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Sir,
In 2009, a total of 155 stool samples were collected from 
patients suffering from cholera like illness. 13 isolates 
of Vibrio cholerae were obtained. They were identified, 
biotyped and serotyped by standard procedures.

All the 13 Vibrio cholerae O1 isolates were of El Tor 
biotype, and serotype Hikojima. No other serotypes 
were found in this study. The serotype Hikojima is 
known to be very unstable, and has been demonstrated 
to interconvert and undergo serotype switching.(1) So the 
study reflects the importance of close monitoring and 
surveillance of the prevalent serotype.

Out of the 13 isolates first case was reported in Feb 2009. 
Maximum of 4 cases were reported in August 2009. 
Among the 13 isolates most of the patients were from 
Vellore and the rest from neighbouring towns. Males 
(61.53%) were more affected than females (38.45%). All 

the cholera cases were in the pediatric age group (1 to 10 
years). More cases were seen in the age group less than 2 
years (38.46%). This was similar to previous studies from 
other parts of the country which showed that the infection 
rate of cholera is increasingly reported in children.(2)

The antibiogram [Table 1] of 13 isolates showed 100% 
resistance to cotrimoxazole and nalidixic acid. However 
the sensitivity to ampicillin was variable, 46% isolates were 
highly sensitive, 31% showed moderate sensitivity and 
23% showed resistance to ampicillin. This correlated with 
earlier studies(3,4) that reported resistance of Vibrio cholerae 
isolates to ampicillin, cotrimoxazole and nalidixic acid.

Although ciprofloxacin resistance has been reported 
in India(3,4) in case of Vibrio cholerae O1 El Tor Ogawa, 
Hikojima strains isolated at our place were found to be 
100% sensitive to ciprofloxacin in accordance with study 
by Neelam Taneja et al.(5) All the 13 isolates were sensitive 
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(100%) to azithromycin.

Previously ciprofloxacin, doxycyclin and tetracyclin 
were used as first line drugs in treatment of cholera. 
These drugs are not used in children due to their side 
effects. In present study only children were affected 
so azithromycin which showed 100% sensitivity could 
be used effectively and safely as the drug of choice in 
children to treat cholera.(6,7)
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Table 1: Sensitivity pattern of Vibrio cholerae isolates n=13
Antibiotics Sensitive Resistant
Ampicillin 6 (45 HS), 4 (31 MS) 3 (23)
Amoxycillin 13 (100) Nil
Amikacin 13 (100) Nil
Azithromycin 13 (100) Nil
Cotrimoxazole Nil 13 (100)
Ciprofloxacin 13 (100) Nil
Chloramphenicol 13 (100) Nil
Cefotaxime 13 (100) Nil
Doxycycline 13 (100) Nil
Gentamicin 13 (100) Nil
Nalidixic acid Nil 13 (100)
Tetracycline 13 (100) Nil
Figures in parenthesis are in percentage
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Health Disparities: Old Wine in a New Bottle
Sir,
I would like to make comment on the new term - “health 
disparities,” which is relatively new in the Indian context. 
It has been observed that socially patterned differences 
(by race/ ethnicity, age, gender, socio-economic position, 
geographical location, etc.) in disease occurrence provide 
the strongest clues to the complex etiology of every 
mass disease.(1) Such differences are well known as just 
"differences," or less frequently "inequalities" in health. 
The new term suggested for such differences is “health 
disparities.”

Braverman suggested that the term "health disparities" 
should refer to group differences in health that were 
unnecessary, preventable, and unjust. She elaborated: 
"A health disparity/inequality is a particular type of 
difference in health or in the most important influences 
of health that could potentially be shaped for policies; 
it is a difference in which disadvantaged social groups 
(such as the poor, racial/ethnic minorities, women 
or other groups that have persistently experienced 
social disadvantage or discrimination) systematically 
experience worse health or greater health risks than 
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