8.13 Male reproductive system

Problems of external genitalia of men

(8.13.1) Recognise problems of phimosis, paraphimosis, priapism and erection difficulties. (8.13.6) Identify the important causes of erectile failure.

Primary phimosis is a congenital event - it is the inability to retract the foreskin because of a narrow preputial ring. Secondary causes include recurrent balanitis and traumatic retraction of the foreskin

	Presentation is with:

· Poor stream 

· Ballooning of foreskin on micturition 

· 'Spraying’ on micturition 

· Recurrent attacks of balanitis 

· Pain on intercourse (in adults) 

· In severe cases, hydronephrosis


	Background box: balanitis

Balanitis (infection of the glans) is common in young boys with a non-retractile foreskin and in the elderly where there may be predisposing factors such as malignancy or diabetes. 

Presentation is with irritation or pain in the penis and discharge from beneath the foreskin. Inflammation is visible. Recurrent balanitis may cause a phimosis with disturbance of micturition.


Primary phimosis usually resolves on its own by the age of 3. Where this does not occur (and with secondary phimosis) treatment is by circumcision.

Paraphimosis is usually an iatrogenic event – it occurs when the foreskin is retracted (e.g. for catheterization or examination) and not replaced. Oedema causes swelling of the prepuce which is then difficult to replace and causes an outlet obstruction. To replace the prepuce: apply local anaesthetic jelly as a lubricant and to relieve pain. Hold the prepuce in place and push firmly against the glans, ‘pushing it inwards’ – this is likely to cause some pain. If this fails refer to urology.

Priapism is persistent painful erection in the absence of sexual desire. The corpus cavernosa are engorged but the glans penis is soft.

The known causes of priapism include:

· Intracavernosal drug therapy for impotence: papaverine, prostaglandin E1

· Leukaemia

· Sickle cell disease

· Penile or spinal cord trauma

· Pelvic tumour

Most cases of priapism, if treated rapidly, will respond to conservative therapy which comprises of ice packs and exercise such as climbing stairs which reduce engorgement by way of arterial steal. If conservative treatment fails then the corpora cavernosa must be surgically drained. Winters’ procedure creates a shunt between the engorged corpora cavernosa and the corpus spongiosum of the glans penis. The blood is now able to drain away more freely resulting in detumescence, thus reversing the priapism.

Erectile dysfunction is a good illustration of the importance of the triple diagnosis.

	Organic causes include:

· Spinal cord or cauda equina disease 

· Multiple sclerosis 

· Endocrine disease: 

· Diabetes mellitus 

· Hypogonadism 

· Hyperprolactinaemia

· Generalised vascular disease e.g. Leriche syndrome 

· Trauma causing nerve or vascular damage (radical prostatectomy, fractured pelvis, abdominoperineal resection) 

· Drugs (see below)
	Psychosocial causes:

· Unrealistic expectations ‘I can’t do it 5 times a night like I used to…’

· Stress

· Depression 

· Anxiety

· Problems within a relationship 

· Problems with expressed sexual orientation


	antihypertensives: 

· clonidine 

· propranolol 

· reserpine 

· spironolactone 

· thiazides


	tranquilizers: 

· diazepam 

· barbiturates 

antipsychotics: 

· chlorpromazine 

· haloperidol


	antidepressants: 

· amitriptyline

anticholinergics 

antihistamines 

alcohol 

methadone / heroin


All patients should have a random plasma glucose or urinanalysis for glucose to exclude diabetes. Further investigations to consider depending on history include:

· Serum testosterone, prolactin, LH, sex hormone binding globulin 

· TFTs 

· FBC 

· LFTs, GGT, renal function, fasting lipid profile
	Organic treatments include:

· Phosphodiesterase 5 inhibitors e.g. sildenafil citrate (Viagra), tadalafil, verdenafil 

· Sublingual apomorphine 

· Intracavernosal injections 

· Transurethral alprostadil 

· The use of external devices 

· Surgery
	Psychosocial treatments include:

· Education: 

· Counselling: relationship, stress, anxiety

· Lifestyle: in obese men lifestyle changes are associated with improvement in sexual function in about one third with erectile dysfunction


Background box: mode of action of sildenafil (viagra):

It is a phosphodiesterase 5 (PDE5) inhibitor which in turn enhances the effect of nitric oxide. Nitric oxide acts on enzymes which enable smooth-muscle relaxation in the corpus cavernosum, allowing an inflow of blood, and resulting in a penile erection.
(8.13.2) Identify hydrocele and epididymal cyst and distinguish them from testicular tumour and inguinal hernia

These all tend to present as a scrotal swelling – a systematic examination bearing in mind the anatomy of the scrotum will yield a probable diagnosis.

· The inguinal hernia is the easiest to confirm or reject – if you cannot ‘get above’ the swelling whilst palpating the scrotum then it is almost certainly a hernia.

