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CLINICAL CORRESPONDENCE

Successful conservative 
management of 
campylobacter 

cholecystitis occurring 
post chemotherapy and 

rituximab: a rare disease 
entity

Ajay Gupta, Louise Teo

ABSTRACT
Campylobacter jejuni is commonly associated with gastroenteritis, but extremely few reports worldwide 
link it acute cholecystitis. These infectious complications can assume menacing proportions in the 
immunocompromised and need careful management. We present a report of such a case from Australia, 
successfully managed conservatively, without surgery.

Campylobacter jejuni is commonly 
associated with gastroenteritis,1-3 
but extremely few reports link it 

with acute cholecystitis.4-8 These infectious 
complications can assume menacing 
proportions in the immunocompromised, 
and need careful management. We present 
a report of such a case from Australia, 
successfully managed conservatively, 
without surgery.

Case
A 65-year-old gentleman having non-Hod-

gkin’s lymphoma Stage 4 was started on 
Rituximab, cyclophosphamide, vincristine 
and prednisolone (RCHOP). On Day 11 
of his second cycle of chemotherapy, he 
presented to the emergency department 
with a three-day history of severe right 
upper-abdominal pain, vomiting, high-
grade fever and diarrhea. The diarrhea 
was florid—16–18 episodes in a day, occa-
sionally bloody, but mostly watery and 
associated with tenesmus. He had cooked 
chicken stew approximately 36 hours prior 

to the onset of symptoms. On examination, 
he was dehydrated. He had a temperature 
of 39°C, associated with mild chills, and 
right upper-quadrant tenderness with 
positive Murphy’s sign.

He was initially started on piperacil-
lin-tazobactam 4.5g and metronidazole 
500mg intravenously every 8 hours for 
presumed febrile neutropenia. The patient 
had received peg-filgrastim, post chemo-
therapy and had an elevated neutrophil 
count of 14.72x109/L. Abdominal ultrasound 
reported features of acute cholecystitis, 
with gall bladder wall thickening and 
enlargement, mobile gallstones and small 
amounts of pericholecystic fluid. The region 
was tender to probe pressure (sonographic 
Murphy’s sign positive). Hepatic steatosis 
was also present. The common bile duct 
was not dilated, nor the biliary tree. There 
was no biliary sludge. The stool microscopic 
examination revealed pus cells and red 
blood cells, suggesting infectious colitis. 
A surgical consult was taken, but owing 
to his weak general condition, the patient 
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was deemed unfit for any surgical inter-
vention by the surgeons and was managed 
conservatively.

He was managed conservatively with 
intravenous fluids and small amounts of 
clear fluid orally for the first 72 hours, 
followed by institution of a low-fat, semi-
solid diet and oral rehydration therapy.

On the fifth day, the stool culture was 
reported positive for Campylobacter jejuni. 
Parenteral antibiotics were stopped and 
oral ciprofloxacin 750mg twice daily 
was started. Following this, his condition 
improved, and his clinical symptoms 
resolved over the next one week. His right 
upper-quadrant pain also subsided, coin-
ciding with the resolution of his diarrhea.

The patient was discharged home on 
ciprofloxacin for a total of two weeks of oral 
therapy. An ultrasound, repeated 10 days 
later, demonstrated complete resolution of 
the acute cholecystitis.

Campylobacters are common commensals 
in the gastrointestinal tract of animals, 
especially poultry. Campylobacter jejuni 
is known to cause gastroenteritis, colitis, 
septicemia, peritonitis, pancreatitis and 
gastrointestinal hemorrhage besides many 
extra-intestinal complications.1-3 However, 
association with acute cholecystitis is 
exceedingly rare.4-8

There have been 16 reported cases4-8 
(15 published and 1 unpublished poster 
report6) worldwide (none from Australia/
Oceania) that have linked Campylobacter 
infection with cholecystitis. The clinical 
presentation included abdominal pain 
in all, fever in nine, vomiting in eight, 
jaundice in two, septic shock with hypo-
tension in two and mortality in one case 
with advanced hepatocellular carcinoma. 
Diarrhea and pre-existing gall stones, as 
seen in our case, were described in six 
and seven cases, respectively.4-8

Three of the cases were treated conserva-
tively only with antibiotics, while the rest 
were managed with cholecystectomy. For 
Campylobacter infections, ciprofloxacin or 
macrolides are antibiotics of choice. Most 
notably, in one of the cases, the clinical 
condition of the patient continued to dete-
riorate after cholecystectomy and resolved 
only upon institution of specific targeted 
antibiotic treatment against C.jejuni.7

We do believe that successful conser-
vative management is possible in patients 
deemed unfit for surgery owing to poor 
general condition. Another alternative is 
percutaneous cholecystostomy.

Percutaneous cholecystostomy is usually 
indicated in patients who fail an initial 
trial of antibiotic therapy. However, 
gallbladder drainage by percutaneous 
cholecystostomy in conjunction with anti-
biotics may be used as initial treatment for 
very ill patients (ie, intensive care unit). 
The procedure is not without risk and in 
one retrospective review that included 
1,918 patients, 30-day mortality after 
percutaneous cholecystostomy was 15.4 
%, but only 4.5 % for cholecystectomy,9 
the difference being likely due to patient 
selection bias. Minor complications of 
percutaneous drainage include bleeding, 
catheter blockage and dislodgement 
(10–15%), and failure to resolve the acute 
cholecystitis (10%). 10 However, our patient 
responded promptly to change of therapy 
to ciprofloxacin, thus obviating the need 
for such a procedure.

Mobile gall stones were present in our 
case, but the liver function tests were 
normal. There was no biliary sludge or bile 
duct dilatation on ultrasound. There was 
an extremely strong temporal relationship 
between both the onset and the resolution 
of cholecystitis and gastroenteritis. As 
mentioned above, there was rapid and 
simultaneous resolution of cholecystitis, 
along with the gastroenteritis upon insti-
tution of C.jejuni specific antimicrobial 
therapy with ciprofloxacin. Diarrhea and 
pre-existing gall stones, as seen in our case, 
have been described in Campylobacter 
cholecystitis, as detailed in the review 
of literature above. Also, at least in one 
reported case, the diagnosis of Campylo-
bacter infection was based on initial stool 
culture rather than bile cultures post chole-
cystectomy.8 All these facts, taken together, 
strongly argue for both conditions having 
a common etiology in the form of Campylo-
bacter jejuni.

In patients with lymphoma, use of Ritux-
imab—a monoclonal antibody against CD 
20 positive B cells, adds to the immunosup-
pression and may have contributed to the 
severe manifestations seen in our case.
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Studies suggest strong association 
between fatal outcome and prescription 
of a third-generation cephalosporin for 
patients with Campylobacter (except C.fetus) 
bacteremia, especially in the immunocom-
promised.2,3 Thus, it would be prudent to 
provide anti-Campylobacter anti-microbial 

coverage presumptively in such situations, 
rather than wait for confirmatory investi-
gations so as to avoid serious complications 
especially in the immunocompromised, in 
whom there is greater likelihood of being 
deemed unfit for surgical interventions.
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