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Abstract: Background: The incidence of Legionnaires’ disease (LD) is increasing steadily in Europe. Its
early diagnosis by general practitioners (GPs) is crucial for better patient outcomes. Study objectives:
This study assessed Belgian GPs’ knowledge about LD and the accessibility of diagnostic tests in their
practices. Methods: A specifically designed questionnaire was distributed to actively practicing GPs,
including primary care trainees, between 31 January 2022 and 13 March 2022. This survey targeted
approximately 4200 GPs with an estimated population catchment of 30% of the actively working
Belgian GPs. Results: The response rate was estimated at 3%. Over 70% of the GPs correctly identified
the LD occurrence peak, major risk factors, and clinical manifestations. While 62% of participants
preferred the Legionella pneumophila urinary antigen test (UAT) as a primary diagnostic method, 75%
were unsure about its availability within their laboratories and 82% had not prescribed it in the last
year. Finally, 76% expressed a desire for additional information on this topic. Conclusions: Belgian
GPs should evaluate the possibility of conducting UAT testing in their laboratories to enhance LD
case management and improve their preparedness. Furthermore, initiatives should be implemented
to improve communication between specialists and GPs and develop educational programs directed
at Belgian GPs.

Keywords: Legionella infection; primary care medicine; Legionella pneumophila; diagnostic tools;
survey study

1. Introduction

Legionnaires’ disease (LD) is a type of pneumonia predominantly caused by Legionella
pneumophila serogroup 1 (LpS1), which is responsible for 82% of cases worldwide [1].
The epidemiological data from Europe reveal a consistent rise in LD cases over the last
decade [1]. Similar trends were observed in Belgium, with incidences of LD of 3.1 and
3.2/100.000 inhabitants in 2021 and 2022, respectively (Supplementary Materials Figure
S1) [2–4]. Although the peak prevalence of LD usually occurs during the summer months,
cases can be encountered all year-round [2–5]. The diagnosis of LD is most commonly
performed using the Legionella pneumophila urinary antigen test (UAT) in clinical microbi-
ology laboratories (CMLs) due to its ease of performance and rapid results [6]. However,

Infect. Dis. Rep. 2024, 16, 820–827. https://doi.org/10.3390/idr16050063 https://www.mdpi.com/journal/idr

https://doi.org/10.3390/idr16050063
https://doi.org/10.3390/idr16050063
https://creativecommons.org/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/idr
https://www.mdpi.com
https://orcid.org/0000-0002-8612-8253
https://orcid.org/0000-0002-5589-502X
https://orcid.org/0000-0001-8075-1012
https://orcid.org/0000-0001-9307-7418
https://orcid.org/0000-0003-0250-2664
https://doi.org/10.3390/idr16050063
https://www.mdpi.com/journal/idr
https://www.mdpi.com/article/10.3390/idr16050063?type=check_update&version=2


Infect. Dis. Rep. 2024, 16 821

commercially available UAT kits primarily target LpS1 and show a decreased sensitivity
for other serogroups [1,2]. The reported mortality rate from LD in Belgium reached 14% in
2022 [2,4], but prompt diagnosis and treatment have been clearly linked to improved out-
comes in both sporadic and outbreak situations [7,8]. While LD cases usually occur outside
outbreak settings [2–4], several clusters have been reported in Belgium over the years. One
of them was a major LD outbreak in 2016 with a cooling tower as the outbreak source [9].
The epidemiological investigation revealed several weaknesses in the management of those
cases, among which were diagnostic delays. The median time between symptom onset and
case confirmation was as long as 30 days. As general practitioners (GPs) are responsible for
case confirmation by using the most appropriate diagnostic tests, GPs play a crucial role in
such rural outbreaks [10,11]. In addition to diagnostic delays, underreporting and, more
importantly, underdiagnosis of LD are other issues [4,12].

