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Abstract
Background and Purpose Hypertonic saline (3% NaCl)
infusions can be used to treat acute neurologic hyponatremia (ANH) in critically ill patients with neurological and
neurosurgical disorders such as subarachnoid hemorrhage.
Adjustments in the rate of hypertonic saline infusions to
treat ANH are needed to achieve a goal sodium range and
are usually made on an empiric basis. To date, no data are
available to determine how reliably such adjustments
achieve stable, normal serum sodium concentrations or
how often iatrogenic hypernatremia occurs during the
course of treatment with hypertonic saline.
Methods We have instituted a standardized sliding-scale
hypertonic saline protocol to minimize patient-to-patient
variability of hypertonic saline administration and to
attempt to achieve safe rates of sodium correction and
stable maintenance of serum sodium concentration with
minimal overshoot. Here, we present a retrospective analysis of the performance characteristics of our standardized
hypertonic saline protocol over a 1-year period, in 49
patients.
Results The mean rate of initial sodium correction was
0.44 ± 0.36 (mEq/l)/h. During the maintenance infusion
phase, 84.3 ± 17.8% of the time was spent in goal range
(Na 136–145 mEq/l), 14.9 ± 18.1% of the time was spent
in mild undershoot (Na 130–135 mEq/l), and 0.7 ± 3.1%
of the time was spent in overshoot (Na >145 mEq/l). No
adverse events attributable to infusion of hypertonic saline
were encountered.
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Conclusion Our hypertonic saline sliding-scale protocol
for treatment of ANH can be used reliably and achieves
normal sodium concentrations in a safe manner with minimal overshoot.
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Introduction
Acute neurologic hyponatremia (ANH) is a common phenomenon in critically ill patients with neurological and
neurosurgical diseases such as subarachnoid hemorrhage
(SAH), traumatic brain injury, intracerebral hemorrhage,
and ischemic stroke. ANH can lead to complications such
as seizures or exacerbation of brain edema and raised
intracranial pressure. The mechanisms behind the phenomenon of ANH remain controversial [1–3], with some
authors arguing it is largely due to syndrome of inappropriate secretion of antidiuretic hormone (SIADH) [4] and
others arguing that the underlying mechanism is cerebral
salt wasting (CSW) [5–8]. Because these two very different
pathophysiological explanations can currently be distinguished in clinical practice only by assessment of volume
status and fluid balance, the controversy about the underlying mechanism of ANH is likely to persist for the
foreseeable future. Although both atrial natriuretic peptide
(ANP) and brain natriuretic peptide (BNP) have been
proposed as a possible mediators of CSW in this context [9,
10], there are no clear standards at this time for using levels
of these hormones to distinguish SIADH from CSW in
patients with ANH. Calculation of electrolyte mass balance
over time has been used to support the diagnosis of CSW
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[3, 11], but this has not been incorporated into routine
clinical practice.
Irrespective of the pathophysiological mechanisms
behind ANH, there is a general consensus that treatment of
ANH with free-water restriction (as would be appropriate
for treatment of SIADH in a general medical patient) is
potentially deleterious, particularly in disease states such as
SAH in which volume restriction may exacerbate or provoke delayed neurological deterioration from vasospasm.
Instead of treating such patients with volume restriction,
many centers now opt to maintain a goal of euvolemia and
treat the acute hyponatremia with sodium repletion with
enteral administration of sodium chloride and/or infusion
of hypertonic saline (3% NaCl) [12]. Administration of
hypertonic saline to treat ANH has been felt to carry with it
a low risk of central pontine myelinolysis (CPM) or other
adverse osmotic side effects because of the acute nature of
the hyponatremia being treated, but this has not been rigorously examined. The largest risk of hypertonic saline
therapy in this clinical context appears to be development
of hypernatremia [13].
Acute neurologic hyponatremia is commonly encountered in SAH, and it is in this disease state that it has been
most widely studied. Serum sodium values below
134 mEq/l have been reported in 34% of SAH patients
[14]. The time course of ANH development in SAH is
similar to that of the risk window for vasospasm [15, 16],
which has led to the suggestion that ANH may be a harbinger of vasospasm [15], although this has not been firmly
established. An interaction between ANH and symptomatic
vasospasm (delayed cerebral ischemia in SAH) is suggested by the finding that there is a significantly higher rate
of cerebral infarction in patients with hyponatremia than in
patients without hyponatremia [16]. An interaction
between hydrocephalus, intraventricular hemorrhage, and
development of ANH also appears to exist: enlargement of
the third ventricle and the extent of intraventricular hemorrhage are predictive of the development of hyponatremia
in SAH, and treatment of hydrocephalus by external ventricular drainage correlates with resolution of hyponatremia
[17]. Acute hyponatremia in general presents clinically
with central nervous system manifestations, including seizures, altered mental status, cerebral edema, and raised
intracranial pressure [18]. Although these effects of hyponatremia are typically seen in the general medical
population with profound or very rapid onset of hyponatremia [2, 12, 18], pre-existing CNS pathology such as
SAH, intracerebral hemorrhage, or traumatic brain injury
may lead to a lowered threshold for such effects in more
modest hyponatremic states [2, 12, 19].
Little data are available in the literature to establish
standard practices regarding administration of hypertonic
saline infusions in this clinical context. We have therefore

