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ROGER E. MEYER
 Interviewed by Thomas R. Kosten

 San Juan, Puerto Rico, December 12, 1996

TK: Hi.  I’m Dr. Thomas Kosten.  I’m a Professor of Psychiatry at Yale and a member of the ACNP and I’m here this afternoon interviewing Roger Meyer,( the Past President of the ACNP in 1993.  Roger, perhaps you could give more of an introduction of yourself.

RM: I am Dr. Roger Meyer.  Over a 30-year span, I have been an addiction research psychiatrist interested in looking at both experimental and clinical aspects of alcohol and drugs dependence. I served as department chair, Executive Dean and as Vice President for Medical Affairs.  

TK: How did you get prepared for such a career?  What’s your training been?

RM: As a medical student at Harvard between 1958 and 1962, I was torn between internal medicine and psychiatry. We had some great lectures in psychiatry and pharmacology, and some wonderful psychiatry clerkship experiences that gave one a “hands-on” feel that was unavailable in other specialties. Internal medicine felt like the more “legitimate” choice of specialty. I resolved my ambivalence by choosing a rigorous straight medical internship under Dr. Robert Petersdorf in Seattle, before entering psychiatric training. Like many psychiatrists of my generation, I sought psychiatric training at a very psychodynamically oriented institution. I was a resident at the Massachusetts Mental Health Center (Mass Mental or MMHC) during it’s so called, “Golden Years” when Elvin Semrad, our Psychiatrist in Chief, anchored a belief system that downplayed developments in psychopharmacology.  I, on the other hand, hoped that psychiatry was about to change and take off in new directions because of emerging developments in psychopharmacology. The latter not only offered new treatments for seriously disabling conditions, it also seemed to offer a better understanding of the pathophysiology of those disorders. I was fortunate, because one of the first people that I encountered at the Mass Mental was Gerry Klerman.  Gerry had returned to MMHC following two years at the Psychopharmacology Service Center at NIMH with Jonathan Cole and an extraordinary group of research psychologists. Gerry was in psychoanalytic training during his years at MMHC, but his enthusiasm about psychopharmacology was infectious; and his encyclopedic knowledge of the history of psychiatry, and of current developments in the field, was a stimulus to creative thinking. Gerry Klerman’s vision brought resolution to my own ambivalence about psychiatry at MMHC.  Just as I was starting to think about doing research with Gerry later in my residency, he went off to Yale to head the Connecticut Mental Health Center. Before leaving MMHC, Gerry recommended that I contact Jonathan Cole to see if I could spend two years with his group at NIMH, following my residency. I was delighted when Jon offered me a position to start in July 1966.

When Gerry Klerman left MMHC for Yale, I went on work with Alberto DiMascio in his clinical psychopharmacology research program on a part-time basis at the hospital. Indeed, it was Al DiMascio who invited me to my first ACNP meeting in Washington in December 1964. I was overwhelmed with the content and quality of the meeting, so very different from the environment at MMHC.  Al invited me back in 1965, but I felt that a trip to Puerto Rico, even for the science, was too luxurious for a resident, so I opted not to go.  By the time that the ACNP Annual Meeting rolled around again in December 1966, I was at NIMH and from that meeting to the present I have attended every meeting except one in 1989, when I had the flu. I regard my early and on-going ACNP involvement as a major pillar in my career development. 

TK: To come all those times is nearly perfect and possibly unmatched attendance record.   To move forward in our interview, how did you get interested in substance abuse?

RM: It was very, very fortuitous.  In addition to my research on the effects of imipramine and stimulants in normal subjects with Al DiMascio, I had spent my last year of residency in a special program with Gerald Caplan. The Laboratory of Community Psychiatry, which had its origins at the Harvard School of Public Health, offered a one year didactic and field experience built around a revolutionary public health perspective. In addition to learning about the emerging community mental health movement, I gained important didactic information and some facility in the language and methods of epidemiology, social psychology, and biostatistics. As my time to go to NIMH approached, I contacted Jon Cole about my expected responsibilities and was distressed to learn that he had given my position away to someone who was already at NIMH, but who had been disenchanted with his previous assignment. As Jon and I discussed options, he was intrigued by my work with Gerald Caplan, and suggested that I might be interested in working with him in a new area that was about to fall under his Branch at NIMH: drug abuse. He noted that drug abuse seemed like a great match for my interests in psychopharmacology and public health. Though I had no experience with addiction during my psychiatric training, I was intrigued and agreed to take the new position. My friends at the MMHC thought that I was making a huge mistake choosing to go so far out of the mainstream of psychiatry. 

