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Painful Temporomandibular Joint
Dysfunction

English translation of “Disfunções dolorosas da ATM”

Professor Gino Emilio Lasco

Dr. José Benedito de Mello

Translator’s note. This reading copy translates the historical Portuguese article supplied by Carlos A. Andreucci. The
clinical content, terminology and conclusions are presented in their historical context. The original six-page facsimile is
reproduced in full as an appendix so readers can verify the source. This document is educational and is not current
patient-specific guidance.

Historical context
Over 20 years of demanding study and investigation into temporomandibular joint pathology, the author

examined more than 10,000 patients. In the Maxillofacial Service of the Otorhinolaryngology Department at

Hospital das Clínicas, which he directed until 1976, four doctoral theses concerning this subject were

produced. This work formed the author’s doctoral thesis, prepared in 1970 and presented before an

examining committee of the University of São Paulo School of Medicine. After that date, the authors and

assistants performed more than 100 arthroplasties with very satisfactory results.

Introduction
Painful temporomandibular joint dysfunction is normally treated by conservative methods. A small

percentage of patients, however, do not benefit from the usual therapies, and a dull, irreversible pain

dominates the clinical condition around the joint. In these circumstances, surgical treatment had been used as

a last resort.

We proposed introducing a surgical technique because meniscectomy, enthusiastically recommended by

some authors and opposed by others, did not provide satisfactory results in our experience.

Literature
Lanz (1909) initiated meniscectomy, describing excision of the meniscus as a means of treating severe

painful disorders of the temporomandibular joint. Dubege (1937), Wakeley (1939), Buchman (1939),

Burman and colleagues (1946), Nash (1948), and Silver and colleagues (1956) reported successful use of

meniscectomy. Trauner (1950) and Dingman and colleagues (1951) also practiced meniscectomy,

particularly when symptoms were severe and did not improve with conservative methods.

Steinhardt (1951) emphasized that meniscectomy should be accompanied by careful inspection of the

condylar head to eliminate possible osteophytes. Kiehn (1952) obtained excellent results in 44 patients with

persistent symptoms that had not improved with conservative treatment, including intra-articular injections.
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Antoni (1955) drew attention to meniscectomy failures. Of nine patients treated by that technique, six again

reported painful symptoms after two months. Schwartz (1963), Lasco (1967), and Ramfjord (1968)

contraindicated meniscectomy. Ramfjord reported no basis for surgical treatment and stated that observations

over time showed worsening after meniscectomy.

Thoma (1963) indicated meniscectomy for recurrent meniscal displacement causing repeated locking of the

condylar head. Faced with such contradictory opinions, we proposed a surgical technique and compared its

results with meniscectomy.

Material and method
The observations were based on 12 volunteer patients with painful temporomandibular joint dysfunction.

Seven were treated at the Otorhinolaryngology Clinic of Hospital das Clínicas, University of São Paulo

School of Medicine, and five were treated in the authors’ private clinic.

The condition was established through history-taking, otorhinolaryngological and dental examinations,

temporomandibular joint radiographs, dental arch impressions for occlusal analysis, and electromyography.

The patients were divided into two groups. Patients 1 to 6 underwent meniscectomy. Patients 7 to 12

underwent conservative arthroplasty with preservation of the meniscus. Both groups had previously received

the customary clinical, prosthetic, and physiotherapeutic treatments without success.

Operative technique
All patients were placed supine and operated on under general anesthesia with endotracheal intubation.

Intravenous sodium thiopental and inhaled nitrous oxide were used. Bleeding was reduced by local

anesthetic infiltration with adrenaline.

The external auditory canal was packed with gauze. A preauricular incision was then made from the ear lobe,

curving approximately two centimeters into the temporal region. Hemostasis was achieved by clamping and

electrocoagulation, with larger vessels ligated using simple 000 catgut.

The skin and subcutaneous tissue were bluntly dissected, and the flap was reflected from posterior to anterior

to expose the zygomatic arch. An incision was made along the arch to release the superior insertion of the

masseter muscle. Reflection of the muscle exposed the joint capsule, which was opened horizontally to

expose the meniscus and release its anterior and posterior attachments.

Using a microscope and otosurgical instruments, the condylar head was inspected and the articular disc

assessed for possible lesions. Once released, the meniscus could be fixed in a position free from pressure or

trauma, whether produced by surgical mobilization or by later capsular scar contraction.

The capsule was closed with simple atraumatic 4-0 catgut, as were the muscular planes. The skin was closed

with interrupted 5-0 monofilament nylon sutures.

Postoperative care included a liquid, high-protein, high-calorie, vitamin-rich diet and immobilization with

bandage and adhesive tape for seven days. The mandible was mobilized on the eighth day with slow

mastication and low-density food for two additional weeks. Antibiotics, hydrocortisone sodium succinate,

and analgesics were prescribed. In the meniscectomy group, the meniscus was removed.

Results
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Patients 1 to 6, treated by meniscectomy, had good results until the second month. Thereafter, painful

symptoms returned, initially with low intensity but at times becoming dramatic over the following months.

Subsequent surgery revealed erosion of the condylar head, ultimately leading to condylectomy.

Patients 7 to 12, treated with the conservative meniscal arthroplasty technique, had very satisfactory short-,

medium-, and long-term results.

Conclusions
1. Surgical indications for painful temporomandibular joint dysfunction are very limited.

2. In these cases, meniscectomy did not produce satisfactory results.

3. Cases treated with conservative meniscal arthroplasty had very satisfactory results.

Figures from the original article
Figure 1. Surgical exposure of the temporomandibular joint.

Figure 2. Operative view during the historical procedure.

Figure 3. Operative field demonstrating the conservative technique.

Figure 4. Resected condyle four years after meniscectomy, showing cortical irregularity and erosion.

Figure 5. Surgical sequence: incision, deep planes, joint exposure, and mobilization of the meniscus. The

original plate also shows pre- and post-meniscectomy tomograms and a condyle with medium-term erosions.

Bibliographic references
The complete historical reference list is preserved exactly as printed on pages 241 and 242 of the facsimile

appendix. Titles and journal abbreviations have not been modernized because the archival scan is the

authoritative source.
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Original image plates
The two plates below preserve all clinical photographs, operative views, specimen images, and

tomograms from the source article.

Original page 239: Figures 1, 2, and 3.
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Original page 240: Figures 4 and 5, condylar specimen, and temporomandibular joint tomograms.
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Complete original Portuguese facsimile
All six original pages are reproduced below without alteration.
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