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ABSTRACT

Cytomegalovirus (CMV) pseudotumour of the gastrointestinal tract, is a rare benign entity which is treated with antiviral medications and
known to resolve spontaneously in a few cases. This is a case report of a 58-year-old man who presented with right lower quadrant
abdominal pain. Contrast enhanced computerized tomography of abdomen and pelvis showed apple core lesion involving proximal
transverse colon, ceacum, ascending colon, ileoceacal valve and terminal ileum. Synchronous carcinoma of colon was suspected.
At laparotomy, there was growth palpable only in the proximal transverse colon. Histological findings of biopsy specimen revealed
CMV pseudotumour. CMV pseudo tumour should be included in the differential diagnosis of apple core lesions of the colon even in
immunocompetent adults. Endoscopy and biopsy are strongly recommended before surgery in colonic mass lesions to make a definitive

diagnosis and to avoid unnecessary surgery.
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CASE REPORT

A 58-year-old man presented to the emergency department with one
week history of fever, right lower quadrant abdominal pain, vomiting
and loss of appetite. Physical examination revealed tenderness in
the right lower quadrant of the abdomen with a firm, irregular mass
palpable in the right iliac fossa region. Rest of the examination was
unremarkable. Laboratory investigations showed an elevated white
blood cell count of 16,370 cells/mm?® with 83% neutrophils. His liver
and renal function tests were normal. A provisional clinical diagnosis
of malignancy versus appendicitis with appendicular mass was
made.

On hospital day 2, 128 slice multidetector contrast enhanced
computed tomography (CECT) of abdomen and pelvis showed long
segment (50 to 55mm) marked circumferential bowel wall thickening
of ascending colon having maximum wall thickness of 20mm with
significant luminal narrowing. Concentric bowel wall thickening of
cecum, ileo-cecal junction and terminal ileum was also noted with
significant luminal narrowing [Table/Fig-1a,b]. Focal eccentric bowel
wall thickening of proximal transverse colon predominantly along
posterior aspect was noted with mild luminal narrowing [Table/Fig-
2,3]. A Synchronous carcinoma of colon was suspected.

Patient underwent exploratory laparotomy on hospital day five.
Intraoperatively there was no growth palpable in cecum, ileoceacal
valve, terminal ileum or ascending colon. There was growth
palpable only in the proximal transverse colon. Appendix was
inflamed. Right hemi colectomy with ileo transverse anastomosis
and appendectomy was performed.

Gross inspection of the colonic mucosa showed multiple ulcers
covered with slough [Table/Fig-4]. Microscopy showed eroding
ulcerated lesions covered with granulation tissue and dense
mixed inflammatory cells [Table/Fig-5]. Intranuclear eosinophilic
inclusions were seen. Histopathology was consisistent with CMV
pseudotumour. Immunohistochemistry (IHC) was not performed. His
postoperative course was uneventful. However, on postoperative
day eight he left the hospital against medical advise. He refused to
take oral antivirals such as gancyclovir and was subsequently lost
to follow up.

DISCUSSION

Cytomegalovirus induced pseudo tumour is a rare entity. Only six
cases were reported in immunocompetent patients [1-7] and out
of them, only two presented as vanishing tumour with spontaneous
complete remission [5,7].

[Table/Fig-1a,b]: Axial CECT images (a,b) showing long segment concentric bowel-wall thickening of ascending colon (black arrow) and cecum (red arrow) with significant

luminal narrowing [Table/Fig-2]: Axial CECT image showing focal eccentric bowel-wall thickening of proximal transverse colon (yellow arrow) with mild luminal narrowing
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[Table/Fig-3]: Coronal MPR contrast enhanced CT image showing long segment
concentric bowel-wall thickening of ascending colon and cecum with significant
luminal narrowing - appearing as an apple core lesion (black arrow)

[Table/Fig-4]: Right hemicolectomy specimen showing multiple ulcers covered with
slough (yellow arrow) [Table/Fig-5]: Histopathology microphotograph shows eroding
ulcerated lesions (red arrow) with granulation tissue and dense mixed inflammatory
cells. Adjacent normal colonic mucosa (black arrow) is also seen

CMV is an enveloped, double-stranded and the largest of the
Herpesviridae viruses. CMV Infections in the immunocompetent and
immunosupressed are not rare; seroprevalence for CMV worldwide
ranges approximately from 60%—-100% [2].

In immunocompetent patients, primary CMV infection presents
as an undifferentiated viral syndrome, or as a mononucleosis-like
syndrome. Though considered having a benign, self-limited course,
there are reports of severe clinical manifestations with involvement
of gastrointestinal tract and the central nervous system as the most
frequent sites. Immunocompetent patients in intensive care units,
severe sepsis, malnourishment, major trauma and widespread
burns may be at risk [2].

