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life insurance?” 
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  Institute of Genetic Medicine  
  p. 20.
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genetiC ‘Destiny’?
“Mom, how old was 
Grandma when she 
first got Alzheimer’s?” 
my young son asked 
me last week. I had 
long shielded my boys 
from the answer, 

knowing the genetic implications. but 
now he’d done the math. “I just read 
that children of people with early onset 
Alzheimer’s have a 1 in 2 chance of car-
rying the gene. Mom, I don’t want you 
to get Alzheimer’s!” he cried, dissolving 
into tears.

Such is the genetic world we live in 
today—a world awash in genomic infor-
mation, with genetic tests now available 
for more than 2,500 diseases.  

In some cases, genetic knowledge 
is power. Celebrity Angelina Jolie, who 
carries the bRCA1 gene and lost her 
own mother to ovarian cancer at age 
56, made headlines recently when she 
announced her decision to have a pre-
ventive double mastectomy. She went 
public in order to raise awareness. Mak-
ing genetic testing affordable and widely 
available, Jolie argued, is crucial for giv-
ing women more “strong options.” 

but what about diseases for which 
there is no effective treatment? do 
you really want to know if you hold the 
gene for AlS or Alzheimer’s?

Fortunately, there is a cadre of 
professionals equipped to help us sort 
through these and other agonizing 
issues, as we describe in “To Know 
or Not to Know?” (p. 20). Genetic 
counselors are critical in today’s “Wild 
West” landscape of genetic informa-
tion sharing. And with the promise of 
individualized medicine on the horizon, 
their role on the clinical care team will 
become ever more crucial.

While I definitely fall into the “don’t 
want to know camp” when it comes to 
genetic testing for early Alzheimer’s, my 
mindset could change. And if it does, 
it’s some comfort to know there are 
genetic counseling experts ready and 
waiting to help.

from the 
editor

Who Needs Cadavers?

I read with interest David H. 
Freedman’s article “Rethinking 
Anatomy 101” [Winter, 2013]. 
I started medical school in the 
summer of 1988, and much to the 
surprise of many members of my 
class, we studied anatomy without cadavers. The 
idea was to learn anatomy with books, anatomic 
models, and technological aids. I think I learned 
as much (or as little) anatomy as any other student 
dissecting cadavers. While it is clear that my specialty 
is not that dependent on knowledge of anatomy, I 
have schoolmates who are successful pathologists, 
surgeons, and radiologists, so I do not see the lack 
of cadavers as a disadvantage. Of course, anatomy is 
very important, but contrary to the first half of the 
20th century (and before), I see modern medicine 
as less anatomically based, and more [based] on 
molecular biology, genetics, and immunology.

I am glad my school in Mexico saw it this way 25 
years ago. I am glad Perdana University sees it this 
way now.
 Javier BoLaños-meaDe, mD 
 Associate Professor of Oncology
 Sidney Kimmel Comprehensive Cancer Center at Johns Hopkins  

| Letters |

Alcoholism: An 
Underfunded Disease
Rachel Kahn Best [Winter, Second 
Opinion] touches on a real concern.  
I fear, however, that the trend she 
discussed will continue until societal 
attitudes toward “deserving” and 
“undeserving” diseases change. I 
anticipate no such change in the 
near future.

 Despite the space limitations in a 
one-page essay, I was surprised that 
the words “alcohol” or “alcoholism” 
were not mentioned. Measured on 
a per-patient scale, alcoholism is 
surely the most underfunded disease 
in the country. Among several of 
my conscientious, nonphysician 

friends who “Walk for Breast Cancer 
Cure,” and donate time and money 
to agencies for the homeless and 
other causes, none has contributed 
anything for alcoholism research. I 
personally suggested they consider 
including ABMRF/The Foundation 
for Alcohol Research in their next 
round of contributions. Since it is in 
Baltimore, and has a strong Hopkins 
connection (founded in 1982 by Dr. 
Thomas Turner; current president 
Dr. Mack Mitchell, MD ’77; and Dr. 
Frank Iber as consultant), recruiting 
donors around the Johns Hopkins 
Hospital should be easier than 
elsewhere. Using a moderate number 
of patients and friends as evidence, 
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I long ago concluded that the problem 
is not “willful misconduct.” Funded 
research is the sole route to solve it.

 Larry r. kirkLanD, mD ’64
Atlanta, GA

lkirkla@aol.com

EMRs: A Cautionary Note
Paul Rothman’s editorial on putting 
patients and families first [Winter, 
Post-Op] was exciting to read and 
continues what I see as Hopkins’ focus 
on excellence in patient care. 

I would add a word of caution about 
the electronic medical record to be 
implemented at JHH. EMRs do a great 
job of making medical information 
available to all physicians across a 
system. At KU Medical Center, where 
we just completed the final stages of 
implementation, the ability to see other 
physicians’ notes, look at laboratory 
values in the exam room, and show 
patients their X-rays during an exam 
have been positive steps. 

Unfortunately, the EMR has also 
enormously increased the time spent 
by physicians with charting and 
administrative work. I believe it is 
possible for the EMR to be an overall 
positive experience, but clinicians need 
some way to avoid having all their 
elective time tied up by the demands of 
the electronic record. This has been a 
recurrent theme across the country, and 
the current demand that hospitals and 
medical systems move now to EMRs has 
essentially locked in technology that is 
clumsy and far from convenient—along 
the lines of an early Windows program. 

I hope there will be future updates 
on Hopkins’ move toward patient- and 
family-centered care. 

DonaLD B. miLLigan, mD ’74
DMILLIGAN@kumc.edu 

All in the Family
I have just read Dean Rothman’s “Post-
Op” column and I applaud his statement: 
“We are committed to nothing less 
than becoming the national leader in 
the science, teaching, and provision of 
patient- and family-centered care.”

As a retired family physician and 
medical educator, I can only hope that 
means Hopkins will now establish a 
faculty in family medicine and develop 
training programs for it. It has always 

disappointed me that my alma mater 
has not become a complete medical 
school by leading in my specialty as it 
has in so many others.

theoDore J. phiLLips, mD ’59
Clinical Professor Emeritus, Family Medicine
University of Washington School of Medicine

More Good Nutrition
What a pleasure to read about The 
Patient Promise program developed by 
Hopkins medical students to urge their 
peers and other health professionals 
to adopt personal health habits for 
themselves and be a role model for 
their patients.

In addition to the medical school 
course on nutrition and obesity cited 
in “Eschewing the Fat” [Winter, p. 
5], first- and second-year Hopkins 
medical students can request a 
free copy of “Nutrition Guide for 
Clinicians,” prepared by the Physicians 
Committee for Responsible Medicine 
(PCRM) in the fall of 2013. This 
well-written, pocket-sized book 
summarizes information on the role 
of nutrition in health and illness with 
a focus on preventive and therapeutic 
measures for more than 80 medical 
conditions. (http://support.pcrm.org/
site/PageServer?pagename=pcrm_
membership_med_student_
form&AddInterest=2821) 

 BarBara p. Wasserman, mD ’68 
Board of Directors,Physicians Committee  

for Responsible Medicine

An Ambassador to China
I was saddened by the recent passing 
of President Muller [Winter, Editor’s 
Note]. Like Muller, I have been active 
in nurturing the mutual understanding 
of China and America. Along with 
Dr. Bernard Lown, another Hopkins 
alumnus, I founded the U.S.-China 
Physicians Friendship Association 
in the early 1970s. I was named the 
Roving Ambassador for Chinese 
Cardiovascular Science by the editor-
in-chief of the International Journal of 
Cardiology in 2007, and was recently 
appointed the international consulting 
editor for China for the journal.

  tsung o. Cheng, mD
Hopkins Fellow in Medicine, 1957-59

Professor of Medicine, George Washington  
University Medical Center



 John Zampella remembers 
the first time he interviewed 
a patient as a Johns Hopkins  

 medical student. “She 
was being treated for chronic 
myelogenous leukemia. It was 
really awkward when you’re 
just starting out because you 
don’t know what questions 
are important to ask. It 
takes practice to become 
comfortable,” he recalls.

With the School’s new 
Genes to Society curriculum, 
launched in 2009, Hop-
kins medical students now 
begin speaking with patients 
in the first week of medi-
cal school rather than waiting until 
their second year. That’s only one of 
many changes. There is now greater 
emphasis throughout the curriculum 
to consider socioeconomic, lifestyle, 
and genetic factors that influence a 
patient’s health and ability to adhere 
to a treatment plan. 

This year’s class of 115 graduat-
ing MD students is the first to 
have completed all four years of the 
Genes to Society curriculum, which 
includes courses on health care dis-
parities, patient safety, and palliative 
care. Topics such as ethics, popula-
tion health, and the structure of 
health care systems have also been 
woven throughout the curriculum. 
Also, there is more focus on learn-
ing about substance abuse and pain 
management.

Zampella, who finished his 
medical studies in May, has a unique 

CIRCLING the dome
A Milestone for Genes to Society
Freshly minted MDs are the first to have completed all four years of 
the curriculum.

perspective. The old curriculum was 
in place during his first two years of 
medical school. He took time off in 
the middle of his studies for a Howard 
Hughes Research Fellowship. When he 
returned for his last two years of medi-
cal school, he jumped into the Genes to 
Society curriculum. 

“They added some really important 
features, such as transitional courses to 
prepare us for hospital-based clerkships 
and sessions between semesters to learn 
about the societal aspects of medicine, 
such as helping patients with end of 
life care and navigating the health care 
system,” says Zampella, who plans to 
go into dermatology and will begin a 
residency at Hopkins Hospital in July. 

Genes to Society also streamlined 
the learning about different organ sys-
tems, such as the cardiovascular system, 
by integrating normal and abnormal 
anatomy, physiology, and pathology 
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into one course, rather 
than having the healthy 
and the diseased aspects 
of organ systems taught 
in separate courses given 
in different years.  

“Our goal is to get 
the students to use a sys-
tems approach to under-
standing health and 
disease, and be more 
collaborative and inte-
grative in their thinking 
while gaining skills in 
problem solving,” says 
Patricia Thomas, pro-
fessor of medicine and 
associate dean for cur-

riculum. “Also, by assigning a faculty 
member to each student to act as a 
mentor, we want to help strengthen 
their personal development as medi-
cal professionals,” she adds. 

Matthew Huddle ’13 says the 
Genes to Society curriculum gave 
him a broad perspective on the issues 
he will have to consider as a doc-
tor. “When I first came to medical 
school, I didn’t realize how impor-
tant societal determinants are to 
understanding a patient’s health and 
developing a treatment plan,” says 
Huddle, who wants to become an 
otolaryngologist and will do his resi-
dency at Johns Hopkins. “I think we 
are well prepared and the curriculum 
has given us the basic skills to suc-
ceed.” Ellen Beth Levitt

John Zampella, who found out on match Day that he will do his 
residency at hopkins, is among the first class to have completed 
all four years of the genes to society curriculum.

p h O T O  b y  K e I T h  W e l l e R
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 It’s numbers that drive cardiologist Lowell Maughan, 
medical director of Johns Hopkins Medicine’s Trinidad 
and Tobago cardiology program. Around the start of his 

career at Hopkins Hospital in 1973, the mortality rate of 
patients presenting with acute myocardial infarction was 
30 percent. By creating a specialized coronary care unit—
with staff specifically trained on the complexities of cardiac 
care—Hopkins successfully slashed that rate in half. 

This experience has served as Maughan’s inspiration as 
he has worked tirelessly to improve cardiac care in Trinidad 
and Tobago, an island nation of 1.3 million people and five 
public sector hospitals. 

In 2006, Trinidad and Tobago’s government asked Johns 
Hopkins Medicine International to collaborate, along with 
local educational institutions, on the Trinidad and Tobago 
Health Science Initiative (TTHSI). The multipronged effort 
aimed to improve the public sector’s resources for medical 
education and reduce cardiovascular disease and diabetes. 
At that time, the World Health Orga-
nization attributed 37 percent of 
the nation’s deaths to cardiovas-
cular disease. 

Once appointed chief medi-
cal director, Maughan made an 
unsettling discovery: A public 
health care system that serves 
1.3 million people employed a 
single trained cardiologist. 

Nearly six years later, those 
numbers have improved dramati-
cally. When TTHSI’s cardiology 
program ended in February, that 
number had septupled—with five 
of the additional cardiologists having 
graduated from a Johns Hopkins School of 
Medicine cardiology fellowship program that 
Hopkins faculty delivered locally. 

As Maughan and in-country stakeholders mapped 
the path toward a viable national cardiac service, he knew 
that better diagnosis by primary care providers would be 
meaningless without improved secondary care. 

So he and his Hopkins team conceived a cardiology fel-
lowship that would be delivered at Trinidad’s Eric Williams 
Medical Sciences Complex, using mostly experts who were 
already traveling there to provide other training, in addition 

to Johns Hopkins cardiologists. It would immediately ben-
efit Trinidadian patients while allowing the local physicians 
to train in an environment more like what they’d encounter 
post-fellowship. 

The requirements of the 24-month fellowship mirrored 
Hopkins’ ACGME-accredited program—including the 
same number of procedures and didactic hours. With Hop-
kins’ blessing, Johns Hopkins cardiology faculty and staff 
traveled to Trinidad for more than 120 weeks across two and 
a half years to train five fellows, all native Trinidadians who 
had received MDs at the University of West Indies. The 
first three completed fellowship training in February 2012, 
another in July, and the last one in February.

Midway through the fellowship program, Maughan’s path 
fortuitously crossed with that of San Fernando General Hos-
pital’s medical director, Lester Goetz, who needed advice on 
how to improve care for cardiac patients: Almost 40 percent 
of San Fernando’s admissions were cardiac-related and 60 

percent of those required follow-up care 
at a better equipped hospital that 

was hours away in bad traffic. 
When he mentioned a newly 
emptied space (with a yet-to-
be-determined fate), Maughan 
shared the benefits of having a 
dedicated cardiology unit. 

Maughan’s words were lighter 
fluid to Goetz, who used them 

to blaze through the bureaucracy 
and open the island nation’s first 

public cardiac specialty ward in 
November 2011. Reshma Singh, one of 

the first three Hopkins-trained cardiology 
fellows, arrived three months later to serve as 

the ward’s cardiologist. “Things happen faster 
for the patients now that I’m caring for them here 

instead of referring them elsewhere,” says Singh. 
As word spread, two Trinidadian cardiologists who 

were working abroad returned home to be part of the sea 
change. Today, dozens of technicians and nurses who’ve 
received specialized cardiac care training from Johns Hop-
kins experts support this batch of new cardiologists, while 
primary care providers across the islands continue training 
on how to better diagnose and appropriately triage cardiac 
issues.  Cymantha Governs

Healing Hearts on an Island Nation
Hopkins-inspired cardiac care has prompted a sea change in Trinidad and Tobago.

| Circling the Dome |

MAuGhAN MAde AN uNSeTTlING dISCOveRy: A publIC heAlTh CARe SySTeM ThAT 
SeRveS 1.3 MIllION peOple eMplOyed A SINGle TRAINed CARdIOlOGIST. 
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Dealing with the sudden death of a loved 
one—be it a child, spouse, parent, or 
grandparent—can be emotionally drain-
ing, but perhaps not as much as dealing 
with a loved one’s lingering, inevitably 
fatal, illness.

This became clear to Lillie Shockney, 
administrative director of both the Johns 
Hopkins Breast Center and Cancer 
Survivorship Programs, when she began 
receiving inquiries from women with ter-
minal, metastatic breast cancer. Confront-
ing the end of their lives, they wanted 
help coping with what the future held.

For more than a decade, Hopkins 
has provided retreats for breast cancer 
survivors, supporting their efforts to 
“transform” themselves from feeling like 
patients to getting on with their lives, 
says Shockney, a nurse and University 
Distinguished Service Associate Profes-
sor of Breast Cancer. She realized that 
those who would never cease being 
patients needed help coming to grips 
with the end of their lives, as did their 
spouses or caregivers.

In 2006, Shockney launched the 
Metastatic Breast Cancer Retreat, the 
only one of its kind in the nation, to ad-

dress those needs. Held twice a year at 
the Sisters of Bon Secours’ retreat and 
conference center in Marriottsville, Md., 
the retreats have served 59 individual 
patients, 36 spouses and 21 female care-
givers so far.

One retreat is for couples, while the 
other is for women who are not in a re-
lationship but bring a female caregiver—a 
mother, sister, daughter, or best friend—
with them. Assisted by Judy Matthews, 
a member of Hopkins’ Breast Center 
survivors volunteer team: Debby Stewart 
and Mary Capano, two of the Breast 
Center’s breast cancer nurse navigators, 
as well as breast cancer survivors, and 
Rhonda Cooper, the Cancer Center’s 
chaplain, the two-and-a-half-day, two-
night retreats offer participants the op-
portunity “to candidly speak with others 
in the same situation,” says Shockney. 

Some discussions are separated by 
gender. “I think the men-only group is 
one of the most powerful things that 
we do,” Shockney says. “Men are thirsty 
to find other men in the same situation. 
There is a sense of relief when they hear 
a husband say, this is how I’ve been deal-
ing with this: I get in my car and scream 

and cry and curse. And to find out that all 
of them get in their cars and scream and 
cry and curse—that they’re not alone.”

The free retreats are also available to 
patients outside Hopkins. Over the past 
six months, Shockney has used a grant 
from the Avon Foundation to create 
a planning guide for metastatic cancer 
retreat programs so other cancer centers 
may develop their own. 

She also is eager to expand the 
scope of these retreats. Late in 2012, the 
colorectal cancer group at Hopkins held 
its first such retreat, she says, and the 
pancreatic cancer team is preparing to 
hold its first this year.  “We are hoping 
head-and-neck will follow, as well as GYN 
oncology,” Shockney adds.  

A 20-year breast cancer survivor 
herself and administrator of Hopkins’ 
Breast Center since 1997, Shockney says 
the metastatic cancer couples’ retreat “is 
probably the most profound thing I think 
that I’ve ever done.” Neil A. Grauer

A video about the retreat, filmed on  
location and featuring recent participants  
and Shockney, can be seen at:  
http:// johnshopkinsdemo.bluerush.ca/demo/
final_cut_short.html   

Confronting the End
Metastatic breast cancer patients and their caregivers find common ground—and comfort—at retreat.
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On the Fast Track
New school, amenities make East Baltimore 
redevelopment area the place to be.
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An 88-acre parcel north of the East Baltimore campus is 
moving closer to becoming the kind of amenity-rich com-
munity that will attract homebuyers, renters, workers, and 
restaurant customers.

“Two years ago, we could not say with certainty to a 
prospective homebuyer or renter that there would be a 
world-class early childhood center and school, restaurants, 
drug store, hotel, and high-speed Internet access. Now we 
can,” says Andy Frank, special adviser to university Presi-
dent Ronald J. Daniels on economic development and the 
university’s liaison to the East Baltimore Development Inc. 
(EBDI). 

Johns Hopkins—the university and the health system—
has been a partner in the $1.8 billion mixed-use revitaliza-
tion project since its inception in 2000.

The 20-year project is headed by a nonprofit formed by 
Baltimore City and the state of Maryland, and Forest City 
Enterprises Inc., a national real estate management firm. 
EBDI has faced criticism for the relocation of community 
residents and demolition of neighborhood houses as well 
as delays in job growth and new housing—a situation that 
EBDI leaders attribute to the nation’s economic downturn.

Now, however, “the seeds sown many years ago are 
beginning to grow,” says Frank, who notes that roughly 
$300 million in construction projects were either completed 
or begun in 2012.

Thanks in large part to Johns Hopkins’ participation, 
the redevelopment area now features:
•  A graduate student housing building at 929 N. Wolfe St. 

that is 85 percent occupied. The student health center for 
the campus has relocated here.

•  A 1,500-space parking garage at Ashland and Washington 
streets, next to the graduate student housing. Walgreens is 

scheduled to open on the garage’s ground floor.  
•  The John G. Rangos Sr. Building, opened in 2008 with 

270,000 square feet of life science laboratory and office 
space. It is now 90 percent occupied.  

•  A Harbor Bank branch and a 7-Eleven store on the first 
floor of the Rangos Building. Two restaurants, Teavolve 
and Cuban Revolution, are slated to open this spring.

•  The Johns Hopkins Berman Institute of Bioethics, which 
relocated to a renovated police station on Ashland Avenue.
A linchpin for the entire effort, and EBDI’s “headliner” 

project for 2013, according to Frank, is the planned opening 
in September of a permanent home for a new K-8 school—
operated by Hopkins’ School of Education through a con-
tract with Baltimore City Public Schools—that will accom-
modate 540 students. (The Elmer A. Henderson: A Johns 
Hopkins Partnership School operated this past academic 
year at temporary quarters at 1101 N. Wolfe St.)

September will also see the opening of the Harry and 
Jeanette Weinberg Early Childhood Center, also operated 
by the School of Education, which will serve 174 children 
and will include the existing Early Head Start program run 
by the Department of Pediatrics.

