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 ABSTRACT 
 The health condition of the stomatognathic system implies a morpho-functional integrity and harmonious, 

proportional development of its constitutive parts, so that the relationships between teeth, arches and maxillaries 

should remain within the limits of certain “phylogenetic” variables and their functioning should be automatically 

coordinated, through a fully operational regulation system. Considered to be the most complex articulation of the 

human body, the temporomandibular joint is, at the same time, one of the main components of the stomatognathic 

system, contributing to the fulfilment of certain basic functions of it: mastication,  deglutition, phonation. The 

modification of the articular movement patterns and the micro-traumatisms that appear in case of certain 

dysfunctions of periodontal, dental or neuromuscular origin  make the temporomandibular joint one of the elements 

of the stomatognathic system most frequently affected within the dysfunctional syndrome. Material and method: 

The statistical study was carried out on a lot of 69 patients, out of which 42 cases (60.86%) were diagnosed with 

open traumatic lesions in the temporomandibular joint and 27 cases (39.14%) had recurring lesions in the period 

from 2013 to 2017. Results and discussions: When the traumatism caused extended lesions on the bone heads and 

the meniscus, there are favorable conditions for an ankylosis to set it. Conclusions: Peri-articular lesions of the soft 

tissues, especially of the elevator muscles of the mandible, can be followed by retractile scars that eventually lead to 

mandible constriction.  
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INTRODUCTION  

Considered to be one of the body’s 

most complex articulation, the 

temporomandibular joint is, at the same time, 

one of the basic components of the 

stomatognathic system, beside the mandible, 

maxillary, elevator and orofacial muscles, 

teeth, salivary glands, lips and cheeks[1-7]. 

Through its structure and function, it 

contributes to the fulfilment of the basic 

functions of the stomatognathic system: 

mastication, phonation, deglutition (partially) 

and to the definition of human physiognomy. 

The temporomandibular joint is a condylar 

articulation and its anatomy comprises 

common elements of other joints met in the 

human body: articular surfaces, the 

intercondylar meniscus, the linking means of 

bone heads, the synovium, vessels, nerves, 

lymph. 

The temporomandibular joint, one of 

the basic components of the stomatognathic 

system, is considered the most complex 

articulation of the body. 

One of the first theories regarding the 

functionality of the temporomandibular joint 

was Gysi’s mechanical theory, which states 

that the temporomandibular diarthrosis would 

function as an effort joint, playing the role of a 

lever. 

Studying the trabecular structure of the 

mandible condyle, Capozzi finds the cortical 

corresponding to the temporomandibular joint 

thicker than the non-articular slope, as well as 
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a structuring of bone trabecula, which proves 

that the temporomandibular joint is an effort 

joint.    

In their usual movement, maxillaries 

function as a 3rd degree lever. The 

temporomandibular joint is the fix point and 

the masseter, medial pterygoid muscle and the 

temporal muscles create the force. The teeth 

are the effective organ by means of which the 

force is transmitted to the food obstacle. The 

closer we get to the incisive teeth, the less 

efficient the lever is and the teeth will have 

less stress, a reason for which the frontal teeth 

are the last to leave the arch. 

In the right laterotrusion, the active 

condyle blocked in the glenoid cavity is the 

fixed point, the left condyle ensuring the 

balancing movement. If during this movement 

the left side teeth maintain a premature 

contact, it is there that the resistance point will 

be found. 

The force produced by the elevator 

muscles on the left side will transform the 3rd 

degree lever into a 2nd degree lever, therefore 

more efficient and less traumatizing, 

especially when unbalanced contacts are 

involved. 

If contact on the left side is of a 

greater importance, it becomes a point of 

support and the lever turns into a 1st degree 

lever, which translates into very powerful 

forces at the level of the contact tooth, by 

which can also impact on the 

temporomandibular joint and muscles.   

