
























 

 

 
Substitute House Bill No. 6200 

 
Public Act No. 09-128 

 
 
AN ACT CONCERNING THE USE OF LONG-TERM ANTIBIOTICS 
FOR THE TREATMENT OF LYME DISEASE. 

Be it enacted by the Senate and House of Representatives in General 
Assembly convened: 
 

Section 1. (NEW) (Effective July 1, 2009) (a) As used in this section, 
(1) "long-term antibiotic therapy" means the administration of oral, 
intramuscular or intravenous antibiotics, singly or in combination, for 
periods of time in excess of four weeks; and (2) "Lyme disease" means 
the clinical diagnosis by a physician, licensed in accordance with 
chapter 370 of the general statutes, of the presence in a patient of signs 
or symptoms compatible with acute infection with borrelia 
burgdorferi; or with late stage or persistent or chronic infection with 
borrelia burgdorferi, or with complications related to such an infection; 
or such other strains of borrelia that, on and after July 1, 2009, are 
recognized by the National Centers for Disease Control and Prevention 
as a cause of Lyme disease. Lyme disease includes an infection that 
meets the surveillance criteria set forth by the National Centers for 
Disease Control and Prevention, and other acute and chronic 
manifestations of such an infection as determined by a physician, 
licensed in accordance with the provisions of chapter 370 of the 
general statutes, pursuant to a clinical diagnosis that is based on 
knowledge obtained through medical history and physical 
examination alone, or in conjunction with testing that provides 
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supportive data for such clinical diagnosis. 

(b) On and after July 1, 2009, a licensed physician may prescribe, 
administer or dispense long-term antibiotic therapy to a patient for a 
therapeutic purpose that eliminates such infection or controls a 
patient's symptoms upon making a clinical diagnosis that such patient 
has Lyme disease or displays symptoms consistent with a clinical 
diagnosis of Lyme disease, provided such clinical diagnosis and 
treatment are documented in the patient's medical record by such 
licensed physician. Notwithstanding the provisions of sections 20-8a 
and 20-13e of the general statutes, on and after said date, the 
Department of Public Health shall not initiate a disciplinary action 
against a licensed physician and such physician shall not be subject to 
disciplinary action by the Connecticut Medical Examining Board solely 
for prescribing, administering or dispensing long-term antibiotic 
therapy to a patient clinically diagnosed with Lyme disease, provided 
such clinical diagnosis and treatment has been documented in the 
patient's medical record by such licensed physician.  

(c) Nothing in this section shall prevent the Connecticut Medical 
Examining Board from taking disciplinary action for other reasons 
against a licensed physician, pursuant to section 19a-17 of the general 
statutes, or from entering into a consent order with such physician 
pursuant to subsection (c) of section 4-177 of the general statutes. 
Subject to the limitation set forth in subsection (b) of this section, for 
purposes of this section, the Connecticut Medical Examining Board 
may take disciplinary action against a licensed physician if there is any 
violation of the provisions of section 20-13c of the general statutes. 

Approved June 18, 2009 



Lyme Disease Bill 768 Testimony – 2/3/16 

Good Afternoon Committee Members and Chairman,   

My name is Kristin Collins.  I am a Registered Nurse and have been a 
Lyme advocate and self-researcher on Lyme Disease and its complexity 
for 6 years.  I am a board member of the Wisconsin Lyme Network a 
501 c3 nonprofit organization that was founded in the fall of 2011.  I’m 
not speaking on behalf of the Wisconsin Lyme Network but on my 
experience as a nurse and advocacy work.  I am a Lyme patient with 
multiple coinfections that has treated for 6 years straight.  I have two 
sons and a husband who have also treated Lyme and multiple 
coinfections associated with Lyme.  Currently my youngest son is still 
treating. I saw well over 36 practitioners and even as a nurse didn’t 
receive a proper diagnosis.  I diagnosed myself and then had to find 
someone to treat me.   Lyme and Associated Disease includes every 
single symptom of every disease and condition science and medicine 
knows and I had every single one of them except testicular pain.  
Although I’m off treatment as of mid-September 2015 I was just 
diagnosed with a positive Powassan Virus Test just yesterday.  
Powassan Virus is a emerging discovery in WI and certainly in other 
states as well. 

 Today,  I would like to focus on the medical side and perhaps clarify 
information  regarding Lyme and Associated Disease vs. my story as we 
would be hear all day and my families story would cause many open 
wounds to resurface that I’m trying very much to move past.   

