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ABSTRACT: A case of a patient with a fracture of the temporomandibular joint (TMJ) disk is reported.
The patient presented with posterior bilateral open-bite and difficulty to chew due to lack of contact
between the posterior teeth. Diagnosis of disk fracture of the right TMJ was made based on magnetic
resonance imaging (MRI), with posterior displacement of the posterior fragment of the disk, causing the
posterior open-bite, and anterior displacement of the anterior fragment of the disk. TMJ manipulation
failed to reposition the posterior fragment of the disk, and the patient refused to undergo TMJ
arthroscopy to try to remove it. After four months, the posterior open-bite was reduced, probably
because of remodeling of the posterior TMJ capsule and extrusion of the molars and premolars. Contact
with the patient was lost after that time.
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D

isk displacement of the temporomandibular joint
(TMJ) is the most common arthropathy involving
the TMJ.1 Such disorder is due to an abnormal
relation between the mandibular condyle and the articular
disk. The most common direction for disk displacement
is an anterior, anterior-medial, or anterior-lateral direction,1-5 causing joint noises and mandibular deviation
during opening and closing movements of the mouth
(disk displacement with reduction), or limitation of
mouth opening, mandibular deflection during mouth
opening and pain (disk displacement without reduction).1,3
Although uncommon, the occurrence of posterior disk
displacements (PDD) has been reported in the literature.
The first case was described by Behan in 1918,6 then,
from 1934 to 2008, another 27 articles have been published, reporting over 100 cases of PDD of the TMJ.5,7-32
As in the case of anterior disk displacement, two types
of PDD can be diagnosed: PDD with reduction and PDD
without reduction, although those definitions were
described differently by different authors.7-9 Chossegros,
et al.7 define the former as characterized by reduction of
the posterior disk displacement during mouth opening,
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while in the latter case, the disk stays posteriorly displaced both in the closed- and open-mouth positions.
Conversely, other authors8,9 give a different definition of
PDD with reduction, describing a condition where the
disk is correctly positioned with the mouth closed but
becomes posteriorly displaced with the mouth completely opened. This is usually caused by adhesions
between the disk and the glenoid fossa or the articular
eminence. When adhesions occur, the disk cannot follow
the condyle when it translates forward during mouth
opening, and it becomes displaced posteriorly in the
open-mouth position.
Three types of PDD were identified by Westesson, et
al.10 and by Okochi, et al.,11 according to the morphologic
structure of the displaced disk: a thin flat disk type, in
which the disk appears like a flat band of tissue on top of
the condyle extending posteriorly to it; a grossly posteriorly displaced disk type, in which the entire disk is posteriorly displaced; and a perforated disk type, in which the
disk appears perforated with a large part displaced posterior to the condyle and a small part anterior to it. The thin
flat disk type is by far the most prevalent, representing
about 80% of the cases.10,11
A common feature of PDD without reduction is a
sudden inability to close the teeth into the intercuspal
position, showing ipsilateral or bilateral molar open-bite.
Pain in the TMJ can be present, especially at the end of
mouth closure. Conversely, mouth opening is usually not
affected.6-8,10-12 Occasionally, a mass protruding from the
anterior wall of the external auditory canal is noticed,
especially with the mouth closed.12,13
The following is a case of TMJ disk fracture with posterior displacement of the posterior fragment of the disk.
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Case Report
A 61-year-old Caucasian male patient came to the
dental office for evaluation. His chief complaint was a
sudden lack of posterior tooth contact that caused him
difficulty chewing. He also reported the presence of
noises in the right temporomandibular joint (TMJ),
during mandibular movements. The symptoms had started
about three weeks previously.
During clinical evaluation, the presence of bilateral
posterior open-bite was confirmed. The distance between
the maxillary and mandibular first molars was approximately one mm. The mandible was protruded, allowing
only contact between the anterior teeth; mouth opening
was not limited and was equal to 43 mm. Crepitation was
noticed in the right TMJ during mandibular movements.
Severe tooth wear was observed, probably due to sleep
bruxism, since the patient denied any conscious oral parafunctions.
