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	Dedication

	For Aunt Joan (1931–2009), who was always quick to encourage me, and foretold that I would achieve my goal of writing to a general audience—though not until later in life.

	 

	Epigraph

	And we know that in all things God works for the good of those who love him, who have been called according to his purpose. 
—Romans 2:28 (NIV)
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	Preface

	This is a true story about my wife’s serious case of Guillain-Barré Syndrome (GBS), a rare autoimmune disorder, and how I coped with it. The story tightly follows the timeline running from November 18, 2020 through August 18, 2021, with relevant details through mid-2022. 

	In preparing this account, I relied very heavily on text messages that I sent and received using my cell phone during the period. I “tapped” on my cell phone to create notes files (usually taking the form of status reports), then copied and pasted the content into the bodies of text messages. I then sent the messages to recipients on various distribution lists. 

	Prior to developing the story, I acquired software that allowed me to restore a trove of text messages archived by my wireless carrier. During development, I edited the messages only minimally to ensure that they retained a sense of immediacy. I was also able to obtain my wife’s detailed medical records from hospital patient portals. Given the text messages and medical records, I was able to reconstruct an accurate account of her journey along the timeline, through crisis, recovery, and rehabilitation. I could never have written the story without these sources. 

	Included in this book are statements about the history, nature, diagnosis, and treatment of GBS, as well as related topics. The statements, which are of a general nature, are based on my recollection of conversations with medical practitioners, supplemented with my own internet-based research conducted as the crisis unfolded. 

	During the later stages of development, I employed an AI-based tool (ChatGPT) that greatly facilitated the validation of medical-related statements against published research available from sources such as PubMed, and I updated content from earlier drafts as needed. While I am not a medical professional, I am confident that these statements align with commonly held views at the time of publication. 

	Interwoven with the medical reporting are my personal memories, thoughts, and reflections. These are offered primarily through the device of narrative flashback. I experienced some of these flashbacks concurrently with the timeline of the book; others surfaced later from deep-seated memories—a result of the transformative process of writing. This makes the work more than just a medical case study. 

	 

	Chapter 1: Out of the Blue

	In earnest, I began my text message on the morning of Wednesday, November 18, 2020. 

	MOM IS NOT WELL 

	I used our family group messaging list, SevFam, to simultaneously send these words and a brief explanation to the group that included my three children, their spouses, my wife Harriett, and myself. We used the distribution list for pleasant communications about grandchildren, humorous topics of the day, and occasional bits of social commentary.

	This message was different indeed, and my tone made it clear that I was deadly serious—something was very wrong with my wife—mother of my children, the center of my life. 

	I had brought Harriett to a walk-in clinic we used in nearby Hudson, MA. With COVID-19 raging, I was not allowed in the building, so I waited in the parking lot. The nurse practitioner (NP) on duty took only minutes to become concerned that Harriett could be experiencing a stroke. She called me to share the scary news and to tell me that an ambulance was on its way to bring Harriett to Marlborough Hospital, a few miles away.

	I didn’t have to wait for long. The ambulance arrived and the EMTs entered the building, wheeled stretcher in tow. They soon emerged with Harriett firmly strapped on the stretcher. They wheeled her out, right past me, to the rear door of the ambulance. She was facing my way and looked at me as they guided her in. Even though she was masked up, I could sense she was afraid. 

	I did my best to be supportive, smiling at her and throwing her a kiss. The ambulance doors abruptly closed, blocking her from me, and me from her. I stood there in the parking lot as the ambulance left for the hospital, first with lights flashing, then with siren wailing. Off it went, the sound fading in the distance as the shock took hold within me, registering louder and louder. 

	Knowing precious little and feeling emotionally raw, I carefully formulated that first text message, supplementing the first line with what little information I had. It would be the first of many messages sent to my kids and others throughout this ordeal—one that would challenge Harriett and me deeply. It was an ordeal that began without warning, as if “out of the blue.” 

