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Biographical Sketch

John D. Loeser was born in Newark, New Jersey, in 1935. He graduated from Harvard in 1957 and earned his medical degree from New York University Medical School in 1961. Following a surgical internship at the University of California San Francisco and a neurosurgical residency under Arthur Ward at the University of Washington, he spent two years in the Army Medical Corps (1968-70), serving in Vietnam and at Fitzsimmons Army Hospital in Denver. Since 1969, Dr. Loeser has been a member of the Neurosurgery Department at the University of Washington Medical School. He was appointed to a full professorship in 1981 and has held a joint appointment in Anesthesiology since 1989. From 1983 to 1997, he was Director of the Multidisciplinary Pain Center founded by John Bonica and brought about important changes in its operation. He also served as Associate Chief of the Neurosurgery Service at Children’s Hospital in Seattle from 1974 to 1986, and as Chief from 1986 to 1993. He is a Past President of both the American Pain Society (1986-87) and the International Association for the Study of Pain (1993-96), and a founding member of both organizations.
Interview History

Dr. John Loeser was interviewed in his office at Children’s Hospital in Seattle by John C. Liebeskind on July 12, 1993. The interview lasted approximately 3 hours. The transcript was audit-edited by Marcia L. Meldrum and reviewed by Dr. Loeser prior to its accession by the History of Pain Collection. The tape and transcript are in the public domain, by agreement with the oral author. The original recordings, consisting of two (2) 90-minute audiotapes, are in the Library holdings and are available under the regulations governing the use of permanent noncurrent records.  Records relating to the interview are located in the offices of History & Special Collections for the Sciences.
Topical Outline (Scope and Content Note)

The interview is organized chronologically and then topically, beginning with Loeser’s early influences and education; neurosurgery residency under Arthur Ward at the University of Washington; and continuing with his relationship with John Bonica and experiences at Issaquah and in IASP; and administration of the University of Washington Pain Center. Loeser goes on to discuss contemporary problems in medical education, pain management, and the progress of the pain field; and the interview closes with comments on his family, his personal rewards and achievements, and his experiences in Vietnam. Major topics of interest include: Loeser’s early work with deafferented neurons; the variant definitions of pain and types of clinical pain problems; the relationships of Bonica, Loeser, and Wilbert Fordyce; and the economics of pain clinics.
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[PHOTO PORTRAIT NEEDED]
John Loeser, MD
Neurosurgeon
JOHN D. LOESER INTERVIEW
TAPE ONE, SIDE ONE
JOHN LIEBESKIND:  Let me note that it is July 12, and it is 8:30 in the morning, and we are sitting in the office of Dr. John D. Loeser at Children’s Hospital in Seattle, Washington, and we are getting our interview.  
John, I have a series of questions here that I have made up that I am asking everyone.  I have made some slightly different ones for Louisa [Jones], but they are not meant to limit what we talk about, or shape too narrowly what we talk about, but first I want to ask you how you got into the field of pain.  Where did that all come from?

JOHN LOESER:  It was really all serendipity, to be perfectly honest.  I had no particular interest in, or knowledge of pain in any way when I began my training.  Indeed, my undergraduate days were marked by the fortuitous chance to write a thesis for Jerry [Jerome] Bruner on cognitive psychology.  I was a Harvard Soc Rel [social relations] major, the same year you were, but my interest at that time was really in the opposite end of human behavior, so to speak; that is, the processing of information.  I was certainly interested in the brain -- I chose to go into neurosurgery when I was 13 years old and my father, who was a neurologist, took me to an autopsy.  The patient had mysteriously died and in those days, before angiograms and CTs and things...he turned out to have a brain tumor.  I remember at that time saying I was going to be better than my old man ever was; I was going to be a neurosurgeon so I could look inside the black box.  

LIEBESKIND:  So you could do something about it.

LOESER:  So I ended up --

LIEBESKIND:  That was quite a bar mitzvah -- an autopsy.

LOESER:  Yeah, it took the place of a bar mitzvah -- good line, I like that one.  But I went to college thinking you had to major in sciences and found, much to my delight, in the middle of my freshman year, that Harvard didn’t give a damn about what you majored in.  Just then LIFE magazine had a big article on the Navajo Indian, and it was written by Clyde Kluckholm, who was one of the professors at Harvard at that time, so I realized that I could do my inorganic chemistry requirement in one semester, and I had a free semester then because I didn’t have to do two semesters of chemistry.  I took Kluckholm’s course on the Navajo Indian, got very interested in, really, social anthropology.  He sent me off to take a course with Roger Brown, who is a social psychologist.  Roger Brown’s course I found fascinating -- from him I learned ESP may be good, but if you want to talk to your mother in Chicago, use the telephone, it’s more reliable.  [Liebeskind laughs.]  He sent me off to work with Jerry Bruner, which was just the privilege of a lifetime.

LIEBESKIND:  By the way, I just had a student in my office the other day who had a letter of recommendation from Brown.  Is he still around?

LOESER:  He must be pretty senior now -- but he was a very young man, he was assistant professor when I was there.

LIEBESKIND:  Yeah, he had just retired, I think he said.

LOESER:  So I damn near went into cognitive psychology.  Bruner did his best to deflect me from medicine.  But I went to medical school and during medical school I spent a year at Stanford, when it -- the first year they moved down to Palo Alto, in the pharmacology department, of which Avram Goldstein was chairman, working with Keith and Eva Killam, who were very good psychopharmacologists.  
We had -- my job was doing behavioral studies of pussycats that had been instrumented with multiple electrodes in the nervous system, and in addition I did a little project on the effect of, I think it was Librium, on thalamocortical or thalamoreticular relations, and at that time the Pharmacology Society was meeting here in Seattle.  Keith Killam said to me, “If you are so stupid as to want to be a neurosurgeon, there is only one place for you to train, there is only one academic neurosurgeon in the country, and that is Arthur Ward in Seattle.”  So he brought me up here to give a talk at this meeting, marched me into Arthur’s office and said, “Arthur, this is the best applicant you’ll ever have -- you better take him.”  [Liebeskind laughs.]  Much to my delight, a year or two later, I was accepted in the residency here.

LIEBESKIND:  Where were you in medical school?

LOESER:  I was then a third-year medical student.  I took a year between my third and fourth years.

LIEBESKIND:  You were a medical student...

LOESER:  ... At NYU [New York University].

LIEBESKIND:  ... At NYU, but you had spent this year at Stanford?

LOESER:  Right.  NYU was very flexible.  What I did was, I did my entire first three years in two and a half years by taking no vacations.  Then there were only six months of required courses in the fourth year.  So without losing a chronologic year, I got a one-year block that I went and worked with Keith Killam.  

LIEBESKIND:  How did you hear about that?  How did that come about?

LOESER:  Well, that goes back even further.  I mean, all of life is serendipity to some sense.  My mother’s brother was a psychoanalyst, is a psychoanalyst, in Beverly Hills, who lived in L.A. [Los Angeles], moved out there after the war.  His name is Norman Levy.  Anyway, he offered me, when I graduated high school, the chance to come and live for a summer in L.A., and...was that high school?  It must have been graduated college, not graduated high school.  Must have been graduated college, definitely.

LIEBESKIND:  ‘57?

LOESER:  Around ‘57, yeah, I think that’s what it was.  To come spend the summer with them.  He had some contacts with some people at the Brain Research Institute.

LIEBESKIND:  Killam was there then?

LOESER:  Yeah.  And he would arrange for me to meet them and maybe I could learn something because I was interested in the nervous system, of course.  And so I met Keith and Eva Killam then when they were doing their research in the old church that overlooked the Bullock’s department store on the edge of the UCLA campus.

LIEBESKIND:  Really?

LOESER:  Yeah, we had this old altar that we used as an operating room table.  [Both laugh.]  An interesting guy, name of Roy John, was with them then.

LIEBESKIND:  E. Roy John.

LOESER:  E. Roy John, yeah.  So anyway...

LIEBESKIND:  Those were the good old days for the Brain Research Institute.

LOESER:  Yeah.  I did my internship at Cal [University of California], in San Francisco, and came up here to be a resident in neurosurgery.  And at --

LIEBESKIND:  That’s a picture of Arthur [Ward], isn’t it?

LOESER:  Yeah.  Arthur is still around.  He’d still look like that -- he doesn’t look much older than that.  That’s 20 years ago.  
Anyway.  At that time Bud White -- Lowell E. White, Jr. -- was one of the faculty members here in neurosurgery and he was interested in pain.  This is the era when neurosurgeons were doing a lot of rhizotomies, cordotomies -- it was before aggressive use of systemic opiates, it was before intrathecal opiates, it was before antidepressants, anticonvulsants, and there was a large role for ablative neurosurgery in cancer pain, and it was used a lot in other things too.  He was one of my four attending physicians, and because of him...and he was actually the cofounder of the Pain Clinic at the University of Washington, with John Bonica.

LIEBESKIND:  Really?

LOESER:  Yeah.  

LIEBESKIND:  Now that name has never come up before in four or five years of talking to John Bonica.

LOESER:  Really!  Well, you go back and ask John Bonica and he’ll tell you that, yes, Bud White was one of the cofounders, quote unquote.

LIEBESKIND:  That’s not White of White and Sweet, is it?

LOESER:  No, no, that’s J. C. White, who was a Boston general surgeon, became neurosurgeon and a clear-cut pioneer in the field of pain management.  Lowell E. White, Jr., was not of that status.  He did decent pain-related surgery and he was one of the few neurosurgeons willing to take on the problems of pain patients.  His research was not in the area of pain, except he and Eldon Foltz were the first to do cingulamotomies for pain.  That’s Foltz and White, that is Bud White, and so in a sense he did some innovative surgical stuff.  

Now at the same time all of the research in the Department of Neurosurgery was epilepsy research.  That was where the funding was, that was the chairman’s interest, and Arthur had a wonderful strategy for research.  His idea of research was, you bring in good young faculty and residents and you provide them with a resource to do what they want to do -- he didn’t meddle, at least with those of us he thought had the capability to accomplish something themselves.  I joined the department right after Les Westrum had demonstrated on Golgi stains that cortex in epileptogenic regions was devoid of the dendritic spines.  Now the dendritic spines were thought to be the source of afferent input.  So Arthur came up with the concept that deafferentation was the cause of epilepsy.  And that was the hot idea at the time we were doing it.  We sat there and we said, how can we see if this hypothesis is correct?  At that time Larry Halpern was doing a lot of research and he would come to the University of Washington from, I think it was SKF, and he had used a cortical slab preparation in research...

LIEBESKIND:  Wow, that’s early.  Using cortical slabs?

LOESER:  Yeah, talking about mid-60’s.  The problem with the cortical slab was, it was epileptogenic as hell -- of course, there weren’t any cell bodies in it, which was one problem, and the second one was, when you made a cortical slab you de-efferented as well as deafferented, and you damaged the vascular system.  So we didn’t like that as a model.  

I can’t -- to this day I can’t tell you who it was thought it up, me or somebody else, and we said, well gosh, let’s look at the spinal cord, because you can cut the dorsal roots and you won’t affect the blood supply and you won’t affect the output.  So what I started out doing was epilepsy research on spinal cord, and we showed that purely deafferented, without any histologic vascular lesion in the dorsal horn, without any change in the efferent system, deafferented neurons became epileptogenic, and indeed we used to sit there and play games with each other, showing -- these were all extracellular recordings at that time -- that the firing patterns -- you couldn’t tell whether you were looking at cortex, rat, monkey, cat, whatever, spinal cord -- Dick Black, who was with us at the time -- deafferented trigeminal system and you got this markedly epileptogenic cortex -- epileptogenic dorsal horn.

LIEBESKIND:  Madame [Denise Albe-] Fessard was working on something similar too at that time, wasn’t she?  She was looking at thalamus --

LOESER:  Wasn’t she looking at ... she was looking at deafferenting thalamus by cutting ascending tracts.  I think we were the first to look at dorsal horns and I think we were the first also to say, hey, this could be the model for central pain states.  Now, the problem with that was, to go one step further in the research end a second, not only did we...

LIEBESKIND:  Now you’re a resident at this time?  You’re still a resident?

LOESER:  Yeah, I was a resident.  I had a year of research during my residency.  This would have been around ‘65, ‘66, something like that.  The other model that Arthur and his associates had used in the cortex was the injection of alumina cream, and that was considered the standard chronic epilepsy model, but we also sometimes played with other epileptogenic agents, penicillin, tungstic acid, cobalt.  Alumina cream takes a long time to produce an epileptic lesion in the cortex.  Furthermore, there was a 1946 article by Margaret Kennard that said that if you put alumina in the subarachnoid space, you got hyperesthesia over the cat body wall and it had nothing to do with putting the alumina in the spinal cord.  

Well, at the same time or soon after we did the deafferentation stuff, we also were able to show that if you put the hot epileptogenic things, tetanus toxin, cobalt, tungstic acid, into dorsal horn, you produced terrible pain syndromes in the animals.  Dick Black may still have the movie that we photographed -- you don’t ever want to see this.  You couldn’t do this research today, it is not acceptable, I wouldn’t want to do it, but we’re talking about in the mid-60’s and we’re talking about just looking to see what would happen.  We euthanased lots of animals real fast when you saw what happened.  

LIEBESKIND:  They would scratch at themselves or something -- 

LOESER:  They would just eat the dermatome clean of skin and hair.  However, there was some fascinating research that came out of that that has basically never been published because it is unpublishable.  But we can talk about that if you want.

LIEBESKIND:  He was doing that with trigeminal, wasn’t he, Dick?

LOESER:  Right.  Well, we did it with trigeminal and spinal.  But the issue was...

LIEBESKIND:  You know, I have heard that story.  Maybe I heard it from you, and so forth, but I seem to recall -- tell me if this is true -- that you actually, and this led to some of the use of anticonvulsant medication for trigeminal neuralgia, I mean, wasn’t that where that idea...

LOESER:  Well, the anticonvulsants came, but the trigeminal neuralgia has been thought of ... long before there was any data on neurons, people commented that tic douloureux looked like epilepsy in the trigeminal system because of its explosive onset and offset and so forth.  

LIEBESKIND:  So that led to the use of --

LOESER:  Dilantin was used for tic, and carbamazepine was used for tic long before we did any of this stuff.

LIEBESKIND:  All right.

LOESER:  But the thing ... I mean, if you want to get into that in a second ... you see, the problem was, deafferentation surgically produced epileptogenic neurones, but in cats, at least, never produces a behavioral change.  You can deafferent the cat’s hind leg and cats do not get autotomy, sorry.  They don’t get it whether you cut their sciatic nerve and they don’t get it if you do dorsal rhizotomies.  Yet their dorsal horns were exceedingly electrically active.  
If you take tetanus toxin, which is not nice stuff to work with, but we played with it for a while, and inject it into the sciatic nerve of the cat, it flows centrally at the rate of retrograde axoplasmic flow, and in the appropriate number of minutes later, it hits the dorsal horn and the cat develops the worst pain syndrome you’ve ever seen an animal get, and will literally denude the dermatome, won’t touch anything but the dermatome, but it will -- Tetanus toxin will eventually spread out of more than one segment.  If, however, you do a peripheral nerve block, pain stops instantaneously.  Now that’s an interesting concept as to what goes on.  The same thing is true with tungstic acid or cobalt, which you inject directly.

LIEBESKIND:  So the deafferentation won’t do it, though it makes the cord epileptic, but the epileptic agents will.

LOESER:  That’s right.  But the epileptic agents will do it, and the only way you stop the pain is by deafferenting it pharmacologically.  Anyway, I have not studied the papers to prepare for this discussion, so I am not exactly sure on the chronology and things.  But the message is, I got into pain research because it was epilepsy research when it started, but the observations we made and the fact that my chairman said, “That’s very interesting, why don’t you go ahead and pursue that,” rather than saying, “No, wait a minute, you got to do epilepsy research.”

LIEBESKIND:  “That’s not epilepsy research.”  Right.

