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Abstract
Background: Several reports have suggested that raised intracranial pressure (ICP) is a major
contributor to death among children with cerebral malaria. Mannitol, an osmotic diuretic,
effectively lowers ICP and is used to treat post-traumatic raised ICP. It is not clear whether
intravenous mannitol given to children with cerebral malaria improves clinical outcome. The
objective of this study was to determine the effect of mannitol as adjunct therapy on the clinical
outcome of children with cerebral malaria.

Methods: This randomized double-blind placebo controlled clinical trial was carried out at the
Emergency Paediatric ward of Mulago Hospital, Uganda's national referral and teaching hospital.
One hundred and fifty six children aged 6 to 60 months with cerebral malaria were randomized to
either one dose of mannitol 1 g/kg or placebo, in addition to intravenous quinine. Main outcome
measures included coma recovery time; time to sit unsupported, begin oral intake; duration of
hospitalization; death and adverse effects.

Results: Time to regain consciousness (p = 0.11), sit unsupported (p = 0.81), time to start oral
intake (p = 0.13) and total coma duration (p = 0.07) were similar in both groups. There was no
significant difference in the mortality between the placebo (13/80 or 16.3%) and mannitol (10/76
or 13.2%) groups: RR = 1.2 (CI 0.5–2.7). No adverse effects were observed after administration of
mannitol.

Conclusion: Mannitol had no significant impact on clinical outcome of cerebral malaria. It is
difficult to recommend intravenous mannitol as adjunct therapy for childhood cerebral malaria.

Clinical registration number: ClinicalTrials.gov ID: NCT00113854

Background
Cerebral malaria is one of the most severe and life threat-
ening complications of Plasmodium falciparum infection
accounting for high mortality [1-3]. Several studies have

shown evidence of raised intracranial pressure in children
with cerebral malaria and this may be associated with
poor outcome[4,5].
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Mannitol, an osmotic diuretic lowers intracranial pressure
by creating an osmotic gradient that draws water from
brain parenchyma into the brain capillaries. It also slows
production of cerebral spinal fluid, which further reduces
intracranial pressure [6]. Although recommended and
used to treat post-traumatic comatose patients[6,7] it is
not yet recommended in cerebral malaria due to lack of
conclusive evidence. No randomized or quasi-rand-
omized controlled trials support or refute the use of man-
nitol as adjunct treatment for cerebral malaria. A
randomized trial was performed to determine the effect of
mannitol as adjunct therapy on the clinical outcome of
cerebral malaria in children.

Methods
Patients were enrolled from October 2004 to May 2005 in
the Paediatric Emergency ward of Mulago Hospital,
Uganda's national referral and teaching hospital.

Selection criteria
Children aged between six months and five years, who ful-
filled the WHO case definition of cerebral malaria
(unrousable coma lasting more than 30 minutes after a
seizure with peripheral asexual P. falciparum parasitaemia
and absence of other causes of coma) and those whose
caretakers gave informed consent were included. Those
children who had been sedated within two hours before
admission; those with overt signs of pulmonary conges-
tion, heart failure, a history of renal disease or had not
passed urine within 24 hours before admission were
excluded.

Randomization and blinding
The caretakers and investigators were blinded to group
assignments. Study numbers were computer generated
and sent to the manufacturer for labeling of the drug bot-
tles. Randomization was done in blocks of variable sizes
(4–10) to ensure equal distribution in each group.
Patients were randomized to receive either mannitol or
placebo in addition to treatment for severe malaria (intra-
venous quinine). Both mannitol and placebo were
administered as intravenous infusions over 20 minutes.
One of the investigators (BN) and an assistant, both of
whom were blinded to the treatment, carried out observa-
tions.

Treatment
All patients received intravenous quinine dihydrochloride
10 mg salt/kg body weight in 10 mls/kg of 5% dextrose,
which was infused over 2–4 hours and repeated every
eight hours till the patient regained consciousness. Qui-
nine sulphate was then given orally (10 mg salt/kg) every
eight hours till a total of seven days was reached.

Patients in the mannitol group received 5 ml/kg of 20% (1
g/kg) intravenous mannitol over 20 minutes, while those
in the placebo group received 5 ml/kg of normal saline
over 20 min in addition to intravenous quinine. The pla-
cebo bottles contained 100 ml of normal saline while the
mannitol bottles contained 100 ml of 20% mannitol.
Supportive measures included control of seizures,
hypoglycaemia, severe anaemia and fever.