Both give priority admission to children living in the 
redevelopment area and their siblings, as well as to children 
of people employed in the area, including the East Balti-
more medical campus.

“What’s exciting and unprecedented about the project 
is that when the new facility opens, it will serve children 
from age 6 weeks to those in the eighth grade under one 
roof,” says Annette Anderson, assistant dean for community 
schools at Johns Hopkins University.

 “The longer we have children in the program, the 
deeper the relationships between students, parents, and the 
school and the greater the likelihood of instructional suc-
cess.” Patrick Gilbert

hopkins president ronald J. Daniels speaks with students of 
the new henderson-hopkins school during groundbreaking 
festivities in east Baltimore.

plans for the 88-acre redevelopment area north of the medi-
cal campus include a three-block green space called eager 
park. anchored by a hotel, the six-acre park will host season-
al activities, including a farmers market and live music.
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allan Belzberg, associate professor of 
neurosurgery and director of Peripheral 
Nerve Surgery, has been elected president of 
the American Society for Peripheral Nerve. 
He is also serving currently as the head of the 
Peripheral Nerve Group of the American 
Association of Neurological Surgeons and of 
the Congress of Neurological Surgeons. 

Catherine Deangelis, Distinguished 
Service Professor emerita of pediatrics and 
former editor in chief of the Journal of the 
American Medical Association, has received 
a Special Recognition Award from the 
Association of American Medical Colleges. 
It honors her extraordinary achievements 
in academic medicine. DeAngelis was the 
founding director of Hopkins’ Division of 
General Pediatrics and Adolescent Medicine, 

as well as vice dean for academic affairs. She 
returned to Hopkins in 2010 to establish the 
Center for Professionalism in Medicine and 
the Related Professions.

gene green, formerly vice president of 
medical affairs and chief medical officer of 
Johns Hopkins Community Physicians, has 
been named the new president of Suburban 
Hospital.  

karen horton, professor and director of 
the radiology residency program, has been 
appointed the inaugural vice chair for radiol-
ogy at Hopkins Bayview.

Landon king, vice dean for research and 
professor and director of the Division of 
Pulmonary and Critical Care Medicine, has 
been appointed executive vice dean of the 

School of Medicine. In his new role, King 
will assist Dean of the Medical Faculty/CEO 
Paul Rothman in overseeing operations 
and program development in the School of 
Medicine.  

stephen milner, professor of plastic sur-
gery and director of the Johns Hopkins Burn 
Center, has been honored by the James 
R. Jordan Foundation International for the 
medical care he provided to burn patients, 
as well as the instruction on burn treatment 
he gave to medical professionals, in Kenya, 
Africa. In 2009, the foundation asked Milner 
and other Hopkins Burn Center staff to aid 
the Kenyatta National Hospital in its care for 
dozens of people injured in a major explo-
sion. The foundation is building a Stephen M. 
Milner Burn Centre in Kenya. 

| alpha Docs |

Honored for Their Impact
Appel and Semenza join the esteemed ranks of the Institute of Medicine.

Election to the Institute of Medicine, the health arm of the National 
Academy of Sciences, is among the most prestigious honors in the 
fields of health and medicine. Last fall the IOM decided that not 
one but two Hopkins researchers merited the accolade, based on 
the extraordinary, groundbreaking discoveries they have made—all 
likely to have a profound impact on the treatment of heart disease, 
kidney disease, cancer, stroke, and other illnesses.

Lawrence appel (HS, medicine, 1981-85; fellow, internal 
medicine, 1986-89), professor of medicine and director of the 
Welch Center for Prevention, Epidemiology and Clinical Research, 
was honored for landmark studies that have set national standards 
for preventing heart disease, stroke, and kidney disease with both 
drug therapies and modification of lifestyle.

Appel’s highly innovative 
and influential studies have 
influenced health care policy 
nationwide, particularly by 
providing persuasive data 
to support current efforts 
designed to reduce racial 
disparities in cardiovascular 
health.

He also has been ac-
tively involved in formulating 
other health care policies, 
serving as a member of 
the 2005 and 2010 U.S. 
Dietary Guidelines Scientific 
Advisory Committees and 
as chair of the Nutrition 
Committee of the Ameri-
can Heart Association.

The IOM wasn’t exactly 
unfamiliar with Appel, since 

gregg semenza

he also chaired its commit-
tee that set dietary reference 
intakes for sodium, potassium, 
and water.

gregg semenza (fellow, 
pediatrics, 1986-90), who holds 
professorships in medicine, pe-
diatrics, oncology and radiation 
oncology and is founding direc-
tor of the Vascular Biology 
Program in the Institute for 
Cell Engineering, is best known 
for his groundbreaking 1995 
work, in which he purified and isolated the coding sequences 
of HIF-1 (hypoxia-inducible factor-1), the protein that switches 
genes on and off in cells in response to low oxygen levels. 

Such low oxygen levels can be the result of cardiovascular 
disease, stroke, cancer, and other conditions. HIF-1 plays a promi-
nent role in allowing cancer cells to adapt and grow despite low 
oxygen levels, while also affecting how the body responds to low 
oxygen levels related to heart attacks, angina, and other cardio-
vascular problems.  

Semenza’s research is paving the way to treatments that 
could yield drugs that kill cancer cells by cutting off the supply of 
oxygen a tumor needs to grow, or increase the ability of HIF-1 
to ensure that tissues affected by such conditions as diabetes or 
arterial disease can survive on low oxygen levels.

In 2010, Semenza’s achievement in opening the field of oxy-
gen biology to molecular analysis earned him Canada’s interna-
tional prize for medical research, the Gairdner Award.

Appel and Semenza were among 70 scientists elected to the 
IOM’s class of 2012. They joined 60 other current members of 
the Johns Hopkins faculty who previously were elected to the 
IOM, which now has 1,732 active members.  Neil A. Grauer

Lawrence appel
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By devising new ways to ensure the steady beating of a patient’s 
heart, defining the future of the suture, and reinventing radiation 
therapy, three Hopkins faculty have so impressed philanthropists 
and investors that they’ve won grants of $50,000 each to advance 
their ongoing biomedical wizardry. 

The grants were awarded last winter during the annual joint 
meeting of the Johns Hopkins Alliance for Science and Technol-
ogy Development and the University of Maryland’s Baltimore 
Commercial Advisory Board—a gathering attended by more 
than 150 venture capitalists, seasoned biotech entrepreneurs, and 
biopharma industry business development executives.

ronald Berger, profes-
sor of medicine and biomedical 
engineering, received his grant 
from the Abell Foundation. 
Berger has led research that 
found a kinder, gentler way to 
halt ventricular fibrillation by 
using a high-frequency alternat-
ing current for about one-third 
of a second, rather than the 
high-voltage, sometimes painful 
shock employed by standard 
cardiac defibrillators. The Abell 
award will help Berger and his 
team develop advanced defibril-
lation technology based on this 
research. Berger holds more 
than 20 patents in the fields of arrhythmia detection, catheter 
ablation, defibrillation, and CPR—and also has been co-founder 
of three medical device companies. 

hien nguyen, assistant professor of surgery, director of 
the Johns Hopkins Comprehensive Hernia Center, and associate 
medical director of the Center for Bioengineering Innovation 
and Design (CBID), received his grant from BioMaryland LIFE, 

Biomedical Wizards
Physician inventors earn funding to advance their medical breakthroughs.

a philanthropy jointly funded by the 
Maryland Biotechnology Center, Hop-
kins, and the University of Maryland. 

Nguyen’s funding will allow him to 
continue the development of Fast-
Stitch, a disposable suturing tool that 
guides the even placement of stitches 
and guards against the accidental 
puncture of internal organs. The 
device can close the muscle layers of the chest and abdomen in a way 
that allows surgeons more precision and consistency while requiring 
less time and resources.

John Wong, professor of radiation oncology and director of the 
Division of Medical Physics, received his grant from the Abell Founda-
tion. He will use the funding to continue developing technology that will 
aid in the safer delivery of radiation therapy.

Wong received recognition for three of his inventions: The Active 
Breathing Coordinator (ABC™), now used worldwide by radiation 
oncologists, assists patients in holding a volume of breath, which allows 
for more accurate images and less irradiation of healthy tissues. Elekta 
Synergy® uses a cone-shaped beam of X-rays to create a 3-D view of 
the target area, capturing the images in a single, one-minute revolution. 
Soft tissue tumors can be 
identified without the need 
for implanting markers, and 
radiologists can position the 
beam more accurately on 
the target area. SARRP is 
a scaled-down version of 
Synergy® that can be used 
to treat mice, providing 
a powerful tool to study 
focal radiation of the tumor 
and organ system of these 
laboratory animals. NAG

p h O T O S  b y  K e I T h  W e l l e R

| alpha Docs |

Jeremy nathans, professor of molecular 
biology and genetics, as well as a Howard Hughes 
Medical Investigator, has received the Eye and Ear 
Foundation of Pittsburgh’s 2012 Albert C. Muse 
Prize in Ophthalmology for outstanding research 
that has revealed how eyes perceive color. 

Lawrence pakula, associate professor 
of pediatrics, has received the 2012 Lifetime 
Achievement Award from the Maryland Chapter 
of the American Academy of Pediatrics.

timothy pawlik, associate professor, chief of 
the Division of Surgical Oncology, and director 
of the Liver Tumor Center, has been elected 
president of the 2,500-member Association of 
Academic Surgery for the 2014-2015 term. He will 
serve as president-elect for the 2013-2014 term.  

roger reeves, professor of physiology and 
a member of the McKusick-Nathans Institute 
of Genetic Medicine, has received a 2012 
Sisley-Jérôme Lejeune International Award 
for Translational Research in Intellectual 
Disabilities. Reeves studies Down syndrome 
and possible medications for improving cogni-
tion and direction sensing in people with it. 

eric strain, professor and director of the 
Center for Substance Abuse Treatment 
and Research, section head of psychiatry 
substance abuse programs, and medical 
director of the Behavioral Pharmacology 
Research Unit, has been elected the next 
president of the College on Problems of 
Drug Dependence. 

patricia thomas, professor of medicine, 
associate dean for curriculum, and associate 
director of the Osler House Staff train-
ing program, has received the 2013 Career 
Achievement in Medical Education Award 
from the Society of General Internal Medicine. 

king-Wai yau, professor of neuroscience 
and ophthalmology, has received the 2013 
Alexander Hollaender Award in Biophysics 
from the National Academy of Sciences. 

roy Ziegelstein, the Sarah Miller 
Coulson and Frank L. Coulson Jr.  Professor 
of Medicine, has been named the new vice 
dean for education at the Hopkins School of 
Medicine. 

hien nguyen

ronald Berger

John Wong
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This past November, Johns Hopkins 
surgeons eased a fine electrode into 
the brain of a patient in early-stage 
Alzheimer’s disease, down to the 

fornix, a site hard-hit by the illness.
Far from being routine therapy, the 

operation was the first in this country to 
explore deep brain stimulation (DBS) for 
Alzheimer’s. At issue: Can the technique, long 
used in treating Parkinson’s disease, slow or 
even halt patients’ decline into dementia?

This new trial follows a preliminary study 
in Toronto, Canada, in which surgeons 
implanted the stimulating devices in six 
Alzheimer’s patients. The researchers found 
that under the pulsed mild current that DBS 
creates, those in the study—all in early stages 
of Alzheimer’s—showed increases in glucose 
metabolism that mark heightened activity 
in known memory circuits. The effect lasted over the 
13-month test period. Most patients with Alzheimer’s would 
normally see decreases in that length of time.

Patients undergoing DBS carry a pacemaker-like 
stimulator implanted just under the skin. An electrode 
extends from it, painlessly, to the brain. The arrangement 
isn’t new: Well established in treating Parkinson’s, it’s 
currently under study for depression and chronic pain.  

In this newest work, some 40 Alzheimer’s patients will 
receive DBS over the next year or so at Hopkins and four 
other North American medical centers—all part of the 
ADvance Study co-led by Johns Hopkins psychiatrist 
Constantine Lyketsos and neurologist Andres Lozano at the 
University of Toronto. Only those impaired mildly enough 
to still be able to make informed decisions can participate.

Interest in DBS as a potential therapy for Alzheimer’s 
is keen in part because researchers have had relatively little 
success in developing effective drugs to fight the disease, 
and because the number of sufferers is almost guaranteed 
to rise, thanks to simple demographics. According to the 
Alzheimer’s Association, 5.4 million Americans currently 
suffer from Alzheimer’s, and that number is expected to 
reach 16 million by the year 2050. 

“Recent failures of the large trials of drugs that target 
beta-amyloid plaques, a prime AD suspect in the brain, 
have sharpened our need for alternative strategies,” says 
psychiatrist Paul Rosenberg, site director of the new work 
at Johns Hopkins. “Trying to enhance brain function 
by mechanical means is a whole new avenue to explore.”  
Marjorie Centofanti

Going deep to 
halt Alzheimer’s
Deep brain stimulation provides “new 
avenue” in battle against dementia.
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  “ Recent failures of the large trials of drugs that target beta-amyloid plaques, 
a prime AD suspect in the brain, have sharpened our need for alternative 
strategies. Trying to enhance brain function by mechanical means is a whole 
new avenue to explore.”  Paul Rosenberg

I l l u S T R A T I O N   b y  J e N N I F e R  F A I R M A N



For decades, Caucasians were 
the most common patrons 
of facial plastic surgeons such 
as kofi Boahene. That his-
tory made this ethnic group 
the long-standing aesthetic 
standard for surgery on noses 
and eyelids and for facial 
rejuvenation procedures. But 
today, other ethnic groups are 
more and more likely to visit 
plastic surgeons as well. The 
problem, Boahene says, is that 
Caucasian features are still 
thought of as the benchmark, 
even when those traits don’t 
look natural on the patient.

“Changing features too 
drastically from an ethnic 
group’s typical ones can 
put patients in an awkward 
position, even if it’s what they 
think they want,” Boahene 
explains. “If a Hispanic patient 
wants a rhinoplasty, and they 

get a nose that looks Cauca-
sian, people think they don’t 
like being Hispanic.”

Many nonwhite patients 
eventually seek follow-up 
surgeries, Boahene adds, 
because they don’t feel like 
they fit in anymore with their 
friends and families. “One 
of the top reasons nonwhite 
patients seek a revision 
surgery is because they feel 
like they’ve lost their ethnic 
features,” he says.

After years of living and 
training in diverse locations 
around the world, Boahene 
says he saw the need for a 
new type of “ethnically sensi-
tive” plastic surgery that takes 
into account the beauty stan-
dards of ethnic groups other 
than Caucasians. Not only 
has Boahene studied differ-
ent ethnic beauty standards 
across races and culture, he 
says, he’s also trained on how 
surgery affects people in dif-

ferent ethnic subgroups. Small 
variations in skin thickness, 
bone structure, and scarring 
patterns can lead to huge vari-
ances in surgical outcomes.

To make sure patients are 
happiest with the end result, 
Boahene focuses on what 
features patients want to 
preserve and which ones they 
feel are out of place aestheti-
cally, using their ethnic group’s 
beauty standards as a guide. 
With computer modeling, he 
shows patients how chang-
ing a feature will affect their 
whole look—a practice that 
often sways nonwhite patients 
from requesting typically Cau-
casian features. “My ultimate 
aim,” he says, “is a natural-
looking result, one that 
enhances one’s beauty in an 
ethnically sensitive manner.” 

Christen Brownlee

| medical rounds |

rethinking the Beauty standard
Kofi Boahene brings an ethnically sensitive eye to facial plastic surgery.
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The standard formula used for decades 
to calculate low-density lipoprotein (LDL) 
cholesterol levels is often inaccurate, accord-
ing to a recent study by Hopkins scientists. 
Of most concern, the researchers say, is 
their finding that the widely used formula 
underestimates LDL where accuracy matters 
most: in the range considered desirable for 
high-risk patients. 

LDL is known as “bad” cholesterol, with 
higher numbers signaling greater risk of 
plaque accumulating in heart arteries, which 
can lead to heart attacks. Since 1972, a formula 
called the Friedewald equation has been used 
to gauge LDL cholesterol. It is an estimate 
rather than an exact measurement. However, 
physicians use the number to assess their 
patients’ risk and best course of treatment.

"In our study, we compared samples as-
sessed using the Friedewald equation with 

a direct calculation of the LDL cholesterol. 
We found that in nearly 1 out of 4 samples in 
the ‘desirable’ range for people with a higher 
heart disease risk, the Friedewald equation 
had it wrong," says Seth Martin, a clinical 
fellow at Hopkins’ Ciccarone Center for the 
Prevention of Heart Disease and lead author 
of the study, which appeared in the Journal of 
the American College of Cardiology.

“As a result,” Martin says, “many patients 
may think they achieved their LDL cholesterol 
target when, in fact, they may need more 
aggressive treatment to reduce their heart 
disease risk.” 

For the study, the researchers obtained 
detailed lipid profiles of more than 1.3 million 
American adults—almost one out of every 
180 adults in the United States—analyzed 
from 2009 to 2011. The LDL cholesterol and 
other blood lipid components in those samples 

had been directly measured with a technique 
known as ultracentrifugation. The researchers 
then evaluated those samples using the Friede-
wald equation that is used routinely in doctors’ 
offices worldwide. When they compared the 
results, the differences came to light.

As a more accurate alternative to Frie-
dewald, Martin and his colleagues suggest 
looking at non-HDL, which is acquired by 
subtracting HDL from total cholesterol.

That non-HDL number, which includes 
LDL and other plaque-causing cholesterol 
particles called VLDL, would typically be 
about 30 points higher than when LDL 
cholesterol is calculated under the Friedewald 
method, and it could vary. But, Martin says, it 
would provide a better way to assess whether 
patients need to modify their medications 
or make more substantial lifestyle changes. 
Stephanie Desmon

Measuring bad Cholesterol: The News Isn’t Good 
Long-used formula gets it wrong, study finds.



The grainy YouTube video 
shows two panels. On the left, 
an elderly man in a wheelchair 
alternates between touching an 

assistant’s hand and his own nose. On 
the right, a doctor watches the patient 
from his own computer, nearly 150 
miles away. “Good,” says the physician. 
”Now try the right hand.”

The doctor is ray Dorsey, the 
new director of the Johns Hopkins 
Movement Disorders Center. And the 
video? That’s Dorsey showing what 
telemedicine can do for patients with 
Parkinson’s disease.

The patient in the video is one of 
between 400,000 and 500,000 people 
in the United States who have this 
condition—a number that’s expected 
to grow by about 80 percent by 2030 
as the population ages. Though 
most doctors see patients like this 
one in person in clinics across the 
country, Dorsey says, the tremors and 
difficulty in walking that characterize 
Parkinson’s disease can make such visits 
inconvenient at best and harrowing at 
worst.

Before he joined the Johns Hopkins 
neurology team in summer 2012, 
Dorsey saw patients at the University 
of Rochester Medical Center, where he 
treated patients from a nursing home 

located about 150 miles away. For these 
patients, coming into the clinic could 
be an all-day adventure, requiring 
loading their wheelchairs into a van 
and driving for hours, sometimes in the 
snow. Dorsey and his colleague Kevin 
Biglan decided that there must be a 
better way.

In a pilot study, the doctors sent 
inexpensive webcams and video 
conferencing software—similar to 
Skype, but encrypted for patients’ 
privacy—to the nursing home. On a 
regular basis, they would fire up their 
laptops, connecting virtually to their 
patients in the nursing home. Based 
on what he saw, he could evaluate each 
patient’s condition and decide whether 
he or she needed an adjustment in the 
dosage of levodopa, the medication 
used most often to treat Parkinson’s.

Now Dorsey is working to bring 
telemedicine to Hopkins and to 
eventually expand its reach to other 
conditions and other states. He recently 
began offering free consultations to 
patients in every state he’s licensed to 
practice in—Maryland, California, 
Delaware, Florida, and New York—an 
effort partially funded by a grant from 
the Verizon Foundation. 

Though he’d like to expand these 
services even farther, several kinks still 

need to be worked out. Most insurance 
plans don’t cover telemedicine visits, 
and physicians must be licensed in 
every state where they see patients—
even if “seeing” means through remote 
video.

Those hurdles are surmountable, 
Dorsey says.  States and private insurers 
are increasingly reimbursing for 
different forms of telemedicine, and 
federal legislation has been proposed 
that would address many of the 
licensure issues. 

“I’m doing house calls like doctors 
would have a generation or two ago—
just in a different way,” Dorsey says. 
“Although I don’t physically touch 
patients, this kind of care really touches 
their lives.” CB

a Different kind  
of house Call
With telemedicine, Parkinson’s patients can stay put for their exams.

| medical rounds |
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hopkins hIv expert deborah persaud 
has joined some pretty heady ranks with 
the announcement in April that Time mag-
azine has named her one of the world’s 
100 Most Influential people for 2013.

