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Horowitz

Congratulations and
thank you for writing Why
Can’t I Get Better?: Solving
the Mystery of Lyme &
Chronic Disease (on sale
now from St. Martin’s
Press.) To me and the Lyme
disease & MSIDS communi-
ty, this book represents new-
found hope on the horizon
for everyone who has been
suffering from complex
infectious disease syndromes
for so many decades. Finally,
I believe that your MSIDS
model represents a new par-
adigm in medicine, one of
tremendous fortitude and
clarity. I have no doubt that
your new book will save a
tremendous number of lives
and represents a solid plan
to address the global Lyme
and tick borne illness epi-
demic. 

Why Can't I Get
Better? breaks ground with a
new 16 point differential
diagnostic map as the basis
for his revolutionary MSIDS
model to treating all chronic
illness.  Dr. Horowitz's
enlightening story of medical
discovery, science and poli-
tics is an all-in-one source
for patients of chronic illness
to identify their own symp-
toms and work with their
doctors for the best possible
treatment outcome.

Laura Wild: Dr. Horowitz,
what is MSIDS and what do
you believe needs to happen
in order for your MSIDS
model to be accepted by
mainstream medical practi-
tioners? What is your ulti-
mate goal in presenting your
MSIDS 16 Point Map to the
world?

Dr. Horowitz: MSIDS
stands for Multiple Systemic
Infectious Diseases
Syndrome. Chronically ill,
complex patients, no matter
which diagnosis they have,
often have simultaneous
multiple bacterial, parasitic,
viral, and fungal causes of
their illnesses. These people
also have associated immune
dysfunction, large environ-
mental toxin loads, hormon-
al disorders, mitochondrial
dysfunction, allergies, func-
tional metabolic abnormali-
ties, sleep problems, and
underlying psychological dis-
orders. My 16 point MSIDS
model can be applied to
these individuals with com-
plex chronic medical disor-
ders, and help solve the mys-
tery of their illness, provid-
ing treatment options that
have not been available
before. My goal in present-
ing the MSIDS map is to
offer a broad based solution
for Lyme and co-infections
that provides a bridge for the
two competing groups (IDSA
and ILADS) so that they can
come together and help all of
these patients. Overall, my
MSIDS model presents a
solid plan to address the
rapidly expanding Lyme cri-
sis and reduce the burden of
chronic disease in this coun-
try and the world.

Laura Wild: Dr. Horowitz,
what do you believe is the
true number of people in the
world with tick borne infec-
tion at the root cause of their
illness? You mention in your
book on page 2 "Lyme and
other tick-borne disorders
have been identified across
the globe and are causing
untold suffering and disabili-
ty in millions of people every
day. It is no wonder that
Lyme and associated tick-
borne diseases (TBDs) are
called "the great imitators."
Because the testing for Lyme
disease is plagued with inac-
curacy, based on your clini-
cal experience, what do you
believe is your best estimate
of a global percentage of
people infected with Lyme?
What do you think is the
estimated world-wide per-
centage of people co-infect-
ed? 

Dr. Horowitz: When I
consulted with the Chinese
government several years

ago, they told me that up to
6 % of their 1.3 billion peo-
ple had been exposed to
Lyme, and that was using
insensitive blood testing like
the ELISA test, which can
miss approximately half of
the cases. It is therefore pos-
sible that up to 150-200 mil-
lion people have been affect-
ed by this epidemic since
Lyme has spread worldwide,
and has been known to be
around since the 1800's (it
has actually been around a
lot longer, since the DNA of
borrelia was found in Otzi,
the Neanderthal man, 5000
years ago). 

If you look at the
number and percentage of
the population that is co-
infected with other tick-
borne infections, that is a lit-
tle bit more difficult to
determine, because the rates
of co-infections have been
rising over the past several
years, doctors are not always
testing for these organisms,
and the tests are known to
be unreliable as they are for
Lyme disease. For example,
when I first did studies here
in Dutchess County, N.Y. to
evaluate the incidence of
Babesiosis, only a small per-
centage of the ticks we sent
to IgeneX came back posi-
tive. According to Dr.
Ostfeld, who works at the
Institute for Ecosystems
Studies in Millbrook, N.Y,
41% of the ticks tested in
Dutchess County were
recently positive for Babesia.
The rates have therefore
gone up 10-fold over the past
13 years for babesia. If you
look at the Powassan virus,
the Tokarz study showed
that 1-2 % of the ticks con-
tained the virus in NY State
in 2009; now in 2013 it is 5-
6%, which means that the
incidence of the virus has
tripled over the past 4 years.
In Vermont, 16% of the dogs
were diagnosed as having
Lyme disease in the past sev-
eral years, according to the
Vermont Department of
Health, and that figure was
only 10% several years earli-
er. That could mean that up
to 16% of people in the
Northeastern parts of the
United States have also been
affected. Also in Vermont,
the rate of Anaplasma dou-
bled in the last couple of
years, and they are not
screening for certain co-

infections like Babesia,
which means the rates of
that co-infection could be
rising rapidly, as it has in
New York State, since over
75% of the patients who
come to see me have
Babesia. Other co-infections
like Bartonella are more dif-
ficult to measure because the
testing is so unreliable. 

I would therefore esti-
mate that conservatively if
150-200 million people have
Lyme disease in the world
right now, then certainly at
least one third of those could
have been exposed to co-
infections. So it could be an
estimated 50 million people
at this point worldwide who
are co-infected, but it is diffi-
cult to give an exact number,
because there are over 100
strains of Lyme in the USA,
over 300 strains of Lyme
worldwide, and over 100
strains of Babesia. We are
not evaluating the incidence
of exposure to these different
strains. We are in the middle
of a rising epidemic of asso-
ciated tick-borne co-infec-
tions, and we are not ade-
quately monitoring the num-
ber of people affected. We
are definitely underestimat-
ing the numbers!

