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Cytomegalovirus infection in otherwise normal adults is
characterised by a febrile syndrome associated with atypi-
cal lymphocytosis and negative heterophil agglutination.'
Radiographic evidence of cytomegalovirus infection
pneumonia is not infrequently seen in association with the
immunocompromised state.3 We here describe a 21 year
old man with no antecedent medical illnesses who pre-
sented with an acute febrile illness accompanied by
pneumonia, a rising titre of antibody to cytomegalovirus
infection, and an eosinophilic pleural effusion.

Case report

A 21 year old man, previously in good health, was admit-
ted to the Temple University Hospital, Philadelphia, for
elective repair of a right inguinal hernia. On admission he
complained of right sided chest pain which radiated to the
left scapula and worsened with deep inspiration. Anorexia
and malaise developed without associated chills, sore
throat, or myalagia. The temperature was 38;3°C and he
did not appear jaundiced. Painless cervical adenopathy was
noted. Cardiac examination showed nothing remarkable.
Decreased breath sounds were noted at the right base. The
liver was not definitely enlarged but was tender on palpa-
tion. The spleen was not palpable. A right inguinal hernia
was present.
The white blood cell count was 11-6 x 109/l with a diffe-

rential count of 30% polymorphonuclear leucocytes, 15%
atypical lymphocytes, 5% monocytes and 50% lympho-
cytes. A monospot test gave a negative result. The alkaline
phosphatase activity was 153 IU/l (normal 30-100 IU/I),
lactic dehydrogenase was 306 IU/I (normal 100-225 IU/l),
and aspartic transaminase was 59 IU/l (normal 10-50
IU/l). An antinuclear antibody test was positive at a titre of
1/640 with a speckled pattern. A chest radiograph 10 days
after admission showed a nodular left lower lobe infiltrate
associated with small bilateral pleural effusions (fig). The
chest radiograph obtained on admission, at the onset
of the patient's symptoms, had been normal. Thoracentesis
was performed. The pleural fluid white cell count was
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3 x 106 cells/I with 6% monocytes, 6% basophils, 60%
eosinophils, 21% lymphocytes, and 7% polymorpho-
nuclear leucocytes on differential count. The red cell count
was 7-5 x 107/1. The pleural fluid protein concentration
was 52 g/l, glucose 110 mg/dl (6 mmol/l) and lactate
dehydrogenase 400 IU/l. The arterial blood oxygen tension
was 82 mmHg (10-9 kPa) with the patient breathing air.
Ventilation-perfusion lung scintigraphy showed a non-
segmental defect at the right base, which was interpreted as
being unlikely to be due to pulmonary embolism. A tuber-
culin test gave a negative result. Pleural fluid culture was
negative for viral and bacterial pathogens and cytological
examination gave negative results. Blood, sputum, and
urine cultures were negative for bacterial pathogens. The
serum cytomegalovirus infection titre by indirect
immunofluorescence was 1/512 in the acute phase and rose
to 1:16 384 five weeks after the onset of the patient's ill-
ness, at which time he was symptom free and the chest
radiograph showed that the pulmonary inflltrate and
pleural fluid had cleared. A repeat test for antinuclear
antibody was negative. The patient remains in good health
after 18 months of follow up.

Discussion

Cytomegalovirus infection pneumonia is most commonly
seen in the compromised host. The most common cause of
viral pneumonia in immunocompromised patients is
cytomegalovirus infection, which has a predilection for
recipients of organ transplants.2 In this setting pulmonary
manifestations range from peribronchovascular consolida-
tion or miliary nodules to diffuse consolidation.3 Rare
cases of unilateral consolidation4 have been described and
there has been a single case report of necropsy proved
cytomegalovirus infection pneumonia in a compromised
patient presenting as a solitary pulmonary nodule.s
Although radiological evidence of cytomegalovirus
pneumonia in the normal host is unusual, the resolution of
the abnormalities as the clinical features subsided, together
with the rise in cytomegalovirus infection titre, makes
cytomegalovirus pneumonia the most likely cause of the
acute illness in our patient.
The course of spontaneous cytomegalovirus infection in

previously healthy adults is usually that of a mild illness
characterised by malaise, fever, atypical lymphocytosis,
abnormal results in liver function tests, and negative
heterophil agglutination.' Exudative pharyngitis is typi-
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(a) Posteroanterior and (b) lateral radiographs ofthe chest showing presence ofsmall bilateral pleural effissions. A
parenchymal nodular infiltrate is present in the left lower lobe at the costophrenic angle.

cally absent.'-6 Urine cultures were negative for
cytomegalovirus infection early in the illness in one third of
patients reported by Jordan et al,' and Klemola et al6
reported positive virological identification in only 25% of
such patients.

Pleural fluid eosinophilia has been found with infectious
processes but among viruses only influenza has been con-
vincingly associated.7 Additional cases of presumed viral
infection have been described but have lacked definitive
identification.' This case probably represents the first
documentation of acute cytomegalovirus infection
pneumonia and eosinophilic pleural effusion in an other-
wise healthy adult.

We are indebted to. the staff of the immunology laboratory
of Temple University Health Sciences Center for having
performed the cytomegalovirus infection antibody testing
and Ms Anna Velez and Ms Norma Register for assistance
in preparing the manuscript.
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