Reccurent Temporomandibular Joint
Dislocation: Management by Dautery
Procedure: Report of a Case

ABSTRACT

Temporomandular joint (TMJ dislocation is considered as any involuntary excessive movement of
the mandible to the extend that the condyle gets locked infront of articular eminence resulting in
inability to close the mouth. Literature review shows that numerous management options are
available to treat TMJ dislocation ranging from conservative to open surgical and arthroscopic
interventions. Even though advanced methods like arthroplastic eminoplasty are practised,
Dautery’s procedure still remains as one of the most accepted modality. In this case report a case
of reccurent TMJ dislocation treated by Dautrey’s procedure is presented.
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1. INTRODUCTION

The functional position of TMJ is within the
glenoid fossa which is a ginglimo di arthroidal
joint. Articular eminence limits the forward
movement of TMJ. TMJ dislocation occurs
when the condylar head of the jaw moves
forward, out of its forementioned anatomical
position. Capsule is the pivotal structure
which limits the movement of TMJ. Lateral
ligaments support the capsule in this function.
latrogenic, traumatic, systemic, anatomic or
pathologic factors can alter this functional
position and cause TMJ dislocation. Incidence
of mandibular dislocation is only 3%, and
recurrent dislocation is even more uncommon,
which is a very distressing condition [1]. “TMJ

dislocation is characterized by difficulty to
close the mouth, drooling of saliva and
intense stretching of the ligaments and
muscles, provoking intense local orofacial

pain” [2]. “It can be either acute or chronic
(reccurent). By contrast, recurrent TMJ
dislocation has a much more complicated
etiology and a much greater impact on
overall quality of life. The surgical methods
which have been used in literature either
facilitate the unhindered forward and backward
movement of condyle around articular eminence
or obstruct the condylar movement ahead
of the articular eminence” [3]. In this case
report we discuss a case of reccurent TMJ

dislocation treated by Dautery’s procedure is
discussed.

2. CASE REPORT

A 43 year old female patient reported to our OPD
with chief complaint of repeated TMJ dislocation
of 4 years duration. The patient gave a history
of numerous manual reduction in the previous
occasions With each successive dislocation,
further episodes occurred more frequently.
Medical, dental, family and personal history
were non contributory. On general examination
all of other systems appeared normal. On
local examination she showed tenderness of the
TMJ bilaterally, pain while opening the
mouth, restricted mouth opening (2 finger
breadth), clicking sound on the right and
left TMJ.OPG and CT scan were taken
and it showed the evidence of TMJ dislocation

(Fig. 1.)

Dautery procedure was planned under general
anaesthesia.
2.1 Surgical Procedure

Under general anesthesia Pre auricular incision
was given on the right side. The dissection was
continued until the articular eminence with TMJ
was fully exposed. The zygomatic arch was
given an obligue cut using osteotome in a
downward and forward direction. The arch was
sprung first laterally very slowly and then
downwards by controlled pressure with a nasal




septal osteotome to prevent its complete
fracture. This created a mechanical obstruction
limiting the mandibular movements (Figs. 2 to 4).
The procedure was repeated on the opposite
side. Mouth opening was found to be limited
upon forceful opening after surgery. Post-
operative intermaxillary fixation (IMF) was placed
for one week. Patient was instructed not to open
the mouth, IMF was changed to elastics for three
weeks post-operatively. A post-operative OPG
was taken after two days (Fig. 5). The patient is
on frequent follow up for the last 4 years with no
evidence of dislocation.

3. DISCUSSION
3.1 Etiopathogenesis

“Occlusal stability, joint stability and orthopedic
stability holds the TMJ in the functional position.
latrogenic, traumatic, systemic, anatomic or
pathologic factors can alter this stable position.
Arthritic changes in the condyle like flattening or
narrowing, decrease in the height of the articular
eminence, morphological changes of the glenoid
fossa are the most common pathologic reason
for TMJ dislocation” [4,5]. Losing the elasticity of
articular disc and ligaments especially lateral
ligaments which can occur due to itraugenic
causes ( lengthy oral procedures, endotracheal
intubation) and trauma also leads to TMJ
dislocation [6-10]. Age changes and alteration in
the dentition also play definite role indislocation
[11]. Patients with Syndromic diseases like
Ehlers-Danlos Syndrome, orofacial dystonia, and
the Mar fan syndrome may also develop
reccurent TMJ dislocation [12,13]. Certain
antipsychotic medications also precipitate this
condition.

3.2 Classification

Based on location of dislocation it can be
anterior, medial, lateral or posterior [14,15].
“Anterior dislocation is the most common one
where as posterior one is very rare. It can be
partial (subluxation) or complete (luxation) based
on extend. Based on duration it can be acute,
chronic protracted or chronic recurrent. Both
unilateral and bilateral cases are reported”
[5,16,17]. Based on radiological features it is
grouped in to 3 by Akinbami [16]:

Type | - the head of the condyle is directly
below the tip of the eminence

Type Il - the head of the condyle is in front of
the tip of the eminence

Type lll - the head of the condyle is high-up in
front of the base of the eminence.

