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To inform Canberra Health Services (CHS) clinical staff and external referrers of the appropriate information and processes necessary to refer and admit adult patients to Canberra Hospital Hospital in the Home (HITH) service for the purpose of Management of Hyperemesis Gravidarum.
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Glucose solutions should not be administered unless discussed with the medical team due to increased risk of precipitating Refeeding Syndrome and Wernicke’s Encephalopathy in the event the patient has not been receiving thiamine replacement.

The HITH medical team providing care for patients in HITH with hyperemesis gravidarum,  are responsible specifically for the provision of treatment and management of the hyperemesis gravidarum. The HITH team are not responsible however, for the general  antenatal care of the pregnant patient – this responsibility still falls to an appropriate provider of this care, such as the patient’s General Practioner (GP), midwife or obstetrician (see Section 7). The HITH team will liaise with this antenatal care provider as part of the HITH admission. 
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This procedure applies to: 
adult female patients who have a pre-existing, confirmed pregnancy and experience severe nausea and vomiting that is resistant to basic treatments for same.

This procedure applies to:
All CHS clinical staff referring and admitting patients with hyperemesis gravidarum to CHS HITH service who require treatment with Intravenous Therapy, Anti-Emetics and Dietary Supplements.
All external medical and nursing staff referring patients to CHS HITH service for the purposes of treatment for Hyperemesis Gravidarum
The following CHS staff working within their scope of practice in the HITH unit:
Medical Officers
Nurses and Midwives
Dietitians
Student doctors under direct supervision
Student nurses under direct supervision
Clerical staff
Pharmacists
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Refer to CHS HITH Referral, Admission and Discharge (Adults and Children) Procedure for general information pertaining to HITH practices, referral processes, medical governance and nursing/medical care hours of operation.

Transfer of patient care between Specialists will be at the discretion of the ‘referring’ and ‘receiving’ Specialist. There may be a shared care arrangement or an ongoing consultation arrangement. 

Nausea and vomiting of pregnancy (NVP) is defined as “nausea, vomiting and/or dry retching caused by pregnancy, with symptoms commencing in the first trimester, without an alternate diagnosis”1.

Hyperemesis gravidarum, on the other hand, is nausea and/or vomiting caused by pregnancy, leading to significant reduction of oral intake and weight loss of at least 5% compared with pre-pregnancy weight, with or without dehydration and/or electrolyte abnormalities”1. 
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Please discuss all referrals for patients with hyperemesis, directly with the HITH medical team, recognising that their clinical presentation may be outside of the above definitions. 

[bookmark: _Hlk72923055]Note: To be accepted by CHS HITH service for management of hyperemesis gravidarum, patients must fulfil both mandatory general and clinical criteria. 

HITH General Adminssion and Exclusion Criteria – See Attachment 2
For mandatory general criteria and general relative and absolute exclusions, please refer to the CHS HITH Referral, Admission and Discharge (Adults and Children) Procedure. 

HITH Clinical Criteria
Women must meet at least 3 of the following criteria: 
1. Have had a trial of oral anti-emetic medications which may include the following:  
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· Ginger   	     
· Pyridoxine 	      
· Doxylamine	      
· Promethazine 	     
· Prochlorperazine  
· Metoclopramide   
· Ondansetron        
2. 
If patients have trialed these medications, including ondansetron (see Section 5 for dosing), without relief of symptoms over a 2-4 week period, then they should be considered for HITH admission.
3. Electrolyte imbalance, specifically: 
Potassium     < 3.5mmol/L 
Magnesium  < 0.70mmol/L 
Phosphate    < 0.70mmol/L 

4. Weight loss of 5% or more from pre-pregnancy weight 

5. Have a Motherisk PUQE-24 score 7 or greater (see Table 1):

Table 1 - Motherisk PUQE-24 scoring system and interpretation 1
	1. In the last 24 hours, for how long have you felt nauseated or sick to your stomach? 

