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St. John’s Alumni Salute Frontline Workers Battling COVID-19
The second wave of COVID-19 in India is bringing suffering at an unfathomable
scale, pushing medical teams beyond their limits in every conceivable way. Through
this series, the St. John’s Alumni Association would like to acknowledge the selfless
service of the indomitable teams at St. John’s serving at the ER, ICUs, wards, war
room, admin, maintenance, supplies and management. We hope to highlight their
work and show the rest of the world the people behind the N95 masks and face
shields, serving on our front lines, and saving one patient at a time.
I would like to join Johnites around the world in
saluting the doctors, nurses and support staff who
are in the forefront of the Covid battle in St.
John’s Medical College Hospital, especially in the
Emergency and the ICU. They have been doing
excellent work under extremely trying
circumstances. One cannot but admire their
fortitude, commitment, and perseverance in
battling Covid unmindful of personal risk and
distress. St. John’s motto “He shall live because
me” is being realized in and through them
literally and figuratively. May God bless them
and their life-saving efforts.
- Rev. Dr. Paul Parathazham,
Director, St. John's National Academy of
Health Sciences.
“Hats off to all our COVID warriors for the
tireless, selfless and committed care given to those
seeking help with us. No words suffice to express
the magnitude of what they do. We can only pray
that the Lord give them the strength and courage
to see them through this crisis and bless them
abundantly.”
- Dr. George D’Souza,
Dean, St. John's Medical College.
“To all the residents, PGs, nurses, technicians,
consultants working on COVID duty – I am so,
so humbled by the sheer magnitude of commitment
and work that each one of you are putting in.
While I cannot be there physically, please know
that I AM THERE 500% in spirit and action
- so don’t ever hesitate to suggest, ask, opine -

keep up the good and fantastic work you are all
doing - AND STAY SAFE.”
- Dr. Maya Mascarenhas, President,
SJMCAA
“Sincere appreciation to the entire team for your
diligence and selfless efforts in this battle against
the pandemic. We are with you in spirit as you
encounter more challenges in this wave. Keep up
the great work!”
- Dr. Tony Raj, Dean, SJRI
and Treasurer, SJMCAA.
“I want to acknowledge each of you caring for
COVID patients, for your Courage to go into
wards where many fear to enter, your
Determination to do your best for each and
every patient, your Kindness in caring for
frightened, isolated patients and your
Persistence in continuing despite physical
exhaustion and mental distress from the
overwhelming burden of COVID. Thank you for
all that you are doing! Please reach out if you ever
need any help and let us know how best to
support your efforts.”
- Dr. Priya Pais,
Vice President, SJMCAA.
"In the words of my Basketball role model
Kareem Abdul-Jabbar.... 'One man can be a
crucial ingredient on a team, but one man
CANNOT make a (winning) team! ' Only
together we can make it through this crisis…”
- Dr. Sanjiv Lewin, Chief of Medical
Services, St. John’s Medical College
Hospital.
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Part I: The Emergency Room
St John’s has seen a staggering number of patients coming into the ER in a state of
acute distress. In early April, 500 out of the 1100 beds at the hospital were designated
for COVID-19 patients. Today, that number has gone up to 900 of 1100. Of these
beds, 75% are assigned under the BBMP (government) quota at subsidised rates, to
ensure that all persons can access this urgent medical care. But this is simply not
enough. Every hour desperate family members rush their sick loved ones to the ER,
hoping to get emergency care to save their lives. And every hour, staff at the ER
wage a gut-wrenching battle with this virus, stretching grossly inadequate resources
to meet an impossible need.
The entire team at the ER has been toiling outside the limelight and working their
hearts out every day. There is no way anyone can do what these guys in ER do, and
there is nothing we can do to repay them for the sheer grit and determination they
show on their shifts. This first part in the series is a simple dedication from St. John’s
Alumni Association to every single member of the ER team.

