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Dear Editor,

We read with extreme interest the article by Meier-Schroers
et al. (Meier-Schroers et al. 2018). This is a pretty well-done
study with a few interesting points to discuss:
Meier-Schroers et al. mentioned all MRIs were
anonymised in the first reading session. However, LDCTs
were correlated with MRIs in the second reading indicat-
ing that LDCTs were read with knowledge of MRI findings.
As the readers were not blinded to both LDCTs and MRIs,
the study would be expected to have performance bias. This
is because the knowledge of a positive MRI would possi-
bly cause a reader to look harder to a positive result when
reading the LDCT, inflating the number of positive LDCT
results. This bias can be seen through the extremely high
sensitivity and specificity from the study. In addition, the
calculated positive and negative likelihood ratios for a pul-
monary nodule more than or equal to 6 mm can be as high
as infinite and as low as 0, respectively (Table 1), implying
MRI thorax can serve as a reference standard and can func-
tion as both screening and confirmatory tests for lung can-
cer screening. As the authors highlighted in the title of the
publication that this was the first screening round, we would
recommend that study radiologists be blinded to both MRI
and LDCTs in the consequent screening round(s) to avoid
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such bias. This will improve the validity of the study and
reliability of the test results.

We notice that only mean age of the studied population
was reported in the paper and no other demographic char-
acteristics. It is well-known that spatial and temporal reso-
lutions of the CT and MRI are affected by multiple factors
with body habitus being a significant difference between
European and Asian population. This will hence alter the
parameters of the CT (Menke 2005; Sigal-Cinqualbre et al.
2004) and pulse sequences of the MRI (Biederer et al. 2012).
Thus, the applicability of the low dose computed tomogra-
phy (LDCT) and magnetic resonance imaging (MRI) proto-
cols proposed in the paper in other countries, particularly in
Asian populations, is questionable.

It was reported that the incidence of bronchial carci-
noma diagnosed by lung cancer screening in the first year
was 3.4%. The MRI-based early recall rate was 13.8 with
74.2% cases being a false-positive baseline screening result.
The authors suggested MRI thorax can be an alternative to
LDCT thorax as a lung cancer screening modality with the
advantage that it obviates ionizing radiation exposure. How-
ever, we know that both LDCTs and MRIs tend to overcall
a lesion as evidenced by their high false-positive results
(Cieszanowski et al. 2016; Pinsky et al. 2017). This results
in unnecessary investigations and is not socioeconomically
effective. In addition, it may potentially cause harms (Ost
and Gould 2012). Further advancements of MRI are required
to reduce this high false-positive screening result.
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Table 1 Sensitivity (Sn),

S - Pulmonary Sn Sp PPV NPV AUC LR (+) LR (-)
specificity (Sp), positive
. . nodules
predictive value (PPV), negative
predictive value (NPV), area Solid nodules (mm)
under curve (AUC) as well as 45 69.3 96.4 91.0 85.8 0.829 193 0.32
calculated positive likelihood
ratio [LR (+)] and negative 6-7 95.2 99.6 95.2 99.6 0.974 238 0.05
likelihood ratio [LR (—)] of 8-14 100 99.6 92.3 100 0.998 250 0.00
MRI (Meier-Schroers et al. >15 100 100 100 100 1.000 0 0.00
2018) Subsolid nodules (mm)
<20 72.7 99.2 80.0 98.8 0.860 90.9 0.28
>20 - - - - - - -
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