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Abstract
Although pleomorphic xanthoastrocytomas generally carry a fair prognosis, anaplastic transformation has
been identified in a subset of cases. We present the case of a patient with primary anaplastic pleomorphic
xanthoastrocytoma (APXA) that demonstrated rapid recurrence and diffuse leptomeningeal spread of
disease three months postoperatively, causing severe visual impairment and acute ischemic strokes leading
to death. We believe this is the fastest reported time to leptomeningeal dissemination and death from the
initial diagnosis. Through this case, we show how anaplastic features can have a highly variable biological
effect on disease progression. We believe earlier craniospinal imaging at the time of APXA diagnosis should
be pursued to manage disease progression more aggressively with currently recommended adjuvant
therapies.
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Introduction
Pleomorphic xanthoastrocytomas (PXAs) are an uncommon primary central nervous system neoplasm,
comprising >1% of astrocytomas [1]. They most commonly present as supratentorial nodulocystic tumors
and disproportionately affect children and young adults. Although they generally carry a fair prognosis,
anaplastic transformation has been identified in a subset of cases, though only rarely on initial presentation.
Here we describe the rapid progression of leptomeningeal dissemination (LMD) of an anaplastic pleomorphic
xanthoastrocytoma (APXA) in the right temporal lobe and discuss the prevalence, prognosis, and treatment
options for this rare aggressive entity.

Case Presentation
A 36-year-old woman with a past medical history of attention deficit hyperactivity disorder, asthma, and
major depressive disorder presented with a 1.5-month history of unprovoked holocranial headaches as well
as nausea. Magnetic resonance imaging (MRI) with and without contrast demonstrated a 1.3×1.8×1.7 cm
enhancing right temporal mass with surrounding vasogenic edema (Figure 1 A and B). Differential diagnoses
included PXA, ganglioglioma, and other glial neoplasms. Computed tomography (CT) scans of the patient’s
chest, abdomen, and pelvis with contrast demonstrated no other source of malignancy. The patient
underwent right temporal craniotomy for resection of the mass, and postoperative imaging demonstrated a
gross-total resection (GTR) without evidence of acute postsurgical complication (Figure 1 C). Her
postoperative course was uneventful, and she was discharged home on postoperative day two.
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FIGURE 1: Magnetic resonance imaging (MRI) of the brain.
(A) Axial and (B) coronal T1-weighted postcontrast MRI scans demonstrating a 1.3×1.8×1.7 cm right temporal
mass. (C) Postoperative axial postcontrast MRI demonstrating gross total resection with no acute postsurgical
complications and scant blood products in the resection cavity.

The initial pathology report identified a low-grade glioma with a BRAF V600E mutation. Further sequencing
determined that the neoplasm was endothelial growth factor receptor nonamplified and O6-methylguanine
DNA methyltransferase unmethylated. Subsequent methylation profiling demonstrated findings consistent
with APXA, a World Health Organization (WHO) Grade III neoplasm. The patient was scheduled to proceed
with adjuvant radiation therapy, but the treatment was delayed because she was admitted to a psychiatric
hospital for worsening depression and anxiety.

Three months after the initial diagnosis, the patient re-presented to the emergency department with two
weeks of progressive confusion, generalized weakness, and changes in her vision. She endorsed an inability
to read or see color. The MRI with contrast demonstrated multiple punctate infarcts throughout the cerebral
hemispheres in different vascular territories and a flattened pituitary, which was concerning for increased
intracranial pressure (Figure 2). A lumbar puncture was performed with an opening pressure of 52 cm H20.
Ophthalmology evaluation demonstrated bilateral Grade 4 optic disc edema with numerous retinal
hemorrhages.

FIGURE 2: MRI obtained three months after initial diagnosis.
(A) Axial diffusion-weighted imaging demonstrating diffuse punctate infarcts from leptomeningeal dissemination
around numerous intracranial vessels. (B) Sagittal T1-weighted MRI scan demonstrating a flattened pituitary
gland indicative of increased intracranial pressure.

The patient underwent emergent placement of a right frontal external ventricular drain with an elevated
opening pressure of 30 cm H20. Repeat MRI of the brain with and without contrast as well as MRI of the
cervical, thoracic, and lumbar spine demonstrated diffuse leptomeningeal enhancement, including in the
interpeduncular cistern, internal auditory canals, suprasellar cistern, bilateral oculomotor nerves, and
bilateral trigeminal nerves and pial enhancement around the basilar artery and ophthalmic segments of the
internal carotid arteries (Figure 3). In retrospect, the multiple strokes seen on the brain MRI, done when the
patient returned to the hospital with LMD, were thus thought to be secondary to the vascular invasion of
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tumor-causing narrowing and ischemia. Additionally, cerebrospinal fluid analysis was negative for infection
with cytology positive for malignant cells, confirming LMD of the tumor.

