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Abstract  

Nausea and vomiting in pregnancy (NVP) affects up to 80% of pregnant 

women,1 which is one of the most common indications for hospital 

admission during pregnancy, with typical stays of between 3–4 days. 

 

NVP is defined as the symptom of nausea and/or vomiting during the 

first trimester of pregnancy where there are no other causes. It 

represents a continuous spectrum of severity, ranges from the nausea 

and vomiting that occurs in most pregnancies to severe disorder of 

hyperemesis (HG). HG is defined as persistent vomiting and severe 

nausea during pregnancy, which is sufficient to produce weight loss 

(greater than 5% of the body mass), fluid and electrolyte disturbances, 

dehydration, acidosis from malnutrition, and ketonuria. 

 

The etiological theories for NVP and HG range from the fetoprotective 

and genetic to the biochemical, immunological, and biosocial. They are 

primarily thought to be associated with rising levels of beta-human 

chorionic gonadotropin (hCG) hormone, and conditions with higher hCG 

levels, such as trophoblastic disease and multiple pregnancies 

 

The risk factors for HG among pregnant women are younger maternal 

age, first pregnancy, multiple pregnancy, and gestational trophoblastic 

disease. 

 

The initial treatment for NVP is often conservative, including dietary 

changes and emotional support. The woman is advised to rest, eat small, 

and have frequent meals that are high in carbohydrate and low in fat; 

and avoid any food or smell that trigger symptoms. Drinking regular, 

small amounts of water, or other clear fluid can also be helpful. 

In terms of the pharmacological treatments for NVP and HG, Cochrane 

review, and other systematic reviews and meta-analyses have reported 

on the safety and efficacy of many antiemetics for use in NVP and HG, 

with no increased risk of teratogenesis or other adverse pregnancy 

outcomes. 

 

Drugs use in NVP includes antihistamines (H1 receptor antagonists) such 

as promethazine, cyclizine, and phenothiazines with prochlorperazine 

and chlorpromazine, and dopamine antagonists including 

metoclopramide23 and domperidone. Because different drug classes 

may have different mechanisms of action and therefore synergistic 

effects, combinations of drugs from different classes should be used in 

women who does not respond to a single antiemetic. Furthermore, 

persistent vomiting may mean that oral doses of antiemetics are not 

absorbed and therefore the intravenous, rectal, subcutaneous, or 

intramuscular routes may be necessary and more effective. 

 

The commonly used drugs in NVP and HG by adopting the evidence-

based approach are: 

 

Antihistamine (H1 recepter antagonists) antiemetics have the best safety 
profile of all the commonly used drugs, so it should be the first-line of 
treatment for NVP and HG. Promethazine and cyclizine have been 
shown to be safe and effective treatments for NVP and HG.  

If antihistamine antiemetics does not work, phenothiazines can be used 
which also have good safety and efficacy data for management of NVP 
and HG. Examples are Prochlorperazine and Chlorpromazine. 

If antihistamine antiemetics and phenothiazines are not able to control the 
symptoms  of NVP and HG, metoclopramide, and domperidone are also 
safe and effective alternative treatments. It can be used as an add-on 
therapy.  

 

Due to the risk of extrapyramidal effects with metoclopramide, it should 
not be used as the first-line therapy. A review of metoclopramide 
conducted by the European Medicines Agency’s Committee for Medicinal 
Products for Human Use, has confirmed the risks of short-term 
extrapyramidal disorders and tardive dyskinesia, particularly in young 
people. The review recommends metoclopramide should only be 
prescribed for short-term use (maximum duration of 5 days).  

 

There is evidence that ondansetron is safe and effective for the 
management of NVP and HG, but because data are limited, it should be 
used as third-line therapy. 

 

Corticosteroids should not be used until conventional treatment with 

intravenous fluid replacement and regular antiemetics has failed. Studies 
have shown that corticosteroids have resulted in dramatic and rapid 
improvement in case series of women with refractory HG. 

 

Pyridoxine is not recommended for HG. There is no association between 

the degree of NVP at 12 weeks and vitamin B6 levels measured at 15 
weeks. A Cochrane review6 concluded that there is lack of consistent 
evidence that pyridoxine is an effective therapy for NV. 

 

Most women admitted to hospital with HG are hyponatraemic, 

hypochloraemic, hypokalaemic, and ketotic. The 0.9% sodium chloride 
with 20 or 40 mmol potassium chloride or Hartmann’s solution re 
appropriate intravenous (IV) fluids to be infused for patients with NVP or 
HG. Dextrose or dextrose/ saline IV fluids are not recommended, as 
dextrose may precipitate Wernicke’s encephalopathy in thiamine-
deficient states. 

 

Thiamine supplementation should be given to all women who are 

diagnosed with NVP and HG. The inability to eat can lead to thiamine 
deficiency which results in Wernicke’s encephalopathy and subsequently 
Korsakoff’s psychosis. Give 5 mg orally once a day, only for patients 
who are less than 12 weeks’ gestation. As the women have severe 
vomiting and nausea symptoms, dose higher than the normal dose (400 
micrograms once a day) is used.  Recurrent intractable vomiting may 
lead to gastroesophageal reflux disease, oesophagitis, or gastritis. 
Histamine H2 receptor antagonists or proton pump inhibitors are safe to 
be used for women developing these medical problems. Patients with 
HG are at an increased risk of developing deep vein thrombosis (DVT) 
due to dehydration and their lack of mobility. Thromboprophylaxis with 
low-molecular-weight heparin should be considered in severe cases of 
HG. 
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