Study guide questions

1. Symptoms of UT disorders and differentials

· Fever, Weight Change, Fatigue

· Dysuria

a. Initiation vs End of urination

i. Initiation - Urethra

ii. End - Bladder

iii. Throughout - Anywhere

· Changes in Micturition

a. Increase Frequency (Inc/N Output) (Ave. Voiding --> 4-6x/day)

b. Nocturia

c. Decrease output (avg. amount 700-2000 ml/day)

i. Oliguria - <500 ml/day

ii. Anuria - <100 ml/day 

d. Hesitancy or Straining 

e. Decrease in Force or Caliber of Stream

f. Incontinence

g. Enuresis

· Abnormal Discharge

· Hematuria

· Genital Pain

a. Infections

i. UTI’s

ii. STD’s

iii. Prostatitis - Males, PID - Females

b. Obstruction or occlusion

i. Strictures, Stones, Hypertrophy

c. Neurogenic Conditions

i. Painful straining (tenesmus)

2. Risk factors for UT disorders

· Recurrent UTI

· Exposure to STD’s

· Aging


· Prostatitis vs PID

· IBD (Crohn’s)

· Diabetes

· Group A Beta-hemolytic Strep. infection/sensitivity

· Kidney Stones

· Alcohol/Meds

3. Changes in micturation, patterns, and causes
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Selected Causes

Associated Symptoms

w Volumes

Decreased capacity of the bladder
s Increased bladder sensitivity
to stretch because of
inflammation
= Decreased elasticity of the
bladder wall

= Decreased cortical inhibition
of bladder contractions

Impaired emptying of the bladder,
with residual urine in the bladder
= Partial mechanical
obstruction of the bladder
neck or proximal urethra

= Loss of peripheral nerve
supply to the bladder

Most types of polyuria (see

p. 369)

Decreased concentrating ability of
the kidney with loss of the normal
decrease in nocturnal urinary
output

Excessive fluid intake before
bedtime

Fluid-retaining, edematous states.
Dependent edema accumulates
during the day and is excreted
when the patient lies down at
night.

Frequency

Voiding while up at night without
a real urge, a “pseudo-frequency”
Deficiency of antidiuretic
hormone (diabetes insipidus)
Renal unresponsiveness to
antidiuretic hormone (nephrogenic
diabetes insipidus)

Solute diuresis
s Electrolytes, such as sodium
salts
= Nonelectrolytes, such as
glucose
Excessive water intake

Infection, stones, tumor, or
foreign body in the bladder

Infiltration by scar tissue or
tumor

Motor disorders of the central
nervous system, such as a stroke

Most commonly, benign prostatic
hyperplasia; also urethral stricture
and other obstructive lesions of
the bladder or prostate

Neurologic disease affecting the
sacral nerves or nerve roots,
e.g., diabetic neuropathy

Chronic renal insufficiency due
to a number of diseases

Habit, especially involving
alcohol and coftee
Congestive heart failure,
nephrotic syndrome, hepatic
cirrhosis with ascites, chronic
venous insufficiency

Insomnia

A disorder of the posterior
pituitary and hypothalamus

A number of kidney discases,
including hypercalcemic and
hypokalemic nephropathy; drug
toxicity, e.g., from lithium

Large saline infusions, potent
diuretics, certain kidney diseases

Uncontrolled diabetes mellitus

Primary polydipsia

Burning on urination, urinary
urgency, sometimes gross
hematuria

Symptoms of associated
inflammation (see above) are
common.

Urinary urgency; neurologic
symptoms such as weakness and
paralysis

Prior obstructive symptoms:
hesitancy in starting the urinary
stream, straining to void,
reduced size and force of the
stream, and dribbling during or
at the end of urination
Weakness or sensory defects

Possibly other symptoms of
renal insufficiency

Edema and other symptoms of
the underlying disorder. Urinary
output during the day may be
reduced as fluid reaccumulates in
the body. See Table 14-4, Some
Peripheral Causes of Edema.

