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African tick bite fever
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A 54-year-old man presented with a 4-day history of fever,
generalised myalgia, retro-orbital headache and rash. The
day prior to the onset of symptoms he had returned to
the UK following a four week safari holiday to South
Africa and Zambia. He was febrile but haemodynamically
stable. Clinical examination revealed a lesion on his back
posterior to his right axilla with tender right axillary
lymphadenopathy and a generalised vesicular rash.
Rapid antigen testing and thick and thin blood film
examination for malaria parasites were negative. Other
investigations revealed a mild transaminitis (ALT 104 U/l).
A clinical diagnosis of African tick bite fever was made on
the basis of travel history, systemic symptoms and
presence of eschar with regional lymphadenopathy and
generalised rash. He was treated with doxycycline with
complete resolution of symptoms. Although initially
negative, subsequent serology two weeks later was
positive for rickettsia spotted fever group IgM and IgG

Figure 1 Lesion posterior to right axilla

African tick bite fever, caused by Rickettsia africae, is
transmitted by the Amblyomma tick, a common parasite of
cattle.1 It is the most common rickettsial illness in
returned travellers, with a particularly high incidence in
tourists visiting rural areas of sub-Saharan Africa.While an
eschar, regional lymphadenitis and vesicular rash are
hallmark features, many patients present with a nonspecific febrile illness within 10 days of returning from the
endemic area.2 Thrombocytopenia and mild transaminitis
are common. Convalescent serology may be necessary to
retrospectively confirm the diagnosis. The treatment of
choice for all rickettsial infections is doxycycline.
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Figure 2 Generalised vesicular rash

