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aDenoID DIseases
Adenoid diseases are quite common in childhood age. Most common 

are adenoiditis (adenoid inflammation), adenoid hypertrophy (growth) and 
tumors; fortunately, the latter ones are rare. 

symptoms of adenoid diseases:
– Difficult nasal breathing 
– snoring
– rhinolalia
– constant mouth breathing
– frequent long-lasting nose blockage
– sleep apnoe

If your child has these symptoms, you 
should consult an ENT doctor and have 
the child examined. Golden diagnostic 
standard of adenoid problem is flexible 
nasopharingoscopy, which is successful-
ly performed by the ENT doctors from the 
Department of Pediatric Otolaryngology 
of LRCCH “OHMATDYT”. Depending on the degree of the problem, adenoid 
diseases may require conservative or surgical treatment.

Indications for surgical treatment:
– chronic (more than 12 weeks) adenoiditis with rhinorrhea, despite at le-

ast 3-week antibiotic course 
– chronic (more than 12 weeks) sinusitis, despite at least 3-week antibiotic 

course 
– four or more episodes of recurrent adenoiditis with purulent otorrhea du-

ring past 12 months in children under 12 years
– chronic secretory otitis in children who are 4 years old or older 
– adenoid hypertrophy, detected endoscopically/radiologically, with symp-

toms of respiratory tract obstruction (obstructive sleep apnoe)



4

Every day in the Department of 
Pediatric Otolaryngology of LRCCH 
“OHMATDYT” we perform various 
types of adenoid-related surgeries. 
The most frequently performed sur-
gery is adenoidectomy. It is performed 
in two ways: classical and endoscopic 
one, developed and improved at our 
Otolaryngology Department. Quite fre-
quently adenoidectomy is combined 
with other surgeries on the pharynge-
al lymphoid tissue ring – reduction of 
palatine tonsils (tonsilotomy) and their 
removal (tonsillectomy) by means of 
traditional method or with the help of 
coblator (cold plasma surgery). Post-

surgery period after such interventions is relatively smooth, therefore our 
patients go home the next day after surgery.
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RHInosInUsITIs
Rhinosinusitis is inflammation of the nose and paranasal sinuses, char-

acterized by two or more symptoms, one of which must be nasal blockage 
or nasal discharge, as well as cough, pain / facial pressure, decreased / lost 
sense of smell in combination with endoscopic manifestations or changes in 
computer tomography. 

Prevalence of acute rhinosinusitis is very wide, thus it is difficult to esti-
mate exact frequency of its occurrence. The incidence of acute viral rhino-
sinusitis (cold) is very high. It is described that adults and children over 16 
have from 2 to 5 episodes of viral rhinosinusitis per year, while school-age 
children have up to 10 episodes per year. The share of acute postviral rhino-
sinusitis is from 17 to 21%. Approximately 0.5-2% of viral upper respiratory 
tract infections are complicated by bacterial infection. 

Rhinosinusitis symptoms:
– nose blockage
– nasal discharge
– cough
– decreased/lost sense of smell
– headache/facial pressure
– fever, weakness, loss of appetite

If your child has these symptoms, 
he/she needs ENT examination. Rhi-
nosinusitis is a clinical diagnosis, but in some cases complete examination 
of the child requires a CT scan of the nasal sinuses. 

There are a number of symptoms and signs that indicate a complicated 
course of acute rhinosinusitis and are an indication for immediate hospitaliza-
tion of the patient in a specialized pediatric otorhinolaryngology department. 

signs of rhinosinusitis complications:
– eye reddening and edema
– ocular displacement
– diplopia
– abrupt impairment of visual acuity 
– edema in frontal area
– strong pain in frontal area
– signs of meningitis, sepsis
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In most cases treatment of rhi-
nosinusitis is conservative, however, 
when rhinosinusitis is complicated, 
surgical intervention is necessary. 
The main surgical intervention in 
complicated acute or chronic rhino-
sinusitis, which is performed on the 
basis of the Department of Pediatric 
Otorhinolaryngology of the Lviv Re-
gional Children’s Clinical Hospital 
“OHMATDYT” is functional endo-
scopic surgery of paranasal sinuses 
(FESS – functional endoscopic si-
nus surgery). 
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acUTe oTITIs MeDIa
Acute otitis media (AOM) or otitis media is one of the most common 

childhood diseases in the world. Approximately 75% of children have ex-
perienced at least one episode of ear infection before school age. Of these 
children, most children have AOM before they become 2 years of age. The 
peak incidence is the age from 6 to 18 months. This pathology is the first 
reason to consult a pediatric otolaryngologist, as well as the most common 
indication for prescribing antibiotics.

symptoms of acute otitis media:
– earache
– acute onset
– otorrhea
– hearing loss
– fever
– breast feeding rejection, restles-

sness, ear rubbing – in infants

If all of a sudden your baby has these symptoms – immediately consult 
an otolaryngologist. An ear examination is mandatory to confirm this diagno-
sis, as there are a number of other diseases that can be masked by acute 
otitis media. Such examination will determine further treatment of your child. 
Treatment of acute otitis media can 
only be conservative (local and sys-
temic anesthesia, antibiotic therapy), 
and can be combined with surgery.

Ear surgeries performed in the 
Department of Pediatric Otolaryngol-
ogy of the LRCCL “OHMATDIT” are 
very diverse. Myringotomy is quite 
common: this is an incision of the ear-
drum to evacuate pus, which is pres-
ent in the case of severe acute otitis 
media. Tympanic membrane shunt-
ing surgery is an operation indicated 
for recurrent acute otitis media, when 
their frequency is 3 episodes in six 
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months or 4 in a year. Myringoplasty is the correction of tympanic membrane 
defects caused by frequent ear problems performed to improve the child’s 
hearing. 

It is worth noting that acute otitis media is dangerous because of their 
complications. 

signs of complicated acute otitis media:
– bulging external ear
– reddening and edema behind the ear
– dizziness
– nausea

The most common otogenic complication is mas-
toiditis. The Department of Pediatric Otolaryngology 
of the LRCCL “OHMATDIT” is the only department 
in the region dealing with such problems in children. 
Fundamental mastoiditis treatment is surgery – open/
closed antromastoidotomy together with tympanosto-
my, the combination of which reduces risks for lives 
of our patients. 
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HeaRInG loss
There are many different causes 

for hearing loss in children. In some 
cases, sudden hearing loss may re-
quire immediate medical attention of 
an ENT doctor. Understanding the 
possible causes, targeted exami-
nation and immediate treatment or 
counseling increases the patient’s chances for 100% recovery of hearing.

If you have some doubts about your child’s hearing, answer the following 
questions:
1. Does the speech of the child correspond to his/her age?
2. Does the child always understand your speech correctly?
3. How often does the child ask you to repeat?
4. How often does your child have ear infections?

causes of sensorineural hearing loss
Infection Viral and bacterial infections
Vascular Thromboembolism
Injury Fractures of temporal bones
Neoplastic process Primary and metastatic
Iatrogenic Induced by medications, radiotherapy  

or chemotherapy

causes of conductive hearing loss
Cerumen impaction
Foreign body
External otitis
Secretory otitis
Cholesteatoma
Middle ear tumours
Otosclerosis
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Treatment efficiency of such 
patients depends on the primary 
examination. Hearing problems 
can develop in one or two ears, can 
be congenital or acquired. Apart 
from otoscopic picture diagnosis in 
such cases is based on audiometry, 
tympanometry and CT of temporal 
bones.

Treatment of hearing loss of 
different origin can be both conser-
vative and surgical. In some cases 
such children need cochlear im-
plants or hearing aids. In the De-
partment of Pediatric Otolanringol-
ogy of the LRCCH “OHMATDYT” 
the doctors also perform a number 

of ear surgeries to improve hearing of our patients. Among them are: shunt-
ing of the tympanic membrane, myringoplasty and removal of ear neoplasms 
(cholesteatoma, etc.).
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acUTe appenDIcITIs In cHIlDRen
It may appear at any age and is more difficult to diagnose in kids than in 

adults as appendix inflammatory process in children develops much faster 
and more frequently is complicated with peritonitis.

acute appendicitis potential causes:
– Appendix anomalia – flexure, atypical lo-

cation;
– Foreign body in the intestinal tract, fe-

caloma, parasites;
– Other inflammatory processes of intes-

tines.

The first symptoms of acute appendicitis in chil-
dren is pain near  umbillicus, restlessness, nausea, 
loss of appetite and fever, impaired  bowel func-
tion that can manifest themselves already 12 hours 
after  the onset of the disease. With inflammation 
progress the pain moves  to the right low quadrant 
of the stomach or becomes extended,  with muscu-
lar defence and peritoneal irritation symptoms.  

Appendicitis symptoms may look different, de-
pending on its location and the very clinical form. 
– In retrocecal or retroperitoneal location, the pain may be mainly felt in the 

lateral abdomen or back, without clear local symptoms in the right iliac 
region. 

– In the subhepatic location, the pain may be in the right hypochondrium, 
or in the right iliac region with irradiation of pain in the back or hypochon-
drium. 

– In the pelvic position, when appendix is adjacent to the ureter or bladder, 
when the pain radiates to the groin area, there is frequent urination and 
dysuric phenomena. 

– With incomplete intestine rotation appendix is located in the left abdomi-
nal quadrant.



12

Apart from lab tests diagnostically informative are such diagnostic meth-
ods as ultrasound, abdominal cavity or appendix Х-ray or CT. Currently very 

helpful is the ultrasound diagnostics 
of the acute appendicitis, especially 
with its abnormal location and pres-
ence of infiltrate, abscess, thicken-
ing of its wall, foreign body detection, 
presence of free liquid in the abdomi-
nal cavity and exclusion of other pa-
thologies. 

In our Lviv Regional Children’s 
Clinical Hospital “OHMATDYT” (hereinafter LRCCH “OHMATDYT”) acute 
appendicitis and its complications is treated with both open, and laparoscop-
ic method. Recent years show prevalence of minimum invasive method of 
appendectomy.  

Laparoscopic appendectomy is 
performed through 3 small punctures 
3, 5 and 10 mm long, one of which is 
located in  the umbilicus, in mesogas-
trium parallel to the umbilicus to the 
left and in the left iliac area. Video-
camera and special tools, with which 
the surgeries are performed, are in-
serted through these punctures.

advantages:
– Clear cosmetic benefits, such punctures are almost invisible. 
– Rehabilitation time and return to physical activities is shorter than with 

open surgery. 
– Significant benefits with atypical location of the appendix. In open sur-

gery the incision is several centimeters larger, which is not the case with 
laparoscopy.