LOESER:  Then I was exceedingly fortunate in that some first-class physiologists were part of our department, I mean, Bill Calvin, whom I worked with for many years, and we had a wonderful electronics engineer who created the first negative capacitance amplifiers that were around, and we did -- made our own little microprocessors, so we were doing burst firing analyses and things like that...

LIEBESKIND:  Well, this was a hotbed of neuroscience really, wasn’t it?

LOESER:  Right.  And our department was tremendous in that regard.  So having the basic scientist support, having the chairman’s support...I was not doing high-budget research, but the money was there to do what needed to be done; in fact, the lab was there, I mean, Arthur gave me a lab when I was a resident; when I came back and joined the faculty in ‘69, I was given a lab.  It was fully equipped.  He had the money ... the truth be known, from 1969, when I came back on the faculty, until Arthur’s retirement, I never applied for an individual grant, an RO1, because it was just a waste of time.  I always was part of the epilepsy program project and the Epilepsy Center grant, and I sent in my proposals as part of that, but I was spoiled rotten.  I mean, this was the heyday of the NIH, this was one of the premier places, and we got money to do our research.  So that was the research side.

LIEBESKIND:  That’s the way research ought to be done...

LOESER:  Yeah, well, you and I are dinosaurs.

LIEBESKIND:  ... Not individual people struggling, but dynamic groups like that.

LOESER:  You and I are dinosaurs.  I finished my training in July of ‘67 and had the sword of Damocles hanging over me as I had been deferred from the Korean War to go to college, and managed to squeeze through all of my education, but when I finished my residency, Uncle Sam made me an offer I couldn’t refuse.  

LIEBESKIND:  Caught up with you.

LOESER:  I actually left the UW [University of Washington] and took a job as the first neurosurgeon at UC Irvine when they moved from L.A. down to the Long Beach V.A.

LIEBESKIND:  That was as in satisfying your service requirement? 

LOESER:  No, no, that was my job from which I got drafted.

LIEBESKIND:  Oh, I see, you didn’t last there long.

LOESER:  Spent a year in Vietnam, then a year at Fitzsimmons in Denver, and then Bud White had left and Arthur was looking for a new faculty member, and so I got the job.  And in fact, Bud White, who did the pain, and Eldon Foltz, who did the pediatrics, had both left, and therefore I ended up with a job.  That was pain in pediatrics, which is why we are sitting here in Children’s Hospital. 

LIEBESKIND:  ... Talking to the incoming president of the IASP [International Association for the Study of Pain].

LOESER:  I picked up --  I ended up then with a clinical practice where my associates were delighted to give me all the peds and all the pain stuff that came along, and that too was part of the serendipity of the environment.  Had Bill Kelly left and not Eldon Foltz, I’d have been stuck doing pituitaries instead of pediatrics, so it is a lot serendipity, I think.

LIEBESKIND:  Well, this has come up in all the interviews, I mean, there haven’t been so many, but the same theme came up strongly; talking to Bill Fordyce, we were talking about how, you know, these things just, they’re not planned, they just happen that way, and I guess that’s just life.

LOESER:  Then, of course, if you go to the clinical side, I in a sense inherited the position in the Pain Center that Bud White had, and John Bonica was still quite active in the pain business locally when I was a resident and a junior attending, but he passed on initially to Stefano Brenna, but he didn’t last long, and then to Dick Black, and then to Terry Murphy, the job as director of the Pain Clinic.  Actually, I guess it was ... yeah, I think that’s right.  Then when it became a Center, that is, the medical school upgraded the thing, Terry was the director for a while and then it passed on to me.

LIEBESKIND:  When was that, when did you become the director?

LOESER:  ‘83.  

LIEBESKIND:  So it’s been 10 years, now.

LOESER:  That was contiguous with, I mean, they tried to get me to do it before then, but I took another side track in my professional life and I was the curriculum dean here at the UW from ‘77 to ‘82, and there wasn’t any way that I was going to pick up anything else for that era.  
But having Bonica here, I mean, and the Pain Clinic here, and then when the IASP got conceived and born with the ‘73 Issaquah meeting ... I mean, John Bonica ... I love John, he was great for me in many ways -- not the smallest way was that I didn’t work for him and I was, in a sense, always a free agent.  I think some of the people who worked for John sometimes found him overbearing and pressured, but John wasn’t ever my boss.  He always seemed to respect me even though I was a young man and he was much more senior, and we developed a very good working relationship.  And come the time to set up the Issaquah meeting, he drafted a certain number of local people to be his worker bees, and I was one of them; and the reward for that was he saw to it that the worker bees got the chance to meet people, to be involved in things, to be in on IASP and APS [American Pain Society] at the earliest stages.  It wasn’t because I was a great man by the time of 1973 -- hell, I had been on the faculty four years -- it’s because John Bonica said, you’re doing work to help me and I will help you.  I mean, that’s what happened.  So that’s what came to that.

LIEBESKIND:  That’s kind of my next whole area I wanted to get into, is Issaquah.

LOESER:  [Laughs.]  Oh, there are things that happened at Issaquah I won’t even talk about.  Issaquah was an amazing event.  I mean, John Bonica, and Louisa was involved in that, they can tell you more of the facts.  I had a relatively peripheral role.  I was given certain jobs and tasks to do, and things to accomplish.  It was a marvelously organized meeting when you realize the absence of external resources; that is, John Bonica personally, with Louisa and another secretary, invited the people, hustled the money from the drug companies, from the government, everything else; it was a one-man show, there wasn’t any question about it.  Had this ingenious idea of having it out at this former nunnery which was 30 minutes out of town.  There was no transportation -- only if you had a car could you get out of there, and most of the people didn’t have a car and couldn’t get out of there, and he had the damn meeting running from eight in the morning till ten o’clock at night, but it was a nice facility in terms of the meeting hall.  The beds were built for miniature ladies ...

LIEBESKIND:  Small nuns.

LOESER:  ... Small nuns.  Your feet hung out the back, but it was, I mean, it was the most spectacular meeting I have ever been to. Now in part it is because I was young and impressionable.  In part it is because I knew who some of the great people were and I realized that they too put their pants on one leg at a time.  Ron Melzack showed that movie of trephining in Africa and somebody fell off his bench and fainted and hit his head on the stone floor.  I remember that head injury -- we had a head injury at the meeting. 

But I can remember sitting around in the evening, talking with Pat Wall and Ron Melzack and other people that were great names when you and I were nothin’, buddy -- we were just beginning -- and it was astounding, because Bonica managed to have not only formal lectures and formal discussions, but time for sitting around talking.  
I met Ron Melzack for the first time there.  We had some letter-writing, I’m sure.  Then in ‘74, when we held the Congress ... ’75, rather, when the Congress was in Firenze, Ron and I spent ... he had lived in Italy for a year and he was high, he was great then, and he and I spent some time talking and meeting, and out of that came a piece of work we did on spinal cord resections for pain.  And the friendship with Ron Melzack -- that’s just been professionally and socially fabulous.  That all started -- Bonica managed to get it going in a way that not only was this a group of professionals who were pursuing information or patient care, but it instantaneously started out as a family of people with shared goals -- unbelievable.  

LIEBESKIND:  Family.  That word keeps coming up, and you know, it’s true.  

LOESER:  I remember my main reaction to that meeting was it was an amazing privilege for a young person to be there and be part of it.  I think I must have given a talk on dorsal rhizotomies --I don’t even know, I mean, Bonica must have the program -- I don’t remember what I said or did.  I might have talked about the research -- I don’t know, even...

LIEBESKIND:  Well, it’s in the book, there was the volume that came out.

LOESER:  Yeah, that’s right, there was, and in fact I remember there were some people who were really pissed off at me because I had to edit the neurosurgical section, that was one of them, and you couldn’t put everything in the book, and you had to leave some people out.  To this day, there are some prominent neurosurgeons scattered throughout the world who don’t like the name Loeser because I edited their contributions out because Bonica told me I had to have fifty pages, but I had a hundred pages of stuff ... I remember that.  But it was a great, great meeting.

LIEBESKIND:  Did you have a sense at that meeting of what the field was about, that you were coming together, that this was an initial, you know, a kickoff.  I mean, of course, Bonica at that meeting announced that he wanted to have an IASP, that he wanted to have a society and a journal.  Had he talked with you ahead of time about that?

LOESER:  Yeah, John, but it is too far back for me to give you any meaningful thing.  Yes, it was definitely described to those of us on his local organizing committee, that the purpose of this meeting was to start an international pain organization that would have scientific meetings and publish a journal and so forth, and we were all asked to, in our own disciplines, give him a list of the people who should be invited, and he had this committee and I was on it and Fordyce was on it and I don’t know who else, I mean I can’t tell you, I just remember Bill and me, Dick was certainly on it.

LIEBESKIND:  Dick Black?  He would have been on it, certainly.  Was Dick Chapman here then?

LOESER:  No.  Wait a minute, now let me just say...I am not sure whether Dick Chapman was here then.  I’d have to check things.  I don’t remember Dick as a member of the group, but I may be wrong.  We met and we gave him names of the people from our field so that he would have a broader participation than just the people he knew.  In those days, of course, the premier pain-related neurosurgeon active in the world was Bill Sweet.  J.C. White was still alive, but I think was older and I don’t remember him coming to the meeting, but Sweet certainly.  [William K.] Livingston was gone by then.

LIEBESKIND:  Blaine Nashold?

LOESER:  That was before Blaine’s heyday.  I don’t know if Blaine was there.  Really, it was before the DREZ [dorsal root entry zone] lesion thing.  Again, you have to go look it up.

LIEBESKIND:  It’s all a matter of record.  Give me some more specific recollections; I mean, that was a wild meeting.  I remember Bill Mehler going off and sneaking out and coming back with a fish.

LOESER:  [Laughs.]  Now, I don’t remember that.  No, I remember there was a swimming pool there, and I can remember some episode of Louisa in the swimming pool, and there was somebody in hot pursuit of Louisa, I remember that.  [Liebeskind laughs.]  I don’t know if you want to quote that one, though.  Somebody was pursuing Louisa and she didn’t look with favor upon it, I remember that.

LIEBESKIND:  She told me about having a swimming race with someone ...

LOESER:  Maybe that was it.

LIEBESKIND:  ... And beating him.  He challenged her to a race.

LOESER:  That could have been.  
[PAUSE]

LIEBESKIND:  Issaquah, we’re still talking about Issaquah.  Well, it was such a milestone, it really was; it was where things got started, wasn’t it, I mean professionally, in terms of bringing things together.

LOESER:  Oh, lots of things got started there.

LIEBESKIND:  The journal.

LOESER:  I think the idea for the journal...I think what went on was towards the end of the meeting, I remember a group of people sitting around dividing up the pot, so to speak -- who was going to take on what tasks, and Pat Wall agreed to take on the journal.  There was a great deal of discussion about how to share the obligations and the planning.  There was a committee set up to plan the 1975 program thing and all sorts of stuff like that.  Again, it’s all very vague to me. 

LIEBESKIND:  Well, I’m sure Bonica has records on all this, or Louisa does, you know, in any case.

LOESER:  Louisa may have some.  I think there isn’t any question that it must have been one of the most unique meetings of any of our lives; first of all, it was put together by one person.  Secondly, it had an amazing purpose.  Most of the meetings you and I go to don’t have a focus or a purpose the way this thing did.  Thirdly, it worked so damn well.  I mean, it just was beautiful in terms of how it worked.

LIEBESKIND:  Absolutely right.  And one of the questions -- there is obviously a question of being the right idea at the right time, and so forth, but there must have been some advance politicking by Bonica.  It’s hard to believe he came to the meeting and no one there had the idea that there was going to be this society and it would have a journal and Pat Wall would be the editor.
LOESER:  Oh, I think you’re wrong.  I think the letters went out that said that.  I mean, you ought to get the letters, if they are available.  I am almost certain that the letters that were sent inviting people talked about.
LIEBESKIND:  This is what I am saying, that he must have done that advance planning to have it work well.  Pat Wall must have been the anointed editor-to-be prior to the meeting.

LOESER:  I don’t know if that’s true.  But I do remember that in the invitations, in the planning thing, time was set aside in the meeting for discussion of the future; and people were told, this was not only a meeting to come and tell us what you are doing and what your thoughts are on these issues and share the thoughts, but be prepared to discuss what is going to be the future and how we are going to organize ourselves and so forth and so on.  
The other thing I think is interesting is that he started out with an international organization, not a national one, and if you look at most professional societies, the international ones, they are in fact some sort of an agglomeration or federation of national ones.  He did it the opposite way around -- that the international association would be direct-membership -- it would not be a federation, it would not come through national governmental chapters and things like that.  I think that was very unusual and innovative.  It shows you that he was...

LIEBESKIND:  He needed it to be international in order to get enough people, to get a critical mass, probably.

LOESER:  Oh, I don’t know if that’s true.  Because it was only four years later that the American Pain Society was founded.  You were at that meeting in Chicago.  That was the craziest day of my life. 

LIEBESKIND:  Why?

LOESER:  Well, because I left Seattle at 6 o’clock in the morning and got back to Seattle at midnight, so I went nowhere and traveled 3500 miles.  [Both laugh.]  No, I think you could have started ...  you could have said, Bonica could just as easily have said, well, we’re going to have an American chapter, he could have lobbied with his friends in different countries, to set up national chapters, but that’s just not the way he did it...his viewpoint was so international that we started with a direct-membership international organization.  And I think that it’s prospered.

LIEBESKIND:  Tell me, apart from its internationality, the other rare if not unique feature to it was its interdisciplinary nature, and at least at that time my own familiarity was with, you know, guild meetings -- I’m a psychologist, I went to the psychology meetings. 

LOESER:  Well, that’s because he picked a topic.  

LIEBESKIND:  That’s what I’m saying.

LOESER:  That’s unique.

LIEBESKIND:  In your familiarity with this, do you know of other organizations that were highly interdisciplinary like that?

LOESER:  Not to the extent that this was, but, I mean, for example, within my own field I can remember when pituitary surgery started to blossom again because people rediscovered the transnasal route and better imaging techniques, and so there were organizations where there were endocrinologists, neurosurgeons, radiologists, but nothing as broad.

LIEBESKIND:  That goes back to that period?

LOESER:  Yeah, roughly that period, but nothing as broad as pain to  covering all kinds of basic scientists and health care pros.  And John Bonica, I think, one of his other great strengths was even though he is a clinician and not a research scientist, although he certainly has done some clinical research, but you would not look upon John as a research person per se.

LIEBESKIND:  Not a bench person...

LOESER:  Well, not only that, but not a clinical researcher either in terms of comparing him to, let’s say, someone like Michael Cousins, who spent a lot more time doing clinical research.  John clearly recognized that this was an area that required basic science- clinical interaction, and he believed in it, and he hired people in his department ...

LIEBESKIND:  ... As few clinicians would have.

LOESER:  Oh, he was way ahead of his time.  
[PAUSE]

LIEBESKIND:  Just to editorialize for a minute, the reason that I am doing this, apart from the fact that it is terribly amusing running around the world talking to fun people, the reason I am doing it is I do have a little sense of history in respect to our field, that -- maybe we’re not unique, but that we are at least rare in the annals of the history of science and the history of medicine, of the bringing together of these different kinds of disciplines to focus on a single subject matter.  There probably are no other fields that have done so with such great benefit, mutual benefit, to clinical practice and science, and certainly the promise of a lot more.

LOESER:  On the other hand, some of that may be because, to take the example I was using, pituitary surgery, if you say what are the sciences basic to that, well you get into endocrinology, biochemistry, certain aspects of pharmacology, and although it is true hormones have an influence on personality or something else, there aren’t any psychologists working on that.  The role of nurses in the management of pituitary tumors has not been something that anybody...vocational counselors, PT, OT, you go down the list.  I use that as an example because I think it happens to be uniquely related to pain, and I am sure there are others.  For example, you could use epilepsy as an example, where there indeed is this huge multidisciplinary array that is just as broad as the pain one, and it might be an interesting avenue to explore to see what has happened in that area.

LIEBESKIND:  Sleep is another example there -- that’s a big field, the sleep field.  So there are other examples like this.  But, you know --

LOESER:  But it’s not quite as medical in a funny sense.

