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STUDENT GUIDE 
ANATOMY AND PHYSIOLOGY OF THE GENITAL-URINARY TRACT 

I. 	 Entry Level Skills and Knowledge:
 

Before starting this 
Unit, you 	 should be able to: 

Explain the structure and function of the 
urinary system. 

II. 	 Objectives:
 

Using the information and experiences provided bythe Instructor and the Module Text, trainee will
be able to:
 

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

III. 	Evaluation:
 

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

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

IV. 
 Activities you will be participating 
in to complete

the Unit Objective:
 

1. Students read module 
text, Anatomy and Physiologyof 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
 

An a t onv 

The urinary tract system is closely associated with thegenital system and shares may features in common with it.
For this 
 reason the two systens
 
are often referred to toqethcr
 
as the Genital-Urinary 
 System. 

The Urinarv.tract (Fiq.GU 1) 1 

The urinary uract in both sexes
 
consists of the upper 
 urinary
 
tract, composed of the paired

kidneys and ureters, and lower 
 0

urinary tract, composed of the
 
urinary bladder 
 and the
 
urethra.
 

The Male Genital Tract3 
(See Fig. GU 2 and 3) 

In males, the genital tract 
consists of the testis/epi­
didymis in the scrotum, thespermatic cord, theand pro- Pigp,, GU I "Th Urinaystate and theof urethra Trat " Tr inry tract ­which is shared with the 1) 'iu s, 2) rt pa, 3)
urinary tract Bladdr - in aL 7- outte 

agfainat the abdoman, front/3view.
 

214-- _3
 

- - 5 

4 1 
--- 1 

F t CGU 3 - "hc .'a .ie ' L G'iI 3 "The Wla eGenital.-Uv p-1 ',, noay t.e" WNi
Cant te:l ali .yet -:The malu ,;,ni tal traut - The maoi ytnitaZ tract -I) Scrotur, 2) Spermrio 1) Tca tiv, 2) Spermatiecord, 3) PThotate, 4) cord, 3) Prostate, 4)Urcthat - p'ominent with Uretira a.d Urinary tractthe urinaryl tpact LA and 5) Iectun ahowni- ouetvc, front view. through mid-Zinc of body. 



REVIEW QUESTIONS
 

Anatomy and Physiology of the Genital-Urinary Tract 

1. 	 on thle Picture to thle righit,
number the parts of the 
genital urinary tract as 
follows:
 

- the kidneys with aI 1
 
- the ureters: wiLh a 2
 
- thle bladder with a 3
 
- the scrotum with 4,a 

- the spermatic cord with a 5
 
- the prostate with 
 a 6
 
- the urethra with 
a 7 

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

- the kidney; with a 1
 
- the ureters w: h a 2
 
- the bladcer with a 3
 
- the ovaris with 4
a 
- the tubes with a _ 
- the iterus with a 6 
- the vagina with a 7. ...... 

3. 	Discuss the purpose of the kidney an-I 
how it functions.
 

4. Discuss the cleansing mechanism of' the urinary tract.
 



5. 	 If the statement is true, write "T". If the state­
ment is false, write "F". 

a. 	 The urinary bladder is located immcdiately 

anterior to the vagina and uterus in females and 

to the rectum in males. 

b. 	 In males the urethra is shorter while in 
females the urethra is long. 

c. 	 In a normally functioning urinary tract, 
urine remains in the bladder, urethra or ureters 

after voiding. 
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STUDENT GUIDE 

URINARY TRACT INFECTION 

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. 

Ii. 	 Objectives: 

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

1. 	 Describe the pathological processes which 
cause UTI, UT Stones,. Prostatisi, and urethral 
stricture. 

2. 	 List the physical signs associated with 
these problems. 

3. 	 Percuss the 1oin for deep kidney pain. 

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

5. 	 Describe the usua]l course and common 
comlnications of the above pt,"Wlms. 

6. 	 Describe and discuss use of protocol in 
managing the patieit presenti.ng with these 
problems.
 

7. Describe management p)rocedure or patients 

who you diagnose as have U.T.I., U.T.Stones, 
Pr ,. - Vism, and urethral stricture. 

III. 	 Evaluation: 

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

Knowledge: 	 Writtpr test hased upon contents of 
unit in module te:t. Acceptable 
performance, 80. 

Skills: 1. 	 Percussion of the loin for deep 
kidney pai,. 

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

http:presenti.ng


IV. 	 Activitie. you will be participating in to complete 
the Unit (Ibjective: 

1. 	 Student read module text on UTI, U.T.Stones, 
Prostatism and answer review ques tions. 

2. 	 Discussion of these problems as described in the 
module text. 

3. 	The instructor will demonstrate: 
a. 	 Percussin of the loin for deep kidney pain.
b. 	 PaLpation and percussion of abd)men for 

blidder and tenderness and size. 
4. 	 Students work in pairs to practice ,;kills: 

a. 	 Percussion of the loin for deop kidney pain.
b. 	 Palpation and percussion of t:he abdomen for 

bladder tenderness and size. 
Observation and assistance by instructor. 



URINARY TRACT INFLCTION (UTI) 

General ConsidL ation 

Bacterial .in ection. occur ing within the urinary tract are 
usually causd by bacteria entering through the urethra.
 
Anythin~g thait ]uaIs to urinary obstruction or retention
 
can load to an infection.
 

Since tihe u'ctLi is shorter in women, urinary tract in­
f-t. (9cc l: W
ion; Are more m i i l on :;n c 1 a. y duri~ng
 
preqnancy Menn ih t
i 	 bts ive sy;iipLom ; secondary to 
onliArgi d [rON''tatc-; are t n found to lave U'[I's. Par­
soin; withi i-inAry LractLstone's, corigenital amtiiormaiities
 
and diahoL; ciis l; hve ril.cras2d incidence of
 
urinary Lrati 'ICO S.
 

