Interview with Mary Ann Campbell and Pat Spaller on July 1, 2002:

[Note: Noises in restaurant and occasional simultaneous comments from Mary Ann and Pat sometimes impede accurate transcription.]

Mary Ann:  I started in ’72 as a student in the radiological technology program, and Pat started in 1966 in the radiological technology program.

Pat:  Since that time – 1966 was the first year that the [INTERRUPTION AS WAITER SPEAKS] so that in 1966 in the radiologist technology program was the first year that they offered the associates degree program.

Mary Ann: In ’66?  Really.

Pat:  By the time I graduated, it was ’68; so they knew that the ’68 class would be the first associates degree.

Mary Ann: So you were in that class?

Pat:  Prior to that it was just a hospital certificate program.  Sue Wideman was the school director.

Mary Ann: Have you talked with Suetta Kehrein?

Interviewer:  Yes, I talked with Suetta.

Pat:  Other than Suetta Kehrein – Suetta Kehrein is probably the oldest – I wouldn’t say the oldest – the biggest knowledge base in terms of that program or moreseniority person who still works as part of the department.  And then probably me.  But then, even me with Clarian.  You know we split off from the department.

Mary Ann:  But you know the thing that’s different too – at the time Pat and I – I was 20 years old when I started there.  I’m sorry, 18 when I started in ’72 and you were – were you right out of high school?

Pat:  I was 19 when I started there.

Mary Ann:  So we spent – Of course, Pat still being there – Both of us, our entire career has been at that place, and when you think about it, and the difference between people  – Kids today would probably have three, four, and five jobs, but we kind of were of that mindset that you start in a place and it works out well, it’s a good place, a good environment – it kind of gets in your blood, and you end up spending your career there.  You go through that period you reach a point where you think, “Maybe I ought to move on: but then you kind of think, “Well, the grass really isn’t that much greener” ; so I think both of us – You’re talking to two people that for the most part, with a few exceptions, we grew up there and just really have a lot of really good things to say about that.

Pat:  There was a time – I know when I started, it was at Long Hospital before University opened, and Dr. Campbell was there, and Dr. Helman.  And probably the people that you remember the most over the years.  Everybody talks about technology, but it tends to be the people.  So one of the people that had been there a long time – I don’t know how long before I got there, but she was also there a long time after I started was Trefella.  Do you remember Trefella?  I don’t remember Trefella’s last name.  But she was a real character of a person, a receptionist.

Mary Ann:  Her sister was Ida, Ida Lockridge.

Pat:  She was a transcriptionist, and they worked for the department for a very long time.  And who else?  Barbara Wiggles was there at the time.  Have you talked with her?

Interviewer:  No.  She was Dr. Miller’s secretary.

Pat:  She was there at the time I was a student also.  And also at that time you were either a student or supervisor because every technologist became a supervisor as son as they were hired.   

Mary Ann:  How many rooms did the Long department have in radiology in terms of X-ray rooms?

Pat:  Two fluro rooms, skull[?] room, specialists’ room, chest room –It was still, maybe,  a small Riley Hospital, a small Riley department.

Mary Ann:   And all the X-ray films were housed in the basement, weren’t they, at Long?  I started just right at the time University was opening – had opened – so I never knew the Long like Pat did other than we still maintained some radiographic stuff over there for the urology clinics, but you really  -- your whole time during your training in the program was spent at Long.  All your portable work, bedsides,  you did all at Long Hospital.

Pat:  At Long and the V.A. Hospital.  We rotated to V.A. We didn’t have Wishard then, and you rotated to Riley at that time.  And you took call – students took call, and you had no supervision.  Back, at that point, I’m sure that happened all the time.  

Mary Ann:   The thing that was really different at the time we started the X-ray technology program – at least I’m sure this was really  true when you were there – we paid very little tuition.  We paid a stipend, was what it was called, and we weren’t paid a stipend but we paid something like $99 a semester or something.  It was very, very minimal, but part of the reason, I guess, they justified  that was the students were really much more so than they are now.  We were manpower for the departments.  They didn’t have enough staff, and the students --  you know, it’s probably the thing there were so many regulations with all the different governing bodies over rad tech education.  We were -- Hours.  We worked long.  We were more unsupervised, I would say, wouldn’t you, Pat, than what they can now?  So you – really clinically, you got a lot of valuable clinical time back during those years.

Pat:_______________ what you could do for the patient.

Mary Ann:  It was sort of see one-do one-teach one.  Like what Pat pointed out, when you took night call coverage, oftentimes you’d have – there was a technologist, a registered technologist, on the shift, and you’d have two students.  Your registered tech may have been over at Riley, doing something when you were there in the department taking care of things.

Pat:  That’s just it.  We had even a registered tech –

Mary Ann:  See there.  Yeah.  So it was just the students talking the calls?

