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Interview Session One: April 17, 2018
Chapter 00A
Interview Identifier
T. A. Rosolowski, PhD
[00:00:02]
All right and our counter is moving. I want to say for the record, it is 3:05 on April 17, 2018,
and I’m on the 16th floor today, of Pickens Tower, in the Division of Diagnostic Imaging, and I
am interviewing Dr. Marshall Hicks, for the Making Cancer History Oral History Project, run by
the Historical Resources Center at MD Anderson Cancer Center in Houston, Texas. I’m just
going to give a few details right now, but obviously, we’ll go into a lot more background and
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please correct me if I get anything wrong here.
[00:00:37]
Marshall Hicks, MD
[00:00:35]
Okay.
[00:00:35]
T. A. Rosolowski, PhD
[00:00:38]
You came to MD Anderson in 1998, to join the faculty, in the Department of Interventional
Radiology, and also to serve as Section Chief of Interventional Radiology, in the Division of
Diagnostic Imaging and since then, Dr. Hicks has served in many roles, including interim
president very recently, and today he serves as head of the Division of Diagnostic Imaging.
Correct?
[00:01:02]
Marshall Hicks, MD
[00:01:03]
Correct.
[00:01:03]
T. A. Rosolowski, PhD
[00:01:04]
Also, just another detail. You have a joint appointment in the Department of Diagnostic and
Interventional Imaging, is that correct, or I got that wrong? That sounds atom-smashed from
something.
[00:01:16]
Marshall Hicks, MD
[00:01:16]
I don’t think that’s relevant, yeah, yeah.
[00:01:19]
T. A. Rosolowski, PhD
[00:01:21]
Okay.
[00:00:00]
Marshall Hicks, MD
[00:01:22]
It might be of a join over at the UT Health Science Center, a lot of us did, that’s probably it.
[00:01:27]

2

Interview Session: 01
Interview Date: April 17, 2018

T. A. Rosolowski, PhD
[00:01:27]
Okay, that may be where I got that from. Today is our first session of what I hope will be a few,
and I wanted to thank you for participating.
[00:01:38]
Marshall Hicks, MD
[00:01:39]
You’re welcome, thank you for having me.
[00:01:40]
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Chapter 01
A Career in Medicine
A: Personal Background;
Codes
A: Character, Values, Beliefs, Talents;
A: Personal Background;
A: Professional Path;
A: Inspirations to Practice Science/Medicine;
A: Influences from People and Life Experiences;

T. A. Rosolowski, PhD
[00:01:40]
So, how about if we start in the traditional place, which is can you tell me where you were born
and when, and tell me a little about your family.
[00:01:48]
Marshall Hicks, MD
[00:01:49]
Well, I was born in Louisville, Kentucky, June 26, 1957. My father was a chemist, mother was a
homemaker, and they used to work together is how they met. I have an older brother and a
younger sibling, both of which are physicians.
[00:02:08]
T. A. Rosolowski, PhD
[00:02:08]
Oh really? And your siblings’ names?
[00:02:11]
Marshall Hicks, MD
[00:02:12]
Ralph Hicks is my older brother, who is a pediatrician at Indiana University [Medical Center],
and his focus is on child abuse, he does a lot with child abuse. He’s a real saint. I just saw him
this weekend, was out visiting my parents in their elderly years. My younger sister is Rhonda,
her last name is Rucker now, but she’s an internist by training but is a highly skilled musician
and vocalist and actually is a folk singer now. She goes around traveling with her husband,
married a folk singer and that’s her true love. She practiced for a little while but kind of went
back into her true love of music, and to travel around and just enjoy the travels and seeing the
U.S. and seeing friends around the country.
[00:03:06]
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T. A. Rosolowski, PhD
[00:03:07]
Lucky her, to be able to follow her passion like that.
[00:03:08]
Marshall Hicks, MD
[00:03:09]
Yeah, absolutely.
[00:03:10]
T. A. Rosolowski, PhD
[00:03:10]
How about your parents’ names?
[00:03:11]
Marshall Hicks, MD
[00:03:12]
Darrell is my father, two Rs, two Ls, with an E, and mother is Elizabeth, goes by Betty. My
father was an organic chemist, a polymer chemist, and he had 66 patents, he reminded me this
weekend when I was there visiting, and very proud of it obviously. He was talking about that
when he was growing up, he was actually wounded at Okinawa, on Easter Sunday, April first,
just like this year, on the assault on Okinawa, and was partially paralyzed. He had to recover for
several months but when he came back, he went to school on the GI Bill. He’s from Tennessee,
went to the University of Tennessee, but he wanted to get into Vanderbilt and couldn’t get into
Vanderbilt [University] because he didn’t have a foreign language, because he was like in a
single room schoolhouse with 12 other kids, some small thing, and so he was telling me, he
always thought about sending Vanderbilt a letter saying, I have 66 patents, very accomplished,
you know, and he was just laughing, we were having a good laugh over it.
[00:04:22]

T. A. Rosolowski, PhD
[00:04:22]
Sometimes those rejections in the past get under your skin, they do.
[00:04:25]
Marshall Hicks, MD
[00:04:25]
Yeah. He’s not that way, he’s such an easygoing, loving person, but it was revealing because
there was something there obviously, that drove him.
[00:04:34]
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T. A. Rosolowski, PhD
[00:04:35]
So you had science in your family.
[00:04:36]
Marshall Hicks, MD
[00:04:36]
Science in the family.
[00:04:37]
T. A. Rosolowski, PhD
[00:04:38]
When did your decision to be a physician come about and was it connected up with your
siblings’ decisions as well?
[00:04:47]
Marshall Hicks, MD
[00:04:47]
With my brother who is older. He was in college a couple of years ahead of me and I was, I
would say trying to play baseball. I realized that at that time, I wasn’t going to make it to the
professional ranks and I was kind of getting tired of it anyway and switched over to pre-med
around the time my brother decided, we went to the same undergraduate school at University of
Louisville. He had been a trainer for the athletic teams there and he finally decided kind of just
he wanted to switch to medicine. We both were a lot alike and we had talked about it and talked
about what we were going to do and all that and were interested in science. But also, from
talking to my dad, who spent a lot of his years in the lab and worked for a big corporation, what
was appealing to us was to do something where there was more interaction with people, but also
doing something that allowed us to be in science and move science forward. I think that’s how
we kind of arrived at it and we both applied.
[00:05:57]
T. A. Rosolowski, PhD
[00:05:57]
Let me ask you kind of a sideways question, which I often ask people in the kind of field you’re
in. How about the visual thinking part, you know do you think in images, how does that all
work?
[00:06:09]
Marshall Hicks, MD
[00:06:10]
I do, I mean I think. I wonder about that too, because do we get attracted into a field like
radiology because of that, or does it turn us into visual people? I think probably we’re innately
one way or the other but for me, I started out in surgery, which is still very visual, you know,
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because you see.
[00:06:36]
T. A. Rosolowski, PhD
[00:06:37]
Absolutely. Well you have to be able to model 3D images in your head.
[00:06:39]
Marshall Hicks, MD
[00:06:40]
Exactly. Interventional radiology was just really in its infancy and we didn’t get a lot of
exposure to radiology when I was in med school, and so it wasn’t until I was in my internship in
surgery that I got exposed to imaging. CT and MR were just really CT and it was just starting to
be used clinically, so it was just a time when imaging was exploding. I remember seeing these
images; and having diagnoses on patients that we were struggling with in terms of a clinical
diagnosis, become very clear based on the imaging. I remember thinking that’s a pretty exciting
thing, that you don’t have to open the patient up any more, you could figure out what’s going on.
Then, when I shifted into radiology, the first month I was doing interventional radiology and it
was with two mentors that just influenced me for the rest of my life. They really were the ones
that opened my eyes not only to interventional radiology but to academic medicine.
[00:07:44]
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Chapter 02
College and Medical School
A: Educational Path;
Codes
A: Character, Values, Beliefs, Talents;
A: Professional Path;
C: Formative Experiences;
C: Professional Practice; C: The Professional at Work;

T. A. Rosolowski, PhD
[00:07:45]
Well let’s not hurry through a lot of this. Tell me about choosing your undergraduate and what
drove you there.
[00:07:54]
Marshall Hicks, MD
[00:07:54]
I was very practical.
[00:07:56]
T. A. Rosolowski, PhD
[00:07:57]
Yeah.
[00:07:58]
Marshall Hicks, MD
[00:07:59]
I’m from Louisville, Kentucky and my brother was already there. My parents were not wealthy.
It’s a state school, it was inexpensive, and I walked on the baseball team and thought I wanted to
play for a little while, did that for a year and then—but it was a practical decision. I wasn’t even
sure what I wanted to do, obviously. I was still trying to figure it out and so I just did that, but I
took math and science and chemistry classes and always loved that. So I was still interested in
science, challenged by science, driven by it. But I loved history –the fun stuff for me was that,
that I actually never really got to. So I was only there three years, applied early to medical
school. My brother was applying after five years because he was a few years ahead of me, so I
thought, well I’ll just apply at the same time and see if I can get in early and I did.
[00:08:54]
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T. A. Rosolowski, PhD
[00:08:55]
Wow.
[00:08:55]
Marshall Hicks, MD
[00:08:55]
I got into the University of Kentucky and he got in at the University of Louisville, so we were
the same year but in different schools.
[00:09:00]
T. A. Rosolowski, PhD
[00:09:01]
So how did that work in terms of the early application to medical school?
[00:09:04]
Marshall Hicks, MD
[00:09:05]
The minimum number of hours you needed --I guess it depends on the school-- was 90 for
University of Kentucky, and so I never really got an undergraduate degree. In some ways I
regret it, because like I said, I loved history. I loved some of these other classes that I could have
really had fun with my last year there, but you know otherwise, medicine is a long journey and it
kind of gave me a little bit of an early start there. I guess I was probably 21, 20 or 21, when I
was starting, it was ’78. Yeah, I was 21 when I started medical school, and the average age was
26.
[00:09:47]
T. A. Rosolowski, PhD
[00:09:48]
What year did you start medical school?
[00:09:50]
Marshall Hicks, MD
[00:09:50]
Seventy-eight.
[00:09:50]
T. A. Rosolowski, PhD
[00:09:50]
Okay, ’78, wow. Did you have any sort of sense, when you started med school, what you were
going to specialize in?
[00:10:01]
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Marshall Hicks, MD
[00:10:02]
No.
[00:10:02]
T. A. Rosolowski, PhD
[00:10:01]
You mentioned you drifted into surgery first, or I shouldn’t say drifted.
[00:10:04]
Marshall Hicks, MD
[00:10:05]
No, I didn’t. In fact, every rotation I went through --the first two years is a lot of classwork, and
we actually had to rotate out and do some clinics in between in the summer, which was a good
experience, out in the state. They actually had a rotation, a mandatory requirement in the state,
that you had to go to a rural area, because they were trying to get people to go to the rural areas.
So my brother and I went up to rural Eastern Appalachia --it’s a rough existence up there-- and
got exposed to a lot of primary care rule of medicine.
[00:10:35]
T. A. Rosolowski, PhD
[00:10:36]
That must have been eye-opening.
[00:10:37]
Marshall Hicks, MD
[00:10:37]
It was. It was almost like a third world, because it was a time --of course there wasn’t cable TV
then or anything like that, it was just starting I guess, but you couldn’t even get a radio in some
of those places because of the hollows and the hills. Yet these physicians would be up there
working in these hospitals and working in these clinics and just working hard and seeing patients
that had a pretty rough life, a lot of coal mines, things like that up there.
[00:11:09]
T. A. Rosolowski, PhD
[00:11:09]
Were there any of those experiences that were sort of ah-ha moments or real learning moments,
that had an effect on you?
[00:11:15]
Marshall Hicks, MD
[00:11:17]
I fainted during the first surgery that I saw. I won’t tell you the procedure, because it was a
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patient who wasn’t—off the record—properly anesthetized and was suffering and I just, for a
moment there I was that patient and just—
[00:11:35]
T. A. Rosolowski, PhD
[00:11:35]
Oh my gosh.
[00:11:35]
Marshall Hicks, MD
[00:11:36]
That was awful, but there are also just the … I think it was the compassion that the physicians
there showed, because when you’re in an academic medical center and it’s a tertiary center and
you’re seeing—the centers are you know, pretty new facilities, nice facilities. Then you get out
into really seeing --the first time for me anyway-- being out into an area where patients are
struggling just to exist. I remember one patient came in there, he had done something to his
thumb and had chronic thumb pain and he just said, “Just take it off,” he was like, “I just want to
keep working, just take it off.” I did some other things so I didn’t have to do that but it was for
them, very—it was a hard life in the hills up in Appalachia. That always stuck with me, the
dedication and the compassion, yet in the middle of this—you know most of them probably were
from there and they had a motivation to go back and help. It was beautiful, a beautiful area, you
know it’s Appalachia, in the mountains.
[00:13:08]
T. A. Rosolowski, PhD
[00:13:11]
So a great opportunity.
[00:13:11]
Marshall Hicks, MD
[00:13:12]
Yeah, but it was hard, you know the resources were tough. They had a nice hospital and they did
a lot of great work, but it was a little too … At a time when specialty medicine was starting to
come into play, they were doing a lot of stuff that you realized was just being done because they
had to. They really weren’t in some ways trained to do it or qualified. This is in a day when
somebody would do maybe a year of general internship and then go out and do appendectomies
and all sorts of stuff, all sorts of surgeries and things. They just had to kind of learn as they
went, and that was to me, a little bit scary, being in a situation like that, where I don’t know that
I—it was an eye-opener in terms of how medicine was practiced, as opposed to the way you
think it’s practiced at a medical center. And you go out there and see the real world, in some of
these very underprivileged areas where it’s not.
[00:14:16]
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T. A. Rosolowski, PhD
[00:14:17]
So tell me how your interests began to take shape during medical school.
[00:14:21]
Marshall Hicks, MD
[00:14:22]
Well med school, I had another great mentor. The chair of the department there, Ward Griffin
was his name and he had a big blue Cadillac with WOG, his initials, on the license plate, so you
couldn’t miss it, a wonderful guy. He just, he was one of those people—you know, I did extra
surgery rotations. I had no idea that he knew who I was, but then when --you always wanted to
get a letter from him. But I just enjoyed surgery, I enjoyed the ability to go in and fix things and
make things better, the patients better, they go on with their lives. I never really had the patience
for internal medicine or some of the other specialties where you’re really sorting through a lot of
medications, a lot of chronic diseases and dealing with that, I just don’t think I was built that
way. What appealed to me, I was also very visual and manual, and wanted to be able to use my
hands, which goes back probably to my youth of construction and doing all sorts of stuff in the
summers.
[00:15:30]
T. A. Rosolowski, PhD
[00:15:30]
So you did that kind of stuff.
[00:15:31]
Marshall Hicks, MD
[00:15:31]
Yeah. I was a cook at Waffle House.
[00:15:33]
T. A. Rosolowski, PhD
[00:15:33]
Oh really?
[00:15:34]
Marshall Hicks, MD
[00:15:34]
Yeah.
[00:15:34]
T. A. Rosolowski, PhD
[00:15:35]
It’s amazing, how those—I mean, I remember when I walked into Raphael Pollock’s [oral
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history interview] office, there was a little carved boat behind him and I pointed it out and he
goes, ‘Oh, I made that,” you know those manual skills come all kinds of ways.
[00:15:48]
Marshall Hicks, MD
[00:15:47]
Yeah. I remember making some speakers when I was in high school, because I loved audio, I
loved hi-fi and wanted to have some really nice speakers and I couldn’t afford them, so I built
them. I got into medical school and just really loved that aspect of it. I was ready to see the
world, so I don’t even think I applied to University of Kentucky, but applied to a number of
places. At the time, University of Kentucky had a lot of trainees that had gone either to Medical
College of Georgia or to Savannah, a small program in Savannah, and it was a place where you
could go and operate early in your residency, as opposed to by the time you’re doing it, you’re
four or five years in and then if you don’t like it then you’ve invested a lot of time. I just wanted
to get in and go back to Kentucky and be a small town general surgeon. I remember applying to
Dartmouth [College]. It was between Dartmouth and Savannah, and I ended up ranking
Savannah first. I often wonder, looking back, because it was not a pleasant experience. I
thought if I had ranked Dartmouth first and ended up there, it would have turned out differently
but you know, I ended up ranking surgery in my fourth year of medical school, after I had
already matched, and then got exposed to radiology and thought this is pretty cool, but by that
time I was already committed.
[00:17:26]
T. A. Rosolowski, PhD
[00:17:27]
Right, right.
[00:17:27]
Marshall Hicks, MD
[00:17:28]
Anyway, Dr. Griffin wrote a really nice recommendation letter for me as though he knew me,
and that always impressed me. I always think back, he really helped launch my ability to get into
the program and from there, I just always—it’s one of those things where that’s always stuck
with me, as well as the mentors I had later on at Indiana and other places. It really shapes people
and you never know what you say or how the kindness that you can show towards others in
training that are—you know for us, it seemed like just you’re saying hello to them, that may
mean the world to them that day, that you’re trying to help them out or do something for them.
[00:18:17]
T. A. Rosolowski, PhD
[00:18:17]
And the fact is it can mean the world, it can open doors.
[00:18:20]
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Chapter 03
Specializing in Diagnostic Imaging [Part 1]
A: Professional Path;
Codes
A: Character, Values, Beliefs, Talents;
A: Professional Path;
C: Formative Experiences;
C: Discovery, Creativity and Innovation;
C: Professional Practice; C: The Professional at Work;
D: Technology and R&D;
D: The History of Health Care, Patient Care;
D: Understanding Cancer, the History of Science, Cancer Research;

Marshall Hicks, MD
[00:18:20]
Yeah. So that’s something that I began to understand how important that was. But yeah, that’s
what I thought I was doing to do. I was going to go away for five years and come back to some
small town in Kentucky.
[00:18:37]
T. A. Rosolowski, PhD
[00:18:38]
So what happened?
[00:18:39]

Marshall Hicks, MD
[00:18:40]
Imaging. I got into the surgery and realized that the diagnostic dilemma was being solved by
imaging. And more and more it was going to be solved by imaging. At that point, a lot of the
surgery was, I don’t want to say a technical exercise, but it was something where the challenge
was certainly in doing the surgery well but also in the diagnosis, and that that’s really where it
triaged where the patient—what happened after that. It was a critical point, just like the lineups
in pathology, so I got very interested. It was also, personally, it was not a very good experience
there. At the time it was a very—Savannah was a very closed society, let’s just say it that way.
If you’re not from there it was a challenge. Even though I always thought I was a southerner
from Kentucky, not in the Deep South, you’re a Yankee.
[00:19:47]
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T. A. Rosolowski, PhD
[00:19:48]
Oh really, you were considered a Yankee?
[00:19:50]
Marshall Hicks, MD
[00:19:50]
Oh yeah, yeah.
[00:19:51]
T. A. Rosolowski, PhD
[00:19:51]
Oh that’s amazing. I actually spent some time at the Medical College of Georgia and I’m from
New York State, and that was the first time I ever realized that there was a difference between
North and South, and people mapped the world in that way, and it was very culturally, a real eyeopener for me.
[00:20:06]
Marshall Hicks, MD
[00:20:07]
Yeah, it was amazing. It was good training, I liked that aspect of it, but I just, I didn’t feel
comfortable there and I just also was getting attracted to the imaging side, where it’s like I need
to switch, and I was fortunate to be able to get into Indiana University, which had a very good
radiology program and it was a four-year program. Most of the programs at that time were three
years after your internship. Indiana was unique but I thought it was a good enough program.
Your last year there you—it was sort of like a fellowship, they didn’t really have a lot of
fellowships then, so it was sort of like a fellowship, you could do one thing the whole year, so
you could get really good at one thing before you left Indiana.
[00:20:55]
T. A. Rosolowski, PhD
[00:20:56]
And let me just say for the record, because I don’t think we mentioned, the clinical internship
you did in general surgery was 1982 to ’83.
[00:21:04]

Marshall Hicks, MD
[00:21:04]
Eighty-three, correct.
[00:21:05]
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T. A. Rosolowski, PhD
[00:21:05]
Memorial University Medical Center in Savannah, Georgia. Just so we got that on the recorder.
[00:21:12]
Marshall Hicks, MD
[00:21:13]
I loved living there, it’s a beautiful area of the country, took one of my board exams over at—
where is MCG, is it—it’s Augusta, right?
[00:21:23]
T. A. Rosolowski, PhD
[00:21:25]
Augusta, Georgia, yeah.
[00:21:26]
Marshall Hicks, MD
[00:21:28]
I went over there with some friends. It was a good year of experience. I couldn’t see myself—
the reality was, everything was becoming so specialized, and I tried to think about orthopedics or
cardiovascular. It was a combination of those things. I just couldn’t really get excited about any
of the surgical subspecialties, and yet it was pretty clear that that’s the way things were going,
general surgery was going to be very few things. And then I got my eyes opened to sort of the
imaging aspects. I had a patient come in in the middle of the night, had a bowel obstruction and
we thought he had a twisted bowel, volvulus. It turns out he had a cancer and it was diagnosed,
so it’s a very different approach to how you’re going to treat it. Knowing that going in was
incredibly helpful because it’s a different operation. So that’s when I realized this is really
important and this is really a field that’s opening up.
[00:22:32]
T. A. Rosolowski, PhD
[00:22:34]
Was that a new thought for you, to think of yourself as a diagnostician in that way? Was that
kind of a new oh, I didn’t know my brain worked that way?
[00:22:42]
Marshall Hicks, MD
[00:22:43]
Yeah, yeah I think so. I think the whole medicine was changing because up until then, it was
plain films and ultrasound was crude, CT was just starting to be widely used clinically. There
was barium studies or GI studies and things, so still a lot of information you got indirectly from
the imaging. When CT started to come out, you could actually see the structures and define it
and figure out what really was going wrong, as opposed to like with a—you do an upper GI,
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where you put barium in and you see the stomach is pushed by something, and so you know
there’s something there but you don’t know what it is or where it’s coming from. With CT you
can actually define it and see where it is, so some of these indirect findings, which were a
challenge, became much more clear with the cross-sectional imaging.
[00:23:40]
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Chapter 04
A Child with Cancer
A: Personal Background;
Codes
C: Cancer and Disease;
A: Personal Background;
A: Inspirations to Practice Science/Medicine;
A: Influences from People and Life Experiences;

T. A. Rosolowski, PhD
[00:23:40]
Now the anecdote you told a couple seconds ago, you know touched on the issue of cancer.
When did cancer start to be in the picture for you?
[00:23:49]
Marshall Hicks, MD
[00:23:50]
I think it was much later. Actually, after all my training --I was at Washington University, it was
part of our practice there but it wasn’t a big part until when I was later there. It was actually
somebody else that was doing more of it, in interventional radiology than me. I wasn’t
particularly interested in it, but I had also had—our son had been diagnosed with kidney cancer
in, I guess it was 1994. He was born in October of ’93, so it was May, ’94, and we started to
develop more of the practice of oncology in the mid to later ‘90s. I think I was—you know,
because he was under treatment, and had surgery and all that stuff, I was—we were fortunate as
a family, to not have cancer in either one of my parents’ families, so it was not something I had
dealt with personally until our son had it. And it turns your world upside down. Hopefully you
haven’t experienced it, but as you, as you—
[00:25:02]
T. A. Rosolowski, PhD
[00:25:03]
From being here I’ve known, yeah.
[00:25:04]
Marshall Hicks, MD
[00:25:05]
Just your life is never the same. I remember driving home, I used to listen to NPR and Terry
Gross interviews and she had Stephen King on there, and he was talking about his novel, Pet
Cemetery. I had the interview once, I can’t find it any more, but it was maybe about two weeks
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before our son was diagnosed. In Pet Cemetery there’s a place at the very beginning where the
child is playing with a ball and the ball goes into the street and there’s a big semi coming, and
the ball is rolling and the kid is starting to chase it and you just—it’s a horrific sort of scene, it
ends up the child doesn’t get hit but everybody is wondering if that’s going to happen. He said
he wrote the book, he wrote that part, because he said it’s like everyone has this part of them that
wants to know what it’s like to look through the window or open the door into the other side of
hell basically. What hell is like, and that would be hell for people, for a kid to be—to lose a kid.
I remember thinking that’s exactly what happened when our son was diagnosed because you
don’t know what’s going to happen and it’s just, your life turns upside down and you see
everybody else going home at the end of the day and you’re there in the hospital with your child,
looking out and wondering if your life ever is going to be normal again. We were married a year
when he was born, so we were a newlywed couple dealing with that.
[00:26:49]
T. A. Rosolowski, PhD
[00:26:48]
How old was your son when he was diagnosed?
[00:26:50]
Marshall Hicks, MD
[00:26:50]
He was eight months old.
[00:26:51]

T. A. Rosolowski, PhD
[00:26:52]
Oh my word. Oh, how painful.
[00:26:53]

Marshall Hicks, MD
[00:26:54]
Fortunately, he ended up having a Wilms, which was one that 20 years ago was not a success
story, but because of all the Wilms trials … So I got to know the story of clinical trials in
oncology and the successes that that had. He had bilateral involvement, one side was tumor, one
side was sort of precursors to tumors, and so we had to figure out how to treat that, preserve the
kidney and all this with it, and so it was complicated. Fortunately, he had great doctors and
made it through that. We moved here when he was about four and a half or five, so he was under
surveillance at that time and was doing well.
[00:27:39]
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T. A. Rosolowski, PhD
[00:27:39]
What’s your son’s name?
[00:27:41]
Marshall Hicks, MD
[00:27:41]
Graham, G-R-A-H-A-M.
[00:27:43]
T. A. Rosolowski, PhD
[00:27:43]
And your wife’s name?
[00:27:44]
Marshall Hicks, MD
[00:27:44]
Kelly, with a Y.
[00:27:46]
T. A. Rosolowski, PhD
[00:27:48]
And your son is doing okay?
[00:27:49]
Marshall Hicks, MD
[00:27:49]
Yeah, he’s in flight school right now, he’s 24.
[00:27:52]
T. A. Rosolowski, PhD
[00:27:52]
Wow.
[00:27:52]

Marshall Hicks, MD
[00:27:54]
He graduated from Texas A & M and then enrolled in a flight school over here. He is a pilot, he
wants to be a commercial pilot.
[00:28:04]
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T. A. Rosolowski, PhD
[00:28:05]
Well I’m glad that that story had a happy ending.
[00:28:07]
Marshall Hicks, MD
[00:28:07]
Yeah, it had a happy ending. One of the things I learned from that, too is that you’d be in the
hospital having a problem, whatever it was, and you’re in the hospital and you’re feeling sorry
for yourself and then you look around and you always see somebody worse off. It’s just one of
those lessons where you realize you’ve just got to take it day by day. You can’t feel sorry for
yourself and you’ve got to just keep pushing on. He was always the inspiration. One day he was
in the ICU, septic and swollen up, and I took some balloons, and I think I’d been on call and
went over and got some balloons, so my wife could go home, and he had this big smile seeing all
these balloons, even at that age. He was probably almost a year at that point, and it makes you
realize how resilient the kids are with what they go through. If he’s going to be doing that, I’m
not going to sit here and feel sorry for myself or feel like this should be an easy road. It taught
me a lot. I think it taught my wife and I a lot about ourselves and about resiliency and
experience with cancer and the hardship people go through and how it affects their lives.
[00:29:48]
T. A. Rosolowski, PhD
[00:29:50]
Do you think you think differently about patients here at MD Anderson because of that?
[00:29:57]
Marshall Hicks, MD
[00:29:57]
I feel like --not having experienced it personally, but I feel like having a child go through it and
those feelings, there’s no question in my mind that it helps me truly empathize with people who
are dealing with those decisions and uncertainties, and the anxiety around the scans for followup. No matter how well you’re doing clinically, there’s always that “is this going to show
something.” So from an imaging standpoint, it’s helped me be able to convey the anxiety around
that from the average radiologist doing the procedures and dealing with the patients and the
uncertainty when we’re doing biopsies or procedures, and try to help them. It’s helped me be
more confident in relating to them and being able to assure them: we’re going to take it one step
at a time; we’re going to try to get the information that’s going to really help you get on the right
treatment. That’s why you’re here. Let’s think positive, just you know, the next step is getting
this information, understand it. It’s a journey and we’re to help you every step of the way. I
didn’t realize it at the time, because there was so much that was going on with him and the
treatment. Even when we moved down here, the surveillance was frequently enough and you
know, you’re always wondering. One day there was a time when I was over at Alkek doing
procedures and he had had a scan here at Children’s. I got a call that he had lung mets, lung
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metastases. Fortunately, there was a friend of mine that worked over there that had been at Wash
U with me, and I called him up and I said, “Can you just take another look at these things and
make sure?” Sure enough, it was old, they were old, it was nothing new, but I remember that
day. My life again was turned upside down because it’s like oh, this is not good. You make it
through the first course and then the odds are pretty good. The second time, it can still be
salvaged there, but it’s just … The poor little guy, having to go through all this stuff again and
your life just goes 180 in one direction and then flips back,. It’s that emotional rollercoaster and
you realize that’s what our patients go through so much. So yeah, every one of those
experiences just give you the ability to understand it and to be authentic in a lot of ways.
[00:32:48]
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T. A. Rosolowski, PhD
[00:32:51]
Well, we kind of took you away from your story about Indiana. Do you want to go back there
and talk about the evolution there?
[00:32:57]
Marshall Hicks, MD
[00:32:58]
Sure. Showed up, like I said day one, was doing interventional radiology, fell in love with it, had
two great mentors; Bob Holden, who later became the dean of Indiana University School of
Medicine, just a wonderful man, and Gary Becker, who later on became the executive director of
the American Board of Radiology. So they both had distinguished careers but befriended me as
well as mentored me.
[00:33:25]
T. A. Rosolowski, PhD
[00:33:27]
What do you consider to be a good mentor?
[00:33:30]

Marshall Hicks, MD
[00:33:31]
Well, they were a good example, I think is a big part of it for when you’re working with them
and you’re seeing them in action, you see how they interact with people, you see how they lead
their lives not only personally but professionally.
[00:33:47]
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T. A. Rosolowski, PhD
[00:33:48]
What were the things that you respected about them and what did you notice them doing?
[00:33:53]
Marshall Hicks, MD
[00:33:54]
It was how they related to people, to colleagues, how they treated the staff, how they treated
other individuals there. Their inquisitiveness, how they always wanted to get better, always were
looking for ways to improve, not only their own personal performance but also the field, how to
move the field forward, and then also just academic. I had no idea how to write a paper or how
to do a study or do anything like that, just being able to be patient with me and spend the time
and show you how to be a mentor is really …You know they were the first ones I was able to
interact with where they could do that. My surgeon mentor was one that was more of a mentor
from a distance. You just watched him and he kind of exemplified the academic surgeon or
physician. These were two that I got to know pretty well and became friends with as well as
mentee.
[00:35:08]
T. A. Rosolowski, PhD
[00:35:10]
I’m getting the sense that you and your colleagues, your mentors, really were very aware that
you were in an evolving field. What were the kinds of decisions you saw people making about
that you know, I mean that’s a weird place to be in, it’s like open territory.
[00:35:32]
Marshall Hicks, MD
[00:35:33]
Yeah it really was because the technology was almost changing by the month certainly. I mean
you’d have new guide wires, new catheters, new technology that was coming into the field, that
was improving it, you know on a monthly basis, really, I mean it really was. You learned, as it
evolved you learned how to make do with what you had, which sometimes were pretty crude,
and we’d steam catheters over a steam pot to shape them, and that’s what we put in the blood
vessels and then run them up through, and take them to different areas of the body, but you
would have to shape them because they weren’t pre-shaped, the material wouldn’t stay in a
shape. So all these different things, and the guide wires that we used to actually thread up and
then put the catheter over them, could sometimes be—
[00:36:33]
[The interview ends abruptly, equipment malfunction]
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Marshall Hicks, MD
Interview Session Two: May 1, 2018
Chapter 00B
Interview Identifier

T. A. Rosolowski, PhD
[00:00:01]
I just want to say for the record that it is about 12 minutes after three, on May 1, 2018. I’m
Tacey Ann Rosolowski and today I’m on the 16th floor, in the Division of Diagnostic Imaging,
for my second session with Dr. Marshall Hicks. Thanks very much.
[00:00:17]
Marshall Hicks, MD
[00:00:17]
Thank you.
[00:00:18]
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T. A. Rosolowski, PhD
[00:00:19]
Yes. And we strategized a little bit before and we decided that you would start by talking a little
bit about the research that you did before you came to the institution and then how all of that
shifted once you took on roles here.
[00:00:32]
Marshall Hicks, MD
[00:00:33]
I got interested, when I’d switched from surgery to radiology. I think I mentioned that I had a
couple mentors at Indiana University and that was my first research experience in guidance and
mentorship and the research was there, with my mentors there, and I was able to continue that.
It’s one of the reasons I chose to go to Washington University, was the strong research
environment there and the support in the individuals and mentors that would be there to help me
continue to develop my, allow me to develop my career, one of which was Bill Murphy, who
ended up recruiting me here. We were also --as a group of interventional radiologists, there were
three of us my first year and we were all within two years of being out of fellowship. So we
were finding our own way through some things. But as we all developed our research portfolios
there, a lot of what was being done at the time was a continued development of the interventional
radiology procedures, the less invasive procedures. Still a day when new things were being
described, and also less invasive ways of doing it, and getting a larger clinical experience in
reporting on that, reporting the results of that. So one of the things that I became interested in
was being able to put feeding tubes in using fluoroscopy basically, so you didn’t have to make an
incision. You didn’t have to put a scope down through the esophagus, into the stomach, and you
could do it all with just a tiny little catheter that you put down in, that you put air in. Then you
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see the air under fluoroscopy and you would put a needle in that way and up, and put a tube in,
and it was a fairly elegant, minimally invasive procedure that allowed patients, particularly
higher risk patients, to get feeding tubes and to get them with low morbidity, low risk of a
complication. Oftentimes it made the difference in recovery, whether it was a stroke or whether
it was cancer therapy, when they couldn’t swallow or couldn’t eat if they had met cancer. So
that was something that became interesting to me: how do you report on larger experiences, to be
able to document that these procedures are safe and that they should be disseminated,
particularly as newer procedures are developed or newer ways of doing procedures. It’s
important to have that documentation come from a reputable institution, to be able to move the
field forward. That was one of the main things we were doing there, was being able to report on
our experiences of gaining the larger experience and being able to do prospective trials.
[00:03:50]
I became interested in anatomy, so one of the things I was interested in was IVC filters --inferior
vena cava filters were being developed and miniaturized-- was how the vena’s anatomy,
particularly where the renal veins were, dictated where you needed to put the filter so that it
would be in the safest place possible and it wouldn’t get tilted,. It would be in a good region for
performing well to filter the blood clots that would come from the legs.
[00:04:22]
T. A. Rosolowski, PhD
[00:04:23]
I’m ashamed to say that what’s coming into my mind is the filter that my landlord puts in my
apartment, and I’m sure that’s not what I should be envisioning.
[00:04:31]
Marshall Hicks, MD
[00:04:31]
It’s probably a similar concept. It filters blood clots as they come up. These are people that get
blood clots and then blood clots can go to your lung and can kill you.
[00:04:39]
T. A. Rosolowski, PhD
[00:04:40]
What does it look like though, when you put it in?
[00:04:41]
Marshall Hicks, MD
[00:04:42]
Actually they look kind of like various shapes but the most replicated one is sort of like a little
umbrella, you know with no fabric but just the prongs, and it’s kind of halfway closed and it’s
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sort of a conical shape, so as the laminar flows, the blood flows up, back to the heart, intended to
direct the blood clots centrally in the cone and they get trapped.
[00:05:11]
T. A. Rosolowski, PhD
[00:05:12]
Okay, but it still allows, it’s like a donut, it kind of allows circulation through, around it.
[00:05:17]
Marshall Hicks, MD
[00:05:15]
It allows flow to go through, but the clots get trapped. It’s really a pretty ingenious design and
originally, they had to be put in surgically because they were very big. As they got miniaturized,
we were able to put them into smaller veins and not have to have surgical incisions and all that.
Then it became obvious that --as these things get refined, you start to recognize how anatomy
can influence the effectiveness. If you put it in and there’s a vein there, then it can get tilted and
then it’s not effective. If there’s a vein coming in from the side, it can tilt over, so you want to
put it in an area where there’s kind of a landing space, if you will. Like a runway on either side
that’s clean, so it gets placed there once you release it and it kind of springs out and the little
hooks go into the wall. Then it stays where it’s supposed to stay.
[00:06:11]
T. A. Rosolowski, PhD
[00:06:11]
So the positioning and all that, were some of the things you began to document.
[00:06:15]
Marshall Hicks, MD
[00:06:15]
Document it and document how often the anatomy was --co-varying anatomies or what to look
for when you’re placing it. It became important, this is where the imaging becomes important.
We do a vena cavagram to look at the actual image of the vena cava before we put the filter in,
so we would know the lay of the land if you will. Then once you know the lay of the land, you
know what to avoid, you know where to put it safely, where it’s going to be the most effective
for the patient.
[00:06:45]
T. A. Rosolowski, PhD
[00:06:45]
So it sounds like every individual has got kind of a different landscape.
[00:06:48]
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Marshall Hicks, MD
[00:06:49]
Yes. Take on the vena side, a lot of variability there, and so being able to document it and then
document afterwards, that it’s a satisfactory placement. I was investigating different ways to
optimize that anatomy, did some work in the animal lab there, primarily with agents that dissolve
blood clots and particularly designing different catheters that worked more effectively. If you
had a long segment of blood clot in the artery, so these are arteries that are going out to the leg, a
better way—we used to just put a little catheter in. It had one little hole in it, and you would just
kind of puff it out or move it out slowly and then the ability to have catheters designed again, as
the miniaturization occurred in technology, you could have several holes and be able to deliver it
over that longer segment at one time, and being able to figure out what’s the optimal way to
deliver dissolving agents and things. That became an interest of mine in the lab, a lot of it device
related because that’s the field, interventional radiology is very dependent on devices because its
miniaturization of procedures and things that a lot of times had been done surgically in the past.
Development of devices is critical to be able to be successful.
[00:08:24]
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T. A. Rosolowski, PhD
[00:08:25]
So how did those experiences, conducting that kind of research and working with individuals in
this newly evolving field, how did that help you once you came to MD Anderson?
[00:08:35]
Marshall Hicks, MD
[00:08:37]
A couple things helped me over that experience at Washington University. First was being able
to develop as a researcher, get experience with that and understand, even conducting a clinical
trial, the experience with that, again with a new device. Just having the experience, so when I
came here and moved into a more senior role and had faculty members joining right out of
training, to be able to help mentor them and be able to help develop them, and promote and look
for opportunities for them as the field continued to grow. And opportunities for us, particularly
in the oncology realm here, where a lot of the new device development around ablation --killing
tumors by heating them or cooling them, by putting direct needles or probes right into them
through the skin and using imaging to guide. That was a field that was really just emerging and
developing at the time and helping. You remove barriers, if you will, to faculty members being
able to get the resources they needed to develop their careers. [00:09:48]
The other thing that helped me there was not on the research side as much but on the clinical
side. When I started there, I mentioned that there were two other faculty members; by the time I
left, we were up to I think somewhere between six and eight, but we’d also gone from one fellow
to six fellows, and I was the program director there for the fellowship, over most of the time that
I was there, about eight years. So I was involved in helping to develop that program and also,
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just learning how to develop a successful clinical practice. And so when I came here, this was
essentially a rebuild situation on the clinical side. The section chief unfortunately had died in a
climbing accident about two years before I came.
[00:10:35]
T. A. Rosolowski, PhD
[00:10:36]
Who was the section chief?
[00:10:37]
Marshall Hicks, MD
[00:10:38]
It was “Tito” Carrasco, [Cesar] Humberto Carrasco. He was a friend of mine and we had gotten
to know each other just through our professional society. He was a real outdoorsman, avid
outdoorsman, and unfortunately was killed in South America. So they were looking for
leadership. It had maybe drifted for a couple of years as they were trying to identify—the new
hospital had not been opened yet, so the equipment was pretty old and they were waiting to get
new equipment in the new hospital. So it was a time when it was probably a challenge to recruit.
Bill Murphy had come as the division head and was actively working to recruit me and others
I’m sure. But just having those experiences, I came in able to say what does it take to build a
successful practice and recruit, and to continue with the fellowship program, because that was, at
that point, the—what’s the expression about the cooks or the kitchen?
[00:11:45]
T. A. Rosolowski, PhD
[00:11:46]
Oh, too many cooks in a kitchen?
[00:11:47]

