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Lyme Disease – What Travellers 
Should Know 
David C Owen 
 
Despite the fact that Lyme disease was first described thirty years ago1 there remains a 
great deal of ignorance about the condition amongst both medical practitioners and the 
wider public. It is perceived as a rare condition and the recent article ‘Lyme Wars’ in the 
British Medical Journal2 reinforced this belief and suggested that Lyme disease is a 
simple infection which is easily treated. There is plenty of evidence which suggests that 
Lyme disease is neither simple nor, in late cases, easy to treat. As with any medical 
condition prevention is better than cure and this article will emphasise aspects of 
prevention while giving advice to practitioners and patients who consider they may have 
contracted the disease. 
 
Definition and Incidence 
Lyme disease is defined as an infection caused by Borrelia species of bacteria carried by 
ticks of the Ixodes genus. There are numerous pathogenic species of Borrelia and Lyme 
disease is associated with many types of tick, not just deer ticks. Ticks also carry many 
other pathogens in addition to Borrelia and it is becoming increasingly apparent that 
patients with Lyme disease frequently harbour other tick-borne pathogens as well. 
Following a bite of the Lone Star tick in the southern USA, an illness closely resembling 
Lyme disease may occur yet Borreliae have not yet been found in Lone Star ticks.3

 Lyme 
disease is indeed a complex condition. 
 
Lyme disease is the most common tick borne disease in temperate zones. Europe and 
North America are endemic for Lyme disease but pockets of hyperendemnicity occur 
particularly in rural areas where a large, freely roaming, mammal population is present. 
The incidence of Lyme disease is increasing4 and it has been suggested that global 
warming has played a part in this5, but increasing recognition of the condition is 
undoubtedly occurring. Lyme disease is not a reportable condition in the UK which 
makes interpretation of UK data difficult. 
 
Most tick bites occur in the summer months with a peak incidence in July, but 
occasionally bites with ensuing Lyme disease occur in winter months.6

 The vast majority 
of tick bites do not appear to result in harm. Some patients report hundreds of tick 
bites yet they do not develop Lyme disease. Others develop the condition after a single 
bite. There are many factors which make a tick bite ‘risky’. These include: 

1. Duration of attachment. Risk of transmission is increased as attachment time 
increases especially where attachment has been over eighteen hours.  

2. Larger ticks appear to increase the risk of transmission. 
3. Multiple tick bites increase the risk of transmission. 
4. Tick bites from ticks which are in the vicinity of sick animals appear to increase 

the risk of Lyme disease. 
 
A feeding tick becomes engorged with blood and may become massively enlarged up to 
several millimeters in diameter. Such bloated ticks may appear as blood blisters or scabs 
and only close inspection will reveal their arthropod nature. The consequences of leaving 
a large feeding tick attached to the body can be disastrous. Feeding nymph ticks may 
remain quite small and cause no irritation. These bites often go unnoticed by a patient.  
 
Since tick bites may not be noticed it is essential that travellers in risky areas take 
precautions against tick bites. Appropriate dress is the most obvious method: Skin should 
not be exposed especially on the lower limbs and clothing should not be capable of 



trapping ticks. Tick repellents are useful but cannot be relied upon to prevent bites. 
Following walks in long grass or wooded areas clothing should be shaken vigorously 
before it is taken in to dwellings or tents. Showering is useful as it may succeed in 
washing ticks off the body before they have started to feed. If a feeding tick is found it 
should be removed without delay. The method is simply to grip the tick with splinter 
forceps as close to the skin as possible and pull it off. Parts of the tick are not usually left 
behind unless the tick has been feeding for a long time. 
 
A tick bite is a worrying event for travellers yet most of us have probably sustained tick 
bites of which we have been unaware. While some authorities suggest prophylactic 
antibiotics for high risk tick bites there is no evidence to support their routine use. 
Whether or not prophylaxis is received it is important for travellers to be aware of the 
symptoms of Lyme disease. 
 
Symptoms and signs of early Lyme disease 
The characteristic feature of Lyme disease is the Erythema Migrans (EM) rash. The 
erythematous rash generally develops within the first few days following a tick bite which 
has transmitted Lyme bacteria. The rash is classically described as being an expanding 
red rash over five centimetres with central clearing. A great deal of variation in the rash 
occurs and misdiagnosis is frequent especially if a preceding tick bite was not noticed. As 
with tick bites the rash often affects skin folds but any part of the body can be affected. 
Multiple EM may reflect disseminated infection7

 but in some cases may in fact reflect 
activation of latent disease.8 It is most important to consider EM in the differential 
diagnosis of any erythematous rash occurring in summer months in individuals who may 
have been exposed to ticks. 
 
