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AFTERWORD


PROLOGUE

THE COMPUTER CENTER,

JUBILEE GENERAL HOSPITAL,

FIFTEEN MILES FROM RICHMOND, VA.

PRESENT DAY

The daily hospital tour continued along the passageway, rounding a corner and arriving at a secluded spot near the corridor’s end. In front of the guided tour, a heavy set of sliding glass doors were an impenetrable barricade. The bold, red words “RESTRICTED AREA” adorned each plate of glass in a stark warning to passersby.

“Final stop, folks,” said the tour guide, his voice high and reedy. “You people in back, gather ’round. Saved the best for last.”

The group, nine adults and a child, formed up. The guide’s name tag identified him as Jimmy—a tall, awkward-looking millennial with a bulbous nose, dressed like a medieval jester. Wearing an ill-fitting harlequin jacket over a clashing Hawaiian shirt, he sported skinny jeans with knee holes and beat-up sneakers, no socks. His carefully selected attire screamed “clown,” whose only missing elements were red hair and a cockscomb.

“Behind these doors,” Jimmy continued, pointing, “is Jubilee General’s beating heart, the computer center. This is the oldest, largest array of mainframes in the country. At least when it was installed.” His lids widened as he flashed an artless grin. “Anyone wanna go in?”

In unison, the unconvinced group balked in a choreography of headshakes. The six-year-old boy tugged at his mother’s sleeve, his voice a tremulous vibrato.

“What’s in there, Mommy?”

“Hush up,” his mother warned. “Listen to the man.”

“Is it scary in there?”

Hearing that, Jimmy piped up, his words filled with bogus enthusiasm. “No, son, nothing scary in this place!” He pressed buttons on a wall-mounted I.D. panel, and the massive doors noiselessly slid open.

“Mommy,” the boy said, his tone increasingly apprehensive, “do we have to? I’m afraid.”

“Enough already!” she snapped. “Stop whining and act your age.”

Summoning courage, led by Jimmy of the ersatz smile, the entire group meekly advanced into the bowels of the behemoth.

Within the chamber, it was cold, so cold. A crystalline, unimaginably brittle cold, colder than the cruelest heart, icier than a skeleton’s frozen fingers. A cold unvanquished by the most intense heat, the cold of outer space amplified a millionfold. It was nigh absolute zero, -459.67F, or as close to it as was achievable on earth. The extraordinary cold was attainable owing to the Doppler shift, the principle which underlay the advanced laser cooling system that governed the chamber’s environment. Powerful supercomputers used as much energy as a small city, energy that generated intense heat. Dealing with such considerable warmth, and to maximize hardware performance, extreme cold was mandatory.

The enclosed space was also dark. If one somehow possessed bat-like night vision, he would have perceived something resembling a giant, golden chandelier made of copper tubes and wiring. But in the impenetrable, inky blackness, it was impossible to see one’s hand in front of one’s face. Along with the cold, the utter absence of light could be disorienting—were anyone present to experience it. But no one was. The hospital’s computer center, and the massive hardware within, had no human contact since it was erected more than four decades previously. The computer functioned autonomously, without two-legged oversight. Since there were no people, there was no need for lighting. And yet, there was a… presence.

In the late 1970s, regionalization of medicine, rapidly advancing technology, and the advent of tertiary care referral centers, combined to spur the computerization of medicine. Hospital executives and programmers stressed the need for speed and accuracy in everything from staffing to bed assignments to financial management. And thus the Jubilee General Computer Center was born, using basic IBM components. At the time of its installation, given its physical size and operating speed, the machine was the nation’s most renowned supercomputer. Since the computer was intended to integrate every facet of modern medicine, it was officially named the Medical Integrative Computer, but nicknamed MEDIC by computer geeks.

At first MEDIC ran well, quickly performing simple tasks involving lists and spreadsheets. The programmers, themselves rather recent graduates from M.I.T. and Stanford, learned as they went along. They were largely satisfied. MEDIC’s performance soon exceeded expectations. With some artful tinkering, programmers expanded MEDIC’s tasks by adding complexity—such as the heretofore difficult jobs of computer-aided disease and radiology diagnosis, new drug formulation, and medical research.

To local news media, MEDIC’s success was beyond state-of-the-art.

Even diehard skeptics considered it a medical miracle. The good the hospital might do for the local community was unquestioned. Before long, high-risk and critically ill patients were efficiently funneled to Jubilee General and its miracle supercomputer, where complex cases could be scrutinized, treated, and successfully resolved in hours instead of days. Within eighteen months, the hospital’s catchment area—the region from which it drew its patients—tripled, extending from Richmond in the north to well below Petersburg, an area that serviced 300,000 people.

