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Listeriosis is a foodborne disease that can cause severe

illness manifesting as gastroenteritis or invasive disease.

While it accounts for a fraction of all notified foodborne

illness in New South Wales, all cases are hospitalised and

outcomes are potentially serious. Listeriosis follows inges-

tion of the bacterium Listeria monocytogenes, found in

soil, water and decaying vegetation, and commonly pres-

ent on the surface of unwashed vegetables and in some

processed foods. Food manufacturers are required to

manage L. monocytogenes within production facilities.

The majority of infections can therefore be prevented with

good food hygiene practices, and by people at risk of

listeriosis avoiding potentially contaminated foods.

Invasive listeriosis
Of the two forms, invasive listeriosis is more com-

monly recognised, tending to occur in high-risk groups

(i.e. immunocompromised patients, and pregnant women

and their foetuses). In older adults and the immuno-

compromised, septicaemia and meningitis are the most

common clinical presentations, and case fatality is app-

roximately 20%.1 Pregnant women typically experience

only a mild flu-like illness, however infection during

pregnancy can lead to spontaneous abortion, stillbirth or

pre-term delivery. Infants may be born with septicaemia,

or may develop meningitis in the neonatal period, even if

the mother is asymptomatic at delivery. The case fatality

rate for foetuses or infants may be as high as 50% for

infections acquired in utero.2

Non-invasive gastroenteritis
Listeriosis may present as gastrointestinal illness with

fever.3 This type of infection can occur in healthy adults

and is usually self-limiting.3,4 It can be difficult to recog-

nise because pathology laboratories rarely test faecal

specimens for L. monocytogenes.

One of the earliest recorded outbreaks of gastrointestinal

listeriosis was in 1994 in Illinois (45 cases). Most

cases presented with fever (72%) and gastroenteritis

(79%) and four were hospitalised. The outbreak was traced

to chocolate milk contaminated with L. monocytogenes

served at a picnic.4 A larger outbreak of gastrointestinal

listeriosis in northern Italy in 1997 affected around 1600

students and teachers; 292 childrenwere hospitalised.3 The

primary schools and university involved were supplied by

a single caterer, and the outbreak was traced to tinned corn

served in a salad.

In 2009, Australia experienced a multi-jurisdictional out-

break of 36 cases of listeriosis, which included 22 gastro-

intestinal cases. The outbreak was linked to contaminated

chicken wraps served primarily by an airline. All gastroin-

testinal cases reported suffering from fever and diarrhoea.5

Surveillance in Australia
The 2009 Australian outbreak of listeriosis identified

a need for nationally standardised rapid subtyping of

Listeria isolates, and centralised collection and analysis

of epidemiological data. This system is now coordinated

by OzFoodNet (a nationally funded network of epidemiol-

ogists who investigate foodborne diseases) with molecular

typing of L. monocytogenes isolates performed at public

health laboratories. These data, combined with question-

naire data from patients in a web-based database, allow

rapid epidemiological interrogation and identification of

the cause of multi-jurisdictional clusters.

Laboratory confirmation of listeriosis requires ‘‘isolation

or detection of L. monocytogenes from a site that is

normally sterile, including foetal gastrointestinal con-

tents’’. This case definition does not include isolation of

the bacteria from faeces, thus national statistics only report

cases of invasive disease.6

The national approach toListeria surveillance hasmarkedly

improved Australia’s ability to detect and investigate

clusters of invasive listeriosis; surveillance for gastroin-

testinal listeriosis remains a challenge.
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