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ABSTRACT:  
Chronic long standing dislocation of the temporomandibular joint (TMJ) is a relatively rare occurrence. Variation in the duration of 

dislocation and anatomical considerations make the treatment for long-standing dislocation very complex. In this paper we present three 

cases of long standing TMJ dislocation and review of literature with treatment options for chronic TMJ dislocation. 
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NTRODUCTION:  
Temporomandibular joint (TMJ) dislocation typically 

occurs when the condyle becomes displaced out of the 

glenoid fossa and anterior to the articular eminence, 

although few reports also describe posterior, lateral, and 

superior dislocations. This can be unilateral or bilateral with 

most of the cases occurring bilaterally. Predisposing factors 

for condylar dislocation include yawning, trauma, dental 

treatments, & medications like anti-emetics metoclopramide 

and compazine which produce extra pyramidal effects and 

along with these systemic diseases such as Ehlers–Danlos 

and Marfan syndromes, congenital joint weakness, and 

psychogenic and neurological disorders 
[1, 2]

. TMJ 

dislocation can be categorized into three groups: acute; 

habitual; and long-standing 
[3]

. Acute dislocation is the most 

common and is defined as a sudden onset of the condyle 

being displaced anteriorly beyond the articular eminence, 

which cannot be reduced by the patient. This can be 

managed by manipulating the mandibular condyle 

downward and backward into the glenoid fossa with or 

without local anaesthesia or sedation. Habitual dislocation 

or chronic recurrent dislocation is relatively rare, and is 

defined as repeated episodes becoming more frequent and 

progressively worse 
[4]

. Huang et al. suggest that chronic 

dislocation be defined as acute dislocation left untreated or 

inadequately treated for 72 h or more 
[5]

. Long-standing 

dislocation or protracted dislocation is rarer, and is defined 

as dislocation not reduced immediately 
[6]

. Here we have 

case report of three post-trauma long standing TMJ 

dislocations. 

 

CASE REPORT: 1 
A well built 40 years old male patient reported to our centre 

with chief complains of inability to close mouth, difficulty 

in speaking and swallowing since last 2 months (Fig.1) 

following direct blow to the chin by tractor operated chaff 

cutter machine. He received treatment from several doctors 

near his locality but did not relieve from the problem. Due 

to long standing discomfort he developed persistent pain in 

fronto-perital, occipital and cervical regions. Patient has no 

previous history of TMJ dislocation, hypermobility 

syndrome or any injury to the joint. 

Tenderness in bilateral pre-auricular region, hollow bilateral 

condylar fossa and anterior open bite were clinical findings 

leading to diagnosis of bilateral TMJ dislocation which was 

confirmed by computed tomography (Fig.2). 

Initially Nilaton’s technique of manual reduction was 

attempted under local anaesthesia but reduction cannot be 

achieved, then same procedure was repeated in the 
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emergency department using intravenous 5 mg midazolam 

and 5 mg diazepam; but again we failed to reduce the joint. 

Lastly surgical intervention under general anaesthesia was 

planned. Right Sub-mandibular incision was given to 

expose mandibular angle, a hole was drilled in the angle and 

a 24 gauge wire passed through it to pull the mandible 

downward but reduction was not achieved, further angle 

was osteotomised and ramus condyle unit was pulled 

downwards and backwards by same wire and also by bone 

holding forceps. But again we failed to achieve reduction. 

Finally right condylectomy was performed and open 

reduction of left condyle was done through alkayat and 

brahmely approach. Internal fixation of osteotomized angle 

was done with miniplates (Fig.3) and flaps were closed in 

layers. 

 

CASE REPORT: 2 

A 45 years old female patient was referred by local 

practitioner for the correction of her abnormal bite 

following trauma from rubber boll with the chief complain 

of pain and deviation of the jaw toward Right side since 1 

month. According to her interpreter, the malocclusion had 

been present for 2 months and had made her unable to chew 

properly. There was mild tenderness on the left ramus and 

temporomandibular joint and significant pre-auricular 

depression was also noted.  She was able to close his lips to 

form words and had minimal drooling, but the jaw is in 

cross bite on right side.  

Two attempts of manual reduction were performed within 

the period of one week. In the first attempt, auriculo-

temporal, masseteric and posterior deep temporal nerves 

were blocked and manual reduction was attempted but not 

worked. Due to failure and patient's discomfort, we decided 

to wait a week before making a new attempt. At this time, 

we applied the same type of extra-oral anesthesia associated 

with intravenous sedation, but again reduction was not 

achieved.  

Finally under general anaesthesia manual reduction was 

again attempted by pulling the chin upward and using the 

bite block as fulcrum in left molar region but it did not 

worked.  
At last a langenbeck retractor was inserted in the left 

mandibular notch through retro-mandibular approach and 

by downward pull of retractor along with Nilaton’s 

technique of manual reduction condylar reduction was 

achieved. 

