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SARAH HOLLINGSWORTH LISANBY(

Interviewed by Andrea Tone

Paris, France, July 5. 2004

AT: Thank you for agreeing to the interview. Why don’t you start by telling us how you got interested in psychiatry, what your background is, and why you chose this specific field?

SL: I first got interested in the field of brain science in high school.  I went to a private girls’ school and we had fairly advanced psychology classes.  One class included field-trips to pre-schools which brought the theories of child development we were reading about to life by having us make direct observations of child behavior. During high school, growing up in the Washington, DC area, I was always working in labs at the National Institute of Health and at military research facilities, because my father was in the Navy. One lab at Maryland University worked on the anatomy of the human brain. I remember coming home in the summer, after I had actually held a human brain in my hand and how exciting that was.  So, from early on, I was interested in the brain and the mind and the relationships between the two. When I went to college, I majored in Psychology and Math, because I also had very strong quantitative skills. It was during that time I began to learn the differences between psychology and psychiatry. I started to volunteer in hospital settings to learn about serious mental illness and the different ways to help people if I were a medical doctor as opposed to taking the PhD route.

AT: What kind of problems did you encounter in serious mental illness when you were working in the hospital at the time?

SL: I was volunteering at John Umstead’s hospital in Butner, North Carolina.  That’s a state hospital, and I was assisting on one of those classic back-wards where the patients were from sixty to eighty years old or even older and had been there for decades, most with chronic schizophrenia. As a college student, to read in a textbook about schizophrenia is one thing, but, to actually meet patients, interact with them, including catatonic patients with schizophrenia is another. I became aware of how seriously the thought process became disordered and I was awfully disturbed by the lack of a cure. I became aware that mental illness can be really serious and can destroy your life and your family members’ lives.  I realized there was a great need for scientific research to find better treatments and ways to manage them.  That’s what got me hooked.  Now, professionally, I have specialized in depression, not schizophrenia, but these were my earliest encounters that taught me that mental illness was a serious medical disorder and got me interested in applying science to develop better treatments.  

AT: I’m fascinated by the fact that you went to an all girls’ high school. I taught for many years at Georgia Tech, which is devoted to math and engineering.  One of the ongoing questions was why don’t we have more women in math and in engineering. Do you think there’s anything to be said for all girls’ schools to encourage women intellectually? 

SL: Absolutely.  I’m a very strong believer in single sex education as an alternative option for people.  It’s not for everyone, but, for me it really was formative. In high school my role models were the female teachers and the Dean of the school. I came out of that process with the idea that I could study anything. I never encountered the concept of sexism until I went to college and, then, medical school.  It was a very sheltered environment but I felt that shelter, during those formative years, was crucial.  Also my parents always encouraged me to study whatever I was good at; I seemed to be good at math from an early age and they always encouraged that. They didn’t give me that Barbie which, when you pull the cord, says “I hate math”.  

AT: Tell about your experience in medical school.

SL: I went to Duke Medical School, which was a wonderful experience. One of the nice things was you had the entire third year for research. To be able to devote a whole year to research as a medical student was just fantastic.  I credit that with the path I’ve taken in psychiatry to go into academic psychiatry and research full time.  That early experience got me really excited about designing experiments and using them to test concepts that might ultimately be used for clinical treatment. During that year I worked in the laboratory of Jay Weiss, studying how stress can provide a nice illustration of the mind-body interaction. That really got me excited about research. I entered medical school knowing that I wanted to be a psychiatrist but during the clinical rotations I toyed with going into something like surgery or urology.  I like doing things with my hands and it turned out I happened to be good at tying one handed knots with sutures, but I always ended up coming back to my first passion, psychiatry.

AT: How unusual was it for people who enter medical school knowing what specialty they’d embrace and how unusual was it for someone to embrace psychiatry, early on?

SL: Typically, people who go into psychiatry know that from the beginning.  I think psychiatry and surgery are the two specialties that people pretty much decide before they get into medical school; they might see something that would deter them or attract them more, and they might change, but most of my colleagues that I’ve asked about this knew early on that they wanted to go into psychiatry.  I think that there is a pressure in some schools not to declare your major if it’s psychiatry, because of a fear that it would be looked down on. That sentiment was present at Duke to some degree at the time I was doing my training.  In my surgery rotation I was warned that on the first day the Chair goes around and asks each student what they want to go into.   The myth was that those that say psychiatry got low grades, so, typical of my personality, I said, “I want to be a psychiatrist”.  I just wanted to put it on the table because I wasn’t ashamed by it. I thought it would even be more challenging than surgery and I would be happy to explain to anyone who was interested to know why. I ended up getting honors in surgery, proving that you could still do well in that rotation without pretending you wanted to be a surgeon.

