A second interview with Dr. Donald Schauwecker on March 26, 2002:

Let me first talk about the personnel in nuclear medicine.  In the last 25 years -- Dr. Wellman, Dr. Burt, Dr. Oppenheim have all retired within the last two years.  Dr. Park will retire in -- probably around Christmas, a year from now.  So we have lost four of the original six people who were on the faculty.  In return, we’ve hired Jim Fletcher, Dr. Jim Fletcher, from St. Louis.  He’s had a long career with the V.A.  Have you talked with him?  He at one time was the head of the nuclear medicine throughout the entire V.A. system, all across the country.  He gave up that job when he became president of the Society of Nuclear Medicine.  So you’ll find that he’s a very impressive and knowledgeable individual.  I hope you do get time to talk to him.  His -- one of his main interests is PET, Positron Emission Tomography.  So he’s been hired, and we are right now trying to hire, in the process of hiring, one of the fellows we have at the present time, Mark Tann.  He is going to -- he’s on J-l visa.  He originally has dual citizenship, Britain – British and Israel – Israeli citizenship.  So he’s going to be hired and he’ll be over at the V.A. to try and –I don’t know if you want this in there – to overcome the visa problems to stay in this country.  He can give you a lot of interesting stories about being in Israel.  

You have talked to Siddiqui and Park about their backgrounds? 

[Interviewer:  No, I haven’t yet. I talked to Park quite a while ago, but I haven’t talked to Siddiqui.]

Within the nuclear medicine department, the people I’ve told you –Jim Fletcher, myself, Bob Burt, and Henry were all -- spent their entire lives in the United States, but Mark Tann who’s joined us came from Britain and Israel.  Hee-Myung Park originally was trained in North Korea, and he can give you some very interesting stories of racing down the peninsula with the entire North Korean army chasing him in the Korean War.  Then he came to this country.  Siddiqui was born in Pakistan which is now the portion that’s called Bangladesh.  He went to London for his training and then came here.  Park was at the University of Cincinnati.  Siddiqui was in Chicago.  That is the nuclear division, yes.

The future of nuclear?  The future of nuclear has always been development of new radiopharmaceuticals and technique.  It’s a much younger field than, say, radiology, which has been around a little over a century.  But the gamma camera itself was – oh, the first commercial one was ’67 or so.  So it’s not a very old field.  We did do some things with rectilinear scanners and radioactive iodine before that, but they were not anywhere as sophisticated as what we are doing now.  And being as young a field as we are, it’s changing very quickly.  We succeed by developing new radiopharmaceuticals and new procedures over time.  Things which were common when I first started.  We’d line them up and down the hall to do liver spleen scans on Monday, Wednesday, and Friday, and brain scans on Tuesday and Thursday.  There was no CT at that time. Well, gee, I haven’t done a brain scan in the last 10 years.  And liver spleen scans – we have one doctor who wants them for one specific purpose, but they’re very rare, too.  These have pretty well replaced, but we replace them with new technologies and new approaches.  Right now, our biggest thing is cardiac imaging, probably nationwide, followed by bone scans where we’re trying to look for increased turnover – usually infections or tumors.  But the future, again, will be new radiopharmaceuticsls that are just coming out and new technologies.  Positron Emission Tomography is probably the biggest thing on the horizon.  As you know, as a joint venture, the V.A. and University Hospital built the first Positron Emission Tomography unit on this campus over at the I.U.Hospital.  That was about ’92, and Dr. Wellman was intimately involved in getting that on campus and truly worked very hard at that, and that was a major accomplishment.  That sort of was used mostly for research because the Picta [?] Medicare wouldn’t pay for the studies until relatively recently, within the last year or two, and now all of a sudden there are a lot of things that they’ll now pay for.  So what was before sort of a white elephant --  you really didn’t make any money but it was great research tool – now within the last couple of years has blossomed, mostly for oncology indications.  The main thing is -- the main competition are your anatomic techniques            like CT and MRI.  Those are excellent at giving you anatomic detail, but they have found -- For example, for lung cancer, that you’re looking for spread and you look at the lymph nodes.  Well, they found an enlarged lymph node which with the CT or MR would say, “Gee, that’s worrisome for spread.”  May be caused by histoplasmosis, which we have a lot of here, may be caused by a lot of nonmalignant type of things.  Whereas a normal size node can actually contain tumor.  It tends not to be as sensitive or specific as you would like.  The Positron Emission Tomography, however, for that implication looks at the metabolism, and of course tumors metabolize glucose very well.  And so [VOICE FADES] glucose.  And it can’t give you the anatomical detail, but it does allow you to tell whether it’s increased metabolism, which is a good way toward  determining whether it’s malignant or not.  And the newest wrinkle -- we’ve got the second one in the country from Seman’s [SP?] -- is a  combined PET-CT scanner.  So, literally, it’s a big, long machine, and you go get your CT here and then just move down without moving and get your PET scan.  That way you can superimpose the images perfectly without moving the patient, and you can get the advantage of the anatomic detail plus the physiologic detail and information combining together and really come out with more valuable information than you would from either one of them.  More importantly for the field of nuclear medicine, I guess, is PET scanners are very nice but they’re very expensive. And they’re finding that they can use coincidence cameras, coincidence electronics on gamma cameras, and sort of have a poor man’s PET.  So that most smaller hospitals in the country could actually do this same type of tumor imaging.  You can do a little more sensitive, a little better resolution on a PET scanner but you get most of the same information at most any hospital, any community hospital, as well.

