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CASE REPORT 
 

BACILLARY ANGIOMATOSIS IN AN ETHIOPIAN CHILD: A CASE REPORT  
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ABSTRACT  

 
We report a 9-year-old male HIV infected child who presented with multiple ulcerated lesions over the face and limbs of 6-
month duration. With clinical suspicion of a malignant tumor, the child was admitted to Jimma University Specialized Hospital 
and a histopathologic evaluation suggested a diagnosis of Bacillary Angiomatosis .Consequently, he was treated with erythro-
mycin and the lesions disappeared. This is a rare disease which is commonly associated with AIDS, usually occurring in adults. 
To the best of our knowledge, this is the first documented pediatric case in Ethiopia. The pathology, diagnostic and clinical 
features of this rare disease is discussed with a brief review of literature. 
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INTRODUCTION 
 
Bacillary Angiomatosis (BA) is a recently recog-
nized bacterial infectious vascular proliferative dis-
ease mainly seen in adult patients with AIDS. It was 
first described by Stoler et.al in 1983 in HIV positive 
male with multiple subcutaneous nodules (1). The 
disease usually manifests as cutaneous tumors but 
may have remarkable systemic manifestations. In-
volvement of the bone, spleen, liver, GIT, CNS, res-
piratory tracts, bone marrow, as well as bacteremia 
have been reported mainly with HIV-1 positive pa-
tients (2). The disease spectrum has also been ex-
panded with reports in adults with other causes of 
immunosuppression and very rarely in immunocom-
petent individuals (3, 4). However for no clear rea-
sons, BA is extremely rare in children. We describe 
this rare disease in a nine-year old male, HIV posi-
tive patient, and discuss the pathologic, clinical, and 
diagnostic features with a brief review of literature. 
 

CASE REPORT 
 
The patient is a nine-year old male from North-West 
Ethiopia who was a known stage IV AIDS patient for 
one year with a CD4+ count of 110/mm3 at diagno-

sis. He was previously (2003) treated for dissemi-
nated tuberculous infection and repeated pneumonia 
attacks. In April 2008 (two months before the current 
presentation) the CD4+ count dropped to 80/mm3, so 
HAART consisting of Zidovudine, Lamivudine and 
Efaviranz was started. But he was not on any other 
prophylactic therapy.  
 
In March 2008, a swelling appeared over the right 
shin region which progressively increased in size and 
was associated with occasional pain. In two months, 
the lesions increased in number and were present 
over the left and right forehead, the chin, the right 
nostril, the right parietal region, the right flank re-
gion, and over the right distal radius. Eventually the 
lesion at the chin began to ulcerate and bleed. The 
child had intermittent low-grade fever, poor appetite 
and weight loss. He was the only child to his mother 
but has a 15 year old half elder brother  through his 
father who was apparently healthy .The father was 
alive, reactive for HIV, apparently healthy, and on 
follow up at ART clinic. His mother died 4 years 
back after a diagnosis of tuberculosis. The family had 
a little monthly income earned by the father .There 
was a cat in the household with which the child had 
contact for a few years.  
 
On physical examination, the child was emaciated 
with anthropometric measurements showing stunting 
and underweight. Vital signs were within the normal 
range; the pertinent findings were on the face where 
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 there was a 4cm tumor over the chin with signs of 
necrosis, ulceration and oozing pus mixed with blood 
(Fig. 1) .Other lesions were found on the right parie-
tal region (5x4 cm ), right flank region (5x3 cm), 
right nose (2x2 cm), left forehead (4x3 cm)(Fig 2), 
right forearm (5 x 3 cm) (Fig.3 ) and right shin (5 x 3 
cm). The lesions were mildly tender at presentation 
and slightly compressible on palpation with some 
mobility. 

normal. Excisional biopsy was taken from the chin 
lesion and showed: chronic inflammation of the skin 
and subcutaneous tissue with slit-like vascular prolif-
eration and a diagnosis of Bacillary angiomatosis  
was suggested (Fig 4). 

 

Fig 1: Multiple ulcerated and pus discharging lesions 
over the fore head and scalp at presentation 

 

Fig 2: Ulcerated and pus discharging lesions over the 
chin  

 

Fig 3: Right distal radial swelling at presentation 

Chest X-ray showed no abnormal findings. The X-
ray of the right tibia showed signs of periostal eleva-
tion and lytic lesions over the upper third. The hema-
tocrit was 20 %, WBC count 5,600 with 56% neutro-
phils and 44% lymphocytes; platelet count was 
125,000/mm3. The CD4+ count at presentation was 
86/mm3. Ultrasound evaluation of the abdomen was 

 

Fig 4: High power microscopic view showing slit 
like spaces and microvascular proliferation 

The child was started on Erythromycin (250mg Po 
QID); after 2weeks of the treatment the lesions 
stopped to grow and no new lesion was seen. After a 
month of treatment, lesions started to decrease in size 
(Fig 5 and 6). The drug was continued for a total of 4 
months after which the lesions disappeared totally 
and the child became well. After treatment, the CD4+ 
count increased to 285/mm3, and X-ray of the right 
lower limb showed that the previous lesions com-
pletely disappeared.  

