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Proposed additions to Minimum Program Requirements for Foodborne Outbreak Documentation and Reporting:
SUBJECT: Foodborne Illness Reporting and Documentation for Minimum Program Requirement (MPR) Compliance.

This memo has been coordinated with Michigan Department of Health and Human Services (MDHHS) and replaces the February 3, 2006 memorandum entitled “Foodborne Illness Reporting and Documentation for Minimum Program Requirement (MPR) Compliance”.  Investigations conducted in accordance with this guidance will generally be considered to have met the intent of the current Minimum Program Requirements.

The following areas are addressed:

1. Standard operating procedures for foodborne disease surveillance and investigating foodborne illness outbreaks 
2. Initial documentation and data collection by local health departments (LHD)
3. Foodborne illness log record keeping and review requirement
4. Notification of State Agencies by LHD
5. Documentation and submittal of investigation findings 


1. Standard operating procedures for foodborne disease surveillance and investigating foodborne illness outbreaks 

A. Document standard operating procedures for foodborne disease surveillance and investigating foodborne illness outbreaks that include: 
(1) A description of the foodborne illness investigation team and the duties of each member. (MPR 16)
(2) Identify who will review log or tracking system for trends and how the reviews will be documented.  (MPR 16)
(3) Outline the methods used to communicate foodborne illness as stated in the Food Law 3131(1) “A local health department shall develop and implement a communications system with other applicable governmental agencies, individuals, and organizations including, but not limited to, hospital emergency rooms and state and local police. The communications system shall provide the means to contact specific local health department employees and basic information necessary to initiate a foodborne illness outbreak investigation. The information provided in the communications system shall be updated annually.”  (MPR 16)

2. Initial documentation and data collection by local health departments (LHD)

A. Record initial illness complaint by use of: 

(1) The updated Form A dated August 30, 2016 (attached), or its equivalent (MPR 16), OR
(2) Agency electronic database (MPR 16)


B. Intake must document the dates and times that initial reports of alleged foodborne illness are received and the date and time the investigation is initiated.  All foodborne illness complaint investigations must be initiated within 24 hours.  (MPR 15) (MPR 16)

C. For complaints alleging foodborne  illness, use ANY OF THE FOLLOWING in paper or electronic format to conduct interviews of both ill people and those who were also identified in the complaint who may  not have been ill: (MPR 16)

(1) LHD Electronic database form
(2) IAFP form C1/C2 OR equivalent
(3) the Michigan Gastrointestinal Illness Complaint Interview Form, dated August 30, 2016 (attached), 
(4) MDSS interview form or;
(5) an outbreak-specific questionnaire (if one is used).

NOTE: Persons with reportable laboratory confirmed illnesses must be entered into the Michigan Disease Surveillance System (MDSS)


3. Foodborne illness log record keeping and trend review requirements

A. The foodborne illness complaint log may take the form of:
(1) a paper log;
B. electronic data-base
(1) 

B. Review log for trends each time an entry is made to discover potentially related cases and/or involvement of a common implicated food or place that might otherwise go undetected. (MPR 16)
C.  
D. 
A. Document the date of this review and who completed the review on the complaint intake form or in the complaint database. (MPR 16)   
E. 

F. When an agency has multiple geographically separated offices, periodically share with or send copies of logs to a central coordinating office for review. 


4. Notification of State agencies by LHD

A. Outbreak Notification – 
(1) Immediately notify MDARD of potential foodborne outbreaks by emailing  an illness complaint information Form A or equivalent to MDARD’s Food Safety Planning and ResponseEmergency Response and Enforcement Unit (FSPREREU) at MDARD-MI-FSPR@michigan.gov, even if telephone contact with MDARD has already taken place. (MPR 15)(MPR 15)
(2) 
(3) 
(4) If the outbreak is associated with an MDARD-regulated facility, include an FI-238 form along with the Form A or equivalent. (MPR 15)

B. Isolated foodborne illness complaints -Please do not send alerts for isolated incidents involving one person or persons living in the same household, unless:
(1) 
The alleged illness(es) was/were caused by food obtained from an MDARD- or Federally-regulated facility – report these incidents by emailing the FI 238 form and any other additional documentation to MDA-Complaints@michigan.gov  . 
(5) The alleged illness(es) was/were caused by food obtained from an MDARD- or Federally regulated facility – report these incidents by emailing the FI 238 form and other additional documentation to MDA-Complaints@michigan.gov
(6) It appears that the report involves a single family that is potentially part of a larger outbreak; or
(7) It concerns a suspected or confirmed case of botulism, mushroom poisoning, paralytic shellfish poisoning, histamine poisoning or other significant illness clearly linked to consumption of food.


