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Subject: Acute urinary retention.(AUR)
1. Venue lessons, equipment:

- Department of Urology, clinic, urology department, studies of functional status;

- Slides, spreadsheets, videos, case studies, x-rays;

- Computer.

2. The duration of the study subjects.

Number of hours - 6.

3. Session Purpose:

- To form a general idea of ​​acute urinary retention, etiopathogenesis, manifestations, diagnostic methods used in the pathology and treatment.

The student should know:

1. Causes of AUR.

2. Clinical manifestation of AUR.

3. Methods of diagnosis of AUR.

4. Tactics of examination and treatment of patients with AUR.

5. Methods of prevention of AUR.

6. Rehabilitation and medical examinations of patients with AUR.

The student should be able to:

1. Correctly and consistently collect history.

2. Make an objective examination of patients with AUR.

3. Properly plan the investigation of patients with AUR.

4. Assess the severity of the patient.

5. Interpret laboratory results, X-ray, ultrasound and other diagnostic methods.

6. Develop skills in correct diagnosis and effective treatment and determine the tactics of the patient.

4. Motivation.

The knowledge gained about OZM allow general practitioners to correctly diagnose the different types of YIVO, to recognize an acute condition, first aid and promptly referred to a specialist.

5. Interdisciplinary communication and vnutripredmetnye.

Teaching this topic is based on the knowledge bases of students of anatomy, histology, normal and pathological physiology, pharmacology.

Acquired during the course knowledge will be used by students when studying medicine, surgery, children received during training knowledge will be used by students when studying medicine, surgery, pediatric surgery and other clinical disciplines.

6. The content of lessons.

6.1. The theoretical part.

Acute urinary retention

Lack of self-urination in passing urine or ¬ the program has the blood of the bladder and the presence of urination is called acute urinary retention.

Urinary retention may occur due to:

1) mechanical causes (adenoma or cancer of the prostate, acute prostatitis, urethral injury, bladder stone or urethral ¬ ry, tumor, or urethral bladder neck 1) mechanical causes (adenoma or cancer of the prostate, acute prostatitis, urethral injury, bladder stone or urethral ¬ ry, swelling the urethra or bladder neck, bladder neck sclerosis, phimosis);

2) diseases central nervous system ¬ Noah (swelling of the brain or spinal cord, transverse myelitis, tabes, herbs ¬ matic spinal cord and vertebral column with compression or destruction of its substance, a shock, concussion of the brain),

3) reflex function in ¬ rank (after the operation on the perineum, rectum, female genital mutilation ¬ skih, at least - abdominal, perineal trauma, pelvis and lower extremities, with strong emotional shocks, alcohol intoxicated ¬ Research Institute, fright, hysteria, forced prolonged 3) reflex function in rank (after the operation on the perineum, rectum, female genital mutilation skih, at least - abdominal, perineal trauma, pelvis and lower extremities, with strong emotional shocks, alcohol intoxicated Research, fear, hysteria, forced prolonged stay in bed) drug intoxication.

Urinary retention when prostate adenoma is caused catching congestion (venous stasis in the small pelvis). This is facilitated by the use of alcohol, inflammation  and impairment of hemorrhoids, suppression poses  Islands to urinate, diarrhea or constipation, prolonged sitting position. In addition to the mechanical reasons (strain , press of adenomatous prostate urethra), acute urinary retention occurs in disorders of the nervous regulation of detrusor and sphincter of the bladder. When drinking heavily as a result of inhibition of reflexes suppressed the urge to urinate and weakening the detrusor function. Drugs atropinovogo some elderly patients may also cause atony of the detrusor.

