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ABSTRACT
Objective: Hyponatremia (HN) is associated with mortality and morbidity risks due to the development of hyponatremic encephalopathy. Its rapid
correction also carries a high risk of development of the serious cerebral disorder. This study investigated the possible therapeutic and
neuroprotective effects of the green tea (GT) extract against HN and its complications in rats and compared those effects with the outcome of the
rapid correction of chronic HN using hypertonic saline (HtNaCl).
Methods: Chronic HN was induced using terlipressin (TP; 0.2 mg/kg, s. c) and 2.5% d-glucose solution (equivalent to 5% initial bw/day, i. p) for 3 d.
A stabilizing dose of TP (0.1 mg/kg) was used for the following 3 d, along with administration of either saline, GT (600 mg/kg/day, p. o), or HtNaCl
(15 ml/kg/day, i. p). Serum sodium level, locomotor activity, pain reflex, and brain contents of iNOS and NO were assessed, together with a
histopathological examination of brain tissues.
Results: TP-induced profound chronic HN that was corrected with administration of GT and HtNaCl. In a GT-treated group, correction of HN was
coupled with improvement of TP-induced alteration of locomotor activity and brain histopathological picture. Elevation of brain iNOS and NO
contents, along with detection of focal cellular necrosis and gliovascular proliferation changes in the HtNaCl-treated group indicated neuro
pathological complications are accompanying the correction of HN with HtNaCl; a result that was not found in the GT-treated group.
Conclusion: Our findings revealed that GT corrected HN induced by TP in rats, and protected against the neuropathological features that
characterized hyponatremic encephalopathy and accompanied with its rapid correction.
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INTRODUCTION
Hyponatremia (HN) is defined as a decrease in serum sodium
concentration to a level below 136 mmol/l [1]. It is the most
common electrolyte disorder occurring in 15–30% of hospitalized
patients [2]. Etiologies of HN include renal and extra-renal loss of
sodium with water retention as in cases of mineralocorticoid
deficiency, autoimmune diseases, adrenal hemorrhage, muscle
trauma, burns, sweat losses, and gastrointestinal losses due to
vomiting and diarrhea [3]. Moreover, various pharmacological
agents are known to be associated with induction of HN, including,
narcotics, sedatives, analgesics, hypoglycaemic agents, antineoplastic drugs, and antidepressants [4, 5]. HN can also arise in a
variety of diseases such as congestive heart failure, liver cirrhosis,
and renal failure whether acute or chronic [6]. The most common
cases of HN include exercise-associated HN, particularly in athletes
who participate in endurance events [7], ecstasy-associated HN [8],
and postoperative HN [9].
HN is physiologically significant when it indicates a state of
extracellular hypo-osmolality and a tendency for free water to shift
from the vascular space to the intracellular space. However,
although cellular edema is well tolerated by most tissues, it is not
tolerated in the brain as its maximum swelling is limited to 8%
secondary to the presence of the rigid calvarium [3]. In severe HN,
this cytotoxic cerebral edema results in the development of
hyponatremic encephalopathy, which is a medical emergency that
can be lethal [10]. The rate of development of HN plays a critical role
in its pathophysiology and subsequent treatment [11]. In acute HN
that is developed rapidly over a period of hours (<48 h), a more
severe degree of cerebral edema for a given serum sodium level
results. Thus, it occurs with alarming hyponatremic encephalopathy
findings, and the primary cause of morbidity and death is brainstem
herniation and mechanical compression of vital midbrain structures
[12]. In chronic HN, when serum sodium concentration falls slowly

