Interview with Suetta Kehrein on September 11, 2000:

I came here in September of 1960 as a student; so from ‘62 until August of  ‘64, I was a student in the department.  Then I went on staff in August of 64.  I have been here ever since.  When I came, the Department of Radiology was located in the Clinical Building on the first floor.  It serviced children, women, and all of the adult patients who were in Long Hospital, which was attached to the Clinical Building to the south.  Coleman Hospital was still functioning as a women’s hospital.  It is now the School of Allied Health Building, and the primary center for student _______ health.  The Riley Hospital did not have a department of radiology.  The children were brought through the tunnels or the outside to the Clinical Building.  There was no radiology department in Coleman Hall either.  Everything came here to where we are now.

The area has been remodeled since, but we still have, across the hall, our original fluoroscopy rooms; the lead-lined walls are the same, and the doors are the same.  When we remodeled, we left those two rooms alone because we have X-ray equipment in there, and we needed them to be lead-lined so we could use them.  The rest of this whole floor was gutted, but those two rooms we left alone. This office where I’m sitting was a dressing room area, and Roscoe Miller was the king of fluoroscopy. This was his hall; this was his area.  We were in the dark most of the time because in those days we didn’t have televisions for fluroscopy exams; all we had were mirrors.  Everything had to be in the dark, and you had to get ready for exams in the morning.  Then the halls over there were in the light, but we had a big curtain right here at the end.

I graduated in ‘64, and I started out doing surgery in portables.  Most of my time was spent either in the OR or going to a patient’s room because they were too sick to come down.  I did that for a year, and then in 1965 I went to the VA with Dr Campbell.  He took over the VA radiology department, and he needed a person to go with him to help him set up the department and to take care of the students.  So Dr. Campbell and I went to the VA.  I was there two years with him, and it was a huge undertaking.  During that period of time we completely redid the filing system and the labeling system for the patients.  I did everything over there from teaching students, scrubbing floors, moving X-rays from one floor to another, everything.  It literally was a change in how the whole philosophy -- of how the whole department ran [CK TAPE].  Dr. Campbell left me after a month and went to Russia for three months.  I almost killed him.  It ws hard on me, but it was a very good experience.  I really learned a lot by being forced to do a lot of things I didn’t think I was geared [?] to do.  

The residents rotated over there, too, so now at this point in time it’s 1967.  We have students still here at the Clinical Building, and now we have them at the VA, not at Wishard yet.  That continued on until Wishard came on board and University Hospital was built and the radiology department in Riley.  I’m not sure what those years were, but I’m sure they’re in the report.  So we go from one department of radiology for Riley and University to now that we have separate departments, and VA is part of the system where they weren’t before, and Wishard is part of the system.  When I came to school, Wishard and VA were not part of the IU system as far as educational training.  The residents started before us going to Wishard on that, but we didn't have any undergraduate students at those two places which we did in those [later] days and have continued ever since. 

In 1967 I came back from VA here to the Clinical Building.  We still hadn’t at that time gone to University Hospital.  The person that was in charge of the education program here left, and I was promoted from a clinical instructor up to running the whole program.  We just kept grown and growing, and they kept – I was by myself basically.  I had a couple of people that would help out in the clinic.  We just kept adding students and adding students until I thought I was going to die.  We’ve gone from one faculty member to eleven faculty members.  We now also have St. Francis as a clinical site for undergraduate education.  Now the residents don’t go down there, but the undergraduate students do.  

The program  in the department has grown leaps and bounds since I’ve been there, obviously.  When I first came, we weren’t even allowed to turn on the processors at night.  We had to do that by hand to save money.  So we wet dipped [?] things to the point certainly where we are now when everything’s up and running, and you never turn things off.  I’ve seen everything from everybody doing everything.   I’ve seen it start at night on [?], only students and a resident.  When I was in school and after that, there was no staff physician or no staff technologist here after five o’clock.  Students and residents took care of everything.  It’s surprising how you rise to the occasion when you have to and what you do and how you treat patients and what you can’t do and what you really can do.  We didn’t seriously hurt anybody, not to my knowledge.  And then, of course, when accreditation came in, those years, and you’ve got to have staff on; you’ve got to have RTs. So, it’s for the better, better for the patients, better for the residents and students that there was staff  Now, there were staff on call.  You could call them in if you had certain exams that would come in, like if you needed interventional radiology.  In those days, that’s about the only thing you called them in for, and you were allowed to turn the processor then if we had a special procedure going on.  

We have gone through – Dr. Campbell was chairman of the department when I came.  Dr. Klatte had been before, and I had met him when I came in for my interview, I think.  But he had left in the meantime, before I got here, to go school.  He went to Vanderbilt.  Dr. Campbell was the chairman; Dr. Helman was the director of the program and was for years until he left.  Then after he left, the director of the program became the medical director.  There weren’t two people involved, like when Dr. Campbell was here.  Dr. Helman was head of the school.  After that, we didn’t have a separate person, radiologist.  Whoever was the chairman – then it was Dr. Klatte, now Dr. Cohen – was the medical director for the program.

The staff technologist has grown by leaps and bounds from what we had at the beginning.  The residency program remained pretty consistent although it went from being three years, four years, then five years, and then back to four years.  I’m not sure when those things happened, but they went through their evolution also.  I think in the earlier years the relationship between the technologists and the physicians and residents was much closer than it is now because we were all here in one place.  As technology got bigger and as we spread out toward hospital facilities, the camaraderie that we all shared with each other kind of got spread out; so you really didn’t know everybody all the time.  Except that because I was so involved with all the hospitals, and I was always continually visiting the different hospitals to see the students, I kept in close contact with a lot of the people.  And a lot of the graduates were my own students anyway, and the residents became staff members; so I knew them.  It was really very close. I don’t even know when it started, when they were seeking outside physicians who were not just IU trained, and then I think the physician staff has evolved to have more outsiders than the technical staff.  The technical staff is closed to – I mean, the faculty positions – Dr. Cohen and the faculty physicians, they have gone to the outside to find staff members who came from other universities, much more than at the technical staff level.  We at the technical staff level much prefer our graduates, and we only look to the outside if we can’t find one of our own graduates.  I think that the physician staff has gone in a wider scope than the technical staff has.

