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Significance of ambulatory EEG on prognosis evaluation of patients with coma
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[Abstract] The result of ambulatory EEG (AEEG) examination on 168 comatose patients showed
that AEEG grading was negatively correlated with Glasgow Coma Scale (GCS) score (r=-0.995, P =0.005).
More serious the patients” condition was and the deeper coma they were in, the lower GCS score and the
higher EEG grade they would got. Among all patients, there were 84 cases with AEEG grade II, in whom
74 cases (88.10%) had favorable prognosis; 26 cases (49.06%) of 53 cases with grade Il and 4 cases
(12.90%) of 31 cases with grade IV =V had favorable prognosis. The differences between groups had
statistical significance (x° = 60.565, P = 0.042). AEEG is non-invasive, repeatable and easy to operate,

which is in favor of the neurological evaluation and prognosis of patients with coma.

[Key words] Coma; Prognosis; Electroencephalography

TR R 2 N R S A R R Y DL E
AR, B s 1 22 2 BE R LR UL DR A R O
Pl A b IR L SR D B B L (SAHD S S i It
B, SRS B S I i (HIE) |, B
A I 24 P PP S Sk PR RO S AR
R FE M P, A 2 R 5 BE R DL E 4 T T
HATE KGR Ty o R, 20 W ok 8 3 1 B
HEMKRE L. BT EM MR REN Ik Z,
FCv b 22 W A AP A TR D) T AR R 55 AR R AR
WL ELRE B4 Sz Wi b 22 2 RE TR A S Y
Ti o ARBEFER 3 A0 i B (AEEG) X = 4 1t
WA — N IR EE BE I AR 2 W 5160 97 19 168 1] i ik i
B HEAT W, VAT P22 T BE B 5 R L BT R 2 AR
WA LR S IR PRI T -

doi:10.3969/j.issn.1672-6731.2016.10.013
5% B A7 655000 = F A A E T AT — A RBE BE M 2 A
Email:927088773@qq.com

BRI EHE

LN

LB s (1) SRR ik Bk | o B e ik
IR B3k | Glasgow B3k i £ (GCS) WE4r 3 ~8 40
()N T b, BREHEHEE. (YT &
R 1R AT Bl A A PR W (4) HE BR G BB
MR 25 H i e R AR, DL R IR | B B AR | 1A B 45
HIERE

2. — BB R BEPE 2009 4 12 H -2014 45 12 H
TE 2 7 48 o T 50— N R B B bft 448 3 RE W 97 9
(NCU)EBEIRYT A7 & B 2K 12 W o H B 2K B[] >
24 h B 3 168 B, 55 M 102 B, 2o 66 ] 5 4 1%
18 ~87 %, V-1 52.36 % ; B &k st K 43 51 Sy M 1 72
51411(30.36%) . H X #h 28 R G2 I Gk 67 1] (39.88% ) .
PRATHF SRS (SE) 39 191 (23.219%) . H 2 P ki 5 11 1)
(6.55% ) ; M3 48 & L A B2 5, 4l vk B 2K 57 A
(33.93% ) . 1 BE B 28 55191 (32.74% ) . I B 2k 56 14



AP B A 2 B 24 T 2016 4F 10 A 55 16 B4 10 W)

Chin J Contemp Neurol Neurosurg, October 2016, Vol. 16, No. 10 . 713 .

33.33%) .

