Interview with Dr. Heun Yung Yune on September 19, 2000:

Initially I was trained at the Vanderbilt University 1962 o 1964 and went back to Korea and worked for two years.  The last two years of my residency at Vanderbilt, Dr. Klatte was the chairman.  While I was back home, Dr. Klatte kept contact with me, asking me if I’m interested in coming back to the states.  After two years back home, I decided to join Dr. Klatte at Vanderbilt, and that’s when I returned to Vanderbilt in 1966.  I was working in the Vanderbilt radiology department under Dr. Klatte until 1971 when Dr. Klatte accepted the position of IU radiology chairman.  At that time, he asked me if I’m interested to tag along with him, to come up to Indiana, and by that time I was attached to him.  I respected him greatly, not only his scientific mind, his wisdom, and his personality was such that he would make one feel very comfortable, almost like a family member.  Since then, I have called him by adopted brother.  Anyhow, I came up with him, started working at IU Medical Center July 1, l971, because Dr. Klatte invited me to come up here with him to serve at the IU Medical Center.

At first when we came here, it was quite obvious tht the department really needed – the staff members were short handed.  I think at that time there were only about half a dozen full-time staff members to cover all four hospitals, which was really a very difficult situation, and I don’t know how many other part-time faculty staff members [there were], but anyhow – maybe it was a little more than half a dozen at all four hospitals, but I don’t think there were as many as 10 staff members to cover four hospitals: the University Hospital, Riley Hospital, the Marion County General Hospital, as at that time it was called, the Wishard Hospital now – at that time in was called Marion County General Hospital – and the VA Hospital.

The workload was quite heavy, a very busy department.  Early on, for the first at least five to six years, I remember working very much full day through Saturday.  Sometimes I went home after dark at five in the afternoon.  So it was a six-day work week, and initially, it was primarily to cover the clinical services.  We were so short handed.  As soon as Dr. Klatte came up here, of course, he had so many things that he had to shore up to make operations of the department smooth in clinical service, teaching, and research activity, but the first priority had to be the clinical service to take care of patients coming in every day.  So, recruiting the faculty members, the staff members, had to be the first priority.  Within the next three to four years, I think, we came to quickly double the staff member numbers.  I think that should be on the record : how many staff members joined within the first two or three years after Dr. Klatte became the chairman.  There were some mid-term and senior staff members who joined soon after  Dr. Klatte came up here.

As soon as the clinical services sector became fairly actively staffed, then the teaching became the next priority, still because of the heavy clinical load of the patients, the studies done throughout the medical center.   I think initially we had something like 400,000 to 500,000 studies a year throughout the medical center in the early times, but later on quickly it became close to three quarters of a million, 800,000 studies, and quickly approached one million studies per year throughout the medical center.  So, in that setting, the clinical service and the teaching became the next emphasis.  Because of such rich clinical material that we had to handle, research in  the clinical subjects – not the basic field (the basic physics and biochemical changes in the various parts of the body that imaging can help). Those had to come later, the basic sector.  But the clinical – the patient – the research involving the actual case material came very quickly because there was such a wealth of clinical materials here.  More than half a million early on, then three quarters million, approaching one million plus later on.

So the clinical service, teaching, and quickly the clinical case material research.  Then, shortly before the time I retired in 1994, beginning the latter part of the 1980s and the early 1990s, the department then finally went into the basic, somewhat removed from the clinical material, but the basic science area research activity, quickly  expanding into -- but the actual growth of the basic science research in radiology began shortly before I retired and grew very quickly after my retirement in 1994.

So, I think during my 23 years of active service at the IU Medical Center, the transition was primarily from the heavy clinical services; then quickly came the teaching activity, and then together with that, the clinical research.  And the basic science research area was actually not quite 20 years old, the basic science research area. I think it could be highlighted within the last 10 years, the basic science, but it was a ____[?] development of the current radiology department.  I think in that regard currently we can say, coming back part-time to help the department now, we are truly balanced in all three areas: the clinical patient care activity, the teaching endeavor, and the research sector.  It’s quite balanced throughout the works of the department.

[Interviewer asks about the expansion of the school.]

I think the class size did not change tremendously.  When we first came up here, I think the class was already -- because of the multicenter set up of the IU Medical School  (seven or eight regional centers, and the Indianapolis campus included) –- the student class --  Going back to 1971, I think it was already 200 plus.  The student body, the number of students per class, each year, I don’t think has significantly grown.  I think it has [grown] no more than 10% during the past 20 plus years from 1971, 20 plus years.  But the facilities: medical school building, labs, classrooms, the new building’s additional wing, the new lab facilities, research center, research building – those all added since we came up here.