Marshall Hicks, MD
[00:11:48]
No, I was thinking of wearing all these hats.
[00:11:51]
T. A. Rosolowski, PhD
[00:11:52]
Oh, oh, yeah, yeah. I don’t know the phrase.
[00:11:56]
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Marshall Hicks, MD
[00:11:56]
I’ll think of it in a second but anyway, I had a lot of responsibilities. As we added faculty
members and were able to mentor faculty members into these roles. One of them --because the
fellowship director, another one helped started to build certain programs.
[00:12:14]
T. A. Rosolowski, PhD
[00:12:14]
Because you started as fellowship director, isn’t that the case?
[00:12:17]
Marshall Hicks, MD
[00:12:17]
Correct, correct.
[00:12:18]
T. A. Rosolowski, PhD
[00:12:18]
Because you came in 1998, as section chief and fellowship director.
[00:12:22]
Marshall Hicks, MD
[00:12:23]
Right.
[00:12:23]
T. A. Rosolowski, PhD
[00:12:23]
So let me just—I don’t mean to interrupt you, but I’m curious, when you arrived, what was the
mandate, you know from the institution, and what did you personally want to achieve in this
rebuild?
[00:12:36]
Marshall Hicks, MD
[00:12:37]
I think primarily the mandate was that we wanted to have a very robust, current clinical practice
of interventional radiology that really was able to offer the variety and full menu of what was
available in interventional radiology. To be able to continue to develop the new
technologies, the new procedures as they were emerging and to eventually be a part of
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developing that and being on the front end of that. At the time, it was really trying to establish it
as a full line service for interventional radiology, in oncology patients.
[00:13:35]
T. A. Rosolowski, PhD
[00:13:36]
Were there questions about its value within the institution at the time?
[00:13:39]
Marshall Hicks, MD
[00:13:40]
I think there were some limitations.
[00:13:42]
T. A. Rosolowski, PhD
[00:13:43]
And what did that arise from do you think?
[00:13:44]
Marshall Hicks, MD
[00:13:45]
I think it was just probably over time, with Tito passing. Tito was a driving force in the practice,
no question. A lot of the innovation and the drive to offer new procedures as they became
available, or to be engaged in really offering that service, was really coming from Tito. I think
when he left it kind of drifted a little bit. There was —you know, not that individuals weren’t
committed to it, but I think the facilities weren’t quite as good as they needed to be. That was
acknowledged and understood, and that’s why the new hospital was planned, but as I understand
it, the new hospital was delayed because there was a problem with the foundation. They had to
tear that out and restart, so it delayed a lot of the services that were planning on moving in,
delayed for at least a year or maybe longer. The equipment has basically a service life of
technology, and so the longer the equipment is not refreshed or you don’t get the newer
technologies that are coming in from imaging, like ultrasound for example, at the time, then
you’re really limited in what you can offer. That was part of the situation. I don’t think we even
had an ultrasound that was dedicated to us at the time, to interventional. We had one CT and we
borrowed another one. The four rooms were pretty old, but they didn’t have some of the newer
digital technologies that helped you optimize the procedure and do it well. We didn’t do things
that were unsafe, but there were things we couldn’t offer because the technology was limited,
and then that kind of stifles creativity.
[00:15:54]
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T. A. Rosolowski, PhD
[00:15:54]
I’m just trying to get a sense --often with a new field there’s a learning curve with people outside
the field: oh, this is available, it will improve outcomes. So you know that dormancy period
sounds like not being able to build those networks and those collaborations.
[00:16:12]
Marshall Hicks, MD
[00:16:12]
Great point, that’s exactly right, yeah.
[00:16:15]
T. A. Rosolowski, PhD
[00:16:15]
So it sounds like Tito was also a driving force in building that.
[00:16:19]
Marshall Hicks, MD
[00:16:20]
Correct, yeah, and that’s the thing I always heard about him and knew about him from a distance.
Then when I got here realized that that was—he was very beloved here. I think he was the leader
of the group, and people looked at him to develop and lead and continue to push it forward.
Without that driving force, I think there wasn’t that push to continue to get newer technologies,
to upgrade the equipment, the different things that need to be done, and it’s understandable. That
was why I was asked to come in, was to help drive those things. Having experience at Wash U,
of ten years of developing that, seeing what it took to really offer state of the art services not only
in customer service, if you will, but also in the procedural technology, and knowing what it took
to really maintain that was something that became invaluable to me when I came here, to really
understand what it took.
[00:17:35]
T. A. Rosolowski, PhD
[00:17:35]
So how did it start?
[00:17:35]
Marshall Hicks, MD
[00:17:36]
It started by being very patient.
[00:17:40]
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T. A. Rosolowski, PhD
[00:17:41]
Why was that important?
[00:17:43]
Marshall Hicks, MD
[00:17:43]
Because I was used to frankly, better technology, better equipment. I knew it was coming but I
think it was six months or five months before we moved into the new hospital. It seemed like
two years because you’re used to having high-end equipment and it limits some of the things you
can do, so you can’t offer certain services. In all seriousness, it helped me develop patience to
say, we’ve got to do what we can, do the best we can now but realized—chief cook and bottle
washer that was it, that was the expression, chief cook and bottle washer. And I was, I was
recruiting. I was taking a lot of call, holiday call, and one of the things I did at the time and I
didn’t realize the impact. This is something we just did because it was the right thing to do --I
was at Wash U-- is I would help bring patients in the room or do whatever it took to help the
service run and do whatever we could for patients together, because we didn’t have a lot of the
different components of the practice yet. We didn’t have PAs, we didn’t have a scheduler, we
had two nurses that were borrowed. They were a great group of technologists, but we didn’t
have nurses in every room during the procedures, really it was a transition time in the field in
that sense.
[00:19:20]
T. A. Rosolowski, PhD
[00:19:21]
How did that create—what kind of environment did that create, that sort of chief cook and bottle
washer pitch-in sort of thing?
[00:19:28]
Marshall Hicks, MD
[00:19:29]
Well, what I didn’t realize at the time, I was citing an example that that was appreciated. People
saw I was really there to help, and it was about us and the patients. It was really --you know, I
didn’t think about it all that much. It was just doing what had to be done to continue to make
things better. The most frustrating thing, in a situation like that, is --we had one senior secretary
for the entire group, so it wasn’t a lot of support. You’re trying to do the best you can to build it
but even having the time to be able to put together a request for more resources or a request for
why we need additional staffing, there’s not even time to do that. You’re trying to keep your
head above water with patient care, recruiting, managing. You’re doing all these different
activities: fellowship director, managing the fellows schedules and all that, maintaining the
relationships with the other hospitals, where the fellows rotated like St. Luke’s [Hospital] and
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UT Health Science Center. That’s one of the most frustrating things. You’re so busy with all
these different things. You know what you need to move it forward, but even finding the time
and resources to be able to put that in front of somebody in a form that they can understand and
be supportive was challenging.
[00:21:11]
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T. A. Rosolowski, PhD
[00:21:12]
So how did you finesse that challenge?
[00:21:14]
Marshall Hicks, MD
[00:21:15]
I think the biggest breakthrough for us actually was when I—David Callender was the, I want to
say was the physician in chief at the time. The title has changed a little bit. He might have
been—I don’t think he was executive vice president. I think it was another title but anyway,
David Callender was physician in chief at the time. I had gotten to know him because he’d come
down a couple times when I first got there. I finally just reached out and asked him, kind of told
him what we were challenged with, and he sent two people down; Dianne Fattig from an
administrative support standpoint, to help, and Barbara Summers [oral history interview], who
was working in his office at the time. Barbara came down and assessed and said, we need to
start putting some resources into helping you get where you need to go. Some of it, I didn’t
know I needed, because I was still new at this as well, in terms of sequencing and prioritization
of resources and things like that. You were kind of in the middle of it and you don’t always have
a clear head about it, you need help and that’s kind of where we were.
[00:22:49]
T. A. Rosolowski, PhD
[00:22:50]
That’s interesting, I don’t think anybody’s ever mentioned that in that way before, where you’re
in sort of the chaos situation, how do you prioritize requests so that the institution can act in an
appropriate way.
[00:23:00]
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Marshall Hicks, MD
[00:23:01]
Right, and Barbara helped with that. She was tremendously helpful. She recognized and said
let’s add these pieces first and these will help you the most and then we can kind of get it
organized and start to get your head above water where you can manage. Looking back, it was
pretty remarkable that we were able to recruit some top notch people pretty early. Kamran Ahrar
was one of the first, who is still here, A-H-R-A-R, Kamran with a K.
[00:23:32]
T. A. Rosolowski, PhD
[00:23:32]
H-A-R.
[00:23:33]
Marshall Hicks, MD
[00:23:33]
A-H-R-A-R. Kamran with a K, K-A-M-R-A-N. Kamran could have gone anywhere. He was
right out of fellowship and had offers from Hopkins and other places on the East Coast and chose
to come here. That’s when I realized that we were creating something special that was attractive.
[00:23:55]
T. A. Rosolowski, PhD
[00:23:55]
What was attracting people like Dr. Ahrar?
[00:24:00]
Marshall Hicks, MD
[00:24:00]
I think the commitment to putting in the resources, the equipment, the new hospital, the
opportunity. Oncology was starting to be something that --it was pretty clear that within
interventional radiology, there was a lot of opportunity. Particularly with some of the ablation
procedures, the different things where there was some real opportunity to really make an impact
in patient care. Just like in imaging, where there was an explosion in oncology. Interventional
radiology was starting to participate in that as well, and it was becoming pretty obvious that that
was really a new frontier for us, interventional radiology. I think he was one of these individuals
that saw that, had a vision to be able to look down the horizon, even at a young stage of his
career, and see that. Frank Morello also joined around that time, same thing, to start a
fellowship. Then about a year later, as we got things established, Mike Wallace called me and
was interested in coming over from UTL Science Center. He is someone I had helped train up at
Washington University and remained in contact with, a good friend. So he was very interested in
the running --day to day operations. Frank Morello became the fellowship director, Kamran
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started to develop the ablation program, so we started to really get a team of people, and I was
more into the administration, trying to get the resources, trying to help us at that level,
institutionally.
[00:25:33]
T. A. Rosolowski, PhD
[00:23:33]
I’m just trying to get a sense of when did the team start to coalesce, how long after you arrived?
[00:25:40]
Marshall Hicks, MD
[00:25:40]
It was about two years, two to three years.
[00:25:42]
T. A. Rosolowski, PhD
[00:25:42]
So we’re talking around 2000 then?
[00:25:42]
Marshall Hicks, MD
[00:25:44]
Two-thousand, 2001, in that timeframe. We started to gel and started to reach a critical mass,
where we went --we were starting to build out as well, the entire team. We started to hire
physician assistants, so that allowed us to set up a clinic where we’d see the patients prior to the
procedure. That made a big difference in quality. The patients were more comfortable
understanding the procedure, getting their questions answered, understanding the consent process
and the risk. Frankly, it also helped us from the standpoint of making sure we didn’t have noshow. We had fewer no-shows because we had talked with them, we answered their questions,
they knew when they had their appointment for the procedure. When you have valuable
resources, high end equipment like that, you want the patients to show up.
[00:26:44]
T. A. Rosolowski, PhD
[00:26:44]
Yeah, you might need it to be used.
[00:26:46]
Marshall Hicks, MD
[00:26:47]
Yes, because it also delays --somebody else that could have been done gets delayed. Getting
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them to come in on the same day because most of the procedures, we need them to have not
eaten or have anything to drink in a couple of hours. It was a time when we were—we added
schedules, nurses, dedicated nurses. We started to get dedicated transport resources for bringing
patients in from the hospital, from the inpatient side, really building out the entire team. So it
was not only a physician team that was starting to come together and provide different areas of—
it was the whole criticality of all the different groups that contribute to making it a success.
[00:27:44]
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T. A. Rosolowski, PhD
[00:27:44]
Now let me ask you, although I didn’t ask you before, there are a lot of people who would listen
to this story and say oh my God, kill me now, but you decided that you wanted to go into
administration and deal with this. So what was that about?
[00:27:59]
Marshall Hicks, MD
[00:28:04]
I think it’s one of those situations … I always tell people it’s delayed gratification. If you go
into administration you’re really trying to improve the care for patients over time and you’re
trying to improve the quality of the experience for the employees over time. It’s not
something—there’s a procedure. A patient comes in, you help them right away, you get
something done, that’s the immediate gratification you get as a physician, helping somebody as a
physician. Administrator, you have to look down the road. It’s a longer view, and I guess I
started to see enough of those successes after I got support and we were able to build and add
and see the team coming together and the team committed to really doing this. That became my
gratification and reward, if you will, of staying with it. I’m not saying there weren’t some tough
times and challenging times where you have those doubts. I also had a very supportive wife
through this and she’s always been there and just knowing, I think as well, the commitment to
the mission, having had the experience with our son, and our daughter’s health issues too, she
was very supportive. We had come here not really knowing a lot of people and this was during
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that time when I was spending a lot of time here, so that was really helpful, to have her support.
[00:29:54]
T. A. Rosolowski, PhD
[00:29:54]
I don’t remember if I asked you your wife’s name.
[00:29:56]
Marshall Hicks, MD
[00:29:56]
Kelly.
[00:29:56]
T. A. Rosolowski, PhD
[00:29:58]
Kelly, oh yes, okay. And your daughter’s name?
[00:29:59]
Marshall Hicks, MD
[00:30:00]
Regan, R-E-G-A-N, and my son is Graham, G-R-A-H-A-M.
[00:30:05]
T. A. Rosolowski, PhD
[00:30:07]
Okay.
[00:30:07]
Marshall Hicks, MD
[00:30:08]
But yeah, it’s a bit of a blur so I really don’t know if there was a moment when I said, ah-ha, I
love this administrative stuff even though it’s a lot of headaches, and so I actually never really
thought about it. I think it did help me develop the patience. You start to realize that it’s not
going to happen overnight. It’s more important to develop relationships and get the help.
You’re not going to do this alone and you really need other people, and that means building the
relationships, developing the relationships that can really help. I’ve always said, at least at
Anderson, if it’s the right thing to do for patients or for the institution, it ultimately will get done.
Sometimes what I thought was the right thing didn’t turn out to necessarily be the right thing, but
most of the time it’s pretty obvious. You’re really trying to do something that’s helping patients,
helping the institution move forward, you’ll find the right support eventually and the right thing
will get done. That was another thing that just kind of kept me going, realizing that this is a
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place where they want to make those things happen, they want to make sure that we’re providing
state-of-the-art care for patients. There were so many great people here that it was --even
moments when it seemed frustrating, and the challenges were a wall that you couldn’t see over,
there’s so many good people that it kind of keeps you going. Patients as well, they’re so
inspiring. I would say it’s the people that work here that kind of bring you here. It’s the patients
that keep you here, that you get inspired by and realize that they’re the ones that are really going
through the challenges. You look around and as challenging as it is with some of these things,
the bureaucracy and all the things you’re trying to work through to continue to grow and build
and develop something to help the patients, you realize what they’re going through.
[00:32:15]
T. A. Rosolowski, PhD
[00:32:15]
Were there particular—I’m sorry.
[00:32:17]
Marshall Hicks, MD
[00:32:17]
It keeps it in perspective.
[00:32:18]
T. A. Rosolowski, PhD
[00:32:19]
Were there particular interactions you had with patients that were really inspiring to you,
meaningful?
[00:32:26]
Marshall Hicks, MD
[00:32:27]
I think what also kind of kept me going through those times, I can recall several patients and
several names vividly, of patients that were actually just coming in. They had maybe a blocked
kidney or liver and they had a drain that we had put in there to help drain it externally, because
they could no longer have it draining internally. Or it was a drain that would allow it to drain
internally but we couldn’t take it out because they were dependent on it to drain a kidney, say
into the bladder. So they were in those situations where they would come back every couple
months to have it changed and you develop a relationship with them. Some of them were
struggling with their disease. Some of them, they’d beaten their disease but they had a situation
where they still needed the catheter to help chronically, for the rest of their life. I remember they
would enjoy coming to see you and just the interaction there and them requesting you personally
because you feel like you really made them special that day. Then sometimes there are ones
where, I remember one time in particular, a gentleman, I think he was an engineer, I’d gotten to
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know him and he ended up losing his battle but he, at the very end went into hospice and just the
final hug before he left, knowing we’d never see each other again but knowing that we’d had a
lot of good conversations; he always asked about the kids.
[00:34:21]
T. A. Rosolowski, PhD
[00:34:22]
Yeah, yeah, that human connection, it’s very deep.
[00:34:28]
Marshall Hicks, MD
[00:34:30]
Yeah.
[00:34:32]
T. A. Rosolowski, PhD
[00:34:33]
Tell me more about kind of the evolution of your role as the section chief. I’ll give you a minute
here.
[00:34:39]
Marshall Hicks, MD
[00:34:40]
Yeah, thanks.
[00:34:42]
T. A. Rosolowski, PhD
[00:34:44]
It’s emotional work as well as being institution building.
[00:34:47]
Marshall Hicks, MD
[00:34:51]
That was a long time ago.
[00:34:56]
T. A. Rosolowski, PhD
[00:34:56]
It stays with you though, those meaningful moments, they do.
[00:35:00]
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Marshall Hicks, MD
[00:35:00]
So the section chief evolution. I think as we continued to grow and develop, and a big step for us
was moving over to Mays Clinic, allowing us really to develop. It gave us the clinic space for
the PAs. We were carving out what we could for a couple rooms in the main hospital. We were
able to design actually, a very nice clinic area to see patients, where our PAs and physicians
could see them. Really developed very active outpatient service there. Patients loved this great,
wonderful facility. Really just continuing to grow the research program, the education program,
we were expanding the fellowship, all the different components, seeing people getting promoted,
watching the team. We went through a couple of exercises, retreats, where because we’d grown
so rapidly and because we had now, so many members of the family if you will, PAs, schedulers,
PSCs, nursing assistants, medical assistants, trainees. We were all a family but we’re different
members of the family. Learning to help each other to work with other and support each other
was something that --the stresses of the day, sometimes you have to really step a step back and
get a perspective. So some of these events where we would do that, either social events or
retreats where we would talk through some of the things that were holding us back, helped us
along.
[00:37:01]
T. A. Rosolowski, PhD
[00:37:02]
Interprofessionalism is such a subject of conversation now and it sounds like maybe you were
addressing some of these issues along the way. Can you tell me some of the things that came up
and how you addressed them?
[00:37:13]
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Marshall Hicks, MD
[00:37:16]
One thing early on, I was given the opportunity to be a part of the Faculty Leadership Academy
here, I think it was in the second cohort, second class, and got to know, at the time I think it was
Steve Sperling, Linda Thompson and Fred Schmidt were the three that were involved in the
classes I was taking. Through that—and Janis Apted, now Janis Yadiny [oral history interview],
was really the one that brought them in, built the program and really began to appreciate the
practical aspects of leadership, what it takes to help build a successful program, department,
within the organization, and I found that extremely valuable. I had been through a little bit of
that before but not a lot. I just found it to be very helpful to me as a leader. In particular some of
the things you do when you’re talking things through with colleagues and with the facilitators
there. I developed a relationship with Fred Schmidt there, who probably I’ve used eight or ten
times over the last twenty years, to help really, at every step of the way for me, when I was
section chief several times and then department chair, interim department chair for Diagnostic
Radiology, division head, and even now. Not only as a coach but also as someone who helps us
with team alignments and working through and talking and really understand that we all
generally want the same thing. We want the highest quality care for the patients. We’re all
connected to the mission, we’re here for the same reason. It’s really, how do we work most
effectively as a team, get along, understand each other’s needs and work to really try and share
information and perform as a team. We all need each other to be at our best and to provide the
best care for patients, to do the best research, the best education, whatever it is.
[00:39:36]
T. A. Rosolowski, PhD
[00:39:37]
Are there certain themes --and I’m not asking for you to talk out of turn or point fingers or
anything but these kinds of things are real leadership challenges, I mean everybody confronts
these. I’m curious if you have an example of a specific kind of challenge that arose and then
what were the tools that you and Fred Schmidt came up with to address them and make things
work better for your team.
[00:40:00]
Marshall Hicks, MD
[00:40:005]
I think there are several examples, but one that comes to mind was a challenge in really keeping
up with the timely reading of CT scans when I was the interim chair of Diagnostic Radiology.
So this is after I moved on from being section chief of Interventional Radiology. It was a bit of a
new world because it’s diagnostic imaging, sort of daily reading, as opposed to procedures. It’s
also a situation where we scanned during a large portion of the day, from early in the morning,
seven, until eleven at night, and so these scans are being produced and patients are depending on
them. A lot of times they have the appointment the next day, and we were behind and falling
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chronically behind. What was interesting is we were consistently behind by the same number,
about 600 exams, and so you weren’t losing ground every day, we were just 600 behind every
day.
[00:41:22]
T. A. Rosolowski, PhD
[00:42:22]
That’s funny.
[00:42:23]
Marshall Hicks, MD
[00:42:23]
It is funny. It’s because so many of them get done after five or six, when we didn’t have people
here. So it was really working through saying what are the—really understanding the issues as a
team, with all the section chiefs of Diagnostic Radiology saying what sort of ideas, what can we
do together to address this. We have one particular section that’s struggling with this right now
but it could be any of us. What are the tools and things that we need? So it was really
understanding where—a lot of it is performance management, it was understanding where—and
distribution of having people available to read images. Maybe we needed to think about doing
things differently to look at our assignments to be able to continue to stay on top of the reading.
Maybe it’s finding electronic solutions to figuring out which patients have the next appointment,
and we prioritize those, put those at the top of the list. So I was looking for a number of those
things, but what we always emphasized is those solutions tend to come from the people who
have the problems, they understand what the problems are and they can tell you. It’s really a lot
about providing the support, getting the resources, the technology solutions or talking it through,
getting your colleagues’ best ideas, and also sometimes having the tough conversations. The
leaders, we aren’t trained really, to have some of those difficult conversations about
underperformance or about why it’s important for you to be here during your assignment,
because we’re depending on you to help with the reading, and understand what the issues are in
scheduling, having faculty members scheduled two different places at the same time or things
like that. What are the issues, and really trying to address it in a non-punitive way but just
understanding it a little bit better and trying to hear and listen to solutions.
[00:43:42]
T. A. Rosolowski, PhD
[00:43:44]
It’s funny, when you start to refract a team, a lot of people have no concrete clue of how
someone else does their work, and that’s often, that is where the problems lie, is just workflow
and getting a sense of all right really, that’s how you—no wonder there’s a problem.
[00:44:02]
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Marshall Hicks, MD
[00:44:03]
Yean, and some of the things we do to ourselves, just the inefficiencies we create because we’re
trying to solve one problem but it creates inefficiencies elsewhere. I do remember Fred once told
me that when you’re dealing with leaders it’s generally --if there’s an issue, a lot of times it’s
either a leader being unwilling or unable to be able to do something. A lot of times they’re not
able, maybe because they don’t have the tools, the resources, the capabilities. So once you’ve
determined that, if it’s the unwillingness that’s a different conversation, but if it’s the unable,
they may not be able. They may not have been in a situation trying to manage all the
variabilities in scheduling and all the different challenges that the institution or DI is creating by
having so many of the exams. It’s great for patients, it’s convenient for patients, to be able to do
the evening scanning but it creates a lopsided wheel when it comes to reading them, unless
you’re able to adjust schedules. That’s a cultural change, so a lot of times, when you’re dealing
with those sorts of changes it’s having those conversations. Helping the faculty members,
physicians, to understand the importance of the reading to the patient. Why we need to be able
to adjust and do things differently than maybe we have in the past. Because the pressure was on
for more patients that would come in, stay for a short length of time but want to try to get
everything done --is different than if they’re not in a destination place like this where they get a
study done one day and then they come back a week later to get something else done. A lot of
patients come from out of town. They want to try to get everything done and it’s understandable
and we need to be responsive to that.

[00:46:07]
A lot of it, I’ve found over the years was just the in-the-moment coaching, has been very helpful
to me because it’s hard to imagine every scenario. Just when you think you’ve seen a lot of
them, a new one pops up and it’s hmm, what am I going to do about this. The ability to be able to
talk through that with somebody, particularly somebody who is not here, who you can kind of
detach but knows the place well enough --like Fred and others in the Executive Development
Group-- was really helpful over time because they knew Anderson. They knew our culture, they
knew some of the challenges, but they weren’t—you felt like you were talking to somebody who
wasn’t—you had a trust factor there that they’re not within the organization. They don’t have a
vested interest in seeing something go one way or the other. It was really helpful to be able to
talk through things and to think about the perspective of all the individuals that are involved, and
talk that through and understand it. I think a lot of it is not … Leaders here, physicians, we don’t
get trained in a lot of these different things of managing people and even managing operations is
something generally you learn on the job.
[00:47:41]
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T. A. Rosolowski, PhD
[00:47:41]
Yes, yes. Well, we’re actually at four o’clock now and I don’t know how busy you are. [laughs]
[00:47:48]
Marshall Hicks, MD
[00:47:48]
Well thanks.
[00:47:48]
T. A. Rosolowski, PhD
[00:47:49]
Shall we close off for today?
[00:47:50]
Marshall Hicks, MD
[00:47:52]
Sure.
[00:47:52]
T. A. Rosolowski, PhD
[00:47:53]
And then maybe we can talk about your next transition the next time.
[00:47:55]
Marshall Hicks, MD
[00:47:55]
Sounds good.
[00:47:56]
T. A. Rosolowski, PhD
[00:47:57]
Thank you.
[00:47:57]
Marshall Hicks, MD
[00:47:57]
Thank you.
[00:47:57]
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T. A. Rosolowski, PhD
[00:47:58]
Very interesting, I mean it’s a continuing refrain that physicians don’t get leadership training and
yet how important it is for any institution to have physician leaders, so.
[00:48:08]
Marshall Hicks, MD
[00:48:09]
I think they probably did a really good job with that, in that I think they tried to not only train
current leaders but thinking about who is going to be on a leadership post. It was for me, the
beginning of a journey, a leadership journey, where I began to realize how valuable it was and
how little I knew about it. I had taken some classes with the American College of Physician
Executives. Around that time they had some really great programs on managing physician
performance, even finance, different things. That’s when I started to get interested in it, and I
just couldn’t get enough of it. At the end of the day, I think some of the most valuable lessons
that I’ve learned have been through the coaching experience. It’s nice to be able to talk things
through in the moment, if you will, because that’s how life happens, in the moment. You can go
to classes, you can prepare, you can think about it, but when something really happens to you,
you need to talk something through to make sure. Rarely do things happen emergently in
leadership, but there is an urgency to some of it, where it’s over the next few days you have to do
something, but people will try to create urgencies or emergencies, but most the time you have
time to talk it through and think it through, but it’s not like you can wait for your next class two
months from now.
[00:49:47]
T. A. Rosolowski, PhD
[00:49:46]
Right.
[00:49:46]
Marshall Hicks, MD
[00:49:47]
You want to be able to talk it through and make sure that you’re considering the right things and
making the right decision.
[00:49:57]
T. A. Rosolowski, PhD
[00:49:58]
Well it’s also you’re in the mist of the experience, which is not just an intellectual, but there’s an
emotional part.
[00:50:02]
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Marshall Hicks, MD
[00:50:03]
Emotional, that’s right.
[00:50:04]
T. A. Rosolowski, PhD
[00:50:05]
That can cloud vision or make you go to certain priorities that maybe are not the best in the long
run.
[00:50:11]
Marshall Hicks, MD
[00:50:07]
Absolutely. And a coach can help talk you through that and help you check into that selfawareness on it, you know I think that’s one thing. I think also, the network that we’ve tried to
build throughout the institution is helpful too. Some of my closest colleagues are ones that I met
in the FLA or that I’ve met along the way here in different committees or classes, and those are
people you can seek advice from and talk things through. I don’t think we do that as much as we
could. I think some of that is --I do sense some hesitation with people being entirely open. They
don’t want any kind of confidentialities to be breached. I think also it’s a little bit of you’re
vulnerable and having somebody that you’ve worked with or trusted is helpful. I’ve tried to do
that as I’ve gotten further in my career, sometimes just reach out to people proactively that I see
are emerging leaders, have lunch with them or talk to them and try to develop a relationship
where they feel like if they need to talk to somebody there’s somebody they can talk to, talk
something through. It’s really trying to prevent missteps or things --sometimes those are hard to
go back, particularly when they get emotional and new relationships can be damaged, things like
that. It’s hard, leadership is hard.
[00:52:18]
T. A. Rosolowski, PhD
[00:52:18]
And it can be isolating too.
[00:52:20]
Marshall Hicks, MD
[00:52:20]
Very lonely, yeah.
[00:52:21]
T. A. Rosolowski, PhD
[00:52:21]
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Yeah. So it’s important to have that group of kindred spirits who have gone through the same
experiences that you have, who really get it.
[00:52:31]
Marshall Hicks, MD
[00:52:31]
That’s the thing that --I look around and see all the different talent here and all the ability to help
each other, and I’ve often wondered how we could do something a little more formal to connect
people a bit. Most of the time now it’s informal or it’s just relationships you build. I’ve also
wondered about talking the past with Janis and others about --you know we have an enormous
volunteer group here and a lot of them, when you look around, you see them helping patients
register or the coffee cart or things like that, but there’s probably—and I know a lot of them may
be even retired executives, and how can we tap into that. They probably have a tremendous
amount of knowledge and experience that they’d be willing to share. Just as much as they’re
willing to share a hello when somebody walks in the front door.
[00:53:40]
T. A. Rosolowski, PhD
[00:53:41]
Plus they know the culture and the institution, yeah, absolutely, bright idea there, that’s a good
one.
[00:53:48]
Marshall Hicks, MD
[00:53:48]
Well, I’ve been pushing it for a while, I think it’s just a matter of again, back to finding the right
person eventually, to really want to help make it happen. We have actually, when I mentioned it
years ago to Joey Steele, who was the interim division head when I was upstairs, he actually
found a mentor, a guy that used to be at Dell, a senior VP at Dell, who is a patient here, and he’s
tremendous. I’ve actually talked to him a few times and as a patient, he came to one of our
employee meetings and he talked about how there’s two types of patients here: there’s sort of the
new ones, the newbies that need guidance and direction and a certain level of help, and then
there’s the more seasoned ones who they kind of know the ropes and they know what they’re
doing and need to be aware. Both have different needs and both, they—to be able to kind of
manage them or help them differently helps them as patients. But just also just the executive
advice that’s given in terms of how you manage leaders and in some ways the predictability of
circumstances that leaders can either handle or can’t. How they deal with it and how—and a lot
of these things happen repeatedly. For example, the question of when does somebody reach their
peak and when is it time to think about something else for that individual, even development.
They had a program at Dell where they would reach down in the organization and pull that
person up for a while, so they could see. We started to do that with the Provost Protégé Program
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here a while, so I think there’s some things like that, that we could learn from as an organization,
from people like that, how they know it, they’ve been through, they lived it.
[00:56:28]
T. A. Rosolowski, PhD
[00:56:28]
And tried a lot of innovative things which is great, you know why stumble around in the dark
and reinvent wheels. Wow, great idea. Well thank you so much.
[00:56:39]
Marshall Hicks, MD
[00:56:40]
It’s good talking to you.
[00:56:41]
T. A. Rosolowski, PhD
[00:56:41]
Good to talk to you.
[00:56:42]
Marshall Hicks, MD
[00:56:42]
Well, I guess I did most of the talking.
[00:56:44]
T. A. Rosolowski, PhD
[00:56:44]
That’s what I’m here for. So, I will just say for the record, I’m turning off the recorder at nine
minutes after four. Thank you very much, Dr. Hicks.
[00:56:51]
Marshall Hicks, MD
[00:56:51]
All right, you have a good evening.
[00:56:52]
T. A. Rosolowski, PhD
[00:56:52]
You too, bye.
[00:56:53]
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Marshall Hicks, MD
[00:56:53]
See you next time.
[00:56:55]
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Marshall Hicks, MD
Interview Session Three: July 3, 2018
Chapter 00C
Interview Identifier

T. A. Rosolowski, PhD
[00:00:01]
Okay, our counter is moving as it should and just let me say for the record, it is about one minute
after ten and it is July 3, 2018. I am sitting in the Division of Diagnostic Imaging with Dr.
Marshall Hicks, for our third session together, and we did our strategizing and thought it would
be a good idea to start talking about your role as department chair.
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Chapter 11
Chair of the Department of Diagnostic Radiology
B: Building the Institution;
Codes
C: Leadership; D: On Leadership;
B: MD Anderson Culture;
B: Working Environment;
B: Building/Transforming the Institution;
B: Growth and/or Change;

T. A. Rosolowski, PhD
[00:00:01]+
You took on the role of deputy department chair in 2007 and then fairly quickly advanced to ad
interim department chair. Tell me about that whole process and what was going on at the time in
the department.
[00:00:42]
Marshall Hicks, MD
[00:00:43]
We had had a retreat, I think with Dr. [Donald] Podoloff [oral history interview] as a division
head. My recollection was it was probably the first one we’d ever had. It was a leadership group
in the division, with him, and out of that came some changes, one of which was the appointment
of a deputy division head, and then Reggie Munden took the position of the ad interim
department chair for Diagnostic Radiology.
[00:01:21]
T. A. Rosolowski, PhD
[00:01:22]
Can I ask a quick question, because you said there had never been a retreat held for the division.
What was the reason for doing it at that time, in 2007?
[00:01:32]
Marshall Hicks, MD
[00:01:33]
I had a leadership retreat. I think one of it was, one of the issues was we had some backlog in
some of the areas, one in particular for timely reading of examinations. I think it was just a
chance to really bring the group together and have a collective ownership of that. Also, there
were some just nuances in the reporting structure where some of the section chiefs were
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reporting directly to the division heads, some of the interim department chair, and it was just
kind of a chance to—and that was more historic reasons, but I think it was a chance to really get
aligned with the leadership group at the time. And so that was what came out of it and a strategy
for the backlog as well. Dr. Munden was appointed the interim chair but was also looking at
chair positions elsewhere, so he ended up leaving within a few months, to become the chair at
University of Alabama-Birmingham. Before he did, he had asked me to be the vice chair of the
department and I was happy to help, accepted that and worked with him over that time and when
he left a few months later, I became the ad interim chair.
[00:03:12]
T. A. Rosolowski, PhD
[00:03:12]
What was your evolving vision for what you wanted to do with the department?
[00:03:18]
Marshall Hicks, MD
[00:03:18]
The department had really never had a dedicated chair position. The division had—when I first
came here, Dr. [William] Murphy was the division head for Diagnostic Imaging and was also the
department chair for Diagnostic Radiology. When he stepped down, Don Podoloff became the
division head ad interim, and then subsequently the division head and he, I believe, appointed an
ad interim department chair early on. I think there might have been a change there. I’ll have to
go back and look, but I think ultimately became Marc Chasin as the ad interim department chair.
But as I mentioned earlier, several people still reported to Dr. Podoloff, even though there were
section chiefs in that department. The reporting structure wasn’t consistent across and really,
they had never, as a department, had come together as a team of leaders. So one of the things I
wanted to do when I became the ad interim chair was to get the section chiefs together. We had
a retreat. We had an alignment to really decide what our vision was going forward collectively
and to really have a department identity, because often it got blurred with the division as a whole
because that department was so massive. It’s such a large part of the division, it was at that time
in particular, that it kind of dwarfed everything else, so it became kind of its own division and
department. I think that part of what came out of that earlier retreat at the division level was
establishing its own identity. So I took that concept with the leadership group and really started
developing a governance structure for the department, which had not existed before, and how we
were going to operate as a leadership group, as a team, making decisions collectively that
impacted the department. Tried to foster the development of relationships of the section leaders,
develop consistent policies across the department. Many of the work assignments overlap
between some of the sections so really, having an opportunity, it’s a talk through some of those
coverage issues and other things that went across the sections at the department level.
[00:06:15]
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T. A. Rosolowski, PhD
[00:06:16]
How willing were people to participate in this?
[00:06:18]
Marshall Hicks, MD
[00:06:19]
Very willing. I think it was because it really had not existed before there were, people were
siloed in their section and there wasn’t --policies that weren’t consistent across the department
created issues. Just being able to feel collectively, we’re working towards the same goals, I think
was embraced, and to establish that collegiality at the leadership level. Almost all of them were
pretty new in their roles as section chiefs. Some of them more senior or had been in leadership
roles before, but it was a relatively new group of section chief leaders to that particular role.
[00:07:08]
T. A. Rosolowski, PhD
[00:07:08]
Who were these folks?
[00:07:09]
Marshall Hicks, MD
[00:07:11]
Wei Yang was the section chief of Breast Imaging and Jeremy Erasmus was the section chief for
Thoracic Imaging, A. J. Kumar was the section chief for Neuroradiology. Mike Wallace was the
section chief for Interventional Radiology. Abdominal Imaging was Joel Dunnington and let’s
see, I know I missed one.
[00:07:46]
T. A. Rosolowski, PhD
[00:07:47]
You’ll think of it.
[00:07:49]
Marshall Hicks, MD
[00:07:49]
Breast, thoracic, abdominal.
[00:07:52]
T. A. Rosolowski, PhD
[00:07:53]
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Neuro.
[00:07:54]
Marshall Hicks, MD
[00:07:54]
Neuro. Musculoskeletal was John Madewell, certainly was a seasoned leader and he was
probably the most longstanding leader there, and oh my gosh.
[00:08:12]
T. A. Rosolowski, PhD
[00:08:13]
If you’ve forgotten anybody you can add it when you look at the transcript, so not to worry.
[00:08:16]
Marshall Hicks, MD
[00:08:17]
Okay. Most of them were within a year of being in those roles, with the exception of John
Madewell. So I think it was, for that reason too, creating that support amongst the colleagues
and leadership roles.
[00:08:36]
T. A. Rosolowski, PhD
[00:08:36]
Young leaders, yeah.
[00:08:37]
Marshall Hicks, MD
[00:08:37]
Dealing with similar issues and coming up with, helping each other with solutions.
[00:08:42]
T. A. Rosolowski, PhD
[00:08:43]
Interesting time then. So what was the department identity that emerged from this?
[00:08:51]
Marshall Hicks, MD
[00:08:51]
I think the department had existed as, in large part, a clinical department. Keeping up with the
work as we expanded, really doubled in size in the ‘90s, a lot of our effort was recruiting clinical
faculty members to keep up with the workload. So this was a chance to look at all the mission

