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Gliomatosis Peritonei 
 
Gliomatosis peritonei (GP) refers to a very rare entity characterized by miliary 
disseminated implants composed of mature glial (fibrous astrocytes) tissue throughout 
the serosal surface of the abdominal peritoneal cavity including recesses, cul-de-sac 
and intestinal surfaces. Though the picture is of an advance stage of neoplasia, its 
behavior is almost invariably benign since its differentiated cells lack proliferative 
activity. The majority of cases of GP are associated with an immature ovarian teratoma, 
though only rarely with mature teratoma. Almost 25% of immature teratoma can 
develop GP. Hypothesis for development of GP includes implantation and subsequent 
maturation of neural precursor cells detached from the primary tumor or peritoneal 
metaplasia from stem cells induced by growths factors. Peak incidence of GP is in the 
second decade with an average age of 15 years. GP can occur after capsular rupture 
during surgery or spontaneously. The overall prognosis of mature GP is excellent and 
chemotherapeutic management is rarely necessary except with high-grade or immature 
deposits. Implants can grow rapidly. Serum markers such as CA125 and alpha 
fetoprotein are elevated in GP. Histologically GP demonstrates large amounts of 
well-differentiated glial tissue with extensive endothelial proliferation of vessels similar 
to brain tumors, minimal atypia and only rare mitosis. Surgical sampling should be as 
extensive as possible to evaluate the maturity of the glial deposits to establish a 
diagnosis of GP. Immature glial tissue or other teratomatous component heralds 
metastatic disease and should be managed aggressively. GP does not adversely affect 
the prognosis of ovarian teratoma. A conservative surgical approach without adjuvant 
therapy or chemotherapy is recommended. 
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Neutropenic Colitis 

 
Neutropenic colitis (NC) refers to a potentially life-threatening necrotizing inflammation 
of the cecum and colon the result of a chemotherapeutic complication of leukemia 
treatment, acquired immunodeficiency syndrome or as a complication of bone marrow 
transplantation. The clinical triad of neutropenic colitis includes neutropenia, abdominal 
pain/tenderness and fever.  The integrity of the bowel wall is compromised due to 
factors including mucosal injury by cytotoxic drugs, neutropenia, and impaired host 
defense to intestinal organisms. This leaves the bowel vulnerable to bacterial invasion, 
necrosis and perforation. Most cases involve the cecum and ascending colon. It is 
sometimes difficult to differentiate NC from appendicitis in the early onset. Critical key 
points for diagnosis of NC are neutropenia (absolute neutrophil counts below 500 
cells/μL), high fever, bloody stool and aggressive progress. Diagnostic accuracy is 

increased with the use of US or CT-Scans when there is a bowel wall thickening above 
3 mm. Factors associated with development of NC include age greater than 16 years, 
mucositis, stem cell transplantation and chemotherapy within the prior two weeks of 
symptoms. Initial management should consist of aggressive hemodynamic support, 
bowel rest/decompression, supplemental nutrition, broad-spectrum antibiotic therapy 
and G- CSF. Measurements of C-reactive protein in blood may be of benefit when 
assessing the clinical course. Indications for surgical intervention include diffuse 
peritonitis, pneumoperitoneum, persistent gastrointestinal bleeding and continued 
clinical deterioration despite medical therapy. The most common surgical indication is 
bowel perforation. Recommended surgical procedures include hemicolectomy, 
ileostomy and secondary anastomosis or drainage. Primary bowel anastomosis is not a 
good choice due to the high risk of leakage, intraperitoneal infection, abscess, intestinal 
adhesion and obstruction. Most children do not require surgery. Overall mortality is 
lower in children (5%).  
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MACIS 

 
Thyroid carcinoma is the third most common solid tumor in children and adolescent. 
The incidence is rising. Most cases of thyroid carcinoma are well differentiated papillary 
or follicular tumors. As previously stated they are best managed with total 
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thyroidectomy and postoperative radioiodine therapy in most cases. There are several 
scoring systems used to classify thyroid cancer. MACIS refer to a recently developed 
prognostic scoring system utilized for differentiated thyroid carcinoma in children and 
adults that has resulted in recognition of low- and high risk patient categories allowing 
meaningful comparison of a variety of treatment approaches. MACIS stand for the 
presence of Metastasis, Age, Completeness of resection, local Invasion and tumor 
Size. MACIS was designed in 1993 to predict disease specific survival in patients with 
differentiated thyroid carcinoma. The cutoff score has been set at a score above four 
heralding a poor prognosis for children less than 21 years of age. MACIS score 
correlates well with the response to initial therapy in children and is useful in predicting 
outcome.  MACIS appear the most useful prognostic system taking completeness of 
resection into account. 
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