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WEEKS:

I have a note that you were born in 1917 in Franklin,
Pennsylvania.

THOMPSON :

Yes.
WEEKS:

The next piece of data I have on you is that you have a very
distinctive middle name, Devereaux. Is that a family name?
THOMPSON:

Yes, that was my mother's maiden name.

WEEKS:

I think that's a very nice middle name. I see that you are a
graduate of Bellevue Hospital School of Nursing and you have a
diploma as an RN, which you received in 1939. When I first read
this I thought, well, it is so unusual in this day of nursing
shortage to find male nurses, so few men are going into it now.
THOMPSON :

That school, actually called the Mills School, was the largest
school for male nurses in the country at the time. It was separate
from the Bellevue School (for women nurses), but the faculty was
the same and most classes were held together with the women. There
were about 30 men in my class, which was an average size class.
Many of them were from the CCC. Remember the o0ld cCivilian
Conservation Corps?

WEEKS:

During the first Roosevelt term of office.



THOMPSON

Yes, and others were, oddly enough, miners from Wilkes-Barre
and Scranton, that hard-coal country in Pennsylvania.
Historically, a lot of women in nursing schools in New York came
from those areas, and when the mines were shut down, these young
men were unemployed. They could either bootleg coal, or they could
leave the area. About half of my class was from the mining
sections of Pennsylvania. It was a very interesting group.

I applied there because my stepmother was a nurse and she
said, "If you want to work your way through college, this is the
way you can do it. Become a nurse. You can work nights or
evenings or whenever you want because, even in the middle of the
depression, nurses are in demand. After you graduate, then you can
go to school." So that's what I did.

What I didn't realize at the time was that the experience
would mark me forever. It is impossible to become a nurse in a
place like Bellevue Hospital and not have the imprint remain with
you for the rest of your life. There were a few differences in the
clinical areas between male nursing education and the program for
females in those days. We spent double time in psychiatry and
double time in what we called GU, genitourinary diseases. We had
no clinical experience in obstetrics and none in gynecology, but we
had pediatrics and we had every other clinical service.

WEEKS:

People were more modest in those days.



THOMPSON :

Right.
WEEKS:

There is a question or two I want to ask you about Bellevue
just for my own benefit here. The hospital is well known, but the
question I want to ask you, did they have a medical school?
THOMPSON:

Oh yes. 1In fact they had four. Four medical schools were in
Bellevue at the time. There were the first, second, third, and
fourth clinical divisions. The first division was part of Columbia
College of Physicians and Surgeons. The second division was
Cornell Medical School. The third division was part of New York
University School of Medicine, and the fourth division was called
the "open" division, but it was really New York University. So,
there were four different services, depending on what medical
school was assigned to that ward.

They had medical students and, of course, interns, residents,
and the attending physicians were from those universities. Each
service had a little different character. New York University
physicians were more aggressive, and they were much more
scientifically oriented. Cornell and Columbia students tried to
play the gentlemen. You knew when you went to medicine, and if you
were in the first or general division, you would have a different
experience than if‘you were on a third division medical ward. You
knew you would work harder on the third division, because they had

more patients altogether and they also had more patients on



4
research protocols. I don't know why. New York University's wards
were always full, while one could take it easy in Cornell where
they weren't all that aggressive in their treatment patterns.
WEEKS:

There is a little story I want to tell you. You may know this
already but the reason why I ask you about the medical school was
that I was reading not long ago about Dr. John Harvey Kellogg of
Battle Creek Sanitarium fame. He studied medicine back in the
1870s, and the first place he went was to a water-cure college
called Tralls Hygea Therapeutic College, and he was disgusted and
left there after six months. He stayed the six months, which was
the initial training period, and then he decided to enroll in the
University of Michigan here in Ann Arbor and the tradition then was
two series of lectures, 24 lectures in each series, and then you
got a degree, but there was no clinical experience. There were no
laying of hands or any of this sort of thing, which Kellogg wanted.
So, at the end of his lectures, he left and he went to Bellevue,
and he attended the Bellevue School, and I don't know how long it
was, but he got his MD degree from there.

THOMPSON:

Well, the hospital was so large and so busy and you saw so
much pathology, there wasn't anything you didn't see. The reason
I found it intriguing was that it had an enormous psychiatric
service, housed in a separate building, a whole hospital all by
itself staffed by superb physicians, eminent psychiatrists. They

just taught. They didn't care if you were a nurse or a medical
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student or whatever, they just taught. So you went to their grand
rounds, you went to their lectures, and you took care of their
patients. But in the psychiatric unit, you had far fewer specific
patient-care duties. You were there to 1learn. In the other
services, you were there to work and learn, in that order.
WEEKS:

Free labor.
THOMPSON :

But not in psychiatry, oddly enough.
WEEKS:

What is the present-day Bellevue? 1Is it all psychiatric now?
THOMPSON :

No, it's a large general hospital, but there is only one
medical school now and that's New York University. Columbia
University now is affiliated with Harlem Hospital. Cornell
University is out, and I don't know which of the city hospitals
they work in now.

WEEKS:

I was wondering too, I've interviewed a few nurses, four or
five, and the subject that always comes up now is what is the role
of the nurse today? Is he/she getting recognition? Was that
problem back when you were studying nursing?

THOMPSON :

Well, it didn't seem that much of a problem. In other words,

the nursing profession was not in the distinct posture that it is

now, where the professionalization is an important goal. The
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education at Bellevue was good. We had good instructors, but don't
forget, this was in the middle of the depression. And nursing was
a profession that many minorities were using to upgrade themselves.
I remember when I was a senior, we had our first black student at
Mills and that was quite a change. Black women students went to
Lincéln or Harlem Hospital in those days. They didn't come to
Bellevue, but Polish and Jewish and Irish, first generations,
particularly the Italians. This was a way that a woman could
improve her social status as well as gain an occupation. So
everybody was kind of scrambling, I guess, and a college education
for nursing wasn't as important a factor. This was a diploma
program. This was not a collegiate program.

WEEKS:

I understand. Well, most of the programs were formal programs
in those days, weren't they? But I was wondering about, you know,
whether there were differences in the way male nurses were treated
by physicians as opposed to female nurses.

THOMPSON :

We tended to specialize in either psychiatry or genitourinary
diseases, and psychiatrists and GU surgeons, of necessity,
particularly in New York, were very comfortable with male nurses
and used them perhaps a little differently than women. But you
must remember that while I went in the Navy, I could not get a
commission as a nurse. When I graduated from Bellevue, I went to
work in psychiatry and taught for a while. Some of my students,

women students, obtained commissions, and I could not get a
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commission in the armed services. They just would not commission
male nurses. Now this was primarily because the nurse corps of
Army and Navy didn't want them. They wanted that as a female corps
only. So that was kind of hurtful.
WEEKS:

The osteopaths must do the same thing, didn't they? They have
almost no chance of getting a commission either. We had a lot of
barriers to break down in World War II.

THOMPSON:

Well, actually, I eventually became a warrant officer.
WEEKS:

I wanted to ask you, you were a warrant officer pharmacist?
THOMPSON

Well, that was in the Hospital Service Corps of the Navy and,
at that time, the only officers they had were either chief warrant
officers or warrant officers. Later, toward the end of the war,
they started a commissioned officers corps. So if you were going
to stay in the Hospital Service Corps, you either became a
commissioned officer or a chief warrant officer. There was no
other place to go. That was not true in the Army. The Army had a
Medical Service Corps long before the Navy did. If I had been in
the Army rather than the Navy, I probably could have gotten in that
corps.

WEEKS:

I'm talking with Faye Abdellah, whom you know.



THOMPSON :

Oh yes, she was at the Yale School of Nursing for a while.

WEEKS:

Is she at Yale now?
THOMPSON:

No, she was a teacher at Yale when she was younger. I met
Faye when she was involved in some of the early research on
progressive patient care.

WEEKS:

Well, that's where I first became acquainted with her—when I
was working on progressive patient care. That's how I came to
Michigan to the university, in fact. But she was concerned about
the question, can we require nursing students to get a bachelor's
degree, or can we still have some of these diploma schools? I
guess they found out that they almost had to have some two-year
courses.

