ANSWERS  Board Review Week of November 9, 2009 – GENITAL SYSTEM DISORDERS

1.  Question 8 (2009)
A 15-year-old girl comes to the urgent care clinic complaining of lower abdominal pain for 48 hours. She is nauseated but has had no fever, vomiting, or diarrhea. She is afebrile and denies abdominal trauma. She localizes the pain to the left lower quadrant and describes it as intermittent, stabbing pain episodes separated by intervals of more continuous dull pain. She has never been sexually active. Her last menstrual period was 1 week ago. She has had no vaginal discharge or itching. On physical examination, she has left lower quadrant guarding and rebound tenderness. Her pelvic examination shows no vaginal discharge or uterine tenderness, although there is an exquisitely tender mass in the left adnexal area. 

Of the following, the MOST likely diagnosis is

a) appendicitis

b) endometritis
c) ovarian torsion
d) sacroiliitis
e) splenic rupture
ANSWER:  C

Torsion of any adnexal structure, including the ovary, can result in an acute pelvic mass (Item C8). The most common causes of adnexal torsion in young women are cysts and neoplasms, with about 6% of torsions in one series occurring in the setting of normal-appearing ovaries. Histopathology was benign in more than 90% of cases in this series. Torsion occurs when masses cause the ovary to swing on its vascular pedicle, and larger masses generally are associated with a greater potential for torsion until the size of the mass impedes movement. The onset of pain associated with torsion can be abrupt, sharp, and very severe. However, with intermittent or partial torsion, intense periods of intermittent pain may be separated by generalized aching during detorsion, as described for the teenager in the vignette. Pain can occur for several days or weeks prior to a complete torsion. Nausea or vomiting can accompany severe pain. If adnexal torsion is diagnosed, prompt intervention (untwisting the adnexa usually via laparoscopy) is indicated to preserve ovarian function.

Appendicitis is in the differential diagnosis for lower abdominal pain, but is less likely when pain occurs in the left lower quadrant. Splenic rupture is a surgical emergency, like ovarian torsion, but the finding of an adnexal mass on examination is unlikely. Endometritis is not very likely in a young woman who is not sexually active and more commonly presents with midline uterine pain. An orthopedic cause for this patient's pain (eg, sacroiliitis) is unlikely, but it remains in the differential diagnosis of pelvic pain. Sacroiliitis usually presents with low back or hip pain.
2.  Question 57 (2007)
A 16-year-old girl presents with the complaint of right upper quadrant pain, right shoulder pain, and nausea. She is afebrile. She has been taking combined oral contraceptive pills for 6 months. Results of ultrasonography of the gallbladder performed after an emergency department visit 2 days ago are normal.

Of the following, the most appropriate NEXT step in the evaluation of this patient's pain is

a) computed tomography scan of the liver

b) hepatobiliary scintography

c) hydrogen breath test

d) pelvic examination

e) ultrasonography of the abdomen

ANSWER:  D

Fitz-Hugh-Curtis syndrome, a perihepatitis, is a complication of pelvic inflammatory disease (PID) associated with chlamydial or, less commonly, gonococcal infections. The perihepatitis involves the liver capsule and surrounding peritoneum and presents as right upper quadrant pain, as described for the girl in the vignette. The diagnosis of Fitz-Hugh-Curtis syndrome initially may be overlooked because of the absence of associated lower abdominal symptoms. Right upper quadrant pain coupled with a high index of suspicion, evidence of PID, and lack of evidence for hepatitis, gallbladder disease, or pancreatitis form the basis for diagnosing Fitz-Hugh-Curtis syndrome. For the patient in the vignette, the most appropriate next step in evaluation of the pain is a pelvic examination for signs of salpingitis or PID (eg, cervical motion tenderness, adnexal tenderness, vaginal discharge). 

Although rarely necessary, in challenging cases, laparoscopic visualization of the liver can provide a definitive diagnosis of Fitz-Hugh-Curtis syndrome. Grayish granular exudates on the anterior surfaces of the liver and adjacent peritoneum are characteristic of an acute inflammatory process, and "violin stringlike" adhesions are characteristic of a chronic response associated with Fitz-Hugh-Curtis syndrome. Treatment is with the same regimens recommended for PID, and a significant improvement of the right upper quadrant pain is expected within 24 to 48 hours. 

