went into medical school. I thought, well, you know, psychiatry will be a good specialty for me.  Now, UCLA was very unusual at that time. They integrated the teaching of human behavior, normal and abnormal, right into the teaching of pediatrics, medicine, surgery, etc.  So we had a very thorough grounding.  I mean, their effort at that time was to make us humanists; to make physicians like physicians should be, well versed in things, understanding the patient, comfortable with both normal and abnormal behavior, able to recognize abnormal behavior, and treating a patient as a total person, and not  as a set of symptoms. We had psychiatric teaching going on that was integrated completely with our other courses, all along.  So there was no stigma against psychiatry.  You know wooly-headed, bearded Freudians, and their couches; there was none of that.

AT: So there was no psychoanalysis.

LJ: It was there, but it was highly respected, and it was part of medicine. So I grew up with that ethic and with that value system; it was unlike now.  I mean, it was light years away from now.  We were very much grounded in psychiatry; we had superb courses in psychiatry. And we had a couple of very charismatic teachers that were really wonderful, just absolutely first rate human beings, very insightful. So, I had a very positive feeling about psychiatry, but I was drawn to medicine.  I think mainly because of an elitist drive. And, then, at the end of my internship year, I began to notice in the clinics that many of the people that I was seeing had psychiatric problems that were complicating their medical illnesses.  Medical illnesses and behavioral problems were mashed, in a sense that you really had to deal with both. In order to get the patient to be compliant to take the medication, to comply with the regimen that you outlined, you had to have an alliance with the patient. So, I decided to take a year in psychiatry at that point to help me with internal medicine. It really bothered a lot of people in the medical school. They felt that they were losing a very good student to what they felt was not a premier specialty.

AT: So, why did these people have this bias against psychiatry at that time?

LJ: Well, there still is a bias.  I mean, there is an age-old stigma of centuries against mentally ill people and against people who take care of them.  Plus, also, psychiatry was not a very scientific discipline; it has only emerged, really, in my lifetime as a scientific discipline. It wasn’t a scientific discipline at that time.  And so I had a number of lunches and dinners with senior professors, and especially neurologists, at UCLA trying to talk me out of this.  They would say come into neurology.  You can do the same thing.  You’re going to be lost in psychiatry. In those years psychoanalysis controlled psychiatry.  There is no doubt about it.  And there was a big dose of it.  Dynamic psychiatry is very useful in understanding human behavior.  It is. So we were using it. There were only a few isolated biological findings in psychiatry as for example phenylketonuria, an inborn error of metabolism in which there is a gene missing that metabolizes phenylalanine, and this has a profound effect on the person. You end up completely retarded within a few years.  It was very impressive to have an identifiable physical, metabolic defect that can make a young, growing baby demented.  And as a result of those few isolated findings we began to get a sense that there are other things going on besides the the ego and the id and that sort of thing.  Anyway, although they tried to talk me out of it, I took a year of psychiatry.  At that point, I got taken into the Air Force.  It was a time when a group of us had signed up for a thing called the Berry Plan. The Berry Plan allowed you to finish your residency and not be taken into service; there was a doctor draft still ongoing.  So a lot of us joined the Berry Plan with a guarantee we would be able to finish our residency and perhaps never go into service.  If you weren’t needed, you didn’t go in.  But at the end of my first year, the armed forces ran short of psychiatrists.  So a group of us who were single, even though we only had one year of psychiatry training, were taken into the service, and then we were assigned to the three different branches: Army, Navy, Air Force. I was assigned to the Air Force.  And so I went into the Air Force as a psychiatrist.

AT: After one year.

LJ: After one year.  And I’ll tell you, I was an expert compared to the people around me. They didn’t know any psychiatry. I was flying blind at that time but I felt quite confident to handle what was there.

AT: What was there?

LJ: I was assigned to a regional hospital in upstate New York at a base called Griffith’s Air Base, which was a huge air base that had a strategic air command wing and had air defense command wing. Rather than creating centers around the world, which they now have, where they can be repaired, or even on site to some degree, all the ground-air electronics for the entire Air Force were repaired there. They were trying to save money by doing it this way.  It was a huge base with 25 or 30 thousand people.  It had a hospital, a regional hospital that drew from the northeast.  And I was the psychiatrist.

AT: For the whole base?