THOMPSON :

The nursing education scene is quite changed. I'm on the
faculty of the Yale School of Nursing and have been since I went to
Yale. I've taught there and have done some research with people
over there. But that's a graduate program; that's a master's
degree program. They have two of them. They have the young woman
or man who comes there with a BS, RN, and gets a master's in two
years, or they have college graduates who have had no nursing at
all and who obtain their master's degree in three years because you

have to teach them basic nursing beforehand. Most of these nurses,
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then, come out as nurse practitioners in some specialty or another.
Yale has always, for instance, trained nurse-midwives. They never
stopped, so they have a pretty big midwifery program, and they
educate nurse practitioners in psychiatric nursing, med-surg,
pediatric, and community health. The basic bachelor program has
got to be the long-term goal for the nursing field. Right now most
graduates are actually from the two-year community college program.
What we have to be very careful about is that we don't do to them
what they did with the diploma programs. They made it very
difficult for diploma graduates to get the bachelor's degree.
WEEKS:

There is no ladder there.
THOMPSON :

No, there is no ladder there. It should be easier with the
two-year students, because both programs are seated outside the
hospital, and they're both carried out within an educational
framework. However, it just doesn't seem like it is working all
that well, although several universities are concentrating on that
now, in other words, upgrading the two-year graduate to a four-year
graduate.

WEEKS:

What about these nurse practitioners going into private

practice? Are there many of those?
THOMPSON :
It depends a great deal on the specialty. Many of the

midwives graduating at Yale practice within a group of
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obstetricians. Obstetricians now are practicing within a group
because they don't want to be on call all the time. You'll often
find a midwife or two in these groups, and that's.a type of private
practice. They bill just like the doctor and share in the group's
revenue pool. Some of the psychiatric nurse practitioners also are
in private practice, but the other specialists, med-surg and peds,
tend to still be in hospitals.

WEEKS:

How does the malpractice insurance situation affect these
people?
THOMPSON :

There was a big hassle about that. Nurse midwives for a long
time had no malpractice problem in that they were able to obtain
insurance at reasonable rates even though, as you know, the
obstetricians have one of the highest malpractice rates in the
profession. Then, all of a sudden, for some reason or another, we
can't figure it out, the insurance companies started backing away
from the midwives without reason. There wasn't a big flurry of
lawsuits. Many of the nurse midwives felt this was a result of
pressure from the American College of Obstetrics and Gynecology,
but who knows. It is particularly critical because we have always
been interested in alternative health care programs and
institutions.

The midwives in New Haven got together and established an
obstetrical program outside the hospital manned by midwives with

physician backup. They would not go so far as to go to home
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deliveries. The women came to this institution. It wasn't too far
from the hospital, and there was very careful screening. They
wouldn't take all women, and it was operating. All of a sudden
this malpractice issue came up, and the alternative program folded.
They just couldn't afford these kinds of new malpractice rates.
Now, in the hospital, midwives are covered by the hospital
insurance, so there is no problem there and many groups of
obstetricians all have one big malpractice insurance that covers
everybody. But the midwives were very, very upset about this.
WEEKS:

I don't see how we can afford to have babies with all this
malpractice, and, when you figure out the average cost for
insurance per patient, it must be terrific.

THOMPSON :

It is. An obstetrician has to deliver, or as we say, has to
catch, a lot of babies to pay for his malpractice.
WEEKS:

I've wondered what we are going to do about malpractice
insurance.
THOMPSON :

We are following a case that may give us a direction. New
York State, you know, has a program of trying to put caps on
malpractice awards. The legislation was written in 1985 and went
into effect in 1986. A much more rigorous evaluation of
physicians' performances is the basis for the .program. The

hospitals are the ones that have to carry most of the burden. We
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are talking about better records. We're talking about the central
reporting of any instance a doctor has some kind of a quality
problem. They have taken a license away from a lot of physicians
in New York State based on this approach. They say that's the best
way to cut down on malpractice. Increase the supervision of the
performance of physicians. Since the physicians themselves don't
seem to want to monitor each other, the state, the Department of
Health, has assumed that responsibility. Now the physicians are
angry with Dr. David Axelrod, the commissioner of health. They

call him Mike Ditka. He's tough.
We are following one case, which we are developing as a
teaching case, where the commissioner actually closed a hospital,

and the reason he closed the hospital was because it could not

control their physicians. He called the hospital board to a
meeting and said, "Merge or close. Thank you very much,
gentlemen." And he got up and walked out of the room.

WEEKS:

Well, it takes a strong hand like that to control such a
situation because apparently the legislatures and Congress are very
hesitant about doing anything.

THOMPSON :

In this case, we tracked the legislative history. There were
several New York State legislators who lead the program, and then
Governor Cuomo got very interested in it. So they got the
legislation passed. Now it's the day-to-day enforcing that I think

everybody realized is the hard part. Like you said, you have to
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have some tough guy out there. You have to have a Mike Ditka to
get it done.
WEEKS:

Well, this is true. I haven't had much experience with the
medical workers, but in progressive patient care we did. And I was
surprised at what was going on in that hospital with one or two
doctors, and they give the whole place a bad name.

THOMPSON:

Well, we got somewhat into this. Oone of the things that
results when you start researching DRGs, you can start identifying
what we call aberrant behavior of physicians. We would go to the
hospital administrator and say, "This physician is a bummer. You
can't afford him." "Take it easy, take it easy," he'd say, "I know
he is, but I can't prove it." Hospital administrators are very
reluctant to see that physicians are disciplined, even when you can
prove errors of omission or commission.

WEEKS:

True, they are hesitant to do it, because the staff won't back
up the administrator. They Jjust run into trouble. Well, one
question I've been wanting to ask somebody like you for a long
time, is there really a shortage of nurses?

THOMPSON:

Yes, there is, and it's primarily due to increased demand for
nurses. In other words, there are more nurses working today in
hospitals than have ever worked before. We just finished an

analysis of this. It's a paradox. We have 20 percent fewer



14

hospital days now than we had before DRGs went into effect and
about that same drop in admissions, but we have a nursing shortage.
The paper goes on to explore why this should be so, and we
hypothesized that patients are sicker now in hospitals than they
were before DRGs were put in place. They are. Because what's
happened is they don't admit the simple cases. In other words, you
don't see cataracts in hospitals anymore. You don't see any D&Cs
in hospital beds. You don't see knee surgery, arthroscopy, and ENT
surgery. You don't see any of these cases anymore. They are being
treated in ambulatory surgery. But you have replaced those
patients with major hips, increased major bowel surgery, and
cardiac surgery. When we take a look at Connecticut's data, there
was a 20-percent drop in adult med-surg patient days since the
beginning of DRGs. But there was an 8 to 10 percent increase in
intensive-care days. Intensive care eats nurses. You've got to
have many RNs in intensive-care units. Then we went through the
various weighting schemes and can see that the case-mix index rose
considerably. This means that the patients have more complicated
diagnostic and treatment problems, and so there is an increased
demand for nurses, and we just haven't been able to rise to that
increased demand.

That's only for hospitals. I'm not even talking about
Visiting Nurse Associations. When people say patients are being
discharged quicker and sicker, that's true. The average length of
stay has come down in almost every diagnosis, and these people

should have some help in their homes through VNA referrals, but
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VNAs can't fill their staff either. So, because of the increased
concentration of the patient load in the sicker patients who demand
more care, we do have a nursing shortage, but it's demand. We are
demanding more nursing service for sicker patients, and we haven't
kept up with the supply.
WEEKS:

We are talking about demand. This is sort of throwing us off
track a bit, but I've been under the impression that part of our
problem today, our general overall problem, is that the patient is
expecting too much. You see, you and I go back a generation or
two, and I don't know whether you look at what was happening when
you were 20 years younger, but I do quite often, and I think that
people are going to the doctor more than they need to in many
cases.

THOMPSON:

But don't forget when I started nursing, there was no such
thing as a magic drug. I was at Bellevue when sulfanilamide came
in, and it came in from Germany as Prontosil, and all of a sudden
we could cure type III pneumonia, and I mean those people used to
die.

WEEKS:

My wife had type III, and I went through that.
THOMPSON:

It was terrible. There was no serum for type III pneumonia.
Those pills changed the mortality of that disease. That was a real

breakthrough. It was particularly important at Bellevue because we
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took care of the poor, and we took care of the alcoholics, and we
admitted the bereft, and they were the people who were getting all
these weird pneumonias. So from then on through later development
of penicillin, we have told the patient, "We'll cure you." So we
shouldn't be surprised if he is going to demand a cure. We told
him we can replace his heart, we can catheterize his coronary
arteries, we can pace his heart. So don't be surprised when he
says, "Look, I want this kind of treatment and that kind of
treatment, and I'm going to go to a doctor until I get it."
WEEKS:

Well, we have a lot of differences, of course, in treatment,
and I wonder about AIDS. What are we going to do about AIDS?
THOMPSON :

Well, AIDS is a very difficult problem, one which throws in
bold relief shortcomings in our health care systenmn. The real
problem is that we don't have alternative places to treat persons
with AIDS. We don't have homes where these people could go when
they are just homeless and don't need a hospital. We keep them in
the hospital too long, and they are very, very expensive patients
to treat because of all the precautions taken to protect the staff
and other patients.

