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NANCY CAMPBELL:  Please begin by describing your pathway into addiction research.

PETER MANSKY:  My pathway into research in addiction was an unusual one. When I was an undergraduate in medical school on pediatrics, I was concerned about kids being treated with Valium for arthritic problems because it was a muscle relaxant.  I thought it snowed the kids out.  So I thought it would be a good idea if I read up on muscle relaxants and I spent a lot of time in the library reading about them.

At that time I had the Berry Plan, or deferment from service, so I could complete an internship in internal medicine.  I was going to go in the Navy.  I was also thinking of applying to be a flight surgeon in the Air Force.  This was 1967 when drugs were getting pretty important. I didn’t learn very much about that in medical school.  So I thought I’d go up to the department of pharmacology where I’d done some research one summer on the metabolism of drugs, and talk to a fellow who had invited some people up from Lexington, Kentucky, to talk to us from the ARC.

NC:  Where did you go to medical school?

PM:  At the time I was a junior in Buffalo Medical School on the pediatric service. Peter Gessner, who had invited the ARC people, wasn’t there. So I went in and introduced myself to the new chairman, who later developed the New York State alcoholism research area.  On his desk there was a paper on muscle relaxants, and I asked him if he was interested in that.  He said, yes, I’m interested, I wrote that a review article.  I said, great, I’ve got a lot of questions.  I’ve been reading about this stuff.  We talked for a while and I guess you don’t seem more intelligent than you do when you have questions. So I asked him my questions and told him why I was up there.  He said that he had a friend down there in Kentucky I could write to named Bill Martin.  I wrote to Bill Martin, and went down for an interview.  During that same pediatric rotation I grew a beard. Only one attending had a beard.  When I went down to Lexington I shaved it off and then let it grow when I came back again.  
I probably got the job at Lexington because positions were often granted through referrals from people that trained together.  Cedric Smith, the new chairman, had trained with Dr. Klaus Unna at the University of Illinois. Bill Martin had trained with him, and Don Jasinski trained with him.  I got the job because I was curious about drugs, about what was happening to pediatric patients, and how I might be able to help out.  

NC:  Had you any training in pharmacology?

PM:  I had medical school pharmacology course.  During one summer I had done some research on metabolism by investigating metabolism in rats.  It wasn’t a very interesting thing, but I enjoyed the research.  But I was aiming to become a clinician.  I liked the idea of clinical psychopharmacology, and I liked nephrology.  I thought I was going to become nephrologist.  

When I went down to Lexington I was just going to learn a little bit about drugs, and get my military obligation finished, and come back.  But I was just amazed at what we were learning about the brain and pharmacology, about therapy.  There were a couple of anthropologists who were doing work on addiction, who went out and lived with people.  I thought they were fascinating and I learned a lot from them.  We’d go over and have lunch at the CRC, where we’d meet the two-year people and some of the people who were doing some research over there.  There was a great interchange of information.  Charlie Bowden, who went on to be a psychopharmacologist with a good reputation, had just finished Columbia undergraduate. He did a course in psychiatry for us who had no experience in psychiatry.  It was a wonderful time down there.

NC:  How would you characterize the field? You really got your introduction to the whole field by going to the ARC.

PM:  Absolutely.  I didn’t know very much about drugs and alcohol.  I just knew that this was becoming a clinical problem across the country.  And I was curious about it.

NC:  So how would you characterize the ARC in terms of disciplines, research questions, and priorities when you entered it?

PM:  When I entered it, the main research questions were looking at the abuse potential of opiates and other drugs.  They had just finished a study comparing ephedrine with amphetamines.  They aimed eventually to find a drug that might have analgesic effects without being addicting, separating out the two effects.  That was the same time that Bill Martin came out with the article on the different opiate receptors.  He did a review article in Pharmacology or Psychopharmacology Reviews.  It was a wonderful article.  At the same time I was exposed to Wikler, Fraser, and Isbell.  I had access to a phenomenal file of articles, some of which weren’t even published, in different areas, and the opportunity to talk to all these people, the subjects who were there, and learn about addiction from them.

NC:  How did you interact with the subjects?  What did you learn from talking to them?

PM:  I learned how they coped with life, how they coped with their drug-taking, how they felt when they took drugs, how there was a variety of different feelings.  I learned about people who had shot amphetamines because it relaxed them.  We did a methadone study and found someone who was on a hundred milligrams of methadone a day for eight weeks, was nodding out all the time, and actually was smoking a cigarette and caught his mattress on fire.  There was Vincent Dole and Marie Nyswander in New York City talking about having people on 180 milligrams per day as a blockade level.  We knew there must be among those people people who weren’t doing well.

In 1970 I remember going down to the University of Kentucky where a young graduate student presented a thing on methadone maintenance.  When I presented some cautions and negative stuff, I was like Attila the Hun. That was a rightist attitude. They acted like I was being dumb because this was an effective treatment.  I didn’t think it was treatment at all.

