Interview with Dr. Robert Tarver on November 15, 2000:

I’m from down South, okay?  So I’m for an equal number of years from Florida, Louisiana, Texas, West Virginia, and Connecticut before I went to college.  So I spent about five years in each one of those, or four years, but not all at one time.  I went to high school in Connecticut and then I went to college at Purdue.  

[Interviewer:  That was your first Indiana experience?]

Oh, yeah.  I met my wife there, and so that’s why we decided to stay in Indiana.  But then, it had to be  -- go to medical school, and where you go to medical school is, like, where you’re a resident, a state resident.  So I wasn’t a state resident of Indiana; I had just gone to school here.  I had to go back to West Virginia, where my parents had just moved, to go to med school, which was just wonderful.  It was a great place to go to med school.  Then, I wanted to be an internal medicine person – well, I wanted to be a veterinarian.  I wasn’t near smart enough to be a veterinarian; so I had to be a doctor.  Because at Purdue, you have to have, like, a 4.0 to be a veterinarian; you can’t get in.  And so I had to go to medical school.  I went to West Virginia, and I started out wanting to be a medicine doctor, you know, internal medicine.  Because in West Virginia, it was really nice – but, when I came here to be an intern in medicine, it was a whole lot busier than it was in West Virginia.  After three or four months I figured this was not going to be good on my family because to be a good medicine guy you want to be in the hospital all of the time.  And I loved being in the hospital, but I wanted to go home some.  So I decided I would go into radiology.  The medicine guys tried to get me to stay, but I think they try to get everybody to stay.  But a large number of people left that year because it was really brutal.  

I just went up to talk to Dr. Klatte.  He was the chairman of radiology.  At that time it was easy to get into radiology and real hard to get into medicine because medicine here was strong and radiology – not many people wanted to do radiology.  I went up and met with him in the dog lab at Wishard. This little old lab up on the third or fourth floor over the old, old part of Wishard, and he was in his wife-beater T-shirt.  He was doing something to some dog, and we talked for a few minutes.  He said, “Well, you want to be a radiologist?” and I said, Oh, yeah, that’d be fun.” So he said, “Okay.”  Then I had some formalized interviews with a couple of other people.  I think while I was interviewing with Roscoe Miller, some patient had braedicardi [?] or whatever in the radiology department, and they called me up there to take care of him because I was a medicine guy.  It was pretty funny.  I started as a resident in 1980; so I was a medicine intern and then I was a radiology resident starting in 1980.  I always wear bow ties.  That was my signature, to always wear a bow tie because it was a protest against wearing a tie.  I’ve never worn a tie in my entire life.  So I protested by wearing bow ties because they look stupid.

Residency back then was a lot more competitive.  The residents did everything.  In the first month or two, you would do angiograms, and you’d do a lot more of the work.  The residents nowadays don’t do as much work, and they don’t have near as much responsibility.  Because of rules, for one thing.  They have [There has?] to be more staffing available. We just did a lot of things by ourselves or just staffed, the staff in their office.  There was a lot more of the staff just staying in their office and the residents reading all the films, and the staff coming out later on to staff.  Now the staff mostly work with the residents at the same time in the room.  In my residency class was Kopecky, who had bailed out of the medicine program because he couldn’t stand it – But he had to do another year of radiology because he came a day or two after I did.  They changed it.  I only had to do three years of radiology.  He had to do four.  He was a good friend of mine; our kids grew up together.  I think we only got paid $10,000  year, which was okay.  That’s what residents got paid.  That was only 20 years ago.  Now they get paid, like, $35,000 a year.  But for inflation, that’s probably about the same.  Mike Mullenix was one of our residents.  He was in family medicine and then he switched to go into radiology because he wasn’t going to make any money in family medicine.  And Bob Rust [?] – there was a bunch of really good guys.  So it was very competitive.  It was a lot more competitive than it is now, too, as far as day to day.  The residents pimped each other more.  Like noon conference – we had noon conference every day – it was a more raucous affair.  If somebody missed something, everybody’d just hoot them down, make fun of them.  It was a lot more cameradie.  The residents looked out for each other.  If somebody was still working at 4:30 or 5:00, other people would go help them out.  Whereas now, the residents will just walk right by somebody that has extra work to do.  

