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Abstract: Background: MLC601 is a natural product formulation from Chinese medicine that is
extensively studied in ischemic stroke. Traumatic brain injury (TBI) shares pathophysiological
mechanisms with ischemic stroke, yet there are few studies on the use of MLC601 in treating TBI.
This Indonesian pilot study aimed to investigate clinical outcomes of MLC601 for TBI. Methods:
This randomized controlled trial included subjects with nonsurgical moderate TBI allocated into two
groups: with and without MLC601 over three months in addition to standard TBI treatment. Clinical
outcomes were measured by the Glasgow Outcome Scale (GOS) and Barthel Index (BI) observed
upon discharge and at months (M) 3 and 6. Results: Thirty-two subjects were included. The MLC601
group (n = 16) had higher GOS than the control group (n = 16) at all observation timepoints, though
these differences were not statistically significant (p = 0.151). The BI values indicated a significant
improvement for the MLC601 group compared to the control group at M3 (47.5 vs. 35.0; p = 0.014)
and at M6 (67.5 vs. 57.5; p = 0.055). No adverse effects were associated with MLC601 treatment.
Conclusion: In this cohort of nonsurgical moderate TBI subjects, MLC601 showed potential for a
positive effect on clinical outcome with no adverse effects.
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1. Introduction

Head injury is the leading cause of mortality among trauma patients [1]. Managing the sequelae
of head injury remains challenging. Every year, about 1.4 million people suffer from traumatic brain
injury (TBI), of which 50,000 die. More than 5.3 million Americans, or 3% of the population, live with
TBI-related disability. Head injury and its consequences remain a significant global public health
concern [2].

Optimal management of TBI should aim to prevent and treat the increase in intracranial pressure
and other secondary brain insults, as well as to preserve cerebral perfusion pressure and optimize
cerebral oxygenation. For each unique case, surgical or nonsurgical management might be the
best therapeutic strategy. The treating physician must make decisions carefully to achieve good
patient outcomes.
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Whether the physician decides on surgical or nonsurgical management, the effectiveness of both
treatments is still questionable. Despite recent advances in neurosurgical and neuro-intensive care,
the long-term disabilities secondary to brain injury are still dramatic [3].

MLC601 (NeuroAiDTM) is an example of a pharmacological intervention for neuroprotection
and neurorepair in acute ischemic stroke [4]. MLC601 (0.4 g per capsule) consists of nine herbal
components (0.57 g Radix Astragali, 0.114 g Radix Salvia miltiorrhizae, 0.114 g Radix Paeoniae rubra, 0.114 g
Rhizoma chuanxiong, 0.114 g Radix Angelicae sinensis, 0.114 g Prunus persica, 0.114 g Carthamus tinctorius,
0.114 g Radix Polygalae, and 0.114 g Rhizoma acori tatarinowii) and five animal components (0.0285 g
Cornu saigae tataricae, 0.095 g Buthus martensii, 0.0665 Hirudo, 0.0665 g Eupolyphaga seu steleophaga, and
0.0285 g Calculus bovis artifactus). The mixture contains molecules which activate neurological repair
mechanisms, including astragaloside IV, salvianolic acid B, and tanshinone IIB. MLC601 has been
found to stimulate expression of brain-derived neurotrophic factor (BDNF) to enhance neurogenesis,
to promote cell proliferation, and to stimulate neurite outgrowth, the development of a dense axonal
and dendritic network, and to activate KATP channels [5,6]. MLC601 has been shown to significantly
attenuate neurological motor deficits, brain apoptosis, and activated microglia (e.g., microgliosis,
amoeboid microglia, and microglial overexpression of TNF-α) associated with cerebral contusion
caused by TBI [7].

This natural product formulation has an excellent clinical and biological safety profile [8,9]. It has
been studied and used widely for post-stroke recovery, showing persistent clinical benefits and safety in
a large multicenter, randomized, double-blind, placebo-controlled trial. The administration of MLC601
for three months, in addition to standard stroke therapy, significantly improved the odds of achieving
functional independence (modified Rankin scale from 0 to 1) compared to placebo, with significant
benefit starting at six months and persisting up to 18 months after stroke [10].

