Nausea and hyperemesis in pregnancy – BMJ article June 11 2011
Learning points

Nausea and vomiting is common and in about 1/3 of pregnant women, symptoms are of clinical relevance, with both physical and psychosocial sequelae. 

Although colloquially referred to as “morning sickness,” for many women symptoms persist over the whole day, with a broad spectrum of severity ranging from occasional nausea to fulminant and intractable vomiting. 

Nausea and vomiting begin in the first trimester, at about six to eight weeks’ gestation, typically peaking at about nine weeks’ gestation and settling by about 12 weeks. Only a minority of women have symptoms after 20 weeks of gestation. 

Different definitions of hyperemesis gravidarum exist, but the important features are intractable vomiting associated with weight loss of more than 5% of pre-pregnancy weight, dehydration, electrolyte imbalances, ketosis, and the need for admission to hospital.

Hyperemesis gravidarum tends to recur in subsequent pregnancies, so absence of a history of nausea and vomiting in previous pregnancies makes the diagnosis less likely.

Assessing a patient with nausea & vomiting

Calculate gestation – Underlying cause very likely if it develops after 12/40
· ? any identifiable / avoidable triggers

· BP & Pulse & wt & hydration status

· ? Right size for dates - ? multiple ? molar pregnancy

· TTU – re ? UTI or Ketonuria

· Send MSU

· Consider performing U&Es and TSH
Advice

Advise women to avoid exposure to triggers such as specific odours and particular foods. Symptoms may be reduced by eating dry bland foods, little and often, and ensuring adequate hydration.

Non-drug treatments include dietary modifications and alternative treatments, such as ginger (and other herbal remedies—for example, chamomile and peppermint), acupuncture and B6 acupressure, psychosocial interventions, and behavioural interventions. Drug treatments go hand in hand with adequate hydration. If hyperemesis gravidarum develops, intravenous rehydration and vitamin supplementation need to be instituted to avoid potential complications

· Cyclizine 50 mg orally, intramuscularly, or intravenously, three times daily

· Metoclopramide 10 mg orally, intramuscularly, or intravenously, three times daily

· Prochlorperazine 5 mg orally, 12.5 mg intramuscularly or intravenously, three times daily; 25 mg rectally, followed if necessary six hours later by an oral dose 

· Promethazine 25 mg orally, at night

· Chlorpromazine 10-25 mg orally up to three times daily; 25 mg intramuscularly, three times daily 

· Domperidone 10 mg orally, four times daily; 30-60 mg rectally, three times daily 

· Omeprazole or ranitidine can alos be used in pregnancy if relux is an issue

Criteria for referral to secondary care

· Continued nausea and vomiting associated with ketonuria or weight loss (>5% body weight), despite oral antiemetics

· Continued nausea and vomiting and inability to keep down oral antiemetics

· Confirmed or suspected comorbidity (such as confirmed urinary tract infection and unable to tolerate oral antibiotics)
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