Interview with Dr. Mary Edwards-Brown on September 11, 2001:

What you thought you’d like me to talk about is how I came to I.U.  I came by a circuitous route.  I was an undergrad at I.U. in Bloomington.  I graduated in 1969 and taught high school for three years.  I taught chemistry and French.  Was bored with teaching.  I enjoyed it for awhile, but it became very repetitive.  When you teach chemistry, you have four classes in the same subject, year after year.  So I decided to go to medical school, and I did.  I had no idea what branch I wanted to go into, and then on my last year, my last month my senior year, I rotated on radiology at Methodist and fell in love with it.  It really resonated with who I am, and I knew I wanted to do radiology.  It was in the era where radiology was not at popular as it is now, and there were openings at Methodist that were unfilled, and I took one.  So I did my residency at Methodist, which is a little unusual, I think.  I think I’m the only one who’s ever trained at Methodist that came here.  I didn’t know I wanted to do academic medicine, had no clue that that would be something I wanted to do.  But at the end of my residency, I knew that neuroradiology was the most interesting area  that I had seen and decided to do neuro.  

I’m the first neuroradiologist trained in Indiana.  They made a residency for me there, they created one.  Things were a lot less formal than they are now.  There were no boards to approve the fellowships; so they created a neuro fellowship, and I did it.  They did say that I wouldn’t ever be taken seriously if I didn’t get away from Methodist for part of my training; so part of my neuro fellowship was done at the Medical Center.  Part of it was done at the Hospital for Sick Children in Toronto.  

As I approached the end of my fellowship, I began looking for jobs.  There were not a lot of jobs open for neuroradiologists who were of the female persuasion in Indianapolis.  I didn’t know how to go about it, but I sent a letter of inquiry to every single hospital in Indianapolis.  No one was interested in me.  I did find a hospital in South Bend that would like to hire me, but my husband was a family practitioner in Hendricks County and didn’t particularly want to move.  And I did talk to Dr. Klatte, who was somewhat interested.  And so he offered me a job.  This is a tribute to him.  I’ve always respected him.  One of the things everyone respects about Dr. Klatte is his word is his honor, and he would never go back on his word.  He offered me the job.  I never signed a contract, and I was pregnant.  It turns out I was pregnant with twins.  Just before I was to take my job, which was in January, I was two months from delivering my twins, the job I thought I was going to have, that he had offered me, was to do neuroradiology at Riley, as I am doing now.  I have always been fascinated by pediatric neuroradiology.  Dr. Cohen and Dr. Smith – you may or may not want to include this – decided that they particularly want me to do pediatric neuroradiology.  So there was no job as I was offered within a week of when I was to take my new position.   And I was pregnant with twins, and there was no contract signed.  I thought if Klatte was not such an honorable man, I could have been on the streets wishing I had a job.  But he offered me a job, and I ended up working as yet an extra neuroradiologist at University Hospital where I wasn’t particularly needed.  But he promised me a job; so he gave me one.  I like to think I paid him back several times over because after that, a couple of years later, a ______ radiologist that I had come to join quit, and there was a time where I was the only neuroradiologist on campus.  That was an era of some turmoil here.  Let’s see – I started work here in ’82.  I worked at University Hospital for a year, and the neuroradiologist who was working at Wishard took a job at Community Hospital; so I moved my office to Wishard and was primarily based there for probably two years, maybe longer.  It may have been three.  I enjoyed those years.  It was a good chance for me to get my feet wet with decision making, interacting with clinicians on my own. I know a lot of young radiologists don’t feel like they need to serve beyond their own training, but I found I learned more in those first two or three years right out of training than I ever did in residency or fellowship.  So those were good years for me.

