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Hutt Maternity Policies provide guidance for the midwives and medical staff working in Hutt 
Maternity Services.  Please discuss policies relevant to your care with your Lead Maternity Carer.  
 
 

INTRODUCTION 
Nausea and vomiting are common symptoms of pregnancy, with prevalence varying in different parts of 
the world. It is thought to affect up to 80% of pregnant women. Hyperemesis gravidarum is a severe form 
of nausea & vomiting in pregnancy which frequently requires hospital admission. 
 

PURPOSE 
The purpose of this guideline is to facilitate the safe and effective care of a patient with hyperemesis 
gravidarum (gynaecology or maternity admission) within Hutt Valley District Health 
 

SCOPE 
All medical and midwifery staff employed by Hutt Valley DHB.  All Hutt Valley DHB maternity access 
holders. 
 

DEFINITIONS 
There is no accepted definition for NVP (nausea and vomiting in pregnancy), or the more severe disorder, 
hyperemesis gravidarum; however, it is generally described as symptoms of severe nausea, vomiting, 
and/or dry-wretching commencing in the first trimester of pregnancy and without another cause. 
Vomiting subsequently interferes with fluid intake and nutrition status resulting in malnutrition and/or 
weight loss, and fluid, electrolyte, and acid-base imbalance. 
 

Several scoring systems exist for quantitating nausea and vomiting including the Rhodes Score (9) 
(originally designed for chemotherapy patients) and the Motherisk Pregnancy-Unique Quantification of 
Emesis and Nausea (PUQE) scoring index (see appendix) which has been validated and proven simpler 
and equally reliable as the Rhodes score (10). The PUQE system assesses the severity of nausea and 
vomiting with three questions relating to duration of nausea, and frequency of vomiting and dry retching 
symptoms. The PUQE-24 scored over 24 hours, has more recently been established to correlate closely 
with the woman’s own estimate of overall physical and mental well-being (P < 0.001), as well as important 
practical indicators of severity, such as rates of hospitalization and emergency room visits. 
 

SOMANZ proposed definitions:  
 

Nausea and vomiting of pregnancy (NVP):  
Nausea, vomiting, and/or dry retching caused by pregnancy, with symptoms commencing in the first 
trimester without an alternate diagnosis. Severity is based on the PUQE-24 Score (11) [LOE-I]. 
 

 Mild: PUQE-24 = 4 – 6 

 Moderate: PUQE-24 = 7 – 12 

 Severe: PUQE-24 > 13 

Hyperemesis Gravidarum 
Type: Policy HDSS Certification Standard [Optional] 

Issued by:  Maternity Quality Committee Version:  1.0 

Applicable to: Women’s Health Contact person: Gynae Lead  
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Hyperemesis Gravidarum 
Nausea and/or vomiting caused by pregnancy leading to significant reduction of oral intake and weight 
loss of at least 5% compared with pre-pregnancy, with or without dehydration and/or electrolyte 
abnormalities. By definition this condition is considered severe.  
 

All women should be asked about NVP at each visit between 4 and 16 weeks, and if present, severity 
should be assessed by PUQE-24 score, measurement of weight, and hydration status.  
 

Indications for hospital admission 

 Not responding to initial outpatient management 
o Ongoing nausea -and vomiting, and not tolerating oral anti-emetics 
o Ongoing nausea and vomiting with associated ketonuria, and/or weight loss >5% pre-

pregnancy weight despite oral anti-emetics 
o Patients who do not respond to IV fluids in ED 

 Severe electrolyte imbalance and/or severe dehydration on clinical assessment 

 Weight loss >5% pre-pregnancy weight 

 Associated psycho-social factors more appropriately addressed as inpatient 

 Concurrent significant co-morbidities, e.g. type I diabetes, poorly-controlled epilepsy, transplant 
recipients, or those requiring essential immunosuppression  

 

Women with hyperemesis who have already been seen by the obstetrics and gynaecology service, and 
where dehydration is only mild to moderate, may be managed on an outpatient basis. Intravenous 
therapy may be given in ED if required. 
 

Risks and Precautions 
Although rare, there is significant morbidity which may be associated with hyperemesis gravidarum. 
Maternal mortality from severe hyperemesis has been virtually eliminated with widespread use of 
intravenous fluids and anti-emetics. 
 