NC:  Did you first encounter that response to methadone at the ARC?  

PM:  Yes, that was my initial encounter with it.  I hadn’t been into the drug and alcohol thing.  It seemed like methadone was working as a maintenance drug because it was an oral medication, didn’t have a rapid increase in blood level, and wasn’t short-acting.  All those things would make it more addicting.  If a drug was short-acting, got into the brain quickly, and you had to shoot it IV, it had a higher addiction potential.  It didn’t make sense to think of it as a cure for opiate addiction.

NC:  Did you know about ARC studies on methadone in the ‘40s?

PM:  I have a vague sense of that, but I couldn’t tell you about the studies, what they had found there.

NC:  But you encountered an atmosphere at the ARC that was really saw methadone as itself an addictive drug, not as a maintenance agent.

PM:  Yes. You had to be cautious about it in terms of maintenance, because it had a severe withdrawal. It wasn’t severe in intensity, but it was a long, drawn-out withdrawal with a lot of muscle aches and bone pains.  So it was very hard to get off of it once you were on it.

NC:  Do you remember people at the ARC talking about Dole and Nyswander’s work?

PM:  I remember this graduate student. My personal feeling was methadone maintenance was a very clever way to do maintenance in this country like they did in England.  As I’ve learned over the years, maintenance as a step towards recovery was good.  But to think of it as the end stage just didn’t make sense to me.  It’s made less and less sense the longer I’ve been working in the addiction field.  Yet when I was heading the program in New York State, there was an addiction person in New York City who was urine monitoring one of our participants who’d been a heroin addict, which was pretty rare among physicians.  He had craving on the ward, and a guy put him on methadone.  He said, I’m snowed out by methadone, and I was better when I was abstinent.  But this guy accused me of not realizing that opiate addiction was a neuroendocrinological disorder, and its treatment was with methadone, and where was I, from the Dark Ages?  He was so upset that he talked about me to people at social events. 
NC:  Why is it so incredibly fractious, still so very contested? 
PM:  This guy was at Beth Israel Hospital, where it all started.  I never met Marie Nyswander, but I met Vincent Dole, who was just a neat guy to relate to.  I never argued with him because I met him during a neuroscience research program in opiate receptors when I was a scribe, which was a junior editor.  We wrote a book in four or five days after the meeting.  I just listened to him and I thought he was a very fascinating man.  He made a great contribution in allowing some type of maintenance treatment.  But I think society picked up on it because it was an inexpensive way to “treat addictions.”  It really wasn’t treatment.  There have been a lot of negative feelings about it from the Hispanic and Afro-American or black community because it’s like enslaving someone.  Once you’ve got someone on methadone, they’re going to come back forever. You’ll also find this with buprenorphine.  Anxiety patients on benzodiazepines stay in treatment because the medicines are extremely important to them.  Part of it is their addictive quality, as well as their therapeutic effect.

NC:  What your working relationship like with the senior researchers at the ARC?
PM:  Don Jasinski was my immediate supervisor, and Bill Martin was the boss.  Maybe it was because I was the youngest guy there, but Bill Martin used to talk to me a lot about himself and his career and the responsibilities he felt, the difficulties in making everyday decisions which affected people as well as research.  We’d have long talks in his office, but he did most of the talking.

Don Jasinski and I were more like pals.  I’d go over to his house and we’d talk about stuff.  He taught me some research techniques, and I did some write-ups with him.

NC:  What do you remember about those conversations, where Martin was talking about his everyday decision-making? 
PM:  He took his job extraordinarily seriously.  He was clearly dedicated to doing research with the idea of being able to help people. He wasn’t the kind of researcher who did the research just for the academic sake of getting the answer.  He was like a doctor who wanted to treat people and help people and felt he could do it best through research.  He felt very responsible about training a person in the field every two years in my position.  Let me ask you, Nancy, who came after me?

NC:  Did you leave in ’71? Did you go back a second time? 
PM:  Yes, I left in 1971 and I went to Lexington a second time to be residency training director for the Department of Psychiatry at the University of Kentucky, and worked with Abe Wikler then. I didn’t go back to the ARC. At the time Nixon was talking about decentralizing treatment and getting treatment back into the individual states and communities.

NC:  What was the relationship between the ARC and the CRC like were when you were there? Were there tensions between the two, or did they work hand-in-hand?

PM:  They were separate entities, and run separately.  We had locked doors and prisoner patients, or prisoner subjects.  It was a very different, very, very different experience in the CRC.  I don’t know if you’d call it tension, but there was definitely a difference.  Since I was young, I wandered around both and didn’t have a problem dealing with both.  But the clinical people over there weren’t as welcome at the research center.  Bill Martin wanted people there who were very seriously interested in research. 
NC:  Was there a kind of basic versus applied division?  How would you describe it?