Clinical Picture 

Pair:ul urination withireiI uency and urgency are the
 
mosL commcn s''mptoLms. [f tho infection progresses up

the uriiri lract to iivolc the kidney, fever ald flank
 
pain ma' ,:promilnnt. This .is often associaLed with
 
increas in.g and e:haustion. The urine may be-­njit.guo 
come foul..s;relling or even b~loody.
 
caine] :on:_ t. ! ci ]<Li; 1 o~ l )
 

'lhc ma ill 0,l. it.a Lo of a simle urinary tract infection
 
.is 
 . IVi)ulvu at thie kidncy (pyeloneph -itis). Thi ; miiay
progrcss on W s;ep2t.cen ia, or pe rmanmen t scarriLng and de­
struction of kidney issuc 1eaing to hypertension and 
kidney failure. 

in ,ijit-un, sc.rrin 1 the u-c tcrs lmlay occur which 
leads to a .ona y of recu -rot [ I 's (anipylonephritis. 

1. 	 Increased Niid .ilntake is very important be cause 
fluids f£ .iny through the urinary tract rinses out 
tNc tubular :;ystem. 

2. 	 Sul fadiiidinii every 6 hour:; with a ful.1 glass of 
.ater for 1) d-ys. 

0 - .Ayears 2 tsp. (250 mq) Tri.l] Sulfa Syrup

5 ,s:; to L2 yr:; I Lob (50 mg)

12 -- Adult "2 tabs (L gn)
 

3. 	 For women, notOrejnan t tc do use S.u1fadimidine.
 
Use instead:
 

Ampicillin 2 caps (500 mgm) four times 
a day for ].0 days. 



Management of Complications
 

1. 	 Recurrent infections should be referred to a
 
physician.
 

'Lweph
2. 	 1Py 1rifti.s shou1ld heI' ,fo-rred to a physician. 

Preven ti on 

1. 	Wo'nen should be instructed in wiping front to back 
afrer urinating or defaccating. 

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

PERCUSSION FOR DEEP KIDNEY PAIN 

No supplies are needed. 

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. 

The kidneys are located in the angle formed by the lower 
ribs (costal vertebral angle) and are resting aqainst them. 
Infection of the kidneys causes swelling of the kidneys and 
irritation of the surrounding tissue including tho. mscled; of 
the vertebral column immediately postericr to the kidneys. 
The swelling and muscle irritation 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 e:x:aminer should stand to one 
side of the patient and slightly 
to tihe posterior, lie should 
hit the patient firmly but with­
out ex:cess fnrce in the costal 
vertebra i 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 ].inch and 
withdraw from the blow. If the 
tenderness is due to muscle i gut e U 6 "Pestjn g 
sprain or strain, only mild J"P Deep KCidnmey ai-n":-
tenderness is falt. A normal bck vie'. 
person should experience no 
pain when hit with the appro­
priate force in this area. 
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1. What are the 
infection? 

REVIEW QUESTIONS 

common symptoms of urinary tract 

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

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

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

5. 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? 

6. What is the difference between a urinary 
fection and an attack of pyelonephritis? 

tract in­

7. Explaij. 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. 
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URINARY TRACT STONES
 

General Considerations
 

Tho 	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 frequently occur in association
 
with the urinary obstruction and add to the severity of
 
the disease.
 

Clinical Picture
 

Urinary tract stones are often asymptomatic unless oo­
struction occurs, Dt
 
which time coanpl aants of

2 1severe loin, flank or 
lower abdomen pain may 
occur depending on the 
site of the stone. Haem-I aturia will be present. ' 
If an infection occurs,
 

fever and symptoms of
 
pyelonephritis (see pye­
lonephritis - clinical
 
picture) may be present.
 

q "Po ssible 
o" pain aa aoc atad with ur'inarny 
traut stones". 

FQU, U 7 	 location 

Complications
 

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

Managemen t 

1. 	Encourage large amount of fluids especially 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.
 



REVIEW QUESTIONS
 

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

2. What is the treatment for urinary tract stones?
 

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

4. Urinary tract stones 
can cause pain. Draw a picture

showing the locations of pain associated with stones. 
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PROSTATISM 

General Considerations 

Prostatism is a comumon disease of old men and is found
 
throughout the world. The incidence of prostatism 
 in­
creases with age and as a result is found in some degree
ill almost all over years of age. ismen 40 Prostatism 
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 scarr-ing in causes
turn 

narrowing of the urethra and subsequent urinary ob­
struction leading to serious urinary tract such
disease 

as pyclonephrit is.
 

Clinical Picture 

The chief complaint of tie older men with symptomatic

prostatism is generally urinary incontinence, difficulty

in starting urination, complaints of frequent small 
uri­
nations, and a constant full bladder are coiunon. Re­
peated episodes 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
 
urethra obstruction such as bladder 
stone (usually painful
and often of sudden onset or remittait), tumour, including 
cancer (usually painless haematuria withouit urinary symp­
toins and often with weight- loss) and urethral stricture 
(symptoms simil-Ir to pros tatisnm) . 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 disease such pye­as 
lonephritis and renal failure. 

Managemen t: 

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

2. If urinary obstruction is chronI c and infections re­
peated, he should be referred for definitive surgery. 

3. Acute urinary obstruction should be treated anas 
emergency with catheterization. (Sue skill sections, 
bladder palpation and catheterization.) 



DIAGNOSTIC SKIILS 

Palpation and percussion of tie 
lower abdomen for
 
bladder tenderness and hi.adder 
size.
 

Supp lies 

No supplies are needed.
 

Purpose
 

The purpose of this skill is to develop the ability

recognize the presence 

to
 
or absence of bladder tenderness
 

and to be able to judge the size of the bladder if
 
urinary retention is present. 