 Risks 

 Dehydration  

 Electrolyte disturbance 

 Hypokalaemia leading to cardiac arrhythmias and muscle weakness  

 Hyponatraemia leading to confusion, headache, vomiting and seizures (Avoid rapid correction of 
sodium which can lead to central pontine myelinosis )  

 Severe weight loss/malnutrition with muscle wasting 

 Vitamin Deficiencies 
o Thiamine ( Vitamin B1 ) deficiency leading to Wernicke’s encephalopathy  
 ** Can be precipitated by giving IV dextrose ** 
o Vitamin B6 and B12 deficiency ( leading to anaemia and peripheral neuropathy ) 

 Oesophageal rupture or perforation, Mallory-Weiss tear, pneumothorax, pneumomediastinum  

 VTE (venous thromboembolism) – increased risk due to combination of pregnancy, immobility, and 
dehydration. Consider using sequential calf compression devices or low molecular weight heparin 
(LMWH). 

 Renal failure (very rare) 

 Increased likelihood of woman requesting termination of pregnancy 

 Depression 

 Seizures, coma, death 
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PROCEDURE 
 

General Management Plan for Women with Hyperemesis 
 

Initial assessment 
 

1. Clinical Assessment   Full history and examination  

 Beware of Hyperemesis that starts after 12 weeks gestation: have a 
high index of suspicion for other causes 

 Assess nausea and vomiting, ptyalism – duration and amount 

 Assess current weight and pre-pregnancy weight 

 Assess urine output/ketones 

 Assess hydration status, including JVP and skin turgor 

 Baseline observations, including lying/standing BP 

2. Investigations  MSU and urinalysis for ketones 

 FBC, U&E (Na, K), CR, LFTs, bHCG 

 TFTs * 

 USS – to exclude hydatidiform mole/trophoblastic disease or 
multiple pregnancy 

 Booking bloods if woman not booked 

3. Assess for other 
factors 

 Thyroid, gastro-intestinal causes (eg gastritis, cholecystitis, 
appendicitis, hepatitis, etc.), migraine, other neurological / central 
nervous system causes, UTI, ear nose throat disease 

 Social issues 

4. Nutrition   Encourage oral intake – eat and drink as tolerated 

 Dietitian review – for assessment of nutritional status and 
documentation of nutrition plan and education 

 Enteral nutrition may be required if the patient continues to lose 
weight despite IV fluids and anti-emetics. 

5. Inform   Provide patient with written information on nutrition and 
hyperemesis 

6. Document   Document clinical management plan in clinical record 

 
*Transient hyperthyroidism is seen in 60% of patients with hyperemesis. TFT abnormalities usually resolve 
by 18 weeks’ gestation without treatment. Assess for evidence of goitre, tremor, persistent tachycardia 
after rehydration, ophthalmoplegia (lid lag), and liaise with senior staff before instituting treatment. 
 

Management  
 
General Advice: 

 Reassurance 

 Avoid triggers 

 Dietary advice 

 Psychological support  
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Alternative Therapies: 

 Acupuncture and acupressure 

 Ginger 
o Note: 1 – 1.5g daily of ginger has been used in trials. Safety of ginger has not been 

established in pregnancy; however, there is no evidence of harm. 

 
IV therapy: 
Maintain accurate fluid balance chart for patients on IV fluids. 
 
Aims of fluid therapy: 

 Rehydrate and replace electrolyte losses 

 Maintain electrolyte balance and acid-base balance 
 

Mild dehydration   Women who are mildly dehydrated (ie may show reduced skin 
turgor, JVP 0-2, urine ketones trace or 1+, normal urea and 
creatinine) may not require IV fluids 

 Encourage oral clear fluids, oral intake/balanced nutrition, +/- anti-
emetics and vitamins 

 If vomiting/pylalism not settled later that day, consider IV fluids 
 

Moderate-Severe 
dehydration  

 Most patients requiring hospital admission are at least moderately 
dehydrated and require at least 2-3 litres of IV fluids before 
maintenance fluid is initiated 

 Rehydrate patients with moderate-severe dehydration with IV fluid, 
adding potassium chloride as required (see policy on K+). Check full 
medical history to ensure there are no contraindications to rapid 
rehydration. 

 1 Litre of 0.9% normal saline stat 

 1 Litre of 0.9% normal saline over 2 hours 

 1 Litre of 0.9% normal saline over 4 hours (consider giving over 
2 hours if no improvement after first 2 litres as above) 

If no improvement after 3 litres of fluid, admit to hospital 
 
Maintenance: 

 1 Litre of 0.9% normal saline over 8 hours 

 1 Litre of 0.9% normal saline over 8 hours  

 +/- add KCL as per electrolyte imbalance and hospital guidelines 

 
Note  
**Do NOT give dextrose 4% / saline 0.19% - this may result in hyponatraemia and persistent ketonuria 
as inadequate amounts of sodium and (possibly) glucose 
**Until thiamine has been given in women with vomiting >3 weeks, avoid dextrose as they may 

precipitate Wernicke’s encephalopathy. 
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Urine and Ketones: 

