PHYS DX TEST #4 – 8/1/08
Hematuria
Micro vs. Macroscopic

Lower UT – No cast cells

Kidneys – (+/-) Red cast cells


Inflammmation/Infection – Pain


Stones – Pain


Tumors – Painless


Bleeding disorders – Painless

Quadratus Lumborum syndrome:  Something precipitates the problem….

Kidney Stone:  Depending on situation…everyting can be painful or nothing (depending on the position)….A kidney dip stick can be done to check for increased blood cells and blood.  If there is, then you determine what can be done.  Dx. Ultrasound can be done on the patient.  The patient can get it removed, get medication, or just wait it out.

Most stones are oxalate crystals.  If magnesium oxalate, you can give them a supplement to treat that.  Have them analyze the crystals so that you can give them dietary recommendations and supplements if necessary.

*** General Diagnosis section on the board includes lab questions like UA, CBC’s, markers common for certain conditions…Lower tract involvement does not have casts, but if kidneys are involved (red cast cells) casts can show up…CAST CELLS INDICATE A KIDNEY PROBLEM *** 

Sudden distention leads to pain.  Most enlargement are slow, not sudden.  The kidensy are retroperitoneal.  A COMMON FEATURE IS REFERRED PAIN - -BACK PAIN…BECAUSE THE KIDNEYS ARE RETROPERITONEAL!  
In case of kidney carner, the thoracic spine can be fixated and initially respond to manipulation, but over time the fixation continues and so does the discomfort.

A big problem is what we consume, leading to kidney damage:  1). Alcohol 2). Drugs…Both are common etiologies of kidney disease
Hematuria
March hemoglobinuria – excessive activity (Iron Man, Marathoners, etc.)

Initial – Urethra

Terminal – Bladder neck or posterior urethra

Total – Massive hemorrhage anywhere

On undergarments – External Genitalia

If bleeding s worse at start =Urethra

At end = Terminal neck of urethra

Throughout = Hemorrhage

Undergarments = Genitalia

Hematuria
Associated with weight loss – renal cell carcinoma

10-14 days following upper respiratory tract infection (more common in young males) – actue glomerulonephritis

Blood withn a week or 2 of URTI = ACUTE GLOMERULONEPHRITIS
TABLE 18-1 CAUSES OF HEMATURIA BY AGE AND SEX
Younger than 20:  Male & Female = congenital urinatry tract anomaly, acute glomerulonephritis, acute UTI

20-40: Male and Female = Acute UTI (STD”s), Kidney Stone, Bladder Tumor (5th most common cancer in males)…

40-60: Male = Bladder tumor, kidney stone, acute UTI…Female = Acute UTI, Kindey Stone, Bladder Tumor

Older than 60 = Prostatic Disorder, Bladder Tumor, Acute UTI…Female = Bladder Tumor, Acute UTI

Bladder tumor is the most common cancer in men 40-60 within the reproductive/UG area.  After 40-60, prostate cancer is the #1 cancer in men of the Reproductive/UG area  

20-60…The most common cause for blood in urine for women is UTI.  
*** KNOW THE MOST COMMON CAUSES FOR AGE GROUPS ***

In nursing home, the most common cause is catheterization and UTI.

Masses, Lesions, Swellings
Groin Masses or Swellings

Genital Masses or Lesions


History of Complaint


History of STD’s 


Associtaed Symptoms


Changes to Lesion, Mass or Swelling

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

25% of couples experieicne infertility at some point intheir reproductive lives

Reproductive disorders or life habits

Hisotry of regional infections or thyroid disease

Other Urine Cahnges
Completely clear – Dilute (also diabetes)

Orange – Urobililngen

Deep Yellow – Concenttrated (also dehydration)

Brown/Balck – Hemorrhage/Meds

Milky/Cloudy – Infection

Coca Cola – Obstructive Jauncide

Bluish/Green – jaundice/Putrefying

Methods of Evaluation
Kidney Tap (Murphy’s Punch)

Lab Tests:  UA and Dip Stick

Renal Function Tests

Imaging Procedures

Morphological Studies

Tests are important to determine function of the kidneys.  

Video
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*** Tuesday August 19th, 9:00 AM in the Purser center (final and 4t sectional exam)…We are the white color, not orange ***

PROSTATE EXAM
Part of a Complete Exam 

Males over 40 years old

Risk Factors

Symptoms

*** Always asked on comp boards…Asess the prostate and recognize disease ***

Prostaste Diseease Risk Faxtors
Age:  Gland in young males before puberty is inactive…Androgens activate the prostate and matures the prostate…Cell growth and turnover continues throughout life (that is why BPH is a problem for many men)

Chronic, unresponsive or recurrent UTI…Prostatitis may be due to recent UTI

Anal Intercouse:  Increases risk for prostatis and anal and rectal lesions

Deit high in animal fats..Green leafy vegetables and food with antioxidants are linked to lower risk.  Lycopenes decrease the risk of prostate cancer.  Conservative literature recommends antioxidants, omega 3’s and 6’s, green leafy vegetables to decrease the risk of cancer.  

Physical inactivity

Exposure to high levels of androgens

Other risks for cancer

BPH in the 5th decade, 40% have evidence and symptoms.  6th decade 50%.  7th decade 60%.  Each decade the % of men with symptomatic BPH increases directly.  

