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STUDENT GUIDE

ANATOMY AND PHYSIOLOGY OF ''HE GENITAL-URINARY TRACT

I.

IT.

ITT,

Iv.

Entry Level Skills and Knowledge:
Before starting this Unit, you should be able to:

Explain the structure and function of the
urinary systoem.

Objectives:

Using the information and experiences provided by
the Instructor and the Module Text, trainee wil}]
be able to:

Identify and differentiate the Anatomy and
Physiology of the G.U.System (male and female) .

Evaluation:

Upon completion of thea module, you will be assessed
on:

Knowledge: Written test based upon contents of
unit in module text. Accepted
performance, 80%9.

Activities you will be participating in to complete
the Unit Objective:

1. Students recad module text, Anatomy and Physiology
of the Genital Urinary Tract and answer review
questions.

2. Instructor presents slides on anatomy and
physiology of the GU system.

3. Discussion of Anatomy and Physiology of Gu
system.
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ANATOMY AND PHYSIOLOGY

Anatomy

The urinary tract system is closely associated with the
genital system and shares may features in common with it.
For this reason the two systens

are often referred to together

as the Genital-Urinary Systen.

The Urinary 7ract Fig.GU 1)

The urinary vract in both sexcs
consists of the upper urinary
tract, composcd of the paired
kidneys and urcters, and lower
urinary tract, composed of the
urinary bladder and the
urethra.

The Male Genital Tract
(See Pig.GU 2 and 3)

In males, the genital tract
consists of the testis/epi-
didymis in the scrotum, the /

spermatic cord, and the pro- Pigure GU 1 - "pho Urinay
state and of the urethra Tract’ The urinary tract -
which is shared with the 1) Kidneys, 2) Upeterps 3)
urinary tract. e ’

Bladder - in sillouctte
againast the abdom:n, front
view,

-3
3 a
2
1
4
1
Figuve GU & - "pho ol Figure GU 3 ~ "phe Nale

venttal-Urinary System':
The male gewital traet -
1) Serotum, 2) Spermatic
cord, 3) Proctate, 4)
Urcthra - prominent witl
the urinarvy tract in
stllouctee, front view.

Genital Urinary Syctem': .
The male genital tract -
1) Testie, 2) Spermatic
cord, 3) Frostate, 4)
Urethra ard Uvinary tract
and &) Kectum shown
through mid-1inc of body.



REVIEW QUESTIONS

Anatomy and Physiology of the Genital-Urinary Tract

l. On the picture to the right,
number the parts of the
genital urinary tract as
follows:

=~ the kidneoys with a
- the urcters with a
- the bladder with a
- the scrotum with a

- the spermatic cord with a 5
= the prostate with a 6

=~ the urethra with a 7

L DO =

2. On the picture to the right,
number the parts of the
genital urinary tract as
follows:

=~ the kidnevs with a
- the urecters w: oh a
= the bladder with a
- the ovarices with a
- the tubes with a &
~ the uterus with a ¢
= the vagina with a 7

B o

3. Discuss the purpose of the kidney and how it functions.

/
4. Discuss the cleansing mechanism of’ the urinary tract.



If the statement is true, write "T". 1f the state-

ment is false, write

a.

npw

The urinary bladder is located immcdiately
anterior to the vagina and uterus in females and

to the rectum in males.

In males the urethra is shorter while in

females the urethra is long.

In a normully functioning urinary tract,
urine remains in the bladder, urcthra or ureters

after voiding.



STUDENYT GUIDIE
URINARY TRACT INIECTION
I. Entry level skills and Knowledge:
Before starting this Unit, you should be able to:

Describe and discuss normal Anatomy and
Physiology of the G.U.System in males and
females.

I1. Objecctives:

Usiry the information and experiences provided by
the instructor and the module text, you will be
able to:

1. Describe the pathological processes which
causc UTL, UT Stones,. Prostatism, and urethral
stricture.

2. List the physical signs associated with
these problers.

3. Percuss the loin for deep kidney pain.

4. Palpate and percuss the lower abdomen for
bladder size and tenderness.

5. Describe the usual course and common
complications of the above probloms.

6. Describe and discuss use of protocol in
managing the patient presenting with these
probloms.

7. Describe management procedure for patients
who vou diagnose as have U.T.1., U.T.Stones,
Trostatism, and urethral stricture.

III. Evaluation:

Upen comploetion of the module, you will be assessed
on:
Knowledyge: Writter test based upon contents of
unif in module text. hcceptable
performance, 80%.
Skills: 1. Percussion of the loin for deep
ridney pain.

2. Palpation and percussion of the
abdomen for bladdey tenderness
and size.


http:presenti.ng

Iv.

Activiticq you will be participating in to complcte
the Unit (bjective:

Student read module text on UTI, U.T.Stones,

Prostatism and answer review questions.

Discussion of these problems as described in the

module text.

The instructor will demonstrate:

a. Percussinn of the loin for deep kKidney pain.

b. Palpation and percussion of abdomen for
bladder and tenderness and size.

Students work in pairs to practice skills:

a. Percussion of the loin for decp Kidney pain.

b. Palpation and percussion of the abdomen for
bladder tendcrness and size.

Observation and assistance by instructor.



URINARY TRACT INFECTION (UTI)

Genceral Consideration

Bactevial infections occuring within the urinary tract are
usually caused by bacteria entering through the urcthra.
Anything that leads to urinary obstruction or retention
can lead to an infoction.

Since the urcthra is shorter in women, urinary tract in-
fections are more common in women cupecially during

pregnancy. Men with obstructive syaptons sccondary to
enlarged prostates arve often found to have U s, Por-

sons with urinary tract stones, congenital abnormalitics
and diabetes mellitas have an increased incidence of
urinary tract infoctions.

Clinical Picture

Painful urination with fregquency and urgency are the

most conmen sympLoms. Lf the infection progresses up
the urinary tract to involve the kidney, fLever and flank
pain may Lo prominent. This 1s often associated with
increasing fatigue and exhaustion. The urine may be-

come foul smelling or even hloody.
Complication:

The main complication of o simple urinary tract infection
is involvement of the hidney {pyclonephritcis) . This may
progress on to septicemia, or permanent scarring and de-
struction of kidney tissuce leadting to hypertension and
Kidney failure.

In addition, scarving of the urcters may occur which
leads to o tendency of recurrent UTI's and pylonephritis.

Management
1. Incrcased fiunld intake is very important becausc

fluids flowing through the urinary tract rinses out
the tubular system.

2. Sulfadimidine every 6 hours with a full aglass of
vater for 10 days.
Dol yenrs 2 otspL (250 mg) Triple Sulfa Syrup
5 vrs to 12 yvrs Lotab (500 mg) ’
12 - aAdalt 2 tabs (L gm)

3. For pregnant women, do not usce Sulfadimidine.
Use insteoad:

Ampicillin 2 caps (500 mgm) four times
a day for 10 days.