LIEBESKIND:  Although there is a sleep pathology issue, but it’s not as compelling, I agree.

LOESER:  Yeah, yeah, but it’s not central.  The World Health Organization is not likely to have a mandate to improve the management of sleep.

LIEBESKIND:  So this is why, John, I have this sense that now is the time to get the story from those who made the story, because I think that the history of medicine and the history of science one day will take an interest in what has happened.

LOESER:  I agree with you.  It is interesting, and to me also it’s sort of hard to separate American Pain Society and IASP, because things came along so closely one after each other, and people like myself who were interested and involved in both, as you were also, it was an interesting tightrope, because...

LIEBESKIND:  That’s right, there was competition between the two.

LOESER:  Oh, without question, but also there was mutual support.  The other thing that I think was relatively unique and indeed may to some degree have been the right place at the right time is the very strong support for the nonmedical; that is, the psychological, nursing, PT, OT, etc. -- people who are involved in the pain world. 

LIEBESKIND:  Who are always a minority, in terms of the raw numbers, and they still are, I mean, what is it, 25%?

LOESER:  Well, in the early days...

LIEBESKIND:  But there is always a respect from the scientists and they felt like they were wanted, they weren’t token.

LOESER:  Oh, well, we tried damn hard.  Now part of that also came out of Seattle, came out of the fact that Fordyce was establishing the behavioral approach, he was highly respected by John Bonica. I worked very closely with Bill.  
I think also, at the risk of tooting my horn a little bit, there isn’t any question that it is the Seattle model of pain management and multidisciplinary approach that has been the cornerstone for IASP; and that is not a total accident either, because the group that Bonica established and brought together was good enough, strong enough, developed its own legs to stand on, that we became the model clinical, and research to some degree, facility.  People came and spent time with us, particularly IASP people, because again this tremendous network of people -- Ron Melzack could come out and would spend some time, Ulf Lindblom came out here and spent some time with me.  I can’t say which came first; was it IASP, was it shared professional interests, was it friendship -- I don’t know the answer to that. 

LIEBESKIND:  It was a growing, a mutual growing together.

LOESER:  The original IASP council was really a family.  I mean, it was very different from now.  

LIEBESKIND:  Were you on the first council?

LOESER:  I was on the first council, because again this was Bonica appointing me, or had me nominated -- I don’t remember what, I mean, I was a nobody, but I was on council with a three-year term, ‘75 to ‘78.  I was then off of council from ‘78 until -- I’d have to work it out.  

LIEBESKIND:  A couple of terms, and then came back...

LOESER:  I was off the council for like six years or something like that, and then I came back on.  But the original group was really a family type thing.  Now there were some bad sheep in the family [Liebeskind laughs] and things like that...

LIEBESKIND:  Not bad, just difficult.

LOESER:  Oh no, there were some bad seeds too.  But the original group...
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JOHN LIEBESKIND:  Michael Cousins was not part of the original group... 

JOHN LOESER:  ...But got elected to council and became President and is now out the back end as Past President.  But I think I’m the only one, other than Pat Wall as editor of the journal Pain, I’m the only one of the original council members who is still involved, active, on the officer level.  I mean, Louisa, obviously, but I think if you go back to that original council ...

LIEBESKIND:  Well, there’s been a turnover, you know.

LOESER:  I remember it met in Milan and Igls [Austria] ... anyway, those were the two council meetings prior to -- the ‘78 meeting was in Montreal.  That’s when I went off of Council, at that time.  

LIEBESKIND:  I even remember the picture we have of that; you’re in a sweater.

LOESER:  Geez, if I think back on that original group, Bill Noordenbos is dead, Dieter Gross is dead, Ron [Melzack] is still around, Pat is still around, you were there at that meeting in Igls, 

I remember.

LIEBESKIND:  I’m still around.  Not so many dead though.  I think Council was bigger then, wasn’t it?

LOESER:  Well, we had vice presidents -- I don’t know if it was bigger, but we had five continental vice presidents and then I think six or eight council members.  The original idea was to get geographic representation out of the vice presidents and the disciplinary thing out of the council.  That idea didn’t work so well.

LIEBESKIND:  You mention family, and, you know, this word keeps coming up everyone you talk to, and outsiders see us that way.

LOESER:  Well, it has been a double-edged sword.  I am very concerned about that, I mean, my appointing committees and chairpersons, trying to get new people and stop self-regenerating the same people, it’s a difficult task.  

LIEBESKIND:  But there are plenty of them out there -- we’ve seen this with the American Pain [Society] -- there are a lot of good young people coming along.  The field is --

LOESER:  Well, you always worry about young people, you know [laughs].

LIEBESKIND:  You can’t trust them if they’re under 50.

LOESER:  The age keeps going up, doesn’t it?

LIEBESKIND:   All right, let me see here, where are we?  Oh, I had one little question that I wanted to ask you that came up in a comment you made.  You mentioned at one point that you had a little tangent aspect of your career when you became a curriculum dean here, and I wondered -- you know, one of the big problems that we feel we face as a field is getting pain taught in the medical schools.  

LOESER:  Umm-hmm.

LIEBESKIND:  I wanted your take on that whole problem.  I ask you in two capacities, one as a former curriculum dean, which is what brings it to my mind, but also as, you know, a part of the world’s largest university medical school pain program.  I mean, here’s Bonica, here’s you, and on and on, and if you couldn’t get pain properly taught here in the medical school, who could, with all the power you guys represent.  So how is that -- ?  

LOESER:  But we represent no internal power, and that’s, I think, a very interesting story.  
Again, life has its things that come along.  In 1977, the dean of our school was looking for someone to be curriculum dean.  It was deemed to be a half-time job.  It was an interesting challenge and I had recognized that neurosurgery was a wart on the backside of medicine and if you wished to play any role in medical education, and I was interested in it, you got to get out of neurosurgery.  So my associates were willing to let me reduce my departmental activities to fifty percent and I went down to the dean’s office fifty percent.  I had a wonderful time, I loved it, but I was much too assertive and strong, as an individual with beliefs and policies, to succeed in the dean’s office in a school like ours, which is departmentally organized.  I scared the shit out of the department chairmen because I stood for something.  

What the department chairmen at the University of Washington want is a dean’s office that is passive, that takes no initiative, and threatens them in no way.  My belief was that I was the only person paid to see to it that the medical students got a square deal and that they often weren’t.  So after my five-year term was up they made it very clear that I had been very successful and so forth and so on and everybody thought I did a good job and would I please leave.  [Liebeskind laughs.]  They are still running the programs I set up, and I certainly am laughing last in terms of what our school changed in the process of change.  

Now, on the other hand, the medical school curriculum at our institution is owned by departments.  What is taught has no relevance whatsoever to what is needed and I despaired of changing it.  We are awful when it comes to pain education for our students, as are almost all American medical schools, because almost all of them are saddled with the same issues.  
It starts in the first two years of medical school, where the hard scientists -- the professor of anatomy gets up and belittles the course in Medicine, Health and Society, the course in Human Behavior.  The students learn that these are soft courses, the fact that you can’t examine knowledge with multiple-choice, short answers, and the basic science faculty, most of whom don’t have any idea what the practice of medicine is all about, fail to recognize that half the people who go to a primary care physician’s office do not have physiologic or anatomic abnormalities to explain their symptoms, and for that reason our medical school education is totally out of proportion towards anatomy, physiology, pharmacology, and the fact that the number one complaint for common -- for primary care docs is the common cold, the number two complaint is back pain -- the fact of the matter is, pain is not considered part of somebody’s discipline in the basic scientist’s realm.  Therefore what is taught in pain management, pain issues, tends to be trivial.

Now having said that, there is a very nice unit in every medical school course on the pharmacology of opiates.  Whether or not they are taught anything relevant to clinical practice is another matter, but they’re -- almost everybody gets opiate pharmacology.  Some of them get it out of textbooks that are wrong, but they get it at least.  Almost everybody in their first or second year has a human behavior course like we do, and there is one two-hour afternoon session on pain that I and one of our psychologists will put together.  In the nervous system course, which is a very good course here, beautifully constructed course, there is one neuroscientist who gives a lecture on pain, not somebody who has done any particular research in pain, and then I get to give one hour of clinical correlation and what I did that devastated them one year, that I am still laughing about, is I brought in a man who described his pain in great detail, let the students ask him about his foot pain, his leg pain, what made it worse, what made it better, what medicines worked, what didn’t work, and everything else.  After they got all done, I had him take his leg off.  [Liebeskind laughs.]  And I said to them, “You see, there isn’t anything they’ve taught you about pain that explains this man’s problem,” and then I left.  [Both laugh.]  Then I left.

LIEBESKIND:  Ron Melzack must have loved that.  Somebody should have videotaped that one.  That’s a wonderful story.

LOESER:  So, I have despaired of doing that.  Now, there are some other things going on that are important in this area.  For example, the American Cancer Society has finally made pain an issue and I know one of my associates is the ACS professor at the UW [University of Washington] and he has a written mandate that he is to implement pain education in cancer pain.  

LIEBESKIND:  Do you assume that that has come from the pressure put on by the WHO group, Kathy Foley and people of that sort?

LOESER:  I am certain that plays a role.  I mean, just as we discussed before, ideas have their time.  People have their energies.  The cancer pain group, of which Kathy Foley is certainly one of the most visible leaders, but people in Texas, M.D. Anderson, Stratton Hill [C. Stratton Hill, Jr.], the World Health Organization and its various members, the whole cancer pain initiative thing, it all snowballs.  

LIEBESKIND:  The Wisconsin group --

LOESER:  It’s hard as hell to go back and say it started here.  So in the cancer pain area, I think there may be some changes in curricula because of the fact that oncologists are being forced, reluctantly I might add, forced to do something more than the molecular biology as an educational thing.

LIEBESKIND:  Is it true, by the way, that part of that change is coming about because in order to get Boarded (I don’t remember the language here), but in order to get Boarded in oncology or whatever, now you have something, the exam poses questions about...

LOESER:  I don’t know if that’s true or not.  I am not aware of the oncology situation.  

LIEBESKIND:  Well, that’s certainly a good way of effecting change.

LOESER:  Yeah, but it’s too late.  I think the issue is American medical education is a dinosaur.  I know of no rational basis for saying that chairmen of basic science departments are equipped to know what is important and not important.  I think that American society has made it perfectly clear over and over again that we don’t like the physicians we are getting in terms of their interest.  They all go into specialties.  Why do they all go into specialties?  Because of what happens to them in medical school.  

I think that on the clinical side, other than anesthesiology, that has made dramatic changes of now requiring pain education in the residency and establishing a special certification in pain management, most of the other specialties have not adequately done the job, and it’s a matter of ... I hate to say it because, as you well know, I am not a religious person and I feel that religions in general have been a detriment to human society ... the pain movement is a religion and hopefully we won’t be a detriment to human society.  Well, we were talking about family or something, huh?

LIEBESKIND:  We were talking about a lot of things.  This has been very good.  You’re cutting across all my questions, which is fine.  That’s just delightful.

LOESER:  I see, okay.

LIEBESKIND:  I am very pleased with the way this interview is going in terms of getting at the important points.

LOESER:  Okay.  The issue of education is a very important one to me, which is why I chaired the task force on desirable characteristics for pain management.  I have written the guidelines for fellowship training, I mean through the IASP task force.  I did the same thing for the American Academy of Pain Medicine, for the American Pain Society, because I really believe that we need to do something about the education issues.  But to be very honest, I despair of altering American undergraduate medical education until we manage to do something to replace the faculty that we now have and, to be perfectly honest, in reference to my own institution, I just thought there were more important things for me to do.  

LIEBESKIND:  Yeah, well, you must have been hitting your head against the wall.

LOESER:  The other thing was, as curriculum dean you can’t have your own agenda; that’s not fair.  So when I was the curriculum dean, even though I was very interested in the pain world and so forth and so on, and even though personally I looked at what we were doing in the pain world and tried to subtly make some improvements in our system, I don’t think you can use an administrative position as a bully pulpit and do it that way.  So I feel much more at liberty now, for example, if I wanted to try to do it.  

But I think that the last vestige of the feudal system is the American medical education scheme.  I think that you would waste an awful lot of energy trying to do it from the school level on, and I think what you need to do is get each of the disciplines, the recognized disciplines, to say, hey, pain management is an important part of this and we want our students to have a basic understanding so that when the policy-making department of an institution gets together, they say, you know, we’ve got to do something more about pain, just like they said we’ve go to do something more about molecular biology or something like that.  But the way our school is put together, you’d have to it through departments, I mean, because although we have what are called human biology courses that supposedly are run out of the dean’s office, the fact is the dean’s office has basically given those courses back to departments and the dean’s office does not play a role in content determination, and it isn’t going to be done centrally in our place with the present system.  

But I think it is symptomatic of the general issue in at least American medicine and probably all of Western medicine, that the status lies in specialty, not in primary care medicine, and most medical schools do not in fact educate on the basis of what the health care needs are, they educate on some other historical basis.  So when you go talk to basic scientists and say, wait a minute, fifty percent of the people who go to the primary care doctors, who we’re supposed to be training out, don’t have a physiologic or anatomic abnormality, they have a symptom that is preoccupying them and worrying them and you’re not allowing us to teach the sciences basic to the understanding of that, they’ll look at you as if you’re crazy, and that’s what the issue with pain is.  

In my opinion, we’ve reached the point where we need to separately look at different facets of pain.  Acute postoperative, post-traumatic pain, is an area where the knowledge is around if people would only use it -- not all the knowledge; I mean, Christ, there’s more to learn, that’s for sure; but the issues in the developed countries relate to failure to use available technology and knowledge in the main.  And here my policy would be to do it by standard-setting; that is, you do...Of course, we have...

LIEBESKIND:  Well, with these new guidelines, for example.

LOESER:  ...Except we have a good example of what happens then --the AHCPR comes out with guidelines on acute pain management and the Medicare system says we aren’t funding pain management.  So it takes obviously more than guidelines, it takes funded guidelines, but nonetheless in that area, in my opinion, the issues should be like infection. I mean, we are talking mainly about hospital stuff.  There is some outpatient stuff that we need to get addressed.  But the main issue is a hospital policy issue.  It should be dealt with just the way we deal with infections, and we should not tolerate inadequate care.

LIEBESKIND:  So how are we going to change that?  Where are the buttons to push?  If you had infinite resources, if you had three gazillion dollars?

LOESER:  Well, it depends again on where you feel you have your leverage.  For example, almost all the pain is created by surgeons of some sort.  So you might think it important to try and get into the surgical education system.  Bonica used to go around the world saying that in twelve thousand pages of textbooks there is not four pages of pain management.  So one area to change, and it’s gotten better but it still stinks, is in the standard texts and in the standard examinations and in the standard what do we teach our core -- what’s our core curriculum, so to speak, for each discipline.  I think that’s an area of addressing it.  I think that if National Boards, which almost all Americans take, or similar fellowship type examinations included significant things about pain, that that would put a pressure on the system, so --

LIEBESKIND:  Well, let me ask you a very pointed question on this, and I’m drawing here on your years of experience in the field of pain, but also your background in psychology, because it seems plain that this is not just a matter of lack of information, it’s not, you know, I used to think education was putting ignorance and knowledge together in the same room -- that’s not what we are talking about here.  We’re talking about attitudes, we’re talking about a willingness or a lack of willingness to understand, to hear, to remember, to change behavior.  I always think of Fordyce, and he has so many of these ...

LOESER:  Information is a low-power way to change behavior.

LIEBESKIND:  And that’s so true.  So what are the attitudes, what’s preventing this information -- it’s out there, we could get it in the textbooks, we could get it in the lectures, we could get it, but they’re not going to accept it, you know, what is ...

LOESER:  Who’s the “they”?  The medical students enter, I feel, as a tabula rasa -- they don’t have any preconceived ideas about it.  Yes, it’s not only knowledge.  I mean, let’s go down the list.  There are three things, knowledge, attitude and skills, okay?  And you need all three to effectively deal with medical problems.  

