
        
            
                
            
        


		
			Advance Praise for Coded to Kill

			“A beautifully written, complex mix of medical drama, espionage story and high-tech skulduggery, Coded to Kill is a thrilling read under the guidance of someone who knows what he is talking about, and never fails to enthrall with its detail and deft plotting.”

			—Iain Pears, author of An Instance of the Fingerpost and The Dream of Scipio
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			For centuries, doctors have pledged to “Do no harm” as they receive their medical diploma. The Oath of Hippocrates drew upon the wisdom and power of the great Greek gods Apollo, the Physician, and Asclepius, the God of Medicine. The twenty-first century witnessed the emergence of a new god—a god of human creation. That god was the Electronic Health Record (EHR). The promise was to unleash the power of artificial intelligence and a machine learning to end preventable harm to patients. Like all human creations, it was not infallible. Its power was awesome.





Chapter
1

			Sunday, May 8

			6:00 AM

			Durham, North Carolina

			Jesse Gutierrez was the last man standing from the construction crew, now almost as invisible as the high-tech bunker they had built. But his time was running out—a team in that underground facility was recording his every move.

			Gutierrez’s commute to Drexel Memorial Hospital took him over a backcountry two-lane bridge that spanned a stretch of deep water. The investigators would find multiple contributing factors. Gutierrez worked long hours and was probably fatigued. His cell phone would show that he had received a robocall which would appear to have originated from Malaysia just moments before impact. The accident reconstruction team would conclude that the curving road, dew-slickened pavement, sun in his eyes, and distraction of his phone caused Gutierrez to crash into the guardrail.

			What they wouldn’t find was that the guardrail had been modified to crumble through the application of organic acids and other reactants.

			And they would never learn of the panel truck, commanded by an expert driver who knew how to force another vehicle off the road without making contact. The computer models said that as long as the truck swerved at just the right time, Gutierrez’s car would crash through the weakened guardrail, clear the bridge, and fall into the water, sinking to the deep bottom in ninety-three seconds.

			The highly choreographed attack on Jesse Gutierrez was complicated, but worth it given the enormous stakes.

			~

			A satellite 430 miles above beamed real-time images to the underground conference room with large monitors on the walls. Hugh Torrence rarely attended terminations. His presence was further evidence of its importance.

			Decades of experience in the military—and later the NSA—had honed Torrence’s attention to detail. He considered every possible outcome of an operation, analyzed the results, then rethought the plan. There was no substitute for disaster awareness and disaster mitigation in his line of work. Evil abounded. On this brisk Sunday morning, he was ready, as always.

			Twenty-three-year-old IT wunderkind Benny Rasinko adjusted the images on the screen from his black Aeron chair. Beside him stood Torrence’s unflappable second in command, Hasan Saied.

			At precisely 6 AM, a muscular man wearing a brown Drexel Memorial Hospital polo and blue jeans appeared on the screen. He exited the front door of his small townhouse and climbed into a blue Honda Civic.

			“Subject is en route to Drexel,” Benny announced.

			Two minutes later, Gutierrez pulled onto a two-lane blacktop. He had so many questions, and the peaceful drive down a rural highway gave him time to think. His mind kept returning to the construction job he’d worked on a year ago, building a tricked-out underground bunker in southern Virginia.

			His misgivings intensified as he learned that other workers—all, like him, unmarried Spanish-speaking men—had been meeting untimely ends. Drunk-driving accidents, barroom fights, drownings and drug overdoses. Each one seemed legit, but so many? A year ago, he wouldn’t have cared. He hadn’t cared much about anything after the meaningless carnage he’d seen in Afghanistan as a member of the Special Forces. But he had slowly rebuilt his life after leaving the service, taking on any job or opportunity that came his way, and his old instincts began to kick in. Building an underground bunker in the middle of nowhere made no sense. Nor did the passing mention of Drexel Hospital and electronic health records by the boss of that job—a sixty-something man known as El Jefe. He wondered, is that the key to those deaths? and his own fate.

			His antennae started pinging on high alert a few days before when he sighted a familiar face across the hospital parking lot: Dr. Mason Fischer. They went way back. No way Fischer was at Drexel by accident.

			“Subject is two miles from Jordan Lake Bridge,” Benny called out. Torrence glanced at Benny, saw the boy’s energy drink sitting nakedly on the workstation, and placed it on a coaster before looking back to the screen.

			~

			On any other day, the oversized panel truck tailgating his car would have irritated Gutierrez. Damned civilians. But not today. He considered slowing down just to annoy the jerk, but decided, Why bother? His phone rang. As he looked down to grab it, the panel truck whipped out across the double yellow line. What the hell? The truck was beside him in the oncoming lane as they crossed a bridge.

