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* Chronic prostatitis/ chronic pelvic pain syndrome
 Most common (90%)
* Recurrent chronic genitourinary pain
» Sexual dysfunction




* @Gross: nodular hyperplasia

« periurethral (transition zone) mostly affected— urethral compression
+ obstruction




* Voiding symptoms — weak stream
acute/chronic urinary retention, bladder trabecular hypertrophy, cystitis
+ ascending infection — pyelonephritis,
Hydronephrosis.

Benign, but setting for possible preneoplastic changes
Th: surgery, drugs
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 Genital/pelvic pain

* Pain associated with intercourse
e Urine leakage
Possible pelvic floor disorder




needle biopsy (by suspicion — nonspecific signs, general screening questioned)
e transurethral resection ( BHP treatment — incidental)

e Spread: regional LN, bones (!diff. dg. of pain x local mechanic origin)




* Alcohol consumption

* Protective factors:
* Physical activity

 Tomato (lycopene)




* Surgery
Radiation
Hormone therapy (androgen deprivation)
Chemotherapy

e Age > 50 years + unknown cause of musculoskeletal pain + past
history of prostatic cancer: suspicion!!




* Pelvic physical therapy necessary — pre- + postoperative




Prostatic arcinoma (dorsal, blue) + benign hyperplasia (central)
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Viral (mumps) - possible infertility

Testicular torsion: sudden onset of severe scrotal pain, without immediate

surgery - necrosis (haemorrhagic infarction due to twisting of vessels) — !
emergency




Regional (retroperitoneal) lymph nodes
Lung, liver
Bones — late metastasis (pain)




pPrognosis

e Serum tumor markers:
e detection in serum, tissues

* important in diagnosis, monitoring the response to therapy, patient check-
up after therapy




* Possible lymphedema, infertility + sexual dysfunction
* Side effects + toxicity of chemo/radiotherapy
e Second malignancy possible







e condyloma accuminatum — viral wart

* invasive squamous cell carcinoma

geography (Latin America, East Asia

circumcision - protective factor (J HPV, carcinogenes in smegma)
risk factor — smoking, occupational (mineral oil, tar)

Macro: non-healing red patch, ulcer, verruca




(more common in young)

e Sensitive situation /questions, diagnosis necessary

* Treatment: pharmacology, prosthetic devices, pelvic floor exercises







throughout the body (skin, bone, muscles, heart, intestinal tract,
blood vessel, brain, bladder)




* Pain: headache, peripheral and/or spinal joint pain
* Vaginal atrophy, infections

e Sexual dysfunction

* Pelvic floor dysfunction / prolapse




o I peripheral (periostal) bone growth — part of osteoarthritis

e I fracture risk
* Kyphosis — spinal deformity




* Alternative + complementary therapy: individual results possik
significant benefits in studies







instrumentation and other mucosal microtraumata, systemic
diseases, drugs,...)




 Entire genital tract (STD — gonorrhea, chlamydia, mycoplasma,
syphilis; endogenous — enteric bacteria), may end in pelvic
inflammatory disease




» 2/3 of STD occur in people under 25 yrs of age
* Infection by multiple agents common (] risk)

* Fetus or infants — vertical transplacental or perinatal transmission of
STD - abortus, inborn defects, neonatal infection. Diagnosis +

treatment!!




* HPV - higher risk of vaginal, vulvar, penile, anal dysplasia/carcinoma
* Some types in oral/laryngeal carcinoma
* VVaccination preferably before start of sexual activity; males + females,

2 doses sufficient




Male partner

Pelvic inflammatory disease
(endometritis, salpingitis)

Ascending infection

Horizontal
transmission

Infectious cervicitis

Vertical transmission

Placenta (fetus + neonate)




* Signs: pelvic pain incl. chronic, painful intercourse, painful
menstruation, vaginal bleeding; in acute stage incl. fever, chills

 Prevention of STD




PID — chronic inflammation + ovarian torsion — hemorrhagic necrosis




Estrogen dependent, changes during menstruation cycle
Hemorrhagic (chocolate) cysts, hemosiderin pigmentation, scarring

Pain (dysmenorrhea — painful menstruation, dyspareunia), adhesions,
infertility

Possible source of endometrioid adenocarcinoma







* endometriosis

* Neoplastic: according to the tissue of origin: surface epithelial tumors,

germ cell tu, sex-cord stromal tu, metastatic tu, etc.







