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RICHARD I. SHADER

Interviewed by Carl Salzman

Medford, Massachusetts, March 24, 2008

CS: Good morning.  I’m Carl Salzman.  This is March 24, 2008.  I’m talking from Tufts University School of Medicine and I am here to conduct an ACNP interview with Dr. Richard Shader,( a distinguished member of our college and a world renowned psychopharmacologist.  Dick, good morning!
RS: It’s a pleasure to be here with you, Carl.  We don’t get a chance to talk very often these days.

CS: Dick and I have known each other for more than forty years.  Dick was my mentor, my teacher, my colleague and close friend and we have a lot of stories we share in common and I’m going to ask Dick about some of them. But, Dick, let’s just start by talking about how you got to Mass Mental Health Center and, then, we’ll pick up from there with your career.

RS: Well, I was born in New York, actually in Mount Vernon, just outside the City, and my family was there during the Depression.  They were struggling down in Florida, where they had lived before. It was hard to make ends meet and they came up there to find work and, then, after a few years went back. Shortly after going back, I entered the public school system in Florida and that was my life.  I went through the schools there, came up to Harvard, became very interested in research, became very interested in psychiatry, in large measure because my dad had struggled with depression.  I wanted to understand what one had to do to conquer his problem. I still wonder about what it takes to conquer this problem many years later.  And, after medical school at New York University I came back to Boston to Mass Mental and that’s where we met after I had come back from a 2-year stint at the NIH.

CS: Tell us a little bit about your residency and, then, getting to NIH, your work with Jack Durell there and, then, coming back.

CS: Well, the residency was in a very exciting time; back in the very early 1960s. Mass Mental was very much in its heydays, accepting large numbers of residents.  I think there were as many as 24 residents for some years and the group was divided in terms of interests.  There were those who were interested in biological psychiatry; those who were interested in psychoanalysis, and some of us who were interested in both. And, depending upon what camp you were in, you felt more or less comfortable there at various points in time. It was a place that was, I thought, renowned for being at the cutting edge at that particular time.  I had a year there in 1961 when the Berlin crisis was going strong, and the government called me to active military service. Fortunately I was able to secure a commission in the US Public Health Service and, even more fortunately, I was able to be stationed at the NIH. I went, at first to Seymour Kety’s laboratory and, then, was assigned through Seymour Kety’s lab to Jack Durell where we worked on some very interesting projects related to early onset schizophrenia and many of the determinants of it. We were also interested in periodic psychosis and whether they were very specific determinants of periodic psychosis.  As I recall, we were very interested in the work of a Scandinavian psychiatrist named Gjessing, who studied periodic catatonia. And the project that I worked on had two parts to it.  One part was to look at the role of the thyroid and whether you could predict episodic changes in thyroid function and, indeed, it looked like you could.  Nothing ever happened with that work.  Ever since then, people still argue as to whether periodic catatonia is an entity that exists or not.  But, the second thing that I worked on, which was very interesting, gave me an introduction to working on scales. We developed a rating scale at that time for social functioning after one recovered from psychosis. It was a very elaborate scale, but, again, nothing came of it after it was published. Quite interestingly, lots of scales have been developed since then to look at quality of life and, to my knowledge, ours was the first major quality of life scale around, which we used in our studies and published in our reports.

CS: So, then, from NIMH, you came back?

RS: Came back to Mass Mental to finish my residency, yes.

CS: And, what year was that?

RS: That would have been 1964, which was just when you were a first year resident.

CS: And, who were your mentors and how did you get involved in psychopharmacology at Mass Mental?

RS: Well, I was interested in psychopharmacology actually before coming to Mass Mental.  I had worked during college on the artificial kidney that was being developed at the Peter Bent Brigham Hospital, now known as Brigham and Women’s Hospital, and in that work we saw a number of people with mood disorders.  So, when I thought about the difference between some of those people and what I used to see in my father, who had episodes that seemed to come out of the blue, and after he recovered had long intervals of good functioning in between two episodes, I began to be intrigued by the biology of mood shifts; how much was in one’s genes, how much was related to stress, how those things kind of interacted and how could they be modified. ECT was around, but I would see some people recover by themselves, and other people who seemed to be very chronically depressed.  So, I went to Mass Mental Health Center, very much committed to biological psychiatry already because I didn’t think that you could talk people out of serious illness. So, I felt we needed to bhave medicines to do that.   Even so, I felt you could make a great impact on helping people to understand themselves better, particularly people who had the time and inclination to do psychotherapy. 
CS: Let’s just touch upon some of the people who were at Mass Mental at the time, like Milt Greenblatt, Gerry Klerman and Eric Kandel.

