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(41)
Suspected Bacterial Intoxications Associated with a Restaurant

September Ramsey County

On September 12, 2011, the Minnesota Department of Health (MDH) foodborne illness hotline received 
a complaint of gastrointestinal illness from an individual who ate dinner at a restaurant in St. Paul 
on September 10. On September 14, MDH received a second illness complaint from two individuals 
who also dined at the restaurant on September 10. City of St. Paul sanitarians were noti  ed and an 
investigation was initiated.

City of St. Paul sanitarians visited the restaurant on September 14 to evaluate food preparation and 
handling procedures 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. Due to delayed noti  cation of the outbreak, stool samples were not 
collected.

Fifteen restaurant patrons were interviewed; three (20%) met the case de  nition. The median incubation 
period for the cases was 4 hours (range, 3 to 4.5 hours). The median duration of illness was 7 hours 
(range, 6 to 8 hours). All three cases reported diarrhea and vomiting, one (33%) reported cramps and 
fever, and none reported bloody stools.

While no food items were statistically associated with illness, all three cases reported consuming spring 
rolls. The three cases reported dining at the restaurant at the same time, whereas the non-ill controls who 
reported consuming spring rolls dined at the restaurant several hours later. City of St. Paul sanitarians 
conducted a food preparation review of the spring rolls, and no violations were identi  ed.

This was a foodborne illness outbreak associated with a restaurant in St. Paul. The etiology was not 
determined, but the illnesses were consistent with a bacterial intoxication caused by either Staphylococus
aureus or the emetic form of Bacillus cereus. While spring rolls were suspected, a speci  c vehicle could 
not be con  rmed.

(42)
Norovirus Gastroenteritis Associated with a Restaurant

September Chisago County

On September 23, 2011, the Minnesota Department of Health (MDH) foodborne illness hotline received 
a complaint of gastrointestinal illness in four of four individuals from separate households who had 
eaten supper at a restaurant in Chisago City on September 19. The individuals all had different main 
menu items, but all had eaten a salad from the salad bar. An investigation was initiated.

On September 26, the foodborne illness hotline received a second complaint about the restaurant; six of 
nine individuals from three households became ill after eating there on September 18.

MDH staff conducted telephone interviews with callers to the foodborne illness complaint hotline and 
their meal companions regarding illness history and food items eaten at the restaurant. Credit card 
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receipts were not available from the restaurant for September 18-19. An additional patron group was 
asked by one of the initial complainants to call MDH.

A case was de  ned as a person who ate at the restaurant and subsequently became ill with vomiting or 
diarrhea ( 3 loose stools in a 24-hour period). Stool samples were collected from consenting cases and 
restaurant employees and submitted to the MDH Public Health Laboratory (PHL) for bacterial and viral 
testing.

MDH environmental health specialists visited the restaurant on September 26 to perform an 
environmental assessment and interview employees regarding recent gastrointestinal illness history and 
work duties at the restaurant.

Interviews were conducted with 14 patrons from three groups representing eight households. Nine 
cases were identi  ed; all had eaten at the restaurant on September 18 (n=5) or September 19 (n=4). 
An additional patron reported mild symptoms that did not meet the case de  nition and was excluded 
from further analyses. Of the nine cases, all had diarrhea, eight (89%) had cramping, six (67%) had 
vomiting, three of six (50%) had fever, and none had bloody stools. The median incubation period was 
36 hours (range, 9.5 to 55.5 hours). For the three cases who had recovered at the time of interview, the 
median duration of illness was 53 hours (range, 51 to 116 hours). One of the cases visited an emergency 
department and another saw a healthcare provider; none were hospitalized.

Eating a salad from the salad bar was signi  cantly associated with illness (9 of 9 cases vs. 0 of 4 
controls; odds ratio, unde  ned; p = 0.001). No other menu items were signi  cantly associated with 
illness.

All 11 restaurant employees were interviewed. None of the employees reported being ill in the time 
preceding the complainant meal dates. However, a chef had diarrhea on September 16 and September 20 
according to another employee and the staff illness log. The employee was seen by a healthcare provider 
and diagnosed with diverticulitis. Additionally, two employees reported caring for an ill child who had 
vomiting onset on September 20. Another chef cared for a family member who became ill with diarrhea, 
vomiting, and cramping on September 14.