I arrived at the Psychopharmacology Research Branch in July 1966. Mitch Balter had been given a lot of responsibility for developing the program-and Mitch was one of the greatest mentors that a young psychiatrist could have. He was generous with his boundless knowledge and advice. Without question, my six months with Mitch constituted my essential orientation to the field. It turned out to be critical because, by January 1967, there was “another” reorganization at NIMH, and I found myself in a new Center for Studies of Narcotics and Drug Abuse.  The man that I was working for at NIMH also held a senior position in the same content area at FDA. Because he was trying to do two jobs, and he had a history of two heart attacks, he died within three months.  At the tender age of 29, I found myself with responsibility for identifying and funding the first community based treatment programs for heroin addiction, developing a system for the oversight and distribution of hallucinogenic drugs in psychiatric research, and establishing the foundation for a program to study cannabis, including cthe creation of the government’s own marihuana plantation in Mississippi and for synthesizing δ-9 tetrahydrocannabinol. I was also responsible for managing an interdisciplinary grant review committee that would consider the broadest array of biological and psychosocial studies on addiction. At one point, I was tasked with trying to fathom the nature of the epidemic of drug use in Height Ashbury and among American service personnel in Vietnam, in order to advise Congress and the administration about prevention and intervention strategies. It was really an extraordinary experience, learning about a field from the top down. . We funded Avram Goldstein’s original work on the opiate receptor.  We set up the initial community based treatment programs in New Haven, Chicago, and four other cities, and we resisted the efforts of senior NIMH leadership to use the community mental health centers as the principal vehicle for dealing with the growing drug problem.  By July 1967, I was officially made Acting Director of the Center that brought me into an official capacity in testifying before Congress and in meetings at the Pentagon. It was a heady experience, but I had never even treated a heroin addict I decided that the honest thing to do wold be to go back and learn the field from the grond up. I looked at different positions  and was recruited by Bostn University’s Department of Psychiatry (BU) tp a position called Assistant Director of Research Training in their Post-Residency Fellowship program.  They promised me the opportunity to do research. I worked in Seymour Fisher’s laboratory where I designed and conducted a study of marijuana use in heavy and asual smokers. We fond significant differences in self-reorted experiences, and most importantly in our laboratory-based obsrevatios on the effects of cannabis n these two different cohorts. Securing permission, to conduct te study from federal and local officials, and securing the supply of marihuana for research purposes, presentes important logistical chalanges. Early on, I engaged some residents in my research, notably including Steve Martin who was a first year resident at BU. The resreach experinec brought Steve to addiction research an drepresentes the beginning of his distinguished academic career. Following his residency and service at the Pentagon, I later recruited Steve t join my research team att McLean from 1973 to 1977.  At BU, I also got involved in setting up a community based heroin addiction treatment program and began my NIMH, later NIDA, funded research in drug self administration in rodents in Joseph Cochin’s pharmacology laboratory. Joe was tremendously generous with resources, graduate students, facilities, supplies and research assistants, and his own time; and Joe and Conan Kornetsky taught me the elements of opiate pharmacology and of behavioral pharmacology that I later applied to my clinical research with heroin addicts.  The combination of clinical and basic research at BU was wonderful, but the political challenges related to the development of an addiction treatment program in the inner city proved daunting and ultimately unsatisfying in a city that was at the time more racially polarized than at any time in its history.  