Laura Wild: Dr. Horowitz,
what do you believe is the
best way to break through to
the CFS, fibromyalgia,
Multiple sclerosis, rheuma-
toid arthritis, and Lupus
patient communities to pres-
ent your MSIDS map? As a
patient advocate I have
worked very hard to help
many of these patients to dig
deeper and search for and
treat the root cause of their
problems, but I am met with
a great deal of resistance as
these patients tend to defend
their diagnosis to the
ground. I will never under-
stand how people settle, and
live their whole lives being
diagnosed with symptoms
and only use Band-Aid
approaches for symptoms
without addressing or treat-
ing the cause. How can we
break through to all of these
communities? Based on your
experience, do you believe
that a large percentage of
these patients have tick
borne infection as the root
cause of their disease(s)?

Dr. Horowitz: We must
look at the common denomi-
nators. When you go
through the scientific litera-
ture which is outlined in my 
“Get Better?” ...cont’d pg 2
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book, the one common
denominator for chronic
fatigue and fibromyalgia is
inflammation. The MSIDS
model is still applicable
if you do not have Lyme
because it is still the
same inflammatory
problem at the core. The
inflammation can be due to
inflammatory molecules
called cytokines, such as TNF
alpha, IL-1 and IL-6, and it
doesn't matter whether the
inflammatory pathway was
stimulated by bacteria, a
virus, and an environmental
toxin or by an emotional
trauma, it still sets off the
same inflammatory pathway.
It doesn't mean that every
one of these cases of
fibromyalgia or chronic
fatigue is Lyme. It could be
what I call non-Lyme
MSIDS. These patients may
have the same symptoms
whether they have borrelia or
not. They may have fatigue,
trouble sleeping, joint and
muscle pain, environmental
toxins, food sensitivities and
allergies, hormonal imbal-
ances and so on. With MS,
95% of the patients that
come to me who have failed
MS drug therapy have tested
positive for Lyme. With
regards to MS, we know it is
a demyelinating disease, so
when you apply the MSIDS
model to this illness, and
look for the multi-factorial
causes for MS, we might find
Lyme, Bartonella, vitamin D
deficiency, mercury toxicity,
and chlamydia pneumonia. 

Therefore it might
benefit the chronic fatigue,
fibromyalgia, and MS
patients who are still suffer-
ing, and who have failed tra-
ditional therapies, to take my
medical model and see if it
helps them. It would be best
to design a study using hun-
dreds of patients in each
group, and then test them for
tick borne infections using a
good lab like IgeneX because
it tests for multiple strains of
the infections.  We also need
to check them for borrelia
specific bands, to be sure
that we have adequately
ruled out Lyme exposure. If
we were to apply the 16 point
MSIDS map to these resist-
ant patients, and see how
many abnormalities they
have, we might find that each
one is different, but if we get
them to sleep, take away
their food sensitivities, pull
out the heavy metals, replace
any mineral deficiencies (like
zinc), balance their hor-
mones, and adequately treat
all the infections which drive
inflammation, they will prob-
ably feel a whole lot better. 

With chronic fatigue

and fibromyalgia they are
both multi-factorial prob-
lems, so using my MSIDS
map, we see that there can
be up to 16 simultaneous
reasons why these patients
are suffering, with Lyme dis-
ease possibly being only one
of many bacteria making
them sick. You could also
have a bacterial infection like
Brucella, which Garth
Nicholson published on,
causing chronic fatigue in the
Midwest. So a patient might
be sick with Chronic Fatigue
Syndrome due to Brucella
with an HHV-6 infection.
That would be non-Lyme
MSIDS. If we look at all the
medical causes for chronic
illness on the MSIDS map,
we see that it can be bacterial
infections, viral infections,
parasitic infections, or a can-
dida/fungal infection, but
since Chronic Fatigue
Syndrome and Fibromyalgia
are heterogeneous states, you
may find that in every person
you may have different infec-
tions, different viruses, dif-
ferent toxins, different hor-
mone imbalances and so on,
even though you are labeling
it as CFS/fibromyalgia. They
are all tired, achy, with poor
memory and they cannot
sleep, but it is all the same
inflammatory pathway caus-
ing the symptoms. Once we
properly treat the infections,
remove the food sensitivities
and allergies, replace the
mineral deficiencies, balance
the hormones, decrease the
inflammation and cytokines
and detox these patients,
using glutathione for exam-
ple, they are going to feel
better. The key is always
going back to the MSIDS
map and determining how
many overlapping factors
may be causing the clinical
symptoms of the illness.

Laura Wild: Dr. Horowitz,
do you believe that every
chronic Lyme & co-infections
patient requires antibiotics,
or do you believe that some
chronic cases can be treated
strictly with herbal proto-
cols?  Do you feel that overall
an integrative approach
(antibiotics + herbals) is
best? Is there a particular
herbal protocol that you have
found to be more effective
than others? 