Big hurray to you all!!!
Resident Doctors
Dr. Jerry Jacob
Dr. Ashish Bosco
Dr. Puneeth Reddy
Dr. Mary
Dr. Brian
Dr. Syed Mushiruddin
Dr. Nijila
Dr. Michelle
Dr. Shalene
Dr. Dimple
Dr. Netra
Dr. Ashish
Dr. Jawahar
Dr. Jeevan

Nurses
Dhanusha D S
Gokila Valli

ER Team at St. John’s
Consultants
Dr. Shakuntala Murthy
Dr. Girish Narayan
Dr. Karthik Reddy
Dr. Harshit Mundra
Dr. Ashray
Dr. Roshan Alex Cherian
Dr. Rashika
Dr. Manasa Sheshadri
Dr. Vikas
Dr. Mahashweta Chowdhary
Dr. Jobin James
Dr. Rakesh
Dr. Sushma
Dr. Pranavi
Dr. Nathan Sathurock
Dr. Gayatri
Flora Mary N
Nathiya
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Gracy K
Nisha Rajan
Hena Joy
R. Tamizarasi
Jenifer Nancy
Sabeena A
Jenita
Sabetha K
Christeena
Samundeshwari
Jesinatha
Sathiya Snegha S
Jaisalina
Shiny Priya
Jyoti Ghindole
Sneha R
Keerthanka P
Sr. Ashlyn
Kunga Uangkey
Sr. Josephine
Margaret V
Sunitha Mol S
Maria Joseph
Sweety Joseph
Nagawang
Tharani
Sonam
Sethuraman
Nandhu M
Vasantha Mary
All technicians, secretaries and other staff at the Emergency Room.

Here is a first-hand account from an ER resident at St. John’s. Beyond exhaustion
and heartbreak is the haunting choice that no person should ever have to make. This
20 something year old is only one of many staff at St. John’s working non-stop to
save as many lives as possible in this crisis.
MUSICAL CHAIRS FROM HELL
(A COLLEGE CLASSROOM, CIRCA 2011)

Professor: “So we will be doing a series of lectures on Medical Ethics. It is mandated
by the University, and here we take it very seriously. It is a crucial part of your
education.”
(It’s a hot day in May. It’s late afternoon. The topic, though interesting and pertinent,
is unfortunately not enough to capture the full attention of a bunch of sleepy college
kids.)

Professor (senior and distinguished beyond the comprehension of the

aforementioned kids): “Let’s discuss a few case scenarios. It’s entirely likely you
won’t experience these in real life, but there are ethical principles you need to
understand.”
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(A few students nod. The rest stare deadpan. One or two continue texting under the
table. The back row is already fast asleep)

Professor (continuing) – “…there are times when we as doctors, are faced with
impossible choices with regard to human life. It is difficult, near impossible to make
the perfect decision. But it is important to reconcile your choice with the broader
principles of Ethics that govern our profession. Your own personal beliefs of course,
play a part.”
(A few more students succumb to the sandman)

Professor: “Let’s say, hypothetically, you are in a situation where you have two

patients in a remote setting. Both require urgent oxygen, but you have only one
cylinder. One is a 70 year old man, terminally ill. He came first and is on the cylinder
already. In comes a 20 year old boy, who needs the oxygen urgently. You have to
make a choice. What do you do?”
(He locks eyes with the students one by one, waiting for an answer. Few avert their
gaze immediately, not wanting to engage)

Student 1: “It’s obvious. The boy gets it. The old man is terminal. The boy can be
saved.”

Student 2: “Disagree. You cannot wilfully remove the oxygen from a patient. You
cannot devalue his life.”

Student 1: “But you have to choose your battles. How can you let a 20 year old die
while you give oxygen to an apparent lost cause.”

Student 2: “I cannot condone pulling support off a patient and letting him die on
the assumption that he’s beyond saving.”

Student 1 (slightly irritated): “But you don’t understa...’
Professor (interjects): “Alright, alright. There’s no need to lose your cool. Let’s keep
this discussion civil. I brought up this example to illustrate a couple of points. There
is no codified right answer to these questions. On one side, how does one weigh
human life? Young vs old. Salvageable vs lost cause. Worth saving vs no chance. On
the other hand, we are always limited by reality - logistics, personnel, equipment.
How do you remain an idealist within the constraints of practicality?”

