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Our objective was to survey obste-
trician/gynecologists concerning
their management of nausea and
vomiting in pregnancy. We mailed
a survey on nutrition during preg-
nancy to the 230 ACOG Fellows
who are members of the Collabo-
rative Ambulatory Research Net-
work and to a control sample of
800 non-Network Fellows. Results
presented here are for the ques-
tions concerning prevalence and
management of pregnancy-
induced nausea. A total of 488
surveys (47.4% response rate)
were analyzed. Respondents re-
ported that on average, 51.4% of
patients complain of nausea dur-
ing pregnancy, and 9.2% complain
of severe or prolonged nausea
with vomiting. Respondents re-
ported that on average, 2.4% of
patients require hospitalization
because of hyperemesis gravida-
rum. Treatments recommended by
a majority of respondents for mod-
erate nausea were eating frequent
small meals (95.5%), snacking on
soda crackers (88.5%), avoiding
strong odors (75.6%), taking a pre-
scribed antiemetic (71.3%), taking
ginger (51.8%), and eliminating
iron supplements (50%). Women
physicians were more likely to rec-
ommend ginger and less likely to

prescribe an antiemetic. For se-
vere and sustained nausea with
vomiting, with additional symp-
toms such as dehydration or
weight loss, intravenous hydration
(88.7%) and antiemetics (74.0%)
were the most common treatment
options. Almost half (48.8%) of re-
spondents would hospitalize such
patients. We conclude that obste-
trician/gynecologists appear to be
knowledgeable concerning cur-
rent opinion on managing nausea
and vomiting of pregnancy. Im-
provements in the management of
nausea during pregnancy are
more likely to come from further
research, not education of physi-
cians. (Prim Care Update Ob/Gyns
2001;8:69–72. © 2001 Elsevier Sci-
ence Inc. All rights reserved.)

Nausea and vomiting during preg-
nancy, or morning sickness, affect a
majority of pregnant women in
Western countries, with symptoms
that range from mildly unpleasant
to disabling.1 Despite the colloquial
name, the symptoms can and do
occur at all hours of the day. Nausea
during pregnancy could be consid-
ered a normal part of pregnancy.
Indeed, nausea and vomiting in the
first trimester of pregnancy is asso-
ciated with a decreased risk of mis-
carriage, preterm delivery, low birth
weight, stillbirth, and fetal and peri-
natal mortality.1

There is a great deal of variation
among women in the severity and

duration of symptoms. For many
women, this nausea is transient in
nature and has few long-term con-
sequences for their pregnancy or
their life, although it is undoubtedly
unpleasant in the short term. Symp-
toms generally abate between the
14th and 17th weeks of pregnancy,
although some women experience
symptoms throughout pregnancy.
One study on the sense of well-
being during the third trimester
found that 16% of women experi-
enced nausea and 7%, vomiting.2

For a significant number of women,
the nausea and vomiting can be-
come seriously disruptive to their
lives. Surveys have found that as
many as a quarter of pregnant
women suffer sufficiently severe
symptoms to cause them to change
their usual activities.3,4 However,
women suffering from severe nau-
sea with vomiting do not appear to
have different birth outcomes than
women with mild nausea.5 For a
small percentage of women, the
nausea progresses to violent and
sustained bouts of vomiting (hy-
peremesis gravidarum). These
women can become dehydrated and
malnourished, with serious poten-
tial consequences to them and their
fetus.

Predicting which patients are
likely to suffer from severe nausea
and vomiting is difficult. There are
no reliable indicators. Fatigue and
nausea during pregnancy appear to
be associated.1,6 Women who have
previously had severe nausea dur-
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ing pregnancy or whose mothers
suffered from severe nausea during
pregnancy are at greater risk.1 Mul-
tiple gestation and molar pregnan-
cies are also associated with in-
creased nausea.1 This difficulty in
predicting which patients will suf-
fer from severe or prolonged nausea
requires obstetrician/gynecologists
to monitor their patients conscien-
tiously throughout pregnancy.

Unfortunately, the current state of
knowledge concerning the patho-
physiology of nausea and vomiting
of pregnancy is underwhelming.
The cause of pregnancy-induced
nausea remains unknown. Thus,
there currently are no scientifically
based treatments that address the
cause; management of the condition
focuses on alleviating the symp-
toms. There are many suggested
treatments, but none are 100% ef-
fective, and most have not been
scientifically tested. We surveyed
ACOG Fellows on the prevalence of
pregnancy-induced nausea in their
practice and their management of
this condition.

Methods
Questionnaires were mailed to 230
ACOG Fellows who comprise the
Collaborative Ambulatory Research
Network. Questionnaires were
mailed concurrently to a control
group of 800 non-Network ACOG
Fellows selected at random, by
computer, to test whether Network
Fellows’ responses were statisti-
cally similar to those of ACOG Fel-
lows in general. A second mailing
was sent 6 weeks after the first to all
nonrespondents. The members of
the Collaborative Ambulatory Re-
search Network are a group of ob-
stetrician/gynecologists who volun-
tarily participate in questionnaire
studies such as the present investi-
gation. The Network was estab-
lished to facilitate the assessment of
prevailing patterns in obstetric/
gynecological clinical practice and

to help inform ACOG in the devel-
opment of professional education
where needed.

