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Abstract
Background: Cancer cells bear various metabolic alterations in order to survive and progress. Neoplastic cells rewire their metabolic 
pathways for fermentation of glucose and production of more lactate. Microenvironment acidification is a common feature of 
many neoplastic lesions. In other words, most cancer cells produce energy ineffectively, by aerobic glycolysis, considered as 
“Warburg effect”. Mounting on previous evidence, hypoxia also induces tumor stemness, diminished apoptosis, and more invasive 
behavior as well as angiogenesis. In this study, we aimed to investigate whether more lactate concentration in stereotactic puncture 
specimen of various brain lesions can be an alarming sign of malignancy and higher grades. The current study aims at providing 
a rapid prognostic biomarker of higher grades for cystic brain lesions approached stereotactically before the complete pathologic 
grading report is prepared. 
Methods: We investigated the biochemical cyst content of 44 patients with astrocytomas, 8 craniopharyngiomas, 1 
oligodendroglioma and 2 cases with metastatic lesions after stereotactic surgery (47 patients were enrolled in the study). Cyst fluid 
was analyzed for pH, total protein concentration, cytology, and lactate. The association of these parameters was explored relative 
to tumor behavior (e.g., tumor grade, type, and cyst progression). The current study was conducted at Firoozgar hospital, Tehran, 
Iran. Patients were followed for any possible progression from 2014 to 2017.
Results: The analyses revealed a significant and positive correlation between grade and lactate concentration (P ≤ 0.001); 
as well as between grade and mean total protein concentration (P = 0.046). This suggests that more lactate and total protein 
concentration in stereotactic specimen can be an alarming sign of higher grades and poor outcome in astrocytoma cysts. However, 
craniopharyngiomas; as benign lesions; had significantly lower lactate (P ≤ 0.001) and total protein concentrations (P = 0.018) than 
astrocytomas.
Conclusion: Higher total protein and lactate concentrations in the stereotactic biopsy specimens are alarming signs of poor 
outcome and higher grades in astrocytomas. 
Trial Ethics Registration: IR.IUMS.FMD.REC 1396.88215207.
Keywords: Grade, Lactate, Protein, Stereotactic biopsy
Cite this article as: Nikoobakht M, Shamshiripour P, Azimi Nekoo Z, Fallah Haghmohammadi S. Elevated lactate and total 
protein levels in stereotactic brain biopsy specimen; potential biomarkers of malignancy and poor prognosis. Arch Iran Med. 
2019;22(3):125–131.

*Corresponding Author: Mehdi Nikoobakht, MD; Address: Firoozgar Hospital, Tehran, 1593748711, Iran. Fax: +98-21-82141795, +98-9122029419.  
Email: mnikobakht@gmail.com 

www.aimjournal.irhttp

ARCHIVES OF

IRANIAN
MEDICINE

Introduction
In cases of deep-seated lesions of eloquent areas, magnetic 
resonance imaging (MRI)-guided stereotactic puncture, 
as a minimally invasive procedure, could be an efficient 
initial approach to make histopathological diagnosis and 
a contemporary treatment by cyst fluid drainage for some 
cases is used.1-3 As a general rule, total resection of solid and 
cystic parts of brain tumors is the best treatment strategy 
to avoid tumor recurrence. Unfortunately, this approach 
is not possible for deep-seated tumors (e.g., thalamus 
gliomas) or for those with structural attachments of capsule 
to eloquent areas (e.g., some types of craniopharyngiomas). 
In such cases, stereotactic puncture provides the possibility 
to target the intact cysts.4-6 Therefore, some cystic brain 

lesions in areas where open surgery is not feasible, could be 
approached stereotactically for diagnostic goals and even 
symptom management.1-3 This is thought to be safe and 
the efficacy is considered adequate.7,8 Stereotactic puncture 
can be followed by radiotherapy, chemotherapy or a 
combination of both depending on the primary neoplasm 
phenotype, histological subtypes, progression, and 
possible comorbidities.1-3 Despite all previous therapeutic 
advances, long term management of gliomatous lesions is 
still challenging. Much research has been carried out to 
guess the underlying pathophysiology and metabolism of 
brain tumors by focusing on vascular endothelial growth 
factor, N-acetyl aspartate, pH, and choline; yet, the role 
of many chemicals are controversial and significant gaps 
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exist.9-16 
Recently, increased serum lactate is considered as a 
prognostic biomarker correlating with tumor grade and 
malignancy extent in both non-glial brain tumors and 
primary adult brain neoplasms.17,18 Here, we focused on 
the “Warburg effect” and hypoxia-induced angiogenesis. 
Tumor hypoxia results in lactate production, increased 
angiogenesis extent and tumor invasiveness.19-21 Cysts 
originated from increased vascular permeability and 
angiogenesis may benefit from corticosteroid therapy (e.g., 
dexamethasone) and prescription of anti-angiogenic factors 
such as bevacizumab (e.g., for recurrent glioblastoma 
multiform).1-3,22-24 Consequently, understanding the 
nature of tumor metabolism results in better treatment. 
The aim of our study was finding simple parameters related 
to malignancy and tumor grade, as a rapid indicator of 
patients’ prognosis. The biochemical content of various 
types of intra-tumoral cysts aspirated by stereotactic 
puncture was investigated relative to tumor characteristics 
(e.g., tumor grade, type, and cyst progression).
 
