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INTRODUCTION
One of the pillars of the Protocol on Water and Health is the establishment of surveillance, early warning and response systems to prevent and control the outbreak of water-related diseases (WRDs).

WRDs surveillance activities represent crucial tools to characterize the epidemiology of outbreaks, identify changing trends in the etiologic agents and other risk factors associated with water, identify major deficiencies in providing safe drinking water, encourage public health personnel to detect and investigate WRDs and foster collaboration among local, regional and national, agencies on initiatives to prevent WRDs. Data from these surveillance systems are also useful for identifying major deficiencies in providing safe drinking water, defining research priorities and improving  water-quality regulation development.

In the first meeting of the Parties to the Protocol held in Geneva the 17-19 January 2007 the Parties adopted the terms of reference of the Working Group on Water and Health for the period 2007-2009: one of the activities approved in the context of the Working Group was the assistance to Parties and non-Parties in establishing and/or strenghtening surveillance systems and outbreak detection, early-warning systems, contingency plans and response capacities with the general aim to prevent, control and reduce water-related diseases.

At this meeting a task force was created with the aim to accomplish this task; more specifically the task force received the following mandate: 

(a) Prepare guidelines on surveillance, outbreak detection and early warning systems, contingency plans and capacity response, taking into account established WHO guidelines for adoption by the Parties at their second meeting:

(b) Support the guidelines’ implementation by providing assistance, upon request, to Parties and non-Parties through in-country missions (up to six missions should be organized in 2008-2009

To accomplish its mandate, the task force discussed and approved a work plan of activities. Special attention was deserved at elaborating a questionnaire aimed at assessing the current capacity for water-related diseases surveillance in Parties and non Parties of the European Region.

The questionnaire was structured into ten thematic sections: 1) general aspects; 2) structure-coordination and reporting, 3) case confirmation ability, 4) capacity of response, 5) outbreak detection, 6) laboratory capability,  7) epidemic preparedness, 8) data characteristics, 9) training, and 10) database and mapping and public information. 

The questionnaire as well as information on registration, access and compiling of the online version (http://cms2.iss.it/) were sent to the National Focal Points. 

The questionnaire focused on priority, emerging and locally important water-related diseases (WRDs) identified in the context of the Protocol. Priority WRDs are those with high epidemic potential such as cholera, enterohaemorrhagic E. coli, viral hepatitis A, bacillary dysentery and typhoid fever. Emerging WRDs include campylobacteriosis, cryptosporidiosis, giardiasis, and legionellosis. Locally important WRDs refer to diseases as the blue-baby syndrome, arsenicosis, viral infections (particularly noroviruses), parasitic diseases. 

Priority and secondary WRDs can be transmitted directly through consumption of drinking water, but also in an indirect way through the consumption of contaminated fish, shellfish, vegetables and fruits; furthermore,  people can catch WRDs as a consequence of the exposure to faecally contaminated recreational waters.

Hence, even though the questionnaire focuses on drinking water as main vehicle of transmission of WRDs, the other possible direct and indirect exposures to contaminated waters are also addressed. 

RESULTS

Fifteen  countries  replied to the questionnaire: Andorra, Finland, Germany, Belgium, Czech Republic, Italy, Norway,  Armenia, Georgia, Slovakia, Turkey, Belarus, Estonia, Hungary, Moldova (Figure 1). These countries can be grouped into WHO subregions EUR-A (Andorra, Finland, Germany, Belgium, Czech Republic, Italy, Norway), EUR-B (Armenia, Georgia, Slovakia, Turkey) and EUR-C (Belarus, Estonia, Moldova, Hungary).
Figure 1: Countries that replied to the questionnaire. 
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The original questions of the questionnaire together with the responses are summarized below. 

1. General aspects on surveillance systems on communicable diseases

1.1. Is there a mandatory surveillance for any diseases in your country?

Yes (

No (
1.2 If yes, does it cover the following water related diseases? (priority, emerging and locally important)

All the 15 countries have a mandatory surveillance system on communicable diseases.

All the priority WRDs are generally surveilled. Only enterohaemorrhagic E. coli is not surveyed in two EUR-A countries.

