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Abstract
Lyme borreliosis is an infective disease

that is usually transmitted to humans via
biting by bacteria-infected Ixodes tick. The
disease is multisystemic and the affected
organs are the skin (Erythema migrans),
nervous system, eyes, heart and joints.
Borrelia burgdorferi is the bacterium that
causes borreliosis and the hosts are rodents
of the genus Apodemus. In the Balkan
region, Ixodes ricinus is the most represen-
tative vector. A bite from an infected insect
is the most common mode of transmitting
Borrelia; however, transplacental transmis-
sion has also been documented.
Pathogenesis of the disease consists of both
direct and indirect mechanisms of immuno-
logical reactions which result in the produc-
tion of IgM antibodies to Borrelia in the
first 3-6 weeks, and production of IgG class
after 6 weeks. Many skin diseases and skin
symptoms mimicking Lyme borreliosis,
such as dermatomycosis, erysipelas, and
undefined hyperpigmentation must be elab-
orated and considered for borreliosis, as
skin symptoms of borreliosis can imitate
many of them.

Introduction
Lyme borreliosis is a disease in which

the spirochete Borrelia burgdorferi causes
three main skin changes: i) erythema chron-
icum migrans, ii) borrelial lymphocytoma,
and iii) acrodermatitis chronic atrophi-
cans.1-3 The bacterium which causes the dis-
ease is found in rats and other rodents. The
main vector of Lyme borreliosis is Ixodes
ricinus, mainly transmitting disease in
Europe, while in Asia Ixodes persulcatus is
the main vector. Lyme borreliosis is classi-
fied in three stages: first stage with skin
symptoms, second stage with erythema

chronicum migrans and lymphocytoma
cutis and third stage with an involvement of
the central nervous system, cardiovascular
system, kidneys and joints.1,4 Here we pres-
ent a very unusual case of borreliosis with
skin changes in the lower abdominal region,
specifically located in the suprapubic region
in a clothing-covered area. The patient was
unaware of any tick bite or exposure; she
lives in an urban area and works in medical
profession. 

Case Report
A 35-year-old woman, nurse by profes-

sion, presented in our ambulant patient unit
complaining about a skin problem located
in the suprapubic region. The typical sign
was an erythematous patch with scaling and
crusting (Figure 1), and subjective symp-
toms like itching and burning. During the
last few days the patient had treated the skin
patch with an antimycotic cream, but the
problem persisted and fever and myalgia
accompanied the condition. The patient
self-administered an antipyretic, explaining
that she thought it was just a flu. By then the
general practitioner referred the patient to a
dermatologist. The native conventional
microscopy with an addition of 20% KOH
(Potassium hydroxide) indicated mycosis
showing the group of spores, although there
were very unspecific signs and the patient
denied that she was ticked by an insect, par-
ticularly as she did not live in an area where
Borrelia is endemic. We carried out the
serological analyses for B. burgdorferi.

Three days later we obtained the following
results: IgG antibody test for B. burgdorferi
0.120 (negative under the reference range of
max 0.334) and IgM positive 1.562 (refer-
ence range under 0.610). The patient was
immediately prescribed the following
antibiotic therapy of amoxicillin 500 mg
every 6 hours for 4 weeks. The ultrasound
of abdomen was performed, and consulta-
tion with neurologist, cardiologist, ophthal-
mologist and rheumatologist revealed that
there were no pathological signs of visceral
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Figure 1. Atypical skin lesion caused by
borreliosis and located on the suprapubic
region.

Figure 2. Clearing of the lesion following
the treatment for borreliosis.
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involvement. We repeated the serological
tests after one month and the results showed
same level of the IgG antibodies and a
decrease in level of the IgM for Borrelia.
The patient was advised to repeat the sero-
logical test after three months and during
that period there were no more subjective
symptoms, accompanied with clearing of
the skin lesions (Figure 2). Furthermore,
there was no increase in levels of antibodies
specific for B. burgdorferi.

Discussion and Conclusions
B. burgdorferi is a bacterium that can

affect the tissues of many organs. The bac-
teria disseminate in the skin, and skin reacts
with numerous skin changes that sometimes
are in a discrepancy with a number of spiro-
chetes, that is generally explained with an
aggressive response of the host to an inva-
sion of Borrelia. The clinical manifestation
of borreliosis in the skin is very different.5
Due to this fact the diagnosis of infection
with B. burgdorferi can often be missed by
doctors. Skin manifestations are early signs
of Lyme disease,6,7 and detecting the disease
early can prevent the affection of visceral
organs and joints.1 The early signs of the
disease are related to other viral or bacterial
infections including fever, myalgia, and
headache, followed by skin changes. It is

very important to elaborate the skin symp-
toms which are very similar to mycotic dis-
ease, hyperpigmentation and atrophy of the
skin, erythema annulare centrifugum, ery-
thema gyratum repens, fixed drug erup-
tions, contact dermatitis and erysipelas.
Some diseases like morphea, lichen sclero-
sus,8 and Atrophoderma of Pasini and
Pierini must be evaluated for Borrelia,
because Borrelia infection may be the
underlying disease.8 The undiagnosed bor-
reliosis may lead to a chronic form of the
disease that is manifested with vital organ
involvements including neurological mani-
festation, meningitis and neuropathy,
myocarditis, kidney problems and arthropa-
thy. The role, duty and responsibility of the
dermatologist are to address the doubts in
the disease, especially when patients come
from endemic areas, even when they deny
the tick bite or when skin signs are not as
characteristic as those presented and
described in our case. It is therefore essen-
tial not to rule out Lyme disease in individ-
uals presenting with characteristic symp-
toms even in absence of history of tick bites
or exposure.
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