PM:  That’s one way to describe it, but it really doesn’t capture it completely.  One was clinical and treatment, and one was research and treatment.  The ARC under Bill Martin was more questioning and challenging every aspect of treatment in the field, whereas the CRC had to accept some treatments as effective in order to be operative.

NC:  Are you saying that they faced very different tasks?
PM:  The CRC’s task was to treat the people that were there and to help them stay off of substances.  The ARC’s task was to question all the treatments to find which were effective and which weren’t, and to hopefully get better treatments over time.  I don’t see a conflict for my personal philosophy between the two. My sense is that one should learn from the clinical, and the clinical should learn from the research.  I’m the type of person that would have promoted a lot more interchange than there actually was.

NC:  What factors do you think impeded interchange, and what factors promoted it?

PM:  It may have been the politics of the center. I know there were some politics that I didn’t know anything about. I sensed that there was some difference there.  It may have been that there were certain resources, and the CRC wanted all the resources. I’m not sure what it was.  There was not as much mutual respect as I would think.  Some of it was the clinical enthusiasm of Lou Cancellaro, who was director of the CRC and a really neat guy, versus Bill Martin’s conservatism and cautiousness in terms of endorsing treatment.  I don’t know whether it was a fact of politics, or whether it was a fact of personality.  The two places just had different missions.

NC:  What about the research studies that the ARC ran?  Would you describe those as treatment evaluation or not?

PM:  No, the ARC was in search of appropriate treatment, but it wasn’t just doing basic research because it was human research.  It wasn’t researching different forms of treatment.

Chuck Gorodetzky and Terry Christian were doing studies on drug detection, trying to get the time that you could detect the drug.  All the things we did had implications for understanding drug addiction, and maybe implications for treatment.  But our major aim wasn’t looking for treatment directly, but looking to separate out the two effects of the drugs, the analgesic effects, and the euphorigenic effects.  
NC:  So what, exactly, did you do on the ARC studies?

PM:  I helped work with the planning and the write-ups.  I had daily contact with the subjects.  They would come to me for sick call, and I would hang around in the common area and just chat with them. 
NC:  What sorts of things would you talk about?

PM:  Anything in the hopes of understanding what happened with addictions.  It was a phenomenal thing to watch a person go through a phase of addiction.  With opiates there’s a drive.  Some people on opiates get on the soapbox, they get a lot of desire to do things.  A guy would go to the library and get a book, and then he’d go get another book, and he’d go get another book, and you’d watch with the addiction cycle how the books piled up.  He had the desire, but he never had the follow-through. The drug gave him the desire. It increased the desire and decreased the follow-through, and you could see that illustrated. They had an inability to do much, but an interest in thinking they’d do a lot.  If you followed people through their cycle of addiction, you couldn’t help but notice that.

NC:  Were the subjects insightful about the process that they were going through?

PM:  Boy, that’s a good question.  I don’t know if they were or not.  I think I tried to point out changes in them, things that happened to them when they went through an addiction cycle.  I could mirror that to them so this could be helpful to them. I knew I wasn’t treating them.  But I knew if I could have them realize what happened to them when they went through an addiction cycle, how they changed and how relating to them changed, this might be helpful to them in the future.

NC:  Was the awareness that you were not treating them instilled by Martin?  Was it quite clear to everybody that the researchers were not treating people? 
PM:  it was very clear that this is research, not treatment.  If you were a clinician at heart, you just snuck it in.  I think Bill Martin was kind of glad to see you sneaking it in, but he would never say so.

NC:  I wanted to ask you about NARA, the National Addict Rehabilitation Act of 1967, which brought in civil commitment and shorter sentences. It must have made recruiting harder. As I understand the protocol at the ARC, you couldn’t have anybody in a study within six months of release. 

PM:  I think there was something like that.  But the guys we got [at the ARC] weren’t guys who were picked up with possession and could be affected by treatment.  We got guys who had had repeated arrests.  They still had a manipulative side to them.  They were probably the most difficult to treat. If I had known then what I know now about Twelve Step stuff, I probably would have tried to get Bill Martin to let me do some Twelve Step stuff. 
NC:  Do you think he would have been receptive?

PM:  I think he would have been receptive if I could have done some research around it.  I don’t know if he would have been receptive in any other way.

NC:  Why wasn’t the Twelve Step method phased into Lexington a little bit earlier?
PM:  What I would hear when it was talked about was it was effective for a very small group of people who would stay with it, but not in the long run because a lot of people would not stay with it. But I think it’s the most effective form of treatment today.  I still wonder about what percentage of the real addicts it’s hitting.  Because it doesn’t count people who come to one or two meetings and then don’t come anymore. But now I think it’s malpractice not to encourage patients to participate in it because it is so effective for the people that participate in it.