Less important are emerging WRDs, indeed one country of EUR-A and one of EUR-C do not consider at all these diseases in their surveillance systems.  Two countries (in EUR-A and EUR-B) do not include enteric protozoa in their surveillance systems.  

More specifically, the following emerging WRDs are not surveilled:

-  Campylobacteriosis in two countries (in EUR-A and EUR-CC);

-  Cryptosporidiosis in six countries (four in EUR-A, one in EUR-B and one in EUR-C);

-  Giardiasis in four countries (two in EUR-A,  one in EUR-B and one in EUR-C);

-  Legionellosis in one EUR-C.  

Locally important WRDs , as expected, are surveilled in countries where they are locally relevant (especially because of their endemicity or  high concentrations in natural waters used for drinking):

· Blue baby syndrome in two countries of EUR-B and EUR-C (in another country of this latter subregion this surveillance is in preparation in another country);

· Arsenicosis in one EUR-B country; 

· Viral infections, particularly norovirus, in seven countries ( three from EUR-A , one from  EUR-B  and three from EUR-C;

· Parasitic diseases in three EUR-A, two EUR-B  and three EUR-C countries; (their surveillance is in preparation in another  EUR-C country).

2. Surveillance: Structure, coordination and reporting. 

2.1. Is there a mandatory surveillance and reporting system for WRDs in your country?

Yes (

No (
All the countries have dedicated, mandatory WRD surveillance systems, with the  exceptions of two EUR-A countries.

2.1.1 If yes, please provide a short textual description of the operation of the mandatory surveillance system, its composition, function and links to various sectors, including the laboratories. 

Twelve countries replied to this question.  

The following are brief descriptions of the reported surveillance systems.

Countries of EUR A 

1. Three communities have the responsibility of the compilation and delivery of data to the Health Inspector of their Province. The three lists of diseases differ, but many of these latter are common . The Scientific Institute of Public Health (IPH) centralizes data and runs several voluntary surveillance systems involving a sentinel lab network and some reference labs (eg. salmonella, shigella). IPH reports internationally. 

2. Municipal health protection authorities are obliged to report all suspected WRDs outbreaks to the National Public Health Institute, that co-ordinates the analytical and epidemiological activities in order to face the outbreak. 

3. Due to the small size of the country, the surveillance system is centralized. There is a national laboratory, but almost all the samples are sent abroad to reference laboratories for analysis. 

4. Local hospitals (clinics) and laboratories are obliged to report in given structure the occurrence of any case of infectious disease listed in the national Deecree to Local Public Health Authority (Dept. of Epidemiology). This authority makes more detailed investigations if necessary at least for the selected diseases listed in the Law. The cases are recorded in the electronic system (national system for notification, registration and analysis of morbidity of infectious diseases).

5. Laboratory confirmed cases of infectious diseases (case definition used) are notified by labs and physicians to the national level. Outbreaks are locally investigated and water is  considered as potential vehicle/source of infection.

6. The starting point of the Surveillance System is represented by the notification of any new cases of communicable diseases, even if only suspected, from the physicians to the Local Health Units (LHU) of the National Health System. All the  LHUs  are responsible for preparing and sending out the case reports every month to the Regional Health Authority, which in turn is responsible for forwarding them to the Ministry of Health. The reporting form of  notifications should indicate the results of the accomplished investigations, with regards to etiological agents, incubation time, duration of the illness, history of the exposed persons and identified or supposed sources of exposure, water included.  

EUR B

1 The surveillance system is coordinated by the departments of epidemiology within several Public Health Authorities (PHAs) on regional level and guided by the Public Health Authority. Health care providers and health care professionals as well as clinical laboratories are obliged to report the confirmed and suspected infectious diseases at regional level. The reports are sent to the central register for infectious diseases. An early response warning system has also been set. Outbreaks and occurrence of emergency infectious diseases are reported immediately. A summary of the information about epidemiological situation for the competent district is elaborated each week at central level. An informative webpage for professionals as well as for the public is available weekly, monthly, annually, with graphical and map illustrations. 

2. Inspectorate centers ensure the implementation of provisions defined by governmental resolutions and legal acts. They conduct controls, take administrative proceedings, investigate and apply adequate penalties. Inspectorate centers receive notifications of cases of infections, coordinate epidemiological investigations, identify sources of infection, develop and introduce measures. They also monitor the quality of drinking water. 

