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be seriously reconsidered and perhaps abandoned. Possibly, hoWever,
complete resection of the thymus cannot be assured whatever
operative procedure is used.
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Infective dose of Campylobacter
jejuni in milk

Unpasteurised milk is now recognised as a vehicle of infection for
Campylobacter jejuni. Fourteen milk-associated outbreaks involving
more than 4000 cases have been investigated in the last three years in
Great Britain, and there is evidence that sections of the population
that regularly consume unpasteurised milk have a higher level of
detectable antibodies to C jejum than does the general population
(unpublished observations). One of the features of these outbreaks
has been the enormous dilution of the original contaminating dose in
the bulk tank in which the milk is stored. AsCjgum, unlike salmonellae,
will not grow in milk,' the occurrence of cases suggests a very low
infective dose.

Case report

On 6 December, two hours after a light breakfast, I swallowed 500
organisms of a known serotype of Cjejuni it- 180 ml of pasteurised milk. The
strain originated from a milk-borne outbreak- it, 170. Faeces were examined
twice in the week before the experiment and Gcm!pylohacrte was not found.
Faeces were then examined daily from tht stark of the cxpt-iment and C
jejuni of the same serotype was cultured at a titre of ait leiasi 0l/g from a
specimen obtained on day 2. The count increased to 9 )10ig orr day 5 and
declined thereafter. Abdominal cramps and mild diarrhoc ; .taiining mucus
but no blood developed on day 4 and lasted three days. (_,-mplement-fixing
antibody to C jejuni, which was not preseint before or oii the day of the
experiment, was detected at a titrc d' i, .?i.v,2.

Comment

It is clear that infection can follow the ingestion of small doses of
C jejuni when the organism is taken in milk. This finding helps to
define the mechanisms concerned in milk-borne outbreaks of C
jejuni in man. In addition, although a human experiment has been
reported before2 I think this is the first time that the requirements of
Koch's postulates have been met definitively for C jejuni in man.

Blaser MJ, Hardesty HL, Powers B, Wang W-LL. Survival of Campylo-
bacter fetus subsp jejuni in biological milieus. j Clin Microbiol 1980;1 :
309-13.

2 Steele TW, McDermott S. Campylobacter enteritis in South Australia.
MedJ7 Aust 1978;2:404-6.

(Accepted 16 February 1981)

Public Health Laboratory, Withington Hospital,ManchesterM208LR
D A ROBINSON, MD, Msc, consultant epidemiologist

Spinal meningioma presenting as
focal epilepsy: a case report
Hughlings Jackson described epilepsy as "occasional, sudden,
excessive, rapid, and local discharge of grey matter."' By using the
term "local" he implied that these attacks could take the form of a focal
disorder of function and that anatomical localisation could be deduced
from the nature of such an attack. In considering focal motor convul-
sions, one normally thinks in terms of a cerebral cortical or subcortical
seizure source and rarely of a spinal source for such an event, though
this is anatomically and physiologically feasible.

Case report

A 67-year-old right-handed woman was referred initially to this institute
in October 1979 with a one-month history of stereotyped involuntary
movements affecting her right foot. These movements occurred spon-
taneously, at rest, or when walking; lasted for several seconds to a minute
and occurred many times a day. She had also noticed, before admission,
dragging of the right leg. She had sustained a trivial head injury in January
1979 without loss ofconsciousness, but otherwise there was little ofnote in her
medical history. At the time ofher referral she was not taking any medication.
On examination she was obese, but otherwise normal. She suffered from

Homer's syndrome in the left eye, which was apparently of long standing,
but cranial nerves and arms were otherwise normal. She showed grade 315
weakness of right ankle dorsiflexion with mild increase in tone and brisk
tendon reflexes on the right with an extensor plantar response. Attacks
were observed: these were not precipitated by cutaneous stimulation, but
took the form of tonic inversion and plantar flexion of the foot followed by
relaxation. There was no change in conscious level throughout. X-ray
examinations of the skull and cervical spine and a computed tomography scan
of the brain (including views of the high motor cortex) showed no abnor-
mality. Haemoglobin concentrations, full blood count, and results of routine
biochemical tests were normal. An electroencephalogram showed nonspecific
theta activity bilateraly.
The patient was discharged with a diagnosis of focal epilepsy presumed to

be of cortical origin. She was started on carbamazepine and subsequently
kept under review. Two months later she was seen as an outpatient; her right
leg appeared weaker, and the abnormal involuntary movements were occur-
ring up to 20 times a day. There now appeared spinothalamic sensory loss in
the contralateral leg with an ill-defined level on the trunk. In view of this the
patient was readmitted and myelography performed (figure). This showed
an intradural extramedullary lesion at the level of the 11th dorsal vertebra,