	Not at all 
(1) 
	1 hour or less 
(2) 
	2-3 hours 
(3) 
	4 to 6 hours 
(4) 
	More than 6 hours 
(5) 

	2. In the last 24 hours, have you vomited or thrown up? 

	I did not throw up 
(1) 

	1 to 2 
(2) 
	3 to 4 
(3) 
	5 to 6 
(4) 
	7 or more times 
(5) 

	3. In the last 24 hours, how many times have you had retching or dry heaves without throwing up? 

	None 
(1) 

	1 to 2 
(2) 
	3 to 4 
(3) 
	5 to 6 
(4) 
	7 or more times 
(5) 


(scores in brackets)

	Mild
	Women with NVP score 4-6

	Moderate
	Women with NVP score 7-12

	Severe
	Women with NVP score >13-15



Women who do not meet the above criteria will not be admitted to HITH and can be managed by community antenatal care providers.
In unusual circumstances some women may not meet criteria however, still require admission – please discuss referral with HITH medical team.
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Refer to CHS HITH Referral, Admission and Discharge (Adults and Children) Procedure for general information pertaining to internal and external HITH referral processes.

For internal and external referrals, please refer to the CHS HITH Management of Hyperemesis Gravidarum Referral checklist, to ensure required information is available at the time of referral  - See Attachment 1. 

The likely route for receiving referrals to HITH is via the CHS Emergency Department.  Other referrals may come from: 
Obstetric & Gynaecology Department CHS 
General Practitioners 
Community Midwives
Other Specialists
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Clinical assessment includes: 
1. Completion of PUQE-24 score at every visit
2. Assessment of oral intake in past 24-48 hours
3. Full set of observations including: 
Blood glucose
Postural blood pressure (if necessary)
Assessment of hydration status by medical team 
4. Weight on admission and then weekly once on HITH service
5. Venepuncture for venous blood gas (rapid potassium assessment) and EUC/CMP/LFT
New admissions: FBC, LFT, TFTs, Iron studies, Vit D
Other relevant testing determined by medical staff 
Once electrolytes have stabilised and there is no clinical deterioration, frequency of electrolyte monitoring can be reduced to weekly.
6. First visit patients require urinalysis:
Urine MCS 
Further samples, including urine protein: creatinine ratio may be required as determined by the medical staff 
7. Obstetric ultrasound to exclude multi-fetal or gestational trophoblastic disease (if not already performed)
8. Intravenous access required and determination of permanent access options depending on duration of therapy and difficulty of cannulation ie. PICC or Midline
NOTE: Do NOT insert PICC or Midline until the patient has been rehydrated due to the increased risk of venous thrombosis
9. Determine frequency of intravenous therapy and medical review
10. Refer to HITH dietitian
11. Assess for psychological distress and flag any concerns to the medical team 
Refer woman to Social Work (with woman’s consent)
Refer woman to Psychology (with woman’s consent)
Refer woman to their GP for subsequent referral to community psychological services and supports
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1. Medications:
a. Review and optimise oral anti-emetic therapy:
i. If an antiemetic is not effective at maximal doses, discontinue before commencing an alternative agent.
ii. If an antiemetic is partially effective, optimise dosage and timing.  Only add additional antiemetics after maximal doses of the first agent have been trialled.
iii. Discuss prescribed medications in detail with the patient to address any concerns of taking medications in pregnancy.  For further information regarding the medications below, refer to Medicines | PBMG (oclc.org).

