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Abstract
Background/Purpose: The aim of this study was to characterize the condylar bone changes in the temporomandibular 
region using cone-beam computed tomography (CBCT) and to determine the prevalence of these changes in a population. 
Materials and Methods: CBCT images of the temporomandibular joints (TMJs) of 795 patients (426 females, 
369 males) were retrieved from the computer database. The cross-sectional, coronal and sagittal views of 1-mm-thick 
sections of the TMJ were generated using CBCT. Age, gender, and bone changes on both condyles were recorded, 
and data were analyzed using a Chi-square test and McNemar’s test to evaluate comparisons between qualitative 
data (IBM Corp., Armonk, NY). 
Results: No bone changes were observed in 78.4% (n = 623) of the TMJ samples obtained from the right side. Osteoarthritic 
changes were observed in 17.9% (n = 142) and developmental changes in 2.6% (n = 21) of the cases. On the left side, 
osteoarthritic changes were observed in 11.6% (n = 142) of the cases while developmental changes were observed in 
2.6% (n = 21). Moreover, 82.4% (n = 655) of the TMJ samples showed no changes. When the age groups were compared in 
samples obtained from both right and left TMJs, the prevalence of bone changes increased by the age of 60 years and older.
Conclusion: The prevalence of degenerative condylar bone changes increased with increasing age and was more 
frequent in women and right condyle.
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Introduction

Temporomandibular joint (TMJ) disorder is a term describing 
the pain and dysfunction of the muscles of mastication and 
the TMJs.[1] The most common clinical signs and symptoms 
of TMJ disorders are joint and muscle pain, mouth‑opening 

limitation, clicking and crepitation.[2] TMJ disorders have 
several etiologic factors, such as trauma, emotional stress, 
degenerative diseases, muscular hyperactivity, inflammatory 
and orthopedic instability.[1] It is important to identify osseous 
abnormalities of the TMJ.[3‑7] Scrivani et al.[8] focused on the 
most common forms of TMJ disorder, including myofacial 
pain, intra‑articular disc derangement, and osteoarthritis, 
and proposed different treatment options for each form. As a 
result, these authors emphasized the importance of carefully 
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evaluating the presence or absence of osseous abnormalities 
that affect the treatment of TMJ disorders.

The temporomandibular joint can be viewed using 
panoramic and transcranial radiographs, conventional 
computed tomography (CT), cone‑beam computed 
tomography (CBCT), magnetic resonance imaging (MRI) and 
arthrography. Monitoring this area can be difficult due to the 
superimposition of adjacent structures, different angulations of 
the condyle, limitations of mouth opening in some patients and 
mandibular movements during the examination.[9] Although 
several imaging techniques have been used to evaluate the 
TMJ, it is essential to obtain a clear and precise image of this 
region.[10] The American Academy of Oral and Maxillofacial 
Radiology has established the rationale for image selection for 
the diagnosis, treatment and follow‑up of conditions affecting 
the TMJ. The advantages, disadvantages and indications 
were set for evaluating TMJ structures, but the imaging of 
condylar changes, such as erosions and osteophytes, could not 
be addressed.[11] Most studies have agreed that the imaging 
of bony abnormalities is adequately accomplished through 
CT.[12‑14] Westesson et al.[14] compared CT with MRI and 
reported that although both methods were adequate for the 
detection of bony abnormalities, CT depicted the osseous 
abnormalities with finer detail than MRI.

Cone beam computed tomography was introduced during 
the last decade. This technique uses X‑ray exposure in 
cone shapes instead of slices, similar to spiral CT, for image 
acquisition. However, CBCT requires less X‑ray exposure, 
and lower cost to the patient than the spiral CT and this 
method captures images in a single rotation of the X‑ray 
source.[13,15,16] Honda et al.[13] determined that CBCT has 
diagnostic capabilities equal to or greater than those of 
helical CT. These authors emphasized that CBCT was a 
viable diagnostic alternative for detecting bony changes in 
the TMJ region, reflecting the decreased cost and radiation 
dose. The radiographic interpretation of the TMJ complex, 
including the condyle, using CBCT imaging facilitates the 
consistent and accurate detection of more subtle bone 
alterations occurring in the TMJ, such as subchondral 
cysts (pseudocyst, idiopathic bone cavity), subchondral 
sclerosis, osteophyte formation, surface erosion, ankylosis, 
depression, bifid condyle, hyperplasia, and hypoplasia, 
thereby simplifying subsequent clinical decisions.[17]

The aim of this study was to assess the prevalence of 
degenerative and other (congenital or developmental) types 
of bone changes in TMJs using CBCT, correlate these bony 
changes with age, gender, type of alteration, and evaluate 
distribution of bony changes in age groups.