[Interviewer:  With a gamma camera.]

With a gamma camera.  This new coincidence image modalities – they’re relatively  recent, but they seem to work fairly well.  Now, there may be some limitations, some things it can’t do as well.  That’s still being investigated.  In addition, we keep coming out with new radiopharmaceuticals, often for the PET scan, but then there’s always an ingenious chemist somewhere, or pharmacist, who will then find a way to change that over so that we can use it routinely in our nuclear imaging in, again, community hospitals; so that you don’t have to have a PET scanner.  So, I think that’s where the future of the field is, certainly for the next decade or so.  It’s really what they call molecular imaging now – is the new catch phrase, and that really is. As I said, the X-ray techniques are excellent for anatomy   They can give you exquisite anatomic detail. In nuclear medicine, we will never give you the anatomic detail, but we give you physiology – how the organ is functioning, how is it metabolizing glucose, how is it excreting radiopharmaceuticals for the patabiliary [?] system – you know.  How is it functioning?  Well, this is different information than you get from the anatomic techniques such as radiology would have.  That’s why there’ll be a role, simply because you need to have both types of information for some patients.  So that’s basically where, I think, nuclear medicine is and going on this campus. 

[Interviewer:  A lot of people didn’t have that much faith in nuclear medicine at first.]
Oh, yes.  I remember vividly a conversation I had with Bob Holden who tried to convince me not to go into nuclear medicine because he felt there was no future for the field.  But they’ve been saying that for years and years, and they’ll continue to say it.  And it’s true.  We keep losing this modality or that modality.  We don’t do brain scans.  We don’t do placenta [?] scans.  And we don’t do liver spleen scans.  But there’s new areas that are opening up; so that it’s actually growing although slowly each year.

[Interviewer:  And this staffing is all over the four hospitals?]

We come closer to having a person assigned to the hospitals.  Now, there are some, like neuroradiology and interventional radiology, that you may be in a different hospital each day.  We don’t do that.  I spend most of my time at the V.A. , Park has most of his time at Wishard, Siddiqui has most of his time at Riley, and then Fletcher has most of his time at University.  Now, if someone’s on vacation or meeting or something, we will go to the other hospitals.  But, as a general rule, if you want to find me, I’m here. This is my office, you know, this is where I live, and each of them have their offices in the other hospitals.

[Interviewer:  You’re in charge of the V.A., isn’t that right – as far as radiology is concerned?]

Nominally.  [Dr. Schauwecker chuckled.]  If anybody’s in charge – I don’t know.  Each hospital has an administrative chief.  What I do is shuffle the papers over here while other people read the films.  Unfortunately, it’s necessary to shuffle papers, and if you don’t shuffle papers, they aren’t 

happy with you.  

[Interviewer:  Tell me about this facility here.  It’s grown a lot.]

