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Introduction: In January 2011, Sydney South West Public Health Unit was notified of a large number of people presenting
with gastroenteritis over two days at a local hospital emergency department (ED).

Methods: Case-finding was conducted through hospital EDs and general practitioners, which resulted in the notification of
154 possible cases, from which 83 outbreak cases were identified. Fifty-eight cases were interviewed about demographics,
symptom profile and food histories. Stool samples were collected and submitted for analysis. An inspection was conducted
at a Vietnamese bakery and food samples were collected and submitted for analysis. Further case ascertainment occurred
to ensure control measures were successful.

Results: Of the 58 interviewed cases, the symptom profile included diarrhoea (100%), fever (79.3%) and vomiting
(89.7%). Salmonella Typhimurium multiple-locus-variable number tandem repeats analysis (MLVA) type 3-10-8-9-523
was identified in 95.9% (47/49) of stool samples. Cases reported consuming chicken, pork or salad rolls from a single
Vietnamese bakery. Environmental swabs detected widespread contamination with Sa/lmonella at the premises.

Discussion: This was a large point-source outbreak associated with the consumption of Vietnamese-style pork, chicken
and salad rolls. These foods have been responsible for significant outbreaks in the past. The typical ingredients of raw egg
butter or mayonnaise and pate are often implicated, as are the food-handling practices in food outlets. This indicates the
need for education in better food-handling practices, including the benefits of using safer products. Ongoing surveillance
will monitor the success of new food regulations introduced in New South Wales during 2011 for improving food-handling
practices and reducing foodborne illness.

n Australia, it is estimated that there are 5.4 million

cases of gastroenteritis caused by contaminated food

each year, accounting for approximately one third of
all gastroenteritis cases in the country. Consequently
there are 1.2 million visits to doctors, 18 000 hospital
admissions and approximately 120 deaths annually
due to foodborne illness.! Various types of Salmonella
are commonly identified as the etiological agent and
Salmonella Typhimurium (STM) is the most commonly
notified serovar in Australia.?

On 4 January 2011, a hospital emergency
department (ED) in Sydney, Australia notified the
Sydney South West Public Health Unit (SSWPHU) of an
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increased number of gastroenteritis presentations during
the previous evening. On the same afternoon three cases
were interviewed; however, no common exposures were
identified.

The next day, the hospital notified SSWPHU of
additional gastroenteritis cases presenting overnight,
with all patients reporting consumption of pork or
chicken rolls from a bakery in the area. An outbreak
investigation was initiated incorporating epidemiological,
environmental and laboratory elements. This paper
describes the public health investigation and response to
a foodborne outbreak caused by STM from a commercial
food outlet.
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METHODS
Epidemiological Investigation

Case-finding was conducted by requesting daily reports
from five EDs closest to the bakery premises. General
Practitioners (GP) in the local area and other Public
Health Units in New South Wales (NSW) were alerted to
the outbreak and asked to report possible cases. EDs and
GPs were also asked to take stool samples from possible
cases. A possible case was defined as: an individual with
diarrhoea and either vomiting or fever, with an illness
onset after 1 January 2011 and who attended a hospital
ED or a GP practice.

To confirm that food from the bakery was the only
common exposure, detailed food histories for the three
days preceding illness onset were obtained for the first
26 cases notified to SSWPHU. Other possible cases were
interviewed using a shorter standardized questionnaire
to confirm exposure, onset date, symptoms, date of
exposure and details of foods consumed from the bakery.
Where a person was unable to be contacted directly, a
cases linkage to the bakery was verified by clinician
documentation in electronic hospital notes, direct
discussion with the treating clinician or a relative.

Subsequently, after an association with food
consumed from the bakery was established, a bakery-
linked case was defined as an individual with diarrhoea
and/or vomiting or fever with illness onset after
1 January 2011 and who ate food prepared at the bakery
between 30 December 2010 and 5 January 2011.

Bakery staff were also interviewed using the
standardized questionnaire to identify illness and
exposure details.

Data were entered in Microsoft Excel 2007 and
analysed using Statistical Analysis Software (SAS)
System version 9.2.

