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INTRODUCTION:
Temporomandibular joint (TMJ) dislocation is characterized by 
displacement of the mandibular condyle from the glenoid fossa[1]. 
The temporary or incomplete dislocation that the patient can overcome 
himself/herself within a few hours is called subluxation[2]. It can 
occur during yawning, eating, endoscopy, intubation, and dental work 
requiring prolonged opening of the mouth. Dislocation of TMJ has 
been classied into acute, recurrent, or chronic; unilateral or bilateral 
[3]. TMJ evaluation is a key component of the preoperative airway 
examination as suggested by The American Society of 
Anesthesiologist practice guidelines for the management of the 
difcult airway[4]. However, anesthesiologist's manipulation during 
intubation or extubation can also lead to TMJ dysfunction or 
dislocation. The incidence of TMJ dysfunction following 

endotracheal intubation is reported to be 5% [5]. TMJ dislocation is not 
always obvious and can be easily overlooked. If recognized in acute 
condition manual reduction of the joint back into the gleniod fossa is 
possible.  In rare situations, TMJ dislocation may remain undiagnosed 
for a long period. This may include severe illness, neurological 
diseases, tetanus and prolonged hospitalization with oral intubation 
and sedation. It can be easily overlooked especially by clinicians who 
are unfamiliar with this condition.[6] When presented late, closed 
reduction becomes very difcult due spasm of the masticatory 
muscles, morphological changes, progressive brosis, and adhesions 
in and around the dislocated joint[7] Thus, surgical approach becomes 
necessary. There are numerous surgical procedures that have been 
discussed in the literature. 

Here we present a case report on surgical management of post-
operative case of Squamous cell carcinoma (SCC) of Right Lower 
Gingivobuccal sulcus (LGBS) treated in a cancer hospital, with long 
standing bilateral TMJ dislocation diagnosed 2 months postoperatively.

Case Report:
A 51-year-old male patient reported with the chief complaint of 
inability to close his mouth since 2 months following surgery for SCC 
of the right LGBS in a Cancer Hospital. The patient was on Ryle's tube 
feeding post-surgery, so the inability to close his mouth came to the 
notice on resumption of oral feeding. He also gives a history of 
bilateral pain in the auricular and preauricular region and an increase in 
pain and swelling in the right side of the face after previous attempts to 
manually reduce the jaw.

Extraorally the mandible was found to be virtually immobile in the 
horizontal plane and in a prognathic relationship to the maxilla along 
with presence of open bite. There was an obvious preauricular 

depression bilaterally. Intraoral ndings included anterior and 
posterior open bite, and interincisal opening of 35 mm. Loss of 
alveolar bone and missing tooth irt 42-48 region. Radiologic 
examination (orthopantomogram) showed marginal mandibulectomy 
extending from 42 to the sigmoid notch region and conrmed the 
diagnosis of bilateral anterior dislocation of TMJ with right 
mandibular ramus fracture. (Fig 1)

No manual reduction was attempted at our centre due the presence of 
fracture at the ramus region and the patient was planned for surgical 
intervention. Patient was taken to OT and premedicated and 
nasoendotracheal intubation was done. Under all aseptic and antiseptic 
conditions, manual reduction was attempted in OT under GA, but with 
failed results. Then left submandibular incision was given and 
subplatysmal ap was elevated. After exposing the ramus region, 
osteotomy (External Vertical Ramus Osteotomy, EVRO) was done 
from the sigmoid notch to the level of the lower border of the mandible 
in the angle region. Intraoral incision was given and fracture site was 
exposed. The malunited fracture segment was refractured using chisel 
and mallet. Following this manual manipulation of the mandible was 
done to bring it into occlusion but failure to achieve occlusion by this 
procedure lead us to expose and explore the previous surgical site to 
relieve the brous adhesions. So the surgical site was explored through 
the previous scar in the right submandibular region with lip split and all 
the brous attachments were released. Following this again manual 
manipulation of the mandible was done and occlusion was achieved 
successfully. Arch bar was placed and maxillomandibular xation 
(MMF) done. After stabilizing the occlusion, xation of the left EVRO 
and right ramus fracture was done with titanium plates (Fig 2). Closure 
was done in layers.

Immediate post-operative OPG shows teeth in proper occlusion and 
patient being able to close his mouth (Fig 3). Active mouth opening 
exercises were followed after 1 week postoperatively. Patient received 
adjuvant RT following the surgery. The 6 months follow up showed the 
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ABSTRACT
Temporomandibular joint (TMJ) dislocation is characterized by displacement of the mandibular condyle from the glenoid fossa. There are various 
reasons for the dislocation of TMJ, among which iatrogenic dislocation is one of the cause which is generally overlooked. Acute dislocations can be 
corrected by various conservative methods like manual reduction, but long standing chronic dislocation requires surgical management. Here we 
present a case report of an unrecognized and delayed diagnosed case of bilateral condylar dislocation following oral cancer surgery under general 
anaesthesia with iatrogenic fracture of ramus of mandible which was managed surgically by vertical ramus osteotomy and ORIF.
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patient with proper occlusion but mild decrease in mouth opening.  No 
other complications or functional limitations were seen. 

DISCUSSION:
TMJ dislocation occurs when one or both mandibular condyles are 
displaced in out of the articular eminence. Most cases are 
nontraumatic. Acute TMJ dislocation is easy to manage and should be 
done as early as possible.

Chronic TMJ dislocation is a challenging situation to manage. The 
manual reduction should be attempted initially but good results are 
rarely obtained.[7] In our patient, the diagnosis of TMJ dislocation was 
delayed. It was unclear when the dislocation occurred; it could have 
been any time during intubation or extubation, intraoperatively or in 
the postoperative period. Several factors were present that 
compounded the delay in diagnosis: the most important was the 
elimination of the oral route of feeding due to the intraoral surgical site, 
the associated pain and symptoms of surgery which masked the signs 
of TMJ dislocation due to the site of previous surgery, pain 
medications prescribed after surgery and the somnolent behavior of the 
patient in the postoperative period. Another reason could possibly be 
due to the unfamiliarity of the attending staffs to the symptoms of 
condylar dislocation.

After dislocation occurs, spasms of the masseter and pterygoid muscle 
worsen over time.[6] If a mandible is dislocated for a long period of 
time, it induces morphological alterations in the intrinsic and extrinsic 
ligaments of the TMJ and atrophy of masticatory muscles [8] In our 
patient, besides these, there was brosis and adhesions of previous 
surgery and also the presence of iatrogenic fracture of mandible which 
made the surgical plan very challenging. 

There are numerous surgical procedure described in literature [9] and 
taking various factors into consideration the procedure chosen by us 
was vertical subsigmoid osteotomy (EVRO). This  procedure does not 
maintain the relationship between condyle and glenoid fossa, instead 
maintains a new joint position and at the same time corrects occlusion. 
The proper occlusion was adequately achieved after surgery with mild 
reduction of mouth opening postoperatively, which was satisfactory 
for the patient. 
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