
The school uses a contract caterer to provide food service at their cafeteria. Most foods are prepared 
on site by the kitchen staff. Monday (February 6) lunch consisted of buffalo chicken sandwiches as the 
hot entrée, made-to-order deli sandwiches, salad bar, and pizza in a grab-and-go hot box. The caterer 
provided a transaction report from February 6 that included high-level data (e.g., “classic entrée”, 
“diner station”) on lunch food transactions at the high school. 

Among the 36 student cases, transaction records indicated that 35 (97%) had a lunch meal in the 
cafeteria on Monday, February 6. Among the approximately 278 students not known to be ill, 228 
(82%) had a lunch purchase on Monday. Odds of a Monday lunch transaction were 7.7 times higher 
among cases than those not known to be ill (95% confidence interval [CI], 1.4 to 160.5; p = 0.016). 

Based on the high-level nature of transaction data, a detailed meal item analysis was not possible. 
However, among Monday transactions, consumption of a “classic entrée” was significantly associated 
with known case status (27 of 36 cases vs. 99 of 228 non-cases; odds ratio, 4.4; 95% CI, 1.9 to 10.7; 
p<0.001). No other transaction items were associated with case status. Results were similar when ill 
students who did not meet the case definition were included together with cases. 

The six kitchen employees were interviewed; two reported recent gastrointestinal illness. One 
employee who worked February 1–7 as a prep cook reported onset of vomiting, cramps, and diarrhea 
at 1:00 a.m. on February 8. Another employee who worked as the chef (making salad and pizzas) on 
February 6 reported vomiting from 7:30 p.m. through 9:00 p.m. on Sunday, February 5. 

Prospective illness symptom screening of kitchen employees as they arrived for their shift was 
implemented during the investigation. No additional illnesses were identified. Handwashing and glove 
use observed in the kitchen during the environmental assessment were appropriate. Self-service food 
items (including a “grab-and-go” reach-in hot box with pizza and other items, and the salad bar) were 
removed during the investigation. The school also sent a letter home with students containing 
information about norovirus and promoted handwashing before lunch and snacks.  

As a result of the investigation, the food service contractor decided to meet with food service 
employees to share the outbreak summary information and review procedures and practices for 
employee illness exclusions. 

This was a foodborne outbreak of norovirus gastroenteritis associated with Monday lunch, specifically 
a “classic entrée” purchase, served at a high school cafeteria. A food worker who reported recent 
illness and was suspected to be infectious while working on Monday was the most likely source of 
contamination. 

(5) 

Salmonella Enteritidis Infections Associated with a Restaurant 

February Hennepin County 

On March 17, 2017, the Minnesota Department of Health (MDH) Public Health Laboratory (PHL) 
identified a cluster of two Salmonella Enteritidis isolates that were closely related by whole genome 
sequencing (WGS). Upon review of other recent Salmonella isolates received at MDH, three additional 
case isolates from the same region of the state that were indistinguishable by pulsed-field gel 
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electrophoresis (PFGE; Minnesota designation SE77B52) from the WGS cluster isolates were identified. 
On March 20, it was discovered that three of the cases had eaten at a restaurant in Osseo during their 
incubation period. Hennepin County Human Services and Public Health Department (HCPH) 
Epidemiology and Environmental Health (EH) were notified and an investigation was initiated. 

A confirmed case was defined as a person from whom Salmonella Enteritidis with the outbreak PFGE 
pattern and closely related by WGS was isolated. A probable case was defined as a person who 
experienced diarrhea (≥3 stools in a 24-hour period) that was of at least 3 days duration or 
accompanied by fever after eating at the restaurant. Confirmed cases were interviewed with a routine 
surveillance questionnaire and then re-interviewed with a questionnaire specific to the restaurant. 
Meal companions of cases and patrons identified through credit card receipts were interviewed with 
the restaurant-specific questionnaire only. 

Sanitarians from HCPH-EH visited the facility on March 20 to interview food workers, check the 
employee illness log, evaluate food preparation and handling, collect invoices for product served 
during case meal dates, and obtain credit card receipts. Food workers reporting illness were excluded 
from food service until two stool samples collected at least 24 hours apart tested negative for 
Salmonella. MDH epidemiologists swabbed environmental surfaces in the facility’s kitchen.  

Stool samples from consenting patrons and food workers, and environmental swabs were submitted to 
the MDH PHL for Salmonella culture. 