Student 3 (the class smart-ass deciding to dissipate the somber tone of the
discussion): “Sir I have an idea. What if we rig the cylinder so that it supplies both
at the same time?”
(Groans and facepalms erupt all over the lecture hall)

Professor (smiling): “Very clever Mr. X. Innovative solutions are always important,
but let’s stick to the point here.”

(COVID ER, PRESENT DAY)
4

For internal circulation only.

It’s a hot day in May. The Resident swears under his breath as he zips up the PPE
suit. The tight band of the face shield is already giving him a headache. The mask
has rubbed his nasal bridge till it’s raw. It’s going to be a long shift.
He takes a moment to compose himself, and strides towards the ER. Into hell. There
is a line of ten ambulances outside. A veritable ocean of people throng the entrance
- equal parts angry, frustrated and desperate. A colleague of his from the previous
shift stands in the middle of it - screaming herself hoarse, trying to organise things
outside. She’s flanked by two security guards and an EMT, struggling to hold back
the mob. An intern scurries around checking saturations and documenting furiously.
They’re both very relieved to see the resident, signalling the end of their shift. It’s
not going to be a fun few hours, and he hasn’t even seen what fresh horrors await
inside.
The ER is a warzone. Violent, bloody and chaotic. The groans of patients suffocating
slowly on stretchers, the incessant beeping of the monitors, the alarms on the
ventilators in use, and the voices of the doctors and staff coalesce into a constant
ear-splitting din - enough to disorient and cripple the uninitiated. But this ER team
is not uninitiated. Seasoned veterans of the first wave, this isn’t their first rodeo.
A couple of doctors of the previous shift are gathered around a patient. The curtains
are closed. CPR is ongoing. A 36 year old man was brought in struggling through
his final breaths, and arrested within seconds. They intubated but it was too late.
They call it shortly after. One heads off to break the news to his wife and mother.
The other unhooks the ventilator from the still-warm body, and rushes off to
intubate the man in the next bed before he gives up his fight. There was only one
machine free for use, and the recently deceased has no need for it. One man’s loss
is another’s gain.
The resident stands at the patient’s head end and gives orders. A single junior nurse
is free to assist, so he has to patiently walk her through the process. They manage to
intubate. The tube is barely secured and the ventilator hooked up when there’s a
shout from the entrance. ‘CRASH!’ The EMT yells, wheeling in a middle aged
woman - gasping, sweating profusely and unresponsive. She needs urgent
resuscitation, but there isn’t a single bit of free space. They hurriedly throw a sheet
over the recently deceased, and wheel the body to the corridor to free up a bay.
The woman doesn’t have much time left. Her saturation is 7% and she’s fading fast.
They remember with dismay that there is no free ventilator. One doctor gets on the
phone with the supervisor, asking for one. He is informed that every single machine
in the hospital is currently in use. The woman is dying- one laboured half breath at
a time. They connect her to an oxygen mask, but it’s practically a placebo in such
severe disease. The woman’s children beg them to do something. One even falls to
his knees pleading. The resident has to inform them that there’s literally nothing they
can do. How does one find the words to convey compassion that can even match
such levels of despair? One family member turns hysterical and starts screaming on
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the floor. They try to calm her to no avail. The patient stops breathing 10 minutes
later. She joins the shift’s first casualty in the corridor, sheet covering and all.
Suddenly there’s a scream from the green zone of all places. The resident runs to
check. It’s source is the son of an elderly man who’s been stuck in the ER for 3 days,
unable to find a bed anywhere. A combination of hypoxia and over 72 hours under
the continuous sterile white lighting of the ER, has left him disoriented and agitated.
His oxygen mask lies on the floor beside a large pool of blood. His sheets are
similarly soaked red. In his frenzy, he ripped out both his IV cannulae, causing him
to bleed all over. Thrashing around makes things so much worse. They are forced
to sedate and restrain him for his own safety. He shows surprising strength for an
old man. A strange smell wafts past all of a sudden. He’s pissed himself and
defecated in the struggle.
The resident has barely wiped the blood off his face shield when the EMT stationed
outside taps his shoulder. He looks worried. ‘Come fast, you need to see this,’ he
says.
They head outside. There’s an auto rickshaw parked at the entrance. Inside is a man
cradling his motionless brother in his arms. He’d been sick for a few days apparently
but refused to go to a hospital. Worsened significantly since the night, barely able to
breathe. He stopped responding an hour ago and they rushed him to the ER. The
brother is screaming for help, but the resident has seen enough death to recognise it
instantly. They wheel the man in. Quick pulse check and ECG. No surprise. He’s
cold and cyanotic. Clearly been dead for a while. His wife and two small children
arrive shortly after in another vehicle. The resident will probably hear their wails of
anguish long after the shift ends. That back corridor is getting quite crowded with
the dead.
There is no time to process any of this
or offer more support to the bereaved
family. Six more ambulances pull up,
each containing whole families of very
much alive COVID patients needing
assessment and treatment. EMTs get
to work wheeling them in. In the
opposite direction, hospital aides
wheel out two bodies from the ICU
upstairs, into a waiting ambulance that
will transport them
to
the
crematorium. Both are wrapped as per
protocol. Faces covered in transparent
plastic stare back. A shiver runs down
the spines of the living being
stretchered in the opposite direction.
6