Dr. Horowitz: If someone
has never been treated with
antibiotics, I would say that
it is safer to give them a
short course assuming they
are not too sick, but this has
to be on a clinical case by
case basis. If someone comes
in and they have tried antibi-
otics before, having previous-

ly targeted all the forms of
Lyme and the associated co-
infections, and they are not
feeling too badly, it would be
reasonable to put that person
directly on an herbal proto-
col. However, if that person
has not been properly rotat-
ed through the different
antibiotic protocols, then it
makes more sense to me to
try to lower the bacterial load
with antibiotics. This would
be done with combinations
of antibiotics to target all the
different forms of the borre-
lia infection (cell wall, intra-
cellular, cystic forms, also
targeting biofilms). Even
though herbs can be effec-
tive, I still find that antibi-
otics are essential in the vast
majority of my patients, just
as anti-parasitic medications
and herbs are essential when
patients are co-infected with
Babesia. The key is to apply
the MSIDS 16 point model,
so you don't have to use as
much antibiotics if you can
find and decrease the other
sources of inflammation.
This is especially true when
you are detoxing the patient
properly, since lowering the
load of toxins is often essen-
tial to get the majority of
patients to feel better. 

The key is to rotate
treatment protocols if
patients plateau, and treat all
the co-infections, but once
you have lowered the bacteri-
al, parasitic and viral load of
these infections and patients
start to feel reasonably well, I

don't think you need to use
long term anti-infectives
until they report that they
are 2 months symptom free. 
One other important option
that I use, especially in
patients whose GI tracts do
not tolerate the antibiotics
well, is to just do one antibi-
otic with herbs. This helps to
keep down the side effects of
the antibiotics. Another
option is to mix different
herbal protocols together
without antibiotics. There's
no reason why you can't use
the Nutramedix/Cowden
protocol with the Buhner
herbs or Byron White herbs
or the Chinese herbs. Let's
say for example a patient has
Bartonella, you can use the
HH from Dr. Zhang's proto-
col with A-Bart from Byron
White and Houttuynia from
the Cowden protocol. You
can mix and match these
herbal protocols, just as you
would antibiotics. I find that
all of the different herbal
protocols are all about 70%
effective. Most patients with
a history of persistent Lyme
symptoms need to stay on an
effective herbal protocol for
months to years after tradi-
tional treatment protocols or
they will relapse once they
are taken off.

Laura Wild: Dr. Horowitz,
do you believe that there are
environmental factors nega-
tively impacting our immune
systems that make certain 
“Get Better?” ...cont’d pg 4

“Get Better?” ...cont’d from pg 1

Dr. Horowitz
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people more vulnerable to
tick borne infections?
(GMO's, heavy metals, food
allergies etc.) Do you believe
that a stressful event (i.e.
death, marriage, childbirth,
surgery etc.) can trigger dor-
mant Lyme? 

Dr. Horowitz:
Environmental toxins are
one of the points on the
MSIDS map contributing to
persistent illness. Most of
the environmental toxins
people are getting are fat sol-
uble so they get into your
brain. This is the case, for
example, with mold neuro-
toxins now showing up in a
certain percentage of my
patients. The problem we
therefore face as clinicians is
when you have cognitive dif-
ficulties, we don't know if it
is due to the Lyme, a co-
infection like Babesia or
Bartonella, or a neurotoxin
like BB1 or quinolinic acid
being produced during the
infectious process contribut-
ing to the central nervous
system symptoms. Or per-
haps it might be some com-
bination of all of them, with
associated environmental
toxins, like mold neurotoxins
or mercury exposure also
increasing neurocognitive
symptoms. 

Similarly, if you are
zinc deficient, which is the
case in up to 25% of my
patients, you can get a bio-
chemical bottleneck where
you can't convert alcohols to
aldehydes in your liver. This
causes patients to feel foggy
and spaced out.  In medical
school we learned about
these aldehydes when we
learned about a sleep drug
called chloral hydrate. The
popular name for that drug
was a Mickey Finn, and they
used it in medicine years ago
as a sleep aid. So you could
be getting brain fog from
multiple sources like envi-
ronmental toxins, and from
aldehydes, especially if your
phase 1 liver pathways aren't
working properly. 

It's therefore not just
a question of using drugs
like Rocephin that penetrate
the central nervous system
in Lyme disease if your
memory and concentration
doesn't work and you have
failed oral antibiotic regi-
mens. You need to go back
to the MSIDS model
described in my book to
determine all of the possible
overlapping factors con-
tributing to inflammation
that causes that particular
symptom. For example,
memory and concentration
problems could be due to
occult B12 deficiency or thy-
roid deficiency. It could be
due to a co-infection like
Bartonella that needs a dif-
ferent antibiotic/herbal pro-
tocol. It might also be due to
a high load of environmental
toxins that are all fat soluble,
with an inability of our
body's detoxification systems
to clear them out. I have
found that glutathione clears
up the brain fog in 70% of
my patients. Another prob-
lem with mercury is that it
suppresses the immune sys-
tem and can overlap every
Lyme symptom you see in

patients. Even food sensitivi-
ties may play a big role in
people’s fatigue, joint and
muscle pain and brain fog. If
you eat a food that you are
sensitive to, it can trigger a
fibromyalgia flare similar to
a Herxheimer reaction, and
you will experience the same
inflammatory reaction that
stimulates all your Lyme
symptoms. If you then add a
stressful event on top of that,
patients often will experi-
ence a significant relapse of
symptoms. Stress plays a big
role because it suppresses
our immune function, and I
have seen low adrenal func-
tion from a stressful event
trigger a Lyme relapse or
flare of symptoms in patients
who were previously doing
well. We therefore need to
detoxify the internal and
external biotoxins getting
into us, and keep a strong
healthy immune system,
while working on stress
reduction, such as doing reg-
ular yoga and meditation.
These steps often help to
keep patients feeling better.

Laura Wild: Dr. Horowitz,
what do you believe needs to
happen to stop tick-borne ill-
ness in its tracks? In your
book you discuss the impor-
tance of getting to the root
cause of each patient's symp-
toms. If you draw the same
parallel with the getting to
the root cause in the envi-
ronment, what would you
like to see done?  How can
we stop tick borne disease
from spreading? 

