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Genes, Medicine, and the Healing Power of Love

. TimoTtHY WEBER, PrD

This autobiographical account centers on a
life-threatening medical crisis—a sudden
aortic dissection—and the dramatic story of
how medical technology, the skill and care
of medical professionals, and the support of
family and friends all contributed to the
interruption of sudden death and fo the
power of healing. Attention is given to the
systemic nature of medical treatment—ithe
challenge of collaboration among hospitals,
outpatient facilities, an array of medical
subspecialties, insurance companies, fam-
ily members, friends, and the patient. The
genetic roots and implications for at-risk
family members are also examined. Ongo-
ing life lessons are highlighted, especially
the challenge of living confidently with a
genetic disease that can kill while simulta-
neously genercting o life of mindfuiness
and gratitude.
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INVASION OF THE SUDPEN KILLER

he genetic code was set when sometime
in the cold Indiana winter of early
1949, a sperm and an egg first united,
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sparking the cellular elegance that gave
me life later in October of that same year.
By all accounts, the genetic gods seemed to
have shed benevolent light upon me.
Rarely was I sick. I was not aware of any
potentially debilitating genetic anomalies.
I was free of chronic conditions and, I ad-
mit, had some presumptuous pride in my
biomedical supremacy as I lived in my illu-
gion of insulation. I ate right. I exercised
faithfully. And I believed my psychological
work, particularly my extensive family of
crigin projects (Framo, Weber, & Levine,
2003}, would increase my resilience and
facilitate my immunity against the immi-
nent threat of death. In short, I was bol-
stering myself with the religion of biopsy-
chosocial perfectionism. By scoring high on
all the tests, I was engaging in what Ernst
Becker termed “the denial of death” (1973)
and projecting lethality and sickness out-
ward, in the words of Kubler-Ross (1969),
to “thee and thee, but not me (p. 274).”
The belief that I was prepared for any-
thing changed without warning, swiftly
and forever, in the early morning hours of
Sunday, September 28, 2003, when the
true nature of my previously unknown ge-
netic makeup emerged and my life tumbled
precipitously into the gaping jaws of death.
On a typical merning T would have been
running through the neighborhood for 3
miles between 5:30 a.m. and 6:00 a.m. For
several weeks, however, I had been nursing
a hamstring injury, which had slowed me
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to a walk. Had I been running that morn-
ing, I would probably have died on a dark
side street. Surprisingly, my cursed injury
probably saved my life. I returned home
from the walk and all seemed well on this
ordinary day.

Joan Didion (2005) writes in her mem-
oir about her husband, John, who suffered
a fatal coronary in front of her at the din-
ner table one night: “Life changes fast. Life
changes in the instant. The ordinary in-
stant. You sit down to dinner and life as
you know it ends.” I did not know it then,
but an eruption in my internal tissue in
this “ordinary instant” was about to end
life as I knew it.

As T emerged from the shower and be-
gan to dress, without the warning of hints
and whispers, the pain struck ferociously—
lump in my throat, sharp pains ripping
through my chest, shortness of breath,
lightheadedness, nausea, weakening legs,
limb paralysis, cold sweat—all within sec-
onds. This moment brought some of the
worst pain that I had ever experienced. As
Elefteriades (2005, p. 66) describes it, “the
knifelike tearing sensation . . . is described
by patients as being orders of magnitude
worse than the agony of childbirth or kid-
ney stones.” With this pain came an instan-
taneous feeling of catastrophic deom that
led me to exclaim, “We must get to the
hogpital now!”

Misty, my wife, was deep in sleep in the
adjacent bedroom. As I, in a cold sweat,
tried to arouse her, I said in a calm and
determined voice, “I think Fm having a
heart attack.” She slowly awoke and real-
ized the implications of what was happen-
ing. We did not consider dialing 911 but
quickly got into the car. I took the driver’s
seat in what now seems to have been a
continuing protest against disability. I had
driven only two blocks before Misty in-
sisted that she drive: “I- don’t want you to
kill us both!” We then traded seats and
drove through the open Sunday morning
roads to Evergreen Hospital, about 15 min-
utes away, aware of a crisis, but unaware
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of the explosion of the silent killer within.
Stealthily doing its damage over many
years, the genetic disease was now burst-
ing forth.

