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Abstract
Background: Mass gatherings require a decision from public health authorities on how to monitor infectious
diseases during the event. The appropriate level of enhanced surveillance depends on parameters like the scale of
the event (duration, spatial distribution, season), participants’ origin, amount of public attention, and baseline
disease activity in the host country. For the FIFA Men’s World Cup 2006, Germany implemented enhanced
surveillance. As the scale of the FIFA Women’s World Cup (June 26 – July 17, 2011) was estimated to be
substantially smaller in size, visitors and duration, it was not feasible to simply adopt the previously implemented
measures. Our aim was therefore to develop a strategy to tailor an event-specific enhanced surveillance for this
smaller-scale mass gathering.
Methods: Based on the enhanced surveillance measures during the Men’s Cup, we conducted a needs assessment
with the district health authorities in the 9 host cities in March 2011. Specific measures with a majority consent
were implemented. After the event, we surveyed the 9 district and their corresponding 7 state health authorities to
evaluate the implemented measures.
Results: All 9 district health authorities participated in the pre-event needs assessment. The majority of sites
consented to moving from weekly to daily (Monday-Friday) notification reporting of routine infectious
diseases, receiving regular feedback on those notification reports and summaries of national/international World
Cup-relevant epidemiological incidents, e.g. outbreaks in countries of participating teams. In addition, we decided
to implement twice-weekly reports of “unusual events” at district and state level. This enhanced system would
commence on the first day and continue to one day following the tournament. No World Cup-related infectious
disease outbreaks were reported during this time period. Eight of 9 district and 6 of 8 state health authorities
participated in the final evaluation. The majority perceived the implemented measures as adequate.
Conclusions: Our approach to tailor an event-specific enhanced surveillance concept worked well. Involvement of
the participating stakeholders early-on in the planning phase secured ownership of and guaranteed support for the
chosen strategy. The enhanced surveillance for this event resulted as a low-level surveillance. However, we included
mechanisms for rapid upscaling if the situation would require adaptations.
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Background
Mass gatherings can be accompanied by a number of
health risks – especially the increase in population density, the import and export of unusual pathogens, and
temporary changes in services like provisional food
stalls, all of which can increase the possibility for infectious disease spread [1]. As a result, public health authorities have begun to develop strategies for prevention
and response. For example, they enhance routine surveillance and/or introduce additional syndromic surveillance during mass gatherings to timely detect and react
on adverse health events [2-6]. The following parameters
may influence the appropriate level of enhanced surveillance for mass gatherings: (a) number of participants, (b)
duration of the event, (c) its spatial distribution, (d) origin of participants, (e) level of infectious disease activity
in the host country, and (f ) amount of public attention.
Recent consensus prescribes that enhanced surveillance systems should be in place for big-scale international mass gatherings, and they have been routinely
implemented during the past years. Most previously
published descriptions of enhanced surveillance concern
recurring large-scale mass gatherings like the annual pilgrimage to Mecca [6], or sport events like the Olympics
or FIFA Men’s World Cups [1,3-5,7-13]. As these mass
events are usually predictable in dimension, structure,
and amount of public attention, publications on experiences with the implemented surveillance measures can
be of great assistance for new host countries to set up
surveillance for their event. However, deciding on an adequate surveillance strategy for a medium-scale mass
event can be difficult if (a) an event is new, (b) one or
more of the influencing parameters are unclear or differ
greatly to previous occasions, and (c) no prior experience with similar events is available.
For 2011, Germany was chosen to host the 6th FIFA
Women’s World Cup. Even though men’s football is the
most popular sport in Germany, it was unclear to what extend the Women’s World Cup would benefit from the
men’s sports popularity in terms of number of tickets sold
and visitors attending public fan festivals. Publications on
surveillance concepts during previous FIFA Women’s
World Cups were not available, but it was documented
that the tournaments had fluctuated considerably in size
(115.000 - 1.2 million tickets sold) over the past years [14].
Since 2001, Germany has a well functioning routine
electronic reporting system for notifiable infectious diseases (called “SurvNet” - developed by the Robert Koch
Institute (RKI) - and a number of comparable commercial
software products) [15,16] that transmits surveillance data
from the >350 district health authorities via the corresponding 16 federal state authorities to the RKI, the National Public Health Institute. The German Infection
Protection Act from 2001 determines which infectious
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diseases are notifiable by physicians and laboratories to
the district health authorities [17]. Notifications of cases
and outbreaks are weekly transmitted from the district
health authorities to the state health authorities and on to
the RKI. For a small number of pathogens, e.g. imported
diseases like malaria with no potential for further local
transmission, laboratories and/or physicians transmit notifications directly to the RKI. In general, responsibility for
surveillance and containment actions solely lies with the
district health authorities.
Six months prior to the Women’s World Cup in Germany, only limited specific information on the tournament was available: the games were to take place over
3 weeks from June 26 to July 17; a total of 16 teams had
qualified, 10 coming from developed countries (Germany, England, France, Norway, Sweden, Australia, New
Zealand, Canada, United States, and Japan) and 6 from
developing countries (Equatorial Guinea, Nigeria, North
Korea, Brazil, Columbia, and Mexico); games were to be
carried out in 9 cities (located in 7 of the 16 federal
states) all over Germany [18]; and approximately
900,000 tickets were going into public sale [19]. However, ticket sales remained slow in the pre-phase of the
event and public attention was low to moderate.
Five years prior to the FIFA Women’s World Cup,
Germany had hosted the men’s competition, which had
taken place in 12 cities over a time period of 4 weeks
with a total of 32 teams from 6 continents. Around 3
million stadium tickets had been sold, and another estimated 21 million people attended public viewing sites
and fan festivals [1]. For the event, health authorities
enhanced the pre-existing surveillance system by e.g. acceleration of data transmission and introduction of an
additional free-text reporting system for relevant public
health events; additional syndromic surveillance was not
introduced. The chosen strategy hereby proved to be an
effective approach [1,5,20].
Positive experiences with enhanced surveillance during
the Men’s Cup led to the decision to likewise enhance
surveillance without a syndromic component for the
Women’s Cup. As the women’s event was—in comparison to many aspects—anticipated to be considerably
smaller, we deemed re-implementation of the enhanced
surveillance measures from the Men’s Cup as inappropriate and thus needed to newly determine an adequate
event-specific surveillance level. We therefore aimed to
introduce an approach for tailoring an adequate
enhanced surveillance for smaller-scale mass gatherings,
using the example of the FIFA Women’s World Cup
2011 in Germany.

