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production of toxin, or from intestinal colo-
nisation with spores in infants. There has 
recently been an increasing number of cases 
of wound botulism in injecting drug users in 
the UK, as reported by the UK Public Health 
Laboratory.
(b) Diagnosis is confi rmed by identifi cation 
of the toxin in blood, or the bacteria from 
wound specimens. Samples should be sent 
immediately to the reference laboratory. The 
bacterial load can be decreased by surgical 
debridement of any wound and antimicrobial 
therapy with benzyl penicillin and metroni-
dazole. Early treatment with antitoxin helps 
neutralize any already produced toxin and 
reduces the severity of the illness.
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4.
Haemorrhage from renal angiomyolipoma in 
tuberous sclerosis. The CT shows subependy-
mal periventricular calcifi cation.

80% of tuberous sclerosis patients have 
renal angiolyolipomas (AMLs). They are be-
nign hamartomas which are usually asymp-
tomatic, unless they bleed. They may then 
present with acute abdominal pain, haematu-
ria and hypovolaemic shock. Lesions tend not 
to bleed unless they are greater than 3.5cm in 
diameter. Large AMLs may occasionally cause 
mechanical problems or renal failure through 
replacement of normal tissue. Most, but not 
all, AMLs have a high fat content, enabling 
them to be distinguished from the rarer renal 
cell carcinomas. The treatment of choice is 
precutaneous arterial embolisation, or con-
servative renal-sparing surgery.

Further Reading
www.tuberous-sclerosis.org.
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1.
This patient has unconsiousness of unde-
termined origin. (a) and (b) are therefore not 
options. Indeed her EEG does show some 
activity, although a fl at EEG does not mean 
the patient is dead. The EEG shows burst 
suppression – periods of fl atness followed 
by some brief activity. The mechanism is 
not well understood but probably refl ects 
dominance of subcortical and particularly 
thalamic generated rhythms. The  burst-sup-
pression  pattern of the EEG is seen in adults 
in a rather limited number of conditions. It is 
a recognised feature in deep stages of general 
anaesthesia, it can occur following cardiores-
piratory arrest, and is seen in conjunction 
with sedative overdose. 

Further Reading
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Hansen HC, Hanley DF (1999) The Burst 
Suppression EEG. Clinical EEG (electro-
ence-phalography), 3, 99–105.

2. 
Paget’s disease. He has cataracts and pros-
tatic outfl ow obstruction, common patholo-
gies in older people. However, his deafness 
and back pain are due to Paget’s disease. The 
X-ray shows a coarseness of the L2-4 vertebral 
bodies and blurring of the cortico-medullary 
junction. The bodies are also quite fl at and 
there is thickening of the right border of L3.

Further Reading
Hadjipavlou AG, Gaitanis LN, Katonis PG, 

Lander P (2001)  Paget’s disease of the 
spine and its management. European 
Spine Journal, 10, 370–84.

3.
(a) A rapidly evolving, descending fl accid 
paralysis with autonomic features is typical 
of botulism, although there may be no auto-
nomic features.  Sudden respiratory paralysis 
and death may occur in very rapidly evolving 
cases. Botulism may result from ingestion 
of pre-formed toxin in food, from wound 
contamination with spores and subsequent 
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