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ABSTRACT

Acute enlargement of the parotid gland following general anaesthetic administration is an uncommon, harmless, and self-limiting
complication. The most likely cause was thought to be anaesthesia mumps, which involves a complex interaction of multiple
factors, including factors such as direct trauma, patient position leading to altered salivary flow along with an increase in viscosity
due to dehydration, its occurrence following arthroscopic shoulder surgery under general anaesthesia is relatively rare. It is usually
a self-limiting disease and requires only follow-up observation, and in a few case reports, evaluation with imaging studies has been
performed. However, severe complications may sometimes occur. If upper airway obstruction develops as in the present case,
then emergency airway management must also be considered. Several surgical subspecialties, including orthopaedics, obstetrics
and gynaecology, neurology, and spinal surgery, have recognised this uncommon postoperative syndrome. The present case
report describes the medical condition of a 50-year-old female patient who experienced postoperative parotitis and underwent
arthroscopic shoulder surgery for rotator cuff repair involving general anaesthesia.
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CASE REPORT After the surgery, the patient experienced painless swellng on
A 50-year-old female presented with a chief complaint of recurring ~ the left jaw in front of the ear which was noticed immediately after
shoulder injury, who required arthroscopic assisted Hill Sachs repair ~ 'ePOsitioning the patient to supine [Table/Fig-1]. However, the
under general anaesthesia. She had no medical history of co- patirent did not have any trouble with swallowing, and her vital
morbidities, habits, or allergies. The patient’s preoperative anaesthesia ~ SIgns remained stable. On examination, a firm, globular mass was
examination revealed a blood pressure of 160/100 mmHg and an  Palpated in the left gland but there was no erythema or tenderness
American Society of Anesthesiologists (ASA) 3 rating, with normal  [1201e/Fig-2]. The patient had a full range of motion when opening her

airway examination, full temporomandibular and neck movement, and
a Mallampati grade II. The patient’s Electrocardiogram (ECG) revealed
a regular sinus rhythm, and the chest x-ray was unremarkable. To
manage her blood pressure, the patient was prescribed a 5 mg daily
dose of amlodipine and was instructed to take it on the day of the
procedure with sips of water. The patient was kept nil per oral overnight
and given maintenance intravenous fluids.

In the operating theatre, an 18-gauge cannula was inserted, and
standard anaesthesia monitoring was established. The patient
received premedication with 0.2 mg i.v. of glycopyrrolate and
0.02 mg/kg of midazolam. The patient was induced with propofol
and vecuronium. After mask ventilation for three minutes, the
patient was intubated with a 7.5 mm id endotracheal tube and was
kept under mechanical ventilation with a tidal volume of 8 mlL/kg
of predicted weight with a respiratory rate of 16/minute. Fifteen
minutes after induction patient was positioned in the lateral decubitus
position (left) with a semi-soft ring pillow. Sevoflurane was used to
maintain anaesthesia at a Minimum Alveolar Concentration (MAC)
of 0.8%, with 1.5 L/minute oxygen and 1.5 L/minute air (50%). A
muscle relaxant was administered intermittently. Intraoperative
blood pressure was maintained around 140/80 mmHg with a pulse
of 72 beats/minute. Crystalloids were used for fluid replacement.
She received 2.6 L (crystalloids). Urine output was monitored at
0.5-1 ml/kg during the four hour procedure, with a blood loss
of around 40 mL. The irrigation fluid pump pressure and flow
rate were standardised in the normal recommended range of 40-
80 mmHg and 50-150 mL/minute. The patient was then made
supine, reversed with 0.05 mg/kg of myopyrrolate, and extubated.

[Table/Fig-1]: Left parotid swelling immediately postsurgery.
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mouth and denied any previous symptoms of decreased salivation or
dry mouth. After being transferred to the postoperative observation
room, there were no signs of fever or elevated white blood cell count.
The swelling improved significantly after the patient received 100 mg
hydrocortisone, rehydration therapy with ringer lactate at the rate of
80 mL/hour. It gradually subsided after 72 hours [Table/Fig-3]. The
patient was discharged after five days without any complications.

[Table/Fig-3]: Parotid swelling after 72 hours.