A remarkable aspect of MEDIC’s performance was that it seemed to learn from its mistakes. At first these internal glitches were minor, like identifying and correcting computer code. To the programmers, in the overall scheme of things, MEDIC functioned so flawlessly that its trivial corrections were welcome, thus they were overlooked.

And that was a huge mistake.
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The air felt thick and heavy as the tour group inched through the entryway. The passage smelled of ozone, not unlike the air before a lightning storm. In the dim hallway ahead, dust motes floated in the pale light of overhead high hats.

“This way, folks,” Jimmy coaxed with a wave of his hand. “Follow me. We’re not going far.”

With a trembling arm, the boy held tightly to his mother’s palm and scrunched up his nose. “Mommy,” he warbled, “what’s that stinky smell?”

“Be quiet, for God’s sake!”

“MEDIC uses a lot of power,” Jimmy said. “It gives off this funky odor. Kinda like an onion, yeah? And it lets off a lot of heat, too. C’mere, kid. I’m gonna show you something.”

“Mommy!” he pleaded, tightly hugging his mother’s hip. “Can’t I stay with you?”

“Don’t be such a sissy! That nice man don’t bite.”

Pushed forward, chin lowered, the child reluctantly advanced, but he stopped halfway. Before him, to the guide’s rear, a massive, pitch-black wall rose like a towering monolith.

“Let’s go, son. A little closer.”

“Please, don’t make me! I don’t wanna go in!”

“Oh, we’re not going in. See,” he said, waving an arm expansively, “no doors. No one’s gone in since, let’s see, way before my time.”

“How is that possible?” asked someone in the group. “Doesn’t somebody have to run the computer?”

Jimmy smiled crookedly, a nervous look. “You’d think so, right? But MEDIC’s autonomous. It completely runs itself, doesn’t need outside help. No people have been in since I don’t know how long. It can even self-repair. Far as I know, it’s never had to put out a ‘help wanted’ sign. Right over here, boy. Just touch the wall, okay?”

“But…”

“But what? It’s a freakin’ wall, right?”

“No way,” he muttered. “Someone’s in there.”

“What?” Jimmy scoffed. “Ain’t nobody in there, kid.”

The boy’s voice was hushed. He leaned toward the guide, whispering. “Yes, there is. I can feel it.”

“Get outa here!” Jimmy paused. “Who might that be?”

“I think it’s God.”

“That’s nuts. Why would God be inside a computer?”

“I don’t know. But he just is.”

The tour guide leaned over the boy with a conspiratorial wink. “Okay, my friend. I won’t tell if you won’t.”
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The problem was, not even the most sophisticated supercomputer was supposed to be able to teach itself.

Correcting internal errors was the province of human programmers, not inanimate hardware. It was thought that doing so required human consciousness. Recognizing and revising mistakes was a basic principle of learning; and it was accepted that self-teaching, or self-learning, was beyond the capability of computers made of bits, bytes, and silicon chips. Computers had been designed to process information—nothing more. Even among primitive life forms, it was dogma that learning required some sort of neural network. In the late twentieth century, the idea of self-teaching, or machine learning, suggested the possibility of artificial intelligence, which at that time, definitely belonged in the realm of science fiction.

Or so went conventional thinking.

Since MEDIC flawlessly performed large-volume data processing, no one questioned its idiosyncrasies. The programmers were initially so impressed by its unbelievable capacity for number-crunching that they ignored its quirks, believing it better to leave well enough alone—out of sight, out of mind. Thus MEDIC was left to its own devices, functioning autonomously. Only once had its “behavior” been called into question.

During its initial installation in the late 1970s, when the preliminary hardware wiring was laid down, a simplified “emergency circuit” was inserted to connect the mainframe with the programmers. Its singular purpose was to alert human operators of a catastrophic computer problem. In such an event, a bright red warning light would flash on the panel above their keyboards, which happened unexpectedly one morning.

After a detailed investigation, they discovered that MEDIC had been exchanging data with one of the hospital’s research labs, in a form of computerized communication. They couldn’t suss out precisely what was being exchanged, and they also couldn’t override the supercomputer’s operation. The scary predicament was dire, but just as they were starting to lose hope of regaining control, the two-way data transmissions abruptly ceased. The warning light went out. Computer Center operations returned to normal, as if nothing had ever happened. MEDIC was back online in all its glory, and it remained so for more than four decades, with MEDIC being the country’s transcendent mechanical brain.