Steps 
An empty urinar:y bladder is normally just barely palpable

if at all above the symplhysis pubis. 
 A full bladder can

extend to 
about midway between the symphysis pubis and

the umbilicus. 
 If the bladder is palpable more than 
one

centimetre above the pubic symphysis after uri.nation then
 
urinary retention probab].y is present. Occasionally
with severe urinary retention, the badder can etend to
 
the umbilicus. Urinary 
tract infection as it affects

the bladder usually causes 
a deep aching sensation in the

lower abdomen above the pubis. 
 If urinary retention
 
occurs, a sensation similar 
to that associated with a very

full bladder is added and 
the discomFort becomes 
extreme.
 
If urinary retention i s chronic, the sensation oft discom­
fort and fullness is often lost. 

The patient should be instructed to void prior 
to the ex­
amination and 
then should be lying flat on his back on a
firm surface. The abdomen and pubic area should be 
un­
covered. With the flat of the 
fingers, the lower abdomenshould be firmly but gently palpated alonq the mid].inu for
tenderness anK for resistance indicating bladder size.

If the examiner is unable to determine bladder size from

palpation then the 
lower abdomen should be percussed using

either the diruct or 
indirect method from the symphysis

pubis towards the umbilicus. 
 A change in resonance will
 
indicate bladder size.
 

Results
 

The lower abdomen 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.
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TIIERAPEUTIC 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 or boiling
 
Forceps instrument-s
 
Gloves
 
Cotton balls or swabs
 

soaked in antiseptic
 
solution
 

Specimen bottle (if necessary) 

Purpose of Procedure
 

The purpose 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, examine the patient's abdoinen 
to assure that the bladder is distended. Then put the 
patient at ease 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 disease 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 sterile equipment must be handled 
with the forceps. 
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While the equipment is being beLed, You can position and
drape the patient. Make sure the patient has complete

privacy while this procedure .is being done. lave 
 the 
patient disrobe from the waist down. Pos Lt on the
patient on his back wi. Lh his legs spread apart. The legs
can be straight or slight].y bent at the knees. P'. Lion
trie lamp to i.lluminaute the gonita] area. If 0 .ahmp is
 
now avail.able, have an assistant illuminate I ho genital

area with a flashlight. Wash yr hand wit h soap and
 
water. Place a towel 
 or protective si;et in.iideor the

patient's buttocks. if aiclean drape is aail ihl:,

drape the geniLal areci le vinq Lh,- pcni. o,.ood. 

Usinc the forceps, withdraw one of the ha; in' which k a:;
been boiled. In this basin, again us the cinq fViovi ,place the catheter and the Kell.]y clamp. In the first
 
basin drip some water soluble lubricant near the tip of
the catheter. Try to avoid getting the Iubricant on the
handle of the Kelly clamp. Do not touch any part o fu the
basin with the tube containinq the lubricant, 01 the basin 
will be contraminatcd. Using the forceps, wit hdiaw the
second basi n. Into the second basin pour an tisept ic

solution. Do not touch an , 
 part of the basin with the
 
ant iset iC sl . Llion nop-ven t-eo il k i.e copii­conL a -. 

taining cotton balls 
or swabs and drop several into th
basin containing the antiseptic solution without touching
the cotton balls with your fingers or the container with
the wrapping, emve the specimen bottle, if a urine

specimen is required, with 
 Lhe forceps from the container
in which it was boiled. Tip the specimen bottle so the 
water drains out of it, but not so that the .ater runs
down the forceps cnd then back into the bottle when it
is placed upright. At this time only the pair of rubber
gloves should be i.eft in the container used for boiling
 
the equipment.
 

Wash your hands wi th soap and water tor the second time.
If you are right-handed, you wi.].l glove the left hand

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

the forceps, cuff downwards, for a few seconds 
 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 edge of the cuff with the thumb and index fi nge r
of your right hand and pull the rest of the cuff onto
the ].eft hand. Using the forceps (do not .ick uI the
forceps with the iloved hand) pick Lii) the right hand
glove. Al.low excess wate-r to drain. Slip the tips
of th', gloved hand between the inside of the cuff andthe palm side of the glove. The and of the cuff may be
held with the thumb of the gloved hand. Pull on the
right glove, but do not touch any art of the ungloved
hand or wris' with the gloved left hand. ­
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If you are right-handod do not 
touch the penis with your right 
hand. Retract the foreskin of
 
the penis with your left hand. 
Remember, your left hiand 13 no 
loncer sterile and should not
 
touch any of the sterile euip­
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 antiseptic soaked
 
cotton balls. Cleanse the ex­
posed part of the penis from 
the urethral opening (ineauLs) 
downward along the shaft. Each 
cotton ball. is used for only
 
one downward cleansing stroke.
 
Dispose of each used cotton 

ball in the waste container, 

not in the basin. Use a new 

antiseptic soaked cotton ball 
until all the exposed area has 
been cleansed. Do not touch 
the penis with the ciamp.
(Fig.GU 8.) 

Lubrication of the catheter is 
necessary to prevent urethral 
trauma and the possibility of a 
secondary bacterial 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 
(meatuis) . 

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

thra an inch at a time by re-

movinc, and reapplying the Kelly 

clamp at progressively higher 
levels up the catheter. 

..
 
. 

l':iiiPu CU d - Ca:t(hctori,action of
 
<h a d thr cxpored
 

0", th ( th(e,) 7oaL­opni"; friou 

Ea o itniba vata ) downioard.:o 

ach ootton ball ir for 

on)1j one (iOd'War,d AcaIn q
ko 

N
 

Yieqzioe (U 9 - Catheterization of 
t;ie te catheter u qentlY 

1vuanced in:to the nrtethrczan inch 
ao t e oigend re­

(it a b i rcmoviand re­

a<"plji l'r the Kelly clamp at pvo­s1. V. I levels theuy hli(Ther up
" hiqh rl..,;Lp 



As the catheter reaches the b:ase of the penis slight
resistance waiy be felt. When this happens, the penis
is placed under slight tension and is elevated with the
 
left hand. A slight rotat ion of the catheter may also
 
be helpful during insertion.
 