I don't know. AIDS is a kind of puzzlement to me. I've been
doing some economic modeling of AIDS, and it doesn't have to be
that expensive to treat. I'm on the national board of the Alexian
Brothers Health System with hospitals in St. Louis, San Joseé, New

Jersey, and Chicago. They just opened up a rather large home or
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shelter for AIDS patients in Chicago. The Cardinal asked them to
do it.
WEEKS:
Weren't they moving out of Chicago?
THOMPSON:

They moved from the middle of Chicago to outside the city.
They have a great big hospital right near O'Hare Airport.

WEEKS:

Are they using the old building?

THOMPSON:

The Cardinal obtained a convent from one of the schools which

had closed, I think.
WEEKS:

I'm just wondering about using existing buildings.
THOMPSON:

They redid this whole building and made it as unhospital-like
as possible. They're finding out some very interesting things.
They're finding out, for example, that these patients, who know
they are dying, often don't want to go to the hospital to die.
They want to die in the home. They didn't expect that. Most
thought patients would transfer to a hospital for the terminal
phase, but it's not happening.

Our major problem is we don't know how this all is going to
come out. Do we need, as we have in Connecticut, hospice beds for
AIDS patients as well as a place for the homeless AIDS patients?

Most of the AIDS patients in Connecticut are drug addicts, so
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that's a whole different kind of treatment problem. Are you going
to try to cure the person's drug addiction when he's dying? You
know, it's a difficult kind of a business that requires different
patterns of care.
WEEKS:

When there really isn't known treatment or known hope.
THOMPSON :

With some of the new drugs—AZT and Pentamidine and
others—though you can't cure the disease. You can lengthen the
person's life, but, yes, there's no cure yet.

WEEKS:

The question is, is it a good life? Well, I guess all life is
good if you're losing it.
THOMPSON :

Well, it's not as bad a life as you'd think as long as they
can be kept fairly symptomfree from the pneumonias, and with
Pentamidine now you can handle that situation better. I personally
am very much into that particular measurement of whether we should
or should not continue treatment based on the measurable quality of
life. The British are doing research, what they call QUALYS
(quality-adjusted life years), and they use this measure as a way
to assess whether certain programs for certain diseases should be
pursued or not. As you know, in England they have a completely
different way of handling end-stage renal dialysis. For an old,

old person, end-stage renal dialysis is not fun, and the patients
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don't do well. 1If you are above a certain age in England, you
probably will not get ESRD.
WEEKS:
Maybe it's a favor.
THOMPSON :

Well, that is what they say, and they are beginning to really
use these QUALYS as an assessment unit. It asks if this person is
going to be able to live decently well. I don't know if you
remember, we were for a while doing some heroic surgery with
cancer. We were left with husks of people. Well, the English
won't do that because they say the quality of life for this person
would be at such and such a level.

WEEKS:

It's a hard decision to make, but somebody should.
THOMPSON :

As they work on this, and there is a whole group at York
University, and oddly enough it was started by their economists.
If they can begin to quantify this concept in some precise fashion,
then you can plow that into the clinical decision making that goes
on in some of these cases.

WEEKS:

Well, the English have had to look at the economics of the
thing, because I think they are more realistic than we are in many
ways.

THOMPSON :

They are paying it all. We're not.
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WEEKS:

You went to CCNY (College of the City of New York), too,
didn't you? And you graduated with a bachelor's in business
administration. I was wondering when I read that what your plans
were at that time.

THOMPSON :

At that time, I wanted to become a hospital administrator.
There were two programs, I think, one at the University of Chicago
and one at Northwestern. So I made up my mind that's what I was
going to do. So I did not get a BSN. I could have cut down the
amount of time by perhaps a year, but I felt that didn't fit with
my future plans. So I went to CCNY, and I got through in about 3-
1/2 years, but there was a 4-year, 9-month, and 26-day hiatus
there. World War II interrupted my education. But I did graduate.
with a BBA.

WEEKS:

With high honors, too.
THOMPSON :

True.

WEEKS:

Your next step, you were working while you were going to

school, weren't you?
THOMPSON:
Yes, I was working as the night nurse on the prison ward of

Bellevue Hospital.
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WEEKS:

Was it terribly rugged?
THOMPSON:

No, that was good duty. There were two sections to the ward.
There was a wing for the physically ill. Then there was the
psychiatric unit. Prisoners who were remanded, for example, for
psychiatric evaluation or were just frankly so disturbed that they
couldn't keep them in jail were sent there. If you had anything
physical happen to you, they were sent to the other side of the
same ward.

I keep thinking when I was there, the big scandal was about
this individual who was trying to fix a Giants football game. He
was a big gambler. They arrested him and tried him, and he had a
coronary in jail downtown, so they brought him up to Bellevue. He
was a very interesting person, a very bright man. He ran what they
used to call a "layoff shop." In other words, when all the bookies
were afraid that the fix was on in a particular race and they were
getting too many bets, they would lay off their bets on him and he
would like subinsure. He had a crew at the racetrack, and, because
you can't make a phone call into the racetracks, he put into place
a very elaborate system with semaphores to communicate with his men
at the track. If he felt that something was going on, then he'd
have all his guys with all this money place bets on such and such
a horse, thus drawing the odds down, because he was paying off on
track odds. And if the race was fixed, first, he'd collect his

bets, and, second, he'd drive the odds down so that when he had to
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pay the bookies, he did so on lower odds. He stayed on the ward
for quite a while. He used to help me with accounting homework,
and I took about every accounting course I could. We used to kid
each other, you know, do you want a straight solution, or do you
want an answer that's a little crooked. So I learned honest and
dishonest accounting at the same time.

Finally, then, he was up for sentencing when he got better. I
had gotten to be quite fond of him actually, and I told him I was
worried, because he was a recidivist. I mean this was about the
fourth or fifth time he had been arrested. I said they're liable
to really belt you, just put you in Sing-Sing and throw away the
key. He said don't worry, Tommy, I'll tell you I know exactly what
I'm going to get. It is going to be two to five, and I'll be out
in less than two, and as soon as I get to Sing-Sing, I'll have a
job in the accounting office.

WEEKS:

It's amazing some of these people. I was trying to figure out
how Yale came in here on the master's.
THOMPSON :

Well, I didn't apply to Northwestern. I applied to Chicago,
but I was late and they had already picked a class.
WEEKS:

Taken their 12. Somebody said they had 12 students, because

they had a table with 12 chairs.
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THOMPSON ¢

Yes, well that's what we had at Yale. So I called an old
mentor of mine, Larry Bradley, who was with Basil Maclean 1in
Rochester at the time. He graduated from Chicago, and he said you
can probably get in next year. Actually, I felt I was getting kind
of long in the tooth. So he said well Yale just opened a program.
So I called up Clement Clay and asked if I could come up for an
interview, and I got accepted by Yale. They hadn't closed their
program yet. That is why I went to Yale. I actually liked it
better, because I already had the undergraduate business background
and the Yale program was in the School of Public Health. Although
I had been made familiar with public health from the Navy, I felt
I needed some more. Of course, I was lucky. Dr. Al Snoke was the
director of the program and the head of the Grace-New Haven
Hospital at the time.
WEEKS:

Oh, he was director of the program as well?
THOMPSON

Right, and Clement Clay was the instructor, a very good
teacher even though he would drive you insane because he was
meticulously demanding. So when you added his precision to Al's
vision, it turned out to be a very good program indeed.
WEEKS:

Didn't he later go to Columbia? I think he went there in the

early '60s.



24

THOMPSON :

Well, Dr. Clay felt, and don't forget in those days the
education patterns were completely different, the connection
between education and practice was very strong. The programs were
all one year 1long. Then you went to a preceptor, a year's
internship they called it. Then you got your degree. At Yale we
had to write a master's thesis as well. There was a lot more of an
interrelationship between the field of practice and education than
there is today. We have 1lost a great deal of that kind of
strength. It has been replaced with a concern for research. So
Clem felt then that nobody should spend more than three years in
academia, that you should go out and become a practitioner again,
and then spend three years in practice, and after that come back to
academia. It was a kind of a bizarre educational vision, but Clem
believed in it.

