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Illness histories and exposure information were obtained from 10 restaurant patrons. Nine (90%) cases 
were identi  ed. One person reported illness but did not meet the case de  nition, and thus was excluded 
from further analyses. No patrons agreed to stool testing. 

Six (67%) cases reported diarrhea,  ve (56%) reported vomiting,  ve (56%) reported cramps, and three 
(33%) reported fever. The median incubation period was 37 hours (range, 24 to 49 hours). The median 
duration of illness was 59 hours (range, 27 to 107 hours) for the four cases who had recovered at the 
time of interview. 

Due to the limited menu and lack of non-ill controls, a meaningful statistical analysis could not be 
performed. Foods consumed by the patrons included pizza, soda, water, ice, and brownies. The brownies 
were brought in by a patron but were cut and served by restaurant employees.

In discussions with an EHS sanitarian, the manager con  rmed that a number of employees had been sick 
with vomiting and/or diarrhea with onsets of February 27 and 28, including food workers. At the start of 
the investigation sanitarians and management established a screening protocol for employee illness. All 
employees with vomiting and/or diarrhea were excluded from work until 72 hours after the resolution 
of symptoms. Management reported no known incidents of public vomiting or diarrhea that required 
clean-up at the establishment. All hard surfaces, including the play area and video game machines, 
were cleaned with a quaternary sanitizer approved for norovirus. Food workers were re-educated on not 
handling any food products with bare hands and management was instructed to more strictly monitor 
handwashing. 

This was a foodborne illness outbreak associated with a restaurant. The etiologic agent was not 
con  rmed; however, the symptoms and incubation periods were characteristic of norovirus 
gastroenteritis. The source of contamination was not identi  ed but most likely was one or more ill or 
recently ill food workers.

This was a foodborne illness outbreak associated with a restaurant. The etiologic agent was 
not con  rmed; however, the symptoms and incubation periods were characteristic of norovirus 
gastroenteritis. The source of contamination was not identi  ed but most likely was one or more ill or 
recently ill food workers.

(10)
Norovirus Gastroenteritis Associated with a Church Dinner

March  Ramsey County

On March 9, 2011, the Minnesota Department of Health (MDH) foodborne illness hotline received a 
report of four separate medical emergency calls due to gastrointestinal illness in people who lived at a 
senior apartment complex in New Brighton. All four ill individuals had attended a Swedish meatball 
dinner at a church in Mounds View on March 6. That same day, MDH contacted the church, and the 
pastor reported receiving several complaints of illness from individuals who attended the church dinner. 
Approximately 120 persons attended the event. MDH noti  ed the Ramsey County Public Health 
Department and an investigation was initiated.
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MDH obtained a list of dinner attendees and interviewed them about food consumption and illness 
history. A case was de  ned as a person who attended the church dinner and subsequently developed 
vomiting and/or diarrhea ( 3 loose stools in a 24-hour period). Stool specimens from consenting 
attendees were submitted to the MDH Public Health Laboratory for bacterial and viral testing.

MDH also obtained a list of persons that prepared food for or served food at the church dinner. 
Additionally, all persons interviewed were asked if they prepared or served food at the event. Eight 
people reported that they helped prepare the food and  ve reported serving food during the dinner.

On March 14, Ramsey County sanitarians inspected the church kitchen and spoke with the dinner 
coordinator and the pastor. The sanitarians provided norovirus education and conducted an 
environmental health assessment of the kitchen focusing on food handler illness, food  ow, food 
preparation, and food storage procedures.

Eighty-eight church dinner attendees were interviewed, and 53 (60%) met the case de  nition. Fifty-
two cases (98%) reported diarrhea, 39 (74%) reported vomiting, 25 (47%) reported cramps, 18 (34%) 
reported fever, and none reported bloody stools. The median incubation period was 33 hours (range, 8 
to 84.5 hours). The median illness duration was 65.5 hours (range, 4 to 162 hours). Six cases visited a 
medical provider, four were taken to an emergency room, four were transported by ambulance, and  ve 
were hospitalized overnight. The median duration of hospitalization was 3 days (range, 2 to 5 days).

Five stool specimens were submitted and all tested positive for norovirus GII. All specimens tested 
negative for Campylobacter, Salmonella, Shiga toxin-producing E. coli, Shigella, and Yersinia.