As LD cases are expected to rise further in Belgium, so will cases seen by Belgian
GPs. However, GPs’ level of knowledge and understanding of this severe infection remain
unclear, in particular regarding diagnostic procedures and access to diagnostic testing
within their practice. Previous studies have suggested a lack of GP awareness of LD, even
following outbreaks in other countries [10,11].

This study aimed to evaluate Belgian GPs’ familiarity with LD using a questionnaire.
The survey assessed their current knowledge of the subject, their management of suspected
LD cases, and the accessibility of diagnostic tests within their practices.

2. Materials and Methods
2.1. Study Design

This study is a cross-sectional survey and was elaborated following the Reporting
Guidelines for Survey Research [13].

2.2. Research Tool

A self-administered questionnaire was developed in both French and Dutch specif-
ically for this study, as existing surveys did not address our research objectives. The
questionnaire was not formally validated before use. It does not employ any scoring pro-
cedures and is divided into six sections: Demographics, LD Experience, LD Knowledge,
CML Services, Treatment, and Additional Information. The questionnaire contains 24 ques-
tions with 19 multiple-choice and five open-ended questions requiring brief responses
(Supplementary Materials Table S1).

2.3. Sample Selection

The target population was general practitioners (GPs) actively practicing in all three
regions of Belgium: Wallonia, Flanders, and Brussels-Capital. This included primary care
trainees. Participation was voluntary and anonymous to ensure confidentiality. No a priori
pre-sample size calculation was conducted, aiming to reach most of the GPs working on
the Belgian territory.

2.4. Survey Administration

The survey was distributed between 31 January 2022 and 13 March 2022. Figure 1
illustrates the distribution channels used to reach participating GPs. The present survey
was not designed to account for a response rate for each distribution method individually.
Instead, we looked at the global response rate. The questionnaire was available online
through Google Forms, a survey platform developed by Google.
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Figure 1. Study flowchart.

2.5. Statistical Methods

Data were presented as median and interquartile range for continuous variables, and
as numbers and proportions for categorical variables. Nonresponse bias was addressed by
estimating the response rate and evaluating the first four questions of the survey, which
aimed to assess the participants’ representativeness. Analyses were performed with IBM
SPSS Statistics for Windows, Version 20.0, Armonk, NY, USA: IBM Corp., 2011.

3. Results
3.1. Response Rate and Nonresponse Bias

Considering the number of professionally active GPs at the time, the estimated popu-
lation catchment of the survey was 30% (4.200/14,042) of all the Belgian GPs. One hundred
and twenty-five of them completed the questionnaires. Therefore, the estimated response
rate was 3% (125/4200) (Figure 1).

The majority of the respondents were trainees at 28% (n = 35), practicing in the Walloon
Brabant province at 27% (n = 34), working within a GP association at 37% (n = 42), and
practicing within an urban area at 45% (n = 56). Overall, 78% of the participants (n = 97) had
never diagnosed a patient with LD. Table 1 illustrates the demographics of the participants.

Table 1. The participant’s demographics. GP: General practitioner.

Years of
experience
Total n = 125

Trainees
35 (28%)

<10 years
26 (21%)

10–19 years
17 (14%)

20–29 years
13 (10%)

30–40 years
19 (15%)

>40 years
15 (12%)

Practice
location
Total n = 125

Walloon
Brabant
34 (27%)

Brussel-
capital
21 (17%)

Hainaut
20
(16%)

Namur
12
(10%)

Liege
10 (8%)

Flemish
Brabant
8 (6%)

West
Flanders
6 (5%)

Luxemburg
6 (5%)

Antwerp
4 (3%)

Limburg
2 (2%)

East
Flanders
2 (2%)

Type of
practice
Total n = 125

GPs Association 42 (34%) Individual practice 34 (27%) Fee-for-service practice 30 (24%) Fixed-fee practice
19 (15%)

Practicing
area
Total n = 125

Urban 56 (45%) Semi-urban 44 (35%) Rural 25 (20%)
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3.2. Knowledge on Legionnaires’ Disease

