Hyperemesis gravidarum and nausea

and vomiting in pregnhancy
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Target audience = All healthcare professionals caring for pregnant women/people.
Patient group All pregnant inidividuals. The term ‘women/pregnant people’ is
used within this document to include women, girls, trans men, and
non-binary and intersex people, who are pregnant or have
recently been pregnant.
Summary

Initial assessment
Exclude other causes and consider underlying medical diagnoses.
Record the PUQE (Pregnancy-Unique Quantification of Emesis)

score (mild/moderate/severe).
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Mild (suitable for
community
management)

First-line oral antiemetic

If already on an
antiemetic, consider
combination

If still not responsive,
consider second-line
antiemetic

Consider oral thiamine in
those with severely
reduced dietary intake

Oral folic acid (until 11+6
weeks of gestation)

Moderate (managed via maternity triage)
IV access
FBC, LFT’s, U&E’s

IV fluids - 1000ml Plasma-Lyte 148 over 2 hours followed by
2 bags of 500ml NaCl 0.9% with 10mmol potassium chloride
over 1 hour

Stop any non-essential medications which may be
worsening symptoms eg. iron therapy, vitamin replacement

Stat IM 12.5mg prochlorperazine or alternative parenteral
stat antiemetic

Start with first-line agent unless patient’s drug history shows
this was not effective or there is a history of drug reaction. A
combination of therapies may be required.

Oral thiamine
Oral folic acid (until 11+6 weeks of gestation)
Oral omeprazole for symptomatic relief

Consider ultrasonographic assessment

Severe (managed via
inpatient admission)

Offer admission to hospital

Management as per moderate
category plus:

Regular antiemetic prescription
Daily consultant ward round
Daily FBC, U&E’s, LFT’s

Prophylactic low molecular
weight heparin

IV vitamin B and C high
potency concentrate for solution
for infusion (see page 11)

Continuation of IV fluids as per
U&E’s and patient’s symptoms.
Monitor fluid balance.

Consideration of corticosteroids

Oral folic acid (until 11+6 weeks
of gestation)

e Rest.

e NHS Inform.

e  Drink plenty fluids.
e Eat small, frequent meals that are high in carbohydrate and low in fat.

General advice for all women/pregnant people with nausea and vomiting in pregnancy (NVP):

e  Ensure compliance with medication.

Signpost to available resources:

e Pregnancy Sickness Support.
e RCOG patient information leaflet.
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Abbreviations

A&E — accident and emergency

FBC — full blood count

DKA — diabetic ketoacidosis

GTT — glucose tolerance test

HG — hyperemesis gravidarum

IM — intramuscular

IV — intravenous

LFT — liver function test

MEWS — maternity early warning score

MNPI — maternity and neonatal psychological interventions
MSSU — mid-stream specimen of urine

NaCl — sodium chloride

NHS — National Health Service

NVP — nausea & vomiting of pregnancy

PND — postnatal depression

PO — oral

PR — by rectum

PTSD — post-traumatic stress disorder

PUQE - pregnancy-unique quantification of emesis
RCOG — Royal College of Obstetricians and Gynaecologists
U&E — urea and electrolyte

UTI — urinary tract infection

Stat — at once

TFT — thyroid function test

TOP — termination of pregnancy

VBG - venous blood gas
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Introduction

Nausea and vomiting of pregnancy (NVP) affects up to 90% of women/pregnant
people. NVP is defined as “the symptoms of nausea and/or vomiting during pregnancy
when onset is prior to 16 weeks of gestation and where there are no other causes
identified”.

Hyperemesis gravidarum (HG) affects up to 3.6% of pregnant women/people. HG is
defined as “nausea and/or vomiting that is a severe enough to cause an inability to eat
and drink normally and strongly limits daily activities of living”. Signs of dehydration
are contributory to diagnosis. Ketonuria is not an indicator of dehydration and should
not be used to assess severity.

Significant weight loss, malnutrition, increased risk of venous thromboembolism, fetal
growth restriction, pre-term birth, low mood and psychological trauma are all well-
recognised sequelae of this diagnosis. In some cases, women/pregnant people
access termination of pregnancy services due to the severity of their symptoms. Life-
threatening complications are also described, although are less common. Social,
financial and psychological impacts to the patient and their families are frequent
concerns.

Effective, early treatment of this condition is essential to not only minimise effects on
the patient themself but also to reduce the chances of antenatal admission with the
resulting financial implications to the NHS.

Aims

This document aims to provide guidance regarding the diagnosis and management of
NVP and HG in maternity and community settings within NHS Lanarkshire.

The following categories of healthcare professionals can use this guideline in their
daily practice:

= community midwives.

= hospital midwives.

= general practitioners.

= A&E medical and nursing staff.

