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Abstract: The COVID-19 pandemic has increased the need for an accessible, point-of-care and
accurate imaging modality for pulmonary assessment. COVID-19 pneumonia is mainly monitored
with chest X-ray, however, lung ultrasound (LUS) is an emerging tool for pulmonary evaluation.
In this study, patients with verified COVID-19 disease hospitalized at the intensive care unit and
treated with ventilator and extracorporal membrane oxygenation (ECMO) were evaluated with LUS
for pulmonary changes. LUS findings were compared to C-reactive protein (CRP) and ventilator
settings. Ten patients were included and scanned the day after initiation of ECMO and thereafter
every second day until, if possible, weaned from ECMO. In total 38 scans adding up to 228 cineloops
were recorded and analyzed off-line with the use of a constructed LUS score. The study indicated
that patients with a trend of lower LUS scores over time were capable of being weaned from ECMO.
LUS score was associated to CRP (R = 0.34; p < 0.03) and compliance (R = 0.60; p < 0.0001), with the
strongest correlation to compliance. LUS may be used as a primary imaging modality for pulmonary
assessment reducing the use of chest X-ray in COVID-19 patients treated with ventilator and ECMO.

Keywords: COVID-19; ECMO; veno-venous ECMO; VV-ECMO; LUS; lung ultrasound; LUS score;
lung ultrasound score

1. Introduction

In December 2019, several cases of a severe pneumonia were reported in Wuhan, China. Analyses
of the patients revealed that a novel coronavirus was the cause of the outbreak [1]. The novel
coronavirus was named SARS-CoV-2 by the World Committee on Virus Classification, and the disease
caused by the virus was named COVID-19 by the World Health Organization [2].

The coronavirus with a crown shaped viral envelope, has a high infectivity and can cause a variety
of symptoms; headache, dry cough, dyspnea, myalgia, fatigue and fever are reported [1,2]. Imaging of
the coronavirus pneumonia has mainly concerned computed tomography (CT) and chest X-ray [3–5].
Previous imaging studies show that patients with COVID-19 exhibit subpleural consolidations with
ground glass opacities (GGO), interlobular septal thickening, crazy paving and pleural thickening.

Lung ultrasound (LUS) is an emerging imaging modality for lung assessment in intensive care
units with the ability of bedside and real-time assessment of pulmonary function and changes [6–8].
Several studies have shown that LUS is useful for diagnosing acute pulmonary conditions, such
as pulmonary edema and pneumonia [9–12]. As COVID-19 gives rise to peripheral pulmonary
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changes, LUS could be a potentially useful modality for disease monitoring in the intensive care
unit. Furthermore, COVID-19 is a highly infectious disease with a marked risk of virus exposure to
healthcare workers [13], which may be reduced by introducing bed-side LUS for treatment guidance
as an alternative to chest X-ray and CT examinations. Few papers have investigated LUS in relation to
COVID-19 disease showing that pulmonary changes may be visualized with ultrasound [14,15].

In this prospective study, patients with verified COVID-19 disease hospitalized at the intensive
care unit and treated with mechanical ventilator and extracorporal membrane oxygenation (ECMO)
were evaluated with LUS for pulmonary changes. LUS findings were compared to C-reactive protein
(CRP) and ventilator settings. The aim of this study was to investigate in severely diseased COVID-19
patients hospitalized in an intensive care unit if LUS can assess the pulmonary changes, and if a LUS
score can determine the progress of the disease.

2. Materials and Methods

A total of 10 patients (6 males) with a median age of 52.6 years (range: 28–65 years) with
COVID-19 disease and hospitalized at the intensive care unit were included in the study. The study
was approved by the regional data protection agency. The local ethics committee waived ethical
approval, as ultrasound scanning of the lungs is considered a routine procedure (22th November 2016,
no.: 16031001).

