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ABSTRACT

Intracranial hypertension (IH) is a critical neurological emergency that requires prompt
intervention because failure to treat it properly can lead to severe outcomes, including
secondary brain injury. Traditionally, mannitol (MNT) has been the cornerstone of
hyperosmolar therapy. However, the use of hypertonic saline (HTS) has become increasingly
important because of its unique advantages. Both HTS and MNT effectively reduce intracranial
pressure by creating an osmotic gradient that draws fluid from brain tissue. However, unlike
MNT, HTS does not induce diuresis or significantly lower blood pressure, making it more
favorable for maintaining cerebral perfusion. Additionally, HTS does not cause rebound
edema and carries a lower risk of renal injury than MNT. However, it is important to note that
the use of HTS comes with potential risks, such as hypernatremia, hyperchloremia, and fluid
overload. Due to its unique properties, HTS is a crucial agent in the management of IH, and
understanding its appropriate use is essential to optimize patient outcomes.

Keywords: Intracranial hypertension/drug therapy; Brain edema; Saline solution, hypertonic;
Mannitol

INTRODUCTION

Despite significant advances in neurocritical care, intracranial hypertension (IH) remains a
critical and potentially life-threatening neurological condition. IH was defined as intracranial
pressure (ICP) exceeding 22 mmHg sustained for more than 5 minutes. Persistent IH can
lead to a reduction in cerebral perfusion pressure (CPP), resulting in secondary brain injury
or even death. Osmotic therapy is one of the fundamental approaches for treating IH, with
mannitol (MNT) being the most commonly used agent since the 1970s.29 In the 1990s,
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GRAPHICAL ABSTRACT

Should Hypertonic saline Be Considered for the Treatment of Intracranial I( N T
hypertension? A Review of Current Evidence and Clinical Practices

Korean Journal of Neurotrauma

Comparison between Hypertonic Saline (HTS)

Mechanism of actions of hypertonic saline (HTS) and Mannitol (MNT)

Hypertonic Saline HTS MNT
-
1 gradient across BBB 1 gradientacross BBB
Plasma expansion Mechanism Immediate reduction ICP Rapid reduction of ICP
Osmotic effect & Cerebral Cardiovascular effect Immune modulator & Duration of effect: 4-5hrs Duration of effect: 4-8hrs

5 - N Antioxidant properties
microcirculation

Transient 1 IV volume

Hemodynamic 11V volume o b
1 IV Volume Osmotic diuresis
1 Cerebral edema 18P effect TMAP — Hypovolemia & Hypotension
1 Cardiac output Reflection 1.0 = completely 0.9 = mostly impermeable
coefficient impermeable T Yimp
Fluid overload AKI
llIcP 1CPP — Pulmonary edema Dehydration

Hyperchloremic metabolic
acidosis

Hyperoncotic hemolysis
Pontine myelinolysis, less likely

Prevent Secondary brain injury Phlebitis

Adverse
effects

Hypotension
Electrolyte imbalance
Rebound IICP
(reverse osmotic shift)

Conclusion Hypertonic saline is a crucial agent in the management of intracranial hypertension.

Conflict of Interest hypertonic saline (HTS) was introduced,'® and while both agents are currently in use, the
The authors have no financial conflicts of global adoption of HTS has increased.?

interest.

Informed Consent Recent pediatric traumatic brain injury (TBI) guidelines* recommend HTS over MNT.

This type of study does not require informed However, there is an ongoing debate on its use in adults, and the level of evidence remains
consent. low. Additionally, in Korea, osmotic therapy is predominantly centered on the MNT.

Ethics Approval Therefore, this review aims to summarize the effects and best usage of HTS, as well as its
This research did not require ethical approval differences from MNT. Through this analysis, we aim to identify the most suitable osmotic
as it does not involve human subjects, their agents for patients with IH in various clinical settings to ensure the best possible outcomes.

data, or biological samples.