LJ: For the whole region.  And so I had a very active outpatient practice in terms of doing lots of consultations for the other physicians in the hospital. Lots of people sent to me by the commanders on the base, you know, people who were having difficulty and problems.  And I also ran an inpatient service.  So when people had to be hospitalized, I hospitalized them.  And I would always have one or two people in the hospital, sometimes up to 10 people in the hospital.  I was getting all the DTs, the alcoholics who were having withdrawal symptoms, and I was taking care of them.  They were sent to me. So I was very busy.

AT: Did you feel at the time that there were mental health issues specific to individuals in the military?

LJ: Oh, sure; absolutely.  There were a number of things that I did try. For example: the Air Force has aptitude tests when you go in, and depending on your score on these aptitude tests, you were tracked into various jobs.  People with the highest aptitude scores went into areas with high technology, photography, intelligence. The amount of technology in the Air Force even at that time was immense.  There were missiles and that sort of things. Then, people who were not very smart were sent to be cooks; and people with the lowest scores were sent to the Air Force police. Often, we had very troubled people who were having a hard time adapting to the Air Force.  If you think about it, going into the service is an enormous stress.  You go in, you leave your family, and you leave your friends.  You go in and you’re living with a bunch of guys.  It’s a male culture and it’s very tough.  You’re put through a lot of physical demand.  You get very little sleep.  You are learning a lot.  It is about as much stress as you could put someone into, and a lot of people would break down.  A number of them would break down and have psychotic reactions. One of the best places to study first onset schizophrenia is in military hospitals.
One of the things the Air Force police did it was guard the B-52s because a lot of people had psychotic reactions at night.  We had always five B-52s ready to go within ten minutes; the pilots and the crews were in the alert shack, nearby.  And there was always one plane from our base in the air flying missions to the Soviet Union. When we had the Berlin crisis we had more than one plane in the air at times.  So these Air Force police guys were out there by themselves with their guns in the cold, and this was in Rome, New York, which is bitter, bitter cold, well below zero. They’re standing out there for four hours before they would be relieved.  And some of them began hallucinating.  A couple of them shot their guns off and things like that.  So, I said, let me do an experiment; let me put a heater near them and a light; let us have people to come and talk to them periodically. So we did that for a few nights in a row, and it was magical.  I wanted to write it up but was told I should not.  It was implemented, but who knows if it went beyond the base.  There were, a number of little things like that I was involved with. .  So, anyway, I had a wonderful education in psychiatry in the Air Force.  I saw hundreds of patients.  I took care of everything.  I saw everything.  In retrospect, I did a fairly good job. It was a good clinical experience; I was working long, long hours,, and saw all kinds of patients. I saw people paralyzed, hysterically, and I would treat them, and they would get up and walk and go back to work. You see in the service some things you don’t see elsewhere. You see hysteric who can’t walk, hysterics who are blind, can’t talk, and this sort of thing.  It’s because of stress and they don’t know any better, so they express their stress in this way.  But, anyway, it was a great experience.

AT: Were you implementing some of the new drugs?

LJ: Yes, absolutely.  Then I came back to my residency. That was really funny because I was far more experienced than the other residents in the class, and more than a lot of the junior faculty. So, I decided to do something different, and I went into child psychiatry, at that time, child and adolescent psychiatry.  So, you know, I had a very good training.  And I had no thought about going back to internal medicine.  It was done.  I was on my way.  So I went into child psychiatry.

AT: Child and adolescent psychiatry?

LJ: It was to balance my education and my expertise I took another period of the life cycle. And I did it also because there was, and there still is, a very strong hypothesis that the disorders we are dealing with in psychiatry are developmental in nature. Certainly in bipolar disorder, we’re looking very heavily into adolescent onset, and even earlier onset.  So, I felt it would be worthwhile, if I had two years of residency in child and adolescent psychiatry. And I got very interested in adolescent psychiatry at that point, and became, quasi a local expert in it. 

AT: How were adolescents different from adults?