	Medication
	Brand
	Starting Dose
	Maximum Dose/ 24hrs

	1st Line

	Ginger*: 
Zingiber officinale  root powder 400 mg tablets 

OR

Zingiber officinale rhizome powder 600 mg, pyridoxine HCl (vit B6) 37.5 mg (Note: also contains pyridoxine)

OR

Zingiber officinale root powder, extract 500 mg tablets

	
Blackmores Travel Calm Ginger




Elevit Morning Sickness Relief 





Travacalm Natural 
	
ONE tablet po bd




ONE tablet po bd 





ONE tablet po bd

	
ONE tablet po tds





ONE tablet po bd 






ONE tablet po bd

	Pyridoxine 25mg tablet
	Pyridox
	25mg po tds
	50mg po qid

	2nd Line

	Doxylamine 25mg tablet or capsule
	Dozile, Restamine, Restavit, SleepWell
	12.5mg po nocte
	50mg po in divided doses

	Promethazine 10/25mg tablet
	Allersoothe, Fenezal, Phenergan
	10-25mg po od - tds
	75mg po in divided doses

	Metoclopramide 10mg tablet
	Pramin, Emexlon, Maxolon
	10mg po tds, 30 minutes before meals
	30mg po in divided doses

	Prochlorperazine 5mg tablet
	Nausetil, Procalm, Stemetil, Stemzine, Nausrelief
	5-10mg po tds
	30mg po in divided doses

	3rd Line

	Ondansetron 4/8mg tablet or wafer
	Zofran, Zoten
	4-8mg po bd-tds
	24mg po in divided doses


*Ginger is not currently available on the CHS formulary. If recommending ginger as a component of the HITH hyperemesis gravidarum plan, please discuss the requirement for patients to continue to obtain supply of this medication from a community pharmacy.  

b. Consider cessation of unnecessary medications
i. Consider need for multivitamins (especially those that contain iron)
ii. Ensure maintenance of folate and iodine supplements
c. Consider non-pharmacolgical and pharmacological management of gastro-oesophageal reflux disease
i. See:https://www.seslhd.health.nsw.gov.au/sites/default/files/groups/Royal_Hospital_for_Women/Mothersafe/documents/heartburnpregbr2021.pdf
d. Consider regular or prn medications for the management of constipation
e. Consider Thiamine IV 300mg daily for 3 days
f. Consider intravenous prn medications, including:
· Metoclopramide IV 10mg tds
· Ondansetron IV 4-8mg tds
· Pantoprazole IV 40mg stat
g. Pharmacy review of medications for supply

2. Intravenous fluid replacement therapy (IVT):
a. Patients’ intravenous fluid replacement therapy will depend on the:
i. rehydration state of the patient
ii. severity of the PUQE score
iii. duration of symptoms prior to intervention
iv. progressive stabilisation of symptoms
b. Options of replacement include:
i. 2 litres of Compound Sodium Lactate (Hartmann’s Solution) or sodium chloride 0.9% over 2 hours
ii. 1 litre of Compound Sodium Lactate (Hartmann’s Solution) or sodium chloride 0.9% over 2 hours
c. Frequency of replacement:
i. Initially consider daily intravenous fluid replacement therapy for the first week
ii. As symptoms improve, aim to wean quantity and frequency of intravenous fluid replacement therapy, as guided by clinical assessment

3. Electrolyte replacement
a. Potasium:
i. If 2 litres of IVT is utilised, assess potassium on venous blood gas after 1st litre of IV fluid. 
ii. If only 1 litre of IVT is utilised, potassium may be assessed the day prior or immediately before the IVT.
iii. Replace potassium intravenously if <3.5mmol/L (refer to CHS Electrolyte Replacement Guidelines (Adults) Guideline) 
b. Magnesium:
i. Replace magnesium intravenously if <0.6mmol/L as oral replacement is rarely tolerated
c. Phosphate:
i. Replace phosphate intravenously if <0.5mmol/L and consider close surveillance and management for potential re-feeding syndrome
d. Consider ongoing oral electrolyte replacement as required and tolerated
4. Determine next date of attendance and/or review 
5. Consider referral to the CHS medical obstetric clinic for patients who do not respond to the prescribed therapy or who have concurrent high risk medical issues.
a. Corticosteroids for the management of hyperemesis gravidarum should only be commenced by a medical obstetric physician
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All patients admitted under CHS HITH for management of hyperemesis gravidarum are to be referred to a dietitian on admission for assessment and management of complications associated with hyperemesis gravidarum and nutritional inadequacy during pregnancy. 