Prostate Cancer

Most common cancer in men in US

Accoutns for 33% of all cancers

Highest rate in AA males (2x greater than white, and 7x greater than Asian males)

9 out of 10 cancers (86%) diagnosed at a localized state (5 year survival 100%)

DRE and PSA exams are essential

DRE effectivenss is a controversial topic.  It is important to keep abreast of the sensitivity and specificity of the exam.  

Now they are doing urine tests, but it is not the standard of care.  PSA is still the standard, recognized test with extensive evidence showing a baseline PSA at 40-45 can actually predict the risk of cancer in older men.  Most references state the DRE and PSA is essential at ages 40-45.

Prostate cancer incidence was on the rise and has leveled off.  The reason for the rise may be an increase in the PSA use starting the late 1980’s.  
Risk Factors
Age: over 50

Race:  AA males

Nationality:  Common in north America and Europe

Family history of cancer in 1st degree relative

Incidence goes up and levels off towards age 70.

Diest hihgin animal fsts

Hormones:  Cumulative exposure to highg levels of androgens

Alcohol abuse

Occupational exposure to carcinogens (tars, petroleum products, etc.)

Physical inactivity (

BPH can lead to multiple types of symptoms:  fullness of bladder, discomfort in the suprapubic area

Ccancer:  Can lead to deep diffuse bony pain
Symptoms of Portaste Diroser
Hesitancy

Intermittency

Terminal or post void dribbling:  Pressure on urethra overcomes the voiding/bladder pressure and there is straining.  Can lead to dribbling
Imparied size and force of stream

Incomplete void sensation

Nocturia, Dysuria

Frequency, Urgency
Urinary tract infections are less common now older males because MD’s are recommending antibiotics to males with enlarged prostates.  There is reisk of antibiotic presception for resistance and GI/GU problems.  

Symptoms Differential
BPH

Prostatitis

Bladder Neck Contracture Stricutre (stricture occurs due to trauma or infection)

Urethral Stricture

Cystitis

Neurogenic Bladder Dysfunction – Diabetes is htemost common cause…Other factors are nerve root problems, SOL, herniation, etc.

Anorectal Exam:  Males

Prostate gland leis ant. to anterior rectal wall

Bilobed heart shaped structure 2.5-4 cm in deiamter

Normal:  Smooth, firm, with consistency of a hard rubber ball

Less than 4 cm of protrusion into rectal wall

Young children = cannot appreciate prostate inchildren unless there truly is a problem

Anterior rectal wall is the location.  The gland is 2.5x4 cm.  The 2 lateral lobes, median sulcus and anterior portion. The urethra goes through the prostate gland and compression can occur with enlargement.

Prostate Enlargement
Rectal Lumen Protrusion


Grade 1:  1-2 cm


Grade 2: 2-3 cm


Grade 3:  3-4 cm


Grade 4: Greater than 4 cm

Subjective scale, done with DRE exam.  

*** Don’t worry about scale for exam ***

Common Disdorders
Acute Protstatis

Chronic Prostateis

BPH

Cancer

BPH

Common in men over 50.  DRE shoss symetrcially enlarged, smmoth and rubbery.  The median suclus may or may not be obliterated.

Prostatiis
Acute enlarged, actely tender, and often symmetric.   May have rethral discharge and fever.  Seminal vesciels often ivnovled. Prostatisi can be a complication of gonorrhea (yellow-green discharge).  Back Pain and superpubic pain, pain with sitting and pain with defecation are reported problems with the acute condition.
Chronic;  Symptoms vary, may feel boggy, enlarged, and tneder or have palpable areas of fibrosus. Can  occur with repeated infections, bacterial in nature.  Chronic occurs with recurrent episodes that aren’t very problematic (mostly bacterial, but also can be viral).  Symptoms are correlated to the microorganism and symptoms vary.  Symptoms can mirror some of those of acute prostatitis.  Often boggy, enlarged and tender prostate with palpable areas of fibrosus.  Scar tissue development with repeated infections.  Oftne viral has greater chance for long term problems

Acute Bacterial Prostatiis
Morphology:  

Porsatici Carcinoma
Incidence increases with age.  Early stages are asymptomact and as advances symptoms of obstruction occur. Exam shows hard irregular nodules.  Proates enlargemen often asymmetric and median sulcus may be obliterated.  
They frequently co-exist and one does not lea dto the other.  

X-ray of Metastasis to the Spine on Overhead…Surgery can lead to incontinence.  Now they are able to remove most of the prostate without long term problems.  The long term treatment following surgery is radiation and chemotherapy.  Often, the patient will presne in your office with back pain.  The pain is usually due to metastasis to the spine.  
Prostate Screening
DRE

PSA

UA and Culture

Transurethral Ultrasound

Cystourethroscopy

Biopsy

Prosate massage can be done to stimulate urination & secretion.  End stage urine can have the highest concentration of PSA.  The massage stimulates release of secretion (more than normal) so that more accurate levels are reached.  
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Risk Fractors for Male RS DS.
Aging

Trauma

Exposure to radiation:  In general the reproductive system, have tissues sensitive to radiation.  The ovaries and testicles are extremely sensitive.  (repeated mammograms actually increase the chances for cancer…males and females can show genital atrophy with radiation)

Chronic or repeated UTI

Exposure to STD’s

Inflammatory bowel diseae (Crohn’s – leading to increased risk for perforations, adhesions, cancers)

Risks for prostate disease or cancers

Self Screening on a monthly basis is important for testicular cancer.  Most likely age group for testicular cancer is 18-35.  