HYPEROSMOLAR THERAPY

Typically, brain tissue osmolality is approximately 3 mOsm/L higher than that of the

serum. When TBI occurs, the resulting damage and inflammation in brain cells lead to
ionic imbalance and increased osmolality. This, in turn, worsens the cerebral edema and
contributes to IH development. Administering hyperosmolar agents significantly increases
serum osmolality, reversing this osmotic gradient and causing water to move from the brain
parenchyma into the blood vessels, thereby reducing cerebral edema and lowering ICP.

IDEAL TARGET OSMOLARITY AND SODIUM CHLORIDE LEVEL

There is no consensus on a clear threshold for hyperosmolar therapy. Generally, the
maximum safe osmolarity is recommended to be below 320 mOsm/L, as exceeding this level
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can impair cardiac, immune, and renal function.") Serum sodium levels above 155-160 mEq/L
define severe hypernatremia, which can lead to potential complications. To avoid renal injury,
serum chloride levels should be maintained below 110-115 mEq/L.*?

ICP GUIDED VS. EMPIRICAL USE OF HTS

Research on the efficacy of ICP-guided hyperosmolar therapy in improving patient outcomes
has produced inconsistent findings, with ongoing controversies preventing the establishment
of Class 1 evidence to support its recommendations. Despite this, ICP monitoring-guided
treatment offers several advantages such as ensuring consistent therapeutic strategies,
alleviating the burden of individual clinician decision-making, and demonstrating potential
improvements in both patient mortality and prognosis. Routine infusion of hyperosmotic
therapy (e.g., every 4 or 6 hours) is not recommended without clear evidence of IH. With the
evidence of IH without ICP monitoring, scheduled hyperosmolar therapy is reasonable.

MECHANISM OF ACTION OF HTS

HTS refers to solutions with sodium chloride concentrations higher than 0.9% (154 mEq/L
of sodium and chloride). Various concentrations of HTS are used clinically, ranging from
1.8% to 30% saline,*® with most typical preparations being of 3%, 5%, 7.5%, 14.6%, and
23.4%. Sodium and chloride are combined in a 1:1 ratio to form sodium chloride, which has
amolecular weight of 58.44 g/mol (TABLE 1).>° They are primarily distributed in the 3 major
body fluid compartments, the plasma and interstitial fluid, with minimal presence in the
intracellular fluid, thus contributing to maintaining blood tonicity.®” The osmotic reflection
coefficient (RQ) of sodium chloride is 1.0.°% They are excreted by the kidneys, with most
reabsorbed in the proximal tubules (FIGURE 1).

Osmotic effect

Cerebral edema is a response to various forms of brain injury and is defined as an increase

in brain water content within either the brain cells or the extracellular space.?** In healthy
individuals, the major cations (sodium and potassium), plasma glucose, and blood urea
nitrogen determine serum osmolarity. As urea easily diffuses across the cell membrane,
serum sodium is the primary molecule influencing serum osmolarity.*) The main mechanism
of HTS is the osmotic shift of the fluid. After HTS, an osmolar gradient is established,
causing a shift in cerebral water from the interstitial and intracellular spaces to the vascular
system.' The osmotic RQ of the endothelial membrane is 0.1, whereas that of the cell

TABLE 1. Comparing osmolarity of osmotic agents

Agent Osmolarity (mOsm/L) Sodium concentrations (mEq/L)
Lactate ringers 275 130
0.9% NacCl 308 154
1.7% NacCl 582 291
3.0% NacCl 1,026 513
7.5% NaCl 2,566 1,283
10% NacCl 3,424 1,713
20% NacCl 6,848 3,426
23.4% NaCl 8,008 4,004
20% Mannitol 1,098 n/a

n/a: not available.
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’ HTS ‘
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Osmotic Plasma expansion & Cardiovascular Immune modulator &
effect Cerebral microcirculation effect Antioxidant properties

!

N IV volume
1 BP

’ ¥ Cerebral edema ‘

N Cardiac
output

’ Prevent secondary brain injury

FIGURE 1. Mechanism of actions of hypertonic saline. HTS reduces cerebral edema and decreases ICP through
its osmotic effect, as well as plasma expansion and improved cerebral microcirculation. Additionally, the
cardiovascular effects of HTS increase intravascular volume and cardiac output, leading to an elevation in CPP.
Moreover, HTS possesses immune-modulating and antioxidant properties. Together, these mechanisms work
synergistically to contribute to the prevention of secondary brain injury.

