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I am a Scottish born infectious disease specialist, Consultant in Medicines and Infectious 
Diseases, Mater Misericordiae University Hospital, and Professor of Medicine and 
Infectious Diseases UCD School of Medicine, Dublin. I have committed the last five years 
of my career to taking on the challenge of tickborne diseases, having previously tackled 
tropical medicine, HIV, and most recently Hepatitis C. 
 
I set up Lyme Resource Centre, a Scottish charity (SC049151), in 2019 to address the 
lack of recognition of the impact that tickborne infections are having in Scotland. I support 
the above petition and wish to highlight the lack of reliable tests and treatment issues that 
patients face as a result of lack of acknowledgement of their illnesses. 
 
Ticks are ubiquitous, especially in agricultural communities, where humans are in close 
contact with humans.  In addition, humans enjoy the outdoors in Scotland and indeed 
travel throughout the world where they are exposed to tick bites and the organisms that 
they transmit.  Global warming has increased the range of ticks and the months of the 
year that ticks are active and bite humans.  In addition to Lyme disease, ticks carry 
multiple other bacteria and viruses, and the extent of these infections in both human and 
animal populations have been poorly characterised. 
 
We know that these diseases have an impact on animals; we have little knowledge of the 
impact they are having of humans in Scotland. In my clinic, I have extensive experience 
of treating patients who have had a tick bite, have often had a bullseye rash, and whose 
diagnosis has been missed. When Lyme disease goes untreated or under-treated, they 
go on to develop severe and debilitating symptoms, which in some cases can be fatal. 
When Lyme disease is accompanied by other infections transmitted by a single tick, 
illness is often more severe and harder to treat. 
 
The challenge of diagnosing Lyme disease and other infections are multiple.  The tick is 
the size of a sesame seed, and many people do not recall seeing a tick and do not recall 
being bitten.  Additionally, while the ‘classic’ rash of Lyme, the ‘bullseye’ rash, is described 
as a requirement for diagnosis, most people do not remember a classic rash, and many 
do not see the rash, as it not itchy, and often in a non-exposed part of the body.  Finally, 
standard testing available is based on antibody tests, and the antibody tests lack 
sensitivity.  Studies posted on the LRC website show sensitivities of less than 50%.  That 
means that you can have Lyme disease and have a negative test. Until we have better 
sensitivity of the tests, Lyme has to be a clinical diagnosis, but many doctors are not 
aware of this.  In addition, no tests are routinely available for the other infections that ticks 
carry, including Babesia, Bartonella, Anaplasma, and Rickettsiae.  Many patients are 
being failed because of lack of reliable testing for all infections a tick can transmit and the 
lack of understanding or compassion of experts treating them. 
 
Patients will often turn to private companies to have testing done, as the UK tests lack 
sensitivity for Lyme, and they cannot get tested for other co infections.  These tests are 
rejected by the Scottish specialists and public health doctors as not ‘accredited’ and not 
‘validated’.  While a large variety of other private tests for other infectious diseases are 
routinely ‘outsourced’ and tests by private companies and laboratories and accepted, 
private Lyme testing is not accepted.  Of note, many of the tests done in the public 
laboratories in the UK, including those done in Scotland, have historically not been 
validated, accredited, or licensed.  What’s good for the goose should be good for the 
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gander.   
 
 
All current focus is on awareness and the ‘early diagnosis’ of Lyme disease infection, and 
treatment guidelines are only focused on treatment of ‘early disease’.  Although 
awareness and early diagnosis are essential, lack of acknowledgement of continued 
infection if Lyme disease is under-treated or untreated is harming patients.  But if you 
have been sick for years with a chronic infection caused by Lyme, there is clear medical 
evidence that the short course treatment recommended for early diagnosed disease does 
not work.  This is no different than most other infectious diseases, for example Q fever, 
and TB, where a late diagnosis requires longer treatment courses.  There is no 
acknowledgment of the issue of chronic infection with Lyme (and co-infections), and 
current UK guidelines ignore and deny the existence of chronic infection.  Peer reviewed 
articles describing chronic infection are included on the Lyme Resource Centre website 
(https://www.lymeresourcecentre.com/research).  Surprisingly, they are not included in 
the UK NICE guidelines (and there are no specific Scottish guidelines).  I would like to 
question these exclusions and suggest a fair and objective look at the condition of chronic 
Lyme, and have an opportunity to discuss new data and new recommendations for 
optimal treatment. 
 