We got to do more things on our own.  Like the VA.  Ed Cockerill was there.  Glenn Moak.  Glenn Moak was the most wonderful person in the world as far as teaching medical students, but he entertained them by making fun of radiology.  Which is fine.  That’s a good way to entertain them.  He was real good for teaching the first two or three years of radiology  but not very good at teaching the more senior guys that really needed to be tuned up.  Cockerill was over there, Ed Cockerill, but he’d always be gone, playing tennis or something.  He’s always come back in the room and he would say, “Well, I’ve got to go.  You’ll have to do all the work by yourself.”  He’d go, “I’ve got to hurt you, boy.”  I was real aggressive at doing procedures; so I would often teach – doing lung biopsies and such, I would teach the older residents how to do them because I’d done enough.  The fourth year residents, some of them would come to me to learn how to put in chest tubes because they hadn’t been taught or hadn’t got to do any, and I had done hundreds of them.  Then, one time I put the first drain that stayed in from the trans________bilitary [?] in a patient by myself because Ed was going to play tennis.  So we made the drain – a little tube and put little reinforcements on it to keep it from slipping; then we poked it in the liver and left it there.  As a second year resident, or third year, I did that by myself with some tech because the staff were playing tennis.  We just did a whole lot more angiography.  We would do five, six, seven cases a day  where the resident, as a second or third year resident, you just did the case.  You had a lot more experience doing procedures.  Now the fellows and the staff all do it.  They’re more complicated, but the residents now don’t know how to even do angiography when they finish.  

Wishard was clearly the best place to be because the staff were more friendly – like Wass and Holden and Val Jackson and Don Kreipke and Lappas, and they ‘re all still here.  No, Wass had to leave to go to Johnson County, and Holden left to be dean or some ridiculous, worthless job.  But it still was a place where it’s more fun to work because you help each other out more.  If somebody has to go to the dentist, they just go, and we take care of the work.   Whereas at University, it somebody goes to the dentist, nobody does their work, and they just have to do it when they get back.  It’s a lot more fun to work over here.  The patients are more fun; they appreciate you a whole lot more.  The poorer patients and the patients who do have money that come here, come here because the doctors care a whole lot more and they know them more.  We deal a lot more with residents than with the staff, too.  There’s a lot more kind of love between the patients and the doctors that have decided to stay there.  It’s like a duty.  You know, we could – It’s harder to work here because there is less ancillary personnel, things don’t work right, you don’t have all the latest, newest things, but the patients and their doctors and their families appreciate it a whole lot more.  I can’t stand to do a lung biopsy at University because they’re all there with their lawyer and their doctor; you know, they’re really bugging you.  They’re just a lot more high strung at IU whereas at the VA nobody’s there; nobody cares what happens.

So then I decided – We studied real hard, and we all passed the boards and had people here that were in the 99th percentile, things like that.  I was, like, the stupidest one, and I got, like, 85th percentile, and that’s like some of the highest scores our residents get now.  So it was a lot more studying.  I went to the race the day before my test: so I wasn’t worried [?].  And I moonlighted in the emergency room at Martinsvillle the entire time I was a resident.  That’s how my wife balanced the checkbook; she made out the moonlighting scheduling.  I did regular medicine in ER work; so I was on call every fourth or fifth night, or third or fourth night when I was a resident.  When we took calls, we were just there by ourselves; there was no staff.  Now there is staff there with you.  You had to learn a lot more, and you were more on your own.  Residency was fun; it was hard work, but it was a lot of fun.  There was plenty of time to be with your family and be a radiology resident; so that was good.  That’s why I stuck out with radiology.