Dr. Horowitz: The first
thing we need to do is edu-
cate people about tick-borne
diseases and how far they
have spread. We have to
teach everyone about the
symptoms, especially high-
risk groups like the Boy
Scouts and Girl Scouts, out-
door lovers, hikers, campers
and children going on field
trips, so that we spread
awareness of how easy it is
to get this disease and what
symptoms to look for with
Lyme and associated tick-
borne illnesses. However,
someone living in a Lyme
endemic area can also get a
tick bite and get sick just
walking across their lawn, so
everyone needs to learn to
do regular tick checks, prac-
tice preventative measures,
such as wearing light colored
clothing and using insect
repellants on their clothes
like permethrin, and learn-
ing when it is appropriate to
treat a tick bite. I will usually
treat someone who has a tick
on them for several hours,
especially when it is embed-
ded and difficult to remove,
and where the person may
have accidently squeezed the
tick in the process of remov-
ing it. It is also important for
animal lovers to do regular
tick checks on their pets,
since that is an easy way to
bring them indoors. Treating
lawns and gardens at home
may also be helpful, using
products like Ultra Tempo,
Damminix, and using bait
boxes for mice. For highly
endemic areas like in New
York, I believe that the state
needs to study swatches of

habitat and apply different
measures to lower the tick
population in those areas,
studying the efficacy of dif-
ferent approaches. That
could vary between using
deer feeders, to spraying
lawns with chemicals that
kill ticks, or even doing a
trial of using a natural pesti-
cide from a fungus called
metarhizium anisopliae
strain F 52. It's a strain of
fungus that's been shown to
reduce the tick population by
74% and is non-toxic. This
type of fungus has not been
used yet in clinical studies, it
but it is something that
needs to be studied to lower
the tick population and help
reduce the burden of dis-
ease. 

Another method that
is easy to apply to help pre-
vent long-term complica-
tions from Lyme disease
would be to use the ques-
tionnaire in my book as an
early screening tool. This
would apply to a broad range
of physicians and health care
providers’, including psychi-
atrists, OB-GYNs, family
practice doctors, podiatrists,
internal medicine doctors,
infectious disease specialists,
rheumatologists, neurolo-
gists and all of the sub-spe-
cialties because it is a multi-
systemic illness and can
mimic common diseases
seen in all of these providers
medical practices. If a doctor
was seeing a patient and
only had 15 minutes in a typ-
ical HMO visit, they could
give their patient this ques-
tionnaire before they came
in for their visit. If the
patient circled 25 out of 38
questions, then you know
you they have a multi-sys-
temic illness. This can help
focus the medical provider to
look for Lyme disease and
send off tick borne testing,
for if you catch these infec-
tions early they are much
easier to treat. For this
model to be effective howev-
er, we need more reliable
blood testing, as well as edu-
cating doctors to expand the
testing to include other com-
mon tick-borne diseases that
can mimic symptoms of
other diseases seen in their
subspecialty. 

Laura Wild: Do you feel
that babesiosis can be chron-
ic and relapsing? Do you feel
that babesia treatment
should be as open-ended as
Lyme disease treatment is?
Can you educate us on the
global impact of babesia? 

Dr. Horowitz: Lyme dis-
ease, Babesia, Bartonella and
mycoplasma are the four
infections that I see most
often in my practice that
cause patients to remain
chronically ill. These can
persist despite seemingly
adequate therapy. 

Babesia is the number
one co-infection that keeps
people sick, with Bartonella
and mycoplasma right
behind.  I did studies back in
1999 on Babesia that I pre-
sented at the 13th
International Lyme confer-
ence, where I gave patients
either Mepron and
Zithromax or clindamycin

and quinine for Babesia, and
crossed them over to the
other drug regimen if they
clinically did not respond. I
found that I could still get
proof of persistence of
Babesia by PCR (DNA), or
RNA (FISH test), up to 5-9
months after they finished
treatment with either drug
regimen. It is very difficult to
treat chronic relapsing
babesia. Now if you get it
early, just like with Lyme,
and it is not associated with
co-infections, you might be
able to cure babesia. But one
of the problems we now face
with Mepron, our primary
drug to treat Babesia, is
resistance to it, so I have to
rotate patients though multi-
ple Babesia regimens, and
often have to use antimalari-
al herbs at the same time to
increase the efficacy of the
drug regimens. Even with
this approach, I still find
that Babesia can persist,
although patients tell me
that they feel better as I
lower down the load of the
parasites in their body by
using different drugs and
herbs in combination.

The diagnostic prob-
lem we face with Babesia is
that there are over 100
strains of these blood-borne
parasites, called piroplasms,
and although we can test for
Babesia microti and Babesia
WA-1 in the US, (the CDC
doesn't even recognize WA-1
at this point in the north-
east), we can't test for all of
other strains. In Europe
there is also another species,
called Babesia divergens,
which can cause hemolytic
anemia. Although Babesia
microti has been known to
cause hemolytic anemia, we
don't generally see it in our
patient populations, but
instead we tend to see sub-
clinical presentations, which
fool many doctors. 

Babesia is a world-
wide problem and it has
spread just like Lyme, and I
don't believe we are ade-
quately tracking the spread
of this infection. Why is it
important to track Babesia?
Babesia can be fatal in the
very young and elderly with
suppressed immune sys-
tems, and if a patient takes
steroids and has Babesia, it
can be potentially fatal.
Babesia is also now in our
blood supply, so we need to
be paying close attention to
this tick-borne co-infection,
which is spreading and con-
tributing to chronic symp-
toms I see in many of my
patients. 

