Pediatric Urology Rotation Handbook

Introduction to the Pediatric Urology Rotation

Pediatric urology is a specialized field within urology that focuses on the diagnosis,
treatment, and management of genitourinary conditions in infants, children, and
adolescents. These conditions range from congenital anomalies like hypospadias and
vesicoureteral reflux to functional disorders such as enuresis and neurogenic bladder, as
well as pediatric urologic emergencies and malignancies. For a urology resident, gaining
experience in pediatric urology is essential not only to understand the unique anatomical
and physiological aspects of the developing urinary tract but also to develop skills in
communicating with children and their families, managing complex multidisciplinary
cases, and tailoring surgical approaches to younger patients. Exposure to pediatric urology
enhances a resident’s versatility, broadens their clinical and surgical knowledge base, and
is critical for those considering fellowship training or comprehensive urologic practice.
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Rotation Specific Objectives

Medical Knowledge

1.

Develop an understanding of normal genitourinary embryology and the
consequences of resultant congenital abnormalities.

Develop an approach (pathophysiology, diagnosis and management) to common
pediatric urological conditions including oliguria & anuria, undescended testicle,
testicular torsion and phimosis.

Develop an understanding of the pathophysiology, diagnosis, and management of
urinary tract infections in the pediatric urologic patient (simple and complex).
Develop an approach to the pathophysiology, diagnosis and management of
common pediatric urologic conditions including vesicoureteral reflux,
hydronephrosis, enuresis, dysfunctional voiding, and incontinence.

Develop an understanding of the urological manifestations and management of
complex congenital conditions such as spina bifida, posterior urethral valve,
disorder of sexual differentiation and exstrophy.

Clinical Skill and Knowledge

6.

Perform a history and physical examination in neonates, infants, and children with
emphasis on normal/abnormal growth & development.

Perform interview with parents with respect to childhood urologic health and
disease, antenatal maternal and fetal health.

Develop an understanding of the rational use, indication & interpretation of
biochemical and imaging studies (ultrasound, voiding cystourethrogram and
nuclear renal studies) in the pediatric urologic patient.

Develop an approach to urodynamic studies, including interpretation, in the
pediatric urologic patient.

Surgical Skill and Knowledge

10. Develop an understanding of the surgical anatomy of and the surgical approaches

to the scrotum, testis, cord structures, penis and inguinal canal.

11. Develop the ability to perform common urologic pediatric procedures such as

circumcisions, orchidopexy and hydrocelectomy and manage potential
complications.

12. Develop an understanding and approach to complex urologic pediatric procedures

such as hypospadias repair, epispadias and exstrophy repair and management of
potential complications.

13. Develop an approach to fluid and electrolyte management in the pediatric urology

patient and dosing commonly used medications.



Achievable EPAs during Pediatric Rotation

Transition to Discipline Foundations

TD1,TD2, TD3, TD4 F1, F2, F3, F4, F5,F6,F7,F8 | C1,C2,C3, C4,C7,C8, C9,
C11,C12,C13, C14, C15,
C16, C17

Potential Diagnostic and Surgical Procedures Exposure

Orchidopexy (Staged) Hypospadias Repair: Proximal | Urodynamic studies
Hypospadias Repair: Distal | Pediatric Hernia Repair
Circumcision Spermatocelectomy
Hydrocelectomy Varicocelectomy
Exploration for testicular Uretero-ureterostomy
torsion +/- orchidopexy
Ureteric reconstruction Laparoscopic Nephrectomy:
simple
Robot Assisted Augmentation cystoplasty
Laparoscopic Pyeloplasty
Epispadias/exstrophy repair




Expectations and Responsibilities

Rounding

Time Inpatient Consult Notes

Morning Required to round on all Required to round on all | Ensure all emails
pediatric patients consults are sent to Faculty
-Write Progress Note -Write Progress Note AND orders are in
-Formulate Plan -Formulate Plan BEFORE clinical

activities
Afternoon | Round on all patients Round on the ACTIVE or | May round with

-Refine Plan

sick consults

Faculty you are with
that day

Pediatric Urology Wee kly Schedule - please note the schedule changes from week to week

