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INTRODUCTION  

Botulism is a rare neuroparalytic but potentially life-threatening syndrome 

that is caused by neurotoxins secreted by the bacillus clostridium botulinum 1. 

The modern form of the disease is categorized in five categories based on the 

type of infection: infant botulism, foodborne botulism, wound botulism, adult 

infectious botulism, and respiratory botulism. The latter is considered one of the 

methods of bioterrorism 2. Eight types of toxins of clostridium botulinum have 

been identified including types A, B, C1, C2, D, E, F, and G. Types A, B, E, and more 

rarely F, are pathogenic in humans, and Types C and D can cause botulism in 

animals such as cattle, duck and chicken3,4 . Unlike the spores of bacteria that can 

survive temperatures of 100°C and atmospheric pressure for 5 hours or longer, 

botulism toxin is a heat-sensitive polypeptide that degrades at temperatures 

above 80°C 5, 6. 

According to CDC, in 2011, one hundred forty cases of botulism were 

reported in the United States, nearly 73% of which were infant botulism, 14% 

were food-borne botulism, 13% were wound botulism, and 4% were other types. 

Just cases of adult’s infectious type have been reported 7. In Iran, in the study by 

Zuhairi et al. 8 in 2003 to 2006, 256 cases of botulism occurred within 4 years 
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among which only 4 cases were infant botulism, and the rest were foodborne 

botulism. The prevalence of disease is higher in Iranian Northern provinces, 

mainly following consumption of foods such as salted fish, fish’s spawn, bagged 

cheese, and homemade canned fruits, and only 2% of case occurred following 

consumption of industrial foods. 

Clinical signs of botulism are classically described as an acute onset of 

bilateral cranial neuropathy along with a symmetric descending weakness 5. The 

most important issue in the diagnosis of any of the types of botulism is 

considering the disease and obtaining a detailed history and performing a clinical 

examination. However, in food-borne botulism and in the case that clinical and 

neurological findings are consistent with the disease, the isolation of toxin in 

analysis of stool, vomit, and suspected food can be very helpful. Also, toxin is 

detectable in patients’ serum until 12 days after consumptio9, 10.Case report  

In February 25, 2013, a four-month-old male patient who lived in the Dehno 

village of Bandar Abbas was admitted to children’s university hospital with 

complaints of mild fever and poor feeding in the last 3 days. The patient had 

eaten only breast milk, but the family mentioned the history of the child eating 

saffron. The patient was examined by a general practitioner before admission to 

the hospital. Acetaminophen drops and nasal drops of sodium chloride were 

administered, but remission had not occurred. The patient was transferred to 

hospital upon increase in his fever. Upon arrival, the patient appeared ill and had 

normal vital signs. The patient’s respiratory rate and heart rate were 42 per 

minute and 148 per minute, respectively. Fontanels were normal in neurological 

examinations. Deep tendon reflexes were normal. Sucking reflex was reduced, 

and the patient seemed slightly hypotonic. The patient's mother gave a history of 

decreased urination and bowel movement, but not a history of coughing, 

diarrhea or vomiting. The infant was hospitalized to rule out sepsis. 

Hypotonia increased in the course of hospitalizations, so that the infant was 

not able to control his head, and the neonatal reflexes gradually decreased, and 

the tendon reflexes were completely gone. The patient was candidate for LP due 

to the suspected encephalitis, but when placing the infant in the proper 

condition, the patient was stricken with breathing apnea. Resuscitation was 

performed immediately, and the patient was transferred to the ICU. Two days 

later, the patient was completely hypotonic in the examination, pupils were 

dilated, and the patient's response to light was reduced, but he was fully 

conscious. The patient had retention of urine and stool and, drooling was also 

seen which strengthened the suspected botulism. After 5 days, the patient had 

bowel movement, and stool samples were sent to the provincial healthcare 

center for testing for botulism. During hospitalization, the patient underwent 

antibiotic treatment with meropenem, vancomycin, co-trimoxazole and 

ceftriaxone. Brain CT and brain MRI were performed, which were normal. 

