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Epstein–Barr virus acute 
acalculous cholecystitis

I thank the authors of the article titled 
“Epstein–Barr virus infection associated 
with acute acalculous cholecystitis in a 
20-year-old woman” for highlighting an 
interesting variation on the standard nar-
rative of acalculous cholecystitis.1 The 
thought-provoking angle was not the 
computed tomography (CT) imaging, but 
rather the description of a “benign” form 
of acalculous cholecystitis associated 
with Epstein–Barr virus infection. Given 
this, I would appreciate the authors’ elab-
oration on certain clinical aspects regard-
ing the case.

First, this patient has a noticeable 
derangement in liver enzymes. I won-
dered whether the patient was jaundiced.

Second, the case report seems to sug-
gest that the acalculous status of the 
patient was diagnosed on CT findings 
alone. Computed tomography is helpful in 
diagnosing the complications of acute cho-
lecystitis.2 However, CT scan has a low sen-
sitivity for detecting gallstones (39%–75%), 
which are usually radiolucent.3 Ultrasound 
has a 95% sensitivity and specificity for 
detecting cholecystolithiasis.3 Could the 
authors comment on this?

My last question relates to the man-
agement of acalculous cholecystitis 
which, in general, is known to have a high 
mortality rate. Acalculous cholecystitis 
has a multifactorial pathogenesis associ-
ated with substantial inflammation and 
necrosis of the gallbladder wall. The ulti-
mate cause of death is sepsis and multior-
gan failure from secondary infection with 
enteric pathogens and a high perforation 
rate.4 Wang and colleagues found, among 
other factors, a high leukocyte count 
(mean of 15.89 × 109/L) to be one of the 
important indicators of severe gallbladder 
complications and subsequent death.4 

The authors of this case report stated, 
“Most cases [of acalculous cholecystitis 
associated with Epstein–Barr virus] 
resolve spontaneously without antibiotics 
or surgical intervention” and imply that 
the diagnosis of acalculous cholecystitis 
associated with Epstein–Barr virus was 
made based on the clinical picture and 
imaging findings. How long did it take to 
obtain confirmatory antibody testing for 
the virus? In the interim, while waiting for 
test results, was this patient with acalcu-
lous cholecystitis and a leukocytosis of 
17.0 × 109/L on antibiotics?
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