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The aetiology and pathogenesis of
hyperemesis gravidarum remain
unknown. However, it is well recognised
that the following factors and medical
disorders are associated with the
condition: 
•A history of hyperemesis gravidarum
in a previous pregnancy. This is the
strongest independent risk factor with a
recurrence rate of 26%2

• Increased pregnancy hormone levels
present in a multiple pregnancy or molar
pregnancy3

•Preexisting medical conditions such as
diabetes, hyperthyroidism,
gastrointestinal disorders (specifically
being seropositive for Helicobacter
pylori) and psychiatric illness3,6

Young maternal age, Asian or Black
ethnicity, nulliparity and carrying a
female fetus may also be associated
with an increased likelihood of
hyperemesis gravidarum.2,4,5

ASSESSMENT
Most women usually complain of
nausea, inability to swallow saliva,
gagging, retching, dry heaving,
vomiting, and odour and/or food
aversion. These symptoms typically start
between the fourth and seventh weeks

What are the 
potential
complications?

Which women
should 
be referred?

NAUSEA AND VOMITING IN
PREGNANCY IS VERY
COMMON AND AFFECTS
UP TO 80% OF WOMEN.

It is usually mild and resolves during the
first half of pregnancy. However, in a
small proportion of women (0.3-3.6%)
symptoms are so severe that they lead
to dehydration, electrolyte imbalance
and weight loss.1 This condition is known
as hyperemesis gravidarum. As well as
affecting the woman’s physical and
mental health it can also cause fetal
morbidity.

Traditionally, women with severe
symptoms were referred to the
emergency department and often
required admission to hospital for
parenteral treatment. As part of the
Urgent and Emergency Care
transformation programme within the
NHS Long Term Plan, most women with
hyperemesis gravidarum can now
bypass the emergency department and
receive immediate treatment in an
ambulatory care setting without the
need to stay in hospital overnight. 

Early recognition in primary care and
appropriate escalation to secondary
care can prevent complications and
improve quality of life.
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Early recognition of hyperemesis
gravidarum can prevent complications

FIGURE 1
Recommended
place of care 
and action plan 
for women with
nausea and vomiting
in pregnancy 
and hyperemesis
gravidarum 

How should
women be
assessed?

» of gestation, peak around the ninth
week and resolve by the 20th week in
90% of women. 

Hyperemesis gravidarum is a diagnosis
of exclusion. If the onset of symptoms
occurs after ten weeks’ gestation, the
symptoms are unremitting or the
presentation is atypical with or without
other symptoms, a different clinical
condition needs to be considered. 
Table 1, below, outlines the most
common differential diagnoses. 

Table 1

Differential diagnoses to consider
when assessing women with nausea
and/or vomiting in pregnancy 

•Peptic ulcers 
•Cholecystitis 
•Gastroenteritis
•Hepatitis 
•Pancreatitis
•Appendicitis
•Genitourinary conditions
•Metabolic conditions
•Neurological or ENT conditions
•Hyperthyroidism 
•Drug-induced 

SDEC = same day emergency care  MDT = multidisciplinary team  PPIs = proton pump inhibitors TVS = transvaginal ultrasound
PUQE scores should be used as a guide only
Early pregnancy ultrasound is only needed once unless there is any diagnostic doubt 


