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LEGIONELLOSIS Part lil

At the national level, underdiagnosis and un-
derreporting are recognized limitations in the

cialists and hygienists from the country con-
cerned.

surveillance of Legionella infections,
mainly because:
* Many patients with pneumonia are not

tested for Legionella

. Many countries do not have epi-
demiological follow-up of the la-
boratory reports through which
data are collected and reported.

Management of outbreaks

Investigation of an outbreak of Legionel-
losis is complex and involves many peo-
ple from many different agencies. There-
fore, clear guidelines and terms of refer-
ence must be agreed and practised by all
the players involved. By following good
public health principles and best practice,
the team should operate effectively and
be successful in detecting and controlling

Recommended composition of an outbreak control team
An outbreak control team should include at least the following members:
« public health specialists in the area in which the outbreak has occurred
+ consultant epidemiologist with expertise in Legionella
+ consultant microbiologist with expertise in Legionella
+ environmental microbiologist with expertise in detection and control of Legionella
« consultant from the local microbiology laboratory
+ environmental health officer or hygienist

+ data manager to take responsibility for all aspects of data structure, storage, security
and dissemination

+ health and safety enforcement officer

« infection control nurse or national equivalent

+ representative from the local department of public health medicine

+ people responsible for the engineering services at the community, industrial,
commercial, hospital or other premises suspected to be associated with the outbreak

+ general manager at the community, industrial, commercial, hospital or other premises
suspected to be associated with the outbreak

+ senior media spokesperson

+ other members as decided by the chairperson of the outbreak control team.

the outbreak. Some important steps in
outbreak investigation of Legionellosis are high-
lighted below.

Confirmation of an outbreak

The first step in any investigation is to confirm
that an outbreak exists. Most outbreaks of Le-
gionellosis will be detected through local or na-
tional surveillance schemes.

Appointing Outbreak control team
Most outbreaks will be managed by epidemiolo-

gists, microbiologists, environmental health spe-

Contents

Once an outbreak is suspected or confirmed, the
control team should be convened immediately.
At its first meeting, the team should:

« elect a chairperson, who will be responsible for
convening all future meetings and organizing
secretarial support for taking and promptly dis-
tributing minutes and any other information as-
sociated with the outbreak

« establish terms of reference for the outbreak
investigation

» determine which groups of public health pro-
fessionals will be enforcement or legislative au-
thorities for prevention and control of Legionella
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infection

* agree on a plan for ensuring that immediate action is taken to
eliminate the source of infection, once it has been identified

« review epidemiological information to decide where to focus
the initial environmental investigations and control measures
Obtaining environmental isolates

In all outbreak investigations, it is important to prevent further
cases and ensure that the source has been located. This can
be achieved by obtaining environmental isolates, which can
then be matched with those of the patients (if available).
Hence, wherever possible, potential sources should be sam-
pled before any precautionary disinfection. In many cases,
equipment can be made safe simply by switching it off or not
using it; for example, fountains can be switched off and show-
ers temporarily closed until after sampling and disinfection.
With nonessential pieces of equipment, it may be possible to
leave the equipment out of action until microbial analyses are
complete and there is confirmation either that the equipment is
not contaminated or that it has been successfully decontami-
nated.

Target of investigations

As explained above, the outbreak control team first reviews the
epidemiological information to decide where to focus on initial
environmental investigations and control measures. If the pa-
tients are all associated with a particular building, the initial
investigations should be targeted at all the water uses in that
building. Investigations of the piped water system should in-
clude the rooms used by the patients, as well as the systems
as a whole. Ideally, the water systems should be subjected to a
risk assessment; however, in the initial intensive phases of an
outbreak investigation, a brief, rapid assessment is often all
that is possible, because doing anything more could unduly
delay the collection of samples and the initiation of control
measures. Thus, the initial risk assessment is often necessarily
superficial, but is often followed by a more complete assess-
ment once the initial intensive sampling phase is over.
Potential sources outside the building

Even when the initial epidemiological evidence indicates a par-
ticular building as the source, the possibility of a source out-
side, but close to, the building should also be considered. In
the United Kingdom, investigations have usually concentrated
on all potential sources within a 500-m radius of the epicentre
of an outbreak, although cooling towers and evaporative con-
densers are inevitably the most likely targets. Such investiga-
tions are aided if the local authorities have a register of cooling
towers in their area. All cooling towers should be visited as
soon as possible and sampled before being given a precau-
tionary disinfection with a high dose of chlorine (50 mg/litre for
at least 1 hour) or another suitable oxidizing biocide. As further
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epidemiological evidence becomes available, the epicentre of
the investigations may shift and other water systems may need
to be targeted. Once all potential sources within the 500-m
radius have been identified and visited, the radius may be in-
creased to 1000 m or more. Transmission is usually only con-
sidered likely up to about 2000 m, although in an outbreak in
Lens in the north of France in 2003-2004, transmission up to 8
km has been suggested. It is usually easiest to investigate
each water system systematically by starting at the water sup-
ply into the property and working forwards through storage
tanks and any intermediate equipment, such as water heaters
and softeners, to the outlets.