Trauma to penis and torision can lead to plaque scar formation, strictures or lack of sperm development due to ischemia and atrophy.  

Risk Factos – Carcinoma of the Male Genitalia
Penile


Lack of circumcision with failure to maintain good hygiene


Condylomata acuminatum infection

Testicular

Cryptochidism with elevated testicular temperatre (Elevated temp cannot be the complete explanation because the descended testicie is also at increased risk of developing cancer)

The vast majority get cancer because of lack of good hygiene.  Proper was is to roll back the foreskin and clean the glans penis  There is smegma (a lubricant that is protein based fluid that keeps the foreskin moving smoothly over the glans) that can be a breeding ground for infection and chronic irritation leading to penile cancer.  Penile cancer is not as prevalent as testicular cancer.
Dysuria
Location & OPPQRST

Infections

Obstruction

Urinary System Pain
Infections

Obstuctions

Genital or Back Pain
OPPQRST, Past History, Associlated History

Sudden distention = pain
Gradula enlargement = painless
Achy costovertebral pain = pyelonehpritis, hydronehproniss

Genital or Back Pain
Spasmodic or colicky pain with radiation to the testis or scrotum = ureteral dilatation

Lower abdomen fullness with suprapubic pain and urgerny = bladder distanetion

Testicular scrotal pain = epididymitis, orthitis, spermatic cord torsion, tumor or hydrocele

Hydrocele can occur at any age.  In older males, hydrocele is usually due to hernia
Groin Pain
Henia,

Spinal Cord tumor

Herpes Zoster:  

Aneurysm:

Arthritis Arthritis can be a common cause of groin pain in males

Disc Hernation (of upper lumbar and thoracolumbar area)

Pathoglogy of: Testicle, Protate, Upper/Lower GU infection or tumor, GI disease

Facet and Lymphadenitis can be problematic for groin pain.  Other things are iliiopsoas pathology
Changes in Micturation

Describe the change and obtain history


Frequency and or amount, nocturia, urgency, force and caliber of steram, hesitancy, incontinence

Hematuria

Discharge

In infant males, the most common cause of blood in urine in congenital defects (shunts, fistulas or defects)…In young males, under 20 the most likely cause is UTI due to STD’s.  IN 20-40 UTI’s due to STD’s.  40-60 most common cause of blood in urine is bladder cancer.  In 60+ the most common cause of blood in the urine is prostate cancer.
KNOW TABLE 18-1
Discharge

History including description

Bloody


Ulncerations, Neoplasias, Urethritis

Purulent


Gonococcal Urethritis, Chronic Prostatitis

Syphilis is more common than gonorrhea, but still not as common as genital warts and herpes.  

A recent ariticle said that 80% of young people (under 30) in this country have been exposed to an STD (Genital Warts, Herpes, and others).   They may not have contracted the disease, but they have been exposed to it.  

Masses,Lesios, Swellings
Groin Masses or Swellings

Scrotal Masses or Lesions

Penile Lesions


HIsotry or Complaint


History of 

Groin Masses or Swellings
Hernias

Lymphadenotpahy

Musucle Strain

Hydrocle

Undescened Tssticle

Ectipic Sebaceous Glands
Epidermoid cysts:  These are firm, yellowish, nontendern cutaneous up to about 1 cm in deamter.  They are common and frequently multiple.  There is a central punctum associated
Scrotal Edema
Pitting edema may make the scrotal skin taut.  This may accompany the generalized edema of congestive heaet or neprhtoci syndrome.  

Caposi’s Sacroma can be due to fluid accumulation problems

Hydrocele
A hydrocele is a nontendern, fluid-fileld mass within the tunia vavinalis.  It transilluminates and the examining fingers can get above the mass within the scrotum.  The fluid is clear, and sterile.  

Scrotal Hernia
A hernia within the scrotum is sually an indirect inguinal hernia.  It comes thorough the eternal inguinal ring, so the exmianing fingers cannot get to the area.

Scrotal Mases

Acute Orthcites

Acute epidiymities

Spermatoceles

???

Acute Orthicits
The testis is actuely inflamrde, painful, tneder and sweloen.  It may be diffeicutl to dinstough from the Epididymis.  The scrotum may be reddedned.  Seen immumpos and viral infections, usually unilateral.
*** Post-pubertal mumps is often mentioned on the national boards and in the physical diagnosis exam…post pubertal mumpos can lead to testicular atrophy ***

Acute epidimitis
An 

Cryptochidism
The etisi is atrophied and may lie in the ingunal canal or the abdomen, resulting in an dunderveloped scrotum, as above.   There is no palpable left testis or epidymis.  Crytoptchidism marekedly raises the risk for testicular cancer.
Small Testis
The length is sually less than 3.5 cm in adults.  Small firm tests in Klinefelt’s syndrome usally less than 2 cm.  Samll soft tests sygegesting atrophy seen in cirrhosis, mytonic dystrophy, use of estrogens, and hypopituitarism, may also follow orhcitis.

IN Klinefelter’s the child is normal till puberty.  At puberty, gynecomastia develops, lack of male development, increased risk for breast cancer in male, increased risk for diabetes, and increased risk for lack of cognitive development.

Spermatocele
AA painless, movable cystic mass just above the testis suggests a spermatocele or an epidymal cyst.   Both transiluminate.  The former contains sperm and the altter does not, but ther yare clinically indistinguishable.  Often spermatoceles self-resolve
Torsion of the Spermatic Cord
Torsion, or twisting of the testicle on its spermatic cord produces an acutely painful, tender and swellen organ that is retracted upward in the scrotum.  The scroteum becomes red and edematous.  There isno associated urinary infection.  Torsion, most common in adilescents and is truly and emergency situation.