Variable

Thirst and polydipsia, often
severe and persistent; nocturia
Thirst and polydipsia, often
severe and persistent; nocturia

Variable
Thirst, polydipsia, and nocturia
Polydipsia tends to be episodic.

Thirst may not be present.
Nocturia is usually absent.



  

4. Classifications of urinary incontinence, mechanisms, findings
[image: image2.jpg]Problem

Mechanisms

Stress Incontinence

The urethral sphincter is weakened so that transient
increases in intra-abdominal pressure raise the bladder
pressure to levels that exceed urethral resistance.

Urge Incontinence

Detrusor contractions are stronger than normal and
overcome the normal urethral resistance. The bladder is
typically small.

Overflow Incontinence

Detrusor contractions are insufficient to overcome urethral
resistance. The bladder is typically /azge, even after an effort
to void.

Functional Incontinence
This is a functional inability to get to the toilet in time
because of impaired health or environmental conditions.

Incontinence Secondary to Medications
Drugs may contribute to any type of incontinence listed.

*Patients may have more than one kind of incontinence.

In women, most often a weakness of the pelvic floor With
inadequate muscular support of the bladder and Proximy
urethra and a change in the angle between the bladde,
and the urethra. Suggested causes include childbirth g4
surgery. Local conditions affecting the internal urethyy
sphincter, such as postmenopausal atrophy of the muygy,
and urethral infection, may also contribute.

In men, stress incontinence may follow prostatic surger,

» Decreased cortical inhibition of detrusor contractiops
as by strokes, brain tumors, dementia, and lesions of‘
the spinal cord above the sacral level

= Hyperexcitability of sensory pathways, as in bladder
infections, tumors, and fecal impaction

= Deconditioning of voiding reflexes, as in frequent
voluntary voiding at low bladder volumes

= Obstruction of the bladder outlet, as by benign
prostatic hyperplasia or tumor

= Weakness of the detrusor muscle associated with
peripheral nerve disease at the sacral level

= Impaired bladder sensation that interrupts the reflex
arc, as from diabetic neuropathy

Problems in mobility resulting from weakness, arthris,
poor vision, or other conditions. Environmental factors
such as an unfamiliar setting, distant bathroom facilities,
bed rails, or physical restraints

Sedatives, tranquilizers, anticholinergics, sympathetic
blockers, and potent diuretics
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flammation is present, pain on urination
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| force of the urinary stream
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nce on the way to the toilet or only in the early

careful history and chart review are important.

ses such as a change of position, going up or down

The bladder is not detected on abdominal examination.

Stress incontinence may be demonstrable, especially if
the patient is examined before voiding and in a standing
position.

Atrophic vaginitis may be evident.

The bladder is not detectable on abdominal
examination.

When cortical inhibition is decreased, mental deficits or
motor signs of central nervous system disease are often,
though not necessarily, present.

When sensory pathways are hyperexcitable, signs of local
pelvic problems or a fecal impaction may be present.

An enlarged bladder is often found on abdominal
examination and may be tender. Other possible signs
include prostatic enlargement, motor signs of peripheral
nerve disease, a decrease in sensation including perineal
sensation, and diminished to absent reflexes.

The bladder is not detectable on physical examination.
Look for physical or environmental clues to the likely
cause.

Variable











5. Conditions leading to hematuria assoc w/ gender and age

	AGE
	MALE
	FEMALE

	Younger than 20 
	Congenital UT anomaly

Acute glomerulonephritis

Acute UTI
	

	20 – 40
	Acute UTI

Kidney stone

Bladder tumor
	

	40 – 60
	Bladder tumor

Kidney stone

Acute UTI
	Acute UTI

Kidney stone

Bladder tumor

	Older than 60
	Prostatic disorder 

Bladder tumor

Acute UTI
	Bladder tumor

Acute UTI


6. Symptoms of prostate gland disorders and differentials

· Hesitancy (w/ urination) (BPH)

· Intermittency (urine flow) (BPH)

