
Studies from the past 15 years have shown that 
minimally invasive surgical (MIS) approaches to 
treating gynecologic conditions are superior to 
surgery performed through large incisions, says 
Fader, who joined Johns Hopkins in April 2013 
as director of the Kelly Gynecologic Oncology 
Service and the Minimally Invasive Surgery 
Center in the Department of Gynecology and 
Obstetrics. “The recovery is faster,” she says, “there 
are fewer perioperative complications and less pain, 
hospitalizations are shorter, and women get back to 
their lives more quickly.”

Fader is now heading an evolving center of 
excellence in minimally invasive gynecologic 
surgery and surgical innovation at Johns Hopkins, 
one of few hospitals nationwide offering the gamut 
of minimally invasive procedures for benign or 
cancerous gynecologic problems. The techniques 
include laparoendoscopic single-site surgery (LESS), 

microlaparoscopy and robotic surgery. With 
conventional laparoscopic or robotic surgeries, 
the procedures are performed through three to 
five abdominal incisions. But studies suggest that 
complications like risk of infection, hernia, visceral 
injury, nerve entrapment and persistent incisional 
pain can still occur. During LESS procedures, 
surgeons operate through one dime-size incision 
in the navel, where there are few nerves, muscle or 
blood vessels. Patients can’t see the incision once it’s 
healed and they require very little pain medication 
after surgery.

With microlaparoscopy, tiny 2-3 mm incisions are 
made and miniature laparoscopic instruments are used. 
“Going from 5-12 mm incisions to 2-3 mm incisions 
may seem like a small difference,” Fader says, “but it’s 
the difference between having to repair an incision with 
a potentially painful stitch to avoid a hernia compared 
with using a little skin glue or a Band-Aid.”

Early outcomes show that in the hands of 
experienced surgeons, these techniques can be used 
safely even for very difficult operations, says Fader, 
including the removal of ovarian cysts and masses; 
uterine fibroids; hysterectomies; and select uterine, 
cervical and ovarian cancer-staging procedures.

Fader and colleagues Stacey Scheib, Edward 
Tanner and Kara Long Roche are also 
conducting clinical trials using robotic surgical 
techniques to detect sentinel lymph nodes in 
gynecologic cancer patients. Blue or green dyes are 
injected into the cervix to identify the first group of 
draining lymph nodes most likely to be involved in 
uterine or cervical cancer if it has spread, allowing 
the surgeons to remove fewer lymph nodes. This 
decreases the risk of complications for patients. 
Fader and colleagues are also studying the merger 
of robotics and single-site technology—an option 
approved by the FDA in February 2013—that may 
allow for surgery performed through the navel to be 
performed more easily.

At Johns Hopkins, 85 percent of endometrial 
and cervical cancer-staging procedures, nearly 
100 percent of risk-reducing uterine and ovarian 
procedures, and 75 percent of overall hysterectomies 
are performed minimally invasively.  Fader alone 
performs approximately 300 of these procedures 
annually. 

For more information or to refer a patient, 
call 410-502-6611.

If gynecologic oncologist Amanda Nickles Fader had her way, most 
gynecologic procedures would be performed through one tiny incision. 
She’s working hard to make that happen.
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Minimally Invasive Surgery 
for Gynecologic Conditions

THE RECOvERy IS 
FASTER, THERE ARE 
FEWER PERIOPERATIvE 
COMPLICATIONS AND LESS 
PAIN, HOSPITALIzATIONS 
ARE SHORTER, AND WOMEN 
gET BACK TO THEIR LIvES 
MORE QUICKLy.

“ Our philosophy,” 
says Amanda Nickles 
Fader, “is to offer 
patients the most 
state-of-the-art 
treatments that 
result in outstanding 
outcomes and don’t 
completely disrupt 
their quality of life.”



 2  •  Johns  hopkins  phys ic ian update  •  WINTER  2014

A Possible Aneurysm Cure

While surgeons used to 
treat brain aneurysms 
with lengthy operations 
that required removing 

large portions of the skull, says 
neurosurgeon Alex Coon, they now 
are often treated through coiling—
threading a long, thin platinum wire 
from an artery in the groin all the way 
up to the aneurysm in the brain and 
packing it into the weakened pouch 
in the blood vessel. If all goes well, 
the coiled platinum induces a clotting 
response, which closes off the aneurysm.