Oh, my, yes.  Over the years it has grown immensely.  Let me first tell you about nuclear medicine at the V.A., or did I already do that the last time?  When I first joined the faculty – let’s go back, when I first joined as a resident here – maybe as a medical student --  I’ve been here so many years,  Bob Burt came over here in ’72, and at that time the nuclear medicine consisted of two rooms, each of them about the size of this office.  And in one room he had a rectilinear scanner, and in the other room he had a little gamma camera and his desk and the film file section.  When a guy got imaged on the scanner, his feet hung over  Burt’s desk and so Burt had to leave because the feet were sitting there under his nose.   From that time now it has been expanded on three or four separate occasions, and so now we’ve probably got, oh, seven or eight thousand square feet here.  It’s really a very nice area.  From that one gamma camera we now have six.  So it’s really come a long way.  And our equipment is --  Burt did a very good job of having his equipment at staggered dates of replacement.  The V.A. always goes by a system where a bean counter, an administrator decides how long a thing lasts, and they do it arbitrarily based on some accounting principle.  For example, they think computers should last 15 years.  Well, if you have a 15-year-old computer, you’re pretty much with a hand crank calculator machine, a 15-year-old thing.  They’re just so pitiful.  But gamma camera equipment lasts 10 years.  Well, if we have six cameras here, the goal is to have them, say, every  two years apart.  And so you’ll always have one relatively recent one.  And that’s what we’ve got right now.  We’ve got one that’s about two years old.  And then, unfortunately, all the rest of them are significantly older than that. There really is no money to upgrade them at the present time.  Fortunately, at the V.A. , you sort of get the best you can at the time you get them; and so we’ve got two others that are really in fairly good shape.  We’ve got some that are pretty old.                 .  

[Interviewer:  But it is well equipped?  [No response from Dr. Schauwecker]  Did I use the wrong word?]

It depends how you describe “well equipped.”  Yes, one of them is very modern, two of them are quite satisfactory, and some of them are just barely functioning.  If we had some more money, it would be nice to replace some that are just barely functioning.  The same thing is true with the CT and MRI.  We have a CT – the CT was originally purchased in 1994 and installed in 1995.  That means it’s right now eight years old, and that’s pretty much on its last legs for CT equipment.  It was one of the first spiral CTs, but it is certainly not up to the standards which they have today.  We’d like to have that replaced.  The ultrasound equipment was installed new in 1992 and ’93.  That is truly obsolete and needs to be replaced.  Ultrasounds are not so expensive.  Ultrasounds are, maybe a couple hundred thousand dollars each.   The CT is, oh, a million, maybe a million, two hundred fifty thousand – somewhere in that range.  But. if you look across campus – I think University has two or three – they don’t have anything that old, and they have two or three that are much newer. It maybe four, and Wishard has two or three that are significantly newer.  And we’re limping along with one.  Now, it’s true that we are the smallest hospital of the three [CAN’T GET WORDS] , but having said that, we’re maybe half the size of Wishard, which is the next one, and then University has [VOICE FADES].  It’s kind of hard to say it quite that way because the patient mix is so different.  So, one may have more need for CT, like University, which may not have as many patients as come through Wishard, but Wishard’s are more acute care so they may not need as much as the oncology and advanced cases at University.   In any case we probably have need for more than we have here.   The MRI was installed in 1993, and that one’s even more obsolete than the CT although they’re both really pushing the [VOICE FADES] We do have a digital chest room.  We have a fairly modern – about two years ago – angiographic suite.  We’ve got two new ortho rooms.  So we do have some relatively modern       equipment.  We’ve got -- most of our fluoro rooms, however, are about 10 to 15 years old, and that’s really pushing it as well, too, and there are four of those.  

If you look at Wishard, for example, right now, everything is on PACs.  It’s all electronic imaging, voice recognition, state of the art.  We’re nowhere near that here, and University’s going to go the same way within the next year or so.  Again, we don’t have the money to do that.  It [the money] comes from a different pocket.  The V.A. system nationally right now is very much underfunded.  They’ve taken on a larger mission – Well, let’s start out – the V.A. Hospital.  You always have the impression that it’s to serve people who were injured in war.  And you probably, if you don’t know it well, think that it’s just full of people that due to a war injury are laying up in bed without an arm or leg or whatever.  In truth, there are very few of those patients here.  As a matter of fact, when I first started, I was so determined to find somebody that had a war injury, I remember going out to somebody who had, obviously, a lot of gunshot wounds,  metal fragments.  I thought this guy must be a hero and asked him about how he got his war injuries and so forth.  He told me was over here at 16th and Whatever and got shot.  Most of the people here are not acute war injury type of things.  Most of them are here, most of them are veterans that most of their diseases are tobacco related, lot of lung cancer, head and neck cancer and problems, emphysema – things like that.  Or alcohol related – liver disease, things like that.  There are seven categories of veterans.  The first are the ones who truly get 100% of their care due to war-related injuries, but those are very small in numbers.  The largest numbers are people who were, indeed, veterans but have no money and so don’t have any place else to go and then come here.  The lowest category, category seven, and the ones right now we have – the national V.A. has made the decision that these will be taken care of, are people who have a good income, are veterans but for some reason choose to come here.  Now the plan was that they would -- through their own insurance charging them we would recoup the cost of these people, that they should be revenue neutral.  As it turns out, however, most of these, perhaps, are between jobs or don’t have insurance.  And so that’s why, all of a sudden, the V.A. nationally is in a terrifically poor financial situation.  

