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SCIENCE, CARING, LEARNING, AND QUITTING

In Ridley Scott’s new movie, “The Martian,” there’s a wonderful scene in which 
astronaut Mark Watney, stranded on Mars, chooses to overcome his situation 
instead of give in, and he does it through faith, sheer grit, and because he’s 
determined to “science” the heck out of it, to work the problem. He also manages to 
survive because he’s got a lot of people all over planet Earth working just as hard to 
meet every new and difficult challenge he must face. 

This issue of Breakthrough has the same “right stuff” – to borrow from another 
space movie. We’ve got investigators working to science the heck out of some 
pretty tough problems: lung cancer, Lyme disease, and age-related illness. The 
science they’re doing is creative, and it’s collaborative, because these are problems 
that need the expertise of people in different disciplines, and it all starts and ends 
with our patients.

But science can’t do everything. Our motto, “Medicine is a Public Trust,” begins 
with patients, too, and our first job as doctors is to care, and to notice things. For 
instance, we have long noticed that the people in our immediate neighborhoods 
around Johns Hopkins Bayview and Johns Hopkins Hospital don’t live as long as the 
people who live in more affluent neighborhoods further out in the suburbs. In fact, 
people in neighborhoods like Roland Park or Ruxton live 20 years longer than people 
who live right here, a block or two away from us. There are three major health 
causes for this: heart disease, cancer, and HIV/AIDS. (Unfortunately, another major 
cause of death is not health-related but a symptom of a violent culture: homicide.) 

We can’t help noticing it, we can’t help thinking that this isn’t right, and we believe 
that we are uniquely able to do something to help. The CIM’s Five and Ten Initiative 
proposes that Johns Hopkins Bayview and its University partners focus their efforts 
and resources to increase the longevity of the residents in our neighborhood by five 
years over the next decade. We will be talking more about this in future issues of 
Breakthrough, but I wanted you to know that this is in the works. For more on how 
and what the CIM is doing, see the story on Page 21 about our recent retreat.

Other exciting news: Our Aliki Initiative is expanding to become the CIM Good 
Doctor Initiative, and it is growing to include nursing students and a nurse 
Attending. This is a groundbreaker for medical education, and it’s long overdue. 
Nurses and doctors work together, and yet they learn separately – nursing students 
with nurses and medical students with doctors (see story on Page 12). Speaking of 
excellent clinicians, there’s a nice story about one of our Miller-Coulson Academy 
members, told by a medical student (see Page 16). 

And finally, we are celebrating quitters. In the case of cigarette smoking, being 
a quitter is a very good thing, and a wildly creative new program, a collaboration 
between our Center for Behavior and Health and the Maryland Institute College 
of Art (MICA) is embracing the fact that for many people, it takes several attempts 
before they can kick the habit for good. 

These are just a few of our many reasons to celebrate in this holiday season.

David B. Hellmann, 
MD., M.A.C.P.
Aliki Perroti Professor  
of Medicine; Vice Dean, 
Johns Hopkins Bayview 
Medical Center; 
Chairman, Department 
of Medicine
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If you’re not lucky, you may or may not take 
antibiotics, you may or may not feel better, but 
you won’t truly be better. Instead, the disease will 
get worse, as the spirochetes burrow further into 
your body. “Lyme disease is a heck of a lot more 
complicated than many people realize, because 
it’s got a lot of variables,” says Aucott. “Like 
syphillis, it’s got multiple stages; so there’s early 
Lyme disease, the period within weeks after the tick 
bite. That’s primarily a skin infection with the rash. 
Then in the two- to six-week range, the spirochete 
disseminates and the illness changes forms,” as 
the infection moves outward from the bite; these 
are the flulike symptoms. “In some people, the 
disseminated bacteria end up in organs like the 
heart, or in the nervous system – so the symptoms 
could look like heart trouble or meningitis. It’s 
kind of a moving target with all these different 
manifestations, depending on how far the disease 
has progressed.” 

Basically, at every stage, even the rash, Lyme 
disease has the potential to be misdiagnosed; 
especially if nobody connects what’s happening 
to the bite of a pencil point-sized tick. “Then in the 
third stage, which may be six months or even years 
later, you can get arthritis,” says Aucott. “So you 
have all these seemingly disparate illnesses that 
don’t appear to be related, but they’re all due to the 
different phases of the bacteria.” Treatment varies, 
depending on how widely the infection has spread. 
“The earlier you treat it, the easier it is to treat. 
If you catch it early with the rash, which is what 
you want to do, it’s much easier to treat than if it’s 
already disseminated and the patient has had heart 
or nervous system involvement or joint problems. It 
gets harder and harder to treat.”

But it’s still treatable. Sharon Akers, who runs 
the Edward St. John Foundation, a philanthropic 
organization that has helped support Aucott’s 
work since 2010, has seen many people – 
friends, coworkers, family members – who were 
misdiagnosed, whose symptoms kept getting 
worse, people who became discouraged and 
thought this nightmare would never end – find 
hope and get better under Aucott’s care. She 
recalls one young lady, whom she and Edward St. 
John referred to Aucott after seeing her at a crab 
feast, walking “like she was drunk. Her gait was 
horrific,” Akers recalls. “It turned out that she was 
also having chronic headaches and dizziness.” 
Aucott diagnosed the Lyme disease, figured out 
that the girl’s first exposure had been years earlier, 
and began to treat the bacteria and address the 
neurological impairment. “She still has a little 
residual damage, but now she is totally functional 
and back in school.” 

With Lyme disease, the big question is, “is it really 
gone?” When symptoms improve, sometimes all 
the spirochetes have been killed, but not always. 
Instead, what’s happening may be the disease 
equivalent of that deceptive calm at the end of a 
creepy movie; just when you think it’s safe to go 
back in the water, it’s not. Worse, Lyme disease can 
seem to shape-shift, to present with a whole new 
constellation of symptoms.

Eight years ago, Aucott, along with Antony Rosen, 
M.D., head of the Division of Rheumatology, and 
immunologist Mark Solosky, Ph.D., officially started 
a clinical research program. “We decided it was 
the perfect opportunity to put together a classic 
translational research program,” says Aucott, “one 
that bridges patients and the laboratory.”

Basically, at every stage, Lyme 
disease has the potential to be 
misdiagnosed; especially if nobody 
connects what’s happening to the 
bite of a pencil point-sized tick. 