DISCUSSION

Anaesthesia mumps, also known as postoperative parotitis, is a rare
complication of general anaesthesia that causes acute swelling of
the salivary glands, particularly the parotid glands. It is a common
and transient occurrence that typically occurs within two weeks after
surgery. The incidence of anaesthesia mumps following endotracheal
anaesthesia was reported to be five in 3000 cases [1]. The typical
manifestation of this condition is painless swelling of the parotid
gland on one side, which usually resolves within a few days [2]. This
uncommon postoperative syndrome has been identified not only
in orthopaedics, obstetrics and gynaecology, neurology, and spinal
surgery, but also in several other surgical subspecialties [3,4].

In 1878, Munde was the first to describe acute postoperative
sialadenitis after oophorectomy surgery [5]. The parotid gland
is more susceptible to inflammation compared to other salivary
glands due to its anatomical features, such as the buccal orifice
and lack of mucin secretion [6]. During anaesthesia, the use of
neuromuscular relaxants, along with straining and/or coughing,
can cause air to flow backward into the parotid gland, leading
to inflammation and swelling [3,7,8]. Increased airway pressure
combined with muscle relaxation can result in air entering the
parotid orifice and obstructing the excretory ducts, causing
pneumoparotid [4,9]. Relaxation of muscle tone around Stensen’s
duct opening can cause venous congestion and obstructive acute
transitory sialadenopathy may occur due to compression pressure
blocking the Stenson’s duct during lengthy procedures in the lateral
decubitus position [8]. Dehydration before surgery can lead to thick
secretion and obstruction of the salivary duct. Parasympathetic
stimulation following pharyngeal activation can cause vasodilation
and hypeaemia, exacerbating swelling [8,10]. The patient’s condition
was unlikely to have been caused by an adverse drug reaction as
there were no signs of fever, skin rash, or eosinophilia, and none
of the medications known to cause drug-induced sialadenitis were
given [11-13]. Anaesthesia mumps has also been observed
in a patient who underwent a ceasarean section under spinal
anaesthesia [5]. A study conducted to observe the effect of irrigation
fluid in shoulder surgery found a significant increase in the patient’s
neck, chest, midarm, and midthigh circumference, indicating
regional and systemic absorption of irrigation fluid. However, this
change in anthropometric measures was insufficient to impair the
airways or respiratory system [14]. Periglandular tissue oedema
that compromised the upper airway lumen was observed in a case
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of craniotomy [9]. It was speculated that the instrumentation used
during surgery could trigger a strong reflex arc, resulting in gland
hypeaemia. Morbidly obese patients with short, thick necks are
at risk of ischaemic sialadenitis due to vessel compression and
compromised perfusion [8,9,15]. Vascular compression, whether
arterial or venous, can lead to the development of ischaemic
sialadenitis. The clinical presentation of ischaemia-related sialadenitis
often includes painful unilateral swelling and red haemorrhagic
patches. To prevent this complication, adequate padding of the
face and stabilisation of the neck should be ensured [8,16]. Various
imaging techniques, such as ultrasonography, sialography, Computed
Tomography (CT), and Magnetic Resonance Imaging (MRI), have
been used to diagnose the condition. Ultrasonography can confirm
the presence of subcutaneous emphysema by identifying multiple
bright areas within the affected side. CT appears to be the most
effective imaging modality for detecting even small amounts of air
within the parotid gland [8]. Bacterial infection can be ruled out
through cultures and procalcitonin level assessment [9]. Treatment
for this condition may include sufficient hydration and the use of
anti-inflammatory drugs such as Nonsteroidal Anti-inflammatory
Drugs (NSAIDs) or corticosteroids [17].

CONCLUSION(S)

While there is no specific treatment for anaesthesia mumps,
preventive measures such as pre-surgery hydration and proper
patient positioning can help prevent and mitigate the risk of this
complication. It is important for anesthesiologists to recognise that
this condition is temporary and benign. They should be informed
about its nature, which can even occur after local anaesthesia,
and be prepared for emergencies that may require prompt action
to secure the airway. Rehydration therapy using crystalloids like
Ringer’s lactate and appropriate airway management appear to be
the most effective care for this condition, although further research
is needed to confirm this conclusion.
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