Tomography of the TMJ in the closed- and openmouth positions showed osteoarthrosis of both TMJ and a
forward position of the condyles in the closed-mouth
position. Magnetic resonance imaging (MRI) was
requested, and it showed a fracture of the right TMJ disk
with posterior displacement of the posterior fragment,
and anterior displacement of the anterior fragment
(Figure 1). Bilateral TMJ osteoarthrosis and right TMJ
effusion was also present. While the anterior fragment
displaced anteriorly did not interfere with mandibular
movements (neither clicking sounds nor limitation of
mouth opening were present), the posterior fragment
was dislocated behind the condyle, preventing it from
reaching the most posterior position at the end of mouth
closing.

Figure 1
Proton density (PD) weighed
magnetic resonance imaging
(MRI) of the right temporomandibular joint (TMJ) in the
closed- and open-mouth
positions. The image shows
the TMJ disk fracture with
posterior displacement of the
posterior fragment (arrow
heads) and anterior displacement of the anterior fragment
(arrows) in the closed- and
open-mouth positions.
TMJ: temporomandibular
joint.
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MRI also showed disk displacement with reduction of
the left TMJ (Figure 2).
As suggested by many authors,8-12,14,15 manual manipulation of the right TMJ was attempted to try to reposition
the posterior fragment of the articular disk. Anesthesia
was not required because the patient reported no pain at
the time of the visit and during the procedure. The
mandible was manipulated in a caudal and dorsal direction, opposite to the maneuver commonly used in case of
anterior disk displacement without reduction, with continuous and firm pressure. However, the procedure was
not successful.
Surgical removal of the posterior fragment of the disk
through arthroscopy was suggested, with the purpose of
allowing the condyle to move back to its correct position
with the mouth closed, and therefore, to restore molar and
premolar contacts. Nevertheless the patient refused to
undergo any surgical therapy. The patient was instructed
to exercise moving the mandible forwards and backwards
sliding on a tongue depressor, especially forcing mandibular movements to the back. The purpose was to try to further posteriorly dislocate the posterior fragment of the
disk, and allow the condyle to move back to its correct
position at the end of mouth closure. This is the same
principle used to increase mouth opening in case of permanent anterior disk displacement without reduction.
The condition was followed-up four months after the first
visit. Posterior bilateral open-bite was reduced from
about one mm to about 0.5 mm, probably because of
adaptation of the posterior TMJ capsule, and extrusion of
the teeth. Pain was absent.
Unfortunately, contact with the patient was lost after
that time; consequently, no further information is available as to the progression of the condition.
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Discussion
To our knowledge, this is the first case reported in the
literature of TMJ disk fracture. The anterior fragment of
the disk was displaced anteriorly, and the posterior fragment was displaced posteriorly, causing a sudden inability to close the teeth into the intercuspal position, showing
bilateral posterior open-bite. Maximum mouth opening
was normal.
Previous reports regarding posterior displacement of
the TMJ disk, either intact or perforated, show that continuity between the anterior and posterior portions of the
disk was always maintained.5-32 Clinical signs and symptoms are similar, due to the fact that the condyle is prevented from moving back to its correct position at the end
of mouth closing by the presence of an impediment. In
the case of PDD, the impediment is represented by the
TMJ disk, and in the present case report, the impediment
is represented by the posterior fragment of the disk,
which originated as a consequence of disk fracture.
Other conditions potentially causing posterior openbite of sudden onset must be evaluated for the differential
diagnosis. The most common are traumatic hematoma
in the TMJ, acute TMJ inflammation, and spasm of the
lateral pterygoid muscle.9 However, these pathologies are
characterized by acute TMJ pain, which was absent in
the present case report. MRI is crucial for a definitive
diagnosis.
Differentiating between disk fracture and disk perforation using MRI can be difficult. In fact, in the central part
of the TMJ, both conditions show a separation between
the anterior and posterior portions of the disk. However,
in case of disk perforation, in the medial and lateral parts
of the TMJ the two portions are united, keeping the

Figure 2
Proton density (PD) weighed
magnetic resonance imaging
(MRI) of the right temporomandibular joint (TMJ) in the
closed- and open-mouth
positions. The image shows
articular disk displacement in
the closed-mouth position
(arrow), and reduction of the
disk in the open-mouth position (arrow).
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integrity of the disk. In the present case MRI showed a
complete fracture of the TMJ disk into two fragments.