Materials and Methods

The CBCT images of the TMJs of patients with dental 
complaints visiting the Marmara University Department of 

Oral Diagnosis and Radiology Clinic from 2010 to 2013 were 
retrieved from the computer database and subsequently 
assessed by a radiologist (MM). The samples included the 
TMJ images of 795 patients (426 females and 369 males) 
obtained by the same operator using a ProMax 3D Mid 
imaging device (PlanmecaOy, Helsinki, Finland) operated at 
90 kVp and 10 mA. The CBCT scans were directly assessed 
on a monitor screen (Monitor 23‑inch Acer 1920 × 1080 
pixel HP Reconstruction PC). These images were obtained 
using the following CBCT acquisition protocol:
• Voxel thickness: 0.20 mm
• Thickness of the sagittal and coronal slice along the 

longitudinal axis of the mandibular condyle: 1 mm
• Acquisition volume: Maxilla and mandible
• Time: 36 s
• Parameters: 90 kVp and 10 mA
• Field of view: 16 cm × 16 cm.

All digital images were viewed using Romexis 2.92 
software (PlanmecaOy, Helsinki, Finland). The primary 
reconstruction of the raw data was restricted to the TMJ 
cross‑sectional region (approximately 1 cm superior to the 
mandibular fossa and 1 cm inferior to the condylar neck); 
1‑mm‑thick coronal and sagittal views of the TMJ were 
generated. To reconstruct these images, the examined 
condyle was traced 1 cm medio‑laterally to generate sagittal 
cross‑sectional projections and 1 cm anterio‑posteriorly 
for coronal cross‑sectional projections on the axial view. 
The software generated individual coronal and sagittal 
cross‑sectional reconstructions parallel to the long axis of the 
condyle. The thickness of the image slices was 1 mm, and 
the distance between the slices was 1 mm for both coronal 
and sagittal reconstructions. To ensure efficient evaluation, 
a clinician (MOB) in the Department of Oral Diagnosis and 
Radiology evaluated the images. During meetings for the 
pilot study, a specialist working in the Department of Oral 
Diagnosis and Radiology trained the radiology specialists, 
and an agreement on the objective criteria for the qualitative 
evaluation of the images was forged among the evaluators. 
The right and left TMJs were evaluated separately, resulting 
in a total of 1590 TMJ images. The images were directly 
assessed on a computer monitor screen (Monitor 23 inch acer 
1920 × 1080 pixel HP Reconstruction PC). Age, gender, and 
osseous changes were recorded on an evaluation sheet for 
each patient. To avoid misinterpretation, the observed bone 
changes had to be detected in at least two consecutive slices. 
The osteoarthritic and bone changes evaluated in the present 
study included flattening (a flat bony contour deviating from 
the convex form) [Figure 1], erosion (an area of decreased 
density of the cortical bone and the adjacent subcortical 
bone) [Figures 2 and 3], osteophyte (marginal bony outgrowths 
on the condyle) [Figure 4], sclerosis (an area of increased density 
of the cortical bone extending into the bone marrow) [Figure 5], 
ankylosis (hyperplastic and irregular contours of the condyle 
with absence of joint spaces), depression (a concave bony 
contour), pseudocyst‑bone cavity (well‑circumscribed 
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osteolytic adjacent subcortical bone area without cortical 
destruction) [Figure 6], bifid condyle (duplication of the 
mandibular condyle head) [Figure 7], hyperplasia (excessive 
growth of the condyles, where irregular enlargement of the 
condylar neck is observed) and hypoplasia (milder, shorter and 
poorly formed condylar processes).