It was a big change when the Department of Radiology moved to University Hospital.  It was, like, “Oh, my gosh, it’s so far away from here.”  We were still doing some procedures here, and when Riley came along, too, that had to be completely staffed, of course, because there was just this one place.  Coleman never had a department.  The women, when it was still a women’s hospital, they always did come here or go over to University.  We had a couple of rooms back here, right down here, where we had one pediatrics room and that's all  We did have to bring everybody over, and it was rather difficult on the children if they were pretty sick, to have to take them through the tunnels, which are not the nicest place.  It was, at least, convenient enough that you didn’t have to take them outside.  We did a lot of portable work over there, and they still do, but maybe more because of not bringing the patients outside.  Again, when they added VA and Wishard Hospital to the scope of where everybody went, it just further spread out everybody until the staff is rather large now.

The physician staff is the largest I’ve ever seen it.  We have over 100 undergraduate students all the time.  We have a lot of students; we have a lot of residents.  Of course, now we’re Clarian, they rotate through Methodist, which is new.  Their first class – last year, I think, they took their first combined class.  We are not there yet with the undergraduate students.  They are still running their own program.  We are running our Indiana University program; they’re with Ball State.  There is  a contract that is being negotiated to have the Methodist students come as IU students.  Then, the Ball State _____ will no longer exist.  They are trying to combine that, too.  

After Dr. Campbell left, then he went to the west coast, and he took some of the staff with him.  Dr. Fred Mishkin went with him for nuclear medicine.  Dr. Franken, who was head of the department at Riley – he was the first one – he went to Iowa, and there was kind of a changing of the guard then.  There was – Dr. Miller stayed, Roscoe Miller, and he was the oldest person that was with me when I first came here to remain as a staff member.  He had been here longer than any of the other physicians.  It depends on whether you count Dr. Klatte because of his years, but he left.  Roscoe Miller was steady, and then Dr. Campbell left.  Then Dr. Helman left and went to St. Francis, and Dr. Kurlander left and went to Community.  It was a big change.  Then when Dr. Klatte came back, he brought some people back with him from Vanderbilt, and then, over his years, they added on more people.  Now, Dr. Klatte’s gone, and Dr. Cohen [is chairman].  But over the years that I’ve been here, there’ve only been three chairman; so I think it’s been a very stable atmosphere both in the Department of Radiology as to the running of the department and as to running the residency program for the physicians and the undergraduate program.  Our faculty here is in the School of Allied Health, which is part of the School of Medicine.  We have been very attached to the Department of Radiology over the years.  In fact, we were completely attached to them until several years ago when our budget was switched.  We still remain very close.

[Interviewer asks how the School of Allied Health came about.]

Allied Health has always been part of the medical school.  Nursing was a part of it, too.  When I was first here, it was.  Everything got so big they and enough political – politics to go off on their own.  So they went off on their own.  Over the years, there have been efforts by some programs and some directors [?] in Allied Health, which consists of ________ technology, medical technology, physical therapy, occupational therapy, respiratory therapy, medical records, all of our radiography programs which include medical imaging, radiography, nuclear medicine, and radiation therapy.  We have four programs there.  Those kinds of things around medicine, allied health.  And we’ve all had very close relationships with our own departments, especially medical technology, respiratory therapy, and radiologic sciences.  Physical therapy and occupational therapy, they’re allowed to go out and practice on their own, but we can’t,  I can’t go open up shop and say, “Come now.  I’ll take your X-rays.”  Only physicians can own the equipment.  So we’ve had a much closer relationship with our own home department than some of the other Allied Health programs who want to go out and get away from the medical school.  

It’s a big todo right now, and we’ve always been on the side of “Now, we want to stay in the School of Medicine because the Department of Radiology’s been very good to us over the years.”  They help us teach.  They financially support us, and they give us clinical sites, and the use of the technologies to teach.  But we also give a lot back to them.  Our students do a lot of work in the clinic while they’re in training just like the residents do.  It’s also an excellent source for hiring people.  We’re in a shortage right now.  There’s a shortage of technologists, and we’re pretty good here because, again, you graduate somebody, you  go out and recruit and you keep them here with whatever it takes to keep them.  Students got all kinds of sign-on bonuses last year, doing very well.  The radiologists, the physicians, they re under a shortage now, too.  Five years ago, you wondered where we were going to put all these people.  We had too many doctors and too many technologists.  All of a sudden, the technology just snowballs, and now you don’t have enough people to do the work.  This is a good opportunity right now for anybody who wants to have anything to do with the Department of Radiology and that field, all the way from the physician to the clerical staff, actually, because the more you add on, the more clerical staff you need too.  But certainly the more technologists.  That’s the part about Allied Health.  We just got through this big retreat where the others, again, retreated and decided that right now was not the time to ask to leave the School of Medicine because we still – They have a lot of things to work out, you know.  There are some bad points about being part of another school, too, like you’re never first.  You always get what’s left.  But there are a lot of other things.  There are perks for being there.

Technically, I think one of the biggest moments that I remember was going from mirrors to televisions in fluoroscopy exams.  The mirrors were, you  know, about the size of an orange, and you could see very little of the patient’s inner organs, and what was going on.  When image intensifiers came in, then that helped with the protection of the patient, too.  That was a big dosage.  That was a big step right there.  When we had what we called ______ intensification and that was with mirrors.  Then when TV was added on, that was even a bigger step because you didn’t have to work in the dark anymore.  You didn’t have to wear red goggles.  It did not slow down your activities of the day until everybody was ready.  You could  come in and do emergency exams very quickly that needed fluoroscopy because you had the TV, and you could just kind of dim the rooms down, and you could see the image on the television.

[Interviewer asks for the time of that.]

I don’t know, but we were still here [in the Clinical Building] when we got the first televisions.  They weren’t very good, but they have evolved just as TV has all the way.  I could probably figure out the date.  Actually, at the moment I can’t even remember when University Hospital opened, but I think it was 73, 72, like that.  I believe Emily, who’s the program director here now – she was my student, and I thiink she was going in her second year.  She was in the first group that went over there.  So, that’s a big thing.  