Patients and Methods
Patients
This paper summarizes our findings in analyzing 47 patients 
admitted to Firoozgar hospital, Tehran, Iran, with cystic 
brain lesions of 2 groups, namely craniopharyngiomas, 
and astrocytomas of different grades in eloquent areas. We 
received ethics approval from the university ethics board 
with number IR.IUMS.FMD.REC 1396.88215207. 
Patients suffering from cystic brain lesions not candidate 
for open surgery (e.g., lesions adherent to internal capsule, 
or in eloquent areas) referred to Firoozgar hospital, 
Tehran, Iran, from 2014 to 2017 were included in the 
study. Patients with resectable brain lesions were excluded 
from the study and were treated by open total or subtotal 
resection surgery. After passing the inclusion criteria, 
MRI-guided Stereotactic puncture was performed to 
aspirate the cysts. No additional therapeutic intervention 
was done before the cyst aspiration. After gaining 
consent, biopsy was carried out under local anesthesia. 
After fixation of the frame, Leksell, standard stereotactic 
approach was performed through MRI guidance. After 
the aspiration, the patients were discharged and referred to 
neurooncologists for additional treatment.

In the following paragraphs, a general portrait of patient 
follow-ups conducted in the current study is provided 
based on a combination of various international guidelines 
as well as neurooncologists and neurosurgeons’ consults.1-3 

Craniopharyngiomas (WHO Grade 1)
Microsurgical sub-frontal or pterional approach is a 
common resection approach for craniopharyngiomas. 
More recently, resection can be carried out through 
endoscopic skull base approach from the sphenoid sinus. 
In cases of incomplete resection, postoperation radiation 

therapy must be performed. For lesions without a well-
defined plane between the tumor bulk and hypothalamus, 
total aggressive resection is challenging and dangerous and 
may cause hypopituitarism, included diabetes insipidus, 
and electrolyte disorders.25 For cystic craniopharyngiomas, 
intra-cavitary bleomycin or radioisotopes (32p, and 99y) 
injection as well as stereotactic cyst aspiration and cyst 
compression are also another recommended treatment 
strategies. However, after stereotactic puncture, radiation 
therapy may be required. More recent evidence proposes 
that in cases of cystic craniopharyngiomas, stereotactic 
drainage contributes to less endocrinological deteriorations 
and is more effective than conventional microsurgery.26 
The patients admitted to the stereotactic biopsy center, 
were referred to neurooncologists for further additional 
treatments after the puncture.

Astrocytomas 
Gliomas are of heterogeneous nature. Hence, therapy 
is guided due to the most aggressive grade and pattern 
diagnosed in the specimen. To achieve this goal, total 
resection is the most ideal treatment strategy, as it provides 
more tissue for pathological investigation and also less risk 
of progression. However, in eloquent areas, resection of 
the deep-seated cystic brain lesions could be associated 
with the risk of mortality or morbidity.
• WHO grade 1 (pilocytic astrocytoma, pleomorphic 

xanthoastrocytomas, and subependymal giant cell 
astrocytoma); are indolent, non-infiltrative, and 
well-circumcised neoplasms. For non-symptomatic 
cases, no treatment is required and watch and wait 
strategy is the choice. In cases of symptomatic lesions 
with MRI enhancement, the mainstay therapy, is 
aggressive, near total resection, if feasible. However, 
for symptomatic lesions with not enhanced MRI, or 
for those in eloquent areas, fenestration, stereotactic 
puncture and nidus resection is the treatment of 
choice. The follow up strategy was radiotherapy for 
adults, in cases of cyst progression; excessive residues; 
or for those in critical locations. For follow up of 
pediatric lesions, chemotherapy was performed. In 
cases of pediatric recurrence, the patient underwent 
radiotherapy.1-3 