A hydrogen breath test is particularly useful for the evaluation of lactose intolerance in adolescents who have recurrent abdominal pain. Computed tomography scan of the liver is useful for detecting discrete lesions such as tumors, abscesses, and cysts, which are not likely causes of the adolescent's pain. Hepatobiliary scintography (study of radionuclide uptake in the liver and excretion in the bile) is particularly helpful for differentiating intrahepatic cholestasis from extrahepatic obstruction in infants. After a pelvic examination has established the absence of signs or symptoms of PID, ultrasonography of the abdomen often is indicated to investigate other causes of right upper quadrant pain (subphrenic abscess, renal stones, and appendicitis).

3.  Question 73 (2007)
A 5-year-old girl presents with a foul-smelling vaginal discharge of 2 weeks' duration. She has a previous history of one urinary tract infection at age 3 years.

Of the following, the MOST appropriate next step is

a) culture of the discharge for respiratory pathogens

b) genital examination using the knee-chest position

c) perianal adhesive tape test

d) sitz baths and application of an estrogen cream

e) urine for culture and sensitivity

ANSWER:  B

A vaginal discharge in a prepubertal girl frequently is accompanied by vulvitis. The evaluation of vaginal discharge or vulvovaginitis in a prepubertal girl is guided by clues from the history and findings on physical examination. The clinician must inquire about a history of sexual molestation or activity, including instrumentation, in all girls who have a vaginal discharge with or without genital pain, regardless of their age or pubertal status. Although less commonly encountered, clinicians evaluating males must remember that instrumentation of the penis may cause genital pain or urethral discharge. 

Documentation of a recent history of oral broad-spectrum antibiotic use is important because it increases the risk of candidal vulvovaginitis. The character of the discharge may suggest a specific cause: a green discharge with Neisseria gonorrhoeae and group A beta-streptococcal infection; a malodorous discharge with a retained foreign body; and a bloody discharge with trauma, foreign body, and Shigella or group A beta-hemolytic streptococcal infections. Other important historical information includes recent infections, hygiene habits, masturbation, use of skin products, previous occurrences of vulvovaginitis, and prior treatments. 

Often no specific cause of vulvovaginitis is found for prepubertal girls, and the condition is attributed to poor hygiene. Causes of a specific vulvovaginitis in prepubertal girls include infections (respiratory and enteric pathogens, Candida, sexually transmitted diseases, and pinworms), foreign body, vulvar skin diseases (eg, lichen sclerosus, seborrhea, psoriasis, atopic dermatitis, contact dermatitis), and trauma (eg, excessive cleaning or masturbation). Less common causes include systemic illnesses such as varicella and genitourinary malformations such as an ectopic ureter that may cause perineal wetness. 

The physical examination of prepubertal girls who have vulvovaginitis should include an inspection of the external genitalia, including the perineum and anus. A speculum examination usually is not necessary; samples of vaginal fluid can be obtained with a saline-moistened swab through the hymenal opening, avoiding contact with the sensitive hymenal edges, or a vaginal wash for a wet preparation, potassium hydroxide preparation, and cultures. The knee-chest position in a cooperative child often allows adequate visualization of the vaginal canal for the discovery of retained foreign bodies. 

If a foreign body is found, removal followed by sitz baths to clear residual symptoms is adequate treatment. Culture of the discharge for respiratory pathogens is not necessary. A perianal adhesive tape test is performed if a pinworm infestation is suspected as cause of vulvovaginitis associated with pruritus or excoriations. Sitz baths and application of an estrogen cream may be prescribed for persistent nonspecific vulvovaginitis, but would not be appropriate for a patient who has a foul-smelling discharge that is suggestive of a foreign body without inspection of the vaginal canal. Vulvovaginitis that is not associated with other signs or symptoms to implicate the urinary system is an unlikely presentation of a urinary tract infection, so obtaining a urine specimen for culture and sensitivity is not appropriate.

4.  Question 228 (2007)
You are seeing a 6-month-old boy for a health supervision visit. On physical examination, you note bilateral, nontender scrotal swelling (Item Q228A). The scrotum transilluminates (Item Q228B). The remainder of the physical examination findings are normal. 
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Of the following, the MOST likely diagnosis is

a) hydrocele

b) inguinal hernia

c) orchitis

d) testicular germ cell tumor

e) varicocele

ANSWER:  A

Scrotal swelling is a common complaint in the pediatric population. Many of the causes are a result of abnormal testicular descent. When the testes descend into the scrotum from the abdomen, they bring with them a portion of the peritoneum, known as the processus vaginalis, which normally obliterates (Item C228A). The tunica vaginalis subsequently forms around the testes in the scrotum. Failure of the processus vaginalis to obliterate proximally results in fluid accumulation around the testes, which forms a hydrocele. Physical findings include painless, bilateral swelling of the scrotum and transillumination, as seen in the infant described in the vignette. Most hydroceles resolve within 1 year; persistence beyond 1 year of age warrants surgical evaluation. 