Stool samples were obtained from six patrons from six households;  ve stool samples tested positive 
for norovirus GII.4 New Orleans. Four of the positive specimens (representing both meal dates) had 
identical viral nucleic acid sequences; the  fth positive specimen had a sequence that differed from the 
others by one base pair. Stool samples collected from the restaurant’s three chefs on September 28 were 
negative for norovirus, Salmonella, Shigella, Campylobacter, and Shiga toxin-producing E. coli. 

The environmental assessment at the restaurant noted that salad bar items are prepared in the evening 
and morning, primarily by the restaurant’s chefs. Other employees help prepare salad bar items 
throughout the day as needed. The produce for the salad bar is washed, but the employees do not 
generally wear gloves during the preparation process.

EH specialists discussed with restaurant management cleaning of non-food contact surfaces, practicing 
good hand hygiene, and limiting bare-hand contact with ready-to-eat foods. An employee illness 
screening form was used for the weekend starting on September 23.
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This was an outbreak of norovirus gastroenteritis associated with a Chisago City restaurant. Salad from 
the restaurant’s salad bar was identi  ed as the vehicle. Bare-hand contact with salad bar items by ill 
employees or employees with illness in their households was the likely source of contamination.

(43)
E. coli O157:H7 Infections Associated with Romaine Lettuce

October Multiple counties/Multiple states

On November 8, 2011, the Minnesota Department of Health (MDH) Public Health Laboratory (PHL) 
identi  ed several recent E. coli O157:H7 isolates with a two enzyme pulsed-  eld gel electrophoresis 
(PFGE) pattern (Minnesota designation MN179ECB13) indistinguishable from isolates that were part of 
a national cluster investigation (Centers for Disease Control and Prevention [CDC] pattern designation 
EXHX01.0047/EXHA26.0015, cluster ID 1110MOEXH-2) centered in Missouri; several salad bar items 
from a Missouri grocery store chain (Chain A) had been tested as part of the national investigation. 
MN179ECB13 is a common E. coli O157:H7 PFGE pattern; multiple locus variable-number tandem 
repeats analysis (MLVA) was used to further subtype isolates. One of the Minnesota isolates matched the 
Missouri/national outbreak MLVA pattern (Minnesota designation MEC89), and Minnesota joined the 
national investigation.

Nationally, a case was de  ned as a person from whom E. coli O157:H7 with PFGE pattern combination 
EXHX01.0047/EXHA26.0015 and the outbreak MLVA pattern was isolated on or after October 7, 2011.

Minnesota cases were interviewed with a standard broad-based exposure questionnaire regarding 
illness history and food exposures. Nationally, case exposures were compared to 2006-2007 FoodNet 
population survey baseline exposure data, and a case-control study was conducted.

The Minnesota Department of Agriculture (MDA) obtained food invoices from the university dining hall 
where one of the Minnesota cases was exposed, and performed a traceback investigation to determine 
the source of romaine lettuce served at the dining hall. Traceback information was provided to CDC 
and the United States Food and Drug Administration (FDA). FDA and Missouri health and agriculture 
authorities also conducted a traceback investigation of romaine lettuce served at implicated Missouri 
Chain A grocery store salad bars.

Fifty-eight cases from nine states were identi  ed in this outbreak: Missouri (38 cases), Illinois (9), 
Arkansas (2), Indiana (2), Kansas (2), Minnesota (2), Arizona (1), Kentucky (1), and Nebraska (1). 
Illness onsets ranged from October 9 to November 7. Thirty-three (67%) of 49 cases were hospitalized, 
and three (5%) developed hemolytic uremic syndrome (HUS). The median age of cases was 28 years 
(range, 1 to 94 years), and 59% were female.

Two Minnesota cases met the case de  nition: a 28 year-old male from St. Paul with onset on October 
28; and, an 18 year-old female from Minneapolis with onset on October 24. One case was hospitalized 
for 5 days and neither developed HUS. The 24 year-old case denied eating romaine lettuce in the week 
prior to his illness onset. The 18 year-old case reported consumption of romaine lettuce as part of salads 
she prepared from a university dining hall salad bar on multiple occasions in the week prior to her illness 
onset.
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