* Prolongated estrogen release
without progestins

* Endometrial hyperplasia
common
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* Risk factors variable, according to the type of tumor

* Familiar genetic factors (+ breast ca), nulliparity = risk of ovarian
carcinoma

* 90% sporadic
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Dermoid cyst — mature cystic teratoma: most common female
germ cell tumor, benign




* High risk of recurrence
* Lung, liver, lymph node metastasis

* Treatment: surgery (->premature menopause), chemotherapy (side

effects)




implants possible

 Malignant
e carcinoma




Mucinous cystic tumor of low malignant potential







— sec. amenorrhea, psychogenic sterility

— idiopatic, secondary (inflammation, tumors,...)

e Uterine
 Metabolic
e Nutritional




Secretory < abnormal progestins
* | P— hyposecretory endometrium (luteal phase insufficiency)

* 1 P exogenous (contraception) - stroma-glandular dissociation — pseudo-
decidualized stroma + atrophic glands

Irregular, mixed < E+P dysbalance
* irregular shedding — mixed secretory + menstrual + proliferative




 possible cause of infertility

* possible start/localisation of endometrial ca




* Smooth muscle tumor: leiomyoma (fibroid)




* Risk factors:
e unopposed estrogenic stimulation — endo-/exogenous
« DM, obesity, early menarche - late menopause
* Infertility, nulliparity (childless)

* Precursor: atypical endometrial hyperplasia
* Better prognosis, lymphatic spread possible







* Signs:







in pregnancy " risk of abortion, uterine rupture, possible barrier of normal
delivery

uterus myomatosus (multiple leiomyomas)
common regressive changes (edema, fibrosis, hyalinisation, calcification)







Endocervix

Exocervix

‘Oniginal” squamecolumnar Endocervical ectropion Transformation zone
junction

Transformation zone: immature epithelium, risk zone for HPV infection,
preneoplastic changes



* deregulation of the cell cycle, 1 proliferation, | or arrested maturation

e Other risk factors: smoking, high number of births, multiple sexual
partners, young age at 1st intercourse (<17 years), oral

contraceptives (in combination with other risk factors), ' immunity,
other STD




* only regular check in young, local excision in older females

HSIL (high-grade squamous intraepithelial lesion)
= CIN II/Ill + carcinoma in situ (non-invasive carcinoma)

* majority persists or progresses to invasive carcinoma

* treatment necessary in any age (very careful observation in pregnancy, CIN Il in young
females)




* regional LN metastases
e distant metastases via blood (lung, liver, bone marrow)

* 1 incidence, but mostly lower stages (if screened), {, mortality
* Treatment side effects common

* Prevention: vaccination (incl. males), most common types are covered by
the immunization, crossed immunity possible; further evolution ? —

spread of less common types possible
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muscles dysfunction) - treated by specialist physical therapist




* Uterine prolapse: herniation of the uterus into vagina, variable stages,
protrusion to the outside possible




e vagina
Backache, bleeding (irritation)

Cystocele: frequency/urgency, incontinence
Rectocele: incomplete emptying, constipation




intraabdominal pressure)







* Nonproliferative/non-atypical lesions (cyst, fibrosis, usual hyperplasia, ...) no risk

e palpable irregularities (lumps, granularity), +/-tender
* etiology:

* hormone dependent
* inflammation-associated

e diff. dg.: malignant tumors




* Nipple discharge
* |nfections, inflammations




* Proliferating ducts + increased amount of stroma




* Monoclonal neoplastic lesions

* Direct precursors of invasive cancer

* High relative risk of subsequent invasive carcinoma (10x)
* Histopathological diagnosis necessary




known modifiable risk factors
* more effective therapy

° metastases

* |ymphatic spread — regional LN (mostly axillary)
 hematogenous spread (bones, lung, liver, brain...)




Late age (>30 years) at first full term pregnancy
Smoking, alcohol

Radiation exposure

Hormone replacement therapy (long-term)




(=95%)

hereditary mutations in some TSG (BRCA1, BRCA2...)
typical in young females (after age of 20)
possible multicentric, bilateral — prophylactic mastectomy

1 risk of ovarian carcinomas




e Screening: mammography, ultrasound

* Signs: palpable mass, firm, irregular, painless
* New asymmetry, distortion

* Nipple discharge
* Axillar lympadenopathy




* Surgery
Radiation
Hormonal therapy

Biologic therapy
Chemotherapy




* Preoperative assessment or general and local tTunctional status

* Postoperative rehabilitation, complications and their prevention
(lymphedema, decreased range of movements, scarring)

e Side effects of chemo-, radiotherapy, hormonal therapy, ...