RS: They were all there.  Eric was a resident.  He was a year ahead of me; so, not a mentor, but he was certainly a friend and colleague.  Gerry had just come back.  He had done his training and was very much a junior faculty memberat that point, a very brilliant man. He was probably the only person I ever encountered who had knowledge about what was known biologically and, at the same time could cast things in terms of the psychological theories of psychosis; he was able to frame a history how it might have been interpreted by Freud, how it might have been interpreted by Adler, etc.  Although, he was very committed to biological psychiatry, he was also a very comprehensive teacher and through his comprehensive approach, he fostered my more pluralistic thinking at the time.  Milt was very much a personal mentor to me, even if not as much a science-mentor.  He was very much involved in the development of the grants that we had to run our clinical research center for schizophrenia and very involved in some of the grants that we had for affective disorders. I, essentially, became his research assistant and he was sort of a father away from home for me.  We made a pact that Milt would look after me and then when David, his son, would get a little bit older I would begin to look after David if he chose to go into medicine. And, we’ve been together for some forty years.  It’s been a very productive and special relationship.

CS: And, were there other leaders in biological psychiatry at Mass Mental at the time?  I’m thinking of Max Rinkel and Bob Hyde. 

RS: Bob Hyde was around and I knew Bob, not only through Mass Mental, but through Al DiMascio, who had been a colleague of his, and was certainly an early person who was important in the teaching of psychopharmacology at Mass Mental Health Center.  So, I knew Bob, but I didn’t work directly with him on any of his LSD work.  Bob had also been a colleague of my psychiatrist brother-in-law, Arnie Abrams, so I knew him in that way as well, but I never knew Max to any extent.  Ed Sacher was also a resident, so there were a number of other people who later went on to move the whole field ahead, but not people who, at that time, were heavily involved in research.

CS: Just before we move on, I don’t want it to go unnoticed that at Mass Mental Health Center you worked on what was called the CRC, a schizophrenia research ward, and you co-authored the book, Tre atment of Schizophrenia. Could you comment about that research program?

RS: Well, that was a fun program.  As you know yourself, we had this very small ward with extremely chronic people and the idea at the time was to demonstrate the value of psychotherapy and to see its’ relative merits vs. pharmacotherapy because there was tremendous skepticism at the time about the role of antipsychotic agents.  At those times, we called them neuroleptics and we were very committed to trying to see what the interplay was among the various interventions that were made within the dynamic milieu of a ward.  These were people who were very sick and, I know, because I ran into some of them in later years, they remained very sick, despite all the interventions that people made.  But, it was a very interesting time and one of the projects that I worked on myself, which I thought was probably the most intriguing for me, was how to do a controlled study and whether you needed to blind everybody or whether blinds would be broken by side effects.  So, one of my earliest and most significant published pieces of research, early on was about the development of an active placebo.  You may recall that we mixed phenobarbital and atropine in doses low enough to give a little bit of dry mouth and a little bit of sedation so the staff couldn’t tell the combination apart from the active drug; but you could certainly tell by who responded to what, who was on active medication and who was not.

CS: And, Herb Meltzer worked also on that unit?

RS: Yes, Herb came later.  Herb came to MMHC along with you at the same time that I came back from NIH and he took over as Chief Resident on that unit.

CS: So, how did you then move from that position into the psychopharmacology program, which Gerry Klerman had started?

RS: Actually, through Al DiMascio.  Al was a psychologist and there were issues at the time about psychologists being PI’s on grants that involved medication. We had long discussions and I had consulted with him and worked with him and helped write a draft of a grant for him. And, then, it turned out that if we were going to keep this medication research going and move it forward, it made more sense for me to be the PI of the grant than it did for him.  So, as a result of that, I took that over at about the same time that Gerry Klerman was getting ready to move to the newly built Lindeman Mental Health Center. So, by those coincidences of time and where I was particularly positioned at that moment, I took over the psychopharmacology program and actually expanded it, because it had been quite small up until then.

