
Outbreaks 

Introduction 

In 2016, a total of 381 outbreaks were reported to the Virginia Department of Health (VDH).  More than 

half of the outbreaks (227, 60%) were suspected or confirmed to be caused by norovirus (172, 45%) or 

influenza (55, 14%).  Other etiologic agents were suspected or confirmed to have contributed to the 

remaining outbreaks (154, 40%).  

 

Geographically, 107 (28%) outbreaks 

were reported from the northern region, 

followed in frequency by the northwest 

(89 outbreaks, 23%), central (77 

outbreaks, 20%), eastern (53 outbreaks, 

14%), and southwest (40 outbreaks, 10%) 

regions (Figure 54).  The VDH Central 

Office led investigations in 15 multi-state 

or multi-jurisdictional outbreaks (4%).  

 

Outbreaks were reported throughout the 

year in 2016, but more outbreaks were 

reported in the colder months.  More than 

one-half of outbreaks occurred in January, 

February, March, or December of 2016 

(202, 53%).  Consistent with previous 

years, the majority of outbreaks during the 

colder months were confirmed or 

suspected to be caused by norovirus or 

influenza, reflecting the active circulation 

of these pathogens in colder months 

(Figure 55).   

 

Senior living facilities reported more than 

one-third of all outbreaks in 2016.  These 

outbreaks included 59 (15%) in assisted 

living facilities and 71 (19%) in nursing 

homes (Figure 56).  The next most 

common outbreak settings were schools, 

with 122 (32%) outbreaks in schools (K-

12), and daycare centers, with 60 (16%) 

outbreaks.  Outbreaks were also reported 

from private homes (16, 4%), restaurants 

(12, 3%), medical facilities (8, 2%), colleges (8, 2%), hotels/resorts (7, 2%), correctional facilities (6, 

2%), businesses/workplaces (3, 1%), behavioral health facilities (2, 1%) and other settings (3,1%).  One 

outbreak was reported from each of the following settings: independent living facility, adult daycare 

center, military base, and church.   
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Figure 54. Outbreaks by Health Planning
Region, Virginia, 2016
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Figure 55. Outbreaks by Month of Outbreak 
Report, Virginia, 2016
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The following sections describe norovirus 

outbreaks that were transmitted through 

person-to-person contact, influenza 

outbreaks, outbreaks transmitted through 

foodborne, waterborne, or zoonotic 

mechanisms, vaccine-preventable disease 

outbreaks, outbreaks that occurred in 

healthcare facilities, and outbreaks related 

to other types of illnesses.  

 

 

 

 

 

Person-to-person Norovirus Outbreaks 

Please see the Foodborne Outbreaks section below for a description of norovirus outbreaks that had a 

foodborne route of transmission. 

 

Norovirus was suspected or confirmed as the cause of 172 (45%) outbreaks in Virginia in 2016.  Among 

these, 156 were transmitted through person-to-person contact, 9 through food, 5 through water, and 2 

where mode of transmission was unknown.  The average number of persons who became ill in person-

to-person norovirus outbreaks was 42, with a range of 3 to 708 persons ill per outbreak.   

 

Person-to-person norovirus outbreaks were reported from all regions of Virginia in 2016.  Overall, the 

most person-to-person norovirus outbreaks were reported from the northern region (43, 28%), followed 

by the northwest region (40, 26%), central region (31, 20%), eastern region (29, 19%), and southwest 

region (13, 8%). 

 

The most frequent settings for person-to-person norovirus outbreaks were schools (K-12) (56, 36%), 

assisted living facilities (41, 26%), and nursing homes (40, 26%).  Outbreaks from these three settings 

accounted for the majority (137, 88%) of all person-to-person norovirus outbreaks in 2016.  This 

distribution pattern was similar to that of 2015, in which 37%, 35%, and 15% of person-to-person 

norovirus outbreaks occurred at assisted living facilities, nursing homes, and schools (K-12), 

respectively.  Person-to-person norovirus outbreaks also occurred in other types of settings, including 

daycare facilities (9, 6%), medical facilities (3, 2%), colleges (2, 1%), and correctional facilities (2, 1%).  

In addition, an adult daycare program and independent living facility each reported one person-to-person 

norovirus outbreak.   

