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• Recognize and evaluate atypical neurological 

presentations by integrating environmental and 

exposure history to identify potential causes, such 

as venom-induced neuroinflammation.

• Diagnose and differentiate rare neurotoxic 

complications of recluse spider envenomation, 

including transverse myelitis, from other 

neurological conditions like Guillain-Barré 

Syndrome or infectious meningitis through clinical 

findings, cerebrospinal fluid (CSF) analysis, and 

advanced imaging techniques.

Recluse spiders, primarily known for their 

potentially severe toxicity, can induce a condition 

termed Loxoscelism, marked by diverse clinical 

manifestations. 

In the southwestern United States, the Desert 

Recluse predominates, bearing toxicity comparable 

to the Brown Recluse. While the majority of bites 

lead to minor irritation, only 10–20% result in 

necrosis. 

Neurological complications are exceedingly rare, 

but cases have been documented. A 2022 report 

detailed facial nerve palsy following a Brown 

Recluse bite to the neck, while another described 

progressive lower extremity weakness after a bite 

to the inguinal region. 

Such cases highlight the underrecognized potential 

for neurological sequelae from recluse spider 

envenomation.

In 2024, a 74-year-old male presented to a VA Emergency Department (ED) with dizziness, presyncope, 

malaise, and severe difficulty ambulating, despite consistent physical therapy. His symptoms traced back to a 

recluse spider bite sustained during a 2022 hiking trip. The bite, located on his spine, was suspected to facilitate 

venom entry into the CSF, triggering neuroinflammation and subsequent neurological decline.

Initially, he sought care in 2022 for acute leg weakness, fever, chills, neck stiffness, and malaise. Examination 

revealed bilateral lower extremity weakness, diminished reflexes, and a wide-based antalgic gait. Vital signs 

included a temperature of 101.2°F, HR 94, BP 159/78, RR 16, and SpO2 95% on room air. Lab results showed 

WBC 13.4, CRP 3.20, and lactic acid 3.7. Thoracic and lumbar MRIs were unremarkable, and lumbar puncture 

ruled out infectious meningitis but showed albuminocytologic dissociation. Despite treatment with intravenous 

fluids, steroids, and antibiotics, his deficits persisted. Electromyography (EMG) findings were normal, and 

Lyme disease, syphilis, and vasculitis tests were negative.

Over the following years, the patient experienced persistent neurological symptoms, including progressive gait 

instability, malaise, and recurrent ED visits for worsening ataxia and dizziness. These symptoms resulted in 

significant deconditioning, dependence on a walker, and reduced quality of life, underscoring the long-term 

consequences of the envenomation.

Recluse spider envenomation rarely leads to severe 

neurological complications. This case demonstrates 

a scenario where venom infiltrated the CSF, causing 

neuroinflammation. CSF analysis revealed yellow 

discoloration and elevated protein levels, indicative 

of inflammation. Although Guillain-Barré Syndrome 

was initially considered, normal EMG findings and 

symptom progression suggested idiopathic 

transverse myelitis. Despite treatment, the patient’s 

deficits persisted, highlighting the complexity of 

managing venom-induced neuropathology.  

This case illustrates an unusual manifestation of 

recluse spider envenomation with severe 

neurological involvement. While most literature 

focuses on local necrosis or systemic loxoscelism, 

this case expands the clinical understanding of 

neurotoxic potential. Persistent deficits despite 

aggressive therapy underscore the importance of 

multidisciplinary care and the need for further 

research into targeted treatments for venom-induced 

neurological conditions.
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