AT:  I didn’t realize there was that kind of pecking order within the medical system.

SL: Oh, yes. I was in medical school from 1987 to 1991. During that time, some people doubted psychiatry and there was an attitude that you go into it because you’re not smart enough to go into other fields.  In fact, one of my medical attending physicians gave me a backhanded compliment.  He wanted me to go into medicine, and said, “Why are you going into psychiatry?  You don’t have to do that”.  

AT: So, you committed to psychiatry. Was it already clear that you would devote yourself to research and what made you gravitate to the kind of research you currently do?

SL: While I was in residency at Duke, there were wonderful academic psychiatrists and researchers, who served as role models.  One of those was Ranga Krishnan, who is now the Chair at Duke. I started when I was a medical student and continued as a resident, doing imaging research in depression with him. But probably the most influence I can trace it back to during that period is working with convulsive therapy (ECT) and devising new ways to do treatment. I remember vividly some of the first patients.  One of them had catatonia, so she was mute, had stopped eating, was just wasting away and was going to die from her depression, it was so severe. She got ECT and the afternoon of her first treatment, she started talking, and I thought this is a miracle. It took one more treatment, but the improvement was so rapid I thought, this is a fantastic treatment, I’ve got to learn about this.  So, I got really interested in ECT, reading about how it works and trying to learn about different aspects of the procedure. My teachers at that time were Rich Weiner and Andy Krystal, both ECT researchers at Duke. When I was finishing my residency, looking for what to do afterwards, I was, also, this might seem strange, interested in psychotherapy and psychoanalysis. I had won a Fellowship from the Psychoanalytic Institute to go to the winter meetings in New York, at the Waldorf Astoria. I went to that in December of my final year of residency and while in New York, decided to see what other Fellowships were available. So, I interviewed for a Fellowship at Columbia, where Harold Sackeim was and still is. He’s a very well known researcher in the field of ECT, so I interviewed for a Fellowship at Columbia and I became connected to him; as a mentor and he was fantastic. And, so, the opportunity to do the Fellowship with him was just fantastic. When I interviewed for the Fellowship, he said, “There’s this new procedure called transcranial magnetic stimulation; we aren’t doing it here, but we need to and I want you to look into it and set up a transcranial magnetic stimulation program so we can see if this could be an alternative to ECT”. 

AT: You said that you developed an interest in ECT at the same time that you had advanced training in analysis and it does seem odd. I have done interviews with dozens of people who say they are doing biological psychiatry out of the critique of analysis. You found a way to reconcile the two positions.

SL: Just to clarify, I’m not an analyst but, during my residency, I did receive training in psychodynamically oriented psychotherapy and I had a lot of psychotherapy patients. My supervisors on these cases were analysts. I was considering analytic training after residency. Some people do choose biological psychiatry because they don’t believe in the therapy approaches. But I believe in both approaches.  I’m kind of an optimist.  I believe in what works and I think that we should stay with what works, because it’s going to teach us something. Psychoanalysis and psychotherapy are very important tools for certain conditions. To be specific, for the severely schizophrenic patients, I had my first encounters with early in my training, psychoanalysis was not the right treatment but the neuroleptics are. Certain psychotherapies are helpful in major depression and data has shown that therapy combined with medication is synergistic; it’s more effective than either treatment by itself. Data has also shown that certain psychotherapies, just like medication, induce similar changes in the brain, as visualized by functional brain imaging.   Whether you are treating a disorder by medication circulating in the blood stream and being deposited in the brain, or whether you are treating the brain using behavioral approaches, the substrate is still in the brain. So, I don’t feel that it’s “either/or”. The final common pathway, the site of action, is biological but using psychotherapeutic tools, I think, is very elegant. If that works, isn’t it fantastic?  We shouldn’t be surprised that certain behavioral experiences help disorders, because we know they also cause disorders.  Take for example post traumatic stress disorder, which occurs because something happens to you, behaviorally. You experience the trauma and that’s a psychological experience that changes your brain and causes a significant psychiatric illness.  That can be treated with medication or therapy, or both. This gives you some sense of my conceptual framework. I believe in the biopsychosocial model, in which biological, psychological and sociological factors are all important.  But, if you’re going to do research, you need to specialize and I made the decision that, even though I was doing therapy, I needed to specialize in biological research in order to have a handle on the techniques and to make a contribution. I also believe that when we treat our patients we should use whatever tool is appropriate for the patient, not just the tool we’re the fondest of.  The bottom line is what’s in the patients’ best interest, whether it fits with your theory or not.