11



Management of Complications

1. Recurrent infections should be referred to a
physician,

2. Iyolapephritis should be roferred to a physician.

Prevention

1. Women should be instructed in wiping Front to back
afver urinating or defaccating.

2. As a daily routine, drinking a lot of water and
other fluids is good for the urinary tract system.
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DIAGNOSTIC SKILLS

PERCUSSION FOR DEEP KIDNEY PAIN

Suprplies
No supplies are necded.
Farpose

The purpose of this skill is to develop the ability to
recognize the presence of deep kidney pain and to be able
to distinguish this from simple muscle irritation due to
sprain or strain.

steps

The kidneys are located in the angle formed by the lower
ribs (costal vertebral angle) and are resting against them.
Infection of the kidneys causes swelling of the kidneys and
irritation of the surrounding tissue including tha awascles of
the vertebral column immediately postericr to the kidneys.
The swelling and muscle irvitation will cause deep pain
sensation in the loin area. A firm blow to this area will
then move the kidney slightly

and increase the severity and

intensity of the pain.

The cxamincer should stand to one
side of the patient and slightly
to the posterior. He should
hit the patient firmly but with-
out excess force in the costal
vertebral angle with the ball

of his fist in a single sharp
blow.

Results: If kidney inflammation
is present, the pain will in-
crease and become excruciating
and the patient will fiinch and
withdraw from the blow. If the
tenderness is due to muscle

R gt . Figure GU 6 - "Testing
sprain or strain, only mi'd fov Deep Kidney Pain™:

tenderness is felt. A normal baek
person should experience no

pain when hit with the appro-

priate force in this area.

viaw,
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REVIEW QUESTIONS

What are the common symptoms of urinary tract
infection?

What is one anatomic reason why urinary tract in-
fection is more common in women than men?

A patient comes in complaining of painful urination,
fever, and flank pain. What is your diagnosis?

What is the basis for repeated attacks of UTI in such
diseases as prostatitis and urinary tract stones?

A woman comes in with complaints of fever, dysuria,
flank pain and frquency of urination. Your diagnosis
is pyelonephritis.

-What is your management?

-What personal hygiene and dietary measures may be
helpful?

What is the difference between a urinary tract in-
fection and an attack of pyelonephritis?

Explain the patient response to percussion for deep
kidney pain in the following situation:

a. The patient has kidney infection.

b. The patient has back sprain.



URINARY TRACT STONES

General Considerations

The size and location of the urinary tract stone and the
presence or absence of urinary obstruction determines the
severity of the damage caused by the stones to the kidney.
Urinary tract infections freguently occur in association
with the urinary obstruction and add to the severity of
the discasc.

Clinical Picture

Urinary tract stones are often asymptomatic unless on-
struction occurs, at
} \ which time complaints of

]

- severe loin, flank or
lower abdomen pain may
occur depend.ny on the

[ \ ) site of the stone. Haem-

aturia will be present.
If an infection occurs,
fever and symptoms of
pyelonephritis (see pye-
lonephritis - c¢linical
picture) may be present.

Flgure GU 7 « "Possible location

of pain associated with urinary
tract stones”.

Complications

The primary complication of urinary tract stones is
urinary cbstruction. This in time can cause urinary
tract infection, pyclonephritis and renal failure.

Management

1. Encourayge large amount of fluids cspecially water, 2
to 3 litres per day. ‘This flushing may result in
passage of the stone.

2. Give analgesics for pain. Urinary tract stone is
accompanied by severe pain - Pethidine 100 mg IM.

3. Refer to a hospital. Continue to give oral fluids
on route.

15
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REVIEW QUESTIONS

A patient enters with severe loin pain of sudden
onset, haematuria but is without fever. What is
your diagnosis?

What is the treatment for urinary tract stones?

One common complication of urinary tract stones is
urinary tract obstruction. What other problems
occur as a result of urinary tract obstruction?

Urinary tract stones can cause pain. Draw a picture
showing the locations of pain associated with stones.



17

PROSTATISM

General Considerations

Prostatism is a common discase of old men and is found

throughout the world. The incidence of prostatism in-
creases with age and as a result is feund in some degree
in almost all men over 40 years of age. Prostatism is

characterized by an enlarged firm prostate and is caused
by swelling of the prostate associated with aging and
scarring of the prostate associated with repeated in-
fections. This swelling and scarrving in turn causcs
narrowing of the urethra and subsequent urinary ob-
struction lcading to serious urinary tract discase such
as pyelonephritis.

Clinical Picture

The chief complaint of tiie older men with symptomatic
prostatism is generally urinary incontinence, difficulty
in starting uvination, complaints of frequent small uri-
nations, and a constant full bladder are comnmon. Re-
peated cpisodes of infections can occur due to urinary
obstruction and suggests prostatism in an older man.
Painless haematuria is commonly present.

Prostatism should be differentiated from other causes of
urcthra obstruction such as bladder stone (usually painful
and often of sudden onsct or remittant), tumour, including
cancer (usually painless haematuria without urinary symp-
toms and often with weight loss) and urethral stricture
(symptoms similar to prostatism). Patients with signs

of urinary obstruction should be referred if possible for
surgical correction of the obstruction.

Complication
Untreated urinary obstruction, as associated with pros-

tatism, can lead to serious renal discasce such as pyc—
lonephritis and renal failure.

Manaqemeng

l.  In casc of painful frequent urination, the man should
be treated for a urinary tract infection.

2. Il urinary obstruction is chronic and infections re-
peated, he should be referrcd for definitive surgery.

3. Acute urinary obstruction should be treated as an
emergency with catheterization. (See skill sections,
bladder palpation and catheterization.)

17



DIAGNOSTIC SKILLS

Palpation and percussion of the lower abdomen for
bladder tenderness and bladder size.

Supplics

NOo supplics are nceded.

Purpose

The purposc of this skill is to develop the ability to
recogynize the presence or absence of bladder tenderness
and to be able to judge the size of the bladder if
urinary rectention is present.

steps

An empty urinavy bladder is normally just barely palpable
if at all above the symphysis pubis. A full bladder can
cxtend to about midway between the syliphysis pubis and
the umbilicus. If the bladder is palpable more than one
centimetre above the pubic symphysis after uwrination then
urinary retention probably is present.. Occasionally
with severe urinary retention, the bladder cuan extend to
the umbilicus. Urinary tract infection as it affects
the bladder usually causcs a deep aching sensation in the
lower abdomen above the pubis. Tf urinavy retention
occurs, a sensation similar to that associated with a very
full bladder is added and the discomfort becomes extrence.
IT urinary retention is chronic, the sensation of discom-
fort and fullness is often lost.

The patient should be instructed to void prior to the ox-
amination and then should be lying flat on his back on a
firm surface. The abdomen and pubic arca should be un-
covered. With the flat of the fingers, the lower abdomen
should be firmly but gently palpated along the midline for
tenderness ana for resistance indicating bladder size.

If the examiner is unable to determine bladder size from
palpation then the lower abdomen should be percussed using
cither the dircct or indirect method from the symphysis
pubis towards the umbilicus. A change in resonance will
indicate bladder size.

Results

The lower abdowmen is generally tender on palpation with a
urinary tract infection whether or not urinary retention
is present. If the bladder can be palpated or percussed
more than one centimetre above the sympathis pubis on a
post voiding examination, then urinary retention is
present.