developed and implemented a standardized sliding-scale
hypertonic saline protocol at our institution. We present
here a retrospective analysis over a 1-year period of the
performance characteristics of this protocol to test the
hypothesis that a standardized sliding-scale hypertonic
saline protocol can treat hyponatremia safely and with
appropriate control of serum sodium concentrations in a
normal range.

Methods
Retrospective Review
Patients treated with 3% NaCl continuous infusion at
Kaiser Permanente Medical Center, Redwood City were
captured by a retrospective search of the pharmacy electronic record over a 1-year period (06/16/2007 to 06/15/
2008). Patients were included in the analysis if they were
admitted to the Neuroscience service with a diagnosis of
SAH, intracerebral hemorrhage, hydrocephalus, brain
tumor(s), subdural hemorrhage, intraventricular hemorrhage, meningitis, traumatic brain injury, or ischemic
stroke and if the patient received the standardized hypertonic saline (3% NaCl) protocol (Table 1) for a clearly
defined period of time greater than 24 h without interruption or modification of the parameters of the protocol.
Patients receiving a 3% NaCl infusion without slidingscale adjustment instructions or with a sliding-scale that
differed from the standardized protocol described here
were excluded from analysis. Other reasons for exclusion
included administration of hypertonic saline at a fixed rate
Table 1 Standardized hypertonic saline (3% NaCl) protocol
Orders to start hypertonic saline infusion in neuroscience patients
with acute hyponatremia
NaCl tabs 3 g PO/NGT every 6 h
Initiate 3% NaCl Infusion Protocol:
Start initial 3% NaCl infusion at 20 ml/h IV NOW
Check serum [Na+] every 6 h and follow sliding scale:
3% Sodium Chloride IV Infusion Instructions:
[Na+] less than 130:
Increase rate by 20 ml/h (max rate = 80 ml/h); if on hold
at present, new rate = 20 ml/h
[Na+] 130–135:
Increase rate by 10 ml/h (max rate = 80 ml/h); if on hold
at present, new rate = 10 ml/h
[Na+] 136–140:
No change
[Na+] greater than 140:
Hold infusion, check Na+ every 6 h, and follow
sliding scale
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without titration and administration of hypertonic saline as
osmotherapy to treat raised intracranial pressure (using a
different sliding-scale protocol with a hypernatremic target
range). No patients during the time period under study
received hypertonic saline with empiric physician-based
titration. For the 1-year retrospective review period, 176
patients were identified as receiving any form of 3% NaCl
infusion, and 49 patients met our inclusion criteria. Patients
who received 3% NaCl infusions but were not included for
analysis received 3% NaCl for different clinical reasons
(such as osmotherapy for raised intracranial pressure) had
multiple interruptions or changes in the protocol, or had
changes made to the protocol (such as no administration of
enteral NaCl). The present study was a retrospective chart
review, and all decisions to start and discontinue the 3%
NaCl infusion protocol were made by the treating physicians as part of routine clinical care. In general, the
clinicians at our medical center commence the protocol
when serum sodium levels drop by 6 mEq/l or more over a
24–48-hour period or if serum sodium levels drop to
133 mEq/l or lower over a similar time frame, but decisions regarding use of the protocol were up to the treating
physician. On the other end of the protocol, decisions
regarding when to discontinue the 3% infusion or modify it
to a different protocol were also made by the clinician. The
protocol is typically discontinued when the serum sodium
is maintained in the goal range despite a decreasing rate of
3% NaCl administration over time. Patients treated with
hypertonic saline infusion are treated in one of two monitored settings: a neurological intensive care unit (ICU) or a
telemetry-capable neurological observation unit. Approval
for retrospective chart review was obtained from the Kaiser
Permanente Northern California Institutional Review
Board.