Then we sent John Scott, who was one of my former residents – I think he did one year of neuro, special neuro training the first year of his fellowship at I.U., and then he went to New York, NYU., for neurointerventional fellowship.  They brought him back and put him at University Hospital, and I stayed at Wishard.  By then we had our MRI unit.  The MRI came in, I think, about the second year I was here, probably about ’84 – ’83 or ’84.  I was reading MRs, and mostly they were in the basement over by University.  I was doing that.  Then within a couple of years they put the scanner in here.  John Scott and I were taking turns coming to Riley to read MRI scans.  Then he took a job.  The one who was just before him was Dick Gilmore – he quit and went to Methodist.  John Scott followed him and went to Methodist, and then I was left by myself here covering University, Wishard, and Riley Hospitals.  I had a circuit I was running.  I was the only neuroradiologist on campus for a year.  I was young and foolish and thought I could do it all.  I didn’t have any trouble with weight control in those years because I was running to three hospitals twice a day.  I had three fellows at that time.  At each hospital I would have a fellow.  So I would run to a hospital and tell them what to say about the films and then run to the next hospital and tell them what to say.  I made the circuit, as I said, twice a day.  We let the V.A. coast.  Whatever happened at the V.A., they were on their own.  I didn’t make any attempt to read the brain films.

The next year, though, I was fortunate enough to hire another neuroradiologist.  So I was not quite as crazy.  with two of us doing this.  We were still pretty busy, but it was much more reasonable.  That’s what was happening in the ‘80s, I think.  It was toward the end of the ‘80s when we hired Rick Smith.  He was the other neuroradiologist who came in after John Scott.  He was young at that time, and we had a good time teaching the residents and the fellows.  We’d come in early because everyone was interested in MR.  It was such a new specialty that we would do our staffing between seven and eight in the morning so that residents who were interested in neuro could come in and see a little bit of it before they had to run to their other responsibilities.  I can’t imagine doing that now, donating an hour before the day even began, but we were young and energetic at that time.  I think that was what was happening in the ‘80s.

When I came, when I first arrived -- I’d come from Methodist, and there was always this little rivalry between I.U. and Methodist, of course.  That’s a perception that most people don’t have.  At I.U. there’s a little bit of a rivalry toward Methodist, but at Methodist there was a big rivalry towards I.U. because Methodist was smaller.  It was not academic.  They always had sort of [?] the Avis syndrome; they had to try harder because they were second best.  There’s a lot of pride in the things they did well, and one thing they did well is [they] got the first CT scanner in the state; it was  the sixth one in the country.  It predated any CT scanners at I.U.  It was there when I went to Methodist for my residency, and I.U. patients were shuttled all times day and night over to Methodist for scans if they needed them.  By the time I came here, there was a CT scanner at I.U., which was old and miserable like the first ones that we had at Methodist.  But the scanner they had at Wishard was a Picker scanner, I believe, and it was first class.  It was the best one in the city at that time.  These were very expensive. 

[Interviewer asks how Wishard was able to do this.}

Don’t know.  They did well, and they got the best scanner in the state at the time, and from all over the state, especially Richmond.   I can remember ambulances driving in from Richmond with patients to be scanned at Wishard.  That really helped out, you know, because Wishard didn’t have a lot of income coming in, and these were good paying patients.  It strengthened the x-ray department there considerably.  I’m sure he [Dr.Holden] had some vision there.  We were busy reading scans.  It was important to have good throughput because patients were basically lining up for the scans.  We were quite busy then.  Like I said, I was young at the time and somewhat naïve about how things should be done.  