= Obstetricians and gynaecologists.
This guidance provides information on the assessment and management of HG on
three different escalation levels, based on the severity of the condition.
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Initial assessment

e History
o Nausea and/or vomiting.
o Previous history of NVP/HG.
o Ptyalism (hypersalivation).
o Poor oral intake.
o Effect on quality of life and mental health.
e Exclude background that may warrant a medical review (see below).
e Observations (document on a MEWS chart):
o Heart rate.
Respiratory rate.
Blood pressure.
Temperature.
Oxygen saturations.
e Examination:
o Patient’s weight.
o Abdominal examination/palpation.
o Signs of dehydration/malnutrition.
o Urinalysis +/- send MSSU (if applicable) — ketonuria is not an indicator
of dehydration and should not be used to assess severity.
e Calculate PUQE-24 score as below (the score is the sum of replies to each of
the three questions):

o O O O

Question/points 1 2 3 4 5

In the last 24 hours, for | Not at all | 1 hour or | 2-3 4-6 hours | More

how long have you felt less hours than 6

nauseated or sick to your hours

stomach?

In the last 24 hours, have | | did not | 1-2 3-4 5-6 times |7 or

you vomited or thrown up? | throw up | times times more
times

In the last 24 hours, how | No times | 1-2 3-4 5-6 times |7 or

many times have you had times times more

retching or dry heaves times

without bringing anything

up?

e Location of management:
o PUQE score <7 (mild) — consider community management.

o PUQE score > 12 (severe) — consider inpatient hospital admission
to ward 23.
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Medical assessment

Obtain medical review in the event of:

¢ Abnormal patient examination or observations.
¢ Additional symptoms:
o Abdominal pain.
Vaginal bleeding.
Diarrhoea.
Urinary symptoms.
Shortness of breath.
Chest pain.
Other cardiorespiratory symptoms of concern.
Neurological symptoms such as confusion, nystagmus or ataxia which
may raise suspicion of Wernicke’s encephalopathy.
¢ Abnormal blood results.
e Third presentation with similar symptoms.
e Rapid weight loss or weight loss of 5% or more from first recorded pregnancy
weight.
e 16 weeks of gestation or more.
¢ Significant medical comorbidies such as diabetes, cardiac history, inflammatory
bowel disease, epilepsy, HIV, hypoadrenalism or psychiatric disease which
may be complicated by lack of oral intake of essential medications.
e Significant surgical history such as gastric bypass, band or sleeve.
e If other causes of NVP are suspected such as:
o Peptic ulcer disease.
Appendicitis.
Gastrointestinal obstruction.
UTI.
Drug-induced.
Cholecystitis.
Gastroenteritis.
Pancreatitis.
Neurological disorder or history of head trauma.
Oesophageal dysfunction.
o Chronic Helicobacter pylori infection.
e Other medical considerations:

o HG should be considered after the exclusion of other possible causes of
NVP. In the event of additional symptoms of concern, additional
investigations, imaging, escalation to a senior obstetrician and
involvement of additional specialties may be necessary.

o Patients with co-existing type 1 diabetes mellitus — in the event of
persistent vomiting, women/pregnant people should be admitted and
commenced on a variable rate insulin infusion (even in the absence of
DKA).

o HG is associated with hyponatraemia, hypokalaemia, low serum urea,
raised haematocrit and ketonuria with a metabolic hypochloraemic
alkalosis. If severe, a metabolic acidosis may develop.

0 OO0 O O O O

0 OO0 O O O O 0 O
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o 75% of women/pregnant people with HG can have abnormal
thyroid function tests with a raised free thyroxine level with or without a
suppressed thyroid stimulation hormone level. They are euthyroid
clinically and rarely have thyroid antibodies. The biochemical
thyrotoxicosis resolves as HG improves and treatment with antithyroid
drugs is unnecessary.

o Abnormal liver function — this can be abnormal in up to 40% of
women/pregnant people with HG. Usually a rise in transaminases is
seen. Levels of bilirubin and amylase may also be seen. These improve
as HG resolves.

Investigations

Urinalysis.

Mid-stream specimen of urine for culture (if urinalysis has signs of infection).
U&E’s (to assess for acute kidney injury as well as electrolyte imbalances such
as hypo/hyperkalaemia or hyponatraemia and to guide fluid/electrolyte
replacement).

Full blood count (to rule out infection and assessing dehydration which may be
suggested by a raised haemoglobin or haematocrit).

Blood glucose (to assess for diabetes or DKA).

Amylase (if symptoms and signs suggestive of pancreatitis).

Venous blood gas including lactate (in severe cases to exclude metabolic
disturbances).

LFT’s.

Next available routine/outpatient sonography-led ultrasound scan — to assess
for viability, multiple pregnancy and/or trophoblastic disease (unlikely to be
performed on the same day as first presentation).
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General advice for all women/pregnant people with nausea and vomiting in pregnancy

(NVP):

e Ensure compliance with medication.

e Rest.

