
(probably unique) information needs of
each possible emergency situation.

However, electronic patient records
proposed as part of the UK govern-
ment’s national IT strategy Connecting
for Health9 are likely to be an advance in
that the necessary clinical data should
be routinely available and linked
together. A vital aspect of emergency
management will be to design plans,
policies, and systems that permit scope
for local knowledge and the improvisa-
tion born of human experience, and that
permit the informal networks that con-
tribute so much to clinical and organi-
sational excellence to be supported and
sustained.
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Sharing of multi-agency intelligence on cooling towers is needed
for better prevention and control of outbreaks

E
ver since the recognition of the
clinical syndrome of epidemic aty-
pical pneumonia and the identifi-

cation of the causative role of legionella
organisms, legionnaires’ disease has
posed considerable logistical problems
for public health services. Outbreaks
continue to occur and may be explosive,
high profile, and difficult to control
despite appropriate tactical mobilisation
and cooperation between the statutory
organisations charged with surveillance
and response.1 2

Hospital water systems initially fea-
tured as important preventable sources
of legionella and a risk to susceptible
groups, but nosocomial cases are now
uncommon in the United Kingdom
because of the successful implementa-
tion of proactive control measures direc-
ted towards reducing the risk from hot
water and cooling systems.3

More recently surveillance for legion-
naires’ disease has focused particularly
on the rapid identification and alerting
of travel associated cases supported
by an extensive European surveillance

network that has resulted in a number
of notable successes in identifying
linked cases associated with travel or
specific high risk premises, particularly
hotels.4 This network has enabled rapid
communication of intelligence on sus-
pected clusters and timely alerting of
the travel industry and national control
and enforcement agencies so that
appropriate remedial action is taken to
protect travellers.

Community acquired cases of legion-
naires’ disease remain a challenge and
additional measures are now required if
the public health impact of legionella in
the environment is to be reduced still
further. A critical review of existing
surveillance data suggests some more
strategic questions need to be addressed
as recurring themes, risks, and exposure
settings can be identified. Key among
these is the pre-eminent role of wet
cooling towers as significant sources of
legionella organisms at the population
level.5–18 The recent outbreaks in
Barrow-in-Furness and Hereford, illus-
trate the continuing role of wet cooling

towers as significant exposure settings,
particularly for vulnerable members of
the local community.1 5 6

The prevention of all sporadic cases of
community acquired legionnaires’ dis-
ease is arguably an unrealistic goal with a
total of 2338 cases confirmed in England
and Wales during the period 1980 and
2004.19 However, a further reduction in
cases can be achieved through reducing
the risk of exposure to significant com-
munity sources, such as wet cooling
towers, that possess the potential for
aerosol dispersal. In the United Kingdom
this will require closer partnership work-
ing at local level between agencies such
as the Health Protection Agency, local
authority environmental health depart-
ments, and the Health and Safety
Executive. Businesses are required to
register cooling towers with the relevant
local government authority in which the
plant is situated. National guidance
developed by the Health and Safety
Executive clearly stipulates the responsi-
bilities of businesses to ensure the
appropriate maintenance and operation
of wet cooling tower systems.20

Compliance is monitored by local autho-
rities and the Health and Safety
Executive. Potential conflicts of interest
can arise where a local authority may be
expected to monitor compliance with
maintenance standards for a cooling
tower that it also owns. Memoranda of
Understanding (MOU) may be able to
address this by reciprocal agreements
between neighbouring local authorities
or with the Health and Safety Executive.
This is widely accepted as good practice,
but perhaps should be given further
weight by being reflected more explicitly
in codes of practice by the Health and
Safety Executive.
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The lesson that may be drawn from
community outbreaks associated with
cooling towers is that in retrospect these
are often seen to have been potentially
preventable if existing guidance on
prevention and control had been appro-
priately implemented and monitored.1

Surveillance data held by individual
organisations can be pooled and shared
within the agreement set out in advance
within MOU. A prime focus for such an
approach is better sharing of intelli-
gence on the location, type, and state of
maintenance of cooling towers as well
as on the occurrence of apparently
sporadic cases of community acquired
legionnaires’ disease. For local health
protection teams perhaps the question
needs to move on from passively receiv-
ing informal reports of suspected com-
munity acquired cases to proactively
questioning local authorities and the
Health and Safety Executive about
where wet cooling towers are located
and the date of the last satisfactory
maintenance inspection.

The time is now right to build upon
the lessons learned from surveillance
and short term tactical responses to
control community outbreaks, toward a
greater emphasis on the use of multi-
agency surveillance intelligence to
develop more strategic policies for better
long term prevention. Arguably the
number of outbreaks of legionnaires’
disease associated with cooling towers is
small compared with the large numbers
of wet cooling towers currently in
operation. Furthermore, most seem to
perform entirely satisfactorily for years
without any apparent effect on the
health of the local population provided
that adequate maintenance arrange-
ments are in place. None the less,
although the risk of failure may be
small the public health impact may be
great.1 2 Perhaps there is further scope
for adopting a more precautionary
approach where wet cooling towers are
to be sited in situations where there is
the potential for large numbers of
susceptible people to be exposed to
legionella organisms in the event of

any failure of maintenance or operation
of the system. Alongside the welcome
development of MOU and sharing of
surveillance intelligence, for some high
risk locations a more preferable option
for long term effective prevention may
be for all public health agencies to
promote the adoption of dry air cooling
systems rather than wet cooling towers
to protect the public. The goal of all
statutory organisations with responsi-
bility for protecting the public should be
to ensure that as far as practically and
cost effectively possible that susceptible
and vulnerable groups in the commu-
nity are not put at risk of being exposed
to potentially serious biological hazards
such as legionella organisms. Indeed
much can be achieved by better organi-
sation without additional costs to public
administration.
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