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REVIEW

The withdrawal of antiepileptic drugs in patients with low-grade and anaplastic
glioma
Johan A.F. Koekkoeka,b, Linda Dirvena and Martin J.B. Taphoorna,b

aDepartment of Neurology, Leiden University Medical Center, Leiden, The Netherlands; bDepartment of Neurology, Medical Center Haaglanden,
The Hague, The Netherlands

ABSTRACT
Introduction: The withdrawal of antiepileptic drugs (AEDs) in World Health Organization (WHO) grade
II-III glioma patients with epilepsy is controversial, as the presence of a symptomatic lesion is often
related to an increased risk of seizure relapse. However, some glioma patients may achieve long-term
seizure freedom after antitumor treatment, raising questions about the necessity to continue AEDs,
particularly when patients experience serious drug side effects.
Areas covered: In this review, we show the evidence in the literature from 1990–2016 for AED
withdrawal in glioma patients. We put this issue into the context of risk factors for developing seizures
in glioma, adverse effects of AEDs, seizure outcome after antitumor treatment, and outcome after AED
withdrawal in patients with non-brain tumor related epilepsy.
Expert commentary: There is currently scarce evidence of the feasibility of AED withdrawal in glioma
patients. AED withdrawal could be considered in patients with grade II-III glioma with a favorable
prognosis, who have achieved stable disease and long-term seizure freedom. The potential benefits of
AED withdrawal need to be carefully weighed against the presumed risk of seizure recurrence in a
shared decision-making process by both the clinical physician and the patient.
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1. Introduction

Seizures are common in patients with low-grade and anaplas-
tic glioma, with incidence rates from 40% to 90% [1,2]. When
uncontrolled, seizures may lead to morbidity as well as a
negative impact on patient’s health-related quality of life
(HRQOL) [3]. Antiepileptic drugs (AEDs) provide the basis for
epilepsy treatment. Despite the use of AEDs, 15–50% of
glioma patients still experience seizures [4,5]. In patients who
achieve seizure freedom, chronic use of AEDs may lead to an
additional decrease in neurocognitive functioning, apart from
the effect of the tumor itself and toxicities due to antitumor
treatment [3]. Moreover, drug–drug interactions and other
adverse effects of AEDs make long-term treatment with
these agents potentially risky with numerous morbidities [6].

Antitumor treatment for glioma, which generally consists of a
combination of surgery, radiotherapy, and/or chemotherapy, also
contributes to seizure freedom. This has particularly been
observed in patients with low-grade glioma (LGG), where tumor
resection is frequently followed by prolonged seizure freedom,
even in patients whose seizures were pharmacoresistant before
surgery [7]. Similar results, or at least a reduction in seizure fre-
quency, have been described after radiotherapy, temozolomide
(TMZ) chemotherapy, and procarbazine, lomustine, and vincristine
(PCV) chemotherapy [8]. Optimal antitumor treatment of LGGs
and anaplastic gliomas with a favorable genetic profile, including
the presence of a mutation of isocitrate dehydrogenase 1 (IDH-1)
and a codeletion of chromosomes 1p and 19q, may result in long-

term survival up to 5–15 years [9]. It is in these types of long-term-
surviving glioma patients with prolonged seizure freedom where
the question emerges whether AEDs should be continued end-
lessly. In patients with non-brain tumor-related epilepsy, the pro-
cedure of AED withdrawal is controversial, because of the fear of
provoking seizure recurrence [10]. Patients with a documented
seizure etiology, including a brain tumor, are thought to have an
additional risk of relapse in case of AED withdrawal [11]. Although
in most glioma patients, the risk of seizure recurrence may not
outweigh the benefits of AED withdrawal, some studies among
brain tumor patients support the notion that seizure freedom can
indeed be maintained without AEDs [12].

In this review, we will discuss the potential benefits and
risks of AED withdrawal in patients with LGG and anaplastic
glioma. We will put this issue in the broader context of risk
factors associated with the development of seizures in glioma
patients, seizure outcome after antitumor treatment, the effi-
cacy of AED treatment and their adverse effects, as well as
seizure outcome after AED withdrawal in medically and surgi-
cally treated patients with non-brain tumor-related epilepsy.
Finally, we will give recommendations on AED withdrawal in
glioma patients for clinical practice.