One of the other things I’ve seen really big is the evolution of interventional radiology, going from having one little room in the corner and having very archaic methods of imaging and how to intervene into the patient’s body to very sophisticated types of equipment and the physician and the technologists doing a lot more than normally was done in the surgery department.  We’ve gone from a whole week of staying in the hospital to outpatient things to get some of the interventional exams.  That was a big thing.

In the orthopedic side, it’s certainly -- I mean, that probably was more stable although you bring in more views to do things, but you didn’t see the big jumps that you saw in fluoroscopy alone for GI work, and then to the interventional.  Then, certainly, with CR, MRI, and ultrasound.  When that came, especially ultrasound, when it came, they said, “Oh, nuclear medicine’s going to the wayside.  We won’t even need to have this department anymore.”  Then that was another thing.  They cut back in physicians, they cut back in ___________ we did at school.  Then all of a sudden, we realized that there are certain things that only nuclear medicine can do, and nothing else can do it.  Now we’re short of nuclear medicine tech positions.  That would be ___  the imaging center built on to the University Hospital was a big step, the PET scanner, all those new toys that we have that we didn’t have then, but, you know, I think the standard of care remained high.  It didn’t matter whether you just had a little X-ray unit or you had a big sophisticated, high-powered generator, we still kept good X-rays.  We still always had a good patient care.  We had good physicians, good staff, good technologists, good teachers.  Everybody I think – the majority are interested in good patient care, helping the patient out.  I don’t think the standard of care changed.  It’s just how we got there.  The technology changed tremendously, but patients were served in the ‘60s just as they are in the 2000s now.  It’s just that we have more technical toys to do things with and faster and with less discomfort to the patient, certainly.  There’re still certain things you’ve got to do that aren’t any different. You put an enema tip in the same way you did in 1960.  It’s not any different now.  But you don’t have to use it as much now because of the CT scan and now the MRI coming in.  But we still do those exams, and there is still just basic radiography that goes on every day.  The most frequent exam done is the chest film.  So the things that are the bread and butter of the department still continue on.  You take a foot film just the same way as you did in the ‘50s.

 The school started in 1950, and they had the first graduating class in ‘51.  Then there was a year when there were no graduates because it went from a one-year to a two-year program.  I graduated in ‘64 and – students still do this – you carry around this little book, and you write everything down in this little book.  You carry it around with you, and it tells you how to position the patient, tells you how to set technical factors on the machine.  I think most people don’t understand that the technologist is the one that sets the dosage of radiation to the patient, not the doctor, except if you’re in radiology therapy.  In the diagnostic area, where you’re going in to be diagnosed, it is the technologist that sets the dose. So you want to make sure that whoever is working on you has a license and that they’re practicing good care. This little book I still have.  I can go out and take my little book – I haven’t done patient care, diagnostic films for a long time – but I think I can go out and do them.  I’m not sure I can turn the machine on.  I know how to position the patient.  Anatomy hasn’t changed; we’re still structurally as we were back in the ‘60s.  The generators have changed.  They’re much bigger, and you don’t have to use as much dose to the patient.  So that has changed.  Which button to hook on to – all the digital stuff – that has changed.  Because you can do exams now without being in the room where, before, exams required you to be in the room. So the occupational worker got more radiation than they do now.  

You can do things outside, and things are much faster.  In the old days, we used the floor.  It wasn’t anything to lay a patient down on the floor because you didn’t have the distance factor, especially kids.  We had lots of hydrocephalic children with _______ values in those days.  In this room next door, one whole afternoon that’s all we did.  They’d line up in carts out here.  They would all be – had the large head with the fluid in their ventricles, and we would lay them on a floor.  On the film their head would be so big, and then we’d take the X-ray  That was the only way we could do it.  You couldn’t hold these kids up.  They’d be laying down.  I remember those days.  It’s a lot different, and, I guess, besides that, we didn’t have processing where you just stick the film in and it develops itself.  You know, you had to put it on a rack and put it on a hanger and dip it and look at it, figure it out.  Hopefully, you had the right technique.  

In those days it was messy.  You had your white – we all had to wear white uniforms and while hose and white shoes.  We weren’t allowed to wear pants.  We had to wear dresses.  We were still [wearing dresses], in those days, except for the boys, and we always had brown marks all over the uniform because the fixer would get all over you from the wet development.  The uniform smelled.  We progressed to where we started allowing the girls to wear pants, and when the processors came in, you didn’t get that – all those chemicals – all over you.  Because it was not good to breathe the chemicals, it was not good for your hands, and the material after awhile just rotted because of the chemicals.  But that was part of the growth pattern.

Then, I suppose the taking on of other sites, other than just Wishard, the VA, Riley, and University.  For years, that was the four sites, and that was it.  Nothing as far as the education or patient care for the medical center was done.  Then we went to Johnson County.  That became a clinical site, not for the undergraduates, for the residency.  They have – the Department of Radiology private physicians group is handling many other sites where they’re doing the readings – Central State and LaRue Carter.  For years we had a technologist at LaRue Carter; in fact, she was my supervisor in school, and I trained her daughter.  She trained me, and I trained her daughter.  And her daughter works at Wishard, and she just retired.  But she was over here at LaRue Carter until a year and a half ago when they moved LaRue Carter’s patients out to Cold Springs Road.  She did the films in a very old archaic room over there.  It was unbelievable that all these years she was still using that piece of equipment compared to everything else on campus.  She would pack up her films and go over to Wishard, and Dr. Tarver read a lot of them. I can’t remember who read them before him, but that went on for years.  They still have a small unit out at Cold Springs Road, but I don’t think they’re using it very much. I think they  bring the patients; instead.  They probably go to Wishard because they’re state of Indiana patients.  That was something else over there, too.