19

THERAPEUTMIC SKILL

Urinary Bladder Catheterization
- Adult Male Patient -

Supplies
sterile non-sterile

Rubber or plastic catheter, Protective sheet or towels

size 14 French Good light source (flash-
Two basins or glass jars light or lamp)
Water soluble lubricant Waste container
Kelly clamp Container €for boiling
Forceps instruments
Gloves

Cotton balls or swabs
soaked in antiseptic
solution

Specimen bottle (if necessary)

Purpose of Procedure

The purposc of this procedure is to relieve urinary re-
tention or to obtain a sterile urine specimen for a urine
examination.

Steps in Procedure

Prior to catheterization, cxamine the patient's abdoumen
to assure that the bladder is distended. Then put the
patient at easc by explaining why the procedure is
necessary and the steps you will take while performing
the procedure. You should also explain to the patient
that he will feel a little discomfort during the actual
catheterization, and that he should try to relax as much
as possible.

Catheterization is a sterile procedure. You must observe
strict asepsis during the whole procedure to avoid intro-
ducing discase causing germs into the urethra and bladder.

Unless sterile supplies are already available, disposable
or other-wise, two basins (or glass jars), gloves (with
the cuffs turned up), forceps, Kelly clamp, and (if re-
quired} the specimen bottle must be first boiled for ten
minutes. Keep the handle of the forceps upright, so that
you can remove it from the water without contaminating the
other equipment. All stevile equipment must bhe handled
with the forceps.

19
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While the cquipment is being boiled, vou can position and
drape the patient. Make sure the patient has completo
privacy while this procedurce is being done. Have the
patient disrobe from the waist down. Position the
patient on his back with his legs spread apart. The iegs
can be straight or slightly bent at the knees. Position
tne lamp to illuminate the genital area. T o lawp is
noc available, have an assistant illuminate {he genital
area with a flashlight. Wash vour hands with soap and
water. Place a towel or protective sheoting under the
patient's buttocks. Uf a clean drvape ia available,
drape the genital arca leaving the penis CRposodd.

Using the forceps, withdraw once of the basins which has
been boiled. In this basin, again using the foreeps,
place the catheter and the Kelly clamp. In the first
basin drip some water soluble lubricant near the tip of
the catheter. Try to avoid getting the lubricant on the
handle of the Kelly clamp. Do not touch any part of the
basin with the tube containing the lubricant, or the basin
will be contaminated. Using tihe forceps, withdraw the
second basin. Into the second basin pour antiseptic
solution. Do nol touch any part of the basin with the

antiseptic solution container. Onen GLeILLe package con-

taining cotton balls or swaba and drop sceveral into the
basin containing the antiseptic solution without touching
the cotton balls with your fingers or the container with

the wrapping, Remove the specimen bottle, if a urine
specimen is required, with the forceps frem the container
in which it was boiled. Tip the specimen hbottle so the

water drains out of it, but not so that the wJater runs
down the forceps ond then back into the bottle when it

is placed upright. At this time only the pair of rubber
gloves should be lc¢ft in the container uscd for boiling
the equipment.

Wash your hands with soap and water for the scond time.
1f vou are right-handed, vou will glove the left hand

first. Using the forceps, remove the left hand glove
by picking up the wmiddle finger. Hold the glove with

the forceps, cuff downwands, for a few soconds so excess
water can drain out. Place your fingers as far into the
glove as possible without touching any part of the out-
side of the glove. Release the forceps. Grasp the
folded edye of the cuff with the thumb and index finger
of your right hand and pull the rest of the curf onto

the laft hand. Using the forceps (do not pick up the
forceps with the gloved hand) Ppick up the right hand
glove. Allow excess water to dvain. S5lip the kips

of thn gloved hand between the inside of the cuff and
the palm side of the glove. The end of the cuff may be

held with the thumb of the gloved hand.  Pull on the
right glove, but do not touch any part of the ungloved
hand or wris‘ with the gloved lecft hand.
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If you are right-handed do not
touch the penis with your right
hand. Retract the foreskin of
the penis with your left hand.
Remember, your left hand is no
longer sterile and shlould not
touch any of the sterilc equip-
ment. Holding the foreskin in a
retracted position, pick up the
Kelly clamp with the right hand.
With the Kelly clamp, pick up
one of the antisepiic soaked
cotton balls. Cleanse the ex-
poscd part of the penis from
the urcthral opening (meatus)
downward along the shaft. Lach
cotton ball is used for only
onc downward cleansing stroke.
Dispose of cach used cotton
ball in the waste container,

not in the basin. Use a new
antiseptic soaked cotton ball
until all the exposcd area has
been cleansed. Do not touch

the penis with the cramp.
(Fig.GU 8.)

Lubrication of the cotheter is
necessary to prevent urcethral
trauma and the possibility of a
secondary bactcrial infection.
Liberally lubricate approxim-
ately 7 to 10 inches (17.5 to
25 cm) of the catheter. A drop
of lubricant is also placed on
the opening of the urethra
(meatus).

Pigure GU o - Catheterisation of
tie Male: Cleans the cxpoced
part of the penis [rom the wre-
thral opening (meatus) downward.
Each cotton ball 1¢ woed for
only one downward clecansing
stroke.

With your left hand, position
the penis at a right angle in
relationship to the body of the
patient. Grasp the catheter
approximately one inch (2.5 cm)
from the end to be inserted in-
to the urethra with the Kelly AN
clamp (make sure no antiseptic ™~
solution remains on the tip of
the clamp before grasping the
catheter). Hold the open end
of the catheter between the
ring and little finger. (Fig.
GU 9). The catheter is

gently advanced into the ure-
thra an inch at a time by re-
movin¢ and reapplying the Kelly
clamp at progressively higher
levels up the catheter.

Figure Gl 9 - Catheterization of
the Male: 1The catheter 1 gently
advanced tnto the urethvra an inch
Wt a time by vemoving and re-
applying the Kelly elamp at pro-
grescively higher levels up the
catheter,



As the catheter rcaches the buse of the penis slight

resistance may be folt, When this happens, the penis
is placed under stight tension and is clevated with the
left hand. A slight rotation of the cathoter may also

be helpful during inscrtion.

Advance the catheter until urine flows, approximately a

distance of 7 Lo 10O inchs (17.5 to 25 cim) . Once urine
starts to flow, advance the catheter another one inch
(2.5 cm). Urine can be collected in the basin in which

the catheter was Jocated, unless a urine specinen is re-
Jquired inowhich case the uvine would he collected in the
specimen bottle., When urine ceases to flow or the
amount isoin exceess of 1,000 ce, pinch off the catheter
with the Kelly olamp aond gently remove the catheter.

Dry the patient and reposition the foreskin.
Results

Never forcee the catheter if vou encounter difficulty or

obssgg_x_xgtjgg. Withdraw the cathaeter, dry the patient,
reposition the foreskin, and refer the patient to a

physician.

