
1 

 
 
 

Queensland Health 
 

Foodborne Illness 
 

Outbreak 
 

Management Guidelines 
 
 

2006 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



2 

Table of Contents 

 

List of appendices ................................................................................................................. 3 

1. Introduction..................................................................................................................... 5 
1.1 AIM............................................................................................................................................ 5 
1.2 OVERVIEW ................................................................................................................................. 5 

2. Roles and responsibilities of agencies involved in the investigation of foodborne 
illness outbreaks ................................................................................................................... 6 

2.1 POPULATION HEALTH UNITS ....................................................................................................... 7 
2.2 COMMUNICABLE DISEASES UNIT ............................................................................................... 11 
2.3 OZFOODNET............................................................................................................................ 12 
2.4 PUBLIC HEALTH SCIENCES (LABORATORIES)............................................................................. 13 
2.5 ENVIRONMENTAL HEALTH UNIT................................................................................................. 13 
2.6 LOCAL GOVERNMENT................................................................................................................ 14 
2.7 OTHER AGENCIES .................................................................................................................... 15 

3. The investigation and control of an outbreak ............................................................ 17 
3.1 NOTIFICATION OF A SUSPECTED FOODBORNE ILLNESS (FBI) OUTBREAK ..................................... 17 
3.2 INVESTIGATION OF THE OUTBREAK............................................................................................ 19 
3.3 DECLARE THE OUTBREAK OVER ................................................................................................ 26 
3.4 STRUCTURED REVIEW OF OUTBREAK - DEBRIEF ........................................................................ 27 
3.5 PREPARE DOCUMENTATION ...................................................................................................... 27 
3.6 FREEDOM OF INFORMATION ACT 1992 ...................................................................................... 28 

4. Communications .......................................................................................................... 29 
4.1 OCT COMMUNICATION.............................................................................................................. 29 
4.2 COMMUNICATION WITHIN QUEENSLAND HEALTH........................................................................ 30 
4.3 MEDIA COMMUNICATION ........................................................................................................... 30 

References ........................................................................................................................... 32 

Appendices .......................................................................................................................... 33 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



3 

List of appendices 
 
 
Appendix 1: List of bacterial agents/toxins able to be analysed by the Public Health 

Sciences (Microbiology) 
 
 
Appendix 2: Equipment useful for an investigation of a foodborne illness outbreak 
 
 
Appendix 3: Fact Sheet - how to collect a faecal specimen 
 
 
Appendix 4: Foodborne Illness Outbreak Management Record (FOMREC) 
 
 
Appendix 5: Debrief template 
 
 
Appendix 6: Exclusion periods for persons with enteric diseases 
 
 
Appendix 7: Gastrointestinal Outbreak Summary Report Form (Word version) 
 
 
Appendix 8: List of contacts Central Office and Population Health Services 
 
 
Appendix 9: Foodborne pathogens compendium for outbreak investigations 2006 
 
 
 
* The Debrief template, Gastrointestinal Outbreak Summary Report Form and the Foodborne 
Pathogens Compendium are also available as separate electronic documents at the QHEPS 
foodborne illness webpage.



4 

Abbreviations 
 
 
APHS Area Population Health Service 
 
CDU Communicable Diseases Unit 
 
DPI Department of Primary Industries 
 
EHO Environmental Health Officer 
 
EHU Environmental Health Unit 
 
FOI Freedom of Information 
 
FBI Foodborne illness 
 
FOMREC  Foodborne Illness Outbreak Management Record 
 
LG Local Government 
 
MAE Master of Applied Epidemiology  
 
NOCS Notifiable Conditions Surveillance System 
 
OCP Outbreak Control Plan 
 
OCT Outbreak Control Team 
 
PHU  Population Health Unit 
 
PHN Population Health Network 
 
QH Queensland Health 
 
SOCT Statewide Outbreak Control Team 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



5 

1. Introduction 
 

1.1 Aim 
 
The aim of the Foodborne Illness Outbreak Management Guidelines is to describe the 

management of a foodborne illness outbreak, define the roles of those involved in outbreak 

investigations, provide a practical guide on the steps to be taken during an investigation and 

identify standard reporting procedures for an outbreak investigation. These guidelines provide 

a structure for Population Health Unit Outbreak Control Plans.  

 

Reference tools for use by public health unit staff during outbreak investigations are 

provided either in the appendices or can be accessed electronically from QHEPS on the 

Foodborne Illness resource webpage within the Communicable Diseases section. These 

resources include: 

 

• general and pathogen-specific outbreak questionnaires 

• pathogen-specific fact sheets (for health professionals) 

• a foodborne pathogens compendium for outbreak investigations 

• an outbreak debrief template 

• a gastrointestinal outbreak summary report form 

• an interviewer manual specific to outbreak investigations 

• foodborne pathogen public health fact sheets.  

 

1.2 Overview 
 
Foodborne illness is defined as any illness of an infectious or toxic nature caused by the 

consumption of food or water. A foodborne illness outbreak is defined as the occurrence of 

two or more cases of a foodborne illness linked to a common source or event. 

 

Under the Public Health Act 2005, medical practitioners, medical superintendents in public 

hospitals and pathology laboratories are required to notify a foodborne or waterborne illness 

in two or more associated cases to the Chief Executive. 

 

An essential part of any program for the control of outbreaks of foodborne illness is the ability 

to detect outbreaks at an early stage through effective surveillance to facilitate timely 

investigation and control measures. Population Health Units (PHUs) are well placed to detect 
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and respond to outbreaks of foodborne illness within their own jurisdictions. However, due to 

the movement of people and food within Queensland (and across state borders), illness 

caused by a particular foodborne pathogen can occur simultaneously in multiple locations 

across the state. When this occurs, it is likely that a coordinated outbreak response involving 

several units including OzFoodNet and possibly other agencies will be required. 

 

These guidelines have been developed to assist Population Health staff to manage both local 

and multi-jurisdictional foodborne illness outbreaks, particularly in relation to their roles and 

responsibilities.  

  

The objectives of a foodborne illness outbreak investigation are to identify: 

• the aetiological agent if unknown  

• the food(s) responsible for transmission of infection 

• the source of the pathogen 

• the factors contributing to contamination, growth or survival of the pathogen causing the 

outbreak 

• to identify and implement control measures to prevent further spread of the outbreak. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2.  Roles and responsibilities of agencies involved in the investigation 

of foodborne illness outbreaks 
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The Queensland Health (QH) units involved in the investigation of foodborne illness 

outbreaks include Population Health Units in the three Area Health Services, the 

Communicable Diseases Unit (CDU), OzFoodNet, Public Health Sciences (laboratories) and 

Food Safety Policy and Regulation Section within the Environmental Health Unit (EHU). The 

role of each unit is described in the following sections.  

 

Effective management of an outbreak requires careful planning and adequate resources. 

Specific tasks should only be delegated to staff who are adequately trained. Population 

Health Units need to define the role of local governments in foodborne illness outbreaks in 

their area. Cooperation and prompt exchange of information between Population Health Units 

and the Communicable Diseases Unit (including OzFoodNet), Public Health Sciences 

(laboratories), Food Safety Policy and Regulation Section (EHU) and local governments can 

be vital when investigations are commenced and control measures are being instigated.  

 

2.1 Population Health Units 
 
The PHUs have lead agency role in the management of local outbreaks within their 

jurisdiction. The PHU’s are responsible for: 

• informing the Communicable Diseases Unit and the Queensland Ozfoodnet site of 

suspected outbreaks 

• developing an outbreak control plan 

• forming an outbreak control team 

• appointing an outbreak coordinator  

• liaising with local government  

• managing the outbreak, and  

• completing (i) a written outbreak investigation report and (ii) an OzFoodNet 

Gastrointestinal Illness Outbreak Summary Report form.  

 

Summary information from all foodborne and non-foodborne gastrointestinal illness 

outbreaks should be forwarded (using outbreak summary report form) to the OzFoodNet 

epidemiologist for entry into the gastrointestinal outbreak register. For large or significant 

foodborne outbreaks, OzFoodNet may require a copy of the written general outbreak report 

to obtain further information. 

 

OzFoodNet or the Director CDU should be consulted if the PHU or the Area Population 

Health Service (APHS) does not have the capacity or resources to effectively conduct the 
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investigation. In the event of a large multi-jurisdictional outbreak, it is important that 

population health have the capacity to deploy enough appropriately skilled staff to carry out 

an appropriate response in a timely fashion. 

 

Population Health Units should inform OzFoodNet by email or telephone early during the 

course of an investigation of a localised foodborne illness outbreak. This will prevent any 

possible duplication of investigation of cases that may otherwise occur as a result of 

enhanced surveillance conducted by OzFoodNet. The foodborne disease epidemiologist 

(OzFoodNet) can be consulted on any issues relating to foodborne disease outbreaks. 

OzFoodNet may also be available to assist in the conduct of potential foodborne disease 

outbreaks and/or provide resources to assist the investigation.  

 

In the process of notifying the Communicable Diseases Unit and OzFoodnet, Population 

Health Units should include copies of correspondence to the Environmental Health Unit 

where justified. This will enable the Environmental Health Unit to discharge its functions as 

outlined in section 2.5 of this document. 

 

Public health officers require authorisation under the Public Health Act 2005 in order to 

investigate notifiable diseases including foodborne illnesses. These include Public Health 

Medical Officers, Public Health Nurses, Environmental Health Officers, Epidemiologists, 

Master of Applied Epidemiology students/registrars and Infection Control Practitioners. This 

authority allows officers to exercise powers under that section of the Act for which they are 

authorised. For example, Section 90 ‘Appointment of contact tracing officer by chief 

executive’ and section 92 “appointment conditions and limit on powers”.  

 

Only Environmental Health Officers within PHUs are authorised officers under the Food Act 

1981 and as such, have the powers to enter and investigate any premises where food is sold 

or handled and institute legal action if required.  

 

2.1.1 Population health unit outbreak control plans 
 
Population Health Units should have in place an Outbreak Control Plan (OCP) that has been 

developed in consultation with stakeholders, particularly local government. It is important that 

PHUs develop and individualise protocols for their local circumstances. The OCP should be 

reviewed periodically but at least every three years. A copy of the OCP should be forwarded 

to CDU when available. The plan should include and identify: 
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• a description of the roles and the extent of the responsibilities and accountabilities of 

each of the organisations and individuals 

• Foodborne Illness Outbreak Management Record (FOMREC) requirements (see 

Appendix 4) 

• an up-to-date list of stakeholder contact details 

• arrangements for informing and consulting those “who need to know” of an outbreak 

situation 

• arrangements for creating an outbreak control team to investigate and control a major 

disease outbreak, the support which will be available to the group and what its duties 

are 

• the resources required to manage an outbreak 

• staffing issues (ie. arrangements for staff to work outside normal working hours, cover 

for normal work duties if individual staff are to be dedicated specifically to an outbreak 

investigation, recruiting staff from other PHU’s to assist with an outbreak) 

• training for all staff involved in investigating foodborne illness outbreaks 

• ensuring staff are familiar with requirements for completing and disseminating the final 

outbreak report and the OzFoodNet outbreak summary report. 

 

Each plan should have a regular review date and be revised with any corrections or 

amendments. Local PHU protocols can be used in conjunction with the QH Foodborne Illness 

Outbreak Management Guidelines. 

 

2.1.2  Outbreak Control Team  
 
An Outbreak Control Team (OCT) is a multi-disciplinary group which will work together to 

investigate an outbreak. The core team is responsible for planning and coordinating the 

investigation. Outside the core team are individuals who may be called upon, as required, to 

act as advisors/consultants about specific aspects of an investigation.  

 

The requirement for and makeup of the OCT will depend on factors such as: 

• the number of cases and population at risk 

• the organism/agent and its severity 

• the extent of the outbreak 

• the location of the outbreak 

• public concern 
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• media interest 

• the potential public health risk . 

 

During an outbreak the OCT should meet frequently; for larger outbreaks this may be at least 

once per day. The team members may include the following professionals as required: 

 

• Environmental Health Officer/s  

• Principal Advisor or Assistant Director of Food Safety Policy and Regulation Section, 

EHU, Corporate Office 

• a coordinating Environmental Health Officer (for multijurisdictional outbreaks) 

• Public Health Physician / Public health Medical officer 

• Public Health Nurse/s 

• Public Health laboratory staff 

• Public Health Epidemiologist/s 

• OzFoodNet Epidemiologist (Coordinating Epidemiologist for multijurisdictional and/or 

statewide outbreaks) 

• CDU Principal Epidemiologist / Epidemiologist 

• Environmental Health Officer/s – local government  

• Public Affairs Officer (or the individual designated by the Zonal Manager) 

• Director, CDU, Corporate Office  

• Public Health Registrars 

• MAE students 

• Administrative support (minute taking) 

• Safe Food Queensland/Department of Primary Industries officers. 

 

The coordinator of the OCT will usually be the public health physician (or delegate). When 

outbreaks cross more than one PHU boundary, the coordinator should be the public health 

physician (or delegate) attached to the PHU in whose jurisdiction the food was prepared or 

function held. Where a statewide outbreak is declared, the Director, CDU is the coordinator 

(or delegate). 