AT: You mentioned that your mentor encouraged you to develop an alternative to ECT?

SL: Yes, I was looking for an alternative.  While ECT is the most effective treatment for major depression and for some other serious disorders, it does have drawbacks and these include the side effects, in particular amnesia, which is of most concern to our patients.  The application of electricity and the induction of a seizure change the brain and many of those changes are essential to a response, but may contribute to side effects. There was an old theory that ECT worked because it caused patients to forgot why they were depressed, but it turns out not to be the case.  If you look at whether memory loss correlates with an antidepressant response, it doesn’t.  So, there is an opportunity to improve convulsive therapy by trying to figure out what is the essential component, enhance that, and reduce the non-essential component, which may be a way of retaining the efficacy of ECT without the side effects.  

AT: So, is it the electricity that causes the effect or what is it?

SH: Everyone who has ECT has some degree of memory loss.  It varies as to how extensive that is.  For example I do ECTs and even though I’ve seen that person for about a half hour, three times a week over a period of a month, it’s not uncommon for them to not know who I am when they’re being discharged. They’ve met and interacted with me during the few minutes before and after the seizure but that time period can be permanently lost. That could be a small price to pay if your depression recovers.  But, in some people, the memory loss is more extensive, so that they might not remember, for example, that their family member visited them the day before they had a treatment, or that they went on a family trip the week or even the month before.  The extent of losing past memories, retrograde amnesia, can extend, in some cases, for several months or even longer, and is highly variable.  It does depend on the way we do the treatment, whether we treat one side or both sides of the brain or how much electricity is used can influence how extensive the memory loss is.  The leading edge of ECT is to improve the treatment parameters so we can minimize the memory loss. The fact that the electricity and the seizure spread to areas of the brain that are important for memory, for example the hippocampus, may cause some of these memory effects. What we’re trying to do with this new treatment, magnetic seizure therapy, is to focus the seizure in the very front of the brain and cause it to not spread to deeper brain structures like the hippocampus. We’re trying to direct the treatment where it needs to go and protect areas of the brain that do not need to be exposed to the electricity and the seizure.

AT: Can you explain exactly what this new treatment entails in layperson’s terms?  A lot of people reading this transcript may have an image of ECT that comes out of “One Flew over the Cuckoo’s Nest”. I have no idea what magnetic seizure is or how it works and how different it is from other treatments.