HTS: hypertonic saline, IV: Intravenous, BP: blood pressure, ICP: intracranial pressure, CPP: cerebral perfusion
pressure.

membrane, maintained by sodium/potassium ATPase, is 1.0. Consequently, most water
movement occurs within the intracellular component.**>) Furthermore, Sodium chloride
has an RQ 0f 1.0, indicating that it is almost entirely excluded from crossing the intact blood-
brain barrier (BBB)." Conversely, if the BBB is disrupted, a sufficient osmotic shift may not
occur due to leakage of osmotic substances into the brain tissue. Wisner et al.> reported in
1990 that brain water content was not reduced in the injured hemisphere.®

Plasma expansion and cerebral microcirculation

During World War I, HTS has gained attention as a resuscitative fluid. Later, in the 1980s,
researchers demonstrated successful resuscitation using 7.5% HTS in a patient with
hemorrhagic shock who did not respond to standard fluids or dopamine.'? This finding
highlights the fact that HTS can achieve effective plasma volume expansion with a relatively
small volume. Supporting this, a 2005 study by Rocha-e-Silva and Poli de Figueiredo*”
showed that the administration of 7.5% HTS did not lead to the expected increase in plasma
sodium concentration, suggesting that the effect of HTS involves more than a simple
sodium increase. Mazzoni et al.®® illustrated a model of plasma volume increase through
redistribution into extravascular compartments, including shifts from red blood cells to
endothelial cells and the interstitium, eventually affecting tissue cells. These shifts lead to

3 significant physiological changes: reduced red blood cell diameter, increased endothelial
lumen size, and hemodilution, all of which contribute to improved cerebral blood flow (CBF)
and have a direct relaxant effect on the vascular smooth muscle.”” This vasodilatory effect
suggests a potential therapeutic use in treating vasospasm in patients with hyponatremic
subarachnoid hemorrhage patients, and some studies have explored this possibility.>¥
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Although the osmotic effect is the primary mechanism by which HTS lowers ICP, it is
important to note that it takes at least 20-30 minutes for an osmotic gradient to form and
cause dehydration in uninjured brain tissue. Therefore, the immediate reduction in ICP
observed after HTS administration cannot be fully explained by the osmotic effects alone.
This rapid reduction is likely due to the rapid expansion of the plasma volume.

In patients with intact cerebral autoregulation, this rapid plasma expansion leads to an
autoregulatory reduction in intracerebral blood volume (venoconstriction and reduced venous
blood),* resulting in an immediate decrease in ICP. This process gradually diminishes,
allowing sustained control of ICP through the osmotic gradient that forms later.®)

Cardiovascular effects

HTS facilitates the mobilization of fluid from the intracellular space to the extracellular
space, thereby increasing the effective circulatory volume and suppressing renin activity.>)
Consequently, there is an increase in the cardiac preload, whereas systemic vasodilation leads
to a reduction in afterload. These effects highlight the cardiovascular implications of HTS,
particularly for the management and resuscitation of patients with cardiac conditions.” HTS
has been shown to directly enhance the cardiac performance, including the cardiac output,
by mitigating myocyte edema.*® Additionally, in patients with sepsis, HTS contributes to

the restoration of cellular calcium transmembrane potential, thereby preserving cardiac
contractile function.’® Moreover, in cases of decompensated heart failure refractory to
diuretics, where sodium excretion and body water plateau due to prolonged diuretic use,

the co-administration of HTS and loop diuretics has demonstrated improvements in weight
reduction, promotion of diuresis, and preservation of renal function.'**

Immune modulator and antioxidant properties

The immunomodulatory effects of HTS extend across the inflammatory cascade. HTS
primarily influences the function of neutrophils and lymphocytes and can shift macrophages
from a proinflammatory to an anti-inflammatory state.*” HTS is involved in the regulation of
adhesion molecule expression and cytokine production.

