D | 8 E /A\ S E HYPONATREMIA

—— PATHOPHYSIOLOBY — pammmmmmmme RISK FACTORS

+ Develops whew serum Na+ concentrations fall below 136 Exoessive sweating
due to either: * Dluretics (thiazioes)

+ Wound drainage
* nadequate sodivm intake
+ Decreased secretion of aldosterone

Relative Sodiwm Deficits due to Dilution
© SIADH
© SSRI thempg

© nadequate intake of Na+

O pilution of Na+ bg excess water + ACE, ARBs, beta blockers, some antibiotics

* Na+ depletion causing hypoosmolality with movement at b * tnereased v fluid vate of hypotonic v fluid
of water into cells = cells swell! * Hyperlipidenia - Kidwey failure

* Kidney disease * Heart failure

ECF decrenses ——— (CF Lnereases * Low sodivm diet « Freshwater submersion accldent

* Hyperglycemia

T CLINICAL MANIFESTATIONS 1 DIAGNOSTICS

. Vitals: hgpothermia, tuchgcamia, rapid thready pulse,
Mgpotcwsiow, orthostatic hgpotewsiow, diminished
peripheral pulses

+ Neuwromusculoskeletal: headache, confusion, Lethargy,
muscle weakness to the point of possible respiratory

LABORATORY TESTS

+ Blood (serum) sodiwm: decreased, less than 136 mEqg/L

+ Blood (serum) osmoLaLLtg: decreased (except in azotemia with toxin accumulation)
© Urine sodivm: less than 20 mEg/L (in sodium loss); greater than 20 mEg/L (in

N " SIADH)
t -t . . , . , , ,
GDWLPYDMLS,C’ fa L@M,e' decreased deep ,eM,lDW reflexes * Urine specific gravity: decreased (1.002-1.004 in sodium Loss ); inereased tn
(PTRs), seizures, lightheadedness, dizziness, cramps, SIADH

personality changes, coma
* Gl increased wmotility, hyperactive bowel sounds,
abdominal cramping, nausea

* Rewnal: increased wrinary output

* ntegumentary: dry mucous membranes M E D | C A -\— | O N S

if patient is experiencing severe hyponatremia, medications should be administered as
prescribed.

N U R S I N G | N "' E R \/ E N 'l' | 0 N S * Cownivaptawn or Tolvaptan are common wmedications used, which promote excretion of
excess fluid
& P A T I E N —[ T E A C H \ N G v fluids, diet changes, and restriction of water are common treatments for

h 5powatrcmia .
NURSING CARE

+ ewncourage foods high in sodium (beef broth, tomato
soup, cheeses, processed foods/meats)

+ Adwminister tv fluids (Lactated Ringer's [LR], 0.9%
tsotonic saline [INST)

+ Restrict water intake

* Monitor 150 and daily weights

+ Mownitor vitals § LoOC

+ Seizure precautions

+ Replacement of sodium should not exceed 12 mEq/L in
a 24-hr period because vapid rise risks development of

neurologic damage due to demyelination

* Nephrology can e consulted for electrolyte and fluid
* Respiratory services can be consulted for oxygen

management SEVERE HYPONATREMIA
- Nutritional services can be consulted for high-sodium *+ Complications (coma, seizures, respiratorg arrest) can result from acute
food choices and restricting fluid intake hgpmt»atremi:a if not treated immediately
* Nursing actions:
PATIENT EDUCATION © The goal is to elevate the blood sodium Level enough to decrease newrologic
- weigh alu'LLH anal wotifg the provider if a 1- or 2-10 gain mafmzifeftatiows usso)aiated with hgpo)watre)mia (Lethargy, confusion, selzures)
tn 24-hrs or =-Lb gain in 1 week © Maintain an open airway, and monitor vitals
+ Consume a high-sodivm diet, including reading food O tmplement seizure precautions, and take appropriate action if selzures oceur
Labels to check sodium content and keep a daily record ° MDWLFDT Loc ) ’ ’
of sodium intalke O Adwmintster Mgpertoww oral and tv fluids as prescnbeol

© Adwminister 2% sodivm chloride slowly, and wonttor sodivum Levels
frequently. when using hypertonic solutions, the blood sodivm Level should
not be greater than 125 mEq/L

°© Administer medications as prescribed