Its neuroprotective effects suggest its potential to be more widely applied, for example, in TBI
subjects. Theadom et al. conducted a pilot randomized, placebo-controlled clinical trial in 2018 which
demonstrated beneficial effects of NeuroAiD™ on cognitive outcomes after mild or moderate TBI,
particularly for complex attention and executive functioning [11]. Clinical outcomes from exploring
NeuroAiD™ use among moderate TBI subjects, managed without surgery, have not been investigated.

We thus planned this pilot comparative study of NeuroAiD™, entitled “NEurological Prognosis
after Brain Trauma and Use of NEuroAiD™”, or the NEPTUNE Study, to assess its effects on the
functional and neurological outcome of moderate TBI subjects with nonsurgical management. The study
hypothesis is that NeuroAiD™would improve clinical outcomes in TBI as assessed by the Glasgow
Outcome Scale (GOS) and Barthel Index (BI).

2. Materials and Methods

This pilot study was a randomized controlled trial enrolling subjects with moderate TBI.
The sample size for this study was calculated using the sample size formula for two independent
samples study. This formula was designed for a study of two subject groups receiving different
treatments with the primary outcome presented descriptively as median results [12].

The randomization was performed by randomly choosing a sealed envelope containing a card
labeled 1 or 2 for each subject. Subjects receiving card 1 were designated to receive the additional
treatment of MLC601; the subjects receiving card 2 were designated as the control group without
additional treatment of MLC601. Comparisons were neither double-blind nor placebo-controlled.
Administration of MLC601 was the independent variable, while Glasgow Outcome Scale (GOS) and
Barthel Index (BI) were the dependent variables.

This study was performed by observing and comparing the clinical outcome of nonsurgical cases
with moderate TBI who received MLC601 (treatment group) to subjects who did not receive MLC601
(control group). Written informed consent was gathered from all subjects.

We included TBI subjects with the following criteria:
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2.1. Inclusion Criteria

• Moderate TBI (Glasgow Coma Scale or GCS of 9 to 13)
• Age 18 to 60 years old
• Closed head injury occurred within two days of MLC601 administration
• TBI with conservative/nonsurgical management
• Medically stable with no major systemic comorbidities or metabolic abnormalities
• Written informed consent

2.2. Exclusion Criteria

• Intracranial lesion on initial imaging or during observation for which surgery is indicated
• Bilateral unresponsive pupil
• Spinal cord injury
• History of cardiopulmonary arrest during treatment
• Life-threatening status

Standard treatment was obtained from Dr. Soetomo General Academic Hospital guidelines for TBI.
Airway, breathing, and circulation stabilization were ensured in all subjects followed by symptomatic
medical treatment required for each subject. Every subject received standard care and medication
using the Moderate TBI Algorithm from Dr. Soetomo General Academic Hospital. MLC601 was
administered via a nasogastric tube throughout the treatment duration. Treatment with MLC601
started on Day 2 in the observation ward, then continued for three months. The dose schedule was
four capsules three times a day according to the standard dose of MLC601 in adults.

GOS has been widely implemented in assessing TBI outcome particularly in the first year after
trauma. GOS is favored for its simplicity and due to clinicians’ familiarity with the scale. GOS has five
ordinal classifications: GOS 1 is dead, GOS 2 is persistently vegetative, GOS 3 is severely disabled,
GOS 4 is moderately disabled, and GOS 5 is good recovery [13].

BI is a standardized performance assessment of activities of daily living (ADLs). BI includes
10 activities to measure the need for assistance: feeding, showering, grooming, dressing, bowels,
bladder, toilet use, transfers, mobility, and stairs.

Outcomes measured using GOS and BI were assessed in binomial classification as improved or
not improved. Improvement was defined by the change of GOS and BI scale prior to the MLC601
administration compared to post-administration.

GOS and BI were both observed for a total of six months after discharge. Follow-up assessments
were performed at months 3 (M3) and 6 (M6) through clinic visit consultations. Occurrence of any
adverse effects in both groups was reported.

Data were presented descriptively as median, standard deviation (SD), median, interquartile
deviation (IQD), and minimum and maximum score. The data analysis and comparisons were analyzed
using SPSS for Mac v23.0. Inferential analysis was performed using the Wilcoxon–Mann–Whitney
test for comparing the two groups, and the Friedman test for comparing the times of observation in
each group.