59

Interview Session: 03
Interview Date: July 3, 2018

areas and set some goals in the education and research realm as well, and really try to establish a
separate identity for the department in all the mission areas, rather than just being a clinical
workforce that it really was institutionally. What came out of it was a governance structure, but
then wanting to establish not only goals on the clinical sides for performance, but what sort of
education programs and research programs were aspired to within the department.
[00:10:05]
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Chapter 12
Leadership Lessons Learned with Growing the Department
A: Overview;
Codes
C: Leadership; D: On Leadership;
A: Professional Path; C: Evolution of Career;
A: Professional Values, Ethics, Purpose;

T. A. Rosolowski, PhD
[00:10:06]
What was the process like for you, what did you kind of take away as a new leader playing with
this new chemistry set?
[00:10:17]
Marshall Hicks, MD
[00:10:17]
Every role I’ve had has been different and being a section chief in a field that you already spent
ten years, plus another four years, three years maybe in dedicated training for that, I knew
interventional radiology pretty well. I was learning how to be a leader as a section chief, but
then you step away from everything you know technically --you know the field-- into something
that’s broader. Even though I was a trained as a radiologist, practiced in interventional
radiology, which is more of a narrow field, so I was going back to a broader field where I wasn’t
as familiar with some of the issues that are dealt with on the pure imaging side, on the pure
diagnostic side. So relearning a little bit of diagnostic radiology and understanding some of the
uniqueness of their problems. Even though interventional radiology was a part of radiology at
the time, and diagnostic radiology, it’s a more narrow field, just like breast imaging is or some of
the other fields, neuro, but still they’re all Diagnostic Imaging. Neuroradiology, breast imaging
is still looking at images and interpreting them. Interventional radiology is much more
procedurally oriented, and there were some procedure areas in the breast imaging, has some, and
neuro has some. There were some similarities, but by and large, it was getting reacquainted with
the issues of diagnostic imaging and some of the challenges in the electronic medical records that
we had at the time. The challenges of timely reading.
[00:12:03]
One of the issues we had, it was longstanding, but we imaged from seven in the morning until
eleven at night, but we didn’t have radiology coverage that entire time. It ended at five. So we’d
get this huge amount of studies that would be created in the evening and then that would create a
backlog first thing in the morning. So just figuring out how we’re going to staff more
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appropriately to the workload and balance that. Some of those issues were things that we didn’t
have to deal with interventional radiology. It was more unique to the diagnostic side, and it was
great for the institution because we provided service. Great for the patients so they could get
their studies done before their clinic appointments the next day. Just keeping up with that in a
timely manner was a challenge, so we had to think differently.
[00:12:58]
T. A. Rosolowski, PhD
[00:12:59]
How did you grow as a leader during this time?
[00:13:02]
Marshall Hicks, MD
[00:13:03]
One thing I recall was that unfamiliarity with the area and learning that leadership is still
leadership and it’s a lot about relationships, a lot about personalities, and having the confidence
to say, okay let’s take a step back and let’s get the information. Let’s go through the process for
learning and understanding and then developing solutions for the challenges, as opposed to
thinking that I had to know all the answers or just depending --it was more creating an
environment where people were sharing information and working together, was the most critical
thing. That was the lesson I learned pretty quickly about it, is that you’re not going to be an
expert in everything. Interventional radiology, I pretty much knew the field. Here you’re into
things that you can’t really know everything and trusting the leaders and empowering them to
help you, advise you, make decisions, help collectively come up with solutions. I learned that it
was leadership applications in a broader sense. And that was at every level beyond that. A
valuable lesson to know: that it’s more about the confidence in your abilities to help bring people
together and create solutions than it is about the technical expertise.
[00:14:34]
T. A. Rosolowski, PhD
[00:14:35]
I’m also hearing you say that when you talked about creating that environment for sharing, it’s
letting go of ego and allowing other people to be legitimate authorities to speak about their arena
of practice and experience, and to bring that out so it’s creating that culture of transparency.
[00:15:00]
Marshall Hicks, MD
[00:15:02]
Exactly, and it’s not always easy, because people do have strong opinions, strong egos, and some
of that was a learning experience for me. I came from a situation in interventional radiology
where I was fairly senior to most everybody else, so there’s that differential that people have
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deference there. But when you get into a situation where it’s more your peers that you’re now
leading, truly in terms of experience, it’s a learning experience in terms of letting people express
their opinions, maintaining the order, the calmness of letting people express their views. Asking
people for their opinion. Understanding different personality types and making sure that you
could engage everyone, but setting a tone as well about professionalism and civility within a
discussion, and making sure that that’s pretty clear how we’re going to treat each other and how
we’re going to make decisions and work together. People can give pretty strong emotions about
certain things they feel strongly about or close to, passionate about. Clearly, a lot of people are
passionate about our mission areas of clinical care and education and research, prevention.
[00:16:24]
T. A. Rosolowski, PhD
[00:16:25]
What are some strategies, because what’s working under the surface is just conflict. What are
some of your strategies, are some of your strategies for working with people who come into
powerful conflict about something?
[00:16:40]
Marshall Hicks, MD
[00:16:41]
I think more often than not, it seems like people beneath that surface and beneath the emotions
still kind of want the same thing. They really—sometimes they have more emotions about how
to get it done or maybe are even just blinded to listening to somebody else. Some of it is just
making sure things are aired, that points of view are put out on the table in a calm, professional
way. But sometimes you have to leave it for another day, too. You have to get the discussion
out there, let people vent, let the emotions calm down and bring it back another day, as opposed
to trying to force something in that day. Unless it’s critical obviously, unless it’s something
urgent. Often things are not, not that urgent that you can’t bring it back for another day.
Sometimes it takes two or three times of discussing something to where you actually get a
breakthrough. So I think it’s being patient and being resilient and understanding that you’re not
afraid to talk about it, to bring it back, to get resolution on it. But it is important to let people be
heard but also understanding that amygdala, that emotional basement that people are in
sometimes, isn’t where you can have rational thinking, so you have to let that tone down.
Sometimes it takes a conversation on the side but often it’s just a couple of discussions around it
that people start to realize –particularly, say here are the points of view that maybe I need to be a
little more compromising or accepting that they’re not always going to get everything they want
every time. But it’s working together and what do we really want to accomplish. Resetting
those goals saying this is our principles, this is what we really want to aspire to. Is it that far off
from what everybody is saying? A lot of times it’s not.
[00:18:47]
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T. A. Rosolowski, PhD
[00:18:48]
I think too, with allowing time to elapse and not being too impulsive about having to fix the
situation, allows sometimes the conflict behind the conflict to come out. Because sometimes
what people are arguing about is just the surface, and there are really sub-textural issues that are
at work, that are probably more important.
[00:19:09]
Marshall Hicks, MD
[00:19:10]
That’s a great point and sometimes side conversations happen in the interim, where things get
talked through and resolved, or understood better. One of the criticisms people make of me is
that sometimes I’m too slow for making those decisions, because I’ll let things get discussed,
embedded, as opposed—and that I’m not always the first one to express my opinion. I generally
like other people to express it, so people can sometimes interpret that two ways. One is that they
will be hesitant to express their opinion because they don’t want to come across as something
different than me, or they may read into what I’m not saying. It’s a risk either way, and I like to
be able to hear what other people say because sometimes I change my mind or sometimes I’m of
a different opinion. So I’ll often qualify it if I’m going to speak early, but I usually like to hear
what people say, but sometimes it takes time and it’s a process and I’d rather make the right
decision to take a little longer than be impulsive, like you said. That said, you have to
understand that in leadership, you have to be willing to revisit, to admit something maybe didn’t
go as you wanted and maybe it was a mistake. Maybe it was a wrong decision, and have the
courage to go back. Most things are reversible. Not everything is, but I think for the things that
are reversible, having that willingness sets an example for others to say it’s okay to make a
mistake. It’s okay to try something, to be bold, to do something and then modify it. The risk
there is you don’t want to be revisiting decisions over and over again, but just the willingness to
say hey, let’s revisit this in three months, six months, and make sure we’ve made the right
decision, make sure that things are going as we thought.
[00:21:11]
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T. A. Rosolowski, PhD
[00:21:11]
I am going to ask you about some landmark moments in the development of the department, but
can you give me an example of something that needed to be revisited?
[00:21:27]
Marshall Hicks, MD
[00:21:30]
A couple of issues that came up. One is sort of the staffing for the different areas and sharing
that. For example, our Radiology Outpatient Center, the ROC, is something where it was felt
pretty strongly early on that we were going to have everybody sharing in that. Regardless of
what section, somebody would be assigned over there, because they basically needed a physician
over there for emergencies, so we’re all going to share that together. Then we realized, as time
went on, that that wasn’t always the best use of people’s time. For example, in areas where they
did procedures, you’re taking somebody that can be doing procedures and putting them over
there, where they really are not able to do that. So it’s how do we work together to share and
make sure that the right role is being assigned to the right place. Sometimes the quality and just
making sure it’s all shared is great, but is that the best use of resources in the department? So
revisiting that and be willing to say what --we’d rather have those proceduralists doing what they
do best and what they’re trained to do, as opposed to just sitting in a remote area and not being
able to help cover that. I think those are the sorts of things.
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[00:22:55]
When we looked at effort allocation, which is an ongoing issue, it’s what’s the appropriateness
of certain effort for clinical and nonclinical allocation and making sure that’s consistent across
the departments. Some of those things are just iterative, and you have to be willing to say, we’re
not going to get this perfect the first time. We’re going to come back and we’re going to make
sure and maybe we’re going to use the best metrics we know now, but maybe that’s not the best
ones that we’ll be using a year from now.
[00:23:35]
T. A. Rosolowski, PhD
[00:23:35]
That’s such a realistic approach too, because the situations in which these situations are made are
so dynamic and complex. It can be really, really difficult to get it right. So having the
provisional, “we’re going to try this out and then reassess,” sends a very realistic message about
just how operations like this evolve. So tell me about some landmark moments during the time
that you were department chair, because you held that role until 2012, from 2007 to 2012.
[00:24:11]
Marshall Hicks, MD
[00:24:18]
I think establishing the governance structure was critical, you know having it become its own
identity, establishing that identity was a critical moment for us, to kind of establish ourselves as a
separate department. Being able to work within the division to become a full partner if you will,
with other departments that were emerging, they were certainly some opportunities to shift in
terms of recruiting, from pure clinical to saying now we have the opportunity, as things settled
down from that pace of explosive growth in the ‘90s, to think about strategic recruiting. That
was another pivotal moment for really looking at again, creating more of a longer term identity
of the department, starting to bring in.
[00:25:38]
T. A. Rosolowski, PhD
[00:25:38]
Now I assume that there were some financial implications of becoming a department, more
resources. How did that all work out?
[00:25:46]
Marshall Hicks, MD
[00:25:47]
That’s true. Building the infrastructure, because for a while it coexisted within the division
really, and so it was really administrative support. Personnel, building that infrastructure was
part of that new—part of the governance structure parallel to that I think, to support it. We also
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started looking at the region. We didn’t really have much outside of the main campus, and so we
converted the Bellaire Radiation Oncology facility into a small but established outpost there in
Bellaire. I think it had one MR, one CT, but it was something that was more convenient for
patients --was starting to establish ourselves out in the community. Then we started planning,
eventually built the West Houston Imaging facility, which is just very patient-centric. Have you
been out there?
[00:27:06]
T. A. Rosolowski, PhD
[00:27:06]
Uh-uh.
[00:27:07]
Marshall Hicks, MD
[00:27:07]
It’s definitely worth a visit. It was designed around sort of the patient-focused workflow, and so
we actually sent a group of three or four people out to Virginia Mason clinic. They had a Lean
Design workshop for healthcare facilities that they put on and we got a lot of great ideas, brought
that back. Some of the concepts were --we don’t have a big massive waiting room, it’s more
individual rooms that you go into and can have some privacy. Then you go into the exam room,
a room where you can have your family, you can have electronics, or you can just have quiet.
The doors actually slide so that you don’t have somewhat of a safety issue, but also a space
conservation issue. So you don’t have doors opening into the hallway or opening into the room,
and the doors area all this opaque --like bamboo shoots and glass and stuff, so it’s very calming.
There’s a very large separate Women’s Imaging Center there that’s divided into screening versus
diagnosis. So when patients come in and they’re just there for screening, there’s a lesser anxiety
about that than when they’re coming back because maybe there’s an abnormality that was found
on a mammogram. Those go into a different area. Regardless, they’re both a very spa-like
atmosphere, with running water and all that, sounds.
[00:28:50]
T. A. Rosolowski, PhD
[00:28:51]
What’s your impression? I mean you’ve got a smile on your face when you’re saying this, I
mean is that something you think is—?
[00:28:56]
Marshall Hicks, MD
[00:28:56]
Oh, I think it’s fantastic, I think it’s just—it really was sort of, I forget the word you used,
landmark or groundbreaking. For us, that was a moment where we really said, we’re going to
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make this about the patient going forward. Now, it’s hard to retrofit everything we have down
here. But we made that decision as we did renovate, or as we were going to be building more
facilities out in the community, that that’s what we are going to use as a model.
[00:29:32]
T. A. Rosolowski, PhD
[00:29:33]
Now let me ask you about this. I had gone on rounds with Carol Porter [oral history interview],
in the Breast Center, and she and some of the other nurses were talking about how much that
center needs to be redesigned. At the same time they were saying that there were serious
objections to that idea from a number of faculty members who said no, MD Anderson is really
about the science, it’s not about being a spa. Is that an attitude you’ve encountered or is that
kind of a rogue attitude in this day and age, or what’s your impression of that?
[00:30:13]
Marshall Hicks, MD
[00:30:15]
I have not really heard that. I think it’s change and any time you’re changing, you know that’s
how we’re going to be. For me it’s the right thing to do. Secondly, it’s how we’re going to be
judged and probably paid going forward, a lot based on that and the experience of the patient. So
we have to—it’s a different world. I think we have to—we’re going through an experience right
now with both my wife’s parents and my parents, and dealing with healthcare issues, and it
makes a huge difference when you’ve got staff and facilities that are focused on the patient and
the family needs, as opposed to this is what works best for the facility or for the staff there. It’s
not only frustrating, it’s stressful. You know it’s stressful. So I think all of this to me is about
creating that environment for the patient that is as stress free as possible because they’re dealing
with the battle of their life, or the diagnosis, possible diagnosis that’s pretty scary and what can
we do to make them—lessen that stress to make it as less unpleasant as possible or as pleasant as
possible for what they’re experiencing. I think some of that --I’ve not heard those specific
comments but you hear those general type comments that we’re about advancing the science and
patients shouldn’t care about the comfort factors if they’re at the best place in the world, but I
think there’s no reason we can’t do both.
[00:32:14]
T. A. Rosolowski, PhD
[00:32:14]
Yeah, yeah. Also, there is all that emerging compelling evidence that low stress actually
improves patient outcomes.
[00:32:22]
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Marshall Hicks, MD
[00:32:22]
Yeah, absolutely.
[00:32:23]
T. A. Rosolowski, PhD
[00:32:24]
Good thing to pay attention to. Well thanks for telling me about that because you know, that’s a
really interesting, as you said, groundbreaking moment. Were there other big achievements
during the department years, and then I’ll ask you about the move into the division head.
[00:32:44]
Marshall Hicks, MD
[00:32:53]
I think the other thing we talked about a little bit earlier, was the emphasis on—and again, it’s
sort of the patient-centric emphasis is shifting from a focus of staff or faculty-centric care to
patient care in about the time when they’re reading. So it meant coming up with innovative ways
to staff, innovative electronic solutions to try to list the patients that had their appointment soon.
Our goal became to read within two hours of the appointment, and so our lists would get
prioritized that way. And having the patient be at the center of what we were trying to achieve,
as opposed to the faculty or staff convenience or focus. That’s again, that similar thing you just
mentioned, it’s doing both.
[00:34:08]
One thing we did, it was subsequent maybe, to those years. It was when I was either doing both
or was division head. But Joey Steele led an effort with the University of Houston’s Conrad
Hilton School. Joey, who was the deputy division head and the quality officer, chief quality
officer for the division, really led this effort in terms of patient experience, and reached out to the
Hilton School because they’ve figured out the customer experience. That whole industry,
restaurant, hoteling, and he was amazed when they came back from a conference where they got
to visit the largest Marriot in the world, which is in Orlando, and realized that they have dinners
that they’re serving thousands of people and they’ll have two or three or four going on at the
same time. It’s kind of like DI, where we have 1,400, now 1,800 patients, going through a day.
It seems like an overwhelming number but there’s other industries that deal with those amounts
and much larger, and manage it, manage to get feedback and managed to understand what
patients want or customers want. So he came back and reached out after that meeting with the
dean at University of Houston, and the dean and one of the associate deans came over, and the
associate dean ended up working with us for a couple of years, Stowe Shoemaker. He’s now the
dean at the University of Nevada, Las Vegas for hotel and restaurant school, probably not the
exact name.
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[00:36:11]
We actually did a study where we looked at—we surveyed and asked patients what they wanted
and then we changed one or two of our CT areas, because we have several. So we could actually
do a study where we would make the changes if they wanted, in a couple areas, not in the others,
and then look at the patient satisfaction scores and really get the feedback. One of the things we
found, first of all the closer they got to care, the more they wanted to be treated like a loved
family member, so when they’re actually in a room or getting a procedure done or meeting with
a physician or a nurse or practitioner. It’s less so when you’re at the valet, you still want to be
treated respectfully. But as you get into encounters for care and diagnosis for us, and the CT
scanners for example, they wanted to be treated like a loved family member. But one of their
highest priorities is having the scan, having the exam read in time for their clinic appointment,
because of the anxiety around that. We called it “scanxiety” because they get very anxious about
it and they want to know the results. So when we were able to take that data and show it to our
faculty members, it makes a much more compelling case that we really need to do some things to
change how we practice, understanding that, you know put yourself in their shoes. Many of
them are very welling to do that, are compassionate individuals, even though radiologists are not
always interacting with the patients directly but they feel it, they know it. They know what’s
going on with that individual patient that’s on the other end of the exam. That was a major
change we made, to try to put an emphasis on that and to really put some goals and strategies
around the timeliness of reading and to change the care. I’m proud to say, the comments that
have been made over the years, that’s markedly better and it’s appreciated. A lot of colleagues
and referring areas that make comments about that and that is something that we need to be very
proud of.
[00:38:39]
T. A. Rosolowski, PhD
[00:38:40]
How have those good reviews, good feedback, appreciation, how has that had an impact on the
culture of the department?
[00:38:50]
Marshall Hicks, MD
[00:38:52]
I think it helps, we try to share it. You know just like your reputation is made every day, I think
getting the feedback and having the appreciation is something we—I don’t feel like we do if
often enough but we try to get that feedback. When we established the Service Excellence
Academy, some of that was around getting direct feedback from patients, sort of a little photo
booth and different ways that we had to kind of get that information back to people so they
understand it’s really important. I think it connects people back to the mission, which I think
helps. It’s an ongoing challenge, I mean people, as much as they want to keep that in focus,
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there’s challenges they’re dealing with in their job every day.
[00:39:45]
T. A. Rosolowski, PhD
[00:39:45]
Sure.
[00:39:45]
Marshall Hicks, MD
[00:39:45]
Those sometimes get to a point where that takes the precedent or creates more of a threat to
morale, than you will, than the altruistic piece of it. I think it is important to remind people. I
think most of us want to be reminded, you know it’s very humbling. I just want to a physician, a
doctor. I had an encounter with a dermatologist, had some eye issues recently, and dealing with
my mother in-law and my parents, issues right now, you realize the struggles that patients go
through and it’s very humbling. It’s easy to get remote from that when you’re not
having the direct encounters, but the reminders of that and what they’re going through, not
episodically like most of us do but chronically, constantly. I think it helps keep things in
perspective.
[00:40:59]

71

Interview Session: 03
Interview Date: July 3, 2018

Chapter 14
Head of the Division of Diagnostic Imaging
B: Building the Institution;
Codes
C: Leadership; D: On Leadership;
B: MD Anderson Culture;
B: Building/Transforming the Institution;
B: Growth and/or Change;
B: Working Environment;
B: Institutional Mission and Values;
B: Research;
C: Professional Practice; C: The Professional at Work;

T. A. Rosolowski, PhD
[00:41:01]
Now you took over the division head role in 2010, so you were doing an overlap there for a
couple of years. Tell me about moving into that role as well.
[00:41:12]
Marshall Hicks, MD
[00:41:13]
I think that actually paused a little bit because of the downturn, the recession we had, and we had
a hiring freeze. Dr. Podoloff [oral history interview] stayed on a little bit longer than he wanted
to, so they kind of paused the search and reestablished it. But when I became division head, I
kept the ad interim department chair role because I really was trying to push to get that filled
with a permanent position. I didn’t want to put somebody else in as an interim and then allow
that to be an acceptable limbo for a while. I wanted to maintain some urgency around it.
Frankly, I was hoping they’d feel sorry for me (both laugh) and say okay we’ll fill it. To me it
just had to happen. It was the next step in the identity of the department. They needed a
permanent chair, and so I was really pressing that and trying to get that filled and we did. We
had a search and ended up filling it with Eric Paulson, who was from Duke, and he came for
about a year. He had been a lifer at Duke and even though I think it was a great experience
having him here, and he had a great experience here as a leader and grew as a leader, he went
back when they offered him a chair position there. So I think it was good for us, to get
somebody from outside who --from a prestigious institution-- that says, hey, there’s more than
one way to do things and let’s think a little bit outside our own comfort zone. Then I think for
him too, it was a good experience, being in that role for a year. It helped him go back, as he’s
expressed. So we had things --we thought-- figured out. Then we had to reset and open the

72

Interview Session: 03
Interview Date: July 3, 2018

search again. But that allowed us to have Wei Yang move into the role. After another short
search --and it was relatively recent-- we had identified a list of candidates but we were able to
get that done pretty quickly and establish a permanent chair. Wei accepted that role, I’m not sure
of the year. So it allowed us to promote some individuals from within to look at how we develop
new leaders, bring leaders into some of the section chief roles, has that changed over time. That
was one of my main efforts as the new division head, was to try to get some permanency and
establish that.
[00:44:23]
The second recruit was Experimental Diagnostic Imaging, which was our basic science research
department. At the time we had four departments, we had Diagnostic Radiology, Physics -Imaging Physics-- Experimental Diagnostic Imaging and Nuclear Medicine. During the time,
the interim between Dr. Paulson and Dr. Yang, we decided, because of the differences,
significant differences, to break off interventional radiology because it had grown considerably
over time. It was more like Nuclear Medicine in that it had its own facilities, its own personnel,
its own staff and its own faculty. It was dedicated to just doing interventional radiology, whereas
the rest of Diagnostic Radiology shared the imaging, like the CT scans, the MRIs. There was a
fair amount of overlap between some of the sections in terms of what they interpreted as well.
Some of them, like the chest and abdomen sections, will read chest CTs. Musculoskeletal will
help with reading the abdomen and all this, and the chest as well, so there’s some shared reading
responsibilities there. So that it made sense to define it that way. Plus Interventional Radiology
had gotten its own subspecialty board from the American Board of Radiology, just like Nuclear
Medicine. So there were some reasons. They have their own education, the ACGME Education
Program, so there were a number of things that kind of led to that decision. Also Diagnostic
Radiology was becoming huge, so it was a way to help break things off that made sense
organizationally, but also kind of make it not as hard to manage.
[00:46:13]
So, Experimental Diagnostic Imaging, we had a leadership change there. Dr. [Galavani?]
stepped down and so we had a search going on there as well. That was also a real pivotal
moment for the division to try to establish some programmatic direction for the division, for
research at the translational level, basic science and translational. Imaging Physics is also a
hybrid in the sense that they are research and clinical. Experimental Diagnostic was pure
research and then the other departments are mostly clinical, and to a lesser extent research. So
this was a chance to really begin to establish an identity for the division in research, and an
opportunity to recruit in somebody of national caliber. We were able to get Dr. David PimwicaWorms from Washington University. He changed the name to be more reflective and
encompassing of the changes going on in medicine, really in oncology, to Cancer Systems
Imaging, to really make it broader than just pure imaging. The entire breadth of oncologic
research can encompass imaging in different components but not necessarily restricted to areas
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that were exclusively imaging, so it was a little bit broader tack.
[00:47:58]
T. A. Rosolowski, PhD
[00:47:59]
That sounds like a really exciting moment actually.
[00:48:01]
Marshall Hicks, MD
[00:48:01]
It was. We had also had the South Campus facility the, it was called CABIR at the time, the
Center for Advanced Biomedical Imaging Research. It was also in need of some direction -what are we going to do with the beautiful facilities down there: cyclotron, all the different
abilities to develop agents there, but it needed the leadership, needed the direction. I stepped in
as the director of that administratively, but David came in and became the scientific director
there, to help us establish the programs and not only became department chair and I think
recruited in some really strong additions to the clinical faculty to help build the translational
program. It also helped—David and Dr. Yang, Wei Yang, established the QIAC, the
Quantitative Imaging Analysis Core lab, for measuring size of lesions, other parameters like the
texture the density, or different things like that, that can be measured on imaging, that are needed
to support a lot of the research protocols in the clinical services. So almost every pharmaceutical
study and other studies need that data, and they need it in a way that’s consistent and validated
and reliable. We didn’t really have anything like that existing, so our goal is to eventually have
every patient, all their imaging studies, measured in the QIAC, whether they’re part of a research
protocol or not, so we have that data available for comparison, to be able to track the progression
or track response to therapies and better understand what that response looks like. It doesn’t
always mean that something is getting smaller. It could be that it’s changing in terms of the
character of the imaging. So that was a big step forward, a well-established program. Then
establishing the direction for the—we called it now CABI. We dropped the “Research” from
CABIR because we converted it also into a place where patients can get their standard of care
studies as well as the research component. But in order to do standard of care and to be able to
build Medicare, it was better not to have it identified as a research facility, so we shortened the
name and were able to get it assigned for Medicare billing.
[00:51:03]
T. A. Rosolowski, PhD
[00:51:04]
Now I remember—well first I should ask you, what’s the timeline of kind of these things, I mean
just generally, we can add it later too.
[00:51:15]
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Marshall Hicks, MD
[00:51:16]
Well, it’s been five years since David came, and I guess seven years for me, eight years for me
now, you know minus the one year.
[00:51:24]
T. A. Rosolowski, PhD
[00:51:23]
So, 2000 and 2013.
[00:51:25]
Marshall Hicks, MD
[00:51:25]
Ten was when I started division head. I would say by probably it was—for the CABI and for
QIAC, those were really a two- to three-year ramp-up, to get the resources established, because
you need the infrastructure from IT.
[00:51:55]
T. A. Rosolowski, PhD
[00:51:57]
I remember my conversions with Dr. Podoloff, and I don’t have the dates in my mind, but I
remember it was a very complex and lengthy process, to get all that in place financially.
[00:52:09]
Marshall Hicks, MD
[00:52:09]
Yeah, for the CABI for the CABIR, yeah it was, it was. And then we had established and set up
--that it wasn’t being utilized to the extent that it could and should. So some of that was starting
to promote it, to establish processes down there, to build an infrastructure administratively and
technically, to where you could actually do the studies, to making it capable of billing Medicare
so we could do standard of care down there as well, for patients to have both. They have a
standard of care that they need to get done, but there are research protocols, so they know what
they’re doing down there.
[00:52:58]
T. A. Rosolowski, PhD
[00:52:58]
I think I talked to Dr. Podoloff in maybe 2015 and things were just starting to get aggressive
about the promotion inside the institution.
[00:53:07]
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Marshall Hicks, MD
[00:53:07]
Yeah, that’s probably true.
[00:53:08]
T. A. Rosolowski, PhD
[00:53:08]
I mean it’s a really interesting question or issue, because I think people outside medical
institutions, research institutions, assume oh, there’s obviously technological advance and
immediately it’s going to be set in place. But in fact there’s all of this complicated machinery
that has to be put into play and sometimes created from scratch, to make that happen. People
don’t realize.
[00:53:33]
Marshall Hicks, MD
[00:53:33]
Exactly. Well even the—which agents you’re going to make with the cyclotron depends on the
demand and the interest from the community, not just from the imaging community. So ramping
all that up and getting the approval from the FDA and the different agencies for using
pharmaceuticals. All that takes time, months, years, and so really, having it all come together, it
was really a five-year effort. It was last year, I think was the—or maybe it’s been two years
now, (inaudible), I think it was before that, that we actually made, CABI actually created a
margin.
[00:54:20]
T. A. Rosolowski, PhD
[00:54:20]
Oh wow.
[00:54:20]

Marshall Hicks, MD
[00:54:21]
So it actually became—but that’s because we were able to do clinical studies as well down there.
Now we don’t do patients down there that just need a clinical study, that are individuals that need
both. But the fact that we can do both down there and then build for a part of it, helps support
the entire effort down there. When I first became division head and we were putting several
million dollars a year down there, questions were being asked, where is this going.
[00:54:50]
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T. A. Rosolowski, PhD
[00:54:49]
Sure. Right.
[00:54:52]
Marshall Hicks, MD
[00:54:52]
So, attracting leadership like David Pimwica-Worms and creating an administrative team down
there to help run CABI, the QIAC, were all critical developments. Recruiting David in,
recruiting Eric and then Wei, it was really about building the team and building the
infrastructure, is what really the first five years at the division head role has been.
[00:55:26]
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T. A. Rosolowski, PhD
[00:55:27]
Now did you have a strategic plan for this when you took on as division head, I mean kind of
envisioning the contours of all of this? That’s the fun part isn’t it? [laughs]
[00:55:40]
Marshall Hicks, MD
[00:55:40]
Yeah, well I mean they asked for that. I created a fairly lengthy document. That was my
summer in Colorado in 2010, right before I became division head in September, was really
creating that vision and providing it. This was after I was selected, they wanted to really have a
more detailed vision, and it was really about all of these areas. There were some changes that
needed to be made in certain areas, but really, it was starting to take things to the next level for
all of these areas, but a lot of it is leaders. Getting a permanent chair in Diagnostic Radiology,
recruiting David in for CSI, establishing Interventional Radiology as a separate department,
creating a leader there. Mike Wallace became the interim chair there. Creating opportunities for
great leaders to step in and help take things forward was really a major goal of mine to take it
forward.
[00:56:56]

T. A. Rosolowski, PhD
[00:56:58]
Were there specific leadership support initiatives you set in place as division head, to create that
environment, to promote leaders from within, develop your skills?
[00:57:10]
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Marshall Hicks, MD
[00:57:12]
It took a little while but about a year before I went upstairs [to the presidential floor], so it’s been
about two years now, we established a leadership development program in the division. It was
really based on the experience of watching leaders either develop or struggle with development
over the course of time, and realizing that we offer—the Faculty Leadership Academy is great, it
provides great opportunities to many people who pursue degrees outside of here, but there are
just some practical things to being a leader that are not always developed or provided as an
opportunity for development. So we actually looked at creating a program that would be like
what are the ten things that you really need to know in a year to be a successful leader. If you
can’t do these ten things regularly, if you haven’t mastered them, then you’re going to struggle.
[00:58:24]
T. A. Rosolowski, PhD
[00:58:25]
I’m dying to know what they are.
[00:58:26]
Marshall Hicks, MD
[00:58:27]
And as we broke it down further, it started to take the shape of, there are things --self-directed,
self-leading, knowing yourself and managing yourself. There’s managing others, as the second
piece. Then there’s systems management; what do I need to learn to be successful in particular
in MD Anderson. So we broke it down. We ended up prioritizing, but we had a list under each
of those and it really became more of a year and a half program, two-year program. We ran a
pilot, put about 15 people through it for one year and took two or three things from each of those
areas and said here are some things we need to do. You know for managing others, one of the
big things of course is conflict resolution and difficult conversation, so we pulled in Walter Baile
[oral history interview] for his workshop and the model was used was on these ten topics. It may
have been nine or eleven, I can’t remember exactly, but the original idea were the top ten things.
The model was let’s have a workshop or a session, and then let’s have some follow-up round
tables and maybe share articles and talk about experiences and problems that they’re having. It
was really as much about educating as it also was developing a network for leaders, so that
leaders had somebody, you know “I’ve now got a different conversation coming up next week or
two weeks from now, I remember having this conversation, I remember it was in my little group.
I’m going to call and talk this through, maybe even role play a little bit and stuff.” Walter did a
great job with the workshop. Then we’d have the follow-up roundtable with some articles that
people read ahead of time, to talk about. It was things like managing a meeting, it was
networking and the concept of managing peers. Now you’re in a role as a faculty member and
the next thing you know you’re a section chief. You’ve got peers you’ve been working with for
years and now you’re managing them. How is that different? How do you have to think of
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yourself differently? Things like that. In systems management it was realizing a need to get
people connected with key individuals for whatever level they’re at in the organization. They
need to be comfortable reaching out and talking to people, whether it’s in Finance or whether it’s
in HR, different things like that. So it was providing some structure around that, around those
three areas. I got feedback from it. It was ending, finishing right when I went upstairs, so when
we took an assessment—and then of course the Leadership Academy that’s created at the
institution level, started to absorb or take some of these best practices. That was one thing I
presented right before I went upstairs, was actually what we were starting to do there. So I think
some of these can be incorporated, but the concept was that’s great if it can be incorporated but
the concept locally was practical learning. Then the networking opportunity to create a
leadership support structure within the division.
[01:02:18]
T. A. Rosolowski, PhD
[01:02:18]
Yeah.
[01:02:18]

Marshall Hicks, MD
[01:02:20]
That was the concept. What came out of it from the feedback was the stuff we did was great but
where I really need help is in managing others, managing performance. So it’s more than just a
difficult conversation in conflict resolution. It’s how you—it’s really managing that process,
from the first coffee talk, all the way through what could end up in an HR action. Oftentimes
when you’re at this end, you look at the appraisals and everything is groovy, everything is fine,
or nobody has had the conversation or whatever. Then you’ve got a situation that’s worse than it
needs to be because it was never really dealt with. A lot of that, when you talk to leaders, they’re
not comfortable with that, they were never trained in it. They were never supported in doing
that. They don’t know what to do. That’s the feedback we heard. So now going forward, that’s
what we’re going to focus on in fiscal year ’19, is working with individuals from FAA and HR to
create sort of a mini program around those things for our section chiefs and department chairs.
[01:03:46]

T. A. Rosolowski, PhD
[01:03:46]
Wow, that’s really neat, yeah.
[01:03:48]
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Marshall Hicks, MD
[01:03:48]
It was a while coming but to me it’s so important to support the leaders.
[01:03:58]
T. A. Rosolowski, PhD
[01:03:59]
Is it unusual for a division to have created something like that internally?
[01:04:03]
Marshall Hicks, MD
[01:04:06]
I think so. I’m not aware of anybody else that’s done it.
[01:04:08]
T. A. Rosolowski, PhD
[01:04:09]
I haven’t heard about anybody else, and I guess that was my final question because we’re at
11:05, we’ve gone over a little bit.
[01:04:17]
Marshall Hicks, MD
[01:04:18]
No, just as an aside, I watched leaders struggle and it was the same thing. It’s like, I just cannot
let this happen anymore. I’ve got to provide them support, and it’s practical stuff. I’ve seen
people get these degrees and they still don’t get it, you know? So it’s what can you do on a very
practical level.
[01:04:39]
T. A. Rosolowski, PhD
[01:04:40]
Well and the conversations in leadership training now is that leadership is really a set of
behaviors that have to be integrated into a person’s normal way of being. It’s not a checklist of,
oh did that, did that, did that.
[01:04:55]
Marshall Hicks, MD
[01:04:55]
Exactly right.
[01:04:56]
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T. A. Rosolowski, PhD
[01:04:56]
And it takes self-knowledge. It takes subtle shifts in how you interact with people, and that just
is a process and people need to be supported throughout it, and they need feedback. Yeah.
[01:05:08]
Marshall Hicks, MD
[01:05:09]
And unfortunately for some of these things --and like most things, you don’t get better at it
unless you do it and use it. Some of these things, like the difficult conversations, you don’t have
a lot of them, but probably more than you realize. Then it’s the preparation and it’s having the
resources and support when you need it. They say leadership happens in the moment. All this
coaching is great but the coaching works best for me when I’m in a situation and I need to run it
past somebody or talk to somebody, because it’s in the moment. You can prep all you want and
then something comes up that you’ve never seen before or heard before and it’s like okay, what
do you do now. Anyway—
[01:06:00]
T. A. Rosolowski, PhD
[01:06:00]
Well thanks very much.
[01:06:01]
Marshall Hicks, MD
[01:06:01]
Thank you. Good to see you again.
[01:06:02]
T. A. Rosolowski, PhD
[01:06:03]
Yeah, it’s always an interesting conversation. Let me just say for the record, I’m turning off the
recorder at about seven minutes after eleven. Thanks so much for your time.
[01:06:14]
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Marshall Hicks, MD
Interview Session Four: July 24, 2018
Chapter 00D
Interview Identifier

