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Are cu rrent UK  tetanus prophylaxis procedures for 
wound management optimal? 

M W  Cooke 

ABSTRACT 

Tetanus is a potentially fatal disease that occurs after 
contamination of a wound with C!ostridium tetani spores. 
The introduction of comprehensive infant vaccination 
programmes in the 1 960s dramatically reduced the 
incidence of tetanus in the UK. To achieve comprehensive 
protection against tetanus, the World Health Organization 
guidelines recommend the administration of the five-dose 
childhood immunisation regimen and an additional sixth 
dose. after approximately 1 0  years. to ensure long-lasting 
immunity. To supplement these measures, tetanus 
prophylaxis with human tetanus immunoglobulin is 
considered essential for incompletely immunised indivi­
duals presenting with dirty wounds. However, identifying 
those individuals who are not fully immunised has, until 
recently, been problematical. The use of a new rapid, 
point-of-care immunoassay to assess tetanus immune 
status may facilitate the optimal management of patients 
with wounds 

The use of comprehensive infant vaccination 
programmes has dramatically reduced the inc i­
dence of tetanus in westernised countries. The 
World Health Organization (WHO) management 
guidel ines recommend a six-dose tetanus vaccina­
t ion course to ensure long-term immunity to the 
disease. There is a concern that changes in the UK 
Department o f  Health tetanus guidelines and  the 
lower seroprotection rates in certain demographic 
populations may compromise the management of 
p<l lients entering the emergency department with 
high-tetanu s-•risk wounds, This review discusses 
the potential implications of suboptimal tetanus 
seroprotection rates in patients presenting with 
wounds. It goes on to consider ways of accurately 
assessing tetanus seroprotection status in the 
emergency department to ensure that individual 
patients receive the most appropriate tetanus 
prophylaxis . 

LITERATURE SEARCH 

The literature was searched in November 2008 
through PubMed (http://www.ncbi.n 1m.nih.gov/ 
sites/entrez) for art icles published in English since 
2000 using the search terms tet111111s, lt'01111d and 
/?/'Of?ll)1/t1xis . A total of 1 10 articles were identified. 
Articles describing vaccination programmes in 
general terms or neonatal tetanus were excluded . 
Articles subjectively deemed relevant were 
retrieved, and the reference lists were reviewed 
for additional articles of interest. WHO sites were 
searched for current data on the incidence of 
tetanus. Emergency medicine conference proceed­
ings were a!so reviewed for data of interest . 

TETANUS INCIDENCE 

Tetanus is a potentially fatal disease that occurs 
a fter contamination of a wound with C/ostridiu111 
tctnni spores, which are ubiquitous in the environ· 
ment . Spores are able to grow in the anaerobic 
wound environment, releasing a highly potent 
neurotoxin that causes tetanus symptoms of muscle 
spasm and rigidity. 1 The muscle rigidity init ially 
involves the jaw (hence "lockjaw") and neck 
(episthotonus) but can progress to become more 
generalised, at which point the patient requires 
respiratory support and intensive care and is at a 
significant mortality risk. However, presentation is 
varied and can present as localised tetanus, where 
the rigidity is only in one muscle group close to the 
site of injury or in cephalic form presenting as cranial 
neive palsies after head wounds. The introduction of 
comprehensive infant vaccination programmes in 
the 1.960s dramatically reduced the incidence of 
tetanus in the U IC Surveillance bas estimated the 
current annual incidence at about 0 .2 cases per 
million, which is comparable with that in other 
westernised countries." s Some groups are at greater 
risk of developing tetanus, particularly older indivi­
duals with an incomplete vaccination history, 1 r, 

with the UK incidence being h ighest in those > 
64 years (approximately 0.66 cases per million) .1 In 
recent years, sporadic tetanus ou tbreaks have also 
occurred in intravenous d rug users.7 9 

TETANUS VACCI NATION 

Immunity to tetanus requires effective immunisa­
tion, as the small amount of toxin able to cause 
d isease symptoms is not sufficient to trigger an 
immune response? In the UK, all parents are offered 
primaiy tetanus immunisation for their infant 
children, comprising doses at 2, 3 and 4 months 
and two boosters administered before starting and 
before finishing school. 1 Tetanus vaccines are pro­
duced by formaldehyde inactivation of tetanus toxin 
to produce the toxoid.0 Tetanus toxoid is adminis­
tered in a variety of forms: the diphtheria~pertussis••· 
tetanus and diphtheria~-tetanus vaccines are cur­
rently used in children; tetanus toxoid alone and the 
tetanus• diphtheria vaccine, containing a reduced 
amount of diphtheria toxoid, are used in adults; 
and the al ternative tetanus-diphtheria-pertussis for­
mulation can be used in adolescents and adults. 1 2 in 

In addition, if a patient presents with a dirty wound 
that could be infected with C tctr111i, treatment can be 
given in the form of antibiotics and hurnan tetanus 
irnmunoglobulin (HT!C), to ensure instant protec­
tion, and/or a toxoid booster dose. 1 10 1 1  However, i t  is 
d i fficult to identify tetanus-prone wounds. iJ

The primary tetanus vaccinations trigger small 
and transient antibody responses, but the fourth 
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