The initial assessment of the patient by the treating dietitian will determine nutritional and refeeding risk, provide nutrition education and symptom management strategies and may prescribe oral nutrition supplements. The dietitian will continue to follow the patient up on regular intervals throughout the duration of the patient’s admission in HITH. 

Enteral Nutrition
If oral nutrition therapies have been trialled and are deemed unsuccessful by the dietitian and medical team, and oral intake remains inadequate and weight loss continues, enteral nutrition should be considered. It may be recommended that the patient receive additional nutrition support via an enteral feeding tube to enable optimal nutrition status to be achieved. Naso-jejunal feeding may be considered over naso-gastric feeding due to the reduced risk of dislodgement. The radiology department should be consulted to discuss safest options for enteral feeding tube placement methods during pregnancy. The patient will be provided with information and education on enteral feeding methods and will need to provide consent to commence the therapy. Refer to relevant CHS Nasogastric Tube (NGT) Management – Adults only Procedure and/or CHS Gastrostomy, Gastric-Jejunal and Jejunostomy Tube – Nursing Management – Adults, Adolescents and Children (not Neonates) Procedure for guidance.

Parenteral Nutrition 
If oral and enteral nutrition therapies have been trialled and are deemed unsuccessful by the dietitian and medical team and the benefits outweigh the risks, then parenteral nutrition may be recommended for the patient. Patients will need to have appropriate venous access as parenteral nutrition can only be administered through a peripherally inserted central catheter (PICC) or a central venous catheter (CVC). The patient should be referred to the medical obstetric clinician for clinical assessment prior to referring to the gastroenterology team for consideration of commencement of parenteral nutrition. Refer to CHS Administration of Total Parenteral Nutrition (TPN) – Adults Procedure.

Refeeding Syndrome 
Refeeding syndrome can occur when metabolic and electrolyte abnormalities arise when caloric intake is re-introduced or increased after a period of decreased oral intake and/or starvation. ALL patients admitted through CHS HITH for severe hyperemesis gravidarum will be at risk of developing refeeding syndrome. The dietitian and treating medical team will assess the level of risk and develop a management and monitoring plan. Note that refeeding syndrome typically develops when a patient is returning to the fed state and may not be identified prior to this. Refer to American Society for Parenteral and Enteral Nutrition Consensus Recommendations for Refeeding Syndrome.
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Please see the below descriptors for clarity of roles in the HITH, GP, Fetal Medicine Unit (FMU), Obstetrician, midwife interface:

HITH	Management of nausea and vomiting in pregnancy and hyperemesis gravidarum during inpatient admission.

GP	Shared care with midwife, obstetrician or other medical specialist, and birthing facility; 
Ongoing management of pregnancy related interventions such as pathology, scan bookings and follow-up, management of other pregnancy related medical conditions, depression and other related mental health issues.

FMU	Management High Risk Pregnancies requiring specialised antenatal care, following detection of development, genetic, pathophysiological abnormalities during routine 12, 20 week scans (assessing fetal growth).

Obstetrician	Medical specialist caring for pregnant women who may be high risk or normal prospective birth. Assessment and management of women during the antenatal, birth and postnatal period, either collaboratively with midwives or as a single point of obstetric care.

Medical Obstetric Physician	Medical Physician providing care for medical conditions in a pregnant woman.

Midwife	Clinician providing care and management for the antenatal, intrapartum and postnatal periods of the pregnant woman (normal or high risk).  Midwives may be part of the Continuity Midwifery Program (CMP) or be part of the midwifery team in Birthsuite.
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Discharge will be indicated when the patient has tolerated appropriate oral pharmacotherapy, oral nutrition and oral hydration to yield a consistent PUQE-24 score < 7, with normal electrolytes and no significant postural hypotension or syncopal events.

Prior to discharge, the patient must have an Obstetric care provider such as GP Shared Care, Midwifery clinic, Obstetric clinic or private Obstetrician, with ongoing appointments scheduled and the discharge plan clearly communicated.