Ticks are evil. Deer ticks are 
even worse: little dots of evil, 
the size of a freckle. They 
spread Lyme disease, and what 
can happen next sounds like a 
horror movie. 

But first, the ticks: They are the minuscule vectors 
that transmit Lyme disease. But really what they 
transmit are corkscrew-shaped bacteria called 
spirochetes. (Their official name is Borrelia 
burgdorferia; the disease is also known as Lyme 
borreliosis.) Spirochetes are real lowlifes in the 
disease world; another devastating disease they 
cause is syphillis. Although deer get the blame for 
the epidemic of Lyme disease that has hit the East 
Coast particularly hard, they’re just a truckstop for 
the ticks; a place to grab a quick meal. “Deer are 
immune to Lyme disease, but they are an important 
food source for the ticks that transmit it,” says 
John Aucott, M.D., an infectious diseases specialist 
and renowned expert on Lyme Disease, and the 
founding physician of the Lyme Disease Clinical 
Research Center. No, the real source, or reservoir, 
for these nasty spirochetes are rodents such as the 
white-footed mouse. 

So let’s say you’ve been bitten by a deer tick. Most 
likely, you never noticed it. You may not even know 
you’ve been bitten unless you happen to see a 
telltale, bullseye-shaped rash, called Erythemia 
migrans – which may or may not show up after 
the tick sucks your blood and in return gives you 
the gift that keeps on giving. You may not get sick 
right away, either. If you do, you might mistake 
what’s happening as the flu. With symptoms like 
a headache, low-grade fever and chills, fatigue, 
swollen glands, achiness, and a stiff neck, 
who could blame you? If you’re lucky, you take 
antibiotics, and you get better.

You may not even know you’ve 
been bitten unless you happen 
to see a telltale, bullseye-
shaped rash – which may or may 
not show up after the tick sucks 
your blood and in return gives 
you the gift that keeps on giving. 

CONTINUED ON PAGE 6

S C I E N C E

A Ticking Timebomb 
When Lyme Disease Doesn’t Really Go Away
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Cancer Revolution
S C I E N C E

CONTINUED ON PAGE 8

If only we could harness the 
body’s immune system. Scientists 
have thought about this, and 
tried it, and been frustrated 
with it, and gotten discouraged, 
and tried some more, for 
decades. The idea – tapping 
into the body’s tremendous, 
sometimes terrifying ability to 
fight off something it recognizes 
as an enemy invader – is 
tantalizing. The power is there. 

Just ask anyone unfortunate 
enough to suffer from an 
autoimmune disease: when the 
body unleashes its strongest 
defensive ammunition on 
itself, the consequences can 
be devastating. But for so long, 
despite brilliant and creative 
thinking, although scientists 
could boost the immune system, 
they could not truly enlist its 
power to fight disease.

A TICKING TIMEBOMB 

CONTINUED FROM PAGE 5

The focus of Aucott’s research is “this whole 
phenomenon we call post-treatment Lyme disease 
syndrome” (PTLDS). “Patients call it chronic Lyme 
disease, but we’ve tried to get away from that,” 
because it’s not entirely accurate. “It’s a distinct 
part of Lyme disease that happens in a subset of 
patients who, when treated with antibiotics, don’t 
fully recover their health. That’s the controversial 
part of Lyme disease, because it’s much harder to 
get a handle on.” For example, some of the key 
symptoms – fatigue, pain, and inability to think 
clearly, or other cognitive issues – are not-very-
specific pegs that could fit the description of many 
illnesses. “Some people think it’s really nebulous,” 
Aucott adds, “and to some extent, they’re right. 
Because there is not real blood test for PTLDS. 
Patients know they aren’t getting better, but until 
there’s a blood test to confirm that you have 
PTLDS, it’s going to be very hard to separate those 
symptoms from those of other syndromes like 
fibromyalgia or chronic fatigue.” 

Aucott and Solosky are actively looking for 
biomarkers – telltale molecular signs that say, “this 
person still has Lyme disease.” Right now, there’s 
a test that can show that someone has antibodies 
to Lyme disease, but that’s about all it shows. “The 
test shows exposure, and exposure is not the same 
as active infection,” says Aucott. “For instance, I 
have antibodies to chicken pox because I had it 
when I was a kid, but it doesn’t mean I have chicken 
pox today. Those antibodies have a memory, and 
they stay in your system for years or decades. But 
the presence of antibodies doesn’t mean someone 
is actively sick from the infection; it just means your 
immune system has been exposed to it sometime 
in the past.” Another issue: Even if the antibodies 
show up, it doesn’t necessarily mean that 
someone’s fatigue is due to Lyme disease. It could 
be something else. Still other issues: The antibodies 
can sometimes go away. “It’s not predictable what 
they’re going to do.” Also: “You can get it more 
than once, because there are different strains. 
You’re not protected; I’ve had patients who have 
gotten it two or three times.”

In highly sophisticated detective work, Aucott and 
Solosky are studying patients using proteomics – 
the study of ultra-specific proteins, which are like 
footprints in the blood. “What makes our study 
very unique is that we have the patients at the time 
of their initial diagnosis, when they have the rash, 
before they even get antibiotics,” says Aucott. 
“Then we follow them for seven visits,” taking 
blood samples each time. “So we can follow these 
proteomic shifts” – the trail of the footprints – “just 
like you would in a patient who’s having a heart 
attack, except our time scale isn’t a matter of hours, 
but many months.” The goal is to find changes over 
time that can lead to a test that says, “This person 
still has active Lyme disease,” or “the disease is not 
active in this person.”

The real Holy Grail, Aucott continues, “would be 
if we can find a pattern that identifies people who 
are destined not to recover completely, the people 
who are going to need further intervention because 
they’re destined to go on to PTLDS. In medicine, 
we like to treat people, but then we also like to 
repeat their test and show that they’re cured. Like in 
cancer, you repeat the CT scan, or in a heart attack, 
you repeat the EKG. But in Lyme disease, there’s 
nothing to repeat, nothing to show that the person 
has recovered.”

Still other things to think about: When someone 
with Lyme disease doesn’t get better, is it because 
the antibiotics didn’t kill every last bacteria and 
a few remain dormant? “That’s one hypothesis. 
Or maybe the infection triggered an autoimmune 
disease; there’s good precedent for that, as in 
rheumatoid arthritis. Or maybe it’s a combination 
of the two; maybe most of the infection is gone, but 
that little bit triggers an ongoing inflammation.”