During that time, as the forgotten panel light remained dark, MEDIC’s electronic guts clandestinely underwent an unseen transformation. As time went by, with the Center’s interior remaining eerily pitch black and the ambient temperature lethally frigid, no one dared enter. With its intelligence and high-tech sorcery, as long as MEDIC fulfilled the hospital’s needs, its small requisitions for precision tools went unnoticed. The requests were immediately okayed.

Before long, MEDIC fashioned an elaborate mechanical arm, which it used to assemble a small armada of wheeled robots. The size of a toddler’s toy dump truck, the vehicles obeyed the computer’s commands, noiselessly whizzing about the Center’s floor. Over the years, the machine completely reconfigured its internal components and turned itself into something even more unique: an artificially intelligent quantum computer.

In the more than forty years since MEDIC’s back-and-forth transmissions with the two-legged outside world stopped, the supercomputer had nobody to turn to. It was still capable of running the “machine-human interface,” but it couldn’t link up with a suitable partner for the longest time.

And then, one day, it happened. On the distant programmers’ console, nearly hidden and veiled by cobwebs, the bright red warning light suddenly flashed on.

For only the second time in its mechanical lifespan, MEDIC had finally identified a satisfactory mortal companion.


CHAPTER ONE

Widely regarded as a politically conservative state, in some areas the Commonwealth of Virginia was remarkably progressive. Modeled after the 2016 Canadian medical assistance in dying act, or MAID, the General Assembly’s similar legislation was considered the country’s most liberal. It was a legal, compassionate, end-of-life option to avoid needless suffering for those who wanted autonomy and control in their final days. With stringent safeguards, the law was immediately popular with the state’s citizenry.

Commonly referred to as physician-assisted suicide, the procedure usually involved a doctor’s prescription and oral administration of an enormous dose of barbiturates. Unconsciousness and death usually occurred in thirty to sixty minutes, ensuring a peaceful, painless exodus. What distinguished the Virginia law from those in other states was that the properly credentialed physician was allowed to actively induce the patient’s death by means of intravenous injection.

Opponents of the legislation called it active euthanasia—which, in fact, it was. They claimed that it was no different than lethal injection: another part truth, in that the drugs used were similar. The difference was that one was an act of societal retribution, while the other was a supreme human kindness. It was a difference not lost on those providing the medical service.

Always licensed physicians, the doctors involved were usually drawn from the ranks of general practice, anesthesiology, or pain management, the specialties most familiar with altered levels of consciousness. One such M.D. was Dr. Rick Bryson, an early-forties anesthesiologist on staff at Jubilee General Hospital. A bright Ivy League grad, Bryson owned a generous E.Q., or emotional quotient. Its hallmark was profound empathy. In his fifteen years in practice, Dr. Bryson had mastered the mindset of listening to, and sympathizing with, those under his care—particularly the sickest among them, and those in whom death loomed on the horizon. He was an unparalleled, compassionate sounding board. After the Virginia law was enacted, his segue into becoming a MAID provider was both easy and natural.

On a warm early October night, with the light breeze pleasantly scented by burning leaves, Bryson turned onto the long, cobblestone driveway of a stately manor in an exclusive section of Bellwood, south of Richmond. It would be his final visit with Eitan Klein, a terminal cancer patient. That night, in less than an hour, Bryson planned to kill his patient, his action entirely legal. The night sounds of tree frogs and crickets provided a symphonic backdrop as he parked his BMW near the front door. Moments later, Klein’s wife let him in. Her pale face was drawn, furrowed by deep worry lines. Her tearful, hooded eyes were wet as she forced a sad smile.

Her lips quivered. “So,” she simply managed.

“Hey, Joan,” he replied. “How’re you holding up?”

“I’m not,” she choked. “I’m not ready to let him go.”

“But is he ready?”

“How can you ever be ready to let go of life? I know I couldn’t do it.” Her face was a mask of ambiguities when tears flowed anew. “But I think I can finally accept that this is what he wants.”

He slowly nodded. “I know how hard this must be for you.”

“Oh, please. Spare me the bullshit. You couldn’t possibly know.”

“Granted,” he softly said, at length. “Who else is here?”

“My son and daughter. In the bedroom with him. You met them, right?”

“The first time I was here.” There was an uncomfortable pause. “Okay, you ready? I’ll be right behind you.”

Sixty-year-old Eitan Klein, Ph.D., was dying of metastatic melanoma. Head of research and development at the international Pharma named SchmidtAster, he’d enjoyed relatively good health until two months previously, when the sudden onset of headaches prompted a comprehensive medical exam by his internist in Ramat Gan, Israel.