 

Although person-to-person norovirus outbreaks occurred throughout the year in 2016, the majority of 

these outbreaks occurred in the colder months of January (19, 12%), February (32, 21%), March (27, 

17%), and December (28, 18%).  
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Norovirus was confirmed by laboratory testing in 68 (44%) of the 156 reported person-to-person 

norovirus outbreaks.  Based on further genetic sequencing of the virus, 59 of the outbreaks were 

attributed to the GII genogroup and 9 outbreaks were attributed to the GI genogroup. 

 

In addition to the 156 person-to-person norovirus outbreaks, there were two norovirus outbreaks in 2016 

for which the transmission route could not be determined.  One outbreak occurred in the northern region 

and one in the eastern region.  One was associated with a medical facility and the other was associated 

with a workplace.   

 

Influenza Outbreaks 

After norovirus, influenza (55, 14%) was the most common suspected or confirmed etiologic agent 

responsible for causing outbreaks in Virginia in 2016.  An average of 30 people became ill in each 

influenza outbreak, with a range of 3 to 192 people ill per outbreak.  

 

Influenza outbreaks were reported from all regions in Virginia in 2016.  The northern region had 19 

(35%) influenza outbreaks, followed by the central (12, 22%), northwest (11, 20%), southwest (7, 13%), 

and eastern (6, 11%) regions.   

 

The majority of influenza outbreaks occurred in school (K-12) (22, 40%), nursing home (15, 27%) or 

assisted living (8, 15%) settings in 2016.  The 22 influenza outbreaks reported in schools (K-12) during 

2016 was double the number reported from 2015.  Influenza outbreaks were also occasionally reported 

in other settings, including child daycare (6, 11%), medical (1, 2%), business/workplace (1, 2%), and 

behavioral health (1, 2%) facilities. 

 

The month in which most influenza outbreaks were reported was March of 2016 (17, 31%). The 

remaining outbreaks were scattered throughout the following months of 2016: February (10, 18%), April 

(12, 22%), May (4, 7%), and December (8, 15%).  

 

Among the 55 influenza outbreaks occurring in 2016, 45 (82%) were confirmed by laboratory testing.  

Influenza A virus predominated in 18 (40%) of these confirmed outbreaks.  Specifically, among 

laboratory-confirmed influenza outbreaks, influenza A (H3) was identified in 3 (7%) outbreaks, 

influenza A (2009 H1N1) was identified 

in 5 (11%) outbreaks, influenza A (not 

further specified) was identified in 10 

(22%) outbreaks, and influenza B was 

identified in 13 (29%) outbreaks (Figure 

57). 

 

For information on influenza outbreaks 

that occurred in the 2016-2017 influenza 

season (rather than calendar year 2016, 

as described above), please see the 

“Outbreaks” section of the “Influenza” 

chapter of this annual report. 
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Figure 57. Strain of Influenza Virus in 
Confirmed Influenza outbreaks, Virginia 2016

Influenza A 
(2009 H1N1) 



Foodborne Outbreaks 

During 2016, 29 foodborne outbreaks were reported and investigated in Virginia (Table 9).  This is 

similar to the number of outbreaks reported in 2015 (26).  The average number of ill persons per outbreak 

was 15 and ranged from one to 110 ill per outbreak.   

 

Foodborne outbreaks occurred throughout the year from January to December in 2016.  Geographically, 

nine (31%) outbreaks occurred in the northwest region, followed by 4 (14%) in the northern, 3 (10%) in 

the eastern, one (3%) in the central, and one (3%) in the southwest regions.  In addition, eight (28%) 

outbreaks were multi-state outbreaks that involved cases from Virginia and other states, which is a 

similar number to the seven multi-state outbreaks reported in 2015. 

 

Etiologic agents were confirmed by laboratory testing in 27 (93%) of the 29 foodborne outbreaks.  

Among the 27 confirmed outbreaks, 18 (67%) were due to bacterial agents, which is higher than the 52% 

of foodborne outbreaks caused by bacteria in 2015.  The remaining 9 (33%) outbreaks were caused by 

viral agents.  Specifically, the 27 confirmed etiologic agents included norovirus (8, 30%), Salmonella 

(9, 33%), Escherichia coli (4, 15%) with three being specifically identified as Escherichia coli O157:H7, 

Clostridium perfringens (3, 11%), Campylobacter (2, 7%), and hepatitis A (1, 4%).  Norovirus was 

suspected in the two remaining outbreaks.   

