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Introduction
Differentiating causes of diffuse ground-glass opacities in the acute setting is a challenge often faced by the on call Radiologist, with a broad differential Diffuse Ground-glass onh acute CT

that includes both acute pathologies such as pulmonary oedema and haemorrhage but also a broad spectrum of infective and inflammatory causes.
Understanding key distinguishing features and grouping these into broad categories allows simplification of this task and aids in providing a clinically

useful differential. Clinical history, particularly that of an unwell or immunocompromised patient remains key.
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