Arriving at the Evergreen Hospital
emergency room (ER), I walked in quickly,
declared definitively that I was having a
heart attack, and was led through an
empty ER to bed 4. Curtains were drawn.
The staff knew how to treat cardiac infarc-
tions, and it seemed I was in good hands. I
became a patient engulfed by medical par-
aphernalia and procedures—tubes, shots
to help me relax, medications to lower
blood pressure, blood draws, cardiac moni-
tor, chest x-rays. As the protocol continued
with Misty nearby, I felt a mixture of
worry, relief, and annoyance. My routine
was being interrupted. How long would I be
here? I felt relieved to be in the ER but
impatient. It was Sunday, and I had to
work tomorrow. But I could not stop my
shaking, and my back pain continued.

The ER medical report included the fol-
lowing:

This is a 53-year-old male . . . who had
& mother who died of heart disease at
age 53. He otherwise does not smoke.
No hypertension, diabetes, or hyper-
cholesterolemia. No known risk factors
for pulmonary embolism. The patient
has no known connective tissue disor-
der. All other systems negative. Pulse
63. Resgpiratory rate 18. Blood pressure
106/50. Temperature 35.6. A well ap-
pearing although anxious male sitting
upright in bed. Alert and oriented. Nor-
mal sinus rhythm with no ventricular
ectopy. No signs of acute ischemia.
Normal chest x-ray. Normal cardiac
enzymes. Unremarkable CBC. Unre-
markable comprehensive metabolic
panel. Negative for myocardial injury.

The report did not mention (or did we
forget to mention?) that my maternal
grandfather also died of a heart attack . ..
at the same age when his daughter, my
mother, died of a heart attack: 53. I had
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been aware of “age 53" for years and had
felt ready for this year with my religion of
biopsychosocial perfectionism. I knew
about anniversary death and beleved I
was sufficiently armed to meet the threat
of this year. Clearly, I was in shape, men-
tally, emotionally, physically. With only 2
weeks to go before I turned 54, I felt I was
almost home free.

In the hospital, after all the tests, I ap-
peared remarkably “unremarkable.” With
the appearance of normalcy in spite of the
reported pain, Dr. W, the attending physi-
cian, suggested that I should be hospital-
ized about 3 days for observation. This mo-
ment was a critical juncture. Many pa-
tients presenting as I did are sent home
with anxiety-reducing medications. For
those with my disorder, this decision,
based on typically negative or bewildering
findings, can be lethal. Patients with this
undetected silent killer within have a 37%
chance of dying within 24 hours and a 90%
chance within 48 hours. No wonder! The
killer within me has been called “the great
masguerader” because it mimics other crit-
ical coronary conditions but remains un-
identified and therefore untreated as other
conditions are ruled out. Usually the cause
of death is discovered in the autopsy; if
there is no autopsy, the death is usually
attributed to myocardial infarction.

Fortunately, my body continued to cry
out. My back pain increased, leading Dr.
W. to consider the death of the actor John
Ritter only 17 days before of a misdiag-
nosed ascending aortic aneurysm and dis-
section (ABC, 2004). Ritter had been at the
ABC studies in Burbank filming his sitcom,
8 Rules for Dating My Teenage Daughter.
He had felt what seemed like food poison-
ing during the day. At 6:10 p.m. that night,
he was complaining of “chest pain and
tightness, naugea, vomiting, and dizziness”
and was taken across the street from the
ABC studios to Providence St. Joseph Med-
ical Center. He was initially diagnosed
with an acute myocardial infarction, then
again misdiagnosed with pericardial tam-
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ponade. He was given an angiogram in the
process. Ritter actually had a “large as-
cending aortic aneurysm and a massive
dissection” and died at 10:48 that night.
(On September 9, 2004, the Ritter family
filed a wrongful death and medical mal-
practice lawsuit stafing that the hospital
and doctors “caused the untimely death of
(Ritter) by misdiagnosing his condition
and, as a consequence, failing to provide
proper treatment in connection with an as-
cending aortic aneurysm that would have
saved his life. . . . If proper procedures had
been followed fo diagnose and treat Mr.
Ritter's symptoms, he would be alive and
well today.”)