I guess the biggest thing lately would be the Clarian thing, the hospital part leaving Indiana University, sort of like seceding from the Union.  They left, you know, and that’s made it very different.  We were always one.  Everything was IU.  The hospital was IU, the staff was IU, the patients were in an IU facility, and then, suddenly, the workers are not IU employees any more, but the teachers still are, and the doctors still are.  So, you have faculty here and staff here.  These people are Clarian; these people are IU.  It created, I think, some problems internally, that they’ve had to work very hard on.  The physicians at Methodist as far as I know still are not together, still a separate entity.  I have students over at Methodist in the Ball State program, the advanced training, who’ve been there a couple of years and, like I said, the freshman and sophomore students in the radiography program are still with another university over there.  I think that was another big moment in the Department of Radiology, the Indiana University Department of Radiology  when the chairman was no longer the head boss of everything because now we have another facility that he’s not over.  He’s still over Riley and University, but there’s a person at Methodist who’s at least physical, and there is management that has more control now over the Department of Radiology than before because it always filtered up to the dean of the medical school.  Now you’re got all these other arms going out.  I think the staff when they changed to being Clarian employees, they lost some things.  

One of the major things they lost was their ability to send children to Indiana University and have their tuition paid.  That was a big, big item.  If you had a student there for four or five years, and Indiana University is going to pick up half the price, that’s a lot.  And a lot of the people had worked for IU all these years, and had children and had planned for the university to pay half of the tuition, and they didn’t save the rest of the money.  So they were in real Hurtsville when their kids were, you know – when suddenly they lost that.  Their retirement was changed, their days off –everything was kind of up.  I think things have settled down a little bit now.  I don’t know.  I’m not a Clarian employee; so I’ll still be an Indiana University employee.  It didn’t change my financial status or anything or any of the perks I get, but it certainly changed our relationship with the staff in the hospital because we’ not all IU now.  We were very concerned, you know: is Clarian still going to let us have the students there,?  Are they going to let the Clarian staff help?  Obviously, we can’t teach 100 students in the clinic ourselves.  We need the clinical staff; we need them to interact with the staff there and with the doctors  The same way with the residents.  The Department of Radiology residents, they need the patients to work on, too.  They’re not Indiana University patients anymore.  That seems to have worked out.  We have a real good relationship with the managers at University and Riley, and of course Wishard and VA were not part of this anyway.  They’re not Clarian; there’s no change there.  Because we have a lot of IU graduates, that helps.  If you are working with people who come from our program, then that helps a whole lot, both from the physicians’ side --  I think it’s a lot of loyalty.  If you graduated from IU as a doctor or a staff radiographer or a medical imaging specialist, or whatever, you have loyalty because you graduated from there.  There’s not that loyalty to Clarian yet.  They’re too young.  And I don’t know if tehre ever will be because Clarian’s not a university.  It’s different, it’s just different.  It’s a clinical site

Because the physicians do teach some of our classes, I still see some of the old ones.  In fact, Dr. Knote. He just came back and joined our staff at VA, and has retired out of Home Hospital Group out of Lafayette, but he was here as a resident with me.  Some of them are coming back now to work part time to help out, which I think is very nice.  It’s good. Dr. Cockerill just left; he was here when I started, too.  There isn’t any way – now that Dr.Knote’s come back – but Dr. Cockerill were the last people from the early ‘60s still here.  So I’m it.  I don’t know who else is next actually in terms of years, continually employed by Indiana University.  

This week I just finished my 36th year – it was September 4, 1964.  Actually, it’s like August 26 in my personnel file.  I’ve never been employed –I’ve never been anywhere else.  I’ve had a variety of jos – three different levels – here, in the school, but I also worked part time at VA in the early days on the weekend.  So that I taught during the week, and then I went over there and did films on the weekend and got paid extra money.  But it also helped them cover their weekends.  There were a bunch of that who did that.  I was at Wishard as clinical instructor for less than a year.  I’ve been at Riley.  I had an office at Riley.  I’ve had an office at VA, I’ve had an office at University, and I’ve had an office at Wishard.  Most of my time has been in here [Clinical Building}.  I’ve done several maternity leaves where I’ve done double duties.  I’ve been here as the manager of imaging and teaching, but then I was taking care of a hospital, too, because we were in the process of recruiting a new faculty member.  

You know, they say when you come back to the office, you never go back to the hospital again, but that has been mine because I’ve done different places.  And, again, because almost everybody’s employed, although it’s becoming less but still in the high percentages, were my own graduates.  I like to go see them.  Even at St. Francis, one of our clinical sites.  I was down there last Thursday, and I was visiting just to see where some of my students are assigned, but I also got to see a bunch of people that I hadn’t seen for awhile who’d graduated from here.  And that’s good.  And I saw the physicians.  St. Francis is pretty much IU graduates, both physicians – more physicians now.  Dr. Helman, when he first went down there, and they’d  just started replacing , replacing with IU graduates. There are maybe just one or two left that are not IU.  It’s pretty much an IU facility as far as technique and management –how they do exams and things, both at the south campus and at Beech Grove.  And as the years go by, and you graduate more physicians and more staff radiographers, you just keep filtering out to other areas.

There wasn’t any other residency program in the city except Methodist, and now they’re together.  There are a couple of other radiography programs, though.  Ivy Tech has a program, and Community runs  small hospital-based program.  So there are some of the staff technologists being trained by other facilities.  It’s not strictly IU, but we train a majority of the technical staff for the state of Indiana and surrounding states.  I think the placement factor for our residents and for our radiography and imaging students is excellent.  They also get good jobs, and we get good reports.  It’s a good time to be a part of  the Department of Radiology, no matter what.  I think it’s always been that way, actually.   

There was a period of time – I don’t know if you know what a DRG is.  It’s a diagnostic – [HESITATES] – What it is, for certain exams there’s a code, and you can only have paid for by insurance and Medicare and all this, and that’s all they’re going to pay.  That’s to do with the payment, reimbursement, coming back to your department – when the federal government put these DRGs in, the Departments of Radiology all over got very cautious because they were afraid they were going to cut out so much they wouldn’t be able to do very many exams.  They wouldn’t be able to pay their people.  So everything kind of cut back.  The residency program didn’t add any on, and the amount of people being trained --  We never cut back here; some of the other schools went out of business on the undergraduate level, or they lowered their people. Then they found out it just didn’t happen. There were still people that needed all these exams.  And even though the HMOs and these DRGs and everything were controlling, they had more control over how long you stayed in the hospital and what kind of laboratory tests and things they would pay for and not as much the radiology.  Now, they made you go through some hoops. You had to get pre-approval on things where you hadn’t had to do that before, and all this coding and everything has made a tremendous amount of work on the managers of the Departments of Radiology that wasn’t there before.  But I think that’s happened in everything you’re in.  I do so much paper work, and I document and do so many reports now that it takes away from my teaching time.  It’s like you have to document yourself all the time, and they have all tehse agencies and all these people that have created these bureaucracy levels above, and I’m not sure it’s making us any better, you know.  Maybe in the other areas, in smaller places where they weren’t as controlled as we ae by Indiana University and our quality assurance [?], I suppose that could have happened.  Here it just seems we’ve added another level.  We’re constantly doing reports and truing to document whether we should be here.  My guess is who’s documenting whether the managers should be here?