1.1. Seizure risk factors

In gliomas, seizure prevalence is inversely correlated with the
growth rate of the tumor [1,4]. There is also evidence that the
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epileptogenesis varies among different tumor types. In LGGs,
gradual changes of the peritumoral cortex rather than direct
tissue damage may underlie the development of seizures
[4,13,14]. Glioneural tumors such as gangliogliomas and dys-
embryoblastic neuroepithelial tumors as well as supratentorial
pilocytic astrocytomas and pleiomorphic xantroastrocytomas
are the most epileptogenic with prevalences around 90%
[15,16]. In diffuse LGGs, seizure prevalence varies between
60% and 90%. Patients with oligodendrogliomas and oligoas-
trocytomas, which are more often located near the cerebral
cortex, are at a slightly higher risk of developing seizures
compared to patients with astrocytomas [2,7]. The presence
of an IDH-1 mutation in LGGs is strongly correlated with
seizures as the presenting symptom, frontal lobe tumor loca-
tion, and prolonged survival [17]. In general, when seizures are
the only initial symptom in LGGs, they count as a favorable
prognostic factor [4,18], whereas the presence of other neu-
rological symptoms is related to a less favorable outcome [19].

Although no specific data exist regarding seizure preva-
lence in patients with anaplastic glioma, patients with high-
grade gliomas (HGGs) present with seizures in approximately
40–60% of cases, with 20% of patients developing epilepsy
during the course of the disease [20,21].

The risk for epilepsy in glioma is related to the location of
the tumor as well. Due to a lower local seizure threshold,
frontal lobe tumors, particularly those located in the premotor
area, and temporal lobe tumors are more frequently asso-
ciated with seizures compared to occipital lobe tumors.
Gliomas located in the insula or other functional structures
are more epileptogenic than gliomas involving midline struc-
tures [22]. LGGs, particularly those that are located near the
insular cortex or supplementary motor areas, are often asso-
ciated with refractory epilepsy [4,23]. Other predisposing fac-
tors for uncontrolled seizures before the start of antitumor
treatment are simple partial seizures, a longer duration from
seizure onset, and temporal lobe location [7,24]. On the con-
trary, higher age and larger tumor size are associated with a
lower seizure frequency [16,25].

1.2. Seizures after antitumor treatment

1.2.1. Surgery
Tumor resection has shown to substantially improve seizure
control in glioma patients. In LGGs, seizure freedom has been
observed in 53–87% of the patients after surgery [5,7,26]. In a
retrospective study involving 154 patients with mainly diffuse
LGGs and glioneural tumors, 82% of patients were seizure free
12 months postoperative [26]. In another study that included
only diffuse LGGs, 50% of the patients who had uncontrolled
seizures preoperatively became seizure free after tumor resec-
tion [7]. In highly epileptogenic glioneural tumors, postopera-
tive seizure freedom rates up to 94% were reported [27–29]. In
a retrospective study involving patients with HGG, 77% of
patients with preoperative seizures reported seizure freedom
12 months after tumor resection [25].

Radical tumor resection and a short duration of preoperative
seizures are important predictors of postoperative seizure con-
trol in both patients with glioneural tumors and LGGs, which

supports a policy aimed at an early maximally safe surgical
resection [22]. In glioneural tumors, incomplete removal of the
tumor and its epileptogenic zone are an important cause of
uncontrolled seizures. However, in LGGs, a near-total resection
is not always feasible, as these tumors are frequently located
close to eloquent areas [30]. Poor seizure control postopera-
tively is also more common in LGG patients with simple partial
seizures. However, less favorable seizure outcome has also been
described in patients with glioneural tumors who showed sec-
ondary generalized seizures. In the same study, temporal tumor
location and the use of intraoperative electrocorticography
were not related to seizure outcome [29].

1.2.2. Radiotherapy
Radiotherapy has unequivocally shown to contribute to sei-
zure control in a substantial part of glioma patients, although
evidence is mainly based on small retrospective series that
examined patients who had received focal fractionated irradia-
tion, stereotactic radiotherapy, or brachytherapy. In addition,
in some studies, a crossover with other antitumor treatments
such as a surgical resection could not be excluded [8]. One
larger series that included both LGGs and anaplastic gliomas
treated with focal radiotherapy showed a ≥50% seizure reduc-
tion in seizure frequency in 72% of patients 3 months after
treatment and in 77% at 12 months. Seizure freedom at
12 months was reached in 32% of all patients. Late-versus-
early radiotherapy appeared to be predictive for a seizure
reduction 3 months postradiation [31]. A randomized
European Organisation for Research and Treatment of Cancer
phase III trial that compared early-versus-late radiotherapy in
patients with diffuse LGG or incompletely resected pilocytic
astrocytoma showed that 59% of patients were seizure free
12 months after treatment in the late-radiotherapy group,
compared to 75% of patients in the early-radiotherapy group
[32]. Other small series in LGG patients showed seizure free-
dom rates ranging between 20% and 80%, although patients
were evaluated at different time points [8]. Of note, significant
reductions in seizure frequency have been described even
during or a few weeks after radiation therapy [33].