 

Fig 5: Disappearing lesions over the fore head one 
month after treatment 

 

Fig 6: Disappearing lesions over the chin head one 
month after treatment 
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DISCUSSION 

 
Bacillary Angiomatosis (BA) is a disease character-
ized by unique vascular lesions caused by infection 
with small, gram-negative organisms of the genus 
Bartonella. Almost all patients with this disease are 
HIV positive, but the disease range has subsequently 
expanded by reports of cases in other non-AIDS re-
lated immunosuppressive conditions and very rarely 
in immunocompetent individuals (5, 6).  
 
The disease has different clinical spectrums which 
may be associated with liver, spleen, bone, and CNS 
diseases. BA occurs most frequently in the later 
stages of HIV infection; in a study conducted on 42 
patients in the US, the median CD4+ cell count was 
21 per cubic millimeter (range: 1-228) at the time of 
diagnosis of BA. In the same study, patients with BA 
infection presented with fever (9%), lymphadenopa-
thy (21%), and/or abdominal symptoms (24%) 
(7).Our patient had no fever or lymphadenopathy at 
presentation; ultrasound examination didn’t reveal 
any organomegally, either.  
 
Two related bacteria of the genus Bartonella, Bar-
tonella heselae, and Bartonella quintana are thought 
to be the causes of BA (8). Bartonella heselae infec-
tions are more frequently associated with the pres-
ence of lymphadenopathies. Subcutaneous and lytic 
bone lesions are strongly associated with Bartonella 
heselae, whereas peliosis hepatis is associated with 
Bartonella quintana. Epidemiological evidences sug-
gest that B. henselae BA cases are more frequently 
associated with cat exposure, whereas those resulting 
from B. quintana are common among the homeless 
and dwellers in poor living conditions (9). 
 
Cutaneous lesion of BA is usually an angiomatous 
papule or nodule resembling a pyogenic granuloma 
or a subcutaneous nodule with or without ulceration. 
Cutaneous nodules may be up to l0cm in diameter. 
BA may also present with systemic involvement, 
such as a destructive bone mass, lymphadenopathy, 
or colonic nodules without skin involvement. Symp-
toms may include weight loss and cough with or 
without haemoptysis or bloody diarrhoea (3, 10). In 
our patient, the presence of lytic lesion on the radius 
with periosteal elevation indicate the possibility of 
osteomyelitis like lesion by the same organism. 
 
The diagnosis of cutaneous BA depends on histopa-
thologic study. Skin specimens can be obtained by 
shave excision or punch biopsy. Tissue specimens 

reveal a characteristic vascular proliferation on rou-
tine hematoxylin & eosin staining. There is a typi-
cally lobular proliferation of small, capillary-sized 
blood vessels with protuberant, cuboidal, or polygo-
nal endothelial cells containing abundant cytoplasm, 
with or without cytologic atypia. In addition numer-
ous bacilli are demonstrable by modified silver stain-
ing (eg, Warthin-Starry, Steiner, Dieterle) or electron 
microscopy. We couldn’t perform the above stain-
ings on our specimen for technical limitations in the 
lab. Histologically, BA can be confused with other 
vascular tumors like Kaposi Sarcoma ,angiosaroma 
and pyogenic granuloma(11,12).  
 
Although BA predominantly occurs in adult AIDS 
patients, there are reports in children and immuno-
competent individuals. Cockerell CJ et.al. described 
the disease for the first time in a 37-year old healthy 
man without any apparent immunocompromizing 
illness, and concluded that BA can occur in immuno-
competent individuals(6,13). Smith et.al. described 
the disease in an immunocompetent 6-year old girl 
after she was found to have red papular lesion over 
the neck region; however, for unknown reasons BA 
is less common in children than adults (15). 
 
Antibiotics are the main modes of treatment of BA. 
Erythromycin and Doxycycline are the two important 
first line drugs which were found to be effective in 
treating many patients with BA (5, 9, and 15). If 
these antibiotics are not tolerated, tetracycline, 
clarithromycin, or azithromycin can be used. The 
initial BA patient described by Stoler in 1983 was 
treated empirically with erythromycin and had com-
plete resolution of lesions (1). In case of cutaneous 
BA before initiation of treatment, a complete evalua-
tion should be done for parenchymal or osseous in-
volvement. Cutaneous BA usually treated with oral 
antibiotics and response is often dramatic. Improve-
ment can occur in a week, and in one month a com-
plete resolution can be seen, but many recommend 
continuing treatment for 8-12 weeks (16). In case of 
involvement of the liver or bone, longer treatment up 
to 4 months is recommended (17).Because of sys-
temic involvement in our patient, we  treated him 
with Erythromycin 250mg Po QID for a total of four 
months with excellent results. 
 