over a period of several days or weeks (≥ 48 h), a slower process of
adaptation then occurs in which the brain cells extrude sodium and
potassium as well as organic solutes including phosphocreatine,
myoinositol, and amino acids, such as glutamine and taurine, from
their cytoplasm to the extracellular space [13]. Compensatory
extrusion of solutes allows intracellular osmolality to be equal to
plasma osmolality and, in turn, reduces the flow of free water into
the intracellular space [14]. Therefore, brain swelling is minimized
with more modest symptoms and cases, almost, never die from
brain herniation [14]. However, the principal causes of morbidity
and death in chronic HN are status epilepticus, when chronic HN
reaches levels of 110 mmol/l or less, and osmotic demyelination
syndrome (ODS), which occurs in association with rapid correction
of chronic HN [11]. ODS is characterized by focal destruction of
myelin sheaths that cover axons in the brainstem, in the pontine and
extrapontine areas, associated with serious neurologic sequelae
[15]. Several lines of evidence have linked the pathogenesis of
myelinolysis to the slow reuptake of organic osmolytes by the brain.
[16, 17].
Treatment of HN consists of free water restriction and correction of
the underlying condition. The daily fluid intake must be restricted to
less than the urine output volume and the insensible losses of water
during 24 h in order to cause a negative water balance and increase
serum sodium concentration [3]. Some cases of chronic HN do not
tolerate or comply with this degree of daily fluid restriction. In these
cases, the use of diuretics that increase electrolyte-free water
excretion may be added to the treatment protocol [18-20].
Green tea (GT) is a popular worldwide beverage that has been
shown to possess several pharmacological activities [21-24]. It has
been reported for its diuretic [25-28], anti-inflammatory [29],
antiarthritic [30], antibacterial [31], antiviral [32], antiproliferative
[33], antioxidant [34,35], neuroprotective [36, 37], and cholesterollowering effects [23, 38, 39]. Moreover, consuming green tea has
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been found to protect against obesity [40, 41], cancer [42, 43], and
cardiovascular diseases [44-46]. The chemical composition of green
tea is complex; it contains xanthic bases (caffeine and theophylline),
polyphenols commonly known as catechins, pigments, volatile
compounds, proteins, amino acids, carbohydrates, vitamins (B, C, E),
minerals, trace elements, and trace amounts of lipids and sterols [23, 24,
45]. Caffeine and theophylline account for the diuretic effect of GT [2528]. It has been demonstrated that caffeine could increase urine
production in patients with congestive heart failure and edema;
however, theophylline has been found to induce even higher diuretic
effect than caffeine [47, 48]. On the other hand, GT polyphenols are
responsible for the neuroprotective and the antioxidant properties of GT.
The present study aimed at testing the possible protective effects of GT
extract against chronic HN and hyponatremic encephalopathy induced
in rats using terlipressin (triglycyl–lysine vasopressin; TP), which is a
long-acting analog of the antidiuretic hormone, vasopressin (VP) [49].
Moreover, the study compared the effects of GT with those resulted from
the rapid correction of chronic HN using hypertonic saline (HtNaCl).
MATERIALS AND METHODS
Animals
Adult male albino Wister rats, weighing 180–200 g, was utilized in the
present study. Standard food pellets and tap water were supplied ad
libitum unless otherwise stated. Animals and food pellets were obtained
from the animal house colony of the National Research Center (NRC,
Egypt). Ethical considerations in handling laboratory animals that stated
by NRC were followed throughout the study period.
Drugs
TP vials (Glypressin®; Ferring Pharmaceuticals, Germany) were
used in the current study. GT water extract, in the form of powder,
was obtained from Technomate for Chemicals and Pharmaceuticals
(Egypt), and was used orally in a dose of 600 mg/kg/day [35]. All
other chemicals were of the highest available commercial grade.
Experimental design
Chronic HN was induced in rats according to the method established
in our previous study with colleagues [49]. The animals were
randomly allocated into four groups; each group consisted of 10
rats. During the induction phase of this experiment (days 1–3), rats
of the first group received s. c injections of saline and served as the
normal group. In the remaining three groups, chronic HN was
induced by injections of TP (0.2 mg/kg/day, s. c) and 2.5% d-glucose
solution (equivalent to 5% initial bw/day, i. p) for 3 successive days.
Rats of TP-induced HN group had free access to distilled water only
during this phase of experiment with no access to food.
In the 2nd phase of the experiment (days 4–6), animals of all groups
had free access to food and tap water. In this phase, the normal
group received saline; the other three groups received TP (0.1
mg/kg/day, s. c.) as a stabilizing dose. Group 2 served as the HNcontrol group; groups 3 and 4 were treated with GT (600
mg/kg/day, p. o.) and 1 M sodium chloride solution (hypertonic
saline, HtNaCl; 15 ml/kg/day, i. p.), respectively.
Estimation of serum sodium level
Blood samples were withdrawn from the retro-orbital plexus of each
animal, under light diethyl ether anesthesia, following induction
phase (on day 4), and one hour following the last drug
administration in the treatment phase (on day 6). The blood was
allowed to coagulate and then centrifuged, using a cooling centrifuge
(Sigma and laborzentrifugen, 2k15, Germany), at 3000 rpm for 20
min for serum separation. Serum sodium level was estimated using
specific reagent kit (Stanbio Laboratory, USA).
Measurement of locomotor activity
On days 0, 4 and 6 of the experiment, locomotor activity was
assessed by detecting rat movements using grid floor activity cage
(Model no. 7430, Ugo-Basile, Italy). Interruptions of infrared beams
were automatically detected during a 10 min test session. Beam
interruption information was processed in the activity cage software
to provide an index of horizontal movements [50, 51]. Change of the
basal locomotor activity was calculated for each rat.

Evaluation of pain reflex
The delay in pain reactivity, as a neuronal reflex, was evaluated on
days 0, 4 and 6 of the experiment using the hot-plate test (7280 Ugo
Basile, Italy) according to the method described by Laviola and
Alleva [52]. Change of the basal response to the nociceptive stimulus
was calculated for each rat.
Tissue sampling and estimation of brain inducible nitric oxide
synthase (iNOS) and nitric oxide (NO) contents
Directly after collecting the last blood sample in the experiment, rats
were decapitated under light diethyl ether-anesthesia, and their
brain was carefully isolated and dissected through the midline into
two hemispheres. One brain hemisphere from each rat was
immediately weighed and homogenized in ice-cold potassium
chloride (1.15%; pH 7.4) to yield a 20% (w/v) tissue homogenate
(using MPW–120 homogenizers, Med instruments, Poland). The
homogenates were centrifuged using a cooling centrifuge (Sigma
and laborzentrifugen, 2k15, Germany) at 4000 r. p. m for 10 min; the
supernatant was used for biochemical estimation of brain content of
iNOS, using iNOS ELISA kit (MyBioSource, USA), and NOx (nitrite and
nitrate, stable metabolites of NO) utilizing an NOx concentration
assay kit (Cayman chemical company, Germany).
Histopathological examination of brain tissues
The other brain hemisphere of each rat was removed and
immediately placed in 10% formalin. Afterward, brains were
sectioned coronally at six levels. Sections were stained with
hematoxylin and eosin (H&E), and processed for light microscopy
evaluation of neuronal density, edema, and inflammation.
Statistical analysis
All the values are presented as means±standard error of the means
(SE). Comparisons between different groups were carried out using
one-way analysis of variance (ANOVA) followed by Tukey’s multiple
comparison post hoc tests. For behavioral parameters, square root
transformed percent was calculated according to Jones et al. [53]
then comparisons between different groups were carried out using
the nonparametric one-way ANOVA followed by Dunn's multiple
comparisons post hoc test. The difference was considered significant
when p˂0.05. GraphPad prismsoftware (version 6) was used to carry
out these statistical tests.
RESULTS
Serum sodium level
Subcutaneous injection of TP produced stable HN demonstrated by
decreased serum sodium level to 109.85±4.8 and 112.08±5.3
mmol/l on days 4and 6, respectively. Treatment of rats with GT or
HtNaCl corrected TP-induced HN (fig. 1).
Saline, rats, treated with saline and represented the normal group;
TP, rats treated with terlipressin and served as a hyponatremia
(HN)-model group; TP-GT, rats with TP-induced HN treated with
green tea; TP-HtNaCl, rats with TP-induced HN treated with
hypertonic saline.
a Significantly different from the normal group at the corresponding
day at p<0.05.
bSignificantly different from TP group at the corresponding day at
p<0.05.