Eight people prepared food for the event. Some food items were prepared at private homes and some 
were prepared at the church. Food items prepared at the church included Swedish meatballs, mashed 
potatoes, coleslaw, green beans, buns, gravy (white and brown), cranberry sauce, ice cream, M&M’s, 
milk, coffee, Hawaiian punch, and bottled water. Lefse, dressing for the coleslaw, and cookies were 
prepared at private homes. All the foods were pre-plated and served, except for lefse and buns which 
were self-serve.

None of the persons who prepared or served the food reported illness prior to food preparation or the 
event, and none reported having ill household members prior to or during food preparation. No food 
item was signi  cantly associated with illness.

There were no reports of vomiting at the event. Of the 88 dinner attendees interviewed, no one reported 
being ill during or prior to the event.

Although the church did not have a kitchen licensed by Ramsey County, as a result of this outbreak, the 
church planned on working with the sanitarians to obtain special events licenses for future food events. 
Ramsey County sanitarians stressed the importance of proper handling of food and beverages, use of 
gloves when handling ready-to-eat foods, good handwashing, thorough cleaning and disinfection, and 
exclusion of ill food handlers. The church did not have a handwashing sink in the kitchen at the time of 
the investigation, but planned on adding one to ensure frequent handwashing. 

This was a foodborne outbreak of norovirus gastroenteritis associated with a Swedish meatball dinner 
held at a church. The attack rate of 60% was very high, indicating extensive contamination of one or 
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more food items. However, a speci  c vehicle of transmission and source of contamination were not 
identi  ed.

(11)
Norovirus Gastroenteritis Associated with a Restaurant

March Dakota County

On March 14, 2010, the Minnesota Department of Health (MDH) foodborne illness hotline received a 
complaint of gastrointestinal illness among a group of four individuals who ate lunch at a restaurant in 
Eagan on March 10. An investigation was initiated immediately.

MDH Environmental Health Services sanitarians visited the restaurant on March 14 to evaluate food 
preparation and handling procedures, interview food workers, and collect credit card receipts for 
additional patrons. MDH staff interviewed patrons identi  ed from credit card receipts about food 
consumption and illness history. A case was de  ned as a restaurant patron who developed vomiting or 
diarrhea ( 3 loose stools in a 24-hour period) after eating at the restaurant. Stool samples collected from 
consenting restaurant patrons were submitted to the MDH Public Health Laboratory for bacterial and 
viral testing.

Twenty-one restaurant patrons were interviewed;  ve met the case de  nition (including three from the 
original complaint and two identi  ed through credit card receipts). Four additional patrons reported 
illness that did not met the case de  nition and were excluded from analysis. The median incubation 
period for the cases was 34 hours (range, 30.5 to 44 hours). The median duration of illness was 53 hours 
(range, 20 to 94 hours). All  ve cases reported diarrhea and vomiting, two (40%) reported cramps and 
fever, and none reported bloody stools. Stool samples submitted by  ve ill patrons tested positive for 
norovirus GII. Nucleic acid sequencing was conducted on all  ve positive norovirus samples; the nucleic 
acid sequences were identical.

By univariate analysis, consuming parmesan artichoke dip was signi  cantly associated with illness (3 of 
5 cases vs. 0 of 11 controls; odds ratio, unde  ned; 95% con  dence interval, unde  ned; p = 0.02).

MDH EHS sanitarians interviewed 36 restaurant employees, and six reported recent gastrointestinal 
illness. Employees reported becoming ill on March 9 (n=3) and March 14 (n=2). One employee reported 
not knowing their illness onset date. Of the three employees who became ill on March 9, a manager and 
a server reported working on March 10. All employees with vomiting and/or diarrhea were excluded 
from work until 72 hours after the resolution of symptoms. The sanitarian observed bare-hand contact 
with ready-to-eat foods. During the investigation sanitarians and restaurant management established a 
screening protocol for employee illness. The sanitarian also discussed the importance of handwashing 
for the prevention of norovirus transmission.

This was a foodborne outbreak of norovirus gastroenteritis associated with a restaurant in Eagan. 
Artichoke dip was identi  ed as a vehicle. The source of the contamination was likely an ill food worker.
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