Laura Wild: In chapter 14,
you discuss Lyme and
Autonomic Nervous System
Dysfunction/POTS. You dis-
cuss various measures to
help control symptoms (i.e.
florinef, beta blockers,
SSRI's). Dr. Horowitz, in
your experience, will all of
those problems (i.e. vagus
nerve inflammation) resolve
with antibiotics, or can there
be residual damage of a
post-infectious nature to the
patient's nervous system? 

Dr. Horowitz: Out of all
the 16 points on the MSIDS
map, POTS/dysautonomia is

one of the ones commonly
overlooked by physicians.
When the Mayo clinic did
some of the initial studies on
dysautonomia (an imbalance
of our autonomic nervous
system that controls our
blood pressure, heart rate,
GI tract and bladder), they
did not report an association
between Lyme and POTS
(Postural Orthostatic
Tachycardia Syndrome).
This is undoubtedly because
they were using CDC criteria
to diagnose Lyme, which
misses a large percentage of
people with the disease. I
think POTS has been missed
by physicians as a common
cause of ongoing symptoma-
tology in patients with Lyme
who were treated with
antibiotics and still com-
plained of ongoing symp-
toms of fatigue, dizziness,
palpitations, anxiety and
brain fog, which are also
classic symptoms for POTS. I
read the Mayo clinic studies
and in my opinion, the peo-
ple in those studies had clas-
sic Lyme symptoms. If you
check an anti-ganglioside
antibody which is a marker
for autoimmunity against
the nerves, which was seen
in the Mayo clinic studies,
and is seen in POTS and
Lyme, you might find that a
certain percentage of both
the Lyme and chronic fatigue
patient populations both test
positive for this marker.
Lyme can cause auto-
immune reactions and Lyme
causes vagus nerve dysfunc-
tion. The vagus nerve is one
of the primary nerves affect-
ed in POTS.

How can we do a bet-
ter job of screening for
dysautonomia? Many physi-
cians fail to take sitting and
standing blood pressures in
their office, and this is an
easy screening tool to deter-
mine if someone has POTS,
and whether they may need
to go for a Tilt table test (one
the tests to diagnose dysau-
tonomia). The vagal nerve
inflammation can also
adversely affect the upper GI
tract and cause gastropare-
sis, with patients complain-
ing of gastric fullness, nau-
sea and occasionally vomit-
ing, and vagal nerve dys-
function can also affect the
heart (causing palpitations
and episodes of fainting), as
well as the bladder. 

The good news is that
POTS does seem to resolve
as patients progress through
treatment and reduce their
load of all these tick-borne
infections. For example, I
can lower down the drugs
used to treat POTS such as
Flornief, Midodrine,
Catapress, and beta blockers
as the patient gets better.
There can however be resid-
ual symptoms in patients
who are properly treated for
tick-borne infections, and
some of those patients need
to keep treating the POTS by
increasing salt and fluids in
their diet and remaining on
medications like Florinef.
Fortunately, treatment with
these medications is general-
ly well-tolerated, and helps
to improve the quality of life
of those affected by Lyme 
“Get Better?” ...cont’d pg 5
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and dysautonomia.

Laura Wild: What do you
believe can be done to get
more medical professionals
to focus on the clinical diag-
nosis of Lyme and co-infec-
tions? Should co-infections
always be a clinical diagno-
sis? There is such an alarm-
ing amount of misguided
reliance on lab data. How do
you propose we shift this
focus back to the basics of
clinical diagnosis?

Dr. Horowitz: Using the
MSIDS questionnaire that is
in my book is the easiest and
simplest way of getting 
medical professionals to
identify Lyme when they
have a limited time frame to
be with the patient. The
questionnaire tells you if the
patient is suffering from a
multisystemic illness. We are
presently applying for grants
to get the questionnaire vali-
dated across different
patient groups because the
blood tests are unreliable,
and we want to make sure
that this is a good screening
tool. 

With regards to co-
infections like Babesia, if a
patient comes in with day
sweats, night sweats, chills,
air hunger and a cough, we
have to do a differential
diagnosis first and foremost.
You have to go through the
list of diseases that can cause
these symptoms, such as
hyperthyroidism, Brucella,
malaria, early menopause,
tuberculosis, or non-
Hodgkin's lymphoma. If you

have done a differential
diagnosis and eliminated the
most common causes of
these symptoms, and the
local babesia test is negative
but you have a multi-sys-
temic illness, then the next
step is to do a full babesia
panel through IgeneX. I have
had cases where the patient
will initially test negative for
babesia, but I clinically sus-
pect it and treat them and
they feel better, with the test
turning positive at a later
date. 

Co-infections do need
to be a clinical diagnosis, but
that's assuming you have
done a proper differential
diagnosis and eliminated all
of the other potential etiolo-
gies that could be responsi-
ble for the problem.
Neuropathy, for example,
could be due to Lyme,
Bartonella, mercury, lead or
arsenic toxicity, or it could
be due to a combination of
these with a different envi-
ronmental toxin like
trichloroethylene. These
environmental toxins com-
bined with co-infections like
Bartonella or Babesia can
make the neuropathy worse.
Then you might have the
problem of the patient also
having an underlying auto-
immune disorder. But even
with auto-immunity, we
have to question whether
Lyme might be one of the
root causes, or whether a
mycoplasma species might
be causing an overstimulated
immune system, causing the
production of positive anti-
nuclear antibodies and

rheumatoid factors. So you
have to dig deep and elimi-
nate all the causes of a par-
ticular symptom, and unfor-
tunately the testing for these
infections is unreliable with
an often misguided reliance
on lab data. It is important
to learn the clinical manifes-
tation of all of these different
co-infections, and how to do
a differential diagnosis with
overlapping illnesses. This is
described in great detail in
my book.