Varicoceles
Varicoledce refers tovarcose veins in of the speratmitc cord, susally found on the left   It feels like a SOFT BAG OF WORMS SEPARTATE FROM THE ETSTIS, AND SLWLY COLLAPSES WHEN THE SCROTUM IS ELEVATED I.  can lead to infertitliy
Tumro of Testis
Usually asppearas as a pianles nodeul.  Any nodules

Testicular Tumor
An irregular, nontender mass fiexed ot he testis  Doesn nto transummoumiate.  There may or may bot be ….MOST ARE MALIGNANT
CChancer of Primary Syphilis
Syphilitic chancre usually appearas as an oval or round dar red, PAINLESS erosion or ulcer with an inducatred base.   NOntender enlarged inguinal lymph nodes are tpically asooxiated.  Chanceres may be multiple and when secondarily infected may be painful.  They may hten be mistaken.
Chancorid Lesion
Hemiphils Decruye 

Condylomatea Acuminata
Venereal Wart:  Veneral wars are rapidly crwong excrescnes that are most and often malodroours.  They result from infection by human papillomavirus.  

Can even go into the urethral meatus working its way up the canal.

Blanitis (Candida, Bacteria)
Inflammation of the glans and prepuce….yeast infections and baterial infections are causes

IScabies

The mite crawls over skin and burrows leaving waste….The female burrowns under the skin and leaves waste and larvae…Cause extreme itching and is extremely contagious.  
Penile Lesions
Herpes simplex Type 2

Molluscum Contagiosum

HYpospadia

Carcinoma of the Penis

Ectopic Sebsaicous Cysts

Peyronie’s Disease

Herpes Simplex Type 2
A cluster of small vesicles, folloes by shallow, painful, non-indurated
Molluscum Contatiousum
Caused by a poxvirus,. Most often an STD.  Peraly gray domed shaped, with discrete amrgins.  Occur most often on the glans penis.  

Mothers can pass them onto their child during the pregnancy and birth process. Males and females can be bron with this, with females the lesions are not noticed because they are internal.

Hypospadias
Hypospadias is a congenital displacement of the urethral emastus to the inferior surface of the penis.  A groove extends from the actual urethral meatus to is normal location on the tip of the glans.  
Carcinoma of the Penis
Indurated (frim), nodule or ulcer tha is usally nontender.  Limited almost complete to men who are not circumside.
Lymphogranuloma VEnereum
An STI caused by Chlamydia.  Althout hthe lesin is noted on the genitalia.

Paraphimosis
Galns become ischemic

Peyronie’s Disease
Table 18-3
Herpes:  Appearance = Multiple, ulcers, vesicles…Pain = Painful…Lymphadenotpathy = Present

Condylomata Lata :  Appearance = Multiple, mosit, flat round…Pain = Painful…Lymphadenopathy = Present

Condylomata Acuminata:  Appearance 

Erectile Dysfunction
OPPQRST with associated symptoms or conditions

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

In older men: vascular insufficiency, dementia, neurologic disorders (central canal stenosis, Parkinson’s), endocrine disorders, organ system failure (when they don’t know what the cause is)

Infertility
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

Exam of Male Genitalia

Inspection

Pal;ation

Transilumination

*** Quesitons will be asked about lesions….Know the Lesions ***

Circumcision is also noted to reduce the risk of STD’s (HIV, Gonorrhea, and Syphilis) possibly up to 50%.  

Inspection of Genitalia
Inspect skin of genitalia and adjacent tissues note excorciations, lesions, or inalmmation

Penis:  if not circumsided will need foreskin retracted to inspect the glans

Note ulcers, nodules, inflammation, scars, (balanitis or balanoposthitis – associated with infection of glans and foreskin)

Scoral contour:  yelling, lumps, or veins

Asymmetry is normal…every part of our body has asymmetry

Angiokeratomas
Bening red pinpoint lesions on scrotums often found on older men
Palpation of Genitalia
Evaluate the penis noting tnedernes or induraiton (urethral scricutre)

Palpate the scrotum and contesnt

Each stests:  Note xize, shape tenders consistenecy (3.5-5.5 cm, round, smmoth and somewhat rubbery)

Above testis palate the Epididymis which is softer

Palpate spermatic cord to inguinal area

Transillumination of Scrotum
Shine a light through posterior aspect of scrotum noting +/- glow above the testis

Hydrocele & spermatocele (+)

Blood, tumor or hernia (-)

Keratoderma in Reiter’s Syndrome
Heel Pain, Foot Pain, Low Back Pain, Conjuctivitis and Urethritis…foot Pain, Eye Pain and Pain with urination….lesions may be very rare….People who get Reither’s Syndrome male to female is 20:1 and have + HLA B 27.  They can also develop bilateral sacral ilitis.  

Case Study
Syphilis – Priamry – Treatment is Antibiotics
Table 18-2
*** Know Risk Factors, Lesions, Why exams are performed and a matching section on lesions and presentations ***
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Female Reproductive System
Par of a Complete Physical

Exam in an Adult Female (May not be in our scope of practice)

Risk Factors

Symptoms

Risk Factors
Age

History of STD’s (HPV-cervical cancer and gonorrhea and Chlamydia – PID) 

Long Reproductive life stage (long time frame for hormone fluctuation)

Hormone Replacement Therapy

Personal or family history of cancer of the breast, colon, or other reproductive system organs

Diet (high fat diets, diets high in animal fats increase the risk for cancer)
Hormone therapy is linked with ovarian cancer, uterine cancer, and breast cancer.  It is important to know this.  

