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ABSTRACT

Tetanus, an infec�on caused by the gram-posi�ve, obligate 

anaerobic bacillus Clostridium tetani, is s�ll prevalent in 

developing countries. Fever is an unusual symptom in 

tetanus. The disease must be managed by preven�ng 

tetanospasmin absorp�on, trea�ng symptoms, stabilizing 

autonomic instability, using an�bio�cs, and controlling the 

airway with assisted ven�la�on if necessary. We present a 

case report of a tetanus pa�ent who had persistent pyrexia 

despite ruling out all the obvious causes of fever ,that 

coincide with the persistence of muscle spasms and/or use 

of prolonged dura�on of benzodiazepines.
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INTRODUCTION

Tetanus, caused by a gram posi�ve, obligate anaerobic 
bacillus Clostridium tetani, con�nues to be a problem in 
developing countries like Nepal. One of the reasons could be 
because of the stable terminal spore formed by Clostridium 
tetani which is ubiquitous in nature and is found in the soil, 
intes�nes and feces of domes�c animals and humans.  
However, they are non-invasive and inocula�on usually 

1requires the disrup�on of the skin barrier by a foreign body.  
The �me between inocula�on and clinical manifesta�on 
varies, reflec�ng the distance required for the toxin to 

2ascend and interact with the central nervous system.  
Clinical symptoms usually occur from 7 to 14 days a�er 
inocula�on, although cases have also occurred almost 2 

3months a�er the injury.  It usually begins with localized 
symptoms such as muscle spasms, trismus, and dysphagia 
before progressing to systemic symptoms such as 
respiratory failure and opisthotonus. Clostridium tetani 
secretes two toxins: tetanospasmin and tetanolysin. The 
toxin tetanospasmin causes muscle spasms and trismus 

4,5even if the organism is s�ll in its immediate environment.  
This is because the toxin travels to the neuromuscular 
junc�on through intra-axonal transport in the CNS.

One of the most serious complica�ons is overac�vity of the 
6,7autonomic nervous system.  It is thought to be the result of 

central nervous system lesions caused by intraseasonal 
7,8retrograde tetanospasmin transport , though some 

authors argue that autonomic hyperac�vity is more likely 
9the result of impaired inhibitory transmission.  Pa�ents with 

trismus and muscle spasms sugges�ve of tetanus should be 
evaluated for dystonia, strychnine poisoning, tooth 

10infec�on, seizure ac�vity, or hypocalcemic tetany.

To manage the disease, keep tetanospasmin from being 
absorbed, treat symptoms, stabilize autonomic instability, 
give an�bio�cs, and, if necessary, keep the airway open with 
assisted ven�la�on. We present an interes�ng case who 
presented with fever that persisted despite standard care in 
ICU.

CASE DETAILS

A 65-year-old farmer presented to the emergency 
department of our center from another facility with a 
complaint of difficulty opening the mouth and dysphagia for 
solid and liquid food for 2 days. He sustained a cut injury to 
the le� great toe 14 days ago while working in the field. 
Primary care had been given at other health centers but 
tetanus injec�on was not given. He had no significant 
medical history and his childhood immuniza�on status was 
unknown.  On examina�on, along with s�ff neck, pa�ent 
was agitated, diaphore�c, hypertensive and tachycardic 
with locked jaw and neck s�ffness.

Treatment Details
Pa�ent was resuscitated and transferred to the intensive 
care unit. He was diagnosed as a case of severe tetanus and 

11graded 3, according to Able� classifica�on for tetanus.  
Pa�ent was intubated and mechanical ven�la�on was 

started. Ini�al blood tests and computed tomography of the 
head and neck were within normal limits and laboratory 
tests were carried out as required on subsequent days. 

Tetanus toxoid injec�on 0.5 ml and tetanus immunoglobulin 
(TIG) 3000 IU intramuscularly were administered. The le� 
great toe was amputated on the day of admission, and a 
wound swab was sent for culture/sensi�vity. Following that, 
the pa�ent had rou�ne dressing under local anesthe�c. 
Then, the pa�ent was sedated with diazepam 10 mg per 
hour and injec�on labetalol was given to control blood 
pressure. The vecuronium infusion was started on the day of 
admission and gradually tapered off. It is the medicine of 
choice because it decreases autonomic instability and 
cardiac complica�ons. Nasogastric tube feeding was started 
for nutri�onal support. Baclofen was given via nasogastric 
tube to treat hiccups and jerky abdominal movement. 
Fentanyl infusion was used for pain management and seda�on. 
Respiratory failure was detected, a�er discon�nua�on of 
muscle relaxants and the decision for an early tracheostomy 
was made on the third day of the pa�ent's admission. He 
was put on mechanical ven�la�on, on and off to alleviate 
muscular s�ffness and improve respiratory muscle func�on. 
On day 40, the mechanical ven�lator along with seda�on 
was stopped. The pa�ent tolerated 35% oxygen through a 
tracheal mask well and was gradually weaned off to room 
air. Metronidazole was given for an�bio�c coverage. 
Magnesium sulfate was con�nued to be administered at the 
dose of 1 gram thrice daily with regular serum magnesium 
level monitoring.