			Suddenly it swerved toward him once, then twice. Gutierrez was all instinct and adrenaline now. The guardrail would save him. He’d slide into it at twenty-five-miles-per-hour, puncture the airbag, grab his Sig Sauer P226, and see if the bastard wanted to dance.

			He slammed on the brakes, but instead of stopping his motion, the guardrail gave way like a bullfighter’s cape.

			His head hit the steering wheel, and the Honda plunged into the water.

			The guardrail on the north side of the bridge, where the acid had been applied, was in shambles. The Honda Civic was no longer in sight, sinking to the bottom of the lake. The panel truck moved slowly, then accelerated off the bridge. A mile away, an empty eighteen-wheeler waited to swallow it. No record of it would ever exist. “Operation complete,” Benny declared. Torrence smiled.

			~

			What Torrence and crew couldn’t see was the small boat underneath the bridge, where a man was sleeping amidst the sloshing remnants of a Coors Light twelve-pack and a fifth of Old Crow before a violent splash awakened him.

			The man considered doing nothing; every movement caused a ripple of pain that intensified the throbbing in his head. He heard a car door slam, an engine rev, and tires squeal from above. They’re going for help, he thought, and don’t need me.

			Then he saw the black car beginning to sink and the outline of a man, solid and immobile. His conscience kicked in. He jumped in the water, swam to the car, unlocked the door, and grabbed for the seat belt. He found the latch and unsnapped it. The victim slid out with little effort. The strength that comes with panic enabled him to drag the victim towards the shore. Another creaking movement and the car turned downward. In five seconds, it was gone. The vortex nearly sucked them both down.

			The victim was badly injured. His right leg dragged at an awkward angle. He moaned indecipherable words. The deep gash on his forehead gushed. His savior gently laid him on a flat spot that some fisherman had cleared out. He removed his shirt, ripping off a sleeve to make a bandage for the man’s head. He couldn’t find his cell phone. He scrabbled up the bank in time to see a car speed by. So did another, and another, until an elderly farmer in a pickup full of vegetables pulled over. The farmer had a phone. In minutes, the ambulance arrived and soon raced away, its lights flashing and sirens screaming.





Chapter
2

			Sunday, May 8

			6:25 AM

			The Cellar

			“Shit.”

			“Chief,” Benny called out to Torrence, who was heading back up the stairs. “We got a problem.”

			Torrence looked at the screen where a wet old man stood on the bridge frantically waving his arms, the body of another man dressed in a brown shirt and jeans laid out below, next to the lake.

			This is impossible, Torrence thought. My plan was flawless; my team was the best. Yet this laborer had somehow cheated death. His savior, some dripping wet bum, had appeared out of nowhere and dragged him to safety. He’d also have to be attended to. But completing the Gutierrez termination was job number one, and time was of the essence. Torrence considered the options. The panel truck was safely packed in the eighteen-wheeler, rendering it useless. The trip to Drexel was too short to put the ambulance in play. Gutierrez looked done for, but what if he survived? What did he know? What would he suspect? Whom would he tell? No matter, for now. Torrence had Tyler Jensen, his man on the scene at Drexel. Jensen left no loose ends.

			“Set up a secure call with Jensen,” Torrence barked while massaging the St. Christopher’s medal he always kept in his right-hand pants pocket. “Then get into Gutierrez’s medical record. We’ll feed Jensen whatever you find.”

			Benny froze for a moment. “Got it?” Torrence yelled. “Tell me you can do this without screwing it up.”

			“Yes sir,” Benny replied, his voice a slightly higher pitch than normal.

			“Jensen better be on top of his game,” Torrence said to everyone and no one. “Dead means dead!”





Chapter
3

			Sunday, May 8

			7:20 AM

			Emergency Room, Drexel Memorial Hospital

			“Thought you said the plan was perfect,” said Tyler Jensen, his words clipped and caustic.

			Jensen knew he was treading on dangerous ground, but he didn’t care. He never cared what anyone thought of him. A graduate of Annapolis, he’d had a decorated career as a Navy SEAL and seen action in Afghanistan, Iraq, and other hotspots on missions so highly classified that his very existence would be denied if the shit went south.

			But Jensen’s missions never did and never would.

			He could pass for a linebacker—an inch over six feet tall, two hundred thirty pounds of muscle, short-clipped red hair, a tribute to his maternal gene line that also made him favor violent solutions for most problems, and an angular, unsmiling face. But tackling people wasn’t as satisfying as watching that last flicker of life in their eyes extinguish. He was smart and lethal. That came with the SEAL training. Few had the balls to deal with the complications—the ethical lines and moral dilemmas, the rules that arose in civilian operations and civilian life. Jensen did. He knew he was a tool for Torrence, but a sharp one Torrence needed. Who cared if Torrence, or anyone else, liked him?