• In non-pilocytic infiltrative astrocytomas (WHO 
grade 2), surgery is the treatment of choice. Moreover, 
the surgery is followed by radiotherapy and PCV 
chemotherapy regimen. Only in cases aged under 40 
with successful total resection, chemoradiotherapy 
is not performed. The cases presented in the study, 
had cysts in eloquent and critical areas, where open 
surgery and total resection was not feasible. Therefore, 
stereotactic puncture was performed on the consult of 
neurosurgeons and neurooncologists.1-3 

• For anaplastic astrocytomas (WHO grade 3), the 
standard treatment is surgery followed by radiotherapy. 
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In recurrent cases, anti-vascular endothelial growth 
factor agents, nitrous urea agents, and Temozolomide 
are choices for treatment. The patients referred to 
the stereotaxy center, were not candidate for surgery 
on the basis of neurosurgeons’ decision, and were 
approached stereotactic.1-3 

• For glioblastoma (WHO grade 4), Vuorinen et al 
suggested that total resection is associated with a two-
fold increase in overall survival.27 Stummer et al also 
proposed that presence of contrast-enhancing residues 
is associated with lower survival rates.28 The standard 
therapy is surgery, adjuvant chemoradiotherapy with 
temozolomide, another course of temozolomide 
chemotherapy. For recurrent glioblastomas, avastin/
irinotecan regimen is considered to be effective. 
However, in cases of eloquent areas where resection 
was associated with risk of comorbidities, the patients 
underwent stereotactic drainage and were referred to 
neurooncologists for further treatment.1-3 

Oligodendroglioma 
In cases of oligodendrogliomas and oligoastrocytomas, 
because of their indolent nature and prolonged survival, 
initial watch and wait strategy can avoid the adverse 
effects followed by neurosurgery, chemotherapy or 
radiotherapy. However, in most cases, the patients can 
benefit from surgery. After the surgery, radiotherapy 
combined with PCV chemotherapy for 1p19q co-deletion 
positive cases, is the most common treatment strategy. 
For 1p19q co-deletion negative cases, only radiotherapy is 
recommended. The most common chemotherapy regimen 
for anaplastic oligodendrogliomas is PCV (procarbazine, 
CCNU and vincristine).29 Expected symptoms can be 
controlled by anticonvulsants and steroids. For highly 
infiltrative oligodendrogliomas, not eligible for safe open 
resection, patients may benefit from stereotactic surgery. 
The results of the cyst analysis of the only patient with 
oligodendroglioma is reported below.1-3 

Metastases 
Metastatic cases were managed with respect to the 
neurooncologists consult. Furthermore, any possible cyst 
progression was reported for 3 years of the study period. 
The sample analysis was performed immediately after the 
puncture, and the observations were investigated with 
respect to their pH, total protein concentration, lactate, 
tumor grade, type, and cyst progression. 

Total protein concentration was measured through 
spectrophotometry methods using the device 
HITACHI912, and the results were expressed in mg/
dL and lactate concentration was examined through 
enzymatic method and was expressed in mmol/L. Table 1 
summarizes sample formation with respect to the above-
mentioned factors. 

Table 1. Sample Formation

Variable Variable Subgroups Frequency Share (%)

Tumor type

Astrocytoma 36 76.6

Craniopharyngioma (grade 1) 8 17

Metastases 2 4.3

Oligodendroglioma (grade 2) 1 2.1

Total 47 100

Tumor grade 
(not for 
metastases)

1 15 33.3

2 18 40

3 6 13.3

4 6 13.3

Total 45 100

Cyst 
progression

Positive 30 63.8

Negative 17 36.2

Total 47 100

Note: 47 patients were enrolled; 36 astrocytoma, and 8 craniopharyngioma. 
Two metastatic cases and one oligodendroglioma were also included.

Statistical Methods
The data were analyzed by Stata SE 15, and SPSS. The 
analyses conducted are two-fold: descriptive statistics to 
gain a general understanding, followed by well-known 
statistical models to draw inferences and test certain 
hypotheses. Classical linear regression and logit regression 
are the statistical methods estimated to model continuous 
and binary outcomes, respectively for parameters fitting 
normal distribution. Non-parametric analyses were 
conducted by Mann-Whitney U test to estimate the 
discrepancy of total protein concentration and lactate 
between 2 groups, craniopharyngiomas and astrocytomas. 