 

A central outbreak log should be kept of all activities associated with the outbreak 

investigation, including minutes of meetings, delegated tasks and actions taken by team 

members, laboratory results and other relevant information. The Foodborne Illness Outbreak 

Management Record (Appendix 4) provides a list of tasks to assist in the investigation. A 
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designated administrative officer may assist with minute taking. Individual members of the 

OCT should also keep their own log of events. 

 

Potential terms of reference for the outbreak team 

 
1. Review the evidence and confirm or refute existence of an outbreak; decide 

whether further investigation is required. 

2. Develop a strategy to investigate and control the outbreak, including allocation of 

tasks to outbreak team members. 

3. Assess whether PHU has sufficient local capacity to undertake the outbreak 

investigation and response, and arrange for additional resources if required. 

4. Enhance case finding if necessary by communicating outbreak details to other 

individuals or agencies. 

5. Conduct formal outbreak control meetings on a regular basis. 

6. Document minutes of each team meeting including allocated tasks and any actions 

taken or completed. 

7. Communicate information to relevant departments/agencies and to the media and 

public via a single designated spokesperson if necessary. 

8. At the conclusion of the investigation, document the investigation and control 

measures by way of a formal outbreak investigation report and complete an 

outbreak summary report form for the Queensland OzFoodNet Gastrointestinal 

Outbreak Register. 

9. Conduct a debrief, if required, to identify strengths and weaknesses of the 

outbreak investigation process and make recommendations to improve future 

investigations. 

10. OCT coordinator will identify person(s) responsible for completing the final written 

outbreak report and the OzFoodNet outbreak summary report.  

 

2.2 Communicable Diseases Unit  
 
The role of the CDU includes: 

• dissemination and co-ordination of information to EHU Food Safety Policy and 

Regulation Section and relevant areas of PHS and other agencies 

• liaison with the OCT coordinator 

• coordination of statewide outbreaks 
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• provision of advice, particularly when there is a perceived need to act outside the 

guidelines 

• regular review of guidelines and protocols 

• formation of a Statewide Outbreak Control Team (SOCT) during statewide foodborne 

illness outbreaks and identify roles of OCT members 

• maintenance of statewide lists of contacts 

• provision of resources to manage statewide outbreaks and advocate for PHU 

resources 

• coordination of training programs for Queensland Health staff involved in foodborne 

illness outbreak investigation. 

• briefing senior management within Queensland Health on significant outbreaks. 

 

2.3 OzFoodNet 
 
The role of OzFoodNet includes: 

• statewide surveillance of foodborne and other enteric illness, and the timely 

reporting/alerting of disease clusters and outbreaks to the relevant individuals and 

Population Health Units (PHU) 

• notification and provision of timely epidemiological information on any cluster 

investigations conducted by OzFoodNet that are potential outbreaks to the relevant 

individuals and PHU 

• coordination of the epidemiological component of an investigation during 

multijurisdictional (across Area Health Services) and statewide outbreaks 

• provision of timely written epidemiological outbreak reports of those investigations 

coordinated by OzFoodnet 

• provision of foodborne outbreak investigation resources and professional advice to 

PHUs if requested 

• provision of epidemiological assistance to PHUs during local outbreak investigations if 

resources permit 

• inform national OzFoodNet coordinating epidemiologist and other state and territory 

OzFoodNet sites of significant foodborne illness cluster or outbreak investigations 

conducted locally or across several jurisdictions in the state 

• communication and participation with other states/territories in the event of a multi-

state or nationwide foodborne illness outbreak 

• collation of gastrointestinal illness outbreak summary reports 



13 

• provision of formal bi-annual summary reports of the outbreak register in Queensland 

to PHUs 

• regular review of foodborne outbreak management guidelines and protocols 

• monitoring the occurrence of foodborne outbreaks in other states and territories which 

may impact on Queensland and communicating this information to PHUs and Director 

CDU 

• assist in the coordination and conduct of foodborne disease outbreak training 

programs for Queensland Health staff involved in foodborne illness outbreak 

investigation. 

 

2.4 Public Health Sciences (Laboratories) 
 
The laboratory component of an outbreak investigation can be divided into five parts: 

 

• examination of incriminated foods and environmental swabs 

• examination of faeces/vomitus specimens (and later serotyping) 

• provision of technical advice in relation to specimens, pathogens and available tests 

• participation as a member of the Outbreak Control team 

• coordination and distribution the samples to the relevant laboratory for analysis. 

 

Queensland Health Scientific Services has the ability to examine samples for a range of 

bacterial agents, viruses, parasites and toxins as listed at Appendix 1. All samples collected 

in connection with foodborne illness investigations should therefore be submitted to the 

Public Health Sciences laboratories wherever possible.  

 

2.5 Environmental Health Unit  
 
Food Safety Policy and Regulation Section will act as the lead section within the 

Environmental Health Unit. Their role is to: 

 

• be lead agency under the Food Act 1981 and provide advice to local government on food 

safety legislation 

• coordinate any statewide compliance and enforcement issues related to the outbreak 

investigation 
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• assist and coordinate food recalls in Queensland and liaise with Food Standards Australia 

and New Zealand regarding national food recalls 

• provide support to CDU and the PHU during foodborne outbreaks (ie. liaison with 

interstate counterparts, state food officers and FSANZ on legislative issues) and in the 

regular review of foodborne outbreaks 

• participate as a member of the Statewide Outbreak Control Team 

• coordinate statewide surveillance of food safety 

• liaise with other States/Territories concerning food safety issues and national coordination 

of any necessary action related to food safety and standards 

• evaluate foodborne/waterborne illness outbreak reports. 

 

The Environmental Health General and Environmental Health Medicine sections within the 

EHU are responsible for providing toxicological advice. 
 

2.6 Local government 
 
Local government has legislative responsibility for executing the food safety standards as 

delegated by the Food Act 1981. Local governments have a responsibility to inform the PHU 

– Environmental Health Services, in their vicinity, of any connected reports or complaints 

from the public and industry regarding foodborne illness. 

 

In a foodborne illness outbreak, EHOs employed by local government should work with 

Queensland Health staff to investigate outbreaks related to food businesses in their area. 

This may include inspection of premises, collection of samples and implementation of control 

measures. A log of all actions taken by local government should be maintained by those 

taking such action. A copy should be passed to the PHU when requested. 

 

To enable a timely response by the PHU when an outbreak occurs in an area remote from a 

PHU base, local government EHOs may be requested to take responsibility for the various 

aspects of the foodborne illness investigation. The PHU retains the coordinating role in any 

outbreak. 

 

Usually, environmental health officers within local governments are authorised officers under 

the Food Act 1981 and the Public Health Act 2005, and as such have responsibility for food 

safety and hygiene through education and enforcement programs, and the protection of 

public health. Local government environmental health officers may institute legal 
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proceedings, independent of any outbreak investigation, against people who commit offences 

under the legislation they enforce. 

 

2.7 Other Agencies 
 

2.7.1 Safe Food Queensland 
 
Safe Food Queensland (SF) has been established under the Food Production (Safety) Act 

2000 as a statutory authority to regulate, under food safety schemes, the production of 

particular primary produce and to ensure that Queensland’s food production systems meet 

national food safety standards. In practice, this means introducing and promoting industry-

based food safety programs that cover the span of primary produce from the paddock to the 

plate. 

 

Safe Food will assist the CDU, EHU or PHU, as required, in the investigation of foodborne 

illness outbreaks involving food production where Safe Food Queensland has jurisdiction. 

Safe Food has a responsibility to inform the PHU in their vicinity of any connected reports or 

complaints from the public regarding foodborne illness. 

 

Safe Food Queensland role includes: 

 

• keeping the Minister for Primary Industries informed on matters relevant to the 

outbreak 

• collaborating and undertaking joint investigation with PHU on primary produce 

suspected of contributing to the foodborne illness outbreak 

• contributing to the content of press releases/reports relating to the primary produce 

suspected of contributing to the outbreak to ensure appropriate relevant and accurate 

information is provided 

• conducting audits/inspections to ensure actions have been taken to correct problems 

contributing to the outbreak and prevent them from reoccurring. 

 

2.7.2 Department of Primary Industries 
 
Department of Primary Industries (DPI) responsibilities relating to food safety include animal 

and plant disease and chemical residue issues, development of agricultural food industries 

and wholesome supply of raw foods into the food manufacturing and food retail sectors. 
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Within this responsibility, in relation to foodborne illness outbreaks, DPI’s role is to: 
 

• collaborate on and undertake “on farm” investigations and associated laboratory 

investigations as appropriate, eg. to confirm a livestock species or a particular property 

which is indicated as a potential source of the foodborne pathogen 

• contribute to press releases/reports to ensure that relevant and accurate information is 

provided relating to an outbreak, the potential source/sources implicated (such as 

livestock and “on farm” situations) and evidence relating to the outbreak  

• develop preventive measures when a production practice is identified as the cause of 

a foodborne illness outbreak. 
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3. The investigation and control of an outbreak 
 
Investigation of disease outbreaks involves a combination of epidemiological, laboratory and 

environmental investigation. Although most outbreaks of foodborne disease have a 

microbiological aetiology, occasional incidents caused by chemical contamination do occur. 

The general principles of outbreak investigation apply to both types of agents. 

 

A number of steps need to be followed during an outbreak investigation of foodborne illness.  

The order of these steps will vary depending on the nature of the outbreak and include: 

 

 verifying that the alleged outbreak is in fact an outbreak 

 conducting hypothesis-generating interviews with initial cases 

 developing a case definition and refining this during course of investigation 

 describing the epidemiology of the outbreak including assessing the extent and 

severity of the outbreak 

 determining the aetiological agent causing the outbreak 

 deciding whether an outbreak control team (OCT) is warranted 

 conducting an environmental investigation and collecting appropriate food and clinical 

samples for laboratory testing 

 conducting an analytical study (to test hypotheses) 

 implementing control measures 

 debrief and final report. 

 

3.1 Notification of a suspected foodborne illness (FBI) outbreak 
 
The clustering of cases in terms of time, place or patient characteristics may signal the 

possibility of an outbreak. Suspected outbreaks of foodborne illness may be identified and 

reported through epidemiological surveillance, laboratory surveillance, notification from a 

medical practitioner or a complaint from a member of the public.  

 

Following detection or reporting of a suspected outbreak of cases of foodborne illness, it is 

necessary to gather further information to confirm and describe the extent of the outbreak. 

Confirmation of the existence of an outbreak requires verifying that the diagnosis is correct 

(and not due to laboratory error) and is common to all cases. In some instances, the 

diagnosis may take the form of a defined clinical syndrome, rather than a laboratory 

diagnosis of a specific aetiological agent.  
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An increase or cluster of laboratory confirmed cases of a foodborne pathogen, detected by 

epidemiological or laboratory surveillance, needs to be investigated with hypothesis-

generating case questionnaires. This is to determine if there is a likely common exposure 

among cases which would suggest an outbreak.  

 

For suspected outbreaks that are notified by a medical practitioner or a member of the public 

or industry, a foodborne illness outbreak is defined as the occurrence of two or more 

associated cases of foodborne illness (foodborne illness is defined as any illness of an 

infectious or toxic nature caused by the consumption of food or water). Population Health 

Units should ensure collection of relevant case details from the medical practitioner or 

member of the public who notifies a suspected foodborne illness outbreak. Information can 

be recorded on a standard hypothesis-generating outbreak case report form (available from 

QHEPS foodborne illness webpage).  

 

For outbreaks among defined cohorts involving a common meal, a standard catered 

function/common meal questionnaire that includes a menu option should be used.   

 

3.1.1 Collate the information collected from initial case interviews 
 
Collate and summarise all information collected from initial case interviews, including whether 

laboratory-confirmed or not. A line listing in an Excel spreadsheet or some other form should 

be kept for the purpose of recording summarised epidemiological information, and for 

monitoring and updating ongoing outbreak-associated cases. If information suggests an 

outbreak, identify common features among the cases to assist with developing a case 

definition. 

 

Guest/attendance lists and menus or a list of food items consumed should be collected for 

outbreak settings such as restaurants, functions or similar social events. 
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3.2 Investigation of the outbreak 
 

3.2.1 Outbreak Control Team (OCT) 
 
An outbreak control team should be formed to manage the investigation of an outbreak of 

foodborne illness (as outlined in 2.1.2). The requirement for and makeup of the OCT will 

depend on factors such as the number of cases and population at risk, the organism/agent 

and its severity, the extent of the outbreak, the location of the outbreak (eg. in a high-risk 

establishment or a vulnerable population), public concern and media interest and the 

potential public health risk. If the outbreak is clearly understood and an OCT is not convened, 

a short written outbreak report and outbreak summary form are still required to be completed. 

 

A central outbreak log should be kept of all activities associated with the outbreak, including  

minutes of meetings, delegated tasks and actions taken by team members, laboratory results 

and other relevant information.  

 

The Foodborne Illness Outbreak Management Record (FOMREC) provides a list of tasks to 

assist in the management of the investigation. 

 

3.2.2 Develop a case definition 
 
A case definition is a standard set of criteria to be used in the outbreak investigation to 

decide who is a case and who is not. A case definition should include well-defined clinical 

symptoms (+/- laboratory criteria) and restrictions by time, place and person (ie. the time 

period when an illness should have occurred must be specified, as well as the location and 

who is at risk). The initial case definition may be revised and updated during the course of the 

investigation. Separate definitions may be developed for confirmed and suspected cases. 