We have a Christian ethic.  The Christian ethic says in certain situations, pain is of value.  Maybe the Judaic ethic says that too, I don’t know -- I don’t worry about that.  Christ, it may be the Muslin ethic, Confucianism -- I’m not an expert on religions, but the issue is, I have heard good surgeons, I mean, technically good, morally concerned people, say having pain after an operation is good, it lets the patient know that they have had an operation, that they lived through it, it teaches them how to be a man or whatever the hell else.  Well now, that’s a big problem.  You’ve got to change that attitude.  You’re not going to do it with just knowledge, I agree with you.

LIEBESKIND:  Let’s try and focus on what some of the issues might be that there are attitudes and wrong attitudes about -- I mean, we hear a lot about the use of drugs, narcotic drugs -- that’s obviously a big attitude issue.  If you remember our IPF [International Pain Foundation] days together when Chuck Winner took his national survey, the one thing that came out of that was he said, look, whatever else, I can assure you that the American public is not ready to accept the proposition that narcotic drugs can be used safely to manage pain.  I mean, that for a hundred thousand dollars worth of survey, that was what we got out of that.

LOESER:  Well, I think it’s flat out wrong, okay?  Do you think it’s wrong that -- There’s another issue, which is it the best alternative we have in managing pain.  But the issue of -- I don’t know if we want to spend time on the issue of opiates, I mean, it’s a politically charged issue.

LIEBESKIND:  I don’t want to argue -- I’m just trying to say -- I’m trying to focus on what are some of the difficult issues for people to understand.

LOESER:  The main difficult issue is that pain matters.  That to the surgeon -- see, it’s a whole concept shift.  Anesthesiologists have this cockamamie idea that they’re paid for seeing the patient once before the operation and conducting the operation, and when the guy gets out of the recovery room they have no more responsibility.  Now that’s the way our current fee schedule works in the United States, and in other countries it may not be on a fee-for-service basis, but it’s on a session basis, and the definition of the place of work of the anesthesiologist for his or her session is in the operating room.  Well, God didn’t say that.  So the first thing you could do is come along and say, wait a minute, that’s an inadequate definition of the specialty of anesthesiology.  You’re responsible for pain management --

LIEBESKIND: -- post-operatively.

LOESER:  -- throughout the entire thing.  All that is is a concept shift, that’s an -- it’s in a sense an attitude thing.  The same way with surgeons -- the surgeon won’t let the medical student hold the knife, he doesn’t let the medical student stitch.  The medical student stands there holding the retractor.  But when they make rounds and the patient is having a pain problem, the surgeon lets the medical student write the pain orders.  So that too is an attitude problem.  We’ve got to get the pain management issue right up here on the top and make it like the goddamn Army made venereal disease a command function, that when a commanding officer had a bunch of guys with the clap, his command was in trouble -- he was not an adequate leader if that happened.

LIEBESKIND:  So if you have surgical patients -- if your surgical patients are not comfortable and are in pain, that’s your problem.

LOESER:  Right.

LIEBESKIND:  We’re going to make that your problem.  Make the pain your problem.  Or the anesthesiologist’s.

LOESER:  Yeah.  Or you do it with the surgeons or the anesthesiologists.  And that’s an attitude.  Again, we are talking about acute pain now.  That I think should be accomplished.  I see that as the easiest of the issues.  It could be collaboratively done, it could be done by policy, one or the other, but it needs to be part of a basic surgical/anesthesiologic education.  Only anesthesiology, to my knowledge, has mandated that the anesthesia board requires -- it doesn’t specify how much.

LIEBESKIND:  That’s just in the last few years.  And that’s presumably -- 

LOESER:  That’s correct.  Our residents all get three months of pain in their three years of clinical anesthesia training, so it’s one-twelfth of their education.  So it’s become a significant piece, but in the surgical specialties, none.  

LIEBESKIND:  It’s not there.

LOESER:  Now, maybe what we ought to do is make the surgeons take a rotation on the acute pain service; that is, you take an R1 in surgery and say, you’ve got to spend a month on the anesthesia pain service.  We often have had surgery R1’s spend a month on anesthesia because we think they should know the emergency things.  However, the problem you are going to face now is specialty residency slots are going to get smaller and smaller and smaller, there are going to be fewer and fewer bodies.  And the chances of taking people off of their parent discipline are going to get smaller and smaller, because once again we don’t educate people on the basis of education.  A resident is an indentured servant, and we use them almost as much as we educate them, so that’s a big problem.  

Now, when you are talking about cancer pain and chronic nonmalignant pain, I think the issues become totally different.  Cancer pain, the single impediment is the oncologist.  Now, not all oncologists are impediments, but if you talk to the people interested in cancer pain and go around to their institutions and see what they say and then see what they say by going to other institutions, and I emphasize -- what I’m talking about now is mainly secondhand information, because I don’t go around pretending to be a cancer pain expert.  The issue is, oncologists see themselves as primary care physicians, and they consider it an insult to their integrity as a physician to think of asking for external help.  If you have an oncologist who is sophisticated in pain management, they can do every bit as good a job as anybody else.  

But what the pain people see over and over again is patients inadequately managed on inadequate treatment strategies who near the end of their lives are referred for a definitive pain procedure and you look at their record, a guy has been hurting for a year without adequate pain management.  So there isn’t any question in my mind that if you are talking cancer pain, the problem has got to be getting to the oncologist, because they are the issues.  It wasn’t so long ago that the chief of radiation oncology at this institution said his patients didn’t have pain, his x-rays cured them of their pain.  So that I see as a separate issue.  I think we’ve got to get into oncology training, we’ve got to focus it right there.  

The chronic pain due to benign diseases needs a totally different approach.  First of all, there are some of those that are clear-cut neuropathic pain problems that we don’t understand the biology of, we have lousy treatments for most of them, not tic douloureux, which is why all neurosurgeons love tic as a specialty, because the pills or the operations cure it ninety-nine percent of the time.  But you got to be able to identify those pains associated with injuries to the nervous system, the RSDs, the sympathetically maintained pains, the causalgias, the phantom stump, postherpetic neuralgia, thalamic syndromes, etc., etc.  And here the issue is, it isn’t attitude, or it isn’t skills, we just don’t have effective treatments for the vast majority of people.

LIEBESKIND:  But wait a few months, we’re working on it.  Nine out of ten papers in the basic science section are addressed to these neuropathic pain models.  So there’s a lot of activity.  The NMDA receptor hasn’t solved the problem yet.

LOESER:  I’m waiting, I’m waiting.  I’ll tell you, dextromethorphan does not stop pain in the majority of the central pain states we have tried it on.  I have no great research project going on, but I’m waiting.  I have a few people who swear that it stops their pain and a large number who say it didn’t help a bit.  I don’t know what your experience or someone else’s is.  It’s more complex than meets the eye.  But clearly this is a subset where it isn’t attitude -- well, I’ll take it back.  It is an attitude because of Russ Portenoy -- that’s another matter.  In terms of the truth of the issue, the truth of the issue is we don’t have good treatments. We are dependent on basic science, or maybe clinical science, to come up with a better understanding of what’s going on and how to deal with it.  

Then you have the largest number of chronic pain patients, who in fact, in my opinion, are best described as people who have a disability ascribed to chronic pain.  I am coming more and more to the conclusion that this is not a medical issue.  This is a social, political, economic issue and I doubt that science, by that I mean biology science, is going to have an answer to this problem.  I think that science, meaning psychological or economic or social or political, may have an answer to the problem, and I believe that it is one of the contributors to the massive health care expenditure in the United States that doesn’t seem to improve the health of anybody, and I am not at all sure as to whether in the long run a hundred years from now, they won’t laugh at us as if we were the guys putting the leeches on the patients, because I’m not sure it’s got anything to do with medicine as we traditionally define it.  

So here again, I think that we are dependent on a better understanding of human behavior.  It’s -- in a sense also needs more research, but it is not neurobiology, it’s neuropsychology, it’s economics -- it’s gotten -- I mean, there are so many things that fascinate me about this.  You know, economics, as John Galbraith said, is a dismal science -- but why should it be that you can show that the wage replacement ratio, i.e., how much money you get from disability payments versus what you were getting, is a determinant of how long you will be disabled from an injury or the likelihood of your submitting a claim for disability?  How does that get into the pain system?

LIEBESKIND:  Not by the spinothalamic tract.  [Both laugh.]

LOESER:  And I don’t wish to argue that that’s the only determinant.  I mean, you know, claims incidence goes up when the unemployment rate goes up in your community.  Now think about that.  You can’t submit a claim unless you’re working; I mean, you’ve got to be employed.  But if you take the group of people who are employed and ask, what is the rate of submission of a claim for back pain injury, it goes up -- one-third of the variance is explained by the unemployment rate, which is the other guys.  How the hell does that get into it?  So I think that we need to do a much better job recognizing, in the chronic pain situation, recognizing that in fact health care is not delivered to people who have pain, it is delivered to people who claim a disability due to pain, and that the issue really revolves around what society declares is a compensable disability, not is there a difference in somebody’s back or arm or something else.  

So I try and discriminate what I think the issues are.  In this area the issue is concept.  Conceptually what is it that society is plagued with?  It’s disability, not back pain.  Two-thirds of the population has back pain; two percent seek health care.  In the neurologic issues, the problem is understanding the basic mechanisms.  In the cancer pain issue, the problem is getting to the oncologists and also other primary care people who manage people with cancer pain to use available information and knowledge. And in the acute pain issue, the problem is getting into the anesthesiology, surgery and ultimately back down into the medical education system.

LIEBESKIND:  Maybe in a very real sense we are ill-served by having this one word “pain” which is trying to cover these things.  You’re saying pain one is not pain two and it’s damn important that people understand that pain one is not pain two.  When they don’t understand that, they screw things up.

LOESER:  In the very first issue of Pain, the first year, Dick Black and I wrote an article using the concepts of general semantics to try and get at the fact that what Joe meant with pain is different from what Sam meant with pain, which differed with what Pete meant, calling for a pain sub one, pain sub two -- that was the first conceptual work that I did in thinking about it, and it is what led to the scheme of nociception, pain, suffering, and pain behavior, because it became perfectly obvious to me that nobody was going to say pain sub one, pain sub two, pain sub three -- that was almost an eponym, and I hate eponyms.  

On the other hand, in spite of their ambiguities, as having many different connotations, the terms nociception, pain, suffering, and pain behavior stuck a lot better.  So I think the first time I wrote that was back around 1980, ‘79 or ‘80, and it stemmed out of that thing that Dick and I did, which actually we wrote while sitting in an airport waiting for a plane someplace.  We had come from a meeting and were very disturbed by the fact that one guy stood up and said pain and was talking about acute pain, and the next guy was talking about something totally different.

LIEBESKIND:  Well, these incredible fights that Pat Wall and Ed Perl used to have -- they were both using the word pain and they weren’t talking about the same thing.

LOESER:  That’s absolutely true, and unfortunately, Ed Perl impeded the progress of pain by his definition.  Now Ed Perl has done brilliant, wonderful research, but his research has been on nociception, not pain.  

LIEBESKIND:  Absolutely.

LOESER:  I think that’s been a very important issue and the field, particularly in the beginning, was totally confused by the many meanings of the word “pain.”

LIEBESKIND:  Yeah.  As a psychologist, of course, I am very interested in the psychology of things, and I feel that is without question the most difficult concept for people to understand, even, maybe especially within the pain field.  You know, you can’t get two people to talk about that in the same way.  You listen to Fordyce, he talks about it in one way and others in others, and they don’t really understand.  I interviewed Bill the other day and I love the way he talks about it.  It’s a very hard message to get across.  He was telling me about...

LOESER:  Well, it tends to appear dehumanized, but it isn’t.

LIEBESKIND:  Yes.  I think you’re probably one of the very few people in the world who understands what Bill Fordyce is really talking about and appreciates it, and I know about your appreciation not only from Bill, but from your own writings, from my activities with Bristol Myers, and so forth, and I completely agree with you.  But I don’t think it’s an easy case to sell, somehow.  People, even psychologists...

LOESER:  Well, again, part of it is disciplinary and part of it’s attitude and knowledge.  That is, psychology, perhaps more than many of the other fields I interact with, is riddled with the need to identify yourself as something within psychology, you know, I’m a behaviorist, I’m a cognitive behaviorist, I’m a mentalist.

LIEBESKIND:  We used to give ourselves names, I’m a Hullian, I’m a Spencerian, I’m a Skinnerian ...

LOESER:  That’s right, I remember those.  And I remember back -- I took a course at Harvard, as you did, with Robert Solomon on learning theories -- remember that?  As if that was relevant to something real.

LIEBESKIND:  [Laughs] They sure as hell thought it was then.

LOESER:  That’s right.  And the issue was that, of course you can pretend that there are no emotions and that might be useful for looking at certain aspects of behavior.  But even, you know, Fordyce has never been a radical behaviorist.  And in the last decade he has been a cognitive behaviorist.  So he’s very -- I would say he has been very pragmatic about it.

LIEBESKIND:  Very eclectic and very pragmatic.  He started from, not theory, but from people with pain problems.  He was very clear on that -- I think it was very telling.  

LOESER:  Yeah.  

LIEBESKIND:  But that message is hard to get across.  One of the things that came out in my interview with him, which I wouldn’t have known beforehand -- I should have known, but I didn’t -- I would have assumed that, you know, you think of Seattle, you think of John Bonica and I would have assumed that there was lots of interaction, lots of appreciation and so forth; that’s not true.  When Fordyce talks about his relationship to John, he is not speaking of Bonica, he’s speaking of Loeser.  [Both laugh.]

LOESER:  Well, I’ll make some comments on that for you.

LIEBESKIND:  And you’re one of the people who really appreciate him.  I don’t think Bonica -- in fact, Bill said something about this, without any bitterness, but when John and Emma were back in New York for the eye surgery, they were out -- Fordyce and Bonica were in Brooklyn giving a talk somewhere, a few weeks ago, and Bill said something about, he did his usual thing.  Bonica was there, and he thought John was sort of angry with him for what he was saying.

LOESER:  He is.

LIEBESKIND:  After all these years of hearing Bill Fordyce and of seeing what the impact of Fordyce’s ideas are in pain management at his pain clinic, I don’t think he has a clue as to what -- I don’t think he really understands Fordyce.

LOESER:  Well, I would phrase it somewhat differently.  First of all, I think John has respect for Bill and vice versa.  They don’t like each other in any way.  And I don’t mean that they dislike each other personally -- I’m talking about professionally.  It goes way back to the fact that Bonica was difficult to educate, that there was a human behavior component.  I mean, after all, John Bonica started out doing nerve blocks to people.

LIEBESKIND:  But this is the man who just an hour ago, half an hour ago, we were lauding for his broad vision, for his acceptance of science, for his understanding of interdisciplinary method, and here he’s got a blind spot.  Here he’s got an attitude problem.  That’s what I’m saying.  And it has to do with psychology.

LOESER:  No.  I’ll tell you what the issue is, I think.  John Bonica is very proud of not only himself but his discipline, and it is hard for John to accept the fact that there are a lot of anesthesiologists who are horses’ asses.  Fordyce emphasizing the behavioral thing, I think, and John recognizing that there is some truth to it, puts John in a conflict situation.

LIEBESKIND:  Fordyce’s -- yeah, his message is so clearly anti-medical.  He keeps saying, all we have to do to really solve the problem of chronic pain is get the medical profession out of it.

LOESER:  Well I just said that too.  But I was a little more specific -- I wasn’t talking about neuropathic pain and I wasn’t talking about cancer pain.  But you see, there are several separate issues here if you want to look at the Bonica-Fordyce thing.  First of all, Bonica has great respect for Fordyce as an expert in this area.  He did not have to ask Fordyce to be the editor of the clinical psychology section of the textbook.  He did so because he recognizes that Fordyce has had a major impact, that his thinking is relevant to the area, that he is well-recognized in the field, etc., etc.  So I think that there is considerable professional respect.  