The study was conducted in accordance with the Declaration of Helsinki, and the protocol was
approved by the Ethical Committee in Health Research of the Dr. Soetomo General Academic Hospital,
Surabaya (0619/KEPK/Ix/2018), on 13 September 2018.

3. Results

3.1. Baseline Characteristics

A total of 32 subjects were enrolled. Table 1 shows the baseline characteristics for both groups,
each having 16 subjects. The mean (SD) age was 41.9 (21.6) years in the control group and 35 (16.7)
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years in the MLC601 group; this difference was not statistically significant. The features and extent of
intracranial lesions did not reveal any significant differences between groups. These characteristics
exhibit a normal data distribution assessed and ascertained using the Kolmogorov–Smirnov test.
All subjects included in this study were diagnosed with moderate TBI, where the mean (SD) of initial
GCS was 10.0 (1.0) in the control group and 9.5 (1.0) in the MLC601 group.

Table 1. Baseline characteristics.

Variables MLC601 (n = 16) Control (n = 16) p Value

Age (Mean, SD) 35 (16.7) 41.9 (21.6) 0.320
Sex

Male (n = 24) 12 12
1.000Female (n = 8) 4 4

Intracranial lesion (n, % of total per group)
EDH 1 (6.3%) 2 (12.5%)

0.770

SDH 0 (0.0%) 1 (6.3%)
ICH 3 (18.8%) 1 (6.3%)
SAH 1 (6.3%) 1 (6.3%)
Multiple

lesions 7 (43.8%) 8 (50.0%)

No lesion 4 (25%) 3 (18.8%)
GCS (median, IQR)

at admission 9.50 (1.0) 10.0 (1.0) 0.772

EDH = extradural hematoma; SDH = subdural hematoma; ICH = intracerebral hemorrhage; SAH = subarachnoid
hemorrhage.

3.2. The Difference in GOS between Both Groups

At discharge, median GOS in the MLC601 group was slightly higher than in the control group
(3 and 2.5, respectively), as shown in in Table 2. There was no significant difference (p = 0.151).

Table 2. Glasgow Outcome Scale (GOS) results.

GOS
Median (IQD)

Min–Max

Group
p *

MLC601 (n = 16) Control (n = 16)

At discharge 3.0 (0.375) a

2–3
2.5 (0.5) a

2–3 0.151

Month 3 3.0 (0.5) b

2–4
3.0 (0.0) b

2–4
0.080

Month 6 4.0 (0.5) c

3–4
3.5 (0.5) c

2–4 0.354

p ** 0.000 0.000

* Wilcoxon–Mann–Whitney test; ** Friedman test; a,b,c the different superscripts in one column reveal differences
between groups.

Trajectories of GOS over time are shown in Figure 1. Higher GOS was seen in the MLC601 group
again at M6 compared to the control group, but this was not statistically significant (p = 0.354). There
was a significant improvement as measured by GOS in the MLC601 group from time of discharge to
M3 to M6 (3.0 to 3.0 to 4.0, respectively).
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Figure 1. Trajectories of GOS over time between groups.

3.3. The Difference of Barthel Index between Both Groups

The MLC601 group had higher median BI values compared to the control group at all time points,
reaching significance at M3 (47.5 vs. 35.0; p = 0.014) and at M6 (67.5 vs. 57.5; p = 0.055), as shown in
Table 3.

Table 3. Barthel Index (BI) results.

Barthel Index
Median (IQD)

Min–Max

Group
p *

MLC601 (n = 16) Control (n = 16)

At discharge 40.0 (16.25) a

10–55
22.5 (7.5) a

10–55 0.094

Month 3 47.5 (11.875) b

25–75
35.0 (11.875) b

15–65
0.014

Month 6 67.5 (15.0) c

30–80
57.5 (14.375) c

25–75 0.055

p ** 0.000 0.000

* Wilcoxon–Mann–Whitney test; ** Friedman test; a,b,c the different superscripts in one column reveal differences
between groups.

Trajectories of BI over time are shown in Figure 2. There was significant improvement of BI in the
MLC601 group from time of discharge to M3 to M6 (40.0 to 47.5 to 67.5, respectively).
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Figure 2. Trajectories of BI over time between groups.