A total of 44 restaurant patrons were interviewed; six cases were identified, including five cases that 
were identified through routine surveillance. An additional four patrons reported mild illness that did 
not meet the case definition and were excluded from analyses. The median incubation time for cases 
was 101.5 hours (range, 63.5 to 174 hours). The median duration of illness was 8 days (range, 3 to 9 
days) for the five cases who had recovered by the time of interview. All six cases reported diarrhea, 
three (50%) fever, two (33%) abdominal cramps, one (17%) vomiting, and one (17%) bloody stools. 
Two cases were seen at an emergency department and were subsequently hospitalized for 3 and 4 
days, respectively. Three additional cases sought medical attention in an outpatient setting. A stool 
sample from the probable case was collected 24 days after illness onset and tested at the MDH PHL; it 
was negative for Salmonella.  

The meal dates reported by cases were February 12, 13, 22, 23 (n=2), and 26. Cases consumed a 
variety of items from the breakfast, lunch, and dinner menus including chili, soup, sandwiches, burgers, 
fries, pizza, salads, bloody Marys, and an omelet. Due to the small number of cases for each individual 
implicated meal date and large range of dates, a meaningful statistical analysis could not be 
performed. 

All 32 employees were interviewed; 5 (16%) reported recent gastrointestinal illness. Two employees 
reported vomiting and diarrhea, two reported single episodes of diarrhea, one cramps only, and one 
fever only. All employees submitted two stool specimens to the MDH PHL; six (19%) employees were 
positive for S. Enteritidis. Four of the six Salmonella-positive employees were asymptomatic. Illness 
onset dates for the two Salmonella-positive employees that were ill were February 27 and March 2.  

-11-

pwaller
Text Box



Isolates from all five laboratory-confirmed patron cases and the six food worker cases were 
indistinguishable by PFGE and were closely related (within 0-2 single nucleotide polymorphisms) by 
WGS. 

During the environmental health assessment, HCPH-EH sanitarians noted improper storage of food in 
the walk-in cooler (shell eggs stored over ready-to-eat foods), deficiencies in thermometer use, and 
employee illnesses that were not recorded in the illness log. The facility was par-cooking chicken 
breasts prior to service to shorten cooking time. The par-cooked chicken breasts were not being 
temped correctly and were being stored as a ready-to-eat product. No handwashing issues were noted 
and glove-use was observed. All 10 environmental swabs were negative for Salmonella.  

This was a confirmed foodborne outbreak of S. Enteritidis infections associated with a restaurant in 
Osseo. The vehicle of transmission and source of contamination were not identified. Documented 
transmission occurred over 2 weeks. Multiple Salmonella-positive food workers, and possible 
opportunities for cross-contamination were identified. It is plausible that Salmonella was introduced 
into the facility and then was propagated through infected food workers and/or environmental 
contamination. 

(6) 

Norovirus Gastroenteritis Associated with a Health System Campus 

February-March  Mille Lacs County 

On February 27, 2017, the Minnesota Department of Health (MDH) received a report from the 
infection preventionist (IP) at a health system in Onamia, Minnesota regarding gastrointestinal illness 
among residents and staff on their health campus. Illnesses were reported in all facilities, including the 
clinic, acute care, senior care, assisting living facility, and long-term care facility (LTCF). In assisted 
living, approximately 17 of 35 residents had been ill. At least 20 of about 400 staff on the campus had 
been ill, including dietary staff. Some illnesses started in early February; however, a large number of 
illness onsets reportedly occurred on February 16. The MDH Environmental Health Division and MDH 
Licensing and Certification, who each licensed one of the kitchens at the facility, were notified, and an 
investigation was initiated. 

The facility had already implemented some interventions, including limiting self-service foods, 
confining ill patients to their rooms for meals, and promoting hand hygiene. MDH sanitarians visited 
both facility kitchens on February 27 to interview food workers about illness history and job duties, 
provide norovirus and hand hygiene education, dispose of ready-to-eat foods as needed, enforce a 72-
hour exclusion for ill workers, and have them clean/sanitize the kitchen areas. MDH staff also 
recommended control measures for the rest of the facility, including cleaning with 1000 ppm bleach 
and ceasing communal activities. 

Illness logs for staff and residents who reported gastrointestinal symptoms were provided to MDH by 
the IP and facility staff. A case was defined as a Mille Lacs Health System resident who was listed on 
the facility illness log. Stool samples from consenting individuals were submitted to the MDH Public 
Health Laboratory (PHL) for bacterial and viral pathogen testing. 
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