· With a hydrocele, the swelling is caused by excess fluid within the tunica vaginalis – a remnant of the processus vaginalis that surrounds most of the testis. This makes a uniformly swollen scrotum in which it is hard or impossible to palpate the epidiymis. The swelling may transilluminate if full of clear fluid but if contaminated by blood (a haematocoele) or sperm (a spermatocoele) then no transillumination will be seen. In this type of swelling it is important to get an ultrasound of the testis to exclude other pathology. Treatment rarely required except in haematocoele in which th eclot may need to be evacuated to prevent pressure buildup damaging the testis.

· An epidymal cyst is a cyst arising between the epydidymis and testis – these structures will still be palpable. The cyst is fluctuant and likely to transilluminate. Treatment rarely required.

· A testicular tumour will be a hard lump, inseperable from the body of the testis that does not transilluminate. An ultrasound or similar is recommended.

(8.13.3) Recognise the possibility of testicular tumour on clinical examination and make appropriate referrals

Background box - epidemiology: There are about 500 cases per year. It is the most common cancer in men <35. Incidence peaks in the early 20’s and the disease is rare before puberty. It is also rare in those of African ancestry.

Clinical features:

· A hard, non fluctuant lump within the body of the testis. Does not transilluminate.

· Gynaecomastia (hCG from trophoblastic elements, may be normal in puberty)

· Back pain (from metastases – always consider in a fit young man presenting with back pain)

· Inflammation or a history of trauma are each present in 15% of cases and may mislead.

(8.13.4) Outline to patients the treatment options for seminomas and teratomas

Once other causes have been ruled out, the correct treatment is an early exploration of the testis. The patient must be warned that orchidectomy may be necessary. Orchidectomy is performed if the testis is malignant. The testis and the spermatic cord are excised. A biopsy and a frozen section are obtained to assess further treatment. 

Treatment may cause sterility. Male patients should be given the option for semen to be collected before treatment is started. The collected semen may then be used for artificial insemination that may be performed later.

Seminomas are very radiosensitive. Radiotherapy is given for all stages except stage IV which is treated with chemotherapy.

Teratomas are less radiosensitive. Blood-borne spread occurs early so they are treated by cytotoxic chemotherapy.

Radiotherapy to the para-aortic nodes improves the survival of all types of malignancy and thus, should be performed as a routine following surgery. The success of treatment can be monitored by sequential CT scans and plasma assays for tumour markers such as HCG or alpha-feto protein.

(8.13.5) Consider the diagnosis of acute testicular torsion and the differential diagnosis of epididymo-orchitis and make appropriate referrals

As with the lesions in 8.13.2, these both present with swollen scrotum. In these cases, however, there is intense pain. Testicular torsion can result in loss of the testicle within four hours through ischaemia so this diagnosis is an emergency – if in doubt refer to urology registrar - the scrotum must be explored surgically if there is any uncertainty about the diagnosis.

Torsion occurs most often in adolescents. The typical presentation is with a tender, swollen scrotum and lower abdominal pain; symptoms are however variable and often much less marked in young children and neonates. The incidence of torsion is higher for undescended testes.

Epididymo-orchitis is inflammation of the testicle and occurs most often in 3rd – 4th decade.

· Acute orchitis (testis) is usually viral in origin (e.g. mumps, Coxsackie)

· Acute epydidymitis (epydidymis) is usually bacterial in origin. If following catheterization or urinary tract surgery then suspect E.coli. Otherwise suspect Chlamidia trachomatis (or rarely TB).

· Chronic orchitis is most likely to be misdiagnosed cancer. Syphilis is a very rare possibility.

· Chronic epydidymitis is likely to be due to TB but an inflammatory response to extravasated sperm is possible post vasectomy (seminal granuloma).

	Torsion
	Epididymo-orchitis

	Typical age of onset younger.
	Typical age of onset older.

	The testis lies horizontally, high in the neck of the scrotum. In the early stages, the cord may be palpably thickened. Later, palpation is difficult as the overlying scrotal skin becomes red and oedematous.
	The epididymis is tender and swollen, and the overlying scrotal skin, red and warm. Initially, the epididymis is palpable separately from the testis but becomes more difficult as the infection becomes established and inflammation spreads to the testis.

	Systemic features less likely
	May be systemic features such as fever and rigors in severe cases

	The cremasteric reflex is absent.
	The cremasteric reflex may be present.

	Pain is not relieved by elevating the twisted testis - negative Prehn's sign.
	Tenderness may be relieved by elevating the scrotum - Prehn's sign.


The cremasteric reflex is dependent upon the nerve roots L1 and L2. This reflex is elicited by stroking (with the nails) the superior and medial part of the thigh in a downward direction. The normal response in males is a contraction (often small and hard to see) of the cremasteric muscle that pulls up the scrotum and testis on the side stroked.

In children, the reflex may be overexaggerated.

Other differentials include:

· Torsion of Hydatid of Morgagni

· Ideopathic scrotal oedema