The large majority of respondents (n = 97; 78%) considered LD occurring particularly
in the summer. The most important patients’ history-taking elements were a link with
water systems in the professional setting (n = 119; 95%) or the use of a swimming pool,
jacuzzi, or spa (n = 104; 83%), being immunocompromised, or having chronic lung diseases.
Signs of pneumonia at auscultation were considered the most common clinical findings
(n = 115; 92%), and the large majority found radiological confirmation as meaningful
(n = 94; 75%). The preferred diagnostic tool was UAT for 62% of respondents, followed
by specific molecular testing on respiratory samples (18%). Globally, we observed an
increasing trend towards using serology as the preferred diagnostic tool for LD with
increasing years of experience as a GP. Among primary care trainees, 77% favored UAT,
and 3% preferred serology. Among the most experienced GPs (>40 years of experience), 40%
and 33% considered UAT and serology, respectively, as the reference test for LD diagnosis.
Also, 66% of trainees identified LpS1 as the predominant Legionella serogroup detected by
UAT, and this proportion tended to drop with increasing years of practice. Ten percent
of GPs with 30–39 years of experience perceived LpS1 as the main serogroup identified
by UAT. Finally, if a strong clinical suspicion persisted after negative UAT, 30% (n = 38)
of participants said they would contact a specialist physician, while 13% (n = 16) would
ask for serological testing, and 12% (n = 15) would request a PCR on a respiratory sample.
Supplementary Materials Table S2 summarizes the general knowledge about LD among
GPs based on their survey responses; global data are provided along with replies divided
into years-of-experience categories.

3.3. Diagnostic Tool Availability in Legionnaires’ Disease

Seventy-five percent of respondents (n = 94) did not know if the CML they worked
with performed UAT. Furthermore, of the 29 GPs who did know, only 2 reported guaranteed
24/7 access to UAT testing. Also, 82% of the respondents (n = 94) had never prescribed
UAT in the preceding year, and the remaining 18% prescribed it less than 20 times in the
last year. Figure 2 and Supplementary Materials Table S3 summarize the answers of the
GPs on the availability of diagnostic tools in their daily practice.

Infect. Dis. Rep. 2024, 16, FOR PEER REVIEW  5 
 

 

 
Figure 2. Availability of Legionella pneumophila urinary antigen test in primary care medicine; CML: 
clinical microbiology laboratory; UAT: Legionella pneumophila urinary antigen test. 

3.4. Antibiotic Treatment in Legionnaires’ Disease 
Azithromycin was the preferred antibiotic for the treatment of LD (n = 38; 31%), fol-

lowed by clarithromycin (n = 30; 24%) and levofloxacin (n = 29; 23%). The median duration 
of treatment was 10 days, with an interquartile range (IQR) of 7 to 14. A trend towards 
prescribing longer antimicrobial courses was observed in the more experienced GPs cate-
gories. Primary care trainees reported a median duration of treatment of 7 days (IQR: 5–
10), whereas GPs with the most experience recommended a median treatment duration of 
10 days (IQR: 7–15). Notably, 14% of all respondents (n = 17) replied that they did not 
know the recommended length of therapy. Supplementary Materials Table S4 illustrates 
the GPs’ responses regarding treatment modalities. 

3.5. Additional Information 
Additionally, 98% of participants (n = 123) were not familiar with the Belgian Na-

tional Reference Center for Legionella pneumophila (NRC), and 76% (n = 95) would like to 
receive more training and better access to information on LD. 

4. Discussion 
4.1. Summary of Key Findings 

The current survey involved approximately 22% of the practicing general practition-
ers (GPs) in Belgium, and resulted in a response rate of 3%. Overall, the surveyed GPs 
displayed a satisfactory understanding of Legionnaires’ disease (LD) occurrence, associ-
ated risk factors, and clinical manifestations. Considering treatment options, most GPs 
aligned with guideline recommendations [14]. However, despite expressing a preference 
for urinary antigen tests (UATs) as their primary diagnostic method, 75% were uncertain 
if their respective laboratories conducted UATs. This uncertainty is further reflected by 
the low utilization rate of UATs, with 82% of participants reporting no UAT prescriptions 
in the previous year. Furthermore, if UAT results were negative but clinical suspicion 

Figure 2. Availability of Legionella pneumophila urinary antigen test in primary care medicine; CML:
clinical microbiology laboratory; UAT: Legionella pneumophila urinary antigen test.