			An hour before, he had received the coded text message—the number “48” (“HT” on the telephone’s keypad)—that told him to call Hugh Torrence on a secure line. He knew instantly the plan to kill Gutierrez had failed. There was no other reason Torrence would call him now. They needed him to clean up a mess, again.

			If Torrence had only listened to me in the first place, Jensen thought with satisfaction. A bullet to the brain from eight hundred yards, the man’s dead, and no one’s the wiser.

			He’d made the argument five days earlier. Of the many ways he killed, he preferred the sniper’s bullet. Its elegance sent an unforgettable message to anyone left behind: stand down. The target’s compadres would get the message and bug out. No one wants to spend the rest of his life wondering when a faceless killer was taking aim.

			In all likelihood, killing Gutierrez was another of Torrence’s absurd, bootless errands. Nothing suggested that Gutierrez was onto them. He was just another poor son of a bitch who took the wrong job at the wrong time.

			Jensen agreed with Torrence that those deaths were necessary. But he suspected that Torrence was crossing the line between caution and paranoia as his obsession spread to all those others at Drexel, from that dumb-ass jock, Dr. Mason Fischer, to Bud Burgess, Drexel’s supposed IT genius, and his top lieutenant, RT. The only thing they had in common was that they worked at Drexel, along with twenty-five thousand other losers, and they might know each other.

			Jensen said none of this to Torrence. There was work to be done. Jensen, whose badge identified him as a representative for National Health Care Insurance, was already in the hospital when Torrence called.

			“Determine if Gutierrez is conscious and if he is going to make it. If he’s done, slip away. But if it looks like the bastard will even be able to blink the alphabet, call me. Got it?” Torrence said.

			“You’re going to do it remotely?” Jensen asked.

			“That’s my decision, not yours,” Torrence said, shifting into the tone that said it wasn’t a discussion but an order. Torrence glanced at Saied, who nodded in agreement. Drexel’s Electronic Health Records system [EHR] provided the means to take out Gutierrez without Jensen’s iron touch.

			Jensen remained silent. He might have disagreed with Torrence, but he knew the bastard could bring a world of hurt down on him. With the Drexel gig drawing to a close, it was about time to get the hell out of Torrence’s world. No need to set a bounty on his own head.

			~

			Gutierrez was still unconscious when the ambulance reached Drexel’s emergency room. His heart was racing, his blood pressure perilously low. His ribs were broken, his femur shattered. Doctors, nurses, and technicians descended upon him in Trauma Room One, working with crisp efficiency.

			In an instant, his clothes were cut off, and the blood-soaked bandages were removed. The cuts on his forehead and deep wounds on his right leg were scrubbed clean with Betadine and re-bandaged. Anxious residents and nurses who weren’t assigned to his case peered into the room before huddling in the corridor as they talked about his accident. It was a bad one.

			“He works in Physical Plant,” said one nurse. “One of the guys down there said he’s working full time and trying to get a voc-tech degree. Now this.”

			“Scary,” said Dr. Carrie Mumsford, a resident physician. “Could be any of us, as little rest as we get. I was still half asleep when I hit the road this morning.”

			An emergency medicine resident rushed out of Trauma Room One and was immediately collared by the others.

			“What’s the story?” Carrie demanded.

			“Bad. The attending says it’s touch and go. He’s bleeding internally, but they can’t figure out where. His leg is mangled, maybe an artery was severed. The EHR shows some sort of weird rhythm on his EKG. Are any of the cardiologists down here?”

			“There’s an acute MI in Critical Care Room Four, Mas ….” She stopped herself. “Dr. Fischer’s there,” said Carrie, referring to one of the newer cardiologists, Mason Fischer.

			The emergency room resident hurried down the hall, an EKG in hand.

			Tyler Jensen, now in green scrubs, his National Health Care ID in his pocket and a Drexel badge declaring him an EMT, listened in on their conversation, then wandered down the hall. He pulled a cell phone from his pocket and dialed a secure line to Torrence.

			“They say he’s fifty-fifty,” Jensen whispered.

			~

			The emergency room crew threw everything at Gutierrez, but for each step forward, he took two steps back, toward the grave. Within ten minutes, Gutierrez had his third cardiac arrest.

			“It’s got to be the damned ventricular tachycardia,” yelled the ER attending physician. “Get a cardiologist. Now!”

			“He’s here!” shouted the nurse in charge.

