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Clarifying the role of lung 
ultrasonography in COVID-19 
respiratory disease

In their CMAJ article, Thomas and col-
leagues1 describe a patient with pneumo-
nia associated with coronavirus disease 
2019 (COVID-19) in whom lung ultrasonog-
raphy showed “multifocal B-lines, pleural 
thickening and subpleural consolidation.” 
Based on these findings, the authors pro-
posed “that lung ultrasonography may be 
useful in the workup of patients with sus-
pected COVID-19, even though differenti-
ating between different causes of viral 
pneumonia is not possible.” These com-
ments require further clarification.

First,  the sonographic f indings 
described here are highly nonspecific:  
they are found not only in other viral 
pneumonias but also in nonviral pneumo-
nias and a wide spectrum of noninfec-
tious processes, including interstitial lung 
disease and acute respiratory distress 
syndrome (ARDS).2

Second and consequently, the nature 
of their patient’s sonographic findings 
must be further qualified, in particular the 

presence of multifocal B-lines. If by this 
term 3  or more B-lines per acoustic win-
dow is designated, an “interstitial” (or 
“alveolar-interstitial”) pattern is identi-
fied (whereas occasional B-lines, espe-
cially dependently, can be normal).3 How-
ever, if by this term a certain global 
distribution of interstitial pattern is desig-
nated, diagnostic implications follow: 
whereas a homogeneous interstitial pat-
tern favours cardiogenic edema, a hetero-
geneous interstitial pattern, particularly 
in combination with subpleural consoli-
dation, pleural thickening and reduced 
lung sliding, is consistent with pneumonia 
or ARDS.4 Presuming a heterogeneous 
interstitial pattern, this patient’s overall 
presentation suggests concomitant 
COVID-19 pneumonia and ARDS.

The findings on lung ultrasonography of 
COVID-19 respiratory disease appear to be 
nonspecific and likely are on par with similar 
non-COVID respiratory diseases; the need 
for microbiological confirmation remains. In 
general, lung ultrasonography in critical ill-
ness provides information that is probably 
best regarded as complementary to radiog-
raphy of the chest. The unique benefit of 

lung ultrasonography in the current context 
includes bedside feasibility, in particular 
when advanced chest imaging is unavailable 
or contraindicated for infection control.5
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