· Terminal or post void dribbling

· Impaired size & force of stream (BPH)

· Incomplete void sensation

· Nocturia, Dysuria (infection)

· Frequency, Urgency (infection)

· LBP (infection)

a. Symptom differential

i. Benign Prostatic Hypertrophy (doesn’t usually lead to LBP)

ii. Prostatitis (will lead to LBP)

iii. Bladder Neck Contracture/Stricture

iv. Urethral Stricture (m/c from previous infection)

v. Cystitis

vi. Neurogenic Bladder Dysfunction (MS, diabetes)

7. Normal features of the prostate gland
· location: anterior to anterior rectal wall, < 1 cm into the rectum

· size: 2.5-4 cm in diameter

· shape: bilobed, heart shaped

· consistency: smooth, firm, rubbery

8. Grades of prostate protrusion into the rectal lumen (prostatic enlargement)
· grade I: 1-2 cm

· grade II: 2-3 cm

· grade III: 3-4 cm

· grade IV: >4 cm

9. Features/exam findings of acute and chronic prostatitis
· Acute: enlarged, acutely tender, and often symmetric (both lobes).  May have urethral discharge and fever.  Seminal vesicles often involved

· Most often a bacterial infection

· Chronic: symptoms vary. May feel boggy, enlarged and tender or have palpable areas of fibrosis. 

10. Features/exam findings of prostate carcinoma
· Incidence increases with age. 

· Early stages asymptomatic.  

· As advances, symptoms of urinary obstruction occur.  

· Exam: a hard (stonelike), irregular nodule(s). 

· Prostate enlargement often asymmetric and median sulcus may be obliterated.

11. Risk factors assoc w/ prostate cancer
· Age: over 50 years of age

· Race: Black/African-American descent

· Nationality: common in North America, and northwestern Europe

· Family History of Prostate Cancer (risk increases with the number of first degree relatives with cancer)

12. Symptoms/differentials for male GU system
· Pain and/or Dysuria

· Sudden distention = pain

· Gradual enlargement = painless

· Achy costovertebral angle = pyelonephritis or obstructive hydronephrosis

· Lesions or masses (Genital or Groin)

· Changes in urine flow

· Discharge

· Bloody

· Ulcerations, Neoplasias, Urethritis

· Purulent

· Gonococcal Urethritis, Chronic Prostatitis

· Scrotal Enlargement

· Hematuria

· Infertility & Erectile Dysfunction

· In healthy younger men the most common cause is lack of interest in partner

· In older men: vascular insufficiency, dementia, neurologic disorders, endocrine disorders, organ system failure 

· Failure for pregnancy to occur after 1 year of sexual activity without contraceptive usage.  

· 10 % of couples experience infertility at some point in their reproductive lives

· Reproductive disorders or life habits.

· Hx of: orchitis, cryptorchidism, small testis, varicocele

13. Differentials for groin pain/masses
· Hernia

· Spinal cord tumor

· Herpes Zoster

· Aneurysm

· Lymphadenitis

· Muscle strain

· Arthritis

· Disc Herniation

· Hydrocele

· Scrotal masses

· Epidermoid Cysts

i. Movable mass above the testicle (does not contain sperm)

· Scrotal Edema

· Hydrocele

· Scrotal Hernia

· Cryptochidism

i. Atrophied testicle

· Small Testis

i. Assoc w/ klinefelter’s, hypopituitaryism, cirrhosis, orchitis

· Pathology of:

· Testicle

i. Ectopic or undescended

· Prostate Gland

· Upper/Lower GU infections/tumor

· GI disease

14. Common lesions of the male genitalia during inspection
· Psoriasis (m/c inflamm lesion of the penis, bright red, well defined, scaling plaques)

· Chancre of Primary Syphilis (usually only 1, indurated edge, non-painful)

· Chancroid of Gonorrhea (multiple lesions, extremely painful, purulent-grayish surface)

· Condylomata Acuminata (venereal warts, resemble cauliflower, characteristic lesions of HPV)

