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Abstract: Bacteriological water quality criteria have been recommended to ensure bathers’
health. However, this risk-assessment approach is based mainly on routine measurements
of fecal pollution indicator bacteria in seawater, and may not be adequate to protect bathers
effectively. The aim of this study was to assess the risks of symptoms related to infectious
diseases among bathers after exposure to seawater which was of excellent quality
according to EU guidelines. This study is a cohort study recruiting bathers and non-bathers.
Water samples were collected for estimating bacterial indicators. Univariable and multivariable
analysis was performed to compare the risks of developing symptoms/diseases between
bathers and non-bathers. A total of 3805 bathers and 572 non-bathers were included in the
study. Water analysis results demonstrated excellent quality of bathing water. Significantly
increased risks of symptoms related to gastrointestinal infections (OR = 3.60, 95% CI
1.28-10.13), respiratory infections (OR = 1.92, 95% CI 1.00-3.67), eye infections
(OR = 2.43, 95% CI 1.27-4.63) and ear infections (OR = 17.21, 95% CI 2.42-122.34)
were observed among bathers compared with non-bathers. Increased rates of medical
consultation and medication use were also observed among bathers. There was evidence
that bathers experienced increased morbidity compared with non-bathers though the
bathing waters met bacteriological water quality criteria. These results suggest that risk
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assessments of recreational seawaters should not only focus on bacteriological water
quality criteria.

Keywords: bacterial indicators; bathers; health effects; recreational water; swimming;
sea-water quality

Abbreviations: EU, European Union; EPA, US Environmental Protection Agency; OR,
odds ratio; RR, relative risk

1. Introduction

Epidemiological studies have been carried out since the late 1940s and early 1950s in attempts to
define the levels of risk following exposure to different concentrations of bacteria in bathing waters [1].
Most epidemiological studies have been prospective cohort studies, and only a few retrospective
cohort studies or randomized controlled trials have been performed [2—8]. Previous epidemiological
studies have investigated the exposure-response relationship between health outcomes and bathing-water
quality based on measures of faecal pollution indicator bacteria. The existence of threshold values of
indicator-bacteria counts for health outcomes was studied, as well as possible variations in the
severities of outcomes associated with microbiological water quality. Bacteriological water quality
criteria (fecal pollution bacteria thresholds) have been recommended to ensure bathers’ health. These
criteria are based on estimates of bacterial indicator counts and gastrointestinal illness rates that are
currently believed to provide a high level of protection for bathers’ health [9,10]. However, it should
be pointed out that there is no evidence of “no risk” below advisory levels for swimmers/bathers.The
1976 EU Bathing Water Directive adopted by Greece with the Ministerial Decision 46399/1352/86
included more stringent quality requirements than those in the 1976 EU Directive [11,12]. The
new EU Bathing Water Directive of 2006 was adopted in 2009 with the Ministerial Decision
8600/416/E103/2009 [10,13]. The Hellenic Ministry of Environment, Energy and Climate Change
(former Ministry for the Environment, Physical Planning and Public Works) is the main competent
authority for the implementation of this Directive. Greece is located in the North-Eastern part of the
Mediterranean. It includes over 2500 islands and has always been considered to be closely related to
the sea. Every year, Greece and its coastal bathing areas welcome millions of foreign tourists, in
addition to its own population, and beach monitoring is thus a high priority. Measurements of bacterial
indicator counts in Greek coastal waters have largely been found to be in accordance with the values in
the guidelines set by the European Directive. In a 10-year analysis of seawater microbiological quality
data (231,205 water samples), measurements of Escherichia coli (99.6%) and enterococci (100%)
were deemed acceptable by EU bathing standards. [14]. However a risk-assessment approach based
mainly on routine measurements of fecal pollution indicator bacteria in seawater may not be adequate
to protect bathers’ health effectively; human health while bathing in recreational water will ultimately
depend on the impact of a combination of physical, chemical and biological hazards [15]. This study
formed part of the Greek bathers’ cohort study. The objective was to examine the health effects and
risks of infectious diseases among bathers who where bathing in water that met the most strict water
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quality criteria for bacteria proposed by EU Directives and the US Environmental Protection Agency
(EPA) [9-11].

2. Results
2.1. Demographics

A total of 4293 bathers (2923 households) were asked to participate in the study. Only 34 bathers
(0.79%) refused to participate in the first part of the interview survey. An additional 290 bathers
(6.76%) failed to respond to, or refused to take part in the follow-up telephone interview 10 days later
(total response rate = 92.45%). Based on our definition of bathers (body emersion for at least
10 min) 3,805 of 3,969 (95.9%) participants were defined as bathers. Among the bathers, 1837
(48.3%) were male and 1947 (51.2%) were female, while for 21 (0.5%) bathers information was not
recorded and the mean bathing duration was estimated to be 50 minutes. Among the non-bathers, 243
(42.5%) were male and 329 (57.5%) were female. The mean age of the bathers was 28.33 years old
(28.93 in males and 27.84 in females, ranged from 6 months to 98 years) and only five bathers were
above 79 years old. The mean age of non-bathers was 39.05 years (41.59 in males and 37.17 in
females, ranged from 1 year to 95 years). The majorities of both bathers and non-bathers were resident
in the wider area of Thessaly (85.7% and 94.6%, respectively). Selected characteristics of the study
population are shown in Table 1.

Table 1. Characteristics of bathers and non-bathers.

Bathers (n = 3805) Non-bathers (n = 572)

No. (%) No. (%)
Age (years)
04 102 2.7 19 (3.3)
5-9 147 (3.9 23 (4.0)
10-14 185 4.9) 26 4.5)
15-19 599 (15.7) 38 (6.6)
20-24 742 (19.5) 69 (12.1)
25-29 541 (14.2) 33 (5.8)
30-34 350 9.2) 34 (5.9)
35-39 295 (7.8) 54 9.4)
40-44 273 (7.2) 50 8.7)
45-49 210 (5.5) 52 9.1
50-54 129 (3.4) 41 (7.2)
55-59 90 (2.4) 33 (5.8)
60—64 39 (1.0) 19 3.3)
65-69 31 (0.8) 20 (3.5
70+ 46 (1.2) 61 (10.7)
missing 26 (0.6) 0 (0.0)
Gender
Male 1837 (48.3) 243 42.5
Female 1947 (51.2) 329 57.5

missing 21 (0.5) 0 (0.0)
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Table 1. Cont.

