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Urinary problems in children are fairly common and many
of these conditions are asymptomatic to start with. Many
urological diseases are birth-related (congenital anomalies) and
10-15% of them may be detectable by screening ultrasound scans
(antenatal scan) done in pregnant mother. Congenital anomalies
may worsen after birth, as the child grows-up and need periodic
assessment. Urological problems may affect the growth and
well-being of children and often lead to emotional and behavioral
issues. Early diagnosis and timely treatment are essential to
ensure optimum well-being of children. Often parents of affected
children are anxious to know the eventual outcome and the
problems their wards may face after birth. A Pediatric Urologist is
an expert in the management of children urology disorders and is
ideally suited for counselling of the affected’s parents. He also
provides a continuum of care right from the antenatal diagnosis
to the management of various urological disorders as these
young-guns grow-up.
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How Does the
Urinary Tract Work ?
The “urinary tract” includes the organs in your body that make, store, and get rid
of urine (one of the waste products of your body). Urine is made in the kidneys
and travels down to the bladder through the ureters (the tubes that join them).
The kidneys make about 1½ to 2 quarts of urine a day in an adult, and less in
children, depending on their age. In children, the bladder can hold 1 to 1½
ounces of urine for each year of age. For example, a 4-year-old child’s bladder
can hold 4 to 6 ounces—a little less than a cup.
The bladder stores the urine until it is emptied through the urethra, a tube that
transports urine from the bladder to the outside. The urethra opens at the end
of the penis in boys and in front of the vagina in girls.
The kidneys also balance the levels of many chemicals in the body (sodium,
potassium, calcium, phosphorous and others) and check the blood's acidity.
Certain hormones are also made in the kidneys. These hormones help control
blood pressure, boost red blood cell production and help make strong bones.
Normal urine has no bacteria in it, and the one-way ﬂow helps prevent
infections. Still, bacteria may get into the urine through the urethra and travel
up into the bladder.
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Common Urinary
Symptoms In Children

Dysuria
Dysuria is painful or difﬁcult urination. If there's an infection or inﬂammation somewhere in the urinary tract (especially bladder and urethra), a
person might feel a burning, painful sensation while urination.
Common causes for Dysuria in children are
Urinary tract infection (UTI)
Calculus disease- stones in urinary system
Balanoposthitis (inﬂammation of the rounded tip of penis, called glans
or the fold of skin that covers this area in uncircumcised children, called
prepuce)
Detailed assessment and investigations are required to identify the cause
and treat.
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Thin stream, Straining to pass urine,
Urinary retention or failure to pass urine

A variety of causes can contribute to this symptom.
Newborn babies : most common cause is Posterior Urethral valves (PUV, a
condition where newborn needs additional investigations and admission).
Sometimes, a Ureterocele or Bladder Diverticulum (outpouching from
the urinary bladder obstructing the urethra) can cause similar symptoms.
These conditions are usually diagnosed by USG and MCU.
Older children may have thin urine stream and the above symptoms due
to:
Phimosis : Very tight nonretractile foreskin can sometimes cause this
problem. Circumcision is corrective.
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Meatal stenosis : Tight urinary opening can cause these symptoms. This
condition can be diagnosed by clinical examination and treated by a minor
surgery (meatoplasty).
Urethral stricture: A condition where narrowing of urethra occur and may
be secondary to infection, injury or prior catheterization. This is diagnosed
by an X-ray study called retrograde urethrogram (RGU) and a micturating
cystourethrogram or voiding cystourethrogram (MCU or VCUG).
Mini-valves : Rarely, older children may present with a variant of PUV called
Mini-valves where small fold of tissue in urethra cause mild obstruction to
urine ﬂow. These can be diagnosed on MCU and treated easily
cystoscopically (endoscopy through the urine tube/ urethra).
Stone impacted in urethra or bladder neck : it is uncommon but may lead
to blockage of urine and needs immediate attention