1.2.3. Chemotherapy
Both after TMZ and PCV chemotherapy, significant reductions
in seizure frequency have been observed in patients with
diffuse LGG, including astrocytoma, oligoastrocytoma, and/or
oligodendroglioma. In one study, seizure frequency was pro-
spectively assessed every third TMZ cycle, showing a ≥50%
seizure reduction in 48% of patients [34]. In another prospec-
tive study among 30 patients with progressive LGG, 62% of
the patients with refractory epilepsy showed a seizure reduc-
tion shortly after the start of TMZ treatment [35]. Other cases
suggest that TMZ may even be effective in glioma patients
with intractable epilepsy, in whom anticonvulsant treatment
with AEDs have failed [36]. In a retrospective study of 50 LGG
patients with uncontrolled seizures, seizure reduction was
reported in 44% of patients 6 months after TMZ treatment.
Interestingly, seizure reduction appeared to be an indepen-
dent prognostic factor for progression-free as well as overall
survival. In addition, in some patients, a seizure reduction took
place at an earlier stage than the radiological response,
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suggesting that seizure reduction might serve as surrogate
marker of tumor response [37]. In another study of 149 LGG
patients, a seizure reduction was observed in 58% of patients.
In one study, LGG patients receiving TMZ were compared with
patients under observation. Here, 59% of the patients on TMZ
had a seizure reduction, compared to 13% of the control
group [38]. Small series suggest that other chemotherapeutic
agents, including PCV, may also contribute to a seizure reduc-
tion [39,40].

1.3. Efficacy of AED treatment

The choice of a specific AED in glioma patients depends on
several factors, including seizure type, age, sex, comorbidity,
side effects, and possible interactions with antitumor treat-
ments and other drugs. Seizures that arise from a brain tumor
are in fact all symptomatic seizures that are focal in onset,
even when they present as a generalized seizure. In the
general population of adult patients with focal seizures, the
highest evidence is available for levetiracetam, phenytoin,
carbamazepine, and zonisamide [17,41]. However, for
patients with glioma, high-quality data on specific AED treat-
ments are lacking. Levetiracetam is nowadays a first-choice
agent in glioma patients due to its rapid titration, good
tolerability, and lack of interactions with other drugs
[30,42]. Seizure freedom has been reported in 65–91% of
glioma patients on monotherapy with levetiracetam,
although follow-up times ranged between 1 and 13 months.
In a randomized phase II trial comparing levetiracetam with
pregabalin, AED monotherapy treatment failed in approxi-
mately one-third of the participants in both groups, mostly
due to drug side effects. Nevertheless, both drugs were
considered effective as monotherapy with seizure freedom
at the end of follow-up in 65% of the patients on levetirace-
tam and in 75% of the patients on pregabalin [43]. In addi-
tion, levetiracetam functions as an inhibitor of O[6]-
methylguanine-DNA methyltransferase, which might posi-
tively impact survival [44]. However, these findings are not
supported by recent clinical data, showing no impact of
levetiracetam on survival in glioblastoma (GBM) patients
[45]. Valproic acid has been examined in two studies includ-
ing glioma patients, showing seizure freedom between 30%
and 78%. In a retrospective study in brain tumor patients of
which 77% was diagnosed with a glioma, polytherapy with
valproic acid and levetiracetam led to seizure freedom in 82%
of all patients [21]. Valproic acid has also been associated
with an increased survival in GBM patients receiving che-
motherapy with TMZ due to its supposed chemotherapy-
sensitizing properties, including the inhibition of histone
deacetylase. However, in a post-hoc meta-analysis of four
large GBM trials, an improved outcome after valproic acid
could not be demonstrated [20,45]. In a retrospective study
involving patients with WHO grade II–III glioma treated with
TMZ, valproic acid was associated with a worse progression-
free survival [46]. A few small series demonstrated the effi-
cacy of monotherapy with topiramate (67% seizure freedom)
and oxcarbazepine (seizure freedom 40–63%) [47,48].
Lacosamide may be effective as add-on therapy, with seizure

freedom described in 44% of glioma patients [49]. Currently,
there is a general consensus that in glioma patients, non-
cytochrome P450 enzyme-inducing AEDs such as levetirace-
tam and valproic acid are preferred over older enzyme-indu-
cing AEDs, such as phenytoin, carbamazepine, and
phenobarbital, as the older AEDs may show unwanted inter-
actions with other drugs including chemotherapeutic agents.

1.4. Adverse effects of AED treatments

AED side effects are reported in 20–40% of glioma patients,
which is considerably more than in patients with non-brain
tumor-related epilepsy [50]. The high prevalence of side
effects may be caused by interactions with other drugs, such
as corticosteroids, chemotherapeutic agents, and radiation
therapy, and are mostly described in patients on enzyme-
inducing AEDs [50]. For example, cutaneous drug reactions
including mild drug rashes, but also Stevens–Johnson syn-
drome and toxic epidermal necrolysis, are seen most fre-
quently in patients treated with phenytoin, carbamazepine,
or lamotrigine in combination with valproic acid [42].
Drowsiness is very common in patients treated with pheno-
barbital, phenytoin, or carbamazepine [51].