			Dr. Mason Fischer read the initial EKG as he ran down the hall to Trauma Room One. It did not show ventricular tachycardia or any dangerous cardiac rhythm, just the very fast heart rate of a very stressed man with multiple injuries. A path to Gutierrez’s side cleared as he rushed into the room.

			He took one look at the man and did a double-take. The EHR data record open on the computer and the hospital ID band on his wrist read Jesse Gutierrez. No way. The man on the stretcher was an old friend, Longorio Cabreja.

			They’d met at Fort Bragg. At 251 square miles and a population that ranges up to fifty thousand, it was the largest military installation in the world. Cabreja was a Delta Force commander when Fischer was assigned there, fresh out of medical school. They weren’t quite twins—both were about six feet tall, with neatly cropped hair and lean, athletic frames. Maybe brothers from another mother. Fischer was fair with blue eyes and sandy-colored hair. Cabreja, his parents from Mexico, had brown eyes and dark brown, nearly black, hair.

			They’d bonded over ice-cold bottles of Pabst Blue Ribbon and stories at the local dive bar. It turned out that Cabreja had grown up about an hour from Mason—little more than a stone’s throw in central-west Texas, where goats and cattle far outnumbered people and the mesquite, live oaks and prickly pears coexisted with native grasses, at least in the years when there was enough rain to sustain something besides the scrub brush. After about six months, Cabreja shipped out for another tour in Afghanistan. That was a dozen years ago. Mason hadn’t heard from him since. He’d assumed his friend was still in the game, or dead. That was the life of Delta Force soldiers.

			The EHR said that the man on the ER table worked in Physical Plant. If that was all there was to it, Mason thought, what a terrible waste of the singular skills of a pinnacle warrior. Cabreja was clearly in extremis. A cursory exam revealed significant lung congestion, particularly on the left side, and crepitus, a grating sound consistent with rib fractures. He glanced again at the huge monitor hanging above the bed. The chest X-ray and CT scan were normal. No fluid, no fractures. That couldn’t be right. Vital seconds ticked by.

			“This guy’s problem isn’t cardiac,” Mason said. “This looks like a severe deceleration injury. Rib fractures, fluid…probably blood in his left lung. He may have a torn aorta. He needs to be in the trauma OR, not here!”

			The attending physician was confused. “The chest X-ray and CT were normal.”

			“Those imaging studies have to be from another patient.” Mason grabbed the other doctor’s hand and pressed down on the broken ribs.

			“Get the trauma team here,” yelled the emergency medicine doctor. “Use the overhead. Where the hell are they?”

			“Three minutes,” was the response.

			Mason looked back at the man. Was it really Cabreja? His friend had identifying marks. Not unique, but close to it in combination. Mason saw all three: the faintest outline where the tattoo had been, a coiled rattler ready to strike that had been lasered off, per Delta protocol to prevent enemy identification; a jagged appendectomy scar from a surgery done by a Delta medic in the mountains of Afghanistan; and a long scar along his left upper arm, a sign of his trade. It’s him, Mason thought.

			Then he heard a loud beep. Cabreja’s blood pressure dropped again.

			“Hang two more units,” Mason instructed. “He’s bleeding out.”

			Cabreja’s eyes snapped open. He was awake and confused. A breathing tube connected to a ventilator precluded clear speech. Still, he tried.

			Mason looked at him intently. Even in his critical condition, Cabreja’s eyes smiled. Mason smiled as well as he grasped his shoulder.

			“You’re hurt bad, man. Broken ribs, bleeding….”

			Cabreja waved him off and tried to quickly speak—which was impossible with the endotracheal tube. When Mason shook his head, Cabreja slowly mouthed several words. It was clear Mason didn’t understand what he was trying to say, but before Cabreja could continue, the monitors blared again. Mason looked up. The heart rhythm was unchanged, but the blood pressure had dropped again.

			Cabreja was fading fast. He had to get the message to Mason. He tightened his jaw and slowly mouthed short syllables.

			“Guv op…” Guiterrez then mouthed the last two words of his life while holding up a single finger, “our north.”

			“Government operation an hour north?” asked Mason. Cabreja gave a short nod, and then was out.

			“Flatline. Defibrillate!” shouted the ER attending. “All clear.”

			Mason stepped back. The defibrillator fired. Cabreja’s body jolted. The monitor was unchanged.

			The trauma team arrived in force. “OR One is open,” said the lead surgeon, “but I’m going to have to open him here.” If Cabreja had any luck this day, it was that Drexel was one of the few hospitals that had a highly specialized critical care facility within the emergency room. Critical Care Room One was as fully equipped as any ICU room, anywhere. It could even be used as an operating room.

			In less than a minute, Cabreja’s chest cavity was visible. The surgeon recognized an enlarged and misshapen aorta, indicating that the accident had caused a tear between the layers of the aorta. The injury led to nearly 100 percent mortality within hours.