Do not advance thoe P;_x_gﬁg_l_;_gg‘_mg:-_r_c t'.h:uzwu_vnji irch (2.5 cm)

into the bladder Gfer uring starcs o riow or Lhe

bladdcy may Lo punctured by the Gip of the cathetor.
: M

p(i_g_f_)t_&;:!ll(_l}"irv.i__l_lﬁ_tz_:i(_'uS.‘l_t__)f 1,000 cc of urine ime
This may result in the collapse of Che walls of an ovor—
distended bladder and the pessible complication of shock.
Tt is recommended that the patient be catheterized on two
separate occasions if the bladder does not empty with the
firsl catheterization and the urine passed exceeads 1,000 cc.

at one time.
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REVIEW QUESTIONS - PROSTATISM

In what group of men is prostatism most common?

The enlarged prostate narrows the urethra and can
obstruct urine flow. If this occurs what disease
can result?

A 70 year old man is brought into the clinie by his

daughter. She says he cannot control when he uri-
nates and that he complains of always having a full
bladder. Upon abdominal exam the Dbladder is palp-

able at 2 cm above tho symphysis pubis after voiding.

What is the likely diagnosis?

How would you manage prostatism associated with re-
peated urinary tract infection?

Why is learning the diagnostic skills for palpation
and percussion for bladder tenderness and size
important?

Occasionally with severe urinary retention, the
bladder can extend up to where?

What symptom is indicative of bladder retention?

23
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URETHRAL STRLCTURE

General Considerations

This is the scgmental narveowinag of the urethra. It
commonly occurs around the age of 30-40 vears and is
usually associated with previous gonorrhocal infection.
It may also be causcd by trauma Lo the urcchra c.q. by
a straddly injury to the perineum or due to foreeful
catheterization by unshilled poersonnel. The condition
develops from injury which heals with time. Part of
the healing process may involve the formation of fibrous
tissue in the arca which, with the vassage of time,
shrinks (like scar tissue clsewhore). This shrinkage
causes narrowing of the damaged portion of the urethra.

CLTNICAL PYOPURE

Symptoms /8 igns:

There may be a history of previous trauma or urcthral
discharge. The onsot is usually insidious with in-
creased fregquency and difficulty in starting uvrination.
Often it may present suddenly with acutoe urinary re-
tention, in which case the bladder would be distended
and palpable.,

Complications:

Acute urinary retention can cccur. However, chronic
retention with leakage of urine through multiple sinusas
draining. Cystitis may be a concommitant problem and

this is duc bhasically to obstruction, stasis and super-
added infection.

Management:
1. Refer.

2. If urinary rotention occurs:

a. Attempt to pass stiff catheter under aseptic
technicque.

b. TIf attempt fails, do suprapubic punctuie.

3. If urinary tract infection present, start sulfadimidine
as described in UTI Protocol,



PREVENTION:

* Avoid getting gonorrhoea.

* Avoid injuries to the perineumn.

* Do not allow unskilled personnel to
cathetcrize you for stoppage of water.

REVIEW QUESTTIONS

1. What is an urethral s.ricture?

2. What are some of the common causes?

3. What is a common acute presentation?

4. If not treated surgically, what may happen?
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THERAPEUTIC SKILI,

Suprapubic Puncture

Supplies

Spinal needle

Soap

Sterile gloves

Lidocaine 2%

Syringe with 25 gauge needle
Pan to collect urine

Small gauze dressing

Tape

Purnosq

To empty the bladder when the urethra cannot be
catheterizcd because of strictures of the urethra.
(8hould not be done on a patient who has had prior
lower abdominal surgery.)

Distended
Mladder

Figure gV 10
Steps
1. Explain the procedure to the patient.
2. Have the patient lie flat on his/her back.

3. Palpate to be surc that the bladder can be felt
above the symphysis pubis.

4. Cleanse the area from symphysis pubis to umbilicus

using soap and water.
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Infiltrate approximately 0.5 cc of lidocaine 2%
into midline, about two finger breadths above the
symphysis pubis.

Put on sterile gloves.

Insert spinal necdle at a 45 degqgree angle through
anaesthetized area into bladder. (See Figure GU 10)
Empty the bladder of 500 nc urine, stop and wait
£ive minutns, then cmpty rest of urine.

Remove spinal needle and apply small gauze dressing.
Wound will seal off by itself.
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III.
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STUDENT GUIDE
NEPHRITIS, NEPHROTIC SYNDROME

Entry Level Skills and Knowledge.
Before starting this Unit, you should be able to:

Expla‘n the normal Anatomy and Physiology/
Pathophysiology of the GU System.

Objectives:

Using the information and experiences provided by

the Instructor and the Module text, you will be able to:

1. Using the protocol, identify and differentiate the
historical data and physical signs associated with
nephritis and nephrotic syndronme.

2. Demonstrate the use of reagent strip in identi-
fication of protein in the urine.

3. Describe the usual course and common complications
of nephritis and nephrotic syndrome.

4. Describe the management procedures for the patient
with the above-mentioned conditions.

Evaluation:

Upon completion of the module, you will be assessed
on:

Knowledge: Written test based upon contents of
unit in module text. Acceptable
performance, 80%.

Skills: Identification of normal and bloody urine.

Activities you will be participating in to complete
the Unit Objective:

1. Read module text and answer review questions.

2. Participate in large group discussion of text
material.

3. View slide presentation.
4. Engage in practice sessions of the following:

a. Performing physical examination of the GU
System.

b. Use of protocols and information in case
studies to diagnose and manage nephritis
and nephrotic syndrome.

c. Examine urine for blood.

d. Use reagent strip to identify proteinuria.
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NEPHRTT LY

General Considerations

Nephritis is a serious intlammatory discase of the kidneys
that can occur following a streptococous infection, ¢ither
of the upper vespivatory system or skin. Hephritis is
most comunon in children, although it can occur in any age
group. The disease tends to be milder in children than
In adults and recovery usually ocours without permanent
damage to kidnevs. In some cases, however, nephritis

can become chronic ind cause serious long term Lllness and
even death to the patioent,

Nephritis can ocour also, following industrial cxposure to
certain chemicalys that are toxic Lo the kidneys.

)

Clinical Pictnre

Patients with nephvritis genevally present with fever and

hacematuria, cither bloody or coffee coloured urine. In
mild cases, the hacmaturia, way be bavely noticcable and
no other symptoms may be present. I'n other casces, puff-

iness of eyes and face and occasionally oven gencralized
ocdema may occur along with
gros:a hacmoaturia and doecrease
volume of urination. In
severe cases, with goneral-
ized ocdema, complaints of
difficulty breathing and
other symptoms of heart
failure, including pulmonary
ocdrma may be elicited and
rapid pulse with clevated
blocd pressure may be noted.

Nacmaturia may persist for
months after an acute attack
and ig not a good measure for
cvaluating lmprovement in

1! ey A -~ . LA - oy oy R PR . .
oo GU 1o - "rpiing Leg nephritis. A urine exam

P N . \ P N : .. gy - : .
Ocdemal - Foof antertor will reveal hacmaturia. (See
tiocal regron o Loy, Diagnostic S$kill, Recognizing

Hacmaturia) .