Time’s annual list, now in its 10th year, 
honors scientists, writers, politicians, 
economists, activists, innovators, and art-
ists whose work has inspired, changed, or 
challenged their fields, according to the 
magazine. past honorees include president 
barack Obama, Apple CeO Steve Jobs, and 

hIv expert Gets a Shout-Out from ‘Time’

through telemedicine, ray Dorsey 
is providing long distance care that 
nonetheless “touches patients’ lives.”

satirist Stephen Colbert.  
persaud, a virologist and an infectious 

disease specialist at Johns hopkins Chil-
dren’s Center, is being recognized for her 
research and clinical work in pediatric 
hIv and AIdS. She was propelled into 
the spotlight in early March when she and 
colleagues hanna Gay (university of Mis-
sissippi Medical Center) and Katherine 
luzuriaga (university of Massachusetts 
Medical School) announced the first func-
tional cure of hIv in an infant. 

A functional cure occurs when a person 
is able to keep the virus at clinically un-
detectable levels over the long term even 
after stopping treatment. persaud and her 
colleagues cautioned that the infant’s un-
usual case requires further study and that 
people with hIv should not discontinue 
treatment. but they also hailed it as a po-
tential game-changer, supporting the no-
tion that very early treatment quashes the 
formation of the viral hideouts that make 
the virus impossible to clear. 
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Medical interns spend just 12 percent 
of their time examining and talk-
ing with patients, and more than 
40 percent of their time behind a 
computer, according to a new Johns 
Hopkins study that closely followed first-year residents at Hopkins Hospital and 
the University of Maryland Medical Center. Indeed, the study found, interns 
spent nearly as much time walking (7 percent) as they did caring for patients at 
the bedside.

Comparing similar time-tracking studies done before 2003, when hospitals 
were first required to limit the number of consecutive working hours for 
trainees, the researchers found that today’s interns spend significantly less time 
in direct contact with patients. Changes to the 2003 rules limited interns to no 
more than 30 consecutive hours on duty, and further restrictions in 2011 allow 
them to work only 16 hours in a row.

“One of the most important learning opportunities in residency is direct 
interaction with patients,” says Lauren Block, a clinical fellow in general internal 
medicine at Johns Hopkins School of Medicine and leader of the study pub-
lished online in the Journal of General Internal Medicine. “Spending an average of 
eight minutes a day with each patient just doesn’t seem like enough time to me.”

“Most of us went into medicine because we love spending time with the 
patients. Our systems have squeezed this out of medical training,” says Leonard 
Feldman, the study’s senior author and a hospitalist at Hopkins Hospital.

For the study, trained observers followed 29 internal medicine interns at 
Hopkins Hospital and the University of Maryland Medical Center for three 
weeks during January 2012, for a total of 873 hours. The observers used an iPod 
Touch app to mark down what the interns were doing at every minute of their 
shifts. If they were multitasking, the observers were told to count the activity 
most closely related to direct patient care.

The researchers found that interns spent 12 percent of their time talking 
with and examining patients; 64 percent on indirect patient care, such as plac-
ing orders, researching patient history and filling out electronic paperwork; 
15 percent on educational activities, such as medical rounds; and 9 percent on 
miscellaneous activities. 

Studies in 1989 and 1993 found that interns still spent more time document-
ing than seeing patients, but they spent between 18 and 22 percent of their time 
at the bedside. In those studies, however, researchers found that a large chunk 
of time was spent sleeping at the hospital, something rarely seen today. Re-
duced intern work hours were designed to lessen trainee fatigue and improve 
patient safety.

Feldman says questions raised by his study aren’t just about whether the pa-
tients are getting enough time with their doctors, but whether the time spent 
with patients is enough to give interns the experience they need to practice ex-
cellent medicine. With fewer hours spent in the hospital, protocols need to be 
put in place to ensure that vital parts of training aren’t lost, the researchers say.

“As residency changes, we need to find ways to preserve the patient-doctor 
relationship,” Block says.   Stephanie Desmon

Feeling the 
Squeeze
Time with patients gets  
short shrift in training  
of today’s interns.

I l l u S T R A T I O N  b y  e v A  v á S q u e z

When neurosurgeon Allan belzberg met 
Marc burleson, it was clear that the 
31-year-old Marine had suffered through 
an incredible ordeal. While burleson was 
defusing a buried bomb in Afghanistan in 
december 2011, it exploded, leaving him 
unconscious for nearly a month. When 
he woke up, he was blind in one eye and 
missing half of his right arm. his left arm 
was paralyzed.

but the most horrific part of his inju-
ries was a searing, unrelenting pain in his 
paralyzed left arm. despite heavy doses of 
narcotics delivered by a doctors at Walter 
Reed Army Medical Center, the pain—
which burleson described alternately as 
a hot torch being rolled up and down 
against his arm or his bones being ex-
tracted through his fingertips—jolted him 
a couple of times a minute, every minute 
of the day and night.

The pain emanated from scars in his 
spinal cord, resulting from nerves being 
ripped out from the force of the blast, 
belzberg explains. “It’s like an electrical 
cord being pulled out of a socket,” he 
says. The scars left in the socket cause 
a syndrome in the spinal cord much like 
epilepsy in the brain. but instead of having 
seizures, burleson experienced flashes of 
incredible pain.

“life wasn’t going to go on for him 
without help,” belzberg says.

help was something that the hopkins 
surgeon was able to offer. A few times 
a year, he performs a rare operation for 
injuries similar to burleson’s, in which 
limbs are often violently jerked away 
from the body. To stop the resulting 
scars in the spinal cord from firing pain 
messages, belzberg and his colleagues 
open the patient’s spine to access the 
cord. Once there, they use a surgical mi-
croscope to accurately pinpoint the scar 
tissue, then use a radiofrequency probe 
to burn it away.

In July 2012, belzberg and his col-
leagues operated on burleson, making 
140 precise burns in his spinal cord. 
When he awoke, burleson almost imme-
diately noticed that he no longer had pain. 
“he was so happy, that he said he wanted 
to marry me,” belzberg recalls. CB

burning Away 
Intractable pain
How neurosurgeon Allan Belzberg 
gave a Marine his life back.
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On a Crusade
Through masterful use of spinal 
angiograms, two neurosurgeons 
routinely win race against time.

 Identifying and treating spinal vascular 
malformations—including arteriovenous 
malformations (AVMs) and fistulas—

is a race against time. Without prompt 
attention, symptoms (including numbness 
and tingling in the extremities, limb 
weakness, bladder and bowel incontinence, 
and sexual dysfunction) can become 
permanent.

The challenge is that these conditions 
can be very difficult to accurately diagnose.

One reason many patients aren’t treated quickly enough, 
say neurosurgeon rafael tamargo and interventional 
neuroradiologist philippe gailloud, is that these 
conditions are rare, affecting only a fraction of a percent 
of the population. “Most doctors, even neurologists and 
neurosurgeons, will only see a handful of spinal vascular 
malformations in their entire careers,” says Tamargo.

Adding to the difficulty is the fact that the symptoms 
tend to mimic other, more common conditions, such 
as herniated discs, spinal stenosis, multiple sclerosis, or 
transverse myelitis.

Getting patients headed toward the right diagnosis 
can also be delayed by the difficulty in imaging these 
conditions, says Gailloud. Spinal arteriovenous fistulas 
often aren’t visible on MRIs, and the ones that show up on 
scans require a shrewd radiologist to spot them.

Definitively diagnosing these problems requires a spinal 
angiogram, Gailloud says. However, he says, doctors often 
eschew this specialized imaging technique because of its 
fearsome reputation. Spinal angiograms differ from the more 
common ones done in the brain to diagnose aneurysms and 
other vascular conditions, which require injecting a contrast 
agent into only a handful of blood vessels. By contrast, 
spinal angiograms require injections in a couple of arteries at 
most spinal levels, adding up to 30 or more.

When this technique was invented in the late 1960s, it 
was blamed for spinal infarctions and a host of other serious 

philippe gailloud, left, and rafael tamargo discuss an arteriovenous malfor-
mation. the rare finding requires early intervention for the best outcomes.

| medical rounds |
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complications. Although they still carry a bad reputation, 
spinal angiograms have become much safer with decades 
of experience. At Hopkins, Gailloud and his colleagues 
perform two or three of these procedures each week. They 
recently published a paper in which they described tracking 
the complications of spinal angiograms on a series of 350 
patients. “There were no significant complications,” he says. 
“It turns out to be a very safe procedure.”

Once they diagnose a spinal vascular malformation, 
Tamargo says, he, Gailloud and their colleagues formulate 
a treatment plan individualized for each patient. Most 
can be treated endovascularly, he says, by embolizing their 
problematic blood vessels with coils or glue. For those whose 
anatomy or conditions don’t allow endovascular treatment, 
surgery is the next best option.

When spinal vascular malformations are diagnosed in 
time, Gailloud adds, endovascular treatments or surgery can 
often cure the condition. That early diagnosis remains a key 
part of their efforts to treat these problems, he says. To make 
sure patients have the best outcomes, he and Tamargo strive 
to see patients the day after every inquiry they receive on 
these conditions.

“Our goal is to have the lesions recognized earlier so 
patients have a better chance of a significant recovery,” 
Gailloud says. “It’s a crusade for us. The quicker we can 
address their problems, the better the outcome will be.” CB

For patients waiting for a kidney, it’s an agonizing decision: Accept a 
deceased-donor kidney now, though it may be infected with hepatitis 
C, or wait for a healthier one in the future?

It’s now much easier to make a well-informed decision, thanks to 
a free new Web-based tool developed by Hopkins researchers, who 
recently published a study showing there are some types of patients 
for whom survival benefit outweighs the risks of accepting a possibly 
infected organ. 

"Because the supply of the healthiest donor organs is too small, 
patients need to consider all organ offers or risk dying while waiting 

for an organ. But this is a very hard decision, and many people turn 
down transplant offers that, in reality, would provide them significant 
benefit. Often they would have done much better taking the organ at 
hand than waiting for the next available one,” says Dorry L. Segev, an 
associate professor of surgery at Johns Hopkins School of Medicine 
and a developer of the Web-based mathematical model.

“This is the most important decision of a transplant candidate’s 
life, and we have developed a novel tool we believe can help patients 
make the best choice.” Stephanie Desmon



howard W. Jones Jr. ’35, still men-
tally vigorous today at 102, says he 
didn’t think of gynecology as a contro-
versy-studded road when he embarked 
on his career in it nearly 80 years ago, 
first working as an assistant in the pri-
vate clinic of howard W. kelly, one 
of the Founding Four of Johns Hop-
kins Medicine.

“Oh, no. I really went into gynecol-
ogy for a mundane reason, and that 
is that the subject matter 
always seemed easy to me, as 
opposed to some of the other 
subjects,” says Jones in a tele-
phone conversation from his 
office at the Jones Institute 
for Reproductive Medicine 
at Eastern Virginia Medical 
School in Norfolk.

Even in the mid-1960s, 
when Jones made his first 
scientific forays into assisted 
reproductive technology 
(ART), there were no heated 
debates over the question of 
when embryos become per-
sons. Not until much later 
did Jones and his late wife, 
endocrinologist georgeanna 
seegar Jones ’36, become 
embroiled in the controversies that still 
surround in vitro fertilization (IVF), 
ART, and the meaning of “person-
hood.”

In his latest book, Personhood Revis-
ited: Reproductive Technology, Bioethics, 
Religion and the Law, Jones provides 
detailed but easily comprehensible 
analyses of these issues and recounts 
the roles that he and his wife played in 
addressing them.

For Howard Jones, the story started 
at Hopkins in 1965, when he oversaw 
what turned out to be the successful 
efforts of the late robert edwards 
(fellow, 1965) to achieve the first fer-
tilization of a human egg in vitro. It 
was an accomplishment that Jones 
and Edwards, a future Nobel laureate, 
didn’t realize they’d achieved until 
years later. 

After Jones’ mandatory retirement 

from Hopkins at the age of 65, he and 
his wife went to Norfolk and opened 
what now is among the nation’s pre-
mier assisted reproductive institutes. 
There the duo oversaw the 1981 birth 
of the first “test tube” baby in the U.S. 

Howard Jones went on to par-
ticipate in two mid-1980s Vatican-
organized conferences on IVF; become 
the founding director of the ethics 
committee of the American Society for 

Reproductive Medicine; and provide 
expert testimony before Congress. 
Through such experiences, he has 
accumulated unequaled knowledge 
of reproductive technology and the 
associated bioethical conundrums that 
confront physicians, religious leaders, 
politicians, and the public. 

In 10 brief chapters, Jones covers 
the entire gamut. He describes the 
astonishingly vehement public protests 
to his early IVF work at the Jones 
Institute, which has since gone on to 
help some 4,000 babies enter the world 
(about 400 or 500 of whom were cases 
handled personally by Jones and his 
wife); discourses on the religious issues 
raised by IVF and ART; provides a 
summary of the laws affecting these 
issues here and abroad; and faces the 
debate about when human life begins.

Jones starts with a broad overview 

of the issue through history, from 
the ideas prevailing in ancient Baby-
lonia and Egypt, to Roe v. Wade. He 
believes the Supreme Court “probably 
got it right” in its 1973 decision that 
an embryo only is entitled to society’s 
protection once it becomes “viable,” 
or able to survive outside the mother’s 
womb, which is “very, very late in 
pregnancy.”

He notes that during the first few 
days after fertilization, it is 
difficult to know exactly 
what the developing fertil-
ized egg will yield. It could 
become a benign—or a 
malignant—tumor; and “a 
measurable percent of early 
developing eggs” are abnor-
mal due to “gross chromo-
somal difficulties” and will 
abort naturally.

Jones expresses frustration 
at those who oppose ART 
and IVF on the grounds 
that “procreation…[is] God’s 
work” and that anything 
physicians do to help child-
less couples have children is 
“unethical experimentation…
on possible human beings.” 

He considers it “unjust to burden 
Catholic couples” with the Church’s 
doctrine that such procedures are 
immoral because they are “outside the 
bounds of conjugal love.” By declaring 
that reproduction is the only reason 
for a man and woman to have sex, the 
Church is “using animal, particularly 
mammalian, rather than human physi-
ology in regard to intercourse.” 

In Personhood Revisited, Jones 
quotes a 1987 open letter that his wife, 
Georgeanna, wrote to Pope John Paul 
II to protest the Vatican’s restrictive 
pronouncements in Instruction on 
Respect for Human Life in its Origin 
and on the Dignity of Procreation.  
“[T]his is a world of reason that God 
in His mercy has provided for us. 
When we know the fact, we must 
sometimes change our definitions—
even our minds.” Neil A. Grauer

Perspectives on Personhood

I l l u S T R A T I O N  b y  S T e p h A N I e  C O W A N  d A l T O N
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MORE BOOKS

Just one of the kids: 
raising a resilient 
family When one of 
your Children has a 
physical Disability
Kay Harris Kriegsman, PhD, 
and Sara Palmer, PhD,  
(Johns Hopkins, 2013) 

Bookstore and library 
shelves are full of tomes that 
discuss the challenges of rais-
ing youngsters with emo-
tional or cognitive disabilities.

Noticeably absent from 
these shelves are books 
that could help parents and 
households  adjust and thrive 
when their family includes 
a child who is mentally and 
emotionally sound but has a 
physical disability.

sara palmer, an as-
sistant professor in Hopkins’ 
Department of Physical 
Medicine and Rehabilitation, 
and her longtime friend 
and sometime professional 
associate, kay harris 
kriegsman, decided to fill 
that significant gap.

Kriegsman, a psycholo-
gist who often counsels 
young patients with physical 
disabilities in her private 
practice, began navigating 
precisely such a daunting 
road herself after being 
crippled by polio at the age 
of seven. Palmer’s work at 
Hopkins has connected her 
with countless physically 
challenged patients.

Just One of the Kids 
begins with true-life sto-
ries of individuals and their 
families— based on lengthy 
interviews—which are 
recounted in well-crafted, 
thoroughly detailed narra-
tives. The chapters that fol-
low offer solid, experience-
grounded advice on the best 

for Disease Control and 
Prevention —successfully 
spearheading the CDC’s 
public response to the H1N1 
flu pandemic. 

But Besser remains like 
any other physician in one 
significant way: He is ap-
proached daily by at least 
one person with a medical 
question who asks, “Hey, 
Doc, got a minute?”

“Underlying all of these 
questions … is the same fun-
damental desire: a truthful 
answer from someone they 
trust,” Besser writes in Tell 
Me the Truth, Doctor. People 
want to know if a ballyhooed 
new diet is effective. Should 
they take a statin for high 
cholesterol? Is it safe to use 
medications after their expi-
ration date? Is drinking eight 
glasses of water a day really 
necessary for good health? 
And on and on.

Uncovering unambiguous 
answers to these ques-
tions often requires some 
digging—an attribute that 
Besser says he learned from 
his Hopkins mentor, the late 
frank oski, who was head 
of pediatrics when Besser 
was a resident and chief 
resident.

“A brilliant man, he 
inspired me to pursue 

medicine as a field of inquiry,” 
Besser writes. “He wanted me, 
and everyone he trained, not 
just to practice medicine but 
to move the field forward. Ask 
questions and when you found 
one without a good answer, 
do the research to get that 
answer.

“He taught me not to 
accept a way of practicing 
medicine without understand-
ing why. He never seemed 
quite as happy as when he was 
debunking a myth or challeng-
ing the status quo. The year 
I spent as his chief resident 
infected me with the same 
passion.”

Myth-debunking plays an 
important role in Besser’s 
book, as do plain, simple 
explanations that are soundly 
grounded in recent research. 
The book’s 18-page list of 
sources is admirable —as is 
its conversational, sometimes 
humorous, tone. That easy-
to-read quality, Besser happily 
concedes, is due to the writing 
skills of his wife, Jean, an author 
of cookbooks.  

Tell Me the Truth is divided 
into six chapters, most with 
amusing headings, such as 
“Drop That French Fry and 
No One Gets Hurt: Your 
Questions on Diets, Nutri-
tion and Food Safety.” Each 
contains a list of inquiries, rang-
ing in number from eight (on 
exercise, fitness, and sports 
performance) to 22 (on diets, 
nutrition, and food safety).

A third-generation graduate 
of the University of Pennsyl-
vania medical school, Besser 
says that being able “to deliver 
medical information with a 
personal touch” means a lot 
to him. His book gives him the 
opportunity to provide read-
ers “with that house call you’ve 
been missing so that you can 
truly make informed decisions 
about your health.”  NAG

| hopkins reader |

ways to address the difficulties 
described. A 10-page list of 
additional resources for assis-
tance is provided at the end.

The book’s goal, Kriesgs-
man and Palmer write, is to 
help readers build “inclu-
sive” families—“a family that 
embraces every one of its 
members, including the child 
who happens to have a physi-
cal disability”—and then en-
able every family member to 
become “resilient.” A resilient 
family, they write, is realistic, 
practical, and innovative in 
tackling potential obstacles. 
Such families believe in the 
disabled child’s ability to—as 
the title says— become “just 
one of the kids.” And they can 
envision the future challenges 
and opportunities that await 
physically disabled offspring 
as they endeavor to become 
independent adults.   NAG

tell me the truth, Doc-
tor: easy-to-understand 
answers to your most 
Confusing and Critical 
health Questions
Richard Besser, MD, with Jean 
Besser (Hyperion, 2013).

richard Besser (HS, 
pediatrics, 1986 – 89; 1990 – 91) 
is no stranger to being in the 
public eye. He currently serves 
as ABC News’ chief health 
and medical editor. And from 
January to June 2009, he was 
acting director of the Centers 
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In 1935, decades before high defini-
tion cameras, magnetic resonance 
imaging, or digital photography, 
a young Baltimore photographer, 
Chester Reather, sat down at a 
small photographic microscopy 

bench that he had helped build and 
began photographing human embryos. 
There, in the Carnegie Institution’s De-
partment of Embryology on the Johns 
Hopkins University campus, began the 
career of one of the world’s future lead-
ing biomedical photographers.  

Reather had been hired to 
photograph embryos collected by 
department director George Streeter 
and his predecessor Franklin Mall, 
an anatomy professor who had 
brought the earliest collection to 
Baltimore in a fireproof vault in 1914. 
At Carnegie, Reather began his life’s 

work: collecting, photographing, and 
gradually classifying human embryos 
into stages, known as “developmental 
horizons.” 

His photographs were published 
in the late 1940s in Life magazine to 
an astounded world audience—and 
eventually in Encyclopedia Britannica 
and Streeter’s classic textbook, 
Contributions to Embryology of the 
Carnegie Institution of Washington. 

Photomicroscopy (photography 
through a microscope) was a 
developing art around that time. The 
Baltimore Sun, in a 1938 article, noted 
the field’s limitations: “Natural color 
photography of medical subjects can be 
made for publication or lantern slides 
but they are not yet so satisfactory 
as the average color drawing.” But 
the same article marveled at the new 

From Embryos to Autopsies 
… and everything in between, Hopkins’ biomedical photographers have 
been on hand to capture—and preserve—medicine’s critical moments. 
By Wendy smith

Charles reather’s 
painstaking docu-
mentation of the 
“developmental 
horizons” of human 
embryos was crucial 
to pushing the field 
forward. 

norman Barker’s image of smoker’s 
lung, captured during autopsy, 
appears in his new book, Hidden 
Beauty: Exploring the Aesthetics of 
Medical Science.
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access to the body that the 
camera could provide, with 
details about “a diminutive 
camera, equipped with a 
flashlight, which takes candid 
shots of the interior of the 
stomach or bladder.”  

