REPRODUCTIVE HEALTH HISTORY  PRESENTATION ON 21/09/2022
BIODATA

Name		:	 J.G
Age		:           21 years
Gender           :            Female
Contact	:	 0710***616
Marital status	:	 Married
Occupation	:	 Businesswoman (Electronics repair)
Religion	:	 Christian
Residence	:	 Matero, Tigania West
Nearest Pr sch:	Lemaru primary school
Next of Kin	:	 Dorcas (Aunt)
Contact	:	 0728***320
Area Chief	:            N/A
Parity		:	 Para 0+0 Gravida 1
L.M.P              :           16/02/2022
G.B.D		:	 31 weeks 0 days
E.D.D		:	 23/11/2022
D.O.A		:	 11/09/2022
D.O.H		:	 19/09/2022
D.O.S		:	 10 days
 Ward		 :	 Antenatal Ward
Cube No	:	 3
Bed No	:	 5


CHIEF COMPLAIN
Per vaginal drainage of fluid  1/7
Lower abdominal pains 1/7








 HISTORY OF PRESENTING ILLNESS
The patient was well until a day prior admission when she presented with per vaginal drainage of clear non-smelly fluid which was sudden on onset, of slow continuous leak that later increased in amount of flow to the level of the foot. It was aggrevated by walking and relieved by lying down.
The patient also complained of lower abdominal pain which  was sudden on onset crampy, radiating to the back without specific timing and associated with fetal movements. It was aggravated by doing house chores and relieved by rest.  The pain was rated at  a severity of 4 on a scale of 1 to 10.
The patient slid a day before the drainage started while washing dishes but managed to support herself closer to a fall.
There is history of increased urine frequency, history of pain during urination, history of heartburn. There is no history of itching sensation while urinating, no history of urine incontinence, no history of multiple pregnancies in the family, no history of pain during coitus, no history of hotness of body, no history of difficulty or pain while swallowing, no history of diarrhea, no history of constipation, no history of vomiting, no history of loss of appetite.

REVIEW OF SYSTEMS
CENTRAL NERVOUS SYSTEM
· No history of blurring of vision
· No history of headache
· No history of dizziness 
· No history of fainting episodes
· No history of hearing loss
· No history of disturbance in sleep pattern

RESPIRATORY SYSTEM
· No history of cough 
· No history of difficulty in breathing 
· No history of chest pain



 CARDIOVASCULAR SYSTEM
· History of easy fatiguability
· No history of awareness of heartbeat
· No history of swelling of lower limbs 
· No history of difficulty in breathing while lying down

OBSTETRIC AND GYNECOLOGICAL HISTORY 
Current obstetric history 
Parity :	Para 0+0 gravida 1
L.M.P :	16/02/2022
G.B.D:		 31 weeks 0 days
E.D.D : 	23/11/2022

ANC Profile
HB		: 	8.0 g/dl
Blood Group	:	 B rhesus positive
VDRL		:	 None Reactive
HIV		:	 None reactive
Urinalysis	:	 No abnormalities detected
Received Tetanus toxoids one and two
Received iron-folic acid supplements
Attended 3 ANC visits
Early symptoms of pregnancy
· There was enlargement of breasts.
· Nausea and vomiting which subsided after the 12th week of pregnancy.
· She perceived her first fetal movements at 6 months of pregnancy.
· No history of leg cramps

Danger signs of pregnancy
· No history of per vaginal bleeding 
· No history of severe headache
· No history of loss of consciousness 
· No history of per vaginal discharge
 Past obstetric history 
· Not applicable 

GYNECOLOGICAL HISTORY
· Menarche at 14 years
  She has a regular menstrual cycle of 28 days, a flow of 3 days with 3 fully soaked pads
· There is history of painful menstruation 
· There is history of use of contraceptives. She used combined oral contraceptives(femiplan) for 1 year in 2020, then changed to injectables (depo provera) which she used from May to July 2021  and thereafter resorted to femiplan from September to November 2021 then stopped. 
· There is no history of intermenstrual bleeding.
· No history of  sexually transmitted diseases.
· No history of cervical cancer screening.

