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• case: a 49-year-old man with SCLC develops severe vomiting
after the institution of chemotherapy.on admission,the
estimated JVP is below 5 cmH2o,the skin turgor is reduced
and the following lab. tests are obtained:

plasma-Na:114 meq/L,Plasma Osm.:243 mosmol/Kg,Urine-
Na:6 meq/L,Urine Osm.:498 mosmol/Kg

What is the most probable diagnosis?



• The clinical and laboratory findings are consistent with true volume depletion,it is 
also possible,however,that the patient has underlying SIADH due to his 
malignancy.the patient is initially treated with isotonic saline and the next 
morning the plasma Na concentration has increased to 122 meq/L.at this 
time,the urine-Na concentration and osmolality can be used to distinguish among 
three possibilities:

1-hypovolemia alone was responsible for the hyponatremia,and the patient is still 
volume-depleted.as a result,the urine-Na will still be low and the urine-Osm. still 
elevated because of the nonosmotic release of ADH.

2-hypovolemia alone was responsible for the hyponatremia,and the patient is now 
euvolemic.in this setting,the urine-Osm. will be below 100 mosmol/Kg,since there 
is no longer any stimulus to ADH secretion.urinary Na excretion will be elevated,but
the urine-Na may,by dilution,still be less than 25 meq/L.

3-both hypovolemia and SIADH contributed to the hyponatremia,and the patient is 
now euvolemic.this will be manifested by a urine-Na above 40 meq/L and a 
persistently elevated urine-Osm,since there is continued ADH release.



• A 60-year-old man weighing 70 Kg has an oat-cell carcinoma of the
lung and is admitted the hospital with a 2-week history of progressive
lethargy and obtundation.the PH/EX is within normal limits except for
the obtundation.the following laboratory studies are obtained:

Plasma-Na:105 meq/L,plasma-K:4 meq/L,plasma-Cl:72 meq/L,plasma-
Hco3:21 meq/L,Posm:222 mosmol/Kg,Uosm:604 mosmol/Kg,urine-

Na:78 meq/L

What is the most likely diagnosis?

How and at what initial rate would you raise the plasma-Na
concentration?



• The most likely diagnosis is SIADH due to the oat-cell carcinoma.

• Hypertonic saline should be given initially in view of the marked
hyponatremia and neurologic symptoms.the approximate Na deficit
that must be corrected to raise the plasma-Na concentration to a safe
value of 120 meq/L can be estimated from :

Na deficit=0.6 * 70 *(120-105)=630 meq

This reqires approximately 1200 ml of 3% saline,which should be given at
the rate of 40 ml/hr over 30 hr to raise the plasma-Na concentration by
0.5 meq/L/hr.furosemide will enhance the efficacy of this regimen by
lowering Uosm,thereby increasing free-water-excretion.



• A 72-year-old woman with HTN and CKD-G4(baseline Cr:2.5-2.8 mg/dl) is admitted to the hospital with malaise and
confusion.approximately 10 days before,her primary care practitioner had increased enalapril to 20 mg twice daily (from 10
mg twice daily) and added furosemide 20 mg twice daily (from 10 mg twice daily) to get better control of BP.at that
visit,her serum Na was 124 meq/L and serum Cr was 3 mg/dl.over the next week,she has become lethargic with decreased
urine output and confused.at the urging of her daughter,she has been drinking excessive amount of fluid(>2 lit/day) over the
past week.on presentation,she was not oriented to person or place,and her vital signs were notable for an elevated
respiratory rate and an O2sat of 80% on room air but otherwise normal.

PH/EX: ↑ JVP,bibasilar rales,and an S4 on cardiac examination.
Lab. Tests: Na:112 meq/l ,K: 6.8 meq/l , BUN: 93 mg/dl, Cr:3.6 mg/dl, Hco3: 15 meq/l.

Which of the following would be your next step in management of this patient?

A-0.9% saline infused at 125 ml/hr.
B-hemodialysis with a custom sodium dialysate of 130 meq/l.
C-CVVH with a custom replacement solution.
D-tolvaptan 30 mg/day.