Although nonenzyme-inducing AEDs have less interactions
with other drugs, they may cause serious side effects as well.
Somnolence, dizziness, and infection are commonly seen in
patients on levetiracetam, although the etiology of the latter
symptom remains unclear. Dizziness and cardiac conduction
defects are described in patients on lacosamide. Somnolence,
dizziness, and weight loss are reported in patients on zonisa-
mide, and topiramate is associated with somnolence and diz-
ziness as well. Blood dyscrasias can be seen in any AED,
although leukopenia is mostly seen in patients on carbamaze-
pine. Apart from weight gain and liver-enzyme abnormalities,
valproic acid may lead to thrombocytopenia as well as leuko-
penia, particularly when combined with TMZ or PCV che-
motherapy [42,52]. Due to its enzyme-inhibiting
characteristics, valproic acid may cause increased levels of
other AEDs, such as phenytoin or phenobarbital.

AEDs may also cause fatigue, cognitive and mood distur-
bances, and behavioral changes. According to a survey among
brain tumor patients, fatigue and problems with memory and
concentration affect more than 50% of the patients. However,
it often remains unclear whether these symptoms are attribu-
table to the tumor itself, its treatment, the occurrence of
seizures, or the use of AEDs [42]. In LGGs, long-term cognitive
abnormalities are experienced in up to 90% of patients [53]. A
twofold increase in suicidal behavior or thoughts is reported in
patients taking AEDs [54]. In patients on levetiracetam, 1–10%
reports behavioral effects such as depression, nervousness,
hostility, and anxiety [55]. In one study, phenytoin and carba-
mazepine led to impaired attention speed and memory, com-
pared to patients who were not on AEDs [56]. In another
study, participants on carbamazepine performed poorer than
those without AEDs on tests of memory, attention, and cog-
nitive speed [57]. In a population of 154 patients with LGG and
epilepsy, significant reductions in both cognitive dysfunction
and HRQOL were seen compared to healthy controls. The

EXPERT REVIEW OF NEUROTHERAPEUTICS 195



cognitive disturbances could be attributed to the use of AEDs,
whereas the decline in HRQOL was ascribed to a lack of
seizure control [3].

In summary, a variety of side effects, both mild and severe,
frequently affect glioma patients on AEDs. Eventually, patients
have to discontinue or change their AED treatment in a
majority of cases [50]. Although nonenzyme-inducing AEDs
show less drug–drug interactions compared to the older
AEDs, one needs to be aware of the more subtle adverse
effects on mood, behavior, and cognition. Next to the achieve-
ment of seizure control, a reduction of side effects is essential
as well, in order to optimize HRQOL in glioma patients with
seizures.

1.5. Risks of AED withdrawal

1.5.1. Withdrawal in patients treated with AEDs only
Ideally, patients with epilepsy become seizure free without the
burden of continuously taking AEDs. In glioma patients, this
issue is particularly relevant to LGG patients who may achieve
sustained seizure freedom in case of successful antitumor
treatment. In these patients, the question may emerge
whether the potential adverse effects of AEDs outweigh the
risk of seizure recurrence after AED discontinuation.

Due to the fear for renewed seizures, patients and their
clinical physicians may be cautious in withdrawing AEDs. In
patients with non-brain tumor-related epilepsy, the risk of
seizure recurrence is indeed increased the first year after
AED withdrawal, particularly in the first 3 months [58]. In a
meta-analysis of 20 studies examining the effect of AED with-
drawal on seizure outcome after 2-year seizure remission in
medically treated patients, seizure recurrence rates ranged
from 12% to 66% [58,59]. However, several studies showed
that patient’s long-term seizure outcome was not affected
after AED withdrawal [10,60]. In a study that followed patients
with childhood epilepsy who attempted AED withdrawal, less
than 1% of the patients developed intractable seizures after
AED withdrawal [61]. Predictors for seizure recurrence after a
minimum remission of 2 years in patients with a history of
epilepsy include AED polytherapy, having experienced sei-
zures after the start of AED treatment, longer duration of
active epilepsy, and having an abnormal electroencephalo-
gram (EEG) [58,62,63]. Especially, a history of primary or sec-
ondary generalized tonic–clonic seizures is found to be a risk
factor for seizure recurrence after withdrawal, although some
studies report that focal seizures are an independent predictor
for relapse as well [6,59,62,64]. Moreover, the risk of seizure
recurrence is reported to depend on the specific AED being
withdrawn, with a particularly high risk of relapse after dis-
continuation of phenobarbital [65].

