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Abstract
Background Subependymal giant cell astrocytoma (SEGA) is
the most common central nervous system tumor in patients
with tuberous sclerosis complex (TSC). SEGAs are generally
benign, non-infiltrative lesions, but they can lead to intracra-
nial hypertension, obstructive hydrocephalus, focal neurolog-
ic deficits, and even sudden death.
Discussion Surgical resection has been the standard treatment
for SEGAs, and it is generally curative with complete resec-
tion. However, not all SEGAs are amenable to safe and
complete resection. Gamma Knife stereotactic radiosurgery
provides another treatment option as a primary or adjuvant
treatment for SEGAs, but it has highly variable response
effects with sporadic cases demonstrating its efficacy. Recent-
ly, biologically targeted pharmacotherapy with mammalian
target of rapamycin (mTOR) inhibitors such as sirolimus and
everolimus has provided a safe and efficacious treatment
option for patients with SEGAs. However, SEGAs can recur
few months after drug discontinuation, indicating that mTOR
inhibitors may need to be continued to avoid recurrence.
Further studies are needed to evaluate the advantages and
adverse effects of long-term treatment with mTOR inhibitors.
This review presents an overview of the current knowledge
and particularly highlights the surgical and medical options of
SEGAs in patients with TSC.
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Abbreviations
SEGA subependymal giant cell astrocytoma
TSC tuberous sclerosis complex
GKS Gamma Knife stereotactic radiosurgery
mTOR mammalian target of rapamycin
SEN subependymal nodules
LOH loss of heterozygosity
ERK extracellular signal-regulated kinase
DAPK death-associated protein kinase
AEDs antiepileptic drugs

Introduction

Subependymal giant cell astrocytoma (SEGA) is a tumor
typically occurring in the lateral ventricle near the foramen
of Monro. SEGA is the most common central nervous system
neoplasm in patients with tuberous sclerosis complex (TSC),
which is a genetic, multisystem disorder caused by a mutation
in the tumor suppressor genes TSC1 and TSC2. Although
there have been case reports of solitary SEGAs occurring in
the absence of any other TSC-related lesions, these cases are
likely due to somatic mosaicism involving the TSC gene [1,
2]. SEGAs commonly occur mostly in the first two decades of
life, with average age of presentation being 11 years, but they
have also been reported later [3], in the first year of life [4] and
even as early as 19 weeks of gestation [5]. The common
clinical presentations of patients with SEGAs include sei-
zures, mental retardation, cognitive disability, visual distur-
bance, headache, and vomiting. Histopathologically, recent
reports have demonstrated that SEGAs possess mixed
glioneuronal nature at the immunohistochemical and ultra-
structure level. SEGAs are generally benign, non-infiltrative
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lesions classified asWorld Health Organization grade I [6], yet
more aggressive lesions can infiltrate the thalamus, hypothal-
amus, and basal ganglia, and produce significant perilesional
vasogenic edema. Moreover, due to their special location and
growth potential, SEGAs can lead to intracranial hyperten-
sion, obstructive hydrocephalus, focal neurologic deficits, and
even sudden death [7]. Furthermore, massive hemorrhages
and malignant changes have also been described in associa-
tion with SEGAs [8, 9]. Surgical resection has been the
standard treatment for SEGAs, and it is generally curative
with gross total tumor excision. Although Gamma Knife
stereotactic radiosurgery (GKS) has also been used for prima-
ry or adjuvant treatment, its specific role in SEGAs still
remains unclear. Recently, inhibitors of the mammalian target
of rapamycin (mTOR) have been demonstrated to significant-
ly decrease tumor volume and seizure frequency in SEGA
patients associated with TSC [10, 11]. Everolimus, an inhib-
itor of mTOR, has been approved by the FDA as the first
pharmacotherapy alternative to surgery for the TSC-
associated SEGAs in patients who require therapeutic inter-
vention but are not candidates for curative surgical resection.
In this review, we highlight the current standards in diagnosis,
histopathology, and clinical management.

