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Most cases of cytomegalovirus (CMV) colitis occur in immunocompromised
patients, including those with congenital or acquired immunodeficiency
disease, those receiving immunosuppressive drugs, and transplant pa-
tients. Only a small number of immunocompetent patients with CMV co-
litis have been reported worldwide. We describe the first case reported in
Taiwan. This 86-year-old man was initially treated for presumed ischemic
colitis after a series of laboratory and image studies. Fever and abdominal
pain persisted despite empirical treatment with antibiotics. Left hemi-
colectomy was performed one month after admission. Inclusion bodies
characteristic of CMV infection were identified in surgical specimens.
The patient recovered after the operation. We review the medical litera-
ture on the clinical features, diagnosis, prognosis, and treatment of CMV
colitis in immunocompetent patients. Surgery is the choice of therapy for
patients with colonic perforation, persistent gastrointestinal bleeding,
toxic megacolon, or any other severe complication. We suggest that repeat
biopsies be performed on any patient with a highly suspected case of
CMV colitis, and that antiviral therapy may not be necessary after surgical
treatment in selected immunocompetent patients with underlying CMV
infection. [J Soc Colon Rectal Surgeon (Taiwan) 2008;19:27-32]

C ytomegalovirus (CMV) colitis mainly occurs in
immunocompromised patients, including those
with congenital or acquired immunodeficiency dis-
ease, those receiving immunosuppressive drugs, and
transplant patients. Cytomegalovirus in immuno-
competent patients is an uncommon clinical entity.
We describe the first such case reported in Taiwan.
Since immunocompetent patients with CMV colitis
are very rare, we review the medical literature on
their clinical features, diagnosis, prognosis, and
treatment.

Case Report

An 86-year-old man with a history of diabetes
mellitus, hypertension, and chronic hepatitis C, but
not of gastrointestinal disorders, was admitted to our
hospital with nausea, vomiting, and diffuse abdominal
pain for one day. The patient had had severe constipa-
tion for six years, but now complained of diarrhea
over the past several days. He denied noticing bloody
stools, had no other significant past medical or travel
history, and did not smoke or drink alcohol.
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On physical examination, he appeared stable with
a body temperature of 36.2 °C, blood pressure of
95/48 mmHg, and heart rate of 75 beats per minute.
Head and neck examination revealed no abnormali-
ties. Cardiovascular examination was unremarkable.
Breathing was unlabored and breath sounds were
clear. The only positive finding was diffuse abdomi-
nal tenderness with peritoneal signs.

Initial laboratory studies were significant for a
leukocyte count of 15,580/ul with bandemia of 33%,
blood urea nitrogen of 35.1 mg/dL, serum creatinine
of 1.9 mg/dL, and 3+ occult blood in his stool. Hemo-
globin, hematocrit, serum electrolyte, alanine amino-
transferase, aspartate aminotransferase, urine analy-
sis, and other studies were all within normal ranges.

Chest and abdominal x-rays were unremarkable.
Contrast-enhanced abdominal computed tomography
revealed diffuse enlargement of the descending and sig-
moid colon (Fig. 1). Colonoscopy was performed and
revealed multiple hematoma and ulcerative changes, 35
cm above the anal verge. Biopsy revealed ulcerated co-
lonic mucosa with no evidence of microorganisms.

Given a presumptive diagnosis of ischemic colitis,
the patient received conservative treatment, including
restriction of all oral intake, antibiotic therapy with
cefmetazole, and intravenous fluid and nutrition, as of
the first hospital day. Persistent bloody diarrhea was
noted, however. On the second hospital day, his body
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Fig. 1. Computed tomography scan revealed diffuse en-
largement of the descending and sigmoid colon.

temperature started to rise and remained elevated. On
the 3rd hospital day, C-reactive protein level was 8.52
mg/dL, hemoglobin 8.5 g/dL, and hematocrit 24.9%.
Bacterial cultures of blood, urine and stool were nega-
tive. With conservative treatment, his condition im-
proved gradually. He was allowed to drink a bit of wa-
ter on the 8th hospital day and started a soft diet the
next day, due to improved symptoms.