Advance the catheter until u:i ne flows, approximately a 
distance of 7 to 1I inchta (17.5 to 25 cm). Oice urin, 
sta rt tsLu Now, advance the ca tLheter anothaiar one inch 
(2.5 cm). ine can he collected in the basin in which
 
the citheter wx . [ a or i
lcted, e as rne specimen i.s re­
quired in ,Iii'ch cs,tUP urine 
 would he colLcted in the 
specimen bo tt Wihen uri n ccase; to flow or the 
amount L; ini ct " ICHOtcc, pinch off the catheter 
wi.th am! t'eithe l lI I ) ill; lvliemov' the catheter. 

Dry Lhe pitnit and(] reo<stion -he foreskin. 

Run. ts 

Never furc, the catheter if you cncounteu: difficulty orob-- .Tc]lc-]:n--i:]{-:<I- T.-le1, '-,]thieter, dry the patient,.. 

reposition the fo rea i. n, and rcfer the patient to a 
physic ian. 

Do not advance: tie ctheter moe _thalnc is US (2.5 cm)
Lto .tLh bi Id _ Fi-ur i:no.n Lu o ;or the 

blhaddci may be iucLurei b.' t uLp M ; cathe tcc er. 

Do not r'mOve in excess of 1, 00) cc f-- .... ... • ,.._% uionneI_ at one tLimeI F,7 j7, ZThis m y V / ]uLt cc oas ! el]i 1iIT the I ,choe toif an over­
di.stended bl ddhir and the possible comp1.ication ofi shock. 
it is recm'u mended that the pat ient he catth'teri, od oln two 
separate occas ions if te: bladder does not empty with the 
firsL cathteri:ation and the urine passed exceeds 1,000 cc. 
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REVIEW QUESTIONS - PROSTATTSM
 

1. In what group of men is prostatism most common? 

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

3. 	 A 70 year old man is brought into the clinic 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 bladder is palp­
able at- 2 cm above thcl symphysis pubis after voiding.
What is the likely diagnosis? 

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

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

6. 	 Occasionally with severe urinary retention, the 

bladder can extend up to where?
 

7. 	What symptom is indicative of bladder retention?
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URETI RAL STR CTU PE 

General Considerations
 

This is the saegmCntal narc'.., I n, of t he urethra. ft
 
commonly occurs around Lh. ip of 30-40 yIears 
 and is
 
usually ass ociated wi th previous qnnorrho at] infection.
 
It may also be eausd i Lraum to t.h,- iireuQhua .q. Ia.'
 
a straddly injury to i Ia e n"tfl due op17 	 forceful. 
cathcterization by un;il,,! ,rnunel. 
 Th condi Lion
 
devel.ops from iinjury whic; hWali; with Limp. lat 
 W1
 
the healing proce;s ia 
 i nv\'oi the Fro rmiA ion of: Qibrous
 
tissue in the aia wlich, wit:h th pa isaq,of time,
 
shrinks (like scar tis:sue elsewhere). 'Tisshrinkage
 
causes narro.inq of the daimaged portion of the urethra.
 

CL[NICAL P'""PURE:
 

There my in a history of pre'vious trauma or urethral. 
discharge. [he onset is usually insidious with in­
creased frequency and difficulty in starting urination. 
Often it may present suddenly w.1th acute urinary re­
tention, .in whi ch case tLhe hlMadder would be distended 
and 	pa .pah!.. 

Complication,.: 

Acute urinary retention can occur. Howev er, chronic 
retention n;ith leakage of urine tihrough multiple sinuses 
draining. Cystitis may be a concommitant roblem and 
this is due basically to obstruction, stiass and super­
added infection.
 

Management:
 

1. 	 Refer. 

2. 	 If urinary retention occurs:
 

a. 	Attempt to pass stiff catheter under aseptic
 
technique.
 

b. 	 If attempt fail.s, do suprapubic punctute.
 

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



25 

PREVENTION:
 

* 	 Avoid getting gonorrhoeal. 
* 	 Avoid injuries to the perineum. 
* 	 Do not allow unskilled personnel to 

catheterize you for stoppage of water. 

REVIEW QUESTIONS 

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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THEFRAPEUTIC SKILL
 

Suprapubic Puncture 

Supplies
 

Spinal needle
 
Soap
 
Sterile gloves
 
Lidocaine 2%;
 
Syringe with 25 gauge needle
 
Pan 	to collect urine
 
Small gauze dressing
 
Tape
 

Purpose
 

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

11;"1 ,.:t CJ 

- //; ) 

Figupo GU 1O
 

Steps 

1. 	Explain the procedure to the patient.
 

2. 	Have the patient lie flat on his/her back.
 

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

4. 	C].eanse the area from symphysis pubis to umbilicus
 
using soap and water.
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5. 	Infiltrate approximately 0.5 cc of lidocaine 2%
 
into midline, about two finger breadths above the
 
symphysis pubis.
 

6. 	Put on sterile gloves.
 

7. 	Insert spinal neudle at a 45 degree angle through 
anaesthetized area into bladder. (See Figure GU 10) 
Empty the bladder of 500 rc urine, stop and wait 
five minuts, then empty rest of urine. 

8. 	 Remove spinal needle and apply small gauze dressing. 
Wound will seal off by itself. 
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STUDENT GUIDE
 

NEPHRITIS, NEPHROTIC SYNDROME
 

I. Entry Level Skills and Knowledge.
 

Before starting this Unit, you should be 
able to:
 

Expla-.n the Anatomy andnormal Physiology/ 
Pathophbisiology of the GU System. 