Methods
Our tailoring of an event-specific enhanced surveillance
system consisted of 3 steps: first, we conducted a needs
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assessment with the affected district health authorities and
assessed the scale of the event. The second step consisted
of the actual implementation of the surveillance measures.
In the third step, we carried out an evaluation of the
implemented measures with the involved stakeholders.
Pre-event measures
Needs assessment of the district health authorities

In March 2011, we performed the needs assessment with
the 9 district health authorities in the 9 host cities. We
conducted phone-based interviews with the person responsible for the infectious disease surveillance during
the World Cup, using a semi-structured questionnaire.
Questions were asked on the district health authority’s
state of preparation, existing resources in terms of infrastructure and emergency preparedness, and perceived
need for specific surveillance measures. In addition, we
asked the district health authorities if they were interested in participating in a course on “Advanced Management of Biological Threats (AMBIT),” offered by the
German Federal Institute for Biological Security as part
of the World Cup preparation.
The list of suggested specific surveillance measures
was based on measures implemented during the FIFA
Men’s World Cup 2006 in Germany [1,5]. According to
expert opinion and resource constraints certain measures that seemed appropriate only for large-scale mass
gatherings (e.g. establishment of a permanent crisis
room) were dropped. District health authorities could
select from that list, but also opt for measures that were
not stated. The consented upon measures could be further supplemented by measures that were deemed important by RKI experts experienced with mass gathering
events.
Assessment of the event scale

To assess the scale of the event, we contacted the German Football Association (DFB) to obtain numbers on
domestic and foreign ticket sales. Furthermore, we spoke
to the tourist offices in the host cities to learn about
hotel pre-bookings associated with the event.
Implementation and event surveillance

