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[Abstract] Disorders of consciousness (DoC) are complex clinical syndromes resulting from
various etiologies, including severe brain injury. Accurate classification and evaluation of treatment
outcomes remain key challenges in clinical management. Currently, the main assessment methods for
DoC include clinical behavioral evaluations and electroencephalography (EEG). Clinical behavioral
assessments are prone to interference from numerous confounding factors and carry a high risk of
misdiagnosis. EEG, as a non-invasive neurophysiological technique capable of continuous bedside
monitoring, can capture cortical electrical activity in real time and serves as an important adjunct in
clinical evaluation of DoC. However, current clinical application of EEG in DoC still faces many
inconsistencies, such as lack of standardized operating procedures and interpretation criteria, and poor
homogeneity in clinical protocols. Moreover, advanced techniques like task-based EEG, transcranial
magnetic stimulation combined with EEG, and simultaneous EEG recording during deep brain
stimulation currently lack unified standardization. Based on this, this consensus integrates international
and domestic evidence-based medicine data and expert experience to systematically summarize the key
points of conventional and emerging EEG technologies in the diagnosis and treatment of adult patients
with DoC. It provides standardized recommendations addressing core clinical issues, including DoC
classification, disease severity assessment, prognosis prediction, treatment efficacy evaluation, and
monitoring of seizure-like electrical activity associated with DoC, aiming to promote standardized
application and innovative exploration of EEG throughout the entire management process of DoC.
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Tab.2 Levels of evidence according to the 2009 Oxford Centre for Evidence-based Medicine
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Tab.3 Grades of recommendations according to the 2009 Oxford Centre for Evidence-based Medicine
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Tab.7 Common EEG features and their clinical significance in DoC patients
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Tab.9 EEG terminology related to NCSE in Standardized Critical Care EEG Terminology
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