	 

	 

	Chapter 2: What Is Happening?

	My wife, kids, and I used to joke about a made-up illness whose name was vacuous on its face: “Early Onset Disorder.” My wife was now experiencing the early onset of something, but what? 

	The timing of this medical emergency—never good, of course—was particularly challenging for me. I was in the middle of an exam item writing workshop that I was facilitating for my employer, Dell Technologies. I ran many such workshops during my tenure there and at EMC Corporation, a company Dell acquired in 2014. 

	In the typical workshop, I facilitated the work of ten to twelve highly skilled subject matter experts (SMEs) from around the world in a virtual, week-long event. The goal of a workshop was to draft and review test items (questions and metadata) that achieved the objectives of the underlying exam “blueprint” while also conforming to the company’s test development standards. 

	After several post-workshop phases, we published exam forms (instances) through Pearson VUE, making them available for administration in walk-in test centers around the world. Although a lot of work went into the process, from the perspective of content at least, the workshop was often viewed as the foundational event in the life of an exam. 

	Before taking Harriett to the walk-in clinic, I sent an email from my personal account via mobile phone to an SME in the workshop. I asked him to pass along a message to the others: I had a family emergency, and they needed to work independently, drafting test items. I would start up the Zoom session as soon as I could. 

	With Harriett now on her way to Marlborough Hospital, there was not much I could do for her. I quickly updated the members of SevFam, then returned home and sent text messages to Harriett’s sisters and Jeannie, a close friend of ours and leader of a prayer group to which Harriett belonged. All I could tell them was that Harriett had been taken to the ER due to a possible stroke. 

	After providing the updates, I walked into my home office, opened up Zoom, and started the session for the day. We reviewed test items for the rest of the morning, taking a 45-minute meal break starting around 12:30 PM. I worked in the background during the meal break to scan through the test items drafted in my absence and to determine which ones to review as a group. 

	The break went by quickly, and I restarted the session just after 1:15 PM. We were reviewing test items about an hour later when I received a call from Harriett. I broke away to receive good news. She had undergone a CT scan of her head during the late morning, and various labs had been run. The doctors were able to definitively rule out a stroke. Her blood work looked OK, except for a low reading for potassium. There was concern that Harriett had a case of Covid, so she had been tested (results were pending). 

	Harriett maintained she was experiencing a powerful UTI. She recalled that her mother had had similar symptoms with UTIs, including bad headaches. I certainly listened to Harriett—who was I to judge—but she did have some trouble descending the stairs of our house that morning. However, perhaps she did have Covid, and perhaps it could cause such symptoms. At this point, Covid was hitting people hard, and it was still not well understood. The bottom line was that the doctors determined she need not remain in the hospital. Harriett was waiting for the paperwork and asked me to collect her from the hospital just after 3:00 PM. 

	Shown below are portions of the hospital’s “After Visit Summary” from Wednesday, November 18. 

	You were evaluated in the emergency department for your headache. We completed labs and a CT scan which are all reassuring. You were given medications to help with the headache. We suspect either a migraine headache or possible COVID-19 infection. 

	We have tested you for Covid and the results will be back in 24-48 hours. We have provided you with a handout that explains how you get these results.

	After Harriett’s call, I rejoined the Zoom session and updated the team. We reviewed more test items, went over some housekeeping topics, and closed out the day’s session.

	I drove to Marlborough and waited in the parking lot near the ER, expecting to see Harriett wheeled out. It didn’t happen. I received a phone call from a nurse. Apparently, when the staff was helping Harriett leave, she lost her balance, having little to no feeling in her feet. Given that dramatic development, the plan abruptly changed. She was being admitted to the hospital for further evaluation.

	Stunned, I returned home. Given Harriett’s change in status, I could have entered the hospital. But there was nothing I could do to help, other than provide emotional support, and I was in the middle of a workshop. I used the next few hours to review and make editing suggestions for test items that had been drafted by authors but had not yet been reviewed by the team. 