John Ritter’s death saved my life. Dr.
W., recollecting Ritter's condition and the
need to assess for an aortic disseetion, or-
dered a CAT scan. Sure enough, he discov-
ered just that within minutes. With a calm
but urgent voice, he disclosed that I had
what “John Ritter had” (not “what killed
him”) and said that I would need immedi-
ate surgery for my ascending aortic dissec-
tion. Evergreen Hospital did not have the
resources for open-heart surgery, so I was
quickly transported via ambulance to
Overlake Hospital, about 15 minutes away.
Strangely, with an aorta capable of burst-
ing any second, I was not in a panic. Were
the medications working? Was it the calm
and determined direction of Dr. W.? Was it
the loving presence of my wife, who also
seemed grounded in her faith that I was in
good hands? I said good-bye to her. She
took my hand and kissed me, and that was
the last time I saw her before entering
Overlake’s operating room (OR) for emer-
gency open-heart surgery.

My life was dangling by a thin thread
because, officially, I had a Type A (ascend-
ing) aortic dissection that was in progress
and could rupture at any moment. Blood
was seeping through a tear in the inner
part of the three-layered aortic wall, caus-
ing the inner half of the wall to separate
from the outer half, all the way from the
aortic root (emerging from the heart) down
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the aorta’s entire length and through its
branching arteries. The aortic valve had
been severely damaged in the dissection
that had, perhaps, been developing for
years as an aortic aneurysm. Given that
the aorta is the River Nile of blood vessels,
the massive and extensive damage through
the entire aorta usually kills instantly by
blocking or diverting blood flow to the brain
and essential organs. Survival is unlikely.

Aortic aneurysms, especially theracic
aneurysms arising from the heart, are
deadly, killing between 15,000 and 25,000
people in the United States each year—
more than die from AIDS and most kinds of
cancer {Elefteriades, 2005; Helliker & Bur-
ton, 2003). Albert Einstein, actors Lucille
Ball and George C. Scott, and several
prominent athletes have been among the
casualties. Individuals with well-defined
genetic diseases (especially Marfan’s,
Ehlers-Danlos, and Turner syndromes)
should be considered at risk for dissection.
The male-to-female patient ratio is 3:1.
Harsh blows to the chest and weightlifting
may precipitate a dissection. Subtler forms
of inherited metabolic disorders are also
believed to be more significant than previ-
ously thought (Anderson, Rizzo, & Cohn,
2003).

New technology and awareness of aortic
disease is improving the ability of physi-
cians to detect and treat aortic aneurysms
(Helliker & Burton, 2003). However, the
misdiagnosis rate for aortic dissection is
about 35%. The sudden onset of chest pain
has been shown to have a sensitivity of B4%
and warrants a CAT scan (Wiesenfarth,
2005). The pain of a dissection is differen-
tiated from the pain of acute myocardial
infarction by its abrupt onset.

SUDDEN DEATH

I arrived at Overlake Hospital in what
seemed like a brief moment, was whisked
upstairs to the OR, and met the surgeon,
Dr. A. I did not have much time to review
his credentials. I asked him from my flat
position on the gurney what he knew about
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this kind of surgery. He informed me in a
confident voice that he had written two
chapters on aortic dissections (another mir-
acle moment!). The anesthesiologist, Dr. P.,
also introduced herself, and I requested
that she keep me alive. She smiled and
said, “OK.” The introductions were brief,
crisp, and confident. Again, I felt T was in
good hands because of the emotional pres-
ence, care, confidence, and touch of these
physicians. The nurses also helped by dis-
tracting me with the biggest drama of the
visit-—how to get the rings off my fingers,
especially one that I had not been able to
remove for 28 vears. Amazingly, these
nurses, with years of expertise on ring re-
moval using their special lubricant, a mag-
ical string, and nimble fingers, were able to
do the job, perhaps giving me the reassur-
ance that this was a place of special possi-
bility. I was wheeled into the OR, saw
about eight staff busily arranging the
room, and then . ..