So then you have to decide what you’re going to do with the rest of your life.  I wanted to work here, stay in Indiana.  I wanted to be in academics because I like teaching people.  I thought that I should go away and do a fellowship because I’d learned things from people here.  So I went to Duke and did a fellowship in chest imaging.  That was really good because that was like the number one or two place in the country to go, and it was wonderful.  I learned a whole lot.  I was better trained than most of their residents.  When I went down there to interview, they’d had a letter from Klatte.  

The first thing they said was, “We know all we want to know about you; what do you want to know about us?”  Just one letter from Klatte.  Later on when you talked to Klatte – I talked to Klatte the last couple of years.  He was a really bigwig in radiology.  He was one of the top two or three radiologists in the country.  He was real famous.  So his name has a whole lot of weight.  I did a fellowship in chest imaging; then I came back here.  Unfortunately, because I wanted to come back here, I kind of got screwed.  Because I found out later on they were paying other people who went away extra money to come back.  So that really pissed me off, and my wife is still pissed at Klatte.  The only way that she would ever agree to be on friendly terms with him would be if he were to write a check for thirty grand to her.  I didn’t care, but she was really pissed.  When they were paying other people to leave and come back and not paying me, she thought -- wives always feel that way, that we should stick up for ourselves.  I came back, and the job they had was a chest job.  They had never had a chest radiologist at Wishard.  There was a guy doing it – did it for a year before I came back  -- Buck Beeler, who went to St. Vincent’s.  So I started doing chest radiology, they hadn’t had a chest radiologist.  I did all the plain films.  CAT scan was coming in.  We did a bunch of biopsies, like lung cancers and stuff like that.  So I made my mark by teaching, you know, doing a good clinical service and teaching stuff.  I teach the medical students; I teach them anatomy.  I go into the anatomy lab with the cadavers, and for the last 10 years or 15 years I’ve shown --  If they’re cutting up the hand today, we go over hand films.  We go over X-rays of the hands, MR, CT of the hands – from fractures and stuff like that.  So I do that every week for a whole semester every year.  So that’s a big part of teaching of medical students that I do that people hadn’t done before.  These are medical students in their first year of medical school.  So it’s a class.  I participate fully in that.  I’m one of the teachers of anatomy. I go to their staff meetings.  I don’t grade the tests, but I help make up the tests, things like that.  I also teach the sophomores.  We teach the X-ray tech students, too.  We give them a couple of lectures about chest radiology.  

But the most we spend is teaching radiology residents.  So I’m with them all day long.  And I promise them I’ll do an hour’s worth of teaching every day.  We do the clinical work and we talk about the clinical cases of the day; we also try to bring in an hour’s worth of unknowns for them to look at.  A pretty smart resident can get along pretty well.  If they’ve seen the old film in the jacket; they’ve seen what everyone else wrote down, they say, well, it hasn’t changed, versus putting up an unknown.  You never know what the resident know.  I’m one of the only people to do that.  Some of the staff think that’s wrong because it makes them look bad.  They don’t want to look bad.  That’s what I do.  We teach all the pulmonary fellows.  We have a conference twice a month with them.  That’s – the pulmonary staff come, and we show them unknown, cool cases.  Wishard has enough cool cases that  I just show them what happened in the last two weeks.  That’s enough to have a whole hour’s worth of discussion.  I also give morning report, which is like morning rounds, every other week to the medicine house staff.  We meet, go over the interesting cases that they’ve had, or if we don’t have enough interesting ones, we’ll show them unknowns that are cool, like tubes and lines in the wrong place or collapsed lung – something that they’ll recognize to survive the night if they can’t find a radiologist.  So that’s what I do.  

[Interviewer asks why chest X-rays are “the most,” (Dr. Tarver’s phrase).]

