
Case
JD is a functionally independ-
ent, 86-year-old woman who 
initially presents to her GP 
with “tiredness”. 

Subsequent investigations 
revealed hyponatraemia, 
with a serum sodium of 
123mmol/L. Her past hist-
ory includes B-cell lymphoma 
of the right breast diagnosed 
in 2002. This was treated 
with a right lumpectomy 
and radiotherapy. She had a 
contralateral relapse in 2011, 
which was treated with a left 
mastectomy and intermittent 
chemotherapy, most recently 
with dexamethasone, cyclo-
phosphamide and rituximab 
(anti-CD20 antibody). JD 
has been treated for hyper-
tension since 1970.

Hydrochlorothiazide 25mg 
daily has recently been added 
to her usual antihypertensive 
medications of moxonidine 
400μg daily, atenolol 50mg 
daily and telmisartan 80mg 
daily. Long-term pathology 
reveals chronic hyponat-
raemia of 128-134mmol/L 
present since 2006. Physical 
examination is normal. In 
particular, JD is clinically 
euvolaemic.

Acute-on-chronic 
hyponatraemia
The recent decline in JD’s 
serum sodium has followed 

the addition of hydrochloro-
thiazide. All diuretics, partic-
ularly thiazides, can cause 
hyponatraemia of varying 
degrees.

Initial management
In light of the fact JD is rela-
tively asymptomatic and 
clinically euvolaemic, cou-
pled with the fact she has an 
identifiable, reversible cause 
of hyponatraemia, it is rea-
sonable to manage her as an 
outpatient. Her hydrochloro-
thiazide is stopped and sur-
veillance pathology arranged. 
As she lives alone, daily 
home pathology collection 
(EUC) is organised until her 
serum sodium level stabilises 
at or above her ‘baseline’ of 
128mmol/L.

Hospital admission?
Red flag features that would 
have prompted immediate 
hospital admission include 
lack of a clear easily revers-
ible precipitant, an ongoing 
fall in serum sodium levels, 
serum sodium level ≤120 
mmol/L or development of 
symptoms or signs of cerebral 
oedema (eg, malaise, confu-
sion, visual changes, respira-
tory depression or seizures).

Chronic hyponatraemia
Following withdrawal of 
the hydrochlorothiazide, 
JD’s serum sodium rose 
to 128mmol/L, where it 
remained without further 
improvement. She exper-
ienced some improvement in 
her fatigue.

The possible aetiology of 
JD’s chronic hyponatraemia 
is outlined in the table, bot-
tom right. A number of inves-
tigations were completed in 
an attempt to determine the 
cause of her chronic hyponat-
raemia. These investigations 
were deferred for 10 days 
following withdrawal of the 
hydrochlorothiazide as diu-
retics render several of them 
uninterpretable. 

JD remained clinically 
euvolaemic and her blood 
pressure control remained 
satisfactory. Her elevated 
urine sodium and urine osmo-
lality in the context of persist-
ent serum hyponatraemia 
and low serum osmolality is 
inappropriate and is consist-
ent with the syndrome of 
inappropriate ADH secretion 
(SIADH). This is a diagnosis 
of exclusion that, broadly 
speaking, can be caused by 
‘anything in the brain or 
chest’, malignancy or certain 
medications (eg, serotonin 
reuptake inhibitors, haloperi-
dol and carbamazepine). 

Although cyclophospha-
mide can stimulate ADH 
secretion and may be contrib-
uting to JD’s hyponatraemia, 
her hyponatraemia began in 
2006 and she only recently 
commenced this medica-
tion. JD’s very low uric acid 
and low normal urea levels 
also support the diagnosis of 
SIADH. 

Serum uric acid and urea 
help differentiating euvolemic 
SIADH from hypovolaemic 
causes of hyponatraemia, 
with low levels suggestive 
of euvolaemia and possible 
SIADH.

JD’s history of malignancy 
and thoracic radiotherapy 
are likely causal factors in 

her chronic hyponatraemia. 
As is often the case, despite 
JD complying with a 1.2L 
per day fluid restriction, her 
serum sodium has remained 
between 128-130mmol/L. 
Although this will require 
ongoing surveillance, her 
fatigue has improved and she 
remains asymptomatic at this 
level. l
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Grand Rounds

Worth their saltHyponatraemia 
can have a 
variety of 

manifestations 
and causes.