Gallstones were seen in abdominal ultrasound, but consultation with surgeon 

indicated no need for a special treatment. In the tests, patients had normal urine 

analysis and negative urine culture. LFT, Na, K, and Ca were normal. Cr was 0.5. 
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Staphylococcus coagulase negative was identified in the blood cultures of the 

patients but tested negative in the second test. Test results were as follows: ESR 

25, Plt 331000, MCHC 31, MCV 70, Hb 10.5, WBC 6400, and CRP was negative. 

With a presumptive diagnosis of botulism, request for human botulism anti-toxin 

was also sent to provincial health center, however, it was reported that the drug 

was not available in Iran. Animal botulism anti-toxin was requested, but it was 

unavailable too. Unfortunately, parents after the relative recovery and food 

tolerance discharged the patient with their consent. Three days after the 

discharge, results of the samples sent to provincial healthcare center showed 

that botulism was positive. The patient's family was contacted about the further 

treatment, but unfortunately, the parents refused. Follow-up was performed 

three weeks later. The infant's respiratory rate was normal, hypotonia was not 

present, and feeding had improved . 

 

DISCUSSION  

Botulism neurotoxin is one of the strongest identified toxins in the world, 

which makes this disease to be potentially a fatal disease. Foodborne botulism is 

the most common form of the disease in Iran. Prevalence of disease is higher in 

Iranian Northern provinces, mainly following consumption of foods such as 

salted fish, fish’s spawn, bagged cheese, and homemade canned fruits 11. This is 

case report of botulism in a 4-month-old male infant. Saffron was the only 

substance consumed other than breast milk.  No similar case of contamination of 

saffron by the bacillus clostridium botulinum and botulism following saffron 

consumption in children or adults was found in our search. Infant botulism 

requires high conjecture for early diagnosis. Ruling out sepsis is the most 

common diagnosis for hospitalization. Upon admission, infant had fever, 

lethargy, and reduced reflexes that occur after any kind of infection or sepsis. 

Progressive symmetric hypotonia, and the inability to control the head, which are 

the first clinical manifestation, also can be used for the differential diagnosis of 

Guillain Barre, myasthenia gravis, brain stem encephalitis or botulism. CSF does 

not change in botulism, although CSF is abnormal in CNS diseases 12. The 

differential diagnosis of botulism include poliomyelitis but no sensory symptoms 

observed and tendon reflexes declined and pleocytosis in cerebrospinal fluid is 

produced13. Encephalitis brain stem, is another differential diagnosis with 

sensory changes, ataxia, and ophthalmoplegia, and sometimes paralysis of all 

four limbs is observed. Although the disease is the upper 60% of their stimulus-

related cells have decreased tendon reflexes 14. Suspect about botulism can be 

strengthened by drooling, which can be caused paralysis of the muscles of the 

pharynx and blockage of the esophagus and dysphagia, mydriasis and 

respiratory apnea (caused by paralysis of the muscles of the pharynx blockage of 

respiratory tracts when determining the LP position), which is one of the 

important symptoms of botulism in infants 15, 16. Retention of urine can be an 

autonomic involvement, and lack of bowel movements and constipation may also 

be caused by ileus paralytic due botulism toxin 17. One of the major diagnostic 
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methods is testing the samples of gastric or intestinal juices, stool, and serum for 

botulinum toxin. However, in 30 to 40 percent of cases, detection will be difficult 

due to low amount of the toxin 17, 18. Treatment was requested following 

diagnosis, but unfortunately, due to lack of toxin’s antidote in Hormozgan’s 

healthcare center, treatment was not successful and failed. Patient’s parents, 

despite all the advice and warnings, after the relative recovery and food tolerance 

discharged their child with personal consent. Infancy of human botulism 

antitoxin treatment is only available in the United States, hence, supportive 

treatments for the patient was performed in the ICU. 

Due to the high risk of this disease, especially in children that can increase 

mortality rate, and lack of specific clinical manifestation which can cause serious 

delay in treatment 19, 20, teaching diagnostic signs and symptoms to all general 

practitioners and specialist seem necessary. On the other hand, authorities 

should provide anti-toxin and distribute it across Iran based on the prevalence of 

the disease. This measures can facilitate treatment and reduce the potential 

morality caused by this disease. 
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