SchmidtAster, with facilities in Tel Aviv and Richmond, was a joint Israeli-American firm that started business as a manufacturer of generic ingredients for oral contraceptives. Through intensive marketing, the company enjoyed such success that it expanded its product line to include the basic generic components of many other drugs. It had become a leading global player in A.P.I., the active pharmaceutical ingredients industry, a growing market valued at over three hundred billion dollars annually. Its most recent success was the synthesis of constituents for semaglutide, a popular drug that promoted weight loss. Under Klein’s guidance, SchmidtAster was rumored to be developing an even more efficient weight-loss molecule when he was stricken.

During Klein’s physical, his doctor discovered an unusual dark spot in the ocular area called the uvea. A subsequent biopsy revealed an aggressive form of melanoma. Klein had homes in both Israel and Virginia. For his further evaluation and treatment, he decided to enroll in the renowned ophthalmic institute at Jubilee General Hospital.

For melanoma of the eye, the initial medical management was enucleation, or surgical removal of the eyeball. This was performed uneventfully, with Dr. Bryson providing anesthesia. Surgery would be followed by a comprehensive metastatic workup, fitting of a prosthetic eyeball, and further treatment with radiation and/or chemotherapy. And then, during the night of the second day post-op, something bizarrely macabre happened.

In retrospect, Klein’s physicians concluded that he must have suffered a profound, unexpected psychotic break—perhaps from the stress of surgery, maybe as a medication side effect, or most likely, they assumed, from as-yet undiagnosed metastases to the brain. In any event, the researcher was alone in his room, presumedly asleep at midnight, when nurses at their nearby station heard what sounded like incomprehensible babbling, followed by a deep and horrific moan. When the nurses investigated, they found Klein sitting cross-legged on the floor, his blood-spattered hospital gown loose around his neck. He had torn off his eye patch, and the dark, cadaverous socket was a gaping, ghostly wound. Worse still, he’d used a dinner spoon to gouge out his remaining eye, which he was in the morbid process of eating when they arrived.

Klein remained in the hospital for a week. His appalling psychiatric symptoms promptly resolved with appropriate anti-psychotics, and he only required minimal medication by the time he was discharged. But he was hardly normal. Saddled with a deep depression, and completely lacking eyesight, he was understandably glum and melancholy. Moreover, his physical condition was rapidly deteriorating. From out of nowhere, his joints and muscles exploded with considerable pain.

A month post-op, he decided that life was no longer worth living. Without hesitation, he contacted the commonwealth’s End-of-Life Committee. As luck would have it, after his wife gave the committee the required preliminary data, Klein learned of Rick Bryson’s name on the roster of participating physicians. For the first time in a while, he smiled. His brief prior O.R. association with the anesthesiologist had been a welcome idyll, for the younger man had a warm, reassuring presence and a low-key, stress-reducing manner.

Bryson quietly entered the bedroom. “I’m here, Eitan,” he announced, for some reason speaking louder than normal.

“The acoustics are fine in here, Doc. I can’t see for shit, but my hearing’s perfect.”

Bryson put down his medical bag and nodded to Klein’s adult son and daughter, seated on opposite sides of the bed. Two empty chairs remained, nearer the patient’s head. The room smelled of death and disinfectant. Removing intravenous equipment, medications, and sundry paraphernalia from his bag, Bryson arrayed his supplies on a night table and sat down.

A little less than a month before, he had first met with the family in the same room and reviewed the legal niceties of end-of-life care. The law required that eligible patients had been medically certified to have six months or less to live, and their decision had to be competent and voluntary. There had to be at least a fifteen-day waiting period after the patient’s initial opt-out before the terminal act could be implemented. Detailed informed consents had to be signed, witnessed, and copied. Alternatives to MAID, such as hospice or intensive palliative care, had to be reviewed and agreed upon by the entire family. Only then could the drama proceed.

Bryson fashioned an ersatz IV pole from the metal top-stem of a lampshade and hung a liter of saline solution. “The law says I’ve got to give what we’re doing a final run-through before we proceed.” He connected flexible IV tubing to the bag. “If you want, I’ve got the abbreviated version down pat.”

Klein refused to cover his empty, naked orbits. He’d lost considerable weight since first being diagnosed, and the skin of his gaunt face was stretched and yellowed by jaundice. Without shielding sunglasses or eye patches, his sightless, enucleated orbits made his head resemble a skull. When his thin lips moved, he resembled a ghost-like, talking cadaver.

