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The Second COVID-19 Wave in India:
Awaiting Light at the End of the Tunnel
By Mayuri Trivedi and Vivekanand Jha

T

he unfolding story of COVID-19 in India has
shown how a narrative can change quickly. It
was only a few months ago that experts around
the world were wondering what explained India’s relatively cheap escape (until then) from the ravages of
the COVID-19 pandemic. India is now back in the news,
but this time, the reports are highlighting the utter collapse
of the healthcare system, shortage of critical supplies and
hospital beds, people dying on the curbsides, and striking
images of over-busy cremation and burial grounds. Amid
this chaos, care of patients with chronic illnesses like kidney
diseases has been marginalized (1).
The causes of this second wave of the pandemic have
been debated but can be largely divided into changes in the
virus genome and people-related factors. With regard to the
former, it has been a combination of the B.1.1.7, first identified in the United Kingdom, or the “Kent” variant, and the
new B.1.617, first identified in India (2). This SARS-CoV-2
variant contains mutations in the spike proteins that portend enhanced viral infectivity with potential to escape neutralizing antibodies (however, this has not been confirmed)
and has been designated by the World Health Organization

(WHO) as a “variant of concern.” (3)
It is convenient to blame the virus because that deflects
attention from the people-related factors, such as the failing
healthcare system or misguided human behavior.
As the cases declined from September 2020, and the
country emerged from one of the strictest lockdowns in the
world (10 weeks of complete lockdown followed by phased
relaxation over 8 months), which had a major impact on
the economy, India let down its guard and concluded that
the pandemic was over. Serosurveys had shown that 30%
to 60% of the population had been infected, leading to a
belief that “herd immunity” had already been achieved or
was around the corner. There was a sense of triumph and
talks of Indian exceptionalism—propagated by the community and political leadership—and a premature euphoria over the protection by herd immunity. Large political
rallies and religious gatherings involving tens of thousands
of individuals were held, with little adherence to COVID19-appropriate behavior. Social events that involved large
gatherings like weddings, postponed during the first wave,
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T

he number of cities and counties that have issued
declarations about racism has skyrocketed since
George Floyd was killed in 2020 and Black Lives
Matter protests erupted across the United States.
As of spring 2021, 109 cities, 76 counties, and 8 states
have formally declared racism a public health crisis, according
to Rita Soler Ossolinski, program director for the National
League of Cities’ program Race, Equity, and Leadership.
“I think there’s real intentionality behind them,” Soler
Ossolinski said. “The first step is acknowledgment.” These
declarations can begin to “normalize” the conversation

around racism. The next step is accountability, she said, by
developing plans and programs to address racial inequalities.
“Racism is a system; it’s not necessarily a pejorative remark.”
In Ohio, both the Franklin County Board of Health (1)
and the City of Columbus City Council (2) declared racism
a public health crisis. Columbus is the state capital and largest
city in the state. The Board of Health committed to creating
an equity and justice-oriented organization, identifying areas
where it can embrace diversity and incorporate anti-racism
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were resumed. Inevitably, once the transmission started, it spread like wildfire. Professor
Ashish K. Jha, Dean of Brown School of Public Health, has called the Kumbh Mela (religious mega-gathering) the largest superspreader event in the world (4).
During the Indian winter, when the caseloads were low, the health system also rapidly de-escalated. Rather than further improve preparedness in anticipation of a possible
second wave (as had occurred in other parts of the world), it shut down COVID-19
facilities and ignored the need to bolster intensive care services. This meant that when
the inevitable wave hit with ferocity, and people started seeking hospital care in large
numbers, beds were scarce, hospitals ran out of oxygen, and healthcare professionals were
stretched far beyond their capabilities. This culminated in thousands of deaths that could
have been prevented.
As the vaccine capital of the world, India was well poised to vaccinate its population. However, the sense of complacency and misinformation meant many people were
unwilling to get vaccinated. The government played its part at the global level by committing to export vaccines as part of its Vaccine Maitri (vaccine diplomacy program) (5).
Initially, vaccinations started in a phased manner, with the elderly and those with comorbidities prioritized, but as caseloads rose sharply, the government announced opening it
up to all adults. The resulting clamor and failure to increase the supply to match demand
led to a massive shortage of vaccines (6). There have been issues with production and supply as well—the vaccination rate came down to 1.6 million doses/day from a peak of 3.5
million doses/day. It is estimated that only about 8% of the population has received one
dose of the vaccine (7). Vaccinating India out of the pandemic, as in Israel, the United
States, and the United Kingdom, seems unrealistic in the near future unless the country
ramps up production and/or gets help in obtaining adequate stockpiles very soon.
In this chaotic environment, desperation to seek any effective therapy and the lack
of any clear authoritative evidence-based guidance are driving the use of low-quality care
including several completely outlandish remedies. Despite weak evidence of their benefit,
there have been desperate searches for plasma therapy, in addition to multiple antimicrobials. This has prompted many academics to appeal to government for responsible,
evidence-based guidelines (8). It is common to see infected patients carrying prescriptions that have more than 10 drugs, encouraging profiteering and black marketing. Practitioners of alternative systems of medicine openly claim curative powers in remedies
peddled by them.
Finally, major doubts have been raised about the reporting of cases and COVID-19
deaths. Epidemiologists and data modelers estimate that the actual number of daily cases
could be 5−10 times the official figures, which at the time of writing, is around 400,000/
day. Similarly, Professor Murad Banaji of Middlesex University, London, believes the
actual death count could be in excess of 1 million, against the officially reported 240,000
(9).
With a country as densely populated as India, the virus has managed to spiral out of
control due to the casual approach toward COVID-19-sensible behavior by the public,
mismanagement by the administration, and lack of adequate healthcare facilities including hospital beds, oxygen supply, and vaccination, compounded by the government’s
haste in exporting medical resources to other countries. India has just about two intensive
care unit (ICU) beds for every 100,000 people, compared to 29 in Germany (10).