 Maintain accurate input-output record on fluid balance  

 Test each void for ketones (at least for initial 24hrs) and adjust fluids as indicated  
 
 

Anti-Emetics 
 

First-line 
 

 Route Dose and frequency 

Metoclopramide IV,  PO 10mg Q8h 

Pyridoxine PO 50mg daily 

 

Second-line 
 

 Route Dose and frequency 

Cyclizine IV** , PO 25 – 50mg , Q8h 

Ondansetron IV, PO, Buccal 4 – 8mg, Q8 – 12h 

Prochlorperazine PR 
PO 

25mg Q12h 
5-10mg Q6 – 8h 

Promethazine PO 25mg nocte 

 
**Give as a slow IV push to avoid dizziness. May be diluted with an equal volume of water for injection, 
or glucose 5%. Dilution with sodium chloride 0.9% should be avoided due to risk of crystallisation.  
 

Vitamins 
 

 Route Dose and frequency 

Folic Acid (1st trimester) PO 5mg daily 

Iodine PO 150 micrograms daily 

Pyridoxine (vitamin B6) PO / IV 50mg daily 

Thiamine (vitamin B1) 
All women admitted with 
hyperemesis should be 
prescribed thiamine initially to 
minimise the risk of Wernicke’s 
encephalopathy, especially if IV 
glucose prescribed. 

 

PO/IV/IM 50 – 100mg daily (or 200mg 
daily) 
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Gastric protection 
 

 Route Dose and frequency 

Omeprazole PO/ IV  20mg daily, can be increased to 
twice daily  

 

Ongoing Inpatient Management 
 

Daily assessment  Weight 

 Fluid balance 

 Ketones once daily (for morning ward round) 

 Daily urea & electrolytes 

 Food chart 

Nutrition  Eat and drink as tolerated 

 Dietitian review – assessment of nutritional status and for 
nutrition plan / education 

 Nutritional supplements – to be prescribed by dietitian if 
required 

IV fluid management  As required 

Vitamins  Continue (as above) 

Anti-emetics  Continue first-line as prescribed 

 Add 2nd, 3rd line anti-emetics as necessary 

Thromboprophylaxis  TEDs  

 Consider LMWH thromboprophylaxis particularly if other 
risk factors present 

 

Discharge Criteria and checklist 
 

Discharge Criteria (all must be met): 

 Senior doctor agrees with discharge plan 

 Tolerating oral food and  fluids 

 Significant clinical improvement 

 Mobilising well on ward 

Discharge checklist: 

 Prescription for pregnancy supplements and ongoing anti-emetics (see section 7) 

 Hyperemesis patient information sheet provided 

 Ultrasound (if not already undertaken) 

Indication: exclude molar or multiple pregnancy 
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Notes on medications 
 

Pyridoxine is associated with least side effects – should be first line. Efficacy for nausea, but less so for 
vomiting. 

In general, all medications are associated with some benefit – antihistamine antiemetics are associated 
with more drowsiness. There is no evidence of harm (i.e. fetal effects or adverse pregnancy outcome) 
with the first line medications. 

There are no large-scale RCTs on the effectiveness of ondansetron, or safety in first trimester. Some 
studies have found an increased risk of cardiac septal defects and cleft palate. It performed no better 
than promethazine in one small RCT and should NOT be prescribed ‘first line’. Anecdotally however, 
some patients gain significant relief. It should be used with caution in patients with risk of long QT 
syndrome or patients on other serotoninergic medications (such as SSRIs). 

Corticosteroid use prior to 10 weeks gestation has been associated with facial clefting and should be 
avoided prior to this gestation.  

Corticosteroids however can have rapid improvement in symptoms. This should only be considered when 
conventional treatments have failed.  

When all medical therapies have failed, enteral (nasogastric, nasoduodenal, or nasojejunal) or parenteral 
treatment should be considered, with dietician input. Total parenteral nutrition is a high risk intervention 
and should be reserved for refractory cases. This carries risk of thrombosis, metabolic disturbance, or 
infection. 

Women with severe hyperemesis gravidarum or with continued symptoms into the late second or third 
trimester should be offered serial scans for fetal growth. 
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Appendix: 
 
Motherisk PUQE-24 scoring system 
 

 
 

References: 
 
Calibri 11 

 
Informed Consent:  
The right of a consumer to make an informed choice and give informed consent, including the right to 
refuse medical treatment, is enshrined in law and in the Code of Health and Disability Consumers’ Rights 
in New Zealand. This means that a woman can choose to decline treatment, referral to another 
practitioner, or transfer of clinical responsibility. If this occurs follow the process map on page 18 of the 
Referral Guidelines (Ministry of Health, 2012). 
 


