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Abstract: Oligodendroglioma is a rare form of primary brain tumor, accounting for about 2-5% of intracranial tumors, being 
more common in adult males but rare in children, accounting for about 1-2% of all primary brain tumors in children. It 
originates from oligodendrocytes or glial precursor cells and exhibits infiltrative and slow growth. They can be classified in 
two grades (Grade II and Grade III), where Grade II are low grade tumors and have tumor cells that grow slowly and invade 
nearby normal tissue, and Grade III are malignant and have rapidly growing tumors. It has low growth and 50-80% of cases 
first symptom is seizures. A seizure is a symptom that requires a rapid solution usually requiring empirical treatment at the 
initial time to cease seizures and promote some well-being for the patient's routine. Seizures can cause a lot of damage to the 
patient's life, especially if the patient is a child who does not know what to do and what to do. Depending on the intensity and 
frequency of seizure episodes, the patient may experience fractures with falls, may suffer discrimination and prejudice at 
school. The causes behind refractory epilepsy are diverse, so whenever a patient is found to be refractory to drug treatment, the 
origin of seizures should be investigated early, it is not enough to stop at empirical treatment. 
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1. Introduction 

Olingodendroglioma is a form of primary brain tumor, more 
common in adult males, in recent studies show that 
oligodendrogliomas represent about 2-5% of all intracranial 
tumors, being rare in children, 1-2% of the cases.[1] 
Characterized by growth infiltrative and slow, originate in the 
oligodendrocytes, nerve cells lining the neurons providing 
electrical insulation, their histogenesis is still uncertain, but 
seems to be linked to deletion of the arm p of chromosome 1 in 
83% cases, deletion of the q arm of the chromosome 19 in 72%, 
and both deletions in 69% cases. There was no significant 
difference in the absence of 1p / 19q in low- and high-grade 
oligodendrogliomas, presents an indolent course and a good 
prognosis when compared to other glial neoplasias. [2-3] 

Oligodendrogliomas are grouped in two grades: 1. Grade 

II - oligodendrogliomas are low-grade tumors. This means 
the tumor cells slowly grow and invade nearby normal tissue. 
In many cases, they have not been diagnosed. 2. Grade III - 
oligodendrogliomas are malignant (cancerous). This means 
they are fast-growing tumors. They are called anaplastic 
oligodendriogliomas. [4] 

Because of their diffusely infiltrating nature, 
oligodendrogliomas cannot be completely resected and are 
not curable by surgical excision, in the most of cases, but 
compared to the more common astrocytomas, they are 
slowly growing with prolonged survival, and had a good 
prognosis, your indolent nature and the potential 
morbidity associated with neurosurgery, chemotherapy 
and radiotherapy contribute to the neuro-oncologists to 
decide initially pursue a course of watchful waiting and 
treat empirically patients symptomatically with 
anticonvulsants for seizures and steroids for brain swelling. 
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[5-7] 

Oligodendrogliomas, like all other infiltrating gliomas, 
have a very high rate of recurrence and gradually increase 
in grade over time. Recurrent tumors are generally treated 
with more aggressive chemotherapy and radiation therapy. 
Recently, stereotactic surgery has proven successful in 
treating small tumors that have been diagnosed early. 

2. Case Report 

E.S., female, 33 years old, ballet teacher, at 11 years old 
developed epilepsy, seizures occurred at night, during sleep 
she screamed, urinated and presented chorea, 3 times per 
week, at 13 years old began have wakefulness aura-preceding 
seizures: dyspnea, tachycardia and deja vu; without sphincter 
loss, but losing consciousness and absence crisis, began use 
fenoprofen due post-ictal headache and phenytoin, also 
started depression, with several suicide attempts and 
mutilation, due prejudice in school. Between 16 and 18 years 
old, followed non-periodically with a neurologist, using 
carbamazepine, phenytoin, phenobarbital and diazepam, 
without improvement, became pregnant and only taken 
phenobarbital, seizures were less frequent, with the same 
amount of absence crisis, that was up to the 30th week due 
frequent seizures, when worsened in intensity and frequency 
with complete sphincter loss and weight loss, taking 
medications prior to pregnancy, sought another neurologist, 
done MRI of the brain: with nodular image in the lower 
portion, located in the right temporal lobe, next to the inferior 
temporal gyrus and exerting a compressive effect on the head 
of hippocampus, diagnosed as oligodendroglioma, referred to 
the neurosurgery, made a video-EEG, confirming tumor, 
proceed right temporal lobectomy, forwards to the oncology 
service, without chemo or radiotherapy, between 2004 and 
2012, there was considerable seizures decrease, 1 per month, 
and also absence crisis decrease, with episodes of immediate 
memory loss, in regular use of phenytoin, during follow-up, 
seizures returned in the same intensity and frequency before 
surgery, was attended by another neurologist, prescribed 
valproic acid, phenytoin, obtained the right to consult with 
the neurologist who operated on after a court decision, kept 
only carbamazepine, new video-EEG: migration of the 
convulsive focus to the left side of the brain, the vagal 
pacemaker was implanted in June 2014, with significant 
improvement, reports also episodes of aura 2-3 times per 
weeks without seizures, without improvement of absence 
crisis or immediate memory loss. 

3. Discussion 

Oligodendroglioma is a rare form of brain tumor, 
represents about 1-2% of all primary brain tumors in 
children, originate on oligodendrocytes or in precursor glial 
cells, had low growth and 50-80% of cases first symptom is 
seizures, other symptoms are headaches, problems with 
thinking and memory, weakness, numbness, or problems with 
balance and movement. 

The tumors, because have a indolent growth and the 
benign character, can be follow with periodic medical check-
up in patients that have response with medication for the 
symptoms, like anticonvulsants for the seizures and steroids 
for the brain swelling, without neurosurgery. 

In our case, was tried a several medication treatment, using 
four medications at the same time for years, without 
improvement, when a new neurologist decide to proceed with 
a MRI, trying in this way to discover a primary cause for the 
symptoms, diagnoses an Oligodendroglioma and proceed 
finally to a neurosurgery. 

Our patient be almost asymptomatic for 8 years, when the 
seizures returned in the same in the same intensity and 
frequency before surgery, one more time, because the 
bureaucracy of Brazilian healthy system, she was attended by 
another neurologist instead of the same one who operated it, 
who tried again a drug treatment, without improvement, only 
then being referred to the neurologist who operated it, which 
attempted again an empirical drug treatment, without 
improvement, only then was referred to the neurologist who 
operated it, who again sought the primary cause for the 
symptoms, in addition to maintaining the empirical treatment. 

4. Conclusion 

The causes behind refractory epilepsy are diverse, so 
whenever faced with a patient refractory to drug treatment, 
should be investigated early, in order to find the primary 
cause for the symptoms, the idiopathic form should be a 
diagnosis of exclusion, but the fact that it does not have a 
definite primary cause should not delay the beginning of the 
empirical treatment, aiming above all for a better quality of 
life to the patient, which should be the main goal to be 
achieved in medical care. 

We must always remember that when a person is sick, it 
does not only affect the sick person, it affects the entire 
family and can affect a community, when there is no 
educated population, creating a prejudiced environment, not 
only physically impairing the patient, but can also cause 
serious psychiatric damage, and may have tragic outcomes 
such as suicide, so we must be aware not only of the physical 
demands but also of how the process of becoming ill is 
affecting our patient mentally. 
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