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A New-Onset, Suspicious

Skin Lesion

Urgent message: Patients and providers alike may be inclined to eliminate possible diagnoses
based on first impressions. It is essential that the urgent care clinician maintain a wide differential
when evaluating patients for new-onset complaints that do not have an obvious cause. Failure
to do so may cause delayed diagnoses (and, consequently, delayed treatment).
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Introduction

icks are small—so small that patients often do not feel
-‘Vtheir bite or sense their presence once it is attached. As

such, attached ticks can be mistaken by patients as
“new moles.”12 The diseases they carry, including Lyme
disease, Rocky Mountain spotted fever, tularemia, and
ehrlichiosis, cause significant morbidity and mortality.?
It is important that physicians recognize and remove
ticks promptly to decrease the potential for disease trans-
mission.*> Here, we present a case of a tick mistaken for
a growing pigmented lesion.

Case Presentation
A 46-year-old female presented for a new mole “she just
noted” on her back. She reports that the mole had been
“growing” over the past few days. There was no itching,
burning, or bleeding. On review of systems, she denied
constitutional symptoms and arthralgia or myalgia. The
patient had no history of recent outdoor exposures or any
overseas travel. Her past medical history was significant
for hypertension, managed with diet and exercise. No
medications. She reported a family history significant for
malignant melanoma in her father. The patient denied
smoking and reported drinking socially on weekends.
Physical examination revealed a 2 mm brown-black
papule on the lower back (Figure 1) without surround-
ing erythema. No other cutaneous abnormalities were
found on full skin exam. Examination of cervical, axil-

lary, and inguinal lymph nodes was unremarkable.
Close macroscopic inspection of the papule revealed
thin, spindle-like projections adjacent to the black-
brown papule, and a tick was identified.

Outcome

The insect was grasped with sterile forceps adjacent to
the skin at the level of the mouth parts and gently lifted
away from the skin and extracted en bloc. This tick was
found to be an American Dog tick, Dermacentor variabi-
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lis, which is a member of the Ixodidae family.

Discussion

Patients may mistake a tick for a new skin lesion; as ticks
are often hidden by hair or skin folds, other patients
may be completely unaware of tick attachment. Ticks
inject a variety of chemicals to prevent an inflammatory
response, facilitate the blood meal, and allow for a pain-
less bite and disease transmission.

In order for a tick to successfully transmit infection
to a human, it must first feed on an animal that is
infected, as ticks are the intermediate host in most cases.

After feeding, the bacteria are ingested and travel to the
gut of the tick for maturation. Once maturation of the
bacteria is complete, systemic infection may occur. The
bacteria infect the salivary glands and from there can be
transmitted to the next host via a subsequent tick bite.®

Risk of infection increases with tick attachment over
72 hours, but transmission can occur in the first 16
hours.”8 If a patient presents with a tick, it is important
to completely remove the tick to prevent disease trans-
mission.”10

A variety of tick removal approaches have been rec-
ommended, including:

u The tweezer removal technique—grasp tick around
the mouthparts closest to the skin with tweezers
and directly pull away from skin

® The card-detachment technique—entails sliding
the tick body between the aperture of the device
and lifting from skin for removal

u The lassoing technique—a thin filament is used to
surround the tick and tightened around the body

Figure 1. A 6 x 4 mm black papule.

for extraction’

u The freezing technique—application of liquid

nitrogen for approximately 20 seconds'!

The most efficient tick-detachment method is the
tweezer removal technique, which ensures complete
removal of the organism. Fine tipped forceps should be
used to grasp the tick as close as possible to the skin and
pulled upwards with a smooth force, taking care not to
twist or jerk the tick.!” (See Figure 2.) Ixodid ticks are
particularly challenging to remove because their mouth-
parts are cemented to the skin. Pieces of the tick are easily
left behind during this procedure. Residual mouth parts
may lead to chronic irritation or tick-bite granuloma.’
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Figure 3. Total Reported Cases of Tickborne Diseases, 2004-2018
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Incidence of tickborne disease varies somewhat from year to year, but the overall trend between 2004 and 2018 was on the rise.
(Data source: Centers for Disease Control and Prevention. Reported tickborne disease cases. Available at: Accessed September 15, 2020.)

Petroleum jelly, alcohol, or fingernail polish should
not be used to aid in removal, as this complicates the
process of grasping and removing the tick. Heating the
end of the tick with a match or electrodessication is not
recommended as the heated tick contents expand and
inject more material into the host. Furthermore, rotating
the tick provides no additional benefit.!? If unable to
successfully remove the tick with forceps, antibiotic pro-
phylaxis may be indicated.!01314

In North America, the two most common families of
ticks are Ixodidae and Argasidae. Ixodidae ticks are hard
ticks, while the Argasidae ticks are soft ticks. A few com-
mon tick-borne illnesses include Lyme disease, Rocky
Mountain spotted fever, tularemia, and ehrlichiosis.
Dermacentor variabilis specifically serves as a vector of
Rocky Mountain spotted fever (RMSF) and tularemia.?

RMSF is caused by Rickettsia rickettsii and is the most
commonly reported tick-borne rickettsial disease in the
U.S. It typically presents with mild constitutional symp-
toms and a maculopapular rash, which may extend to
the palms and soles. Symptoms usually resolve within
48 hours of antibiotic treatment.!

Tularemia is caused by Francisella tularensis, which is
most commonly transmitted via tick bite. Symptoms
typically manifest within a few days of the tick bite and
may include a variety of symptoms involving the lymph
nodes, eyes, oropharynx, or respiratory system. Tula-
remia can be treated with antibiotics in most cases.'®

Dermacentor variabilis is also a common vector of tick
paralysis, especially in the Southeast U.S.2 Tick paralysis
presents as ascending paralysis due to neurotoxin
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release, which impairs the function of voltage-gated
sodium channels. Case studies demonstrate that tick
removal leads to resolution of the paralysis within
hours.}’ m
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