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[ Abstract ] Pulmonary ground-glass opacity (GGO) has raised increasing attention of clinical oncologists and

thoracic surgeons in recent years. GGO appears as hazy increased opacity of lung, with preservation of bronchial and vascular

margins. GGO is less opaque than consolidation, in which bronchovascular margins are obscured. In most cases, GGOs are

indolent, while in other cases, they may grow malignant. This pattern makes it difficult to find a standard way to treat patients

with GGO. Moreover, with the improvement of technology, more and more GGOs are found in patients’ computed tomgraphy

(CT) scan, making it a global problem. In the literature, many clinicians have reported their findings on this topic from histo-

logic, radiologic and therapeutic perspectives. In this study, we reviewed the development on this topic in recent 10 years. We

hope our study can be helpful for clinicians to better understand this problem, collect more data in their clinical work and most

importantly, let evidence guide our future therapeutic choices.
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Tab 1 Classification and clinicopathological characteristics of GGO
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Type of GGO

Clinicopathological characteristics

Diffuse GGO
interstitial pneumonia);

(1) Acute dyspnea (including cardiogenic pulmonary edema, diffuse alveolar hemorrhage and acute

(2) Slowly progressive dyspnea (including nonspecific interstitial pneumonia, desquamative interstitial

pneumonia, lymphocytic interstitial pneumonia and radiation pneumonitis);

Crazy paving 1)
Mosaic attenuation 1) Patchy interstitial disease;

3) Occlusive vascular disease.
1) Aspiration;
2

3

Centrilobular GGO
Respiratory bronchiolitis;

(
(
(
(
(
(
(
(

)
)

3) Diffuse GGO in immunocompromised patients (pneumocystis pneumonia and viral pneumonias).

Pulmonary alveolar proteinosis.

2) Obliterative small-airways disease;

Subacute hypersensitivity pneumonitis;

(4) Metastatic pulmonary calcification;

5) Pulmonary cholesterol granulomas.

Persistent nodular GGO 1) AAH;

2) AIS and MIA.

2)
3) inflammatory disorders.

Reversed halo sign

(
(
(

Halo sign (1) Hemorrhagic nodules or masses;
(2) pulmonary infiltration by tumor;
(
(

1) Cryptogenic organizing pneumonia.

GGO: ground-glass opacity; AAH: atypical adenomatous hyperplasia; AlS: adenocarcinoma in situ; MIA: minimal invasive adenocarcinoma.
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