	That afternoon, I briefed my manager about the crisis. Carolyn was very supportive and inquired if she should transfer facilitation of the workshop to a colleague. I felt that, in the interest of mission success, we shouldn’t change facilitators in the middle of a workshop. And postponing the workshop simply wasn’t an option. I told her I had a strong sense of ownership and that I wanted to finish the workshop, and Carolyn OK’d the idea.

	During the early evening, I returned to Marlborough Hospital, got myself signed in, and found Harriett in the ER. By that time, additional tests had been conducted with no conclusive results. I stayed with her until the Covid curfew at 8:00 PM, then returned home, exhausted. I put in another couple of hours reviewing drafted test items with the hope that I could keep the workshop on track.

	Thursday, November 19 was a long day for Harriett, who remained anxious over her condition and the need for extensive testing. Medical records show that she underwent a magnetic resonance imaging (MRI) study of her brain. A wide range of blood and urinary tests were run, and her kidney and bladder functions were checked. That day, Harriett’s Covid test also came back negative. With all the testing, nothing screamed out as the cause of her symptoms.

	I had a long day as well facilitating the exam workshop. I struggled to focus on the work as dark, inner thoughts encroached, competing for my attention as precious time was passing by for Harriett. I started questioning my decision to take her to the walk-in clinic instead of directly to a hospital. I justified the decision, knowing that she had received immediate medical attention. I started thinking I was remiss for not somehow pushing harder on the hospital staff, but that seemed inappropriate and counterproductive.

	Meanwhile, the news about Harriett was spreading, and family members and friends were contacting me for more information. I had precious little to share, and I couldn’t break away from the workshop, other than to bang out texts.

	Upon returning to Marlborough Hospital early Thursday evening, I was updated by the staff. During the day, Harriett had been clearly suffering from paralysis, and it was progressing up her legs. Based on extensive testing, doctors were able to rule out a wide range of maladies and now had a hypothesis: Harriett was suffering from a very rare autoimmune disorder. It had a French name that I found hard to even pronounce initially: Guillain-Barré Syndrome, or simply “GBS.” (GBS is rare indeed. I was later told that it has an incidence rate of 1 per 100,000 population per year.)

	Marlborough Hospital was part of the extensive UMass Memorial Health system. A remote (virtual) neurological evaluation for Harriett had been arranged for earlier that evening. The findings of the evaluation were consistent with GBS. The decision was made to transfer Harriett to UMass Memorial–University Campus that night. I stayed with Harriett until the 8:00 PM curfew. I returned home, as the night before, exhausted and stressed, with exam work still to be done into the night. 

	Records reviewed for this writing indicate that the transfer EMTs arrived at Harriett’s bedside around 9:45 PM, and she arrived at UMass–University Campus around 10:30 PM. Below is part of the November 19 After Visit Summary from Marlborough Hospital. 

	You presented to the hospital for evaluation of headache but also some weakness. You were admitted here and on evaluation you had a CT of your head that did not show any major abnormalities. Your labs, other than low potassium, were all normal. You had an MRI of your brain that did not show any major abnormalities.

	During your stay here you had progressive weakness and also some numbness in your lower extremities as well as your hands. You were evaluated by the neurology team over the camera and there is concern for a lesion in your spine and the symptoms are also consistent with Guillain-Barré Syndrome. To these concerns we spoke to the neurology team at UMass - University Campus and you have been accepted there as a transfer.

	So, what is GBS? GBS is classified as an autoimmune disorder, first described in the early 20th century, based on the work of three French physicians. In GBS, the patient’s immune system is “confused” when it encounters an infectious agent that has a structure very similar to cells within the patient’s own myelin sheath, and the patient’s immune system attacks it (hence, the auto in autoimmune). 

	The myelin sheath covers the axons of nerves in the peripheral nervous system. (An axon is the long, thin part of a nerve cell that sends electrical signals to adjacent cells.) The myelin sheath plays an essential role in the conduction of nerve impulses down the spinal column and to peripheral areas of the body. If the myelin sheath is sufficiently damaged, conduction breaks down, resulting in neuropathy, loss of motor control, and progressive paralysis. 