Day Time Dr. Dave Dr. Wang
Monday 8:00 AM | Clinic-PMDU (B Zone 1°* Floor) MPR (once/month)
PM Clinic - SB Clinic MPR (once/month)
Tuesday AM
PM
Wednesday | AM OR
PM OR
Thursday 8: 00 AM MPR (once/month) Clinic - PMDU (B Zone 1%t Floor)
1: 00 PM MPR (once/month) Clinic-PMDU (B Zone 1*t Floor)
Friday AM OR
PM OR




Outpatient Clinics

Location: PMDU - First Floor B Zone at Victoria Hospital
Start: 8:00 AM - Punctuality is a must, and tardiness will be considered unprofessional.
Etiquette:
e Stickers placed on the side table in the ‘small’ computer room indicate they are
available to see.
o When seeing patients try to preferentially see consults instead of follow-ups,
we do notice.
e Always introduce yourself to the patient and the parents
o Askfor permission to do a physical exam
o Iffemale, ensure that a chaperon is available
e Review every patient with faculty
o Ifthe faculty is busy, it can be efficient to see a ‘quick’ follow-up
e Dictate as you go (dictation format below)
e Place sticker in confidential bin after dictation
e Always have a plan (or try to — we won’t judge, very much)
End: 3:00 - 4:00 PM

Consults and Ward Management

Consultations will be directed to the residents on the Pediatric Urology rotation.
e Triage the consultation and determine the urgency (see now or later)
e Assess patient, formulate plan and review with faculty
e Ensure emails with PIN are sent to the faculty immediately after review
o Please cc the faculty’s administrative assistant
e Dictate a consultation note and place the patient on consult list if the patient
requires following
Ward concerns and issues will be directed to the residents on the Pediatric Urology
rotation.
e Triage and determine the urgency.
o If sick orif you are unsure, then contact either the fellow (available) or the
faculty right away.



Operating Room

Location: D Zone — Second Floor at Victoria Hospital
Start: Wednesday - 9:00 AM, Monday, Tuesday, Thursday, Friday — 8:00 AM
Etiquette:
e Meet the patient and parents and introduce yourself
o Bethere 15 minutes before OR start time
o Markthe side, ensure paperwork is properly filled out
o Answer any questions but say ‘l do not know’ if you do not.
e Be presentinthe OR 5 minutes before the start time
o Bonus points —set up OR, get sutures, position patient
o Required to do the surgical pause (know this)

Tips and Tricks:
e Be polite, the nurses probably know more than you
e Make sure you adhere to sterile technique
e Read up on the procedure or watch videos the day before
o KNOW the patient and why we are doing the procedure (again, we will notice)
e Maybe enter postoperative orders the night before

After the OR:
e Confirm ANY questions about the postoperative care with the faculty
o Thisisimportant, we will assume you know otherwise
e Ensure you bring the patient to the PACU
e Ensure that the postoperative orders are there
o Ensure the scripts are on the chart for the patient
=  We do notwantthem to call in looking for orders or a script



Documentation

Ensure that all consultations, operative notes, progress notes, ED notes are dictated in a
timely manner. Discharge summaries are to be done the day of discharge.

Dictations:

Consultations Code: 34

Elements:
Identification
History of Presenting Illness
Past Medical and Past Surgical History
Allergies and Medication
Birth History and Family History
e focus on the history of bleeding
disorders or malighant hyperthermia
Social History
Investigations
Physical Exam
o Include weight, Tanner stage and
back exam
Impression and Plan

Operative Notes Code: 32

Elements

Preoperative Diagnosis
Postoperative Diagnosis
Procedure

Surgeon

Assistant
Anesthesiologist
Anesthetic

Blood Loss
Complications
Specimen

Clinical Note
Operative Note

Plan
o Include scripts, follow-up plan and
instructions given

Clinic Code: 80

Elements:

Patient age, diagnosis, previous plan

Current status or changes

Physical Exam

Investigations

Impression and Plan

e Ensure to include what if’s

o If this then we will do this
o Ifthatthen we will do that

ED Note Code: 35

Elements
MUST include Diagnosis

The rest is the consultation/clinic format

ALWAYS:
e CC the family doctor
e Put DICTATED BUT NOT PROOFREAD




Pediatric Urology Emergencies

These conditions are the ones you MUST see and MUST review with the faculty after
discussing with the senior/fellow.