If this is a teaching institution, first you’ve got to have students; you’ve got to have patients, and you have to have teachers.  The managers can go although I’m part of management, too, as far as managing the overall program, but it’s not the same. I’ve never wanted to leave.  You know, there’ve been some really rough times when I didn’t have very much help at all, and I just thought I could never get through another day.  But I did.  So, I never had to really go anyplace else, and I got to do a lot of different things.  I think I’ve always had a very good relationship with the physicians and staff and with the other faculty members.  I’m ready to retire.  They can buy me out at any time.  We have this 18-20 for older faculty members that stopped [?] in 1983 or ‘84, and they call it the Golden Handcuffs of Indiana University because it hadcuffs you here until you’re 64.  You lose a whole lot of money if you’re not here on the day you turn 64.  As long as I’m healthy enough, I guess I’ll stay.  If it get s really bad, the money’s not worth it, you know.  As far as wanting to leave to go to another department, I’ve never ever had the desire that great.  Like I say, there were days when I didn’t want to go work anywhere that had anything to do with the Department of Radiology, but I never really had the desire to resign and go take a job in another department.  I love being with the students.   I like to see them perform. 

In the older days when the resident physicians and staff were more together, and it was smaller, certainly I think there was more camaraderie than there is now.  Just because we’re so big and not that it couldn’t exist or doesn’t exist in pockets, but as far as the whole Department of Radiology --  We have this Christmas party, and people come in.  Before, you knew everybody, and everybody knew everybody and knew your name, and you knew everybody’s name, and you worked with them all the time.  Now, when you spread out, and you get bigger and bigger and bigger, you know less people.  Sometimes it ends up that you know less than you know.  But that’s growth.  I’ve also seen Wishard go to a trauma one hospital.  I’ve seen Wishard change from a very dirty, nasty place to get health care to a very good place.  If I was in an accident, I’d tell them that’s where I want to go.  I want to go to the ER.  I certainly don’t want to got to IU,  Methodist is okay, too, but IU is not set up to be a trauma room.  It’s an admitting area, but if you’re really sick and you’ve had an accident or a sickness, you want to be stabilized.  You want to either go to Methodist, or you want to go to Wishard.  People look at you, and they still have these feelings about Wishard.  They say, “Why would you want to go to Wishard?” and I say, “Because they triage there  If you’re life or death in 30 seconds, coming around you want to be there.”  Now, after you’re stabilized, you might want to go somewhere else.  I’ve seen a big change over there, too.  I’ve seen from no private rooms to huge wards, just like you see in the movies with the curtains and everybody in one ward.  That’s how it started out – to private – everybody has their own little cubbyholes.  The privacy of the patient has certainly changed a lot compared to when we first started.  We’ve had prisoners.  All the prisoners came here also.  So we’ve had a prison ward, and we had a developmentally challenged ward, and then everybody else was kind of grouped together.  

Then we had the kids, you know.  Riley was here.  They’ve built on so much.  But there was a Riley Hospital, a small one, when I came here.  And, of course, all the women, only for gynecology and babies were in Coleman Hall.  That was something else.  You know, they had no radiology facilities over there, and if you were in labor and you couldn’t deliver – this was pre-ultrasound days – you had to be hoisted on a cart, brought over here in the middle of your labor, and crawl on a table down the hall here, and sometimes deliver your babies here because you couldn’t get back to Coleman Hall.  Usually, it seemed like if they’d been in labor for a period of time, they they’d move them and bring them over here and invariably go into delivery here before we could get them back over there.  I delivered a couple of babies myself in the early days.

[Interviewer suggest she tell about Dr. Miller.]

Oh, Roscoe.  He was one of a kind.  I’ll tell you if you had any GI problems, you wanted him looking at your films.  He was rough – He was renowned internationally,  Of course, he’s deceased now, but he created all kinds of accessories to do exams.  He was professor of radiology, but he was in charge – I don’t know if it was called division director – of the abdominal or the GI area.  He was not chairman.  He never was the chairman of the department, but he was always the director of the GI – gastrointestinal area – or abdominal area.  I’m not sure exactly about the title.  Things that Dr .Kopecky does now at University.  Of course, we had people at the other places.  He would created all these things, and he had the Miller abba[?] tube that is named after him, and it’s in our textbooks, both physician and technology, for – a tube you would put down a patient to do some exams.  He would try everything out on himself.  He would never do anything to a patient that he hadn’t had done to himself.  He was always looking for volunteers to do all these things, and he wanted everybody.  He thought that everybody who came through the department – whether they were a staff position or whether they were a student technologist – they should have an enema.  They should all know what it’s like, and various things, but he never did that.  But he thought they should do that.

He was something else.  He was gruff and rough, but he commanded respect.  Sort of like Bobby Knight.  I had a barium enema once in my lifetime, and he did it.  I would not have wanted anyone else to do it because he could find little things that were wrong that other people couldn’t see and that would miss.  He pretty much ruled the abdominal area of the department here and over there until he got sick.  And he was sorely missed, just because he was so smart, and he had so much to offer and so much to teach.  But he was a different man.  We always got along well.  His office looked worse than mine.  He and Dr. Campbell and I – our offices – I think I’m like this because of them.  We all do a lot different things, and we go from one thing to the other.  And we just throw the stuff and then go on to do the next thing.  When it’s time to get back in that book, you know what pile its in, if it’s in this box or something.  It looked just like this.  I used to stop by to see him there, and I’m going, “Dr. Miller, your office is getting worse and worse and worse.”  I would go in there, and he would be piled up with journal articles, you know.  He was well published.  Again, always people were seeking him out to come and give lectures and things.  He was just – probably at that time – well, at that time and maybe still, the most renowned radiologist that I knew.