I appreciate Rep Craig bringing this to the forefront.  However, I agree 
with Mike Nickel that without amendments this bill will not aide in 
anything regarding Lyme Disease and its Associated Diseases but cause 



more turmoil by having the state medical board (MEB) and Board of 
Nursing (BON) involved in making diagnostic and treatments protocols.  
This is not the job of the MEB nor the BON as they don’t have the 
knowledge to be involved in making diagnostic and/or treatments 
protocols.   Currently we do have guidelines in place that were 
published by the National Guidelines Clearinghouse and were rewritten 
and adopted in 2014 by the NGC. 

So technically there are two standards of care guidelines for Lyme and 
Associated Diseases. (ILADS and IDSA)  I have a copy of the published 
ILADS protocol per the National Clearinghouse Guidelines that leaves 
treatment of Lyme and Associated Diseases open ended and provides a 
guideline only for practitioners and their patients to have open ended 
treatment based on their response and their symptoms.  IDSA has 
restricted guidelines that allow very limited treatment and restricted 
treatment that is not working and is causing needless suffering with this 
Disease entity.  They are not individualized and Lyme and  Associated 
Diseases needs to be addressed on a case per case basis by trained 
practitioners as seen fit, as every case is very different for numerous 
reasons that include many; multiple strains, genetics, past medical 
history, etc.  It’s complicated, these are stealth pathogens. May I 
request for the record that these ILADS Guidlines be provided to the 
cosponsors and counsel for their consideration? I would also like to add 
to the record the most up to date map per the CDC from 2013 that 
shows how endemic Lyme is in WI. Thank You.  

In August of 2013 the CDC made a public health announcement that 
their reported number of 30,000 Lyme cases annually was grossly 
underestimated and the numbers were 10 fold higher at 300,000 cases 



annually. It is believed this number is much higher and potentially 10 
times higher or even greater.     

Conventional testing is poor at best and doctors are definitely 
undereducated on diagnosis and treatment of Lyme and Associated 
Diseases.  Yet Wisconsin is considered to be one of the top 10 most 
endemic states in the U.S.   

The criteria for reporting Lyme Disease in the state of WI is: (I quote) 

“This is a Wisconsin disease surveillance category II disease:  
Report to the patient's local public health department electronically, through the 
Wisconsin Electronic Disease Surveillance System (WEDSS), by mail or fax using an 
Acute and iCommunicable Disease case report F-44151 (Word,  166 KB) or by other 
means within 72 hours upon recognition of a case.” 

This didn’t’ happen with my family.  One of my family member’s cases was 
reported and we received a call from the health department.  So 3 of us 
were never even reported. I asked the Health Department when they called 
and we were not listed in their system.  So you can see the reporting is 
grossly underestimated as well. 

Lyme disease and its Associated Diseases is considered the “great 
imitator” and mimics many of the common diseases that conventional 
medicine diagnosis’s people with daily such as MS, ALS, Alzheimer’s, 
Parkinson’s Disease, ADD, ADHD, Fibromyalgia, Lupus, Rheumatoid 
Arthritis, Psychological illnesses like schizophrenia, bipolar disorder, 
anxiety and depression among others, as well as many autoimmune 
diseases.  These diseases have no scientific testing protocols and are 
based primarily on symptomology alone.  There are a lot of “syndrome like” 
illnesses out there because medical researchers gather evidence and 
determine that this subset of symptoms we will call “such and such” 
syndrome. All testing in medicine is merely a tool to aide in a diagnosis not 
make a absolute confirmation on many things.  Medical testing isn’t a 
“magic ball” so to speak.  Could these diseases be Lyme and/or Co-

https://www.dhs.wisconsin.gov/forms/f4/f44151.doc


Infections or Associated Diseases? How many people are being 
misdiagnosed every day? 

There are many myths surrounding Lyme Disease due to the lack of 
education among practitioners.  One of those myths is that you must have 
a Bull’s eye rash to have Lyme Disease.  However, less than 50% of cases 
develop a bulls eye rash (many may not see them either do to their location 
on the body as ticks and other vectors like to obtain their blood meal from 
areas on the body that aren’t visible to the eye when looking in the mirror) 
and yet when patients do have a rash, practitioners don’t recognize it and 
take the “let’s wait and see approach” and by then it’s disseminated 
throughout the body and is much more difficult to treat. A bulls eye rash is 
Lyme Disease, no testing is needed. Rashes also aren’t always a “bull’s 
eye” and may be irregularly shaped or look like a mosquito bite or spider 
bite which we still don’t know all the other vectors (biting insects) that have 
the pathogens in them and what pathogens are still evolving as 
researchers are uncovering more and more each year.    