NC:  Let’s talk a little bit about Matrix House, the self-help experiment organized at Lexington.  Can you tell me how it came about?

PM:  I didn’t organize it.  I think Howie Wishnie was a major organizer of it.  I went over and observed. I was fascinated by these people because they weren’t as end stage as people who were in prison. They had come there for treatment so it was a whole different experience over there.  But it was set up to be modeled after Synanon, that recovering addicts would be the best way to help recovering addicts.  They didn’t use Twelve Steps.  One of the things Twelve Step does is give a person a sense of responsibility.  It encourages people to look at themselves and not other people. I wrote some ideas about that into the article “Reminiscences of an Addictionologist.”

NC:  What did the ARC make of Matrix House?

PM:  I have no idea. A person like Don Jasinski would probably have been skeptical.  Bill Martin probably wouldn’t even talk about it.  We probably did talk about it, but I don’t remember anything specifically.  

NC: Your work seems to me to integrate some of Abe Wikler’s work on conditioning with Twelve Steps.  I’d like to ask you some more questions about that, but then also ask you about treatment of human subjects and the ethical dilemmas that Lexington raises.  I think that what was going on at the ARC was actually ethical, but many people characterize it as unethical.  
PM:  Right.  Ethics varies with the political correct atmosphere, and ethics varies with the times. Just look at the Bible.  The ethics in the Bible – eye for eye, tooth for tooth – can be interpreted to fit into the age that we live in now and the culture that we live in now.  If it became politically correct that methadone was a bad drug that was enslaving minorities, and this became a majority view of the culture, then Dole and Nyswander could be looked at as unethical.  It’s not just talking about ethics that are related to the situation.  I think ethics evolve over time with a society, just as a person in their life might grow and change in their ethical growth. What they felt five years ago might not be the same thing as now.  I think a culture also grows in its ethics over time.

NC:  That is very close to the way I think about it.  Please try to recall between now and when we next talk, anything that could give me a basis for making that claim.  Anything that you can remember about how subjects received explanations about what the research would be; whether there was something like consent; how willing were they?  

PM:  I don’t think any of them felt negative about what they were doing.  They felt they were doing it just for their free time.  For most of them it was an opportunity for them to get drugs. There may have been among them older people that were doing it for free time.  They liked the free time they got from it.  But what I think they liked more was being on the medications.  I wasn’t there for the nalorphine studies, but I was there for some of the agonist/antagonist studies.  Sometimes they’d get effects they didn’t like at all.

NC:  Weren’t there even studies where a considerable number of them dropped out?
PM:  Yes.  That’s a key ethical point.  If they wanted to drop out, they could drop out. They were not coerced to stay in the study.  We wanted them to stay in the study, and we talked to them about staying in it, but there was really a lot of concern that if they didn’t want that, well, that was it. 
NC:  Can you tell explain the free time system?

PM:  They would get credit towards their sentence by participating in the study so they could get out earlier. It didn’t seem like a lot to me, but it may have meant a lot to them.
NC:  Were there drug rewards? After you completed a study, might you be rewarded with a drug and then sent back out into the population high? Do you think that that happened?

PM:  I don’t.  I think that if they were in withdrawal, they could be offered a substance to relieve the withdrawal.  Once you’re in withdrawal, and you’re given opiates that relieve the withdrawal, you’d get high from it.  They liked getting high.  They really enjoyed it.

If I was in that atmosphere with what I know now, boy, I could have learned a lot more. I was 25, 26 years old when I went down there. I was born in ’43, went down there in ’69. I was just 26 years old. 
NC:  So you don’t think that it makes sense that they would have been given drugs as rewards and then sent back out into the population.

PM:  No, not unless that reward was part of a study.

NC:  Were people who were participants in ARC studies all housed on the research ward?

PM:  They were. They were federal prisoners, many from Leavenworth.  What I didn’t like about it was that I had to carry these keys and every morning I got locked in. The guards were friendly to me, but I didn’t like all those locked doors.  I went down there with bell-bottomed trousers on, a beard, octagonal clear glasses, just after seeing “Easy Rider.” As I was going through Ohio to Cincinnati I kept hearing more and more Southern accents, and I said, uh-oh.