Locomotor activity and Pain reflex
Induction of HN in rats using TP was coupled with a decrease in
the basal locomotor activity that was observed on days 4 and 6
(table 1). A delay of the basal pain reflex was also observed
following the induction phase (on day 4); however, no significant
difference was observed in a TP-treated group on day 6 (table 2).
Treatment of rats with GT improved that TP-induced decrease in
locomotor activity; however, HtNaCl failed to do so (table 1). On
the other hand, rats treated with GT showed a significant delay
of the response to pain stimulus as compared to both normal and
HN group (table 2).
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Fig. 1: Effects of TP-induced HN, and the co-administration of GT and HtNaCl on serum sodium level in rats
Saline, rats treated with saline and represented the normal group; TP, rats treated with terlipressin and served as hyponatremia (HN)-model group;
TP-GT, rats with TP-induced HN treated with green tea; TP-HtNaCl, rats with TP-induced HN treated with hypertonic saline.
aSignificantly different from normal group at the corresponding day at p < 0.05., bSignificantly different from TP group at the corresponding day at p < 0.05.

Table 1: Effects of TP-induced HN, and the co-administration of GT and HtNaCl on the locomotor activity of rats
Groups

Saline
TP
TP-GT
TP-HtNaCl

Locomotor activity
Count/10 min.
Day 0
162.40±13.43
118.60±25.24
161.20±26.84
123.40±10.09

Day 4
179.80±11.91
55.20±16.70
96.00±21.19
73.80±14.35

Day 6
178.60±7.81
80.40±15.36
155.60±25.08
70.20±8.50

Square-root-transformed % of basal activity
Day 4
Day 6
1.06b±0.04
1.06b±0.03
0.69a±0.12
0.83a±0.02
0.78a±0.09
0.98b±0.01
0.76a±0.11
0.76a±0.08

Saline, rats treated with saline and represented the normal group; TP, rats treated with terlipressin and served as a hyponatremia (HN)-model
group; TP-GT, rats with TP-induced HN treated with green tea; TP-HtNaCl, rats with TP-induced HN treated with hypertonic saline.
Data are presented as mean±SE., a Significantly different from the normal group at the corresponding day at p<0.05., bSignificantly different from TP
group at the corresponding day at p<0.05.
Table 2: Effects of TP-induced HN, and the co-administration of GT and HtNaCl on the response of rats to the nociceptive stimulus
Groups

Saline
TP
TP-GT
TP-HtNaCl

Delay of pain reflex
Nociceptive response (sec)
Day 0
Day 4
38.25±3.71
27.72±3.05
24.30±4.25
31.06±3.58
26.58±2.60
35.38±4.51
33.25±2.36
39.30±4.18

Day 6
29.02±2.62
26.56±3.38
38.38±5.61
34.18±3.33

Square-root-transformed % of basal response
Day 4
Day 6
0.84b±0.07
0.86±0.06
1.20a±0.08
0.98±0.13
1.13a±0.05
1.21ab±0.10
1.06a±0.04
0.99±0.03

Saline, rats treated with saline and represented the normal group; TP, rats treated with terlipressin and served as a hyponatremia (HN)-model
group; TP-GT, rats with TP-induced HN treated with green tea; TP-HtNaCl, rats with TP-induced HN treated with hypertonic saline.
Data are presented as mean±SE., a Significantly different from the normal group at the corresponding day at p<0.05., bSignificantly different from TP
group at the corresponding day at p<0.05.

