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Every child deserves a normal childhood.
Most brain tumor programs have not developed programs focused on childhood pilocytic astrocytomas (JPA). However, for many children with juvenile pilocytic astrocytomas, present management is inadequate and outcome is less than optimal. For deep-seated tumors including those involving the chiasm, hypothalamus and brain stem, surgical options are limited. Extensive surgical resections may result in significant permanent neurologic impairment. Radiotherapy, similarly, may cause long-term permanent sequelae including cognitive dysfunction, endocrinologic deficits and focal neurologic problems (including strokes and focal brain damage) and the risks for such sequelae are increased in infants and young children. Unfortunately, the peak incidence of these infiltrating extensive pilocytic astrocytomas is usually in children less than five years of age, making them even more likely to suffer significant dysfunction. Chemotherapeutic agents work in some children with low-grade astrocytomas but have significant potential long-term sequelae, including the potential development of secondary tumors and the immediate risk of bone marrow suppression with resultant infection and hemorrhage that can life threatening. Although chemotherapy is usually an effective short-term treatment, its beneficial effects often last only three to five years and patients once again may need aggressive surgeries or radiotherapy, still at a time when their brain is developing and they are at risk for significant secondary neurologic compromise. For some children with childhood juvenile pilocytic astrocytomas that do not respond to standard chemotherapeutic agents such as carboplatin, vincristine, or temozolomide, treatment requires more aggressive therapy to control disease, with resultant increased risks. Other patients with so-called low-grade juvenile pilocytic astrocytomas will progress despite all these modalities of treatment, especially this subset of children with juvenile pilocytic astrocytomas that disseminate the nervous system early in the course of illness.

For these reasons, more research is desperately needed to develop new means of treatment for juvenile pilocytic astrocytomas. At the present time, many of the newer agents are not being tested in JPAs and there are few, if any, clinical studies open for children with JPAs. In the biologic labs, they are often an afterthought, as they do not fit with other types of astrocytomas in their molecular genetics. Adult-oriented programs, including adult-oriented funding programs, are a great deal more likely to focus on the more common adult tumors - especially glioblastoma multiforme. Research in glioblastoma multiforme may have little connotation as regards a better understanding of childhood JPAs. In fact, over the many years that I have been on committees evaluating funding for projects, those few projects which have been focused on JPAs, have not been prioritized highly and are usually not funded. There are simply more people working on higher grade gliomas and medulloblastomas and, for a variety of reasons, the science in these types of tumors is a bit more advanced and certainly is more consistent with the studies being performed in a variety of different types of cancer.

