Interview with Dr. Edward Cockerill on September 29, 2000:

I first became interested in radiology during medical school university at Indiana University.  I studied at Indiana University from ________ to 196__ and received an M.D. degree, interned at Parkland Memorial at Dallas. . . .  My close friend and roommate entered the I. U. Department of Radiology residency after his internship and while I was in the service, my original plans had been to go into family practice and while in the service I realized that family practice was not going to be as satisfying as I thought it would be and called Dr. Campbell from my duty station in Europe and interviewed to begin my residency in 1964, joining my close friend Dick Van Buskirk in the residency and becoming a resident with Dr. Tony Franken and Everett Smith in 1964.  From the very beginning, radiology was exciting; it was demanding, but it was extraordinarily exciting.  The faculty during my residency were just very wonderful people.  The single problem was that, aside from the University Hospital staff, the staff at the two affiliated institutions, so-called Marion County General Hospital at the time and the Veterans Administration Hospital were very sparse.  But at University Hospital we had Jack Campbell as the chief, and Jack is just an exquisite individual. He has a wonderful sense of humor.  He was insightful; he was willing to take risks with young doctors.  He was supportive, and he just made for an excellent individual to work for.  Jack’s probable major flaw was that he was not very well organized, and as the department began to grow and expand and as the responsibilities expanded and the work expanded, Jack had an increasingly difficult time in dealing with the complexities of University, Marion County General, and [Veterans Administration].  So, when he reached an appropriate age, he retired, then moved to California where he became chairman of the Drew Postgrad Medical Center at the Martin Luther King Hospital of the Los Angeles county system.  And there he was placed in the responsibility of being chairman of a contained department in one building dealing with one administration, and he was given resources that he was just wonderful at managing.  He remained the chairman there for – I have no idea – 10 years, 11 years, 12 years – up into his 70s.

Again, did an excellent job there.  I visited him as a visiting professor in 1975, and he was in his element of assisting, in many cases, minority physicians to achieve their goals of becoming specialists, of supporting them, of providing them with an educational experience that his residents were able to pass their boards.  While the number of minority physicians in his program were less than half, they certainly were larger than in many of the programs around the United States.  Jack just was in his element, and he’s still, at age 87 – goes into the hospital and teaches the resident staff there. And he has just remained an extraordinarily gifted individual with people.

In our department at university we had a real character, probably the most unusual character that I’ve ever met in my life.  Roscoe Miller was the chief of the GI section and the guru of barium.  Roscoe was a unique and very demanding individual.  Roscoe, in many ways, governed by fear, but he was also warm-hearted and supportive.  He was the number one influence in my career after I returned to Indiana University in assisting me to get promoted to professor.  He helped me with my research; he critiqued it.  At one point he even rewrote a piece that was sort of confusing, and added greatly to the few publications I got into national journals.  Really excellent publications.  Without Dr. Miller I think my productivity would not have been what it was.  Dr. Miller was extraordinarily helpful.  Dr. Miller died at a younger age, I think 53, after Gene Klatte had been on the faculty for awhile – of a ruptured aneurysm – maybe Roscoe was 57; I’m not sure of the exact death.  His death was somewhat untimely.  He was just a very unique, internationally recognized expert and made wonderful contributions to the education of our residents and even assisting members of the faculty.

We had Dr. Chuck Helman – Charles Helman – who was in charge of chest and was my first mentor.  He was extraordinarily helpful.  To this day, I remain close friends with Dr. Helman.  He left the department in the mid-70s and worked at St. Francis for 15 years and retired.  But Dr. Helman was a real stickler for film quality, for interpretation, for language in reports, and was really helpful in the development of a professional exposure to my colleagues of the productivity that I did in the department.  He always felt that it didn’t make any difference how well you read the film, if your report looked sloppy, everybody thought you were sloppy.  He wanted you to read the film well.  He wanted what came out of the department to look professional.  He was very good at that.