Implementation of enhanced surveillance measures was
based on a majority consensus of the 9 district health
authorities. Enhanced surveillance was to be implemented from the first day of the event to 1 day after its end.
Besides the district health authorities, their corresponding state health authorities were also involved in surveillance and communication measures during the event.
Monitoring of transmitted notifications from the health
authorities in each host city was performed at the RKI
by daily comparison to the corresponding figures of the
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previous week and running algorithms to filter for events
tagged as World Cup-associated.
Post-event evaluation of the implemented system

On July 25, 2011, we emailed a structured questionnaire
to the 9 district and 7 state health authorities to evaluate
the implemented surveillance activities in terms of feasibility and appropriateness. Moreover, participants were
asked about the value of the pre-event needs assessment
and to comment on the specific measures and overall
appropriateness of the implemented system.
Ethical approval

Our study did not involve any experimental research on
humans. The RKI has the legal authority to collect and
analyze the national statutory infectious disease surveillance data (based on the German Infection Protection
Act 2001) reported by district and state health authorities. Informed consent or approval of an ethics committee was not required, as the individual surveillance data
used was anonymous and retrieved from this statutory
surveillance system. Participation of the district and state
health authorities, respectively, in the pre-event needs
assessment and final evaluation of the surveillance concept was voluntary.

Results
Pre-event measures
Needs assessment of the local health authorities

All 9 district health authorities took part in the needs assessment. Four reported to have an on-call duty for
weekends and nights on a routine basis, an additional 3
informed us that they were planning to install an on-call
duty for the duration of the World Cup. All 9 stated to
have operation schedules for infectious disease emergencies, updated phone-lists, and rapid access to personal
protective equipment. Six were interested in participating in the AMBIT course. A majority of district health
authorities agreed with 5 of the 8 proposed surveillance
measures (Table 1). Due to financial constraints and
existing or to be implemented on-call duty for weekends
the majority of district health authorities requested
transmission of infectious disease notifications only
Monday-Friday.
To supplement the consented upon measures, the RKI
decided to additionally implement a “report of unusual
events” from district and state health authorities. There
were no pre-specified criteria to define such an event.
The report was to be used for any incident that the
health authorities thought relevant for the other World
Cup stakeholders. This could include e.g. suspected but
not yet confirmed infectious disease cases in the district
or outbreaks located in other districts within the state.
Furthermore, the RKI decided on a twice-per-week
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Table 1 Proposed enhanced surveillance measures for the FIFA Women’s World Cup 2011 in Germany and number of
district health authorities (n = 9) in agreement with the measure, pre-event needs assessment, March 2011
Surveillance measure

No. of district health authorities
in agreement (n = 9)

WITH majority agreement
Pre-event creation of network among public health stakeholders
Daily (Monday to Friday) transmission of infectious disease notifications
Regular feedback report of districts’ infectious disease notifications
Regular summary report of World Cup-relevant national/international epidemiological events*
Phone conferences among stakeholders (on demand)
WITHOUT majority agreement
Pre-event meeting of public health stakeholders
Pre-event reminder of laboratories/physicians on infectious disease reporting duty
Daily (Monday to Friday) reports from district health authorities of unusual high numbers of
infectious diseases/syndromes#

5
5
6
8
6
4
2
3

* defined as epidemiological events (e.g. outbreaks) in Germany or countries with a participating team or countries with >100 visitors.
#
defined as e.g. unusual high number of pneumonia cases in the district’s hospital(s).

