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Abstract
Background. Interest in electroencephalographic (EEG) coronavirus disease 2019 (COVID-19) findings has been growing,
especially in the search for a specific-features EEG of encephalopathy. Methods. We made a retrospective analysis of 29 EEGs
recorded in 15 patients with COVID-19 and neurological symptoms. We classified the EEGs as “Acute EEG” and “follow-up
EEG.” We did a statistical analysis between voltage and respiratory status of the patient, stay or not in the intensive care
unit (ICU), days of stay in the ICU, sedative drugs, pharmacological treatment, type of symptoms predominating, and outcome.
Results. We found EEG abnormalities in all patients studied. We observed the amplitude of background <20 µV at 93% of “acute
EEG,” versus only 21.4% of “follow-up EEG.” The average voltage went from 12.33± 5.09 µV in the acute EEGs to 32.8±
20.13 µV in the follow-up EEGs. A total of 60% of acute EEGs showed an intermittent focal rhythmic. We have not found a
statistically significant association between voltage of acute EEG and nonneurological clinical status (including respiratory)
that may interfere with the EEG findings. Conclusions. Nonspecific diffuse slowing EEG pattern in COVID-19 is the most common
finding reported, but we found in addition to that, as a distinctive finding, low voltage EEG, that could explain the low prevalence
of epileptic activity published in these patients. A metabolic/hypoxic mechanism seems unlikely on the basis of our EEG findings.
This pattern in other etiologies is reminiscent of severe encephalopathy states associated with poor prognosis. However, an
unreactive low voltage pattern in COVID-19 patients is not necessarily related to poor prognosis.
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Introduction

Since neurological complications have been reported in patients
with COVID-19,1–8 interest in EEG COVID-19 findings has
been growing, especially in the search for a specific features
EEG of encephalopathy in the setting of COVID-19. Today,
continuous monitoring of EEG activity is a routine practice in
certain specialized units such as critical care units or epilepsy
units, and the advantage of follow-up studies in all types of
EEG disturbances is becoming increasingly evident. At the
onset of the pandemic, fear of increased COVID-19 infections
led many clinical centers to cancel all EEG studies, especially
continuous EEG monitoring studies. However, in hospitals
where some activity has been maintained in the EEG units, it
has been found that in strict compliance with safety rules,

there was no increase in the number of infections.9 Thanks to
this, it has been possible to demonstrate the usefulness of
EEG studies in severe acute respiratory syndrome coronavirus
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2 (SARS-CoV2)-infected patients with neurological manifesta-
tions and especially the importance of EEG monitoring. Given
the high temporal resolution of the EEG, it allows us to perform
a functional study of the patient, which also helps us to better
understand the pathophysiology of the disease and its evolu-
tion: EEG is not only important for their acute clinical manage-
ment but also might contribute to our understanding of the
pathophysiological mechanisms of this novel disease, espe-
cially now that central neurological sequelae are being
discovered.

At the beginning of the pandemic, there were many case
reports concerning nonconvulsive status epilepticus (NCSE)
and epileptic seizures (many of them in patients with preexist-
ing neurological vulnerability),10–23 but relatively few case
series with available descriptive EEG studied systemati-
cally.6,24–27 In the recent literature the most prevalent EEG
finding was generalized continuous slow-wave activity as an
expression of diffuse encephalopathy; and curiously, epileptic
activity, NCSE and seizures were less prevalent than observed
in other infectious pathologies16,24,25,28–32.

We describe the different electroencephalographic findings
collected in patients with respiratory COVID-19 infection
requiring hospital admission and neurological symptoms as
well as its clinical and EEG evolution.

Material and Methods

Study Population

We retrospectively reanalyzed 29 EEGs performed in 15 patients
diagnosed with COVID-19 (positive reverse transcription poly-
merase chain reaction for SARS-CoV-2), from March 29, 2020
to May 29, 2020, at Ramón y Cajal University Hospital
Clinical (Madrid, Spain), during the coronavirus pandemic.