We just had a unique cadre.  And then when I arrived, we had Hooshand Taybi, a world expert in peds, and he was shortly followed by Dr. Gerald Kurlander who remains to this day, in retirement, still one of the most dedicated physicians in radiology that I’ve ever met.  Gerry used to come to the medical school library and read journals for three or four hours every Saturday afternoon, and that was a life-long project with Gerry, and I believe that at least twice a month you can still find him in the medical school library reading journals.  Gerry was the most well-read, widely-read physician, up on the most modern activities of medicine and especially his field of pediatric radiology.  Gerry was just outstanding.

That formed the basic cadre of the department, and we had Dr. Bill Tosick and Dr. Pete Petrerson, two staff doctors who at Wishard were doing an excess of 80,000, 90,000, 100,000, 150,000 exams a year, and that’s just way too much for two doctors, way too much.  At the VA, we had Dr. Bill Loehr who had been trained at Harvard by Sassman [sp?] but who was working half days when I returned to the VA.  Dr. Loehr retired shortly thereafter.  But he had been at the VA for several years on a half day rotation, and he would go home at noon.  Bill was a unique and generous fellow, deeply religious.  They used – I didn’t participate, but maybe I should – they used to have Bible study over the noon hour at the VA, and the department would pretty much close down and a half dozen of the technicians and another doctor  and a therapist would come down.  They would have Bible study for about 45 minutes twice a week.  No matter what the turmoil was around them – they still had their Bible study.

We had a unique group and, as I say, Bill was well educated. He knew what he was about.  He was placed in the position of being more or less a caretaker.  His wife was very sick; so he left every day at about 12:45 and went home and took care of her.  And for a busy department a single half-time physician was simply not enough.  That was pretty much the department up through – oh, I returned to the department from private practice in Michigan City.  When I left the residency, or completed the residency, in July of 1967, I planned to go into private practice, and I took a position in Michigan City, Indiana, and it was very enjoyable.  But there was just something that was lacking.  I wanted to really be involved with the teaching programs of the university, and so I called, after 18 months in private practice – actually, about 15 months – and asked Jack if there was a position.  I was called by Chuck Helman [who] said, “Yes, come now.”  So I gave my partners nine months notice, and the said they wanted to recruit and wanted me to leave in January, ninety days.  Since I had a job, it was not a crisis for me.  They simply didn’t want me around as they recruited, and I can understand their position.  I was not unhappy with them, but I just was leaving, and they didn’t want any distraction.  As I was getting ready to move – the moving van had actually pulled up at the door – I called the university, and Jack said, “Oh, yes, come on down, but I don’t have any money to pay you.”  And so I hung the phone up and called Chuck Helman.  Chuch said, “We’ve got money.  I don’t know what he’s talking about.  He said, “What he hasn’t done, he hasn’t got you before the Board of Trustees yet, and your application will be approved in January, but we have money to pay you.  We want you on the faculty.  You get down here.  Get to work.”

And that’s sort of what I meant.  Jack was kind of unorganized.  Because I was taking a major pay cut – a third pay cut – and returning to the university after having learned to live on the higher salary, I was really nervous about stepping back, taking a professional teaching position with the university.  As it turned out, it was about the best decision in my life although I fretted about it to an extraordinary degree.  My family and I moved back to the city, and we [?] came onto the faculty.

After being here about – well, six months – Bill Loehr retired.  He simply quit coming to work.  He was only part-time, and he left.  Pete Peterson and Bill Tosick in the interim had both left Wishard, and Chuck Helman was moved over to run Wishard.  In those years radiology consisted in taking a film, of doing a GI, of the introduction of arteriography.  [GIVES BACKGROUND OF SWEDISH DOCTOR’S WORK AND AN EXPLNATION OF ARTERIOGRAPHY.  EXPLAINS THAT SURGEONS DID NOT APPRECIATE THIS, SEEING IT AS AN INTRUSTION BY RADIOLOGISTS INTO THEIR AREA OF MEDICINE.] But in the end, radiology took it over, and Roscoe was instrumental in hiring a Swedish guy [who?] came, having been associated by [with?] S________ and trained us at Iudiana University.  This was actually during the end portion of my residency, and Folke was here for six or seven years, Folke Brahme.