FIGURE 3: Repeat MRI of the brain
Axial T1-weighted postcontrast MRI scans demonstrating (A) leftward midbrain/pontine enhancement and (B)
vascular leptomeningeal enhancement around the right middle cerebral artery consistent with LMD. Sagittal
postcontrast MRI of the (C) cervical and (D) lumbar spine demonstrating diffuse LMD of the tumor.

LMD: Leptomeningeal dissemination

After an interdisciplinary discussion of the case, it was thought that surgical biopsy would not be necessary
to confirm LMD given the positive cerebrospinal fluid analysis, and an urgent ventriculoperitoneal (VP)
shunt placement followed by craniospinal irradiation were planned. The VP shunt was placed without
complication, and the patient underwent simulation scans for radiation planning on postoperative day one.
However, despite being on anti-seizure medication that had been started in the emergency department, the
patient had an abrupt neurologic decline later that afternoon with seizure-like activity that required
emergent reintubation. A CT scan of the head was unremarkable and showed good position of the VP shunt
catheter with no evidence of acute hemorrhage or ischemia (Figure 4). However, an electroencephalogram
demonstrated generalized suppression. And on physical examination, the patient met the criteria for brain
death. A diagnosis of sudden unexpected death in epilepsy (SUDEP) was concluded, and the patient was
transitioned to comfort care. She died shortly thereafter and the family did not wish to pursue an autopsy.
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FIGURE 4: Axial CT without contrast showing good position of the VP
shunt catheter with no evidence of acute hemorrhage or ischemia.
VP: Ventriculoperitoneal

Discussion
Anaplastic pleomorphic xanthoastrocytoma (APXA) is a rare neoplasm whose characteristics are still being
delineated. The APXA was recognized as a unique entity by the WHO in 2016 as a WHO Grade III neoplasm
possessing the characteristics of PXA (i.e., cellular pleomorphism, foam cells, and eosinophilic granular
bodies with an abundance of reticulin) with a mitotic index of >5/10 per high-powered frame [1,2]. This case
demonstrates a remarkably rapid progression from initial diagnosis of APXA to re-presentation with LMD.
Prior cases of APXA with extraordinarily early recurrence at one and two months postoperatively have been
reported. However, these recurrences were at or near the site of initial resection rather than LMD, and in
one patient the APXA likely arose from a lower-grade lesion rather than a primary diagnosis as in our patient
[3,4]. The vast majority of reported cases of APXA do not demonstrate such early recurrence. Most
experience a recurrence-free period until ~14 months after diagnosis, with some even remaining recurrence-
free for two to three years [4].

Although LMD of secondary APXA occurs in up to one-third of adult APXA patients, LMD of primary APXA
(as in this case) is extraordinarily rare, although its prevalence is likely underestimated [5]. Of the three
adult cases of LMD of primary APXA reported, two showed delayed LMD, and only one presented with LMD
at the time of diagnosis [5-7]. The presented case is unique, to the best of our knowledge, for several
reasons: 1) the symptoms and findings of hydrocephalus with severe optic disc edema are the first known to
be related to APXA with LDM; 2) the three-month interval to death after the initial diagnosis was the
shortest known for APXA with LDM; 3) this patient initially presented without LMD, with a subsequent
diagnosis just three months after initial diagnosis, serving as evidence for even more rapid LMD in APXA
than previously thought; 4) the patient in this case likely died as a result of SUDEP, which has not previously
been described as a cause of death in adult APXA with LDM; and 5) after diagnosis of LMD upon re-
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presentation, the patient experienced multiple strokes secondary to LMD, likely due to the vascular invasion
of the tumor, causing narrowing and ischemia of blood vessels. Such findings have not been described in
previously reported APXA cases.

Genetically, up to 50 to 78% of PXAs also possess BRAF mutations (most commonly V600E), which correlate
with significantly greater overall survival than those that do not [8,9]. However, APXAs possess BRAF
mutations less frequently than do nonanaplastic PXAs and have lower five-year survival rates as well (<45%
in APXA vs. >80% in PXA) [2,4,9,10]. Although PXAs that occur in childhood have better survival than those
that occur in adulthood, a recent study demonstrated that this relationship does not exist in APXAs [10].

The rarity of APXA impedes efforts to generate an ideal treatment regimen. Patients with APXA typically
undergo resection followed by adjuvant radiation with or without chemotherapy. However, patients
undergoing adjuvant chemotherapy had no better outcomes than those that did not [10]. Although GTR is
associated with better outcomes in PXA, patients with APXA who undergo GTR have had similar recurrence
rates as those who underwent subtotal resection [10, 11]. Because of the rapid progression seen in our case,
we believe earlier craniospinal imaging at the time of APXA diagnosis or shortly thereafter should be
pursued to manage disease progression more aggressively with currently recommended adjuvant therapies.