EEG recordings were carefully chosen from the Local EEG
Database from the neurophysiology department. In addition,
the medical charts of these patients have been consulted.

Study Design

We classified the EEGs according to the time they were
performed with respect to evolution of the neurological symp-
toms in: “Acute EEG” (first EEG record performed urgently
by neurological onset of symptoms); and “follow-up EEG”
(performed for the second/third time on the patient as assess-
ment of neurological development).

We performed 15 acute EEGs to 1 patient located in the
Emergency Unit, 8 patients in the ICU and 6 patients in the non-
intensive care unit (standard ward). These patients (14 male and
1 female, between 58 and 94 years of age) shown clinical alter-
ations such as low level of awareness (7 patients), disorientation
(6 patients), agitation (4 patients), suspicion of epileptic seizure
(5 patients), aggressiveness (2 patients), aphasia (1 patient),
confusion (1 patient), inattention (1 patient), dyscalculia
(1 patient), disinhibition (1 patient), acute worsening of

cognitive impairment (1 patient), and hemiparesis (1 patient).
According to the predominant clinical symptoms, we classify
encephalopathy into hypoactive (9 patients) and hyperactive
(6 patients) (see Table 1).

In addition, we have performed 14 follow-up EEGs to 11
patients (4 deceased) done at variable times between 2 and 51 days.

At all times, the safety rules established in our hospital were
strictly respected, and the recommendations of the Spanish
Society of Clinical Neurophysiology were followed. All per-
sonnel who were in contact with patients infected with
SARS-CoV2 (both for electrode placement and clinical exam-
ination during the EEG study) followed safety protocols: per-
sonal protective equipment for COVID-19 (protective suits,
filtering facepiece particle masks, double gloves, goggles, and
face shields). No SARS-CoV2 infection was reported in the
staff during EEG performance/interpretation. Equipment and
material were carefully cleaned and there was no transmission
to other patients who were not infected with SARS-CoV2.

EEG recordings were performed using 2 models of a
32-channel digital system: EEG32U, NeuroWorks, XLTEK;
and EEG32U, Sienna Ultimate, MS biomedical. In this study,
we used the Clinical Neurophysiology department protocols,
with an electro-cap with 21 electrodes using the International
Standard 10/20 System and an additional electrocardiogram
channel (full montage for evaluation of the temporal lobe and
the inferior part of the frontal33). Electro-caps instead of subder-
mal needle electrodes were used to allow us to minimize imped-
ances and artifacts of head movement, and to avoid accidental
injury to the technicians. Recordings were performed at a
512 Hz sampling rate, with a filter bandwidth of 0.5 to 70 Hz
and notch filter of 50 Hz. Electrode impedance was usually
bellow 15 kΩ. The recordings were synchronized with a
video and had a minimum duration of at least 20 min.

Depending on the patient’s level of consciousness, the
exploration of the reactivity of the trace was different: in
patients with a good level of consciousness or discrete ten-
dency to sleepiness at the time of the EEG, we ask the patients
to open and close their eyes and external stimuli of the sound
type (patients were called by their names) were performed;
when the level of consciousness was diminished, external
stimuli of the sound (patients were called by their names)
and pain type (strong pinch held in the submental region)
were performed for all patients. EEG background reactivity
was defined as any change in amplitude or frequency after
external stimuli.34

Although the aim of the recordings was to perform a stan-
dard EEG of short duration and not a complete sleep analysis,
spontaneous sleep was recorded in 8 EEG out of 29 made (5
acute EEG and 3 follow-up EEG), which allowed us to better
characterize the encephalopathies see Table 2.

The studies were carried out without sedation effects or any
drugs with EEG influence in a known way, except in 5 patients,
whose hemodynamic situation only allowed the withdrawal of
sedative drugs 1 h before our study (patient #1, patient #3,
patient #11, patient #12, and patient #14) (see Table 1).
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A specialist (with several years of experience in EEG) and a
resident in Clinical Neurophysiology (MD) were present during
the complete performance of all the recordings and prepared
clinical reports.

