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SHORT REPORTS

Atypical infectious mononucleosis in
the elderly
The relationship between Epstein-Barr virus (EBV) and infectious
mononucleosis is well established.' Since the antibody to EB viral
capsid lasts for life,2 the age at which infection is acquired in any
community may be studied. This varies according to country and
social group. In rural Uganda over 80OO of children have antibodies
by the age of 1 year, whereas in the United Kingdom only 40,) of
children are positive at 5 years and 90",, at 25 years. In a prospective
study in the age group 18 to 25 years, infection was accompanied by
classical infectious mononucleosis in about 450, of people and the
heterophil antibody was shown to be present in almost all cases. The
other 55"' found to have seroconverted during the previous year
either had no symptoms or had symptoms indistinguishable from
those of a similar uninfected group of the same age.:' Over the age of
50 infection is rare, partly because there are very few remaining
susceptibles. The diagnosis may therefore not be considered. Also the
illness may be atypical. We report here two patients aged 55 and 74
with serologically confirmed infectious mononucleosis. In neither case
was the diagnosis suspected from the clinical presentation.

Case reports

Both patients were acutely ill on admission with an unremitting fever of
eight days' duration. They were thought to be septicaemic, related in case 1 to
intra-abdominal sepsis and in case 2 to endocarditis. Clinical details are
outlined in the table. A lymphocytosis first developed on day 16 in case 1 and
on day 28 in case 2, and was associated with conversion of the monospot test.
The EBV IgG antibody titre rose in both patients (1:8 -21:256, 1:8 ->1:128)
with a positive IgM. Both completely recovered.

Comment

In young people anginose, glandular, and febrile forms of infectious
mononucleosis are well recognised, 80",, of cases having cervical
lymphadenopathy and 85U2 sore throat. Reports of elderly patients
with heterophil antibody-positive infectious mononucleosis are few.
Horwitz et al collected seven patients aged between 40 and 78, and
concluded that the presentation in this group differed little from that
in younger patients except that the fever tended to be more prolonged.4
Our observations endorse the persistence of fever, but in neither of
our patients was the diagnosis suspected. It was not made until a
repeat blood film showed atypical mononuclear cells. It was confirmed
in both patients by the discovery of heterophil antibodies with a
rising titre of specific IgG and IgM antibodies to EB viral capsid
antigen. EBV-specific IgM usually disappears within weeks of an
acute infection. A particularly fulminant reaction to EBV infection
has been reported in a family with a humoral and T lymphocyte defect,5
but we found no abnormality of lymphocyte function in our case 1.
Proliferation of killer T cells in response to circulating infected B cells
is responsible for the acute fever, lymphadenopathy, and hepato-
splenomegaly characteristic of infectious mononucleosis.2 The
mechanism of persistent fever in cases such as ours is not known, but
is probably related to failure of an adequate immunological response.

There may be a suboptimal T cell proliferation in response to the
virus-determined surface antigen resulting in a prolonged antigenic
stimulus. A diagnosis of infectious mononucleosis in patients pre-
senting with persistent fever should not be discounted merely on
grounds of age and an initially normal blood film. Storage of acute
phase serum is often valuable for confirmation of diagnosis.
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Late complication of endoscopic
oesophageal tube insertion
Endo-oesophageal tubes have been used for 20 years to relieve
dysphagia due to oesophageal or high gastric malignancies.5 2 With
the advent of fibreoptic endoscopy the technique has been used
much more often, and recent refinements have included the develop-
ment of an introducer for the placement of a self-retaining Celestin
tube." We report a late complication of the use of such an introducer.

Case report

A 57-year-old man presented with a six-month history of progressive
dysphagia, which was found to be due to a malignant stricture from a
carcinoma of the gastric fundus. He was considered a poor surgical candidate
because of two previous cerebrovascular accidents resulting in a mild left
hemiplegia. He was referred for peroral Celestin tube insertion before
radiotherapy. The stricture was initially dilated with-Eder-Puestow dilators,
and two days later a Celestin tube was inserted using a Nottingham tube
introducer. The dysphagia greatly improved. After radiotherapy to a total
dose of 5656 rads to the left chest over the next month the patient remained
well and could eat small quantities of solid food.

Six months later he was readmitted with a 10-day history of central
colicky abdominal pain and vomiting. Plain and barium-meal radiographs
showed the Celestin tube apparently in the duodenum. At gastroscopy the
funnel of the tube was lodged in the pylorus. It could be pulled into the body
of the stomach, but repeated attemps to extract the tube completely were
unsuccessful. At laparotomy the proximal funnel of the Celestin tube was

Clinical details of two patients aged 55 and 74 years with infectious mononucleosis

Presentation Investigations

Symptoms Signs Abnormal Normal

Case 1 Sweating, rigors, confusion, dry cough Fever 39-2°C ESR 55 mmlh Full blood count, urea and electrolyte concentrations
Serum AST 137 IU I Toxoplasma and CMV serology
Serum ALT 93 IU; 1 T cell function
Serum bilirubin 31 ,umol I CSF
EEG low frequency Blood, urine 'sputum cultures

Gallium isotope scan

Case 2 Fatigue, malaise Fever 38 1°C, Serum AST 100 IU'1 FBC, U + E, ESR
atrial fibrillation, Toxoplasma and CMV serology
mitral regurgitation, Autoantibodies
hepatosplenamegaly Blood 'urine,'marrow cultures

Conversion: SI to Traditional Units-Bilirubin 10 ,±mol!l 0 6 mg/100 ml.
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