Because the angiograms were performed during the daytime when the surgeons were in the OR, we were able to just do it all day long, and the surgeons could only do it by coming out of the OR and doing it.  We ended up pretty much taking it over.  Of course, Dr. Jack Campbell’s claim to fame in the early years was his development of a way to take moving pictures of babies’ hearts with the injection of this material, which in the early years was terribly toxic.  It didn’t injure many people, but it was injurious to a percentage.  That percentage was way too high, way too high.  Over the course of the last 30 years -- 35 years – the contrast media had become far less toxic, far more patient friendly, and far easier to use.  The actual doses have been reduced because we’ve become more efficient at capturing the images that are produced that we were initially.   But initially the material was extraordinarily painful when injected and caused an inordinate degree of kidney damage.  I would consider anything that hurt more than one in 10, to 25,000 people as being inordinate, and we were having about one in 20 getting kidney damage of varying degrees.    Most of it within a week was back to normal.  You always wondered if the remaining kidney tissue was still as healthy as it had been before the contrast media, and these studies have to be repeated on occasion and very sick people more than once; so that you had repetitious activities where the kidneys were at jeopardy.  But that was part of the entire development.

Then from the angiograms, next came cardiology where, initially, the radiologists were putting lines in people’s hearts and injecting and looking at their coronary arteries, and then the cardiologists who were internists and who were around during the day were able to develop this as a specialty.  Really the interventional cardiologist or the cardiologist that caths all day is a real outgrowth of this.  The Sellinger [sp?] technique, the catheter development, the contrast media – in fact, the cardiologist ended up hurting more patients than the radiologists because they used more dye.  The radiologist learned to get by with 100 cc’s; the cardiologists were using 220.  All that material had to come out the kidneys; so we actually had less kidney damage than the cardiologists, but it was perceived that the risk benefit ratio for patients was high enough that it was worth doing.

And at this time we were developing nuclear medicine, and nuclear medicine started out with a series of radio isotopes that would accumulate in areas of pathology or accumulate in areas of normal tissue and leaving a hole if there was an abnormality.  [GOES ON TO DISCUSS PLUSSES AND MINUSES OF NUCLEAR MEDICINE]  We were getting more sophisticated, and by the time 1975 had come around, we were using generators to get short acting isotopes, chemically confirming them, and nuclear medicine and really reached a kind of apex in terms of imaging to make the diagnosis of certain forms of disease in patients.  It was extraordinarily used for about ten years.  And it’s still useful.  There are still pla__, procedures, where radio isotopes are extraordinarily useful in studying __________, and the new PET scanners that have come on in the 1990s are just really extraordinary imagers.  They have been able to show the metabolism in the brain of schizophrenia –-  [GOES ON TO EXPLAIN HOW PET SCANS CAN HELP WITH DIAGNOSES, COSTS, ETC., OF HIGH TECH.  DISCUSSES ULTRASOUND.:.  From 1940 until about 1965 – 25 years – ultrasound didn’t do much.  [EXPLAINS WHY.  DISCUSSES PROCESSES LEADING TO HIGH TECH SOLUTIONS TO IMAGING.]  The machinery, initially, was very expensive.  It fell into radiology because it could be used for all kinds of lung, gall bladder, liver, head, heart, extremities, obstets.  [DISCUSSES ULTRASOUND UNITS AND THEIR DECREASING COSTS.  ALSO USE OF ULTRASOUND IN OBSTETRICS, LIVER, KIDNESY, BLOOD FLOW, ETC.  THEN DISCUSSES THE ENGLISH PHYSICIAN DR. HOUNDSFIELD [sp?] AND EARLY RADIOLOGY STUDIES WHICH ULTIMATELY LED TO THE CAT SCAN.]