SL: Suppose you were considering receiving magnetic seizure therapy as part of a research study.  Here’s what it would involve.  The procedure of magnetic seizure therapy (MST) is, in almost every respect, identical to ECT, electroconvulsive therapy. I will describe ECT first and then MST. First of all, it’s done in a medical setting by a psychiatrist and an anesthesiologist.  It’s done in a treatment room, which is like a small recovery room. You enter the room, lie down on a stretcher and a catheter is placed in your vein.  Monitoring is done throughout the treatment to measure heart rate and your vital signs.  After the catheter is placed in your vein, the anesthesiologist will give you a short acting anesthetic agent that will put you to sleep for five minutes and will also relax your muscles. During the time you are asleep, the anesthesiologist will help you breathe by applying oxygen through a mask. Once your  muscles are fully relaxed we would put metal electrodes two inches in diameter on either side of your temples. In bilateral ECT electricity would be passed between these two electrodes for a matter of two to five seconds which would cause your brain to have a seizure, which we monitor by using the electroencephalogram (EEG). We also place a blood pressure cuff on one foot so that we can see the motor convulsion. By keeping the muscles relaxed with medication, the rest of the body does not shake at all. The seizure could last for about one minute or less and, then, you would gradually wake up.  After ECT, people tend to be confused when they’re waking up and it can take up to an hour or more for that to clear.  In the case of magnetic seizure therapy, I’ll take you back to the part where you’ve been given the anesthetic agent and the muscle relaxant and you’re asleep with an oxygen mask helping you breathe. Instead of putting metal electrodes on your head, we would put the magnetic stimulator on your head, which is a magnetic coil about the size of a ping pong paddle. Inside that coil are loops of wire, to which we pulse electricity.  So, the electricity is not being directly applied to your skin, like the ECT, instead, it is circuited through coil wire that is held over your head. This induces a magnetic field. The magnetic field enters your brain and is being turned on and off very rapidly.  It’s fluctuating, and that induces a small amount of electricity or electrical spark in your brain.  So, instead of applying electricity through the skin and skull into your brain directly with ECT, we use this magnetic field which can be focused more precisely. That small amount of electricity will induce a seizure that is primarily focused at the spot where we were holding the coil.  This will last less than a minute and, then, you’ll gradually wake up. With magnetic seizure therapy what we have found in research, is people have less confusion, wake up more quickly, develop less amnesia, and have better retention of memory around the period of the treatment. We’re trying to reduce the side effects and although it’s still in the research phase our tests have been very encouraging.  At the same time we’re modifying ECT to make it safer and when ECT is safer, my prediction is that it will leave people less afraid and more willing to use the treatment.  It’s not like what you see in the movies and the more people understand the facts about ECT and the more we improve it, the less they will be afraid. Our colleagues in psychiatry and other medical disciplines will also become more willing to refer their patients.

AT: That’s a very good point. Some people that aren’t in the field of ECT take the approach that the best way to fight stigma is to communicate that ECT is safe.

SL: That’s an important message; however, we can’t say that it’s one hundred percent safe, because it does have side effects.  My personal approach to fighting stigma is with the facts and to say it does cause memory loss. But we’ve studied this, we can modify the memory loss and we’re working on experimental new forms of the treatment to make that memory loss less and less. That’s a better way to fight stigma, not to be defensive, not to conceal the facts. If you say it doesn’t have any problems, your patients who’ve had it are going to instantly not believe you, because they know the truth. Also, the doctors who’ve had their patients get it know that they do have some side effects.  

AT: You said that the treatment is in the experimental stage.  How many patients actually received it and you said that it reduced memory loss?  It doesn’t eliminate it, so how valuable is that?

SL: Magnetic seizure therapy is brand new.  I did the first treatment in the year 2000.  We started with animal research and I did the first treatment in an animal in 1998.  Magnetic seizure therapy is not totally devoid of side effects.  If a person has had a seizure, there will be some side effects.  However, patients who had MST and previously had ECT told me that it was like night and day. After magnetic seizure therapy, the period of disorientation lasts two minutes compared to thirty or sixty minutes after ECT.  People in the study told me that they were happy they were not so confused after the treatment; it was a less frightening experience for them.  It is helping them overcome the obstacles to getting treatment; they don’t dread it and are not scared. One point I would like to make is that sometimes when others in the field of psychiatry look at my work with transcranial magnetic stimulation or magnetic seizure therapy they think I must be anti-ECT, because I’m working on improving or replacing it, but I’m not anti-ECT; I’m pro what works. ECT is a fantastic treatment, but I don’t think our patients should have to settle for its current level of side effects. We can do better and we should apply all these great new developments to figuring out how it works, how to make it better and how to reduce the side effects. ECT can save lives but if we don’t improve our techniques it’s not going to be around.  There are already significant pressures to eliminate or ban ECT; below a certain age, it is unlawful to use ECT in Texas.  In California, New York and Vermont there are some restrictions on the use of ECT.  Many states have had legislation put forward by the anti-psychiatry movement, funded by the Church of Scientology.   In these state legislature studies, they find people who say, “ECT fried my brain” or “I lost all my memory”. I don’t think they are lying, by the way. There are some people who report more severe side effects. The only way to win the argument is to admit ECT does have side effects and that we’re trying to understand why they happen so we can reduce them. This can be a life saving treatment and we are pushing the field forward to make it even better.

AT: I am struck by how much emphasis is placed at meetings like this on, biological psychiatry, where psychiatrists promote drugs.  There is no space devoted to the kind of research you’re doing.  What is it like being a psychiatrist in the so called age of biological psychiatry devoted to drug therapy?