from the pharmacy electronic record. During analysis of
sodium values over time, time zero was always taken as the
next sodium laboratory value after the start of the protocol.
For comparison across patients and for purposes of averaging traces, the time domain for each data set was zeroed
to time zero, such that times prior to the start of the protocol received negative time values and times after the start
received positive time values. For the purpose of averaging
serum sodium over time across patients, the time domain
was normalized by tracking serum sodium across serial
laboratory sodium checks (see Fig. 1b). The initial sodium
correction phase was defined as the time from order initiation until the time that the serum sodium rose to at least
136 mEq/l. Maintenance phase was defined as the period
from the time of the first serum sodium of at least
136 mEq/l to the last serum sodium measurement prior to
the date/time of the physician’s protocol discontinuation
order. Analysis of time spent in the goal range and the
degree of undershoot and overshoot was restricted to
sodium values in the maintenance phase. For the purpose of
analyzing undershoot and overshoot, the following sodium
ranges were pre-specified: profound undershoot was
defined as [Na] <130 mEq/l, mild undershoot was defined
as [Na] 130–135 mEq/l, goal range was defined as [Na]
136–145 mEq/l (normal sodium concentration), and overshoot was defined as [Na] >145 mEq/l. The rate of initial
sodium correction was determined by measuring the time
from protocol start to the time of the first serum sodium
laboratory measurement of at least 136 mEq/l and by rate
of sodium correction from the last sodium measurement prior to protocol start to the first serum sodium
laboratory measurement of at least 136 mEq/l, expressed in
(mEq/l)/h.
Nursing Survey

Standardized Hypertonic Saline (3% NaCl) Protocol
Prior to 06/16/2007, the start of the study period, we
introduced a standardized sliding-scale protocol for
adjustment of 3% NaCl infusions in the setting of acute
hyponatremia in neurological and neurosurgical patients at
our institution. The protocol is reproduced in Table 1. All
patients analyzed in the retrospective review received this
standardized physician order.
Parameters for Analysis of Protocol Performance
For the purpose of analyzing performance of the standardized hypertonic saline infusion protocol, specific
definitions of sodium ranges and times related to initiation,
maintenance, and termination of the protocol were established a priori. The start of the protocol was determined
from the date and time of the physician’s order, determined