CS: That’s just what I want to get to, and I want to be sure that we capture the excitement of the emerging biological and psychopharmacology research within the background substrate of psychoanalysis, which you, yourself, was trained in, which made you rather unique.

RS: Well, Gerry was trained in it for awhile and Ed Sacher was trained in it for awhile.  They didn’t complete their training, but I did and it certainly made one try to clarify the distinctions between being unhappy and being depressed, being stressed and falling apart.

CS: You often taught me that it had an effect on their research questions that they had a good clinical background.

RS: Yes, and one of the distresses I have about today’s research is that the patient populations are so mixed and confusing that when we don’t really find what we think we might find, you never know whether it’s the patient population or the design or the medicine or how we’re to interpret what we do or don’t find.

CS: Okay, now, among the exciting people that you were working with was Al DiMascio. So, could you just say a word for the oral history project about Al and what he was like?

RS: Al was a delightful, high-energy person.  That’s the way I think of him.  He was the first and only person I knew personally who drove a Corvette.  Sadly, he died driving that Corvette.  But, he was a promoter.  He was working on his PhD, actually, when I knew him and finished it during the period of time that we were working together.  And, interestingly, he got his PhD on the topic of What Stress Did to Dental Decay in Rats. We got interested in a topic that I have stayed with my whole career, which was “What Are the Factors that Influence an Individual’s Response to a Medication”, and, at that time, we were interested in personality factors.  One of the very first things we did was to look at a very simple dichotomy:  If you got a cold, did you want to stay in bed or did you want to fight it?  And, interestingly enough, as you know, we found that people who like to stay in bed seemed to like Valium (diazepam).  People who didn’t like to stay in bed when they got a cold couldn’t stand taking it.  This was essentially in healthy volunteers. We began a healthy volunteer unit that was at the time, part of an effort of the psychopharmacology research branch. Before NCDEU, it was called ECDEU (Early Clinical Drug Evaluation Units), and we were the one Early Clinical Drug Evaluation Units that worked with normal volunteers; so it was very exciting.  And, as you know, that work evolved.  When you came into it the work was on paradoxical rage; whether or not you could predict who would become angry and hostile, instead of being calmed, after the administration of a benzodiazepine.  

CS: This research led to making your program a center for benzodiazepine research and it also   moved the benzodiazepine field forward.  Could you comment on that and, maybe, reflect on what’s happened with benzodiazepines over the years?

RS: A very controversial subject.  Well, we were very interested in, again, who responded to each various medications and how. Some of the work we did when we began to have the capacity to do things like pharmacokinetics and blood levels, grew out from this interest when David Greenblatt got involved with us.  He had just finished the earlier part of his training in Internal Medicine and was interested in Clinical Pharmacology. So David joined us and began to do the work that allowed us to look at concentration relationships to behaviors and not just to dose and to try to be much more specific about it.  So, what happened there?  Well, we used to do a lot of this work with ourselves as our subjects, and we discovered that I could take 100 mg of chlordiazepoxide or Librium as it is known, intravenously, and it wouldn’t touch me, whereas David would fall asleep after he took 50 mg. So, we began to try to understand more about individual differences in drug response first in normal subjects, and, that was a way for us to get into more general pharmacology. Using what we learned about kinetics became ways to study all kinds of drugs, not just CNS drugs.  But, as you know much of clinical pharmacology grew out of from early work with CNS drugs, followed by work with cardiac drugs. And, then, when those two expanded, we had a much broader knowledge.

CS: What’s interesting to me, Dick, is here we are forty years later, and the pharmacology and pharmacokinetics of benzodiazepines are still the best known of all the psychotropic medications. 