All patients were on a mechanical ventilator and treated with veno-venous-ECMO (VV-ECMO).
They were examined with LUS on day 1, 3 and 5 in the intensive care and before weaning from
VV-ECMO. LUS was performed with a Philips Cx 50 (Phillips Healthcare, Amsterdam, The Netherlands)
using a 12 mHz linear probe (L12). Settings were set to penetration mode with a low center frequency
and with a single focus zone at the pleural level. The depth was adjusted so that 5–6 cm of the lung
tissue was visualized. No compound or harmonics was used. LUS was performed along the ribs with
cineloops of 3 s. Each lung was divided in to 3 zones; anterior, lateral and posterior, as recommend by
others [16,17]. For each zone, pleural and lung diagnostics were recorded according to Table 1 and
assessed as recommended by other authors [14,15]. Examples of pulmonary changes seen with LUS in
examined COVID-19 patients are given in Figures 1–3.
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Figure 1. Lung ultrasound (LUS) of three different patients with COVID-19 showing multifocal (A,B) 
(marked with an arrow) and confluent B-lines (C). In (B), a small subpleural consolidation is also seen 
(marked with an arrow). 

Figure 1. Lung ultrasound (LUS) of three different patients with COVID-19 showing multifocal
(A,B) (marked with an arrow) and confluent B-lines (C). In (B), a small subpleural consolidation is also
seen (marked with an arrow).
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Figure 2. An irregular pleural line is observed in (A) (marked with an arrow). In (B) and (C) small 
subpleural consolidations are found (marked with an arrow), while in (D), a larger subpleural 
consolidation with air-bronchogram is found (marked with an arrow). 

 
Figure 3. Large consolidations with hepatization in (A) and (B). Note the absence of A- and B-lines. 
In (C), LUS of a normal lung segment is shown with focal B-lines and A-lines present (thin arrow 
points to B-Lines and the bold arrow to A-line). 

Figure 2. An irregular pleural line is observed in (A) (marked with an arrow). In (B,C) small subpleural
consolidations are found (marked with an arrow), while in (D), a larger subpleural consolidation with
air-bronchogram is found (marked with an arrow).
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Figure 3. Large consolidations with hepatization in (A,B). Note the absence of A- and B-lines. In (C),
LUS of a normal lung segment is shown with focal B-lines and A-lines present (thin arrow points to
B-Lines and the bold arrow to A-line).
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Table 1. Table for LUS findings according to lung zones, along with a constructed scoring system for
observed lung changes.

Table for LUS Findings
of Left/Right Lung Scoring System for LUS Findings

Anterior Lateral Posterior

Pleural thickening (Y/N) Yes +3 No 0
Lung sliding (Y/N) No +3 Yes 0
B-line appearance

(none/multifocal/few) None +3 Multifocal +2 Few +1

A-line appearance (Y/N) No +3 Yes 0
Subpleural consolidation (Y/N) Yes +2 No 0

Lobar consolidation (Y/N) Yes +2 No 0
Pleural fluid (Y/N) Yes +1 No 0

To assess the lung changes, a scale was generated, where observations for each zone were added
to a total score for each patient. A maximum of 17 points could be given in each zone, adding to a
total maximum score of 102 for each patient. The scoring system is given in Table 1. Cineloops of
the LUS examination were examined off-line and scored by one experienced intensivist blinded to
other parameters. In addition to the LUS examination, the CRP and ventilator setting, i.e., dynamic
compliance, were recorded for each patient, Additionally, LUS was compared to corresponding chest
X-ray for a visual qualitative evaluation by an experienced radiologist. A chest X-ray was performed
with a mobile X-ray unit (!M1, Solutions-For-Tomorrow, Vackelsang, Sweden).

Statistics

Data were initially analyzed with descriptive statistics. Associations between LUS score, CRP and
compliance were tested with Pearson’s correlation. Significance level was set to 0.05, and statistical
analyses were performed with IBM SPSS Statistics v.19 (SPSS Inc., Chicago, IL, USA).

3. Results

Ten patients were included in the study, and all patients were scanned the day after initiation of
VV-ECMO and thereafter every second day until, if possible, being weaned from VV-ECMO. In total,
the patients were scanned 38 times adding up to 228 cineloops being analyzed off-line. An overview of
data is given in Table 2. When comparing LUS score with CRP (R = 0.34; p < 0.03) and compliance
(R = 0.60; p < 0.0001), correlation analyses show significant associations. Scatterplots are given in
Figures 4 and 5.