Feeding was through a naso-gastric tube until the child
was able to take orally. Patients were followed daily until
discharge, death or up to day 7. The level of consciousness
was assessed three hourly using the Blantyre coma scale
until full consciousness was regained.

Laboratory tests
These included cerebral spinal fluid analysis, complete
blood count, liver function tests and blood sugar (day 0),
renal function tests (day 0 repeated on day 3), and periph-
eral blood smear for malaria parasites (day 0, day 3 and
day 7). Malaria parasite density was determined by
Giemsa-stained thick films and counted per 200 white
blood cells; the results were expressed as parasites per µL
assuming a total white blood cell count of 8,000× 106/L.

Main outcome measures
These included: time to regain consciousness (from the
start of treatment till the Blantyre coma scale reached 5);
time to sit unsupported ;time to start oral feeds; and dura-
tion of hospital stay (from start of treatment to discharge).

Sample size and statistical issues
A sample size of 78 patients in each group for 90% power
and 95% confidence interval was calculated, with an
assumption that 41% of the children would have regained
consciousness by the first 24 hours[8]. An assumption was
also made that this would increase to 66% with mannitol.
Analysis was by intention to treat. Differences in the two
groups were compared using student t tests, the Mann
Whitney U test (where appropriate); the log rank tests for
continuous outcomes, and the chi squared test and odds
ratios and risk ratios for categorical variables.

Ethical issues
Permission to conduct the study was obtained from the
Uganda National Council for Science and Technology,
Makerere University Medical School and Mulago hospital
Research and Ethics committees. Parents gave informed
consent for the children's participation in the study.

Results
Two hundred and forty seven children were screened for
eligibility and 156 were enrolled and treated. Seventy-six
patients were randomly assigned to receive mannitol
while 80 patients received placebo (Figure 1). Baseline
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characteristics were comparable in both groups (Table 1).
For example the commonest symptoms were fever
(98.7%) and convulsion (98.7%). The mean number of
convulsions on admission was 3.8 (SD 2.8) in the placebo
group and 4.1 (SD 2.5) in the mannitol group

Generally there was no significant difference in the clini-
cal outcomes (Table 2) between the two treatment groups.
Kaplan Meier survival analysis revealed similar trends in
the two treatment groups, with the log rank tests showing
no significant difference (Figures 2, 3, 4).

Adverse effects
There was no hypersensitivity reaction or vomiting noted
in any of the children after receiving mannitol. There was

no significant change in the renal function, pulse, or
blood pressure.

Twenty two children died and one was lost to follow up.
Since the analysis was by intention to treat, this patient
was assigned the worst possible outcome (death). This
brought the number of deaths to 23 (14.7% overall mor-
tality); that is 10 (13.2%: CI 7.1–22.8%) in the mannitol
group and 13 (16.3%: CI 9.6–26.0%) in the placebo
group. The difference in mortlity between the two groups
was not statistically significant (RR = 1.2 (CI 0.5–2.7).
Post-mortem examination was done on 6 children whose
caretakers consented. Five children had signs of anoxia
and cerebral oedema while the sixth child had signs of
acute tubular necrosis.

Discussion
The aim of this study was to determine the effect of man-
nitol as adjunct therapy on the clinical outcome of chil-
dren with cerebral malaria. The differences in clinical
outcomes between the mannitol and placebo groups were
generally not significant.

Time to regain consciousness
Median time to regain consciousness was shorter in the
mannitol group (18.9 hours) than in the placebo group
(20.5 hours), but this was not statistically significant. A
few studies have assessed time to regain consciousness
using other adjunct therapies such as iron chelation [9]
and dexamethasone [10]. When intravenous mannitol is
compared to these interventions [9,10], the time to regain
consciousness is much shorter. In the current study, the
rate of recovery from coma among patients receiving man-
nitol was 1.6 times that of patients on placebo.

Failure to demonstrate a significant effect may be due to
the fact that coma in cerebral malaria is a result of multi-
ple factors of which cerebral oedema [11] and increased

Table 1: Baseline clinical characteristic of the 156 patients with cerebral malaria in both treatment arms on admission.