Jack Mendelson offered me the chance to join him at Boston City Hospital, then, still a Harvard service in psychiatry. Jack and I followed up on the acute cannabis studies that Steve Mirin and I had conducted at BU. We studied chronic marihuana smoking in heavy and casual smokers over a four-week period in a paradigm that Jack had earlier developed with Nancy Mello in studies of alcohol self-administration. Our study, which was conducted with support from a relatively small grant from the National Marihuana Commission, clearly highlighted the extent of use among self-described marihuana smokers-and the effects of acute and chronic use on neuroendocrine function, behavior, motivation and cognitive function. In addition to our report to the Commission, we put our findings together in a book. The project also introduced me to Tom Babor, who was then a post-doc with Jack. Tom and another post doc manned the research unit in 12-hour shifts for 60 consecutive days.

TK: In spite of doing those 60 days of 12-hour shifts, he still wanted to work with you?

RM: Still wanted to work with me-and did at Boston City, McLean Hospital and later at the University of Connecticut where he is currently Chairman of the Department of Community Medicine. Most importantly, the chronic marihuana study with Jack shaped a Center grant proposal that I submitted to NIDA for clinical and biobehavioral studies of opiate addiction.  Cyclazocine and naloxone had been available as experimental treatments for opiate addiction for several years, but each drug had serious limitations. Naltrexone was just coming on to the horizon. It had the narcotic blocking effects and benign side effect profile of naloxone, and a duration of action that made it practical for outpatient treatment. The vision that had fueled my original interest in psychiatry, that psychopharmacology might help us to understand the pathophysiology of addictive disorders, suddenly seemed achievable. A drug that blocked the effects of injected heroin might help us to understand the biological and behavioral dimensions of relapse. A drug that could be studied in a clinical research setting and in the animal behavioral laboratory, and that could then be administered to patients in a real world setting, might enable us to link experimental data to efficacy in the real world.  In brief, the Center grant that I submitted brought together Joe Cochin and Conan Kornetsky from BU, Joe Schildkraut at Mass Mental Health Center, Jack Mendelson, Tom Babor and me in a multidisciplinary proposal to study opiate self-administration in rodents and in heroin addicts under blocked by naltrexone  and unblocked placebo conditions. Our clinical research studies examined behavioral, mood, and biochemical measures, as well as neuroendocrine measures in plasma and MHPG in 24 hour urine, in these two conditions, i.e., blocked and unblocked heroin administration. After one year, Steve Mirin joined me as Clinical Chief of the unit. The work that I did under this Center grant was probably the single project, over the course of my career, of which I am most proud. The animal model studies took place at BU. The clinical studies took place at McLean Hospital because our original plan to conduct the study at Boston City Hospital was de-railed when Harvard was forced to end its affiliation at that hospital just as we were getting funded. 

McLean was very supportive of the work. They moved quickly to establish a four-bed research unit. The IRB at McLean strongly recommended that the hospital attorney secure informed consent from each subject, after ascertaining that each subject was fully aware of the details of the study and was not “coerced” into participation. The extra procedures were very important in establishing our transparency and accountability in case of any controversies. Since this was the first chronic, 10 day, heroin self-administration study performed with volunteers rather than prisoner addicts, it was imperative that the study be done well with full attention to the rights of the volunteers.   The FDA and the DEA had to sign off on our procedures for securing the heroin supply, which came from NIDA. In a curious side light NIDA was unwilling to ship the heroin directly to the hospital, so it could only be shipped to the local Belmont Post Office where I was the only authorized recipient. I was concerned that some day one of our former subjects would figure out how we obtained the heroin supply, so I carefully planned each trip to avoid repeating patterns from previous trips to the Post Office. 

Our research participants came from a broad swath of territory in the Boston area, presenting us with some interesting logistical challenges related to recruitment and follow-up. Since we were interested in studying naltrexone in outpatients after their participation in studies on the unit, and since we were reluctant to dispense more than a one-day’s supply of the drug, we identified the local pharmacist for each subject-and the local pharmacist administered the drug each day to the patient.  When early in our study, it became clear that most of our subjects did not show up for their first dose of naltrexone at the pharmacy, we applied the same principles of behavioral reinforcement that we learned in the management of the inpatient unit: in this case we paid them $1/day at the pharmacy. Our retention over the first 1 to 3 months dramatically improved. In recent years, it has been fun to see Dr. Nancy Petry and others apply these principles to demonstrate that rewarding abstinence can be an important part of addiction treatment. 

