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A 29-yr-old homosexual man with acquired immu-
nodeficiency syndrome presented with watery diarrhea
aud fever. Upper gastrointestinal endoscopy was per-
formed to obtain dnodenal aspirates and biopsies. A 4~
cm submucosal mass in the gastric antrum was identi-
fied. Subsequent abdominal CT scan confirmed the
presence of this antral mass. An attempt at CT guided
needle biopsy was nondiagnostic. Because the mass
possibly represented a Kaposi's sarcoma or lymphoma,
exploratory Iaparotomy and open biopsy was per-
formed. Examination of the biopsy specimen showed
inflammatory debris with multiple intranuclear cyto-
megalovirus inclusions. This report describes a case of
a submucosal antral mass caused by localized cytomeg-
alovirus infection in a patient with acquired immuno-
deficiency syndrome.

INTRODUCTION

Cytomegalovirus (CMV) is an infectious agent that
is particularly widespread in the homosexual commu-
nity (1, 2). While this agent usually causes little mor-
bidity in normal immunological hosts (3). its virulence
is quite different in immunosuppresscd patients. Severe
CMV infection ofthe esophagus, stomach, duodenum,
and colon has been described in patients with acquired
immunodeficiency syndrome (AIDS) (4, 5). An im-
munocompromised host with apparent CMV involve-
ment ofthe biliary tree and gallbladder has also been
reported (6). This report describes an endoscopically
diagnosed submucosai antral mass in a patient with
AIDS. Open surgical biopsy showed this to be a collec-
tion of inflammatory cells, edema, and numerous
stromal and epithelial cells with CMV inclusion bodies.

CASE REPORT

A 29-yr-old homosexual man was well until Novem-
ber 1983 when he developed right upper quadrant
abdominal pain and a 10-lb weight loss. His only
laboratory abnormalities were a mildly elevated SGOT
and a positive VDRL and ETA. The remainder of his
evaluation consisting of a chest x-ray, upper gastroin-

testinal series, liver-spleen scan, intravenous pyelo-
gram, ultrasound ofthe biliary tree and liver, and chest
CT scan was entirely normal. He received oral tetracy-
cline for treatment of syphilis. In January 1984, he was
admitted to a community hospital for progressive
weight loss and persistent right upper quadrant pain.
Laboratory studies included an elevated SGOT and
alkaline phosphatase. Fiberoptic esophagogastroduo-
denoscopy (EGD) showed diffuse gastritis. Biopsy was
nonspecific. Endoscopic retrograde cholangio-pancrca-
tography (ERCP) showed intra- and extrahepatic bili-
ary ductal irregularities. Abdominal CT scan was nor-
mal. Laparotomy and cholecystectomy were performed
for what was described as an inflamed gallbladder.
Examination ofthe gallbladder specimen showed severe
chronic cholecystitis with CMV infection. Intraopera-
tive liver biopsy also showed mild CMV hepatitis.
Symptoms improved postoperatively, and the patient
was discharged.

In February 1984, he again presented with right upper
quadrant pain and weight loss. Evaluation consisted of
a normal intravenous pyelogram, abdominal CT, bone
scan, HIDA scan, and cervical lymph node biopsy,
now cytometry showed reversal ofthe normal helper-
suppressor T cell relationship with a T4/T8 ratio of
0.36 consistent with AIDS or other viral infection. The
diagnosis of AIDS was made.

The patient was transferred to the University of
Micliigan Medical Center in March 1984. He continued
to complain of right upper quadrant pain and had lost
a total of 40 lb over the previous 4 months. He also
noted low grade fevers. Repeat endoscopic retrograde
cholangiopancreatography showed dilatation and irreg-
ularities ofthe bile ducts raising the question of CMV-
induced cholangitis. His abdominal pain was controlled
successfully with narcotic analgesics. Evaluation of his
diarrhea included a normal colonoscopy with multiple
biopsies showing normal histology. EGD demonstrated
Candida esophagitis, a normal stomach, and duodenitis
with Giardia lamhiia infestation. None ofthe gastroin-
testinal mucosal biopsies obtained at this time showed
CMV inelusions. During this hospitalization, he contin-
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ued to spike fevers and his chest x-ray showed a right
lower lobe infiltrate. Bronchoalveolar washings showed
Piiciimocysiis carinii. He was treated initially with a
combination of trimethaprin/sulfamethoxazole and
low dose amphotericin and later discharged on keto-
conazole and trimethaprin/sulfamethoxazole.

In May 1984, he was readmitted for fever and profuse
watery diarrhea. Flexible sigmoidoscopy to 40 cm
showed diffuse erythema and biopsies showed mild
nonspecific cryptitis. The diagnosis of Cioslridliim dif-
y/f/Vt'-induced diarrhea was made after obtaining posi-
tive culture and stool toxin. He was discharged on
metronidazole.

FK;. I. Endoscopic view of submucosal mass in gasiric anlrum.

In ,lune 1984, he was readmitted for persistent fever,
diarrhea, and lower abdominal cramping pain. Repeat
C. cliffkik' culture and toxin assay was positive. He was
discharged on oral vaneomycin.