Fig. 2: Effects of TP-induced HN, and the co-administration of GT and HtNaCl on brain contents of iNOS and NOx in rats
Saline, rats treated with saline and represented the normal group; TP, rats treated with terlipressin and served as hyponatremia (HN)-model group;
TP-GT, rats with TP-induced HN treated with green tea; TP-HtNaCl, rats with TP-induced HN treated with hypertonic saline., a Significantly different
from normal group at p<0.05., bSignificantly different from TP group at p<0.05.
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Brain iNOS and NO contents
Treatment of rats with TP to induce HN had no effect on the brain
contents of iNOS and NOx. Similarly, administration of GT to TPtreated rats showed normal iNOS and NOxcontent; whereas,
administration of HtNaCl increased brain iNOS and NOx content in
rats with TP-induced HN (fig. 2).
Histopathological examination of brain tissues
The brain sections prepared from normal rats showed normal brain
tissue with normal astrocytes and fibrillary background (fig. 3a),
while those prepared from rats with TP-induced chronic HN
indicated a marked glial brain edema (fig. 3b). Treatment of rats
with GT markedly ameliorated the brain edema observed in rats
with TP-induced chronic HN and restored the normal histological
structures of brain tissues (fig. 3c). The brain sections prepared
from rats with TP-induced chronic HN treated by HtNaCl revealed
marked amelioration of brain edema; however, neuronal cell
necrosis associated with congestion of cerebral blood vessel was
detected (fig. 3d).

Fig. 3: Photomicrographs of brain sections prepared from (a) a
normal rat, (b) a rat with TP-induced chronic HN, (c) a rat with
TP-induced chronic HN treated by GT, and (d) a rat with TPinduced chronic HN treated by HtNaCl (H&E X 400)
(a) Showing normal brain tissue with normal astrocytes and
fibrillary background. (b) Showing marked glial brain edema
(arrow). (c) Showing marked amelioration of the glial astrocytes and
fibrillary background brain edema observed in rats with TP-induced
chronic HN. (d) Showing neuronal cell necrosis (short arrow)
associated with congestion of cerebral blood vessel (long arrow).
DISCUSSION
In the present study, injection of TP (0.2 mg/kg/day, s. c.) along with
2.5% d-glucose solution (equivalent to 5% initial bw/day, i. p), for 3
successive days, induced profound (<115 mmol/l) chronic (>48 h)
HN that was evidenced by decreased serum sodium level on days 4
and 6. A hypotonic dextrose solution was used as a source of
electrolyte-free water to produce expansion of the extracellular fluid
volume; while, TP was used as an antidiuretic agent to prevent the
excretion of that electrolyte-free water for the entire period of the
experiment. Both elements must be satisfied to induce HN [54];
since the administration of antidiuretic agent without water does
not result in HN [55], and administration of electrolyte-free water in
the absence of antidiuretic agent leads, only, to a large water
diuresis [56]. TP is a long-acting analog of VP, the antidiuretic
hormone [57]. Like VP, TP stimulates vascular vasopressin type 1
(V1) receptor and renal tubular V2 receptor, resulting in
vasoconstriction and renal free water reabsorption, respectively.
However, TP has a relatively higher affinity for the V1 receptor and
lower affinity to the V2 receptor compared to VP [58]. Nevertheless,
in agreement with the finding of the present study, Krag et al. [59]

reported that TP induces V2 receptor-mediated antidiuresis and
induces a decrease in plasma sodium level. In the common
experimental animal models of HN, VP has been used, either as
multiple doses per day or as a continuous infusion via
subcutaneously implanted osmotic minipump [60, 61]. Interestingly,
a single daily dose of 0.2 mg/kg TP for three successive days induced
chronic HN in the current model. The different pharmacokinetic
properties of VP and TP explain this outcome. TP has a long duration
of action and its effective half-life time is 6 h, whereas that of VP is
only 6 min [58, 62]. For that, this TP-induced HN model that was
established in our previous study with colleagues (unpublished data
[49]), is less complicated than the common VP model. In addition, TP
is available in the markets (glypressine; Ferring Company,
Germany), while VP is not commercially available in all countries
[62]. A stabilizing dose of TP (0.1 mg/kg/day, s. c.) was used for
another three days following the induction phase. This regimen was
carried out to prevent the spontaneous correction of chronic HN
[48], and to simulate its clinical conditions [63]. The current TPinduced HN resulted in neurological complications in rats evidenced
by the deterioration of the locomotor activity and pain reflex and
confirmed by the histopathological findings revealed a marked brain
edema. The chronic locomotor deficit that persisted for 6 d, and the
delay of pain reflex detected on the 4th day, in rats with TP-induced
HN are parallel to some of the typical signs of hyponatremic
encephalopathy found in patients with HN [14]. However, the
improvement of the pain reflex on day 6 may be due to the gradual
adaptation of the brain to HN by extruding organic solutes from
their cytoplasm, which decreases the degree of cerebral edema by
allowing intracellular osmolality to be equal to plasma osmolality
without a large increase in cell water [64]. This explanation may be
supported by the study established that the impaired response to
pain stimuli in patients with HN occurs in the more advanced state
of cerebral edema rather than that associated with a reduction of
locomotor activity [11].
Following the induction phase, administration of GT (600
mg/kg/day, p. o), for 3 successive days, corrected the serum sodium
level in rats. This protective effect of GT against HN may be
attributed to its diuretic effect [25, 26, 28], as previous studies
showed that diuretics are useful in controlling edematous
hyponatremic states [65, 66]. Improvement of locomotor activity
was also observed in GT-treated rats; a finding that indicates a
neuroprotective effect of GT against TP-induced hyponatremic
encephalopathy. This conclusion was confirmed by the outcome of
the histopathological investigation that revealed a marked
improvement of TP-induced brain edema in the GT-treated group. In
addition, Michna et al. [67] reported a direct stimulatory effect of
oral administration of green tea and caffeine on locomotor activity in
mice.
On the other hand, delayed response to the nociceptive stimulus was
noticed in GT-treated rats; though it was normal in untreated rats
with TP-HN. This finding may be explained by the stated analgesic
effect of GT [68, 69].
Administration of HtNaCl in the present study corrected HN itself
but not its effect on locomotor activity. Actually, administration of
high concentrations of NaCl results in a rapid correction of serum
sodium level, which causes a serious cerebral demyelinating
disorder known as osmotic demyelination syndrome (ODS) [70].
The clinical manifestations of ODS usually develop after a couple of
days (average 4–6 d) following changes in sodium levels. Hence, the
non-corrected locomotor activity observed with HtNaCl
administration in the current study may be due to the beginning of
the pathological changes in the brain that finally led to ODS.
Fortunately, these findings were supported by the present
histopathological observations of focal cellular necrosis with
neovascular proliferation changes in the cerebral tissue of rats
treated with HtNaCl, though the marked amelioration of brain
edema. These observations are in agreement with those of previous
studies showing that rapid correction of experimental animal
models of HN with HtNaCl resulting in demyelinative lesions
associated with focal cellular necrosis, gliovascular proliferation
changes, and accumulation of active microglia [71-73]. These
microglia have been found to produce proinflammatory cytokines,