			“He’s got a big dissection. Jesus Christ, how did that get missed? And how did he hang on so long? He’s dumped ten units of blood in his chest.”

			It was too little, too late. Half an hour later, they called it.

			“Time of death is 8:38 AM.”

			Jesse Gutierrez, or Longorio Cabreja, was dead.

			~

			Benny’s secure line buzzed.

			“You better not have compromised our status, you little shit!” Torrence yelled into the phone as he always did when pissed.

			Maybe it wasn’t that big a deal. Maybe Saied was right that the chance of detection was infinitesimal. But Torrence’s antennae were up.

			“W-what do you mean?” Benny stammered.

			“Don’t give me that innocent act. Changing out the chest X-ray and CT scan. Jensen told me all about it. Saied confirmed it.”

			“No worries, boss. Yeah, I used the EHR to replace Gutierrez’s imaging studies with normals. I was watching everything in real-time, and when the computer read all kinds of problems, I just switched them out. Made it look like the radiology tech uploaded the wrong study. Poor sucker will be lucky if he only gets fired, what with the dude dying. But nothing more. We’re clean.”

			“We’d better damned well be,” Torrence said. “And put that goddamn drink on a coaster.”

			~

			Mason Fischer scrolled through the messages on his pager but his mind was elsewhere. What was Cabreja doing at Drexel? Did it have anything to do with the cryptic text message he received two days ago that simply said, “Things are warming up”?

			For all he knew, it was a coincidence. Or maybe he and Cabreja were working on different sides of a problem, or different sides altogether. Stranger things had happened.

			What do I really know? he asked himself. In the months since coming to Durham, he’d learned everything that a non-techie could about the Drexel EHR. He’d gotten to know the hospital’s IT genius, Bud Burgess, befriended Burgess’s right-hand man, RT, and established a perhaps too-close relationship with the daughter of the hospital’s president, Carrie Mumsford. All remained just bits and pieces.

			Now Cabreja’s death and garbled comments. It had to mean something.

			There was only one conclusion possible. Trouble was lurking, but where? He’d needed to dig deeper and be mighty damned careful to leave no trail.





Chapter
4

			Sunday, May 8

			1 PM

			James B. Craver Auditorium, Drexel Memorial Hospital

			Derrick Mumsford cut a sleek image in his dark blue pin-striped bespoke Brioni suit, 100 percent Egyptian cotton shirt and Carolina-blue tie. Strong features, burning blue eyes, and a square jaw to match. Without his streaks of gray, he could still pass for the fraternity president he once had been. The high intensity lighting and the CNBC cameras might have thrown a lesser man into a fit of nerves, but not Mumsford. He’d carefully cultivated the image of grace under pressure—and between his iron will and a milligram of Xanax taken twenty minutes before, he was.

			Mumsford was in particularly high spirits as he looked out over the audience. Just three hours before, Charles Richmond, an old friend from the Cap and Gown Club at Princeton who had helped recruit him to Drexel and now led the powerful National Institute for Medical Safety, had called with good news. The joint review process of Drexel’s EHR with federal agencies, including the Centers for Medicare and Medicaid Services (CMS) and the Food and Drug Administration (FDA), was nearing completion. Everything was on track. Drexel’s apparently impenetrable encryption system had enabled it to swat down the last-minute Hail Mary pass thrown by Drexel’s main competitors, which played on the fears that the system’s core benefit—the ability to collect and analyze every medical record in America to devise new treatments—would compromise patient privacy. “At this point,” Richmond told Mumsford, “no major obstacles remain. My sources tell me that Elvin Walters might make one more show of resistance, but it’s all theater—a final chance him to champion privacy in public before the inevitable.”

			“I hope he knows not to be too convincing,” Mumsford said with a laugh. “He’s not just one of our state’s senators, but he also receives treatment from us.”

			“I’m sure it won’t come to that,” Richmond responded playfully. “A few minor details need to be hammered out. The typical regulatory rigmarole. A week or two at most before our hard work pays off and Drexel’s EHR is named the national standard.”

			Of course, no one in the auditorium—not even Mumsford—had ever heard of Jesse Gutierrez (a.k.a. Longorio Cabreja) and those familiar with Mason Fischer knew him only as an up-and-coming cardiologist new to the staff.

			Today’s presentation was the latest—and hopefully the last—in a long road show that had taken Mumsford across the country. Key politicians were in attendance, including North Carolina’s governor. The rest of the nearly two hundred attendees included some of the wealthiest men and women in the Southeast as well as the CEOs of the biggest hospital systems—early sales targets. The most important had already been given private demonstrations by Drexel’s IT guru, Bud Burgess. Many already had equity stakes in DrexelMed, the umbrella corporation that would market the Drexel EHR, which would instantly be worth multiple millions when the stock was taken public. That, more than anything else, made it a done deal.