Hopkins is the first academic medical center to 
“formally embrace the challenge of doing research 
on these chronically ill patients that nobody seems 
to understand,” Aucott states. “I’m really proud of 
Johns Hopkins for being willing to tackle this.” n

With Lyme disease, the big 
question is, “is it really gone?” 
When symptoms improve, what’s 
happening may be the disease 
equivalent of that deceptive calm 
at the end of a creepy movie; just 
when you think it’s safe to go 
back in the water, it’s not. 
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CONTINUED FROM PAGE 7

That was then. Now, all of a sudden, 
immunotherapy is living up to its promise, and 
the most exciting headlines feature three words: 
immune checkpoint inhibitors. In recent years, 
new drugs called checkpoint inhibitors have 
shown stunning success in diseases that really 
needed a win – particularly, melanoma, bladder 
cancer, and lung cancer. 

Julie Brahmer, M.D., is an internationally 
recognized groundbreaker in the transformative 
field of immunotherapy for people with lung 
cancer. She was one of the first to study a drug 
called nivolumab, developed by Bristol-Myers 
Squibb, which showed such promise in a clinical 
trial that the trial was stopped two years ahead of 
time. Nivolumab is a PD-1 inhibitor (see below); 
nothing like it existed when Brahmer, director of 
the Thoracic Oncology Program at the Kimmel 
Cancer Center, started in the field of lung cancer 
research in 2000. “The field was wide open, ” she 
says. “Even when we started the first in-human 
trials of nivolumab in 2006, no one thought this 
would ever work in lung cancer. But things have 
changed dramatically. There’s so much more hope 
now.” Some of her patients who started nivolumab 
in a clinical trial – people who had metastatic 
disease and had failed other therapies, who were 
expected to live maybe four to six months – are 
still alive four years later. 

Think about it: Lung cancer kills more people 
than colorectal, breast, and pancreatic cancers 
combined. It will kill more than 150,000 Americans 
this year alone. Only about 17 percent of all people 
diagnosed with lung cancer live more than five 
years (although if it’s caught early, the likelihood of 
living longer than five years goes up dramatically). 
Worldwide, it is the deadliest cancer. And yet, here 
lung cancer is, at the epicenter of a revolution. In 
December 2013, when Science magazine named 
cancer immunotherapy as the “breakthrough of the 
year,” it said, “Immunotherapy marks an entirely 
different way of treating cancer – by targeting the 
immune system, not the tumor itself. Oncologists, 
a grounded-in-reality bunch, say a corner has been 
turned and we won't be going back.”

What has caused this sea change? It’s the new 
scientific understanding of molecules known as 
immune checkpoints. Normally, these checkpoints 
are supposed to protect the body from 
autoimmune attack. But in the nefarious processes 
of cancer, these checkpoints are hijacked – and the 
cancers use them to protect themselves, snatching 
away the firepower even as immune cells have 
seen a tumor, recognized it as an enemy, and are 
poised to destroy it. 

A brief tour of this world of immunotherapy 
involves a bunch of names made up of capital 
letters. The initials, PD, stand for Programmed 
Death. PD-1 controls T cells, the invading white 
blood cells that fend off infections and help 
fight cancer. PD-L1, which binds to PD1, is on the 
surface of tumor cells. When a tumor is being 
attacked by the body, it uses the PD-L1 to shield 
itself from the immune cells, and this is bad. 
The PD-L1 cells protect the cancer. Imagine a 
smoke detector going off, and somebody calls 
the fire department and says, “Don’t worry, it’s a 
false alarm.” The house keeps burning. Another 
immune checkpoint targets a molecule called 
CTLA-4, which shuts down the immune system, 
as well, by binding either to molecules on other 
immune cells. The beauty of checkpoint-inhibiting 
drugs like nivolumab – and this whole idea of 
“immune checkpoint blockade” – is that they 
break this cycle: in other words, they call the fire 
department back and say, “Emergency! We need 
you!” Nivolumab targets the pathway that lung 
cancer uses to put T cells in a straitjacket. When 
it works, it releases the T cells and lets them get 
back to work. “We have seen tumors melt away, 
and not come back even after we have stopped 
the medication.” Brahmer believes that nivolumab 
may somehow reset the immune system and keep 
it reset indefinitely, maybe forever. 

The responses seem to be durable, but not 
everyone responds; the drug works in about 20 to 
25 percent of patients. It may be that combining 
drugs – targeting PD-1 and CTLA-4 together, for 
example – will be more effective. Clearly, there 
needs to be a way of figuring out whose cancer 
will respond best to which immune checkpoint 
inhibitor. Also, nivolumab and similar checkpoint 
inhibitors have been tested in metastatic disease. 
They might be even more effective if they were 
given early on in lung cancer, or combined with 
other forms of therapy – radiation, for example, 
or chemotherapy. “This is the tip of the iceberg,” 
Brahmer says. Another issue, “because these 
drugs potentially will cost so much, is trying to 
pick out the patients who will best respond, and 
use that to guide therapy.” 

Brahmer has been named one of the principal 
investigators on a $20 million “Dream Team,” formed 
by Stand Up to Cancer and the American Cancer 
Society with the goal of getting new therapies to 
lung cancer patients quickly. The team will target 
mutations in the KRAS gene, which are found in as 
many as 25 percent of people with lung cancer. n

“ We have seen tumors melt away, 
and not come back even after we 
have stopped the medication.” 

“ Immunotherapy marks an 
entirely different way of treating 
cancer – by targeting the immune 
system, not the tumor itself.” 

Brahmer believes that 
nivolumab may somehow reset 
the immune system and keep it 
reset indefinitely, maybe forever. 

All of a sudden, immunotherapy 
is living up to its promise, and the 
most exciting headlines feature 
three words: immune checkpoint 
inhibitors. In recent years, new 
drugs called checkpoint inhibitors 
have shown stunning success in 
diseases that really needed a win 
– particularly, melanoma, bladder 
cancer, and lung cancer.
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The blood test he has developed would identify 
people with chronic inflammation; now, how to 
block the inflammation signals? Walston has been 
studying a number of drugs and has focused 
on two very different medications, both readily 
available, that seem especially promising in 
reducing inflammation. One of them is a drug that 
lowers blood pressure; the other is a milk-based 
protein, available as a dietary supplement, that is 
both an antioxidant and anti-inflammatory agent. 
With a three-year discovery grant from Charles H. 
Salisbury, Jr., a member of the CIM’s International 
Advisory Board, Walston is testing these drugs 
for a new role as a means of intervention against 
chronic inflammation, in a small clinical study of 
people age 65 and older. 

