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Message from the DHS, GoWB 

“I’m happy that they have come up with 

another issue of The e –Bulletin, 

Communiqué. Hope this issue will carry the 

momentum forward, it had generated 

previously.” 

 

 

 

 

                                                         (Dr. B.R. Satpathi) 

Director of Health Services & E.O. Secretary 
Dept. of Health & Family Welfare 

Govt. of W.B. 

 

 

 

 

 

 



From the Editor’s Desk  

It is a matter of pleasure that Communiqué, a quarterly e-Bulletin of 

State Surveillance Unit, West Bengal is going to be published for the 

second time. It took some amount of time to get the 2nd Issue published, 

though we have tried to keep this issue as much informative and 

unambiguous as we can in a nutshell. Hope that the readers will be 

benefitted by this issue like the previous one.  

 

 

 

 

(Dr. Sachchidananda Sarkar) 

Jt. Director of Health Services (PH & CD) 

& State Surveillance Officer,  

IDSP, SSU, WB 

 

 

 



 The trend of Diarrhoea of West Bengal in last three years (2011-13): Cholera 

found to be predominant cause. 

The occurrence of diarrhoeal diseases in West Bengal is quiet high. The compiled figures of 

diarrhoea as found from the Monthly Communicable Disease Reports as well as diarrhoeal death 

reports in last three years (2011 to 2013) were as follows: 

Year Diarrhoeal Case reported Diarrhoeal death 

2011 1851182 165 

2012 1997574 158 

2013 1808168 158 

Table 1. Diarrhoea cases and deaths based on CD report, West Bengal, 2011-13 

In last three years (2011-13) more than 600 disease outbreaks have been reported (by the IDSP 

Units) in different districts of West Bengal, out of which 332 were diarrhoeal outbreaks (54.5%). In 

the last year (2013), the proportion of diarrhoeal outbreaks was even near about 60% (Table 2). 

Sl. No.  2011 2012 2013 Total 

1 No. of outbreaks reported 198 144 267 609 

2 No. of Diarrhoeal Outbreaks 
111   

(56%) 
64 

(44.4%) 
157 

(58.8%) 
332 

(54.5%) 

3 
No. of outbreaks where stool samples 

were collected  
43 

(38.7%) 
50 

(78.1%) 
133 

(84.7%) 
226 

(68.1%) 

4 Awaited result 5 2 20 27 

5 Cholera 
18   

(47.4%)* 
26 

(54.2%)* 
38 

(33.6%)* 
82 

(41.2%)* 

6 Coliform 
2    

(5.3%)* 
5 

(10.4%)* 
12 

(10.6%)* 
19 

(9.5%)* 

7 Klebshiella 0 
2   

(4.2%)* 
1 

(0.9%)* 
3 

(1.5%)* 

8 Shigella 0 
1   

(2.1%)* 
1 

(0.9%)* 
2     

(1%)* 

9 Salmonella 0 
1    

(2.1%)* 
0 

1 
(0.5%)* 

10 Rota Virus 0 
1    

(2.1%)* 
0 

1 
(0.5%)* 

11 Pseudomonas 
2    

(5.3%)* 
0 

1 
(0.9%)* 

3 
(1.5%)* 

Table 2. Isolates from Diarrhoeal outbreaks, West Bengal, 2011 [*Valid Positivity Rate= No. of 

outbreaks where pathogenic organisms were found/ (No. of outbreaks where stool samples were 

collected – No. of outbreaks with Awaited results) X 100] 



Initially sample collection (rectal swab in Cary Blair media or sometimes direct stool sample) from 

diarrhoeal outbreaks was low (below 40% in 2011) but in last two years, particularly in 2013, sample 

collection rate increased dramatically (nearly 80% or more: Table 2). The predominant organisms 

detected in the diarrhoeal outbreaks were as follows: 

1) Vibrio cholera (Sero type- O1-Ogawa & non-O1 non-O139) 

2) Shigella sp. 

3) Salmonella sp. 

4) Pseudomonas sp. 

5) Coliform (undifferentiated) 

6) Rota virus  

Valid positivity rate of cholera isolation was near about 50% in 2011 and 2012. Though the rate 

decreased in 2013 (33.6%) but the number of outbreaks where Cholera organisms were found, has 

gradually increased  in last three years (18 in 2011, 26 in 2012 and 38 in 2013), that indicates 

persistence of cholera. 