PAST MEDICAL AND SURGICAL HISTORY
This is an index admission with no history of drugs and food allergies, no history of surgical operations, no history of exposure to radiation.

PERSONAL SOCIAL ECONOMIC HISTORY 
She is a form four leaver, married businesswoman (electronics repair), living in a semi-permanent house of one door, two rooms,3 windows and is well ventilated. She uses tap water for domestic chores and mineral water for drinking. She takes a balanced diet consisting of fruits, vegetables, ugali and cereals. She disposes household waste in a dust pit located 15 metres away from the house and the pit latrine is 20 metres away. She likes cooking, singing and dancing during her free time. She does not smoke any substance or take alcohol. 

FAMILY HISTORY
She is the only child in the family. Her father is alive and well, the mother died when she was at the age of six months for reasons unknown to her. There is no history of chronic illnesses in the family such as asthma, TB, hypertension or diabetes mellitus.

SUMMARY 
This is the history of J.G 21 years old, para 0+0 gravida 1 who presented with per vaginal drainage of fluid for one day and lower abdominal pain for one day. Her LMP was on 16/02/2022, GBD of 31 weeks 0 days, and EDD of 23/11/2022. The ultrasound results showed a single live intrauterine fetus, in a longitudinal lie, with cephalic presentation with reduced amniotic fluid. Full hemogram results showed her WBCs of 10 X109 /L, HB of 10.2g/dl and platelets of 289 X109 /L.
She is currently on per oral erythromycin 500 mg QID x 5/7, per oral metronidazole 400 mg TDS x 5/7, IV magnesium sulfate 4mg stat, IM dexamethasone 12mg BD x 2/7, per oral paracetamol 1g TDS x 3/7 and esomeprazole 40 mg OD x 5/7. The per vaginal draining has subsided to spotting, there are no lower abdominal pains, she's responding well to medication and advised to be on a complete bed rest.

PHYSICAL EXAMINATION
General examination 
The patient is in a fair general condition with good nutritional status, sitting in an upright posture on the bed and well groomed.
· No jaundice
· No pallor
· No cyanosis 
· No oral thrush
· No lymphadenopathy 
· No oedema 
· No finger clubbing 
· No dehydration 

VITAL SIGNS 
	Parameter
	On the day of history taking 
	Normal values

	Temperature 
	36.50   C
	36.5 – 37.5  (0 C )

	Pulse ate 
	91
	60-100 (beats/min)

	Blood pressure
	102/76
	Systolic 90-140
Diastole 60-90 (mmHg)

	Respiratory rate
	18
	14-20 (breaths/min)

	Fetal heart rate 
	140
	120  - 160 (beats/min)









SYSTEMIC EXAMINATION
PER ABDOMEN EXAMINATION 
Inspection
· The abdomen is symmetrically distended moving with respiration 
· There is linear nigra without striae gravidarum 
· Umbilicus is everted
· No hypo/hyperpigmentation 
· No visible prominent vessels 
· There is no therapeutic or cosmetic scars
Palpation 
Light palpation 
· The abdomen is enlarged with palpable fetal parts
· No change in local temperature 
· No tenderness 
Leopold’s maneuver
Fungal grip:  fundal height at 28 weeks gestation
Umbilical grip: longitudinal lie
Pawlick grip: cephalic presentation 
Pelvic grip: 5/5
Auscultation 
Fetal heart rate 140 beats per minute

CARDIOVASCULAR SYSTEM 
Inspection 
· Chest wall is symmetrical 
· No hyperactivity of pericardium 
· No chest deformities 
Palpation 
· The apex beat perceived at 4th Intercoastal space on the left mid clavicular line 
· No heaves
· No thrills 
Auscultation 
Normal S1 and S2 heard 
No murmurs 