· Balanitis (inflamm of the glans, caused by candida, starts as flat erythema and then breaks open)

· Scabies (papular lesions)

· Herpes Simplex Type 2 (common, multiple, ulcerous vesicles)

· Molluscum Contagiosum (caused by poxvirus, flash-coloured papules <1 cm w/ central depressions)

· Ectopic Sebaceous cysts (pinhead sized, whitish-yellow papules)

· Peyronie’s Disease (persistent erection, nontender induration, often deviated in long axis)

· Hypospadias (urethra displaced inferior)

· Penile carcinoma (indurated nodule or ulcer, usually nontender, occurring in uncircumcised men)

15. Symptoms/differentials for female UG system
· Abnormal vaginal/utrerine bleeding

· tumor, hormonal imbalance, trauma, infection, pregnancy

· Polymenorrhea: very frequent

· Amenorrhea: cessation of menstruation

· Oligomenorrhea: infrequent menses 

· Menorrhagia: excessive amt/duration (during menstruation)

· Metrorrhagia: intercyclic/irregular (normal amount, irregular intervals)

· Postmenopausal: bleeding after 6-8 months of amenorrhea.  Need to r/o uterine fibroids or tumors of cervix, uterus or ovaries.

· Dysmenorrhea

· intermittent, crampy pain accompanying menstrual flow.

· Pain is felt in the lower abdomen, back and may radiate down the thighs.

· Some women may also experience nausea, vomiting and even fainting.

· Primary, Secondary 

· Genital masses or lesions

· Lichen Sclerosus

· Vulva Carcinoma

· Condylomata Acuminata

· Bartholin’s Gland Abscess

· Herpes Simplex infection

· Chancroid of Gonorrhea

· Syphilitic Chancre (Primary)

· Condyloma Latum (Secondary)

· Cystocele

· Cystourethrocele

· Rectocele

· Urethral Caruncle

· Vaginal discharge

· aka Leukorrhea

· History of onset & has it changed

· Describe: amount, color, consistency,

· Amount

· Other symptoms

· Known conditions

· Medication usage

· Vaginal itching

· Recent history of medication usage

· Other diseases: diabetes mellitus

· Monilial infections

· Glycosuria

· Vulvar leukoplakia

· Lower abdominal pain or mass

· Acute: most often infection unless pregnant (spontaneous abortion, ectopic tubal pregnancy or rupture, uterine perforation

· Mittelschmerz: assoc. w/ ovulation

· Chronic: endometriosis, PID, laxity of pelvic floor musculature w/protrusion.

· Female Reproductive System: Ectopic Pregnancy, Ovarian Cyst, Fibroids,CA of /or Endometriosis, Salpingitis, PID

· Urinary Tract: Bladder Tumors, Bladder Diverticulum

· Lower GI: Regional Enteritis, Intestinal Diverticuli

· Dyspareunia

· Def: pain during or after intercourse      

· Traumatic

· Pathophysiologic: infection, tumors, PID, endometriosis, lesions, laxity

· Psychogenic: Fear or history of injury or past abuse

· Changes in hair distribution

· Increase (Hirsutism): adrenal tumors or hyperplasia, ovarian tumors, polycystic ovary ds.; certain medications: androgenic hormone therapy, cyclosporine, gluco-corticoids, minoxidil (HTN)

· Decrease (Alopecia): aging, cancer, malnutrition, thyroid ds, meds, vascular insufficiency, crash diets

· Changes in urinary pattern

· Increase frequency w/ normal output

· Increase frequency w/ increase output

· Decrease output

· Nocturia

· Incontinence

· Pain w/ urination

· Infertility

· Failure for pregnancy to occur after 1 year of sexual activity without contraceptive usage.  

· 25 % of couples experience infertility at some point in their reproductive lives

· Reproductive disorders or life habits.