5. Documentation and submittal of investigation findings

A. A final written report must be sent to MDARD within 90 days of completing the investigation. Please do not send copies of completed interview forms with the final summary. Required outbreak documentation depends on the size of the outbreak as follows:
B. 

(1) For small outbreaks (typically < 5 persons)

i. No or uncertain potential for foodborne transmission  – submit by email a termination report (attached)

ii. Likely/Definitely foodborne – submit by email the final version of the CDC form 52.13 only

(2) For larger outbreaks

i. No or uncertain potential for foodborne transmission – submit by email a termination report only)

a. Likely/Definitely foodborne – A completed final version of CDC form 52.13 AND a written narrative containing the following sections is submitted to MDARD within 90 days of investigation completion: (MPR 15)

1. Introduction
2. Epidemiology (Methods & Results)
3. Laboratory (Methods & Results)
4. Environmental (Methods & Results)
5. Discussion
6. Recommendations





[bookmark: 4._Foodborne_illness_log_record_keeping_]Attachments
1. Revised Form A – dated August 30, 2016
2. MI Gastrointestinal Illness Interview form – Dated August 30, 2016
3. MDARD Termination Report – dated August 30, 2016
4. MDARD FI 238
5. Illness Complaint Investigation Protocol flow chart
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Note:  The 2016 Michigan Local Public Health Accreditation Program’s, Section III, Indicator 3.4 as stated below, will be assessed during the communicable disease accreditation evaluation by the Michigan Department of Health and Human Services.   

For foodborne outbreaks, the local health department completes and submits the CDC 52.13 (foodborne) outbreak form to MDHHS and the Michigan Department of Agriculture and Rural Development (MDARD) within 60 days of the date the first case became ill. 

In the event that an investigation is still ongoing 60 days post first illness onset date, a preliminary 52.12 (waterborne) or 52.13 report (which includes data such as county of outbreak, onset date, exposure date, number of cases, and laboratory results) must be submitted to MDHHS within 60 days of the date the first case became ill; the completed final outbreak report form must then be sent to the appropriate agency(s) within 90 days.
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    Case ID  _________First Name ___________________Last Name __________________________GI Illness Complaint Interview Page 1                     




Michigan Gastrointestinal Illness Complaint Interview Form


     FORMCHECKBOX 
Ill      FORMCHECKBOX 
Well        FORMCHECKBOX 
Suspect case   FORMCHECKBOX 
Confirmed case    Pathogen/Contaminant identified     __   


     If outbreak-  #ill            Total # in party                              


		Patient Information 



		Patient ID


         



		RFP ID


     



		First


     



		Last


     



		Middle


     





		Street Address


     





		City


     

		County


     

		State


     

		Zip


     



		Home Phone #


     



		Other phone


     



		Ext


     



		Cell phone                                  


     





		Medications taken for this illness


     



		Allergies


     





		Parent/Guardian (required if pt under 18)



		First


     



		Last


     



		Middle


     





		Investigation Information



		Investigation/complaint ID


      

		Part of an outbreak?


 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No   FORMCHECKBOX 
Unknown

		Outbreak Name


     



		Date/Time Receipt initial rpt rec’d by LHD (accreditation)

mm/dd/yyyy

                    FORMCHECKBOX 
am   FORMCHECKBOX 
pm



		Investigation Status


 FORMCHECKBOX 
New  FORMCHECKBOX 
Active   FORMCHECKBOX 
Completed   FORMCHECKBOX 
Superceded   FORMCHECKBOX 
Cancelled

 

		Onset Date/Time


                 FORMCHECKBOX 
am  FORMCHECKBOX 
 pm




		Incubation 


       FORMCHECKBOX 
 hrs  FORMCHECKBOX 
 days





		                              



