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ROY PICKENS

Interviewed by Leo E. Hollister

Washington, D.C., April 14, 1997

LH:  I am Leo Hollister and this is for the History Archives. We are at the meeting of the American College of Neuropsychopharmacology and this interview is being taped in Washington, DC, largely, because there are so many people in this area, who are very important in the history of neuropsychopharmacology.  Today, we have one of our own, Dr. Roy Pickens,( who has a very long history in this field and he’ll tell us about it.  Roy, how did you get interested in, first of all, Psychology, which you have your PhD in, and, later on, into, what we all know as Behavioral Pharmacology?

RP:  Well, I got interested in Psychology early on in my career, and I’m not exactly sure how I got interested in it, other than reading some class work or something like that.  But, I went to the University of Mississippi for my graduate training, which was between 1962 and 1965, and while I was there, a guy, named James Weeks, from Upjohn published an article in Science on Self Administration of Morphine by Rats, and I thought that was the greatest thing that I had ever read.

LH: That was the first one, wasn’t it?

RP: Well, Jim Nichols down in Louisiana, had published some intraperitoneal self administration of opiates at about the same time, and I’m not sure exactly when, but I remember reading the Jim Weeks article, because it appeared in Science. Then, I got very interested in that and I read the Nichols work and, I went back and read a lot of the old history where they had experimental addiction in chimpanzees and things like that and became fascinated with that.  I do remember that while I was a graduate student at Mississippi, I actually took off one night, left Oxford, MS about 5:00 o’clock in the afternoon on a train and took the train, overnight, to Kalamazoo, Michigan.

LH: To visit Weeks?

RP: To visit Weeks, that’s right.  I spent one day in his laboratory.  He was very nice.  He showed me how to cannulate rats.  He gave me some of the cannulate that was being used and I thought I had died and gone to heaven.  And, I remember getting back to the train station that night in Kalamazoo and catching a train out to get back to Oxford. It was an overnight train.

LH: And, that was a long trip in those days.

RP: It was a very long trip, but I was so euphoric.  I mean, this was the most exciting thing that had happened to me and, so, from that moment on, I’ve been interested in addiction and experimental addiction and the factors that control addiction.

LH: I’m glad you brought up Weeks, because most people have forgotten him.

RP: He played a very important role.

LH: And, hasn’t been given enough credit, I think.

RP: Weeks and Collins publication was in Science in 1962. It was after that that I read some of the work by Travis Thompson and Bob Schuster. Bob Schuster was an assistant professor at the University of Maryland at the time and Travis was a postdoctoral student at the University of Maryland and they published an article on Experimental Morphine Self-Administration in rhesus monkeys. And, a few months after that, I saw that Travis had gone back to the University of Minnesota where he had received his graduate training and he was on the faculty there. They had a training program, postdoctoral training program, and it was a call for people that might be interested. So, I sent my application forms in, and I got accepted there. And I was at Minnesota and doing intravenous drug self-administration work for the early part of my career.

LH: So, you were one of the first postgraduate students that Travis had?

RP: Yes, I like to think that I was in the second generation.  The first generation was Weeks and Collins and people like Schuster and Thompson, and, then, I was a student of Travis Thompson. This is sort of as I view myself.  So, I did that for a number of years and we got away from the opiates, which had been the focus up to that time. My first grant from NIMH was on Behavioral Dependence on Non-narcotic Drugs and it was to study self-administration, drugs that were not opiates. And we looked at a drug at the time called cocaine and didn’t think anything about it, because it wasn’t a very big problem.

LH: People are now putting it up their noses to do operations with.

RP: And, amphetamine. But, I think it was very interesting, because it started to focus attention on the behavioral factors in addiction.  Up to that time, the focus was on the physiological dependence on drugs and tolerance, and then the amphetamines came along and were producing major problems. And, there was quite a controversy.  I’m sure you remember this, Leo, when some people were saying that amphetamine dependence wasn’t really dependence, because you didn’t see the classical opiate or barbiturate type of withdrawal symptoms.

LH: None of those actions are comparable to the actions of opiates or barbiturates.

RP: Well, the only one that is comparable is the fact that they can control behavior and lead to self-administration. And, of course, I think, historically, that was a very important discovery, because it changed our conceptualization.

LH: It generalized the possibility of using the technique of self-administration.