3.4. Safety

None of our subjects in either group experienced any adverse effects. MLC601 was well-tolerated.

4. Discussion

TBI is a complex condition involving primary and secondary brain injuries. The search for
combined therapies could be a better strategy for treatment, using formulations composed of more
than one active ingredient. Traditional Chinese medicine (TCM) has been advocated for centuries
to treat a wide variety of medical conditions. TCM consisting of multiple medicinal herbal extracts
has received attention in medical academia. NeuroAiD™ has emerged as a promising treatment to
support neurological recovery. Several clinical trials and reports have established its safety profile [14].
A report by Tsai et al. found that MLC601 had early positive effects in reducing TBI-induced cerebral
contusions in rats. TBI-induced cerebral contusion was associated with neurological motor deficits,
brain apoptosis, and activated microglia [7].

Baseline characteristics of subjects in this study, including the type of intracranial injury, did not
show a statistically significant difference between the MLC601 group and the control group. Overall,
these results demonstrate that the clinical outcome measured by GOS and BI was improved with the
addition of NeuroAiD™ to standard nonsurgical TBI treatment. Significant improvement in BI at
M3 with a positive trend close to statistical significance at M6 suggests the potential use of MLC601
in moderate TBI. The lack of significant differences in GOS may be due to the short follow-up of
six months and lack of study power due to the small sample size of 32. However, the mean GOS
of the MLC601 group was better than the control group at all time points. This study suggests that
MLC601 may improve functional recovery and independence following moderate TBI, particularly in
nonsurgical cases.

This study evaluated the effect of NeuroAiD™ (MLC601) in moderate TBI managed conservatively
without surgery. We chose to include such subjects in order to facilitate the clinical assessment of the
effects of MLC601 on head trauma with minimal risk of bias.

The clinical presentation of patients with findings on CT scan suggests a focal or diffuse injury in
brain tissue. The utilization of GOS and BI is appropriate for these patients as in this clinical trial. Many
clinical studies try to find a better strategy to improve outcome in TBI subjects. However, trials of
many neuroprotective drugs have failed to show efficacy in humans. Because of the complexity in the
pathophysiology of TBI, there is increasing evidence that using combination therapies composed of
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more than one active ingredient could represent a better treatment strategy [7]. Interestingly, there is
evidence that NeuroAiD™ acts as a neurorestorative agent targeting different pathways in the TBI
cascade. This combination therapy may represent a new paradigm in the management of TBI.

Functional deficits are common neurological sequelae in TBI subjects. Recovery from brain tissue
damage after TBI depends on effective stimulation of neurorepair and neuroregeneration. NeuroAiD™
(MLC601) has been shown in vitro and in animal models to demonstrate these important capacities.
These mechanisms are important for activating neural plasticity and regeneration. Based on our
study, subjects’ functional status (GOS and BI) during the 3–6 month observation period showed
a promising improvement that indicates that MLC601 may induce neural plasticity and neuronal
regeneration. Shahripour et al. also reported that MLC601 also assists functional recovery after brain
infarct by increasing significantly cerebral blood flow velocity [15]. This may be mediated by an effect
on stimulating microcirculation.

Clinical trials on MLC601 have not shown any serious adverse effects. Non-serious adverse
effects include nausea and vomiting [16]. Ghandehari et al. [17] reported no serious adverse effects of
MLC601; headache was the only non-serious adverse effect. Mild abdominal discomfort was reported
by two patients after receiving MLC601. In this study, there was no report of any adverse effect after
receiving MLC601.

NeuroAiD™ (MLC601) has neuroprotective and neurorestorative effects in TBI, which improve
functional outcome. In this study, it has been shown that MLC601 is helpful in improving the
clinical outcome of subjects with moderate brain injury who do not need surgery. This provides new
input for medical treatment alternatives in addition to drugs that have been studied previously as
neuroprotective and neuroregeneration agents.

As with any pilot study, ours has limitations, including the small sample size and the open label
study design. However, despite such a design, we obtained a control arm with a similar pattern
of baseline characteristics as those of the MLC601 group. According to a conference report from
1991, the recommended timing of outcome measurement and primary endpoint for clinical trial in
moderate TBI patients (GCS 9–12) is three months [18]. A longer follow-up period might be more
convincing, but this is to be balanced with the risk of increasing the number of dropouts and subject
loss at follow-up.