3.  At the central level, in the Ministry of Labor, Health and Social Welfare , a "National Center for Disease Control and Prevention and public health", provides statistical data on morbidity, including data and diseases associated with water. There is a role of the World Bank in providing and improving mobile and local laboratories also for monitoring surface waters used for recreational activities . Regional and local centres of public health and diagnostic laboratories are part of this system. Regional and local public health centres survey infectious and noninfectious diseases, and develop and implement anti-epidemic measures. Information is delivered to the relevant services of local authorities and is  transmitted to the central authorities: Ministry of Labor, Health and Social Welfare, National Service of Food Safety, Veterinary and Plant Protection Department of Agriculture (Safety of drinking water), and in case of emergencies to the Ministry of Environment and Natural Resources and the Ministry of Interior.

EUR C 

1. Sporadic cases caused by particular microbiological agents, sporadic cases with gastroenteritis as an 'infectious enteritis' syndrome-based cases and outbreaks are to be reported by health care workers to the local or regional level of the National Public Health and Medical Officers' Service (NPHMOS). The national electronic system provides on-line connection amid the three levels (local, regional and national) of the organisation. There is a legally binding monitoring system for central and local community drinking water systems and for pool and spa water systems, as well as for natural bathing waters. Under the capacity of capturing extreme microbiological events reflected by the indicator levels covered by these monitoring systems, an indirect support to the water-related diseases surveillance system is ensured.

2. The surveillance system has three levels: community, municipality and national level. An emergency notification system for epidemic prone disease is functioning. A case notification form  is filled out on individual cases and is sent whithin 24 hours to the rayon Centre of preventive medicine (CPM). Each outpatient case has to be notified first by phone. During epidemic outbreaks aggregated notifications of communicable disease cases are used  instead of individual notification forms. Data are recorded at the level of the centre of preventive care that is also responsible for laboratory investigations, control measures and final diagnosis. All cases matching outbreak/emergency definitions are to be reported to the Ministry of Health within 12 hours through a dedicated phone line. 
3. Primary registration of infectious and parasitic diseases (including water-related diseases) is carried out in medical documentation of territorial patient care and prophylactic institutions. In territorial patient care and prophylactic institution information about patients is handed over to the territorial Centre of Hygiene and Epidemiology by telephone and in standardized writing form. On the base of analyzed information, the personnel of territorial Centres of Hygiene and Epidemiology fills a standardized form, that includes information on a) source of infection and transmission factor, b) sanitary-hygienic characteristics of local hotbeds related to the patient. Information on every confirmed case of disease subject to the mandatory registration is recorded into an electronic database, that provides monthly and annual comparative analysis of sickness rates. Monthly and annual statistical reports  are sent by the territorial (district, city’s, zonal) Centers of Hygiene and Epidemiology to the Regional and Republican Centre of Hygiene and Epidemiology, to the Ministry of Health, to the National Statistics Committee. 
In conclusion, all the countries, but one from EUR A,  have a coordinating body at national level that elaborate standardized surveillance notification forms to gather communicable disease surveillance data.

Five countries ( Three from EUR A, one from EUR B and one from EUR C) do not have specific mandatory reporting forms for WRDs. In addition, this notification forms do not include the possible vehicle of infection (water, foods, etc) and the environmental sources.  In a country from EUR C the notification form of emerging diseases does not include environmental sources. The notification forms of a EUR A country do not consider environmental sources responsible for water contamination in cases of diseases caused by  Cryposporidium and Giardia.
2.3. Is there a surveillance coordination body at the national level?

Yes (

No (
 All countries with the exception of one in the EUR-A region, have a coordinating body at national level.

2.4. Is there a standardized surveillance form provided by the central level for collecting communicable disease surveillance data? 

Yes (

No (
In all countries except one of the EUR-A subregion, standardized surveillance notification forms are provided by the central level to collect data on communicable diseases.

2.5. Is the possible vehicle of infection (water, foods, etc) considered on the notification form?

Yes (

No (
The possible vehicle of infection (water, foods, etc) is not considered in the notification forms in three EUR-A, one EUR-B and one EUR-C countries.