Testicular Torsion:

Presentation: Testicular torsion typically presents with sudden, severe scrotal pain, often
accompanied by swelling, nausea, and vomiting. It most commonly affects adolescents
but can occur at any age. The affected testis may be high-riding, with a horizontal lie, and
the cremasteric reflex is usually absent.

Diagnosis: Testicular torsion is a clinical diagnosis and should be treated as a surgical
emergency. Doppler ultrasound can be used to assess blood flow but should not delay
surgical intervention if suspicion is high.

Management: Urgent surgical exploration is required. If the testis is viable, it is detorsed
and fixed (orchiopexy) to prevent recurrence. The contralateral testis is also fixed
prophylactically. If nonviable, orchiectomy is performed. Prompt intervention within 6
hours offers the best chance of testicular salvage.

Paraphimosis:

Presentation: Paraphimosis occurs when a retracted foreskin cannot be returned over the
glans penis, leading to venous congestion and swelling. Patients typically present with
penile pain, swelling of the glans and foreskin, and may have urinary retention or dysuria.

Diagnosis: Diagnosis is clinical, based on the inability to reduce the foreskin and the
presence of distal penile swelling. The glans may appear engorged and discolored due to
compromised blood flow.

Management: Paraphimosis is a urologic emergency. Initial management includes manual
reduction, often aided by compression (Coban), ice, or osmotic agents (e.g., sugar). If
unsuccessful, a dorsal slit or circumcision may be required to relieve the constriction.
Timely intervention is critical to prevent ischemia and necrosis.



Acute Urinary Retention:

Presentation: Children with acute urinary retention may present with lower abdominal
pain, distension, inability to void, or signs of distress. Infants may be irritable or feed poorly.
In older children, symptoms may include urgency, straining, or overflow incontinence.

Diagnosis: Diagnosis is clinical, supported by a history of voiding difficulty and a palpable
distended bladder. Bladder ultrasound confirms retention by showing significant post-void
residual or inability to void. Assess for underlying causes such as constipation, infection,
neurological disorders, or anatomical abnormalities.

Management: The management is dependent on a number of factors, please call the
faculty or review with senior/fellow BEFORE placement of Foley or urethral catheter.

Posterior Urethral Valves (PUV)

Presentation: PUV is a congenital obstruction of the male posterior urethra, typically
diagnosed in infancy or prenatally via ultrasound. Postnatally, it may present with poor
urinary stream, difficulty voiding, urinary tract infections, failure to thrive, or signs of renal
dysfunction. Severe cases may lead to respiratory distress from oligohydramnios-related
pulmonary hypoplasia.

Diagnosis: Initial diagnosis is often made with prenatal ultrasound showing bilateral
hydronephrosis and a distended bladder. Postnatal confirmation is done with a voiding
cystourethrogram (VCUG), which reveals a dilated posterior urethra and possible
vesicoureteral reflux. Renal ultrasound and serum creatinine help assess renal
involvement.

Management: Initial management focuses on bladder drainage using a feeding tube. The
resident may start with a 5 French feeding tube. If you put it in the freezer, it can stiffen up
for better results. Please make sure you do not insert the feeding too deep, as it may coil in
the bladder. If unable to insert a feeding tube, can try an 8 French Coude tip catheter if the
meatus allows. There are supplies in a special NICU cabinet for this.

Definitive treatment is endoscopic valve ablation. In severe or refractory cases, urinary
diversion may be needed. Long-term management includes monitoring for bladder
dysfunction, renal impairment, and urinary tract infections, often requiring
multidisciplinary follow-up.



Post-Neonatal Circumcision Bleed

Presentation: Bleeding after circumcision beyond the neonatal period presents with
visible bleeding from the circumcision site, persistent oozing, or soaking of
dressings/diapers. Severe cases may lead to signs of hypovolemia (tachycardia, pallor,
lethargy), especially in infants and young children.