Pat:  A first year and a second year, and our call room was back where the offices were, where Dr. Helman’s and Campbell’s office was.  When the room was dark, it was black, and right behind it was this elevator that would – it was real creaky and so during the night you would hear this creaky elevator going up and down.  There was also a time when you took care of – I think this – the hospital took care of the prisoners.  We don’t any more.  I think it’s Wishard that does.  I can remember one time as a student there was a small prison riot, and we had prisoners that came in from that riot.  We had from Muscatatuck State Hospital, and those were the types of patients that were different – very different type of a patient.

Mary Ann: And the OR was up on – what floor?

Pat:  Fifth floor.  When you did portables on the OR, you didn’t wait for the elevator.  That was another thing.  You had an elevator attendant.  We had two elevators for Long Hospital, and you had an attendant there that made the elevator go up or go down and then adjusted the elevator floor to hit --.  I’m sure you remember those in some places.  So they adjusted the elevator so the floor would be even so you don’t tumble out when you go out.  But since it – surgery [?] -- was on the fifth floor, you ran up five floors to get and take films.

Mary Ann:  But you did have automatic processing?

[Pat makes an affirmative sound.]

Mary Ann:  You weren’t ________ hand development.

Pat:  Except we had to rotate at Cold Springs Road because they still had a hand developer  there.  So part of the program was we had to rotate there in order to learn to how to hand develop  in case you had a job someplace that didn’t have automatic processors.

Interviewer:  If you went to some village . . . 

Pat : Yes.  Exactly, exactly.  So that was interesting, going to Cold Springs.

Mary Ann:  So, really,  for you the move to University just  the space.  I guess that would have been the biggest thing because the technology boom didn’t really come until the ‘70s, I guess, with the CT.  But I’m sure a lot of people have talked about that in terms of what kind of revolutionized what we were doing.  Prior to that time, everything was, you know, just cassettes and intensifying screens and direct exposures with what we called cardboards, where the intensifying screen amplifies the light output to make exposures last.  We’d do all the extremities – hands and feet and that kind of thing – on what was called a cardboard, which was just your X-ray film in a cardboard holder.  So the amount of exposure – I mean the quality of the films was beautiful, but there certainly was more exposure to the patient than what we do today with the computed radiolgraphy techniques that we have.  The other thing that’s always interesting to me, thinking about how it used to be – even things like the dress code when you were a student, when  I was a student.  I mean it was very traditional in terms of X-ray technologists, what we wore.  I mean it was white dressses and white hose and white, clinical-type, nursing-type clinic shoes. We didn’t wear hats or anything like that, but – we just can remember at orientation that was just part of it. Now things from the whole health care arena have swung so differently that you don’t really know who’s the health care provider.  We grew up in the era where we just accepted it.  It was a big deal when finally they allowed –we could wear white pants but we couldn’t wear colored tops – you know, actual uniform tops that were from the uniform store until – I don’t know, Pat.  That was when you were in management over there at University at that time as the assistant when finally we started wearing something other than a white dress and hose.  

Pat  I think the greatest invention, particularly for somebody that worked in the health care field and they were female, were pantyhose.  Because, just like Mary Ann said, we had to wear dresses or a dress uniform and even though the time came when you had dress uniforms, that meant you had the regular hose with the garter type or a girdle or something so that when you leaned over –you know, as a nurse or a technologist.  

Mary Ann: It’s pretty physical.  I mean it’s not an office job where you’re sitting at a desk, but you’re moving  and transporting patients and lifting and all the things that you had to do.

Pat:  To me the pantyhose was a great solution [?].

Mary Ann: I started in pantyhose but I do _____.

Pat:  Then at Long Hospital, too.  Once I started as a technologist, again I was immediately a supervisor, and I went back and back and back for several years.  I graduated as a technologist in ’68, and we went to the new department in ’70 or ’71. So I worked directly with Dr. Miller, and we had barium – we mixed barium.  He was – I’m sure you’ve heard that he was a part of the Lafayette Pharmaceutical.  He did  a lot of things with G.I. barum studies.  We had huge barrels of powdered barium delivered like this [INDICATES SIZE WITH HER HANDS]  Do you remember that?  And we would have to mix the barium and then, because he was a part of some kind of an evaluation of the types of barium, we had to – Back in the Long barium kitchen, we had jars – a hundred jars all around the room, different consistencies of barium and water – different kinds of barium with water – and then we had to shake the barium.  We had to mix it up ourselves and then we put them in this shaker.  Mary Ann, do you remember a barium shaker?  You wouldn’t have.

Mary Ann:  I’ve seen them.

Pat:  When you mixed the barium, it had to be just right.  You put the barium into a jug, and then these jugs would fit into the shaker, and you’d have to shake the barium.  This was also before the G.I areas  or fluoro had  TV screens; so everything was intensified.  So when you did go into the room, it pretty much had to be very dark.  And  you had then the red light in the room.  I don’t know if you remember that. You had light in fluoro rooms because you couldn’t have -- you need that very dark.  So Dr. Miller was a character to work with.  He was a very intense person.  And then we moved over to Long – I mean at University, and University – when we moved there –

Mary Ann: Did you have a big opening, a big celebration when they had the new ______ department?

