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Lyme borreliosis is the most frequent vector-borne disease in North America and Europe. Currently the 
most important way to tace 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 borrelios is (LB) is the most frequent vector­
borne disease in North America ancl Europe. However, 
certain confusion stili exists, partly clue 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 ancl 
also risky information. 

Due to the impossibility to eliminate the vector or 
the reservoirs (6, 7) , ancl 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 clistributecl 
among physicians as well as laymen. What bas hap­
penecl in Italy ancl in o ther countries, however, shows 
that there is a lack of such information, with the result 

that people toclay are familiar with rickettsial cliseases 
or have hearcl about the so-callecl "killer tick" but clon 't 
know the real facts about the problems associatecl w ith 
LB. Nevertheless we are in an advantageous situation 
for at least two reasons : 1) LB has not yet reachec! cliffu­
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 ancl are therefore able to avoicl the same mis­
takes that have been macle there. 

The activity of spreading correct information is one 
of the assignments of the Departmerit of Health, but 
eve1y physician should provicle competent advice . Sci­
entifically well-founcled information must not be con­
fusec! with contraclictory information ancl alarming anc! 
unserious news needs to be avoided (10, 11 , 12). 

Prevention is an effective methoc!, 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 oftick bites is best obtainecl by suit­
able clothing and a correct behavior, during outcloor 
activities, and with a correct and frequent rnaintenance 
of gardens and parks. In case of a tick bite, it is again a 
proper procedure that can reduce the risk of infection 
ancl consequent rnanifestation of LB (13). 

In LB endernic areas, the infection rate of ticks with 
Borrelia burgdot/eri is up to 5-20%. Thus it has to be 
suspected, as a rnatter 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 frorn the beginning of the bloocl rneal of 
the tick. Accordingly, a prornpt rernoval of the tick no­
tably reduces the risk of a transrnission of spirochetes. 

Ali the traditional rernoval rnethods , i.e. application 
of various agents on the tick such as alcohol, gasoline, 
oil, nail-polish, heat etc. to facilitate its detachrnent, have 
to be avoidecl. These rnethods induce regurgitation in 
the tick with consequent increase of the risk. The cor­
rect rnethod to rernove the tick isto puli 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 
developrnent of a skin lesion suspicious of LB, the 
pathognornonic erytherna rnigrans. The patient should 
also pay attention to extracutaneous rnanifestations of 
LB, as well as to rnanifestations of other infections. Pa-
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tients need to be instructed about possible signs and 
syrnptorns and the tirne interval frorn the tick bite to 
disease, which rnay last severa! rnonths. This observa­
tion is crucial in order to be able to initiate an appropri­
ate treatrnent as early as possible. 

Weighing both the risk and the consequences of 
developing LB, including late rnanifestations, for per­
sons bitten ancl the costs and adverse effects of pro­
phylactic antirnicrobials, a routine prescription of anti­
biotics following a tick bite is not recommencled (17, 
18, 19). During the observation, if it is necessary to use 
antibiotics for other reasons, they rnust be effective also 
on LB. The closage and tirne for the treatrnent rnust last 
three weeks. The purpose is to avoicl a "decapitated 
LB", as happened in the past with the syphilis . 

Given the problerns with sensitivity, specificity and 
standardization, serological tests should not be used as 
screening rnethod because, with rnany false results , they 
are useless in this setting (20, 21 , 22, 23). We rnust 
rernember that up to 15% of healthy people result posi­
tive because of a prececlent exposure or due to cross­
reactions, so that a serological reactivity alone is not 
synonyrnous with disease (24, 25, 26, 27, 28, 29); more­
over, antibodies to Borrelia hurgdorferi are not detect­
able within the early weeks after an infectious tick bite, 
which means that a negative serological ti ter after a bite 
does not exclude the infection. Finally, the diagnosis of 
LB is rnainly clinical, while laboratory is a valid help but 
not sufficient to make the diagnosis (30, 31, 32, 33, 34, 
35, 36, 37, 38). 
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