Table 9-5 Black and Bloody Stools

· Melena- black, tarry, sticky, and shiny stools.  Signifies the loss of at least 60 ml of blood into the gastrointestinal tract.  Possible causes are peptic ulcer, gastritis or stress ulcers, esophageal or gastric varices, reflux esophagitis

· Black, Non-sticky- no pathologic significance.  Possible cause is the ingestion of iron, bismuth, salts (Pepto-Bismol), licorice, or even chocolate cookies

· Red Blood- usually originates in the colon, rectum, or anus, and much less frequently in the jejunum or ileum. Possible causes are cancer of the colon, benign polyps, diverticulitis, certain inflammatory conditions, ischemic colitis, hemorrhoids, anal fissure

Table 9-6 Frequency, Nocturia, and Polyuria

Frequency

· Decreased capacity due to: increased bladder sensitivity to stretch due to inflammation (caused by infection, kidney stones, tumor or foreign body in the bladder), decreased elasticity of bladder wall (caused by infiltration by scar tissue or tumor), decreased cortical inhibition of bladder contractors (caused by motor disorder of the CNS).

· Impaired emptying due to: partial mechanical obstruction of the bladder (caused by most commonly benign Prostatic hyperplasia), loss of peripheral nerve supply to the bladder (caused by Neurologic disease).

Nocturia

· High Volumes due to: decreased concentrating ability of the kidney (caused by chronic renal insufficiency), excessive fluid intake before bedtime (habit), fluid retaining (caused by CHF, nephritic syndrome.

· Low Volumes due to: frequency, voiding while up at night without a real urge “pseudo-frequency” (caused by insomnia).

Polyuria

· Deficiency of anti-diuretic hormone (caused by a disorder of the posterior pituitary and hypothalamus, renal unresponsiveness to anti-diuretic hormone (cause by a kidney disease),  Solute diuresis, Excessive water intake can cause primary Polydipsia.  Diuresis, cause by large saline infusion, potent diuretics, certain kidney diseases.

Table 9-7 Urinary Incontinence MATCHING ON EXAM
· Stress- in women normally weakens of pelvic floor, especially, in stress this might affect more efficiently.

· Urge incontinent- caused by decreased cortical inhibition of detrusor contractions, hyperexcitability of sensory pathways.

· Overflow incontinence- incontinence caused by obstruction of the bladder, weakness of the detrusor muscle maker

· Functional – caused by problems in mobility resulting from weakness, arthritis poor vision or on other conditions

· Incontinence secondary to meds- caused by sedatives, tranquillizers, symp. blockers, and diuretics

Table 10-1 Abnormalities of the Penis MATCHING ON EXAM
· Venereal Wart (condyloma acuminatum)- often malodorous. Caused by HPV.

· Genital herpes- cluster of small vesicles, painful ulcers.  

· Syphilitic Chancre- usually appears as an oval or round, dark red, painless erosion.  Non-tender, enlarged lymph nodes are usually associated with it.  They are infectious.

· Hypospadias- congenital displacement of the urethral meatus to the inferior surface of the penis.  

· Peyronie’s Disease- palpable non-tender hard plaques just beneath the skin, usually along the dorsum of the penis.  Patient may complain of crooked and painful erections.

· Carcinoma of the penis- can appear as an indurated nodule or ulcer that is usually non-tender.

Table 10-2 Abnormalities of the Male Genitalia MATCHING ON EXAM
· Hydrocele- non-tender, fluid-filled mass w/in the tunica vaginalis. It transiluminates, and examining fingers can get above the mass w/in the scrotum.

· Scrotal Hernia- a hernia w/in the scrotum (indirect inguinal hernia).  It comes through the external inguinal ring.  Examining fingers cannot get above it in the scrotum.

· Scrotal Edema- pitting will make the skin taut.  Can accompany CHF or nephritic syndrome.

· Cryptorchidism- the testis is atrophied and can lie in the inguinal canal or abdomen.  Risk for testicular cancer.

· Acute Orchitis- inflamed, painful, tender, and swollen testis.  Seen w/ mumps and other viral inf. 

· Small Testis- normal length < 3.5cm, small firm testis (Klinefelter’s syndrome) usually < 2cm.  May suggest cirrhosis, mytonic dystrophy, use of estrogens, hypopituitarism.

· Tumor of the Testis- (early) usually a painless nodule. (late) tumor seems to replace the entire organ, feels much heavier than normal.

· Acute Epididymitis- tender and swollen and may be difficult to distinguish from the testis.  Scrotum may be reddened and the vas deferens inflamed.  Coexists w/ UTI or prostatitis.

· Spermatocele and Cyst of the Epididymis- painless, movable cystic mass must above the testis.  Both transiluminates.  They are clinically indistinguishable.

· Tuberculous Epididymitis- a firm enlargement of the epididymis, sometimes tender, with thickening or beading of the vas deferens. 

· Varicocele- varicose veins of the spermatic cord slowly collapses when the scrotum is elevated in the supine patient.  Feels like a “bag of worms”

· Torsion of the Spermatic Cord- acutely painful, tender, and swollen organ that is retracted upward in the scrotum.  It becomes red and edematous.  Surgical emergency because of obstruction circulation.

· Epidermoid Cysts- firm, yellowish, non-tender, cutaneous cysts up to about 1cm in diameter.