World War II interrupted 
the progression of biomedical 
photography at Johns 
Hopkins, as photographers 
were called away for 
wartime service, but related 
technology—in lens, film, 
and shutter speeds—
advanced.  Returning from 
his own wartime service as a 
reconnaissance photographer, 
Reather freelanced for Johns 
Hopkins physicians, helping 
them visualize their research 
for publication.

Recognizing medical photography’s 
increasing sophistication and 
contributions to the advancement 
of medical knowledge, the Johns 
Hopkins School of Medicine brought 
Reather into the Department of Art 
as Applied to Medicine in 1950, as 
director of photographic services. 
Reather continued to specialize in 
photomicrography and to collect 
embryos to fill any gaps in the 
development continuum. Before 
long, photography became its own 
distinct specialty within the School of 
Medicine. 

Within Reather’s purview were 
several smaller photography labs, 
including those in pathology, radiology, 

and the Wilmer Eye Institute. Among 
his early additions to this federation of 
photographic specialties was a “moving 
picture” subunit, to document surgeries 
and clinical developments.

Reather’s first decade as photography 
chief coincided with a golden era of 
medical slide creation for research and 
clinical presentation. By decade’s end, 
the large glass lantern slides of the ’30s 
and ’40s and ’50s were giving way to 
a new 35-millimeter format. The new 
technology, coupled with Reather’s 
leadership, coalesced at Hopkins to 
produce one of the nation’s first, and 
soon foremost, training programs in 
biomedical photography. 

Reather’s first trainee in the 
two-year certificate pro-
gram was Raymond “Pete” 
Lund, a former Navy 
corpsman and photogra-
phy hobbyist, who joined 

Reather’s group in 1959. Five years 
later, Reather asked him to head the 
Department of Pathology’s photo lab, 
which specialized in autopsy and gross 
photography, housed one antiquated 
microscope, and offered only black-
and-white prints. 

Lund soon set his satellite group 
apart from Reather’s in a critical way: 
He offered same-day services, and 
determined that his group’s services 
would be consistently highly organized, 
user-friendly, and accessible. “Chester 
was a methodical, modest, gentle man, 
content to work in a small lab, but 

less so as director of a 
large program,” says 
Lund today. “I, on the 
other hand, was a very 
demanding boss.”

Under Lund’s push 
for performance, 
Pathology Photo 
grew and grew, 
eventually becoming 
independent from 
Reather’s Department of 
Photographic Services—
and subsuming it. “I 
converted radiology 
photography into a color 
processing lab, and later 
absorbed the central 
photo lab, after Chester 
retired, and another in 
the outpatient building,” 
says Lund. “Our staff 

grew to 25 or more people.”
The funds that Lund’s fee-for-service 

department made during his tenure 
were invested back into technology and 
equipment. “I had a medical artist early 
on, but he moved to Art as Applied to 
Medicine,” says Lund. “I just couldn’t 
charge what his time was worth. It 
takes a lot longer to create a drawing.” 

Pathology was “a very heavy user of 
our services,” he says, and slide creation 
was still a bread-and-butter business. 
Lund and his team churned out photos 
and slides of everything, from autopsies 
to surgeries to genetic studies—
photographing up to 20 patients in a 
day. They photographed many of the 
individuals in pioneering geneticist 
Victor McKusick’s chromosomal 
studies, including those with Down 
syndrome and inheritable disorders 
of connective tissue, such as Marfan 
syndrome. Such photos appeared in 
McKusick’s landmark 1966 Mendelian 
Inheritance in Man, the first published 
catalog of known genetic disorders and 
genes. 

By the early 1970s, a number of 
physicians and researchers had their 
own darkrooms and processed their 
own photos. As young physicians 
transitioned toward the digital age 
in the 1980s, Lund purchased one 
of the hospital’s first digital work 
stations. Then he invested in a new 
computerized system that allowed 
doctors to download their own photos. 
Lund’s group would then create slides, 
producing up to 500 projection slides 
a day.

“ A fixed specimen looks 
different from a fresh 
one, the pathology’s 
better when it’s 
photographed quickly. 
The colors otherwise 
become monochromatic. 
So when you’re called in 
for a photo, you better 
get there in a hurry.”  

—Jon Christofersen, pathology 
photographer

Charles reather’s first decade as photography chief coincided 
with a golden era of medical slide creation (left). under the lead-
ership of pete Lund (right), hopkins’ medical photography staff 
grew to more than 25 people.
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“I had a lot of fights over money,” 
says Lund, who retired in 2000, and 
now lives in Baltimore County. “It 
was a good thing that I was generating 
it. Our faculty and staff needed these 
technologies and services.”

Today, under the leader-
ship of Norman Barker, a 
former trainee of Lund’s, 
the Pathology Photogra-
phy, Digital Imaging and 
Graphic Arts Laboratory 

at Johns Hopkins is “daily dedicated 
to the faculty, staff, and students we 
serve, wherever they are and whatever 
they need,” says Barker. He has been 
director since Lund’s retirement 13 
years ago.

Barker and fellow pathology 
photographers Jon Christofersen and 
Fred Dubs (both Lund trainees), 
crisscross the hospital daily, moving 
between the ORs, patient units, 
offices, and, of course, the pathology 
labs and autopsy suite—where the 
dissection slab used by Hopkins’ first 
pathologist-in-chief, William Welch, 
still hangs on the wall.

“Name any specimen you want 
and I’ve photographed it,” says 
Christofersen, who may be called 
away at a moment’s notice to the OR 
by a pathologist or surgeon eager to 
document “something interesting.”  

“A fixed specimen looks different 
from a fresh one, the pathology’s 
better when it’s photographed 
quickly,” says Christofersen. 

“The colors otherwise become 
monochromatic. So when you’re called 
in for a photo, you better get there in 
a hurry.”

 “Photography presents the only 
opportunity we have to see a specimen 
in its natural state and colors,” 
says pathologist Elizabeth Burton, 
deputy director of the Department 
of Pathology’s autopsy division. 
“The impact of something is greater 
when you can see it with your own 
eyes. With pathology photographers, 
I know I’ll have a professional 
photo; the lighting and contrast and 
image will be good and perfect for 
publication.”

Such images might capture the 
damage in a smoker’s lungs or a once 
simmering infection in the liver. 
“If someone is struggling with a 
diagnosis, we can get a photograph, 
whether gross or microscopic, to 
help clinch the diagnosis. Or we can 
share it with colleagues to help us 
understand the process of disease and 
perhaps improve future therapies,” 
Burton adds.   

“Photographs can help 
communicate the idea that I, as a 
pathologist and researcher, am trying 
to convey. That’s their power,” says 
Ralph Hruban, professor of pathology 
and oncology, who recently worked 
with the Pathology photographers on 
the creation of a teaching iPad app, 
The Johns Hopkins Atlas of Pancreatic 
Pathology, which includes 1,400 
images.

“The Pathology Photography 
group has educated many generations 
of us now in the complexities of 
photomicroscopy and biomedical 
photography, and now in digital 
photography and computer graphics,” 
Hruban says. “They make us look 
better and become better educators. 
They are real gems.” *today, fred Dubs and Jon Christofersen (standing), and director norman Barker, 

crisscross the hospital each day with cameras in hand, forever ready to document 
“something interesting.”

p h O T O  b y  N O R M  b A R K e R

“ If someone is struggling with a diagnosis, we can get a photograph, whether gross or 
microscopic, to help clinch the diagnosis. Or we can share it with colleagues to help us 
understand the process of disease and perhaps improve future therapies.”  

—elizabeth burton, autopsy division deputy director





with the vast array of 
testing now available, 
genetic counselors are 
key to helping us navigate 
our genetic futures.
By Linell Smith
Illustration by Michael Glenwood 
Photography by Marshall Clarke

            To know
or not
      to know?
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Although the wife said she had agreed 
to receive the test results so that she 
could be the one to deliver the news, 
the couple had not discussed the rami-
fications of that decision with a genetic 
counselor. Now the conversation was 
occurring for the first time, long dis-
tance. And the wife was in a quandary 
about what she should tell her husband.

“She was very concerned that the 
results would strip her husband of 
hope,” says Erby, a genetic counselor 
in the neuromuscular disease clinic at 
Johns Hopkins Hospital. “She consid-
ered just letting him believe that the 
results were inconclusive, but what 
would that mean for their children and 
his other relatives? They would also 
be affected by these results. They were 
now at risk for a condition that none of 
them had considered, and they might 
have as much as a 90 percent chance 
of developing symptoms by age 70. 
Shouldn’t they have the opportunity to 
know that?

 “It was a big dilemma—and a 
pretty good example of how compli-
cated this kind of knowledge, and 
counseling, can get.”

Erby, 37, is among roughly 30 genet-
ic counselors working in labs, clinics, 
and units across Johns Hopkins Hos-
pital and its affiliate Kennedy Krieger 
Institute. They are charged with help-
ing to interpret and explain patients’ 
biological blueprints, a topic that grows 
more complex every day as scientists try 
to make sense of the dizzying volume 
of genomic information.

With genetic tests now available for 
more than 2,500 diseases, there is an 
increasing demand for prenatal testing, 
for tests to find the basis for children’s 
undiagnosed developmental disabilities, 
and for tests to gauge the likelihood 
of acquiring certain inherited cancers, 

cardiac conditions, and Alzheimer’s 
disease. 

In addition, a growing number of 
people without any symptoms of a 
disease, or even a family history of it, 
are asking what their genes say about 
potential health risks. Some choose to 
speak with traditionally trained genetic 
counselors, others send bio-samples 
directly to consumer testing companies, 
and some “citizen scientists” pool their 
genetic information in DIY groups in 
order to pursue their own research into 
a variety of conditions. 

Meanwhile, researchers, institu-
tional review boards, and bioethicists 
throughout the world are scrambling 
to keep pace with what some consider 
the “Wild West” landscape of genetic 
information sharing. 

Genetic counselors, who are trained 
to understand and communicate all 
aspects of such testing, have become 
more vital than ever, observers say, and 
will play an “enormous role” in shaping 
the future of personalized medicine, ac-
cording to Dave Kaufman, director of 
research and statistics for the Genetics 
and Public Policy Center of the Johns 
Hopkins Berman Institute of Bioethics.

“Most clinicians haven’t thought 
much about how to deliver this kind 
of information and neither have most 
genetic researchers,” he says. “As we go 
forward, we need to integrate the meth-
ods that genetic counselors are using 
into how we return results.”

The worLd of GeneTIC 
CounSeLInG IS younG —the 
National Society of Genetic Counsel-
ing only dates back to 1979—and small, 
with about 3,000 trained professionals 
in the United States. More than half 
work in prenatal and cancer counseling, 

according to an NSGC survey taken 
last year, and 36 percent are employed 
in university medical centers. Another 
34 percent work in both public and 
private hospitals and medical centers 
while many of the remaining counselors 
are found in commercial and academic 
diagnostic laboratories, biotechnology 
companies, and government agencies.

At Hopkins, a core group of coun-
selors housed in the McKusick-Nathans 
Institute of Genetic Medicine works 
with clients in a general genetics clinic 
and also with patients in neurology 
and ophthalmology. Others provide 
full-time services in adult oncology and 
cardiology and maternal/fetal medi-
cine. One counselor works in the DNA 
diagnostics lab, representing the genetic 
counseling viewpoint while fielding 
physician questions and requests.

Genetic counselors tend to enter the 
required master’s degree program from 
backgrounds in science, nursing, teach-
ing, and social work. “A lot of us are 
searching for this perfect mix of science 
and people, of personal interactions,” 
says Rebecca Nagy, NSGC president, 
who works primarily with cancer 
patients at the Ohio State University 
Comprehensive Cancer Center.

Since 1996, Hopkins’ Bloomberg 
School of Public Health has run a 
genetic counseling degree program at 
Hopkins with the National Human 
Genome Research Institute of the 
National Institutes of Health. The cur-
riculum focuses on genetics technology, 
counseling, and communications skills 
while also emphasizing research into 
the field and its methods.

“I think we’re all shocked at how fast 
the world of genetics is changing,” says 
Carolyn Applegate, a genetic counselor 
at the Institute of Genetic Medicine 
who works with a variety of patients 
as well as with the families of children 
who have chromosomal abnormalities, 
intellectual disabilities, autism, and 
other conditions. She’s found that new 
technological tools are speeding the 
process for those embarked on the long, 
frustrating genetics quest known as 
“the diagnostic odyssey.” 

 “There are more issues to talk 
through than ever before,” says Apple-
gate. “Traditionally we were testing one 
gene at a time. Now we’re doing whole-
exome testing that looks across all the 
protein coding parts of genes at once to 
see if we can find a change that would 

Lori ErbY CoULD hEAr hEsitAtion, 
uncertainty, even fear enter the woman’s 
voice as she recalled the moment she learned 
that her husband’s genetic test was positive. 
there was no longer any doubt that he had a 
hereditary form of amyotrophic lateral 
sclerosis (ALs), the neurodegenerative 
disease for which there is no cure.
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explain an individual’s condition.”
Indeed, diagnosing the cause of an 

inherited disease used to mean catalog-
ing a patient’s signs and symptoms, 
making an educated guess as to what 
gene might be at fault, and testing 
specifically for it. If that gene proved 
negative for a mutation, it was time to 
test another. In recent years, however, 
it has become not only faster but also 
more cost-effective to analyze a bigger 
picture. Sometimes the search uncovers 
more than expected and presents dif-
ferent issues for the adults and children 
who are being tested.

“Meeting with the parents of a 
young child who might have whole 
exome sequencing is challenging be-
cause there is so much to discuss in or-
der for them to make a truly informed 
decision about testing,” explains Aman-

da Bergner, another genetic counselor 
at the Institute of Genetic Medicine.

“By doing whole exome sequencing 
to look for the cause of a 2-year-old’s 
seizures, for instance, we can learn that 
she carries a genetic mutation that gives 
her an 80 percent chance of developing 
breast cancer in her lifetime. How does 
the family cope with this information? 
How do they share it with their child, 
and when? Is insurance coverage for 
this child affected now or in the future 
because of this test result? Does this 
type of testing infringe on the rights 
of the child to be part of the decision-
making process around learning about 
her own health risks? There is precedent 
in the genetics community for not test-
ing minors unless there is a clear medi-
cal benefit prior to the age of majority.”

As the use of this technology 
becomes more widespread it is provok-
ing many such conversations, Bergner 
notes. Meanwhile, whole exome 
sequencing can also turn up genetic ir-
regularities of unknown significance.

 “Interpretation is a huge issue right 
now,” Rebecca Nagy says. “Each one 
of us has a lot of genomic variation 
and much of it doesn’t mean a thing. 
So how do we figure out what is ‘noise’ 
and what is truly something that might 
put you at higher risk for certain dis-
eases? Another big challenge is how to 
effectively consent a patient to antici-
pate all the things we might encounter, 
as well as some of those things that we 
don’t even know yet.”

Such issues can be overlooked when 
genetic tests are ordered. “Genetic 
counselors are trained not only to re-
view inheritance patterns and statistical 
risks of passing a gene to a future child, 
but also how to support patients and 
their families as they consider the com-
plicated social, emotional, and psycho-
logical responses to receiving genetic 
information,” Bergner says.

Genetic counselors meet with a 
client before testing to take personal 
and family history and to discuss the 
possible consequences of the test. (See 
sidebar.) In that meeting, they also 
agree on how the client wants to receive 
the news—by phone or in person, for 
instance—and whether the client wants 
the counselor to meet with family 
members and relatives.

Ada Hamosh, a physician and 
researcher in the Institute of Genetic 
Medicine, says genetic counselors are 

LorI erBy:
“She waS very 

ConCerned ThaT The 
reSuLTS wouLd STrIP 

her huSBand of hoPe.  
She ConSIdered juST 

LeTTInG hIM BeLIeve 
ThaT The reSuLTS 

were InConCLuSIve, 
BuT whaT wouLd 

ThaT Mean for TheIr 
ChILdren and hIS oTher 

reLaTIveS?”
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the best trained to guide patients 
through testing—a journey that covers 
practical as well as emotional terrain.

 “You need to understand what tests 
will and won’t yield, and what results 
you want back,” says Hamosh. “For 
example: As someone who’s in perfect 
health, are you sure you want the test 
now when this disease doesn’t have any 
effective treatments? If so, why? Will 
your insurance pay for the pre-symp-
tomatic test? If the results are positive, 
do you already have stable health insur-
ance? What about life insurance? You 
should think about getting that before 
you’re diagnosed.”

 The cost of testing a single gene 
ranges roughly from $1,500 to $3,400 
she says. In the future, when many 
predict that the cost of sequencing an 
individual’s entire genome will drop 
to $1,000, Hamosh envisions that the 
demand for detailed interpretation may 
increase dramatically along with the 
need for prior counseling.

Gail Geller, a professor in the De-
partment of Medicine and the Berman 
Institute of Bioethics, studies how cli-
nicians and patients communicate and 
make decisions under conditions of un-
certainty.  She says research studies sug-
gest that the majority of people want to 
know all that can be known about their 
genome. But a significant minority only 
want to know about a condition if it is 
treatable. “There are plenty of people—
and I’m among them—who say, ‘Why 
would I want to know my Alzheimer’s 
risk if there’s nothing I can do about 
it?’” Geller says.

The question “To know or not to 
know?” is polarizing patients/consum-
ers who want to possess all available 
information about their own biological 
destinies and physicians/researchers 
who worry what they may do with 
it. Will someone with only a slightly 
elevated risk of breast cancer go ahead 
with a double mastectomy? Could 
someone abort a fetus over a result 
that’s misunderstood? 

While Geller opposes restricting 
access to testing, she strongly recom-
mends that consumers receive coun-
seling prior to it. Like many of her 
colleagues, she worries that the field 
cannot meet the demand for its services 
without more graduate programs and 
alternative training for primary care 
physicians and other clinicians.  (In 
the Genes to Society curriculum at the 

Johns Hopkins University School of 
Medicine, students study the subject of 
inherited disease at several points dur-
ing their four years but learn very little 
about counseling.)

There are 35 accredited graduate pro-
grams in the United States and Canada 
that offer a master’s degree in genetic 
counseling, but many contain only six 
to 10 students per cohort. The program 
usually takes two years to complete.

Compensation may also be slowing 
growth: The average salary is $68,000 
a year, according to the NSGC survey. 
Nagy expects that will increase if genetic 
counselors can bill for their services in 
the same way that physical therapists 
and audiologists do. “I think that ad-
vances in genomic technology are going 
to force things a bit and make advances 
happen sooner for us,” she says.

ada haMoSh:
“aS SoMeone 

who’S In PerfeCT 
heaLTh, are you 
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SoMe GeneTIC CounSeLorS 
Savor TheIr roLeS  as teachers, 
educating patients about the genetic 
testing and the science behind it. Oth-
ers, like Erby, are drawn primarily 
to helping patients and their families 
frame and work through life-changing 
decisions.  

She attends a peer supervision 
group for genetic counselors that meets 
regularly at the home of one of the 
members. The genetic counselors take 
turns describing difficult cases, seeking 
advice about how they might be more 
effective, and gaining support for their 
own emotional struggles with work.

Often, they don’t know how the 
story turns out for those they’ve coun-
seled, and the uncertainty can prove 
haunting. So far, for instance, Erby has 
not received a follow-up call from the 
woman who was wrestling with telling 
her husband that he had ALS.

She also recalls counseling a young 
woman who was afraid she had inher-
ited the neuromuscular condition that 
killed her father. Although the woman 
did not show any signs of the disease—
symptoms do not usually appear until 
the late 40s or even 50s—she couldn’t 
wait much longer to decide whether to 
have children.

 “Since her father and other affected 
family members were deceased, there 
was no one in the family for whom 
genetic testing would be completely 
informative,” Erby says. “But we knew 
from her family history that she was 
definitely at 50 percent risk for inherit-
ing this. Without knowing which gene 
was responsible for her father’s condi-
tion, we couldn’t tell her if she had it, 
and she was stuck about what to do.”

Should this woman forfeit her 
dream of having children? What were 
the chances she would pass on the 
condition? If she developed the disease, 
would her children have to endure the 
pain she felt when her own parent died?

Erby met several times with the 
woman and her partner to guide them 
through the science, risks, and vari-
ous future scenarios. By the end of the 
last session, the couple was of different 
minds. While the woman was very 
ambivalent about having children, her 
partner was prepared to embrace the 
risk.

