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ABSTRACT

Temporomandibular joint (TM]) dislocation is characterized by mandibular condyle dislocation out
of articular cavity, fixated in an abnormal position in which self-reduction it is not possible. The TMJ
traumatic dislocation occurs after medium and high intensity trauma directly on the joint or on
symphyseal area and it is generally associated to fractures. This report documents a case of an unusual

posterolateral dislocation of the left condyle with tympanic plate fracture, insignificant fracture of

Keywords: mandibular condyle, and discuss about the clinical symptoms, classification of dislocations, and
Temporomandibular joint (TM]) treatment. A list of similar cases from the last 10 years is also showed.

Mandibular condyle © Diagnostics and Treatment of Oral and Maxillofacial Pathology. Published by OMF Publishing,
Tympanic plate fracture LLC. All rights reserved.

TMJ dislocations

Otalgia

Ear bleeding

Introduction Case Report

Temporomandibular joint (TM]) dislocation is characterized
by mandibular condyle dislocation out of the articular cavity,
fixated in an abnormal position in which self-reduction is not
possible. Commonly, the dislocation occurs in the anterior
direction after wide open mouth movement associated with
spasm of masticatory muscles [1].

The TMJ movements are guided by the masticatory
muscles and limited by articular ligaments. The factors
considered essential to such injury to occur are the size and
direction of applied force, the position of the jaw (mouth
in a wide-open position) and the anatomic features of the
joint, such as ligament laxity. The TMJ traumatic dislocation
occurs after medium and high intensity trauma directly
on the joint or on symphyseal area. This kind of TM]
dislocation is in almost all cases associated to fractures and
it is very uncommon a TM] dislocation without condylar
fracture [2]. The aim of this paper is to describe a case of
posterolateral dislocation of the TMJ with tympanic plate
fracture and a tiny medial condylar segment.
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A 27-year-old man was referred to the Oral and
Maxillofacial Surgery (Restauragao Hospital, Recife/Brazil)
because he could not open his mouth and referred otalgia
and hearing loos after a fall. Physical examination showed
facial asymmetry and severe deviation of the mandibular
midline to the left side (Fig 1A) associated with cross bite

FIGURE 1. Deviation of the mandibular midline (A). (Fig 1 continued on the next
page.)



NETO ETAL

FIGURE 1 (cont’d). Cross bite malocclusion (B).

malocclusion (Fig 1B). The patient was not able to do any
mandibular movement. An external protuberance on the
lateral of the left zygomatic arch was evident.

A computed tomography (CT) scans showed
posterolateral dislocation of left TMJ with tympanic
plate fracture in the ipsilateral side and a tiny bone
medial spicule of the condyle (Figs 2, 3). No significant
mandibular fractures were noted. The manual reduction
would be attempted first under local anesthesia and
sedation.

The treatment consisted in administration of
midazolam orally, thirty minutes before the procedure, and
anesthetic block of auriculotemporal nerve. The surgeon
realized closed reduction with mandibular traction to the

anterior and contralateral position. During the procedure,
the patient was conscious and did not referred pain. After
procedure bleeding from left ear was noted, but it was self-
limiting (Fig 4).

The left condyle returned to its original position. The
patient was oriented to limit the jaw movements and take
liquid diet for seven days. Non-steroidal anti-inflammatory
drugs were prescribed for four days. Because his otalgia and
hearing loss, he was referred to an otorhinolaryngology
service.

The postoperative course was uncomplicated and the
patient was discharged with almost normal mandibular
movement and 35 mm mouth opening seven days
later. Facial contour and occlusion after reduction were

FIGURE 2. 3D-CT shows posterolateral dislocation of the left TM] and cross bite
malocclusion
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FIGURE 3. Coronal (T scan (A) shows posterolateral dislocation of the left TM] with
tympanic plate fracture in the ipsilateral side and a tiny medial bone spicule (arrow) of the
condyle. Glenoid fossas are indicated by red curves. On the sagittal CT scan of the condyle
(B) the red circle indicates the fracture of tympanic plate.
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FIGURE 4. Bleeding from left ear (self-limiting)

satisfactory (Fig 5).
The follow-up was of two years; mandibular function
was normal but hearing loss was still present.

Discussion

To review similar cases of unusual TM]J dislocations in
the English literature a Pubmed search was conducted
using the following search criteria: (Unusual or rare) and
(dislocation or luxation) and (TM]J). Bu et al [3] reported
their case and 17 additional cases until 2007. Prabhakar
and Singla et al [4] reported their case, the 17 cases
described by Bu et al [2] and one additional case until
2011. Three additional cases were identified until June
2017 by the authors of this paper [5, 6, 7]. Details of cases
of the last ten year are descried in Table 1.

Allen and Young [8] purposed a classification for TMJ

dislocations. They classified these dislocations in Type I
(lateral subluxation) and Type II (complete dislocation).
Satoh et al [9] (Table 2) purposed three subcategories
for Type II dislocations: ITa, in which the condyle is not
hooked above zygomatic arch; IIb, in which the condyle
hooked above the zygomatic arch and Ilc, in which
condyle lodged inside zygomatic arch, which is fractured.

In this case, hearing loss and otalgia was referred for the
patient. The CT scans showed a small fracture on the left
tympanic plate. The pain was controlled by non-steroidal
anti-inflammatory drugs after the procedure and he was
immediately referred to an otorhinolaryngology service
to investigate his hearing loss The signs of tympanic
plate fracture are usually manifested early and includes:
otorrhagia, otalgia, hearing loss and stenosis of the external
auditory canal. Hearing deficits is due to rupture of the
tympanic membrane, laceration of the auditory canal
anterior wall, edema of the TMJ or disarticulation of the

FIGURE 5. Facial contour (A) and occlusion (B) after reduction were satisfactory.
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auditory ossicles. When the acoustic nerve is damaged,
permanent deafness may occur [10].