Coiling is superior to open surgery in 
terms of duration of the procedure, not 
needing to open the skull, and recovery 
times,” Coon says. “But the downside is 
that there’s a high recurrence rate.”

In about 10 to 30 percent of cases, 
he says, the clot dissolves and the 
aneurysm reappears. The risk is even 
greater for very large aneurysms, which 
have recurrence rates up to 50 percent.

However, a new procedure offered 

at Johns Hopkins could prevent 
recurrence for all sizes of aneurysms. 
It involves placing a very flexible, thick 
mesh stent in the blood vessel.

These stents, which resemble 
miniature Slinky toys, prop open the 
blood vessel and divert flow from the 
pouch. Over time, Coon explains, 
reduced flow to the aneurysm causes it 
to clot and eventually close on its own.

Although the procedure can take 
weeks or months to work, far longer 
than the nearly instant results from 
coiling, the stent offers the possibility of 
permanently removing the aneurysm. 
“This device offers a cure, with no 
recurrence,” Coon says.

Over the short time that this stent, 
known as the Pipeline Embolization 
Device, has been offered in the United 
States, Johns Hopkins has been one of 
the leaders in performing this surgery, 
Coon says. He and his colleagues have 
placed more than 150 of the stents 
in patients and traveled around the 

country teaching the technique to other 
physicians. This extensive experience 
is drawing patients to Johns Hopkins 
from across the United States.

To handle increasing demand, 
Coon was recently joined by a new 
colleague, Geoffrey Colby, who 
trained at Johns Hopkins for his 
neurosurgery residency as well as a 

fellowship in techniques that allow 
problems in the brain to be treated 
through instruments fed through 
blood vessels elsewhere in the body.

“Having a larger team,” Coon says, 
“will make this therapy even more 
accessible for our patients.” 

 
Information: 410-614-1533

N
orth carolina resident 
Susan Brinkley received 
a biventricular implanted 
cardiac defibrillator for 

cardiomyopathy and atrial fibrillation 
in the fall of 2012. She had hoped 
that the therapy would restore her 
energy level so that she could once 
again lead an active life with her 
four children and 10 grandchildren. 
Instead, she says, “as the months went 
by, I continued to be exhausted, and I 
wasn’t feeling any better.”  

“Cardiac resynchronization 
therapy (CRT) is one of the most 

important treatments for heart failure, 
but only six or seven out of every 
10 patients respond,” says cardiac 
electrophysiologist John Rickard. 
“For the others, the prognosis for 
survival is very poor unless something 
is done—and there are things we can 
do to help many of these patients who 
are not responding to the therapy.”

Rickard is director of the Johns 
Hopkins Resynchronization 
Optimization Clinic, a new program 
designed to thoroughly evaluate the 
reasons why particular patients are 
not responding to CRT and provide 

recommendations to referring 
physicians on how to help patients 
benefit from the therapy.

Patients referred to the clinic receive 
a full assessment of their health and 
comorbidities, medications and diet, 
as well as an evaluation of how their 
pacemaker/defibrillator is functioning 
and specific problems with the device. 

Because her condition was not 
improving, Brinkley’s daughter 
suggested that she come to Baltimore 
for an evaluation by Hugh Calkins. 
“After meeting with him, it was the 
greatest relief,” Brinkley says. “He 
had a specific plan. He checked the 
defibrillator, adjusted my medication 
and referred me to Dr. Rickard for a 
more detailed evaluation.”

“During the two-and-a-half-hour 
clinic visit,” says Rickard, “we perform 
a complete electrical analysis of the 
device, including EKGs with the 
device turned on and off to give us an 
idea of the morphology of the CRT-
paced waveform. Patients also have an 
echocardiogram to see the function of 

the device in real time and lab tests to 
look for anemia or renal dysfunction.” 

Often, the remedy is as straightforward 
as adjusting the existing device, getting 
a patient’s obstructive sleep apnea under 
control or modifying heart failure 
medications. At other times, a more 
complex intervention may be necessary 
by moving the left ventricular lead or 
considering the addition of a second 
left ventricular lead.