NC: You just described some markers of the counterculture. Was there much of a countercultural presence at all at Lexington? 
PM:  There was a guy working as a painter there who introduced me to his sister, who became my first wife.  We both had beards and bell-bottomed trousers. There was a culture of young people down there, who were doing their thing.  Some of us became friends down there and just related on a social level because Lexington, Kentucky, at that time was not a very sophisticated city.  It didn’t have much public parks and public land.  It was rather conservative.  Yet I remember the first time I was down there, there was an OB-GYN doc who had festivals at his farm, and people went swimming naked in the pond.  I heard about that, but I never saw it.  There was one guy down there from the North who ran for political office.  It was so conservative that they got him for receiving stolen materials because he got some typewriters that he didn’t pay as much for. I think he was set up.  So they didn’t like outsiders in there at all. The town was pretty conservative and not northeastern at all.  Those of us who came from around the country had common interests that didn’t fit the community. The Haight-Ashbury freedom hadn’t come there yet. And it came very fast to other places.  I graduated from Cornell in ’64 and two guys we knew had gone to New York City.  One of them had hung out with Andy Warhol. Both of them had smoked marijuana.  They were very curious about it.  When I went back a year and a half a later, everybody was smoking marijuana there.  Fraternities were getting suspended because of marijuana use.  It was a whole different atmosphere.
START SECOND INTERVIEW

NC:  Let’s begin with where you first heard about Abe Wikler’s concept of conditioned abstinence. 
PM:  It must have been during my first two years down there. What most people in the field actually think is that people use the drugs for the high.  I’m not sure that that’s the most common use.  There are two concepts of positive and negative euphoria, called key concepts.  The concept of conditioned abstinence looks at drug addiction from a different point of view, looks at the addiction as relieving bad feelings more than going just for the high.  Conditioned abstinence relates relapse to conditioned withdrawal or maybe craving for the drug, not the desire for the high. Sometimes cravings are not accompanied by any thought of getting high. Sometimes it’s remembrance of the early highs.  
There’s another twist to addiction. Drugs that have withdrawal symptoms but don’t produce a high in the individual at some time really are not addictive.  The high does play a role somewhere, but the powerful thing is conditioned abstinence.  Conditioned abstinence would explain the conditioned full-blown syndrome.  But there could be a subtle thing where people just felt out of sorts, anxious, not good, and the thought came to them, I could use the drug to relieve this.  That would be something that was not only psychological, but a little physiological, like anxiety.  It would be conditioned to the places where they used.  It fits in with the AA statement of stay away from people, places, and things.

NC:  Yes.  Do you recall, or would you associate that idea about anxiety with Abe Wikler?  Or was that more general by then?

PM:  I don’t know where that came from.  I don’t know where I came up with the concept that conditioned abstinence could be a mild feeling out of sorts accompanied by craving.

NC:  Wikler was very interested in the role of anxiety, anticipation of pain, in relapse.  Because I associate conditioned abstinence with him, I was wondering whether you did or not. Perhaps by the time you were at the ARC, that was a more pervasive concept that was in the air.

PM: As you know I had two intense experiences dealing with the masters. One was when I was down at the NIMH Addiction Research Center from ’69 to ’71.  The other was when I went back to the University of Kentucky, and I was residency training director.  Abe was teaching in the department then.  Art Ludwig was chairperson. He had done some original work at the Addiction Research Center or at the Clinical Research Center. We would talk a lot about things like craving.  Ludwig wrote a book on craving. He was very bright man who loved Abe Wikler, and did some of the original work in the field, and didn’t become as famous.  But I know that he was connected with the research center.  

NC:  What happened while you were back in Kentucky as residency training director from 1975 to 1978? 
PM:  We had a celebration for Wikler, and people from all over the country came.  Himmelsbach came, Charlie O’Brien came, Jerry Jaffe came. We all respected him so much. And Bill Martin had his retirement around the time everything was set up to be moving to Baltimore in the mid- to late ‘70s.

NC:  Yes.  Martin retired in 1977 and they actually moved in ’79.  What can you tell me about the circumstances of Martin’s retirement?

PM:  My perception was that he had had enough time there; and he was offered the chairmanship of the Department of Pharmacology at University of Kentucky, and thought it was a good time to change.  It may be that a lot of the research was being blocked, and he was getting discouraged with the talk of going to Baltimore and moving away.  

NC:  He actually went to Washington and testified to try to have prisoner research continued early in 1976. He was still the director then.
PM:  I would imagine he was pretty discouraged about the lack of support for the work he thought was valuable. Having served his time in the Public Health Service, with the offer of the job at University of Kentucky, that would be a good time for anybody to change. 
NC:  Absolutely.  When you’re doing research on addiction, the best people to do it with are addicts.  It’s hard to do it, in fact, without them.  Did you discuss the transition and changes in the ethical climate?

PM:  I don’t think that was much of a conversation topic for me.  When I was there I thought about the ethics of it.  My sense was that the prisoner guys there got a lot of attention.  They got a lot of understanding about addiction from the researcher’s point of view rather than the street point of view.  We would share some of the concepts with them, just chatting with them if it was appropriate.  I learned back from them.  Some of them seemed genuinely interested in what we were doing. Others were just there to get their time and get out.  I think they found it a less tough atmosphere than the prison atmosphere.  I don’t remember any fights breaking out or any prisoner attacking any other prisoner there.  I’m sure there were arguments because I knew they played cards in the courtyard, and I heard more swear words in five minutes there than I heard in my lifetime.  But I think it was a very comfortable environment for them there.