Infect. Dis. Rep. 2024, 16 824

3.4. Antibiotic Treatment in Legionnaires’ Disease

Azithromycin was the preferred antibiotic for the treatment of LD (n = 38; 31%),
followed by clarithromycin (n = 30; 24%) and levofloxacin (n = 29; 23%). The median
duration of treatment was 10 days, with an interquartile range (IQR) of 7 to 14. A trend
towards prescribing longer antimicrobial courses was observed in the more experienced
GPs categories. Primary care trainees reported a median duration of treatment of 7 days
(IQR: 5–10), whereas GPs with the most experience recommended a median treatment
duration of 10 days (IQR: 7–15). Notably, 14% of all respondents (n = 17) replied that they
did not know the recommended length of therapy. Supplementary Materials Table S4
illustrates the GPs’ responses regarding treatment modalities.

3.5. Additional Information

Additionally, 98% of participants (n = 123) were not familiar with the Belgian National
Reference Center for Legionella pneumophila (NRC), and 76% (n = 95) would like to receive
more training and better access to information on LD.

4. Discussion
4.1. Summary of Key Findings

The current survey involved approximately 22% of the practicing general practitioners
(GPs) in Belgium, and resulted in a response rate of 3%. Overall, the surveyed GPs
displayed a satisfactory understanding of Legionnaires’ disease (LD) occurrence, associated
risk factors, and clinical manifestations. Considering treatment options, most GPs aligned
with guideline recommendations [14]. However, despite expressing a preference for urinary
antigen tests (UATs) as their primary diagnostic method, 75% were uncertain if their
respective laboratories conducted UATs. This uncertainty is further reflected by the low
utilization rate of UATs, with 82% of participants reporting no UAT prescriptions in the
previous year. Furthermore, if UAT results were negative but clinical suspicion remained,
only 12% of GPs would request a molecular test, and 6% a culture on a respiratory specimen.
The infrequent use of UATs and uncertainty about LD diagnostics suggest a knowledge
gap among Belgian GPs. Additionally, a significant proportion of GPs demonstrated
unfamiliarity with the Legionella National Reference Center (NRC), with 76% expressing
interest in further information.

4.2. Interpretation of Study Findings

The UAT is the cornerstone of LD diagnosis, accounting for 69% of confirmed cases
in Belgium. Potential limitations in the utilization of UATs by Belgian GPs could be
attributed to strict reimbursement rules. The reimbursement of a UAT in Belgium has
only been granted since 2016 in cases of pneumonia in hospitalized patients. However, a
prompt diagnosis is crucial to reduce mortality and enhance outbreak management [7–9].
A retrospective study found an association between higher case fatality rates and the use
of diagnostic methods other than the UAT [8]. Therefore, GPs should inform themselves
about the availability of UATs in their CML to improve their access to this quick diagnostic
tool. We believe that an optimized use of UATs by Belgian GPs could improve patients’
outcomes and expedite case recognition during rural outbreaks.

It is crucial to be aware that a UAT can produce negative results in up to 12% of
cases, particularly with infections by non-LpS1 strains [1,2,4]. Molecular diagnostics is
gaining recognition as a central tool, especially in cases with negative UAT results, and as
a valuable complement to traditional Legionella cultures. While broncho-alveolar lavage
remains the recommended specimen for these tests, growing evidence supports their use
on less invasive samples like sputum [15,16]. Cultures and nucleic acid amplification tests
should both be requested in cases of clinical suspicion of LD and negative UAT results. This
comprehensive approach ensures a higher likelihood of accurate diagnosis, which is crucial
for an improvement in outcomes. A similar survey conducted in Japan in 2021 revealed
that most participating GPs did not prescribe additional tests for the diagnosis of LD when
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a UAT was negative. One of the main reasons for this was the unavailability of further
testing in their local CML [17]. Therefore, Belgian GPs should be aware of the diagnostic
tests offered in their CML, and, in case of persistent suspicion and unavailability of testing,
consider referring to specialists. Finally, Legionella serological testing is not routinely used
to diagnose acute LD due to a lack of specificity. Serological diagnosis necessitates paired
samples collected four weeks apart, rendering it unsuitable for the time-sensitive needs
of acute cases. Its use is primarily restricted to epidemiological investigations during
outbreaks [18].