Urinary retention should be differentiated from anuria. At last there is no urge to urinate and can ¬ not chevom bladder urine. In acute urinary retention, in addition to the urge to urinate, pains over the pubis, perineum, rectum, feels the urge to defecate. These painful sensations at times some or disappear and then appear with greater intensity. In diseases of the central nervous system ¬ Noah pain in acute urinary retention  emission is absent. With the continuing support of acute urinary overcome the cold, clammy sweat, arching pain in the lumbar region, fever. Patients behaving very restlessly, make different provisions, trying to empty the bladder: kneel down, squeeze the head of the penis, push on the bladder, while trying to breathe lightly. Acute urinary retention requires emergency care, which consists of emptying the overflowing of soaked ¬ bladder reconstruction and urinary retention should be differentiated from anuria. At last there is no urge to urinate and cannot chevom bladder urine. In acute urinary retention, in addition to the urge to urinate, pains over the pubis, perineum, rectum, feels the urge to defecate. These painful sensations at times some or disappear and then appear with greater intensity. In diseases of the central nervous system pain in acute urinary retention  emission is absent. With the continuing support of acute urinary overcome the cold, clammy sweat, arching pain in the lumbar region, fever. Patients behaving very restlessly, make different provisions, trying to empty the bladder: kneel down, squeeze the head of the penis, push on the bladder, while trying to breathe lightly. Acute urinary retention requires emergency care, which consists of emptying the overflowing of soaked bladder and restoration of disturbed passage of urine.

Before you start emptying the bladder, to determine the cause of acute urinary retention. History and examination of the patient allow us to establish diagnosis and to identify remedial measures. From the correctness of the decision on how to empty the bladder is not only a direct result of intervention, but often for the underlying disease.

Emptying the bladder is accomplished by catheterization or suprapubic puncture it, cystostomy, and in reflex urinary retention using drugs. The choice of therapeutic benefit depends on the nature of the disease and the patient's condition. Errors in deciding how to empty the bladder, the correct choice of appropriate instruments, as well as rough handling the latest, emptying the bladder is accomplished by catheterization or suprapubic puncture it, cystostomy, and with a reflex urinary retention with the help of drugs. The choice of therapeutic benefit depends on the nature of the disease and the patient's condition. Errors in deciding how to empty the bladder, the correct choice of appropriate instruments, as well as rough handling the latter, can cause serious complications.

At catheterization may occur damage the urethra (urethremorrhagia a false move), uretrovenozny reflux, urinary tract infection. Prolonged repeated bladder catheterization, or so-called permanent catheter, facilitates, under certain conditions the emergence of urethritis, prostatitis, epididymitis, ascending acute pyelonephritis. However, if you need long-term catheterization of the bladder, where because of the general poor state of the patient can not perform surgery, and the nature of the disease gives hope for the restoration of self-voiding under the influence of conservative therapy (prostate cancer, myocardial infarction, etc.), we recommend to urinary drainage bladder by means of the so-called permanent ureteral catheter № 6. The catheter is held in the urethra into the bladder, allows up to 3 weeks. If you create no complications of catheterization of the bladder may occur damage the urethra (urethremorrhagia, a false move), uretrovein reflux, urinary tract infection. Prolonged repeated bladder catheterization, or so-called permanent catheter, facilitates, under certain conditions the emergence of urethritis, prostatitis, epididymitis, ascending acute pyelonephritis. However, if you need long-term catheterization of the bladder, where because of the general poor state of the patient can not perform surgery, and the nature of the disease gives hope for the restoration of self-voiding under the influence of conservative therapy (prostate cancer, myocardial infarction, etc.), we recommend to urinary drainage bladder by means of the so-called permanent ureteral catheter № 6. The catheter is held in the urethra into the bladder, allows up to 3 weeks. without complications create conditions for a good flow of urine.

Uretrovenozny reflux with urethral injury SPO  proper penetration of germs into the bloodstream, which can be complicated bakteriemicheskim shock. A few hours later, sometimes days, after instrumental manipulation appear sharp chill that lasts 20-30 minutes, increased body temperature to 40 ° C. When the temperature of the body stops shivering and sweating appears, after which the temperature normalizes. A sharp drop in Uretrovenozny reflux is damaged urethra ACT  proper penetration of germs into the bloodstream, which can be complicated bakteriemic shock. A few hours later, sometimes days, after instrumental manipulation appear sharp chill that lasts 20-30 minutes, increased body temperature to 40 ° C. When the temperature of the body stops shivering and sweating appears, after which the temperature normalizes. A sharp drop in temperature can lead to count  Lapsa.