An EEG was performed a�er the pa�ent developed 
generalized tonic clonic seizure on the eighth day of 
admission and abnormal beta wave measurements were 
noted. The CT scan of the head showed no obvious findings. 
The pa�ent was put under injec�on leve�racetam to control 
seizure. Injec�on Enoxaparin (Low Molecular Weight 
Heparin) was given for thromboprophylaxis. Physiotherapy 
for both the chest and the limbs was provided. 

Persistent Pyrexia: an unusual presenta�on
Pa�ent developed a fever of 39 degrees celsius on the 
second day of admission. Based on culture and sensi�vity 
data of infected �ssue, urine and sputum samples which 
revealed fungus, E. Coli and Klebsiella respec�vely an�bio�c 
given were injec�onpolymyxin B, injec�on �gecycline and 
injec�on anidulafungin. Rou�ne blood inves�ga�ons along 
with inflammatory markers like CRP and ESR along with 
procalcitonin levels were measured regularly.

Despite appropriate management, including that of 
intravenous lines and bed sores, fever persisted. Repeat 
cultures of blood, urine, and sputum were sent. Surprisingly, 
there was no organism growth in any of them. In addi�on, 
WBC count was normal. Hence, autonomic lability was 
assumed to be the cause of the fever which persisted for 25 
days and subsided upon relief of lockjaw. 

The pa�ent was eventually transferred to the medical ward, 
where he stayed for another ten days before being 
discharged home. He was regularly followed up for 
rehabilita�on.
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DISCUSSION
Tetanus is a clinical diagnosis and laboratory tests are done 
only to support it. Around 70% of wound cultures are 
nega�ve for Clostridium tetani. Even if the pa�ent has 
protec�ve an�bodies, tetanus can s�ll occur, making 
serologic tes�ng a secondary test rather than the primary 
one.

Fever can be an unusual presenta�on in tetanus and may 
persist for longer dura�on. Severe muscle spasms and 
autonomic dysfunc�on are some of the possible causes of 
raised temperature.

For prophylaxis three doses of tetanus toxoid vaccina�on 
12with booster doses every ten years is advised. Tetanus 

immuniza�on should be given to pa�ents who have 
received fewer than three doses or an unknown number of 
doses of a tetanus toxoid-containing vaccine. Adults who 
have not previously been immunized against tetanus should 
receive a series of three vaccines (at least one Tdap vaccine; 

13the other two can be Td or Tdap vaccines).  The preferred 
schedule is a Tdap vaccine dose followed by a Td or Tdap 
vaccine dose four weeks later and another Td or Tdap 
vaccine dose 6 to 12 months later. Regardless of prior 
tetanus and diphtheria immuniza�on, Td immuniza�on 
should be reviewed when anyone presents with an acute 
injury or wound and prophylaxis should be administered as 
soon as possible following a wound but should  also be given 
even to pa�ents who present late for medical a�en�on 14,15.  
A�er treatment and discharge, tetanus pa�ents should be 
vaccinated to prevent a recurrence.

Tetanus vaccina�on should therefore be carried out more 

extensively. It should be included in the primary vaccina�on 
series for adults who have never been vaccinated and a 
booster dose should be administered every 10 years to those 
who have completed the primary series. Management in an 
ICU se�ng gives a be�er chance of survival in pa�ents with 
tetanus.

LIMITATION OF STUDY

Diagnosis of tetanus was made clinically. Clostridium tetani 
could not be isolated from the culture.

CONCLUSION
Despite rou�ne immuniza�on, tetanus s�ll exists in 
developing countries like Nepal. In an ICU se�ng, it can be 
managed well with low mortality and morbidity. Fever may 
be an unusual problem in this disease. All the organic 
causes should be ruled out and muscle spasms could be the 
cause of persistent fever in a case of tetanus.
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