However, intermittent high fever, elevated C-re-
active protein levels, and anemia persisted into the
third and fourth hospital weeks, despite continued em-
pirical antibiotic use and blood component therapy.
Abdominal tenderness and fullness also persisted.
Due to persistent fever, abdominal pain, and anemia,
he ultimately underwent left hemicolectomy on the
30th hospital day, again with a presumptive diagnosis
of ischemic colitis refractory to conservative manage-
ment. Operative findings included the absence of any
inferior mesenteric artery pulsation, and ischemic
changes of the descending and sigmoid colon. The up-
per descending colon was swollen and distended. The
lower descending and sigmoid colon revealed stenotic
changes, including thickened walls.

Histopathologic examination revealed severe ac-
tive colitis, with multiple deep ulcers and focal sub-
serosal fibrosis. The surrounding mucosa demon-
strated regenerative change. In addition, enlarged
cells with intra-nuclear inclusion bodies, consistent
with CM V-infected cells, were noted at the ulcerative
sites (Fig. 2). Post- operative serum IgM anti-CMV

Fig. 2. Surgical specimens from resected colonic tissue
demonstrated classic cytomegalovirus inclusion
bodies (arrow).
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antibody levels were elevated. HIV serology was
negative.

An infectious disease specialist recommended the
empirical use of an antiviral drug, even though cur-
rently there is no evidence in support of the use of
post-operative antiviral medication in immunocom-
petent CMV colitis patients. The option of anti-viral
therapy was discussed with the patient, who ulti-
mately refused due to possible side effects. Fortu-
nately, his fever subsided gradually post-operatively,
and his symptoms of colitis improved as well. He was
discharged on the 44th hospital day. He remained
asymptomatic without recurrence over the next 32
months of follow-up.

Discussion

CMYV is a common human viral infection, with
40% to 100% of adults exhibiting evidence of past
seroconversion. However, under most circumstances,
symptoms are absent or self-limited. Serious CMV in-
fection usually occurs in patients with immune defi-
ciency, for example, from organ transplantation, ma-
lignancy, congenital or acquired immunodeficiency
syndromes, steroid therapy, or chemotherapy . There
are only a relatively few case reports of CMV colitis
in immunocompetent patients.!”” Acute infections in
an immunocompetent host are almost always asymp-
tomatic. However, there is a lifelong latency accom-
panied by the risk of reactivation.® CMV colitis in
immunosuppressed patients almost always occurs
secondary to latent CMV infection reactivation. How-
ever, in the immunocompetent patient, CMV colitis is
usually related to primary infection.?

In the literature, most immunocompetent patients
with CMV colitis were older than 55 years old, with
an average age of 61 years. The overall mortality rate
was 32%.* The sigmoid colon was the most frequently
involved site in immunocompetent patients, which
differs from the cecum in immunocompromised pa-
tients. Our patient was similar. Clinically, immuno-
competent patients with CMV colitis commonly pre-
sented with a triad of diarrhea, fever, and abdominal
pain.* In a comprehensive review of the literature on
CMV colitis in immunocompetent patients, diarrhea

was the most common presenting symptom being evi-
dent in 82%, with bloody and watery diarrhea present
in 53% and 29%, respectively. Fever was present in
76%, and abdominal or rectal pain was reported in
53% of the patients.” Other reported symptoms in-
clude urgency, tenesmus, general malaise, anorexia,
and weight loss. Although some patients recovered
spontaneously, many patients suffered from severe
complications, such as bowel perforation, severe gas-
trointestinal bleeding, and toxic megacolon. The
symptoms of CMV colitis can mimic ischemic colitis,
pseudomembranous colitis, and colitis associated
with other pathogens. Therefore, in any patient with
bloody or watery diarrhea, fever, abdominal pain, and
negative stool cultures, CMV colitis should always be
on the list of differential diagnoses.