LJ: Well, they tended to be extremely difficult patients; heavy denial and a lots of acting out.  They convert their illnesses more to behavior, often dangerous behavior.  And I prided myself in being able to take care of very difficult kids that no one else could take care of.  So I saw a lot of those during this time.  I’d taken care of two young kids with severe, obsessive-compulsive neurosis, as they called it at the time. And the kids were ravaged by it. They were washing their hands hundreds of times a day, so that their hands were raw and bleeding.  They could not touch the doorknob and they had terrible contamination fears.  I was really impressed with what I saw and did a survey of the literature. Then I looked up all the records of kids at UCLA with this illness; there were only five since the time the institute had been opened. Then I looked for common features in the cases. My paper on obsessive-compulsive neurosis in kids was accepted for publication in the Archives of General Psychiatry by return mail.  That never happened to me again.  Now, at that point, I went on the faculty of UCLA.  They invited me to stay on the faculty, and they asked me to establish an adolescent psychiatry clinic that I did. It may still be going. I don’t know. So I worked in adolescent psychiatry and in child psychiatry while I was at UCLA. I knew so, that if I were going to be successful academically I would need to engage in some serious research. As a young faculty, I wanted to get research training, which was not common at that time, and I thought the place where people know design, methodology and statistics is in psychology. So I went up to the Department of Psychology at UCLA and I found two unique people there to work with. One was Elliot Rodnick, a very gifted experimental psychopathologist, who was using experimental technique to understand psychopathology.  And the other was a guy named Michael Goldstein, who was a superb scientist and a member of this college. Unfortunately, he passed away a few years back. Elliot, Mike and I were looking at high-risk kids for affective disorder and studied family interactions. Mike and I were interested in psychopharmacology, so we did some very crude studies in psychotic patients. In one double blind study with neuroleptics we would look at changes in galvanic skin resistance and not only symptoms. In another, we would expose schizophrenic patients to word association tests to document the effect of neuroleptics on their idiosyncratic responses.  We were interested to find out which medications would correct them.  And I then got interested in genetics. At that time genetic research meant chromosome analysis. So I did the first chromosome analysis in schizophrenia; it yielded negative findings.   I did also a chromosome analysis in children with primary infantile autism.  I thought we’d find something, but we didn’t.  And then I got involved in looking at chromosome fragmentation with LSD. Although I was very early into genetics, I didn’t realize its future importance.  I was also using a wrong technology. By that time I had been offered various jobs around the country to head divisions of child psychiatry and things like this, and I was also offered a job with a friend of mine at the University of California - San Diego to start a new department of psychiatry. It seemed like a great opportunity. Psychiatry in those years was changing very fast.  As we were changing in our research, the whole field was changing. 

AT: In what way?

LJ: It was becoming much much more empirical.  It became very clear that the brain was the organ system of interest, and as more we learn about the brain, as more we would know about normal and abnormal human behavior. So it was becoming a scientific field.  Psychoanalysis was slowly left behind as neuroscience at a cellular and molecular level began to grow. It was the fifth psychiatry department in California. The other departments were in San Francisco, Los Angeles, Irvine and Davis. UCLA and UCSF had a great advantage; they had money from the state department of mental health. By the time UCSG was established the money dried up. So, we were kind of on our own.  So we decided that we probably should not be a big department, but we wanted to be a department of the future. So we made a very big investment in basic neuroscience in our department and in basic neuropharmacology, and also to some extent in clinical pharmacology and behavioral pharmacology, at a time when very few departments were doing that.  And it proved to be prescient, and it proved to be right.  I was the Co-chairman of the department with my friend, a guy named Arnold Mandel, who was the Chairman, and for the first four or five years we tried to get the department going.  It turned out that Arnie was a brilliant guy who had a real vision of the field, but he was a bit erratic administratively.  You need stability, especially in a new department and it turned out over time that I was much better in providing stability than he was. So we kind of divided things up.  I would run the department on a day-to-day basis and he would do his research and come in whenever necessary.  And that’s the way the department started.  Some people left and some others came and within a few years we were stable because I had my hand on the helm by this time. It is difficult to run a department and maintain a major research career although there are some people in our field who have been able to do it. So, I selected a fairly narrow area in which I have remained involved in doing cutting edge research. In this way I’ve been able to maintain a research career despite being a chair and despite being director of the National Institute of Mental Health for a few years. .Before I went to NIMH, I was primarily looking at drug effect on behavioral mechanisms in my research. We were first to look at the effects of psychoactive drugs in the normal person.  Prior to us people only studied the effects of single doses. We were the first to put normal subjects on therapeutic doses of lithium for a period of time, chronically, so you really knew what its effect was.  And so we published a number of papers on that at that time. We found that lithium had a central slowing effect on cognition. We were also interested in the effect of endogenous opioids on psychopathology, and on normal human behavior.  We did a number of studies using naloxone and methadone in low doses to test this out.  We thought we might have a marker at one point, for depression but it didn’t work out.  We also thought that naloxone has an effect on manic behavior which in a large multi-center study did not pan out. It was a negative study.  But we did notice some changes. All these studies were double blind and videotaped. In another study we tested the hypothesis that lithium can calm down mania but would not have an effect on the euphoria generated by certain drugs, e.g., alcohol, cocaine.  We did a series of studies and found that pre-treatment with lithium had dampening effect on experimental intoxication. Our findings led other people to study lithium in alcohol and alcoholics. The department had evolved in such a way that it was getting a lot of attention.