– Reduces the risk of infection introduction and other complications – ad-
hesions, hernias.

– Less traumatic for overweight and obese patients.
– Better hemostasis management
– Less traumatic for muscular and cutaneous tissues. 
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Additional advantage of laparoscopic access is the possibility to exam-
ine the whole abdominal cavity, uterus and its appendages. In case there 
is gynecology pathology, it is possible 
to immediately correct it using the 
same ports, and if the appendix is un-
changed, it is not removed. 

Thus, in cases that raise some 
doubts we can do diagnostic  laparos-
copy for differential diagnostics of oth-
er acute surgical pathologies of both 
abdominal cavity and pelvic organs. 

After detection, appendix is removed from 
the surrounding tissues and separated from the 
cecum and mesoappendix. Sometimes appendix 
removal requires application of the retrograde lap-
aroscopic appendectomy technique. In this case 
first of all the head of the appendix is removed, 
it is separated from the cecum and ligature is ap-
plied and only later it is separated from the meso-
appendix. 

During appendicitis surgery, surgery time depends on the location of 
the appendix and other aspects. On average, it lasts from 30 minutes up to  
1,5 hours. 

post-surgery period:
As a rule, rehabilitation after non-

complicated appendicitis in the hospi-
tal takes 1-2 days. Complicated with 
peritonitis – up to 7 days.

prevention of appendicitis and 
its complications:
1.  Proper nutrition of children and 

adolescents – avoiding overeating, limited consumption of fried, smoked 
foods and fast food. Fiber- and vitamin-rich diet following age-related 
requirements and frequency of food consumption.

2.  Prevention of chronic constipation.
3.  Prevention of helminthic infection. 
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4.  No self-treatment – uncontrolled usage of antibiotics, analgetics, meth-
ods of non-protocol medicine («hot water bag on the stomach», warm 
water enema, etc.)

5. Timely consultations of a doctor – prevention of various complications of 
acute appendicitis, namely:

 – general peritonitis; 
 –  post-surgery adhesive processes causing acute and chronic bowel 

obstruction (disability of the patient); 
 – infertility in future;
 – significant increase in the cost of complicated appendicitis treatment.
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palMaRy HypeRHIDRosIs

Hyperhidrosis is the condition characterized by abnormally excessive 
sweating exceeding one necessary to regulate body temperature. Hyper-
hidrosis can be related to worsening of life standards from psychological, 
emotional and social point of view. 

Hyperhidrosis can be classified into: 
– Primary (idiopathic);
– Secondary – after a certain disease (hy-

perthyreosis, diabetes mellitus).

Depending on the prevalence: 
–  Local (palmary, axillary); 
–  Widespread. 

Depending on the course of the disease:
–  Compensatory (after sympathectomy sur-

gery in case of palmary hyperhidrosis); 
–  Emotional or caused by physical factor; 
–  Nocturnal (during sleep). 

our experience of treating such pa-
tients:

Such surgeries are conducted since 2015-
2021, among the patients who had surgery 
there are 34 boys/men and 45 
girls/women from 8 to 47 years old. 

Conservative methods (botox 
injection, local treatment, alumi-
num-high antiperspirant) give tem-
porary result. 

In LRCCH “OHMATDYT” we 
perform bilateral selective thora-
scopic sympathectomy. Such sur-
gical intervention is performed on 
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both sides of  the chest along the midaxil-
lary line with  3 or 5 mm incisions, insert-
ing 2/3 of portacath. 

Phased electrical destruction of nerve 
fibers is conducted with ultrasonic scalpel 
along the inferior rib edge with aspiration 
of air from pleural cavity. 

we measure palm temperature before and after surgery:

before after

Palms become dry and warm immediately after the surgery and continu-
ously remain in such condition. 

In post-surgery period sometimes one can observe residual pneumo-
thorax and development of compensatory hyperhidrosis – (back, back part 
of the thigh) which is well tolerated, considered socially more tolerable than 
palmary hyperhidrosis. 
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Профілактика гіпергідрозу:
As this disease is characterized by 

congenital nature and often involves 
hereditary aspect, disease prevention 
measures are the following:
1. Wearing clothes from natural 

fabric and leather shoes. 
2. Avoiding medications whose 

side effects may enhance hyper-
hidrosis.

3. Stress reduction and doing autotraining.
4.  Promoting knowledge about idiopathic hyperhidrosis of palms and feet 

that will result in decreased number of unnecessary and sometimes even 
harmful recommendations and consultations of a neurologist/psycho-
neurologist.
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conGenITal conDITIon.  
HolloweD cHesT (pectus excavatum)
The most common type of chest deformation that manifests itself when 

the child is born and more often happens in boys. 
Among the causes are con-

genital deficiencies of rib  carti-
lages, syndrome of undifferenti-
ated connective сполучної tissue 
dysplasia, with breastbone and 
lower rib cartilages зігнута bent 
to the spine. Also there is genetic 
factor, presence of Марфана 
серця. concomitant scoliosis or 
Marfan syndrome, cardiac valve 
pathology.

When the child grows, deformation increases and children may have 
physical developmental delay. 

There are following deformation degrees:
1st degree – deformation depth is up to 2 cm, without heart displace-

ment.
2nd degree – deformation depth is up to 4 cm, with heart displacement 

up to 3 cm to the left. 
With 3rd-4th degree of deformation there can be changes in cardio-

vascular and respiratory system because of the hollowed breastbone which 
presses on the heart and great vessels, dislocating them to the left. 

Deformation of the 1st degree can be corrected in a non-surgical way 
with the help of special gymnastics or certain kinds of sport. Other deforma-
tion degrees are corrected with surgical methods. 

Optimal age for surgical treatment is 12-16 years. 
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Since 2005 LRCCH “OHMATDYT has been correcting this pathology 
with the help of metal sternal chondro distraction by Nuss-Park technique 
with videothorascopic control, when post-thoracic tunnel is created for metal 
element insertion and fixation (one or two plates, with or without fixator). Our 
surgical team slightly modified this surgery, making this intervention easier 
and ensuring better post-surgical rehabilitation.

Post-surgical X-ray of the patient – 
plate is in the area where breastbone 
 is sunken the most and additional fix-
ator on the left.

Post-surgery anesthesia is done 
by means of elastomer pump, an-
esthetics administration rate can be 
regulated by the patient depending 
on the pain syndrome. 
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In 2-3 years the second surgery stage is conducted  – the plate is removed. 
 After plate removal the correction achieved is  in place. 

During the second surgery inci-
sions are made in the  same place on 
top of the old cicatrices, thus, there 
are  no new scars. 

prevention of the hollowed chest (chest deformation in general):
1.  Timely seeking medical advice (consultation of a professional doctor 

specializing in this condition).
2. Doing physical exercises, going in for sport (swimming, water polo, row-

ing, skiing, pilates). 
3. Recommendations to take up music classes (playing wind instruments – 

flute, saxophone, reedpipe, trumpet).
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InGUInal HeRnIa In cHIlDRen
Inguinal hernia in children is one of the most common pathologies en-

countered by children’s surgeons both during scheduled and urgent surgery. 
It is more common in boys than in girls (10 times more frequent) which is 

related to testes descent through the inguinal canal.

Inguinal hernia in children’s surgery in the majority of cases is con-
genital developmental issue when abdominal organs – bowel in boys in girls 
also ovary, penetrate through the patent open 
peritoneal

diverticulum, which leads to the trauma of 
the organs, and in case they are pressed – to 
the organ necrosis.

Hernia can be acquired due to weakness, 
underdevelopment of muscles and connective 
tissue of the abdominal wall, when hernia pro-
trusion goes through the inguinal fossa. Such hernias mainly occur in teen-
age years due to physical activity. 

One can suspect inguinal hernia on the basis of anamnesis data and 
objective examination, such as:
–  soft round mass in the groin, scro-

tum and in the area of outer labia, 
which usually does not cause any 
pain but causes discomfort; 

–  protrusion becomes noticeable or 
grows in size, when the child is 
strained: crying or coughing (cough 
impulse);

–  in lying position or when the child is 
relaxed,the mass decreases in size or disappears.
When inguinal hernia is not complicated, the bowel may freely move 

outward or inward through the enlarged inguinal ring. 
strangulated hernia is a dangerous condition, when it is impossible 

to reduce organs back into the abdomen. 
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clinical manifestations of strangulated hernia:
–  sharp abdominal pain, no passage 

of flatus;
–  hernia protrusion becomes tense, 

painful, with hyperemic skin, her-
nia cannot be reduced into the ab-
domen;

–  general condition of the child is im-
paired, the child is restless, there 
may be nausea, bloating, high 
body t .

surgical treatment
Optimal time for surgery is from three months up to 5 years of age, if 

hernia is not strangulated. In other cases it is urgent surgical treatment.
In our hospital we apply low in-

vasive method of surgical treatment 
of this pathology – laparoscopic 
hernio plasty based on p.I.R.s. 
(percutaneous Internal Ring 
suturing).

Laparoscopic intervention is per-
formed not by means of inguinal ca-
nal incision, but by applyingpercuta-
neous internal ring suturing through 

one 3-5 mm puncture above the ring and inserting optical tool through the 
umblicus, such a puncture is sutured with internal suture and is almost  
invisible. 

The advantage of this surgical 
intervention is that we can examine 
the opposite inguinal ring and if we 
expand it, it is possible to perform si-
multaneous correction on both sides.

After such surgery the pain syn-
drome is significantly low, aestheti-
cally the area looks better and in the 
evening the  child may leave the hos-
pital.
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prevention of inguinal hernia and its complications:
1. Inguinal hernia in children is 99% congenital pathology. 
It is most common in very premature and premature infants, thus prevention 

of premature labor and good prenatal care (by obstetrician gynecologist) 
hypothetically minimizes in future the risk of inguinal hernia in kids. 

2. Prevention of chronic constipation and bowel infection.
3. Early detection and dynamic observation of physiological hydrocele in 

newborns.
4. Prevention of hernia strangulation – if it is diagnosed, it is recommended 

to do conditionally scheduled intervention 1-2 months after the diagno-
sis.