Laura Wild: What do you
feel needs to be done to
improve the accuracy of test-
ing for tick-borne illnesses?

Dr. Horowitz: We need to
examine the ticks and find
out which organisms and
strains of these infections
(bacteria, viruses and para-
sites) are in the ticks in each
state, and then create more
region-specific Western
Blots. This may help
improve the sensitivity of
these tests. Then in making
the diagnosis, we can't rely
on CDC criteria, which is
intended for health depart-
ments to epidemiologically
screen large populations; We
need to teach doctors how to
make a clinical diagnosis of
Lyme disease after ruling out
other diseases, supporting
that diagnosis by finding
borrelia-specific bands on
the Western Blot, which
show evidence of exposure.
This would include finding
the 23(OspC), 31(OspA),
34(OspB), 39, and 83-93
kDa bands on the Western

Blot. If the patient has clas-
sic Lyme symptoms such as
migrating joint and muscle
pain, with good days and
bad days, and symptoms
that come and go, made bet-
ter or worse with antibiotics,
you need to use your clinical
judgment and recognize that
those are classic Lyme symp-
toms. 

Another way to
improve the accuracy of the
testing is to use certain spe-
cialty laboratories if the local
tests return negative. The
reason I use IgeneX labora-
tories is because they test for
multiple strains of Lyme,
their Western Blots often
show Lyme specific bands
not seen on other laboratory
tests, and their testing has
been validated by the NY
State Department of Health,
with frequent proficiency
tests. If we were to include
more strains of borrelia in
the testing like IgeneX labo-
ratories, and get better PCR
testing, we would find our-
selves better able to confirm
our clinical diagnosis for
these tick-borne disorders. 

We also have a prob-
lem now with emerging tick-
borne infections like the
relapsing fever bacteria,
Borrelia miyamotoi. We
don't have a commercially
available test for this organ-
ism that can cause a Lyme-
like illness. With this strain
of borrelia, a patient can get
an EM rash with a menin-
goencephalitis (swelling and
inflammation of the brain
and meninges surrounding
the brain). Women can have
also have miscarriages, or
die from a hemorrhage with
disseminated intravascular
coagulation, and your Lyme
test will be negative because
it is not Borrelia burgdorferi,
it’s Borrelia miyamotoi.  You
can see how important it is
for us to develop better tests
for these emerging tick-
borne infections. We need to
put more money into better
research.

Laura Wild: Dr. Horowitz,
you have treated over 12,000
chronic Lyme disease & co-
infections patients in your
practice. Patients fly in from
all over the world to see you.
To what do you attribute
your high rate of success? 

Dr. Horowitz: The 16
point MSIDS model is the
basis for my high rate of suc-
cess. Patients with persistent
Lyme symptoms have many
overlapping reasons for their
illness, and without uncover-
ing all of these underlying
factors, patients remain
chronically ill. 

There are several cru-
cial points to the model
which are important to
understand. I treat all the
different forms of borrelia
(cell wall, cystic, intracellu-
lar, and biofilms) at once
since these bacteria can shift
forms, but there could be an
individual with a preponder-
ance of intracellular bacteria,
so if a patient does not
respond to a cell wall drug
regimen, they may need a
double intracellular regimen.
I also use Plaquenil because
it alkalinizes the intracellular
compartment and makes the

intracellular drugs more
effective. So I rotate though
all the different regimens,
while testing and treating for
co-infections, and keep going
back to my MSIDS model to
ensure that all sources of
inflammation are being
addressed. The infections
clearly play one of the largest
roles in keeping people sick,
however, the "sickness syn-
drome" of fatigue, joint pain,
muscle pain, brain fog and
mood disorder is primarily
due to inflammatory
cytokines, and can be caused
by multiple overlapping fac-
tors on the MSIDS model.  If
you don't get patients to
sleep, clear up the nutrition-
al deficiencies, remove their
sensitive/allergic foods, bal-
ance their hormones,
address their dysautonomia
and mitochondrial dysfunc-
tion, detoxify them from
neurotoxins as well as envi-
ronmental toxins, and
decrease their associated
inflammation, you are just
not going to get these people
better. So the hallmark of my
success is the 16 point
MSIDS model, and I highly
recommend it to any patient
with chronic persistent
symptoms who has failed
traditional therapies.

Laura Wild: Dr. Horowitz,
what do you believe differen-
tiates those MSIDS patients
who get better and those
patients who do not? Besides
the obvious notions of inade-
quate treatment, or lack of
compliance, do you believe
there are other traits that
separate the patients who get
better from the patients who
don't?

Dr. Horowitz: There are
clearly a group of people
with these intracellular co-
infections that are very sen-
sitive to antibiotics and
herbs, and we have to go
very slowly. For the 5-7% of
patients in my practice who
don't get better, I think there
are several factors at work,
and again you have to go
back to the MSIDS map.
Some of these people are
HLA-DR 2 & HLA-DR 4 pos-
itive; they are genetically
programmed to have huge
Herxheimer reactions when
you treat the Lyme and
intracellular co-infections
and they get cytokine storms
where the production of
inflammatory molecules
doesn't easily shut off. For
these patients, I find that up
to 75% may respond to low
dose naltrexone (LDN) com-
bined with curcumin, resver-
atrol, antioxidants like alpha
lipoic acid and detoxifica-
tion, using products like glu-
tathione. Many of these
patients are also multiply co-
infected with parasites like
Babesia and have chronic
viral infections, and we can't
always kill the Babesia, nor
do we have drugs that are
always effective against the
viruses. Mold toxins and
biofilms also play a role in
keeping these patients sick,
and some of the patients
have methylation defects
(MTHFR) where they do not
detoxify well. Those patients
are definitely more challeng
“Get Better?” ...cont’d pg 6
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ing to treat. 
I believe that future 

research needs to be focused
on antibiotic regimens that
have not been adequately
studied for Lyme-MSIDS
patients with resistant intra-
cellular co-infections, such
as using drug regimens like
Rifampin +gentamycin for
short periods, finding novel
methods to treat resistant
parasitic and viral infections,
finding different ways to
modulate an overstimulated
immune system in Lyme dis-
ease, and finding more effi-
cient ways to improve the
detoxification systems of the 
body.

