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VERSION 1 - REVIEW 

REVIEWER Francesco Corradi 
Ente Ospedaliero Ospedali Galliera, Genova. Italy 

REVIEW RETURNED 02-Mar-2015 

 

GENERAL COMMENTS This is an interesting paper highlighting the methodological biases of 
most important studies on chest ultrasonography, however some 
major comments should be addressed.  
 
 
In all previous studies, the diagnosis of pneumonia assessed by 
thoracic ultrasound was confirmed by CXR or clinical diagnosis and 
CT was used in a minority of cases when LUS and CXR were 
discordant. For this reason the authors point out some important 
concepts:  
 
1) “we strongly recommend future studies should compare different 
tests in the same patients and present results as 2 by 2 tables of 
paired results separately in disease-positive and disease negative 
patients. This is important to understand whether false-positive and 
false-negative results occur in the same or different patients, and to 
design subsequent studies”.  
2) “the requirement for a CT reference”  
Discuss and underline the usefulness of low-dose protocol for 
thoracic-CT in critical care setting  
 
Moreover chest ultrasonography present important methodological 
variables that should be taken into account:  
 
1) types of transducers [curved, linear, micro-convex, phased array], 
scanning frequencies and numbers of lung zones considered.  
This is not considered in the current guidelines and not standardized 
(pre-settings).  
The authors should discuss and comment  
 
2) The count of B-lines cannot be a cognitive process. All available 
scores should not be considered really quantitative, but at least a 
semi-quantitative method.  
The authors should underline and discuss the emerging role of 
“Quantitative Lung Ultrasonography” and the need to achieve a 
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really quantitative, comparable and statistically suitable methods to 
quantify extravascular lung water.  
[i.e. Assessment of extravascular lung water by quantitative 
ultrasound and CT in isolated bovine lung (PMID: 23584050); A Soft 
Computing-Based B-Line Analysis for Objective Classification of 
Severity of Pulmonary Edema and Fibrosis. (PMID:25457757); 
Automated B-line scoring on thoracic sonography 
(PMID:24277902)].  
 
In my opinion chest ultrasonography should be considered an 
extension of clinical examination more that an imaging technique. 
For this reason clinicians will never be really blinded to clinical 
information and this is at the same time the strength of chest 
ultrasonography and weakness of clinical studies on chest 
ultrasonography. The most important thing is that the clinician 
should be blinded to CXR and CT (gold standard) performed within 
few hours after clinical examination and chest ultrasonography.  
Commet and discuss  
 
An other important issue is “units of analyses”.  
“There are different units of analyses reported across different 
studies”. I agree with this but I‟m not sure that the solution is to 
“recommend future studies be conducted and reported always 
including patients as the unit of analysis”.  
Discuss pros and cons 

 

REVIEWER Prof.Rasha Daabis 
Department of chest diseases  
Faculty of medicine  
Alexandria  
Egypt 

REVIEW RETURNED 27-Mar-2015 

 

GENERAL COMMENTS Your study is examining the role of US in diagnosing consolidation in 
general not pneumonia per se in patients with ARF. As 1 of your 4 
studies (Lichtenstein, 2004a) was dealing with patients with ARDS 
which is known to cause alveolar filling and consolidation even if 
there is no pneumonia. Since there are other causes of 
consolidation as ARDS contusion infarction maligmnancy..... You 
should not draw your conclusions on pneumnoia as in the 
introduction and interpretation of the abstract and later on in the 
rationale of the study. I think you should follow the title and stick to 
the consolidation in general to be more accurate and justified in your 
discussion and conclusion.  
There are few language mistakes for example in the objectives of 
the abstract in page 2 line 6 "computed tomography"  
In page 5 line 5 "could be analysed"   

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer Name Francesco Corradi  
Institution and Country Ente Ospedaliero Ospedali Galliera, Genova. Italy  
Please state any competing interests or state „None declared‟: None  
 
Please leave your comments for the authors below  
This is an interesting paper highlighting the methodological biases of most important studies on chest 
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ultrasonography, however some major comments should be addressed.  
 
In all previous studies, the diagnosis of pneumonia assessed by thoracic ultrasound was confirmed by 
CXR or clinical diagnosis and CT was used in a minority of cases when LUS and CXR were 
discordant. For this reason the authors point out some important concepts:  
 
1) “we strongly recommend future studies should compare different tests in the same patients and 
present results as 2 by 2 tables of paired results separately in disease-positive and disease negative 
patients. This is important to understand whether false-positive and false-negative results occur in the 
same or different patients, and to design subsequent studies”.  
2) “the requirement for a CT reference”  
Discuss and underline the usefulness of low-dose protocol for thoracic-CT in critical care setting  
 
RESPONSE. Our review focuses on the role of ultrasound. In-depth discussion of CT protocols is 
outside our remit.  
 