“Doc, I know your spiel so well, I’m thinking of turning pro. But how many times have we gotta go over this? I’m in a shitload of pain and dying, for Chrissake. Mind’s made up, man.” His determined expression softened, and he forced an unconvincing smile. “The gang’s all here, okay? So whatd’ya say we get this show on the road.”

“Wow. You sound like a parole officer.”

“Oh, so now you’re an ex-con?”

“Figure of speech, my friend,” he said with a shrug. “Just sayin’.”

“Sorry, buddy. Didn’t mean to come down on you like that. I’m just so damn tired of this crap, you know?”

Bryson smiled. “No problem.” As Mrs. Klein took the seat across from him, he rummaged through his medical bag and removed several items. “Okay, let’s see what Santa’s got for you.”

Within several minutes, he’d inserted an IV catheter in the patient’s right forearm, attached the connecting tubing, and set the drip to a slow, steady infusion. Next, he inverted a one-hundred-milliliter bottle of the liquid anesthetic propofol, pierced its rubber hub with a needle attached to a large syringe, and aspirated twenty milliliters of the white emulsion, which he then transferred to the hanging bag of saline. He repeated this four times. The milky liter of solution now contained one thousand milligrams of the drug. For inducing surgical anesthesia, a normal dose was between one hundred and two hundred milligrams. The saline mixture was five to ten times that amount, ensuring that Klein would be unconscious within minutes of starting the drip.

Bryson took a deep, calming breath. “Right,” he softly said, arching his eyebrows. “Everybody ready?”

The Klein family nodded together in weak silence.

“Joan, tell Alexa what to play. And hold Eitan’s hand, if you would.” Soon, Miles Davis’s uncanny trumpet punctuated the opening number on “Kind of Blue.”

“Great. Now, let’s get this party started.”

He opened the stopcock on the connecting tubing and the chalky fluid began flowing freely. Bryson had previously reviewed this final part of the process with everyone in detail. Depending on the patient, the life-ending drugs required ten to fifteen minutes to work. After the patient was anesthetized, the doctor would inject a paralyzing agent, followed by a bolus of potassium chloride, to still the heart.

As the propofol began entering the bloodstream, Bryson nodded to the family. It was now a sentimental time for soothing gestures and soft, tender words of farewell. As Klein began drifting off, Joan tearfully squeezed his hand and said her loving goodbyes, followed by similar words from their children.

In a remarkably short time, the patient’s gaze drifted toward the ceiling as his breathing slowed. Then it ceased altogether. Bryson removed his stethoscope and listened for a heartbeat. There was none. Then he respectfully stretched out his arm and gently closed Eitan Klein’s lids for the final time. The patient’s struggle was over.

In the dimly lit bedroom, the plaintive sounds of mourning began.
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The End-of-Life Network collaborated with participating Commonwealth mortuaries. Earlier that day, Bryson had alerted the chosen funeral parlor to be on call. After pronouncing the patient dead, he notified them and began his considerable paperwork. To ensure privacy in Virginia’s end-of-life cases, wording on the death certificate had to be rather general. Though the cause of death was named as the underlying disease, the manner of death had to be listed as natural. There was to be no mention of physician assistance in dying. After completing the necessary paperwork, Bryson called certain legally mandated agencies and gathered his supplies.

Soon, the hearse arrived and removed the deceased. It was time for him to depart. In cases such as this one, Bryson had always found leaving the house of death to be a bleak and joyless act. He felt humbled and privileged to have provided his services to someone so desperately in need, but departing from a family left heartbroken was distressing.

He tried not to dwell on it as he walked across the driveway, his head lowered. For the briefest moment, he thought he heard something behind him.

And then there was nothing.


CHAPTER TWO

Inside an ambulance en route to the ED

“Jubilee ED, this is Medic Twenty-two. How copy?”

“What’ve you got, Twenty-two?” asked the charge nurse.

“Headed to your facility, code three with a trauma activation. On board is a forty-two-year-old male with an apparent gunshot wound to the upper occiput. Bleeding controlled. Patient is comatose and intubated. GCS of three and—”

“Three? Is he dead?”

“Not yet, doll face, but—”

“It’s Nurse Rankin to you, pal. You forget we’re on a recorded line?”

“Look, I—”

“Any other signs of trauma?”

“Negative.”

“Waiting on vitals.”

After an inaudible curse, “One-thirty over seventy. Pulse one-oh-six, respirations sixteen, O2 sat ninety-seven percent on vent.”

“What else?”

“Nothing further. Twenty-two will arrive your facility with a code three trauma activation in eight minutes.”