RP: Right, and, now, if you look at the latest diagnostic criteria that are used for substance use disorders by the American Psychiatric Association, it’s mainly based on behavioral criteria, loss of control and ability to control use of the drug and things like this. And, so, the behavioral part, along with the physiological part and tolerance, you know, became very important hallmarks of drug dependence.

LH:  Well, at that time, what was going on in Michigan?  Were not Yanagita and Seevers doing similar work?  In fact, didn’t Yanagita devise the free ranging cannula where the animals could move about without being restrained?

RP: Yes, they had a very impressive setup there.  There was Deneau and Yanagita, then, Schuster, and, eventually, Jim Woods came in.  They were studying dependence liability of various drugs, and, this sort of studies gave way to the self-administration paradigm. And they, then, had two entirely separate, but interrelated, facilities there to look at the physiological dependence producing capabilities of drugs, as well as the reinforcing properties of drugs.  And, so, that was a very big operation.

LH: When was that going on?

RP: From the 1960s until the 1970s.

LH: That’s right.

RP: It was quite impressive.  They used the substitution technique.  You may have seen that with the rhesus monkeys where they would have, actually, three cages that were attached. They’d have the monkeys that were in one of the cages passing through a middle cage to get to the third cage.  And, when they passed through the middle cage, they were given a subcutaneous injection of morphine typically, but at known times they would substitute other drugs to see if it would block the withdrawal symptoms.  I don’t know if you ever saw that or not, but it was quite an impressive setup. When the person would go in the middle cage with a syringe, it was a very large syringe with 20 to 40 cc solution, the monkeys would get very excited in the first cage and start to just move around the walls like this and, then, they would peel off. It was the alpha animal, first, which would come in and grab onto the cage wall like this, receive the injection and just almost, instantaneously fly off into the next cage. And, then, the moment that this animal left, the next animal would be right in its place, and, so, it was very noisy.

LH:  Now, these were not naive animals?

RP:  No, these animals that were involved in the substitution trials were physiologically dependent.

LH: They were essentially in withdrawal.

RP: Every six hours, I guess, they would be in withdrawal.

LH: And, then, they were going to get their fix.

RP: They would get their fix and, then, they’d move off into the next cage. But, then, they would substitute a test compound and they would study the withdrawal symptoms that possibly ensued to see whether the test compound blocked the withdrawal or did not block the withdrawal.  Now, that was quite an impressive operation at the time.  After Deneau died, Schuster took over and stayed there for a number of years, he eventually left and went to the University of Chicago.

LH: Let’s go back to Minnesota, now.  You claim to be the second generation of Travis’ students.  When did he start his work there?

RP: Travis did his undergraduate and his graduate work there, and, I’m not exactly sure when.  He must have returned there right around 1965, I guess, from doing a postdoctoral stint at the University of Maryland. And Travis stayed there until around 1980, 1981, 1982, somewhere around that time, and, then, left and went to Vanderbilt.  Dick Meisch was there as a graduate student and a medical student when I was there as an assistant professor. I think, so I guess Dick would be sort of in the third generation.

LH: Now, even before Travis, according to Dick, Minnesota had some history in Behavioral Pharmacology. B. F. Skinner, the father of it all was there.

RP: He was at Minnesota for a while. And the pharmacology department at Minnesota was very strong, too.  Fred Silliman was the Chair of it and Gil Mannering, Takimori, Jack Miller and a number of other people were there.

LH: Oh, I knew Silliman very well.  I was shocked to hear of his death.  I think we were both on USP board of directors and Fred was president. He died suddenly, I guess.

RP:  I think so.

LH:  And, Gil, I guess, is still on the PMF, or Foundation of Clinical Pharmacology group. He’s always got a few jokes up his sleeve.

RP: So, anyway, at Minnesota, I started off doing the intravenous drug self-administration work in rats and monkeys.

LH: But, you were still under the Department of Psychology rather than Psychiatry?

RP: No, Psychiatry, we were in the Psychiatry Research Unit. We were labeled a semi-autonomous branch of the Psychiatry Department and that was because we were located across the street from the main Psychiatry Department.

LH:  Now, who was in charge of Psychiatry, then?

RP: There were several people over the years; Don Hastings, early on, and after he left a guy from Hopkins came in, Dale Hoffman, I think that was his name, and, then, he left and Paula Clayton came in. And she’s been there for a number of years.  She’s the current Chair.

