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Recently, Panagis Galiatsatos, 
M.D., a resident in internal medi-
cine at Johns Hopkins Bayview, 
went to church, and an elderly 
woman he had never met before  
came up and gave him a big hug 
and kiss. It turns out that a month 
earlier, when he had given a 
talk at the church about cancer 
screening, she had been in the  
audience. Based on his advice, 
“she mounted up the courage to 
talk to her physician about some 
symptoms she was having,”  
Galiatsatos says. “She was diag-
nosed with early stage colon can-
cer. The doctor told her that if she 
had waited any longer, it could 
have been considerably worse.”

This is exactly the kind of result that the founders of 
the Healthy Community Partnership at Johns Hopkins 
Bayview hope for, and have come to expect. The 
program is new, but it’s based on nearly 20 years of 
collaboration between clinical psychologist Dan Hale, 
Ph.D., and geriatrician Rick Bennett, M.D., President 
of Johns Hopkins Bayview. Their partnership began 
in the early 1990s; Hale was on the faculty at Stetson 
University in DeLand, Florida, “where the popula-
tion was already more than 20 percent age 65 and 
over – about 60 percent more than the rest of the 
country,” says Hale. Although his expertise was in 
mood disorders, Hale also became interested in the 
general health problems that his patients were fac-
ing. In 1992, he won a small grant to see what could 

be done to help older 
adults, especially those 
with chronic illnesses. 
“It is remarkable how 
much responsibility 
rests on the shoul-
ders of patients with 
a chronic illness to learn 
about their condition, 
to understand how to 
monitor it and how 
to treat it,” he says. 
“What they really need is 
reliable, easy-to-understand 
information and support.”  

But exactly what did they need, and how to get it 
to them? Looking for additional medical expertise, 
Hale became impressed with work being done in 
the Geriatrics Division at Johns Hopkins. He called 
up the division’s longtime chairman, John Burton, 
M.D., who invited him to come and meet with 
some of his colleagues – particularly, with Ben-
nett. Together, with help from Burton, they came 

Building Healthy Communities

“ We are really seeing these 
partnerships as a way of 
building trusting relationships, 
particularly with communities 
from underrepresented minority 
groups in health care.” 

continued on page 12
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up with “a very simple idea,” says Hale: “We had 
to find a way to reach out into the community. We 
had to reach people sometimes even when they 
didn’t know they had a chronic condition like high 
blood pressure, diabetes, or glaucoma. The only 
places where older adults gather in large numbers 
on a regular basis are the houses of worship – so 
we needed to find a way to develop partnerships 
between medical centers and faith communities.”   

They worked with local clergy in DeLand to identify 
what they called natural leaders, people who didn’t 
necessarily have a background in health care but 
who “had a real heart for this sort of work,” says 
Hale. Then they developed a curriculum – about 
20 hours of training for these leaders that covered 
conditions including hypertension, heart disease, 
cancer, diabetes, depression, and dementia, plus 
issues such as vaccinations (particularly, regular 
shots to prevent flu and pneumonia), advance direc-
tives, managing medications, and preventing acci-
dents and falls in the home. Then, with grants from 
a medical center in nearby Daytona Beach, Hale and 

Bennett recruited their first cadre of volunteers. “We 
aimed for 24 to 25 volunteers to go through this 20-
hour training program, because we had heard that 
we would probably experience about 50 percent 
attrition,” says Hale. They recruited 22 people, then 
three more wanted to join. No one dropped out. 
“The hospital was so impressed, we were asked 
to do a second and third cohort. So here we had 
started hoping to train 12, and we ended up with 59 
people. It has taken off from there.” The program 
expanded to other Florida hospitals and resulted in 
a book, written by Hale and Bennett, called Building 
Healthy Communities Through Medical-Religious 
Partnerships, published in 2000 by the Johns Hopkins 
University Press.

Hale learned that “often, the people who caught onto 
this last were the clergy” – not because they didn’t 
think it was worthy, but because “they already felt 
burdened with trying to keep so many things going 
– the music program, the youth program, Vacation 
Bible School, Sunday School, and you start talking 
about one more program and they would think, ‘Oh, 
we just don’t have time for it.’” With this group in 
mind, Hale and Harold Koenig, M.D., an expert in 
the field of spirituality and health at Duke University, 
wrote another book, aimed at clergy and loaded with 
case studies, called Healing Bodies and Souls: A 
Practical Guide for Congregations (Fortress Press).

The second edition of Building Healthy Communi-
ties was published in 2009; a symposium was held 
at the Johns Hopkins Asthma and Allergy Center 
in its honor, and local community leaders began 
asking Bennett and Hale, “Why aren’t we doing 
something like that here?” Hale left Stetson Univer-
sity to team up with Bennett in Baltimore, and the 
Healthy Community Partnership program was born.  
Initially, as before, the program focused on health 
care issues for older adults. “But as we’ve begun 
expanding our work here in Baltimore, we have 
begun to look at other needs,” including childhood 
asthma and adolescent obesity, says Bennett. “I 
think as we move forward over the next five to 10 
years, we’ll have new ideas that maybe we’ll incor-
porate into our third edition of the book.”  