Urological services in the hospital.
–  700-800 surgeries every year; 
–  more than 100 complicated reconstructive surgeries on urinary and geni-

tal systems every year;
–  surgeries on newborns; 
–  surgical treatment with maximum organ saving procedures. 

complex reconstructive surgeries in: 
–  hydronephrosis
–  megaloureter
–  vesicorenal reflux
– doubling of urinary tracts
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–  hypospadia; 
–  epispadia; 
–  hermaphroditism

low invasive endoscopic and 
laparoscopic surgeries in:
–  hydronephrosis;
–  segment hydronephrosis;
–  cystic kidney dysplasia;
–  posterior urethral valve;
–  abdominal cryptorchidism;
–  varicocele;
–  ureterocele.

We cooperate with pediatric urologists from: 
the USA;
Canada;
Great Britain;
Poland
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IMpoRTanT IssUes aboUT THe boys  
(advice for parents)

Child birth is one of the most important events in our life. There are some 
general actions to be taken while taking care of any child to enshure his/her 
health and development. But there 
are more delicate, more intimate sex-
dependent things to be addressed 
when the child is born.

Unlike those of girls, boys’ genital 
organs have more complicated struc-
ture, more complicated formation 
process during intrauterine period 
and require more powerful hormone 
impact of fetal testosterone. Experience shows that gender-related “breaks” 
in boys occur much more often. It can be explained by the fact that develop-
ment of male genital system is extremely sensitive to negative external and 
internal factors, and thus, it is more vulnerable. Birth of a boy requires more 
attention on the part of the doctors of obstetric departments, pediatricians 
and family doctors, and sometimes better knowledge and more work on 
teaching parents childcare issues. First of all, it is necessary to pay attention 
to the size and symmetry of scrotum, 
presence of both testicles. To check 
this, one can tenderly palpate the 
right and left side of the scrotum and 
respective testicle.

It is necessary to once again ex-
amine inguinal area: whether there is 
no aasymetry because of tumour-like 
bulging; pay attention to the size and 
form of penis – for it not to be curved, 
foreskin slit, narrowing of its orifice, 
enlargement during urination, where 
there is opening of ureteral orifice. It is necessry to draw parents’ attention 
to the importance of observing the boy’s urination, his behaviour during this 
process, width of urine stream, duration of urination, and if something catch-
es their attention, go to the doctor dealing with urinogenital “problems” of 
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boys – pediatric urologist: it is better to 
be on the safe side than miss an impair-
ment that may ruin the life of the child.

In the practice of pediatric urologist 
the most common genital diseases in 
boys, mentioned by parents and requir-
ing medical assistance, are phimosis, 
foreskin adhesions (synechias), hydro-
cele and funiculocele, cryptorchidism 
(undescended testicle), hypospadia 

(opening of the external urethral orifice in an untypical place with penis de-
formation), varicocele.

Experienced pediatric urologists of “OHMATDYT” will help your sons in 
case of necessity.

Testicular pain
One of the most common problems in boys of any age is testicular pain 

which may be a sign of various diseases and in all cases requires consul-
tation of a pediatric urologist or pediatric surgeon to prevent reproductive 
dysfunction of this organ.

Among the causes are: 
– Inverted testis, 
– Inflammation of testis or epididymitis, 
–  Hydatid torsion (appendix of testis),
– Infections (epidemic parotitis), 
– Congenital diseases ( cyst, hernia, hydrocyst, varicocele),
–  Testicular tumors.

Inverted testis
It should be considered that acute testic-

ular pain in child is caused by inverted testis 
unless diagnostic process shows a different 
cause. The symptoms are sudden pain that 
can be initially felt in the lower part of the ab-
domen and only later in scrotum, as well as 
sudden one-sided scrotum edema. Examina-
tion shows that testis is lifted into the upper 
part of the scrotum or is in a horizontal po-
sition. Meanwhile the boys may be restless, 
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walk with their legs apart, have repeated 
fits of nausea. But at the initial stage strong 
testicular pain can be the only manifesta-
tion. 

Hydatid and epididymis torsion, as 
well as epididymitis (epididymis inflam-
mation) may resemble inverted testis, but 
clinical picture is developing slower. Quite 
frequently differential diagnostics can be 
done only during surgery. The child is hospitalized with a diagnosis “acute 
testis condition”, which is a combined notion.

Treatment of inverted testis is an urgent surgery aimed at detorsion and 
fixation of testes in the middle of the scrotum (during first 6-8 hours from the 
onset of a disease). With untimely diagnostics and belated surgery testis 
necrosis can be found and removed. In case of hydatid torsion the latter is 
removed and, if it is necessary, serous testicular cavity is drained, if there are 
signs of secondary orchoepididymitis.

epididymitis (epididymis inflammation)
Swelling and painfullness are noted in the area of   the epididymis, but the 

testicle can also be painful. The scrotum is often swollen, red and hot to the 
touch. Among the common symptoms of urinary disorders are pain, burning 
and frequent urination. 

The most common cause of this condition is a urinary tract infection. In 
children epididymitis is most likely caused by infected urine entering the vas 
deferens. Particular attention should be paid to children with enuresis and 
difficulty urinating. 

In all age groups of patients urethra manip-
ulations, such as constant catheterization, are 
epididymitis development risk factors. 

Initial treatment in children is conservative 
and involves antibiotics and local therapy. No 
effect is indication to surgery.

Orchitis (testis inflammation)
The clinical picture resembles epididymitis. 

Edema is located exclusively in the testicles. 
Orchitis is very rare in those countries where 
parotitis has disappeared due to vaccination, 
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but may be associated with epididymitis (orchoepididymitis). Differential di-
agnostics of orchitis and inverted testis sometimes is quite complicated (in 
case of the smallest doubts, the patient should be immediately taken to hos-
pital). 

Varicocele
In older children there are symptoms of visible varicose veins of the 

pampiniform plexus of the spermatic cord in the left part of the scrotum, and 
sometimes testicular pain. In the majority of cases the disease causes fertil-
ity decrease. As a rule, needs surgical treatment.

It is worth noting that testicular 
pain can be a sign of tumour or other 
serious diseases, therefore, the child 
should be examined by a pediatric 
urologist.

Every year more than 100 surgi-
cal interventions on testicular pain 
syndrome and signs of “inflamed” 
scrotum are successfully performed 
in LRCCH “OHMATDYT”. Later the 
boys are supervised by the pediatric 
urologist. 

Varicocele
Varicocele is an enlargement of the testicular vein due to the impairment 

of venous outflow. Most frequently this pathology appears in teenage boys 
and in the majority of cases develops on the left. It occurs due to the fact that 
left testicular vein in all men falls into the left renal vein, and in case of vein 
patency impairment (congenital narrowing of the vein, vein compression in 
the aorta mesenteric “clamp”) there is a massive discharge of venous blood 
from the renal vein pool into the pampiniform plexus of the left spermatic 
cord.

what are the symptoms of the disease? 
As a rule, there are no complaints. Sometimes boys feel discomfort or 

heaviness in the scrotum area. Usually pathology is detected in teenage age 
during medical checkup, in military recruitment office, or during groin area 
examination by the teenagers themselves. 
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The main symptom 
of varicocele is an en-
largement in the size of 
the left half of the scro-
tum. Examination often 
shows varicose veins of 
the left testicle, which 
are well contoured in 
the form of a «plexus of 
worms» through the skin. 
Ultrasound diagnosis of 
the left kidney vessels and left testicle is used for additional examination. In 
children there is no sperm research, which is crucial for determining treat-
ment tactics in adults. This is done from the age of 18. 

why is this disease so serious?
Testicles perform two main functions: 

sperm synthesis for reproduction purposes 
and synthesis of testosterone – extremely 
important hormone. 

Varicocele does not limit working ca-
pacity and does not reduce the quality of 
life. However, there is one crucial issue! 
Typical complication of varicocele is male 
infertility.

Is surgery necessary in all cases?
A child should be examined by a pedi-

atric urologist. In mild cases surgery 
is not indicated. Absolute indications 
for the surgery are the following ones: 
decrease of testicle size, constant 
pain syndrome, severe varicocele. 

Every case requires individual 
approach to examination and treat-
ment. Surgery can be performed with 
subinguinal mini-access (Marmar 
technique) or with laparoscopy.
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Pediatric urologists of LRCCH 
“OHMATDYT” know perfectly well all 
the surgical techniques used to treat 
these conditions. 

Hydrocele and funiculocele
Hydrocele and funiculocele are 

very common childhood diseases, 
which are associated with the process 

of intrauterine immersion of the testicle from the abdominal cavity of the fetus 
into the scrotum, when canal of peritoneal diverticulum remains open in the 
spermatic cord. With the birth of a boy, when the process of the testicle de-
scending into the scrotum is over, the peritoneal diverticulum should normally 
close – get obliterated. If this does not happen, then there is a connection 
between the serous cavity of the testicle and the abdominal cavity, there is 
serous fluid flowing from the abdomen into the testicular cavity – resulting in 
hydrocele.

what is especially serious about hydrocele and funiculocele? 
High pressure of liquid leads to the compression of testicle and vessels 

in the spermatic cord, lymph and blood circulation impairments in the very 
testicle. Moreover, presence of liquid affects temperature regime of the envi-
ronment around testicle, to which the testicle is very sensitive. If medical aid 
is provided untimely, sclerotic process will develop in the testicular tissue, 
and big hydrocele can lead to the testicular atrophy. In its turn, it may lead to 
serious problems in adulthood.

clinic and diagnostics
Generally, disease is diagnosed after birth al-

ready in the maternity unit and it has even, “quiet” 
course of the disease. Hydrocele and funiculo-
cele can be unilateral (more often) or bilateral. 
Its manifestation are scrotum parts enlargement, 
and with bilateral hydrocele — enlargement of the 
whole scrotum. In most cases palpation shows 
elastic consistency. Often after sleep its size de-
creases or it disappears completely (the fluid has 
passed into the abdominal cavity), but by the end 
of the day hydrocele restores its previous volume. 
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As a rule, the child’s condition is not dis-
turbed. Hydrocele can also be acute when 
it becomes tense due to a mismatch be-
tween the volume of fluid coming from the 
abdomen and the capacity of the hydrocele 
cavity. The child becomes restless, loses 
appetite, moves his legs. Hydrocele size 
increases significantly, and on palpation it 
is very hard, dense, tense. In such cases, it is necessary to distinguish be-
tween severe hydrocele and funiculocele from strangulation of the inguinal 
or inguinal-scrotal hernia. 