	GBS typically presents as an ascending paralysis; that is, one that starts in the feet and legs, and moves up. As in Harriett’s case, it can also manifest in the hands and arms. If the paralysis ascends high enough to affect the respiratory muscles, particularly the diaphragm, the patient is at risk of respiratory failure. In this “worst-case scenario” the patient can suffocate and die without an intervention. 

	I was told that the causes of this disorder aren’t well understood, although temporal associations have been observed between GBS and certain infections, as well as with patients’ reactions to various vaccinations. I was informed that, in practice, GBS is primarily diagnosed by exclusion. Doctors look for a characteristic pattern of rapidly progressing weakness, though the exact symptoms can vary from patient to patient. They then use laboratory testing and electrophysiological studies to rule in GBS after ruling out other potential causes for the symptoms. 

	On Friday, November 20, I was “on the air” for the final day of the exam workshop. Thanks to a great team of SMEs, we wrapped up the exam workshop at a reasonable hour that afternoon. I was gratified to receive encouragement from the team members as we said our goodbyes. Relieved that the exam workshop was over, I conducted post-workshop tasks, ate some food, and headed off to Worcester. 

	The UMass Memorial–University Campus in Worcester is the flagship facility of the UMass Memorial Health System, which serves central Massachusetts. As the teaching hospital for the adjoining University of Massachusetts Chan Medical School, the facility can handle all kinds of medical issues. UMass, as we generally refer to it, is also a Level 1 regional trauma center and home of LifeFlight air ambulances (helicopters). LifeFlight helicopters have passed over our home in Northborough, MA many times. (Interestingly, the previous owner of our home served as one of the original nurses on LifeFlight, decades before.) 

	UMass has a certain gravitas to it, with a “big city” feel, including its own, very visible police force. Marked police cruisers can generally be seen on access roads and always by the Emergency Department entrance. Worcester is a city of over 200,000 people, and there are accidents, knifings, shootings, overdoses, and other emergencies to address, sometimes involving unsavory individuals. 

	Access to the hospital has always been strictly controlled. On this day during the Covid crisis, special screening was in force. I had to show a photo ID, then provide acceptable responses to questions about Covid symptoms and recent travel. My temperature was taken. Upon meeting these requirements, I was issued an orange sticker with a room number marked on it. The sticker had to remain displayed on my person for the duration of the visit. 

	To limit exposure to Covid, only one person could visit a given patient on any given day. Given Harriett was the patient, only I, or a person I designated, would be allowed to visit her that day. Visiting hours, even for critical cases, were limited to 10:00 AM to 8:00 PM. Adding drama to the situation, members of the National Guard were deployed in the ensuing days to cover the shifts of hospital employees who had tested positive for Covid. 

	After getting through security, I made my way up to the general medical floor where Harriett had been placed. Her condition, while serious, apparently wasn’t yet deemed to be grave, and there were precious few beds in the ICUs. I waited to be “buzzed in” and found her room. Next to her bed was a mobile station equipped with monitoring equipment. She was hooked up to an IV, conscious but exhausted, and all too aware of her paralysis, which was progressing. 

	I was provided with an update. Soon after her arrival late the night before, an MRI study of her spinal column was conducted. This was to check for a physical cause of Harriett’s paralysis, such as a pinched nerve or other form of compression. A report (portions below) had been written up and submitted with supporting images by 2:00 AM. 

	FINDING (SPINAL CORD): Normal signal and morphology. No cord compression.  Conus terminates at L1 level.  Cauda equina nerve roots are normal in distribution. 

	IMPRESSION: Limited study of the spine screening obtained does not reveal any cord compression.

	The above finding enabled the doctors to rule out a physical cause of paralysis. That, along with the results of tests run in Marlborough Hospital, were consistent with the hypothesis that Harriett had GBS. 