When I first came, the University Hospital was opened two years when we came up here, I think the University Hospital was opened for operation in 1969, and we came in 1971. 

[Interviewer asks about his covering all four hospitals.]

Each staff had the home base and then all of our department staff had appointments as a staff at all of the hospitals of the Medical Center: the University Hospital, Riley Hospital, Marion County General, and the VA Hospital.  In other words, as a full-time staff member of the IU radiology department, you would have appointments at all four hospitals, but home base would be one.  For me, my home base was the University Hospital, the adult hospital, but with having a staff appointment at all the other three hospitals, when and if my services were needed, and if there were certain services in which I happened to have little bit more experience, then the other hospital will ask for some assistance. 

Early on, my main concentration was the vascular radiology and geography.  So when there was some little, not necessarily difficult but a little complicated, case where a little more additional experience would help in conducting the examination, say at the Wishard Hospital, VA Hospital, or Riley Hospital.  Then I would just go and then assist as a team member or perform the examination myself, whichever situation was appropriate.  That was how it was.  There were operating staff over at the VA who would come over to the University or to Wishard Hospital – the Marion County General Hospital, who would go to the Riley Hospital if there was a child in a certain situation where the staff member at the Wishard [who] has more experience in dealing with this condition would go over.  It was sort of a flexible situation only that each staff member [was assigned] at each one of those four hospitals.  That was, I think – it was not necessarily a new arrangement, but the fluid exchange in the communications throughout the medical center was enhanced after Dr. Klatte came, and staff members – the staff force -- was increased by creating new staff members.

[Interviewer asks for key moments in Dr.Yune’s work at IU.]

Going back to that trend of change that took place because of necessity at first, but with a long-range plan, Dr. Klatte had a vision of eventually making the department first rate, second to none in the nation, and I think I take my personal pleasure and pride in being a part of this 10-year plus period of development, from 1971 to early 1980s.  I think by  early 1980s we were, indeed, recognized as one of the half dozen major radiology academic centers in the country.  In doing so, I think, when he accepted the position of chairmanship at the IU radiology, he had promise from the dean of the medical school and the hospital administration that they would fully provide the necessary support and have upgraded and updated all the archaic equipment that the department had been operating with prior to Dr. Klatte’s arrival.  We were able, then, to replace all the old equipment and less efficient equipment with the more efficient, more productive equipment.  As soon as new development was in the market, we were not too far in acquiring them and making use of them in the clinical service.  That’s how we were able to really add [?] the number of clinical cases that we served from early 70s to the late ‘70s and into early ‘80s.

One time I had a graph made to explain to the resident applicants how our department grew in the first 10 years of Dr. Klatte’s era, from early 1970s to 1980s.  It was really a very steep slope of growth, both in equipment and spaces and the budget cases handled during the year.  It was a very, very steep growing curve.  One thing that was attracting Dr. Klatte to come up here, one thing they had already started, to show the administration’s commitment to see that the radiology department is properly supported by the administration, is that the department already had the new quarters.  It was not begun after Dr. Klatte’s arrival.  In other words, they made groundwork laid out already so the brand new department with ample spaces to expand into – [came together].  I think only about half or two thirds of all the spaces were equipped at that time.  Not all of the equipments were in place yet because, I think, the administration was waiting for the new chairman and then give him the opportunity to select what equipment he would like to have to make the department take off in the future development.  And with that fertile ground ready to take off, I think we were able to really take off and go.

It was not just at IU radiology, but IU radiology was one of the first ones to acquire the CAT scan, one of the first ones to acquire the MR machine, one of the first to acquire the PET scan.  As soon as they became clinically available from the market, we were the first ones to acquire them and use them as sort of a joint project with the manufacturer to see in what areas these new equipments, these wonder machines, could be used to enhance the clinical efficiency and utility of these new equipments.  As it is with any machines, manufacturers would like to know, after they have developed the new equipment to find  out what kind of clinical applications that would eventually have.  And those are the reasons why they establish certain research facilities throughout the country, and the first half dozen units will be installed as a part gift for the research.  IU radiology was always participating with the manufacturer in those clinical research activities with the manufacturer to help them find out their new market as well as for us to find out how they will clinically enhance our clinical service.  So it’s of mutual benefit.

[Interviewer asks about his part in the residency program.]