Variable Placebo
N = 80

Mannitol
N = 76

P value

Female 42(52.5%) 34(44.7%) 0.33
Fever 79(98.8) 76 (100%) 0.33
Convulsions 79(98.8%) 75(98.7%) 0.97
Duration of coma 7.0 (IQR3.5–12.0) 6.0 (5.0–12.0) 0.79
Blantyre coma score 1/5 13(16.2%) 10(13.2%) 0.59
Abnormal fundoscopic changesa 28(35.0%)) 16(21.1%) 0.53
Papilloedema 3(3.8%) 5(6.6%) 0.42
Sodium – mmol/l (SD) 133.8 (4.2) 130.9 (14.8) 0.09
Hb – g/dl (SD) 7.1 (1.8) 7.1 (1.9) 0.98
Parasite density/µL (IQR) 37000(5390–115760) 58860(12390–284590) 0.05

IQR Inter Quartile Range
aAbnormal fundoscopic changes (congested retinal veins, blurred disc margins, papilloema, retinal haemorrhages) indicative of raised intracranial 
pressure

Trial profileFigure 1
Trial profile.

Cerebral malaria
247 children

Excluded:
Age<6 or >60 months=59

Died before recruitment =32

156 recruited

76 randomly assigned
to mannitol

80 randomly assigned
to placebo

67 survived 66 survived13 died 9 died

1 lost to follow
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intracranial pressure [12] are just a part. Unfortunately,
intracranial pressure was not measured, so it is not possi-
ble to confirm whether it was a major contributor to
coma. Although the diagnosis of malaria is straight for-
ward, not all patients fulfilling the WHO definition of cer-
ebral malaria have the disease especially in areas where P.
falciparum parasitaemia is often asymptomatic. It is possi-
ble that imprecise diagnosis may mask the benefits of an
intervention such as mannitol.

It is possible that the dose (1 g/kg) of mannitol used was
small hence the lack of a significant difference in time to
regain consciousness. Mannitol doses ranging from 0.25
g/kg to 2.5 g/kg have been used in some studies [13,14].
Bolus doses of 0.25/kg, 0.5 g/kg, > 1.0 g/kg reduce intrac-
ranial pressure in patients with head injury by 25%, 78%
and 98% respectively [13]. In Kenya, Newton et al [5] gave
0.5–1 g/kg of intravenous mannitol to children with cere-
bral malaria, while in Ghana, mannitol was given at a
higher dose (1 g/kg) 8 hourly[15]. Both studies, showed a

positive effect of mannitol on coma recovery for children
who received it. However, these studies were not designed
to assess the effect of mannitol as adjunct therapy in cere-
bral malaria.

Time to begin oral intake
The median time taken to begin oral intake was shorter in
the mannitol group (34.0 hours) than in the placebo
group (40.0 hours), but the difference was not statistically
significant (Mann Whitney-U Test).

Time to sit unsupported
There was no significant difference between the two
groups in the time taken to sit unsupported. The children
in the mannitol group regained consciousness earlier than
those in the placebo group hence were expected to sit
unsupported earlier than those in the placebo group.

Kaplan Meier curve for time to begin oral intake (hours) for the children with cerebral malaria in the two treatment armsFigure 3
Kaplan Meier curve for time to begin oral intake (hours) for 
the children with cerebral malaria in the two treatment arms.
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Table 2: Outcome of 133 children who survived with cerebral malaria in the two groups

Outcome Placebo(N = 67)
Median (IQR)

Mannitol(N = 66)
Median (IQR))

P value*

Time [hours] to regain consciousness 20.5(14.1–53.4) 18.9(10.0–38.0) 0.11
Time [hours] to oral intake 40.0(23.3–66.3) 34.0(19.0–61.0) 0.13
Time [hours] to sit unsupported 49.0(33.0–69.8) 49.0(29.0–74.0) 0.81
Total coma duration 46.3(33.5–81.4) 43.0(22.9–70.0) 0.07

CI = Confidence Interval
* Mann-Whitney U-test

Kaplan Meir survival curve for time to regain consciousness (hours) by treatment group among the children with cerebral malariaFigure 2
Kaplan Meir survival curve for time to regain consciousness 
(hours) by treatment group among the children with cerebral 
malaria.
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Mortality
The difference in mortality between the two groups was
not significant but was comparable to ranges of 7–17%
reported in other Uganda[3,16] and African[1,9,17] stud-
ies.

Although this study was not powered to detect differences
in mortality, the fact that fewer children died in the man-
nitol group compared to the placebo group and that the
mortality was within the ranges seen in most African stud-
ies, may be an indication that mannitol is not deleterious.
However this needs to be tested with a larger sample size.