I remember going to Philadelphia to a medical meeting in 1974, and because my wife didn’t go with me, I didn’t have anything to do in the evening.  [DESCRIBES HOW HE WENT TO UNIVERSITY OF PENNSYLVANIA HOSPITAL WHERE HE SAW A DOCTOR WATHCING A PATIENT IN AN EARLY CAT SCAN.]

We came home, and we put an order in for the VA to buy one.  We ended up getting the first one in the university system.  Methodist had bought one in the interim and had it installed.  In the university system we had the first one.  It was an old EMI washing machine.  It had a water bottle around the patient’s head, and the university waited until the technology had improved, and they didn’t need the water.  They waited another year and a half. But in the interim we did patients day and night, took an hour a patient.  We did it day and night for just a year and a half.  Then after that, the workload cut back a little bit, but we were still running day and night.  And we still run day and night.  With the advanced machinery that they have at the VA, as computers got better, the images got better.  As the detectors got better, the images got lots better.  And over the course of time, from having to wait five minutes for a picture to come, the pictures appear just as the studies are being done because the computers are that much faster now.  From having a hour for each patient, you could actually do each patient in 15 minutes.  But you still have to get them in and out of the machine.  It actually takes longer to get them in the machine and out of the machine thatn to do the images at this point in time.  So that the throughput [?] is actually limited by getting the patient into the room and getting him in position to do his image and then getting him up afterwards and getting him out of the room, getting him dress – they have to get all the metal off him – and so forth.  The throughput is limited by certain mechanical problems, not by the imaging.  The imaging is almost immediate.  This has been a wonderful, wonderful tool.  It has allowed for the increased studies -- [GOES ON TO TELL ADVANTAGES OF THIS CAT SCAN MODALITY.]  . . . in the ‘50s – late ‘50s – when I was in medical school and in the ‘60s when we started the development and even in the early ‘70s.  The next tool to come along was MR.  [GOES ON TO DISCUSS MRI’S BEGINNING AND HOW IT WAS USED.  TALKS ABOUT EMI BRAND CAT SCANNER WHICH WAS INITIALLY FUNDED BY THE BEATLES IN ENGLAND.]

The radiology department at the VA – I was the only staff for a number of years.  I came with Dr. Campbell.  Dr. Loehr retired.  Dr. Campbell quit coming to the VA.  He would come to the VA on Tuesday evening at 6:30, on evenings, and staffed the neuro when I was a resident.  After that he quit coming, and I was the single staff with either or [?] two or three residents.  We were doing about 70,000 exams a year, 79,000.  When Dr. Campbell decided to retire, there was a search for a replacement, and Dr. Glenn Irwin, who was dean of the medical school, formed a committee to hire a replacement, but at that time I didn’t realize that he already had somone in mind.  I was privileged to interview for the job of chairman – I was privileged to be part of the interview process for the job of chairman when Dr. Klatte came from Vanderbilt to be interviewed.  We interviewed three or four people, but only, I recall, Dr. Klatte was a memorable person [?].

[Interviewer: He had an IU connection, had he not?]

Correct, but he had been the chairman at Vanderbilt for 10 years.    He was appointed as one of the youngest chairmen in the United States, somewhere – 31, I think – he was the chairman at Vanderbilt.  He had developed tremendous loyalty among the members of his faculty.  His residents thought he was the most capable physician they’d ever met.  The more you learned about him at Vanderbilt, the more convinced we became – or, at least, I became – that he should be chairman.  I made an appointment, and I went to see Dr. Irwin.  I said, “Dr. Irwin, Indiana University School of Medicine needs to do whatever it can to convince Dr. Klatte to come and be the chairman of the Indiana University Department of Radiology.”  I said, “He has vision; he has integrity; he’s extremely bright.”  I said, “I had him on my board exams.  He’s the hardest guy I had, but he was extraordinarily fair.”  I just said, “We need to do this.” Dr. Irwin looked at me and said, “You know when I was a senior resident, Dr. Klate was my intern on medical rotation, and I really agree with you.”  So Dr. Klatte came.  