Actually, what happened was my clinical practice after training – my own training – except for two years back home in Korea was altogether academic practice.  I had not been in private practice.  Back home in Korea, too, I was affiliated with a mission hospital where they had a teaching program; so overall I was more interested in the teaching aspect than of any other aspect.  Of course, in teaching you have to have the actual clinical cases and then backed by the research.  To make the long story short here, Dr. Klatte knew my major focus in my daily practice is in the teaching area, the teaching especially of the residents, day-to-day clinical service one on one.  

Early on, during the first growing years  -- I made the distinction of the first years of rapid growth from 1971 to the early 80s.  We had a faculty retreat to lay out future plans, review the current status, in what [?] future directions we should move, etc.  In that I – Dr. Klatte always assigned me for the residency program review committee.  I was chairing that each time when we had the faculty retreats.  Finally, in 1985, I took a sabbatical year and because I would be absent from the IU Medical Center physically – I took my sabbatical in Korea.  At that time, I was the director of the angio section, vascular radiology.  Certainly I could not go, vacating the position.  Dr. Gary Becker took the position of responsibility of the vascular radiology at that time.  And after a year of my sabbatical, I came back.  I came back and worked sort of -- not full time, dedicated in the clinical aspect as a vascular radiology section chief.  Although I was still working in the vascular radiology, other, younger people – Gary Becker and other vascular staff were covering the vascular clinical work, and I was also a part of the vascular radiology.  But then, because of the time that I’m dedicated now to the vascular radiology is much smaller than before I left for sabbatical, then the remainder of the time I was able to concentrate on my career-long interest, which was sort of dormant for awhile --  ear, nose and throat radiology.

Ear, nose and throat radiology became much more sophisticated and efficient since the CT scan became available.  When I first came up here, of course, there was no CT scan.  The ear, nose and throat radiology was plain radiology, radiography without sliced image – high-detail image, but CAT scan really made such a difference, in the neuro radiology and all other parts of radiology, but especially in the ear, nose and throat radiology.  Specifically, taking just one example, the inner ear.  You are imagining that you are seeing certain things in the routine radiograms, the old-time radiography technology.  But with CAT scan you can really see each turn of the _____[?], the loops of the semicircular canals and nerve canals clearly as if you have those structures in your head and slice them and not necessarily look under a microscope but do the anatomical slicing in your head.  Those structures are about the size of the tip of your finger.  So now this interest has been rekindled because of this new tool available.

When I came back, I was concentrating more into the ear, nose and throat radiology, and the remainder in the vascular radiology helping Gary Becker, who was then the section chief of the vascular radiology.  Then, aside from that, until that time I was not doing much of an administrative portion of the department operations in any particular area, but Dr. Klatte asked if I would head the residency program and become a director.  I was glad to accept that because my career-long interest was in teaching, and the first portion of the teaching had to be the resident program because it’s an every-day operation.  Of course, we did have the student teaching program, medical student teaching program, all along, but it is not an on-going, 24-hour a day operation as the residency training program, which is really, truly, a 24-hour program because even during the night when the clinic is closed, emergency cases come up, both inpatient and outpatient.  There is 24-hour coverage of the department,  And how the department operates in all sorts of patients.  The residents have to be taught for all circumstances through 24 hours a day.  That would have to be the first concentrated effort of the teaching program of the department.  Then I had to organize in a more structured manner how to recruit the residents from the applicants, how to send out the PR material to introduce our department.  The set up, the staffing, the material we handled throughout the year to the prospective applicants and then select them, prescreen them.  All that had to come with structured administrative structure to handle the residency program.  I devoted a great deal of time in doing that until I retired in 1994.  I was officially named as program director in 1985 after I had returned from the sabbatical.  Actually, in my own thinking, I was involved in resident teaching from the first day.  More than anything, that was my major interest area.

[Interviewer asks about department colleagues.]

Let me summarize the atmosphere of the department in one short word: comeraderie  It was comeraderie, the warm feeling of cooperation.  That was the cohesive force in the department.  That sustained throughout my work at the IU Medical Center under Dr. Klatte.  He was the focal point of that comeraderie.  Those who wanted to be prima donnas did not last long in this program, who wanted to shine above other people did not really last long because here we really excelled as a group rather than as individuals.  In doing it that way I think each individual shined also rather than an individual who is bright that would not want to cooperate and collaborate with other persons, less illustrious people.  The department in that atmosphere will frequently suffer because two or three ________[?] would not cooperate within the group, would make the department somewhat fragmented spiritually.  In contrast to that, if there were, say, only three or four strong people; yet those are people who are outgoing or willing to cooperate and render to the – assist to the weaker ones, the whole group will share and become recognized as a strong department.  And I think that’s how Dr. Klatte envisioned a strength in the department, and I fully agreed with this philosophy.  As long as --  I saw during my 23 years of active service, until I retired, that atmosphere lasted.  That was my main selling point in recruiting residents.  Instead of telling him the highlights of how rich our clinical materials are at the medical center and what kind of facilities we have, equipment we have, all state of the art facilities we have, etc., etc., ahead of that I have emphasized comeraderie, warm comeraderie, for the department.  That was the strongest point of the department.

