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Abstract
Temporomandibular joint dislocation is one of the emergency cases and requires immediate
management because it causes pain and discomfort in the patient. Various causes are the
pathophysiology of dislocations ranging from opening the mouth that is too wide unintentional to
trauma to the jaw involving the temporomandibular joint.
We present eight cases of TMJ dislocations identified and treated in Central Sulawesi tertiary
care center. (Undata Hospital, Indonesia). We describe the chief complaint, diagnosis, and
management of the patients during pandemic from March 2020 to March 2021.
Temporomandibular joint dislocation is one of the cases in the emergency setting in our hospital
that managed with specific technique and performed with prevention protocols according to WHO
and CDC standards.
Case report (J Int Dent Med Res 2022; 15(3): 1298-1304)
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Introduction
According to the American Academy of
Orofacial Pain, temporomandibular disorders
(TMD) is defined as a group of disorders, chief
complaint and clinical manifestations involving
the temporomandibular joint, the masticatory
musculature, including surrounding bony and soft
tissue components, this condition associated with
morphologic and functional deformities that affect
up to 25% of the population.1,2. Signs and
symptoms related to TMD include TMJ sounds,
orofacial pain, and a restricted range of motion.
There
are
three
most
common
temporomandibular
disorders.
They
are
myofascial pain and dysfunction, degenerative or
inflammatory joint disease (osteoarthrosis), and
TMJ
functional
derangement
including
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mechanical interference, restriction of the normal
movement
or
hypermobility
disorders
(dislocation). In the past, TMD was considered
the predominant musculoskeletal disorder.
Currently, myalgia and TMJ arthralgia are
associated with headaches 3,4,5,6,7
The prevalence of TMD was different in
each country. Studies conducted on adolescents
showed the prevalence of TMD was 46.1% in
Mexico, 68.6% in Jordan, 77.8% in Sudan, and
15% in India. In adults, the prevalence rate of
TMD was 61.3% in Korea, 33.3% in China, and
10.8% in the United Arab Emirates. Furthermore,
the prevalence rate of TMDs among the elderly
population showed at 33.1% in Mexico and 68%
in Indonesia.8
One of the common problems in
temporomandibular
joint
is
dislocation.
Dislocation of the TMJ is a condition in which
condylar processes does not reverse and
dislodge from its normal position in the glenoid
fossa to the articular eminence. This condition
can occur in the anterior, posterior, medial or
lateral direction. The incidence of TMJ dislocation
5.3 in 100.000 emergency and account for 3% of
all documented dislocations. The survey which
conducted in Germany, found that at least 25 per
100.000
population
each
year.9,10
TMJ
Page 1298

Journal of International Dental and Medical Research ISSN 1309-100X
http://www.jidmr.com

dislocations can be subdivided into partial or
complete, acute, chronic or recurrent, bilateral or
unilateral.11,12
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syndromes, birth-related or congenital joint
weakness, medications with extra pyramidal
effect
(antiemetics
like
metoclopramide,
propranolol), neurological and neuromuscular
disorders.(9)(6)(8)
Beside
that
mandibular
hyperextension and muscular forces from seizure
activity, severe tooth loss resulting lack of
posterior dentition supports, and anatomical
variations (bony morphology or elongation of the
articular eminence) are also regarded a triggering
and predisposing factors for dislocation
condition.13,14,15,16
Some clinicians propose the abnormality
in soft tissue around the TMJ in its pathogenesis,
like frailty of the ligaments. Chronic recurrent
condition can be associated with neuromuscular
condition. The position of the condyle process
anterior to the disc has also been proposed to be
a factor precipitating of pseudo TMJ dislocation.17
Clinical Features/Symptoms
Determine the clinical diagnosis of TMJ
dislocation is uncomplicated. Sometimes we
need to confirmed the clinical findings with TMJ
radiography.
TMJ dislocation characterized by painful
limitation of joint mobility, impairment of speaking
and chewing, there is inability to close the mouth
after wide opening. Unilateral case associated
with an anterior open bite and/or lateral deviation
of the mandible. A depression in the preauricular
region and condyle position on the anterior of the
joint revealed on palpation examination.10,14