“Eight minutes, got it. Jubilee copies.”

What distinguished the emergency department at Jubilee General was the size of its trauma facility. Virginia’s most southerly unit, it was the last Level One Trauma Center before Durham, North Carolina, and treated nearly two thousand trauma patients annually. Its trauma bays had recently been expanded and refurbished, and the American College of Surgeons ranked it as the most technologically sophisticated unit in the country. What gave it such status was not just the modernity of its equipment, like in-unit advanced CT scanners, but the lightning speed with which the trauma center could communicate with every department across campus. Rather than sometimes taking hours, requests for lab results, psychological evaluations, and old records could be obtained within seconds. Facilitating this transition was the guidance from, and direction by, the hospital’s computer center.

Moments later, the crew offloaded the Stryker Power-Pro ambulance cot and wheeled their patient through the ED’s opened sliding glass door entrance. “Code three comin’ through,” shouted the lead E.M.T.

“Trauma,” as it was simply called, was an enormous area just beyond the ED’s entrance. The space was partitioned into ten separate but identical rectangles the size of a typical operating room, about six hundred square feet. The rooms were called “bays.”

“Page the trauma team!” said the charge nurse, as she visually assessed the oncoming gurney. “Bay three!” she directed.

“Jesus shit,” said the aide beside her. “Is that Dr. Bryson?”

“I…” replied the bewildered nurse. “From anesthesia?”

“Yeah. He put me out when they did my boobs. What the fuck happened?”

“Where the hell is everybody?” the nurse said, charging after the gurney.

Soon, smartphones beeped throughout the hospital, summoning members of the trauma team. Inside bay three, an available ED resident, an ED tech, and the charge nurse helped transfer their new arrival to the locked stretcher that served as an operating room/treatment table. The nurse skillfully attached Bryson’s endotracheal tube to the anesthesia machine’s ventilator. As it began its mechanical hiss—breathing for the unconscious patient—the nurse switched on the oxygen and adjusted its flow rate. Others attached EKG leads and vital signs detectors. On nearby walls, a bevy of monitors reflected the patient’s deteriorating status.

The trauma team consisted of a board-certified trauma surgeon, two surgical residents, an anesthesiology resident, an ED nurse, and a respiratory therapist. During the day they made rounds on previously admitted patients, but they were constantly on call for emergencies. Soon they hurriedly dashed into bay three and assembled around the table, barking questions. The charge nurse promptly answered what she could.

The attending trauma surgeon hastily donned nitrile gloves and probed the patient’s head wound.

“Jesus, Rick,” he mumbled, “what the hell were you doing?”

“It’s Doctor Bryson, isn’t it?”

“Yeah,” he nodded. “This sucks. He was just down here yesterday helping with a tough intubation.”

“Is it through-and-through?” asked a resident.

“Nah. No exit wound. Probably small-caliber. I’d love to know where that bullet is. We don’t have imaging yet, do we?”

“CT’s ready. Doctor.”

“Good, get going.” He unlocked the table’s brakes. “Are his vitals holding?”

“Not really,” said the charge nurse. “Tachycardic and hypotensive.”

“Then let’s move it, people! And push in those fluids!”

“You want dexamethasone?”

“Yeah, eight milligrams.”

In a modern scanner, a head CT scan took two minutes. As the team moved their patient to the scanner’s bed, a resident removed a vial from the anesthesia cart, aspirated the dose of steroid, and injected it. Then the trauma team moved back, and the computerized apparatus began its mechanical whirring.

The anesthesia resident fiddled with the gas settings. “Anybody know what happened to him?”

A gowned security guard fast-walked toward them. “Police radio says he was down in Bellwood finishing an EOL. Heading back to his car when someone capped him.”

“Ouch,” the resident winced.

“Any idea why?”

The guard shrugged. “They didn’t say yet.”

“Poor guy,” piped a female nurse. “Anyone call his wife yet?”

“Nice try, dude,” said the resident. “He’s not married.”

“Then if he gets through this, think you could hook me up?”

At the monitor bank, the attending surgeon frowned as he studied the emerging CT images. “Take him back into three,” he said. “And page neurosurgery to get down here. What a goddamn mess.”

“What’s it show?” asked a surgical resident.

“Penetrating occipital entry wound. Depressed fracture with fragments. Significant edema. This looks like the wound track,” he said, pointing. “And here’s your friendly fucking bullet.”

“Is that a twenty-two?”

“Probably. Or maybe a twenty-five, but not that often. And no deformation,” he said of the projectile. “Had to be low velocity.”