WEEKS:

Pretty pragmatic.
THOMPSON :

He left Yale at the end of four years and then went to Orange
General Hospital, which was a large teaching hospital, and stayed
there three or four years, and then went to the Columbia University
Program. But he retired from Columbia. He never went back into
the field. I guess he realized his original vision wasn't all that

valid.
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WEEKS :

He was mostly a name to me. I had met him and knew who he
was, but I didn't know all the things he'd done.
THOMPSON :

Well, he started the Yale program. Actually, as I understand
it, Jim Hamilton got the grant while he was at Yale. Al Snoke then
succeeded Jim Hamilton at Grace-New Haven. There was a little hard
feeling about the succession, but it wasn't Al's fault. Jim got
out of sync with medical school, and the medical school wanted Al,
and so Jim left. Before he left, he had actually arranged the
grant from Kellogg, when Kellogg was funding schools of public
health for programs in hospital administration. Then Al came and
took it over, and I don't know who hired Clem Clay. The program
was a year old, and they had graduated one class of 12 students
only by the time I got there. And, that's true, there was a table
at which you could only fit 12 students and one instructor around.
Perhaps Clem copied Chicago in that regard. He was a graduate of
that program.

WEEKS :

That's a good reason for the size of the class. Al Snoke sat
in your chair being interviewed about two months before his death.
THOMPSON :

I loved that man.

WEEKS:

He was quite an outspoken character.
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THOMPSON:
Yes, he was.
WEEKS:

He usually had something pretty good to say.
THOMPSON :

He used to scare me to death. He held a weekly seminar with
the students when I was a student and continued the session after
I took over the program. He had an unusual teaching style. He
used to bring his mail over on some days, just pick the day's mail
off his desk, bring it over, and sit down and with the students.
He'd open a letter and say, "Okay, now what do we do about this?"
I'd say, "Al, you Kknow you have some pretty sensitive
correspondence there. He made the students promise that everything
had to stay in that room. In all the years I was there, nobody
ever, ever leaked a word, and they often knew things that were
going on in the hospital that people on the outside would have died
to know. You're right. He was outspoken. His favorite expression
was, "You big dumb nut." And he often called the students by that
epithet, but they liked him. He was adored.

WEEKS:

He was quite a hero worshiper of Basil Maclean. He trained
under him in Rochester.
THOMPSON:

He had no formal education in hospital administration, he just
trained under Maclean for four years. Originally, he was a

pediatrician.
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WEEKS:

That's right. His wife was too, wasn't she?
THOMPSON:

No, Parney was an internist. I knew them both very well.
WEEKS:

They operated as a team quite often, particularly in the later
years.

THOMPSON :

They were inseparable. I never knew a couple that operated in
quite that way. He would get angry over some issue and dictate
something reflecting his feelings. He used to bring these over to
the students too. "Now this is what I dictated," he'd say. "What
should I do with it? Throw it in the wastepaper basket?" Whenever
he was worried about it, he always gave it to Parney, and if she
said throw it in the wastepaper basket, it went there. Or she
would take it and soften it so that it wasn't quite so harsh.
That's the way they worked.

WEEKS:

You're ready to start in this. Is this the second class, and
you got a job part-time at Hartford Hospital? 1Is that where you
met Stewart Hamilton?

THOMPSON :

No, he wasn't there then. There was an old expathologist
named Dr. Allen, who was the administrator then. I went up there
because I needed money even though I was on the GI Bill. I went up

there as a nurse, and they put me on the psychiatric unit. Now,
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Hartford had one of the first psychiatric units in a general
hospital. So it was a whole new and valuable experience for me.
WEEKS:
Is that right?
THOMPSON:

I was surprised that the unit was at Hartford Hospital,
because right across the street was the Hartford Retreat, which, as
you Xknow, was a very famous private, nonprofit, psychiatric
hospital. The floor at Hartford was a completely different
experience for me. I walked up there, and I was scared to death.
There wasn't a single what we used to call a camisole (a
straightjacket). There weren't any other kinds of restraints, and
they only had one isolation room. Of course, I was used to the
Bellevue type of unit with these real sick and disturbed cases. I
learned at Hartford you can handle these kinds of patients quite
differently. They didn't have to use all those punitive
treatments, because they had more staff and they were into other
modalities. I first experienced shock therapy as a common
treatment, for example, and the patients would get well faster. It
turned out to be a very valuable professional experience--a whole
new way of treating psychiatric patients. Later on I planned and
developed a very similar program at Montefiore Hospital.

WEEKS:

And your residency year?
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THOMPSON :

I took my residency at Montefiore with Dr. E. M. Bluestone.
Martin Cherkasky had come up to Yale and gave a speech about home
care, and I was intrigued.

WEEKS:

He was strong on home care.
THOMPSON :

Yes, Bluestone founded the concept. Martin Cherkasky ran the
pilot program.
WEEKS:

Do you have a minute to tell me something about Bluestone and
Cherkasky?

THOMPSON :

Bluestone was a giant in the broader field of health care. He
had visions that very few practitioners had, and he started home
care. Montefiore was the first hospital that owned a prepaid group
practice. The group was affiliated with HIP. Personally, he was
a very austere man, but he had the gift of choosing good
assistants. Martin and Mark Freedman ran things for him. You see
Martin managed the home care program and the prepaid group
practice, and then when Dr. Bluestone retired, Martin just slid
over. Now Bluestone, with all his vision, had some peculiar blind
spots. He never believed in Blue Cross, can you believe that? He
was a gentleman of the old school. He believed that it was the
duty of the board of trustees to come up with the money to fund the

deficit so that he could fulfill his dreams.
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I'l]l never forget during my residency I was going through the
past fiscal history of the hospital, and I was kind of tracking
deficits. Montefiore always lost money even though we were getting
over a million dollars a year from the Federation of Jewish
Philanthropies, and even though the board would often make up the
deficit. I think it was 1939 when the hospital experienced an
enormous operating deficit. I went to Dr. Bluestone, and I said,
"Look at that negative fall in 1939." Now in that year things were
beginning to pick up a little bit. We had the World's Fair in New
York, and unemployment had started to fall because the British were
buying arms. I asked, "How could we lose so much money in 19392?"
He said, "We didn't lose that kind of money in 1939." I said, "Dr.
Bluestone, here it is. Here is the auditor's report." He looked
at me and said, "You know, nobody told me about that." He just
didn't think money was that important.

He had no children so all his students were his boys. There
was Jack Masur, Martin Cherkasky, Gene Rosenfeld, Mark Freedman,
Dave Littauer, and myself who were just about running the Jewish
Hospital System. We had an annual birthday bash in December, and
wherever you were, you were expected to show up.

I think I was his first non-Jewish son. During my residency,
he told me that one of the first things I had to do was to buy a
schnorring suit. I said, "What's a schnorring suit?" To schnorr
is Yiddish for to beg. He said, "You have to get yourself a blue
suit. The hospital will pay for it. Three-piece. It has to look

as much like a bar-mitzvah suit as possible. When you go out to
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all these groups of supporters to ask for money or to receive their
donation checks, you'll need to look like you should." So I went
out and got a schnorring suit.

He insisted that you write for the literature. He was very
close to Bob Cunningham. Dr. Bluestone would see an article in
Lancet or some other magazine like that, and he'd tell us to write
a precis of that, and he'd send it under your name to Bob, and Bob
would use it as a filler. He always said he felt his assistants
should be working on an original article at all times, and he would
come and ask about progress. One day I said, "Dr. Bluestone, look,
the doors of the hospital are open. Patients are coming in and
out. This is a pretty complicated place. Please, isn't that
enough?" He'd say, "No. You have to write those articles, and you
have to run this hospital well, too."

WEEKS:

I guess Martin succeeded him.
THOMPSON :

Yes, and Martin asked me to stay on. I always believed that
when the boss goes and you're his assistant, you should resign.
But Martin wouldn't hear of it. I had written my essay on home
care, and so I knew what he was doing over there as well, so he
asked me to stay on, so I stayed there three or four years.
WEEKS:

You were the assistant administrator?

THOMPSON :

Yes.
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WEEKS :

So we have you through Yale. We have you working at
Montefiore.

THOMPSON :

Just let me tell you one more thing about Dr. Bluestone. When
he hired me on after I was finishing my residency, he said, "I want
you to see some hospitals in Europe. The International Hospital
Federation is having a tour," he said, "but I want you to go to

England and France and Sweden, and the board will give you a

traveling studentship for three months. Go there and then come
back and start to work." Wasn't that wonderful?
WEEKS:

Let's take this tour with you. What did you see?
THOMPSON:

I saw a lot. I had an interest in architecture, and it was
the first time that I was able to see some of the old, old
hospitals and some of the new hospitals, particularly the ones in
Sweden. The Swedish had built a hospital in Oslo for the
Norwegians, a big children's hospital. It was just beautiful.
These were modern. You see in the U.S., we had not, really outside
of Hartford Hospital, begun to build. This postwar boom hadn't hit
yet. So I became extremely interested in architecture as a result
of that trip. I knew that I would have to take over the expansion
plans of Montefiore, because they were going to change the whole
hospital. Gene Rosenfeld formerly had that position, and he was

going to build the new Long Island Jewish Hospital, and I was
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taking his place. I made some friends in England. Captain Stone,
who was the secretary of the IHF, the George Bugbee of England at
that time, and a very good amateur magician, was one.
WEEKS:

It was a wonderful experience for you. That was in 1950,
wasn't it? You were gone three months.
THOMPSON :

Sure enough I had to write an article about the trip and send
it to Cunningham, and Bob published it.

