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Adrenal Incidentaloma 
 
With the advent of potent imaging studies during the eighties a group of adult patients was 
found with incidentally discovered adrenal masses, hence the term coined of adrenal 
Incidentaloma. At the time, masses below a size of three centimeters were observed with 
follow-up studies for spontaneous regression. Most cases resulted in benign non-
functioning adenomas which disappeared with time. The situation in children is different. A 
mass identified in the adrenal gland is cause for concern. In infancy and childhood the 
most common adrenal mass is the neuroblastoma, a malignant neural crest tumor. Initial 
diagnosis of an adrenal mass in a child is made with Ultrasound, which is also used to 
document regression of uncomplicated neonatal adrenal hemorrhage. Further radiological 
assessment of an adrenal incidentaloma in a child should include CT-Scan and MRI. MRI 
can accurately distinguish adrenal adenomas from adenocarcinoma, pheochromocytoma 
and neuroblastomas. Endocrine tests evaluating pituitary-adrenal function (urinary 
excretion of 17-hydroxycorticosteroids, 17-ketosteroids and catecholamines, plasma 
concentrations of ACTH, cortisol, DHEAS, androstenedione and testosterone, 
dexamethasone suppression test and corticotrophin-releasing hormone stimulation test) 
should be part of the work-up. Should biochemical studies revealed no hormonal related 
disease (Cushing, hyperaldosteronism, pheochromocytoma, etc.) a histological diagnosis 
should be obtained by either CT-guided fine  needle biopsy or surgical resection. In the 
event of no diagnosis, adrenal tumor resection should be done. 
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Pneumomediastinum 
 
Spontaneous pneumomediastinum is a self-limited condition rarely seen in infants and 
children. Alveolar rupture secondary to increased pressure (such as effected by 
barotrauma) or over distension leads to air dissection along perivascular and peribronchial 
tissues up to the hilum of the mediastinum and the soft tissue of the neck (Macklin effect). 
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Clinically the child develops dyspnea, sore throat, sudden chest pain radiating to the back 
or neck, subcutaneous emphysema and Hamman>s sign. Rarely, the massive 
subcutaneous emphysema can cause respiratory compromise requiring emergency 
releasing incisions. Some of the causes of spontaneous pneumomediastinum include 
asthma (most common cause), mechanical ventilation, intubation, Valsalva, foreign body, 
trauma, esophageal perforation and drug inhalation. Diagnosis is established with simple 
chest films (PA and lateral are needed). Management is conservative (bed rest and 
analgesics). A few cases need mechanical or high frequency oscillatory ventilation. Most 
children clinically improve during the next three days with resolution of the 
pneumomediastinum by seven days.  
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Adhesive Bond 
 
Adhesive bond refers to a group of cyanoacrylate tissue glue adhesive used as an 
alternative for skin wound closure, instead of suture. The most extensive use of adhesive 
bond is for the repair of simple traumatic skin laceration in the emergency room. 
Advantages of using adhesive bond include rapid achievement of tissue union, need to use 
or remove suture is eliminated,  application is less painful than suturing, more efficient use 
of physician time, and cyanoacrylates have a significant antimicrobial effect against gram-
positive organisms. Cosmetic appearance is similar to that obtained after suture skin 
closure. Early wound deshicence is the most common complication of use of tissue 
adhesive closure, seen in up to 5% of cases. The adhesive bond is a sterile sealed unit 
terminally sterilized by gamma radiation. When compared, suturing is cheaper than using 
the adhesive bond. The use of adhesive bonds is an ideal alternative to conventional 
suturing for the cutaneous closure of low tension lacerations in children with a long-term 
cosmetic outcome comparable to conventional suturing. Parent satisfaction is greater with 
the use of adhesive bond. 
 
References: 
1- Bruns TB, Simon HK, McLario DJ, Sullivan KM, Wood RJ, Anand KJ: Laceration repair using a tissue 
adhesive in a children's emergency department. Pediatrics 98(4 Pt 1):673-5, 1996 
2- Simon HK, McLario DJ, Bruns TB, Zempsky WT, Wood RJ, Sullivan KM: Long-term appearance of 
lacerations repaired using a tissue adhesive. Pediatrics 99(2):193-5, 1997 
3- Singer AJ, Hollander JE, Valentine SM, Turque TW, McCuskey CF, Quinn JV: Prospective, randomized, 
controlled trial of tissue adhesive (2-octylcyanoacrylate) vs standard wound closure techniques for laceration 



 
 

3 

repair. Stony Brook Octylcyanoacrylate Study Group. Acad Emerg Med 5(2):94-9, 1998 
4- Barnett P, Jarman FC, Goodge J, Silk G, Aickin R: Randomized trial of histoacryl blue tissue adhesive glue 
versus suturing in the repair of paediatric lacerations. J Paediatr Child Health 34(6):548-50, 1998 
5- Amiel GE, Sukhotnik I, Kawar B, Siplovich L: Use of N-butyl-2-cyanoacrylate in elective surgical 
incisions--long term outcomes.  Am Coll Surg 189(1):21-5, 1999 
6- Ong CC, Jacobsen AS, Joseph VT: Comparing wound closure using tissue glue versus subcuticular suture 
for pediatric surgical incisions: a prospective, randomized trial. Pediatr Surg Int 18(5-6):553-5, 2002 
7- van den Ende ED, Vriens PWHE, Allema JH, Breslau PJ: Adhesive bonds or percutaneous absorbable 
suture for closure of surgical wounds in children. Results of a prospective randomized trial. J Pediatr Surg 
39(8): 1249-1251, 2004 
     

 
* Edited by: Humberto Lugo-Vicente, MD, FACS, FAAP 

Professor /Academic Director of Pediatric Surgery, University of Puerto Rico - School of Medicine,  
Rio Piedras, Puerto Rico. 

Address: P.O. Box 10426, Caparra Heights Station, San Juan, Puerto Rico USA 00922-0426.  
Tel (787)-786-3495 Fax (787)-720-6103 E-mail: titolugo@coqui.net  

Internet: http://home.coqui.net/titolugo 
8 PSU 1993-2005 
ISSN 1089-7739 