Historical overview and epidemiology

The term “Subependymal giant cell astrocytoma” (SEGA)
was coined by Russell et al. to differentiate it from other types
of intracranial neoplasms, as it had previously received nu-
merous names, such as astrocytoma, ependymoma,
spongioblastoma, and possible ganglioglioma [12]. Tuberous
sclerosis complex (TSC) is a genetic disorder that can cause
growth of benign tumors in multiple organs, and it affects
approximately 1 in 6,000 individuals. SEGAs are found in 5–
20 % of patients with TSC and constitute over 90 % of
intracranial tumors associated with TSC [13–15]. Most pa-
tients suffering from this tumor show clinical and pathological
symptoms between 8 and 19 years of age [15]. However, there
are also reported cases that occurred at the later ages [16] and
especially during the early ages of childhood [4]—many of
them diagnosed in the prenatal or neonatal age and even as
early as 19 weeks of gestation [5]. It can also take place with
no relation to family history of TSC, as these would be
scattered cases [17]. SEGAs almost exclusively occur in the
lateral ventricle near the foramen of Monro and rarely at other
sites, such as the fourth ventricle and the third ventricle [18].
SEGAs are responsible for 25 % of the excess mortality
attributable to TSC [19, 20]. About 10 % of SEGAs originate
in the subependymal nodules, usually bilateral, located near
the foramina of Monro [15]. The tumor is frequently located
only on one side, but it may also appear on both sides simul-
taneously, even several years apart.

Radiological patterns

The detection of SEGAs is currently possible using several
imagingmethods, such as CTorMRI and ultrasound, from the
neonatal period or even during gestation [4]. CT or MRI
examinations have revealed that almost all SEGAs are located
in the vicinity of the foramen of Monro, while some reported
that it could also occur in the third ventricles. On CT, the
tumors appear as uniform-density masses and high-density
calcification in the perimeter of masses. MRI represents the
main diagnostic modality for SEGAs. On MRI, the tumors
show iso- or hypointensity on T1WI and iso- or hyperintensity
on T2WI [4, 16]. Punctuate or nodular calcifications are
common in the border of the tumors, while small cystic
changes in the tumors are rare [16]. After the injection of
contrast agent, the tumors markedly show homogeneous or
heterogeneous enhancement.With CTandMRI, together with
the specific tumor location, the preliminary diagnosis of
SEGAs can be considered (Fig. 1).

Histopathology

SEGAs are believed to originate from subependymal nodules
of TSC by sequential neuroimaging follow-up [21]. The differ-
entiation between subependymal nodules and SEGA involves
size and position rather than histology. Histologically, initial
studies that suggested the pure astrocytic nature of SEGAs have
been negated by many recent reports which have demonstrated
their mixed glioneuronal nature [22, 23]. Indeed, SEGAs are
composed of three types of cells: fibrillated spindle cells, swol-
len gemistocytic-like cells, and giant ganglion-like cells. Ap-
pearance of perivascular inflammatory cells that are usually an
admixture of mast cells and T lymphocytes is also a common
characteristic of SEGAs [24]. Vascularization, angiocentric
architectural pattern, and calcification are present with different
degrees in some SEGAs [24, 25]. In some SEGAs, mitosis and
necrosis can be observed, which do not indicate malignancy in
these tumors. Nuclear pseudoinclusions and rosette formations
are also present in some cases. At the ultrastructure level,
SEGA cells have some features suggestive of neuronal differ-
entiation, including the presence of microtubules, abundant
rough endoplastic reticulum cysternae, free ribosomes, and a
synapse between a tuber giant cell and an axonal terminal [25].
Indicators of glial differentiation are the presence of bundles of
intermediate filaments [25].

Immunohistochemistry

Many recent IHC studies have demonstrated that SEGAs
display neuronal and glial cell differentiations. Several neuro-
nal markers, such as neuron-specific enolase (NSE),
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neurofilament (NF), neuronal cell adhesion molecule
(NCAM), substance P (SP), and S-100, and a glial marker,
such as glial fibrillary acidic protein (GFAP), are expressed in
SEGAs. NSE is expressed in the early stages of the neuronal
differentiation process [26]. GFAP is observed in the cells
committed to astroglial cells [27]. Anna et al. [25] reported a
series of nine SEGAs with immunohistochemistry and
showed NF (89 %), NSE (100 %), SP (89 %), and GFAP
(100 %) positive. Similarly, Heon et al. [26] also reported a
series of eight SEGAs and showed immunoreactivity for
NeuN (100 %), NSE (88 %), NCAM (63 %), nestin
(100 %), SNP (weakly and focally, 100 %), and GFAP
(100 %). Moreover, in an immunohistochemical study with
23 SEGAs reported by Sharma et al. [24], NSE and NF
positivity were observed in 15 (65.2 %) cases each. GFAP
and S-100 protein positivity, which were more strongly pos-
itive in the spindle cells than in other components, were seen
in the 23 cases (100 %), varying from focal to diffuse positiv-
ity. These immunohistochemical studies combined with ultra-
structural studies suggested that the histogenesis of SEGAs
might be the stem cells being able to differentiate into both
neuronal and glial phenotypes [24–26].