LH: She’s been there a long time.  Now, I also understand Peter Dews had a connection with Minnesota.

RP: In some way, but I’m not exactly clear about that.  But, Minnesota was a great environment from the point of view that we had a psychiatry research unit and had Paul Neal, a past president of the American Psychological Association, in it.  David Lichen, who was doing human genetic research, myself, and Travis Thompson were there, and, Gordon Histed was the director of it at the time.

LH: Now, did the MMPI originate in that division or under the Department of Psychology?

RP: Under the Department of Psychiatry.

LH: Psychiatry?

RP: Psychiatry, right.  It came out of there.

LH: So, Hathaway and Neal and that group were in that division of the Department of Psychiatry?

RP: Well, Neal was in the Psychiatry Research Unit, but the work on that really didn’t come out of the research unit.  It came out of the main department, earlier, several years earlier. But my office was right next to Paul Neal’s, and we were in the same suite of offices and he is, by far, the smartest man I have ever met. He was   just phenomenal and I felt like I learned a lot just by being next to him, just the conversations we had in the hall and things like that.

LH:  That’s what I used to say about living in Palo Alto, that every day I’d meet a half dozen people, who would make me feel like an idiot. But that was just an average some days I met a lot more.  You know, it is kind of fun to be in a place like that where you’ve got a lot of stimulation.

RP:  Oh, that’s right.  I think that’s very important, right. Paul Neal was a psychoanalyst and I was more of a behaviorist and, so, we were just in two different plains, almost, but I found out that he was a guy I could talk to and he could talk to me and we’d sit there and talk about many things.

LH: That’s the interesting thing, talk to people who are not in the field and get their point of view.

RP: One thing that captures the mood of that psychiatry research unit is the fact that we would have one faculty meeting every year and that’s because we thought we ought to have at least one staff meeting every year and, invariably, when we had that meeting everyone would complain about the fact that we were having too many damn many staff meetings.  So, a lot of time wasn’t tied up, you know, in the bureaucracy of academia.  Mostly, you did your research, talked to people, published, and got grants, and you did things like that.  It was a good atmosphere.

LH: Yes.  So, after you started off in self-administration studies and went over to drugs, other than the opiates, where did you go, then?

RP: Well, then, the next thing was that I looked and see if cocaine would be self-administered, if amphetamine would be self-administered, if barbiturates would be self-administered.  I think we looked at methohexitol and the answer was, yes, they would be, and, essentially, we were finding that the same drugs that humans abused were the drugs that animals would self-administer.  And, again, that shows the biological basis of addiction.  We studied those under some schedules of reinforcement and looked to see how dose affected self-administration and rate of responding, that kind of things.  And, then, the natural place to go was to extend the studies into humans, and, so, we had a ward in the hospital. I switched at that point over to human research. We had a ward called Station 61 at the University of Minnesota Hospitals. It was an experimental psychiatry ward and, on that ward, we were allowed to do experimental addiction research. So, we studied barbiturate self-administration in women, some alcohol self-administration in humans and so forth.  I got very interested in that. About that time we got a new director of the research unit, his name was Leonard Heston. And Heston and I turned out to be good friends. We played racquetball together for years and years and years and just had a good time together.

LH: But, his field was genetics.

RP: His field was genetics and I can remember in some of my studies, I was looking at what affected the rate of self-administration of barbiturates in humans and there was a large segment of the variance that I just could not account for and Heston was just pestering me by saying, it’s genetics; it’s genetics. So, we would play racquetball and drink beer and talk science, and he would always point out that genetic influenced some things and I would always point out the environmental influenced some things.  So, I think he got more interested in the environment as a result of that and I got more interested in genetics.  At the time, I also had a research consultant ship with Hazelton Foundation, a large alcohol/drug treatment program, located just north of Minneapolis, and, I would spend one day a week there.

LH: They’re still very much in operation.

RP: Oh, they are. I think they serve as model of the drug treatment programs like the Betty Ford type, and are being duplicated around the country.  And, we would look at various things, like the patients that came in that eventually had seizures, and, then, we’d go back and find that in a high percentage of the cases, they didn’t report barbiturate use when they came in and that was likely the cause of the seizures, that type of things.  But, they were seeing 1,600 patients there every year. So, I said, why don’t you ask if there are any twins in this group, and if you figure that twins occur at a rate of about one out of every eighty or so births, out of 1,600 you’d have quite a few twins that come through there.

