
76 THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 18, NO. 2, 2005

ABSTRACT

Cytomegalovirus enteritis can lead to gastrointestinal bleeding in
patients with the acquired immune deficiency syndrome. The
commonest site of involvement is the colon, followed by the
stomach and terminal ileum. Most of these lesions can be
diagnosed by colonoscopy or gastroscopy. We present our
experience of a patient with cytomegalovirus infection involving
only the proximal jejunum causing massive lower gastrointestinal
bleeding. Conventional endoscopy and imaging had failed to
locate the source of bleeding. Enteroscopy performed at the time
of laparotomy showed an ulcerated lesion in the jejunum.
Resection followed by histological examination of the resected
area confirmed the diagnosis of cytomegalovirus infection. In
addition to highly active antiretroviral therapy, ganciclovir was
given for 14 days in a dose of 5 mg/kg twice a day and tapered
over a period of 3 months. There has been no further episode
of gastrointestinal bleeding over a follow up of 9 months.
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INTRODUCTION
Cytomegalovirus (CMV) infection of the gastrointestinal (GI)
tract is known to occur in patients with the acquired immune
deficiency syndrome (AIDS). The colon and upper GI tract are the
most common sites of involvement. Small bowel infection may be
seen in association with colonic or upper GI tract involvement.
Isolated CMV infection of the jejunum has been reported.1,2

However, in the English language literature, we did not find
isolated jejunal CMV infection occurring in a patient with AIDS
and presenting with GI bleeding.

THE CASE
A 33-year-old woman, who presented with persistent low grade
pyrexia and dry cough of 2 months’ duration, was diagnosed to
have pulmonary tuberculosis. She did not respond to the conven-
tional 4-drug antitubercular regimen given over a 6-month period

and was referred to our centre. Investigations revealed thrombocy-
topenia with a platelet count of 30 000/cmm. An X-ray of the chest
showed evidence of left-sided pleural effusion. Sputum examina-
tion was negative, both for acid-fast bacilli and inclusion bodies.
Acid-fast bacilli were not detected in the pleural fluid and adenos-
ine deaminase levels were in the normal range. No malignant cells
were detected in the pleural aspirate.

Further investigations to ascertain the cause of resistance to
antitubercular treatment confirmed that she was HIV-positive
(both by the card test and ELISA). Her absolute CD4 count was
60/ml (normal: 500–1500/ml). Antiretroviral treatment was started
with lamivudine (150 mg), stavudine (30 mg) and nevirapine (200
mg), which were given twice a day.

While in hospital, she developed GI bleeding leading to a fall
in the haemoglobin level from 9 g/dl to 4.5 g/dl. Rectal examina-
tion was unremarkable. An upper GI endoscopy showed no lesion
till the third part of the duodenum. During colonoscopy, blood was
seen in the entire colon and terminal ileum. However, the site of
bleeding could not be visualized. Hence, it was inferred that the
site of bleeding was beyond the third part of the duodenum but
proximal to the terminal ileum. A superior mesenteric angiogram
failed to detect the site of bleeding. Despite resuscitative mea-
sures, she continued to bleed profusely resulting in haemo-
dynamic instability and a fall in haematocrit values.

An emergency laparotomy was performed. Intraluminal blood
was noted in the small intestine starting from about 18 inches
beyond the duodenojejunal flexure to the terminal ileum. An
enterotomy was performed in the jejunum and an intraoperative
enteroscopy was done using the Olympus CF-Q160L colonoscope.
This revealed an actively bleeding, ulcerated lesion in the jejunum.
The rest of the small bowel was normal. The involved jejunal
segment was resected and an end-to-end anastomosis performed.
An intraoperative colonoscopy done after a colonic lavage did not
show any other lesion.

The postoperative course was uneventful except for a painful
wound haematoma. Histopathological examination of the resected
specimen showed inclusion bodies in the epithelial and endothe-
lial cells confirming a diagnosis of CMV jejunitis (Fig. 1).