In the growth period, the organism 

sometimes adapts through the modification of 

the  gonial angle, until an optimum 

relationships is reached between it and the 

incisive part. Gysi’s mechanical theory still 

has numerous adherents, especially with 

regards to the operation of the mandible in 

terms of a lever, but fewer agree with the 

definition of the temporomandibular joint as a, 

effort joint. 

In the physiology of the 

temporomandibular joint, the meniscus plays a 

fundamental role, together with the pterygoid 

muscles, through its two fascicles with 

insertion on the meniscus and the mandible 

condyle, which makes certain authors speak 

about a pterygoid – meniscus complex and a 

pterygoid – meniscal physiology. 

The fundamental role of the pterygoid 

– meniscal complex is also supported by 

certain clinical facts. The meniscectomy in 

humans leads to the loss of propulsion 

movements, while condyle resection, with the 

preservation of the meniscal-pterygoid system, 

conserves the propulsion ability.    

In the last decades, multiple 

experimental and clinical researches have been 

made on the structure and function of the 

temporomandibular joint. 

The temporomandibular joint 

permanently receives occlusal forces, whose 

intensity and manner of action depend on the 

characteristics of each type of occlusion. 

Such solicitations can be modified by 

perturbations occurring at the level of dental 

arches (tooth loss, pathological abrasion), 

without making degenerative transformations 

of the articular components, due to a 

biological phenomenon of remodeling. This 

metamorphosis of adaptive morpho-functional 

articular restructuring is obvious at a 

macroscopic and a microscopic level, 

especially in subjects with partially extended 

edentation or extended edentation without or 

with an improper denture or in the presence of 

excessive dental wear which is characteristic 

to a serios evolution of bruxism, called 

brycosis by Razencweig (1979).  

 The temporomandibular joint consists 

in two parts: the functional matrix of the soft 

parts and the bone skeletal system. The 

intricate action of genetic, endocrine and 

epigenetic factors determines the structural 

adjustment of the temporomandibular joint, of 

modeling in its growth period and remodeling 

during the course of life, when the functional 

matrix stimulates and regulates structurally the 

bone skeletal units.  

  The remodeling process of the hard 

elements of the temporomandibular joint in 

the growth period is not only expansive, but 

also transforms the structures patterns through 
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the mechanism of micro-apposition and bone 

micro-resorption. When the consolidation of 

the articular components is complete, 

remodeling start, comprising both soft and 

hard tissues. 

 It has been proven that, in the 

functional matrix, restructuring occurs mostly 

at the level of the nondifferentiated 

mesenchyme, situated between the fibrous and 

the cartilaginous tissue of the articular 

surfaces. 

  Through the proliferative nature of the 

process a thickening of the cartilage can be 

achieved, thus producing a modification in 

form of the temporomandibular joint 

components.   

 With regard to the remodeling of the 

hard tissues, it takes place through the 

progressive substitution of the primary bone 

by a complex of remaining secondary osteons. 

 According to the data in the literature 

and to clinical experience, it is worth noting 

that:   

 The temporomandibular joint plays a 

special role in guiding the mandible during its 

trips with or without dental-dental contacts. It 

supports various forces, both under normal 

occlusion conditions and under pathological 

conditions, being forced to adapt using a 

biological self-defense mechanism through 

remodeling modifications occurring at the 

level of the articular soft and hard tissues.  

 Experimental research carried out by 

F. Mongini through the stimulation of occlusal 

forces proved the existence of a close 

relationship between the direction of the main 

constraints and the orientation of the trabecula 

of the sponge tissue in right angles, towards 

the surface of the condyles, where remodeling 

is more active. Under the conditions of 

occlusal disharmonies, this process takes place 

more frequently in certain condylar areas, 

modifying their shape. 

  Between the dental-dental guidance 

and the articular guidance there is a 

conditioned interdependence. Thus, any 

change in the nature of dental factors: aspect 

of the palatine arch of upper frontal teeth, the 

height of lateral cuspids, the M-D and V-O 

inclination of the cusp slope, the specificity of 

Spee’s curve and the occlusion plane will have 

an influence on the configuration of the 

mandibular condyles . 