For example, an individual who attended a specific event and developed diarrhoea or a 

combination of 2-3 gastrointestinal symptoms within a specified time period after the event.         

 

3.2.3 Further case finding 
 
Attempt to identify additional persons who meet the case definition. This allows a more 

accurate estimate of the magnitude of the outbreak, it reduces the likelihood of bias which 

may occur by only focusing on cases detected early in the investigation and it increases the 

sample size (thereby providing more statistical power to identify risk factors).  
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Examples of potential sources for further cases include: 

• reviewing notifiable disease reports 

• interviewing symptomatic contacts of known cases 

• requesting local hospitals / GP’s to report patients who meet the case definition 

• requesting local pathology laboratories to notify patients with the same aetiological agent 

• where applicable, requesting workplaces/schools/institutions to report persons with 

gastrointestinal  symptoms or absenteeism 

• obtaining guest lists or lists of attendees from functions/social events 

• interest as a result of media coverage (in consultation with the Director, Communicable 

Diseases Unit). 

 

3.2.4 Collect information about cases *  
 
The collection of detailed information should be completed using a structured questionnaire 

such as the Queensland Health Outbreak Investigation Case Questionnaire (for 

community-wide outbreaks) or the Catered Function/Common Meal Questionnaire (for 

common event outbreaks). In some instances, it may be necessary to modify the 

questionnaire to suit the individual investigation. Advice on questionnaire design and 

availability of other specific foodborne pathogen questionnaires (e.g. Salmonella, 

Campylobacter and Vibrio questionnaires) can be provided by the Queensland OzFoodNet 

epidemiologist (questionnaires available on QHEPS foodborne illness webpage). 

 

Information to be collected from each case includes:  

• identifying information (name, address etc) 

• demographic information (age, gender, occupation, etc) 

• clinical information (date/time of onset, signs and symptoms, hospitalisation, death, etc) 

• laboratory information 

• risk factor information (food history, travel history, environmental exposures, etc) 

• social events/functions attended 

• contacts with similar symptoms.  

 

Some additional information may be available by reviewing laboratory reports and medical 

records.  

 

Care should be taken to fill in all boxes on the questionnaire. For example, when collecting 

information on the symptoms experienced, please tick all boxes, not just the ‘main symptoms’ 
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experienced. Similarly, with consumption of food items, please tick all boxes as variables with 

missing information are excluded from any data analysis. 

 

* Please refer to Queensland Health OzFoodNet Interviewer Manual for information on 

interviewing techniques and collection/recording of data.   

 

 
Example of correct and incorrect methods when filling in a questionnaire 
 

WRONG      RIGHT 
 

 

Ye
s 

N
o 

D
K

/N
S 

 

 

Ye
s 

N
o 

D
K

/N
S 

Vomiting     Vomiting    
Diarrhoea     Diarrhoea    
Stomach Cramps     Stomach Cramps    
Blood in stools     Blood in stools    
Nausea     Nausea    
Fever     Fever    
Chills     Chills    
Headache     Headache    
Fatigue     Fatigue    

 
 
 
 3.2.5 Sampling 
 
If required, cases should be encouraged to provide a stool and/or vomitus specimen as early 

as possible during the investigation. Specimens should preferably be collected from patients 

who are still symptomatic. 

 

Food samples should also be collected where appropriate in consultation with the Public 

Health laboratory, Queensland Health Scientific Services. Always consult the laboratory prior 

to collection of samples.  

 

The Foodborne Pathogens Compendium (Appendix 9) also provides information on 

appropriate specimens to collect, transport of specimens and type of diagnostic tests 

available at the laboratory for specific pathogens. 

 

3.2.6 Conduct a descriptive analysis of data collected from cases 
 
The data collected from the questionnaires should be entered into a database or spreadsheet 

and a descriptive analysis of the cases completed. This descriptive analysis assists with 
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establishing a hypothesis about a potential food vehicle or source of infection that may be 

associated with the illness and guides further investigation.  

 

The analysis should aim to characterise the cases in terms of time, place and person, as well 

as describe the clinical characteristics of the cases. Cases should also be investigated for 

common or unusual exposures that may be potential risk factors for illness. This analysis 

should preferably be completed by an epidemiologist or staff member with good 

epidemiological skills. The descriptive epidemiology should be updated constantly during the 

course of the investigation. 

 

Descriptive data should include the following: 

• number of persons at risk of illness 

• case definition and number of persons meeting case definition 

• number of cases interviewed; number of laboratory-confirmed cases 

• characteristics of cases (age, gender, etc) 

• onset dates of case symptoms and epidemic curve 

• clinical data (signs, symptoms, incubation period, duration of illness, % hospitalised, % 

laboratory-confirmed, % seen by doctor, number of deaths) 

• description/proportion of common exposures among cases 

 

3.2.7 Initial inspection of premises 
 
If a catering or other premises appears to be involved, early inspection by EHOs is 

imperative. The initial assessment may include the following: 

• reviewing and recording the ingredients, processes and staff involved in the preparation of 

suspect foods or foods served at the time that cases were exposed 

• viewing Hazard Analysis and Critical Control Point (HACCP) record-keeping systems, 

protocols and manuals 

• identifying critical control points and faults/failures in the production processes 

• obtaining measured evidence of Critical Control Point (CCP) failure using temperature 

probe, data logger or pH 

• checking results of any previous audits 

• sampling of suspect foods and the environment 

• obtaining a copy of the menu or list of foods that were served (for common meal events) 

• collecting information on the preparation and storage of cooked food 

• assessing potential for cross-contamination from raw to cooked foods 
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• checking for illness among staff and staff absenteeism records 

• interviewing food workers 

• reviewing general hygiene issues 

• implementing control measures where necessary. 

 

Focus environmental health investigation on potential hazards associated with a CCP. 

 

Major hazard categories are: 

• contamination of food 

• bacterial growth / multiplication in food 

• pathogen survival in food. 

 

Contamination of food 

 

 cross contamination on food preparation bench 

 food handler contamination 

 ingestion of contaminated raw product 

 inadequate washing of an uncooked food product 

 inadequate cleaning of processing equipment 

 irrigation or washing in contaminated water 

 

Bacterial growth / multiplication in food 

 

 time factors - too slow cooling of cooked product 

 improper holding/storage temperature (cold/hot) 

 

Pathogen survival in food 

 

 insufficient time and/or temperature during cooking of food 

 inadequate reheating of cooked food 

 inadequate disinfection 

 

3.2.8 Traceback of food products 
 
Traceback of food products may be required during the investigation of dispersed community 

outbreaks, due to a contaminated food product in which the contamination most likely did not 



24 

occur at the point of food preparation. The purpose of conducting such tracebacks is to 

determine the source and distribution of the implicated food product and identify potential 

sites of contamination up the food chain (eg. manufacturing level, farm). Involvement of the 

appropriate agencies (eg. Safefood / Dept of Primary Industries) can assist with the collection 

of information and sampling of foods. 

 

Tracebacks of implicated food items are usually based on epidemiological and/or 

microbiological evidence and often result in a recall of the product or some other form of 

regulatory action. Information to be collected includes: 

• code numbers 

• lot numbers 

• expiry dates 

• dates received 

• names of wholesalers / distributors.  

 

Copies of invoices should be obtained where appropriate (not verbal evidence). The validity 

of traceback strongly depends on receipt of proper documentation.  

 

3.2.9 Laboratory investigation 
 
The laboratory should be consulted early in the investigation and where possible, a laboratory 

staff member should be a key member of the OCT. Laboratory investigation is important for 

identification of the causal agent in both clinical and environmental samples and ongoing 

surveillance for further laboratory-confirmed cases. Advice can be provided on potential or 

likely organisms or toxins that may be causing the outbreak, the appropriate specimens to 

collect, quantity of specimens and types, and timeliness of tests that can be used for 

diagnosis and typing.  

 

The laboratory should be consulted about specific specimen storage and transport 

requirements. A specimen collection kit should already be assembled in preparation for an 

outbreak.  A list of items required for this kit are listed in Appendix 2. 

 

3.2.10  Review information/evidence:  make a decision on further investigation and 
control 
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Information collected from the descriptive epidemiology, in combination with the 

environmental investigation and laboratory results, should be reviewed to determine whether 

the investigation can cease or whether further investigation is warranted.  

 

Further investigations would likely be required for the following scenarios:  

• if there is insufficient information to implement control measures or prevent further 

outbreaks occurring due to the same source 

• outbreak is still ongoing 

• aetiological agent unknown 

• source and mode of transmission unknown 

• new or unusual aetiological agent 

• high public/media interest. 

 

If there is insufficient evidence to strongly support an hypothesis developed from the 

descriptive investigation, then an analytic epidemiological study may be necessary to test the 

hypothesis or a range of hypotheses. This type of evidence may also be useful to further 

guide the environmental and/or laboratory investigation. 

 

The essential feature of an analytic study is the use of a comparison group that enables 

quantitative statistical associations between exposures and illness to be calculated. Two 

types of studies that use a comparison group are common in outbreak investigations, the 

case control study and the retrospective cohort study. The population health unit 

epidemiologist or OzFoodNet epidemiologist should be consulted for the design and 

implementation of these studies. 

 

The study design is usually dictated by the nature of the outbreak. Efficiency is an important 

criterion in planning a study; a rapid result is essential if the information is to give maximum 

benefit. Delayed investigations may be useful in terms of their impact on long term outbreak 

prevention policies but do not impact on the outbreak being managed. It may be advisable to 

conduct an analytic study using a small number of cases and controls. This can always be 

extended if required. 

 

If the analytic epidemiology indicates the null hypothesis to be true and no significant 

association is found between the exposure and illness, other hypotheses must be reassessed 

and new vehicles or modes of transmission be considered. On the other hand, sometimes a 
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more specific control group is needed to test a more specific hypothesis and a second case-

control study will be required. 

 

 
3.2.11  Implement control measures  
 
In most instances, the primary goal of outbreak investigations is control and prevention. 

Control measures should be considered at all stages of the investigation and based on the 

evidence implemented as soon as possible. Control measures can be implemented through 

three main areas: 

1. the outbreak source 

2. the vehicle of transmission 

3. human transmission. 

 

Examples of control measures at the source: 

• closure of food premises 

• prohibiting sale or use of food 

• product recall 

• modification of processes / procedures in preparation of food 

• exclusion or restriction of activities of food workers. 

 

Examples of control measures aimed at the vehicle of transmission: 

• removal or recall of contaminated product 

• modified handling or cooking instructions. 

 

Examples of control measures aimed at preventing human transmission: 

• exclusion of cases from school or work (see Appendix 3) 

• advice on personal hygiene 

• food safety education of food workers 

• issuing public health alerts (eg. ‘boil water’ notices) 

• administration of vaccine or chemoprophylaxis (eg. hepatitis A outbreak). 

 

3.3 Declare the outbreak over  
 
The point at which an outbreak can be declared over depends very much on  

 

• the nature of the outbreak  
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• the pathogen involved  

• the source of infection 

• the control measures in place 

 

The OCT has to decide when an outbreak is over and when a statement can be made that 

there is no longer a risk to public health. As a general guide, a minimum period of two 

incubation periods without any new cases should occur before the outbreak is declared over. 

 

3.4 Structured review of outbreak - Debrief 
 
A structured review of an outbreak will provide the opportunity to identify strengths and 

weaknesses in the current investigation and provide information to improve the management 

of similar investigations in the future. All members of the OCT and other persons who 

assisted should attend the review. It should be chaired by the outbreak coordinator or other 

person as appropriate (eg. an external facilitator) depending on the size and type of outbreak. 

 

A structured template listing the topics to be addressed during the debrief is provided in the 

appendix of this document and an electronic version is available on the QHEPS foodborne 

illness webpage. 

 

3.5 Prepare documentation 
 
Upon completion of the debrief, details of the investigation should be documented by way of 

a written general foodborne illness outbreak report. The outbreak report should then be 

distributed to all parties involved in the investigation. A copy of the report should be 

forwarded to the Communicable Diseases Unit and OzFoodNet. 

 

In addition, a final gastrointestinal outbreak summary report should be completed within 

two weeks of the completion of the investigation to enable entry of summary information into 

the Queensland Health Gastrointestinal Outbreak Register (co-ordinated by OzFoodNet, 

Communicable Diseases Unit). 

 

The following is a standard format for a written foodborne illness outbreak report.  However, 

this format may be modified depending on the complexity of the outbreak. 

 

i. Introduction -  contains a statement of the problem and the events that led to the  
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    investigation 

ii. Background - contains a description of the problem, the steps undertaken to confirm  

    its existence, and the objectives of the investigation 

 

iii. Methods 

 (A) Epidemiological - descriptive and analytic methods 

 (B) Environmental - inspection and traceback methods 

 (C) Microbiological -  clinical, food and environmental sample analyses 

 

iv. Results 

 (A) Epidemiological  -descriptive results 

     -analytic results 

 (B) Environmental -results of inspection and traceback 

 (C) Microbiological -microbiological or other laboratory results 

 

v. Control measures -used in the investigation to prevent further spread of outbreak 

 

vi. Discussion  -interpretation and validity of all results, limitations and potential  

     biases, Hill’s criteria for causation 

 

vii. Conclusions and recommendations  

viii.  Acknowledgements 

ix. Supporting documentation (inspection reports, letters, menus, laboratory results, etc) 

 

 

The electronic excel version of the outbreak summary report form (OzFoodNet 

Gastrointestinal Outbreak Summary Report) is available from QHEPS foodborne illness 

webpage.   