Pat:  Well, there probably was, but I don’t know.  I doubt that anyone would have brought up the name of Terry McDonald.  Terry McDonald lives in North Carolina now, but he at the time and there was Mr. Whaley, Leo Whaley.  The only other person that would have known that name probably wasSuetta -- and Dr. Campbell.  Leo Whaley managed the department around Dr. Campbell -- at some point in Dr. Campbell’s time.  I have no idea where he is.  He’s probably passed away by now.  

Mary Ann:   Now was Ray Shalkowski – was he at University?  

Pat:  University.  Jerry Dreeson  for a very short time.  Has his name comer up?

Interviewer:  I’ve heard his name.

Pat:  He actually planned to retire this summer, but he’s been a part of the department for many, many years as well.  Just before – he’s around Suetta’s time.  And he’s worked in the research part of the department for many years.  So Jerry Dreeson was kind of the chief tech – and that’s the terminology that I wish we all could get rid of.  Chief techs –   Back in the ‘60s and even in the ‘70s, the doctors managed the department.  The chief tech just kind of managed the staff.  Over time, that role changed, and the terminology “chief tech” is still around, and I hate it.

Mary Ann:  So you can’t say that University Hospital opened in ‘71. I think it was ’71, wasn’t it?  Dr. Klatte then – I guess Dr. Campbell retired and then Dr. Klatte came.  And at that time Dr. Klatte – we’ve talked about this before – Dr. Klatte must have been – I don’t know it you’d mention this, but  -- I think, I think  this is true – that he was one of the youngest chairmen of an academic radiology department because he would have only --, I think, maybe 30.  Well, I guess at Vanderbilt he was, not when he came to University.  But he had started at Vanderbilt, he was chief –

Interviewer:  He had started here; then he went to Vanderbilt.  He was here on staff.

Mary Ann:  Right.  And then he went to Vanderbilt.  But I think he was down  at Vanderbilt, one of the youngest to be a director, chairman of radiology.  And I don’t know who lured him up here -- whether Dr. Campbell was responsible for that or how he came to come back up to Indiana.

Interviewer:  He was invited, but I don’t know by whom.  Whether it was the University or –

Mary Ann:  How that came about.  But it was a time when the department -- I’m sure coming from Long Hospital and coming into that University department.  It was huge.

Pat: Terry McDonald was in charge at that time, and he and about two or three other technologists and I kind of started up the department and got things ready.

Mary Ann:  Where was Linda Herron at that time?  Was she a tech there, or was she --?

Pat:  She was at Riley.

Mary Ann:  That’s right, she was at Riley.  And then Terry McDonald ended up taking a commercial job.  Did anybody mention Linda Herron who was a chief technologist for a lot of years?  

Pat:  She probably was there from ’72 to I don’t know when, and she left.  Well, I know.  It would have been around the time I went to Riley; so it was around ’78.

Mary Ann:  That’s not long when you consider how long we stayed there.  She was the one -- Linda Herron hired me out of the technology training program, and one of the good things about having the rad tech program there on campus, it really provided employment for the graduates, and it also was really helpful because as things have cycled and it’s been shortages of rad techs.  At least we graduated a program every year, and we could usually always fill our jobs.  So I started in ’74 – I was hired in ’74 after I completed school there, and, you know, the department was busy doing a lot of general radiography.  At that time, like Pat pointed out, barium studies in the GI area were kind of a – you know, a specialty area at that time because it was really the only way that they had to look at inner workings of things.  That and angiography. Pat and I both remember the way those procedures were done with the old Shonander [?]changers.  I’m sure somebody’s talked about that, about technology where there wasn’t any of the digital stuff they’re able to do now and any of that mapping.  But, basically, these huge film changers that you took into a dark room, and you loaded them film by film.  And they were a rapid sequence,  rapid firing sequence. You know, that you started the image, they did the injection with the pressure injector and then this Shonander {?} changer just took this series of films.  Then you’d have to take that changer into the darkroom and individually load the films into the processor.  That whole area of technology has changed tremendously.  

Pat:  I know that over at Long Hospital, and I don’t see that this came over to University.  Part of a neuro study was a neumoencephlogram {?].  You put patients in a neuro chair.  It was just a circle, and in the middle was a chair, and then the chair had a hole in the back because the neurosurgeon injected air in the spine.  Then the patient just went in circles.  It was to get the air into the ventricles.  Now, in bits and pieces, the patient would go from forward to backward and --

Mary Ann: Up and down –

Pat:  And then the poor patient – and they weren’t under anesthesia either – and then we had to take pictures of them there and quick , had to be very fast.  And that was the part – and that stayed ==  the neurologist or the neurosurgery part stayed at Long for a couple of years after.  So they were there – Long Hospital was still open while University was.  They even still had beds.