T. A. Rosolowski, PhD
[00:00:01]
Today is July 24, 2018 and I am today, on the 16th floor of Pickens Tower for my fourth session
with Dr. Marshall Hicks. Thank you very much.
[00:00:13]
Marshall Hicks, MD
[00:00:14]
Thank you.
[00:00:14]
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T. A. Rosolowski, PhD
[00:00:15]
We were strategizing a little bit before the recorder went on. Oh, I wanted to say, it’s also about
eleven minutes after three. We’re really at the point to start talking about when Ron DePinho
[oral history interview] comes to the institution, and everybody knows that this is a big moment.
I mean his arrival was very much anticipated by a great many people. A very charismatic
speaker who excited a lot of folks from the Board of Regents down to the Board of Visitors
down to ordinary folks in the trenches here at MD Anderson, so it was a period everybody knew
was going to be one of transition. I wanted to get you started talking about that period in 2011. I
mean what was your perspective, what was your involvement in his process? Did you meet with
him before he arrived?
[00:01:13]
Marshall Hicks, MD
[00:01:15]
Yes. He had come through for a tour and to meet individuals. I remember giving him a tour of
the Diagnostic Imaging facilities and talking to him about some of the things we were doing.
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Particularly, we were doing some work with the University of Houston at the time, I may have
mentioned it, with patient experience. So I remember talking to him about that. And so there
were, I guess three finalists, and that was when I got a chance to meet him. After he was chosen,
it was definitely transition time. It was a time when we knew things would probably be different
going forward, because he was seen as somebody who could help boost our research enterprise,
that part of the—that mission area, essentially recognizing that there was a perception, I think, by
the Regents, in the [UT] System, that we were a very clinical enterprise, clinical translational
research enterprise, but needed to be a little stronger on the research side, could be a little
stronger on the research side, had a lot of opportunity there.
[00:02:44]
T. A. Rosolowski, PhD
[00:02:45]
Now let me ask you what was your impression of Dr. DePinho when you met him and how he
was going to fill that role. You know, what about that decision of [UT] System in the Regents?
[00:02:57]

Marshall Hicks, MD
[00:02:58]
I think he’s obviously a very bright man and I had great conversations with him. I enjoyed
talking to him. He had an incredible vision for the institution and for cancer care, for oncology.
He always spoke about the uniqueness of MD Anderson, the ability for us to do something that
no other institution could do because we had the resources. We had so many patients that sought
care here and we could really do the translational piece, going from the development side and the
basic sciences, all the way through to the clinical trials, and be able to provide that continuum of
knowledge that would advance the field in a way that nothing else could. Of course, that was
around the time we announced the Moon Shots. Frankly, I was a little worried that might be
divisive, because you might have haves and have nots. But on the other hand, it brought teams
together to say, let’s think about this in, obviously a multidisciplinary, but it was really more
multidisciplinary science. We’ve always been more multidisciplinary on the clinical care for
sure, but this was how do we be multidisciplinary in our science, in our approach to research. So
actually, I saw it bringing people together. It had a little bit of a risk because patients could
perceive it as well, if my cancer is not in the Moon Shots --as well as people who clinically or
practiced in the areas outside the Moon Shots. But I think those were recognized. Then there
were ones that were added on as a little early for Moon Shots but ones where we wanted to
invest some resources in. So I think it started to be more inclusive. It was very bold and that’s
what he intended it to be.
[00:005:04]
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T. A. Rosolowski, PhD
[00:05:05]
So when did you sense that the winds were kind of changing?
[00:05:10]
Marshall Hicks, MD
[00:05:11]
As time went on, I think Ron brought in some really good, bright researchers. In my
conversation with him, he explained it so well: that the vision was to bring in scientists that could
help provide the translational piece that --you could bring in basic scientists that really weren’t
connected to the clinical piece. He wanted to bring in people that could bridge the gap, that
actually could help, by their interactions and engagement and willingness to engage in the
clinical piece, to be able to bring drugs to trial, new therapies to trial. And so that’s what he did.
The people he brought in actually fit that role, and many of them are playing key roles right now
in the institution. So I think his intent was right. It wasn’t always communicated as well in that
sense because he had a great vision and would—there was a lot of one-way communication, too
and I think people felt like he wasn’t listening as much to … people feeling disenfranchised or
people feeling—I’m thinking on the clinical side—“there are these haves and have nots.” People
were being brought in with a lot of resources and you know, what about the rest of us? So it
started to become a little bit divisive there. I think that there just wasn’t a feeling that the clinical
side was as appreciated as it could have been. That’s my sense of where --I think also there were
perceptions of top down decision making. There wasn’t the engagement at the faculty level, the
local level, for decision making. There were some missteps I think, in terms of how things are
managed publicly, with some of the statements that were made, which Dr. DePinho
acknowledged, but it was difficult to recover from over time. Ultimately, we were coming out of
the recession. I think we started to do well, but it was clearly a different era in terms of expense
reduction and paying much more attention to the expense side. The preparation for Epic became
an enormous task for really almost two years, anticipating that that was going to be a major
transition, transformation really, in how we practiced. When that was implemented, I guess it
was the spring of ’16, we were able to get it implemented, we installed the software. How we
dealt with the software, how we practiced and how our productivity in using that software, in
using those tools, was where the challenge was. We knew that was going to be the case, but
unfortunately, we didn’t recover from that in a lot of areas as quickly as we thought. That was in
the spring of ’16 and we had budgeted a loss of $250 million for that fiscal year and we ended up
losing a little bit more than that. I think it was $260 million roughly. We had budgeted for the
next fiscal year, which I believe was fiscal year ’17, to be a year where we basically broke even
or had about a $25 million margin. We started out, in the first quarter I believe we lost another
$150 million roughly, or maybe a little bit more, and so we quickly got in a hole for that fiscal
year. It was really because, you know, just because September one rolls around, doesn’t mean
everything changes and everything goes back to normal.
[00:09:50]
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T. A. Rosolowski, PhD
[00:09:50]
No reset button.
[00:09:51]
Marshall Hicks, MD
[00:09:51]
Yeah. We just continued on struggling, and so that struggle continued into the next fiscal year
and while we were starting to have areas that we’re figuring it out, it was really happening at the
grassroots level. There was, I think, a sense from many of us at the division head level, that a lot
of us --most of us practice, we know the frontline, we listen to the frontline, the chairs here.
There was a sense that there were things we could do to help fix it but they weren’t being
addressed, weren’t being listened to, essentially. We were trying to help people. We were trying
to help people where it wasn’t a simple one-fix solution. It was multiple things and multiple
interactions, and it was complicated. I think there was an attempt to try to do a simple fix at the
time of ‘just see more patients.’ The concern was if you’ve got a funnel or a bottleneck that is
creating a problem and you try to push more patients into that, it’s not really going to get—as a
solution, you’ve got to fix the bottleneck, fix the snags. People were starting to do that but it
took time and that’s something. We’re also sharing best practices. The communication across
the organization, things that—we were very siloed at the time. It wasn’t really conducive to
being able to rebound quickly. So in that sense we were, as an organization, not only
structurally, but functionally, we were struggling. That is how the first part of fiscal year ’17
started. We were at a point where our expenses were out of control. We had hired a significant
number of employees. Our ratio of employee expense to revenue was, I think as high as it had
ever been, and we were clearly out of whack there. Whether it was people that we’d hired for
Epic or whether it was just not being able to say no and hiring more than we needed, we were
clearly at a point where the employee expense was high and we had to reduce expenses going
into that year, and that meant considering layoffs. It was a painful thing. No one wanted to do it.
We discussed it with the Shared Governance Committee for probably two months in that fall and
no one really wanted to do it, obviously, but we all kind of saw what was coming. I think we
kept thinking every month --and it probably went on for more than three to four months-thinking that it could turn around or maybe we were very close to turning it around, maybe we
wouldn’t have to do this. Then eventually we got to the point where we realized we had to, we
were really in a pretty deep hole.
[00:13:13]
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T. A. Rosolowski, PhD
[00:13:15]
Now let’s go back a little bit, because we got the financial timeline, obviously the news that
everybody’s getting. I remember sitting in staff meetings getting this depressing news about the
institution’s state month after month. What was going on in terms of any shifts that you might
have seen, or maybe there weren’t any, in the culture, and the perception of the relationship
between frontlines and leadership. Then, as the second story with that, what was happening at the
department and division level to try to intervene.
[00:13:56]
Marshall Hicks, MD
[00:13:57]
Right. Around the time that Ron came, which was 2011, I had been division head for about a
year and we were in the process of having several division heads retire, turn over, and I was one
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of the first, I think. The division heads used to meet as a group and talk about their topics, but it
was pretty clear that if we were going to make some progress on some of the issues that we saw,
from our perspective, we needed to have a partnership with the senior leadership, Executive
Leadership Team. Frankly, it was a complaint session. Then because of the turnover and some
of the division heads retiring or stepping down, the chair of the committee fell to me, because
I’m kind of the only one who hadn’t done it before. Tom Feeley, who was also the vice chair at
the time, also felt very strongly that we needed to be more proactive in really reaching out and
trying to be solution oriented and not just a complaint group.
[00:15:30]
So we reached out actually, to Leon Leach [oral history interview], we invited Leon to come. He
was executive vice president for Business and Finance, and we talked about some of the issues
that we saw. Leon, we said, would you be willing to talk about these again and continue to help
us work towards solutions? And we would have an open invitation to any of the EVPs and the
president, if they wanted to come talk to us. Leon is credited –he not only said yes, but really
went and advocated and garnered support for them coming. And so very soon after that, we sent
a formal letter, I think, in the fall of whatever year it was, it might have been 2012 I suppose, and
they started coming to our meeting on a regular basis. The reason we felt that was important was
it felt like there was a lack of trust between the different levels of the organization, between the
EVPs and division heads. Even I could see it. I think most of us could start to see it between the
president at the EVP level, that there was starting to be some lack of trust there as well and it led
to some changes at the EVP level. To everyone’s credit really, we kept meeting, kept talking,
and that became really, a major forum for bringing up issues, discussing issues. It wasn’t --you
wouldn’t find it on any org chart, but it was an important way to help build trust between those
levels of the organization, and so that went on really for a couple of years.
[00:17:23]
T. A. Rosolowski, PhD
[00:17:27]
I’m sorry to interrupt you but, if you feel comfortable with this, can you share some of the topics
that came up during these meetings?
[00:17:35]
Marshall Hicks, MD
[00:17:38]
Let me think back. I think it was, a lot of it was centered around some of the cultural things, the
engagement of people feeling disenfranchised, around some of how we manage policies.
Whether it’s issues around promotion and tenure or whether it’s around some of the travel
policies, communications, things like that or as well, long-term strategy, even things like the
long-term capital plan. Things like that where it really was areas where we didn’t, as division
heads, didn’t feel all that informed about how these decisions were being made. Also offering to
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give input, give advice from our perspective and to have them understand, as a big part of the
organization from the clinical divisions, where we perceive there to be some challenges and then
opportunities as well for improving. So it was a gamut of things. It really wasn’t—it was more
about the building of trust and the process than it was about the topics in and of themselves,
because we were at that point in time. Ron and EVPs would come, essentially every one when
they were in town.
[00:19:14]
T. A. Rosolowski, PhD
[00:19:14]
Wow.
[00:19:14]
Marshall Hicks, MD
[00:09:15]
And so it was a good discussion, and we thought it was a good way for them to listen in on what
we were hearing and what we saw in the organization, our perspective, so that it better informed
them in decision making as well. Then for us, being able to take what we could back to our
divisions from a communications standpoint, and help improve that.
[00:19:44]
T. A. Rosolowski, PhD
[00:19:45]
In terms of the timeline, moving towards 2017, you talked about Epic. Were there some other
key landmark moments in the timeline that kind of created problem for the institution?
[00:20:02]
Marshall Hicks, MD
[00:20:04]
So probably, dating back about a year before, that was, we were talking about some of the
cultural issues or the changes and “morale” was the big word at the time. This was probably
spring and summer of ’15. We had a new chancellor. Chancellor [William H.] McCraven had
just assumed his role and there was communication back to him about concern with morale at the
institution and it was pretty openly talked about.
[00:20:48]
T. A. Rosolowski, PhD
[00:20:50]
What did you feel were the real drivers behind that problem with morale?
[00:20:55]
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Marshall Hicks, MD
[00:20:56]
I think some of it was a disconnect, not feeling like there was—people who were on the frontline
in particular, were being listened to or understood or valued. I think a lot of it was about feeling
undervalued. I think everybody, it seemed like, felt like they were—you know it’s always easier
to look over and point at somebody else who has it better and say, well we’re not getting the
resources that they’re getting.
[00:21:34]
T. A. Rosolowski, PhD
[00:21:36]
Did you feel that there was a real basis for that feeling in any way?
[00:21:39]
Marshall Hicks, MD
[00:21:42]
Hard to know. I think once you hit probably a tipping point with morale, that it starts feeding
itself, you know some of the issues and the perceptions and misunderstandings and
misperceptions. It takes a lot of communication, a lot of work and a lot of effort collectively and
people have to feel like they’re engaged, I think, in order to kind of break that cycle. I think we
were in just a cycle at that time where it was hard to break out of. People didn’t feel like they
were as valued. Particularly on the clinical side, I think felt like they were shouldering a lot of
the burden with regard to the expenses for research, so it became a divisive issue within the
organization and that was unfortunate. It’s sort of always been that way, but I think when you
get into situations like that, where the morale is already tainted, that it kind of feeds itself or it
becomes something that people will point to or feel that it’s not fair. It was hard, it was hard to
understand. I remember at the time, we didn’t have any discussions with Ron and EVPs about
how to—ongoing debates about how to improve morale. It’s not an easy thing to do when
you’re in the middle of it. But as we probably learned over time, a lot of it is the communication
and the willingness to listen and engage, and have people feel a part of their destiny and to feel
like they have collective ownership over where we’re going, was I think ultimately what helped
get us out of that. At the time, there was distrust. People didn’t feel like they knew where all the
money was going, where all the money was being spent. Even though there were efforts of
trying to be transparent, it wasn’t always --the trust was gone, you know? So then it’s hard to
rebuild that morale without the trust. I think part of it, when you rebuild the trust through
communication and openness and transparency and engagement, it takes time, but that trust—
there’s good people here and they want to trust. It just takes a little time and it takes a lot of
effort. That’s kind of where we were.
[00:24:28]
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T. A. Rosolowski, PhD
[00:24:28]
It was interesting because obviously, I started interviewing people just before Dr. DePinho came,
and then interviewed through his honeymoon period, and then through all of this. The phrase
that kept coming up over and over was, This isn’t the same institution any more, I don’t
recognize this place any more. There was a sense that there was something very substantial
going on, that the people who had prided themselves on really contributing to making MD
Anderson the place that everybody wanted to be at, that somehow that was slipping away. That
is pretty subtle, and there are a lot of wheels that have to be in motion to make that happen, and
it’s very tough to turn it back around.
[00:25:12]
Marshall Hicks, MD
[00:25:13]
Right.
[00:25:13]
T. A. Rosolowski, PhD
[00:25:13]
I can’t even imagine having to create a plan to do that.
[00:25:16]
Marshall Hicks, MD
[00:26:17]
That’s a good descriptor of the times.
[00:26:20]
T. A. Rosolowski, PhD
[00:25:21]
Yeah, it was very, very tough. What was your feeling about what was happening, I mean just the
personal view of what was happening at the institution?
[00:25:29]
Marshall Hicks, MD
[00:25:30]
I think it was frustrating for me and I know for my division head colleagues, as we filled those
positions. I think that was a transition time from a leadership standpoint as well: that we started
to look at leaders in the divisions as a leadership role, an institutional leadership role, and not just
a divisional leadership role, that a lot of their focus should be up and out and working with the
institution, working with each other. That there’s a sense that we’re going to make it through
any challenges going forward. There were certainly many outside, as well as many that were
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inside at the time, we had to be working together.
[00:26:27]
T. A. Rosolowski, PhD
[00:26:27]
Was this around the time the division started your own in-house leadership training process?
How did that timing work out?
[00:26:37]
Marshall Hicks, MD
[00:26:39]
That one I’m not sure about.
[00:26:40]
T. A. Rosolowski, PhD
[00:26:40]
Okay. I was just curious, you know, because you really took the bull by the horns and sort of
created your own in-house.
[00:26:48]
Marshall Hicks, MD
[00:26:48]
Oh, within the division.
[00:26:48]
T. A. Rosolowski, PhD
[00:26:49]
Yeah, for the division.
[00:26:50]
Marshall Hicks, MD
[00:26:50]
It was actually a little bit after that, so this was probably—yeah, I’m sorry, I thought you were
talking about something more institution wide.
[00:26:57]
T. A. Rosolowski, PhD
[00:26:57]
Oh no, not the faculty leadership but your own in-house.
[00:26:59]
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Marshall Hicks, MD
[00:27:00]
The in-house was a little bit later because of some of the, probably because of some of the
experiences that were going on at the time.
[00:27:06]
T. A. Rosolowski, PhD
[00:27:06]
Absolutely.
[00:27:06]
Marshall Hicks, MD
[00:27:07]
I think collectively as division heads, the role was changing to be more of an institutional
leadership role, instead of more siloed in our divisions. It was how do we solve these problems
together and realizing the impact we had on each other by our actions and decisions. That was
also --I think the next extension of that was then reaching out to the institutional executive
leadership, the president and the EVPs, as part of that engagement. That was a process we were
going through but, yeah, it was frustrating because I think we all wanted to help. No one wanted
leadership to fail and we were all trying to do what we could. We also, I think expressed some
frustration about not feeling like we were being heard or listened to as well, because many of us
had been here a long time, knew the institution well, and could identify some things that could be
done to help not only financially but from a morale standpoint.
[00:28:24]
T. A. Rosolowski, PhD
[00:28:25]
What do you think was the reason for the tone deafness about that. Oh that’s kind of a value
judgment! Those messages weren’t going through. Why, do you think?
[00:28:34]
Marshall Hicks, MD
[00:28:36]
I think some of it is that there’s a perspective when you are at an executive level position
sometimes, that you can see things. You have a view that maybe gives you an ability to see
solutions that no one else can see and that this is the right thing to do, instead of listening to
those that are really at the frontline or really dealing with some of the issues, who know the
problems well and can come up with solutions. I think it’s a human nature thing. People at that
level want to fix things. I think it’s a pitfall of leadership frankly, that’s easy to get into if you
aren’t willing to listen and aren’t willing to hear what’s going on out in the organization but also
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what are some solutions that people would have.
[00:29:48]
T. A. Rosolowski, PhD
[00:29:30]
I mean it seems like a real delicate balance adding up to a big challenge. I mean, you’ve said
yourself, and I’ve heard it from other people who said that every time you move up a leadership
role, you effectively are operating in a different institution and you’re seeing it from a very
different perspective. There is reality in that and you have to make decisions based on very
different priorities from the people and the levels of leadership underneath you. So how to
balance that.
[00:30:21]
Marshall Hicks, MD
[00:30:21]
Right, yeah.
[00:30:21]
T. A. Rosolowski, PhD
[00:30:22]
The information coming from below versus what you’re seeing at your particular level, I mean
that’s a very tough thing.
[00:30:28]
Marshall Hicks, MD
[00:30:30]
It is, and inherent in that is the trust that you have to have: people that are reporting to you are
telling you the truth about what’s really going on out in the organization and empowering them
to come up with solutions. I think that led to some of the perception of being sort of top down
decision making: they don’t trust us, and we don’t feel empowered and hence, we’re
disenfranchised, disengaged. Yeah, I think it’s --no question it’s a style thing too. Some people
are more inclined to micromanage and some are more willing to delegate. I think to me it’s one
of the differentiators in evolved leadership, is the ability to delegate appropriately and to trust
and empower. It certainly not only develops leaders and empowers leaders and creates that
engagement that has a positive influence on morale, but it also allows you, as a leader, to be
much more effective broadly. Because if you micromanage or get too narrow into what you’re
trying to accomplish in a particular area, you don’t have the bandwidth to be able to manage
more broadly. So you’re leveraging all the talent, the brilliance of the organization that’s already
there, to get more done and to be able to be more effective. That’s one thing that’s always been
hard for me to understand totally, and I think it gets to be a little bit of a style issue or a feeling
that I need to be more in control. It could be too, I think there’s a temptation when you don’t
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have all the answers or all the expertise. Sometimes people don’t want to admit it or show it, and
people can dig into what they think may be the right answer and ignore help sometimes too. It’s
complicated just because it’s people.
[00:32:58]
T. A. Rosolowski, PhD
[00:33:02]
Yes.
[00:33:02]
Marshall Hicks, MD
[00:33:02]
There’s no question everybody was trying hard and everybody wanted the institution to be
successful and it was frustrating at so many levels when we were struggling, not only early on,
with sort of the morale issues, but it then developed into the financial challenges as Epic came
along, and they were related frankly.
[00:33:24]
T. A. Rosolowski, PhD
[00:33:24]
Oh really? How so?
[00:33:25]

Marshall Hicks, MD
[00:33:26]
I think when morale is poor and people feel like they don’t, they’re not really part of the
organization, when you try to adapt to a challenge like Epic, people vote with their feet but they
vote with their productivity as well and their willingness to go the extra mile. I think it’s a
fatigue thing too. When the morale is low it’s hard to get motivated. I think everyone was trying
hard to help the patients here, no question about that. But it’s how much can you do, it’s just
fatiguing. I think again, as I mentioned before, I think structurally, we were so siloed, which I
think contributed to poor morale. But we were so siloed that when we needed to adapt to Epic
and find solutions, it was tough to reach across those siloes. It really wasn’t happening. And not
only at the highest level but at the lower levels too. It eventually started happening at the lower
levels, when people would find each other, find solutions and share them. But it really needed to
be happening at much higher levels to be setting an example and to be really, much more
impactful across the institution.
[00:34:52]
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T. A. Rosolowski, PhD
[00:34:52]
You know I think a lot of people don’t know what it means, the siloing here at MD Anderson.
One of the things I’ve heard from interview subjects who have come here from other institutions
is they say, “Oh wow, the first thing I really had to learn was that this is a very siloed institution,
and that changes or influences just how you can get things done.” I think there are a lot of
people who have come up in this system, spent a lot of their career here and it’s almost like it’s
so much part of the culture they don’t see it. Can you give some examples of kind of jumping
over those silo divisions? I mean it may be that they’re just minor and you don’t have an
anecdote close to hand, but was curious if there was something you could think of that could
demonstrate the siloing and then maybe how it was overcome.
[00:35:44]
Marshall Hicks, MD
[00:35:45]
Coming out of Epic is an example I mentioned earlier. One of the solutions that was proposed
was well, we just need to see more patients. But the reality was that we couldn’t get patients
cleared financially to come in. That takes coordination between the clinical enterprise and the
business enterprise. There wasn’t that connection, that talking, to be able to even recognize that
that’s a problem we both need to solve together. It was finger-pointing. It was it’s them and it’s
them. That was a classic example. And even trying to get the highest levels of the organization
to talk to each other. As division heads, we appealed for that. Didn’t happen. And even pointed
out that that was contributing. So it’s pretty deep seated and I think it was facilitated by the
structure that we had, the EVP structures. Even though I think that they all probably got along,
it’s just it became somebody else’s problem and not our problem when you’re in that sort of
situation.
[00:36:53]
T. A. Rosolowski, PhD
[00:36:54]
Do you think that’s changed?
[00:36:55]
Marshall Hicks, MD
[00:36:56]
Well, it changed when we flattened the organization. But you know, one of the things we
wanted to do last year was to engage people more, to make people feel like they had ownership.
By flattening the organization, we did away with the EVP structure. Part of that was to have
very visible points of responsibility and accountability across the organization, so you knew who
you—and encourage you to go straight over to that person. Not have to go up and then over a
silo and then back down. It was being able to matrix across the organization. Go straight to
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where you needed to go to, whether it was somebody in the clinical enterprise talking to
somebody in the finance side of the business group. So that it was very visible who I needed to
go talk to and empowered to be able to do that. I think that’s what also --our stress test became
[Hurricane] Harvey. That was an example of how people were willing to just retry to cross and
talk to each other and communicate with each other directly, as opposed to having to go up
through some chain of command and then over, and then it’s too late to do what we needed to do
to get food in here, to get people in here during Harvey or do whatever we need to do. To me
that was our stress test of the organizational change and some of the cultural changes we were
trying to do, of people feeling engaged and feeling like they had ownership of our destiny.
[00:38:40]
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Transitions under Ronald DePinho: Creating Shared Governance
B: Building the Institution;
Codes
C: Leadership; D: On Leadership;
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B: Growth and/or Change;
B: Obstacles, Challenges;
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B: Controversy;
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B: Critical Perspectives on MD Anderson;
B: MD Anderson History; B: MD Anderson Snapshot;
C: Portraits;

T. A. Rosolowski, PhD
[00:38:43]
Now you talked about Epic. Then there’s the key summer that you were mentioning, before Epic
went into place, when there was a number of things going on.
[00:38:57]

Marshall Hicks, MD
[00:38:57]
A new chancellor.
[00:38:57]

T. A. Rosolowski, PhD
[00:38:58]
A new chancellor.
[00:38:59]
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Marshall Hicks, MD
[00:39:00]
Yeah, 2015. So the morale, I think we got off on the morale conversation.
[00:39:03]
T. A. Rosolowski, PhD
[00:39:02]
Right. So tell me more about that and how it led to the resignation [of Ronald DePinho, MD] in
2017.
[00:39:09]
Marshall Hicks, MD
[00:39:10]
I think there was the Faculty Senate very active at that time, trying to advocate for more
involvement in institutional decision making. The same thing was happening with the division
heads, of wanting to be helpful, wanting to be more involved, wanting to bring what expertise we
could. The chancellor came over for a visit, I believe in the spring of ’15 and met with all the
different groups. Out of that came, concurrently, a White Paper that the Faculty Senate was
putting together, and their discussions with the chancellor on some of the issues that they thought
concerning to them and that needed to be addressed at the institutional level. There was a variety
of things, including things like grievance processes, involvement in governance, different things
like that. So the chancellor, as a result of that, had a group come to Austin that summer. I want
to say it was July of ’15. It was the three Faculty Senate leaders, three division heads. The
Faculty Senate leaders were Ann Killary, Gary Whitman, and Julie Izzo. There were three
division heads; Dave Tweardy [oral history interview], Steve Hahn, and me. Then Tom
Buchholz [oral history interview] and Ethan Dmitrovsky [oral history interview], the EVPs,
came over. It was really to discuss what was in the White Paper and how to move forward at
that point. The outcome of that discussion was a letter the chancellor wrote to both Gary
Whitman, as the president of the Faculty Senate, and to Ron [DePinho; oral history interview], as
president of the institution, directing the formation of a Shared Governance Committee which
would have a specified roster of individuals that he actually listed, including the three leaders
from the Faculty Senate, all the division heads, the EVPs and the president obviously, to be an
advisory group to the president.
[00:41:57]
T. A. Rosolowski, PhD
[00:41:58]
What was the mood of that meeting?
[00:42:00]

100

Interview Session: 04
Interview Date: July 24, 2018

Marshall Hicks, MD
[00:42:02]
It was actually overall, positive. I think that between the division heads and the Faculty Senate
leaders, there had already been some discussions that were ongoing, trying to improve that
relationship. So it felt like we were starting to realize that we, by and large, all wanted the same
thing. It’s a little bit different sometimes in terms of how a decision might be made or the
tactical piece of it, but that we all wanted a fair grievance process. We all wanted a process
where people could feel like they were engaged in the institution, that we had transparent
policies when it came to things like travel policy and different things like that, that were
understood. So I think it was overall positive. I think the difference a little bit was where a lot
of the decision making may lie in terms of the actual—
[00:43:17]
T. A. Rosolowski, PhD
[00:43:17]
Was there something—I’m sorry, I cut you off.
[00:43:19]
Marshall Hicks, MD
[00:43:20]
I think it was --the chancellor wanted to create a body that would be advisory to the president,
that would be more inclusive of voices out in the institution that he felt weren’t being heard at
the time.
[00:43:36]
T. A. Rosolowski, PhD
[00:43:37]
Now, it seems pretty amazing that a chancellor would step in and ask for something like this to
be done. What was the message that sent? What was the impact of having that happen at the
institution. How did people receive that information?
[00:44:00]
Marshall Hicks, MD
[00:44:01]
In general, it was well received, because the chancellor --him coming over and coming back over
after this and directing. I remember he gave out his cell phone number and said he’s a patient
here. He was very open about that. He cares a lot about the institution. Calls us the crown jewel
of the UT System, a special place for him. I mean that he cares a lot about this place. I think
generally, I believe because people perceived it was done out of caring and really wanting the
institution to be as strong as it could be and be able to get back to our mission, as opposed to
having a lot of the morale issues and other issues. He felt and I think all of us felt we’re not only
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draining, but probably distracting us from paying attention to the mission areas of the work that
we wanted to continue doing here. So I think it was well received, I don’t remember hearing
much negative about the perception of it. But clearly, it was a message that there’s concern, a
serious concern about it, because for a chancellor to intervene like that, I think people felt like it
was getting to a point where something different had to happen moving forward and we had to
break, somehow be able to move past the distrust. I think that’s what the Shared Governance
Committee was created for, is to really help bring people together. It was prescribed, but I think
that was for a reason. When people get together and start talking and sharing and hearing one
another, that it starts to melt away a lot of the biases, but also misunderstandings, things that—
assumptions that aren’t necessarily true or the distrust of somebody’s motives, that you start to
hear. Again, I think we started to realize, particularly with some of these specific issues that
were brought up, that we really all wanted the same thing. So it was just, How do we go about
it? How do we assign groups to really deal with all the issues, the tasks that were in front of us.
[00:46:50]
T. A. Rosolowski, PhD
[00:46:51]
We’re almost at our time today, but do you want to share a couple of those first—you know what
were the priority things to work on for the Shared Governance Committee?
[00:47:00]
Marshall Hicks, MD
[00:47:02]
As I recall, one of the first things was really defining who we were. We focused a lot on the—
probably too much, on the confidentiality. There might be things discussed there that we
couldn’t share outside. In reality, that became really rare.
[00:47:35]
T. A. Rosolowski, PhD
[00:47:35]
Interesting.
[00:47:35]
Marshall Hicks, MD
[00:47:36]
I think that with more perceived concern that it turned out to be. So there was a focus on that. It
took a lot of energy at the time, making sure that we all—principles basically, that we had
established. But then we moved on to issues that were in the White Paper. I can’t recall all of
them, but I think there was a travel policy, a grievance policy, that people were dissatisfied with.
Some pretty specific things actually, that were on a list. We basically just assigned those to
different groups and had them working on them and bringing them back. We had a retreat. And
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had a retreat as well that dealt with the strategic plan process, as it was kind of culminating
around that time, and bringing it there to talk about how to refine that a little bit more, to get it to
a next step out of the things.
[00:48:47]
T. A. Rosolowski, PhD
[00:48:47]
Now you’ve got kind of a smile on your face. What’s that about, as you’re remembering that.
[00:48:51]
Marshall Hicks, MD
[00:48:51]
Well, it was an interesting process because when we went into it, there was a group that really
felt that culture, communication, and there was a third thing I’m blanking on right now, were
important. It’s not all about the science and clinical care. So it was a bit of a tug back and forth
about that. We felt like—and it kind of got shifted to where that got put to the side, and yet,
there were several of us that felt like that was still very important. So that group actually
continued to meet as an aside.
[00:48:44]
T. A. Rosolowski, PhD
[00:49:45]
So an I understanding that you were part of a group that felt the culture—yeah, okay.
[00:49:47]
Marshall Hicks, MD
[00:49:47]
I was part of a group. We actually became the planning group for topics at the SGC, and so it
was just kind of interesting how undirected … This group just collectively felt this is important,
we can’t let this go, this is a real important key to success moving forward. The mission areas
are great and our strategy in each of those is great. But it’s how we do it together and how we
work together that we need to pay a lot of attention to as well. Because that’s the stuff that
impacts morale and impacts our success and our ability to work together. That lived on. We met
Wednesday afternoons to kind of plan for the next SGC meetings, and tried to keep that spirit
alive that was, I think intended by the chancellor when he formed the group to begin with.
[00:50:52]
T. A. Rosolowski, PhD
[00:50:52]
Interesting. Well it’s four, do you want to—is this a good place to stop today? One more thing?
[00:51:02]
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Marshall Hicks, MD
[00:51:02]
I think so, unless we want to cover the—yeah, no, I think it is a good place to stop actually. I
think we covered that. I’ll think of the third thing.
[00:51:14]
T. A. Rosolowski, PhD
[00:51:15]
Okay, all right, I’ll put a question mark on my notes.
[00:51:19]
Marshall Hicks, MD
[00:51:19]
But, no that was it. I guess the other thing at some point, is bringing in the McChrystal Group.
We can maybe divert back to that, because that was going on at the same time as well.
[00:51:33]
T. A. Rosolowski, PhD
[00:51:33]
Yeah, no I had that on my list.
[00:51:36]
Marshall Hicks, MD
[00:51:37]
Because that was one of the things this subgroup dealt with as part of the culture thing, was we
need help. I had brought General [Stanley] McChrystal in really through the division, to give—
we bought Team of Teams, read it. It was Danielle’s playmate from crawling, worked for
McChrystal, so that was the connection.
[00:52:06]
T. A. Rosolowski, PhD
[00:52:07]
Oh, okay.
[00:52:07]
Marshall Hicks, MD
[00:52:07]
Do you know Danielle?
[00:52:08]
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T. A. Rosolowski, PhD
[00:52:08]
No I don’t.
[00:52:09]
Marshall Hicks, MD
[00:52:09]
Danielle DiMonda.
[00:52:10]
T. A. Rosolowski, PhD
[00:52:12]
I’m sorry, the last name?
[00:52:12]
Marshall Hicks, MD
[00:52:23]
Hay now, H-A-Y. She and her best friend from tiny childhood, worked for McChrystal at the
time, did events coordinating. I got the book Team of Teams, read Team of Teams, thought it
would be great to get him in here because I think there’s some stuff that’s pretty applicable here.
So we bought the book, 500 copies of whatever, distributed it to upper middle level management.
He agreed to come, and spoke, and in the meantime, people got very excited about the book.
People were commenting to me about how we need something like this. Then he came and then
spoke to the Shared Governance Committee because he wanted to meet with the leadership team
of the institution. It created a lot of enthusiasm. So what was going on in that same time period
really. It was that summer of I guess—that was, that was a cycle later, that was ’16. Yeah, he
spoke, I think in the spring of ’16. We’ll have to verify that.
[00:53:29]
T. A. Rosolowski, PhD
[00:53:29]
That’s really interesting, I mean it shows that that book was really tapping into a need in the
institution.
[00:53:37]
Marshall Hicks, MD
[00:53:37]
He came and spoke to us when the Shared Governance Committee was still fairly new. So I
think that it was maybe March 16, yeah it was around March 16th. The Shared Governance
Committee was formed in the fall of ’15, so we were still trying to find our way through when he
came to talk. As we continued to struggle with what’s our role as a Shared Governance
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Committee, and this subgroup started meeting, it was like we need some help to deal with some
of these issues. Concurrently, Stan McChrystal offered to send two of his principals here to do
an analysis over two to three weeks. To tell us what they saw and what they heard, and they
nailed it. They came back with about a four-page overview. It was exactly what we all
perceived we needed help with. That’s really what started to gain some steam, to bring the SGC
together, because it was the SGC that advocated for bringing him in, to Ron, and Ron agreed.
Anyway, that was the thing, I didn’t want to lose that. We can talk more about it next time, but
that was a concurrent thing that was going on and from a timing standpoint, it kind of all
converged.
[00:55:10]
T. A. Rosolowski, PhD
[00:55:10]
Thanks for adding that and we’ll follow up on that next time.
[00:55:13]
Marshall Hicks, MD
[00:55:14]
Good.
[00:55:14]
T. A. Rosolowski, PhD
[00:55:15]
Great.
[00:55:15]
Marshall Hicks, MD
[00:55:15]
Enjoyed talking to you again.
[00:55:16]
T. A. Rosolowski, PhD
[00:55:16]
Yeah, yeah, very interesting, a tough time for the institution, nice to hear that there were very
positive things going on.
[00:55:22]
Marshall Hicks, MD
[00:55:23]
A lot of people came together. What was amazing to me was in particular, the division heads in
the Faculty Senate leadership, really started to create a bond there where we realized that we had
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a lot of the same issues and wanted the same great things for the institution, and you know, we
can work together on this. I think it was a matter of the reasonable people coming together.
Julie Izzo was key in this, no question. I would definitely talk to her if you haven’t talked to her.
[00:55:57]
T. A. Rosolowski, PhD
[00:55:57]
Yeah, yeah.
[00:55:58]
Marshall Hicks, MD
[00:55:58]
Talk about somebody that just showed exemplary leadership through this. It took people like
that, willing to step up and be a part of helping us find our way through it as we all learned and
grew together through it and were willing to kind of go down the road together. That was, I
think something that came out of it that gets back to trust, where you start to develop that trust,
and that was a breakthrough I think.
[00:56:38]
T. A. Rosolowski, PhD
[00:56:38]
And also, I think willingness --I mean you were talking earlier about some leaders having this
difficulty admitting that they don’t have expertise in an area. And who has expertise in dealing
with something like this, you know, when you’re seriously learning on the job? So people
coming together to go through that process together is really quite something. I’m sure it was
sort of like an ‘in the trenches, brotherhood’ kind of mentality.
[00:57:08]
Marshall Hicks, MD
[00:57:08]
It definitely was. That’s a good way to describe it and you know, the stakes got pretty high at
one point and lasted for a while. I think that also helped bring people together, because you
realize that this is not just—this isn’t trivial stuff. It became much bigger than the travel policy.
It became about the future of the institution. We all found ourselves in that place together,
realizing there’s only one way out, is to trust each other and work together.
[00:57:50]
T. A. Rosolowski, PhD
[00:57:51]
Yeah. Well, I’ll be interested to hear more about that, so thanks very much.
[00:57:55]
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Marshall Hicks, MD
[00:57:55]
Thank you.
[00:57:55]
T. A. Rosolowski, PhD
[00:57:56]
And just for the record, I’m turning off the recorder at eight minutes after four. Thank you, Dr.
Hicks.
[00:58:02]
Marshall Hicks, MD
[00:58:02]
Thanks.
[00:58:03]
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Marshall Hicks, MD
Interview Session Five: August 29, 2018
Chapter 00E
Interview Identifier