Bathers (n = 3805) Non-bathers (n =572)

No. (%) No. (%)
Residence
Larissa area(Locals) 2521 (66.2) 450 (78.7)
Thessaly (except of Larissa area)
(Visitors) 726 (19.1) 91 (15.9)
Greece (except of Thessaly area)
(Visitors) 543 (14.3) 31 5.4)
missing 15 (0.4) 0 (0.0)
Incidence of illness among locals
Gastroenteritis (A) * 61 (2.4) 3 0.7)
Gastroenteritis (B) ° 39 (1.6) 2 0.4)
Respiratory infection (A) * 149 (5.9 11 2.4
Respiratory infection (B) " 52 (2.1) 6 (1.3)
Ear infection (A) * 77 (3.1) 1 (0.2)
Ear infection (B) 18 0.7) 0 (0.0)
Eye infection (A) * 132 (5.2) 8 (1.8)
Eye infection (B) ° 50 2.1) 3 (0.7)
Cutaneous infection 12 (0.5) 1 (0.2)
Medical consultation 55 (2.2) 2 0.4)
Medication receiving 87 (3.5) 5 (1.1
Hospitalization/home care 4 (0.2) 1 (0.2)
Incidence of illness among visitors
Gastroenteritis (A) * 53 4.2) 1 (0.8)
Gastroenteritis (B) ° 35 (2.8) 1 (0.8)
Respiratory infection (A) * 87 (6.9) 4 (3.4)
Respiratory infection (B) " 31 (2.6) 1 (0.8)
Ear infection (A) * 52 4.1) 0 (0.0)
Ear infection (B) ° 9 0.7) 0 (0.0)
Eye infection (A) * 73 (5.8) 3 (2.5)
Eye infection (B) ° 26 (2.1) 0 (0.0)
Cutaneous infection 9 (0.7) 0 (0.0)
Medical consultation 40 (3.2) 2 (1.6)
Medication receiving 52 4.1) 1 (0.8)
Hospitalization/home care 1 (0.1) 0 (0.0)

* {llness definition A; ° illness definition B.
2.2. Microbiological Water Quality

A total of 149 seawater samples were taken and analyzed during the survey on the same day that the
interviews took place (67 from beach A, 61 from beach B and 21 from beach C). All microbiological
test results conformed to the EU excellent requirements based on a 95th Percentile evaluation as
described in Directive 2006/7/EC and the geometric mean as described by the EPA (Table 2). The
number of days that the Enterococci exceeded single day maximums was one day. The bathers
participated in the study this specific day did not have increased incidence of the symptoms.
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Table 2. Sea water microbiological analysis results for the three beaches.

Beach (cfu/100 mL) ECOL* FCOL * TCOL * Enterococci

A 95-Percentile 14.9 33.1 58.8 64.6
Geometric mean (range) 2.2 2.9 4.5 5.6 (0-1380)
N 67 67 67 67

B 95-percintile 10.8 11.2 26.5 16.3
Geometric mean (range) 1.9 2.0 3.1 2.8 (0-74)
N 61 61 61 61

C 95-percintile 4.7 5.4 17.4 10.6
Geometric mean (range) 1.6 1.7 3.0 2.5 (0-15)
N 21 21 21 21

* ECOL = E. Coli; FCOL = faecal coliforms; TCOL = total coliforms.
2.3. Symptoms Related to Infectious Diseases

The incidences of symptoms possibly related to infectious diseases among bathers and non-bathers
are shown in Table 1. The results of univariable and multivariable analyses of all health effects in
bathers and non-bathers are presented in Tables 3.4, respectively.

Table 3. Association of symptoms and related infections among bathers and non-bathers

(univariable analysis).

Bathers with

Symptom symptom/total Non bathers with Relative p-value
%) symptom/total (%) Risk
Nausea or vomiting 40/3796 (1.1) 0/571 (0.0) 12.20° 0.022
Abdominal pain 74/3796 (1.9) 3/571 (0.5) 3.71 0.016
Diarrhea more than two times 39/3796 (1.0) 4/571 (0.7) 1.47 0.461
Fever 11/3796 (0.3) 1/571 (0.2) 1.66 0.626
Gastroenteritis (A) 114/3796 (3.0) 4/571 (0.7) 4.29 0.002
Gastroenteritis (B) 74/3778 (2.0) 3/570 (0.5) 3.72 0.016
Sore throat 100/3796 (2.6) 3/571 (0.5) 5.01 0.002
Dysphagia (odynophagia) 41/3796 (1.1) 2/571 (0.4) 3.08 0.101
Rheum (runny nose) 72/3796 (1.9) 7/571 (1.2) 1.55 0.433
Cough 84/3796 (2.2) 8/571 (1.4) 1.58 0.330
Hoarseness 79/3796 (2.1) 10/571 (1.8) 1.19 0.673
Respiratory infection (A) 236/3796 (6.2) 15/571 (2.6) 2.37 0.005
Respiratory illness (B) 83/3643 (2.3) 7/563 (1.2) 1.83 0.236
Ear pain 93/3796 (2.4) 1/571 (0.2) 13.99 <0.001
Fullness in the ear 35/3796 (0.9) 0/571 (0.0) 10.70 * 0.035
Otorrhea 21/3796 (0.6) 0/571 (0.0) 6.48° 0.100
Ear itching 16/3796 (0.4) 0/571 (0.0) 497° 0.174
Ear infection (A) 129/3796 (3.4) 1/571 (0.2) 19.40 <0.001
Ear infection (B) 27/3694 (0.7) 0/570 (0.0) 8.50 * 0.067
Eye redness 145/3796 (3.8) 3/571 (0.5) 7.27 <0.001
Eye pain or burn 91/3796 (2.4) 4/571 (0.7) 3.42 0.010
Tear secretion (eyes discharge) 43/3796 (1.0) 7/571 (1.2) 0.92 0.861
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Table 3. Cont.
Bathers with . .
Symptom symptom/total Non bathers with Relative p-value
%) symptom/total (%) Risk
Mucopurulent exudates (eye) 25/3796 (0.7) 0/571 (0.0) 7.68*° 0.081
Eye infection (A) 205/3796 (5.4) 11/571 (1.9) 2.80 0.001
Eye infection (B) 76/3667 (2.1) 3/563 (0.5) 3.89 0.012
Cutaneous infection 21/3796 (0.6) 1/571 (0.2) 3.16 0.233
Urinary tract infection ° 6/1944 (0.3) 0/328 (0.0) 2.20° 0.320
Vaginitis " 24/1944 (1.2) 1/328 (0.3) 4.05 0.135
Medical consultation 94/3796 (2.5) 4/571 (0.7) 3.54 0.008
Medication receiving 139/3796 (3.7) 6/571 (1.1) 3.49 0.001
Hospitalization/home care 5/3796 (0.1) 1/571 (0.2) 0.75 0.794

* Relative risk (RR) by using Haldane correction; ° only females were included.