Various methods have been proposed in the literature 
to analyze discrete and continuous relationships. In this 
study, we use the widely accepted binary logit and classical 
linear regression models, respectively, for the case of 
discrete and continuous relationships. These models are 
elaborated in the following. Binary logit regression is a 
well-known statistical model to estimate the relationship 
between predictors and predicted variable in cases with 
binary dependent variable.30,31

The classical linear regression model, on the other hand, 
assumes a linear relationship between the independent 
variable(s) and the dependent variable. 

Possible similarities of mean protein and lactate 
concentration with the blood’s orcerebrospinal fluid’s were 
explored using students’ t test in various cysts. Tables 1 to 
4 outline the results. P value significance level was set as 
less than 0.05, and small P values are reported as less than 
<0.001. 

Results
The results section is devoted to a detailed discussion on 
results of the various analyses conducted according to the 
comparison of astrocytomas and craniopharyngiomas. 
Additionally, a detailed comparison of low grade and 
high grade astrocytomas is conducted in this section. 
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The descriptive results of the metastatic cases and 
oligodendrogliomas are also provided. Sample formation 
is summarized in Table 1. Table 2 outlines descriptive 
statistics regarding tumor types. Based on the histological 
origin of the 4 different cyst types, the following results 
were obtained. 

Out of 44 patients, 36 were diagnosed with astrocytoma, 
and 8 were craniopharyngioma. Additionally, 2 cases of 
secondary metastasis and a patient with oligodendroglioma, 
referred to the stereotactic biopsy center were also included, 
as supplementary data for further possible studies (totally, 
47 patients enrolled). In the following paragraphs the 
conducted results are explained and categorized by tumor 
histological subtype.

Craniopharyngiomas (WHO Grade 1)
Per Table 2, mean protein value of craniopharyngioma 
cyst samples was considerably low (22.85 mg/dL). Lactate 
concentration was also the lowest of the 3 cyst subtypes 
studied (3.7 mmol/L). However, cyst lactate was still 
higher than the CSF’s (1.1–2.8 mmol/L) or the blood’s 
(0.5–1 mmol/L) which may result from the necrotic nature 
of tumor cells. Moreover, mean pH was reported (7.72) 
for craniopharyngiomas that was above the normal values 
for both CSF (7.28–7.32) and blood (7.35–7.45). Six 
patients out of 8 had cyst progression (75%). The senile 
average was reported 13. In comparison with normal total 
protein values of both CSF and blood, mean protein value 

of craniopharyngiomas bore some similarities to that of 
CSF (P = 0.307); but significant dichotomy was observed 
to that of blood (P ≤ 0.001). In addition, no similarities in 
pH or lactate level of craniopharyngiomas to those of CSF 
or blood were observed (P ≤ 0.001). Seven cysts out of 
8 had positive cytology (87.5%) in craniopharyngiomas. 
But no significant correlation was reported (P = 0.09), per 
Table 4.

Astrocytomas 
As tabulated in Table 2, mean total protein concentration, 
mean lactate level, and mean pH were 41.56 mg/dL, 8.28 
mmol/L, and 7.65, respectively. Mean pH of astrocytoma 
cysts (7.65) was above the normal range of blood (7.35–
7.45) and CSF (7.28–7.32). Progression was recorded in 
61.11% of the cysts (22 out of 36). Patients aged about 30 
years old on average. Mean protein value in astrocytomas 
was significantly far from that of both CSF and blood (P ≤ 
0.001), and no similarities were detected in pH or lactate 
level to those of blood or CSF (P ≤ 0.001). Eighteen out of 
36 samples of astrocytoma had positive cytology with no 
significant correlation (50%, P = 0.077).

Table 3 depicts a detailed comparison due to tumor 
grade for astrocytomas. According to Table 3, cysts of 
higher grades have higher lactate concentrations. Strong 
evidence for significant positive correlation between tumor 
grade and mean lactate concentration was found (P ≤ 
0.001), per Table 4. In order to compare the characteristics 

