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ORIGINAL RESEARCH
PEDIATRICS

MR Imaging of Pediatric Low-Grade Gliomas: Pretherapeutic
Differentiation of BRAF V600E Mutation, BRAF Fusion, and
Wild-Type Tumors in Patients without Neurofibromatosis-1
A. Trasolini, C. Erker, S. Cheng, C. Crowell, K. McFadden, R. Moineddin, M.A. Sargent, and D. Mata-Mbemba

ABSTRACT

BACKGROUND AND PURPOSE: The prognosis and treatment of pediatric low-grade gliomas is influenced by their molecular sub-
type. MR imaging remains the mainstay for initial work-up and surgical planning. We aimed to determine the relationship between
imaging patterns and molecular subtypes of pediatric low-grade gliomas.

MATERIALS ANDMETHODS: This was a retrospective bi-institutional study for patients diagnosed from 2004 to 2021 with patholog-
ically confirmed pediatric low-grade gliomas molecularly defined as BRAF fusion, BRAF V600E mutant, or wild-type (which is neither
BRAF V600E mutant nor BRAF fusion). Two neuroradiologists, blinded, independently reviewed imaging parameters from diagnostic
MRIs, and discrepancies were resolved by consensus. Bivariate analysis was used followed by pair-wise comparison of the Dwass-
Steel-Critchlow-Fligner method to compare the 3 molecular subtypes. Interreader agreement was assessed using k .

RESULTS: We included 70 patients: 30 BRAF fusion, 19 BRAF V600E mutant, and 21 wild-type. There was substantial agreement
between the readers for overall imaging variables (k ¼ 0.75). BRAF fusion tumors compared with BRAF V600E and wild-type tumors
were larger (P ¼ .0022), and had a greater mass effect (P ¼ .0053), increased frequency of hydrocephalus (P ¼ .0002), and diffuse
enhancement (p ,.0001). BRAF V600E mutant tumors were more often hemispheric (P, .0001), appeared more infiltrative (P ¼ .0002),
and, though infrequent, were the only group demonstrating diffusion restriction (qualitatively; P ¼ .0042) with a lower ADC ratio
(quantitatively) (P ¼ .003).

CONCLUSIONS: BRAF fusion and BRAF V600E mutant pediatric low-grade gliomas have unique imaging features that can be used
to differentiate them from each other and wild-type pediatric low-grade glioma using a standard radiology review with high inter-
reader agreement. In the era of targeted therapy, these features can be useful for therapeutic planning before surgery.

ABBREVIATIONS: IQR ¼ interquartile range; pLGG ¼ pediatric low-grade glioma; WHO ¼ World Health Organization

Pediatric low-grade gliomas (pLGGs) make up the largest pro-
portion, about 30%, of all pediatric CNS tumors.1 pLGGs have

a favorable 10- to 20-year overall survival of approximately 90%–
95%.2 However, pLGGs can lead to severe morbidity.3 Upfront
surgical resection can result in a cure;4 however, more than half of
the pLGGs are not completely resected, and subsequent treatment
with chemotherapy is commonly required.5,6 Five-year progres-
sion-free survival for those requiring chemotherapy is 39%–53%.7,8

Mutations that cause up-regulation of the RAS/mitogen-
activated protein kinase pathway have been implicated in most
pLGGs, the most common being KIAA1549-BRAF fusion (BRAF
fusion), followed by neurofibromatosis-1 (NF1) alterations and
the BRAF V600E mutation.9 Recently there has been a shift to
determine the prognosis of pLGGs on a molecular basis,6 and
therapeutics are moving toward targeting the specific pLGG
driver mutation.10-12

Neuroimaging with MR imaging is the mainstay for the initial
diagnostic work-up and surgical planning for a definitive patho-
logic diagnosis.13 There is an increasing desire to determine imag-
ing surrogates for molecular subtypes for various pediatric CNS
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tumors.14-16 Currently, determination of the pLGG molecular sub-
type requires tissue acquisition and subsequent molecular testing,
which might not be readily accessible in all centers. A molecular
determination using imaging surrogates would be beneficial to
guide appropriate therapy, including the aggressiveness of upfront
surgical resection, selection of chemotherapy agents, the timeframe
to initiating therapy, and to direct the sequence of multimodality
therapy application.