Table 2. Overview of data. “Survivor” defines patients being weaned from veno-venous-extracorporal
membrane oxygenation (VV-ECMO), “On ECMO” defines patients still on ECMO at study end, and
“Non-survivor” defines patients who died on ECMO. Standard deviations are given in parenthesis.

Total (n = 10) Survivor (n = 5) On ECMO (n = 3) Non-Survivor (n = 2)

LUS score 62.7 (9.9) 60.4 (9.1) 68.8 (8.0) 61.2 (11.5)
CRP [mg/L] 205.1 (107.6) 189.5 (116.6) 238.8 (81.4) 202.3 (114.7)

Compliance [Cdyn] 24.7 (18.4) 25.7 (17.0) 14.8 (5.2) 33.9 (26.0)
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Figure 5. LUS score compared to compliance. Line of best fit is shown as a solid line.

When comparing the LUS score over time, there was a trend suggesting that patients with a lower
score over time were capable of being weaned from VV-ECMO, as shown in Table 3 and illustrated
in Figure 6. Patients with no major changes in the LUS score were still on VV-ECMO and presented
major changes in lung function when recording of data was ended. In the non-survivor group, patient
9 showed the largest increase in the LUS score and died on VV-ECMO, because of worsening of the
condition with spontaneous bleeding into the pleural cavity. Patient 10 showed a decrease in LUS
score and improvement in lung function, CRP and compliance but died from intraabdominal bleeding,
and is therefore an outlier, as seen in Table 3 and Figure 6, with the impact on mean scores in Table 2.

It was observed in the group weaned from VV-ECMO that both the reappearance of lung
sliding in more than two out of the six zones and regression of subpleural consolidations were signs
of improvement of the lung function, indicating that the patients were ready to be weaned from
VV-ECMO. For selected patients, corresponding chest X-ray and LUS were compared and revealed no
unexpected findings. By visual inspection, the changes found with the two modalities were comparable,
as illustrated in Figure 7.
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Table 3. Findings in 10 patients included. Start and end define first and last day of scan. End for
“Survivor” group is before weaning from VV-ECMO, for “On ECMO” group at last day of study and
for “Non-survivor” group before death.

Patient
No.

Patient
Status LUS Start LUS End CRP Start

[mg/L]
CRP End

[mg/L]
Compliance
Start [Cdyn]

Compliance
End [Cdyn]

1 survivor 74 63 334 191 18 25
2 survivor 69 47 291 56 19 24
3 survivor 72 41 80 44 14 75
4 survivor 66 42 354 89 46 45
5 survivor 59 58 448 128 12 35
6 on ECMO 63 70 180 216 22 14
7 on ECMO 61 62 130 106 16 9
8 on ECMO 71 69 330 280 14 9
9 non-survivor 63 76 307 56 9 7
10 non-survivor 57 47 380 219 43 46
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Figure 6. Box plot of the LUS trend calculated from the LUS scores of the first and last day of scan for
each patient.
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Figure 7. A patient with corresponding LUS and chest X-ray is shown. The ultrasound images are
taken from the lateral view of each lung. The interstiel edema in the right lung visible with LUS as
increased B-lines (A) is seen as numerous kerley B-lines in the chest X-ray (B). The consolidations with
air-bronchograms in the left lung visible with LUS (C) are seen as subpleural consolidations in the chest
X-ray (B).
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4. Discussion

This study shows that LUS is a useful and a valuable tool for monitoring patients with severe
COVID-19 disease. The patients showed peripheral changes in the lung tissue visible with LUS.
Severe changes were consolidations and a thickened pleural line. B-lines were multifocal or confluent.
When disappearing, it was a sign of deterioration of the condition with increasing consolidation
depleting air from the subpleural lung tissue. With improvement, consolidations became less solid
with air bubbles i.e., the appearance of air bronchograms.

Five patients had pleural effusion, and for two of these patients, the fluid appeared on day 2, while
the others had fluid from the beginning of the ECMO treatment. It has been stated that COVID-19 is
not associated with a high risk of pleural effusion, however, in the most diseased patients it apparently
appears more frequently [18].