Table 4. Association of symptoms and related infections among bathers and non-bathers
(multivariable analysis).

Symptom Odds Ratio 95% CI p-value  AUC"
Abdominal pain 3.16 0.95-10.51 0.061 0.638
Diarrhea more than two times 1.06 0.35-3.21 0.911 0.658
Gastroenteritis (A) 3.60 " 1.28-10.13 0.015 0.632
Gastroenteritis (B) 3.16 0.95-10.52 0.060 0.639
Sore throat 428" 1.35-13.51 0.013 0.653
Dysphagia (odynophagia) 2.45 0.60-10.02 0.213 0.643
Rheum (runny nose) 1.17 0.38-3.66 0.783 0.647
Cough 1.27 0.49-3.26 0.627 0.643
Hoarseness 0.93 0.41-2.14 0.872 0.618
Respiratory infection (A) 1.92° 1.00-3.67 0.049 0.648
Respiratory infection (B) 1.50 0.534.21 0.444 0.672
Ear pain 12.02° 1.69-85.58 0.013 0.685
Ear infection (A) 17.21* 2.42-122.34 0.004 0.659
Eye redness 6.15" 2.00-18.91 0.002 0.651
Eye pain or burn 3.10° 1.19-8.06 0.021 0.671
Tear secretion 0.82 0.35-1.91 0.641 0.577
Eye infection (A) 2.43° 1.27-4.63 0.007 0.631
Eye infection (B) 3.48" 1.16-10.42 0.026 0.654
Cutaneous infection 2.92 0.38-22.62 0.306 0.635
Medical consultation 3.07° 1.15-8.23 0.026 0.632
Medication receiving 298" 1.30-6.82 0.010 0.615

* Statistically significant; Controlling for age, gender and residence, and clustering within
households; ® AUC: Area Under ROC Curve provided by ROC analysis.

2.4. Symptoms Related to GI and RI

Both univariable and multivariable analysis identified an increased risk of possible GI among
bathers compared to non-bathers according to definition A (OR = 3.60, 95% CI 1.28-10.13), and some
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indication of increased risk according to definition B (OR = 3.16, 95% CI 0.95-10.52). A significant
difference in possible GI was found between local and visiting bathers (OR = 0.56, 95% CI 0.38-0.82).

Also, both univariable and multivariable analysis identified some evidence of an increased risk of
sore throat for bathers (OR = 4.28, 95% CI 1.35-13.51). Furthermore, the risk of possible RI was only
increased in bathers compared with non-bathers using definition A (OR = 1.92, 95% CI 1.00-3.67),
but not using the more specific definition B (Tables 3,4).

Moreover, further analysis (logistic regression) among bathers was performed in order to explore
the association between selected factors (food consumption, swimming time, head immersion,
enterococci density and bather density) and symptoms possibly related to infections after adjustment
for gender, age, and residence also taking into account the clustering effect of household.

The results have shown that food consumption was not associated with an elevated risk of
symptoms possibly related to GI infections. Interestingly, swimming time was significantly associated
with symptoms possibly related to GI and respiratory infections. In particular, bathers with a
swimming time more than 60 min have recorded a 96% increased risk (OR = 1.96, 95% CI 1.17-3.30)
of reporting abdominal pain, and a 94% increased risk (OR = 1.94, 95% CI 1.15-3.27) of reporting
gastroenteritis according to case definition B. In addition, increased swimming time was associated
with an elevated odds ratio for Sore throat (OR = 1.69, 95% CI 1.02-2.82). Finally, swimming time
more than 60 min was significantly associated with the report of symptoms related to eye infection
(Table 5).

2.5. Symptoms Related to Ear Eye and Cutaneous Infections

Univariable and multivariable analysis identified some indication of increased risk of ear pain in
bathers (OR = 12.02, 95% CI 1.69-85.58). Some evidence of increased risk of ear infection was also
found among bathers compared with non-bathers but only using definition A (OR = 17.21, 95% CI
2.42-122.34) and not the more specific definition B (Tables 3,4).

Bathers were also at increased risk of developing eye redness (OR = 6.15, 95% CI 2.00-18.91) and
eye pain or eye burning symptoms (OR = 3.10, 95% CI 1.19-8.06). Univariable and logistic regression
analysis also demonstrated an increased risk of possible eye infections among bathers compared to
non-bathers using both definitions A (OR = 2.43, 95% CI 1.27-4.63) and B (OR=3.48, 95% CI
1.16-10.42) (Tables 3,4). There was an increased relative risk of possible eye infection among bathers
who reported immersing their heads in the water (RR = 1.79, 95% CI 1.11-2.88) compared with
bathers who did not immerse their heads.

There was no significant difference in the risk of acquiring cutaneous infections among bathers and
non-bathers (OR =2.92, 95% CI 0.38-22.62).
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Table 5. Association of symptoms and related exposures only for bathers (multivariable analysis).

Food consumption Swimming time * Head immersion Enterococci density " Bather density