SL: That’s a good question.  It’s about money.  Drug companies make money from selling their products; they have enough money to buy big exhibits at meetings and to advertise their drugs to persuade more people to prescribe them. I’m not saying that’s all bad; these big companies also have money for new drug development, because NIMH does not fund all the research that’s involved.  Most of that is done by drug companies.  The companies that make ECT equipment are different.  They don’t have money on the scale of the pharmaceutical industry.  There are only two companies that manufacture ECT devices and they only get your purchase price once.   They’re small companies with less money and they don’t invest in advertising to a significant degree.  So you don’t see them having a large presence at these meetings. For transmagnetic stimulation, there are several companies that make about four devices but they are not yet approved by the FDA, so they cannot be promoted. You cannot advertise an indication that is not approved by the FDA.   Multi center trials are under way to look at whether magnetic stimulation, at a level below that which causes a seizure, may be effective in treating depression.  I’m very involved in that multi center trial and we just received a National Institute of Mental Health grant to study that, as well.   Within a few years, transcranial magnetic stimulation might be approved for depression if these studies turn out well. If it is, then you will begin to see the presence of companies that make the device at meetings like this.  What is it like for me personally, to be at meetings where what I do is not represented at all?  It means, for one thing, that I don’t have companies beating down our door offering me money to run trials, like people who work with medications experience.  So, we have to go to other agencies like the National Institute on Health or to the private Foundations, which fund the bulk of this work.  I do wish that device-based treatments were more represented on the program. Whenever I go to a meeting I do a quick search of the program to find out what’s new about ECT or TMS and it’s always a very small proportion.  It still surprises me because, ECT is so effective, people need to be taught about it; but it’s always the smallest topic on any program; sometimes it’s not even on the program. That motivates me in a strange sort of way.  I feel that next year I’ve got to propose something. We have this technique that’s as good as or better than other treatments.  We need to get this on the program.

Let me tell you about the organization for people that do ECT.  I’m immediate past President of the association and I’ve been an officer for eight years and I love that meeting.  It’s small, but you find people who participate.  There are a lot of clinicians, and researchers, but everyone there cares about ECT and the people they treat. If you care about that segment of the population, you might be motivated to say, we’ve got to improve ECT; we’ve got to go get the leading researchers in the world working on the technique, because our patients need that.  At the Association for Convulsive Therapy meeting, there’s a wonderful opportunity to pull together everyone who does ECT research internationally, and so we’ve broadened our membership to include the magnetic devices that are on the horizon. This past year was a good beginning when we held a joint meeting between the ECT and magnetic stimulation organizations. We are keeping ECT alive, but also looking toward the future, understanding that we should not cling to a particular tool, just because we love it, but we should be trying to improve the overall outlook for our patients. 

AT: With the kind of research you’re doing and the techniques you’re pioneering and improving,  what kind of appeal have they for a patient population that is inundated, especially in the United States, with drugs that are advertised with ad after ad which say, “take this drug, no big deal, depression’s gone”.   How can the device industry overcome that?

SL: I don’t know. To subject the patient to advertising, I find highly disturbing.   But, if you wanted to design an alternative public information campaign for people with severe mental illness, I would design one that taught people what depression is.  These are the symptoms and how you recognize them and these are the different treatments available for you. There is something you can do about it.  So see your doctor or a therapist. 

AT:  Whose responsibility is this and where would the money come from?

SL: I think it’s an example where psychiatry has fallen down.  We are not doing a good enough job of educating the public about what we are doing and what it means to have a mental illness.  Look at the stigma of mental illness, in general, not just ECT.  Why are we sitting back and not doing anything when so many movies that come out misrepresent the field?  Advertising magnetic therapy would be easier than ECT, because magnetic stimulation is less scary to the public. I’ve never seen a commercial for ECT. 

AT: Neither have I.

SL: Go to any doctor’s office and open a magazine or look at all the drug company trinkets on his or her desk. To popularize mental illness and treatment in the public mind and counter the prevailing drug culture is a great challenge and we need to do a better job of educating future clinicians and researchers. We have to teach them not to prescribe reflexively what’s in the commercials and what they see at drug fairs and meetings. We need to teach them practice guidelines; to prescribe what is a medically appropriate treatment, not what is advertised. 