Myelogram showing intradural extramedullary lesion at level of 11th dorsal
vertebra.

anterior and to the right of the spinal cord, which was compressed towards
the left. Laminectomy was performed and a right anterolateral meningioma
removed. No further focal seizures occurred, and eight months after operation
the patient was walking with no discernable weakness, carbamazepine having
been stopped.

Comment

The dorsal meningioma in this case was in a suitable position to
cause damage to the lateral corticospinal tract, and our clinical im-
pression was that these motor events were spinal focal motor seizures
of a tonic nature. Gowers2 commented that muscular spasms were a
common symptom in spinal tumours and emphasised their diagnostic
value. The spasm as he described it was generally preceded by pain
and when persistent would often produce contractures. Reflex spasms
occur usually in response to sensory stimulation. The movements

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.282.6276.1584-a on 16 M

ay 1981. D
ow

nloaded from
 

http://www.bmj.com/


BRITISH MEDICAL JOURNAL VOLUME 282 16 MAY 1981 1585

in our patient, however, occurred in the absence of such stimulation.
Myoclonus as defined by Gastaut3 may occur as a result of any lesion
from the motor cortex to the spinal motor neurone, but these move-
ments were not myoclonic in our patient. The patient described by
Campbell and Garland1 with subacute myoclonic spinal neuronitis
had more rapid myoclonus in the legs associated with fever and pos-
sible spinal cord infarction. Our patient's involuntary movements fit
Hughlings Jackson's description of focal epilepsy.' Nittner5 states that
epileptic seizures are rarely caused by spinal cord tumours but
reviewing the case reports he found these seizures restricted to
patients with tumours around the foramen magnum. Gowers5 cites
Brown-Sequard's comment that "spinal epilepsy" is a suitable
description for a violent muscle spasm followed by clonic movements
occurring in a patient with a known spinal cord lesion.
There is no other published description of spinal epilepsy with such

a clear focal motor event occurring in a patient with a spinal lesion.
Immediate cessation of these attacks after the removal of the menin-
gioma emphasised the cause and effect relation.

We acknowledge the help of Mr S G Galbraith, who performed the
laminectomy, Dr E Teasdale, who performed the radiology, and Mrs M
McColl for secretarial work.
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Postoperative legionella pneumonia
diagnosed by percutaneous lung
aspiration
Isolation of Legionella pneumophila is often difficult, and a definitive
diagnosis of legionella pneumonia may depend on serological tests. We
describe a patient with postoperative pneumonia, presumably acquired
in hospital, in which the diagnosis was established by percutaneous
lung aspiration.

Case report

A 62-year-old man who presented with an 18-month history of breathless-
ness and giddiness was found to have aortic stenosis and coronary artery
disease. On 26 September 1980 he was admitted for aortic valve replacement
and a coronary artery bypass graft. After a successful operation on 30 Septem-
ber he was transferred to the intensive care unit and returned to the ward on
2 October. Prophylaxis for the operation was the standard regimen of
penicillin, flucloxacillin, and gentamicin, which was continued for three days.
During this time he had a low-grade fever but was otherwise well. On the
fourth day after operation he complained of weakness and cough with
tenacious purulent sputum, his temperature reached a maximum of 387`C,
and peripheral white cell count rose to 21 0x 109/1 with 75" neutrophils.
A chest radiograph on 7 October showed consolidation in the anterior
segment of the right upper lobe and the antibiotic regimen was restarted. By
10 October there was pronounced clinical and radiological deterioration, and
percutaneous aspiration of the right upper lobe was performed using a 19-G
needle with 2-ml saline flush. The centrifuged deposit of the fluid showed
leucocytes and numerous poorly staining Gram-negative rods, many of them
present intracellularly and in clusters. They resembled Legionella, and
showed fluorescence by indirect fluorescence antibody test using legionella
serogroup 1 antiserum. Treatment was immediately changed to erythromycin
1 g intravenously every six hours. Within two days the patient greatly
improved, the temperature was normal, and the white cell count had fallen to
12 8 109/1. Subsequently thrombophlebitis at multiple drip sites proved
troublesome, and after 10 days oral treatment was substituted (erythromycin
1 g 6-hourly). The patient continued to run a low-grade fever, possibly due to