Symptom OR 95% CI p OR 95% CI D OR 95% CI D OR 95% CI D OR 95% CI D

Abdominal pain 1.11 (0.67-1.83) 0.689 196 (1.17-3.30) 0.011 135 (0,64-2,86) 0.434 053 (0.13-2.23) 0.385 2.01 (1.00-4.03) 0.049
Diarrhea more than 2 times  0.95 (0.51-1.79) 0.881 1.74 (0.84-3.59) 0.136 0.98 (037-259) 0960 NA NA NA 410 (1.42-11.80) 0.009
Gastroenteritis (A) 1.01 (0.67-1.53) 0.968 122 (0.75-1.99) 0.424 099 (0.57-1.71) 0.968 0.68 (0.27-1.76) 0.428 1.34 (0.81-2.21) 0.250
Gastroenteritis (B) 1.10 (0.67-1.82) 0.704 1.94 (1.15-3.27) 0.013 1.35 (0.64-2.86) 0.433 0.53 (0.12-2.22) 0.382 2.02 (1.01-4.06) 0.048
Sore throat 0.57 (0.36-0.89) 0.013 1.69 (1.02-2.82) 0.043 0.89 (0.49-1.62) 0.699 0.62 (0.19-2.00) 0.420 1.71 (1.01-2.87) 0.044
Dysphagia (odynophagia)  0.45 (0.22-0.92) 0.029 2.34 (1.08-5.05) 0.030 1.15 (0.42-3.11) 0.786 1.26 (0.31-5.15) 0.749 2.46 (1.05-5.76) 0.038
Rheum (runny nose) 0.68 (0.40-1.14) 0.144 0.76 (0.37-1.56) 0.454 1.13 (0.52-2.46) 0.754 NA NA NA 174 (0.93-3.25) 0.084
Cough 0.60 (0.38-0.97) 0.037 1.68 (0.95-2.97) 0.075 1.61 (0.66-3.92) 0.292 141 (0.53-3.79) 0.495 220 (1.184.12) 0.014
Hoarseness 047 (0.28-0.80) 0.005 1.49 (0.79-2.84) 0219 1.10 (0.53-2.28) 0.802 0.25 (0.03-1.84) 0.174 1.64 (0.88-3.07) 0.123

Respiratory infection (A) 056 (0.41-0.76) <0.001 123 (0.85-1.79) 0270 1.18 (0.74-1.87) 0483 0.58 (0.26-129) 0.180 1.77 (1.22-2.55) 0.003
Respiratory infection (B) ~ 0.54 (0.33-0.88) 0.014 1.62 (0.91-2.87) 0.102 0.88 (0.46-1.67) 0.684 0.89 (0.28-2.89) 0.847 2.79 (1.49-522) 0.001

Ear pain 0.77 (0.49-1.21) 0258 134 (0.79-2.26) 0276 0.89 (0.47-1.65) 0.700 0.61 (0.18-2.00) 0413 159 (0.91-2.76) 0.101
Ear infection (A) 0.68 (0.45-1.00) 0.052 1.32 (0.82-2.13) 0261 0.85 (0.51-1.43) 0547 0.85 (0.36-2.02) 0.717 1.60 (1.01-2.52) 0.044
Eye redness 0.71 (0.48-1.06) 0.096 1.55 (0.96-2.50) 0.072 131 (0.69-2.49) 0407 1.32 (0.56-3.14) 0526 0.94 (0.63-1.42) 0.782
Eye pain or burn 0.55 (0.34-0.88) 0.013 2.05 (1.19-3.51) 0.009 1.63 (0.77-3.48) 0205 0.56 (0.17-1.86) 0341 1.14 (0.66-1.95) 0.644
Tear secretion 0.62 (0.29-1.34) 0223 098 (0.38-2.54) 0973 1.10 (0.41-2.95) 0.847 030 (0.04-2.19) 0233 0.77 (0.35-1.70) 0.522
Eye infection (A) 0.63 (0.45-0.89) 0.008 1.52 (1.01-2.30) 0.047 133 (0.79-2.25) 0286 0.94 (0.42-2.13) 0.887 0.94 (0.65-1.36) 0.741
Eye infection (B) 0.80 (0.47-1.36) 0415 1.84 (1.06-3.22) 0.032 1.68 (0.69-4.11) 0254 0.62 (0.18-2.12) 0446 0.86 (0.48-1.53) 0.605
Cutaneous infection 038 (0.12-1.25) 0.112 098 (0.20-4.80) 0.984 0.31 (0.11-0.88) 0.027 1.57 (0.35-6.94) 0.555 1.15 (0.39-3.37) 0.805
Medical consultation 092 (0.58-1.45) 0.712 133 (0.75-2.35) 0328 0.32 (0.19-0.53) <0.001 098 (0.33-2.92) 0.974 2.51 (1.40-4.50) 0.002
Medication receiving 0.80 (0.54-1.18) 0259 1.00 (0.61-1.65) 0.993 0.76 (0.46-127) 0301 0.81 (0.32-2.00) 0.641 2.10 (1.28-3.44) 0.003

OR, Odds Ratio; p, p-value; All above factors were included in the same logistic regression model adjusted for age, gender and residence, and clustering within
households; * Swimming time: >60 min vs. <60 min; ® Enterococci density: >35 c¢fu/100 mL vs. <35 cfu/MI; ¢ Bather density: B+C vs. A beach.
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2.6. Need for Medical Consultation or Use of Medication

There were increased risks of receiving medical consultation (OR = 3.07, 95% CI 1.15-8.23) and of
medication use (OR = 2.98, 95% CI 1.30-6.82) among bathers compared with non-bathers. However
there were no significant differences in risks of hospitalization or home care in bathers compared with
non-bathers (Tables 3,4).

3. Discussion

This study aimed to assess the incidences of symptoms related to GI, RI and ear eye and
dermatological infections among bathers after exposure to recreational seawater that met the criteria for
excellent bacteriological quality. All three beaches sampled conformed to the excellent water quality
criteria for coastal waters set by the EU Directive 2006/7/EC and the water quality criteria for bacteria
set by the EPA for recreational marine waters. We identified increased risks among bathers in recreational
seawater compared with non-bathers for a series of symptoms related to RI GI ear and eye infections.

