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Cephalic tetanus presenting with Bell's
Pals
Sir: Cephalic tetanus is a clinical variant
characterised by paralysis of the cranial
nerves. '- Weakness of the muscles inner-
vated by the seventh nerve is the most fre-
quently reported symptom. However,
cephalic tetanus commencing with facial
paralysis, as in the case described here, is
unusual.
A 53-year-old man suffered a wound on

the right side of his chin, caused by a stick.
Two days later, there was inflammation at
the site of the injury and weakness of the
right orbicularis oris muscle. Later the
paralysis increased, with weakness of the
ipsilateral orbicularis oculi, but without
facial stiffness. On the fifth day, the patient
was seen by his general practitioner who
diagnosed right-sided Bell's palsy and pre-
scribed prednisone 15 mg daily. Five days
later, the patient had difficulty in swallow-
ing and in opening his mouth, and was
referred to our hospital. Examination
revealed severe lockjaw and left facial
hemispasm, combined with right facial
paralysis, predominantly affecting the
lower portion (fig). Taste was not affected.
The wound was infected. Treatment
included debridement of the wound,
tracheotomy, penicillin, antitetanic gamma
globulin, tetanus toxoid and diazepam. At
rest, the electromyogram showed bilateral
continuous abnormal activity in the mas-
seters, orbicularis oris and orbicularis oculi
muscles; electrical silence was not
obtained. The patient began to improve

three days after admission, being asymp-
tomatic three months later. A further
EMG study after 33 days evolution showed
a clear reduction in spontaneous activity
and a normal blink reflex.

Facial palsy in the course of cephalic
tetanus usually appears when there is
already evidence of trismus3 5 78 or simul-
taneously with it. 469-11 Thus the interest
in our case lies in the fact that facial para-
lysis was the only clinical sign for the first
eight days of evolution, being diagnosed
understandably as Bell's palsy. Although
mistaken diagnoses of facial paralysis at the
onset of cephalic tetanus have been men-
tioned occasionally,2 12 the pattern of
evolution described here has only been
reported in one case.'0 This was a 14-
year-old patient who developed left facial
paralysis 3 days after suffering an eye
injury on the same side; trismus and dys-
phagia were present the following day. Our
EMG findings are consistent with those
previously described.233" Consequently,
when Belrs palsy and craniofacial injury
are found together, the possibility of
cephalic tetanus should be considered.
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I
Fig Patient 20 days after onset ofsymptoms. Note the healed wound on the right
side ofthe chin, right peripheral facial palsy and spasm ofthe left orbicularis oris and
orbicularis oculi muscles.
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