 

Most foodborne outbreaks were associated with food prepared in private home (12, 41%) or restaurant 

(11, 38%) settings.  The remaining outbreak settings included one college, one assisted living facility, 

one hotel, one workplace, and two other settings.  The food vehicle associated with illness was detected 

in six outbreaks: frozen imported strawberries in one hepatitis A outbreak; pistachios, alfalfa seeds, and 

prepackaged leafy greens in three Salmonella outbreaks; ground beef in one Escherichia coli outbreak; 

and Ramen, pork broth in one Clostridium perfringens outbreak.  The following food items were 

suspected in ten outbreaks: shrimp was suspected in a norovirus outbreak; mung bean sprouts, salad mix, 

and chicken (two outbreaks) were suspected in four Salmonella outbreaks; flour and raw milk were 

suspected in two Escherichia coli outbreaks; blackened chicken and chicken salad were suspected in two 

Clostridium perfringens outbreaks; and pork BBQ was suspected in one Staphylococcus outbreak.  Food 

items could not be determined in 12 outbreaks.  

 

As generally documented, contributing factors for foodborne outbreaks usually included bare-hand or 

glove-hand contact by an infected food handler, foods contaminated by a non-food handler who was 

suspected to be infectious, contaminated raw product that was consumed without undergoing the food 

preparation step intended to kill the microorganism (such as cooking to the required temperature), food 

intended to be served raw was contaminated, failure to control food temperature or the length of time 

food was out of temperature control, improper cold holding or hot holding due to improper procedure or 

protocol, improper/slow cooling, and insufficient time and/or temperature control during initial 

cooking/heat processing or during reheating.  

 

 

 

 

 

 

 



Table 9.  Foodborne Outbreaks Reported in Virginia, 2016 
 

Onset Date Health District 
Number 

of Cases 
Etiologic Agent Vehicle Facility Type 

1/5/2016 Central Office 12 Escherichia coli Unknown Hotel / Resort 

1/7/2016 Multi-state 
1 VA 

10 US 

Salmonella 

Montevideo 
Pistachio Private Home 

1/28/2016 Lord Fairfax 6 Norovirus GII Unknown Restaurant 

2/4/2016 Multi-state 
3 VA 

53 US 

Escherichia coli 

O157:H7 
Flour suspected Private Home 

2/11/2016 
Rappahannock 

Rapidan 
14 

Norovirus GII.4 

Sydney/GII.8 
Unknown Restaurant 

2/16/2016 
Thomas 

Jefferson 
30 

Clostridium 

perfringens 
Ramen, pork broth Restaurant 

02/29/2016 Three Rivers 6 
Clostridium 

perfringens 

Blackened chicken 

suspected 
Restaurant 

3/4/2016 Central Office 14 
Escherichia coli 

O157:H7 
Raw milk suspected Other 

3/9/2016 
Rappahannock 

Rapidan 
3 

Clostridium 

perfringens 
Chicken salad suspected Restaurant 

3/15/2016 
Western 

Tidewater 
11 Norovirus GII.6 Unknown Restaurant 

3/19/2016 Lenowisco 25 Norovirus GII Pork BBQ suspected Private Home 

3/21/2016 Multi-state 
3 VA 

29 US 

Salmonella 

Muenchen 
Alfalfa seeds Private Home 

3/29/2016 Fairfax 8 
Norovirus GII.4 

Sydney 
Unknown Restaurant 

4/5/2016 Multi-state 
1 VA 

7 US 

Salmonella 

Enteritidis 
Prepackaged leafy greens Private Home 

4/7/2016 Fairfax 2 
Salmonella 

Enteritidis 
Unknown Restaurant 

5/2/2016 Central Office 137 Hepatitis A Virus Smoothie Restaurant 

5/5/2016 Multi-state 
1 VA 

10 US 

Escherichia coli 

O157:H7 
Ground beef Private Home 

5/24/2016 Chesapeake 15 
Campylobacter 

jejuni 
Unknown Other 

5/30/2016 Multi-state 
1 VA 

31 US 

Salmonella 

Braenderup 

Mung bean sprouts 

suspected 
Restaurant 

6/11/2016 Rappahannock 4 Campylobacter Unknown Private Home 

6/24/2016 Multi-state 
4 VA 

24 US 

Salmonella 

Enteritidis 
Salad mix suspected Restaurant 

7/16/2016 Multi-state 
5 VA 

65 US 

Salmonella 

Saintpaul 
Chicken suspected Private Home 

7/24/2016 Lord Fairfax 4 
Salmonella 

Heidelberg 
Chicken suspected Private Home 

 

 

 

 



Table 9.  Foodborne Outbreaks Reported in Virginia, 2016 (cont.) 
 