At the time I told Dr. Klatte that we had to expand the faculty, and he agreed.  He had a plan.  I said, “We need to have a pay scale for the faculty in the Department of Radiology that is, at least, half of what physicians make in private practice.  It would be preferable to have two thirds, but if we can make half at the university of what a doctor makes in private practice, we will be able to recruit and hold faculty.  If we’re only making one fifth, which is what we were making,” I said, “we’ll never be able to do it.”  I left a position in Michigan City that offered as a full partner somewhere around $150,000 a year, and in 1967 that was a lot of money, a lot of money.  And my job at Indiana University paid me $28,000.  Now, I was paid better than most school teachers; I was paid better than any factory worker that I knew of, but we were not keeping pace with the community standards, and as a consequence, we were being skimped of our choices of good faculty members.  And Dr. Klatte agreed, and he went to work at it.  By 1975 we were at that level.  By 1975 we had gone from a faculty of about 4 to 15.  He had brought with him three members of the faculty, or four members of the faculty from Vanderbilt, and he had been able to recruit and to bring on temporaries, and we were now becoming a dynamic, viable department.

We had in the ‘70s the most outstanding residents that anyone had ever assembled for a period of about 10 years.  If you weren’t in the top 10% of your medical school class or you hadn’t done something extraordinary as an individual, you just had a difficult time getting in our program.  Now, I always lobbied for having at least one third of our residents from Indiana because I always felt they would stay in the state.  We have an outstanding medical school, and they’re very loyal.  When you start getting everybody from out of state, an itinerant, you lose some of the – just the loyalty, the loyalty to the program, the support for the program.  We were abler to recruit really outstanding Indiana graduates to go with our cadre.  Gary Becker was in charge of Miami Vascular.  Vince Mathews, who’s now our chief in neuro radiology, is certainly a candidate to be a chairman of some school.  The fellow who was chairman out at Norfolk – we’ve just had really a lot of wonderful, wonderful cadre of residents.  Through the ‘80s it was harder to maintain that level, but we still were able to recruit very, very outstanding residents.  But, I would say, not 100% were A.OK [?].  But virtually 100% in the ‘70s were.

[Interviewer: What was the difference in the ‘80s?]

Well, the programs around us became better, and we required an extra year.  If you wanted to come with us, you had to be here an extra year, and a lot of people didn’t want to make that commitment.  But the department still remained strong.  Our faculty grew.  We grew to the size we are now – 40 – in the late ‘80s, early ‘90s.  Under Dr. Klatte, the department became more complex because of the addition of ultrasound, angio, and CAT scanning.  A whole variety of issues – the reimbursement issue became much more complex; so that now we had to have a cadre of business majors to manage the billing processes.  Things were not necessary.  Someone had to be a liaison with insurance companies, hospital administration.  Someone then had to sign contracts.  Through this all, under Dr. Klatte’s stewardship, we elected not to distribute all the money we had earned.  We were a corporation.  If we’d all gotten together and ganged up on the chairman, he would have had to act like a corporate director.  We were the members.  We each had ab--------.  But I agreed with his philosophy that we were adequately paid, that we were better off than we ever believed we would be when we took the positions, and that we needed to set aside something for a rainy day.  As a consequence, what is euphemistically called “the black hole” developed, which amounts to the Radiology Foundation.  We were the fortunate beneficiaries of what has been the longest sustained increase in the stock market in history  As a consequence, what we set aside has grown to quadrupled – maybe quintupled, I don’t know – to nearly $100 million.  

So the Department of Radiology has an endowment that was self generated, and we’ve also been involved in tapping our former residents and cohorts for donations to create chairmanships [chairs?] for the former chairmen, Campbell, Klatte, Bob Holden, and then the original chairman, Beeler.  His wife, Sally, on his death donated a half million dollars [NOTE; SALLY BEELER IS A DAUGHTER IN LAW.] and the department matched it with matching funds to make a million dollar chair for him.  A chair generates about $50,000 a year towards the payment of the salary and expenses of the individual who holds it.  One million dollars generates 5% or about $50,000, I guess it is.  So we have ab—of the $100 million – we’ve probably got eight million that is untouchable because it’s set aside as endowed faculty support for medical school research and teaching.

