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Craniofacial trauma

.~~~~~~~~~~~

l\

Craniofacial trauma, still a problem despite seat belts, is the third main
area where craniofacial surgical techniques have much to offer. Most of
this kind of trauma, including extensive damage to the anterior cranial
base, frontal sinus, orbits, and jaws, requires a multidisciplinary approach
with a neurosurgical, plastic, maxillofacial, and ophthalmic team
contributing as necessary to the restoration of satisfactory function and
appearance. Generally these cases are managed in regional neurosurgical
centres. The combined craniofacial approach has been found to reduce the
time in the acute hospital and late complications of trauma. Further
surgical procedures-for instance, the reconstruction of traumatically
displaced orbits or malunion of the facial bones (difficult technically)-are
seldom required.

Craniofacial surgery is an exciting development in reconstructive
surgery and has already made startling contributions to the treatment of
some of the most difficult and ugly deformities encountered. The future
will see refinements of existing surgical techniques and of patient
management, probably new applications for this sort of work, and, with
further research, a better understanding of the aetiology and the
complexities of the congenital craniofacial deformities.

Mr Michael D Poole, MB, FRcs, is consultant plastic surgeon and Mr M Briggs, MSC, FRCS,
is consultant neurosurgeon, Radcliffe Infirmary, Oxford; J Rayne, FDS, DORTHRCS, iS
consultant oral surgeon, John Radcliffe Hospital, Oxford; and H Cheng, FRCS, is consultant
ophthalmic surgeon, Oxford Eye Hospital, Oxford. All are members of the Oxford
Craniofacial Unit.

Communicable Diseases

Tetanus surveillance: England and Wales, 1981-3

Three routine sources of national data on tetanus-namely,
statutory notifications, laboratory reports, and death certification-
were analysed for the three years 1981-3. Data from the Hospital
Inpatient Enquiry from 1977-81 were also considered. A previous
review of these data covered the period 1930-79,' and a subsequent
surveillance report the year 1980.2 Since 1981 a special inquiry has
been made by the Communicable Disease Surveillance Centre about
each notified case of tetanus, which has made it possible to integrate
notifications with laboratory reports and certified deaths and also to
collect more information about the circumstances associated with
the disease.

Results

There were 15 notifications in 1981, 12 in 1982, and only six in
1983, the lowest annual number recorded since notification began in
1969 (figure). In the 15 years since then notifications have fallen
progressively. Altogether in this period there were 264 notifications,
142 men and 122 women, a male:female ratio of 1-2. This ratio did
not change over the 15 years. The ratio of notification rates over the
same period, however, varied with age; the male:female ratio in the
age group 0-44 years was 2-8, but in those over 45 it was 0 7.
The age distribution of notifications changed during the 15 years;

between 1969 and 1973 22% of patients were aged 0-14 years but by
1974-8, this had fallen to 5% and even lower, to 3%, between 1979
and 1983. Indeed, tetanus in children almost disappeared with only
two notified cases in the three years 1981-3.
There were 20 laboratory reports of tetanus between 1981 and

1983. The decline in laboratory reports over the three years was
similar to the decline in notifications; there were 11 reports in 1981,
six in 1982, and three in 1983. Of the 20 cases reported by
laboratories only six were included among the 33 cases notified in
this period.

Eight deaths were attributed to tetanus in 1981-3 and in six others
tetanus was a contributory factor. Of the 14 deaths eight were in
1981, four in 1982, and two in 1983, the lowest number ever
recorded. The data followed the same downward trend observed in
notifications and laboratory reports. Only seven of the 14 deaths
were also notified.

Data from the Hospital Inpatient Enquiry were available up to
1981. The wide fluctuations in the estimated hospital discharges and
deaths from 1977 to 1981 (figure) were probably due to the small
sample size; in each of these five years there were five cases or less in
the original sample, with an average of three a year. Based on these
data there was probably an average ofabout 30 patients with tetanus
admitted to hospital each year.

Integrating notifications, laboratory reports, and deaths gave a
total of 52 cases of tetanus in England and Wales in 1981-3 (table).

In 21 of the 52 patients injuries were sustained during gardening;
indeed, in those aged 65 or over more than half (15/26) were
associated with a gardening injury. There were four patients with
"occupational" tetanus; one followed a sports injury and three had
no apparent history of injury. Ten other patients had received
injuries but no further details were available. Of particular interest
were two patients with tetanus after cholecystectomy in the
Northern region for which there was no obvious explanation.3 No
information was available in the remaining cases. It proved
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impossible to obtain any data on immunisation history in nearly all
the cases, but in one girl aged 16 who developed tetanus after
lacerating her hand while peeling potatoes there was said to be a
history of completed childhood immunisation and of a booster dose
12 months before this injury.
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1969 71 7 75 77 79 81 83
Numbers of cases of tetanus in England and Wales 1969-83 according to source.

