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Sir,
The exact incidence of tetanus following bites is not 
known. (1) Fatality due to tetanus is 45–50% in developing 
countries.(2) A fatal case of generalized tetanus following 
dog bite is presented. The diagnosis of tetanus has to be 
entertained in dog bite, in spite of the dogmatic impulse 
to attribute any neurological finding to rabies. Tetanus 
has no confirmatory laboratory tests and still remains a 
clinical diagnosis. 

A 50-year-old agricultural laborer had presented to 
the surgical department with a history of dog bite to 
the (R) lower limb 14 days ago and inability to walk 
since 5 days, which was attributed to the wound on 
the leg. His non immunized pet dog had bitten him 
on provocation. The animal remained asymptomatic 
even after 2 weeks. He was not previously immunized 
against tetanus. On examination, the patient was alert 
and cooperative, febrile with 39°C, and the dog bite 
on the (R) leg was class 3 (dirty wound). There were 
no co morbid factors. He had diffuse spasm of limb 
and back muscles. He had no drooling of saliva or 
laryngeal spasm. Trismus was elicited by spatula test, 
which confirmed tetanus. The ability to drink liquids 
with a straw and the fact that the animal was alive, 
ruled out rabies. Serum creatinine was 2.8 mg/dl. 
He was treated with human immunoglobulin 5000 u 
intravenous and tetanus antigen 0.5 ml intramuscular 
on the opposite limb. Crystalline penicillin one million 
units intravenously every 6 h and metronidazole 500 
mg intravenously every 8 h were given. Midazolam 
drip of 1–4 mg per hour, titrated against frequency 
of spasm, was given. The wound on the leg was 6 × 
3 cm and involved the subcutaneous tissues, which 
was debrided and showed signs of healing with no 
clinical/culture evidence of pyogenic infection, but 
only contaminants being isolated. The frequency of 
spasm reduced and midazolam could be weaned 
successfully. On the 7th day of admission, he developed 
pneumonia and progressive ventilatory failure that 
needed mechanical ventilation. However, he died 15 
days later due to multiorgan failure. Rabies would 
have been the first diagnosis in the setting of dog bite. 
Rabies was ruled out as patient could swallow and 
the dog was alive even up to 30 days (time from bite 
to patients’ death). Phenothiazine toxicity is another 
possibility, but there was no altered sensorium. 
Strychnine poisoning was ruled out as there was no 
definite history of poisoning and the dog bite wound 
was significant (class 3).

Dog bite could lead to local wound infection, tetanus, 
or rabies that could come from either the saliva 
of biter, skin flora of victim, or the environment. 
Pasteurella is clinically the most important of the 38 
bacterial isolates from dog bites.(3) Only Clostridium 
perfringens has been isolated.(4) We conclude the source 
of infection is from the environment in our case. The 
largest series on tetanus is from India of 8697 patients 
with not a single case due to animal bite.(2) Literature 
search revealed a single incidence of dog bite where 
the clinical presentation was of frank tetanus with 
board like rigidity of back muscles, similar to our case 
and anti tetanus antibody before immunoglobulin 
was low. He was given levofloxacin, but not tetanus 
immunization(5) and he recovered well. A single case 
of human bite leading to tetanus has been reported.(6)  
In developing countries, only 55% of adults have 
serological immunity against tetanus.(7) In any dog 
bite, the focus is on rabies prevention, which is well 
founded. But the possibility of tetanus should also 
be kept in mind. This highlights the need for active 
prophylaxis in all but the most trivial of wounds 
and passive prophylaxis in high risk wounds. Florid 
tetanus is very easy to diagnose, but the focus should 
be suspect the disease early which would be the very 
first step to avoid the high fatality. So healthcare 
personnel need to be aware of the atypical situations 
leading to tetanus (dog bite, as in our case) and 
atypical presentation of tetanus (primarily limb spasm 
as in our case) to avoid the fatality of this deadly 
disease.
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Sir,
There are a number of hazardous dental wastes 
that when disposed improperly, could cause harm 
to us and the environment.  Most chemical waste 
streams generated in dental office can be managed as 
nonhazardous waste, if proper disposal guidelines are 
followed. These include:

Mercury-containing wastes
Dental Amalgam particles are a source of mercury 
which is known to be a neurotoxic, nephrotoxic, 
and bioaccumulative element. It can get into the 
environment through waste water, scrap amalgam 
or vapors. Vaporous mercury waste management 
includes: (1) storing unused elemental mercury in 
a tightly sealed container, (2) contacting a certified 
biomedical waste carrier (CWC) for recycling or 
disposal, (3) using a “mercury spill kit” in case of 
a spill of mercury, (4) reacting unused elemental 
mercury with silver alloy to form scrap amalgam, 
(5) not placing elemental mercury in the garbage, and 
(6) not washing elemental mercury down the drain. 
Scrap amalgam waste management entails (1) using 
disposable suction traps and amalgam separators 
on dental suction units, the traps should be changed 
weekly to prevent amalgam accumulation, (2) mixing 
only required amalgam amount or using premeasured 
amalgam capsules, (3) Not throwing extracted teeth 
with amalgam fillings in the regular garbage, (4) using 
a mercury container to store all scrap/old amalgam, 
which is passed on to the CWC.(1,2)

Silver-containing wastes
(A) Spent X-ray fixer used in dental clinics to develop 
X-rays is a hazardous material that should not be simply 
rinsed down the drain. After desilvering the fixer with 
a recovery unit, it can be mixed with developer and 
water and disposed down the sewer or septic system. 
Spent developer is permitted to be discharged in the 
above systems after dilution with water. The silver 
should be handed over to the CWC. Using a digital 

X-ray unit and an X-ray cleaner without chromium 
are other suggested safety measures. (B) Undeveloped 
X-ray films contain a high level of silver and must be 
treated as hazardous waste. It is advisable to collect any 
unused film that needs disposing in a recommended 
container for recycling by the disposal company. Using 
a digital X-ray unit minimizes purchase of new X-ray 
films.(1,2)

Lead-containing wastes
The lead foil inside X-ray packets and lead aprons 
contain leachable toxin which can contaminate soil 
and groundwater in landfill sites after disposal. 
These should only be handed over to CWC. High 
doses of lead intake lead to reproductive toxicity, 
neurotoxicity, carcinogenicity, hypertension, renal 
function, immunology, toxicokinetics, etc.(3)

Blood-soaked/dripping gauze
Is a biomedical hazardous waste. It should be enclosed 
in a yellow biomedical waste bag covered with a double 
bag, labeled with a biohazard symbol and refrigerated, if 
onsite for more than 4 days. Once accumulated, a CWC 
should be contacted for disposal.(4)

Sharps 
(Needles, scalpels, glass carpules, burs, acid etch tips, 
files, blades and other sharp objects): Their waste 
management includes collection in a red or yellow 
puncture resistant container with a lid that cannot be 
removed. The container should be properly labeled 
with biohazard symbol and once full, the CWC should 
be contacted for disposal.(5)

Chemicals, disinfectants, and sterilizing agents 
Staff handling these materials should be trained 
in Workplace Hazardous Materials Information  
System (WHMIS). Whenever possible, use steam or dry 
heat to sterilize dental instruments. Nonchlorinated 
plastic containers (not PVC) should be preferred to 
minimize environmental impacts and placed in the 
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