Sometimes there are cases when the symptoms of hydrocele and funicu-
locele appear not when a child is born, but later – after 1-2 years of age, and 
parents often ask: “How could this happen, why?”. Doctors should explain 
that sometimes congenital hydrocele is in an inactive state, when the walls 
of the peritoneal diverticulum canal from birth are close to each other, touch 
each other, stick together, but are not glued, and the canal is not skinned 
over. It exists, but it does not function. Any factors resulting in an increase in 
intra-abdominal pressure (coughing, constipation, lifting heavy objects, etc.) 
and sometimes trauma of the groin area lead to the ungluing of the canal 
walls, and abdominal fluid flowing to the testicle. 

Treatment
If the course of varicocele is favorable, then self-healing of a child aged 

1-1.5 years may occur. If the disease has not disappeared after this pe-
riod or varicocele first appeared after the age of 1 
year, it is necessary to carry out surgical treatment. 
Children with severe or tense varicocele who are 
under 1 year old are indicated a puncture of the 
varicocele cavity with fluid evacuation and appli-
cation of a compressive bandage to the scrotum. 
Sometimes it is necessary to perform repeated 
punctures. If it does not produce any effect and 
varicocele progresses, then pediatric urologist de-
cides on surgical treatment at an earlier age (up 
to 1 year of age). Pediatric urologists at LRCCH 
“OHMATDYT” know all the surgical techniques to 
treat this disease. 
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cryptorchidism
This is one of the most common genital ab-

normalities in children, which is characterized by 
the absence of one or both testes in the scrotum. 
Approximately 4–5% of boys are diagnosed unde-
scended testes at birth, but in more than half of cas-
es the process of testicles descent in to the scrotum 
continues during the first 3 months of life, then the 
frequency of the congenital cryptorchidism is 1–2%. 

why is cryptorchidism a serious condition?
The danger of this disease is that location of the testicle or testicles in 

an atypical place leads to their mechanical compression by the surrounding 
tissues (which is not the case in the condition sac – scrotum) and to the viola-
tion of temperature (the scrotum temperature is always below the groin area 
temperature, abdomen temperature or other places where the testicle may 
stop). These are mechanical and temperature factors that cause dystrophy 
and atrophy of the germinal epithelium, which is responsible for the forma-
tion and maturation of germ cells, and hence for future offspring, and these 
factors cause dysfunction of cells that produce male sex hormones and give 
the body «masculine» qualities. In addition, the disease can be complicated 
by the development of malignant tumor after puberty in case adequate medi-
cal care is provided untimely. 

Normally testicle descent from the abdomen to the scrotum takes place 
in a natural way. If under the influence of some factors it stopped in the ab-
domen, we observe abdominal disease type (abdominal retention), if in the 
inguinal canal — inguinal type (inguinal retention).

clinical signs and diagnostics
Primary examination of a child in the maternity care unit may show signs 

of cryptorchidism: absence of one or both testes in the scrotum, as well 
as underdevelopment of part or the entire scrotum (when testicle is in the 
scrotum, it stimulates its growth). If the boy has inguinal form of cryptorchi-
dism, then the testicle may be palpable in the corresponding inguinal area. 
If the testicle is in the abdomen, it is not palpable. Sometimes parents pay 
attention to the fact that there were testes in the scrotum, but then they dis-
appeared, and from time to time (during sleep or especially in warm bath) 
they descend. It is the so called false cryptorchidism or pseudo-cryptorchi-
dism (testicle retraction), which is related to excessive agitation of the ner-
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vous system and spasm of a muscle, 
which lifts the testicle, and does not 
require surgical treatment.

If a testicle is not palpable, then 
to better understand the situation the 
doctor can use ultrasound diagnos-
tics, laparoscopy, hormonal tests and 
Rg-graphy (angiography, CT, nuclear 
medicine imaging).

As a rule, when the process is 
unilateral, there is no delay in sexual 
development. Such a delay can be observed in bilateral disease.

Boys with suspicion for cryptorchidism should be referred to the pediatric 
urologist, who after examination of a child will administer further diagnostic 
methods and the course of treatment.

Treatment
The final objective of the treatment is testicle descent into scrotum. 

Cryptorchidism treatment should be completed till the 1st year of life (maxi-
mum till the 2nd year of life). The critical stage of germ cells maturation in the 
testicle occurs during the second half of the 1st year of life, therefore treat-
ment should be started from the age of 6 months. It also prevents potential 
malignant transformation of the undescended testicle tissue in the future. 

Surgical treatment is the major treatment technique for the disease. Sur-
gery on descending the testicle into the scrotum is called orchidopexy. In 
abdominal form of cryptorchidism, if it is technically impossible to bring the 
testicle down to the bottom of the scrotum because of the short vessels of 
the spermatic cord, surgical treatment 
will have two stages: 1st stage — the 
testicle is taken from the abdomen 
and is left beyond the boundaries of 
the external inguinal ring, 2nd stage 
— after 8–12 months the testicle is 
descended on the bottom of the scro-
tum. In abdominal form of cryptorchi-
dism we also use laparoscopic sur-
gery by Fowler-Stephens technique 
or Shehata, which are also performed 
in two stages. 
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Hormone therapy can be used as 
the first stage in bilateral cryptorchi-
dism, in unilateral – if there are en-
docrine disorders, as well as in false 
cryptorchidism.

Cryptorchidism is considered a 
pressing problem in modern medicine 
and often requires joint efforts of a 
pediatric urologist, pediatric endocri-
nologist, and sometimes a geneticist.

Surgical treatment should be 
performed by a pediatric urologist, who has extensive experience in such 
delicate surgeries, the success of which will influence the future health and 
happy life of the adult man.

phimosis
Practically all the boys are born with physiological foreskin narrowing — 

this is the condition when it has a cone form, narrow orifice and that is why it 
is not moved from the penis head, and constantly covers it. Very often in this 
case there are adhesions between penis head surface and internal surface 
of the foreskin, the so called preputial sheath synechias. Nature not only cre-
ated a boy in a beautiful and wise way according to God’s plan, but also took 
care of the further development of the future man. The normal process of pe-
nis development is natural and spontaneous and is accompanied by matura-
tion of the foreskin tissues – it becomes less dense, more elastic, its orifice 
expands, the membranes of the preputial sheath disappear, and therefore 
free opening of the penis head can occur before puberty. The duration of 

this process is quite variable, and in 
different children it happens differ-
ently, but its main elements should 
normally occur at an early age (in the 
first 2-3 years of life), although in 20% 
of boys physiological narrowing of the 
foreskin is observed at the age of 5 
years, and synechiae of the preputial 
sheath may completely dissipate only 
at 8-10 years of age.

In contrast to physiological nar-
rowing, phimosis is a disease and it 
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is characterized by the impairment of 
urination due to a serious narrowing 
of the foreskin orifice. If an infant boy 
has such a pronounced narrowing of 
the preputial sheath opening, which 
makes it impossible to expose the 
head of the penis and complicates 
the act of urination, then we are deal-
ing with congenital phimosis. How-
ever, if from the moment of the child’s 
birth urination was normal, and with time, due to the infection of a preputial 
sheath and inflammatory process development, the boy developed these 
signs of phimosis, then the diagnosis will be acquired phimosis.

Pediatric urologists also distinguish between atrophic phimosis, when the 
foreskin is short and covers penis head in the form of a «cloak», and hypertro-
phic phimosis, when the skin is long, overdeveloped and looks like a «probos-
cis», and therefore narrowed is not just the orifice but the entire canal.

Among the main manifestations of phimosis in children are: difficulty uri-
nating with a thin stream, prolonged, the child is strained, urination is painful, 
the child is restless and may be crying, constant discomfort and itching in 
the genital area, it is impossible to expose the penis head, foreskin orifice is 
severely narrowed, and sometimes it is not visible at all, every time during 
urination the preputial sheath is inflated. Often one can observe scar tissue 
changes in the area of   the ring («white ring»). Complications of phimosis 
are purulent balanoposthitis (inflammation of the penis head), paraphimosis 
(clamped head), urinary tract infections.

With timely consultation of a 
specialist, most boys do not need 
surgery. Pediatric urologist deter-
mines the tactics and scope of ther-
apy individually in each case and for 
each child.

The essence of conservative 
therapy of phimosis is bloodless di-
lation of the foreskin ring and elimi-
nation of preputial sheath synechiae under local anesthesia.

Among the surgical methods of phimosis treatment the most commonly 
used surgery is circumcision (excision of the foreskin leaves) and surgery 
according to Roser (plastic of the foreskin with its preservation).
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Hydronephrosis.
It is malformation of the kidneys, which is characterized by enlargement 

and expansion of the renal cavitary system due to impaired patency of the 
first part of ureter. Without proper treatment this can cause progressive atro-
phy of the renal parenchyma with loss of its function. In cases of ureterohy-
dronephrosis, there is an expansion of both the ureter and the renal pelvis 
and calices, which occurs due to impaired outflow of urine along the ureter.

How can this disease be detected? 
In the early stages this disease is 

usually asymptomatic. All laboratory 
parameters (tests) may be normal. The 
disease is most often detected during 
abdominal ultrasound done to detect 
other problems or for prevention pur-
poses. Symptoms of this disease can 
also be attacks of lumbar pain or fre-
quent urinary tract infections. However, 
timely detection of hydronephrosis in 

the early stages makes it possible to save the organ. 

what causes the disease?
In a healthy child urine produced in the 

kidneys flows down the urinary tract to the 
bladder. In case of narrowing of the ureter 
or its external compression, for example, 
by additional vessel, there is an impair-
ment of the urine outflow. This is compen-
sated by stretching of the renal pelvis and 
calices, which significantly increase in size. 
At the same time pressure in renal cav-
ity increases, which affects renal tissue so 
much that it dies. The rate of parenchyma 
death is directly proportional to the degree 
of narrowing and the degree of expansion 
of the pelvicalyceal system of the kidney. 
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How can this problem be solved?
The problem described above can only 

be solved by removing the narrowing be-
tween the renal pelvis and the ureter. But 
surgery is not always necessary. In some 
cases, in the initial stages of hydronephro-
sis, the pathology disappears on its own. To 
make a conclusion about the necessity of a 
surgery, a urologist uses additional methods 
of examination – ultrasound examination of 
the kidneys and bladder, X-ray diagnosis – 
excretory urography; in some cases, reno-
scintigraphy, magnetic resonance imaging 
(MRI), computed tomography (CT). The first 
two methods provide a more accurate as-
sessment of the structure of the affected kidney, and nephroscintigraphy 
provides accurate information about the function of the renal filter.

what if the child needs a surgery?
The goal is to restore patency of 

urinary tract. One needs to remove 
the narrowing and restore the proper 
structure of the renal pelvis and ure-
ters. The surgery is performed on in-
dividual indications by open (through 
a small incision on the side) or laparo-
scopic (several mini-incisions) meth-
ods. The doctors of “OHMATDIT» 
have excellent knowledge of all types 
of surgical correction of this pathology. Early surgery reduces the degree of 
loss of kidney function and accelerates its recovery. 
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lapaRoscopIc nepHRoURoloGy  
In cHIlDRen

In recent years, pediatric surgery and urology in Ukraine has gained ex-
perience in performing laparoscopic surgeries to treat children with urologi-
cal pathology, in particular, with various malformations of kidneys and urinary 
tract. 