Several review articles have been written about
the prognostic factors of CMV colitis in immuno-
competent patients. Poor prognostic factors are being
male or older than 55, having some immune-modulat-
ing disease, requiring colectomy, and having no prior
history of colonic injury.** CMV colitis in immuno-
competent patients with preceding colonic injury - for
example, as a result of anal intercourse, amebiasis, or
Shigella dysentery - typically resolves as the initial
colonic injury heals. In one review, all nine cases of
CMYV colitis related to colonic injury received only
supportive treatment, and all were resolved without
major complications.® In contrast, those patients with-
out a previous colonic insult may have a poor progno-
sis. One review article revealed that only 3 of 15 pa-
tients without a previous colonic insult had a self-lim-
ited course.? Five of these patients required surgical
treatment, and four patients died. One possible expla-
nation for this latter result may be that patients with-
out a preceding colonic injury generally require a
higher viral load, leading to a more severe systemic
CMV disease. Besides, some of these patients may
have had underlying diseases that immunocompro-
mised them to some degree.

There are various diagnostic tools for CMV coli-
tis, including serologic analysis, viral cultures, anti-
gen studies using polymerase chain reactions, imag-
ing studies, and histological review of endoscopic or
surgical biopsy specimens. The gold standard for di-
agnosis is identifying CMV inclusion bodies at af-
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fected sites.

Because of the high prevalence of IgG anti-CMV
antibodies in the normal population, this study is not
helpful for diagnosing CMV colitis. The presence of
IgM anti-CMV antibodies corresponds to recent
CMV infection, but their presence does not establish
the diagnosis of tissue-invasive disease. Furthermore,
a negative result occurs in more than 10% of patients
with active CMV infection. CMV virus culture is not
helpful clinically, because it requires several weeks to
obtain results. Moreover, CMV stool cultures are pos-
itive in only one third of patients with documented
CMV colitis. Detection of CMV antigen or DNA in
the blood is more sensitive and takes less time than vi-
ral cultures. Therefore, polymerase chain reaction as-
says on blood might serve as a useful tool for diagnos-
ing CMV infection.®

Abdominal computed tomography (CT) and bar-
ium enema are the most useful imaging studies for
CMV colitis. Classic findings include a thickened
bowel wall, inflammatory infiltration, bowel lumen
strictures, and mucosal irregularity and ulceration. Al-
though these two imaging studies are highly sensitive,
the findings are nonspecific for CMV colitis and can
be present in colitis of any etiology.”!

A definitive diagnosis of CMV colitis depends
upon an invasive procedure with resultant tissue bi-
opsy. Colonoscopic biopsy is the method usually
used. CMYV colitis usually appears as a mucosal ero-
sion or ulceration upon endoscopic examination. The
diagnosis depends upon characteristic pathological
changes in the biopsy specimen. Full colonoscopic
examination can identify more CMV colitis patients
than flexible sigmoidoscopic examination. Some pa-
tients are diagnosed with CMV colitis by means of
surgical specimens obtained during bowel resections,
as with the patient presented in this article. His-
tologically, CMV colitis is characterized by baso-
philic intranuclear inclusions, each surrounded by a
halo, the so-called “owl’s eye”. As stated earlier, this
finding is regarded to be the gold standard for the di-
agnosis of CMV colitis.?

The treatment of CMV colitis appears to be di-
vided into supportive, antiviral and surgical treatment.
Two antiviral drugs, Ganciclovir and Foscarnet, have
been suggested for use, based upon some limited evi-

dence, and have been widely used for immunocom-
promised patients with CMV colitis.® The indications
for antiviral drug therapy in immunocompetent pa-
tients with CMV colitis remain controversial.>* Pa-
tients with complications like colonic perforation, se-
vere gastrointestinal bleeding, and toxic megacolon
often require surgery. Our experience with this one
patient was that antiviral drugs were unnecessary in a
patient who had undergone surgical intervention and
whose condition was stable post-operatively.

In summary, we described a case of CMV colitis
involving an immunocompetent patient, whose initial
presentation included vomiting, abdominal pain and
diarrhea. He received surgical treatment one month
after admission and recovered without post-operative
antiviral drug therapy. Although CMV colitis is rare in
immunocompetent patients, one must always consider
it in the list of differential diagnoses in patients with
diarrhea, fever, abdominal pain, and negative stool
cultures. We suggest that repeat biopsy be performed
in patients in whom there is significant suspicion of
CMV colitis. Moreover, antiviral therapy may not be
necessary after surgical treatment in selected immu-
nocompetent patients. Surgery often is the interven-
tion of choice in patients with colonic perforation,
persisted gastrointestinal bleeding, toxic megacolon,
and other severe complications.
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