[Interviewer asks for a time clarification.]

[‘80s.] -- Clear up into the ‘90s, when he passed away.  I’m not sure exactly.  But he was here – you can find out the dates for sure -- even if you talk to any of the staff radiologists who trained under him.  Even now, things filter down, and you talk to somebody, one of the residents, and they know who he is because they read about it in their textbooks, or they work with somebody that’s trained [under him], and they’re always going, “When Dr. Miller was here, you should have seen this or that.”  His name is still being used to teach and to tell people about him.  He was something else.  He was wild.  He would thing nothing of – We had a parking lot out here, and he had a black T-bird.  He would – he had a space out here, and if somebody was in his space, he would think nothing, if it was a surgeon, of putting on a blue gown and going up there and telling them to get their car out of his space.  He was something else.

Dr. Cockerill was at the VA the whole time, and Dr .Helman was here, and then he went to Wishard.  When he left, Dr. Holden took over for him or, actually, they were there together.  Then, let’s see, Dr. Helman went to St. Francis and left the faculty, and Dr. Holden took over at Wishard.  Then he stayed  at Wishard until Dr. Campbell left.  And then Dr. Holden came to be the chairman of radiology; so he was – not Dr. Campbell.  I mean Dr. Klatte.  It was Campbell, Klatte, Holden, Cohen.  Those are the four chairmen that I’ve worked for.  Dr. Helman helped me tremendously.  I would not be today where I am and know what I know without him.  He goes way back.  He and I shared an office when he was the director of the school.  I teach Principles of Radiography 1 and 2, and  -- actually I’ve taught about every class in the whole curriculum at one time or another, but I’ve settled into Principles and some physical principles type things.  He taught that when I was in school, and so I had to go sit through his class all the time, which at the time I thought was a chore because I had to do the exams for him.  But it was the best thing that ever happened to me because when he left, I was able to take the classes on, and I had learned so much from him, you know, over the period of years.  He also encouraged me.  In those days, we didn’t have faculty appointments for the teachers that were not doctors.  Only the doctors got faculty appointments.  He helped me file my papers to get my first appointment.  He helped me file my papers and get ready for my promotion and tenure, things that no other staff radiographer or teacher of the undergraduate nature had ever done.  So I was the first one.  And, again, I had to give Dr. Helman the credit for helping me and sticking with me and doing that because it was real rough on me in the earlier years, you know.

You just graduated, and I didn’t even have my B.S. degree until 19__.  Let’s see, I got my certificate in ‘64.  We didn’t even have degrees at that time.  In 1968 the first degree came in, and that was at the associate level. That’s when I finished my undergraduate things.  I needed to get that and then in 1970 I got my B.S. and in ‘75 I got my Masters.  So I just kind of evolved with all of it.  I’d been to Bloomington a year before I came up here.  I was in nursing and then decided, close to the end of school, I didn’t want to be a nurse.  I heard people talking in the hallway that they had been accepted to the radiology program.  Then I said, “What is that?” and they said, “Well, we’re not real sure.  We decided we didn’t want to be nurses; so we’re going to go do this.”  “How did you find out about it?”  Well, somebody knew somebody, and they said, “Just call Dr. Campbell up.”  So I did.  I came home the next weekend, and I called him up and told him that I was getting ready to complete my first year in nursing school and that I’d decided I didn’t want to be a nurse.  They had already selected theis class, but because I had a year of college and I had had science classes – I’d had anatomy, physiology, chemistry, physics, and all that stuff done already – which wasn’t even required to have because they took them right out of high school in those days.  He wanted to know – he was working and he said, “Can you come in and talk to me?”  I said, “Sure.”  So I drove out here, which seemed like forever in those days to get here, and I only lived 15 minutes away.  So he talked to me, and he said, “You’re in.”  And I said, “That’s it?”  “Yep, you’re in.  Come to school in September.”  Of course, my parents were devastated that I was going to leave Bloomington and go from a degree-granting IU program to a certificate IU program.  But it worked out good for me; it was one of the best decisions I ever made.

Dr. Holden has helped me a lot in the later years to develop the medical imaging program, which is the advanced program for MRI, CT, ultrasound, and interventional.  I’m the coordinator of that program.  When he first came to Wishard and Dr. Helman left, I would go over there a lot, and he helped me figure out what it was we needed to do.  There is no dedicated faculty to this program to this day.  We have lots of physicians’ help and technologists’ from past graduates.  There is no money to run this program.  I’m on the faculty, and I teach in the associate degree program, but this is the only program where there’s not one person and that’s all they do.  In addition to running this program, I still my other stuff, and I didn’t hve any money to have people come and help teach what I needed because we were running four separate majors.  It’s so much different than radiography.  Dr. Holden helped me a lot with getting resident and staff physicians to teach.

Before, they only taught a little bit.  They taught pathology and ________ in the associate degree, but the physicians staff and continue to this day, are heaving involved in the education process of the medical imaging program.  If that relationship was ever severed because of Clarian or anything else, it would be devastating to this program.  Luckily, I think some of the physicians even like a little change from patient care and also from being with medical students and doctor, doctor, being with the undergraduate students.  And the students know and they appreciate the time that the staff physicians spend with them.  Dr. Franken, who went to Iowa from Riley.  He was there .  We were all together, and Dr  Kurlander.  Those two were pediatric radiologists.  That was a big change, then, too.  When Dr. Franken and Dr. Kurlander left, they were the two pediatric things; so then that started again over there, that they had to rebuilt their staff over there.  I'm not sure when Dr. Cohen came -–if he replaced Dr. Franken or if there was somebody else in there.  Kurlander was first. Dr. Kurlander was here when I as a student.

[Interviewer:  Cohen’s been here awhile.]

Oh, yes.  He’s maybe 20 years or so.  It might have been when Dr. Franken left.