In undertaking our studies, we felt that a research program involving heroin self-administration by addicts should include access to treatment. In more recent years, the field has focused on “non-treatment seeking” volunteers, but we felt that treatment was our responsibility to the subjects. In running the inpatient unit, we tied monetary reinforcement to therapeutically relevant behavior, such as participating in counseling, studying for the GED (the high school equivalency test), studying for a driver’s license, preparing a resume, going for job interviews, as well as research relevant tasks, such as 24 hour urine collection.  With regard to the latter, Joe Schildkraut noted that our subjects performed far better than depressed patients in terms of their urine collection reliability. In terms of our efforts at treatment in the inpatient setting and in aftercare, the Governor’s Advisory Committee on Addictions who visited the unit and met with patients and staff cited us as an “exemplary” treatment program. 

TK: What did you learn from the clinical research studies of heroin self administration in humans and in animals?  

RM: During the ten-day period of heroin availability, subjects were not required to take it; but no subject refused the first dose and all subjects on placebo naltrexone continued to take unblocked heroin over this period. It is important to recognize that our work was based on models of addiction that had been developed at the Addiction Research Center at Lexington by Bill Martin, Harris Isbell, and particularly Abe Wikler. Following Abe’s model of conditioned abstinence, we expected that subjects would self-administer heroin in the context of withdrawal signs and symptoms, which would emerge most clearly among addicts experiencing blocked heroin. We did not find evidence of conditioned abstinence in these subjects. In fact, many subjects on naltrexone stopped taking heroin after a very few doses. Those who continued to self-administer under these conditions seemed to experience conditioned drug effects. What we did find was that self-reported craving correlated highly with actual drug self-administration behavior, under blocked or unblocked conditions. Indeed, for our subjects, craving seemed to be related to the perception of heroin availability-and the craving experience itself was reinforcing. In recent years, it has been interesting to read the reports of Friedbert Weiss and of Bill Shoemaker, who have employed different methods to establish that in drug/alcohol self-administering rats, dopamine release in the nucleus accumbens precedes the self-administration behavior, a finding fully consistent with what we observed in our addicts. At some level, the reinforcing potency of “craving” may account for the tendency of addicts to return repeatedly to settings in which they have previously used drugs-despite the advice of their treatment programs to avoid such settings. I think we learned a lot about the stimulus issues with regard to heroin that has turned out to be quite interesting.  In 1984, Stewart, de Wit and Eichelbaum cited our work in their classic paper on the conditioned incentive properties of drugs, arguing that “craving” was an appetitive response rather than an attempt to avoid negative symptoms. I think that other experimental work in the animal laboratory has also been consistent with our clinical research findings. We felt so strongly about this issue that we actually entitled our book summarizing the findings: The Heroin Stimulus, where the heroin stimulus was a signal of drug availability based on expectancies and/or prior experiences acquiring heroin in the community. 

