
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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Illness histories and exposure information were obtained from 23 park visitors. Two visitors met the 
case definition. Three individuals reported illness that did not met the case definition, including one 
individual from the original complaint group who was likely a secondary case. Both cases reported 
diarrhea, vomiting, and abdominal cramps, and one case reported fever. The reported incubation 
periods were 21 and 38 hours, and the illness durations were 5 and 6 days. One case reported visiting a 
healthcare provider because of their illness.  

The two cases were from independent groups who visited the main beach on July 4. One case reported 
5 of 10 in his group developed gastrointestinal illness symptoms after swimming at the beach; one of 
these individuals is the secondary case mentioned above. The other case reported four of four in her 
group experienced gastrointestinal illness symptoms after swimming at the beach. Unfortunately, 
despite multiple attempts, information from additional members of both groups could not be 
obtained. 

Swimming at the main beach approached statistical significance (2 of 2 cases vs. 3 of 17 controls; odds 
ratio, undefined; 95% confidence interval, undefined; p = 0.059). 

A routine water sample from the main beach collected on July 5 by the Three Rivers Park District had 
an E. coli concentration of 19 most probable number (mpn) per 100 milliliters (ml), which is below the 
EPA single water sample standard of 235 mpn per 100 ml.  

This was a waterborne outbreak of suspected viral gastroenteritis associated with the main beach at a 
park in Maple Plain. The ultimate source of contamination was not identified; however, an ill swimmer 
most likely introduced the virus into the water. Beach contamination can be transient, and the result 
from the water sample collected on July 5 was likely not representative of the water conditions the day 
prior. Regardless of water quality results, swimmers should always follow healthy swimming practices 
including not swimming while ill, showering before swimming, and avoiding swallowing water.  

(6) 

Cryptosporidium hominis Infections Associated with a Municipal Aquatic Center  

July-August Redwood County 

Routine surveillance interviews conducted by the Minnesota Department of Health (MDH) during 
August identified four laboratory-confirmed cases of cryptosporidiosis who had gone to the municipal 
aquatic center in Redwood Falls during the 2 weeks prior to illness onset. Sanitarians from Southwest 
Health and Human Services (SWHHS) were contacted and an outbreak investigation was initiated on 
August 21.  

Cases of cryptosporidiosis that were identified through routine surveillance were interviewed to 
determine if they had exposure to the aquatic center. Ill contacts of routine surveillance cases of 
cryptosporidiosis were also interviewed about aquatic center exposure. A case was defined as an 
aquatic center user who developed either a laboratory-confirmed Cryptosporidium infection or 
diarrhea (>3 loose stools in a 24-hour period) or vomiting lasting 3 or more days, with illness onset 2 to 
14 days following aquatic center exposure.  
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