To date, few studies have evaluated the correlation between
MR imaging features and pLGG molecular subtypes. Ishi et al,17

in 2021, investigated this correlation in individuals with optic
pathway/hypothalamic pilocytic astrocytoma with a small sample
size. Wagner et al,18 in 2021, evaluated the same relationship using
machine learning techniques, a promising radiologic tool that still
needs full incorporation into the clinical routine. Our study aimed
to assess MR imaging features of pLGGs associated with BRAF
fusions, BRAF V600E mutations, and those negative for BRAF
V600E and BRAF fusions (wild-type) in patients without NF-1,
using an approach that simulates the routine clinical practice,
including a radiologist’s imaging review.

MATERIALS AND METHODS
This retrospective bi-institutional study was a collaboration
between the British Columbia Children’s Hospital (Vancouver,
British Columbia, Canada) and the IWK Health Center (Halifax,
Nova Scotia, Canada) tertiary care hospitals in Canada. There was
institutional review board approval and a waiver of consent from
both institutions. An interinstitutional data-transfer agreement
was obtained for data-sharing.

Patients
Data were retrieved from the 2 tertiary pediatric hospitals from
2004 to 2021. Patients who had a pathologically confirmed diagno-
sis of BRAF fusion, BRAF V600E, or wild-type, were younger than
19 years of age at diagnosis, and who had a diagnostic MR imaging
at presentation were eligible. BRAF fusion tumors in this study
refer only to KIAA1549-BRAF fusions. Patients with pLGGs in the
setting of NF-1 were excluded, because these patients generally
have distinguishing imaging features, a positive family history, and
frequently do not undergo confirmatory tissue diagnosis.

Demographics and Clinical Details
Information collected included sex, age at diagnosis, disease pro-
gression, molecular subtype, World Health Organization (WHO)
grade, tumor location, spine imaging at diagnosis, metastasis
within the spine, and metastasis within the brain. Disease progres-
sion was determined through retrospective chart review of patients’
MR imaging reports and clinical documentation.

Histopathology and Molecular Grouping
BRAF fusion status was determined using NanoString Technologies
(https://nanostring.com/) or fluorescence in situ hybridization,
while the BRAF V600E mutation was determined using immuno-
histochemistry and/or droplet digital polymerase chain reaction as
previously described.6,19 Molecular analysis was performed with
formalin-fixed paraffin-embedded tissue obtained at the time of the
operation.

MR Imaging
All patients from the IWK Health Center underwent brain MR
imaging, some with spine MR imaging, at 1.5T from a single ven-
dor (Signa HDxt; GE Healthcare). Patients from British Columbia
Children’s Hospital underwent brain MR imaging, some with
spine MR imaging, at 1.5T or 3T (Magnetom Avanto, Magnetom
Prisma; Siemens). As expected, MR imaging protocols for brain
tumors have changed with time during the 17-year study period.
However, the MR imaging protocols used in the 2 institutions
include, at minimum, the following: 2D axial and/or coronal
T2WI, 2D axial or coronal T2 FLAIR, 2D axial DWI, ADC, 2D
axial or sagittal precontrast T1WI, and 2D axial gadolinium-based
contrast agent–enhanced T1WI.

MR Imaging Review
Two neuroradiologists (D.M.-M. and M.A.S.), who were blinded to
demographic, clinical, pathologic, and molecular data, independ-
ently reviewed imaging parameters on the initial diagnostic MR
imaging. Before commencement, the 2 readers determined the defi-
nition of each imaging parameter through a consensus reading of
10 randomly selected cases that were not included in the study
cohort, to refine and standardize the definition of parameters.
These included the following: 1) tumor location, which was
grouped as cerebral hemisphere, brainstem, optic pathway/hypo-
thalamic glioma, posterior fossa (other than brainstem), or spinal
cord; 2) tumor size, which was obtained as a product of perpendic-
ular diameters of the tumor on axial T2 FLAIR; 3) the presence and
extent of peritumoral vasogenic edema judged as none, mild, mod-
erate, or massive; 4) the presence and magnitude of mass effect,
judged as none, mild, moderate, or massive; 5) diffusion restriction
subjectively judged as yes or no relative to normal brain while com-
paring the ADC with the b ¼ 1000 s/mm2 images; 6) the presence
and degree of enhancement based on the tumor solid component,
judged as none/minimal if less than one-third of the solid compo-
nent enhances; moderate if the enhancement involves one-third to
two-thirds of the solid component; or diffuse if more than two-
thirds of the tumor enhances; 7) tumor signals on T1WI, T2WI,
and FLAIR judged as hyper-, iso-, or hypointense; 8) cyst/cavitation
change judged as present or not; 9) hemorrhage/calcification
judged as present or not; 10) metastatic status judged as present or
not; 11) hydrocephalus judged as present or not; and 12) tumor
margins judged as infiltrative or well-defined. For MR spectros-
copy, the following ratios were obtained from MR imaging–gener-
ated data: Cho/Cr, Cho/NAA, and lactate/Cr, which were judged as
high, normal, or low. For any discordant readings between the 2
readers, an agreement was reached in a separate meeting through
consensus.