In my view, the only way that you can validate self-reports of craving is to examine it in the context of drug self-administration. Our studies of heroin self-administration on the four-bed unit also convinced me that laboratory based studies of “craving” should include the opportunity to consume the drug, or alcohol. The drug related stimulus minus the opportunity to consume is not the same as the drug related stimulus linked to actual consumption. In our double-blind studies of four housed subjects at a time, the randomization procedures might result in three subjects getting high on heroin while one subject was receiving naltrexone and getting no pharmacological effects from the opiate. Rather than the overwhelming stimulus of three intoxicated subjects driving craving and heroin self-administration behavior in the lone naltrexone treated subject, self-administration behavior stopped and craving fell over the ten days of heroin availability under this condition. Across all double blind studies, most subjects did not challenge narcotic blockade after the first few doses. Indeed, heroin self-administration under blocked conditions only persisted as long as subjects were getting some conditioned effects from the injection as evidenced by subjective reports and papillary constriction. In our animal behavioral studies, rats who had been through multiple periods of drug self-administration and withdrawal were more likely to relapse to saline injections and to persist in saline self-administration behavior than rats who had been through a few cycles of opiate self-administration. These animal studies highlighted the power of conditioned reinforcement following prolonged cycles of drug self-administration. 
Our inpatient studies also provided possible insights on the relationship between street pricing and crime. In our study, subjects “purchased” heroin by exchanging points accumulated on a hand counter. This methodology for assessing the motivational value of anticipated drug reinforcement was built on the work of Jack Mendelson and Nancy Mello in their studies of chronic alcoholics. The hand counters were designed to be tamper proof, and worked perfectly when the response costs were moderate. When the “price” was increased to determine if excessive response costs could modify drug-seeking behavior, the subjects figured out a way to “break into” the hand counters to advance their available “currency”, unbeknownst to the staff. At the end of their stay, they revealed their strategy to the staff, and the devices were modified. The next group of subjects, faced with the same response costs, figured a new way to “beat” the revised system, and revealed their strategy at the end of the study. For the rest of the study, the response costs were returned to the original level and the “criminal behavior” did not recur. 

TK: If you increase the price of the heroin, you increase criminality rather than decrease drug use?

RM: Apparently so. 

TK: You also looked at a number of biological measures associated with drug-seeking behavior.

RM: Yes. Joe Schildkraut looked at 24 hour urinary MHPG which was the most accessible putative marker of CNS catecholamine activity at that time. While the findings were of interest, we were very cautious in our interpretation of the data that suggested a possible relationship between mood elevation with heroin consumption and increased MHPG excretion. Recall that at the time, the predominant theory of drug reinforcement was noradrenergic rather than dopaminergic, so we were looking for links between mood and distal evidence of noradrenergic activity. The neuroendocrine findings that were analyzed by Jack Mendelson and Jim Ellingboe were also very preliminary, but were followed up over the years in rigorous studies by Jack and Nancy Mello and their colleagues. I have come to believe that some of the elegant clinical research paradigms that were applied to behavioral studies in addiction in the period prior to 1980 should be brought back now that we have the technology to assess more direct measures of brain function. 

TK:  Who were some of your early career mentors who helped to shape your career?

RM: Well, I have already referred to the work of Bill Martin, Harris Isbell and Abe Wikler. In my view, Abe stands as one of the most creative psychiatrists of 20th century America whose work at Lexington influenced a number of people including Arnold Ludwig, Jerry Jaffe, Don Klein, Chuck O’Brien, Herb Kleber and me. Regrettably, Abe’s influence was not much felt in mainstream American psychiatry which was dominated at the time by psychoanalysis. Jerry Jaffe, Jack Mendelson, and Dan Freedman were my early role models-and each helped me in different ways to harness my research vision and career direction. The research psychologists at BU especially Conan Kornetsky and Alan Mirsky opened my eyes to powerful linkages between clinical and animal model studies-and the unique possibilities for such linkages represented by the addiction field. In my view, this is still true!

TK: Your career took a turn at some point where you moved away from heroin and moved towards alcohol.

RM: When I was at NIMH, I came to feel that alcoholism was a greater public health problem than illegal drug abuse, and I tried to get myself re-assigned to work with Jack Mendelson and Nancy Mello in their intramural research program at St. Elizabeths’. Because we were short-staffed in the Center, I was promoted to be Acting Chief and I missed the chance to work with Jack at that time. At Boston City Hospital and at McLean I had a great opportunity to interact with Jack and we talked a lot about issues of alcohol and drugs. Tom Babor, who came with us after his post doc, was an encyclopedia of alcoholism.  So, while my research focus at McLean was opiate addiction, I found myself also reading and talking a lot about alcoholism. 