CHS recommendation for admission remains open in early discharge period from HITH, in the event a woman relapses with severe nausea and vomiting.
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Outcome 
Patients with hyperemesis gravidarum that are admitted to HITH meet the criteria outlined in this procedure and receive treatment as per this procedure.



Measure
Review of incident reports (if appropriate) through the HITH Morbidity and Mortality Committee.
Audit of HITH patient referral database and clinical records to determine if patient selection and treatment was as per procedure.
Qualitative survey of patients admitted to HITH with hyperemesis gravidarum to provide insights for continuous quality improvement.
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Policies
· Medication Handling
· Informed Consent (Clinical)
· Nutrition and Hydration for Admitted Adults and Children

Procedures
· Infection Prevention and Control 
· Patient Identification and Procedure Matching 
· HITH Referral, Admission and Discharge (Adults and Children) 
· Vital Signs & Early Warning Scores
Peripheral Intravenous Cannula Adults and Children (Not neonates)
Central Venous Access Device (CVAD) Management – Children, Adolescents and Adults
Nasogastric Tube (NGT) Management – Adults only Procedure
Gastrostomy, Gastric-Jejunal and Jejunostomy Tube – Nursing Management – Adults, Adolescents and Children (not Neonates) Procedure for guidance.
Administration of Total Parenteral Nutrition (TPN) – Adults Procedure.
Electrolyte Replacement Guidelines (Adults) Guideline

Legislation
· Health Records (Privacy and Access) Act 1997
· Human Rights Act 2004
· Work Health and Safety Act 2011
Medicines, Poisons and Therapeutic Goods Act 2008

Other
Australian Charter of Health Care Rights
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BUMP: Mentoring programme run for young mothers under the age of 23
CMP: Continuity Midwifery Programme providing continuous midwifery care from antenatal to 2 weeks postnatal care by the same midwife
EDS: Edinburgh Depression Scale; a 10 item self-report measure designed to screen women for symptoms of emotional distress during pregnancy and post-natal period 
HG: Hyperemesis Gravidarum
Modified Early Warning Score (MEWS): Refers to a track and trigger system where vital signs are recorded at the bedside and a score is allocated to the vital signs that are outside of the normal range. The individual vital sign scores are added to a total MEWS and can then indicate the severity of abnormal vital signs to assist in the identification of deteriorating patients. 
NVP: Nausea and Vomiting in Pregnancy
PUQE - 24 Score: Pregnancy-Unique Quantification of Emesis (PUQE) index. A scoring criteria used over a 24hour period, based on 3 questions, to determine the intensity, frequency and potential of nausea and vomiting in women during pregnancy from as early as 6 weeks gestation
RFA: Recommendation For Admission form, essential piece of communication sent by a medical officer, requesting admission to hospital for the patient. Ie. A planned admission date at a future time
STEP AHEAD: programme providing Antenatal care to young pregnant women, 21 years and younger, who require additional support 
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Admission, Discharge, Referral, HITH, Hospital in the Home, Nausea and Vomiting in Pregnancy, Anti-ememetics, Antenatal admission, Hyperemesis Gravidarum.
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Attachment 1: CHS HITH Referral Checklist for Hyperemesis Gravidarum
Attachment 2: CHS HITH General Admission and Exclusion Criteria


Disclaimer: This document has been developed by Canberra Health Services specifically for its own use.  Use of this document and any reliance on the information contained therein by any third party is at his or her own risk and Canberra Health Services assumes no responsibility whatsoever.
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	Pregnancy