Because everybody gets a chest X-ray.  It’s also the hardest thing to read because you have to know  -- reading a bone film, it’s either a fracture or it’s got arthritis.  With the chest X-ray there’s all the heart stuff, all the lung stuff, all the bone stuff all added in there.  It’s a whole lot harder to read, to get a lot of information out of it that’s helpful to the clinicians.  You have to do lots of them to get good at it.  Everybody can read a chest X-ray, but you wouldn’t want everybody reading your chest X-ray.  It’s also one of the important things that deals with so many patients.  You have so much contact with the medicine, and the surgeons and things like that because all their patients get a chest X-ray every day in the hospital if they’re sick.  It’s like superman. You look right inside people, and you find all this stuff.  So it’s really kind of cool.  That’s sort of what I do, and you know I’m, like, in the Indiana Radiological Society.  Ten years ago I was the president.  I was the secretary and the vice president and the president.  Early on, younger than most people do it, I was interested in organized medicine.  And then I’ve been a counselor for the national meetings for the last eight years, politically.  I run the PAC, you know, the Political Action Committee for Indiana to get all these cheap radiologists to give money.  I’m also the Indiana representative to the national PAC to give money; so we go to Congress and we talk to, try to talk our Congressmen.  They’re always talking to a bunch of other people.  You talk to some legislative aide who looks like they’re 20 years old.  But that’s important to you.  That’s how it’s done.  So I try to spend a lot of time trying to get radiologists to be more politically active because that’s who makes the decisions.  I was instrumental in getting the law passed in Indiana with the legislators -- so you have to curry favor with several legislators -- the teleradiology bill.  You have to have a license in Indiana to be able to read films on people from Indiana, even if you’re in Arizona, you know, reading them off a computer.  That’s important.  You know, if you’re a plumber in Indiana, you have to have a plumber license.  So, that’s what I was instrumental in doing.

Then, in the Society of Thoracic Radiology, the chest X-ray national society of five or six hundred people, I’m the secretary. You have to be secretary for two years, then you’ll be the president, vice-president, whatever.  I’m the president of the School of Medicine faculty.  I just happened not  to be at a meeting one day and they nominated me.  So I’ve had to do that for the last 10 years.  I’m busy politically, I’m busy clinically and busy teaching; so what has suffered more is research.  It’s been –  I used to do all kinds of research at night, what we call research – killing dogs, preparing their hearts, doing cardiac MRI, and all this kind of stuff.  So I’ve done all that.  I still write, like, clinical papers every year but not as many because I have all these other stupid jobs to do. 

How has our department changed?  This is the difference between the chairmen.  Klatte was a dictator, and that’s a wonderful way to run a department.  There’s one guy with a vision, and if you like it, and you stay with it, everything runs smooth.  He doesn’t really care what you think as long as you do your job and get stuff done.  It’s a wonderful way to run a department.  Then Holden was chairman.  Holden would ask you what you thought and then do whatever he wanted to do.  That was a little more infuriating because at least you thought you were getting through to him, and he just did what he wanted to do.  Several times he went off down the wrong road despite myself being maybe the only one to stand up and say, “We shouldn’t force the residents to do a fellowship here, to make that decision when they were a medical student.”  Two or three years later, he goes, “You know, that’s a terrible idea.  I think I’ll change it.”  So, he almost ruined our residency program. But he had this big thing; he wanted everybody to be researchers.  Well, 95% of all residents in the country go into private practice.  We have to realize that they aren’t all going into academics.  He was more affable; you could talk to him more.  Both Klatte and Holden would go around the department – they knew what was going on in the department.  Now, Cohen is a completely different kind.  He has visions of how things should work, and he’s willing to listen to what you say and do what you say; so it’s more egalitarian – I don’t know if that’s the right word.  It’s more – if you go complain about something, if you have some ideas, he’ll put you in charge of that.  You have to be careful what you complain about, or you may get in charge of fixing it.  Which is very good.  