T. A. Rosolowski, PhD
[00:00:01]
I just wanted to say for the record, it’s just three o’clock on the 29th of August, 2018, and I’m
here for, I believe it’s our fifth session.
[00:00:12]
Marshall Hicks, MD
[00:00:13]
I think so.
[00:00:13]
T. A. Rosolowski, PhD
[00:00:14]
Yes. With Dr. Marshall Hicks. And so I want to thank you for making time.
[00:00:19]
Marshall Hicks, MD
[00:00:20]
Thank you.
[00:00:20]
T. A. Rosolowski, PhD
[00:00:20]
I’m enjoying our conversations, so. [laughs]
[00:00:24]
Marshall Hicks, MD
[00:00:25]
Me too.
[00:00:25]
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T. A. Rosolowski, PhD
[00:00:26]
It’s certainly taking us through a fairly dramatic period in the institution’s history, which is
important to reflect on. After we turned off the recorder last time, I believe it was --you
had mentioned that you wanted to speak a little bit more about work with the McChrystal Group.
So I did want to start by returning to that, if that’s okay with you.
[00:00:50]
Marshall Hicks, MD
[00:00:51]
Sure.
[00:00:51]
T. A. Rosolowski, PhD
[00:00:51]
One question I had was did—was the McChrystal Group called in first to meet with the division
or was it specifically for the Shared Governance Committee?
[00:01:03]
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Marshall Hicks, MD
[00:01:03]
For the Shared Governance Committee.
[00:01:04]
T. A. Rosolowski, PhD
[00:01:05]
Okay, okay.
[00:01:05]
Marshall Hicks, MD
[00:01:06]
I just happened to be the contact because Danielle’s friend was working for McChrystal Group at
the time, it was a friend that Danielle had, Danielle DiMonda Hay, had known from Long Island
when they were crawling together. She had given me the book, Team of Teams, because she had
met McChrystal through one of the events; her friend was the events coordinator for McChrystal
Group at the time. She gave me a book, Team of Teams, I read it and I thought, there’s some
things we could probably learn here, some similarities. I just made a comment to her, it would
be great to get him here, and she said, “Well, I’ll see what I can do.” The next thing you know,
he was agreeable to come and talk to the institution. So he gave a talk to an invited group of
leaders and directors that we provided. We got 500 copies of the book, gave them to everyone.
[00:02:05]
T. A. Rosolowski, PhD
[00:02:05]
And just as a reminder, we did cover some of this basic stuff last time, so we use our time well
and I don’t make you repeat things.
[00:02:13]
Marshall Hicks, MD
[00:02:14]
I’m sorry.
[00:02:14]

T. A. Rosolowski, PhD
[00:02:14]
No, that’s quite all right.
[00:02:15]
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Marshall Hicks, MD
[00:02:15]
Yeah. But his condition --I think I may have mentioned it before, where he wanted to meet with
the leadership group of the institution, which in this case was the SGC. So the main focus of
their work --he was brought in to work with the—to talk really, and then to meet the SGC.
Really it was the work with the SGC, was what was going to be the focus of the McChrystal
Group efforts here.
[00:02:41]
T. A. Rosolowski, PhD
[00:02:42]
Okay, and the approximate date of this?
[00:02:46]
Marshall Hicks, MD
[00:02:47]
This was in March to April of 2016, I guess.
[00:02:55]
T. A. Rosolowski, PhD
[00:02:55]
Okay. Because I’m just looking at the timing of when you were—so we have a number of
months yet before you’re asked to step in as interim.
[00:03:07]
Marshall Hicks, MD
[00:003:04]
About a year. What happened over the course—I mean he had talked to—Stan McChrystal had
met Ron [DePinho; oral history interview] separately during that trip, talked to him a little bit.
There was interest there. They had communicated a little bit about them coming here and
engaging. Stan had offered to send two people, General Vines and General Huggins, here to do
an assessment. That was finally accepted, that was finally agreed upon. It was also the SGC,
Shared Governance Committee, subcommittee on, I believe it was culture, governance and
communication, that had continued to meet, as I had mentioned. So they kept the flame alive
with this and ended up helping to host Generals Vines and Huggins, when they came in
September of 2016 to do an assessment. They spent seven days here, I believe it says in the
report, and then they generated a report on September 27th. I’ll give you this copy of it.
Through their assessment, they interviewed a lot of different—they attended a number of forums
and conducted 27 interviews, a lot of leadership, different individuals throughout the
organization came up. That’s how they generated content for this.
[00:04:42]
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T. A. Rosolowski, PhD
[00:04:43]
So the levels of the individuals that they interviewed were pretty much, was it division head
above? Department head above? How did that work?
[00:04:54]
Marshall Hicks, MD
[00:04:54]
It was, I would say probably department or center director, CAD level in the centers. I think
they met with a couple of them. Danielle can probably get you a list. She helped coordinate it.
Some of it was availability but also, we wanted to expose them to a center that ran pretty well
and maybe a center that didn’t run so well. And different department chairs and different
individuals, division heads, they met with the division head group. It was trying to get a broad
swath of the organization’s research people as well. To have them really try to understand, in a
very short amount of time, but I think they nailed it. They really hit it on the head.
[00:05:37]
T. A. Rosolowski, PhD
[00:05:38]
Did you want to identify the key points that they made?
[00:05:42]
Marshall Hicks, MD
[00:05:43]
Really, they’re two, as they list here. The most consistently identified issues had to do with trust
and transparency, and that was certainly something that even the Shared Governance Committee,
as we talked about these issues in our subgroup, were things that we were concerned about.
Those were the two big ones, but the other ones they identified were this lack of alignment.
Particularly a lot of siloes in the organization. Accountability, ambiguity around roles and lack
of accountability throughout the organization. Then this group thinks that accountability as well,
you have to come to—you have to be in agreement. Everybody has to agree, and so nobody
wants to disagree. So you didn’t have the richness of ideas and discussion around a lot of things.
And then communication was the fifth thing, was really --channels up, down, across were really
pretty inconsistent, so information wasn’t really shared, particularly in the bottom up way, to be
able to get a real read on what was going on in the organization.
[00:07:15]
T. A. Rosolowski, PhD
[00:07:16]
Now let me ask you, because I do recall, when you were telling a story about the subgroup that
you remained a part of, you guys were kind of the black sheep of the Shared Governance
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Committee because the rest of the group really wanted to focus more on very practical, logistical
sorts of things. This report isn’t addressing it from that perspective, so what was the reception to
this report at the time?
[00:07:44]
Marshall Hicks, MD
[00:07:44]
I think there was, even though our group kind of continued on, there was a general sense within
the group that all these things that were mentioned … Once we shared the report with them and I
think the report came to the subcommittee, we read it, discussed it with General Vines and
Huggins and we put it forward and proposed that they work with us according to their—we put
together a proposal on what they would do with this. The general sense is here but there were
more specifics that came in the contract. There was pretty uniform agreement at the Shared
Governance Committee that we needed to do this, that even though we had made some progress,
we still weren’t where we needed to be as a Shared Governance Group and also as an institution.
I think the trust and transparency issues were the cloud hanging over everything around that. So
it was felt, as we read through this, that what they were proposing to do, a lot had to do with
restoring trust and part of that is through transparency and the openness, and creating a culture
where we want people to be able to bring up their points of view, even if it’s a disagreement.
You realize that as a governance group, once we make a recommendation or decision were all
supportive, but up until that point, we want that discussion to understand. As General Vines
used to say, we have a moral obligation to bring up things that we perceive as risk for the
institution or things the institution needs to know to make a decision. If we don’t do that, we’re
not going to be likely making the best decision for the institution and understanding the risk or
alternatives. Sometimes things would come, there was a sense, as you’ll see in here, the SGC
agenda was sort of manipulated. That’s the word they used actually, that things would come
there only if they would come already decided.
[00:10:01]
T. A. Rosolowski, PhD
[00:10:02]
Interesting.
[00:10:02]
Marshall Hicks, MD
[00:10:04]
It was felt that there weren’t option. There weren’t things being discussed, and it was ‘isn’t it
great we all agree.’
[00:10:13]
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T. A. Rosolowski, PhD
[00:10:13]
Those pesky consultants, they tell the truth.
[00:10:15]
Marshall Hicks, MD
[00:10:16]
Like I said, they nailed it. I think that was the general sense of the group. There were a few
people that said, we don’t really need to do this, we can figure this out on our own. But the vast
majority of individuals really sensed that this was an opportune time as well. I got a lot of
feedback from the book, Team of Teams. The people that—I was really amazed that people took
the time, read it, and said hey, there’s some things that we could apply here, even though it’s a
military context and we’re healthcare. People were making that link and saying we have teams
in different places. We’re not a team of teams, we don’t really have that cohesiveness, that
ability to reach across the organization, work together and have a common mission.
[00:11:10]
T. A. Rosolowski, PhD
[00:11:11]
Do you want to talk about how they worked with you? I mean was there something relevant that
can learn kind of about leadership training from that?
[00:11:21]
Marshall Hicks, MD
[00:11:21]
I think what they started primarily working with is they went into these different groups and the
different forums and again, their focus was the SGC. But what forums, as they say, supported
the SGC? Like the ECOT at the time, the executive committee, executive operations team, yeah,
the ECOT. The division heads, the Community of Chairs was just forming. Some of these
groups that existed, is helping to sort out what was the purpose of each group. What was
discussed there, what were the agenda items, what was the role of those groups? And also the
meeting hygiene. How do you run the meeting, how do you make sure that you’re promoting the
ideas to be discussed and generate some of the discourse there? It was spending a lot of time as
they really got to know the organization better and then started to help us work within each of
these groups. A big focus of their efforts was at the SGC level. What should be coming there,
what that should look like, how the discussion should be run. Getting prepared for the meeting,
sending read ahead materials, making it an efficient meeting, focusing much less on these
lengthy presentations but on discussions and creating options in decision making.
[00:13:08]
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T. A. Rosolowski, PhD
[00:13:08]
How long a period did the relationship with McChrystal take place?
[00:13:14]
Marshall Hicks, MD
[00:13:15]
They formally started in, I think it was roughly February of ’17, and then went through the end
of ’17 really. So it was that first few months of ’17, leading into the summer, is when the bulk of
the work was done, through the summer. Really helping us with decision making processes.
Creating that alignment between the different groups and really, also helped us understand how
we could create an organizational structure that would support the ability to have transparency
and the ability to have the integration across the organization. So when we changed the
organizational structure and created a group of reports that reported to the president and then a
group of reports that reported to Steve Hahn, the idea was that Steve Hahn, as the COO, was
involved really, in the day to day running of the organization, whether it was clinical or research,
or even some of the business advancement areas and the commercialization areas and things like
that. The group that reported to me as president was a support group for the rest of the
institution. So we were—that was a group that helped support the ability of the organization to
run on a day to day basis. So you’ve got things like HR, IT, finance, institutional advancement,
legal compliance, security and different things like that. Facilities,. Things that everyone needs
and uses but it supports us as an organization. And of course Steve Hahn reported to me. That
was how we structured it. Then Steve had the clinical and research areas coming up to him.
[00:15:27]
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T. A. Rosolowski, PhD
[00:15:28]
A couple of questions. The first one is in your work with all the McChrystal Group, how did
your perspective of the institution change and what did you learn personally from that process?
[00:15:43]
Marshall Hicks, MD
[00:15:44]
A lot. First, understanding how important it is to be open and be transparent in how we make
decisions and understanding that decision making is a process where you want to make sure
you’re getting the best input, but you establish the rules upfront. So you establish what data
you’re going to use, who is going to be involved, who the stakeholders are --getting all of that
structured upfront so that the end result is inputted by all the right information. So it’s really
understanding that the best process for a decision making journey if you will. And
understanding that that often involves disagreements and abilities for people to bring up different
points of view. You want that, and it’s all part of the healthy dialogue that goes, on but it needs
to be done professionally and respectfully, and structure meetings around that.
[00:17:05]

117

Interview Session: 05
Interview Date: August 29, 2018

T. A. Rosolowski, PhD
[00:17:06]
So how was this understanding that you came to different from your understanding of decision
making before, because obviously, an administrator’s life is just decision making, decision
making. What was different about this?
[00:17:21]
Marshall Hicks, MD
[00:17:21]
The key point for me and for all of us was the discipline around it, adhering to the discipline.
Don’t cut corners, go to the effort upfront, to define again what data you’re going to use, and
make sure everybody is in agreement with that. Making sure that you have a process for
incorporating all the stakeholders. You know, that was a big flaw for us in the past. We
wouldn’t have all the stakeholders in the room or we would assume what their interests were.
HipLink was a great example of that, HipLink, which was our paging system that we adopted
temporarily. It replaced all of our pagers and it was basically an iPhone application. We bought
all these iPhones and it was I don’t know, $6- to $8 million worth of investment. It turns out it
didn’t really serve the function of being able to page people in certain areas of the hospital. It
didn’t allow for emergency codes, code-type paging reliably. It didn’t allow for group
interactions like we had before with the BlackBerries and pagers. The functionality of it wasn’t
what was promised, and so we ended up having to go back to the regular old pages for a while.
[00:18:35]
T. A. Rosolowski, PhD
[00:18:36]
After millions spent.
[00:18:37]
Marshall Hicks, MD
[00:18:37]
After millions, and that’s not even including the time and effort of training of people trying to
understand it. It was because the right stakeholders weren’t in the room at the very beginning.
We didn’t define what we wanted out of this. We didn’t say, hey, what are the—what is it that
we want to be able to do with this? And to be clear about that from the beginning. A lot of that
–weren’t disciplined around it, because I think it’s as simple as that in a lot of ways. If you have
the discipline to do all these things and structure it that way, get the right information to people,
get the right people in the room, promote the right kinds of conversation, come up with options.
You know it’s not just one solution that everybody has to agree to upfront. It’s let’s come up
with some options. Let’s discuss those and come up with them and just have a process that is
clearly defined. There are clear expectations around it, you’re going to make better decisions
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and that’s best for the organization.
[00:19:38]
T. A. Rosolowski, PhD
[00:19:39]
I’m thinking too, I mean there is just the impact of a failure like that. That people get mad.
They’re annoyed at the waste. They’re annoyed at the time, and in a scenario where there are
already issues of trust and transparency and people feeling disempowered. I mean each little one
chips away at an eroding morale.
[00:20:00]
Marshall Hicks, MD
[00:20:00]
Absolutely.
[00:20:00]
T. A. Rosolowski, PhD
[00:20:01]
So saving everybody all of that stuff.
[00:20:03]
Marshall Hicks, MD
[00:20:04]
Well, and you can multiply that times a number of things. And it’s like how are these decisions
made? Somebody is making them, and didn’t ask for input from the right people and were just
yeah, and it’s a lot of wasted effort and time, and then frustration as you said, the whole thing
just really, it erodes morale and trust and leadership.
[00:20:32]
T. A. Rosolowski, PhD
[00:20:32]
Were there other kind of key, big key takeaways from the McChrystal process for you?
[00:20:39]
Marshall Hicks, MD
[00:20:40]
It was understanding that as we looked at how we would create these alignments that we were
fairly inefficient. People would go around to different groups and present and then get approval
from all the different groups and then you’d get recommendations. Then the next thing, you
know you change it. So then you had to go back to make the rounds again. So it was very
inefficient of understanding how the linkages are important and clearly defining the processes
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and decision space around that. Who is going to make this decision, who owns it, who else is
working on things, trying to streamline that within the organization? But then the way we
reorganized and flattened that structure, it made it much easier to know who is responsible for
what area. You didn’t have these major siloes that were fairly structured in a way that they were
fairly hard to penetrate at times, unless you went to the very top and had the people there talking
and then it would go back down. I can just go over there to that person and talk to them because
they’re in charge of this or that, and I know who is in charge. And then when you create your
committees or groups, or as we started to form particularly the operational priorities --as we got
into that, which was a big outcome of the McChrystal effort-- that we knew who needed to be on
those groups because you could pull people from the different components of the organization.
It was flat, it was transparent, it was easy to see who needed to be involved. So that was part of
the work with them as well. You had a day and a half retreat that SGC went to, in Alexandria,
Virginia actually. We assessed that because we knew it was going to be expensive to do. But
we voted on it and we all agreed that we needed to do it. It was more expensive not to do it than
to do it if we continued on. It was minimally cheaper to do it here than in Alexandria, because
they would have had to brought a number of people here in the facilities and so forth, and it was
great. We actually did a monument walk at five o’clock in the morning, six o’clock in the
morning, with them, with physical training. Some of us did the run, some did a walk. But you
went around and they would teach you about all the different monuments on the walk, and the
symbolism there and all that. So it was a bonding experience for the group too, to go away and
focus on this. What come out of it really, was relooking at our mission and vision and --I think
we were comfortable with that and we wanted to do a little word-smithing but in the end decided
we were pretty comfortable with what we had. But then established the seven operating
priorities, which were things that we felt that we needed to be doing in the next several months to
get ready for the new president coming in and to get to right the ship. That was the main
outcome of the retreat, was to establish those things.
[00:23:58]
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T. A. Rosolowski, PhD
[00:23:59]
Let me ask you, because obviously, I want to go back to the operational priorities, but we skirted
around the fact that in this process you were identified as interim president.
[00:24:16]
Marshall Hicks, MD
[00:24:17]
Right.
[00:24:17]
T. A. Rosolowski, PhD
[00:24:18]
So tell me how that happened, what that was all about for you and for the committees.
[00:24:26]
Marshall Hicks, MD
[00:24:26]
Right. So we were I guess in the middle of all this work of trying to get the McChrystal Group
in and starting to do that. Steve Hahn had been named the chief operating officer and you
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probably know the day to that [3 February, 2017].
[00:24:44]
T. A. Rosolowski, PhD
[00:24:44]
I don’t actually, I’m ashamed to say.
[00:24:45]
Marshall Hicks, MD
[00:24:45]
I want to say it was the January to early February timeframe probably, somewhere around in
there.
[00:24:50]
T. A. Rosolowski, PhD
[00:24:50]
That makes sense.
[00:24:51]
Marshall Hicks, MD
[00:24:51]
And it was I don’t know, maybe a month later [8 March 2017], we can get the dates, that Ron
[DePinho, oral history interview] announced he was stepping down. I think he announced that
he was initially going to step down at the end of the legislative session, which would have been
more in the May timeframe I think. Then for whatever reason, he decided that it was going to be
sooner and gave a date that was I think around two weeks or a week and a half away. So, Ray
Greenberg, the Vice Chancellor for Health Affairs, was calling individuals to get some possible
names for an interim president and he called me. He asked for some names, I gave him some
names and we talked about the different individuals. Then he asked at the end if I would be
interested, and I was honored to be considered and told him I would do anything for the
institution if I thought I was capable. But I said, let me—I’m an introvert, let me think about
this. Let me talk to my wife, this was not what I expected out of this call. So I said, let me talk
to Kelly and think about it overnight and get back to you. I basically ended up calling him back
and saying I’d be honored to do it.
[00:26:16]
T. A. Rosolowski, PhD
[00:26:16]
What was your reasoning there?
[00:26:16]
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Marshall Hicks, MD
[00:26:17]
I think I felt like I knew enough about the organization. I’d been here 20 years, knew what—I
felt like I had good relationships with a lot of the leaders in the organization and that if they had
the confidence in me, that I could do it and help, that I was willing to try. It happened so fast
that I really didn’t have time to think about how daunting it could be. But I felt like in some
ways, that all the different roles and the experiences that I’d had over the 20 years here, 19 years
I guess at the time, had helped create my capabilities of at least trying to help. I knew --20 years
of developing relationships, 20 years of different experiences, different roles, different
committees, understanding the different components of the organization, from finance to
operations, to less experience with research but enough to understand it.
[00:27:39]
T. A. Rosolowski, PhD
[00:27:40]
Do you think if I asked some people in the institution who supported your selection, that they
might add other things to the reasons why? Because I’m interested, why you, you know?
[00:27:54]
Marshall Hicks, MD
[00:27:54]
Well one thing he said --and he mentioned that when he talked to people my name was one that
came up fairly consistently-- but he said also it was the demeanor: the calmness, the stability that
they needed, and that that was something that was attributed to me and they felt that that would
be really helpful at this point in time. I think that was a big reason for it. That’s something that
Jane reiterated when I went over the next week to meet with them both and confirm it and talk
about it.
[00:28:32]
T. A. Rosolowski, PhD
[00:28:33]
Do you think there was a message too? I mean obviously, they could have selected someone
who had a PhD or who was an MD/PhD, someone who was more equally focused on the heavy,
heavy duty research. Do you think a clinical focus was important?
[00:28:54]
Marshall Hicks, MD
[00:28:54]
I think so. I think, well for one, a big source of our revenue obviously, 90 percent is from the
clinical side. So it’s a very important piece of the organization, to make sure that it’s done right,
and we were struggling with that at that time. So I think I was somebody who had some
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familiarity there and ability to help get that back on its feet. I think also, there was a sense --the
chancellor and Vice Chancellor Greenberg were hearing that the clinical faculty felt undervalued
at that point and there was—it was probably somewhat symbolic too, to have somebody in a
clinical role to take on that position.
[00:29:54]
T. A. Rosolowski, PhD
[00:29:54]
Also a symbolic return to the core values and patient care, all those elements which are by no
means insignificant.
[00:30:03]
Marshall Hicks, MD
[00:30:04]
Right.
[00:30:04]
T. A. Rosolowski, PhD
[00:30:05]
Yeah. So, your hundred days or maybe even truncated. How did you throw yourself into all of
this?
[00:30:15]
Marshall Hicks, MD
[00:30:16]
I agreed to do it. I think I went over there on a Wednesday and met with the chancellor and vice
chancellor and one of the questions I had, the major question I had was, is this a caretaker role or
is this a role where I’m empowered, supported and trying to continue to move us forward?
Because I felt like we were in a position where we were making progress in some area. We were
starting to see some things get a little better with post-Epic and starting to find some solutions
and do some things that were going to help in the long run, but we were by no means really in
any comfort zone. We were fresh off the layoffs and there was fear that there were going to be
more, but I think within the organization, a lot of us felt like we knew what we needed to do. It’s
just being allowed to do it and being able to facilitate that. I wanted to know that I could do what
we needed to do, that we could do what we needed to do as an organization to continue to move
forward to really turn it around.
[00:31:47]
T. A. Rosolowski, PhD
[00:31:48]
So how does that really work? It was you really taking instruction from the chancellor, the
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Board of Regents involved also? I mean the highest levels of the [UT] System?
[00:32:02]
Marshall Hicks, MD
[00:32:03]
They had to approve it but it was the chancellor’s choice. It was supported by the Board of
Regents. Technically, I reported to the chancellor, but Vice Chancellor Greenberg was for
Health Affairs, to I really interacted more with him on a day to day, a week to week basis. They
really were pretty hands off the whole time. We had a biweekly call with the presidents of the
health institutes and the chancellor and vice chancellor videoconference, but I didn’t have any
routine calls with them. It was check-ins when I felt like I needed to let them know what was
going on about something, but it was infrequent because they were true to their word. They said,
“we trust you, we have confidence that you all can fix this and turn things around.” I’m, I guess
by nature pretty confident, and some of that comes with being a proceduralist and being over
time and just have—but I also feel like I know my limits and I know when I needed to check in
and make sure they’re aware, but I also felt like we probably knew best what we needed to do. I
think they knew that and they trusted us. So that was beginning the journey. I went there on
Wednesday and Friday they announced it. Friday afternoon it was announced, and then Monday,
Ron stepped down and then Tuesday, I started. Then that night, I believe, the chancellor had a
meeting with the health presidents over in Austin, so I went over there for that for two days and
then came back and Thursday, I believe it was, we had a forum where I was introduced. I
introduced myself and talked about the plan forward.
[00:34:28]
T. A. Rosolowski, PhD
[00:34:29]
So what were your steps? And here, I’m really relying on you to best tell the story.
[00:34:38]
Marshall Hicks, MD
[00:34:39]
I put a lot of thought into it. I rely on the team approach to things and was relying on, at this
point Danielle [DiMondi Hay]. Jim Huggins was a big help in terms of we wanted to stay
focused on some consistent themes. To say, this is what we need to do. We need to get back to
our roots, the multidisciplinary conference, the team-based approach to care and research. That’s
what we came from, that’s why we exist, and that’s --we need to get back to that, being a team.
But that our primary focus in the short-term had to be to turn things around financially. We
could not sustain continued large operating losses. I think if you go back to Epic, which was the
spring of ’16, through that first quarter of ’17, it was about a $600 million loss, as I recall. Four
hundred fifty [million] for the previous fiscal year and then another $150 [million] in that first
quarter roughly, I believe, so I mean we were on a pretty bad trajectory there. It was starting to
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stabilize a little bit. We weren’t losing as much, and we had gotten a Medicare payment in
January that helped. But we realized we had to do the layoffs, get expenses under control, so
that happened right after the first of the years, and so morale was not good. We were still having
considerable financial strains, and so that was one of the thing identified, that we had to focus on
that.
[00:36:37]
So the three things that I focused on at the first forum, which really was a repeated theme
throughout the ensuring months, was we’ve got to all own the financial turnaround. We have got
to focus on getting the ship turned around and folks on to financial recovery. The second thing
was a team. We need to be a team. Out in the organization, people talk about they’re part of a
team, but we need to be a team as an institution and be able to work across the institution, have
better integration across the institution. The third thing was the empowerment, that we need to
have the ability out in the organization for people to be empowered, teams to be empowered, to
be able to help move us forward, to work with others out in the organization. An example, just
with the Epic journey, was the ability to reach across, talk to financial plans, whatever it is, in
groups to talk to each other, to work with each other and fix things out in the organization and
not have to run it up a silo and across. We needed to be more nimble and more agile in how we
approached that or else we weren’t going to be able to get out of it any time soon. And sharing
best ideas, sharing best practices, working across the organization. So those were the three
things identified the first week to try to keep people focused, to keep it fairly simple so that
people could rally around some concepts that we felt would help us keep people focused and
keep people focusing on working with each other, helping with each other. We all own this. We
all need to help each other get out of it, and we need to be empowering our groups to do that, our
people to do that.
[00:38:44]

T. A. Rosolowski, PhD
[00:38:46]
Now you mentioned last time, that it’s really important to talk about the meetings that you had
with Steve Hahn, so I’m wondering, do you want to bring that in at this point?
[00:39:00]

Marshall Hicks, MD
[00:39:03]
The work with him?
[00:39:03]
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T. A. Rosolowski, PhD
[00:39:04]
Yeah, work with Steve Hahn.
[00:39:06]
Marshall Hicks, MD
[00:39:07]
We had a good relationship before and I think that was key. I had actually been chair of the
committee that recruited him, so I had gotten to know him through that recruitment process and
then during his time that he had been here subsequently.
[00:39:28]
T. A. Rosolowski, PhD
[00:39:29]
What type of leader is he?
[00:39:29]
Marshall Hicks, MD
[00:39:30]
You know, we’re different styles and that’s one thing the vice chancellor said, we’re kind of a
complementary pair. He’s an extrovert. He’s definitely more sort of action now, action soon,
let’s keep things moving, and I’m more reflective and kind of introverted, need to process it,
need to think about it. We’re both, I think we’re both open and honest with each other and I
think with—in our dealings with other. So we could talk. We didn’t often have differences but
we could talk about it and talk through it. I think we thought --and think-- much more alike than
not. The other key thing: when I met with the leadership group the first time --the president’s
team-- was the principle was “institution first.” That’s definitely Steve, and so that’s --when
you’re aligned like that, and you both are really saying we’re going to put the institution first in
all of our decision making and everything that we do, so that makes it easy in a sense. As hard
as these decisions were, and as hard, as difficult at time as it was, if that’s what guides you, then
at the end of the day, the decisions are a lot easier because that’s what you’re trying to do, is do
what’s best for the institution.
[00:41:09]
T. A. Rosolowski, PhD
[00:41:10]
Now you mentioned the president’s group. What was its official name or did it have an official
name?
[00:41:15]
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Marshall Hicks, MD
[00:41:15]
Yeah, it was the, I guess it was the Executive Leadership Team. Yeah, the Executive Leadership
Team.
[00:41:24]
T. A. Rosolowski, PhD
[00:41:25]
And who was part of that team?
[00:41:26]
Marshall Hicks, MD
[00:41:26]
That was my direct reports at that time. Early on it was all of the reports that reported to the
president, so we had the EVPs there, but after we transitioned the organization, it was Tadd
Pullin from Institutional Advancement. It was Mark Moreno from Government Affairs, it was
Steve Hayden from Legal and Compliance and Security, it was Steve Hahn, the COO, it was
Shibu Varghese from HR, Facilities and IT under him, and who else am I missing? Ben Nelson
of course, finance CFO, finance. Ben was a key hire. I think we talked about that.
[00:42:24]
T. A. Rosolowski, PhD
[00:42:24]
No, no. He’s been mentioned in other contexts too, as sort of a miracle worker.
[00:42:30]
Marshall Hicks, MD
[00:42:31]
He showed up, he had just retired from Children’s not too many months before and was being
asked to be on our Audit Committee. So I showed up for this Audit Committee, I don’t know,
three weeks into my role. It may not have even been that, and he was there, and I had known
him from when he was here before. So after the meeting, I spoke to him, said hello and said, can
you step into my office and said you know, would you help me find a CFO? He said sure, and so
we talked about it: what we wanted and all that sort of thing. A couple days later, I got an
inquiry from him basically, would you consider me as the CFO, and that was a pretty easy
decision at that point. We were down to—we had been interviewing, and he has the perfect
demeanor for the position. He’s engaging, he knows Anderson, so it was a great fit. I had him
interview with a couple of the Board of Regent kitchen cabinet members to get some familiarity
there and some input, but that was a huge hire, and so he became a big part of the team.
[00:44:00]
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T. A. Rosolowski, PhD
[00:44:00]
So tell me about working with this group and McChrystal, and what you were able to accomplish
obviously, yeah.
[00:44:13]
Marshall Hicks, MD
[00:44:13]
The group evolved over about a three month period. The McChrystal Group, a lot early on, was
working with a lot of us as individuals, and with the SGC primarily, as a focus to start, and then
as we started to realize that we needed to have a structure that reflected and supported our desire
to be transparent and to be empowering in the organization. Importantly, Dan Fontaine had
already announced his retirement, I think back in January, that he was going to be leaving after a
year. Dan had a big part of the organization. A lot of the direct reports actually, that ended up
reporting to me, had reported to Dan previously, in his executive vice president role. So Dan and
the other EVPs were involved in discussions about what should the organization—what’s the
optimal structure for the organization, at least in the transition period? Through discussions
there, that Jim Huggins facilitated, but he was like “I’m not going to advise on this, this is really
you-all’s decision.” But he would help say, “ let’s map out all the different pieces of the
organization and what makes sense.” So we went through that and decided what made sense to
put under what areas. For example under Shibu, it was support services. Every individual in the
institution needs IT facilities of some degree and HR services, so I just felt like that was a good
combo to put together at the time, and that ended up under Shibu. Then this whole concept of
day-to-day reporting to Steve Hahn, so the clinical operations and the research areas that really
did the day to day work of the institution’s mission, would report under Steve. Then support for
the organization in general would report to the president, the idea being that the president’s role
is mostly either supportive and outward looking, so there’s a lot of external responsibilities;
Steve’s was really in a way sort of downward looking, making sure the organization is running
on a day to day basis, with the support it needs. So that was it. We would meet, we had daily
huddles that started immediately really, with the original reporting group, and then as we
transitioned into sort of the new structure. We’d meet every day in one of the side conference
rooms at seven-thirty or eight and it was like ten minutes, fifteen minutes max, going around just
reporting: what was on your schedule that day, so people knew what everybody else was doing,
what the priority, and you would share. If somebody was going to be meeting with somebody
that I knew something about, I had met with somebody else last week, be able to tell them here’s
something that might help you, or just be aware, even a quick update from something that
happened yesterday. We did that every day, and then it morphed into us doing that three days;
Monday, Wednesday, Friday, and then Tuesday and Thursday we would have the president’s
meeting for an hour, hour and a half generally, to get into more depth and more detail. That was
kind of our routine for those few months.
[00:48:16]
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T. A. Rosolowski, PhD
[00:48:16]
Now you lay it all out and it sounds really simple, but I’m really curious, because this kind of
understanding, this more functional way of organizing the institution, I mean it certainly created
a lot of confusion for people who were not part of these conversations, had no insight.
[00:48:35]
Marshall Hicks, MD
[00:48:33]
Right.
[00:48:33]
T. A. Rosolowski, PhD
[00:48:37]
I guess what I want to know is was that an emerging logic? What was the process of figuring
that out?
[00:48:46]
Marshall Hicks, MD
[00:48:46]
It was done over, I mean this was—I think we announced it in June, and so it started really pretty
early, so probably late March. It was a couple-months process and it was a lot of us meeting, the
senior team that was there, EVPs, Shibu, Tadd, Steve Hahn, and me, and really trying to say
what’s the best shape for the organization. This is one thing we obviously did run past the
chancellor and vice chancellor: went over there and met with them, also met with the Board of
Visitors kitchen cabinet several times around, particularly Jim Mulva, who was the chair of the
group, chair of the Board of Visitors, in different iterations of it. It started to take shape over that
time period and then we announced the changes in June.
[00:49:45]
T. A. Rosolowski, PhD
[00:49:45]
What were people’s reactions as you presented this?
[00:49:50]
Marshall Hicks, MD
[00:49:52]
I think for most of them it seemed to make sense. Things were pretty siloed before, this had
some logic in terms of how the reporting relationships were and also, it flattened it. The
chancellor’s a big proponent of flattened organizations that he’s known from Team of Teams, so
this to him looked like the logical sort of way to support what we were trying to do with
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rebuilding trust and having transparency in the organization and having accountability for people
that had responsibility for those areas of the organization. In general, the response was very -it’s one of those things where we vetted it with a few people, division heads and Faculty Senate,
to talk about it at the leadership level there. But it wasn’t something—you know, we had some
pressure of trying to do something with particularly Dan’s group, because there was a risk of
people leaving if people --there was uncertainty, and they didn’t know what their role was going
to be with Dan. So we were trying to get some clarity about that.
[00:51:05]
T. A. Rosolowski, PhD
[00:51:05]
And for the record, Dan’s group included what?
[00:51:09]
Marshall Hicks, MD
[00:51:10]
It included Finance, so all the --then the CFO group was originally back under Dan when
Weldon Gage left, the CFO, about a year before. Legal and Compliance, HR, Facilities, IT, was
all under Dan. Some of the business development, a lot of the business development, was in –
[MD Anderson] Network development was under Dan. So there was a big piece of the
organization that were there and he was fielding questions about what happens to his reports
when he leaves. Of course he was going to be leaving in January, so we needed to decide what
that was going to look like and try to move on getting that done as soon as we could.
[00:52:19]
T. A. Rosolowski, PhD
[00:52:19]
Did you want to talk about setting the operational priorities and implementing this structural
change? It’s a massive task.
[00:52:31]
Marshall Hicks, MD
[00:52:32]
Yeah, yeah. That was something where, when we—the structural change, we did—most of the
roles were people who were already in those roles. That was maybe a different reporting
structure or a different alignment, like with Shibu’s area: having IT and Facilities separate,
reporting up to Dan, we combined them with HR under Shibu. Once Ben came in as CFO, that
reverted back to having that report to the president, which is traditionally the way it is in most
organizations. Under Steve, that was probably where a lot of the changes were made. The
division heads who had reported to two EVPs now reported up to Steve, so Steve ended up
having a lot of reports to him, and we did have two interims; the chief medical officer, which
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was Karen Lu, and then the chief academic officer, which was Giulio Draetta. We put those as
interim because they were new individuals in new roles, and with a new president coming in, we
might change the structure or change the individuals. We wanted to make sure that they had -that that person had that flexibility, but also those individuals could go back to their previous
roles and not lose an opportunity to continue to be in those roles. That was … Once we
announced, it was a fairly short implementation because that was, like I said a lot of the
individuals were either just staying in their role but changing the reporting structure. But there
were some changes that needed to be shifted around, and that creates anxiety there, no question.
It was --unfortunately, Steve was also traveling a lot during that time. His daughter was getting
married and he had some other things going on, so we had to make a change at the time when he
was here, but then he left. So I ended up having to manage some of that until he could get back
and so it was a bit chaotic there for sure afterwards. Even though we planned it and thought
we’d thought of everything, obviously things come up, questions come up and clarity of roles
needs to be done, reporting structures and things, so as you cascade down was sometimes a
challenge. Then you know if you’re not clear and you’re not really communicating effectively,
people assume things or make up things.
[00:55:20]
T. A. Rosolowski, PhD
[00:55:21]
There was a lot of uncertainty during that period, for people who had no part in conversations at
all, there was a lot of anxiety.
[00:55:31]
Marshall Hicks, MD
[00:55:34]
That made it a challenge, because there were also things that needed to change in the
organization, but we didn’t have a lot of time to work through it and that was why I had to get
clarity with the chancellor. There was—we had the ability to make changes that we needed to
make, even if it was in personnel, in order to move the organization forward, but it’s not
something where you can do a big vetting process for it, because we were under a lot of pressure
to turn things around financially. Some of that was going to happen as a result of what we
needed to do organizationally to change.
[00:56:38]
T. A. Rosolowski, PhD
[00:56:38]
What was an example of that?
[00:56:40]
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Marshall Hicks, MD
[00:56:41]
Off the record?
[00:56:41]
T. A. Rosolowski, PhD
[00:56:42]
Yeah we can, certainly, I’ll pause.
[00:56:45]
[The recorder is paused and the session is not resumed.]
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Marshall Hicks, MD
Interview Session Six: November 20, 2018
Chapter 00F
Interview Identifier

