
where we studied 123 consecutive patients with neu-
rologic involvement and CSF anti-Borrelia antibod-
ies.1

In analyzing these patients, we found that a positive
intrathecal anti-Borrelia AI had a diagnostic sensitivity
of 75% and a specificity of 97% in Lyme neuroborrelio-
sis.1 We chose to include all patients with CSF anti-
Borrelia antibodies and not only patients with
pleocytosis and CSF antibodies for several reasons.

First, we did not want to exclude any neuroborre-
liosis diagnosis, second because establishing the
Lyme etiology of patients with pleocytosis and anti-
Borrelia antibodies in CSF is generally not a diagnos-
tic problem, and third because pleocytosis is no
longer an obligatory criterion for European diagnosis
of neuroborreliosis.

Initially, in 1996, European criteria for neurobor-
reliosis (EUCALB criteria) included pleocytosis4 but
it is not currently a necessary criterion for early neu-
roborreliosis, as mentioned on the EUCALB Web
site.5 Moreover, several articles reported some cases
in Europe for which neuroborreliosis was diagnosed
without any pleocytosis.6,7

Drs. Ljøstad and Mygland have some concerns
about the etiologic diagnosis of the 22 of 40 patients
with definite neuroborreliosis and normal CSF
count. All these patients presented symptoms already
described in neuroborreliosis literature. Some pa-
tients had acute delusion, cognitive impairment, or
lower motor neuron syndrome; such symptoms
rarely recover spontaneously, particularly the lower
motor neuron syndrome.

Moreover, in our study, none of the patients have
relapsed more than 2 years after the end of the antibiotic
treatment. Three of the four patients with spinal radic-
ulitis had bilateral sciatalgia without disk herniation.
Such symptoms are rarely “idiopathic with spontaneous
recovery” but are frequent in neuroborreliosis. A higher
sensitivity of the Borrelia AI was observed when tested
only on patients with pleocytosis in our study since 16

out of 18 patients (89%) with neuroborreliosis and
pleocytosis had a positive AI. Specificity was not calcu-
lable because there was no other patient in our cohort
with pleocytosis but patients with neuroborreliosis. The
specificity was also not calculated in the study of Drs.
Ljøstad and Mygland.3

Finally, we agree with Drs. Ljøstad and Mygland,
who reported that the Borrelia AI is more frequently
positive after 6 weeks of clinical evolution.3 In our
study, the four patients with negative AI had lumbar
puncture for CSF analysis between 2 to 4 weeks after
the onset of symptoms.
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CORRECTION
There is nothing staid about STARD: Progress in the reporting of diagnostic accuracy studies
In the editorial “There is nothing staid about STARD: Progress in the reporting of diagnostic accuracy studies” by Karen
C. Johnston and Robert G. Holloway (Neurology® 2006;67:740–741), accompanying the article “The quality of diagnos-
tic accuracy studies since the STARD statement: Has it improved?” by Smidt et al. (Neurology® 2006;67:792–797), the
pre-STARD vs post-STARD comparison was stated to be significant. A correction was subsequently published (Neurolo-
gy® 2007;68:534) stating that the data provided demonstrated a statistically insignificant difference. A third opinion has
been obtained and it has been determined that the original article was statistically sound and need not have been
corrected. Readers should thus refer to the original article and disregard the earlier correction.
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CORRECTION

This information is current as of July 7, 2008
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