Laura Wild: Dr. Horowitz,
do you hope to get research
studies going in University
settings for your MSIDS
model? How would you like
to see those studies proceed?
The dilemma I see with stud-
ies is that with so many com-
ponents to MSIDS i.e. your
analogy to "16 Nails in the
foot" how would you set up a
study? Since it is not "one
bug and one drug" being
studied, do you have
thoughts on how to proceed?

Dr. Horowitz: Absolutely,
and right now different
groups are fundraising to try
and take our model into out-
side medical centers to vali-
date its efficacy. The MSIDS
model also needs to be stud-
ied by the Centers for
Disease Control and
Prevention (CDC), the
National Institutes of Health
(NIH), and by private uni-
versities. I believe we will
succeed because we are in
the middle of a health care
crisis, where 70% of the
deaths and 75% of our health
care costs revolve around
chronic diseases, yet we
don't yet have a chronic dis-
ease model to address both
the rising costs and burden
of disease affecting our pop-
ulation in the 21st century.
We have epidemics of not
only Lyme disease and other
tick-borne disorders, but
also Alzheimer's, Autism,
and cancer. We are being
forced to look at my model,
because our present medical
system does not have
answers for these illnesses,
and they are bankrupting the
system. 

To properly evaluate
the MSIDS model, we are
going to need excellent stat-
isticians involved in the
design of the studies because
of the multifactorial compo-
nents of the model. We
should however be able to
set up outcomes studies to
prove that this model helps
relieve suffering while being
more cost effective than the
present medical model in
place. I look forward to those
studies being performed.

Laura Wild: This is a
question from the Lyme
community, a question I see
every day in my support
groups. What do you recom-
mend a patient do if they are
too sick to work, have been
denied disability, and cannot
afford to see a LLMD? These
are the people that fall
through the cracks and never

get adequate treatment. Do
you have any suggestions for
them on how to get proper
care? Is there a self-care pro-
tocol such as an herbal pro-
tocol that you suggest these
people use? 

Dr. Horowitz: I wrote this
book to empower patients
with the information they
will need to work with their
health care providers. Many
of these patients do not nec-
essarily need a LLMD. They
can work with a naturopath-
ic doctor (ND), or someone
who understands integrative
medicine. Many ND's and
alternative health care
providers are not as expen-
sive as many LLMD's, and
many of them accept insur-
ance, so I encourage these
people to reach out to local
integrative medicine doctors
who can apply my 16 point
MSIDS map. I believe ND's
are a perfect place to start
because they understand
herbal protocols, diet and
nutrition, and detox proto-
cols. The American College
for Advancement in
Medicine (ACAM) is also a
good place to look for inte-
grative physicians, as well as
groups like the Institute for
Functional Medicine (IFM)
and American Academy of
Environmental Medicine
(AAEM). Once you read the
book and understand how
the protocols work, you can
work with a local health care
provider to guide you in
using  supplements like glu-
tathione, N-acetyl cysteine
(NAC), alpha lipoic acid, NT
factor energy (Researched
Nutritionals) and certain
herbal protocols, which can
all help you to feel better.
There are other ways the
MSIDS model can be used to
help improve health, espe-
cially regarding improving
nutrition and helping make
changes in the diet, as well
as providing natural means
to get patients to sleep.  
People can certainly go
online and order their own
herbal protocols (Cowden,
Buhner, Zhang), and go to
the health food store and get
their own detox supple-
ments, but I do encourage
everyone to work with a
medical professional to
guide them, since this is a
complicated illness and
working in partnership with
a health professional will
increase the odds of success.

Laura Wild: Dr. Horowitz,
you address the importance
of meditation and spiritual
strength in your book. Do
you believe that those
patients who lack spiritual
guidance can overcome
MSIDS? What do you think
is the most important per-
sonality trait that a patient
needs to have in order to
overcome MSIDS? 

Dr. Horowitz: You cannot
ignore the effect of the mind
on the body. There is a study
I quote in the book with
Melissa Rosenkrantz from
the University of Wisconsin
who found that meditation
can lower the load of inflam-
matory cytokines in the
body. Meditation is an
essential tool to help people

to feel better. It helps bal-
ance the adrenals, it lowers
cortisol levels, it helps the
fight or flight response, it
helps immune response, and
it can help you get to sleep. 

Your mind and your
body work as one. They are
not separate. We live in a
very stressful world, and
some form of stress reduc-
tion is important in most
people's lives to help get the
body and mind back in bal-
ance. I also feel that a spiri-
tual path for people is very
important because this is a
difficult illness, and having
that inner strength to fight,
and to say to yourself "I am
going to get better and then
do my best to help others get
well" with the help of a high-
er power, can be extremely
powerful in supporting the
healing process.

