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Clinical characteristics in tuberculous meningitis with hyponatremia
Tang Siying, Jing Huan ,Wang Kanran ,Wang Yue ,Hu Jinbo,Y ang Shumin ,Li Qifu
(Department of Endocrinology , The First Affiliated Hospital of Chongging Medical University)
[ Abstract]Objective : To explore the prevalence and clinical features of hyponatremia in tuberculous meningitis(TBM). Methods ; One
hundred and fifteen patients diagnosed with TBM in the hospital from January 2014 to October 2016 were enrolled. General information
and clinical data were collected. Clinical features of TBM with and without hyponatremia were compared.Occurence of hyponatremia
in TBM was calculated.Clinical features of patients with and without hyponatremia were compared. Results :In our study,70.4% patients
were with hyponatremia. Compared with normonatremic counterparts , besides lower serum sodium and plasma osmotic pressure , pa—
tients with hyponatremia also tended to have lower serum creatinine[54.5(45.2,68.0) wmmol/L vs. 64.0(54.5,75.7) wmmol/L,, P=0.004],
blood uric acid[164.0(123.5,218.2) pwmmol/L vs. 229.5(178.5,327.0) pmmol/L, P<0.001], glucose[2.0(1.7,3.0) mmol/L vs. 3.0(2.0,
4.0) mmol/L., P=0.002] and chloride content[112.0(104.0,116.0) mmol/L vs.120.0(116.2,125.7) mmol/L., P<0.001] in cerebrospinal
fluid. Both temperature[(37.4 + 1.0)°C vs. (36.7 £0.7) °C,P=0.002] and protein content in cerebrospinal fluid[2.0(1.2,3.0) g/L vs.
1.0(0.8,2.1) ¢/L.,P=0.003] were higher in the hyponatremic patients. There was no significant difference in gender and age between
this two groups. According to the analysis of the reason for TBM with hyponatremia, 65.4% patients with syndrome of inappropriate
antidiuretic hormone secretion (STADH ). Compared with the patients with hyponatremia for other reason, patients with STADH had

lower serum sodium,plasma osmotic pressure,blood uric acid,chloride content in cerebrospinal fluid,while the cerebrospinal fluid
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BIE1EE 285 Email: ligifu@yeah.net, study, the incidence of TBM with hyponatremia is high. SIADH

HETIH: BRAAAFALFTIRE (%5 :81370954,81670785) ; is an important cause of TBM with hyponatremia.
FRTRBAZLEMEAARANLEATH AR (HT . [Key words]Jtuberculous meningitis; hyponatremia;syndrome of
este2015jcyjBX0096) ; &R At F kb b KA AR A3 61 inappropriate antidiuretic hormone secretion

HERTFIRA TR B (%5 : cste2016shms—ztzx1003)
25 H AR - hitp://kns.cnkinet/kems/detail/50.1046.R.20180522.0950.028 html
(2018-05-22)



— 794 —

BERERKZFIR 2018 £5 43 55 6 5 ( Journal of Chongging Medical University 2018.Vol.43 No.6 )

ZE K% PRk 5 % (tuberculous meningitis, TBM ) J&
— MR AT S R A AR 2 R G, EE R
LGP 8 LA S AR 14 fii S5 I3, 8 Bl 22 b O
i, HE PPN AR B 3 () — i, AR A ILAE R
LB AN T AR AR T 135 mmol/LL, 2 i PR Jie & UL 1Yy
IK-HL A BT ALZ 1, TR TBM S8 B A Jt A
N NPT H PRI 53 1 R P 25 A AE (syndrome. of
inappropriate antidiuretic hormone secretion,SIADH) |
IKFEERZEAAIE (cerebral salt—wasting syndrome, CSW)
A, Horpr SIADH Bl /2 3 A TBM A8 IR 1M 5 14
FEFNP, SIADH & — M1 MLk AR 2 5 T
R R E I R RN EE AL R B b | R 22 Rl
ZRE HARRR S0 S H ME LS, IR TR &
B, TBM A8 AR B I P9 PR o AR B it LA
PR M EA R LB Z B0, PRI, ARBF5EXS TBM
SR AR ILAE A SRR OO I PR S 12 3855
AT T A