This all came about as a result of the leadership of Gene Klatte.  It certainly has been continued on by Dr. Holden when he was chairman, and it’s being maintained by Dr. Cohen. But I don’t think in the last five years it’s increased much.  That was all – Gene Klatte was an extraordinary leader, just an extraordinary leader.  I believe that Dr. Holden’s appointment as dean is reflective of Dr. Holden’s abilities but also of the good will and dynamic, effective leadership for 20 years that Dr. Klatte had in the radiology department, giving us a worldwide name and a very wonderful image in the School of Medicine and in Indiana University  as such that Dr. Holden was given very serious consideration when he applied for the job.  There are very few radiologists who have ever been deans of medical schools, very few.  For Dr. Holden to receive such an appointment was just extraordinary.  In my career in medicine – 30 years – I can only remember two, Dr. Grote [sp?] at Texas and Dr. Holden at Indiana University.  Yet we make up five percent of doctors.  It was an extraordinary accomplishment, one that – if I look at it as a reflection of Dr. Klatte then my helping Dr. Klatte makes it a reflection on me [CHUCKLES].  So I’m a little selfish about it.

In 1969 the Department of Radiology at the VA was certainly a plain film and angio department.  We did about 79,000 exams; we did chests, plain films, bone work, spine work, and during the day we would do arteriograms.  We would make our own catheters.  We did our own catheter manufacturing from teflon tubing because there was not a market.  There was not a commercial corporation you could buy from.  Cook in Bloomington benefited from Dr. Roscoe Miller’s going down there and saying, “Hey, we meed this.  Do you want to manufacture these?”  Cook started manufacturing catheters in the basement of his home.  Now he’s president of a huge, multinational medical equipment manufacturing company.   I don’t have any idea what the value of the company is. It’s probably worth a million dollars. And it started in the basement of this house, and he was manufacturing catheters and bringing them up here and hawking them to the medical center.  So we were pretty simple in what we did.  We had ultrasound, we had nuclear medicine, and we had a will.  And we ended up with improved nuclear medicine equipment, ultrasound equipment, and the CAT scanner, and now we have CAT scanner, MR.  Really wonderful nuclear medicine equipment and really wonderful ultrasound equipment.  And just outstanding arteriography where we could do not only diagnosis but therapy.

[Interviewer:  And your staff has grown considerably.]

The staff at VA now numbers – went from one which was myself through pretty much the ‘70s.  We had Dr. Russ Wigh from Columbus come and join us.  We had Dr. Paul Kaputi [sp?] join us for a period of time.  Then I was fortunate to have Dr. Glenn Moak join me.  I interviewed Dr. Moak, and I went to see Dr. Klatte and I said, “Dr. Klatte, we need this man, we need this man.”  [RELATES INFORMATION ABOUT DR. MOAK’S PERSONAL LIFE.]  Dr. Moak was working with Drs. Beeler and Silver in the city.  Drs. Beeler and Silver would go to the hospital one day, and Dr. Moak would go the next.  They covered seven days a week, and Dr. Moak was in the hospital every other day, and in the office on the off days.  He was reading somewhere around 70,000 or 80,000 exams a year, which is three times the recommended level.  He was working from seven in the morning til eight or nine at night and had been doing this for an extended period of time and was becoming extraordinarily stressed.  [CONTINUES WITH COMMENTARY OF DR. MOAK’S PERSONAL PROBLEMS AND HOW DR. COCKERILL RECOMMENDED HIM TO DR. KLATTE TO JOIN STAFF OF THE DEPARTMENT.]

