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Inadequate Treatment of Glioblastoma
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Abstract

a brain CT scan was done showing the presence of a tumor
change front-temporally right (Figure 1).

In addition to maximum tumor removal by surgery,
treatment of brain glioblastoma requires mandatory
continuation of oncological treatment. In the event of
non-application of oncological treatment, the tumor
recurs within a few months. Below is an overview of two
patients who, despite the established pathohistological
glioblastoma diagnosis, refused to continue with
oncological treatment.
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Introduction
Oncological treatment consists of the application of
radiation therapy and chemotherapy. Recently, Temodal has
been frequently used to prolong the tumor recurrence period
[1]. In the case of non-application of oncological treatment,
the tumor recurs within a few months. The application of
oncological treatment has enabled the prolongation of
patients’ lives for several months, in some cases even for
several years [2].

Figure 1: A Brain CT scan was done showing the presence of
a tumor change front-temporally right.
Admitted at the Neurosurgery Clinic on 17 March 2014,
brain MRI performed. Prepared for the surgery that was
performed on 20 March 2014. Postoperative course normal,
neurology in regression. Control brain CT scan dated 24 March
2014 showed no signs of residue (Figure 2).

Combined arterial spin labeling and diffusion tensor imaging
metrics of enhanced lesion and related edema are valuable
noninvasive tools in differentiating residual/recurrent gliomas
from postradiation changes [3]. The type of surgical
intervention with respect to the length of survival was
compared revealing that those patients with a maximum
tumor reduction have a better prognosis than those in whom
only a biopsy was performed [4]. Only surgical treatments,
with maximum tumor reduction but without the follow-up
oncological treatment, do not yield satisfactory results, as
tumor recurrence occurs within a few months

Case Report
A 40-year-old patient due to the development of discrete
left-sided weakness, resulting from a normal health condition,

Figure 2: Control brain CT scan dated 24 March 2014
showed no signs of residue.
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PH finding: glioblastoma multiform. The patient refuses
oncological treatment. On 20 November 2016, a brain CT scan
was done showing the relapse of the described change (Figure
3).

Figure 3: A Brain CT scan was done showing the relapse of
the described change.
The patient was prepared and had a surgery on 25 June
2016. Postoperative condition normal, without neurology.
Control brain CT scan done on 27 June 2016, no residue
(Figure 4).

Figure 5: A Brain CT scan was done showing the presence of
a tumor change temporally right.
Admitted at the Neurosurgery Clinic on 15 May 2016 when
brain MRI performed (Figure 6).

Figure 6: When brain MRI performed.

Figure 4: Control brain CT scan done on 27 June 2016, no
residue.

He was prepared for the surgery that was performed on 20
May 2016. Postoperative condition stable, neurology in
regression. Control brain CT scan dated 26 May 2016 showed
no signs of residue (Figure 7).

A 52-year-old patient due to the development of left-sided
weakness, a brain CT scan was done showing the presence of a
tumor change temporally right (Figure 5).
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noninvasive method to differentiate low-grade from highgrade gliomas [5]. This includes the application of radiotherapy
and chemotherapy. As for radiotherapy, today's standard
"external beam radiotherapy" is the applied three-dimensional
conformal radiotherapy with a tumor dose of 60 Gy in 30
sessions, 2 Gy daily, five days a week [6]. Chemotherapy
implies the use of one of the following preparations
procarbazine, lomustine-CCNU, vincristine (PCV regimen),
Carmustine-BCNU, Temozolomide

Figure 7: Control brain CT scan dated 26 May 2016 showed
no signs of residue.
PH finding was glioblastoma multiformed. No oncological
treatment was performed. Due to the development of the
repeated left-sided weakness, on 6 August 2016, a brain CT
scan was performed showing signs of tumor change relapse
(Figure 8).

In a randomized Phase III study of the European and
Canadian trial, it has been clearly demonstrated that the
addition of temozolomide to radiotherapy, followed by six
adjuvant temozolomide cycles, provides a significant benefit
for survival [7]. From 1966 to 1975, Brain Tumor Study Group
compared a group of patients with only radiotherapy received
and patients who in addition to radiotherapy underwent BCNU
chemotherapy. The results showed that the survival time in
the group that received BCNU therapy increased from 14 to
about 35 months. Only adjuvant BCNU chemotherapy applied
showed a slight increase in total survival of 18.5 months [8].
The patient overview showed that in the case of nononcological treatment, glioblastoma relapse occurs within 3
months.

Conclusion
• In patients treated for glioblastoma, despite maximum
tumor reduction, non-application of oncological treatment
results in tumor process relapse within 3 months.
• Oncological treatment is a mandatory form of glioblastoma
treatment and should begin as soon as possible.
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Figure 8: A Brain CT scan was performed showing signs of
tumor change relapse.
The patient was re-operated on 14 August 2016
Postoperatively stable. Control brain CT scan dated 17 August
2016 showed no presence of residue.

Discussion
Following a pathohistological glioblastoma diagnosis, the
continuation of oncological treatment is mandatory. ElSerougy et al think that the combination of mean diffusivity of
the solid tumoral part and of the peri-tumoral region is a
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