Polymorphonuclear (PMN) cells are rapidly recruited to inflammatory sites within minutes
of the onset of inflammation. This activation of PMNs can exacerbate inflammation in cases
of organ injury, leading to unnecessary tissue damage. For instance, in patients with TBI,

it contributes to secondary brain injury.”Y HTS inhibits PMN cell activation by activating

the cAMP-mediated pathway, which is associated with the suppression of cell activation
processes. Furthermore, HTS modulates the immune response by regulating the TLR-4
signaling pathway.?*Y Although HTS inhibits the activation of PMN cells and production of
cytokines, it remains unclear whether this effect significantly increases the risk of infection in
clinical settings.?

Lymphocytes, including B and T cells, play crucial roles in the immune system. T cell
function is often suppressed because of impaired cellular immune defense. Experimental
evidence suggests that HTS reduces lymphocyte apoptosis, thereby downregulating
inflammation and enhancing immune responses.®*" This effect is potentially mediated by
increased IL-2 expression facilitated by the release of cellular ATP, which activates T cells.
ATP release is associated with pannexin-1 channels and CBX-sensitive gap junctions that are
critical for T cell function.*?

https://doi.org/10.13004/kjnt.2024.20.e35 150



Current Evidence and Practice of Hypertonic Saline I(J N I
I

https://kjnt.org

Laboratory evidence suggests that HTS attenuates inflammatory processes through its
antioxidative effects. As mentioned earlier, inhibition of neutrophil activation modulates the
release of adhesion molecules, reactive oxygen species, endothelin, and eicosanoids, thereby
regulating oxidative stress and influencing vasomotor tone.?

COMPARISON WITH MNT

Mechanism of action of MNT

MNT, a hyperosmolar agent traditionally used in clinical settings, is derived from mannose
sugars. It predominantly resides in the extracellular fluid and exhibits an osmotic RQ of 0.9,
thereby limiting its permeability across the BBB. This restricted permeability facilitates the
creation of an osmotic gradient that promotes the mobilization of water from the cerebral
tissues into the vascular compartment, thereby reducing cerebral edema.

Upon administration, the MNT were filtered through the glomeruli in the kidneys. However,
it is neither reabsorbed nor secreted along urinary tubules, leading to osmotic diuresis.
Consequently, approximately 80% of MNT is excreted in the urine.

MNT exerts its therapeutic effects primarily through 3 mechanisms: osmotic gradient
effect, reduced blood viscosity, and cerebral vasoconstriction.?® Given that MNT has an
osmolarity 0f 1,098 mOsm/L and a RQ of 0.9, its administration significantly increases

the serum osmolarity. This increase effectively creates an osmotic gradient, which in turn
causes fluid redistribution from the brain and alleviates perilesional edema.'¥ Second,
MNT administration leads to an immediate reduction in hematocrit and mean corpuscular
volume, enhancing red blood cell deformability.” Consequently, CBF within the cerebral
microvasculature improves. Lastly, if autoregulation is intact, cerebral arteries undergo
vasoconstriction, which contributes to a reduction in ICP.%

Efficacy and safety comparison

MNT is commonly used in clinical practice to manage ICP; however, it has drawbacks
including the potential for blood pressure reduction, decreased cardiac output and blood
volume, and the risk of renal failure. HTS has recently garnered significant attention as a
potential alternative to MNT. As outlined in the mechanism of action section above, HTS

is advantageous for controlling ICP as it increases the cardiac output, does not cause a
reduction in blood pressure, and lacks diuretic effects, thereby maintaining blood volume,
which supports CPP and CBF. Additionally, it has been associated with improved brain-tissue
oxygenation in animal studies®? and exerts immunomodulatory effects.

However, according to current randomized clinical trials and meta-analyses, the clinical
benefits of HTS compared with other hyperosmolar agents are still not clearly established.
The 2016 Brain Trauma Foundation guidelines state that there is “insufficient evidence
available from comparative studies to support formal recommendations.”® The 2019
Cochrane review also reported weak evidence suggesting that HTS has little to no significant
impact on long-term neurological outcomes compared with MNT.” The Continuous
Hyperosmolar Therapy for Traumatic Brain-Injured Patients (COBI) trial, published in 2021,
also reported that, in a study involving 370 patients with moderate-to-severe TBI, there

was no evidence that HTS infusion had an impact on long-term neurological outcomes
compared to standard care.*® In a 2022 meta-analysis conducted by Gharizadeh et al.**)
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TABLE 2. Comparison between HTS and MNT