But the issue is that within our own local institution, for years Fordyce’s suggestions fell on deaf ears.  You see, the pain service didn’t have an inpatient component.  Fordyce ran a one- or two-bed behaviorally-managed service up on rehab medicine.  Patients would be screened in the pain clinic and only after the nerve blocks had failed would they allow the patient to be sent to Fordyce.  Fordyce was not -- see, there is another set of stories in here, and I don’t know if I want to talk about this -- I’ve go to think about it a second.  Where will this end up?  You have to be very discreet.

LIEBESKIND:  Let me interrupt you a second.  May I interrupt you a second?  This is not a question of Bill Fordyce and John Bonica.  We are couching it in the terms of these two men.  But it has to do with -- I think, one of the key issues in the field of pain, and I think, as people are going to look back fifty years from now, whatever, twenty years from now -- they’re going to recognize that one of the big issues is this issue that you started talking about a little while ago, having nothing to do with Fordyce and John Bonica, of the whole question of disability versus pain and so forth and so on, the psychological management approaches.  I mean, what is Fordyce doing?  Fordyce isn’t curing pain.  He’s getting people to walk.  You know, this is nothing to do with pain.  And he’s the one who says that.

LOESER:  But you see, Bonica sees -- see, the problem you have is, there are two levels of problem.  One of them is a practical --
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TAPE TWO, SIDE ONE
JOHN LOESER:  The Fordyce-Bonica thing is perhaps emblematic of anesthesia vis a vis psychology.  But you’ve got to recognize that it has two components.  One is the day-to-day practical interactions between two people in a specific institution, and the other is this big broad general thing.  On the specific level, Fordyce was part of the Department of Rehabilitation Medicine.  He was one of the people interested in pain.  The Pain Center started out -- it was all in anesthesia.  Bonica owned it; he hired a couple of GPs who saw the patients on a Monday and these GPs organized their assessment, which took place over the next four days; that is, nobody met in one place.  The Pain Clinic was not a place.  

The Pain Clinic was -- okay, we’re going to have you see the neurosurgeon, the orthopedist, the cardiologist, get an x-ray, get a nerve block, get a this and a that, and then on Friday the patient was presented to the assembled group, each of whom had seen the patient, and some other people.  What would happen would be, Bonica was in charge, so to speak.  So Fordyce would say this patient should have a this or a that and Bonica would say he’s going to get a nerve block or whatever the case may be.  Or the decision was made, we’ll try this first.  Well, as the Pain Clinic evolved, Fordyce developed a separate empire; that is, the Rehab Medicine - Behavioral Medicine service was upstairs.  And he got patients not only from the Pain Clinic, but from external referrals.  And --  

JOHN LIEBESKIND:  So, in some sense, was he a competitor?

LOESER:  Oh, in many ways.  But he was unwilling to do a lot of work.  By that I mean -- I love Bill [Fordyce] dearly, but Bill was one of these guys who wanted to control what he was doing and not doing.  And his chairman wanted to control how many beds he’d give to the pain service.  So Bill could be hard to find when you needed him for a problem because he was otherwise occupied.  The number of patients they could treat was limited, and you might have a patient you wanted treated but they couldn’t get to it for a period of time -- it was not a very practical system.  

On top of that, Bonica heard the wrong message.  Bonica to this day doesn’t understand that the man who has increased financial reward from being ill hurts.  Bonica still thinks that Fordyce believes the guy is malingering, lying, cheating or something else.  The only way you can accept Fordyce’s viewpoints as a physician, at least my perspective on it, is if you recognize that the patient hurts just as much.  You start from that premise, then you can ask the question, why does he hurt?

LIEBESKIND:  What can you do about it?

LOESER:  Because the simple fact is, dollars do alter the gate.  But John doesn’t understand, in the past at least, had difficulty grasping that.  So John would get very angry because he would hear a message that made him think that we were saying the patient didn’t have a pain or was in some way not a real pain or something else.  I don’t personally believe that at all.  I can’t prove it, obviously, because I can’t climb inside somebody else’s head, but I honestly believe that when a man says, “Doctor, I hurt”, he is, and it probably doesn’t matter whether that’s because he has osteomyelitis of his femur or all the other factors that alter the gating mechanism are playing a role.  So on a local level, then, what went on was Fordyce got to develop a service on the rehab medicine thing.  

In the early 70s the pain service for the first time got inpatient beds.  This was a huge fight because anesthesiologists do not normally have admitting privileges.  It was still the Pain Clinic, it was still part of anesthesiology, and they got the right to admit up to four patients on a particular floor.  Mainly those were used for drug detox.  Then sometimes a patient -- once in a while the system would work perfectly.  He’d have a drug detox on the anesthesia service and then get transferred up to the Fordyce service.  Then sometimes they were doing both at the same time.  OK?  But it was clearly two separate services.  

The thing became a pain center instead of a pain clinic in, I believe, 1977 -- I may be off a little bit a year or two in dates.  At that time Terry Murphy was asked to be the director of the pain center.  The clinical pain center had assigned space.  That’s because one of the jobs I had that you haven’t asked me about is in 1974 to ‘76, I was the chairperson of the University Hospital expansion committee and Dick Black and I put in a pain clinic.  It was four exam rooms, a conference room, a block room, a waiting room -- that was the first time that we had our own space, and there is no question about it, we got it because I was the chairman of the space committee.  Dick and I designed it, put it in.

LIEBESKIND:  It’s the testicles of the medical school, the space committee.  You have your control, your hands on that...

LOESER:  Well, that’s sort of a sexist remark.  I don’t want to be quoted as saying that, that’s for sure.  Make the record indicate that Dr. Liebeskind said that.  [Liebeskind laughs.]  At that point, Fordyce would physically come down to the pain clinic to interview the patients.  That’s the first time we owned our own space.  We had our own secretary.  There was a huge lot of shit going on that I couldn’t cope with -- I wasn’t in charge of anything at that time.  When I finished my stint in the dean’s office and agreed to run the pain center, they had done an internal review on the pain center, which had panned the organization comple -- badly.

LIEBESKIND:  It must have been a tough time.

LOESER:  It was a tough time for Terry; it was awful for Terry.  Bonica neither gave him free rein nor let him do anything.  The institution put no resources in it.  I was in a much stronger position.  On top of that, Bill Fordyce was very unhappy in rehab medicine because they wouldn’t give him beds, wouldn’t give him space -- it was not going well.  

So he and I made the dean an offer the dean couldn’t refuse, and we really were in a position of negotiating as if we were outside the institution and not in.  At that point we got ten inpatient beds on a designated floor.  Plus they wanted the space on the outpatient side.  We knew that was going to happen, so we got a guarantee they’d move us from our outpatient space up to the same place and we’d have our unified clinic that we now have.  Plus Fordyce would spend a hundred percent of his time in the pain world.  Plus I got an endowment. Plus we got lots of other things, and it was truly interdisciplinary with an advisory committee of four different departments -- it really wasn’t part of anesthesiology.  That’s when it got going the way it now is.  That’s when the great leap forward occurred, and Fordyce and the psychology end became truly integrated in every way.  

Now John Bonica and Bill Fordyce’s interactions personally were bothered by this Bonica idea that somehow Fordyce was impugning the validity of the patient and on the other side of the coin, John could be a very difficult person to deal with.  On the wider level, the interaction between psychology and medicine is of a course much more interesting one.  John Bonica, although he had reservations about things, he was quite capable of saying yeah, there’s a -- this is important, I may not believe in it or understand it but -- because you go back, it’s not only Fordyce whom he supported, it’s Merskey, who has a totally different thing.

Bonica went out and found Dick Chapman, brought Dick Chapman, gave Dick Chapman really an opportunity.  Now again, it took a little manipulating on my part because Dick was being offered twice as much money to be chairman of a department back east and the University of Washington has a general policy of not giving tenure to people in departments unless they are in that discipline; in other words, anesthesiology can hire a psychologist, but they didn’t have tenured chairs.  I got Dick a tenured position.  Dr. [Thomas] Hornbein was chairman and he, bless his heart, he was the one who agreed; but that was also one of the great strengths of the pain center, was Bonica hired Dick Chapman and then we were able to keep Dick Chapman by creating a tenured position for a psychologist in an anesthesia department.  Come on, where has that happened before?  That’s been a unique thing.  Bonica supported Fordyce externally.

Now the other thing that happened had nothing to do with Bonica, and that is Murphy, Fordyce and Loeser have been in 56 communities of the Pacific Northwest on this one-day circuit course on pain.  We’ve run the pain course in Hawaii three or four times.  We ran it when the Huskies went to the Rose Bowl in 1978.  We’ve run it in Seattle umpteen times.  We are about to run another office management of chronic pain course next year here.  

LIEBESKIND:  These are one-day courses?

LOESER:  Yeah, one-day things for physicians, and that’s independent of Bonica and that has really put Fordyce and the behavioral approach on the map, and we have done this at national meetings and the Family Practice Academy.  And, you know, and that’s independent of Bonica too.  So I think that if I personally, clinically, have made any contribution, it is the fact that I have really made Bill Fordyce part of the system by incorporating his thinking into everything I’ve said and done and there’s no question that it’s his thinking; I don’t deny that for one minute.  But probably more than any other physician, I have really pushed the multidisciplinary, the cognitive behavioral approach, and that has legitimated Bill and given Bill exposure, not that he didn’t deserve it or couldn’t have gotten it himself -- I’m not trying to take credit for Fordyce, but he and I hit it off personally.  

I mean, it’s very interesting because he’s a decade older than I am, we have very different interests -- I don’t play golf, the thought of taking a vacation and going out and lying on my butt on the beach at Kauai, which is where they have a little condo -- I couldn’t do that for three days, you know -- but Bill and I really hit it off intellectually.  We’ve been a wonderful duo of passing ideas back and forth and thinking about them and then adding Terry to it in terms of all the talking, and going places.  Bill and I managed to accomplish something that I think was pretty unique.  We started this pain thing in ‘83, and we had the physicians saying to us, it will never work, the psychologists are gadflies, they don’t want to stand in the trenches, they only want to be consultants.  We had the psychologists saying, it will never work, the physicians won’t treat us as equals, and so forth and so on.  

I can vividly remember the first time Kelly Egan got into a fight with Peter Buckley on exactly this, and in two weeks they’re getting married. [Liebeskind laughs.]  So that is without a doubt the symbol of the Fordyce-Loeser ...

LIEBESKIND:  One’s an M.D. and one’s a psychologist?

LOESER:  Absolutely, and Peter Buckley is an Englishman, very much not, when he joined us, of a psychological bent.  Kelly Egan is a psychologist, very much not of a medical bent -- and we banged heads together.  We said to the physicians, if you can’t treat psychologists, nurses, PTs, OTs, as equals, you can’t be on our team.  And we said to the psychologists, if you’re the attending inpatient psychologist, you are going to carry a beeper, you are going to be available all the time, you are going to make rounds, and by God, we’ve done it.

LIEBESKIND:  Well, you see that Bill Fordyce credits you for this, for great managerial skills in pulling this together, by the way.

LOESER:  Well, it’d never worked with just me.  I mean, in a sense, I’m the guy who was the head and I’m the guy who called the meetings and I’m the guy who would use my usual lack of subtle approach and just said to people, “Hey, you know, you got to play the game my way or you’re out.”  But the approach was a lot Bill.  He and I spent many hours behaviorally engineering the behavior of our health care providers.

LIEBESKIND:  Well, you’ve set a template here in Seattle and it’s been exported, it’s being exported, it’s not the same one, and I think I now appreciate that more than I used to, much more than I used to.  It’s not the same template that John Bonica created -- no, that’s a very different one.  That’s what we call the multidisciplinary approach.  Not to give labels here, but that approach, I gather, by the way, is in a lot of trouble nationally -- it’s not paying off, and -- 

LOESER:  But you’ve got to watch out.  You’re talking about John Bonica starting at the end of World War II, doing something through the ‘50s in Tacoma, coming up here in the ‘60s, and you’re up to 1975.  Up to 1975, the mere fact that you had a neurosurgeon talking to an anesthesiologist talking to an orthopedist and had a psychiatric or psychologic consultant was so far ahead of the rest of the world it was unbelievable.

LIEBESKIND:  Right.  I understand that.

LOESER:  And that was John Bonica’s contribution.

LIEBESKIND:  I’m not trying to denigrate it, don’t get me wrong. 

LOESER:  Now in 1975, behavioral medicine became applied to pain -- a little before that, but it grew in that era.  That meant that the old Bonica model was no longer sufficient and what we have been able to do is evolve from the old Bonica model into the multidisciplinary behaviorally-based concept.  
Now that’s a very interesting philosophic issue, because one of the questions I ask myself and those of my associates who are willing to think ahead in this way is, okay, we were on the cutting edge in 1960 because Bonica set up a multidisciplinary pain clinic.  In the mid-70s we were on the cutting edge because Fordyce got the behavioral thing going.  In the ‘80s we again got on the cutting edge because Brian Ready set up the acute pain service and we led the world in the management of acute pain.  What’s the ‘90s?  Because you can’t just rest on your laurels and maintain the front edge.  Well, maybe you’re on the front edge thirty years, you can’t maintain the front edge for a hundred years -- I don’t know.  

My belief is the ‘90s is behavioral principles applied to not only things called pain, but symptoms, because as I read the issues in managed health care, again the issue is, half the people have symptoms and only a fraction of those is the complaint of pain.  They have palpitations, they have fluttering, they have bowel distress, they have this, that and the other, but they’re all pain, and we have learned how to deal with them when we call them pain, and it is my personal belief that the issue is going to be treating other kinds of symptoms.  Now whether I can pull that off, I don’t know, because, I mean, what the hell is a neurosurgeon doing in this area? 

LIEBESKIND:  How about a soc rel major?

LOESER:  But every specialty has it.  You know, there’s nonspecific prostatitis -- that means you don’t have any inflammation in your prostate, you never did, but you complain of pain in your perineum.  There is nonspecific gastritis -- what does that mean?  They gastroscope you, you don’t have inflammation, they biopsy it, there is nothing wrong with your gastric mucosa, but you complain of pain up here so they call it nonspecific gastritis.  It’s a bunch of shit -- there’s nothing wrong with your stomach, or your prostate.  Then there’s a whole -- there’s functional bowel disorder, postcardiac pain problems, cardiac neuroses, tinnitus, you go all down the list, all of these are non-diseases.  I think we’ve learned -- Fordyce was the leader in this -- we’ve learned enough dealing with pain in this way, that my belief is the pain center is going to evolve hopefully into a symptom management center, and pain will continue to be one of the symptoms.  

Now there is no question that the nerve block method, which actually, interestingly enough, I am just reading the English translation of Leriche’s book on pain.  I do not read French well enough to read it in French.  It was Leriche who was the first one to use Novocain -- he called it novocainization -- to do diagnostic evaluation for pain.  Bonica was probably the first to make a big deal of that, at least in the English language -- again, God knows what was written in Romanian -- I can’t handle that -- but he goes back to Leriche, no question about it.  Leriche, who was a surgeon, still did use regional anesthesia and blocks.  Bonica’s great contribution, one of them, was the recognition that regional anesthesia or local anesthesia can be used in the diagnostic process and perhaps sometimes in the therapeutic process.  

But what’s happened now is, we are having people who have been trained to do nerve blocks who are doing inordinate numbers and amounts of nerve blocks that have benefit only to the doctor and not to the patient, and that’s a real problem.  

[BEEPER GOES OFF; PAUSE]

This issue of what’s happened -- it’s not only American, by the way -- I ran into one anesthesiologist from Delft.  This woman I met in another country while on sabbatical.  Now the population of Delft -- I don’t know -- it’s 40,000 or something like that -- geez, I don’t know how many people live in Holland -- but this lady assured me that she did five thousand lumbar sympathetic blocks a year.  And they always cured people.  You go on down the line, it’s unbelievable.  I don’t know if this country is the worst, but I certainly know we’re not the best.  I’m a little bit concerned because I think that there is a role for both diagnostic and therapeutic blocks, but some people lose all perspective.  

