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To the Editor,
A 47-year-old man had been seen for bilateral knee
pain for the last 3 months. His medical history revealed
multiple sclerosis for 15 years and an arthroscopic menisectomy for the right knee 12 years before presentation.
Physical examination was unremarkable. On ultrasound
(US) imaging, the right medial meniscus was observed
to be absent and there was a small calcification in the
proximal attachment site of the left lateral collateral ligament (LCL) (fig 1). Sonopalpation did not yield any pain.
Accordingly, in addition to ‘sonographic reassurance’
with regard to his knee findings and suggestions to lose
weight, the patient was prescribed a home-based exercise
regimen for strengthening the knee extensors.
Due to its anatomical alignment (with steep angulation), lateral collateral ligament of the knee is not commonly scanned in each/every knee US protocol [1]. This
is also true for menisci and cruciate ligaments. However,
scanning these structures with US is very convenient and
can be conclusive in particular cases. Likewise, in terms of
calcification, it can be also be the first imaging tool which
is able detect the ectopic calcification even when radiography and/or computed tomography are negative [2].
To this end, especially in a case of painless LCL calcification – which is quite uncommon in the literature [3] – this
physician and patient friendly technique can be readily
used (as the extension of a physical examination) for ‘sonographic’ reassurance. However, the eventual medical
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Fig 1. Comparative knee US imaging (lateral longitudinal
view) shows the calcification in the proximal attachment site of
the LCL overlying the notch where the popliteus tendon takes
off. Right knee (A), left knee (B) and split screen view of the
left knee (C). m: lateral meniscus, p: popliteus tendon (anisotropy)

decision (how to treat the patient) should be based on the
symptomatology, clinical and imaging findings.
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To the Editor,
We read with great interest the article by Short et al
on visual versus automatic ultrasound scoring of lung Blines [1] and we feel we must take issue with some of
the comments published. B-lines are considered by the
authors as “US signs of thickening of interlobular septa
due to the presence of increased fluid or collagen tissue alteration”. Actually, the generation of US artifacts
mainly depends on the high difference in acoustic impedance that the ultrasounds encounter when they cross
surfaces with a different density (i.e. chest wall/aerated
lung and fluid film), resulting in a reflection of more than
96% of the ultrasound beam at the tissue/air interface and
in the generation of a hyperechoic pleural line without
a real anatomic match, and also in physical artifacts of
reverberation: B-lines (or ring-down) and A-lines (simple reverberations) [2]. B-lines artifacts generate when
sound waves interact with gas bubbles, exciting the fluid
trapped between the bubbles and causing the fluid to
resonate [3]. That is why the B-lines are present also in
the bowel loops [4] and in the residual cavity of the postpneumonectomy space [5], while they are absent during
intraoperatory ultrasound scans, also in patients with
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Fig 1. A: Transthoracic ultrasound image showing irregular
thickening of the hyperechoic pleural line (5 mm) and B line
below (white arrows). B: Video-assisted thoracic surgery ultrasound (VATS-US) pattern of increased thickness of the pleural
line (arrow blue) with no artifact below; C: High resolution
chest tomography showing undefined lung fibrosis (corresponding Transthoracic ultrasound scan in box blue) D: VATS
image of patient with Non Specific Interstitial Pneumonia (histologic diagnosis with biopsy during VATS).

pulmonary fibrosis [6] (fig 1), according to the nature of
physical effects. Moreover, the number of ultrasound artifacts may vary depending on the machine set-up, the
type of probe (linear, convex or sectorial) and the patient’s position [2] . In addition, TUS can, at best, explore
about 70% of the pleural surface [2]. Why did the authors choose not to scan the back lung? In conclusion, in
our opinion, since it is not possible to define an accurate
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correlation between the number of lines B and the presence of a specific underlying pulmonary disease, there is
doubt in the validity of counting the number of lines B
as a sign of nonspecific pathology, regardless of whether
visually or by an automatic counting of the ultrasound
device.
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Dear Editor,
We thank Quarato et al for their interest in our study
and their constructive comments. Indeed, as Quarato et
al elegantly described, ultrasound (US)-detected lung
B-lines are produced by a change in the physical properties of the lung [1,2]. These US artefacts are considered as a surrogate marker of alveolar-interstitial pathological changes in a variety of lung conditions [3-5]. We
agree that there is currently no evidence that the number
of lines B correlates with a specific pulmonary disease.
We also agree that the detection of lung B-lines may be
influenced by the US settings, scanning technique, and
patient´s position. Due to the latter, standardization of
lung US in any medical discipline is extremely important. On the other hand, as we have acknowledged in our
discussion, we chose a reduced intercostal space evalu-

ation to make the exercise feasible and friendly for the
patients. Last but not least, although only a few data are
available yet on the responsiveness of US-detected B
lines in rheumatoid arthritis and connective tissue diseases [6,7], there is evidence supporting the use of lung
US for monitoring pulmonary decongestion after diuretic
therapy in heart failure [8,9]. We therefore consider that
B-line counting makes sense and has a value in clinical
practice. In any case, the objective of our study was to
assess the reliability and agreement between the classical
visual counting and a new automatic counting system of
lung B-lines.
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