“On the one hand, there is signifi-
cant need for reform of the whole
sector — not just the licensed but also
the unlicensed sector. There needs to
be much greater safeguards in place
to ensure that residents in these facil-
ities have proper care, support and
protection.

“But the tension is that many of
these places operate in a way where if
they are forced to meet particular
standards, they would potentially just
close. And if that happens, the chal-
lenge is where do these people find
accommodation?”

While most of Barbour’s attention
is focused on the licensed sector, he
has grave fears that with the increas-
ing closure of licensed facilities, vul-
nerable people will be pushed into
unlicensed houses, where he says
there are “fewer safeguards and no
regulations”.

Paradoxically, the screening process
used to ensure only people with low-
to moderate-care needs are accom-
modated in licensed boarding houses
could be contributing to people with
high needs ending up in unlicensed
accommodation rather than in sup-
ported group homes, he says.

In his special report last year, Bar-
bour noted that the department’s
home-care assessors were “not
required to take on the responsibility
of finding alternative accommoda-
tion for individuals [who] have been
screened and found to be unsuitable
for entry to licensed boarding
houses, and there is no formal
screening process for entry to unli-
censed facilities”.

“The system that has been estab-
lished to ensure that people with high
support needs are not placed at risk in
licensed boarding houses — where
there are some safeguards — can
effectively result in those individuals
being placed at greater risk in unli-
censed and unregulated facilities,” he
wrote.

The same concerns have been
raised by People with Disability, an
organisation that advocates for
many people in licensed and unli-

censed boarding houses.
Sonya Price-Kelly, one of the

group’s executive directors, told Aus-
tralian Doctor: “As a result of the
screening process ... we are aware of a
number of persons being screened as
ineligible for entry into a licensed
boarding house due to their high sup-
port needs, however the government
department responsible for these
screenings does not track what hap-
pens to [these people] or where [they]
are relocated following an ineligible
assessment. 

“This is a significant gap in the
assessment and referral process,
which leaves people with disability at
risk of inappropriate placement in
alternative forms of accommodation,
including the unlicensed sector,” she
said. “With few funded outreach
services into the unlicensed sector,
people are highly vulnerable to devel-
oping acute health issues, which can
go untreated.”

Sitting in the passenger’s seat as
the rain beats down on the
windscreen, De Freitas asks me

to get out my calculator. 
We have just visited four residents

at an unlicensed boarding house on a
suburban street — two of whom
have alcohol-related brain damage.
Their elderly female landlord, who
has refused to fix the oven they share,
requests payments be made in “cash
only”. 

Each of the residents pays $200-
250 a week. That adds up to more
than $40,000 a year. Other boarding
houses have as many as 30 residents,
potentially bringing in hundreds of
thousands each year.

Arguably, the owners could be
making more money if they ripped
down the houses and replaced them
with flats for regular renters. But the
sums still illustrate the potential to
make significant money out of a mar-
ginalised group. 

There is also little incentive to put
money into building maintenance if
owners are contemplating eventually
replacing their boarding house with a
unit block.

We drive around to another house
— probably the worst in the area.

Entering by the back gate, we walk
past a decrepit shed with a wringer
above the wash tub — the place’s
only laundry.

Inside the house, which I’m told
accommodates 15 people, the corri-
dor is full of building materials,
including bags of cement so old that
they’ve turned stiff. In every corner
there is building junk or disused
appliances — a lone drawer, a dis-
used oven, an abandoned fridge
blocking the fire exit.

We knock on the door of one of
De Freitas’ clients, but he’s not home. 

The only sign of life in the place is
an unflushed toilet. In the bathtub
there is brown sludge leaching from
the drain. An enormous hole in the
wall is exposed when we slide the
shower curtain across. There are cig-
arette lighters beside the bath to light
the gas for hot water. 

Not all unlicensed boarding houses
are this bad. Another place we visit,
which used to be an aged-care facility,
has multiple clean bathrooms and a
bright-looking kitchen. De Freitas
was able to arrange a room in this

house for one of his clients after he
was kicked out of his previous board-
ing house when he was hospitalised
for a mental health illness. 

The real estate agent who runs this
house even put a fresh coat of paint
on the walls before the client arrived.

As Bruce Barbour also noted in his
special report last year, there is “good
practice on the part of some propri-
etors in providing support to residents
... [but] the welfare of vulnerable
boarding house residents should not
be dependent on the goodwill and
favour of individual proprietors”.

In this story at least, there is some
good news. 