2.6. Is there a specific reporting form for the following water-related diseases, which allows later confirmation of the exposure route?

Later confirmation of the exposure route is not envisaged in specific reporting forms in five countries (two from EUR-A, one from EUR-B and two from EUR-C).

2.7. Are potential environmental sources responsible for water contamination investigated or reported in the notification form?

Yes (

No (
 The potential environmental sources responsible for WRDs are not considered at all in the notification forms in five countries (three from EUR-A, one from EUR-B and one from EUR-C). One country in the EUR-B region does not investigate environmental sources that may be responsible for emerging diseases and one country in the EURO-A region does not investigate environmental sources that are  responsible for parasitic disases.
 3. Case confirmation.......................................................................................................

3.1. Is case confirmation mandatory by laboratory analysis for the following water-related diseases?

Case confirmation by laboratory analysis is mandatory in several countries, with the following exceptions: two EUR-A countries for any WRDs; one country in EUR-C for  Shigella; one country in EUR-A for Criptosporidium and Giardia; one country in the EUR-B region for  Campylobacter, Cryptosporidium, Giardia and Legionella. 

3.2.a. Is there a national laboratory capability to confirm the etiological agents of the following water-related diseases?

In general a national laboratory capability to confirm the etiological agents does exist with the following exceptions: one country in EUR-C  for any WRDs; one country in EUR-A for cholera, entheroemorragic E.coli, shigellosis, thyphoid fever and all emerging WRDs; one country in EUR-B for hepatitis A and all emerging pathogens; another country from EUR-B has laboratory capability only for legionellosis. 

3.2.b. If yes, list etiological agents detected by routine laboratory analysis:

Priority WRDs:

The etiological agents responsible for priority  WRDs are generally detected by routine laboratory analysis (ten countries: 5 from EUR A, 3 from C, and 2 from B), with the following exceptions:  all the etiological agents in one country of  EUR-A; Hepatitis A viruses in one country from EUR-B and one of EUR-C ; enterohaemorrhagic Escherichia coli in one  country from EUR-A and one from EUR-B;  Salmonella typhi and Salmonella paratyphi in one EUR-A country.

Emerging WRDs:
The etiological agents responsible for emerging WRDs are detected by routine laboratory analysis in three countries (two from EUR-B and one from EUR-A). The following are not detected: any Campylobacter species neither Legionella pneumophila in one EUR-B country;. Cryptosporidiosis parvum and Giardia lamblia/ G. duodenalis in two countries from EUR-A and EUR-B; Campylobacter in one EUR-C country, One country of EUR-A detects only Legionella. 

4. Public information

4.1 Is there a public awareness programme on the importance of water-related diseases and the relationship between water hygiene and health?

Yes (

No (

Unknown (
Seven countries from EUR A have such programmes.

4.2 Is there an integrated information system, accessible to the public, about long-term trends, current concerns and successfully handled past problems in water and health?

Yes (

No (

Unknown (
Ten countries have such an integrated information system: six from EUR-A, one from EUR-B and three from EUR-C.

4.3 Is there an information system on rights and entitlements to water?

Yes (

No (

Unknown (
Five countries from EUR-A, one from EUR-B and three from EUR-C do not have an information system on rights and entitlements to water.

4.4 If yes, list the web site, databases or other forms of communication

Six countries have dedicated web sites: one from EUR-A, four from EUR-B and one from EUR-C.

One country from EUR-B also provides further information to the public, such as 


a) Awareness programme on the importance of WRDs in 
school 
education system – in subject “environmental education”.;


b) Activities for the public such as World Water Day;


c) Cooperation  with the public health Authority to publish weekly 
reports concerning   infections of environmental origin;   


d) Annual reports in the area of health and the environment; 


e) Reports on trends in water and health problems;


f) Annual reports on drinking water

5. Data characteristics

5.1.  Please provide information on the level of detail available at the central level on data concerning water-related diseases. 

5. 1.a. Descriptive information - does the central level have the following descriptive information (tick if yes)

Case information (age, sex and occupation): 

This information is requested in the notification form:

· fully in five countries (four from EUR-A, and one from EUR-B and EUR-C). 