To address the accuracy of interpretation of the standard
hypertonic saline sliding-scale protocol, we administered
an electronic survey of 46 full-time nurses in the ICU of the
Kaiser Permanente Medical Center, Redwood City who
had administered the hypertonic saline protocol in routine
clinical practice prior to taking the survey. Survey
responses were obtained anonymously via web-based survey software. Each respondent provided their nursing staff
level (job position) and the number of years since nursing
school graduation. Respondents then answered 10 questions in which the standardized protocol was displayed, a
current 3% NaCl infusion rate was given, and the results of
the most recent sodium laboratory determination were
provided. The respondents chose one of 11 possible multiple-choice answers (hold infusion, or a new drip rate with
options ranging from 10 to 100 ml/h) for each of the 10
questions.
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Fig. 1 Performance characteristics of the hypertonic saline infusion
protocol during initial treatment and maintenance. a Individual graphs
of all patients treated with the standardized hypertonic saline
protocol. Gray dashed horizontal lines indicate the upper and lower
limits of the normal serum sodium range (136–145 mEq/l). The solid
gray vertical line indicates time zero for each tracing, the time of the
first serum sodium value obtained after the physician order to start the
standardized hypertonic saline protocol. b Plot of the mean serum
sodium after initiation of the standardized hypertonic saline protocol.
The black line shows the mean serum sodium, and the gray lines

show ±standard deviation. Serial laboratory sodium checks (obtained
approximately every 6 h) are displayed on the x-axis to allow for
averaging. c Percentage of maintenance phase spent in specific serum
sodium ranges (profound undershoot [<130], mild undershoot
[130–135], goal range [136–145], and overshoot [>145]). Scatter
plots show percentage of maintenance phase spent in each range of
serum sodium for each patient treated (open circles). Solid lines indicate
the mean (±standard deviation) amount of time spent in each range.
d Histogram showing the distribution of serum sodium values across
all sodium measurements in all patients during the maintenance phase

Statistics

protocol shown in Table 1. Fifty-one percent of the patients
were female, and mean patient age was 59 ± 15 years.
Principal diagnoses were SAH (42.9%), intracerebral
hemorrhage (20.4%), hydrocephalus (10.2%), brain
tumor(s) (10.2%), subdural hematoma (6.1%), intraventricular hemorrhage (4.1%), meningitis (2%), cerebellar
hemorrhage with hydrocephalus (2%), and both subarachnoid and intracerebral hemorrhage (2%). Of the 49
patients, 51% had hypertension, 12% had type 2 diabetes
mellitus, and 2% had congestive heart failure. The average
weight was 76.8 ± 18.6 kg, the average body mass index
(BMI) was 27.2 ± 5.6, and the average body surface area
(BSA) was 1.88 ± 0.27 m2 [20].

Standard descriptive statistics were used for the performance analysis of the standardized hypertonic saline
protocol. Averages are presented as mean ± standard
deviation unless otherwise specified. For the Nursing survey, the relationship between nursing experience or staff
level and accuracy in interpretation of the hypertonic saline
sliding-scale protocol was explored using Fisher’s exact
test. The 95% confidence intervals were determined by the
binomial exact method.

Results
Analysis of Protocol Performance
Patient Characteristics
Over a 1-year period at our institution, 49 patients were
treated with the standardized hypertonic saline infusion