The CDC even reports that testing is for surveillance purposes only and 
Lyme is a clinical diagnosis.  Then I ask WHY is this Disease not being 
treated as such at the discretion of a knowledgeable practitioner? Our 
knowledgeable practitioners are fearful that they will be targeted for their 
actions of doing just that….. Treating patients how they should be treating 
patients, under the Hippocratic oath of First Do No Harm. Ignoring positive 
tests, rashes and multiple complaints of multiple systems of the body with 
clinical symptomology of a patient in our endemic state of WI and providing 
“band-aides’ that don’t work is harming people!  

The Infectious Disease Doctor that spoke earlier used the word “home 
brewed” in association with Igenex Lab and that it was not FDA approved.  
That’s simply not true.  This is the best lab to date that we have out there 
for testing and is CLIA certified. More laboratories are popping up and 
jumping on board because they see this as a growing and threatening 
concern for human welfare.  His mention of 100% cure for Lyme with 14-21 
days of antibiotics…I wouldn’t be here speaking with you today if that was 
the case but likely in my grave. Cure?  I don’t’ know if there is a cure for 



Lyme and its Associated Diseases but like cancer I would consider it a 
remission in such that the load of pathogens is reduced and very 
individualized as to how long that takes and then the immune system is 
able to keep it in check at some point with longer term treatment in chronic 
cases.   

Another myth is that the tick needs to be attached for a certain amount of 
time.  Hypothetically speaking, if one was to stick a needle into themselves 
and push the plunger of a syringe as a example of a tick biting someone 
and feeding on them to collect their blood meal for survival, would one 
really believe that you wouldn’t get whatever is in the syringe into your 
body?  You might feel a needle like a mosquito but you don’t feel a tick bite 
as they inject a anesthetic like substance so you don’t feel it as one of their 
many survival modalities.   So it can take its blood meal and in the nymph 
stage (which is the size of a period at the end of a sentence)  fall off and 
the individual develops symptoms down the road and has no idea what 
even hit them.  It can be a slow progressive disease that can lie dormant in 
a person’s body for any length of time until perhaps that person has a 
major life stressor, surgery, pregnancy, accident or even puberty and it 
explodes!   

All ticks and other vectors can spread Lyme and Associated (zoonotic) 
Diseases not just deer ticks.  Various vectors or insects spread the 
diseases and they are not just from deer but other rodents as well to 
include mice, voles, raccoons, chipmunks, rabbits, squirrels, farm animals, 
etc.  

Lyme is comparable to syphilis in that it is a spirochetal disease in which 
the pathogen is shaped like a corkscrew and can invade anywhere in the 
body it wants to go.  It’s definitely a multisytemic, stealth like pathogen that 
is not difficult to get in the great outdoors we enjoy in Wisconsin, nor is it 
easy to treat once it disseminates in the body within a short amount of time; 
reported to disseminate in as little as 48 hours and don’t forget these ticks 
transmit more than just Lyme Disease or Borrelia Burgdorferi.   



Lyme is poorly defined.  Lyme is Borrelia Burgdorferi which is one organism 
but there are many hundred strains of Lyme and it is more often seen then 
not that patients carry more than just Lyme, but one and often multiple 
other coinfections to include pathogens such as Babesia which is similar to 
Malaria, Rocky Mountain Spotted Fever, Bartonella, Erilichia/Anaplasmosis 
Tularemia, Q-fever, Powassan virus and others.  Some of them just being 
discovered as continued research emerges.  Lyme and Associated 
Diseases is more than just in the woods, it’s in our back yards!   

These pathogens are in our blood supply and the screening need for 
Babesia in our blood supply has recently been discussed as a important 
one that they are working on. That’s scary…the thought of giving a sick 
patient contaminated blood with something that could potentially kill them 
or make them much sicker when sick patients already have a 
immunocompromised system is frightening!  What about all these other 
organisms that are out there?  How many patients that have Lyme and 
Associated Diseases donate blood and don’t even know they have it?  
There is no screening for the numerous zoonotic diseases out there and 
few limitations as to who can donate blood.   

What about transmission?   Research has reported that it can be passed in 
utero from mother to baby at birth.  Further research has even discovered 
that it may be sexually transmitted.  Makes sense if it’s a spirochete like 
Syphilis, as it’s known that Syphilis is sexually transmitted.   