Environmental Investigation

The NSW Food Authority, the regulatory body responsible
for food safety in NSW, was notified of the outbreak
on the morning of 5 January 2011. An inspection of
the suspect premises was conducted on the afternoon
of 5 January 2011, by which time SSWPHU had
conducted approximately 10 of 26 hypothesis-generating

WPSAR Vol 3, No 2, 2012 | doi: 10.5365/wpsar.2012.3.1.001

Norton et al.

long interviews, all identifying a Vietnamese bakery at a
particular street location where pork/chicken/salad rolls
had been purchased in the 48 hours before illness onset.

Food-handling and cleaning practices were
reviewed by the NSW Food Authority. Environmental
swabs and food samples were collected from the bakery
for microbial testing. Food samples included chicken,
pork, ham, egg butter, mayonnaise, pate and a variety
of other foods stored in the chilled food display cabinet.
A trace-back of suspect foods served at the premises was
initiated.

Laboratory Investigation

Faecal specimens were cultured at laboratories
throughout  Sydney. Clinical Salmonella isolates
were sent to the Centre for Infectious Disease and
Microbiology Laboratory Service (CIDMLS) in Sydney
for typing. Food and environmental samples were tested
by the Division of Analytical Laboratories. Multiple-locus-
variable number tandem repeats analysis (MLVA)3*
was performed on the clinical, food and environmental
isolates by CIDMLS. Food and environmental
specimens were phage typed at the Institute of
Medical and Veterinary Science in Adelaide, South
Australia. All results were then collated by SSWPHU.
Phage typing is not routinely carried out on clinical
specimens in NSW.

All Salmonella isolates within  NSW are
referred to CIDMLS for serotyping and MLVA typing if
appropriate. STM MLVA data from the outbreak period
were obtained from NSW Ministry of Health to assess
whether there were other cases of the outbreak strain
occurring at this time. Data with an MLVA type consistent
with the investigation were compared with background
rates of the same type. No extra interviews were
conducted as there was a delay in reporting of MLVA
data and extra interviews would not have contributed to
control efforts at that point.

RESULTS

Epidemiological Investigation

The SSWPHU was notified of 154 possible cases
by EDs and GPs. Of these, 83 cases were identified
as being linked to the bakery. Sixty-two cases were

reported by EDs and GPs but were not interviewed and

www.wpro.who.int/wpsar



Norton et al.

Salmonella Typhimurium outbreak in a Sydney Vietnamese bakery

Figure 1. Verification process for linking reported cases to the outbreak, Sydney, January 2011

Possible cases interviewed

Did not eat at the bakery
= not a case (9 [6%])

Possible cases identified
by EDs, GPs or nominated
by a case = 154

Not contactable
= 67 (44%) =87 (56%)

Case details verified Unable to contact or
by clinician verify case details
=25 cases (16%) = not a case (62 [40%)])

Confirmed ate at the
bakery =58 cases (38%)

Total bakery-linked cases
identified = 83 (54%)

no information was available on place of exposure and
foods consumed. Nine possible cases were interviewed
and subsequently excluded. Fifty-eight of the
83 bakery-linked cases were interviewed directly, while
the remaining 25 were confirmed through documentation
by the clinician in electronic hospital notes accessible
to SSWPHU or through discussions with the treating
clinician or a relative (Figure 1).

Of the first 26 cases notified to SSWPHU, 21 (81%)
had consumed food from a single Vietnamese bakery in
the three days before onset of illness.

The median age of interviewed bakery-linked
cases was 27.5 years (range, 1 to 75 years) and
most cases were female (Table 1). The peak of the
outbreak occurred between 3 and 5 January 2011, with
86% (50/58) of cases reporting disease onset on
these three dates (Figure 2). The median incubation
period reported was one day (ranging from less than
one day to three days) with 40% (23/58) of cases
reporting an incubation period of less than one day.
Demographic and clinical characteristics of interviewed
bakery-linked cases are contained in Table 1.

Of the 83 known bakery-linked cases, 64 (77%)
sought medical attention: six (7%) cases visited a GP,
38 (46%) cases were reviewed in an ED and 20 (24%)
cases were admitted to hospital.

www.wpro.who.int/wpsar

Table 1. Demographic and clinical characteristics
for interviewed bakery-linked cases,
Salmonella Typhimurium outbreak, Sydney,
January 2011 (n = 58)

Characteristic n %
Sex
Female 43 74.1
Male 15 25.9
Age group
0-9 4 6.9
10-19 3 5.2
20-29 20 34.5
30-39 10 17.2
40-49 6 10.3
50-59 6 10.3
60+ 1 1.7
Unknown 8 13.8
Symptoms
Diarrhoea 58 100.0
Vomiting 52 89.7
Fever 46 79.3