 
CASE REPORT: 3 
A 57 years old male patient reported with alleged history of 

trauma to the lower jaw 2 months back when he falls on 

hand water pump while using it, after that he noticed pain 

and swelling in chin region with difficulty in chewing and 

inability to close mouth. The patient neglected the trauma as 

impact was minimal and the swelling was subsided after 5 

days, but the complain of difficulty in chewing and inability 

to close mouth remains persistant. He again neglected and 

was on liquid diet for 2 months, during this period his 

neighbors advised him to consult dental surgeon. 

At our center patient was advised to get an 

orthopantomogram (OPG) x-ray which shows bilateral 

dislocation of TMJ. Two attempts of manual reduction were 

performed under local anaesthesia along with traction but 

we failed to reduce the joint. 

Further under general anaesthesia symphysis was 

osteotomized making two hemi-mandibles. Now manually 

each hemi-mandible was reduced followed by internal 

fixation of osteotomized symphysis.   

 

 
 

Fig.1: Clinical presentation of TMJ dislocation. 

 

 

 
 
Fig.2: Computed tomography (CT) face showing dislocated 

condyle in infratemporal fossa. 
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Fig.3: Osteotomised angle fixed with titanium miniplates. 

 
DISCUSSION:  
Chronic long-standing dislocation of TMJ is very rare. 

Gottlieb reported 24 cases of long-standing dislocation of 

the TMJ 
[7]

. Wijmenga et al; presented three new cases of 

long-standing dislocation of the TMJ and reviewed 37 cases 

from 1952 to 1982
[3]

. Dislocation causes muscle spasm, 

fibrosis soft tissue and soft tissue in-growth into the glenoid 

fossa making reduction extremely difficult. There is no clear 

indication of significant period of time for reduction of a 

long-standing dislocation of the TMJ. However longer the 

dislocation, the more difficult the reduction of the condyle 
[8]

. 

Huang et al; presented six cases of long standing TMJ 

dislocation. In their case series, they discovered that 

dislocations lasting for more than 30 days were extremely 

difficult to be managed by conventional manipulation even 

under general anaesthesia. They suggested that when long-

standing dislocation has persisted for 4–12 weeks it is best 

treated by open reduction after stripping the periosteum of 

the ramus area as widely as possible and using conventional 

manipulation with the assistance of wire traction at the 

angle or insertion of a U shaped stripper into the sigmoid 

notch to pull the mandible downward. They also suggested 

that surgical procedures are necessary to correct dislocations 

greater than 3 months despite few controversial literature 

suggesting that manual reduction can be possible up to 6 

months 
[5]

.  

There are no specific guidelines for which surgical method 

is best and for which condition. There are reports describing 

surgical treatments for long-standing dislocation of TMJ to 

be condylectomy, condylotomy with or without 

coronoidotomy, coronoidectomy alone, inverted L-shaped 

ramus osteotomy, modified vertical ramus osteotomy, 

temporalis myotomy, periosteal stripping, traction with wire 

to lower border, and meniscectomy 
[9, 10]

 .   

Lee et al. reported midline mandibulotomy for the reduction 

of prolonged bilateral TMJ dislocation. Mandibulotomy was 

performed intra-orally and both the hemi-mandible were 

manipulated separately to obtain reduction. Few authors 

have used a closed condylotomy technique.  In this 

technique the condylar neck was resected with a Gigli saw 

intra orally. The condylar head displaces in an anteromedial 

direction, thus eliminating the effect of the lateral pterygoid 

muscle spasm. Traction of the mandible by wire from the 

angle or zygomatic hooks placed into the sigmoid notch has 

also been described as a method of obtaining reduction 
[11]

. 

Huang et al,  suggested treatment protocol which indicated 

that dislocations of greater than three weeks be treated by 

closed reduction with or without local anaesthesia, and deep 

sedation or general anaesthesia if unsuccessful. For 

dislocations of one to three months, they suggested open 

reduction with stripping of periosteum and muscles and 

traction with wire or other retractors.  

The recommendation for more than six months was open 

reduction and condylectomy, condylotomy, myotomy or a 

TMJ prosthesis. For three to six months duration, stripping 

is done as in the one to three month group, and if 

unsuccessful, following the recommendations for more than 

six months
 [5]

. DENG et al. presented endoscopy-assisted 

reduction for a long-standing dislocation in 2007, which 

could be used only for dislocations of less than 4 weeks 
[12]

. 

 
CONCLUSION: 

With time dislocated condyle develops fibrous adhesions 

between condyle, articular disc and eminence which prevent 

the manual reduction and necessitating surgical reduction / 

correction under general anaesthesia. So it is advisable to 

treat such dislocations as early as possible. The treatment 

protocol to be used should depend on type and duration of 

dislocation.  
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