 2011 2012 2013 Total 

No. of diarrhoeal outbreaks 111 64 157 332 

No. of diarrhoeal outbreaks where death occurred 16 7 25 48 

% of diarrhoeal outbreaks where death occurred  14.41 10.93 15.92 14.46 

No. of diarrhoeal deaths during outbreaks 21 11 32 64 

No. of deaths in diarrhoeal outbreaks where Cholera was found 7 6 10 23 

Case fatality rate (%) in diarrhoeal outbreaks 0.35 0.23 0.30 0.30 

Case fatality rate (%) in Cholera outbreaks 0.40 0.42 0.30 0.32 

Table 3. Deaths in diarrhoeal outbreaks & in their subset of cholera outbreaks, West Bengal, 2011-

13. 

In 332 diarrhoeal outbreaks during last three years, total 64 deaths occurred (21 in 2011 out of 16 

diarrhoeal outbreaks, 11 in 2012 out of 7 diarrhoeal outbreaks and 32 in 2013 out of 25 diarrhoeal 

outbreaks) out of which 23 deaths occurred in cholera outbreaks (Table 3). 

 

 

 



Graph 1. Case Fatality Rate of Diarrhoea and Cholera during diarrhoeal outbreaks during last 

3years in West Bengal, 2011 to 2013 [Case Fatality Rate = No. of death / No. of Cases X 100]. 

Case Fatality Rate (CFR) in the Diarrhoeal Outbreaks ranged between 0.23 to 0.35 during last three 

years with an average of 0.30. At the same time, in the subset of Cholera Outbreaks, CFR remained 

between 0.30 to 0.42 with an average of 0.32. CFR in Cholera Outbreaks was always higher (2011, 

2012 along with total of last three years) or equal (2013) in comparison to CFR in all Diarrhoeal 

Outbreaks in last three years. 

Observation: Analysis of the outbreaks indicates that diarrhoeal outbreaks, particularly the burden 

of cholera outbreaks, persist in West Bengal. Outbreak reports and Communicable Diseases Report 

as well underline the risk of mortality in diarrhoeal diseases, more so in infection with Cholera.  

Recommendation:  

1) Proper disinfection of suspected water sources. 

2) Behavioural change communication. 

3) Early case detection and early reporting. 

4) Early sample collection and sending them to identified laboratories maintaining proper 

conditions. 

  



Viral Hepatitis Outbreaks in Howrah District 2013 :  Key Lesson 

Learnt 

 

 
Viral Hepatitis outbreaks remained repeated cause of concern in Howrah district in the 

last year. Viral Hepatitis contributed to more than one third (3 out of 8) of total outbreaks 

of Howrah in 2013.Three such outbreaks occurred in three different seasons of the year 

i.e. in the months of February, August and December respectively in Uluberia II Block, 

Domjur Block and Howrah Municipal Corporation area. Total number of cases were 9,18 

and 85 respectively. Serology for Anti Hepatitis Virus antibody revealed presence of 

Hepatitis A and Mixed Hepatitis A & E infection in the last two outbreaks. However the 

serum samples collected during the first outbreak were found negative for hepatitis virus 

serology.  

Outbreak Investigation team found neighboring water sources likely to be responsible for 

these outbreaks. In Uluberia II, tube well was the main source of water and it was just 

beside the pond which was used for all purposes (like washing of cloths & utensil , 

bathing etc). In case of the outbreak in Domjur, village people mostly used local pond & 

tube well for bathing, cleaning of clothes, and utensils. Most of the tube wells were not 

very deep. Hence chances of contamination with polluted drain water was very high. 

Open defecation in rainy season also added to the fecal contamination of pond water.  In 

ward no -6 of Howrah Municipal Corporation, drainage system was found very poor. 

Most of the road side taps was open and height of the taps was very low. Hence, those 

taps often got submerged by polluted drain water and thus got contaminated. Most of the 

underground water pipe was also damaged. Water samples collected from those taps 

revealed the presence of fecal contamination i.e. presence of enteropathogen like E.coli, 

Vibrio Cholerae and other coliforms. 

 Lesson learnt from these outbreaks is that water from tube well and tap, however safe it 

apparently seem to be, it may not be so at times and can result in local transmission of 

viral hepatitis irrespective of the season. Also it is already known that, chlorination at 

usual dose is not very effective against Hepatitis Virus. Therefore, repair & maintenance 

of the water sources including the distribution system and monitoring of water quality 

should be in place on a regular basis, so that occurrence of these types of viral hepatitis 

outbreaks can be prevented in future. 