Ganciclovir was given intravenously in a dose of 5 mg/kg twice
a day for a period of 14 days, with dose adjustments depending on
the neutrophil counts. The same dose was given on alternate days
for a further period of 1 month. It was then reduced to twice a week
for another month and then discontinued. She continues to receive
lamivudine (150 mg), stavudine (30 mg) and nevirapine (200 mg)
twice a day (highly active antiretroviral therapy [HAART]) in
addition to conventional 4-drug antitubercular treatment.

Nine months following surgery, she has gained weight and has
not had any recurrence of GI bleeding.

DISCUSSION
Bleeding from the small intestine is often beyond the reach of
conventional endoscopes and consequently difficult to diagnose.
Lesions of the small intestine which can present with bleeding
include vascular ectasias, tumours (adenocarcinoma, lymphoma,
leiomyoma, benign polyps, carcinoid, Kaposi sarcoma, etc.) and
inflammatory bowel disease. Infective conditions such as bacil-
lary dysentery, CMV infection, histoplasmosis and strongyloido-
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sis, may also cause bleeding from the small bowel. Other causes
include ischaemia, vasculitis, small bowel varices, diverticula
and duplication cysts.

Any of these lesions might be responsible for small bowel
bleeding in patients with AIDS. However, CMV infection and
Kaposi sarcoma are important causes in immunocompromised
patients. The associated thrombocytopenia often seen in these
patients may also contribute.

Asymptomatic CMV infection is common in the general popu-
lation as evidenced by seropositivity in 40%–100% of a randomly
tested adult population.3 CMV can remain dormant in the tissues
and cause opportunistic infection when there is a decline in the
immune status of the host.4,5 The probability of CMV infection
developing in patients with AIDS is inversely proportional to the
absolute CD4 counts and is rare if this exceeds 100 cells/ml.6

CMV can infect any part of the luminal GI tract. The sites
commonly involved in descending order of frequency are the
colon, oesophagus, stomach and small bowel. Involvement of the
small bowel may affect its entire length,7,8 or may be localized to
the terminal ileum.9–11 A few cases of isolated CMV infection of
the jejunum have been reported.1,2

The clinical presentation may vary from abdominal pain,
diarrhoea, haematochezia to peritonitis.7,9,12 These result from
mucosal ulceration or from vasculitis with ischaemia and perfora-
tion. In patients with a subacute presentation, a contrast-enhanced
CT scan of the abdomen helps to exclude other causes such as
tumours. A rise in the CMV IgM antibody titre may provide a clue
to the diagnosis of CMV infection.13 A quantitative CMV (DNA)
PCR may identify patients at risk for developing CMV disease and
is also useful in monitoring the effects of antiviral therapy.14

However, histological proof is required to confirm the presence of
CMV infection.15 The presence of characteristic intranuclear in-
clusion bodies confirms the diagnosis of CMV infection.

The possibility of CMV enteritis should be considered when a
GI bleed occurs in a patient with AIDS having CD4 counts of <100
cells/ml. In such patients the presence of CMV infection adversely
affects the prognosis.16,17 As with any other GI bleed, attempts
should be made to identify the site and cause. Conventional upper
and lower GI endoscopy may help. A mesenteric angiogram may
localize the bleeding when endoscopic measures fail. In rare
situations, as in this case, isolated involvement of the jejunum may
be missed by these investigations. However, these modalities
cannot provide a tissue diagnosis and hence surgical intervention
will be required to ascertain the cause and arrest the bleeding.

Small bowel enteroscopy may not only help in confirming the
diagnosis but also provide an opportunity for endoscopic control
of the bleeding. This, coupled with definitive antiretroviral therapy
and ganciclovir or foscarnet, may avert the need for a laparotomy
in these critically ill patients. Although some reports have sug-
gested that ganciclovir treatment for 2 weeks is adequate,18 others
suggest that it may be needed for a longer period.19
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FIG 1. Histological examination of the ulcer showing characteris-
tic inclusion bodies (arrow) in the endothelial cells
(haematoxylin and eosin, ×400)