· almost completely in four countries (two from EUR-A , one from EUR-B and one from EUR-C)  

· lower or much lower in other four countries (one each from EUR-A and EUR-B and two from EUR-C).

Location information (district, region, municipality, travel-related):

This information is requested in the notification form:

· fully in three countries (one per subregion) ;

· partially in other countries ; 

· at all in one country of  EUR-A.

Other informations (outbreaks, time, sentinel):

This information is requested in the notification form:

· fully in one  country from EUR-C

· partially in other countries.

5.1.b. Statistical data treatment. 

Basic statistics and trend analysis are performed by many countries but not in two (one from EUR-A and one from EUR-B). 

One country from the EUR-C region does not perform statistical analysis for enterohaemorrhagic E. coli while three countries (one from the EUR-C and two from ESR  B) for any emerging diseases. 

5.1.c. Action threshold – has an action threshold been defined for the following diseases and, if so, what is the threshold value?

 Generally all the countries have established threshold values for WRDs.

· For some severe diseases like cholera and typhoid fever this value is generally of  1 case.  

· In some countries this value is of 2 cases. 

· The highest reported number is of 10 in the case of hepatitis A in a country from  EUR-C. 

6. Outbreak detection

6.1. Are you able to identify the exposure routes of water – related diseases by source of drinking water?

In centralized water supply systems: 

Priority diseases: Generally, drinking water as  exposure route of WRD pathogens is identified. 

Yet:, this source of exposure is not investigated: 

· in three from  EUR-A and one from  EUR-B;

· in two countries from  EUR-B and two from EUR-C when cases of viral hepatitis A occur.  

Emerging diseases: two countries from EUR-B and EUR-C  do not identify the exposure route for any emerging WRDs. 

In small-scale, community, private and unregulated water supply  systems: 

Priority diseases: drinking water as exposure route is identified:

· in one country  from EUR-A and one from EUR-B for all priority WRDs; 

· in seven countries (one from  EUR-A, two from EUR-B and four from EUR-C) partially; 

· in two countries (one from  EUR-A  and one from  EUR-B ) at all..

Emerging diseases: this exposure route is identified:

· fully in two countries (one from EUR-A and one from EUR-B); 

· partially in some other countries;

· at all in five countries (three from  EUR-A, one from EUR-B region and one from EUR-C ).

6.2. Are you able to identify the exposure route of water-related diseases by food source? 

Food resulting from aquaculture (shellfish, clams, mussels):

This route of exposure, when suspected,  is investigated:

- fully in three countries (two from EUR- A and one from EUR-C);

- sometimes in two countries (one from EUR-  B and one from EUR-C);

-  at all in four countries (two from EUR-A, one from EUR-B and EUR-C ). 

Irrigated agriculture products: 

This route of exposure is investigated :

- fully in two countries (one from EUR-B and EUR-C); 

; occasionally in four countries (one from EUR-A , two from EUR-B and one from EUR-C); 

- at all in five countries (two from EUR-A and EUR-B and one from EUR-C). 

6.3. Are you able to identify the exposure route of water-related diseases by type of recreational water? 

This route of exposure is identified:

· fully in two of EUR-A and one of EUR-B;

· almost completely in other two countries of EUR-C,  with the exception of  hepatitis A,; 

· at all in four countries ( three from EUR-A and one from EUR-B);

· occasionally in four countries ( two from EUR-B and two from EUR-C ) .

7. Epidemic preparedness

Is there a national epidemic preparedness and response plan?

Epidemic preparedness and response plans are not available at all in seven countries (three from EUR-A, one from EUR-B and two from EUR-C regions) ;  three countries (two from EUR-B and one from EUR-C region) elaborate these plans for priority WRDs.  

Emergency supply of drugs available at all times during the last year?

This supply is available :

· at all in seven countries (two from EUR-A, four from EUR-B and one from EUR-C region);

·  partially in one country from EUR-A (to treat giardiasis and legionellosis);

· At all in one country from EUR-A and one from EUR-C for  hepatitis A. 

Emergency supply of vaccines available at all times during the last year?