LH: You could have 20 pairs.

RP: So, I started collecting information. Then, we would give questionnaires to these people and, eventually, this got to yield some very interesting data. So, we went to the National Institute on Alcohol Abuse and Alcoholism and got a grant and did a Twin Study. I was getting funded from NIDA at the time and, also, from NIAAA. Then, in about 1985, I took a job with the National Institute on Drug Abuse and put all my research on hold. I went down to Washington, to Rockville, as the Director of the Division of Clinical Research.  And, about a year later, Bob Schuster came in as the Director of NIDA. Then, I was also asked to be in charge of our institute’s AIDS program, because AIDS was growing rapidly, and one of the vectors for the spread of HIV was intravenous drug use. At the time, NIDA had a very small budget devoted to the study of AIDS and IV drug abusers and they felt like we should expand. I sort of came in on top of this during a period of expansion, so I was there as the Associate Director for AIDS until 1989 when I went to the Addiction Research Center.  But, over the course of like three years, our budget in the AIDS area went from three million up to one hundred and forty two million dollars. The question was how to spend the money the best way.

LH: Now, when you were at NIDA and working on AIDS transmission, were you involved in any of the Needle Exchange programs?

RP: At that time, there were no Needle Exchange programs.

LH: That came later, then?

RP: That came later and there was a prohibition against Needle Exchange.

LH: And, to this day, I guess there’s no funding for it.

RP: There is now funding so people can evaluate the effectiveness of those programs. But I know that in 1986 we were really faced with a problem that most of the intravenous drug abusers have no information about HIV infection and how it is spread. So, we were given our first sizable budget increase to get the message out.  Now, we were a research institute, yet, we were being asked to, in effect, to get a message out and, so, we immediately started to issue contracts to major cities around the country and, also, down at Puerto Rico, where outreach workers would go out on the street, contact intravenous drug abusers, tell them about the risk factors for AIDS, tell them what they can do to prevent the spread of HIV and, then, ask them if they knew of other intravenous drug abusers.  So, it’s called the snowballing technique, where you go out and ask one person, and they tell you the name of another person.

LH: Pyramid scheme.

RP: So, the first year was spent largely getting the message out and, then, the second year, we said, well, you’ve got to put an evaluation component into your contracts to show that you, in effect, accomplish some change. By the third year, we were asking them to also evaluate the effectiveness of different approaches, the high intensity vs. low intensity programs, and so forth.  So, that was real interesting time.

LH: But, this was truly educational.  It had nothing to do with, say, giving them bleach or any kind of solutions to self-sterilize the needle.

RP: It, initially, started off as educational, but very quickly it got into bleach. And some of the outreach programs were actually giving out little bottles of bleach like that; it was amazing.  It was just household bleach.

LH: Clorox, wasn’t it?

RP: Yes, but there was a sort of allure that developed around bleach, and, people thought, well, certain types of bleach were better than other types of bleach and things like that. It was real hectic chaotic time, because we had our own clinical research program to manage, but, at the same time, we had this tiger by the tail, which was AIDS.  It was rapidly increasing.  The CDC was projecting that by 1991 or 1993, so many thousands of people would die because of AIDS.  We were seeing the spread of HIV by needle sharing and, by sexual contact and also by intrauterine contact with infected mothers.  And, so, I think we did a good job in terms of doing what was expected of us at the time and, eventually, actually gaining some knowledge in the process. One of the things that came out of this program was a comprehensive look at intravenous drug abusers on the street.  Before that time all we knew about intravenous drug abusers was based on those who showed up for treatment and that was not a representative sample of all intravenous drug abusers. But, by going out on the street and contacting and giving them the information and, at the same time, collecting some data, we got our first good look at people. And I know that a surprisingly large number of intravenous drug abusers have never really been in contact with the treatment system before, so, we would have never found these individuals, otherwise.  So, we accomplished both purposes.  I think it was a public health mission, but also, a knowledge advancement mission.

LH: I think IV drug use contributes more new infections of AIDS now than it did then.

RP: That’s right.

LH: And, proportionately, the number of new cases in homosexuals has declined appreciably.

RP: Yes, dramatically, right.

LH: And, the message seems to have gotten across there. But it looks as though they need more effort on the message for IV drug users.