Table 2. Descriptive Statistics by Tumor Type

Variable Tumor Type Frequency Mean Standard Variation Minimum Maximum

Protein

Astrocytomas 36 41.56 12.88 8.20 58

Craniopharyngiomas 8 22.85 18.43 3.90 48

Metastases 2 48 7.07 43 53

Oligodendroglioma 1 42 _ 42 42

Total 47 38.65 15.25 3.90 58

Lactate

Astrocytomas 36 8.28 5.33 3.20 20.90

Craniopharyngiomas 8 3.70 0.77 2.60 5

Metastases 2 12.35 0.77 11.80 12.90

Oligodendroglioma 1 17.60 17.60 17.60

Total 47 7.87 5.28 2.60 20.90

pH

Astrocytomas 36 7.65 0.17 7.30 8

Craniopharyngiomas 8 7.72 0.20 7.39 8

Metastases 2 7.60 0.06 7.56 7.65

Oligodendroglioma 1 7.90 7.90 7.90

Total 47 7.66 0.17 7.30 8

Cyst 
progression 
time 

Astrocytomas 36 8.36 4.80 2 12

Craniopharyngiomas 8 10.57 8.73 2 24

Metastases 2 14 9.89 14 14

Oligodendroglioma 1 27 27 27

Total 47 9.64 6.57 2 27

Note: Astrocytomas had higher total protein and lactate concentration in comparison with craniopharyngioma.
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of craniopharyngiomas and astrocytomas, the analyses 
using Mann-Whitney U test revealed that mean protein 
concentration was significantly higher in astrocytomas 
(P ≤ 0.001). Similar results were also obtained in case of 
lactate (P = 0.018). The analyses also revealed a significant 
positive correlation between the grade and mean protein 
value as well as grade and lactate (P = 0.046, and P ≤ 
0.001; respectively), per Table 4. 

Metastases
Two cases aged 67 and 54 years old. Stereotactic biopsy 
was carried out to make an initial histopathological 
diagnosis. The first case had progression after 14 months. 
As tabulated in Table 2, mean total protein concentration 
was reported 48 mg/dL, and mean lactate level was 12.35 
mmol/L. In addition, mean pH was 7.60. Mean total 
protein concentration in metastatic cysts (48 mg/dL) was 
above the normal protein value of CSF (20–40 mg/dL) but 
not as high as that in blood (60–80 mg/dL). Metastases 
bore some similarities in total protein concentration to 
that of CSF (P = 0.126). No similarities were observed in 
case of lactate (P ≤ 0.001). We are aware that our study 
was restricted due to a small sample size since such cases 
referred for stereotactic approaches are rare especially for 
metastasis.

Oligodendroglioma
The only cyst at hand was a low grade oligodendroglioma 

(grade 2). The patient aged 23 years old. Protein 
concentration of oligodendroglioma cyst fluid was 42 mg/
dL. Lactate and pH were reported the highest of all, 17.6 
mmol/L and 7.9, respectively. The cyst progressed after 
27 months. Table 2 summarizes the results above. Due 
to the restricted sample size of oligodendroglioma, only 
descriptive results are reported. 

Discussion
Craniopharyngiomas (WHO Grade 1)
To conclude the obtained results, we can note that 
craniopharyngiomas, as benign lesions, had considerably 
low protein and lactate concentrations (22.85 mg/dL, and 
3.7 mmol/L, respectively), per Table 2. Moreover, mean 
pH (7.72) for craniopharyngiomas was above the normal 
values of both CSF (7.28–7.32) and blood (7.35–7.45), 
as described in Table 2. This supports the hypothesis 
that discrepancy of high lactate levels in the cyst with the 
alkaline surrounding, is responsible for efflux of H+-ions 
through a Na+/H+ transporter to compensate for the pH.32

The similarity of mean protein value of 
craniopharyngiomas to that of CSF (P = 0.307) points 
to the probability that CSF overproduction is responsible 
for pathogenesis of craniopharyngioma cysts. This is 
in agreement with previous literature noting that non-
gliomatous cysts overproduce angiogenic factors which 
speed up capillary formation.22 The structural abnormalities 
and increased pinocytic vesicles are observed which can 

Table 3. Descriptive Statistics by Tumor Grade for Astrocytoma

Variable Tumor Grade Mean for Astrocytoma Standard Variation Minimum Maximum

Protein

Grade 1 40.71 17.76 10 57

Grade 2 41.76 11.74 16 58

Grade 3 41.40 13.96 8.20 45

Grade 4 47.66 7.89 36 57

Total 42.51 12.88 8.20 58

Lactate

Grade 1 3.98 0.39 3.20 4.50

Grade 2 5.38 3.36 3.90 18.80

Grade 3 12.40 2.67 9.7 16.70

Grade 4 17.36 6.12 13 20.90

Total 7.98 5.33 3.20 20.90

pH

Grade 1 7.72 0.18 7.56 8

Grade 2 7.66 0.16 7.38 7.96

Grade 3 7.72 0.16 7.54 7.98

Grade 4 7.56 0.13 7.30 7.70

Total 7.64 0.17 7.30 8

Note: Higher grades associated positively with more lactate and total protein concentration.