Afterwards, the description of the EEG records was made
according to the American Neurophysiology Society standardized
critical-care EEG terminology, albeit not all patients were in the
ICU, to have a systematic procedure for a better comparison
with other series35 (see Tables 2 and 3). We applied the Salzburg
Consensus Criteria to the diagnosis of suspicion of NCSE.36

Voltage amplitude (in µV) was obtained in longitudinal
bipolar recordings with standard 10-20 electrodes measured
from peak to trough as required by the American Clinical
Neurophysiology Society’s Standardized Critical Care EEG
Terminology,35 in occipitoparietal differential channels, and we
choose the higher value. The same channelswere used to identify
the dominant frequency of the posterior rhythm. Additionally,
the voltage amplitude was measured in referential montage (ref-
erenced to average) in the channel “P4.” (see Table 2).

Additionally, we have consulted the medical charts of
these patients, and the following variables were studied:
bio-demographic characteristics, personal history, metabolic
disturbances, inflammatory markers and thyroid hormone in
serum analytic, cerebrospinal fluid analysis (if performed), cap-
illary oxygen saturation, clinical symptoms, clinical evolution,
the place where the EEG (critical care unit or standard ward)
was performed, neuroimaging findings, present of sedative
drugs during EEG recording, and drugs used in the previous
weeks (see Table 1).

Most of the variables of the EEGs did not offer variability in
the characteristics found (100% of the traces were symmetrical,
100% of the acute EEGs did not present a dominant posterior
rhythm, 13 EEGs out of 15 showed reactivity absent, 14 EEG
out of 15 were continuous). For this reason, we did not make
a statistical analysis relating these variables of the EEG trace
with the clinical parameters.

However, we did an exploratory statistical analysis, since we
have a small number of patients, shown in Table 4. We considered
the voltage variable as continuous and analyze it separately with
measurements in bipolar montage and with measurements in refer-
ence montage. We will analyze the relationship of this variable
with the respiratory status of the patient at that time, using the var-
iable as ordinal (no oxygen supply required, nasal cannulas,
Venturi mask, no rebreather mask, invasive ventilation); with
days of stay in the ICU (as a continuous variable); with
outcome, using the variable as ordinal (favorable, stable, deceased);
with the stay or not in ICU (categorical variables); with sedative
drugs withdrawal >1 h before EEG or not sedative drugs (categor-
ical variables); with pharmacological treatment in the previous
weeks or no pharmacological treatment (categorical variables);
with type of symptoms predominating in encephalopathy: hypoac-
tive or hyperactive (categorical variables). We use Spearman’s cor-
relation coefficient (Rho of Spearman) for continuous variables and
Mann–Whitney U for categorical and ordinal variables.

A cutoff P-value of 0.05 was considered significant.

Results

The demographics description, clinical symptoms and evolu-
tion, capillary oxygen saturation, serum analysis, hospital
area where the EEG was performed, days since admission to
EEG, need of ICU/intubation, if sedative drugs were used at
time to perform EEG, pharmacological treatment previous
weeks to perform EEG, are shown in Table 1. All patients
remained above 94% saturation, although they needed different
oxygen supplies due to their variable respiratory situation.

Cerebrospinal fluid analysis was performed in 7 patients and
was normal. Cranial magnetic resonance imaging (MRI) or com-
puterized tomography demonstrated no specific findings, except
patient #3 (acute diffuse punctiform lesions) and patient #14
(acute left frontal hematoma). Metabolic analytical data at the
time of EEG showed no hepatic, renal alterations, or acidosis.
Thyroid hormones were normal in all patients except one (near
normal, for previous subclinical hypothyroidism). All patients
showed inflammatory data (interleukins or C reactive protein).

In total, 29 EEG recordings were analyzed.
The descriptions of the 15 acute EEG recordings (performed

urgently on each patient for presenting all of the neurological
symptoms at that moment) and 14 follow-up EEGs are shown
in Table 2 (background activity) and Table 3 (superimposed
rhythmic or periodic activity).

