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TO THE EDITOR: This article is comprehensive
and well written, but it contains a potentially
misleading image and description of the char-
acteristic bull’s-eye rash of Lyme disease.

Immediately following tick removal,
patients often develop an erythematous
inflammatory papule as a localized reaction
to the bite. It is often misidentified by patients
as indicative of Lyme infection, which may
take five to 10 days or longer to develop and
only after the tick has been attached for two
to three days. However, other tick-borne
agents (e.g., Babesia, Anaplasma, Powassan
virus, deer tick virus) may be transmitted
within the first hour of feeding.

Our medical practice diagnoses close to
100 cases of Lyme disease annually. The
typical erythema migrans rash of Lyme
disease is almost always a solid, blanch-
ing, erythematous patch, rather than the
bull’s-eye appearance. In some instances,
Borrelia may produce a necrotic lesion simi-
lar to the eschar described in rickettsial
infections (e.g., African tick fever). Unfor-
tunately, we have treated many patients with
Lyme disease who delayed seeking treat-
ment because their rash was not the classic
bull’s-eye presentation.
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IN REPLY: | agree that the classic bull’s-eye rash
of Lyme disease is not always seen and that,
when present, erythema migrans (also called
erythema chronicum migrans) may initially

appear as a red annular patch before the char-
acteristic rings develop. The rash often evolves
and expands over several weeks. Although it is
common for patients to mistake the transient
inflammatory papules from recent tick bites
for erythema migrans, the lesions differ in
size, appearance, and duration.

Erythema migrans—with or without the
bull’s-eye pattern—remains the classic pre-
senting rash for Lyme disease, but only the
bull’s-eye pattern is pathognomonic. The red
patches of developing erythema migrans that
Dr. Dardick has observed in patients with
early Lyme disease are less diagnostic because
they may resemble other common skin con-
ditions, such as contact dermatitis. However,
Lyme disease should still be considered in
these cases, even when initial test results
are negative. Retesting the patient later will
often yield a positive result. When followed
over time, many of these lesions eventually
develop the classic bull’s-eye pattern before
fading. In the South, the rash of southern
tick-associated rash illness closely mimics the
erythema migrans rash of Lyme disease, but
both conditions respond to doxycycline.

I concur that clinicians need to suspect
Lyme disease in high-incidence areas, even
when the classic erythema migrans rash is
absent or only developing.
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Correction

Error in drug class. The article “Identifying
and Managing Posttraumatic Stress Disor-
der” (December 15, 2013, p. 827) contained
an error in Table 3 (p. 832). Of the four drugs
listed under the header “alpha-adrenergic
blockers,” only prazosin (Minipress) is an
alpha-adrenergic blocker. The header should
have been “antiadrenergic agents” instead.
The online version of this article has been
corrected. m
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