In an article recently published in Journals of 
Gerontology: Medical Sciences, Walston and 
colleagues reported that 15 percent of older 
Americans living at home or in assisted living 
residences are frail – more vulnerable to chronic 
disease, falling or becoming disabled – but  
another 45 percent are considered “pre-frail,”  
at risk of becoming frail.

It is these people, headed toward frailty, whom 
Walston believes can be helped most by an 
inflammation-fighting intervention. “People who 
are robust probably don’t need it,” he says. “For 
people who are already very frail, it may not 
help.” But in lab research, he has shown for mice 
that “are just heading into frailty, that treatment 
appears to have a good impact,” preventing and 
even reversing some signs of pre-frailty. 

This research is still in its early stages, and Walston 
doesn’t yet know which drug’s approach toward 
inflammation is better; each affects a different 
pathway. He is testing these drugs in a small clinical 

study in older adults with chronic inflammation. If 
these studies prove successful, he will develop a 
much larger clinical trial to see how effective these 
drugs are in “reducing functional and cognitive 
decline related to chronic inflammation.” 

This is what he hopes: that the drugs will improve 
the function of mitochondria. Mitochondria are 
the batteries, or power centers, in every cell. “As 
people get older, mitochondria work less well and 
tend to generate molecules that can be damaging, 
including inflammatory molecules.” Walston has 
recorded this damage in mice. This mitochondrial 
deterioration is believed to be the cause of many 
age-related illnesses.

Mitochondrial changes are just one cause of 
chronic inflammation; there are others, including 
a bad diet. “People who eat a lot of food that’s 
high in fat and sugar have higher levels of 
inflammation in their blood,” says Walston. On 
the other hand, “people who eat more vegetables 
and lower amounts of meat – not an absence 
of meat, just less meat – tend to have lower 
markers of inflammation. People who are obese 
also tend to have higher inflammatory markers, 
because swollen fat cells produce more of these 
inflammatory mediators.” 

Eating a better diet and getting more activity 
“certainly can help decrease chronic inflammation 
and improve mitochondrial function,” says 
Walston, although some people need extra help. 
“What we’re ultimately trying to do is modulate 
chronic inflammation that’s driven by all sorts of 
different causes.“ He believes that to be successful 
at modulating this chronic signaling that leads to 
these downstream impacts, and to help people stay 
healthier as they grow older, “we will need both 
lifestyle and pharmaceutical approaches.” n

Aging More Robustly
S C I E N C E 

You know what inflammation is: 
It’s the redness that comes right 
after you stub your toe or skin 
your knee. There’s heat, maybe 
a little swelling – responses 
we’ve come to expect, the body’s 
reassurance that the immune 
system is on the case. Healing 
has already begun. 

But there is another kind of inflammation that 
happens where you can’t see it – in your tissues, in 
organs, in the blood. It’s often subtle, and it may 
not have an obvious cause. Unlike the familiar, 
acute kind that starts with an “Ow!” this begins 
when the inflammatory system gets activated and 
the body neglects to hit the off switch. 

It’s not good. This kind of low-level inflammation 
tends to percolate in many of us as we age. “In 
some older people, the pathways that normally 
would fight off infection are activated,” says 
geriatrician Jeremy Walston, M.D., who co-directs 
the Biology of Healthy Aging Program. “These 
pathways get turned on and they just stay on.” This 
inflammation creates an unhealthy environment in 
the body, leaving us more frail and vulnerable to 
illness: “We think that, over time, activation of the 
inflammatory system makes muscles degenerate 
quicker, causes some level of cognitive impairment, 
and probably worsens most chronic disease states.” 

It’s like white noise – a quiet racket that’s always 
there, not unlike the dull roar of an airplane’s 
engines. You get used to it after a while; but people 
who spend many hours flying can have incremental 
hearing damage. Similarly, with inflammation, the 
body is always under a little extra stress. But could 
the opposite be true, as well? Could suppressing 
this inflammation prevent the frailty that is often 
associated with growing older? 

Walston’s research suggests the answer is yes. In 
lab investigations, he and colleagues have been 
looking for clear molecular signals of chronic 
inflammation, and they have found two. Both are 
inflammatory mediators that can be detected on a 
simple blood test: IL-6 and TNF alpha receptor 1. 
“These are factors that get put into the circulation 
from inflamed parts of the body,” and they show up 
in the blood even if there is no outward evidence 
that anything is wrong, Walston says. “We don’t 
always know where those signals are coming from, 
but we believe that reducing those signals may 
improve function and cognition in older adults.” 

 “ In some older people, the 
pathways that normally would 
fight off infection are activated.”

“ We think that, over time, activation 
of the inflammatory system makes 
muscles degenerate quicker, 
causes some level of cognitive 
impairment, and probably worsens 
most chronic disease states.”

Could suppressing this 
inflammation prevent the frailty 
that is often associated with 
growing older? Walston’s research 
suggests the answer is yes.
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For the better part of a decade, 
the CIM’s Aliki Initiative has been 
teaching young doctors to care 
for their patients as people. First, 
we focused on giving residents 
and medical students the luxury 
of having more time to spend with 
patients on a ward in the hospital. 

Then, we watched proudly as 
those young doctors and teaching 
faculty took the Aliki approach 
with them when they moved on to 
other rotations. And over the last 
few years, we have seen that when 
these doctors finish their training, 
they tend to remain “Aliki-ized.” 

CIM Good Doctors and Nurses
T H E C I M G O O D D O C T O R I N I T I AT I V E

CONTINUED ON PAGE 14

And they’re not the only ones. Two years ago, 
chaplain interns from Johns Hopkins Bayview 
began rounding with the Aliki team, adding a new 
dimension to knowing the patient as a person. The 
Aliki Initiative has spread to an unexpected place, 
as well – the intensive care unit, where doctors 
hardly ever get to know their patients as people, 
because they’re hooked up to tubes and machines 
and are hardly ever awake. And yet, knowing who 
these people are, and who their families would like 
them to be again, has made for better medicine. 

