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Cephalic Tetanus Presenting With Trismus in an Intravenous Drug Abuser
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Introduction: Cephalic tetanus is a rare form of tetanus, defined as trismus and cranial nerve palsy. It has a mortality rate of 15 - 30%.
Case Presentation: The purpose of this case report was to present a case of cephalic tetanus with trismus, a rare form of tetanus, in an 
intravenous drug abuser. Timely diagnosis and management prevented progression into the generalized form and made the patient 
needless of invasive procedures.
Conclusions: Two main risk factors for getting tetanus include not being immunized against it and decrement in immunity in the elderly. 
Catch up vaccination programs should be carried out to cover the previously unimmunized individuals, especially in high-risk groups 
such as intravenous drug abusers. Booster doses of tetanus and diphtheria toxoids vaccine (Td) for the elderly should be considered.
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1. Introduction
Tetanus is an acute infectious disease, characterized by 

skeletal muscle spasm and autonomic nervous system 
disturbance. Tetanus is caused by the tetanospasmin neu-
rotoxin, produced by Clostridium tetani. It is a vaccine-pre-
ventable disease; thus, it commonly occurs in developing 
countries where the vaccination coverage rate is low (1). 
Injection drug abuse places patients at risk for tetanus 
(2). Clinically, tetanus appears in four forms of general-
ized, neonatal, localized and cephalic. Generalized teta-
nus accounts for 80% of cases (3), while cephalic tetanus 
is rare, accounting for only 1-3% of all tetanus cases (4). Ce-
phalic tetanus is defined as trismus plus paralysis of one 
or more cranial nerves. Here, a case of cephalic tetanus in 
a 34-year-old intravenous drug abuser male, not immu-
nized against tetanus, is presented. Treatment involved 
debridement of wounds, administration of penicillin 
and tetanus immune-globulin, aggressive supportive 
care, and initiation of active immunization (4).

2. Case Presentation
A 34-year-old male referred to the emergency room, 

complaining of inability to move his jaw, which lasted 
for 20 minutes. Taking his history showed that he had 
experienced the same symptoms three times during the 
two days before the admission. During these attacks, he 
was completely conscious and had sialorrhea as well. In 
addition, he felt a severe pain in masticatory muscles, es-
pecially in the temporalis muscle. He remarked that dur-
ing the attacks, his tongue flattened out of his mouth and 

he had to push it inside passively. He also had difficulty 
speaking postictally.

The patient was unemployed and an intravenous drug 
abuser. He had no remarkable past medical history other 
than severe dental caries. He had not completed the rou-
tine immunization program from childhood; notably, 
he had had no tetanus shots. He has smoked for the last 
five years and used illicit drugs such as heroin, crack and 
methamphetamine for the last three years. He has not at-
tended the military service.

Alprazolam is the only drug that the patient said he 
used, but he was not reliable. He had dysphagia, but no 
dyspnea. He did not have a history of penetrating trauma 
to the head or any other body part. On physical exam, he 
was pale but conscious and his vital signs were within the 
normal range.

He had a clear site of an abscess, a punched out ulcer 
on the left mandibular area of his face from 40 days be-
fore the admission, which had drained spontaneously 
a month after its appearance. No lesion was seen in his 
mouth. He had no palpable lymphadenopathy.

The neurological examination was completely normal. 
The examination of the cardiovascular and respiratory 
systems was also normal. There was no abdominal mus-
cle rigidity. Based on clinical grounds and the initial find-
ings, we considered four differential diagnoses: cephalic 
tetanus, oropharyngeal abscess, strychnine poisoning, 
and acute dystonia.

The performed head and neck CT scans revealed no cur-
rent dental or oropharyngeal abscess. Ultrasonography of 
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the mandibular soft tissue revealed no sign of collection 
or mass. The patient did not have a history of neurolep-
tic or antidopaminergic drugs, therefore pushing acute 
dystonia out of the differential diagnosis list. Strychnine 
was not detected in the patient’s serum, which spared ce-
phalic tetanus to be the final diagnosis.

Figure 1. Masseter Rigidity Resulting in the Inability to Move the Jaw, 
Called Trismus

Figure 2. Facial Paresis, Resultant Grimace and the Bilateral Blepharo-
spasm

The lab workout revealed no abnormal findings. The 
blood culture showed no growth. Since infective endo-
carditis is a serious complication in intravenous drug 
abusers (5), echocardiography was carried out, which re-
vealed no abnormal findings.

In the emergency room, he received metronidazole 
intravenously and midazolam; as a result, the trismus 
resolved.

He was hospitalized at the infectious ward for two weeks. 
He was also in the intensive care unit admission list, but 
was not transferred because there was no vacancy. During 
the hospitalization, he had another attack. The trismus 
and the grimace were readily notable (Figures 1 and 2).

Tetabulin and tetanus and diphtheria toxoids (Td) vac-
cine were administered stat in the emergency room. Dur-
ing the attacks, the patient received 3 mg of midazolam. 
He received another Td vaccine ampule when leaving and 
another is going to be injected six weeks after the second 
injection. The antibiotic therapy included penicillin am-
pule every four hours and metronidazole ampule every 
six hours. It did not progress into the generalized form 
and he was treated without any complications.

3. Discussion
Cephalic tetanus accounts for 1-3% of the total number 

of reported cases of tetanus and has a mortality rate of 
15 - 30%. The incubation period is 1 to 14 days and approxi-
mately two thirds of the cases progress to generalized 
tetanus (1).

Tetanus is diagnosed based on clinical grounds; thus, it 
is very important to recognize its presenting symptoms. 
Clinicians might be unfamiliar with the presentations of 
cephalic tetanus due to its infrequency; as a result, later 
mismanagement imperils the patient’s life. Delay in di-
agnosis and management worsens the prognosis; that 
way, invasive procedures such as tracheostomy might be 
indicated, imposing consequent complications on the 
patient (6). Among the reported symptoms are trismus 
(7-10), dysphagia (7, 8, 11), cranial nerve palsy (11), signs 
such as blepharospasm (7, 12), facial paresis (8), ptosis (8), 
and vertigo (10).

Two main risk factors for getting tetanus are: not being 
immunized against it and decrement of immunity in the 
elderly. History of a recent penetrating trauma is a key 
factor in diagnosis; but, the intravenous drug abuse, as 
in this case, places the patient at a higher risk as well. The 
location of injury and its distance from the head used to 
be considered as important factors in the development of 
cephalic tetanus, but injuries far from the head can also 
cause it (7).

Preventing tetanus should be a high priority for all 
primary care physicians (13). Catch-up vaccination pro-
grams should be carried out to cover the previously un-
immunized individuals, especially in high-risk groups 
such as intravenous drug abusers. Booster doses of Td for 
the elderly should be considered.
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