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Editorial Note
Neurologic symptoms due to electrolyte diseases are

common, being in cases with diarrhea, diabetes mellitus, head
injury, renal failure, and numerous other diseases, especially in
babies and the senior. The clinical runs of dehumidification and
over hydration, frequently first detected in measures of tube
sodium or osmolality, are among the most frequent causes of
the neurologic symptoms, which include perversity, seizures,
languor, and coma. There are multiple hormonal and neurogenic
mechanisms to maintain total body water and the attention of
solutes (osmolality) within narrow limits. Interruption of these
homeostatic mechanisms leads to the retention or loss of either
water or solute; the result may be over hydration (with hypo-
osmolality) or dehumidification with hyper osmolality.
Neurologic function may be bloodied in both hypo-osmolar and
hyperosmolar countries. Forty to 60% of children with severe
hypernatremia defined as a tube sodium attention ≥ 160 mmol
per liter) have neurologic symptoms, as do a maturity of cases
with hypernatremia (tube sodium attention<120 mol per liter).
The mortality rate in cases with severe hypernatremia is as high
as 50% to 60%.

Rapid cerebral dehumidification can rupture the blood vessels
connecting the brain to the rigid calvarium. As a defensive
medium, the brain appears to induce new intracellular solute
occasionally called “idiogenic osmoles”. Osmoles are volume-
nonsupervisory organic solutes that can accumulate to a high
attention within cells, without adverse goods on cellular
structure or function. Intracellular osmolality is thereby
increased, minimizing the loss of intracellular brain water. A
corollary of this process is the clinical observation that
exorbitantly rapid-fire correction of hyperosmolar countries can

be fatal. As extracellular fluid is replaced, the increase in
intracellular water associated with idiogenic osmoles can lead,
it's presumed, to cerebral edema. The rates of accumulation or
junking of the idiogenic osmoles are unknown, so that treatment
of cases with hyperosmolar and hypo-osmolality countries is
empirical. Holoprosencephaly is generally associated with a
insufficiency of thirst and with dehumidification, leading to
hypernatremia and neurologic symptoms. These changes were
associated with increased attention of osmotically active solute
in the brain. We've also plant changes in these metabolites in
adults and children recovering from diabetic ketoacidosis and in
cases with hypernatremia and hypernatremia.

The direct determination of patterns of disordered cerebral
organic osmolytes by proton NMR spectroscopy may be precious
in guiding remedy. In the presence of severe changes in
intracellular osmolytes in the brain (as in this child), a important
slower correction of the tube sodium attention, conceivably
over a period of 7 to 10 days, may be indicated. Again, a normal
pattern of cerebral osmolytes may permit the safe and rapid-fire
relief of fluids. Repeating proton NMR spectroscopy after 7 to 10
days, or before in the event of seizures, may show that a normal
cerebral-osmolyte profile has yet to be achieved and may lead to
indeed slower relief remedy. Central pontine myelinolysis, a rare
but fatal complication of severe hypernatremia, may come
predictable and it may be possible to help it. During the
correction of dehumidification with intravenous glucose plus
0.45% sodium chloride, the child's tube sodium attention
dropped precipitously to 144 mmol per liter in three days. Her
languor lowered, but she had two seizures. The rate of fluid
relief was also reduced. The child's condition bettered, she had
no farther seizures, and she was alert at discharge after 24 days.
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