I remember distinctly working late one afternoon and early evening.  We had our own transporter because we couldn’t afford to let a scanner be idle.  It was too important.  It was not only a money maker, but it was too important for patients’ care.  We were juggling, trying to get sick patients squeezed in.  So we had our own transporter.  This transporter one night, as I said, early evening, did not bring the patient and did not bring the patient, and the scanner was standing idle because we were expecting this inpatient from Wishard to be brought down.  Finally hear arrived, reeking of alcohol.  It was very apparent that he had stopped for some refreshment on the way, and I was incensed.  This was a reasonable family, and even if it hadn’t been a reasonable family, you hurt for them because they knew what was going on, and they could smell it all over his breath.  I stormed into the office, and I demanded that this gentleman be fired on the spot.  Never happened.  He still works there.  You can’t fire someone just because they drink on the job, I guess.  He was in charge of patient care – some role in patient care.  He was not fulfilling his role.  But he’s still there.  He’s not transporting patients, but I’ve seen him around.  He’s never lost his job in all these years.  And maybe I was wrong.  Maybe somebody scared him into not putting a trick like that again.  I don’t know.  That was the CT era.

How did CT change radiology?  It was a dramatic change.  Before the CT era, all that was available for diagnosing brain lesions was angiograms, which were definitely invasive, ______ encephlograms [?] , in which you inject air into the head, and it caused the most miserable headaches.  People were ill, vomiting with the pain of the headaches this air infusion would cause.  And something called echoencepholography [?], which showed the outside of the skull and the midline structures, and that’s it.  If you could see something pushed over, it would show that.  But, basically, all three of those modalities were crude at best.  You couldn’t actually see the brain architecture.  You could only see that things were moved.  So if you had a small lesion, it would go undiagnosed.  Even a medium-sized lesion by today’s standards might be missed.  If it was very vascular, you might pick it up on the arteriogram, but there are many, many lesions, maybe even  the majority, that are not vascular enough to show up on the angiogram.  For instance, if patients had subdural hematomia, which was very common thing, head trauma, the neurosurgeonss would typically do two burrows [?], one on each side because they wouldn’t know where the subdural was.  When CT came along, it just opened the windows to the brain.  You could  see so much more, and it revolutionized neurosurgery and it revolutionized neurology.  People were far better at diagnosic skills before they had CT and MR.  The neurologic exam used to be an elegant thing where people would go through all of the different nerves and nerve functions to diagnose a lesion of the brain.  Now, one of the medical students told me that there are two philosophies.  One is to look at the patient, and the other is to look at the scan first.  That would never have happened in the old days.  The old neurologist would always examine the patient and then look at the films.  It’s so efficient to look at the films, and if it  directs the exam toward one area, they might test that to see how the patient is doing.  The CT changed things.

We thought it was incredible, and then when I look back at those initial CT scans I don’t know how we ever read anything.  But it represented such an improvement over  the ability to diagnose films before then.  Then, when MR came along, it improved it so much more.  Things like multiple sclerosis just didn’t show up on CT.  We didn’t think that was too important that you couldn’t see some diseases.  But when MR came along, you could see those diseases.  There are only a few things now that MR doesn’t show, and I fully expect that with some new iteration of diagnostic studies, those _____ processes will be better understood.  About the only thing I’ve seen lately that we don’t see well are movement disorders, like Parkinson’s disease, things like that.  Most brain lesions leave some kind of a mark on our imaging studies  now.  It’s been an exciting 20 years since I arrived here.  

When I went through medical school, there were no CTs at all.  I think that was why radiology wasn’t very well thought of.  It wasn’t popular with medical students.  I remember – I don’t want to sound chauvinistic, but I remember the only exposure I had to radiology as a medical student was an Asian resident who came to our anatomy lab to point out x-ray anatomy, and I couldn’t understand what he said.  I just basically ignored it and  then, when I rotated on radiology, realized there was so much more.  CT had just arrived.  As I said, the first year I was able to get a residency.  Actually Methodist had 12 residency spots and only six of them were filled and only three of the six by American graduates of American medical schools.  The next year every spot was filled and  pretty much has stayed the same ever since.  I think there were a couple of years, three or four years ago, when we had – the residency slots were not all filled.  Now they are again.  It’s been a pretty popular field, I think because of the new imaging modalities.  Technology is always changing, challenging us.  I have never been bored since I hit radiology.