Failure of distal obliteration of the processus vaginalis causes an inguinal hernia, in which abdominal contents descend into the inguinal canal. This is characterized by an intermittent bulge (Item C228B) in the inguinal canal, which is made worse with straining or crying. A varicocele is caused by dilatation of the pampiniform venous plexus and rarely is seen in infancy. A characteristic "bag of worms" appearance (Item C228C) is noted when the patient stands upright. Orchitis usually is associated with a viral infection in postpubescent boys. Features include tender swelling of the testis, with erythema of the overlying scrotum (Item C228D). Testicular germ cell tumors may be seen in infancy, but the typical physical finding is a painless scrotal mass.

5.  Question 244 (2007)
A 2-year-old girl is brought to your clinic because her mother noticed blood in her underwear that morning. She has otherwise been doing well, and she recently has been toilet trained. Findings on the physical examination, including the hymen and external genitalia, are normal. There is a small amount of purulent, bloody discharge at the vaginal introitus. 

Of the following, the MOST likely cause of her bleeding is

a) penetrating trauma

b) precocious puberty

c) sarcoma botryoides

d) urethral prolapse

e) vaginal foreign body
ANSWER:  E

The differential diagnosis of vaginal bleeding in preadolescent girls varies with age. The presence of maternal estrogens can cause scant, often bloody, vaginal discharge in neonates in the first few weeks after birth. In toddlers and older children, a foreign body in the vagina (frequently toilet paper) is a common cause of vaginal bleeding. Foul-smell, bloody discharge is evident on physical examination, and the foreign body may not be seen initially. Vulvovaginitis, which may be nonspecific or associated with group A streptococcal infection, also may result in vaginal bleeding. Other less common causes that may not be evident on physical examination include endodermal carcinoma, clear cell adenocarcinoma, and capillary venous malformation. 

Evidence of penetrating trauma may not always be present in the case of sexual abuse, so a thorough history should be obtained and a high index of suspicion should be maintained despite normal examination findings. Precocious puberty can cause vaginal bleeding, but other signs such as thelarche would be expected. Urethral prolapse is often confused with vaginal bleeding. Physical examination findings include a doughnut-shaped mass (Item C244A) at the vaginal introitus and blood in the underwear. Sarcoma botryoides is a polypoid form of rhabdomyosarcoma that may be apparent on physical examination as a grapelike mass at the introitus.

6.  Question 149 (2007)
A 2-year-old boy who has been followed by your practice since birth presents for a health supervision visit. On careful physical examination, you have difficulty locating the right testis. In reviewing your records, you note that this is a new finding. 

Of the following, the MOST likely diagnosis is

a) agenesis of the testis

b) indirect inguinal hernia

c) pseudohermaphroditism

d) retractile testis

e) undescended testis

ANSWER:  D

Because the boy described in the vignette has had normal findings on previous testicular examinations, it is likely that the cremasteric reflex is causing retractile testis, preventing examination of the testis on this visit. A warm examination room, warm compresses to the inguinal area, or having the boy sit in the "tailor's position" (sitting with knees flexed and ankles crossed on the examination table) or squatting may facilitate descent of the normal testis back into the scrotal sac. Retractile testis is not common in early infancy or after puberty. Agenesis of the testis is unlikely because the testes were palpable on previous examinations. Indirect inguinal hernia would be associated with an inguinal mass, but the testis would still be palpable on examination. 

True undescended testis is the single most common genitourinary problem in boys. Bilateral undescended testes may be associated with chromosomal or endocrine disorders, including pseudohermaphroditism as well as other syndromes and should be evaluated with careful attention to the presence of other malformations or metabolic disturbances. A normal-appearing penis implies intact testicular tissue, but chromosomal and endocrine studies should be performed. An endocrine consultation may be appropriate in an infant who has bilateral undescended testes, but it is not necessary for a child who has a unilateral undescended testis. 