With respect to the background activity, 100% of acute EEG
and follow-up EEG were symmetric; 100% of acute EEG
versus only of 35% of follow-up EEG presented an absence of
a posterior dominant rhythm; the background EEG frequency
was: alpha at 6.6% on acute EEG versus at 42.8% of follow-up
EEG, theta at 20% of acute EEG versus at 42.8% follow-up
EEG, theta–delta at 66.6% of acute EEG versus at 14.2% of
follow-up EEG, and isoelectric at 6.6% of acute EEG versus at
0% of follow-up EEG; the antero-posterior gradient was absent
in 86% of acute EEG versus only in 21.4% of follow-up EEG;
the variability was absent at 33.3% of acute EEG versus at
14.2% of follow-up EEG; reactivity was absent at 86.6% of
acute EEG versus only at 14.2% of follow-up EEG; unclear at
13.3% of acute EEG versus at 21.4% of follow-up EEG, and
present at 0% of acute EEG versus at 64.2% of follow-up EEG;
the voltage was similar when measured in bipolar montage than
when measured in reference montage; in total voltage ≤20 µV
at 100% of “acute EEG,” versus only 21.4% of “follow-up
EEG”: was suppressed at 26.6% of acute EEG versus at 0%
follow-up EEG, low at 66.6% of acute EEG versus at 14.2% of
follow-up EEG, and normal at 6.6% of acute EEG (only 1 EEG
at just 20 µV) versus at 85.7% of follow-up EEG; when spontane-
ous sleep was recorded at standard records (duration of
20-30 min), stage II sleep transients were absent in 80% of
acute EEG with sleep versus in 75% of follow-up EEG, present
but abnormal in 20% of acute EEG versus at 25% of follow-up
EEG, and present and normal at 0% of acute EEG versus at 0%
of follow-up EEG; 93.3% of acute EEG versus 100% of follow-up
EEG was continuous, and 6.6% of acute EEG versus 0% of
follow-up EEG showed a burst-suppression.
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The average voltage of the background activity of the acute
EEG was 12.33± 5.09 µV and of the follow-up EEGs was 32.8
± 20.13 µV.

Four of the initial 15 patients died in the initial phase and we
did not perform a follow-up EEG. Of the 11 patients who
underwent EEG control, 6 patients progressed to normal EEG
and 4 achieved present and reactive background activity with
normal voltage but in the theta frequency: these findings corre-
late with the patient’s mental state at the time (asymptomatic or
returning to baseline), although we do not have EEG records of
those patients prior to COVID-19. And finally 1 patient per-
sisted with several similar low voltage EEGs and clinically
remained with a low level of consciousness.

Spontaneous sleep was recorded in 8 EEGs out of 29 made
(5 acute EEGs and 3 follow-up EEGs). Acute EEG: in patient
#2 of 23 min recorded, 15 were sleepy, with sleep spindles
present but abnormal; in patient #4 of 30 min recorded, 10
were sleepy, with absence of sleep spindles; in patient #6 of
20 min recorded, 5 were sleepy, with absence of sleep spindles;
in patient #9 of 24 min recorded, 7 were sleepy, with absence of
sleep spindles; in patient #13 of 23 min recorded, 9 were
sleepy, with absence of sleep spindles; follow-up EEGs: in
patient #5 of 23 min recorded, 5 were sleepy, with sleep spin-
dles present but abnormal; in patient #6 of 20 min recorded, 6
were sleepy, with absence of sleep spindles; in patient #10 of
27 min recorded, 10 were sleepy, with absence of sleep spin-
dles; at patient #14 of 21 min recorded, 17 were sleepy, with
absence of sleep spindles.

With respect to the superimposed rhythmic or periodic activ-
ity, 60% of acute EEG versus 35.7% of follow-up EEGs pre-
sented a superimposed rhythmic and monomorphic
theta-range focal activity, which appears intermittently over

the front temporal region in all of them. According to
American Clinical Neurophysiology Society's Standardized
Critical Care EEG Terminology none of these rhythmic or peri-
odic patterns had “Plus Modifiers.” Regarding to “Minor
Modifiers,” all of them had a “Sudden Onset,” but no
“Triphasic” morphology, nor was “Lag” observed. None of
them had “Sporadic Epileptiform Discharges.”