256

Hegazy et al.
Int J Pharm Pharm Sci, Vol 8, Issue 6, 253-259
which are potent inducers of iNOS [74]. The induction of iNOS by
proinflammatory cytokines results in NO production, which
aggravates oligodendroglial injury and demyelination [73]. In the
present study, significantly high levels of iNOS and NOx were
observed in the brain tissues of hyponatremic rats treated with
HtNaCl; this indicated the presence of inflammatory cerebral
damage coupled with excessive iNOS activation and NO production.
The presence of this inflammatory cerebral damage in HtNaCltreated rats was also supported by the findings of the locomotor
assessment and histopathological analysis. On the other hand, iNOS
and NOx levels were normal in the brain tissues of rats with TPinduced HN, indicating that, iNOS activation and NO production are
not involved in the neuropathological features of hyponatremic
encephalopathy. In accordance, studies that assessed iNOS activity
in experimental animals with HN showed that iNOS activity
increases only with rapid correction of chronic HN [71-73]. GT
successfully managed brain iNOS and NOx levels after the correction
of HN in the present study. This result, together with the findings of
the histopathological investigation, demonstrated the neuroprotective effect of GT against the pathological consequences of
rapid correction of HN. The study of Nakagawa and Yokozawa [75]
showed a direct scavenging of nitric oxide and superoxide by GT. On the
other hand, Srivastava et al. [76] demonstrated that GT polyphenols act
as potent inhibitors of nitric oxide generation independent of their
antioxidant properties. Correspondingly, many studies reported the
inhibition of iNOS expression by GT and GT polyphenols [77-80]; and
considered it as an important mechanism underlying the
neuroprotective effect of GT [81]. Choosing the 8 d duration for the
experiment, before sacrificing the animals and isolation of brain for
estimation of iNOS and NOx contents and histopathological examination,
was guided by a previous study [60], to allow the development of the
inflammatory cerebral damage that eventually leads to ODS, if any. In
addition, another study [73] found that prominent accumulation of
activated microglia was seen by 3 d after correction and that
accumulation occurred parallel to the demyelinating changes.
CONCLUSION
In conclusion, the current study revealed that TP-induced HN rat
model produced the main neuropathological features of human HN
as manifested by the observed decrease of locomotor activity, delay
of pain reflex, and development of the characteristic
histopathological changes of the brain tissues. Administration of GT
markedly improved TP-induced chronic HN in rats and protected
against the neuropathological features that characterized
hyponatremic encephalopathy and accompanied with its rapid
correction. The study suggests GT as a therapeutic agent for
protection against the neuropathological complications associated
with chronic HN and its rapid correction.

9.
10.

11.
12.

13.
14.

15.

16.

17.
18.

19.

20.
21.
22.
23.
24.

25.

26.

CONFLICT OF INTERESTS

27.

Declared none

28.

REFERENCES
1.
2.
3.

4.
5.

6.

7.
8.

Adrogue HJ, Madias NE. Hyponatremia. N Engl J Med
2000;342:1581-9.
Upadhyay A, Jaber BL, Madias NE. Incidence and prevalence of
hyponatremia. Am J Med 2006;119:S30-5.
Verbalis JG, Goldsmith SR, Greenberg A, Schrier RW, Sterns RH.
Hyponatremia
treatment
guidelines:
expert
panel
recommendations. Am J Med 2007;120:S1-21.
Liamis G, Milionis H, Elisaf M. A review of drug-induced
hyponatremia. Am J Kidney Dis 2008;52:144-53.
Gandelman
MS.
Review
of
carbamazepine-induced
hyponatremia. Prog Neuropsychopharmacol Biol Psychiatry
1994;18:211-33.
Schrier RW, Bansal S. Diagnosis and management of
hyponatremia in acute illness. Curr Opin Crit Care
2008;14:627-34.
Rosner MH, Kirven J. Exercise-associated hyponatremia. Clin J
Am Soc Nephrol 2007;2:151-61.
Ghatol A, Kazory A. Ecstasy-associated acute severe
hyponatremia and cerebral edema: a role for osmotic diuresis?
J Emerg Med 2009;42:e137-40.