COVID-19 gives rise to thickened pleura, which has been observed by Peng et al. Along with
pleural changes, the artefacts arising from the pleural line also change. B-lines are reverberations
artefacts generated by multiple reflections of the US beam trapped in air- and water-rich structures of
the pleural line [19,20]. Increasing B-lines are found with increasing interstitial lung water, and are used
as an indicator of pulmonary edema. One of the early signs of COVID-19 are increasing B-lines [21].
All patients in this study had severe pulmonary changes with consolidations and pleural thickening.
The B-lines assessment was useful, as affected lung zones had multiple B-line artefacts, as seen in
Figure 1.

A-lines are reverberation artefacts arising between the pleural line and the transducer surface [22].
In the patients of this study, few A-lines were visible, as the thickened irregular pleural surface cancelled
the reverberation. Hence, A-line diagnostic was an easy measure for pleural assessment. Peng et al.
has stated that the reappearance of A-lines is a sign of recovery, and this was also seen for some of the
patients in this study [16].

With larger consolidations, A- and B-lines disappeared, and the lung tissue appeared more
homogenous with reduced lung sliding. In overweight patients, large consolidation can be difficult to
assess with LUS. An aid for diagnosing larger consolidations in LUS was inspection of the pleural
line, as it became thinner and less bright, when the lung tissue below was consolidated (Figure 3).
Additionally, vessels in the consolidated lung tissue were visible, resembling liver tissue, and therefore,
large lung consolidations in LUS are named hepatization of the lung. Hence, the disappearance of
A- and B-lines combined with less prominent pleural line and reduced lung sliding are worrisome
features, indicating large consolidations.

In this study, a scoring tool for lung assessment using LUS was introduced, similar to the scoring
systems proposed for LUS of adult patients in intensive care [23,24]. LUS can be limited by observer
dependency. With introduction of a scoring system for LUS, a more reliable and observer independent
tool for decision-making in the treatment of COVID-19 may be achieved. In this preliminary study,
associations between LUS score, compliance and CRP were significant, and a decreasing trend in LUS
score indicated a treatment response. LUS score had a stronger correlation to compliance than to CRP.
While dynamic compliance is a marker of respiratory function and based on chest wall compliance, lung
tissue compliance and airway resistance, CRP is an acute phase reactant and an unspecific biomarker
of systemic inflammation, which may explain the different correlations found.

Several limitations in this preliminary study should be addressed. The study was limited by a small
patient population, and no inter- or intraobserver variation for LUS score was assessed. Future studies
with more patients are warranted, to validate the LUS score and to identify cutoff levels for weaning off

VV-ECMO and futile treatment. Patient overweight was a limitation in the LUS examination, reducing
penetration of the ultrasound to the pleura and the subpleural areas. As all patients were supine in bed,
a thorough examination of the lungs was difficult to perform for some patients. In this study, a linear
array was used, and it could have added to the value of the study, if a curved array or micro-convex
array had been used for larger patients as done in other studies [11,25]. The scanner did not have a
dedicated lung setup, and a vascular setup with low center frequency was used instead. As LUS in
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many intensive care departments is rarely performed, the present scan situation with US equipment
not intended for LUS might be a common limitation. Nevertheless, LUS was feasible in all patients,
and valuable information was extracted. In this study, only six zones were investigated. Other groups
have recommended up to 28 zones for LUS examination [12,20,26]. However, with a six zone LUS, an
overall impression of the lung status was achieved. The LUS examination took around 5 min, which is
acceptable in a busy work environment. Patients on VV-ECMO are exposed to multiple interventions
that may influence pulmonary function and biomarkers, which may have affected the results. None of
the patients included in this study received anti-inflammatory drugs.

Bedside LUS in the intensive care unit is a valuable, accessible and reliable tool for COVID-19
assessment to the intensivist. Bedside LUS can be used as a primary imaging modality and reduce
the need for a chest X-ray. LUS may reduce ionizing of the COVID-19 patient, as well as workload
and infections risk for the radiographers. We therefore encourage intensivists to take LUS into the
COVID-19 departments for lung assessment.