What about it being in breast milk?  Further research needs to be done on 
that topic as there has been no conclusive evidence provided to date on 
this. 

One last myth and one of my favorites is Lyme isn’t in Wisconsin.  This one 
I just can’t comprehend!  When I hear a doctor say this, I know how greatly 
undereducated they truly are.   Lyme Disease and Associated Diseases is 
everywhere.  Lyme disease has no border patrol and vectors such as ticks 
and other insects can hitch rides on birds and other mammals.  Lyme is 
pandemic and a serious problem that can affect everyone, even our pets. 
Nobody is excluded from this disease. Vectors such as ticks and others 



don’t discriminate and will bite anything they can for their survival. Sadly 
our pets get better treatment for these pathogens then people do.  

Other options for consideration moving forward: 

    1.)   Bill that requires all physicians who perform a Lyme Disease test to                      
provide in writing to the patients that a negative test does not mean you 
don’t have Lyme Disease.  This would put focus on how poor our testing is 
(VA and other states adopting, however they are noticing lack of 
compliance) 

   2.)  Lyme and Associated Disease Task Force including knowledgeable 
Lyme Practitioners, patients and others to focus on what else can be done 
as a state to address the numerous issues that need to be addressed. 

   3.)  Practitioner Protection Bill allowing practitioners to treat their patients 
with Lyme and Associated Disease with long term use of antibiotics that is 
open ended without being sanctioned for not following IDSA guidelines 
(see CT 2009 Bill; Public Act No. 09-128)   

I would like to thank you all for your time.  I would like to request that the 
state of Wisconsin considers my testimony and includes the research that 
is out there as there is numerous amounts as well as the testimony of 
others here today. I hope we have provided enough information to prove 
that we need change and it’s long overdue.  Our doctors need to feel safe 
to help their patients and our patients need help and recognition.  We need 
many more practitioners to feel comfortable learning to treat this illness, as 
currently those treating are overloaded. We need further awareness 
regarding risk and prevention as well as curriculum for incoming doctors in 
their fields.  Our children need to be educated as they are a great source to 
spread information. I feel this would be a great start to have a bill that will 
support our practitioners and patients, so they can treat and receive 
treatment for Lyme and Associated Disease, as they feel is fit and is open 
ended without constraint, would be a great start.   

With Science and Medicine always evolving and emerging, in my 
professional opinion, I feel that patients and their knowledgeable 



practitioners in this field need to have the liberty to choose how to treat 
their illness and not be forced to follow any specific protocol.  We are all 
unique individuals and there is no ‘one size fits all approach’ in dealing with 
Lyme and Associated Diseases.   

 

  Again, thank you for your consideration.   

 

(Adding to testimony and discussed with Nik Rettinger Staffer of Rep David 
Craig on 2/5/16 via phone)   

 

Question regarding testing….”would like to know the exact name of the 
tests or the tests recommended for testing for Lyme and related 
coinfections” 

Two Tiered Laboratory testing per the CDC website: 

“CDC currently recommends a two-step process when testing blood for 
evidence of antibodies against Lyme Disease bacteria. Both steps can be 
done using the same blood sample.” 

“The first step uses a testing procedure called the “EIA” (enzyme 
immunoassay)’(formerly called ELISA that others mentioned in testimony; 
enzyme-linked immunosorbent assay)’ or rarely, an “IFA” (indirect 
immunofluorescene assay).  If this first step is negative, no further testing 
of the specimen is recommended.  If the first step is positive or 
indeterminate (sometimes called “equivocal”), the second step should be 
performed.  The second step uses a test called an immunoblot test, 
commonly, a “Western Blot” test.  Results are considered positive only if 
the EIA/IFA and the immunoblot are both positive. “ 

The two steps of Lyme Disease testing are designed to be done together.  
CDC does not recommend skipping the first test and just doing the Western 



blot.  Doing so will increase the frequency of false positive results and may 
lead to misdiagnosis and improper treatment.”  

“New tests may be developed as alternatives to one or both steps of the 
two- step process.  Before CDC will recommend new tests, their 
performance must be demonstrated to be equal to or better then results of 
the existing procedure, and they must be FDA approved.   

Per the International Lyme and Associated Disease Society in regards to 
testing of Lyme: 

 “The Centers for Disease Control and Prevention (CDC) surveillance 
criteria for Lyme Disease were devised to track a narrow band of cases for 
epidemiologic purposes.  As stated on the CDC website, the 
surveillance criteria were never intended to be used as diagnostic 
criteria, nor were they meant to define the entire scope of Lyme Disease.” 