Compiled By : Dr. Saman Pathirana, Senior Registrar in Comm.Medicine

Sources: Legionellosis Key Facts: https://www.who.int/en/news-

room/fact-sheets/detail/legionellosisLegionella and the prevention of

legionellosis: https://www.who.int/water sanitation_health/publications/

legionella/en/

Table 1 Water Quality Surveillance
Number of microbiological water samples March 2019

District MOH No: Expected | No: Received
areas *

Col ombo 15 90 1
Gampaha 15 90 N R
Kalutar a 12 72 N R
Kal ut ar 4 R1 H{ 12 NR
Kandy 23 138 NR
Mat al e 13 78 48
Nuwara Eliya 78 75
Gall e 20 120 NR
Mat ar a 17 102 8 4
Hambant ¢t al?2 72 54
Jaf fna 12 72 117
Kilinochch#é 24 37
Manner 5 30 10
Vavuniyg 4 24 NR
Mul | atv 5 30 N R
Batticaloal4 84 8 4
Ampar a 7 42 NR
Trincomal ekl 6 6 28
Kurunegal a29 174 187
Puttal am 13 78 67
Anuradhaput @ 114 3
Pol onnatfuwd 42 6 3
Badul |l a 16 96 127
Moneragal all 66 133
Rat hnaptfrals 108 101
Kegall e 11 66 101
Kal munali 13 78 72
* No of samples expected (6
NR= Return not received
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Table 2: VacciAdereventable Diseases & AFP 13h 819 April 2019 (1'8BNeek)
Number of Number o A
Total num- Difference
No. of Cases by Province gaf_iz Sa?_“;‘]z e ar Zfogsr:;”t‘:e between the
. uri uri
week in week in 2018
W C S N E NW NC U Sab 2019 2018 2019 2019 & 2018
AFP* 00 01 00 0O OO0 01 00 00 0O 02 01 30 18 66. 6%
Diphtheria 00 00 00 OO OO0 00 0O OO0 OO 0O 00 00 00 0 %
Mumps 00 03 00 00 00 01 01 00 01 06 01 118 123 4.0 %
Measles 01 01 00 OO0 OO0 00 0O 00 0O 02 02 66 39 69.2 9%
Rubella 00 00 00 OO OO0 00 0O OO0 OO 0O 00 00 04 0 %
CRS** 00 00 00 OO OO0 00 0O OO0 OO 0O 00 00 00 0 %
Tetanus 00 00 00 OO OO0 00 0O OO0 OO 0O 00 06 08 -25 %
Neonatal Tetan 00 00 00 00 00 00 00 00 00 00 00 00 00 0 %
JapaneseEn- 545 g9 00 00 00 00 01 00 00 01 00 08 13 -38. 4%
cephalitis
Whooping Couc00 00 00 00 00 00 00 00 00 00 01 25 14 78.5 9%
Tuberculosis 00 00 01 05 02 08 00 06 29 51 230 2521 2330 8.19 09

Key to Table 1 & 2
Provinces: : WesterrG: Centrals: SouthermN: NorthE: EastNC North CentrélW North Westetd, UvaSab Sabaragamuwa.
RDHS Divisions: €8olomb&M Gampah&L: Kalutar&D: KandyML MataleNE Nuwara EliyaL: GalleHB Hambantot®|T. MataraJF. Jaffna,
KN Killinochch¥)N MannaiVA VavuniydiU MullaitiviBT: Batticalo&M AmparalR TrincomaleéM KalmunakR KurunegalRU Puttalam,
AP: AnuradhapuiQ Polonnarum@D BadullaMQ MoneragalRP. Ratnapur&G Kegalle.
Data Sources:
Weekly Return of Communicable Dised3ighitheria, Measles, Tetanus, Neonatal Tetanus, Whooping Cough, Chickenpox, Meningitis, Mumps., Rubella, CRS,
Special Surveillance: AFRt\(te Flaccid Paralysis ), Japanese Encephalitis
CRS** €ongenital Rubella Syndrome
NA= Not Available

Influenza Surveilldncde & NSARdAnti nel Hospitals
Hu man Ani mal
Mont h
No Tot aNo Positive Infl A I nfl |Pooled saSerum SamPositives
April 113 30 23 7
Source: Medical Research Institute & Veterinary Research Institute
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