RP: Oh, absolutely, because the message has not reached them while the condition they have is affecting their sexual partners and their children, as well.  So, it’s still a sizable problem out there and, particularly, among the substance using community. Then, in 1989, Bob Schuster asked me to go up to the Addiction Research Center, which is NIDA’s intramural program, and, I was the director up there from 1989 until 1994, when I stepped down and went back into the lab.  But, I still run a section up there on Clinical Neurogenetics at the present time.

LH: So, you started off with lab research and, then, got into the administrative side, and, then, returned back to the laboratory.

RP: Yes, I guess I’m a researcher at heart.  I never have really enjoyed the administrative aspects of it too much, but the research is something that I’ve always found interesting. And it’s been all around drug abuse, drug addiction and, right now, for example, we’re very much interested in identifying subtypes of addiction that have a strong genetic influence.  We don’t think that all addiction has a genetic basis, by any means, but we think that some addiction does have a strong genetic basis.

LH: There’s a guy in Oregon that does these genetic studies with inbred rats.

RP: John Crabbe, and there are a number of people out there that do that.  Genetics is a good example where the animal research and the human research complement each other.  They use entirely different methods, but they come out with the same results. And there are things that you can do with the animal method that you can’t do with the human method, and there are things you can do with the human method that you can’t do with the animal method that makes these very complimentary approaches.

LH: Well, of course, what Crabbe is really dealing with, of course, is an artifact, because that’s not the way the humans are. 

RP: You can identify in the QTL studies hot spots that are associated with tolerance and things like that.  I think, what’s happening in addition, though, that it’s not genes and it’s not environment, but it’s a combination of the two.  It’s an interaction between the two.  So, there are gene environment interactions and, then, you have to take into account, not only the genetics that are involved, but, also, the environmental factors that are involved and how they might interact.  And, they are also gene-gene interaction, so it’s a very complicated system. But, again, I think the main thing is that both are involved in some way and we shouldn’t get too attached either to the genetics or to the environment, because they really go together.  

LH: Now, the argument, no longer is nature vs. nurture but nature and nurture.

RP: That’s right, both together, absolutely.

LH: And, it’s not just a question what system you’re looking at but also which system might be more important than the other.

RP:  Right, but the time since 1989 since I’ve been at the Addiction Research Center, has been a very interesting time.This organization has a very long history, going way back to 1935, and it has contributed an enormous amount to our knowledge about drug abuse. So, there’s a history about the place.  If you walk into the front lobby of the building, there are some glass display cases of research apparatus that shows ways in which people have taken drugs. It also shows old manuscripts that existed. And we’ve got a very good library there with quite a bit of material that’s archived from way back.

LH: So, was that that was brought to Baltimore when they closed down Lexington?

RP: Do you want me to trace the history of the Addiction Research Center for you?

LH: Sure.

RP: It actually started informally in 1935.

LH: Narcotics farm, wasn’t it?

RP: That’s right.  Congress created two hospitals, one in Lexington, Kentucky, and the other in Ft. Worth, Texas, and they were narcotic farms or “Narcos”, as they were referred to.  And, the Lexington facility was there for the treatment of criminal addicts, east of the Mississippi, and the Ft. Worth was for west of the Mississippi.  And, as part of the Lexington facility, there was a small research unit there that was headed by Dr. Himmelsbach.

LH: Himmelsbach was a very young man at that time, wasn’t he?

RP: Very young, that’s right, but he had been around for quite a few years.  He had done research that went back to 1931, I think. They were charged with understanding the opiate dependence syndrome but they also wanted to understand what caused addiction, how do you treat addiction and how do you prevent addiction, so it was quite a challenge for this group.  And, so, the group continued and, initially, it was focused on opiate drugs. Then, eventually, this gave way to also studying barbiturate withdrawal and alcohol withdrawal. In 1948, the administrative responsibility for the unit was shifted from the public health service hospital bureau of prisons to the National Institute of Mental Health. So, in 1948, it became part of the National Institute of Mental Health. And, at that time, it officially acquired the name, Addiction Research Center.  Before that, it was just known as a research center.

LH: During the 1940’s, it was settled definitively the nature of, say, alcohol withdrawal.  I remember when I went to medical school we still believed that some toxin is involved from drinking that would cause the withdrawal symptoms. But in the 1940s we learned that it’s simply the fact that you had changed yourselves and you were going to suffer with alcohol withdrawal.