· Anovulation, ovarian ds, PID, systemic diseases, hypothyroidism, fibroids

16. Causes of abnormal uterine bleeding
· Abnormal vaginal/utrerine bleeding

· tumor, hormonal imbalance, trauma, infection, pregnancy

· Polymenorrhea: very frequent

· Amenorrhea: cessation of menstruation

· Oligomenorrhea: infrequent menses 

· Menorrhagia: excessive amt/duration (during menstruation)

· Metrorrhagia: intercyclic/irregular (normal amount, irregular intervals)

· Postmenopausal: bleeding after 6-8 months of amenorrhea.  Need to r/o uterine fibroids or tumors of cervix, uterus or ovaries.

17. Causes of abdominal/pelvis mass
· Acute: most often infection unless pregnant (spontaneous abortion, ectopic tubal pregnancy or rupture, uterine perforation

· Mittelschmerz: assoc. w/ ovulation

· Chronic: endometriosis, PID, laxity of pelvic floor musculature w/protrusion.

· Female Reproductive System: Ectopic Pregnancy, Ovarian Cyst, Fibroids,CA of /or Endometriosis, Salpingitis, PID

· Urinary Tract: Bladder Tumors, Bladder Diverticulum

· Lower GI: Regional Enteritis, Intestinal Diverticuli

18. Lesions of the female external genitalia
· Lichen Sclerosus (reddened, smooth, shiny, almost transparent appearance, assoc w/ pruritis)

· Vulva Carcinoma

· Condylomata Acuminata (warty lesions on the labia, caused by HPV)

· Bartholin’s Gland Abscess (acute is tense, hot, tender, chronic is nontender, caused by trauma or Chlamydia trachomatis)

· Herpes Simplex infection (shallow, small, painful ulcers on a red base)

· Chancroid of Gonorrhea (multiple lesions, extremely painful, purulent-grayish surface)

· Syphilitic Chancre (Primary) (single, firm painless ulcer)

· Condyloma Latum (Secondary)(raised, round/oval, flat topped papules, covered by grey exudate

· Cystocele (bulge of the upper 2/3rds of the anterior vaginal wall and bladder above it)

· Cystourethrocele  (bulge of the entire anterior vaginal wall, bladder, and the urethra)

· Rectocele (herniation of the rectum into the posterior wall of the vagina)

· Urethral Caruncle (small, red, benign tumor, visible at the posterior urethral meatus, occurs in postmenopausal women)

· Epidermoid cyst (small, firm, yellow, round nodule on the labia)

· Prolapse of the urethral mucosa (swollen red ring around the urethral meatus)

19. Clinical findings/conditions leading to vaginitis

· vaginitis is inflammation of the vagina and vulva marked by pain, itching, and vaginal discharge

· when normal bacterial flora of the vagina are disturbed it allows organisms to reproduce and create excessive waste products (causes burning, itching, foul odour)

· can be caused by herpes simplex, syphilis, chancroid

20. Abormalities/positions of the uterus, cervix, and adnexal masses
· normal: anteverted, anteflexed

· anteflexed: flexed anterior (bent)

· anteverted: straight anterior (no bend)

· retroflexed: flexed posterior (bent)

· retroverted: straight posterior (no bend)

21. risk factors for endometrial, cervical, ovarian cancer
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Pap smear history: lack of regular screening for cervical
cancer.

HPYV infection: human papillomavirus (HPV) infection is
common and only a small percentage of women infected
with untreated HPV will develop cervical cancer. The
“high-risk” types include HPV 16, HPV 18, HPV 31, HPV
33,and HPV 45, as well as some others.

Sexual history: sexual intercourse before 16 years of age;
multiple sexual partners (increases risk of HPV infection).

Cigarette smoking: doubles the risk; tobacco by-products
have been found in the cervical mucus of women who
smoke.

HIV infection: increased susceptibility to HPV infections.

Diet: diets low in fruits and vegetables may increase risk for
cervical cancer; overweight women are more likely to de-
velop this cancer.

Race: invasive cancer rates are higher in blacks, Hispanics,
and Native Americans/American Indians.