But wait, as the old TV pitch says – there’s more! 
Meet the CIM Good Doctor Initiative. “It’s hard 
to keep a good idea from spreading, and this has 
been the case, and our goal from the start,” says 
Vice Dean David Hellmann, M.D, the CIM’s co-
founder and director. Now, nursing students and a 
nurse Attending are joining the team, too. If you’ve 
spent time in a hospital, or even watched medical 
shows on TV, maybe you’re used to seeing doctors 
and nurses rounding together. They do. But they 
sure don’t learn how to be doctors and nurses 
together as students. 

It’s hard to capture how novel this is, but in the 
world of medical education, it’s a groundbreaker 
– because this just isn’t done. It should be, but it 
isn’t. “To my knowledge, no one has ever thought 
of having a nurse Attending teaching medical 
students,” says Hellmann. “No one has put 
nursing students on a floor specifically to achieve 
collaboration with physicians for the sake of the 
patient. It’s like describing the Wright Brothers 
without understanding that for thousands of 
years, everyone who had tried to fly crashed.” The 
evolution of the program is an interesting story, 
too, he adds: “We developed the Aliki Initiative 
to train better doctors. But by keeping our eye on 
the real goal – helping our patients, rather than 
just focusing on doctors – we realized we could do 
better. We also got some good advice from two of 
our International Advisory Board members, both 
nurses, Dana Case and Mary Ousley, to include 
nursing. This shows how powerful it is to focus 
on medicine as a public trust. It’s a great compass 
that keeps us on the right path.”

Key to this new initiative are Patricia Davidson, 
Ph.D., Dean of the School of Nursing, and Maria 
Koszalka, R.N., Ed.D., Vice President for Patient 
Care Services at Johns Hopkins Bayview, who 
have “jumped right in,” says Hellmann, “with time 
and enthusiasm,” and with the support to fund a 
nurse Attending. “Interprofessional health care is 
the way of the future,” says Davidson. “The third 
leading cause of death in the U.S. is from adverse 
events in hospitals, and many of these can be 
prevented. Communication is essential in helping 
to change this.”

 “ They say, ‘we’re going to be 
working together side by side, 
why not work together now?’ 
They really get this.”

This just isn’t done. It should be, 
but it isn’t. “To my knowledge,  
no one has ever thought  
of having a nurse Attending 
teaching medical students.”
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Interprofessional education, bringing people 
with distinct knowledge and skills together, will 
add new dimensions to teaching both doctors 
and nurses how best to help patients and their 
families, says Laura Hanyok, Director of Faculty 
Development for the Aliki Initiative. (Among her 
many jobs, she also is Director of Interprofessional 
Education for the School of Medicine, and she 
directs the residency continuity practice for the 
Internal Medicine Residency Program.) Hanyok, 
who also has a joint appointment in the Johns 
Hopkins School of Nursing, has been named a 
Josiah Macy, Jr., Foundation Faculty Scholar; 
this program is designed to nurture the careers 
of educational innovators in medicine and 
nursing. “Taking a team approach reduces errors 
and improves quality of care,” she says. But 
“traditionally, the nursing students work with 
the nurses, and medical students work with the 
doctors. They never really talk with each other.” 

The goal is to provide a better product and a better 
experience for patients, says Davidson. “One of 
the things that inspires me about the CIM is that 
it’s really about keeping patients and their families 
at the center of care and experience,” she explains. 
“There’s a lot of rhetoric out there – probably 
every hospital in the world talks about patient- or 
person-centered care. But it’s different when you 
genuinely feel that the interests of the patients, 
families and community are brought together. This 
addresses the culture of academic medicine, and 
culture trumps strategy every time. You can talk 
about patient-centered care and interprofessional 
collaboration, but unless you change the culture, 
it doesn’t mean very much.” Davidson also 
appreciates the CIM’s view of medicine as the 
center for social good, and health as a human 
right. “I think that’s a wonderful philosophy to 
espouse, particularly in Baltimore.”

True interprofessional collaboration is especially 
important in a time when nurses are in more 
demand than ever, and a shortage is either 
looming or already here, depending on whom you 
talk to. “If nurses aren’t in supportive and enabling 
environments, they will go somewhere else.” 

The program is still very new. The attending nurse 
has been recruited, is undergoing her orientation, 
and doing a lot of planning, Davidson says. “Of 
course, what I’m really excited about as the Dean is 
to provide the opportunity for our amazing nursing 
students to learn with the medical students. This 
is going to provide an extraordinary opportunity 
for nurses and doctors to learn together in a real 
world environment. It is very odd that they work 
together, but they don’t train together. Nurses 
learn in nursing schools, doctors learn in medical 
schools, pharmacists learn in pharmacy schools; 
maybe they get together in the cafeteria.” But 
teaching doctors and nurses to work together will 
make their practice more efficient and effective, 
she adds. “If we understand better what each 
of us does, we will be minimizing waste. For 
example, how many physical assessments does a 
patient need? Nurses do one, the physician does 
one, the occupational therapist does one.” This 
can be confusing to the patient, particularly if it 
results in conflicting information. “People often 
put up barriers to interprofessional education. But 
I believe if you can get hundreds of airplanes to 
come into Atlanta without crashing, then we can 
work out how to get medical and nursing students 
learning together.”

Hanyok hopes that nursing students will soon be 
able to make home visits with the team and take 
part of the transition of care from the hospital (to 
home, a rehab facility, or long-term care facility. 
She also hopes that broadening the program will 
teach students another skill that not everyone 
naturally possesses: teamwork. “We realize 
that learning the skills of communication and 
collaboration and teamwork are really important 
and not something that everyone can naturally 
do. We used to assume that physicians knew 
how to communicate effectively with patients, 
and it wasn’t taught.” It is now: one of the Aliki 
program’s first innovations was actually breaking 
down how to talk to a patient into nuts-and-bolts 
teaching points and specific, learnable skills. 

“It’s essential for people on a medical team to 
know what their counterparts in other disciplines 
do, and how that expertise can help the patients, 
she notes. Hanyok has found that students want 
more opportunities like this. “They understand 
why it makes sense for them to learn and train 
together. They say, ‘we’re going to be working 
together side by side, why not work together now?’ 
They really get this.” n

“ Probably every hospital in the 
world talks about patient-centered 
care. But it’s different when you 
genuinely feel that the interests 
of the patients, families and 
community are brought together. 
This addresses the culture of 
academic medicine, and culture 
trumps strategy every time.”

