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Abstract  
 

Introduction: Miliary dissemination of adenocarcinoma is a rare, aggressive, and often terminal form of metastasis 

characterized by countless tiny (millimetric) nodules spreading throughout the lungs, mimicking miliary tuberculosis. It 

affects less than 5% of all lung adenocarcinomas. The aim of this study is to present a case of miliary disseminated 

adenocarcinoma originating from the lung with all diagnostic requirements. Materials and Methods: A 57year old male 

patient with 80-pack year smoking status admitted for invasive diagnostics in our clinic between (22.10.2026-29.10.2026) 

due to x-ray showing miliary disseminated lung infiltrates and pleural effusion. Results: The light criteria of the pleural 

effusion showed exudate with high LDH values highly suspected of malignancy. Contrast enhanced CT was scheduled and 

it showed multiple miliary disseminated infiltrates, mediastinal and hilar lymphadenopathy. Liver and adrenal gland 

metastases were also noted. Bronchoscopy with TBB from the branch of the right upper lobe, together with TBNA from 

position 7 and 11R, both came positive for adenocarcinoma. Immunohistochemistry was positive in 50% of ROS1; TTF1; 

CK7; CEA; and negative on CK20; EGFR, ALK, PDL1 confirming primary adenocarcinoma of the lung. Additionally, the 

patient was presented on tumor bord for treatment options and staging being T4N3M1c2. Conclusion: Miliary 

disseminated adenocarcinoma is aggressive and usually diagnosed late. Immunohistochemistry can provide an exact origin 

of the malignant disease.  
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INTRODUCTION 
Lung adenocarcinoma, a subtype of non-small 

cell lung cancer, is particularly common among 

nonsmokers and women. According to the Global Cancer 

Statistics report from 2020, lung cancer remained the 

most common type of cancer death worldwide, with 

approximately 1.8 million deaths [1]. Miliary 

dissemination of adenocarcinoma is a rare, aggressive, 

and often terminal form of metastasis characterized by 

countless tiny (millimetric) nodules spreading 

throughout the lungs, mimicking miliary tuberculosis. 

[2]. It affects less than 3% of all lung adenocarcinomas. 

It is characterized with innumerable small (1-3mm) 

nodules diffusely throughout both lungs. It can be easily 

misinterpreted as lesion from infective origin 

(tuberculosis, fungal infections (e.g., histoplasmosis)), or 

granulomatous disease (sarcoidosis and 

pneumoconiosis), with TB being the usual suspect due to 

the global burden, even though in our case the patient did 

not origin from an area with high prevalence of TB. 

Miliary dissemination of adenocarcinoma being rare was 

not fully excluded in our case considering that our patient 

did not come from a high prevalent area for the TB and 

he had a smoking history of 80-pack years. [3,4,7]. It is 

also highly linked with an EGFR mutation. [5,8,9]. 

However, if it happened in setting or area with high 

prevalence of TB, it should never be excluded as a 

secondary diagnosis, especially if the patient had a long 

smoking history or other related risk factors. [6]. 

 

The aim: This case report highlights the awareness for 

malignant disease of the lung presenting itself with an 

unusual pattern. It also presents adenocarcinoma 

originating from the lung and all diagnostic requirements 

for confirming it. 

 

MATERIALS AND METHODS 
A 57year old male patient with 80-pack year 

smoking status admitted for invasive diagnostics in our 

clinic between (22.10.2026-29.10.2026) due to x-ray 

showing miliary disseminated lung infiltrates and pleural 

effusion. During the hospital stay he underwent analysis 
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of basic blood work and serology, further imaging 

methods, TBB and TBNA, histopathological and 

molecular analytical diagnostics  

 

 

 

 

 

 

4. RESULTS 
4.1 Clinical Presentation:  

The patient complained of fatigue, weight loss 

and chronic cough. The symptoms were present for 2-3 

months before hospitalization. Before coming to our 

institution, he was examined in a local secondary center 

where an x-ray was performed showing miliary 

disseminated lung infiltrates (disease) and left sided 

pleural effusion (Figure 1, 2).

 

  
1                                                                             2 

Figure 1,2: A chest x-ray with frontal (1) and lateral (2) view showing miliary disseminated lung disease, hilar 

lymphadenopathy and left sided pleural effusion 

 

His medical history revealed a smoking history 

of 80-pack years, no professional exposure due to having 

an office work occupation. Comorbidities were Type 2 

Diabetes Mellitus with insulin substitution therapy, 

hypertension and hyperlipidemia all treated with chronic 

therapy accordingly. Other anamnestic data was 

unremarkable. Auscultation noted disseminated diffuse 

crackles on the lungs and physical examination of the 

abdomen noted hepatosplenomegaly. Both of these 

clinical finding can be consistent with TB as well as 

miliary disseminated malignant disease.  