The most frequent acute urinary retention occurs in patients with BPH and prostate cancer patients.

Diagnosis is usually not difficult, since BPH occurs in the elderly, and acute urinary retention preceded the characteristic clinical features: frequent urination (especially at night), difficulty emptying the bladder at the beginning of urination, sluggish stream of urine.

Patients with these symptoms usually associated with old age and consider it a pattern. When the day frequent urination, urgency to it and feeling of incomplete emptying of the bladder patients seek medical attention. A digital examination of the prostate through the rectum (magnification, mild elastic consistency and smooth surface glands, flattening interlobar grooves) can establish the diagnosis of benign prostatic hyperplasia. If signs of residual urine disease is in stage II. The presence of residual urine is determined by suprapubic percussion, but this feature is unreliable. The most accurate method of determining residual urine is bladder catheterization, which is dangerous for inflammatory complications, which have no non-invasive ultrasound and radioisotope methods. 

On palpation of dense structures in the prostate gland disease must be differentiated from the stones of the prostate (diagnosis confirmed by viewing a snapshot) of cancer (diagnosed definitively established by biopsy of prostate) and chronic prostatitis (prostate secretion study). 

Acute urinary retention often occurs suddenly and is usually due to venous stasis in the small pelvis, which often occurs after drinking alcohol, and infringement of hemorrhoids, constipation, diarrhea. Venous stasis contributes to physical inactivity, sedentary lifestyle, eating spicy foods and alcohol. 

The volume of first aid for acute urinary retention due to BPH depends on the patient, technical capacity and working conditions of a doctor. Medical care includes bladder catheterization, suprapubic puncture or operation intervention (cystostomy or adenomectomy, including transurethral). 

With benign prostatic hyperplasia and elongated posterior urethra increases the angle between the prostate and  primary divisions of it. Configuration change complicates the urethra in its tools, which can cause the formation of false passages and urethremorrhagia by rough insertion of an instrument and wrong choice of the latter. When selecting a tool is better to use a catheter or Timan Mercier (available in these catheters elevated beak easily overcomes the specified angle) (Fig. 9). Rubber catheters of small diameter hard to overcome the folds of the mucosa, particularly bulbous urethra, and they often injure it (Fig. 10). If catheterization of the bladder with a rubber catheter is unsuccessful, then use the metal. Manipulation of a metal catheter requires certain skills and create the danger trauma urethra, the formation of a false stroke and the onset of inflammatory processes in the urogenital organs. When unqualified Research conducted metallic catheter can be damaged mucosa and submucosa bulbous and prostatic urethra. False moves are more often formed paraurethral in adenomatous prostate tissue between BPH and rectum. The reasons for the formation of a false stroke are rude, violent conduct instrument, the presence of deviations in the urethra, which occurs with benign prostatic hyperplasia. However, even when properly performed bladder catheterization may be a moderate urethremorrhagia, its appearance is caused by small trauma varices submucosa bulbous and prostatic urethra. On the Formation of a false progress can be judged by the absence of urinary excretion of the catheter, lack of free movement of the catheter during its rotation around its axis and the emergence of urethremorrhagia, it does not feel strong pain. 

Most often urethremorrhagia stop yourself. In the event of a prolonged and significant bleeding can be stopped urethremorrhagia pressure bandage superimposed on the perineum, or in order to tamponade enter the urethra catheter or Timan Mercier, № 20-24, curved beak, which must slide over the front surface of the urethra. Such a large diameter catheter is left in the urethra for 30-40 minutes and sometimes longer. 

In the case of an unsuccessful catheterization should be performed capillary puncture it, or puncture cystostomy epicystostomia. 

