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Management of intractable hiccups

A hiccup (also called hiccough or singultus) isilmvoluntary, intermittent, spasmodic contractiontted diaphragm and
intercostal muscles followed by laryngeal closwned is usually transient. Rarely they can be persigcontinuing for
48 hours or up to one month) or intractable (lorthan one month).

Comorbid conditions such as vascular disease, Ci&ask, duodenal disease and postoperative rechesgy been
associated with intractable hiccups. Adverse outspassociated with the condition include malnotnitiweight loss,
fatigue, dehydration, insomnia, mental stress awlahsed quality of life.

The mechanism of hiccups is not fully understoodhweveral neural pathways involved in the reffeg and central
connections not well demarcated. Neurotransmittevaght to be involved include GABA and dopamineariyl causes
of persistent and intractable hiccups exist inalgdinfection, trauma, tumour, and gastrointestimaktabolic and
psychogenic disorders. The more common causeseadmic/haemorrhagic stroke, encephalitis, headria, goitre,
pharyngitis, enlarged lymph nodes secondary toctida or neoplasm, and alcohol. Medications thateh&een
associated with causing hiccups include dexametiggsdiazepam, opioids, dopamine agonists used ikirBan’s

disease and antineoplastic agents.

Treatment recommendations have not been compareshinolled studies. Causative illness should gtidatment (e.g.
acid suppression in gastro-oesophageal reflux sije&ven so, commonly no specific cause can bedfothe efficacy
of physical manoeuvres is unknown but these aremetended initially. These approaches have incluntedth holding
and breathing into a paper bag (elevation of Pa@@%¥ be inhibitory), Valsalva manoeuvre, sippingdcelater,
gargling, eyeball pressure, knees to chest andngdorward.

Failure of physical measures may mean the pharmgioall therapy is necessary. Data is lacking coingareatments,
with most recommendations at best based on smsd! saries. Successful treatments can be stoppeththfollowing
cessation of hiccups and medications are usuadilen for seven to ten days before seeking altarmdreatment. In
some cases, treatments have been required forateawenths. Patient response and reassessmentdimgladverse
effects of medication, should guide dose and dumatRecommended medications include:

« Metoclopramide (dopamine antagonist, prokinetiévitgtfor gastroparesis)
e Chlorpromazine (phenothiazine antipsychotic useti@tower limits of the dose range)
« Baclofen (muscle relaxant)

In the palliative care setting clonazepam and hexidpl have also been recommended. Case reports $imygested
benefits from gabapentin, carbamazepine and anyiirip.
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