DES exposure: women whose mothers took diethylstilbes-
trol (DES) during pregnancy (prescribed to women at high
risk of miscarriages between 1940 and 1971).

Oral contraceptives: data are inconsistent and it is difficult
to separate the risk of using oral contraceptives from
other risk factors such as early age at first sexual inter-
course and a history of multiple sexual partners. Some ev-
idence indicates that long-term use (more than 5 years)
may slightly increase the risk of cervical cancer.

Low socioeconomic status: likely related to access to
health care services, including Pap tests and treatment of
precancerous cervical disease.
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ENDOMETRIAL CANCER

Early menarche: before 12 years of age; increases the num-
ber of years during which the endometrium is exposed to
estrogen.

Late menopause: after 50 years of age; increases the num-
ber of years during which the endometrium is exposed to
estrogen.VWomen with increased bleeding during peri-
menopause have an increased risk (4 times greater) of en-
dometrial cancer.

Total length of menstruation span: may be a more im-
portant factor than age at menarche or menopause. For
example, early menarche is less a risk factor for women
who also have early menopause. Likewise early menarche
and late menopause would be higher risk.

Infertility or nulliparity: during pregnancy, the hormonal
balance shifts toward more progesterone. Therefore, hav-
ing many pregnancies reduces endometrial cancer risk, and
women who have not been pregnant have a higher risk.

Obesity: having more fat tissue can increase a woman’s es-

trogen levels and therefore increase her endometrial can-

cer risk. Obesity increases a woman’s risk of endometrial
cancer by 2 to 5 times.

-

Tamoxifen: an antiestrogen drug that acts like an estrogen in
the uterus.

Estrogen replacement therapy (ERT): estrogen alone
(without progestins) in women with a uterus.

Ovarian diseases: polycystic ovaries and some ovarian tu-
mors such as granulosa-theca cell tumors cause an in-
crease in estrogen relative to progestin.

Diet: diet high in animal fat

Diabetes: endometrial cancer more common in women
with both type | and type Il diabetes.

Age: risk increases with age; 95% of endometrial cancers oc-
cur in women 40 years of age or older. The average age at
diagnosis is 60.

Family history: of endometrial breast, ovarian or colorectal
cancers.

Personal history: breast, ovarian, or colorectal cancer;
known genetic mutation in BRCAI or BRCA2.

Prior pelvic radiation therapy: radiation used to treat
some other cancers can damage the DNA of cells, some-
times increasing the risk of developing a second type of
cancer such as endometrial cancer.
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Age: risk increases with age. Most ovarian cancers develop
after menopause; half are found in women older than 63
years of age.

Reproductive history: early menarche (before age 12),in-
fertility, nulliparity, or first child after age 30, menopause
after age 50. Relationship between the number of men-
strual cycles in a woman’s lifetime and her risk of develop-
ing ovarian cancer.

Use of fertility drugs: increased risk in some studies, espe-
cially if pregnancy is not achieved.

Family history: one or more first-degree relatives (mother,
sister, daughter) with ovarian and/or breast cancer; strong
family history of colon cancers; Ashkenazi Jewish descent
and a family history of breast and/or ovarian cancer.

Personal history: breast, endometrial, and/or colon cancers.
Inherited genetic mutation: known inherited mutation of
the BRCAI or BRCA2 gene.
Race: occurs 50% more frequently

black women.
Hormone replacement therapy: in postmenopausal
women, very slightly increases the risk for ovarian cancer
Diet: high-fat diet associated with higher rates of ovarian

white women than

proven.

Talcum powder: use of cosmetic talc in feminine hygiene
sprays or in sanitary napkins has been suggested as a risk
factor, although this is not a consistent finding. No evi-
dence at present links cornstarch powders with any fe-
male cancers.



 

22. Red flags for sexual abuse
· Unless I’m mistaken, I remember her saying there will be a question on the final about red flags, and the answer will be ALL OF THE ABOVE. But if you want to know the red flags, it is the last slide on the female reproductive system powerpoint.