	As I understood it, the most reliable way to support the diagnosis of GBS is to draw a sample of cerebrospinal fluid (CSF) from the patient and analyze it for elevated levels of a specific protein, or marker, associated with damage to the myelin sheath. According to my reading of the medical records, CSF was drawn around 5:30 PM Friday, and results were available within about an hour.

	Upon reviewing the results, the doctors were faced with a conundrum. Harriett’s CSF didn’t reveal elevated levels of the protein marker. Yet, according to a neurologist, she presented as a “classic case of GBS.” I was told that in cases where clinically observed symptoms are not corroborated by lab analysis, doctors will—or should—treat the patient based on clinical presentation. Harriett appeared to be suffering from a case of GBS, albeit an atypical one.

	Given her ascending paralysis, with each passing minute came additional risk. The decision was made to start Harriett on intravenous immunoglobulin (IVIG) therapy. IVIG has been used to treat GBS since the late 1980s. She would be treated using the established protocol of five consecutive daily infusions. As I understood it, the risks of not treating a real GBS case far outweighed the risks of giving IVIG to someone who did not have GBS. 

	I remained with Harriett until the 8:00 PM curfew. She was in and out of wakefulness. I tore myself away and headed out, found my car, and drove away, hopeful the doctors had a sound diagnosis and a proven treatment plan. After all, earlier that evening, a nurse told me, “We have had good results with IVIG therapy over the years.” 

	So, Friday, November 20 was branded “IVIG Treatment Day 1” in my mind. I would be keeping close track of the IVIG day count. Our nightmare was just getting started. 

	 

	Chapter 3: Twilight and Remembrance

	Saturday, November 21 was IVIG Treatment Day 2. No longer encumbered by my work duties, I greeted the day with a curious combination of relief, hope that the IVIG was the remedy to Harriett’s plight, and anxiety over the uncharted waters in which I found myself. 

	I drove to UMass, arriving at Harriett’s room sometime after the 10:00 AM start of visiting hours. I went over to kiss her on the cheek and say “hello.” I became concerned immediately because she wasn’t “fully there.” She barely acknowledged me. 

	The IVIG treatment was in process. An infusion pump was controlling the drip rate of the precious fluid delivered through a needleless connector into the back of her hand 

	I began monitoring the equipment rack, where I could observe her blood oxygen (O2) level, blood pressure (BP), and heart rate. The machines had been programmed to trigger audible alarms when various thresholds, such as for BP, were exceeded. 

	During the next few hours, I tried to engage Harriett but had mixed results. She was often present, eyes open and alert, albeit exhausted. On other occasions, she was not present. During those periods, her O2 numbers were slightly low (such as 95%). I recall being told that 92% O2 was the lowest “OK” level. Extended periods below this value would be cause for concern, so the monitor was programmed to sound an alarm whenever her O2 fell below that value. 

	It is common knowledge that severely low blood O2 can starve the brain of critical oxygen—a condition called hypoxia. If this condition persists, it can lead to dead brain cells, resulting in permanently lost cognitive capacity. Such a possibility was much on my mind as I engaged the nursing staff that day. At times her blood O2 level flirted with 92%, passed through 90%, and even hit 88%, only to come back up to tolerable levels. 

	With each sounding of the alarm—no matter how brief—I was rattled. I knew I had to trust the professionals, and I was no doctor, but I probably started exhibiting outward signs of deepening anxiety over what I was witnessing. 

	In the mid-afternoon, someone came in and removed the equipment rack. My recollection is that this was done without comment. As a result, I was now unable to monitor her vital signs. Precious minutes passed. I was torn over what to do: take more aggressive action with the nurses, or remain passive, trusting the medical staff. I chose the latter, remaining at Harriett’s side, who lay there with eyes slightly open, and not responsive. 