“OHMATDYT” is the 
first hospital in Ukraine 
where laparoscopic 
nephrourological sur-
gery was performed in a 
child.

Doctors from “OHM-
ATDYT” gained experi-
ence in performing such 
operations with the sup-
port and experience of 

Doctor of Medicine, Professor Dariusz Piatkowski (Wroclaw Medical Acad-
emy (Poland). Under professor’s assistance the first laparoscopic surgeries 
in children with congenital malformations of the kidneys and urinary tract 
were performed in 2011. A highlight for the clinic’s urologists was the joint 
performance of laparoscopic surgery together with the UK’s leading pediatric 
urologist from the Great Ormond Street Hospital for Children (London) Pro-
fessor Abraham Cherian in March and September 2016.

Thus, thanks to our colleagues it is already for more than a decade that 
laparoscopic nephrourological surgeries have been performed in the Lviv 
Regional Children’s Clinical Hospital “OHMATDIT”, in particular, in case of 
the following malformations: hydronephrosis, segmental ureterohydrone-
phrosis with loss of function of one of the segments, renal multicystosis, 
vesicorenal reflux, renal cysts, etc. Operated children were from 4 months 
up to 17 years of age. The hospital boasts of the most extensive experience 
in performing such surgeries in Ukraine. 

Laparoscopic access creates good conditions for examination and mobi-
lization of all anatomical elements of the kidney (both renal poles, both edges 
of the kidney, vascular pedicle, the entire ureter). Such important technical 
elements of laparoscopy as good lighting and intraoperative magnification 



39

provide a wide field of view and enable 
the surgeons efficiently perform the 
most complicated aspects of the sur-
gery. Laparoscopic surgeries have ex-
cellent cosmetic effect. In most patients 
the postoperative period went smoothly. 
There was no severe pain syndrome. 
The children were walking from the 2nd 
day after surgery and were released 
from hospital during 4-7 day period.

Laparoscopic techniques are more 
and more applied for nephrourological 
surgeries in our hospital.
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cHolelITHIasIs
Cholelithiasis is an illness that develops as a result of the formation and 

gathering of gallbladder stones. Routine abdominal ultrasound allows for 
detection of gallbladder stones in approximately 1/5 of population, in vari-
ous age groups. Cholelithiasis is more prevalent in women, obese patients, 
especially those on a constant diet and with diabetes. Moreover, the risk 

of cholelithiasis is increased in patients with liver 
cirrhosis and coronary disease, multiple preg-
nancies, increased level of triglycerides, state af-
ter surgical procedures (gastric resection, short 
intestine syndrome). Cholelithiasis is asymptom-
atic in about 50% of patients.

Considering the above, it is apparent that 
we have control over only some of these fac-
tors. Cholelithiasis prevention includes lifestyle 
changes. We recommend adjusting calorie in-

take, exercising at least 30 minutes per day to gradually decrease the body-
weight to the optimal level (1-2 kg/week). Medications that increase bile pro-
duction, e.g. Raphacholin, in case of cholelithiasis, should be used carefully. 
These medications facilitate bile evacuation from the gallbladder. However, 
they may cause the impaction of the stones in the cystic duct or bile ducts. 
This may cause biliary colic attack (gallstone attack) and possibly lead to 
acute cholecystitis, cholangitis or even acute pancreatitis. Conservative 
treatment using ursodeoxycholic acid (UDCA) could dissolve small choles-
terol gallstones without calcifications.

The most frequent symptoms of cholelithiasis include:
–  pain in the right upper quadrant of the abdomen, sometimes radiating to 

the scapular area, with concomitant nausea, lasting from 30 minutes to 
about 6 hours,

–  the pain appears after meals, the patient sees a correlation between 
eating certain types of food and the onset of pain.
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If the pain is not relieved by taking pain-
killers, you should contact the doctor imme-
diately. It may be a sign of developing acute 
cholecystitis and you might need a surgical 
treatment.

About 30% of patients do not experience 
typical colic pain, but only non-specific dis-
comfort, nausea, bloating, fullness in the ab-
dominal area. Similar symptoms appear in pa-
tients suffering from several other conditions, 
which is why if you experience such symptoms, you should consult with a 
surgeon to reach a correct diagnosis and qualify for appropriate treatment.

In the General Surgery Department named after dr Jerzy Olszewski in 
the Józef Psarski Mazovian Specialist Hospital in Ostrołęka, cholecystec-
tomy procedures are performed, in most cases laparoscopically and in some 
cases classically (by open surgery).

In the case of laparoscopic cholecystectomy 3 or 4 small incisions are 
made (7-15 mm) in the abdominal area. Through these incisions, the trocars 
are introduced inside the peritoneum. Thanks to a special camera and a set 
of device it is possible to locate the gallbladder and excise it.

In the case of the classical method- laparotomy, the incision on the ab-
dominal wall is about 15-20 cm long. The incision allows to cut out the gall-
bladder with the stones.
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Moreover, laparotomy enables to correctly evaluate other existing pa-
thologies in the peritoneal cavity. In more complex cases, when the intraop-
erative difficulties occur, with the identification of biliary tree components and 
vessels of the hepatic hilum, it may be necessary to change the laparoscopic 
access to the open surgery method. In the case of existing contraindications 
to the laparoscopic approach, it is also necessary to perform open surgery. 
In the case of planned laparoscopic cholecystectomy, after the surgery, the 
patient may leave the hospital ward within 48 hours after the procedure. 
The patients are later evaluated on the control visit in the surgical outpatient 
clinic.
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acUTe appenDIcITIs
Acute appendicitis is one of the most common causes of abdominal 

pain. It can appear in patients of any age, it affects both sexes equally of-
ten. In Poland, appendicitis is the 
most common indication for urgent 
surgery. Acute appendicitis is caused 
by occlusion of the appendix with e.g. 
faecal stones, pinworm infection (en-
terobiasis) or enlarged lymph node. 
Numerous studies suggest that insuf-
ficient fibre intake in a diet increases 
the risk of acute appendicitis. We 
should therefore remember about the 
right diet.

The most common symptoms of acute appendicitis include:
– primarily the pain is constant, located in the upper quadrants or the um-

bilical area, later the pain is relocated to the right lower abdominal quad-
rant,

– coexisting lack of appetite, nausea, sometimes accompanied by vomit-
ing, constipation,

– usually accompanied by fever.
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Clinical manifestation can be diverse from previously described, owing 
to differences in the anatomical location of the appendix. If the abovemen-
tioned symptoms appear, you should consult with a surgeon. Diagnosis of 
acute appendicitis based on medical examination may not be easy, even for 
experienced specialists, other abdominal abnormalities may have a simi-
lar manifestation. For this reason complementary tests, such as laboratory 
tests, abdominal ultrasound and even CT scan with contrast are often per-
formed to facilitate the diagnosis.

In the General Surgery 
Department named after dr 
Jerzy Olszewski in the Józef 
Psarski Mazovian Specialist 
Hospital in Ostrołęka, appen-
dectomy is performed laparo-
scopically and in some cases 
with the open classic method.

Laparoscopic appendec-
tomy access is created with 3 
small incisions (7-15 mm) on 

the abdominal wall which allows introducing trocars inside the abdominal 
cavity. Laparoscopic camera and other device allow to precisely locate the 
appendix and excise it. Moreover, laparoscopic access allows differentiating 
appendicitis from other pathologies of the peritoneum. 

In more complex cases, such as a perforated appendix, abscess forma-
tion or diffuse peritonitis, it may be necessary to convert to open-access 

surgery.
Sometimes the size of the appen-

dix may be impressive- in this case, 
the appendix is about 15 cm long.

In case of uncomplicated appen-
dicitis managed surgically, the patient 
may leave the Ward within 48 hours 
after surgery. After discharge, the pa-
tient is monitored on the control visit 
in the outpatient surgical care unit.
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pepTIc UlceR peRfoRaTIon
Untreated peptic ulcer disease 

may lead to gastrointestinal tract 
perforation, the outflow of the gas-
tric content to the peritoneal cav-
ity and result in acute peritonitis, 
which is an indication for urgent 
surgical treatment. Most frequently 
perforation is located in the duode-
num (90%).

The most prevalent clinical 
picture of peptic ulcer perforation 
is a sudden, intense pain in the whole abdomen, prevailing despite taking 
pain medication. Such symptoms should urge you to seek immediate medi-
cal help in the ER, to quickly reach a diagnosis and perform surgery. Pep-
tic ulcer perforation is a life-threatening condition, which should be timely 
treated. Even with surgical treatment, mortality of patients with perforation 
reaches 10 to 20%.

Surgical treatment involves 
suturing the perforated fragment 
of the stomach and the duodenum, 
resection of part of the stomach 
and/or truncal vagotomy (a proce-
dure of cutting the trunks of vagus 
nerves which are located under 
the diaphragm) and introducing 
pharmacological treatment.

In the General Surgery De-
partment named after dr Jerzy 
Olszewski in the Józef Psarski 
Mazovian Specialist Hospital in Ostrołęka, the procedure can be performed 
either laparoscopically or classically. Duration of hospitalisation depends on 
the general condition of the patient and the time from symptoms onset to 
surgical management.

On the right, visible subdiaphragmatic gas constitutes a typical display 
of gastrointestinal tract perforation on chest X-ray.
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Peptic ulcer disease is diagnosed with the endoscopic examination- 
gastroscopy. Helicobacter pylori bacteria is responsible for 70-90% of pep-
tic ulcers, but only 10% of H.pylori carriers develop an ulcer. Other factors 
that contribute to ulcer formation are tobacco smoking, taking excessive 
amounts of NSAIDs such as aspirin, diclofenac, ibuprofen, ketoprofen, 
naproxen. Alcohol intake does not cause ulcer formation, but alcohol excess 
may worsen the course of the disease and treating such patients is more 
demanding, because of poor wound healing.
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Timely diagnosis and pharmacological treatment is an adequate man-
agement method for peptic ulcer. It enables to fully control the course of the 
disease, treat it and prevent the complications such as perforation. Phar-
macological treatment for the eradication of H.pylori in combination with 
a proper diet (peptic ulcer diet) is highly effective.