Despite its limited number of cases, non-operative moderate TBI with cognitive impairment can
become a significant burden. This study provides a novel therapy to optimize the cognitive restoration
in non-operative patients. This finding is in accordance with the result of a statistically significant
improvement of cognitive function as assessed by the Barthel Index.

5. Conclusions

This pilot study showed that MLC601 has a favorable effect in improving clinical outcomes in the
setting of nonsurgical moderate TBI without any adverse effects reported during the follow-up. This is
depicted in the significantly improved Barthel Index in a 3-month follow-up of the MLC601 group.
In accordance with previous experimental studies on animal models and approved clinical studies,
the administration of MLC601 in TBI patients showed promising outcomes in neuroprotection and
neurorepair. MLC601 also assists functional recovery after brain infarct by increasing significantly
cerebral blood flow velocity. Previous human clinical trials using this drug in head injuries also
showed improvements in cognitive function. This pilot study is the first clinical study to examine
the effects of MLC601 on moderate TBI subjects, managed without surgery. But considering the
study’s limitations (small sample size, no double-blind placebo-controlled comparison, need for longer
follow-up), the beneficial effects require further confirmation in larger placebo-controlled trials for TBI
with longer follow-up.



Brain Sci. 2020, 10, 60 8 of 9

Author Contributions: Conceptualization, A.A.F., K.T.P., I.G.M.A.R.R., T.A., J.W., M.A.P., A.T., and A.H.B.;
methodology, A.A.F., K.T.P., I.G.M.A.R.R., A.H.B., and H.B.N.; software, K.T.P. and I.G.M.A.R.R.; validation,
A.A.F., J.W., M.A.P., A.T., A.H.B., and H.B.N.; formal analysis, T.A. and J.W.; investigation, K.T.P., I.G.M.A.R.R.,
and T.A.; resources, K.T.P., I.G.M.A.R.R., and T.A.; data curation, A.A.F., J.W., M.A.P., A.T., A.H.B., and H.B.N.;
writing—original draft preparation, A.A.F., K.T.P., and I.G.M.A.R.R.; writing—review and editing, A.A.F.,
K.T.P., I.G.M.A.R.R., T.A., J.W., M.A.P., A.T., A.H.B., and H.B.N.; visualization, A.A.F., K.T.P., and I.G.M.A.R.R.;
supervision, A.A.F., J.W., M.A.P., A.T., A.H.B., and H.B.N.; project administration, A.A.F. and K.T.P.; funding
acquisition, A.A.F. and K.T.P. All authors have read and agreed to the published version of the manuscript.

Funding: This research was funded by MOLEAC Pte. Ltd., Singapore, the manufacturer of the product MLC601.

Acknowledgments: We thank the participants for their time and interest in taking part in this study and the
service provider for their support in patient recruitment and study process.

Conflicts of Interest: The study was designed and conducted independently by the research team. The authors
declare no financial or other conflicts of interest. All authors certify that they have no affiliations with or
involvement in any organization or entity with any financial interest (such as honoraria; educational grants;
participation in speakers’ bureaus; membership, employment, consultancies, stock ownership, or other equity
interest; and expert testimony or patent-licensing arrangements), or non-financial interest (such as personal or
professional relationships, affiliations, knowledge or beliefs) in the subject matter or materials discussed in this
manuscript. The funders had no role in the design of the study; in the collection, analyses, or interpretation of
data; in the writing of the manuscript, or in the decision to publish the results.