Mary Ann:  That’s right.  But there’s a lot of those things from a technology standpoint that they don’t do anymore.  I mean the neumoencephlogram [?].  The kids today might read about it in a textbook, but they certainly don’t remember what it was.  We used to do a lot of films that were called mastoids, which is the air space here kind of  behind the ear, and you had to image that.  Mastoid was a very difficult procedure to do radiographically.  Now, it’s all done by CT.  You don’t do mastoid films.  That whole ___ done under CT, head CT.  But those are required – really, from a technologist’s perspective a lot of skill, to do those, to know anatomy so well and know the points.  You do a lot of things like that. They did a study that was called sweets{?]  eye, and it was – basically, it was to look for a foreign body in the eye.  Now, if you’ve  got a flick of metal or some glass or something in your eye, they’d take you to CT, and they’d image it that way.  The only way they had of looking at it at that time was this, called the sweets eye, and it was kind of a positioner thing, apparatus, that you had to set around by the patient’s eye and then take images of that.  It was very precise.

Pat:  A lot of tomograms, too.  Before CT scans, there were a lot of tomograms.  Like Mary Ann said, I think with the technologists --  Before the most recent technology, you had to be a very good technologist to get the images.

Mary Ann:  It depended a lot on knowing your anatomical marking and things. and now it’s kind of – well, you put them in the CT scanner, you position their head, and the equipment does so much more.  It’s certainly much more information.  But at the time --  It’s like Pat said.  To do a lesion in the lung, we had a certain room back there – room 6, we called it – room 6 and room 8 – and you had to – you positioned the patient on the table, you set a level called the fulcrum level of an area in the chest.  You usually did the whole lung, but you had a series of – what would we have – about a  dozen? -- 13 by 17-inch X-ray cassettes.  So the patient would lay on the table, and you’d get them positioned and there was a positioning light, load your cassette in the bucky tray and then – The tomogram is the thin slice – now that terminology “computed tomography” by computer.  This was tomography of the manual kind.  So as your X-ray form [frame?] moved underneath the patient, your X-ray source is here [INDICATES ABOVE THE PATIENT], so you had this motion, and that’s what enabled you to take a thin slice. It would blur everything above and below the focal point out.  So if you took this thin slice, then  at some point, depending on how that focal moved, then the lesion would come into definition.  It would probably take you – what? an hour to do a full lung tomography, and then not only -- Each time, after each picture, you’d have to go out to the X=ray table, remove this humongous cassette, put it in your cart, and you did a series of about 15 of these. Then you had to pull the entire cart to the darkroom and then each of these cassettes, you had to take each individual sheet of film out and then load it into the processor.  I don’t even know today if the kids – Do they have – 

Pat: They would have no idea.

Mary Ann:  They would have no idea.  If you had three or four full lung tomos on in the afternoon, that was busy, because you were constantly  --  Now, to look at that same lesion in the chest, they just put them in the CT scanner, position them, hit a button, and boom, and it’s done in a matter of minutes.  So those type of things not only the lung tomography – and you used to do a lot and I did a fair amount of the inner ear tomographies when you’d look at the inner ear canals.  And, again, that was very precise study that you had to do.  It was the same process, just in the patient’s head, and you’d have to take an initial radiograph to make certain you’d gotten the right location.  Those could take, a bilateral, inner ear –

Pat:  Maybe an hour at least.

Mary Ann:  Yes.  Some times those things could take up to two., two and a half hours for one study.

Pat:  And the poor patient sitting there as well as laying there, trying to hold very still.

Mary Ann:  Yes.  You’d lay the patient down, have to take their head in position, and mark on their face all your positions.  You could be off just by a few millimeters, and you’d have to rotate the head back.  Now, again, the amount of information that CT provides and MR, there isn’t a comparison.  Again, when that first EMI scanner – I think Dr. Klatte went to England when they were selecting that equipment, and when you think about the space that we worked in with that.  I’m trying to think how long it was we just had the initial CT, and then Riley got --   It was in ’76 when University got CT.

Pat:  Or Riley –

Mary Ann:  The ‘80s?

Pat:  It was ’78 that things started changing for me and Mary Ann and Mike LaMasters.  In ’78 a position came open at Riley Children’s Hospital for the manager and chief  tech, and I started working over at Riley Hospital.  Dr. Franken was there.  At that same time, Mary Ann then was selected for the chief tech-manager position at University.  Then, at that same time, the department hired Mike LaMasters.  So we all kind of grew up together.  Young.  It was all new for all of us in those positions, and we struggled together.  Mike had to really fit in, and he was great.  I don’t know how he did it.  It wasn’t a matter of fitting in with Mary Ann and I but the staff under him had a hard time.  And I think that’s maybe when things just really started changing.  You really needed business managers, and you needed educated managers  to manage a department.  That’s when they became more than chief techs, I think The management budget --.  

Mary Ann:  Right.  The department saw how much the department was growing.  It was growing expeditiously in terms of the technology, in terms of faculty that was coming on board in the recruitment efforts to bring specialists in, and it really – Riley needed a full-time administrative manager, University did.  Mike came in to do a lot with the professional side of things – where the corporation was growing.  It was a real time of growth.  We saw in technology not only the CT but then when MR came into the picture.  Yes, I would agree with that.  That was just a big explosion.  