NC:  Can you tell me a little bit more about how and why you used research concepts in speaking with subjects? 
PM:  I’d check out ideas with them, things like conditioned abstinence, talk to them about their experiences, ask them questions.  We were not distant from them, especially Don Jasinski and myself.  Bill Martin would occasionally come around and talk to them.  If he had a specific idea he wanted to work on, he might sit down and talk to someone.  Jasinski knew them well, would make rounds every day.  I’d make rounds every day.  Sometimes together, sometimes apart.  I’d have sick call.  If you’re a doctor for people, you get to know them in other ways.

NC:  What were rounds like?  Walk me through rounds.

PM:  I’d just go around and ask them how they’re doing, what they’re feeling, what’s happening in the addiction cycle, that type of thing.

NC:  Did you have qualms about re-addicting people who had gone through withdrawal?

PM: I would have thoughts about it today because I work with an abstinence model in mind, because I work with professionals. Not everyone uses the abstinence model, and certainly using methadone and now using buprenorphine is putting people back in addiction. People that use benzos on alcoholics are putting them back in addiction.  I don’t know how that fits going through withdrawal, whether it’s a negative incentive to continue, or whether it builds up conditioned abstinence.  But my thoughts in those days were, if they went through a controlled addiction and understood more about what was happening to them, that this would be a valuable thing for them.  The addiction cycle in Lexington was very different from the addiction cycle on the street.  In the ‘40s the clinical center used to measure recovery by how addicts would come in off the street. They would gain weight over the first six months, they’d come in underweight. But our guys would put on weight during the addiction cycle. One of the things that explains that was the fact that they didn’t have to hustle for the drugs like the street people did.  But maybe getting the drug on a regular basis and not having to go through withdrawal before you get your next addiction might have a different effect on eating. 
NC:  Although the ARC certainly thought of itself as mainly a research unit, because of your background, you have a somewhat different take on it. What you just said was, if they went through a controlled addiction, they would gain some self-reflection about that.

PM:  Even more than people in methadone programs because the methadone programs tended to minimize the whole idea of addiction, saying that people had a biochemical need for opiates, and they functioned fine on opiates.  We found that people didn’t function so well on opiates, and we weren’t so sure they had a chemical need for them. Some people look at methadone maintenance negatively, as an enslaving thing.  Once you’ve got someone on it, it’s hard to get them off it, and especially among the black culture there’s been a lot of negative attitude.  They did addiction cycles without a lot of talk about what addiction’s like, how you might have used it, here’s conditioned abstinence, you shouldn’t use any other drugs, you shouldn’t drink.  I’m sure a lot of them were drinking.  I could see negative things happening in an addiction cycle because I saw these people 24 hours a day.

I saw the depression that came with a chronic addiction, I saw when people came to me on oral opiates in my practice, and said, I’d like to get off, but I’m afraid of my pain.  I’d say, we’ll go off real slow, and we’d go down with a very slow decrease over time.  They’d get off, and their whole mood and outlook on life would change, very similar to the people that were in the Addiction Research Center.  Just being confined in the research center wasn’t the thing that created that.  I saw that out in the natural world, too.

NC:  In terms of actually relating to your subjects, were there particular people or kinds of people to whom you related well when you were there?

PM:  I was pretty young when I went down there.  I went down there in ’69 right after my internship.  I didn’t necessarily relate to the younger ones better. There were some quiet, brooding types that I didn’t relate to as well as to the more outgoing ones. I love listening to people who’ve had a lot of experience.  When I was down there, I tried to understand them. I was very interested in antisocial behavior and sociopathy but I was not yet a psychiatrist when I was down there. At first I didn’t know when I was being conned or not. I’d run a lot of stuff by Don Jasinski, who’s very bright that way. I learned more about antisocial behavior and antisocial personality than anything else.  But when I think about my interviews down there and what I know now about psychiatry, I’m not sure exactly what I learned from the people down there but I picked up some good stuff. 
I certainly learned from the Matrix House experience. Boy, you don’t want to leave addicts just with addicts without a Twelve Step program or something that encourages individual reflection, rather than something that encourages criticizing other people.  Pat Carnes, who writes about all kinds of addictions, including sex addiction, talks about balance and how addicts can go from one extreme to another. A food addict goes from overeating to anorexia, from out of control to very controlling of themselves and others.  Psychodynamically, I thought you could look at it that the addicts take out their anger at their addiction on the new people that come in.
NC:  what conclusions did you draw from the Matrix House experience? 
PM:  That was the start of my thinking that has matured greatly, that treatment of addiction had to involve dealing with healing of at least what happened during the addiction period, and helping the person develop learning skills that they didn’t learn while they were using. I’m very much interested in state-dependent learning. Ludwig was one of my great influences on that. What people learn while addicted will not be carried over.  Patients coming in say, I’m in recovery from alcoholism, and I started drinking when I was 12, and I feel like a 12-year-old trying to learn to cope with the world.