29.

30.

31.

32.

33.

34.

Sterns RH. Postoperative hyponatremia in menstruant women.
Ann Intern Med 1993;118:984-5.
Moritz ML, Ayus JC. The pathophysiology and treatment of
hyponatraemic encephalopathy: an update. Nephrol Dial
Transplant 2003;18:2486-91.
Adrogue HJ, Madias NE. Hyponatremia. N Engl J Med
2000;342:1581-9.
Sjoblom E, Hojer J, Ludwigs U, Pirskanen R. Fatal
hyponatraemic brain oedema due to common gastroenteritis
with accidental water intoxication. Intensive Care Med
1997;23:348-50.
Sterns RH. Severe symptomatic hyponatremia: treatment and
outcome. A study of 64 cases. Ann Intern Med 1987;107:656-64.
Kozniewska E, Podlecka A, Rafalowska J. Hyponatremic
encephalopathy: some experimental and clinical findings. Folia
Neuropathol 2003;41:41-5.
Sterns RH, Cappuccio JD, Silver SM, Cohen EP. Neurologic
sequelae after treatment of severe hyponatremia: a multicenter
perspective. J Am Soc Nephrol 1994;4:1522-30.
Lien YH. Role of organic osmolytes in myelinolysis. A
topographic study in rats after rapid correction of
hyponatremia. J Clin Invest 1995;95:1579-86.
Sterns RH, Silver SM. Brain volume regulation in response to
hypo-osmolality and its correction. Am J Med 2006;119:S12-6.
Decaux G, Mols P, Cauchi P, Delwiche F. Use of urea for the
treatment of water retention in hyponatraemic cirrhosis with
ascites resistant to diuretics. Br Med J 1985;290:1782-3.
Verbalis JG. AVP receptor antagonists as aquaretics: review and
assessment of clinical data. Cleve Clin J Med 2006;73 Suppl
3:S24-33.
Schrier RW. The sea within us: disorders of body water
homeostasis. Curr Opin Invest Drugs 2007;8:304-11.
McKay DL, Blumberg JB. The role of tea in human health: an
update. J Am Coll Nutr 2002;21:1-13.
Cabrera C, Artacho R, Gimenez R. Beneficial effects of green tea-a review. J Am Coll Nutr 2006;25:79-99.
Chacko SM, Thambi PT, Kuttan R, Nishigaki I. Beneficial effects
of green tea: a literature review. Chin Med 2010;5:13.
Afzal M, Safer AM, Menon M. Green tea polyphenols and their
potential role in health and disease. Inflammopharmacology
2015;23:151-61.
Fenton RA, Poulsen SB, de la Mora Chavez S, Soleimani M,
Busslinger M, Dominguez Rieg JA, et al. Caffeine-induced
diuresis and natriuresis is independent of renal tubular NHE3.
Am J Physiol Renal Physiol 2015;308:F1409-20.
Ming Z, Lautt WW. Caffeine-induced natriuresis and diuresis
via blockade of hepatic adenosine-mediated sensory nerves
and a hepatorenal reflex. Can J Physiol Pharmacol
2010;88:1115-21.
Wu CD, Wei GX. Tea as a functional food for oral health.
Nutrition 2002;18:443-4.
Zhang Y, Coca A, Casa DJ, Antonio J, Green JM, Bishop PA.
Caffeine and diuresis during rest and exercise: a meta-analysis.
J Sci Med Sport 2015;18:569-74.
Dona M, Dell'Aica I, Calabrese F, Benelli R, Morini M, Albini A, et
al. Neutrophil restraint by green tea: inhibition of
inflammation, associated angiogenesis, and pulmonary fibrosis.
J Immunol 2003;170:4335-41.
Haqqi TM, Anthony DD, Gupta S, Ahmad N, Lee MS, Kumar GK,
et al. Prevention of collagen-induced arthritis in mice by a
polyphenolic fraction from green tea. Proc Natl Acad Sci USA
1999;96:4524-9.
Sudano Roccaro A, Blanco AR, Giuliano F, Rusciano D, Enea V.
Epigallocatechin-gallate enhances the activity of tetracycline in
staphylococci by inhibiting its efflux from bacterial cells.
Antimicrob Agents Chemother 2004;48:1968-73.
Weber JM, Ruzindana-Umunyana A, Imbeault L, Sircar S.
Inhibition of adenovirus infection and adenain by green tea
catechins. Antiviral Res 2003;58:167-73.
Sartippour MR, Shao ZM, Heber D, Beatty P, Zhang L, Liu C, et al.
Green tea inhibits vascular endothelial growth factor (VEGF)
induction in human breast cancer cells. J Nutr 2002;132:2307-11.
Osada K, Takahashi M, Hoshina S, Nakamura M, Nakamura S,
Sugano M. Tea catechins inhibit cholesterol oxidation

257

Hegazy et al.
Int J Pharm Pharm Sci, Vol 8, Issue 6, 253-259

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.
46.

47.
48.

49.

50.

51.

52.

53.

54.