Musculoskeletal may not be sexy like the brain, but they are using the new modalities.  There’s a lot of MR imaging in musculoskeletal.  When I did my residency, musculoskeletal radiology involved a lot of invasive procedures, a lot of injection of dye into joints.  There’s almost none of that anymore.  A lot of  -- even early in my training , there were more invasive procedures than there are now.  Even like in ’82.  Milograms were very common, and the early scanners would only scan the brain.  Every time a new modality came along, they used it on the brain first because the brain doesn’t move much.  You can breathe, you can swallow, and your brain can still be held still.  Once technology got a little bit more advanced, you could scan the rest of the body, do belly imaging and spine imaging, but it was well into my tenure here at the Medical Center before we could image the spine, probably two or three years.  And that revolutionized things.  We were still doing milograms.  We’d do a milogram [Sp?] and CT combination.  Then MR came along, and we don’t do mIlograms [Sp?] anymore.  

I am probably chief among Dr. Cohen’s fan club.  I like him a lot.  As I implied, it took him awhile to trust me, and that’s okay.  I don’t mind it.  He didn’t know me very well at first, and I didn’t take it personally that he and Dr. Smith weren’t sure they wanted a pediatric neuroradiologist around.  Once he decided, though, that I knew what I was doing, that there was some merit in having me around, he brought me to Riley when they had their own scanner, their own CT scanner.  I had an office at Riley at that time, and we worked together, pretty closely, with MRs and CTs.  Then he approached me and asked if I would like to co-edit a book with him.  So we worked very closely together for a year or two while we completed that project.  I did half of it, the brain half, and he did the body half.  I think some degree of mutual respect developed then.  

And then he got promoted, got to take Dr. Holden’s position as chairman.  He has brought a new flavor.  He’s more – I think he’s more willing to try new ideas, to investigate different ways of doing things.  I’ve always said when you’re going to try new things, you’re going to hit a few home runs and you’re going to make some mistakes.  And I don’t expect him to be perfect, and I don’t expect every idea he has to be a home run.  It has made it fun to work with him because he’s always exploring new ways of thinking about things.  Like Informatics, for pity’s sake.  I bet there are only a handful of radiology departments that even know about Informatics, much less have a well-developed section. Stuff like that.

[Interviewer comments on Dr. Cohen’s efficiency.]  

Yes.  That’s something else I will say about him.  When he was section chief and I was over here, I used to say there was no one I knew who could get more done in less time.  During those years, he had a young family.  It was important to him to be actively involved in raising those kids, and he was coaching soccer and all kinds of stuff.  He was out of the door at five, but having left at five, he had done all of the clinical work plus writing his books and publishing his articles, which were voluminous.  He was an energetic, organized individual.  His office never looked like this.  Everything had its place.  It was just plain fun to work with him and see somebody who was organized, how much they could do.  

Don’t put everything in this that I say, but I was not as fond – although I like Bob Holden.  He’s a fun guy; he’s a kind-hearted man.  When I first worked at Wishard, when I first went over there, he called me in his office – kind of like you and I are sitting here.  “Well, Mary, I guess I’ll hire you,” – because he felt like he had the right to hire me; Klatte couldn’t just tell him I was going to work there.  “Well, I guess I’ll let you come over here, but I need to tell you that because you’re a woman and  because you trained at Methodist, you can’t expect to get promoted like the men will.”  Isn’t that awful?  But he said that, and then  I got promoted as fast or faster than the men that were hired in the same era.  Again, I don’t nurse grudges.  Maybe that’s what I needed to encourage me to work hard.  And I worked hard because I felt like I had to.  