T. A. Rosolowski, PhD
[00:00:01]
I’m Tacey Ann Rosolowski and I am on the 16th floor, sitting with Dr. Marshall Hicks, for our
sixth session together, as we talk about the complexities of MD Anderson, what it’s going
through. Today is November 20, 2018, and the time is about eight minutes after five. Thank you
again for your time.
[00:00:23]
Marshall Hicks, MD
[00:00:23]
Oh, you’re welcome.
[00:00:24]
T. A. Rosolowski, PhD
[00:00:24]
Excuse me, eight minutes after four. I never reset my watch from going to Charleston, that was
what that’s about. All right.
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T. A. Rosolowski, PhD
[00:00:24]+
So, we were talking last time about the process of implementing the new shared governance
system, and I had neglected to ask you at the time, what were your views of that structure, if you
had any concerns. What you felt were its strengths, if you had any concerns about how it had
been designed. What were your thoughts about how it was actually going to be implemented?
[00:01:06]
Marshall Hicks, MD
[00:01:07]
This was the shared governance structure from the chancellor?
[00:1:09]
T. A. Rosolowski, PhD
[00:01:10]
Yeah.
[00:01:10]
Marshall Hicks, MD
[00:01:11]
The Shared Governance Committee was formed by him, I guess it was the summer of ’16. It
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was really just putting representation from different groups on there from the Executive Team,
from the Faculty Senate, Executive Committee, and then from division heads on there. It was
really to make sure there was representation, and it was formed as the foremost advisory group to
the president. But it was an advisory group, and over the ensuring months, really looked at some
of the issues that were brought out in the White Paper from the Faculty Senate. We formed
subcommittees and groups that worked on these particular issues and tried to bring solutions
back. I think it was a good start. We were finding our way and spent some time at the very
beginning defining more issues around --I mean defining confidentiality and the rules around
that and the principles. I think we probably spent a little too much time on the confidentiality
part because most of these issues, there’s nothing really that confidential around.
[00:02:32]
T. A. Rosolowski, PhD
[00:02:32]
I think you may have misunderstood, because we did talk about this part. I was referring to what
the Shared Governance Committee came up with in terms of a reorganization administratively.
[00:02:45]
Marshall Hicks, MD
[00:02:45]
Actually, the reorganization was done at the executive level, it wasn’t done out of the Shared
Governance Committee.
[00:02:52]

T. A. Rosolowski, PhD
[00:02:52]
Oh, okay.
[00:02:52]

Marshall Hicks, MD
[00:02:53]
The main driver for that, there were a couple drivers for that, but a main driver was the fact that
Dan Fontaine had announced his retirement, and he was one of the executive vice presidents at
the time who had a huge portfolio essentially, and so there were a number of his key leaders that
were—this was I guess in the spring of ’17 and he had announced his retirement for January
18th, and he had a number of people that were wondering what was going to happen.
[00:03:35]
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T. A. Rosolowski, PhD
[00:03:35]
Right.
[00:03:36]
Marshall Hicks, MD
[00:03:38]
And out of discussions with him, it became obvious that his portfolio was huge but how—it was
the opportunity really, to look at what was the best structure for the organization and the
transition going forward, and a way to also give some reassurance to some of his key leaders,
that we value them and wanted to retain them in roles here at the institution. But the reporting
structure was a question in how that was going to be done in the interim. So we knew that we
also had a situation where we had pretty deep siloes. We had three EVPs and we had a lot of
communication issues across those siloes, coming out of Epic, that was one of the perceived
main issues, was we had these silos, Business and Finance under Dan, the clinical under Tom
Buchholz [oral history interview] and then Ethan [Dmitrovksy; oral history interview] was the
academic side, but there was a lot of challenges --working through Epic, where you had the
clinical side and the finance side-- that needed to be communicating at multiple levels and it
wasn’t really happening as it needed to happen. Finance clearance is an example. Something
where you had the clinical teams that needed to be working with finance. That process had been
centralized, there were struggles with it. So we looked at the opportunity broadly to say what’s
the best structure that could get us through the transition, give us stability but also give us some
flexibility for coming out on the other side; and, particularly, transitioning Dan out of that role
because he wanted to be able to help with that transition and have that go on during the ensuing
months, up to his actual retirement in January, and not have it something that was left to us to
figure out afterwards. He wanted to be a part of that solution, which was a real credit I think, to
Dan’s leadership; and wanting to take care of his people to make sure that they had certainly or
some idea of what was going to happen, rather than leaving them in limbo, because we were at
risk of losing some good people there. So that was a main driver. Then the communication issue
and the siloed nature of it. Really, the discussions that we had as the leadership group at the
time, were of what was the best path forward. We actually looked at his portfolio and how it
might best be rearranged. Which sort of structure made sense for the organization and how we
could flatten the organization? That was something that --in discussions with the chancellor,
when I had run some drafts past him, that he found appealing, was flattening the organization.
That’s what he had done in the military in terms of the whole team of teams concept that came
out of the McChrystal Group. He was part of working for McChrystal and we talked about the
advantages of having a flattened organization structure and teams being able to identify who is in
charge and reach across and work with the team of teams concept. So that was something that
was appealing to me and seemed like the natural evolution of where we needed to go as we also
worked with the structure that the chancellor had put into place, which was the COO role, which
we talked about, which was Steve Hahn. The COO role was intended to try to pull those silos
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together, and it really was a challenge because we had not had anybody in that role before here.
Even though technically the EVPs still reported to the president, they were supposed to work
through the COO, and that was just something that was very difficult to work through for the
EVPs, as well as for the COO.
[00:08:00]
T. A. Rosolowski, PhD
[00:08:02]
Now are you talking in a practical sense or in more of a personal sense?
[00:08:06]
Marshall Hicks, MD
[00:08:07]
I think both. On a personal sense, when you have somebody that’s put into a role like that and
you’re supposed to work through them and you’ve, up to then been reporting directly to the
president and still do, on a reporting line, report there, but how do you work through that role. It
was really an integration role. But it was something I think that, as a leader, is probably difficult
to figure that out and we hadn’t had that structure before. Practically also, it’s how does this
work? What decisions are made where? So I think it was both. It was also, with Dan leaving
and the issues of frankly, working through the structure, it was what’s best for the institution?
That’s what my ask was. We had a sense of where things could fall through when I discussed it
with Dan. Shibu was a big part of it, being in HR and helping figure out --Shibu Varghese-what a structure might look like for the organization, and knew Dan’s portfolio well. So we had
some drafts we worked through that ended up shifting some of the things around. But at the end
of the day, I realized that we had to pull the entire team together, of my reports at the time, and
the reports to Steve, and say how are we going to—actually, there were no reports to Steve at the
time. So they were all my direct reports pulling together as a team and saying what would this
look like? What makes sense? And so we actually had little sticky notes. Jim Huggins from
McChrystal Group just did the facilitation basically. He didn’t do any of the advisement, but he
made sticky notes of all the different reporting lines to each of the EVPs and to the president.
We put them on a wall and we started grouping them according to what made sense together.
That’s when it came to the concept of having the COO having reports directly to him, as Steve
had responsibility for day to day operation. The reports to the president were more reports that
supported the overall function of the organization, not the day to day operations, and also were
more outward facing: Government Affairs is an example, and Development with Tadd [Pullin].
It ended up being split that way, where the day to day was under the COO, which was the way
that the chancellor had designed it. Then the president was more outward facing but also had a
team that supported the institution, like HR, IT, Facilities. Those would fall underneath Shibu at
the time. Compliance and Legal reported to the president because those supported more broadly,
the organization. Development and Finance with the CFO reporting, so all of those things,
Government Affairs, all of those things ended up in Strategy with Chris McKee. All of those
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things ended up reporting to the president because they support the organization in general,
whereas Steve had the clinical, the academic piece, some of the business development and the
[MD Anderson] Network and things like that. The day to day runnings of the organization,
whether they’re on the main campus or for satellites, our outreaches, and that seemed to make
sense to get through. We put a couple people … We looked at whether we could—it really
meant doing away with the EVP structure, and we looked at whether individuals could be in
roles, the two EVPs outside of Dan that were still here. They were involved in all of these
discussions, but it also became clear that they didn’t really—they weren’t really seeing it that
way. They thought that the way it was structured was working fine, and there was general
agreement with the rest of us really that it wasn’t working fine. So we had some of those
discussions with the group, saying we don’t see the communication piece. We have issues of
dealing with the finance piece, with financial clearance and things in Epic, and examples of
things of where we were so siloed that we weren’t really functioning together as an organization.
So it became pretty clear that that was a point of disagreement for the team. I can understand it,
you know if you have a piece of the organization and your view of it is that things are working
okay, that you didn’t see a need to change. But we also were hearing a lot out in the
organization, as I went out in the organization and talked to people, and knew this from my own
experiences before stepping into that role: that there were issues there and problems, and that we
needed to go a different direction. What ended up happening, even though we considered them
for lesser roles, as chief medical officer and chief academic officer, that we ended up deciding
that it was probably better to have other individuals in those roles. It’s very difficult to go to a
reduced role.
[00:14:19]
T. A. Rosolowski, PhD
[00:14:20]
Right.
[00:14:20]
Marshall Hicks, MD
[00:14:21]
That was part of the advice that I got actually, in talking to some of the Board of Visitors,
individuals that I talked to about this in terms of restructuring. That was one of the pieces of
advice that I got, was that it’s very difficult for people to adjust to reduced roles. So we ended
up making those added on positions, to give the new president flexibility, and also for those
individuals that stepped into those roles, at the time it was Karen Lu and Steve Sherman in the
clinical and the academic officer piece, respectively: made them an add-on because they were
both chairs, and if they wanted to go back to a chair role and not continue on permanently, but
also allow the president to appoint those roles or make changes as he or she would see fit. Most
of the other pieces of the organization, the individuals that went into those roles, were already in
a similar role, mostly under Dan. So when you look at Shibu for example, or Steve Hayden as
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the chief legal officer, he was already in that role. Ben [Nelson] was already in the role of CFO,
reporting to me. Tadd [Pullin] was already in that role, reporting to me previously, Mark
Moreno as Government Affairs, was already reporting to me, but at the time, the ones like Ferran
Prat, who was reporting to Dan, would report to Steve, because that was sort of more the day to
day. The individuals that fell under those roles that reported to Steve, most of whom were
already in that role reporting to Dan or they were already in those roles, reporting to Dan but
then reported to me in those same roles, like Tadd.
[00:16:13]
T. A. Rosolowski, PhD
[00:16:13]
So there was a kind of consistency there.
[00:16:15]
Marshall Hicks, MD
[00:16:15]
We tried to keep that, because we wanted to be as least disruptive. But we knew the issues in the
clinical arena, the chief medical officer and the chief academic officer, those were pieces where
there was some shifting around of things. For example, in the chief academic officer’s office,
Oliver Bogler [oral history interview] at the time, had oversight over conference services and
things like that, that we thought probably should go under facilities or other things. It’s
historically not—we didn’t really have the knowledge of why, but it really didn’t make sense.
There was some academic development components that really at the time, we were like let’s
work through it. Those are the things we’ve got to work through, whether that belongs in HR,
whether it still belongs in the CAOs office as a separate piece. One lesson out of that --and the
same thing with the chief medical officer’s area-- We knew there were going to be people that
were going to feel that they were going to need—we were going to need to do a good job of
communicating and explaining or else it was going to be confusing to people. In fact that’s what
ended up happening, frankly. Right after we released this, Steve was traveling a lot. Steve left, I
think he had a wedding in his family. His daughter was getting married, and there were some
things he had to do. So I ended up witnessing what it looks like when you’re trying to
implement that when you don’t have everybody all hands on deck, trying to make sure and stay
ahead of things and be able to talk to people as questions arise, as opposed to laying it out and
going and talking at forums. All that is great, but at the end of the day, the individuals that are
affected want to know. They have some questions where they want to know the answers and you
have to be available. If you don’t know you don’t know, but it’s talking them through: hey, we
need to talk through how this is going to work out. Because you can only at some levels go
down so far and then beyond that, it needs to happen within each shop: what makes sense for the
organization at that level. You can’t really think through every level.
[00:18:42]
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T. A. Rosolowski, PhD
[00:18:42]
It was hugely confusing.
[00:18:43]
Marshall Hicks, MD
[00:18:43]
It was, yeah.
[00:18:44]
T. A. Rosolowski, PhD
[00:18:44]
And as the farther down you went, I think the more worried people were about their jobs and
how all of this was going to trickle down, because it was really—the thought was if there is so
much turbulence in reorganization at these higher levels, what kind of decision making processes
are going to happen lower down. So yeah, it was a challenge and it’s endured. I mean I was
looking at the dates and Ronald DePinho resigned on March 8, 2017 and it’s over a year and a
half later and there’s still a feeling of turbulence in the institution.
[00:19:18]
Marshall Hicks, MD
[00:19:17]
Yeah, yeah, and I think there were two drivers that happened out of it: one is that we needed a
better system for managing the issues that we had at the time. A lot of them are financial issues
that we had to deal with, and better means of communication. So we had basically the two
reporting lines and a structure that we felt like would help us make sense through the transition.
I think what you see is it has to be—it’s communication and the clarity around that and
conveying that, and sometimes you need leaders—if you have leaders in roles where you have
issues to begin with, when you go through a transition like that and that leader is still in place,
it’s probably still going to be a problem, because they may not be onboard with it. They may not
want to support it, and if they’re not then communicating what you’re trying to convey or there’s
not consistency there, it can be a problem. That was actually a couple of the issues we saw with
individuals. We knew there were going to be problems. We didn’t want to make changes but
ultimately, those changes may have had to have happened. We were trying to be, even though it
may not seem like it, as least disruptive as possible, but still manage a transition where Dan was
retiring and we had to have a huge piece of the organization allocated to where there was
stability.

141

Interview Session: 06
Interview Date: November 20, 2018

Chapter 23
Challenges Implementing Change, the Influence of the Board of Visitors
B: Building the Institution;
Codes
C: Leadership; D: On Leadership;
A: Professional Values, Ethics, Purpose;
A: Professional Path; C: Evolution of Career;
B: MD Anderson Culture;
B: Building/Transforming the Institution;
B: Multi-disciplinary Approaches;
B: Growth and/or Change;
B: Obstacles, Challenges;
B: Institutional Politics;
B: Controversy;
B: Institutional Mission and Values;
C: Understanding the Institution;

Marshall Hicks, MD
[00:19:17]+
Then we also had other leaders that we felt weren’t really onboard with trying to make some
changes in the organization, and understandably so. I also had a lot of feedback from out in the
organization, including the Executive Committee and the Faculty Senate, including other chairs
and division heads, where we needed to make those changes because it wasn’t working there.
When you think about it, that was done in two and half months. It was done in June, and we had
to move pretty quickly if we were going to turn things around. This was done with a lot of
discussion with the chancellor and the vice chancellor. And, again, they asked questions, but
they were supportive of what we were trying to do. It made sense to them. The same thing with
the Board of Visitors Kitchen Cabinet. I talked to them at least three times about this and --even
the proposed changes, including roles that needed a change. That ended up, at the end when we
did this, to be problematic, because even though I had gone over it with them, just the timing of
it, when we met and when we were going to announce the changes, was basically two days later.
They, at the last minute, there was—they had concerns. It was difficult for me to understand
those concerns because I think it was more, at the end of the day, it was more about how it was
being handled and the discussions with the individuals involved, rather than the actual changes.
[00:23:21]
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T. A. Rosolowski, PhD
[00:23:23]
Let me ask you just a couple of practical questions. Who are the individuals who you put into
the Kitchen Cabinet, I’m not aware of who actually is part of that.
[00:23:32]
Marshall Hicks, MD
[00:23:32]
That’s the Board of Visitors, the chair of the Board of Visitors, which was Jim Mulva, formed
what’s called his Kitchen Cabinet, which was really past chairs and future chairs primarily, of
the Board of Visitors. He formed it as a small group that had not existed before he became the
president of the Board of Visitors.
[00:23:59]
T. A. Rosolowski, PhD
[00:23:59]
And when did he become president, do you recall?
[00:24:01]
Marshall Hicks, MD
[00:24:00]
I think it was about a year before or less than a year before, so I think it was ’16, I think.
[00:24:08]
T. A. Rosolowski, PhD
[00:24:08]
Two thousand sixteen. And I’m sorry, his name again?
[00:24:10]
Marshall Hicks, MD
[00:24:11]
Jim Mulva, M-U-L-V-A.
[00:24:12]

T. A. Rosolowski, PhD
[00:24:13]
Okay. I hadn’t heard that name, okay.
[00:24:15]
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Marshall Hicks, MD
[00:24:16]
He did it, I think to try to advise Ron [DePinho; oral history interview] because of the concerns,
the financial issues. Normally --the Board of Visitors, as you know, is a huge group of what, 250
or whatever. Then there’s an Executive Committee, and normally it was the Executive
Committee that would meet and advise --that was the chairs of the different committees within
the Board of Visitors. He formed a small group to meet more frequently with the president and
advise. These are individuals that led corporations, and they’re used to being able to give advice
and have it followed. I had a good relationship with them, but at this point it became a bit
contentious. We have a procedure that historically we go through when we make these changes,
when you’re taking people and removing them from a role at that level, where it’s managed in a
certain way with HR and Legal.
[00:25:24]
T. A. Rosolowski, PhD
[00:25:29]
So their concerns were specifically about Tom Buchholz [oral history interview] and Ethan
Dmitrovsky [oral history interview].
[00:25:36]
Marshall Hicks, MD
[00:25:35]
Ethan, yeah. Their concern was to have them more involved, rather than telling them that this is
what we’re going to do. Even though I think that they had been involved in discussions where
we had talked about a lesser role for those EVPs, so I think they were aware we were talking
about making changes, that they wanted them—and I think it was a fair point. They wanted
them to make sure that we gave them the opportunity to help with communication and
announcements. The advice I was given from our team who dealt with those things in the past,
from the legal standpoint, an HR standpoint, was that there was concern that there was a risk
there. That if you telegraphed it too much or talked with them days in advance, that there might
be opportunities for it not to be managed in a way that was best for the organization. You know,
individuals may say things or do things.
[00:26:47]

T. A. Rosolowski, PhD
[00:25:48]
Sure.
[00:25:48]
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Marshall Hicks, MD
[00:25:49]
At the end of the day, I just decided, after the discussion with the Board of Visitors, that we were
going to pause and I was going to talk to the two individuals and then get them engaged in how
they wanted this to be announced and managed going forward.
[00:27:06]
T. A. Rosolowski, PhD
[00:27:07]
Let me ask you, why do you think the Board of Visitors was so concerned about these two
individuals in particular?
[00:27:13]
Marshall Hicks, MD
[00:27:15]
I think it was relationships that they had not only with Ron, because they were part of Ron’s
team, but also a couple of the Board of Visitors had been on committees where these individuals
were the chair of the committee or part of a committee where they had developed a relationship
with them. Even though the feedback I got on an individual level was this was probably a
necessary change at the time, when the group got together and heard it and again, they were
more concerned that we were going to talk to them that morning and then announce it that same
day, as opposed to talk to them, get them involved in how we might communicate it and frame it
and talk about a role for them. I think that was a valid point. The risk that I was advised was
probably not high enough risk to warrant not being more—I mean these are colleagues, these are
friends of mine.
[00:28:24]
T. A. Rosolowski, PhD
[00:28:25]
Right.
[00:28:25]
Marshall Hicks, MD
[00:28:25]
People that I wanted to treat with respect. So the decision I made at the end of these discussions
was that obviously I wanted to treat them the way that I would want to be treated. That’s
ultimately what drove the decision to say, hey let’s talk to them and we’ll have a day to kind of
plan all this and manage it and make sure that they’re involved in communicating how we want
to announce it.
[00:28:54]
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T. A. Rosolowski, PhD
[00:28:54]
It’s a hugely delicate situation, I mean really a challenge. What were your main concerns? You
talked about treating everyone with respect, but I mean for yourself, what did you find
particularly challenging about this?
[00:28:11]
Marshall Hicks, MD
[00:28:12]
They were, they were friends and colleagues and my former bosses, and now it’s a reversed role.
I was always trying to do what was best for the organization. At that point it was just very
difficult to move forward with them not wanting to be on the same page and to acknowledge and
to be part of solutions, as opposed to wanting to keep it the way it was. That was just not
working. We needed to move in a different direction, and it was hard, knowing that that was the
best thing for the organization, but these were individuals that you wanted to treat with respect
and dignity through this. You put yourself in their situation and it’s hard. It’s very difficult, but
yet, I didn’t feel like it at the time, even though we talked about putting them in reduced roles
and I talked to the Kitchen Cabinet about the chance for a vice chancellor, different options and
so forth. It was felt that that wasn’t going to be a solution because you’re putting them in roles
where they still have significant responsibility over those areas and if there were concerns about
that presently, that that wasn’t really going to be something that was going to necessarily be an
effective solution.
[00:30:43]
T. A. Rosolowski, PhD
[00:30:43]
Yeah, you really need to guarantee alignment early in the game.
[00:30:47]
Marshall Hicks, MD
[00:30:47]
Exactly. So that was it and balancing that against what you’re advised by people who have
managed situations like this multiple times in the past where you don’t, as an organization, want
to be vulnerable to information that gets out there that may not be accurate or that isn’t being
representative of what was being done at the organization at the restructuring level.
[00:31:22]
T. A. Rosolowski, PhD
[00:31:24]
As you look back, is there something that you would have handled differently going through that
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challenge?
[00:31:32]
Marshall Hicks, MD
[00:31:33]
I think you always look back and wonder. You know, the conversations. Were you explicit
enough? How do you think this is working? Even though you have topics and things that you
discussed that weren’t going to well, that you would point out the obvious even a little bit:
what’s your perception and how do you think this is working? Some of the conversations
seemed circular at the time and you wondered how could you have done a better job of
communicating that this is not a level of performance that is acceptable or that is helping the
institution move forward. There are things we need to pay attention to in certain areas. I think
people see things that they want to see and they hear things they want to hear. Even though you
can have conversations with them and be pretty explicit, in retrospect you wonder if it was
explicit enough. It generally probably is enough. People should be getting that message. I
mean, these are executive-level physicians in senior leadership positions in the organization. At
these levels they have to have a situational awareness and understand that you need to be
supportive. At the very least, are going to be asking what it is that I need to be doing, to help us
move through the transition because it was a very difficult time. I think it was probably difficult
to accept, when you’ve been in certain roles, at certain levels where it’s difficult to accept
significant change like that to happen, that led to change in the presidency. But even historically,
looking back even when the chancellor was involved in discussions --when we’d gone over to
talk to him in the summer of ’16-- that generated the governance structure, there was that same
resistance to change and listening which persisted and led to the inability to be able to move
forward with changes.
[00:34:38]
T. A. Rosolowski, PhD
[00:34:39]
Yeah, that’s interesting. I mean it makes you wonder what that was about, particularly if it
emerged early in the process, when some kind of openness to the change that was coming could
have secured their jobs.
[00:34:53]

Marshall Hicks, MD
[00:34:54]
Right.
[00:34:54]
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T. A. Rosolowski, PhD
[00:34:54]
So what was that resistance about?
[00:34:58]
Marshall Hicks, MD
[00:34:59]
The chancellor and the vice chancellor just wanted us to be fair, wanted me to be fair. I
promised that I would give them a chance and I did. But when we’re still struggling and we
were trying to make changes and do things, and even set—you know we had a morning huddle
where everybody would contribute. It was pretty obvious that the sharing of information and the
different things we were all trying to do wasn’t really something that they were buying into even.
So you see these behaviors and it’s what they’re contributing and acknowledging, or not
acknowledging that maybe things could be better, that there were issues or problems.
[00:35:48]
T. A. Rosolowski, PhD
[00:35:48]
And it sounds like they were not buying in to basic values of the process that everyone was—
because you’ve talked about the importance of creating this team and transparency and all of
that, and so those aren’t good signs that these individuals want to take part in it at that level, for
whatever reason.
[00:36:05]
Marshall Hicks, MD
[00:36:05]
Yeah, for whatever reason. It was difficult. It’s understandable, but you had to just take a step
back and say, “we’re really going to do this based on what we think is best for the organization,
best for the institution,” because you can’t let the personalities get in the way or your own
emotions about individuals and even the restructuring. We had to do something that was going
to keep us stable through it. Even though I think as it rolls out --the communication-- we tried to
do the best we could. We had obviously had the communications group involved, and we had
forums and we had meetings with chairs, meetings with pieces of the organization. But it really
does, as it cascades out, become more and more dependent on individuals out in the organization.
There were clearly quite a number that --these were their silos. These were their pieces of the
organization, and you could understand that they would be intimidated at the least and maybe
fearful of losing their job, as you mentioned, at the most, or just didn’t agree with it. Maybe also
thought everything was fine and why does this have to happen.
[00:37:41]
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T. A. Rosolowski, PhD
[00:37:41]
Well it’s funny, you know in talking to people at all stages and the reflections on changes in the
institution, I think it’s hard, when you’ve spent many years in a position, not to have a
proprietary sense about what you’ve created. I mean even if you’re not a mini-king over a
fiefdom or kingdom, still it’s a sense that you’ve built something, and you did it for a reason, and
suddenly it has to be changed, and so there can be some real resistance to that. There’s a sense
of grieving and you know, does the change mean I failed, you know all of those questions that do
come up for people.
[00:38:20]
Marshall Hicks, MD
[00:38:22]
Well, my thought was, Ron did not fail alone. He had a team, and just because one person in that
team who is the leader of the team, that leader still depends on the team to help him or her. I
think that’s ultimately, when I looked at it—and I had input. I remember the Executive
Committee and the Faculty Senate, we were talking about we vetted this with certain groups.
We didn’t vet it with the entire groups, but we vetted it with certain chairs and certain division
heads and certain Executive Committee members, the Faculty Senate. Because we were asked to
kind of socialize it a bit and see. When we talked about possible reduced roles, I remember the
Executive Committee of the Faculty Senate was on the verge of a no confidence vote on the
EVPs, and I had to look at that as well. It wasn’t the only factor but when I knew that that view
was shared by other division heads and chairs. It wasn’t that this was something that was
pervasive: there was a lack of trust, there was a lack of confidence that if I didn’t do something
fairly soon, it could precipitate another round of painful embarrassments for the organization,
because that’s the sort of stuff that would get out into the papers and so forth. Again, it wasn’t
the reason for the change, but it was one factor that was likely best for the organization. After it
happened, I had a lot of leaders in the organization --and these were respected leaders, these were
chairs, administrators-- that came up to me and said that it was the right thing to do. It was
painful but it was the right thing to do. These are people that I respected and worked with a long
time, that made me understand that as much as people don’t want anybody to lose their job --and
they didn’t lose their position here, both faculty members, but they lost their administrative roles- and so it wasn’t like they were losing their job here. They were just losing a role.
[00:40:52]
T. A. Rosolowski, PhD
[00:40:52]
Right.
[00:40:52]
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Marshall Hicks, MD
[00:40:52]
And as painful as that was, people felt like it was the right thing to do for the organization.
[00:41:01]
T. A. Rosolowski, PhD
[00:41:02]
Am I correct in understanding that this discussion and turbulence surrounding what to do about
Tom Buchholz and Ethan Dmitrovsky was really that last symbolic piece before the organization
could really move ahead, because it’s sounding like it was kind of the watershed.
[00:41:21]
Marshall Hicks, MD
[00:41:22]
I think so, because it was still what was not working well in people’s minds, who felt that this
was still, it was still siloed, it was still not transparent. There were things there that were --if we
were really going to get to a place where we had a flattened organization where there’s
transparency, where there was openness and sharing of information-- that that part of it had to
kind of go. That was like I said, part of what people perceived as why we failed. You know,
why you failed was still there in people’s minds.
[00:42:12]
T. A. Rosolowski, PhD
[00:42:12]
And they were both very, very closely associated with Dr. DePinho.
[00:42:17]
Marshall Hicks, MD
[00:42:18]
Correct.
[00:42:20]
T. A. Rosolowski, PhD
[00:42:18]
So it’s symbolic in that sense as well, I mean whatever values they held, there was that
association.
[00:42:26]
Marshall Hicks, MD
[00:42:28]
And with each other too. They were often projecting a very symbolic sense of camaraderie and
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close collaboration. There’s no question in my mind they both wanted the best for the
organization. But it became a point where if people felt like we couldn’t move forward unless
we made that change --and I think it was not only change in personnel, it was a change in the
structure to where it freed us up from having these silos-- where things had to go up and over,
where people wouldn’t talk to each other or share information. We had to do something that
symbolized a different way of operating.
[00:43:20]
T. A. Rosolowski, PhD
[00:43:23]
Now aside from this enormous challenge that you had to address, were there other difficulties
you anticipated with implementing this new structure, or things that you thought were going to
go really smoothly?
[00:43:43]
Marshall Hicks, MD
[00:43:46]
Well, we were concerned about how this would be—and the Board of Visitors, the Kitchen
Cabinet was very concerned about how this will be perceived publicly.
[00:43:57]
T. A. Rosolowski, PhD
[00:43:58]
Oh really? What were the concerns about that?
[00:44:01]
Marshall Hicks, MD
[00:44:02]
That this was something, this was newsworthy, and it was one more thing that was going to look
bad here. In fact there was an article, I can’t remember if it was only electronic, but it said
something like “DePinho’s lieutenants removed,” and it was one article and that was it, so it was
a blip, but they were very concerned. We were having daily calls with them because they
thought this was, within the organization, going to create a lot of turmoil. I understand there was
confusion, but it was also again, the feedback, there was a lot of positive feedback around it too.
Ultimately, even --they announced at the next executive meeting of the Board of Visitors, Jim
Mulva even said this was the right thing to do for the organization, to make this change, because
it positioned us in a better. He said this in front of the group-- that in retrospect it was the right
decision. They anticipated more issues with it than we did, because we knew that what we were
hearing inside the organization was that we needed to make this change. Ultimately, they said it
really helped the transition to the new president a lot easier, as much as it was confusing, as
much as (inaudible), the reality was, I think that that’s probably true. I mean if you end up with
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Peter [Pisters] coming in, he made some rearrangements. He’s made some different changes, but
he’s really not had to do any changes that resulted in people losing their roles. We had set it up
so that there were some interims and there were also the ability to move things around. Some of
those tough decisions like that were made in order to be able to free us up from being able to
move forward, as opposed to have that linger, which was ultimately --I didn’t want to hand
anything over to a new president that I knew I could have done something to change that would
have been better for the organization.
[00:46:21]
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T. A. Rosolowski, PhD
[00:46:22]
Had the process of searching for the new president already begun at this point?
[00:46:27]
Marshall Hicks, MD
[00:46:28]
I think it was yes. They had just formed the committee and the committee was, I think—yes the
committee had met. They were going to start interviews, I think in July, so they moved pretty
quickly, they moved very quickly. But yeah, the search process had been started. We didn’t
know how quickly they were going to move. They were anticipating that it would be probably
early calendar year before they would get somebody in, and they ended up getting somebody in
sooner, obviously. As it often happens with that level, whoever is coming here probably wants
to get out of their organization pretty quickly too.
[00:47:12]
T. A. Rosolowski, PhD
[00:47:13]
Had you entertained thoughts of applying for the permanent presidency?
[00:47:17]
Marshall Hicks, MD
[00:47:18]
Well initially, initially, when I talked to Greenberg about it, first of all I didn’t know if I’d like it.
I didn’t know if I’d be any good at it and I didn’t know what it was about. Really, it’s a big role.
You don’t know if it’s something that is appealing. When I got into the role and realized that it’s
a lot about the same things with leadership at any level, and a lot of it is around people and
processes, I did have thoughts about it at the time. At the time initially, I think Greenberg was
concerned, and I was too, that any decision you would make or anything that would happen
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would be perceived as being done out of my interests as opposed to the interests of the
organization. I think they just didn’t want to have that be an issue.
[00:48:29]
T. A. Rosolowski, PhD
[00:48:31]
Right. So was that --you just decided not to pursue for that reason yourself, or were you
counseled not to?
[00:48:39]
Marshall Hicks, MD
[00:48:41]
This was the initial conversation before I even accepted. Greenberg and I were just talking and
he said, “It’s probably better that you’re not a declared candidate because then people will
perceive it potentially or you’re going to be focused on that and not on helping the organization.”
That made sense. It all happened very quickly, as we’ve discussed, in a matter of a few days, so
it wasn’t like that was a major thing for me. It was more did I think I could offer anything to
help in the interim, and did I think I could do a good enough job to accept it and so forth. So I
was really focusing on that and whether it was the right thing for the organization and not as
much on any of the other things around it.
[00:49:46]
T. A. Rosolowski, PhD
[00:49:45]
Sure. But I could imagine, like with any initiative of this kind, I mean you talked about that
profound sense of commitment that you and the individuals on the Shared Governance
Committee felt when suddenly you realized wow, we’re really involved here, in saving the
institution. You have a real investment, and I can imagine that you would had a sense, said yeah
I want to go further with this, see it through. So I could imagine there is some momentum that
comes with that.
[00:50:21]
Marshall Hicks, MD
[00:50:22]
Yeah, and even though that wasn’t … When I got into the role and realized that I’ve always liked
challenges, I’ve never really shied away from making tough decisions in a role like that. It
energizes me to be able to feel like I’m contributing to the institution improving. Initially,
obviously it wasn’t about making any tough decisions about individuals. It was about making
tough decisions for the institution, about what do we need to do to get out of this crisis. And
then I realized that you see a different world, but it’s just different levels of risk primarily and
different things for the organization. It’s managing. It’s pulling a team together and just doing
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the same things that I had done at every other level, but it had to be a team. That was the first
thing I told the group: is that we’re going to be a team and that’s my expectation. That was the
first meeting we had and then that was one of the things we laid out at the forum that first week
as well. We were striving to develop a team-based culture because that’s how successful
organizations function. So as I got into it and realized that —and I got a lot of positive feedback.
I got a lot of encouragement actually, to consider it, but I don’t think you ever know. If
anything, being in that role in an interim capacity can be a blessing in that sense because you
don’t have to commit to it: to find out what it’s really all about and to discover whether it’s
something.
[00:52:23]
The concerns that Greenberg and I talked about, because he knew this, is I’m an introvert and
you have to be “on.” I had just read the book Quiet. I don’t know if we talked about that. That
helped me prepare my day and my schedule and my team to --what sort of cadence works for
me, so that I can make sure that I can be on when I need to be on, and then I can recharge when I
need to recharge. Actually, I’ve enjoyed the interactions. Enjoyed even the public speaking and
the events that you do, as long as I’m prepared. But a certain amount of that job is being in the
unprepared moment too, so you had to be willing to accept that. But if you can be prepared 90
percent of the time for stuff, then as an introvert, I can deal with that. I can work with that. But
if you’re in an interview or in a situation like that, where it’s a little less controlled, with the
media or something, then you have to be prepared to be unprepared. But for most of the
speaking and engagements and the ceremonies and different things like that, as long as you’re
prepared and know what your responsibilities are and what you’re going to say, it becomes
enjoyable at that point because you’re representing a wonderful institution and meeting really
neat people and caring people, so that part, I mean—
[00:54:00]
T. A. Rosolowski, PhD
[00:54:02]
So you never put in an application for the presidency.
[00:54:04]
Marshall Hicks, MD
[00:54:05]
I did.
[00:54:05]
T. A. Rosolowski, PhD
[00:54:05]
Oh, you did put in.
[00:54:06]
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Marshall Hicks, MD
[00:54:07]
I ultimately did. I talked to Greenberg late. It was pretty late in the process, but he had come
over for another reason and I said, you know I struggled with this, because I actually had more
than a couple of the Board of Visitors Kitchen Cabinet actually tell me that they—encouraged
me. Now this was before the change with Tom and Ethan, so that may have affected some
things. But they actually encouraged me to, and I had people out in the organization encouraging
me to. The concern was that—and even when I talked to the Board of Regents, a couple of
Board of Regents, about totally unrelated things and they’d say, ‘What’s going on down there,”
there was an expression that we really needed to get somebody from within, who knows the
organization and understands the organization. Because their perception was that somebody
coming from outside, like with Ron, could repeat the same sort of issues that we didn’t
understand. So at the time, there wasn’t any obvious connection that there was somebody out
there that could come in, like Peter [Pisters], who had been here long enough. Part of it was
well, if I’m being encouraged and there’s support for having an internal candidate, I’ll put my
name in and see. I made it to the finals and interviewed but that was with the first round of
interviews. But the reality was, I didn’t have a track record very long at that time, it was three
months, four months or whatever, in that role.
[00:56:04]
T. A. Rosolowski, PhD
[00:56:03]
Sure.
[00:56:04]
Marshall Hicks, MD
[00:56:04]
There are other people like Peter, who had been doing it two years, three years, or something like
that, and others. So it was nice of people to think of me and encourage me, but the expectation
wasn’t high, I guess on it. My biggest concern was whether or not somebody who came in here
needed to really understand the organization or we could potentially repeat some of the issues
that led to problems in the past.
[00:56:38]