MR Imaging Quantitative ADC Ratio Calculation
Quantitative ADC analysis was performed using a US Food and
Drug Administration–approved commercial software package
(AW Server 3.2; GE Healthcare). Blinded to clinical, pathologic,
and molecular data, another author (C.C.) independently created
nonoverlapping oval or circular ROIs within the solid portions of
the tumor on all consecutive sections. The calcification/hemor-
rhagic foci or cystic/necrosis foci were excluded. In patients with
supratentorial tumors, the ADCs of the normal-appearing
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contralateral brain were recorded, and in patients with tumors
located in the posterior fossa, the ADC of the normal cerebellum
was recorded. The ROI placement on the normal cerebellum was
performed as remotely as possible from the tumor and with exclu-
sion of vasogenic edema, when present, and adjacent CSF signal,
if any. The mean tumor ADCs were calculated by averaging the
ADCs obtained from all the ROIs. Tumor-to-normal brain ADC
ratios (hereafter, ADC ratios) were calculated using the mean tu-
mor ADCs.

Statistics and Analysis
All statistical analyses were performed using the software SPSS,
Version 26 (IBM), and P values , .05 were considered statistically
significant. Continuous variables were summarized using descrip-
tive statistics, including number, median, interquartile range (IQR),
SD, and range, while categoric variables were summarized using
number and percentage. A k statistic was generated from the 2
readers’ data, and values ,0.20 were interpreted as poor, 0.21–0.40
as fair, 0.41–0.60 as moderate, 0.61–0.80 as substantial, and 0.81–
1.00 as excellent agreements. First, we used bivariate analyses,
including the Fisher exact test for categoric variables or ANOVA for
continuous variables, to compare the 3 molecular groups of pLGGs
(BRAF fusion, BRAF V600E, or wild-type). This procedure was fol-
lowed by pair-wise comparison of the Dwass-Steel-Critchlow-
Fligner method to compare 2 of the 3 molecular groups head-to-

head, which provided the comparison of BRAF fusion and BRAF
V600E.

RESULTS
Patients
Seventy patients (31 males and 39 females) were included in this
study. The median age at diagnosis was 6.3 years (IQR, 2.3–
11.7 years). Thirty patients (43%) had tumors with BRAF fusion,
19 (27%) with the BRAF V600E mutation, and 21 (30%) with
wild-type (negative for BRAF V600E/BRAF fusion). A summary of
patient demographic and clinical information is shown in Table 1.
There was no statistically significant difference in the age of
patients, sex, tumor location, or tumor mutation status when com-
paring the patients from the 2 different institutions (Online
Supplemental Data).

Clinical and Histopathologic Characteristics
A summary of clinical and histopathologic characteristics of
patients is shown in Table 2.

Patients with BRAF fusion were younger (median, 3.3 years)
at diagnosis compared with the 2 other groups (BRAF V600E
[9.7 years] and wild-type [10.5 years], P ¼ .0012). Compared with
the BRAF fusion and wild-type, there was a trend for BRAF
V600E to show an increased frequency of WHO grade II histol-
ogy (P ¼ .07 and P= .09 for 2-group and 3-group comparisons,
respectively). There was no statistically significant difference
among the 3 groups with respect to metastatic status at diagnosis
or tumor progression.

Interreader Agreement
Overall k agreement among the readers for radiologic variables
was substantial (k ¼ 0.75; 95% CI, 71.5–99.2).

MR Imaging Features
A summary of the imaging characteristics by molecular subtype
can be found in the Online Supplemental Data.