Pat:  I went to Riley.  Dr. Franken was there.  Dr. Franken was only there a year; he’s the one who hired me.  He was there before he left, but during that year he hired Dr. Cohen.  There was a Dr. Wilbur Smith and a Dr. John Smith.  You’ve heard those names.  That was also a time when smoking was allowed in the department even in the children’s hospital.  In the department, there was a little technologist area between two X-ray rooms  [TAPE ON SIDE A ENDS]  

Mary Ann:  Talking about the things that were so good about working in that environment, in the Medical Center – in  the academic Medical Center environment – was the fact that we were always, always involved in new technology ventures.  When you had chairmen, academic chairmen, Dr. Cohen, Dr. Klatte, and all those who followed, they were always very interested in being a leader in the technology stuff.  And that part of it for me was really exciting.  In those years, we were fully infolded into that.  We had an opportunity.  We were test sites and beta sites, alpha sites for a lot of the major equipment people, whether it was General Electric, Toshiba, Philips.  So we had an opportunity to see the technology and see at first hand that other people were, maybe, just reading about.  But we were actually doing it.  And I think that’s actually true of academic medical centers, and we had a chance to be part of that.

Pat:  That was at University.  But at Riley we weren’t.  At Riley we eventually got an ultrasound machine that stood in the hallway.  We had an opportunity, actually.  All the CT scans went to University for our kids to get them.

Mary Ann:  A lot of years we transported them.  You’ve heard about the tunnel system? Okay.

Pat:  The patients were transferred all the time.  Then, when  -- it was 1986 when the Riley radiology department moved to Phase 3 of Riley.  Then, at that point, that was a very stressful point – It was a really good team that helped put that department together, and I think Dr. Cohen and I both agree that there’s very little that we would have changed on that point.

Mary Ann:  That was exciting.  That was probably for you a high point, wouldn’t you say?

Pat:  Very exciting.  Dr.  Cohen is, of course, the chairman now, but even back then he was the person that looked in the future.  So from that department on, is when Riley got its first CT scan.  Actually, the CT scan opened up in the new department before the rest of the department moved over.  And then ultrasound actually had a room instead of being in the hallway.  And then eventually the MRI.  Although University had the first MRI; then eventually Riley had a separate building built for the MRI.  Dr. Cohen pushed computed radiography.  That was the first, practically, in the state.  Probably I wouldn’t be too wrong to say that, but he would know better.  Dr. Cohen pushed for years for a radiology nurse position in the department.  And it took a very, very long time before it was recognized that a nurse has a position in the radiology department because we sedate children,  So wouldn’t you want a nurse to monitor that child?

Interviewer:  Was this at Riley or all over?

Pat:  At Riley.  And then eventually University was able to –

Mary Ann:  Riley had first, and then we over at the University got nurses --  That was a long hard road, too, to recognize that nursing care was really necessary when you were doing conscious sedation procedures and all that.  Now there are so many nurses I wouldn’t even be able to count the number of RNs that they have in the department.  But I think all that – the expansion and the building – the new Riley building, the outpatient center, the high tech center at University.  I recall that with a lot of fondness because it was fun.

Interviewer:  Tell me.  I think we missed that.  Tell me more about that, the outpatient -- 

Mary Ann:  The other thing that – Before that outpatient center was created at University, we had – you know, you mixed the patient populations all the time.  You had all you inpatient work that came down and all your outpatients that were in the waiting room.  So everybody  was – I always thought it didn’t do a  whole lot for the outpatient who was, you know, working on outpatient recovery to be mixed with seeing the patients coming down with ventilators and ICU beds and all that.  So. the idea was that we could have separate areas.  The outpatients would report in a separate area and a separate entrance and kind of come in.  It was easier – the equipment – to get them in and out of the department and more efficient.  So we built the outpatient imaging center and also added mammography in that area.  Whereas before, mammography --again, most patients were just done in with all the inpatient work in  the basement of the department.  We brought the outpatient radiology on the first floor of the ambulatory care building, and that was all of our outpatient chest and orthopedic work, mammography.  Everything went through there.  Also, in the basement of that building, we expanded and put in additional CT scanners, additional ultrasound equipment.  They put PET imaging, the positron emission  tomography.  But that was a great – opening that.  I remember when we opened we had open houses and tours and kind of a lot of hoopla to celebrate.  Because it was really – we had been getting new technology in the department, but University’s side was becoming pretty cramped in terms of space.  And then you keep adding these faculty – you know, where are we going to put them? – so they also were able to put in some administrative office space in during that time.

Interviewer:  Now you’re so crowded –

Mary Ann.: Now they’re again at a point where – that’s right.  It’s like a five-pound sausage in a three-pound casing or something.  It just doesn’t work.  I thought those were some of the best of times when that was going on.  We were fortunate that we could always attend the – they talked about the Radiological Society of North America meeting, and Pat and I were always included in being able to attend that meeting in Chicago, which for us was kind of routine life every Thanksgiving.  Right after Thanksgiving we’d go up to Chicago for three or four days.  That was a huge exposition to view all the latest and greatest in terms of equipment.