[Interviewer asks if he wants to mention specific individuals.]

I would point out  -- there were, to be frank, one or two of the staff members and not as many as a half dozen residents who joined the department who left the department on their own because they did not “fit it” because their philosophy of life, philosophy in living, did not agree with the general philosophy of the department.  I do not wish to name them.

[Interviewer says she was interested in those he might want to commend.]

As I told you, this strong comeraderie was focused on Dr. Klatte.  As I told you early on, I told him I respect him not as my – necessarily, just as my superior but as my elder brother, although he’s only about a year older than I.

We always looked forward to the annual summer picnic at his home.  I also wanted to reciprocate that by having a private party at my home, too.  That goes all the way back to the Vanderbilt days.  Since Dr. Klatte came down, and he opened his home to the staff members and families while he was at Vanderbilt, and we always opened our home to staff members.  Of course, those days at Vanderbilt and early days at IU, I think, altogether I think, the staff members were less than 15 or 20; so it wasn’t such a big deal.  Later on, after the 1980s, the staff members were, I think, two dozen plus and it really became in the end a big operation.  Then the department had not only at Dr. Klatte’s home the private picnic, home picnic, but the department picnic outside.  Also at Vanderbilt after Dr. Klatte came, the picnic at entertainment facilities such as Grand Old Opry and a cookout at some private park – the state parks.  Those were fun times, and then the Christmas party.  There were three or four big parties, social get-togethers, and we became very, very close friends.  Getting closer friends, personally, not only at the work environment.  The family becomes not just the staff but the families of the staff become one big family.

[Interviewer comments on department’s non-professional staff.]

In the professional activities, we cannot work without them.  The non-professional staff were also included in whole general departmental get-togethers; so it was not just a separate group.  Again, in general terms, the comeraderie really works not just among the professional group, staff group, but the entire department.

I’m a little bit concerned about the United States medical profession’s predicament, having to deal with government – I don’t want to call it interference, but regulations, to curb the health expenditure.  But I fully understand.  There needs to be some regulating mechanism to hold down the expenditures of the health budget, the national health budget.  But the way they have gone has tremendously expanded the bureaucratic aspect of the regulation.  Where the health budget expenditure has snowballed into the administrative aspect, the paperwork, the ancillary people who are tracking the records, etc.  And the tremendous expenditure going in that direction when it could be used to the patient care, the drugs, the equipment, operating the equipment, and then making the work more efficient for the physicians to help the patients.  The physicians, as I began noticing the change before I retired had become really strapped in how much they can do in helping the sick people because of these restrictions and regulations cutting down on what they can do.  There are limitations set up which from the physician’s standpoint are unreasonable.  And that is also influencing the operation of the radiology. 

Certainly, IU radiology is not an exception.  I think the material and physical constraint imposed by these government regulations and restrictions will effect future development of the radiology and IU radiology as part of the radiology.  I think perhaps there is a plus and minus side on that, too.  Because under restrained growth where it would apply only to a small fraction of the population, not only the general population but the population of sick people.  The benefit applying to only a small portion [is] driving up the expenses in the health budget., The national health budget at least should be looked into from the [SIDE A TAPE ENDS] – to really balance it, to keep the national economy at the healthy balance, not only be focused on the health maintenance aspect but, at the same time, the unhealthy population would drain the national economy through the back doors. So, maintenance of general public health is important, really directly over the national economy’s health, also.  You have to look at it in that direction, too, rather than curbing in an attack fashion the obvious growth of the national healthy budget and curtailing it by restricting the necessary service.  And they always say, “We never stop a physician serving the patient where is is medically necessary.”  Looking back on my own experience after my retirement and having had to have a few medical services that I had required on my own condition.  Whenever services rendered and then it has to go through the insurance company, paperwork, etc., there were lots and lots of duplication, really unreasonable bureaucratic ruling and rejections that itself would eat up a considerable amount of resource, money, and wasted there.

That’s outside the IU radiology department, but it influences the IU radiology department. 