Tumor location was strongly associated with molecular subtype
because those with BRAF fusion tumors were more likely to be
found in the posterior fossa (excluding the brainstem), while BRAF
V600E tumors were more commonly found in a cerebral hemi-
sphere (P ¼ , .0001). BRAF fusion tumors compared with BRAF
V600E and wild-type were larger (P ¼ .0022) and demonstrated an
increased frequency of moderate-to-massive mass effect (P ¼
.0053) and hydrocephalus (P ¼ .0002); these differences remained
statistically significant when directly comparing BRAF fusion and
BRAF V600E (all, P ¼ , .05) (Fig 1). BRAF fusion tumors also
showed an increased frequency of diffuse enhancement compared
with BRAF V600E and wild-type tumors (P ¼ , .0001) and when
directly compared with BRAFV600E (P¼ .0036).

Tumors with BRAF V600E were more infiltrative compared
with BRAF fusion and wild-type tumors (P ¼ .0002) and when
directly compared with BRAF fusion (P ¼ .0001). BRAF V600E
tumors were more likely to be isointense on T1WI compared
with BRAF fusion and wild-type (P ¼ .0023) and when directly
compared with BRAF fusion (P¼ .008).

Diffusion restriction was uncommon in our cohort. However,
when it occurred, only BRAFV600E tumors demonstrated diffusion

Table 1: Cohort information
Characteristic Total, No. (%)

Sex
Male 31 (44)
Female 39 (56)

Age at diagnosis (yr)
Median (IQR) 6.3 (2.3–11.7)a

WHO grade
Grade I 58 (85)
Grade II 10 (15)

Molecular subtype
KIAA1549:BRAF fusion 30 (43)
V600E 19 (27)
Wild-type/other 21 (30)

Disease progression
Yes 30 (43)
No 40 (57)

Tumor location
Brainstem 4 (6)
Cerebral hemisphere 29 (41)
OPHG 14 (20)
Posterior fossa 21 (30)

Spinal cord 2 (3)
Brain imaging completed
Yes 100
No 0

Spine imaging completed
Yes 44 (63)
No 26 (37)

Metastasis present
Yes, only brain 0 (0)
Yes, only spine 0 (0)
Yes, brain and spine 4 (6)
No 66 (94)

Note:—OPHG indicates optic pathway/hypothalamic glioma.
aMedian/IQR.
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restriction. Qualitative assessment demonstrated diffusion restric-
tion in 4 of 19 BRAFV600E tumors (P¼ .0042) (Fig 2). On quanti-
tative assessment, BRAF V600E showed a lower ADC ratio
compared with BRAF fusion and wild-type (P ¼ .003), and this
difference was more statistically significant when compared directly
with BRAF fusion (P¼ . 0003).

Only a subset of patients underwent MR imaging spectros-
copy (n ¼ 21; 30% [11 BRAF fusion, 7 BRAF V600E, and 3 wild-
type]). While spectroscopy was not in any way discriminating
across molecular subtypes (P. .05, all), most tumors had high
Cho/Cr (n ¼ 19; 90%), high Cho/NAA (n ¼ 19; 90%), and
elevated lactate (n¼ 19; 90%) (Online Supplemental Data).

DISCUSSION
In this bi-institutional study, we evaluated the relationship
between MR imaging characteristics and pLGG molecular groups
to distinguish among BRAF fusion, BRAF V600E, and wild-type
tumors. Our results show features that enable some pretherapeu-
tic prediction of pLGG molecular subtypes. In our series, BRAF
V600E tumors were more infiltrative, were the only ones to show
diffusion restriction with a low ADC ratio, and were likely to be
located within the cerebral hemispheres, whereas BRAF fusion
tumors were more well-defined, larger with significant mass
effect including hydrocephalus, and more likely to demonstrate
diffuse enhancement.

Table 2: Univariate analysis of demographics and clinical characteristics by molecular group

Variables

KIAA1549:
BRAF Fusion BRAF V600E Wild-Type/Other P1 P2

No. (%) No. (%) No. (%) (Fusion vs V600E vs WT) (Fusion vs V600E)
Sex .3583 .4436
Male 16 (53) 8 (42) 7 (33)
Female 14 (47) 11 (58) 14 (67)

Age at time of MR
imaging (yr)

.0012 .0126

Median 3.3 (1.56–5.10)a 9.7 (5.08–14.25)a 10.5 (6.42–14.58)a

Progression of
disease

.5769 .3669

Yes 15 (50) 12 (63) 13 (62)
No 15 (50) 7 (37) 8 (38)

WHO grade .0902 .0724
Grade I 27 (90) 13 (68) 18 (95)
Grade II 3 (10) 6 (32) 1 (5)

Tumor location ,.0001 ,.0001
Brainstem 2 (7) 1 (5) 1 (5)
Cerebral
hemisphere

3 (10) 13 (68) 13 (62)

OPHG 7 (23) 4 (21) 3 (14)
Posterior fossa 17 (57) 0 (0) 4 (19)
Spinal cord 1 (3) 1 (5) 0 (0)

Metastatic status .8107 1.0000
Yes 1 (3) 1 (5) 2 (10)
No 29 (97) 18 (95) 19 (90)

Note:—WT indicates wild-type; OPHG, optic pathway/hypothalamic glioma.
aMedian and 95% confidence interval.