Failure of the testis to descend along the appropriate track from the abdomen through the inguinal ring and into the scrotal sac may be associated with infertility and up to a 40% increase in the risk for testicular cancer, which would be undetected in the abdominal location. Structural changes in the undescended testis have been documented as early as 2 years of age and diminished sperm production as young as 6 years. 

Although administration of beta human chorionic gonadotropin has been used infrequently to effect testicular descent, it is not believed to be very effective. Adverse effects include premature closure of the epiphyses and premature onset of secondary sex characteristics (reversible). Laparoscopic orchiopexy of the presumably present unilateral undescended testis is the current treatment of choice and usually is performed at 1 year of age.

7.  Question 133 (2007)
A 2-week-old boy whose birthweight was 5 kg and whom you saw in the nursery presents for evaluation. He is exclusively breastfed. The father is concerned that the child's penis is too small. The testes are descended bilaterally. The stretched penile length is 3.8 cm. 

Of the following, the MOST appropriate step in the evaluation of the child is to

a) obtain thyroid studies

b) reassure the father that the penile length is normal

c) obtain a genetics consultation

d) obtain a karyotype

e) obtain a pediatric urology consultation

ANSWER:  B

Assessment of penile length in a child who has a prominent pubic fat pad requires gentle stretching of the penis to its full length and measuring from the symphysis pubis. For an infant born at term, the mean penile length during the first postnatal 5 months is 3.9 cm. Accordingly, the father in the vignette can be reassured that his son's penile length is normal; no tests or consultations are necessary. 

If the penile length is less than 2.5 cm (less than 2 standard deviations from the mean), endocrine evaluation for hypothalamic hypopituitarism, androgen insensitivity, or chromosomal disorder is appropriate. 

For older boys who are overweight, the penis may "disappear" into the pubic fat pad and must be measured in the manner described previously. Tables for penile length should be consulted for age-appropriate norms.

8.  Question 238 (2007)
You are seeing a 3-year-old boy for follow-up 2 days after cystoscopy to remove a piece of a toy that he inserted into his urethra. His mother states that he has been doing well at home other than occasionally complaining of pain when he urinates. Physical examination reveals only mild redness at the urethral meatus. Urinalysis is positive for leukocyte esterase, and microscopic examination of the urine shows 10 to 20 white blood cells. Gram stain of the urine is negative except for a few white blood cells. Urine culture is negative at 24 hours. 

Of the following, the MOST likely cause of this patient's pyuria is

a) cystitis

b) Kawasaki disease

c) Pyelonephritis

d) urethral instrumentation

e) urethral stone

ANSWER:  D

Urethritis is the response of the urethra to inflammation of any cause, both infectious and noninfectious. The most common clinical presentation is dysuria, urinary frequency, and urethral discharge or itching. Gram stain of the urethral secretions or of a first voided urine specimen may show polymorphonuclear leukocytes. Urethral instrumentation or surgery and the presence of a foreign body are two common causes of non-sexually transmitted urethritis. In these cases, the signs and symptoms are usually due to irritation and mild inflammation and generally resolve spontaneously once the offending agent is removed. Treatment is symptomatic. Secondary infection should be ruled out with urinalysis and urine culture. If an infection is present, antibiotic therapy should be directed toward the organism that is isolated. 

The absence of fever, systemic symptoms, and red cells on urinalysis as well as the negative urine culture in the patient described in the vignette make cystitis, pyelonephritis, and urethral stone unlikely. Although sterile pyuria may occur in Kawasaki disease, the child's symptoms are not consistent with this diagnosis.

9.  Question 17 (2007)
A sexually active adolescent male presents with the primary complaint of pubic and perianal pruritus. Careful examination reveals pubic or "crab" lice infestation (Item Q17A). 
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Of the following, the MOST characteristic feature of this infestation is that the lice

a) are difficult to detect because of their rapid movement

b) lay viable eggs that may hatch up to 7 days after being attached to a hair shaft

c) may survive for 36 hours without a blood meal

d) only infest pubic and perianal regions

e) rarely infest African-American patients

ANSWER:  C

Pediculosis, the infestation of humans by lice, has been documented for millennia. Three species of lice infest humans: Pediculus humanus humanus, the body louse; Pediculus humanus capitis, the head louse; and Pthirus pubis, the crab louse. The hallmark of louse infestation is pruritus at the site of bites. Lice are more active at night, frequently disrupting sleep of the host, which is the derivation of the term "feeling lousy." 