Statistical analysis
The data were analyzed using Statistical Package for IBM 
SPSS Statistics for Windows, Version 22.0 (IBM Corp., 

Armonk, NY, USA). Descriptive statistical methods 
were used to evaluate the data. The Chi‑square test and 
McNemar’s test were used to evaluate comparisons between 
qualitative data. Significance was accepted at the P < 0.05 
level.

Results

This study was based on CBCT images of 369 males and 
426 females between 20 and 84 years of age (40.65 ± 13.99). 

Figure 1:	Coronal	sections	showing	flattening	of	the	right	condyle

Figure 2: Coronal and sagittal sections showing erosion on the right and left condyles

Figure 3:	Cross-sections	showing	erosion	on	the	right	condyle
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Although no bony changes were observed on the right side 
in 78.4% (n = 623) of the TMJs, osteoarthritic changes were 
observed in 17.9% (n = 142) of the cases and developmental 
changes in 2.6% (n = 21). On the left side, osteoarthritic 
changes were observed in 11.6% (n = 92) of the cases and 
developmental changes in 2.6% (n = 21), although no 

changes were detected in 82.4% (n = 655). Developmental 
and osteoarthritic changes were observed in 1.1% and 3.4% 
of the TMJs in the right and left sides, respectively [Table 1].

The difference in the prevalence of the bony changes between 
the left and right sides were statistically significant (P = 0.001; 

Figure 5: Coronal sections showing sclerosis on medial side of the right condyle

Figure 6:	Cross-sections	showing	bone	cavities	on	the	left	condyle

Figure 7:	Coronal	sections	showing	a	bilateral	bifid	mandibular	condyle

Figure 4:	Cross-sections	showing	osteophyte	formation	on	the	right	condyle
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P < 0.01) [Table 2]. Osteoarthritic changes detected on the 
right side were higher compared with the left side.

The distribution of bone changes in TMJs based on 
gender and age are shown in Tables 3 and 4. When 

the age groups were compared for the right TMJs, the 
prevalence of bone changes increased for individuals aged 
60 years and older (35.8%). While there was no difference 
between individuals less than 60 years of age (P = 0.201, 
P > 0.05), individuals aged 60 years and older showed 
higher prevalence and this difference was statistically 
significant (P = 0.001, P < 0.01). Furthermore, the 
prevalence of osteoarthritic bony changes on the right 
side was higher in females (21.6%) than in males (13.6%), 
and this difference was statistically significant (P = 0.019, 
P < 0.05) [Table 3].

When the age groups were compared for left TMJs, the 
prevalence of bony changes increased for individuals 
aged 60 years and older (24.9%). Although there was 

Table 1: The distribution of bony changes on the left 
and right sides
Bony changes n (%)

Right Left
No 623 (78.4) 655 (82.4)

Osteoarthritic 142 (17.9) 92 (11.6)

Developmental 21 (2.6) 21 (2.6)

Osteoarthritic+developmental 9 (1.1) 27 (3.4)

Table 2: Comparison of the condylar bony changes between the left and right sides
Bony changes Left n (%)

None Osteoarthritic Developmental Osteoarthritic+developmental Total
Right

None 562 (70) 38 (4.8) 14 (1.8) 9 (1.1) 623 (78.4)

Osteoarthritic 74 (9.3) 51 (6.4) 3 (0.4) 14 (1.8) 142 (17.9)

Developmental 16 (2.0) 1 (0.1) 4 (0.5) 0 (0) 21 (2.6)

Osteoarthritic+developmental 3 (0.4) 2 (0.3) 0 (0) 4 (0.5) 9 (1.1)

Total 655 (82.4) 92 (11.6) 21 (2.6) 27 (3.45) 795 (100)

P 0.001**
McNemar’s test. **P<0.01

Table 3: Condylar bony changes according to age and gender on the right side
Condylar bony changes (right side) n (%) P

No Osteoarthritic Developmental Osteoarthritic+developmental
Age

20‑29 187 (85.8) 26 (11.9) 5 (2.3) 0 (0) 0.001**

30‑39 142 (79.8) 27 (15.2) 5 (2.8) 4 (2.2)

40‑49 129 (77.2) 32 (19.2) 5 (3.0) 1 (0.6)

50‑59 114 (75.5) 28 (18.5) 6 (4.0) 3 (2.0)

