
did not work on May 19. They worked prior to May 19 as a dishwasher and did no food prep. The 
illness log had two illnesses recorded, the previously mentioned employee and a person who was 
supposed to start work on May 17, but called in sick. This person never worked at Event Center A. Food 
handling practices were observed and discussed. No bare-hand contact with ready-to-eat foods was 
observed. Employees did mention “shining” plates and glasses without using gloves. Management 
were instructed to discontinue this practice. Another wedding was held at Event Center A on May 19 
and no complaints of illness were received from this group. 

Charter Company C’s three employees were interviewed on June 7, and none reported recent illness. 
Food handling practices were discussed as the boat was not in operation during the assessment. The 
employees reported using disposable utensils when serving drinks on the boat. All the food was 
catered in from Restaurant D. Employees and management were interviewed on June 8 at Restaurant 
D, and none reported any recent illness. No bare-hand contact with ready-to-eat foods was observed. 
Neither business reported any recent illness complaints from patrons. 

Initially, on June 5, the groom who reported the sandwiches were purchased at a grocery store in Eden 
Prairie. Management at this location were contacted by HCPH-EH. The illness log was reviewed and 
noted no recent illness. Management confirmed this. On June 8, a person who was part of the wedding 
party reported that the sandwiches were not from this grocery store, but were from Restaurant B. The 
specific location was not known and the bride was not able to be reached for clarification until June 19. 
Both HCPH-EH and Brooklyn Park Environmental Health were contacted to conduct an assessment at 
the two Restaurant B locations, in Crystal and Brooklyn Park. The Crystal location reported that one 
employee called in sick with “upset stomach” on May 13, and returned to work on May 15 recovered. 
Neither the Brooklyn Park nor the Crystal location had any records of an order for a wedding party on 
May 19, and the wedding party was not able to be reached for clarification until June 19, at which time 
the bride indicated the sandwiches were picked up from the Crystal location. Neither restaurant had 
received any customer complaints.  

This was an outbreak of norovirus gastroenteritis among wedding attendees. The source of the illness 
was sandwiches from Restaurant B served for lunch. Eating the wedding party lunch on the day of the 
wedding was statistically associated with illness. Additionally, the incubation periods for this meal are 
the most characteristic of a norovirus infection. 

(17) 

Norovirus Gastroenteritis Associated with a Restaurant 

May Grant County 

On May 30, 2017, the Minnesota Department of Health (MDH) foodborne illness hotline received a 
complaint of gastrointestinal illness among a group of extended family members who had eaten dinner 
at a restaurant in Elbow Lake on May 25. The group reported no other recent common exposures. 
Minnesota Department of Health Environmental Health (EH) was contacted, and an investigation was 
initiated immediately. 

MDH EH sanitarians visited the restaurant on May 30 to evaluate food preparation and handling 
procedures, gather additional patron contact information from May 30, and interview food workers. A 
case was defined as a restaurant patron who developed vomiting or diarrhea (≥3 loose stools in a 24-
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hour period) after eating food from the restaurant. Stool specimen collect kits were sent to cases and 
ill employees. 

Nine patrons were interviewed, and six (67%) met the case definition. One patron reported an illness 
that did not meet the case definition and was excluded from further analysis. Illness was identified 
among the complaint group (four cases) and patrons identified through credit card receipts (two 
cases). The median incubation period for cases was 35 hours (range, 18 to 61 hours). All six cases 
reported vomiting, four (67%) reported diarrhea, three (50%) reported cramps, and none reported 
fever or bloody stools. The median duration of illness was 27.5 hours (range, 7 hours to 87 hours). One 
ill patron submitted a stool specimens to the MDH PHL, and the specimen was positive for norovirus 
GI.P2-GI.2. 

Cases reported consuming a variety of foods including burgers, chicken strips, Philly cheesesteak 
sandwich, shrimp, and side salad. The small number of non-ill controls precluded a meaningful 
statistical analysis. 

MDH EH sanitarians interviewed 26 restaurant employees, and 3 reported recent gastrointestinal 
illness. A cook developed diarrhea on May 15 and recovered on May 18. A line cook developed 
vomiting and fever on May 24 and recovered on May 24. A server developed vomiting, diarrhea, and 
fever on May 27 and recovered on May 29. The sanitarians discussed the importance of handwashing 
and appropriate glove use for the prevention of norovirus transmission, ordered the restaurant to 
sanitize all food contact surfaces, instructed management to screen employees for vomiting and 
diarrhea at the beginning of each shift, and excluded all employees with vomiting and/or diarrhea from 
work until 72 hours after the resolution of symptoms. 

This was a foodborne outbreak of norovirus gastroenteritis associated with a restaurant in Elbow Lake. 
A vehicle was not identified. The source of contamination was likely an infected food worker. 

(18) 

Salmonella Newport Infections Probably Associated with Watermelon 

June Multiple counties/Multiple states 

On July 6, 2017, the Minnesota Department of Health (MDH) Public Health Laboratory (PHL) identified 
a cluster of two Salmonella Newport isolates with indistinguishable pulsed-field gel electrophoresis 
(PFGE) patterns (Minnesota designation NEW360; national designation JJPX01.0381). They also 
determined that the two Minnesota isolates were indistinguishable from clinical isolates from 
Michigan and additional states. A multi-state investigation was initiated.  

A case was defined as a person from whom S. Newport with the outbreak PFGE pattern was isolated, 
and who had illness onset since May 22, 2017. The Minnesota case was interviewed with a broad-
based exposure questionnaire. The Michigan Department of Agriculture and Rural Development 
(MDARD) and the United States Food and Drug Administration (FDA) conducted a traceback 
investigation. 

Overall, 20 cases from 9 states were identified in this outbreak including GA [2], IN [2], MA, MI [8], MN 
[2], MO [2], NJ, OH, and VA. The two Minnesota cases were 9 and 7 years of age, and were both male. 
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