So, he’s the chairman;  he just sits around and has ideas.  And they made – Hawes is the head of clinical work, and Gunder wonder, Gunderman is in charge of education.  So, he’s really, really good for our department because that’s where I’m focused, on education and residents.  And really that’s the only thing that makes us different than  -- you now, St. Vincent’s is really good at taking care of patients, and Lilly’s really good at doing research.  The only thing that makes us unique is teaching.  And  nobody appreciates that.  They’re starting to, but it’s just been paid lip service.  We get a teaching award; it’s a plaque.  I’ve said, “Give them $20,000 or something.  The guy that wins every year, the teacher of the year – put some money where your mouth is.  Quit paying it lip service.  The only reason we’re here is because there are residents and med students.  Gary Hutchins is in charge of research.  This is a really good way to do things, but they all want to be in the top ten.  You can’t be in the top 10 in research; you have to call [?] over Stanford and Berkeley and all these places.  That’s difficult to do.  In teaching, we’re probably in the top 10,   We just have to blow our horn a little more, write a few more education papers.  So, we’re on the way.  We’re the only ones that are going to be in the top 10; I can tell you that right now – is the education section.  That’s the part I’m proud [?] of..  I’m also like the assistant residency director.  I try to help Val Jackson, who’s the residency director.  I’m like the assistant principal; so I try to do all the dirty jobs just to give her time to do better jobs.

I love my job, but I think they make a lot of, put a lot of impediments to getting our job done right.  I make a couple of million dollars a year for the department; I have no secretary.  I can’t have my secretary – if I want to have a meeting, I have to call everybody.  You know how hard it is to get five people together.  We just have no help whatsoever to do our job, and that’s why a lot of people are leaving.  Because why make the salary I’m making and only have eight weeks vacation when I could just go to Community and make twice as much money, or three times as much, and have 12 weeks vacation.  [It’s not academic but] everything’s done for me, and I’m lots and lots more clinical work than I’ve ever done.  I am the number one reader of exams.  I read more exams than anybody in the department.  I also do more teaching, and I’m on more committees, the national committees.  

[Interviewer:  That’s why you come at six in the morning>”]

Well, I leave at four.  I come at six because I can’t stand to drive in the traffic.  People around here don’t know how to drive, and they don’t know how to drive in the winter, either.  It’s quieter then, and all these residents have to be staffed out.  They’ve been on calls. So I do all that.  I don’t want to just sit around here when  there’s nothing to do in the afternoon, just because the clock says five o’clock.

[Interviewer asks about his colleagues.}

Well, they’re all assholes. 

[Interviewer:  Really?] 

[With a laugh} No.  We’re all assholes. It’s just where you’re coming from.

[Interviewer asks if there are people he would want to single out for what they’ve done.]

I’d rather not talk about anybody.  Well, I could talk about --  Klatte is wonderful.  He’s a wonderful person.  Val Jackson’s wonderful.  She does a great job.  She’s really sort of proof that you can’t be everything.  Here she is, a good researcher, a good clinician.  She has an international, national reputation.  She’s a mother, a husband, a father.  She’s very frustrated.  It’s just proof you can’t do everything.  You just can’t.  And especially as a woman because when I go home, sure, I say I’ll help with the housework, but I don’t do it all. No woman radiologist is married to somebody that does all the housework.  I think she’s really the stand-out person in our department as far as being – she’s done everything, you know.  

[Interviewer asks about the research going on in the department.}

I don’t do any research; so I shouldn’t talk about it.  But we decided that we weren’t going to be – everybody wasn’t going to do research.  So, we decided to let neuro do research and spend as much money as it took, buy as many technicians and Ph.Ds, whatever.  The same thing with vascular, with Trerotola and those guys.  So, they’ve done their job; they’ve done wonderful.  And the same thing with education.  We’ve hired all these Ph.D.s in education.  Gunderman’s a Ph.D. in philosophy. They’re looking at his navel or something like that.  Those are the sections.  We aren’t going to do any chest research.  Pneumonia looks like pneumonia, you know.  We’re just not.  We get more and more involved with the manufacturers; so is that dirty money?  I don’t know.  It’s not pure NIH free, unfettered money.  It’s usually money to evaluate their machines and things like that.  But that lets you have some of the newest machines.  We’ve always, you know, faltered as far as being on the cutting edge with the new machinery.  When the CAT scan first came out, Klatte goes, “Well, maybe Purdue can build that.”  So we were four or five years behind.  Same thing with the MRI.  We were the last institution in the country to get MRI because we’re cheap.