II. Objectives:
 

Using the information and experiences provided by
 
the 	 Instructor and the Module text, willyou be able to: 
1. 	 Using the protocol, identify and differentiate the 

historical data and 	 physical signs associated with 
nephritis and nephrotic syndrome.
 

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. 

III. Evaluation:
 

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

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

Skills: Identification of normal and bloody urine.
 
IV. 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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NEPi:R II .LS 

General Considerations
 

Nephritis is serious inflainnatory disease of the kidneys
 
that can occur fol.lowin-a streptococous in fectin, cither
 
of the upper resi. La tory v's Le or skin. Nephi . tis is
 
most common in chid] (ren, a l.thotugJh it caCcL in any aot
 
group. Ti i ncase Lends to be mi.l,.cr in cl ren than
 
in, adul ts and r.ocunvory usually C c urm; wi tlIt pmimn'nt
 
dallgle'] I 0 .iitL''' . ii llC (kildneys, t , hrt)l i.
 to :; hoou'. ",.' ip 

c:ant beu cmIe o c mll i c s;e :;c i'ica ].sieri lonL I ilin1ess and
iti:;e Lus 

e\en death to tn patient:.
 

Noplhri i s w o '.. al:so, foll.owi i.i, i dus i:ial e pos::[)o:;u'Le to
 

certain l ci i 'a. ; that are tu:. Lo tihe kidneys.
 

ClinicL I, 

i t Iolhiti.s g;cnja.rally with 

himema tuin1.i ei t:he r or coloured III
 

Fati;, w.t 	 present fc'ver and 
a, bloody corf-ce urine. 


m ild cases , the hacna turia, way bo barely noticeable and
 
no other .:pLoin; .ay )r'csent. In other cases, puff­sympo be 

inc of eyes face .vcun
ci and and occasionall.y erJCt',aly..iud 

oedom]lI lla'y occur al.ong( wi th 
gron;s i andhIlcllautn i'i.a ducrease 
\'vj.olu 0* uL ination1. Inof 

severe ca;s, i h getml­

ived ondaina, complaints o1 

di fficulty brecathin gt and 
other syIptos of heart 
failulrL, incl uding pulmonary 