			Mumsford took a deep breath, straightened his back, and walked from behind the podium.

			“I want to thank you all for delaying your tee times on this beautiful day to be with us here today. I promise it will be worth it. It’s hard to believe that just a few years ago, our nation, and our world, was at the mercy of COVID-19. Before we start, let’s take a moment to remember those who perished in that awful pandemic and salute the heroic health care providers, who delivered the care that saved even more lives.”

			Mumsford bowed his head and silently counted to thirty.

			“Thankfully, we humans are not only resilient, but ingenious. Today, we’ll see more evidence of those wondrous qualities as we demonstrate mankind’s next great step in the battle to control the forces of nature: the Drexel Electronic Health Records System. Our EHR is so robust that I cannot display all its capabilities to you today. In earlier presentations, I have shown how our real-time centralized data collection will allow public health officials to identify the next COVID-19 as it emerges—to spot and link the first cases seen in hospitals and doctor’s offices so we can nip epidemics in the bud. A few random fevers in Boston and Seattle suddenly form a lifesaving pattern. This central database will also provide researchers with the rich troves of data they need to quickly develop vaccines and other new treatments. A recent editorial in the New England Journal of Medicine recognized that our EHR could have spotted the coronavirus in December 2019, saving hundreds of thousands of lives. You can, of course, watch me detail these wonders on YouTube. Please follow us on Instagram, Twitter, TikTok, Facebook, and Pinterest, and ask your ChatGPT to leave ringing comments on all our posts.”

			The audience laughed.

			“The Drexel EHR is much more than a national database. It utilizes state-of-the-art artificial intelligence and machine learning advances to quickly and accurately diagnose every human malady,” Mumsford paused for emphasis, “and select the very best evidence-based therapy in seconds.

			“Today, you will have a truly unique experience, something we have never done in a public setting: a real-time demonstration of the Drexel EHR in a clinical setting. I will show you how it makes our care of patients better, safer, and less expensive. By connecting all the medical devices we use for care, we increase the efficiency and speed of treatment, thereby reducing the amount of time any of us or our loved ones spend in the hospital. The Drexel EHR reduces the chance of complications that occur the longer you’re in the hospital which, in turn, lowers the cost of health care.”

			Heads nodded throughout the audience.

			“I have asked Dr. Robert ‘Bud’ Burgess to demonstrate to you how the Drexel EHR is truly an extension of our medical staff. Our ‘patient’ has recently had a heart attack and is critically ill. As you will see, with instant access to specialists twenty-four-seven and the ability to activate cutting-edge medical technology remotely, we speed treatment. Our own comparisons have demonstrated a 40 percent reduction of hospital days in the ICU and reduced our harm events to nearly zero.

			“Dr. Burgess,” he continued with a sweep of his arm, welcoming him to the stage.

			Burgess attached a microphone to his lapel.

			“Sign in. My name is Bud Burgess,” he said while pressing all five fingers on his right hand on a keypad.

			A computerized voice replied. “Voice and fingerprint confirmed. Welcome, Dr. Burgess.”

			Mumsford spoke to the audience. “As skilled as he is, Dr. Burgess is not the only physician with us. Dr. Roberts in Greenville, are you there?”

			“Yes, good morning.”

			A woman appeared on the screen.

			“Dr. Roberts is one of our leading kidney experts. Dr. Smithee, in Statesville, are you there?”

			Another woman appeared in a box on the screen next to Dr. Roberts.

			“Yes, how are you?” asked Smithee, who was a pulmonologist.

			“Just fine,” replied Mumsford, “and hoping our patient won’t have breathing problems. Thank you both.” Robert’s and Smithee’s thumbprint photographs disappeared from the screen and the image of a patient in an ICU bed filled the screen.

			“The Drexel EHR enables doctors even in the most remote rural facilities to tap the expertise of specialists in an instant. Now, the right doctor is not only on call, but in the house.”

			“Status?” Burgess said to the screen.

			“Myocardial infarction confirmed, at 9:45 AM, ninety minutes ago. Oxygen saturation is ninety-five percent, normal. Blood pressure is ninety over sixty, and heart rate is 110 beats per minute. Vital signs and laboratory data suggest dehydration vs cardiac insufficiency. The patient continues to have chest pain, despite receiving morphine twelve minutes ago.”

			The numbers and a small graph changed on one panel of the screen.

			“Stethoscope?”