Frequency - Frequent passage
of urine
Frequency signiﬁes irritation of bladder or small
bladder capacity. Common causes are:
Urinary tract infection
Urinary calculi or stones
Overactive bladder
Small bladder capacity
A good chat with the patient and parents, a thorough examination and few
investigations (that may include voiding diary, urine tests, ultrasound and
urodynamic studies) may help in
identifying the cause and provide the
necessary treatment.
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Hematuria
Hematuria means presence of blood (red blood cells) in the urine. Microscopic
hematuria means that the blood is detected only with a microscope, while gross
hematuria means the urine appears red or f tea or cola colored. The causes may
include:
Structural abnormality in the urinary tract
Inherited diseases
Mineral imbalances in the urine
Glomerulonephritis
In some cases, no deﬁnite cause of hematuria may be found

Incontinence of urine (lack of urine control with unintentional leakage)
If the child is continuously wetting his clothes and lacks control over the
urination, the condition is called incontinence of urine. This is a very distressing
condition for the family as well as for the child. Common causes are:
Neurogenic bladder

Epispadias

Exstrophy bladder

Non-Neurogenic Neurogenic bladder

Overactive bladder

Types of Incontinence
(Incontinentia vesicae)

Stress Incontinence
due to increased
abdominal pressure
under stress ( Weak
pelvic ﬂoor muscles)

Urge Incontinence
due to involuntary
contraction of
the bladder muscles

Overﬂow
Incontinence
due to blockage
of the urethra

Neurogenic
Incontinence
due to impaired
functioning of
the nervous system.
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A Pediatric Urologist would be able to differentiate these conditions based
on a good examination and certain investigations. Nowadays we have newer
therapies and approaches to these conditions. The prime goal is to offer dryness to the patient by medical or surgical means and is a very much attainable goal. The family and the treating Pediatric Urologist must be committed to spend time and energy in arriving at correct formula which works for
the patient. This means a very individualized approach and frequent visits.

Fever
Fever in a child suffering from urine infection generally signiﬁes upper tract
or kidney involvement. In newborn babies and infants, fever may be the only
symptom of a severe urinary tract infection as other symptoms like frequency, urgency or dysuria may be absent or missed in a small child who passes
urine in a diaper. If clinically, the other systems are not involved and the
child had fever, it may be worthwhile to rule out a urinary tract infection by
submitting a urine examination. Children with fever and urine infection
need urgent medical

attention and immediate consultation with the

specialist.

Common Investigations In
Children With Urology Problems
Signiﬁcant advances have been made in the imaging of the urinary tract in
children. The trio of renal-bladder ultrasound (USG KUB or RBUS), voiding
cystourethrogram (VCUG or MCU), and nuclear scintigraphy (Renal Scan)
are the most commonly used imaging in children currently. CT and MRI, are
sometimes needed to supplement these studies for additional information.
Urodynamic study is another test often advised in children with overactive
bladder or urine incontinence.
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MCU/ VCUG
(Micturating cystourethrogram/
Voiding cystourethrogram)
In this procedure the urethra is x-rayed
while contrast dye is passing f rom the
bladder through the urethra during
voiding (peeing). The bladder is ﬁrst
ﬁlled with the x-ray contrast dye by
inserting a urinary catheter into the
bladder through the urethra.
This test helps in identifying important
developmental anomalies like Vesicoureteric

Reﬂux

(VUR)

and

Urethral Valve (PUV). It is

Posterior
f requently

advised in children with recurrent UTI.
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Ultrasound (RBUS)
An imaging test that uses sound
waves

to

create

a

picture

of

organs, tissues, and other structures

inside

the

body.

Unlike

x-rays, ultrasounds don’t use any
radiation.
It is the ﬁrst imaging test advised
while

evaluating

children

with

urinary problems and may also be
used for periodic monitoring of
urological problems.