60+ 51 (63.0) 29 (35.8) 0 (0) 1 (1.2)

Gender

Male 307 (83.2) 50 (13.6) 9 (2.4) 3 (0.8) 0.019*

Female 316 (74.2) 92 (21.6) 12 (2.8) 6 (1.4)
Chi‑square test. *P<0.05, **P<0.01

Table 4: Condylar bony changes according to age and gender on the left side
Condylar bony changes (left side) n (%) P

No Osteoarthritic Developmental Osteoarthritic+developmental
Age

20‑29 187 (85.8) 18 (8.3) 8 (3.7) 5 (2.3) 0.003**

30‑39 151 (84.8) 18 (10.1) 2 (1.1) 7 (3.9)

40‑49 131 (78.4) 22 (13.2) 9 (5.4) 5 (3.0)

50‑59 128 (84.8) 14 (9.3) 2 (1.3) 7 (4.6)

60+ 58 (71.6) 20 (24.7) 0 (0) 3 (3.7)

Gender

Male 322 (87.3) 29 (7.9) 10 (2.7) 8 (2.2) 0.004*

Female 333 (78.2) 63 (14.8) 11 (2.6) 19 (4.5)
Chi‑square test. *P<0.05, **P<0.01
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no difference between individuals under 60 years of 
age (P = 0.216, P > 0.05), individuals 60 years and 
older showed higher prevalence and this difference 
was statistically significant (P = 0.003, P < 0.01). In 
addition, the prevalence of osteoarthritic bony changes 
in females (14.8%) was higher than that in males (7.9%), 
and this difference was statistically significant (P = 0.004, 
P < 0.01) [Table 4].

The distribution of the several bone changes on the left 
and right sides is shown in Table 5. The most frequent 
osteoarthritic changes observed on the right side were 
erosion, flattening and bone cavity. However, the most 
frequent osteoarthritic changes observed on the left side 
were flattening, erosion and bone cavity while the most 
frequent osteoarthritic condylar bony changes on both the 
left and right joints were flattening, erosion, and bone cavity. 
Depression, hypoplasia, and hyperplasia were observed on 
the right side while hypoplasia, depression, and hyperplasia 
were the most common developmental findings on the left 
side. Sclerosis, ankylosis, and bifid condyle were the least 
frequent radiographic findings for both sides.

Discussion

Mandibular condyle morphology is characterized by a 
rounded bone projection with a biconvex contour in 
the superior aspect and oval surface on the axial plane. 
Typically, the antero‑posterior dimension is shorter than 
the medial‑lateral dimension, whose ends are called medial 
and lateral poles.[18] A variation in the condylar morphology 
occurs with age, gender, facial type, infection, occlusal 
force, functional load, malocclusion type between right 
and left sides and the onset of developmental or congenital 
osteoarthritis. Developmental disturbances involving the 
TMJ might result in anomalies in the size and shape of the 
condyle.[19] Hyperplasia, hypoplasia, agenesis, depression 
and bifid condyle formation might be evident upon 
radiographic examination of the joint.[17]

Furthermore, prevalent morphologic changes are detected 
in the TMJ of elderly persons due to the onset of joint 
degeneration.[8,17,20] Osteoarthritis is a noninflammatory 
disorder of the joints characterized by joint degeneration and 
proliferation.[21] Although osteoarthritis is an age‑related 
disease, recent studies have identified osteoarthritis in a 
majority of young patients.[17] The proliferative component 
of this process is characterized by new bone formation at the 
articular surface and subchondral region.[21] Radiographic 
findings in degenerative joint disease might include 
narrowing of the joint space, irregular joint space, flattening 
of the articular surfaces, sclerosis and erosion of the condylar 
bone surface, and subchondral cyst, and in the later stages, 
osteophyte formations.[19,22,23] In the present study, we listed 
the potential bone changes in TMJ patients of all age groups.