While McLean was a great setting for my research, I also felt that our group was never going to impact on medical student or resident education in an institution that was still very psychoanalytic in orientation, and where my research was not really of great interest to my clinical colleagues. To bring what I had learned into the mainstream, I really felt that I needed to seek a leadership position, to become a Chair. Through Danny Freedman and others, I made it known that I would be interested in looking at Chairs. I wanted to be able to find a setting in which I could continue my scholarly interest in addiction, preferably alcoholism, while also being in a position to influence the future direction of psychiatry and the image of psychiatry within the community of academic medicine. I increasingly felt that the addiction field, as poorly understood as it was among our psychiatric colleagues, was well positioned to progress because of developments in neuroscience and genetics, and especially because of the quality of our animal models and the strength of our clinical research. I had looked at several Chairs, and was offered two of these positions before I was approached by the University of Connecticut (UConn). The position at Connecticut attracted me because, it looked reasonably well funded, and the university hospital was suffering from a paucity of medical and surgical patients which enabled psychiatry to develop a second inpatient unit devoted to alcoholism treatment. While there was no federally funded research in the department, I thought that the alcohol unit was a potential gem that could anchor a major clinical research program on alcoholism. I secured a commitment from the Dean that we would always have at least a ten-bed presence on this 20+ -bed unit, and I accepted the position. In January 1977, I started at UConn 2 days per week, while I wound down my program at McLean. I also put the elements together for a Center grant application to NIAAA. I discovered a number of resources in the Hartford area, including Bernard Glueck, who had been on my study section at NIMH, and was at the Institute of Living doing studies with computerized EEG and with autonomic arousal.  Tom Babor could easily commute from Boston to the Hartford area and help me put this proposal together.  James O’Brien was an internist in the Department of Psychiatry who had obtained a Career Teacher Award from NIAAA, and was interested in the medical consequences of alcoholism. Jim Stabenau, the former Chair who had stepped down several years earlier, had been a distinguished schizophrenia researcher in the intramural program at NIMH with a strong interest in genetics. Jim proposed a family history study of patients admitted to our alcohol treatment unit. Our initial Center grant application was approved but not funded, and we were strongly encouraged to immediately reapply. NIAAA had funded five centers in the first go-round, and indicated that they might fund as many as four centers in the second round. When we were approved for funding, our budget was immediately reduced from $500,000/year to $200,000/year including indirect costs. We were expected to conduct our studies on typologies of alcoholism within our treatment system, conditioned responses to alcohol-related stimuli in alcoholics, and the family history study. Being Chair of the department enabled me to cobble together additional resources from a variety of locations in order to stabilize funding for the Center.  We were able to recruit Jerome Jaffe, Dominic Ciraulo, Alexander Nies, and Ovide Pomerleau to the affiliated Newington VA Hospital and to link our VA resources to build the Center. By 1982, when the Center grant came up for renewal, we were the only one of the four centers that had been approved in our cohort to be renewed.  Our research had been able to proceed in spite of the huge budget cut, and our new faculty was able to drive exciting new initiatives that we proposed in the renewal application. Being Chairman of the department had enabled me to garner additional resources for the Center, and thereby strengthen both the research program and the qualitative direction of the department across its mission of teaching, research, patient care and service to the community.

While I view the Alcohol Research Center at UConn as the core of my legacy at that medical school, we were very nearly wiped off the map shortly after our grant renewal in 1982. A new Chair of Internal Medicine had come on board and covetously eyed our alcohol unit beds. Our new Vice President for Health Affairs thought that psychiatry should not be part of the campus but should be somehow placed elsewhere. Thus, by 1983, I was involved in a protracted struggle to keep the alcohol unit, while the powers that be in the University were trying to have it converted to the use of the Department of Medicine.  It was a very tense time, and it was only fortuitous that the federal government, at that moment, imposed the DRG system which shortened the lengths of stay of patients in internal medicine and surgery; and, thereby abruptly eliminated the urgency to change the configuration of the alcohol unit. But the protracted battle to preserve the Center, and a contemporaneous set of problems at the Newington VA Hospital, led to the departure of my closest colleagues: Jerry Jaffe and Ovide Pomerleau. Somehow, during this time, I was able to recruit Tom Babor to UConn, and we were able to link some research to Herb Kleber’s group at Yale, re-creating a critical mass of researchers in alcoholism and addictive disorders within our Center. As you know, Herb is one of the most generous and wonderful people in psychiatry, and I owe him a great debt of gratitude for making this linkage possible.

