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INTRODUCTION

e Structured reviews help authors
e appreciate the major points
regarding the submitted
manuscript
* address concerns raised by
reviewers in a point-by-point
manner



INTRODUCTION

e Structured review: components
» General comments
 Specific comments



RAD-11-2007 "Lesions of the biceps pulley: Diagnostic accuracy of MR arthrography of the shoulder and
evaluation of established and new diagnostic criteria.”

Seneral comments:

Summary:

This retrospective study uses three reviewers to independently evaluate 28 patients with biceps pulley lesions,
and 38 controls with normal biceps pulley, by assessing eight signs on MR arthrography at 1.5T and 3T,
including a novel ‘displacement sign’, using an arthroscopic gold standard. The authors also analyze two sub-
cohorts of the controls: pts with and without abnormalities of the rotatorinterval. They demonstrate good intra-
and inter-rater agreement, and conclude that MR-A is accurate in diagnosing pulley lesions, with approximately
83% sensitivity and 94% specificity, and that the displacement sign, discontinuity of the SGHL, and
tendinopathy of the LHBT are the most accurate signs. Presence of abnormalities in the rotatorinterval
minimally decreased the specificity of MR-A in dx of pulley lesions.

Strengths:

1. Well-designed study with control arm and arthroscopic gold standard.

2. Independent observer image analysis with intra- and inter-rater assessment.

3. Presentation of anew signto assist in dx of pulley lesions, which the authors prove to be of high
sensitivity and specificity.

VWeaknesses:

1. Retrospective design, meaning that surgeons were not blinded to MR findings.

2. Inclusion of unknown number of cases from two MR platforms (1.5 and 3T) which could make
confirmation of authors’ findings difficult, esp at 1.3T.

3. Uncertain role of the ‘'supplementary material’ in the M3.

Implications for patient care:
These are, as written, very similar to Advances in Knowledge. Suggest that the authors re-read the
‘Instructions to Authors’ and re-address.

Specific comments:

Ahstract.
1. Sugaest including in the Abstract that both 1.5T and 3T platforms were used.




SPECIFIC COMMENTS
Consists of

» Review of each section of
manuscript
e List concerns or disagreements

with statements made
» must provide specific reasons



SPECIFIC COMMENTS
Headings

o Title

 Abstract and keywords

e |Introduction

» Materials and methods

* Results



SPECIFIC COMMENTS
Headings

e Discussion

* References

 Tables

e |llustrations (including legends)



pecific comments:

Abstract:

1. Suggest including in the Abstract that both 1.5T and 3T platforms were used.

2. The 'supplementary material’ is not included in the Abstract (or Discussion). This data should either be
part of the whole paper, orbe deleted. | favourthe latter.

Introduction:

3. The authors do not mention the transverse humeral ligament which admittedly many authors consider an
extension of the subscapularis tendon. It may be worth clarfying that this structure, although not part of the
intra-articular pulley, does serve as an extra-articular anchor to LHBT.

4 The authors should consider adding the CHL to figure 1 (an otherwise excellent figure), as it represents
an important part of the pulley.

3. Wieshaput et al (authors’ ref # 14) also refers to ‘extra-articular contrast collection” as one of the MR
findings of LHBT pulley lesions. Does this reflect a tear in the rotatorinterval? The current authors don't
mention this in the Intro of Discussion as a useful sign.

Materials and Methods:

3 How many cases were performed at 1.5T and how many at 3T? Were any differences noted between
the platforms?

7. The authors stated that they used the ‘anterior approach’ for MR-A, but should probably specify, given the
nature of the study, that they did not use the common rotatorinterval approach forinjection.

8. | am surprised that the spatial resolution was the same at 1.3 and 3T in this retrospective study. Why
didnt the authors increase the through plane and in-plane resol’'n at the higher field strength?

9  MNeed torecord ETL for TSE sequences, and NSA forall.

10.  The acceptedterminology | believe would be ‘oblique coronal’ rather than para-coronal if that is the
authors’ intended meaning. Same for ‘para-sagittal’.