AT: I have a final question and I would invite you to add anything to this interview that you feel that I haven’t covered. Thinking about you as a math major and a woman and as someone who, early on, elected psychiatry at a time when that wasn’t considered the hip thing to do, going into convulsive therapy at a time when drug therapy reigned supreme, there is a sense in which your professional development and intellectual trajectory has been bracketed by a minority ethos. You’re swimming against the tide and it raises the question, what is it like to be a woman doing all these things? You’re experiencing the added, I wouldn’t call it a burden necessarily, but the added variable of being female in a male dominated field. How has being a female influenced your experiences or changed your outlook?

SL: It is something I’ve paid a lot of attention to throughout my career. I want to encourage other women to not be threatened by technological fields or by medicine and they are worth trying.  My philosophy is, I haven’t hit the glass ceiling yet and when I do I’m carrying a great big hammer. It’s getting better for women every year.  Psychiatry has a higher involvement of women than other medical specialties.  I don’t think I’ve had as great a challenge as women who came generations before me when just being a doctor was unusual and women in general experienced more blatant discrimination than I have.  Even in my own short career so far I have seen some changes.  When I was in medical school I did see some pretty blatant discrimination and harassment; some of the surgeons were pretty awful in their sexual jokes and one delighted in making the female medical students do hernia exams on rounds to embarrass us. I chose not to go into surgery at that time based on my exposure to it as a medical student.  I don’t think that’s the case any more, but at the time it seemed to be hostile to women, and I’m not a masochist. I teamed up with other women and told myself that things were better than when my father went to the Naval Academy and their motto at that time was, “we’ll make a man out of you”, even if you were a woman.  

AT: Terrible.

SL: I didn’t want to be made a man and I felt I could do well, academically.  I’m glad I had the desire to go into psychiatry rather than surgery, because it would have been more unpleasant to have to face open discrimination. Within psychiatry, interestingly, ECT is mostly done by men. I don’t know why but I would like to see that change.  I think that I was the first woman president of the Association for Convulsive Tharapy; the membership has very few women. I was very aware of that and wanted to encourage women to get involved. I did not experience hostility toward me as a woman in that organization, but when there are only a few women role models, I think fewer women choose to join.  That’s something I’d like to change by showing other women that this is a great field and we can excel.  One answer to why there are such a few women in ECT is that it does, perhaps unfairly, have a reputation for being a violent, aggressive kind of intervention.  I wonder if, in a certain mind set, that is more attractive to men.  It is an intervention; more active than passively writing prescriptions. The way ECT was practiced twenty years ago, before anesthesia, muscle relaxants and other modern innovations it might have been more violent.  A person would have a full body motor seizure and that might look violent.  But now, with modern ECT, I don’t see that as violent.  As a woman I like to do something active in psychiatry and ECT treats serious disorders and is the most effective and rapidly active treatment.  Why wouldn’t you want to learn that?  I don’t know whether this is because I’m a woman or just my personality, but I tend to specialize in people who are afraid of ECT, by trying to make the experience more tolerable for them.  When I see patients and explain to them that I do ECT and if you need it, I can admit you, they’re always blown away by that.  I don’t know why.  Some patients are very nervous and I explain we can play music, or you can have a family member with you. In a way I’m trying to create a kinder, gentler ECT by making the environment more inviting, by improving the treatment and reducing the side effects. 

AT: I am struck by the way you have achieved so much.  Do you think there’s something unique about your constitution or is there an outlook you can share with others that would help to democratize the field?   

SL: I’ve been very fortunate.  I have taken chances, by taking advantage of opportunities.  I   learned that early on.  No one is going to just give it to you.  You need to go out and get it. 

AT: That’s true.

SL: I would encourage everyone to go out and pursue what really excites them and not be deterred by the fact that only a few women are doing that.  A part of that might have been my educational experience or my parents, who always encouraged me and felt I could do as well as any boy.

AT:  Is there anything you wanted to add at this time?  

SL: I’m grateful to the CINP for giving me the Max Hamilton award.  It’s a tremendous honor that I appreciate and which recognizes the combination of groups that, as a team, I’ve had the good fortune to lead.  I appreciate that.

AT: Thank you.

( Sarah Hollingworth Lisanby was born in Bethesda, Maryland in 1965.





