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Background: Organizing pneumonia has been causally related to various conditions such as drugs, infections, collagen vascular diseases, malignancies and radiation therapy. In the majority, however, no specific cause can be detected.  We described a patient who developed ventilator-associated organizing pneumonia, which was secondary to Cytomegalovirus (CMV) infection.
Case Report: A 64 y/o man of diabetes mellitus, hypertension, old pulmonary tuberculosis, chronic hepatitis B has dark-color stool passage and general weakness for 4 days. Upon the Emergency Department, a heart rate of 26 beats per minute was recorded with a blood pressure of 126/48mmHg. EKG showed tented T wave with bradycardia. An arterial blood gas analysis showed pH 7.159, HCO3 10.2 mmol/L, and base excess -17.1. Laboratory data included a blood urea nitrogen of 215 mg/dL, creatinine 15.47 mg/dL, K 6.55 mEq/L, CK-Total 781 IU/L, CK-MB mass 16.3 ng/mL, troponin I 21.08 ng/mL, S-GOT 1769 IU/L, S-GPT 4539 IU/L, white blood cell count 15,900/uL，hemoglobulin 11.3 g/dL, and platelet count of 98,000/uL. The patient had a smoking history for over 30 years. As respiratory failure with mechanical respirator support, he was admitted to an intensive care unit (ICU) on September 5 in 2012. The patient received continuous veno-veno hemofiltration for acute on chronic renal failure with hyperkalemia during with unstable hemodynamic status, which was replaced by maintenance hemodialysis after condition improved. A bleeding duodenal ulcer was found on gastroduodenoscopy. The temporary pacemaker was inserted on the 3rd day of ICU stay due to persistent junction bradycardia. On the 7th ICU stay, pneumonia on the right lung occurred. The sputum culture yielded Acinetobacter baumannii. Due to paroxysmal complete atrioventricular block, permanent pacemaker was implanted on October 9. However, the pneumonia did not improve. Bronchoscopic study was performed on October 18, showing some purulent sputum, some ulceration, granulomatous like tissue and swelling of the bronchial mucosa. The bronchoalveolar lavage fluid c culture yielded multiple drug-resistant A. baumannii. Meanwhile, the results of cytomegalovirus (CMV)-polymerase chain reaction (PCR) for the blood and sputum samples were positive. Intravenous ganciclovir was given. Then video- assisted thoracoscopic surgery decortication for pleural empyema and wedge resection of the lung were performed on October 25. The lung pathology revealed organizing pneumonia. The lung tissue culture did not yield any bacterial organism. Ganciclovir was shifted to oral form valganciclovir. The patient was then transferred to respiratory care center for weaning ventilator on October 30. However, he was transferred back to ICU as recurrent septic shock accompanied with severe metabolic acidosis 10 days later and he expired on November 12. The pneumonia persisted without significant resolution. The blood CMV-PCR remained positive. CMV pneumonia was confirmed by requested CMV immunohistochemical stain on previous wedge resection lung tissue and final lung necropsy histopathology revealed CMV inclusion bodies. 
Conclusion: CMV pneumonia could manifest as a form of ventilator-associated pneumonia in a non-immunocompromised patient, even with poor response to antiviral therapy. Earlier diagnosis with prompt therapy should be emphasized.