AT: When was that?

LJ: This would be in the 1980s. We always were recognized as a good department, even though we were younger than other departments; we were 5, 6, 7-years old, when other departments had been in business for 50, 60, or 70 years. Very early we made a splash.  We had very strong neuroscience, and with a grant from NIH we became one of the early mental health clinical research centers..  They put out only 11 grants, and we were one of the 11 grantees. I was getting a lot of offers to go to other places, but I was quite happy at UCSD, and decided to stay. And, then in 1986 or 1987, the director of NIMH left, and they formed a search committee, and the rumor around the country was that I was going to be one of the major candidates for it.  So one day I was talking to the Chancellor of our university, and he said, hey, I hear that you could become director of NIMH.  I said, I don’t know, I’ve not been told that I’m a candidate.  He said, why don’t you do it? Go and get it.  So, I talked to the President and I talked to the Governor and I was told that they will keep my job open here if I get it. So I said, okay.  So I then went and interviewed seriously at NIMH. I went there with an idea of what I would like to do there, with my vision of the NIMH, what it should be, and what it could be.  And because I had interacted with the Institute, all through my professional life I had some very definitive ideas of what it could be, but what it was not.

AT: In a nutshell…
LJ: It should unabashedly be a scientific institute. That was its only business. It had not been at that at the time.  It was involved in training.  Secondly, it ought to be a leader in the federal government, and the nation, and the world for neuroscience research. We were being dealt out of the action there.  Neurology was taking it over.  Other institutes were taking it over.  NIMH was being pushed out of basic research.  The guy just before me was told from the Hill:  Don’t do basic neuroscience, that’s for the other scientific institutes.  You do the behavioral research. I also thought that it should hire the best and the brightest people and that it should have a role in stimulating the field, the science of the field.  I presented these ideas and I was offered the job.  And I went, and they kept my job open at UCSD. I was there for three years.  It wasn’t quite long enough.  I really changed the Institute in a major way.

AT: When you left, what would you say your achievements were?

LJ: Well, one was that we became the leader in neuroscience. .We pushed and helped to orchestrate the Decade of the Brain. Many people have said I’m the architect of the Decade of the Brain.  That’s not true completely.  I did have a lot to do with it.  I had a lot to do with implementing it.  A guy who shepherded it was Silvio Conte, Congressman Conte. He was a buddy of mine.  In fact, I was the only scientist institute director when the Decade of the Brain was signed.  The architects of the Decade were Dominici, Conte, Lou Sullivan, who was my boss, and me.  I went to a meeting of the Association of Neuroscience Departments and Programs, which is the place where all the neuroscience graduate programs gather, and when I made my presentation, the president got up and said, you know, it’s real clear that the leader of neuroscience in the federal government is the NIMH. Plus, we also, we initiated four general national research plans to organize the field of research.  One was the Decade of the Brain research plan to really put us on the map in fundamental neuroscience in the broadest aspect.  Another was the schizophrenia research plan. The third one was for child and adolescent disorders, and the fourth for the severely mentally ill.  So that set the table for NIMH research until the end of the last decade. We carved out our program with 50 to 60 new requests for proposals that laid the whole thing out.
AT: You have done so much administratively that has really shaped the field.  What would you say, in looking back, your key research contributions have been, or how do you feel that you left a mark that distinguishes you as a scientist?