Some evidence of increased rates of nausea/vomiting and abdominal pain were found among
bathers compared with non-bathers in univariable analysis. A significantly increased risk of GI was
found in bathers compared to non-bathers according to the more sensitive disease definition A as well
as and some indication of increased risk was demonstrated using the more specific definition B. GI
(gastroenteritis) constitutes the most frequent adverse health outcome associated with exposure to
recreational water and increased risks for swimmers in relatively polluted marine waters compared
with those for swimmers in relatively unpolluted water have been repeatedly reported in many
epidemiological studies [16-21]. In the current study the risk of possible GI was estimated at between
3.16 (95% C1 0.95-10.52) and 3.60 (95% CI 1.28-10.03) depending on the disease definition (B or A).
In other studies the risks of GI among bathers compared with non-bathers after exposure to excellent
quality (fecal streptococcal densities = 0-39 cfu/100 mL) or relatively unpolluted waters (fecal
coliform densities <300 cfu/100 mL) were 2.22 (not statistically significant) and 4.60 respectively [19,22].
In addition a combined relative risk of 1.36 (95% CI 0.91-2.03) of GI was estimated for marine water
below the EPA standards [8]. A review article assessed the relative risk of GI after exposure to clean
seawater as between 1.00-2.50 [7]. Moreover, in our study, higher rates of possible GI were observed
among visiting bathers compared with local bathers, suggesting an influence of immune status on
disease occurrence, as reported elsewhere [17]. However, increased rates of other bathing-related
diseases have not been reported among visiting bathers in relation to local bathers (data not shown).
Non-point, diffuse sources may be the contamination sources beyond any bather fouling. However,
some discussion to the fecal contamination sources at the three beaches could be helpful regarding
interpretation of our results. Beach A was a wide beach covered with sand, in front of a small village.
The village did not maintain a main sewage system and untreated water-carried liquid waste were
discharged in septic tanks at each home. Parallel to the beach and about 100 m behind the shore was an
influent of a nearby river that flows into the beach. Beaches B and C had similar geophysical
characteristics and were covered with loose stones (pebble). Taking all the above data into account and
also and after a risk assessment procedure beach A was categorized as a high risk for water
contamination in comparison to beaches B and C. Nevertheless, beach A was characterized by a lower
bather density and lower incidence of symptoms in comparison to the beaches B and C.
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Among the respiratory symptoms, only for sore throat there were some indications to be associated
with bathing (OR = 4.28, 95% CI 1.35-13.51). An increased rate of RI among bathers compared with
non-bathers was found using disease definition A (OR =1.92, 95% CI 1.00-3.67). Other studies found
the relative risks of respiratory symptoms after exposure to relatively unpolluted (fecal coliform
densities <300 cfu/100 mL) or excellent quality waters (fecal streptococci density = 0-27 cfu/100 mL)
of 2.40 and 1.65 (not statistically significant), respectively [3,23]. It is notable that Marion et al.
observed elevated illness risks among swimmers in inland recreational waters where the water was
relatively unpolluted with respect to fecal indicator densities [24].

As reported in other studies, the current study found that there was some evidence that bathers
experienced increased ear problems compared to non-bathers, even after exposure to water with few
fecal index organisms [23]. There was some indication that ear pain (otalgia) was associated with
bathing (OR = 12.02, 95% CI 1.69-85.58) despite the uncertainty of this result due to the large range
of confidence interval, and it is also the main symptom of ear infections such as acute otitis media or
otitis external. Evidence of increased rate of ear infections among bathers compared with non-bathers
was found using the more sensitive definition A (OR = 17.21, 95% CI 2.42—-122.34). Other studies
have reported relative risks of ear ailments after exposure to excellent quality water (fecal coliform
density = 040 cfu/100 mL) and to relatively unpolluted waters (fecal coliform density <300 cfu/100 mL)
of 2.36 and 4.30, respectively [3,22].

Eye redness and eye pain (or burning) was associated with bathing, and the incidence of eye
infection was increased among bathers compared to non-bathers using both disease definitions (A and B).
Another study found a relative risk of eye infection after exposure to relatively unpolluted water of
6.30 [22], compared to a risk of 2.43 and 3.48 for definition A and B respectively in our study.

Cutaneous infections are common after scratches or cutaneous cuts. However, our study, which was
conducted in water with low levels of indicator bacteria, found no increased risk of cutaneous
infections among bathers in relation to non-bathers. A recent analysis demonstrated that swimmers
exposed to seawater with high levels of several indicator bacteria experienced significant increases in
skin-related symptoms (irritation, rash, infection, itchiness, efc.) compared to non-swimmers [25]. A
previous study reported cutaneous infections among bathers in recreational water, but the quality of
water was not mentioned [26], while another study described cutaneous infections among bathers in
water fulfilling the requirements of the 2006 EU Directive ([27], personal communication: Schets FM,
date 28/12/2010).

The significantly increased risks of medical consultation (visiting a doctor) or receiving medication
(visiting a pharmacist or use of a medication) among bathers compared with non-bathers provides
indirect proof of higher morbidity among bathers. However, there was no evidence for increased
hospitalization or home care in relation to the above-described diseases, suggesting that the diseases or
symptoms related to swimming in excellent quality seawater are mostly of mild or medium severity.
An interesting finding of our study is the observed association between swimming time and reported
symptoms of GI and respiratory infections, after controlling for several confounding factors. This
finding would provide a basis for considering water as a causal pathway for symptom development
among bathers.

This study identified increased risks of possible infections among bathers, even though the bathers
were swimming in excellent quality seawater. This finding is in line with other studies and suggests
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that factors other than water quality, such as the crowded conditions, bathing itself, or sand quality
might be contributory factors. In particular, bather density on the beaches could explain many of the
diseases observed, especially RIs [28]. Moreover, the measurement of bacterial indicators is a very
coarse tool intended to evaluate the beach as a whole, and may be inadequate for indicating risk to a
particular bather. Further studies are needed to provide more evidence for these factors. It should be
mentioned that other studies and analyses by Ashbolt [29] and Fleisher [30] have supported a multiple
indicator approach for the protection of public health among bathers. It is possible that the indicators
that are bacteriological are useful for GI illness risk but not other ailments (eye, throat, respiratory).
Viruses, such as adenovirus, may be important pathogens causing illness and may not measure or
associate with bacteriological indicators. In addition, toxins produced by algae may also represent a
contributor to elevated illness among swimmers.

This study presents some limitations. Its questionnaire-based nature meant that it could have been
subject to recall bias, as a result of the self-reporting of the symptoms by the participants. Moreover,
the interviewers were not blinded, and the answers to the first part of the questionnaire were known to
interviewers conducting the second part. In addition, bathers may be more likely to report illnesses
than non-bathers. It is also possible that our definition of bathers, which included swimming for at
least 10 minutes (body immersion) without head immersion could have led to an underestimation of
risks (especially ear infection). The control group should ideally be representative of the exposed
individuals in all respects, apart from the exposure. However, identifying such a control group in a
beach environment in Greece is very difficult, because almost everybody who attends the beach also
swims; the small proportion of people who attended the beach as non-bathers were often ill, very
elderly, or disabled, or pregnant or menstruating women. Our method of selecting control individuals
was therefore the best possible option. No questions regarding socioeconomic status were included in
the questionnaire, and the control and bathing groups were not matched for age, gender or residence,
though these factors were controlled for during the analysis. However, it remains a possible limitation
of the study that some possible risk factors were not controlled for by either the study design or the
analysis. Another possible limitation of the study was the small number of participants who were
included in the control group (n = 572), which may have been the main reason for the low incidence of
illnesses reported within the control group, affecting the statistical power and the fitting of multiple
logistic regression models. Yet, the selected duration of follow up (10 days) was associated with both
advantages and disadvantages; it reduced possible recall bias, but may also have resulted in an
underestimation of infectious diseases with a longer incubation period (e.g., Giardia lamblia or
Cryptosporidium parvum). However, waterborne parasites are very rare in Greece, especially in the
study area [31]. In addition, the adoption of two or more criteria for each symptom area could increase
the probability that one positive result will have arisen by chance. Further, the study population was
mostly from the local area. It remains possible that the bathing group, if regular attendees at the beach,
may have a degree of resistance to infections derived from prior exposure. The likely impact on the
results would be an expected increase in symptoms among non-local persons. Last, the discrimination
ability of the models does not appear to be satisfactory (AUC < 0.7). However, a low ROC value it is a
subjective science, but does provide good information regarding the strength or limitations of our
logistic regression models.
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4. Experiment Section
4.1. Study Beaches and Study Population