Risk Factrs Cervical Cancer
Pap smear history:  Lack of regular screening for cervical cancer

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

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

Cigarrette Smling:  Doubles the risk; tobacco by-prodcts have been found in cervical mucus of women who smoke

HiV Infction:  increased susceptibility to HPV infections

Diet:  Diets low in fruits and vegetables may increases risk for cervical cancer; overweight women are more likely to develop cancer

Race:  Invasisve cancccer rates are higher in blacks, Hispanics and Native Americans/American Indians

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

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

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

(HPV, sexual history, HIV, smoking, DES, oral contraceptives – know these in particular)

Risk Factors Endometrial Cancer
Early menarch:  before 12 years of age; increases the number of years during which the endometrium is exposed to estrogen

Late menopause:  after 50 eyars of age; increases the number of years during which the endometrium is epsored to estrogen.  Women with increased beleeding, during perimenopause have an increased risk (4x greater) of endometrial cancer

Total Length of Mensturation Span: May be a more imporaant factor than age at meanarche 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, having many pregnancies reduces endometrial cancer risk, and women who have not been pregnanct have a higher risk.
Obesity:  Having more gat tissue c
Tamoxifen

Estrogen Replacemtn Therapy

Ovarian Diseae

Diet

Diabetes

Age 

Family History

Personal History

Prior Pelvic Radiation Therapy

Risk Factors Ovarian Cancer
Age:  Increases with Age…after meonpusaeuse awith half in women older than 63

Reproductive history: Early menarch (before age 12), infertility , nullparity or first child after 30, menpuase after age 50.  Relationship between the number of mensuraal cycles in lifetime and her risk of ovarian cancer

Use of fertility drugs:  incease risk in some studies especially if pregnancy is not achieved

Family history:  One or more 1st degree relatves (mother, sister, daughter) with oveaian and/or breast cacner; strong famly history of colon cancers Ashkenazi Jewish descent and a fiaml history of breast and ovarian cancer

Peronsal History:  Breast, endometrial and/or colon cancer

Inherited Genetic Mutation: Known inherited mutation of the BRCAI or BRCA2 gene

Race:  more than 50%

Hormone Replacement Therapy

Diet

Talcum Powder

Ovarian Cancer Symtpoms

Pelvic or abdominal pain or discomfort

Vague but persisten GI upsets such as gas, nausea, and indigestion

Endometrisiosis is Associated with Prvalene of Coorbind Conditions in Migrain
Prevalen of EM is higher in women with migraine than with non-headaches
Female Reproductive System
Abnormal vaginal bleeding

Dysmenorrhea

Genital Masses or Lesions

Vaginal Discharge

Vaginal Itching

Lower Abddominal Pain or Mass
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Female Reproductive System
Dyspareunia

Abnormal Bleeding

Dysfunctional Uterine Bleeding (DUB) and many causes and presentations

Diff Dx:  Tumor, Hormonal Imbalance, trauma, inecetion, preganancy

Amenorrhea:  Non appearance or cessation f menstruation


Physiologic – Pregnancy or post menopausal


Primary vs. Secondary (means pathology)
There can be a whole spectrum from distress, bad nutrition, cancer, etc for abnormal bleeding.  

Polymenorrhead: very frequent

Oligomenorrhead: Infrequent menses

Menorrhagia: Excessive amount/duration

Metrorrhagia:  Intercyclic/irregular

Postmenopausal:  Bleeding after 6-8 months of amenorrhea.  Need to rule out uterine fibroids or tumors of cervix, uterus or ovaries.  (This is the most problesome category).

Endometrial carcinoma can also be a cause of abnormal bleeding (not in textbook)….Always get a history when there is abnormal bleeding.  

Typially, gather a complete history on bleeding and find out the causes considering age, and nutrients/diet (low body fat without nutrients).  

Female UG Abdominal Pain
Dysmenorrhead:  Intermittent, crampy pain accompanying menstrual flow

Pain is felt in thelower abdomen back and may radiate to thighs

Some women may expeirece nausea, vomiting and fainting

Primary:  Rule out disease as cause and is idiopathic
Secondary:  Pahtology is present
In Chiropractic literature, talk about primary dysmennorrhea is correlated to mid-lumbar fixations or lumbo-sacral problems where uterus goes into spasm due to nervous system excitation.  Auxiliary contacts,  notch contacts with pelvic rocks (Basic), SOT protocols (can help women with dysmenorrheal), AK (nutrition).  

Masses, Lesions, Swellings
????

Lichen Sclerosus

Vulva Carcinoma

Condylomata Acuminata

Bartholin’s Gland Abscess

Syphilitic Leiosn (rpiamry)

*** We are responsible for male (external and internal lesion) and female genitalia lesions (external lesions of female only) ***

Lichen Scelorsus
Destructive infalmamamtoy condition more common in women.  Pruritis is the most common syptom.  IT IS A PRE-MALIGNANT LESION!!!!
Vulva Carcinoma
Occurs in post-menopausal women as squamous cell and linked with lichen sclerosis
Condyloma Acuminatum
Veneral Wart:  Warty lesions on the labia and within the vestibule suggest condyloa acuminatum.  They result from infection with HPV.   They are recurrent and even with surfical excision recur.