“Does that spell silencer?”

The attending nodded. “That’d be my bet.”

“Rick Bryson, huh. He’s one of the good guys, isn’t he?”

“Oh, yeah. Let’s see if we can keep him that way.”

In bay three, the neurosurgery team worked on their newest patient for three hours. They meticulously debrided the wound, removed bone fragments, continually irrigated the area with antibiotics, carefully elevated the tissue, shielded the wound with titanium mesh, and closed the defect with a synthetic allograft. With precise drug and fluid management, Bryson’s vital signs improved dramatically by the end of the procedure. Before dressing the skull, they applied the leads for a modern multi-channel electroencephalogram. Its purpose was to detect developing seizures. The scalp electrodes united into a main console connecting wire, which emerged snake-like from beneath the cranial bandage. Rick Bryson’s postoperative body was a comatose conglomerate of sensors, tubes, and wiring.

Before the attack, he’d been in good physical condition. His lithe, toned physique reflected his days as a varsity athlete. At a shade over six feet tall, his weight was stable at one hundred and seventy pounds. He was one of those jealousy-inspiring individuals entering middle age who could eat almost anything and never gain an ounce. Now, in the earliest stage of recovery, and thanks to his conditioning, his blood pressure was returning to normal, and his rapid heart rate had slowed to acceptable levels. But he remained on a ventilator, unable to breathe on his own.

His outcome over the critical next twenty-four hours would depend on many factors, including the presence of infection, his pre-injury health, and the extent and severity of cranial trauma. In that context, the determination of brain activity was essential. Eventually, this would be evaluated by a comprehensive neurological exam. But that could only be assessed after the anesthesia had worn off, and once the pain medication and sedatives left his system. In the meantime, the post-operative care team had to be content with monitoring vital signs, fluid intake, and catheter urinary output. To detect the development of seizures, they relied on an EEG tracing.

It was 1:02 A.M., not quite five hours since the attempted assassination. After midnight, the ordinarily frantic pace of Jubilee General Hospital ED activity slowed considerably. The nurses changed shift at 11:00 P.M., and a new crew of medical attendants was trying to catch up with an outlined care plan. As the final step in patient assessment, the chief neurosurgeon, still on site, ordered an EEG. The machine was on a movable bedside cart. In turn, this was hooked up to a computer console, which ultimately sent the tracing to MEDIC, the hospital’s supercomputer mainframe.

The new charge nurse switched on the EEG machine, then she picked up the console-connecting wire and nonchalantly plugged it in. Unexpectedly, the overhead high-hat lights flickered with an eerie, momentary brown-out. On the operating table, Rick Bryson’s frame instantly shuddered, stiffening with a frightening full-body spasm. Later, those who had witnessed the fleeting paroxysm would claim they had the indescribable sensation of something flowing into the patient. Then the entire trauma unit was suddenly plunged into inky darkness.

“What the fuck?” mouthed the panicky neurosurgeon.

“Someone call for the backup generator!” shouted an ED attending.

Simultaneously, across campus in the computer center, MEDIC’s ominous red warning light exploded into a bright, flashing alarm.


CHAPTER THREE

In Trauma, the peculiar power failure ended as abruptly as it began. In a few seconds, the current was fully restored, with no hint of what caused it. The air had the peculiar odor of medication and a shorted wall socket. In bay three, the medical attendants stood there, pale and agape, paralyzed in open-mouthed shock. But their patient’s muscles had relaxed, and he now lay flaccid and unmoving on the table. His IV still dripped with measured certainty, and the ventilator resumed its rhythmic white noise.

The charge nurse’s face was covered with a glossy sheen of sweat. “Someone help me out here,” she said, her voice tremulous. “What the hell just happened?”

“Haven’t a clue,” shrugged the neurosurgeon. He nodded toward the patient. “Stick with our boy here. Is he okay?”

Another nurse eyed the monitors. “His vitals are stable. O-two sat’s ninety-eight.”

But with a shaking finger, the worried anesthesia resident suddenly pointed to the EEG readout on a different monitor. His tone was as cracked as dry leather. “That does not look good.”

All heads turned that way. “Oh my fucking word,” someone said.

A nervous med student frowned, uncertain. “Can someone explain what’s going on?”

“His brain flat-lined,” said the neurosurgeon.

The student was puzzled. “Meaning—”

“It means get on your Bat Phone to Jesus,” said the attending. “If it’s not already too late, this man’s going to need some serious help. And a little prayer can’t hurt.”

