
Due to a lack of non-ill controls, a case-control study could not be conducted. Common exposures 
among the cases were the house’s indoor pool, spa pool, and sauna. All of the cases reported going 
into the house’s spa pool on January 6 and 7, and one case went in the spa pool on January 8. Two 
cases reported going in the pool on January 6, and five cases went in the pool on January 7. All of the 
cases also reported a brief stop at a restaurant on the way to the rental house on January 6; the 
restaurant did not have any water features. 

The rental house contained a pool and spa pool in a shared pool area that was connected to the house 
via a walkway; neither the pool nor the spa pool were licensed as public pools. MDH sanitarians 
informed the property owners of the violation and prohibited them from allowing public use of the 
pool and spa pool. The owners agreed to have the lock on the door to the pool area reversed so that 
future renters could not access it. A sanitarian met with the property caretaker and ensured that pool 
access had been restricted and pool closure signs had been posted.  

Water quality tests conducted by an MDH sanitarian revealed levels all outside the state regulatory 
limits. The free chlorine in the pool was 0.0 parts per million (ppm) (regulatory range, 1.0 to 10.0 ppm), 
pH was 7.0 (regulatory range, 7.2 to 7.8), combined chlorine level at 3.0 ppm (cannot exceed 0.5 ppm), 
and cyanuric acid levels >100 ppm (cannot exceed 100 ppm). The caretaker did not have access to the 
pump room, and was therefore unable to determine flow rates and how chlorine was being dispensed. 

The spa pool appeared to have no chlorine feeder. Water quality tests on site confirmed free chlorine 
levels in the hot tub >200 ppm (actual ppm unknown as testing ability does not go beyond 200 ppm), 
pH of 8.0, and cyanuric acid levels >100 ppm. The property owners appeared to be broadcasting 
chlorine into the spa pool, which is not an approved method of sanitizer level stabilization. 

This was an outbreak of Legionnaires’ disease and Pontiac fever associated with a vacation rental 
home. The timing of the illnesses following exposure to an improperly disinfected and maintained spa 
pool, a well-known risk factor for Legionella infection, strongly suggests that inhalation of aerosols 
from the spa pool was the most likely source of infection. As a result of the outbreak, the pool and spa 
pool were no longer available for use by renters since they cannot meet current pool code 
requirements.  

(4) 

Suspected Chemical Rashes Associated with a Fitness Club Pool and Spa Pool 

April-May Hennepin County 

On May 8, 2017, the City of Edina Health Department (EHD) received a call from a membership club in 
Edina reporting that the facility had received four separate complaints of rash illness from patrons and 
staff over the past week. EHD notified the Minnesota Department of Health (MDH), and an 
investigation was initiated.  

EHD obtained complainant contact information from the facility. MDH staff interviewed complainants 
about their illness and exposure histories. A case was defined as an individual who developed a rash 
within 24 hours of visiting the pool facility.  
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EHD sanitarians reviewed pool logs for the facility’s three pools (leisure pool, lap pool, and spa pool) 
and conducted an on-site inspection of the facility on May 9 and May 19. Sanitarians also spoke with 
the facility’s certified pool operator to discuss the facility’s hyperchlorination procedures and 
determine if any process changes occurred that might have introduced high levels of chlorine or 
another chemical into the pools.  

Seven individuals, including six staff members and one patron, were interviewed; all met the case 
definition. All cases reported red, itchy rashes. No other symptoms were reported. Rash onsets ranged 
from April 23 to May 7. For the two cases who had recovered at the time of interview, their illness 
durations were 24 and 48 hours. Three cases (43%) visited a healthcare provider because of their 
illness. Prior to their illness, all cases reported using the leisure pool, five (71%) reported using the lap 
pool, and three (43%) reported using the spa pool.  

Upon inspection of the swimming pools and spa on May 9, chemical levels were in compliance with the 
Minnesota Pool Code. The daily pool logs indicated that the pool chemical levels were within the 
acceptable range specified in the Pool Code. The leisure pool was closed for hyperchlorination on May 
1 and reopened on May 2 when the chlorine level fell below 10 parts per million. The facility’s 
hyperchlorination policy was reviewed and found to be consistent with current recommendations. The 
facility also reported that they did not use any new chemicals in the pool or for cleaning the pool deck 
or pool toys. The locker rooms were also inspected, and nothing that would cause the reported rashes 
was found.  

This was a waterborne outbreak of chemical rashes associated with a membership club swimming 
pool. Upon reviewing the facilities records and procedures, no clear cause of the illnesses was 
identified. A one-time change in procedure that was not captured in our investigation may have been 
the cause; however, this could not be confirmed. The leisure pool has a supplemental ultraviolet 
disinfection system and turnover rate of less than 2 hours; it was recommended the facility only 
hyperchlorinate that pool when responding to diarrheal fecal incidents to minimize the amount of 
chlorine entering the water.  

(5) 

Suspected Viral Gastroenteritis Associated with a Beach 

July  Hennepin County 

On July 14, 2017, the Minnesota Pollution Control Agency forwarded the Minnesota Department of 
Health (MDH) a complaint from an individual who swam at park district beach in Maple Plain on July 4. 
The complainant reported that 5 of 10 individuals in his party developed vomiting and diarrhea after 
swimming at the park’s main beach (a campground beach is located 0.5 miles away). An outbreak 
investigation was initiated.  

Contact information from campground reservations and boat rentals was obtained from the park. 
MDH staff interviewed visitors to obtain information on water and food exposures and illness history. 
A case was defined as a park visitor who subsequently developed vomiting and/or diarrhea (>3 loose 
stools in a 24-hour period). Routine beach monitoring results were also obtained from park staff and 
reviewed to see if levels met Environmental Protection Agency (EPA) recreational water quality 
standards.  
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