55.

accompanying oxidation of low-density lipoprotein in vitro.
Comp Biochem Physiol
Part C: Toxicol Pharmacol
2001;
128:153-64.
Salama A, Elsayeh B, Ismaiel I, El-Shenawy S. Comparative
evaluation of protective effects of green tea and lycopene in
potassium dichromate-induced acute renal failure in rats. J
Chem Pharm Res 2014;6:168-77.
Weinreb O, Mandel S, Amit T, Youdim MB. Neurological
mechanisms of green tea polyphenols in Alzheimer's and
Parkinson's diseases. J Nutr Biochem 2004;15:506-16.
Assuncao M, Andrade JP. Protective action of green tea
catechins in neuronal mitochondria during aging. Front Biosci
2015;20:247-62.
Raederstorff DG, Schlachter MF, Elste V, Weber P. Effect of
EGCG on lipid absorption and plasma lipid levels in rats. J Nutr
Biochem 2003;14:326-32.
Kapoor S. Green tea: beneficial effects on cholesterol and lipid
metabolism besides endothelial function. Eur J Cardiovascular
Prevention Rehabilitation 2008;15:497.
Ahmad RS, Butt MS, Sultan MT, Mushtaq Z, Ahmad S, Dewanjee
S, et al. Preventive role of green tea catechins from obesity and
related disorders especially hypercholesterolemia and
hyperglycemia. J Transl Med 2015;13:79.
Bajerska J, Mildner-Szkudlarz S, Walkowiak J. Effects of rye
bread enriched with green tea extract on weight maintenance
and the characteristics of metabolic syndrome following weight
loss: a pilot study. J Med Food 2015;18:698-705.
Kavanagh KT, Hafer LJ, Kim DW, Mann KK, Sherr DH, Rogers
AE, et al. Green tea extracts decrease carcinogen-induced
mammary tumor burden in rats and rate of breast cancer cell
proliferation in culture. J Cell Biochem 2001;82:387-98.
Cerezo-Guisado MI, Zur R, Lorenzo MJ, Risco A, Martin-Serrano
MA, Alvarez-Barrientos A, et al. Implication of Akt, ERK1/2 and
alternative p38MAPK signaling pathways in human colon
cancer cell apoptosis induced by green tea EGCG. Food Chem
Toxicol 2015;84:125-32.
Sueoka N, Suganuma M, Sueoka E, Okabe S, Matsuyama S, Imai
K, et al. A new function of green tea: prevention of lifestylerelated diseases. Ann N Y Acad Sci 2001;928:274-80.
Vinson JA. Black and green tea and heart disease: a review.
Biofactors 2000;13:127-32.
Keske MA, Ng HL, Premilovac D, Rattigan S, Kim JA, Munir K, et
al. Vascular and metabolic actions of the green tea polyphenol
epigallocatechin gallate. Curr Med Chem 2015;22:59-69.
Osswald H, Schnermann J. Methylxanthines and the kidney.
Handb Exp Pharmacol 2011:391-412.
Schnermann J, Osswald H, Hermle M. Inhibitory effect of
methylxanthines on feedback control of glomerular filtration
rate in the rat kidney. Pflügers Archiv 1977;369:39-48.
Hegazy R, Zaki H, Ismail I, Sharaf O, Kenawy S. Effects of
strawberry leaves and celery seeds extracts in terlipressininduced chronic hyponatremia in rats. Toxicol Lett
2011;205:95.
Kauppila T, Tanila H, Carlson S, Taira T. Effects of atipamezole,
a novel alpha 2-adrenoceptor antagonist, in open-field, plusmaze, two compartment exploratory and forced swimming
tests in the rat. Eur J Pharmacol 1991;205:177-82.
Kelly MA, Rubinstein M, Phillips TJ, Lessov CN, Burkhart-Kasch
S, Zhang G, et al. Locomotor activity in D2 dopamine receptordeficient mice is determined by gene dosage, genetic
background, and developmental adaptations. J Neurosci
1998;18:3470-9.
Laviola G, Alleva E. Ontogeny of muscimol effects on locomotor
activity, habituation, and pain reactivity in mice.
Psychopharmacology 1990;102:41-8.
Jones M, Onslow M, Packman A, Gebski V. Guidelines for
statistical analysis of the percentage of syllables stuttered data.
J Speech Hear Res 2006;49:867-78.
Gowrishankar M, Chen CB, Cheema-Dhadli S, Steele A, Halperin
ML. Hyponatremia in the rat in the absence of positive water
balance. J Am Soc Nephrol 1997;8:524-9.
Leaf A, Bartter FC, Santos RF, Wrong O. Evidence in man that
electrolyte urinary loss induced by pitressin is a function of
water retention. J Clin Invest 1953;32:868-78.