T. A. Rosolowski, PhD
[00:56:43]
Shall we leave it there for today?
[00:56:44]
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Marshall Hicks, MD
[00:56:44]
Sure.
[00:56:44]
T. A. Rosolowski, PhD
[00:56:45]
It’s five after five.
[00:56:46]
Marshall Hicks, MD
[00:56:46]
Oh, okay, yeah.
[00:56:47]
T. A. Rosolowski, PhD
[00:56:47]
Yeah, yeah. Well thank you.
[00:56:49]
Marshall Hicks, MD
[00:56:49]
Yeah, thank you.
[00:56:50]
T. A. Rosolowski, PhD
[00:56:50]
This was a tough period to reflect on.
[00:56:54]
Marshall Hicks, MD
[00:56:54]
I actually called one of the Board of Visitors, Don Evans, who was I guess the president the next
year, because he had been somebody encouraging me and I had a lot of respect for him. I called
him before I talked to Greenberg, because I said my concern is that even on the Board of
Visitors, that people would now perceive anything that I did --and he reassured me and he said
yeah that’s a potential. But he says, “People, know you and they know that that’s not the way
you operate.” That was my biggest fear, real or perceive it doesn’t matter, right?
[00:57:41]
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T. A. Rosolowski, PhD
[00:57:41]
Right.
[00:57:41]
Marshall Hicks, MD
[00:57:42]
I didn’t want to lose my ability to be viewed as doing the best thing for the organization and the
confidence that people had in that. That was a tough decision, to do that. If I hadn’t had a lot of
individuals like him encouraging me, I wouldn’t have done it. The reality is, it gets into
committees and boards and all these sort of things that are outside of the organization, and I
don’t think they always know the insides of the organization, so they can’t really understand
some of those concerns. Certainly Don did, from knowing the culture of the organization and
different pieces. It’s interesting, how those processes that organizations go through in selecting
new leaders, that oftentimes, they’re focused on other things and not things that some people
within the organization are more focused about and there’s just that disconnect.
[00:59:05]
T. A. Rosolowski, PhD
[00:59:04]
Absolutely. Someone I interviewed quite early in my involvement with the project said that MD
Anderson has always had the president it needed for the historical moment. I think I mentioned,
in one of the sessions we had, that when I saw you at the first forum, after you had accepted the
interim presidency, I thought oh yeah, this makes perfect sense. Because you have that internal
reputation as a person who could be trusted, a person who was always a straight shooter, very
team-based, a complete opposite from what Ronald DePinho had. So you were the antidote, you
know? It made sense.
[00:59:46]
Marshall Hicks, MD
[00:59:46]
That’s interesting, yeah.
[00:59:47]
T. A. Rosolowski, PhD
[00:59:47]
It made perfect sense. And the confidence and calmness, and I think that instilled in people, it’s
really, really important. So I completely understand, when you’re thinking about well, if I put
my hat in the ring for this, is that going to be compromised. Is this real reputation that I have
going to be compromised and affect my ability to act? So all of these things, you know, you
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have no control over that stuff.
[01:00:14]
Marshall Hicks, MD
[01:00:13]
You have no control. Somebody else told me that—it was Leon Leach [oral history interview]
actually, a former EVP, said—you know he had encouraged me. He said but you have to decide
are you—if you don’t get it, are you going to be more disappointed than you would be regretful
if you didn’t put your name in? I ultimately decided what will happen will happen, and I don’t
want to have any regrets about doing it --other than I think if I had known that in retrospect,
there’s a part of me that says it probably would have been better not to because when you’re
going through a time like that and you’re making tough decisions, there is no way you come
through that without feeling like you’ve lost a part of yourself. You come through with a heavy
heart because of all the things that the organization is going through. You feel like it’s probably
better just to stay focused on that, and just do your job, and get through it and move on, as
opposed to entertaining any thoughts about that or being involved in any of that discussion.
There will be things that happen and you really can’t let yourself be distracted, if that’s the word,
because you never know what’s going to happen or what you’re going to be asked to do; and if it
did come out that you were a candidate, that it would be perceived in ways that are not good for
the organization, even though it’s a confidential process supposedly and all that. It’s like that
was always the biggest risk and I didn’t want to be compromising it. But more so because I
think you come through it and just feel like it was an exhausting time. You have things that
happen to you and decisions you’re making that may be best not complicated by considering
something like that. I don’t know, it’s hard to explain.
[01:03:16]
T. A. Rosolowski, PhD
[01:03:16]
Well I’m grateful to you sharing these thoughts, because I think the experience of leadership is
so complicated and something that most people never have the opportunity to take part in, so
they don’t understand it. I think some of the confusion is maybe there isn’t a lot of language for
these things, and repressions.
[01:03:38]
Marshall Hicks, MD
[01:03:39]
I’m sure every situation is unique and this one was no different. Even the situation where we got
into when we made the changes was --the reactions were kind of all over the map with it.
Somewhat unpredictable in certain corners that maybe you didn’t predict it would be that way.
You leave a piece of yourself with all these decisions, and you’re right. I think sometimes it’s
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the role that it’s the right leader for the right moment. McChrystal’s new book is about that.
[01:04:30]
T. A. Rosolowski, PhD
[01:04:30]
Oh really? Oh, interesting, huh.
[01:04:32]
Marshall Hicks, MD
[01:04:33]
You know not every—if you put Winston Churchill at a different time in history, it might have
just been really not good. Certain people have strengths for certain times and I think --I’m
anxious to read, he sent me a copy and I’m anxious to read it. But I think he looks at different
leaders through history and has come to that conclusion, and I think it’s no different for an
organization like us, than it is any other leadership role.
[01:05:09]
T. A. Rosolowski, PhD
[01:05:10]
Well thank you for your time today.
[01:05:12]
Marshall Hicks, MD
[01:05:13]
Yeah, good to see you, thanks.
[01:05:14]
T. A. Rosolowski, PhD
[01:05:15]
Good to see you too. For the record, I’m saying that I’m turning off the recorder at about twelve
minutes after five.
[01:05:20]

160

Interview Session: 07
Interview Date: January 17, 2019

Marshall Hicks, MD
Interview Session Seven: January 17, 2019
Chapter 00G
Interview Identifier

T. A. Rosolowski, PhD
[00:00:01]
Today is January 17th—I’m remembering the date, 2019, and I’m on the 16th floor in the
Division of Diagnostic Imagine, for my seventh session with Dr. Marshall Hicks, so thank you
very much. I’m Tacey Ann Rosolowski and the time is five minutes after ten.
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Chapter 25
A Follow Up on Being Recruited for President and Views on Harvey
B: Building the Institution;
Codes
C: Leadership; D: On Leadership;
D: Ethics;
C: Professional Practice; C: The Professional at Work;
A: Professional Values, Ethics, Purpose;
B: The Business of MD Anderson; C: The Institution and Finances;

T. A. Rosolowski, PhD
[00:00:01]+
So, you were saying that you had another thought after our last conversation.
[00:00:23]
Marshall Hicks, MD
[00:00:23]
Right. We were talking about whether I was a candidate and it occurred to me after we talked
that the reason I had to make a decision was because my name was submitted and the recruiter
called me and asked. And I knew people copied me and told me they were going to submit my
name, and I wasn’t surprised in a sense but I had not planned on submitting my name because of
the earlier discussions. Then I got to—when they asked me, I actually talked to the recruiter
about it because of concerns that I had that it might influence people’s perception of how I was
managing or making decisions and things. And talked to Executive Vice Chancellor Greenberg
about it and a couple of Board of Visitors as well, before I decided. So that was what prompted
it. It wasn’t like I decided I wanted to put my name in the hat. I had to kind of make a decision
on whether I was going to accept a nomination or whatever, so.
[00:01:20]

T. A. Rosolowski, PhD
[00:01:21]
Okay, yeah, no that clarifies a lot because that kind of got lost in our conversation last time.
Interesting. Well obviously, you had people who were very interested in having you take on that
role and that’s kind of a nice vote of confidence.
[00:01:38]
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Marshall Hicks, MD
[00:01:38]
Yeah, no it was. That was incredible support that was there with people. I think people, as we
were starting to recover and start to make some progress, that people felt like things were starting
to go in the right direction. I think that was probably a bit of a vote of confidence about that. I
think it was also just people coming together and making it. We had to, we had to come out of it,
and there was a lot of work to do and a lot of people were involved and committed to making it
turn around.
[00:02:30]
T. A. Rosolowski, PhD
[00:02:31]
So tell me about the next stage, I mean after the decision. The new president, Peter Pisters, had
been selected, and you had said that a lot of the work that you and the Shared Governance
Committee were involved in prior to the search for the new president was about trying to set
things in place, so whoever came would be stepping into a solid base. So tell me about those
months before Dr. Pisters arrived, what are sort of the final touches on that?
[00:03:00]
Marshall Hicks, MD
[00:03:00]
I think actually right after he was named we had [Hurricane] Harvey, and so that was like
literally the next week I think or two weeks at the most, so that ended up taking a lot of acute
attention on that.
[00:03:17]
T. A. Rosolowski, PhD
[00:03:17]
Tell me about Harvey.
[00:03:19]
Marshall Hicks, MD
[00:03:19]
Well I mean it came up pretty suddenly and it caught us by surprise. I remember sitting at a
briefing on Friday afternoon and then had a follow-up call I think earlier that day. It was felt that
once it was determined that we were probably going to be in the path, then they were calculating
based on estimates of rainfall per hours and whether that would be enough for the bayous to
breach and to have any sort of significant flooding. The estimates were, I think through our time
on Saturday --at least early morning on Saturday or midday on Saturday, as I recall through that
time-- that the rainfall amounts were going to be below what would trigger flooding off the
bayous and stuff. Obviously, Saturday night was kind of a deluge. Then Sunday morning,
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waking up to see that this was—so it caught us off guard. Fortunately, there was enough people
in the Clinical Service that some people had anticipated and came in. We had enough people
here to sustain operations but it was thin. Getting people in and out was very problematic, so we
had to make do with who was in, and that became our ride-out team. We didn’t have enough
time to really declare a ride-out and have people change because the weather changed so quickly.
I remember Matt Burkheiser saying it was as though the ocean had just been picked up and
dropped right on Houston in terms of the amount of water and the suddenness with which it
happened. So it really --that became then our coming together moment where we were able to
enact the things that we had been trying to do over the few months in preparation for a new
president. Preparation for turning things around. It really became a test of us coming together in
a moment. The local empowerment. The sharing of information. The whole team of teams
concept, and having the cadence of these calls every few hours. Having lots of people on these
calls, 70, 100 people, and sharing information. Asking, what do you need, and sharing that
information. And people being willing to say, we need help in this area, and having help.
Empowering people to manage their centers, their clinics, because we shut down the outpatient
side. Obviously had to keep the inpatient going, but pretty soon had to determine how quickly
can we get back up to see certain outpatients, in particular the ATC areas and things, where we
had to get patients in on an urgent basis. On these calls, we had Mark Moreno from Government
Affairs making contacts with people in the city that could help us with transportation. We had -Amy Hay [oral history interview] was connecting with our network partners to see if we could
get some relief coming from them. We had nurses come from different centers, and physicians.
It was really a team effort of coming together and trying to do whatever we needed in the
moment, sharing information and learning how to efficiently report that out and move on and get
what we need, to make sure that we were operational facilities reports. Obviously and
fortunately, we had very little damage. We had to move a few things, but no patients harmed, no
employees harmed during the events and we’re very proud of how it came together. It kind of
tested our ability really, to function at that level as a team of teams, and sharing information,
helping each other: what do you need, what can I do that helps, helps you? So it was interesting.
As I look back at that I say we were really doing all these things when we set up our decision
making: our shared consciousness about how we were going to operate as a team of teams over
that time, thinking it was really about how to turn the institution around and move forward. Kind
of go into the next step. But in essence, for the last few months, we had been preparing for a
hurricane.
[00:08:20]
T. A. Rosolowski, PhD
[00:08:20]
Interesting.
[00:08:21]
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Marshall Hicks, MD
[00:08:22]
And so we were able to put those things that we learned and the skills to use right then. I think
that’s why the resiliency was there. Why we were able to successfully navigate through it, and
secondly to rebound as quickly as we did from it. Because we were back up pretty quickly,
within a few days of really running 90 percent operations and, like I said, had fortunately no
harm that came to any patients because of the disaster. It did affect an enormous number of our
employees. We were trying to get assessments of that pretty early. We estimated it was
probably somewhere between 15 and 30 percent, it was a broad range, but it was difficult to tell
because immediately, some people had flooding, couldn’t get in, but they didn’t sustain any
damage ultimately. So it was a fluid number going around. How many were affected. But we
ultimately ended up estimating that it could have been up to 30 percent that had some property
loss, whether it was a car or personal property, HAL or rental property or something, where it
impacted. Then of course you’ve got people trying to recover and deal with those issues. That
was where having the partners from Northwell and Banner and others come to help us, sending
some relief so that people could actually go take care of their families and their houses and
property and do what they needed to kind of get through the acute phase of it. And then of
course we set up, we reactivated the Caring Fund. I’d have to look back at the number. I think it
was $1 million. I believe it was.
[00:10:18]
T. A. Rosolowski, PhD
[00:10:19]
What was it?
[00:10:20]
Marshall Hicks, MD
[00:10:20]
I can’t remember, don’t quote me on that, we can go back, we can ask Tadd [Pullin].
[00:10:27]
T. A. Rosolowski, PhD
[00:10:28]
Yeah, yeah, we can add it.
[00:10:29]
Marshall Hicks, MD
[00:10:30]
I think it exceeded our wildest expectations of what we—which was employee donated and
friends donating, philanthropists, that supported us, generating a huge amount of money. We set
up, that employees could, if they sustained property damage, could apply and get immediate cash
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to help them through it. Because people were squeezed and at that time it’s hard sometimes,
when you have a situation like that, to work through. You need money just to get through.
[00:11:07]
T. A. Rosolowski, PhD
[00:11:07]
It’s kind of inconceivable. I talked to people who just had just high water in their place, I mean
they lost everything, yeah, it’s incredible.
[00:11:16]
Marshall Hicks, MD
[00:11:15]
It was amazing. And you know it was --once the water went away, the city looked fairly normal,
as opposed to was it [Hurricane] Ike, when it came through and you had all the—
[00:11:27]
T. A. Rosolowski, PhD
[00:11:27]
Yes, devastation.
[00:11:29]
Marshall Hicks, MD
[00:11:29]
Yeah. You could see in the power and all that stuff. But here the power wasn’t really affected.
So I mean they’re all different, I guess, but this was one was in a sense deceiving, because once
the water went away, there was a lot of people who were still, still even today, are still dealing
with the aftereffect. And yet, life got back to normal for the city, the hospital, whatever, fairly
quickly. But people’s lives were still affected. That was a moment of really coming together.
Of course what I remember most, and probably my most precious memory of the time I’m ad
interim, was when we gave out the t-shirts in The Park as --that celebrating, coming together and
resiliency through Harvey, and just appreciation. It was an amazing event. We had the place
packed and gave out thousands of t-shirts in two hours. People I think were celebrating in a
sense coming through. Because we had turned things around financially, we’d made it through
Harvey, we’d come together and I think it was a celebration of the wonderful employees and
how much effort they had put in over the last few months. So it was just a magical moment.
[00:12:56]
T. A. Rosolowski, PhD
[00:12:58]
I’m not meaning to cast a shadow but I’m wondering if there were in the inner workings of all of
that, if there were things that you observed it’s like, oh yeah, here’s a place where we need to

166

Interview Session: 07
Interview Date: January 17, 2019

tweak things to make it better, to get even better at what we’re doing. Lessons learned kind of
things.
[00:13:18]
Marshall Hicks, MD
[00:13:18]
I think it did uncover the areas that we struggled with, how some of the concepts; empowerment,
engagement.
[00:13:44]
T. A. Rosolowski, PhD
[00:13:45]
How did you discover that?
[00:13:45]
Marshall Hicks, MD
[00:13:46]
When there would be problems in certain areas. They had trouble getting—with staffing or
rebounding, coming back as quickly. Then you realized that the decision making and the
empowerment and the ability, the connectedness in the areas. So then it exposes those
weaknesses in those areas where there’s opportunities to improve. I would say it was a matter of
degree. It wasn’t like there were any disasters, but it’s just you could tell people in certain areas,
groups, were better able to respond than others. That kind of tells you, I think a little bit of a
story about how things work on a day to day basis and long-term too.
[00:14:37]
T. A. Rosolowski, PhD
[00:14:38]
For sure. I mean what we’ve been talking about over the past sessions is an enormous, complex
process of change, a great deal of which was happening at a pretty high level of organization.
And how that all filters down. I mean Harvey was a place, I mean the testing ground that you
could say, well where are the places where it hasn’t really filtered down yet?
[00:14:56]
Marshall Hicks, MD
[00:14:57]
That’s right. That’s exactly what happened, and it just exposed those. Everyone can improve,
right? I mean there’s always room for improvement. So I think it was really more a matter of
degrees. But you could see it by how it was working. Even to the extent of asking for help,
being willing to put that vulnerability out there, as opposed to just trying to make it through it,
and then you end up letting other groups down, or you’re not able to perform at a higher level.
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Even asking for the ability to go contact people, or help get people in, or rotate people out.
Things like that, that we’re dealing with acutely.
[00:15:50]
T. A. Rosolowski, PhD
[00:15:51]
So when these areas of less efficiency were brought to your attention, what was the response
after the dust from Harvey had settled:, how did you address those areas?
[00:16:05]
Marshall Hicks, MD
[00:16:06]
I think that’s more for the long-term solution. I mean in terms of --its training, its leadership, for
the most part I think. So that ends up being more of a longer term. Like I said, I don’t remember
any disasters where we actually had to make significant changes acutely in order to get things.
What happens is on a routine, day to day operational normalcy for the institution, there’s always
those areas that aren’t as good as others, or others that excel. What this did is just showed --you
know. And so sometimes you kind of know that those areas aren’t running as well as they could
and this just made it more obvious I think. So then it becomes … I think it did call some selfreflection in certain areas where changes were made. It was really made more at the local level.
Or in the areas, the groups, the areas that are responsible—people are responsible for those areas.
In the COO’s office at the time, things like that, there were ways that we could address it.
Hopefully it caused—some of the things, like just the connectivity, reflecting back on it, the
confusion about what’s expected of employees to come in; some of the messaging was difficult
to interpret. But, what’s the best way to communicate with people, particularly now, with all the
different means? Then also clarifying some of the pay practices for employees, particularly in a
disaster like that, when people still have to pay the bills or deal with acute issues. Property loss
and things like that. I think we were very generous with our pay policy through it. It was also
what’s —reflecting on those things. Often those things, including the communication, become
problematic acutely. Then the disaster goes away and then it doesn’t really get solved in
between. So that was one thing where we tried to have an After Action Review, we called it, and
really look at it. I think that was one thing we did more intensely than had been done in the past.
Again, that was part of a process of working with the McChrystal Group. They were still here,
they were helping us –they deal with a lot of the military, so it was helping us sort of say what
can we learn from this? How do we make some of these changes to improve it going forward? I
think again, back to the process, it was just a kind of continuation of the process optimization
that we were trying to learn and that was a part of it. And generating action items out of that.
[00:19:32]
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T. A. Rosolowski, PhD
[00:19:33]
Interesting. What was the financial impact? I know that there were a lot of discussions and
concerns about that at the time.
[00:19:40]
Marshall Hicks, MD
[00:19:41]
Well, my understanding, and we’d have to get Ben Nelson to kind of give us the final tally, but I
think we were in the, it was tens of millions. Like $30-, $40 million sort of thing. I know that as
we closed out that fiscal year, as you recall, it was the last few days of the fiscal year and the
beginning of the next fiscal year, so both fiscal years got affected. We were on target to hit our
margin of $25 million for that fiscal year, which you know, when we were at a loss in the spring,
of you know it was $150 million loss at that time. It was quite a remarkable turnaround. We
ended up in a situation where in order to do the Anderson Award and the Faculty Recognition
Award, all the different payout recognition awards, we had to hit our margin of $25 million.
This caused us to—we were actually in a unique situation where if we didn’t pay that out, we hit
$25 million margin. If we did pay it out we’re below margin. Since it’s the president’s
prerogative to make that decision, I made the decision in consultation with the chancellor, to
make sure that there wasn’t an issue there. Given what we had been through and everyone’s
effort through not only Harvey but the whole latter half of the year, that we would pay out the
recognition awards. And we did, and I believe we ended up being minus $10 million or
something like that. So if you looked at it acutely, we probably lost $30 million or so acutely.
But then we’d need to check with him to see what the real impact, if you look at it really over the
longer term, more than just the few days there. Because it took us a while to ramp back up,
probably two weeks, to get back up to close to a hundred percent.
[00:22:00]

T. A. Rosolowski, PhD
[00:21:59]
Right.
[00:22:00]

Marshall Hicks, MD
[00:22:00]
If you look at the fiscal year, I guess it was—
[00:22:06]
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T. A. Rosolowski, PhD
[00:22:07]
Two thousand fifteen, 2016.
[00:22:09]
Marshall Hicks, MD
[00:22:10]
This was actually, this was ’17, the calendar ’17, so it was fiscal year ’18, that we had some—we
started out the year kind of in the hole. Came back pretty strong from it, but it impacted both
years. I think that was well deserved, to get the recognition out to the employees.
[00:22:41]
T. A. Rosolowski, PhD
[00:22:41]
And important I think, to sustain the buoyancy of the morale at that point, which had been so
low, yeah, yeah.
[00:22:48]
Marshall Hicks, MD
[00:22:47]
Yeah. I don’t think there was really a choice, unless we were a lot further off. But we had come
back and, like I said, we were in the last few days, going to be clearing that margin enough to
really hit the target. Then that happened and it just sunk us.
[00:23:08]
T. A. Rosolowski, PhD
[00:23:11]
What do they say, make plans and the gods laugh. Right.
[00:23:17]
Marshall Hicks, MD
[00:23:18]
It was pretty ironic, that we worked so hard and that’s beyond your control. It just kind of comes
out of nowhere.
[00:23:28]
T. A. Rosolowski, PhD
[00:23:28]
Literally, yeah.
[00:23:29]
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Marshall Hicks, MD
[00:23:29]
It literally did, because a week before that, there was just a little disturbance down in the north of
Mexico I think, around the border. Then the next thing you know, they’re projecting it to head
up and it did.
[00:23:46]
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Chapter 26
Defining Operational Priorities and Preparing for Dr. Pisters to Step into the
Presidency
B: Building the Institution;
Codes
C: Leadership; D: On Leadership;
B: MD Anderson Culture;
B: Institutional Processes;
B: MD Anderson Culture;
B: Working Environment;
B: Building/Transforming the Institution;
B: Multi-disciplinary Approaches;
B: Growth and/or Change;
C: Understanding the Institution;
C: The Institution and Finances;

T. A. Rosolowski, PhD
[00:23:48]
Coming out of Harvey, what were the big themes in preparation for Dr. Pisters’ arrival?
[00:23:55]
Marshall Hicks, MD
[00:23:56]
I think really at that time, it was about three months probably, and really most of September, we
were dealing with coming back from Harvey and getting things back to more normal dealings:
looking at the After Action Review and the events we had. It was really, October, November,
really two months I guess, before Peter started on December first. So it was --at that time, the
real focus was we had gotten our operational priorities up and running and the different groups
there. So we had had our—we were planning our first ROPR, or the Rolling Operating Plan
Review, and really having those groups coming together at SGC to report out and plan. So it
was really the culmination of all the months of work of reorganization and establishing those
priorities. We didn’t call them strategies, because that was one thing we felt like we needed to
wait for a new president, to really help determine what the long-term strategy is going to be. But
through our process of working with the McChrystal Group, and the engagement that was had
with the leaders and employees at that time, when we came up with these operating priorities.
Those were ones that I think where there’s urgency around making progress in those areas,
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regardless of who was going to be coming in.
[00:25:44]
T. A. Rosolowski, PhD
[00:25:44]
Would you list them for the record, the ones you can recall.
[00:25:48]
Marshall Hicks, MD
[00:25:49]
Well you know it was—I can get them. Let me see if I can grab them real quick.
[00:26:00]
[The recorder is paused.]
T. A. Rosolowski, PhD
[00:26:02]
Okay, we’re back after a brief pause.
[00:26:06]
Marshall Hicks, MD
[00:26:07]
The operational priorities that we listed coming out of our work with the McChrystal Group in
the retreat that we had were: patient experience, enhanced information systems, geographic
expansion, achieving decisive discoveries, education, recruitment, retention and development,
and financial sustainability. So seven.
[00:26:47]
T. A. Rosolowski, PhD
[00:26:50]
Now how did this, to your knowledge, look different from any preparation that had been made
for Dr. DePinho’s [oral history interview] arrival?
[00:27:04]
Marshall Hicks, MD
[00:27:08]
That’s a good question. Part of when he came, we had been coming out of the recession. So a
lot of the efforts at that time, that I remember being involved with, were more about cost
reduction. Trying to really recover from that, and so it was really more about the institution
getting back to more normalcy, about it if you will. I don’t remember there being anything in
preparation, but I may not have been privy to some of the things that were going on. I know it
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was—he came in ’11, the fall of 2011, I guess. The recession really was dragging on probably
through ’09, so probably a couple years there, I know one of the major things I was leading was
the clinical cost reduction group. There was a number of them Dr. Burke [oral history interview]
was leading, so it was really trying to manage expenses and be disciplined as we came through
the recovery if you will: to resist our temptation that we usually have trouble resisting, which is
just hiring and spending and doing the things that kind of get us in trouble on a cyclical basis. So
yeah, I think that was, it was really more just trying to get back to more normalcy of operations.
[00:29:07]
T. A. Rosolowski, PhD
[00:29:07]
Well I’m, I’m just really struck, because having recently interviewed Raymond DuBois [oral
history interview], he really stressed how there was a great functioning executive team before Dr.
DePinho’s arrival. I mean he talked over and over about how efficiently he felt they managed
recovery from the recession. Now, in the situation with Dr. DePinho, in transition to the next
president, you had a broken executive team under him, or one that was not functioning.
[00:29:42]
Marshall Hicks, MD
[00:29:43]
Right.
[00:29:43]
T. A. Rosolowski, PhD
[00:29:44]
It had serious dysfunctions. So you had a totally different context, and I’m just very impressed
with how you’re describing the intentionality of this process. I mean you couldn’t rely on
existing structures because they hadn’t been working, so you had to make new things. So it’s
just, it’s very cool that that’s in place.
[00:30:05]
Marshall Hicks, MD
[00:30:07]
Yeah, and I think that was the urgency we felt. We knew it wasn’t working. Or it was --you
know I think dysfunctional is a good way to describe it for a number of different reasons, and it
was also in a little bit of a transition. Even at that level, there had been some shifts in the EVPs
before. We knew, as I mentioned before, we knew Dan [Fontaine] was retiring. There was a
whole piece, a big piece of the organization that needed to be moved forward, and provide some
certainty there, and make sure that we had some continuity in leadership. But how that could
best be structured. So it was a combination of both things. Structure as well as what are we
focusing on operationally and prioritizing. I think that was what led to that: we wanted to have
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priorities where we all knew, we were all clear, and we came to the consensus on what those
were. What do we need to be focusing on regardless of how the presidential search comes out?
That leader is going to want to come in with us stronger and with a focus on priorities that we
know we need to be executing on.
[00:31:25]
T. A. Rosolowski, PhD
[00:31:27]
Now once Dr. Pisters was named, what was the process to communicate with him prior to his
arrival? I mean was there an attempt to dovetail what was going on here with the vision he was
bringing?
[00:31:42]
Marshall Hicks, MD
[00:31:45]
He had a couple times, when he came down, we talked on the phone several times, I think he
was—we had briefings about sort of what we were doing, what the priorities were. I think
individually, sort of the president’s team, leadership team at the time, had interactions with him.
I know he came and we met once as a group and kind of went around the table and talked about
what we thought were the challenges and also the things that we were prioritizing. So I think the
prep work and the prep material had a lot—you know, fortunately with the roadwork kind of
coming together, it really was ideal briefing material to put things together of where we were.
He had witnessed from afar, the whole Harvey incident, and was contacting, texting. We were
keeping in touch on how things were going there. So I think he was aware of that. Aware that
coming out of that was an historic event that we kind of weathered, and that financially, we had
gotten back on solid footing. We’re starting off the next year, despite Harvey, started to get into
October, November financials that were extremely strong. So I think there was a sense that we
had turned the corner. Now it was, how do we continue to sustain it and have—as we talked
before, the structure that we put in place? There was intended flexibility there, because there
were some interim roles that were put in, knowing that this probably was going to change, but
trying to do something that would be the least disruptive as part of that transition. So then it
became really transitioning to understanding that roles may change and the structure may
change, but that we needed something to be able to sustain us through the next few months.
Peter, he knew the organization. It wasn’t like there was a lot of—I mean he had been gone, I
guess three years, something like that, three and a half or something. So it was not like he was—
and he had been here 20 years before that. So it was, the familiarity was there. It was really just
—he wasn’t here during the Epic installation and some of the experiences there. To some extent
probably, there’s a disadvantage of not understanding some of the context around what happened
with the White Paper and the shared governance creation and things like that. But I think we all
did our best to try to bring him up to speed on that. But it’s hard, not having gone through it, to
really understand it to the depth that it was sort of shaking the foundation of the institution at the
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time, that required the chancellor to step in and make changes, significant changes to the
organizational structure, including the Shared Governance Committee creation and appointment
of a COO, and then ultimately having the president step down. That happened for a reason and
as I mentioned, some of the dysfunction. He was not here during all of that. It’s part of our
history, but there’s a longer history than that. He’s pretty familiar with the culture.
[00:35:52]
T. A. Rosolowski, PhD
[00:35:52]
Absolutely.
[00:35:53]
Marshall Hicks, MD
[00:35:53]
It wasn’t like you were trying to educate him about the culture of the place, I think he understood
that. It was really more about putting things into context recently, to understand why we had
done things a certain way, or were structured a certain way, or set things up.
[00:36:09]
T. A. Rosolowski, PhD
[00:36:10]
I’m wondering how much his familiarity with the culture fed into his selection.
[00:36:16]
Marshall Hicks, MD
[00:36:16]
I’m sure it did, yeah. My understanding, from comments that were made, I think at the Regents
levels and other discussions, there was a real concern about having someone come in that didn’t
really have a familiarity with the culture of the place, because of the issues that we’d had before.
It is a unique place, and I think that people, most of the Regents, most of the leadership in
Austin, probably a number of them had had experiences here. Personal experiences either with
family or friends or themselves. They understand the uniqueness of the place and I think they
didn’t want that to be lost, and so there was a real concern, I think about trying to find someone
who was a good fit, who understood the culture, could come in and build on the greatness that’s
here. [background noise] That’s the windows.
[00:37:22]
T. A. Rosolowski, PhD
[00:37:22]
Oh wow, I’ve never heard that before.
[00:37:24]
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Marshall Hicks, MD
[00:37:24]
Yeah, they crack, I guess as they heat up.
[00:37:28]
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Chapter 27
Views of MD Anderson Presidents; Peter Pisters and the “Care and Feeding” of
MD Anderson Culture
B: Overview;
Codes
C: Leadership; D: On Leadership;
B: MD Anderson Culture;
B: Institutional Processes;
B: MD Anderson Culture;
B: Working Environment;
B: Building/Transforming the Institution;
B: Multi-disciplinary Approaches;
B: Growth and/or Change;
C: Understanding the Institution;
C: The Institution and Finances;
C: Portraits;