Moreover chest ultrasonography present important methodological variables that should be taken into 
account:  
 
1) types of transducers [curved, linear, micro-convex, phased array], scanning frequencies and 
numbers of lung zones considered.  
This is not considered in the current guidelines and not standardized (pre-settings).  
The authors should discuss and comment  
 
RESPONSE. The number of lung zones used in included studies is already discussed (Results 
section paragraph 4). We have now added comments on transducers (Results section paragraph 4) 
and scanning frequencies (Results section paragraph 4, and Table 3 Column 4).  
 
2) The count of B-lines cannot be a cognitive process. All available scores should not be considered 
really quantitative, but at least a semi-quantitative method.  
The authors should underline and discuss the emerging role of “Quantitative Lung Ultrasonography” 
and the need to achieve a really quantitative, comparable and statistically suitable methods to 
quantify extravascular lung water.  
[i.e. Assessment of extravascular lung water by quantitative ultrasound and CT in isolated bovine lung 
(PMID: 23584050); A Soft Computing-Based B-Line Analysis for Objective Classification of Severity 
of Pulmonary Edema and Fibrosis. (PMID:25457757); Automated B-line scoring on thoracic 
sonography (PMID:24277902)].  
 
RESPONSE. Our review focuses on the sonographic finding of consolidation. A discussion of B-line 
quantification is irrelevant to the review.  
 
In my opinion chest ultrasonography should be considered an extension of clinical examination more 
that an imaging technique. For this reason clinicians will never be really blinded to clinical information 
and this is at the same time the strength of chest ultrasonography and weakness of clinical studies on 
chest ultrasonography. The most important thing is that the clinician should be blinded to CXR and 
CT (gold standard) performed within few hours after clinical examination and chest ultrasonography.  
Commet and discuss  
 
RESPONSE. We agree bedside sonography extends the clinical examination. However, in studies 
examining the diagnostic accuracy of ultrasound as an independent test, we believe that lack of 
sonographer blinding to clinical data is a critical weakness. We have already commented on this and 
discussed our concerns (Discussion section paragraph 3).  
 
An other important issue is “units of analyses”.  
“There are different units of analyses reported across different studies”. I agree with this but I‟m not 
sure that the solution is to “recommend future studies be conducted and reported always including 
patients as the unit of analysis”.  
Discuss pros and cons  
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RESPONSE. We have already discussed the pros and cons (Discussion section paragraph 6). We 
have now also clarified why the patient is the most appropriate unit of analysis (new comments in the 
same paragraph). Note we are not restricting future studies to reporting only with patients as the unit 
of analysis, but rather urging them to include patients as the units of analysis (among any others that 
they might wish to explore)  
 
Reviewer Name Prof.Rasha Daabis  
Institution and Country Department of chest diseases  
Faculty of medicine  
Alexandria  
Egypt  
Please state any competing interests or state „None declared‟: none declared  
 
Please leave your comments for the authors below  
Your study is examining the role of US in diagnosing consolidation in general not pneumonia per se in 
patients with ARF. As 1 of your 4 studies (Lichtenstein, 2004a) was dealing with patients with ARDS 
which is known to cause alveolar filling and consolidation even if there is no pneumonia. Since there 
are other causes of consolidation as ARDS contusion infarction maligmnancy..... You should not draw 
your conclusions on pneumnoia as in the introduction and interpretation of the abstract and later on in 
the rationale of the study. I think you should follow the title and stick to the consolidation in general to 
be more accurate and justified in your discussion and conclusion.  
 
RESPONSE. We thank the reviewer for insightfully highlighting key differences between pneumonia 
(a clinical diagnosis) and consolidation (an imaging finding).  
a) We agree that while consolidation is the commonest finding in pneumonia, it is not the only imaging 
finding. We also acknowledge that consolidation may sometimes have other causes apart from 
pneumonia. We have now therefore added explanatory comments (Introduction paragraph 4 and 
Conclusion paragraph 2).  
b) The background to our review is the need for better tools to assist in diagnosing pneumonia as a 
cause of acute respiratory failure. Thus we focused on the ability of ultrasound to detect 
consolidation. For context, we believe both pneumonia and consolidation require discussion in our 
review.  
c) That consolidation may sometimes represent other pathology does not invalidate the usefulness of 
finding consolidation to diagnose pneumonia, but does serve to highlight the need for clinician 
synthesis to differentiate pneumonia from the other conditions mentioned by the reviewer. This 
importance of clinical acumen we have already emphasized (Introduction paragraph 4).  
 
There are few language mistakes for example in the objectives of the abstract in page 2 line 6 
"computed tomography"  
 
RESPONSE. Corrected.  
> In page 5 line 5 "could be analysed"  
 
RESPONSE. We have clarified the sentence.  
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