Diagnosis

In the diagnostic process of SEGAs, the most difficult part is
to differentiate them from subependymal nodules (SEN),
which is also one of the three major brain lesions and the
incidence is 92.5–100 % in TSC [28]. Nodules and tumors are
both located at the subependymal region. Histopathologically,
SEN and SEGA are even described as indistinguishable [14,

29] due to the fact that both lesions are of mixed glioneuronal
lineage and contain giant cells. Therefore, the identification of
SEGA and SEN particularly relies on radiological criterias.
However, till now, radiological features in distinguishing both
lesions are also difficult especially at an earlier stage when the
lesion is very small [14, 28]. At present, radiological criterias
defining SEN and SEGA are highly inconsistent. Previously,
the identification standard of SEN and SEGAs was focused on
their contrast-enhancing characteristics [14]. Now, many re-
searchers have pointed out that signal intensity and contrast
enhancement are not convincing enough, taking into account
the fact that some SENsmight have slight enhancement on CT
and MRI [14]. The diagnosis of SEGAs tends to be coupled
with the clinical criteria. If a patient has hydrocephalus or
increased intracranial pressure, the perimonro lesion could be
diagnosed as a tumor undoubtedly. When a perimonro lesion
is not big enough to be diagnosed as a tumor, serial follow-up
is essential [14]. With the growth of lesion on serial MRI, the
diagnosis could be made easily. Currently, on the basis of the
radiological feature, that is, a markedly contrast-enhancing
lesion on CT and/or MRI around the foramen of Monro
[30], combined with the criteria put forward by Cuccia in
2003 which include [14, 28] the presence of hydrocephalus,
lesions with diameter greater than 10 mm, new focal neuro-
logical deficit attributable to tumor, and/or symptoms of IICP,
the diagnosis of SEGAs could be made with more confidence.

Tumorigenesis

The development of hematomas in TSC fits a two-hit muta-
tional mechanism that was first proposed by Knudson in 1970

Fig. 1 On CT, the bilateral tumor
shows uniform-density masses
and high-density calcification (A
andB). OnMRI, the tumor shows
isointensity on T1WI and T2WI
(C and D) and markedly homo-
geneous enhancement after injec-
tion of contrast agent (E)
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for retinoblastoma oncogenesis and subsequently is widely
used to explain tumorigenesis in TSC. The first hit corre-
sponds to a germline mutation (spontaneous or inherited)
inactivating one allele of either TSC1 or TSC2, and the second
hit, called loss of heterozygosity (LOH), is a somatic mutation
inactivating the second allele. This two-fit model applies
perfectly to most of the hematomas in TSC, but it is relatively
rare in SEGAs due to the rare LOH [31]. However, this issue is
controversial, as some studies have demonstrated that SEGAs
in TSC may be derived from a LOH mechanism, leading to
activation of the mTOR kinase [1, 32]. Thus, other possibili-
ties of TSC1/TSC2 complex inactivation have been mooted to
explain the pathogenesis of brain lesions including SEGAs in
TSC [33–35]. Many reports have demonstrated that post-
translational inactivation of the TSC1/TSC2 complex arises
through Akt kinase activation [36]. Akt, a downstream effec-
tor of PI3K (phosphoinositide-3-OH kinase), is known to
activate mTOR-dependent translation. The other mechanism
of tumorigenesis of SEGAs in TSC is the inactivation of the
hamatrin–tuberin complex after phosphorylation by various
kinases, such as extracellular signal-regulated kinase (ERK)
[34]. ERK activation has been commonly detected in SEGAs
and might be a molecular trigger for their development [34].
In addition, the stability of TSC1/TSC2 complex may also be
affected by death-associated protein kinase (DAPK), which
functions in a wide range of biological pathways, including
TNF-regulated cell death, stress-induced apoptosis, and au-
tophagy [37]. Immunohistochemical studies reveal that
mTOR activation appears to be a central event in the patho-
genesis of SEGAs; increased levels of different proteins that
have been shown to indicate mTOR activation have been
detected in cultured TSC1 and TSC2 null cells [38]. Recently,
gene expression profiling of SEGAs has indicated that other
genes are possibly associated with the development of these
tumors. Some genes involved in tumorigenesis and nervous
system development, like ANXA1, GPNMB, LTF, RND3,
S100A11, SFRP4, and NPTX1, are likely to be mTOR effec-
tor genes in SEGAs, as their expression was modulated by an
mTOR inhibitor, rapamycin, in SEGA-derived cells [39].
Figure 2 summarizes the role of the mTOR complex and the
subsequent downstream cascade that leads to the development
of SEGAs and seizures in TSC.