Drink plenty fluids.
Eat small, frequent meals that are high in carbohydrate and low in fat.

Mild (PUQE
score <7,
suitable for
community
management)

Oral hydration

First-line oral
antiemetic

If already on
antiemetic,
consider
combination
therapy if non-
responsive.

If still not
responsive,
consider second-
line antiemetic.

Consider oral
thiamine in those
with severely
reduced dietary
intake

Oral folic acid
(until 11+6 weeks
of gestation)

Moderate (PUQE score 7-12,
managed via maternity triage)

Obtain IV access
Send FBC, LFT’s, U&E’s

IV fluids (check for
contraindications): 1000ml Plasma-
Lyte 148 over 2 hours then 2 x
500ml sodium chloride 0.9% with
10mmol potassium chloride over 1
hour (if potassium normal)

Stop non-essential medications
which may worsen symptoms eg.
iron therapy, vitamins

12.5mg intramuscular
prochlorperazine or, if
contraindicated, offer alternative
parental stat anti-emetic

Commence regular first-line agent
unless tried previously or not
tolerated. Combination therapy
may be required

Oral thiamine

Oral omeprazole for symptomatic
relief

Oral folic acid (until 11+6 weeks of
gestation)

Consider ultrasonographic
assessment (if not already
performed) to rule out multiple or
molar pregnancy

Severe (PUQE score > 12, managed via
inpatient admission)

Offer admission to ward 23 (manage in
triage if patient wishes)

Management as per moderate column
Regular anti-emetics
Daily consultant assessment of:

e ongoing symptoms

e optimisation of antiemetic therapy

e assessment of “bigger picture”
including overall weight loss,
number of presentations, recurence
of symptoms

Daily FBC, U&E’s, LFT’s

Prophylactic low molecular weight heparin
(if not contraindicated)

IV vitamin B and C high potency
concentrate for solution for infusion (see
page 11)

Continuation of IV fluids as per U&E’s and
symptoms

Oral folic acid (until 11+6 weeks of
gestation)

Monitor fluid balance

Consideration of corticosteroids. Factors
may include:

e >5% weight loss
e Multiple inpatient admissions
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Medications

Antiemetics
First-line

Where a single first-line anti-emetic in ineffective, try a combination of two first-line
anti-emetics from different classes before adding a second-line anti-emetic.

e Cyclizine (antihistamine):

o Oral, intramuscular or intravenous — 50mg up to three times a day.

¢ Promethazine (antihistamine):

o Oral, intramuscular or intravenous - 12.5-25mg every 4-8 hours (max. dose
is 100mg in 24 hours) — advise patients of potential side effects including
sedation.

e Prochlorperazine (phenothiazine):

o Oral - 5-10mg every 6-8 hours (max. three doses in 24 hours).

o Buccal — 3mg every 12 hours (max. 12mg in 24 hours).

o Intramuscular/intravenous — 12.5mg every 8 hours (max. three doses in 24
hours).

e Chlorpromazine (phenothiazine):
o 10-25mg every 4-6 hours (oral/intramuscular/intravenous).
e Doxylamine with pyridoxine (antihistamine with vitamin Be)

o This is the only licenced medication for NVP.

o Oral - 20/20mg once daily for 2 days to be taken at night, increased by an
additional 10/10mg in morning and 10/10mg at lunchtime if required.

o Maximum dose is 40/40mg per day.

o Please note that this medication is currently not recommended by the
Scottish Medicines Consortium (May 2019) and is therefore not available
on NHS Lanarkshire’s formulary. Consider PACS2 request form
(https://www.rightdecisions.scot.nhs.uk/media/1448/form-peer-approved-
clinical-system-tier-2-pacs-2.pdf) for access to this medication in
women/pregnant people who present at least twice to maternity triage or
those who require admission to hospital. Paperwork should be completed
by a senior secondary care clinician and is not therefore deemed currently
suitable for prescription via primary care.

Drug-induced extrapyramidal symptoms and oculogyric crises can occur with
phenothiazines. Promethazine, cyclizine and prochlorperazine use in the latter part of
the third trimester may cause adverse effects in neonates such as irritability,
paradoxical excitability, and tremor.

Second-line

e Ondansetron (serotonin 5HT3 receptor antagonist):
o 4mg oral every 8 hours (max. three doses in 24 hours).
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o 8mg IV over 15 minutes every 12 hours. Lanarkshire

Advise women of side effect of constipation and offer regular laxatives.

o Provide patient information leaflet regarding epidemiological data
regarding orofacial cleft - very small increase in its absolute risk with
ondansetron use in first trimester.

