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I NTRAORAL lipomas can cause significant airway 
obstruction and lead to respiratory compromise. Addi-

tionally, they can grossly alter airway anatomy, making 
direct laryngoscopy challenging.1 Oropharyngeal lipomas 
arising from the posterior pharynx or supraglottic region 
may present particular challenges for the anesthesiologist, 
given that they are not always obvious on preoperative 
evaluation.

This image shows an intraoral lipoma in a 9-day-old 
term neonate with a normal preoperative examination who 
underwent an uncomplicated general anesthetic with a 
supraglottic airway for magnetic resonance imaging. Fol-
lowing the anesthetic, stridor was noted and a bedside 
fiberoptic bronchoscopy identified intraoral lipomas. We 
hypothesize that the new onset stridor was due to the effect 
of residual anesthetic agent, causing increased pharyngeal 

collapsing forces and reduced neural compensation resulting in airway obstruction.2 The airway was subsequently secured 
with an awake nasal fiberoptic intubation.

Oral lipomas may complicate airway management. A supraglottic airway device may temporarily relieve airway 
obstruction, but may lead to lipoma swelling or displacement, and should not be used as a definitive form of airway 
management if the diagnosis is known. In severe cases, lipomas can produce a ball-valve effect, making ventilation 
extremely difficult. When large lipomas are recognized, the airway should be secured while maintaining spontaneous 
ventilation, or with the patient awake, to prevent airway compromise.1 Neonates and infants with intraoral lipo-
mas may be particularly prone to airway obstruction due to the size of their pharyngeal space.2 Intraoral lipomas 
rarely regress spontaneously, and should be addressed before elective anesthetics are performed. If completely resected, 
patients with oral lipomas have a good prognosis, though continued follow-up to assess for regrowth is warranted in 
the pediatric population.3

Competing Interests
The authors declare no competing interests.

Correspondence
Address correspondence to Dr. Ferschl: marla.ferschl@ucsf.edu

References
	 1.	 Rimmer J, Singh A, Irving C, Archer DJ, Rhys Evans P: Asymptomatic oropharyngeal lipoma complicating intubation. J Laryngol 

Otol 2005; 119:483–5
	 2.	 Isono S: Developmental changes of pharyngeal airway patency: Implications for pediatric anesthesia. Paediatr Anaesth 2006; 

16:109–22
	 3.	 Daryani D, Gopakumar R: A large oral lipoma in a young patient: A rare combination. Contemp Clin Dent 2014; 5:236–9

Brian P. Kavanagh, M.B., F.R.C.P.C., Editor

Images in Anesthesiology: Intraoral Lipomas

Elaine Nguyen, M.D., Gabriel Sarah, M.D., Marla B. Ferschl, M.D.

Copyright © 2018, the American Society of Anesthesiologists, Inc. Wolters Kluwer Health, Inc. All Rights Reserved. Anesthesiology 2018; 128:636

Charles D. Collard, M.D., served as Handling Editor for this article. 

From the Department of Anesthesia and Perioperative Care, University of California, San Francisco, California.

EDUCATION
D

ow
nloaded from

 http://asa2.silverchair.com
/anesthesiology/article-pdf/128/3/636/380873/20180300_0-00028.pdf by guest on 13 M

arch 2024

mailto:marla.ferschl@ucsf.edu