Suprapubic bladder puncture capillary produced by midline of the abdomen, 1-2 cm away from the pubis up (Fig. 11), after determining by the percussion of increased size of the bubble. If you have a needle injected stupidity perpendicular anterior abdominal wall, taking into account the thickness of the subcutaneous fat layer before the onset of a needle urine. With a large needle upward slope of the end of the possible injury of the peritoneum, and is tilted downwards - the penetration of the needle in the adenomatous prostate tissue. 

Cystostomy is indicated for significant renal insufficiency (azotemia, low concentration ability of the kidney), prostate cancer, the infringement of hemorrhoids, fevers caused by pyelonephritis, prostatitis, epididymitis, urethritis, bladder tamponade blood clots and ongoing bleeding from the urethra. 

Puncture cystostomy is indicated for severe intercurrent diseases in old age, and depending on the prospects for the second moment of the operation. It is produced by bladder puncture special trocar through which to enter bladder drainage tube (Fig. 12). Pre-bladder puncture, enter the drainage tube through which urine evacuated and then filled with bubble solution and a radiopaque produce cystography to determine whether the location of drainage. Drain tube is fixed to the skin of a silk ligature. 

Cystostomy technique. Produce a cut in the midline of the skin, subcutaneous fat and aponeurosis at 2-3 cm above the symphysis pubis. Bubble reveal cross-sectional length of 2 cm in depth at a 4-5 cm drainage tube is introduced, which is fixed to the wall of the bladder. Rubber and a graduate of the drainage tube installed at the bottom: the corner of the wound, which provides healing of the wound with the top of the first intention. Such a relatively high location of fistula can do in the future adenomectomy through unmodified tissue, because at the location of a drainage tube into the upper or middle section of the wound, usually occurring in urine and tissue infiltration of wound dehiscence, which requires a long healing process. 

Cystostomy technique transrectal approach. Incision of the skin, subcutaneous fat and aponeurosis produce a 2 cm lateral from the midline of the abdomen. 

Rectus muscle blunt-pointed pushing. After exposure of the bladder through a small incision in a drainage tube is introduced and fixed by the latter to his wall. The peripheral end of the drainage tube out through counteropening midline of the abdomen in abdominal wall. The tube is fixed to the skin of a silk ligature. Then injected rubber and gauze into the bottom corner and the wounds sutured in layers last. Deriving drainage tube through counteropening allows further access to the prostate adenoma tissue through unmodified. This creates the conditions for healing by first intention. 

In acute urinary retention on the background of benign prostatic hyperplasia, provided satisfactory functional ability of the kidneys, in the case of life-threatening bleeding from the patient's veins adenoma or trauma as a result of its gross catheterization may be performed emergency chrespuzyrnaya-stage adenomectomy, and if heavy interkurrentnyyfon does not allow prostatectomy, it is appropriate trocar trocar epitsistostomiya Ingram. When it is executed bladder must be at least 300 ml of urine. This prevents damage to the peritoneum, as if distended bladder is pushed upwards. Trocar epitsistostomiya easily tolerated even seriously ill. 

Trocar technique epicystostomia. Under local anesthesia, the midline abdomen above 3-4 cm above the vagina and the skin incision of 1-1.5 cm long aponeurosis and through the trocar, a guide Aletina produce bladder puncture perpendicular to the front wall. Spiky stiletto extract, and between divergent polytubes is introduced into the bladder catheter in a metallic conductor Petstsera or silicone tube (Fig. 13). Then recovered polytube tube. A catheter or tube is fixed by suture thread applied on a skin wound. 

