
Percutaneous nephrolithotomy: wisdom, dogma,
paradigm and myths surrounding puncture

A non-transpapillary technique [1] seems to facilitate access
to the kidney, the most crucial aspect of percutaneous
nephrolithotomy, compared to the classic transpapillary
method [2].

In modern times, the godfathers of percutaneous access,
Goodwin et al. [3], who illustrated a pyelostomy rather than a
nephrostomy in Fig. 2 of their 1955 article, should be
commended for their non-papillary puncture.

From the contemporary first accounts of ‘experience with a
central, noncalyceal puncture protocol for percutaneous
nephrolithotripsy’ [4] in 2017, a myth has persisted that has
carried through to all subsequent studies on the subject,
including the study by Lotfi et al. [1], that the ‘Current
understanding of anatomical background of percutaneous
access is based mostly on the very extensive documentation
by Sampaio’ [4].

By the time of Sampaio’s publications, 15 years after the
introduction of endoscopic PNL in the late 1970s, several
thousand PNLs had probably been performed worldwide
based on the transpapillary principle. The first instruments
specifically designed in 1980 for endoscopically controlled
PNL [2] followed two principles: Access through the least
vascularised part of the parenchyma and access with the
nephrosocpe into the collecting system at the point where it
is connected to the parenchyma, i.e. the collecting system
itself should not be injured. The aim was to avoid vascular

trauma and extravasation and also to reach even the most
peripherally located calyceal stone.

This was the reversal of the least traumatic way to place a
nephrostomy tube into the collecting system from the point
of view of a urologist influenced by having previously
performed open surgery. In the times of open surgery, a
forceps was pushed transpapillary from the calyx, an
anatomically preformed tract, to the surface of the kidney in
order to pull the nephrostomy tube into the collecting system.
In the late 1960s, John Wickham [5] added the open
transpapillary avascular multiple radial nephrotomies
technique for the removal of staghorn calculi to this decades-
old transpapillary technique. This was later refined by a team
at the University of Mainz, who performed staghorn surgery
without clamping the renal artery, utilising only transpapillary
access.

In PNL, I have not always hit the mark with a perfect
transpapillary approach when carrying out PNL, but was
sometimes happy simply to obtain access (Fig. 1). In one of
his many articles on open stone surgery, Wickham described
‘Large venous anastomoses . . . like collars around the calyceal
necks.’ In my experience and that of others (Tursunkulov
AN, Akfamedline University Hospital, Central Asian
University, Tashkent; personal communication), this
description fits the annoying venous oozing frequently
observed behind the nephroscope when using the non-

Fig. 1 ‘Happy to obtain access’ despite a transpyelic approach with subsequent renal displacement due to a mixed urinoma haematoma caused by

an artery lesion in the renal hilum.
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papillary access method, which can usually be stopped
temporarily by slightly angling the instrument and thus
compressing the open veins. As long as it is of venous origin,
this is only a temporary problem.

Otherwise, ‘Happy to obtain access’ seems to be a PNL rule,
as many others have already indirectly stated. For example,
Tahra et al. reported that ‘we puncture wherever we can to
achieve stone-free status and reduce unnecessary access. . .’ in
their 11-year experience of performing PNLs using non-
papillary access in 207 patients and papillary access in 69
patients [6]. Or, as Cracco and Scoffone wisely stated:
‘Consider also that endourologists routinely performing the
papillary puncture for PCNL for sure will not carry out
perfect punctures in 100% of the cases, therefore the current
literature actually includes the outcomes of thousands of both
‘real papillary’ and ‘semi-papillary’ punctures’ [7]. The
authors of the present study concluded [1]: ‘The non-
papillary approach could be considered in the context of a
different viable access gaining technique, especially when
papillary access is unfeasible or technically challenging.’

However, I am still not happy with ‘Targeting a larger area
(calyces, infundibulums and pelvis) than a single point (tip of
the calyx)’ [4]. The catastrophe does not have to occur
frequently, but it can have a significant impact on the
individual patient and the surgeon. Sampaio, who stated in
1988, based not on clinical but on experimental studies,
‘During endourological renal stone removal one of the most
neglected aspects is that of anatomy’ [8], should also be
requested to comment on the ongoing debate on the theory
and practice of anatomy.

Disclosure of Interests
The author has no competing interests.

Peter Alken

Klinik f€ur Urologie und Urochirurgie, Universit€atsklinikum
Mannheim, Mannheim, Germany

References
1 Amer ML, ElNasharty S, Elhalaby AE et al. The perioperative outcomes of

papillary versus non-papillary access in percutaneous nephrolithotomy.
BJU Int 2025; 136: 227–35

2 Alken P, Hutschenreiter G, G€unther R. Percutaneous kidney stone
removal. Eur Urol 1982; 8: 304–11

3 Goodwin WE, Casey WC, Woolf W. Percutaneous trocar (needle)
nephrostomy in hydronephrosis. JAMA J Am Med Assoc 1955; 157(11):
891–4

4 Kyriazis I, Kallidonis P, Vasilas M, Panagopoulos V, Kamal W, Liatsikos
E. Challenging the wisdom of puncture at the calyceal fornix in
percutaneous nephrolithotripsy: feasibility and safety study with 137
patients operated via a non-calyceal percutaneous track. World J Urol 2017;
35: 795–801

5 Wickham JE. Regional renal hypothermia. Ann R Coll Surg Engl 1971; 48
(2): 99–113

6 Tahra A, Sobay R, Bindayi A, Suceken FY, Kucuk EV. Papillary vs non-
papillary access during percutaneous nephrolithotomy: retrospective,
match-paired case-control study. Arch Ital Urol Androl 2020; 92: 50–2

7 Cracco CM, Scoffone CM. Comment on: ‘non-papillary percutaneous
nephrolithotomy for treatment of staghorn stones’. Minerva Urol Nephrol
2021; 73: 691–3

8 Sampaio BFJ, Mandarim-de-Lacerda CA. 3-dimensional and radiological
pelviocaliceal anatomy for endourology. J Urol 1988; 140: 1352–5

Abbreviation: PNL, percutaneous nephrolithotomy.

174 � 2025 BJU International.

Editorial

 1464410x, 2025, 2, D
ow

nloaded from
 https://bjui-journals.onlinelibrary.w

iley.com
/doi/10.1111/bju.16740 by U

niversity O
f C

ape T
ow

n, W
iley O

nline L
ibrary on [17/07/2025]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://orcid.org/0000-0002-4819-6757
https://orcid.org/0000-0002-4819-6757
https://orcid.org/0000-0002-4819-6757
radxa


radxa



	Outline placeholder
	 Disclosure of Interests
	 References