Pat:  It was, and bringing that up makes me think that – I feel that the radiology department led by whoever the leader was at the time was always very generous that they did allow Mary Ann and I and our types of positions to go to those types of things.  Parties.  There was always a party. There was always a Christmas party.  The department puts it on.  I know that the other side – my office is now at Methodist – they no longer have those types of parties and they haven’t for years, but the radiology department has always felt -- at least the people that have been the heads – so it’s always been Dr. Klatte or Dr. Holden or Dr. Cohen – have always felt it was important for the people who work in the department to feel like a family.

Mary Ann:  I would say that the department has been very generous with that -- recognizing the contributions that the people made.  Particularly, Dr. Klatte comes to mind, and Dr. Cohen, that I think they recognize what their greatest asset there was.  You would talk about all this technology, and sometimes that area of health care you might think it’s not so personal because it really is technology laden.  But they recognized the value of the people.  I’m not just talking about the X-ray technologists but the film file clerks.  I mean those were folks who -- not just early days, but they took a lot from the clinicians that came down to the department.  And because they were so – everything is manual in terms of how the films – We had a terminal digit filing system.  Each patient – based on your medical record number, that’s how films are all filed in a terminal digit with an alpha as a checkpoint on that.  But it was all done manually, and huge numbers of clinicians come and request films.  Clinics that needed – I mean, hundreds of jackets every day.  The file clerks really were critical to our success. If you probably looked at what the customer wanted out of radiology, they wanted easy access to our services, they wanted the reports typed in a timely manner -- which is another story always, the dictations – and they wanted to be able to find the films

Pat:  They wanted access.

Mary Ann:  Access to the information.  Beyond that – that’s what our product was.  And the file clerks were critical in that process.  They were the ones – they met the requesting physician across the counter, who oftentimes didn’t even have a medical record number on the patient.  Maybe had the patient’s name.  Might just remember – “Oh, I think her name was Hester”  Hester who?  That kind of stuff.  And they a lot of times would take flack because a film might not be available. It may have been lost or whatever.  Dr. Klatte and Dr. Cohen were super supportive of all those staff, and I think – and the staff knew that, that they would get that support as long as they were cordial, and they did the best they could in finding them.  And that they didn’t smart off.  I can remember several times Dr. Klatte’s taking some of the physicians into his office and having some not-too-kind words for them.  You know, you don’t treat people that way.  This was the chairman of the department talking about a minimal wage paid file clerk.  I never did like that, that there were minimal wage because to me they were some of the most important people in our department.  And the receptionists, the people who checked the patients in and did all that stuff were very important.  Our typists.  That was another thing.  If somebody hasn’t talked about how that started --  Pat certainly remembers this; I remember it.  Initially, the radiologist when he was interpreting the X-ray – they did direct dictation.  In other words, he was sitting at the viewbox, putting the film up on the screen, and the typist was sitting there, taking the information.  How that’s all changed.

 Pat:  At least I wasn’t around when that was happening..

Mary Ann:  What else as far as other things that have changed in the department?  You don’t remember them doing that direct dictation?  They did some of that at University.

Pat:  I don’t remember that at all.  I was back doing those togmograms!

Mary Ann:  That was it.  Because the reading room used to be my office there.  Yoo remember that?  And Ida and them taking direct -- ?

Pat:  Probably as far as other managing things – computers helped a lot.  We were expected to tell administration how many feet do you think you’ll be doing this next year and how many colons and how many upper GIs, and it was on a big spread sheet that we had to keep.  How many times did we take those home just to get that done?  It was crazy.

Mary Ann:  But certainly the computerization because back in the early years, the secretaries thought if they had a memory typewriter, they were in Fat City.  You know, when they could do multiple letters and  put those – I forget -- Selectric 2 typewriters, they thought, “Hey, this was really great.”  And when we got word processing  in the department, and Mike was responsible for a lot of that, Mike LaMasters.  We got those Deckmates – Deckrad [?], or whatever.  We couldn’t believe you could highlight text and cut it and paste it.  And all the things that this did –

Pat:  You didn’t need carbon paper.

Mary Ann :  That you didn’t need carbon paper for.  Everything that, you know, used to be standard.  Your high-tech equipment was an IBM Selectric 2 typewriter on your desk, and now I don’t think you could even find one any place.  Where everything is done computers and printers.  Pat and I were involved a lot in that in terms of the hospital information system when it went it – gosh, would that have been in the late‘80s?

Pat:  Early ‘90s as far as the department got involved in it.