Chaos in kidney care
The large-scale disruptions in dialysis and transplant services have been well documented
(1). Some of these, in particular transplants, had just resumed when the second wave shut
them down once again. Even though dialysis patients were included in the priority list for
vaccinations, only a small portion has actually been vaccinated.
There have been a few examples of the community coming together and developing
appropriate responses. A COVID-19 hemodialysis unit preparedness checklist designed
by prominent nephrologists from around the country made dialysis practices during
COVID-19 uniform across India (11). The city of Mumbai set up a project by the local
government (Project Victory), which came up with a website to facilitate the coordination of care (https://covidialysis.in/) for COVID-19-positive or suspected patients. This
significantly eased the pressure on treating nephrologists as well as patients and brought
about a significant drop in the number of skipped dialysis sessions. In many communities, an informal network of providers including rural medical practitioners, frontline
health workers, non-governmental organizations, and community self-help groups came
together to meet with the chronic care needs of the people, including arranging medications and teleconsultations (12).
The ubiquitous shots of ghoulish orange glows of funeral pyres and news of the collapsing healthcare system, mountains of corpses, and the nationwide hunt for oxygen
and other medical supplies remind us that this did not happen just over the past 15
months but was 50 years in the making. The systematic neglect of the healthcare system
by the political and administrative class and failure of the population at large to make this
a mainstream issue on which to ask for accountability from elected representatives have
been assimilated in popular consciousness. Only those not familiar with the deficiencies
of the system are shocked by what they are seeing. Hope is being expressed that maybe
this will be the shock that will jolt the country into undertaking these much-needed
reforms. If that were to happen, indeed, that would be a bright and welcome light at the
end of this very long and dark tunnel.
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principles. It stated that the plan must “understand, address
and dismantle racism, in order to undo how racism affects
individual and population health and provide tools to engage actively and authentically with communities of color.”
The Board of Health also plans to advocate for relevant
policies that improve health in communities of color and
build partnerships with other organizations confronting
racism. Alejandro Diez, MD, associate professor and transplant nephrologist at The Ohio State University Wexner
Medical Center, said the Columbus declarations “really
opened up a lot of eyes and were a catalyst for looking inward.”
The National League of Cities has been asked by at least
38 cities—compared to 20 in 2019—to help them develop
racial equity plans, Soler Ossolinski said. While many of
these programs are still in the planning stage, some of the
declarations have mentioned various health conditions that
disproportionately affect Black and/or Hispanic populations, including diabetes and hypertension, primary drivers
of kidney diseases.
The declarations “matter because it now means someone
is listening; someone is paying attention,” said Maya ClarkCutaia, PhD, RN, assistant professor at New York University Rory Meyers College of Nursing and an acute care nurse
practitioner at Pennsylvania Hospital in Philadelphia.
“The problem with that is the lip service isn’t enough,”
said Clark-Cutaia, who studies kidney disease and dialysis
patients. “The reason these disparities have been perpetuated is because there’s no action. It’s going to take a lot more
than declarations. We need investment in these communities. That’s what’s missing.”
During the COVID-19 pandemic, kidney diseases have
been in some cases a “perfect storm” of racial and ethnic
health disparities; racism; disproportionate rates of diabetes,
hypertension, and other comorbidities; and increased vulnerability to the coronavirus, Clark-Cutaia said.
“I feel like kidney disease patients are the embodiment
of the many things that cause health disparities,” she said.
Racial and ethnic minorities have higher rates of diabetes and hypertension than White Americans. In fact, Black
Americans are 60% more likely than non-Hispanic White
adults to have been diagnosed with diabetes, and non-Hispanic Black adults are 3.5 times more likely to be diagnosed
with end-stage kidney disease compared to non-Hispanic
White adults, according to the US Department of Health
and Human Services (3). Black Americans are also more
likely to get diagnosed later, be referred to a nephrologist
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later, and have longer kidney transplant waits, Clark-Cutaia
said. A complex mixture of a person’s social determinants
of health—the conditions in which people are born, live,
learn, work, play, worship, and age—affects disease risk and
access to healthcare (4). Over the past year more cities and
counties have recognized and acknowledged that structural
racism affects a person’s social determinants of health.