		Demographics



		Sex


  FORMCHECKBOX 
Male   FORMCHECKBOX 
Female   FORMCHECKBOX 
Unknown




		Date of Birth mm/dd/yyyy


     



		Age


     



		Age Units


 FORMCHECKBOX 
Days   FORMCHECKBOX 
Months   FORMCHECKBOX 
Years






		Race


 FORMCHECKBOX 
Caucasian            FORMCHECKBOX 
African American            FORMCHECKBOX 
Native American/Alaska Native            FORMCHECKBOX 
Hawaiian/Pacific Islander


 FORMCHECKBOX 
Asian                    FORMCHECKBOX 
Unknown                         FORMCHECKBOX 
Other      ____________________



		Ethnicity


 FORMCHECKBOX 
Hispanic/Latino  FORMCHECKBOX 
Non-Hispanic/Latino  


 FORMCHECKBOX 
Unknown

		Worksite/School/Daycare


     

		Occupation/School grade


     



		Physician/Hospital Referral Information



		Person providing referral



		First


     

		Last


     

		Phone ###-###-####


     

		Ext


     

		Email


     



		Primary Physician



		First


     

		Last


     

		Phone ###-###-####

     

		Ext


     

		Email


     



		Street Address


     

		City


     

		County


     

		State


     

		Zip


     



		Name of LHD person receiving report


     

		Title


     

		Referred to whom in LHD for Investigation?


      



		Illness & Hospital Information



		Patient Hospitalized


 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
No   FORMCHECKBOX 
Unknown

		Hospital Name


     

		City


     

		Hospital Record #


      



		Admission Date


mm/dd/yyyy


     

		Discharge Date


mm/dd/yyyy


     

		Days Hospitalized


     

		Patient Deceased?


 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No      FORMCHECKBOX 
Unknown   



		Date/Time Recovery


                 FORMCHECKBOX 
am   FORMCHECKBOX 
 pm

		Lab Diagnosis


     

		Diagnosis Date 

                                            



		Symptoms (Check all that apply)    FORMCHECKBOX 
No Symptoms   FORMCHECKBOX 
Abdominal Cramps   FORMCHECKBOX 
Body Ache  FORMCHECKBOX 
Diarrhea    FORMCHECKBOX 
Diarrhea w/blood  FORMCHECKBOX 
Chills


 FORMCHECKBOX 
Fatigue    FORMCHECKBOX 
Headache    FORMCHECKBOX 
Nausea     FORMCHECKBOX 
Vomiting    FORMCHECKBOX 
Blurred Vision    FORMCHECKBOX 
Tingling     FORMCHECKBOX 
Hives   FORMCHECKBOX 
Sore Throat   


 FORMCHECKBOX 
Burning in Mouth    FORMCHECKBOX 
Metallic taste   FORMCHECKBOX 
Difficulty Swallowing or Breathing     FORMCHECKBOX 
Difficulty Speaking     FORMCHECKBOX 
Numbness     FORMCHECKBOX 
Paralysis   



		Fever?


 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No   FORMCHECKBOX 
Unknown

		If Yes, specify highest fever


     

		Scale   


 FORMCHECKBOX 
(F    FORMCHECKBOX 
(C

		Other Symptoms?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No


Specify:       





		Laboratory Information



		  Specimen




		   Date Collected




		   Test Result 




		    Test Name




		     Laboratory Name                      






		   Blood

		        

		     

		     

		     



		   Stool

		        

		     

		     

		     



		   Urine

		        

		     

		     

		     



		   Other

		        

		     

		     

		     



		Epidemiologic Information



		High Risk Potential


 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


 FORMCHECKBOX 
Unknown

		If Yes, (Check all that apply)


 FORMCHECKBOX 
Contact w/confirmed case      FORMCHECKBOX 
Contact w/suspect case    FORMCHECKBOX 
Daycare Attendee 


 FORMCHECKBOX 
Food Handler                         FORMCHECKBOX 
Direct Pt. Care Worker    FORMCHECKBOX 
Resident of Institutional Facility


 FORMCHECKBOX 
Day Care Worker                   FORMCHECKBOX 
Animal Handler                FORMCHECKBOX 
Other      

Name and Location of Facility attended or employed at      ____________________





		Travel (in/out state or international) in the past month?


