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BONY 
COMPONENTS

• GLENOID FOSSA
• CONDYLAR HEAD
• ARTICULAR EMINENCE

SOFT-TISSUE 
COMPONENTS

• ARTICULAR DISC
• JOINT CAPSULE
• LIGAMENTS

ANATOMY OF TMJ

Gray’s Anatomy, 38th Edition



BONY COMPONENTS



• ARTICULAR EMINENCE
• ANTERIOR PART OF 

MANDIBULAR FOSSA

UPPER ARTICULAR 
SURFACE

• HEAD OF MANDIBLE

INFERIOR ARTICULAR 
SURFACE





FIBROUS CAPSULE LATERAL LIGAMENT

COLLATERAL LIGAMENT
SPHENOMANDIBULAR 
& STYLOMANDIBULAR 

LIGAMENT

LIGAMENTS

Gray’s Anatomy, 38th Edition



• Two types : Medial discal and Lateral
discal

• Function:
Hinging movement
They allow the disc to move passively

with condyle as it glides antero-
posteriorly .

COLLATERAL LIGAMENT
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• ATTATCHMENT
Superiorly: to articular surface 

of mandibular fossa
 Inferiorly: to the neck of the 

condyle
• FUNCTION:
To encompass the joint, thus 

retaining the synovial fluid.

FIBROUS CAPSULE



• ATTATCHMENT
Superiorly: to articular tubercle
 Inferiorly: to the posterolateral 

aspect of the neck of the 
condyle

• FUNCTION:
 It reinforces and strengthens the 

lateral part of the capsular 
ligament

LATERAL LIGAMENT



SPHENOMANDIBULAR 
LIGAMENT
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• ATTATCHMENT
Superiorly: to spine of sphenoid
 Inferiorly: to the lingula of the 

mandibular foramen
• FUNCTION:
 To limit distention of mandible 

in inferior direction.

SPHENOMANDIBULAR 
LIGAMENT



• ATTATCHMENT
Superiorly: to lateral surface of 

styloid process
 Inferiorly: to the angle and 

posterior border of the ramus of 
the mandible

• FUNCTION:
 Limits the excessive protrusive 

movements of the mandible.

STYLOMANDIBULAR 
LIGAMENT
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BLOOD SUPPLY OF TMJ NERVE SUPPLY OF TMJ











PALPATION OF TEMPORALIS MUSCLE













• Do you have difficulty opening your mouth? 
• Do you hear noises within your jaw joint? 
• Do you have pain in or around your ears or your cheeks? 
• Do you have pain when chewing, talking, or using your jaws? 
• Do you have pain when opening your mouth wide or when yawning? 
• Has your bite felt uncomfortable or unusual? 
• Does your jaw ever lock or go out? 
• Have you ever had an injury to your jaw, head, or neck? If so, when? How was it treated? 
• Have you previously been treated for a temporomandibular disorder? If so, when? How was it 

treated?





PALPATION OF TMJ





JOINT SOUNDS

 There are two types of joint sounds to look out for:

• Click: single explosive noise

• Crepitus: continuous ‘grating’ noise.

• It is the continuous noise heard during jaw opening and closing movement of joint,

often caused by the worn articulatory surfaces of the joint. This occurs commonly in

patients with degenerative joint disease.



RANGE OF MOTION

 Range of motion is the only truly measurable parameter, of jaw movements since
the others are more subjective.

 It is important to record jaw movement as means to assess rate and degree of
movement, as it is to determine the severity of symptoms.

MOVEMENTS TO BE MEASURED ARE:

 Incisal opening: pain free limit, maximum forced.
 Mandibular deviation on pathway of opening.



Radiographic Examination

Radiographs provide information regarding the morphologic characteristics of the bony 
components of the joint. Certain functional relationship between the condyle and the fossa.

1. Panoramic view (OPG)
2. Transcranial view
3. Transpharyngeal projection
4. Transorbital projection
5. Tomography (CT SCAN)
6. Arthrography
7. Computed tomography
8. M.R.I.
9. Bone Scanning
10. CBCT





• Derangements of the condyle-disc complex
a) Disc displacement
b) Disc dislocation with Reduction
c) Disc dislocation without Reduction
• Structural Incompatibilities
a) Adhesions/Adherences
b) Deviation in form
c) Subluxation
d) Spontaneous Dislocation
• Inflammatory Disorders
a) Synovitis/Capsulitis 
b) Retrodiscitis
c) Arthritides
d) Inflammatory disorders of the associated 

structures
 Temporal tendonitis
 Stylomandibular ligament inflammation

Classification Weldon E. Bell (1986)
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CLINICAL FEATURES

Disc Displacement • Elongation of collateral ligament
• Thinning of posterior border of disc

• Joint sounds during opening and 
closing.