One problem is that the rash may cause little troublesome itching or soreness resulting in 
failure to seek medical advice. Patient education is paramount. Some patients fail to 
develop EM despite transmission of Borreliosis.9 These patients may remain  
asymptomatic reflecting a state of latent disease or they may develop flu-like symptoms. 
These may include muscle pains, a headache, low grade temperature and sometimes 
symptoms suggestive of respiratory or bowel infection. The development of ‘summer flu’ 
in a patient who may have been exposed to ticks should lead to consideration of a 
diagnosis of Lyme disease and appropriate treatment should be instituted.9

 

 
Blood testing should not be relied upon to diagnose early Lyme disease. Withholding or 
delaying treatment for early Lyme disease where there is clinical suspicion of the 
condition would most likely be construed as medical negligence in a court of law. 
 
Treatment of early Lyme disease 
It is generally accepted that treatment of early Lyme disease is easier than the treatment 
of late or chronic disease.10 This emphasises the importance of early diagnosis. A two 
week course of antibiotics may be sufficient in most cases for the treatment of early 
disease7

 but in the unlikely event that EM is still present at the end of this period 
treatment will need to be more prolonged. Since EM is a tissue infection the dosage of 
antibiotic needs to be high. Doxycycline 100mg BD is frequently prescribed but 300mg 
daily or even 400mg daily may be needed in some instances such as in larger patients. 
Doxycycline is usually well tolerated but photosensitivity is common and sun exposure 
should be minimised whilst on treatment. Tetracyclines should be avoided in children 
owing to dental staining and in these instances Amoxicillin or Cefuroxime are suitable 
alternatives. 
 
Following treatment of early disease it is reasonable to test Lyme serology but the 
absence of antibodies does not exclude a diagnosis of Lyme disease. Presence of 
antibodies on Elisa testing should be confirmed by Western blot testing. A positive 
Western blot is a highly specific indication of Borrelia exposure. Whether or not serology 



is positive patients who have received treatment for early Lyme disease should be 
advised about the possibility of late or chronic disease occurring. 
 
Late Lyme disease, chronic Lyme disease and Post-Lyme syndrome 
A detailed discussion of these topics lies outside the scope of this article. Travellers 
should be aware that massive controversy surrounds chronic Lyme disease. 11 Some 
authorities deny that the condition exists, arguing that four weeks of treatment is 
sufficient to eradicate the infection in all cases.7

 These authorities accept that some 
patients continue to have troublesome symptoms after Lyme disease treatment. Such 
patients are said to have post Lyme syndrome, a poorly understood post-infective 
condition.7 The fact remains that numerous studies have demonstrated the presence of 
Borrelia bacteria in animal and human hosts following intensive antibiotic therapy 
suggesting that chronic infection can and does occur.12,13

 Further difficulties arise 
because some patients known to have Lyme disease remain sero-negative on testing.14 It 
has been estimated that Western blot testing has a sensitivity of 50% at best.9 Since this 
figure is produced by comparison with other tests that are themselves inaccurate this 
may be a gross over-estimate of the sensitivity.  
 
In clinical practice it is not unusual for patients to test positive for Borreliosis by PCR yet 
on testing with Western blots the results are negative. Sometimes in these patients 
bands are found on Western blot testing, but the number and intensity of the bands is 
insufficient to meet CDC diagnostic criteria. Some have suggested that chronic Lyme 
disease should be a clinical diagnosis, as with early Lyme disease, 9 but others have 
suggested that where there is an absence of physical signs of disease a diagnosis of 
Lyme disease should not be entertained without positive serology.7 

 
Lyme disease is a multi-system disorder. Symptoms of chronic Lyme disease are many 
and diverse and the medical literature abounds with cases where Borreliosis has been 
confused with other diagnoses. 14,15,16

 Cognitive impairment, fleeting arthralgias, 
dysaesthsiae and profound fatigue are common in chronic Lyme disease 9 and the 
symptoms are typically relapsing in nature. Since symptoms are nonspecific other 
pointers towards a diagnosis of chronic Lyme disease may be sought such as 
Herxheimer reactions at the onset of treatment and amelioration of symptoms with 
treatment. 
 
The optimum treatment of chronic Lyme disease remains unknown. While some patients 
appear to require long term antibiotic therapy or combination therapy to remain well such 
therapy should not be used routinely and then not without a patient’s informed consent. 
 
Conclusions 
Travellers need to be aware of the dangers associated with tick bites both at home and 
abroad.  
Travellers should equip themselves with splinter forceps for removal of ticks and tick 
repellents.  
They should be aware of the symptoms and signs of early Lyme disease. 
Those planning to travel to remote places where medical care will not be accessed easily 
should consider carrying supplies of antibiotics for use in the case of high risk bites or 
when symptoms of early Lyme disease occur. 
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