 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No   FORMCHECKBOX 
Unknown

		If Yes, Record Location and Date of travel


     



		Swimming in past month?


 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No   FORMCHECKBOX 
Unknown

		If Yes, Location and Date


     



		Drinking Water Source



		Home:


 FORMCHECKBOX 
Municipal   FORMCHECKBOX 
Well    FORMCHECKBOX 
Bottled    FORMCHECKBOX 
Other      

		Work:


 FORMCHECKBOX 
Municipal   FORMCHECKBOX 
Well    FORMCHECKBOX 
Bottled    FORMCHECKBOX 
Other      



		Pets or Animal Contacts in the 2 weeks prior to onset: 


     



		Contact Information


List all contact with persons having concurrent or similar illness (list additional information in comments section) OR other people who may have been present at an implicated event or meal.  Please mark if they were ill.



		Name of Contact                  Ill?      Onset




		Address & Phone




		Relationship




		High Risk Factor



		                                            FORMCHECKBOX 
          



		     

		     

		     



		                                            FORMCHECKBOX 
          



		     

		     

		     



		                                            FORMCHECKBOX 
          



		     

		     

		     



		                                            FORMCHECKBOX 
         



		     

		     

		     



		Food Purchase Information



		List all places where the patient purchased grocery items in the 2 weeks prior to illness onset:  (Include: Grocery Stores, Markets, Produce Stands, Convenience Stores, Home Delivery



		Date of Purchase


mm/dd/yyyy

		Name of


Facility

		Location or address




		Foods purchased-be specific, (e.g. Brand X cereal, Brand Y milk, ‘ground beef’ rather than ‘meat’, ‘apples’ rather than ‘fruit’)





		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     



		Non-Home Consumption History



		List any other food and beverages consumed OUTSIDE the home in the 2 weeks prior to illness onset- (Include: Carry Out, Events, Fast Foods, Parties, Restaurants, Travel or Work-Related Meals)



		Date of


Consumption


mm/dd/yyyy

		Name of


Facility/Event




		Food/beverages consumed




		Address of  facility/event






		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     



		



		



		72-hour Food History  Date of Onset (see pg. 1)          Time of Onset (see pg. 1)       FORMCHECKBOX 
am   FORMCHECKBOX 
pm



		List all foods/beverages consumed 3 days prior to illness onset: (prompt for typical foods if unable to recall) If illness onset started before 12 Noon on Day One, begin by recording the food history from day before illness onset



		Day One (food consumed within 24 hours prior to onset) / Date       



		Meal/Time

		Food/Beverages Consumed

		Facility Name & Location

		Meal Companions



		Breakfast


Time


       FORMCHECKBOX 
am   FORMCHECKBOX 
pm

		     



		     



		     





		Lunch


Time


       FORMCHECKBOX 
am   FORMCHECKBOX 
pm

		     



		     



		     





		Dinner


Time


       FORMCHECKBOX 
am   FORMCHECKBOX 
pm

		     



		     



		     





		Other/Snacks


Time


       FORMCHECKBOX 
am   FORMCHECKBOX 
pm

		     



		     



		     





		Day Two prior to Onset / Date      



		Meal/Time

		Food/Beverages Consumed

		Facility Name & Location

		Meal Companions



		Breakfast


Time


       FORMCHECKBOX 
am   FORMCHECKBOX 
pm

		     



		     



		     





		Lunch


Time


       FORMCHECKBOX 
am   FORMCHECKBOX 
pm

		     



		     



		     





		Dinner


Time


       FORMCHECKBOX 
am   FORMCHECKBOX 
pm

		     



		     



		     





		Other/Snacks


Time


       FORMCHECKBOX 
am   FORMCHECKBOX 
pm

		     



		     



		     





		Day Three prior to Onset / Date      



		Meal/Time

		Food/Beverages Consumed

		Facility Name & Location

		Meal Companions



		Breakfast


Time


       FORMCHECKBOX 
am   FORMCHECKBOX 
pm

		     



		     



		     





		Lunch


Time


       FORMCHECKBOX 
am   FORMCHECKBOX 
pm

		     



		     



		     





		Dinner


Time


       FORMCHECKBOX 
am   FORMCHECKBOX 
pm




Other/Snacks                                                                            

Time

       FORMCHECKBOX 
am   FORMCHECKBOX 
pm        




		     