Clinical presentation and natural course

Common clinical presentations of patients with SEGAs in-
clude seizures (generalized tonic clonic seizures or focal mo-
tor seizures), mental retardation, cognitive disability, visual
disturbance (decreased vision, diplopia, or blindness), head-
ache, and vomiting. Epilepsy is the most common neurolog-
ical symptom in TSC with incidence of 60–96 % [40, 41] and
often quite severe and unremitting. Mental retardation is

common, affecting 40–80 % of TSC patients [42–44]. The
distribution of intelligence quotient (IQ) in TSC appears to be
biphasic, with one peak around 20 and another peak around 80
[45]. Cognitive disability tends to be moderate or severe in
degree [45]. Visual disturbance, headache, and vomiting are
symptoms of intracranial hypertension or hydrocephalus,
caused by the obstruction of CSF pathway due to SEGAs,
which are localized at perimonro region on one or both sides
[46]. SEGAs are seen mainly in children and adolescents and
associated with male predominance [24].

Serial neuroimaging studies have shown that SEGAs usu-
ally correspond to growing SENs, which is supported by the
coexistence of pathological specimen intermediate between
nodules and SGCA [21]. Transformation of a SEN into a
SEGA is usually a gradual process, of which the highest rate
is in the first two decades of life [14, 47]. The growth of SEN
peaks at puberty and stops by the end of the third decade of life
[48]. The minimum interval between detection and significant

Fig. 2 This scheme summarizes the role of mTOR activation in the
development of SEGAs and seizures in TSC. IGF-1R insulin-like growth
factor-1 receptor, Ras rat sarcoma, AblAbelson kinase, Akt protein kinase
B, PI3 K phosphoinositide 3-kinase, PTEN phosphatase and tensin ho-
mologue, TSC1 tuberous sclerosis complex 1, TSC2 tuberous sclerosis
complex 2, Rheb Ras homologue enriched in the brain, mTOR mamma-
lian target of rapamycin, S6K1 40 S ribosomal S6 kinase, S6 ribosomal
protein S6, eIF4B eukaryotic translation initiation factor 4B, 4EBP1
eukaryotic translation initiation factor 4E binding protein 1, eIF4G eu-
karyotic translation initiation factor 4G, eIF4E eukaryotic translation
initiation factor 4E
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growth of SENs ranges from 1 to 3 years [19, 47]. Nabbout
put forward the risk factors of transformation of a SEN into a
SEGA: diameter above 5 mm, incomplete calcification at the
perimonro region, and enhancement after gadolinium admin-
istration [19].

SEGAs usually continue to grow naturally before interven-
tion with diverse growth rates. Jiang and colleagues demon-
strated continuous growth of tumors in the preoperative period
in their two patients and calculated the rates as 4.1 and
5.6 mm/year [49]. Park and coworkers also reported four
patients with SEGAs and the median growth rate was
2.53 mm/year [50]. Moreover, Cuccia and coworkers [28]
reported a mean growth rate in diameter of 3.4 mm/year
(range 1–10 mm) in their 15 consecutive patients with
SEGAs. They suggested that hydrocephalus is inevitable in
patients with SEGAs over time because they observed that no
tumor ceased growing during their follow-up.

Although SEGAs are defined as benign CNS neoplasms,
classified as WHO Grade I [51], there clinical course is not
always benign. Sudden death because of IICP or hydroceph-
alus is reported in published literature [7, 21]. In addition,
massive hemorrhages and malignant changes have also been
described in association with these tumors [8, 9]. Hence,
according to the guidelines of the NIH Consensus conference,
children with a diagnosis of TSC should have a brain MRI
performed every 1 to 3 years, generally up to 21 years of age
[52, 53]. Once a probable SEGA is detected, brain MRI
should be performed more frequently [14].

