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Case Report  
 

Diffuse low grade glioma 
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Abstract Diffuse low grade gliomas of the cerebral hemispheres are typically diagnosed in young adults between 20-45 years old 

(mean 35 years of age).The initial treatment consists of debulking surgery, chemotherapy, and/or radiation therapy. 
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INTRODUCTION 
Glial cells are non-neuronal brain cells that have multiple 
roles in the nervous system, including participating in 

homeostasis, synapse transmission, neuronal support and 
protection. Gliomas are central nervous system (CNS) 
tumors arising from the glial cells. They are classified by 
the World Health Organization (WHO) based on grade 
and prognosis. Gliomas range from grade I tumors 
(pilocytic astrocytoma) that are non-progressive and 
hence have better prognosis, to grade IV tumors 
(glioblastoma multiforme) with the greatest 
aggressiveness and poorest prognosis. 
 
CASE REPORT 
26 years female patient presented with history of 2 
episodes of seizures, No numbness, weakness, nausea, 
vomiting or vision changes. 
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  Figure 3     Figure 4 

 

  
        Figure 5    Figure 6              Figure 7 

Legend 
Figure 1: A region of increased T2 signal involving left frontal region; Figure 2: On T1 coronal and t1 saggital images lesion appears iso to 
hypointense; Figure 3: Nonenhancement on post contrast image; Figure 4: Hyperintense on FLAIR; Figure 5: NCCT-nonenhancing low 
density lesion; Figure 6: MRS-low NAA peak,high choline; Figure 7: Histopathology -A hematoxylineosin stain of a typical World Health 
Organization grade 2 astrocytoma with increasedcellularity and pleomorphism. 
Histopathological evaluation of tumor tissue remains the standard method for diagnosis and classification of glioma 
 
FINDINGS: There is an abnormal poorly enhancing well 
defined intra-axial lesion in the left high frontal region 
with mild perilesional edema. Enhancing mural nodule is 
seen in lateral aspect of lesion. The lesion is seen as 
hypointense to gray matter on T1WI, hyperintense on 
FLAIR and heterogeneously hyperintense on T2WI, it 
shows mild restricted diffusion on medial aspect of the 
lesion. Lesion approximetly measures 4.1 X3.2X 2.8cm 
No evidence of necrosis, hemorrhage or calcification are 
seen in the lesion. Mild mass effect is seen in the form of 
effacement the sulci and loss of gray and white matter 
differentiation. MR spectroscopy shows high choline, 
creatine and lactate peaks with suppressed NAA 
peaks..On MR perfusion there is hypoperfusion in the 
lesion Contrast-enhanced T1-weighted image 
demonstrates an ill-defined nonenhancing mass in the left 
high frontal region. The lack of enhancement on the 
conventional MR image suggests a low-grade glioma Non 
contrast ct shows-illdefined, diffuse, non-enhancing low-
density region in left high frontal region. Imaging and 
spectroscopic findings are suggestive of low grade glioma 
 

DISCUSSION 
Diffuse astrocytoma typically arises in young adults, 
although they are also found in children and senior 
citizens. They may be found anywhere in the brain, but 
are most common in the cerebral hemispheres – the 
“thinking” part of the brain. As the name implies, the 
borders of a diffuse astrocytoma tend to grown into 
surrounding normal brain tissue. Seizures and headaches 
are very often the earliest signs of this tumor; weakness 
on one side of the body (hemiparesis) is also common. 
depending on the size of the lesion and its location other 
features are associated. These tumors represent a unique 
challenge because most patients will survive a decade or 
more and may be at a higher risk for treatment-related 
complications. Diffuse astrocytomas can be graded in 
according to histological features, cellular atypia,mitotic 
activity, microvascular proliferation, necrosis typically 
with perinecrotic palisading Astrocytic 
tumours are primary central nervous system (CNS) 
tumours. They arise from astrocytes and are the most 
common glial tumour. 
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They can be divided into those that are diffuse in growth 
and those that are localized 
 Diffuse 

 Low-grade astrocytoma: WHO grade II (10-15% 
of astrocytomas) 

 Gemistocytic astrocytoma 
 Anaplastic astrocytoma: WHO grade III (25% of 

astrocytomas) 
 Glioblastoma: WHO grade IV (50-60% of 

astrocytomas) 
 Giant cell glioblastoma: WHO grade IV (rare) 
 Gliosarcoma: WHO grade IV (rare 

Localised 
 Pilocytic astrocytoma: WHO grade I 
 Pilomyxoid astrocytoma: WHO grade II 
 Subependymal giant cell astrocytoma: WHO 

grade I 
 Pleomorphic xanthoastrocytoma: WHO grade II 

Low-grade gliomas are generally characterized by a 
relatively low concentration of N-acetylaspartate (NAA), 
high mI:cr ratio,high choline and lactate peaks. MRS is a 
helpful method for detection of glioma regions with 
aggressive growth or upgrading due to favorable 

correlation of the choline and NAA levels with 
histopathological proliferation index Ki-67. Thus, 
magnetic resonance spectroscopy is also a suitable 
method for the targeting of brain biopsies. 
 
CONCLUSION 
Low-grade astrocytomas are slow-growing and well-
differentiated tumours, although there is a tendency for 
malignant progression that is often refractory to surgical 
treatment, chemotherapy or radiation therapy.  
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