Open-heart surgery began about 9 a.m.
on Sunday morning. The scheduled 3-hour
surgery stretched into a 7-hour ordeal that
lasted into the late afternoon on Sunday
because of an emergency within an emer-
gency. A cut was made in my femoral ar-
tery, which would receive blood from the
heart-lung machine during the operation
and circulate it backward through my
body. My chest was cut open 12 inches with
an oscillating saw, my heart was sus-
pended in a pericardial cradle, and I was
put on an open heart-lung machine. This
surgery was as serious and invasive as pro-
cedures get. Because of the extent of the
dissection, there was a significant mortal-
ity probability as well as the possibility of
brain damage, paralysis, and other organ
failures.

The area of the aorta just above the
aortic root had been severely damaged (the
surgeon later said it was like trying to su-
ture wet tissue paper) and needed to be
replaced by a highly durable, woven Da-
cron graft, introduced about 50 years ago
by Dr. Michael DeBakey, who discovered
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the material in a Houston department
store (Anderson, Rizzo, & Cohn, 2003). The
aortic valve, located at the base of the
aorta, had been damaged, requiring repair
or replacement. Dr. A, emerging from the
OR, spoke with Misty in the waiting room
and asked her if she wanted me to have a
mechanical valve or a pig valve if he could
not repair the valve, Feeling as if she were
being asked, “paper or plastic?” in the gro-
cery store and having no knowledge of aor-
fic dissections, she immediately called her
cardiae surgeon uncle in California, who
was able to speak by phone with Dr. A, in
the OR. Fortunately, the valve was not in-
sufficient or stenotic and was thus eligible
for a “valve-sparing” repair.

However, there was an emergency
within this emergency: Dr. A. was not able
to stop the bleeding. The graft was close to
the three branching arteries that go to the
brain at the aortic arch. The surgical team
therefore had to use the highly risky pro-
cedure called “full circulatory arrest.” I was
placed in a “deep hypothermic circulatory
arrest” (DHCA) for 30 minutes. My body
was cooled from 37 to 18 °C to slow metab-
olism and lower the risk of death and brain
damage. The heart and brain had to be put
to sleep. An EKG would have reported no
heart function. An EEG would have shown
no brain waves. If the definition of life is
based on heart and brain activity, there
was none, and I was dead. The cells were
being kept alive but were not making
“noise.” This critical step had to be done so
that the blood would stop circulating and
allow a successful suturing. This delicate
process was an emergency within an emer-
gency, a high-risk procedure designed to
empty the aorta for exploration and repair
as second by second the risk of death in-
creases (Kaiser, 2004).

Through all this, Misty kept watch in
the waiting room with increasing concern,
going for hours without news from the sur-
gical team, but she was well held by friends
who came to sit with her. Two of our chil-
dren, who lived in California and Indiana,
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flew in immediately. My three sisters,
warned of the gravity of the procedure,
were told, “You must come now.” My father
and stepmother arrived as well, A col-
league and his wife also appeared later in
the night. We were all supported by the
power of the love of those gathered together
and scattered across the miles who collec-
tively held us in their hearts. Perhaps the
community of mindfulness and compassion
influenced the power of healing. Their
beating hearts kept me alive while my own
heart was stopped. Misty says she never
believed that I would die, although she
knew I was on the edge.

Those who waited worked much harder
than I, lying deep in the darkness of sur-
gery and beyond. Those who wait, not
knowing for hours the status of the one
they love, listen for clues in the footsteps,
the phones, the voices, the beeps, the drips,
the looks on the faces of the medical team
who come through the doors. Those who
wait, who suffer as they balance between
hope and despair, need comfort as they
comfort others.

The suture had been successful during
the full circulatory arrest, but because of
the 30-minute suspension of life, there was
uncertainty about my neurological condi-
tion and how I might emerge and awake.
Misty was warned. I was taken into the
intensive care unit (ICU) on Sunday night
and was slowly warmed. Through the night
I was surrounded by a labyrinth of liquids
and machines keeping me alive. The bleed-
ing was difficult to stop, and I needed two
blood transfusions. Those family members
who dared to look said they saw a lifeless,
waxy, bloated body that looked coffin
bound. Some could not stand to look,

Family members were told not to touch
me or talk to me while the sensitive recov-
ery and degree-by-degree warming-up pe-
riod was under way, but Misty disobeyed,
remembering a critical story I had told her
26 years before. My mother was in the ICU
in December 1978 after an acute heart in-
cident (had she and her father, both at the