Title: Epidemiological and Entomological Insight of Dengue in West 

Bengal over Last Five Years: 

 
The trend of Dengue over the last five years: 

 

Dengue is amongst the most important emerging 

viral diseases transmitted by infected Aedes 

mosquitoes to humans, in terms of both illness and 

death. The worldwide large-scale reappearance of 

dengue for the past few decades has turned this 

disease into a serious public health problem, 

especially in the tropical and subtropical countries. 

The disease trend in West Bengal shows an 

alternate rise and fall in the total number of cases in 

successive years for the last five years.  

Kolkata, being an entirely urban district, remained the major contributor of the disease in the 

State from 2009-2012. 

2012 witnessed a major outbreak in Kolkata reporting 3361 cases. Apart from this high number, 

cases were also reported from N24Pgs, Nadia, Birbhum, Hooghly and Howrah.  

In 2013, although Kolkata reported a high number of cases, Darjeeling reported a higher number 

of 3560 cases. In last 2 (2012- 2013) years the spread of the disease has extended to peripheral 

districts also.  

 

District wise Dengue disease trend for the last five years : 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The districts of North Bengal e.g Darjeeling, Jalpaiguri, Cooch Behar etc. reported very few or  

no cases from 2009 -2011. It was earlier assumed that low temperature and high altitude may be 

the factor behind it. However the scenario started changing from 2012 (with 28 and 31 cases 

being reported from Darjeeling and Jalpaiguri with a major outbreak in 2013 causing 3560 with 

1 death in Darjeeling and 760 cases in Jalpaiguri) becoming a matter of concern. An initiation 

Sl 

No 

District 2009 2010 2011 2012 2013 

  C D C D C D C D C D  D 

1 Bankura 2 0 54 0 14 0 246 0 76 0 

2 Birbhum 0 0 4 0 6 0 13 0 5 0 

3 Burdwan 17 0 25 0 5 0 169 0 89 1 

4 Cooch Behar 0 0 0 0 0 0 4 0 0 0 

5  DakshinDinajpur 1 0 2 0 0 0 23 0 93 0 

6 Darjeeling 0 0 0 0 1 0 28 0 3560 1 

7 Hooghly 6 0 33 0 30 0 243 0 27 0 

8 Howrah 18 0 13 0 56 0 326 0 64 0 

9 Jalpaiguri 0 0 0 0 1 0 31 0 760 2 

10           Kolkata 254 0 437 1 254 0 3361 11 703 0 

11 Maldah 4 0 7 0 7 0 129 0 20 0 

12 Murshidabad 4 0 10 0 10 0 177 0 48 0 

13 N 24 Parganas 33 0 95 0 55 0 750 0 216 2 

14 Nadia 13 0 15 0 13 0 405 0 23 0 

15    WestMidnapore 3 0 9 0 9 0 155 0 64 0 

16 East Midnapore 10 0 15 0 10 0 111 0 17 0 

17 Purulia 1 0 2 0 0 0 4 0 5 0 

18 S 24 Parganas 28 0 61 0 31 0 238 0 79 0 

19 Uttar Dinajpur 0 0 0 0 0 0 8 0 9 0 

20 Total 399 0 805 1 510 0 6456 11 5920 6 



Seasonal Treand of Dengue
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of dengue screening in NBMCH (North Bengal Medical College) also geared up the surveillance 

activity in North Bengal districts ultimately leading to detection of many more dengue cases in 

recent years. 

 

Seasonal trend of the disease:   The trend 

of the disease depicts a seasonal pattern. 

Case load rises from the monsoon period 

with the peak reaching in the post-monsoon 

period and continues till the early winter.  

Although the graph shows a declining trend 

in January but the disease continue to persist 

(at a low level) throughout the year 

indicating we have to remain vigilant 

throughout the year. 

 

Entomological Observation : 

 

Entomological Survey in 2011: 

 

 

 

 

 

 

 

 

Entomological Survey in 2012: 

 

 

 

 

 

 

 

 

 

 

Entomological Survey in 2013: 

 

 

 

The entomological survey indicates that the districts of N24pgs, `S24 Pgs, Howrah, Burdwan and 

Darjeeling were at risk of dengue transmission in consecutive (2011-2013) years owing to high 

larval indices.  