Now they lose all perspective for a variety of reasons.  One of them is -- Years and years ago, I wrote an article on dorsal rhizotomies don’t work.  Luckily for me, the same issue of the Journal of Neurosurgery, the Mayo Clinic, Burt Onofrio, published an article that said that dorsal rhizotomies don’t work.  Talking about 1972, I think it was.  I got a poison pen letter from J.C. White, who had done a million dorsal rhizotomies, that basically gave me three reasons why I made my observations:  I was stupid, I didn’t know how to do operations, or I didn’t know how to pick patients.  

LIEBESKIND:  You got your choice!

LOESER:  I assume Burt Onofrio got the same letter.  Years later, I found out that Dr. White was one of these surgeons who really was devoted to his patients and his patients to him, and no patient would ever want to disappoint Dr. White by telling Dr. White that the operation didn’t work.  So they’d tell him it was successful and go on to the GP and get their morphine.  Now I think a lot of that’s going on in the needle sticking world.

LIEBESKIND:  Does Bill Sweet know that?  Does he appreciate that, by the way, today?

LOESER:  Well, he’s the one who told me.  Be careful with this, come on, John.

LIEBESKIND:  I’m going to interview Sweet, I hope.  I got a letter out to him.

LOESER:  Well, you should.  But don’t -- this episode -- I don’t want to -- I’m sure White was his mentor -- I don’t wish to make light -- the man made a wonderful contribution.  But nobody since has ever gotten the good long-term results that he described.  But the issue is, I think, patients want to get -- want their doctors pleased and they often tell their doctors one thing and another thing happens.  Two, we get nonsensical things -- there was a physician here in town at one point who was running a pain clinic and every patient got a differential spinal when they walked in the front door, even though everybody who had ever looked at it knew that it was a totally useless diagnostic step, it also paid a handsome fee, so that goes on.  

Then, I just testified in a medicolegal case about a lady who’s had 47 epidural steroid injections.  Now what the heck is that guy doing, doing 47 epidurals.  So I think that I do not wish to come across as saying there is no role for blocks.  There is a real role for blocks.  There are some people who have disease that are well-treated, optimally treated with our knowledge today, with a nerve block.  
But on the other hand, there are vast numbers of people getting facet blocks and epidural steroids and the frequency of those is so high that we should pass a law that says you can’t do them unless you are doing research to show that it works.  Because right now there is no data that it works.  OK?  That’s not something Bonica ever did.  Bonica never did an epidural steroid.  Never heard of them.  They weren’t done then.  And that’s the most common nerve block done today by anesthesiologists in the management of pain.  So you don’t want to tar and feather Bonica with that.  

Bonica was doing diagnostic regional anesthesia, what nerves are involved in transmitting his pain, so that we can do the definitive operation or look for the compression syndrome or something else.  But you go back, I mean, in his original textbook, he talks about using IV procaine in the treatment of neuropathic pain syndromes.  It does stop it transiently, but not permanently, and so, well okay, that’s the best they had back then.  So needle stickers are a big menace, oh my God, and in this country we got a few, but we have them all over the world.

LIEBESKIND:  You know, again, it’s not just a matter of knowledge.  I gave a talk up at Davis a few months ago and was met by a young man named Brian Tsang, an anesthesiologist who went to medical school at Yale, I think, and got his residency at Stanford, very well-trained.  He is in anesthesia there, in charge of their pain center, their small center, and he said, “You know, it’s a real problem, because I know these nerve blocks don’t work very well, but you know I’m getting pressure from on top to do them because that’s what’s paying the bills.”

LOESER:  That’s right.

LIEBESKIND:  He said, “I don’t know how to handle that.”  This is a young guy.  He said, “I don’t know what to do.”

LOESER:  It’s a terrible problem.  We are about to have a new chairman of anesthesiology here who may in fact do that to us, my friend.  It’s a real problem.  See, there isn’t any funny money in the system anymore.  Anesthesiologists used to make enough money that they could support that limb of the department, doing the pain clinic, because the pain clinic doesn’t make money.  But now, when the money gets tighter and tighter, there’s less ability to support these other things, and I think that’s a big problem.

LIEBESKIND:  Is there a way to make the pain center here pay off, make it in the black?

LOESER:  Is there a way?  Now is that a theoretical or practical?  What do you mean?

LIEBESKIND:  Is there a way, while still providing good medicine ...
LOESER:  Well, the answer to that is to divide the question up into two ways...

LIEBESKIND:  I’m asking that, coming from UCLA, where the pain center went under ...

LOESER:  Yeah, but why?

LIEBESKIND:  Because it wasn’t making any money.  It never made any money for ten, twelve years in a row.  Finally --

LOESER:  John.  I’m sorry.  The pain center went under at UCLA because of Teresa Brechner.

LIEBESKIND:  She didn’t help.

LOESER:  Okay, pain centers don’t make money in large academic institutions...

LIEBESKIND:  They fired her; they could have fired her and gotten somebody else.  They fired Ron Katz, the chairman of the department, because the whole department of anesthesiology lost money that year, that last year. 

LOESER:  Ron Katz got fired, huh?

LIEBESKIND:  Well, he was allowed to step down after many years of service.

LOESER:  What’s he doing now?

LIEBESKIND:  Well, he’s still there.  He’s just not the chairman; we have a new chairman.

LOESER:  Who’s the chairman?

LIEBESKIND:  Joe Gabel, from Houston or something.

LOESER:  Well, let’s go with that.  First of all, there are two components -- professional health care providers and the physical resource.  How you account for your costs determines whether a pain clinic will make money or not.  If you say that the budget for this institution is a million dollars and we have ten thousand square feet, therefore it is ten thousand dollars per square foot is what it costs, which is what every hospital does, the pain center always loses money, because compared to an operating room, that generates a huge amount of revenue, you can’t do it, right?  

LIEBESKIND:  Per square foot.

LOESER:  So it’s a pure accounting fiction.  Now I can tell you there are private practice pain centers that made very nice profits over the years.  I’m talking about global profit.  A physician I know owns the pain center.  He hires the people, he pays the rent, he pays the insurance, he pays salaries, and in addition to that the business makes a profit.  So the issue of the pain center making profits, it’s a function of how you cost account the space.  It also is a function of what do you feel you need to have to be a functional institution.  I pointed out to you that the ten percent of your institutional space that goes to administrators, the administrators do no measurable productive work.  I mean, what’s the work product?  So the idea that every piece of square footage should make a profit...

LIEBESKIND:  And God forbid any training or education should make a profit...

LOESER:  Oh yeah, that’s of course...

LIEBESKIND:  Not to mention [whispers] research.

LOESER:  So this issue of institutional profit is a very complex one.  Now, professional profit -- 

LIEBESKIND:  When you say “professional profit”, you mean -- ?

LOESER:  Here the thing that determines it is how you pay your fees, I mean the people, the health care professions.  The nurses, of course, are funded through the hospital side; they’re on a straight salary.  They are part of your overhead costs.  Private practice clinics make their money on their PTs, OTs and vocational counselors, which in our system are owned by the hospital, so the hospital is making a profit that comes out of those people.  I never see it.  It’s not included in my profit or loss statement.  Psychologists can make as much money seeing pain patients as they can anyplace else, doing anything else, especially since we do a lot of things in groups, which happens to generate much more revenue per thing.  Now the function is, who do you take as patients?  If you take the people who don’t have any funds or who are funded forty cents on the dollar, you lose money.  If you take people who are funded, psychologists can generate enough money, but it’s marginal.  

No psychologist gets rich in practice of this sort.  If you live in Beverly Hills and charge five hundred dollars an hour or whatever the hell it is, you might get rich, but using standard medical psychology fees, psychologists can generate just as much money in the pain world as elsewhere, and they can pay their salaries.  

The physicians, it’s a function of what kind of physician you are.  If you’re a family physician -- we have a family physician in our pain clinic -- he makes in fact more money per clinical hour than he does in the family medicine clinic because he is billing as a specialist with us and billed as a generalist with them.  But if you take a neurosurgeon who can do a one-hour operation and get a fee of fifteen hundred dollars, heck, if I get a hundred dollars’ fee for seeing a patient in an hour I’m lucky.  So of course you lose money with neurosurgeons in the pain clinic.  

Now anesthesiologists, same deal.  Right now they get paid best working in the OR.  Now if they do a lot of procedures they can make a lot of money in the pain world.  But if they are interviewing patients, talking to patients, screening patients, participating in behaviorally based pain management programs, compared to what they make in the OR, they lose money.  Compared to a family practitioner, they make money.  Now, the question is, what’s the salary of an anesthesiologist going to be and who is going to determine it?  

So the losing money story that you had at UCLA, that’s because the anesthesiologists were paid as if they were working in the OR when in fact they were working in a pain clinic.  They weren’t generating that kind of revenue.  So the whole thing is a function of how you set your economic system, both for the professionals and for the physicians.  In Australia, where physicians are paid by the session and an anesthesiologist is paid whatever he’s doing in that session, if the institution allocates a session for pain management...

LIEBESKIND:  It doesn’t matter to him, he’s going to get the same as if he’s doing a needle stick.

LOESER:  Right.  So the whole thing is a question not of pain management, it’s a question of the socioeconomic system in which health care is being provided.  When we go to a managed care system, it is all going to be very different.  Because in our kind of health care now, what you do is, you start with zero money in your pot at the beginning of the year, and at the end of the year the more work you’ve done, assuming you’ve priced your services to cover costs, the more profit you have.  So you start with zero and end up with a hundred percent of your money.  But with managed care it is exactly the reverse.  At the beginning of the year you are paid for how many people you are going to manage.  And every time you provide health care you lose some of your pot, and at the end of the year you have zero, or if you have used less, you have some profit, and so forth.  

LIEBESKIND:  You use up some of that.

LOESER:  Now what is going to happen then to pain management is going to be very interesting.  The fear that all the physicians have, of course, is that they’ll be so concerned with dollars, they, the administrative types, that we won’t be able to provide quality health care, and they don’t give a shit about quality health care.  I think that’s a legitimate fear, I really do. On the other hand, there is so much excess health care being given that there’s no question that managed care can reduce all the extra nerve blocks and pain management stuff and save money for the system.  Now where that line is going to go and who is going to see to it that cancer pain patients get pain management that costs money, where is the top for pain patients?  

So the Loeser remedy mandates that you never let any institution separate health care costs from wage replacement costs.  That is what we have now.  Blue Cross couldn’t care less whether somebody goes back to work.  All they are interested in is their health care costs.  The managed care system, Group Health, a very good managed health care system here in Seattle, old, good, but they don’t give a damn whether the guy ever goes back to work or not, all they want to do is keep their health care costs down and their health care appropriate to the patient’s needs.  So that’s called cost shifting.  So that’s what we’ve got to watch out for. 

We need to have a system, and the way I would propose doing it, and this is something Bill Fordyce and I have been working on for a long time, is basically, everybody who says I can’t work because of pain is entitled to a good health care evaluation and one attempt at rehabilitation.  When you are done with that, you call them unemployed; that’s what they are.  You treat them just like you treat all the other unemployed people, whatever you choose to do.  It’s a social welfare benefit.  

LIEBESKIND:  Not a medical problem.

LOESER:  But nobody, nobody, is disabled by pain.  That’s a bunch of crap and we’ve got to stop the health care for that and turn the system around.  Well, enough of that.

LIEBESKIND:  That’s going to be a tough act to sell.  It’s going to be hard for people to understand that distinction.

LOESER:  Oh yeah.  But who said you wanted to do it the easy way --

LIEBESKIND:  Yeah, I hear you.  Bill talked about that.

LOESER:  The issue that we’re getting into in terms of what’s happened here is this pain clinic and the pain movement have evolved beyond what John Bonica saw in the early stages.  He was way ahead of his time, but eventually the times, at least the people who surrounded him in the pain world, moved beyond where he had gone and the field is, in my opinion, further along than John Bonica brought it in terms of its clinical things.  But the other issue that you’ve got to recognize is Bonica not only worked the professional street but what he did in lobbying the NIH and Congress and government and International World Health and all this other stuff -- I mean, his impact is unbelievable.  There will never be anybody like that again in the pain world, and there just isn’t the chance because...

LIEBESKIND:  He did it all.

LOESER:  He did it all and he got it started and so many other people have taken up and gone further than he did.  The field has moved beyond him, which is to his great credit.  

LIEBESKIND:  These are fascinating issues, you know, and the great question is, how do you make these changes?  You, I think, have a very clear understanding of what the problems are.  I don’t know that you or anyone else has a very clear understanding of how to go about changing things...

LOESER:  Oh, well, that’s my old aphorism right now, you know.  Here I am, I’m fifty-seven years old, and just like when I was twenty-one years old, I know what the problems of the world are.  When I was twenty-one I also knew the solutions.  I don’t now.

LIEBESKIND:  [Laughs]  Life has beaten into you the knowledge that you don’t any longer.

LOESER:  No, I see that as a big problem.  You see, to get back to the pain thing, I have not been able to do many of the things I wanted to do because of the exigencies of earning a living as a professor of neurosurgery at the University of Washington.  I’m over here doing a lot of pediatric work, which is not really what I wanted to do, I mean, I love taking care of kids.  My grandfather was a pediatrician -- it’s in the bones, so to speak -- but it has totally blown me out of the pain world in many of the things I wanted to do.  

Administering the University of Washington Pain Center, I did it because there wasn’t anybody else I could see who would do what needed to be done.  I don’t like being an administrator.  I have heard too many people come and talk to me about their problems, their marriages, their divorces, their gayness, their this, their that -- I have to deal with the petty, immature, childish behavior of the average American working person -- it drives me bananas, but I can’t see any place to keep this institution going and I see it is the fountainhead of the pain world.  

I was very much involved in research at one point in my career and the research arena has progressed so much in my time out that I’m a dinosaur.  I’m totally out of date.  If I wanted to get back doing research in animals today, I would need to basically go back to graduate school, and I can tell you, in the ‘60s and ‘70s, I was on the cutting edge in neurophysiologic techniques.  We were the first people to go into intracellular recordings with negative capacitance amplifiers.  They weren’t commercially available when we were doing that.  I’ve lost that, and I miss it.  It was an important part of my life.

LIEBESKIND:  Well, join the gang.  There are a lot of us who have been a lot closer to research and have progressively ossified as molecular biopsy has taken hold.
LOESER:  Now on the other hand ...

LIEBESKIND:  ... For which Soc Rel [social relations] didn’t prepare us.

LOESER:  On the other hand, what I’ve gotten into is the population level issues, and we have a wonderful institution here at the UW, namely the back pain outcome assessment team, which Rick Dale chairs, which is AHCPR-funded, and that has perpetuated some interests that I started in, working with a sociologist, Ernie Volinn, a decade ago, to try and look at the other side of the coin, and look at the role of economic, social, political factors.

LIEBESKIND:  You measure these things, and you look at them, yeah.

LOESER:  That’s been a very interesting area and it is an area that Bonica pointed out was desperately needed back, and I forget the year, the NIH or the National Center for Health Statistics funded a workshop in San Diego on pain, in which we all screamed that they weren’t giving us any data.  From that there were -- Bonica led that charge, fomented it, organized it.  From that they set up contracts -- I and Ernie Volinn had one of them, did research things -- it was a Bonica-ism right down the line to get it going, but it was an area that I went off into and which I think still is just beginning to get a handle on describing the magnitude of the problem in epidemiologic terms, and that’s another area of research that interested me, still interests me, but I’ll tell you that it’s not the same as dealing with real things.  I mean, dealing with epidemiology is the science of dealing with numbers.  You’re not taking care of people and you’re not manipulating individual animals in some interesting way, so it’s a different arena.

LIEBESKIND:  What do you count as your greatest achievements up to this point?  Clearly the Pain Center here is...

LOESER:  Being the father of four great kids is my biggest achievement to date.

LIEBESKIND:  I meant outside the home.

LOESER:  I see.  You know, I just came back from a weekend out river rafting with all four kids plus my daughter’s husband, and the whole family spent a weekend together, and it just proved to me right off the bat that nothing you and I are talking about matters worth a damn.

LIEBESKIND:  No one at St. Peter’s Gate wishes they spent more time at work, huh?

