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The second wave of coronavirus disease-2019 (COVID-19) stealthily 
crept upon us by the end of February 2021 as we let our guards 
down, thinking the worst was over. Though news of the surge of 
cases in the Europe and United States in late January was rampant, 
they seemed like far-off noises that we ignored.

The reasons for the second wave are manifold.1 Uncontrolled 
mass gatherings for religious, social, and political reasons 
continued in various corners of the country. Coupled with this 
were the poor risk perception and health literacy of our populace. 
Higher population density along with an upsurge of mutant strains 
of the virus that are more transmissible and pathogenic are the 
two most important factors responsible. The B.1.617 and B.1.618 
strains with structural mutations in the spike proteins are said 
to be less affected by current vaccine responses.2 Air pollution 
in our cities where there is an increased concentration of small 
particulate matter leads to compromised lungs and more chances 
of COVID infection.3

The characteristics of the second wave seem to be somewhat 
different from the first wave. The younger healthy population is 
being increasingly affected in contrast to last years’ predilection 
for the elderly and patients with comorbidity. Sudden deterioration 
in oxygen saturation and overwhelming spread in patients with 
supposed stronger immunity is a recurring pattern without 
adequate explanation.4

The decline in the first wave was gradual but it seems the 
second wave is demonstrating a sharp rise and fall in case counts 
within a period of 3 months. This may be attributable to vaccination 
drives or an increase in herd immunity.

A novel consequence of the second wave is the recognition of 
more post-COVID sequelae and opportunistic fungal infections—
the most notorious being mucormycosis and aspergillosis. Rhino-
orbitocerebral mucormycosis is reaching epidemic proportions 
in post-COVID diabetic patients and in those with prolonged or 
high-dose steroids or immunosuppressive therapy. Many states 
have declared it an epidemic as of June 2021. The COVID-associated 
mucormycosis (CAM) prevalence is around 0.27% in wards with 
a dismal prognosis and mortality of 40–50%. COVID-associated 
pulmonary aspergillosis (CAPA) is also rearing its ugly head though 
less than CAM.5,6

The current scenario is overwhelming the healthcare 
infrastructure with a scarcity of beds, oxygen, and essential 
medicines. Horrific images of people gasping for breath in the 
roadside fill the television screens. People bid goodbyes from 
a distance as the wheelbarrows carry away their loved ones in 
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zipped-up body bags. There is a cue in crematoriums and bodies 
rot in morgues or float in the rivers. Those who manage to survive 
often end up with various debilitating sequelae. 

Despite all this, public memory is short-lived, and we forget 
the horrors and commit the same mistakes. Also the fatigue of 
lockdown and restrictions is setting in. It is important to spread 
the word that COVID-appropriate behavior is what we need to 
inculcate as a natural part of our lives. If the lessons learned from 
the second wave are to be remembered and caution is practiced 
in conjunction with vaccination, we can keep the third wave from 
spiraling out of control. 
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