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stones. He also presented positive RT-PCR for SARS-CoV-2 pri-
or to admission. Given the marked improvement and favorable 
evolution after starting antibiotic therapy with ceftriaxone, it 
was agreed to perform delayed cholecystectomy.

The two patients did not present any respiratory symptoms 
upon admission or during their hospital stay. Finally, they were 
discharged, once the absence of SARS-CoV-2 was confirmed by 
RT-PCR at 8 and 12 days after admission, respectively.

SARS-type coronaviruses mediate their intracellular en-
try through the receptor for angiotensin converting enzyme 
2 (ACE-2), which is present in various tissues such as the lung, 
liver or the gallbladder [1-3]. TMPRSS2 co-receptor is also es-
sential for viral entry, and it is widely found in gallbladder tissue 
[4,5]. Some publications have confirmed a relationship between 
SARS-CoV-2 and acalculous cholecystitis in patients with SARS 
CoV-2, and some of them have confirmed the presence of the 
virus by performing RT-PCR in the gallbladder tissue. Ying et 
al. performed RT-PCR of the bile fluid after percutaneous chol-
ecystostomy in a patient with acute cholecystitis without de-
tecting SARS-CoV-2 [6]. In contrast, Balaphas et al. confirmed 
by RT-PCR the presence of the virus in the gallbladder wall of 
a patient with cholecystectomy after an episode of acalculous 
cholecystitis and COVID-19 infection [7]. 

All these findings confirm the presence of SARS-CoV-2 in 
the gallbladder tissue, and the pathogenic mechanism of viral 
entry mediated by specific viral receptor in the cholangiocytes. 
Some authors have proposed calling this process “novel coro-
navirus cholecystitis” [8]. In any case, there are still many gaps 
in the knowledge of this specific form of presentation of COV-
ID-19. 

From April 2020 to February 2021 another 8 patients with 
lithiasic cholecystitis were admitted to our hospital being RT-
PCR for SARS-CoV-2 positive at admission. Even when there 
is a causative relationship between the presence of gallstones 
and the development of cholecystitis, it is reasonable to think 
in SARS-CoV-2 as a trigger of the acute inflammatory process. 
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Sir,

SARS-CoV-2 infection is commonly related to lung man-
ifestations, the most severe of them being acute respiratory 
distress syndrome. This infection can sometimes affect many 
other organs (central nervous system, heart, bowel, etc.) but 
diarrhea and abdominal pain are the main symptoms from the 
digestive point of view [1]. Acalculous cholecystitis has been 
reported as an uncommon complication following severe COV-
ID-19 pneumonia [2]. We report two cases of patients with 
SARS-CoV-2 infection without any respiratory compromise but 
being diagnosed of acalculous cholecystitis.

Patient 1 was a 87-year-old woman who came to the 
emergency department (ED) of our hospital complaining 
about fever and upper-abdominal pain. No other abdominal 
symptoms were reported and her respiratory exploration was 
completely normal. Examination revealed a positive Murphy’s 
sign and her blood test indicated a high white blood cell count 
and an elevation of acute phase reactants. An abdominal ul-
trasound revealed gallbladder’s wall thickening and a signif-
icant amount of perivesicular fluid; without gallstones. Prior 
to admission, following our hospital protocol, nasopharyngeal 
swab for RT-PCR for SARS-CoV-2 was performed and yielded a 
positive result. Endovenous piperacillin-tazobactam was given 
for 7 days, with good clinical evolution and it was decided not 
to operate.

Patient 2 was a 62-year-old man who came to the ED be-
cause of fever (39,1ºC), nausea and pain located in his right-up-
per abdominal quadrant. He did not complain about any res-
piratory symptoms. C-reactive protein, procalcitonin and blood 
leukocyte count were marked elevated. Blood cultures were fi-
nally negative. An abdominal ultrasound was performed, which 
confirmed an acute cholecystitis and did not visualize any gall-
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The pathological study of the gallbladder would be of interest, 
but all our cases were treated without surgery.

We cannot establish the true causative role of SARS-CoV-2 
in the pathogenesis of cholecystitis in our patients, and SARS-
CoV-2 infection could also be fortuity. Cholecystitis secondary 
to SARS-CoV-2 should be more frequent in moderate or severe 
COVID-19 but a mild disease could also trigger acute viral chol-
ecystitis without severe pulmonary disease, as we hypothesize. 

We finally suggest that cholecystitis could be the only 
manifestation of COVID-19, without associated respiratory 
symptoms. We propose that SARS-CoV-2 should be ruled out 
prior to admission by performing nasopharyngeal RT-PCR in 
every patient with cholecystitis with or without gallstones, in 
order to stop the spread and adopt specific measures for these 
patients.
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