Surgical management

Currently, early surgical resection still remains the standard
treatment for SEGAs demonstrating serial growth on neuro-
imaging, particularly when there is evidence of progressive
ventriculomegaly or symptomatic hydrocephalus. A progres-
sive attitude that a precocious surgical resection may be con-
sidered for asymptomatic children with SEGAs before the
appearance of increased intracranial pressure signs has been
developed. Outcome can be good when resection is early and
total. As SEGAs are benign lesions, a complete and safe
removal whenever possible means an almost complete cure
[46, 54].

The specific timing of surgical treatment for SEGAs still
remains controversial. Historically, the indications for surgical
resection have centered around evidence of tumor progression
in the sett ing of symptoms of hydrocephalus or
ventriculomegaly on surveillance neuroimaging. Although
there are reports of asymptomatic SEGAs ranging from 10
to 22 mm in diameter without associated ventriculomegaly,
there is no consensus on indications for surgery based on
lesion size alone [14, 28, 46]. Even so, a better outcome has
been reported for younger patients; in one study,

complications occurred in all the patients who were older than
11 years at the time of surgery, whereas the outcome was
excellent in all children younger than 11 years [14]. Moreover,
several corroborating reports have demonstrated increased
surgical morbidity and mortality in patients with symptomatic
intracranial hypertension ormassive hydrocephalus at the time
of surgery [14, 46, 55]. Furthermore, data from retrospective
series suggests that early surgery for small asymptomatic
lesions identified by surveillance neuroimaging reduces sur-
gical morbidity and recurrence rates [14, 28].

The surgical approach for SEGAs is determined by tumor
extension and the presence of an associated hydrocephalus.
Traditionally, transcortical, transventricular, and transcallosal
interhemispheric approaches are the most commonly used
ones [54]. Recently, with significant advancements in endo-
scopic techniques and instrumentation, minimally invasive
endoscopic procedure is recommended for cystic or solid
intraventricular lesions, including SEGAs [56]. Endoscopic
procedure is considered as a safe, effective, and less invasive
approach with lower morbidity [46, 57]. However, endoscopic
procedure is limited to lesions with a diameter of 2 cm or less
[3, 58, 59] because it results in a conspicuous increase in
operative time with larger lesions, which negates one of the
key benefits.

The complications after surgical resection of SEGAs re-
semble those of any tumor surgery within the cerebral ventri-
cles and around the foramen of Monro. The common compli-
cations are transient or permanent motor deficits, hemorrhage,
or compressive subdural collection, which have been reported
in about 10–20 % of the patients who underwent surgery [14,
28, 46, 60]. Acute post-operative fatal hydrocephalus, a rare
complication that is generally secondary to infection or hem-
orrhage, may also occur [46, 60]. In recent reports, the peri-
operative mortality rate of SEGAs is as low as 0–10.5 % [28,
46]. Since major complications tend to occur more frequently
in patients who are symptomatic for increased intracranial
pressure or major hydrocephalus before surgery [14, 55], a
SEGA should be resected as soon as clear evidence of growth
on two subsequent images are determined [46]. For infiltrative
or large lesions where gross total resection is nearly impossi-
ble to be achieved safely, progression of the residual tumor
commonly occurs within follow-up. The authors of the previ-
ous surgical series have reported that total resection was
achieved in 57–88 % of the cases [28, 46, 49, 55]. In one
surgical series of 19 patients with SEGAs, gross total tumor
resection was not achieved in four patients and within follow-
up, they all received re-operation at a mean of 11.5 months
due to tumor progression and/or worsening hydrocephalus
[46]. The remaining 15 patients with gross total resection
did not experience tumor recurrence with median follow-up
of 69 months. For patients with incomplete tumor resection, a
close clinical and radiological follow-up is essential for a
longer period because many patients experience a recurrence
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during follow-up, leading to subsequent re-operation [28, 48,
55, 60]. Partial excision of SEGAs could remain steady over
years; however, they almost invariably recur, which is some-
times fatal [23, 55, 61].