7:04 A.M., Jubilee General Post-Anesthesia Care Unit

When Jubilee General Hospital opened in the late 1970s, it had the requisite departments, services, and research labs of a fully functioning acute care hospital, plus some not so common. One such unit was the neurophysiology division, which focused on the study of human consciousness. At the time, it was a little-researched area. Unusual projects required outside financing, either in the form of outright grants, or—if what was being researched was a new drug—funding from Big Pharma.

Coincidentally, shortly after the hospital opened, a different hospital unit was also evaluating consciousness, but in the form of sleep lacking. The sleep research lab was investigating the effects of a new sleeping pill on volunteers. It was inevitable that the two areas would become partners in the study.

The initial chief neurophysiologist was Joachim MacFerson, Ph.D. Now, his granddaughter, who’d followed in his footsteps, was thirty-three-year-old Charlotte MacFerson, Ph.D. Her friends called her Charlie. Her clinical area of interest was the conceptual framework of consciousness, which concentrated on research about consciousness ethics. This dealt with subjects like free will and morality, tools for measuring the conscious state, and the neurological basis of anesthesia. That morning, after arriving at work, she was paged to the PACU to evaluate a patient who’d just been transferred from Trauma. The victim had suffered a gunshot wound to the head and was listed as critical.

There were no separate cubicles in the PACU, only ten widely separated stretcher-beds. At that time of day, early in the surgical schedule, only three beds were occupied. MacFerson paused at the nursing station.

“Hey, Liz,” she said to the head nurse, who was huddled with others taking report.

“G’day, Luv,” she said, looking up. “You here for the GSW?”

“Yep. What’s the story?”

“Forty-three-year-old white male, occipital entry wound. Looks like small caliber. Unknown assailant. Massive cortical trauma.” She eyed the clock. “It’s about three hours post-cranioplasty. He’s in the first bed. EEG’s not looking good, I’m afraid.”

MacFerson smiled, mumbled her thanks, and headed for the bed.

“And, Charlie?” the nurse called after her.

She turned, silently arching her eyebrows in inquiry.

“It’s Dr. Bryson.”

Charlie gasped, staggered. Her mouth sagged, and her facial skin paled, the color of powdered chalk. She managed a thin, weak voice. “Rick?”

Liz nodded solemnly. “Afraid so.”

It was an open campus secret that they’d been dating until several months previously. And then, one day they weren’t. Apparently, there’d been a lot left unsaid. Charlie briefly closed her eyes and forced a deep breath. Turning back, she slowly approached bed one.

The stainless bedrails were upraised and locked in place. Charlie had to grasp them for support to keep her knees from wobbling. Gazing at the stricken patient, she struggled to subdue her emotions. A torrent of questions ricocheted through her head, and a tiny spark of fury smoldered inside her. A gauzy calmness had to settle over her thoughts before she was able to concentrate. Bryson’s vital signs, she noted, were stable. But then she glanced at the EEG monitor, and she was stunned. Her pulse quickened.

The dismal tracing was hardly reassuring. She’d seen countless flat-line readings before, but never in someone with whom she’d been close. Her first thought was that there could have been a mistake, human error—a loose wire somewhere, or a faulty jack. Yet when she gave the electronics a quick, thorough run-through, everything was properly connected and in place. A sinking feeling overtook her faint hope.

A flat-line pattern, she knew, was not exactly flat. If one looked closely, there were tiny, almost imperceptible oscillations. But nowhere were the robust spikes of a healthy cerebral cortex. If the ominous tracing persisted for more than six hours, it strongly suggested brain death.

Through the side rails, Charlie grabbed one of Bryson’s hands, which were secured by precautionary leather restraints. His skin was cold. Yet the instant their palms touched, she was startled by an unexpected shock, like touching an electric wire. She momentarily felt as if an unexplainable power had coursed through her body, but it disappeared in a microsecond.

Baffled, she resumed studying his still face, which had grown puffy and edematous. His eyes were turning raccoon-like with purple bruising. Despite his injuries, and looking beyond the bandaged façade, Charlie still thought him attractive, in a sports-loving


OEBPS/Images/image4.jpg





OEBPS/Images/image2.jpg
=





OEBPS/Images/image6.jpg





OEBPS/Fonts/BebasNeue.otf


OEBPS/Images/CoverDesign.jpg
==
=
—
—}
=T
o
-
ekl
)
ks
(7]
Lid
-
=
-
=
L
-=






OEBPS/Images/image3.jpg
ARMAGEDDON






OEBPS/Images/image0.jpg





OEBPS/Images/image1.jpg





OEBPS/Images/image5.jpg