Bartholin’s Gland Infection
Trauma, gonorrhead, chlamdyida are casuses.  The gland becomes swollen and tender.  There isa punctum or lumen for opening and can be pus or erythema around duct.
Herpes Lesions
Shallow, small, painful ulcers on red bases suggest a herpes infection.  Intitial infection may be extensive, as show.  Recurrent infections usually are confied to msall local patch.  RECURRENT, VESICLES OR CLUSTERS – THINK HERPES (GROUP VESICLES THAT MAY ULCERATE)
Chancre of Priary Syphilis
Most often occurs internally…Most times the lesion is painless..Sedoncary syphilis is more common in women, because they don’t recognize it.
Condyloma Latum (Secondary)

Slightly raised, roung or ova with gray discharge.
Chancroid of Gonorrhea
Lesion often develops internally and women is usually not diagnosed till PID occurs.  This is a reason why health department gets lab reports

Table 19-2
Genital Herpes:  Incubation:  3-5 days…umber of ulcers: Multiple…Appearance at Onset = Vesicle…Lateral Appearance = small grouped….Ulcer Pain: Present…Inguinal Adenopathy: Presnet, tender…

**** Any lesion present on mouth or genitalia should be biopsied. ****

Cystocele
Extermely common in post-menopausal women.  A bulge of the upper 2/3 of the anterior vaginal wall together with the bladder above it.  It results from weakneded supporting tissues.  

Cystourethrocele
When the entire anterior vaginal wall, together with the bladder and urethra, is involved in the bulge, a cystourethrocele is present.  A groove is sometimes defines the border between the urethrocele and cystolcels, but not always present.

Urethral Caruncle
Snall red, bening tumor visible as the tpostieor part of the ruethral meatus.  Chielfly in postmenouapusal woen and causes no symptoms.  Occasionally a carcinoma of urhtera is mistake for caruncle.  To check, palpate>>>>

Epidermoid CystI

Small firm, round cystic nodule in the labia suggests and epidermoid cysts.  Yellowish in color.  Look for dark punctum
Vaginal Discharge
Aka – Leukorrhea

History of onset & has it changes

Descrbe:  amount, color, consistency

Amount

Other symptoms

Known Condition

Medication usage

Table 19-1 – Characteristics of Comon Vaginal Discharges
Physioligc Discharge:  Color = Whie…Fish Odor = Abesnet….Conssitency = Nonhomogenous…Location = dependent…Discharge at introitius = rare…Vulva = Normal…Vaginal Muscoa = Normal…Cervix = Normal

Nonspecific Vaginnitis: Color = Gray….Fishy Odor = Present…Consistent = Homogenous….Location = Adhereent to walls…discharge at introitius = Rare…Vulva = Normal…Vaginal Muscoas = Normal…Cervix = Normal

Trichomonoas = Grayish-Yellow…Fishy Odor = Present…Consistency = Purulent, often with bubbles…Location = Often pooled in fornix…Dishcarge at introitis = common…Vulva = Edematous…Vaginal Mucosa = usually normal…Cervix = May show red spots

Candidia:  Color = White….Fishy odor = Absent…Consistency = Cottage Cheese-like…Location = Adherent to walls…Discharge at intoritius = Common….Vulva = Erythematous…VaGINAL musocas = Erythematous…Cervis = Patheches of discharge

GON OCOCCAL – PUS IN OS (*** ONLY INTERNAL LESION QUESTION ASKED – KEY TO OTHER EXAMS) – CAN LEAD TO PID (along with Chlamydia)
Vaginal Ithing
Location:  OPPQRST

Associated symptoms

Recent history of medication usage

Other disseaes:  diabetes mellitus


Monilial infections


Glycosuria


Vulvular leukoplakia

Leukoplakia is a painted on whitish appearance on external genitalia and it a PRECUROS TO SQUAMOUS CELL CARCINOMA!  SQUAMOUS CELL CARCINOMA IS THE MOST COMMON CARCINOMA OF FEMALE GENITALIA!

Abdominal pain can be assocated with many things

iFemale UG Abdominal Pan
LOPPPQRST (acute/chornic, pattern, progressive, intermittent)

Association with menses or mid-ccel

History of STD’s and other infections

Associated symptoms:  masses, fver, bowel/bladder changes, discharge, dysuria, dyspareunia, pregnant

Acute:  Most often infection unldess pregnancy (spontaneous abortion, ectopic tubal pregnancy or rupture, uterine performation)
Mittelschmerz:  Associated with ovulation

Chronic:  Endometriosis, PID, Laxity of Pelvic Floor musculature with protrusion

MITTELSCHMERZ:  ASSOCIATED WITH OVULATION…CAN OCCUR BECAUSE OF NARROWING OF TUBE. PID, ETC.  IT IS SHARP UNILATERAL PAIN IN THELOWER PELVIC AREA OFFSET OVER THE FALLOPIAN TUBE AND OVARIES (LATERAL TO MIDLINE ON THE SIDE OF PROBLEM).  MITTELSCHMERZ IS MORE COMMON DUE TO USE OF FERTILITY DRUGS.  Severe cramping in MID CYCLE.  