This supply is available:

· in three countries from EUR-A and one  from  EUR-C to prevent hepatitis A;

· in one country from EUR-A and one from EUR-C  to prevent typhoid fever;

· at all for any in one country from EUR-A ,  two countries from EUR-B and one from EUR-C .

Emergency  medical supplies available at all times during the last year?

This supply is available:

– at all in one country from EUR A, one from EUR-B  and two from the EUR-C region;

- partially in one country from EUR-A  for treating viral hepatitis A.  
Emergency  water treatment supplies available at all times during the last year?

These supplies are available:

· at all in two countries from EUR-A, one from EUR-B and one from EUR-C (excluding cholera) ; 

· partially in one country from EUR-C (not available for emerging pathogens).

Is information related to the emergency adequately provided to the people

In five countries (three from the EUR-A and two from the EUR-C region) this  information is not adequately provided.

Is information related to response plan adequately provided to the people?

Response plans related to WRD outbreak are not adequately provided to public in  most of the countries (five from the EUR-A, two from the  EUR-B, and four from the EUR-C).

8. Capacity of response

8.1. Has the central level or local authority the ability to start intervention measures within 48 hours of notification?

Almost all the countries are in conditions to start intervention measures within 48 hours from notification; one country from ESR C has an organization that ensures intervention measures within 4-5 days after notification in case of Giardiasis outbreak.   
 9. Training

9.1. Has your Country foreseen periodic training courses on surveillance systems?

Yes (

No (
These courses are performed in all the countries but two countries (one from the EUR-A and one from the EUR-B region).

9.2 Are WRD addressed by the training courses?


Yes (

No (
These courses are carried out in some countries but not in five countries (four from the EUR-A and one from the EUR-B).

9.3 Is international support needed for such training courses?
Yes (

No (
· One country from the EUR-A and one from the  EUR-C region would appreciate this support on WRDs; 

· Aother country from the EUR-C specifically has underlined the need of support in training courses on methods and financial aspects; 

10. Databases and Mapping/GIS Resources

10.1. Is the central computerized database available for the cases and outbreaks of WRD?

Yes (

No (
Computerized database for cases and outbreaks of WRDs are available in  some countries but not in five (four from the EUR-A and one from the EUR-B region).

10.2. Is Geographical Information System (GIS) used within your sector?
Yes (

No (

Partially (
· GIS is not used in two countries from the  EUR-A and one country from the EUR-C region. 

· It is partially used in 9 countries ( three from the EUR-A, EUR-B and EUR-C regions). 

· GIS use in the sector of communicable diseases is ongoing in one EUR-A country. 

10.3.
Has your country foreseen periodic training courses on GIS?
Yes (
  
No (
 GIS courses are foresees in four countries ( one from the EUR-A and EUR-B regions, and  two from the EUR-C region).

Conclusions  

1) All the 15 countries that replied to the questionnaire have mandatory surveillance systems on infectious diseases. Priority WRDs are almost always included, as commonly considered of priority importance in the diverse UNECE/WHO sub-regions. Specific emerging and locally important WRDs are monitored in some countries but not in others,  denoting either their endemic features or diverse country capabilities.  Campylobacteriosis is surveyed in 13 countries, cryptosporidiosis in  9 , giardiasis and legionellosis in 11.   Blue baby syndrome is monitored in 2 countries, arsenicosis in 1, viral infections particularly norovirus in 7 countries and parasitic diseases in 8.

2) All the countries have dedicated, mandatory WRD surveillance systems, with the exceptions of two countries from the EUR-A region. There are different organizations in the surveillance system structure but generally they encompass a central coordination body and regional (district) and local structures. A standardized notification form to report outbreaks is generally mandatory. 

The national level of the surveillance system is located either at the Ministry of Health or other Ministries or in public Institutes of Health or Epidemiology.

Hospitals, physicians and clinical laboratories  generally compile and send out notifications of  cases and outbreaks of WRDs. Sometimes these notifications are also provided by sentinel lab network. 

In one country from the EUR-B region, water protection and management is ensured by the Ministry of Environment, mainly in cooperation with the Ministry of Health, Ministry of Agriculture  and the Ministry of Finance  as a financial contributor. In order to garantee the necessary integration of activities by the diverse institutional actors, the national government has  adopted a specific decision that identifies tasks for relevant co-operative sectors with the aim to fulfill its objectives.