56. Kleeman CR, Rubini ME, Lamdin E, Epstein FH. Studies on
alcohol diuresis. II. The evaluation of ethyl alcohol as an
inhibitor of the neurohypophysis. J Clin Invest 1955;34:448-55.
57. Forsling ML, Aziz LA, Miller M, Davies R, Donovan B.
Conversion of tri glycyl vasopressin to lysine-vasopressin in
man. J Endocrinol 1980;85:237-44.
58. Bernadich C, Bandi JC, Melin P, Bosch J. Effects of F-180, a new
selective vasoconstrictor peptide, compared with terlipressin
and vasopressin on systemic and splanchnic hemodynamics in
a rat model of portal hypertension. Hepatology 1998;27:351-6.
59. Krag A, Bendtsen F, Pedersen EB, Holstein-Rathlou NH, Moller
S. Effects of terlipressin on the aquaretic system: evidence of
antidiuretic effects. Am J Physiol Renal Physiol 2008;295:
F1295-300.
60. Soupart A, Penninckx R, Stenuit A, Perier O, Decaux G.
Treatment of chronic hyponatremia in rats by intravenous
saline: comparison of rate versus the magnitude of correction.
Kidney Int 1992;41:1662-7.
61. Wada K, Matsukawa U, Fujimori A, Arai Y, Sudoh K, Sasamata
M, et al. A novel vasopressin dual V1A/V2 receptor antagonist,
conivaptan hydrochloride, improves hyponatremia in rats with
the syndrome of inappropriate secretion of antidiuretic
hormone (SIADH). Biol Pharm Bull 2007;30:91-5.
62. Delmas A, Leone M, Rousseau S, Albanese J, Martin C. Clinical
review: vasopressin and terlipressin in septic shock patients.
Crit Care 2005;9:212-22.
63. Coenraad MJ, Bolk JH, Frolich M, Meinders AE. Plasma arginine
vasopressin and atrial natriuretic peptide concentration in
patients with hyponatremia at diagnosis and the following
treatment. Eur J Intern Med 2007;18:221-9.
64. Moritz ML, Ayus JC. New aspects in the pathogenesis,
prevention, and treatment of hyponatremic encephalopathy in
children. Pediatr Nephrol 2010;25:1225-38.
65. Szatalowicz VL, Miller PD, Lacher JW, Gordon JA, Schrier RW.
Comparative effect of diuretics on renal water excretion in
hyponatraemic oedematous disorders. Clin Sci 1982;62:235-8.
66. Goh KP. Management of hyponatremia. Am Fam Physician
2004;69:2387-94.
67. Michna L, Lu YP, Lou YR, Wagner GC, Conney AH. The
stimulatory effect of oral administration of green tea and
caffeine on locomotor activity in SKH-1 mice. Life Sci
2003;73:1383-92.
68. Eshghpour M, Mortazavi H, Mohammadzadeh Rezaei N, Nejat A.
Effectiveness of green tea mouthwash in postoperative pain
control following surgical removal of impacted third molars:
double-blind, randomized clinical trial. Daru 2013;21:59.
69. Renno WM, Saleh F, Klepacek I, Al-Khaledi G, Ismael H, Asfar S.
Green tea pain modulating effect in sciatic nerve chronic
constriction injury rat model. Nutr Neurosci 2006;9:41-7.
70. Norenberg MD, Leslie KO, Robertson AS. Association between
the rise in serum sodium and central pontine myelinolysis. Ann
Neurol 1982;11:128-35.
71. Ke QH, Chen JH, Zheng SS, Yu J, Liang TB. Prevention of central
pontine myelinolytic in rats by early treatment with
dexamethasone. Zhejiang Daxue Xuebao Yixueban 2006;35:424-9.
72. Ke QH, Liang TB, Yu J, Zheng SS. A study of the pathogenesis
and prevention of central pontine myelinolysis in a rat model. J
Int Med Res 2006;34:264-71.
73. Takefuji S, Murase T, Sugimura Y, Takagishi Y, Hayasaka S, Oiso
Y, et al. Role of microglia in the pathogenesis of osmoticinduced demyelination. Exp Neurol 2007;204:88-94.
74. Xie QW, Kashiwabara Y, Nathan C. Role of transcription factor
NF-kappa B/Rel in the induction of nitric oxide synthase. J Biol
Chem 1994;269:4705-8.
75. Nakagawa T, Yokozawa T. Direct scavenging of nitric oxide and
superoxide by green tea. Food Chem Toxicol 2002;40:1745-50.
76. Srivastava RC, Husain MM, Hasan SK, Athar M. Green tea
polyphenols and tannic acid act as potent inhibitors of phorbol
ester-induced nitric oxide generation in rat hepatocytes
independent of their antioxidant properties. Cancer Lett
2000;153:1-5.
77. Peristiowati Y, Indasah I, Ratnawati R. The effects of catechin
isolated from green tea GMB-4 on NADPH and nitric oxide
levels in endothelial cells exposed to high glucose. J Intercult
Ethnopharmacol 2015;4:114-7.

258

Hegazy et al.
Int J Pharm Pharm Sci, Vol 8, Issue 6, 253-259
78. Faria AM, Papadimitriou A, Silva KC, Lopes de Faria JM, Lopes
de Faria JB. Uncoupling endothelial nitric oxide synthase is
ameliorated by green tea in experimental diabetes by reestablishing tetrahydrobiopterin levels. Diabetes 2012;61:
1838-47.
79. Agnetti G, Bordoni A, Angeloni C, Leoncini E, Guarnieri C,
Caldarera CM, et al. Green tea modulation of inducible nitric
oxide synthase in hypoxic/reoxygenated cardiomyocytes.
Biochimie 2005;87:457-60.

80. Chan MM, Fong D, Ho CT, Huang HI. Inhibition of inducible
nitric oxide synthase gene expression and enzyme activity by
epigallocatechin gallate, a natural product from green tea.
Biochem Pharmacol 1997;54:1281-6.
81. Kim JS, Kim JM, O JJ, Jeon BS. Inhibition of inducible nitric oxide
synthase expression and cell death by (-)-epigallocatechin-3gallate, a green tea catechin, in the 1-methyl-4-phenyl-1,2,3,6tetrahydropyridine mouse model of Parkinson's disease. J Clin
Neurosci 2010;17:1165-8.

259