WEEKS:

Was this financed by the hospital?
THOMPSON :

The board of trustees just gave me a grant.
WEEKS:

I went there later, 14 years later.
THOMPSON:

Where? Montefiore?

WEEKS:

No, to Europe. The people I saw were those you didn't see on
your first trip, but you have made several trips to Europe, haven't
you?

THOMPSON :

In fact, I just got back. I was attending a workshop in
Germany. This was a very peculiar group, primarily people from
various ministries in West Germany. They're considering using

DRGs, and they had a lot of misinformation so they decided to have
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this two-day session to concentrate on DRGs as a payment system.
I was there and John Kralewski from Minnesota and Brant Fries from
Michigan because Brant is adapting the DRG approach for long-term
care patients.
WEEKS:

What name is that again?
THOMPSON:

Brant Fries.
WEEKS:

He has come since I retired.
THOMPSON:

Yes, he was with us, as part of the original group that was
refining DRGs, and then he got into long-term care payment himself
and developed what they called RUGs. Then he left Yale and went to
New York State. Actually, he went to Troy, New York, to Rensselaer
Polytechnic Institute, because they were testing the RUGs new
system in New York, and then he came to Michigan.

WEEKS:

Well, maybe we can pick up some of what you did when you went
to England and Belgium on sabbatical. That was the year, wasn't
it? Because some of the people that you met I think I met. You
went to work then after your return from this trip as the assistant

director of Montefiore Hospital, and Bluestone was still there.
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THOMPSON :

Bluestone was there for the first three years, and then Martin
came, so I had four years, I think, with Martin and three years
with Bluestone.

WEEKS:

I guess the question is how did you make your transfer to
Yale?

THOMPSON :

Well, I got very involved in the physical rebuilding of
Montefiore and almost became a specialist in both the programmatic
planning and physical planning, and I was able to get a psychiatric
unit and a pediatric unit going at Montefiore. Before that, the
hospital had been primarily for long-term care.

Then Al Snoke got some Hill-Burton money to start a research
program on the design of hospital facilities. So he called me up,
and I went to see him. Clem was no longer at Yale, and George Buis
was in the program although Al was still its director. So I kind
of signed on. The problem with administration at that time, at
least I felt this was the problem, was that when a situation came
up, you would remember you thought you solved that problem last
year. It just didn't stay solved, but there is nothing new so I'll
solve it again. I wanted to know how you solve these problems
better with more lasting results.

And then there were a lot of other problems we had no answers
for, and particularly in design and construction. I said, "Okay,

I'll do some research in hospital architecture." Al had put
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together a good committee of people that used to meet once or twice
a year. Basil MacLean was there, and Al himself, and a couple of
architects, and so we really got going. Then one of those happy
accidents occurred when I heard that Russell Nelson, who was at
Johns Hopkins at that time, had started a program in operations
research in hospitals with the faculty at Johns Hopkins Engineering
School, not the School of Public Health but with the Engineering
School. A faculty member by the name of Charlie Flagle was heading
it. They were giving a summer course in operations research, so I
just went down and spent the whole summer there. It was a very hot
summer, I remember, but I learned the rudiments of operations
research, which then was a brand new field.
WEEKS:

Was Harold Smalley in with them, and John Freeman?
THOMPSON :

They came along a little later. At that time, there was
Charlie Flagle, a young man by the name of Connors, Harvey Wolf,
and John Young. Smalley was at Georgia, and Freeman, I think, left
Johns Hopkins and went to Georgia Tech with Smalley.

WEEKS:
That was a new look at the world.
THOMPSON :
A whole new look at the world.
WEEKS:
I came to Michigan just when the group there was starting

operations research.
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THOMPSON :

That was that whole Medicus crowd. They were good.
WEEKS :

Well, two or three of them. Carl Barth started other programs
too besides Medicus.
THOMPSON :

They actually began to refine Connors's and Flagle's nurse-
staffing model. Medicus got a big grant from the Bureau of
Nursing, and they began to work on the nurse-staffing model. I was
applying operations research techniques to physical plans. In
other words, I was interested in applying these techniques to the
design of hospital facilities. I was not into staffing, although
I did take Flagle's model and test it for him because he wanted to
try it in another setting, so Barbara Lee and I tested it at Yale.
THOMPSON :

Those were exciting times. Then when I got back to Yale, I
began looking around for somebody to work with at Yale. You see
Yale did not have that kind of formal Industrial Engineering
Department. There were some faculty over 1in what they
euphemistically called the Department of Administrative Sciences,
and so I went over there, and we began to start working together
and one of the people who was over there, who had just come down
from MIT, was Bob Fetter so that is when we began our relationship.

And Al Snoke, like he always used to do, came roaring in with

a big problem. He said, "The war babies are going to start having
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babies. How much larger does my maternity unit have to be so I can
respond to that need?"
WEEKS:

He also had the problem of two hospitals that wanted to be
one, didn't he?
THOMPSON :

Yes, but oddly enough they had already merged the OB unit.
There was just one OB service, and there was one pediatric service.
The rest of them were two and two: one university and one
community.

Now his was a fairly straightforward question, but there was
no way we could answer that problem at that time without using
operations research. That was the first time that anybody had
decided to simulate a hospital system on a computer, and we
included all the components of the maternity system. So we were
doing simulation, and we were comparing mathematical models derived
from queueing theory to the Monte Carlo solutions. There was only
one computer big enough to take the program and that was up at MIT.
We were working with IBM cards in those days.

WEEKS:

Yeah, those were the early days.
THOMPSON:

We would go up with a big batch of IBM cards with the program
and the data and try to feed them to the computer, and then, of
course, there was always some glitch usually in the program so you

had to go back and correct it. We finally got runs that simulated
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the system at various volumes of admissions, and we could describe
the way the system worked as well as solve the problem.
WEEKS:

That was the early days. I can remember going through that
with IBM cards too, but not on as big a scale, of course. Before
we leave Montefiore entirely, do you want to say anything more
about home care?

THOMPSON :

I wrote my essay on organized home care, and I've always been
a firm believer in it and actually contributed to getting a home
care program started in Connecticut.

WEEKS:

Oh, did you?
THOMPSON :

Al decided it was time, although Bill Donnelly had started an
excellent home care program at Greenwich before the New Haven
effort.

WEEKS:

Did they have hospice service there too?
THOMPSON:

I was somewhat involved there, but that was much later.
WEEKS:

Because home care and hospice worked so closely together.
THOMPSON:

They are two sides of the same coin. Hospice wasn't in the

ballpark then. Actually, three home care efforts were started in
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Connecticut about that time. There was one in New Haven and one in
Hartford and one at Greenwich. Dr. Sidney Shindell had gotten the
State Department of Chronic Disease involved in the movement.
WEEKS:

Another thing, and this is sort of jumping out of order here,
but I want to ask while we are still here, while you were in New
York did you see anything of a health insurance plan operation?
THOMPSON:

We had our own HIP group at Montefiore. It was the only group
owned by a hospital.

WEEKS:

There were about 30 groups, were there?
THOMSPON :

Ours was somewhat different from the others. All the doctors
were on salary by the hospital. It was right across the street
from the hospital, and I spent some time helping Joe Axelrod set
that up during my residency. Then when I was the assistant
director, that was one of my departments. I was charged with
oversight of the HIP group. We got up to 30,000 subscribers, and
we didn't take any new members, and when Martin Cherkasky came to
the hospital, Dr. George Silver started to run it for us. It was
an interesting project. The first attempt to measure the quality
of care in a group practice setting was done there as well as in
other HIP groups. Dr. Henry Mackaver did an audit of ambulatory

patient care.
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Montefiore at that time was a very, very exciting place.
Everything was new. We used to have a saying that Montefiore was
not an institution; it's a chronic disease. We used to call
ourselves Montefiornics. Once you're a Montefiornic, you are one
for the rest of your life. We had all kinds of people who would,
while going through New York, always come up to Montefiore.
Isidore Falk was one of them, and George Silver before he came to
work for Montefiore. They were primarily people in social
medicine, and they were considered the radical fringe. We didn't
think they were so damn radical, but I guess the rest of the world
thought so. Martin Cherkasky, before he took over the hospital,
was the chief of social medicine. We were the first hospital that
had a Department of Social Medicine. An intern or a house staff
man could not discharge a patient at Montefiore. The only person
who could discharge a patient was a social worker. The physician
could recommend discharge, but the social worker had to say yes
depending on whether there was an adequate home to go to.