RP:  That’s right. And, actually, it was in some of the early animal research studies, going on back to 1931, to Lawrence Kolb’s work, in which it was demonstrated that monkeys could develop physiological dependence. I think it was a very important discovery, because it showed that physiological dependence wasn’t just in your mind. It showed that you could by treating monkeys with opiate drugs produce physiological dependence and withdrawal, if the drug that produced the dependence is taken away.  So, all of this was very important. And, eventually, like I said, the Addiction Research Center was part of NIMH and, then, when NIDA was created in 1973-1974, the Addiction Research Center was shifted over to become a part of NIDA.  It became NIDA’s intramural research partner.

LH: Now, besides Himmelsbach, who were some of the early pioneers?  When did Harris Isbell join?

RP: Clifton Himmelsbach was there from 1935 until 1944 as the director.  Edwin G. Williams was the director from ’44 to ’45 and, then, Harris Isbell came in, in 1945, and was the director until 1963.  During that time, Frank Frazier was the associate director and a guy named Abraham Wikler was also the associate director. And Wikler was the associate director from about 1942 until 1963.  And, of course, Wikler’s section there on Experimental Neuropharmacology, was an area that was very important.

LH: The relationship between psychiatry and pharmacology.

RP: That’s right.  It was a very important lab.

LH: Like the monograph.  I recently had occasion to re-review it.

RP: We, at the Addiction Research Center, have, up until the last few years, given an award each year to the individual we think had made significant lifetime contributions to the drug abuse field, and it’s the Abraham Wikler Award. I took a lot of pleasure in this ceremony each year, because it gave me chance to go back and review Abraham Wikler’s accomplishments. And it was just quite impressive what the guy did.

LH: And, his theory of Conditioned Abstinence is still quite germane.

RP: Very much so.

LH: I think Chuck O’Brien has done more with it than anybody.  It still sounds pretty reasonable.

RP: It’s still a factor out there in why people relapse to drugs and something that has to be dealt with as part of treatment.  People are coming to increasingly recognize that.  Then, after Isbell, Bill Martin came on as the director, from 1963 until around 1978 or so.

Around 1976, it was decided that prisoners could no longer give informed consent. And prisoners were the main source of the subject population at the Addiction Research Center. So that left the Addiction Research Center without any human subjects for their studies.  And, at that time, the Addiction Research Center was moved to Baltimore.  It was moved to Baltimore in two separate moves.  The first move was the clinical program that came there in around 1979, 1980, somewhere around then.  And, then, a few years later, the animal part of the program came to Baltimore and they were officially reunited in 1985 in the building that the Addiction Research Center is currently located in.

LH: I remember when that move was contemplated.  The Chairman of the Committee on Problems of Drug Dependence, of which I was on, was very concerned that moving from Lexington would impair the program. So, I was in Lexington one day and I got an appointment with the guy, who was the director of the federal prison system, a Scandinavian name that I forget. He was a very nice chap and after I was ushered into his office I told him my story about how concerned we were that by closing Lexington, the valuable program they had there might be jeopardized.  So, he pulls out the Washington Post, which was on his desk, and says, look at that.  It was an article by the Supreme Court that they’d already decided that prisoners could no longer be used.  So I was shot down about as fast as anybody has been.  The move turned out to be far more successful than any of us thought it would be.

RP: It also brought the Addiction Research Center into contact with some educational institutions such as Johns Hopkins and the University of Maryland.  And, now, the Addiction Research Center is located on one of the campuses of Johns Hopkins.

LH: Now, didn’t Lexington, eventually, get sort of tied into the University of Kentucky, too?

RP: Tied into Kentucky, right, and Colorado. As a matter of fact, some of the early graduate training was done in association with the University of Colorado, which is surprising to a lot of people.  Then, in 1984 Jerry Jaffe came in as the director, and he was there from ’84 to ’89. And, while Bill Martin was the director, Don Jasinski was in charge of the Clinical Program, and Chuck Gordetsky was in charge of the Animal Program. And John Skanum was also there as the overall director of the program.  Well, Jerry Jaffe was director from 1984 to ’89.  I was there from 1989 to ’94. And, now, since last fall, we have a new permanent director, who is Barry Hoffer from the University of Colorado.  

LH: Barry Hoffer?

RP: Yes.

LH: Wasn’t he involved in brain transplants?

RP: Yes, plasticity function, correct.