                                                                                                                            

		     

                                                          

		     

     



		Other Information



		Local 1 (extra data field for LHD use)


                                                                                                  

		Local 2 (extra data field for LHD use)


     



		Name of Person Interviewed


     

		Relationship to Patient


     

		Date/Time of Investigation Initiation mm/dd/yyyy xx:xx am/pm


     



		Completed/Submitted by:


     

		Date


     

		Health Department


     

		Phone #


     

		Ext


     



		Comments or Additional Information Regarding Specific Complaint:


     





Developed by Michigan Department of Agriculture and Rural Development and Michigan Department of Health and Human Services         8/30/2016      version 4.0
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Enteric Illness Outbreak Investigation Termination Form a 2016.docx
		Enteric Illness Outbreak Investigation Termination Form

Use to report enteric illness outbreaks of unknown or non-foodborne transmission







		Agency/County:

[bookmark: Text31][bookmark: _GoBack]     

		Date Complaint Received

[bookmark: Text2]     

		Date MDARD Notified:

[bookmark: Text3]     

		Complaint #:

[bookmark: Text4]     



		I.	Preliminary Information



		# ill / # exposed:

[bookmark: Text5]     

		Date/time meal consumed:

[bookmark: Text6]     

		Date/time index case ill:

[bookmark: Text7]     



		Establishment/Event Name & Address where food was prepared:

[bookmark: Text8]     



Location where food was consumed (if different):

[bookmark: Text9]     



		II.	Outbreak Investigation



		A.	Epidemiological Investigation[footnoteRef:1] [1:  Check for person, place, and time links between cases] 




		# ill/ # interviewed:

[bookmark: Text10]     

		Age[footnoteRef:2] [2:  For < 5 cases, please list individual values; for > 5 cases, please list average] 


[bookmark: Text11]     

		Incubation

[bookmark: Text12]     

		Duration of illness

[bookmark: Text13]     



		Number of persons experiencing following symptoms:



			Diarrhea

		[bookmark: Text19]     

		Abdominal Cramps

		[bookmark: Text21]     

		Headache

		[bookmark: Text23]     

		Other:

		[bookmark: Text25]     



			Vomiting

		[bookmark: Text20]     

		Nausea

		[bookmark: Text22]     

		Fever

		[bookmark: Text24]     

		Other:

		[bookmark: Text26]     



		

		

		

		

		

		

		

		



		List all foods consumed during suspect meal (drink, appetizer/snack, salad/dressing, entrée, dessert, other foods):

[bookmark: Text14]     



		Were 72 hour meal histories obtained for all cases to rule out shared exposures to other foods?

[bookmark: Check1][bookmark: Check2]|_|		Yes	|_|	No



		Other possible routes of transmission:

[bookmark: Check3][bookmark: Check4]|_|		Same household	|_|	Coworkers

[bookmark: Check5][bookmark: Check6][bookmark: Text18]|_|		Other shared meals within 72 hrs. of illness	|_|	Other:       



		B.	Laboratory Investigation



		Food Samples:

[bookmark: Text15]     

		Clinical Samples:

[bookmark: Text16]     



		Results:

[bookmark: Text17]     



		Lab:

		[bookmark: Check7]|_|

		Regional

		[bookmark: Check8]|_|

		State

		[bookmark: Check9]|_|

		Private











1



		C.	Environmental Investigation[footnoteRef:3] [3:  Review of food handling practices used to prepare implicated foods on the day it was prepared to identify potential factors leading to Contamination, Survival, Growth and/or lack of Destruction of causative agent (see IAFP 6th edition Procedures to Investigate Foodborne Illness pp. 23 – 41).  Use of Food Preparation Review Worksheet is strongly encouraged.
] 




		Date of site visit:

[bookmark: Text27]     

		Date implicated food was prepared:

[bookmark: Text28]     



		Worker who prepared foods was ill?

		[bookmark: Check10]|_|

		Yes

		[bookmark: Check11]|_|

		No

		[bookmark: Check12]|_|

		Uncertain



		Evidence that food was potentially mishandled?