Figure 1. The anatomy of temporomandibular
joint.(1).
Etiology and Pathogenesis
TMJ dislocation commonly occurs when
the condylar processes of the mandibula
displaced from the glenoid fossa and anterior to
the articular eminence, nevertheless the posterior,
lateral and superior dislocations also reported.
The etiology of this condition is multifactorial,
predisposing factors for TMJ dislocation include
extreme mouth opening during physiologic
activity (yawning, laughing, singing, and
sneezing), iatrogenic (dental or endotracheal
intubation procedure using laryngoscope),
trauma, joint hypermobility associated with
systemic diseases with decreases in collagen
synthesis such as Marfan’s and Ehlers-Danlos
Volume ∙ 15 ∙ Number ∙ 3 ∙ 2022

Figure 2. The illustration of TMJ, condyle in the
glenoid fossa (fig 2A). Anterior dislocation of the
TMJ; condyle is anteriorly displaced from the
glenoid fossa (fig 2B). Illustrations provided by
Nicole Eaton9.

Page 1299

Journal of International Dental and Medical Research ISSN 1309-100X
http://www.jidmr.com

Diagnosis and Classification
The
basic
symptoms
of
temporomandibular joint dislocation are inability
to close the mouth and impaired occlusion which
associated with pain. On the clinical assessment,
we may find the empty temporomandibular joint
socket by palpation (Figure 3) and analyze the
temporomandibular joint sound of the patients by
auscultation (Figure 4). Finally, we determined an
accurate diagnosis after confirmed by radiograph
(plain radiograph, CT or MRI).6,8,25 Panoramic,
transpharyngeal,
trancranial,
and
submentovertex views are diagnostic imaging
modalities which can be used to diagnose TMJ
dislocation. If plain radiograph shows inadequate
views, CT-scan modality can be used to help
evaluate the TMJ. Magnetic Resonance Imaging
(MRI) commonly used to evaluate the internal
derangement and chronic condition of TMJ.9