Mary and John have just received
news they have been fast-tracked for
Department of Housing accommo-
dation. For them, a light has dawned. 

For thousands of other vulnerable
people in boarding houses across the
state, the darkness continues. ●
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Independent / in de pen dent n.

free from outside control; not subject to

another’s authority; not belonging to or supported

by a political party; not supported by public funds;

not influenced by others; impartial,
free-standing.

AUSTRALIA’S LEADING
INDEPENDENT

PUBLICATION FOR GPs

With the increasing
closure of licensed
facilities, vulnerable
people will be pushed into
unlicensed houses, where
Barbour says there are
‘fewer safeguards and no
regulations’.

LAUNDRY WITH WRINGER

HOT WATER SYSTEMFOR SHOWER

Part 2 covers the outcome of the
coronial inquest into the deaths of
the six NSW residents. 

See Australian Doctor 25 May.
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Dr Patrick Coleman is a renal 
physician on the northern 
beaches, Sydney.
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Online resources
To read about the 
evaluation and 
management of 
hyponatraemia at the 
Cleveland Clinic Journal 
of Medicine, see bit.ly/
XJlsqm and bit.ly/cTs7PK

HAVE AN INTERESTING 
CLINICAL CASE?
Send it to jeannie.yoo@ 
reedbusiness.com.au
Photos are encouraged.

“



www.australiandoctor.com.au

FACT: Eggs are not the enemy; 
they are packed with heart-friendly 
vitamins.
Remember the 1980s when we 
started madly whipping up eggwhite 
omelettes because we were told yolks 
were bad for our cholesterol levels.

As a result, many an egg yolk 
ended up down the sink. However, 
research in more recent decades 
suggests this was a waste of food.

Investigators from the University of 

Surrey published their findings on the 
subject in a British Heart Foundation 
nutrition bulletin in 2009.

They examined the results of 
several different studies on eggs 
and nutrition, coming up with the 
conclusion that the humble egg did 
not “contribute significantly” to a 
person’s cholesterol levels.

While acknowledging that eggs 
are a high-cholesterol food, the 
researchers noted that they did not 

have much influence over a person’s 
level of blood cholesterol. The culprits 
that did included the saturated fats 
found in fatty meats, full-fat dairy 
products and processed snack foods.

Australia’s Heart Foundation 
agrees, saying everyone can enjoy 
up to six eggs a week as part of a 
healthy diet. The foundation’s dietitian, 
Barbara Eden, says the benefits far 
outweigh the negatives — and she is 
talking about the whole egg.

“Eggs are very 
nutritious. They provide 11 different 
vitamins, are a great source of 
bio-available protein and while they 
have about 5g of fat, the great bulk 
of that is the healthy kind of fat,” she 
explains. “I think GPs and the general 
public are still thinking that two eggs 
a week are all they should be having, 
but you can enjoy more, and eggs 
make a quick, healthy meal or snack.”

Amanda Sheppeard

Myth: People with high cholesterol should not eat eggs

FOOTNOTES
 DAVID FERGUSON

IT’S no secret that packaged 
and processed foods can be 
high in salt, sugar and fat, but in 
an era where convenience often 
wins out over best health, it can 
be hard to choose alternatives.

Health insurance company 
Bupa Australia and the George 
Institute for Global Health have 
teamed up to create an app that 
provides easy-to-understand 
nutritional information for more 
than 38,000 Australian products.

The app allows users to scan 
the barcode of a product to see 
the levels of total fat, saturated 

fat, sugar and salt, and then it 
comes up with similar foods that 
are healthier choices.
Are you using a medical app 
that you would recommend to 
other doctors or patients?
Email: amanda.sheppeard@
reedbusiness.com.au

FOODSWITCH

APP 
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Out of step
A 38-YEAR-old female runner presents with 
advanced left hallux abducto valgus. She 
complains of medial first metatarsophalangeal 
joint pain and pressure irritation of the dorsal 
aspect of the second interphalangeal joint. She 
has a family history of bunions. However, the 
instability increased following the birth of her 
first child 12 months ago. 

Examination reveals a ‘Morton’s’ foot type 
with hypermobile general joint structure. In 
addition to visual toe instability, a painful 
callus has developed under the second 
metatarsophalangeal joint.

