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CASE REPORT

Cytomegalovirus ileitis in an immunocompetent elderly adult
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Abstract

Cytomegalovirus enteritis is most usually associated
with patients positive for human immunodeficiency
virus or immunosuppressed transplant patients. The
gastrointestinal tract may be affected anywhere from the
esophagus to the colon, but the small bowel involvement
is rare. We report a case of cytomegalovirus ileitis in
an immunocompetent adult, which was confirmed by
histopathologic findings through colonoscopic biopsy.
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INTRODUCTION

Cytomegalovirus (CMV) is a 3-group herpes virus and
produces latent infection like other herpes viruses. Clinically
significant CMV infection usually occurs in patients
with immunosuppression, transplantations and acquired
immune deficiency syndrome". In immunocompetent
subjects, active infection is apparently rare, and the virus
exhibits relatively low pathogenicity”. We here describe
a case of CMYV ileitis without colon involvement in an
immunocompetent subject.

CASE REPORT

A 63-year-old woman, with a one-day history of epigastric
pain, was hospitalized at Ewha Womans University
Hospital on Feb 16, 2006. She is a non-smoker and denied
any medication or drug abuse.

On physical examination, the patient appeared to be
acutely ill, with a blood pressure of 130/80 mmHg, heart
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rate of 70 beats/min, respiratory rate of 20 breaths/min,
and temperature of 37°C. The abdominal examination was
notable for the presence of pain on the epigastric and the
right lower quadrant areas with mild guarding but bowel
sounds were normal. Laboratory values on admission were
in normal range except elevated C-reactive protein.

The chest X-ray was normal. Abdominal computed
tomography showed layering appearance of bowel wall
and luminal dilatation from the distal jejunum to the pelvic
ileal loop (Figure 1). The colonoscopy revealed scattered
regions of geographic deep ulcerations and hyperemic
edematous mucosa upon a background of normal mucosa
in terminal ileum (Figure 2). We made differential diagnosis
including nonspecific ileitis, Crohn’s disease, tuberculosis
induced ileitis and ischemic ileitis. Histological examination
showed mild inflammation with lymphocytic infiltration
without specific feature.

After the initial clinical and laboratory evaluation, the
patient began therapy with intravenous antibiotics and
fluids for the most probable diagnosis of nonspecific ileitis.
During the admission, her clinical condition improved,
and abdominal pain disappeared. Two weeks later, the
follow up colonoscopy was performed. The ulcerations
and hyperemic edematous lesions, which were previously
noted on the terminal ileum, were much improved
(Figure 3). The histological findings showed intranuclear
and intracytoplasmic inclusions. Immunohistochemical
stain for CMV showed scattered positive cells at the ulcer
base (Figure 4). She was discharged without medication on
March 7, 2006.

DISCUSSION

CMV is a member of the herpes virus family and is a
prevalent pathogen, with 40 to 90 percent of the general
population showing prior exposure by serology”. Human
CMYV infection can be seen at all stages of life but most
often affects those who are immunosuppressed and can
commonly cause retinitis, pneumonitis or enteritis”, Most
primary CMYV infections in immunologically healthy adults
do not cause symptoms or are associated with a mild
mononucleosis like syndrome®,

Gastrointestinal involvement in CMV infection is well
known among immunocompromised patients. It is usually
seen in advanced acquired immune deficiency syndrome
with CD4 lymphocyte count less than 50 cells/ mm’ and
among transplant recipients as a reactivation of latent
infection or rarely during primary infection'. CMV colitis
in immunocompetent individuals has been reported
mainly in older patients, particularly those with other
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Figure 1 Abdominal computed tomography on admission revealed layering
appearance of bowel wall and luminal dilatation from the distal jejunum to the
pelvic ileal loop.

Figure 2 Colonoscopy, performed on admission, revealed scattered regions of
geographic ulcers and hyperemic edematous mucosa on the terminal ileum.

comorbidities, and is mostly community-acquired. This
is likely a reflection of a weakened immune system, as a
consequence of aging. Age-related dysfunctions of B and
T cell lymphocytes, impaired cytokine, and perturbation of
mucosal immunity are thought to contribute to a relative
immunodeficiency in the elderly, predisposing them to
various infectious and inflammatory diseases'”.
Gastrointestinal tract may be affected anywhere from
the mouth to the anus with the esophagus and colon
being most common and small bowel relatively rare. The
clinical manifestations of gastrointestinal CMV infection
include gastrointestinal bleeding, abdominal pain, vomiting
and diarrhea™. Endoscopic findings of gastrointestinal
CMYV disease include erosions, ulceration and mucosal
hemorrhage. The prototypical ulceration has a well-defined
punched out appearance. The pathogenesis of CMV-
induced ulceration is thought to involve ischemic mucosal
injury secondary to infection of the vascular endothelial

CMYV enteritis is remarkable for its ability to mimic
many diseases, such as colitis caused by C. diffile, ischemia,
malignant diseases of the colon and inflaimmatory bowel
diseases. The diagnosis is made by the demonstration of
the presence of CMV by routine histologic examination,
culture or staining for CMV antigen or DNA!"",

The primary therapy for clinically significant CMV

Figure 3 Follow up colonoscopy was performed. The previously noted ulcers and
hyperemic edematous lesion were improved.
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Figure 4 Pathologic findings. A: Enlargement of infected cells and intranuclear
inclusions were noted (HE stain, x 100); B: Immunohistochemical stain for CMV
showed scattered positive cells.

infection is use of the antiviral drugs such as ganciclovir
and foscarnet'®'?, Galiastsatos ez a/” reported that
spontancous resolutlon occurred mainly in patients
younger than 55 years of age, with no other comorbidities.
They suggested that young, otherwise healthy, well-selected
patients can improve without the need for antiviral therapy
but immunocompromised patients and patients older
than 55 years of age with comorbidities need antiviral
therapy. Sakamoto e/ a/"” thought that the administration
of the antiviral agents is not always necessary for
immunocompetent individuals.

In conclusion, we report a case of CMV ilieitis not
involving colon in an immunocompetent eldetly adult who
recovered without antiviral therapy.
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