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Pediatric Brain Tumor Studies
( ontinued from page

1)

tip] approache and cooperation
b tween several differen t discipline .
Whj] standard care for mo t type of
p diatri brain tumors con ti n ues to
b urgery, often fol low d by radia
tion therapy wi th or ·without h mo
therapy, there i i ncr a ing empha is
o n trying to mini mize the long-term
ef£ ts from the e treatments.
'Th r are tumors that have
a v ry poor progn osi that w ar
treating very aggr -i · ly, but i n
those i n which t h progno is h as
improv d, w ar a lot more careful
t balanc the long-term effects, "
aid Joann ter, M.D., chief of the
Section of Pediatric euraJ Tumor
at M. D. Ander on . "Acut ly and
long-term , we worry about in t 1 1 c
tual and neurological d fici . "
Patien ts younger than thre y ar
old are mo t li kely to experie n c
neuropsychological defici ts because
t he i r tu mors tend to be larger and
more aggre ive and because they
ar m uch m r
n itive to the

long-term effe ts of radiation therapy
and chemotherapy, Dr. ter aid.
"Eve n th os who go th rough
urg ry and initial tr atm nt inta t,
if th y ar und r age th r e , w know
that radiation therapy can au e a
sign ificant drop in IQ over year , "
said Dr. te r, referr i ng t o studies
conduc ted by Don n a Copeland,
Ph . D . , a prof< or i n the Department
of P diatric wh do um nted th e
cau
of i n t I I tual d fi i i n
yo ung childr n .
Dr. Copeland' research led Dr.
ter to organize a protocol in which
children le s than three years old
who have malignant brain tumors
ar treat d wi th surgery and chemoth rapy, but no radiation. The approach,
Dr. At r said, has b n moderately
ucce ful, ·p iaJly in pati nts with
medulloblast ma, and th r ar I ng
term survivor who have never had
radiation therapy-and therefore have
no intellectual deficits resulting from
radiation exposure.

Thi and i m i l ar protocol hav
timu lated ' veral ooperative group
trial thr ugh th
h ildren's Can cer
Gr up that are al o aimed at u·ying
to r duce th am unt of radiation
children ar xpo ·ed to by repla ing
it with chem th rapy.
Wh ile the e trial have yield d
results com parable to standard
u·eatm e n ts with radiation th rapy i n
certain tumors, chemotherapy h a
n t uppl an ted rad iation t h rap a
tandard care i n th e tr atm n t of
childho d brain tu m r . Moreover,
in recent y ar , n w t h n iques in
radiation therapy hav led to the
more preci tr atrn n t of pediatric
brai n tu mor and b tter sparing of
the de eloping brain than conven
tional rad iation therapy allows.
The most i mportan t of th s
advan c i th ree-di m nsional
nformal radiation th rapy, which
invo lv high! pr i d
de livery
to a target volum that is defined
with radiographic i maging. It is not

------ PROTOCOLS ---;,-----

Pediatric Brain Tumor
Oinical Trials
C l inical trials in progress at The U niver
sity of Texas M . D . Anderson Cancer Cente r
i nclude the following for ped iatric patients
with brain tumors.
• A phase II study of high-dose cyclo
phosphamide, triethylen ethiophos
phoramide (th iotepa) , and melphalan
with autologous blood stem cel l
transplantation for the treatment of high
risk embryonal brain tumors ( 1 098032). Physician: Ka Wah Chan, M. D.
Patients five to 50 years old with
recu rrent or high-risk embryonal brain
tu mors wi ll receive two courses of high
dose che motherapy, each with stem cell
rescue.
• Phase I study of intrathecal mafosfamide
(DM98-061 ) . Physician: Kurt Jaeckle, M.D.
Patients more than three years old
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with meningeal malignancies that are
progressive or refractory to conventional
therapy are eligible.
• A phase II study of methotrexate, folinic
acid, mechlorethamine (nitrogen
mustard ) , procarbazine, and prednisone
(MMOPP) as primary therapy for infants
with bra i n tu mors ( P88-006) . Physician:

Joann Ater, M. D.