Gamma Knife stereotactic radiosurgery

GKS has revealed good outcomes for many types of benign
brain tumors, including gliomas, with a low incidence of side
effects [62], but its role in SEGAs is only reported in scattered
cases and therefore so far has not been well affirmed. Among
these scattered cases, GKS has been reported as both a prima-
ry and adjuvant treatment for SEGAs with highly variable
response effects. In a study of GKS treatment for two patients
with SEGAs, the tumor volume reduced 70 and 80 %, respec-
tively, within 6 months [63]. However, Wang reported GKS
treatment for three patients with SEGAs, and all tumors
progressed with median follow-up of 67 months [64]. Subse-
quently, Henderson reported two patients with SEGAs receiv-
ing GKS, and one SEGA was controlled and the other
progressed [62]. Most recently, in a study of six patients with
SEGAs without hydrocephalus who received GKS, local tu-
mor control was achieved in four patients with progression-
free intervals of 24, 42, 57, and 66 months [65]. For the four
patients with tumor control, the reductions in tumor volumes
were 0, 59, 63, and 86%, respectively. Of the six patients, four
patients received GKS as primary therapy, one of whom
progressed and ultimately required surgical excision. In view
of slow tumor volume reduction after GKS, this treatment is
not recommended for patients with definite evidence of hy-
drocephalus or progressive ventriculomegaly. Moreover, the
application of radiosurgery is further complicated by the fact
that radiation of SEGAs may promote malignant degeneration
and development of glioblastoma [66, 67]. Even though the
role of GKS in SEGAs is limited by the sporadic cases, these
reported results suggest GKS may be an additional option for
SEGAs that are small but progressively enlarging tumors
where complete resection has not been safely achieved, resid-
ual or recurrent tumors. Certainly, the precise efficacy and
adverse effect of GKS on SEGAs require larger patient pop-
ulations and longer follow-up.

Pharmacotherapy

In recent years, perhaps the most significant progress in the
treatment of SEGAs has derived from the identification of
mTOR as the key protein kinase that is inhibited in patients
with TSC. TSC is an autosomal dominant disorder caused by
the inactivation in one of two tumor suppressor genes, TSC1
or TSC2. Under normal conditions, the TSC1 gene on chro-
mosome 9q34 encodes the protein hamartin, while TSC2,

located on chromosome 16p13.3, encodes tuberin.
Hamartin–tuberin complex, activating a GTPase, inhibits
phosphorylation of the small G protein “Ras-homolog-
enriched in brain” (Rheb) that directly activates mTOR [60,
68]. When a TSC1 or TSC2 mutation is present, hamartin–
tuberin complex cannot form andmTOR is constitutively over
activated, leading to unregulated cell growth, proliferation,
metabolism, and angiogenesis [68]. Therefore, constitutive
over activation of mTOR becomes an attractive target for
pharmacotherapy. The mTOR inhibitors rapamycin
(sirolimus) along with the prodrug CCI-779 (temsirolimus)
and the analog RAD001 (everolimus) are presently under
active investigation for a wide array of oncology indications,
including the treatment of TSC-associated SEGAs and as
drug-resistant for TSC-associated epilepsy [69].

The first study with rapamycin (sirolimus) in four patients
with SEGAs was published in 2006 and demonstrated a
significant reduction in SEGA volume, with 46 to 63 % re-
duction in tumor volume within 2.5 to 5 months at doses
commonly used in transplant medicine (trough levels, 10 to
15 ng/mL) [70]. Its efficacy in SEGAs has been subsequently
confirmed in later studies [10, 71–73].

More recently, with encouraging preliminary results with
rapamycin, a phase 2 open-label clinical trial using everolimus
to treat SEGAs in 28 patients with TSC showed SEGA
volume reduction of at least 30 % in 21 patients (75 %) and
at least 50% in nine patients (32%) within the initial 6 months
[11]. The therapy with everolimus was continued for a median
duration of 21.5 months with trough concentrations of 5 to
15 ng/mL. Importantly, none of the patients treated with
mTOR inhibitors required surgical intervention or developed
new lesion. Moreover, the treatment was also associated with
a reduction in the overall seizure frequency, a relief of CSF
obstruction, and an improvement in quality of life. Immedi-
ately after the open-label phase 2 study of everolimus, a
double-blind, randomized, placebo-controlled phase 3 trial
with 117 SEGA patients was carried out, and the result pub-
lished showed that the trial met its primary endpoint with 35%
of everolimus-treated patients experiencing 50 % or greater
reduction in total SEGAvolume compared with 0 % reduction
in the placebo group (p<0.0001) [18]. Different degrees of
reduction of SEGA size have been observed in all the 155
patients treated with mTOR inhibitors (Table 1). Everolimus
has now received US Food and Drug Administration approval
for treatment of patients with SEGA associated with TSC that
are not amenable to surgical resection.