• It is characterized by normal range 
of jaw movement.

Disc Dislocation with Reduction • If the patient can so manipulate the 
jaw as to reposition the condyle 
onto the posterior border of the disc, 
the disc is said to be reduced.

• When opening reduces the disc, 
there is noticeable deviation in the 
opening pathway. 

• In some instances, a sudden loud 
pop can be heard during recapturing 
of the disc. 

• After the disc is reduced, a normal 
range of mandibular movement is 
present. 

Disc Dislocation without Reduction • When the disc is not reduced, the 
forward translation of the condyle 
merely forces the disc in front of the 
condyle. 

• The maximum range of mandibular 
opening is 25-30 mm and when the 
patient attempts to open wide the 
mandible often deflects to the side 
of the involved joint. 

• This is common when condition is 
acute. When the condition is 
chronic, clinical picture is less clear.





TREATMENT FOR DISC DISPLACEMENT AND 
DISC DISLOCATION WITH REDUCTION









ETIOLOGY CLINICAL FEATURES

Deviation in Form • Caused by actual changes in the
articular surfaces.

• This may include flattening of the
condyle or fossa or bony
protuberance of the condyle.

• Changes in the form of disc
includes both thinning of the
borders and perforations.

• Most deviations in form cause
dysfunction at a particular point of
movement.

• During opening dysfunction is
observed during mandibular
separation.



ETIOLOGY CLINICAL FEATURES TREATMENT

Adherences/Adhesions • Adherence refers to the
temporary sticking of
the articular surfaces
and commonly results
from prolonged static
loading of the joint
structures.

• If the adherence is not
freed, the condition
may become
permanent and is
described as adhesions.

• These are produced by
the development of
fibrotic connective
tissue between the
articular surfaces.

• Adherences present with
temporary restriction in
mouth opening until the click
occurs while adhesions
present with a more
permanent limitation in
mouth opening

• It may or may not be
associated with pain.

• Pain may be present when
an attempt is made to open
the mouth beyond the limit.

 DEFINITIVE TREATMENT:
• patient awareness and

physical self-regulation
techniques.

• Stabilization appliance for
decreasing the muscle
hyperactivity.

• When adhesions are present,
surgical procedures like
arthroscopic surgery can be
performed.

 SUPPORTIVE TREATMENT:
• Passive stretching of the

joint.
• Patient education
• Limit the mouth opening







ETIOLOGY CLINICAL FEATURES TREATMENT

Subluxation
(hypermobility)
It represents a sudden
forward movement of
condyle as the
condyle moves
beyond the crest of
the eminence, it
appears to jump
forward to the wide-
open position.

• Steep short
posterior slope of
the articular
eminence.

• It results when the
disc is maximally
rotated on the
condyle before full
translation of the
condyle-disc
complex occurs.

• During the opening of
mouth, the condyle can
be seen to suddenly
jump forward.

• It is reported as thud
sensation.

 DEFINITIVE
TREATMENT:

• Surgical alteration of the
joint by eminectomy,
which reduces the
steepness of the
articular eminence.

 SUPPORTIVE
THERAPY:

• Patient education
• Use of intra-oral device

to limit the mouth
opening for 2 months.



ETIOLOGY CLINICAL FEATURES TREATMENT

Spontaneous
Dislocation (open
lock)

• Prolonged wide
open mouth
procedures.

• When the mouth
opens to its full
extent, the
condyle is
translated to its
anterior limit.

• If the condyle
moves beyond this
limit, the disc can
be forced through
the disc space and
trapped in this
anterior position.

• The patient remains in a
wide-open mouth
condition.

• Pain is commonly
present in an attempt to
close the mouth.

• Place the thumbs on the
occlusal surface of
posterior teeth and with
the index fingers on the
inferior border of the
mandible, pushing down
while at the same time
guiding the jaw slowly
back into its posterior
position.







ETIOLOGY CLINICAL FEATURES

Osteoarthritis : It represents a
destructive process by which
the bony articular surfaces of
the condyle and fossa become
altered.

• It is considered as a body’s
response to increased
loading of the joint.

• Acute trauma.
• Loss of normal lubrication

within the joint.

• Limited mandibular opening
• Joint pain.
• Crepitation
• The diagnosis can be confirmed by

radiographs.
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ETIOLOGY CLINICAL FEATURES TREATMENT

Rheumatoid Arthritis • Autoimmune
disorder with a
strong genetic
factor

• Usually bilateral
• Pain in early acute phase
• Morning stiffness
• Joint sounds
• Limited mouth opening

• Since, etiology is
unknown so there is no
definitive treatment for
RA.

• But for supportive
therapy stabilization
appliance can be given
to the patient to
decrease the forces on
the articular surfaces.



