LYME DISEASE

Considerations in Diagnosis
and Management

JUNE 26, 2008 LymeAutism Connection Conference, Indian Wells
Steven Harris, MD



Affiliations

A 1GeneX, Inc. - clinical consultant
A QMedRx - medical advisory board

A Pacific Frontier Medical, Inc - CEO



OVERVIEW

Lyme Disease. Who gets it?
A Tick-borne infection
A Corollary diseases, interactions and multi-
systemic syndromes

Diagnosis of Lyme disease and Co-infections
A Clinical features
A Laboratory support and diagnostic directions
A When diagnosis is unclear

Treatment of Lyme Disease and co-infections:
Accepted theories of disease guides treatment

A Antibiotics

A Alternative therapies

A Adjunctive therapies



Lyme Disease

A HHV-6, West Nile, HIV, Chlamydia pneumonia, Klebsiella, Mycoplasmas, yeast, flu,
parasites, Mor gel |l onsé

A What about Lyme disease? a spirochetosis that trumps most infections in aggression
against the body and mind.

A - Maybe itos protective for Ebol a or

A  Elderly typically do better. Kids can be cured. Adults get everything in between if
they work hard enough to get well.

A Some people kill themselves.

A Some people want to but are too tired to find their sticky notes written
how they were going to pull it off.



Lyme Disease

A The discipline of Lyme disease including investigations into the
extent of this disease and its optimal treatment is still in its infancy.
There have been scarcely two fractional generations of clinicians
who are confronting the full nature of this affliction.



Lyme, who gets It?

People who have been bitten by infectious ticks.

Those with multiple tick bites and co-infection exposure.
Children born by infected mothers.

Children breast-fed by infected and/or untreated mothers.
Other theories: blood and fluid-borne transmission.

Those people who have experienced trauma, emotional or physical
collapse, and adrenal exhaustion.

Those people who become imbalanced , i.e. with a root canal or other
surgery, postpartum, or with steroid inducements.

Patients who have been told they coul
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Case # 1

38 year-old female
Diagnosed with RA and MS

History:
A 1986: Tick embedded in back; red rash with central clearing; soon after,
developed leg numbness

A Flu-like symptoms, joint pain/swelling, fatigue, leg paresthesia, headaches,
trouble multi-tasking, poor memory

A Was given courses of high-dose prednisone x several years

A 2004

A IgM: IND 30,31,34; positive 39, 41

A 1gG: IND 30, 34,39,93; positive 31,41
A Co-infections: Babesia WA-1
A Probable Bartonella (seronegative)
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Case # 1

A Treatment:
A Doxycycline, amoxicillin, Biaxin, Augmentin, Ketek, Levaquin, Avelox, Zithromax,
Ciprofloxacin, Minocycline, Septra DS, Lariam, Mepron, Malarone, Flagy!
A IV Rocephin (Dec. 27, 2005)
A Severe flare-up of joint pain and neuralgia one week into treatment

A Feb. 10, 2006: Remarkable improvement. Joint pain improved, couple days
of numbness-free, better energy, cognitively clearer.

A Reassessed g 2 months: Continual improvements.

A Oct. 27, 2006: Sxs still improving, patient has not plateaued, Rocephin was
Increased to 2 grams bid 4 days a week.

A Feb. 13, 2007: Rocephin stopped. Within a week of stopping Rocephin,
nervous system issues worsened, developed left foot drag and numbness,
poor balance and gait, wrist swelling, shoulder pain. Upon restarting
Rocephin x 1 week, symptomatology immediately improved.

A Last office visit: May 30, 2008
A Off antibiotics. Tapering with Cowden protocol. Doing well.
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Case # 2

A 59 year-old male
A Diagnosed with dementia

A History:

A Severe car accident injuring hippocampus and right temporal lobe; Pt recovered
with some short-term memory loss.
Became a successful stock broker and securities trader.
2002: significant memory problems, personality changes, headaches.
Fired from work due to severe memory loss and overt symptoms of dementia.
Several neurologists felt symptoms due to remote effects of previous trauma.

Wife was being treated for Lyme disease. Provider recommended pt get a
Western blot.

> > > > >

A Labs:
A March 2006:
A IgM: IND 31, 34, 39, 41; positive 23, 30, 83-93
A 1gG: IND 39; positive 41
A Apr. 30, 2007

A SPECT: Abnormal CNS perfusion SPECT exam, with a relatively diffuse pattern of
cortical hypoperfusion, consistent with encephalitis of any etiology, including moderate-
to-advanced neuroborreliosis.
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Case # 2

A Treatment:
A Initial treatment
A Placed on Augmentin and Tindamax with some improvement.

A Started IV Rocephin with remarkable improvement, getting much of his
memory back, personality normalized.

A Developed trouble with PICC line, started oral abx and sxs worsened.
A Following SPECT scan

A Re-started IV Rocephin 2 grams bid, 4 days a week.

A Remarkable improvement in memory and cognition.
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Case # 3

A 48 year-old female

A History:
A 2005: Bite on ankle with round, expanding rash; tick was not seen.

A Several weeks later, developed profound fatigue, hand twitches and pain, tingling
and burning sensation on soles, brain fog, cognitive slowing, memory loss; after
4 mos unable to walk due to calf and foot pain.

A Labs:

A Feb 2006
A 1gM: IND 23-25, positive 31, 39, 41, 83-93
A 1gG: positive 41
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Case # 3

Treatment:
A Zithromax, Mepron, Rifampin
A IV Rocephin

3 months into IV Rocephin, pt was able to travel to Washington DC and ride
a bike for several days without any problems.

Improved cognition, balance, and stamina. Some fatigue, memory loss
better, no headaches.

IV line pulled.
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Case #4

4 year-old male
Diagnosed with Pervasive Developmental Disorder / Autism

History:

A BorntoLyme-i nf ect ed mot her, unknfeduhmanth. t he t

A Developmental milestone delays, tics, fears, poor eye contact. Minimal speech.
A No vaccinations, not colicky, slept a lot, multiple strep throats.
A Tonsillectomy and adenoidectomy.
A No interaction with other children during pre-school; played by himself.
Labs:
A Sept 2007:

A lgM: positive 23-25, 39, 41; IND 31
A 1gG: positive 41; IND 31
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