

[image: image1]
Clinical Characteristics of Subependymal Giant Cell Astrocytoma in Tuberous Sclerosis Complex









	
	ORIGINAL RESEARCH
published: 03 July 2019
doi: 10.3389/fneur.2019.00705





[image: image2]

Clinical Characteristics of Subependymal Giant Cell Astrocytoma in Tuberous Sclerosis Complex


Anna C. Jansen1*, Elena Belousova2, Mirjana P. Benedik3, Tom Carter4, Vincent Cottin5, Paolo Curatolo6, Maria Dahlin7, Lisa D'Amato8†, Guillaume Beaure d'Augères9, Petrus J. de Vries10, José C. Ferreira11, Martha Feucht12, Carla Fladrowski13,14, Christoph Hertzberg15, Sergiusz Jozwiak16,17, John A. Lawson18, Alfons Macaya19, Ruben Marques8,20, Rima Nabbout21, Finbar O'Callaghan22, Jiong Qin23, Valentin Sander24, Matthias Sauter25, Seema Shah26, Yukitoshi Takahashi27, Renaud Touraine28, Sotiris Youroukos29, Bernard Zonnenberg30 and John C. Kingswood31 on behalf of TOSCA Consortium and TOSCA Investigators


1Pediatric Neurology Unit, Department of Pediatrics, Universitair Ziekenhuis Brussel, Vrije Universiteit Brussel, Brussels, Belgium

2Research and Clinical Institute of Pediatrics, Pirogov Russian National Research Medical University, Moscow, Russia

3Child Neurology Department, SPS Pediatrična Klinika, Ljubljana, Slovenia

4Tuberous Sclerosis Association, Nottingham, United Kingdom

5Hôpital Louis Pradel, Claude Bernard University Lyon 1, Lyon, France

6Child Neurology and Psychiatry Unit, Systems Medicine Department, Tor Vergata University Hospital, Rome, Italy

7Neuropediatric Department, Astrid Lindgren Childrens Hospital, Stockholm, Sweden

8Novartis Farma S.p.A., Origgio, Italy

9Association Sclérose Tubéreuse de Bourneville, Gradignan, France

10Division of Child and Adolescent Psychiatry, University of Cape Town, Cape Town, South Africa

11Neurology Department, Centro Hospitalar Lisboa Ocidental, Lisbon, Portugal

12Medical University of Vienna, Universitätsklinik für Kinder-und Jugendheilkunde, Vienna, Austria

13Associazione Sclerosi Tuberosa ONLUS, Milan, Italy

14European Tuberous Sclerosis Complex Association, In den Birken, Dattein, Germany

15Zentrum für Neuropädiatrie und Sozialpädiatrie, Vivantes-Klinikum Neukölln, Berlin, Germany

16Department of Child Neurology, Warsaw Medical University, Warsaw, Poland

17Department of Neurology and Epileptology, The Children's Memorial Health Institute, Warsaw, Poland

18The Tuberous Sclerosis Multidisciplinary Management Clinic, Sydney Children's Hospital, Randwick, NSW, Australia

19Pediatric Neurology Section, Hospital Universitari Vall d'Hebron, Barcelona, Spain

20Institute of Biomedicine, University of Leon, León, Spain

21Department of Pediatric Neurology, Necker Enfants Malades Hospital, Paris Descartes University, Paris, France

22Institute of Child Health, University College London, London, United Kingdom

23Department of Pediatrics, Peking University People's Hospital, Beijing, China

24Neurology and Rehabilitation, Tallinn Children Hospital, Tallinn, Estonia

25Klinikum Kempten, Klinikverbund Kempten-Oberallgäu gGmbH, Kempten, Germany

26Novartis Healthcare Pvt. Ltd., Hyderabad, India

27National Epilepsy Center, Shizuoka Institute of Epilepsy and Neurological Disorders, NHO, Shizuoka, Japan

28Department of Genetics, CHU-Hôpital Nord, Saint Etienne, France

29First Department of Paediatrics, St. Sophia Children's Hospital, Athens University, Athens, Greece

30Department of Internal Medicine, University Medical Center, Utrecht, Netherlands

31Cardiology Clinical Academic Group, Molecular and Clinical Sciences Research Centre, St. Georges University of London, London, United Kingdom

Edited by:
Carl E. Stafstrom, Johns Hopkins Medicine, United States

Reviewed by:
Kevin Ess, Vanderbilt University Medical Center, United States
 Salvatore Savasta, University of Pavia, Italy

*Correspondence: Anna C. Jansen, anna.jansen@uzbrussel.be

†Novartis employee at the time of manuscript concept approval

Specialty section: This article was submitted to Pediatric Neurology, a section of the journal Frontiers in Neurology

