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Clinical features

More important than Na level

Depends on rate of fall

130-136mmol: no symptoms/signs

125-130mmol/l: minimal – gait, falls, osteoporosis if chronic
<120: may be severe – drowsiness, nausea, vomiting, coma, convulsions
Assessment

Underlying cause – complete history/examination

Hypothyroid (rare), hypoadrenal, renal impairment
ADH not useful usually

Serum osmolality
Normal 
– Decreased water fraction of serum - pseudo hyponatraemia


– Hyperlipidaemia


– Hyperproteinaemia (eg. myeloma)

High 
– Diabetic ketoacidosis


– Nonketotic hyperosmolar state

Urine osmolality

<100 
– primary polydipsia

>100 
– low intravascular volume, oedema, SIADH
Urine sodium

<30 
– low intravascular volume, oedema

>30
– diuretics, kidney disease, Na loss, adrenal insufficiency, SIADH

Volume status

Assessment


May be difficult, unreliable


Skin turgor, mucous membranes


JVP – may be low


Postural blood pressure

Low
– GI, renal, thiazides, skin loss, sepsis, cardiogenic, adrenal
Normal
– SIADH, primary polydipsia
Oedema
– cardiac, nephrotic, hepatic (arterial volume depletion)
Causes of SIADH

See list
Treatment
Treat underlying cause
Severe
– Treat in ICU


– Hypertonic 3% saline150ml over 20min


– Reassess after 20min


– Repeat if necessary


– Target 5mmol/l rise


– Limit 10mmol/l per day.  Safe to exceed if acute (eg. athletes)
Chronic, non-severe


– Na+ replacement if hypovolaemic or Na deficient – N saline, Na tablets


– Fluid restriction (800 – 1500ml/day)


– Second line – urea, Na tablets + low-dose loop diuretics


– Avoid demeclocycline, vasopressin antagonists, lithium

Osmotic demyelination


– May occur after overly-rapid correction


– Caution if treatment of underlying cause raises Na+ (thiazides, adrenal)
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