For internal circulation only.

It takes a couple of hours to finish assessing all the new arrivals. Every single oxygen
port in the ER is now in use. Patients lie on stretchers. Those in slightly better shape
are slumped in chairs, Desperately gulping down oxygen. The resident recalls a
sobering message that was sent out earlier that day. The hospital has about 36 hours
of oxygen, given current consumption trends. The management is working
feverishly to secure more, but the margins are wafer-thin given the number of lives
at stake. Every few hours, the ER team adjusts oxygen flow rates to maintain the
bare minimum acceptable level. The fear is palpable. They’ve taken oxygen supply
for granted all their careers. Rationing it is a new, traumatising experience for all of
them - senior consultant, to fresh-faced rookie.
No time to rest, however. Another two patients are wheeled in - peri-arrest.
Saturation 12% and 21% respectively. Both young, otherwise healthy men. The first
problem - all ventilators are still occupied, the second - which of the two to choose
if one becomes free. Desperate calls are made. It so happens that a patient has just
died in the ICU at that precise moment, freeing up the bed. The ER hurriedly move
one of their patients to the ICU (a 50 year old lady who’s been stuck without a bed
for 2 days. The ER team has been doing their best to keep her alive in the midst of
this chaos), freeing up a machine. They’ve moved heaven and earth to make the
move quickly, but it comes too late for one of the two young men. He gives up the
fight mere moments before they can intervene. CPR is unsuccessful. There isn’t
enough energy or resources around to sustain the effort. The other man is more
fortunate. He goes on the ventilator immediately, so he lives to fight another day.
His x-ray suggests he won’t last very much longer than that though. The ER team
try not to think of the impossible choice they nearly had to make, taken out of their
hands at the last minute.
The resident finds a chair to sit and rest his aching feet. On the way, he walks past a
line of patients on BIPAP, each clamouring for the tight, bulky mask to be removed
for a second. They beg for a sip of water to soothe their parched throats. White
crusts of desiccation are visible in each of their mouths. Everyone is too tired and
too busy to help.
More dead are brought in, too late to save. The resident can only stare in horror
when woman’s body is hauled from the back of a pickup truck, like a sack of cement.
She’d apparently been crying barely 10 minutes before, only to fall deathly silent just
as the truck entered the gates of the hospital. A cruel twist of fate.
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space to accommodate them. Wall
oxygen ports are fully occupied.
Cylinders are empty.
The team ends up staying an hour late
to clear the mountain of admission
orders, medication charts and death
summaries from their shift. It’s been 9
hours in PPE, and dehydration makes
it almost impossible to function. The
bliss when the suit finally comes off,
dripping wet, is indescribable. There’s
barely enough energy after that to
clean up, grab a bite and then sleep.
The ER is full to bursting. Subsequent
desperate patients have to be turned
away because there isn’t even physical

The nightmare resumes tomorrow.

(Article written by Dr. Ashish Bosco, Emergency Resident, St. John’s Medical College
Hospital, Bangalore)
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