Received: 22 March 2019
 Accepted: 14 June 2019
 Published: 03 July 2019

Citation: Jansen AC, Belousova E, Benedik MP, Carter T, Cottin V, Curatolo P, Dahlin M, D'Amato L, Beaure d'Augères G, de Vries PJ, Ferreira JC, Feucht M, Fladrowski C, Hertzberg C, Jozwiak S, Lawson JA, Macaya A, Marques R, Nabbout R, O'Callaghan F, Qin J, Sander V, Sauter M, Shah S, Takahashi Y, Touraine R, Youroukos S, Zonnenberg B and Kingswood JC (2019) Clinical Characteristics of Subependymal Giant Cell Astrocytoma in Tuberous Sclerosis Complex. Front. Neurol. 10:705. doi: 10.3389/fneur.2019.00705



Background: This study evaluated the characteristics of subependymal giant cell astrocytoma (SEGA) in patients with tuberous sclerosis complex (TSC) entered into the TuberOus SClerosis registry to increase disease Awareness (TOSCA).

Methods: The study was conducted at 170 sites across 31 countries. Data from patients of any age with a documented clinical visit for TSC in the 12 months preceding enrollment or those newly diagnosed with TSC were entered.

Results: SEGA were reported in 554 of 2,216 patients (25%). Median age at diagnosis of SEGA was 8 years (range, <1–51), with 18.1% diagnosed after age 18 years. SEGA growth occurred in 22.7% of patients aged ≤ 18 years and in 11.6% of patients aged > 18 years. SEGA were symptomatic in 42.1% of patients. Symptoms included increased seizure frequency (15.8%), behavioural disturbance (11.9%), and regression/loss of cognitive skills (9.9%), in addition to those typically associated with increased intracranial pressure. SEGA were significantly more frequent in patients with TSC2 compared to TSC1 variants (33.7 vs. 13.2 %, p < 0.0001). Main treatment modalities included surgery (59.6%) and mammalian target of rapamycin (mTOR) inhibitors (49%).

Conclusions: Although SEGA diagnosis and growth typically occurs during childhood, SEGA can occur and grow in both infants and adults.
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INTRODUCTION

Tuberous sclerosis complex (TSC) is an autosomal dominant genetic disorder characterized by growth of hamartomas in several organs, including the brain, kidneys, lungs, heart, eyes, and skin (1). Subependymal giant cell astrocytomas (SEGA) are benign, non-infiltrative brain lesions classified by the World Health Organization as grade I, characteristically observed in patients with TSC (2, 3). They are typically slow-growing tumours composed of different cell lineages and are not purely astrocytic in nature (4). Historically, SEGA diagnosis was based on histology (5), but over time, diagnosis became imaging based. In 2013, an international panel of experts defined the imaging characteristics of SEGA as a lesion at the caudothalamic groove with either a size of >1 cm in any direction or a subependymal lesion at any location that has shown serial growth on consecutive imaging regardless of size. Most SEGA show clear enhancement after contrast administration. However, a growing subependymal lesion even in the absence of enhancement should be considered a SEGA (6). The prevalence of SEGA was previously reported to range from 4 to 20% (2, 7–11). The studies mentioned were based on relatively small patient numbers. In the largest series by Adriaensen et al. evaluating 214 patients with TSC, SEGA was defined as a subependymal lesion near the foramen of Monro showing contrast enhancement after administration of intravenous gadolinium. SEGA occurred in 20% of individuals in this study and average maximum SEGA size was 11.4 mm (range, 4–29 mm) (2).

Although SEGA are histologically benign, their location near the foramen of Monro and their tendency to grow can lead to obstructive hydrocephalus with consecutive substantial morbidity and mortality (12). Symptoms associated with growing SEGA include those typically associated with raised intracranial pressure (headaches, photophobia, diplopia, ataxia, seizures) and/or detrimental effects on cognition and/or increased seizure burden, learning, or behaviour (13). SEGA typically appear in the first 2 decades of life, with a mean age at presentation below 18 years (14). However, there have been reports of SEGA detection prenatally (as early as at 19 weeks gestation) (15–17), as well as new diagnoses after 20 years of age (2, 18). There have been prior reports suggesting that SEGA occur at a younger age in patients with TSC2 mutations compared with those with TSC1 mutations (8, 19).