A higher risk of seizure recurrence in patients with focal
epilepsy might be related to an underlying etiology. In the
larger withdrawal studies in patients with epilepsy treated
with AEDs only, presence of an underlying neurological con-
dition or abnormalities on computed tomography scan has
been associated with a higher relapse risk after AED disconti-
nuation [6,64]. According to the guidelines of the Italian
League Against Epilepsy, a documented etiology of seizures

is of limited relevance when deciding to discontinue AEDs, if
this is the only negative prognostic factor [62]. However, we
think the findings in medically treated epilepsy do not directly
translate to the glioma population.

1.5.2. Withdrawal in surgically treated patients
Evidence on seizure outcome after AED withdrawal in surgi-
cally treated patients with epilepsy is mostly based on studies
in patients with temporal lobe epilepsy. In a cohort of 88
patients who had undergone a temporal lobectomy for
intractable epilepsy, AED discontinuation was attempted in
patients with seizure freedom for at least 1 year. Nine percent
of patients had an underlying lesion, but any further specifica-
tion was lacking. Thirty-four percent of patients developed
new seizures during or after AED withdrawal. Discontinuation
of AEDs was more successful in patients with younger age and
those with a shorter disease duration [66]. In another study
that reviewed 171 patients undergoing resection for mesial
temporal lobe epilepsy, seizures recurred in 59% after with-
drawal. Patients in whom AED reduction took place after
10 months of remission after resection were at lower risk of
developing seizure relapse. This effect was previously
described as the ‘running-down phenomenon,’ suggesting
that seizures that occur during the first months after surgery
finally remit [67]. Interestingly, in a study including 396
patients who had undergone surgical resection for intractable
seizures, one-third of patients who reduced AEDs had seizure
recurrence which was comparable to those who continued
AEDs [68].

In general, AED withdrawal in patients who underwent
epilepsy surgery does not seem to significantly increase the
risk for seizure recurrence. However, seizure outcome in most
post-surgery studies needs to be interpreted with caution due
to a potential selection bias in the withdrawal group toward
patients with a higher likelihood of surgical success [69].

Incomplete removal of the epileptogenic source is a well-
known predictor of unfavorable seizure outcome after surgery
[70]. Apart from age >30 years and longer disease duration,
other factors associated with a higher risk of seizure recur-
rence after withdrawal are persistent auras, seizure relapse
before withdrawal, and postoperative EEG abnormalities [51].
So far, there are no indications that patients in whom seizures
recur after withdrawal are at an increased risk of developing
intractable epilepsy after surgery. Also, the risk for sudden
death in epilepsy (SUDEP) after AED withdrawal is thought
to be low, although there are incidental cases of SUDEP fol-
lowing epilepsy surgery in patients who had been documen-
ted as seizure free [71].

1.6. General advantages of AED withdrawal

There are several reasons for patients to prefer AED withdra-
wal in case of seizure freedom, including avoidance of long-
term complications, side effects, teratogenic risk, costs, and
the need for follow-up care for the epilepsy. Cognitive func-
tioning may substantially improve after AED withdrawal. In a
randomized controlled study in adult patients on monother-
apy with carbamazepine or valproic acid, withdrawal of carba-
mazepine significantly improved 30-min recall, while
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withdrawal of valproic acid significantly improved perfor-
mance of immediate word span [72]. In the Akershus study
that followed 160 patients who were seizure free for more
than 2 years, normal performance on all neuropsychological
tests increased from 11% before AED withdrawal to 28% after
withdrawal [10]. No improvement in HRQOL was observed
after withdrawal, which was in line with the Medical
Research Council withdrawal study [60]; however, the
Akershus study only included patients on AED monotherapy.
In another study that included both patients on mono- and
polytherapy with AEDs, HRQOL scores were higher in the
withdrawal group compared to the non-withdrawal group.
Although not systematically examined, improved HRQOL in
this study might be explained by a reduction in adverse
effects including cognitive dysfunction [73]. Compared to sei-
zure control, adverse effects of AEDs appear to be a more
important determinant of HRQOL in patients with intractable
epilepsy. Moreover, patients with epilepsy report worse
HRQOL compared to people with other chronic illness [73].

Additional evidence for cognitive improvement after with-
drawal comes from several studies in pediatric patients.
Psychomotor speed improved significantly at 24 months
after AED withdrawal in seizure-free children operated for
intractable epilepsy [74]. In another cohort of 301 children
that underwent epilepsy surgery, AED withdrawal led to
improved postoperative Intelligence Quotient scores, indepen-
dent of other determinants of cognitive outcome [75].

Although not systematically examined in glioma patients,
AED withdrawal in medically and surgically treated patients
who achieve seizure freedom thus seems to lead to a sub-
stantial improvement in several domains of cognitive
functioning.