WEEKS:

To make sure there was a place for the patient to go?
THOMPSON :

Right. Make sure everything had been done for their disease,
and many were placed on home care or they were being followed up in
the clinics.

WEEKS:

That is some more groundbreaking, isn't it?
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THOMPSON:

I mean it was Jjust absolutely amazing. All these were
Bluestone's ideas.

WEEKS :

I think that is the fun of working when you can work with a
group where there 1is something new happening, something
progressing, something challenging. I guess I asked you about all
the people I was thinking about. Russell Nelson was at Johns
Hopkins when you were there. That must have been unusual in those
days, wasn't it?

THOMPSON:

He was pretty well known by then. You see, there was a time
when Russ Nelson, Al Snoke, Stu Hamilton, and Jack Masur were
almost successive presidents of the American Hospital Association.
WEEKS:

He is now dead, isn't he?

THOMPSON:

Yes. If you got into that clique, you knew pretty well all
the people that were moving and shaking hospitals in those days.
That was when Crosby was the full-time director of the AHA. You
got to know people on a national level as well.

WEEKS:

I was just wondering if this might be a good place to stop for
a minute. I have a good picture of where you were. I have you
appointed associate professor of public health and director of the

program in hospital administration. Are we skipping over anything?
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THOMPSON:

You've got it about right. Those were the days when there
were a couple of big issues in education for hospital
administrators. One was whether the various programs should become
more of a national organization. Up until then, we used to meet
annually at each member's program, and then Gary Hartman made the
proposal at the Iowa meeting to go for a full-time staff and become
a lot more visible and a lot less clubby. The primary men who got
behind the idea were Andy Pattullo and George Bugbee. That's when
we took on Gary Filerman. For a while, Gary had his office right
next to the University of Chicago where George was, and we took off
from there.

The other issue was what should we do with the residency?
Most programs, all except Cornell, were a year at school and a year
in residency. Programs were being pressed for time, so much was
happening in the field, Medicare, Medicaid, all that sort of
business. There was so much new content—financial management being
one, as you know, quantitative analysis being another. So we just
more or less had to increase the academic time.

Most of the programs then began gradually to change; at first,
opting for a half-year residency training period, and then
eventually almost all of them went to two years on campus. We lost
a lot. There was a lack of contact with the field of practice when
we did that. We had built up a very loyal group of preceptors who
would take our students as residents. This was also the time when

we started getting more and more women in the programs. The
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preceptor-student relationship didn't seem to fit quite as well
with women as it did with men. We had to disassociate with some
preceptors who wouldn't accept women residents. So a lot of things
happened at one time, and we had to change.

At Yale, we were pretty happy. We kept the residency for a
while and then finally, like everybody else, did away with it. The
one characteristic of the program at Yale was its accent on
research, and there weren't too many programs like that. Except at
Michigan, Cornell, Yale, and the University of Chicago, there
wasn't an awful lot of research going on at that time. There was
not a single refereed journal that could publish real research. We
finally got some research journals started. Don Reidel resurrected
Medical cCare and started Inquiry, and the AHA started Health
Services Research, and gradually we began to build a health
services literature. This was a long and hard trek, because it was
very difficult to get promotions in universities unless you had a
list of publications in refereed journals. Hospitals wasn't
refereed. Modern Hospital wasn't refereed. If you got to where
you wanted your results out in the field, the field never read the
refereed journals and still don't. Medical Care occasionally gets
read by a few practitioners, but Inquiry rarely. This is how we
began to get separated from the field of practice. We ended up
writing for ourselves. We're not back yet to a closeness with
practice, and I don't know if we're ever going to get back. It's

pretty hard to say.
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This also became very important because when you make research
a very key component of your educational program, the program has
to have a very clear research agenda, and you have to be able to
break up the research into pieces that are of a size and a level of
complexity that students can handle. I'm talking about master's
students here; I'm not talking about PhD candidates. The former
involvement is not easy, but you can do it if you have these two
things: an agenda and data. Now we were fortunate; we had the
Connecticut Hospital Association and Connecticut Blue Cross who
were very close to the program and who gave us a lot of data. For
example, in the early days of working on DRGs before they were even
named and before we knew exactly where we were going, Connecticut
Blue Cross bought the tapes of the 18 hospitals that were on PAS
out of the 35 in the state. They bought the tapes and gave them to
us. We then could take those tapes and match them with the
financial information that the Connecticut Hospital Association
obtained, because Connecticut has had a standard chart of accounts
since 1948. All hospitals had the uniform ways of allocating these
accounts to obtain costs per maternity, nonmaternity, and newborn
days.
WEEKS:

Was it the same as AHA, or was it different?
THOMPSON :

It was slightly different. It was based on the AHA's Chart of
Accounts, but there were some changes. The reason for this was

because Al Snoke had somehow gotten cost-based reimbursement
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accepted as payment for welfare cases in the state. This was
before Medicare and Medicaid, in the state of Connecticut, and we
were talking about local welfare and state welfare. In order to do
that, he had to give the state some believable data about money, so
he activated the Connecticut Hospital Association Standard Chart of
Accounts and the Standard Accounting Program. Hy Sibley was the
first director. So there was a close working relationship between
the Connecticut Hospital Association and the Yale program for all
those years. We were able then, and I'm not saying Connecticut is
typical, but at least we had one state where we could obtain
comparative data, which served as the basis for the development of
DRGs.

The next step was when we began using this data from
Connecticut Hospital Association, the cost data, we were able to
track the three critical problems everybody was concerned about
post-Medicare. The increase in cost of hospital care could be
expressed as actual costs of a service or charges for that service
or as costs and charges per unit of population in Connecticut. We
could also array the hospitals from the highest-cost hospital to
the lowest-cost hospital, either costs per patient day or per
patient stay.

The variation among hospitals was very high, over 100 percent
between the highest and lowest cost hospitals. Now Connecticut is
not like many states. There is essentially one labor market in
Connecticut, because it's a small state. People go from town to

town, and if you don't like the work where you live, you drive to
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the next town. So we didn't have the Illinois and Chicago problem
and the New York downstate and upstate problem. It was this
variation in costs between institutions that had to be explained.
All hospitals in Connecticut are accredited, and there are no
proprietary hospitals in the state. Licensing criteria were so
tough that the for-profits wouldn't walk in.

It was then with this data that we were able to begin to ask
questions about what was going on in the most expensive hospitals
and the cheapest hospitals. We were able to hypothesize that it
may be due to the case mix, the differences in the types of cases
treated. Then Reidel left Michigan and came to Yale, and he
brought with him all of the knowledge and lore that was in the two-
volume McNerney, et al., study, particularly that about utilization
review. So we began to think then, because we had the PAS tapes
for the 18 hospitals, that we could classify patients who used the
same amounts of resources according to their clinical attributes.

Then the primary resource concern was the length of stay and
that was the beginning then of the concept of DRGs. We had Reidel,
who knew UR. We had Fetter, who was a superb operations research
person and computer massager. And we had me, whose main input was
classification of rough clinical categories. We worked a long time
together, and the big breakthroughs were out of Fetter's shop,
where they developed interactive programs where you could sit
doctors down and say, "Now here's a diagnosis. What factors do you
think are going to affect the use of resources treating this

diagnosis? Is it age? Is it certain complications? 1Is it the
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patient's sex? What is it?" We could sit there and test it on
this interactive program, which was called AUTOGROUP.

Then, with that, we could begin to attack the task of taking
a whole ICD-8 in those days and break it down into patient groups
that were medically meaningful, in other words, the same kind of
doctors took <care of then. Their use of resources was
statistically stable, and we could begin to explain some of the
variations in the costs of hospitals.

Then we got into one step beyond simply measuring the lengths
of stay and began to assess the patient's cost of ancillary
services, so we had to enter the charges and apply the RCCs to
obtain costs. There we were with what we thought was a major
management breakthrough. In other words, hospital administrators
could now begin to see how much it was costing them to produce
these "products" (DRGs) and whether the medical staff was treating
these patients differently, keeping some patients in too long,
ordering too many X rays or too much lab work.

We first envisioned this as a management tool, albeit it
reflected a complicated management approach. My hospital is going
to have to treat so many DRG no. 468 next year. It's going to cost
me so much money for these DRGs, and I can write out a bill of
particulars, for that treatment: so much for labor, so many X rays,
etc. This was the first time anybody in hospital management could
do this. I'm going to tell you we used to have a saying, "Have
slides, will travel." We went all over the United States to preach

the gospel of hospital product lines, and it was absolutely amazing
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how little attention anybody paid to this idea. The first people
who paid some attention to it was the AAMC crowd, because they were
trying to explain why teaching hospitals cost so much more, and we
said one component might be a different case mnix. They then
assigned two or three of their staff people to research DRGs so
they knew them pretty well.