I think the scariest thing happens when we’re looking for chairmen.  Clearly, people wanted to come here because we have a huge endowment, I’m afraid they were just going to spend the endowment [?].  That’s why, I think, we’ve always had chairmen from inside.  Because these people were not interested in us; they were interested in our money.  

[Interviewer asks about source of endowment.]

My mortgage money not getting paid to me.  So Klatte just kept a tight fist on the money, put a lot of it in the bank, in the stock market  -- went through the roof, in the 80s; so that’s where the money is.  He didn’t have – he still had a house he’d bought in 1960, paying mortgage; we were paying 16, 17% interest in the early 1980s.  He’d go, “Well, it costs me $200 for my house.”  Well, he didn’t have three kids and the mortgage.  Indiana’s kind of, had been always, like, ingrown, too.  A lot of people on staff are from Indiana, and there’re several reasons why.  People don’t want to live in Indiana.  Once people move here, they love it.  So, we cannot attract people from the coast, either coast.  Nobody’s wife wants to live here from California or New York.  We don’t really want people from New York here.  They need to get along, and people here get along.  I just interviewed a guy from Harvard  yesterday who’s from Louisville, and he said, “You know, they’re all assholes.”  And they don’t like people from the Midwest, even though he has a Ph.D., you know, from Harvard, and he’s at the top of his grades.  They just treat each other like jerks.  This is in Boston.  He said it took him an hour and a half to ride on a bus to get home.  He said, “This is crazy.”  For a one-bedroom apartment, it’s $2,000 a month.  So, we’re trying to recruit him back here.  

[Interviewer asks him to suggest some high points in the department.]

It’s been steadily going downhill.

[Interviewer asks how the future looks.]

Dismal.  There are 1,800 private practice jobs out there that all pay two or three times the salary that academics do.  It’s so frustrating to see someone smart who’s interested in research and teaching, who says, ”Look, I’ve got three kids.”  They’re all $100,000 in debt; every resident is  $100,000 in debt.  They see no way out but to take a private practice.  They also see us being busy and not having time to think and write and do research, do teaching like we want to.  So you’ve pushed the academics so that it looks more and more like private practice but at half the salary.  That’s the problem.

[Interviewer:  And your business is growing.]

People aren’t paying their bills; so we can’t hire enough people to do the work.  We collect, at Wishard, 20 cents on the dollar from the city to take care of all these patients.  And Wishard usually runs almost in the black.  So it shows what financial wizards actually work here and how efficient we are at taking care of patients.  You know, other places collect 60, 70 – at Kokomo, 80, 90% of their bills.  University hospitals traditionally take the patients that are the sickest, that can’t pay. Of course, it costs more when  you have a resident at a medical center per, you know, gall bladder because they order more tests made; there make mistakes; but over all the patients get much better care.  You could go to St. Vincent’s and die without seeing a doctor.   You’re seen by a doctor the second you walk in Wishard or IU.

[Interviwer: You have more demand for your time, then.  You’re not hurting for patients?] 