Mary Ann:  And that was the point where -- Before it was a very paper paper system, manual paper system where every patient that were having the X-rays -- Things were done on a written requisition.  Then they finally went to computerization; they were able to order procedures from the patient’s room.  In other words, type it into a computer terminal up on a hospital unit and send it down on a printer to the department.  Those things really streamlined a lot of – They used to deliver – they’d have their staff – unit to unit secretaries would hand deliver all their X-ray requests down to the front desk in the department.  So there were a lot of people movers.  People moved all that stuff.  It really – A lot slower.  There were certainly growing pains with that technology in getting it set up, but we were able do a lot of things like also computerize the film file information, to be able to know how many jackets were out there, when the jackets were created, and their location.  We were able to put movable file systems in both departments.  I don’t know if you’ve ever seen any department.  If you’ve looked at the film file area.  But it’s a major hub of a department, and it takes up major space because of the size.  We’re talking – at our hospitals, some of those patients, they’d have jackets this thick, and it wouldn’t be just one jacket; it would be multiple, multiple jackets.  So movable files came into play.  All that meant was it was just electric where you could compress the files and open up a set.  Instead of having fixed that took more space, these things would move and you could certainly increase your lineal storage space.  So that was a big plus.  I remember when we went to several different site visits to look at movable file systems.  We traveled to Washington and Virginia and all those places with the different vendors, looking at equipment.  We did a lot of traveling looking at X-ray equipment, too.  You know, somebody would have a unit that you were considering and at that time --  I think the companies have become less, less generous with those type things in terms of taking – They’d take entourages of people, wouldn’t they, Pat?  We did.  We’d go places overnight.

Pat:  Everybody would have to see and evaluate it.

Mary Ann:  We did.  And at that time it was, like, no problem.  The companies seemed to have the money to do it, so we were usually involved in that. One or two radiologists and the chairman – you know, it was great times.  We’ve had good times with that kind of stuff. 

Interviewer:  You’re saying all this with a smile on your face.

Mary Ann:  It was – Well, Pat and I grew up there.  When you started, 18 years old and 30 years later –

Pat: We spent more than half our lives there.

Mary Ann:  But if anything it was the relationships.  When you spend the amount of time that we spent together, and oftentimes that’s more time than you spent with your family in years past, you really do – you forge some friendships that even though people go their separate ways and different things, you know you still you count on this hand those numbers of people that have been there for you.

Pat:  That’s why we still get together.

Mary Ann:  The chairs through Dr. Klatte and Dr. Holden and Dr. Cohen – and that’s just the – and you were with Dr. Campbell – and that’s just the radiology administration.  I can’t tell you the numbers of people that are  hospital administrators, at the level of that.  Just a whole transition of people, but for some reason we were pretty – we were pretty solid with our management and Mike in his tenure and certainly Pat and myself.  Of course, that’s always true. It’s lonely at the top, they say.  So you tend to have a small group of people that --  We could confide in one another.  We were never in power struggles ourselves that we were – certainly  Pat and I. I can say that --

Pat:  We didn’t always agree.  That’s the way things worked out.

Mary Ann:  We didn’t always agree but nevertheless you always knew that the other person would help you if you were –

Pat:  I always respected the others’ points of view.  You just didn’t always agree with them

Mary Ann:  I knew I could always pick up the phone and say, “Pat, I need your help,” and Pat would be the first one to be there to do that.

Pat:  Are there any questions you had out there?

Interviewer:  No.  I think you’re doing fine.

Mary Ann:  I don’t know if we’re telling you what you want to hear.  We’re just jabbering.

Interviewer:  That’s what I wanted you to do.

Pat: How you put that in a book is amazing [?].

Mary Ann:  We went through renovations of the physical plant, of the buildings, and that was always kind of interesting, to be able to spruce [?].  We’re really -- I think that in our positions you had such a vested interest in that place you really did care.  You really saw it as thinking about how would this be when my mom comes through the front door.  How do I want that experience to be for them?  So that was always kind of the first thing when you’d think the housekeeping wasn’t good enough, which was always a chronic issue, always within the departments –you know:  what would Mama say about this?  What  would she think about this person at the front desk?  How would she --?  What technologist would she like to have her mammogram done by?  You tried to get people in the department that pass the mom test.  Because really we’re so service-oriented.  And the  product that we put --.  I also think we had a good product.

Pat: A lot of good people.  But it was a lot of hard work.  A lot of stress at different times.  I remember some of those stressful times when we cried on each other’s shoulders.  It wasn’t easy.

Mary Ann: But it wasn’t the things that were stressful about the radiology environment.  It wasn’t all the  strategic planning and the  new projects and things like that.  The computerization got a little stressful, but the biggest thing was managing the personnel side of the department.  That was a big part of our jobs, and any time you’re dealing with layers of people and people’s problems and all those things, that – If any time the job got old, it was all the personnel-related things [?].

Pat: At Riley I managed over 50 people for that time and, Mary Ann, you had 75 or more.  So you’re talking – in  24-hour shifts.  I mean, you’re on 24 hours, seven days a week, 365 days a year.  I think that stress was pretty pushy {?}.

Mary Ann:  It was.  It didn’t -- 

Pat: Never went away.