Nuclear Scan (Renal Scan)
An imaging to check kidney tissue
viability and function by using
radiotracers that are taken up at
cellular level. This special imaging
test can also assess blood ﬂow to
kidney and the transit of urine
through ureters. Nuclear medicine
imaging has been used in children
for decades.
The

commonly

used

Nuclear

Renal scans in children are DTPA,
DMSA and MAG3 named after the
type

of

radiopharmaceutical

injected during the scan.
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Urodynamic Study

This test is used to assess how well your child's bladder and urethral sphincter
are doing their jobs of collecting, holding and releasing urine.
Normally, muscles and nerves of the urinary system work together to store and
release urine. Children with urine incontinence, neurological disorders, voiding
dysfunction may need this test. Children should be free of infection at time of
this test (normal urine culture test).

Urinary Tract Infection (UTI)
Urinary

tract

infections

(UTIs)

are

common in kids. They happen when
bacteria (germs) get into the bladder or
kidneys. Most UTIs happen in the lower
part of the urinary tract — the urethra
and bladder. This type of UTI is called
cystitis.
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A child with cystitis may have:
Pain, burning, or a stinging sensation when peeing
An increased urge or more frequent need to pee (though only very small
amount is passed)
Fever
Waking up at night a lot to go to the bathroom
Wetting problems, even though the child is potty trained
Belly pain in the area of the bladder (generally below the belly button)
Foul-smelling pee that may look cloudy or contain blood
An infection that travels up the ureters to the kidneys is called pyelonephritis
and is usually more serious. It causes many of these same symptoms, but the
child often looks sicker and is more likely to have a fever (sometimes with
shaking chills), pain in the side or back, severe tiredness, or vomiting.
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How common is UTI in children?
As many as 8 in 100 of girls and 2 in 100 of boys will get UTIs.

What causes UTI ?
UTIs are much more common in girls because a girl's urethra is shorter and
closer to the anus (where poop comes out). Uncircumcised boys younger than 1
year also have a slightly higher risk for a UTI.
Other risk factors for a UTI include:
a problem in the urinary tract (malformed kidney or a blockage in urinary
tract)
Vesicoureteral reﬂux (VUR)
poor toilet and hygiene habits
family history of UTIs
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How to diagnose UTI?

The only way to diagnose a UTI is with a urine test. Once the diagnosis is made,
additional tests may be advised that include:
Kidney and/or Bladder Ultrasonography (Ultrasound)
Voiding Cystourethrogram (VCUG)
Nuclear Scans
CT Scan or MRI

How to treat UTI?
UTIs due to bacterial infection are treated with antibiotics. Additionally,
children are encouraged to drink plenty of ﬂuids, take cranberry supplements
and urinate often.
Further treatment of UTI may be required if its recurrent or investigations show
abnormality in the urinary tract.

Do UTIs have long-term effects?
Young children have the greatest risk for kidney damage from UTIs, especially if
they have some unknown urinary tract abnormality. The damage can cause
scarring, poor growth, and abnormal kidney function, as well as high blood
pressure and other problems. It is important that your child be checked carefully
and treated at once.
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Management of UTI in children:
the Shifting Paradigm
Urinary tract infection (UTI) is the most common urological ailment in the
little ones. About 1% of boys and 3–5% girls suffer at least one episode
during childhood and 30–50% of them will return back with a recurrence
(rUTI). Thirteen to 65% children with rUTI may develop permanent renal
cortical scar (RCS), especially those with Vesicoureteral Reﬂux (VUR, a
common congenital anomaly). Long-term sequelae in these children
include hypertension and chronic renal failure that may progress to end
stage renal disease. The conventional practice for rUTI prevention is low
dose long-term antibiotic prophylaxis. Additionally, invasive tests (voiding
cystourethrogram, VCUG) are performed to identify VUR. Antibiotic
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prophylaxis runs the risk of adverse

reactions and developing antibiotic

resistance apart f rom being ineffective (breakthrough infections). VCUG is
invasive

and

exposes

the

child

relationship UTI–VUR-RCS has been

to

ionizing

radiation.