Lcations

In severe cases, goeneralized ocdema and fluid and salt
retention may lead to cardiac fallure with difficulty
breathing, an enlarged heavt and pulmonary oedena with

rales in the Lases of the lung (.ze module on heart failure).
The hypertension of nephritis can add to the scverity of

the heart railure and may cause headache,drowsiness,
vomiting, muscle twitch and convulsions as well, due to

Lts offect on the brain.


http:eva1uatti.ng
http:mi.l,.cr

Infections are especially dangerous in people with
nephritis and should be vigorously treated. Acute
nephritis in some cases will develop into a chronic
nephritis with progressive destruction of the kidneys
over years, and periodic symptoms of fever, tiredness,
decreased urination and haematuria with occasionally
acute attacks.

Management

All cases of suspected nephritis, should be referred
to a hospital.
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DIAGNOSTIC SKILLS

RECOGNIZING HAEMATURTIA

Identification by visual inspection of normal and
bloody urine.

Supplies

One bottle of clear glass with capacity betweer 50
to 500 cc's.

Purgose

The purpose of this skill is to recognize the presence
or absence of blood in the urine without the use of a
microscope or accessory cquipment.

Steps

Blood in the urine will usually cause a pink to reddish
discolouration and indicates bleeding somewhere in the
urinary tract. Bloody discolouration of the urine can
also occur in association with a woman's menstrual period
and if present, makes the test unreliable.

The patient should be instructed to void into a clean
urine bottle. The urine should be caught from mid-
stream after some urine has already been passed. The
bottle should then be held up to the light and the
appearance noted.

Results

The urine is normally clear, slightly yellow in colour
but may be dark yellow to coke coloured and cloudy and
still be normal. Urine with a pink to red colour in-
Jdicates the presence of bhlood and the redder the colour,
the more blrod is present. The test is unreliable in

a woman who is having her menstrual period. Rarely,
certain dyes associated with food or drink pass into the
urine and cause it to turn a reddish colour which can be
confused with a bloody urine.

Plgure GU 12 - Labstick

urine test for haematuria. = EN

A ) Wy
'—
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REVIEW QUESTIONS

Nephritis

A six-year old boy comes to the clinic. His mother
says he has a fever and that his urine looks red.
She notes Cthat he is usually healthy but that about
6 weeks ago he had a bad skin infection but was not
trecated at that time. You note some swelling of
the eyelids and mild cedema of the legs.

a. What is your diagnosis?

b. Is hospital referal necessary?

Nephritis is a serious inflammatory disease of the
kidneys that can occur following a streptococous
infection. What are the usual sites of this in-
fection?

Any arde group could suffer from nephritis but it
is most common among:

&. men over 40 c. women

b. young men d. children

Why is the prescnce or absence of haematuria not

a4 good indicator of the progress of a patient with
nephritis?
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NEPHROTIC SYNDROME

General Considerations

The nephrotic syndrome is caused by loss of protein, salts,

and fats into the urine as a result of damage to the
filtering mechanism (glomerulus) of the kKidnev. This
loss of protein and salts in turn leads to changes in the
composition of the bedy fluids and movement of the £luid
into the soft tissue (ocdema) and scrous cavitics
(ascites in the abdomen, hydrothorax in the clest) of the

body, which in turn can interfere with movement and function

of the vavious organs. The nephrotic syndrome is found
throughout the world. It is usually more serious in

adults than children although it can be life-threatening
to both.

Clinical Picture

The nephrotic syndrome is characterized by generalized
massive oedema of the body i1 :luding the legs, ascites
and chest and by large amounts of protein in the urine.
With the developument of massive oedema and ascites,
severe respiratory distress and qastrointestinal problems
may occur. The nephrotic syndrome should be differ-
entiated tfrom other discascs causing massive ocdema such
as protein calorvie malnutrition (kwashiorkor - usually
in children with signs of malnutrition), nephritis
{fever, hacmaturia), civrhosic of the liver (ascites
and/or jaundice), and heart failure.

Complications

The nephrotic syndrome can lead to the following
complications:

~hypertension, with hypertensive heart discase and
coma .
-rcnal failure.

Management

All patients with the nephrotic syndrome should be re-
ferred to the hospital for specialized trecatment.

In mild cascs, which cannot be reforred the patient
should be placcd on restricted activity, and on a low
sodium dict but with normal quantities of protein and
calorics. Infections can be very serious and should
be refcrred.
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REVIEW QUESTIONS

A 1O-year old girl comes to your clinic with massive
swelling. of her legys, abdomen and trouble breathing.
Her blood pressure is 180/100. What problems must
you consider when making a diagnosis?

Match the following disecases associated with ocdema
with specific symptoms and signs.

a. Nephrotic syndrome 1. Haematuria and fever
b. Kwashiorkor 2. Hypertension and
generalized ocdema

c. Nephritis 3. Heart murmur and de-
pendent oedema.

d. Heart failure 4. Child with reddish huair
and skin lesions

Nephrotic Syndrome is associatcd with oedema and
ascites. Describe the relationship between kidney
function and fluid movement in this discase.

If you suspect a patient has nephrotic syndrome your
management responsibility is referral. If referral
is delayed how would you manage *he patient?
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STUDENT GUIDIE

DISEASES OF PENIS AND SCROTUM

Entry Level Skills and Knowledge

Before starting this unit, you should be nble to:

sxplain the normal Anatomy and Physiology of Lhe
CGU systoem.

Objectivos:

Using the information and cxpervicnces provided by
the instructor and the module text, vou will be
able to:

L. tdentify and differentiate the historical
data and physical signs asscclated with
gonorrhoea, syphilis, scrotal swellings
(including - inguinal hernia, hydrocele,
testicular tumcur, torsion of testis, epi-
didymo-orchitis), poenile swellings (in-
cluding phimosis and naraphimosis), and
other penile sores (inciuding - chancroid,
granulemna inguinale, lymph-granulomna
veucreun, Hoerpes Procenltales).

2. Describe the usual course and common com-
plications of gonorrhoca and syphilis.

3. Hramine the penis following the procedures
in the teut.

Evaluation:

Upon completion of the module, you will be asscssed
on:

1. Knowledge: Written test bascd upon contents
of unit in module text. Acceptable
performance, 804%.

2. Skill: hxamination of the ponis and scrotumn.

Activities you will be participating in teo complete
the Unit Objective:

1. Read module text and answer review questions.

2. Participate in large group discussion of text
matevial.

3. View slide presentation if availabkle.

4. Participate in small group review discussion of

material vresented in class and analysis of

case study.

Participate in large group discussion of case

study presentations.

v
.
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GONORRHOLA

General Description

Gonorrhoca is a venercal discase found worldwide in almost
epidemic proportions. [t is caused by o bacteria that is
spread by sexual contact and usually ocours o to 10 aays
followina cxposure to an inioctcd porson,

Gonorrhoca qgenerally involves the lower genital urinary
tract but can sproad throughout the genital tract and
into survounding pelvic structurces causing pelvic in-
flammatory discase and into the blood stream causing
generaiized septicacmia and non-genital gonorrhoea such
as gonococeal arthritis, dermatitis and conjunctivitis.
Gonorrhoca can also occur orally

cal Picture
Gonorrhoea in males most commonly causcy a purulent
vellow dischavge from the urethra. Lysuria is common
and if proesent without a visibile discharge the penis
should be "millked". (Sece Diagnostic skill, Exam of
Penis) ., In sceveve or chronic cases, the infection can
spread up the genital tract and cause marked swelling
of scrotun.