Adult crab lice can survive without a blood meal for 36 hours. Unlike head lice, which may travel up to 23 cm/min, pubic lice are sluggish, traveling a maximum of 10 cm/d. Viable eggs on pubic hairs may hatch up to 10 days later. Crab louse infestation is localized most frequently to the pubic and perianal regions but may spread to the mustache, beard, axillae, eyelashes, or scalp hair. Infestation usually is acquired through sexual contact, and the finding of pubic lice in children (often limited to the eyelashes) should raise concern for possible sexual abuse. Maculae caeruleae (Item C17A), blue-gray macules observed on the abdomen and thighs at sites where lice have fed, is a useful, although less common finding. Crab lice affect all races and ethnic groups. This is in contrast to head lice, which rarely infest African-Americans, perhaps because the oval cross-sectional shape of their scalp hair does not permit lice to grasp the hair effectively. 

The preferred treatments for pubic lice infestation are permethrin 1% or pyrethrin with piperonyl butoxide. Other options include permethrin 5% or malathion (although the latter agent is expensive, potentially flammable, and may be irritating when applied to the groin). Lindane is effective, but concerns about toxicity if used improperly or ingested inadvertently limit its use. It is considered a second-line therapy, is contraindicated for use in neonates and pregnant women, and should be used with caution in those weighing less than 110 pounds. If the eyelashes are affected, petrolatum may be applied to them three to five times daily for 10 days.

10.  Question 80 (2008)
A 14-year-old boy presents to the office with a 4-hour history of severe scrotal pain after running in a track meet. He is pale, nauseous, and in obvious pain. He denies trauma, dysuria, history of fever, or penile discharge. He is sexually active. On physical examination, his penis appears normal and without meatal discharge, but the scrotum is swollen bilaterally, and there is significant tenderness to palpation of both testicles. The testicles appear high in the scrotum, and the cremasteric reflexes are absent bilaterally.

Of the following, the next MOST appropriate step in the evaluation of this patient is

a) abdominal computed tomography scan

b) emergent surgical evaluation

c) polymerase chain reaction test for Chlamydia
d) radionuclide scan of the testicle

e) urinalysis

ANSWER:  B

Testicular torsion is a true urologic emergency; delay in restoration of testicular blood flow for more than 6 hours is associated with a high rate (>80%) of testicular loss. Therefore, it is critical to diagnose testicular torsion rapidly and refer the patient promptly to a urologist for surgical treatment.

Testicular torsion should be suspected in any male who presents with a swollen, painful scrotum. Peak ages for torsion are in the neonatal period and during adolescence. Patients typically present with sudden, acute onset of scrotal pain, often associated with nausea and vomiting, following vigorous activity or minor testicular trauma, as reported for the boy in the vignette. On physical examination, the scrotum is swollen and often erythematous (Item C80A), and the testicle is exquisitely tender to palpation. If the patient permits an adequate testicular exam, the testicle can be found high in the scrotum and may be positioned transversely. The cremasteric reflex rarely is present on the affected side. Although testicular torsion is usually unilateral, because the underlying anatomic abnormality that predisposes to testicular torsion (the "bell-clapper" deformity (Item C80B) in which the testicle lacks the normal attachment to the tunica vaginalis) is usually bilateral, testicular torsion may rarely present bilaterally.

The differential diagnosis of the acutely painful and/or swollen scrotum includes epididymitis, torsion of the testicular appendix, inguinal hernia, testicular trauma, and orchitis. If the clinical diagnosis of testicular torsion is in question, color Doppler ultrasonography, which can assess testicular blood flow as well as anatomy, can be a useful adjunct for delineating the cause of the symptoms, if it can be obtained without delay. Other imaging studies, including abdominal computed tomography scan or radionuclide testicular scan, cannot provide timely and adequate information to exclude testicular torsion as the diagnosis. Urinalysis or urethral swab for Chlamydia testing can be useful adjuncts to the evaluation if epididymitis is suspected, but they are not be helpful in excluding the diagnosis of testicular torsion.