The guidelines for the treatment of LD are currently based on evidence primarily
derived from observational studies [14,19,20]. Macrolides, particularly azithromycin, and
fluoroquinolones, such as levofloxacin, constitute the mainstay of LD therapy. There is no
evidence suggesting the superiority of one class over the other, and both can be used as
monotherapy [14,21]. In cases of uncomplicated, community-acquired pneumonia, a short
antibiotic course may be considered: 500 mg azithromycin once daily for 3 to 5 days, or
750 mg levofloxacin once daily for 5 days [14]. The available evidence does not support the
use of combination therapy (macrolides and fluoroquinolones) in non-critically ill patients,
which may even increase the risk of adverse reactions [14,21]. Prompt administration of
effective therapy is associated with a reduction in mortality, further stressing the need for
quick access and efficient microbiological diagnostic tools [7,8,14].

This study also revealed a concerning lack of familiarity among GPs with the Belgian
National Reference Center for Legionella pneumophila (NRC). In practice, this laboratory is
more a reference for clinical microbiologists, but effective outbreak management requires
strong collaboration between GPs, peripheral CMLs, public health authorities, and the
NRC. Continuous education is crucial to improve the management of both outbreaks and
sporadic cases. Additionally, initiatives should be implemented to improve communication
channels between specialists and GPs and develop educational programs for Belgian GPs.

4.3. Study Strengths and Limitations

The strengths of this study lie in its originality. To our knowledge, this is the first
survey in Belgium focusing on the knowledge and awareness of LD among local GPs. The
results of the present study might promote an improvement in LD diagnosis in Belgium
and ameliorate patients’ outcomes.

Several limitations must be acknowledged. The low response rate might not eliminate
confounding factors sufficiently. Therefore, the study may not be representative of the
Belgian GPs nationally. For instance, most respondents were from the two French-speaking
regions of Belgium and had their practice within a city. This could be the result of the
distribution channels through which we chose to carry out this study. Finally, nationwide
studies are requested to augment GPs’ participation and increase their awareness of this
emerging disease. Those are needed before the generalization of these study results.

5. Conclusions

The present survey uncovered a knowledge gap among Belgian GPs regarding the
diagnostic tests for LD. Even though most respondents identified the UAT as the preferred
diagnostic test in suspected cases of LD, three-quarters of them were unaware whether
their CML could perform this test. Furthermore, over 80% of the surveyed GPs had not
requested a UAT in the last year. Notably, 76% of the respondents were interested in
supplementary education on this topic. Belgian GPs should evaluate the possibility of
conducting UAT testing in their local laboratories to enhance LD case management and
improve their preparedness. Initiatives should be taken to boost communication between
specialists and GPs, and develop educational programs for Belgian GPs.

Supplementary Materials: The following supporting information can be downloaded at https://www.
mdpi.com/article/10.3390/idr16050063/s1, Table S1: English rendition of the study’s survey, Table S2:
Answers of the general practitioners about Legionnaires’ disease general knowledge, Table S3:
Diagnostic tools availability for diagnosis of Legionnaire’s Disease in primary care medicine, Table S4:
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Answers of the general practitioners about Legionnaires’ disease favorite treatment; Figure S1:
Belgian cases of Legionnaire’s disease confirmed by the National Reference Center for Legionella
pneumophila (2011–2022).
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