5. Conclusions

Patients with COVID-19 in intensive care treated with VV-ECMO can be monitored with LUS,
providing valuable information on pulmonary function over time. Using a score for pulmonary
changes, LUS may be used to distinguish patients with improving pulmonary function from patients
with stationary or deteriorating pulmonary function. The LUS score showed a moderate to strong
correlation with compliance, though larger studies that include more patients are needed to confirm
the results. This study indicates that LUS may be used as a primary imaging modality for COVID-19
assessment, reducing the use of chest X-ray.

Author Contributions: Conceptualization, H.M.-S., J.G., V.L.J. and K.L.H.; methodology, H.M.-S., J.G., V.L.J. and
K.L.H.; formal analysis, H.M.-S. and K.L.H.; investigation, H.M.-S., J.G., V.L.J. and K.L.H.; resources, H.M.-S. and
K.L.H.; data curation, H.M.-S. and K.L.H.; writing—original draft preparation, H.M.-S. and K.L.H.; writing—review
and editing, H.M.-S., J.G., V.L.J. and K.L.H.; visualization, H.M.-S., J.G., V.L.J. and K.L.H.; supervision, H.M.-S.
and K.L.H.; project administration, H.M.-S. and K.L.H.; All authors have read and agreed to the published version
of the manuscript.

Funding: This research received no external funding.

Acknowledgments: The authors wish to thank the ECMO team in the Department of Cardiothoracic
Anaesthesiology, Rigshospitalet.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. Huang, C.; Wang, Y.; Li, X.; Ren, L.; Zhao, J.; Hu, Y.; Zhang, L.; Fan, G.; Xu, J.; Gu, X.; et al. Clinical features
of patients infected with 2019 novel coronavirus in wuhan, china. Lancet 2020, 395, 497–506. [CrossRef]

2. The species severe acute respiratory syndrome-related coronavirus: Classifying 2019-ncov and naming it
sars-cov-2. Nat. Microbiol. 2020, 5, 536–544. [CrossRef] [PubMed]

3. Li, M.; Lei, P.; Zeng, B.; Li, Z.; Yu, P.; Fan, B.; Wang, C.; Li, Z.; Zhou, J.; Hu, S.; et al. Coronavirus disease
(covid-19): Spectrum of ct findings and temporal progression of the disease. Acad. Radiol. 2020, 27, 603–608.
[CrossRef] [PubMed]

4. Li, K.; Fang, Y.; Li, W.; Pan, C.; Qin, P.; Zhong, Y.; Liu, X.; Huang, M.; Liao, Y.; Li, S. Ct image visual
quantitative evaluation and clinical classification of coronavirus disease (covid-19). Eur. Radiol. 2020.
[CrossRef] [PubMed]

5. Wong, H.Y.F.; Lam, H.Y.S.; Fong, A.H.; Leung, S.T.; Chin, T.W.; Lo, C.S.Y.; Lui, M.M.; Lee, J.C.Y.; Chiu, K.W.;
Chung, T.; et al. Frequency and distribution of chest radiographic findings in covid-19 positive patients.
Radiology 2020. [CrossRef] [PubMed]

6. Blaivas, M. Update on point of care ultrasound in the care of the critically ill patient. World J. Crit. Care Med.
2012, 1, 102–105. [CrossRef]

7. Lichtenstein, D.A. Lung ultrasound in the critically ill. Ann. Intensive Care 2014, 4, 1. [CrossRef]

http://dx.doi.org/10.1016/S0140-6736(20)30183-5
http://dx.doi.org/10.1038/s41564-020-0695-z
http://www.ncbi.nlm.nih.gov/pubmed/32123347
http://dx.doi.org/10.1016/j.acra.2020.03.003
http://www.ncbi.nlm.nih.gov/pubmed/32204987
http://dx.doi.org/10.1007/s00330-020-06817-6
http://www.ncbi.nlm.nih.gov/pubmed/32215691
http://dx.doi.org/10.1148/radiol.2020201160
http://www.ncbi.nlm.nih.gov/pubmed/32216717
http://dx.doi.org/10.5492/wjccm.v1.i4.102
http://dx.doi.org/10.1186/2110-5820-4-1