RS: Well, fortunately, the NIH at that time had the resources to invest in allowing us to find those things out.  But, you know, the controversy developed when questions got raised about the addiction potential. We noticed that were many people who took the drugs and had no problem at all and, then, there were a small subset who did seem to have some problems that again raised questions of individual differences.  We got interested in partitioning whether obesity and fat made a difference in what got into brain, and what got into the rest of the compartments in the body.  We got interested in the differences between men and women, so it opened many doors to look at factors that influenced response.  As you know, the Church of Scientology got very involved at the same time that we got involved, a little bit later, actually, and what their motivation was I’m not absolutely sure, but they certainly put a lot of resources into trying to discredit the value of these drugs. And, I think with the publication of such books such as I’m Dancing As Fast As I Can, benzodiazepines got a very bad rap.  That bad rap was not deserved, because there was an equally good amount of research and really good research to show that the majority of people who took these drugs took them safely and didn’t become tolerant.  In fact, if anything, they would lower their doses over time so there wasn’t a whole lot to support for the notion that these drugs were dangerous or as dangerous as they were being made out to be.  But, I think that, you know, the public is always looking for controversy and this was a good controversy for people to sink their teeth in, particularly since it was financially being fuelled by a group that had a big investment in seeing that the public recognized it as dangerous.  And, it took many years before the World Health Organization reversed itself.  They initially came out with a statement that these drugs basically should not be used and, then twenty years later, came out with a statement that, for what they were intended to accomplish, they were probably the best and safest things we had available.  The woman who wrote I’m Dancing As Fast As I Can retracted her statements that Valium caused her problems, but nobody paid attention to the retraction.  People, usually, only pay attention to the first and most controversial part.  So, there’s still a lot of business in this area. You see, people advertising drugs that work at the benzodiazepine receptor as non-benzodiazepines as a way of making a point and sort of staying away from that area.

CS: It’s still a problem getting young doctors to understand that these are safe drugs.

RS: Absolutely.

CS: Before we continue on with the development of your career, I want to be sure to mention another aspect of your pioneering work, and that was the beginning of geriatric psychopharmacology. Perhaps you could just recall some of that. It was going on at the same time of the benzodiazepine work and, in fact, they were mixing together.

RS: Well, we did get very interested in age as a variable and we got particularly interested because we also felt that one place that benzodiazepines were being misused was, perhaps, in some nursing homes as a way of keeping people quiet and not because they were necessarily anxious.  We became interested in the positive value of these drugs for the elderly, and also  why they might be more sensitive to them or not sensitive to them.  But, certainly age as a variable became a very important part of wanting to understand individual differences.

CS: As we all know, there is a lot of controversy about the role of drug companies influencing the outcome of research and there’s an anecdote that has stayed with me for my whole life and I keep on repeating it to young students, now.  You and I did a study of a geriatric drug that was supposed to be good for memory; it was compared with imipramine and when we finished analyzing the data the drug turned out to be worse than imipramine. And we wanted to publish it; you wanted to publish it, and the drug company said, no.  And, I don’t remember whether you recall what you did, but I recall what you did.

RS: Please refresh me.

CS: You threw the drug company representatives out of the hospital and told them never to come back and that you would never do any research with that company again.

RS: My goodness!

CS: And, it was a great moment for me and one, which I think we all should acknowledge and observe, because it was the right thing to do.

RS: Did we publish the paper?

CS: No, we never did publish.

RS: And, that’s the interesting thing about drug company sponsored research; the ownership of the data.  Today, it would be quite different.  Today, that would not happen.

CS: Okay, now moving along, the kinetic work was growing along with your interest in general pharmacology.  You were also teaching at Mass Mental Health Center.  This was before 1979, and I do want to emphasize your brilliance as a teacher.  You and I did a lot of teaching together, but you really created a lot of the program and actually were the Residency Director for awhile.

Do you have any memories or reflections of that?

RS: Just that it was fun.  These were very halcyon days, even, if at the same time, the Halcion controversy was going on, but, you know, those were great days.  People were interested in learning.  People did not seem to shrug having to read something as they now do. They had more time and there was much more investment in the educating trainees than I think is often the case now where you learn by doing and not so much by spending time with mentors. They were days when people were trying to understand what’s happening and what’s not happening and why and why not.  So, those were very interesting times and I think that teaching was fun.

CS: And, that led you to accept the position here at Tufts in 1979, and leave the Mass Mental Health Center. It led for us to go our separate ways, which was for me a very difficult decision.  So, you came here and started in the psychiatry department and, then, moved to pharmacology.  Could you talk about some of your work in pharmacology and psychopharmacology as you came over here?