Method ofascertainment

Deaths Total cases
Year Notifications Laboratory from all

reports Assigned to Assigned sources
tetanus elsewhere

1981 15 11 6 2 23
1982 12 6 1 3 19
1983 6 3 1 1 10

Total 33 20 8 6 52

Discussion

Notifications, laboratory reports, and deaths indicated a decline
in the incidence of tetanus in the period 1981 to 1983. If the case
fatality rate from tetanus remains at about 10%,4 then there was
probably an average of between 40 and 50 cases of tetanus a year in
each of the three years. Hospital Inpatient Enquiry data suggest a

figure lower than this-about 30 cases a year in the three years 1979-
81. A previous review suggested that the notifications probably
represented one quarter to one fifth of the total number of cases of
tetanus; if this is an accurate estimate of undernotification then it
would suggest an average of about 50 cases a year between 1981 and
1983.1 Taking into account these estimates, the annual number of
cases is likely to be 30-50 a year, half the estimated figure of 80-100
for 1979.'
The age and sex distribution is similar to that recorded pre-

viously.' 2 The virtual elimination of tetanus in children aged less
than 15 years may be attributed mainly to the routine childhood
immunisation against tetanus which began in the late 1950s. If this
is so a decline in the 15-44 year age group may be expected in the
next few years. Tetanus is likely to continue to occur, however, in
older age groups, particularly in women, most of whom have not
been immunised. Many of the cases reported in the elderly have, as
in previous years, been associated with gardening; selective immu-
nisation of elderly gardeners should be considered.'
Two cases of tetanus after cholecystectomy gave rise to concern,

particularly because there was no apparent explanation for their
occurrence. A similar case has been reported in Belgium.6 Four
postoperative cases have been reported in Manchester during 1979-
83, two of them after cholecystectomy.' These incidents strengthen
the case for continued universal immunisation in childhood but, in
addition, patients awaiting elective surgery should be asked about
tetanus immunisation and given tetanus toxid when necessary.8

Public Health Laboratory Service
Communicable Disease Surveillance Centre
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MATERIA NON MEDICA

Pilgrimage to Yasnaya Polyana

Leaving Moscow at seven o'clock on a chill autumn morning we drove south
aiming at Yasnaya Polyana, Tolstoy's ancestral home, 200 kilometres away.
As we rose imperceptibly up the side of the Moscow saucer the overcast
cleared, and beyond the forest the rolling plain stretched on interminably
with the huge Russian sky towering above, patterned with moving clouds.
We stopped for a few minutes in Chekhov, a straggling village of gaily
decorated wooden houses where the dramatist had worked once as the village
doctor.

Half an hour later we approached Tula and, momentarily confused by a
road junction, I turned to the right instead of the left. Instantly the shrill
whistle of a militiaman halted me. The phraseology of Russian, especially in
the mouth of authority, can sound very curt. He approached staring hard,
iron faced.
"Kuda Vy?"
"We are looking for Yasnaya Polyana."
"Vashi dokumenty!"
I produced them.
"All right. Go back there"-pointing-"and follow the road. Twenty one

kilometres. Keep to the road!"
At last we reached the entrance, two little white towers with roofs shaped

like bossed circular shields, and beyond them a long avenue. Readers of War
and Peace would instantly recognise the descriptions of Bald Hills and of

Levin's house in Anna Karenina. To one side of the main building stood a
separate wing, built to accommodate the never ending stream of guests and
relatives who came either as pilgrims or merely to sponge on Tolstoy. A path
led through the forest to his bathing place in the river Voronka. Some of the
maples planted by Prince Nikolai Volkonsky- Leo's maternal grandfather,
and model for the stern old Prince Bolkonsky in War and Peace- were still
there, their leaves red and gold in the autumn sunshine.
When Tolstoy was a child his oldest brother, Nikolai, used to tell the

young ones a tale about a wonderful little green twig on which all the secrets
of the world were carved and which lay hidden in the Stary Zakaz-the old
wood. If only this stick could be found there would be no more war, famine,
or pestilence and all men would live as brothers together. In later years Leo
said, "Since my earthly remains must be buried somewhere, let them be laid
where the little green twig is hidden." The grave itself was plain, a small
grassy mound with a few flowers scattered on the turfand no inscription save
a metal plaque telling briefly the story of the little green twig.
On the way back home the air became perceptibly colder and as we

reached the outskirts of Moscow it was snowing hard with a gusty wind. At
the Old Stone Bridge we turned right along the Maurice Thorez Embank-
ment, glancing across the river at the floodlit Kremlin with its gold and silver
cupolas towering above the walls alternately gleaming and disappearing in
the swirling snow. As we turned right towards the flat the muffled chimes of
the Spasskaya Tower floated across the freezing river. It was seven
o'clock.-DAVID H WOODHEAD, Swindon, Wiltshire.
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