All but one case purchased food from the bakery
over a four-day period (2 to 5 January 2011). This
case reported purchasing food on 30 December 2010
and became unwell on 2 January 2011, but no stool
specimen was taken. No further cases were identified after
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Figure 2. Number of interviewed bakery-linked cases

by date of onset and date of purchase, Salmonella

Typhimurium outbreak, Sydney, January 2011 (n=58)
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Table 2. Ingredients consumed by cases,

Salmonella Typhimurium outbreak, Sydney,
January 2011 (n=58)

Food exposure n %
Chicken 26 44.8
Raw egg butter* 25 43.1
Pork 22 37.9
Pate* 20 34.5
Mayonnaise* 10 17.2
Ham 5 8.6
Salad 5 8.6

* 18 cases replied “unknown” to these food exposures

the NSW Food Authority inspection on the afternoon of
5 January 2011 (Figure 2).

All 58 interviewed cases reported that they
ate a roll of some type from the bakery before illness
onset. Information regarding individual roll ingredients
consumed by these 58 cases was collected and results
are outlined in Table 2.
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3Jan 2011
4 Jan 2011
5Jan 2011
6 Jan 2011

Date

Only one staff member from the bakery reported
becoming unwell during the outbreak, with an onset
date of 5 January 2011. This food handler reported
eating a salad roll with mayonnaise from the bakery
on 4 January and a salad roll with raw egg butter on
5 January before becoming unwell. All other staff stated
that they consumed food from the bakery but did not
become unwell.

Laboratory Investigation

A total of 49 stool specimens were obtained from the
bakery-linked cases. Sa/monella Typhimurium MLVA
type 3-10-8-9-523 was identified in 47 samples.
Two cases’ specimens were negative for bacterial
pathogens.

MLVA results from CIDMLS identified 89 stool
samples from residents in south-western Sydney
between 4 and 24 January 2011 where STM MLVA
3-10-8-9-523 was identified. Seventy-three (82%) of the
samples were collected between 4 and 9 January 2011.
The number of positive samples peaked on
6 January 2011, at 24 samples. Sydney West area (the
neighbouring area health service that is geographically
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Table 3. Bakery breaches to the Australia New Zealand Food Standards Code, Sa/monella Typhimurium outbreak,

Sydney, January 2011

Breaches practised by the bakery

Food Standards Code breaches by bakery

Cooked pate cooled at room temperature for up to four hours

Inadequate temperature monitoring of pork belly during cooking

No doors on chilled food display cabinet (no temperature
monitoring or control)

Eggs stored at room temperature

Food equipment not adequately cleaned or sanitized
Food mixer whisks stored on floor

Inadequate kitchen hand-washing facilities

Poor hand-washing practices by staff before food handling

Division 3, clause 7 (3a)
Division 3, clause 7 (1bii])
Division 3, clauses 6 (1b), 6 (2a), 8(5a)

Division 3, clause 6 (2a)

Division 5, clause 20 (2a & b)

Division 5, clause 20 (1b)

Division 4, subdivision 2, clause 17 (1)

Division 4, subdivision 1, clause 15 (3a)

closest to the premises) saw a simultaneous increase in
the same MLVA type with 14 positive stool specimens in
this time period. Excluding the 47 known bakery-linked
cases from the total of 105 cases in the two health areas
with the same MLVA type, an additional 56 people may
have been affected by this outbreak. NSW data from the
same period in 2010 identified only 12 stool samples
positive for STM MLVA 3-10-8-9-523.

Environmental Investigation

The bakery was located within a busy shopping centre in
Sydney, NSW. The NSW Food Authority inspection of the
premises on 5 January 2011 revealed that there were
multiple breaches of food safety standards of the Australia
New Zealand Food Standards Code (Table 3).°

Raw egg butter was made approximately every
three days by the premises. The raw egg butter batch
made on 2 January 2011 was mixed with the new batch
made on 5 January 2011. Raw egg butter is produced
by hand by shifting egg contents back and forth between
half shells to separate yolks, which are then mixed
with vegetable oil and salt using metal whisks. The
egg butter was not subject to a processing step such
as pasteurization, adequate heating or acidifying the
product.