11.  In terms of cntena for diagnosing LHET tendinopathy, the authors state they made the dx *....if changes
in diameter and/orincreased signal were seen’ (page 2, lines 32-4). Mot only are these criteria somewhat
arbitrary, but with the short TE sequences for MR-A, significant magic angle artifact would be expected to
spuriously increase signal in the tendon, depending on plane of section and course of tendon. Could the
authors please comment?



Results

13.  In the ‘Arthroscopy’ section, the authors refer to the Habermeyer classification, without referring to Table
1where it i1s explained.

14, Why did the authors not exclude the 2/80 cases in which the image quality was rated as ‘poor'?

Discussion:

153, Wrong syntax for page 13, line 8: ‘disclose’ should be "exclude’.

16.  Same for 'Conclusion’: MR arthrography is ‘objective??

17.  Given point#6 above, dothe authors have any advice about whether 3T is a better platform for MR-A in
diagnosing these pulley lesions? Could readers with only 1.5T systems expect similar diagnostic performance,
as that reported in this M3, using the authors signs?

18.  If tendinopathy is as highly sensitive and specific as the authors indicate, and doesn't require MR-A to
diagnose, does this, in the authors’ opinion, diminish the need for MR-A"

References:
19, The authors might want to consider adding Gaskill et al Arthroscopy 2011; 27: 336-67, an excellent
review of rotator interval pathology.

Figures:
20, The authors indicate in M and M that fat-suppression was used forthe T1 weighted images, however
none of the figures appear to show fat suppression.”



SPECIFIC COMMENTS
ldentify

 Important but missing items
 Contradictory statements

e Reviewer’s own limitations
e |.e. be honest!



RAD-10-2136 "Magnetic Resonance Imaging Findings and Clinical Features in Localized Scleroderma.”

Seneral

1. The manuscrpt is not formatted in accordance with Radiology Publication Information for Authors.

Introduction

2. Most radiologists think of scleroderma in terms of systemic scleroderma (systemic sclerosis). They are
aware of the musculoskeletal characteristics of cutaneous calcification, bone resorption, contractures, etc.,
seen in patients with systemic disease; however, they are not aware of the localized forms of the disease. The
educational value of the manuscript would be improved if the Introduction_included a brief explanation of the
rheumatological classification of the systemic scleroderma, defining both the diffuse and localized forms. It
would be important to use an accepted classification and that used by the American College of Rheumatology
15 recommended.

3. Itis alsoimportant to explain to the reader in the Introduction why the MR imaging of localized
sclerodermais important. Without this, why would one think the manuscript is worth reading?

4. The specific purpose of the manuscript needs to be definitively stated in the Introduction. Radiology
Fublication Information for Authors specifically states that the final paragraph of the Introduction should clearly
state the hypothesis and purpose of the study in a fashion similar to the Purpose statement in the abstract.

Methods

Should this section be titled Methods and Patients or Methods and Matenals?

(]

[y ]

Page 4, line 14: The term “deep LS" is not defined and the reader does not know what this refers to.

7. Ofthe five types of juvenile localized scleroderma described inthe authors’ reference 11 which follows
the use of the term “deep LS,” none are designated as “deep LS.” Terminclogy needs to be precise and
consistent.




Methods
5. Should this section be titled Methods and Patients or Methods and Materials?
6. Page 4, line 14: The term “deep LS" is not defined and the reader does not know what this refers to.

7. Ofthe five types of juvenile localized scleroderma described inthe authors’ reference 11 which follows
the use ofthe term “deep LS." none are designated as “deep LS." Terminology needs to be precise and
consistent.

8. Page 4 line 26: Competency is assumed on the part of the dermatologists participating inthe study. The
credentials are not required.

9 Page 4 line 34: Eosinophilic fasciitis is not listed in the classification scheme of the authors reference 11.
Ithink a discussion of eosinophic fasciitis as a vanant of localized scleroderma is beyond the scope of the
current manuscript and should be deleted. While the two entities have some similar imaging features, the
American College of Rheumatology classifies easinophic fascitis as a scleroderma-like disorder. Certainly, the
rheumatologists | work with would agree with this and would note that there are several distinctions between

the two entities, not the least of which is the penpheral eosinophilia. Eosinophilic fasciitis has been addressed
by a number of prior publications in imaging journals. it would seen to confuse many to include it here as part of
localized scleroderma.