 

Freedom of Information legislation may apply to these reports. Confidentiality is essential in 

any investigation and all information should be treated as such. 

 

3.6 Freedom of Information Act 1992  
 
The Freedom of Information Act applies to all documents held by (in the possession and/or 
control of) Queensland Health (including all Health Service Districts and the PHU). The Act 
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applies to all documents of Queensland Health irrespective of who created the documents or 

from where the documents were forwarded. Therefore, it applies to all documents held in 

relation to a particular investigation (that is, documents from the commencement to the 

completion of the investigation). 

 

A number of exemptions have been used previously by delegated FOI officers in relation to 

FOI applications that concern these types of investigations. All exemptions are subject to a 

public interest test. 

 

Timing of the FOI application can also affect the applicability of certain exemptions. If the FOI 

application is received while the investigation is still ongoing, the deliberate processes 

exemption (section 41 (1) of the Act) may be applicable, provided the delegated FOI officer 

has sufficient evidence to meet the requirements of the exemption. If you receive an 

application under the Freedom of Information Act, please immediately contact either the 

Legal and Administrative Law Unit in Corporate Office or the FOI decision-maker in the 

Health Service District associated with your PHU. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
4. Communications 
 

4.1 OCT communication 
 
Good communication between members of the OCT is essential. This commences with initial 

notification of an outbreak through NOCS. Regular meetings should be held (and minuted) 
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throughout the course of the outbreak. Decisions made regarding further actions and who is 

responsible for such should be noted. 

 

It may be necessary to coordinate media messages with the Local Government to ensure 

accurate and timely advice is relayed to all parties involved in the outbreak. It is important to 

continue this relationship and liaise with all organisations throughout the outbreak. 
 

Each individual should keep comprehensive notes on their actions, observations, information-

received etc. This is necessary for legal purposes as well as to enable completion of an 

investigation report. Information about people involved in foodborne illness investigations is 

confidential and should only be discussed with those involved in the investigation. 

 

4.2 Communication within Queensland Health 
 
The Director CDU is responsible for informing senior management in Queensland Health of 

significant outbreaks. The size and type of an outbreak will determine who needs to be 

informed. In most cases reports and updates can be simultaneously emailed to Chief Health 

Officer, Executive Director Population Health Services, Director EHU (Corporate Office) and 

the Senior Public Affairs Officer (Corporate Office). The decision will be made by a senior 

director if others (eg. the Minister; Area Health Manager) need to be informed by briefings or 

by other means. 

 

4.3 Media communication 
 
Effective media communication is important to ensure appropriate and non-conflicting public 

health messages are communicated. The following guidelines apply: 

 
 Local outbreaks and across Area Population Health Services 
 
The Population Health Services Public Affairs Officer should be contacted by the OCT 

coordinator and briefed of the situation. The Senior Public Affairs Officer will advise on the 

appropriate course of action regarding media and communications, both internal and 

external, and coordinate any necessary media statements, publications and approvals before 

comment is released to the media. 
 

All media enquiries (including after hours) should be directed to the Senior Public Affairs 

Officer. For assistance in designating media spokespeople refer to Media Contact Guidelines 

for Queensland Health Employees. 
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Any significant or contentious issues that are likely to be the focus of significant media 

interest or that may be raised in Parliament, require the preparation of a briefing note(s) for 

the Executive Director, Population Health Services who will decide to whom it should be 

forwarded. 

 
 
 Statewide/interstate/international issues 
 
The Director, CDU, will advise the Senior Public Affairs Officer (Division of the Chief Health 

Officer) as soon as possible of the situation. This Officer will advise on the appropriate course 

of action on media and communications, both internal and external, and coordinate any 

media statements, publications and approvals before comment is released to the media. 

 

Liaison will be made with Public Affairs and the Minister’s Office through usual channels. 

Copies of any media statements will also be sent to the Director-General and the Chief 

Health Officer, the Executive Director Population Health Services, Principal Adviser - Foods, 

Managers of Area Population Health Services, and Area Health Services Senior Public 

Affairs Officers.  

 

As per Queensland Health’s Media Contact Guidelines, the major spokesperson on outbreak 

management issues is the Executive Director Population Health Services (or their delegate 

generally the Director, CDU). Media enquiries (including after hours) should be directed to the 

Senior Public Affairs Officer (Division of the CHO). 
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Appendices 
  
Appendix 1.  List of bacterial agents/toxins able to be examined by Public Health 
Sciences (Microbiology, Virology)  
 
 Coagulase positive/negative Staphylococci (food, faeces, vomitus, water) 
 Clostridium perfringens (food, faeces, water) 
 Bacillus cereus (and other Bacillus spp.) (food, vomitus, faeces) 
 Salmonella spp.  (food, faeces, water) 
 Campylobacter spp. (food, faeces, water)  
 Enterohaemorrhagic E. coli (food, faeces, water)  
 Staphylococcal enterotoxin (food, faeces, vomitus)  
 Bacillus cereus emetic toxin (food, faeces, vomitus – under development) 
 Bacillus spp. diarrhoeal toxin (food, faeces) 
 Clostridium perfringens enterotoxin genes (faeces and food isolates)  
 Shiga-like toxins and toxin genes/virulence factors (food, faeces)  
 Vibrio parahaemolyticus & virulence genes (food, faeces) 
 Vibrio cholerae O1 and O139 & cholera toxin genes (food, faeces, water)  
 Listeria monocytogenes (and other Listeria sp.) (food, faeces) 
 Yersinia enterocolitica (food, faeces, water)  
 Cryptosporidium/Giardia (water, faeces) 
 Other parasites (faeces, possibly food and water) 
 Cyclospora cayetanesis detection by PCR (food, water, faeces)  
 Coliforms/ E. coli (food, water) 
 Enteropathogenic/toxigenic E. coli genes (food, water, faeces isolates) 
 Pseudomonas aeruginosa (water) 
 Legionella sp.(water) 
 Enterococci/ Faecal Streptococci (water) 
 Shigella sp. (food, water, faeces) 
 Calicivirus (Norovirus) (faeces, vomitus) 
 Hepatitis A virus (faeces, vomitus, serum, shellfish) 

Rotavirus (faeces) – rarely associated with outbreaks / common in infants and parents of 
infants 

 Astrovirus (faeces) – rarely associated with outbreaks / common in young children 
 Adenovirus (faeces, vomitus) – rarely associated with outbreaks / common in general 

population 
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Appendix 2.  Equipment useful for an investigation of a foodborne illness outbreak 
and specimen collection 
 
Specimen requirements vary depending on the causative agent and the type of sample. 
Appendix 4 provides a list of agents, symptoms and timeframes for collection of samples 
for examination. Specimens should be collected before the patient takes any medication 
as medication can influence the result of any microbiological examination. Request all ill 
persons to provide relevant specimens in clean jars or plastic containers which are to be 
tightly sealed, labeled and stored under refrigeration until collected or deliver a food-
borne illness kit to the person for this purpose. 
 
Samples are to be kept cold (40C if possible) from collection until received by the 
laboratory. (The only exception to this is collection of faeces samples from cases 
suspected to be suffering from enterohaemorrhagic E. coli, which should be frozen to 
ensure the toxins present are preserved for analysis). 
 
1.  Foodborne illness kit should include: 
 
 Foodborne illness questionnaire 
 Plastic hazard bag (to enclose all materials) 
 Sterile specimen container 
 Information sheet on how the person is to provide the specimen 
 Disposable, non-sterile plastic gloves 
 One plastic spoon 
 One alfoil bag  
 
 The kit can be packaged in a plastic container that can be used to collect the 

specimen. 
 
2. Transport equipment 
 
 Freezer bricks, eskies, labels, marker pens, data loggers, transport schedules (air, 

bus, rail etc) and freight consignment pads. Where special media is used for the 
collection of samples, Public Health Services (Microbiology) should be consulted. 

 
3. Equipment for collection of food samples and environmental swabs 
 
 Spoons, scoops, tongue depressors, knives, sterile containers, plastic bags, 

notebook, swab media tubes, digital thermometer, single use alcohol wipes, 
disposal gloves, sample report books. 

 
4. Supporting equipment 
 
  Seizure and detention notice books, official notebook, official sample book and 

official seals, official ID, legislation, street directory, and torch. Video or 
photographic equipment will be useful during an investigation.
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Appendix 3.  FACT SHEET - How to collect a faecal specimen 
 
To carry out a microscope examination, we require a specimen of faeces. The following 
guide is given for your assistance. 
 
1. Check the label on the specimen container, to ensure it gives the following patient 

and specimen particulars: 
 

(a) patient’s christian (first) name and surname 
(b) date of birth (d.o.b.) 
(c) address 
(d) time and date the sample was taken. 

 
2. Place a thoroughly clean container (newspapers and/or ice cream containers) into 

the toilet. 
 
3. Defecate into the receptacle, taking care to exclude urine – if possible. 
 
4. By means of the scoop in the given container: 
 

Remove a portion of the deposited faeces and add to the dry, empty specimen 
container, which the Environmental Health Officer has provided, so that the 
specimen container is one third filled. (Discard all other faecal matter into the toilet 
and dispose of the original container, eg. ice cream container). 

 
5. Place the lid firmly on the specimen container. 
 
6. Place the specimen container in the foil bag and write your name on the outside of 

the bag. 
 
7. Return the specimen container to the Environmental Health Officer without delay as 

arranged. It is wise to wrap the container in an outer wrapper. 
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Appendix 4.   FBI OUTBREAK MANAGEMENT RECORD 

 
OUTBREAK TEAM MEETING No.______  DATE: _____/_______/_____ TIME: __________am/pm 

 
Attendees:_______________________________________________________________________
_________________________________________________________________________________
_________________________________________________ 

 
Task * 
 

Delegate Comments Done 
(Initials) 

Date 

1. Food Complaint number?  F/C No. __________   
2. Index person(s) 
interviewed? 

    

3. Clinical samples obtained 
from index (es)? 

    

4. Initial suspect foods (incl. 
leftovers) despatched? 

    

5. List of menu items 
obtained? 

    

6. Local GP(s) and labs 
interviewed? 

    

7. QHSS - Food Microbiology 
alerted? 

    

8. Local government or other 
relevant authority alerted? 

    

9. List of other patrons and 
staff roster at venue obtained? 

    

10. QHSS notified of patron list 
or other known contacts? ** 

    

11. Other patrons interviewed / 
specimens obtained? 

    

12. Food premises audited?     
13. Staff at venue interviewed 
about recent illness / 
specimens? 

    

14. Customised questionnaire 
developed & epi data 
reviewed? 

    

15. Collation of details of 
samples sent to QHSS? 

    

16. Admin. Officer to record 
details of meetings? 

    

17. Managers, PHUN/ 
EHU/CDU/PHS informed? 

    

18. Briefing notes prepared?     
19. All documents collated?     
20. Outbreak debriefed?     
21. Reports completed?     
*   Task list order may vary according to each outbreak 
** To assist tracing of private pathology specimens 
 
Signature__________________Name___________________________ OCT Coordinator  
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REMEMBER TO ALSO LOG YOUR OWN SEQUENCE OF OUTBREAK EVENTS 
 
Appendix 5.  Debrief template 

  
Outbreak Control Team Meeting 

Minutes of Debrief 
 
 

PRESENT:  APOLOGIES: 
     

     
     
     

Outbreak name:  

Date / time:  

General objectives: 

 
• What were positive outcomes from investigation? 
• What was learnt from investigation and where can we improve (epi/environ/lab investigations)? 
• How successful was outbreak team collaboration and communication? 
• Can we make recommendations to improve the conduct of future investigations to other PHS 

staff/units? 
 
Proceedings of Outbreak Debrief: 
 
 
1.0 Preparedness for this type of investigation (includes - resources, guidelines, 
questionnaires, databases, etc): 
 
•  
 
Actions: 
 
•  
 
 
2.0 Co-ordination of outbreak meetings, communication (including media management) 
 
•  
  
 
Actions: 
 
•  
 
 
3.0 Record Keeping (responsibility) 
 
•  
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Actions: 
 
•  
4.0 Epidemiology 
 
•  
 
 
Actions: 
 
•  
 
 
5.0 Environmental Investigation (sampling, food safety assessment report) 
 
•  
 
 
Actions: 
 
•  
 
 
6.0 Trace back investigations (coordinating and summarising information, distribution of 

information, other stakeholders, documentation (e.g. observed invoices) etc) 
 
•  
 
 
Actions: 
 
•  
 
 
7.0 Laboratory (consultation / appropriate samples/ estimated timeframe for results, etc) 
 
•  
 
 
Actions: 
 
•  
 
 
8.0 Interviews (management/co-ordination, quality of data collection) 
 
•  
 
 
Actions: 
 
•  
 
 
9.0 Questionnaire development / Information management  (case series, case control study, 

collating of questionnaires, databases, etc) 
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•  
 
 
Actions: 
 
•  
 
 
10.0 Delineation of responsibilities 
 
•  
 
 
11.0  Unforseen difficulties 
 
•  
 
 
12.0  Documentation 
• Outbreak summary report 
• Debrief recommendations and who should receive copies of debrief 
• How do we address gaps in capacity to investigate these types of ……………….. outbreaks / 

prepare for next event! 
 
