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Illness histories and job duty information were obtained from the 48 restaurant employees who 
worked on January 1. Five employees reported having had gastrointestinal illness previous to or on 
the implicated meal date. A dishwasher reported vomiting and cramps beginning on December 23 and 
ending on December 29; a bartender reported diarrhea and cramps beginning on December 30 and 
ending on January 2; a server who cut garnishes while not wearing gloves reported diarrhea and cramps 
starting on December 30 and ending on January 3; a server who set up the dining room and served tables 
reported diarrhea, vomiting, and cramps beginning on January 1 and ending on January 5; and another 
employee who worked in the kitchen and on the grill reported vomiting beginning and resolving on 
January 1.

In addition to food workers reporting illness previous to and on the implicated meal date, several 
secondary transmission food worker cases were identi  ed during the course of the outbreak 
investigation. Four food workers reported gastrointestinal illness with onsets ranging from January 
3 to January 5. Restaurant management screened employees daily for gastrointestinal symptoms and 
excluded all ill employees for 72 hours after the resolution of the last symptom.

HSPHD sanitarians noted overall compliance with food code requirements for food preparation; 
however, education was provided to eliminate bare-hand contact with ready-to-eat foods. The sanitarians 
further stressed the importance of proper handling of food and beverages, use of gloves when handling 
ready-to-eat foods, good handwashing, thorough disinfection, and exclusion of ill employees. 

This was a foodborne outbreak of norovirus gastroenteritis associated with eating at a restaurant. The 
vehicle of transmission was not identi  ed, but the source of contamination was one or more of the ill 
food handlers who reported gastrointestinal symptoms previous to or on the implicated meal dates and 
who had contact with ready-to-eat foods.

(2)
Norovirus Gastroenteritis Associated a Workshop held at a Restaurant

January Stevens County

On January 19, 2011, a call was received on the Minnesota Department of Health (MDH) foodborne 
illness hotline regarding a workshop that had taken place on January 12 at a restaurant in Morris. The 
complainant reported illness among the group who had put on the workshop and was unsure whether 
those attending the workshop had also become ill. An investigation was initiated immediately.

MDH Environmental Health Services (EHS) sanitarians visited the restaurant on January 20 to evaluate 
food preparation and handling procedures, interview food workers, and determine if there were other 
meetings or conferences at the restaurant. No other such events had occurred. MDH staff obtained a 
list of workshop attendees from the workshop organizer. The attendees were interviewed about food 
consumption at the event and illness history. A case was de  ned as an attendee of the workshop at the 
restaurant who subsequently developed vomiting or diarrhea ( 3 loose stools in a 24-hour period). Stool 
samples collected from consenting workshop attendees and employees were submitted to the MDH 
Public Health Laboratory for bacterial and viral testing.

There were 9 workshop staff and 32 workshop attendees. MDH was able to interview 30 (73%) of those 
involved with the workshop. Twenty-two (73%) met the case de  nition. Five people reported illness 
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but did not meet the case de  nition and thus were excluded from further analysis. Eighteen cases (82%) 
reported vomiting, 17 (77%) reported diarrhea, 11 (50%) reported cramps, 8 (36%) reported fever, and 
none reported bloody stools. The median incubation period from the buffet lunch was 34 hours (range, 
27 to 52 hours). The median duration of illness for the 20 cases who had recovered at the time of the 
interview was 46 hours (range, 23 to 84 hours). Three stool samples were submitted for testing and one 
tested positive for norovirus GI.

Workshop attendees were offered coffee, water, soda and an assortment of donuts at the start of the 
meeting and cookies for an afternoon snack. The donuts and cookies were brought in from a local 
bakery. The buffet lunch, which consisted of roast beef, roast pork, a dinner roll, mashed potatoes, gravy, 
and corn was prepared and served at the restaurant. The small number of non-ill controls precluded a 
meaningful statistical analysis of speci  c food items served at the lunch. 

MDH EHS sanitarians interviewed all 20 restaurant employees in order to assess illness. Five reported 
recent gastrointestinal illness. A server had an onset of January 1 and a recovery date of January 2, with 
symptoms of vomiting and fever. A cook/custodian had an onset of January 8 and a recovery date of 
January 10, with symptoms of vomiting and diarrhea. Another server had an onset of January 9 and a 
recovery date of January 10, with symptoms of vomiting, diarrhea, cramps, and a fever. A cook had an 
onset of January 10 and a recovery date of January 11, with symptoms of diarrhea. A server/bartender 
had an onset date of January 15 and a recovery date of January 16, with symptoms of vomiting, diarrhea, 
and cramps. The employees with onsets on January 8, 9, and 10 worked on January 12; one of these 
employees reported preparing the dinner rolls, gravy, and corn for the lunch served on January 12. A 
stool kit was sent to this employee but was not returned.

During the investigation sanitarians and restaurant management established a screening protocol for 
employee illness. The sanitarian also discussed the importance of handwashing and not working while ill 
and for 72 hours after resolution of symptoms for the prevention of norovirus transmission.

This was a foodborne outbreak of norovirus gastroenteritis associated with a restaurant in Morris. No 
speci  c food vehicle was identi  ed. The source of the contamination likely was one or more of the 
several food workers who had recent gastrointestinal illness and worked on January 12.

(3)
Norovirus Gastroenteritis Associated with a Private Gathering

January Mower County

On January 28, 2011, the Minnesota Department of Health (MDH) foodborne illness hotline received a 
complaint of gastrointestinal illness among a group of individuals who had attended a lunch in a private 
home following a baptism on January 23. The food served at the lunch included sub sandwiches from 
a restaurant in Austin, potato salad, chips, fruit, and cupcakes. MDH Environmental Health Services 
(EHS) was contacted and an investigation was initiated.

MDH EHS sanitarians visited the restaurant on February 1 to evaluate food preparation and handling 
procedures and to interview food workers. Credit card receipts for additional patrons were not available. 
MDH staff interviewed individuals who attended the lunch from a list provided by the complainant. 
A case was de  ned as a baptism lunch attendee who developed vomiting or diarrhea ( 3 loose stools 

pwaller
Rectangle

pwaller
Rectangle