In Brinkley’s case, Rickard noticed 
that the left ventricular (LV) lead was 
not capturing because it wasn’t getting 
enough energy. 

To correct it, Rickard increased 
voltage on the LV leads so that it 
would function properly.  

He also adjusted the timing on 
the device, giving the LV lead a 20 
millisecond head start before the firing 
of the RV lead.

“I’m so grateful to Dr. Calkins 
and Dr. Rickard,” Brinkley says. 
“They took the time to figure out the 
problem.” 

All patients with CRT should be 
evaluated within six to nine months 
after the device is put in. Rickard 
sees the goal for the specialized 
clinic as a way to not only improve 
patient survival but also to reduce 
hospitalization and readmission due to 
heart failure. n

 
Information: 443-997-0270
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Helping Nonresponders  
to Respond to CRT

John Rickard says the goal of the clinic, which is one of 
the few of its kind in the country, is to use a multipronged 
strategy to help patients who are not responding to CRT.

ALL PATIENTS WITH CRT 
SHOULD BE EvALUATED 
WITHIN SIx TO NINE 
MONTHS AFTER THE 
DEvICE IS PUT IN.

Alex Coon and Geoffrey Colby are 
performing a new type of surgery 
that offers an opportunity to remove 
aneurysms completely.



have been prevented, but they had 
never been seen by a podiatrist or an 
endocrinologist. 

To provide early, coordinated 
care for the growing number of 
patients with diabetes-related 
vascular and wound complications, 
Abularrage and colleagues developed 
a multidisciplinary diabetic foot and 
wound clinic that enables patients to 
see three specialists in one visit for 
consultation, education and treatment. 

 “Our goal is to catch problems 
early and intervene in order to prevent 
hospitalizations and amputations, 
says Abularrage, the clinic’s medical 
director. “Of course, we also care 
for patients who present with more 
advanced, complex problems.” 

Donna Brown, 53, is one such 
patient. Even though she was diagnosed 
with diabetes more than 20 years ago, 
she says, “I didn’t understand it or take 

it that seriously until I started having 
a funny feeling in my legs that turned 
out to be a blockage.”

With the lack of blood flow to 
her right foot, her big toe became 
gangrenous and required an 
amputation.  Her primary care doctor 
referred her to the clinic, where she was 
seen by a team of specialists who could 
address her foot and vascular problems, 
help her get her blood sugar under 
control and provide coordinated care.

“Ms. Brown came to us with 
wet gangrene, multiple ulcers, and 
blood sugar levels that were out of 
control,” says Abularrage.” “She was 
exactly the type of patient that our 
multidisciplinary clinic is designed to 
help.” 

Abularrage opened the blockage in 
her leg with angioplasty to immediately 
restore blood flow. However, she had a 
lingering wound in her foot in spite of 
the angioplasty, multiple debridement 
procedures, and negative pressure 
wound therapy at the clinic.  

Abularrage enlisted the help of 
plastic surgeon Justin Sacks, who 
performed an adjacent tissue transfer 
to close the wound, as well as multiple 
skin grafts for Brown’s ulcers. Those 
steps, in combination with bypass 

Chronic diarrhea and colitis 
resulting from a Clostridium 
difficile infection can be 
difficult to treat. A course of 

antibiotics can often knock out one set 
of problems but cause a whole new set 
by disturbing the gut’s microbiome.
That’s why Linda Lee, director of the 
Johns Hopkins Integrative Medicine 
& Digestive Center, is a proponent 
of restoring colon balance through 
fecal transplantation as a treatment for 
recurrent C.difficile colitis.

“We harvest stool from a healthy 
donor, since they have all the right 
bacterial strains in them,” Lee says, 
“and we put it inside the colon of a 
person with recurrent C.difficile. The 
procedure itself is simple, the same 
as undergoing a routine colonoscopy; 
we’re doing them mostly in the 
outpatient setting.”

Studies show that about 30 percent 
of people with C.difficile infection will 
relapse when treated with the usual 
rounds of antibiotics. “Within several 
weeks,” Lee says, “they’re back to 

having diarrhea again and their stool is 
positive for the C.diff infection.”