Actions: 
 
•  
 
 
 
 
 
 

Debrief concluded at _________am/pm 
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Appendix 6.  Exclusion periods for persons with enteric diseases 
 
 

Pathogen Health Care Worker Child Care Worker Food Handler 

Paratyphoid / Typhoid 2 x consecutive negative 
stool specimens, one 
week apart (after 
completion of antibiotic 
therapy). 

2 x consecutive negative 
stool specimens, one 
week apart (after 
completion of antibiotic 
therapy). 

2 x consecutive negative 
stool specimens, one week 
apart (after completion of 
antibiotic therapy). 

Salmonella 48 hrs after resolution of 
diarrhoea and vomiting 

48 hrs after resolution of 
diarrhoea and vomiting 

48 hrs after resolution of 
diarrhoea and vomiting 

Shigella 48 hrs after resolution of 
diarrhoea and vomiting 

48 hrs after resolution of 
diarrhoea and vomiting 

48 hrs after resolution of 
diarrhoea and vomiting 

STEC 2 x consecutive negative 
stool specimens, >24 hrs 
apart (at least 48 hrs after 
last dose of 
antimicrobials) 

2 x consecutive negative 
stool specimens, >24 hrs 
apart (at least 48 hrs 
after last dose of 
antimicrobials) 

2 x consecutive negative 
stool specimens, >24 hrs 
apart (at least 48 hrs after 
last dose of antimicrobials) 

E. coli (other than 
STEC) 

48 hrs after resolution of 
diarrhoea and vomiting 

48 hrs after resolution of 
diarrhoea and vomiting 

48 hrs after resolution of 
diarrhoea and vomiting 

Campylobacter 48 hrs after resolution of 
diarrhoea and vomiting 

48 hrs after resolution of 
diarrhoea and vomiting 

48 hrs after resolution of 
diarrhoea and vomiting 

Vibrio cholerae / 
Vibrio 
parahaemolyticus 

48 hrs after resolution of 
diarrhoea and vomiting 

48 hrs after resolution of 
diarrhoea and vomiting 

48 hrs after resolution of 
diarrhoea and vomiting 

Clostridium botulinum None required None required None required 
Bacillus cereus None required None required None required 
Clostridium 
perfringens 

48 hrs after resolution of 
diarrhoea 

48 hrs after resolution of 
diarrhoea 

48 hrs after resolution of 
diarrhoea 

Staphylococcus 
aureus 

None required None required Exclude any foodhandlers 
with purulent lesions on 
hands, arms and face 
(nasal carriers do not need 
to be excluded) 

Viral gastroenteritis 48 hrs after resolution of 
diarrhoea and vomiting 

48 hrs after resolution of 
diarrhoea and vomiting 

48 hrs after resolution of 
diarrhoea and vomiting 

Hepatitis A 7 days after onset of 
jaundice and/or 
symptoms 

7 days after onset of 
jaundice and/or 
symptoms 

7 days after onset of 
jaundice and/or symptoms 

Cryptosporidiosis 48 hrs after resolution of 
diarrhoea and vomiting 

48 hrs after resolution of 
diarrhoea and vomiting 

48 hrs after resolution of 
diarrhoea and vomiting 

Giardia/Entamoeba 48 hrs after resolution of 
diarrhoea and vomiting 

48 hrs after resolution of 
diarrhoea and vomiting 

48 hrs after resolution of 
diarrhoea and vomiting 

Unknown agent 48 hrs after resolution of 
diarrhoea and vomiting 

48 hrs after resolution of 
diarrhoea and vomiting 

48 hrs after resolution of 
diarrhoea and vomiting 

 
 
Division 4 – Health and hygiene requirements of the Food Safety Standard 3.2.2 Health 
of Food Handlers deals with the health and hygiene of food handlers. It states that a food 
handler who has a symptom that indicates the handler may be suffering from a foodborne 
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disease, or knows he or she is suffering from a foodborne disease, or is a carrier of a 
foodborne disease, must, if at work: 
 
(a) report that he or she is or may be suffering from the disease, or knows that he or she is 

carrying the disease, to his or her supervisor, as the case may be; 
(b) not engage in any handling of food where there is a likelihood of food contamination as 

a result of the disease; and 
(c) if continuing to engage in other work on the food premises – take all practicable 

measures to prevent food from being contaminated as a result of the disease.  
 
A food handler who suffers from a condition must, if at work: 
 
(a) if there is a reasonable likelihood of food contamination as a result of suffering the 

condition – report that he or she is suffering from the condition to his or her supervisor; 
and 

(b) if continuing to engage in the handling of food or other work – take all practicable 
measures to prevent food being contaminated as a result of the condition.  

 
There are sections on hygiene of food handlers and the requirements for the food 
businesses in relation to the health and hygiene of food handlers and the general duties of 
food businesses. 
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Gastrointestinal/Foodborne Outbreak Summary Form 
 
Introduction 
This form is used to report summary information about gastrointestinal and foodborne outbreak investigations to OzFoodNet.  Definitions 
of outbreaks that are included in this surveillance scheme are included in the guide at the end of the form.  Completed forms should be 
faxed or emailed to the OzFoodNet epidemiologist, Qld Health. We encourage you to complete as much of this form as possible.  
 

Please do not leave items blank.  Write “Unknown” where applicable. 
 
Location Information 
1. Population Health Services (Tick one)   

  Tropical  

  Central  

  Southern  

  Statewide (CDU)  

2. (a) Outbreak Name ____________________________________________________________    

(b) OzFoodNet Outbreak Ident. No.________  (to be completed by OzFoodNet Epidemiologist) 

(c) NOCs Outbreak Ident. No._________    

3. Transmission (Tick one; See guide for definitions) 

  foodborne 

  suspected foodborne 

  waterborne (including recreational water) 

  suspected waterborne (including recreational water) 

  animal-to-person 

  person-to-person 

  unknown 

4. Spread of Outbreak (Tick one) 

  single local government area 

  multiple local government areas 

  multiple health department regions 

  statewide 

  multi-state (circle all states affected) 

NSW   VIC   QLD   SA   WA   TAS   NT   ACT 
  international (Specify countries involved _________________________) 



   

 

Setting Information 
5.  Setting where exposure occurred or food was eaten (Tick one) 

  aged care facility   commercial caterer 

  hospital   cruise / airline 

  school   fair, festival, circus 

  college / university   picnic 

  child care   private residence 

  military institution   petting zoo 

  camp   farm 

  institution – other   health spa / resort 

  restaurant / café   other 

  national franchised fast food restaurant   unknown 

 

6.  Setting where food prepared (Tick one) 

  aged care facility   commercial manufactured food 

  hospital   grocery store / delicatessen 

  school   bakery 

  college / university   fair, festival, circus 

  child care   farm 

  military institution   imported food 

  camp   picnic 

  institution – other   private residence 

  restaurant / café   other 

  take-away   not applicable 

  national franchised fast food restaurant   unknown 

  commercial caterer  

  cruise / airline  

 



   

 

Descriptive Information  
 
7. Case definition ______________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

8.    Date of onset for the first case __ / __ / _____ 

9.    Date of onset for the last case __ / __ / _____ 

10.  Number of people at risk of illness ____________ 

11.  Number of people interviewed ____________ 

12.  Number of people ill ____________ 

13.  Number of cases laboratory confirmed ____________ 

14.  Number of cases who presented to a medical practitioner ____________ 

15.  Number of cases that were hospitalised ____________ 

16.  Number of cases who died ____________ 

17.  Median age of cases (years) ____________ 

18.  Percentage of cases that were male (%) ____ . ___ 

19.  Percentage of cases that were female (%) ____ . ___ 

20.  Percentage of cases with unknown gender (%) ____ . ___ 

21.  Symptom profile 
Number of cases reporting symptom information. Please add information about other symptoms as necessary. 

Symptom Number with 
symptom 

Number of cases 
providing information 

Nausea   
Vomiting   
Diarrhoea   
Bloody Diarrhoea   
Fever   
Abdominal Pain   
Reverse Temperature 
Sensation 

  

Numbness / Skin tingling   
Itching   
Rash   
Joint pain / muscle pain   

 
22.  Incubation period and duration of illness for cases. Please only include cases meeting the 
case definition for the investigation.  The median can be recorded as DAYS (partial days 
expressed as a decimal) or HOURS.  PLEASE INDICATE THE TIME UNITS USED. 
 

Period Median  
Incubation Period ____Hrs /____Days 
Duration of Illness among those who recovered ____Hrs /____Days 



   

 

Epidemic Information  
23. Vehicle responsible for the outbreak (Specify the exact food, water source or animal, OR state 

no vehicle identified) 

________________________________________________________________________  

24. Food code (4 digit)  (to be completed by OzFoodNet Epidemiologist) 
 

25. Level of evidence for implicated outbreak vehicle (Tick one or more) 

  statistical evidence from epidemiological investigation  
  laboratory evidence 
  compelling supporting descriptive evidence 
  other data (eg same phage type found on farm that supplies eggs) 
  specific evidence lacking but prior experience makes this likely source 
  not applicable 

 

26. Type of epidemiological investigation  (Tick one) 

  point source cohort 
  case control study 
  case control and cohort studies 
  case series 
  other (please describe) ________________________________________ 
  no formal study undertaken 

 

27. Water source responsible for the outbreak  (Tick one) 

  metropolitan water supply 
  rural water supply 
  non-public water supply 
  individual house supply 
  camp or recreation area 
  spring 
  stream 
  bottled 
  beach 
  river 
  lake 
  spa pool 
  swimming pool 
  not applicable 

 

28. Laboratory confirmation of food vehicle  (Tick one) 

  agent in unopened epidemiologically implicated food 
  agent in opened epidemiologically implicated food 
  agent in foods consumed without epidemiological evidence 
  other microbiological evidence (eg spoilage or faecal indicators) 
  isolated from premises or equipment  
  not identified in food 
  no food samples taken 
  not applicable 



   

 

Contamination Factors (Food or water borne only)  
 
29. Major factors contributing to contamination (Tick one or two major factors, and select the 
‘Level of evidence’ which implicates the factor) 
 

 Level of evidence 
  toxic substance or part of tissue _________ 
  poisonous substance _________ 
  toxic container, or pipes _________ 
  ingestion of contaminated raw products _________ 
  cross contamination _________ 
  food handler contamination _________ 

Level of evidence 
 
1. assumed / suspected 
2. confirmed by observation   
    during inspection 
3. confirmed verbally during 
    inspection 
4. confirmed with measured 
    evidence   inadequate cleaning of equipment _________ 

  storage in contaminated environment _________ 
  contaminated by sewage _________ 
  inadequate washing of food eaten uncooked _________ 
  contamination by person to food to person _________ 
  other (specify in Remarks) _________ 
  unknown  

 

  not applicable  
 
30. Major factors responsible for bacterial growth (Tick one or two major factors, and select the 
‘Level of evidence’ which implicates the factor) 

 Level of evidence 
  foods at room or warm temperature _________ 
  slow cooling _________ 
  inadequate refrigeration _________ 
  inadequate disinfection _________ 
 delay preparation to consumption _________ 
  insufficient cooking _________ 

Level of evidence 
 
1. assumed / suspected 
2. confirmed by observation   
    during inspection 
3. confirmed verbally during 
    inspection 
4. confirmed with measured 
    evidence   insufficient acidification _________ 

  insufficiently low water content _________ 
  inadequate thawing _________ 
  inadequate fermentation _________ 
  anaerobic packaging _________ 
  inadequate hot holding temperature _________ 
  unknown  

 

  not applicable  
 
31. Major factors responsible for microbial survival (Tick one or two major factors, and select the 
‘Level of evidence’ which implicates the factor)  

 Level of evidence 
  insufficient time/temp during cooking _________ 
  insufficient time/temp during reheating _________ 
  inadequate or failed disinfection _________ 
  inadequate acidification _________ 
  inadequate thawing and cooking _________ 
  other process (describe in remarks) _________ 

Level of evidence 
 
1. assumed / suspected 
2. confirmed by observation   
    during inspection 
3. confirmed verbally during 
    inspection 
4. confirmed with measured 
    evidence   unknown  

   not applicable  

 



   

 

Aetiological Information  
 
32. Number of faecal/vomitus samples collected __________________  (Cohort 
investigations) 
 
33. Aetiology of the outbreak (specify full name of bacteria, virus, parasite or toxin) 
 
______________________________________________________________________________ 
 
34. Serotype of causative organism    ________________________________________________ 
 
35. Phage type of causative organism _____________ 
 
36. Antibiotics resistance pattern of the causative organism _________ (See guide before filling in) 
 
37. Other microbiological characteristics of the agent (specify sub-type, molecular fingerprinting, if 
available) 
______________________________________________________________________________ 
 
38. Further remarks about the outbreak (specify other details not mentioned elsewhere on this 
form) 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
 
 
Reporting information 
 
39. Name of Public Health Unit reporting outbreak ___________________________________ 

40. Name of person reporting outbreak  ___________________________________  

41. Date/time outbreak reported: ____/____/____     ____am/pm.    

42. Date/time investigation commenced  ____/____/____    ____am/pm 

43. Date of outbreak summary report____/____/_______ 
 
Please attach additional report of the outbreak investigation, or quantitative microbiological 
investigation, conducted by PHU, where available. Public Health Unit completing this form 
and appendices should email, fax or send them to the OzFoodNet epidemiologist. 