Koyama et al.[24] investigated condylar bone changes in 
1032 joints from 516 subjects to clarify the incidence 
and type of bone changes in the TMJ in patients with 
temporomandibular disorders (TMDs) using CT. These 
authors observed condylar bone changes in 63.7% (n = 617) 
of these individuals. Pontual et al.[9] evaluated the images 
of patients with clinical symptoms of TMJs, showing a high 
prevalence (71%) of degenerative bone alteration in TMJs. 
Cho and Jung[25] showed that the prevalence of osteoarthritic 
changes was higher in symptomatic (26.8%) than in 
asymptomatic adolescents (9.9%). Kurita et al.[23] reported 
a significant relationship between the presence of TMJ pain 
upon mandibular function and osteoarthritic changes at 
the articular surface. In contrast, Palconet et al.[26] showed 
a poor correlation between condylar changes observed on 
CBCT and pain or other clinical signs and symptoms in 
TMJ osteoarthritis. Hence, we randomly selected CBCT 
images of the TMJs of patients with different complaints, 
regardless of the development of clinical symptoms, who 
visited the clinic. The results showed a lower prevalence 
compared with the results of previous studies.

Pontual et al.[9] showed a high prevalence of degenerative 
bone alteration, which occurred more frequently in females 
and increased with age. According to Alexiou et al.[27] 
patients in older age groups had more frequent and more 
severe bone changes than those in younger age groups, 
reflecting the development of TMJ osteoarthritis. Similarly, 
a number of studies have shown that osteoarthritis increases 
with age and occurs more commonly in females than in 
males.[7,28‑30] Researchers have suggested that the increased 
occurrence of osteoarthritic changes in women reflect 
hormonal influences of estrogen and prolactin, which might 
exacerbate the degradation of cartilage and articular bone 
and stimulate a series of immunological responses in the 
region.[31] In the present study, when the age groups were 
compared, the prevalence of bone changes increased in 
individuals aged 60 years and older, while there was no 
difference between individuals under 60 years of age, and 
the prevalence of bone changes in women was higher than 

Table 5: The types of condylar bony changes on the 
left and right sides

n (%)

Right Left
Flattening 50 (6.3) 49 (6.2)

Erosion 55 (6.9) 30 (3.8)

Bone cavity 32 (4.0) 22 (2.8)

Sclerosis 25 (3.1) 21 (2.6)

Depression 17 (2.1) 16 (2.0)

Osteophyte 17 (2.1) 15 (1.9)

Hypoplasia 13 (1.6) 19 (2.4)

Hyperplasia 12 (1.5) 8 (1.0)

Bifid condyle 6 (0.8) 6 (0.8)

Ankylosis 1 (0.1) 2 (0.3)

Total 228 (28.6) 188 (23.6)
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that in men. Conversely, Cho and Jung[25] investigated 
TMJ osteoarthritis in children and adolescents with or 
without TMD symptoms. These authors reported a higher 
prevalence of osteoarthritic changes in adolescents in 
the older age group. In addition, while the asymptomatic 
group showed no significant gender differences, in the 
symptomatic group, the prevalence of osteoarthritic 
changes was higher in males than in females. Moreover, 
Crusoé‑Rebello et al.[32] and Isberg et al.[33] did not observe 
an association between increased age and the prevalence of 
bone changes and concluded that individuals 20–49 years 
of age showed more frequent TMJ changes. Crusoé‑Rebello 
et al.[32] also observed no relationship between males and 
females, concluding that hormones did not play a role in 
the TMJ derangements.

In the present study, the distribution of osteoarthritic bone 
changes in TMJs based on left and right sides were observed 
in 11.6% (n = 142) and 17.9% (n = 142), respectively, 
in 1590 TMJs. Osteoarthritic changes were also detected 
more frequently on the right side than on the left side. In 
addition, the higher percentage of bony changes on the 
right side might reflect the chewing habits of people who 
typically use the right sides of their jaws. Pontual et al.[9] 
showed that although a higher prevalence of left‑side TMJs 
with bone changes was observed, this difference was not 
significant compared with the prevalence on the right side. 
Crusoé‑Rebello et al.[32] assessed the influence of horizontal 
angulation on the degenerative bone changes in the TMJ, 
suggesting that one joint influenced the other and that 
the movements of the mandible were coordinated by both 
joints; consequently, these joints could not be considered 
separately.