Gastrointestinal involvement with CMV can result in gastroenteritis,
duodenitis, ileitis, colitis, proctitis or exacerbation of inflammatory
bowel disease [8]. The CMV infection of the colon usually manifests
as multiple erosions or ulcers and may cause perforation in severe
cases. Uncommon manifestations of CMV infections include
solitary mucosal ulcers, toxic megacolon, pseudo membrane
formation and ischemic colitis [7]. However, the rare presentation
of CMV associated gastrointestinal pseudotumours presenting as
intraluminal inflammatory polypoidal masses or strictures is reported
mostly in immunocompromised patients. Only 31 cases of CMV
pseudo tumour colitis were reported so far, among them 17 cases
were in HIV positive patients [9-11]. Fourteen cases were reported in
non HIV patients and only 6 out of them were in immunocompetent
patients. Othercase reportsinimmunocompromised individuals were
in patients with organ transplantation, immunodeficiency secondary
to common variable immuno deficiency syndrome, chronic renal
failure or those receiving steroid therapy or chemotherapy [8,9,12].

Patients with CMV pseudotumour of bowel frequently present with
abdominal pain and as non obstructing mass. Other uncommon
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presentations include fever, change of bowel habits, weight loss,
palpable mass, gastrointestinal bleeding and as obstructing mass
[9]. The distribution of the inflammatory pseudo tumours include
esophagus, fundus, antrum and pylorus of stomach, duodenum,
small bowel and colon. Affinity for ileum and right colon was reported
[9], similar to our case.

The thickening of bowel wall in patients with CMV is caused
histologically by sub mucosal oedema, exuberant granulation
tissue, inflammation and fibrosis which lead to the pseudo tumour
appearance [9].

Abdominal computed tomography (CT) and barium enema are the
most useful imaging studies for CMV calitis. Classic findings include
mucosalirregularity and ulceration, bowel lumen strictures, thickened
bowel wall and inflammatory infiltration. CMV pseudotumour
typically appears as annular regions of luminal narrowing and poor
distensibility leading to apple core appearance. These lesions have
a sharp transition point to a more normal-appearing colon and can
simulate annular constricting carcinoma of the colon. Although these
two imaging studies are highly sensitive, the findings are nonspecific
for CMV colitis and can be present in colitis of any aetiology [11].
Endoscopic findings comprise of a friable stenosing lesion or a large
intraluminal polypoid mass beyond which the colonoscope could
not be passed. This is associated with ulcers or erosions [6].

Haematoxylin and eosin staining of the biopsy specimens showing
intra nuclear eosinophilic inclusions together with IHC is considered
the gold standard in diagnosis of gastrointestinal CMV [9,13].

In addition to CMV pseudotumour, several diseases can cause
the appearance of the apple-core lesion of the colon on CT which
includes colonic adenocarcinoma, lymphoma, Crohn’s disease,
chronic ulcerative colitis, ischaemic colitis, Chlamydia infection,
Tuberculosis, Histoplasmosis, Helminthoma, Amoebiasis, villous
adenoma, focal diverticulitis, endometriosis, serosal metastatic
implants, radiosurgery, NSAID induced colitis and rarely focal
amyloidosis [14].

The CMV induced pseudotumour often responds to intravenous
antiviral therapy, though response to oral valganciclovir is also
reported in one case. Surgical intervention should be reserved for
patients whose lesions fail to respond to medical therapy alone
or those who present with a surgical indication such as outlet
obstruction [9].

To the best of our knowledge only two case reports of CMV induced
pseudotumour of the gastrointestinal tract in immunocompetant
patients presented as vanishing tumour with spontaneous complete
remission and showed improvement without antiviral therapy or
surgery. The distribution of the pseudotumour was similar to our
case at ileoceacal valve in one case and involved gastric antrum in
other case. The pseudotumour disappeared by 7" and 4" week at
ileocecal valve and gastric antrum respectively [5,7]. However, in our
case there was partial resolution with persistence of pseudo tumour
at proximal transverse colon during surgery.

CONCLUSION

CMV pseudotumour should be included in the differential diagnosis
of gastrointestinal mass lesions not only in HIV/AIDS patients and
other immunocompromised patients but also in immunocompetent
patients. This condition often responds to intravenous or oral antiviral
therapy and can even spontaneously resolve in immunocompetent
patients like in our case and thus unnecessary surgeries can be
avoided.

The purpose of this case report was to familiarize radiologists and
surgeons with this potentially treatable rare benign entity. Endoscopic
evaluation and histological examination of the lesions is needed to
rule out a possible infectious aetiology and is strongly recommended
before surgery for suspected masses of the gastrointestinal tract
diagnosed on imaging.
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