LH: Doing injections of brain cells in Parkinson’s patients?

RP: I think so.

LH: How did he get involved in Substance Abuse?

RP: Well, I think he’s involved in it at a very basic level. I think, at some point in science, as you know, you start off with the clinical work, which is very specific, but, then, as you go back to more and more basic work that has application in a whole number of areas. I think that’s where Barry makes contact with addiction.  He is very much interested in addiction though.  But, one of the things that I want to say, for the record, is that the ARC has a magnificent library and we have all kinds of documents archived there.  We have old movies of the experimental addictions program and if professional audiences are interested in some of these movies, they can write or contact our librarian there and these films can be loaned to them. We loaned these to a number of educational institutions to show experimental addiction, the effects of barbiturates, what barbiturate withdrawal looks like, what opiate withdrawal looks like and so forth.  So, all that material is there and just loads of other material.  Historical information is there, too.  There’s really never been, unfortunately, properly archived.  It’s classified and it’s mostly there in stacks.

LH:  I think you’d be the perfect man for the job. Now tell me this: when you start off Lexington on one side and Ft. Worth on the other, Lexington has always seemed to be a major scientific enterprise that’s internationally known and Ft. Worth, you never heard of it.  What happened?

RP: I don’t know what happened.  I know that there are some very good researchers out there.  Fred Maddox, for example, is still out in San Antonio and, still doing good work.  There were people out there doing good work. But it was, somehow the Lexington facility that has become internationally known. It’s hard to point to any one person, but, again, I think Abraham Wikler played a major role in drawing attention to that program, because of the quality of his research and his vision in terms of the importance of certain things.  And, also, Bill Martin played a tremendous role.

LH: They were all giants and it was just an amazingly talented group. And, of course, there was nothing like it anywhere else in the world. So they had a worldwide influence.  It was truly a remarkable institution and I think it deserves a good history, which we’re trying to do right now.

RP: It would be nice for somebody to sit down and write the history.  There’s a lot of archive material there at the ARC at the present time.  It just needs to be pulled together by somebody and a coherent story written about it.

LH:  Now, Nathan Eddy did a similar job with the Committee on Problems of Drug Dependence before he died. And, of course, that stopped the history of the Committee around 1970. So I guess it needs to be updated, but it seems to me you are in a perfect position to be the official historian.

RP: If I had time, it would be something I would do.  Another thing that has come out of the Addiction Research Center that people don’t often recognize and should be recognized is the fact that it has been a training site for many students and a number of these individuals have gone on to very influential positions, Jerry Jaffe, Herb Kleber, Everett Ellingwood.  I won’t even start to name them, because I’m afraid I would skip over someone, but quite a few people have been through there and received some training there. And, of course, training has always been a very important function of the Addiction Research Center, which, now, incidentally, is known officially as the NIDA Intramural Program at the Addiction Research Center. At the present time, we have, I think, approximately 60 postdoctoral Fellows there receiving training in a wide variety of areas and a number of pre-doctoral Fellows, as well.

LH: I remember a chap who was hoping to make a name for himself in the field and wanted to escape military service. So he went and applied to the Public Health Service and when they suggested that he should go to Lexington, he said, well, I don’t want to go to Lexington. And when I heard that, I said, he’s an idiot. Nobody in his right mind with aspiration in the substance abuse field should refuse that opportunity. 

RP: That’s right.  It was a great facility.  And what happened was that World War II led to the development of a number of synthetic compounds that had to be tested. And there was animal testing and there was human testing that was going on there.

LH:  Methadone came from Germany from Schering.

RP: That’s right, and a lot of the fundamental work on methadone; naloxone and drugs like them came right out of the Addiction Research Center.  I don’t want to have the Addiction Research Center take credit for everything. I just want it to be recognized as it was.

LH: I think the first time I ran into methadone was at an exhibit of Lilly. It came from a German company that was seized after World War II. It was called Dolaphine, the phine from morphine and dola from pain, and it was a very effective oral analgesic.  I’ve always been surprised that it never caught on more for clinical use.

RP: Yes, and there were other things, too, not just methadone that came out of there.  Chuck Hartzen, for example, who retired not too many years back, developed the ARCI, the Addiction Research Center Inventory, which is based on the MMPI, and it is still widely used in research.