Currently, surgical resection and mammalian target of rapamycin (mTOR) inhibitors are the recommended treatment options for SEGA associated with TSC. Surgical resection should be considered for acutely symptomatic SEGA, while either surgical resection or medical treatment with mTOR inhibitors may be considered for growing, but not acutely symptomatic SEGA (20). However, surgical resection may be associated with preoperative and postoperative complications, and incompletely resected SEGA often tend to regrow (6, 14, 21). Everolimus, an inhibitor of mTOR, the central pathway involved in the pathophysiology of TSC, has been approved by the Food and Drug Administration (FDA) and European Medicines Agency (EMA) for patients with TSC-associated SEGA who require therapeutic intervention, but are not candidates for surgical resection (14). mTOR inhibitors have also shown improvements in the other manifestations of TSC including renal angiomyolipomas, epilepsy, lymphangioleiomyomatosis, and facial angiofibromas (22–25).

Although substantial progress has been made in our understanding of the biological and genetic basis of TSC in the past decade, several questions, especially those related to the natural history of the disease, remain unanswered. To address this gap, the TOSCA (TuberOus SClerosis registry to increase disease Awareness) registry was designed with the aim of providing deeper insights into the manifestations of TSC and its management. The baseline core data of the TOSCA registry published previously provided understanding of the overall manifestations and natural history of TSC (26). Here, we present the clinical characteristics of SEGA in children and adults.

PATIENTS AND METHODS

TOSCA is a non-interventional, multicenter, international natural history study conducted at 170 sites across 31 countries. The study design and methodology of TOSCA have been described in detail previously (27). In brief, between August 2012 and August 2014, patients of any age with a documented clinic visit for TSC in the 12 months preceding enrollment or those newly diagnosed with TSC were enrolled. General information on patient background, such as demographic data, family history, genotype, vital signs, prenatal history, clinical features of TSC across all organ systems, comorbidities, and rare manifestations, was collected at baseline and at regular visits scheduled at a maximum interval of 1 year. Follow-up visits were scheduled according to the standard practice of the site and as per the treating physician's best judgement. The data were recorded on an electronic case report form (eCRF) that was accessed via a secure web portal hosted by a contract research organization. Input of data was carried out by local investigators or their deputies, and then independently checked by a network of clinical research associates for accuracy and consistency using the original local case records. The web portal has an explanatory manual to guide the investigators.

Data collected specific to SEGA included tumour characteristics such as presence of single or multiple SEGA, clinical signs and symptoms associated with SEGA, and management. Characteristics of SEGA according to the age at consent were evaluated. The study also assessed the association between genotype (TSC1 vs. TSC2) and SEGA characteristics using Chi-square test or fisher exact test, and median test. Since baseline data were collected prior to the 2013 international consensus on SEGA definition, no specific inclusion criteria were defined. The TOSCA cohort therefore reflects worldwide clinical practice.

Given that the natural history study is exploratory in nature, background and clinical parameters were reported with descriptive statistics only. All eligible patients enrolled in the TOSCA registry were considered for analysis. Categorical data were reported as frequencies and percentages, and continuous variables were expressed as mean (± standard deviation) or as median (range), unless stated otherwise.

TOSCA was designed and conducted according to the Guidelines for Good Clinical Practice and ethical principles outlined in the Declaration of Helsinki (28, 29). After appropriate approval by central and all local human research ethics committees, written informed consent was obtained from all patients, parents, or guardians prior to enrollment.

RESULTS

As of September 30, 2015, 2,216 patients (1,154 females and 1,062 males) with TSC were enrolled in the TOSCA registry from 170 sites across 31 countries. The demographic and clinical characteristics of the enrolled patients are shown in Table 1. The majority of these patients (70%) were enrolled by pediatric or adult neurologists.


Table 1. Demographics and clinical characteristics of participants in the TOSCA study (N = 2,216).
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Overall, SEGA were reported in 554 patients (25%); 275 (49.6%) were males and 279 (50.4%) were females. Of these, SEGA were present at baseline in 463 patients (83.6%), resolved with treatment before baseline in 80 patients (14.4%), and were reported to have resolved spontaneously in 10 patients (1.8%), the latter possibly due to measurement errors in small lesions. Detailed information was lacking for one patient. The median age at SEGA diagnosis was 8 years (range, <1–51 years). SEGA were diagnosed before 2 years of age in 26.6%, before 18 years in 81.9% of patients, and after 18 years in 18.1% patients (Figure 1). The oldest patient diagnosed with SEGA in the TOSCA cohort was 51 years.
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FIGURE 1. Proportion of patients with SEGAs according to age at SEGA diagnosis (n = 542).