I nfants and children fou r years old or
younger with primitive neuroectodermal
tu mors and h igh-grade astrocytomas
who have not had previous therapy
(other than su rgery) are eligible. I nfants
and children with low-grade astrocyto
mas or optic tract tumors that are
incompletely resected and have a
progressive cou rse not amenable to
further surgery may also be eligible.
• A g roup-wide pilot study of concurrent
carboplatin, vincristine, and radiotherapy
followed by adjuvant chemotherapy in
patients with newly diagnosed high-risk

central nervous system embryonal
tumors (PNET) (CCG98-99701 ).

Physician: John Kuttesch, M. D., Ph. D.

Patients three to 22 years old with
histologic verification of a PNET at
diagnosis and no prior rad iation therapy
or chemotherapy are eligible.
• Phase I I study of temodal (SCH 52365;
temozolomide, I N D #52797) i n children
and adolescents with recurrent centra l
nervous system (CNS) tumors
(CCG98A09701 ). Physician: John

Kuttesch, M.D., Ph. D.

Patients younger than 21 years old
who have measurable disease or disease
that has relapsed or become refractory
to conventional therapy are eligible.
• Chemotherapy for p rogressive low
grade astrocytoma in children less than
1 0 years old (CCG97-9952). Physician:

Joann Ater, M.D.

Patients who have clear radiological
o r clinical evidence of prog ressive

Georganne Mansour, an advanced jJractice nurse in the Department of Neurosurgery,
Dr. John Kuttesch, assistant professor in the Department of Pediatrics, pediatric
·ellow Dr. Cesar Nunez, and Dr. Frederick Lang, assistant professor i n the Department
,f Neurosurgery (/,eft t o right), discuss treatment options for a pediatric patient r.dth
1 brain tumor.

yet known how such treatments affect
outcomes, but it is hoped that they
will allow physicians to reduce the
long-term toxicities that can be
associated with radiation therapy,
said Eric L. Chang, M.D., assistant
professor in the Department of
Radiation Oncology.
One approach to improve out
comes and limit side effects of
therapy is the study of cytoprotective
agents, in particular amifostine, used
in combination with standard thera
pies. John Kuttesch, Ph.D., M.D., a
neuro-oncologist and head of the
Pediatric New Agents Program,
leads a phase I trial of amifostine in
children with recurrent solid tumors.
Amifostine has already been shown
to protect against renal toxicity of
cisplatin in adult studies, and some
data suggest that it may also protect
against cisplatin-induced hearing
loss. Its effectiveness as a bone mar
row protectant is also being studied.
(Continued on page 4)

----PROTOCOLS---disease following resection or patients
who had an incomplete resection are
eligible to receive oral administration of
carboplatin and vincristine at home
through this study.
• A pediatric phase I study of intravenous
dolastatin-1o (NSC 376128) in patients
with refractory solid tumors (CCG9809718). Physician: Cynthia Herzog, M.D.
Patients 21 years old or younger with
histologically verified malignancies that are
refractory to conventional therapy and
other therapies of higher priority are
eligible. Adequate cardiac and pulmonary
function are required.
• A phase 11 study of continuous 21-day
infusion of topotecan (NSC 609699) in
children with relapsed solid tumors
(CCG99-O9713). Physician: John
Kuttesch, M.O., Ph.D.
Patients with brain tumors, sarcomas,
or neuroblastomas that have relapsed or
become refractory to conventional therapy

will receive topotecan on an outpatient
basis.
• Phase II study of docetaxel (Taxotere)
(NSC#6285O3) in children with recur
rent solid tumors (CCG97-O962).
Physician: Cynthia Herzog, M.D.
Eligible for this protocol are patients
age 21 and younger with clinically or
radiographically documented measur
able disease that has relapsed or
become refractory to conventional
therapy.
• A phase Ill prospective randomized
study of craniospinal radiotherapy
followed by one of two adjuvant
chemotherapy regimens in children with
newly diagnosed average-risk medullo
blastoma (CCG97-A9961 ). Physician:
Joann Ater, M.O.
This protocol includes both inpatient
and outpatient treatment of patients three
to 21 years old with nondisseminated
posterior fossa medulloblastoma.

