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ABSTRACT

Temporomandibular joint (TM]) recurrent dislocation is usu-
ally associated with jaw hypermobility or articular eminence
anatomy. Patients who have stroke experience (CVA) can pres-
ent joint and muscle tone changes, as laxity ligamentous and ap-
pearance of spastic muscle patterns in different parts of the body
such as shoulder, elbow, wrist, hip, knee and face. This study

reported two cases of patients with stroke sequelae who devel-
oped chronic dislocation of the jaw. It was concluded that these
two clinical conditions appear to have some correlation, further
studies with more patients needed to confirm this correlation.

KEYWORDS: Stroke; Mandibular dislocation; Temporoman-
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INTRODUCTION

The temporomandibular joint (TM]) is a synovial joint that,
in conjunction with muscle groups, allows mandibular rotation
and translation'2. Maximum physiological translation in the TM]
occurs when the greatest convexity point of the mandibular con-
dyle reaches the greatest convexity of the articular eminence.
When this translation exceeds the physiological limit, the man-
dibular condyle is displaced anteriorly beyond the articular emi-
nence. Some authors differentiate subluxation as displacement
of the condyle that can be self-reduced by the patient, and dislo-
cation as displacement that cannot be reduced by the patient'*
When dislocation in a patient becomes frequent and progres-
sively worse, the condition is referred to as habitual, chronic or
recurrent dislocation®. It is commonly associated with changes
in the articular anatomy, laxity of the temporomandibular liga-
ment or joint capsule and altered activity of muscles. However,
to date, there is only one report in the literature describing the
association between recurrent dislocation and stroke!?.

Patients who suffered a stroke often have residual motor and
cognitive dysfunction®. Strokes are characterized by a rapid loss
of neurological function caused by interruption in cerebral blood
flow that lasts for at least 24 hours®®. These injuries can cause
serious disturbances within the neurological system, frequently
resulting in permanent sensory, language and motor deficits.
Among the motor impairments, there are muscle tone changes
that could predispose the patient to recurrent TMJ dislocations™®.
This paper reports two clinical cases of patients with stroke se-
quelae who developed mandibular recurrent dislocation (MRD),
and discusses aspects of this clinical condition.
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CASE REPORT

A fully edentulous 71-year-old, male Caucasian and a fully
edentulous 65-year-old, female Caucasian were referred to the
Oral and Maxillofacial Surgery Service of the Federal University
of Uberlandia, MG, complaining of MRD. During anamnesis, a
prior history of stroke was revealed (2 and 3 years prior to the
first episode of dislocation, respectively). The families reported
that the episodes had begun after the stroke, and that both pa-
tients had not had full prosthodontics prior to the stroke. Con-
servative treatment, such as analgesia, instructions for restricting
mouth opening and face support bandages, had been ineffective.
After failure of conservative treatment, bilateral eminectomy
surgery was proposed to both patients.

Surgery was performed under general anesthesia, by means
of bilateral pre-auricular access and osteotomy of the articular
eminence with an oscillating saw. The osteotomy was conclud-
ed in the medial region with a chisel (Figure 01). During the
12-month follow-up period, there were no new episodes of man-
dibular dislocation.

The patients provided signed consent for participation in the
study, which was approved by the ethical review board of the
university.

DISCUSSION

Dislocation of the TM] is the dislodgement of the head of the
condyle from its normal position in the glenoid fossa located
in the squamo-temporal portion of the cranial base. The man-
dibular dislocation itself may be either spontaneous or induced
by trauma, such as forceful mouth opening during endotracheal
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intubation with a laryngeal mask or tracheal tube, ENT/dental
procedures, endoscopy, or excessive mouth opening during
yawning, laughing, or vomiting . However, MRD is found
more frequently in people with general joint laxity and in pa-
tients with unusual anatomy of the TM] or with occlusal dis-
turbances, such as loss of teeth and vertical height. It may be
associated with neurologic diseases, increased muscular activity,
and neuroleptic therapy. Mandibular recurrent dislocation may
cause injury to the disc, the capsule, and the ligaments, leading
to progressive TMJ internal derangement’>*°5,

In the two cases reported in this article, the patients had an-
terior, bilateral MRD. Anterior dislocations are the most com-
mon and are usually secondary to an interruption in the normal
sequence of muscle action when the mouth closes following ex-
treme opening'?®. The masseter and temporalis muscles elevate
the mandible before the lateral pterygoid muscle relaxes, result-
ing in the mandibular condyle being pulled out of the glenoid
fossa and anterior to the bony eminence. Spasm of the masseter,
temporalis, and pterygoid muscles causes trismus and keeps the
condyle from returning into the glenoid fossa'>°.

A stroke is the sudden death of cells in a limited area of the
brain caused by reduced flow of blood to that area. A stroke oc-
curs when blood flow to an area of the brain is interrupted, and
without a blood supply brain cells quickly begin to die *°. The
effects of a stroke depend on the areas affected and may include
paralysis, speech problems, loss of memory or reasoning ability,
coma or death. In stroke patients, the weakness or asynergia of
the oral musculature is related to certain brain lesions. Cerebral
lesions might disturb normal masticatory function and the vol-
untary control of bolus passage, and cortical lesions including
the precentral area might result in declination of the contralateral
lip and tongue movement, pharyngeal peristalsis, and delay of
the swallowing reflex*®.

According to recent statistics, stroke is more prevalent
amongst older people; about 70% of stroke victims are eden-
tulous and more than half of them experienced inadequate
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prosthetic rehabilitation*’. In addition, in patients who have had
stroke, the incidence and the risk of stroke after-effects such as
dysphagia, hypoesthesia, apraxia, and reduction in muscle tone,
with a consequent reduction in control of mouth and tongue
movements, are significantly higher than in those without
stroke*®. The two cases reported in this article were about old,
edentulous patients with no adequate prosthetic rehabilitation,
thus corroborating these findings.

Movements of the TMJ are limited by the action of ligaments
that prevent displacement of the condyle out of the articular emi-
nence. Some muscle tone changes caused by stroke can generate
continuous joint changes in different body parts'*'. According
to Cook and Woollacott®, there is a greater predisposition for the
emergence of laxity and subsequent joint dislocations in patients
with stroke history. One of the features of stroke is that patients
lose their muscular ability to control their dentures and therefore
tend to leave them out, leading to overclosure of the mandible
and TMJ ligament laxity. There is only one study that directly
related MRD with TMJ ligament laxity as a result of stroke®.
However, similar to other joints in the human body (shoulder
and elbow, for example), the TMJ may also be susceptible to this
change in stroke patients, as reported by both patients in the
present study.

The stroke and recurrent dislocation of the TMJ appear to
have some clinical correlation. Thus, studies seeking to evaluate
these two clinical conditions should be carried out seeking to
find ways to prevent the development of MRD.
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RESUMO

A luxacao recorrente da articulagdo temporo-mandibular
ocorre quando o condilo mandibular move-se para fora da cavi-
dade glenoide e permanece travado anteriormente a eminéncia
articular de forma repetitiva. Pacientes com histdrico de aciden-
te vascular cerebral podem apresentar altera¢des articulares e
de tonicidade muscular. O presente estudo relatou dois casos
clinicos de pacientes com seqiiela de AVC, que desenvolveram

luxag@o crénica da mandibula. Concluiu-se que essas duas con-
di¢des clinicas parecem apresentar alguma correlagao clinica,
sendo ainda necessario estudos com mais pacientes para confir-
mar tal correlagao.

Palavras-chave: Acidente Vascular Cerebral; Luxa¢ao mandi-
bular; Articulagao Temporo-mandibular.
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