RS: You made the wise choice, I think, for your own development, not to join us over here. Well, when I got here, there were a lot of administrative duties, initially. Then, David came along, which I think was a very good choice for him, and we were able to expand our laboratory capacity and to evolve into being able to do much more research than we would have been able to do at Mass Mental Health Center.  But, the role of being a Chairman was a very time consuming one, in terms of administrative duties related to fund raising, related to public relations, related to getting along with other departments.  In fact, it’s a very different being in a general hospital setting than it is in a psychiatric setting, much more enriching in many ways, because you see different patient populations.  But the job was really to keep the place going and make it grow and expand. We were able to move beyond, an almost exclusively psychodynamically oriented department that I inherited from a very able man, who had actually been one of my psychoanalytic teachers, the late Paul Myerson, whom I had tremendous respect for, but there was a narrowness in the educational activities here.  So, expanding into a more pluralistic program and having residents understand that you couldn’t give pills to people without talking to them and expect good outcomes was very much a challenge and one that I enjoyed taking on. But, we were also able to expand the research at the time and we had great success with our grants at the time.  And, 1989 was the year that I really began to feel that I had done enough of being Chairman of the Psychiatry department. I had another mentor here, who was Lou Lasagna, who, as you know, was a President of the ACNP, and who became a very close friend of mine. And there was an opportunity to remake the Department of Pharmacology here, which had been part of Biochemistry as one department, Biochemistry and Pharmacology. So, in 1989, I accepted a position as Professor of Pharmacology and begin to think about and expand the department. Then, as you may recall, in 1990, I had my bypass surgery and I went on sabbatical for a year, to the Center for Advanced Studies in Behavioral Sciences, now part of Stanford. I worked on my interest in anxiety there, and on the relationship of worry about the future vs. worry about the past in areas of omission and commission and suggestibility.  All of that came at a time when I had a great deal of time to think about it. And, when I came back, it had been decided, to formally split the departments of Pharmacology and Biochemistry, and I became the first formal Chair of the Pharmacology Department, which I did for two and a half or three years. By then, it became very clear to me that I was running out of gas, as far as administration was concerned, and, I wanted to get back to doing work in research and expand my teaching.

CS: There was an irony that you probably don’t know about or may have heard, but at the moment you were having a bypass surgery, Ermino Costa was giving the ACNP Al DiMascio lecture at Tufts. He noted that we were all sitting in the audience, feeling quite upset and anxious and he looked at us and said, I had a bypass, and, now, look at me.  Dick will be fine; don’t worry about it.

RS: That, I didn’t know.  You know so many things about me that I don’t know.

CS: And somewhere in there, Dick, you also increased your activities in the ACNP and, ultimately, became its President.

RS: Yes, that was at the same time, actually.  Before becoming President, I was President Elect and Vice President; a position, I’m sorry; we don’t have anymore. When I was Vice President, Gerry Klerman was going to be the President. And Gerry died; a tragic loss, a very fine man. So, after having served as Vice President, they decided to do away with that office. And, then, I became President elect.  And, then, the year of my presidency was actually the year of my bypass surgery.

CS: Could you comment on how you saw the ACNP as you were leading up to your presidency and, then, what there was during your presidency that you thought was important?

RS: Well, I always thought it was a terrific organization.  Again, I was very lucky in that through Seymour Kety, who I worked with at the NIH, from 1962 to ’64, and Al, who were active in the ACNP, I actually went to my first ACNP meeting while I was at the NIH. And then, I became a member very quickly, much to my delight, because, as a small meeting, it was probably the very best place to learn through the workshops and through the close contact that people had with each other, about the interaction of mind and body, about drugs, about drug design, about everything you might want to know about psychopharmacology. Over the years the organization became more political, which I was certainly strongly supportive of, and we began to lobby actively, lobby for the Decade of the Brain, lobby for the appropriations for the NIH.  We worked with issues having to do with advocacy groups.  We got very involved in promoting advocacy groups at the time and I would say that the highlight for me was, in fact, the year of my presidency when the Secretary of Health and Human Services, Louis Sullivan, came to our meeting.

CS: I remember.