10. MR imaging: How many diagnostic MR imaging sequences were acquired for each patient? It seems
there were only three: axial STIR, axial T1 or GRE and axial fat-suppressed enhanced T1. Is that correct?

11.  Page 3, paragraph 1: Joint contracture is noted as one of the features assessed clinically. The
assessment of joint contracture is not included in the imaging protocol orinthe Results. It should be excluded
from the Methods section unless completely evaluated.

12.  Page 5, paragraph 1: Greater detail on the determination of the Lo55! score should be included.

13. Page &, line 3: Aswith the dermatologists, competence is assumed on the part of the radiologists and
their experience need not be included.




Statistical reviewer

RAD-11-1714. entitled "Magnetic Resonance Imaging of Osteoradionecrosis of the Upper Cervical Spine
Following Radiotherapy for Head and Meck Cancer: Differentiation from Recurrent or Metastatic Disease

zeneral Comments

(1) P-values of "0.000" should be listed as "&It; 0.001". P-values between 0.01 and 0.99 can be rounded to two
digits after the decimal place.

(2) Given the sample size, percentages presented in the Results section (e.g. 10.26%) can be rounded to the
nearest whole percentage point (e.g. 10%).

Specific Comments

Abstract:

(3) It would be reasonable to state that 35 patients (not 39) were included in this study as having met the study
eligibility critena with a diagnosis of ORM or recurrence via follow-up studies or biopsy. The 4 patients who
were excluded do not contribute much information to this study or manuscnpt.

Matenals and Methods:

Patient Enrollment and Grouping:

(4) Second sentence: List how many patients had undergone irradiation for head and neck cancer. Specifically
of interest is the number of such patients who had a follow-up image, but did not have evidence of recurrent
tumor or ORM. If the number of patients were substantial, it would be worth considering presenting some basic
descrptive information about this third group.



statistical Analysis:

{3) 'Independent t-test’ would be more accurately descrbed as a two-sample t-test (or Student’s t-test). VWere
equal or unequal vanances assumed? Several factors in Table 1 appear to differ in the vanability by group.

(6} In the results section, the authors summarize the survival characteristics of patients in this study. it would be
useful to define the period of time forwhich survival was considered, as some survival data were censored
and/orthe patients may have died elsewhere. For example, the authors might consider providing a 5-year
survival rate post-RT treatment. Altemnatively, the survival charactenstics may be more usefully descnbed with
Kaplan-Meier survival curves {with time-since-RT as the starting point).

Results:

(7} The authors present the survival rate in the ORM group as 17/20. This is incorrect as they do not have
survival information on 2 patients ie.g. due to censoring). Also, it's often conventional to present follow-up
times as medians in lieu of means.

Discussion:

(8} In the limitations paragraph: it is sufficient to state that because the sample size was small, the authors
were not able to adjust the comparisons for any confounding factors. Discussion of logistic regression or
multicollinearty is not necessary.

Table and Figures:

(9} Table 1: Please provide ranges forthe follow-up period and total RT dose.

(10) Table 1: Under symptoms it is noted that 5 patients in each group were asymptomatic. How/when were
these patients identified? As a part of routine imaging surveillance?

i(11) Table 2: Please provide column-based percentages for each category.

(12) Table 2: An asterisk indicating the footnote should be added to the 'P value’ column.

(13) Tahle 2: The footnote indicates that a Pearson Chi-Squared test was utilized, but the Statistical Methods
section notes that in some cases a Fisher's Exact test was used. Was Fisher's Exact test used for any factors
inthis table?



EDITOR & REVIEWERS
Editorial decisions

e Selection of reviewers’

comments are sent to author

— numbered

— edited

Aim Is to help author improve
manuscript - regardless of outcome



Decision notice

RAD-11-0914 - RADIOLOGY Decision Notice




SUMMARY

* Reviews are ideally structured

 Specific comments

— list each area of concern precisely
 WIith supporting reasons

— I1dentify missing items
— point out contradictions
e AIm to Improve manuscript



