
Among 13 cases with information available, 11 (85%) reported consuming kratom prior to illness. Five 
cases reported purchasing kratom products through various websites, 5 purchased kratom at various 
tobacco and herbal stores in Minnesota, and 1 obtained kratom from a friend who purchased it at an 
unknown location.   

MDA inspectors collected leftover product from two case households. Kratom powder from one 
household purchased from Website A was positive for Salmonella I 4,[5],12:b:- JAV151, matching the 
PFGE pattern of the case from whom it was collected; the leftover product was also positive for S. 
Thompson TMP72, S. Javiana JVN142, and S. Weltevreden WELT24. From the second household, Brand 
B kratom powder purchased from Website B was positive for S. Okatie OK3, matching the PFGE pattern 
of the case from whom it was collected; this product was also positive for S. Saintpaul STP63 and S. 
Weltevreden WELT15.  

MDA inspectors also collected and tested multiple kratom products from Retail Location A in 
Minneapolis, where another case reported purchasing kratom products. All products collected from 
this store were negative for Salmonella.  

Numerous kratom products from multiple retailers and distributors were recalled as a result of this 
investigation. Traceback efforts were complicated by the fact that kratom products enter the U.S. 
market through channels that are atypical for foods, such as through personal importation or false 
declaration of the product at the port of entry into the U.S. No common source for the implicated 
products was identified.  

This was a multi-state outbreak of Salmonella infections associated with kratom and kratom-containing 
products. Minnesota cases were exposed to kratom products purchased both online and at retail 
locations. Product testing in Minnesota and other states identified a wide variety of kratom products 
contaminated with many different serotypes and PFGE patterns of Salmonella, leading to recalls of 
several products. A source of contamination was not identified. 
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Suspected Norovirus Gastroenteritis Associated with Wedding Party Lunch 

May Hennepin County 

On May 31, 2017, Hennepin County Environmental Health (HCPH-EH) contacted the Minnesota 
Department of Health (MDH) foodborne and waterborne illness hotline to report that Event Center A 
in Maple Grove, Minnesota had received complaints of illness from patrons who attended a wedding 
reception held at Event Center A’s restaurant on May 19. MDH contacted the bride on June 1, and she 
reported that 25 of approximately 200 people became ill after attending the wedding. The complainant 
reported that they would provide additional contact information for other wedding attendees. A 
groom’s dinner was held on May 18 on a boat from Charter Company C in Lake Minnetonka and was 
catered by Restaurant D in Hopkins. Additionally, the wedding party brought in sandwiches to Event 
Center A from Restaurant B in Crystal for the wedding party and others involved in the wedding to eat 
before the ceremony and reception. All three meals were investigated as potential sources of illness. 
HCPH-EH and MDH initiated an investigation on June 1. 
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HCPH-EH sanitarians visited all restaurants reported by the party to ask management about recent 
employee illness, interview employees, and have restaurant management put norovirus interventions 
(cleaning and sanitizing, excluding any ill workers, and screening all workers for illness before starting 
their shifts) in place.  

A partial wedding guest list with contact information was provided by the bride. MDH staff interviewed 
wedding attendees to obtain information on food/beverage consumption at wedding events and 
illness history.  

A case was defined as a wedding attendee who developed vomiting and/or diarrhea (≥3 stools in a 24-
hour period) after attending any of the various wedding events held on May 18 and 19. Stool samples 
were requested from consenting patrons for testing at the MDH Public Health Laboratory (PHL). 

A total of 72 wedding attendees were interviewed, and 13 (18%) met the case definition. Five 
attendees were excluded from analyses because they reported mild illness that did not meet the case 
definition. Eleven of 13 cases (85%) attended all three event meals (groom’s dinner, wedding lunch, 
and reception meal). The median incubation period from the groom’s dinner for the 11 who attended 
was 50 hours (range, 33 to 65 hours), from the wedding day lunch for the 11 that reported eating it 
was 32 hours (range, 15 to 47 hours), and from the wedding reception meal for all 13 cases was 25.5 
hours (range, 8.5 to 44.5 hours). The median duration of illness was 28.5 hours (range, 4 to 141 hours). 
All 13 cases reported vomiting, 9 (69%) diarrhea, 7 (54%) cramps, 6 (46%) subjective fever (one person 
reported 100° F and all others were unknown), and none bloody stools. One case visited their medical 
provider, and none were hospitalized.  

No stool samples were returned to the MDH PHL for testing. 

Wedding attendees were asked which events they had attended along with foods and beverages 
consumed at each event. Attending the groom’s dinner (11 of 13 cases vs. 12 of 53 controls; odds ratio 
[OR], 18.8; 95% confidence interval [CI], 3.7 to 96.7, p<0.001) and eating sandwiches served at lunch 
on the wedding day (11 of 13 cases vs. 7 of 52 controls; OR, 35.5; 95% CI, 6.4 to 194.3, p<0.001) were 
both associated with illness. This association remained after including those reporting some illness but 
who did not meet the case definition, or who were reported as ill by the bride but were unable to be 
reached for an interview (groom’s dinner; 13 of 21 reporting illness vs. 12 of 53 controls; OR, 5.6; 95% 
CI, 1.9 to 16.5; p = 0.02; sandwich lunch; 13 of 22 reporting illness vs. 7 of 52 controls; OR, 9.3; 95% CI, 
2.9 to 29.8; p = 0.001). Among those who attended the groom’s dinner, only consumption of 
sandwiches on the wedding day was associated with illness (11 of 11 cases vs. 7 of 12 controls, OR, 
undefined; p = 0.04). No food item served at the reception was associated with illness, and no food 
item served at the groom’s dinner was associated with illness among those who attended that event. 

Environmental Health Assessments 
HCPH-EH performed environmental health assessments at Event Center A, Charter Company C, 
Restaurant D, and Restaurant B. Brooklyn Park Environmental Health also performed an assessment at 
the Brooklyn Park location of Restaurant B. 

Managers and employees were interviewed about recent illness and food handling practices at Event 
Center A. Twenty-four of 25 Event Center A employees (96%) were interviewed. One employoee 
reported nausea on May 17 and was diagnosed with influenza by a health care provider. This person 

-28-

pwaller
Text Box



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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