	Witnessing her in that state, which I interpreted to be pre-comatose, was very traumatic for me. Conflicted, I was drawn back to the last hours of my mother’s life on October 18, 1978. She had fought breast cancer years before, but it had returned, metastasizing in her liver. My father had died years before. At 24 and the youngest of her children, I had been drafted to return home for the duration. 

	In her final hours, my mother lay in bed at her home in Greenfield, MA. She had that same vacant look, eyes slightly open, as she slipped away toward death. My Aunt Meg, sister Pam, and I had the privilege of being with my mother as she passed away shortly after 8 AM.

	Harriett was a big part of my life then and had graciously supported me as I took care of my mother. Over the months she grew more and more attached to her. The photo below is from the fall of 1977. 
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	Harriett wasn’t in Greenfield when my mother died, as she was babysitting children in nearby Amherst, MA. 

	Late in the morning of my mother’s passing, I went to tell Harriett the news in person. Harriett wasn’t expecting my mom to pass that soon, but she immediately figured out what had happened upon greeting me at the door. 

	After sharing the news with Harriett, I offered to collect her car for her in nearby Pelham, MA, where mechanics had just finished a brake job. I had driven my mother’s car to Amherst, where I left it for Harriett to use. I took a Five College transit bus to Pelham, picked up Harriett’s car, and headed back toward Greenfield. I drove through Amherst, then Sunderland. I then turned onto a country road that headed north through the fields of South Deerfield, choosing to avoid the highway. 

	As I was driving along a straight section of road around 45 MPH, I observed a home heating oil truck heading in the opposite direction at about the same rate of speed. Suddenly, Harriett’s car shuddered and seemed to fall backward. To my shock, the left rear wheel, with hub attached, was bounding past me down the middle of the road. With the left rear axle dragging along the pavement, the car began sliding left, toward the oncoming fuel truck. Without warning, I was in a life threatening situation. 

	I had to react quickly and not panic. I used the steering wheel to fight the car’s tendency to veer to the left, and gently touched the brakes to help the car slow to a stop. The driver of the oil truck slowed to a crawl, went past me, then proceeded once he saw I was OK.

	My stopping point was close to a house. I knocked on the door and explained to the residents what had just happened. They let me use the phone to call the mechanics in Pelham and arrange for a tow truck to take the car and me to a repair shop in Greenfield. 

	Upon review, it was clear that the mechanics in Pelham had neglected to replace the cotter pin on the hub. Without it to secure the hub, it was only a matter of time before the hub came loose, possibly with tragic results. Both Harriett and I were thankful that it was I, and not she, behind the wheel. (The Pelham repair shop covered the repairs. Although I never intended to sue the shop, it closed within months of this incident.) 

	Later that afternoon, I reflected on my experience in the car. Was I being given the choice to opt out of life? Possibly. Although I was in the initial, unstable stages of mourning my mother’s death just hours before, my gut reaction on the road demonstrated to me I wasn’t ready to die that day. 

	By early evening, Harriett had returned from Amherst. She stood by me when I handled arrangements with a local funeral home. My mother’s wishes were that her body be cremated, and there be no elaborate church funeral or even public calling hours. We honored her wishes, arranging private visiting hours to take place a few days later. This was followed by a simple memorial service with family and close friends several days later in my mother’s living room. 

	It was a late October evening when Harriett accompanied me once again to the funeral home, this time to collect my mother’s ashes. The funeral director had placed a plain cardboard box from the crematorium on a table. Various urns were available from the funeral home. They were nice enough, but we told him we didn’t need one. 

	A few months before, my mother told Harriett that she wanted her ashes to be committed to the ground in one of her beloved antique, wooden Shaker boxes. She had three or four of them, and they were a fixture in the house, displayed on a shelf in her kitchen for many years. The chosen one would be a “non-urn” kind of urn; a unique and beautiful container, rich in meaning to her. 

	We showed the Shaker box to the funeral director, and he seemed to understand. After I signed some paperwork, he said he would leave us alone to transfer the ashes into it. We could take as long as we needed there, then let ourselves out the front door. He then left the room. 