Mary Ann:. -- shut down, so to speak.

Pat:  So we handed it off to younger people.

Interviewer:  You survived, and somebody else – So you’re doing something different now?

Pat:  I work with the radiology information part of the system.  That’s been interesting.  I’ve enjoyed that.

Mary Ann:  You’ve always enjoyed that --

Pat:  The technical side [?].

Mary Ann:  When we were doing all the conversion of film files and getting hospital information system in, we did the training and orientation for people, I kind of  – at least, I thought you liked that part of it.  

Pat:  Yes, I did.  

Mary Ann:  So it seemed a good fit for you when this other opportunity came open.  She had been there, done that.  She’d done –

Pat:  How many Joint Commissions and how many State Board of Health preparations ?

Mary Ann:  And that was stress.

Pat:  Actually, Mary Ann took on most of the stress for those because they looked at University Hospital for them to do that –

Mary Ann:  I don’t know why, but they always did, didn’t they?  There also was a change over the years.  The department came under much greater scrutiny.  The Joint Commission for Hospital Accreditation was the initial one.  Then the American College of Radiology put in a whole set of standards for mammography practices, which involved layers and layers of paper work and documentation.  And then the compliance – what’s the term I’m trying to think of now that they have?  Has that been since you  -- ?  Corporate compliance stuff that’s in place.  It just became much, much more paper work along those lines, many things that we had to keep updated in the files on people.  We had to beef up our whole orientation programs, our whole competency of our technologists had to be evaluated annually and just reams – a lot of paper  work.  That kind of stuff was not the fun part of the job.  You know, that was not – It was required.  It was our responsibility to see that it happened, and unfortunately it was our responsibility when the inspectors came in that we had to make certain things were – and we really looked at to coordinate that big time.  I was not unhappy to pass that up.

Pat:  You do it.

Mary Ann: But it was a great place to be part of.  Like I said, I think it just says when you talk with all the people you have, the years of service. Most people are gone.  It’s good.  It’s good to have the transition.  It was probably good for Pat and I both to let somebody else sit in those seats.  The other thing is you realize the seat doesn’t get cold too long before somebody says, “Well, I’d never want your job,” and they’d be the first one to _____ it.

Pat:  There’s a point when you figure you can’t do any more, and maybe somebody can see – You do get blinders after a while.  Maybe somebody at some point has better ideas and newer ideas. . . .   Yes, we grew up there.  What can I say?  If I included my Clarian years and not counting my student years, that would be 34 years working for radiology.  If I include my student years, that would be 36 years.

 Mary Ann:  Let’s see.  For me it would be 23 because I left in ’97, in the fall of ’97.  So it would have been 23 years for me; if I included my student years, it would have been 25 years. 

Interviewer:  That’s a good gift.

Mary Ann:   Good gift, good gift.  Nice retirement.  At the time we were in the T.I. double A _____[?].  And I think for me the thing that really changed as they were working toward this hospital merger, and we became Clarian and  that enough was changing that it was a time of transition that made it easier.  I had some personal things change in my life, and it was also a point where it helped me separate more because I fixed --  Sometimes, I often think if it had been I.U. only and it was just as it was, I don’t know if I would have  -- well, I probably would have left, but it would have been more difficult.  But when the changes were coming and a lot of people administratively changing, changes in procedures and policies, it was time to go.

Interviewer:  What does T.I. double A mean?

Mary Ann:  Oh, the teachers’ insurance and annuity, our retirement plan.  The T.I.double A _____ was our retirement plan.  Fortunately, we were under I.U. only.  That was our retirement plan.  When we went to Clarian, that changed and we were no longer on that retirement plan.  

Pat: Of course, the physicians are because the physicians are still part of I.U.  

Mary Ann:  The School of Medicine stuff. When the merger came, Pat’s and my positions then transferred into Clarian, not paid through the university.  So – changes.  Changes, changes, but you know, hey.  Either you roll  with it and go with it, or you do something else.  I don’t believe you stay in and be negative about the environment.  Time to move on.  It was a great place, a stimulating environment, exciting place to be, a great campus there.  And we turned out a good product.  If anything I would walk away from there feeling very proud of what we’d done, what the department did.   Not us but the department – and felt – even through all the behind-the-scenes problems and hassles and fighting and this and that, you felt like a patient that came through the radiology department got the best that there was to get, in terms of the studies.  I felt that then and I feel that now – highly competent faculty that was there and good technology.  I’m not saying that at times it was the most expedient  because I think a lot of times in those environments people wait longer than maybe they should but they got a good diagnosis, not always a pleasant one, but they got to the root of what the problem was where someplace out in a smaller community-based hospital that might not be the case. You have the specialists all there.

[Interviewer mentions Johnson County.]

Mary Ann:  Actually they were doing that when I left but they were sending a lot of the CT and MR stuff  to be read up here.  It’s easier, more cost efficient, to transport the films than to put a radiologist down there.  So we were aware that that was going on.

TAPE ENDS

