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to fight against this pandemic.[5] Securing the airway 
swiftly and successfully without getting ourselves and 
the airway team infected should be our ultimate goal. 
‘Think globally, act locally, but, carefully’ should be 
our mantra (slogan) for airway management during 
COVID times.[6]
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Anaesthetic considerations during 
video‑assisted thoracoscopic 
excision of a mediastinal ectopic 
parathyroid adenoma

Sir,

In general, 25% of parathyroid adenomas causing the 
symptoms of hypercalcaemia are mediastinal in location.
[1] The treatment of such hyperparathyroid adenomas 
is surgical resection which varies according to the site 
of ectopic tissue.[2,3] Here, we present a unique case in 
which video‑assisted thoracoscopic surgery  (VATS) 
was done to excise an ectopic parathyroid adenoma 
located in the anterior mediastinum in the supine 
position and its associated anaesthetic concerns.

A 39‑year‑old man diagnosed with 
hyperparathyroidism (serum calcium‑ 11.4 mg/dl 
and serum parathyroid hormone level‑ 131.6 pg/ml) 
due to ectopic parathyroid adenoma located in the 
anterior mediastinum was scheduled for excision 
with VATS. After anaesthesia induction, a 39 Fr 
left‑sided double‑lumen tube was inserted. Initially, 
the airway pressure was around 20–22 cm of water 
with a tidal volume of 7 ml/kg on double lung 
ventilation. VATS was done in the supine position 
with the thoracoscopy probes inserted on the left 
side at the level of the anterior and midaxillary line. 
Before the creation of pneumomediastinum, the 
left lung was collapsed by blocking the bronchial 
lumen. During one‑lung ventilation  (OLV), the 
airway pressure increased gradually to 35 cm of 
water. So, the mode of ventilation was changed to 
the pressure control mode, generating a tidal volume 
of approximately 4 ml/kg achieved at a pressure 
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of 28 cm of water during the OLV period. Fraction 
of inspired oxygen (FiO2) was kept within 0.5–0.8 
without the use of nitrous oxide. Blood gas analysis 
one hour after OLV showed: pH‑7.25, pCO2‑64 
mmHg [end tidal carbon dioxide (EtCO2 49 mmHg)] 
and pO2‑107 mmHg. The total duration of OLV was 
100  minutes. Arterial blood gas analysis before 
reversal showed pH‑7.30 and pCO2‑47 mmHg. The 
patient was extubated without any complications. 
Postoperatively, after shifting the patient to ward, 
serum electrolyte levels were estimated and found 
to be normal (serum calcium 8.9 mg/dl and serum 
parathyroid hormone level 40.2 pg/ml).

Ectopic parathyroid adenomas occurring due to the 
abnormal migration of embryonic tissues make up 
for 20–25% of parathyroid adenomas. Mostly, they 
are located in the anterior mediastinum. With the 
use of computed tomography (CT) and Sestamibi 
scintigraphy, the exact location of ectopic mass 
can be identified which improves the success rate 
while using minimally invasive techniques.[4] A 
majority of them are removed by the traditional 
cervical approach, with up to 1–2% requiring 
mediastinal exploration. This was done previously 
by median sternotomy that was associated with 
morbidity and a longer duration of hospital stay.
[4] VATS has become more popular as it lowers 
postoperative complications. An increase in the 
parathyroid hormone  (PTH) levels and a rise in 
serum calcium in primary hyperparathyroidism are 
the key concerns during the perioperative period. 
The electrocardiogram (ECG) needs to be monitored 
throughout this period.[5] Those patients having 
severe hypercalcaemia on preoperative check‑up 
should be treated on the lines of hypercalcaemic 
crisis and surgery should be deferred. Nowadays, 
the measurement of intraoperative serum PTH 
has become the norm whenever possible. In our 
institute, this has not been yet introduced; so, 
we could not monitor the intraoperative PTH. 
Patient positioning has to be done carefully as 
they have osteoporotic bones. Our patient posed 
a unique challenge as the VATS approach was 
used. The anaesthetic challenges include adequate 
oxygenation during OLV, haemodynamic stability 
and maintenance of airway pressure. This became 
more perplexing in our patient as VATS was done 
in the supine position. The ventilation-perfusion 
mismatch is lower as the vertical distance (anterior 
to posterior) in the supine position is less than that 
in the lateral decubitus position. The initiation of 