We’ve seen a lot of change in the nuclear medicine department.  Dr. Wellman, of course, was there for years.  He was also very supportive of the education program.  He would do and help and try to get whatever we needed.  I always had a good relation – I’ve never had any physician that I’ve not been able to get along with.  I’ve had my favorites; yet I’ve never told any chairman, “I can’t work with this physician.”  I would try.  I’d want them to come and teach a class, somebody.  Almost all of them have been very supportive over the years.

Dr. Becker did a lot of good interventional stuff and helped us teach, too.  Back in the old days when we first started the advanced program, clinically he was at Wishard with Dr. Holden and, of course, he was a resident, too, and he’s gone.  The regular crew from the old days was Dr. Campbell, Dr. Helman, Dr. Franken, Dr. Cockerill.  Dr. Robb came back.  He wasn’t here when I came to school.  He was in private practice, and he came back, and he was very good, too.  He was a gentle person, used to play Santa Claus at all our parties.  He’s missed.  He did a lot for education, I think, in the department.  At the VA, Dr. Hawes was a resident when I was in school.  He’s now the director of Wishard; he took over when Dr. Holden came over here.  Now he’s moved out of that position; Dr. Shah’s in that position, and Dr. Hawes is now some kind of  -- in the education part of the program.

In the younger staff, like Dr. Jackson, Dr. Valerie Jackson, Mary Edwards-Brown.  They’ve helped a lot in the education program, both of them.  Rick Smith, who just left.  For the years he was here, he spent a great deal of time working with the students.  I’m sure I’m forgetting somebody.  Dr. Yune, when he was here, was one of the middle ________, wasn’t the older one that was here a long time, and he hasn’t been this newer group, but he was here.  He was sort of like the assistant down from Dr. Klatte.  Again, I’m not sure what his title was.  I can’t think of who that person is that I was going to mention.  He came back – he was in a private group, and he also came back and did lots of teaching over at the VA.  I know the doctors, just really – They miss him.  He did a lot of reading room stuff, and the students liked him, too.  I didn’t work with him in the old days; he was gone and came back.  Sort of like Dr. Robb did, too.  I just can’t remember who he is right now.  You what I’d really like to do is go look at a picture.  There’s been so many of them, from back in the times, and see who.  But I’ve mentioned the main people that were the driving effort for the Department of Radiology.  Certainly, the four chairmen that were here with me, Dr. Miller, Dr. Helman.  Dr. Cockerill has been at the VA.  He was a little more at the outer skirts than he was here.  Dr. Yune.  When we switched from this place over to the University Hospital, Dr. Yune – and there were two.  Who was the other one?

[Interviewer suggests Dr. Moak.]

Dr. Moak! Moak from VA.  That’s it.  He just as wonderful in the reading room with the students and the residents.  I mean, they would sit there for hours and listen to him.  He had great teaching style.  He really liked doing what he did.  That was who I was trying to think of at VA.  There was somebody else.  I have a mental block.  I’ll have to ask Emily when we’re done.  [NOTE; EMILY LATER SUGGESTED THAT THE DOCTOR’S NAME MIGHT BE DR. VIX.] [Shows old photograph to interviewer and identifies doctors in the group: Drs. Klatte, Wellman, Yune, Robb, Cohen, etc.]  Here’s Dr. Kopecky, of course, he’s still here; and Dr Tarver,  Dr. Kreipke.  They all three help me a lot – Tarver and Kreipke and Kopecky have always been a stable of my teaching people.  I’m going to miss Dr. Marty Baker terribly.  He’s resigning, and the party for him is down at the canal building next Tuesday.  He’s young.  He’s helped me a lot in the teaching.  Again, I’ve never had a staff physician refuse.  That’s 100%.  I’ve never asked one to help me who didn’t say, “Okay, they could do it right now, or “I’ll help you next semester.  I’ve never had one that said, “No, I don’t want to do it.  I won’t do it.”  Not one.  We may not be the first of the list, but I’ve never had anybody refuse to participate.  Dr Wass.  He’s been around a lot, too.  He’s been more of a clinical person, but I’m certain he’s well thought of with the residents and the students that work with him.  They don’t work with him too much anymore because he’s down at Johnson County a lot, but he was at Wishard with Dr. Holden for a great period of time.  Again, I don’t know how long.  He’s one of the people who’s been there.  [TRIES TO RECALL OTHER NAMES.}  Dr. Conces has been around a long time, too, and he’s pretty clinically involved.  I think he’s running the day-to-day operations at University Hospital.

Actually, there are two sets of physicians.  One is – all of them are involved in clinical teaching, and then all of them are involved in teaching the residents in the classroom.  Two-thirds are involved in teaching undergraduate students in technology also, and some of them don’t do that.  It’s not because they’ve refused; it’s mainly because of what they do. They just haven’t been asked.

Dr.Yune – [going through department roster, still trying to find the name she’s forgotten]   Here’s Dr. Robb.  So he must have left – he got sick, and he had heart problems –

When I go out to visit St.Vincent’s, which I have a clinical site out there, when I go visit at Methodist and I go to St. Francis, the outsites, I still see the resident physicians that I know.  Now the younger ones, because I’m not at the clinic as much now, I don’t know them.  But the group that were here up to maybe 10 years ago that I knew for 25 years that are still working – I just saw Dr. Sequara [?] Thursday down at St. Francis.  I was so much in the clinic, in and out, then, and we weren’t as spread out; so I knew them, especially the ones that – A lot of them are retiring because they were older than I was in my first couple of years, maybe five to six years older than I was when I first came here, the first residency class.  They’re close to 62 or over 62 or 64, and they’re retiring.  I’m jealous.

[Interviewer asks for suggestions of persons to talk with.]

The clerical staff.  Barb Wiggles was the last one that resigned.  She can tell you everything about Dr. Miller.  She was his personal secretary for years and also with Dr. Campbell.  I’m sure she’d be glad to talk with you.  She left three or four years ago and retired.  Had a very nice party for her.  She goes way back, too.

[Interviewer comments on the department’s liking for parties.]