References

1. Maas, A.I.; Stocchetti, N.; Bullock, R. Moderate and Severe Traumatic Brain Injury in Adults. Lancet Neurol.
2008, 7, 728–741. [CrossRef]

2. Bruns, J.; Hauser, W.A. The Epidemiology of Traumatic Brain Injury: A Review. Epilepsia 2003, 44, 2–10.
[CrossRef] [PubMed]

3. Ruttan, L.; Martin, K.; Liu, A.; Colella, B.; Green, R.E. Long-Term Cognitive Outcome in Moderate to Severe
Traumatic Brain Injury: A Meta-Analysis Examining Timed and Untimed Tests at 1 and 4.5 or More Years
After Injury. Arch. Phys. Med. Rehabil. 2008, 89, S69–S76. [CrossRef] [PubMed]

4. Heurteaux, C.; Widmann, C.; Moha ou Maati, H.; Quintard, H.; Gandin, C.; Borsotto, M.; Veyssiere, J.;
Onteniente, B.; Lazdunski, M. NeuroAiD: Properties for Neuroprotection and Neurorepair. Cerebrovasc. Dis.
2013, 35, 1–7. [CrossRef] [PubMed]

5. Quintard, H.; Borsotto, M.; Veyssiere, J.; Gandin, C.; Labbal, F.; Widmann, C.; Lazdunski, M.; Heurteaux, C.
MLC901, a Traditional Chinese Medicine Protects the Brain against Global Ischemia. Neuropharmacology
2011, 61, 622–631. [CrossRef] [PubMed]

6. Heurteaux, C.; Gandin, C.; Borsotto, M.; Widmann, C.; Brau, F.; Lhuillier, M.; Onteniente, B.; Lazdunski, M.
Neuroprotective and Neuroproliferative Activities of NeuroAid (MLC601, MLC901), a Chinese Medicine, in
Vitro and in Vivo. Neuropharmacology 2010, 58, 987–1001. [CrossRef] [PubMed]

7. Quintard, H.; Lorivel, T.; Gandin, C.; Lazdunski, M.; Heurteaux, C. MLC901, a Traditional Chinese Medicine
Induces Neuroprotective and Neuroregenerative Benefits after Traumatic Brain Injury in Rats. Neuroscience
2014, 277, 72–86. [CrossRef] [PubMed]

8. Tsai, M.-C.; Chang, C.-P.; Peng, S.-W.; Jhuang, K.-S.; Fang, Y.-H.; Lin, M.-T.; Tsao, T.C.-Y. Therapeutic
Efficacy of Neuro AiDTM (MLC 601), a Traditional Chinese Medicine, in Experimental Traumatic Brain Injury.
J. Neuroimmune Pharmacol. 2015, 10, 45–54. [CrossRef] [PubMed]

9. Young, S.H.Y.; Zhao, Y.; Koh, A.; Singh, R.; Chan, B.P.L.; Chang, H.M.; Venketasubramanian, N.; Chen, C.
Safety Profile of MLC601 (Neuroaid®) in Acute Ischemic Stroke Patients: A Singaporean Substudy of the
Chinese Medicine Neuroaid Efficacy on Stroke Recovery Study. Cerebrovasc. Dis. 2010, 30, 1–6. [CrossRef]
[PubMed]

10. Venketasubramanian, N.; Young, S.H.; Tay, S.S.; Umapathi, T.; Lao, A.Y.; Gan, H.H.; Baroque II, A.C.;
Navarro, J.C.; Chang, H.M.; Advincula, J.M.; et al. CHInese Medicine NeuroAiD Efficacy on Stroke
Recovery-Extension Study (CHIMES-E): A Multicenter Study of Long-Term Efficacy. Cerebrovasc. Dis. 2015,
39, 309–318. [CrossRef] [PubMed]

11. Theadom, A.; Barker-Collo, S.; Jones, K.M.; Parmar, P.; Bhattacharjee, R.; Feigin, V.L. MLC901 (NeuroAiD
IITM) for Cognition after Traumatic Brain Injury: A Pilot Randomized Clinical Trial. Eur. J. Neurol. 2018, 25,
1055-e82. [CrossRef] [PubMed]

