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Abstract This study was undertaken to investigate the
evolution of clinical features between onset of symptoms
and diagnosis in children with brain tumours and to identify
ways of shortening the time to diagnosis. One hundred and
thirty-nine children with a brain tumour were recruited from
four UK paediatric neuro-oncology centres. Children had a
median of one symptom or sign at symptom onset and six
by diagnosis. The symptoms and/or signs experienced at
symptom onset and at diagnosis were as follows: headache
in 55 and 81 children, nausea and vomiting in 39 and 88
children, motor system abnormalities in 31 and 93 children,
cranial nerve palsies in 24 and 75 children, visual system
abnormalities in 23 and 96 children, endocrine or growth
abnormalities in 10 and 35 children and behavioural change
in 4 and 55 children. The median time between symptom
onset and diagnosis (symptom interval) was 3.3 months. A

longer symptom interval was associated with head tilt,
cranial nerve palsies, endocrine and growth abnormalities
and reduced visual acuity. More than half of children with
brain tumours developed problems with vision and more
than a third developed motor problems, cranial nerve
palsies, behavioural change, or nausea and vomiting
between symptom onset and diagnosis.
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Introduction

Brain tumours are the commonest solid tumours in children
and are the commonest cause of death from cancer in
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childhood [19, 24, 25]. Despite advances in neuro-imaging,
their timely diagnosis remains problematic. Tumour pre-
sentation is varied and dependent upon tumour location and
age of the child; symptoms may fluctuate in severity [10,
27, 28]. The consequence is that children have often been
symptomatic for months before diagnosis is made, fre-
quently in the setting of emergency referral [9, 23].

We undertook a retrospective cohort study of symptom
progression in children newly diagnosed with a brain
tumour in four paediatric neuro-oncology centres in order
to provide contemporary information on their presentation
and diagnosis in the UK and on the evolution of clinical
features between onset of symptoms and diagnosis. This
was the initial stage in a project devising guidance to help
healthcare professionals to better identify children who
need fast-track imaging for a possible brain tumour.

Methods

Information was obtained from the hospital medical records
of children diagnosed with a brain tumour at Birmingham
Children's Hospital, Queen's Medical Centre, Nottingham,
Southampton General Hospital and Sheffield Children's
Hospital between January 2004 and March 2006. Data were
collected on the patients' age, sex, ethnic origin, symptom
interval, signs and symptoms at disease onset and at
diagnosis, deprivation score and healthcare professionals
consulted during the symptom interval. Signs and symp-
toms were recorded as described in the records and then
grouped into the following categories: headache, nausea
and vomiting, seizures, alteration in or loss of conscious-
ness (excluding seizures), motor system abnormalities
(abnormal gait, abnormal coordination, focal motor weak-
ness, involuntary movements, abnormal tone, hemiplegia,
paraplegia, quadriplegia, abnormal reflexes, abnormal
speech, abnormal handwriting and dystonia), visual system
abnormalities (reduced visual acuity, reduced visual fields,
nystagmus, other abnormal eye movements, squint, exoph-
thalmia, diplopia, eye pain, papilloedema, optic atrophy,
unequal pupils and sunsetting), cranial nerve palsies,
abdominal or back pain, spinal deformity, behavioural
change (including lethargy and school difficulties), endo-
crine and growth abnormalities and other findings. Patients'
deprivation score was determined using the Index of
Multiple Deprivation Score for wards from the Office of
National Statistics [12].

Statistical analysis

All analyses were undertaken using SPSS 12.0. Subgroup
comparison was undertaken using the Mann–Whitney and
Kruskal–Wallis tests. Cox regression analysis was under-

taken to explore the relationship between symptom interval
and initial sign or symptom and between symptom interval
and deprivation score. Fisher's exact test was used to
explore the relationship between long (greater than the
median) and short (less than or equal to the median)
symptom interval and signs and symptoms with unknown
date of onset.

Ethics

Approval was granted by Nottingham 2 REC. Written
informed consent was provided by patients aged 16 years
and above and by the parents or guardians of younger
patients.

Results

Patient characteristics

Of 182 children and adolescents diagnosed with a brain
tumour at the participating centres during the recruitment
period, 139 children were recruited to the study. The median
age at diagnosis was 8.1 years (range 29 days to 16.7 years),
the male to female ratio was 1.4:1 (82 male, 57 female) and
there was a wide range of histological diagnoses (Table 1). An
asymptomatic child with tuberous sclerosis was diagnosed
with a subependymal giant cell astrocytoma as a result of
screening. One tumour (a cerebellar pilocytic astrocytoma)
was diagnosed as an incidental finding following imaging to
investigate unrelated precocious puberty.