Diagnosis: Diagnosis is clinical, based on physical examination of the circumcision site.
Important to assess the volume and source of bleeding (e.g., frenular artery, mucosal
edges). Consider underlying coagulopathy if bleeding is excessive or prolonged.

Management: |nitial management involves applying direct pressure with sterile gauze and
Coban. If bleeding persists, suture ligation may be required. In significant bleeds, IV fluids
and labs to assess hemoglobin and coagulation profile may be necessary. Hematology
referral is warranted if a bleeding disorder is suspected.

Postoperative Concerns: Notify faculty of any calls or consults related to
recently operated patients or patients with extensive urological surgical
history.

Common Postoperative Orders by Procedures

Post-Orchiopexy

e Pain Management: Advil and Tylenol alternating regularly for 48 hours, then as
needed (PRN)

Diet: Regular

Antibiotics: None

IV Fluids: None

Discharge: Home the same day

Follow-Up: Clinic in 4-6 weeks

Post-Circumcision

e Pain Management:
o Advil and Tylenol alternating regularly for 48 hours, then PRN
o Forolder children: ~8 tablets of low-dose morphine PRN
Diet: Regular
Antibiotics: None
IV Fluids: None
Discharge: Home the same day



Follow-Up: Clinic in 4-6 weeks
Wound Care:
o Polysporin to penis with each diaper change
o Forolder children: apply Polysporin multiple times daily

Post-Ureteral Reimplantation

Pain Management:

o Advil and Tylenol alternating regularly for 48 hours, then PRN

= Alternate between the two g3 hours while awake

o Morphine PRN
Bladder Spasm Control: Oxybutynin g8h
Antibiotics:

o Ancef x3 doses inpatient

o Transition to prophylactic antibiotics at home
Diet:

o Clearfluids on Day 1

o Advance to regular diet as tolerated on Day 2
IV Fluids: Continue for ~24 hours to prevent clot obstruction in catheter
Home Instructions:

o Continue oxybutynin g8h, Advil/Tylenol, and daily antibiotic prophylaxis
Follow-Up: ~4 weeks post-op for stent removal

Post-Hypospadias Repair

Pain Management:
o Advil and Tylenol alternating regularly for 48 hours, then PRN
o Forolder children: ~8 tablets of low-dose morphine PRN
Bladder Spasm Control: Oxybutynin g8h
Catheter Care:
o Double diaper technique
= Dr. Dave: Catheter through the first diaper, taped to the second
= Dr. Wang: Catheter runs along edge of first diaper, secured to second
Antibiotics: Prophylactic antibiotics for 14 days
IV Fluids: None
Diet: Regular
Dressing Care:
o First Stage Repairs: Do not remove any dressing before follow-up
o Polysporin to penis with each diaper change
o Dr. Dave: Soak off Coban dressing 48h post-op
o Dr.Wang: Leave Coban on; entire dressing and catheter remain in place until
clinic follow-up
Follow-Up: Clinic visit in 7-10 days



Post-Pyeloplasty

Pain Management:

o Advil and Tylenol alternating regularly for 48 hours, then PRN

= Alternate between the two g3 hours while awake

o Morphine PRN
Bladder Spasm Control: Oxybutynin gq8h
Antibiotics:

o Ancef x3 doses inpatient

o Transition to prophylactic antibiotics at home
Diet:

o Clearfluids on Day 1

o Advance toregular diet on Day 2
IV Fluids: Continue for ~24 hours to ensure catheter remains free of clots
Home Instructions:

o Continue oxybutynin g8h, Advil/Tylenol, and daily antibiotic prophylaxis
Follow-Up: ~4 weeks post-op for stent removal

Common Pediatric Urology Medications and Dosing

Keflex

Prophylaxis 20 mg/kg/day

Trimethoprim (TMP) Prophylaxis 2 mg/kg/day

Septra (based on TMP) | Prophylaxis 2 mg/kg/day

Macrobid Prophylaxis 2 mg/kg/day

Oxybutynin Bladder Spasm 0.2 mg/kg/dose g8h
Mirabegron Bladder Spasm 25 mg per day (>8 years old)
Buscopan Bladder Spams 10 -20 mg/dose TID