By 1984, I felt secure enough to take a mini-sabbatical in London with Griffith Edwards, and to think through where I wanted the Center to go next. Using Edwards’  alcohol dependence syndrome as our model for defining aspects of alcoholism in patients and in animal models, we proposed some studies with animal models, the expansion of our clinical studies of conditioning factors, craving and drinking behavior, and we proposed to build on our typology study data to launch a program of pharmacotherapy studies in alcoholic patients. The studies of autonomic reactivity and subjective effects of craving and conditioned stimulus effects of placebo and alcohol in alcoholics had mirrored my earlier findings on the effects of the heroin stimulus and of blocked heroin injections in heroin addicts. Our linkage with Yale brought in Bruce Rounsaville, Stephanie O’Malley and Bob Innis. The departure of Jerry and Ovide actually opened opportunities for younger faculty at UConn like Hank Kranzler, Ned Cooney, Lance Bauer and others. Our research on typologies has helped to differentiate patients with better and worse prognosis entering clinical trials. While it has not yet produced a valid treatment matching strategy, it has highlighted the importance of sociopathy, alcohol dependence severity and family history as very important factors affecting outcome.  The family history studies led to major collaboration in the Collaborative Study on the Genetics of Alcoholism, in which Victor Hesselbrock at UConn has played a major role. Victor, Hank and their colleagues have greatly expanded the genetic studies on alcoholism at UConn and Yale with Joel Gelertner. Hank Kranzler and Stephanie O’Malley have conducted some elegant clinical trials on the drug and behavioral treatment of alcoholism starting with their studies of buspirone led by Hank and naltrexone, led by Stephanie. Based on their work in the Center, Tom Babor. Ron Kadden, Ned Cooney and Mark Litt played a major leadership role in Project MATCH, the largest comparative psychotherapy study ever supported by the federal government.  By the time I left UConn in 1993, our NIH-support on a per capita basis was the highest in the school, and our department was one of the stronger research departments of psychiatry on a national basis, one of the few small departments to be in the top quartile of NIH support. Our department had also been key to UConn’s successful GCRC submission, especially because of the contributions of Victor Hesselbrock and Hank Kranzler. 

After my efforts to save the Center had succeeded, I realized that the existence of the Center itself and of a successful department would not guarantee survival. So when our new Dean asked me to come into his office part time in 1987 to re-organize the faculty practice plan, and in 1989 to become Executive Dean to help him to manage multiple aspects of our clinical care and research programs, including our relationship with the hospital, strategic planning, and the GCRC application process, I felt that I needed to take on more administrative responsibilities in order to avoid unexpected adverse decisions coming down from the administration. It also pulled me toward higher academic administration and away from day to day involvement in research and teaching. By 1992, I was ready for a sabbatical from my three roles, Department Chair, Center Director and Executive Dean to decide the future direction of my career. Our youngest daughter was off to college and my wife and I went to the Center for Advanced Study in the Behavioral Science at Stanford for the year. During that year the appointment of new leadership at the UConn Health Center convinced me that it was time to move on to become a Dean or VP Health Affairs at another institution, and to give my younger faculty a chance at leadership in the department and the Center. Mostly, I did not want to try to educate a new group of leaders on the importance of our programs. By becoming VP Health Affairs and medical center CEO at George Washington University, I also recognized that my time as an active researcher was coming to a close.