W Tk

1S A G e B o Ry v ok I 36
Cadwell 28 5] 4 7= (i EASY T 70 8 25 ki v A, Fi B
B BR 10-20 RGE % E 8 D RR WAL, FEAHE FP-C.
FP-C.C-T.C-T.T-P.T-P.P-01.P-02 3£ 8 4~ Ik, &
B 10 WV, BT L SR, 0 S ) B e DA
PIA R . P A BB BT A BE B I 46 3l A e 1A
Womn, o A BE < 3 dFET- B EE B B E I 1 vk,
Bt =3 d 8 W 2 K IRIRE 1~ 7 ds MR AR A
R L T A AR 5, M0 ERE DD 1~ 24 b 40 SR R
D285 S AN — S0, T TR AT 20 25 00 FL IR . B AR
FHI12ATah SR W BV . BT A B & T I
I 50 785 1o fL P ) TR BRE AT GCS BF 43 o (2) 85 305 <
2 o7 8 2okl 55 I 1 v A BB B O A S A 7 i R
SYOHIE AT B AN — SO R AT A R, I
T b g e U AZ AR AT IR L B A R S Bk R
IS R s g, T 9, Lo ol 3, B ff
i MR T2, Ll 28 4L i 871 ol 3, sl
TP Mg, B — 1 HELAS I M &, A A /b & H
(2 - 0 ) B o B 0K PN B B 5 IV 2%, LAV 3H Iy
FL W 10 ~20 WV, BIA D EeUE; VI, H R FH
W (PR <10 wv) o Hop, T~ 0 B i o 1
M~ VZ AR,

2. WEIEM T REHTERE 1A H#T
TG PEA A5 1A BB T 0 DL B 2k F 58 T (AR
B 8 W] < 36 A, AR AN a5 B S G AE Bl B R
JE A, AR TS RE A B B 4P B, BB OE 8 B S AR, AR
TG4y A3 E Ak, AR It B ™ S AR, AR TS N B
B, Tl BB M YRS A A T Hod iR
TRR A5 2 R TS RA, B AR A AR S 2R A AR
T-NBEAR.

3.5 T ik SR SPSS 12.0 G i AR i
TP BG5S 50 B o THECTRE LURH XS B0k B e (%)
(%) FoR, RHAYCKRE. AP <0058 H
A E L.

4] ES

A 168 1] B ik BB B A ik B 1 43 G GCS I
ZREILHZHEROMIELR(r=-0995,P =
0.005) , 7% W95 %5 168 B | B0 0K 7R B B UR L GCS T 40
(NN =

A2 168 6] B 2K AR H Sh A N B 5 R A

F1 AN B RS GCSIEZ B R [ H(%) ]
Table 1. The relationship between AEEG grade and GCS
score [case (%)]

GCS (score)
AEEG N
3-5 6-8 9-11
I -1 84 12 (14.29) 31 (36.90) 41 (48.81)
1] 53 27 (50.94) 15 (28.30) 11 (20.37)
V-V 31 17 (54.84) 9 (29.03) 5(16.13)

r=-0.995,P =0.005. AEEG, ambulatory electroencephalography,
SIS M H E 5 GCS, Glasgow Coma Scale, Glasgow Bk i %
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Table 2. Comparison of the relationship between AEEG
grade and prognosis [case (%)]

AEEG N Favorable Unfavorable
-1 84 74 (88.10) 10 (11.90)
mm 53 26 (49.06) 27 (50.94)
V-V 31 4(12.90) 27 (87.10)

X =60.565,P=0.042, AEEG,ambulatory electroencephalography,
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Hr 3 3zt BR & AR (F)

1A TR A JUL A
hereditary inclusion body myopathy(hIBM)

LRV 8 ethylenediaminetetraacetic acid(EDTA)
LB 3Z 1K acetylcholine receptor( AChR)

N-Z K42 N-acetylaspartate( NAA)
FHFMEZEETHMI  induced pluripotent stem cells(iPSCs)
B8 A BIAEH A, motor unit action potential(MUAP)
A4 ICHE  motor neuron disease(MND)
RUGRIERENLIC )] early-onset myasthenia gravis(EOMG)
AR THML  natural killer T lymphocyte(NKT)

NP

UL ERIKE  central venous pressure(CVP)
HAE LT T
IR E NP I subarachnoid hemorrhage(SAH)
FEHAGREE LS

major histocompatibility complex( MHC)
S th A R P 1-y

anti-transcriptional intermediary factor 1-y(TIF1-y)

Y1 JiE R BT R

longitudinally extensive transverse myelitis( LETM )

myasthenia gravis(MG)