David Ferguson is a Sydney podiatrist and 
director of Advanced Gait Dynamics  

(www.advancedgait.com.au)

THE QUIZ
Q: Do flat feet cause 
bunions?
A: Hallux abducto valgus 
can occur in all foot types 
and is considered to be 
multifactorial in origin. It 
occurs when the axis of the 
first metatarsophalangeal 
joint is mechanically altered, 
resulting in a medial rotation of 
the hallux towards the second 
toe. Females are more likely 
to suffer from the condition 
due to increased ligamentous 
laxity. 

Q: What is a Morton’s foot 
type?
A: A Morton’s foot type 
exists when the second 
metatarsal is noticeably longer 
than the first. The second 
metatarsophalangeal joint 
and stabilising ligaments 
(plantar plates) are exposed to 
greater mechanical pressure 
increasing the risk of instability 
and injury. 

Advanced hallux abducto 
valgus abnormality is 

often associated with a 
Morton’s foot type and 
lesser toe clawing, with 
increased plantar second 
metatarsophalangeal joint 
callus formation and dorsal 
interphalangeal joint irritation.

Q: How do bunions 
influence foot function?
A: Normal movement 
of the foot is geared 
towards loading a stable 
first metatarsophalangeal 
joint during toe off. 
Dysfunction of the first 
metatarsophalangeal joint 
may result in compensatory 
changes exposing other 
metatarsophalangeal 
joints and soft tissues to 
biomechnical stresses. 

Effective first 
metatarsophalangeal joint 
dorsiflexion is essential 
for efficient plantar fascial 
activation of the windlass 
mechanism, a primary support 
mechanism of the foot, which 
facilitates the necessary 

mechanical leverage required 
for efficient push-off. 

Q: What conservative 
measures are available to 
assist with symptoms?
A: Many people with 
hallux abducto valgus can 
manage discomfort with 
accommodative footwear. 
In addition, a painful first 
metatarsophalangeal joint 
may respond favourably to 
increased medial support. 
Toe taping, the use of splints 
and soft tissue mobilisation 
can also be helpful. Patients 
suffering from peripheral 
vascular disease or 
neuropathy are of greater 
concern.

Once the axis of the first 
metatarsophalangeal joint has 
been significantly altered it 
is unlikely that conservative 
management will restore a 
normal alignment. 

Specifications
COST: Free
COMPATIBlE WITH: iPhone, 
iPad, iPod Touch, Android
REQUIRES: iOS 4.3 or later; 
Android 2.1 and up.

1 March 2013   |   Australian Doctor   |   37

Busting  
the myth

Causes of hyponatraemia based  
on extracellular fluid volume status
Hypovolaemic
•  Gastrointestinal solute losses (eg, diarrhoea, vomiting)
•  Third-spacing (eg, ileus, pancreatitis)
•  Diuretics
•  Addison’s disease (glucocorticoid and mineralocorticoid 

deficiency)
•  Salt-wasting nephropathy

Euvolaemic
•  Syndrome of inappropriate antidiuretic hormone secretion 

(SIADH)
•  Diuretics*
•  Isolated glucocorticoid deficiency 
•  Hypothyroidism
•  Beer-drinker’s potomania**/Psychogenic polydipsia

Hypervolaemic with decreased  
effective circulating blood volume
•  Decompensated heart failure
•  Advanced liver disease
•  Renal failure with or without nephrotic syndrome
*  At low doses, diuretics cause a natriuresis, or salt-wasting 

state only.
**  Potomania is so named for drinking pots and pots of beer.
Adapted from Cleveland Clinic Journal of Medicine 2004; 
71:639–50.

Test Normal JD’s results

Serum creatinine 49-90mmol/l 53mmol/l

eGFR >90ml/min/1.73m2 >90ml/min/1.73m2

Serum osmolality 275-290mOsm/kg 271mOsm/kg

Urine osmolality 50-1200mOsm/kg, appropriate response to 
hyponatraemia is dilute urine <100mOsm/kg)

510mOsm/kg

Urine sodium variable, but appropriate response to hyponatraemia 
is <20mmol/l

51mmol/l 

Fasting glucose (serum sodium will decrease 1.6–2.4mmol/l 
for every 5.5mmol/l increase in glucose over 
5.5mmol/l)

5.7mmol/l

TSH 0.4-5.0mIU/l 0.878mIU/l

Fasting morning 
cortisol

100-535nmol/l 318nmol/l

Uric acid 0.2-0.5mmol/l 0.17mmol/l

Blood urea 3-8mmol/l 5.0mmol/l