 The process of the reconfiguration of 

the temporomandibular joint is more frequent 

in extended partial edentation or in subjects 

with intensely worn dental arches in case of 

bruxism. The incidence of remodeling is 

higher between the age of 18-25, after which it 

decreases.    

 The degenerative lesions at the level of 

the temporomandibular joint are proofs of 

degradation occurring after a long-term 

cranio-mandibular dysfunction, through a 

superposition of remodeling on the site of an 

old restructuring[8-15]. 

 A knowledge of the modeling and 

remodeling particularities of the 

temporomandibular joint conditioned by the 

occlusal function and dysfunction is 

mandatory in view of ensuring a 

personalization of therapeutic interventions so 

as they can support the restructuring 

possibilities of the temporomandibular joint in 

favor of oral rehabilitation.    

 By its anatomical disposition, the 

temporomandibular joint escapes the 

examiner’s senses and the appreciation of the 

morphological modifications cannot take place 

without a direct clinical exam, which explains 

the multitude of complementary investigations  

suggested in order to create a clear image on 

this particularly important component of the 

stomatognathic system. 

 The radiographic exam is one of the 

investigation possibilities of the 

temporomandibular  joint, which can provide 

exact information regarding the form and 

structure of the temporomandibular bone 

elements, by using various methods (simple 

radiography, tomography, 

orthopantomography, arthrography, 

cinefluoroscopy). 

 The knowledge of the morphological 

structures at the level of the 

temporomandibular  joint is particularly 
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important, since in dental arches restorations 

using gnatho-prosthetic devices   the artificial 

prosthetic planes of occlusion should be 

harmonized with the morphological condition 

at the level of the temporomandibular  joint, in 

agreement with various factors → the 

muscular activity, interdental movements, 

pathological conditions with pathological 

abrasion, edentation[16-26]. Under the 

influence of complex factors, the morphology 

and function of the temporomandibular  joint 

shows a process of ongoing adaptation which, 

beside leading to important individual 

characteristics that vary from one individual to 

another and complement common features, 

also lead to variations in morphogenesis at the 

same individual during the course of life[27-

35]. 

 

 

 MATERIAL AND METHOD 

 The statistical study was carried out on 

a lot of 69 patients, of which 42 cases 

(60.86%) were diagnosed with open traumatic 

lesions in the temporomandibular  joint and 27 

cases (39.14%) with recurring lesions, in the 

period from 2013 to 2017(fig.1). 

 
Fig.1 Distribution of lesions at MJ level 

 

 

 RESULTS AND DISCUSSIONS  

 The temporomandibular  joint ensures 

the connection between the mandible and the 

bones of the skull. It is a left-right pair joint; it 

is a diarthrosis made up of the mandible’s 

condyle and the glenoid cavity, together with 

the temporal condyle.   

 What is specific to this joint is the 

interdependence between the joint – muscles – 

ligaments and dental system. Thus, disorders 

at the level of dentition – such as edentation or 

missing teeth, accompanied by dental 

migrations – the movement of teeth from their 

normal position, as well as dental works – 

crowns, bridges or prostheses lead to a 

weakening of the joint, giving birth to the so-

called algo-dysfunctional syndrome[36-42].   

 The disorders of the 

temporomandibular  joint include: arthritis, 

arthrosis, ankylosis, constrictions, infections, 

traumatisms.  

 The temporomandibular  joint is 

frequently the site of certain pains that prevent 

a proper and complete fulfillment of 

functional movements. It is a sensitive 

component of the dental-maxillary system, its 

physiological activity being easily disturbed, 

even by minor stimuli. 

 The traumatisms of the 

temporomandibular  joints are mainly 

represented by the traumatism of the 

intraarticular disc or the occurrence of a 

luxation, dislocation of the articulation or even 

fracture at the level of the mandibular condyle. 