Diagnostics 2020, 10, 447 9 of 9

8. Volpicelli, G.; Elbarbary, M.; Blaivas, M.; Lichtenstein, D.A.; Mathis, G.; Kirkpatrick, A.W.; Melniker, L.;
Gargani, L.; Noble, V.E.; Via, G.; et al. International evidence-based recommendations for point-of-care lung
ultrasound. Intensive Care Med. 2012, 38, 577–591. [CrossRef]

9. Laursen, C.B.; Sloth, E.; Lassen, A.T.; Christensen, R.; Lambrechtsen, J.; Madsen, P.H.; Henriksen, D.P.;
Davidsen, J.R.; Rasmussen, F. Point-of-care ultrasonography in patients admitted with respiratory symptoms:
A single-blind, randomised controlled trial. Lancet. Respir. Med. 2014, 2, 638–646. [CrossRef]

10. Peris, A.; Tutino, L.; Zagli, G.; Batacchi, S.; Cianchi, G.; Spina, R.; Bonizzoli, M.; Migliaccio, L.; Perretta, L.;
Bartolini, M.; et al. The use of point-of-care bedside lung ultrasound significantly reduces the number of
radiographs and computed tomography scans in critically ill patients. Anesth. Analg. 2010, 111, 687–692.
[CrossRef]

11. Chavez, M.A.; Shams, N.; Ellington, L.E.; Naithani, N.; Gilman, R.H.; Steinhoff, M.C.; Santosham, M.;
Black, R.E.; Price, C.; Gross, M.; et al. Lung ultrasound for the diagnosis of pneumonia in adults: A systematic
review and meta-analysis. Respir. Res. 2014, 15, 50. [CrossRef]

12. Sezgin, C.; Gunalp, M.; Genc, S.; Acar, N.; Ustuner, E.; Oguz, A.B.; Tanriverdi, A.K.; Demirkan, A.; Polat, O.
Diagnostic value of bedside lung ultrasonography in pneumonia. Ultrasound Med. Biol. 2020, 46, 1189–1196.
[CrossRef] [PubMed]

13. Zhang, Z.; Liu, S.; Xiang, M.; Li, S.; Zhao, D.; Huang, C.; Chen, S. Protecting healthcare personnel from
2019-ncov infection risks: Lessons and suggestions. Front. Med. 2020, 14, 229–231. [CrossRef] [PubMed]

14. Peng, Q.Y.; Wang, X.T.; Zhang, L.N. Findings of lung ultrasonography of novel corona virus pneumonia
during the 2019–2020 epidemic. Intensive Care Med. 2020, 46, 849–850. [CrossRef] [PubMed]

15. Soldati, G.; Smargiassi, A.; Inchingolo, R.; Buonsenso, D.; Perrone, T.; Briganti, D.F.; Perlini, S.; Torri, E.;
Mariani, A.; Mossolani, E.E.; et al. Is there a role for lung ultrasound during the covid-19 pandemic?
J. Ultrasound Med. 2020, 39, 1459–1462. [CrossRef] [PubMed]

16. Pivetta, E.; Goffi, A.; Lupia, E.; Tizzani, M.; Porrino, G.; Ferreri, E.; Volpicelli, G.; Balzaretti, P.; Banderali, A.;
Iacobucci, A.; et al. Lung ultrasound-implemented diagnosis of acute decompensated heart failure in the ed:
A simeu multicenter study. Chest 2015, 148, 202–210. [CrossRef]

17. Lichtenstein, D.A.; Meziere, G.A. Relevance of lung ultrasound in the diagnosis of acute respiratory failure:
The blue protocol. Chest 2008, 134, 117–125. [CrossRef]

18. Chung, M.; Bernheim, A.; Mei, X.; Zhang, N.; Huang, M.; Zeng, X.; Cui, J.; Xu, W.; Yang, Y.; Fayad, Z.A.; et al.
Ct imaging features of 2019 novel coronavirus (2019-ncov). Radiology 2020, 295, 202–207. [CrossRef]