(Monday and Thursday) reporting schedule for the regular feedback report of the districts’ notifications, the “report of unusual events” from district and state health
authorities, and the “regular summary of World Cup
relevant events”. Cases linked to the World Cup (defined
as team members, support staff or spectators including
travels to or from the stadium and having visited any
World Cup-associated event like a game or fan zone)
were to be tagged by the district health authorities in the
SurvNet system with a specific “World Cup 2011” flag.
In addition to the daily infectious disease notifications
and the “reports of unusual events”, the RKI would use
the “World Health Organization Outbreak Verification
List” (GOARN WHO), the “Rapid Alert System for Food
and Feed”, the “European Early Warning and Surveillance System”, the Center for Travel Medicine (“CRM
Centrum für Reisemedizin”), “Promed”, “EuroSurveillance”, the “CDC Morbidity and Mortality Weekly Report”, “Google Health Map”, and press releases as
sources for the regular summary of national and international World Cup relevant events.
Assessment of the event scale

By the beginning of June, we were informed by the DFB
that approximately 520,000 tickets had been sold, of those
<5 % outside of Germany, with the vast majority going to
the United States, France, United Kingdom, Sweden,
Switzerland, Canada, and Austria. Tourist offices in the
host cities reported no hotel pre-bookings for the event.
Implementation and event surveillance

Prior to the event, the RKI organized a 2-day AMBIT
course (June 14–15, 2011), that was directed at the district and state health authorities involved in the World
Cup surveillance; 6 of the district and 3 of the state
health authorities participated.
The following measures that a majority of district
health authorities had consented upon and their RKI

supplements were then implemented and put into practice from June 27 to July 18, 2011:
1. Pre-event collection and distribution of stakeholders’
contact details
2. Daily (Monday to Friday) transmission of infectious
disease notifications from district via state level to
the RKI
3. Using the tag "World Cup 2011" for World Cupassociated infectious disease cases in daily
transmission
4. Twice-per-week reports of unusual events (including
null reporting) from district health authorities to the
RKI via the corresponding state health authority
5. Twice-per-week report (Monday and Thursday) of
the RKI to district and state health authorities and
ministry of health including
– feedback report of daily district infectious disease
reporting
– feedback report of “reports of unusual events”
from districts and state health authorities
– summary report of World Cup relevant national/
international epidemiological events
6. Phone conferences among stakeholders (on demand)
All district health authorities with one exception
participated for the entire monitoring period in the
daily infectious disease reporting: the district and
state health authorities of one host city decided to
stop all enhanced surveillance measures on July 7, as
they were only hosting the opening game on June 26.
Up to July 7, the 9 participating district health authorities transmitted a total of 35 of the expected 36
(97 %) reports on “unusual events” during that time
period; for the 7 state health authorities, a total of 25
of the expected 28 (89 %) reports were sent in. After
July 7 with 8 district and 6 state health authorities
contributing, participation was 20/24 (83 %) and 16/
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18 (89 %) expected reports for the district and state
health authorities, respectively.
We found no unusual increase of notifiable disease
reporting in the weekday notification reports of the district
health authorities compared to districts’ notification numbers from the previous week. Using the automated algorithm to extract the World Cup related notifications, none
of the incoming reports via SurvNet was labelled with the
“World Cup 2011” tag. Via the direct notification route
from laboratories and/or physicians to the RKI, we received
1 report of a malaria case in a 14 year old girl from Kenya
that came as a visitor for the World Cup event. In the “report of unusual events”, district and state health authorities
reported 2 confirmed measles cases among participants of
a football camp in Italy, with participants coming from another 7 German districts; and a Salmonella Bovismorbificans outbreak with 13 confirmed and 4 suspected cases in
the state of Berlin. None of these outbreaks could be associated with the World Cup.
Post-event evaluation of the implemented system

Eight of the 9 district health authorities and 5 of the 7 state
health authorities took part in the post-event evaluation.
Six district health authorities and 4 state health authorities
regarded the pre-event needs assessment as valuable or
very valuable, 1 district health authority as not valuable,
and 1 each answered “don’t know”. A detailed evaluation of
the implemented surveillance measures is listed in Table 2.
One state health authority rated the surveillance concept as
too extensive, since in their opinion the event does not require enhanced surveillance, and also as too limited, as all
district health authorities (especially those bordering the
host site district) should be integrated in the concept. Another state health authority also mentioned the lack of integration of bordering districts; in addition, 1 state health
authority would have preferred to have weather forecast
data provided in the summary report.