LJ: Well, I think that probably my best research is ongoing now, over the last seven or eight years.  I was very affected by being at NIMH. NIMH is responsible for all the science in mental illness, but also is responsible for setting national policy in mental health.  And so I was very taken by the intense public health need that mental disorders present. Right now, mental illness is the most important under met public health problem in the world in both developed and undeveloped countries. This is established very, very soundly.  Not by people in the field, but by the World Bank, by the World Health Organization, and other organizations.  In my research I wanted to do some things that would influence the treatment of people and would be helpful for clinicians.  It has taken two directions. In one, we have defined in detail the lifetime course of unipolar and bipolar depression.  It had never been done prospectively.  And I’m involved with a group of people in the collaborative depression study that NIMH started in 1978.  It has been ongoing since that time.  A huge number of people with mood disorders were followed systematically, regularly, proactively in great detail for over 20 years now. We have been describing the course of illness.  And, one of the things we contributed to is that depression is not an acute illness.  It’s a chronic illness.  It takes its course across lifetime.  We also have been studying the disability associated with it, because of its public health importance.  And we have been able to show that the people with unipolar depressive disease are ill with their disease 60% of their lifetime.  They are asymptomatic less than half of their lifetime.. And when they are asymptomatic, they are not disabled.  When they are symptomatic at any level, there are grades of disability.  I think this is of fundamental importance.  Since depression is a chronic illness, we are looking at something that we think will distinctly change the chronicity of the illness. We found that if someone has a depressive episode or a manic episode, and they get completely well from it, regardless of how it happened, the likelihood of them having another episode quickly is very low.  In fact, they will likely have far less episodes in the future and will be far less time symptomatic.  If you recover from the episode and you no longer meet criteria for major depressive disorder or a manic episode but you’re still symptomatic the likelihood of your relapsing quickly is very high and also that you’re having a very chronic, less benign lifetime course.  What we don’t know right now is, is this defining two populations of mood disorder patients; one group that can get really well and another group that don’t and bumble along the rest of their lifetime.  It’s really clear that when you get someone from this group and ask them are you completely normal and well they say, you know, not quite.  I’m really better, but there is a little this, that, and the other thing.  But then there are those from the other group, who say, yes, I am completely well. We found that’s a state of stability, and they will stay that way for a long time, until environmental or endogenous stresses, cause a relapse.

AT: Thinking about psychiatry when you entered it and psychiatry now, what do you think the key changes have been?

LJ: You know, it is an entirely different field now.  It is not the same field.   It really is now a scientific discipline.  It was not then.  It was an art form, an intuitive art form.  Now it’s a scientific discipline.  You know, treatments and diagnoses are evidence based.  We demand it.  We have more to offer than ever in our history, without question.  We can manage most mood disorders.  Think of that.  Well, a bipolar patient 50 or 70 years ago would spend 25% of the time in a bipolar episode, manic or depressive, 25% of the time going into it, 25% of the time coming out of it, thus 75% of their lifetime was probably in a hospital.  And that’s not true at all now.  We can offer a great deal. Our field has changed more than any other in medicine, without question.

AT: Where do you think it is going?  I mean, if you could look into a crystal ball, where do you think the treatment of  the mentally ill in this country will be, say, 15, 20,  25 years from now?

LJ: It depends on major discoveries in genetic research. Although, it is very hard to go from the gene to a treatment, we have had evidence for this with the genetics of Huntington’s disease. I think the answer to your question depends on progress in genetics. We are going to be conducting genetic medicine, probably not so soon, because our diseases are very complicated scientifically.  Take a disease like schizophrenia; until 25 to 30 years ago you could not see any difference in the brain of a schizophrenic from a normal person. And yet, schizophrenic persons are so disabled that they’re eating out of a garbage can, and they’re living on the street. So, whatever the change is in the brain, it is amplified enormously from the brain into the behavior. And patients with schizophrenia will never be the same.  They’re just going to get worse or, at best, stay the same.  You know, if you have liver disease, you can take a biopsy, and say, whoop, there it is.  You could biopsy the brain all over in schizophrenia a number of years ago, and you could not find any difference from the normal brain. So we are dealing with an extremely tough problem because the schizophrenic brain merges with the normal.  The difference is dimensional and not categorical. .So, in any case, I believe that we can take a major short cut with the genes, if we can really find some genes which can direct the scientific inquiry into how to correct the abnormal proteins and the deficit proteins that come from the DNA.  I think that will help with diagnosis.  It would revolutionize diagnosis because there will be people who don’t look the same phenotypically, that may have the same genetic underpinning.  So, I think this is where it’s going to go. We are going to make a lot of inroads in imaging over the next few years.  But right now, until we get into spectroscopy and things like that, imaging is really just observational in nature. We’re finding out how the brain functions, how people remember, and what parts of the brain are involved in learning and memory.  All those things are very important.  But the fundamental aspects of these illnesses, I firmly believe, are in our genetics.

