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Airway management challenges in maxillofacial trauma with 
Erich arch bar placement and trans palatal wire

Dear Sir,
I am writing to share insights into a challenging case of difficult 
laryngoscopy and airway management in a patient with 
maxillofacial trauma and a recently placed Erich arch bar with 
trans palatal wire. Maxillofacial trauma, often accompanied by Le 
Fort fractures, creates a complex scenario for anesthesiologists 
due to extensive soft tissue swelling, bony displacement, and 
facial structure instability. The addition of the Erich arch bar along 
with trans palatal wire further complicates airway management 

by obstructing laryngeal visualization during laryngoscopy and 
impeding the establishment of a secure airway.[1]

In our recent case, a 48‑year‑old male was admitted following 
a high‑impact motor vehicle accident. He presented with Le 
Fort I and II fractures, extensive soft tissue swelling, oral 
cavity hemorrhage, multiple abrasions, and a recently placed 
Erich arch bar along with a trans palatal wire for orthodontic 
treatment. The combination of fractures, swelling, and 
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arch bar placement posed significant challenges during 
intubation [Figure 1a and b].

During the intubation process, we encountered difficulties 
primarily due to the patient’s maxillofacial trauma and 
the presence of the Erich arch bar and trans palatal wire. 
The fractures and swelling obstructed the airway, making 
laryngeal visualization challenging. Careful positioning of the 
head and neck was crucial to optimize the view of the airway. 
We utilized a Macintosh laryngoscope blade with a straight 
design to avoid interference with the arch bar. Despite limited 
mouth opening during laryngoscopy and these challenges, 
successful intubation was achieved on the first attempt via the 
nasal route. Intravenous injection of fentanyl, propofol, and 
vecuronium facilitated the procedure, and mask ventilation 
was uneventful [Figure 1c].

The management of airways in patients with maxillofacial 
trauma, particularly those with already placed preexisting 
orthodontic appliances like the Erich arch bar and trans palatal 
wire, presents significant challenges. The Erich arch bar and 
trans palatal wire, commonly used in orthodontics for dental 
alignment to stabilize the fracture, can complicate airway 
management due to their potential to obstruct laryngeal 
visualization during intubation. In our case, the presence of the 
Erich arch bar along with trans palatal wire added complexity to 
an already challenging airway scenario caused by maxillofacial 
trauma and Le Fort fractures. The arch bar and wire not only 
limited mouth opening but also posed risks of interference 
and breakage during intubation attempts. These factors 
necessitated a careful approach to positioning, instrument 
selection, and technique during airway management.

The risk of Erich wire breakage during intubation is a critical 
consideration. A  broken wire can potentially obstruct 

the airway, leading to breathing difficulties and requiring 
immediate intervention.[2] Moreover, the presence of the 
arch bar may restrict normal jaw movement and contribute 
to trismus, further complicating the intubation.[3,4] In our 
case, we opted for a Macintosh laryngoscope blade with 
a straight design to minimize interference with the Erich 
arch bar. Careful head and neck positioning was essential to 
optimize laryngeal visualization despite the restricted mouth 
opening caused by the arch bar. Successful intubation via the 
nasal route on the first attempt demonstrated the efficacy of 
our approach in managing a difficult airway with Erich arch 
bar placement.

The challenges posed by the Erich arch bar highlight the 
importance of a multidisciplinary team approach in managing 
complex airway cases involving maxillofacial trauma. 
Anesthesiologists, otolaryngologists, and maxillofacial 
surgeons must collaborate closely to manage such intricate 
scenarios effectively.
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Figure 1: (a) Non-contrast computed tomography view left lateral, frontal, and right lateral showing Lefort, parasymphysis, and right subcondylar fracture, 
respectively. (b) Erich arch bar placement (above) between maxilla and mandible in the first molar region with trans palatal wire (down) to stabilize the 
palatal fracture. (c) Limited mouth opening during laryngoscopy
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