1.7. AED withdrawal in glioma patients

Due to their infiltrative nature, all gliomas eventually tend to
recur after antitumor treatment. Apart from an increased risk
of seizure recurrence in patients with symptomatic or localiza-
tion-related epilepsy, it is likely that there is an additional risk
of seizure recurrence in patients with glioma, due to the
presence of residual tumor after treatment or renewed
tumor growth. Studies that have examined the association

between tumor recurrence and seizure recurrence, however,
show controversial results. In a study that followed 332 LGG
patients after tumor resection, seizure recurrence after an
initial period of seizure freedom was strongly related to
tumor progression. The estimated hazard ratio for tumor pro-
gression, if seizures had recurred, compared with absence of
seizure recurrence was 3.80 (95% confidence interval 1.74–
8.29) [7]. However, in another study of 508 LGG patients
undergoing resection, postoperative seizure relapse was not
associated with tumor progression [5]. Nonetheless, given the
natural course of the disease, we assume that some risk of
seizure recurrence will always exist in patients with glioma,
even after antitumor treatment.

Although the evidence is scarce, a few studies evaluated
the effect of postoperative AED withdrawal in glioma patients
(Table 1). In a retrospective chart review of 169 patients with
brain tumors (mostly glioma) or meningioma, AEDs were with-
drawn in 34% of patients. Seizure recurrence was seen in
12.5% of a group of patients who either withdraw AEDs or
never had started AEDs. Interestingly, patients who did not
withdraw AEDs showed seizure relapse in 48% of cases. In
other words, seizure recurrence was strongly related to the
continuation of AEDs. As AED continuation frequently
occurred in patients with temporal located tumors or who
had undergone an incomplete resection, this effect most likely
reflected the physician’s decision to continue AEDs in patients
at high risk of seizure recurrence. Furthermore, the study
included patients with a history of epilepsy as well as patients
without epilepsy who received prophylactic AED treatment
perioperatively [12]. In a second study of postoperative AED
withdrawal among 62 children with various types of brain
tumors, including 37 LGGs, seizures recurred in 17 patients
(27%) within a median time of 8 months after withdrawal. All
children had a preoperative history of at least one seizure. In
case of seizure recurrence, renewed seizure control could not
be reached in only 2 of 17 patients due to poor medication
compliance [76]. A third study examining seizure outcome
after tumor resection showed seizure freedom in 82% of
patients after 1 year (Engel Class I). Among all 207 patients,
154 had a neuroepithelial tumor and 53 had a glioma. In 40%
of patients, AEDs could be discontinued, although seizure
recurrence rate in the withdrawal group was not reported.

Table 1. Current evidence for AED withdrawal in brain tumor patients.

Study Design Population characteristics Withdrawal policy Seizure outcome

Das
et al.,
2012

Retrospective 169 adult patients with brain tumors
(meningioma 112; LGG 57), of
which 57 had epilepsy; underwent
resection between 2004 and 2005

AED withdrawal or AEDs never started in
111 (meningioma 87, LGG 24) of which
16 had history of epilepsy

Seizure occurrence in 11/111 patients (9%)

AED continuation in 58 (meningioma 25,
LGG 33) of which 41 had history of
epilepsy

Seizure occurrence in 28/58 patients (48%)

Khan
et al.,
2006

Retrospective 62 children with brain tumors (LGG
37) and history of ≥1 seizure,
operated between 1985 and 2004

Withdrawal over period of 6-8 w after a
median seizure-free period of 1.3 y
(range 0.1–11 y)

Seizure recurrence in 17/62 patients (27%) within
median time of 0.8 y (range 0.06–7.7 y)

Luyken
et al.,
2003

Retrospective 207 children and adult patients with
low-grade brain tumors (WHO
grade I–III glioma 51; other [mostly
neuroepithelial] 118) and
intractable epilepsy, underwent
resection between 1988 and 1999

Withdrawal in 67/169 (40%) patients who
had become seizure free

Seizure recurrence in 18/169 (11%) patients who
had become seizure free (unknown seizure
recurrence rate in withdrawal group)

w: week; y: year; LGG: low-grade glioma.
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Of all patients who became seizure free, only 11% had seizure
recurrence, mostly after 3–4 years [26]. All three studies did
not provide any data on the frequency of serious adverse
effects, such as status epilepticus or death, after AED
withdrawal.

So far, there have been no prospective studies on the
withdrawal of AEDs in glioma patients. One observational
study is ongoing in the Netherlands, exploring the decision-
making process on continuation or withdrawal of AEDs in
patients with LGG and anaplastic glioma. In patients who
have undergone antitumor treatment, including resection,
radiotherapy, or chemotherapy, the clinical physician will dis-
cuss the option of AED withdrawal with the patient in case
they have shown stable disease and seizure freedom for at
least 1 year. Given the lack of evidence on the feasibility and
safety of AED withdrawal in these patients, the investigators
purposefully chose a non-randomized design [77]. This study
should eventually give more insight in patient’s willingness to
withdraw AEDs, the safety of AED withdrawal in glioma
patients as well as the risk of seizure recurrence in relation
to renewed tumor growth.