Sudden unexpected death in epilepsy (SUDEP) is sudden, unexpected death in an individual with epilepsy,
with or without evidence of a seizure. It excludes documented status epilepticus in which postmortem
examination does not reveal a cause of death [12]. With concomitant APXA and LDM with multiple strokes,
the described case would be classified as probable SUDEP plus, which indicates that a pre-existing condition
could have contributed to the patient’s death; without an autopsy, it was not possible to rule out a cardiac
event as a potential contributor [13]. Sudden unexpected death in epilepsy is the leading cause of untimely
death in epilepsy, with a 27-fold increase in incidence over sudden death in control populations [14]. For
patients with brain tumors, 20 to 45% will present with seizures during the course of the disease, and
patients with tumors such as high-grade gliomas experience seizures relatively frequently in the end-of-life
phase [15,16]. However, there are very few reports of death in persons with epileptic seizures due to brain
tumors, none of which were classified as SUDEP [17]. This adds support to the uniqueness of this case and
the aggressive and unpredictable nature of APXA. We believe that the patient’s underlying malignancy and
LDM with multiple strokes led to a seizure that likely precipitated her sudden death from either a cardiac
insult or a profound hypoxic event.

Conclusions
This report illustrates the unpredictable biological behavior of APXA and demonstrates the difficulty of
adequate disease management. Surgical excision alone appears to be inadequate and should be accompanied
by staging scans of the spine followed by radiation. Unfortunately, there was a delay in initiating adjuvant
radiation therapy in this patient, which likely contributed to her rapid clinical progression. The short time to
onset of LDM in this case demonstrates the need for early and frequent radiological follow-up, which might
have improved the clinical outcome in this patient. Additionally, providers should be aware of the rare
occurrence of SUDEP in brain tumor patients, as it remains unclear whether this is more common in
patients with malignant brain tumors such as our patient, and recognize that it can happen despite patients
being on appropriate medications for seizure prophylaxis and in the absence of any clear postoperative
complications such as hemorrhage or infection.

Additional Information
Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. University of Utah IRB
issued approval Not applicable. IRB review is waived for single case reports. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

Acknowledgements
We acknowledge Kristin Kraus, MSc, for her expert editing and review of the paper.

References
1. Tonse R, Gupta T, Epari S, Shastri JG, Gurav M, Bano N, Jalali R: Impact of WHO 2016 update of brain tumor

classification, molecular markers and clinical outcomes in pleomorphic xanthoastrocytoma. J Neurooncol.
2018, 136:343-350. 10.1007/s11060-017-2658-7

2. Thomas AA, Tucker SM, Nelson CJ, Nickerson JP, Durham SR, Homans AC: Anaplastic pleomorphic
xanthoastrocytoma with leptomeningeal dissemination responsive to BRAF inhibition and bevacizumab.

2021 Bounajem et al. Cureus 13(11): e19186. DOI 10.7759/cureus.19186 5 of 6

https://dx.doi.org/10.1007/s11060-017-2658-7
https://dx.doi.org/10.1007/s11060-017-2658-7
https://dx.doi.org/10.1002/pbc.27465


Pediatr Blood Cancer. 2019, 66:e27465. 10.1002/pbc.27465
3. Kim B, Chung CK, Myung JK, Park SH: Pleomorphic xanthoastrocytoma associated with long-standing

Taylor-type IIB-focal cortical dysplasia in an adult. Pathol Res Pract. 2009, 205:113-117.
10.1016/j.prp.2008.04.017

4. Choudry UK, Khan SA, Qureshi A, Bari E: Primary anaplastic pleomorphic xanthoastrocytoma in adults.
Case report and review of literature. Int J Surg Case Rep. 2016, 27:183-188. 10.1016/j.ijscr.2016.08.022

5. Koga T, Morita A, Maruyama K, et al.: Long-term control of disseminated pleomorphic xanthoastrocytoma
with anaplastic features by means of stereotactic irradiation. Neuro Oncol. 2009, 11:446-451.
10.1215/15228517-2008-112

6. Benjamin C, Faustin A, Snuderl M, Pacione D: Anaplastic pleomorphic xanthoastrocytoma with spinal
leptomeningeal spread at the time of diagnosis in an adult. J Clin Neurosci. 2015, 22:1370-1373.
10.1016/j.jocn.2015.02.026

7. Nern C, Hench J, Fischmann A: Spinal imaging in intracranial primary pleomorphic xanthoastrocytoma with
anaplastic features. J Clin Neurosci. 2012, 19:1299-1301. 10.1016/j.jocn.2011.12.010

8. Liu J, Sun Y, Liu X: Anaplastic pleomorphic xanthoastrocytoma: a case report and literature review . Int J
Gen Med. 2020, 13:1581-1587. 10.2147/IJGM.S285989