Oh, no.  Just more poor people. Because when --  All this Balanced Budget Act has cut all the reimbursement for city-county hospitals.  It used to be if you were taking care of poor patients or they realized that academic institutions --  they gave them, like, 30% more because they knew they were taking care of sicker patients, with taking care of a lot of residents.  Either they knew the patients had better outcomes for the same levels of sickness because more people are looking at them.  Now, they’re starting to say, “No, I don’t want to do that.”  Always before in America the rich people helped pay for the poor people’s health care.  Mrs. Smith paid the full price for her gall bladder, but some of that money was overbooked so that Mrs. Jones could get her gall bladder out, too.  Ford Motor Company and all those people, 15, 20 years ago, said, “I’m not going to do that; I just want to pay for Mrs. Jones, and I want the rock bottom price.”  So that’s why they’re in [?] HMOs.  So they got the rock bottom price, and there wasn’t any money left over to take care of the poor people.  The Balanced Budget Act decreased what we get from Medicare and Medicaid. It’s too frustrating.  Most of the radiologists that are quitting are quitting, one, because their portfolio went through the ___[?] roof.  Second of all, they’re tired of dealing with HMOs.  They’re tired of coming in at midnight, they’re tired of doing all this crap on people who are not going to pay.  And the government won’t pay.  It’s ridiculous.  A lot of people won’t take care of Medicare patients because – or even old people they won’t take care of – because you’re over 62 I can’t give you the hip you want.  I can’t give you the antibiotics you want.  I can’t treat you like I want to in the hospital.  So why should I do it?  I’ve got plenty of patients I can do whatever I want to on.  They’re making it impossible to take care of government-paid patients.  The city of Indianapolis won’t pay their bills.  You know, they build stadiums for millionaires and billionaires; they build NCAA headquarters for people.  They won’t pay the Wishard’s bill.  I mean, that’s – like Cook County, all of those inner-city hospital in New York and every big city in the country are closed.  [Wishard’s] run so efficiently.  The computer people are here, McDonald – you know, you met him – Clem.  They were ruining these hospitals.  Believe me, if Wishard closed, Methodist would go bankrupt the next day because they can’t stand on the bottom line to have all these low-paying patients.  Methodist actually sued for the disproportionate share and held up one of our Medicare patient billing  for a year and a half, the disproportionate share that we get.  So there ain’t no charitable people anywhere in town.  You  see St.Vincent’s, Community, the Sisters of the Mighty Dollar – they ship patients here the second they run out of money.  Just the second.  But if you watch TV, they do a lot of charitable care.

[Interviewer asks what is the answer to all this.]

Well, it’s going to get a whole lot worse.  Our doctors are going to go start practicing in other countries where people appreciate them.  You’re going to get seen by a nurse practitioner, who didn’t go to medical school, can take care of the basic things and just hope to hell nothing comes.  Because you can’t have doctors seeing patients for what you want to pay them.  It’s what you want.  How many people do you [hear] say, “I don’t want to pay any more for my health care.  I want the cheapest health insurance I can get.”  And they join these HMOs and then they get breast cancer and go, “Oh, I want the latest experimental therapy.”  Lady, you bought the cheapest insurance you could afford, and now you want your doctor to give you free care that you didn’t want to pay for.  That does make any sense to me, or how much money that we spend on patients that are dying.  You know, we have intimated [?] patients upstairs, in the ICU, at $1200 a day with brain mets[?] from lung cancer because the family goes, ”I want you to do everything for Dad.”  In other countries, the doctors say, “Ma’am, Dad is going to die this day,” and the patients are okay with that.  Because we’ve built up the expectations of health care so high that you think the doctors can fix everything.  If your finger’s a little crooked after it goes to the OR, “I’m just going to sue them.”  We’ve built up our expectations of what doctors can do so high, from TV shows and advertisements.  The reason people get well is because the body fixes it.

[Interviewer comments on costs driven up by paper work, etc.]

Sure.  Look at the drug companies, how rich they are.  Look at Lilly.  From Medicare, I get six dollars to read your chest X-ray.  I get $50 to read it from Blue Cross Blue Shield.  So how many Medicare patients do you think I want to take care of?  And then they won’t pay.  Or the patients won’t sign up.  They won’t take the time to fill out the paperwork to sign up for Medicaid.  But they want me to give them a free $1,000 MR scan.

[Interviewer comments on financial investment in technologies.]

