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Background

Twelve cases of legionellosis were notified to the French health authorities (Ddass) of the
département of Hérault between 31 July and 4 August. Environmental and epidemiological
investigations were carried out to describe the outbreak and identify potential risks factors.

Methods

Notified cases were traced and interviewed, using a standard questionnaire. General
practitioners within the area, other Ddass in France and the European working group for
Legionella infections (Ewgli), were asked for immediate notification of case who spent at
least one day in the département. Environmental investigation checked all potential
contamination sources within the area, including cooling towers (CTs). Human and
environmental strains were sent to the National Reference Centre (CNR) of legionella for
identification.

Results

Thirty-one cases of legionellosis (legionella pneumophila serogroup 1 - Lpl), with onset
between 15 July and 12 August 2003, were identified. Four cases have died. The median age
of patients was 55 years: Coming to the city centre of Montpellier within the ten days before
the onset of the disease was the only common factor for all cases. Eight of them spent only
one day in this area, the 21 July (“unique resident” cases). Strains of legionella among eight
patients were identical.

Among the different environmental sources of contamination studied in Montpellier, several
contaminated CTs were identified. Some of them showed concentration levels higher than 10°
UFCI/I. Eleven different strains of Lp1 were identified by the CNR, but none identical to the
human strain.

Conclusion

Despite the absence of biological evidence, epidemiological investigation suggested
contamination by one or more CTs. The Ddass took rapid measures so as to stop the outbreak,
because of strong collaboration between the different partners, high reactivity of the Ddass
and analysis focused on “unique resident” cases. In order to take into account environmental
legionella risk related to CTs, improvement of legislation is recommended.