I knew Roscoe Miller.  Have people told you about Roscoe?  I hired on in ’82.  [His death might have come in ’85 or ’86.}  [In] my first year at I.U., my office was across the hall from him.  He didn’t train me as a resident because I trained at Methodist.  He would sit in my office for about an hour every day, and it drove me crazy for a bit because I was wanting to accomplish things.  I had projects.  I needed to publish.  He would sit in my office and talk, and he said things like this: “Mary, the most important thing you can do is publish.  Publish, publish, publish.  And to some degree, I listened and at least in the early years when I was here, I published a lot.  I think that I owe that little bit of advice – I owe my success to that little bit of advice, because a woman wasn’t going to be taken seriously unless she did something a little bit above and beyond.  I published quite a bit.  And I did a lot of exhibits.  I would go to my national meetings.  I was pretty energetic then, and I got noticed, and they gave me some national positions.  I was president of the American Association of Pediatric Neuroradiology, and I think that would not have ever happened if I didn’t have the conviction that if I didn’t publish I’d lose my job.  I was always afraid somebody was going to take my job away from me.  They never would have, but I didn’t know that.  I needed to prove myself.  There’s only one person I ever saw who lost his job because he didn’t publish.  He didn’t publish ahardly nything.  [CAN’T RECALL HIS NAME]  At any rate, he was over at Wishard.

[Interviewer:  Then most people do publish?]

We had to.  This is an academic department.  If we had an academic appointment – assistant professor, associate professor – you had publish a certain modicum of papers.  Back then it wasn’t too many.  I think 11 or 12 was about all you had to have to get tenure.  Now it would be at least double that.  It’s what we had to do.

I have [enjoyed myself].  I tell my residents that I think I’m the luckiest person – how do I put it?  I think I have the best job in the world.  I am fortunate to work in a department where I am given a lot of academic freedom.  A lot of freedom, academic or otherwise.  As long as I do my job and keep my clinicians happy and read the films with some modicum of expertise, I’m left alone.  The films I read are fascinating because Riley is unique in the state.  It’s the only children’s hospital, and we have a referral base that includes the entire state and parts of Illinois.  Every unusual congenital malformation, every unusual brain tumor, every weird metabolic disease, all comes here.  It’s unusual, fascinating.  The doctors I work with are top in their field.  We don’t get just average pediatricians; we get the best.  So we have pediatric rheumatologists, pediatric neurosurgeons and neurologists and enecronologiists [?] that are coming to me for my opinion.  They are giving me good ideas, neat ideas to consider.  So it’s kept me stimulated, and I’ve been fascinated by the field since I’ve been here.  I don’t want anyone to take my job.  I try to do it just well enough that they’re not going to take my job away from me.  

When I first came, that really was part of -- my problem was I was closer to my clinicians and neurologists and neurosurgeons than I was to the radiologists, all of whom looked at me with some suspect.  Neuroradiologists were not generally loved because we were subspecialized.  When I first started here, there weren’t many subspecialists.  People who would do vascular would do vascular med, but didn’t they have fellowships.  I was one of the very few who had additional training in my area.  Not only additional training but two years.  Pediatric radiolgists have one year, and nuclear medicine one year.  Neuro was the only one who had two years.  We were not well loved.  But in time everything has become so subspecialized that it’s old hat.  It’s hard to believe that there would have been any kind of rivalry or envy or what it was.  But neuroradiologists were not as well liked as the other specialities.  It may be, it may be that we had the new toys.  We had the  CT and the MR, and the other folks didn’t, and they might have thought that we thought we were too good to do the old grunt work.  But our specialty was one using the new toys.

[Interviewer comments that therapy broke off, and that nuclear medicine in some opinions is a different type of radiology.]

It [nuclear medicine] has not stayed as popular as it once was.  And maybe the same thing will happen to neuro, too.  Every era has its time.  I rode the crest of the neuro era when everything was new, and every new modality that came along was used for the brain first.  That was kind of fun.  

[Interviewer asks about the increased number of persons in the department, whether loyalties are to section or hospital rather than to whole department, whether there is a lessening of sociability.]

