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Case

A primigravid woman is readmitted at 10

weeks of gestation with hyperemesis

gravidarum

.a) Explain the potential complications.

b) Justify your clinical examination and

investigations.

c) Outline your treatment options.



Introduction

Hyperemesis gravidarum is the most

severe form of nausea and vomiting in

pregnancy, characterized by persistent

nausea and vomiting associated with

ketosis and weight loss .(>5% of

prepregnancy weight)



Introduction

While nausea and vomiting of pregnancy in

general is estimated to occur in 50 to 90% of

all pregnancies,

hyperemesis gravidarum is estimated to occur

in 0. 5 to 2% of pregnant women.



What are the risk factors for hyperemesis gravidarum?

- Hyperemesis gravidarum during a previous pregnancy.

- Being overweight.

- Having a multiple pregnancy.

- Being a first-time mother.

- The presence of gestational trophoblastic disease.



what causes hyperemesis gravidarum?
Hyperthyroid disorders,

psychiatric illness,

previous molar disease,

gastrointestinal disorders,

pregestational diabetes,

and asthma were significantly independent risk

factors for hyperemesis gravidarum,

whereas maternal smoking and maternal age older than

30 years decreased the risk.

Pregnancies with female fetuses and multiple fetuses

were also at increased risk



History taking:
the timing,

onset,

severity,

pattern,

and alleviating and exacerbating factors.

A thorough review of systems for any

symptoms that might suggest other

gastrointestinal, renal, endocrine, and

central nervous system disorders is vital.



History taking:

Other common symptoms include

ptyalism (excessive salivation),

fatigue, weakness, and dizziness.

Patients may also experience the
following:

- Sleep disturbance

- Hyperolfaction

- Depression

- Mood changes



Examination

- General appearance

- Vital sign

- Volume status

- Abdominal examination

- Cardiac evaluation

- Neurological evaluation





Investigations

- CBC

- Serum Electrolytes

- Serum ketones

- Urine analysis

- Liver enzymes

- Thyroid hormone

- Estradiol

- B-hcg

- U/S



Management

- admit pregnant patients with any of the following:

- Persistently abnormal vital signs

- Severe dehydration and inability to tolerate oral fluids

- Severe electrolyte abnormality

- Acidosis

- Infection

- Malnutrition



Treatment

1- conservative ( lifestyle change , non-pharmacological )

2- pharmacological

3- surgical



-



-



Lifestyle & dietary change

- Chewing a piece of dry food (toasted bread, etc.) before

getting out of bed .

- Avoiding trigger

- drinking eight glasses of water daily .

- Eating small meals multiple times a day .

- Eating a protein rich snack at bed-time .

- Sucking on some candy, a piece of lemon, etc. in

between meals



Non-pharmacological therapies

- Emotional support

- Psychotherapy, hypnotherapy, and behavioural

therapy

- Ginger

- alternative therapies, such as acupuncture and

acupressure (motion sickness wrist band )



Pharmacological management

1- doxylamine/pyridoxine

2- H1 receptor antagonists : Dimenhydrinate

, Diphenhydramine

3- Dopamine antagonist phenothiazines

- Phenothiazines ( chlorpromazine OR

prochlorperazine OR promethazine

4- Metoclopramide

5- Ranitidine and omeprazole

6- Routine thiamine supplementation to

prevent Wernicke’s encephalopathy .

7- Thromboprophylaxis (e.g., enoxaparin 40

mg daily) and thromboembolic deterrent

stockings. international guide line support the

use of LMWH in patient with HG to decrease

the incidence of thromboembolic events that

complicated by dehydration , electrolyte

imbalance , weigth loss & long stay in hospital



If no improvement & unable to maintain adequate hydration. 

Rehydration

- IV rehydration with normal saline

or Hartmann’s solution.

- Potassium chloride.

- Fluid and electrolyte regimens

- Avoid double strength saline

solution

- Avoid solutions containing

dextrose



If no improvement 

1- Corticosteroid therapy

- methylprednisolone OR prednisolone

- May produce rapid improvement

- Screening for the complications of steroid treatment

- Avoid corticosteroids during the first trimester

2- Ondansetron : monitor ECG ( cause prolong QT interval )



If no improvement  in refractory cases

1- Enteral feeding

2- Total parenteral nutrition

- Produces a rapid therapeutic effect.

- Recommended if optimal rehydration, antiemetic therapy, and a trial of corticosteroids and/or

ondansetron have failed to result in improvement.

- Risks – metabolic and infectious complications

- careful monitoring is essential.

3- surgery : 

termination of the pregnancy should be considered.



complications

Hyperemesis gravidarum causes imbalances of fluid and electrolytes, disturbs nutritional

intake and metabolism, causes physical and psychological debilitation and is associated

with adverse pregnancy outcome.



complications

•Maternal

•Fetal

•Psychological impact.



Maternal complication

•dehydration and ketosis, wieght loss of 5%or greater of body wieght and muscle

wasting

•Mallory–Weiss tears and haematemesis

•malnutrition and vitamin deficiencies including thiamine deficiency – Wernicke’s

encephalopathy – diplopia, abnormal ocular movements, ataxia, and confusion.



Maternal complication

•Korsakoff’s psychosis – retrograde amnesia, impaired ability to learn, and confabulation.

•Hyponatraemia – lethargy, seizures, respiratory arrest. Both severe hyponatraemia and its rapid
reversal may precipitate central pontine myelinolysis – spastic quadraparesis, pseudobulbar palsy,
and impaired consciousness.

•Other vitamin deficiencies – (cyanocobalamin and pyridoxine) can cause anaemia and peripheral
neuropathy.

•Maternal death.



Fetal complication

•lower birth weight

•increased risk of preterm birth

•fetal death in severe Wernicke’s encephalopathy.



Psychological impact

•Affects work and quality of life.

•Depression.

•Difficulties between partners

•In some, the condition is so intolerable that they elect to have a termination of

pregnancy.



-Reviews of Recent Literatures About HG : Interventions for treating hyperemesis
gravidarum : a Cochrane systematic review and meta-analys



























Flow chart

A primigravida woman is readmitted at 10 weeks of gestation with

hyperemesis gravidarum.

a) Explain the potential complications.

b) Justify your clinical examination and investigations.

c) Outline your treatment options.



History

She is a primigravida and this her second admission for the same compliant. 

We will Quantify severity using PUQE score

Ask her about nausea, vomiting, hypersalivation, spitting, loss of weight, inability to 
tolerate food and fluids, effect on quality of life

Ask her about other symptoms to exclude other causes:

•abdominal pain

•urinary symptoms

•infection

•drug history

•chronic H. pylori infection



We will Examine her for :

•Temperature

• Pulse

• Blood pressure

•Oxygen saturations

•Respiratory rate

•Abdominal examination

•Weight loss & muscle wasting

• Signs of dehydration

• Other examination as guided by history



We will do many investigations for her : 

•Urine dipstick

•MSU

•Urea and electrolytes

•Full blood count

•Blood glucose monitoring

•Ultrasound scan

•Other investigations in refractory cases



The patient 

will be 

treated 

depending 

on th 

PUQE 

score. 




