
Case Presentation: 80 Year Old 

Woman with Sepsis of Unknown 

Etiology

Riley Pflomm, MS 3



Clinical History

• 80 year old female who was recently 

admitted for hypothermia and fall

• Transitioned to short term rehabilitation 

and eventually home the week prior

• Brought to the ED by her sister with fever 

and altered mental status where she was 

discovered to be non verbal and 

unresponsive to sternal rub



Clinical History

• PMH: Intellectual disability, DM2, HTN, 
hyperlipidemia, hypothyroidism, DVT (on Eliquis)

• PSH: None

• Medications: Docusate sodium (100 mg), 
Synthroid (175 mcg), pantoprazole (40 mg), 
apixaban (5 mg), atorvastatin (20 mg), ferrous 
sulfate (325 mg), metformin (1000 mg)

• NKDA

• Social Hx: Patient lives with sister who is her 
primary caregiver



In the ED

• In ED, febrile with T max 103.1, tachycardic, tachypneic

• Soft BPs Received 2 1Liter LR boluses. Also received: 1 
dose of Ceftriaxone and Vancomycin

• Normal WBC, low Hb of 8.1, Lactic acid of 2.4, K/Mg/Ca low 
(repleted via IV), BUN/Cr 33/1.8, UA indicating possible UTI

• Blood / Urine Cultures drawn

• Imaging performed including chest radiograph, CT of the head 
without intravenous contrast, CT of the chest, abdomen, and 
pelvis without intravenous contrast (due to renal insufficiency)

• Chest Radiogragh and CT of the Head were Normal 



Labs



Urine Cultures



CT of the Abdomen and Pelvis
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Final Reading

• Pleural thickening along 

posterior chest wall bilaterally. 

No evidence of focal 

consolidation, pleural effusion, 

or pneumothorax

• No mediastinal mass or 

lymphadenopathy

• No pericardial effusion

• Nonspecific perinephric fat 

stranding noted bilaterally

• Mild prominence of right renal 

pelvis
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Final Reading

• Normal liver, gallbladder, spleen, 

adrenals, and pancreas

• Non-obstructing bilateral renal 

calculi

• Mild bilateral 

hydroureteronephrosis

• Normal urinary bladder

• Rectosigmoid colon is distended, 

8 cm in diameter with wall 

thickening and adjacent fat 

stranding fecal impaction / 

constipation with stercoral colitis

• Normal small bowel 

• Appendix is normal

• No pneumoperitoneum





• Small bowel unremarkable with rectum/sigmoid colon dilation 

noted

• Dilation likely due to chronic constipation/fecal impaction and 

appears unchanged from previous images

• Proximal colon normal in caliber and appearance

Urinary bladder anteriorly 

displaced by the distended 

rectosigmoid colon



Blood Cultures 



Conclusion
• Blood cultures returned positive for gram negative bacteremia in all 4 

bottles (proteus mirabilis) as were urine cultures with a similar sensitivity 

pattern from her most recent hospitalization

• Suspected Etiology: Patient was previously noted to have had proteus UTI 

during last admission. We suspected that her stercoral colitis/chronic 

constipation caused bladder obstruction leading to a UTI and subsequent 

bacteremia/sepsis

• Patient was given GOLYTELY with good response, and improved from a 

sepsis standpoint although significant distension was still noted

• Transitioned to rehab with aggressive bowel regimen, oral potassium 

supplementation(for persistent low potassium likely secondary to bowel 

regimen), and oral antibiotics to complete a 14 day course of antibiotics for 

proteus sepsis/bacteremia