Graphical display of the serum sodium values over time for
all 49 patients shows that patients demonstrated a rapid
onset of hyponatremia prior to the start of the protocol
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(Fig. 1a). Following the start of the protocol, sodium levels
rose at variable rates, and then sodium values were largely
maintained in the goal range (Fig. 1a, note dotted line
showing the upper and lower limits of the normal sodium
goal range). Some degree of mild undershoot can be
appreciated, but little overshoot was seen. Analysis of the
percentage of time spent in pre-specified sodium ranges
across the patients showed that 0.06 ± 0.39% of the time
was spent in profound undershoot (Na <130 mEq/l),
14.9 ± 18.1% of the time was spent in mild undershoot
(Na 130–135 mEq/l), 84.3 ± 17.8% of the time was spent
in goal range (Na 136–145 mEq/l), and 0.7 ± 3.1% of the
time was spent in overshoot (Na >145 mEq/l) (Fig. 1c).
Taking all laboratory values during maintenance phase
together, 83.8% (95% confidence interval 81.3–86.1%) of
sodium values (797/951 values) were in goal range (Na
136–145 mEq/l). The median sodium value during maintenance phase was 138 mEq/l and the distribution of
sodium values was approximately normal (Fig. 1d).
Average time on the protocol was 6.9 ± 4.1 days
(range = 1–20 days).
The mean rate of initial sodium correction was
0.44 ± 0.36 (mEq/l)/h (Fig. 2a). The mean time from
protocol start to goal sodium concentration (136 mEq/l or
higher) was 19.7 ± 17.8 h (Fig. 2b). The time to reach
goal sodium concentration was only modestly associated
with the degree of hyponatremia prior to protocol initiation
(Fig. 2c, r2 = 0.27). No relationship was found between
rate of initial correction and measures of patient size
(weight, BMI, or BSA).
No clinical adverse events attributable to infusion of
hypertonic saline such as CPM or congestive heart failure
exacerbation were encountered.
Nursing Survey
To determine the accuracy of order interpretation when
clinical nurses in the ICU setting use our standardized
hypertonic saline infusion protocol, we performed an
anonymous web-based survey in which ICU nurses were
asked 10 questions that assessed their understanding and
interpretation of the standardized protocol given sample
current 3% NaCl infusion rates and new sodium laboratory
data. For the 46 respondents, across all 10 questions, the
mean correct response rate was 95.9%. Scores for individual nurses ranged from 70% correct to 100% correct:
4.3% had a score of 70% correct, 4.3% had a score of 80%
correct, 19.6% had a score of 90% correct, and 71.7% had a
score of 100% correct. Neither nursing level (Staff Nurse,
Levels I–III) (P = 0.54, Fisher’s exact test) nor amount of
time out of nursing school in 5-year increments (P = 0.24,
Fisher’s exact test) were associated with the aggregate
score on the 10-question nursing survey.

Discussion
We present here the performance characteristics of a novel
sliding-scale order set to initiate and maintain intravenous
hypertonic saline (3% NaCl) infusion for the treatment of
ANH. We find that use of this protocol allows for reliable
correction and maintenance of serum sodium in the goal range
136–145 mEq/l with very low risk of overshoot into hypernatremia. Minimal mild undershoot into hyponatremia was
encountered after the goal sodium concentration was
achieved, and there was almost no profound undershoot. In
clinical practice, the authors find that use of this protocol
greatly simplifies the treatment of ANH: often the clinician
writes the protocol order once, and the only further intervention required is to decide when to discontinue the protocol.
The rate of correction occurred over a clinically
acceptable range for the treatment of ANH. Guidelines for
maximal rates of sodium correction using hypertonic saline
infusion in other clinical situations to avoid CPM apply
specifically to the treatment of chronic hyponatremia or
hyponatremia of unknown duration, as acute hyponatremia
can be safely corrected more rapidly without danger of
CPM. For this reason, we only use the protocol described
here for patients in whom the time course of hyponatremia
is known to be acute.
On the other side of the spectrum, the lack of significant
problems with overshoot into hypernatremia with our
protocol may be clinically important, as hypernatremia in
SAH patients has been found to associate with poor cardiac
and neurological outcomes [21]. Although our study was
not designed to address this, it is possible that regulation of
the hypertonic saline infusion rate by sliding-scale adjustment might have a lower risk of overshoot into
hypernatremia than would be encountered with empiric
physician adjustment. Consistent with this hypothesis, a
recent study of hypertonic saline maintenance fluid use in
the Neuro-ICU setting without a sliding-scale adjustment
protocol found that 52.3% of patients developed hypernatremia with Na >155 mEq/l and 33.6% developed
hypernatremia with Na >160 mEq/l [13]. In contrast, less
than 1% of sodium values in our study were >145 mEq/l.
The accuracy of nursing interpretation of the order set as
assayed by our anonymous survey was very good, but not
100%. Despite this imperfection in interpretation, the
actual performance of the order set remains very reliable.
This may be due to the fact that during use of the protocol,
nurses can double-check their interpretation with their
colleagues, a pharmacist, or the ordering physician.
Alternatively, occasional errors in interpretation of how to
change the drip rate may not translate into major swings in
serum sodium concentration.
In addition to using hypertonic saline to correct ANH in
the neurological and neurosurgical patient population,
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Fig. 2 Rate of initial sodium correction. a Scatter plot of initial
sodium correction, expressed in (mEq/l)/h. Open circles are individual patient rates, and solid black bars show mean (±standard
deviation). b Scatter plot of time to reach goal sodium (136 mEq/l or
higher). Open circles are individual patient rates, and solid black bars

