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Abstract
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Hyperemesis gravidarum (HG) is one of the common unique liver diseases that occurs during pregnancy. Mild cases can be spontaneously
resolved in time but severe cases usually require supportive medical treatment to relieve symptoms. Moreover, differential diagnosis may be
required in severe cases that manifest with persistent nausea–vomiting, dehydration and weight loss refractory to treatment. Thus, to rule out
any gastrointestinal pathology, this case was referred to the outpatient anaesthesia clinic after the first unsuccessful awake endoscopy attempt
without sedation. Therefore, anaesthetic support for endoscopy of a pregnant woman with severe HG was presented in this case report.
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Introduction

L

iver diseases that occur during pregnancy include hyperemesis gravidarum (HG), intra-hepatic cholestasis of pregnancy, acute fatty liver of pregnancy and the HELLP syndrome (1, 2). HG is a unique liver disease during early pregnancy, which resolves usually with symptomatic medical treatment. However, differential diagnosis may be required to
rule out any gastrointestinal pathology in serious cases that manifest with severe nausea–vomiting, dehydration and weight
loss refractory to treatment (3-7). This particular case was referred to us after the first unsuccessful awake endoscopy attempt
without sedation. To our knowledge, no anaesthetic report related to HG has been presented to date. Therefore, we aimed
to address specific anaesthetic considerations for endoscopy of a pregnant woman with severe HG by re-visiting risk factors,
diagnosis, prognosis and treatment of HG.

Case Presentation
After obtaining written informed consent, a 21-year-old woman (G1, P0) with HG was admitted to our hospital at 16
weeks of gestation. She had experienced nausea, vomiting and weight loss refractory to the medical treatment she had
received at another hospital. Her current weight was 56 kg (pre-pregnancy weight: 73 kg). Her vital signs and laboratory
results, including blood, urine and thyroid function tests (TFT), were within normal clinical limits except ketonuria. Medical treatment was started with intravenous (IV) metochlopramide and pyridoxine during total parenteral nutrition. Fluid
intake and urine output were adjusted accordingly. Because of persistent nausea and vomiting refractory to metoclopramide,
we added ondansetron first and then switched to domperidon. For differential diagnosis, endoscopy was planned; however,
the first endoscopy attempt without anaesthetic medication was unsuccessful. Therefore, a second endoscopy was planned
under anaesthesia. Propofol IV 1 mg kg-1 was administered to provide sedation under monitored anaesthesia care (MAC).
The endoscopy revealed minimal superficial gastritis and motility dysfunction with no pyloric stenosis and helicobacteria
presence. Nausea and vomiting was relieved gradually with medical treatment, and she was discharged 4 weeks after her
admission. She was readmitted at 32 weeks of gestation because of pre-term labour and mild hypertension without proteinuria. Nifedipine 10 mg, 4 times a day, was given orally and 3 mg betamethasone IV was administered. She was discharged
the following day. Her blood pressure was stable for 4 weeks at home. She experienced hypertension again at 364 weeks of
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gestation. She was re-hospitalised to administer nifedipine 30
mg and methyldopa 250 mg 4 times a day until delivery. She
also received magnesium oxide 365 mg once daily. At a 37
weeks of gestation, caesarean delivery under spinal anaesthesia was performed due to the arrest of labour. A female foetus
weighing 3040 g was delivered. Methyldopa except all other
medications was continued postpartum for 4 days.

Discussion
We performed MAC with propofol, which is a safe IV anaesthetic agent both in liver diseases and in pregnancy. There is
rarely a need for anaesthetic support in the management of
HG since it is usually seen during early pregnancy.
Hyperemesis gravidarum generally occurs between 4 and 10
weeks of gestation but may occur as late as 20 weeks gestation. The incidence is 1–20 patients per 1000 pregnancies,
and the rate is approximately less than 2% (1-3). Our patient
was admitted at 16 weeks of gestation, which was slightly late
because of her unsuccessful treatment at another hospital.
The aetiology is unclear but psychological predisposition and
certain hormones, such as human chorionic gonadotropin and
estradiol may seem to be responsible for severe nausea and
vomiting symptoms (3). Risk factors include a history of HG,
hyperthyroidism, psychiatric illness, molar pregnancy, pre-existing diabetes, multiple gestations, multi-parity, increased
body mass index and high daily intake of saturated fat before
pregnancy (1). The female foetus and maternal Helicobacter pylori infection might be considered as additional risk factors (4).
Psychological predisposition and female foetus are the reasons
that might play a role in the present case report, and Helicobacter pylori infection has been ruled out using endoscopy.
The hallmark symptoms consist of severe nausea and vomiting and dehydration with poor weight gain requiring
hospitalisation (1, 3). Clinical diagnosis is made based on
persistent vomiting in addition to acute starvation (usually
manifests with ketonuria) and acute weight loss of 35% (5)
as seen in our case. The levels of aminotransferase, alkaline
phosphatase, serum amylase, lipase and direct and indirect
bilirubin may increase more than the normal values (1, 6),
which was not observed in our patient.
Medical treatment includes vitamin B6 with or without doxylamine, promethazine or dimenhydramine during IV fluid
administration in case of dehydration. Ginger and multi-vitamin can be combined with acupuncture and/or wristband
application as a complementary option (1, 5, 8, 9). The risk/
benefit ratio for the use of methylprednisolone or ondansetron is considered due to methylprednisolone-associated oral
clefts in the first 10 weeks of gestation. Admission should
be considered in case of persistent vomiting with weight loss
(1, 10). Based on these recommendations, we administered
metochlopramide, ondansetron and domperidon with pyridoxine supplementation during IV parenteral nutrition in

the present case.
Concerns about the foetal safety of drugs used specifically
for procedural sedation are utmost important. According to
the Food and Drug Administration, there are 5 categories of
drugs with regard to safety during pregnancy. For endoscopic
procedures, only categories B and C drugs are recommended (11). The IV anaesthetic agent propofol is a category B
drug during pregnancy. It is also the most favourable drug of
choice either in pregnant or non-pregnant patients with liver
disease due to its short half-life even in case of decompensated cirrhosis (12). Midazolam, which is a short-acting benzodiazepine, is the most commonly used drug in non-pregnant
patients during endoscopy (13). Unfortunately, midazolam
is a category D drug during pregnancy, and interestingly, it
is completely antagonised by flumazenil (category C drug).
Although midazolam has not been associated with congenital abnormalities, its use is not recommended in the first
trimester (11). Therefore, we administered propofol instead
depending on our previous overview on anaesthetics considerations for liver diseases unique to pregnancy (14). We
did not administer aspiration prophylaxis since it is a must
during and after mid-pregnancy (15).

Conclusion
Rational selection of safe drugs during pregnancy with appropriate close monitoring are the key factors for providing successful endoscopy under MAC in a patient with severe HG
where anaesthesia support is rarely needed.
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