 

4.2 Contrast enhanced CT  

showed diffuse miliary randomized 

dissemination of infiltrates subpleural and peri broncho 

vascular. Extensive mediastinal lymphadenopathy. Left 

sided pleural effusion (Figure 3, 4). On the proximal 

caught parts of the abdomen, mild ascites was noted 

around the liver, hepatomegaly and multiple infiltrates 

on the liver and the adrenal glands. The final comment 

of the radiologist was that this case can still go both ways 

being infective or malignant because no venous phase 

contrast was done to differentiate the abdominal finding 

since this was a lung protocol CT. 

 

   
3                                                                           4 

Figure 3,4: Contrast enhanced CT showing multiple infiltrates of the parenchyma (3) and mediastinal and hilar 

lymphadenopathy with pleural effusion (4) 
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4.3 Serology and lab findings:  

An infective disease specialist was consulted to 

eliminate any infective origin of the disease and he 

initiated serology, PCR and cultures for TB and all other 

infective pathogens who can cause this pattern but all 

came negative. Additionally, blood work showed 

elevated d-dimer and positive tumor marker response to 

CA-19-9; CA-72-4 and CYFRA21. The light criteria of 

the pleural effusion were consistent with exudate. 

 

4.4 Abdominal ultrasound  

showed ascites in the abdominal and pelvic 

cavities and multiple focal changes in the liver most 

consistent with secondary metastatic deposits. Other 

ultrasound findings of the abdomen and pelvis were 

unremarkable. 

 

4.5 Invasive diagnostics: 

 Since the diagnostic pattern moved towards a 

malignant disease path a bronchoscopy was scheduled 

which showed: No intra-bronchial infiltrates until 

subsegments. Mild compression on the left lower 

bronchus due to pleural effusion. Transbronchial 

biopsies were taken from both sides and Transbronchial 

needle aspiration from glands 7 and 11R.  

 

4.6 Histopathological findings: 

The biopsy confirmed lung tissue infiltrated 

with glandular malignant tissue most consistent with 

adenocarcinoma as well as the Cyto-block came positive 

for malignant cells. In order to differentiate primary 

origin or secondary immunohistochemistry was 

performed on the tissue samples as well. 

Immunohistochemistry on the malignant cells was 

positive in TTF1; CK7; CEA; and negative on CK20. 

50% of the cells were positive of ROS1 protein and 

negative to EGFR, ALK, PDL1 related proteins 

confirming primary adenocarcinoma of the lung.  

 

4.7 Aftermath:  

Additionally, the patient was presented on 

tumor board for treatment options and staging being 

T4N3M1c2 associated with poor prognosis. However, 

his ECOG score was 1 and KPS was 90. A decision was 

made to start initial oncologic treatment and additional 

molecular examination using NGS methods for a more 

targeted approach. During the hospital stay a psychiatrist 

was consulted due to present anxiety from prolonged 

hospital stay and unfavorable diagnosis. Oncologic 

treatment was initiated with 1st line oncologic treatment 

right after the hospitalization. Sadly, the patient passed 1 

month after the confirmation of the diagnosis. 

 

DISCUSSION 
This case highlights the clinical presentation of 

a malignant disease with a pattern most consistent with 

other disease especially TB. [2,3,4,7]. Even though TB 

is still present in our region, luckily not being a medical 

burden, it was still needed to exclude it and consider it in 

our diagnostic pattern. [10,11,12].  This is all as noted 

ruled out with serology, lab findings and cultures. [13]. 

The methods used for invasive diagnosis being TBB and 

TBNA have moderate diagnostic yield, but in our case, it 

was sufficient and the guidelines recommend doing it 

before other methods with higher yield. [14,15] The 

immunohistochemistry was used to confirm site of origin 

of the malignant disease and give us a look to the cancer 

genome that we are dealing with. [16]. Our case being 

EGFR negative is consistent with worse prognosis then 

EGFR positivity in this type of radiological presentation 

with median survival of 1-3 months of starting the 

diagnostic procedures. [17].  ERS latest guidelines for 

non-small cell lung cancer staging recommend multiple 

specialties tumor board presentation in advanced disease, 

experimental approach with new therapeutic modules 

and end of life care due to poor prognosis in general. 

[18].  Additionally, clinical reviews show that standard 

systemic chemotherapy does not go beyond twelve 

months survival. [2].  Favorable genetic mutations in 

EGFR, ALK can increase survival with Tyrosine kinase 

inhibitor (TKIs) to well past a year to several years. [2]. 

However, our case not being such had an unfavorable 

conclusion [17].  Also to note is that all these advanced 

therapeutic modules (like the 2nd and 3rd generation 

TKIs) are not fully available in all parts of the world. [19] 

 

CONCLUSION 
Miliary disseminated adenocarcinoma is 

aggressive and usually diagnosed late. Multimodal 

investigation including high-resolution imaging, targeted 

biopsy, Immunohistochemistry can provide an exact 

origin of the malignant disease. Early recognition of a 

miliary pattern as a possible manifestation of metastatic 

adenocarcinoma is important in patients with risk factors. 

While treatment options are scarce some improvements 

and responses are noted in new and upcoming clinical 

trials. However, prognosis in general still remains poor.  
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