I have been privileged to be part of a great research renaissance in the addiction field and alcoholism. I have been pleased to watch the impact of our field on ACNP over the past four decades. From very small numbers, in the late 1960s, ACNP now includes many distinguished behavioral and neuroscientists and clinical investigators who receive their primary funding from NIAAA or NIDA. Several ACNP Presidents and a number of ACNP Council members have had very distinguished research careers in the addiction field. I’ve also been pleased to see the evolution of CPDD into a membership society, now the College on Problems of Drug Dependence, and to be part of the Research Society on Alcoholism as it has taken off as a multidisciplinary research society in the alcohol field. As I said in my Post-Presidential address at the 1994 meeting of ACNP, I think the addictions field, including alcoholism, is in many ways much better positioned than other areas of psychiatry to begin to take advantage of molecular biology and to apply imaging technology to understand pathophysiology. Because of developments in science and technology, the addictions field can test some of the theories of addictive behavior that emerged from clinical and basic science research dating back more than 50 years. Concepts such as “protracted abstinence”, “neuroadaptation”, “conditioned abstinence”, and “opponent process conditioning” can be examined in the context of changes in gene expression following chronic exposure to drugs of abuse.  There is already a revised consensus that while the reinforcing properties of drugs are a critical piece of the risk of addiction, they are an insufficient explanation of risk which resides in the genetic makeup and developmental histories of individuals, and the impact of culture and the peer group. We have become much more concerned about what accounts for the power of the memories in the relapse process, and what makes for the power of the compelling emotional memories that shape the anticipatory state.  

Finally, while the addiction field seems to be at an extraordinary time in terms of science, and the growing interest in the development of new pharmacotherapies to treat alcoholism, tobacco addiction and stimulant dependence, the field has been substantially diminished in terms of the impact of managed care on the treatment system and cutbacks in public funding at the State level. Sadly, just as we could be on the verge of some really interesting and therapeutically relevant breakthroughs, the clinical care system that could receive these innovations is not promising. It is dominated by addiction counselors who are not well-prepared or disposed to recommending pharmacotherapy. To advance the clinical care of addicted patients, we need a therapeutically and scientifically sophisticated workforce that can incorporate validated new treatments.  Unless there is a treatment system in place that can incorporate these scientifically driven developments, the promise of the science will not be achieved.

TK: We’ve covered a broad range of achievements in your life.  It’s hard to think of a question that we might not have hit on.  What else can you say about how drug abuse as an illness might be treated during the next five to ten years?  We have talked through many potential developments in the field. Are there any developments that you would particularly target as becoming the most critical development in the next five or ten years?  

RM: I think it’s going to be terribly important to interest industry in developing drugs to treat addictive disorders. Virtually all drug development in this field outside of heroin addiction and recently nicotine addiction has come from studies of off-label use of drugs originally developed for other disorders in psychiatry and neurology.   If the impact of managed care discourages young psychiatrists from  entering the addiction field, and the treatment environment thus remains dominated by addiction counselors unreceptive to new drugs, it is going to be a huge task for ACNP and for others to stimulate industry interest in developing drugs to treat addictive disorders based on the exciting developments in science. With new drugs and new targets, we will be in an excellent position to stimulate a new generation of translational research. We have already learned a great deal about requirements for clinical trials in this field, including the importance of monitoring patient adherence. Importantly, the latter is one of the best predictors of patient outcome in placebo-controlled studies in the addiction field.

In the alcohol field, The Collaborative Study on the Genetics of Alcoholism (COGA), now linked to the Human-Genome Project, is going to tell us a great deal about those aspects of alcoholism that are inherited, which may end up telling us a great deal more about the environmental factors that lead to the expression of the phenotype. With the genetic basis of risk better understood, the environmental risk factors will become clearer than ever in the past-and this will open real opportunities for prevention research. 

Finally, I am constantly perplexed about how so many of our colleagues in psychiatry seem not to understand drug addiction or alcohol related disorders. In my view, it is one part of psychiatry that connects most easily to the rest of medicine.  I continued to do histories and physicals on our heroin addict research subjects right through the end of my time in Massachusetts, and I think that was terribly important to my identity as a physician and as a clinical department Chair in Connecticut.  I continued to see patients until I came down to Washington as VP Medical Affairs. Patient care was an important reminder that the best research ideas did not necessarily translate into successful therapeutics. Patient care is a complex mixture of art and science, and in psychiatry it continues to be overwhelmingly art informed by experience. In the addiction field, we should be able to shift the balance of art and science to be closer to the rest of medicine. 

TK: That’s great.  Our interview feels pretty comprehensive to me.

RM: Fine.  Thanks very much.

TK: Thank you.  That was great to spend this time with you.  
( Roger E. Meyer was born in New York, New York in 1938.