	We sat there silently for a few moments, then I removed the cover of the box provided by the crematorium. The ashes were packaged in a transparent, heavy duty plastic bag, tied off with a clasp of some kind. Upon drawing out its contents. I was struck by what little was left of my mother’s body, as well as the nature of the remains. 

	The contents of the bag consisted of small, roughhewn rock-like chunks, interspersed with plenty of finer particles. These were minerals from the bones that had survived the cremation process. A bronze tag was in the mix, stamped with a serial number for identification. 

	As if in a trance, I unclasped the bag and placed my fingers in the mixture within. It was an odd experience. I soon sensed that Harriett was startled. Snapping out of my daze, I withdrew my hand. Some of the finer particles initially adhered to my skin, then fell onto the table. Instinctively, I pressed my index finger onto them and transferred them into the bag as best I could, not wanting to leave them there on the cold tabletop. 

	After reclasping the bag, I set it gently into its new home. It was a perfect fit. I replaced the cover of the Shaker box and sat there for a moment, admiring the primitive, yet elegant beauty of the aged wood, feeling sad it would soon be forever hidden from view. 

	Harriett and I silently left the funeral home with precious cargo in hand. It was twilight outside, a somewhat chilly, mid-autumn evening in New England. I then felt a strong urge to cleanse my hands in a ritualistic way. I drove us to a special place for me in Greenfield: the Pumping Station Covered Bridge. This wooden bridge (a replacement for the original that dated back to the 1870s and had been destroyed by arson) spans the Green River. 

	The Green River flows from the northwest, down through Shelburne, merging with the Deerfield River in Greenfield. The Deerfield River is a tributary of the Connecticut River, which flows south from Canada. The Connecticut forms most of the border between New Hampshire and Vermont, then slices through western Massachusetts and Connecticut, finally terminating in Long Island Sound. 

	The Pumping Station Bridge, and a historic marker near it, are landmarks in the area. In 1704, Native Americans of the Mohawk Tribe (part of the Iroquois Confederacy) attacked a settlement to the south. After what is called the “Massacre of Old Deerfield,” the Mohawks led captives on a forced march to the north, eventually ending in Montreal. As inscribed on the historic marker, the march ended in violent death for one of the captives, Eunice Williams, at that site. 

	On that fall night in 1978, my attention wasn’t drawn to Eunice Williams, but to the river—something that held great meaning for me, flowing as it did through a region where my roots were deep. Upon arriving at the bridge, Harriett and I walked down the short embankment to the river. I squatted at the water’s edge and immersed my hands in the cold current, rubbing them together in silence as darkness began to fall over the scene. 

	As Harriett quietly looked on, she noticed something out of the corner of her eye. She tapped me on the shoulder to gain my attention, then motioned for me to look across the river. I could make out two deer in the twilight. A doe was drinking from the river shallows near the opposite bank. A buck stood nearby at the water’s edge as a sentinel, watching out for the doe. Harriet and I were as quiet as we could be, but they became aware of our presence. Off they bounded, disappearing into the woods, now enveloped in darkness. 

	We lingered a bit then left. Driving away, I sensed we had shared a very meaningful moment; a moment grounded in the natural yet imbued with spiritual significance. I suspected neither of us would forget it. I was correct… 

	Suddenly, it was 2020 again, and I was back in the brightly lit hospital room with Harriett—my quiet reverie abruptly interrupted. A nurse was informing me, calmly yet urgently, that members of the hospital’s Rapid Response Team were on their way. In retrospect, it seems clear that the nurses had removed the monitoring equipment just minutes earlier to facilitate access to their patient. 

	Although I was not surprised, shock began to overtake me as I awaited the arrival of the Rapid Response Team. To my horror, my fear that Harriett’s condition was deteriorating was well founded, and her vital signs were crashing. If the IVIG was working at all, it wasn’t working fast enough. Harriett was now experiencing respiratory distress and was at serious risk of brain hypoxia. 
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