Common side effects in SEGAs with mTOR inhibitors
include upper respiratory infections, stomatitis, aphthous ul-
cers, acneiform rash, diarrhea, arthralgias, thrombocytopenia,
elevations of serum cholesterol, and lipoproteins [11, 69, 70,
73]. These side effects which are often self-limited and gen-
erally considered accepted are linked to immunosuppression
and mild derangements of lipid metabolism.

566 Childs Nerv Syst (2014) 30:561–570



RETRACTED A
RTIC

LE
Unfortunately, both case reports of sirolimus and the phase

2 trial of everolimus have demonstrated tumor recurrence a
few months after drug discontinuation; although the drug can
lead to a marked regression of SEGAs [11, 70]. Hence,
questions of the optimal drug duration and dosage arise. The
duration of drug treatment might be continuous until the
patients reach 30 years, if these patients experience spontane-
ous stabilization of their lesions. For some patients without
symptoms until 30 years old, lifelong drug treatment with
mTOR inhibitors may be required. Short-term treatment with
mTOR inhibitors is quite safe, and short-term side effects are
generally accepted; however, long-term side effects are little
known when chronically administered for decades or more.
Long-term efficacy and safety of low-dosage of mTOR inhib-
itors should be evaluated with future studies.

Epilepsy

Epilepsy is a hallmark of TSC, present in up to 90 % of
patients and commonly refractory to treatment [74]. TSC-
associated epilepsy commonly begins during the first year of
life and is often focal initially [75]. Infantile spasms, the other
major type of early seizures in TSC might precede, coexist, or
follow focal seizures during the first months [76]. Early sei-
zure onset, mainly infantile spasms, is related to an increased
risk of neurodevelopment and cognitive impairment [75].
TSC2 mutation tends to be related with earlier seizure onset
than TSC1 mutation. Seizures tend to start at an older age in
familial TSC than in non-familial cases [77].

Despite treatment with multiple antiepileptic drugs (AEDs),
there is often an increase in seizure severity and frequency
resulting in significant developmental delay and cognitive im-
pairment, which may necessitate surgical intervention for seizure
control. Currently, most AEDs primarily function by decreasing
neuronal activity via direct modulation of ion channels or neu-
rotransmitter receptors, such as sodium channels and GABAA

receptors [78]. From this, mTOR inhibitors do not appear to act
like standard AEDs. Nevertheless, while it is unlikely that

mTOR inhibitors bind directly to ion channels, the mTOR
pathway could be related to regulating the expression of ion
channels via effects on protein translation, which might subse-
quently reduce neuronal excitability. For example, mTOR inhib-
itors have been indicated to increase the expression of potassium
channels and decrease the expression of glutamate receptors [79,
80]. Moreover, both case reports and clinical trials have demon-
strated a significant reduction in seizure frequency and AED
requirements in TSC patients treated with mTOR inhibitors
[68–70]. In some cases, the response has been profound with
patients remaining seizure free for months after tapering and/or
discontinuation of AEDs. This reduced seizure burden may lead
to improved cognitive performance and quality of life. Prelimi-
nary results from this uncontrolled trial also indicate that mTOR
inhibitors can decrease seizure frequency in a subset of TSC
patients; 9 out of 17 (53 %) patients had a greater than 50 %
reduction in seizures, including three patients that became seizure
free [81]. In phase 2 study including 28 patients with SEGA,
everolimus treatment decreased seizure frequency in 56 % of the
16 patients evaluated with 24-h video EEG between inclusion
and 6months [11]. The above observations in humans are further
supported by animal models of TSC, where rapamycin treatment
can prevent the development of seizures and reverse learning
defects [82]. Improved seizure control and the ability tominimize
or discontinue AEDs with mTOR treatment are significant.
While these preliminary data are encouraging, long-term studies
are necessary to investigate seizure control, safety, and neuronal
development with mTOR inhibitors.