The

causal

challenged by recent studies. A new

restrictive “Top-Down Approach” (reliance on Renal-Bladder ultrasound,
RBUS & radionuclide renal scan, DMSA ; reserving VCUG for those
exhibiting renal involvement) instead of the old-school “Bottoms-Up Approach” (VCUG upf ront following ﬁrst UTI) is gaining popularity. Emphasis is
also laid on non-antibiotic options (bioﬂora modiﬁcation, preventing bacterial adhesions to uroepithelial cells), addressing constipation and dysfunctional

voiding.

utilization,

This

reduces

targeted

potential

approach

harmful

procedures

without affecting outcomes of UTI in these sufferers.
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improves
and

resource

interventions,

Kidney Stones In Children
Children of all ages can develop kidney stones, including infants, but they occur
much more often in teens. A family history of kidney stones makes a child more
likely to develop them. Children who had kidney stones in the past have a greater chance of developing another kidney stone.

Which children are more likely to form kidney stones?
An unhealthy lifestyle (drinking too little water or drinking excessively wrong
type of ﬂuids such as, sugary soft drinks or drinks with caffeine, sports drinks)
and diet having unhealthy amounts of sodium (restaurant meals, chips, sandwich
meats, frozen foods) can make children more likely to have kidney stones.

What are the common types of kidney stones?
The four most common types of Kidney stones in children are Calcium Stones,
Struvite Stones, Uric acid (urate) stones and Cystine stones.

What are the treatment options?
Small kidney stones may pass with good hydration. Bigger stones may need procedures like ESWL (shock wave lithotripsy), URS/RIRS (endoscopy with laser surgery) and PCNL (keyhole surgery from back). These are usually decided by the
pediatric urologist expert after evaluating the child’s condition in detail. After
treatment child may require additional measures for prevention of future stone
formation and these are decided by the treating expert.
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Antenatally diagnosed
Hydronephrosis
(Hydronephrosis in the growing baby during pregnancy)

What is hydronephrosis ?
Hydronephrosis refers to swelling of the kidney.

How common is Fetal Hydronephrosis ?
Fetal hydronephrosis (kidney swelling in the baby kidney growing inside
mother’s womb) is the most common structural abnormality seen on antenatal
scan

(ultrasound

performed

during

pregnancy),

occurring

in

1%

of

all

pregnancies.

How is it diagnosed ?
The condition is detected by antenatal scan (ultrasound performed in the
pregnant mother). Many of the anomalies in the growing baby’s kidney may be
associated with Oligohydramnios (shortage of amniotic ﬂuid) and this may also
indicate the severity of this condition.
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What is the outcome of Fetal Hydronephrosis after Birth?
Many of these may subside during the pregnancy while others may subside after
birth. A follow-up with an expert doctor is advised to ensure that this happens and
no child with persistent hydronephrosis is missed.

What are the common causes of Fetal Hydronephrosis?
The common disorders that may cause antenatal hydronephrosis are:
Pelvi-ureter junction Obstruction (PUJO)
Vesicoureteric Reﬂux (VUR)
Posterior Urethral Valve (PUV)
Vesicoureteric Junction Obstruction (VUJO)
Polycystic Kidney Disease (PKD) and Multicystic Kidney Disease (MCKD)
These conditions are described below.

Pelviureteric junction (PUJ)
obstruction
What is this condition?
In this condition, there is a partial or
complete blockage at the site where
the kidney joins the ureter (also called
renal pelvis- ureter junction, PUJ). As a
result, the urine produced by kidney is
unable to pass out. Urine collects inside
the kidney with progressive rise of
pressure inside kidney. This produces
swelling of the kidney pelvis (the urine
storage chamber inside kidney). Long
standing cases affect the kidney function severely and may lead to complete
non-functioning kidney.
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How is it diagnosed?
Ultrasound scan detects the condition. Ultrasound can also predict the severity of
the condition by measuring the diameter of the pelvis.

What tests need to be performed?
After birth, these children will require serial ultrasound scans to monitor the
progress of the obstruction. A special test called Renal scan may be advised at 4-6
weeks of age to assess the severity of the condition and its impact on the kidneys.
Additional tests (CT scan, MRI or IVP) may be advised.