show mean (±standard deviation). c Relationship between serum
sodium before start of protocol and the time to reach goal sodium.
Open circles are individual patient values, and the solid black line
shows the linear regression of the data (r2 = 0.27)

many centers are now using bolus and continuous hypertonic saline administration as osmotherapy for raised
intracranial pressure [22–25]. The present study does not
address whether a sliding-scale protocol for hypertonic
saline adjustment might prove useful in this setting, as our
protocol is specific to treatment of hyponatremia with a goal
of normal sodium concentration. It is possible that adjustment of the target ranges upward might prove useful to
maintain supranormal sodium concentrations to reduce
intracranial pressure, but our current data do not address this
possibility. A separate analysis of such a protocol would be
necessary to determine performance characteristics.
Our study has limitations. This is a retrospective analysis of performance characteristics of a single protocol, and
does not have a comparator group. As this sliding-scale
protocol was introduced at the onset of hypertonic saline
use for ANH at our hospital, no historical control group
exists for comparison. This analysis is not an attempt to
examine the effects of a sliding-scale hypertonic saline
protocol on clinical outcomes, and no conclusions can be
drawn in this regard. MRI was not performed in all patients
to exclude the possibility of subclinical CPM.
In summary, the protocol described here for the
adjustment of intravenous 3% NaCl infusion appears to be
safe and reliable for treating ANH.

4. Sherlock M, O’Sullivan E, Agha A, et al. The incidence and
pathophysiology of hyponatraemia after subarachnoid haemorrhage. Clin Endocrinol (Oxf). 2006;64(3):250–4. doi:10.1111/
j.1365-2265.2006.02432.x.
5. Peters J, Welt L, Sims E, Orloff J, Needham J. A salt-wasting
syndrome associated with cerebral disease. Trans Assoc Am
Physicians. 1950;63:57–64.
6. von Bismarck P, Ankermann T, Eggert P, et al. Diagnosis and
management of cerebral salt wasting (CSW) in children: the role
of atrial natriuretic peptide (ANP) and brain natriuretic peptide
(BNP). Childs Nerv Syst. 2006;22(10):1275–81. doi:10.1007/
s00381-006-0091-x.
7. Harrigan M. Cerebral salt wasting syndrome: a review. Neurosurgery. 1996;38(1):152–60. doi:10.1097/00006123-19960100000035.
8. Harrigan M. Cerebral salt wasting syndrome. Crit Care Clin.
2001;17(1):125–38. doi:10.1016/S0749-0704(05)70155-X.
9. Isotani E, Suzuki R, Tomita K, et al. Alterations in plasma
concentrations of natriuretic peptides and antidiuretic hormone
after subarachnoid hemorrhage. Stroke. 1994;25(11):2198–203.
10. Berendes E, Walter M, Cullen P, et al. Secretion of brain natriuretic
peptide in patients with aneurysmal subarachnoid haemorrhage.
Lancet. 1997;349(9047):245–9. doi:10.1016/S0140-6736(96)080
93-2.
11. Carlotti A, Bohn D, Rutka J, et al. A method to estimate urinary
electrolyte excretion in patients at risk for developing cerebral
salt wasting. J Neurosurg. 2001;95(3):420–4.
12. Coenraad M, Meinders A, Taal J, Bolk J. Hyponatremia in
intracranial disorders. Neth J Med. 2001;58(3):123–7. doi:
10.1016/S0300-2977(01)00087-0.
13. Froelich M, Ni Q, Wess C, Ougorets I, Härtl R. Continuous
hypertonic saline therapy and the occurrence of complications in neurocritically ill patients. Crit Care Med. 2009;37(4):
1433–41.
14. Hasan D, Lindsay KW, Wijdicks EF, et al. Effect of fludrocortisone acetate in patients with subarachnoid hemorrhage. Stroke.
1989;20(9):1156–61.
15. Wijdicks EFM. The clinical practice of critical care neurology.
2nd ed. Oxford, UK: Oxford University Press; 2003.
16. Wijdicks EF, Vermeulen M, Hijdra A, van Gijn J. Hyponatremia
and cerebral infarction in patients with ruptured intracranial
aneurysms: is fluid restriction harmful? Ann Neurol. 1985;
17(2):137–40. doi:10.1002/ana.410170206.
17. Wijdicks EF, Vandongen KJ, Vangijn J, Hijdra A, Vermeulen M.
Enlargement of the third ventricle and hyponatraemia in