FIG 1. A 3-year-old girl who presented with symptoms related to increased intracranial pressure. The brain MR imaging shows a large complex
cystic/solid mass lesion arising from the vermis and anteriorly compressing the fourth ventricle, therefore causing supratentorial massive hydro-
cephalus. The solid component of the tumor shows slight hyperintense signal on T2WI (A) and diffuse enhancement (B) but not with diffusion
restriction (C and D). The tissue diagnosis was pilocytic astrocytoma with KIAA1549:BRAF fusion.
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Our study is the first to report the association of BRAF V600E
and diffusion restriction, both qualitatively and quantitatively,
findings suggestive of higher tumor cellularity and tumor aggres-
siveness.20 BRAF V600E tumors were more infiltrative compared
with BRAF fusion tumors. Ho et al,21 in 2015, had comparable
results, citing BRAF V600E tumors as having a low T2 signal and
infiltrative margins, but in their study, diffusion restriction was
not assessed. Ishi et al17 found a lower T2WI signal and larger
T2WI/contrast-enhanced FLAIR mismatch to be indicative of
BRAF V600E mutation for optic pathway gliomas. However, sig-
nal mismatches were not assessed in our series. In contrast to pre-
vious studies that have found BRAF V600E tumors showing
higher rates of tumor invasiveness and recurrence,6,21-23 our study
found a trend for BRAF V600E tumors to be classified as WHO
grade II tumors but with no statistically significant difference in
tumor progression compared with BRAF fusion tumors. This
finding could be partially due to the retrospective nature of the
study, in which tumors that progressed were more likely to have
had molecular testing, leading to a potential over-representation
of progression in these cohorts. This could also be due to the lim-
ited sample size in this study. Otherwise, our other key clinical
results showing younger age and predilection of posterior fossa
location for patients with BRAF fusion tumors corroborate the
findings in the literature.18,24

BRAF fusion tumors, in our study, were associated with larger
size and greater mass effect including hydrocephalus, yet were
well-defined. The lack of diffusion restriction in BRAF fusion
tumors supports a less aggressive biology. Our observation is sup-
ported by the findings of Hawkins et al,25 in 2011, and Reitman
et al,26 in 2019, who postulated that BRAF fusion is associated
with less aggressive tumor behavior, possibly because of the even-
tual predilection to undergo tumor senescence. Our observations
suggest that one of the main reasons patients with BRAF fusion
tumors come to medical attention is due to mass effect and the
resultant hydrocephalus as opposed to the more infiltrative pat-
tern noted in BRAF V600E tumors. The diffuse enhancement
noted in BRAF fusion tumors may be related to angiogenesis, as
opposed to higher cellularity.27 In the current era, in which machine
learning is increasing in the research setting, there has been a shift
toward the use of genomics to assess the relationship between brain
tumors and molecular subgroups, including pLGG.6

The main strength of our study is that we used a clinical model,
simulating routine clinical practice, to assess both clinical and diag-
nostic imaging characteristics of pLGGs associated with molecular
subtype using a relatively large number of patients and including all
histologic types of pLGGs. Therefore, we believe that our findings
may be used on a case-to-case basis during routine clinical practice,
potentially impacting patient care. Recently, Wagner et al,18 in
2021, used radiomic software for ROIs to determine the predictive
factors of BRAF status in pLGGs of 115 pediatric patients via
machine learning, followed by the development of a model to
predict the mutational status of the tumor. However, they did not
include wild-type tumors in their study, which constitute about
one-third of patients with pLGGs,9 and they solely used FLAIR
sequences. To that end, our study seems more robust because it
includes DWI/ADC, FLAIR, and gadolinium-based contrast agent–
enhanced T1WI, which, altogether, constitute MR imaging sequen-
ces that allow evaluating the aggressiveness of brain tumors.
Therefore, our results could be used in the routine clinical setting to
support patient management.