Table 1 Histological diagnosis of brain tumours in 139 participants

Diagnosis Number

Pilocytic astrocytoma 37

Medulloblastoma 31

Ependymoma 9

Supratentorial primitive neuroectodermal tumour 8

Brain stem glioma 7

Low-grade glioma unspecified (excluding optic pathway
gliomas)

6

Craniopharyngioma 6

Optic pathway gliomas 6

Germinoma 5

High-grade gliomas unspecified 5

Grade 2 astrocytoma 5

Choroid plexus tumour 4

Meningioma 2

Ganglioglioma 2

Pituitary adenoma 2

Other 6
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Signs and symptoms

The signs and symptoms at symptom onset, ranked in
order of decreasing frequency, were headache, nausea
and/or vomiting, motor system abnormalities, cranial
nerve palsies, visual system abnormalities, seizures,
endocrine or growth abnormalities, behavioural change,
abdominal or back pain, an alteration in or loss of
consciousness and spinal deformity (Table 2). The most
common motor abnormalities seen were abnormalities of
gait and coordination, and the commonest visual abnor-
malities were squint and reduced visual acuity. Of 24
patients with a cranial nerve abnormality at symptom
onset, 16 had abnormalities involving the visual system.
Lethargy was the only behavioural change identified at
symptom onset.

Of 79 children with a single clinical feature at symptom
onset, 26 children had a headache, 11 had a visual system
abnormality, 10 nausea and/or vomiting, 10 a motor system
abnormality, 8 seizures and 4 an endocrine or growth
abnormality. Two children had a cranial nerve abnormality
not involving the visual system (one hearing loss and one
dysphagia).

There was a clear increase in the number of symptoms
and signs between symptom onset and diagnosis from a
median (range) of 1 (1–8) to 6 (1–16). More than half of the
children developed visual system abnormalities and
between one third and one half of children developed
motor system abnormalities, cranial nerve palsies, behav-
ioural change, and nausea and vomiting between symptom
onset and diagnosis (Tables 2 and 3). By the time of
diagnosis, 26 children had lost weight and the relative
frequency of clinical features had changed with the
commonest being visual system abnormalities, seen in 97
patients (Tables 2 and 3). Of 75 children with a cranial
nerve abnormality at diagnosis, 48 had an abnormality
involving the visual system.

By diagnosis 132 children had signs and symptoms in one
or more of the following categories: headache, nausea or
vomiting, visual system abnormalities and motor system
abnormalities. Only 7 children did not present with symptoms
and signs in these categories. Of these, two presented with
partial seizures, two with polyuria and polydipsia, one with
hearing loss, and two were diagnosed with asymptomatic
tumours whilst undergoing investigation of tuberous sclerosis
and precocious puberty respectively. By diagnosis, no child
had only headache or vomiting, only three children still had
only one sign or symptom (one polyuria and polydispsia,
one seizures, one hearing loss) and only five children had
two signs or symptoms (six motor abnormalities, one
headache, one vomiting, one visual abnormality and one
growth abnormality).

In contrast to older children, those aged less than
4 years had motor and visual system abnormalities,
nausea and vomiting and cranial nerve palsies as the
commonest clinical features, both at symptom onset and
at diagnosis, while headache was rare and even by
diagnosis was a recognised symptom in only eight
children (Fig. 1a–c). For children aged less than 4 years,
the greatest increase in number of signs and symptoms
occurred with motor system abnormalities and behavioural
change (Fig. 1a–c). Significant differences between those
aged <4, 4–12 and >12 years were seen with respect to
frequency of headache, both at symptom onset (p≤0.001)
and at diagnosis (p≤0.001), frequency of motor system
abnormalities, both at symptom onset (p=0.04) and at
diagnosis (p=0.02), and frequency of nausea and vomiting
at diagnosis (p=0.01).