Onset Date Health District 
Number 

of Cases 
Etiologic Agent Vehicle Facility Type 

8/31/2016 
Thomas 

Jefferson 
6 

Salmonella 

Typhimurium 
Unknown Other 

10/1/2016 Piedmont 11 Norovirus GII.7 Unknown Restaurant 

10/23/2016 
Rappahannock 

Rapidan 
15 Unknown 

Vegetable fried rice 

suspected 
Private Home 

12/03/2016 
Thomas 

Jefferson 
65 Norovirus Shrimp suspected Assisted Living 

12/9/2016 Fairfax 30 Norovirus GII Unknown Restaurant 

12/10/2016 Arlington 10 
Norovirus GI.7A 

Winchester 
Unknown Restaurant 

 

Healthcare-Associated Outbreaks   

A healthcare-associated outbreak is a group of illnesses with a common etiology among patients, 

residents, or staff in a healthcare setting (e.g., hospital, medical center, nursing home, physician’s office, 

dialysis center, or other healthcare facility), where the illness is associated with that setting.  Note that 

prior to 2008, only outbreaks that occurred in hospitals and nursing homes (facilities meeting the 

definition of a medical care facility in 12VAC5-90-10) were included in these statistics.  

 

During 2016, 19 healthcare-associated outbreaks with suspected or confirmed etiologic agents other than 

norovirus or influenza were reported in Virginia.  This is 12% higher than the 17 non-norovirus, non-

influenza outbreaks reported from healthcare facilities in 2015.  The average number of ill persons per 

healthcare-associated outbreak in 2016 was 10, and ranged from two to 31 persons.  The majority of 

reported healthcare-associated outbreaks occurred in nursing homes (16, 84%) and the remaining 

outbreaks (3, 16%) occurred in medical facilities, specifically in hospitals. 

  

The majority of healthcare-associated 

outbreaks (16, 84%) were attributed to 

person-to-person transmission.  One 

outbreak (5%) was attributed to 

environmental transmission.  The route of 

transmission could not be determined in 

two outbreaks (11%).  Etiologic agents 

were confirmed in 10 (53%) of the 

outbreaks, suspected in 5 (26%) and 

unknown in 4 (21%).  Specifically, 

respiratory syncytial virus was confirmed 

in two outbreaks and Streptococcus 

pyogenes was confirmed in two 

outbreaks.   Acinetobacter, Clostridium 

difficile, rhinovirus, sapovirus, Sarcoptes 

scabiei (scabies), and methicillin-resistant 

Staphylococcus aureus were each 
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Figure 58. Healthcare-Associated Outbreaks: 
Etiologic Agent Confirmed or Suspected, 

Virginia, 2016
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responsible for one confirmed outbreak   

In addition, Sarcoptes scabiei (scabies) 

was suspected in two outbreaks, and 

extended-spectrum, beta-lactamase-

producing E. coli, mycobacteria, and 

methicillin-resistant Staphylococcus 

aureus were each suspected in one 

outbreak (Figure 58). 

 

Healthcare-associated outbreaks were 

reported most frequently during the first 

(37%) and third (32%) quarters of the year 

in 2016, and less frequently during the 

second (16%) and fourth quarters (16%) 

(Figure 59).  Seasonality is inconsistent 

from year to year; in 2015 healthcare-

associated outbreaks were reported throughout the year and did not show particular seasonality. 

 

In 2016, healthcare-associated outbreaks 

were reported most frequently from the 

northwest, eastern, and central regions, 

with five (26%) healthcare-associated 

outbreaks reported in each region.  Three 

(16%) healthcare-associated outbreaks 

were reported in the southwest region, and 

one (5%) healthcare-associated outbreak 

was reported from the northern region 

(Figure 60).   

 

  

 

 

 

 

 

 

 

Vaccine-Preventable Disease Outbreaks  

Eight outbreaks of vaccine-preventable illness were reported in Virginia in 2016. This is less than the 

15 outbreaks reported in 2015. Pertussis was confirmed for seven outbreaks in 2016, while there was 

one suspect varicella outbreak.  Four of the eight outbreaks occurred in the northwest region, followed 

by two in the northern and two in the southwest regions.  