Our study did not show the utility of MR spectroscopy in dif-
ferentiating pLGG molecular subtypes from one another; how-
ever, only 30% of the cohort underwent spectroscopy, and larger
studies are needed. In this study, no other advanced MR images
were consistently used because some of our data were obtained
before implementation of these techniques was more common in
the clinical setting.

There are several limitations in this study. Given that it was
retrospective and combined data from 2 centers, the imaging
lacked homogeneity due to different scanners, MR field strengths,
and techniques used. We cannot comment on the metastatic
potential because of the low frequency of metastases. The sample
size was also not large enough to be considered representative of
the greater population. Further studies that incorporate clinical
assessment of imaging features and MR machine learning
approaches should be conducted.

CONCLUSIONS
This study simulates routine clinical practice in the assessment of
clinical and diagnostic imaging characteristics of pLGG subtypes,
BRAF fusion, BRAF V600E, and wild-type. We determined partic-
ular tumor features of BRAF fusion, such as younger age, posterior

FIG 2. A 9-year-old boy with seizures. The brain MR imaging shows an ill-defined mass lesion with tiny internal cystic changes on T2 FLAIR (A)
involving the mesial aspect of the left temporal lobe. The lesion shows moderate surrounding edema, mild mass effect against surrounding
structures, as well as moderate enhancement (B). On DWI (C) and ADC (D), the mass shows diffusion restriction. The final tissue diagnosis was
ganglioglioma with a BRAF V600E mutation.
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fossa location, well-defined margins, larger size with a surrounding
mass effect, and hydrocephalus. BRAF V600E tumors were found
more commonly in the cerebral hemispheres, had a lower ADC ra-
tio, and were more likely to be infiltrative. Our study offers a base-
line for radiologic determination of pLGG molecular subtypes in
the clinical setting, with high interreader agreement, which may
aid future pLGG molecular subtype identification and therapeutic
management strategies.

ACKNOWLEDGMENTS
The authors would like to thank John Bryden for his work in the
diagnostic imaging department to de-identify subject imaging.

Disclosure forms provided by the authors are available with the full text and
PDF of this article at www.ajnr.org.

REFERENCES
1. Ostrom QT, Gittleman H, Truitt G, et al. CBTRUS statistical report:

primary brain and other central nervous system tumors diagnosed in
the United States in 2011-2015. Neuro Oncol 2018;20:iv1–86 CrossRef
Medline

2. Krishnatry R, Zhukova N, Guerreiro Stucklin AS, et al. Clinical and
treatment factors determining long-term outcomes for adult survivors
of childhood low-grade glioma: a population-based study. Cancer
2016;122:1261–69 CrossRef Medline

3. Armstrong GT, Conklin HM, Huang S, et al. Survival and long-term
health and cognitive outcomes after low-grade glioma. Neuro Oncol
2011;13:223–34 CrossRef Medline

4. Stokland T, Liu J, Ironside JW, et al. Amultivariate analysis of factors
determining tumor progression in childhood low-grade glioma: a
population-based cohort study (CCLG CNS9702). Neuro Oncol
2010;12:1257–68 CrossRef Medline

5. Bergthold G, Bandopadhayay P, Bi WL, et al. Pediatric low-grade
gliomas: how modern biology reshapes the clinical field. Biochim
Biophys Acta 2014;1845:294–307 CrossRef Medline

6. Ryall S, Zapotocky M, Fukuoka K, et al. Integrated molecular and
clinical analysis of 1,000 pediatric low-grade gliomas. Cancer Cell
2020;37:569–83.e5 CrossRef Medline

7. Lassaletta A, Scheinemann K, Zelcer SM, et al. Phase II weekly vinblas-
tine for chemotherapy-naïve children with progressive low-grade
glioma: a Canadian pediatric brain tumor consortium study. J Clin
Oncol 2016;34:3537–43 CrossRef Medline

8. Ater JL, Zhou T, Holmes E, et al.Randomized study of two chemother-
apy regimens for treatment of low-grade glioma in young children: a
report from the children's oncology group. J Clin Oncol 2012;30:2641–
47 CrossRef Medline

9. Ryall S, Tabori U, Hawkins C. Pediatric low-grade glioma in the era of
molecular diagnostics. Acta Neuropathol Commun 2020;8:30 CrossRef
Medline