Only one EEG (Patient #15) presented continuous sharp lat-
eralized periodic discharges (generalized with predominance
over left frontal-central regions), 1/s frequency, and medium
absolute amplitude (just 20 µV). As “Minor Modifiers,” it had
a “Sudden Onset,” with no “Triphasic” morphology nor “Lag.”

As NCSE was suspected in patient #1 and patient #15, the
Salzburg consensus criteria were applied to assess the modifica-
tions of the traces after the administration of an intravenous
antiepileptic drug (lacosamide 200 mg), as they presented a
pattern with “epileptiform discharges (2.5 Hz) or rhythmic
delta/theta activity (> 0.5 Hz)”36 with a continuous prevalence
and long duration. The pattern did not change after lacosamide
administration, with no changes in the symptoms, so NCSE was
discarded in both patients.

In Figure 1, we can see an example (patient #4) of the evo-
lution of the trace over time. In the left panel, we see a low
voltage acute EEG with no posterior dominant rhythm over
which a bilateral front-temporal intermittent rhythmic activity is
superimposed, of left predominance (left panel). In the right
panel, we see a follow-up EEG (12 days later) with posterior dom-
inant rhythm, with normal voltage, over which a focal slow activ-
ity persists over front-temporal region (right panel). At the time of
the second recording, the patient is asymptomatic.

We have not found a statistically significant association
between voltage of acute EEG (neither measured with bipolar

Table 4. Statistical Analysis.

Bipolar montage Referential montage

Median (percentile
25; percentile 75) Mann–Whitney U

Median (percentile
25; percentile 75) Mann–Whitney U

Stay in ICU No 14 (12; 15) 0.40 16 (16; 17) 0.89
Yes 12 (6; 16) 16 (7; 18.5)

Sedative drugs No 13.5 (11; 18) 0.29 16.5 (14; 19) 0.45
Yes (withdrawal >1 h
before the EEG)

13 (5; 13) 16 (7; 18)

Pharmacological treatment
previous weeks

No 14 (13; 15) 0.57 16.5 (16; 17) 0.99
Yes 13 (7; 14) 16 (8; 18)

Type of symptoms
predominating in
encephalopathy

Hypoactive 13 (7; 18) 0.79 18 (7; 19) 0.66
Hyperactive 13.5 (7; 15) 16 (16; 17)

Spearman’s rho Signification level
(P)

Spearman’s rho Signification level
(P)

Respiratory status −0.29 P= .28 −0.04 P= .88
Days of stay in ICU −0.02 P= .92 0.17 P= .53
Outcome of the COVID-19 −0.31 P= .25 −0.11 P= .69

Abbreviations: ICU, intensive care unit; COVID-19, coronavirus disease-2019.
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nor with reference montage) and the respiratory situation
(P= .28 for bipolar montage; P= .88 for referential montage),
area of the hospital where the EEG is performed (P= .40 for
bipolar montage, P= .89 for referential montage), period of
stay in ICU (P= .92 for bipolar montage; P= .53 for referential
montage), sedative drugs withdrawal >1 h before the EEG or
not sedative drugs (P= .29 for bipolar montage, P= .45 for ref-
erential montage), pharmacological treatment in previous
weeks (P= .57 for bipolar montage, P= .99 for referential
montage), predominance of hyperactive or hypoactive enceph-
alopathy (P= .79 for bipolar montage, P= .66 for referential
montage), final prognosis (P= .25 for bipolar montage;
P= .69 for referential montage).

The way of measuring the voltage of the registers (bipolar
longitudinal montage vs. referential montage) did not cause
them to change category according to the ACNS classification.
In Figure 2, we can see the same trace of patient #5 presented at
bipolar longitudinal montage (left panel) and referential
montage (right panel).