The advantages of trocar cystostomy is a small trauma of tissues, the rapid formation of a fistula without marked scarring, shorter postoperative period. However, in this operation are possible complications. V.A. Kozlov and L.N. Zhitnikova (1981) found that when the trocar cystostomy may be damaged peritoneum and intestines (high suprapubic puncture), blood vessels (in the neck of the bladder at low puncture) wound the opposite wall bladder and benign prostatic hyperplasia. In this regard, can be observed peritonitis, cellulitis and urinary streaks, anterior abdominal wall hematoma and paravesical tissue, bladder tamponade blood clots, vein thrombosis plexus injury prevention and other abdominal and bowel operation is in the Trendelenburg position with the volume of fluid in the bladder for at least 400 ml. Warn uroplania possible introduction of a bladder catheter or Foley Petstsera to be tightened "to a" resistance to light and in this position fix. 

In the case of moderate renal failure in prostate adenoma stage II shows the one-stage delayed chrespuzyrnaya adenomectomy. In the bladder to the urethra ureteral catheter is introduced № 4-6, in which within a few days carried out the flow of urine. During this period, improved functional ability of the kidneys that can produce a one-stage adenomectomy. 

Technique suprapubic-stage adenomectomy. Incision in the midline suprapubic expose the anterior wall of the bladder after filling it with oxygen without opening rettsieva space. Bladder in the folds of the peritoneum reveal transition in the transverse direction. Wound 1 cm stretch Buyalsky spatulas, and then injected into the bladder mirror. Adenoma of the prostate, jutting into the lumen, push back to the heart Buyalsky spatula, and then on a round needle catgut stitch number four in the transverse direction of the rear wall between the bladder and ureteral fold internal opening of the urethra, closer to the latter. Flashing produced by a double vykola needle at a distance of 3-4 cm This method reduces blood loss bleeding to a minimum as arterial vessels, providing food in this zone are located in the bottom of the bladder and along the edges of the triangle. 

After that, the assistant pulls provisionally ligature, squeezing the main arterial vessels that feed the surgical capsule and adenoma her bed. Scalpel behind the internal urethral opening semilunar incision scat ¬ cabins surgical capsule and adenoma enucleation her fingers produce. After extirpation adenomatous site bleeding is minimal. The bed of dried bud. By the catheter, previously conducted by the urethra into the bladder, the silicone tube is fixed by Charriere № 18-20. By its distal end is tied by flashing provisionally catgut ligature. At the proximal tubes make the two side holes with a diameter 0.4-0.5 cm silicone tube is extracted out of the urethra together with the provisionally ligature. The distal end of its cut off above the ligature fixation. The last pull and fixed to the alcove Cramer, superimposed on one of the lower limbs with rubber nipple, which serves as a shock absorber and prevents the slits ligatures. The tube was carried out on the urethra, visually set in a bladder catheter as a permanent (for the passage of urine) and a silk ligature to fix the frenulum. With this method of stopping bleeding mean blood loss was 80-100 ml. By ligature tension provided good hemostasis, and nothing prevents the bed of adenoma to decline. 

The question of cystostomy solved purely individual, depending on the functional state of kidneys and bladder tone. If you make prostatectomy in acute retention of urine, cystostomy, in our opinion, is required. 

According to our observations, the tension ligature can stop after 5-6 hours after the operation. Early removal of ligature tension is dictated by the fact that the tension during the day 9 out of 136 patients we noted urinary incontinence in 10-30 days after surgery, which is apparently associated with the trauma of the cervix due to bladder strain strained ligatures. In the morning the next day after surgery, cut off one end of the ligature and ligature was removed from the urethra from the bladder. If removal is difficult, it is left for a day, and after this period is extracted without effort. 

We are proponents of active management of the postoperative period, so patients who had undergone prostatectomy, the next morning, allow to sit in bed and lower legs, and a 2-day walk. 

When prostate adenoma larger when provisionally ligature can not provide reliable hemostasis, we additionally impose the adenoma enucleation to provisionally two ligatures on the side walls of the surgical capsule. Both ligatures, as well as one, the assistant pulls up to enucleation of adenoma, and then prints out the urethra, as described above. 

At the plenary session of IV All-Russian Society of Urology (1973) adopted a decision on whether immediate prostatectomy in acute urinary retention. This was the basis for the development of indications for emergency adenomectomy and transurethral electrocision adenoma and cancer prostate (TURP). 