11.  Question 191 (2008)
During the examination of a 2-year-old child, you observe an abnormality of the labia minora (Item Q191A). The patient's mother reports that the girl has had several episodes of perineal discomfort and pruritus during the past 6 months. The child's past medical history is unremarkable, and she is otherwise well.
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Of the following, the MOST appropriate management is

a) application of a potent corticosteroid cream

b) application of an estrogen cream

c) genital examination under anesthesia

d) manual lysis of adhesions

e) surgical lysis of adhesions

ANSWER:  B

The infant described in the vignette has posterior labial adhesions (Item C191A). Labial adhesions are common in children younger than 6 years of age and are believed to result from inflammation due to local irritation and the physiologic hypoestrogenic state. Although often asymptomatic, labial adhesions may result in pooling of urine in the vagina and recurrent vulvovaginitis, factors that may cause dysuria, perineal discomfort, and possibly, recurrent urinary tract infections. In many patients, labial adhesions resolve spontaneously within 1 to 2 years; in nearly all, they disappear by puberty, when estrogen levels rise.

In an asymptomatic patient, the necessity for treatment is controversial. However, for those who have symptoms, such as the child described in the vignette, the application of estrogen cream is recommended. It should be applied sparingly and only to the area of labial fusion once or twice daily. Adhesions that are thin or filmy often respond within 7 to 10 days; those that are thicker may require longer treatment (6 to 8 weeks). Topical estrogen treatment is successful in 50% to 88% of patients. Although considered safe, prolonged or excessive application may result in vulvar hyperpigmentation, breast hypertrophy, or vaginal bleeding. Once separation has occurred, zinc oxide paste or petrolatum should be applied once or twice daily for 1 to 2 months in an attempt to prevent recurrent adhesions.

Topical corticosteroid creams are useful in the management of lichen sclerosus et atrophicus that may result in labial fusion, but are not indicated for management of typical adhesions. Examination under anesthesia is unnecessary to diagnose labial adhesions, but may be warranted in the evaluation of a child who has persistent unexplained vaginal discharge that may be the result of a foreign body. For the minority of patients who fail to respond to topical estrogen therapy and who have thick, fibrous adhesions, surgical lysis under anesthesia may be considered. Manual lysis performed in the office can be effective and obviates the need for general anesthesia, but despite the use of topical anesthetics, the procedure may be associated with moderate-to-severe discomfort.

12.  Question 17 (2008)
You are evaluating a 4-year-old girl who has a 2-day history of perineal pruritus and dysuria. There is no history of trauma or sexual abuse. Physical examination reveals Sexual Maturity Rating 1 genitalia, with erythema of the labia majora, labia minora, and vaginal introitus. The hymenal tissue appears normal, and there is no vaginal discharge.

Of the following, the MOST appropriate management is

a) administration of fluconazole orally

b) administration of mebendazole orally

c) examination under anesthesia for vaginal foreign body

d) report to child protective services for sexual abuse

e) sitz baths followed by the application of an emollient

ANSWER:  E

The perineal pruritus, dysuria, and vulvar erythema described for the girl in the vignette are consistent with a diagnosis of vulvitis. Vulvitis may occur alone or in combination with vaginitis (ie, vulvovaginitis); the latter condition is characterized by vaginal discharge and malodor. Vulvovaginitis may be nonspecific (possibly due to fecal aerobes or abnormal numbers of anaerobes) or due to an identified cause (eg, Candida, pinworms, foreign body). In children, factors that predispose to the development of vulvovaginitis include: 

· Absence of labial fat pads and pubic hair (that act as physical barriers) 

· Proximity of the anus to the vagina and poor toileting hygiene (that increase the likelihood of bacterial contamination of the vulva and vagina) 

· Thin vulvar skin that is prone to inflammation caused by chemicals (eg, fragrances in soaps or bubble baths), the effects of occlusive clothing (eg, leotards or tights), or trauma resulting from scratching 

· Conditions favorable to bacterial growth in the vagina (eg, neutral pH, atrophic vaginal mucosa due to a physiologically low estrogen concentration) 

In adolescents, some of these factors may continue to play a role. However, the use of douches or tampons also may contribute, and specific infections assume a greater etiologic importance.

The treatment of nonspecific vulvitis or vulvovaginitis includes sitz baths followed by the application of a bland emollient. Proper toileting hygiene (wiping front-to-back), careful hand washing, avoidance of tight-fitting underwear or clothing, wearing of cotton underwear (rather than synthetic fabrics), and avoidance of chemical irritants also may be important.

For patients who have vulvovaginitis due to Candida sp, fluconazole may be prescribed. However, vaginal infection due to Candida sp is uncommon in prepubertal girls unless they recently have completed a course of antibiotics, have diabetes mellitus, are immunocompromised, or are in diapers. In addition, infection is characterized by a thick, adherent vaginal discharge and often a typical cutaneous rash. 