(©]

Metoclopramide (dopamine receptor antagonist):

o 5-10mg orally every 8 hours (max. 5 days, dose should be reduced if under
60kg, up to 500 micrograms/kg/day in 3 divided doses for women/pregnant
people in this weight category. Additionally, under 18 years should be 100-
150 micrograms/kg up to three times daily, max. 10mg per dose).

o Intravenous doses should be administered by slow bolus injection over at
least 3 minutes to help minimise risk of extra-pyramidal side effects.

o Metoclopramide is safe for use in pregnancy and may be effective but due
to risk of tardive dyskinesia and extrapyramidal effects, it should be used
for a maximum of 5 days.

o Avoid using metoclopramide in combination with cyclizine.

Corticosteroids

Corticosteroids should be reserved for cases where standard therapy has not worked
and the patient has been counselled by a consultant obstetrician. Counselling should
be documented in BadgerNet notes.

Admit to ward 23.

Prescribe 1V hydrocortisone 100mg 12 hourly.

With clinical improvement, switch to oral prednisolone 40-50mg daily in divided
doses.

The dose of oral prednisolone then needs to be gradually reduced down to the
lowest maintenance dose to control symptoms.

Consider cessation if and when appropriate.

Some women/pregnant people will not be able to tolerate cessation of
corticosteroids and this should NOT be advised. Some women/pregnant people
in severe cases will need to remain on prednisolone for the remainder of their
pregnancy.

Weekly daycare or antenatal clinic consultant review should be arranged in all
cases when a woman/pregnant person is discharged with corticosteroid
prescription.

If women/pregnant people are prescribed corticosteroids for more than 7 days
this must be discontinued on a reducing course to avoid the risk of adrenal
failure.

Regular fetal growth scans should be organised from 28 weeks of gestation if
a continuing prescription of prednisolone is required.

Those on long-term corticosteroid therapy have a small increased risk of
neonatal adrenal suppression — patient should be counselled and a neonatal
alert to be added to BadgerNet.
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¢ Those on long-term corticosteroid therapy should have a steroid warning anarishire

card supplied and explained.
e Those on long-term corticosteroid therapy should have a glucose tolerance test
(GTT) performed to rule out diabetes mellitus.

Other medications

e Oral thiamine 100mg three times a day for those with reduced dietry intake until
symptoms resolve.

o Thiamine (vitamin B1) deficiency can cause Wernicke’s encephalopathy
in women/pregnant people with HG. This is preventable, and has serious
and even permanent risks of impairment if occurs. Continue treatment
as long as symptoms of NVP persist.

Intravenous vitamin B and C high potency concentrate for solution — dilute 1
pair (ampoules 1 and 2) in 100ml 0.9% NaCl and administer over 30 minutes.
Folic acid 5mg daily in women/pregnant people up to 11+6 weeks of gestation.
Omeprazole 20mg orally once daily can be used in women/pregnant people
with symptoms of gastro-oesophageal reflux disease, oesophagitis or gastritis.
Prophylactic low molecular weight heparin (as per booking weight) if
appropriate.

Drugs to avoid in women/pregnant people with HG:

e Dextrose - can precipitate Wernicke’'s encephalopathy.

e Oral iron therapy — women/pregnant people should consider avoiding iron-
containing preparations if these exacerbate symptoms or consider alternative
route of administering iron.

Follow-up

e Ensure prescription of regular oral antiemetic therapy.

e Those discharged on prednisolone should have weekly consultant review in
either the antenatal clinic or antenatal day unit to facilitate a suitable reduction
in dose with manageable patient symptoms.

e Ensure patient knows how to access further care (provide contact numbers) if
symptoms recur.

e Outpatient antenatal clinic follow-up should be arranged for all women/pregnant
people requiring antenatal admission.

e |If symptoms of HG persists beyond 20 weeks of gestation, arrange for serial
growth scans.

e Provide advice and leaflets regarding patient support groups.

e Patients with severe HG are at risk of postnatal depression (PND), anxiety and
PTSD therefore consider referral to the MNPI service.

e Women/pregnant people with previous HG should be advised that there is a
risk of recurrence in future pregnancies.
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Multidisciplinary team members to consider in
complex cases

Other considerations

Enteral tube and parenteral nutrition

Dietician.
Gastroenterology.
Pharmacist.
Mental health team.
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e Should be a measure of last resort after failure of all other medical interventions.
e Need to be decided in multidisciplinary context.

Pregnancy termination

Women/pregnant people who wish to discuss the option of termination of pregnancy
due to the severity of their symptoms should have detailed and sensitive counselling

with a well-informed consultant obstetrician.

The woman/pregnant person’s specific concerns should be thoroughly explored and
the medical team have a duty of care to ensure that all therapeutics options have been
offered. Referral to the MNPI services should also be offered.

In the event that the woman/pregnant person still wishes to proceed, a referral to the

Women’s Health Unit should be facilitated by the obstetric team.
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