Only six of the 23 children who died had post-mortem
examinations done as consent was declined in the
remaining children. All but one of these six children had
succumbed to cerebral malaria as evidenced by cerebral
vascular congestion, petechial hemorrhages in the brain
and a histological picture consistent with malarial tropho-
zoite invasion of the RBCs in the cerebral vasculature.
These findings are similar to those found in other studies
[3,8]. One child had evidence of acute renal failure and it
is very likely that the acute tubular necrosis, which
resulted in his death, was a result of malaria. This child
was from the placebo group, hence mannitol could not
have caused his renal impairment. Renal impairment is
common in severe malaria[18] and though it rarely
progresses into frank renal failure, it is associated with
poor outcome. Factors, which significantly predicted mor-
tality, included; multiple convulsions (> 5), deep coma
(BCS of <2/5), leucocytosis and abnormal fundoscopic

findings (papilloedema, retinal haemorrhages and retinal
vein congestion), which are similar to those, described in
earlier studies [1,19,20].

Adverse effects
Apart from death, no major adverse effects were identi-
fied. Deaths in the mannitol group were probably due to
the cerebral malaria and not the mannitol since the mor-
tality was within the ranges of other studies and was com-
parable with the number of deaths in the placebo group.
Mannitol (1 g/kg) did not significantly affect renal func-
tion in the children with cerebral malaria. There was also
no significant difference in the blood pressure and pulse
changes between the two groups. Other adverse effects
such as exacerbation of heart failure and pulmonary
oedema were not observed.

Conclusion
In conclusion, mannitol did not significantly reduce time
taken to regain consciousness, sit unsupported, or mortal-
ity. It is difficult to recommend intravenous mannitol as
adjunct therapy for childhood cerebral malaria.

Authors' contributions
BN wrote the proposal, recruited and followed up patients
and wrote the manuscript. GN revised the proposal,
supervised the study and revised the manuscript. JB read
through the proposal and manuscript and supervised the
study. JKT revised the proposal, supervised the study, ana-
lyzed the data and wrote the manuscript.

Acknowledgements
Paul Ekwaru for data analysis, and statistical help.

References
1. Molyneux ME, Taylor TE, Wirima JJ, Borgstein A: Clinical features

and prognostic indicators in paediatric cerebral malaria: a
study of 131 comatose Malawian children.  Q J Med 1989,
265:441-459.

2. Angyo IA, Pam S, Szlachetka R: Clinical pattern and out come in
children with acute severe falciparum malaria at Jos Univer-
sity Teaching Hospital, Nigeria.  East Afr Med J 1996, 73:823-826.

3. Aceng JR, Byarugaba JS, Tumwine JK: Rectal artemether versus
intravenous quinine for the treatment of cerebral malaria in
children in Uganda: randomised clinical trial.  BMJ 2005,
330:334.

4. Newton CR, Kirkham FJ, Winstanley PA, Pasvol G, Peshu N, Warrell
DA, Marsh K: Intracranial pressure in African children with
cerebral malaria.  Lancet 1991, 337:573-576.

5. Newton CR, Crawley J, Sowumni A, Waruiru C, Mwangi I, English M,
Murphy S, Winstanley P, Marsh K, Kirkham F: Intracranial hyper-
tension in Africans with cerebral malaria.  Arch Dis Child 1997,
76:219-226.

6. Edwin K: Osmotic diuretics.  In Goodman and Gilman's The Pharma-
cological Basis of Therapeutics 10th edition. Edited by: Hardman J, Lim-
bird L, Goodman L, Gilman A. New York: McGraw-Hill Press;
2001:767-768. 

7. Rosman NP: Nervous system.  In Gellis and Kagan's Current Pediatric
Therapy 16th edition. Edited by: Burg F, Ingelfinger J, Wald E, Polin R.
Philadelphia: W.B.Saunders Co; 1999:431-436. 

8. Idro R, Karamagi C, Tumwine J: Immediate outcome and prog-
nostic factors for cerebral malaria among children admitted
to Mulago hospital, Uganda.  Ann Trop Paediatr 2004, 24:17-24.

Kaplan Meier curve for time to sit unsupported (in hours) for the children in the two treatment armsFigure 4
Kaplan Meier curve for time to sit unsupported (in hours) for 
the children in the two treatment arms.