I love it when ideas seem to connect. It’s really kind of neat when I hear things like people, places, and things from people in Twelve Step programs, and I can relate that to Wikler’s conditioned abstinence. I wonder what sense the people who participated made of the experience?  Was it a positive one?  A negative one?  An indifferent one?

NC:  That’s a great question, and it’s one that I wish I could answer.  Participants now have decades of a different story in their heads, which is the story of prisoner research being unethical. So they’re not necessarily very helpful for answering those questions.

PM:  They can see themselves getting rewarded.  Maybe they can see a liability suit coming out of it. Under Martin’s direction, we used only people that were prisoner-patients transferred, and they never got out into the general population.

NC:  That corroborates everything that I’ve heard.  

PM:  There were no research subjects in Matrix House. They were all people from the clinical area.  

NC:  What do you see as the main outcomes of the ARC? 
PM:  Buprenorphine wouldn’t have happened without the ARC. I think the studies on agonists/ antagonists were phenomenal studies.  We did the studies on naltrexone.  The people who trained down there, who passed through there, have become leaders in the field in one way or another.  Jack Croughan, who was at the clinical center while I was there, was very influential on me going into psychiatry. He trained at Washington University with the grandfathers of the DSM 3 and 4.  They started the diagnostic criteria stuff.  I’d go make rounds with Jack, and so I learned I could be a doctor and a psychiatrist, too. Jack is now the medical director for the Missouri Program for Physicians Health.  I, too, went on to become somewhat prominent in the field of physicians health.  Lexington spawned people who were very interested in research, teaching, and clinical care of addicts.

Back in the early ‘50s there was a whole debate about whether alcohol withdrawal was due to vitamin deficiency or stopping alcohol.  Two major studies came out, one by Maurice Victor and Ray Adams over at Boston City Hospital.  They did a study on looking at withdrawal of people when they came in off the street.  They saw seizures within the first 24 hours, etcetera. At the same time Wikler, Fraser, and Isbell did a study where they abruptly stopped alcohol after three or four weeks of ingestion and they saw withdrawal, too.

Those two studies established it was withdrawal.  Most clinicians today just take it for granted, but have no idea that it needed to be established in the 1950s. That was a major contribution to understanding what happens during an addiction cycle, the protracted abstinence, really establishing that there’s a real high risk for relapse because of physiological changes that occur for six months.  There was some research at the Clinical Research Center where they looked at weight change over the first six months, and then they looked at ability to handle stress.  They used the cold pressor test where you’d put a tourniquet around an arm, and put it in cold water, and see how long you were able to do that.  The length of time increased as they got further out from the addiction.  Martin did things where he showed pupil changes, blood pressure changes, and respiratory center sensitivity changes that occurred over time.

We also showed that if you have a high habit on opiates, 250 to 500 milligrams per day of morphine or equivalent, you can’t overdose with opiates.  You couldn’t die directly from overdosing.  That was the thing that made Halperin, who was the New York City examiner, realize that people who died with needles in their arms who were injecting IV opiates in New York, weren’t overdosed.  Their lungs were reacting to some type of adulterant in an allergic reaction.

We also gave more understanding to the personality changes that take place during a cycle of addiction.  We looked very carefully at all the physiological things that would change. Chuck Gorodetsky was over on his side doing a lot of work on dose and what you could pick up in the urine through drug testing.  
Martin’s studies with the spinal dogs were really amazing.  I couldn’t do something like that today.  I just couldn’t do it because I like dogs.  I don’t think I could do any animal research anymore.  I respect animals too much. But I did do some during my days, you know.

NC:  Why the spinal dogs?  Why were they a good model?

PM:  They had a withdrawal reflex, spinal dogs especially. If you irritated their foot, you’d get a movement up and then a kick out. 
NC:  So you could see the reflex?
PM:  So you could see it, and then you could see different opiates’ effects on it. I remember that when Kathy Martin, who ended up in my department as a resident, was a kid she was just so pissed off coming out there and seeing the animal research.  I don’t think she wanted to be involved in that at all. Some of us there found the animal research uncomfortable, though not the human research. That tells a real story.

NC:  I was going to just ask you about that since it was the prisoner research and the ethics of human experimentation that really ended the ARC at Lexington, not the animal research.