 
State OzFoodNet Epidemiologist 

Russell Stafford 
Communicable Diseases Unit 

Fax: 3000 9130  Tel: 3000 9148   
 



   

 

Guide to the Form on paper 
This guide explains the fields in the reporting form. However most fields are self-explanatory. The 
purpose of the reporting form is to prospectively record details of outbreaks of gastrointestinal and 
foodborne disease to: 

1. assist investigators during outbreaks by alerting them to previous outbreaks that may have 
occurred elsewhere,  

2. identify common themes emerging from investigations and inform prevention efforts, and 
3. summarise trends in the incidence of gastrointestinal and foodborne disease outbreaks. 

 
The dataset has been based on the World Health Organization and Centers for Disease Control 
summary forms for recording outbreaks. This scheme covers all States and Territories of Australia. 
 
 
Please do not leave items blank.  Write  “Unknown” where applicable. 
 

1. Population Health Services: This field contains information on the Population Health Unit 
which is reporting the outbreak. The Population Health Service is where the outbreak 
exposure occurred. In outbreaks involving more than one population health unit, the 
population health unit leading the investigation or the OzFoodNet Epidemiologist will fill in 
the form to summarise the investigation. 

2. Outbreak Name and Identification Number: The outbreak name refers to the general 
name given to this particular outbreak by the investigating population health unit. This 
outbreak will then be given a unique reference number by the OzFoodNet Epidemiologist. 
This number will be identical to the OUTBREAK_REF field used for NNDSS.  

3. Suspected Mode of Transmission: This field identifies what the predominant mode of 
transmission for the outbreak was. In instances where the mode of transmission was 
unable to be determined, it should be recorded as unknown. The definitions are as follows: 
foodborne—an incident where two or more persons experience a similar illness after 
consuming a common food or meal and epidemiological analyses and/or laboratory 
analyses implicate the meal or food as the source of illness.  
suspected foodborne—an incident where two or more persons experience a similar 
illness after consuming a common food or meal and a specific meal or food is suspected. 
waterborne— an incident where two or more persons experience a similar illness after 
exposure to a common water source and epidemiological and/or laboratory analyses 
implicate the water as the source of illness. Waterborne outbreaks include those arising 
from exposure to recreational waters. 
suspected waterborne— an incident where two or more persons experience a similar 
illness after exposure to a common water source and water is suspected as the source of 
illness. Waterborne outbreaks include those arising from exposure to recreational waters. 
animal-to-person—an incident where two or more persons experience a similar illness 
after exposure to animals and epidemiological and/or laboratory analyses implicate the 
animals as the source of illness. 
person-to-person—an incident where two or more persons experience a similar illness 
after exposure to an infected person. 
unknown—an incident where two or more persons experience a similar illness but the 
mode of transmission is unable to be determined. 

 
4. Spread of Outbreak: Choose one option. If multi-state outbreak, circle all states which were 

affected. In outbreaks involving multiple states or countries, the nominated national 
coordinator will fill in the form to summarise the investigation. For a common event 
outbreak, specify single local government area only.   

5. Setting where the exposure occurred or the food was eaten that lead to the outbreak. 
6. Setting where the food was prepared that lead to the outbreak (Foodborne and suspected 

foodborne outbreaks only). 
7. Enter the case definition used during the outbreak investigation in this field. 
8. The date when the first case in the outbreak developed symptoms. 
9. The date when the last case in the outbreak developed symptoms. 



   

 

 
10. Denominator for epidemiologic calculations - estimated number who ate food/exposed to  
      risk factor. 
11. Number of people interviewed about their illness. 
12. Number of people meeting suspected and confirmed case definitions. 
13. Number of cases identified during the investigation, with laboratory confirmation of the  
      diagnosis. 
14. Number of cases who presented to a medical practitioner. 
15. Number of cases identified during the investigation, who were hospitalised as a result of  
      illness. 
16. Number of cases identified during the investigation, who died as a result of illness. 
17. Median age of cases in investigation. Use 2 decimal places, eg 28 years and 5 months =  
      28.4 years. 
18. Percent of male cases. 
19. Percent of female cases. 
20. Percent of cases with unknown gender. 
21. Symptom profile as reported by cases. The first column lists specified symptoms, the 

second records the number of cases with the symptom, and the third column records the 
number of cases in total, or the number who were interviewed.  

22. Median incubation period and duration of illness reported for cases. May be specified in 
HOURS or DAYS. If recording days, use a decimal for a partial day (eg. 2 days + 6 hours = 
2.25 days).  Ensure the time units are specified. 

23. Description of the suspected vehicle responsible for the outbreak. List all suspected 
vehicles separated by ‘;’ or state ‘no vehicle identified’ 

24. Food code from CDC listing which identifies the most highly suspected food vehicle.  To be 
entered by OzFoodNet Epidemiologist during data entry onto database. 

25. Identify level of evidence for implicated outbreak vehicle.  Select more than one if  
      necessary. 
26. Identify the type of epidemiological investigations undertaken. 
27. Identify water source, if water is the confirmed or suspected cause of the outbreak. 
28. Identify the status of laboratory confirmation of food vehicle. 
29. Nominate up to two major contamination factors, and the level of evidence associated with 

each factor 
30. Nominate up to two major factors contributing to bacterial growth or toxin production, and 

the level of evidence associated with each factor. 
31. Nominate up to two major factor contributing to microbial survival, and the level of evidence 

associated with each factor. 
32. Number of faecal or vomitus samples collected (if cohort investigation conducted, eg.  
      function). 
33. Identify the bacterium, virus, parasite, or toxin responsible for the outbreak. Please give as 

much detail as you have about the organism or toxin. If more than one aetiological agent is 
identified, please describe in the remarks field. 

34. Identify the serotype of the agent, if available. 
35. Identify the phage type of the agent, if available. 
36. Identify the antibiogram of the agent responsible, if available. If the organism is fully 

sensitive record “sensitive”.   
If a causative organism is resistant to antibiotics, use the following highlighted 
abbreviations to indicate the resistance profile. 
 
A ampicillin; S streptomycin; T tetracycline; C chloramphenicol; Su sulphathiozole; 
Tm trimethoprim; K kanamycin; Na nalidixic acid; Sp spectinomycin; 
G gentamycin;  Cp ciprofloxacin; Cf cefotaxime; Uk unknown. 
 
Eg. Enter AST for multiple resistance to ampicillin, streptomycin and tetracycline. Give full 
name of the antibiotics if it is not listed in the above 



   

 

 
 

37. Identify further typing details about the agent, if available.  
 38 Describe any other important aspects of the outbreak that may not have been reported  

elsewhere in the form. 
39. The name of the agency conducting and reporting the outbreak details. 
40. The name of the person leading and reporting the outbreak details. 
41. Date/time outbreak reported. 
42. Date/time investigation commenced. 
43. The date the information is completed on the form. 

 



   

 

Appendix 8.  Contact list - Population Health Units 
 
Central Office 
 
Director CDU   3234 1152 
Fax   3234 0057 
Mobile  0412 072 168 
 
Dr Frank Beard, Senior Medical Officer 3234 0644 
Fax   3234 0057 
Mobile  0412 931 239 
 
Russell Stafford OzFoodNet Senior Epidemiologist 3234 1618 
Fax 3234 0151 
Mobile 0412 759 108  
 
Public Affairs, Population Health Services   3234 0515 
 
Northern Area Population Health Services 
 
Dr Jeffrey Hanna - Cairns   4050 3604 
Mobile   0408 721 092 
 
Dr Jeffrey Hanna - Townsville   47504007 
Mobile   0408 721 092 
 
Central Area Population Health Services 
 
Dr Margaret Young - Rockhampton   4920 6983 
Mobile   0407 899 721 
 
Dr Margaret Young - Bundaberg   41502785 
Mobile   0407 899 721 
 
Dr Rod Davison - Brisbane North   3624 1100 
Mobile   041 972 1001 
 
Dr Andrew Langley  - Sunshine Coast   54096607 
Mobile   0438 650 348 



   

 

 
Southern Area Population Health Services 
 
Dr Neil Parker - Toowoomba   4631 9842 
Mobile   0418 790 084 
 
Dr Brad McCall - Brisbane South   3000 9194 
Mobile    0419 362 470 
 
Dr Kari Jarvinen – Brisbane South   3000 9128 
Mobile   (Brad McCall’s mobile) 
 
Dr Don Staines - Gold Coast   55097222 
Mobile   0414 278 031 
 
 
   
Queensland Health Scientific Services 
 
1. Public Health Bacteriology 
 
John Bates        3274 9101 
 
Trudy Graham       3274 9068 
 
Denise Murphy       3274 9102 
 
Bruce Gray        3274 9075 
 
2. Public health Virology 
 
Greg Smith        3274 9151 
 
Russell Simmons       32749150 
 
Mike Lyons        3000 9180 
 
3. Chemistry   
 
Geoff Eaglesham        3274 9085 
Senior Chemist 
 
Mary Hodge    3274 9087 
Supervisor - Organic chemistry    
 
 
Henry A Olszowy       3274 9071 
Supervisor - Inorganic Chemistry 
 
 



   

 

Appendix 9.  
 

Foodborne Pathogens Compendium for outbreak investigations - 2006 
Agent Usual 

incubation 
period          
(range) 

Symptom profile  Duration of 
illness 

Period of 
communicability 

Characteristic  foods Criteria for 
confirmation 

Specimen required   
(and transport 
requirements) 

Agents characterised by nausea and vomiting, without fever, within 8 hours of eating 
Bacillus cereus                        
(pre-formed emetic toxin)   

2-4 hours           
(1-6 hours) 

Sudden onset of severe 
nausea and vomiting. 
Diarrhoea may be 
present. 

6-24 hours.   Not communicable         
(pre-formed 
enterotoxin in food) 

Improperly refrigerated fried or boiled rice is a 
common vehicle. Other implicated vehicles 
include other starchy foods such as cereals and 
pasta; and vanilla slices and cream.                         
Toxin is heat stable to 126°C for 90 mins. 

Isolation of ≥ 105 

orgs/gm from implicated 
food OR                             
isolation of ≥ 105 
orgs/gm from stools or 
vomitus of two or more 
ill persons OR                    
detection of B. cereus 
enterotoxin in food or 
stool/vomitus.  

Stool/vomitus samples 
preferably collected 
within 3 days of onset 
of illness. Refrigerate 
prior to transport. DO 
NOT FREEZE.                
Collect 50-150 grams 
of food.   Transport 
specimens in a cold 
pack. 

Staphylococcus aureus 2-4 hours           
(1-7 hours)  

Sudden onset of nausea, 
vomiting, abdominal 
cramps and diarrhoea. In 
mild cases there may be 
nausea and vomiting 
without diarrhoea or 
cramps.   

24-48 hours  Not communicable         
(pre-formed toxin in 
food) 

S. aureus competes poorly with other bacteria, 
therefore seldom causes food poisoning in raw 
products. S. aureus grow well in cooked foods in 
which normal flora has been killed or inhibited 
(eg. cooked, cured or salted meats). Foods high 
in protein, sugar or salt, or food with moist fillings 
are particularly susceptible (eg meat and meat 
products, poultry, dairy products, cream sauces, 
custards and cream-filled bakery products.              
 
Improper temp storage of foods and poor 
personal hygeine of food handlers are main 
contributing factors. Staphylococci multiply in 
food and produce enterotoxin (>105 orgs/gm of 
food are required for food to be hazardous).   
Organism readily killed by cooking; enterotoxin 
extremely heat resistant. 

Isolation of ≥ 105 
orgs/gm from implicated 
food OR                             
detection of 
staphylococcal 
enterotoxin in implicated 
food OR detection of 
staphylococcal 
enterotoxin in the stools 
or vomitus of two or 
more ill persons OR           
detection of organism of 
same phage type from 
stools or vomitus of two 
or more ill persons.  

Stool or vomitus 
samples collected 
during acute phase of 
illness. Refrigerate 
prior to transport. DO 
NOT FREEZE.                
Collect 50-150 grams 
of suspected food. 
Transport specimens 
in a cold pack.  
Vomitus is the 
preferred specimen for 
detection of 
enterotoxin. 



   

 

 
Agent Usual 

incubation 
period          
(range) 

Symptom profile  Duration of 
illness 

Period of 
communicability 

Characteristic  foods Criteria for 
confirmation 

Specimen required      
(and transport 
requirements) 

Agents characterised by abdominal cramps and diarrhoea, without fever, within 24 hours of eating 
Bacillus cereus                         
(diarrhoeal toxin) 

10-13 hours         
(8-16 hours)  

Abdominal cramps and 
diarrhoea; vomiting 
uncommon.  

12-48 hours.  Not communicable 
(enterotoxin produced 
in vivo after ingestion 
of food) 

Meats, casseroles and stews, gravies, fried and 
boiled rice, potato and other vegetables.                  
Toxin is heat labile at 56°C after 5 mins. 

Isolation of ≥ 105 

orgs/gm from implicated 
food OR                             
isolation of ≥ 105 
orgs/gm from stools of 
two or more ill persons 
OR  detection of B. 
cereus enterotoxin in 
stools of two or more ill 
persons.  

Stool samples preferably 
collected within 3 days of 
onset of illness. Refrigerate 
prior to transport. DO NOT 
FREEZE.                          
Collect 50-150 grams of 
food.    Transport 
specimens in a cold pack. 