The clinical appearance of PDD and disk fracture with
posterior displacement of the posterior fragment is identical, but the outcome of conservative treatment can be different. In fact, the attempts to try to reduce the displacement
of the disk manipulating the TMJ can be successful in
case of PDD, but were not successful in the present case.
When the integrity of the disk is maintained, pulling the
condyle in a dorsal and caudal direction helps to release
the disk, which is pulled forward by the tissues connecting it to the anterior part of the TMJ capsule and the lateral pterygoid muscle. In the case of disk fracture with
complete separation between the anterior and the posterior fragments, the only forces acting on the posterior
fragment are directed posteriorly by the retrodiskal tissues (particularly by the superior retrodiskal lamina),
while there are no tissues pulling the fragment forward.
This is probably the reason why manual manipulation of
the TMJ was not successful in the present case. For the
same reason, the use of a dental splint, as suggested by
Chossegros, et al.7 and by Honda, et al.,9 was not judged
to be useful, and therefore, was not proposed to the
patient. The use of a dental splint is aimed at restoring
molar support, thus decreasing the pressure of the
mandibular condyle towards the posteriorly displaced
disk, and consequently, allowing the disk to be pulled forward. This cannot occur if the only forces acting on the
displaced fragment are directed posteriorly. For this
reason, the only treatment suggested was the complete
removal of the posterior fragment of the disk to eliminate
the interference in condylar movement during closure.
Such treatment can be accomplished surgically, either by
an open-joint procedure6,20 or arthroscopically,30,32 also
depending on the size of the fragment to be removed.
However, the patient refused to undergo any surgical
therapy, especially because pain was absent and the discomfort while chewing was moderate, and further
decreased after four months.
The reduction of bilateral posterior open-bite during
the period of six months was probably due to three factors: adaptation of the posterior TMJ capsule, changes in
the retrodiskal tissues, and dental extrusion.
The authors’ hypothesis is that the pressure of the
condyle towards the posterior fragment of the disk, produced both during normal mandibular movements and
during exercises, was transmitted to the posterior wall of
the TMJ capsule, causing its extension. This adaptation
might have created a larger space for the posterior fragment of the disk, allowing a more posterior placement of
the condyle on mouth closure, thus reducing posterior
open-bite. Moreover, reduction of TMJ effusion and thin-
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ning of the retrodiskal tissues could also have occurred.
The development of dental extrusion is also likely
to occur in teeth that are not in contact for a period of
four months, contributing to a reduction in posterior
open-bite.
Unfortunately, it was not possible to follow the further
evolution of the patient’s condition, because contact was
lost after the last visit at four months follow-up.
Two different outcomes are possible. Posterior openbite could have further reduced until tooth contact was
achieved. In this case, no further treatment would be
needed.
Otherwise, maxillo-mandibular and dental relationships could have stabilized with some residual amount of
posterior open-bite. In this case, if TMJ surgery is
excluded, restorative and/or prosthetic treatment could be
suggested to restore the missing vertical dimension and to
reestablish proper posterior tooth contact.
With regard to the possible etiology of the disk fracture, a trauma to the mandible or directly to the TMJ
would be the most probable; however, any history of
trauma associated with the onset of symptoms was
denied by the patient. Another hypothesis is that microtrauma due to bruxism eventually associated with the
altered shape of the condyle (osteoarthritis changed the
original round profile of the condyle into a wedge-shaped
profile, Figure 1) could be responsible for causing severe
damage to the intermediate zone of the TMJ disk, ultimately leading to complete separation between the anterior and posterior bands. It may also have produced
intracapsular edema (right TMJ effusion was observed on
the MRI) that could be partly responsible for creating the
posterior open-bite.
Conclusions
Fracture of the TMJ disk is a very rare occurrence.
When the posterior fragment of the disk becomes displaced posteriorly, it gives the same clinical signs and
symptoms as a PDD. Recapture of the posteriorly displaced fragment is unlikely, but conservative treatment
can help improve the symptoms due to adaptation of the
TMJ capsule, changes to the retrodiskal tissue, and dental
extrusion. Nonetheless, the outcome of such disease
cannot be deduced based on the present case, because
contact with the patient was lost after four months followup of conservative treatment.
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