
ST-elevation myocardial infarctions), acute heart failure, conduction
abnormalities requiring pacemaker implantation, as well as manage-
ment of life-threatening arrythmias would seem to be non-
negotiable. Most of the rest could be treated conservatively with-
out big ‘losses’ in terms of outcomes. Indeed, in comparison with
these conditions, an outside observer could —with a degree of ex-
aggeration— classify a range of other aspects of cardiology practice
as ‘cosmetic medicine’.

As highly specialized health providers, we have been trained not
to compromise for less than the best for our patients. Still, in times
of health resource scarcity —not financial, as we have been accus-
tomed to complain about— we should re-prioritize and think twice
prior to giving approval for that transcatheter aortic valve proce-
dure in a nonagenarian and for the self-resolving atrioventricular re-
entry tachycardia ablation in an otherwise healthy young adult.
Furthermore, thinking over and over about this recent race of
superspecialization, we should pay attention to maintaining our gen-

eral cardiology skills and guarantee that young Fellows be trained
accordingly. This would certainly be a service to society even out-
side the context of a pandemic. In fact, the advent of Heart Teams
may signify exactly that: our unease at leaving important and
resource-intensive treatment decisions to superspecialized individu-
als without considering the patient as a whole.
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COVID-19 and the healthcare workers

Lessons from the Bhagavad Gita (the ‘Lord’s Song’) from India during these
difficult times

It was a war unlike any other. Family members picked sides; treasured
cousins, childhood playmates, beloved uncles and grandfathers, and re-
vered teachers faced off on the battlefield, preparing to slaughter each
other. It was, after all, a war that would decide ‘dharma’—the inherent
order of reality that is nurtured by right thought and action.

The famous archer Arjuna, the hero of this story, was caught in a
moral dilemma. He was sure that he was on the side of dharma but
could not imagine fighting his loved ones. ‘I quit’, he said. Fortunately
for him, his charioteer was Krishna, an embodiment of dharma. In what
would come to be known as the Bhagavad Gita (the ‘Lord’s Song’),
Krishna taught Arjuna the ways of skilful living. In the 5000 years since
the description of the war of Kurukshetra, the Bhagavad Gita has
proven to be an accurate guide for living a fulfilling life—a life aligned
with dharma.

Krishna’s advice to Arjuna was simple. Being a warrior committed to
protecting his people, Arjuna’s only dharma was to fight, and not worry
who he was fighting or the outcome of the war. To be able to do what
is needed without becoming attached to the result is the way of living a
skilful life. To have a goal is not the problem—to become so entangled
in the goal where the action is tainted lends itself to suffering.

Now, in the midst of a pandemic, the Bhagavad Gita is more relevant
than ever—the healthcare worker is Arjuna, hospitals are battle-
grounds for the war against the virus and misinformation, the lack of a
cure or an effective containment strategy, and a system that has failed
us. Amidst this chaos, the healthcare worker is being guided by dharma

and a deep sense of purpose to do what is right and not become para-
lysed by the outcome.

The novel coronavirus disease 2019 (COVID-19) pandemic has put
healthcare workers at odds with their profession. COVID-19 has
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Krishna the charioteer, steering Arjuna, the famous archer, during the
Kurukshetra War. In what would come to be known as the Bhagavad
Gita, Krishna enlightened Arjuna on his dharma—the inherent order of
reality that is nurtured by right thought and action
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challenged clinicians’ professional commitment to their communities
and to humanity, accompanied by a sacrifice of their own safety and of
the safety and needs of their families. It has become a litmus test of our
character, our focus, our strength, and our passion to care for the sick-
est, in the sincere hope that even amidst despair and desperation, we
are somehow making a difference in every life (and many lives associ-
ated with that one life) that we have the privilege to touch and heal.

This crisis has understandably created inner turmoil for the clinician;
yet Bhagavad Gita teaches not to let fear hold one back, to quieten
one’s mind with mental focus and resolve, especially in difficult situa-
tions. The frivolities that we as a society had previously invested in no
longer seem relevant or important. The collective thought that has
floated higher—what is the meaning of life—has been felt much more
acutely among healthcare workers.

Furthermore, the Bhagavad Gita also teaches us that we must learn
to detach ourselves from the results of our actions, and renunciate the
desire for a particular outcome. Clinicians cannot have complete con-
trol over a clinical situation, but they can rise to perform their clinical
duties and service with equanimity. In part, the natural course of
COVID-19 progression in patients of all ages has humbled us into sub-
mission to embrace this renunciation. Although we must continue to
act in the best interest of our patients, practice evidence- (and not
fear-) based medicine, and not ‘leave any stone unturned’ in instituting
timely interventions to help save lives, we must also embrace the vul-
nerability of life, and respect the fact that neither life nor death are in
our control. If anything, this pandemic has shown us that we are mere
conduits of dharma and have no power in dictating the events that con-
cern all 7þ billion of us on the planet. Yet, we always have the choice
to stand in alignment with dharma. Or not.

COVID-19 has unmasked the large structural inequalities in our so-
ciety that have always been present for racial/ethnic minority groups
and those of low socioeconomic status. Marked disparities in access to
healthcare and insurance, crowded living spaces, food insecurity, and
employment in services that frequently interface with the public have
placed those most vulnerable amongst us in direct harm’s way for
COVID-19 infection, critical illness, and death.

COVID-19 has also put a spotlight on the broken healthcare sys-
tems that leave healthcare workers with ethical obligations to treat all
patients, inadequately protected for this battlefield, with insufficient
personal protective equipment and inadequate governmental policies
to prevent the spread of illness. Moreover, while much of the spotlight
has been on doctors and nurses, this battle is also not won without the
role of all of the invisible unsung soldiers—the environmental service
workers, admitting clerks, technicians, and care aides who are essential
healthcare workers and equally at risk for COVID-19 exposure but of-
ten paid little over the minimal wage. Who will protect them and their
families if they also fall ill?

Indeed, the COVID-19 crisis has shown the ugly fractures in health
inequities and healthcare systems and split these divides wide open.
After the raging war with COVID-19 is tempered, we will have another
to battle—the one with the broken American healthcare system that
places financial interests of healthcare administrators and insurers be-
fore patients and providers. And once again, the choice will be ours.
Will we again side with dharma? The crisis has shown us that we need
to change tactics for the next battle ahead for addressing both acute
and chronic illnesses, or we will again miss our mark. We cannot allow
the lessons from the pandemic to be erased from our memories.
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