LOESER:  I don’t know what the biggest thing is.  Well, in terms of the biggest impact, there are two very, very mundane things that you probably wouldn’t have thought of.  One of them is, I took the finances of the American Pain Society, that were in an absolute shambles, and at the end of four or five years as treasurer we had an investment fund, we had proper finances, the organization was not floundering, was on its feet, was functioning well, and in a sense... 

LIEBESKIND:  I know you did that.  I wouldn’t have thought of it tonight, but ...

LOESER:  In a sense, in terms of impact on the pain world, had the APS died, and I thought it was damn close to dying at one point, when the president wouldn’t send the treasurer the books and a few other strange things like that.

LIEBESKIND:  So you were the treasurer when, now?

LOESER:  No, I was the treasurer -- well...

LIEBESKIND:  While Bert [Wolff] was still the president?

LOESER:  No, he was -- see, remember, they had this crazy thing that the election was illegal and Bert had to be president for two years.  And Bill Willis was the treasurer.  But Bert never sent him the books.

LIEBESKIND:  I see.

LOESER:  And I became the treasurer -- John, I think I was treasurer like ‘79 to ‘84 or ‘80 to ‘84, ‘85 -- I don’t remember exactly.  Diane Chen was acting as secretary because Hoffman LaRoche let us use their office because we didn’t have any money to pay for anything.

LIEBESKIND:  Ben Crue succeeded Bert.

LOESER:  Was it Ben, or was it Bill Sweet?  See, Sweet got the APS its tax-exempt status -- that was a major contribution.  But there isn’t any question in my mind, the organization was floundering.

LIEBESKIND:  Is the APS a 501(c)3?

LOESER:  Yeah, I believe -- if that’s the right nomenclature.  Whatever it is, if that’s the right number -- Bill Sweet was the one who spearheaded that.  But that, in terms of the well-being of the pain movement ...

LIEBESKIND:  I fully understand what you’re saying.  When you look at all...the American Pain Society in the last few years has been doing a lot and ...

LOESER:  But it’s based on its financial status.

LIEBESKIND:  All that couldn’t have happened if t wasn’t financially solvent.

LOESER:  It was during my tenure that we got an external management firm.  We had some troubles -- you know, we’ve had three or four of them -- but the idea of getting enough money to get a management firm and get things going -- that was one.  
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TAPE TWO, SIDE TWO
JOHN LOESER:  The other issue, I think, in terms of measuring the contributions, is working with Bill Fordyce to make the University of Washington Pain Center a really model institution, using it as a model -- I mean, I’ve written the guidelines for education and fellowship training and so forth, and desirable characteristics, the IASP task force, educating anesthesia residents, two to five fellows a year, foreign visitors -- I mean, to me, one of the biggest pride I get is Cenon Cruz, an anesthesiologist from Manila, spent three months with us back in the mid-80’s.  He went back to Manila -- he changed their medical school curriculum so they have a big course on pain.  He established the Philippine Chapter of IASP and he opened a pain clinic and started with cancer pain, modeled on ours.  He sent a clipping today -- last Friday I got it from him -- a new pain center, multidisciplinary -- it looks just like ours.

JOHN LIEBESKIND:  You sent him on his -- on the way.

LOESER:  And, man, that’s gone on all over the world -- there are people who have done it.  I think organizing and keeping our institution going has been a major issue.

LIEBESKIND:  What’s been the cost to you, now, looking at home and elsewhere, what’s been the cost to you for all this?  It’s been -- you’ve worked very hard, haven’t you?  You’ve put in, and still do, an enormous number of hours.

LOESER:  The institution -- the pain world at the University of Washington is subsidized a tremendous amount, not the least of which, John, is I took a sabbatical year in ‘89 to ‘90, went to Flinders with Mike Cousins.  Mike was president and I was secretary of IASP and I made him take every Wednesday afternoon for a year and he and I would meet and work on IASP activities.  For the first time, we had -- since it was the era when it was Bonica as president and Fink as secretary -- it’s the first time the IASP had had two of its executive committee members in the same town.  

[PAUSE]

I spent that whole year there, on sabbatical.  We spent every Wednesday afternoon working on IASP, plus all sorts of other times.  The University of Washington paid two-thirds of my salary -- I had a Fulbright, so the Fulbright paid part of it -- I spent at least half my time working on IASP activities during that year.  So the IASP got a huge subsidy because I took a sabbatical -- I worked in the pain clinic there, but I did no neurosurgery for a year.  
Prices I’ve paid -- oh, I’ve worked much too hard -- my children, none of them will go into medicine because they think that that’s what happens when you go into medicine.  My wife feels left alone sometimes too much.  I probably am fat and flabby because I just don’t have the time to do the exercise I know I should do.  I did manage to stop smoking when I went on sabbatical, and I don’t know what got you to stop, but I remember the two of us smoking away in Igls.

LIEBESKIND:  Her name was Julia.

LOESER:  I see.  Well, my wife still smokes, but -- There is no question that within the discipline of neurosurgery, I have spent so much time on the pain world that I have lost neurosurgical skills -- I mean, I have a very narrow practice, a lot of things I don’t do, I have not maintained currency in many aspects of neurosurgery, and I have not maintained any presence in academic or American organized neurosurgery, although in the beginning of my career I was obviously on that track and was doing the things like that.  So within my own profession I have not achieved the status that someone with my ambition, skill, work habits, would normally get, but I’ve put that into the pain world.  
But have I paid a price?  I haven’t paid a price. I have made a profit -- I have friends all over the world, my big kids, when they were growing up, could go and spend a summer with Vittorio Ventafridda’s family in Italy and his son came and spent a summer with us -- you can’t buy that -- I mean, you could if you were a multibillionaire, I guess, but you and I can’t buy that kind of thing.  I spent two weeks vacation last summer with Alf Nachemson in their little farmhouse south of Gothenburg on the ocean, and my son and his daughter got to play together -- what terrific experiences -- you can’t buy that kind of thing.  Bill Noordenbos and his wife, Cox, who are much older than we were, and they’re both dead now, but Karen and I got to spend time with them and learn the proper way of drinking Scotch neat, no rocks or water.  I mean, I can’t begin to tell you.  

It’s the people, I mean, the whole thing is the people, that matter and it’s the people that I’ve come to know and work with, and the feeling that it has some redeeming social value that I have put my time and energy into.  And most physicians end up spending their time and energy in this country making money.  And so the pain world -- and there is a certain variety of other things.  The scholarly end of things.  I like reading and writing and playing a role in the journal Pain.  The hardest thing I had to do about becoming president of IASP was recognizing that I just don’t have the time to continue to be one of the editors of the journal Pain, and giving that up, because it has been a really wonderful process.  Prices I’ve paid, that’s a hard one.  I’ve spent a lot of time in airports.  Had to buy a good portable computer to make good use of the time.

LIEBESKIND:  Well, I must say, I’ve always found you to be a cheerful fellow, I mean you seem very content with what you’re doing, and someone who has enjoyed, as you said, the people and doing this thing.  Some people seem more burdened by the whole thing.

LOESER:  Well, there are other things.  I have always been fascinated by other places, okay, and perhaps because it’s IASP and not APS -- I mean, I’ll tell you, the thought of going to another meeting in San Diego or Chicago or Boston, that’s not -- but to go to Kuala Lumpur or I’m off to Seoul, Korea, in September for the Korean Pain Society -- I’ve never been to that country.  So there is a certain amount of the pleasure of getting to travel and see places.  But it’s really the people.  I guess what I’m trying to run through in my mind is, if I hadn’t gotten into the pain world, would I have been as hectic and frantic as I am, and it may be, I mean it may be I’d have found something else that was so grabbing. I think that --

LIEBESKIND:  You seem the sort of person who is going to have a passion in relation to your work.

LOESER:  Well, I like doing things that I’m committed to.  You know, the price I’ve paid is, at this age at least, I wish I had more time for my family.  Karen and I had this great weekend together and we sort of looked at the week and I said, “Well, I’ll be home for dinner, I hope, most of the nights this week” and David’s in bed when I leave because he goes to a daycamp this week that doesn’t start till nine, so he doesn’t get up till eight, but I’m out of the house by seven.  So it’s put a stress on my marriage, there is no question about it, but I’m like -- Well, yeah, it’s put a stress on my marriage, but more it’s put a stress on me in terms of time to spend with them.  As you are well aware, this is my second marriage, but the divorce occurred long before the pain world could be blamed for it.  It was more likely the Vietnam War that was the main precipitant for that.

LIEBESKIND:  Did the Vietnam war shape your career in any ways, would you say?  In any clear way?

LOESER:  It shaped me as a human being in a way.  It didn’t influence my career at all.  I wanted to go into academic medicine, I left here, had a job, which was sort of an interim job -- I knew I was going to get drafted, spent my two years in the Army and came back to here.  I didn’t -- it delayed my academic career by a couple of years.  

LIEBESKIND:  But it wasn’t the same John Loeser who came back, huh?

LOESER:  No, because in spite of the fact that I had had a wonderful education, nobody can educate you about what war is through books or lectures.  You just got to go see one, and those of you who haven’t seen a war don’t know that it’s worse than anything you could read about, because the fact is, war shows you the way man evolved, back to the dogs and the apes and the God knows what else.  All wars, every war, always has the same effect on the land of those in whom the war is fought.  Women and children are raped and plundered.  Men are murdered.  The prostitutes and the taxi drivers become the most economically privileged people.  Social organization is destroyed and the human beings whose land the war is being fought in are turned into clods of dirt.  From what I can read, that’s really the way it’s always been, although we tend to glorify certain things about it.  

From that I came home much more opposed to war as a solution for anything.  I came home much more concerned about what was going to happen in the United States since six million Americans have been told it was possible to shoot somebody and not go to jail for it.  I came home much more aware of the racism in the United States.  My hospital was a beautiful physical plant -- I mean by that, it wasn’t beautiful in the sense of architecturally beautiful -- but it was a superb clinical resource.  We had, I don’t know, about fifty docs and an equal number of nurses, and a couple of hundred corpsmen, and a little bit north of us was the 101st Airborne, thirty miles north of us.  You’d go up there and visit them.  Their soldiers are eighty percent black.  They had, I don’t know, some god-awful mortality rate of thirty percent, fifty percent -- come down and look at our hospital -- I think we had one black nurse, I think we had one black doctor, and one or two black corpsmen -- you know, we were a quarter percent black -- and we had a zero mortality rate, or virtually zero.  

You sort of looked around and you realized -- I mean, you’d talk to the Army people, and they said, “Well, we’re not discriminating against black people, everyone takes the same exam and if you’re smart enough we’ll let you go to medic, to corpsman school and if you’re too stupid you end up cannon fodder.  That’s not racist.”  So you see that.  I don’t think the Vietnam War had much effect in terms of professionally.  It totally turned me around as a person, I think.  

Because you see, when you and I grew up, war was glorious.  My father spent four years in England -- he was a physician, not a footsoldier, but man, it was heroism stuff.  I had a lesson in heroism too -- that was an interesting experience in that it shows you how human beings work.  I was the neurosurgeon on call one day when a helicopter pilot got on the radio and said, “Hey, we’re flying in there with an elderly Vietnamese male with a large round hole in the front of his head and no hole in the back of the head and he’s got an M79 grenade in his brain.”  I said, “Give me the radio.  Where are you?”  “We’re out over the South China Sea, twenty miles out.”  I said, “Dump him off.”  They said, “Dump him off?”  I said, “Dump him off!  What the hell, you have a guy with a live grenade in his head and you’re flying him down here!”  The aircraft commander says, “I can’t, sir, that’s against regulations.”  

So at this point the commanding officer of the hospital said, “We can’t bring somebody with a live grenade into the operating room, it could destroy the operating room.  We’ll set up a bunker in front of the hospital.  We’ll get you some body armor,” says he to me.  Now, Army body armor protects your chest and your gonads, okay, they don’t give a shit about your hands or your brain.  So this helicopter lands and they bring this thousand-year-old Vietnamese man over, and the guy is basically brain-dead.  I mean, he is obviously going to die.  Sure enough, there’s an x-ray picture of this huge -- an M79 grenade looks like a huge bullet, and it’s fired out of a rifle-like thing.  Normally when it makes six rotations it’s armed and it explodes on impact, and this one was somehow defective or God knows what.  But here it is in this guy’s head.  So I said, “Why didn’t you just take the guy and bury him?”  “Against Army regulations!  You can’t bury somebody with live ordnance on their body!”

LIEBESKIND:  You needed a bomb squad, not neurosurgeons.

LOESER:  We had a Korean physician visiting us.  He says, “Well, I’ll tell you how we’d handle it in the Korean Army.  We’d get the machete, we’d lop the head off the guy, and we’d take the head out into the middle of the field and shoot at it for riflery practice until somebody hit it and blew it up, and we’d bury the body and we’d be all happy.”  That’s against regulations too.  So I put on the body armor and I took a great big uterine clamp and stuck in into this huge hole, and fished out this grenade, gave it to the bomb squad who had then arrived, and they took it out a hundred yards out onto the airfield and dug a hole and put it in and detonated it and made, you know, a six-foot hole in the ground.  Of course, I felt like defecating, urinating and vomiting at the same time.  

LIEBESKIND:  [laughs] Urinating in your body armor.

LOESER:  Sure enough, the elderly old Vietnamese man died and the commanding officer had volunteered -- he said, “You know, you’re not a regular Army type.  These kind of things, the RAs sometimes have to do.  If you’d like me to do it, you don’t have to do it.”  And I said, “Hey, you’re a chest surgeon.  If this was in the chest, you’d do it.  But this is in the head, so it’s my turn.”  So I took it out.  The Army gave me a Soldier’s Medal and it got in the local paper and my wife wrote me a letter saying what the hell are you doing?  You could have gotten killed doing that.  

So when I got to Fitzsimmons -- you asked me if the Army influenced my life -- I’ll tell you this story.  When I got to Fitzsimmons, you know, my second year, the first thing you do is you have to go see the adjutant general of the hospital.  The guy’s looking at your dossier and he looks at me and sees I got a goddamn Soldier’s Medal on.  Because you have to wear the medal.  If the Army gives you the medal, you have to wear it.  He says, “What’s that?” -- because nobody ever sees a soldier’s medal.  I said, “That’s a Soldier’s Medal.”  He said, “Soldier’s Medal?  What’d you get that for?”  I said, “Listen, you don’t want to hear the story.  It’s done and over with, it’s been in the newspapers, been in the Army Digest, everything else -- leave me alone.”  
He says to me, “Major, you two-year docs are all alike.  You’re not patriotic.  You don’t understand the Army.”  He harassed the hell out of me.  He said, “I’m going to call the public information officer and have him come talk to you.”  I said, “Look, Colonel, you’re not going to want to use this story.  Leave me alone.”  “No!”  I said, “Okay.”  

So the PIO officer comes to see me.  I told him the same thing.  I said, “Look, you’re not interested in this story.  It’s been in the Stars and Stripes, it’s been in the Seattle newspaper, it’s been in all these papers -- ‘Army Doctor Takes Live Grenade Out of Head’” -- I said, “You’re not going to want to write this thing up.”  He says, “Tell me the story!  I want to write it up!”  So I told him the story, just as I told it to you -- and I said, there was this old Vietnamese man who, as I predicted, shortly thereafter died.  He looks at me and he says, “Major, you’re right.  If it was a Vietnamese and he died, it’s not worth writing about.”  The Army and I didn’t get along too well, to put it bluntly.  So I have a Soldier’s Medal and I survived that war.

But the pain world has actually been, without any question in terms of my professional feelings about myself, yeah, sure, I got to be Professor of Neurosurgery at the University of Washington, and if you ask me, who are you, what are you, my reply is, well I’m Professor of Neurosurgery at the University of Washington.  I have told many, many people that I have the best job in the world.  Nobody could have had a better job than me in terms of all the things I’ve been able to do without changing jobs.  But in terms of what gives you the feelings of who you are and what you are and what matters, it’s clearly IASP -- I mean, it’s just been an unbelievable experience, and it relates to both the people and the feeling that, gee, you are doing something that is of value above and beyond your own personal interests.  And you know, I give my money to NARAL, and that’s clearly of value, but it’s in my own interest.