Degenerative bony changes on the condylar bone 
surface should be carefully diagnosed using radiographic 
examinations and are characterized by radiological 
findings of erosion, flattening, sclerosis, subchondral cysts, 
and osteophytes.[6,8,34] In addition to these symptoms, 
developmental changes, such as hyperplasia, hypoplasia, 
agenesis, depression and bifid condyle formation, have 
been observed on the condylar surface. In the present 
study, erosion (n = 55, 6.9%), flattening (n = 50, 6.3%), 
and bone cavity (n = 32, 4%) were observed on the right 
side, while flattening (n = 49, 6.2%), erosion (n = 30, 
3.8%), and bone cavity (n = 22, 2.8%), similar to 
osteoarthritic bone changes, were the predominant findings 
on the left side. On the right side, depression (17 joints, 
2.1%), hypoplasia (13 joints, 1.6%), and hyperplasia (12 
joints, 1.5%) were observed, and on the left side, 
hypoplasia (19 joints, 2.4%), depression (16 joints, 2%), 
and hyperplasia (eight joints, 1%) were the most common 
developmental findings. Ankylosis (n = 1, 0.3%) and 
bifid condyle (n = 6, 0.8%) were the least frequent 
radiographic findings for both sides. Pontual et al.[9] 

observed that flattening (59%) and flattening accompanied 
by osteophyte (29%) were the most common findings in 
the population and explained that the high prevalence 
of flattening represents an adaptive alteration, the first 
change of a progressive disease, degenerative change 
secondary to internal derangement and might be associated 
with the overload of the masseter and temporal muscles 
to the TMJ. Cho and Jung[25] showed that erosion was the 
most common change for the symptomatic group (15.6%), 
whereas sclerosis was the most common change for the 
asymptomatic group (5.4%). In addition, these authors 
demonstrated that erosion was more frequently observed 
in subjects with pain or limited mouth opening. Alexiou 
et al.[27] observed that erosion, flattening, and osteophyte 
were the most common radiographic findings in the 
condylar head, although sclerosis was the least frequent 
radiographic finding. Nah[35] reviewed the data of 440 TMJs 
from 220 consecutive TMJ patients, and the most frequent 
osteoarthritic bony change observed was sclerosis (n = 133, 
30.2%), followed by surface erosion (n = 129, 29.3%), 
flattening (n = 112, 25.5%), osteophytes (n = 35, 8%) 
and subcortical cysts (n = 24, 5.5%). In addition, these 
authors recorded developmental bony changes, such as 
hypoplastic condyles (n = 53, 12%), hyperplasia (n = 1), 
and morphological deviation (n = 58, 13.2%), which 
included 33 TMJs in a cane shape, 16 TMJs with lateral or 
medial pole depression, six TMJs with posterior condylar 
surface flattening and three TMJs with a bifid‑shaped 
condyle.[35] The prevalence of osteoarthritic bony changes 
observed by these authors was higher than that observed 
in the present study and lower than the results reported 
by Cevidanes et al.[36] These authors indicated condylar 
flattening in 60% of cases and osteoarthritic surface 
irregularities, such as erosions and osteophytes, in 40% 
of condyles in painful TMJs. As we examined patients 
attending the clinic for different complaints using CBCT 
examination, the results obtained in the present study were 
lower, but the distribution in the rates of bony changes was 
consistent with other studies.

Conclusion

There is a degenerative bone alteration in TMJs, which 
occurs more frequently in women and in the right condyle. 
The prevalence of degenerative bone changes increased 
with age, particularly in individuals aged 60 years and older. 
Flattening, erosion and bone cavity are the most prevalent 
types of degenerative bone changes observed.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

[Downloaded free from http://www.njcponline.com on Monday, April 04, 2016, IP: 41.132.79.253]



Borahan, et al.: Evaluation of bony changes in TME region

266 Nigerian Journal of Clinical Practice • Mar-Apr 2016 • Vol 19 • Issue 2

References

1. Okeson JP, editor. Etiology of functional disturbances in the masticatory system. 
In: Management of Temporomandibular Disorders and Occlusion. 4th ed. St. 
Louis (MO): Mosby; 1998. p. 149‑79.

2. Bronstein SL, Tomasetti BJ, Ryan DE. Internal derangements of the 
temporomandibular joint: Correlation of arthrography with surgical findings. 
J Oral Surg 1981;39:572‑84.