Oedoma ma'' he ' ci.tied and 
rapid pule. wit clevatLed 

7 - N bloud presr:;e mhay ie notod. 

- ~~~HacaLul:Ln may t '''i'- L icr 
months after at aciute attack 
an to not a goo d IIeas ure for 

eva1uatti.ng improvement in 
1] "/,t [.c ;:; nophritis, A urine exam 

O,;OM," (l'an will hamatur a. (Seetev'Leo reveal 
tibia! rcio.. 	 Diaynostic Skil]., Recognizing
 

IHaolnaturia).
 

in sever cases, gyole ial.ized ocdcma and fluid and salt 
retention ,may l.oaed to cardiac fail.ure with difficulty 
brucathIinq, An cn. irgod heart and pu].monary oedema with 
ralcs in the Lass of the lung (C. no module on hui:rt failure). 
The ih'pe.I n 'ion "F neatplIritis can add to the severity of 
the heart .,ilur and may cause iloadacihe,drowsiness, 
vomiting, mus-e 1 i. tcll and convul:;.i.otn s a; well., due to 

it:; cffect ol the braiin. 

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


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

decreqsed 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 IIAEMATURIA
 

Identification by visual 
inspection of normal and
 

bloody urine.
 

Supplies
 

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

Purpose
 

The purpose of this skill is to recognize the presence
or absence blood the urine withoutof in the use of a
microscope or accessory equipment. 

Blood in the urine will usually cause a pink to reddish 
discolouration and indicates bleeding somewhere in the
 
urinary tract. Bloody disco].ouration of the urine

also occur in association with 

can
 
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
dlicates the presence of blood and the redder the colour,

the more blnnd 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 uith a bloody urine.
 

Figuvre GU 12 - Labstick
 
UzrinC test for laematzrta.
 



REVIEW QUESTIONS
 

Nephritis
 

1. 	 A six-year old boy comes to the clinic. His mother 
says he has a fever and that his urine looks red.
She notes that he is usually healthy but that about6 weeks ago he had a bad skin infection but was not
treated at that time. You note some swelling of
the 	eyelids and mild oedema of the legs. 

a. 	 What is your diagnosis? 

b. 	 Is hospital referal necessary? 

2. 	 Nephritis is a serious inflanmatory disease of thekidneys that can occur following a streptococous
infection. What are the usual sites of this in­
fection?
 

3. 	 Any a~ie group could suffer from nephritis but it 
is most common among: 

a. 	 men over '10 c. 	 women 
b. 	 young men d. 	 children 

4. 	 Why is the presence or absence of haematuria not a good indicator of the progress of a patient with
 
nephritis? 
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NEPIIROTIC SYNDROME 

General Consideratioij, 

The nephrotic 'syndrome is caused by loss of protein, sal s
and fats in to the urine as a result of damage to the

filtering mech anisn (glomerul us) of the kidne'. 'Ph is

loss of protein alld salt; in 
 turn leads to changes in the
composition of the bo-v fluids and movement of the fluid
 
into the soft tissue (o edema ) and serous cav~i, tie

(asci eto in the bdomon, hydro thoran:-: in the clest) of the

body, which in turn can in terfere wit h movement and function
of the v'aL ious r:gans. TheilLeph oti.c syndrome i'; found 
throughout the world. it i:; more serioususual]ly in
adults than clii Idrn aLI1though it can be ].ife- threatening
 
to both.
 

ClinicAl Picture 

The nephrotic syndrome is characterized by generalized

massive oedema of the body it. luding legs,
the asciLes
 
and chest and by large amounts of protein in the urine.

With tile development of mas:;s.ive oedenlua 
 and ascites,
 
severe resniratory distress and gastrointestinal. problems
 
may occur. The nephrotic syndrome should b differ­
entiated rrom other diseases causinj massive oedema 
 such 
as protein eniosi e maln u trition (]twati i - lyrsor usua. 
in children .iL signs of malnuri tion) , nephritis

(fever, haematuria), cirrhosi: of tle liver (ascites

and/or jaundice), and heart fa ,lure. 

Coinpl icaLi ons 

Tile nephrotic syndrome can lead to the following

complications :
 

-hypertension, with hypertensive heart disease and 
coma. 

-renal failure. 

Manaclement 

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

In mild case s, which cannot be referred tie patient
should be )laced on restricted activity, and on a low
sodium dlet but with normal quantities of protein and 
calories. infecti.ons can be very serious and should 
be referred. 



REVIEW QUESTIONS 

1. 	 A 10-year old girl comes to your clinic with massive 
swelling of her legs, abdomen and trouble breathing.
Her blood pressure is 180/100. What problems must 
you 	consider when making a diagnosis? 

2. 	 Match the following diseases associated with oedema 

with 	specific symptoms and signs.
 

a. Nephrotic syndrome 1. Haematuria and fever
 

b. Kwashiorkor 2. Hypertension and
 
generalized oedema 

c. 	 Nephritis 3. 	 Heart murmur and de­
pendent oedema 

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

3. 	 Nephrotic Syndrome is associatud with oedema and 
ascites. Describe the relationship between kidney 
function and fluid movement in this disease. 

4. 	 If you suspect a patient has nephrotic syndrome your
management responsibility is referral. If referral. 
is delayed how would you manage the patient? 
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STUDENT GUIDE 

DISEASES OF PENIS AND SCROTUM 

I. 	 Entry Level Ski lls and Knowledge 

Before starting this unit, you should be able to: 

Explain the n(rmal Anait:om' and Physiology of the 
CU 	 systim. 

II. 	 Objectives: 

Using the information and experiences provided by 
the ins:ruictor and the module text, you will be 
able to: 

.1. 	 Identify and d. fien-entiatu the hiistorical 
data and pniysical signs associated with 
gonor rhoea, syphi li:;, scrota] swellings 
(including - inquinal hernia, hydrocele, 
tet, 	 cula tunour, torsion of testis, epi­
didayio-urcchit i.) pn i svwell.ings (in­
clud Lg pimoi and parohimosis) , and 
other7 pil ].e sores (kLncIudi. - chancroid, 
granu luma [t11 t in -i ,-lrmu Ilhaiqu : I, 
Vencreut , IIui',os Iroconital 1. 

2. 	 Dec.ribe the usdual CoLEse aid c omiimon coml­
p] iat ion; f gOlo]rhua and s phi i is. 

3. 	 E:xamine the pnis fol)lowing tihe procedures 
in the te::t. 

1Il. 	 Evaluation: 

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

1. 	 Knowledge: Written test based upon contents 
of7 unit in module text. Acceptable 
performance, G0o 

2. 	 Skill: Eiixamination of the penis ancd scrotum. 

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

1. 	 Read moclueI. text and an wer r eview ques tions. 
2. 	 Particplate in large group discus;sion of text 

irma t ri al]. 
3. 	 View slide p reen::ntation if available. 
d. 	 Participato in sma.. group review discussion of 

material p: sen ted in class and analysis of 
case study.

5. 	 Participate in large group discussion of case 
study presentations. 
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CONORRIIOEA
 

General Description
 

Gonorrhoea i s a Venereal di,sease found worldwide in al.most: 
epidemic proportions. It is caused by a bactcria tLhat .is 
spread by sexual contact and us;ually o cun:; I to Ii days
followinr mxposure to an in ,.cted person. 

Gonorrhoei 1(ne,1 t , ii'vo.v'C; tu o,,oti genital urinary
 
tract but ,n sprtea t hioughat tho 'niLtaI tact. lnd
 
into surrotunding !po:vic s.truct.ures causint p1.vic in­
flammLatory ii sse ani 
into the blood stream ca;.iq
 