Amoxicillin

UTI Treatment

20-40 mg/kg/day

Septra UTI Treatment 4-6 mg/kg/day

Keflex UTI Treatment 50 mg/kg/day

Tylenol Pain 15 mg/kg/dose q6h

Ibuprofen Pain 10 mg/kg/dose g6h — caution renal impairment
Morphine Pain <6 months 0.1 mg/kg/dose q6h

Pain > 6 months

0.2 mg/kg/dose q6h

Desmopressin

Enuresis

0.2-0.6 mg at bedtime




Pediatric Urological Conditions

The following are common topics you will see and manage during your rotation. Please
ensure that you are familiar with the following:

Common Pediatric Conditions Video Lecture

The following link directs you to videos regarding various topics in pediatric urology. Please
watch all of the videos:

https://drive.google.com/drive/folders/1-
11tBBc6j7yKkE16NVs7RQgeC6UXvUI7?usp=sharing

Congenital Anomalies

e Hydronephrosis and Ureteropelvic Junction (UPJ) Obstruction: Pathophysiology,
diagnosis, and management.

e Vesicoureteral Reflux (VUR): Grading, treatment options, and long-term follow-up.

e Posterior Urethral Valves (PUV): Diagnosis in neonates, initial stabilization, and
surgical intervention.

o Ureterocele and Duplex Systems: Presentation and treatment strategies.

e Hypospadias and Epispadias: Classification, timing of surgical repair, and
outcomes.

e Prune Belly Syndrome: Associated anomalies and management approach.

e Cloacal Anomalies: Multidisciplinary care and surgical options.

Functional Disorders

¢ Nocturnal Enuresis: Evaluation and treatment approaches, including behavioral
therapy and pharmacological options.

o Daytime Voiding Dysfunction: Identification of different patterns and therapeutic
interventions.

¢ Neurogenic Bladder: Causes, urodynamic assessment, and management
strategies.

Scrotal and Testicular Conditions

e Undescended Testis (Cryptorchidism): Guidelines for referral and surgical timing.
o Testicular Torsion: Clinical features, diagnostic imaging, and surgical intervention.
¢ Hydrocele and Inguinal Hernia: Differentiation and surgical indications.

¢ Varicocele: Impact on fertility and management considerations.


https://drive.google.com/drive/folders/1-1ItBBc6j7yKkE16NVs7RQgeC6UXvUJ7?usp=sharing
https://drive.google.com/drive/folders/1-1ItBBc6j7yKkE16NVs7RQgeC6UXvUJ7?usp=sharing

Infections and Inflammatory Conditions

e Pediatric Urinary Tract Infections (UTI): Diagnosis, treatment, and imaging
indications.

e Antibiotic Prophylaxis in VUR: Risk stratification and duration of prophylaxis.

e Epididymitis and Orchitis: Causes, workup, and management.

Pediatric Urologic Oncology

e Wilms Tumor: Presentation, staging, and treatment.
e Rhabdomyosarcoma: Urological involvement and multimodal therapy.
e Testicular Tumors in Children: Workup and surgical considerations.

Imaging in Pediatric Urology

e Renal Bladder Ultrasound (RBUS): First-line imaging for hydronephrosis and UTls,
with interpretation guidelines.

e Voiding Cystourethrogram (VCUG): Indications, technique, and findings in VUR and
PUV.

¢ MAG3 Renal Scan: Dynamic assessment of renal function and obstruction severity.

¢ MRIin Pediatric Urology: Indications for complex congenital anomalies and tumor
assessment.

Urodynamics in Pediatric Urology

Indications, procedure, and interpretation in neurogenic bladder and voiding dysfunction.



Pediatric Urology Rotation — Key Contacts

a e Ad O
Dr. Dave Angela

Dr. Wang | Victoria Gast

Useful Resources & References

e Books: "Pediatric Urology for the General Urologist" and "Campbell-Walsh Pediatric
Urology"

e Guidelines: AUA & EAU pediatric urology guidelines

¢ Online Resources: Urology teaching websites and case studies

¢ KeyJournal Articles: Recent advancements and landmark studies in pediatric
urology.
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