PM:  I thought the animal research was more cruel to life than the human research.  I didn’t think the human research was very cruel to life at all.  Had those guys stayed in prison, they would have come out of prison knowing a lot less about addiction and probably be more prone to go back to using than having been there. I do not have any research to support that, but I have a strong intuitive clinical feeling about it.  When I’ve used my strong intuitive clinical feelings in treating someone, using them as a hypothesis, it’s more often than not turned out to be helpful in clinical work.  There are people who say you can only trust studies that are done in large numbers.  But you can do individual case studies, really close observations on a single case.

There are people who are negative about that sort of thing, and yet you learn from that. All these big studies seem to show associations, but until you can find the mechanism for it, you don’t know what you’re dealing with. They could all be “epiphenomena,” a word I got from Abe Wikler. “Epiphenomena” is like when the nurses who drank had less Alzheimer’s than those who didn’t drink, but it could be that those who had Alzheimer’s also had a lot of medical problems, were taking medicines, and were told not to drink because of their medicines.  A finding in a big, large study can be an epiphenomena, not due to the independent variable that people attribute it to.

NC:  This is another interesting continuity with behavioral pharmacologists, people who study conditioning, who also argue that single-subject or small-n studies can be extremely valuable. Was there something about this place, the ARC, that enabled you to form that stance – to do that kind of science?
PM:  We were very familiar with addicts going through addiction. We talked to them, listened to them, shared with them.  No other place in the whole country could anyone have done that. An occasional sociologist went out and lived in the culture.  But ours was a controlled culture. We had a controlled environment. We knew exactly what these guys were using, and when they were using it.  It was such a wonderful training ground, that has been so helpful in the treatment of addiction.  That and the Twelve Step concepts, which fit right in with the research that we did. The Twelve Steps can be looked at as spiritual, but they can also be looked at as teaching you how to live socially, the things that most people learn in their teens and early 20s when addicts are using addictive drugs. It’s showing a healthy way of life. 

I have the Twelve Steps by atheists, written by some universal Unitarian ministers.  And it’s sort of the same thing.  Don’t be isolated.  You’ve got to go outside yourself for help.  You need to let things happen, turn them over.  You need to take your own inventory, not the inventory of other people.  Judgmental is one of the things that happens when addicts get in recovery, if they don’t have the Twelve Steps. Even sometimes when they do have Twelve Steps, they become judgmental. It’s a common observation.  I consider myself so lucky to have spent the two years there and to have been grounded in some of the research concepts and things that people looked at and the ideas they had.  
When I was studying a disease in medical school, I could get the best understanding of the disease by going back to look at the history of how it was diagnosed and what happened over time because you learn so much from that.  I was interested in kidney diseases.  When I was in training, people were using clinical course microscopic picture, an electron microscopic picture that described diseases.  They had different concepts of the disease.  It wasn’t integrated.  The history of how a disease becomes understood and treated is so valuable because some of the observations early on are lost.

NC:  If you had to name the loss, the fact that we’d no longer have a Lexington, would it be in terms of that difficulty of creating an integrated picture?

PM:  Sure. You get a bunch of bright minds together who are exposed so intensely to addiction from all points of view. We actually had anthropologists and psychologists there, we had people from all fields there.  I was very fascinated by the anthropologists, social anthropologists who went out and looked at things.  There was a very university-like atmosphere there, an atmosphere of learning and an atmosphere of emotions. 

You learned yourself not to be so judgmental about addiction. In general medicine it’s “them” addicts, it’s “them” alcoholics.  We saw these people as real live human beings with their strong points and their weak points.  The other thing was the history.  There were file cabinets full of stuff that you could go look at to see abandoned research, not necessarily dead-ended, but abandoned research.  I had never run across so many brilliant people who were so concentrated and so knowledgeable in my whole life.

NC:  You were at Mass. General for your residency. When was that? 

PM:  ’72 to ’75.  Which was the peak of our training.  We had Leon Eisenberg, Gerry Klerman, who was head of NIMH, and a third guy who was like a giant. Ross Baldessarini was one of his protégés.  We had therapists who were working with difficult patients and knew what they were doing.  We had Walle Nauta, who was over at MIT, who knew the functional neuroanatomy in the brain like no one else. I got questions answered I’d had for years.  We had Norm Geschwind, who was a neurologist lecturing over at Harvard Medical School, talking about the psychiatric effects of neurological diseases and then relating them to structures.  One of my classmates and I ended up writing a book about my year of residency called “Renewal in Psychiatry.”  There’s a guy, Art Kleinman, who’s done more work in compliance and cross-cultural medicine and working with patients than anyone else I know.  Theo Manschreck, who did a lot of work in psychosis, went down to observe cocaine psychosis down in one of the Caribbean islands where it was common.  There was a guy that worked with Eric Erikson.  These were the kind of people who knew their field so well that they weren’t annoyed by questions, they were challenged.  They loved questions. I came in with a background in addiction.  That was my addition to it.  So those were the two places where I learned the most in understanding what I do and being able to be an effective clinician.
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