A prospective cohort analytical epidemiological study was conducted during the summer bathing
period in 2008, including bathers from three different bathing sites (beaches A, B, C) in the
municipalities of Melivia and Evrymenes in the Prefecture of Larissa (Figure 1). According to data
from the frequently monitored coastal bathing areas for a period of 10 years (1997-2006) and
additional measurements carried out by the Department of Hygiene and Epidemiology of the University
of Thessaly, all three beaches conformed to EU Guideline values, with water quality classified as
excellent according to requirements for coastal water [10,11]. Beaches A and C were frequently
monitored as part of the national surveillance program for water quality. The study was conducted only
on weekends (Friday, Saturday and Sunday) when the beaches were presumed to be full of bathers,
who could be recruited as volunteer participants.

Figure 1. Marine beach sites.
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For the purpose of this study, bathers were defined as people who swam for at least 10 min (body
immersion), including those who had not immersed their head in the water. In order to limit the
variation in composition of the bathers and to minimize biases, emigrants, foreign tourists, and
members of the Roma community were excluded from the study. The exclusion of these groups was
based on socioeconomic, cultural and behavioral differences that might influence the incidence of the
diseases included in the study. However, only 10 members of the Roma community were found at the
beaches. Consequently, we do not believe that their exclusion has biased the results of the present
study. The enrolment of the bathers and non-bathers in the study lasted approximately 2 months.
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A parallel control group of non-bathers was included in the study. Non-bathers were defined as
people who had not visited a beach or swimming pool within the 15 days prior to the interview, and
who lived in the same residence area as the bathers. This control group was selected randomly, mainly
using the telephone directory for the local area and for the wider area of Thessaly, where the majority
of bathers resident. A random digit dialing approach was adopted. Emigrants, Roma, and foreign
tourists were also excluded from the control group. The study was approved by the Medical
Department (Scientific) Committee of the University of Thessaly which is responsible for ethics
(Helsinki/ Human Research Subject’s Committee).

4.2. Questionnaire and Data Collection

The questionnaire included 26 questions and was divided into two parts. The first part was
completed during a face-to-face interview and included information on demographics (age, sex,
residence, land line and cell phone numbers), bathing behavior (diving, bathing duration and time,
playing in water or on the beach, use of sunscreen, umbrellas, food consumption, efc.), aesthetic appeal
of the beach (garbage on the beach or at sea, presence of animals, etc.), and day of bathing. Individual
questionnaires were completed for each eligible person in the household. In the case of families
bathing together, all the members of the family were asked to participate. A follow-up interview was
performed 10 days later to complete the second part of the questionnaire. The follow up was conducted
by telephone interview, and included questions regarding symptoms of potential bathing-related
diseases, such as respiratory infections (RIs), gastroenteritis, ear infections, eye infections and
cutaneous (dermatological) infections. Participants were also asked if they had visited a doctor or a
pharmacist, and if they have been hospitalized or received home care for any of the above described
symptoms or diseases. The first interview was done at the beach before or after bathing.

Interviews were conducted by nine interviewers who were trained in techniques regarding
approaching the bathers and completing the questionnaires. The interviewers comprised doctors,
medical students and a nurse. The procedure was supervised by a senior medical doctor who provided
additional help to the interviewers if necessary.

The control group of non-bathers completed the questionnaire by telephone interview. The same
questionnaire was used for bathers and non-bathers. Information regarding children was provided by
their parents or other adults (e.g., grandparents).

4.3. Self-Reported Symptoms and Disease Definitions

To avoid errors due to disease definitions, bathers were asked to self-report symptoms, rather than
diseases. The following symptoms were included in the questionnaire for each disease:

e Gastrointestinal infection (GI): nausea/vomiting, abdominal pain, diarrhea (defined as two or
more loose or watery stools in a 24-hour period), fever.

e RI: sore throat, dysphagia (odynophagia, pain during deglutition), rheum, cough, hoarseness.
Respiratory illness in our study included infection of the upper or lower respiratory organs.

e Ear infection: ear pain, sense of fullness in the ear, otorrhea, ear itching.

e Eye infection: Red eye (redness of the conjunctiva), eye pain/burning, eye secretion,
mucopurulent exudate.
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e Symptoms possibly related to cutaneous infection (e.g., self-reported symptoms as rash).

To improve the accuracy of the analytical results, two definitions were used for each disease (RI,
GI, ear and eye infection); one sensitive (definition A) and one more specific (definition B). Definition
A required a positive answer to one symptom in a disease category, while definition B required
positive answers to two or more symptoms in a disease category. Fever as a single symptom was not
included in definition A for GI, but could be included in definition B for GI.

4.4. Microbiological Water Quality Assessment

Water samples for quantitative analysis of bacterial indicators were collected from the three
different bathing sites on the same day that the interviews took place. Beaches A and B each had three
sampling points while beach C had only one, because of its small size. One sample was collected
from each sampling point (seven sampling points in total) in the morning between 10:30 a.m. and
12:30 p.m. A standardized form was used to record: bather density, water temperature (in degrees
Celsius), presence of high waves, wind direction, phenolic smell, garbage, wrack, and oil or tar on the
beach or sea. The water samples were quantitatively analysed for microbiological parameters the same
day. Water samples were tested for intestinal enterococci, E. coli, fecal coliforms, total coliforms and
Staphylococcus aureus. The water sampling methodology has been described in detail in a previous
publication [28].