thrombophlebitis, but was generally well at the time of discharge on 26
October.
During his illness the patient remained orientated though slow in his

reactions. The plasma sodium was normal on admission but fell after
operation to 120 mmol (120 mEq)/l. Culture of lung aspirate on charcoal-
yeast extract agar ultimately grew L pneumophila serogroup 1. Blood and
sputum cultures were negative. Serum obtained on 10 October was negative
for legionella antibodies, but serum taken six days later showed an IgM titre
of more than 1/540 and an IgG titre of 1/30 to L pneumophila serogroup 1.

Comment

This case shows the usefulness of percutaneous lung aspiration in
diagnosing legionella pneumonia when routine cultures and serological
tests are negative. This postoperative pneumonia failed to respond to a
common antibiotic combination though it showed no particular features
suggestive of legionnaires' disease. Hyponatraemia developed after
operation when the patient was receiving diuretics, but features such
as mental confusion, chest or abdominal pain, and diarrhoea were
absent. Percutaneous lung aspiration is a simple technique, and al-
though small haemoptyses and shallow pneumothoraces occur in a
few patients specific treatment is rarely needed.1

Since the incubation period of legionnaires' disease is usually 2-10
days, this patient probably acquired his infection in hospital. Legion-
naires' disease may result from intermittent use of heavily contami-
nated shower units,2 but this patient used only a bath. In the operating
theatre he was on closed-circuit breathing apparatus and would not
have been at risk. In the ventilation shaft serving the intensive care
unit humidification was provided by a spinning disc system using
deionised water, culture of which failed to grow legionella (Dr J B
Kurtz, personal communication). The precise route of infection
remains uncertain, though suspicion lies with the bath water, L
pneumophila having been isolated from the hospital cold water system.
No other nosocomial cases of legionnaires's disease have been recog-
nised since this hospital was opened.

We thank Professor P Sleight for permission to publish this case report.

Davidson M, Tempest B, Palmer DL. Bacteriological diagnosis of acute
pneumonia. Comparison of sputum, transtracheal aspirates and lung
aspirates.7AMA 1976;235:158-63.

2 Tobin JO'H, Beare J, Dunnill MS, et al. Legionnaires' disease in a trans-
plant unit: isolation of the causative agent from shower baths. Lancet
1980;ii:1 18-2 1.

(Accepted 18 Februiary 1981)

Departments of Medicine and Microbiology, John Radcliffe Hospital,
Oxford OX3 9DU

M K BENSON, MD, MRCP, consultant physician
R G MITCHELL, DM, FRCP, consultant microbiologist
M PHILLIPS, MB, MRCP, medical registrar

Calcium and calciferol antagonise
effect of verapamil in atrial
fibrillation
Verapamil is an antiarrhythmic and antianginal drug used increasingly
to control supraventricular arrhythmias. We report on a patient
successfully treated with verapamil for atrial fibrillation of long dura-
tion in whom atrial fibrillation reappeared after the ingestion of calcium
and calciferol. The patient reconverted to sinus rhythm after the
intravenous administration of verapamil, fluids, and frusemide.

C se report

(Atrial fibrillation developed in a 70-year-old woman with a seven-year
ry of grade 1 functional calcific aortic stenosis, a 20 mm Hg aortic valve

gradient, and systemic hypertension. Because of hypersensitivity to digoxin
and quinidine verapamil was started. Two days later she converted to sinus
rhythm. Serum calcium concentration was 2-45 mmol/l (9-8 mg/100 ml).
During 13 months of treatment with verapamil her clinic visits averaged
15 per month. Each visit included a complete physical examination and
electrocardiography. Both showed normal cardiac sinus rhythm. Because of
diffuse osteoporosis calcium adipinate 1-2 g/day and calciferol 3000 IU/day
(Destrol Calcium, Teva) were prescribed.
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