The chicken liver pate was prepared on
2 January 2011. The same batch of each of the following
ingredients was served from 2 to 5 January 2011:
the pork belly which purchased and cooked on
23 December 2010, the white ham purchased on
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30 December 2010 and the prager ham purchased on
23 December 2010. The chicken served to customers
in the same time period was purchased and cooked on
31 December 2010, 3 January 2011 or 5 January 2011.

The bakery owner voluntarily removed and
disposed of all roll fillings from the chilled food cabinet
and all prepared sandwich ingredients. The bakery
was asked to cease production of raw egg butter and
pate until the NSW Food Authority had finalized their
investigation.

On 10 January the NSW Food Authority served
a prohibition order to the premises based on food
sample and swab results that confirmed widespread
Salmonella contamination in the store. The order
closed the business until the following conditions were
met: all equipment cleaned and sanitized, fixtures and
fittings verified free from Salmonella by the NSW Food
Authority and food handlers demonstrating adequate
skills and knowledge in food safety and hygiene. The
business agreed to permanently cease production of raw
egg butter in accordance with the NSW Food Authority’s
recommendation.

Sixty-two per cent (13/21) of the food samples
were positive for STM phage type 44, MLVA type
3-10-8-9-523. These included the raw egg butter,
chicken liver pate, chicken, pork and various salad
ingredients. The mayonnaise was a commercial brand
that was used before its expiration date. Only cooked
chicken and pork were available for sampling at the
time of inspection. Forty-five per cent (5/11) of the
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environmental swabs were also positive for STM phage
type 44, MLVA type 3-10-8-9-523.

Eleven eggs left over from the batch
used to produce the raw egg butter made on
2 January and 5 January 2011 were submitted for
testing. No Salmonella or other organisms were
isolated. The eggs used by the bakery during the outbreak
were purchased on 1 January 2011 from a growers’
market in Sydney that was not the usual supplier.
The egg supplier to the market stall sourced the eggs
from 10 farms in NSW and occasionally from a farm
in Victoria. The NSW Food Authority was unable to
trace the farm of origin of the eggs used by the bakery
during the outbreak due to missing labels on the egg
cartons.

DISCUSSION

This was a large point-source outbreak of Salmonella
Typhimurium MLVA 3-10-8-9-523 in which the majority
of identified cases (77%) sought medical attention. The
outbreak was probably larger than demonstrated by this
investigation as indicated by the retrospective MLVA
data provided by NSW Ministry of Health, which showed
a clear increase at the time of the outbreak in this MLVA
type compared to the usual background rate.

A major concern demonstrated by this outbreak
was a clear lack of knowledge of safe food handling
practices. Various forms of temperature abuse were
involved in storage and display and also production of
foods, such as inadequate monitoring of temperatures
during cooking and inadequate cooling of food items after
cooking. The business used the undesirable practices of
producing raw egg butter with no pathogen control step®
and mixing ready-to-eat foods with existing batches.
Several mechanisms for cross-contamination were also
evidenced: the type of Salmonella responsible for the
outbreak was isolated from 62% of the samples of food
sold on the premises and from 45% of environmental
swabs taken from utensils and surfaces used for food
processing and from objects and surfaces not directly
involved in food preparation.

This investigation was unable to identify the food
source that introduced Sa/monella onto the premises.
Eggs, chicken, pork, ham and salad items have all
previously been implicated in foodborne outbreaks.”~!2
In this outbreak, all of these food items grew the same
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type of Salmonella that was identified as the cause of
clinical illness, potentially implicating any of these items
as the original source of Salmonella.

Nevertheless, eggs were considered the most likely
potential source as the eggs used to make the raw egg
butter were not bought from the usual supplier; they
were stored inadequately then served raw in the form
of raw egg butter; and there was no pathogen control
step. Also, during the raw egg butter production, the
practice of moving the contents of the egg back and forth
between the two shell halves to separate the yolk allowed
a route for the outer shell to potentially contaminate the
contents.

Foods commonly known to contain raw egg have
been identified as the cause of large point-source
outbreaks, especially in commercial food outlets.?!3
Salmonella Typhimurium phage type 44 has previously
been associated with consumption of raw eggs or
prepared dishes containing raw eggs.'* OzFoodNet, an
Australian national network set up to improve foodborne
disease surveillance, management and prevention,!®
reported at least 40 Sal/monella outbreaks across
Australia between 2009 and 2010,'*1621 in which
ready-to-eat foods containing raw egg were identified as
the probable vehicle.