Sl No District Block  HI (%) CI (%) BI 

1 Nadia Ranaghat 25.8 52.7 91.8 

Shantipur 25.0 25.6 79.5 

2 N24 Pgs Reckjoani 19.2 11.32 23.08 

3 Nadia 
 

Ranaghat 28.8 30.9 50 

Shantipur 55.8 23.6 38.2 

4 Howrah Domjur 65.3 72.3 216 

5 Burdwan KultiMunicipality 64 44.5 78.8 

6 Hooghly Chanditala I 62.7 74.5 133 

SL No District HI (%) CI (%) BI 

1 N24Pgs (Bus Terminus, Saltlake) - 80.3 - 

2 N24Pgs (Mahesh Bathan), Saltlake 39.4 62.7 88.4 

3 N24Pgs (Labony), Saltlake 20.3 46.3. 59.2 

4 N24Pgs(Purbachal), Saltlake 61.6 31.5 68.3 

5 S24Pgs(DiamondHarbour) 8.1 52  63.9 

6 Howrah 57 40.2 80.5 

7 Purba Midnapore 13 23 18 

SL No District Municipality HI CI BI 

1 Kolkata  (Ward no 107) 14 5.5 12 

2 

 

N24 Pgs Kamarhati 42 52.5 76.3 

Baduria 71 80 195 

      3 S24 Pgs Sonarpur Municipality 74 45 152 

4 Burdwan Raniganj 56 50 160 

Andal 18.4 17.5 36.8 

5 Murshidabad Karna subarna 76 49.4 156 

6 Siliguri – Jalpaiguri* Ward no 5 40 32.6 86 

Ward no 45 35 40.3 91.3 

Ward no 42 42 38.4 56 

Goaljot 30 21.4 45 

Kaprail bazar 31 36.2 55 



7%

93%

Natural

Manmade

 

Container Preference of Aedes vector breeding in 2013: 

 

 

 

 

 

 

 

 

 

 

        
    

 

    Our observations are the following: 
 

 Man made containers are mainly responsible for mosquito breeding.  

 Among the man made breeding sites, plastic containers, tyres, mud pots are the most common 

breeding places found. 

 Past I.E.C. activities have created some amount of public awareness; people have started 

clearing water collections within their households. But the common areas of the community (e.g. 

outdoor water collections in different articles, axils of plants, waste materials etc. in parks/ 

common passages) were overlooked. 

Recommendations: 

1. IEC and group meetings among the concerned persons of the housing committees, construction 

sites, high rise office buildings, social / political leaders.  

2. Regular follow up visit to monitor public actions. 

3. Spray of Abate (temephos) (low toxic) on clean potable water collections. Public action to spray 

kerosene oil/ burnt mobil oil weekly in unused wells, ditches, rain water collection in the courtyard, 

blocked drains within the premises etc. 

4. Clearing of garbage dumps and also garbage strewn here and there. If these cannot be removed 

instantly, larvicidal sparying should be done on those parts. 

5. Rain water should be removed from the plastic cover (used at the top of huts/ shops) regularly. 

6. Public areas like Metro construction site, main bus stands etc. should be carefully monitored, as 

these places remains neglected and public gathering is thick. 

7. The authority of the building construction sites (specially where no work is going on should be 

monitored carefully other than the active construction sites) as several high rise constructions are 

going on. Bye laws should be implemented in case of any negligence. 

8. Monitoring to ensure covering/ netting of tanks or wells. 

9. Use of insecticides in proper dosage i.e. spraying the recommended quantity according to the area 

to be covered.  

 

Sl 

No 

No of 

container 

searched 

     Container found 

positive 

Man 

made 

(%) 

Natural 

(%) 

Total 

 

1 1546 440 

(93%) 

31 

(7%) 

471 

 

 



Thalassemia and Blood Banking in North 24-Parganas District, West Bengal 

  

Thalassemia is an autosomal recessive disease, a group of congenital haemoglbinopathies due 

to deficient synthesis of one or more globin subunits of normal human haemoglobin. 

According to the chain  the synthesis of which is impaired, the thalassemias are called α-β-γ, 

δ, δβ and αβδγ-thalassemias. Thalassemia is the most common single gene disorder. These 

hereditary disorders are a major public health problem in many parts of the world including 

India.  