Table 4. Model Estimation Results

Dependent 
Variable

Independent Variable
Model

Intercept Coefficient
95% CI

P Value ORLinear 
Regression

Logit 
Model

Lower 
Bound

Upper 
Bound

Cytology Astrocytoma × 1.50 -1.50 -3.16 0.16 0.077 0.22

Cytology Craniopharyngioma × 0.05 1.89 -0.29 4.08 0.090 6.65

Protein Grade × 28.802 4.568 0.075 9.061 0.046 -

Lactate Grade × -1.138 4.089 2.835 5.343 ≤0.001 -

OR, odds ratio.



 Arch Iran Med, Volume 22, Issue 3, March 2019                                                        130

Nikoobakht et al 

cause over-leakage of the plasma and produce more CSF.33 
Also, previous literature suggests extent of angiogenesis as 
of prognostic value for craniopharyngiomas which plays a 
critical role in proliferation, spread, and recurrence proven 
by immunohistochemistry and in-situ hybridization.34

Astrocytomas 
Astrocytomas had higher total protein and lactate 
concentrations (41.56 mg/dL, 8.28 mmol/L) in 
comparison with craniopharyngiomas, as tabulated in 
Table 2. Significant dichotomy of lactate and total protein 
of astrocytoma to those of blood and CSF, as described in 
the results section, may suggest a complex pathogenesis 
to form the glioma cysts. The theorem is in line with the 
previous literature, describing the proliferated endothelia 
as a fenestrated lining with insufficient ensheathment of 
basal membrane; increased pinocytic vesicles33; as well 
as blood-brain-barrier impairment.35-38 Higher pH of 
astrocytoma cysts (7.65) compared with the normal range 
of blood (7.35–7.45) and CSF (7.28–7.32) again suggests 
that the increased negative charge inside the cysts results in 
efflux of H+ ions and increases the pH.30

 
Metastases
Maximal protein concentration was reported in metastases 
(48 mg/dL). Metastases bore some similarities in the 
total protein concentration compared to that of CSF (P 
= 0.126). Hence, it would appear to indicate that CSF 
overproduction, as discussed for craniopharyngiomas, 
is the main cause to form cysts within metastatic brain 
tumors. This supports the theorem that enhanced capillary 
formation is the main concern in non-gliomatous cysts.16,19 

In summary, strong correlation of tumor grade and mean 
lactate concentration lends to support previous findings in 
the literature that increased lactate concentration of the 
cyst could be associated with increased risk of malignancy.39 

The current study reveals that increased intra-
tumoral cysts’ total protein and lactate concentration 
can be a sign of malignancy extent and higher grades in 
stereotactic puncture specimen in astrocytomas but not 
in craniopharyngioma cysts. Our study was restricted 
by sample size, especially for oligodendroglioma and 
metastases, according to the referral frequencies to the 
stereotactic surgery center. Yet, the current study provides 
a preliminary portrait of malignancy status of the aspirated 
cysts before the accurate pathology report. Consequently, 
in candidate cases for stereotactic puncture, lactate and total 
protein concentration can be investigated directly from 
aspirated cyst fluid. Further experimental investigations 
need to be carried out in order to give predictive hints on 
the accurate pathogenesis and effective treatment of cystic 
brain neoplasms. 

Authors’ Contribution
MN: conducting the surgery, gathering the samples. PS: writing up 
the paper. ZAN: writing up the paper. SFH: preparing the data sheet.

Conflict of Interest Disclosures
The authors have no conflicts of interest.

Ethical Statement
This original research has been evaluated and accepted by the 
ethics committee of Iran University of Medical Sciences by the 
approval number: IR.IUMS.FMD.REC 139688215207.

References 
1. National Comprehensive Cancer Network. Brain Cancers 

(Version 16.1). Available from: https://www.nccn.org/patients/
guidelines/brain-gliomas/index.html. Accessed 27 March 
2018.

2. De-Vita VT, Lawrence TS, Rosenberg SA. Cancer: Principles & 
Practice of Oncology. 10th ed. Philadelphia: Wolters Kluwer 
Health; 2015.

3. Perez CA. Principles and Practice of Radiation Oncology. 6th 
ed. Philadelphia, PA: Lippincott Williams & Wilkins; 2013.

4. Manoj N, Arivazhagan A, Bhat DI, Arvinda HR, Mahadevan 
A, Santosh V, et al. Stereotactic biopsy of brainstem lesions: 
techniques, efficacy, safety, and disease variation between 
adults and children: a single institutional series and review. 
J Neurosci Rural Pract. 2014;5(1):32-9. doi: 10.4103/0976-
3147.127869.

5. Apuzzo ML, Chandrasoma PT, Cohen D, Zee CS, Zelman V. 
Computed imaging stereotaxy: experience and perspective 
related to 500 procedures applied to brain masses. 
Neurosurgery. 1987;20(6):930-7. 

