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Hyperemesis

Patient diagnosed with nausea / vomiting of
. pregnancy:
Hyperemems -vit B6 (pyridoxine) 25 mg PO TID and unisom

Gravidarum {doxylamine) 12.5-25 mg PO TID
-titrate phenergan and/or zofran as needed’

persistent vomiting despite attempted outpatient treatment

Patient diagnosed with hyperemesis gravidarum:
-weight loss > 5% of prepregnancy weight
-documented ketonura/dehydration

-electrolyte imbalance (hypokalemia, metabolic
acidosis)®

Admit to hospital:

-make NPO

-Pepcid for PUD prophylaxis 20 mg IV 12 hrs

and acid/base balance

TFTs only if + signs/sx of hyperthyroidism)®

-start IVF replacement, tailor IVF choice to patients electrolyte

-if not already done: U/S for molar pregnancy, neck exam for
goiter and clinical assessment of hyperthyroid symptoms (check

Has vomiting been

Check electrolytes and
. prolonged > 3 weeks?

start thiamine 100mg

with electrolyte
replacement

x Start alternating doses of
If acute dystanic reaction oeeu Compazine 10mg IV and

Reglan 10mg IV g 3hrs®

Emasis continues after 24 hrs of therapy

Cogentin 1-2mg IV/IM stat and _
continue 1-2mg PO bid for 48-72 Consider Zofran as | Emesis siops
hrs to prevent relapse second line agent_:
OR 8mg IV 0ver615 min
Benadryl 50-100mg IW/IM stat and q 8hrs
25-50mg PO gid for 48-72 hrs to
prevent relapse

Emesis stops
Emasis continues after 24 hrs of therapy

Add diazepam 10mg IV q12hrs’

I
Emasis continues after 24 hrs of therapy

® 3 days, then taper with 200 mg IV
% 2 days, and 100 mg IV x 2 days®

¥
Consider placement of J-tube via
Interventional Radiology and dietary

IV qd x2-3 days, along f&——— & No— W and replace as

| Emesis stops___|_Stop IV medication when

Add hydrocorlisone 300mg IV daily| Emesis stops  |-Start patient on PO

I
Emesis continues after 24 hrs of therapy Emesis slops outpatient regimen after 1

Check electrolyles

needed

-Start clear liquid diet for 24
hours

-Advance to low fat, bland,
dry diet as tolerated

diet is tolerated without
nausea or vomiting

anitemetics in preparation for
outpatient treatment
-Consider discontinuing

week from discharge

i ¥
Rawsad.IOclobar . Start enteral feeding via Dobhoff
Copyright @ June, fter di P .
2002 tube after dlet;ary cops;]ll gor caloric
supplementation
UNC School of .
Emasis stops
Medicine at Chapel Hill Emesis continues after 24 hrs of therapy

Emesis stops

consult for caloric supplamsntationm
@515 ContinUes— s

Psychiatry consult for assessment of
secondary gain issues
Gl consult for assessment of H.pylori'’
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Notification to Users

These algorithms are designed to assist the primary care provider in the clinical management of a
variety of problems that occur during pregnancy. They should not be interpreted as a standard of care,
but instead represent guidelines for management. Variation in practices should take into account such
factors as characteristics of the individual patient, health resources, and regional experience with
diagnostic and therapeutic modalities.

The algorithms remain the intellectual property of the University of North Carolina at Chapel Hill
School of Medicine. They cannot be reproduced in whole or in part without the expressed written
permission of the school.
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