Clostridium perfringens 10-12 hours         
(8-24 hours) 

Profuse diarrhoea and 
abdominal cramps 
(usually no vomiting or 
fever). 

24-48 hours Not communicable 
(enterotoxin produced 
in vivo after ingestion 
of food) 

Meat products including stews, meat pies, 
sauces and gravy. Often associated with settings 
involving large quantities of food, especially meat 
and poultry dishes which are prepared in 
advance and allowed to cool slowly or are 
inadequately refrigerated.                                         
Infective dose >105 vegetative orgs/gm food.           
C. perfringens enterotoxin is inactivated by 
heating for 5 mins at 60°C. 

Isolation of ≥ 105 
vegetative orgs/gm from 
stools of two or more ill 
persons OR                       
isolation of ≥ 106 
spores/gm from stools of 
two or more ill persons 
OR                                     
detection of enterotoxin 
in stools of two or more 
ill persons OR                    
isolation of ≥ 105 
vegetative orgs/gm in 
implicated food OR            
detection of 
chromosomal cpe gene.    
PFGE typing can be 
performed on isolates 
that were detected in 
both stools and food. 

Stool samples preferably 
collected within 2 days of 
onset of illness. Refrigerate 
prior to transport. DO NOT 
FREEZE.                          
Collect 50-150 grams of 
food.    Transport 
specimens in a cold pack 
(frozen foods or foods held 
under prolonged 
refrigeration will reduce 
viable cell numbers). 



   

 

 
Agent Usual 

incubation 
period          
(range) 

Symptom profile  Duration of 
illness 

Period of 
communicability 

Characteristic  foods Criteria for 
confirmation 

Specimen required      
(and transport 
requirements) 

Agents characterised by diarrhoea, often with fever, with a moderate to long incubation period 
Campylobacter  2-5 days           

(1-10 days) 
Acute diarrhoea (stools 
often bloody and mucus), 
fever, abdominal cramps, 
vomiting .  

Usually 2-5 
days (up to 
10 days). 

May be excreted in 
faeces for 2-3 weeks, 
sometimes longer 
after symptoms 
resolve. Person-to-
person transmission is 
uncommon. 

Raw or undercooked poultry, offal, unpasteurised 
milk, contaminated untreated water.  The 
organism does not multiply in food or water (the 
infective dose required to cause illness is usually 
103 - 105 organisms but may be as low as 400-
500 organisms).  No toxin produced in foods.     

Isolation of organism 
from stools of two or 
more ill persons OR 
isolation of organism 
from epidemiologically 
implicated food. 

Stool samples or a swab of 
faecal material from stools 
which is then inserted into 
transport medium. 
Refrigerate prior to 
transport. DO NOT 
FREEZE.                          
Collect 50-150 grams of 
food (isolation from food is 
difficult). Transport 
specimens in a cold pack. 

Salmonella spp.                       
(non-typhoidal) 

12-36 hours         
(8 hours - 10days)   

Diarrhoea, fever, 
abdominal pain, 
vomiting. 

2-7 days. Through the course of 
infection; usually 
several days to 
several weeks. A 
temporary carrier 
state occasionally 
continues for months 
(<1% become chronic 
carriers). 

Eggs, poultry, meat, raw milk and other faecally-
contaminated raw foods (eg. fruit and vegetables) 
and cross-contamination of cooked foods.  
Infective dose 102 to 103 orgs/gm food (may be 
lower for immunocompromised).                              
Toxins are not produced in foods.  
Inactivation 2-6 mins @60°C or <1min @71°C. 
Some serotypes are more heat resistant than 
others, particularly in low water content foods. 

Isolation of organism of 
same serotype, phage 
type or genotype from 
stools of two or more ill 
persons OR isolation of 
organism from 
epidemiologically 
implicated food. 

Stool samples preferably 
collected within 3 days of 
onset of illness. Refrigerate 
prior to transport. DO NOT 
FREEZE stools.                  
Collect 50-150 grams of 
suspected food and 
transport in a cold pack 
(frozen foods keep frozen; 
other foods refrigerate prior 
to transport). 

Shigella spp. 24-48 hours         
(12 hours-6 days) 

Watery diarrhoea (often 
bloody and mucoid), 
fever, abdominal cramps 
often with vomiting.  Mild 
and asymptomatic 
infections occur.  

4-7 days During acute infection; 
asymptomatic carrier 
state may develop 
during convalescence 
lasting from a few 
days to several 
months (usually < one 
week following 
appropriate therapy). 

Foods contaminated by an infected foodhandler 
(only significant reservoir is humans).  Usually 
person to person spread or faecal-oral 
transmission. Infective dose can be low (eg. 10-
100 organisms).   
Rapidly inactivated at temps above 65°C.  
Shigella is among the most acid-resistant of 
foodborne pathogens and can survive exposure 
to pH 2.5-3.0 for 2 hours.                                          
Toxins are not produced in foods. 

Isolation of organism of 
same serotype/biotype 
from stools of two or 
more ill persons OR 
isolation of organism 
from epidemiologically 
implicated food. 

Stool samples preferably 
collected within 3 days of 
onset of illness. Refrigerate 
prior to transport.                    
Collect 50-150 grams of 
suspected food and 
transport in a cold pack 
(frozen foods keep frozen; 
other foods refrigerate prior 
to transport). 



   

 

 
Agent Usual 

incubation 
period          
(range) 

Symptom profile  Duration of 
illness 

Period of 
communicability 

Characteristic  foods Criteria for 
confirmation 

Specimen required      
(and transport 
requirements) 

Agents characterised by diarrhoea, often with fever, with a moderate to long incubation period (continued) 
Shiga toxin-producing E. coli 
(STEC) includes E. coli O157, 
O111, and other 
enterohaemorrhagic E. coli 
(EHEC)  

3-4 days           
(1-10 days) 

Mild to severe diarrhoea 
(often bloody), abdominal 
cramps, vomiting (little or 
no fever)  

5-10 days 1-3 weeks                           
(toxin produced in vivo) 

Mettwurst, salami, undercooked beef, 
unpasteurised milk, raw fruit & vegetables (eg. 
sprouts), salads, and untreated water.                 
Infective dose can be low (e.g. 10-100 
organisms)      
Rapidly inactivated at 71°C but thermal 
resistance may be higher if organism present 
in foods with high fat content. Survives well in 
chilled and frozen foods. 

Isolation of E. coli O157, 
O111 or other STEC 
from stools of two or 
more ill persons OR           
detection of shiga toxin 
in the faeces of two or 
more ill persons OR 
detection of the gene 
(stx1 or stx2) associated 
with production of shiga 
toxin by PCR in two or 
more ill persons OR           
isolation of STEC from 
implicated food. 

Stool samples preferably 
collected within 3 days of 
onset of illness. FREEZE 
stool samples.                        
Collect 50-150 grams of 
suspected food.  Transport 
specimens in a cold pack. 

Vibrio parahaemolyticus 12-24 hours         
(4-48 hours)        

Watery diarrhoea, 
abdominal cramps, 
nausea, vomiting, low-
grade fever. 

1-7 days       Not communicable Naturally contaminated seafood (eg.shellfish 
and crustaceans) are the major source, either 
eaten raw or inadequately cooked.  
Ingestion of 105 - 107 orgs (Kanagawa +ve 
strains) is required to cause illness.  
Organism inactivated at temps above 65°C.  
Temperature range for growth 5°C- 43°C, 
Critical Control Point: chill seafood <5°C. 

Isolation of (Kanagawa 
+ve) organism 
possessing tdh and/or 
trh genes from stool or 
vomitus of two or more 
ill persons OR isolation 
of   ≥ 105 orgs/gm from 
epidemiologically 
implicated food. 

Stool specimens collected 
during acute phase of 
illness. Refrigerate prior to 
transport. DO NOT 
FREEZE.                              
Collect 50-150 grams of 
suspected food (DO NOT 
FREEZE). Transport 
specimens in a cold pack. 

Vibrio cholerae O1 and O139 12-72 hours         
(12 hours-5 days) 

Watery diarrhoea often 
with vomiting; mild or 
asymptomatic infection 
can occur  

3-7 days While still shedding 
organism (usually only a 
few days after recovery); 
carrier state may persist 
for several mths.     
(cholera toxin produced 
in vivo) 

Contamination from infected food handlers or 
contaminated water.  Most commonly 
implicated foods are seafood, including 
shellfish, fish and crustaceans. Rice, meat, 
fruits and vegetables have also been reported 
as vehicles. Acquired overseas.     

Isolation of toxigenic 
organism from stools of 
two or more ill persons 
OR isolation of toxigenic 
organism from 
epidemiologically 
implicated food. 

Stool samples collected 
during acute phase of 
illness. Refrigerate prior to 
transport. DO NOT 
FREEZE.                              
Collect 50-150 grams of 
suspected food. Transport 
specimens in a cold pack. 

Vibrio cholerae non-O1 and 
non-O139 

12-24 hours         
(1-5 days) 

Watery diarrhoea (milder 
than O1 and 0139 but 
may be bloody), 
abdominal cramps and 
vomiting. 

3-7 days Several days; usually no 
long term carriage 
following infection.    

Food usually becomes contaminated through 
infected food handlers or contact with 
contaminated water (eg. with untreated 
sewerage).  Foods previously implicated 
include seafood (eg. oysters), raw fruit and 
vegetables. Non O1 and non-O139 strains are 
not uncommon in the marine environment.  

Isolation of organism of 
same serotype from 
stools of two or more ill 
persons. 

Stool specimens collected 
during acute phase of 
illness. Refrigerate prior to 
transport. DO NOT 
FREEZE.                              
Collect 50-150 grams of 
suspected food. Transport 
specimens in a cold pack. 



   

 

 
Agent Usual 

incubation 
period          
(range) 

Symptom profile  Duration of 
illness 

Period of 
communicability 

Characteristic  foods Criteria for 
confirmation 

Specimen required      
(and transport 
requirements) 

Agents characterised by diarrhoea, often with fever, with a moderate to long incubation period (continued) 
Yersinia enterocolitica 36-48 hours         

(1-10days) 
Diarrhoea (sometimes 
bloody), abdominal pain 
(often severe and 
mimicking appendicitis), 
fever, nausea and 
vomiting.    

2-3 days but 
sometimes 1-

3 weeks  

Faecal shedding for as 
long as symptoms 
persist, about 2-3 weeks. 

Raw or undercooked pork or pork products, 
contaminated dairy products, contaminated 
water. Toxins are not produced in foods. Able 
to multiply at refrigeration temps but not a 
good competitor with other organisms. 
Inactivation <1min @71°C. 

Isolation of pathogenic 
serotype from clinical 
specimen (stool, 
vomitus, blood) of two or 
more ill persons OR 
isolation of pathogenic 
serotype from 
epidemiologically 
implicated food. 

Stool specimens collected 
during acute phase of 
illness. Refrigerate prior to 
transport. Collect 50-150 
grams of suspected food. 
Transport specimens in a 
cold pack. 

Norovirus and other 
caliciviruses 

24-48 hours         
(12-72 hours) 

Sudden onset nausea, 
vomiting, abdominal 
cramps and diarrhoea.  
Other symptoms may 
include headache, 
myalgia and low grade 
fever.                            

1-3 days Duration of vomiting and 
diarrhoea. Excretion of 
virus in stools may occur 
for several days after 
symptoms resolve. High 
levels of virus may be 
discharged in vomit. 

Shellfish harvested from contaminated waters 
or other faecally contaminated foods including 
contamination  by an infected foodhandler. 
Infective dose can be <10 virus particles. 

Detection of viral RNA in 
stools or vomitus of two 
or more ill persons by 
reverse transcriptase-
polymerase chain 
reaction (RT-PCR)  

 Stool/vomit samples 
preferably collected from 
the 1st to 7th day of illness 
however shedding may 
continue for up to 3 weeks. 
Refrigerate prior to 
transport.  
DO NOT FREEZE.                 

Rotavirus 24-48 hours         
(16-72 hours) 

Vomiting, watery 
diarrhoea, malaise, 
headache, low-grade 
fever.  

4-8 days Viral shedding in faeces 
up to 8 days after onset 
of illness.   

Faecally contaminated foods.  Ready-to-eat 
foods touched by infected food workers 
(salads, fruits). Mainly transmitted via person-
to-person spread and sometimes by food 
handlers.  

Detection of viral RNA in 
stools of two or more ill 
persons by reverse 
transcriptase-
polymerase chain 
reaction (RT-PCR) at 
QHSS OR antigen 
detection Enzyme  
Immuno Assay (EIA) 
available through Royal 
Brisbane Hospital - 
Consult with the Medical 
Microbiologist. 

Stool samples preferably 
collected from the 1st to 
4th day of illness are 
optimal however shedding 
may continue for up to 3 
weeks. Refrigerate prior to 
transport.  
DO NOT FREEZE.                 

Other viral agents 
(Astrovirus, adenoviruses, 
enteroviruses, parvoviruses)  

24-48 hours         
(12-72 hours)       

Nausea, vomiting, 
diarrhoea, malaise, 
abdominal pain, 
headache, fever.    

2-9 days  Duration of vomiting and 
diarrhoea. 

Shellfish harvested from contaminated waters 
or other faecally contaminated foods including 
contamination  by an infected foodhandler. 