LH: Oh, yes.  I have a copy of it in my files.  Of course, I haven’t done any studies for some years now, but I used it before, and it was extremely useful in screening.  Well, I must confess that over the years I’ve been a little bit less enthusiastic about the behavioral pharmacology approach than, perhaps, I should be.  It always seemed to me that things happen in the clinic where people start abusing a drug and, then, behavioral pharmacologists come afterwards and say, yes, that’s correct, that is a drug with abuse potential. Can you think of any new drug that came along and there was no clinical experience with it in addiction and, yet, behavioral pharmacology predicted its abuse potential?

RP: Well, you know, the drug abuse screening effort in this country goes way back. We’re screening drugs for physiological dependence capability and, also, for the reinforcing properties and, I don’t know how many of the new drugs that are being developed get screened at a number of sites at any given time.
LH: That was the main thrust of the CPDD.  Was it successful?

RP: Well, yes, they have picked out a number of drugs with very potent reinforcing properties that would predict abuse potential. 

LH: But, these were drugs destined for clinical use and the amount of, say, opiate dependencies that occur as a consequence of clinical use are miniscule as compared to the total amount of opiate dependence.

RP: Well, that gets to the issue of abuse liability and whether everyone has the same abuse potential, or does some people have a greater potential for abuse than others?  And, that’s a very interesting question, because a person like myself would say that, no, the individual contributes a lot to that, that some individuals have a greater propensity to abuse drugs than other individuals do. So it’s not all in the drug and if you’re screening the drug, you’re only screening one side of the addiction equation.  The other side is the individual and I think that if you look in medical practice, you’ll see that drugs with substantial abuse liability are given to people in medical practice every day without resulting in dependence.

LH: Most people would like to get off them.  I was in the hospital not too long ago, after a prostate surgery and they gave me one of these little gadgets to take opiates.  I said I don’t take opiates.  It would paralyze my gut and give me more trouble than they are worth.  Just give me Aspirin. But, on the other hand, a friend of mine got one of those things when he had a very severe sciatic pain and he went through withdrawal. He didn’t want it and he has no inclination to ever take it again.

RP: Right.  I guess, what we do, in this country, is that we screen drugs, but we don’t screen individuals and, again, it gets back to this gene environment interaction with the genes.

LH: Now, Pentazocine was a drug, I think, that looked pretty clean in the animal self-administrating, but, yet, turned out, clinically, to be of abuse potential. 

RP: That’s kind of like banana peel.  Remember that?

LH: Oh, banana-peel.  I tried that myself.

RP: But again, there are a lot of factors in addiction other than the drug, itself.  That’s part of the interest that we have in this area.

LH: Well, I’m sure there’s a great future for it, and, of course, one of the beauties of behavioral pharmacology is that it’s now also so neat. You’ve got these nice protocols and everything computerized theses days

RP: But, that area has changed a lot.  If you go back, and look at what behavioral pharmacology was like in the 1970s when most of the research was focused on schedules or reinforcement, we just don’t see that anymore.  You know, a lot of that is now involved in drug screening, and, people had gone off into neurochemistry that affects drug taking behavior, rather than just studying the drugs themselves.  I think they’ve gotten away from a lot of the focus on the drugs and they have a greater focus now on factors that contribute to drug action.

LH: Different strokes for different folks.

RP: I guess so.

LH: Roy, it’s been wonderful talking to you.

RP: I enjoyed it.

LH: And, I think you’ve had quite a career, but I strongly urge you to go ahead with that history of the Addiction Research Center.

RP: I wish we could.

LH: If you don’t do it, it probably won’t be done.

RP: Well, I think it needs to be done, because we have so much material up there and somebody, at least, ought to bring this out and make sure people know what is there.

LH: Well, your memory is still fresh enough and you’ve been in contact with people that it would be awesome for you to do it, but if you were not to do it and had to wait another generation, it might be too late to really capture the past.

RP: That’s true. I think, right now, a few years back, I tried to reconstruct who the directors of the ARC had been over the years, and found out that it was not clear in who was there at one time or another. So just documenting that and getting that down is an important first step.  But, there’s a lot more material there.

LH: See, you and I recognize these names of the giants, but I don’t know how many people just entering the field have any idea that they existed. .

RP: Right.

LH: Anyway, thank you very much for coming and sharing your view of the history with us.

RP: Enjoyed it.

( Roy Pickens was born in Greenville, Alabama in 1939. 








