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Abstract

We describe a 64-year-old woman with hypertension and
gastroesophageal reflux disease who presented with fever,
chills, and abdominal discomfort. Evaluation revealed an
obstructive right-sided ureteral stone with sepsis due to
Escherichia coli bacteremia. Urological intervention with
cystoscopy and ureteral stent placementwas performed. The
case was further complicated by hypercalcemia secondary to
primary hyperparathyroidism, likely contributing to recurrent
nephrolithiasis, and sepsis-associated thrombocytopenia.
A nuclear medicine parathyroid scan demonstrated a
right-lobe-adjacent mass consistent with adenoma. This
case highlights the intersection of obstructive uropathy,
infection, and metabolic abnormalities, underscoring the
importance of comprehensive diagnostic evaluation and
multidisciplinary management in patients presenting with
complicated urinary tract infections.

Introduction

Complicated urinary tract infections (UTIs) with
bacteremia carry high morbidity, particularly in the
setting of obstructive uropathy. Delay in recognition and
source control can lead to septic shock and multi-organ
dysfunction. Furthermore, recurrent stone disease
should prompt investigation for underlying metabolic
causes. We report a patient with obstructive ureteral stone
complicated by E. coli sepsis and incidentally diagnosed
primary hyperparathyroidism, illustrating the convergence
of infectious, urologic, and endocrine disease.

Case Presentation

A 64-year-old woman with hypertension and
gastroesophageal reflux disease presented with
abdominal pain, nausea, vomiting, and fevers for 3
days. On admission, she was tachycardic (HR 110), with

blood pressure 133/79 mmHg and temperature 38°C.
Laboratory evaluation revealed leukocytosis (WBC
15.5 x103%/uL), lactic acidosis, and thrombocytopenia.
Urinalysis was positive for infection with 20 WBC, 10-
20 RBCs and Positive Leukocyte Esterase and Nitrites.
CT abdomen and pelvis revealed an 8 x 4 mm proximal
right ureteral stone with right-sided Uretral Stone and
perinephric stranding (Figures 1 and 2).

Hospital course

The patient was started on IV ceftriaxone and
fluids. Urology was consulted, Infectious Disease and
Nephrology were consulted. Blood cultures grew E.
coli (2/2 bottles). Urology performed cystoscopy with
ureteral stent placement, confirmed fluoroscopically
(Figure 3). Infectious Disease recommended ceftriaxone
2 g IV daily.

Complications and workup

Hypercalcemia: Labs revealed Serum calcium 11.0
mg/dL with elevated parathyroid hormone (179 pg/mL)
and low 25-hydroxy vitamin D. Patient was treated with
IV Hydration and Zoledronic Acid. Nuclear medicine
parathyroid scintigraphy demonstrated persistent
uptake adjacent to the right thyroid lobe, consistent
with adenoma (Figure 4). General surgery was consulted
for possible parathyroidectomy.

Thrombocytopenia: Transient decrease in platelets,
consistent with sepsis-associated thrombocytopenia,
without bleeding.

AKI: Mildly elevated creatinine, consistent with
obstructive uropathy, which normalized after stent
placement.
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Figure 1: CT abdomen/pelvis (axial) showing patchy right renal cortical enhancement and perinephric edema consistent with
obstructive pyelonephritis.

Figure 2: CT abdomen/pelvis (coronal) demonstrating an 8 x 4 mm right proximal ureteral stone with right-sided hydroureter
and perinephric stranding.
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Figure 3: Intraoperative fluoroscopy image confirming placement of a right ureteral stent (arrowhead).
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Figure 4: Nuclear medicine Tc-99m sestamibi parathyroid scan (early and delayed anterior/oblique views) demonstrating
persistent uptake adjacent to the right thyroid lobe, suggestive of parathyroid adenoma

Table 1: Timeline of events.