4.5. Statistical Analysis

The relationships between bathing exposure and symptoms were analysed. Our data were derived
from survey sample data where the participants were not independently sampled, since members of the
same household (clustering effect of household) could respond as well, affecting, consequently, the
results. To account for the clustering effect in the univariable and multivariable analysis we included
the variable “cluster” where participants of the same family belonged to the same cluster while every
individual participant belonged to a different cluster, and then we conducted Chi-square test or
Logistic Regression through Complex Samples of SPSS.

In univariable analysis, Pearson Chi-square test or Likelihood Ratio test were used and in
multivariable analysis, multiple logistic regression analysis for survey sample data were conducted.
Symptoms or diseases which were deemed by univariable analysis to be statistically significant in their
association with bathing with bathing were included as dependent variables (outcome variables) in
multivariable logistic regression analysis controlling for the confounders age, sex, residence, duration
of exposure to water, food consumption, head immersion and levels of Enterococci.

Outcome variables were coded in models as 1 (presence of symptom or disease) or 0 (absence of
symptom or disease). Age was inserted as a continuous variable, while gender and residence were used
as dummy variables (male = 1, female = 0; visitors = 1, locals = 0). Relative risks (RR) and adjusted
odds ratios (OR), and their corresponding confidence intervals (CI) were calculated. A p-value less
than 0.05 was considered statistically significant [32—34].

In univariable analysis, in cases where non-bathers had a frequency of zero in a cell we applied the
Haldane correction in order to allow the calculations of the relative risks among bathers in relation to
non-bathers. The Haldane correction (or Haldane method) is used to avoid errors in the calculations
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some of the Chi-square test by adding 0.5 (1/2) to each cell of a contingency table [32,35]. However,
variables with zero frequency were not included in the logistic regression models. ROC analysis was
conducted to assess the discrimination ability of each model by measuring the area under the ROC
curve (AUC).

Statistical analysis was performed using EPI-INFO software, version 3.4.3 (Centre for Disease
Control and Prevention, Atlanta, GA, USA), SPSS version 16.0 (SPSS Inc., Chicago, IL, USA) and
STATA version 10.0 (StatCorp LP, College Station, TX, USA).

5. Conclusions

This study provides evidence of increased risks among bathers in recreational seawater of
symptoms related to GI, RI, and ear and eye infections. Symptoms were more common in people who
swum for longer than in those who swum for a shorter period. These results were observed despite the
fact that the water on the sampled beaches met the bacterial water quality criteria set by EU directives
and the EPA. It seems that much remains to be learned about predicting illness among bathers, as in
the setting of the beaches studied, no associations between microbes and health outcomes were
apparent. These results suggest that risk-assessment in recreational marine waters could be a more
inclusive approach for the protection of public health in comparison to numerical compliance to
bacteriological indicators alone. Ways of identifying beaches where enterococci is not predictive, and
finding alternative health predictors could be important next steps.

Acknowledgements

The authors wish to acknowledge all the staff of the Peripheral Public Health Laboratory of
Thessaly and Department of Hygiene and Epidemiology of the Medical School of University of Thessaly
who collaborated, provided support, and/or participated in the various aspects of this research.
They include Maria Karanika, Dimitrios Gagtzis, Fotini Kolokythopoulou, Ioanna Palaiochoriti,
Manolis Abraham, Aphrodite Leontitsi, Elsa Mavridou, Athanasios Mpasagiannis, Fei Mpompou,
Sofia Karafyllia, Stamatia Mokka, Angeliki Daskalaki, Eleytheria Soukou and Viki Filokosta. Special
thanks to Antonios Katsioulis for helping us with the statistical analysis.

Conflict of Interest
The authors declare no conflict of interest.
References

1. Stevenson, A.H. Studies of bathing water quality and health. Am. J. Public Health Nations Health
1953, 43, 529-538.

2. Ferley, J.P.; Zmirou, D.; Balducci, F.; Baleux, B.; Fera, P.; Larbaigt, G.; Jacq, E.; Moissonnier, B.;
Blineau, A.; Boudot, J. Epidemiological significance of microbiological pollution criteria for river
recreational waters. Int J. Epidemiol. 1989, 18, 198-205.



Int. J. Environ. Res. Public Health 2012, 9 1563

10.

1.

12.

13.

14.

15.

16.

Fleisher, J.M.; Kay, D.; Salmon, R.L.; Jones, F.; Wyer, M.D.; Godfree, A.F. Marine waters
contaminated with domestic sewage: Nonenteric illnesses associated with bather exposure in the
United Kingdom. Am. J. Public Health 1996, 86, 1228—1234.

Kay, D.; Fleisher, J.M.; Salmon, R.L.; Jones, F.; Wyer, M.D.; Godfree, A.F.; Zelenauch-Jacquotte, Z.;
Shore, R. Predicting likelihood of gastroenteritis from sea bathing; results from randomized
exposure. Lancet 1994, 344, 905-909.

Marino, F.J.; Morinigo, M.A.; Martinez-Manzanares, E.; Borrego, J.J. Microbiological-
epidemiological study of selected marine beaches in Malaga (Spain). Water Sci. Technol. 1995,
31,5-9.

Corbett, S.J.; Rubin, G.L.; Curry, G.K.; Kleinbaum, D.G. The health effects of swimming at
Sydney beaches. The Sydney Beach Users Advisory Group. Am. J. Public Health 1993, 83,
1701-1706.

Pruss, A. A review of epidemiological studies from exposure to recreational water. Int. J.
Epidemiol. 1998, 27, 1-9.

Wade, T.J.; Pai, N.; Eisenberg, J.N.S.; Colford, J.M.J. Do U.S. environmental protection agency
water quality guidelines for recreational waters prevent gastrointestinal illness? A systematic
review and meta-analysis. Environ. Health Perspect. 2003, 111, 1102—-1109.

United States Environmental Protection Agency (USEPA). Ambient Water Quality Criteria for
Bacteria—1986. Tech Rep EPA-440/5-84-002, Office of Water Regulations and Standards, Criteria
and Standards Division: Washington, DC, USA, 1986.

European Union. Directive 2006/7/EC of the European Parliament and of the Council of 15
February 2006 concerning the management of bathing water quality and repealing Directive
76/160/EEC. Off. J. Eur. Union 2006, L64, 37-51.

European Union. Council directive 76/160/EEC of 8 December 1975 concerning the quality of
bathing water. Off. J. Eur. Communities 1976, L31, 1-7.