Time to Sit unsupported (hours)

200180160140120100806040200

P
ro
p
o
rt
io
n
u
n
a
b
le

to
si
t
u
n
su

p
p
o
rt
e
d

1.0

.8

.6

.4

.2

0.0

Treatment arm

R

R-censored

Q

Q-censored

P-value =0.22, Log Rank test

Q= Mannitol, R=Placebo
Page 5 of 6
(page number not for citation purposes)

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9103694
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9103694
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9103694
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15705690
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15705690
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15705690
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=1671941
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=1671941
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9135262
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9135262
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15005962
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15005962
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15005962


Malaria Journal 2007, 6:138 http://www.malariajournal.com/content/6/1/138
Publish with BioMed Central   and  every 
scientist can read your work free of charge

"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."

Sir Paul Nurse, Cancer Research UK

Your research papers will be:

available free of charge to the entire biomedical community

peer reviewed and published immediately upon acceptance

cited in PubMed and archived on PubMed Central 

yours — you keep the copyright

Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp

BioMedcentral

9. Thuma PE, Mabeza GF, Biemba G, Bhat G, McLaren C, Moyo V, Zulu
S, Khumalo H, Mabeza P, M'Hango A: Effect of iron chelation
therapy on mortality in Zambian children with cerebral
malaria.  Trans R Soc Trop Med Hyg 1998, 92:214-218.

10. Warrell DA, Looareesuwan S, Warrell M: Dexamethasone proves
deleterious in cerebral malaria. A double-blind trial in 100
comatose patients.  N Engl J Med 1982, 306:31-39.

11. Newton CR, Seshu N, Kendall B, Kirkham FJ, Sowumni A, Waruiru C,
Mwangi I, Murphy S, Marsh K: Brain swelling and ischaemia in
Kenyans with cerebral malaria.  Arch Dis Child 1994, 70:281-287.

12. Goiten KJ, Fainmasser P, Sohmer H: Cerebral perfusion pressure
and auditory brainstem responses in childhood CNS disease.
Am J Dis Child 137:777-781.

13. Adelson P, Bratton S, Carney NA, Chesnut R, du Coudray H, Gold-
stein B, Kochanek PM, Miller H, Partington M, Selden N: Guidelines
for the acute medical management of severe traumatic
brain injury in infants, children, and adolescents. Use of
hyperosmolar therapy in the management of severe paedi-
atric traumatic brain injury.  Pediatr Crit Care Med 2003, 4(3
suppl):S40-44.

14. James HE: Methodology for control of intra cranial pressure
with hypertonic mannitol.  Acta Neurochir 1980, 51:161-172.

15. Commey JOO, Mills-Tetteh D, Phillips BJ: Cerebral malaria in
Accra, Ghana.  Ghana Med J 1980, 19:68-72.

16. Carme B, Bouquety JC, Plassart H: Mortality and sequelae to cer-
ebral malaria in African children in Brazzaville, Congo.  Am J
Trop Med Hyg 1993, 48:216-221.

17. Sowunmi A: Renal impairment in children with severe P falci-
parum malaria.  Arch Dis Child 1996, 74:293-298.

18. Jaffar S, Van Henshbroek MB, Palmer A, Schneider G, Greenwood B:
Predictors of a fatal outcome following childhood cerebral
malaria.  Am J Trop Med Hyg 1997, 57:20-24.

19. Lewallen S, Taylor TE, Molyneux ME, Wills BA, Courtright P: Ocular
fundus findings in Malawian children with cerebral malaria.
Ophthalmology 1993, 100:857-861.

20. Brewster DR, Kwiatkowski D, White NJ: Neurological sequelae
of cerebral malaria in children.  Lancet 1990, 336:1039-1043.
Page 6 of 6
(page number not for citation purposes)

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9764337
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9764337
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9764337
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8185359
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8185359
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=6869340
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=6869340
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12847347
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12847347
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12847347
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8447526
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8447526
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8669927
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8669927
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9242312
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9242312
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9242312
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8510897
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8510897
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=1977027
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=1977027
http://www.biomedcentral.com/
http://www.biomedcentral.com/info/publishing_adv.asp
http://www.biomedcentral.com/

	Abstract
	Background
	Methods
	Results
	Conclusion
	Clinical registration number

	Background
	Methods
	Selection criteria
	Randomization and blinding
	Treatment
	Laboratory tests
	Main outcome measures
	Sample size and statistical issues
	Ethical issues

	Results
	Adverse effects

	Discussion
	Time to regain consciousness
	Time to begin oral intake
	Time to sit unsupported
	Mortality
	Adverse effects

	Conclusion
	Authors' contributions
	Acknowledgements
	References