NA Lopatkin et al. (1982) distinguish urgent urgent urgent and emergency surgery. Under the emergency operation is meant adenomectomy or TURP, which is performed outside of scheduled work on urgent indications. Emergency adenomectomy or tour can be an emergency, if performed within 24 hours of becoming sick, and urgent, if it is performed at any time from acute illness (complications), but no later than 72 hours after admission the patient to the department. 

Indications for emergency adenomectomy are acute urinary retention in a satisfactory condition the patient, massive urethremorrhagia and a "false move" the urethra, bleeding from varices of the bladder neck, bladder tamponade blood clots [Tkachuk, VN et al, 1981; Lopatkin NA et al, 1982]. 

Indications for urgent adenomectomy is an acute urinary retention in patients with chronic renal failure in an intermittent phase and need to prepare for the operation of the cardiovascular and other systems. 

Transurethral electrocision indicated for prostate adenoma is small, changes in the abdominal wall after previous surgeries (preternatural anus), serious violations of the vital organs [Chechenin MG, Robusto, VV, 1981, NA, and Lopatkin , 1982]. 

Acute urinary retention may occur as a result of occlusion of the concretions of the bladder neck or urethra. The disease is manifested by pain in the abdomen, radiating to the penis during walking, pain at the end of urination, intermittent urine stream, hematuria (initial stone in the urethra and a terminal, or total, and its localization in the bladder). Sometimes preceded by urethral obstruction stumbling renal colic. The stones often occlude perineal and bulbous departments urethrel scaphoid fossa. Bladder stone due to its severity or reduce bladder neck wedged into the inner opening of the urethra. Sometimes when changing body position urination restored independently. In this connection, when the stones of the bladder urinary retention is relatively rare. 

Stones hanging and perineal urethra available palpation. Localization of them can be determined by the introduction of metal tools in the urethra and radiography (panoramic image and the rising urethrography). Posterior urethral stones can be detected by rectal examination, which must be supplemented by X-ray, as well as probing the urethra. 

The nature of therapeutic benefit depends on the size and location of concrement. When placing it in the back of the urethra to lithotripters buzhom or metal large diameter to push the stone into the bladder. After that show cystolithotripsy or cystholithotomia. If the stone is fixed and it can not push into the bladder, the bladder emptying produced by suprapubic puncture. Follow-up study to determine further tactics. 

When placing a stone in the hanging of the urethra should be performed urethrotomy. Removing the stone with forceps is invalid because the application of the latter can damage the mucous membrane of the urethra, as well as moving the stone in an undesirable direction. Scaphoid fossa of calculus extracted by porotomy. Urethra above the stone clamp finger and thumb, with a scalpel / cut through the external opening of the urethra in the midline for 5-10 mm, and then grooved probe luxating rock out. For the prevention of stricture meatus impose three knotted catgut suture - wound into a corner and one lateral. The needle is injected from the mucous membrane of the urethra towards the outer side. 

Acute urinary retention may occur in acute prostatitis and prostatic abscess. It comes against the backdrop of a rapidly developing clinical disease, manifested by common symptoms (fatigue, chills, increased body temperature to 38-40 ° C) and local (pain in the perineum, rectum, palpitations, difficulty and painful urination, terminal hematuria, pain defecation). 

Diagnosis is established on the basis of history, complaints, and palpation of the prostate data. The latter usually is enlarged, swollen, pasty, sharply painful to palpation, and if the abscess is fluctuant. Sometimes by palpation of the prostate urethra released pus. Bladder catheterization for acute prostatitis is straightforward, easily administered, but fraught with the danger of generalization of acute purulent process - the development of epididymitis, pyelonephritis. Preferably, puncture the bladder and in the absence of recovery of micturition ¬ - cystostomy. At the same time should be anti-inflammatory and topical therapy, and for prostate abscess - its opening. 