Pork and chicken have also been implicated as a
vector of Salmonella, including outbreaks specifically
implicating Vietnamese pork rolls.1316-21 This evidence,
combined with inadequate temperature checking of the
pork belly during cooking and the prolonged cooling time
of the chicken liver pate, suggests pork or chicken could
also be the suspect food source in this outbreak. However,
due to lack of epidemiological evidence pinpointing
a particular food item, the fact that no STM 44 was
isolated from any of the eggs tested and the inability
to trace back a source farm for the eggs, confirmation
of eggs or any other food as the pathogen vector in this
outbreak was not successful.

Multiple factors have often contributed to large
Salmonella outbreaks. These include issues related
to storage and refrigeration, substandard labelling of
preparation dates, mixing old with new batches of foods,
using broken shells to separate egg yolk and the use of
second grade eggs.!#22725 Often there are also issues
with general hygiene and cleaning practices leading
to cross-contamination.'>2326 This all suggests that
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food safety regulations should remain focused on these
aspects of control.

Strategies to minimize the risk of Salmonella
transmission to the public are taken at every level-from
industry involved in food production to food services and
consumers.*® The egg production industry has quality
assurance standards such as egg labelling, food safety,
animal health and welfare, biosecurity and environmental
management.?” In June 2010 a new regulation was
introduced in NSW requiring egg producers to implement
a food safety programme. Voluntary industry measures
coupled with government mandated measures mitigate
the risk of Salmonella reaching the food services industry
but will not always prevent this from occurring.?3

To address issues surrounding food handling,
the NSW government has introduced new regulations
under the Food Amendment (Food Safety Supervisors)
Bill 2009. This initiative, introduced in October 2010,
required food businesses such as hospitality and food
retailersto have at least one trained Food Safety Supervisor
(FSS) appointed in the business by 1 October 2011.
Training occurs through registered accredited training
organizations. It remains mandatory for all food handlers
to have general knowledge and skills appropriate to their
role, as outlined in the Food Standards Code.?8-30

Limitations

It was not possible to present an association between
foods consumed and illness because we did not recruit
controls. We felt it would have been difficult to find
a comparison group and unnecessary given that we
already had strong evidence pointing to the bakery. This
investigation was only capable of capturing the more
severe cases and therefore does not reflect the true
magnitude of the outbreak. Many interviewed cases
did not supply more detailed information regarding
condiments contained on their rolls because they did not
know or could not remember. Finally, an analytic study
would have been difficult to justify in these circumstances
because the premises was the point of control, and
control was achieved through closure without having to
identify the exact source.

Two of the seven food handlers were unable to
be interviewed. They were both family members of
the business owner and only anecdotal information on
the absence of illness was able to be obtained. Also,
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a detailed history of foods eaten in the specified time
period was not obtained from these two food handlers.

CONCLUSION

This large outbreak was associated with a single
Vietnamese bakery and significantly affected the health
of individuals and put stress on the health system.
Foodborne disease is a great public health concern as
the effects of outbreaks cause considerable morbidity
and consume public health effort and resources.3! These
outbreaks are essentially avoidable. Poor understanding
of food handling practices, leading to extensive cross-
contamination throughout the bakery, played a major
role in this outbreak. This issue has contributed to other
large point-source outbreaks in the past. The introduction
of new regulations such as the FSS Programme could
contribute, through improved hygiene education, to
minimize the extent of contamination and therefore the
size and severity of outbreaks in many instances in the
future. The role of NSW Ministry of Health and the NSW
Food Authority in reacting promptly to food complaints
and laboratory information that indicate a possible
common exposure to Salmonella that continue to be
crucial in future regulatory changes.

Conflicts of interest
None declared.
Funding

None.

References:

1. Hall G et al. Foodborne illness in Australia: annual incidence
circa 2000. Canberra, Australian Government Department of
Health and Ageing; 2005, 1-47.

