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ABSTRACT

Temporomandibular joint (TMJ) dislocation is defined as excessive forward movement of
the mandibular condyle beyond the articular eminence with complete separation of the
articular surfaces and fixation in that position. A 54 years old man attended our
Emergency Department (ED) with complaints of slurred speech and inability to close his
mouth after upper gastroendoscopic procedures. Lateral craniography was obtained and
illustrated bilateral anterior dislocation of the patient's mandibular condyles. To confirm
the diagnosis urgent radiographic imaging is required without delay as the risk of
complications occurring increases as time elapses.
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1. INTRODUCTION

Temporomandibular joint (TMJ) dislocation is defined as excessive forward movement of the
mandibular condyle beyond the articular eminence with complete separation of the articular
surfaces and fixation in that position [1]. Anterior dislocation has been reported to occur after
opening the mouth wide such as when laughing, yawning, vomiting, taking a large bite,
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secondary to a convulsion, trauma, and iatrogenically after dental procedures and
anesthesia [2]. We present a case of a male patient with bilateral anterior TMJ dislocation
after upper gastrointestinal endoscopy.

2. CASE REPORT

A 54 years old male patient attended our Emergency Department (ED) with complaints of
slurred speech and inability to close his mouth. These complaints emerged after upper
gastroendoscopy that had been performed three hours earlier under local anesthesia using
xylocaine and without sedation. Significant drooling, tumescence in front of the TMJ region
and depression in the pre-auricular area associated with severe tenderness bilaterally were
noted (Fig. 1).

Fig. 1. A photograph showing bilateral tumescence at TMJ region

Lateral craniography was obtained that showed bilateral anterior dislocation of the
mandibular condyles (Fig. 2).
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Fig. 2. Lateral craniography of the patient showing anterior dislocation of the
mandibular condyles

Anterior TMJ dislocation was diagnosed and closed reduction was achieved under sedation
with midazolam with Nelatons manoeuver by placing two thumbs on the patient’s lower
molar teeth with the fingers wrapped externally around the mandibles bilaterally and applying
steady and firm pressure directed downwards and backwards [3]. He was then discharged
safely after a recovery period.

3. DISCUSSION

TMJ dislocation rarely complicates upper gastrointestinal endoscopy. Upon reviewing the
literature, five cases of anterior bilateral TMJ dislocations after upper endoscopy [4-6], two
cases after transoesophageal echocardiography [7,8] and one case after percutaneous
endoscopic gastrostomy (PEG) tube insertion where oropharyngeal intubation was
performed [9] were reported. Age, sex, endoscopist’s sedation procedure varied widely and
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no risk factors can be defined. Anterior TMJ dislocation usually complicates oropharyngeal
intubation.

TMJ dislocation is diagnosed clinically. Patients mostly present with TMJ pain, inability to
close the mouth, pre-auricular depression, and a prominent anterior mandibular head. The
presence of these clinical features requires immediate radiographic imaging so to confirm
the diagnosis. If reduction is delayed subsequent spasm of masseter and pterygoid muscles
make reduction more difficult [10]. Closed reduction should be attempted. Here, the usual
technique for reduction of dislocated TMJ was used. However there are some other methods
that have been reported in the literature for reduction of TMJ dislocation including the
extraoral technique [11], combining the extraoral and intraoral route [12] and the gag reflex
procedure [13].

If closed reduction fails open reduction should be performed [14]. After reduction the patient
must be informed about appropriate diet and mouth opening. Anti-inflammatory drugs can be
used for pain relief.

4. CONCLUSION

TMJ dislocation is a real emergency, easily managed and completely treatable. To avoid
TMJ dislocation care should be taken not to open the mouth beyond the physiological limit
during gastroendoscopy or oropharyngeal intubation. The recognition of the diagnostic
criteria of TMJ dislocation that may complicate these procedures is important to minimize the
risk of missed or delay in diagnosis of dislocation. Further investigation is needed to define
risk factors after upper endoscopic and oropharyngeal manipulation.
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