 “I don’t know what she ultimately 
decided,” the counselor says. “That was 
three years ago, and I still think about 
her all the time.”  *

Genetic counselors are trained to 
speak to patients about possible con-
sequences of genetic testing – some 
of them practical, some emotional, 
some life changing. this conversa-
tion, or series of conversations, is 
an important aspect of informed 
consent and of preparing patients 
for potential outcomes. to illustrate 
some of the issues that can arise as 
part of counseling, Johns hopkins 
genetic counselor Amanda bergner 
offers the following scenario:

A 25-year-old single woman 
whose mother and sister are breast 
cancer survivors seeks to find out if 
she carries the gene for breast can-
cer. Although she has no symptoms 
of the disease, a positive test could 
indicate that she has a very high life-
time risk of developing breast cancer 
and possibly other cancers.

CreaTInG a PedIGree: 
with the patient’s help, the genetic 
counselor will create a pedigree, an 
all-inclusive family history of mul-
tiple generations that shows various 
conditions and any previous genetic 
testing. it can help identify the re-
lationships within her family and 
indicate who might be impacted by 
information learned through testing. 
this discussion may also show some 
of the family’s social relationships 
and differing health care beliefs and 
practices, information that may help 
the patient decide how to share ge-
netic news. in addition to construct-
ing the pedigree, the counselor will 
collect the patient’s personal and 
family medical records.

who GeTS TeSTed 
fIrST?  Another important deci-
sion is determining who will get 
tested first for the breast cancer 

gene. because testing a person who 
has been diagnosed with breast can-
cer is the best route to discovering 
a gene change within a family, the 
patient needs to ask her mother or 
sister to be tested. that step may 
depend on who can better afford 
it: the first person in a family to 
undergo testing will incur a larger 
expense than those tested afterward 
because that individual’s genes must 
be sequenced completely. once a 
mutation is found, subsequent tests 
can be targeted to the specific part 
of the gene. 

ConSIderInG PoSSIBLe 
ConSequenCeS:  the coun-
selor will introduce a spectrum of 
consequences that may arise from 
testing so that the patient is fully 
able to consider her choice. such 
considerations might include:

if a test is positive, does she al-
ready have health insurance? And 
life insurance? what is she prepared 
to tell others in her immediate and 
extended family about the results? 
Does she know that her male rela-
tives may also carry and pass on the 
“breast cancer gene”? Does she 
know that this result will also greatly 
raise her risk of ovarian cancer? has 
she considered if, and how, she will 
share this information with an inti-
mate partner and how it might affect 
their relationship?

if a test is negative, does she real-
ize that the result does not mean 
that she will be free of all cancers 
throughout her life? or that it might 
mean that she may have a deadly 
mutation for breast cancer but that 
the available technology did not find 
it? that she might need to consider 
having another test in several years? 
—LS

tough Conversations
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By neil a. Grauer
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“A quiet, stressed room is no good, and it helps my 
inner happiness to be listening to good music,” says 
Singer. “Therefore, I listen to music all the time. It’s 
one of the reasons I like doing surgery. I’m lucky to 
have a job where I get to listen to music most of the 
time. It really helps.”

Singer is hardly alone. In operating rooms across 
Johns Hopkins Hospital, surgeons and their teams 
routinely find energy and inspiration in a broad array 
of musical artists and genres—from the contrapuntal 
complexities of Johann Sebastian Bach to the throb-
bing hard rock of AC/DC.

Otolaryngologist Charles Limb, the only School of 
Medicine faculty member who holds a joint appoint-
ment at the Peabody Conservatory, knows more than 
most physicians do about the power of music.

Limb is a cochlear implant specialist who has 
conducted innovative studies into “the brain on 
jazz”—using fMRI to track how jazz performers’ 
brains react when they’re improvising. The fact that 
many surgeons listen to music while operating makes 
considerable sense to him. 

“Music is perhaps better than almost any other 
stimulus at providing a nearly instantaneous affective 
context in which to work—one which is, in my opin-
ion, markedly better than the context of the otherwise 
at times unpleasant noise of the OR.  

“For me, music in the operating room enhances 
the ambient environment so that I can concentrate 
better and also think more clearly,” Limb continues. 

“I think it’s particularly good for microsurgery, where 
intense focus on a tiny field is the nature of the task 
at hand.”

So what kind of music does Limb—a saxophonist 
and self-described “music addict”—prefer in the OR?

“In the morning, I often like Miles Davis—Kind 
of Blue [considered by some to be the greatest jazz 
album of all time]—with something slightly more 
up-tempo as the day progresses. But if everybody 
here hates jazz, Bruno Mars is just fine, as well,” says 
Limb, referring to the artist whose work has included 
elements of soul, rock, reggae, rhythm and blues, and 
hip-hop.
“Actually, I don’t really distinguish between genres, 

although others definitely do,” he adds.
Anne Lidor, a bariatric and laparoscopic GI sur-

geon at Johns Hopkins Bayview, for instance, prefers 

the songs of her middle and high school years. “I 
mostly listen to ’80s music in the operating room—a 
lot of Michael Jackson and Madonna and all that sort 
of ’80s pop stuff. It’s totally mindless listening. It’s 
familiar and it’s background and I know all the songs, 
and it’s comforting. I don’t have to really concentrate.

“I hate operating when there’s nothing going on in 
the operating room. If it’s totally quiet, it bugs me,” 
says Lidor. 

Liver transplant specialist Andrew Cameron 
couldn’t agree more. He finds that the pounding 
rhythms of AC/DC, the Beastie Boys, and hip-hop 
help him best concentrate.
“The reason that my playlist may be different from 

others’ is because I think the liver transplant opera-
tion requires a very high, sustained energy level,” says 
Cameron.

“To get that liver out, everybody’s got to be gunning 
the engine, even as they approach the jump over the 
canyon. If we have a different playlist, it might be for 
different times during that operation. When we are 
moving toward reperfusion [the restoration of blood 
flow], which is a very tense, quiet portion of the 
operation, we may break down and put on some mel-
low classic rock—maybe some Grateful Dead, maybe 
some Allman Brothers, maybe some Dave Matthews.

“But when we’re trying to win the wrestling match 
of getting that liver out and there may be a lot of 
bleeding and a lot of high pulses, that requires the 
high-energy Beastie Boys, AC/DC mix.”

Fortunately for Cameron and his surgical col-
leagues, it’s easier than before to get high-fidelity 
sound in the ORs of the new Sheikh Zayed Tower 
and The Charlotte R. Bloomberg Children’s Center.

In the old ORs, surgeons often had to bring in 
their own speakers, tape decks, or CD players if they 
wanted music, notes Julie Freischlag, director of 
Surgery, “but now in the new ORs, we have a music 
system that’s attached to all the equipment, which is 
really great.” 

Four speakers are installed in the ceiling of each 
OR. “The electronic component that produces the 
sound is an iPod docking station located at the 
nurse’s desk in the room. You simply place your Apple 
iPod or iPhone on the dock and start your pre-re-
corded music list that’s in your device and it is played 
through the ceiling speakers,” explains Chris Smith, 

What does a deadhead do 
When he’s done touring?

“Become a Surgeon So The muSic 
never STopS!” SaYS andrew 
Singer, a kidneY and Liver 
TranSpLanT Surgeon aT hopkinS 
and “a huge graTefuL dead fan.”
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project executive of the Johns Hopkins Health System’s 
facilities design and construction office.

Not every Hopkins surgeon likes to have music playing 
while scalpels are flashing. Chief of cardiac surgery Duke 
Cameron, an accomplished guitarist, used to listen to mu-
sic—guitarist Mark Knopfler of the British rock band Dire 
Straits reportedly was his favorite—but no longer.

“Though I love music and have it on almost constantly in 
my life, I forbid it in the OR,” Cameron says. “It interferes 
with communication and can distract people from impor-
tant tasks. I think the situation is analogous to an airplane 
cockpit, where music is also forbidden for similar reasons.

“I’m not a curmudgeon and I used to have OR music on 
every case, but I’m convinced it’s not a good idea—at least 
in cardiac surgery.”

Luca Vricella, the Italian-born director of pediatric 
cardiac surgery and transplantation, respectfully disagrees. 
He prefers the classical baroque strains of Bach, Vivaldi, and 
Tomaso Albinoni as he performs some 250 surgeries annu-
ally—and, ironically, cites Duke Cameron in support.

“I always like to quote my partner Duke Cameron. He 

views the OR as a sanctuary—you know, a place where 
conversations are unnecessary and should really be kept at 
a minimum. I think classical music really fosters concentra-
tion and focus.

“In my field, a whole operating room with 12 people 
focuses on a little operative field that’s three inches by three 
inches. Classical music really sets the tone for that. You re-
ally keep everything that’s unnecessary out of the operating 
room.”

Although Hopkins surgeons usually have the final say on 
what kind of music is played, most are willing to compro-
mise in order to maintain OR collegiality.

Director of Surgery Julie Freischlag allows her fellow, 
Brandon Propper, to compile the playlist on his iPod. “He’ll 
bring in things from the ’70s and ’80s, so we’ll listen to Cat 
Stevens, Fleetwood Mac, all sorts of things like that. And 
then he’ll bring in some newer things as well, so that’s how 
I’ve learned to appreciate Adele,” she says.

And while Andrew Singer is a fanatic Deadhead—often 
making his musical selections as carefully as an oenophile 
chooses wine, by the date and location of a particular Grate-

ful Dead concert—he will defer 
to the likes and dislikes of others. 
He even makes playlists for the 
members of his scrub team.

“For a while we made a disco 
playlist, which is very retro, and 
everybody goes, ‘Oh, my God, 
disco?’ but it was a crowd-pleaser. 
People would kind of peek into 
the operating room to see what 
the party was all about. The disco 
music was a huge hit,” he says.

For some at Hopkins, a natural 
link seems to exist between 
surgeons and musicians. Both pro-
fessions require intense practice, 
precision—and perfection.

That potential connection was 
tested during last year’s inter-
views with candidates for general 
surgery residency, says Freischlag. 

“We asked some unusual ques-
tions, and one of the questions 
was, ‘If you could be a musical 
instrument, what would you be 
and why?’ And I’d bet you that 
90 percent of them had played 
an instrument when they were 
younger.”

Although many of the can-
didates had played the piano, 
violin, or guitar, those were not 
the instruments most of them 
said they would like to be.

“We had a lot of drums,” 
Freischlag said. “Sort of, 
drums-I-control-the-beat-
I-make-everything-happen 
type of thing. That’s 
surgical-like.” *

what’s on their playlist?
otolaryngologist Charles Limb: “in the morning, i often like miles Davis, 
with something slightly more up-tempo as the day progresses. but if everybody 
here hates jazz, bruno mars is just fine, as well.” 

anne Lidor, bariatric and laparoscopic GI surgeon at johns hopkins 
Bayview: “i mostly listen to ’80s music in the operating room—a lot of michael 
Jackson and madonna and all that sort of pop stuff.”

andrew Cameron, liver transplant specialist: “when we are moving 
toward reperfusion, which is a very tense, quiet portion of the operation, 
we may break down and put on some mellow classic rock—
maybe some Grateful Dead, maybe some All-
man brothers, maybe some 
Dave matthews. but when 
we’re trying to win the wres-
tling match of getting that liver 
out and there may be a lot of 
bleeding and a lot of high pulses, 
that requires the high-energy 
beastie boys, AC/DC mix.”

Luca vricella, director of pedi-
atric cardiac surgery and trans-
plantation: “in my field, a whole 
operating room with 12 people fo-
cuses on a little operative field that’s 
three inches by three inches. Classical 
music really sets the tone for that. You 
really keep everything that’s unneces-
sary out of the operating room.”
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a cure for
sickle cell

Devastating pain is a thing of the 
past for Yetunde Felix-Ukwu, 
thanks to a new breed of bone 
marrow transplant—which holds 
promise for millions more.
By jim duffy
Photograph by adolphus opara
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“I was sitting in the nurse’s office afterward, and I started 
feeling this intense pain all over my body,” she recalls. “I was 
so scared, and I couldn’t stop screaming and wailing.”

Soon Felix-Ukwu found herself atop a gurney as para-
medics rolled her through school hallways filled with 
classmates in the midst of a period change. “You’re so self-
conscious about everything at that age,” she says. “It was a 
horrible, horrible feeling, having everyone see me like that.”

Such a day was bound to come sooner or later. Five years 
earlier, her parents had learned that their daughter had the 
genetic blood disorder sickle cell anemia. Now, at last, the 
disease was showing itself.

“When I look back, it feels like that day was pretty much 
the beginning of it all,” Felix-Ukwu says. “Everything 
changed. The pain attacks kept coming, and I just kept go-
ing in and out of hospitals all the time.”

feLIx-ukwu IS now 30 yearS oLd,  so 
she came into the world about the time of a famous bone 
marrow transplant. The 1983 procedure at St. Jude’s Re-
search Hospital in Memphis was a last-ditch effort to save an 
8-year-old girl from acute myeloid leukemia.

The next year that girl’s doctors reported that she was 
cancer-free. But that’s not why the case landed in The New 
York Times and The New England Journal of Medicine. Going 
into the transplant, the girl had suffered from sickle cell as 
well. Afterward, she showed no sign of that disease either.

The cure ranked as a first in modern medicine, but in 
the years that followed it added up to more of a curiosity 
piece than a significant breakthrough. Too many daunting 
obstacles stood in the way of offering the treatment to sickle 
cell patients in meaningful numbers.

In the first place, the procedure would be open only to 
patients with a sibling who ranked as a “full match” in ge-
netic tests. That alone knocked more than three-quarters of 
the population off the candidate list. To make matters worse, 
the eligible few still left on the list faced risks that were just 
too high. One in three bone marrow transplant recipients 
died in the 1980s, and those who made it had elevated risks 
for a number of life-shortening health problems.

Unlike blood cancers, sickle cell isn’t the kind of disease 

where you can wait until the patient is knocking at death’s 
door. By that point, victims of the disease have suffered so 
many strokes or so much organ damage—or so much of 
both—that they’re too weak for a bone marrow transplant.

Though transplant outcomes improved over time, the 
numbers still didn’t reach a point where the risk-benefit ratio 
started to make sense in sickle cell. Robert Brodsky, director 

the way Yetunde Felix-Ukwu remembers it, her 
childhood in the maryland suburbs of washington, 
D.C., unfolded in a blissfully normal run of years 
stretching right up to the day in seventh grade gym 
class when she collapsed while running drills.
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of the Division of Hematology at Hopkins, estimates that 
over the last three decades a mere 400 transplants have been 
conducted worldwide on sickle cell cases.

But this state of affairs may finally be changing, with 
Brodsky and a multidisciplinary team of colleagues in oncol-
ogy and immunology leading the charge. In recent years, 
the oncologists have been working to develop new and safer 
transplant protocols, while the immunologists have been 
focusing on ways to build a bigger donor pool.

“Once those two things start to come together, that’s 
when this starts to look like a perfect regimen for sickle cell,” 
Brodsky says. His team is now testing the notion that they 
can employ bone marrow transplants to deliver a measure 
of genetic therapy for patients, reformatting their immune 
systems and wiping them clean of flaws like the tendency 
to produce sickle-shaped blood cells. Brodsky likens it to 
installing a new hard drive in a computer.

Early results are quite encouraging. If these results hold 
up, the 100,000 people suffering from sickle cell in this 
country—and millions more around the world—may for the 
first time have realistic hope of a cure.

Interestingly, the newest development in this project car-
ries an echo of that transplant in Memphis 30 years ago. One 
patient enrolled in the tests at Hopkins suffered not just from 
sickle cell but also from lupus, an autoimmune disease in 
which the body’s immune system mistakenly attacks healthy 
tissue.

After undergoing a bone marrow transplant, this woman 
now shows no sign of either disease—which raises a tantaliz-
ing question: If this new breed of bone marrow transplant 
works in sickle cell, might it also work in other diseases 
whose causes lie in faulty immune-system functioning? 
Could this sickle cell project turn out to be the first chapter 
in a much larger story with the potential to impact many 
more millions of lives down the road?

SoMe 300 MILLIon PeoPLe around the world 
carry a benign genetic glitch known as the sickle cell trait. 
Over the long haul of human history this trait made the 
evolutionary cut by delivering better-than-normal odds of 
surviving malaria.

Not surprisingly, then, it’s most prevalent among popu-
lations with roots in malaria-stricken places. One in four 
West Africans carry it (both of Felix-Ukwu’s parents are 
immigrants from Nigeria). Among African Americans, the 
number is 1 in 10. It’s present at lesser levels among popula-
tions with roots in South and Central America, the Mediter-

ranean, the Middle East, and South Asia.
When two people with sickle cell trait come together to 

have a child, there is a 1-in-4 chance both parents will pass 
along this genetic glitch. That’s when sickle cell disease enters 
the picture. These babies don’t get the genes they need to 
make normal blood cells; instead, their bodies make rigid, 
misshapen cells that have all kinds of problems navigating 
through the body.

The course of the resulting disease is devastating. Victims 
endure lives in which their bodies are frequently racked by 
off-the-charts pain and their minds are constantly clouded 
by painkilling drugs. They have a hard time making it 
through school and succeeding in the workplace. They end 
up at higher risk for strokes, renal failure, pulmonary hyper-
tension, and blindness. Most never get to celebrate a 50th 
birthday.

Once her disease finally showed itself, Felix-Ukwu began 
experiencing two distinct types of sickle cell pain. The first 
was a day-to-day affair. It wasn’t any fun, and she generally 
needed some painkillers to deal with it, but this pain didn’t 
usually prevent her from making it through a school day.

“I remember wishing for a day when I didn’t dread wak-
ing up,” she says. “You know that halfway stage between 
sleeping and waking? That’s when the everyday kind of pain 
hits—you’d always feel it before you were even awake.”

The other type is crisis pain, and this showed up in sud-
den, unpredictable waves, delivering agony on an entirely 
different level—one that usually necessitates immediate 
hospitalization. “You’d be out in public, doing fine, and out 
of the blue you’d just start screaming and crying,” she says. 
“It’d feel like you got hit by a Mack truck. Then the truck 
backs up and hits you again. And then again.”

Brodsky, who has seen more than his share of sickle cell 
cases, says it’s impossible for healthy people to truly grasp the 
level of pain involved in these crises. 

“The closest I can come to describing what these people 
go through is this: Kidney stone pain is nothing to a sickle 
cell patient,” he says. “They’ve been through a whole lot 
worse.”

As she made her way through high school and into col-
lege, Felix-Ukwu had good years and bad ones. Good years 
brought one or two hospitalizations, while bad ones brought 
10 or 12. On average, sickle cell patients pile up more than $1 
million in lifetime medical expenses. (By comparison, a bone 
marrow transplant might cost $250,000.)

The treatments these patients currently receive can help 
ease the pain they endure, but they don’t really impact the 
course of the disease. Just one drug, hydroxurea, is officially 
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“when i was a fellow here about 10 years ago, 
if someone had told me i was going to be transplanting 

people who were half matched, i would have said, 
‘You are crazy, and you need to be committed to a mental

 institution.’ it’s absolutely amazing—but here we are!”
—hopkins oncologist  Javier Bolaños-meade
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approved for sickle cell. Pioneered as a treatment at Hopkins 
in the 1990s, it can help reduce the frequency and intensity 
of crises, but it remains unclear whether or how much it 
extends life spans.

Most sickle cell patients receive a lot of blood transfu-
sions, too. During crises that are particularly acute, they of-
ten have their entire blood supply swapped out and replaced 
with healthy donor cells via exchange transfusion. This, 
too, helps shorten a crisis, but once again, it doesn’t seem to 
change a patient’s long-term prospects.

Almost inevitably, sickle cell sufferers find themselves 
relying on heavy doses of painkilling narcotics. “That’s one 
of the worst parts of this,” Felix-Ukwu says. “The medicine 
is so mind-altering and just awful, but it’s like a necessary 
evil—without it, the pain is too debilitating.”

Felix-Ukwu managed to beat the odds and get through 
college, but the journey took her through three different 
schools over six and a half years. The academic struggles she 
had along the way often left her doubting her intelligence 
and abilities. 

But then she enjoyed a stretch of healthy months and 
made it through one whole semester at the University of 
Maryland, College Park, without landing in the hospital. 
She earned a perfect 4.0 that term, and she put that grade 
transcript on display in a little frame.

“I’d look at it so I could remember how that’s the year I 
wasn’t sick,” she says. “And I’d remember how that’s the year 
I realized that I really was smart, that I really could do it, 
and that it really was the sickness that was making things so 
hard.”

CheMoTheraPy reGIMenS deveLoPed 
in the 1960s by Hopkins oncologist George Santos helped 
pave the way for the first successful bone marrow transplants. 
The drug cocktail he put together to prepare patients for sur-
gery had the dual goal of wiping out a patient’s own immune 
system and killing off as many cancer cells as possible.

Santos was aiming to create as clean a slate as possible for 
the arrival of new donor bone marrow. Called “myeloabla-
tive,” this mass-destruction approach tends to push up 
against the outer limits of what a patient’s body is able to 
tolerate without suffering permanent damage or even death.

