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Introduction

* Peripartum hyponatremia affects ~3/100,000 pregnancies
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* Pregnancy lowers the osmotic threshold for ADH release,

(excluding preeclampsia) and Is associated with maternal morbidity
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Case Presentation

ADMISSION INDUCTION INTRAPARTUM

34F G1POO1 Labor induced with oxytocin Cesarean for failed induction
Admitted for IOL at 39w3d Nephrology consulted on admit e $Na declined to 120 mmol/L
PMH TBMN, SIADH, cHTN Na declined to 125 mmol/L Severe hyponatremia noted

Baseline Na 127 mmol/L Observed, asymptomatic early Multidisciplinary team aware

DELIVERY POSTPARTUM OUTCOME

Complicated by PPH Managed with 2% saline Na corrected to 130 by POD2

Uterine atony identified Fluid restriction initiated Slow, controlled correction

TXA, uterotonics given NSAIDs avoided throughout No neurologic complications
2U pRBC and JADA placed Neonate Na 130 on DOL1 Discharged home on POD3 SOAP 2026
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Discussion & Key Points

*Pregnancy and oxytocin increase susceptibility to
nhyponatremia

Antidiuretic effect via V2

Hormonal Oxytocin .
receptors — free water retention

*Chronic SIADH and renal disease reduce intrapartum safety
margins

Lower osmotic threshold for

Physiologic Pregnancy ADH, dilutional state

Impaired free water excretion,

. ) *Na correction requires slow, carefully controlled
chronic hyponatremia

Management

Renal SIADH (pre-existing)

Reduced renal reserve during

Renal TBMN . .
physiologic stress

*Medications/infusions (Oxytocin, Azithromycin, Mg) are
often diluted in NS, which can worsen hyponatremia

Variable sodium content, large
volume resuscitation, stress
response

Fluids, uterotonics,
transfusions, NSAIDs

, *Maternal hyponatremia risks neonatal hyponatremig,and
Neonatal sodium exposure Maternal hyponatremia affects neurologic injury AN N UAL
neonatal sodium balance Palos ot . BIOG. 2025, PMID: 40511476
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