Symptom interval

The symptom interval ranged from 0 to 6.9 years (median
3.3 months). Univariate analysis revealed no association
between symptom interval and either tumour location,

Table 2 Clinical features at symptom onset and at diagnosis in 139 children and adolescents with brain tumours

Symptom/sign At symptom onset (number) At diagnosis (number) Increase (number)

Headache 55 81 26

Nausea and/or vomiting 39 88 49

Motor system abnormalities 31 93 62

Cranial nerve palsy 24 75 51

Visual system abnormalities 23 96 73

Seizures 14 18 4

Endocrine or growth abnormalities 10 35 25

Behavioural change 4 55 51

Abdominal or back pain 3 11 8

Alteration in or loss of consciousness 2 21 19

Spinal deformity 1 3 2

Eur J Pediatr (2012) 171:87–93 89



patient age, sex, ethnic origin or deprivation score. High-
grade tumours (tumour grading was possible for 119
patients) were significantly associated with a shorter
symptom interval (p=0.004). A symptom interval shorter
than the median symptom interval for all patients was
associated with initial presentation with nausea and/or
vomiting (p=0.003), abnormal gait (p=0.001), coordination
difficulties (p=0.006), focal motor weakness (p=0.002),
unequal pupils (p=0.002), facial weakness (p=0.03), and
apnoea (p=0.036), and, when grouped into combined
categories, with initial presentation with any motor sign
(p=0.001). A symptom interval longer than the median
symptom interval was associated with initial presentation
with head tilt (p=0.006) and cranial nerve palsies (p=0.025).
For signs and symptoms with an unknown date of onset (i.e.
those other than initial ones) endocrine and growth abnor-
malities (p=0.018) and reduced visual acuity (p=0.028)
were associated with a longer symptom interval Table 4.

Referral pathways

Referral pathway data were available for 101 children.
Of these, 81 had visited their general practitioner, 79 a
hospital paediatrician, 24 an ophthalmologist, 15 an
optician and 29 had attended an emergency department.
Other disciplines consulted included health visitors,

orthopaedics, ear, nose and throat and speech therapy.
Calculation of the number of attendances to healthcare
was difficult, as records frequently did not contain
details of repeated attendances to primary care. How-
ever, the reported number of attendances prior to
diagnosis ranged from 0 to 12 (median 3.0) and the
diagnosis of a tumour was not made in symptomatic
children in both primary and secondary care. A longer
than average symptom interval was significantly asso-
ciated with an increased number of healthcare attend-
ances (p<0.001).

Discussion

This study has demonstrated a large increase in the number
of presenting features between the onset of a clinical
problem and diagnosis in a contemporary cohort of children
with a brain tumour. Cranial nerve deficits, head tilt,
endocrine and visual problems were associated with a
longer symptom interval. The emergence of abnormalities
of either the visual system, the motor system or of
behaviour (usually lethargy) between disease onset and
diagnosis was very common, suggesting the need to
prioritise their reassessment in children with non-specific
signs and symptoms that might be due to a brain tumour.

Table 4 Association between symptoms and signs and durations of symptoms

Symptom/sign n Odds ratio of a symptom interval greater than the median p value Effect on symptom interval

Cox regression

Nausea and/or vomiting 39 1.8 0.003 Decrease

Abnormal gait 17 2.3 0.001 Decrease

Coordination difficulties 9 2.7 0.006 Decrease

Facial weakness 4 3.1 0.030 Decrease

Focal motor weakness 10 2.8 0.002 Decrease

Any motor symptom or sign 31 2.0 0.001 Decrease

Any cranial nerve palsy 32 0.6 0.025 Increase

Head tilt 6 0.4 0.018 Increase

Fisher's test

Endocrine or growth abnormality 35 – 0.018 Increase

Reduced visual acuity 20 – 0.028 Increase

Table 3 Visual, motor and behavioural abnormalities present at diagnosis in 139 children and adolescents with brain tumours

Visual system abnormalities at diagnosis
(number)

Motor system abnormalities at diagnosis
(number)

Behavioural changes at diagnosis
(number)

Papilloedema (50) Gait abnormality (62) Lethargy (27)

Nystagmus (25) Abnormal coordination (54) School difficulties (23)

Reduced visual acuity (20) Focal motor weakness (26) Other—usually increased
aggression or withdrawal (16)Squint (18)

Diplopia (18)
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Fig. 1 Numbers of children
showing specific signs and
symptoms at symptom onset
(grey) and diagnosis (black).
a Children aged under 4 years
(n=42). b Children aged
4–12 years (n=55). c Children
aged over 12 years (n=42).
N/V nausea and/or vomiting,
Vision visual system
abnormality, Motor motor
system abnormality, CNP
cranial nerve palsy, E/G
endocrine or growth
abnormality, A/B abdominal
or back pain, Consciousness
alteration in or loss of
consciousness
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The median symptom interval in this cohort (3.3 months)
is similar to other UK studies from the past decade but
longer than that reported for large cohorts from North
America [10, 14, 20]. Visual acuity is difficult to assess
(and therefore may not be undertaken) in young children
while identification of growth and pubertal status requires
their assessment and interpretation, frequently omitted
when children present to healthcare. Lethargy was the most
common behavioural abnormality observed among the 56
children that had a behavioural abnormality by diagnosis
and the only one present at symptom onset. There is a
tendency to regard lethargy as a non-specific marker of
systemic illness, however this and previous reports suggest
that more emphasis should be placed on it as a specific
marker of neurological illness [23]. Similarly, whilst weight
loss is not a specific marker for brain tumours, just under a
fifth of children had lost weight by diagnosis. Other studies
have highlighted the weight loss that occurs in children
with brain tumours, and the diagnostic delay that may occur
whilst possible nutritional and gastrointestinal causes are
investigated [16].