Tickborne infections are being increasingly recognized throughout the world. While in the 
USA they have increased their estimate of annual numbers from 30,000 per year to 
400,000 per year, the UK continues to down play the significance of these infections.  
This largely is due to lack of collection of data.  A recent BMJ journal article, in a survey 
of GP practices in the UK, identified four times more cases in GP practices than is 
currently reported to the public health.   So, rather than 2000 cases annually per year, 
this study suggested 6000 to 8000 in the UK.  20% of these cases were from Scotland.  
I suggest that since 80% of people don’t remember a tick bite, and 50% of people do not 
get the classic rash, that most cases of tickborne infections are missed, and that there 
may be up to 10,000 cases annually in Scotland.  Of note, following publication of the 
BMJ article, public health officials and microbiologists in England went on record to 
criticize the study, staying it was a bad study, and claiming, in popular newspapers, that 
sick patients with other diseases were just ‘jumping on the Lyme bandwagon’.  There 
seems to be a reluctance to recognize the extent of tickborne infections in the UK.  While 
the USA is moving forward, the UK is sticking its head in the sand.  The USA just 
approved a Tick Act, prompted largely on the untimely death of Congresswoman Kay 
Hagan, who died of a tickborne infection caused by Powassan virus. They approved $150 
million to better study and characterize the extent of vector-borne infections in the 50 
USA states.   
 
The response of the Scottish medical community and public health community has to 
date been unhelpful and often inaccurate.  No public body in Scotland seems to be taking 
responsibility for the issue of treatment for patients. Patients are being given no help 
beyond a 3-6 week course of antibiotics.  Many of them come to my private clinic in 
desperation. Others who cannot afford help seem to be abandoned completely. 
 
Much of the opinion voiced in Scotland seems to be coming from ‘experts’ who are not 
specialist clinicians, including GPs with no specialty qualifications and laboratory-based 
doctors who do not see patients. Those ‘experts’ are making decisions and influencing 
the outcome of patients in Scotland with a missed diagnosis of chronic infection with 
Lyme and other tickborne co-infections. It has been stated inaccurately that laboratories 
outside of the UK are not ‘accredited’; that there is no evidence of ‘chronic infection’ with 
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Lyme; that there is no evidence of benefit for longer treatment courses and combination 
antibiotic treatment; that chronic Lyme infection should be treated with methotrexate, a 
medication with severe immunosuppressive properties that would damage patients with 
chronic untreated infections. That non-specialist and laboratory-based doctors are giving 
clinical advice and recommendations on treatment for complex cases is a situation that 
is unacceptable.  The clinical skill set of your current Scottish medical experts in tickborne 
diseases is unacceptable and specialist training is urgently required. 
 
What is needed is: 
 
1. Identify all tick-borne infections in Scotland 
2. Identify the true burden of infection and illness from tick-borne infections in humans 

and animals in Scotland 
3. Understand the impact of polymicrobial co-infections on human health 
4. Research optimal treatment for persistent infections and interventions to support 

recovery 
5. A strategic national plan to deal with all aspects of tickborne diseases 
6. Guidelines which acknowledge persistent Lyme disease infection and all co-infections 
7. Testing for all co-infections and improved testing for Lyme disease which does not rely 

on antibody response 
8. Training for GPs and specialists in diagnosing and treating tickborne diseases 
9. Provide a specialist treatment centre focussing on tickborne diseases and their impact  
10. Appropriate representation on the Scottish Lyme subcommittee of qualified Lyme 

experienced clinicians and patients who have been affected by Lyme.  
 
 
Without qualified patients and medical experts with specialist knowledge of tickborne 
diseases sitting at the table and influencing the decisions on tickborne infections in 
Scotland, no substantive changes will be made.  
 
I invite you to meet with me to see the effect that untreated and under-treated Lyme 
disease and other tickborne infections are having on my patients. I am also willing to 
come to Scotland to explain the issues and to provide specialist training in diagnosing 
and treating tick-borne infections. I am running a conference on tick-borne infections for 
international researchers on 27th-28th March 2020 in Dublin and invite interested MSPs 
to attend (complementary registration) to hear from international experts. 
 


