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What IS 

hyponatremia?

● Serum sodium < 135?

● Hypovolemia?

● Hypervolemia?

● Euvolemia?

IT DEPENDS

Don’t rush to give fluids if the 

patient is hemodynamically 

stable!



DEFINITION Hyponatremia is defined as a 

serum sodium of less than 135

on a standard CHEM8 or 

CHEM14 panel. Without 

context, the presence of 

hyponatremia is meaningless.

It is important to consider a 

patient’s history, other labs, and 

volume status.



IT’S COMPLICATED
Source: Reviews in EM - Critical Care

https://reviewsinem.com/2018/12/23/hyponatremia-2-0/



ACUTE VS. 

CHRONIC

It matters!

Hyponatremia that is acute is 

more likely to be directly 

symptomatic than hyponatremia 

that is chronic. There are many 

causes for both, which will be 

discussed in this presentation, 

but know that acute

hyponatremia is more likely to 

need immediate correction than 

chronic.



TYPES OF 

HYPONATREMIA

● Euvolemic (SIADH, Tea and 

Toast, Beer Potomania)

● Hypervolemic (Polydipsia, 

CHF)

● Hypovolemic (GI loss, 

Dehydration)

● Pseudo (Hyperglycemia)



BEER POTOMANIA

TEA AND TOAST

Typically euvolemic, though can be 
hypervolemic. Caused by chronic, 
excess intake of low solute fluids like 
alcohol or tea. Their body’s osmostat 
resets over time to compensate for 
lower electrolyte levels. They live in a 
low ADH state with chronic, dilutional 
hyponatremia and dilute urine. [1] 
Normal Saline is hypertonic with a 
sodium level of 154 mEq, and patients 
RAPIDLY OVERCORRECT when 
given even modest boluses. Danger for 
Osmotic Demyelination Syndrome! [2]
Consider this before giving saline 
boluses!



HISTORY

RICHARD

Richard is a 38 year old with no 

medical history who smokes 

marijuana daily and is 

frequently readmitted for 

intractable nausea and 

vomiting.

Sodium: 132, Potassium: 3.0, Bicarb: 

20, pH: 7.53

Most likely: Hypokalemic metabolic 

alkalosis 2/2 vomiting. Hyponatremia is 

likely acute. Patient likely hypovolemic.

Correct the volume -and- electrolytes.



HISTORY

EDNA

Edna is an 89 year old female 

with combined systolic/diastolic 

CHF and a number of other 

medical problems. She 

presents for CHF Exacerbation.

Sodium: 128, Potassium 4.0, Bicarb 

22, pH 7.37

CXR: Pulmonary vascular congestion

Most likely: Chronic hypervolemic 

hyponatremia.

Correct the volume.



HISTORY

KAREN

Karen is a 44 year old female 

with a history of severe EtOH 

abuse. On physical exam, she 

is thin, appears malnourished, 

and is tremulous. BP low-

normal.

Sodium: 122

Before continuing, consider beer 

potomania and follow a proper 

hyponatremia workup algorithm! Avoid 

Osmotic Demyelination Syndrome!



SUMMARY Hyponatremia is complicated. There are 

severe risks associated with 

overcorrecting hyponatremia (ODS) and, 

except in the case of acute loss, few real 

benefits in “correcting a lab.”

Hyponatremia is not a disease

Hyponatremia doesn’t always need to be 

fixed, especially quickly

It’s OK to ask for expert advice!

Overcorrection can generally be defined 

as a >8-10 mEq increase in sodium 

levels within 24 hours. Start low and go 

slow!
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