2. Recommendations for AED withdrawal in glioma
patients

2.1. General recommendations

In general, it is recommended to avoid AED withdrawal in
patients with a high risk of seizure recurrence. However, pre-
dicting the precise risk of seizure recurrence remains very
difficult in patients with glioma. As we have shown, seizure
relapse risk depends on multiple factors including, but not
limited to, tumor grade, location, seizure type, type of anti-
tumor treatment, and the extent of a surgical resection. Unlike
patients with non-brain tumor-related epilepsy, in glioma
patients, seizure risk strongly varies during the course of the
disease, being highly influenced by the patient’s tumor status
and its treatment.

The question whether the seizure relapse risk is accepta-
ble or not, largely depends on the patient’s preferences. For
example, some patients explicitly ask the clinical physician
to withdraw AEDs after a seizure-free period, due to side
effects, the inconvenience of taking medication, or for finan-
cial reasons. Others will prefer AED continuation even in the
absence of seizures due to fear of new seizures after with-
drawal, seizure-related injuries, or suspension of their dri-
ver’s license [63,78]. Furthermore, the psychosocial impact
of discontinuing AEDs should not be underestimated. The
fear of seizure recurrence will continue to exist in many
patients, as lifelong seizure freedom will never be guaran-
teed. This holds particularly true for glioma patients, in
whom seizure recurrence might induce additional fear of
renewed tumor growth. In case seizures indeed recur, this
may have a profoundly negative psychosocial impact and,
as a consequence, reduce patient’s HRQOL [58]. Patients
may also fear the development of intractable epilepsy or
SUDEP, although there are no indications that AED with-
drawal itself negatively affects long-term seizure outcome or
increases the occurrence of seizure-related fatalities [69,79].

We outlined the most essential factors that should be con-
sidered before withdrawing AEDs in patients with glioma
(Table 2).

2.2. Timing of AED withdrawal

Another important issue is the timing of AED withdrawal. Until
today, there is no evidence on when to initiate withdrawal in
glioma patients. In patients with non-brain tumor-related epi-
lepsy who underwent epilepsy surgery, policies toward AED
withdrawal appear to differ substantially in clinical practice. In
a Canadian survey, 24% of epileptologists waited more than
2 years before complete AED withdrawal was initiated.
Patient’s request to withdraw, presence of mesial temporal
sclerosis, and a normal EEG were factors favoring withdrawal,
whereas abnormal EEG findings, persistent auras, postopera-
tive seizures, and desire to resume driving were important
factors against AED withdrawal [80]. Likewise, in a US survey,
62% of respondents would start withdrawal after more 2 years
of seizure freedom [81]. A more recent survey showed that
54% of physicians already started tapering within a 6-month
period of seizure freedom, which was more rapidly compared
to other surveys [82]. In general, policies toward AED with-
drawal after successful epilepsy surgery have been more
proactive during the last two decades [83]. According to a
recent Cochrane review, there is no evidence regarding the
optimal timing of AED withdrawal in patients who have
achieved seizure freedom, although most studies suggest to
start withdrawal not before a seizure-free period of 1–2 years
[62,63,84]. One study showed there is no additional benefit
from delayed AED withdrawal after a minimum seizure-free
period of 3 years [63].

For glioma patients, a minimum period of 1-year seizure
freedom after the end of antitumor treatment seems to be
appropriate. Given the potentially higher risk of seizures in
patients with renewed tumor growth, clinically and radiologi-
cally stable disease is an important prerequisite for AED with-
drawal as well. Similar conditions are applied in the ongoing
AED withdrawal study in patients with LGG and anaplastic
glioma. In case patients show seizures after antitumor treat-
ment, a seizure-free period of at least 2 years is required [77].
In clinical practice, typically patients with LGG or anaplastic
glioma with a favorable prognostic profile will meet these
criteria.

Currently, there is also insufficient evidence in adult
patients on the duration of the tapering period, both for
glioma patients and the general epilepsy population [85]. An
ongoing prospective study randomizing epilepsy patients on
AED monotherapy to a slow (160 days) or rapid (60 days)
withdrawal schedule aims to better define the optimal length
of the withdrawal period [86].

3. Expert commentary

Withdrawing AEDs in glioma patients with epilepsy is a con-
troversial issue, as the presence of a symptomatic lesion is
generally associated with an increased risk of seizure recur-
rence. The infiltrative aspect of the tumor and its natural
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tendency to recur poses an additional risk for seizures.
However, patients may achieve complete seizure freedom
after having received antitumor treatment, particularly after a
macroscopically complete resection. AED side effects as well
as drug–drug interactions may negatively influence patient’s
HRQOL. Furthermore, studies in patients with non-brain
tumor-related epilepsy show that cognitive functioning may
significantly improve after AED withdrawal. The decision to
withdraw or continue AED treatment is eventually up to the
patient and the clinical physician. The potential benefits of
AED withdrawal should be individually weighed against the
presumed risk of seizure recurrence. In clinical practice, AED
withdrawal is mainly recommended for patients with LGG
including neuroepithelial tumors, or patients with anaplastic
glioma with a favorable prognostic profile and expected multi-
year survival.

