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A tale of 100 kidney stones
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Figure 1 | A coronal view of the computed tomography scan
showing multiple stones in the right kidney and a stent in the

Figure 2 | Removal of more than 100 kidney stones via right
percutaneous nephrolithotomy.
A 58-year old woman with a history of Crohn’s disease sta-
tus post ileal resection and ileo-transverse colostomy and
recurrent bilateral nephrolithiasis presented to the emer-

gency department with nausea, vomiting, and right flank pain.
She also reported frequent episodes of diarrhea. Two months
ago, she underwent bilateral ureteral stent placement for an
obstructing 6-mm stone in the left distal ureter and significant
right stone burden. Physical examination at the time of this
admission was unremarkable. Her serum electrolytes were
normal, except for low serum bicarbonate of 16 mmol/l (22–
29 mmol/l). Her kidney function was at baseline. A computed
tomography scan of the abdomen showed a right greater-
than-4-cm stone with multiple small stones in the right renal
pelvis (Figure 1 and Supplemental Figure S1). She successfully
underwent right percutaneous nephrolithotomy with removal
of more than 100 stones (Figure 2), as well as right ureteral stent
exchange and left ureteral stent removal. She recovered well.
Kidney stone analysis revealed stones composed of 60% calcium
oxalate and 40% uric acid. A 24-hour urine supersaturation pro-
file showed hyperoxaluria, hypocitraturia, and normouricosuria.

left kidney.
1502
Crohn’s disease with diarrhea predisposes to calcium ox-
alate stones primarily because of enteric hyperoxaluria from
fat malabsorption and saponification resulting in usage of
calcium and less formation of insoluble calcium oxalate salts
in the intestinal lumen. There is thus increased gastrointes-
tinal oxalate absorption leading to increased urinary oxalate
excretion. Other factors include increased oxalate colonic
mucosa permeability and gastrointestinal tract decolonization
of the oxalate-fermenting bacterium Oxalobacter formigenes.
It also predisposes to uric acid stones as a consequence of
gastrointestinal bicarbonate loss from diarrhea and acidified
urine secondary to metabolic acidosis. Treatment consists of a
high-fluid, low-oxalate diet, supplemental calcium to limit
gastrointestinal oxalate absorption, and a urinary alkalinizing
agent, such as potassium citrate.
SUPPLEMENTARY MATERIAL
Supplementary File (PDF)
Figure S1. A sagittal view of the computed tomography scan
showing multiple stones in the right kidney.
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