“Trust me, it’s something you wouldn’t wish on your 
worst enemy in the world,” says Hopkins oncologist Javier 
Bolaños-Meade. 

In recent years transplant physicians like Bolaños-Meade 
have been tinkering with kinder, gentler regimens. They’d 
begun to realize that not every case required the all-out 

clean-slate approach; sometimes creating a smaller measure 
of breathing room would suffice to allow transplanted mar-
row to take hold and graft. That meant adopting a more 
conservative approach in deciding which cells got targeted 
for destruction and when that happened.

In the past 10 years, these nonmyeloablative transplants 
have gone from experimental to established. Bolaños-Meade 
says they’re now the regimen of choice in half or more of the 
bone marrow transplants performed at Hopkins on cancer 
patients.

This new flexibility to work with lower toxicities in 
chemotherapy was one key step toward changing the risk-
benefit ratio of transplants in favor of sickle cell patients. 
Nonmyeloablative regimens were first tested on sickle cell 
patients in a study at the National Institutes of Health, and 
they got successful grafts—hence, cures—in nine of 10 cases, 
with no deaths.

But the study, published in 2009, was open only to the 
small pool of patients lucky enough to have a fully matched 
sibling donor.

“It was an important study because it showed that non-
myeloablative transplants would work,” Brodsky says. “But 
in order to find their 10 patients they had to screen some-
thing like 112 candidates. So the critique of it in my mind 
was, ‘C’mon, that works out to helping about 9 percent of 
the sickle cell population—not exactly a quantum leap.’”

The question remained: Can we expand the donor pool? 
Brodsky dubs this “the holy grail of bone marrow transplan-
tation.” It’s a problem immunologist Ephraim Fuchs first 
started working on during a research fellowship at NIH in 
the 1980s and one he would return to after coming to Hop-
kins in the early 1990s.

The thinking behind the full-match requirement is 
straightforward. “The basic job of the immune system is to 
preserve self and attack nonself,” Bolaños-Meade explains. 
“The idea is that if the donor’s bone marrow looks exactly 
like the recipient’s bone marrow, the immune system won’t 
see it as nonself and won’t go on the attack. That means 
you’ve hit the jackpot.”

Fuchs wasn’t the first to look for a way around the full-
match requirement, but the early experiments along these 
lines had all failed. After teaming up with Hopkins immu-
nology colleague Leo Luznik, Fuchs set out as others had 
before to see if transplants might work in so-called “half-
matched” donors. The average person has four or five of these 
available to them—parents and children are guaranteed to 
qualify, and there’s a 50 percent chance for each sibling and 
half-sibling as well.

Building on work conducted by researchers in Japan, 
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Fuchs and Luznik focused their efforts on a chemotherapy 
drug called cyclophosphamide (which had also been in the 
toolbox of transplant pioneer George Santos). This drug 
turned out to be a game changer because of its ability to kill 
off red blood cells with great efficiency, while sparing stem 
cells, which have an enzyme that protects them from the 
drug.

Fuchs and Luznik started in the mouse model and worked 
their way up from there. One key turned out to be using the 
cyclophosphamide not just in a preparatory regimen, but also 
at carefully prescribed intervals in the days after a transplant.

Fuchs describes the results of this work in a characteristi-
cally low-key manner: “We were actually able pretty quickly 
to get results similar to the ones everyone was getting with 
fully matched siblings.”

The voluble Bolaños-Meade, on the other hand, is still 
barely able to contain his enthusiasm when the conversation 
turns to this business of finding the transplantation holy 
grail.

“When I was a fellow here about 10 years ago, if someone 
had told me I was going to be transplanting people who were 
half matched, I would have said, ‘You are crazy, and you 
need to be committed to a mental institution,’” he says. “It’s 
absolutely amazing—but here we are!”

And that new place, Brodsky adds, is one where more 
than 90 percent of the sickle cell population has an eligible 
donor. It was in 2006 that he and his colleagues set out to 

A new Frontier in  
organ transplants
Eliminating immunosuppression  
could boost prospects for all types of 
organ donor recipients—and make  
re-transplantation unnecessary.

Another frontier lies on the horizon for this new 
breed of bone marrow transplants. in addition to 
testing it on other diseases rooted in faulty immune 
systems, hopkins immunologist Ephraim Fuchs is aim-
ing to see if these transplants can boost the prospects 
of organ donor recipients.

since the first successful organ transplant in 1954, 
millions of people around the world have lived longer, 
healthier lives thanks to donated kidneys, lungs, livers, 
pancreases, and hearts.

but these patients need to be on a lifelong regimen 
of immunosuppressive medications, and those medi-
cations put them at elevated risk for heart disease, 
infections, and some viral cancers, Fuchs says.

in addition, transplanted organs often don’t last 
through a patient’s lifetime. Even with immunosup-
pression, the recipient’s body slowly but surely starts 
to reject the new organ, with graft loss occurring at a 
rate of about 4 percent per year.

Fuchs estimates that half of kidney transplant re-
cipients, for example, require retransplantation within 
15 years.

but what if organ transplant recipients didn’t need 
to be on immunosuppression? what if they first re-
ceived a new bone marrow and then got an organ, 
both from the same donor? in theory, that should 
eliminate the need for immunosuppression—and the 
need for retransplantation.

Fuchs and hopkins colleague Lode swinnen have 
now completed writing a protocol to test the con-
cept, and their project is being funded by the national 
institutes of health through its immune tolerance 
network, a consortium of academic medical centers 
devoted to improving the lives of transplant recipi-
ents.

“i’m hoping the trial can open here later this year,” 
he says. “if we can eliminate the need for immuno-
suppression, we can really help these patients. And if 
we can eliminate the need for retransplantation, that 
would make a lot more organs available to people 
who are now just sitting on waiting lists.”   JD
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test the hypothesis that the risk/benefit ratio of bone marrow 
transplantation had finally changed enough to deliver hope 
for a large number of sickle cell patients.

feLIx-ukwu’S journey  into law school was a 
star-crossed affair from the start. She had a pain crisis the 
morning of her LSATs, but she doggedly managed to finish 
the test before the pain drove her to a hospital.

In 2007, she enrolled at the University of Maryland 
School of Law. It was during this stretch that she started 
seeing doctors at Hopkins. Those doctors, including Brod-
sky, would sometimes marvel among themselves over the 
amazing sickle cell patient who’d made it all the way into law 
school.

But this is when Felix-Ukwu’s disease took a turn for the 
worse. Her pain crises and hospitalizations started coming 
one right after another. “If there’s one thing sickle cell taught 
me, it’s how to be a fighter,” Felix-Ukwu says. “But this got 
to the point where I’m just barely hanging on. I’m in the 
hospital half the time. I’ve dropped half my classes. Still I’m 
like, ‘I will not quit!’”

Then, in January 2009, the worst sickle cell crisis of her 
life commenced, bringing pain at levels not even she had ever 
experienced.

“They were giving me enough pain medication to put 
down two horses,” she says. “The pain specialist people were 
in my room all the time. I’d watch them increase the dosage 
a little bit, and I’d see how nervous they were, how they were 
like, ‘Please God don’t let her stop breathing.’”

She withdrew from law school after that crisis.
But it was during these dark days that hematologist 

Charles Hesdorffer (who has since moved on from Hopkins) 
delivered a glimmer of hope. When he showed up to speak 
with Felix-Ukwu and her mother, the first thing he did upon 
arriving in her hospital room was drop a big stack of papers 
on a table.

“I’m here because I am thinking that maybe the way 
things are going, you’re not going to be able to live the life 
you want to live,” he said. “I’d like you to read this. There is 
something in here that’s new, but it might work for you.”

Felix-Ukwu read through the papers with her family, then 
put the possibility on a back burner. It was after the next 
pain crisis hit that she made a decision.

“I was tired, just so tired,” she says. “I couldn’t keep living 
this life where I couldn’t accomplish the things I wanted to 
accomplish. So I was like, ‘Where do I sign up?’”

The SICkLe CeLL TrIaL that had everyone on 
Brodsky’s team so excited got off to an inauspicious start. 
Perhaps skeptical after so many years of hearing how bone 
marrow transplants weren’t right for them, sickle cell patients 
and their doctors greeted news of the trial with little enthu-
siasm. 

No one enrolled that first year. No one enrolled the next 
year, either. When Bolaños-Meade finally got to conduct 
a transplant in 2008, the graft failed, and word of that 
outcome was soon making the rounds in the sickle cell com-
munity.

“In the first three years, we did a total of three patients,” 

Bolaños-Meade says. “But fortunately the transplants were 
successful in the second and third patients.” Fourteen more 
patients received transplants in the two years that followed. 
Felix-Ukwu was among the earliest transplants in this group.

Initial results were published last year in the journal 
Blood. Eleven of the 17 transplants succeeded. Three of those 
successes were with full-match donors, and eight were with 
half matches. There were no deaths and no lasting health 
complications. (Just two prospective participants were 
turned away because they didn’t have either a full- or half-
match donor.)

The sample size remains small at this point, but that’s a 
cure rate approaching 60 percent—quite a jump from the 9 
percent the NIH researchers achieved when requiring fully 
matched donors. And while the physicians involved don’t 
expect the mortality rate to stay at zero forever, they are 
hopeful that it will remain quite low. 

“You can see why this starts to shift the landscape in 
sickle cell,” Bolaños-Meade says. “We were looking before 
at maybe 10 percent of patients being eligible for a trans-
plant that succeeded 85 or 90 percent of the time. Now we’re 
looking at 90 percent of the patients being eligible. Even if 
the cure rate stays at 60 percent, that will be helping many, 
many more people.”

But Bolaños-Meade and his colleagues don’t think the 
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cure rate will stay at 60 percent. They’re optimistic that it 
will get better—perhaps significantly so.

The nonmyeloablative chemotherapy regimens used in 
the trial were by design quite conservative. A more aggressive 
regimen might have resulted in fewer graft failures, but the 
physicians here were determined at this early stage to take a 
safety-first approach.

“Failed grafts are not the desired outcome, of course, but 
at least patients don’t die,” Brodsky says. “They go back to 
their sickle cell life in the same shape they were before.”

One strategy in particular is fueling optimism about the 
cure rate. Research on cancer patients has demonstrated 
that engraftment rates increase if donors receive a growth 
factor in advance of the transplant. This enables physicians 
to transplant a much larger number of donor bone marrow 
cells. The technique has been used so far in six sickle cell 
cases at Hopkins (all of them after the transplants reported 
in Blood), with five of those grafts taking hold successfully.

“I don’t think we’ll ever get the engraftment rate to 100 
percent,” Brodsky says. “But I think it’s feasible to get it up 
75 percent and maybe a little higher. The amazing thing is, 
these patients are then completely cured. They don’t have 
sickle cell anymore.”

Brodsky and his colleagues are already eyeing the first of 
the next steps on the horizon. A proposal to test this new 
breed of bone marrow transplants on patients with lupus is 
now awaiting approval by an institutional review board.

“Auto-immune diseases like lupus are really blood 
diseases,” Brodsky says. “The people with the disease, their 
kidneys are failing and their rashes are developing because 
of the abnormal things their lymphocytes are doing. It’s the 
same in other diseases. There is nothing basically wrong with 
the joints of patients with rheumatoid arthritis, and there is 
nothing basically wrong with the central nervous system of 
multiple sclerosis patients. The defect is in the lymphocytes.”

He ticks off a number of other conditions—thalycemia, 
scleroderma, and Crohn’s disease among them. “If you can 
use a transplant to give people with conditions like this a 
new, healthy immune system, you might be able to cure 
them. So we’re going to try it in lupus next, and we’ll see 
how this thing develops.”

reMeMBer ThaT oLd SayInG about how 
sometimes the cure is worse than the disease? That’s pretty 
much how life went for Felix-Ukwu when she received her 
bone marrow transplant in August 2009.

The procedure is a highly demanding affair. Even at non-
myeloablative levels, the chemotherapy regimen is grueling. 

After the transplant, Felix-Ukwu needed to be at the hospital 
for testing seven days a week for two months. Her mother 
took a leave of absence from her job as a pharmacist to serve 
as her daughter’s full-time helper.

In pretty short order Felix-Ukwu was passing her blood-
count tests with flying colors and her doctors were saying she 
was cured of sickle cell. She re-enrolled in law school for the 
semester starting in January 2010, and she made it through 
all of three weeks of classes before she had another pain crisis 
and landed in the hospital.

“It was the most devastating thing,” she says. “I just 
remember thinking, ‘The bad blood is all gone! How could 
this be happening?’”

The truth is, no one really knows. “We’re learning new 
things here about pain and sickle cell,” Brodsky says. “We 
don’t fully understand yet why these people continue to have 
pain episodes, sometimes for 18 months or so after the dis-
ease is gone. Is it like phantom limb pain? Is it a conditioned 
response? Is it mixed up with trying to take away some of 
their pain medicine?”

Felix-Ukwu’s doctors asked her to be patient and give it 
another six months. The pain episodes kept coming, and 
they asked her to give it another six months. At one point in 
this stretch she landed on antidepressants.

And then, finally, the day she’d been waiting so long to 
experience arrived. When it came, it took the form of a ran-
dom thought popping into her head out of the blue: “Hey, 
wait, when’s the last time I was in the hospital?”

That last time was in 2011, nearly two years after her 
transplant. Since then, she and one of her brothers took a cel-
ebratory vacation to Europe. She went on a dream trip to Ni-
geria, too, exploring her family roots. Back home these days, 
she enjoys serving as a volunteer informal adviser to other 
sickle cell patients who are having transplants at Hopkins.

She’s also back in school, seeking a master’s degree in 
public policy at the University of Phoenix. “It is such a good 
feeling to know that when I don’t get a paper done, it’s just 
because of my own laziness,” she says with a laugh.

The thing she might be most proud of is the fact that it’s 
been more than a year since she took any painkillers.

“I still have so many medicine bottles around the house 
that it looks like I could start a pharmacy,” she says. “I refuse 
to throw the bottles away. It’s just so cool to look at them 
and think about where I’ve come from and what I’ve been 
through.” *
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1956
elspeth monro reagan, of Rich-
mond Hill, N.Y., still practices three 
days a week in the Child and Ado-
lescent Psychiatry Clinic at Lincoln 
Medical Mental Health Center in the 
South Bronx.

1966
richard L. Clark, of Chapel Hill, 
N.C., was selected by the Society of Ab-
dominal Radiology as the 2013 Howard 
M. Pollack Gold Medalist. He was hon-
ored during the inaugural meeting of the 
society in February in Maui, Hawaii.

1972
erik L. hewlett, of Charlottesville, 
Va., recently received the Outstanding 
Faculty Award, the Commonwealth 
of Virginia’s highest honor for faculty 
at the state’s public and private col-
leges and universities. He is a professor 
of medicine, infectious diseases, and 
international health at the University of 
Virginia’s School of Medicine. 

1973
irving Jacoby, of San Diego, Calif., 
led the 46-member CA-4 disaster medi-
cal assistance team to New York City 
last fall following Hurricane Sandy.

1974
Bert vogelstein, of Baltimore, 
was awarded an inaugural $3 million 
Breakthrough Prize in Life Sciences in 
recognition of his landmark work in 
cancer genomics and tumor suppressor 
genes. Vogelstein is co-director of the 
cancer research Ludwig Center at Johns 
Hopkins and a Howard Hughes Medi-
cal Institute investigator.

1976
Charles “Chad” g. helmick, of 
Atlanta, Ga., received the 2012 Award 
for Public Leadership in Rheumatology 
from the American College of Rheuma-
tology. A physician epidemiologist with 

CLASS notes
the magic  
of mentors
Ferguson shares the lessons 
she’s learned in medical 
management.

When traci ferguson ’00 was 12 
years old, she got her first paying job 
babysitting for a nurse—who told her 
she was smarter than some of the 
physicians she had known and ought 
to become a doctor.

That did it. “From that moment on, 
becoming a doctor became my goal,” 
writes Ferguson—now corporate 
medical director of WellCare Health Plans, headquartered in Tampa, Fla.—
in the chapter she has contributed to a new, widely praised book, Lessons 
Learned: Stories from Women in Medical Management. “That episode in time 
illustrates the power of positive belief,” Ferguson writes.

During more than 11 years as a hospital-based internist—first on Hopkins 
Hospital’s house staff, then as a faculty member, clinician, and hospital medi-
cal program director at the University of Maryland Medical Center—Fergu-
son “acquired firsthand experience in caring for a forgotten portion of soci-
ety, the uninsured and underinsured,” as well as administrative experience.

When the birth of her second child and the ongoing, grueling pressures of 
14-hour shifts coincided, she decided to seek a greater role in addressing not 
only the needs of the underserved medical population but society as a whole 
by becoming a managed care executive with WellCare Health Plans.

Now working toward an executive MBA via Howard University’s online 
program, Ferguson sees herself becoming a member of senior medical man-
agement within the next decade.

The road is still rough for female physicians and would-be medical execu-
tives, however. Consider that women—both physicians and nonphysicians—
make up 78 percent of the health care workforce; 50 percent of most 
medical school classes are women; and 32 percent of the nation’s physicians 
and surgeons are women. Yet only 10 percent of the deans of U.S. medical 
schools are women; only 16 percent of female medical school faculty are full 
professors; and no medical insurance company is led by a woman. 

Nevertheless, Ferguson praises what she says is a significant shift over the 
past 13 years toward the advancement of women within academic medicine. 
She believes that the journey up the professional ladder still relies on “finding 
the right mentor at the right time.”

Ferguson practices what she preaches: She has mentored high school stu-
dents who’ve become the first in their families to go to college and a young 
man who now works on Wall Street. “I am very humbled to be a mentor 
at this stage of my life,” she says. “My role now is to support and encourage 
others to look beyond their current situation and strive for excellence.”  NAG

ferguson is pleased by recent 
advancement among women within
academic medicine.
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The immense popularity of the History Channel’s new miniseries The Bible 
comes as no surprise to nathan moskowitz, whose own passion for the 
Old Testament has led to his creation of a remarkable series of oil paintings 
depicting the stories within the Scripture’s 15 books of the prophets. 

“The Bible is about a particular people who encapsulate the story of all hu-
mankind,” observes Moskowitz, (HS; fellow, neurological surgery, 1985-90; active 
part-time faculty, neurosurgery, 1990-present). “Every conceivable emotional 
and psychological aspect of the human condition is illustrated and illuminated, 
covering the spectrum of love and hate, longing and desire, envy and revenge, 
and hope and loss…. There’s a large audience for that.”

Moskowitz’s paintings, which technically would be classified as “visionary 
art”—works created by a self-taught individual who has never received any 
formal training—are vibrantly colored and intense. 

The vision in Moskowitz’s paintings—compiled now in a new book, The 
Color of Prophecy: Visualizing the Bible in a New Light—is extremely personal. He 
published it under the name Nahum HaLevi, which is based on an acronym for 
his initials, N.C.M., which transliterated is pronounced “Nauhum”; HaLevi means 
“The Levite” in Hebrew, and Moskowitz is descended from the biblical tribe of 
Levi, one of the 12 sons of Jacob. He felt that signing his paintings using English 
characters would diminish their “Hebraic authenticity.”  

 In the commentaries on the prophets that he wrote after completing each 
painting, Moskowitz makes few and only fleeting references to previous rab-
binical analyses; his interpretations are entirely his own. “One of the reasons 
I started to paint the Bible is because I love the Bible, and I wanted to make it 
my own; that is, I wanted to start from scratch and understand it on my own 
terms,” he says.

A practicing neurosurgeon in Rockville, Md., Moskowitz spent three years of 
his spare time completing the 15 paintings of the prophets, finishing them in 2010. 
He spent the next several years writing his commentaries. “It is only after I paint 
the painting that I understand the text visually—then I go back and reinterpret 
the story textually based on the imagery,” he says. NAG
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painting the Bible
A visionary artist sees the Old Testament prophets in a new light.

the Centers for Disease Control and 
Prevention, Helmick was honored for 
his extraordinary contributions in ad-
vancing issues that affect the rheumatol-
ogy community and increasing public 
understanding and awareness of them. 

1979
marcia s. harrison-thornton, 
of Annapolis, Md., recently became 
a certified practitioner of Healing 
Touch, an energy therapy that uses 
gentle hand techniques to re-pattern 
a patient’s energy field and accelerate 
healing.

1983
Leslie mukau, of San Diego, Calif., 
has been elected chief of staff for El 
Centro Regional Medical Center. Mu-
kau also serves as a board member of 
the California chapter of the American 
College of Emergency Physicians, and 
chairs the state chapter of the Firearm 
Violence Task Force.

i. steven udvarhelyi, of Malvern, 
Pa., is executive vice president of health 
services and chief strategy officer at 
Independence Cross, where he recently 
assumed new leadership of strategy 
and innovation, business development, 
and corporate and association affairs. 
He maintains his existing leadership 
of clinical services, contracting and 
provider networks, and informatics.