• Phase II group-wide trial of pre
irradiation vincristine, cyclophospha
mide, and etoposide chemotherapy for
children aged three to 21 years with
newly diagnosed intracranial ependy
moma and radiologic evidence of
postoperative residual tumor (CCG969942). Physician: Joann Ater, M.D.
To be eligible for this study, patients
must have histologically proven intracra
nial ependymoma that has not been
previously treated with chemotherapy
or radiation therapy.•
clinical
trials, physicians or patients may call the
M. D. Anderson Information Line. Those
wi.thin the United States should call (800)
392-1611; those in Houston or outside
the United States shoul.d. call (713) 7926161. Visit the M. D. Anderson Cancer
Center clinical trials web site at http://
www.dinicaltrials.org/or a l7roader listing

FoR MORE INFORMATION about these

of treatment research protocols.
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From Biopsy to Diagnosis:
Understanding the Process

t is never easy to hear that you or someone you wve may have
cancer, and the thought of undergoing a biopsy to confirm a
preliminary diagnosis can be frightening. Knowing what to
expect from the biopsy process and beingfamiliar with the
types of biopsies commonly used for diagnosis, however, can ease
some ofyour worries and make the procedure less stressful.

What is a biopsy?

A biopsy is the removal and
examination of a tissue sample from
an area of suspected cancer. Physical
examinations and laboratory tests
can show if abnormati ties are present
in your body, but a biopsy is the only
definitive way to make a diagnosis of
cancer. The decision as to what type
of biopsy is performed depends on
the location of a tumor, as well as its
type, size, and growth characteristics.

Types of biopsies

Core needle biopsy uses a large needle

that is inserted into the tumor to
withdraw cells for examination.
A local anesthetic is usually adminis
tered at the insertion site. This
method is often used for masses
located in muscle or just under
the skin, such as in the breast.

Fine needle aspiration (FNA) is a
more common type of needle biopsy.
In FNA, a needle no wider than a
normal injection needle is inserted
into the tumor, and tumor cells are
aspirated (removed from the tumor)
into a syringe for examination. No
anesthesia is necessary, and diagnosis
can be made within hours.
Endoscopic biopsy utilizes a thin

flexible tube with a light or camera
on one end (endoscope). The
endoscope is inserted through
an incision or natural opening,
and forceps, a brush, or a needle
attached to a cable within the
f
endoscope are used to snip of ,

iopsy is the only
,�-·nitive way to make
_gnosis of cancer.
--.t"'Y..

•

brush off, or aspirate tissue from a
tumor. Depending on the endoscope
insertion site, local anesthesia or
a sedative is sometimes used.

lncisional biopsy involves surgical

incision and remova 1 of a larger
segment of a tumor. It is often the
biopsy of choice for extremely large
masses and is most commonly used to
remove sections of soft tissue tumors
(in muscle, fat, and connective
tissues).

Excisional biopsy involves complete
removal of a tumor o r organ. Exci
sional biopsies are best suited for
removal of very small tumors (such
as skin tumors), or for situations
where removal of the entire organ is
necessary. Excisional and incisional
biopsies are often performed "'�th
local or regional anesthesia; however,
tumors inside the chest or abdomen
require the use of general anesthesia.
Because needle biopsy removes
individual cells, and may not effec
tively demonstrate how cancer cells
relate to each other, incisional or
excisional biopsy may be required
even when needle biopsy is simpler
and less painful.

Examination and diagnosis

After a tissue sample is removed,
it is taken to a laboratory and exam
ined by a pathologist (a doctor who
studies cells and tissues to identify
disease). Pathologists place tiny layers
of tumor cells onto small glass slides
and stain them with chemicals that
distinguish different parts of the
cells. They cover each slide with a
very thin pane of glass to protect the
sample, and view the processed tissue
under a microscope.
Pathologists then write detailed
reports of their observations and
conclusions, and a report and
diagnosis are given to the patient's
oncologist. Information obtained
from a biopsy includes whether the
tumor is benign (noncancerous) or
malignant (cancerous), what type of
cancer may be present, and how the
tumor may affect the patient's health.

Will a biopsy cause
cancer to spread?

In almost all cases, a biopsy will
not cause cancer to spread. The
majority of cancers are safely sampled
with a needle or incisional biopsy. For
rare exceptions , experienced doctors
troubleshoot beforehand and can per
form follow-up operations to remove
more of the cancer if necessar y.
Though patients may feel physically
worse after biopsy or surgery, it does
not mean their cancer has spread.
It is normal to feel this way after
any invasive procedure. •
For more irifornwtion, contact
your fJhysician or contact the
M. D. Anderson Info rmation Line:
({) (800) 392-1611 within
the United States, or
({) (713) 792-6161 in Houston
and outside the United States.
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