Detection of viral 
DNA/RNA in stools of 
two or more ill persons 
by reverse transcriptase-
polymerase chain 
reaction (RT-PCR) and 
(PCR) OR antigen 
detection Enzyme  
Immuno Assay (EIA) for 
Adenovirus 40/41 
available through Royal 
Brisbane Hospital - 
Consult with the Medical 
Microbiologist. 

Stool samples preferably 
collected from the 1st to 
7th day of illness are 
optimal. Refrigerate prior to 
transport.  
DO NOT FREEZE.                 



   

 

 
Agent Usual 

incubation 
period          
(range) 

Symptom profile  Duration of 
illness 

Period of 
communicability 

Characteristic  foods Criteria for 
confirmation 

Specimen required      
(and transport 
requirements) 

Agents characterised by diarrhoea, often with fever, with a moderate to long incubation period (continued) 
Cryptosporidium parvum 1-12 days  Diarrhoea (usually 

watery) which may be 
severe, stomach cramps. 

4-21 days Oocysts may be excreted 
in stools for several 
weeks after symptoms 
resolve. 

Contaminated water or food, unpasteurised 
milk. Infective dose ≥ 10 cysts. 

Detection of oocysts of 
same species or 
genotype from stools of 
two or more ill persons 
OR detection of oocysts 
from epidemiologically 
implicated food.                 
(May need to collect 3 
stool samples/person) 

Stool samples preferably 
collected within 7 days of 
onset of illness. Refrigerate 
prior to transport. DO NOT 
FREEZE.                            
Collect suspected food or 
water.   Transport 
specimens in a cold pack. 

Giardia lamblia 1-2 weeks Diarrhoea, abdominal 
pain, bloating, flatulence. 

Days to 
weeks. 

Entire period of infection.  Contaminated water or food.                          
Infective dose 10-100 cysts. 

Detection of cysts from 
stools or duodenal 
aspirates of two or more 
ill persons.                         
(May need to collect 3 
stool samples/person) 

Stool samples preferably 
collected within 7 days of 
onset of illness. Refrigerate 
prior to transport. DO NOT 
FREEZE.                             

Cyclospora cayetanensis Usually at least a 
week  (1-14 days) 

Diarrhoea (often watery), 
stomach cramps, 
nausea, vomiting, fatigue 
(fever is rare). 

If not treated, 
illness may 
be remitting 
and relapsing 
over weeks 
to months. 

Oocysts are not 
infectious in freshly 
excreted stools. They 
require days to weeks 
outside the host to 
sporulate and become 
infectious. 

Most likely to be transmitted by eating 
contaminated produce imported from a 
developing country.  Implicated foods in 
overseas outbreaks include strawberries, 
raspberries, lettuce and basil. 

Detection of oocysts in 
the stools of two or more 
ill persons. 

Stool samples preferably 
collected within 7 days of 
onset of illness. Refrigerate 
prior to transport. DO NOT 
FREEZE.                             



   

 

 
Agent Usual 

incubation 
period          
(range) 

Symptom profile  Duration of 
illness 

Period of 
communicability 

Characteristic  foods Criteria for 
confirmation 

Specimen required      
(and transport 
requirements) 

Agents associated with systemic illness 
Hepatitis A  3-4 weeks          

(15-50 days).        
Abrupt onset with fever, 
malaise, nausea and 
abdominal discomfort 
followed by jaundice and 
dark urine. 
Asymptomatic infection 
or mild illness may occur. 

2 weeks to      
3 months 

Infectious during the 
incubation period, 
especially latter half and 
for 1-2 weeks after onset 
of symptoms. 

Shellfish harvested from contaminated waters, 
raw produce, contaminated drinking water, 
raw/uncooked foods that are not reheated 
after contact with infected food handler.  

Detection of IgM anti-
hepatitis A virus and 
total anti -hepatitis A IgG 
in the serum OR 
detection of viral RNA in 
stool by reverse 
transcriptase-
polymerase chain 
reaction (RT-PCR) from 
two or more persons 
who consumed 
epidemiologically 
implicated food. 
Serological tests to 
exclude other causes of 
viral hepatitis should be 
considered. 

Serum collected at the 
onset of illness OR stool 
samples preferably 
collected from the 1st to 
7th day of illness however 
shedding may continue for 
up to 3 weeks. Refrigerate 
prior to transport.  
DO NOT FREEZE. 

Listeria monocytogenes 9-48 hours for 
non-invasive 

gastrointestinal 
symptoms.          
4-21 days          

(range 3 -70 days) 
for invasive 

disease. 

Fever, muscle aches, 
nausea or diarrhoea.          
Pregnant women may 
have mild flu-like illness 
and infection can lead to 
premature delivery or 
stillbirth.                              
Elderly or 
immunocompromised 
patients may have 
bacteremia or meningitis.   
Infants infected from 
their mothers are at risk 
of sepsis or meningitis. 

Variable  Mothers of infected 
newborns may shed the 
infectious agent in 
vaginal discharges and 
urine for 7 to 10 days. 
Infected individuals can 
shed the organisms in 
their stools for several 
months.  

Outbreaks have been associated with 
unpasteurised and inadequately pasteurised 
milk, soft cheese, ready-to-eat deli meats, 
frankfurts, turkey and chicken products, pate, 
smoked mussels, contaminated vegetables, 
salads and fruit salads.    
Rapidly inactivated at 71°C  
No toxins produced in food.   
Infective dose >103 orgs/gm food. 

Isolation of Listeria 
monocytogenes of the 
same serotype/genotype 
from two or more ill 
persons exposed to 
epidemiologically 
implicated food OR from 
food from which the 
same serotype/genotype 
of L. monocytogenes 
has been isolated.  

Collect 50-150 grams of 
suspected food and 
transport in a cold pack 

Salmonella Typhi     
Salmonella Paratyphi 

Typhoid: 8-15 
days (5-35 days); 
Paratyphoid: 1-10 

days 

Systemic illness 
characterised by fever, 
headache, malaise, chills 
and myalgia; 
constipation more 
common than diarrhoea 
and vomiting is usually 
not severe.  

Days to 
weeks   

May be excreted in 
faeces for many weeks 
after symptoms subside. 
Chronic carriers occur 
(10% of untreated cases 
infectious at 3mths; 2-5% 
permanent carriers).  

Faecal contamination of food and water 
(humans are sole reservoir of this organism). 
Important vehicles include raw shellfish, raw 
fruit and vegetables, contaminated water 
supplies. Infected foodhandlers are a common 
source. Enteric fever usually associated with 
foreign travel. Toxins are not produced in 
foods.   

Isolation of organism 
from clinical specimen of 
two or more ill persons 
OR isolation of organism 
from epidemiologically 
implicated food. 

Stool samples collected 
from case to monitor 
success of treatment / 
eradication of carrier state.  
Stool samples from 
household contacts.  
Refrigerate prior to 
transport. DO NOT 
FREEZE stools. Transport 
in a cold pack. 
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incubation 
period          
(range) 
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communicability 
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Specimen required      
(and transport 
requirements) 

Botulism 
Clostridium botulinum - 
children and adults (pre-formed 
toxin) 

12-36 hours         
(2 hours - several 

days) 

Vomiting, diarrhoea, 
blurred vision, diplopia, 
dysphagia and 
descending muscle 
weakness. 

Variable 
(from days to 
months). 

Not communicable 
(preformed enterotoxin in 
food). Infant botulism 
occurs from ingestion of 
spores in food, 
germination, colonisation 
and toxin production in 
the large intestine. 

Home canned foods with a low acid content, 
improperly canned commercial foods, 
preserved foods, honey (infants). Other foods 
implicated in outbreaks include dairy foods, 
vegetables, fish, meat products and 
condiments. Relatively high moisture, low salt, 
low acid (pH>4.6) food that is devoid of 
oxygen and stored without refrigeration or held 
warm for extended period of time may be at 
risk.   

Detection of botulinum 
toxin in stools, gastric 
contents or blood, OR 
isolation of organism 
from stools OR detection 
of toxin in implicated 
food. 

Stool or blood samples.  
Suspected food. 

Agents most readily diagnosed from history of eating a particular type of food 
Ciguatera poisoning 
(Ciguatoxin) 

2-8 hours           
(1-24 hours) 

Nausea, vomiting, 
diarrhoea, paresthesia of 
lips, mouth and 
extremities, reversal of 
hot and cold sensation. 

Days to 
weeks to 
months 

Not communicable There are three species of fish, chinaman, red 
bass and paddle tail, which are considered to 
be high risk fish and have been prohibited 
from sale in Australia. Many different warm 
water ocean fish have been linked with 
ciguatera poisoning including coral trout, 
spanish mackerel, dolphin fish, queenfish, red 
emperor, reef cods, trevally, wrasse and 
kingfish. 

Demonstration of 
ciguatoxin in 
epidemiologically 
implicated fish using a 
neuroblastoma assay 
(may take > 1 week to 
complete) OR similar 
clinical symptoms in two 
or more ill persons who 
have eaten same type of 
fish. 

Collect implicated fish and 
forward in a cold pack to 
Geoff Eaglesham at QHSS 
Organics. 

Histamine poisoning 
(Scombroid poisoning) 

< 1hour            
(1 minute to 

3hours) 

Flushing, rash, burning 
sensation of skin, mouth 
and throat, dizziness. 

3-6 hours.   Not communicable Mishandled fish, particularly tuna (including 
canned), mackeral, bonito, mahi mahi (dolphin 
fish), salmon.  

Demonstration of 
histamine (>500mg /kg 
of fish muscle) in 
epidemiologically 
implicated fish using 
using capillary 
electrophoresis or 
ELISA                                
AND/OR similar clinical 
symptoms in two or 
more ill persons who 
have eaten same type of 
fish. 

Collect implicated fish and 
forward in a cold pack to 
QHSS Food Chemistry. 
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Agents most readily diagnosed from history of eating a particular type of food (continued) 
Shellfish toxins:               
diarrhetic (DSP)          
neurotoxic (NSP)                
amnesic (ASP) 

Diarrhetic - 30 
mins to 3 hours         
Neurotoxic - 
usually 3-6 hours  
Amnesic - usually 
3-5 hours 

Diarrhetic: Nausea, 
vomiting, diarrhoea, and 
abdominal pain 
accompanied by chills, 
headache and fever. 
Neurotoxic: chills, 
headache, diarrhoea, 
nausea and vomiting, 
muscle and joint pain, 
paraesthesia - reversal 
of hot and cold 
sensations, may have 
difficulty in breathing, 
talking, swallowing, 
double vision.   
Amnesic: vomiting, 
diarrhoea, abdominal 
pain, dizziness, 
hallucinations, confusion, 
short-term memory loss, 
seizures. 

Hours to 
several days 

Not communicable A variety of shellfish, primarily mussels, 
oysters and scallops. 

Detection of DSP toxin 
(Okadaic acid) in 
suspect shellfish above 
regulatory limit (0.16 
mg/kg) using HPLC/MS 
AND/OR similar clinical 
symptoms in two or 
more ill persons who 
have eaten shellfish 
from same source.             
[QHSS can also test for 
a variety of other 
shellfish toxins except 
brevetoxins] 

Collect implicated shellfish 
and forward to Geoff 
Eaglesham at QHSS 
Organics. 

Shellfish toxins:               
paralytic shellfish poisoning 
(PSP) 

30 mins to 3 hours Tingling sensation or 
numbness around lips, 
prickly sensation in 
fingertips and toes, 
headache, dizziness, 
diarrhoea, nausea, 
vomiting. Extreme cases 
- muscular paralysis 
leading to respiratory 
difficulty and sometimes 
death. 

Days Not communicable A variety of shellfish. Detection of PSP toxin 
(Saxitoxin) in suspect 
shellfish above 
regulatory limit (0.8 
mg/kg) using 
HPLC/fluorescence 
AND/OR                  
similar clinical symptoms 
in two or more ill 
persons who have eaten 
shellfish from same 
source. 

Collect implicated shellfish 
and forward to Geoff 
Eaglesham at QHSS 
Organics. 

Heavy metals (antimony, 
cadmium, copper, iron, tin, 
zinc) 

Usually <1hour      
(5 mins-8 hrs) 

Vomiting with nausea, 
cramps and diarrhoea, 
metallic taste 

Usually self-
limited. 

Not communicable Acidic foods and beverages prepared, stored 
or cooked in containers coated, lined or 
contaminated with offending metal. 

Conduct heavy metals 
screen on food items. 
Detection of high 
concentration of metallic 
ion in implicated food. 
Levels of heavy metals 
must conform to Food 
Standards ANZ 1.4.1, 
1.4.2, 1.4.3 and 2.6.2 

Collect suspect food and 
forward to QHSS Food 
Chemistry. 
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Agents most readily diagnosed from history of eating a particular type of food (continued) 
Poisonous mushrooms   < 2 hours Vomiting, diarrhoea, 

drowsiness, confusion, 
visual disturbances, 
excessive salivation, 
irregular pulse, 
hallucinations.   

Usually self-
limited. 

Not communicable Wild mushrooms.  Botanical identification 
of toxic mushroom 
AND/OR test for toxin in 
suspect mushrooms 
AND/OR similar clinical 
symptoms in two or 
more ill persons who 
have eaten mushrooms 
from same source.     

Collect suspect mushrooms 
( uncooked mushrooms if 
possible) and forward to 
QHSS Organics 
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