AT: How optimistic are you about the future of drug developments for treatment?

LJ: I’m very optimistic. As closer we get to the genome, the better the drug is going to be.  I firmly believe that drug development is going to be genetically directed.  So I’m very optimistic.  .AT: Let me ask you if there’s anything that I didn’t ask that you wanted to add?

LJ: Gosh, I don’t know.  We have still 5 minutes, right?

AT: Well, we can take another 15 minutes if you want.

LJ: Do you have any questions?

AT: One of the striking things about your record is what a renaissance scholar you’ve been. You were even on a panel on pornography and obscenity.  It’s interesting, because you were characterizing your early educational interests as one in which you wanted to be a well-rounded individual, and that you felt that the best doctors were those who were trained in an integrated way. Your own scholarship has reflected well-roundedness as well.

LJ: Well, I think that I’ve done a fair amount.  I was head the head at NIMH; I had training in general psychiatry; and I have been a committed kind of researcher on a part-time basis all along.  I know a lot about a lot of different things.  I have had training.  I had psychoanalysis early on in my residency.  I didn’t finish, but I had my own analysis.  I know what it’s all about.  I don’t do it.  I use it a lot in interacting with people in my faculty and things like that. Plus, also, I had a flair for administration.  I can organize things well.  I can unite people well.  I can develop consensus well.  I can make people feel good.  I can make ambiences in which people work to be very positive and very salubrious.  So I was able to grab hold of the Institute, which had defied every director in 40 years, and make it my own within a couple years.  I really was able to. As a director, you’re the boss.  What you say goes.  People got to do it.  It’s like the army.  I remember when I first got the Institute we had a meeting of the senior people, and there was kind of a tough issue, whether we should eliminate a program. And I said, now, we’re just going to talk about it.  I was used to do this in the university.  We talk together.  We discuss.  We try to arrive at a consensus.  If we cannot, I’ll make the decision, but I would prefer consensus. And within a couple of days, I got several letters of inquiry from senators on the Hill.  We understand the director is doing blah-blah-blah.  And, you know, that was common practice when I arrived. It wasn’t any longer when I left.

AT: Then you were saying how important it was to have the 1990s ear-marked as the Decade of the Brain.  What do you think the accomplishments were by the end of the decade?

LJ: Well, there have been monographs written on it.  I think, first of all, the neuroscience field at the beginning of the 1990s was one of the fastest moving fields in all of life sciences..  What the ‘90s accomplished was to establish a phenomenal infrastructure of neuroscience research that is this incredible engine and that is just pumping out stuff right and left.  I would say the discovery that, 45% of the genes are involved in regulating the structure and function of the brain; that the human genome is extremely important to neuroscience; and the importance of the development of all the imaging technology. In the early 1980s, you couldn’t look at the human brain while it’s in the process of functioning.  You can do it now routinely.  It’s done every day in dozens and dozens of places around the country. I mean it’s hard even now to say what was accomplished by it, because we’re still learning what is human consciousness and where is the seat of the soul. I mean, these things are all becoming possible, and some of the antecedents of it were laid down during that decade.  It has set neuroscience as the most unique science of man.   It has set the human brain, at the highest priority of the federal largesse.  It did for neuroscience what the war on cancer did for cancer research.
AT: Looking back, do you have any regrets?
LJ: You know, I have to say I really don’t.  Maybe I wish I had stayed with genetic research.  Had I known what was going to happen, I probably would have.  But actually the fact is that most of my contributions have been more in institutional building and less in fundamental research.  It’s been kind of an amalgam.  But I did influence the NIMH, you know, in the federal government. I thought it was so well established before that I could go away and it would always remain that way.  But it changed. I believe that I am in the process of developing what will be a unique department in the history of psychiatry in our field.  It is really an unusual place.  Not only high powered and great science, but it’s a great place to be, and it’s a great place to work.  And people are good to each other.  It’s not back biting, even though it is a very competitive group of people.  We have an ambience there that people can really grow in and feel safe and this sort of thing.  So, I’m not done with that.

AT: We should probably wrap it up there.

LJ: All right.

AT: Thanks so much.

LJ: OK.  I hope that it was useful.

AT: It was very good.
( Lewis L. Judd was born in Los Angeles, California in 1930.