That’s our equipment.  We now have faculty over here:  myself, who does primarily nuclear medicine administration; John Knote, who is the general reading room – his main interest is politics in radiology and medicine, and with any luck he should become the president of the A.M.A.., the national A.M.A., which is – I think he is the second radiologist to do so, and that is truly a lifetime achievement to do that.  Obviously, you don’t have many people succeed to do that.  And so he is here most of the time, but he’s got so many meetings now for the A.M.A, he really is gone quite a bit of time, and should he be elected president, he’ll be here very little.  The next individual whose here is Dr. Helen Winer-Muram.  She’s a chest radiologist, and she’s in charge of the general reading room, and she originally comes from Canada and trained at McGill and then went to the University of Tennessee, was on the faculty there for several years.  Now, I forget whether it was Norway or Sweden – but she went over to a Scandinavian country for awhile because Tennessee had some problems with reimbursement as they put that Tenn-Care, which is their Medicaid for indigent people, which was so draconian that it just pretty much crushed their system.  So a lot of people left the medical school.  She then went  to New York where she was vice chairman at a large hospital in New York City.  At which point she decided she really did not enjoy the administrative [WORDNOT HEARD] at all.  So she’s come here and become our chest radiologist.  She’s truly an outstanding teacher, just a bubbling personality.

[Interviewer:  Are you talking about teaching med students or residents?  Or both?]

The answer is yes.  She teaches the residents, all the residents that come though.  She puts on extra-case conferences for them.  But also – you see, we now have all the medical students come through, too, so that she teaches them in front of the viewbox, and she’s excellent.  So very great personality and fun to be around.  Her husband works at Eli Lilly; so they sort of came as a package.  He has great research credentials.  He’s in urology, I believe.  Then the next person is Dr. Richard Buck.  Richard Buck was trained at Indiana University.  He’s got his boards in nuclear medicine, but he spent most of his time on our faculty down at Johnson County, which is a smaller hospital.  He then went to Bedford for awhile, and then he’s come here.  What he is here is chief of our abdominal section, if you will.  So he’s the one that oversees the ultrasounds, the GI, the GU procedures, the IVPS, the  barium enemas, the upper GI.  And the body CTs.  So he also has a fairly significant job to oversee all those sections.  He’s a nice guy, too.  I hope you get to see him as well.  He’s got an MBA, probably one of the best trained in economics and business on our faculty.  The last person that’s over here permanently is Heun Yune.  Now, Heun Yune is here half time.  He retired many years ago, and he was the head of the residency training program before Val Jackson was.  Then he retired, and now he comes back part time because he sort of gets bored just sitting around home.  And he’s a superb teacher as well.  He comes three days a week.  Then we have coverage for interventional – the interaventional section works a little differently.  We don’t have anybody primarily assigned here, but somebody different comes each day.  And so we have an office for them, and they do the interventional cases .  The interventional load has become significantly heavier with the passage of  time; so it really is a full-time position, but to make it fair for everybody, they rotate through the various hospitals to make them so everybody’s equal, and they each get some time off  for research.  So that’s how they run their section.  The same is true of neuroradiology.  Our neuroradiologists are located down in the basement with the MRI machine, and they have an office down there and a reading room down there.  But they also will take – I don’t know that “daily” is the correct term.  We have people who are primarily here, but they do change as well.  And it works.  As long as somebody’s there,  I don’t care who it is, you know, as long as we provide the services.

[Interviewer:  Sounds as if you’re on top of it.]

Well, the boat hasn’t sunk yet.  Sometimes it shakes pretty bad, but it hasn’t capsized.  That’s pretty much what I have to say about the V.A   I don’t know what else you want me to say. 