Clark-Cutaia says her Philadelphia kidney disease patients have unique vulnerabilities that are often out of their
control. For example, they are instructed to cut down on
their salt intake, but they tend to live in lower socioeconomic neighborhoods that are “food deserts,” without supermarkets and affordable, nutritious food sources. These
neighborhoods often have only convenience stores, with
higher priced, high-sodium processed foods, an example
of the structural problems that cities and counties have
declared racism a public health crisis must address, ClarkCutaia said.
Furthermore, adults in these communities often have
lower education levels, which could make it difficult to understand or access complex nutrition guidelines. And those
without cars often rely on the city bus system to go to a
supermarket or to their doctor’s and dialysis appointments.
Diez pointed out that it can take some of his Columbus
patients an hour and a half to get to an appointment by bus,
including at least one bus transfer—a distance that takes
only 30 minutes by car.
Then came COVID-19, adding to their risks and health
disparities. Black Americans, American Indians, and Alaska
Native and Hispanic Americans have disproportionately
higher rates of COVID-19 cases, hospitalizations, and
deaths (5). This does not surprise Clark-Cutaia because, she
said, the communities in which they live have not addressed
the social determinants of health that put them at greater
risk. These adults are also more likely to be essential workers, such as grocery store employees and bus drivers, who
cannot work from home and are more exposed to the virus.
They may also live in multi-generational homes, which puts
more people in their family at risk, Diez said.
“These are often the ones who prepare our food, clean
our offices, stock our food at the supermarket,” he said.
“These are jobs that they depend on, and a lot of times you
have one individual who the entire family depends on for
income.” While clinicians and researchers may point to
racial and ethnic health disparities—and more and more,
structural racism—individual racism also harms the health
of racial and ethnic minorities. There are longstanding falsehoods that plague the care of these vulnerable populations,
such as that Black people have a higher pain tolerance,
Clark-Cutaia said. This belief does not recognize that race
is a social construct with no biological basis. In addition,
Black women, in particular, may be viewed as histrionic or
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as having a history of abuse of pain medicine.
In a 2016 study of 222 White medical students and residents, one-half reported that they believed at least one false
statement about Black adults having higher pain tolerance.
Participants who endorsed such false beliefs were more likely to show racial bias and inaccuracy in their pain treatment
recommendations, according to the study, published in the
Proceedings of the National Academy of Sciences (6).
In December 2020, a Black physician, Susan Moore,
MD, died from COVID-19 after documenting her struggle to get proper medical care on social media. From her Indianapolis hospital bed, she explained in a Facebook video
how a White male doctor said he was uncomfortable giving
her more narcotics and suggested she be discharged. She
also said she had to beg for remdesivir and for tests to be
done. After complaining, she received more pain medication and was sent home. However, her case worsened, and
she was taken to a new hospital only 12 hours after being
discharged. She died about 2 weeks later (7).
Awareness of these stereotypes and unconscious biases
can help nephrologists and other clinicians not fall prey to
them—and step in when spotting other healthcare professionals acting on these falsehoods. In addition, “It’s always
good to approach a patient with empathy and humility,”
said Romita Mukerjee, MD, MHS, a nephrologist at a large
private practice in the Raleigh, North Carolina, area.
Being more aware of the social determinants of health
that affect patients is also important. “I think if there is a
greater awareness of social determinants of health, that
would improve empathy for the patient experience,” Mukerjee said. “Instead of blaming patients, for example, for not
following a healthy lifestyle or not showing up to their appointments the way they’re supposed to or not taking their
medications correctly, we would have a general understanding that there might be other life factors that play into some
people’s ability to take care of their health.”
In Mukerjee’s state, five counties, three health boards,
and the North Carolina Healthcare Association (8) have
declared racism a public health crisis, according to the National Association of Counties. (See what your county has
done at www.naco.org/county-resources-race-equity-andinclusion.) These declarations give validity to the problem,
Mukerjee said. “Instead of it being an issue that just certain
sections of the population have concerns about, it becomes
more of a universal concern for the community, as well as
for the larger healthcare system infrastructure in which we
practice,” she said.
“I think also, in a pragmatic way, declarations of this
kind can have implications from a monetary standpoint,
in terms of funding appropriate community resources and
Continued on page 8
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