		[bookmark: Check13]|_|

		Yes

		[bookmark: Check14]|_|

		No

		[bookmark: Check15]|_|

		Uncertain



		Observations:

[bookmark: Text29]     



		D.	Discussions and Conclusions



		[bookmark: Text30]     



		[bookmark: Text35]Disposition:      



		[bookmark: Check16][bookmark: Check17]Initial complaint met MDARD regulatory definition[footnoteRef:4] of a foodborne illness outbreak:	|_|	Yes	|_|	No [4:  MDARD regulatory outbreak definition:  An incident where two or more persons, not of the same household, have ingested a common food and have a similar disease, similar symptoms, or excrete the same pathogens, and there is a time, place, or person association between these persons; where there is a single case of suspected botulism, mushroom poisoning, paralytic shellfish poisoning, or other rare disease; or where there is a case of a disease or poisoning that can be definitely related to the ingestion of food.
Dated:  8/2016 (eVersion provided by T. Sietsma, Muskegon CHD, 1/10/2008)] 




		

[bookmark: Check18]If yes: 	|_|	Investigation terminated – Investigation could not be completed

[bookmark: Check19]		|_|	Investigation completed – Source uncertain

[bookmark: Check20]		|_|	Investigation completed – Not foodborne





		



		Prepared By:

		[bookmark: Text32]     

		Date:

		[bookmark: Text33]     

		



		



		Phone Number:

		[bookmark: Text34]     
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FI-238 MDARD referral 2016 draft.docx
FI-238 MDARD (08/16), in accordance with P.A. 92 of 2000, as amended

		

Foodborne Illness Complaint Referral for MDARD-Regulated Foods or Facilities



Michigan Department of Agriculture and Rural Development

P.O Box 30017, Lansing, MI 48909



LHD May attach copy of completed Form A or equivalent to this referral 

DO NOT SEND COMPLETED PATIENT QUESTIONNAIRES TO MDARD, UNLESS REQUESTED



		

Date:     	



		To:   MI Department of Agriculture and Rural Development (MDARD)

MDARD sent to:     

		Email: MDA-Complaints@michigan.gov 



[bookmark: Text65]Email or Fax number:      



		LHD completed case history interview, including 72-hr meal history (required by 2000 Food Law)

[bookmark: Check11] |_|Yes    

[bookmark: Check12] |_|No

[bookmark: Check26] |_|Pending



		

		



		

		The MDARD Food and Dairy Division has received a report of illness allegedly associated with exposure to food or beverage from an MDARD-regulated facility from: 

Complainant Name:     

City:                   

County:     

Phone number or Email address:     

[bookmark: Check27][bookmark: Check28][bookmark: Check29]Was complaint directly referred to LHD by MDARD?  |_|YES  |_|NO |_|UNKNOWN



		

		



		

		



		

		[bookmark: Text67]Implicated Facility Name:                                                                              

Facility Street Address:      

[bookmark: Text63]City:                 Zip code:           CMP:      



		

		



		Product Information, if available

Implicated Product, including brand name:      

Date of Purchase:      

Product size, container type (e.g. 2 lb. cardboard box):      

UPC/SKU number:     

Expiration/Use by/Best if used by date:      

Lot codes, if available:                        

[bookmark: Text40]USDA plant number, if applicable:      

[bookmark: Text57]Any other codes/numbers, etc. on package?      

[bookmark: Check13]Does complainant still have product?   Yes|_|    No|_|



		Details of complaint – Please be as specific as possible, including number ill, consumption and onset date and time. Form A or equivalent may be attached if this info has already been recorded.   

     



		Given the symptoms, estimated incubation and/or nature of complaint, does the alleged link between consumption of the food and onset of illness appear to be biologically plausible?   

[bookmark: Check15][bookmark: Check16][bookmark: Check22]Likely|_|     Unlikely|_|  Unknown|_|

[bookmark: Text46]Why?      