OLV is less tolerated in the supine position as the 
shunt through the non‑ventilated lung is greater 
than that in the lateral position because of the lack 
of gravitational redistribution of blood flow.[6] The 
rise in airway pressure post‑pneumomediastinum 
and the beginning of OLV are more hazardous 
in patients with a larger mass and pre‑existing 
compression which is seldom seen with mediastinal 
parathyroid adenomas. Postoperatively, the patient 
should be monitored for the development of 
hypocalcaemic tetany.

Thus, prior preoperative assessment, preparation, 
close monitoring of calcium levels, and intraoperative 
EtCO2 and airway pressure monitoring are necessary for 
the successful perioperative anaesthesia management 
of VATS for ectopic mediastinal parathyroid adenoma.
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Management of a parturient 
with Sjogren’s syndrome and 
its associated complications 
undergoing emergency 
caesarean section

Sir,

Sjogren’s syndrome is an autoimmune disorder,[1] 
characterised by the presence of dry eyes 
(keratoconjunctivitis sicca) and dry mouth 
(xerostomia) as a consequence of lymphocytic 
infiltration into the lacrimal and salivary glands 
and may present as a multisystem involvement. We 
present a case of a parturient with incidental finding 
of neonatal bradycardia leading to the diagnosis of 
Sjogren’s syndrome with renal involvement, who 
presented for emergency caesarean section.

A 42‑year‑old pregnant [G5P3, 37 + 2 weeks 
gestational age] female patient [weight 86 kg, height 
167 cms; body mass index (BMI) 30.8 kg/m2] presented 
for emergency caesarean section for non‑reassuring 
foetal status. She was diagnosed with Sjogren’s 
syndrome about 3  months before admission. Her 
foetus was found to have congenital heart block, and 
this led to maternal autoimmune evaluation. She 
showed anti‑Ro, anti‑La, and anti‑ds‑DNA antibodies 
with negative rheumatoid factor, which suggested 
the diagnosis of Sjogren’s syndrome.

The patient developed severe symptomatic 
hypokalaemia in response to intravenous 

dexamethasone given for foetal lung maturity, 
which manifested as proximal muscle weakness 
as per physician’s examination. Concurrently, 
she was found to have renal tubular acidosis with 
nephrocalcinosis, and developed rhabdomyolysis 
diagnosed by raised creatinine kinase enzyme. 
Potassium replacement was started to treat 
hypokalaemia and sodium bicarbonate for correcting 
acidosis. There was no clinical neurological 
impairment at the time of surgery.

We explained the anaesthesia plan for spinal 
anaesthesia with informed consent. Spinal 
anaesthesia was performed under strict aseptic 
technique. A male baby boy was born after 8 minutes 
of skin incision with an APGAR score of 8 at 1 and 
5  minutes. The neonate was found to have a heart 
rate of 50 beats/min and peripheral oxygen saturation 
(SpO2) 92% with free‑flow of oxygen and did not 
require intubation. The neonate was transferred to 
the neonatal intensive care unit ( NICU ) for further 
management. Estimated blood loss was about 500 ml. 
Her post‑operative investigations were unremarkable. 
She was given an appointment with renal medicine 
and rheumatology for her follow‑up after discharge. 
Neonatal bradycardia warranted placement of a 
cardiac pacemaker.

Sjogren’s syndrome is an autoimmune disease 
that, if not well controlled in preconception, has 
the potential to deteriorate during pregnancy. The 
obstetric patient with Sjogren’s syndrome is at risk 
of worsening renal function, disease relapse, and 
foetal loss. Sjogren’s syndrome also predisposes 
the foetus to adverse perinatal outcomes, such 
as congenital heart block, growth restriction, and 
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