RS: And, that took over a year of very hard work and preparation. It was an acknowledgement of the role of the society as a group of scientists, who could make positive contributions to government decisions.  But, then, I think there were many members who felt we went too far and that we had become too involved in the political process. And, we seemed to pull back, at that point, as a group.  And, there was a movement during my presidency from the American Psychological Association to give prescribing privileges to psychologists who were in the Army because of an MD shortage.  I did not see that as a solution to a very real need and was very actively involved in trying to make sure that what was done was done so that no one was put in jeopardy, by trying to insure that all the psychologists who would get prescribing privileges go through a very rigorous kind of education in his psychopharmacology training. Since then, of course, as you know, lots of people have prescribing privileges now with much less education than the trained psychologists did.  I have mixed feelings about it.  I’m not at peace about that, myself.  

CS: In a very curious way, in a course that I was teaching, just two weeks ago, one of those psychologist trainees who took that course told me that she had learned psychopharmacology under the auspices of the ACNP, and that she was tested to make sure that she knew enough.  That was interesting.

RS: Yes, it is. I don’t have a long term follow up, so I don’t know what’s become of the program.

CS: So, you really became a pharmacologist, not just a psychopharmacologist, and that expanded your horizon and your view.  Could you comment upon that new career direction?

RS: Well, some of it was born out of necessity.  When I took over the Department of Pharmacology and Experimental Therapeutics it became very clear it wasn’t large enough for everybody to be able to do both research and teaching and everything else academic.  We had to move things forward in a quick way because we wanted to grow as a department. And, at that point, I began to do more teaching to relieve some of the faculty of teaching responsibilities so that they could get more RO1’s, which was going to be their survival and the survival of the department.  To do more teaching I had to do a lot of studying and that was fun for me. I was getting a new education, mastering a new body of information and was trying to translate it to people. And, sometimes, that was successful and sometimes it wasn’t, but it certainly all along has been an interesting time for me.

CS: Now, as part of this, you were always writing, always publishing and you also started a journal.  We want to be sure to mention that and how did you come to decide to do that?

RS: Well, that was at Mass Mental.  In 1978, we began to talk about the curriculum for residents and how we were going to educate psychiatric residents. My feeling at the time was that we really didn’t have a journal that would bring clinical psychopharmacology into the foreground.  There was a wonderful journal, Psychopharmacology, which existed at the time, but it primarily focused on animal work and on animal models and there wasn’t a place in it for clinical research As you know, just to back up a step, I was very interested in drug side effects and did that book on drug side effects.  I was very interested in the complications of drugs that affected other organ systems, which is really where my general pharmacology interests grew from, the medical complications of psychiatric drugs. When we were thinking about all that it made sense to see what would happen if we could create a journal for clinical psychopharmacologists that would bring all this kind of information together in one place. So, we went to a number of different publishers and nobody thought this was a very good idea at the time. But, fortunately, Williams and Wilkins thought it was a good idea and were willing to back it and get it started.  Later, the ACNP came along with its’ own journal.  We tried to talk the ACNP into doing it in the beginning, without much success. I’m glad that they have come along later with their journal, as well, because it’s another contribution to learning.  But, that was basically how it got started. We are now   twenty eight years later and the Journal is still going strong.  It’s a great journal.

CS: Okay, what about medical complications?

RS: You’re reminding me about my book..  Yes, well, I find it very interesting to go back and look at that book on Psychotropic Drug Side Effects from time to time, because, particularly right now, there is all this fuss, an appropriate fuss, about the “metabolic syndrome”.  Mike Ebert and I wrote a chapter in that book on glucose metabolism,  the effects of drugs on glucose metabolism and actually everything that people are now saying is right there in the book but no one ever quotes the book, because they don’t know it exists.  But, what was very interesting to me, when I go back and look at it was that we uncovered work in that area by people like Frank Braceland, who was head of the Hartford Retreat, and who had been one of the earlier presidents of the American Psychiatric Association.  He studied the glucose metabolism of schizophrenics and found out that they, basically as a group, unmedicated, had these problems. So it’s interesting how history gets lost; it’s teachers essentially who are supposed to keep all of this alive.

CS: So, if you think about all of your contributions and publications and books and journals, are there any things that particularly stand out?

RS: You.

CS: Well, thank you very much.

RS: I think I’m an educator; I have always thought of myself as a scientist educator, but really what that means is to educate about science.  I’ve never been able to do science without colleagues, and, so, if I want to be remembered for anything, it’s more for trying to inspire other people to use information properly.

CS: Well, that would suggest to me the Psychopharmacology Training Manual, which the first edition was also somewhere in the ‘70’s.

RS: 1970, yes.