10. Fangusaro J, Onar-Thomas A, Poussaint TY, et al. Selumetinib in
paediatric patients with BRAF-aberrant or neurofibromatosis type
1-associated recurrent, refractory, or progressive low-grade glioma: a

multicentre, phase 2 trial. Lancet Oncol 2019;20:1011–22 CrossRef
Medline

11. Hargrave DR, Bouffet E, Tabori U, et al. Efficacy and safety of dabrafe-
nib in pediatric patients with BRAF V600 mutation–positive
relapsed or refractory low-grade glioma: results from a phase I/IIa
study. Clin Cancer Res 2019;25:7303–11 CrossRef Medline

12. Nobre L, Zapotocky M, Ramaswamy V, et al. Outcomes of BRAF
V600E pediatric gliomas treated with targeted BRAF inhibition.
JCO Precis Oncol 2020561–71 CrossRef Medline

13. Sievert AJ, Fisher MJ. Pediatric low-grade gliomas. J Child Neurol
2009;24:1397–1408 CrossRef Medline

14. Mata-Mbemba D, Zapotocky M, Laughlin S, et al. MRI characteris-
tics of primary tumors and metastatic lesions in molecular sub-
groups of pediatric medulloblastoma: asingle-center study. AJNR
Am J Neuroradiol 2018;39:949–55 CrossRef Medline

15. Patay Z, DeSain LA, Hwang SN, et al.MR imaging characteristics of
wingless-type-subgroup pediatric medulloblastoma. AJNR Am J
Neuroradiol 2015;36:2386–93 CrossRef Medline

16. Perreault S, Ramaswamy V, Achrol AS, et al.MRI surrogates for mo-
lecular subgroups of medulloblastoma. AJNR Am J Neuroradiol
2014;35:1263–69 CrossRef Medline

17. Ishi Y, Yamaguchi S, Yoshida M, et al. Correlation between magnetic
resonance imaging characteristics and BRAF alteration status in
individuals with optic pathway/hypothalamic pilocytic astrocytomas.
J Neuroradiol 2021;48:266–70 CrossRef Medline

18. Wagner MW, Hainc N, Khalvati F, et al. Radiomics of pediatric low-
grade gliomas: Toward a pretherapeutic differentiation of BRAF-
mutated and BRAF -fused tumors.AJNR Am J Neuroradiol Neuroradiol
2021;42:759–65 CrossRef Medline

19. Mistry M, Ryall S, Lassaletta A, et al. Lg-19 immunohistochemistry
is highly sensitive and specific for the detection of BRAF v600e sta-
tus in pediatric low-grade glioma. Neuro Oncol 2016;18:iii82.3–iii82
CrossRef

20. Kan P, Liu JK, Hedlund G, et al. The role of diffusion-weighted
magnetic resonance imaging in pediatric brain tumors. Childs
Nerv Syst 2006;22:1435–39 CrossRef Medline

21. Ho C, Mobley BC, Gordish-Dressman H, et al. A clinicopathologic
study of diencephalic pediatric low-grade gliomas with BRAF V600
mutation.Acta Neuropathol 2015;130:575–85 CrossRef Medline

22. Lassaletta A, Zapotocky M, Mistry M, et al. Therapeutic and prog-
nostic implications of BRAF V600E in pediatric low-grade glio-
mas. J Clin Oncol 2017;35:2934–41 CrossRef Medline

23. Horbinski C, Nikiforova MN, Hagenkord JM, et al. Interplay among
BRAF, p16, p53, and MIB1 in pediatric low-grade gliomas. Neuro
Oncol 2012;14:777–89 CrossRef Medline

24. Behling F, Schittenhelm J. Oncogenic BRAF alterations and their
role in brain tumors. Cancers 2019;11:794 CrossRef Medline

25. Hawkins C, Walker E, Mohamed N, et al. BRAF-KIAA1549 fusion
predicts better clinical outcome in pediatric low-grade astrocy-
toma. Clin Cancer Res 2011;17:4790–98 CrossRef Medline

26. Reitman ZJ, Paolella BR, Bergthold G, et al. Mitogenic and progeni-
tor gene programmes in single pilocytic astrocytoma cells. Nat
Commun 2019;10:1–17 CrossRef Medline

27. Bartels U, Hawkins C, Jing M, et al. Vascularity and angiogenesis as
predictors of growth in optic pathway/hypothalamic gliomas. J
Neurosurg 2006;104:314–20 CrossRef Medline