Nakashima et al [2] described a case of anterior TM]J
dislocation overlooked for more than two decades where
the patient referred aural symptoms. There is no study
suggesting that anterior dislocation has relevance in
aural symptoms. This can be justified by the stretching
of the anterior malleolar ligament of the malleus but this
hypothesis has not been proved.

The usual treatment for TMJ dislocation consists in
manual reduction with controlled traction under local or
general anesthesia, which depends on patient conditions [5].
Surgical techniques are needed when non-surgical methods
have failed. Deng et al [11] suggests that endoscope-assisted
reduction is a great treatment method for TM]J dislocation,
mainly for long-standing condylar dislocation. They justify
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It is difficult to determine a specific treatment protocol
for posterior dislocation into the external auditory canal
because there are not many reports. Vasconcelos et al [5]
reported a case of posterior dislocation where the manual
reduction under local anesthesia failed, so the patient was
treated by closed reduction under general anesthesia using
percutaneous traction with a zygomatic hook placed in the
mandibular notch.

The purpose of treatment consists: Repositioning the
condyle in the glenoid fossa; observing the involvement
of the tympanic plate or external ear canal; maintaining
the patency of the external auditory canal and prevent
TM]J ankylosis and infection [9]. In the present case, the
reduction was performed under local anesthesia and
sedation with satisfactory results.

that endoscope-assisted reduction provides a good TM] Funding
view with a small incision which minimizes the risk of
surgical complications. None.
TABLE 1. Details of Unusual Cases of TM] Dislocations Identified by the Authors (Last 10 Years)
Year of Type of Etiology/
Author Publication Dislocation Reduction Time Treatment Follow Up
(Days)
Bilateral Manual reduction under general
anterosuperior anesthesia failed. Open treatment | 9 months: Maximal
Prabhakar dislocation intact was performed. mouth opening of 33
and Singla 2011 mandibular Fall/45 days Left side: Eminectomy and high mm with adequate
condyles in the condylar shave. mandibular function
temporal fossa Right side: Condylectomy with and occlusion
coronoidectomy
Vasconcelos, Posterior Trauma to the Manual reduction under general
Rocha and 2010 dislocation of an | chin/same day of | anesthesia, using percutaneous 2 weeks: Limited
Cypriano intact mandibular the accident traction with a zygomatic hook mouth opening
condyle placed in the mandibular notch
Manual reduction under local 6 weeks: Maximum
Superolateral Motor vehicle anesthesia, parenteral sedation incisal opening of 32
Papadopoulos dislocation of an accident/same and general anesthesia were mm (physiotherapy
and Edwards 2010 intact mandibular day of the unsuccessful. was required due to
condyle accident Right coronoidectomy was limited opening weeks
performed and intermaxillary before)
fixation for 2 weeks
6 months: Mouth
Superolateral Motorcycle Manual manipulation under opening distance was
Lietal 2009 dislocation of an accident/same general anesthesia with muscle maintained and there
intact mandibular day of the relaxant were no symptoms
condyle accident of disorders in both
condyles
Manual reduction under general
Superolateral anesthesia failed. Mouth-gags to 2 months: Maximal
dislocation of an Motorbike make the patient’s mouth as large | mouth opening and
Buetal. 2007 intact mandibular accident/ as possible were used and the free mandibular
condyle into the 5 days forceps mouth-gags were turned movement.
temporal fossa around in a clockwise direction. 12 months: Free of
Intermaxillary fixation for 2 symptoms
weeks was performed
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TABLE 2. Classification of TMJ Dislocations.

Classification Clinical Features
Allen and Young (1969)
Type I Lateral subluxation
Type 11 Complete dislocation
Satoh et al (1994)
modification
Type 1A Condyle is not hooked above
zygomatic arch
Type IIB Condyle hooked above
zygomatic arch
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PE3IOME

IITIH BI/IBI/[Xy CKpOHeBO—HI/I)KHbO—
menenHoro cyrnoby (CHIIC) xa-
pakTepHe 3MillleHHA  CYyIro60BOl
TONIIBKM HVDKHDBOI ILe/IeNHN i3 CYI/IOo-
6oBoi samku. Ilpu upomy romiska
3adikcoBaHa B HEHOPMATbHOMY
TIO/IOXKEHHI, TIPY AKOMY CaMOCTili-
He HOBepHeHHH B HMKy HEeMOX/IN-
Be. [TocTTpaBmMaTnyHa AyCIOKaIlis
CHIIC Bif0yBa€eThCs Mic/IA TPaBMI
CepeflHbOI Ta BUCOKOI iHTEHCHB-
HOCTi 6es3IocepeHbO Ha [iIAHKY
cyrnoby abo Ha pAinaHky cumdisy
HIDKHDOI 1IeTeny, i 1ie, AK MpaBuio,
B IIO€THAHHI 3 i TepenioMamu. Y 11iit
JIOTIOBifIi TOfJaHO MUK/ He3BUY-
HOTO 3a/JHbOOOKOBOTO BUBIXY JTiBOI
cyrno60BoOi TOMIBKY 3 TIEpPeroMOM
6apabaHHOI NIACTUHKM CKPOHEBOI
KiCTKM 1 He3HaYHNUM TIIepeIoOMOM
cyrno60Boi TOMIBKM HIDKHBOI Irje-
nemn. IlpoBemeHO 0OTOBOpEHHs
KIiHiYHI cuMnTomy, Kaacuikarii
BMBUXiB Ta iX sixyBaHHA. Takox
MIPOBEfEHO aHai3 HOAIOHMX BUMAf-
KiB 3a ocranHi 10 pokis.
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