In women, gonorrhooa is nften asymptomatic in the carly
stage or with symotoms similar Lo those of a urinary
tract infoction with dysuria and {rogquency of urination.
In severe cases, the gonorrhoea can spread to the whole
female genital system and survounding structure (pelvic
inflammatory discase) with symptoms of fever and scvere
lower abdominal pain.

Septicacmia can occur in both men and women and can
cause gonoccal arthritis of knees or other joints.

Oral gonorrhoeca rescombles an acute pharyngitis.
Gonococcal conjunctivitis can occur in the newborn from
infected mothers and should be treated vigorously,

(Sce ELENT Modula).

The complications of gonorrhoea are many and include:
L. epididymitis
2. pelvic inflammatory disease (PID)

3. cectopic pregnancy - as a result of scarring
from previous infections

4. sterility in both men and women - as a result
of scarring from previous infections


http:sterilii.ty
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5. urethral strictures
6. arthritis-dermatitis

7. pleuritis, meningitis, conjunctivitis,
carditis

Managpmont

1.

2.

Procaine penicillin 4.8 million units IM given in
divided doses at three different sites. Two sites
are chosen bocause of the Hain associatéd  when in-
jecting these large amount intramuscularly, and
Probenicid 2 tableots (one gram) by mouth at the
same time the injections are given;

or, it alloreale (o ronielllin

Tetracycline 2 caps (500 mg) four times a day
for five days.

Fefer if symptoms are not reliaved at complection
of treatuent (3-4 days) . Resistant strains of
the bactceria are being scen wmore frequently.

Complications

PID,

EPTICAEMIA, and ARTHRITIS - Refer to Hospital

If referral not possible, Procaine penicillin 4.8
million units T.M.with Probenicid 2 tabs (1 gm)
one dose only, then give:

Aupicillin 500 mgm four times ver day for 10 days.

. . . e
N A U B T KNS AN TN Gt

Tetracycline 500 mg four times per day for 10 days.
If symptoms do not subside in 4-5 days, refer to
hospital.

Prevention

It is important to locate and treat all contacts with
gonorrhoca. The contacts contacts should be treated
with the same dosage as appropriate for diagnosed cases
of G.C.



REVIEW QUESTIONS

The signs and symptoms associated witl gonorrhoca
are different in men and women. Describe these
differences.

Name four complications of gonorrhoea.
1)
2)
3)
4)

What should you do if you identify a patient with
Pelvic inflammatory disease?

In addition to antibiotic treatment for the diag-
nosed case of gonorrhoea, what clse should be done
to manage and control gonorrhoca?

What is the drug of choice and recommended dosaqge
for treatment of gonorrhoea?

What drug should be used if the patient is allergic
to penicillin?

38
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DIAGNOSTIC SKILLS

Examination of the pecnis

Supplies
Glove

Good light

Purpose

o develop the ability to recognize the presence of
the following:

1)  Urethral discharge

2)  Phimosis and paraphimosis

3)  Penile ulcers - sccondary to Syphilis
Steps
Inform the vatient of your intention - then adequately

exposc the genitals.

Ask patient to exposce the yglans by rolling back the
foreskin.

Look in the sulcus for rashes and ulcers.

Ask patient to "milk" the penis and look at the orifice
for discharge.

Look at the shaft for ulcers.

Palpate the ulcers for tenderness, induration of the
base.

Palpate the inguinal nodes when finished.



SYPHILIS

General Considerations

Syphilis is a venereal discase found worldwide. It is
caused by a spicochete that is spread by sexual contact.
It is highly contagious.

Since the first phasce is not painful, it may be icnored.
However, it then can sproad throughout the body causing
sericus problems 2 to 20 ycars after the [irst infection.

Clinical Description

Primarv:

About 1 to o weeks after sexual contact with an infeeted
person, a painless hard swelling will occur on the
genitalia. This hard swelling may ulcoerate in thoe
middle, This lesion is called a chancre. It has
rolled cdges and cven when ulcerated is non-painful.
Common sites are on the penis or scrotum in men, and
external or internal genitalia of women. If inside

the vagina or on the cervix of women they may be com-
pletely missed Ly the woman.

This chancre will heal by itself if left alone.
Secondary:

If primary syphilis is not treated, about 2 to 3 weeks
after the chancre a generalized skin rash may occur.
This rash is associated witi lesions all over the body
including the palms of the hands and the soles of the
feet. (The rash is highly infectious). ever,
gencralizad lymph node enlargement, joint pains, pac.chy
hair loss and conjunctivitis may occur.

Complications
Tortiavy:

If both primary and sccondory syphilis is untreated, the
patient will recover and undergo a dormant phase;  but 2
to 20 years later, scrious lesions may occur in the heart,
greater bLlood vesscls, brain, spinal cord, bones and skin,
Congenital Syphilis:

Infants born to infected mothers have certain signs, such

as shkin rashes, flat (saddle) nosas, blindness, nerve
deainess and deformed notched tecth.


http:genera1.iz
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Management

Primary (chancre) and Secondary Syphilis:
l. Benzathine penicillin 1.2 million units in each
buttock for a total of 2.4.million units
OR
Procaine Penicillin 2 cc (R00,000 units) daily
for 8 days.

Tertiary and Congenital Syphilis:
l. Refer to a hospital Ffor treatment.

Prevention
1. Locate :¢-ontacts and treat.

2. Wearing a condom during sexual intercourse is
partially preventive.



REVIEW QUESTIONS

What are the signs of Secondary Syphilis?

What is the drug of choice in the treatment of
syphilis - and in what doses?

A young man presents with a generalized skin rash,
fever and malaise. You notice that his hair has
come out in patches. He did have a small cut on
his penis which cleared up 3 weeks ago. What is
your diagnosis? How will you treat him?

A Dbaby is born and a week after the mother brings
her to the clinic. She has a flattened nose
bridge, a running nose and a rash which is worse
in the palms, soles and buttocks. What is your
diagnosis?

How will you manage this baby?

How will you manage the mother?

A man comes to you with a complaint of scrotal pain.
Upon examination you find the scrotum swollen.
What will you do?

How will you manage a patient who has a swelling
of his penis and adhesions around the foreskin?
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INTRODUCTION TO SCROTAL SWELLINGS

General Considerations

Scrotal swellings may occur in all age groups. The
swelling may be caused by fluid collection in sacs
surrounding the testes (llydrocoeles). It may be
caused by bowel slipping into the scrotum (llexrnias).
The swelling may be secondary to injury, or ncoplasm.
Infection in scrotal structures such as the epididymis
may also causc swelling.

