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Pleuropneumonia as the Sole Manifestation of Epstein-Barr VirusAssociated Infectious Mononucleosis
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EBV = Epstein-Barr virus

WBC = white blood cells

Ig = immunoglobulin
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may be referred to an infectious-disease specialist or an immunologist (also called an allergist/immunologist). You may need to see a
neurologist for EBV-related neurological complications. Epstein-Barr is the virus that causes mononucleosis. You might know this
disease better by its nickname, "mono." It's also called the "kissing disease" because of one way you can spread it to someone else.
Even though Epstein-Barr virus (EBV) isn't a household name, you've probably been infected without knowing it. Lots of people carry the
virus but don't get sick. Symptoms. Once you're infected with EBV, symptoms can take 4 to 6 weeks to show up. When they do, they're
often mild, especially in young children. Kids' symptoms may be more like those of a cold or flu. Teens often have more obvious
symptoms of mono. If you do get symptoms, most likely you'll have clinical syndrome associated with primary infection with Epstein-Barr
virus (EBV), commonly presenting with fever, pharyngitis, and lymphadenopathy1,2,3. infectious mononucleosis (IM) is rare when
primary infection acquired in childhood, but arises in up to 70% of adolescents and adults1,2,3. illness is typically self-limited, resolving
within 1-2 months in most patients1,2,3. Also Called. mononucleosis. mono. monocytic angina. manifestation epstein-barr. 4.
pleuropneumonia sole. 4. sole manifestation. 4. mononucleosis. 1. pleuropneumonia. 1. manifestation. 1. infectious. 1. epstein-barr. 1.
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