Young doctorS aS teacherS

One new idea that everyone involved seems to 
agree is a great success: “We have really relied 
upon our own house staff (interns and residents) at 
Bayview to be the instructors for the course,” says 
Bennett. “It’s been a nice way for the house officers 
to learn how partnerships can be built with com-
munity and religious leaders. It also gives them an 
opportunity to improve their own teaching skills 
and to come up with new ways that we might work 
with these congregations.”

Colleen Christmas, M.D., who directs the residency 
program, recalls: “When Dan Hale approached 
me to see if I thought there might be any interest 
in having the residents participate in community 
outreach medical education, I was so excited. I said, 
‘Yes, definitely, we would love to do it!’ The type 

“ We had to reach people some-
times even when they didn’t know 
they had a chronic condition like 
high blood pressure, diabetes,  
or glaucoma.” 
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“ When you have a chance to talk 

to people, to understand them 
and their situation, it’s got to 
improve what you do.”
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of residents we attract to the Bayview program are 
totally passionate about doing this type of work.” 
Ten residents worked with the program this year. 
“The residents found it deeply meaningful,” says 
Christmas. “It was an opportunity to give back, to 
provide health education to a group of really moti-
vated community representatives. They just loved 
that. It’s such a win-win, the opportunity to share 

what you know with people who really want to hear 
it. It’s nice to reach beyond what we do every day 
and feel like we’re making a difference on a bigger 
scale.” Hale adds: “Once they dip their toe in the 
water a bit, they find it invigorating.”

The first Baltimore cohort of lay health educators, 
17 strong, represents a diverse group of religious 
congregations. A second cohort is planned for 
next year. Better yet, says Bennett: The program 
has “already morphed” to inspire other Bayview-
community partnerships including the Heart Failure 
Community Advocates program, which is training 
lay leaders to help people with congestive heart 
failure. “We are really seeing these partnerships as 
a way of building trusting relationships, particularly 
with communities from underrepresented minor-
ity groups in health care, where that trust may 
not have existed in past decades. We are actively 
seeking out partnerships with African American 
churches and looking for ways to partner with our 
Hispanic community in Baltimore.”

This work, adds David Hellmann, M.D., Vice Dean 
of Johns Hopkins Bayview and head of the Center 
for Innovative Medicine, “fits beautifully with our 
Pyramid,” a new model of  academic medicine, “in 
which the patient, family, and community are at the 
top. We are here to make their lives better.” n

a Delicate Balance: teach, not Preach

Dan hale and rick Bennett learned years ago 
in Florida not to go in like gangbusters and 
tell people what they ought to be doing. ‘We 
got some very good advice right from the 
beginning,” says hale. “Wherever we start a 
program, we don’t just roll it out and try to im-
pose it on a congregation or a community. First 
we have to build relationships, listen to what 
people want and what works for them.”  

although the basic curriculum might be the 
same, the approach can differ considerably. 
“some congregations are very comfortable 
actually taking time right during the service to 
provide information and resources,” says hale, 
who thinks this works better because there’s 
a captive audience. “if they say, ‘Come at a to-
tally different time to hear about diabetes,’ and 
you don’t know you’ve got diabetes, then why 
are you going to come?” at one synagogue in 
Florida, he adds, “One program on depression, 
in the middle of the shabbat service, took 
about 15 to 20 minutes, and some people in the 
congregation grumbled about that. the next 
time they did a program, the rabbi said, ‘We’ll 
hold it immediately afterwards.’ But he added, 
‘i don’t want anyone to leave!’”  

the first step is to listen, say hale and Bennett. 
in Florida, three african american congrega-
tions “really wanted one white cardiologist to 
speak,” says hale, “because he was the son 
of a Baptist preacher,” and a great speaker.  
Making the program work has so many good 
benefits for both patient and doctor, he notes: 
“if you have patients who come in already 
knowledgeable about their condition, and 
who know how to be engaged in their own 
care, that makes our work easier and better. i 
think we would all agree that the best medical 
care occurs when you have patients who are 
informed and engaged, along with a physi-
cian who’s informed and engaged.” this year, 
one of the churches was in turner station, a 
largely african american community in south-
ern Dundalk. the young doctors who spoke 
there “got to see what that community is like.  
When you have a chance to talk to people, to 
understand them and their situation, it’s got to 
improve what you do.”

“ We don’t just roll it out and try 
to impose it. First we have to 
build relationships, listen to 
what people want and what 
works for them.”  