Laura Wild: Dr. Horowitz,
do you believe that if all 16
points in your MSIDS model
are properly addressed that
the patient can achieve cure,
or you prefer the term
remission? Do you believe
there is still an as yet
unidentified missing piece(s)
to solving the Lyme dis-
ease/MSIDS treatment puz-
zle?

Dr. Horowitz: Right now I
think a cure is only possible
in early Lyme. We are not
achieving a cure for chronic
Lyme so I prefer the term
remission. However, we live
with viruses and bacteria in
our bodies all the time and
our immune system keeps
them in check. It is a matter
of finding balance, and get-
ting the infectious load down
to a point where your
immune system takes over,
and keeps these symptoms
at bay. We do not necessarily
have to get rid of every last
bacteria. 

To find a cure, I think
the answers will not be
found in the classical thera-
pies we are using right now.
I think what going to be
required are novel antibiotic
therapies to kill these intra-
cellular infections. I also
think we should look at
oxidative therapies as an
approach to decrease the
infectious load, as well as
doing studies on hyperther-
mia. We know that spiro-
chetes don't survive in the
body beyond 104 degrees
Fahrenheit for more than 2
hours. If antibiotics and
herbs are not penetrating
into areas of the body
because the bacteria are
deep in the tissues and in
biofilms, getting your body
temperature up with the
right antibiotic protocol on
board might be an answer,
with oxidative therapies. So I
think a cure will be possible
at some time in the future,
but we have to find better
drugs to treat persistent
intracellular infections that
are driving ongoing
Herxheimer reactions and
inflammation. We certainly
need better biofilm protocols
and efficient methods of
detoxification to get these
multiple toxins out of our
body. It is also possible that
in the future I will end up
adding a 17th and 18th point

to my MSIDS model. As time
goes on and interested inte-
grative medicine practition-
ers and researchers read my
book, having had a chance to
review and apply my model
to their sick patients, they
may find other diagnostic
and treatment tools that
improve the efficacy of the
model. The MSIDS model is
a work in progress, and
hopefully will be expanded
as time goes on.

Laura Wild: Dr. Horowitz,
the response to your book in
the Lyme/MSDIS communi-
ty has been overwhelmingly
positive. How can
Lyme/MSIDS patients work
in the community to help
your new paradigm move
forward?  I realize we need
better research, more fund-
ing, and more education.  Do
you have a plan for a wide-
spread acceptance of your
model? I believe we need
Lyme patient advocates to
each tell their personal sto-
ries to their congressmen
and go all the way to the top.
Can you give us some point-
ers on where we can start
and how we can act as foot
soldiers to help your plan
move forward?

Dr. Horowitz: The best
thing that everyone in the
Lyme community can do to
help this new paradigm
move forward is to educate,
educate, educate. We have to
move this information out
and correct all the misinfor-
mation circulating out there
on Lyme and tick borne dis-
eases. There are four
groups of people that
need this book. 1) Lyme
disease patients that have
not gotten better. 2)
Patients with diseases
where Lyme-MSIDS may
be playing a role in the
underlying disease
process, but has not been
adequately recognized, such
as some patients with
Chronic Fatigue Syndrome
(CFS/CFIDS, ME),
Fibromyalgia (FM), early
Alzheimer's, and auto-
immune diseases, including
certain cases of lupus,
rheumatoid arthritis (RA),
and Multiple Sclerosis (MS).
3) All the different med-
ical sub- specialists,
including OB/GYN, rheuma-
tologists, podiatrists, aller-
gists, infectious disease spe-
cialists, neurologists, inter-
nal medicine practitioners,
psychiatrists, family doctors,
pediatricians… Everyone in
the medical sub specialties
needs to read this book,
because Lyme-MSIDS mim-
ics common illnesses and
affects patients seen in these
doctors' medical offices
every day. If each of the sub
specialists were to read this
book, and understand how
Lyme-MSIDS affects the
patients coming to see them,
we could potentially have
earlier diagnosis and treat-
ment, preventing major ill-
ness.  4) We also need to
have politicians at the
local, state, and federal
level read this book,
because they must work on
behalf of their constituents
to find solutions.
Lyme is the number one

worldwide vector borne
spreading epidemic, so if we
educate these four groups,
and implement broader use
of the multi-systemic screen-
ing questionnaire, then the
odds are that we will be
diagnosing and treating peo-
ple a lot earlier, helping to
prevent the chronic manifes-
tations of this illness that I
see every day in my office.
Once this happens, and we
realize how many people
have really been affected,
there will be a tipping point
where we can't ignore the
consequences of this global
epidemic. 

My message to the
Lyme community is there-
fore this: "I have empowered
YOU with this information;
this has to be a grassroots
movement like it was with
AIDS. We need a general in
every state, starting with
you, who is going to rally the
troops and educate your
friends, family, doctors and
health care providers and
politicians. You have to tell
them about your suffering,
and how you have gone to
10-20 doctors without find-
ing relief, where one of the
best health care systems in
the world has not provided
you with effective answers.
My book is based on my clin-
ical experience of seeing
12,000 chronically ill people
over the past 26 years, and
the MSIDS model has been
effective in the vast majority
of patients who have come to
me. I am now sharing this
information with everyone.
We need to study this model
and apply it to many of the
chronic diseases affecting us
in the 21st century that are
causing people to unneces-
sarily suffer, while bankrupt-
ing the health care system.
Let's turn a problem into a
solution for everyone! " 

Laura Wild: Dr. Horowitz,
thank you on behalf of the
entire Lyme/MSIDS chronic
illness community for your
blood, sweat and tears writ-
ing this tremendous book,
and for your enduring sup-
port and dedication to mak-
ing all of our lives better.
You are a hero of the planet. 

phaaphaa
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