There are only two things in my career I asked Dr. Klatte for directly.  One was a $4,000 pay raise, which I thought I was going to get fired over.  I told him I couldn’t put away enough money to give my kids a college education on $28,000, which is what I had earned for the last three years, that I needed to be earning 32 [$32,000?].  He had been there about four months when I went in to see him.  In December, or the start of January, I got my papers [?].  And the other thing was I asked him to hire Glenn Moak.  And I said, “If it doesn’t work out, Dr. Klatte, I’ll do the documentation.  We’ll be able to fire him.  He’ll come to work on probation if you want.  This guy is good.”  Well, he turned out to get the Golden Apple award from the med students to the point that the med school said, “We’ve got to retire this guy.”  Nobody in the med school was getting it, earning it, and he got it I don’t know how many years in the years that he tought.  He had indefatigable energy.  He was wonderful.  He was absolutely as good as his word.  He was at work every day.  He was helpful.  You’d ask him a question, and if he didn’t know the answer, he didn’t give you malarky.  He said, “You know, I don”t know.”  He is just an absolute gem of an individual.  He’s so upbeat that it’s fun to come to work and see him in the morning with a smile on his face and have just his energy around.  He just has a field of energy around him.  He’s inspiring {?}, just a wonderful guy.  He kept me sane, he kept me sane, and I dearly love him.  [AGAIN PICKS UP ON DR. MOAK’S PERSONAL PROBLEMS.]  He’s just a wonderful guy; he’s just a wonderful guy.

We had an environment that was very good, and Dr. Burt was there about 19--  I forget, ’72 or ’73.  Dr. Burt’s one of the older members of the faculty.  Dr. Burt was at the VA for a long, long period of time, running nuclear medicine.  Dr. Burt is responsible for having the Indianapolis VA being the finest equipped nuclear medicine department in the world.  Dr. Burt is very, very efficient; he’s a good researcher; he’s a wonderful guy; he just knew how to work the system.  If he had to go to Washington to get something, he’e go to Washington.  He learned how to use the system when he was in the Navy, and he was good at it.  Whoever mentored him in the Navy taught him well.  We had really the three of us, and we were joined then by Dr. Baker in the start of the ‘80s, and so we had that group of faculty, and then we had an angiographer on staff there; so that we went from one to five, and now we’ve got six or seven.  And they’re actually needed because specialization as a result of the broadening, of the depth of knowledge in the local field it’s not possible to keep up with it.  There are not that many hours in the day to read about neuro or to read about angio because the information is just overwhelming, and it’s going to take some years to sift it out.  The real important stuff will sift out, and the chaff [?] which is being generated in great volumes will simply fall by the side.  In the medical school environment, you need to be up on what’s happening.  There’s just too much to read.  I think that having that number of faculty is important.  We’ve always had a contract at the VA.  We do fee for service.  I was threatened to be fired every year.  They were going to hire their own.  They could probably do that now; the couldn’t do it back then because there was no one in the market. And those that were in the market were in some ways like in a position of Dr. Loehr where they were looking for part-time, half day.

I remember interviewing for the chief of VA at Dallas, Texas, which is a class A hospital, 1500 beds, affiliated with Parkland University.  I really seriously considered it, and when I got down there, I found out that they had 14 radiologists.  I’m coming from a place with two.  But that nine or 10 of them were Cuban refugees, who had been doctors in Cuba, left when Fidel took over, still dictating in Spanish, and tht they had to have a Spanish class in the department.  So I went to see the dean of the medical school, and I said, “You know, we have to do something about this,” and then I went to see the director of the VA.  I said, “This can’t go on.  Your faculty and house staff can’t understand what they’re saying if they listen to the dictations.  You require specialized support.  We need to find a way to teach these gentlemen English and to see that they’re able to work in the universal language of English because that’s the language of medicine.”  The hospital director looked at me and said, “I have the best radiology ratio in the VA system, and we’re not going to do anything to upset it.”  And he said, “Some of these gentlemen are confined here because they can’t speak English,” and I said, “Well, we’re going to disagree on this subject,” and I never went back.  I wasn’t going to fire them, but I was going to force them to take English, to go to class, to learn the language, and eventually to use it.  I could not see how we were adding values to the services that we were rendering if we couldn’t communicate with our customers.  We must be able to communicate with our customers, and out customers consist of the patients and the doctors.  The suppliers and everybody are important – but we don’t need the suppliers if we don’t have any patients, if the doctors don’t send us patients.  Then we don’t have anybody to X-ray.  We’ve got to communicate with those two classes of people, efficiently, directly and effectively.  It was certainly eye opening.