6. Kikuchi K, Neuwelt EA. Presence of immunosuppressive 
factors in brain-tumor cyst fluid. J Neurosurg. 1983;59(5):790-
9. doi: 10.3171/jns.1983.59.5.0790.

7. Teixeira MJ, Fonoff ET, Mandel M, Alves HL, Rosemberg S. 
Stereotactic biopsies of brain lesions. Arq Neuropsiquiatr. 
2009;67(1):74-7.

8. Kickingereder P, Willeit P, Simon T, Ruge MI. Diagnostic 
value and safety of stereotactic biopsy for brainstem 
tumors: a systematic review and meta-analysis of 1480 
cases. Neurosurgery. 2013;72(6):873-81. doi: 10.1227/
NEU.0b013e31828bf445.

9. Gustin T, Bachelot T, Verna JM, Molin LF, Brunet JF, Berger 
FR, et al. Immunodetection of endogenous opioid peptides in 
human brain tumors and associated cyst fluids. Cancer Res. 
1993;53(19):4715-9. 

10. Barnett GH, Miller DW, Weisenberger J. Frameless 
stereotaxy with scalp-applied fiducial markers for brain 
biopsy procedures: experience in 218 cases. J Neurosurg. 
1999;91(4):569-76. doi: 10.3171/jns.1999.91.4.0569

11. Lohle PN, Verhagen IT, Teelken AW, Blaauw EH, Go KG. The 
pathogenesis of cerebral gliomatous cysts. Neurosurgery. 
1992 Feb;30(2):180-5. doi: 10.3892/ol.2016.4986.

12. Go KG, Keuter EJ, Kamman RL, Pruim J, Metzemaekers JD, Staal 
MJ, et al. Contribution of magnetic resonance spectroscopic 
imaging and L-[1-11C] tyrosine positron emission tomography 
to localization of cerebral gliomas for biopsy. Neurosurgery. 
1994;34(6):994-1002.

13. Go KG, Kamman RL, Mooyaart EL, Heesters MA, Pruim 
J, Vaalburg W, et al. Localised proton spectroscopy and 
spectroscopic imaging in cerebral gliomas, with comparison 
to positron emission tomography. Neuroradiology. 
1995;37(3):198-206.

14. Hubesch B, Sappey-Marinier D, Roth K, Meyerhoff DJ, Matson 
GB, Weiner MW. P-31 MR spectroscopy of normal human 
brain and brain tumors. Radiology. 1990;174(2):401-9. doi: 
10.1148/radiology.174.2.2296651.

15. Kugel H, Heindel W, Ernestus RI, Bunke J, Du Mesnil 
R, Friedmann G. Human brain tumors: spectral patterns 
detected with localized H-1 MR spectroscopy. Radiology. 
1992;183(3):701-9. doi: 10.1148/radiology.183.3.1584924.

https://www.nccn.org/patients/guidelines/brain-gliomas/index.html
https://www.nccn.org/patients/guidelines/brain-gliomas/index.html


                                                                                                     Arch Iran Med, Volume 22, Issue 3, March 2019 131

Biomarker Discovery in Brain Stereotactic Specimen

                    © 2019 The Author(s). This is an open-access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.
org/licenses/by/4.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.

16. Luyten PR, Marien AJ, Heindel W, Van Gerwen PH, Herholz 
K, Den Hollander JA, et al. Metabolic imaging of patients 
with intracranial tumors: H-1 MR spectroscopic imaging 
and PET. Radiology. 1990;176(3):791-9. doi: 10.1148/
radiology.176.3.2389038.

17. Mariappan R, Venkatraghavan L, Vertanian A, Agnihotri 
S, Cynthia S, Reyhani S, et al. Serum lactate as a potential 
biomarker of malignancy in primary adult brain tumours. J Clin 
Neurosci. 2015;22(1):144-8. doi: 10.1016/j.jocn.2014.06.005

18. Bharadwaj S, Venkatraghavan L, Mariappan R, Ebinu J, Meng 
Y, Khan O, et al. Serum lactate as a potential biomarker of 
non-glial brain tumors. J Clin Neurosci. 2015;22(10):1625-7. 
doi: 10.1016/j.jocn.2015.05.009.

19. Liberti MV, Locasale JW. The Warburg effect: how does it 
benefit cancer cells? Trends Biochem Sci. 2016;41(3):211-
218. doi: 10.1016/j.tibs.2015.12.001.