LIEBESKIND:  What’s that?

LOESER:  The National Abortion Reform thing -- you know, you give your money to whatever charity you want, or Harvard Alumni, or something to the school you are working for.  

LIEBESKIND:  But you’ve given your life to this cause.

LOESER:  But moreover, all the other things I think you have a certain self-interest -- why do you give money to Harvard?  Not because you value Harvard in some way -- you went there.  It’s in your own self-interest, it’s your alma mater.  But the time and effort in IASP has been a very different feeling because I really have the feeling it matters.  I mean, someplace, somebody in the world is better off because of what this organization has done.

LIEBESKIND:  Some lot of people.  Some large number of people.

LOESER:  And I have been part of it.  I guess the other thing that tears at me is my role in IASP has also been like my role in APS was, in the sense that what I have actually done and spent time on is what the organization has needed, but it’s not really been what turns me on.  I mean, what turns me on is the ideas, the research, the thinking, the conceptual things, and yet what the organization needs is somebody to make the damn thing run right and put the pieces together, and although Louisa does a huge amount of the running of the organization, Louisa’s forte is not thinking up new things and imaginative ideas, her forte is the nitty gritties.  But the organization needs someone who is going to do that.  

I spent a lot of time at it, even though I wished I had the time to sit there and think about things, and that’s why I’m starting to envy you a hell of a lot when I hear about what you’re planning to do with your life and what you want to do.  But I can’t afford to do what you’re doing because I’m addicted to the amount of money that I make as a neurosurgeon, and I’m paying for too damn many kids’ educations and I still have one in business school and one in law school.

LIEBESKIND:  But the time will come.  What does the future hold?  You’ve got three years in the barrel here, coming up, in IASP, then you are going to be past president.

LOESER:  Yeah, but the past president has -- plays a role also.  I mean, Michael Cousins -- I mean, I’m using the models of my predecessors, past presidents -- Mike Cousins has been a very important contributor as past president, and Ron Melzack was an important contributor as past president.  And I hope Ulf will be, you know, because he represents a repository of knowledge and experience that the institution can ill afford to lose, and that’s why I like the concept of keeping the past president around.  It’s going to be real tough in my tenure because both Dubner and Fields have decided not to run and therefore it will be the first time that there is going to be three new and only two old.  Up until now it’s always been the reverse.  So that’s going to be a bit of a problem, I think.

LIEBESKIND:  The Executive Committee -- three new members on the Executive Committee.

LOESER:  Yeah.  Oh, I don’t know -- what’s the future going to be? Well, what would I do if I had complete freedom to do things?  Oh, I’d like to continue to develop the educational and research activities of the Pain Center, which I think need more development.  I’d like to bring to fruition some of my research activities in the epidemiology-economics type arena, because I think that that’s something that should be done.  I’d like to have the time to start asking again the clinical questions that can be answered in the lab, which is what I was really embarking on as a career, and that was what my department was so strong about in terms of clinical and research interactions.  I’m keeping my eye on Greg Terman.

LIEBESKIND:  Yeah, what do you think of him?  He’s going to be a leader in the field, isn’t he?  The guy’s a prince.

LOESER:  Yeah.  Absolutely the best damn guy we’ve ever gotten hold of, no question about it.  As long as we can keep him in the right game, the right ballpark.  I have protected him.  He’s had no excessive administration responsibilities.  He’s had really true emphasis on his research.  He’s got a wonderful clinical-slash-research job with a big research commitment, and if he doesn’t make it, it ain’t because the institution didn’t really give him the potential.  

LIEBESKIND:  He has an article coming out now in Nature, or it’s out now or something.

LOESER:  Fantastic.

LIEBESKIND:  He’s making it.

LOESER:  Well, he was well trained.  He came to us better than most by a longshot.  So if I could, I’ll tell you -- another way of answering it -- there’s only one man I’ve ever met whose job I coveted.  And that was Peter Nathan.  Peter Nathan, who said to me, “I am a research neurologist.”  I said, “Peter, what does that mean?”  He says, “Well, I have an appointment at Queens Square and I can look at and test and study and think about any patient who comes near the institution and I don’t have to take care of any of them.”  [Liebeskind laughs]  And that I have envied.  Because to me what has really been a big problem is, I have a very definite patient-centered approach to things.  I spend a lot of time talking to my patients.  

LIEBESKIND:  You’ve got Mrs. Smith hanging around your neck.

LOESER:  And when I take care of a patient, there’s a tremendous time commitment and the clinical commitment that eats into the intellectual, conceptual time.  And that’s what kills me.  This afternoon I’ll be here all afternoon in clinic.  Wednesday I’ll be here all day in clinic, and it’s not that I don’t enjoy the clinic, it’s that -- so if I could earn the money I make as a neurosurgeon being a research psychologist, I’d like to, but it’s tough to cut back, and especially as I say -- you and I are in the same boat -- I have a kid who’s going to go to college the year I retire, if I retire at age 65, and they’re telling me that for me to fund him going to college, if he’s going to go where I went to school, it’s going to cost fifty thousand bucks a year.  [Both laugh]  I mean, and I’d like him to have the liberty -- I don’t give a damn where he goes to college, but I’d like his decision to be made on something other than whether his father could afford it, that’s for sure.

LIEBESKIND:  Independently.  John, I don’t know how much more time we have here this morning...  

LOESER:  Not much.

LIEBESKIND:   ...I have lots of time, you may not have much more.  I have a couple of selfish questions that maybe you could briefly...

LOESER:  I’ll tell you what I want to do.  I want to leave here by ten to twelve, take you over to the U, where, A, your coat will be, B, I need to look at something briefly, and C, there is a taxi stand right there.  That’s what our plan will be.

LIEBESKIND:  OK, so we can do what I need in the next few minutes.  Just for my own benefit, as I’m getting into this, as you know, you’re only the -- I’ve interviewed John Bonica and Bill Fordyce, Louisa Jones...

LOESER:  So all the UW people, huh?  Okay.

LIEBESKIND:  John Reeves, I sort of had a practice, first session on him before to try out my new machine.  Anyway, I’m very new to this and I’m interested very much in especially your view both on who else I should interview and why you would choose them, and the interview process.  What do you think?  I mean, I could give you a list of the questions I never got to ask you.  But in a sense you’ve addressed virtually all of them.  I mean, I sort of let you...

LOESER:  Well, it’s a little stream of thought.

LIEBESKIND:  And you’ve really -- you might be interested, I’ll leave this with you and you can see -- we’ve kind of covered most of what I wanted to get into.  So I’m interested in what you think of the process and how that can be improved.

LOESER:  Well, I wouldn’t presume -- oh, who else you should see.  Well, first of all, you’re on an IASP project or an APS project or a John Liebeskind project?  Are you going to try and get out of the English language, I mean, into other places and other people?

LIEBESKIND:  I’m on a John Liebeskind project, that’s what it is.  Certainly if we set up a task force as you and I had talked about, it will involve other people doing this, then of course we would want Japanese language people, or Italian or German or whatever.  Let me -- Maybe I should preface this by saying that I am trying to take a historical point of view, but it’s kind of an intellectual historical point of view.  I’m interested in the ideas, and, if you’ve noticed, that’s what’s we’ve majorly...

LOESER:  Yeah, I understand that.  I know a little bit about the ideas in the pain world, and there isn’t any question that some of the great people are gone.  You’ve missed Bill Noordenbos, you’ve missed the Leriche, Foerster, you know, that thing, so you are going to have to get that from the books, so to speak.  Bill Livingston, no question a seminal thinker, but Bonica can tell you about that, and Melzack, I would not fail to get Melzack to talk about Livingston.  

LIEBESKIND:  Oh, no, I’m sure he will.

LOESER:  Now clearly -- these are so obvious -- you need Melzack and Wall, no question about it.  If you go back a little before that, believe it or not...

LIEBESKIND:  By the way, I don’t know if you know this, I have Pat and Dame Cicely Saunders back to back in early August, and I’ve written letters to Bill Sweet and Janet Travell and I’m going to call...

LOESER:  Travell is outside the pain world.  I mean, you can get her, but she’s clearly outside the pain world.  

LIEBESKIND:  Well, so is Dame Cicely Saunders, but I just wanted to get that...

LOESER:  No, well, she’s in it in the cancer pain, well, yeah, okay.  I think you need to go back at the sensory physiology side and Ainsley Iggo played a bit role, and Ed Perl, and oh the guy that trained Dick Black who was in Toronto, who did all the trigeminal work, whose name I’m blocking.  There was a physiologist, but you need to look at that.  You need to look at, then, the psychology end of it.  You need to get Merskey.  

LIEBESKIND:  Yeah.  How is Ainsley?  Not so good; I understand, he’s battling prostate cancer.

LOESER:  You’re telling me something I don’t know.  He dropped out of the world, as far as I’m concerned.  His -- I don’t know, I’m not going to say anything about Ainsley.  I’m sorry to hear that; I was not aware of that.  Let’s think, who else would I ...

LIEBESKIND:  Thinkers, movers and shakers, people who have changed the way we think about pain.  Or who have views about who else has.

LOESER:  Well, the Ben Crue side of this equation -- I think he’s -- you may or may not want to go that way.

LIEBESKIND:  Why would you mention, why would you even think of Ben Crue?  He was there early.

LOESER:  Because the fact of the matter he, he is a neurosurgeon, one; two, if you go back and look at publications on pain on human clinical research, he was there early.  Don’t know.  You see, there’s two different sets of the world.  There are the people who played a role in APS or IASP, not all of whom made significant research or clinical contributions.  I mean, you go back and look at my CV, I published both research and clinical articles in the early days related to pain, and then conceptual articles and so forth.  

But you take Bert Wolff -- I mean, I’m sure he has written articles on something -- I don’t know what they’re on, but I don’t think Bert played any role in the intellectual history, but after all, he did order the best wine I’ve ever had at a banquet, which was the year that the American Pain Society damn near lost its shirt, having a meeting it couldn’t afford in San Diego [both laugh] and Bert made sure the wine was first-class.  I give him credit for that.  That took chutzpah that anybody I’ve ever known.  But, you know, there are people like Diane Chen who got the APS basically funded through Hoffman-LaRoche for several years in the beginning.  She made a great contribution.

LIEBESKIND:  Well, it’s in that sense that I interviewed Louisa and, very sincerely, this was not gratuitous.

LOESER:  I think Bill Sweet is an important person in the system in a variety of ways.  I think you could get into looking at some of the sensory detection theory people, Crawford Clark, people like that.  I think Dick Chapman has played an important role.  You probably want to get after him.

LIEBESKIND:  I was talking to Greg Terman at a meeting not long ago, and all of a sudden I found he had all these opinions about very important issues, and it made me realize, yeah, it’s important to get the old farts while they’re still around, but if I’m going to really be focusing on what people are thinking here in the 1990s, I got to get some young opinions.  There are some strong opinions here.

LOESER:  Yeah, but that’s a different book.  As I understand, what you’re trying to do is capture the ‘60s to ‘90s.  I mean, you’re talking about what happened between -- well, you’re not going to have living people to go back before the ‘60s.  And if you try and put up past the ‘90s, you’re going to be too big and too close to it.  You are going to lose the advantage of having perspective on it, and, you know ...What is the denouement of the NMDA receptor issue?  Nobody knows right now.  I think you are going to have to talk about -- one chapter I could see would be the development of experimental models for pain states, inflammatory models, neuropathic models, and it goes back to …
LIEBESKIND:  To Pat.  

LOESER:  Well, it goes back to deafferenting spinal cord. 

LIEBESKIND:  Right, that’s right.

LOESER:  And the dorsal root reflex and other things.  But I could see that.  But my suggestion to you is, if you try and run it up to the present, you’re never going to know, you’re never going to be able to finish -- it’s a contradiction in terms.

LIEBESKIND:  Let me say, by the way, that I have two purposes.  One is the one that you’re thinking about, just the prospect of a book or something that would have a page one and a last page.  The other is, I just want to provide tapes and transcripts of those tapes for subsequent historians.

LOESER:  Yeah, come on, John, that’s fine.  But there’s no fun in that.  I mean, you go around and interview people and store the tapes someplace?  That’s not an intellectual job.  You could hire, you could send Joe Schmo with a list of questions.  You’re into more than that.

LIEBESKIND:  Well, I’m not saying I’m not.  I’m saying that I think that’s a worthy end in its own right, because it’s providing a basis for history, for other historians...

LOESER:  I accept that.

LIEBESKIND:  ...some of whom who may be more ambitious or talented than I, possibly ...

LOESER:  If I were writing your book and your source, because I think you’re going to have to do more than tapes -- I think you’re going to have to start having a data base system available that others may be able to use, and you’re going to be in the twenty-first century, not the twentieth century, which means if your legacy is going to be of value, you’re going to put these tapes into a database, the software is now available so that you can actually put audio in, so that somebody could use a database and say, I want to learn about animal models of inflammatory pain, and they could now have 12 different people speaking on that and you’ve chopped the little pieces up and moved them around.  

But anyway, I would think that you need to, in a sense, separate the administrative or organizational from the specific issues, developments in clinical care, like intrathecal opiates or aggressive use of oral opiates or electrical stimulators or stuff like that, and then conceptual development.  You know, the concepts of pain are what determine everything, and most people don’t have any concepts of pain.  I give the same damn lecture over and over again. I use the quote from Sir Thomas Lewis, who said after forty years of studying pain, I don’t know what the hell it is.  It seemed to me, what a tragedy of a man’s life.  So my problem is, I know what it is, but I haven’t had forty years to study it.  [Both laugh]  But I think that you need to go back to Issaquah, look at the people who spoke then.  That will tell you whom Bonica and the cohort were able to identify as people who at that time had done something to make them look like they were prominent in the pain world.  And then sort of track through and see what’s happened and which ones came and went.   

See, by the time you get to ‘75 and Florence, then political issues were coming in.  You know, Madame Albe-Fessard, and problems of the French wanting adequate representation and the Germans and the this-es and the thats -- that changed things to some degree, but I think that history is still fascinating.  I mean, you could write a history of IASP.

LIEBESKIND:  Well, I was just going to say, there’s the history, an intellectual history of pain, there’s the history of IASP; then you know, history is people and there are fascinating people, of which, I’m sorry, you’re one, John Bonica is certainly one, and there are many others, you know, you get down into the question of -- that’s why I’m trying to ask some questions of how to get into this, and some other things.

LOESER:  Well, I can tell you, I spent a few years in psychoanalysis during the years when my first marriage was ending, and he kept saying to me, “You think of yourself as a machine.”  And I kept saying, “Yep.”  [Both laugh]  And there are a lot of damn things in the world that need to be done, and there is no question that my experience has been, most people don’t give a shit.  And there’s a limited number of people who you can count on who say, “This matters.  I’m going to get this done, or I’m going to try and get it done, or I’m going to find people to get it done.”  

It was just like you heard Louisa, when I yelled at Louisa,  “I talked to Ron Paul -- he’s going to run the local arrangements.”  I’m thrilled, why, because -- I call him up, and I say, “Ron, I need somebody to be the local arrangements person for the IASP meeting in Chicago -- it’s your hometown, you lived there 30 years, and before I could give him a pitch, he says, “Wow, that would be fabulous, I’m flattered that you’d give me the chance to do that, I’m looking forward to doing it, boy, I never thought I’d have the chance to do something like this.”  And you say to yourself, “Wow, I found a guy who functions the way I do, that is, someone says, here’s a job and the guy says I’ll do it.”  It isn’t always perfect, he isn’t smarter, but it’s somebody who says this is something I’ll do, and my experience has been the number of people you can find in the world who do that is really small.  That’s the problem you have in running a big organization.  Yeah, I’ll do this, I’ll do that.  We’ve got to go.

LIEBESKIND:  You’ve got to think about it, see how it fits in.  All right.

LOESER:  You got a couple more questions?

LIEBESKIND:  No, I’ll end it right there.  It’s quarter of twelve and this has been a wonderful interview.  Thank you very much.

LOESER:  You’re welcome, John.

END OF INTERVIEW
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