Discussion
We approached the task of tailoring an adequate
enhanced surveillance for a smaller-scale mass gathering
by first conducting a needs assessment with the involved
stakeholders, followed by developing the enhanced surveillance components according to our findings. The
strategy proved a successful method as shown by the
stakeholders’ evaluation of the concept.
The needs assessment hereby served several purposes.
First, it had the aim to encourage and support early preparations for the event by district health authorities. Second, it intended to actively involve the district health
authorities in the planning process to create a system that
was feasible and supported at the district health level.
Third, it intended to secure district health authorities’
ownership and participation, and to guarantee their
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support of the chosen strategy. The post-event evaluations
affirmed the acceptance of our approach; a majority
among district health authorities rated the needs assessment as valuable and the overall surveillance strategy as
adequate. Furthermore, participation rates of district
health authorities in the surveillance measures were high
throughout the tournament. The rates decreased a bit towards the second half of the competition, however this
can be explained by the transition from group to play-off
phase: with the start of the quarter-finals (July 9), 7 host cities were still involved; this number was then further
reduced to 4 cities from the beginning of the semi-finals
(July 13).
Creating a stakeholders network in the pre-event
phase proved very helpful, as communication lines and
familiarity with contact persons could be established.
Consistent with our observations, this measure was positively evaluated across a majority of stakeholders. Even
though a majority was not in favour of a pre-event meeting, many of the stakeholders met during the AMBIT
course that took place two weeks before the beginning
of the tournament. As levels of experience with mass
gatherings were heterogeneous among the district health
authorities, we believe that a pre-event meeting could
have further facilitated knowledge transfer among the
participating health authorities. However, most of the
district health authorities stated time or financial constraints as reason for voting against such a meeting.
Though a majority was not in favour of reports on unusual events, we nevertheless decided to implement this
measure. Based on experiences during the Men’s World
Cup in Germany, Schenkel et al. had stated that “introducing an additional, sensitive, non-case definitionbased written report system was overall beneficial” and
recommended “additional reporting systems that are
flexible and not bound to case-definitions, provided that
at least one case-definition system or syndrome-based
system is in place” [5]. The report on unusual events
was intended as a very sensitive tool and a rapid, informal, low-threshold way of communicating noticeable
incidents. As we did not include bordering districts in
the enhanced surveillance activities, this was furthermore meant as an informal communication device for
the state health authorities to inform about important
events in the region that could have a potential impact
on the World Cup. In the post-event evaluation, the vast
majority of district and state health authorities regarded
the measure as feasible and a majority as appropriate.
Based on our needs assessment and the general parameters that influence the intensity of enhanced surveillance, we decided for a low-level enhanced surveillance
during the Women’s World Cup. However, we had
mechanism in place for rapidly scaling up, if necessary,
e.g. to increase the frequency of summary reports from
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Table 2 Post-event evaluation of implemented enhanced surveillance measures during the FIFA Women’s World Cup in
Germany, by involved district and state health authorities, July 2011
District health authorities (n = 8)

State health authorities (n = 6)

very important/important

6

4

less important/unimportant

2

2

felt better prepared for potential threats

5

3 (*2)

not participated

2

1

feasible

7

6

appropriate

5

5

Pre-event establishment of stakeholder network

Pre-event AMBIT course

Daily reporting of infectious diseases

Reporting of unusual events
feasible

8

6

appropriate

6

3 (*2)

6

4 (*1)

appropriate regarding the structure

6 (*1)

5 (*1)

appropriate regarding the frequency

6

4

7 (*1)

4 (*1)

too limited

0

2†

adequate

5

3

too extensive

3

2†

Feedback/summary report
helpful

appropriate regarding the sources
Overall enhanced surveillance concept

* number of participants answered "don't know".
†
1 state health authority answered too limited and too extensive.