	
	Gestation 
	LMP
	USS

	
	High Risk Pregnancy
	

	
	12 Week Nuchal Translucency /Development/Genetic scan
	

	
	20 Week Morphology scan
	

	HG symptoms-Experience

	
	PUQE-24 score
	

	
	Lethargic/presyncope/lightheadedness
	

	
	Loss of appetite
	

	HG signs-Evidence

	
	>5% pre-pregnancy weight loss
	

	
	Dehydration
	

	
	Fatigue
	

	
	Excess Salivation
	

	
	Electrolyte Imbalance
	

	Clinical stability

	
	RR
	

	
	SpO2
	

	
	T
	

	
	HR
	

	
	BP
	

	Biochemical stability

	
	Na
	

	
	K
	

	
	Mg
	

	
	Phosphate
	

	
	Urea
	

	
	Creat
	

	Weight

	
	Pre-pregnancy 
	

	
	Current
	

	Antiemetics Trialled (include dose, route and frequency)

	
	Ginger   
	

	
	Pyridoxine 
	

	
	Doxylamine
	

	
	Promethazine 
	

	
	Prochlorperazine  
	

	
	Metoclopramide   
	

	General HITH admission criteria

	
	YES
	

	
	NO
	

	General HITH exclusion criteria

	
	YES
	

	
	NO
	

	HITH Hyperemesis Gravidarum Care Plan

	HITH Consultant (include name)

	
	HITH Medical Specialist
	

	
	Other CHS Medical Specialist
	

	Anti-emetics (include route, dose and frequency)

	
	Pyridoxine 
	

	
	Doxylamine
	

	
	Promethazine 
	

	
	Prochlorperazine  
	

	
	Metoclopramide   
	

	
	Ondansetron        
	

	Oral/Intravenous Fluid Therapy

	
	Type
	

	
	Quantity
	

	
	Frequency
	

	Intravenous Access (include date of insertion)

	
	IVC
	

	
	PICC
	

	Initial Frequency of Pathology Tests 

	
	Daily
	

	
	Other
	

	Next HITH Medical Review

	
	Date
	

	
	Location
	

	Pre-Existing/Existing Services

	
	FMU
	

	
	Winnunga Indigenous Health
	

	
	STEP AHEAD
	

	
	CMP 
	

	
	Mental Health
	

	
	Endocrinology
	

	
	BUMP 
	

	
	Other
	

	General Practitioner Details

	
	Name
	

	
	Location
	

	Obstetrician/Midwife Details

	
	Name
	

	
	Location
	

	Referrer Details

	
	Name
Designation
	


	
	Location
	

	
	Date
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General CHS HITH Admission Criteria
The patient must consent to HITH treatment (or has consent from a substitute decision maker).
The patient is self-caring or supported at home for activities of daily living.
The patient or carer are able to partner in the delivery of care. The patient should be able to communicate effectively, follow instructions and know when and how to escalate their care, or have a live-in carer who takes this responsibility.
The patient has access to a reliable landline or mobile telephone. 
The patient is in a Residential Aged Care Facility (RACF) requiring acute treatment that would otherwise lead to an admission to a hospital inpatient service.
The patient meets the criteria for admission according to the CHS admission processes.
The patient’s place of residence is suitable for the delivery of HITH care (see also Exclusions below).


General CHS HITH Exclusion Criteria
Relative Exclusions: Criteria that require further discussion with the HITH team to determine patient suitability
Travel time between the patient’s place of residence and TCH exceeds 45 minutes. The patient may however be able to attend the HITH clinic instead, if feasible. Consideration should also be given to refer to a HITH service closer to the patient’s home e.g. Calvary Bruce Public Hospital (CPHB) HITH for patients on the northern side of Canberra.
Inability to attend medical reviews at TCH. The HITH Consultant or Registrar may provide a medical review at home for some patients, especially those residents in a RACF. At home medical reviews may be facilitated using Telehealth for some patients, such that hospital attendance is not needed as frequently.
Patients with multiple/unstable co-morbidities are generally not appropriate for HITH, however a discussion should be considered between the referral source and the HITH Team to consider acceptance to the Service.

Absolute Exclusions: Criteria that will make HITH admission unsuitable and other options should be considered.
Place of residence is considered unsafe for a lone health professional and the patient is unable to attend the Canberra Hospital HITH clinic (as an alternative to a home visit), including those patients that have an identified “Behaviour and Safety” alert.
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