Date WBC Hgb (g/ PIt (x10%/ Creatinine Ca(mg/ PTH (pg/ 3/|5tz(1(:1|:lr)| D Notes

(2025) (x10%/pL) dL) uL) (mg/dL) dL) mL) (ng/mL)

?;8)22 15.51 11.8 160 0.9 104 1 - - Admission; lactic acid 2.6 mmol/L
Aug 23 23.2 1t 11.8 160 0.9 104 1 - - Peak leukocytosis

Aug24 1171 1.4 147 | 08 11.0 1 ) ) rggi?rcalcemla noted; Platelets
Aug26 1047 116 168 07 1071 - 14 oo odieine parainyrold scan
Aug 27 7.1 18 193 0.7 9.8 1791 14} E;Hm::iged; Renal function

Date (2025): Event

Aug 22: Presentation with fever, tachycardia, abdominal pain. CT: 8x4 mm right ureteral stone. Blood cultures grew E. coli.

Urology placed stent. Started IV ceftriaxone.

Aug 23-24: Stabilization of sepsis; thrombocytopenia noted. Persistent hypercalcemia identified.

Aug 26: Nuclear medicine sestamibi scan: Right-lobe—adjacent persistent uptake (adenoma suspected). Surgery consulted.
Aug 27: Renal function normalized, lactic acidosis resolved. Continued IV ceftriaxone.

Sept 9 (planned): Completion of IV ceftriaxone. Endocrine surgery follow-up arranged.

The patient improved with antibiotics, stent
decompression, and supportive management, and was
discharged with outpatient follow-up for endocrine
surgery (Table 1).

Discussion

This case demonstrates the intersection of
obstructive uropathy, infection, and endocrine disease.
Obstructing stones complicated by infection represent
a medical emergency, with mortality up to 20-40%
without timely decompression [1]. AUA guidelines
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recommend immediate source control with ureteral
stent or percutaneous nephrostomy plus antibiotics [2].
Our patient underwent urgent stent placement with
clinical improvement.

E. coli is the leading cause of complicated UTIs,
responsible for 70-80% of cases [3]. Bacteremic UTls
carry higher morbidity [4], and empiric therapy with
broad-spectrum parenteral agents followed by de-
escalation is recommended [5]. IDSA guidelines support
ceftriaxone in stable bacteremic patients [6], as was
used here.
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The incidental diagnosis of primary
hyperparathyroidism (PHPT) was clinically significant.
PHPT is the most common cause of outpatient
hypercalcemia [7] and predisposes to nephrolithiasis
in 15-20% of patients [8]. Conversely, up to 5% of
stone formers have undiagnosed PHPT [9]. Excess
PTH increases bone resorption and renal calcium
reabsorption, producing hypercalciuria and stone risk
[10]. Tc-99m sestamibi scintigraphy, while nonspecific,
localizes adenomas with ~80-90% sensitivity [11].
Surgery is indicated in symptomatic PHPT, particularly
with nephrolithiasis, as it reduces recurrence and
prevents CKD [12].

Thrombocytopenia, seen here, complicates up to
45% of sepsis cases [13] and reflects consumption and
immune-mediated destruction. It is both a marker of
severity and an independent predictor of mortality [14].

In summary, this case highlights the importance
of prompt decompression in obstructive urosepsis,
recognition of systemic contributors to stone disease,
and multidisciplinary management. ldentifying PHPT
in a septic stone patient not only explained her
predisposition but also allowed preventive surgical
planning.

Learning points / clinical pearls

Obstructive urolithiasis with sepsis is a urologic
emergency requiring immediate source control.

E. coli bacteremia is the predominant cause of
complicated UTls.

Primary hyperparathyroidism is an underrecognized
cause of recurrent nephrolithiasis.

Nuclear medicine parathyroid imaging supports
localization but must be interpreted with
biochemical data.

Sepsis-associated thrombocytopenia is common
and prognostically significant.

Multidisciplinary collaboration ensures both acute
management and long-term prevention.
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