 

The average number of ill persons per outbreak in the seven pertussis outbreaks was six, with a range 

from two to 13 persons.  Six (86%) of the seven pertussis outbreaks occurred in schools (K-12) and one 

(14%) occurred in a church.   
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Figure 59. Healthcare-Associated Outbreaks:
Month of Onset, Virginia, 2016
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Pertussis outbreaks occurred throughout 

the year, with one outbreak in each of the 

following months: January, February, 

April, October, and December.  

September had two pertussis outbreaks 

(Figure 61). 

 

In 2016, one suspect outbreak of varicella 

consisting of seven cases was reported 

from a daycare setting. This suspected 

outbreak occurred in the northern region 

and none of the cases was laboratory 

confirmed.  For the clients associated with 

this outbreak, four (57%) were under one 

year of age and therefore not 

recommended to receive vaccine.  Of 

those eligible for vaccine based on age, one of the three ill persons had received one dose of vaccine.  In 

2015, four varicella outbreaks were reported.  No other outbreaks of vaccine-preventable diseases such 

as measles, rubella, or Haemophilus influenzae type B were reported in 2016. 

 

 

Waterborne Outbreaks 

In 2016, six waterborne outbreaks were reported in Virginia (Table 10), compared to four outbreaks 

reported in 2015.  Five outbreaks were reported in the northwest region and one was reported in the 

central region. Four outbreaks were confirmed, three with norovirus and one with uranium as the cause. 

The remaining two outbreaks were suspected to be caused by norovirus. 

 

Table 10.  Waterborne Outbreaks Reported in Virginia, 2016 
 

Onset Date Health District 
Number 

of Cases 
Etiologic Agent 

Suspected 

Vehicle 

Place Where Outbreak 

Occurred 

10/9/2016 
Central 

Shenandoah 
28 

Norovirus 

Suspected 
Water Hotel / Resort 

10/21/2016 Crater 30 Uranium Water Assisted Living 

11/7/2016 
Central 

Shenandoah 
14 Norovirus GI Water Hotel / Resort 

11/13/2016 
Central 

Shenandoah 
31 

Norovirus GI.3B 

Potsdam 
Water Hotel / Resort 

11/27/2016 
Central 

Shenandoah 
10 

Norovirus 

Suspected 
Water Hotel / Resort 

12/4/2016 
Central 

Shenandoah 
26 

Norovirus GI.3B 

Potsdam 
Water Hotel / Resort 
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Figure 61. Pertussis Outbreaks:
Month of Onset, Virginia, 2106



Zoonotic Outbreaks 

In 2016, two zoonotic outbreaks were reported.  Both outbreaks were caused by Salmonella. The 

outbreaks were associated with multiple PFGE clusters linked to live poultry and small turtle exposures 

caused by Salmonella Enteritidis and Salmonella Poona, respectively (Table 11). 

 

 

 

Table 11.  Zoonotic Outbreaks Reported in Virginia, 2016 
 

Onset Date 
Health 

District 

Number of 

Cases 
Etiologic Agent Vehicle 

Place Where 

Outbreak Occurred 

5/12/2016 Central Office 35 Salmonella Enteritidis Poultry Multistate 

12/7/2015 Central Office 1 Salmonella Poona Turtles Multistate 

 

Other Outbreaks 

In addition to the norovirus, influenza, foodborne, healthcare-associated, vaccine-preventable,  

waterborne, and zoonotic disease outbreaks discussed above, 104 outbreaks related to other types of 

illness were reported in Virginia in 2016.  This was a 13% increase compared to the 92 outbreaks reported 

in this category in 2015.  The average number of ill persons per outbreak was 22, and ranged from 2 to 

677 persons. As in previous years, the majority of these outbreaks (96, 92%) were attributed to person-

to-person transmission. Three outbreaks were attributed to environmental exposure, while chemical 

exposure contributed to one (1%) outbreak. The remaining four (4%) outbreaks were attributed to 

undetermined factors. 

 

The most frequent causes of illness 

reported from these “other” outbreaks 

were confirmed or suspected  hand, foot, 

and mouth disease (HFMD) (45 

outbreaks, 43%), Streptococcus (11, 

11%), Staphylococcus (9, 9%), Shigella 

(5, 5%), and Sarcoptes scabiei (4, 4%). 