“The ELISA screening test is unreliable.  The test misses 35% of 
culture proven Lyme Disease (only 65% sensitivity) and is 
unacceptable as the first step of a two-step screening protocol.  By 
definition, a screening test should have at least 95% sensitivity.” 

“Of patients with acute culture-proven Lyme Disease, 20-30% reamin 
seronegative on serial Western Blot sampling.  Antibody titers also 
appear to decline over time, thus while the Western Blot may remain 
positive for months, it may not always be sensitive enough to detect for 
chronic infection with the Lyme spirochete.  For “epidemiological purpose”’ 
the CDC eliminated from the Western Blot analysis the reading of the 
bands 31 and 34.  These bands are so specific to Borrelia Burgdorferi that 
they were chosen for vaccine development.  Since a vaccine for Lyme 
Disease is currently unavailable, however, a positive 31 or 34 band is 
indicative of Borrelia Burgdorferi exposure.  Yet these bands are not 
reported in commercial tests.” 

“When used as part of a diagnostic evaluation for Lyme Disease, the 
Western Blot should be performed by a laboratory that reads and 
reports all of the bands related to Borrelia Burgdorferi.  Laboratories 



that use FDA approved kits (for instance, the mardx marblot) are restricted 
from reporting all of the bands, as they must abide by the rules of the 
manufacturer.  These rules are set up in accordance with the CDC’s 
surveillance criteria and increase the risk of false-negative results.  The 
commercial kits may be useful for surveillance purposes, but they offer too 
little information to be useful in patient management.’ 

“There are 5 subspecies of Borrelia Burgdorferi, over 100 strains in 
the USA, and 300 hundred strains worldwide.  This diversity is thought 
to contribute to the antigenic variability of the spirochete and its ability to 
evade the immune system and antibiotic therapy, leading to chronic 
infection.” 

“Testing for Babesia, Anaplasma, Erilichia and Bartonella (other tick-
transmitted organisms) should be performed.  The presence of co-
infection with these organisms points to probable infection with the Lyme 
spirochetes as well.  If these coinfections are left untreated, their continued 
presence increases morbidity and prevents successful treatment of Lyme 
Disease.” 

“A preponderance of evidence indicates that active ongoing spirochetal 
infection with or without other tick-borne coinfecctions is the cause of 
the persistant symptoms in chronic Lyme Disease.” 

There has never been a study demonstrating that 30 days of antibiotic 
treatment cures chronic Lyme Disease.”  However there is a plethora of 
documentation in the U.S. and European medical literature demonstrating 
by histology and culture techniques that short courses of antibiotic 
treatment fail to eradicate the Lyme spirochete.  Short treatment courses 
have resulted in upwards of a 40% relapse rate, especially if treatment is 
delayed.” 

“Most cases of chronic Lyme Disease require prolonged treatment 
until the patient is symptom free.  Relapses occur and retreatment may 
be required.  There are no tests currently available to prove that the 
organism is eradicated or that the patient with Chronic Lyme is cured.” 



Igenex Lab in Palo Alto, CA includes the bands that were removed for the 
use of the vaccine that failed on the market in the early 90’s.  Igenex Labs 
reports on their results both the CDC Western Blot criteria with number of 
positive bands required for a positive test. As well as, Igenex test adds in 
the 31 and 34 bands (Borrelia specific) and reports the number of bands 
needed for a positive Igenex test ; CDC vs Igenex results are both reported 
for on their lab forms for both IgM and IgG antibodies.  

I also discussed with Nik Rettinger that incorporating the ILADS guidelines 
into the bill may not be the best thing either because what if the guidelines 
get removed from the National Guidelines Clearinhouse or when they 
become ‘stale’ with emerging science and ILADS doesn’t have new ones.  
It takes years to develop new guidelines. I also pointed out the importance 
of defining Lyme and Associated Co-Infections, as well as, a fear of using 
testing at all in a substitute bill because it is so poor due to multiple strains, 
missing specific bands on the Western Blot in conventional testing methods 
and the fact that the bands are just antibodies which is the immune system 
response to the DNA of the antigens to Borrelia Burgdorferi and not a test 
to reveal the organism itself.  It’s a stealth pathogen! 

  More labs are looking deeper into testing and change is happening so 
would prefer to keep things as vague as possible similar to the CN 2009 
Doctor Protection Bill. This would eliminate the fear of repercussions to our 
practitioners for treating their patients as they need to be treated without 
restraint in using long term antibiotics.   

  

     

       

 

    

 