Endometriiosis
Erosive condition over years that can attach to many places (adhere to bladder, ant. wall colon, intestinal wall, along spine, abdominal wall, external and internal genitalia).  
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Female Reproductive System

Abnormal Vaginal Bleeding - -post menopauls female, not had menses for 6 months, not on HRT (a concern)  – Pregnancy bleeding within 21 weeks (indicative of abortion)…spotting with nausea and debilitating cramps (threatened abortion)….

Dysmenorrheal

Genital Masses or lesion

Vaginal Discharge (Discharge other than blood can mean the membrane ruptured and she can go into shock).

Vaginal itchin

Lower Abdominal pain or mass

During pregnancy, women have some form of backpain.  Dysmenorrhea is a common complaint or symptom. Make sure dysmenoorhead is primary including abnormal nerve input due to subluxation  Also, hormones play a way.  Often premenstrual syndrome (within a week before susuualy) women can have nausea, bloating, constipuation, headaches, cramping linked with dysmenorrheal.  Women can crave caffeine, chocolate, cheese.  These can be triggers for migraines, constipuation and other sysmtpoms

Lower Abdominal Mass
Female Reproductive System


Ectopic Pregnancy, Ovarian Cyst, Fibroids, CA of/or Endometrisiosis, Salpingitis, PID

Urinary Tract


Bladder Tumors, Bladder Diverticulum

Lower GI


Regional Enteritis, Intestinal Diverticuli (blockage or obstruction of the intestines)
Leiomyomas – Fibroids
The vast majority are beningn.  Some can be cancerous and need monitoring by the OB/GYN.   When a women goes through menopause, they can shrink.  

Ovarian Cyst or Tumor
Tumors can become quite enlarged and look like pregnancy (symmetrical mass).  The tumor can grow to look like a basketball.

Dyspareunia
Pain during or after interoucourse

Trauma

Pathophysiologica:  infection, tumors, PID, endometriosis, Lesions, laxity, DES

Psychogenic:  fear or history of injury or past abuse

Hair Distributin Changes
Increase (HIrsutism):  Adrenal tumors or hyperplasia, ovarian tumors, polycytc ovary disease, medications (androgenic hormony therapy, cyclosporine, glucocorticiouds, monixidil – HTN)….Females are given androgenetic meds to slow down tumor growth.

Decrease (Alopecia): Aging, cancer, malnutrition, thyroid disease, meds, vascular insufficiency, crash diets
Alopecia presents with hair loss on hair and also peripheral vascular diseae can manifest alopecia on the extremities.

Box 18-4 – Red Flags for Sexual Abuse
All of the above (E) – MARK E ON THE EXAM…
Medical complaitns and findings:  1). Evidence of general physical abuse or neglect 2). Evidence of trauma and or scarring in genital or anal area 3). Ususual changes in skin color or pigmentation in genital or anal area 4). Presence of STD (oral, anal, genital), 5). Anorectal problems such as itching, bleeding, ,pain, fecal incontinuence, poor anal sphincter tone, owel habit dysfunction 6). GU problems such as rash or sores in a genital area, vaginal odor, pain, (including abdominal pain), itching bleeding, discharge, dysuria, hematuria, urinary tract infections, enuresis.  7). Examples of nonspecific behavrioral manifestations:  problems with school, dramatic weight changes or earting disturbances, depression, sleep rpoblems or nightmares, sudden change in personality or behavior, aggression or destructivenss, sudden avoideance of certain people or places…Examples of sexual behavior that are concerning: use of sexually provocative mannerisms, excessive masturbation or sexual behavior that cannot be redirected, age-inapporpriate sexual knowledge or experience, repeated object nsterior into vagina and/or anus, child asking to be touched/kissed in genital area, sex play between children with 4 years or more age difference, sex play that involves the use of force, threats, or bribes
One of two of the problems above, and the doctor often thinks no problem especially if the context is correct.  More than a couple of problems above, start thinking abuse.

SUDDEN AVOIDANCE OF PEOPLE OR PLACES IS OFTEN THE MOST INDICATIVE SIGN OF ABUSE!

Infertility

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

Pelvic Exam Sequence
Thorough OB/GYN history

External Exam

Internal Pelvic Exam

Bimanual Exam

REctovaginal Exam

VIDEO ON PELVIC EXAM
Bartholin’s Glands lateral and posterior to vaginal openina nd usually cannot be identified

Equipment:  Smears, Cultures, Test, Lubricant, Cotton Swabs, Tissues, Specula

Prior to the exam:  pt empties bladder

Examination:  Assisted by 3rd party during exams…Patient wears gown…Wear gloves…Elevate head and upper torso…Place one heel and then other heel into rest…Hips flexed and abducted with arms folded across chest…Patient moves to end of table…Drape between patients knees…Explain each step…Check for anxiety and discomfort…Inspect the external genitatlia…Note pubic hair and breast development (in children)….Check for excoriation…Check for bruising and varicosisties….Separate Labia if necessary…Note inflammation, discharge, ulceration, welling, nodules…Note tenderness….HIsotyr of swelling of Bartholin’s glnad and palpate for swelling or tenderness….Repeat on both sides….

