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On May 15, 2020, a White man aged 41 years arrived at an
emergency department in New Jersey with a 2-day history of
new onset blurred vision, double vision, ptosis, and difficulty
swallowing. He was evaluated for cerebrovascular accident
(CVA [stroke]), was found to have unremarkable computed
tomography and magnetic resonance imaging brain scans, and
was discharged with a diagnosis of diplopia (double vision).
The following day, his symptoms worsened, and he visited a
second emergency department with slurred speech, oral thrush,
and facial weakness. Thorough skin and scalp examinations
revealed peripheral phlebitis and sites of induration, but no
abscesses or open wounds. He was admitted to the hospital
with a diagnosis of CVA and treated with antifungal medications for oral and laryngeal candidiasis.
Past medical history was notable for methamphetamine
use for approximately 20 years; the patient did not report any
other illicit drug use. The patient reported he had only inhaled
methamphetamine in the past; however, after a 2-week abstinence, he reported that he injected methamphetamine mixed
with water intravenously approximately 24–48 hours before
his symptoms began. The water came from a bottle that had
been open in his home for an unknown duration. This history
of recent intravenous drug use raised suspicion for botulism,
a paralytic illness caused by botulinum neurotoxin (BoNT).
To the patient’s knowledge, no one else who had injected the
same batch of methamphetamine had had an adverse reaction.
Per New Jersey Reporting Regulations (NJAC 8:57),* the
suspected illness was immediately reported to the New Jersey
Department of Health. After consultation with CDC, heptavalent botulinum antitoxin was released by the CDC quarantine
station in New York and administered to the patient within
24 hours of admission to the hospital. He did not require
ventilatory support, and his symptoms of double vision, ptosis,
difficulty swallowing, and facial weakness gradually improved
until hospital discharge 5 days after antitoxin administration.
* https://www.state.nj.us/health/cd/reporting/acode/index.shtml.

The patient’s mild blurred vision persisted, and he was referred
for vision rehabilitation, speech and language pathology, psychiatry, and infectious disease follow-up. Serum obtained before
antitoxin administration tested positive for BoNT type B by the
BoNT Endopep-MS assay, a mass spectrometry–based method
that rapidly detects and differentiates active BoNTs, toxic substances that inhibit normal neuromuscular function (1).
Injection drug use is the leading cause of wound botulism
in the United States; most cases occur in the western and
southwestern United States,† potentially associated with the
supply and distribution of black tar heroin§ (2). Botulinum
toxin type A is the most common toxin type among cases of
wound botulism; in 2018, 47 of the 51 laboratory-confirmed
cases of wound botulism were botulinum toxin type A, and
injection drug use was reported by all wound botulism patients
(Figure) (CDC, unpublished data, 2018). This case is notable
for three reasons: 1) the rarity of botulinum toxin type B in
wound botulism cases, 2) the occurrence in the northeastern
United States, and 3) association with injection of methamphetamine rather than heroin.
Although most wound botulism cases are caused by black
tar heroin injection (2–4), this case highlights the need for
awareness of the risks for and signs and symptoms of wound
botulism¶ among all persons who inject drugs, as well as
among clinicians caring for persons who inject drugs. Early
recognition and treatment of botulism is critical to reducing
morbidity and mortality, and broader awareness of risks and
symptoms of wound botulism might prompt persons who
have symptoms to seek medical care early and potentially
facilitate an earlier diagnosis (5). Some signs of wound botulism (e.g., ptosis and altered phonation) might be interpreted
as mental status changes associated with methamphetamine
abuse, highlighting the importance of conducting a thorough
neurologic examination to differentiate botulism from other
diagnoses (5). This case further illustrates that mild wounds
can harbor Clostridia bacteria that produce botulinum toxin
(5); therefore, it is important for health care providers to
consider wound botulism among patients with a history of
injection drug use, even in the absence of a visible abscess or
severe wound.
† https://www.cdc.gov/botulism/surv/2017/index.html.
§ https://www.dea.gov/sites/default/files/2018-07/DIR-001-17_2016_NDTA_

Summary.pdf.

¶ https://www.cdc.gov/botulism/wound-botulism.html.
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FIGURE. Laboratory-confirmed wound botulism cases, by year and botulinum toxin type — United States, 2009–2018*
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