2. 0OzFoodNet Working Group. Monitoring the incidence and causes
of diseases potentially transmitted by food in Australia: annual
report of the OzFoodNet Network, 2009. Communicable Diseases
Intelligence, 2010, 34:396-426. pmid:21413526

3. Lindstedt BA et al. Multiple-locus variable-number tandem-
repeats analysis of Salmonella enterica subsp. enterica
serovar Typhimurium using PCR multiplexing and multicolor
capillary electrophoresis. Journal of Microbiological Methods,
2004, 59:163-172. doi:10.1016/j.mimet.2004.06.014
pmid:15369852

4. Wang Q et al. Salmonella typing in New South Wales: current
methods and application of improved epidemiological tools.
New South Wales Public Health Bulletin, 2008, 19:24-28.
doi:10.1071/NB07036 pmid:18361865

5. Food Standards Australia New Zealand. Food Safety Standards
(Australia only). In: Australia New Zealand Food Standards

WPSAR Vol 3, No 2, 2012 | doi: 10.5365/wpsar.2012.3.1.001


http://www.ncbi.nlm.nih.gov/pubmed/21413526
http://dx.doi.org/10.1016/j.mimet.2004.06.014
http://www.ncbi.nlm.nih.gov/pubmed/15369852
http://dx.doi.org/10.1071/NB07036
http://www.ncbi.nlm.nih.gov/pubmed/18361865

Salmonella Typhimurium outbreak in a Sydney Vietnamese bakery

10.

11.

12.

13.

14.

15.

16.

17.

18.

Code, 2003 (http://www.foodstandards.gov.au/foodstandards/
foodstandardscode.cfm, accessed 13 March 2012).

Safe Handling of Raw Egg Products. New South Wales Food
Authority (http://www.foodauthority.nsw.gov.au/_Documents/
industry_pdf/safe_handling_raw_egg products.pdf, accessed
18 November 2011.

Bone A et al. Nationwide outbreak of Salmonella enteric serotype
4,12:i:- infections in France, linked to dried pork sausage, March-
May 2010. Euro Surveillance: European Communicable Disease
Bulletin, 2010, 15(24):1-3. pmid:20576238

Fearnley E et al. Salmonella in chicken meat, eggs and humans;
Adelaide, South Australia, 2008. International Journal of
Food Microbiology, 2011, 146:219-227. doi:10.1016/j.
ijfoodmicro.2011.02.004 pmid:21429610

Kuhn KG et al. An outbreak of Salmonella Typhimurium traced
back to salami, Denmark, April to June 2010. Euro Surveillance:
European Communicable Disease Bulletin, 2011, 16(19):1-4.
pmid:21596006

McPherson ME et al. A multi-jurisdiction outbreak of Sa/monella
Typhimurium phage type 135 associated with purchasing chicken
meat from a supermarket chain. Communicable Diseases
Intelligence, 2006, 30:449-455. pmid:17330387

Moffatt CR et al. An outbreak of Sa/monella Typhimurium phage
type 64 gastroenteritis linked to catered luncheons in Adelaide,
South Australia, June 2005. Communicable Diseases Intelligence,
2006, 30:443-448. pmid:17330386

Severi E et al. Large outbreak of Salmonella Enteritidis PT8 in
Portsmouth, UK, associated with a restaurant. Epidemiology and
Infection, 2011, 14:1-9. doi:10.1017/S0950268811002615
pmid:22166322

OzFoodNet Working Group. OzFoodNet quarterly report,
1 October to 31 December 2010. Communicable Diseases
Intelligence, 2011, 35:29-37. pmid:21698981

Dyda A et al. Outbreak of Salmonella Typhimurium 44 related
to egg consumption. Communicable Diseases Intelligence,
2009, 33:414-418. pmid:20301969

Kirk MD et al. Food safety: foodborne disease in Australia:
the OzFoodNet experience. Clinical Infectious Diseases, 2008,
47:392-400. doi:10.1086/589861 pmid: 18558879

OzFoodNet Working Group. OzFoodNet quarterly report,
1 April to 30 June 2009. Communicable Diseases Intelligence,
2009, 33:341-347. pmid:20047200

OzFoodNet Working Group. OzFoodNet quarterly report,
1 July to 30 September 2009. Communicable Diseases
Intelligence, 2009, 33:426-432. pmid:20301971

OzFoodNet Working Group. OzFoodNet quarterly report,
1 October to 31 December 2009. Communicable Diseases
Intelligence, 2010, 34:59-67. pmid:20524237

WPSAR Vol 3, No 2, 2012 | doi: 10.5365/wpsar.2012.3.1.001

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

Norton et al.