Variables

Hypertonic saline

Mannitol

Primary mechanism
Secondary mechanism
Hemodynamic effect

Reflection coefficient
Adverse effects

A gradient across BBB

Immediate reduction ICP

Duration of effect: 4-5 hours
Mixed immunomodulatory and anti-inflammatory effects
IV volume

™ MAP

1.0 = completely impermeable
Fluid overload - Pulmonary edema
Hyperchloremic metabolic acidosis
Hyperoncotic hemolysis

Pontine myelinolysis, less likely
Phlebitis

2 gradient across BBB

Rapid reduction of ICP

Duration of effect: 4-6 hours
Rheological effect

Transient M IV volume

Osmotic diuresis - Hypovolemia & hypotension
0.9 = mostly impermeable

AKI

Dehydration

Hypotension

Electrolyte imbalance

Rebound IICP/reverse osmotic shift

HTS: hypertonic saline, MNT: mannitol, BBB: blood-brain barrier, ICP: intracranial pressure, IV: intravenous, MAP: mean arterial pressure, AKl: acute kidney
injury, 1ICP: increased intracranial pressure.

https://kjnt.org

on HTS for TBI, while HTS significantly reduced ICP and was advantageous in preventing
secondary brain injury, it did not show differences in neurological outcomes, mortality rates,

or duration of ICU and hospital stays. In a 2024 meta-analysis presented by Bernhardt et

al.? at the Neurocritical Care Society, HTS did not show significant differences in long-term
neurological outcomes (measured using the Glasgow Outcome Scale), all-cause mortality,
uncontrolled ICP, or length of hospital or ICU stay. However, given that the evidence from
underlying randomized clinical trials is of low or exceptionally low certainty, it remains
challenging to elucidate clinically meaningful differences. Additionally, HTS is associated
with an increased risk of severe hypernatremia, which is likely due to the continuous

administration of high concentrations of HTS for at least 48 hours.>* Pulmonary edema and
rebound phenomena are potential complications associated with HTS; however, they were
not reported in any of the trials included in this meta-analysis. (TABLE 2).%)

Clinical situations where on may be preferred over the other
In the context of elevated ICP management, where timely intervention is critical for

mitigating secondary brain injury, the selection of a therapeutic agent should be based on the
available route of administration and a formulation that allows for the most rapid delivery of
the therapeutic agent. However, considering the distinct characteristics of HTS and MNT, the
choice of agent should be tailored to the patient's specific clinical situation.

For long-term use

Rebound IH is a significant adverse effect associated with MNT administration and

requires careful consideration. MNT's RQ is 0.9, indicating that approximately 10% of the
administered MNT could leak into the brain parenchyma, leading to its accumulation.

This process ultimately establishes a reverse osmotic gradient, thereby exacerbating brain
edema.> This accumulation is particularly pronounced when the BBB is disrupted, impeding
the establishment of an effective osmotic gradient.*>” Although this rebound phenomenon
can be mitigated by close monitoring of the osmolar gap, prolonged MNT administration
(beyond 2-3 days) should be avoided.> In contrast, HTS has an RQ of 1.0, allowing complete
exclusion from the brain parenchyma when the BBB remains intact. Thus, HTS may be a
more advantageous choice than MNT for patients requiring extended hyperosmolar therapy.
However, when MNT is tapered off slowly, the incidence of rebound effects is rare and should
be factored into the therapeutic decision-making process.”
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Hypovolemic and hypotensive status

MNT exert an osmotic diuretic effect that can reduce the effective circulating volume.>® This
reduction in volume may precipitate hypotension, subsequently decreasing the CPP and
increasing the risk of secondary brain injury. Administering MNT at a rate not exceeding
0.1 g/kg/min over a period of 15 to 30 minutes minimizes the risk of hypotension, although
caution is advised in patients with hypovolemic status.?