Clinical Picture

The swelling may be intermittent or constant, firm or
soft, largce or small. Some causes of scrotal swelling
may proaress on to become very serious discases.
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INGUINAL HERNIA

General Considerations

A hernia is the protusion of bowel through its coverings
into an abnormal situation. Hernias occur at sites of
weakness in the abdomen wall. This weakness may be
congenital or it may be due to excessive straining or
constipation, chronic cough or urinary obstruction in an
abdominal wall that is potcntially weak. Inguinal
hernias may be classificed into two groups -

a. Indircct

b. Direct

The indirect hernia enters the deep inguinal ring and
passes down the inguinal canal.

Internal Imguinal canal

Inguinal

ring “wternal inguinal ring

Spermatic eord

Filgure GU 13
The dircet hernia does not come out of the deep inguinal
ring but from behind the inguinal canal, straight through
the abdominal muscle.

The commonest however is the indirect hernia.



CLINICAL PICTURE

Symptons :

Invariably it starts as a bulge in the lower groin.

Later a swelling appears and goes down into the scerotum.
There may be associated parn occasionally. The swelling
character.stically comes down during the day and geats
bigger with lifting heavy weights and tends to get
smaller at night when the patient lies down.

Signs:

On examination there is usuvally an obvious serotal
swelling. You car.aot get above this swelling because
it arises outside of the scrotunm. Have the patient lie
down and attempt to reduce the swelling by pushing
gently back up into the groin. There may be qurgling
sounds (as the sac may contain loops of bowel) . Get
the patient to stand up and cough. The hernia almost
always bulges out on coughing.

If your hand is placed over the supcrficial inguinal
ring (sce diagram below) you will be able to feel the
impulse when the patient coughs.

Figure GU 14 - Cough Impulse.

Occasionally the hernia cannot be reduced. This is
called an irreducible hernia.



Complications

Because the hernia passes throuah a small circular
opening, sometimes the blood supply gets squeezed and
the hernia becomes strangulated.

This is characterized by severe pain in the scrotum,

a tensc, tender swollen scrotum and vomiting. This

is a surgical cmergency and should be referred immediately.
No attempt should be made to reduce this under sedation.

Management

REFER.
If it becomes strangulated, REFER immediately.
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DIAGNOSTIC SKILL

Examination of Scrotum

Supplies:

Glove
Good light

Purpose

To develop the ability to recognize the presence of the
following:

1. Inguinal Hernia

2. Hydrocele

3. Testicular Tumour

4. Torsion of Testis

5. Epididymo-orchitis
Steps

Inform the patient of vour intention - then adequately
expose the genitals.

Inspect the scrotum (anterior and posterior) for nodulc,
inflammation or ulcers.

Between your thumb and first two fingers palpate each
testis and epididymis. Note their size, shape, con-
sistency and tenderness. Identify each spermatic
cord and palpate along its course from epididymis to
the superficial inguinal ring.

If any swelling present, trans—illuminate by:
1. Dbarkening rcom.

2. shine beam of pen light from behind the scrotum.
3. Look for transmission of light as a red glow.



DIACNOSTIC SKILL

Palpation for Hernia

Supplies

Glove
Good light

Purpose

To develop the ability to recognize the presence of hernias.

Steps

Inform the patient of your intention - then adequately
expose the genitals.

Inspect inguinal and femoral arcas for bulges. Ask the
patient to bear down, while you obscrve.

Palpate using your right hand for patient's right side
and your left hand for patient's left side.

Take index finger, start at bottom of scrotum and in-
vaginate loose scroktal skin carefully. Follow spermatic
cord upward to the triangular opening of the external
inguinal ring, If possible, gently follow the caral.
With your finger located at either the external ring or
ins..de the canal, ask the patient to cough Note any
herniating mass as it touches your finger.

} Anteviop
supcrior spina

\ Linguinal
Q\\ / Ligament
N /
\Y
NS e o= External inguinal
ring

Pigure GU 15
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HYDROCELE

General Considerations

A hydrocele is an excessive collection of fluid in the
tunica vaginalis which is the fibrous two-layered
cevering of the testis.

Figqure GU 16

Most hydroceles are idiopathic (the cause is unknown) .
However a small percentage may be secondary to trauma
to the testis, underlying the inflammation filaria or
tumour arising from the testis.

These invariable are Guyanese refer to as Goadies.

Clinical Picture:

Symptoms :

There is the gradual onset of painless swelling in the
scrotum. As it gets bigger and bigger it becomes a
physical and social nuisance. Because of its weight, it

causes a dragging discomfort or pain in the region and
because of its size may be a constant source of
embarrassment.

Signs:

On examination, one finds a Cystic (fluid containing)
swelling confined entirely to the scrotum i.e. you can
get above the swelling.



The swelling is Transilluminable and can be casily
differentiated from an inguinal hernia by the

following:
a. It
b. It
on
c. It

is confined to the scrotum.

has no cough impulse nor get bigger
coughing,

transmits bright light (transilluminable).

Complications:

Because of its size it may be susceptible to trauma
and subsequent infection.

Management
REFER if it

is a problem,
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TESTICULAR TUMOUR

General Considerations

Most of the testicular tumours are malignant. The
precise cause, like most cancers, is still unknown.
Although over 10% of patients with testicular tumours
give a history of trauma, therc is still no convincing
evidence that the trauma was responsible for the
development of the tumour. In fact some people feel
that the trauma just brings it to the patient's attention.

_Irvegular

Figure GU 17

Clinical Picture

The majority of patients (65%) present with a painless
lump in the testis. Occasionally (10%) there is a

heavy sensation or pain in the testis. There is usually
loss of normal testicular sensation which is painful on
pressure. A small percentage (5%) present with hydrocele
and an even smaller percentage present with weight loss,
anaemia and other evidence of metastatic spread.

Complications:

If not treated early and vigorously -~ death can occur
secondary to side spread metastasis.

Management:

All painless or irregular testicular swelling must be
referred to rule out cancer.



TORSION OF THE TESTES

General Considerations

This is the condition in which the testis twists on its
vascular pecdicle. Tt commonly occurs in teenagers and
rarely after 21 vyears. It is thecught that perhaps there
is a long mesorchium (testicular mesentry) that vredis-
poses such testes tc twist. Instead of being firmly
fixed in the scrotum, it is capable of swinging around.

Plguve OU 18

CLINICAL PICTURE

Symptoms :

Classically, there is an acute onset of very severe
testicular pain associated with nausea and vomiting.
There is no fever, dysuria or increased frequency.
llowever, a good percentage present gradually wi th a
previous history of similar minor attacks. They may
be associated with riding or jumping.

Signs:

On examination, the patient is in obvious distress.

He is in far more pain in relation to the clinical
features. The testis on the affected side is con-
siderably higher up in that scrotum than its counter-
part. The testis and epididymis are swollen and very
painful. They may be so swollen that the epididymis
cannot be differentiated from the testis. The
surrounding scrotal skin may also ke red and swollen.
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Complications:

If not recognised and treated early - gangrene of the
testis will occur.

Management:

1. Once you suspect Torsion of the Testes -
REFER TMMEDIATLELY.

DELAY IS DEADLY TO THE TESTIS.

