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occurring after surgery. This is supported by the reported 
postoperative low perfusion pressures in both cases.

In conclusion, the sensitivity and specificity of MEP 
monitoring to detect spinal ischemia is even better. Due to 
the importance of sound methodology and unambiguous 
interpretation of MEPs, a uniform approach to MEP moni-
toring should be realized. This should include recommen-
dations for anesthesia and stimulation regimens as well as 
clearly defining outcome measures. We propose that a con-
sensus guideline should be generated by key players with 
experience in MEP monitoring.
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To the Editor:
We read with interest the meta-analysis by Tanaka et al. 

[1]. Indeed MEP monitoring is an excellent tool for assess-
ing spinal ischemia. However, we believe that the authors’ 
conclusions should be discussed even more thoroughly.

We were alerted by their summary of data published by 
our group as 16 patients were classified as ‘false positive’. 
What may have caused a misinterpretation, were the cases 
in which the MEP changes were transient. After interven-
tion, the MEPs fully recovered; consequently, these patients 
had no paraparesis. In our opinion these cases should be 
regarded as ‘true negative’. After re-analysis of all publica-
tions, we were able to re-categorize several test results.

However, some false positives and negatives still 
remained. False positives might be explained by differences 
in methodology and interpretation of MEP monitoring. No 
information was provided on the minimal amplitude of the 
MEPs or how differentiation between central and periph-
eral ischemia was made. The two remaining false nega-
tives after our re-analysis could represent delayed ischemia, 
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