Since de Felippe et al.'? first demonstrated the hemodynamic benefits of administering 50 mL
of 7.5% HTS to patients with refractory shock, over 60 clinical trials have been conducted to
investigate its use in scenarios such as cardiogenic shock, hemorrhagic shock, septic shock, and
volume-expanding solutions during major surgery.>**”) These studies have shown that HTS not
only facilitates plasma volume expansion but also rapidly restores mean arterial pressure (MAP)
and increases the cardiac output. Consequently, HTS may be advantageous in maintaining
MAP and cerebral CPP in patients with TBI, where volume loss due to polytrauma is common,
thereby preventing secondary brain injury. While there were initial concerns that the rapid
volume expansion induced by HTS could lead to coagulopathy in patients with significant
blood loss, such as those with trauma, extensive laboratory investigations of posttraumatic
hypotension have shown no alterations in coagulation profiles.”) Furthermore, HTS has not
been associated with increased blood loss or the need for additional blood products, even in
cardiovascular surgery where hemostatic alterations are common."?

Hypervolemic status

Volume expansion is a recognized effect of HTS administration. For example, 7.5% HTS
infusion can increase the intravascular volume by up to 4 times the infused volume within
minutes. This rapid expansion may carry risks, including acute pulmonary edema and
decompensated heart failure, although these risks remain a subject of debate. Therefore,
MNT may be preferred for patients with hypervolemia because of its osmotic diuretic
properties, which facilitate fluid reduction and mitigate the risk of pulmonary edema.

Risk of renal injury

With an aging population and rising prevalence of chronic kidney disease (CKD), renal
complications have become critical considerations in hyperosmolar treatment.*” MNT is
known for its potential to induce acute kidney injury (AKI), which is a risk that must always

be considered. The incidence of MNT-induced AKI is estimated to be around 6%-12%.%*%
While this condition is typically transient and reversible upon discontinuation of the drug, it

is primarily caused by hypovolemia due to excessive osmotic diuresis and constriction of the
afferent arterioles. The risk of renal injury increases with high doses of MNT or hypovolemic.?®
Therefore, it is crucial to monitor the osmolar gap closely during MNT administration. When
the osmolar gap is 20-55 mOsm/L, MNT should be used cautiously to avoid renal damage, and
dosing is not recommended when the osmolar gap exceeds 55 mOsm)/L.

Although HTS is considered to carry a lower risk of renal injury than MNT, it is not
completely safe. This risk is primarily associated with excessive chloride, which can reduce
the vascular tone of renal afferent arterioles and decrease glomerular filtration rate, leading
to potential renal function impairment.??>3?

Thus, HTS should be preferred in patients with a considerable risk of renal injury, such as

those who are elderly, have CKD, or are hypovolemic. However, caution is necessary when
HTS is used in cases of hyperchloremia.
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Hypernatremia

Froelich et al.®® compared normal saline with a continuous infusion of 3% HTS and reported
that severe hypernatremia (serum sodium >160 mmol/L) occurred in 5% of the patients
receiving normal saline vs. 33.6% of those receiving HTS. Similarly, a 2024 meta-analysis by
Bernhardt et al.?) found that HTS administration significantly increased the risk of adverse
hypernatremia across 4 trials (relative risk, 2.13; 95% confidence interval, 1.09-4.17; p=0.03;
’=0%; 2 randomized controlled trials [RCTs], 386 participants). This analysis included a
COBI RCT that used an unusually high concentration of 20% HTS continuous infusion, a
factor that should be considered when interpreting the results.*®

MNT can have various effects on serum sodium concentration. Immediately following

MNT administration, water rapidly increases within blood vessels owing to the osmotic
gradient, potentially causing transient hyponatremia. However, without adequate volume
resuscitation, continued administration can lead to hypernatremia owing to osmotic diuresis
and free water loss.?”

Considering these findings, the MNT may be more favorable for patients with hypernatremia.
Nonetheless, appropriate volume of resuscitation remains crucial for the management and
prevention of hypernatremia during MNT administration.

Hyperglycemia

Continuous administration of MNT can lead to sustained osmotic diuresis, which may
exacerbate dehydration and worsen hyperglycemia and the hyperosmolar status.?® Therefore,
in elderly patients with diabetes or those with restricted fluid intake, HTS should be
considered as the preferred option for hyperosmolar treatment.