Internal Exam:  

Assess the vaginal wall…Separate the labia and bear down….Note abdnomal bulges of the vaginal wall for cystolcele or vagonicele…INspetc anus for excoritations, rashes…Palpate for tenderness…Bea down and look for lesions or hemorrhoids…Reglove…etermne posotin of crevicx with  lubrication and inestion of hand into vagina…Locate the surfaces….Direct the speculum of papporiatia size and water as lubrication…Elnarge the vaginal opening by pressing down gently allowing the area to relax…Hold the speculum at an pblique opening being careful not to pich or pull…Put the speculum in rotate and carefully openi it…Fully view the cervix (in not wirthdrq speculum so you can ssee it)…Inspect the cervix and os…Note color, position and for abnormalities (bleeding, cysts, nodules, masses)…Note shape of os….Normal cervical discharge varies from clear to whie and thin to thick and is usually odorless…Obtain cultures….Use a cervical broom, rotating broom 360 clockwise, stroking the broom to a slide…The broom allows a single combination from the cervix…Smear both specimens on a glass slide..For prenant women uses a mostied cotton tipped applicator (Q-tip)….To insepct the vagina muscoasl, glishgty withdraw the speciulum, noting color, and for abnomalities…In a patient with hytsterectoly, the vagina can end in a sac….Lubrcate 2 fingers and insert posterior force into the vagina…Palpate the wall all around and note nodules and tenders…Palpate the cervis and noted tnedernes,, size, shape, conisteency…The cervix should be non-tneder and mobile…Note size shape , soinstity, mobility tenderness, and masses in the utures (utueurs is usually firm and mobile).  To feel for the ovary press abdmonial hand in and down toward sthe vaginal hand….Note size, shaped, consittncy, mobility and tenderness…Repated the exam on L side..Ovaries are often tender and may not be palpated in obese women…Reglove…Recto-vaginal exam (1 finger in each….patinet bears down) re-examine the uturus, palpate hebind the uturus…Keep the rectal finger in and observe anus and rectum…Eamine the anus and rectum noting sphincter tone for nodules…Rotate hand clockwise and then rotate counterclockwise…Bear down to bring a lesion into reach…The cervix may be felt though ant. rectal wall…Test any feces for occult blood…Clean the area and have te patient sit up.  
Examples of description:  No inguinal adenopathy…External genitatlia without erythema or elsions.  Vaginal mcucosa pink….Guiac negative…

Summary:  Examination of external gentialia, examination of internal genitalia, examination of anus and rectum

There will not questions on pelvic exam…THE ONLY INTERNAL FINDING ON THE EXAM WILL BE GONORRHEA WITH YELLOW/GREEN DISCHARGE AT THE CERVICAL OS!

****60 Question Exam---First 30 are the Unit 4 Exam (Urogenital System – Male system (including prostate)—Female (not includeing pelvis exam)
*** Know symptoms and risk factors indicating need for an exam ***
*** Prostate, male genitalia, female genitalia, UG symptoms, Pelvic Exam– risk factors, and symptoms ***

*** Dysuria, incontinence, abnormal discharge with males and females ***

*** Matching section on lesions for males and females ***

*** Final 30 questions…4 sections….4 sections: respiratiory & breast (guaranteed questions on breast and respiratory)..More respiratory questions (pt. will present with symptoms and risk factos

***REVIEW SYMTOMS & RISK FACTORSFOR EACH EXAM – COUGH, SOB, CHEST PAIN, PERIPHERAL EDEMA ***

*** KNOW TABLE 13-9 FOR FINAL…TABLE IS CALLED DIFFERENTIATION OF COMMON PULMONARY CONDITIONS *** -- There will be several questions from this table.  
*** Breast Exam:  symptoms, risk factors, masses…TABLE 16-2 – DIFFERENTIATION OF BREAST MASSES & PALPABLE MASSES TABLE …THIS IS A GREAT GENERATOR OF QUESTIONS ***

*** RESPIRATORY WILL BE EMPHASIZED IN THE EXAM ***
**** Cardiac exam: Know symptoms and risk factors….pt presents with chest pian, dyspnea, dependent edema, cyanosis...know what they apply to ***

*** Review THE HEART SOUNDS SHEET AND NOW NORMAL VS. ABNORMAL *** -- NOT AS MUCH EMPHASIS ON CARDIAC AS RESPIRATORY!

*** Periphearl vascular exam is part of exery regional…THERE WILL BE PVS QUESTIONS!!! ***

*** Know arterial, venous and lymphatic disorders for the PVS ***

*** Section 3 Exam;  GI Exam…Know symptoms of the GI exam, (abdominal pain, indigestion, nausea/vomtting, change in the bowel, dysphageia, GI Bleeding)…HIGLY RECOMMEND TO LOOK AT TABLE ON ABDOMINAL PAIN (PEPCTIC ULCERS, CANCERS, PANCREATITIS (CHRONINC AND ACUTE), APPENDICITIES, OBSTURCTION, HEPATITIS, OBSTRUCTION ***
*** KNOW CHANGES IN BOWEL HABITS, GI BLEEDING, JAUNDICE, MASSES ***

*** ABDOMINAL PAIN QUESTIONS WILL BE HUGE!!! ***

*** Anorectal (1-2 questions) on lesion…NOT AS MUCH EMPHASIS ON ANORECTAL LESIONS AS THERE ARE ON ABDOMINAL PAIN ***

*** HERNIA – THERE WILL BE 1-2 QUESTIONS ON HERNIA – Direct, Indirect, Femoral – Know the differences between ***
*** Section 4 Exam: Preparing for 4th exam will prepare you for this on the final…Not as much emphasis on the final part of the exam..Study lesions, Risk Factors, symptoms for both exam 4 and final ***

*** EMPHASIS IS RESPIRATORY, ABDOMINAL EXAM/PAIN, & PVS EXAM ***

*** Exam is Tuesday in the Purser Center ***