 1. Meals should be eaten regularly, every 3-4 hours, in small portions.
 2. It is optimal to eat the last meal before sleep.
 3. Meals are healthier when eaten without hurry and nervousness. You 

should chew bits of food thoroughly.
 4. Food should be easy to digest, non-irritating to the gastric mucosa, not 

inducing oversecretion of gastric acid and well-absorbed.
 5. The dishes should be of moderate temperature and fresh-made.
 6. We recommend reducing or eliminating salt consumption as well as 

spicy seasonings and vinegar.
 7. Products rich in fat should be avoided.
 8. The reduced consumption of fibre and products that cause bloating re-

lieves gastric symptoms. 
 9. It is healthier to refrain from vices: coffee, alcohol and tobacco smoking.
10.  You should avoid fried dishes and use more healthy processing methods.
11.  You should not use non-steroidal anti-inflammatory drugs.
12. You should eliminate all carbonated beverages and products containing 

caffeine.
13.  You should take medications with mineral water.

If you experience burning pain in the epigastric area, discomfort on an 
empty stomach (so-called hunger pain), which is alleviated by food intake or 
antacid admission, you should report to your family doctor to conduct a pre-
liminary diagnosis in this direction. 



48

coloRecTal canceR

Colorectal cancer is the third most 
prevalent cancer in men and the 4th in 
women. It is an insidious disease, which 
can remain asymptomatic for years. 
About 90% of cases of colorectal can-
cer develop sporadically, only 5-10% 
have a genetic background. Several 
risk factors increase the probability of 
being affected by this cancer. Some of 
them may and should be controlled.

The risk factors of colorectal cancer include:

• age over 50
• metabolic syndrome, including abdominal obesity, type 2 diabetes, hy-

pertension, low level of HDL (high-density lipoprotein), high level of tri-
glycerides

• tobacco smoking
• lack of physical activity
• a low-fibre, rich in fat, high-calorie, low in calcium diet
• alcohol abuse
• history of colorectal cancer in the family (especially first-degree relatives)

It is a known truism that ‘’prevention is better than cure”. Colorectal can-
cer develops for years, not minutes or days. It is, therefore, all the more 
important to look into our everyday habits to minimise the future risk of de-
veloping this serious condition. We should eat vegetables and fruit because 
they contain natural antioxidants. For the same reason, we should eliminate 
highly processed food with additional ‘taste and colour enhancers’. It is im-
portant to remember that many of these substances pose a danger to our 
health, and in high doses, they can have a carcinogenic effect. A diet with 
little fibre slows bowel movements, prolonging the cell exposition to carcino-
genic substances. It is therefore so crucial to supply about 25g of fibre per 
day, every day. The next step should include eliminating fast-food products 
with high content of trans fatty acids, which, besides being carcinogens are 
also responsible for causing strokes, heart attacks, impotence, atherosclero-
sis, diabetes or asthma.
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Many patients diagnosed with colorectal cancer do not notice any symp-
toms of illness. One of the most frequent symptoms is the presence of blood 
in stool and symptoms of related anaemia from iron insufficiency (e.g. tired-
ness, weakness). In about ¾ of patients, bleeding is occult, which means 
that in their case faecal occult blood test may be useful as a screening meth-
od. Other symptoms include: change 
in bowel movements, weight loss, 
palpable mass in the abdominal area, 
bloating, lack of appetite. There are 
several cases of patients admitted to 
the hospital with intestinal obstruction 
caused by colorectal cancer which 
blocks the passage. Such manifestation is a sign of an advanced stage of 
cancer, at least locally.

Considering that, if you belong to the high-risk group of colorectal cancer 
and you notice any concerning symptoms, you should contact your primary 
care physician to begin the diagnostic process.

In the endoscopic laboratory of Józef Psarski Mazovian Specialist Hos-
pital in Ostrołęka, we perform a colonoscopic examination as a part of a 
screening programme for colorectal cancer detection. It is as important, be-
cause colonoscopy allows diagnosing colorectal cancer, but also, in cases 
of early-stage cancer (cancer in the polyp) during endoscopy, polypectomy 
(excision of the cancerous polyp) can be performed, reaching the therapeu-
tic purpose.

In the General Surgery Department named after dr Jerzy Olszewski with 
the Subdepartment of Oncological Surgery in the dr Józef Psarski Mazo-
vian Specialist Hospital in Ostrołęka 
the team of surgeons performs radi-
cal and palliative surgeries in the field 
of colorectal cancer, using modern 
surgical techniques, both with laparo-
scopic and open methods. The team 
of experienced oncological surgeons 
guarantees the highest level of sur-
geries, according to the guidelines of Polish and World Oncological and 
Colorectal Surgery Associations.
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State after non-radical colonoscopic polypectomy- the knife ending indi-
cates the location of colon cancer infiltration in the sigmoid colon.

After reaching the diagnosis of colorectal cancer, imaging such as CT or 
MRI should be made a well as laboratory tests, to specify the stage of cancer 
and allow for qualification to adequate treatment.

Sigmoid cancer- local stage T3
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enDoMeTRIal canceR

According to world statistics, endometrial cancer is the second most 
prevalent female genital cancer. If we consider incidence rates of malignant 
cancers depending on a geographical location, in the developed countries, 
endometrial cancer prevails over cervical cancer, reaching 4th place, right 
after breast cancer, lung cancer and colon cancer. The highest incidence of 
endometrial cancer is noted in North America.

In Poland, according to the data from the National Cancer Registry, ma-
lignant tumours of endometrium account for 7% of cancers.

The peak incidence of endometrial cancer falls within the perimeno-
pause, between the ages 55 and 64. From the age of 65 to 70, the risk of 
developing endometrial cancer is systematically decreasing.

Endometrial cancer is the most prevalent malignant tumour in women 
in the developed countries. It is explained with a common occurrence of 
obesity, hypertension, type 2 diabe-
tes, sedentary lifestyle and low birth 
rate. It is claimed that factors such as 
metabolic syndrome, lack of physical 
activities, advanced age, early men-
arche, late menopause, no offspring 
and menstrual disorders predis-
pose women to endometrial cancer. 
Among the other risk factors for this 
type of cancer, 
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it is worth to mention hormone replacement therapy and tamoxifen. 
There are also genetic predispositions to endometrial cancer, such as 
hereditary non-polyposis colorectal cancer (Lynch syndrome) and rarely- 
Cowden syndrome. Type II endometrial cancer is most often revealing itself 

among women with low body weight 
in their 70s or 80s. Type I cancers are 
diagnosed early in 75-80% of cases, 
they are characterised by slow pro-
gression and good prognosis. The 
dominant histological type develops 
from endometrial hyperplasia with 
atypia as a result of excessive oes-
trogen stimulation.

Effective fight with obesity and 
metabolic disease is undoubtedly a factor that decreases the risk of devel-
oping endometrial cancer. It includes keeping a healthy body weight mea-
sured by BMI (body mass index) within the norm of 18,5-24,99. Optimal 
body weight is maintained thanks to a well-balanced diet, which restricts 
meat intake, replacing it with vegetables and fruit. According to studies, ex-
cessive meat consumption is a cause of many cancers, mainly colorectal 
cancer and endometrial cancer in women. It is not always easy to keep the 
right body weight. For patients suffering from morbid obesity, it is practically 
impossible without surgical assistance. Bariatric procedures such as gas-
tric or intestinal reduction come to the rescue. Another important protective 
factor is physical exercise. Numerous scientific data confirm that lack of 
physical activity is associated with a higher risk of cancer, including endo-
metrial cancer. Studies have shown that the risk of endometrial cancer may 
decrease by 20-30% with physical exercise. During moderate physical ex-
ercise, activation of immunological mechanisms appears. Increased activity 
of granulocytes and lymphocytes promotes cancerous cells destruction. It is 
a proven fact that oral contraception use decreases the risk of endometrial 
cancer, but it only applies to combined oral contraceptive (oestrogen-pro-
gestogen) pills. Multiple pregnancies reduce the risk of developing endome-
trial cancer. Every pregnancy shortens the time of exposition to oestrogens 
and prolongs a high progesterone concentration. These hormonal changes 
result in protection against endometrial cancer. There are several causes of 
cancer incidence connected to lifestyle. The best protection from cancer is 
a combination of a healthy diet, regular movement, a sufficient amount of 
rest and joy of life.
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Unfortunately, there are no screening tests for endometrial cancer 
equivalent to cytology for cervical cancer or mammography for breast 
cancer. Gynaecologists alarm to report to them after noticing concern-
ing symptoms because only timely diagnosis and early treatment enable 
capture of endometrial cancer in the early stages, which substantially 
increases the chance of recovery. Specific tests are recommended for 
women at high risk of developing this cancer, such as patients suffer-
ing from Lynch syndrome, PCOS, obesity, hypertension, patients with a 
positive family history of breast, endometrial or colorectal cancer. These 
women pay attention to having regular gynaecological visits with trans-
vaginal ultrasounds.

According to guidelines, all wom-
en should do regular gynaecological 
control visits for endometrial cancer 
prevention and early detection of 
suspicious changes in the endome-
trium.

Despite the histological diversity 
of endometrial cancers, the most 
common and often the only symptom 
is abnormal uterine bleeding, caused 
by the destruction of cancerous tis-
sues. The frequency of bleeding in patients with endometrial cancer is esti-
mated to be about 90%. The bleeding prompts women to further investigate 
the cause, which is why endometrial cancers are diagnosed in 75% of cases 
at the first, early stage of the disease. It is estimated that 20% of postmeno-
pausal bleeding is associated with endometrial cancer.

With time from menopause, the probability of a cancerous origin of 
bleeding is rising. 

Other symptoms of endometrial cancer include bloody purulent dis-
charge, lower abdominal and sacral 
pain and oedema of lower extremi-
ties. The symptoms are associated 
with the infiltration of surrounding tis-
sues and organs, mainly the urinary 
bladder, rectum, blood and lymphatic 
vessels and nerves. The late symp-
toms include anaemia and weight 
loss. About 5% of endometrial can-
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cers are asymptomatic. They are diagnosed based on the abnormal view of 
endometrium in transvaginal ultrasonography.

