Slower sodium correction is associated with worse outcomes among patients with severe hyponatremia.
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	Examine the association between sodium correction rates and death or delayed neurologic events among patients hospitalized with severe hyponatremia (< 120 meq/L). 

	Existing Evidence
	Clinical practice guidelines emphasize slow correction of severe hyponatremia to avoid osmotic demyelination syndrome (ODS, formerly termed central pontine myelinolysis), with targets as low as 4 to 6 meq/L per 24 hours. However, a recent meta-analysis estimated that patients with slower versus rapid (> 8-10 meq/L per 24 hours) sodium correction had an absolute increase in 30-day mortality of 6% to 13%. Given the low incidence of ODS in this population (0.2-0.5%), concerns have been raised that targeting slow correction may result in net harms

	Target Population
	Adults hospitalized with a serum sodium < 120 meq/L between 2008 and 2023.

	Intervention or Exposure
	Maximum 24-hour rate of serum sodium correction; slow (< 8 meq/L), medium (8-12 meq/L) or fast (> 12 meq/L).

	Outcomes/Key Findings
	Among 13,988 patients, compared to fast correction, both slow (RR 1.64; 95% CI 1.45 to 1.85) and medium (RR 1.31; 95% CI 1.18-1.46) 24-hour sodium correction rates were associated with a higher adjusted risk of 90-day death or delayed neurologic events.   The primary composite outcome of 90-day death or delayed neurologic events occurred in 3000 patients (21%); 90-day death in 2554 (18%) and 90-day delayed neurologic events in 587 (5%). These associations were consistent in propensity-adjusted analyses and across ODS risk factors.  ODS occurred in 26 patients (0.2%) and was more strongly associated with the degree of presenting hyponatremia than with the rate of sodium correction or other ODS risk factors.  

	Resulting Action/Change
	Treatment guidelines for severe hyponatremia should be re-examined to allow for faster sodium correction (e.g. 10-12 meq/L/24 hours), irrespective of assumed ODS risk factors. 

	Additional Recommendations
	Frequent monitoring of sodium correction rates is not warranted; treatment can be safely provided outside of the ICU in most circumstances. 

	Implementation Tools	
	Revised regional guidelines and KPHC orderset for treatment of hyponatremia.

	Implementation Measurement
	Death rates among patients with severe hyponatremia; variation in ICU admission rates for severe hyponatremia by medical center; trends in maximal sodium correction rates. 
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Sensitivity analysis: 24-hour sodium correction (IPTW)
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Sensitivity analysis: 48-hour sodium correction (IPTW)
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