Pinworm infestation usually causes perianal itching that is worse at night, but can produce an associated vaginitis with resultant vaginal discharge. If present, this infestation is treated with mebendazole. 

The child described in the vignette does not have symptoms of a vaginal foreign body (ie, purulent, blood-tinged vaginal discharge or malodor) and, therefore, examination under anesthesia is not indicated. Finally, because the findings on history and physical examination are not concerning for child sexual abuse, filing a report with child protective services is unwarranted without supporting information.

13.  Question 206 (2008)
A 16-year-old boy is concerned about "bumps" on his penis that have been present for several weeks (Item Q206A).
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Of the following, the MOST appropriate management for these lesions is

a) observation

b) penicillin parenterally

c) permethrin topically

d) podofilox topically

e) surgical excision

ANSWER:  D

The papules exhibited by the patient described in the vignette have a rough, somewhat pointed surface that is characteristic of genital warts (ie, condylomata acuminata) (Item C206A). Genital warts result from infection with human papillomavirus (97% of lesions are caused by types 6 and 11) and are present in approximately 1% of sexually active individuals. Lesions often have a cauliflowerlike appearance, and they may remain small or form large plaques. In men, genital warts usually occur on the foreskin (in those not circumcised) or penile shaft; in women, they may be located on the vulva (Item C206B), in the vagina, or on the cervix. Involvement of the urethral meatus and perianal region occurs in both women and men.

Without intervention, genital warts may resolve spontaneously, remain unchanged, enlarge, or spread to other sites. Nearly all patients request therapy, with the goal being to remove symptomatic lesions. Treatment may reduce infectivity but does not invariably eradicate the virus, and as a result, recurrences are possible. Several therapeutic options exist: patient-applied treatments include podofilox or imiquimod; clinician-administered options are cryotherapy or the application of podophyllin or bi- or trichloroacetic acid. Surgical excision and laser ablation are reserved for genital warts that are recalcitrant to other modalities.

Pearly penile papules occasionally may be mistaken for genital warts, although their characteristic appearance and distribution usually permit differentiation. Lesions are small, skin-colored papules that are distributed symmetrically on the glans, usually the corona (Item C206C). No therapy is necessary. In males, scabies infestation can result in papules or nodules on the penis and scrotum (Item C206D). The observation that the papules are not verrucous and that lesions are present elsewhere helps to distinguish scabies from genital warts. For those who are infested, application of permethrin 5% cream is curative. The lesion of primary syphilis is a chancre, a painless ulcer that has an indurated border (Item C206E), not a papule. Treatment is benzathine penicillin G administered intramuscularly.

14.  Question 222 (2006)
A 3-year-old girl who is receiving peritoneal dialysis develops progressive abdominal pain.  The parents report that the child has been afebrile and that the drainage fluid from the dialysis has not been cloudy or foul-smelling.  They do report that the exit site of the catheter has some crust around the edges.  Abdominal examination reveals no tenderness, but there is a large mass lateral to the exit site of the catheter.

Of the following, the MOST likely cuase of the abdominal mass in this girl is

a) abdominal wall abscess

b) constipation

c) hernia

d) incarcerated omentum

e) mesenteric cyst

ANSWER:  C

Peritoneal dialysis (PD) is the preferred method of dialysis therapy for most children who have end-stage renal disease.  Chronic maintenance PD can be performed in the home, allowing the child to attend school and continue an otherwise normal lifestyle.  Although PD is successful in most patients, various potential adverse effects are associated with the therapy.

Hernias are a common adverse effect in any patient receiving PD.  The hernia may occur lateral to the insertion (or exit) site of the dialysis catheter or, more commonly, in the groin area due to high intra-abdominal and intraperitoneal pressure.  Infrequently, these hernias resolve spontaneously, but due to the risk of incarceration or pain, hernia repair generally is recommended

Among the multiple other potential complications of PD therapy are infection (peritonitis), chronic pain due to abdominal expansion, cellulites at the catheter exit site, peritoneal membrane failure due to the use of high glucose-containing dialysis solutions or repeated peritoneal infections, and tunnel (area under the skin immediately distal to the exit site) infections.  Repeated episodes of bacterial peritonitis or even one tunnel infection may require catheter removal.

Although patients receiving PD may develop abdominal abscess, constipation, incarcerated omentum or mesenteric cysts, the abdominal mass reported for the girl in the vignette points to a hernia.