What is the outcome?
In about 70% babies, the condition resolves as the baby grows. Only 30% of the
children have a worsening requiring surgery. Various options like open surgery,
endoscopy, or laparoscopy are available and the choice is based on the severity of
the condition and the available expertise.

Vesicoureteric Reﬂux (VUR)

What is this condition?
In normal human, urine ﬂows one way from the kidney, down the ureter and into
the urinary bladder. At the junction of the ureter and the bladder- the body has a
one-way transport mechanism called “an Anitreﬂux mechanism”. In children with
Vesico-ureteric reﬂux (VUR)- this mechanism is defective. While the child is passing
urine, part of the urine goes back up the ureter to the kidneys instead of going out
completely from the bladder. As a result, there is swelling of the kidney and ureter
– a condition called Hydroureteronephrosis and consequent back-pressure effect
on the kidney.
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How is it diagnosed?
The diagnosis is made by series of
tests -Ultrasound and MCU (a special X-ray taken after injecting X-ray
detectable liquid into the bladder).
Renal scan can identify the severity
of the disease and the degree of
involvement of the kidneys.

What is the outcome?
In one study, VUR resolved spontaneously in 49% of our antenatal
VUR patients and 73% of postnatal
patients, whereas 29% and 19% of
patients

had

no

improvement,

signiﬁcant
respectively.

Children with severe grades of VUR
will

experience

recurrent

urine

infection, infection in the kidneys,
scar formation and loss of healthy
kidney tissue and its consequences.

What treatment options
are available?
After birth, children with severe
grade VUR are usually put on low
dose antibiotics to prevent kidney
infections and consequent kidney
damage.

For

children

with

persistent high grades of VUR, corrective options include endoscopic
surgery, Laparoscopic surgery and
open surgery.
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Posterior urethral valves (PUV)

What is this condition?
In this condition there is a block in the urethra, As a result, bladder is not able to
empty properly and urine is stored in bladder at high pressures. The bladder
becomes thick and distended. Both the ureters and kidneys may be swollen.

What is the outcome of this condition?
Posterior urethral valves is a very serious condition as upto 30% of the children will
have eventual renal failure at some point after birth even after adequate therapy.
This is especially true for those cases where oligohydramnios sets in during
pregnancy. Oligohydramnios signiﬁes severe obstruction and decreased urine
production by the developing child. These children are to be investigated as soon as
possible after birth may be on day 1 of life as this is a semi emergency to treat them.

How is the diagnosis made?
An ultrasonogram and a special test called Micturating Cystourethrogram (MCU, an
X-ray of the bladder by injecting into bladder a special medicine detectable through
x-rays) is performed to conﬁrm or rule out PUV.

What treatment options are available?
Once conﬁrmed, best treatment for PUV includes endoscopic surgery under care of
a pediatric urologist. Some children with PUV may progress to renal failure and
need to be managed combinedly by pediatric nephrologist and pediatric urologist.
22
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Vesicoureteric junction (VUJ)
obstruction
There is a block at the point where the ureter joins the bladder. As a result, the
ureter and the kidney get swollen up- Hydroureteronephrosis.
This can be evaluated after birth with a USG and a renal scan. A MCU is also
recommended to rule out VUR.

Duplex system
There is double collecting system of the kidney leading to double urinary pipes in
one kidney and generally the upper pole may be swollen due to abnormal junction
of the ureter with the bladder. Children with duplex system may need treatment
under care of a Pediatric Urologist after birth for best outcomes.

Absent Kidney

Also called Renal Agenesis. If both kidneys are absent- the child will be born with
renal failure and will soon succumb to it. Unilateral or one-sided renal agenesis is a
common condition and does not have many long-term issues in most children.
After birth, these children should be investigated under care of a pediatric urologist
surgeon to rule out problems in other kidney like VUR or PUJO, which are seen in
upto 20-30% of children. Abnormalities of female reproductive organs are also
common in girls and these kids merit further investigation after birth.
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Polycystic kidney

In this disease, there are multiple ﬂuid ﬁlled cysts in the kidney generally on both
sides. There are further two types of this disease. Infantile variety which generally
presents soon after birth as renal failure and Adult Variety which is diagnosed later
in life. Infantile variety can be diagnosed easily during pregnancy and a therapeutic
termination of pregnancy should be recommended for these babies.