Lesson learned and future directions

Early surgical resection has been, and is presently, the stan-
dard treatment for SEGAs demonstrating serial growth on
neuroimaging, particularly when there is evidence of progres-
sive ventriculomegaly or symptomatic hydrocephalus. A pro-
gressive attitude that a precocious surgical resection may be
considered for asymptomatic children with SEGAs before the
appearance of increased intracranial pressure signs is being

Table 1 Efficacy and side effects of pharmacotherapy in 155 patients with TSC-associated SEGAs who underwent treatment with mTOR inhibitors
(sirolimus or everolimus)

Study No. of
cases

Treatment duration (months) Serum levels
(ng/mL)

Mean SEGA size
reduction

Serious adverse event Re-growth after drug
discontinuation

Franz et al. 2006 [70] 4 2.5–20 (rapamycin) 5–15 53 % No Yes

Koenig et al. 2008 [10] 1 5 (rapamycin) 11–13 35 % No Not reported

Lam et al. 2009 [73] 3 At least 3 (rapamycin) 10–15 55 % No Not reported

Birca et al. 2010 [71] 1 At least 5 (rapamycin) 3.3–4.5 65 % No Not reported

Yalon et al. 2010 [88] 1 11 (RAD001) Not reported Not reported Hypertension, elevated CPK No

Krueger et al. 2010 [11] 28 4.7–34.4 (RAD001) 5–15 45 % Infections Not reported

Franz et al. 2012 [18] 117 5.5–18.1 (RAD001) 5–15 50 % Infections and infestations Not reported
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adopted to decrease the morbidity and mortality rates. How-
ever, the dramatic response of TSC-associated SEGAs to
mTOR inhibitors suggests that these drugs could be a potential
alternative to surgery.

GKS may be an additional option for SEGAs that are small
but progressively enlarging tumors where complete resection
has not been safely achieved and in residual or recurrent
tumors. However, the precise efficacy and adverse effect of
GKS on SEGAs require larger patient populations and longer
follow-up.

Currently, the therapies for SEGAs are mainly focused on
surgery and medication. Both the open-label clinical trial and
case reports have demonstrated that mTOR inhibitors, such as
sirolimus and everolimus, can obviously decrease SEGAvol-
ume and improve ventriculomegally and symptoms of ob-
structive hydrocephalus, which is a promise for an effective
medical treatment of SEGA [11, 71, 73, 80]. Currently, evero-
limus is approved in the USA for patients with SEGAs that are
not amenable to surgical resection. Medical treatment with
mTOR inhibitors could be recommended for asymptomatic
SEGAs with the radiographic evidence of tumor progression.
mTOR inhibitors could also be used to facilitate sequent
surgery for a SEGA that presents invasion into deep white
matter structures, bilateral lesions, or in an atypical location.
Furthermore, in case of re-growth after the first resection,
mTOR inhibitors could be used to keep lesion size under
control in consideration of the higher risk of a second surgery.
However, both case reports of sirolimus and the phase 2 trial
of everolimus have demonstrated tumor recurrence a few
months after drug discontinuation. Hence, questions of the
optimal drug duration and dosage arise, waiting for further
studies. The duration of drug treatment might be chronic or
lifelong; long-term efficacy and safety of mTOR inhibitors in
TSC-associated SEGAs also need to be evaluated. When
choosing between surgical and/or medical treatment, the risks
and benefits of each option should be considered thoroughly.

Recently, gene expression profilings show that some genes
involved in tumorigenesis and nervous system, like ANXA1,
GPNMB, LTF, RND3, S100A11, SFRP4, and NPTX1, are all
modulated by mTOR inhibitors [39]. However, in addition to
mTOR, ERK signaling pathway is also activated in TSC
associated with SEGAs [45, 83, 84]. mTOR hyperactivity is
responsible for cell overgrowth [85]; rapamycin does not
influence either SEGA cell migration or actin cytoskeleton
arrangement, but it decreases SEGA cell size. However, ERK
signaling has been shown to control remodeling of acting
cytoskeleton and cell migration [86, 87], which is further
supported by the observation that inhibition of ERK signaling
with U0126 significantly diminishes proliferation and cell
migration of SEGA cells but does not influence SEGA cell
size. Combined suppressions of mTOR and ERK signaling
pathways brought forth the most remarkable decrease of
SEGA cell viability, proliferation, and actin cytoskeleton

rearrangement. These results suggest that mTOR and ERK
signaling pathways may be responsible for pathogenesis and
progression of SEGA. Medical treatment targeted at both
mTOR and ERK signaling pathways may give better results
in the treatment of SEGAs than using mTOR inhibitors alone.
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