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TMJ´s Posterolateral Dislocation with Tympanic Plate 
Fracture – Case Report

A B O U T  A R T I C L E A B S T R A C T
Temporomandibular joint (TMJ) 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 
mandibular condyle, and discuss about the clinical symptoms, classification of dislocations, and 
treatment. A list of similar cases from the last 10 years is also showed.
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LLC. All rights reserved.
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Introduction

Temporomandibular joint (TMJ) 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 TMJ 
dislocation is in almost all cases associated to fractures and 
it is very uncommon a TMJ 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.

Case Report

A 27-year-old man was referred to the Oral and 
Maxillofacial Surgery (Restauração 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 
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FIGURE 1. Deviation of the mandibular midline (A). (Fig 1 continued on the next 
page.)
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FIGURE 3. Coronal CT scan (A) shows posterolateral dislocation of the left TMJ 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.

FIGURE 2. 3D-CT shows posterolateral dislocation of the left TMJ and cross bite 
malocclusion

B

A

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 
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FIGURE 1 (cont’d). Cross bite malocclusion (B).
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FIGURE 5. Facial contour (A) and occlusion (B) after reduction were satisfactory.

FIGURE 4. Bleeding from left ear (self-limiting)

BA

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 TMJ dislocations in 
the English literature a Pubmed search was conducted 
using the following search criteria: (Unusual or rare) and 
(dislocation or luxation) and (TMJ). 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 

TMJ´S DISLOCATION WITH TYMPANIC PLATE FRACTURE

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: IIa, in which the condyle is not 
hooked above zygomatic arch; IIb, in which the condyle 
hooked above the zygomatic arch and IIc, 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 
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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 TMJ 
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 TMJ dislocation, 
mainly for long-standing condylar dislocation. They justify 
that endoscope-assisted reduction provides a good TMJ 
view with a small incision which minimizes the risk of 
surgical complications.

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 
TMJ ankylosis and infection [9]. In the present case, the 
reduction was performed under local anesthesia and 
sedation with satisfactory results.
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Author
Year of 

Publication
Type of 

Dislocation
Etiology/

Reduction Time 
(Days)

Treatment Follow Up

Prabhakar 
and Singla 2011

Bilateral 
anterosuperior 

dislocation intact 
mandibular 

condyles in the 
temporal fossa

Fall/45 days

Manual reduction under general 
anesthesia failed. Open treatment 

was performed. 
Left side: Eminectomy and high 

condylar shave. 
Right side: Condylectomy with 

coronoidectomy

9 months: Maximal 
mouth opening of 33 

mm with adequate 
mandibular function 

and occlusion

Vasconcelos, 
Rocha and 
Cypriano

2010
Posterior 

dislocation of an 
intact mandibular 

condyle

Trauma to the 
chin/same day of 

the accident

Manual reduction under general 
anesthesia, using percutaneous 
traction with a zygomatic hook 
placed in the mandibular notch

2 weeks: Limited 
mouth opening

Papadopoulos 
and Edwards 2010

Superolateral 
dislocation of an 

intact mandibular 
condyle

Motor vehicle 
accident/same 

day of the 
accident

Manual reduction under local 
anesthesia, parenteral sedation 

and general anesthesia were 
unsuccessful. 

Right coronoidectomy was 
performed and intermaxillary 

fixation for 2 weeks

6 weeks: Maximum 
incisal opening of 32 
mm (physiotherapy 
was required due to 

limited opening weeks 
before)

Li et al. 2009
Superolateral 

dislocation of an 
intact mandibular 

condyle

Motorcycle 
accident/same 

day of the 
accident

Manual manipulation under 
general anesthesia with muscle 

relaxant

6 months: Mouth 
opening distance was 
maintained and there 

were no symptoms 
of disorders in both 

condyles

Bu et al. 2007

Superolateral 
dislocation of an 

intact mandibular 
condyle into the 
temporal fossa

Motorbike 
accident/

5 days

Manual reduction under general 
anesthesia failed. Mouth-gags to 
make the patient’s mouth as large 

as possible were used and the 
forceps mouth-gags were turned 
around in a clockwise direction. 

Intermaxillary fixation for 2 
weeks was performed

2 months: Maximal 
mouth opening and 

free mandibular 
movement.

12 months: Free of 
symptoms

TABLE 1. Details of Unusual Cases of TMJ Dislocations Identified by the Authors (Last 10 Years)
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Classification Clinical Features
Allen and Young (1969)

Type I Lateral subluxation
Type II Complete dislocation

 Satoh et al (1994) 
modification

Type IIA Condyle is not hooked above 
zygomatic arch

Type IIB Condyle hooked above 
zygomatic arch

TABLE 2. Classification of TMJ Dislocations.
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Задньобоковий вивих скронево-нижньощелепного 
суглобу з переломом барабанної пластинки 
скроневої кістки. Клінічний випадок

Заднебоковой вывих височно-нижнечелюстного 
сустава с переломом барабанной пластинки 
височной кости. Клинический случай

П Р О  С Т А Т Т Ю О  С Т А Т Ь ЕР Е З Ю М Е Р Е З Ю М Е
Для вивиху скронево-нижньо-
щелепного суглобу (СНЩС) ха-
рактерне зміщення  суглобової 
голівки нижньої щелепи із сугло-
бової ямки. При цьому голівка 
зафіксована в ненормальному 
положенні, при якому самостій-
не повернення в ямку неможли-
ве. Посттравматична дислокація 
СНЩС відбувається після травми 
середньої та високої інтенсив-
ності безпосередньо на ділянку 
суглобу або на ділянку симфізу 
нижньої щелепи, і це, як правило, 
в поєднанні з її переломами. У цій 
доповіді подано приклад незвич-
ного задньобокового вивиху лівої 
суглобової голівки з переломом 
барабанної пластинки скроневої 
кістки і незначним переломом 
суглобової голівки нижньої ще-
лепи. Проведено обговорення 
клінічні симптоми, класифікації 
вивихів та їх лікування. Також 
проведено аналіз подібних випад-
ків за останні 10 років.

Для вывиха височно-нижнече-
люстного сустава (ВНЧС) ха-
рактерно смещение суставной 
головки нижней челюсти из су-
ставной ямки. При этом головка 
зафиксирована в ненормальном 
положении, при котором само-
стоятельное возвращение в ямку 
невозможно. Посттравматиче-
ская дислокация ВНЧС проис-
ходит после травмы средней и 
высокой интенсивности непо-
средственно на участок сустава 
или на участок симфиза нижней 
челюсти, и это, как правило, в со-
четании с ее переломами. В этом 
докладе приведен пример нео-
бычного заднебоковом вывиха 
левой суставной головки с пере-
ломом барабанной пластинки ви-
сочной кости и незначительным 
переломом суставной головки. 
Проведено обсуждение клиниче-
ских симптомов, классификаций 
вывихов и их лечения. Также про-
анализированы подобные случаи 
за последние 10 лет.
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