Postoperative urinary retention depends on a number of reasons. Some people do not know how to empty the bladder, while in the supine position. In these cases, if the patient's condition allows and the nature of surgery, you should put him or put on his feet. As a precaution such complications is recommended before surgery to teach patients to urinate in a supine position. When the reflex urinary retention can be restored by the introduction of patient 1 ml solution of 1% pilocarpine, kalimina, etc. These drugs increase the tone of the detrusor muscle and cause a reduction of the bladder. Introduction of pilocarpine may be accompanied by redness of the face, neck, upper body, tachycardia, increased perspiration, saliva, and lacrimation. Urinary retention could be eliminated by intravenous administration of 5-10 ml 40% solution of hexamine or ingestion within 1-2 h of the solution of potassium acetate 60:300 tablespoons. Potassium salts cause the reduction of the detrusor and relaxation of the sphincter. 

Practical recommendations. Bladder catheterization metal catheter requires ownership by certain methods. The patient should lie on your back with your hips divorced. The doctor, standing on the left or right side of the patient, with two fingers of his left hand tightly on each side holding a naked penis and after treatment meatus with a cotton ball or gauze soaked in antiseptic solution (furatsilin, ethacridine lactate, etc.), introduces a greased glycerol catheter. The tool takes the right hand so that it lay on the pavilion of the first two phalanges ladonnuyupoverhnost index and middle fingers, and kept lying on top with your finger. 

The first time: a tool is applied parallel to the inguinal crease curvature downwards bill is addressed to the pubic joint. End of the bill is introduced into the external opening of the urethra and penis to pull a tool like a glove on your finger. 

Second point: the gradual transfer of the instrument to the midline, and the catheter is in the beak of the onion under the pressure of its own weight. During the first two moments are mostly left-handed, the right is only a tool to bring the midline. 

The third point: the right hand start to slowly push the bladder tool, which, following the direction of the urethra, must describe an arc whose center is at the upper edge of the pubic connection. To do this, the tool is removed from the pavilion abdomen and describe them a quarter circle so that the tool body was perpendicular to the body of the patient. Left arm at this time we can put on the perineum, to direct beak tool, located at the entrance to the webby part of the channel. 

The fourth point: Hall instrument is lowered down. His beak at this time passes through the webby part, and with further lowering down the pavilion is in a bubble. When prostate adenoma, when the urethra is lengthened, it is necessary to promote the bill a tool into the bladder. 

With the introduction of a catheter into the bladder by urine it stands, pavilion and the catheter is easily turned aside. 

Difficulties in carrying out the tool. 

1. In individuals with obese pubic articulation can be an obstacle to the introduction of the instrument. In these cases the position of the perineal channel is so deep about the pubis, that tool hides all the channel and the bill does not fall under the crotch. Instrument must be returned to its original position and try to enter more deeply into his urethra and then reject it. 

2. The beak of the instrument can stretch one of the great lacunae of Morgagni, lying on the upper wall of the urethra. The equipment must be removed and re-enter on the side or bottom wall of the channel. 

3. The tool can be found in the bulbous obstruction urethra, where it abruptly changes its direction. It ends with the hanging portion of the urethra and perineal starts, while they are joined at an obtuse angle. End of the tool may deviate from the changed direction of the urethra and the stretch below the entrance to the webby part. In further trying to tilt the tool, it is fed into the crotch and the bottom wall bulbs breaks, forming a false move. To avoid this it is necessary to pull the penis upwards to align the curvature of the channel or start before departure hall and down the instrument to lead him on the front wall of the bulbous part. 

Used in this lesson, new teaching technologies, "Round Table". 

6.2. The analytical part.

1. Check the most frequent ppichinu acute urinary retention.

A bladder outlet obstruction.

B. Detrusor failure (isolated).

W. Diverticula of the bladder.

G. obstruction.of uretera  with stone.

D. twist of testicle.

The standard response. The correct answer is "A".