I think I’ve covered most everything.  There’s some services depend tremendously on radiology, and others do not.  We have in radiology failed – [TAPE RUNS OUT.]  One of the problems has been communication with our physician brothers.  In an X-ray report takes two weeks, it’s not much help.  If it takes two weeks to get back on the chest, then the doctor has already made all the decisions necessary associated with that procedure.  So we really need to do a better job of providing the doctor with a written or verbal report.  Now these dictating pools help that, where they can go in and issue a verbal report on the X-ray chart within two hours of the X-ray being performed.  That was always my goal.  I never made it.  I did manage for extended periods of time to make it in a half day, but every time we were able to accomplish that, it seemed there was a cutback, a hiring freeze or something that would disrupt that system.  

A year or so after much reading {?} and cajoling and whatever was necessary the resources would be partially or totally restored, and we could go back to performing in a way that was more useful.  I still think that if I have a chest X-ray, my physician should have a signed written report in two hours.  If I have to have, because I get a lump in my breast, a mammogram, my physician should have a signed written report in two hours.  There shouldn’t be a two-day wait, a three-day wait.  I don’t understand that.  I never did.  Because I think that the two-hour report is value added.  The doctor has my opinion immediately.  He can ignore  it; he can act on it.  He can utilize it to get advice to his patient.  But he doesn’t have to worry that six weeks from now he’ll have to thumb through a bunch of records that have [been?] put in his chart by his nurses, and he won’t remember or something’ll pop out at him, like, “There’s a lump in the chest,” or “There’s a nodule in the chest; this guy needs a special study.:  Because he would have had that information within two hours of his visit, the time when he knowledge of his patient is fresh.  I always believed that.  I still believe it.  I just never quite made it.  I tried.  I tried voice-activated dictation.  I tried the typist in the room beside the doctor.  I tried couriers.  I tried.  Never made it.  I would try again.  If I were still in a position of supervision, I would still work at it.

I don’t think that I ever lost sight of the referring doctor or the patient.  I think – this is something you can’t use --  one of my biggest disappointments  -- I always asked – I did not demand, but I asked my staff – and Dr. Moak was good about it – to take the X-rays after they’re read out to the patient because we never let any unread films leave the X-ray department.  We always wrote on the jacket our temporary impression until the dictation was done.  So, in effect, the doctor did have the information when he was dealing with the patient – at least an impression what we thought of the x-ray, certainly not a detailed report.  And I would always go hand the X-rays to the patient and observe them because if they were sicker than my X-ray report indicated, I would go back and look again.  My x-ray report might say normal, and I’d come out, and the guy’s knee is swollen up like that, and he can’t stand on it, I’m going to go back and look at that knee again and make sure -- hey, I didn’t miss something here.  Usually, it came back  -- only rarely did I ever find anything, but I always looked at the patient.  If they looked like death warmed over, and I’d given them a normal chest, I’d go back and look at the chest film, make sure there was nothing there that might explain some kind of serious illness. . . . I always looked at the patient.  I shook their hand; I gave them their X-rays and told them where to go.  Dr. Moak when he was teaching students would have his students look and then come back and give him a report of what the patient looked like.  That was satisfying [?] to me.  As soon as I retired, the doctors closed the reading room door, and they make the technologists deliver the patients’ X-rays now.  Which is okay.  That’s certainly a way of doing it.  They’re more efficient, but they don’t get up from their chair and do that.  I always ____ there are two groups of customers, big-time customers and one of the complaints about radiologists is that no one ever sees them. For 30 years we greeted them, and I liked it.  I liked seeing them.  I didn’t have time to talk with them much, but I did see them and say hello.  Over the years those that came often to the VA recognized me.  “Oh, you were here when I was here in 1975.”

I had a very satisfying career.
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