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Chemical Exposures associated with a Waterpark 

July Hennepin County 

On July 31, 2017, Minnesota Poison Control called the Minnesota Department of Health (MDH) to 
report a possible chemical poisoning among staff at an indoor waterpark at a hotel in Maple Grove, 
Minnesota. Poison Control reported that five waterpark staff were seen at area emergency 
departments on the morning of July 29 after they began experiencing respiratory symptoms. MDH 
informed Hennepin County Public Health (HCPH) epidemiologists on July 31, and an investigation was 
initiated. 

A HCPH sanitarian conducted a pool safety inspection and collected contact information for impacted 
staff on July 31. HCPH epidemiologists interviewed waterpark staff to evaluate the extent of their 
exposure and determine the severity of their illness.  

A case was defined as a person with rash or eye, nose, or throat irritation within 24 hours of visiting 
the waterpark.  

Six cases were identified; all were staff of the waterpark. Of the six cases, five (83%) reported coughing, 
five (83%) burning in their throat/lungs, five (83%) nausea, three (50%) difficulty breathing, three (50%) 
headache, three (50%) dizziness, three (50%) eye issues, two (33%) runny nose, one (17%) gagging, and 
one (17%) sweating.  

The median incubation period was 10 minutes (range, 0 to 110 minutes) after exposure to the 
waterpark on July 29. The median duration of illness was 7.9 hours (range, 15 minutes to 24 hours) for 
the four individuals who had recovered at the time of interview. One case was briefly hospitalized, four 
cases were taken to area emergency departments by ambulance and released, and one case had 
complete resolution of symptoms upon leaving the pool area.  

All six cases spent time in the pool area on the morning of July 29. Due to lack of non-ill controls, a 
case-control study could not be conducted.  

Upon inspection of the waterpark by HCPH sanitarians on July 31, it was reported that shortly after 
7:00 a.m. on July 29, a strong chlorine smell was noted in the pool area. Poolside chemical tests 
indicated elevated chlorine levels in the wading pool; this was later confirmed by the Fire Department, 
which detected a high chlorine reading in the air. Ventilation was increased, the pool area was 
evacuated and closed, and Emergency Medical Services evaluated five employees due to their 
exposure. 

Waterpark staff drained and refilled the wading pool, checked water chemistry, and reopened the pool 
area around 1:00 p.m. on July 29. 

A HCPH sanitarian interviewed the chief pool engineer after the incident. It was reported that the night 
before the incident, the pool operator noticed that the oxidation-reduction potential (ORP) was low 
and added an unknown amount of chlorine after the waterpark was closed. The operator could not 
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recall how much chlorine he added and did not document the amount. There was also a question of 
whether he added calcium hypochlorite or sodium hypochlorite. 

This was a chemical inhalation exposure outbreak associated with an indoor waterpark. Elevated 
chlorine levels were detected early in the morning, and the pool area was evacuated and closed to 
prevent patron exposures. An undocumented excessive amount of chlorine added by the pool 
operator the night before the incident was the likely cause of the outbreak.  
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Legionnaires’ Disease Associated with a Senior Living Community 

August-September Hennepin County 

On August 28, 2017, the Minnesota Department of Health (MDH) received a report from a local 
hospital concerning a Legionnaires’ disease (LD) case (Case 1) with onset of symptoms approximately 
August 22. Case 1 was a resident of a senior living community in Maple Grove that provides memory 
care, assisted living, and independent living services. MDH conducted a routine interview with a family 
member on August 31; the family member did not think that Case 1 had left the senior community 
property during the 10 days prior to illness. 

As is routine for a single case in such a setting, MDH followed up with the director of nursing for the 
facility on September 1 to gather information about the facility and potential risk factors for Legionella 
infection. The facility was relatively new, with building construction completed in 2015. The facility 
reported about 20 people living in the memory care unit where Case 1 resided, about 60 in the assisted 
living unit, and approximately 140 in independent living apartments. The director of nursing stated that 
Case 1 might have spent some time out of the memory care unit in a yard area. Case 1 did not use any 
respiratory equipment or have a humidifier. The facility did not have any decorative fountains; it did 
have a therapy pool area but Case 1 was not known to have been near that side of the complex. MDH 
recommended the facility be on heightened surveillance for 3 months and to notify MDH of any other 
possible cases. MDH also provided CDC resources for Legionella prevention in health care facilities and 
water management programs.  

On September 19, MDH received a report from another local hospital regarding a LD case (Case 2) 
residing at the same senior living community as Case 1. Case 2 had onset of symptoms approximately 
September 12. MDH launched an outbreak investigation in collaboration with the facility, the Hennepin 
County Human Services and Public Health Department, and the City of Maple Grove. 

On September 21, MDH alerted health care providers, clinical laboratories, and the public to the 
outbreak via a press release. 

Cases were defined as persons with diagnosed pneumonia and laboratory evidence of Legionella 
infection, with illness onset since August 1, and who lived, worked, or otherwise spent time in the 
senior living community within the 10-day period prior to illness onset.  

The senior living community’s nursing director was to report any additional potential cases to MDH 
immediately for follow-up. The senior living community retained an environmental consultant to 
assess, sample, and remediate as necessary potential sources of Legionella, and to develop a 
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