Discussion

At the present time there is a great scientific debate on whether
the nonspecific but similar findings in the published case series
with COVID-19 encephalopathy (disorganized background

activity with diffuse slowing of frontal predominance, many
of them nonreactive) can be considered distinctive features of
COVID-19 or if on the contrary it is due to a multifactorial
origin not directly caused by the virus.

In our series, we found similar results to those published
regarding a pattern with no background activity, largely nonre-
active, but the most striking finding is a reduction in voltage.
Few articles published on EEG and COVID-19 mention the
voltage of the background activity.24,29,31 Some authors have
also found low voltage but relate it to metabolic or ischemic
causes without demonstrating it. We believe that the problem
may be that most published studies have been done with a dif-
ferent methodology than the standard: only 9 electrodes instead
of 21 (to reduce the risk of contagion). The currently accepted
voltage normality values as well as the criteria of the American
Neurophysiology Society standardized critical care EEG termi-
nology are obtained with 21-electrode assemblies, considered
the gold standard.35 It is known that the distance between the
electrodes influences the voltage37 so that 10-electrode record-
ings double the interelectrode distance and obtain a higher
voltage, so they should have their own normative values (not
yet established).

Low voltage patterns are also described in 10% of normal
individuals38 who are not able to generate an alpha-dominant
rhythm, but always show reactivity, and beta and alpha

Figure 1. Patient #4. Acute electroencephalography (EEG) with no posterior dominant rhythm and low voltage on which is highlighted
rhythmic activity bilateral fronto-temporal with left predominance (left panel); and 12 days later, follow-up EEG (right panel) with posterior
dominant rhythm and normal voltage on which is added arrhythmic left fronto-temporal activity. Notch filter 50 Hz; Filter bandwidth of 0.3 to
70 Hz 10 µV/mm; 30 mm/s.

Figure 2. Patient #5. Acute electroencephalography (EEG) presented at bipolar longitudinal montage (left panel) and average referential (right
panel). Notch filter 50 Hz; Filter bandwidth of 0.3 to 70 Hz; 10 µV/mm; 30 mm/s.
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frequencies are intermixed. During sleep, typical waveforms
appear.38,39 In our series, we found 100% of our patient with
voltage at or below 20 µV and we rarely found reactivity. We
performed standard EEG with insufficient duration to explore
sleep, but when patient spontaneously fell asleep the spindles
were absent or were abnormal. In follow-up registers performed
in patients with a favorable outcome revealed the emergence of
a posterior dominant theta rhythm that ruled out that our
patients had a physiological absence of posterior alpha rhythm.

Low voltage or generalized suppression patterns is often
associated with extensive cortical and subcortical lesions such
as anoxic encephalopathy or severe head trauma. This pattern
was related to an unfavorable prognosis (score 4 qualitative
classification of EEG alteration: Amodio et al., 1999)40–42 or
irreversible character as at ischemic encephalopathy39,42–45

with the exception of hypothyroid encephalopathy, which is
reversible except for cretinism.39,42,43,45–47, but in our series
we found a good evolution in 60% of the patients. It has also
been described in diffuse neuronal dysfunction like hypother-
mia, intoxication by central nervous system depressant drugs
or anesthesia,39,43,44 but we have ruled out all these causes in
our patients.

EEG patterns we observe has findings like those observed in
ischemic encephalopathy described in the literature (low
voltage and unreactive to external stimuli).39,40,42–45

However, by performing follow-up EEGs, we have been able
to document how our patients present a reversible picture
both in the clinic and in the EEG. So, we also believe that ische-
mia does not appear to be the cause of these EEG findings, in
addition to the fact that the respiratory and hemodynamic
status of patients does not suggest it (some patients did not
even need oxygen).

It could be thought that since the common feature of all our
patients is a respiratory disorder related to SARS-CoV-2, EEG
findings may be due to neurological manifestations of habitual
pneumonia. However, EEG findings in respiratory failure are
already known33,42,48 and different from what we have
observed in our series; moreover, our patients did not have
hypercapnia.