T. A. Rosolowski, PhD
[00:37:31]
What was your understanding, or maybe we can talk about Dr. Pisters’ arrival, and then what
was your immediate impression of how he was going to approach and going to insert himself
into this change process.
[00:37:48]
Marshall Hicks, MD
[00:37:49]
I think he had an appreciation: what we had been through, the changes we made, and the impact
and the course that had sort of been corrected, and we were doing, like I said very well
financially, which was a major concern at the Regents level and in Austin. Our fortunate
position financially, it advantages the entire system, because the bond rating is affected. So any
time certain things start to go wrong here, it draws the attention over in Austin. I think that
knowing that, particularly as every month went by, and we were recovering pretty strongly from
it, that there was a sense that the urgency had sort of passed by. It was really time to pay
attention to, perhaps pay attention to the cultural aspect, kind of get back to the people. I think it
was a sense of turning the page, a new chapter, with a new president coming and somebody that
was familiar with the institution. So Peter’s style is to study and reflect. He’s a reader, a student
of leadership, and so it didn’t surprise me when he came in and said that he’s going to take time,
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because he had the time --The urgency had passed--\, to make significant changes or do things
that needed to be done from a financial standpoint or even a leadership standpoint at that time.
Things were pretty stable, and I think he appreciated that. And since he had the luxury of being
able to take time to study and absorb and get to know, reacquaint, he did that, and it was almost
six months. I mean the books say it takes six months to realize, and it was really about six
months later, it was May, when he announced the structural changes and different changes in the
organization and things. So he came in and was afforded the ability to be very deliberate about
change and thoughtful about it, as opposed to having to continue to be in a bit of a reactive mode
of continuing the recovery, because we were, at that point, pretty solid. So it was a fortunate
position to be in.
[00:40:52]
T. A. Rosolowski, PhD
[00:40:52]
It’s kind of amazing that you were able to put that in place for a new leader. Am I correct in
assuming that’s pretty rare?
[00:41:01]
Marshall Hicks, MD
[00:41:01]
Yeah, it was pretty quick, and I think it was a credit to the institution, the people that stepped in,
that stepped up, but everybody that contributed. I think that was one of the things --you go back
to the first day, the first forum rather. It was we all need to own this. We all need to own the
financial turnaround. We all need to own engagement. You can’t look to somebody else to do
it, we all need to pitch in. That was the environment that we were trying to create, and maybe
it’s connecting with our own culture of caring and helping each other, the multidisciplinary
approach that we’re all in this together and there’s only one way out and that’s everybody
pitching in and helping each other.
[00:42:01]
T. A. Rosolowski, PhD
[00:42:02]
Well, from conversations I’ve had with leaders through this project and also especially through
the interviewing work I did with the burnout project, it’s been interesting to hear people’s
reflections on the place of culture in all of this, because culture is, just by definition, the water
you swim in, the air you breathe, you hardly even know it’s there; and I think the experience that
MD Anderson has gone through since 2011, has definitely made people become more aware that
there is a culture here and that it’s something that has existed for a very long time and maybe has
not been as intentionally cultivated, not through laziness but just through that’s not something we
pay primary attention to. I think now it’s come to yes, you know, now we are paying more
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attention and there’s some real value in that.
[00:43:00]
Marshall Hicks, MD
[00:43:02]
I agree, I think that’s true. I think it was kind of assumed or taken for granted for a number of
years, and then when you go through certain things, you realize you can’t take it for granted and
you have to continually—you know it’s the care and feeding of the culture if you will. It
happens naturally, when I think the environment is good, when the climate is good, but if the
climate turns then you’ve got to reestablish that. I think we are so blessed as an institution, to
have our mission be what it is, and the connectivity of the people to the mission, it just, it makes
it I think easy to recover when you’re trying to appeal to people to put the institution first, to do
what’s right because it’s about the patients and it’s about our mission to eliminate cancer, to do
the best job caring for patients. That’s just very clear in people’s minds and when they feel that
you know, that draw to that mission, it makes it a lot less challenging in other organizations
when they’re dealing with some of these issues of trying to recover, you know there’s no why
question here, it’s we understand the why, now it’s just how.
[00:44:42]
T. A. Rosolowski, PhD
[00:44:42]
Now, I’ve been interested in a couple of things, I mean one is how the language about the
institution has changed. Dr. Pisters comes in with a new book, the Play to Win book by Lafley
Martin, so there’s kind of a new rhetoric about change process and change management, as well
as this new rhetoric that you and others set in place with the operational priorities. I had a
conversation a little bit earlier today and someone said you know it’s so strange, nobody talks
about the Moon Shots any more, are they still there? It’s not that research has gone away but it’s
muted. Now what’s your impression about managing that kind of rhetoric? How is Dr. Pisters
changing the language about what we do here?
[00:45:41]
Marshall Hicks, MD
[00:45:44]
I think every president that comes in has --I don’t know if it’s as much about putting their stamp
on things, but they have their interests and priorities and things that they believe need to be
emphasized to move the organization forward in the right way at the appropriate time, at that
time. I think it’s leaders are maybe meant for the moment. McChrystal has a new book about
this, that not every leader—you can’t plug and play leaders and expect them to be successful,
because people have unique talents and gifts as leaders, for certain circumstances where they can
excel. So I think if you look at the history here, every president we’ve had who’s come in, has
had a different sort of set of priorities and a different compass that they’ve used to move us
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forward, going back to [R. Lee] Clark setting the vision, the Pink Palace of Hope, and really,
even the creation of the multidisciplinary culture that was going to be different in terms of how
we treat patients. Certainly, LeMaistre [oral history interview] really raising the cancer cause
nationally, raising our profile nationally. Setting the groundwork for the ability for patients to
self-refer here, which carried into early into Mendelsohn’s [oral history interview] time, which
led to extreme growth, and his goal of having every patient here be on a clinical trial, because the
patients do better on trials. You’re advantaged by possibilities of those trials and even though
there’s no guarantee you’re going to have a better outcome, it’s really that pushing the field
forward. That was his vision. Ron’s [Ronald DePinho; oral history interview] was more of a
goal to really up the research game and really put us on the map there and recruited in some great
people, including Jim Allison, a Nobel Prize winner: really a proud moment in the history of the
institution. Every leader does certain things better than other things and I think for Peter coming
in, he clearly sees that healthcare is changing. It’s very fluid right now, navigating through some
choppy waters that we’ve been in for a while. But as the stakes get higher, the risks get higher. I
think that’s what he’s—I see him trying to help prepare us to be competitive, to be sustainable. I
think it’s about balance. I personally think someone in that role needs to resist temptations to go
to their comfort zone. Everybody has a comfort zone, everybody has what they really think is
important, but I think the optimal way to lead in a role like that is to make sure that you have that
balance there. Otherwise, you have the risk of it being divisive. People who are in that favored
zone, everybody also looks at them as favored. Others can feel undervalued. I think you have to
make sure that balance is there. I think the key to that is delegation. A big key to that is
maintaining sort of the broad picture, the big picture.
[00:50:05]
T. A. Rosolowski, PhD
[00:50:05]
How did that apply in your situation? What was your comfort zone and how did you have to be
aware of not defaulting back to that?
[00:50:13]
Marshall Hicks, MD
[00:50:19]
In some ways, the crisis of the moment made me fortunate in that it was pretty clear, what I had
to focus on, so I didn’t have a lot of time to get back into my comfort zone, whatever that is. It
probably is more on the clinical, on the operations side piece, and understanding that, but also
was trying to put things into context, to understand that we had to keep the institution moving
forward at sort of a macro level and all the different relationships we have externally, maintain
those. We had the legislative session ongoing, we had our Board of Visitors --to make sure you
were communicating with them. So there was just a lot that needed to be managed at the time. I
really was able to resist that if you will, because of the—I think it was the urgency around certain
things that had to be attended to. So I think it’s more the longer term, that you get into that. I
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think frankly for Ron, his was research. Early on, there’s a honeymoon period. There’s a time
when people—and then as time goes on, if they see where your priorities are and people feel
undervalued, it has the potential, particularly in a place like this, to create a bit of a wedge. I
think that’s a risk, and I think it’s a risk for any president coming in. Certain ones, like John
Mendelsohn, frankly, walked that balance as good as anybody. I think it was because—you
know I just was at the memorial service for him and the engagement, the ability for him to
connect with people and listen and learn, was a huge advantage. He just had this eagerness that
was infectious, to learn and to listen, and to hear the lie behind everything, and people love that.
People feel appreciated, people feel engaged. I think he also was good at managing expectations,
so people didn’t feel like after a conversation with him, that he’s necessarily promising the moon
but at least they’ve been heard. I think that’s a skill as a leader that he was a master at, frankly.
[00:52:54]
T. A. Rosolowski, PhD
[00:52:56]
Well we’re actually a little bit over time and I know how busy you are, so why don’t we close off
for today. So, I want to say for the record, thank you, and I’m turning off the recorder at about
four minutes after eleven.
[00:53:10]
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Marshall Hicks, MD
Interview Session Eight: March 21, 2019
Chapter 00H
Interview Identifier
T. A. Rosolowski, PhD
[00:00:01]
It is about seven minutes after eleven on the 21st of March, 2019, and I’m on the 16th floor
talking to Dr. Marshall Hicks for what is our eighth session together. [laughs] So there we go. I
don’t know, you can put that in some book of your records, right?
[00:00:25]
Marshall Hicks, MD
[00:00:26]
Yes, definitely.
[00:00:26]
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Experiences at the Mallinckrodt Institute of Radiology and Their Impact on
Later Leadership (1988-1998)
A: Professional Path;
Note: this chapter is a recapture occasioned by an equipment failure in Session 01.
Codes
C: Leadership; D: On Leadership;
C: Mentoring; D: On Mentoring;
A: Professional Path; C: Evolution of Career;
D: Understanding Cancer, the History of Science, Cancer Research;
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T. A. Rosolowski, PhD
[00:00:28]
All right. Well, we strategized a little before and we had that homework to do from the last bit
from session one, and so I wanted to invite you to just think about that time at Mallinckrodt, and
what it was like working in a new program, setting up a new program from scratch.
[00:00:47]
Marshall Hicks, MD
[00:00:48]
Yeah, so that was my first job as a faculty member, first job right out of fellowship, and it was a
prestigious radiology department, but they were really forming an Interventional Radiology
Department. They had a guy there that had just finished his fellowship a year before and they
basically appointed him section chief of interventional radiology. They were integrating it
because it was very distributed to the different, really kind of organ systems. GI radiology did
their own interventional, GU did their own interventional, musculoskeletal did, and they were
consolidating it. Which is the way it was done really, at every other institution, because it’s
common techniques, and the field was evolving, and really staying on top of all the technical
aspects was kind of challenging when you don’t do it very frequently. So this was, How do you
consolidate it into one group? And also I think to be competitive with hiring, the market being
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people coming out of training and getting into programs like that. So it was an opportunity to
really be on the ground floor and help develop a program over the ten years I was there. To help
build a clinical service, to help build the education program, the training program. I ended up
being a fellowship director for about eight years out of that time, maybe nine.
[00:02:22]
T. A. Rosolowski, PhD
[00:02:22]
And just for the record, the years were ’88 to ’98.
[00:02:26]
Marshall Hicks, MD
[00:02:26]
To ’98, yeah, almost—it was, yeah, a month or two over ten years, so it was a great experience,
but it was extremely busy, particularly when you’re building a practice and you feel like
you’re—I was the third person hired. The other person that was hired had just finished her
fellowship that year, so we were two of us right out of fellowship. One person a year removed,
but I think a common [in audible] for the—you know, it was an institution where a lot of the
textbooks in radiology were written coming out of there. So you’re meeting all these people that
you read their textbooks, you learned from them, they’re kind of the legends in their field. Yet I
went there and it’s call me by my first name, helping, just really like I’d been there 20 years. So
as a faculty member coming out of training, I just didn’t expect that. Also it was a culture that
was just very welcoming and also taught me how—you end up saying, “well that’s what you
expect, that’s what you want a culture to be like when you go somewhere else.”
[00:03:42]
T. A. Rosolowski, PhD
[00:03:41]
Okay.
[00:03:42]
Marshall Hicks, MD
[00:03:42]
And in training programs, I’d been in places that were friendly as well, but not with the
reputation that this place had and yet, expecting that you were going to see a bunch of professors
walking around that you had to call doctor and all that. It was like they were just very
welcoming. I think also, the collaborative opportunity, because you’re still learning when you’re
coming out of training. As one of three who were essentially right out of training, doing
interventional, we kind of learned from each other, but we also learned from some of the more
senior people that had been doing it historically but were no longer doing it. Just having them as
a resource and having them as a resource on the imaging side too, it was really a great
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atmosphere, it was kind of an interesting time.
[00:04:34]
T. A. Rosolowski, PhD
[00:04:35]
How was it different from what you had experienced? I get that there was an informality factor,
but were there other surprises from your previous programs, the environments there?
[00:04:30]
Marshall Hicks, MD
[00:04:31]
I think in some ways, not so much, which was part of the surprise, because the quality of the
residence was very strong, probably higher than where I did my residency and fellowship, but
not incrementally higher that I thought well this --because I realized radiology is very
competitive in general, so a lot of places got really good people. So there were just some
surprises like that. Now what was an interesting thing that happened when I was there was
Mallinckrodt owned the technical and professional side, so all the procedures, all the revenue
from the technical side was owned by Mallinckrodt and then we would pay the hospital a piece
of that. Over time, that piece was getting larger and larger, from negotiations, to the point where
eventually it was sold to the hospital, and Mallinckrodt just became sort of the professional side.
Our appointment was actually at Washington University, and so faculty members at Washington
University, Mallinckrodt was the Institute of Radiology that was formed and may have been the
first. It probably was the first in the U.S., to really establish a radiology department. So it was
interesting on the business side, to see that transformation and learn a little bit about that, and
then see some of how that transition worked. And then to be able to come here, which is more of
a model like it was originally, where it was all integrated and so we all worked for the same
employer. It became a situation where the physicians worked for Washington University,
everyone else worked for Barnes Hospital. So it was more the classic sort of situation where you
have the hospital and the university not being under the same umbrella.
[00:06:56]
T. A. Rosolowski, PhD
[00:06:57]
Right.
[00:06:57]
Marshall Hicks, MD
[00:06:58]
So it was kind of interesting to see that experience and how that transitioned to there, and then
you could see sometimes, the interests that aren’t aligned and some of how that gets worked
through. But just being in systems that differ in understanding strengths and sometimes
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challenges of those. So I think it was, that was a time also when you come right out of training,
you’re really focused on trying to get your career going and trying to figure where you’re going
and your way around, and develop in the specialty and start getting involved in that. Less
involved in the politics of the institution or the governance of the institution. Most of that is you
know you’re kind of trusting that to others if you will and really focusing. I think that’s natural.
So I’m not sure. I just got interested in the education piece and became the fellowship director
and focused a lot on that. And some of the research side, but it was very educational from the
standpoint of building the practice, because we went from what were really three of us, to by the
time I left six, about to become seven and eight. Then went from one fellow a year to six. So it
was rapid growth in volume. It was very busy, but you learned how to really run a clinical
service, what it takes to be successful. We would round once or twice a day at least and the
hospital was right next door. You’d run over and see the patients. We developed a clinic to see
patients ahead of time. It was really the things that were changing in radiology to make it more
of a practice, clinical practice, rather than a consulting service that just saw the patient only when
they came for the procedure and that was it.
[00:09:22]

T. A. Rosolowski, PhD
[00:09:22]
Right.
[00:09:23]

Marshall Hicks, MD
[00:09:23]
So learning about all that and learning about how you—to me, it was just common sense of
taking good care of patients helps build the practice, and being responsible and responsive, and
develop in those relationships. Also, what was interesting, I had mentioned this before, but
Barnes is kind of shaped like a long, a wide T. So short top to bottom axis. Or like a capital T
but short on the stalk, and this long hallway, and at the crossroads there was the faculty lounge,
the physician lounge. It was a big lounge and it was a great place to go to get coffee in the
morning and bagels, and they had lunch there, so you’d go in and grab a cup of coffee in the
afternoon. Just get away or something, but you develop the relationships. And developed not
only referrals clinically but collaborations on the research side, and that was something when I
came here, I realize I missed. And it was probably something that was an opportunity, from a
cultural standpoint to—I think here, the analogy was the Faculty Dining Room on the—which
floor is it over there?
[00:11:03]
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T. A. Rosolowski, PhD
[00:11:02]
In the Mayfair?
[00:11:03]
Marshall Hicks, MD
[00:11:05]
In the Hickey Auditorium, right where the executive offices were and there was a cafeteria there.
There was like a center table that was really long and big, and people kind of would go there to
commiserate and talk and discuss.
[00:11:22]
T. A. Rosolowski, PhD
[00:11:23]
Yeah, well those kind of the town square places, where people cross paths and things can
happen.
[00:11:29]
Marshall Hicks, MD
[00:11:30]
And then when that went away --actually I think the same thing happened here. You know,
people felt they missed that, a lot of people missed it. But that was one thing that I had that was
new to that environment, that I hadn’t had before. But again, I wasn’t a faculty member before,
so I don’t know how much of that existed at the places where I trained. It was just that
collegiality and the welcoming culture, and a high degree of professionalism that was there. The
expectations of excellence in all areas, and respect. It was a great environment. I didn’t know
how great it was at the time. Looking back, I realized that it was really a pretty exceptional
environment and I don’t know if it’s still like that, hopefully it is.
[00:12:22]
T. A. Rosolowski, PhD
[00:12:22]
Yeah, yeah.
[00:12:23]
Marshall Hicks, MD
[00:12:23]
Things can change over time.
[00:12:26]
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T. A. Rosolowski, PhD
[00:12:28]
Was there anything that you, when you look back, you see yeah, I kind of learned how to do X
there, you know? Maybe not, but I’m just wondering, since you went on to --so many of the
themes that you mentioned with Mallinckrodt, are themes I’ve heard you talk about with what’s
an ideal environment.
[00:12:46]
Marshall Hicks, MD
[00:12:47]
Right. I think the big thing was the practice building and just what it took to provide great
service and you’re responsive and engaging. That’s what we ended up doing here with
interventional radiology. Because when I came here, I think I told you it was a rebuild. The
former section chief had died and they were an old area. We were about to move into the new
hospital, but that was a few months away, and it had just been kind of withering because they
didn’t have leadership. People were getting ready to retire, leave, and so to really build that kind
of practice and respect within the institution. It just took a lot of the same things that I had
learned, so it kind of came natural. I didn’t have to figure it out.
[00:13:38]
T. A. Rosolowski, PhD
[00:13:39]
Yeah.
[00:13:39]
Marshall Hicks, MD
[00:13:40]
And as I brought people on and recruited people, tried to look for people that were similar, that
were collaborative, that had sort of an aptitude for practice, development and responsible, that
like kind of attracts like. And that’s why you look today, Interventional Radiology is a very
strong service with incredible people. It’s just grown over time and it’s really been almost nine
years since I was really a major part of it, so it’s just continued, but from that kind of nucleus that
we built from the very beginning. It just grew from there, but it was the things that I learned at
Mallinckrodt in terms of really just treating other colleagues, treating patients like you want to be
treated --you know, the golden rule thing goes a long way. And then being willing to—you
know part of what I learned there, too, was from a practice standpoint as a developing field, but
learning your limits. Learning to understand the difference between really being a cowboy or a
cowgirl and maybe being a little—exploring those boundaries in a wild way versus doing it in a
collaborative way where you might be pushed to do something that is out of the ordinary or a
little bit beyond, but it becomes the best alternative. So you’re doing it understanding that
there’s a higher risk to a procedure in a certain type of situation, but that everybody has

189

Interview Session: 08
Interview Date: March 21, 2019

understood and talked about it. You figured out that this is the best opportunity for success for
that patient. That’s something that I think you learn and you’re able to translate into other
colleagues as you’re mentoring and developing them.
[00:15:54]
T. A. Rosolowski, PhD
[00:15:56]
Am I imagining correctly, this sort of cowboy mentality, it’s kind of oh we can do it, therefore
let’s just jump in and do it. Kind of an ego-driven thing almost, really not entirely about patient
benefit?
[00:16:13]
Marshall Hicks, MD
[00:16:14]
I think so, or the confidence, the kind of overconfidence that’s there. You know that, yeah, we
can do anything, this shouldn’t go to surgery or this shouldn’t go for another alternative. It’s like
we can take care of it, as opposed to this is a little bit out of—maybe it’s using a device in a
different way, but you’re doing it because there isn’t really another good alternative as opposed
to yeah, we can do this because we can do anything, sort of mentality. In a new field, in an
evolving field, I think you’ll find those sorts of individuals. There were clearly --I would see it
in our professional meeting --we talked about that coming up this weekend-- is you would start
to see some of that at the meetings. You have to be careful in a specialty that’s highly
technologically driven and innovative. To make sure you’re exploring those boundaries in a
responsible way, I think is the best thing. So I was able to learn that and bring that here, with
faculty members who are coming right out of training. To be able to try to help counsel them
and help them understand that weighing the risk benefit and the alternatives and do it
collaboratively.
[00:17:45]

T. A. Rosolowski, PhD
[00:17:44]
Interesting, yeah. It sounds like you had some concerning situations.
[00:17:52]
Marshall Hicks, MD
[00:17:52]
Well, I mean I think it was—oh, you mean of people maybe going beyond?
[00:17:59]
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T. A. Rosolowski, PhD
[00:18:00]
Yeah, doing that or just they were kind of the almosts?
[00:18:02]
Marshall Hicks, MD
[00:18:02]
Almost and maybe observing it in other places. Like when you go to meetings and you see
people that you can—and you can see-- some people have a little bit more of a bent towards that.
But I think good people, the best practitioners, know their limits and understand their limits and
understand when it’s appropriate sometimes to go beyond those limits. But it’s always when
you’re considering the best interests of the patient. Sometimes that’s not the primary interest in
people who are very innovative and are exploring a new field. They’re driving it because they
want to drive the field. I think there’s a good balance that you have to strike when you’re
pushing that edge. You really have to find it, because it’s reputation, right? I mean it’s one thing
I learned at Mallinckrodt and brought here, is you earned your reputation every day on the
clinical service and so you’ll be mindful of that.
[00:19:19]
T. A. Rosolowski, PhD
[00:19:20]
And I’m sure that gets embedded into culture too and you’ve got people who can have a
conversation about that and reinforce prudent behavior on both sides.
[00:19:33]
Marshall Hicks, MD
[00:19:33]
Yeah. And I think also, one of the things I was able to bring here was the collaborative side. I
mentioned that there were senior faculty members there who treated me like I’ve been there
forever. The relationship we had with our technologists and nurses as faculty physicians was a
similar thing, where it was a team based approach. Nobody was above helping getting a patient
on or off the table, or going and getting a patient. Helping if transport was tight or something. It
was just that spirit of really trying to work together as a team. When I came here, again it just
was natural. It’s what I knew and it also was --to me seemed common sense. But I didn’t realize
until later here, that that had set an example, and how important that was. Because that gets back
to reputation, but it also gets to creating an environment where people want to work, want to be
there, be a part of it.
[00:20:45]
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T. A. Rosolowski, PhD
[00:20:47]
Well, would you like to talk a bit about the division now and in the future. I don’t recall if I
asked you about the whole coming down from the interim president, you know what was it like
to come back to—you know let go of that role and then come back to being division head?
Sometimes those shifts can be dislocating.
[00:21:12]
Marshall Hicks, MD
[00:21:12]
Yeah, it was more of an adjustment that I thought it was going to be.
[00:21:16]
T. A. Rosolowski, PhD
[00:21:16]
Oh interesting, how did you find that to be?
[00:21:18]
Marshall Hicks, MD
[00:21:19]
Well, I mean in that role at the level, a lot of what you’re thinking about is institutional risk, is
institutional decisions at a very strategic level and relationships, a lot of it external, with -whether it’s our Board of Visitors, whether it’s our UT colleagues, whether it’s the UT
administration, a lot of external facing interfaces and decisions. So it’s how you approach that
and how you process that and how you approach it. Still you use the same skills and same
approach that I used. That was … I think some advice that was given to me: don’t do anything
differently, because you were chosen to do this because of what you’d done and it’s worked. So
it was just at a different level; and frankly, fortunately, I found that it wasn’t anything that to me
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seemed magical about doing it differently. It was the same principles still worked. It was just
different things you were dealing with, broader scale. I had great support and had developed a
great team there. So coming back to the division where it’s a more narrow focus and, you know,
one of the things --it was like you realize that we are working within our own narrowness.
Things that seemed very big to us at an institutional level are not nearly so big. So you
sometimes ask yourself, Why are we spending this much time on this particular issue? Let’s
make a decision and move on. Or it’s, we need to put this in the context of the bigger
institutional decision or the bigger institutional framework. It was a little bit frustrating
sometimes, to not think that people could see that, when in reality I knew that I had a
perspective, fortunately developed, that I could hopefully bring back. But it wasn’t always easy,
you know?
[00:24:00]
T. A. Rosolowski, PhD
[00:24:00]
Yeah.
[00:24:00]
Marshall Hicks, MD
[00:24:00]
You’re always, it’s—because it would happen a lot. That’s expected, I guess right, to some
extent, because people didn’t have that. Almost any issue we were dealing with, there was a
broader issue at some level. It was really institutional, and trying to connect that and just really
the energy of continually addressing that when you can’t really explain maybe everything that’s
out there. For example, some of the internet security. Aspects like that. There are things going
on and you kind of knew. Now that a lot of these have come to light, but at the time there was
investigations, different things going on. I knew what we needed to do in DI [Division of
Diagnostic Imaging], but it’s hard when you’re not as able to share as much information and so
forth, about certain things. That was rare. It was more of the general aspects of how do you
really deal with it at a fairly narrow level, and feeling like there was—you had been exposed to
this, gotten a lot of the knowledge and workings and then now it’s a much narrower focus. It
was also an adjustment.
[00:25:25]
T. A. Rosolowski, PhD
[00:25:26]
Did people treat you differently or did you perceive any difficulties or changes in relationships
from that?
[00:25:33]
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Marshall Hicks, MD
[00:25:36]
Not so much that I’m aware of. I don’t really—more people knew who I was, just from walking
in the halls and stuff. People would talk to me or say hello that probably wouldn’t have before,
because they wouldn’t know who I was. Some of these relationships I was able to develop
across the institution in that role. I don’t think it was all that different politically, and that’s
probably a good thing.
[00:26:18]
T. A. Rosolowski, PhD
[00:26:18]
What did you—were there any decisions that you made in coming back? Did you have a
refreshed perspective on what the division needed to do, what direction?
[00:26:34]
Marshall Hicks, MD
[00:26:37]
I think it was a hard time for everybody, coming through all that. I think that for me, part of it
too was just --particularly coming off of Harvey and kind of really getting on our feet again-there was a bit of an emotional sigh of just saying we’ve got to take some time and regroup. So
some of it for me was really figuring out where we were, because it had been about a year. What
were some of the higher priorities? I think for us it was moving into the region, the HALs. We
had continued our expansion at Memorial Hermann, on the breast imaging side, and it was how
those fit into the larger context of where we were headed as an institution, were a couple of key
things. From a clinical standpoint, we were doing well in terms of performance wise. But it was
also a time when we were starting to ramp up out of Epic, to the point where we had not caught
up on the staffing side. We’re struggling with that a little bit. It’s getting ahead of that, which is
hard to do if you’re still on a trajectory that’s growing at a pretty significant clip. It’s hard to
ever get ahead of it, so we’re trying to come up with some plan there. We were in recovery
mode and a catch up mode if you will, for a lot of ’18, and that’s carried over into ’19, which is a
good thing, because it means we’re going to come back pretty strong. People want to come here,
but it’s finding the balance on the staff side. So it was a little bit of what’s next, you know? Just
reflecting and then what’s next. I was meeting with the CEO from one of our major vendors that
I’ve known for about 20 years. He was visiting yesterday, and he was asking the same question:
how are things, how was the adjustment and all that. I said something like, I kind of need to in
some ways figure out how—it was a tough adjustment, you know? I’m still trying in some
places to figure out how to adjust. He just kind of looked off for a couple seconds and said,
“Well, is it you that needs to adjust or is it the eye that needs to adjust?” I thought that was an
interesting perspective. I think what he was getting at is that there are things you do—like I said,
he’s a CEO, you know? He runs a large organization, and I think his point was when you’re in a
role like that you learn things. You can take them back but the expectation maybe is that the
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vision needs to do things differently and can do things differently, that are a benefit to the
institution, that you now know that maybe you didn’t know before. I think that’s where he was
coming from out of it. But his comment caught me by surprise and I had to think about it and
I’m still thinking about it. I think it was meant in a very positive way, you know? There are—as
an example, because of spending a lot of time thinking about institutional risk and thinking of
things from a broader picture, it’s how do you introduce that into the conversation with
leadership in DI? The “well let’s elevate and think about this from an institutional perspective or
think about the risk to the institution.” Because it’s often different from the risk that we see in
the division, and it may cause us to make a different decision, allow us to make a different
decision, putting that into the framework of the larger institutional perspective.
[00:32:06]
T. A. Rosolowski, PhD
[00:32:07]
Is there anything else you want to say about what was tough about the adjustment? I mean, I’m
not trying to be intrusive, you know. These are aspects of leadership experience and I think it’s
an important record of what happens in that life cycle of leader.
[00:32:28]
Marshall Hicks, MD
[00:32:29]
It was a much tougher adjustment, and I think it’s because you’re used to things at a certain
level. It’s fascinating and it’s stimulating, and then you come back to something that’s much
narrower and in some ways there were still some problems that were there when you left, and it’s
like why haven’t these been solved? Why can’t we move forward? I think some of them
weren’t solved for very legitimate reasons, or there was a focus on other things potentially, as we
were going through all of this. But still, the natural instinct is well why are we still dealing with
these things, and oh my gosh, don’t you realize there’s bigger issues we need to be dealing with?
And then you start thinking, well is this the right role for me anymore, because you’re thinking at
another level and you’re thinking differently about things. Is this now the best thing for the
division, the best thing for the institution or the best thing for me, to be back in those role, and
questioning it, and frankly still am.
[00:33:46]
T. A. Rosolowski, PhD
[00:33:47]
Sure, I mean it seems very natural. I mean I hate to put it in these terms but once you’ve been to
the big city how can you go back to the little bitty town. [laughs] I mean it would be shocking if
there weren’t some of that. I mean honestly, for smart people who love to be intellectually
stimulated and love to be making change and affecting things, to have the ability to have impact
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on that scale and then okay, now I’m not doing that any more, well where is my purpose?
[00:34:17]
Marshall Hicks, MD
[00:34:18]
Yeah, and it was a struggle as well, because you think well, you just went through this
experience. Hopefully learned a lot from it. Gained a lot that could benefit the institution and
yet, you’re back to a more limited role where you know people would say well, you’re going to
have a great perspective. And that’s true. But it’s still not the same and you’re still, you find
yourself asking that question.
[00:34:52]
T. A. Rosolowski, PhD
[00:34:52]
Have you kind of turned over any possibilities of next steps in your head, I mean really at a
fantasy level, I know that this is early days.
[00:35:01]
Marshall Hicks, MD
[00:35:02]
I have, but on a personal level, what happened was my dad’s health has been poor and struggling
and in a slow decline with his Parkinson’s. I didn’t want to get preoccupied with exploring or
committing or doing something. Frankly, it’s just been a real struggle for him. I go up at least
once a month now and I’ve been doing that really, since I remember in August of 2017 he was
hospitalized with pneumonia. I really thought that was going to be the end, frankly, and that’s
been a year and a half ago. He’s just been hanging on and it’s great to have him but it’s a
struggle for him.
[00:35:52]
T. A. Rosolowski, PhD
[00:35:52]
Well and a struggle for the family.
[00:35:53]
Marshall Hicks, MD
[00:35:54]
And the family. So really, almost in some ways thought it would be selfish for me to try to not
be able to help when I can and be distracted by something. On the other hand it’s like you’ve got
to still think about there’s a window of time that I have left in my career and how do I work
through that? I’ve found challenges as I’ve come back, and been able to help out, but I’ve been
selective. I’ve been really pulled out of all my other commitments, while I became interim
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president, so I wanted to allow other people, some of them might have been in those roles for a
while as chairs of certain committees and things, so as I came back I was trying to be selective
about which roles I can be in that I can really help, like with the Inpatient Planning Committee
and different things like that that have come up. I want to make sure that it’s something that was
interesting to me, but also somewhere I thought I could add value. It is something that I keep
thinking about too, what type of role, because this was when you compare us as an institution, to
other institutions, we’re so fortunate. So some of the issues --I love challenges but some of them
are real challenges. Like when you look at what some of the other groups even in town are going
through as healthcare institutions. There’s a deanship or something like that, in an academic
institution. Even that is very different than it is here, because we don’t have a medical school.
We don’t have the sort of traditional thing. Then you’re not dealing with the—and again, that’s
a more limited role, whereas something where—so it’s really trying to find what will be a good
fit. What would be something that would be stimulating but something where I would bring
value as well, into a role like that? It’s not been easy for me to think of those things. When you
think of the role of this institution and the role of the CEO here, translating into something that
could parley into another opportunity. You get into the CEO of a healthcare system, even if it’s
a small or moderate one, there’s so many challenges in medicine right now that a lot of them are
getting into cost cutting, cost reduction side of it, not how do we have opportunities to grow. So
you have to look at roles, and even in deanships now, where resources are declining. There’s
other issues you’re dealing with and some of these roles, I think could be pretty challenging. It
could be there’s opportunities, and then there’s sort of setups for failure, and distinguishing
those.
[00:39:31]
T. A. Rosolowski, PhD
[00:39:30]
Not a good move.
[00:39:33]
Marshall Hicks, MD
[00:39:33]
Yeah, exactly. [Interruption: Hi, excuse me, you left your phone in your office and it was
ringing.] Okay, thanks, okay thank you.
[00:39:40]
T. A. Rosolowski, PhD
[00:39:40]
Should I pause this here?
[00:39:41]
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Marshall Hicks, MD
[00:39:42]
No. Yeah, thanks. I purposely left it in there, bless her heart. [Tacey laughs] That’s kind of it, I
mean I’ve been—and to move. I mean it’s a great institution but from a family standpoint too. It
sounds like well yeah, it’s got to be something else but if you look at it, it’s like these are major
life decisions and changes.
[00:40:22]
T. A. Rosolowski, PhD
[00:40:23]
Absolutely.
[00:40:23]
Marshall Hicks, MD
[00:40:24]
And I think probably also, when you’re on a track where you’re moving, I mean I’ve made one
move as a career, as a faculty member. I think if you’re in a mode where maybe you’re doing it
for five or ten years and you’re moving up, it gets easier probably, to say well I’ll take a chance
on this. Then if it doesn’t work out here, it’s like yeah, I don’t—I want to make sure it’s
something that is a good fit for me. So I purposely haven’t been as active in putting my name
out there, doing something until it feels like a good time.
[00:41:03]
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T. A. Rosolowski, PhD
[00:41:04]
That makes sense. Can I ask for a different sort of reflection now? I’m wondering about your
view of the new strategic planning process. We have the McChrystal phase and now we’ve got
segueing into this new phase with the Play to Win model by Lafley Martin, so I was wondering
what your thoughts are about that transition.
[00:41:37]
Marshall Hicks, MD
[00:41:37]
Read the book. I’m familiar with it, and we’ve been having a couple exercises with it. I mean I
like the approach. I think it will be interesting to see --this is coming out of more of a corporate,
almost in a commodity area sort of approach-- and to see what we come up with is what’s our
aspiration or win, because I think that’s a key question. A win for Proctor and Gamble is to
dominate in a sector and crush the competition. For us a win is probably health, well being of
patients and curing them of an individual cancer, not competitively necessarily against who is
our competitor. That’s one of the things we’ve been asking ourselves, is who are our
competitors, and so how that approach translates and not. I think we’ve got to be careful --and I
think we will-- not to have a perception be that we’re turning into this sort of corporation that
isn’t more—isn’t patient focused, humanistic about what our real goals are. That our winning
aspiration is about the people, and P&G has customers that are focused but their customer is
ultimately a transaction, meaning profits to the bottom line.
[00:43:31]
T. A. Rosolowski, PhD
[00:43:32]
What do you think of --I mean in the Division of Education and Training, which houses the
library, there really has been an attempt to disseminate this model at every level of the
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organization. I assume that’s happening every place. What do you think about that method, you
know is it new, is it different, what do you think is a prognosis for that?
[00:43:55]
Marshall Hicks, MD
[00:43:55]
You mean the actual trying to get it disseminated?
[00:43:56]
T. A. Rosolowski, PhD
[00:43:56]
Mm-hmm.
[00:43:57]
Marshall Hicks, MD
[00:44:00]
I think so. I mean we did this with the pyramid thing and that was an attempt there with
somebody I know within our division. We actually used that framework and we did concurrent
strategic planning. I liked this framework in the sense that it asks questions, and I think if you’re
having people—if you’re asking the same questions across the institution, I think that’s a good
thing. There are, in a sense, a lining over those questions, and beginning to think about what are
these questions, what’s important. We were reviewing yesterday at the new president’s
Advisory Council, it used to be the Shared Governance Committee, that from all the activity
that’s going on, whether it’s online or the focus groups, that they’re getting a lot of—they’re
getting strategic, focused suggestions for themes. But they’re also getting —I’m blanking on
what they call it-- but it’s more tactical type things. They’re talking about boxing, you know
putting in a bucket rather. Things that we need to address but they’re not things that are
strategic. It’s more like we need to reduce bureaucracy or reduce administrative burden and
things that we do need to be taking care of but it’s not really in following the realm of strategy. I
think that’s what happens, that we should be getting a lot more of those on a more strategic level,
and that’s probably natural because a lot of people tend to think about what’s in front of them.
[00:45:59]
T. A. Rosolowski, PhD
[00:46:00]
Right.
[00:46:00]
Marshall Hicks, MD
[00:46:00]
It was interesting to me because the themes that are coming up strategically are probably fairly
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predictable themes and many of them are things that as well, kind of came out of a political
process. We called them priorities at the time. There’s an overlap I think. Then some of the
things that were in McChrystal, probably were more the tactical or operational stuff. I like just
the framework of asking questions and really stimulating thought that way. Having its consistent
but simple framework, which I think is the real strength of this. I think it’s just perhaps
managing perceptions to make sure that people don’t think that we’re trying to turn into a Proctor
& Gamble.
[00:46:47]
T. A. Rosolowski, PhD
[00:46:47]
Right. Mm-hmm.
[00:46:48]
Marshall Hicks, MD
[00:46:48]
And what is our real wining aspiration doesn’t—that we’re not trying to turn this into sort of a
commodity based organization, or that we are not still losing sort of part of our secret sauce,
which is that caring that we have for patients, that you hear over and over from people that come
here. That it’s the people that make the real difference, which is really our edge, what makes us
distinguished from others. Even Carol Porter [oral history interview] brought this up at a
meeting where we were talking about this, as who is our competition. Maybe you could say
Memorial Sloan-Kettering, but most would argue maybe not, because they’re so far away and
they’re dealing with a very dense population around where they are. But the caring aspect there,
between there and here, is something that people who have experienced both places differentiate.
[00:48:03]
T. A. Rosolowski, PhD
[00:48:02]
Oh really?
[00:48:02]
Marshall Hicks, MD
[00:48:03]
Yeah, just a different type of environment. That’s the thing. When I hear patients that are
friends, family, that come here, it’s always about how well they were cared for. The
breakthrough science and all that stuff is great, and the technology. But the thing that I hear that
people really identify with is the caring of the people who work here. I like the framework, I
think it’s good. And I like the structure, because I think we need the structure and I think it
needs to be simple enough that people understand and can focus on. Because if it’s too much,
they’ve got other things they’re trying to do and distractions. I think this is something as well,
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even though we tried to align with the pyramid, they were pretty broad. With this, we can all,
within all of our divisions or departments, ask these same questions and say how do we align
with now what is the institutional winning aspiration or support for it?
[00:49:15]
T. A. Rosolowski, PhD
[00:49:18]
What do you foresee evolving? The what’s in the future question, either for the strategic
planning process or for the institution as a whole.
[00:49:27]
Marshall Hicks, MD
[00:49:31]
I think one of our biggest challenges is the changing healthcare environment and what that’s
going to look like, and there’s a lot of uncertainty about it. It will continue down to some extent
the political path. Where that’s—there’s a lot of conversation about Medicare for all, or single
payer, or something, and who knows where that will end up. But those sorts of things will
impact us for sure. Those are all concerns there. But --and like it or not, that’s where a
substantial part of our revenue comes from, so we have to pay attention to that. The science side,
the research side, I think is jeopardized to the extent that it can’t be supported. So where we’re
going is we need to look to see how we can make the research part less dependent on the clinical
side. I think from the clinical side it’s how do we develop a diverse portfolio to make us flexible
enough to be sustainable and be able to continue to serve the mission. When I look at it, and I’ve
been involved in this Inpatient Planning Committee, so it’s how many inpatient beds do we need,
do we continue to grow and where should they be, is the two simple questions out of it. As we
looked at that, it’s pretty clear that our region is still growing pretty phenomenally. Texas is still
growing but Houston in particular is growing as a large city, getting even bigger. It’s getting
harder as a city being sprawled out as we are, more challenging for patients. One of the things
we heard from patients out in the region is they want inpatient, they want inpatient facilities out
there. Many of them will not come down here if that’s the decision they have to make, because
it’s just too much, and it’s going to get harder.
[00:52:04]
T. A. Rosolowski, PhD
[00:52:05]
Right.
[00:52:06]
Marshall Hicks, MD
[00:52:06]
So I think if we want to be competitive in the region and continue to grow with our population
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draw on the region, we’re going to have to probably continue to expand. The HALs that we’re
building now are probably phase one. We’ll probably end up with an inpatient facility of at least
one of those, but as we continue to start planning, what’s next.
[00:52:30]
T. A. Rosolowski, PhD
[00:52:30]
I missed the acronym you used, HALs.
[00:52:30]
Marshall Hicks, MD
[00:52:31]
HALs, Houston area locations. I think that just makes sense, because if you look, a third of our
patients come from the Houston region, which right now is the surrounding counties. That may
shrink if it gets harder for patients to come in even from the surrounding counties, but there’s an
opportunity to grow it as we get further out. So if we want to maintain that or even grow it, but
right now we have about 25 percent of the Houston area market and it’s not a lot really, when
you think about it. So even if we increase that, even if we doubled that, which we really couldn’t
do as an institution, we still wouldn’t have a majority of the market. We’d have right at 50
percent. But if we want to maintain that even as we grow out, we’re going to need to grow. So
when I think about the challenges that may come if there’s a national network or as networks
continue to narrow, the vulnerability we have nationally, of patients still being able to come here
and even some of the Medicare –you know, the advantage plans, don’t let people come here,
they’re becoming more and more popular. There are some risks nationally, as this continues to
evolve. So it makes sense for us to position ourselves to where we’re—to me it’s the fixed cost
concept and the variable costs. The fixed costs, the fixed revenue, can come from a region, as a
portfolio. The more flexible variable piece is going to be probably what’s outside of the region,
whether it’s international or national or in Texas. But also, as part of our responsibility as being
part of the University of Texas System, is how do we work more closely with the rest of the
institutions? This is something we started doing when I was the interim and even before it was
Ron. It became much stronger as we actually formalized some of the affiliations, like San
Antonio. I think there’s an opportunity there for us to help in areas where cancer is not a
strength, in some of these institutions, to really strengthen it and to reach more patients in Texas
and to really kind of be the leading partner in oncology in the state. So I think that’s part of the
portfolio too. Then internationally, we’re still trying to figure out what the best opportunity there
is. It’s a huge opportunity, but there’s also huge risk there as we’ve experienced, when patients
come and you end up with patients that really shouldn’t be here and we really can’t do much
more. It’s just impacting those that you really do want to serve. So how do we figure out how to
really channel the right patients, the ones that can benefit, and get them here? The same thing
nationally, to a lesser extent. That’s a little bit easier to navigate through because of just the
communications and the distances and time and all that being less. So I view it as we’ve got to
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be flexible, we’ve got to be able to adapt to whatever changes happen in healthcare, policy and
healthcare nationally, but that we have great opportunities. Our brand is so incredibly strong, as
we found out when we were doing the focus groups and the interviews and surveys regionally.
Patients will tell you that we’re the place to be, but they’re just not going to come down here.
[00:56:52]
T. A. Rosolowski, PhD
[00:56:53]
Well you’ve been very patient with all of this time, and I wanted to ask you if there’s anything
else you would like to add at this point.
[00:57:08]
Marshall Hicks, MD
[00:57:08]
I don’t think so, just that I appreciate the opportunity and it really was an honor to be in that role,
which is the only reason I’m sitting here.
[00:57:12]
T. A. Rosolowski, PhD
[00:57:12]
Not the only reason.
[00:57:16]
Marshall Hicks, MD
[00:56:16]
But no, it was quite an experience, and this has actually been very helpful, to just kind of put it
all together, think about it, reflect on it, what I’ve learned, but also what we went through and
how it can help better prepare us for the next chapters that happen. It was probably --the
ultimate lesson was just the resiliency of our people and the commitment of the people that work
here, because that was a major transition when you reflect on it, and it was a real credit I think, to
everyone pulling together during that time. You wonder if other institutions, other organizations,
how they would have weathered something like that. I think that we’re just fortunate to have the
kind of people --it gets back to the caring aspect, who not only care about the patients but we
care about each other and care about the institution, and that’s pretty remarkable.
[00:58:35]
T. A. Rosolowski, PhD
[00:58:35]
Well I want to thank you.
[00:58:37]
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Marshall Hicks, MD
[00:58:37]
Oh, thank you, it’s been a pleasure.
[00:58:39]
T. A. Rosolowski, PhD
[00:58:40]
Yeah. So I want to say for the record, I am turning off the recorder at six minutes after twelve.
[00:58:46]
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