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Temporomandibular joint dislocation in an epileptic and mentally retarded patient: a case report.
MabongoM
University of the Witwatersrand, School of Oral Health Sciences, 7 York Road, Park town, South Africa.

Temporomandibular joint (TMJ) dislocation is defined as an excessive forward movement of the
condyle beyond the articular eminence with complete separation of articular surfaces and fixation in
that position.' Theories regarding the pathogenesis of TMJ dislocation propose laxity of TMJ
ligaments or capsule, excessive activity of the lateral pterygoid muscle (LPM)and erosion of the
eminence'. TMJ dislocation can occur in an anterior, posterior, lateral and superior direction'.
Clinical presentation of dislocated TMJ includes inability to close the mouth, deviation of the
mandible away from the affected side in unilateral cases, hollowing in front of the tragus, spasm of
muscles of mastication and severe pain of the TMt Radiographs show an empty condylar fossa with
the condylar head located anterior to the articular eminence.
Anterior TMJ dislocation usually follows excessive mouth opening during yawning, laughing,
eclamptic fit and motor vehicle accident (MVA)'. Iatrogenic causes of TMJ dislocation are excessive
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mouth opening during dental treatment, intubation, and otorhinolaryngological procedures • Some
drugs are associated with TMJ dislocation, these include antiemetics such as metoclopramide and
compazine which produce extrapyramidal effects' and neuroleptic drugs". Systemic connective
diseases like Ehlers-Danlos and Marfan syndromes have also been implicated in TMJ
57
dislocations • The purpose of this article is to report management challenges of an epileptic and
mentally retarded patient with recurrent TMJ dislocation.

A Case Report
A 20 year old girl was brought by her grandmother
with a complaint of inability to close her mouth, which
according to the grandmother was caused by
dislocation of TMJ. The patient had been managed for
TMJ dislocations in a local health facility on a number
of occasions in the previous three years. She was
referred to the maxillofacial unit of the University of
the Witwatersrand because the dislocation could not be
reduced in the local facility.
The medical history revealed that the patient was
epileptic and mentally retarded. She developed
epilepsy after head injury. She was on tegritol,
lamotrigine, folic acid and omeprazole. In the
maxillofacial unit, relocation was done under local
anaesthesia. In the first three months she had about six
episodes of TMJ dislocations. In the fourth month the
episodes of dislocations increased to five per week.
At that stage it was agreed that surgery should be
performed to correct the dislocation. Clinical
photographs and orthopantomographs could not be
taken as the patient was uncooperative and non
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compliant. Lateral view radiographs of the TMJ were
taken while the patient was under sedation. These
showed the condyles of the mandible were out of the
fossa (Figure 1).
Due to increased frequency of TMJ dislocations and
the mental status of the patient, bilateral
eminectomies were recommended. In the theatre
preauricular incision and blunt dissection in an
anterior inferior direction up to the temporal fascia
was done to expose the superior joint spaces.
Eminencies were exposed (Figures 2A and 3A).
Osteotomies of the eminencies was done with a #702
burr and completed with osteotomies (Figures 2B
and 3B). The osteotomy sites were smoothened with a
flame shaped bur. The easy movement of the
mandible over the osteotomy site was confirmed. The
layered closure of the wounds was performed. The
patient was discharged 24 hours after the operation.
There were no signs of facial nerve deficits. No
exercises were carried out as the patient was
uncooperative. The patient was reviewed after a
week and mouth opening was good. No
complications occurred during and after the
operation. The patient was reviewed for 12 months
and no recurrence reported.
DISCUSSION
TMJ dislocation is a relatively uncommon condition,
as it accounts for 3% of all dislocations in the body 3.
During epilepsy, TMJ dislocation is believed to be
caused by excessive contraction of the lateral
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Figure 4: Flow chart of treatment modalities for TMJ dislocations

1) Treatment modalities for recurrent TMJ dislocation
2)
Surgical

Conservative (patient education,relocation, injection of materials into the joint or
capsule or muscle)

___________________________________________________________

Soft tissues
Hard tissues
(Capsullorhaphy,
the disc to the condylar head

Enhance path of condylar movement
(eminectomy, condylectomy)

Combination of hard & soft tissues
eminectomy, fixation of lateral ligament &myotomy of LPM)

Inhibit the path of condylar movement
(Dautrey's procedure, Augmentation of the eminence)

The flow chart above was used in deciding the ideal option for managing TMJ dislocation in this patient (Figure 4).

