
Hyperemesis gravidarum and severe vomiting complications

What hyperemesis gravidarum means

Hyperemesis gravidarum, often abbreviated HG, is the severe end of the nausea
and vomiting spectrum in pregnancy. Typical nausea and vomiting of pregnancy
may be unpleasant but often allows some fluid and food intake. HG is different
because symptoms are persistent, clinically significant, and may cause
measurable harm such as dehydration, weight loss, metabolic disturbance, and
inability to perform normal activities.

HG most often begins in the first trimester, frequently before 9 weeks of
gestation, but the course varies. Some people improve by mid-pregnancy, while
others have symptoms for longer. Severity can fluctuate, and a person may have
periods of partial improvement followed by relapse. The condition can be
physically overwhelming and emotionally demoralizing, especially if it is
minimized as a normal pregnancy discomfort.

Risk and causation are complex. Hormonal changes, placental factors, genetic
susceptibility, gastrointestinal motility, and prior history may all
contribute. A previous pregnancy affected by HG increases concern for
recurrence, but the absence of past symptoms does not rule it out.



How it differs from ordinary morning sickness

The distinction is not based on the time of day. "Morning sickness" can occur
at any hour, and HG can also be continuous. The more useful distinction is
severity: whether vomiting prevents hydration and nutrition, causes weight
loss, or produces biochemical abnormalities.

Clinical features that suggest hyperemesis gravidarum or severe vomiting
complications may include:

Inability to keep fluids down for many hours or a full day.
Weight loss, often described clinically as more than 5% of pre-pregnancy body
weight, though any concerning loss should be discussed.
Signs of dehydration such as dark urine, reduced urination, dry mouth,
tachycardia, dizziness, or fainting.
Electrolyte abnormalities, particularly low potassium or sodium, which can
affect muscle, heart, and neurological function.
Marked functional impairment: inability to work, care for oneself, sleep, or
perform basic daily activities.

Importantly, current evidence-based discussions emphasize that ketonuria is not
required to diagnose HG. Ketones can reflect starvation physiology, but their
absence does not mean severe illness is absent. Care should be guided by the
whole clinical picture rather than a single urine result.

Dehydration and electrolyte complications

Repeated vomiting and inadequate fluid intake can quickly produce dehydration.
In pregnancy, this may feel especially alarming because blood volume, renal
handling of fluids, and cardiovascular demands are changing. Dehydration can
cause dizziness, palpitations, orthostatic symptoms, headache, dry mucous
membranes, and reduced urine output.

Electrolyte abnormalities are among the most medically important complications
of severe vomiting. Hypokalemia, or low potassium, may cause weakness, muscle
cramps, constipation, arrhythmia risk, and profound fatigue. Hyponatremia, or
low sodium, may contribute to confusion, headache, or seizures in severe cases.
Acid-base disturbances can also occur depending on the pattern of vomiting,



starvation, and fluid losses.

These problems are one reason assessment by a healthcare professional matters.
Blood tests may be needed to evaluate electrolytes, kidney function, liver
enzymes, thyroid function in selected cases, and markers of dehydration or
malnutrition. Treatment may include intravenous fluids and careful electrolyte
replacement. The specific fluid and replacement strategy should be
individualized, especially when abnormalities are significant.

Nutritional deficiency, weight loss, and thiamine risk

When vomiting persists, calorie, protein, vitamin, and mineral intake may
become inadequate. Weight loss is not just a number; it may signal catabolism,
reduced reserves, and risk of micronutrient deficiency. People with HG may also
develop strong food aversions, hypersalivation, heightened smell sensitivity,
and fear of eating because meals trigger vomiting.

Thiamine, also called vitamin B1, deserves special attention. Prolonged
vomiting and poor intake can deplete thiamine stores. If thiamine deficiency
becomes severe, it can lead to Wernicke encephalopathy, a rare but serious
neurological emergency. Clinicians often consider thiamine supplementation
before giving dextrose-containing intravenous fluids in people with prolonged
vomiting or malnutrition risk, because carbohydrate administration can worsen
thiamine depletion.

