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Emergency Management of Severe Hyponatraemia: The Role of Hypertonic Saline
Pathway

KEY POINTS

The majority of patients with hyponatraemia can be managed conservatively whilst timely
investigations and treatments are initiated based on the clinical picture and underlying
aetiology. Guidelines for investigating hyponatraemia are outside the remits of this
document.

IV infusion 150mL 2.7% hypertonic saline
Over 20 minutes with close monitoring

Once 5mmol/L Na* rise achieve:

Stop hypertonic saline

Immediately check Na* (VBG) volume 0 9% NaCl

v

Start diagnosis-specific treatment
~ IfNa’ Measure Na* 6 hourly for first 24
If Na* not increased by mcftrenarrizl?g g hours.
> 5mmol/L Limit Na* rise to 10mmol/L in first
] 24 hours. If rise exceeds this,

y
consu|t en!ocrllnologllst.

Discuss with ITU with view to transfer X
Start 2" bolus 150mL 2.7% hypertonic saline over 20 Thereafter, rpeas::re Na* 12-
minutes with close monitoring 24hourly until Na*>130 mmol/L
aiming for Na* rise <8mmol/L/24

hrs.
If Na* not increase En
by > 5mmol/L requested.

Re-discuss with Consultant/Endocrine/ITU
Consultant
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ADDITIONAL INFORMATION

Indications

Management decisions should be made on the history of progression and symptoms of the
hyponatraemia. Symptoms of vomiting, seizures, reduced GCS (</=8) or
cardiorespiratory arrest in the context of acute hyponatraemia (Na<130) and no other
contributory cause, should be considered severe hyponatraemia and escalation of care to
hypertonic saline should be discussed.

+ Patients with severe symptoms require immediate treatment with hypertonic
saline, irrespective of the cause of the hyponatraemia.

+ Patients with acute hyponatraemia without correction, despite best care, in the presence
of nausea, confusion or headache can also be considered for hypertonic saline.

* Hypertonic saline should ideally not be administered on the basis of one-off sodium, but
on the trend of a few.

* The decision to treat with hypertonic saline should be made by the senior treating
physician. Out of hours, this should be the on-call medical consultant or ITU consultant.
The consultant endocrinologists do not do out-of-hours on calls, however are happy to
be contacted for discussion if needed and available.

Administration
Administer 150mL of 2.7% hypertonic saline over 20 minutes to attain Smmol/L
increase in sodium in an hour as per schematic below.

This should ideally be via a central line, if in place, or, a large peripheral vein with monitoring
of the phlebitis score.

The patient should ideally be located in a close monitoring environment e.g. AMU or ITU. If
this is not feasible it is essential that the patient is in an area where neurological state and
fluid balance can be monitored carefully.

2.7% NaCl comes in 500mL polyfusor therefore it is essential that this is given by a
volumetric pump programmed for 150mL over 20mins. It is kept in the emergency drug
cupboard.

Monitoring

After initial treatment, sodium levels should be monitored on VBG analysis (see below) and
formal serum bloods at least 6 hourly in the first 24 hours after administration. If the
sodium is rising more than 10 mmol/24 hours, 5 % at 125mL/hr dextrose should be
initiated to prevent over treatment and osmotic demyelination.

Endocrinology review or discussion with an endocrinologist within 24 hours (this may be

virtual if no endocrinologist available on site).
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APPENDIX 1: RATIFICATION
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