2. Give Pethidine 100 mgm IM.



af Pz

P
EPTDIDYMO-ORCHIT1S
General Considerations
This 1is an infection of both the testis and the epi-
didymis. Invariable it is due to a bacterial in-
fection and it may be associated with cystitis,
prostatitis, gonorrhoca or may occur de novo. it
occurs in men usually after the age of 20 years.
Tender and Swollen
Figure GU 19
CLINICAL PICTURE
Symptoms :
The patient will complain of pain in the scrotum and
also swelling of the testis. There will be fever and
occasionally there may be dysuria.
Signs:
On examination both the testis and the cpididymis are
swollen and tender. Sometimes it is extremely difficult
to differentiate between epididymo-orchitis and torsion
of the testis. Outlined on the next page are guide-

lines to help make the distinction.
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In Torsion: 1. There is much more severe pain in
relation to the clinical findings.

2. There 1s no fever or dysuria.

3. Scrotal elevation will not relieve
the pain in the testis.

Complications:

If not trec'ed some may go on to develop frank abscesses.

Management:
EPIDIDYMO-ORCHITTIG;

DRUGS: CRYSTALLINE PENICILLIN (Penicillin G)
1 million units every 6 hours until there
is an improvement. Then nut on PROCAINE
PENICILLIN 900,000 u. (3 cc) IM daily for 5 days.
A.S.A. 2 tabs.q.i.d.until the prain subsides.

1. Elevate the scrotum by means of a scrotal sling

across the tinighs.

2. If there is no real relief in 12 hrs. REFER as
this may very well be a case of TORSION of the
TESTIS.

REMEMBER IF EVER IN DOUBT ABOUT TORSION - REFER

IMMEDIATELY.



REVIEW QUESTIONS

What are the two commonest causes of scrotal
swellings?

1)
2)

What single physical sign clearly differentiates
between the two mentioned?

A teenager presents with sudden onset of testicular
pain with mild fever, no dysuria or urcthral
discharge as yet. What is your diagnosis?

How would vou treat this patient?

A 70 year old man presents with a small scrotal
mass which is confined to the scrotum and is )
cystic but not painful. No testes can be palpated
in that scrotum and the mass is transilluminable.
What will you do with this patient?

What would you do with a patient who has a mass in
the scrotum and you honestly don't know the cause?
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PENILE SWELLINGS

PHIMOSIS

General Considerations

This is the name of the condition in which the foreskin
is so tight that it cannot be retracted (pulled back)
over the glans penis. It is nearly always due to in-
fection of the foreskin (BALANITIS) and seen commonly

in children. The orifice of the foreskin is invariably
very small.

Symptoms /Signs:

The mother complains that she cannot pull the foreskin
back over the glans penis, Sometimes the orifice is

S0 small that the child may have difficulty in urinating.
On examination instead of looking like this:

Figure GU 20 - Yowmal Penis

It looks like this:

S— s
\ : \\\lﬁn hole neatus
3 l .
Figure GU 21 - Appearance characteristic of phimosis
.
Complications

Sometimes the mother can pull the tight foreskin over
the glans but cannot get it back in its original
position. Soon ocdema of the trapped foreskin and
glans occur - secondary to obstruction.



Swollen and ocdematoun

d\.\\l“ibr(-us ring
Pigure GU 22

This is called PARA-DPHIMQSIS.

M@nagement
PHIMOSI%:

Gently separate the foreskin from the glans penis using
a blunt mental probe inserted between the two tissue
planes. (See Figure GU 23.)

Figurd GU 23

If you have not been successful, then REFER for
possible Circumcision.

If you have been successful, get the mother to
roll back the foreskin every day and to place a
little SULPHA cream on to the raw area daily.
This must be done every day so as to prevent the
two tissues from sticking together agaih, and
from the area becoming infected.

Tell the mother to remember to pull the foreskin
forward so as to prevent Paraphimosis from
occurring.
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PARAPHIMOSIS:

1. Soak the oedematous tissue in either a rubber glove
filled with ice or a UYPER-TONIC salt solution for at
at least 15 minutes.

2. Attempt to reduce it manually by pressing on the
glans and at the same time pulling with the fingers.
(See Figure GU 24.)

Pigure U 24

3. TIf this too fails, then REFER for possible circumcision.

REVIEW QUESTIONS

1. What causes phimosis?

2. What can the mother not do with the child's‘penis?

3. What is a complication?

4. How is this complication treated in order of preference?
a)
h)
c)
d)



/
OTHER PENILE SORES

General Considerations
Discussed here arc some of the less common causes of
sexually transmitted penile sores.

Chancroig = Haemophilus decreyi

Graunloma Inguinale (GI) - Donovan's bacillus

Lymph G-anuloma- = "Virus Like" Organism

Venereum (L.G.V.)

Herpes Prooenitales =~ Virus
The diagnosis of these conditions can he confirmed by
direct smcar and cxamination under a microscope.
There are also scrological tests that help to confirm
the diagnosis.
Clinical Picture:

CLHANCROID G.I. L.G.V. HERPES
Vesicular-
Vesicle pustular No Yes Yes
. + C
Ulcer + + . |Fleeting - | Superficial
Ulcer Basc (Yellow (dirty)| rRead (beecfy) - Red
. Lled ~ Whitish irre-
Ulcer Edge |Irregular Rolle . qular edge
Pain o+ Not usually + f+f
*

++ Buboes +

Grain Nodes |++

Complications

If left untreated, the lesions may spread to involve nearby
tissues which eventually heal with extensive scarring.

In L.G.V. rectal strictures and even cancerous changes can
occur especially in females. But the latter complication
is extremely rare. In late L.G.V. there may be elerhant-~
iasis of the female genitalia. This is due to the
distension of the lymphatic tissues in the area.
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Management:

The basic principles of management for all three conditions
are the same.

DRUGS:

- CHANCROID - Sulfadimidine 2 tabs (one gm) four
times a day for 10 days or Tetra-
cycline 2 caps (500 mg) for 10 days.

- G.I. - Tetracycline 250 mg 2 tabs four times
a day for one week.

Followed by one tab four times a day
for two more weeks.

- L.G.V. - Tetracycline 250 mg 2 tabs four times
a day for one week.

Followed by one tab four times a day
for two more weeks.

OR =~ Sulfadimidine 500 mg two tabs four
times a day for 30 days.

- Herpes - Symptomatic for pain -~ sitz baths,

aspirin.
l. Cleanse and dress ulcers thrice daily.

2. Aspirate the Buboes with & large bore needle to
prevent rupture and sinus formation.

PATIENT ADVICE:

Same as for syphilis.



REVIEW QUESTIONS

Describe the clinical picture of granuloma inguinale.

What causes this?

How would you manage such a patient?
1)
2)
3)
1)
5)

What causes Lympho-Granuloma Venereum?

What is the most striking clinical feature in this
condition?

What drugs are used in the management?

Suppose you see a patient who has an ulcer on the
penis for over 1 year. Its edges are rolled up.
What would you do with it?

Why would you do it?