6 Trasolini � 2022 www.ajnr.org

http://www.ajnr.org/sites/default/files/additional-assets/Disclosures/August%202022/0137.pdf
http://www.ajnr.org
http://dx.doi.org/10.1093/neuonc/noy131
https://www.ncbi.nlm.nih.gov/pubmed/30445539
http://dx.doi.org/10.1002/cncr.29907
https://www.ncbi.nlm.nih.gov/pubmed/26970559
http://dx.doi.org/10.1093/neuonc/noq178
https://www.ncbi.nlm.nih.gov/pubmed/21177781
http://dx.doi.org/10.1093/neuonc/noq092
https://www.ncbi.nlm.nih.gov/pubmed/20861086
http://dx.doi.org/10.1016/j.bbcan.2014.02.004
https://www.ncbi.nlm.nih.gov/pubmed/24589977
http://dx.doi.org/10.1016/j.ccell.2020.03.011
https://www.ncbi.nlm.nih.gov/pubmed/32289278
http://dx.doi.org/10.1200/JCO.2016.68.1585
https://www.ncbi.nlm.nih.gov/pubmed/27573663
http://dx.doi.org/10.1200/JCO.2011.36.6054
https://www.ncbi.nlm.nih.gov/pubmed/22665535
http://dx.doi.org/10.1186/s40478-020-00902-z
https://www.ncbi.nlm.nih.gov/pubmed/32164789
http://dx.doi.org/10.1016/S1470-2045(19)30277-3
https://www.ncbi.nlm.nih.gov/pubmed/31151904
http://dx.doi.org/10.1158/1078-0432.CCR-19-2177
https://www.ncbi.nlm.nih.gov/pubmed/31811016
http://dx.doi.org/10.1200/PO.19.00298
https://www.ncbi.nlm.nih.gov/pubmed/32923898
http://dx.doi.org/10.1177/0883073809342005
https://www.ncbi.nlm.nih.gov/pubmed/19841428
http://dx.doi.org/10.3174/ajnr.A5578
https://www.ncbi.nlm.nih.gov/pubmed/29545246
http://dx.doi.org/10.3174/ajnr.A4495
https://www.ncbi.nlm.nih.gov/pubmed/26338912
http://dx.doi.org/10.3174/ajnr.A3990
https://www.ncbi.nlm.nih.gov/pubmed/24831600
http://dx.doi.org/10.1016/j.neurad.2019.05.006
https://www.ncbi.nlm.nih.gov/pubmed/31228537
http://dx.doi.org/10.3174/ajnr.A6998
https://www.ncbi.nlm.nih.gov/pubmed/33574103
http://dx.doi.org/10.1093/neuonc/now075.19
http://dx.doi.org/10.1007/s00381-006-0229-x
https://www.ncbi.nlm.nih.gov/pubmed/17021722
http://dx.doi.org/10.1007/s00401-015-1467-3
https://www.ncbi.nlm.nih.gov/pubmed/26264609
http://dx.doi.org/10.1200/JCO.2016.71.8726
https://www.ncbi.nlm.nih.gov/pubmed/28727518
http://dx.doi.org/10.1093/neuonc/nos077
https://www.ncbi.nlm.nih.gov/pubmed/22492957
http://dx.doi.org/10.3390/cancers11060794
https://www.ncbi.nlm.nih.gov/pubmed/31181803
http://dx.doi.org/10.1158/1078-0432.CCR-11-0034
https://www.ncbi.nlm.nih.gov/pubmed/21610142
http://dx.doi.org/10.1038/s41467-018-07882-8
https://www.ncbi.nlm.nih.gov/pubmed/30602773
http://dx.doi.org/10.3171/ped.2006.104.5.314
https://www.ncbi.nlm.nih.gov/pubmed/16848088

	MR Imaging of Pediatric Low-Grade Gliomas: Pretherapeutic Differentiation of BRAF V600E Mutation, BRAF Fusion, and Wild-Type Tumors in Patients without Neurofibromatosis-1
	MATERIALS AND METHODS
	PATIENTS
	DEMOGRAPHICS AND CLINICAL DETAILS
	HISTOPATHOLOGY AND MOLECULAR GROUPING
	MR IMAGING
	MR IMAGING REVIEW
	MR IMAGING QUANTITATIVE ADC RATIO CALCULATION
	STATISTICS AND ANALYSIS
	RESULTS
	PATIENTS
	CLINICAL AND HISTOPATHOLOGIC CHARACTERISTICS
	INTERREADER AGREEMENT
	MR IMAGING FEATURES
	DISCUSSION
	CONCLUSIONS
	REFERENCES