According to Lee, many people who 
get recurrent C.diff are over 65.

“We’ve seen a dramatic  increase in 
mortality related to C.difficile colitis over 
the past 10 years,” she says. “Mortality 
is highest in those over the age of 65.” 
The CDC says that 13,000 deaths were 
due to the infection last year.

Many of the antibiotics the U.S. 
Food and Drug Administration has 
approved to treat C.difficile infection 
cost thousands of dollars and 
sometimes are not fully covered by 
insurance or Medicare.

“So not only are you not getting 
better, but you’re putting out huge 
amounts of money for repeated courses 
of antibiotics,” Lee says.

Lee adds that patients with chronic 
antibiotic-associated diarrhea are often 
so desperate for relief that they don’t 
blink when fecal transplantation is 
proposed.

“I don’t find many patients who are 
squeamish about it,” she says. 

Fecal transplantation is not without 
some risk. “It’s akin to early days of 
blood transfusion. No one knew there 
was any such thing as hepatitis C, for 
instance.” she says. “And a lot of people 
got HCV through blood products. 

There may be organisms in our gut 
microbiota that we haven’t discovered 
yet.” Scientists are just beginning to 
understand that gut bacteria play an 
important role in many diseases, so 
fecal transplantation could have future 
unanticipated health consequences.

Still, because of the early promise of 
fecal transplantation therapy, last July, 
the FDA relaxed its policy requiring 
physicians performing fecal transplants 
to file an Investigational New Drug 
application and wait for approval. 
Today, with informed patient consent, 
transplantation requires far less 
paperwork and no approval time.

According to Lee, 70 percent of 
people who receive fecal transplants 
report an improvement of symptoms 
within just three days. And overall, 
Lee says, about 90 percent of people 
with chronic C.difficile will be treated 
effectively by a fecal transplantation.

“I’ve seen so many patients who 
have benefited from this,” Lee says. 
“The patients and their families are 
so grateful to not have debilitating 
diarrhea. We’re really talking about 
improving the quality of life.” n
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What a Relief: The Benefits of Fecal Transplant

Three Appointments in One:  
Coordinated Care to Prevent Amputations

DIABETES

Fecal transplantation, says Linda Lee, is 
a simple procedure done mostly in the 
outpatient setting. 

GASTROENTEROLOGY

(Continued on page 4)

The Diabetic Foot and 
Wound Clinic team  
includes podiatrist Ronald 
Sherman, vascular surgeon 
Christopher Abularrage, 
endocrinologist Nestoras 
Mathiodakis, physician 
assistant Katy Hines and 
podiatrist Alex Kor (not 
pictured).

W hen vascular surgeon 
Christopher Abularrage 
came to Johns Hopkins 
three years ago, he noticed 

that many patients were presenting with 
severely advanced vascular disease. They 
were admitted to the hospital with advanced 
foot ulcerations or gangrene that might 

“ OUR gOAL IS TO CATCH 
PROBLEMS EARLy 
AND INTERvENE IN 
ORDER TO PREvENT 
HOSPITALIzATIONS AND 
AMPUTATIONS.”
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Johns Hopkins Medicine offers the following resources for you and your patients.
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Find a Hopkins physician  
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hopkinsmedicine.org/doctors

Referring Physician WEB
Secure site for viewing your  
patients’ information 
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1-800-759-7734
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surgery to detour the blood around a recurrence in the 
blockage, allowed her foot to heal. 

“Ms. Brown is typical of patients who need the services 
of all of us—not just vascular surgery but also podiatry, 
plastic surgery and endocrinology,” says Abularrage. 

Brown says the clinic’s endocrinologist, Nestoras 
Mathiodakis, has helped her understand her disease and 
learn how to monitor and control her blood sugar.

“When I came in distressed and scared, they really 
helped me through it. They explained exactly what was 
going on, told me all of the options and gave me a chance 
to make up my mind,” Brown explains. “I am very 
grateful for this clinic.”

Brown also is pleased with being able to see several 
specialists in one clinic visit. “Patients like me have a 
hard time getting around, and this saves us from making 
multiple trips.” n 

Information: 410-955-5165


