


Overview

^An account of the world’s largest 
outbreak of E. coli O157 food 
poisoning.
^What were the main causes?
^A few choice words...



The Beginnings of the Outbreak

Monday 11 November 1996
Consignment of raw beef purchased from a 
meat wholesaler.

Friday 15th November
Meat cooked (as stew & gravy), bagged & left 
out to cool overnight in butchers premises.

Saturday 16 November
At about 12 noon the stew & gravy was 
delivered (still warm) to the Wishaw Old Parish 
Church. The bags were cut open and the 
contents were decanted into grundy tins and 
stored, unrefrigerated, overnight.



Sunday 17 November
Stew cooked and served to 87 guests 
attending a special luncheon for members 
of the congregation over 70 years of age.



Monday 18 November
10 new cases of suspected food poisoning 
add to a few sporadic cases.

Wednesday 20 November - 33 new cases.
Thursday 21 November - 25 new cases.
Friday 22 November - 28 new cases.



Saturday 23 November
Between 11am and 12.00 noon the 
Catering Manager of the Barkview 
Nursing Home, Kilsyth buys cooked 
meats from the Scotmid shop in 
Haggs. These were made up into 
sandwiches served with afternoon tea 
on this and the following day. 

Meanwhile, 31 new cases...



Monday 25 November
41 new cases….

EHOs investigating at premises 
suspected of being the source of 
the outbreak.



Tuesday 26 November

Meanwhile 33 new cases...



Wednesday 27 November

Suspected premises closed voluntarily by 
proprietor. It is taking some time to unravel the 
distribution routes (to some 85 outlets across 
Central Scotland) for the suspected products.

Meanwhile 24 new cases….



Thursday 28 November
to

Sunday 1 December

62 new cases



Tuesday 3 December to Sunday 8 December



Tuesday 10 December
to

Wednesday 18 December



Saturday 28 December 1996 
to

Friday 24 January 1997



The Progression of the Outbreak
E. coli O157 Central Scotland Outbreak

Epidemic Curve by Date of Onset of Diarrhoea
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The Outbreak’s End
The outbreak was declared over on Friday 20 

January 1997. Almost 1000 people had presented 
with diarrhoea and had been tested.

Of these, 496 were confirmed or possible cases of 
infection with E. coli O157 linked to the outbreak. 
127 were admitted to hospital, 13 required kidney 
dialysis, 27 had haemolytic uraemic syndrome
(HUS).

It was the largest ever outbreak of infection with the 
organism in the UK.

17 people died - the second highest number of deaths 
associated with an E. coli outbreak in the world.



Why Did The Outbreak Occur? (1)

Meat (STEW) may not have been 
cooked adequately and was not 
cooled properly at the butchers 
premises. OR
Meat may have been cooked 
adequately but, when packed, the 
bags could have been placed on a 
contaminated surface. When the 
bags were cut open at the church 
premises the contents could then 
have been contaminated.



Why Did The Outbreak Occur? (2)

Meat stored 
unrefrigerated
overnight in church 
premises.

Stew not reheated 
adequately prior to 
serving.



Why Did The Outbreak Occur? (3)

COOKED MEATS were either not cooked 
adequately or were contaminated after cooking at 
the butchers.

They were distributed  and 
subsequently sliced at the 
Scotmid supermarket on the same 
slicer as other cooked meats and 
were placed on the same tray. It 
was these other cooked meats that 
were bought for the Nursing 
Home afternoon tea.



Why Did The Outbreak Occur? (4)
COOKING & COOLING

No prescribed method of 
cooking, verbal or written. Staff left to get on with it

(“assumed that staff knew
what they were doing”).

Defective boiler being used
- 2 heating elements

not working.
Probes not being used, 

temperatures not being logged.

Meat not being cooled
ASAP after cooking.



Why Did The Outbreak Occur? (5)

No separation of raw & ready-to-eat 
cooked meats, therefore very high risk 

of cross contamination.
Staff not instructed in the real aim of cleaning; 
no cleaning schedules (with the specific aim of 

preventing cross contamination); 
no written instructions.

Biodegradable washing up liquid used 
(not same thing as bactericidal,
as Barr’s senior staff thought).

Same cloths used throughout the premises.

Staff not trained in food hygiene (including cleaning).



Why Did The Outbreak Occur? (6)

This can be summed up as a failure to 
provide a clear management structure and 

adequate supervision to establish and 
enforce appropriate safety measures.



Two Major Reports Followed the Outbreak

1. Determination by Graham Cox, QC into the E.
coli O157 Fatal Accident Inquiry

2. The Pennington Group Report on the 
circumstances leading to the 1996 outbreak of 
infection with E. coli O157 in Central Scotland, 
the implications for food safety and the lessons to 
be learnt.



A Few Choice Words….

‘She cleaned the butchers’ knives with 
‘bacterial washing up liquid’. But it was 

Bert Hepburn who told her what it was and 
it transpired he did not know what he was 

talking about.’



A Quote from The Fatal Accident Inquiry

‘ I have no doubt that Mr John Barr 
liked a clean shop and maintained a clean shop.

What he failed to do was to maintain a safe shop;
the main ingredient of his failure was ignorance

of the requirements which would produce that result.’



A Few Choice Words….

‘Mr Barr would not be adverse to framing 
answers to the questions asked of him 

designed to achieve the result least 
burdensome to business interests 

regardless of their accuracy.’