 

Classification of Thalassemias: 

 

α-Thalassemia    Hereditary Persistence of Foetal  Hb(HPFH) 

β-thalassemia    Haemoglobin Leprone Syndrome 

γ-thalassemia    Sickle cell-thalassemia 

δ-thalassemia    Hb C-thalassemia 

δβ-thalassemia    Hb D-thalassemia 

αβδγ-thalassemia   Hb E-thalassemia 

 

 

There are 240 million carriers of β- thalassemias in the world. 

In India, 30 million people are β- thalassemia carrier with a mean prevalence of 3.3%. Carrier 

rate for β-thalassemia varies from 1-3% in south India to 3-15% in north India. Higher carrier 

rate is specially noticed in the tribal population all over India. Every year 100,000 children 

with thalassemia major are born world over, of which 10,000 are born in India.  

 

Thalassemia trait is prevalent in the population of West Bengal in the magnitude of  11.3%. 

Prevalence among close relatives of cases is 55.3%. Prevalence among scheduled tribes and 

Muslims is predominantly more. General population of West Bengal, has a prevalence of 

3.6% in males and 6.0%  in antenatal mothers.High prevalence is associated  with  illiterates ( 

19.2% ) than literates (5.6% ). Highest prevalence rate (20.4%) is associated with the age 

group of 0-9 yrs. 

 

In North 24-Parganas District, there are 235 registered patients of thalassaemia major. Among 

them 131 patients in Barasat District Hospital and others in Bashirhat District Hospital 104.  

 

The main treatment for β-thalassemia major (BTM) involves regular blood transfusions to 

provide haemoglobin that the body needs and it is a lifelong process. Regular blood 

transfusions can also prevent many of the complications of BTM, such as skeletal deformities. 

 

Blood banking considerations for these patients include complete testing of their erythrocytes 

prior to the first transfusion. This procedure helps future cross matching processes.  

There are 109 blood banks operating in the state (State Govt.-58, Central Govt.-16 and 

private-35). The blood banks attend voluntary blood donation camps and also accept exchange 

donations. The 13
th 

June, World Blood Donors’ Day, is observed widely in the state through 

blood donation camps and public awareness generation programmes. 

The status of organization of blood donation camps and collection of blood units during the 

last five years is shown in the following tables. 

http://www.nhs.uk/conditions/Blood-transfusion/Pages/Introduction.aspx


 

Table: 1. Camps organised by Blood Banks, and voluntary & replacement blood collection in 

West Bengal, 2009-2013 

 

 

Table: 2. Blood collection vis-a-vis demand in North 24-Parganas District, 2013  

Blood donation 

camps held 

Total collection 

(blood units) 

Blood units 

discarded 

Blood units 

available 

Demand of total 

blood (blood units)  

209 10737 539 10456 14816 

 

No. of Blood Banks in district = 4 

No. of Blood Storage Units in district = 2 

 

Bridge the gap of demand and supply : 

1.  Indication and amount of blood transfusion should be properly judged. 

2. Requisition to approach the nearest Blood Bank at first and then to come to referral unit       

if necessary.  

3. Patient party should come with proper identification. 

 

Recommendation :-  

 

Short term: 

1. Pre- marriage counselling for thalassemia. 

2. Detection of carrier mothers in Antenatal Clinic. 

3. Counselling and screening of β- thalassemias by High Performance Liquid    

Chromatography- rapid diagnostic technique. 

4. Case detection/confirmation by Haemoglobin-Electrophoresis.  

 

Long term: 

1. Extension and renovation of Blood Bank buildings. 

2. Components separation to help in optimum utilisation of blood units. 

3. Filling up of manpower gaps.  

4. Training for physicians and medical staff on thalassemia diagnosis and treatment. 

5. Lack of experience and appropriate training among the health providers to handle      

thalassemia cases. So, proper training is required.  

6. Extension of screening and counseling services.  

7. Provision of appropriate health care and management for thalassemia patients.  
8. Discouraging marriages between relatives, especially in closed communities. 

 

 
   
 

Year   Voluntary Blood 

Donation 

Camps organised 

Voluntary 

collection 

(blood units) 

Replacement 

Collection 

(blood units) 

Total 

collection 

Proportion  

of voluntary 

collection 

2009 12839 676657 113888 790545 85.5% 

2010 13208 692829 124827 817656 84.7% 

2011 12560 680619 152202 832821 81.7% 

2012 13276 665919 123014 788933 84.4% 

2013 13015 679789 133348 813137 83.6% 
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An unique incident of food poisoning following ingestion of 

Jatropha (Varanda) fruit in Galsi-II Block of Burdwan. 