Sure, the hospital does.  But everybody thinks they should get away for free.  The manufacturers are making a fortune.  All that HMOs have done is to transfer about 20% of the money that used to be paid to patients, doctors and nurses, and give it to rich people in the stock market.  That’s all it’s done.  Now that the fat’s squeezed out of it, nothing works.  They’ve insured all the healthy people.  They never want to take care of the sick people.  That’s left to the city hospitals, Medicaid, Medicare.  And of course they don’t give us enough money to take care of the sickest people.  The only way that health care works in America is that everybody that could pay paid into one pool; that excess money was used to take care of the poor people.  That’s how it’s always worked in America.  There have always been poor people in the same hospital with the rich people.  Now, all the poor people have to come here , and the rich people go somewhere else.  

[Interviewer asks what effect this has on the Department of Radiology.]

It’s tearing it apart.  We can’t keep – we have no employees.  Wishard --  techs   Even professional employees.  They can’t find people to come to work here, radiologists.  We have radiologists leaving here and going to work in Richmond making an obscene amount of money because they’re in a situation where everybody pays their bill.  You can’t keep running in the red.  Wishard has for so many years, it’s unbelievable.  It’s because they have the best financial people in the world here.  And everybody does a little extra work because they want to be here, but they’ve just squeezed it too hard.

[Interviewer harkens back to an earlier comment about Dr. Klatte’s being in the dog lab.  Where was that located?

The Regenstrief’s been here since before I was here.  The radiology department was in the old [part?] before I was a resident here; so when I was a resident, they already had this new part over here, where it was split into two parts.  

So, I work here.  But I also work over at University.  We all do [move around].  We’re all one department.  We all make the same amount of money.  That’s the best thing Klatte ever did.  Everybody makes exactly the same amount of money; so I don’t spend all year trying to prove I’m better than you.  Boy, it’s hard to be in [?] the only section in the whole country that does that.  

[Interviewer:  You know you’re better, you just don’t have to prove it.]

No, no, no.  It wouldn’t do any good.  Because then everybody’s working.  But it’s really hard.  What it the vascular guys, interventional guys, they work harder every day; but they don’t get more money.  So we try to just give them more staff.  But someday it’ll hit the fan.  We have people here that generate a third less money than I do, but they get paid the same.  [Dr. Hawes] is in charge of the clinical work on the whole campus.  He used to be in charge of Wishard, but now Heme [Himanshu] Shah is the vascular guy.  He was a resident here and fellow here.  A lot of times we don’t – I would force all the fellows to go somewhere else if they want to come back here to learn more stuff.  No matter how hard it is on the family, it’s one year; they can go.  And then Kreipke works upstairs in the emergency room.  He just got remarried for the third time.  And he seems to be happy now.  He just does the ER stuff.  He’s a quiet guy.  He likes to write Japanese and stuff; so he learned Japanese, I think, so he could watch their Japanese movies.  And then Val works here.  And Lappas works here.  But we all work lots of places.  Kreipke doesn’t go anywhere else, but everybody else does.  I staff the ER every morning for anybody that didn’t get things done overnight [?].  And Susan Ivancevitch works here.  She works from five to, like, midnight or two in the morning.  That’s her shift.  Before, we had to do all that.  A long time ago we didn’t [have staffing at night.]  Now there’s staff.  Now the residents don’t learn as much.  So, there’s always staff there.  So if they ask you a question, you should say, “Well, you should go look it up,” instead of just saying. “Well, that’s broken.”  It’s not as good.  They’re just babied a little bit more.  But it’s more work; they couldn’t possibly get it done by themselves.  Maybe we just need three residents on call.  They wouldn’t like that.

I go over there {University] sometimes in the mornings.  Sometimes they have somebody on vacation.  I go over there and help out.  Oftentimes, I’ve done the whole thing by myself.  Two people’s job over there [?] and one person’s job over here.  

[Interviewer:  I think Dr. Holden was sincere in saying you make a good contribution here.]

They beat it out of you.  The gulag.

[Dr. Tarver invites the interviewer to contact him again if there’s anything further that he might help with.]