We have found a good correlation between the clinical situa-
tion at the time of performing EEG and voltage of EEG (both in
the acute EEG and in the follow-up EEG), but we have not
found a correlation between voltage of acute EEG and final
outcome.

A systematic review of EEG findings in 617 patients pub-
lishes frontal findings are frequent and have been proposed as
a biomarker for COVID-19 encephalopathy46 and there is 1
report describing focal frontotemporal hypoperfusion in
patients with COVID-19, in MRI.6 In 4 of our 15 patients we
have observed a focal rhythmic activity over frontotemporal
regions, without any structural abnormality in the standard
sequences of MRI. In two patients, we ruled out an NCSE
using the Salzburg consensus criteria. In the follow-up EEG
in some patients this focal activity persisted, but we do not
know how to explain the significance.

Our study is limited by the small sample size and the fact that
it is a retrospective study. However, perhaps the low prevalence
of epileptic activity (NCS, seizures, and interictal epileptiform
discharges) described in patients with COVID-19,16,24,25,28–31

could be explained by the low voltage findings in our EEG
series possibly due to desynchronization. Low voltage EEG
does not exclude the possibility of epilepsy but it is rarer to
find low voltage patterns in epilepsy.38 In our series, the only
patient who has presented epileptiform discharges is the one
with the highest voltage in the background activity of all our
patients (20 µV).

A recent publication, based on the high percentage of “alpha
coma/spindle coma” pattern in their case series (given how rare
this pattern is),31,49 hypothesizes on a possible neurotropic
effects of SARS-CoV-2 on the ascending reticular formation
within the brainstem–talamus axis, which could also explain
some cases of associated flaccid tetraparesis. This debate is
very important because, a brainstem affectation (with the
danger of a respiratory center alteration) could totally change
the way patients are handled.

If this finding is confirmed, an affectation of the ascending
reticular formation (within the brainstem–talamus axis) would
be a possible cause of the low voltage finding in our series,
since a functional integrity of the ascending reticular system
is needed to generate a synchronization of the EEG trace with
higher voltage. It could even explain the absence of reactivity
in many of the EEGs, which in the rest of the pathologies has
always been classically associated with a poor prognosis
although it is not yet validated for the COVID, as it seems
that it could be an exception. In our series, we were not able
to predict the final prognosis of the patient with the acute
EEG and we have been able to demonstrate that an unreactive
low voltage pattern in COVID-19 patients is not necessarily
related to poor prognosis.

In addition to the level of affectation, it would also be nec-
essary to discover whether the mechanism of action is a func-
tional affectation (which may be transitory) or a structural
lesion (which would be more irreversible). Future studies are
needed in order to clarify the role of inflammatory agents in
the EEG findings, and whether there are transient alterations
in neurotransmitters as observed in septic or metabolic
encephalopathies.39,50

Following safety protocols for personnel, continuous and
follow-up studies should be performed on patients with neuro-
logical manifestations in COVID-19, because of the valuable
information it provides.

Conclusions

We have found an unspecific pattern of EEG in patients with
COVID-19 similar to those described in the literature, which
is different from the ones encountered in other infectious or
metabolic encephalopathies. However, we found, as a distinc-
tive finding, a low voltage that has not been described in the
published reports of COVID-19, and is reminiscent of severe
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encephalopathy states associated with poor prognosis. We have
been able to demonstrate that an unreactive low voltage pattern
in COVID-19 patients is not necessarily related to poor progno-
sis. We have seen this common pattern both in ICU and stan-
dard ward patients and patients with favorable evolution or
progressive worsening. In those with a favorable outcome the
abnormalities found a trend to wane into a normal EEG. A met-
abolic/hypoxic mechanism seems unlikely on the basis of our
EEG findings. Our finding of low voltage EEG possibly due
to desynchronization could explain the low prevalence of epi-
leptic activity described in patients with COVID-19. Our
series points out the necessity of prospective and large-scale
studies (with complete international standard 10/20 montage)
to delineate precisely the neurophysiological manifestations
of COVID-19.
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