
RISK FACTORS FOR (INCREASED) NVP: Multiple gestation, genetic predisposition, Hx of NVP/HG

Nausea and vomiting of pregnancy (NVP)

CLINICAL TREATMENT ALGORITHM 

NO DEHYDRATION

DEHYDRATION

CONSIDER DDx:
• Drug effects, including prenatal vitamins

(PNV)
• GI causes (e.g., gastroenteritis,

cholecystitis, gastroesophageal reflux
(GER), peptic ulcers, etc.)

• Hepatitis
• Hyperemesis gravidarum
• Hyperthyroidism
• Migraine headaches
• Molar pregnancy
• UTI/pyelonephritis
• Mood disorders/complex psychosocial

conditions

CONSIDER 
CONCURRENTLY  

FOR CONSTIPATION

PREVENTION/MANAGEMENT 
• Pharmacological (e.g., stool

softeners, laxatives prn)
• Diet & supplements (e.g., fibre,

fluids, probiotics, etc.)

PRN FOR REFLUX
Antacid
• Ca carbonate
• Mg hydroxide
• Al hydroxide
PPI
• Omeprazole 20 mg/day
H2 antagonist
• Famotidine up to 40 mg
• Ranitidine up to 300 mg

PRESENTATION
• Nausea and/or vomiting starting in 1st trimester
• Typically physical exam findings normal (e.g., no abdominal tenderness, peritoneal 

signs or fever)

Rule out other/pathological causes*

IF SX WORSEN/
PERSIST

* Other conditions must be ruled out in order to make a diagnosis of NVP. In considering differential diagnoses, note that some conditions may exist in combination with NVP,
as a result of NVP and/or exacerbate NVP. These conditions should be assessed and treated concurrently.

† 	 Pregnant people with increased severity of NVP may have higher rates of depression, anxiety and other mental health/psychosocial concerns compared to those with mild 
NVP. Consider referral for mental health support for pregnant people experiencing NVP.

‡ 	 This algorithm only includes drugs within prescribing scope for Ontario midwives at the time of publication. Additional drugs may be appropriate throughout the course of 
NVP management (e.g., phenothiazines, PPIs, corticosteroids, etc.); midwives may refer as indicated or order/administer under directive per Ontario Regulation.

§ Consider using a validated scoring system to aid in assessments for severity and appropriate follow up, e.g., PUQE scoring index.
¶ 	 The route of administration for drugs throughout this algorithm may be decided by the provider and client based on factors such as ability to tolerate oral administration, 

severity of symptoms, acuity level, care setting (e.g., community vs. hospital), drug availability, prescribing scope etc.
** 	Do not exceed 200 mg/day of dimenhydrinate if taking doxylamine (Diclectin) 4 times/day. 
†† Prior to prescribing phenothiazines, discuss extrapyramidal side effects with clients for informed decision making.
‡‡ Discontinuation that is too early or rapid can result in worsening or refractory symptoms. 
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NON-PHARMACOLOGICAL
• Ginger (dried powder extract) up to

2500 mg/day
• Acupuncture/acupressure (e.g., motion

sickness bands)
• Dietary changes (e.g., small meals,

low-fibre bland foods, etc.) &
encourage any palatable foods

• Discontinue Fe-containing PNV
(substitute folic acid)

• Rest (consider modifying work, exercise
and/or sleep patterns)

• Psychosocial support†

• Rehydrate/maintain oral hydration (e.g.,
sports drinks, electrolyte beverages)

PHARMACOLOGICAL‡

Vitamin +/- H1 receptor antagonist:
• Pyridoxine (Vit B6) 10 mg QID
AND/OR
• Doxylamine-pyridoxine delayed release

tablets (10 mg/10 mg) QID

INCREASED SEVERITY/
PERSISTENCE§

ADD an H1 receptor antagonist¶

• Dimenhydrinate** 50 - 100 mg q 4-6h
OR
• Diphenhydramine 25 - 50 mg q 4-6h

CONSIDER
• Consultation or referral as indicated
• Review DDx

INITIAL MANAGEMENT

Consider

Consider

Consider

ASSESS 
HYDRATION

(e.g., skin turgor, mucous  
membranes, urine output & 
concentration, postural BP, 

lab investigations as 
indicated)

ADDITIONAL THERAPY PRN
ADD a phenothiazine††

• Prochlorperazine 5 - 10 mg q 6-8h

ADD 5-HT3 antagonist
• Ondansetron 4 mg q8h (OR 8 mg q 12h)

   
• Most commonly resolve by 20 - 22wk GA; 

reassess at this time
• Gradual reduction of Rx‡‡

   
• Some may experience persistent NVP throughout

pregnancy. Reassess at regular intervals, refer prn.

SX RESOLVE: ROUTINE CARESX PERSIST: REFER AS INDICATED

October 2025

REHYDRATION THERAPY
• IV fluid rehydration
• Multivitamin infusion
ADD an IV anti-emetic
• Dimenhydrinate IV 50 mg q 4-6h
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