Cameraderie?  Yes, it’s bigger.  I’m certainly within the Department of Radiology, and because we are so big, we’ve developed a subspecialty orientation that we didn’t used to have.  There were not recognized sections at first.  You could work – like when I was at Wishard, my orientation was to Wishard; it wasn’t to neuro.  Now, it’s definitely an orientation toward neuro radiology.  That’s changed. 

Did you ever hear about John Robb?  He and she [his wife] would have a department party every year at Christmastime, and they would invite everyone who was a fourth-year resident and all of the faculty to their house.  That stopped when he retired.  And I cannot imagine someone trying to do it now.  

[Interviewer speaks of Dr. Cohen’s mention of Conner Prairie and of the Klatte parties.]

That [the Klatte theme parties] was incredible also, and I can’t imagine doing that now.  His parties were in the backyard, and it was catered.  Marie [Robb] fixed every scrap of food that we ate.  In no way am I putting down Dr. Klatte’s parties.  I never did anything of that size myself.  He [Dr. Robb] was a warm person, and she, of course,  is a most incredibly warm person.  A lot has been lost.  We do have department functions, but they are more – because of the size of the department, it has to be things like Conner Prairie, these retirement dinners, things like that.  There was definitely more of a friendship. We would go to each other’s  houses some, mixing it up a bit. We might go to Dr. Tarver’s or Holdens’.  Holden always had a picnic for everyone, I think, that worked at Wishard when he was there, at his house.  I know he had football parties, superbowl parties, at his house sometimes.  Now I don’t think that would happen.  It’s more within the section.

[Interviewer recalls the resident meetings of Dr. Campbell on Friday nights and, later, Dr. Klatte’s Friday morning meetings.  She asks if something similar is held today.]

Like an interesting case conference?  By the time I came – so you may have to ask someone who’s a little older than I.  By the time I came, each hospital had an interesting case conference one morning a week.  They still had the Friday night guest speaker – was it Friday night or Thursday night?  It was a different era.  We didn’t feel that we owned our evenings quite as much as our residents do now.  They told me that it was required attendance, and I showed up.  I was told it was required.  Now if we tell our residents it’s required attendance, they still don’t show up; so it doesn’t matter.  I think that because of the times they stopped the evening meetings.  Now the best we can do is have an afternoon right-after-work kind of meeting.

[Interviewer comments that there was some opposition probably to evening meetings from wives.]

I was, you know, one of the women, and I didn’t know what the wives might be saying.  I was just trying to keep my head above water.  I wasn’t taking the barometer on other people’s relationships.  When I came –

The only other woman in the department when I came was Val Jackson.  She was doing mammo.  So I was forging some new territory.  I think there had been some women occasionally before me, but as far as  long-timers, I think Val and I are really it.  [It’s] mammography’s a woman’s speciality, that’s accepted.  Pat Harper was here before.  And yet I did neuro; so I had to be a little thick skinned.  I was a little bit thicker skinned than the average person but, as I say, I was scared enough that I had to work pretty hard to prove myself, to be worthy of the trust.  Having done it, I think in time I will earn the trust of the folks that hired me and the neurosurgeons and neurologists that can be kind of crusty also.  Now I think they don’t hardly trust other people.  And there are more women in the department now.  It just takes a while.  But I don’t think it ever hurts to have a bit of a challenge, you know.  If it’s just a bit harder to gain someone’s trust, then I had to work harder.  Then when I got it, it was worth having.  It worked out very well.  As I said, I would never have dreamed I would be interested in academics, but having done it for a few years, I can never imagine doing anything else.  At first --  ____ most as I watch folks joining the faculty, they do their best teaching in the first years.  That’s when they identify with the residents more.  It just seems to work better.  In those first years, I absolutely loved the teaching.  I’ve always liked what I did, but it was really fun teaching, giving conferences.  I remember saying to someone that I love my job so much that even if Klatte didn’t pay me, I think I’d come to work every day.  I changed my mind; I’d probably want to be paid.
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