9. Ida CM, Rodriguez FJ, Burger PC, et al.: Pleomorphic xanthoastrocytoma: natural history and long-term
follow-up. Brain Pathol. 2015, 25:575-586. 10.1111/bpa.12217

10. Rodrigues A, Bhambhvani H, Medress ZA, Malhotra S, Hayden-Gephart M: Differences in treatment
patterns and overall survival between grade II and anaplastic pleomorphic xanthoastrocytomas. J
Neurooncol. 2021, 153:321-330. 10.1007/s11060-021-03772-0

11. Vu TM, Liubinas SV, Gonzales M, Drummond KJ: Malignant potential of pleomorphic xanthoastrocytoma . J
Clin Neurosci. 2012, 19:12-20. 10.1016/j.jocn.2011.07.015

12. Devinsky O, Hesdorffer DC, Thurman DJ, Lhatoo S, Richerson G: Sudden unexpected death in epilepsy:
epidemiology, mechanisms, and prevention. Lancet Neurol. 2016, 15:1075-1088. 10.1016/S1474-
4422(16)30158-2

13. Nashef L, So EL, Ryvlin P, Tomson T: Unifying the definitions of sudden unexpected death in epilepsy .
Epilepsia. 2012, 53:227-233. 10.1111/j.1528-1167.2011.03358.x

14. Holst AG, Winkel BG, Risgaard B, et al.: Epilepsy and risk of death and sudden unexpected death in the
young: a nationwide study. Epilepsia. 2013, 54:1613-1620. 10.1111/epi.12328

15. Maschio M: Brain tumor-related epilepsy. Curr Neuropharmacol. 2012, 10:124-133.
10.2174/157015912800604470

16. Koekkoek JA, Dirven L, Reijneveld JC, et al.: Epilepsy in the end of life phase of brain tumor patients: a
systematic review. Neurooncol Pract. 2014, 1:134-140. 10.1093/nop/npu018

17. Büttner A, Gall C, Mall G, Weis S: Unexpected death in persons with symptomatic epilepsy due to glial brain
tumors: a report of two cases and review of the literature. Forensic Sci Int. 1999, 100:127-136.
10.1016/s0379-0738(98)00198-4

2021 Bounajem et al. Cureus 13(11): e19186. DOI 10.7759/cureus.19186 6 of 6

https://dx.doi.org/10.1002/pbc.27465
https://dx.doi.org/10.1016/j.prp.2008.04.017
https://dx.doi.org/10.1016/j.prp.2008.04.017
https://dx.doi.org/10.1016/j.ijscr.2016.08.022
https://dx.doi.org/10.1016/j.ijscr.2016.08.022
https://dx.doi.org/10.1215/15228517-2008-112
https://dx.doi.org/10.1215/15228517-2008-112
https://dx.doi.org/10.1016/j.jocn.2015.02.026
https://dx.doi.org/10.1016/j.jocn.2015.02.026
https://dx.doi.org/10.1016/j.jocn.2011.12.010
https://dx.doi.org/10.1016/j.jocn.2011.12.010
https://dx.doi.org/10.2147/IJGM.S285989
https://dx.doi.org/10.2147/IJGM.S285989
https://dx.doi.org/10.1111/bpa.12217
https://dx.doi.org/10.1111/bpa.12217
https://dx.doi.org/10.1007/s11060-021-03772-0
https://dx.doi.org/10.1007/s11060-021-03772-0
https://dx.doi.org/10.1016/j.jocn.2011.07.015
https://dx.doi.org/10.1016/j.jocn.2011.07.015
https://dx.doi.org/10.1016/S1474-4422(16)30158-2
https://dx.doi.org/10.1016/S1474-4422(16)30158-2
https://dx.doi.org/10.1111/j.1528-1167.2011.03358.x
https://dx.doi.org/10.1111/j.1528-1167.2011.03358.x
https://dx.doi.org/10.1111/epi.12328
https://dx.doi.org/10.1111/epi.12328
https://dx.doi.org/10.2174/157015912800604470
https://dx.doi.org/10.2174/157015912800604470
https://dx.doi.org/10.1093/nop/npu018
https://dx.doi.org/10.1093/nop/npu018
https://dx.doi.org/10.1016/s0379-0738(98)00198-4
https://dx.doi.org/10.1016/s0379-0738(98)00198-4

	Rapid Diffuse Leptomeningeal Dissemination of an Anaplastic Pleomorphic Xanthoastrocytoma in an Adult Patient
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: Magnetic resonance imaging (MRI) of the brain.
	FIGURE 2: MRI obtained three months after initial diagnosis.
	FIGURE 3: Repeat MRI of the brain
	FIGURE 4: Axial CT without contrast showing good position of the VP shunt catheter with no evidence of acute hemorrhage or ischemia.

	Discussion
	Conclusions
	Additional Information
	Disclosures
	Acknowledgements

	References