Then again one of these serendipitous things happened. The
health officer of New Haven was a young physician by the name of
JoAnne Finley, and she was called down to New Jersey by a candidate
for governor by the name of Byrne who said hospital costs have
become a big issue in this campaign. Some consumer advocates had
written an epic called "Bureaucratic Malpractice," which pointed
out in a Nader-like way that the New Jersey Hospital Association
was running Stale's cost-control commission, and if he got elected,
would she become his state health officer? She previously had some
experience with Blue Cross in Philadelphia, and she knew all about
DRGs, because, as health officer in New Haven, she was on the Yale
faculty and had come to the various research symposiums on the new
system. She said yes. Byrne was elected.

She was the second woman state health officer appointed in the
whole U.S.A., and we met at Mory's, where we told her, "We think we
can help you. We have to try it out somewhere." So I went down to
New Jersey as a consultant for her. Before she got on board, the
previous health commissioner had signed a contract for a uniform
hospital cost system called SHARE, which was very similar to the

one used in Maryland. So things were almost in place. She is the
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real heroine of the DRG trial, because she had a terrible fight on
her hands.
WEEKS:

I was going to say I remember she got in some conflicts.
THOMPSON:

My idea of public policy is a mixture of three things: One is
politics, one is economics, and one, in our business anyway, is
medical care. She turned out to be a very astute politician. I'm
going to tell you her opponent was Jack Owen, who was also a very
astute politician. He was the head of the New Jersey Hospital
Association. It was a fight that we wrote a teaching case about,
and it's a classic case. How does a public agency carry out a
revolution? She did it because she played politics. The first
thing she did was to neutralize the doctors, and how she did it I
don't know, but she kept them busy on issues of quality. She'd say
to them, "You and I are concerned about quality, and that's all you
have to worry about. We're going to take the PSROs (the PSROs were
in place then), and we're going to look at every case, not just
Medicare and Medicaid cases, and the New Jersey Medical Society is
going to be authoring this."

Then, in New Jersey, as in some parts of the country, there
was a flight from the core city, and some of the hospitals, as they
moved out of the core city and relocated in the suburbs, left the
poor. So the hospitals that stayed in the core city were
responsible for the care of the poor with fewer resources, because

the doctors went to the suburbs. Those were some of the biggest
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hospitals in the state. 1In New Jersey, there are a lot of tough
core cities. I'm talking about Patterson, Newark, Jersey City,
Trenton. Dr. Finley suggested that every hospital should
contribute to a money pool based on their revenue, and the
hospitals that gave free care could apply for reimbursement from
the pool. 1In essence, what she was doing was to take money from
the suburban hospitals, put it in the pool, and pay that to core
city hospitals. Master stroke. I never did figure out whether she
did that or whether that came from a real bright nun at St.
Joseph's in Patterson. So she had our friend Jack Owen caught.
She said, "If you don't come along with this pool, I'll split your
damned association."

Of course, Jack was smart enough to preserve the New Jersey
Hospital Association. But he then became a bit more cooperative
toward the DRG system and, in the end, actually fashioned some
compromises that helped his constituents go through the change
without major trauma. But there were some dirty days too. His
association published a book called the DRG Maze that was almost
libelous. What Jack was able to do was to carve out of the DRG
reimbursement a lot of monies so his hospitals could go on passing
costs through for indirect costs and only direct c¢osts of care were
reimbursed by DRGs.

I think, considering everything, he did his hospitals a lot of
good. He and I are friends. He used to be with the AHA and that
was when I was going through the chairs. We knew each other pretty

well. The problem was that though he and his hospitals knew of the
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relatively small amount of reimbursement attached to the DRGs, the
world didn't know. The impression was that all revenue cane
through via the DRGs.
WEEKS:
He was in charge of the Washington office.
THOMPSON:

That was afterward. He left New Jersey and went to the AHA
Washington office. Everybody inside realized he had done such a
good job for his hospitals that when they came to pick somebody for
Washington, they pulled him out of New Jersey.

WEEKS:
I think he would be good. He has a lot of savvy. I haven't

heard from him recently. What is he doing since he returned to the

AHA?
THOMPSON :
I think he retired about the same time I considered it.
WEEKS:
You lost contact quickly.
THOMPSON :

Well, I'm not fighting those battles any more you know. I'm
doing the research on Florence Nightingale, and I am doing research
on the cost of treating AIDS and detached things like that. It's
a kind of withdrawal.

WEEKS

He had a health problem, didn't he?
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THOMPSON :

I have forgotten that, if I ever knew it. He was a tough
opponent. Then, at the end of all that, we went from ICD-8 to ICD-
9. So we had to redo the whole system of DRG groupings.

WEEKS:

I got in on a little of that ICD-9 on the publication, and
that's when CPHA was trying to get it published in spite of the
government and everybody else.

THOMPSON :

Whatever they did, we had to redo the DRGs. Another heroine
shows up. It seems like we're always being rescued by heroines.
She was former dean of the School of Nursing at Michigan. Then she
went on to be in charge of Medicare. Carolyne Davis. HCFA had
been funding all our later research anyway. The original grant was
from the National Center for Health Services Research, but when we
had finished all the conceptual modeling, and we were now looking
for a place to pilot the system, therefore, the National Center
said well we are going to refer your request to HCFA, and sometime
later they picked it up.

We went down to see Carolyne and her group, Judy Lave, and
they had to come up with some proposal for HHS, some type of
prepayment to follow the TEFRA request. So we went down, and we
spent the day down there presenting the refinements and came back.
We didn't know whether it took or not.

I keep thinking that it's like when I was a kid in Canton,

Ohio. Canton is on the main Pennsylvania line—Pittsburgh to
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Chicago—but not all trains stopped there. So they would swing this
hook out over the tracks and hang the mailbag on it. Well that was
analogous to the time they had to rescue Social Security. Remember
when all the predictions were that Social Security was going to be
bankrupt? There was a sizable bipartisan rescue train steaming
down the track. So, I think HCFA decided, at 1least this is my
idea, we'll put DRGs on the mail hook and see whether that train,
when it comes down the track, will pick up the bag. We'll see when
we wake up in the morning if that DRG bag is still hanging there or
did it get picked up. Well they picked it up. I don't think the
federal government has ever moved that fast in my mémory. The new
DRG stuff was practically steaming. We just finished the ICD-9
regrouping and the new definition of DRGs. HCFA staff priced them
down there in Washington, and from that assigned weights. That
bill was passed and was in force in every damn hospital in the
country in the next fiscal year. We were astonished. We were
frankly as surprised as anybody.

WEEKS:

Was there much difference between the state test and the
federal weights?
THOMPSON:

There were a lot of differences. In other words, the federal
program assigned more of the costs to the DRG. You see, Jack Owen
had negotiated a lot of so-called indirect costs out of the DRG
rate. They were all, except capital costs, in DRGs now. The

important thing is I told you about AAMC. When the negotiations
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came around, when public hearings were held, AAMC walked in and
were prepared. They negotiated a doubling of the indirect
education expense and that's what helped the teaching hospitals—the
add-on to each DRG for the indirect education expense. That was
based on a ratio of house staff to beds.
WEEKS:

They had a policy then.
THOMPSON :

Yes, they had a policy and a specific program. AHA came to
the hearings and said we like DRGs but we want what is known as
balanced billing. Balanced billing was a euphemism for we'll take
the DRG payment but we're going to charge the patient for the
balance of our charges. The doctors, except those who take
assignments, have been doing this for a long time under Part B.
AHA wasn't even at the table when the negotiations were closed.
They were out. CHA (Catholic Health Association) came in and said
what we want is a three-year phase-in, and they got that.

WEEKS:

Was Sister Irene Kraus there?
THOMPSON :

No, she was with the AHA at the time. The person who actually
ran the CHA action was Patricia Cahill. She was the Washington
representative of the Catholic Health Association at that time.
They had appointed a big committee to help her, and some of the big

Catholic chains were represented on that committee.
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WEEKS:

It just seems to me that Cahill connected with the Sisters of
Mercy some way.

THOMPSON

No, Pat actually used to work with Gary Filerman, of all
people.

WEEKS:

Oh, that is where I heard the name.
THOMPSON:

Then she became a lawyer and left Gary and started to work
with the Catholic Health Association as a lawyer. Then she became
so skilled she was put in charge of the Washington office. When
these negotiations came up, there she was.