			Burgess now spoke to the audience. “The patient has tiny monitors on her back and chest that allow me to listen to her heart, lungs, and intestinal tract with every bit the fidelity of my examining her in person, using my own, old-fashioned stethoscope.”

			Burgess proceeded through a physical examination using the computerized system. Some of the findings were displayed in writing. Others appeared as pictures on the screen—images of the woman’s mouth and throat, her ears, and the retina of her eye, all in ultra-high definition.

			“Let’s see what her labs look like.” Burgess pushed a series of buttons and the patient’s lab values appeared. “Cardiac enzymes elevated, consistent with her heart attack. Her renal tests are a bit off. What do you think, Dr. Roberts?”

			“The lab data are consistent with mild dehydration, in the setting of a recent heart attack, of course,” replied Roberts.

			“Time for treatment,” Burgess told the audience. “From all the information we’ve gathered, while never entering her hospital room nearly a hundred miles away, the most likely explanation for her low blood pressure and high heart rate is dehydration or heart failure. Doctors in rural hospitals face this kind of conundrum on a daily basis and have to make treatment decisions entirely on their own. With the Drexel EHR, a specialist is always on site.”

			He looked at the large projection screen where both doctors were reviewing data.

			“I’m thinking dehydration, not heart failure, when you put everything together. There was no fluid in her lungs by my examination. Doctors, do you agree?”

			Both nodded affirmatively. “I’d recommend increased fluid replacement,” added Dr. Roberts, the kidney specialist.

			“Increase IV rate to 150 ccs per minute.” Burgess watched as the IV pump, now shown in the center of the frame, gradually increased its rate. “Under normal circumstances, what you’re seeing would involve several steps: an order would be entered, the nurse would see that order when he checked the medical record, and then he’d have to walk into the room to reprogram the IV machine. With the Drexel EHR, we can do everything remotely, and instantaneously.”

			“Now,” he continued, “we still haven’t treated her for pain. In heart attack victims, treatment for pain can improve outcomes.” Burgess turned to the computer in front of him. Morphine, three hundred milligrams IV, stat.”

			“Repeat order?” replied the computer.

			“Morphine, three hundred milligrams IV, stat.”

			“This order is not recommended at the present time. The dosage is outside recommended range.”

			“That’s bogus,” mumbled Burgess, loud enough to be picked up by his clip-on mic. “She didn’t respond to the lower dose.”

			“Morphine, three hundred milligrams IV, stat,” repeated Burgess, an edge in his voice. “Override EHR.”

			“EHR time out. Bedside assistance being requested.”

			Mumsford stepped up to the podium, a look of amusement on his face.

			“Dr. Burgess ordered enough IV morphine to treat a horse, and the computer called him out. Based on the large amount of data we have on this patient, Dr. Burgess’s order was categorized by the Drexel EHR as contraindicated. He tried to override the system, and it called for backup. The system is not locking out him or his order. As a safety feature, however, it will require on-site confirmation that the order is correct. There is always a nurse or doctor with whom our remote doctor can converse and explain his rationale.”

			Mumsford looked at Burgess, who shrugged.

			“Dr. Burgess, of course, is not only the brains behind our revolutionary EHR but also a practicing internist with an encyclopedic knowledge of medicine. He agreed to play along with our demonstration to give you a glimpse of the power of Drexel’s EHR to control connected devices, the IV pump in this case, and to make things right if a distracted doctor issues an errant order.”

			Burgess smiled broadly, waved with both hands, then bent at the waist in an exaggerated bow as the audience applauded.

			Mumsford turned back to the screen and touched a small button that looked like a microphone.

			“Gladys, thank you as well,” he said while returning his attention to the audience. “This is Gladys O’Neill, one of our volunteers. Gladys fortunately is not having a heart attack. In fact, she will be returning to the fourth floor where she circulates with magazines and books for patients, family members, and friends.”

			Several in the audience chuckled. A long round of applause followed.

			Beth Peskol, CEO of Tri-State Medical, a consortium of seventy hospitals with locations across the Carolinas and Virginia, looked again at the numbers she had written over two legal-sized pages. At the bottom of her second sheet was written, “$350k/year.” The number was circled. She drew a line out of the circle and added the notation, “per hospital.” Joe Mangoli, Midwest Regional VP for HealthTrust, a national for-profit consortium of over three hundred hospitals, leaned over with his pen and added a second circle around the $350k/year figure and a question mark.

			Peskol leaned over to Mangoli. “That’s twenty million dollars per year for our system, at a minimum, more for yours,” she whispered. Mangoli smiled. “More for us.”