		Summary of Local Health Department (LHD) actions so far:

[bookmark: Text56]     





		The LHD requests the following from MDARD:

[bookmark: Text54]      



		Summary of MDARD actions (MDARD final report may be attached):

       



		[bookmark: Text18]LHD Contact:       

[bookmark: Text19]Phone:      

[bookmark: Text58]Emergency or After-Hours contact:      

[bookmark: Text20]FAX:      

[bookmark: Text21]Email:      

		MDARD contact:      

Phone:      

Emergency or After-Hours contact: 517-373-0440

FAX: 517-373-3333

Email:      
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Illness Complaint Investigation Protocol draft Sept 9.pdf
Unconfirmed Gastrointestinal lliness Complaint Investigation Protocol
LHD Notified of Complaint

v
Complete Form A or equivalent

\ 4
Enter into foodborne illness LOG and review for trends

) 4
Complete Appropriate Interview Form(s)

4
Determine appropriate follow-up & investigation documentation

solated Same Household Large
Complaints? (2 or more)? Outbreaks?
Is illness later confirmed to Unusual occurrence? Send notification to MDARD Send naotification to MDARD
be a rare & severe disease®?
Example: llinesses linked Was the outbreak Was the outbreak
Examples: Botulism, Mushroom with family reunion foodborne? foodborne?
poisoning, Paralytic shellfish, Other

Conduct further

Contact LHD

. S Send 6- point Send MDARD Send CDC Send MDARD
Supervisor, :’Z\é)?)sl’::ggtfsn & narrative & termination 52.13 only termination
MDHHS, . CDC 52.13 report only to MDARD report only
MDARD determined by

LHD supervisor to MDARD

(1) Complete MI Gastrointestinal lllness Complaint Interview Form, IAFP C1/C2, an equivalent form or outbreak specific questionnaire. Lab confirmed
enteric infections must also be entered in MDSS.

(2) See Michigan Food Law — Sec. 3103 — definition of foodborne illness outbreak as incident where a) 2 or more persons, not of same household, have
ingested a common food and have similar disease, symptoms, or excrete same pathogens and there is a time, place or person association between

the persons, or; b) there is a single case of suspected botulism, mushroom poisoning, paralytic shellfish poisoning or other rare disease, or; c) there
is a case of disease or poisoning that can be definitely related to ingestion of a food.
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[bookmark: FOOD_RELATED_ALERT/COMPLAINT_RECORD]FOOD RELATED ALERT/COMPLAINT RECORD



Form A

Complaint Number

Complaint Received From:

Address:





street, city state, zip

Phone: (	)

Area Code

Person to Contact for More Information

Address:





street, city, state, aip

Phone Home (	)

Work (	)





























[bookmark: Form_A]Complaint Details:

















		Illness

Yes ¹·²

		Number Ill

		Time Illness Began Date:

		Predominant Symptoms

		



[bookmark: No3_________Same_household_Hour:_     _a]_



		

		No3

		

		

		Same household

		Hour:

		

		am

		

		pm

		

		



		Suspect Foods4

		Source

		Brand Identification

		Lot Number

		



		Suspect Meal

		Place

		Address:

(street)

(City, State, & Zip)

		



		Persons Attending Suspect Meal

















*List additional persons on next page

		Address:

















City, State, & Zip

		Phone:

		



		Received By:



Date:	Time:

am	pm

		Investigation Initiated By:



Date:	Time:

am	pm





		Complaint Closed By:



Date:	Time:

am	pm







Action Taken & Verification	Nature of Complaint:

of Notification area Provided on	Illness	Unsanitary Establishment next page.	Contaminated, Adulterated		Other (Specify)

Spoiled Food



☐ FBI log review conducted     Date:  



¹If yes, professional staff member should obtain information about patient and record on Michigan Gastrointestinal Case Investigation or IAFP C1/C2 forms, or outbreak specific questionnaire.

² If still ill, ask person to collect stool in a clean container. Arrange for collection and testing per MDHHS criteria.

3  If No, skip to “Receive By:” line and complete remainder of form

4 Ask person to refrigerate all food eaten during the 72 hours before onset of illness; save or retrieve original containers or packages; sample should be properly identified; hold until health official makes further arrangements.
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FOOD RELATED ALERT/COMPLAINT RECORD, page 2



Additional people attending implicated meal:





Notifications to State or other Local Health Department agencies:



☐MI Dept of Ag & Rural Development	    Date Notified:	      Person Notified:  	   ☐MI Dept of Health & Human Services   Date Notified:	     Person Notified:   	 ☐Notifications to State or other Local Health Department agencies:  

Date Notified:	Person Notified:  	

Date Notified:	Person Notified:  	



Actions Taken:

8-16-16 version