1 XM&MTTE

1.1 #Fsat %

PEEX 2014 47 1 A & 2016 4F 10 A TIREE2WIY 115 £
TBM 5 1E 5T %, TBM 12 Wi b5 2% 2010 4F TBM
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TTAEICHE 3T A GEIT27 30 SPSS 23.0 #7414 1T,
K96 7K i @=0.05,

2.1 TBM %R 74t

TE 115 4 TBM 351,81 44 (70.4% ) FEARANINLAE , 34 44
ANFEAREH AR (2 1), SASPAREN AR Y TBM B AH 1L, fF
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IMLJRER (r,=0.501,P=0.000) . Ifil 3% 35 % JE (r,=0.989, P=0.000)
G W W (r,=0.299, P=0.001) | Jili ¥ i 7 S ik (r,=0.693,
P=0.000) JikG R 1 (r,=—0.298, P=0.001) B A S
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Tab.1 Comparison of clinical data of TBM with or without hyponatremia
7N IR B44E (n=81) AR ML BN (n=34 ) A7 A PAH
PER (5 % ) 40(49.4) 17(50.0) 0.004 0.952
HE (v xs5,8) 407 £17.4 41.8+163 0.308 0.759
ABERIE (2 £5,°C) 37.4+1.0 36.7+0.7 4.034 0.000
A (x + 5, mmol/L.) 127.9+4.5 1383+2.7 -15.092 0.000
JREM(Qy,05) ,mmol/L] 40(29,5.1) 43(3.4,62) -1.757 0.079
JULEFIM ( Qy, Qs ) , pmmol/L] 54.5(45.2,68.0) 64.0(54.5,75.7) -2915 0.004
JRERIM (Qy,Qs) , pmmol/L] 164.0(123.5,218.2) 229.5(178.5,327.0) -3.772 0.000
B BTE (% £ 5, mOsmikg ) 2703+ 1.1 2909 + 1.0 -14.135 0.000
PRICHEM (Qy,Q5) ] 1.02(1.01,1.03) 1.02(1.02,1.03) -0.872 0.383
A B (1, Q5 ), mmol/L] 20(1.7,3.0) 3.0(2.0,4.0) -3.130 0.002
LRI M (04, Q5)  mmol/L] 112.0(104.0,116.0) 120.0(116.2,125.7) -6.175 0.000
L E1RM (04,05 e/ 2.0(12,3.0) 1.0(0.8,2.1) -2.955 0.003
FREF RS [M ( Q1) 05) ,mmHe] 204.0( 147.5,316.0) 195.0(140.0,280.0) -0.776 0.437
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Fig.1 The incidence of TBM with SIADH
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Fig.2 Actual diagnose of SIADH
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Tab.2 Comparison of clinical data of TBM with SIADH and other hyponatremia

I R B SIADHZ (n=53) HAfh (n=28) IKYZAH P
PR (55 0. % ) 27(509) 13(464) 0.149 0.699
AW (v £5,%) 41.9+17.9 38.6+16.4 0.816 0.417
ABEAR (x +5,°C) 375+09 373+1.0 -0.830 0.409
114 (2 + 5, mmol/L ) 126.1 4.5 131.4+2.1 -7.075 0.000
JRZ[M (Q,Q5) ,mmol/L] 3.7(2.9,5.1) 43(3.3,5.1) -0.261 0.794
ILEFM ( Q. Q) . pmmol/L] 55.0(47.2,67.5) 53.0(40.0,71.7) -0.121 0.904
PRI ( Q. 05) , pmmol/L] 149.5(111.5,181.0) 262.5(193.2,330.0) -5.034 0.000
MHKBFEE (x =5, mOsm/kg ) 266.1 +8.4 277.1+33 -7.475 0.000
JRHTEM (Q,,0,)] 1.02(1.01,1.03) 1.02(1.01,1.03) -1.208 0.227
I S M ( Q1, Q5 ), mmol/L] 2.0(1.4,3.0) 2.2(2.0,3.0) -1.439 0.150
IR S (Q4, Q3 ), mmol/L] 108.5(102.0,114.7) 114.0(110.0,117.0) -3.137 0.002
AR FTRIM (01, 0;) ,g/L] 2.1(1.2,29) 1.6(1.1,3.1) -0.693 0.489
TR BUE 1M ( Q1,05 )  mmHg] 220.0(170.0,359.0) 164.0( 117.0,300.0 ) -2.131 0.033
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