19. Volpicelli, G.; Mussa, A.; Garofalo, G.; Cardinale, L.; Casoli, G.; Perotto, F.; Fava, C.; Frascisco, M. Bedside
lung ultrasound in the assessment of alveolar-interstitial syndrome. Am. J. Emerg. Med. 2006, 24, 689–696.
[CrossRef]

20. Moshavegh, R.; Hansen, K.L.; Moller-Sorensen, H.; Nielsen, M.B.; Jensen, J.A. Automatic detection of b-lines
in in vivo lung ultrasound. IEEE Trans. Ultrason. Ferroelectr. Freq. Control 2019, 66, 309–317. [CrossRef]

21. Kim, D.J.; Jelic, T.; Woo, M.Y.; Heslop, C.; Olszynski, P. Just the facts: Recommendations on point of care
ultrasound use and machine infection control during the covid-19 pandemic. Can. J. Emerg. Med. 2020.
[CrossRef]

22. Lichtenstein, D. Novel approaches to ultrasonography of the lung and pleural space: Where are we now?
Breathe 2017, 13, 100–111. [CrossRef] [PubMed]

23. Via, G.; Storti, E.; Gulati, G.; Neri, L.; Mojoli, F.; Braschi, A. Lung ultrasound in the icu: From diagnostic
instrument to respiratory monitoring tool. Minerva Anestesiol. 2012, 78, 1282–1296.

24. Anderson, K.L.; Fields, J.M.; Panebianco, N.L.; Jenq, K.Y.; Marin, J.; Dean, A.J. Inter-rater reliability of
quantifying pleural b-lines using multiple counting methods. J. Ultrasound Med. 2013, 32, 115–120. [CrossRef]

25. Bobbia, X.; Chabannon, M.; Chevallier, T.; de La Coussaye, J.E.; Lefrant, J.Y.; Pujol, S.; Claret, P.G.;
Zieleskiewicz, L.; Roger, C.; Muller, L. Assessment of five different probes for lung ultrasound in critically ill
patients: A pilot study. Am. J. Emerg. Med. 2018, 36, 1265–1269. [CrossRef] [PubMed]

26. Koratala, A.; Ronco, C.; Kazory, A. The promising role of lung ultrasound in assessment of volume status for
patients receiving maintenance renal replacement therapy. Blood Purif. 2020. [CrossRef] [PubMed]

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1007/s00134-012-2513-4
http://dx.doi.org/10.1016/S2213-2600(14)70135-3
http://dx.doi.org/10.1213/ANE.0b013e3181e7cc42
http://dx.doi.org/10.1186/1465-9921-15-50
http://dx.doi.org/10.1016/j.ultrasmedbio.2020.01.014
http://www.ncbi.nlm.nih.gov/pubmed/32063393
http://dx.doi.org/10.1007/s11684-020-0765-x
http://www.ncbi.nlm.nih.gov/pubmed/32212058
http://dx.doi.org/10.1007/s00134-020-05996-6
http://www.ncbi.nlm.nih.gov/pubmed/32166346
http://dx.doi.org/10.1002/jum.15284
http://www.ncbi.nlm.nih.gov/pubmed/32198775
http://dx.doi.org/10.1378/chest.14-2608
http://dx.doi.org/10.1378/chest.07-2800
http://dx.doi.org/10.1148/radiol.2020200230
http://dx.doi.org/10.1016/j.ajem.2006.02.013
http://dx.doi.org/10.1109/TUFFC.2018.2885955
http://dx.doi.org/10.1017/cem.2020.364
http://dx.doi.org/10.1183/20734735.004717
http://www.ncbi.nlm.nih.gov/pubmed/28620429
http://dx.doi.org/10.7863/jum.2013.32.1.115
http://dx.doi.org/10.1016/j.ajem.2018.03.077
http://www.ncbi.nlm.nih.gov/pubmed/29650397
http://dx.doi.org/10.1159/000505529
http://www.ncbi.nlm.nih.gov/pubmed/31940637
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Conclusions 
	References