I was going to tell you --  When we were here, there were a lot of us, but we were close.  It was very crowded on this floor.  There was a reading room, and there was an X-ray room, and then there were hallways.  We had all these students in here and all these resident physicians and medical students and staff positions and then the teacher – me and maybe my couple of assistants.  Just all over.  I mean there were wall-to-wall people here, but it was fun.  It was hard work because we didn’t have the good equipment and everything, and it was physically hard.  I’m talking about before University Hospital, [in the ‘60s], pre-time.  Even after that, we had neat Christmas parties.  We still have Christmas parties, but we would have them in Fesler Hall, which is out classroom in the next building, or sometimes we had them right here in the department.  It would get a little wild, actually, in those days.  You didn’t have the controls on you that you do now, and, again, everybody knew everybody.  Everybody knew everybody’s name.  There wasn’t any staff position or resident or technologist that didn’t know everybody because you worked together all the time.  Part of the crew was on second shift or third shift, and you just rotated all the time.  So we had some fun times.  But I think it was good because we did work so hard that it [a party] took the edge off it and made you want to come back the next year.  Christmas was a major good time.

Then there would be days -- Once a month we’d have food delivered, and everybody would go in the reading room, and they’d bring in White Castles, or they would bring in cheeseburgers from the Pole, which doesn’t exist anymore.  One of the big things I remember is that we would have these – pizza place that has the strombolis – anyway, they had these stromboli sandwiches, and we would take this big order, and they would deliver them to this door up here.  You could smell the onions in the department.  You could tell – That afternoon the surgeons would come in for their rounds at four o’clock, and they’d say, “Well, the Department of Radiology’s had another food-in.”

We had rooms on the sixth floor here when I was in school.  That was where you slept, and later on we had rooms down here.  There was a resident and students.  We had bunk beds, and everybody slept in these because you didn’t get a whole lot of sleep.  Of course, you couldn’t leave the building.  Then when we moved to University Hospital, then the Christmas parties were at the hospital or at Fesler, and then it got too big.  Probably about 10 years or so, they moved out, and the parties were all the hospitals together, and that’s continued.  As far as I know, they’re going to do it again.

{Interviewer:  So you’ve lost that little cameraderie?]

Yes, yes.  I remember – it’s just not the same.  The closeness isn’t there.  And the relationship between myself and the older physicians is different than my relationship with the other physicians that I’ve worked with the last 15 or 20 years.  I still see Dr. Helman at the basketball games down at IU.  The first thing we do is hug each other, and I know their wives, and I’ve been good fiends with them, too.  We’ve been all through lean times when there weren’t very many people to do a lot of work to the times – but those doctors are gone.  Yes, they’re all gone.  Dr. Klatte I see once in awhile at Riley but, of course, he was gone by first five or six years, too.  When Dr. Campbell comes for the Campbell lecture, I still try to see him.  They were good to me

I think it’s good [to have growth].  I wouldn’t want to see the staff and the people to go through what I had to go through, when you’d work all day and all night and all the next day.  There are laws against that now.  You can’t do that anymore.  We learned an awful lot.  I mean, I really think that I know a lot more than the techs do now when they get out of school, and the doctors knew a lot more, too.  I think, again, there’s good and bad to that, but you can’t – those days are over when you abused people like we were abused.  But you newer thought about it.  You did what you were told; you never questioned.  You’d figure, well, this person’s been here.  They know what it takes to learn what you have to learn and do what you have to do.  So, you didn’t ask too many questions.  Then the ‘70s roll around, and the ‘80s and times start changing.  People are going to say, “Hey, you can’t do that,” although I understand there are probably still some medical schools where the med students are still on ____ [?] hours and whatever, and still there’re people taking calls – of course, they’re getting paid for it now.  

I think it was a good evolution.  I think the Department of Radiology, to me personally, has been very good.  I’ve seen it grow from a small, dingy-looking place down here to a bright, well-staffed ___.  People didn’t come to the hospital in those days as much as they do now.  A lot of people just, unless they were deathly ill, didn’t come.  So you have a lot more patients now, and because you have a lot more technology now, you do a lot more exams that we did.  I don’t think we were ever so short staffed that our patients didn’t get taken care of.  It’s just that technology was different, and what your own doctor sent you to the hospital for – and you couldn’t get an X-ray anywhere else, had to come to the hospital outpatient centers. There were not imaging centers.  The only equipment was here.  Once in awhile some doctor would have a little piece of equipment in his office, but you had to come to the hospital for everything.  So we did have a lot of outpatients coming in here in those days.  Everybody who worked here had to have a chest film.  We had days when we had people lined up right out here in the hallway where there’d be 200 people in gowns, standing in line with their little card.  We would just take films.  Everybody that worked at the hospital had to have a chest film, looking for TB.  In those days, it was heavy TB where now we just do a skin test.

When I first started here, there was research individually, and some going on, but now it’s called imaging sciences. Gary Hutchins is the director, and they have a large faculty – I don’t know exactly what their positions are.  A lot of them are not M.D. physicians; they’re Ph.D.s.  They have an affiliate program, a graduate program with Purdue.  They get some of the students down here, but that has been a big change, too.  The amount of research that’s going on in the Department of Radiology as far as imaging sciences has boomed in the last five years, just boomed.  They shared the space on this floor here with us.  Now they’re where Susan [Wilson] is, down at the canal building.  That’s there’s.  They’ll be part of this new research building that’s going to be close to where you’re parked, over there at Wishard.  They’re going to have a floor over there.  So going from an informal activity over the last 30 years to a formal, large, staffed – bring in dollars to the department that’s huge.  That probably should be close to the end of your history, whenever that department – I don’t know how Dr. Cohen wants to handle that, but that certainly should be in there as adding on to the facilities.  The engineering department we didn’t have before.  If something happened to a unit, you called somebody and waited till they got here.  Now, we have the engineers on staff, that Tom Gibbs used to be in charge of.  There are engineers now that are here on campus.  If something happens, you call them and they fix it.  That’s better, too, for patient care because you don’t hve to wait as long.  You unit’s down, you can’t do anything.  It’s not like you can do something else.  You cn’t produce any X-rays; you cannot make X-ray films.  The bottom line right there.

The research part and the division – I don’t know if it’s department or division – or imaging sciences.  That’s big.  That’s a big deal now, big change. Everything’s just grown leaps and bounds over the years, which it should.