In conclusion, BA is a rare disease which commonly 
occurs in adult AIDS patients. Our case and other 
case reports call attention to the occurrence of the 
disease in the pediatric age group .We believe physi-
cians should consider BA in their list of differential 
diagnosis of cutaneous and systemic tumours in 
AIDS patients in any age group. Accordingly, 
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 prompt histopathologic evaluation must be made for 
correct diagnosis since the disease can be effectively 
cured with commonly available antibiotics.  
 

ACKNOWLEDGEMENT 

 
We want to thank our patient, his parents, and all the 
physicians and nurses involved in the care of the 
patient.  
 

REFERENCES 
 

1. Stoler MH, Bonfiglio TA, Steigbigel MT, 
Pereira M: An atypical subcutaneous infection 
associated with acquired immune deficiency 
syndrome. Am J Clin Pathol 1983, 80:714–
718.  

2. Slater LN, Welch DF, Hensel D, et al. A newly 
recognized fastidious gram-negative pathogen 
as a cause of fever andbacteremia. N Engl J 
Med 1990;323:1587-1593 

3. Webster GF, Cockerell CJ, Friedman-Kien 
AE.: The clinical spectrum of bacillary angio-
matosis. Br J Dermatol. 1992 ;126(6):535-41.  

4. LeBoit PE. The expanding spectrum of a new 
disease, bacillary angiomatosis. Archives of 
Dermatology 1990; 126(6): 808-811 

5. LeBoit PE, Berger TG, Egbert BM, Yen TS, 
Stoler MH, Bonfiglio TA, Strauchen JA, Eng-
lish CK, Wear DJ.. Epithelioid haemangioma-
like vascular proliferation in AIDS. Manifesta-
tion of catscratch disease bacillus or infection? 
Lancet. 1988 ,30;1(8592):960-3. 

6. Tappero JW, Koehler JE, Berger TG, Cock-
erell CJ, Lee TH, Busch MP, Stites DP, Mohle
-Boetani J, Reingold AL, LeBoit PE. Bacillary 
angiomatosis and bacillary splenitis in im-
munocompetent adults. Ann Intern Med. 1993; 
118(5):363-5. 

7. Mohle-Boetani JC, Koehler JE, Berger TG, et 
al. Bacillary angiomatosis and bacillary pelio-
sis in patients infected with human immunode-
ficiency virus: Clinical characteristics in a case
-control study. Clin Infect Dis 1996; 22:794-
800. 

8. Welch DF, Pickett DA, Slater LN, et al. Ro-
chalimaea henselae sp. nov., a cause of septi-
cemia, bacillary angiomatosis, and parenchy-
mal bacillary peliosis. J Clin Microbiol 
1992;30:275-280. 

9. Gasquet S, Maurin M, Brouqui P, Lepidi H, 
Raoult D.: Bacillary angiomatosis in immuno-
compromised patients. AIDS. 1998; 12
(14):1793-803. 

10. Schwartz RA, Nychay SG, Janniger CK, Lam-
bert WC.: Bacillary angiomatosis: presentation 
of six patients, some with unusual features. Br 
J Dermatol. 1997; 136(1):60-5. 

11. Innocenzi D, Cerio R, Barduagni O, Bosman 
C, Carlesimo OA. : Bacillary epithelioid an-
giomatosis in acquired immunodeficiency syn-
drome (AIDS) - clinicopathological and ultra-
structural study of a case. Clin Exp Dermatol. 
1993; 18(2):133-7. 

12. LeBoit PE, Berger TG, Egbert BM, Beckstead 
JH, Yen TS, Stoler MH.  Bacillary angiomato-
sis: The histopathology and differential diag-
nosisof a pseudoneoplastic infection in patients 
with human immunodeficiency virus disease. 
Am J Surg Pathol 1989; 13(11):909-920. 

13. Cockerell CJ, Bergstresser PR, Myrie-
Williams C, Tierno PM. . Bacillary epithelioid 
angiomatosis occuring in an immunocompe-
tent individual. Arch Dermatol 1990; 126
(6):787-790. 

14. Turgut M, Alabaz D, Karakaş M, Kavak M, 
Aksaray N, Alhan E, Cevlik F, Tuncer 
I.Bacillary angiomatosis in an immunocompe-
tent child with a grafted traumatic wound. J 
Dermatol. 2004 ;31(10):844-7.  

15. Smith KJ, Skelton HG, Tuur S, Larson PL, 
Angritt P. Bacillary Angiomatosis in an Im-
munocompetent Child. Am J Dermatopathol. 
1996 Dec;18(6):597-600.  

16. Berger TG, Koehler JE. Bacillary angiomato-
sis. AIDS Clin Rev 1993-1994:43-60. 

17. Koehler JE, Quinn FD, Berger TG, LeBoit PE, 
Tappero JW. . Isolation of Rochalimaea spe-
cies from cutaneous and osseous lesions of 
bacillary angiomatosis. N Engl J Med 1992; 
327(23):1625-31.  