4. Five-year view

Most evidence for seizure outcome after AED withdrawal is
nowadays derived from patients with medically or surgically
treated epilepsy. However, there is a strong need for high-
quality studies on AED withdrawal specifically applying to
glioma patients. In the coming years, more data are expected
on the feasibility of AED withdrawal in the glioma population.

Currently, there is one ongoing study examining the decision
to withdraw or continue AEDs in a selected group of LGG and
anaplastic glioma patients who have achieved long-term sei-
zure freedom. Hopefully, this study will also shed some light
on the association between seizure recurrence and tumor
progression. To further understand why, when, and how sei-
zures do develop during the course of the disease, careful
monitoring of seizures is essential. Therefore, future glioma
trials should standardly include uniform seizure outcome mea-
sures that not only take into account seizure frequency and
seizure severity, but also patient’s HRQOL. These measures
may also help to define specific eligibility criteria for AED
withdrawal in glioma patients.

Key issues

● Seizures are a common symptom in patients with glioma,
leading to morbidity and negatively influencing patient’s
health-related quality of life (HRQOL).

● Antiepileptic drug (AED) side effects, including cognitive and
mood disturbances, are seen in 20–40% of glioma patients.

● Tumor resection may lead to seizure freedom, particularly in
patients who undergo a complete resection.

● Antitumor treatment with radiotherapy and chemotherapy
may lead to improved seizure control.

Table 2. Factors to consider before withdrawing antiepileptic drugs in glioma patients.

Lower risk of seizure recurrence/
higher benefit from AED

withdrawal
Higher risk of seizure recurrence/lower

benefit from AED withdrawal

Tumor-related factors Tumor grade and molecular-genetic profile Anaplastic glioma and GBM Low-grade glioma and glioneural
tumors

Tumor location Midline, occipital lobe Insular, frontal, and temporal lobe
Duration of stable tumor disease after antitumor
treatment

Long-term stable disease Short-term stable disease

Patient’s prognosis at time of withdrawal Low risk of short-term tumor
recurrence

High risk of short-term tumor
recurrence

Seizure characteristics Seizure type Generalized seizures Partial seizures
Seizure frequency before development of seizure
freedom

Low seizure frequency High seizure frequency

Initial seizure severity No history of status epilepticus History of status epilepticus
Duration of seizure freedom Long-term seizure freedom Short-term seizure freedom

Antitumor treatment Type of antitumor treatment Resection Radiotherapy or chemotherapy
In case of surgical resection: extent of resection Total resection Subtotal or partial resection

Side effects Short-term and long-term AED side effects Serious side effects affecting daily
life

No/limited side effects

Drug–drug interactions Unwanted drug–drug interactions
with for example
dexamethasone or
chemotherapy, particularly
enzyme-inducing AEDs

No/limited interactions or use of
valproic acid or levetiracetam
during TMZ treatment in GBM, as it
might affect survival

Teratogenic risk AEDs (especially AED polytherapy
or use of valproic acid or
carbamazepine) in women of
childbearing age

Women of non-childbearing age/men

Patient-related factors Possible psychosocial impact of epilepsy and using AEDs Experiencing inconvenience of
taking AEDs; feeling
medicalized due to long-term
use of AEDs

Risk of being stigmatized in case of a
seizure; fear of seizure-related
injuries

Effect of withdrawal or seizure relapse on driver’s license No suspension of driver’s license
during or after AED withdrawal

Fear of losing driver’s license in case
of seizure relapse

Financial burden of long-term AED use Limited insurance coverage
leading to substantial expenses

AEDs fully covered by medical
insurance

AED: Antiepileptic drug; TMZ: temozolomide.
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● Evidence from patients with medically or surgically treated,
non-brain tumor related epilepsy shows that AEDs can be
safely withdrawn in a selected group of patients.

● The withdrawal of antiepileptic drugs (AEDs) is a controver-
sial issue in glioma patients with epilepsy, as the presence
of a symptomatic lesion is generally related to an increased
risk of seizure recurrence.

● There is currently little evidence on the feasibility of AED with-
drawal in glioma patients, based on a few retrospective studies.

● We recommend to consider AED withdrawal in patients
with low-grade and anaplastic glioma with a favorable
prognosis, who have achieved stable disease and long-
term seizure freedom.

● Preferably, a shared decision on AED withdrawal is made by
the patient and the clinical physician, where the potential
benefits of withdrawal are weighed against the presumed
risk of seizure recurrence.
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