Figure 3. Clinical assessment by palpation of the
temporomandibular joint.18

Figure 4. Auscultation of the temporomandibular
joint to reveal joint sounds.18
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TMJ dislocation can be classified into
acute, recurrent, and chronic condition. Huang et
al defined chronic dislocation for acute
dislocation which inadequately treated for 72
hours or more.13,14 Acute TMJ dislocation is the
condition when the condylar process displaced
from its position in the glenoid fossa and results
in the inability to move in its position
automatically.19 TMJ dislocations can be anterior,
posterior, medial, lateral, or superior to the
glenoid fossa. In addition, dislocations can be
involved bilateral or unilateral, it can be also
classified as partial (subluxation condition), when
the mandibular condyle reducible spontaneously
to the glenoid fossa. Complete dislocation
(luxation), when one or both mandibular condyles
remain dislocated.9,20
The other clinician (Akinbami) had been
divided the TMJ dislocation into three categories;
Type I defined when the condylar exactly under
the tip of articular eminence, if the condylar
position in front of the tip of articular eminence
were classified into type II and III (higher than
type II).16
Management of Temporomandibular Joint
Dislocation
The treatment of TMJ dislocation should
be performed immediately. If it is late, spasm of
pterygoid and masseter muscles as the effect of
delayed treatment can make reduction more
complicated.16
The fundamental objective of treatment
for TMJ dislocation to restore the normal position
and function of TMJ, reduce pain, and increased
patient’s quality of life. The optimal treatment of
acute TMJ dislocation is early reduction with
different techniques to avoid the chronic
condition and complication. Several methods can
be used to reduce anterior TMJ dislocation. The
therapeutic approach is still being debated. For
conservative treatment can be using pain
relievers such as physiotherapy, cognitive
treatment, and giving intra-articular injections
with sclerosis agents.21 Early conservative
treatment by several manual reduction technique
(Hippocrates, extra oral, the wrist pivot,
recumbent technique) with sedatives or local
anesthetic is the best approach for acute
treatment and can gives optimal result. On the
other hand, various treatment approach can be
considered for management of chronic recurrent
TMJ dislocation including various surgical
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approach.12,14,22 Intravenous sedation and muscle
relaxants are needed for reduction of mandibular
dislocations due to muscle spasms within the
temporomandibular joint. The treatment may
intensify with supportive bandages and soft
diet.23,24
Treatment with manual reduction with
local or general anesthesia. Laskin introduced an
intraoral surgical approach to perform temporal
muscle myotomy in 1973. This treatment limits
the mandibular range of motion and allows only
rotational movement of the condyle. The principle
of the surgical procedures including eminectomy
either remove the mechanical restriction in the
condylar path or create a mechanical restriction
by augmenting the articular eminence with bone
grafts for treating hypermobility or TMJ recurrent
dislocation.11 In the extraoral method, the
practitioner
must
apply
force
to
the
posteroinferior part of the coronoid process using
the thumb. The advantage of this method is
reduces the risk of being bitten by patient. The
combined
ipsilateral
staggered
technique
involves reducing each TMJ separately. The
practitioner uses one thumb intraorally to apply
inferior pressure to the occlusive surface of the
lower molar while simultaneously applying further
posteroinferior pressure to the ipsilateral
coronoid process extra orally. The maneuver is
repeated on the contralateral side to complete
the reduction. 21
On
radiological
examination, lateral cephalometry is the choice
for assessing the position of the condyles as well
as pre-operative and post-operative assessment
for temporomandibular disorders (TMD). Lateral
cephalometric radiograph depicts the condylar
head and glenoid fossa outline. The presence of
superimposition with surrounding structures
makes it difficult to assess the condyle. 18
Case Report
In this series, we present eight cases of
TMJ dislocations identified and treated in Central
Sulawesi tertiary care center (Undata Hospital).
Cases were identified during pandemic from
March 2020 to March 2021. The dislocations
occurred through a variety of mechanisms
(trauma, wide opening after yawning, shouting)
which presented in Table 1. All patients in this
case series presented with the chief complaint of
inability to closed their mouth. Two of our
patients presented with systemic comorbidities
Volume ∙ 15 ∙ Number ∙ 3 ∙ 2022
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(hypertension and pulmonary diseases). There
also a 52 years old male patient who was
associated with traffic accident. The patient was
unresponsive with intracerebral hemorrhage
(GCS score was 9). The patient was clinically
have locked jaw. The management of all the
patients are reposition of the disc which
performed in emergency unit, operating room,
and the ICU for intubated patient (Table 1). There
was one patient was taken to the operating room
after manual reduction in emergency room did
not work. The mandibular condyles were reduced
back with intravenous sedation. All eight patients
were successfully treated with manual reduction
(recumbent technique/ supine position technique).
Five patients managed with intravenous sedation
and analgesic. The management of patient with
TMJ dislocation need some modifications. In our
hospital, patients presented in emergency unit
was screened if the patients have atypical
symptoms, as seen with COVID-19, after
screening, patients which categorized with nonsuspect case confirmed by rapid antigen test (All
of our patients in this report confirmed with
negative results for SARS-COV-2).
Discussion
TMJ dislocation is debilitating condition
and decreasing the patient’s quality of life
because of the pain, discomfort, and prohibited
the mouth movement, it usually needs urgent
treatment. The pathogenesis of this condition is
multifactorial. With careful physical and history
assessment lead us to determine the
predisposing factors in our patient. The etiology
of initial dislocation is muscular miscoordination
during jaw movement. The myospastic
contraction
prohibited
self-reduction
of
22,25
mandibular condyle
Various
interventions
have
been
proposed for TMJ dislocations, but the most
effective method is still debated, which may
result in treatment of this condition being based
on experience.26 The patient with acute TMJ
dislocation should be treated with manual
reduction. There are several techniques than can
be used in this method, the Hippocrates
technique is the most commonly used for
management of TMJ dislocation. The extra oral,
the wrist pivot, and recumbent technique/supine
position are the alternative manual technique.
Treatment of acute TMJ dislocation with manual
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reduction can initially without administration of
any medication, but if the attempt did not work,
we should performed the reduction under
medication such as analgesics, muscle relaxants,
sedation, or general anesthesia.10 All of our TMJ
dislocation patients underwent manual reduction
with recumbent technique or supine position
technique. This method provides adequate vision
of intraoral and dynamic occlusion of the patients.
We gave force application involves thumb
pressure on the occlusal area of the lower
posterior teeth and the anterior portion of the
ascending ramus.
Jiantao Xu et al reported that the
manipulation is biomechanically more flexible in
the supine position technique than the other
conventional method (Hippocrates technique).
He also concluded that the TMJ dislocation
reduction with this technique shortened operation
time and reduced pain perception of the patient.27
Huang et al reported that TMJ
dislocations more than 30 days could not be
treated by conventional manipulation even with
muscle relaxation performed under general
anesthesia, they recommended that persistent
TMJ dislocation more than 4-12 weeks should
treated by open reduction. There were several
different techniques have been reported for
treatment
of
chronic
TMJ
dislocations.
Meniscectomy, condylectomy, coronoidectomy,
vertical ramus osteotomy had been reported in
the previous studies.11
The SARS-CoV-2 found firstly in
December 2019 in Wuhan, China, since that day,
it spread massively in China and the other parts
of the world, this pandemic caused unpredictable
disruption to oral and maxillofacial surgeon in
secondary and tertiary healthcare services. the
pandemic had any impact on patients presenting
TMJ dislocations and their management. In
Addition, COVID-19 transmission occurs via
aerosols, therefore assessment of aerosol
generating procedures (AGPs) including manual
reduction in patients with TMJ dislocations was a
particular interest that need modification of
treatment. The medical assessment is performed
the day before surgery before admission
screened the risk of Covid-19.28,29
In our hospital, patients presented in
emergency unit and screened if the patients have
atypical symptoms, as seen with COVID-19, after
screening, patients which categorized with nonsuspect case confirmed by rapid antigen test (All
Volume ∙ 15 ∙ Number ∙ 3 ∙ 2022
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of our patients in this report confirmed with
negative results for SARS-COV-2). Patients
which categorized with high suspect continued
the screening with nasopharyngeal swab RTPCR test. The screening and test were
performed before we made surgical intervention
in our patients. The most important in our
protocol in emergency settings during pandemic
is wearing personal protective equipment (PPE)
for the surgeon.