Although the majority of children were reviewed in
primary care and general paediatrics prior to diagnosis,
seven other disciplines were consulted regarding children in
this cohort, highlighting the need for all healthcare
practitioners to have knowledge and a high index of
suspicion of brain tumour presentations. The association
between symptom interval and healthcare attendances
confirms that children with brain tumours present repeat-
edly to healthcare. Whilst children with a prolonged
symptom interval will have more time to present to heath
care, this suggests that diagnostic delay results from a
failure to recognise signs and symptoms as being indicative
of a tumour rather than a failure to seek healthcare advice.

A prolonged symptom interval is associated with an
increased risk of life-threatening and disabling neurological
complications at presentation and a worse cognitive
outcome in survivors [3, 4, 6, 21, 26, 29]. It has a
detrimental effect upon professional relationships with
families and the subsequent psychological well-being of
the child and their family [7]. A period of diagnostic
uncertainty often precedes the diagnosis of a brain tumour,
which patients and their families find extremely distressing.
On being given the diagnosis, many parents report that they
believe that the severity of their child's symptoms had been
previously unrecognised by healthcare professionals and
that pressure on their part had been necessary to make the
diagnosis [7]. Parental perception that the medical response
has been inadequate, incompetent or delayed may be
associated with legal dispute [7]. The association between
symptom interval and mortality is less clear because more
biologically aggressive tumours tend to have shorter
symptom intervals [3, 5, 6, 11, 13, 15].

This was a multicentre study with a short recruitment
period. The recruited patients showed a similar tumour
epidemiology to that reported in population registries [17,
22] and therefore the cohort reported here is likely to be
representative of the current UK population of children
with brain tumours. The age range and diagnoses of the 43
patients who declined participation were similar to those
who were recruited, and non-participation is unlikely to
have led to substantial bias. Study of signs and symptoms at
initial presentation in children with tumours is only feasible
in retrospect (due to the small numbers of children affected)
and therefore will always be reliant on the history provided
by the patient and his/her carers as recorded in the medical
records at diagnosis. It is not possible to distinguish
between signs and symptoms at symptom onset that were
not present and those that were present but not detected.
This limitation does not alter the conclusion, to which the
present study leads, that those who detect the initial
symptoms, whether family members, primary care or
specialist health providers, should seek appropriate clinical
assessment and also review after a period of time, so that
additional signs and symptoms are not missed. This study is
the first to report on the temporal evolution of clinical
features of childhood brain tumours and suggests that the
clinical problems most likely to remain unrecognised for a
relatively long period are those affecting vision, other
cranial nerve functions including head tilt and growth,
puberty and other hormonal functions.

There are many published studies describing signs and
symptoms present at diagnosis both in unselected cohorts of
children with brain tumours and for specific tumour types
[1, 2, 8, 9, 18, 28]. This study is the first to examine the
pattern of evolution of clinical features following their
onset in order to differentiate patterns of presentation
requiring early referral for central nervous system imaging
from those of lesser significance.

At symptom onset it may be difficult to distinguish
between children with a brain tumour and those with a self-
limiting benign condition, particularly as the most common
initial symptoms, headache and nausea and vomiting, are
known to be poor discriminators for brain tumours. This
study does not provide information regarding the incidence
of these clinical features in children unaffected by a brain
tumour. It can therefore only identify features that are
sensitive to the presence of a brain tumour, and cannot
provide estimates of their specificity.

Conclusion

Children presenting with signs and symptoms that may
result from a brain tumour should undergo motor and visual
assessment, pubertal staging and plotting of height and
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weight over time against age-appropriate norms. Careful
monitoring of children with abnormalities in these param-
eters, cranial nerve palsies and head tilt is advised. For
children in whom a brain tumour is thought unlikely, the
development of additional clinical features or repeated
presentation should lead to a careful consideration of
imaging especially if associated with abnormal visual or
motor function, growth failure, focal seizures or symptoms
of raised intracranial pressure.
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