ADMINISTRATION OF HTS

The choice of HTS concentration depends on the clinical scenario, with 3% being commonly
used for routine management, and higher concentrations, such as 23.4%, for rapid ICP
reduction. In Korea, 23.4% were not available, and the highest concentration used was 11.7%.
For ICP control, the typical 23.4% dose of 30 mL (0.5 mL/kg) was equivalent to 60 mL (1 mL/
kg) of 11.7%. When administering 11.7% saline, it is important to infuse it for several minutes
to prevent the paradoxical lowering of blood pressure. For 3% saline, the recommended dose
is 200-500 mL or 4 mL/kg infused over 15-30 minutes. If HTS does not achieve the desired
ICP reduction, a combination of HTS and MNT can be used sequentially or concurrently for
optimal ICP control. However, the efficacy and safety of these combination therapies are not
well established.

Central venous infusion is generally recommended because of the risk of phlebitis; however,
peripheral infusion may be considered during emergencies.?¥

OTHER HYPERTONIC SOLUTIONS

A major drawback of HTS is hyperchloremia, prompting the exploration of alternative agents
in studies, such as the ACETatE trial. This trial compared 23.4% NaCl (30 mL) with 16.4%
NaCl/Na-acetate (50 mL) and found that both were equally effective in reducing ICP, the
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TABLE 3. Various hyperosmolar agents

Number Osmotic Dosage and administration Consideration of Remarks
agents discontinuation
1 Hypertonic  11.7% NacCl 3 ample (pediatric: 1 mL/kg, max 60 mL) Serum Na >155 mEq/L Preferred osmotic agents for lowering ICP,
saline 3% NaCl 200 mL (pediatric: 4 mL/kg, max 200 mL) Serum Cl >109 mEq/L maintaining CPP (in emergency situations,
Over 20 minutes via central line Pulmonary edema administer via a peripheral line.)
Hypervolemia
2 Mannitol >0.5 g/kg (if possible, 0.75-1 g IVS) GFR <50 mEq/L When serum Na is 155-159 mEq/L, consider MNT
as a priority
Hypovolemia Osmotic Gap = (Na x 2 + BUN/2.8 + Glucose/18) —
Hypotension Serum Osmolarity
Osmotic gap >55 mOsm
3 Sodium Na acetate 2.72 g (20 mEq) 60 mL + 11.7 NaCl 40 mL Serum Na >155 mEq/L Consider when, serum Na <155 mEq/L, serum Cl
acetate Over 20 minutes via central line >109 mEq/L
4 Sodium 8.4% 80-100 mL over 20 minutes via central line Serum Na >155 mEq/L  Consider when pH <7.2, serum Na <155 mEq/L and
bicarbonate serum Cl >109 mEq/L

ICP: intracranial pressure, CPP: cerebral perfusion pressure, IVS: interventricular septum, GFR: glomerular filtration rate, MNT: mannitol, BUN: blood urea
nitrogen.

acetate group had a lower chloride load and reduced AKI rates.* In Korea, where NaCl/Na-
acetate is not available, a mixture of 11.7% NaCl (40 mL) and 20 mEq Na-acetate (60 mL) is
used. Sodium bicarbonate is a practical alternative because of the rarity of sodium acetate.
The osmolarity of 8.4% sodium bicarbonate is approximately 2,000 mOsm/L, which is
equivalent to that of HTS, with a suitable dose being 80-100 mL. A study by Bourdeaux and
Brown® found that 85 mL of 8.4% sodium bicarbonate was as effective in reducing ICP after
TBI when infused over 30 minutes (TABLE 3).

CONCLUSION

Hyperosmolar therapy plays a critical role in the management of IH, with HTS and MNT
being the key agents. HTS offers not only superior ICP reduction but also helps in volume
expansion and increases cardiac output, which are advantageous for maintaining CPP,

thus playing a vital role in preventing secondary brain injury. Therefore, understanding the
specific advantages of HTS and its appropriate use alongside MNT is essential for optimizing
patient outcomes in IH treatment.
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