Some people require escalation beyond oral intake. This may include structured
antiemetic regimens, intravenous rehydration, ambulatory day-unit treatment,
hospital admission, or nutritional support. Enteral feeding through a tube or,
rarely, parenteral nutrition may be considered in refractory cases, but these
decisions require specialist oversight because benefits and risks must be
balanced carefully.

Other complications of severe vomiting

Severe vomiting can affect the gastrointestinal tract directly. Forceful
retching may cause esophagitis, gastritis, dental enamel erosion, throat pain,
and small tears at the gastroesophageal junction known as Mallory-Weiss tears,
which can lead to blood-streaked vomit. Persistent inability to swallow, severe



abdominal pain, or significant blood in vomit warrants urgent evaluation.

There may also be systemic consequences. Dehydration can impair kidney
function. Reduced mobility and dehydration may contribute to thromboembolic
risk, particularly if a person is bedbound. Severe malnutrition and electrolyte
derangement may affect cardiovascular stability. Although many pregnancies
affected by HG have good outcomes with treatment, untreated or refractory
illness can be associated with fetal growth concerns, low birth weight, or
preterm birth in some cases, especially when maternal weight loss and
nutritional compromise are substantial.

It is also essential to consider differential diagnoses when vomiting is
severe, atypical, late in onset, associated with fever, severe headache,
abdominal tenderness, hypertension, jaundice, neurological symptoms, or
abnormal bleeding. Conditions such as gastroenteritis, urinary tract infection,
gallbladder disease, pancreatitis, thyroid disease, diabetic ketoacidosis,
migraine, bowel obstruction, preeclampsia-related complications, or liver
disorders may require different management.

Treatment principles and escalation of care

Management is usually stepwise and individualized. Mild measures such as small
frequent meals, avoiding triggers, and separating solids from fluids may help
some people, but they are often insufficient in HG. A person who cannot keep
fluids down should not be expected to "push through" without assessment.

Medical treatment may involve antiemetic medications considered appropriate in
pregnancy, sometimes in combination because different medicines work through
different pathways. Options commonly discussed in clinical care include
antihistamines, dopamine antagonists, serotonin antagonists, and other agents
depending on severity, gestational age, previous response, comorbidities, and
local guidelines. Medication choices should always be made with a qualified
clinician who can weigh safety, dosing, interactions, and side effects.

Escalation may include:

Intravenous fluids for dehydration or inability to tolerate oral fluids.
Electrolyte testing and replacement, particularly potassium and sodium when



abnormal.
Thiamine supplementation when vomiting is prolonged or intake is poor.
Antiemetic therapy by oral, dissolvable, rectal, subcutaneous, or intravenous
routes if tablets cannot be kept down.
Hospital admission for refractory vomiting, severe dehydration, significant
electrolyte disturbance, weight loss, or concern for another diagnosis.

The goal is not merely to reduce vomiting counts; it is to restore hydration,
protect nutrition, reduce complications, and help the pregnant person function
and feel heard.

Emotional impact and advocacy

HG can be psychologically traumatic. Constant nausea, vomiting, sleep
disruption, isolation, financial strain, and worry about the baby can
contribute to anxiety or low mood. Some people feel guilty because they cannot
eat "normally," take prenatal vitamins, or enjoy pregnancy. These reactions are
understandable and do not reflect weakness.

Supportive care includes validation, practical help, and clear follow-up.
Partners, family members, employers, and clinicians can help by taking the
illness seriously, arranging transport to appointments, assisting with
childcare or meals, and monitoring hydration warning signs. If emotional
distress becomes severe, or if thoughts of self-harm occur, urgent mental
health support is needed.

Keeping a brief symptom record can be helpful: number of vomiting episodes,
fluid intake, urine frequency and color, weight trend if advised, medications
taken, side effects, and triggers. This record can help clinicians adjust
treatment without relying only on memory during an exhausting illness.


