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(the doctoral student must analyse, review, and present the latest 

scientific publications related to the respective topic). 

Criteria for evaluating the report (minimum readable score - 5): 

(a) relevance, novelty and relevance of the material submitted (2 
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(b) general structure and scope of the report, clear presentation of the 

knowledge, reasoning, brevity and specificity (2 points); 

(c) Summary, presentation and justification of conclusions (1 point); 

d) raising problematic issues, presenting the application of the 

reviewed knowledge in the dissertation (3 points); 

e) organization of visual aids, ability to participate in a discussion, 

management of questions, oratory skills (2 points). 

 

PURPOSE OF THE COURSE UNIT 

 
To acquaint doctoral students with the surgical anatomy of endocrine glands, functional 

disorders, non-hormone-releasing, and hormone-releasing endocrine gland tumours. To 
examine the possibilities of surgical treatment of endocrine glands and the methods of 
operations. To enable doctoral students to properly choose a scientific problem and to 

successfully analyse and design it with independent scientific (doctoral) work. 
 

THE MAIN TOPICS OF COURSE UNIT 

 

Thyroid surgery: Anatomy of the thyroid gland, reversible and upper laryngeal nerve, 
cervical lymphatic system. Diagnosis of thyroid surgical diseases: clinical, laboratory, 

instrumental examinations (ultrasound – TiRADS system), CT, MRI, scintigraphy, 
puncture thin needle and cytological examination, evaluation of cytological examination, 
cytological groups). Goiter forms: single-node, multi-node, diffuse. Thyroid function: 

euthyroidism, hypothyroidism, hyperthyroidism. Indications for thyroid surgery: 
indications for single-node, multi-node and diffuse thyrotoxic goiter surgery. Thyroid 

Surgery: Volumes of Single-Node, Multi-Node, and Diffuse Thyrotoxic Goiter Surgery. 
Thyroid surgery methods: traditional thyroidectomy, minimally invasive axillary-breast 
approach (ABA), bilateral axillary-breast (BABA), transoral endoscopic thyroidectomy 

vestibular approach (TOETVA), video-assisted thyroidectomy (MIVAT). Ablation: 
indications, contraindications Methods of ablation (radiofrequency, laser, microwave). 

Conditions for minimally invasive surgery Applications of thyroidectomy: trauma of the 
laryngeus recurrence nerve, violation of its integrity, superior laryngeal hemorrhage, 

transient and permanent hypocalcaemia, neurostimulation of laryngeus recurrens 
(indications, principle of the method), neuromonitoring (principle of the method, 
evaluation) Postoperative use of thyroid hormones. Forms of thyroid cancer: well-



differentiated cancer (papillary, follicular), medullary cancer, anaplastic. Thyroid cancer 
surgery: volumes of surgery for well-differentiated, medullary, anaplastic cancer, 

postoperative radioiodotherapy. 
Parathyroid surgery. Anatomy, embryology, variants of the location, physiology of the 

parathyroid glands: the effect of parathormone (PTH) on calcium metabolism. Surgical 
diseases of the parathyroid glands: primary, secondary, tertiary hyperparathyroidism. 
Causes of primary hyperparathyroidism: parathyroid adenoma, parathyroid hyperplasia, 

parathyroid cancer. Biochemical changes in the blood caused by hyperparathyroid 
hormone: hypercalcaemia, hypophosphoremia, hyperchloraemia, hypercalciuria. Other 

causes of hypercalcaemia: paraneoplastic syndrome, bone metastases, prolonged 
immobilization, thyrotoxicosis, myeloma, vitamin D overdose. Diagnosis of primary 
hyperparathyroidism: clinic, laboratory tests (hypercalcemia, hyperparathyroid 

hormone), bone radiography, bone densitometry. Determination of parathyroid 
adenoma topography: ultrasound, 99mTc (MIBI) scintigraphy, computed tomography, 

selective cervical venous catheterization. Techniques for primary hyperparathyroidism: 
traditional, minimally invasive (video - assisted, focused, using radiolabels). Adenoma 
ablation (indications, conditions, advantages, and disadvantages of the method), choice 

of surgical method, advantages and disadvantages of traditional and minimally invasive 
surgery, determination of changes in PTH concentration during surgery and their 

evaluation. Pathogenesis of secondary hyperparathyroidism in renal insufficiency or 
afunction: vitamin D deficiency, decreased renal tubular calcium absorption, decreased 
intestinal calcium absorption, hyperparathyroidism, bone decalcification. Diagnosis of 

secondary hyperparathyroidism: laboratory blood tests, radiological changes in the 
bones (osteitis fibrocystica Recklinghausen). Secondary hyperpartyroidism. Indications 

for operation. Techniques for secondary hyperpariroidism: removal of three glands and 
resection of the fourth, removal of all glands and autotransplantation of one of them 
(orthotopic or heterotopic). Pathogenesis of tertiary hyperparathyroidism: 

adenomatization of hyperplasia of the parathyroid glands. Surgical treatment of tertiary 
hyperparathyroidism. 

Adrenal surgery. Anatomy of the adrenal glands, syntax, arterial and venous blood 
flow. Adrenal structure (cortex, core), adrenal hormones. Diagnosis of adrenal diseases: 
clinic, laboratory tests, ultrasound examination, computed tomography, scintigraphy. 

Methods of adrenal surgery: adrenalectomy through laparotomy (indications), 
laparoscopic adrenalectomy (adrenal size limit), endoscopic retroperitoneal 

adrenalectomy (indications - bilateral adrenal pathology, abdominal adhesions, obesity), 
SILS. Hormonally active tumours of the adrenal cortex: hyperaldosteronism (Cone 

adenoma), Cushing's syndrome (their pathogenesis, clinic, diagnosis, treatment). 
Hormonally active tumour of the core adrenal layer - pheochromocytoma (pathogenesis, 
clinic, diagnosis, preparation for medication for surgery, surgical treatment). 

Incidentaloma: diagnosis, indications for surgery, surgical treatment. Adrenal cancer: 
clinic, diagnosis, surgical treatment. 
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