genera.lizoO "opci.C,h non-j< iii I nooiioi oea such
toand 

as gon,-occal aithritis, dermatitis 
 and tonsjuisLtivitis.
 

Gonor rhowt ciIn aso occur ora l]y.
 

Clinical. icture 

GonorrIimhxa i ieI.is I!irit t C)mmlii _y cauisefis ai puiruien t
 
y .ellowdis arie C~rmi t!e ci so thra. Dys;Ic ai i.-;common
 
and if present without a WWi.lyl di scilchrqu, tile penis

should hr "m.il kid . (See D) ,cqnos tia Skill, 
 Exam of
 
Penkis ) . In se r i.hronil.c is
- urVt)Lc c , the .infection can
 
spread up the genital tract and cause arked-i swelling
 
of Scr1(o Luln.
 

In women, gonorhoa-a is of.nII ds\'intohita c i n the earl.y
 
stage or wih s;il'. t
1 ;'u ito so Lar thoe t of a urinary
 
tract nf=ct i with Cdysuria and frequency of urination.
 
In severe cases, the goneorhoea can spread to tile whole

fema.e genit l s-s teml and surrounding structure (pelvic

inflammatory dtisease) with syimptom 
 ;f fever and severe
 
lower abcominal pain.
 

Septicaamia can occur in bo th men and women and can
 
cause gonoccal arthritis of knees or other joints.
Oral gonnr:rhoea resembles an acute pharyngitis.
Gonococcal conjunctiviitis can occur in the newborn from 
infected mothers and should be 
treated vigorously.
 
(See EENT Module).
 

Comp.lica tions 

The complications of gonorrhoea 
are many and include:
 

1. epididymitis
 

2. pelvic inflammatory disease (PID)
 

3. ectopic pregnancy - as a result of scarring
 
from proevious infections
 

4. sterilii.ty 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
 

Manallemen t 

I. 	 Procaine penicillin 4.8 million units IM given in 
divided doses at three different sites. Two sites 
are chosen because of7 the p:in a',sociat6 d when in­
jecting these large amount intramuscularly, and 
Probenicid 2 tablets (one gram) by at themouth 
same time the injections are given; 

Totracycline 2 caps (500 rg) four times a day
for 	five days. 

2. 	 R:efer if symptoms are not relieved at completion 
of treatment (3-4 days). Resistant strains of
 
the 	bacteria are being seen more freauently. 

Somplic t ions 

PID, SEPTICAEMIA, and ARTHRITIS - Refer to Hospital 

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

Ampicillin 5on mgm four times per day for 10 days. 

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

Prevention 

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



REVIEW QUESTIONS 

1. 
 The signs and symptoms associated with gonorrhoea

are different in 
men and women. Describe these
 
differences.
 

2. Name four complications of jonorrhoea.
 

1) 

2) 

3) 

4) 

3. 
What should you do if you identify a patient with

Pelvic inflammatory disease?
 

4. In addition to antibiotic treatment for the 
diag­nosed case of gonorrhoea, what else should be done
 
to manage and control gonorrhoca?
 

5. What is 
the drug of choice and recommended dosage

for treatment of gonorrhoea?
 

6. 
 What drug should be used if the patient is allergic
 
to penicillin?
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DIAGNOSTIC SKILLS
 

Examination of the penis 

Glove
 
Good light 

Purpose
 

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

I) Urethral discharge 

2) Phimosis and paraphimosis 

3) Penile ulcers - seconcLry to Syphilis 

Stops 

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

Ask patient to expose the gyans by rolling back the
 
foreskin.
 

Look in the su.cus 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 fj.inished.
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SYPIIIL[S 

General. Consideriations
 

Syphilis is a venereal disease 
found worldwide. It is
 
caused by a spicochet 
 that i.s spread by sexual contact. 
It is highly contagious. 

Since the first phase .i not painful, it: may be ignored.
However, it then can spr,,id throughout the body causing

serious problems 2 to 
20 years after the first infection.
 

Clinical Description
 

Primary :
 

About I to 
u weeks after sexual contact with an infected 
person, a painless hard swelling wi].l occur on the 
genitall a. 'Phi.sa hard swelli.ng may ulcerate in the 
middle. This, lesion is called a chancre. It has
 
rolled edges 
and even when ulcerated is non-p~ainful.
 
Common sites are on 
the penis or scrotun .n mcii, and 
external or internal genitalia of women. If inside 
the vagina or on the cervi.x of woman I icy may be com­
pletely missed by the woman. 

This chanr :e wi. he al by it:sel.f il Ieft 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 wito lesions all over the body

including the palms of the hands and 
the soles of the 
feet. (The rash is highly infectious). ever,
genera1.izad lymph node enlargement, joint pains, patchy
hair loss and conjunctivi tis may occur. 

Compli cations 

Tor I a vy: 

If both primary and secondary syphilis is untreated, the 
patient wil. recover and undergo a dormant phase; but 2 
to 20 years later, serious lesions may occur in the heart,
 
greater blood vesse ls, brain, spinal cord, bones and skin.
 

Congenital. Syphilis:
 

Infants born to infected mothers have certain signs, such
 
as skin rashes, flat 
(saddle) noses, blindness, nerve
 
deafness and deformed notched teeth.
 

http:genera1.iz
http:swelli.ng


Management
 

Primary (chancre) and Secondary Syphilis:

1. 	Benzathine penicillin 1.2 million units in each
 

buttock for a total of 2 .4.million units
 
OR
 

Procaine Penicillin 2 cc (00,OOO units) daily

for 8 days.
 

Tertiary and Congenital Syphilis:
 

1. Refer to a hospital for treatment.
 

Prevention
 

1. 	Locate .intacts and treat.
 

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

1. What are the signs of Secondary Syphilis? 

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

3. 	 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? 

4. 	 A baby is born and a week after the mother brings
her to the clinic. She has a flattened nosebridge, 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?
 

5. 	A man comes to you with a complaint of scrotal pain.

Upon examination you find the scrotum swollen.
 
What will you do?
 

6. 
flow 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 (Hlydrocoeles) . It may be 
caused by bowel slipping into the scrotum (Hernias)
The swelling may be secondary to injury, or neoplasm.
Infection in scrotal structures such as the epididymis 
may also cause swelling. 

Clinical Picture 

The swelling may be intermittent or constant, firm or 
soft, l arge or small. Some causes of scrotal swelling 
may Prc:-c:!s, on to become very serious diseases. 



INGUINAL IILRNIA
 

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 urinay bs truction in an 
abdominal wall that is potentially weak. Inguinal 
hernias may be classified into two groups ­

a. Indirect 

b. Direct 

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

In terna . . . .... Inguinal canal 

ring . ............ A. I. xternal inguinal ring
 

I _ 

Spv rmaic cord 

FigurC GIU 13 

The diruc't 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
 

Smptores: 

Invariably it starts as a bulge in the lower groin.
Later a swelling appears and goes down into the scrotum. 
There may he associated pain occasionally. The swelling
characterstically comes down during the day and gets
bigger with lifting heavy weights and tends to get
smaller at oight when the patient lies down. 

Siqns: 

On examination there is usually an obvious scrotal 
swelling. You car.ot get above this swelling because 
it arises outside of the scrotum. Have the patient lie 
down and attempt to reduce the swelling by pushing
