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was transferred to the surgical ward and under‑
went urgent surgery due to progressive symp‑
toms of ileus. During the procedure, the gall‑
bladder turned out to be necrotic and a chole‑
cystoduodenal fistula was found. Laparotomy 
with concretion removal, cholecystoduodenal 
fistula closure, and cholecystectomy were per‑
formed. The postoperative course was compli‑
cated by the features of biliary fistula and re‑
laparotomy with the Kehr T‑tube insertion was 
necessary. After both procedures, the patient’s 
condition was severe and she was transferred 
to the intensive care unit for treatment and 
surveillance. There, she finally recovered af‑
ter several weeks.

This case is an example of a very rare type 
of gallstone ileus causing abdominal pain that 
could mimic the symptoms of uremia in a pa‑
tient with end‑stage kidney disease and a histo‑
ry unremarkable for gallstones. Metabolic ileus 
due to uremia or hyperkalemia was a more ob‑
vious reason of the presented symptoms. How‑
ever, numerous other causes were also possible, 
such as adhesions after surgeries, hernias, fe‑
caliths, intussusception, volvulus, and opioid 
overdose. This example points to the signifi‑
cance of broad differential diagnosis and con‑
sidering less obvious diseases and conditions 
especially in patients with multiple comorbid‑
ities. A very interesting example of an atypi‑
cal localization of gallstones was reported by 
Ohira et al,5 who described an impacted stone 
at the Vater ampulla. That patient suffered 
from epigastric pain resembling the symptom 
of pancreatitis. Retrograde cholangiopancre‑
atography was performed and demonstrated 
an enlarged Vater ampulla with gallstone de‑
position.5 Both cases show that establishing 
the diagnosis of such a frequent condition as 
gallstones may be tricky and cholelithiasis may 
lead to unexpected complications.

Gallstone ileus—a mechanical bowel obstruc‑
tion caused by the  displacement of a  gall‑
stone from the bile ducts or the gallbladder via 
the biliary enteric fistula to the gastrointesti‑
nal tract—accounts for 1% to 4% of all cases 
of ileus and represents an uncommon compli‑
cation of cholelithiasis.1,2 It occurs in 0.3% to 
0.5% of all patients with gallstones, more fre‑
quently in the elderly population and women.2,3 
Symptoms are nonspecific, common to all types 
of ileus. Characteristic patient complaints in‑
clude nausea, vomiting, constipation as well 
as abdominal distension and pain. Imaging is 
the basic method used to establish the diagno‑
sis. The treatment of choice is a surgery using 
an open, a laparoscopic, or a less common en‑
doscopic approach.1,4

Here, we present the case of a 48‑year‑old 
obese woman with chronic stage G4 / G5 kidney 
disease due to polycystic kidney disease, with 
comorbidities including hypertension, divertic‑
ulosis, epilepsy, and a history of thyroidectomy 
secondary to thyroid cancer. She was admitted 
to the nephrology department because of ex‑
acerbated renal failure and migrating abdomi‑
nal pain. The patient underwent hemodialysis 
treatment owing to a high urea level, hyperka‑
lemia, and oliguria. As the abdominal pain did 
not resolve, became diffuse, was accompanied 
by bloating and then fecal vomiting, urgent ul‑
trasonography was performed and followed by 
computed tomography. Imaging revealed fea‑
tures typical of bowel obstruction: computed 
tomography showed dilated loops of the small 
bowel, air‑fluid levels, and a round, calcified 
concretion of 25 mm in diameter in the ileum 
(Figure 1A–1C). Another, similar in size, concre‑
tion was detected in the gallbladder and accom‑
panied by the presence of air in the biliary sys‑
tem (Figure 1D–1F). Based on that, the diagnosis 
of gallstone ileus was established. The patient 
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Figure 1�  A–C – computed tomography in the coronal (A), sagittal (B), and axial (C) views showing calcified gallstones in the gallbladder (arrows); 
D–F – computed tomography in the coronal (D), sagittal (E), and axial (F) views showing calcified gallstones in the small intestine (arrows)
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