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sensation of puncturing of the calyx at or near the
infundibula away from vessels.2,3   Thirty-six patients
with renal stones were subjected to PCNL in the
supine position. Their ages were ranged between 26
and 70 years.  They were comprised of 32 males and
4 females.  The stones distribution was 21 on the
left side and 15 in the right.  The size of the stones
ranged between 15 and 40 mm with an average of
25 mm. The degree of  hydronephrosis was mild in
15 cases, moderate in 17 and severe in 4 cases.
Localization of the pelvicaliceal system was through
retrograde pyelography using ureteric cathether. The
patient was pulled upward while a small pillow was
put under the kidney to be punctured raising it up to
30 degrees horizontally (Figure 1).  The table raised
to the level of the surgeon chest to facilitate surgeon
work in the sitting position.

The patient should be near the edge of the table to
make movement of the nephroscope easier.  The site
of the puncture and tract creation should be in the
posterior axillary line or slightly anterior. The
direction of the definitive needle should be from the
posterior axillary line directed anteriorly by 30
degrees horizontally aiming at puncturing the
posterior calyx.  Fasciotomy knife was used to cut
through the tract until the dorsolumbar fascia was
cut.  The Amplatz dilator No. 30 over the central
rod was used without the need for successive
dilation using Alkans dilators and the sheath was
passed over.  Stone disintegration using the Swiss
pneumatic lithotrite with spontaneous passage of
small fragments which is facilitated by the supine
position and big ones by 3 jaws forceps until the
stone appears free and then nephrostomy tube No.
22 was left.

Succesful operations were achieved in 32 patients
(89%), while failure in 4 patients. Puncture failure
in one,  losing the tract in 2,  while incomplete stone
removal in one.  The operative time was 40-120
minutes.  Blood transfusion was needed in 3

better access and tension free closure of the
abdominal approach might explain the higher failure
in the vaginal repair.
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ercutaneous nephrolithotripsy (PCNL) had been
settled as one of different ways for treating

renal stones and prone position is considered the
standard position.  They were afraid to considered
colonic injury as a major morbidity. We think this is
not related to the position in which the PCNL is
performed as the colon is anteromedially located in
relation to the kidney and to be injured should be in
retrorenal position and this case occurred if the
patient is slim and deficient of a retroperitoneal fat.
Even in the supine position, the colon is displaced
anteriorly away from the kidney. Also, some studies
reported that retrorenal colon is 2% in the supine
position and raised to 10% in the prone one.1

Percutaneous nephrolithotripsy in the supine
position may also encourage regional anesthesia
rather than general with easier access to intubation
if needed.  Serious bleeding is <1% which is similar
to that occurs in other position as the site of the
puncture is more laterally and you can follow the
needle comes from the periphery and the calyx
deformed and yielding in front of it giving you the

Figure 1 - Right kidney in supine position 
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acceptable complications and non-colonic injury
that was thought before.
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omestic violence is one of the most public
health problems throughout the world. Between

one quarter and one third of women from
differentcountries reported having been physically
abused within their families.1 Although violence
against women is widespread, efforts of its
documentation and quantification are hindered by
“cultural silence". In many countries, people
became conditioned to accept violence against
women as a legitimate means of settling conflicts.
Of women who maintain silence, it is believed that
their concerns for the honor of their husband and
family is the primary reason for staying quiet. The
isolation of women in violent situations deepens

D

patients. A complication in the form of colonic
injury on the left side was occurred in one case
which close spontaneously within 10 days. Residual
fragments <4 mm, occurred in 2 cases. Leakage
occurred in 3 patients which needed double J stent,
fever in one case and secondary hemorrhage
occurred in one case which responded to
conservative treatment.  No second look was needed
and hospital stay was ranged between 2 and 4 days
with an average of 2.6 days. No mortality was
recored.

Percutaneous nephrostomy was first described to
relieve obstruction of an obstructed kidney by
Goodwin and since then the procedure was
performed with increase frequency to extract renal
stones and proved to be safe and reliable. They
placed the patients prone may be to avoid the colon.
Some difficulties were faced in this position such as
subject discomfort, circulatory and ventilatory
difficulties and position changes.  When the patient
was prone the colon is pushed against the kidney
and may get behind it while in the supine the colon
remains away from the kidney from its anteromedial
position.3,4  From our study, we got only one colon
injury out of 36 cases which occurred in the
beginning (third case) and it might be because the
tract was more anteriorly; thus, the site of the
puncture should be on the posterior axillary line or
slightly anterior and also there was no colon injury
reported by few researches,5,6 which needs more
studies.

Success rate was approximately 89% in our study
which is acceptable and we made our tract through
the lower posterior calyx in all cases and we were
more comfortable to tackle the calyx easily as we
saw the needle comes from the periphery and how it
deformed in front of it.  Dilatation of the tract was
easy especially as we use the fasciotomy knife over
the guide wire so we jumped into the next step using
Amplatz 30 over the central rods then to the sheath.
Therefore, time was decreased in addition to that
decreased by no change in the position in addition to
the circulatory and ventilatory advantages. Others
can be reached like easy intubation, shortage of
time, and least radiation7 as the hands is away from
the field, good observation of the needle, slope of
the sheath which leads to spontaneous passage of
fragments which can be seen all over the surgeon
gown.  Also, small stones in the anterior calyx can
be dropped to the posterior calyx in front of the
nephroscope. Less bleeding also occurred as we
tackle the infundibula which is away from the
vessels and we only need blood transfusion in 3
patients postoperatively and we did not abandoned
the maneuver because of bleeding. Supine
position is safe for doing PCNL with good success
rate with many advantages such as shortening of
time, better ventilation, less radiation and other
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