Ministerial ~ decision oik 46399/1352/86. Available online: http://www.elinyae.gr/el/
lib_file upload/438-86.1112683462745.pdf (accessed on 22 February 2011).

Common Ministerial decision HII8600/416/E103. Available online: http://www.ypeka.gr/
LinkClick.aspx?fileticket=CGZnB%2B5R Xjk%3D&tabid=253&llanguag=el-GR (accessed on 4
February 2011).

Papastergiou, P.; Mouchtouri, V.; Karanika, M.; Kostara, E.; Kolokythopoulou, F.; Mpitsolas, N.;
Papaioannou, A.; Hadjichristodoulou, C. Analysis of seawater microbiological quality data in
Greece from 1997 to 2006: association of risk factors with bacterial indicators. J. Water Health
2009, 7, 514-526.

World Health Organization (WHO). Guidelines for Safe Recreational Waters. Volume 1. Coastal
and Fresh Waters; WHO: Geneva, Switzerland, 2003.

Borrego, J.; Romero, P.; Marino, F. Epidemiological Studies Related to Environmental Quality
Criteria for Bathing Waters, Shellfish Growing Waters and Edible Marine organisms. Final
Report on Epidemiological Study on Bathers from Selected Beaches in Malaga, Spain 1988—89.
MAP Technical Reports Series, vol. 53. United Nations Environment Programme: Athens,
Greece, 1999.



Int. J. Environ. Res. Public Health 2012, 9 1564

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

Cabelli, V.J.; Dufour, A.P.; McCabe, L.J.; Levin, M.A. Swimming-associated gastroenteritis and
water quality. Am. J. Epidemiol. 1982, 115, 606—616.

Cheung, W.H.; Chang, K.C.; Hung, R.P.; Kleevens, J.W. Health effects of beach water pollution
in Hong Kong. Epidemiol. Infect. 1990, 105, 139-162.

Prieto, M.D.; Lopez, B.; Juanes, J.A.; Revilla, J.A.; Delgardo-Rodrigues Llorca, J. Receation in
coastal waters: Health risks associated with bathing in sea water. J. Epidemiol. Community Health
2001, 55, 442-447.

Given, S.; Pendleton, L.H.; Boehm, A.B. Regional public health cost estimates of contaminated
coastal waters: A case study of gastroenteritis at southern California beaches. Environ. Sci.
Technol. 2006, 40, 4851-4588.

Brinks, M.V.; Dwight, R.H.; Osgood, N.D.; Sharavanakumar, G.; Turbow, D.J.; El-Gohary, M.;
Caplan, J.S.; Semenza, J.C. Health risk of bathing in Southern California coastal waters.
Arch. Environ. Occup. Healt. 2008, 63, 123—135.

Corbett, S.J.; Rubin, G.L.; Curry, G.K.; Kleinbaum, D.G. The health effects of swimming at
Sydney beaches. The Sydney Beach Users Study Advisory Group. Am. J. Public Health 1993, 83,
1701-1706.

Van Asperen, [.LA.; Medema, G.; Borgdorff, M.W.; Sprenger, M.J.; Havelaar, A.H. Risk of
gastroenteritis among triathletes in relation to faecal pollution of fresh waters. Int. J. Epidemiol.
1998, 27, 309-315.

Marion, J.W.; Lee, J.; Lemeshow, S.; Buckley, T.J. Association of gastrointestinal illness and
recreational water exposure at an inland U.S. beach. Water Res. 2010, 44, 4796-4804.

Yau, V.; Wade, T.J.; deWilde, C.K.; Colford, J.M., Jr. Skin-related symptoms following exposure
to recreational water: a systematic review and meta-analysis. Water Qual. Expo. Health 2009, 1,
79-103.

Andersson, Y.; Ekdahl, K. Wound infections due to Vibrio cholerae in Sweden after swimming in
the Baltic Sea. Summer 2006. Eurosurveillamce 2006, 11, E060803.2.

Schets, F.M.; van den Berg, H.H.; Demeulmeester, A.A.; van Dijk, E.; Rutjes, S.A;
van Hooijdonk, H.J.; de Roda Husman, A.M. Vibrio alginolyticus infections in the Netherlands
after swimming in the North Sea. Eurosurveillance 2006, 11, E061109.3.

Papastergiou, P.; Mouchtouri, V.; Rachiotis, G.; Pinaka, O.; Katsiaflaka, A.; Hadjichristodoulou, C.
Bather density as a predominant factor for health effects related to recreational bathing: Results from
the Greek bathers cohort study. Mar. Pollut. Bull. 2010, doi:10.1016/j.marpolbul.2010.11.023.
Ashbolt, N.J.; Schoen, M.E.; Soller, J.A.; Roser, D.J. Predicting pathogen risks to aid beach
management: the real value of quantitative microbial risk assessment (QMRA). Water Res. 2010,
44, 4692-4703.

Fleisher, J.M.; Fleming, L.E.; Solo-Gabriele, H.M.; Kish, J.K.; Sinigalliano, C.D.; Plano, L.;
Elmir, S.M.; Wang, J.D.; Withum, K.; Shibata, T.; et al. The BEACHES study: Health effects and
exposures from non-point source microbial contaminants in subtropical recreational marine
waters. Int. J. Epidemiol. 2010, 39, 1291-1298.

Hellenic Centre for Diseases Control and Prevention. Available online: http://www.keelpno.gr
(accessed on 11 January 2011).



Int. J. Environ. Res. Public Health 2012, 9 1565

32.

33.

34.

35.

Agresti, A. Categorical Data Analysis, 2nd ed.; John Wiley and Sons Inc.: Hoboken, NJ, USA,
2002.

Field, A.P. Discovering Statistics Using SPSS (and Sex, Drugs and Rock “n” Roll), 2nd ed.; Sage:
London, UK, 2005.

Kleinbaum, D.G.; Kupper, L.L.; Morgenstern, H. Epidemiologic Research: Principles and
Quantitative Methods; Van Nostrand Reinhold: New York, NY, USA, 1982.

Haldane, J.B. The estimation and significance of the logarithm of a ratio of frequencies.
Ann. Intern. Med. 1956, 20, 309-311.

© 2012 by the authors; licensee MDPI, Basel, Switzerland. This article is an open access article

distributed under the terms and conditions of the Creative Commons Attribution license

(http://creativecommons.org/licenses/by/3.0/).