OzFoodNet Working Group. OzFoodNet quarterly report,
1 January to 31 March 2010. Communicable Diseases
Intelligence, 2010, 34:127-136. pmid:20681083

OzFoodNet Working Group. OzFoodNet quarterly report,
1 April to 30 June 2010. Communicable Diseases Intelligence,
2010, 34:345-354. pmid:21090192

OzFoodNet Working Group. OzFoodNet quarterly report,
1 July to 30 September 2010. Communicable Diseases
Intelligence, 2010, 34:450-458. pmid:21413532

Mannes T et al. A large point-source outbreak of Sa/monella
Typhimurium phage type 9 linked to a bakery in Sydney,
March 2007. Communicable Diseases Intelligence, 2010,
34:41-48. pmid:20521498

Slinko VG et al. Outbreaks of Salmonella Typhimurium phage
type 197 of multiple genotypes linked to an egg producer.
Communicable Diseases Intelligence, 2009, 33:419-425.
pmid:20301970

Reynolds A et al. An outbreak of gastroenteritis due to Sa/monella
Typhimurium phage type 170 associated with consumption of a
dessert containing raw egg. Communicable Diseases Intelligence,
2010, 34:329-33. pmid:21090188

Roberts-Witteveen AR et al. Egg-associated Sa/monella outbreak
in an aged care facility, New South Wales, 2008. Communicable
Diseases Intelligence, 2009, 33:49-52. pmid:19618772

Luber P. Cross-contamination versus undercooking of poultry meat
or eggs - which risks need to be managed first? International
Journal of Food Microbiology, 2009, 134:21-28. doi:10.1016/j.
ijfoodmicro.2009.02.012 pmid:19272666

Quality Assurance Guidelines.
Limited Quality, 2009
18 November 2011).

Food safety supervisors and training. New South Wales Food
Authority  (http://www.foodauthority.nsw.gov.au/industry/fss-food-
safety-supervisors/, accessed 6 October 2011).

Australian Egg Corporation
(http://www.aecl.org/,  accessed

Food Amendment (Food Safety Supervisors) Bill 2009.
Sydney, Legislative Assembly, 2009, 1-11 (http://www.
parliament.nsw.gov.au/Prod/parlment/nswbills.nsf/0/b4a3ec1e89
e5d7eeca25765d0015b00d/$FILE/b2009-123-d15-House.pdf,
accessed 6 October 2011).

Australia New Zealand Food Standards Code. Standard 3.2.2.
Australian Government, 2011 (http://www.comlaw.gov.au/Details/
F2011C00591, accessed 6 October 2011).

The OzFoodNet Working Group. Foodborne disease in Australia:
incidence, notifications and outbreaks: annual report of the
OzFoodNet. Communicable Diseases Intelligence, 2002,
27(2):209-243. pmid:12926736

www.wpro.who.int/wpsar


http://www.ncbi.nlm.nih.gov/pubmed/12926736
http://www.ncbi.nlm.nih.gov/pubmed/19272666
http://dx.doi.org/10.1016/j.ijfoodmicro.2009.02.012
http://www.ncbi.nlm.nih.gov/pubmed/19618772
http://www.ncbi.nlm.nih.gov/pubmed/21090188
http://www.ncbi.nlm.nih.gov/pubmed/20301970
http://www.ncbi.nlm.nih.gov/pubmed/20521498
http://www.ncbi.nlm.nih.gov/pubmed/21413532
http://www.ncbi.nlm.nih.gov/pubmed/21090192
http://www.ncbi.nlm.nih.gov/pubmed/20681083
http://www.ncbi.nlm.nih.gov/pubmed/20524237
http://www.ncbi.nlm.nih.gov/pubmed/20301971
http://www.ncbi.nlm.nih.gov/pubmed/20047200
http://www.ncbi.nlm.nih.gov/pubmed/18558879
http://dx.doi.org/10.1086/589861
http://www.ncbi.nlm.nih.gov/pubmed/20301969
http://www.ncbi.nlm.nih.gov/pubmed/21698981
http://www.ncbi.nlm.nih.gov/pubmed/22166322
http://dx.doi.org/10.1017/S0950268811002615
http://www.ncbi.nlm.nih.gov/pubmed/17330386
http://www.ncbi.nlm.nih.gov/pubmed/17330387
http://www.ncbi.nlm.nih.gov/pubmed/21596006
http://www.ncbi.nlm.nih.gov/pubmed/21429610
http://dx.doi.org/10.1016/j.ijfoodmicro.2011.02.004
http://www.ncbi.nlm.nih.gov/pubmed/20576238



