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Key points for the practice 

Epidemiology: Although the number of Legionella pneumonia 

cases has increased both in Austria and internationally, 

mortality has decreased, even in absolute terms. The number 

of nosocomial legionellosis cases has remained unchanged 

for many years. The increased incidence, in addition to the 

increased use of specific diagnostics (particularly rapid tests), 

is mainly due to outpatient and travel-associated infections.  

Diagnostics: Three methods of detection currently determine 

the laboratory diagnosis of Legionella pneumonia: the cultural 

analysis, molecular (real-time PCR) analysis, based on the 

nucleic acid amplification technique, of respiratory secretions 

from the lower respiratory tract (adequately acquired sputum, 

bronchial secretions, BAL fluid), and analysis of Legionella 

antigen in urine samples. All three tests have their strengths 

and limitations. In the patient population with clinical and 

anamnestic criteria of a Legionella pneumonia (high 

Legionella CAP score), the urinary antigen test is the first 

choice in view of its high positive predictive value, its easy 

applicability, rapid availability of results and non-invasive 

sample collection. In patients with a high Legionella CAP 

score, a negative urinary test (negative predictive value: 68 –

 84 %) should always be interpreted with regard to the results 

of the cultural and molecular analysis of respiratory secre-

tions. Legionella cultivation is epidemiologically relevant to 

whole-genome-based strain characterisation. Serology is of 

little practical value for everyday clinical practice. 

Clinics and therapy: The classic triad of legionellosis consists 

of pneumonia, diarrhea and mental confusion. High fever can 

also be present. The severity of legionellosis is usually quite 

high —  lethality is about 10  %. Legionella infection may also 

manifest as Pontiac fever, which does not include pneumonia 

and is not associated with increased mortality. Diagnostic 

procedures are recommended for suspected cases (CAP 

score ≥ 4, anamnesis, LDH increase, diarrhea, thrombocyte-

penia, hyponatraemia). Inconspicuous auscultation findings 

make pneumonia rather unlikely (exceptions see above); 

However, a positive auscultation does not prove Legionella 

pneumonia. Therapy of first choice is a modern quinolone 

(levofloxacin 2 x 500 mg, moxifloxacin 1x 400 mg) or, alter-

natively, a macrolide (in sufficient dosage — clarithromycin 

2 x 500 mg, roxithromycin 2  x 300 mg, azithromycin 1x 1.5 g 

i.v. as single dose). Doxycycline or tigecycline (1x 200 –

 300 mg daily) are second choice. The addition of rifampicin 

is obsolete. Duration of therapy should be 7–10 days. 

Risk factors: The most important risk factors for a Legionella 

infection are age, male sex, smoking  / COPD and immuno-

suppression. Whether an infection manifests also depends on 

how massive the exposure to Legionella is and what strain it 

is. Sources can be water systems, cooling towers, car 

washes, etc. Legionella can be transmitted by aerosols for 

miles with the wind. The detection of Legionella in a sample 

does not prove that this is an outbreak source. Most of the 

legionellosis cases in Austria and Europe could not be traced 

back to a specific source. 

Public health and hospital hygiene: In Austria, Legionella 

pneumonia is a notifiable disease. By adhering to and imple-

menting technical measures to ensure that cold water is kept 

cold (≤ 20 °C) and hot water hot (≥ 55 °C), and that water 

stagnation is prevented, the risk of nosocomial Legionella 

pneumonia can be minimised. Extended sampling can be 

useful in specific situations, e. g. prior to commissioning after 

structural changes or in secondary prevention in the context 

of a search for an infection source. There is consensus that 

sampling and analysis without case should be rejected. To 

verify the effective operation of a water-carrying system, 

sampling and testing are required for representative sampling 

points. Before sampling a water-bearing system for Legio-

nella, it must be clear in any case why the sampling is carried 

out, what results could occur and what actions should follow. 

An unreflected water examination should be rejected. 
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