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A healthy and active 83-year-old man presented to the 
emergency department after five days of paresthe-
sias, followed by rapidly progressive ataxia, weak-

ness and severely impaired ambulation. Symptoms started 
eight days after he worked at his cabin in the Thompson-
Nicola region of British Columbia, Canada. 

Upon examination, the patient was afebrile with nor-
mal vital signs and mentation. He had diplopia, marked 
dysarthria, four-limb weakness, dysmetria, areflexia, 
and reduced vibration sense and proprioception distally. 
We removed an engorged tick that was adherent to his 
mid-back (Figure  1A). Routine analyses of blood and 
cerebrospinal fluid were normal. The BC Centre for Dis-
ease Control Public Health Laboratory used sterotactic 
microscopy to identify it as a female Rocky Mountain 
wood tick (Dermacentor andersoni; Figure 1B and 1C). 

Within two hours of removal of the tick, the patient’s 
reflexes had returned to normal, and his strength had 
substantially improved. Complete neurologic recovery 
occurred within 72 hours.

Tick paralysis, a neurotoxidrome, occurs after tick 
attachment, engorgement and injection of potent tick salivary tox-
ins. Women and children are most affected. Ticks hide in long 
body hair, skin folds and difficult-to-reach areas. Most cases occur 
from March to July when ticks are most active. Four to seven days 
after tick attachment, symptoms begin with malaise and weak-
ness, followed by progressive neurologic deficits. Paralysis ensues 
in a mean of 1.4 (range 1–10) days.1 Suggestive symptoms include 
diplopia, dysphagia, dysarthria, ataxia and ascending weakness; it 
is frequently misdiagnosed as Guillain–Barré syndrome.1,2 Other 
diagnostic considerations include botulism, diphtheria and 
organophosphate poisoning. 

Over 40 tick species are capable of paralyzing humans and ani-
mals.3 Dermacentor andersoni in western Canada and the Pacific 
northwest, Dermacentor variabilis in the southeastern United States 
and Ixodes holocyclus in eastern Australia are the most common.1 A 
thorough dermatologic examination is necessary in patients with 
flexic weakness and dysmetria, particularly during tick season. Treat-
ment of tick bites requires prompt removal of the tick with tweezers. 
The tick should be grabbed close to its mouth and pulled up gently 
but firmly without jerking or twisting; the skin should be disinfected.4 

Typically, rapid neurologic recovery ensues, usually within min-
utes to hours, and full recovery usually occurs after 1.5  (range 
1–2.5) days.1
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Figure 1: (A) An engorged tick adherent to the mid-back of an 83-year-old man, with 
4 cm of surrounding erythema centred around the site of attachment. Stereotactic 
microscopy views of the (B) dorsal and (C) ventral aspects showing the characteris-
tic appearance of a female Rocky Mountain wood tick (Dermacentor andersoni) 
(original magnification × 12.5).
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