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FLUID AND ELECTROLYTE DISTURBANCE

HYPONATREMIA AND HYPERNATREMIA
*Amish Udani

Abstract: Dysnatremias occur due to imbalance either
in total body water (TBW) or in sodium balance or both.
Volume of extracellular fluid compartment helps us to
assess the total body sodium status while serum sodium
levels suggest TBW status. The kidney regulates serum
sodium concentration between 135-145mEq/L primarily
by its ability to regulate free water excretion especially
in hyponatremia. The primary prevention from
developing hypernatremia is thirst. It is important to
find out the etiology of dysnatremias to guide treatment
for appropriate corrections in serum sodium levels per
hour to prevent morbidity and mortality.
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Points to Remember

o Sodium homeostasis is essential for maintaining
intravascular volume and is tightly linked to water
balance.

o The diagnosis of true hyponatremia is made after
ruling out pseudohyponatremia and hyponatremia
with hyperosmolality.

o The symptoms of hyponatremia correlate directly
with the degree of intracellular overhydration in
brain.

o The treatment of hyponatremia depends on the
underlying cause, duration of hyponatremia and
presence or absence of symptoms.

o In the child with hypernatremic dehydration the
first priority is restoration of intravascular volume
with isotonic fluid. During treatment fall of serum
sodium should not be more than 0.5mEq/L/hour
and serial serum sodium monitoring 4 hourly
should guide the treatment.
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