twice-per-week to daily or to quickly establish a crisis
room. A realistic example that would have required a
rapid scaling up could have been the Shiga-toxin producing Escherichia coli O104:H4 outbreak in Germany
[21], if first cases had occurred during the World Cup
instead of May 2011.
Our approach had some limitations. The evaluation of
the implemented measures could have been biased in
two ways. First, answers in the evaluation by the district
and state health authorities could have been influenced
by trying to give socially desirable responses (social desirability bias). Second, with no severe events having occurred, measures could have been retrospectively
evaluated as not necessary or inappropriate. We tried to
address this bias by explicitly asking for an evaluation
with the following prerequisite: “If a similar mass gathering event like the Women’s World Cup 2011 was to take
place again and you as a state/district health authority
were to participate in the same way, how would you rate,
overall, the implemented measures of the enhanced surveillance strategy?”
Despite these potential biases, the foremost intention
of our publication is to present a strategy on how to
tailor an event-specific surveillance system – not to

propose a comprehensive, ready-to-use enhanced surveillance system that should be translated directly to
mass gathering events in other countries or surveillance
systems. We believe that our approach holds valuable
suggestions for health authorities in charge of enhanced
surveillance in future smaller-scale mass gatherings, and
that some of our specific implemented measures might
be helpful templates for other prospective health authorities to consider.

Conclusions
Involving the participating stakeholders early-on in the
planning phase for tailoring an event-specific enhanced
surveillance system secures ownership and later participation in the actual surveillance measures. Conducting a
needs assessment is thereby a helpful tool to establish
communication lines and to exchange ideas in the preparation phase. As smaller-scale mass gatherings often include a manageable number of stakeholders, a pre-event
needs assessment involving all of them is usually feasible. Implemented measures should be based on a consensus of the participating stakeholders, however, if
necessary, be supplemented by measures considered essential by mass gathering experts. Furthermore,
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enhanced surveillance systems for smaller-scale mass
gatherings should allow for situation-dependent adaptations and include mechanisms for rapid up- or downscaling if required. A post-event evaluation of the
implemented measures allows stakeholders to share their
experiences and views, and helps to further improve the
toolbox for authorities in charge of future enhanced surveillance systems.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
AT participated in the design, coordination and analysis of the study and
drafted the manuscript. EV participated in the design and coordination of
the study and helped to draft the manuscript. JB conceived of the study,
and participated in its design and coordination and helped to draft the
manuscript. All authors read and approved the final manuscript.
Acknowledgements
We thank the district health authorities of the host cities Augsburg, Berlin,
Bochum, Dresden, Frankfurt, Mönchengladbach, Leverkusen, Sinsheim, and
Wolfsburg, and the state health authorities of Baden-Württemberg, Bavaria,
Berlin, Hesse, Lower Saxony, North Rhine-Westphalia, and Saxony for their
participation in the needs assessment, the enhanced surveillance measures,
and the post-event evaluation; our colleagues at the Federal Information
Centre for Biological Security (IBBS) at the RKI for arranging and carrying out
the AMBIT course; the DFB and tourism offices for providing us with
information on ticket sales and event-associated hotel pre-bookings; and
Katharina Alpers (PAE coordinator, RKI) for her intellectual input in writing
this manuscript.
Author details
1
Department of Infectious Disease Epidemiology, Robert Koch Institute,
Berlin, Germany. 2Postgraduate Training for Applied Epidemiology (PAE),
Berlin, Germany. 3European Programme for Intervention Epidemiology
Training (EPIET), European Centre for Disease Prevention and Control,
Stockholm, Sweden.
Received: 13 February 2012 Accepted: 25 July 2012
Published: 31 July 2012
References
1. Williams CJ, Schenkel K, Eckmanns T, Altmann D, Krause G: FIFA World Cup
2006 in Germany: enhanced surveillance improved timeliness and
detection. Epidemiol Infect 2009, 137:597–605.
2. Thackway S, Churches T, Fizzell J, Muscatello D, Armstrong P: Should cities
hosting mass gatherings invest in public health surveillance and
planning? Reflections from a decade of mass gatherings in Sydney.
Australia. BMC Public Health 2009, 9:324.
3. Jorm LR, Thackway SV, Churches TR, Hills MW: Watching the Games: public
health surveillance for the Sydney 2000 Olympic Games. J Epidemiol
Community Health 2003, 57:102–108.
4. Enock KE, Jacobs J: The Olympic and Paralympic Games 2012: Literature
review of the logistical planning and operational challenges for public
health. Public Health 2008, 122:1229–1238.
5. Schenkel K, Williams C, Eckmanns T, Poggensee G, Benzler J, Josephsen J,
Krause G: Enhanced Surveillance of Infectious Diseases: the 2006 FIFA
World Cup Experience, Germany. Euro Surveill 2006, 11:234–238.
6. Shafi S, Booy R, Haworth E, Rashid H, Memish ZA: Hajj: Health lessons for
mass gatherings. J Infect Public Health 2008, 1:27–32.
7. Weiss BP, Mascola L, Fannin SL: Public Health at the 1984 Summer
Olympics: The Los Angeles County Experience. AJPH 1988, 78(6):686–688.
8. Meehan P, Toomey KE, Drinnon J, Cunningham S, Anderson N, Baker E:
Public Health Response for the 1996 Olympic Games. JAMA 1998,
279(18):1469–1473.
9. Goncalves G, Castro L, Correia AM, Queirós L: Infectious disease
surveillance activities in the north of Portugal, during the EURO 2004
football tournament. Euro Surveill 2005, 10:86–89.