Of the 463 patients with SEGA at baseline, 209 (45.1%) had multiple SEGA and in 208 patients (44.9%) SEGA were present bilaterally (Table 2). Among patients with SEGA present at the at the time of baseline visit, SEGA growth was observed in 68 out of 300 patients aged ≤ 18 years (22.7%) and 19 out of 163 patients aged > 18 years (11.6%). In total, 87 out of 463 patients showed SEGA growth since previous scan (18.8%). Of these, 7 patients (8%) were aged <2 years, 68 patients (78.2%) were aged ≤ 18 years, while 19 patients (21.8%) were aged > 18 years. The median time between consecutive scans was 1 year (mean 1.5 years, range <1–18). At the time of assessment, 321 patients (69.3%) were asymptomatic. Of these, 29 (9.0%) were aged <2 years, 175 (54.5%) were > 2 years and ≤ 18 years, and 117 (36.4%) were aged > 18 years (Table 3). One or more symptoms (alone or in combination) assigned to SEGA in our cohort were observed in 233 patients (50.3%). The most frequent symptoms were increased seizure frequency in 73 patients (15.8%), behavioural disturbance in 55 (11.9%), regression/loss of cognitive skills in 46 (9.9%), and headache in 39 (8.4%) (Table 2).


Table 2. Clinical characteristics of SEGA at baseline visit in overall population and according to mutation type.
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Table 3. Clinical characteristics of SEGA at baseline visit according to age categories.
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The characteristics of SEGA associated with mutations in TSC1 and TSC2 are shown in Table 2. SEGA were significantly more frequently observed in patients with a TSC2 mutation compared to those with a TSC1 mutation (33.7 vs. 13.2%, p < 0.0001). However, there was no significant difference with respect to SEGA diagnosis before 2 years of age (p = 0.3812), multiple (p = 0.8368), bilateral (p = 0.9550) or growing SEGA (p = 0.3302), and presence of SEGA-related symptoms (p > 0.05) in patients with mutations in TSC1 compared to TSC2 (Table 2). A total of 208 patients received at least one treatment after SEGA diagnosis with a median time from SEGA diagnosis to treatment of 319 days (range, 1–5517 days). The most common treatment modalities included surgical resection (124 patients, 59.6%), mTOR inhibitors (102 patients, 49%), and ventriculoperitoneal shunt (22 patients, 10.6%), used alone or in combination.

DISCUSSION

Together with cortical tubers, white matter radial migration lines, and subependymal nodules, SEGA represent one of the three major central nervous system features in the diagnostic criteria for TSC (30). Although benign and slow growing, SEGA are potentially lethal and can cause serious neurological complications including raised intracranial pressure due to obstructive hydrocephalus (7). However, to date, studies on the natural history of SEGA and TSC have been sparse, smaller in scale, and typically from a single centre (6). The TOSCA disease registry has collected disease information on the largest cohort of patients with TSC to date.

In the current study, SEGA was reported in 25% of patients with TSC enrolled in the study; of whom, ~45% had bilateral SEGA. Most studies have reported lower rates of SEGA in patients with TSC ranging from 4 to 20% (2, 7–11). The method used for diagnosis of SEGA in these studies varied substantially. The highest rates reported to date came from a case series of 214 patients with TSC, which reported SEGA in 20% of their patients (2). In this study, SEGA was defined as a subependymal lesion near the foramen of Monro showing contrast enhancement after administration of intravenous gadolinium. No specifications on size or growth were taken into consideration, which is in line with the TOSCA cohort. Most of the patients in TOSCA were enrolled from specialist neurology centres, which might have influenced the number of patients with SEGA included in TOSCA. We also have no data on the number of patients who declined to participate in TOSCA. It cannot be excluded that patients with milder disease were less likely to participate. In addition, patient with milder disease might be less likely to have SEGA, potentially contributing to selection bias.

Published data reported a preponderance of SEGA in children and adolescents (2, 4, 7, 10). In TOSCA, most SEGA were indeed diagnosed in childhood, with a median age at SEGA diagnosis of 8 years. Importantly, 26.6% of patients were diagnosed with SEGA before 2 years of age (Figure 1), and growing SEGA were observed in 2.5% of patients aged <2 years (Table 3), highlighting the need for early monitoring. The potential occurrence of early SEGA growth has been highlighted previously. The study reported SEGA surgery before the age of 3 years in 9.4% of total 57 children enrolled in the study (31).