1985
David p. Carbone, of Franklin, 
Tenn., received an award last fall from 
Uniting Against Lung Cancer (UALC) 
in honor of his leadership in lung can-
cer research. He received the accolade 
at the UALC “Strolling Supper with 
Blues and News” gala in New York 
City. 

1987
kevin B. Johnson, of Brentwood, 
Tenn., has been named the Cornelius 
Vanderbilt Professor at Vanderbilt Uni-
versity’s School of Medicine in Nash-
ville, where he heads the Department 
of Biomedical Informatics and also is a 
professor of pediatrics.

moskowitz paints 
to understand the Bible
in his own terms.
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1988
Brian s. sucharetza, of Granger, 
Ind., retired from clinical practice 
last September 1. He now is an 
adjuvant associate clinical professor 
of nephrology at Indiana University 
South Bend.

1989
howard r. epps, of Houston, 
Texas, has been appointed assistant 
chief of orthopedic surgery at Texas 
Children’s Hospital.

1990
Josef Coresh, of Baltimore, has 
been named the inaugural recipient 
of the George W. Comstock Profes-
sorship in Epidemiology at the 
Johns Hopkins Bloomberg School of 
Public Health.

1991
katrina a. armstrong is the first 
woman to lead the Department of 
Medicine at Massachusetts General 
Hospital. She became the physician-
in-chief on April 15.

1992
thomas f. Burke, of Havre De 
Grace, Md., has been appointed 
medical director of Quality Diag-
nostics Sleep Lab, located in Bel Air, 
Md.

karen m. horton, of Baltimore, 
has been appointed the inaugural 
vice chair of radiology at Johns Hop-
kins Bayview Medical Center. 

1993
nestor f. esnaola, of Phila-
delphia, Pa., has been appointed 
professor of surgery and vice chair of 
clinical and academic affairs for the 
Department of Surgery at Temple 
University School of Medicine. He is 
also section chief of surgical oncol-
ogy.

1995
David a. schulman, of Atlanta, 
Ga., received the 2013 Parker J. 
Palmer Courage to Teach award 
from the Accreditation Council for 
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an advocate for  
Women’s health
Why considering sex differences is crucial.

In the mid-1990s, Janine austin Clayton, then a fellow in cornea and ex-
ternal diseases at Hopkins’ Wilmer Eye Institute, first became aware of the role 
that sex and gender play in health and disease. She met a 70-year-old patient 
whose “immune cells were attacking her eyes and melting the tissue”; the legally 
blind woman had Sjogren’s syndrome, an autoimmune disease that affects nine 
women for every one man. Clayton performed her first corneal transplant on 
the patient, and, today, still shares pictures of the woman’s eyes in her talks. The 
experience is one of many that have prepared Clayton for her recent appoint-
ment to director of the NIH Office of Research on Women’s Health (ORWH) 
and associate director for Research on Women’s Health at the National Insti-
tutes of Health (NIH). 

Clayton, who has authored or co-authored more than 80 research papers 
about eye diseases, chose to specialize in ophthalmology because it combines 
medicine and surgery, allowing her to use both medications and hands-on inter-
ventions to treat disease. 

After her fellowship at Hopkins, Clayton did a second fellowship at the Na-
tional Eye Institute (NEI), where she noticed that more female patients had uve-
itis, another autoimmune ocular disease. Then, during a consult in 2003, Clayton, 
who was in the middle of a seven-year stint as NEI’s clinical director, found that a 
20-year-old patient who was already being treated at NIH for premature ovarian 
failure also had dry eye, 
a condition that primarily 
affects older women. After 
reading that young women 
with this disease often 
have estrogen and an-
drogen levels low enough 
to indicate menopause, 
she designed a study and 
discovered a type of dry 
eye syndrome that can be 
associated with premature 
ovarian failure in 18- to 
25-year-old women. 

Now Clayton wants 
other researchers across 
specialties to consider how 
sex and gender affect their 
work. “Understanding that 
could change the way  
[physicians] practice,” she 
says. She is focused on 
achieving ORWH’s six 
strategic goals by 2020. 
This year, she’ll concentrate 
on increasing the number 
of scientists who consider 
sex and gender differences 
when designing studies. 
 Jennifer Walker  

a better understanding of gender differences in 
health could “change the way [physicians] prac-
tice,” says Clayton.
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Graduate Medical Education. This 
honor is awarded to 10 program 
directors around the country each 
year. Schulman is an associate pro-
fessor of medicine at Emory Univer-
sity, where he directs the training 
program for fellows in pulmonary 
and critical care medicine.

1997
tamara n. elias, of Larchmont, 
N.Y., recently was promoted to part-
ner at Essex Woodlands, a health-
care-only growth equity investment 
firm. She has been with the com-
pany’s New York office since 2007.

2002 
megan e. (Bluhm) foldenauer, 
of Ypsilanti, Mich., an Art as Ap-
plied to Medicine graduate, suc-
cessfully defended her thesis last 
December and has received a PhD 
in Anatomy and Cell Biology from 
Wayne State University School of 
Medicine in Detroit.

Jeffrey a. gusenoff, of Pittsburgh, 
Pa., is now an associate professor 
of plastic surgery at the University 
of Pittsburgh Medical Center and 
co-director of both the Life After 
Weight Loss Program and Body 
Changers.

Christina m. vassileva, of Spring-
field, Ill., received the 2013 San-
gamon County Medical Innovation 
Award for her studies of ischemic 
mitral valve surgery. Vassileva is an 
assistant professor of cardiothoracic 
surgery at the Southern Illinois 
School of Medicine, where she 
specializes in minimally invasive 
valve surgery, including mitral valve 
repair. 

2004
rupa mukherjee, of Boston, 
Mass., has been named a specialist 
in celiac disease in the division of 
gastroenterology at the city’s Beth 
Israel Deaconess Medical Center, 
which is an affiliate of the Harvard 
Medical School, where Mukherjee is 
an instructor in medicine.

 

Jack kushner (faculty, neurosurgery, 
1973-81), of Annapolis, has been ap-
pointed an Honorary Director General 
of the International Biographical Cen-
tre in Cambridge, United Kingdom. 

enrique hernandez (HS, fellow, 
and faculty, obstetrics and gynecology, 
1977-83), of Narberth, Pa., has been 
elected to the Board of Regents of the 
American College of Surgeons and 
also elected the second vice president 
of the American Cancer Society.

William J. Butler (HS, obstetrics 
and gynecology, 1978-82), of Macon, 
Ga., has been elected chairman of the 
Georgia Composite Medical Board, 
which is responsible for the licens-
ing and discipline of 36,000 physi-
cians and other medical professionals 
throughout the state. Butler, who has 
served on the board for six years, is 
professor and chairman of the Depart-
ment of Obstetrics and Gynecology at 
Mercer University School of Medicine/
Medical Center of Central Georgia.

John t. repke (HS, obstetrics and 
gynecology, 1978-82; fellow, obstetrics, 
1982-84; and faculty, obstetrics and 
gynecology/pediatrics, 1984-92), of 
Palmyra, Pa., has been appointed to 
the editorial board of Obstetrics and 
Gynecology, the official journal of The 
American College of Obstetricians and 
Gynecologists. He has been chairman 
of the Department of Obstetrics and 
Gynecology at the Penn State Milton 
S. Hershey Medical Center since 2002.

Julio Lautersztain (HS, pathology, 
1980-82), of Tampa, Fla., and his col-
leagues at Florida Cancer Specialists 
have just opened a state-of-the-art, 
integrated cancer center in the city. 

Brian e. mondell (faculty, neurol-
ogy, 1985-2007), of Baltimore, is the 
medical director of the Glass Health 
Programs (a subsidiary of Medmark 
Services, Inc.) for Baltimore and Harf-
ord counties.

faculty, fellows, house staff

frederick L. Brancati (fac-
ulty, medicine; epidemiology, 
1989-present) of Baltimore, was 
named a Distinguished Service 
Professor of Medicine by the 
Johns Hopkins University Board 
of Trustees. Brancati, an inter-
nationally recognized expert on 
epidemiology and prevention 
of type 2 diabetes and related 
conditions, has been director of 
the Division of Internal Medicine 
since 2004. (At press time, the 
magazine learned of the passing 
of Dr. Brancati. He died on May 
14, after a long battle with ALS. 
Hopkins Medicine will include 
more information about his wide-
ranging contributions to Johns 
Hopkins in the fall issue.)

John k. niparko (faculty, 
otolaryngology–head and neck 
surgery, 1991-2012), of Los An-
geles, has been named professor 
and chair of the Department 
of Otolaryngology–Head and 
Neck Surgery at the University of 
Southern California’s Keck School 
of Medicine. 

Quan Dong nguyen (fellow, 
ocular immunology, 1998-99; fac-
ulty, ophthalmology, 2001-2013), 
of Omaha, Neb., has been named 
professor and chairman of the 
University of Nebraska Medical 
Center’s Department of Ophthal-
mology and Visual Sciences, as 
well as director of the university’s 
new Stanley M. Truhlsen Eye In-
stitute, which opened this spring.
  
Debraj “raj” mukherjee 
(HS, surgery, 2008-2010), of Los 
Angeles, has received an Excel-
lence in Medicine Award from the 
American Medical Association 
Foundation.  He is now a neuro-
surgery resident at Cedar Sinai 
Medical Center.
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School of Medicine

Joan h. gault ’40, of Kennett 
Square, Pa., who was one of only 
five women in her Hopkins medi-
cal school class, died on Dec. 17, 
2012. She was 97. A professor of 
physiology, she joined the faculty 
at Temple University’s School of 
Medicine in 1945 and remained 
there for 30 years. Upon retiring in 
1975, she returned to Haddonfield, 
N.J., where she had been raised, and 
founded Interfaith Caregivers, an 
organization that helps the elderly or 
disabled live independently.
thomas W. simpson Jr., Nov ’43, 
of Philadelphia, Pa., whose col-
laboration with other physicians in 
the use of then experimental oral 
rehydration therapy in 1971 helped 
save millions of Bangladesh refugees 
from a deadly cholera epidemic, 
died on Dec. 29, 2012, of congestive 
heart failure. He was 94. 
gibson packer Buchanan ’44, of 
Pittsburgh, Pa., a pediatrician who 
cared for generations of families in 
the city where he was raised, died on 
Feb. 2, 2013. He was 92.  
James roncie Duke ’48, of Bal-
timore, a protégé of pioneering 
ophthalmic pathologist Jonas 
Friedenwald, who chose him to 
head the Wilmer Ophthalmologi-
cal Institute’s pathology laboratory, 
died of dementia on Oct. 16, 2012. 
He was 88. After heading the labora-
tory from 1955 to 1968, Duke left 
Hopkins to begin a private practice, 
retiring in 1982.    
george e. mckinnon ’49, of 
Pueblo, Colo., who developed the 
School of Medical Pathology at St. 
Mary-Corwin Hospital in Pueblo 
and served as director of the hos-
pital’s laboratories, president of 
its medical staff, and head of the 
Pueblo County Medical Society and 
the Society of Clinical Pathologists, 
died on Dec. 2, 2012. He was 86. 
solomon J. Cohen ’51, a beloved 
pediatrician in Westfield, N.J., 

IN  memoriam

 

Mass Spec Superstar
Cotter’s impact was out of this world. 

Whenever any of robert J. “Bob” Cotter’s graduate students or post-
docs introduced themselves at scientific conferences, all they had to say was, “I 
work for Bob”—last name unnecessary—and they earned instant respect.

Cotter, whose pioneering work in mass spectrometry led to its develop-
ment as one of science’s most potent laboratory tools for analyzing both 
chemical and biological entities—and even for deciphering the contents of dirt 
samples on Mars—died on November 12, 2012, of an apparent heart attack at 
his Baltimore home. He was 69.

“Bob has been an institutional resource for Hopkins and beyond for dozens 
of collaborators in mass spectrometry,” said philip Cole, director of the 
Department of Pharmacology and Molecular Sciences. Breakthroughs Cotter 
achieved “have led to major discoveries in cancer, immune disorders, infectious 
diseases, and metabolic syndromes.” Along with colleagues at Hopkins’ Applied 
Physics Laboratory, Cotter received a $750,000 grant from NASA in 2007 to 
devise a mini, shoebox-sized mass spectrometer that could fit on a Mars Rover 
and search for signs of previous life there by probing core samples of the soil 
for evidence of proteins or genetic information–carrying nucleic acids.  

Cotter earned his PhD in chemistry from Hopkins in 1972, joined the School 
of Medicine faculty in 1977, and became a full professor in 1992. He loved to re-
count how he was the last to learn of his promotion. He only found out about 
it when he was asked for his contribution, based on seniority, to the depart-
ment’s annual Christmas party and was told he owed $50, not the $35 he had 
given the previous year.

He was director of the School of Medicine’s Middle Atlantic Mass Spec-
trometry Laboratory, which he co-founded with his wife, Catherine fense-
lau (faculty, Department of Pharmacology and Molecular Sciences, 1967-87), 
and also “trained a legion of outstanding students and postdocs that now 
occupy leading positions throughout the world,” Cole said.

Cotter was an eager scientific collaborator with colleagues at Hopkins and 
elsewhere. He was working with at least a dozen medical biologists at the time 
of his death, seeking to identify a series of bacterial spores, develop methods 
to screen human blood, urine, and spinal fluid for signs of disease, and investi-
gate protein changes in HIV patients that might correlate with dementia.  

Cotter’s achievements earned him some of the highest honors in his field.  
In August 2009 he received the American Chemical Society (ACS) Analytical 
Chemistry Award in Chemical Instrumentation, and in September 2010 he 
received the ACS’ Frank H. Field and Joe L. Franklin Award for outstanding 
achievement in mass spectrometry, considered the top accolade in the science.  
Neil A. Grauer



for 43 years, died there on Jan. 
8, 2013, of complications due to 
kidney failure. He was 87. 
John Doss ’52, of Bolinas, Calif., 
an epidemiologist and pediatri-
cian whose career took him to 
India, American Samoa, and 
points in between, died in his 
sleep on Nov. 4, 2012. He was 
89. Trained as an epidemiologist 
at the Centers for Disease Con-
trol, he settled in San Francisco, 
maintained a private practice 
for 14 years, and then joined the 
city health clinic. In 1974, he was 
a consultant epidemiologist for 
the World Health Organization’s 
Smallpox Eradication Program 
in India. Between 1982 and 1984, 
he was director of Maternal and 
Child Health at the Lyndon B. 
Johnson Tropical Medical Center 
in American Samoa.   
robert B. mellins ’52, of New 
York, N.Y., an internationally 
recognized authority on child-
hood asthma whose pioneering 
research and dedicated training of 
physicians and other health care 
professionals improved the lives of 
children worldwide, died on Dec. 
12, 2012. He was 84. He estab-
lished the Pediatric Pulmonary 
Division at Columbia University’s 
College of Physicians and Sur-
geons; served as president of the 
American Thoracic Society, the 
Fleischner Society, and the L.A. 
Johns Foundation; and as vice 
president of the American Lung 
Association.  
Daniel C.W. “D.C.” finney ’53, 
of Baltimore, a highly respected 
surgeon, died on Nov. 5, 2012, of 
heart failure. He was 88. 
peter John Comatos ’54, of Fort 
Lauderdale, Fla., a prominent mo-
lecular virologist and infectious 
disease expert who discovered the 
presence of double-strand RNA in 
nature, died unexpectedly on June 
23, 2012. He was 83. Comatos’ 
landmark discovery increased the 
understanding of viruses and led 

 

Pathbreaking Pathologist
Through innovative biopsy techniques, Hill advanced 
understanding of kidney disease.

When gary s. hill ’68 and martha hill (nursing ’64; Ba ’66) were 
married 46 years ago, they honeymooned at a spot not known as a romantic 
destination for newlyweds—Cambridge University in Great Britain. They did 
so because he already was demonstrating his exceptional skills as a budding 
pathologist and was invited to Cambridge after winning an award as “best new 
investigator” in the field.

Hill, who would go on to revolutionize medicine’s understanding of kidney 
disease by developing innovative techniques for biopsying that organ’s tissue, as 
well as become chief of pathology at Johns Hopkins Bayview Medical Center 
(just as his wife would become dean of Hopkins’ School of Nursing), died on 
Feb. 19 of lung cancer. He was 74.

Hill’s other pioneering 
pathology accomplish-
ments included develop-
ment of a system for 
identifying lupus and how 
far it had progressed. 
Fluent in French, he 
also wrote an acclaimed 
French-English medical 
dictionary and textbook 
on renal pathology.

A Texas native, Hill 
rose steadily through 
the academic ranks at 
Hopkins, going from a 
resident in pathology at 
the Hopkins Hospital in 
1970 to chief of pathology 
at Hopkins Bayview a de-
cade later. He remained 
head of pathology at Bay-
view for 18 years, earning 
praise as a teacher as 
well as a researcher. “He was an absolutely wonderful teacher, a charismatic 
teacher,” said his mentor, robert heppinstall, director of the Department 
of Pathology in the School of Medicine from 1969 to 1988.

Hill also was an empathetic physician who promptly told patients the results 
of the biopsies he performed as soon as he completed them. “[They] would 
be grateful to know immediately and not have the anguish of waiting weeks 
to find out,” Martha Hill told The Baltimore Sun. “That became a very popular 
methodology.”

In recent years, Hill spent considerable time in France as a visiting professor 
at l’UFR Broussais Hôtel-Dieu at Université de Paris.

Hill’s medical and scientific acumen was matched by a remarkably dry sense 
of humor and wide-ranging interests, including photography and the piano.

“He was interested in history, in culture, he was good at architecture,” Mar-
tha Hill told The Baltimore Sun. “People enjoyed being with him because he was 
so diverse, because of what he could bring to a conversation.”  —NAG
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In the late 1970s, when Clifford h. turen was an undergradu-
ate at Hopkins’ School of Arts and Sciences, he lived for several 
years as a boarder in the home of milton s. eisenhower, the 
university’s president emeritus. Six decades separated them in age, 
but Turen and Eisenhower shared many interests—in particular a 
passion for baseball. “[Cliff] used to say, ‘The Super Bowl is what 
you do between the World Series and spring training,’” recalled 
a colleague of Turen’s at the University of Maryland’s R Adams 
Cowley Shock Trauma Center.

Turen (faculty, orthopedic surgery, 2001-2007) brought an 
equal passion to his practice of trauma surgery and orthopedics. 
He gained international renown for his expertise during his two 
decades at the Shock Trauma Center, where he became chief of or-
thopedics, director of the orthopedic traumatology fellowship, and 
program director of the orthopedic surgery residency program.

Turen, of Clarksville, Md., was killed on the night of Jan. 13, 
2013, when the single engine on his private Piper Cherokee Arrow 
airplane failed and it crashed in a dense fog near Dover, Del.  An 
experienced pilot who learned to fly while in the Navy, he was 
alone in the aircraft. He was 55.

After earning his medical degree at SUNY’s Upstate Medi-
cal University in 1983, Turen obtained a 1988 fellowship in shock 
trauma at the University of Maryland. Then he spent four years in 
the Navy as chief of the orthopedic trauma service at the Ports-
mouth Naval Regional Medical Center in Virginia. He remained an 
active Navy reservist for 28 years, becoming a commander.

Returning to Shock Trauma in 1990 as a part-time consultant 
and surgeon, he joined the faculty in 1993. He remained there 

to the development of strategies to 
treat the diseases they cause. He was 
chief of the Division of Animal Vi-
rology at Memorial Sloan-Kettering 
Institute of Research and later joined 
the U.S. Army Medical Corps as an 
infectious disease expert.  
robert s. Donoho ’54, of Zanes-
ville, Ohio, a general surgeon who 
was president and chief of the medi-
cal staff at what now is the Genesis-
Bethesda Hospital and the Good 
Samaritan Hospital in Zanesville, 
died at home on Nov. 7, 2012. He 
was 84. 
franklin vail peale ’56, of Pittsford, 
N.Y., who was president of the medi-
cal and dental staff of The Genesee 
Hospital in Rochester, N.Y., where 

he practiced orthopedic surgery from 
1963 to 2000, died on Nov. 4, 2012. 
He was 82.
philip J. ferris ’58, of Lutherville, 
Md., the former longtime head of 
the Department of Surgery at what 
now is Baltimore County’s MedStar 
Franklin Square Medical Center, 
died on Nov. 8, 2012, of cardiac ar-
rest. He was 79. 
frederick m. rosenbloom ’62, of 
Miami Beach, Fla., who was instru-
mental in discovering the enzyme de-
fect in Lesch-Nyhan disease, a rare, 
inherited disorder, while serving as a 
researcher at the National Institutes 
of Health, died on Nov. 11, 2012. He 
was 76.