			~

			Dr. Justine Peterman, a revered sixty-ish internist, had a very different reaction to Mumsford’s address. She leaned over to Mason Fischer, whom she had come to rely on for his cardiology expertise, and said, “This all makes me ill. They talk about costs, but what they’re really talking is profits. What about the human toll?”

			Mason nodded but said nothing, so she continued.

			“Now we’re a doctor, a transcriptionist, a billing clerk—the whole shebang. I know I’m preaching to the choir, but I spend nearly two hours filling out paperwork every damned day when I get home. Two years ago, I was finished before I was in my car. Everyone talks about how the EHR produces better patient care….”

			“Every talking head, anyway….”

			“—but I’ve yet to see a study showing that these so-called innovations have decreased medical errors or improved health care. And you’ve got to wonder how many more lives we might have saved during COVID.”

			Mason nodded but said nothing. If anyone had earned the right—and had the authority—to complain, it was Peterman. A “doctor’s doctor,” she was admired as much for the way she could connect with people as for her voluminous knowledge of medicine. She could talk finance with Drexel’s biggest philanthropists, the sorrow of death and loss to the poorest of the poor, and, when it fitted the situation, pepper her comments with locker room talk that was so pervasive in the largely male world she trained in. Her critique of the EHR was not old-school opposition to change, but deep concern about how it could compromise the delivery of patient care and physician health.

			“Does anybody think requiring us to spend fifty percent more time personally typing in every medical order and every abnormal test finding on our patients is somehow, magically, going to improve patient care? There are plenty of reasons why physicians suffer more burnout than anyone else, why more than half of us feel depressed or overwhelmed, and why our suicide rates are twice the national average.”

			“EHRs,” Mason muttered. “With the glitz Mumsford showed today, the CNBC news feed will go into overdrive and Mumsford and Burgess and the EHR gang will cash in.”

			Peterman jumped on his statement.

			“Exactly. I used to wonder about the profit motive in medicine, but not anymore. During the height of the COVID pandemic, everyone was afraid to go to the doctor, much less to the hospital. Insurance companies made out like bandits. They kept premiums the same but didn’t have to pay for half of what they would have paid for in a usual year. Did they refund anything? Hell no. They didn’t even reduce premiums the next year.”

			“I know, I know,” responded Mason, hoping Peterman would calm down.

			“Now it’s the same shit but a different flavor. Doctors are getting pushed aside by this marvelous technology. Jesus, now they are tracking our “screen time,” with vague comments about compliance. Study after study has shown that stressed, overworked people make mistakes. I’d like to see the real data, not a fancy dog and pony show. A lot of good people are leaving medicine, and I almost followed them out the door. I was the dumb one—thinking I could do more by working from the inside, trying to help people understand not only the benefits of the EHR—and there could be plenty—but its problems. I’m telling you, I’ve about had it myself.”

			Mason, trying to smile but his face showing anything but, replied, “Hang in there, Justine. This isn’t over yet.”

			~

			In Washington, D.C., two bright young staffers who had watched the live-stream feed hustled back to the office of Senator Elvin Walters to pull together their notes and observations. The boss would want a full report by evening.

			A four-term senator from North Carolina and a pillar of the mainstream Republican party, Walters was warming up for whatever came next. Even after losing the 2020 election, Trump maintained a powerful grip on the party. But Walters was convinced that Agent Orange would get his ass handed to him sooner or later. The GOP needed a new standard-bearer to heal the party’s fractures and unite its warring factions. The party, and the nation, needed Elvin Walters.

			Walter’s plan was to thread the partisan needle on health care under the slogan “America Cares.” First, he would appease the left by supporting universal coverage through government subsidies to private companies. Basically, Obamacare on steroids. When Walters talked about the “Denmark” model, he’d get an instant 10 percent boost in his popularity from the MSNBC crowd, and that would be all he needed to garner the presidency.

			At the same time, he would appeal to the right by ramping up his attacks on the “Big Brother police state” being created by surveillance technology. He’d made it his signature issue—and become a fierce enemy of the NSA—a decade before he both condemned Edward Snowden as a traitorous spy and trumpeted his purloined documents as proof the nation’s intelligence services were spying on ordinary Americans. But that was yesterday’s news. He needed something fresh to cast himself as a leader for tomorrow. The national EHR was a ripe target. He’d already written a good line for his speeches: “They want to know everything about you—the most private details of your private parts.”

			Demonstrating a rare caution in the face of tremendous opportunity, Walters shocked his staff members when he said he couldn’t go ahead with the winning strategy unless he was convinced the EHR, as he put it in his southern drawl, “at least might could” pose a real threat. His hesitancy had less to do with conscience than it did self-interest; he’d been receiving secret treatments at Drexel for decades. But what the hell—he could always find a new doctor, and this was the presidency!
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