The questionnaire contained
questions pertaining to nutrition
during pregnancy. We report here
the results from the questions con-
cerning nausea during pregnancy.
Data concerning other questions
from this survey were previously
reported.7

Data were analyzed using a per-
sonal computer– based software
package (SPSS 8.0; SPSS Inc., Chi-
cago, IL). Descriptive statistics were
computed for the demographic
measures used in the analyses,
which are reported as mean 6 SEM.
Two-tailed t tests were used to com-
pare group means of age. Group
differences in responses on contin-
uous measures were assessed using
analysis of covariance, with Net-
work status and sex as categorical
variables and age as the covariate.
Differences on categorical measures
were assessed using chi-square.
Group differences on ordinal mea-
sures were assessed using the
Kruskal-Wallis test and the Mann-
Whitney U test. All analyses were
tested for significance using an al-
pha of .05.

Results
As previously reported,7 a total of
584 surveys were returned, produc-
ing a response rate of 56.7%. How-
ever, 96 of these were excluded
because the respondents did not
provide obstetric services. This left
488 surveys (47.4% response rate)

to be analyzed, composed of 176
from Collaborative Ambulatory Re-
search Network Fellows (76.5% re-
sponse rate) and 312 from other
ACOG Fellows (39.0% response
rate). Basic demographic data for
the respondents are presented in
Table 1.

Respondents reported that on av-
erage, 51.4 6 1.2% of their patients
will complain of nausea during
pregnancy (median 5 50%, range,
1%–100%). The respondents re-
ported that on average, 9.2% 6 4%
of their patients will complain of
severe or prolonged nausea with
vomiting (median 5 7%, range,
.5%–80%), and 2.4% 6 1.7% of
their patients require hospitaliza-
tion because of hyperemesis gravi-
darum (median 5 1.5%, range, 0%–
50%).

Respondents were asked to select
from a list of possible treatments for
a patient with moderate to severe
nausea with occasional vomiting. A
summary of their responses is pro-
vided in Table 2. There were five
treatments that were recommended
by a majority of respondents: eating
frequent small meals (95.5%),
snacking on soda crackers (88.5%),
avoiding strong odors (75.6%), tak-
ing a prescribed antiemetic (71.3%),
taking ginger (51.8%), and eliminat-
ing iron supplements from the diet
(50%). Virtually no respondents
stated that they were unlikely to
recommend any treatment (0.6%).
Women physicians were more
likely than their male counterparts
to recommend ginger (63.4% as op-
posed to 43.8%, P , .001) and

Table 1. Demographic Data on the Survey Respondents

Group
Number of

Respondents, n (%)
Age (years)

6 SEM

Men* 282 (57.8)† 49.1 6 .6
Women* 180 (36.9)† 40.3 6 .5
Network Fellows‡ 176 (36.1) 47.2 6 .7
Non-Network Fellows‡ 312 (63.9) 44.7 6 .6

* Male respondents significantly older than female respondents, P , .001.
† Twenty six (5.3%) declined to state their gender.
‡ Network Fellows were significantly older than non-Network Fellows, P 5 .006.
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herbal teas (27.8% as opposed to
17.8%, P 5 .029) and less likely to
prescribe an antiemetic (66.5% as
opposed to 74.3%, P 5 .026).
Women were also more likely to
choose the category “other” and to
list a treatment not among the given
selections (22.2% as opposed to
14.0%, P 5 .024). The most com-
mon responses given for “other”
were vitamin B6 and acupressure
wrist bands.

Respondents were asked to de-
scribe briefly their most likely
course of treatment for a patient
with severe nausea and vomiting
and other clinical manifestations of
hyperemesis gravidarum, such as
dehydration, lack of weight gain, or
signs of nutritional deficiencies. In-
travenous hydration (88.7%) and
antiemetics, either IV or supposito-
ries (74.0%), were the most com-
mon treatment options. Almost half
(48.8%) of respondents would hos-
pitalize such patients.

Discussion
Although measuring the prevalence
of a medical condition through phy-
sician recall is fraught with uncer-

tainty, the perceptions of the obste-
trician/gynecologists responding to
this survey are consistent with pre-
viously reported data on the preva-
lence of nausea of pregnancy. Ac-
cording to the respondents, almost 1
in 10 pregnant women will suffer
from severe nausea with vomiting,
and more than 1 in 50 will have to
be hospitalized. Severe nausea with
prolonged and sustained vomiting
can have serious detrimental effects
for both mother and fetus.1,8 For
example, thiamin deficiency is im-
portant to guard against because the
administration of dextrose solu-
tions before repletion of thiamin
stores can lead to Wernicke’s en-
cephalopathy.8–11

The responding physicians ap-
pear to be well informed on current
opinion on management of nausea
and vomiting during pregnancy, in-
cluding the use of alternative ther-
apies. There was generally broad
agreement concerning the manage-
ment of both moderate and severe
cases of pregnancy-induced nausea
among the respondents that corre-
sponded well with current reviews
of the literature.1,8,12,13 The fact that
over 70% of responding physicians

would prescribe an antiemetic for
even moderate cases suggests that
obstetrician/gynecologists are will-
ing to treat this condition aggres-
sively. This is significant consider-
ing that a majority of pregnant
women are likely to believe that
taking an antiemetic increases the
teratogenic risk to their fetus.14

The accepted options available to
the clinician for the management of
nausea and vomiting of pregnancy,
however, may not inspire tremen-
dous confidence among patients
suffering from nausea and vomiting
of sufficient intensity to disrupt
their lives. The lack of understand-
ing regarding the pathophysiology
of this condition significantly ham-
pers clinical management. There is
a need for further research, both on
the cause and treatment of nausea
and vomiting during pregnancy. At
this time, improvement in the man-
agement of this condition may be
more likely to depend on the efforts
of researchers rather than educa-
tors.
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