3. Akerman S. Morphologic, radiologic and thermometric assessment of 
degenerative and inflammatory temporomandibular joint disease. An autopsy 
and clinical study. Swed Dent J Suppl 1987;52:1‑110.

4. Tsuruta A, Yamada K, Hanada K, Hosogai A, Kohno S, Koyama J, et al. The 
relationship between morphological changes of the condyle and condylar 
position in the glenoid fossa. J Orofac Pain 2004;18:148‑55.

5. Sato S, Kawamura H. Changes in condylar mobility and radiographic alterations 
after treatment in patients with non‑reducing disc displacement of the 
temporomandibular joint. Dentomaxillofac Radiol 2006;35:289‑94.

6. Campos MI, Campos PS, Cangussu MC, Guimarães RC, Line SR. Analysis of 
magnetic resonance imaging characteristics and pain in temporomandibular 
joints with and without degenerative changes of the condyle. Int J Oral 
Maxillofac Surg 2008;37:529‑34.

7. Wiese M, Svensson P, Bakke M, List T, Hintze H, Petersson A, et al. Association 
between temporomandibular joint symptoms, signs, and clinical diagnosis 
using the RDC/TMD and radiographic findings in temporomandibular joint 
tomograms. J Orofac Pain 2008;22:239‑51.

8. Scrivani SJ, Keith DA, Kaban LB. Temporomandibular disorders. N Engl J Med 
2008;359:2693‑705.

9. Pontual ML, Freire JS, Barbosa JM, Fraza MA, Pontual A, Silveira MM. Evaluation 
of bone changes in the temporomandibular joint using cone beam CT. 
Dentomaxillofac Radiol 2012;41:24‑9.

10. Lascala CA, Panella J, Marques MM. Analysis of the accuracy of linear 
measurements obtained by cone beam computed tomography (CBCT‑NewTom). 
Dentomaxillofac Radiol 2004;33:291‑4.

11. Brooks SL, Brand JW, Gibbs SJ, Hollender L, Lurie AG, Omnell KA, et al. Imaging 
of the temporomandibular joint: A position paper of the American Academy 
of Oral and Maxillofacial Radiology. Oral Surg Oral Med Oral Pathol Oral 
Radiol Endod 1997;83:609‑18.

12. Cholitgul W, Petersson A, Rohlin M, Tanimoto K, Akerman S. Diagnostic 
outcome and observer performance in sagittal tomography of the 
temporomandibular joint. Dentomaxillofac Radiol 1990;19:1‑6.

13. Honda K, Larheim TA, Maruhashi K, Matsumoto K, Iwai K. Osseous 
abnormalities of the mandibular condyle: Diagnostic reliability of cone beam 
computed tomography compared with helical computed tomography based 
on an autopsy material. Dentomaxillofac Radiol 2006;35:152‑7.

14. Westesson PL, Katzberg RW, Tallents RH, Sanchez‑Woodworth RE, 
Svensson SA. CT and MR of the temporomandibular joint: Comparison with 
autopsy specimens. AJR Am J Roentgenol 1987;148:1165‑71.

15. Tsiklakis K, Syriopoulos K, Stamatakis HC. Radiographic examination of 
the temporomandibular joint using cone beam computed tomography. 
Dentomaxillofac Radiol 2004;33:196‑201.

16. Winter AA, Pollack AS, Frommer HH, Koenig L. Cone beam volumetric 
tomography vs. medical CT scanners. N Y State Dent J 2005;71:28‑33.

17. Neville BW, Damm DD, Allen CM, Bouquot JE. Developmental defects of 
the oral and maxillofacial region. In: Oral and Maxillofacial Pathology. 2nd ed. 
Philadelphia: WB Saunders; 2002. p. 16‑8.

18. Yale SH, Allison BD, Hauptfuehrer JD. An epidemiological assessment 
of mandibular condyle morphology. Oral Surg Oral Med Oral Pathol 

1966;21:169‑77.
19. Hegde S, Praveen BN, Shetty SR. Morphological and radiological variations of 

mandibular condyles in health and diseases: A systematic review. Dentistry 
2013;3:154‑8.