20. Vander Heiden MG, Cantley LC, Thompson CB. 
Understanding the Warburg effect: the metabolic requirements 
of cell proliferation. Science. 2009;324(5930):1029-33. doi: 
10.1126/science.1160809.

21. Das B, Tsuchida R, Malkin D, Koren G, Baruchel S, Yeger 
H. Hypoxia enhances tumor stemness by increasing the 
invasive and tumorigenic side population fraction. Stem Cells. 
2008;26(7):1818-3. doi: 10.1634/stemcells.2007-0724.

22. Stummer W. Mechanisms of tumor-related brain edema. 
Neurosurg Focus. 2007;22(5):E8. 

23. Narita Y. Drug review: Safety and efficacy of bevacizumab 
for glioblastoma and other brain tumors. Jpn J Clin Oncol. 
2013;43(6):587-95. doi: 10.2147/TCRM.S58289.

24. Cohen MH, Shen YL, Keegan P, Pazdur R. FDA drug approval 
summary: bevacizumab (Avastin®) as treatment of recurrent 
glioblastoma multiforme. Oncologist. 2009;14(11):1131-8. 
doi: 10.1634/theoncologist.2009-0121.

25. Jiang J, Feng S, Zhang Y, Chen X, Ma X, Zhou T, et al. 
Microsurgical treatment of craniopharyngiomas: approaches 
in a series of 169 consecutive patients. Zhonghua Yi Xue Za 
Zhi. 2015;95(11):841-4. 

26. Rachinger W, Oehlschlaegel F, Kunz M, Fuetsch M, Schichor 
C, Thurau S, et al. Cystic craniopharyngiomas: microsurgical 
or stereotactic treatment? Neurosurgery. 2017;80(5):733-743. 
doi: 10.1227/NEU.0000000000001408.

27. Vuorinen V, Hinkka S, Färkkilä M, Jääskeläinen J. Debulking 

or biopsy of malignant glioma in elderly people–a randomised 
study. Acta Neurochir (Wien). 2003;145(1):5-10. doi: 10.1007/
s00701-002-1030-6.

28. Stummer W, Pichlmeier U, Meinel T, Wiestler OD, Zanella 
F, Reulen HJ, et al. Fluorescence-guided surgery with 
5-aminolevulinic acid for resection of malignant glioma: a 
randomised controlled multicentre phase III trial. Lancet Oncol. 
2006;7(5):392-401. doi: 10.1016/S1470-2045(06)70665-9.

29. Engelhard HH, Stelea A, Mundt A. Oligodendroglioma and 
anaplastic oligodendroglioma: clinical features, treatment, 
and prognosis. Surg Neurol. 2003;60(5):443-56.

30. McFadden D. The measurement of urban travel demand. J 
Rural Health. 1991;7(4 Suppl):347-56.

31. Gujarati DN. Basic Econometrics. India: Tata McGraw-Hill 
Education; 2009.

32. Vidal S, Kovacs K, Lloyd RV, Meyer FB, Scheithauer BW. 
Angiogenesis in patients with craniopharyngiomas: correlation 
with treatment and outcome. Cancer. 2002;94(3):738-45. doi: 
10.1385/EP:16:3:219.

33. Lohle PN, Wurzer HA, Seelen PJ, Kingma LM, Go KG. Analysis 
of fluid in cysts accompanying various primary and metastatic 
brain tumours: proteins, lactate and pH. Acta Neurochir 
(Wien). 1998;140(1):14-9.

34. Shibata S. Ultrastructure of capillary walls in human brain 
tumors. Acta Neuropathol. 1989;78(6):561-71. doi: https://
doi.org/10.1007/BF00691283.

35. Hirano A, Kawanami T, Llena JF. Electron microscopy 
of the blood-brain barrier in disease. Microsc Res Tech. 
1994;27(6):543-56. doi: 10.1002/jemt.1070270609.

36. Long DM. Capillary ultrastructure and the blood-brain 
barrier in human malignant brain tumors. J Neurosurg. 
1970;32(2):127-44. doi: 10.3171/jns.1970.32.2.0127.

37. Long DM. Capillary ultrastructure in human metastatic 
brain tumors. J Neurosurg. 1979;51(1):53-8. doi: 10.3171/
jns.1979.51.1.0053

38. Merrill MJ, Oldfield EH. A reassessment of vascular endothelial 
growth factor in central nervous system pathology. J Neurosurg. 
2005;103(5):853-68. doi: 10.3171/jns.2005.103.5.0853.

39. Mangiardi JR, Yodice P. Metabolism of the malignant 
astrocytoma. Neurosurgery. 1990;26(1):1-9.