CS: And, it’s gone through a number of editions.

RS: It’s a spectacular book.

CS: How did you come to decide to do that?

RS: It’s the same as with the Journal.  There wasn’t a book that I felt that we could easily use, that you could carry around. And, I saw the Washington Manual for Internal Medicine and contacted that same publisher, Williams and Wilkins, and said, it’s time to have something like that in psychopharmacology, and they were very willing to back it.

CS: Okay, now, I’m supposed to ask you about any honors, awards and distinctions that you received during your wonderful career?

RS: Well, I think there’s some that have stood out in an interesting way.  The late Frank Ayd, who just died, was a long time friend through the ACNP, somebody whom I admired, because he also had a commitment to bring drug information to people and making sure that bad things didn’t get hidden.  Actually, my very first paper that I wrote for the Journal of the American Medical Association was on Retrograde Ejaculation with Thioridazine, and I had a devil of a time publishing that paper.  They did not want to publish it, because it looked bad for the drug.  And Frank had always been somebody who supported getting at both positive and negative drug effects and, so, my very first reward was the Taylor Manor Psychiatric Award, which pleased me a lot, because it came from somebody I had a high regard for. Then, as you know, you and I, received the Vestermark Award from the American Psychiatric Association, which is an educator’s award. We also won the award for the second time for our work together on the curriculum for psychiatric residents in psychopharmacology, so I had the opportunity to share that with others.  I certainly had many opportunities to be visiting professor in various places, which has taken me around the world and been a very vital part of my life and growth.

CS: So, as you look back over your career, how would you…
RS: You’re making me feel old.

CS: No, no, no, you’re getting younger every day.  You look terrific and sound terrific, but I’m supposed to ask that question.  Are you happy with the way things turned out in your professional life?

RS: Yes.  I’m not necessarily happy with what’s happened to my profession, but I’m happy with my professional life.

CS: And, which profession is that, pharmacology or psychiatry?

RS: I would say with psychiatry.  I think the pendulum has now swung too far in the direction that I meet young psychiatrists who never have any time to talk to patients. It is very disconcerting to me to see clinicians who don’t know the difference between being demoralized and being depressed, who don’t really recognize that some kinds of anxiety can be dealt with by reassurance. It is disconcerting to hear people now talking about intervening in prodromal schizophrenia when we don’t really know that those people are going to turn out to have schizophrenia or not.  Some of them may end up being bipolar.  Some may be having adolescent turmoils and we don’t know very much about that.  So, that component of psychiatry, and I’m first and foremost a psychiatrist, that component I find very distressing. I don’t know if you’re on Barney Carroll’s ’mailing list…

CS: Oh, yes.

RS: Then, you see about controversies, as for example that somebody’s marketing a diagnostic test for genetic variance that might predispose you to bipolar disease. You know, to me, that’s not where we are.  
CS: So, if you look ahead to the next five years, could you comment on what you think would be the exciting developments that might actually have clinical relevance? In your own area of kinetics, we’re certainly learning a lot more about how to define the genes.

RS: I think kinetics is important and I think genetics is very important. But I think what is even more important is not looking to one single avenue.  I think the future lies in trying to bring things together.  You have to pull them apart for a while, but if you then pull them apart and go down those separate pathways without really finding ways to bring a synthesis back together I think you forget about people.  When you talk about treating gene defects, you are not talking about treating people.

CS: This brings us back to current areas of gene - environment interaction, which in some way seems to complete the circle that you started; it very much takes into account life, as well as one’s genetic equipment.

RS: Some recent obesity studies looked at the fact that men are more likely to overeat, because they’re sitting around with other men who are overeating, whereas women are always talking about their dieting, or when they eat together are always trying to eat less and show each other that they’re eating very little.  You know, it isn’t simple and I will continue to do work in this area.  It will try to make sure people understand that it isn’t simple and to try to tease apart the elements that can be revealed.

CS: Well, I think that’s a wonderful place to stop.  Dick, thank you very much.  I think that the ACNP is honored in having had you as President.  I remember the Sullivan lecture very, very clearly.  You were kind enough to ask me to participate on that program and I owe you a lot of thanks for my own career and thank you for this interview.

RS: Happy to do it.
( Richard I. Shader was born in Mont Vernon, New York in 1935.