Winston paulding Caine Jr. ’63, of 
Signal Mountain, Tenn., a promi-
nent hematologist and internist who 
served as chief of both the hema-
tology service and medical staff at 
Chattanooga’s Erlanger Hospital, 
died at his home on Oct. 23, 2012. 
He was 75. 
Charles m. Johnson iii ’72, of 
Earlysville, Va., director of pediatric 
otolaryngology at VCU Medical 
Center in Richmond, died on Dec. 
22, 2012, in a Charlottesville health 
care center. He was 65. He taught 
otolaryngology at the University of 
Chicago before moving to Charlot-
tesville in 1984 to become an as-
sistant professor at the University 
of Virginia. He also was chief of 

until 2009, when he left to become chief of orthopedics and 
founder of the orthopedic residency program at the Medical 
Center of Central Georgia in Macon. He joined the Dover, 
Del.-based Bayhealth Medical Center in 2011.

Andrew Pollak, acting head of orthopedics at University 
of Maryland, called Turen “one of the premier surgeons that 
I’ve ever worked with.”  

As a leader of AO North America, a nonprofit dedicated 
to advancing orthopedic care, Turen became known to 
orthopedic surgeons worldwide. “His effect was interna-
tional,” said another former colleague from Shock Trauma, 
Thomas Scalea, who recalled watching Turen teach surgeons 
in Colombia how to repair pelvic fractures.

In addition to his work at Shock Trauma and as a Navy 
reservist, Turen served as medical director of the Maryland 
Fire and Rescue Institute, as well as the Washington, D.C., 
fire department and the Howard County, Md., fire and res-
cue department. He also was a volunteer firefighter, a one-
time special deputy U.S. marshall, and head of the tactical 
emergency medical service program for the National Capital 
Region’s Anti-Terrorism Task Force. NAG

Titan of Trauma
A renowned orthopedic surgeon, Turen dies in 
plane crash.
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maurice r. Chassin ’37     
in December 2012
elizabeth Conrad, Nov. ’43, 
on Jan. 1, 2013
george W. gaffney ’52 
on Nov. 27, 2012
malcolm W. stoler ’54 
on Dec. 16, 2012

The School of Medicine  
also has received word of the following deaths:

Former Faculty, House Staff
arthur e. Laidlaw  
(HS, pediatrics, 1940-41) 
on Nov. 19, 2012
robert m. paine  
(HS, medicine, 1951) 
on Dec. 11, 2012
nell-pape Williams Waring  
(HS, pediatrics, 1951-52) 
on Oct. 20, 2012
gerald h. olman  
(HS, pediatrics, 1954-56; fellow,  
pediatric endocrinology,  
1956-58) 
on Sept. 19, 2012 

John e. young  
(HS, obstetrics and  
gynecology, 1954-58) 
on Nov. 24, 2012
sarabeth t. Walker  
(HS, pediatrics, 1960) 
on Dec. 20, 2012
Leon p. Weiss  
(faculty, anatomy, 1960-76) 
on Oct. 16, 2012
Bernard kapiloff  
(instructor, surgery, 1965-80) 
on Oct. 10, 2012
Jack W. Love  
(faculty, surgery, 1967-70) 
on Nov. 19, 2012

James e. guinane ’63  
on Nov. 26, 2012
C. timothy golumbeck ’71  
on July 21, 2012
mark s. Brower ’74 
on Dec. 26, 2012

Former Faculty,  
House Staff
irwin W. pollack (fellow, psychiatry, 
1961; faculty, medicine/psychiatry, 
1969), of Tuscon, Ariz., a pioneer in 
developing the integrated therapy for 
traumatic brain injuries that now is 
standard, died on Jan. 6, 2013, of com-
plications of the blood disease myelo-
dysplastic syndrome. He was 85.
Wilma B. Bias (fellow, medicine, 
1963-64; faculty, medicine/surgery, 
1964-96; professor emerita, medicine, 
1996-2013), of Baltimore, the first 
woman PhD to become a full profes-
sor in the School of Medicine, died 
on Jan. 29, 2013. She was 85. She was 
one of the founders of the American 
Society for Histocompatibility and 
Immunogenetics (ASHI).  
ramez s. azoury (HS, obstetrics, 
1964; fellow, medicine, 1970), of 
Norfolk, Va., who led obstetrics and 
gynecology departments in both his 
native Beirut, Lebanon, and Norfolk, 
died on Jan. 12, 2013. He was 82.
peter J. tutschka (fellow, medicine, 
1971-75; oncology, 1975-76; fac-
ulty, medicine/oncology, 1975-83), of 
Hartford, Conn., among the first to 
specialize in bone marrow transplanta-
tion, died on Jan. 11, 2013. He was 67. 
Walter a. scott (fellow, molecular 
biology and genetics, 1975), of Coral 
Gables, Fla., died on Jan. 28, 2013, of 
complications from a stroke. He was 
69. Scott was known for his work on 
HIV resistance to the drug AZT and 
for mentoring hundreds of students 
during nearly 40 years as head of the 
molecular virology research laboratory 
at the University of Miami’s Leonard 
M. Miller School of Medicine.  
michael ray spence (faculty, obstet-
rics and gynecology, 1975-84), of Lake-
side, Mont., former chair of Obstetrics 
and Gynecology at Hahnemann 
University’s School of Medicine and 
chief medical officer for the Montana 
Department of Public Health and Hu-
man Services, died from a pulmonary 
embolism on Dec. 25, 2012. He was 73.
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Surgery at Martha Jefferson Hospital 
from 1998 to 2000. A Navy veteran 
reactivated during 1991’s Operation 
Desert Storm, he was acting director 
of Surgical Services and chairman 
of Otolaryngology–Head and Neck 
Surgery at the National Naval Medi-
cal Center in Bethesda, Md.
kuan-teh Jeang ’84, of Rockville, 
Md., chief of molecular virology 
at the National Institute of Allergy 
and Infectious Diseases’ Labora-
tory of Molecular Microbiology and 
a 27-year veteran at the NIH, died 
suddenly on Jan. 27, 2013. He was 54. 
Described as a “dynamo” of a scien-
tist by Michael Gottesman, deputy 
director for intramural research at 
the NIH, Jeang was a major figure 

in the fields of HIV and HTLV-1. 
Jeang co-authored more than 300 
publications, edited six books, and 
was editor-in-chief of the journal 
Retrovirology, co-editor of other 
publications, and past president of 
the Society of Chinese Bioscientists 
in America.
elizabeth o’hearn ’85, of Balti-
more, a dedicated physician, teacher, 
and researcher in neurology and 
neuroscience who made a significant 
impact on the field of neurological 
disorders, died on Nov. 11, 2012. She 
was 53. She collaborated on more 
than 15 research publications with 
the late mark molliver, professor 
emeritus of neuroscience and neurol-
ogy, who died in May 2012. 
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 Forget about multiple-choice quizzes. The future of 
medical education is happening under the direction 
of the Johns Hopkins Medicine Simulation Center, 

located in the Outpatient Center.
Now in its fifth year, the Sim Center is busier than 

ever, says Director Betsy Hunt. While Hopkins medical 
and nursing students engaged in about 10 hours of 
annual simulation training when the center opened in 
2008, today’s students are logging in 100 hours or more 
annually, as “Sim Time” has become closely integrated 
into the Genes to Society curriculum.

 “At Hopkins, we're now asking our medical and 
nursing students to demonstrate competency in applying 
their knowledge to real-world problems,” says Hunt.

Simulation training has proved very popular with 
students, notes Julianna Jung, the center’s associate 
director. “Students immediately respond to simulation 
in a visceral way because they realize that it’s their 
opportunity to master a skill set—while they’re in 
training—that could keep somebody alive,” she says. 
“That's really powerful.”

Within the Sim Center, students can take advantage 
of a range of simulation options to fit specific training 
needs, ranging from high-tech, high-fidelity manikins to 
standardized patient simulation. Other choices include 
computerized and virtual reality simulations.

“I'm very proud of what we’ve been able to accomplish 
on our shoestring so far,” says Jung. “But it’s becoming 
more demanding for us to support the university 
adequately. We need to expand our services.”

With a growing need across Johns Hopkins for access 
to simulation resources, Hunt knows that the center has 
reached a turning point. “In the last five years, the number 
of simulation activities has been building exponentially,” 
she notes. “We’ve clearly outgrown our space.” 

Driving this rapid growth and expanding need, 
says Hunt, is the emerging concept of interprofessional 
education—that students learn more effectively in cross-
disciplinary, collaborative surroundings where they can 
“train and team.” The Sim Center provides the perfect 
environment for that interaction to take place, where 

students in medicine, nursing, and pharmacy can work side 
by side, sharing insights. “But the fact is, we’re working in a 
space that can barely accommodate our students, let alone 
their professors, observers, or researchers,” she says.

Over the past six months, Hunt has been working closely 
with Sally McConnell, vice president of facilities for the 
Johns Hopkins Health System, in charting an expanded role 
for the Sim Center.

“We want to get our arms around how we can best 
accommodate the growth of the center in serving the 
expanding needs of the university,” says McConnell. “So 
we need to look at many issues, including the additional 
facilities and staff we need to add. We need to understand 
strategically where simulation is going at Hopkins, and how 
we can underwrite its growth.”

As the Sim Center prepares for this next stage of growth, 
Hunt is confident that its mission will remain a constant: to 
advance the delivery of better patient care, here at Hopkins 
and around the world. “Simulation is a training tool, but 
also it’s an innovation tool,” she says. “In that regard, we’re 
training today’s medical professionals—and tomorrow’s.” 

—David Beaudouin

All Too Real
As demand for simulation training soars, 
Hopkins’ Simulation Center strives to 
keep pace.

Driving the growth of the simulation Center, says hunt 
(above), is the emerging concept of inter-professionalism, which 
brings together a wide range of students to “train and team.” 

| alumni |

  
“ In the last five years, the number of 
simulation activities has been building 
exponentially. We've clearly outgrown 
our space.” 

—Betsy Hunt, director of the  
Johns Hopkins Medicine Simulation Center
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The beeper r e a ds:  “Multi Gun 
Shot Wound, 20s Male, ETA 2 Mins.” 
In six years as a trauma surgeon 
at Hopkins, I have seen this page 
hundreds of times. Sprinting through 
the basement hallways, I arrive as the 
paramedics burst through the doors 
of the trauma bay with a young man, 
calling out, “PEA arrest!”

The patient is strapped to a 
backboard, unconscious and bloodied 
by three bullet holes. Our chief resident 
stares intently at our monitors and 
confirms the rhythm. I look at the 
paramedics and ask how long the 
patient has been “down”—about eight 
minutes. “Go for it,” I nod to the chief, 
and she makes the cut, beginning 
yet another emergency department 
thoracotomy, the surgical equivalent of 
a Hail Mary pass in football.

Several minutes later, at 11:51 p.m., I 
call out the time of death. With blood 
on our shoes, the chief resident and I 
discuss exactly how to break the news 
to the soon-to-be-grieving relatives and 
friends gathered in the waiting room. 
We take along the students to watch us 
deliver the same news given to families 
in America more than 30,000 times 
each year: Their loved one has died of a 
gunshot wound.

When we walk into the room, 
everyone looks up. Before the chief can 
deliver our grim message, the elderly 
matriarch of the family rises and says, 
“Oh, thank God, it’s you again—but 
he’s dead.” In the brief pause that 
follows, all hell breaks loose. Everyone 
is crying and screaming. I vaguely 
recognize the elderly lady, who sits 
down, quiet and defeated in the midst 
of the madness. I do the only thing that 
I can now and sit with her.

“I know you must have tried your 
best. I was wondering if it was going to 
be you,” she says. As I try to recognize 
her, she tells me that she’s Patient K.’s 
grandmother. “Do you remember Mr. 
K.?” I do. Of course, he was a patient of 
mine from last year. “I remember after 
he was shot, you walked out with a big 

chest, head held high, and you said that 
he had a big hole in his liver, but you 
fixed it. That he was going to live. And 
do you remember Mr. P.? He’s another 
grandchild of mine.” I did. Gunshot 
wound to the head, two months ago. 
“When you walked out that time, you 
were staring at the floor, shoulders 
down, and I knew he was dead before 

you even said it. That’s how you looked 
this time.”

When I decided to become a trauma 
surgeon, I never knew that I would be 
anyone’s family doctor. I didn’t expect 
to be recognized by grandmothers so 
familiar with the local trauma surgeons 
that they could call a death from across 
the room. When I am your family doctor, 
we have a crisis on our hands. My story 
isn’t unusual among trauma surgeons and 
emergency physicians at urban hospitals. 
But that doesn’t have to be.

There is no reason to believe 
that injuries from violence can’t be 
prevented. Fatalities from injuries 
arising from other kinds of social and 
behavioral ills, such as alcohol-impaired 
driving, have already been dramatically 
reduced in response to smart, targeted 
interventions. In 2006, the American 
College of Surgeons mandated that all 
level-one trauma centers implement 
interventions to assist patients screening 

positive for alcohol abuse. A key 
motivation behind the mandate was the 
unique ability to intervene during the 
“teachable moment”—when the patient 
and his or her family realize that they’ve 
nearly lost everything, and they’re open 
to listening.

With violence prevention, I 
also try to leverage this “teachable 
moment.” I tell patients that although 
I don’t know why or how they got 
shot, I do know that the next time it 
happens they’ll probably die. For each 
subsequent gunshot wound, the patient 
is more than twice as likely to die. 
Unfortunately, these second and third 
acts of violence are common and quick.

This pattern of violence, the “vicious 
cycle,” emerges in a social and economic 
environment that remains unchanged 
when the patient heals and returns 
home. Once a patient has been violently 
injured, retribution and reinjury are more 
likely. When people go home to a place 
without opportunity, without education 
or decent-paying jobs, even without 
health insurance, the cycle of violence 
and hopelessness emerges. I see this in 
the families that I talk to in the waiting 
room, often the ones on the edges, in the 
poor neighborhoods of Baltimore, too 
often dismissed by society.

It is up to us to protect them. To 
stop only sewing up the wounds and to 
start looking at the social ills that led to 
them. The first thing that we have to do 
is to recognize that there’s an epidemic 
of violence in the United States and 
look beyond its concentration among 
minority populations to the real cause: 
poverty and lack of opportunity. As 
doctors, we have a role to play in calling 
for and creating interventions for 
violence prevention. 

We are still in the early days of 
violence prevention interventions, but 
more must and can be done.  I didn’t 
become a trauma surgeon to become 
anyone’s family doctor. * 

Reprinted with permission from  
The Annals of Internal Medicine.

By aDiL h. haiDer, mD, mph

Today’s ‘Family Doctor,’ in Crisis
| second opinion |

I l l u S T R A T I O N  b y  S h e R R I l l  C O O p e R

What’s your opinion on this “second opinion”? We want to know! Send your thoughts to: sdepasq1@jhmi.edu . 
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In February, leaders from across 
Johns Hopkins gathered to discuss 
a serious topic: how to strengthen 
the nation’s system of primary 
care when the pool of physicians 
continues to shrink—and the 
number of patients continues to 
grow.

Here at the Johns Hopkins 
University School of Medicine, 
faculty members are already 
exploring ways to address 
such 21st-century health care 
challenges. They are also 
strengthening residency and 
fellowship training and taking 
advantage of new opportunities 
to educate physicians and 
life scientists by using the 
latest scientific and technical 
developments.

Advancing education, training, 
and research are major goals 
guiding a new strategic plan for 
the future of Johns Hopkins 
Medicine. For more than a year, 
faculty, staff, administrators, 
and leaders from across the JHM 
enterprise have worked together 
to craft a blueprint for change to 
ensure that our institution will 
remain an international model of 
excellence in research, education, 
and patient care.

In addition to our pledge to 
lead the world in the education 
and training of physicians and 
biomedical scientists, we are also 
committed to:
•	 	Attracting,	engaging,	

developing, and retaining the 
world’s best people. Not only 
will we mentor and advance 
staff members at all levels, but 
we will also create and maintain 
the kind of diverse, inclusive, 
and civil culture that nurtures 
professional development.

•		Becoming	the	exemplar	
for biomedical research by 
advancing and integrating 
discovery, innovation, 
translation, and dissemination. 
We will accomplish this by 
broadly enhancing our research 
environment and infrastructure, 
including establishing a 
“Discovery Fund” to support 
these efforts.

•	 	Leading	the	nation	in	safety,	
science, teaching, and the 
provision of patient- and 
family-centered care. We will 
become the safest health care 
organization by transforming 
how we deliver care across the 
clinical continuum.

•	 	Becoming	the	model	for	an	
academically based, integrated 
health care delivery and 
financing system.

•	 	Creating	financial	success	that	
is sustainable and implementing 
ways to continuously improve 
performance. We will identify 
new sources of revenue and 
expand those that exist while 
ensuring that all remain 
consistent with our tripartite 
mission.

These are big goals, ones that 
you will hear more about as we 
determine the timetables and 
action plans for achieving success. 

Meanwhile, we will continue 
to provide the highest levels of 
patient care and safety. We will 
strengthen support for funding 
basic scientific discovery as well 
as clinical and implementation 
research. And we will continue to 
stretch the boundaries of medicine 
with state-of-the-art treatments, 
such as the double arm transplant 
recently performed here. *

A	Blueprint	for	Change
New strategic plan lays out big goals to ensure we remain an international model.

BY DEAN/CEO PAUL B. ROTHMAN

| Post-Op |

NOT ONLY wiLL wE 
MENTOR AND ADvANCE 
sTAff MEMBERs AT ALL 
LEvELs, BUT wE wiLL 

ALsO CREATE AND 
MAiNTAiN THE kiND 

Of DivERsE, iNCLUsivE, 
AND CiviL CULTURE 

THAT NURTUREs 
PROfEssiONAL 
DEvELOPMENT.



Ten Lessons in 
Public Health
Inspiration for 
Tomorrow’s Leaders
Alfred Sommer, M.D., M.H.S.
“Sommer’s new memoir is also a 
gift to students—’Inspiration for 
Tomorrow’s Leaders’ is the sub-
title—full of stories from a career 
spent in some of the poorest 
corners of the world, amid political 
upheaval and natural disasters.”

—Dan Rodricks, Baltimore Sun
$14.96 (reg. $19.95) paperback
$14.96 (reg. $19.95) ebook

Reducing 
Gun Violence 
in America
Informing Policy with 
Evidence and Analysis
edited by Daniel W. Webster 
and Jon S. Vernick

“The rate of � rearms homicides in 
America is 20 times higher than it 
is in other economically advanced 
nations. We have got to change 
that.”—from the Foreword by 
Michael R. Bloomberg
$7.46 (reg. $9.95) paperback
$7.46 (reg. $9.95) ebook

1-800-537-5487 • press.jhu.edu • 25% discount to readers of Hopkins Medicine • code HA3H

T H E  J O H N S  H O P K I N S  U N I V E R S I T Y  P R E S S 
Prescribed Reading

The Secrets 
of Surviving 
In� delity
Scott Haltzman, M.D.

“Rebuilding trust after an a� air is 
not easy and requires a special 
kind of support and clear guid-
ance. Scott Haltzman can show 
you the way. Taking the time to 
read this book will change your 
life.”—John Gray, Ph.D., author of 
Men Are from Mars, Women Are 
from Venus
$14.96 (reg. $19.95) paperback
$14.96 (reg. $19.95) ebook

Food Allergies
A Complete Guide for Eating 
When Your Life Depends on It
Scott H. Sicherer, M.D.

“In this de� nitive guide to food 
allergies, Scott Sicherer o� ers his 
readers a complete food allergy 
education.”

—Gwen Smith, Editor, Allergic 
Living

A Johns Hopkins Press Health Book
$11.96 (reg. $15.95) paperback
$11.96 (reg. $15.95) ebook

Managing Your 
Depression
What You Can Do 
to Feel Better
Susan J. Noonan, M.D., M.P.H.

“This is a lovely book. Compassion-
ate, personal, concise, insightful—
sure to be helpful to those who 
su� er from mood disorders.”

—Francis M. Mondimore, M.D., The 
Johns Hopkins Hospital
A Johns Hopkins Press Health Book
$11.21 (reg. $14.95) paperback
$11.21 (reg. $14.95) ebook

Just One of 
the Kids
Raising a Resilient Family 
When One of Your Children 
Has a Physical Disability
Kay Harris Kriegsman, Ph.D., 
and Sara Palmer, Ph.D.

“The authors’ suggestions are 
practical, realistic, and illustrated 
by a variety of family stories.”

—Mary Beth Huber, Osteogenesis 
Imperfecta Foundation
A Johns Hopkins Press Health Book
$14.96 (reg. $19.95) paperback
$14.96 (reg. $19.95) ebook



Join us in Rising to the Challenge: 
The Campaign for Johns Hopkins. 

There are three ways to get involved in our new $4.5 
billion fundraising campaign. Advance Discovery 

and Creativity by supporting brilliant Hopkins 
faculty members, researchers, and clinicians. Enrich 

the Student Experience by investing in financial 
aid, new spaces, and new programs for Hopkins 

students. And Solve Global Problems by helping us 
take on enormous environmental, social, scientific, 
health, and educational challenges that touch us all. 

Are you up for it? Visit rising.jhu.edu to learn how 
your gift can help.
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