Conclusions
Temporomandibular disorders including
temporomandibular dislocation are a class of
chief complaint and clinical manifestations
involving the temporomandibular joint, dislocation
of the TMJ is a condition in which condylar
processes does not reverse and displaced from
its normal position in the glenoid fossa to the
articular eminence. This condition can occur in
the anterior, posterior, medial or lateral direction.
The fundamental objective of treatment for TMJ
dislocation to restore the normal position and
function of TMJ, reduce pain, and increased
patient’s quality of life. The optimal treatment of
acute TMJ dislocation is early reduction with
different techniques to avoid the chronic
condition and complication. All of our patients
were successfully treated with manual reduction
(supine position technique). The COVID-19
pandemic had any impact on patients presenting
TMJ dislocations and their management, patients
presented in emergency and ICU unit was
screened and confirmed by rapid antigen test.
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No

Case
Demogra
phics

Chief
Complaint

1.

Female/38 yo

2.

Female/
yo

3.

Female/46 yo

4.

Male/52 yo

5.

Male/ 21 yo

6.

Female/20 yo

Inability to closed her mouth 7
hours before
hospital
admission

7.

Female/58 yo

8.

Female/40 yo

Inability to closed
her mouth after
shouted, 6 hours
before hospital
admission
Inability to closed
her mouth after
yawning, 6 hours
before hospital
admission

42

Other
medical
condition
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Diagnosis

Treatment

Inability to closed
Bilateral TMJ
her mouth after
Dislocation
yawning 12 hours
before hospital
admission
Inability to closed Pulmonary
TMJ Dislocation
her mouth after
diseases history
yawning and
cough
Inability to closed
her mouth after
yawning 2 hours
before hospital
admission
Unresponsivenes
s patient after
traffic accident

Hypertension
(160/100)

Intracerebral
hemorrhage,
GCS 9

- Intravenous
Diazepam and
Ketorolac
- Repositioning in
emergency room
- Intravenous
Diazepam and
Ketorolac
- Reposition in
emergency room
Recurent TMJ - Intravenous
Dislocation
Diazepam
- Reposition in
emergency room
TMJ Dislocation - Reposition in ICU
with intubation
- Injection sedative
agent
Subluxation TMJ Reposition in
Dislocation
emergency room
Acute TMJ
-Intravenous
Dislocation
Diazepam and
Ketorolac,
ranitidine
- Reposition with
total intravenous
sedation after
manual reposition
in emergency
room did not work
Reposition Without
analgesic
intravenously
Reposition without
intravenous
analgesics and
sedation

Table 1. Summary of eight cases of TMJ dislocations identified and treated in Central Sulawesi
tertiary care center. (Undata Hospital, Indonesia), including the chief complaint, diagnosis, and
management of the patients.
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