In a country of the EUR-C region, there is a legally binding monitoring system for central and local community drinking water systems and for pool and spa water systems, as well as for natural bathing waters. Under the capacity of capturing extreme microbiological events reflected by the indicator levels covered by these monitoring systems, an indirect support of the water-related diseases surveillance system can be stated.

In the notification forms of  five countries (three from EUR-A region, one from EUR-B and one from EUR-C) the possible vehicle (water, foods, etc)  and environmental sources responsible for WRDs are not considered. In the notification forms in a EUR-C country this information is not requested for emerging diseases and in a EUR-A country for cryptosporidiosis and  giardiasis.
3) Case confirmation by laboratory analysis is generally mandatory. Indeed, it is not mandatory in two countries of the EUR-A region for any WRDs; in one country of the EUR-C region for  Shigella; in a country of the EUR-A region for Criptosporidium and Giardia; in one EUR-B country for Campylobacter, Cryptosporidium, Giardia and Legionella.  

Some countries do not have or have poor capability to confirm WRDs by national laboratories. In particular this capability is missing in one country of the EUR-C region  (any WRDs); limited in a country of the EUR-A region (cholera, entheroemorragic E.coli, shigellosis, thyphoid fever and all  emerging WRDs) and in one EUR-B country ( hepatitis A and all emerging pathogens). The national laboratory in one country in the  EUR-B  reported having only the capability to confirm  legionellosis.  

The etiological agents responsible for priority  WRDs are detected by routine laboratory analyses in most of the countries but not in one from the EUR-A region.  Hepatitis A viruses,  entherohaemorrhagic E.coli , Salmonella typhi and Salmonella paratyphi are not detected in some countries.

All the etiological agents responsible for emerging WRDs are detected by routine laboratory analysis only in few countries. Campylobacter species, Legionella pneumophila, Cryptosporidiosis parvum and Giardia lamblia/ G. duodenalisare are among the etiological agents  detected by routine analysis with a low frequency. 
4) Seven countries  have  programmes to raise public awareness on the importance of  WRDs and on the relationship between water hygiene and health. Ten countries have integrated information system accessible to the public about problems on water and health. Most of te countries do not have an information system on rights and entitlements to water. Six countries have web sites on these issues dedicated to the public.
5) At central level, often the details available on data concerning WRDs cases and outbreaks  are scarce in most of the countries.  On the contrary, basic statistics and trend analysis are performed by all the countries with two exceptions. Generally all the countries have established threshold values for WRDs, that is of 1 case (2 in some countries) for severe diseases. 

6) Drinking water is identified as route/vehicle of WRD transmittion by most of the countries in cases of priority WRDs due to contamination of centralized water supplies. This route/vehicle is less investigated, and especially for emerging WRDs, in cases of small-scale, community, private and unregulated water supply  systems. Rarely indirect routes of WRDs, such as aquaculture (shellfish, clams, mussels) and irrigated agriculture products are investigated. Finally, few countries consider hence investigate bathing waters as possible route of WRDs.  

7) Epidemic preparedness and response plans are not available at all in 7 countries and are  elaborated for priority WRDs in 3 countries.  Scarce is the use of drugs to face WRD outbreaks. Several countries do not stock emergency  water treatment supplies for possible uses during WRD outbreaks. Information related to emergencies and response plans are not  adequately provided to the people in most of the countries.

8) Almost all the countries are in conditions to start intervention measures within 48 hours from notification.
9) Training courses on surveillance systems are held in most of  the countries but WRD are  not addressed at least in 5 countries. Three countries consider international support needed for  training courses on WRDs. 

10)  Computerized database for cases and outbreaks of WRDs are not available in 5 countries.. GIS is not used at all in 3 countries, but partially used in 9 countries. GIS courses are foreseen in four countries .

This is a first draft of the report. It has been sent to all the countries that have replied in order they check that we have correctly elaborated the information received. After this check we will possibly emend and  improve the quality of the report in order to elaborate the final version. We also believe that the main information contained in this report might be published in an intenational journal. 
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