Multicystic kidney disease (MCKD)
In this disorder there are multiple non-communicating cysts in the kidney that replace healthy
kidney. This disease generally affects one side,
and the other kidney is usually normal. The
kidney having MCKD loses its function. The diagnosis is made with the help of Ultrasound scan
(USG) and Renal Scan, which also helps in determining the residual function in the affected
kidney and status of the other non-affected
kidney. Some of these kidneys may disappear
automatically during pregnancy or ﬁrst 2-3 years
24
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of life. In other cases, surgery may be required to remove the affected kidney after
birth once the diagnosis is established.
Sometimes it may be difﬁcult to distinguish a severe hydronephrosis from MCKD
even after renal scan. In these cases, a Cystoscopy and retrograde pyelogram may
be required to conﬁrm the diagnosis and proceed with appropriate surgery.
An expert pediatric urologist may offer Laparoscopic surgery for removal of the
MCDK affected kidney, thereby avoiding open surgery and its consequences.

Bed-wetting

What is this condition?
Bed-wetting — also called nighttime incontinence or nocturnal enuresis — is
involuntary urination while asleep after the age at which staying dry at night can
be reasonably expected. Soggy sheets and pajamas — and an embarrassed child
— are a familiar scene in many homes

How common is the condition?
At ﬁve years of age, 15-25% children wet the bed. With each year of maturity, this
declines by 15%. At 12 years age, 8% of boys and 4% of girls have this problem.
Amongst adolescents, 1-3% may still wet their bed at night. 15-25% bed-wetters
have secondary enuresis. .
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What are the different types of enuresis?
Primary enuresis: bed-wetting in a child who has never been dry
Secondary enuresis: bed-wetting in a child who has had at least six months of
nighttime dryness.

What treatment options are available?
These children need to be evaluated by a Pediatric Urologist to rule out associated
urological disorders. Some behavioral modiﬁcation and adjustments in life style
may help these children.

Additional treatment options may be needed and include:
Bed-Wetting Alarm
Introduced in 1938, this is an alarm that emits a sound when a child wets
the bed. This awakens the child during voiding; the child gets out of bed
and ﬁnishes voiding in the toilet or holds urine until later. Compared with
other skill-based or medical treatments, the bed-wetting alarm has a
higher success rate (75%) and a lower relapse rate (41 %). For resolution of
nocturnal enuresis, the bed-wetting alarm may need to be used for up to
15 weeks.
Positive Reinforcement Systems
In one positive reinforcement system, the child puts stickers on a chart or
earns points for every night he or she remains dry. Once a certain number
of stickers or points have been earned, the child is given a prize.
Medical Management
Desmopressin (DDAVP) and imipramine (Tofranil) are the primary drugs
used in the treatment of nocturnal enuresis. They are better avoided in
children less than 6 years age.
Other Conditions Associated With Nocturnal Enuresis
Some children have day time symptoms like urgency, frequency with
occasional wetting the undergarments along-with nighttime wetting.
Some of them may also assume a squatting posture with heel pressed into
the perineum, called Vincent’s Curtsy. These children may be suffering
from overactive or neurogenic bladder and need proper evaluation and
treatment.
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Abnormal looking penis or genitalia
Common causes of this condition are:
Hypospadias:
A birth defect in which the urinary opening is not present at the tip of the penis but
on the underside anywhere along the midline. This condition usually needs surgery
and depending on the severity of the condition and other assessments, corrective
surgery may be offered starting from 9 months- 1 year of age. Some of these babies
with severe defects may require further investigation to rule out other developmental abnormalities. Hypospadias surgery is technically challenging and best
performed by an expert pediatric urologist who have special training in managing
children with hypospadias.
Epispadias:
This is reverse of Hypospadias and the urinary opening is present on the top of the
penis. This condition also need surgery for correction.
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Intersex:
Intersex (also known as Disorders of Sex Development or DSD) is a developmental
disorder. DSD should be suspected is there is any doubt about the sex of the baby
or so called "Ambiguous genitalia". Other situations that may resemble this condition are severe Hypospadias, Hypospadias with undescended testis, both sided
undescended testes, a young girl with a large clitoris or bilateral inguinal hernias. If
any of these conditions are suspected, thorough investigations are needed to learn
more about their reproductive organs and sex of rearing. The investigations may
include karyotype (tells about chromosomes and DNA), Ultrasound, Genitogram
and hormonal analysis. An expert pediatric urologist can help in counselling and
treatment in this condition.
Undescended testis (UDT):
UDT is one of the most common congenital
anomalies in newborn males and can be seen
in upto 3-5% of these babies. Some of these will
descend to scrotum in ﬁrst 3-4 months of life,
so it is wise to wait for this time before any
decision is made. Further planning depends
whether