ETIOLOGY CLINICAL FEATURES TREATMENT

Disease associated
with crystal deposits
in joints

• Gout: includes
deposition of uric
acid crystals in
synovial joint

• Pseudogout:
deposition of
calcium
pyrophosphate in
synovial joint

• TMJ is less commonly
affected

• Pain may or may not
increase with movement

 DEFINITIVE
TREATMENT: uric acid
level must be lowered in
the serum. This can be
done by making changes
in the diet.

 SUPPORTIVE
TREATMENT: there is
no supportive therapy
for gout.





APLASIA OF CONDYLE

Failure of development of condyle

Unilateral/ bilateral

Related defects : absent external ear, underdeveloped mandibular ramus or

macrostomia.

If the condylar aplasia is unilateral there is obvious facial asymmetry, both occlusion

and mastication may be altered.

A shift of mandible may occur during opening.

Bilateral: shift is not present.



TREATMENT:

Osteoplasty, if the de-arrangement is severe and correction of malocclusion by
orthodontic appliances.

If the patient exhibits little difficulty, surgical intervention is not warranted, although
cosmetic surgery may aid in correcting facial deformity.







Infection spreading locally form the dental area or by the hematogenous

route from a distant site.

Inflammation or circulatory disorders in proximity to an epiphysis may

result in a severe disturbance in growth.

Endocrine and vitamin derangements.



CLINICAL FEATURES:

 Depends upon weather the disturbance has affected one or

both the condyles and upon the degree of the

malformation.

 Directly related to the age of the patient and the time the

involvement occurred.

 Unilateral involvement is most common clinical type.



Facial asymmetry, with limited lateral excursion, exaggeration of the antigonial

notch of the mandible on the involved side.

Lack of downward forward growth of body of mandible.

Growth frequently persist in the condyle until the age of 20 years.



TREATMENT AND PROGNOSIS:

 Condylar hypoplasia is a difficult problem since there are no available means of

stimulating its growth locally or compensating for its failure.

 Cartilage or bone transplant have been used to build up the underdeveloped parts.

 Unilateral/ bilateral sliding osteotomy, to improve the appearance of the patient.





Clinical Features:

 Unilateral, slowly progressive elongation of the face with deviation of the chin away

from the affected side.

 Enlarged condyle may be clinically evident or palpated and presents a striking

roentgenographic appearance.

 Joint may or may not be painful.

 A severe malocclusion is usual sequel of the condition.



Treatment:

 Resection of the condyle.
 Growth arresting procedures
 high condylectomy.

This is generally sufficient to restore normal occlusion, although complete correction
of the facial asymmetry may not be accomplished by this procedure.

 Bimaxillary orthognathic surgeries can be the final resort.





TREATMENT:

• conservative

• closed reduction

- intermaxillary fixation

- splints

• open reduction

Early mobilization of the mandible is emphasized to prevent bony or fibrous 

ankylosis. 

In cases of ankylosis treatment surgical correction for ankylosed joint is required.



ETIOLOGY

• Trauma: At birth, blow to the chin, condylar fracture

• Infections & Inflammatory: Rheumatoid arthritis, osteoarthritis

• Systemic disease: Typhoid, syphilis

• Others: Malignancies, post surgery, post radiation therapy

Sometimes the intracapsular surfaces of the joint develop adhesions that prohibit the normal 
movement. This is called as ANKYLOSIS. 



CLINICAL FEATURES

• Facial deformity

• Inability to open the jaws

• Flatness or fullness on affected side

• In unilateral ankylosis, the lower jaws shifts towards the affected side on opening of the mouth



UNILATERAL ANKYLOSIS

BILATERAL ANKYLOSIS





DEFINITIVE TREATMENT
• If some movement is present, then no 

definitive treatment is required. 
• But if restriction is intolerable then surgery is 

indicated. 

SUPPORTIVE TREATMENT
• If pain and inflammation is present, voluntarily 

restricting movement within painless limits is 
indicated along with analgesics and deep heat 
therapy.





MASTICATORY MUSCLE DISORDERS :



A MASTICATORY MUSCLE DISORDER













trauma, definitive treatment is not indicated,
since the etiological factor is no longer present.



























MPDS
(myofacial pain dysfunction syndrome)

•

•

•

•



Factors which cause trigger points to activate are as follows:

1. Sudden trauma to musculoskeletal tissues(muscles, ligaments, tendons)

2. Excessive exercise

3. Chilling of areas of the body 

4. Injury to intervertebral discs

5. Systemic conditions (e.g., gall bladder inflammation, heart attack, appendicitis, 
stomach irritation)

6. Lack of activity (e.g., a broken arm in a sling)

7. Muscle strain due to over activity  and generalized fatigue
