2. Justify algorithm technique of catheterization of the bladder in men.

answer:

- The patient lies with bent legs and divorced;

- Glans penis trapped in the coronary sulcus laterally middle and ring fingers of his left hand, and sip a few anteriorly;

- The external opening of the urethra is treated with a cotton ball with a disinfectant solution;

- Right hand into the urethra enters the catheter to the outflow of urine from it.

6.3. The practical part.

Participates in the supervision of patients in wards, clinics, offices of the functional diagnostics (ultrasound, X-ray, urodynamic, and laboratories).
7. Forms of control knowledge, skills and abilities

- Viva voice examination;

- Writing; 

- Solution of tasks; 

- Tests. 

8. Criteria for evaluating the current control
	№
	Achievement as a percentage (%) and scoring the student's knowledge level rating
	Achievement as a percentage (%) and scoring the student's knowledge level rating
	Achievement as a percentage (%) and scoring the student's knowledge level rating

	1.
	86-100
	Excellent "5"
	Independently analyses
Uses in practice

Shows high activity, a creative approach to the conduct of interactive games

Correctly solves the case studies with full justification for the answer

Understands the subject matter

Knows, says confident

Has a faithful representation

	2.
	71-85
	Good "4"
	Uses in practice

Shows high activity during the interactive games

Correctly solve situational problems, but the rationale for the answer not full enough

Understands the subject matter

Knows, says confident

Has a faithful representation

	3.
	55-71
	Satisfactorily

"3"
	Knows, says not sure

Has a partial view

	4.
	54 and less
	Unsatisfactorily

"2"


	It does not accurately represent

Do not know


9. Chronological map of classes
	№
	Stages of training
	Forms of employment
	Continued a resident of Property in the minutes. 225

	1.
	Lead-in tutor (study subjects). 
	
	10

	2.
	Discussion topics practical training, assessment of baseline knowledge of students with new educational technologies (round table, case studies, slides), as well as checking the source of students' knowledge, the use of visual aids (slides, models, phantoms, ultrasound, x-ray, etc.). 
	The survey, an explanation
	50

	3.
	Summing up the discussion. 
	
	15

	4.
	Giving students tasks to perform the practical part of training. Cottage explanations and notes for the task. Self-Supervision. 
	
	30

	5.
	The assimilation of skills a student with a teacher (Supervision thematic patient) 
	Medical history, clinical role-playing case studies
	40

	6.
	Analysis of the results of laboratory and instrumental studies thematic patient, differential diagnosis, treatment plan and rehabilitation, prescriptions, etc. 
	work with the clinical laboratory instruments
	30

	7.
	Talk degree goal classes on the basis of developed theoretical knowledge and practical experience on the results of the student, and with this in mind, evaluation of the group. 
	Oral questioning, test, debate, discussion of the practical work
	30

	8.
	Conclusion of the teacher on this lesson. Assessment of the students on a 100 point system and its publication. Cottage set students the next class (a set of questions) 
	Information, questions for self-training.
	20


10. Questions: 

1. At what age is more common in AUR? 

2. Which etiologic factors are there? 

3. What are the most common causes of AUR. 

4. What distinguishes the retention of anuria? 

5. Call the methods of diagnosis in AUR. 

6. Call the methods of bladder emptying in AUR. 

7. The role of digital rectal examination prostate AUR. 

8. The role of US in the AUR. 

9. The principles of treatment of AUR. 

10. Indications for the conservative method of treatment of AUR. 

11. Indications for surgical treatment of AUR. 

11. Recommended readings. 

1. Лопаткин Н.А. Руководство по урологии. – М., 2004.

2. Липшульц Л., Клейман И. Руководство по урологии. – СПБ., 2000.

3. Неотложная урология. Ю.А.Пытель, И.И. Золотарев. М. Мед. 1985г.

4. Стандартные тематические протоколы для студентов ВОП. 2005г 

Савченко Н.Е., Строцкий А.В., Жлоба П.П. Нехирургические методы лечения доброкачественной гиперплазии простатыю  Минск. 1998 г
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