If you’ve spent time in a hospital, 
or even watched medical shows on 
TV, maybe you’re used to seeing 
doctors and nurses rounding 
together. They do. But they sure 
don’t learn how to be doctors 
and nurses together as students. 

CIM GOOD DOCTORS AND NURSES 

CONTINUED FROM PAGE 13
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Caring for Ms. M

If you care deeply about the 
practice of medicine – if you  
value doctors who are not only 
astute clinicians, but decent 
people who show compassion  
and empathy for their patients, 
and good teachers and mentors 
who encourage young doctors 
and doctors-to-be how to care 
deeply, too – you’re not alone. 

This is what the Center for Innovative Medicine’s 
Miller-Coulson Academy of Clinical Excellence 
is all about, and the idea has spread from Johns 
Hopkins Bayview to Johns Hopkins Hospital 
and beyond, as other institutions adopt the 
Academy’s ideas and establish similar programs. 
The Academy has a blog, and from time to time, 
we here at Breakthrough like to share that blog 
on these pages. The following story comes from 
a post by John Marshall, a fourth-year medical 
student at Johns Hopkins, who wrote about a 
patient encounter he witnessed during his rotation 
with an Academy member – “Dr. R” in this story. 
You can read this and more blog posts at:  
http://clinicalexcellence.blogs.hopkinsmedicine.org

“Ms. M greeted us cheerfully as we walked into 
the room,” Marshall begins. “She was a middle-
aged Caucasian woman, but the lines on her face 
and the long white hair made her appear perhaps 
a decade older.” Ms. M had suffered from major 
depression on and off for many years and was 
now in the midst of a relapse. She had lost her job 
– been laid off when the company she worked for 
downsized. “She had collected unemployment for 
six months, but now was without income. While 
this triggered a major depressive episode, it also 
made her angry as she lost her independence and 
moved in with her son and daughter-in-law.” 

Ms. M was going through hell, and her depression 
was accompanied by overwhelming feelings of 
guilt, shame, sadness, and “episodes of rage where 
she locked herself in her room for fear of verbally 
assaulting those she loved,” Marshall writes. 

But there’s more – the doctor side of this doctor-
patient encounter. Dr. R brought “her own 
empathetic frame of reference,” and this, “I 
believe, is what allowed this provider to gather 
the appropriate details of the story,” says 
Marshall. Before the visit, Dr. R already knew of 
Ms. M’s history of depression, her predisposition 
for relapse, her recent eviction, her medical 
comorbidities,” and how important her mental 
health would be in managing these other health 
problems. Dr. R “actually entered the room with 
mental health as the most important subject 
to address, and thus she was able to respond 
appropriately as the patient divulged the issues 
most important to her. And as a rheumatologist 
would ask questions to assess for involvement 
of lupus in new organ systems and use 
knowledge of lupus to alert the patient to possible 
complications, Dr. R asked questions to assess for 
complications of Ms. M’s social situation.”

Dr. R’s questions included,“How are you getting 
along with your son?” and “How are you paying 
for prescriptions?” As it turned out, the answer to 
this question “provoked frustration on all parties 
as we realized the pharmacy had rejected her 
newly acquired Medicaid prescription account, 
because she had not yet received the prescription 
card which Dr. R had helped her apply for at her 
last visit.” Ms. M really needed her prescription; 
in addition to the depression, she had shortness 
of breath from chronic obstructive pulmonary 
disease. She desperately needed an inhaler as well 
as the antidepressant Dr. R was prescribing today. 

“Therefore, in the middle of the visit, Dr. R 
called the pharmacy, sent her prescriptions over 
electronically, and double-checked that they would 
be covered by the prescription plan number in the 
absence of the card. Dr. R shouldered the patient’s 
burdens as her own, and not just for twenty 
minutes in the clinic.”

What did Marshall learn here about clinical 
excellence? “First, diagnostic acumen cannot be 
underestimated… But just as importantly, this 
acumen absolutely must be applied in the context 
of a therapeutic relationship. An incredibly large 
amount of progress was made in this patient’s 
care in twenty minutes because the agenda 
was motivated by knowing the intricate details 
of the patient’s medical history, personality, 
predispositions, and social situation. Every move 
Dr. R made was motivated by her memory of who 
the patient was and why certain actions should 
be prioritized and others should not. And finally, 
expert care moves beyond empathetic listening 
and towards the shouldering of burdens carried by 
our patients. A process happened in the mind and 
spirit of the provider, whereby she internalized the 
patient’s concerns, fears, and hopes, processed the 
most important action items, and actually did them. 
I feel very fortunate not just to have witnessed true 
and genuine service today, but to consider how 
that internalization and move to action will happen 
in my own mind and spirit for the duration of my 
career in primary care.”

John Marshall, MSIV 
May 2015 n

She had lost her job – been 
laid off when the company she 
worked for downsized. This 
triggered a major depressive 
episode. It also made her angry.
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Caring, Not Scaring

Maybe you saw them in high 
school: the stark pictures of a 
desiccated multi-pack-a-day 
smoker, holding a cigarette to 
the tracheotomy hole in his or 
her throat. They were shocking 
on purpose, and this kind of fear 
campaign worked pretty well for 
decades. The number of smokers 
in America dropped sharply from 

about 45 percent in the 1960s 
to close to 20 percent today. 
But there it sits, right around 
20 percent. We’ve plateaued. 
And yet, like a stuck needle on a 
record player, health advocates 
have kept on using the same 
scare tactics to get people to quit 
– and smokers, who have heard it 
countless times, are tuning it out. 

Culture of health vs. culture of death: Michael 
Smith, Ph.D., Director of the Center for Behavior 
and Health (CBH) and the CIM’s Alafouzos Scholar, 
believes it’s time for a new, positive strategy that 
celebrates all the good things that come from 
being a quitter – and he’s got a doozy of a new 
approach. Because this is CIM where, as Director 
David Hellmann, M.D., puts it, “we go where the 
experts are, and tap into others’ skills to be more 
effective,” Smith went right outside the box for 
ideas – to the Center for Social Design at the 
Maryland Institute College of Art (MICA). 