3.3 Clinical Features

TMJ dislocation is characterized by difficulty to
close the mouth, drooling of saliva and
intense stretching of the ligaments and
muscles, provoking intense local orofacial pain

[1].
3.4 Management

Management of TMJ dislocation depends mainly
on the type of dislocation.

3.4.1 Acute
“This condition is often painful and is
managed by manual reduction. Hippocrates

stated that pressing the mandible downward,
then backward, and finally upward direction
helps in reducing the dislocation. Lewis
explained that the clinician should stand in
front of patient or at 110’ clock position. Then,
the thumb should be pressed down on the
occlusal surface of the lower molar teeth. The
chin should be elevated with the fingers
concomitantly and the entire mandible should
be pushed posteriorly” [17]. Usually spasm of
lateral  pterygoid may  complicate the
management as the spastic muscles induce
severe pain and hence reduction should
always be performed by giving auriculo-
temporal nerve block or local infiltration in
the joint space or under moderate sedation
[18,19]. According to certain authors instead of
placing thumb in the occlusal surface it can be
changed to the anterior border of the ramus [20].
Awang reported that, inducing a gag reflex by
irritating the soft palate creates a reflex
neuromuscular action can help in manual
reduction [21].

3.4.2 Chronic dislocation

It can be chronic reccurent dislocation or

subluxation and long standing chronic
dislocation.
myotomy can be performed instead of

lateral pterygoid which was described by Laskin”
[22].
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Fig 1. Pre-OP OPG with mouth closed; Fig 2. Intra-OP-incision marked on left side;
Fig 3. Obligue osteotomy of left zygoma arch; Fig 4. Creation of a mechanical obstacle;
FIG 5. Post OP OPG

3.4.2.1 Conservative
Subluxation)

management (for

“Injecting sclerosing agents like alcohol, sodium
tetradecyl sulfate, sodium psylliate, morrhuate
sodium, and platelet-rich plasma into the joint
space are some of the well-known technique of
conservative  management”  [23].  Jacobi
hermanns E et al stated that (1981) “Injecting
autologous blood restrict mandibular movements
by inducing fibrosis in the upper joint space and
the pericapsular tissues” [24]. “About 2 mL of
blood in the upper joint space and 1m L in the
pericapsular structures can be injected twice a
week for 3 weeks” [25]. “Restriction of the
mandibular movement with a head bandage for a
period of 3-4 weeks further aids in enhancing
fibrosis” [26]. “Injection of botulinum toxin A
(BTX-A) in the lateral pterygoid muscle causes
temporary weakening of the skeletal muscle by
blocking the Ca2+-mediated release of
acetylcholine from the nerve endings of the
neuromuscular junction and aids in preventing
TMJ dislocation. Repeated administration is
required after 2 weeks for promising results” [27].

3.4.2.2 Long standing chronic dislocation

When the conservative management fails to
achieve promising results surgical options are
necessary. “The surgical procedures can be
categorized under 2 main headings:1)
Procedures that enhance the path of condylar

movement and 2) Those that inhibit the path of
condylar movement” [28].

3.4.2.2.1 Procedures that enhance the path of
condylar movement

“Condylotomy,  condylectomy,  eminectomy,
eminoplasty are the other procedures which
enhance the path for condylar movement.
Arthrosplastic  eminoplasty involves  safely
scarring the articular eminence without markedly
altering the bony anatomy to allow the condyle to
move freely back into its normal position and
prevent dislocation. The technique employs a
specially designed diamond rasp to minimize
bone reduction, and has the advantage of
avoiding down-fracturing of the eminence. In
studies, eminoplasty has been shown to produce
clinical outcomes as effective as those obtained
with the use of conventional open eminectomy”
[29]. “Myotomy with resection of the insertion of
the lateral pterygoid muscle limits the mandibular
translation and allows only rotational movement
of the condyle. This procedure had been
described by Bowman in 1949.eTemporalis

3.4.2.2.2 Those that inhibit the path of condylar

movement

Capsulorrhaphy is a procedure of shortening the
capsule by removing a section and suturing it to
make it tight. This limits the condylar movement.
LeClerc and Girard, proposed a Vvertical
osteotomy of the zygomatic arch which is



performed in front of the joint and the proximal
segment lowered to obstruct the condylar path.
Gosserez and Dautrey advocated a downward
and forward osteotomy on the zygomatic arch
and depressing it in front of the condylar head to
serve as an obstacle to abnormal forward
translation [30]. Dautery’s procedure is a very
well accepted procedure and reports only about
one percent of failures.

5. CONCLUSION

A case of recurrent dislocation  of
temporomandibular joint is presented.
Etiopathogenesis of TMJ dislocation and various
management options are discussed. Dautery
procedure was performed to successfully
manage the case and the patient was under
regular follow up for the last four years.
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