Currently, the search for screening methods for endometrial cancer is 
ongoing. Regular gynaecologic controls in the peri- and post-menopausal 
period, remain an essential component in preventive management. In the 

case of suspected endometrial can-
cer, diagnostic imaging and patho-
morphological diagnostic methods 
are utilised.

The operative treatment plays an 
essential role in the therapeutic pro-
cess of patients suffering from endo-
metrial cancer. 

Total hysterectomy with bilateral salpingo-oophorectomy (adnexectomy) 
is a main surgical procedure performed due to endometrial cancer.

In the last two decades, it is becoming more common to perform 
this procedure laparoscopically.

After opening the abdomen it is recommended to collect peritoneal fluid 
or peritoneal washings for cytological examination. Afterwards, a thorough 
inspection of the abdominal cavity is performed, including the parietal peri-
toneum, the liver, the omentum, the intestines, and also pelvic and periaor-
tic lymph nodes. Moreover, the extent of surgery for endometrial cancer in-
volves the excision of the adnexa.

The relevant distinctions in the surgical treatment of endometrial cancer 
include the situations in which the preoperative diagnosis indicates differ-
ent than the endometrial histological type of cancer. Serous, papillary, and 

clear-cell carcinomas result in a more 
aggressive clinical course and a sig-
nificantly worse prognosis. For these 
patients, a surgical protocol for ovar-
ian cancer is applied.

A relevant subject connected with 
endometrial cancer surgery is a surgi-
cal treatment for carcinomas in high-
er than I FIGO stage. In the majority 
of clinical situations, II stage cancer is 
diagnosed in the postoperative sam-
ple. In the case of the II FIGO stage 
before surgery, the patient should un-
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dergo an extended hysterectomy with 
adnexectomy and para-aortic and 
pelvic lymph node excision. The risk 
of metastatic disease in this stage is 
assessed at 30%.

Some patients, especially those 
with internist contraindications to sur-
gery such as pathological obesity, 
uncontrolled diabetes, can be treated 
radically with radiotherapy.

Also, patients with recurring en-
dometrial cancer can be treated 
successfully with radiotherapy. It en-
ables to decrease the number of lo-
cal recurrences, but as studies show, 
it does not explicitly cause the de-
crease in the incidence of metasta-
ses or total survival.

Chemotherapy in the early stag-
es (FIGO I and II) is recommended in 
case of coexisting risk factors for recurrence, such as high-grade of malig-
nancy, deep infiltration of endometrial muscle, occupying space around the 
lymphatic vessels, tumour diameter of more than 2 cm. In type II carcino-
mas, it is recommended to apply adjuvant chemotherapy regardless of the 
tumour stage. 
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oVaRIan canceR

The incidence of malignant cancers of the ovaries is 5%, 80% of ovar-
ian cancer cases appear after the age of 50. The risk of developing ovarian 
cancer is increasing with age until the seventies, afterwards, it decreases. 
The 5-year survival rates are mostly determined by the clinical grade of the 
disease, histological type and histological maturity, patient age and the ex-
tent of the surgery and they decrease with the advancement of the disease. 
5-year survival rate in the I grade amount between 78% and 92%, in the II 
grade- 70%, in the III- 37% and in the IV- from 14-25%. It is estimated that 
5-15% of ovarian cancer cases are associated with carrier state of mutated 
genes BRCA1/2 and MMR, responsible for developing Lynch syndrome. 
The clinical and histological heterogeneity of ovarian cancer has a molecu-
lar foundation. In 2004 Shih and Kurman, have proposed a dualistic model 
of ovarian cancer carcinogenesis. 

according to the proposed theory, ovarian cancer can be divided 
into two types:

Type I – which contains cancers with low malignancy potential (low grade). 
These cancers are characterised by slow growth and a good prognosis: the 
5-year survival rate is approximately 55%, 

Type II – which includes poorly differentiated, high-grade tumours.
The peak incidence of ovarian cancer in the world is at the age of 65. 

Hereditary cancers develop approximately 10 years before sporadic cancers. 
The age of menarche does not impact late ovarian cancer development.
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factors which favour ovarian cancer development:
– infertility,
– nulliparous women.

factors which decrease the risk of ovarian cancer:
• oral hormonal contraception use largely decreases the risk of ovarian 

cancer. Two hypotheses have been introduced regarding the connec-
tion between OC use and ovarian cancer. The first hypothesis assumes 
that this medication reduces the risk of cancer by preventing the ovarian 
epithelium from bursting during ovulation and the second one suggests 
that hormonal changes during pregnancy, especially high levels of pro-
gesterone, lead to the elimination of the transformed epithelial ovarian 
cells through apoptosis.

• prolonged lactation,
• the impact of hormone replacement therapy on ovarian cancer devel-

opment has not been clearly described. It depends on the type of sub-
stance, patient age and treatment duration.

• multiparous women.
The studies show a connection between diet type and cancer develop-

ment, including ovarian cancer. Information from the studies is consistent 
with the known healthy nutrition recommendations:
• maintain healthy body weight,
• reduce the overall fat consumption (nutrition norms recommend about 

30% of whole calorific value in the diet),
• replace some of the animal proteins (meat products) with legumes, soy-

beans in the form of seeds, soy flour, tofu or soy milk products,
• remember about supplying beta-carotene (provitamin A) with food, e.g. 

carrot, pumpkin, tomato, potato, red paprika, broccoli, kale, apricot, 
plum, peach, mango and other fruit and vegetable.
A diet based on vegetable, fruit, a limited amount of saturated fatty acids 

and a balanced proportion of plant versus animal protein reduces the risk of 
ovarian cancer and improves the overall health status.

We should not forget about the everyday physical activity (minimum 30 
minutes per day), which, as mentioned earlier, has a substantial impact on 
ovarian cancer risk reduction.

Despite huge efforts towards early detection of ovarian cancer, apart 
from complicated cases, and rare, hormonally active tumours, detection in 
early stages is mostly coincidental. It is a huge problem of oncological gyn-
aecology. Ovarian cancer is currently the most frequent cause of death from 
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genital tumours in Poland. Poor epi-
demiological indexes are caused by 
late detection and advanced stage of 
the disease at the time of diagnosis. 

Considering that, suspicion of 
ovarian cancer is based on fam-
ily history, physical examination and 
complementary tests. On the one 
hand, the symptoms can be mislead-

ing and not very concerning to the patients, on the other hand, they do not 
prompt the doctors to recommend a detailed diagnosis. The final diagnosis is 
achieved with a substantial delay. The symptoms may include dysuria, ten-
sion, fullness during eating, bloating, irritable bowel syndrome symptoms. 
These cases should be carefully supervised and thoroughly diagnosed. 
Abdominal circumference increase, resulting from ascites, dyspnoea and 

weakness that stem from a fluid col-
lection in the pleura, abnormal uter-
ine bleeding, nerve pain connected 
with infiltration on the lesser pelvis 
plexuses, lack of appetite, vomiting, 
loss of weight, jaundice and cachexia 
determine the III or IV FIGO stage.

Besides the late patient check-in, 
other factors that delay the diagno-

sis during the first visit are lack of gynaecological examination, diversity 
of symptoms, depression, stress, IBS, dyspepsia, young age. The women 
with a family history of breast or ovarian cancer, carriers of BRCA1/2 genes 
should be also taken into account and covered with annual control visits, 
ultrasonography and biomarker monitoring, including Ca125.

The I stage of the ovarian, fallopian tube and peritoneal cancer
The first stage of cancer is described when the ovary or Fallopian tube is 

occupied by cancer or the presence of neoplastic cells in fluid or peritoneal 
washings is confirmed.
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II stage cancer of the ovary, 
salpinx and peritoneum

The II stage which includes about 
10% of all ovarian cancers remains 
challenging to define and quite het-
erogeneous. It applies to situations 
when the ovarian tumour is directly 
infiltrating other structures in the less-
er pelvis, and cases with metastases 
to the peritoneum of the lesser pelvis 
(below the planum aditus of the pel-
vis). The sigmoid colon and the rec-
tum are located in the pelvic cavity, so the metastases and infiltration of 
these organs (without the infiltration of muscles and mucous membrane) 
should be classified as the II stage.

stage III of the ovarian, fallopian tube and peritoneal cancer
The III stage comprises most cases of ovarian cancer. It includes the 

patients with metastases outside of the lesser pelvis area; to the peritoneum, 
diaphragm, omentum, intestines, liver capsule, splenic capsule, without in-
volving the parenchyma of these organs, finally the intraperitoneal lymph 
nodes. As far as the frequency of lymph node metastasis in the I and II 
stages of cancer is 9% and 36% relatively, in the III stage, it reaches 55%. 
There are descriptions of isolated metastases to para-aortic lymph nodes.

IV stage ovarian, fallopian tube and peritoneal cancer
The IV stage of cancer includes distant metastases, excluding the peri-

toneal changes (stage II or III)

Treatment
The foundation of ovarian can-

cer treatment is a combined therapy, 
which includes surgery and chemo-
therapy.

surgical treatment
The extent of surgery and adju-

vant therapy depends mainly on the 
clinical grade.
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Cancer that is confined macroscopically to the reproductive organ
After the abdominal cavity inspection, having excluded the presence of 

macroscopic changes outside of the pelvis, the surgical treatment includes:
• collection of peritoneal fluid and washings for cytology (before commenc-

ing the surgical procedures);
• bilateral adnexal excision;
• total hysterectomy
• omentectomy;
• smear sampling and random collection of samples from the peritoneum
• performing a pelvic and aortic lymphadenectomy
• appendectomy is only recommended in case of macroscopic changes 

involving the appendix

In young women, to 
preserve fertility, in case of 
a tumour, confined to one 
ovary, without the capsule 
infiltration and intraperito-
neal adhesions with G1 or 
G2 histological grade, the 
uterus and the second ova-
ry can be preserved.

advanced ovarian cancer
The primary aim of the surgery is total cytoreduction- lack of macroscop-

ic residual disease.
The aim of the procedure is the excision of all visible cancerous changes. 

In case of inability to reach this goal, optimal cytoreduction should be accom-
plished (residues of <1 cm in diameter).