Page 7 of 7

10. WHO Europe: Mass gatherings and public health: the experience of the Athens
2004 Olympic Games. http://www.euro.who.int/__data/assets/pdf_file/0009/
98415/E90712.pdf.
11. Franke F, Coulon L, Renaudat C, Euillot B, Kessalis N, Malfait P:
Epidemiologic Surveillance System Implemented in the Hautes-Alpes
District, France, During the Winter Olympic Games, Torino 2006. Euro
Surveill 2006, 11(12):671.
12. Epidemiological Consultation Team: Surveillance system in place for the
2006 Winter Olympic Games, Torino, Italy, 2006. Euro Surveill 2006,
11(6):2897.
13. Khan K, Freifeld CC, Wang J, Mekaru SR, Kossowsky D, Sonricker AL, Hu W,
Sears J, Chan A, Brownstein JS: Preparing for infectious disease threats at
mass gatherings: the case of the Vancouver 2010 Olympic Winter
Games. CMAJ 2010, 182(6):579–583.
14. FIFA: FIFA Women's World Cup China 2007. http://www.fifa.com/
tournaments/archive/womensworldcup/china2007/index.html.
15. Krause G, Altmann D, Faensen D, Porten K, Benzler J, Pfoch T, Ammon A,
Kramer MH, Claus H: SurvNet electronic surveillance system for infectious
disease outbreaks, Germany. Emerg Infect Dis 2007, 13(10):1548–1555.
16. Faensen D, Claus H, Benzler J, Ammon A, Pfoch T, Breuer T, Krause G:
SurvNet@RKI–a multistate electronic reporting system for communicable
diseases. Euro Surveill 2006, 11(4):100–103.
17. RKI: Act on the Reform of the Communicable Diseases Law. http://www.rki.de/
EN/Content/Prevention/Inf_Dis_Surveillance/inf_dis_down.pdf;
jsessionid=2DAE8F1FBA0307C3151163FAC1ED14AE.2_cid248?
__blob=publicationFile.
18. FIFA: FIFA Women's World Cup Germany 2011. http://www.fifa.com/
womensworldcup/index.html.
19. FIFA: Tickets available for thought-after matches. http://www.fifa.com/
womensworldcup/news/newsid=1441231/index.html.
20. Schenkel K: Vorbereitungen des ÖGD auf die Fußballweltmeisterschaft
2006. EpiBull 2006, 16:121–123.
21. Frank C, Werber D, Cramer JP, Askar M, Faber M, an der Heiden M, Bernard H,
Fruth A, Prager R, Spode A, et al: Epidemic profile of Shiga-toxin-producing
Escherichia coli O104:H4 outbreak in Germany. N Engl J Med 2011, 365
(19):1771–1780.
doi:10.1186/1471-2458-12-576
Cite this article as: Takla et al.: The FIFA Women’s World Cup in
Germany 2011 – A practical example for tailoring an event-specific
enhanced infectious disease surveillance system. BMC Public Health 2012
12:576.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