 The study comprises a lot of 69 

patients, of which 42 cases (60.86%) were 

diagnosed with open traumatic lesions of the 

temporomandibular  joint and 27 cases 

(39.14%) with recurring lesions in the period 

from 2013 to 2017. 

 The traumatic factors may lead, beside 

opening the joint, to lesions of the bone heads 

or the meniscus. In relation to the degree the 

elements are affected, healing occurs with or 

without the preservation of the articular 

mobility. When the traumatism caused 

extended lesions of the bone heads and the 

meniscus, there are favorable conditions for 

the set in of an ankylosis. [36-43] 

60.9% 

39.1% 

open traumatic lesions recidivant lesions
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 Furthermore, temporomandibular 

ankylosis may also appear after the 

superinfection of an articular wound.   

 The peri-articular lesions of the soft 

parts, in particular the elevator muscles of the 

mandible, may be followed by retractile scars 

which eventually lead to the mandible’s 

constriction.   

 The instauration of a complete early 

treatment is required to prevent these two 

serious complications. 

 The treatment consists first of all in a 

mechanical cleaning of the wound, removing 

the foreign bodies or free bone fragments. The 

wound is sutured in two or several planes. To 

prevent the set in of an intraarticular 

suppuration, which further complicates the 

evolution but more importantly prognosis of 

such traumatism, wide spectrum antibiotics 

are administered. 

 Movements are resumed in 3-4 days; 

even if the patients accuse articular stiffness, a 

mechanical therapy will be enforced, possibly 

preceded by periarticular anesthetic blockage. 

 The patients will be periodically 

controlled, as ankylosis and constriction set in 

after several months, up to two years 

following the traumatism. 

 Recurring dislocations account for 27 

cases; they are due to certain anatomo-

functional or pathological conditions that 

allow the gliding of the mandibular condyle 

beyond its regular limits, sometimes even in 

front of the temporal condyle. The factors that 

allow an exaggerated trip of the condyle are: 

shallow, effaced glenoid cavity; worn 

temporal condyle, with the posterior slope 

almost horizontal; meniscus deformation 

(meniscal plication, with the meniscus 

thickened in the middle and thinner towards 

the edges); lax, little resistant periarticular 

ligaments capsule. 

 Two anatomo-clinical forms of 

recurring dislocations are described: condyle-

meniscal and menisco-temporal. At the 

moment of the dislocation intraarticular cracks 

are perceived and the pretragian depression 

and chin prominence become evident. The 

radiography shows the anatomic conditions 

that favor the dislocation, providing useful 

hints on the treatment to be followed. 

 Most frequently, the condition is well 

tolerated; the patients get used to the cracking 

and are able to reduce dislocations themselves. 

 Sometimes cracks, as well as repeated 

dislocations, become obsessive and give the 

patient a true infirmity. In rare cases, recurring 

dislocations may become irreducible, 

completely blocking the movements of the 

mandible.  

 Treatment: in practice, the most 

simple, conservative therapy is initiated and, if 

there is no improvement, surgical treatment is 

instituted. 

 The surgical methods approach the 

capsule, meniscus or condyle. Thus, if the 

dislocation was due to a large laxity of the 

capsule and exaggerated motility of the 

meniscus, capsulorrhaphy is performed, with 

the fixation of the meniscus. If the meniscus is 

deformed, sclerotic, with irregular thickening, 

meniscectomy is recommended. 

 Interventions were recommended to 

create an obstacle that prevents the movement 

of the mandibular condyle over the temporal 

one. Pediculate bone grafts were used to this 

purpose. 

 

 CONCLUSIONS 

 The temporomandibular  joint is 

frequently the site of certain pains that prevent 

the proper and complete fulfillment of 

functional movements. 

 The reasons for which the 

temporomandibular  joint is often affected are 

varied and most of the times pain appears as a 

cumulative result of triggering factors. 

 Complex treatments are applied if 

articular ligaments and cartilages are affected 

or in case of contour deformations following 

traumatisms. 

 Prevention is, however, the surest and 

safest way to maintain the integrity of articular 

components.  
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