It is crucial to identify the patients who do not have a chance to reach at 
least the optimal cytoreduction because of the advanced disease. The main 
reason limiting the patients from the total cytoreduction in the III stage are 
tumours in the mesentery and the hepatic hilum. Non-resectable focal points 
of more than 1cm in the thorax should be treated similarly.
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During qualification for surgery, 
the imaging studies such as CT or 
MRI should allow for the exclusion 
of left residues of >1 cm in diameter. 
Multiple data suggest that using Fag-
otti criteria (laparoscopic re-election 
assessment) could be an effective 
method for patient selection. In the 
case of laparotomy with an inability 
to reach optimal cytoreduction, the 
aim is to restrict the extent of surgery 
to reduce the possible postoperative 
complications and refer the patient to 
chemotherapy.

During qualification for surgery or during the resectability assessment 
(laparoscopic or with laparotomy), the patients without possibility to obtain 
at least optimal cytoreduction, are the candidates for neoadjuvant chemo-
therapy.

Non-optimal surgery shortens the time to progression and the total sur-
vival time in a significant way, which is why, the reason for not reaching total 
or optimal cytoreduction, should be thoroughly documented. Cytoreductive 
therapy of advanced ovarian cancer involves hysterectomy with adnexal and 
omental excision together with resection of organs occupied with cancer: 
spleen, diaphragmatic peritoneum, pelvic peritoneum. Mutilating surgeries 
should be avoided, such as total colectomy, which limits the future option for 
systemic treatment. Additionally, the cytoreductive procedures include en-
larged retroperitoneal lymph nodes excision.

chemotherapy
The majority of patients with ovarian cancer have indications for sys-

temic treatment. Withdrawal from adjuvant chemotherapy is possible only in 
a limited group of patients.

In the remaining patients in the I stage, the basis of treatment is a com-
bination of platinum derivatives (carboplatin or cisplatin) and taxoid (pacli-
taxel), administered intravenously in the 21 day regimen.

The treatment should consist of 3 or 6 cycles.
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Both chemotherapy treatment regimens have an identical efficacy. Better 
tolerance and comfort of intake speak for carboplatin. In patients with higher 
stages of the disease (IIB-IV FIGO) post-operative chemotherapy involves 
routinely 6 cycles.

Performing a CT scan be-
fore qualification for chemo-
therapy should be a standard 
procedure. It enables an objec-
tive assessment of the treat-
ment results and qualification 
for bevacizumab use.
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pRosTaTIc canceR
The prostate is a part of the male reproductive 

system. It is located below the urinary bladder, with 
the urethra passing through the prostatic parenchy-
ma. Prostatic cancer is one of the most prevalent ma-
lignant cancers in men. It is estimated that half of the 
men aged between 60 and 70, suffer from prostatic 
cancer. The incidence of prostatic cancer is constant-
ly rising. It is however worth to mention, that in many 
men with prostatic cancer, the illness never manifests 
itself clinically and does not necessitate treatment. Prostatic cancer is most 
often found in the peripheral part of the gland. This location enables detec-
tion of pathology during rectal physical examination. Prostatic cancer be-
comes symptomatic in relatively late stages of the disease. In the early stag-
es, it mostly remains asymptomatic. Cancerous cells circulate in the blood 
and may create distant metastases. Most often they travel to lymph nodes, 
bones, and lungs. In some patients metastatic disease forms relatively early, 
in others, we observe the locally limited character of the neoplasm with me-
tastases forming late in the course of the disease.

Risk factors favourable for the development of prostatic cancer in-
clude:
– age,
– family history of prostatic 

cancer,
– race (Afro-American).

Early detection of cancer in-
creases the chance of recovery. 
Suspicion of prostatic cancer 
drawn from physical examina-
tion or abnormal concentration 
of PSA in the blood are the first 
steps towards diagnosis. Most 
men do not experience any 
symptoms whatsoever. Some 
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may experience slight dysuria, which intensifies throughout the years and 
is often underestimated by patients. Meanwhile, the onset of clinical symp-
toms is often a sign of advanced-stage neoplastic disease (the tumour has 
grown so much that it obstructs urine outflow from the bladder or infiltrates 
the surrounding tissues).

symptoms of abnormal voiding function include:
–  frequent urination, also occurring multiple times at night (nocturia)
–  difficulty starting urination
–  difficulty maintaining a steady stream of urine (weak or intermittent urine 

outflow)
–  urine retention (feeling of incomplete emptying of the bladder)
–  strong, urgent need for urination (urgency)

In the case of men with advanced prostatic cancer first symptoms may 
include back pain, hip pain, pelvic pain- these can mean that cancer has 
already metastasized to bones.

The first step in diagnosing prostatic cancer, besides medical history, is 
the digital rectal examination (DRE). During the examination, the patient is 
positioned in either a standing position (prone jack-knife), knee-chest posi-
tion, or right lateral decubitus position. During the examination, the patient 
might experience slight discomfort.

PSA is a commonly used specific biomarker for prostatic disease. The 
abnormal result of the PSA test might be a result of prostatic cancer, but 
also other prostatic abnormalities. A high PSA level is not equivalent to a 
prostatic cancer diagnosis. The most common reasons for the abnormally 
high level of PSA in the blood include benign prostatic hyperplasia and local 
inflammation. The definite diagnosis of prostatic cancer is based on biopsy, 
which involves sampling the tissue with a special needle.
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Biopsies are ultrasound-guided. The ultrasound probe is introduced in-
side the rectum. The collected prostatic tissue samples are assessed under 
the microscope. The diagnostic tools for prostatic cancer stage assessment 
include MRI, CT, and bone scintigraphy.

There are several commonly available methods of treatment. among 
these, the most important are: 
–  active surveillance
–  surgical treatment (radical prostatectomy)
–  radiotherapy
–  hormonal therapy
–  chemotherapy.

Active surveillance is about constant monitoring of the disease status to 
introduce radical treatment immediately in case of progression. The surgery 
consists of removing the cancer tissue with the total excision of the prostatic 
gland together with the seminal vesicles and distal parts of the vas deferens. 
Radical prostatectomy is performed with the classic open method, laparoscopi-
cally or laparoscopically with robotic assistance. The procedure is performed 
under general anaesthesia.

In the case of open surgery, the urologist opens the abdominal cavity, mak-
ing a vertical incision from the umbilicus to pubic symphysis. During the proce-
dure the cancerously changed prostatic tissue is diligently removed together 
with the surrounding tissues and sometimes even with pelvic lymph nodes. All 
the excised structures are sent to histopath-
ological examination, which establishes the 
level of malignancy and stage of cancer. 
The surgery is completed with the recon-
struction of the connection between the 
urethra and the urinary bladder. During the 
surgery, the catheter is placed inside the 
bladder, introduced before surgery through 
the urethra.

The first step in laparoscopic prosta-
tectomy is making a small incision in the 
skin around the umbilicus. Through this incision, the gas is pumped inside the 
abdominal cavity. Subsequently, through consecutive skin incisions, a laparo-
scopic device is introduced inside the abdomen.
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The camera transmits the 
image, visible on the moni-
tor. The successive stages of 
surgery are equivalent to the 
open surgery method.

Among the advantages 
of laparoscopic surgery, one 
shall mention a shorter hospi-
tal stay, faster recovery to nor-
mal physical activities, attrib-
uted to smaller intraoperative 
tissue destruction, smaller 
risk of infection, and better 
final cosmetic effect.

Radiotherapy is a method 
that uses radiation to destroy 
cancerous cells. There are 

two main types of radiotherapy: external beam 
radiation therapy and brachytherapy. 

Hormonal treatment for prostatic cancer 
most often involves decreasing the concentra-
tion of testosterone in the bloodstream. This 
type of treatment is meant to result in slowing of 
cancer progression or even tumour size reduc-
tion. Sometimes despite reaching initial control 
over the disease, the patient, unfortunately, ex-
periences relapse (recurrence) of cancer. In the 

last years, there has been a significant improvement in treating advanced 
stages of prostatic cancer.

Regardless of the treatment method, the patient requires insightful ob-
servation and regular urological control visits. 
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KIDney canceR
Kidney tumours are often incidentally 

discovered during an abdominal ultra-
sound. Kidney tumours can be divided into 
benign and malignant. Benign tumours are 
characterised by slow local growth and 
lack of metastases. Some of them require 
surgical excision because of large growth, 
which threatens tumour rupture or sudden 
bleeding. Kidney cancer is a malignant 
tumour, which initially grows slowly but 
steadily, and may finally result in metastat-
ic disease. In the beginning renal cancer 
is asymptomatic, symptoms such as pain 
or haematuria are revealed in the late, ad-
vanced stage of the disease. Most patients 
suffering from renal cancer are over 50 years old. It is more prevalent in men 
than in women and it is rarely hereditary.

factors that increase the risk of being affected by renal cancer are:
– environmental pollution,
– tobacco smoking,
– obesity.

After an incidental finding of renal mass on the ultrasound, several com-
plementary tests need to be performed. Besides the routine blood and urine 
tests, a chest X-ray should be carried out, as well as a CT scan or abdominal 
MRI. It is uncommon to perform renal tumour biopsy. The definite diagnosis 
of renal carcinoma is confirmed in the histopathological exam of the excised 
specimen.

The fundamental 
treatment method for 
renal carcinoma is surgi-
cal management. Surgi-
cal treatment involves 
removal of renal tumour 
(so-called partial ne-
phrectomy) or in case of 
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larger tumours, total nephrectomy. 
The abovementioned procedures 
can be performed with the classical 
open method or laparoscopically.

Open radical nephrectomy is 
made by a 10 cm incision along the 
abdomen just below the ribs. In the 

case of laparoscopic nephrectomy, there are three or four small 1,5 cm inci-
sions. The decision about the type of surgery depends on several factors 
such as size, location of the tumour, patient general condition and other co-
morbidities.

Patients that have undergone laparoscopic procedures do not require 
huge amounts of pain medication and their recovery time is shorter.

Partial nephrectomy is a standard procedure for tumours less than 4 cm 
in diameter. During this surgery,

the renal tumour is excised with a margin of healthy tissue, to spare as 
much of the healthy renal tissue as possible. Partial nephrectomy is often 
described as a nephron-sparing surgery (NSS). 
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Since most renal tumours devel-
op gradually, they do not pose an ac-
tual life threat to some patients with 
several comorbidities or in advanced 
age. In such patients, the preferred 
management method is active ob-
servation. Treating advanced, diffuse 
renal carcinoma requires a multidis-
ciplinary approach. Several special-
ists, among them urologists, oncologists, and radiotherapists take part in 
this process. 

Remember, an early diagnosis increases chance of recovery!
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