One month later, he was readmitted for persistent
diarrhea. Repeat evaluation showed a negative C. dif-
ficile culture and toxin assay. At colonoscopy, the trans-
verse colon was diffusely erythematous and granular.
Colonic mucosal biopsies showed colitis with CMV
inclusions. Stool ova and parasite exam showed Cryp-
tosporidium and the investigational drug spiramycin
was begun. EGD showed persistent Candida esophagitis
and a 4-cm antral mass along the lesser cui'vature of
the stomach (Fig. 1). Biopsies of the gastric mucosa
overlying the mass were normal. Abdominal CT scan
confirmed the presence ofthe antral mass (Fig. 2). An
attempt at CT-guided aspiration cytology was nondi-
agnostic. Laparotomy was performed for diagnosis.
Biopsies of the peripyloric area showed only marked
infiammation with viral inclusions consistent with
CMV (Eig. 3).

The patient was readmitted in September 1984 with
fever, cyanosis, and bilateral chest inliltrates. Bron-
ehoscopy with washings demonstrated aspergillus,
CMV, and Candida. Within the first 24 h of admission,
the patient developed increasing respiratory distress and
required ventilatoi7 support. Despite therapy, he de-
veloped progressive respiratory insufficiency and hy-
potension and died on 10/3/84.

Autopsy showed diffuse and severe infection with
CMV involving lung, pancreas, biliary epithelium, co-
lon, and the gastric submucosal mass.

DISCUSSION

The gastrointestinal tract is a frequent site of CMV

FIG. 2. Representative cut from CT scan showing antral mass (arrows) S. stomacli; D, duodenum.
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FfG. 3. Pholomicrograph of tissue specimen obtained from peripyloric mass showing characteristic intranuclear inclusion bodies (arrow) snA

predominantly a mononuclear ccli infiltrate.

infection. CMV infection in immunocompromised pa-
tients is known to involve esophageal (7), gastroduo-
denal (8, 9), colonic (10), and biliary tract mucosa (6).
Gastrointestinal involvement by CMV has also been
described in normal hosts, but is quite rare (11). In one
autopsy study of CMV infection reported by Wong and
Warner (12), evidence of CMV involvement ofthe
gastrointestinal tract was noted in 21 of 41 patients
(51%). These authors observed that the stomach was
the most frequently involved portion ofthe gastrointes-
tinal tract. In contrast. Franzin et al. (13) subjected
immunosuppressed renal transplant recipients to fiber-
optic EGD and found CMV inclusions in biopsies of
duodenal bu!b mucosa more frequently than in biopsies
of stomach mucosa.

Gastrointestinal CMV infection may present with
widely diverse symptoms and signs including profuse
diarrhea, abdominal pain, weight loss, hemorrhage,
hypoproteinemia resulting from protein-losing enter-
opathy secondary to widespread mucosal ulceration
and perforation ofthe bowel (14-17). A localized in-
flammatory pseudotumor due to CMV infection in the
Gl tract has not been reported. Our patient exhibited
many of the features of generalized CMV infection
including recurrent fevers, weight loss, and protracted

diarrhea. However, these symptoms may be due to
other opportunistic infections in the AIDS patient. The
gastric antral mass diagnosed by EGD in our patient
was confirmed by CT scan ofthe abdomen. Endoscopic
biopsies ofthe mucosa overlying the mass were normal.
Laparotomy with biopsy of the mass lesion was per-
fortned to rule out the possibility of a treatable neo-
plasm. Both Kaposi's sarcoma and non-Hodgkin's
lymphoma are reported in patients with AIDS (18-22).
This was the rationale for aggressively pursuing a his-
tological diagnosis of the antral mass, despite the fact
that it was asymptomatic. The endoscopic appearance
of Kaposi's sarcoma is often characteristic, although
mucosal biopsies are only positive in one-quarter of
patients (23). The frequent submucosal location of
gastrointestinal lymphomas often gives neither a diag-
nostic endoscopic appearance or adequate tissue for
histologieal diagnosis. A recent report of 88 homosexual
men with non-Hodgkin's lymphomas described 15
cases with primary gastrointestinal sites (22).

At operation, the only abnormality noted was an area
of thickening in the peripyloric region. Biopsies ob-
tained from the site showed typical intranuclear inclu-
sions of CMV and an inflammatory cell infiltrate con-
sisting of lymphocytes and plasma cells. The patient
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recovered uneventfully from surgery, but died 2 months
later from CMV-associated pneumonitis.

Endoscopy is frequently performed for the diagnosis
of opportunistic infections involving gastrointestinal
mucosa in immunocompromised patients (24). CMV
appears to be a common organism in these patients. It
is conceivable, therefore, that more lesions ofthe type
described in our patient may be identified in the future.
Definitive diagnosis should be pursued to rule out
treatable lesions. CT or ultrasound-guided fine needle
aspiration cytology should be considered first, but neg-
ative results may need to be followed by exploratory
laparotomy to obtain sufficient tissue for diagnosis.
Currently, no effective therapy for CMV infection is
available, although interferon has been tried (25). As
better antiviral agents evolve, the correct diagnosis of
CMV induced mass-like lesions may become increas-
ingly important.

Reprint requests: Grace Elta. M.D.. 3912 Taubman Center, Uni-
versity ol'Mlciiigan. Ann Arbor. MI 48109.
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