Background Information: A news of children falling ill, at sanko village under Galsi -2 block of 

Burdwan, following  ingestion of Jatropha (Varanda) fruit  while playing in the locality on 6.12.2013 was 

received from the Block to the District Surveillance Unit. 

Methods: Following receipt of information, Block and District Rapid Response Teams reached the 

locality and started investigation. House to House to search were carried out for finding children falling 

under the criteria of working case definition of Acute Jatropha Poisoning.  Travel history and food history 

in last 24 hours were also collected.  

 Result: Total 26 cases were affected and all were admitted & treated at Burdwan Medical College & 

Hospital. All the cases developed the similar symptoms of vomiting and pain abdomen following 

consumption of Jatropha fruit. Fruit was ingested at around 3.30 P.M.  and the symptoms started around 

3 – 4 hours later i.e. at around 6.30 to 7. P.M.  same day. Attack rate was found to be 100%. Out of the 

total affected children 58 % were female and 42 % were male.  Majority of cases (63 %) were in the age 

group of 6-10 yrs .All the cases were hospitalized within an hour of onset of symptoms.They were kept 

under observation for more than 12 hours. Next day from 9 -10 A.M. they were started getting discharged 

and all of them were discharged from the hospital within 4 P.M. No further complication or death 

occurred.  

Recommendations:  Health education may be given in the locality for preventing children from 

taking “unknown fruits”.   Schools may be used as an effective platform for imparting the education on 

health and hygiene for young children.  

Symptoms of Jatropha poisioning:             (Source: http://www.japi.org/april_2010/Article_09.pdf) 

 Early Symptoms: After 10-15 mins, abdominal pain appears which is colicky in nature and 

diffuse. 

 Later symptoms: After another 15 mins, symptoms of non-projectile vomiting may appear. 

Vomiting was followed by watery, colourless non-sticky loose motions without blood, 

mucus or any foul smell. 

 

Jatropha Toxins:                                          (Source: http://en.wikipedia.org/wiki/Jatropha) 

 Toxalbumin curcin, a lectin dimer. 

 Phorbol- carcinogenic in nature. 

 

 

 

http://www.japi.org/april_2010/Article_09.pdf
http://en.wikipedia.org/wiki/Toxalbumin
http://en.wikipedia.org/wiki/Lectin
http://en.wikipedia.org/wiki/Phorbol


 
 
 
 

 

Epi-curve:  

Age sex distribution of cases :  

                 

 

 

 

    

 

Jatropha (Varanda)  fruit.                                                                                Jatropha (Varanda)  tree                                                               

  

 

age Group( in yrs) /sex  
Male  Female  Total  

0- 5 yrs  3 3 6 

6-10 yrs  5 11 16 

11- 14 yrs  3 1 4 

15- 25 yrs 0 0 0 

26 - 39 yrs 0 0 0 

> 40  0 0 0 

Total  11 15 26 



Cholera outbreak: a common public health problem in Purulia 

Outbreak detection is of prime importance to the Integrated Disease Surveillance Programme. In 

Purulia district a total number of 33 outbreaks were detected in 2013, out of which diarrhoeal 

outbreaks (26) were the most common. Stool sample were collected from all the diarrhoea outbreak 

affected areas and Vibrio cholera O-1 Ogawa (in 14 sample out of 52) were detected from eleven 

places of seven blocks (out of 26 outbreak affected areas under 11 blocks) of the district. In almost 

all the places cholera outbreaks were controlled within short period and with low morbidity except 

the cholera outbreak in Purulia Municipality which took place due to contamination of supplied 

drinking water and eight municipal wards were badly affected. Gender distribution revealed that 

amongst the cases females (54%) were more than the males (46%). Adult (>= 15 years) were mostly 

(67% of total cases) affected. In rural area cholera outbreak took place due to contamination of 

drinking water sources after heavy rain. Open defecation and lack of hygienic practices are common 

in Purulia. In this backdrop, early detection of such cholera outbreaks and prompt intervention may 

result in lower morbidity and mortality what actually happened in Purulia in 2013. 

 


