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Aims
* To assess and improve investigation, diagnosis and management in our centre
* To assess whether using the European diagnostic algorithm can improve diagnosis of hyponatraemia in our centre

Methods

A audit of medical notes and biochemical tests was carried out for 69 patients admitted to the medical assessment unit with serum sodium
below 130mmol/L over a 3 month period. Adoption of the European guideline diagnostic pathway, creation of an “investigation set” and
educating junior doctors and nurses were used as tools to improve management. Emphasis was placed on use of urine osmolality and sodium
as a first line investigation in the diagnostic process. Subsequent re-review of management after change was carried out for 79 patients over a
similar timeframe.

Results

Before change: 69 patients admitted with hyponatraemia(55% Euvolaemic, 29% Hypovolaemic, 16% Hypervolaemic). Of the Euvolaemic
patients only 26% of patients had causative medications stopped. Only 18% had a serum osmolality and only 13% had a urine osmolality or
sodium performed. 23.6% had a short synacthen test performed during admission. In all patients only 45% had a cause diagnosed for
hyponatraemia. 55% of patients were thought to have SIADH and 23.6% were fluid restricted. In Hypovolaemic patients 54% of drugs were
stopped and 85% were given appropriate IV fluid replacement

After change: 79 patients admitted with hyponatraemia ( 54% Euvolameic, 30% Hypovolaemic, 16% Hypervolaemic). In Euvolaemic
patients 66% had causative medications stopped. 4 times as many urine osmolality and sodium tests were performed (51%). 30% had a short
synacthen test during their admission. 43% of patients were thought to have SIADH and 32% were fluid restriced. 73.4% had a cause
diagnosed for hyponatraemia. Hypovolaemic patients had 75% of causative drugs stopped and 100% had appropriate IV fluid replacement.
34% of patients of all volume states had a urine osmolality performed. Of these go% had a diagnosis found. In those who did not have a urine
osmolality or sodium performed only 63% had a diagnosis found.

Conclusions:

Our first audit suggests that traditionally investigation and management of hyponatraemia in acute medical patients is often neglected. We
found that use of guidelines, education and support tools for junior doctors and nurses can significantly improve investigation and
management of patients with Hyponatraemia. Our findings also support the use of the European diagnostic algorithm, using urine
osmolality and sodium early in the diagnostic process.
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