References
1. Palmer B. Hyponatremia in patients with central nervous system
disease: SIADH versus CSW. Trends Endocrinol Metab. 2003;
14(4):182–7. doi:10.1016/S1043-2760(03)00048-1.
2. Cole C, Gottfried O, Liu J, Couldwell W. Hyponatremia in the
neurosurgical patient: diagnosis and management. Neurosurg
Focus. 2004;16(4):E9. doi:10.3171/foc.2004.16.4.10.
3. Singh S, Bohn D, Carlotti A, et al. Cerebral salt wasting: truths,
fallacies, theories, and challenges. Crit Care Med. 2002;30(11):
2575–9. doi:10.1097/00003246-200211000-00028.

234

18.
19.

20.
21.

22.

aneurysmal subarachnoid haemorrhage. J Neurol Neurosurg
Psychiatr. 1988;51(4):516–20. doi:10.1136/jnnp.51.4.516.
Adrogue HJ, Madias NE. Hyponatremia. N Engl J Med.
2000;342(21):1581–9. doi:10.1056/NEJM200005253422107.
Ropper AH, Gress DR, Diringer MN, Green DM, Mayer SA.
Neurological and neurosurgical intensive care. 4th ed. Philadelphia, PA: Lippincott Williams & Wilkins; 2003.
Mosteller R. Simplified calculation of body-surface area. N Engl
J Med. 1987;317(17):1098.
Fisher L, Ko N, Miss J, et al. Hypernatremia predicts adverse
cardiovascular and neurological outcomes after SAH. Neurocrit
Care. 2006;5(3):180–5. doi:10.1385/NCC:5:3:180.
Bentsen G, Stubhaug A, Eide PK. Differential effects of osmotherapy on static and pulsatile intracranial pressure. Crit Care
Med. 2008;36(8):2414–9. doi:10.1097/CCM.0b013e318180fe04.

23. Infanti JL. Challenging the gold standard: should mannitol
remain our first-line defense against intracranial hypertension? J
Neurosci Nurs. 2008;40(6):362–8. doi:10.1097/01376517-2008
12000-00009.
24. Jantzen JAH. Prevention and treatment of intracranial hypertension. Best Pract Res Clin Anaesthesiol. 2007;21(4):517–38. doi:
10.1016/j.bpa.2007.09.001.
25. Oddo M, Levine JM, Frangos S, et al. Effect of mannitol and
hypertonic saline on cerebral oxygenation in patients with severe
traumatic brain injury and refractory intracranial hypertension. J
Neurol Neurosurg Psychiatr. 2009; Mar 16 [Epub ahead of print].