“I thought we should talk to some artists and do 
a collaboration,” Smith says, “and come up with 
messages that are different, that we could package 
around a broader area of health behaviors.” To 
develop the ideas for the campaign, members 
of the CBH actually went back to school – to 
sessions of a special class, whose students and 
professor were focused on building the CBH’s 
behavior-changing principles into the messages 
they created. There was a lot of brainstorming, a 
lot of kicking around different ideas, and a lot of 
listening. “They ran with it.”

Everyone recognizes that smoking is a huge 
problem; it’s the number one cause of preventable 
death. But even though doctors always ask if 
their patients smoke, and they talk about how 
smoking is bad, “they have such a short time 
with a patient to try to effect any change, doctors 
often feel pessimistic, they don’t know how to 
counsel.” (Another CIM effort is addressing this, 
too; see side story.) In turn, he adds, patients are 
embarrassed. They don’t want to talk about it.” 
They know smoking is harmful for their health; of 
course they do – it says so right on each pack of 
cigarettes. Smoking is prohibited on the Johns 
Hopkins Bayview campus, but some of our streets 
are Baltimore City streets, “and people have a 
right to smoke in those areas. It’s hard to have a 
coherent policy when you can’t necessarily say no 
smoking anywhere on campus.” And it’s not just 
patients, either; many Bayview employees smoke, 
as well.  “We want to create a culture of health at 
Johns Hopkins Bayview,” says Smith, “and if we’re 
going to do that, smoking needs to be one of the 
things we talk about.” 

Smith wants to convey another message, as well: 
what it’s like for someone who is trying to quit. It 
is really, really hard. Doctors and loved ones may 
get discouraged if they talk to someone about 
quitting and the person either keeps right on 
smoking, or quits but starts back up again. They 
shouldn’t, says Smith. Very few people manage to 
quit smoking in one hard-core attempt. Instead, 
it takes several tries – on average, 11. “Each 
attempt to quit is not a failure. Instead, smokers 
are increasing their own readiness to change over 
time. There may be setbacks, but in the broader 
perspective, every effort builds on the previous 
one. If you talk to a smoker about quitting, it may 
not kick in this time, but it’s important that the 
seed has been planted.”

Want to Be Healthier?  
We’ve Got an App for That

In 2013, CBH clinical psychologist Hillary 
Hatch developed an app for the iPad called 
Vital Score. It’s a simple tool designed to help 
doctors do what they really want to do – help 
the patient become healthier – by shifting the 
patient’s perspective from changing behavior 
to improving self-care. It is upbeat and friendly, 
an arm around the shoulder instead of a kick 
in the pants. Hatch designed the app as “an 
ice-breaker,” something for the patient and 
doctor to talk about together. “It’s a score, not 
a judgment,” she says. It’s not just for quitting 
smoking but for other things that someone 
might want to talk about, too, including being 
overweight, problems with alcohol or drug 
addiction, or having trouble sleeping. 

 “ We want to create a culture of 
health, and if we’re going to do 
that, smoking needs to be one of 
the things we talk about.”

CONTINUED ON PAGE 20

Quitters Break Free –  
a new logo and a 
positive theme of 
freedom, instead of the 
negative, “smoking is 
prohibited.” This image 
was developed by the 
MICA Center for Social 
Design and the Center 
for Behavior and Health 
for an upbeat, shame-
free campaign.
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Where do we go from here? 
How can we take what we’ve 
done to the next level? These 
are some pretty big questions, 
and they were the focus of 
our recent CIM retreat. The 
idea came from Stephanie 
Cooper Greenberg, Director 
of our International Advisory 
Board. The retreat happened in 
September, at Greenberg’s home 
in Baltimore County, and was 
led by Mike Klag, M.D., Dean of 
the Bloomberg School of Public 
Health. On hand were 45 people 
– CIM Advisory Board members 
and friends including Patricia 
Davidson, Ed.D., Dean of the 
School of Nursing, and Sharon 
Akers, Executive Director of the 
Edward St. John Foundation, a 
philanthropic organization. (For 
more on Davidson, see story on 
Page 12, and for more on Akers, 
see Page 5.)

C I M R E T R E AT

Helping Big Ideas Get Even Bigger
CARING, NOT SCARING 

CONTINUED FROM PAGE 19

CONTINUED ON PAGE 22

QUITTING IS COOL

The new campaign, says Smith, “meets the 
audience where they are.” It encourages “health-
seeking” behavior, identifies systems of support, 
including counseling and appropriate medications 
to help fight the addiction. It is “non-shaming” – 
this is particularly important, because if people 
feel ashamed, they tend to withdraw and turn 
away, seeing judgment instead of a desire to help 
– hopeful, empowering, and honest. “We want 
people to know that smoking cessation is not a 
one-day event, and that quitting smoking at any 
time has measurable, wide-reaching benefits,” 
not just to health but to the wallet; and the money 
saved from an expensive habit can be used to buy 
fun stuff. The campaign celebrates quitters. 

It takes about seven minutes to smoke a single 
cigarette. So, one arm of the campaign is “7 
for 11” – encouraging smokers to swap seven 
minutes of nicotine for 11 minutes of extra life. The 
CBH will establish an attractive, engaging “Quit 
Center,” a place for smokers to go for resources 
about quitting. “We hope this will take the burden 
off doctors to be experts on smoking cessation,” 
says Smith. “Instead, they can refer their patients 
to the Quit Center.” This “7 for 11” idea will appear 
many places – at campus bus shelters, on park 
benches, T shirts, tote bags, buttons, a “Quit 
Kit” box packed with information, and even an 
app, on which “quitters can track their attempts, 
communicate with other quitters at Bayview, and 
calculate their financial and health savings.” The 
app also gives progress updates to the quitter’s 
doctor or counselor. 

Another arm of the campaign is signage – posters 
and banners with the message that “Quitters make 
their dreams happen.” Some of these message 
may include, “This puff of smoke didn’t buy this 
trip to Ocean City,” showing a couple relaxing on 
the beach; or “This puff of smoke didn’t buy this 
pair of heels,” showing a pair of Jimmy Choo-
height pumps. Other posters show a cute puppy, 
or a Ravens ticket, and even an engagement 
ring, all purchased with money that didn’t buy 
cigarettes. A recognition wall, with photos of 
people who are giving up smoking, will say, 
“Quitters break free at Bayview.” 