http://dx.doi.org/10.1016/S1474-4422(08)70164-9
http://dx.doi.org/10.1046/j.1528-1157.44.s10.3.x
http://www.ncbi.nlm.nih.gov/pubmed/14511388
http://dx.doi.org/10.1016/j.apmr.2008.07.007
http://www.ncbi.nlm.nih.gov/pubmed/19081444
http://dx.doi.org/10.1159/000346228
http://www.ncbi.nlm.nih.gov/pubmed/23548913
http://dx.doi.org/10.1016/j.neuropharm.2011.05.003
http://www.ncbi.nlm.nih.gov/pubmed/21605573
http://dx.doi.org/10.1016/j.neuropharm.2010.01.001
http://www.ncbi.nlm.nih.gov/pubmed/20064536
http://dx.doi.org/10.1016/j.neuroscience.2014.06.047
http://www.ncbi.nlm.nih.gov/pubmed/24993477
http://dx.doi.org/10.1007/s11481-014-9570-0
http://www.ncbi.nlm.nih.gov/pubmed/25331680
http://dx.doi.org/10.1159/000313398
http://www.ncbi.nlm.nih.gov/pubmed/20395679
http://dx.doi.org/10.1159/000382082
http://www.ncbi.nlm.nih.gov/pubmed/25925713
http://dx.doi.org/10.1111/ene.13653
http://www.ncbi.nlm.nih.gov/pubmed/29611892


Brain Sci. 2020, 10, 60 9 of 9

12. Lwanga, S.K.; Lemeshow, S. Sample Size Determination in Health Studies: A Practical Manual; World Health
Organization: Geneva, Switzerland, 1991.

13. King, J.T.; Carlier, P.M.; Marion, D.W. Early Glasgow Outcome Scale Scores Predict Long-Term Functional
Outcome in Patients with Severe Traumatic Brain Injury. J. Neurotrauma 2005, 22, 947–954. [CrossRef]
[PubMed]

14. Harandi, A.A.; Abolfazli, R.; Hatemian, A.; Ghragozlee, K.; Ghaffar-Pour, M.; Karimi, M.; Shahbegi, S.;
Pakdaman, H.; Tabasi, M.; Tabatabae, A.L.; et al. Safety and Efficacy of MLC601 in Iranian Patients after
Stroke: A Double-Blind, Placebo-Controlled Clinical Trial. Stroke Res. Treat. 2011, 2011, 721613. [CrossRef]
[PubMed]

15. Bavarsad Shahripour, R.; Shamsaei, G.; Pakdaman, H.; Majdinasab, N.; Nejad, E.M.; Sajedi, S.A.; Norouzi, M.;
Hemmati, A.; Manouchehri, R.H.; Shiravi, A. The Effect of NeuroAiDTM (MLC601) on Cerebral Blood Flow
Velocity in Subjects’ Post Brain Infarct in the Middle Cerebral Artery Territory. Eur. J. Intern. Med. 2011, 22,
509–513. [CrossRef] [PubMed]

16. Chen, C.; Venketasubramanian, N.; Gan, R.N.; Lambert, C.; Picard, D.; Chan, B.P.L.; Chan, E.; Bousser, M.G.;
Xuemin, S. Danqi Piantang Jiaonang (DJ), a Traditional Chinese Medicine, in Poststroke Recovery. Stroke
2009, 40, 859–863. [CrossRef] [PubMed]

17. Ghandehari, K.; Mood, Z.I.; Ebrahimzadeh, S.; Picard, D.; Zhang, Y. NeuroAid (MLC601) versus piracetam
in the recovery of post-infarct homonymous hemianopsia. Neural Regen. Res. 2011, 6, 418–422.

18. Clifton, G.L.; Hayes, R.L.; Levin, H.S.; Michel, M.E.; Choi, S.C. Outcome Measures for Clinical Trials Involving
Traumatically Brain-Injured Patients. Neurosurgery 1992, 31, 975–979. [CrossRef] [PubMed]

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1089/neu.2005.22.947
http://www.ncbi.nlm.nih.gov/pubmed/16156710
http://dx.doi.org/10.4061/2011/721613
http://www.ncbi.nlm.nih.gov/pubmed/21776364
http://dx.doi.org/10.1016/j.ejim.2011.01.002
http://www.ncbi.nlm.nih.gov/pubmed/21925062
http://dx.doi.org/10.1161/STROKEAHA.108.531616
http://www.ncbi.nlm.nih.gov/pubmed/19164787
http://dx.doi.org/10.1227/00006123-199211000-00028
http://www.ncbi.nlm.nih.gov/pubmed/1436429
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Inclusion Criteria 
	Exclusion Criteria 

	Results 
	Baseline Characteristics 
	The Difference in GOS between Both Groups 
	The Difference of Barthel Index between Both Groups 
	Safety 

	Discussion 
	Conclusions 
	References