(Figure 62).  Of the remaining 30 

outbreaks reported in 2016, 18 were 

suspected or confirmed to be caused by a 

variety of etiologic agents, while the 

etiologic agent was unknown in 12 

outbreaks.  The number of HFMD 

outbreaks noticeably increased when 

compared to the previous year.  In 2015, 

there were 18 HFMD outbreaks, which 

represented 20% of all outbreaks in this category for that year. 
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Figure 62. Other/Miscellaneous Outbreaks:
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Virginia, 2016



Overall, the most common settings for these 104 outbreaks were daycare/pre-K facilities (44, 42%),  

schools (K-12) (38, 37%), and assisted living facilities (8, 8%).  In addition, five (5%) outbreaks were 

reported from colleges, four outbreaks were reported from correctional facilities (4%), and two outbreaks 

were reported from private homes (2%). Furthermore, three single outbreaks occurred at a restaurant, a 

military base, and other type of facility.  

 

Based on onset date, “other” outbreaks 

occurred throughout the year with no 

distinct pattern of seasonality (Figure 63).  

Regionally, “other” outbreaks occurred 

throughout the state in 2016, with the 

largest proportions in the northern (37, 

36%), and central (27, 26%) regions, 

followed by the northwest (15, 14%),  the 

southwest (14, 13%) and eastern (9, 9%) 

regions. Two outbreaks (2%) in this 

category were investigated by central 

office staff. 

 

 

 

 

 

 

Spotlight on Outbreaks 
 

This section of the report is used to spotlight those outbreaks that proved to be the most interesting or 

unusual of all the outbreaks reported during the 2016 reporting year. 

 

 

Outbreak spotlight: Hand, foot, and mouth disease   

 

Among the 104 other outbreaks in 2016, 45 (43%) were outbreaks suspected to be due to hand, foot, and 

mouth (HFM) disease, a viral illness that can cause fever, blister-like sores in the mouth, and a skin rash.  

This is a 150% increase from the 18 HFM disease outbreaks reported in 2015.  Most of the HFM disease 

outbreaks occurred in daycare facilities (36, 80%), and the remaining outbreaks occurred in school (K-

12) settings (8, 18%), and one (2%) on a military base, consistent with the pattern in 2015.  HFM disease 

usually affects infants and children younger than five years of age, but can sometimes occur in adults.  

HFM disease is caused by the Enterovirus group of viruses, which includes polioviruses, 

coxsackieviruses, echoviruses, and enteroviruses.  There is no vaccine to protect against hand, foot, and 

mouth disease.  Effective preventive measures include handwashing, cleaning and disinfecting touched 

surfaces and soiled items, and avoiding close contact with people with hand, foot, and mouth disease. 

 

Outbreak spotlight: Multiple waterborne outbreaks from the same facility 

 

Between October and December of 2016, the Central Shenandoah Health District (CSHD) received 

reports of five outbreaks of gastrointestinal illness (nausea, vomiting, and diarrhea) associated with one 
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local venue. CSHD conducted an epidemiologic, environmental health, and laboratory investigation to 

assess the potential for foodborne, waterborne, environmental, and person-to-person transmission.  

 

The epidemiologic study revealed water as a common, significant risk factor between the three outbreaks 

included in the analysis. Whole genome sequencing identified genetically indistinguishable norovirus 

G1.3B in human specimens from multiple outbreaks.  Results of water testing indicated the presence of 

total coliform and E. coli in the well water.  A water disinfection system was installed, and no further 

outbreaks were reported.  These outbreaks highlight the importance of adequate septic systems, safe 

water, and safe food preparation at venues that serve large numbers of people each year.  

 

Outbreak spotlight: Hepatitis A 

 

From May–October 2016, 110 Virginia residents were linked to an outbreak of hepatitis A associated 

with consumption of smoothies containing frozen Egyptian strawberries from a single restaurant chain. 

A total of 77 persons tested positive for hepatitis A virus (HAV) genotype IB, which is rarely detected 

in the Americas but is endemic in North Africa and the Middle East. Public health action was undertaken 

early in the investigation to identify the source of infection, remove the likely implicated product from 

the restaurant chain, and provide information about methods to prevent further transmission of HAV.  

 

The response involved the activation of the Virginia Rapid Response Team, efforts by local health 

departments throughout Virginia, several offices in the Virginia Department of Health central office, the 

Virginia Department of Agriculture and Consumer Services, the Division of Consolidated Laboratory 

Services, the U.S. Food and Drug Administration (FDA), and the Centers for Disease Control and 

Prevention, and cooperation by the restaurant chain and the food importer.  The outbreak highlights the 

importance of hepatitis A vaccination and of having a strong network in place to detect and respond to 

threats to food safety.  