Table 10-4 Differentiation of Hernias in the Groin

· Indirect Inguinal- most common, all ages, both sexes.  Most often in children.  Originates above inguinal ligament, near its midpoint and often continues into the scrotum.

· Direct Inguinal- less common than indirect.  Occurs usually in men over 40.  Originates above inguinal ligament close to the pubic tubercle, rarely continues into the scrotum.

· Femoral- least common.  More common in women than men.  Originates below the inguinal ligament; appears more lateral than an inguinal hernia, never continues into the scrotum.

Table 11-1 Lesions of the Vulva  MATCHING ON EXAM
· Epidermoid Cyst- small, firm, round nodules in the labia.  Sometimes yellowish in color. 

· Venereal Wart- wart lesion on the labia and w/in the vestibule.  Caused by infection w/ HPV

· Genital Herpes- shallow, small, painful ulcers on red bases

· Syphilitic Chancre- firm, painless ulcer.  Normally develop internally and often go undetected

· Secondary Syphilis- slightly raised, flat, round, or oval papules covered by a gray exudates

· Carcinoma of the Vulva- ulcerated or raises red vulvar lesion.  Normally in elderly women.

Table 11-2 Bulges and Swelling of the Vulva, Vagina, and Urethra

· Cystocele- a bulge of the anterior vaginal wall, together with the bladder above it

· Cystourethrocele- entire anterior vaginal wall, w/ the bladder and the urethra is involved in the bulge.  

· Rectocele- rectal herniation into the posterior wall of the vagina, weakness or defect in the endopelvic fascia

· Bartholin’s Gland Infection- causes include gonococci, Chlamydia.  Appears as a tense, hot, very tender abscess.  Look for pus coming out of the duct or erythema around the duct opening

· Urethral Caruncle- small, red, benign tumor visible at the posterior part of the urethral meatus.  Occurs chiefly in postmenopausal women

· Prolapse of Urethral Mucosa- swollen red ring around urethral meatus.  Occurs before menarche

Table 11-4 Abnormalities of the Cervix  NOT ON EXAM (at least it wasn’t last tri)

· Cervical Polyp- usually arises from the endocervical canal, becomes visible as it protrudes through the cervical os.  bright red, soft, and rather fragile.  They are benign, but may bleed

· Mucopurulent Cervicitis- produces a yellow drainage fro the cervical os, usually due to an infection from Chlamydia, gonorrhoeae or herpes.  Usually sexually transmitted

· Carcinoma of the Cervix- begins in a area of metaplasia.  Late stages an extensive, irregular, cauliflowerlike growth can develop

· Fetal Exposure to DES- daughters of women who took DES during pregnancy are at a higher risk for columnar epithelium that covers the cervix, vaginal adenosis, circular collar or ridge of tissue

Table 11-5 Vaginitis

· Trichomonas- a protozoa (often acquired sexually).  Yellow/Green, frothy discharge.  A/S include pruritus, pain on urination, and dyspareunia.  Vestibule and labia may be reddened.  Vaginal mucosa may be reddened, w/ small red granular spots or petechiae in posterior fornix.  Lab- wet mount

· Candida- a yeast.  White and curdy discharge.  A/S include excessive pruritus, vaginal soreness, pain on urination.  Vulva and surrounding skin are often inflamed and sometimes swollen.  Vaginal mucosa is often reddened, w/ white patches of discharge.  Lab- KOH scan

· Bacterial- unknown cause.  Gray or white discharge.  A/S include an unpleasant, fishy or musty genital odor.  Vulva and vaginal mucosa a usually normal.  Lab- wet mount

· Atrophic- decreased estrogen production after menopause.  Discharge varies in color and consistency.  A/S include pruritus, vaginal soreness, burning, and dyspareunia.  Vulva is atrophic.  Vaginal mucosa is atrophic, dry, pale, can be red, petechial and can bleed easily

Table 11-6 Abnormalities and Positions of the Uterus NOT ON EXAM (it wasn’t last tri)

· Myomas (fibroids)- common, benign uterine tumors.  Can be single or multiple.  They are firm, irregular nodules in continuity with the uterine surface

· Prolapse- results from weakness of the supporting structures of the pelvic floor, often assoc. w/ Cystocele and Rectocele

· Retroversoin- tilting backward of the entire uterus.  Cannot be felt by abdominal examining hand.  It is usually both mobile and asymptomatic. A normal variant

· Retroflexion- backward angulation of the body in relation to the cervix.  The body is often palpable through the posterior fornix.  A normal variant

Table 13-2 Abnormalities of the Prostate MATCHING ON EXAM

· Normal- palpated through anterior rectal wall, rounded, heart-shaped structure about 2.5 cm in length, median sulcus can be felt between two lateral robes.  Only the posterior surface of the prostate is palpable

· Cancer of the Prostate- suggested by an area of hardness in the gland.  A hard nodule alters the contour of the gland and may or may not be palpable.  As the cancer enlarges it feels irregular and may extend beyond the gland.  The median sulcus may be obscured.

· Benign Prostatic Hyperplasia- starting at 5th decade.  Symmetrically enlarged, smooth, and firm though slightly elastic; it seems to protrude more into the rectal lumen, median sulcus may be obliterated.  It may obstruct urinary flow, causing symptoms

· Prostatitis- (acute): febrile condition caused by bacterial infection, the gland is very swollen, tender, firm, and warm.  (chronic): does not produce consistent physical findings and must be evaluated by other methods
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