WEEKS:

I just mentioned Sister Irene Kraus.
THOMPSON :

She was the president of the AHA.
WEEKS:

Yes, she was president of AHA. There was a sister from
Sisters of Mercy that was president a few years back, and I
interviewed her. I wanted to ask you about your various positions
at Yale. The last we talked about was when you were appointed
associate professor and director. You talked about the early days
of the Yale program. You got your appointment as professor in

1966, didn't you?
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THOMPSON :
Something like that.
WEEKS:

You were still director.
THOMPSON :

Of the program, yes.

WEEKS:

In 1966, I had you down for, the only time I had seen it, in
the School of Nursing Administration.
THOMPSON :

I had a faculty appointment in the Yale School of Nursing from
the first day I became director of the program. When I went on the
faculty, I was an associate professor in the School of Public
Health, and then I became associate professor of the School of
Nursing as well.

WEEKS:

I was going to ask you about being appointed associate dean
for planning in the medical school.
THOMPSON :

When Dr. Fritz Redlich, who had been the chairman of the
Department of Psychiatry and with whom I worked rather closely,
became dean, and he asked me to come over and be the associate dean
for planning.

WEEKS:

What sort of planning was this? Building planning?



58
THOMPSON:

Joint program and facilities planning for the hospital and the
medical school.
WEEKS:

My impression from what Dr. Snoke says was that there were
quite a lot of problems combining the two hospitals.
THOMPSON:

Yes, I was at that time acting as President Brewster's staff
man, and we spent one long hot summer and rewrote the bylaws of the
hospital, including its relationship with the university and the
medical school, and eliminated the two medical staffs. Al was with
us. Then we began to address the problem of rebuilding the
hospital and expanding the medical school, because some of the new
programs for the medical school were being blocked by lack of
space.

WEEKS:

Was all this rebuilding—restructuring and reorganizing—did
this make difficulties for Snoke? I got the impression that he
came under quite a lot of pressure before he got through with the
building program.

THOMPSON:

He was under some pressure because we had two very, very
powerful men, Al Snoke and Kingman Brewster, the president of Yale,
and they didn't get along all that well. When you're in a teaching

hospital, at least in a place like Yale, and you don't get along
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with the president of the university, you better leave, and so
that's what Al did.
WEEKS:

Well, Kingman was a fairly short-tempered person. I mean he
hadn't been in the position very long.
THOMPSON:

Oh no, he had been there as provost for a while, and he was a
magnificent president from the day he started. He was a scholar,
a very good administrator, and a real presence. These were the
'60s, and we had one big spring demonstration. It wasn't a riot,
but it was almost one because the Black Panthers were involved with
a murder, and they were going to try the Black Panthers in New
Haven. It really got so bad that they called out the National
Guard. But Brewster saved the school. We were not "occupied" by
any students. We were not disrupted all that much by all that went
on. We had one big May Day celebration. 1In spite of one bomb and
one downtown fire, Brewster's leadership, with the help of the
community, kept the university calm.

WEEKS:

That was about the time we were having trouble here at
Michigan with sit-ins.

THOMPSON :

I came here about that time. I was asked to teach at the
School of Public Health. I was developing teaching cases, and I
was asked to present one. It was in the summer, and I drove in

here and the whole town was in an uproar, and we had to sneak
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around the back to get me into the Student Union where I was
staying. The whole town was being stirred up by townies and
students. I think it was just a summer session, so it wasn't a
major problem because not all the students were here.
WEEKS:

Well, we had a lot of trouble. I can remember back when I was
at the university. We were trying to enroll minorities, and we
sent special teams to Detroit. We'd go to high schools and go to
colleges, even Wayne University, trying to enroll or enlist some of
these people to come to school here, and then when we got them
here, we admitted them. And one year we admitted two, and they
couldn't stand up scholastically. So what do you do? It's
embarrassing to cut them off in the middle of a term, but we had to
do it. It made an intolerable situation.

THOMPSON:

We had the same program. We were a little luckier than you,
I suppose, because we were Yale. We got the best black students,
but even at that, it took about twice as much faculty time per
student for special sessions and counseling, but we got them
through. Of course, when I was associate dean, I wasn't the head
of the program of hospital administration anymore. Sam Webb was,
so he bore the brunt of that. I was still teaching and had some
research going, but I wasn't directing a program at that time.
WEEKS:

Sam has been there a long time, hasn't he?
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THOMPSON:

Yeah, he took Barbara Lee's place. He just left. He's not at
the university right now.
WEEKS:

I notice Dave Pearson has gone to New Hampshire.
THOMPSON:

Right.
WEEKS:

Do you have any old-time faculty members 1left besides
yourself?
THOMPSON:

No. Tom Bice has just come. Tom was at the University of
Washington. He's with us now.
WEEKS:

He's a bright person.
THOMPSON:

Very bright.
WEEKS:

Who is the director now?
THOMPSON:

Tom.
WEEKS:

Tom is the director now?
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THOMPSON:

Temporarily. We're looking for somebody else. It's kind of
like your place when you're trying to recruit somebody else and
couldn't, so John Griffith came back.

WEEKS:

Well, I think it's right that he is head of the combined
programs, because he worked so hard bringing it about. Zuckerman,
I don't know what his plans are. He's still teaching here, but I
don't know if he's satisfied being a teacher or whether he wants to
go on to be a director somewhere else, I'm not sure.

THOMPSON:

What happened to your friend Howard Berman?
WEEKS:

He's the head of the Rochester, New York, Blue Cross now. He
really got into a go situation there. That's one of the best in
the country.

THOMPSON:

Was that after he left AHA?
WEEKS:

He left AHA and went there. He had been at Blue Cross before.
He's still in his 40s, so he's got quite a lot of time yet to do
things. We've had a nice working relationship. I'm 40 years older
than he is, probably, yet we've managed to get these books out so
I have a lot of admiration for him. Why don't we talk about your

being a visiting professor in Belgium and England back in the '70s?
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THOMPSON:

I told you I always believed that when you're the second
banana and your boss 1is replaced, you should put in your
resignation. So when Fritz Redlick left the deanship, I resigned
as associate dean. His first successor was Lou Thomas, a very
famous writer and physician, and so he wanted me to stay. Then Lou
resigned, and Dr. Berliner came. Again I resigned, but he said,
"Why don't you take a sabbatical till I see whether I need you?"
A first-rate idea. So I went over to England with five of my kids
and began a six-month stint there and then moved on to Belgium, but
I sent the kids back home because they had to go to school.

The Kings Fund College and the English educational situation
were radically different from the American situation. At that
time, there were two degree-granting programs in hospital
administration in all of England, and that was Teddy Chester's
program at Manchester and the one at the University of Leeds. Most
of the training was done in Kings Fund College for career officers,
as they called them, of the National Health Service. There were
two groups of these young people. One consisted of recent
graduates from the universities who were recruited into National
Health Service. Then they had what they called promising young
officers. These were young men and women not recent graduates of
the university but who had entered the service as a career and did
very well and now were being sent for formal education. They
didn't mix the two groups. First one was scheduled; then the other

group came to the school and would spend about three months at the
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college. Then they would go out into the field. Then they came
back, and it was a kind of a semiapprenticeship system. I saw two
of those classes go through: one, the promising young officers
class, and the recent graduates class.
WEEKS:

Did you have a role in teaching?
THOMPSON:

Well, I would Jjust tell them about America and recent
happenings there. My main role over there was to get enough time
to write up the first big report on what would be eventually called
DRGs. It was published later on in a shortened form. Then block
out for the Kings Fund the development of a senior staff college.
In other words, what the Kings Fund wanted to explore was the
formation of a staff college for senior executives in the National
Health Service. As part of that, I went around to all of the sites
that had any kind of educational effort at all in conjunction with
the National Health Service. That's how I got to Oxford, York,
Birmingham, and Bath, as well as Manchester and Leeds. I fashioned
program recommendations and gave it to the people in the Kings Fund
and they liked it. The only thing they didn't accept was that I
wanted to get hooked into a university but they just couldn't
fashion that. I thought I had the London School of Economics
interested even though Brian Abel-Smith is a close friend of mine
and of the college.

WEEKS:

I haven't seen his name in quite a while.
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THOMPSON :

Well, he's kind of retired. The last I heard he was doing
some consulting for W.H.O. You see he's very active in the
Socialist Party, and the Socialist Party isn't very active right
now.

WEEKS:

Back in the '60s, didn't he write a book?
THOMPSON :

He wrote a book on the history of English hospitals. He then
headed the Kings Fund Task Force with a young lady by the name of
Oriole Goldsmith, and he wrote another little pamphlet called
"Accounting for Health," which was a plea for radical research for
the English National Health Service into cost-effectiveness. The
English don't usually think that way. He's written a lot of good
stuff. He's an economist at the London School of Economics.

When I was over in England, they had the first big joint
meeting between the health care economists (everyone they could
find in England who had anything to do with health care economics)
and the Medical Officers of Health. They didn't understand each
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