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SUMMARY

Lyme borreliosis is the most frequent vector-borne disease in North America and Europe. Currently the
most important way to face it is prevention with the diffusion of correct information. The principal goals
of prevention are to avoid tick bites and to stop the progression of the disease. These results are
obtained by a correct behavior and, in case of a tick bite, by proper procedures that can reduce the
risk of infection. Patients need to be instructed about the correct tick removal method and about the
possible signs and symptoms of the disease. The use of prophylactic antimicrobials following a tick
bite is not recommended. Due to the problems of scarce sensitivity, specificity and standardization,
serological tests should not be used as screening method.

Lyme borreliosis (LB) is the most frequent vector-
borne disease in North America and Europe. However,
certain confusion still exists, partly due to the scarce
circulation of correct information (1, 2, 3, 4). In Italy (5)
there is scarce perception of this pathology and the
tendency to submit information to the mass-media by
“apparent experts” has often furnished incorrect and
also risky information.

Due to the impossibility to eliminate the vector or
the reservoirs (6, 7), and because no vaccination is avail-
able in Europe, currently the most important way to
face LB is prevention (8, 9). This implicates the neces-
sity for faultless information that is actively distributed
among physicians as well as laymen. What has hap-
pened in Italy and in other countries, however, shows
that there is a lack of such information, with the result

that people today are familiar with rickettsial diseases
or have heard about the so-called “killer tick” but don’t
know the real facts about the problems associated with
LB. Nevertheless we are in an advantageous situation
for atleast two reasons: 1) LB has not yet reached diffu-
sion equal to that in the USA or in some European coun-
tries close to us; 2) we can utilize the experience from
the USA and are therefore able to avoid the same mis-
takes that have been made there.

The activity of spreading correct information is one
of the assignments of the Department of Health, but
every physician should provide competent advice. Sci-
entifically well-founded information must not be con-
fused with contradictory information and alarming and
unserious news needs to be avoided (10, 11, 12).

Prevention is an effective method, when performed
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correctly. The principal goals of prevention are to avoid
tick bites and to stop the progression of the disease.

The avoidance of tick bites is best obtained by suit-
able clothing and a correct behavior, during outdoor
activities, and with a correct and frequent maintenance
of gardens and parks. In case of a tick bite, it is again a
proper procedure that can reduce the risk of infection
and consequent manifestation of LB (13).

In LB endemic areas, the infection rate of ticks with
Borrelia burgdorferi is up to 5-20%. Thus it has to be
suspected, as a matter of principle, that a tick that is
attached to a person in such areas could be infected. It
has been shown that the risk of infection increases after
36-48 hours from the beginning of the blood meal of
the tick. Accordingly, a prompt removal of the tick no-
tably reduces the risk of a transmission of spirochetes.

All the traditional removal methods, i.e. application
of various agents on the tick such as alcohol, gasoline,
oil, nail-polish, heat etc. to facilitate its detachment, have
to be avoided. These methods induce regurgitation in
the tick with consequent increase of the risk. The cor-
rect method to remove the tick is to pull it out with fine
tweezers, which have to be set on to the skin as close as
possible, and then applying an antibiotic locally (14,
15, 16). After that the patient should daily and carefully
observe, at least for 30-40 days, the tick bite site for the
development of a skin lesion suspicious of LB, the
pathognomonic erythema migrans. The patient should
also pay attention to extracutaneous manifestations of
LB, as well as to manifestations of other infections. Pa-
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