the

testis

can

be

felt

clinically or not. The testis which can be felt
clinically

and

lying

close

to

its

normal

position can be corrected by a surgery called
orchidopexy.
The ones which cannot be felt clinically are called Non-palpable UDT and they may
require laparoscopic surgery to ﬁnd their position and to facilitate their placement
in the normal position. In 10-15% boys undergoing laparoscopy for undescended
testis, the testis may be absent. It is very important to locate the testis inside the
tummy and move it out as the testis left inside the tummy can develop into a
cancer later.
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Testicular swelling or pain
Common causes of testicular swelling and/or pain are:
Hernia: out pouching of intestine from the abdomen into the scrotum. Hernia
is very common in children and read more about Hernia in children here.
Hydrocele: collection of ﬂuid around the testis. Hydrocele can sometimes be
associated with a hernia. Hydrocele may improve within the ﬁrst few months
of birth, If it persists, corrective surgery is required which may be performed
through laparoscopy (key-hole) approach.
Cyst
Tumors
Infections- epididymo-orchitis: Epididymo-orchitis is an inﬂammation of the
tube that stores and carries sperm, and/or of the testicle. In children, it is
normally caused a urinary tract infection. Antibiotics are usually effective in
clearing the infection.
Testicular Torsion:
Testicular torsion occurs when a testicle rotates, twisting the spermatic
cord that brings blood to the scrotum.

The

reduced

blood

ﬂow

causes
sudden and often severe pain and
swelling. Testicular torsion is most
common between ages 12 and 18, but
it can occur at any age, even before
birth.
Seek emergency care for sudden or
severe testicle pain. Prompt treat
ment (immediate surgery in required
in cases of testicular torsion) can pre
vent severe damage or loss of your
testicle if you have testicular torsion.
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Laparoscopic Surgery /
Key-Hole Surgery In Children:
Key Points to Know

Today in the era of minimally invasive surgery, laparoscopy (key-hole) surgeries in
children are becoming widely popular. For this kind of surgery, the doctor inserts
small, hollow tubes, called cannulas, through small slits (incisions) in your child's
skin. Then special instruments are placed inside the tubes and the surgery is
conducted.
What are the advantages of Key Hole Surgery in Children?
Less pain.
Early recovery.
Good aesthetic healing.
Decreased hospitalization.
Early return to school and work.
Is there any difference between Key Hole surgery in children and adults?
Many surgical conditions in children are different than adults.
The laparoscopic equipment in children consists of smaller length and
diameter.
In children, the abdominal space to work is less and needs a surgeon
experienced in paediatric laparoscopic surgery.
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What are the common urology surgeries performed by laparoscopy?
Repair of Inguinal
Hernia
Orchidopexy (Non-Palpable Undescended Testis)
Nephrectomy/ Nephroureterectomy
Pyeloplasty/ Pyelolithotomy / Ureterolithotomy
Ureteric reimplantation (in cases of Vwsico-ureteral Redﬂux)
What are the contraindications of laparoscopic surgery?
Bleeding disorder
Unstable condition of a patient

“you are in safe hands:
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