gently back up into the groin. There may he gurgling
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 superficial inguinal
ring (see diagram below) you will be able to feel the 
impulse when the patient coughs. 

t 

I C; 

Piqgue GO 14 Cougz Impukse. 

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



Complications
 

Because the hernia passes throuch 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 tense, tender swollen scrotum and vomiting. This 
is a surgical. emergency and should he referred imtmediately. 
No attempt should be made to ieduce this under sedation.
 

Management
 

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

Examination of Scrotum
 

Supplies:
 

Glove
 
Good lighL
 

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 your intention - then adequately
 
expose the genitals. 

Inspect the scrotum (anterior and posterior) for nodule, 
inflaunation 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. Darkening room. 
2. Shine beam of pen light from behind the scrotum. 
3. Look for transmission of light as a red glow. 



DIAGNOSTIC 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 areas for bulges. Ask the 
patient to hear down, while you observe. 

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

Take index finger, start at hottort of scrotum in­and 
vaginate loose scrol:al skin carefully. Follow spermatic
cord upward to the triangular opening of the external 
inguinal ring. If possible, gently follow the canal. 
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. 

/In1 o, ";0i) :
 

I I
 

I /'Zigament
 

..
". ExternaI inguinaZ 

Figura GUI 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

covering of the testis.
 

/-

Fluid ~ --- ns' 

Figupre 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 Goadies.as 

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 Transillumiinable and can be easily 
differentiated from an inguinal hernia by the 
following: 

a. 	 It is confined to the scrotum. 
b. 	 It has no cough impulsc nor got bigger 

on coughing. 
c. It transmits briqht 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, there 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.
 

- / 

J 

Fi reo G;U 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 pedicle. 
 It commonly occurs in teenagers andrarely after 21 years. IQ is thought that perhaps there
is a long mesorchium (testicula 
mesentry) that predis­poses such testes tc twist. Instead of being firmly
fixed in the scrotum, it is capable 
of swinging around.
 

-en(l- " - l-0 

4 
I. 

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.
However, a good percentage present gradually w: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 counter­part. 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 be 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 TMMEDIATELY.
 

DELAY IS DEADLY TO TIE TESTIS.
 

2. Give Pethidine 100 mgm IM.
 



EPI DI DYMO-ORCHITIS 

General Considerations
 

This is 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, gonorrhoea or may occur de novo. It 
occurs in men usually after the age of 20 year3. 

Tendelr anid S3wollen 

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 epididymis are
 
swollen and tender. Sometimes it is extremely difficu].t
 
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 is no fever or dysuria. 

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

Complications:
 

If not treated some may go on to develop frank abscesses. 

Management: 

EPIDIDYMO-ORCIIITIuS . 

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

1. 	 Elevate the scrotum by means of a scrotal sling 
across the thiighs. 

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 

IMME DIATELY. 



REVIEW QUESTIONS
 

1. 	 What are the two commonest causes of scrotal 
swellings?
 

1)
 

2)
 

2. 
 What single physical sign clearly differentiates
 
between the two mentioned?
 

3. 	 A teenager presents with sudden onset of testicular 
pain with mild fever, no ordysuria urethral
 
discharge 
 as yet. What is your diagnosis? 

4I. 	How would you treat this patient? 

5. 	 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? 

6. 	 What would you do with a patient who has a mass inthe scrotum and yon. honestly don't theknow cause? 
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PENILE SWELLINGS
 

PHIMOSIS
 

General Considerations
 

This is the name of the condition in which the foreskinis so tight that it cannot be retracted (pulled back)
over the glans penis. It is nearly always due to in­fection 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
so 
small that the child may have difficulty in urinating.

On examination instead of looking like this:
 

Figure GU 20 - AoraZ Penis 

It looks like this:
 

* liii hole Lintus 

Figure GU 21 ­Appear'anue cha'acetcrist ic of pi7imost 

Complications
 

Sometimes the mother can pull the tight foreskin overthe glans but cannot get it back in its originalposition. Soon oedema of the trapped foreskin andglans occur ­ secondary to obstruction.
 



Swollen and oedenutoua 

Pijl)rots 1'lng 

:'i(qirc GU" 2 

This is called PARA-PHIMOS IS. 

Management 

PHIMOSIS: 

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

Figjurc CU 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 SULP1HA 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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PARAPHIMOS IS:
 

1. 	Soak the oedematous tissue in either a rubber glove
 
filled with ice or a IIYPER-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.)
 

/B
 

Fpiur, CU 2,4 

3. 	 If 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)
 

b)
 

c) 

d)
 



OTHER PENILE SORES 

General Considerations
 

Discussed here are some of the less common causes of 
sexually transmitted penile sores.
 

Chancroid - Hae"iophilus decreyi 

Graunloma Inguinale (GI) Donovan's bacillus-

Lymph G- anuloma- ­ "Virus Like" Organism 
Venereum (L.G.V.) 

Herpes Progenitales - Virus 

The diagnosis of these conditions can he confirmed by

direct smear and examination under a microscope.

There are also scrological tests that help to'confirm
 
the diagnosis.
 

Clinical Picture:
 

CIANCROID G.I. 
 L.G.V. HERPES
 

Vesi cular-

Vesicle [ustular No Yes 
 Yes
 

Ulcer + ++ Fleeting Superficial 

Ulcer Base Yellow (dirty) Ro (beefy) - Red 

Ulcer Edge Irregular Polled -Whitish irre­
gular edge
 

Pain +++ Not usually + +++
 

Grain Nodes ++ 
 ++ Buboes +
 

Complications
 

If left untreated, the lesions may spread to involve nearby

tissues which eventually heal with extensive scarrinq.

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 elephant­
iasis of the female genitalia. This is due to the 
distension of the lymphatic tissues in the area.
 



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 ing 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. 

1. Cleanse and dress ulcers thrice daily. 

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

PATIENT ADVICE:
 

Same as for syphilis.
 



REVIEW QUESTIONS 

1. Describe the clinical picture of granuloma inguinale. 

2. What causes this?
 

3. How would you manage such a patient?
 

1) 

2) 

3) 

4) 

5) 

4. What causes Lympho-Granuloma Venereum? 

5. What is the most striking clinical feature in this 
condition?
 

6. What drugs are used in the management?
 

7. 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?
 

8. Why would you do it?
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