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RE: Percutaneous nephrolithotomy for isolated calyceal stones: How 
important is the stone location?
Yanıt: İzole kalis taşları için perkütan nefrolitotomi: Taşın yerleşimi ne derecede önemlidir?
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I read with great interest the article 
“Percutaneous nephrolithotomy for isolated 
calyceal stones: How important is the stone 
location?” by Ozgor et al.[1] This article high-
lights an interesting outcome of isolated caly-
ceal stones which were managed by percuta-
neous nephrolithotomy (PCNL). The isolated 
upper pole calyceal stone has been shown 
to have statistically significant difference in 
term of thoracic complications, longer neph-
rostomy duration, and hospital stay in com-
parison to middle calyceal stone. Besides 
that, post-operative bleeding also appeared 
to be higher and stone clearance rate was 
lower in upper pole puncture but there was 
no statistically significant difference between 
the groups. All those parameters suggest that 
the direct puncture for treating isolated upper 
pole calyceal stone has higher risks with 
lower effectiveness. In my opinion a definite 
conclusion cannot be drawn from this study as 
it was a retrospective review which had some 
limitations. In this study various modifications 
of conventional PCNL as a special measure 
was not clearly elaborated. The use of bal-
loon dilatation and single stage dilatation 
with Amplatz dilator was found to have less 
bleeding in comparison to serial Amplatz dila-
tation.[2] Whereas properly selected site and 
timing of the puncture was found to reduce 
the thoracic complications. Ko et al.[3] found 
that careful placing the puncture site at lateral 
half of the ribs will avoid pleural and supra-
costal puncture. Whereas, puncturing kidney 
during fully expiration will push the lung base 
two interspaces higher. Both tricks will avoid 
from puncturing pleura, thus reduce thoracic 
complications. On the other hand, Raza et al.[2] 
found that the efficacy of upper pole puncture 
was significantly higher than mid-pole and 
lower pole punctures in managing staghorn 

calculi whose incidence rates were 83%, 78% 
and 65%, respectively. They postulated that 
the ability of direct access to upper pole, 
pelvis and upper ureter contributed to higher 
stone- free rate.[2] Besides that, they also found 
that the upper pole puncture had no significant 
increase in complication rates.[2] Thus in my 
opinion upper pole puncture had more advan-
tages provided that careful precautions are 
taken during the procedure. 
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Parietal pleura, which adheres to the posterior 
part of 12th rib, is adjacent to the upper part of 
kidney that lies between posterior part of 11th 
and 12th rib. Conversely, the location of vis-
ceral pleura is elevated dramatically by breath-
ing, during deep inspiration, the visceral pleura 
stays at the level of the 12th rib, but at the level 
of 8th rib at expiration.[1] Due to anatomical 
characteristics mentioned above, supracostal 
puncture may traverse the pleural place, and 
cause intrathoracic complications. 

http://dx.doi.org/10.1111/j.1464-410X.2007.07388.x
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Recently, there is no strict classification for intrathoracic, and 
intrathoracic complications which varies widely according to 
different studies. Munver et al.[2] reported 7.1% and 23.1% inci-
dence rates for intrathoracic complications after percutaneous 
nephrolithotomy (PNL) with supra 12th and supra 11th rib access, 
respectively. They proved that access thorough 10-11 intercostal 
space is associated with increased pulmonary complications, 
16, and 46-fold higher than accesses thorough 11-12 intercostal 
space and subcostal plane. Similarly, Shaban et al.[3] encoun-
tered intrathoracic complications at an incidence of 33.3% with 
supra 11th rib access. Moreover, Lojanapiwat et al.[4] found intra-
thoracic complication rate as 15.3% following PNL performed 
through supracostal access. They concluded that PNL via upper 
pole is an effective approach, however, pulmonary complication 
rate is significantly higher with supracostal approach, similar 
with our study. 

Supracostal access allows direct visualisation of upper pole, 
ureteropelvic junction, proximal ureter, lower pole and it is indi-
cated for upper caliceal stones, staghorn calculi, in abnormal 
kidney and distorted lower calyceal anatomy. Recent studies 
using with supracostal access have not classified procedural 
success or complications according to indication of supracostal 
access.[3,4] Thus, we believe that it is not possible to directly 
compare our study with other studies. In Shaban’s study, supra-
costal access for upper calyceal stones was performed only in 
26.7% of their patients.[3] In parallel to that study, Lojanapiwat 
et al.[4] found supracostal access rate as 21.7% performed for 
calyceal stones. 

Stone- free status was accomplished in 93.1%, 92.9% and 
88.1% of the patients with lower, middle and upper calyceal 
stones, respectively, without any significant intergroup differ-
ence (p=0.537). Similar with our study, Shaban et al.[3] and 
Jun-Ou et al.[5] also achieved 88.9% and 84.6% success rates 
following supracostal PNL.  
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