20. Chen J, Sorensen KP, Gupta T, Kilts T, Young M, Wadhwa S. Altered functional 
loading causes differential effects in the subchondral bone and condylar 
cartilage in the temporomandibular joint from young mice. Osteoarthritis 
Cartilage 2009;17:354‑61.

21. Ferrazzo KL, Osório LB, Ferrazzo VA. CT images of a severe TMJ osteoarthritis 
and differential diagnosis with other joint disorders. Case Rep Dent 
2013;2013:242685.

22. Ong TK, Franklin CD. A clinical and histopathological study of osteoarthrosis 
of the temporomandibular joint. Br J Oral Maxillofac Surg 1996;34:186‑92.

23. Kurita H, Kojima Y, Nakatsuka A, Koike T, Kobayashi H, Kurashina K. Relationship 
between temporomandibular joint (TMJ)‑related pain and morphological 
changes of the TMJ condyle in patients with temporomandibular disorders. 
Dentomaxillofac Radiol 2004;33:329‑33.

24. Koyama J, Nishiyama H, Hayashi T. Follow‑up study of condylar bony changes 
using helical computed tomography in patients with temporomandibular 
disorder. Dentomaxillofac Radiol 2007;36:472‑7.

25. Cho BH, Jung YH. Osteoarthritic changes and condylar positioning of the 
temporomandibular joint in Korean children and adolescents. Imaging Sci 
Dent 2012;42:169‑74.

26. Palconet G, Ludlow JB, Tyndall DA, Lim PF. Correlating cone beam CT results 
with temporomandibular joint pain of osteoarthritic origin. Dentomaxillofac 
Radiol 2012;41:126‑30.

27. Alexiou K, Stamatakis H, Tsiklakis K. Evaluation of the severity of 
temporomandibular joint osteoarthritic changes related to age using cone 
beam computed tomography. Dentomaxillofac Radiol 2009;38:141‑7.

28. Poveda Roda R, Bagan JV, Díaz Fernández JM, Hernández Bazán S, 
Jiménez Soriano Y. Review of temporomandibular joint pathology. Part I: 
Classification, epidemiology and risk factors. Med Oral Patol Oral Cir Bucal 
2007;12:E292‑8.

29. Zhao YP, Zhang ZY, Wu YT, Zhang WL, Ma XC. Investigation of the clinical and 
radiographic features of osteoarthrosis of the temporomandibular joints in 
adolescents and young adults. Oral Surg Oral Med Oral Pathol Oral Radiol 
Endod 2011;111:e27‑34.

30. Petrikowski CG, Grace MG. Age and gender differences in temporomandibular 
joint radiographic findings before orthodontic treatment in adolescents. Oral 
Surg Oral Med Oral Pathol Oral Radiol Endod 1999;87:380‑5.

31. Yasuoka T, Nakashima M, Okuda T, Tatematsu N. Effect of estrogen replacement 
on temporomandibular joint remodeling in ovariectomized rats. J Oral 
Maxillofac Surg 2000;58:189‑96.

32. Crusoé‑Rebello IM, Campos PS, Rubira IR, Panella J, Mendes CM. Evaluation 
of the relation between the horizontal condylar angle and the internal 
derangement of the TMJ – A magnetic resonance imaging study. Pesqui Odontol 
Bras 2003;17:176‑82.

33. Isberg A, Hägglund M, Paesani D. The effect of age and gender on the onset 
of symptomatic temporomandibular joint disk displacement. Oral Surg Oral 
Med Oral Pathol Oral Radiol Endod 1998;85:252‑7.

34. Zarb GA, Carlsson GE. Temporomandibular disorders: Osteoarthritis. J Orofac 
Pain 1999;13:295‑306.

35. Nah KS. Condylar bony changes in patients with temporomandibular disorders: 
A CBCT study. Imaging Sci Dent 2012;42:249‑53.

36. Cevidanes LH, Hajati AK, Paniagua B, Lim PF, Walker DG, Palconet G, 
et al. Quantification of condylar resorption in temporomandibular joint 
osteoarthritis. Oral Surg Oral Med Oral Pathol Oral Radiol Endod 
2010;110:110‑7.

[Downloaded free from http://www.njcponline.com on Monday, April 04, 2016, IP: 41.132.79.253]