RESPIRATORY SYSTEM 
Inspection 
· [bookmark: _Hlk114602629]No flaring of alae nasae 
· Normal chest movements
· No use of accessory muscles 
· No hyper/ hypopigmentation 
· No therapeutic or cosmetic scars
· No swelling or obvious masses	
Palpation
· The trachea is centrally placed 
· Chest expansion is symmetrical 
· Tactile fremitus appreciated 
· No tenderness
· No palpable masses 
· No increased local temperature 

 Percussion 
· Resonance note appreciated 
Auscultation
· Normal vesicular breath sounds
· Vocal fremitus appreciated 
· No added sounds

NEUROLOGICAL EXAMINATION 
Higher centers
The patient is conscious, well oriented with time, place, and person.  The speech is coherent and her immediate, short-term and long-term memory is intact as she could remember what she ate the previous night, the date of inauguration of the fifth president of the republic of Kenya and when Kenya got her independence. Her intellectual capacity is intact as she could carry out simple arithmetic operations.

Cranial Nerves 
CN1: Olfactory nerve 
Intact as the patient can differentiate between the smell of an orange and alcohol swab.
CN2: Optic nerve
The patient could read letters and differentiate colors from a distance of six metres.
CN 3 ,4 and 6 Oculomotor, Trochlear and Abducens 
Intact as a papillary reaction to light is normal; the pupil constricts when a ray of pen torch is introduced, and she could follow object moved in all directions.
CN 5: Trigeminal 
Is intact since the patient could clench her teeth and differentiate the sensation of cotton and pen lid passed on the sides of the face.
CN 7: Facial nerve
Intact as the patient could smile, blink eyes, frown, and raise eyebrows.
CN 8: Vestibulocochlear
Intact as the patient could perceive words whispered at a distance.
 CN 9 and 10 Glossopharyngeal and Vagus nerve
Intact as the patient gagged when she tried to place her fingers over the soft palate and was also able to swallow.
CN 11: Accessory
Intact as the patient could turn her neck against resistance and shrug her shoulders
CN 12: Hypoglossal
Intact as the patient could move her tongue out of the mouth and roll in all directions.

Signs of meningeal irritation
· Neck is soft 
· Brudzinski sign negative 
· Kerning sign negative

MOTOR ASSESSMENT
Inspection
The patient has normal muscle bulk. 
Palpation
Muscle tone is normotonic 
Muscle power:       Right upper limb 5/5
                               Left upper limb 5/5
                               Right and left lower limbs 5/5

REFLEXES
· Brachial reflex present 
· Triceps reflex present 
· Biceps reflex present
· Plantar reflex negative
· Corneal reflex present 
Sensory functions
· Superficial touch is normal
· Normal pain sensation 
· Point sensation present 

IMPRESSION 
Preterm premature rupture of membrane in primigravida at 31 weeks gestation

DIFFERENTIAL DIAGNOSIS 
· Urine incontinence 
· Hydrorrhea gravidarum 
· Vaginitis 
· Urinary tract infections 
MANAGEMENT 
Investigations 
· Urine for urinalysis 
· Ultrasonography 
· Blood for Full hemogram 
· Aseptic speculum examination 
· Amniocentesis 
· High vaginal swab for culture and sensitivity 
Supportive management
· Give IV fluids – normal saline 
· Admit to the antennal ward
· Strict bed rest
· Monitor maternal vital signs 4 hourly
· Monitor fetal heart rate
· Provide kick charts
· Provide sterile pads





Specific management 
IV ceftriaxone 2g OD x 7/7
IV metronidazole 500mg TDS X 7/7
IM Dexamethasone 12mg BD X 1/7
IV magnesium Sulphate 4mg stat
Per oral paracetamol 1g TDS X3/7 

COMPLICATIONS 
· Preterm labor 
· Prematurity 
· Chorioamnionitis 
· Placenta abruptio 
· Fetal pulmonary hypoplasia due to oligohydramnios 
· Postpartum hemorrhage 
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