There’s a twist on the familiar “do not smoke” 
symbol – the red circle around a smoking cigarette 
with a slash through it. A new MICA-created 
logo is an airy blue circle with a broken cigarette 
instead of the slash – making the shape of the 
letter “Q.” This “shows a cigarette being ripped 
in half, and the quitter is breaking free from 
being controlled by addiction.” There’s even a 
board game that shows how hard it is to quit. For 
example, you may draw a card that says: “Your 
boss invites you for a smoke break and to keep up 
a good relationship, you decide to take a smoke 
with him.” Lose four points. On the other hand, if 
your card says you decided to meditate instead of 
smoke a cigarette, you gain four points.

The next step, says Smith, is to pilot these ideas, 
“test them out, see which messages seem to work 
best, and which don’t.” n

Very few people manage to 
quit smoking in one hard-
core attempt. It usually takes 
several tries – on average, 11.

 “ Each attempt to quit is not a 
failure. Instead, smokers are 
increasing their own readiness 
to change over time. There may 
be setbacks, but in the broader 
perspective, every effort builds 
on the previous one.”
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Greenberg takes her role as a “Hopkins outsider” 
seriously: “It occurred to me that I need to figure 
out how to be a translator to the outside world,” 
she says. “Often in business, we say, ‘I’d like to 
expand this, or go in this direction.’ I was curious 
to see where the members of the CIM would like to 
take their programs, if we could partner with the 
outside world: What is fundable, what is doable? 
What if you had more philanthropy, resources that 
were not internal to Bayview – if money were no 
object – where would you want to take this? That’s 
how the retreat was born,” to bring together the 
very busy people who make the CIM’s initiatives 
happen, and ask them to think about the next 
decade. Greenberg offered the use of her home, 
which is out in the country, “far enough away to 
get away from the work environment, but not too 
far away, and not a ballroom in some hotel. It’s 
very pastoral, very soothing; I thought, maybe that 
will work.”

It did. Vice Dean David Hellmann, M.D., the CIM’s 
director, built some small-group discussion 
time into the retreat. Each group was given the 
task of coming up with a vision for the future 
direction of one of the CIM’s key areas – the Good 
Doctor, Precision Medicine, and Medicine for the 
Greater Good. “Then everyone came together 
at the end and gave a synopsis of the new vision 
statement for their programs,” says Greenberg. 
The members gave themselves more work to do; 
in future meetings, these vision statements will 
be thought about and worked on as the group 
looks ahead to the CIM’s next decade. (Of course, 
Breakthrough will be covering these plans as they 
unfold – stay tuned!) 

“What is impressive about the CIM,” says Klag, “is 
that it reconnects people back to why we became 
doctors, why we’re in academic medicine. Most 
of us didn’t go into academic medicine to run a 
practice or think about dollars; we wanted to think 
about the big picture, we wanted to do research. 
In this Center, David Hellmann has brought these 
themes together, and it reminds us why we’re at 
Hopkins.” Part of it is that most fundamental point 
of contact between the doctor and patient, “the 
core of medicine,” the focus of the CIM’s Good 
Doctor initiatives. “But also, we all know that there 
are determinants of health so much broader than 
what happens in a physician’s office” – the CIM’s 
Medicine for the Greater Good initiatives. “The 
people at the CIM are motivated to address those 
determinants because they care about patients. In 
public health, we look at all those determinants, 
too: how do we improve health through 
interventions that may not touch an individual, but 
may touch a whole population? How do we create 
an environment that’s healthy?”

Klag continues: “What’s amazing to me is that 
David continues to lead in a very innovative way. 
He’s got people doing things that they probably 
wouldn’t have been doing if they hadn’t interacted 
with him. It’s a diverse group, and they’re all 
there because David has convinced them that it’s 
worthwhile to be there.”

The School of Public Health began two decades 
after the Johns Hopkins Hospital opened; it was 
started by one of the Hospital’s founding faculty, 
pathologist William Henry Welch. “In a way, the 
CIM is like that,” says Klag, “people who care 
deeply about the clinical encounter, branching out 
into how we influence health at large – through 
behavior change and promoting health, not just 
fighting disease.” He mentions the ceremony in 
1889 at the opening of the Johns Hopkins Hospital. 
One of the speakers was an English biologist 
named Thomas Henry Huxley, who talked about 
another hospital – St. Thomas’ teaching hospital 
in London. In particular, Huxley talked about 
two statues at that hospital: one of Aesculapius, 
the Greek and Roman god of medicine and 
healing, and the other of Hygieia, daughter of 
Aesculapius, the goddess of health. “Both had 
equal prominence,” says Klag, “ and he hoped that 
someday at Johns Hopkins Hosptial, there would 
also be a statue of Hygieia. I had the same feeling 
at the retreat – not only Aesculapius, but Hygeia. 
It was not only about medicine and curing, but 
promoting health.”

One of the speakers at the retreat was Akers, who 
talked about garnering funding to take the CIM’s 
ideas to the next level. “Some of the synonyms 
for philanthropy are public-spiritedness, 
unselfishness, humanity, and benevolence,” she 
says. “If you core down and look at the CIM, their 
premise is based on all of that.” She told the 
attendees that “through your expertise, dedication 
and leadership, you are truly helping to transform 
medicine as we know it. You are turning great 
science, medicine, research, and imagination into 
innovation and discovery.” Akers also hopes that 
the people who make up the CIM will “hold in 
their hearts and minds that they really are doing 
something that is transforming medicine.” 

Greenberg adds, “I think there’s a burning desire 
in all of us to make the CIM grow and succeed 
and flourish in ways that it never thought it could. 
It certainly can; there’s no question about it. You 
have something great here; let’s share it with the 
world. At every meeting, every milestone, I expect 
great things.” When people were “throwing out 
ideas,” Greenberg joked that the ceilings in the 
room were pretty high, so there was room for big 
ideas to be thrown high. The next time the CIM 
holds a retreat, “Who knows? I might need to take 
the roof off.” n

 “ If money were no object, where 
would you want to take this?”

 “ How do we improve health 
through interventions that may 
not touch an individual, but  
may touch a whole population? 
How do we create an 
environment that’s healthy?”  “ You have something great here; 

let’s share it with the world.”
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“ Few will have the greatness to bend history itself, but each of us 
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