Prior reports of SEGA growth after the age of 25 years have been very rare (32). Surprisingly, we identified growing SEGA in 19 patients (2.4%) beyond the age of 18 years. This underlines the need to remain vigilant in adult patients with known SEGA as pointed out in the international recommendations for the surveillance and management of TSC (6, 20). The international consensus panel recommended performing brain imaging every 1–3 years until the age of 25 years. In TOSCA, the median time between scans for SEGA follow-up was 1 year (range, 0–18 years), which is in line with the international recommendations (6, 20). The frequency of scans within the recommended range of every 1–3 years needs to be determined based on clinical grounds, with scans performed more frequently in asymptomatic SEGA patients who are younger, whose SEGA are larger or growing, or who have developmental delays or intellectual disability. Individuals without SEGA by the age of 25 years seem not to need continued imaging (20). For those with SEGA at age 25 years, follow-up MRI intervals may be increased provided the patient remains clinically stable.

New onset of symptoms related to raised intracranial pressure as well as increase in seizure frequency or change in neurological status and behaviour or loss of skills (especially in patients with intellectual disability) should trigger an earlier scan. Similarly, a growing SEGA should prompt a more frequent clinical and radiological follow-up. Parents and patients should be educated regarding relevant symptoms that should prompt referral to medical evaluation (6). The TOSCA data suggest that SEGA-related symptoms (especially early symptoms) are not exclusively limited to signs of increased intracranial pressure.

Previous studies suggested that TSC2 mutations are associated with a more severe clinical phenotype (8, 19). Findings from TOSCA confirmed that SEGA were present more frequently in patients with mutations in TSC2 compared to TSC1.However, differences in age at onset, SEGA growth or SEGA-related symptoms were not significant. The reason for this observation remains unclear.

In the current study, surgical resection (59.6%) and mTOR inhibitor (49%) were the most common treatment modalities at baseline. Current international recommendations propose the use of surgical resection for acutely symptomatic SEGAs. For growing but asymptomatic SEGA, both surgical resection and mTOR inhibitors are potential treatments. In determining the best option, discussion of the complication risks, adverse effects, cost, length of treatment, family preference, surgical expertise in SEGA, and potential impact on TSC-associated comorbidities should be included in the decision-making process (20, 33). mTOR inhibitors have been shown to be effective in the treatment of other TSC manifestations including epilepsy, renal angiomyolipoma, and lymphangioleiomyomatosis (22–25). Hence, the treatment with mTOR inhibitors may be preferred over surgery in patients with multiple organ involvement or with a combination of mTOR inhibitor-responsive lesions. mTOR inhibitors are also recommended for patients with large or bilateral SEGA that are not amenable to surgical resection (33). SEGA are likely to regrow in case of incomplete resection. This was illustrated in a study of 57 patients with TSC who underwent a total of 64 SEGA surgeries. Gross total resection was performed in 58 cases with no regrowth, while 5 out of 6 children who underwent partial resection showed tumour regrowth within 3–12 months (31). It is also important to consider that long-term mTOR inhibitor treatment may be required, as discontinuation of mTOR inhibitors is typically associated with regrowth of tumours (21).

The median time from SEGA diagnosis to treatment initiation was 319 days. This likely reflects a watch and wait approach to document growth and the need for intervention.

The current study has the following limitations: firstly, the observational nature allowed collection of only those data that were already available from clinical practice and hence reflects “real world” data. Secondly, a major challenge for this registry was to ensure that data about all the disease manifestations for each patient were reported although the sites involved in the registry did not always follow patients for all disease manifestations in the same way. However, the low number of missing data for SEGA (4.7%) reflects good quality of data collection.

CONCLUSION

In summary, the study highlights that the rates of SEGA in patients with TSC might be higher than previously reported. Increase in seizure frequency, behavioural disturbance, regression/loss of cognitive skills were identified as frequent symptoms associated with SEGA, over and above headaches, typically associated with raised intracranial pressure. SEGA may already be present and grow at a very young age. Although SEGA mostly occur in childhood, it is important to be vigilant in adults as well, since SEGA growth does occur also in these age groups.
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Age at diagnosis of TSC, years; median (range) 1(<1-69)
Gender, n (%)

Male 1,062 (47.9)

Female 1,154 (52.1)
Patients with molecular testing, 1 (%) 1,000 (45.1)
Genetic testing, n (%)

No mutation identified 144 (14.4)

TSC1 mutation® 197 (19.7)

TSC2 mutation® 644 (64.4)

Both TSC1 and TSC2 mutations 6(0.6)
Variation type, n (%)°

Pathogenic mutation 678 (67.8)

Variant of unknown significance 66 (6.6)
Patients with prenatal diagnosis, n (%) 144 (6.5)

TSC, tuberous sclerosis complex; TOSCA, TuberOus SClerosis registry to increase
disease Awareness.

@information on the type of mutation was missing for 9 patients.

bThe count (n) includes 6 patients who had both TSC1 and TSC2 mutations.

The count (n) includes 23 patients who had both variation types.
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