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ABSTRACT

ÖZET

Osteokondrom, kemik korteksinden
büyüyen ve
kartilajla kaplı ekzofitik bir lezyondur. Kraniofasial
bölgede nadir görülmesine rağmen en çok etkilenen
alanlar koronoid proses ve kondildir.
Mandibular
kondilde görülen osteokondromların cerrahi tedavisi,
lezyonun rekonstrüksiyonla birlikte veya rekonstrüksiyon
yapılmadan
kondilektomi
veya
lokal
eksizyonudur.
Bu raporda yüzde asimetri, çene ucu deviasyonu,
karşı tarafta dişlerin çapraz kapanışı ve maloklüzyona neden olmuş osteokondrom
belirtileriyle
başvuran 48 yaşındaki kadın hastanın tedavisi ve 2
yıllık takip sonuçları bildirilmektedir. Alınan panoramik
radyografi ve bilgisayarlı tomografi görüntüleriyle sol
kondildeki kemik ekspansiyonu doğrulandı. Klinik ve
radyografik değerlendirmelere dayanarak klinik tanı
osteokondrom olarak belirlendi. Ġlave rekonstrüktif
cerrahi olmaksızın kondil başının yeniden şekillendirilmesi
için yüksek seviyeli kondilektomi
planlandı.
Genel anestezi altında preaurikular yaklaşımla lezyon
bütünüyle çıkarılarak kondilektomi yapıldı. Sorunsuz
iyileşme gözlenirken 2 yıl sonunda hastanın mevcut
oklüzyon ve görünümden memnun olduğu görüldü.
Anahtar Kelimeler: Osteokondrom; temporomandibüler eklem; mandibular kondil

Osteochondroma is an exophytic lesion that arises
from the bone cortex and is capped with cartilage.
Although osteochondromas are rare in the craniofacial
area, the most affected areas are commonly coronoid
process and condyle. The surgical treatment for an
OC of the mandibular condyle has normally either
been condylectomy or local excision with or without
reconstruction.
This paper describes a case of osteochondroma of the
mandibular condyle in a 48-year-old woman who was
referred with facial asymmetry, deviation of chin,
cross-bite to the contralateral side and malocclusion.
Panoramic radiographs and computerized tomographic
scans of the patient confirmed the presence of a bony
expansion of the left condyle. Based on clinical and
radiographic evaluations, the clinical diagnosis was
made as osteochondroma. High condylectomy
procedure was planned for reshaping condylar head
without
additional
reconstructive
surgery.
Condylectomy was performed using a preauricular
approach with total removal of the lesion under
general anesthesia. The healing was uneventful, and
the patient was satisfied with appearance and
occlusion in two years.
Keywords: Osteochondroma; Temporomandibular
Joint; Mandibular Condyle
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INTRODUCTION

midline. Clinical examination showed an acceptable
but asymmetric jaw opening with mandibular deviation
of the midline. The patient had a cross-bite in the
right side (Figure 1). There was no irregular structure
of the condyles in bilateral palpation. Lateral temporomandibular radiography showed a mass extending
on the medial surface and limited movement of the
left condyle (Figure 2). Tomographic scans showed a
bony expansion of the left condyle (Figure 3). Based
on these symptoms, the clinical diagnosis was made
as OC of the condyle. The patient was using bridge
prosthesis made according to the malocclusion. The
patient asked us whether we solve the current
problems or not with surgery. We recommended the
surgical excision of the lesion without reconstruction
to be solving the problems, and she accepted the
surgical intervention. The operation was performed
under general anesthesia through a nasoendotracheal
intubation with preauricular approach. The high
condylectomy procedure was performed with presserving condyle and articular disc. The tumor was
resected from healthy bone in a manner new condyle
(Figure 4). Histopathologic examination of the
osteochondroma showed a bone trabeculation covered
by a cartilage cap with underlying fibrous connective
tissue (Figure 5).
The healing was uneventful. Posterior bridges
of the patient renewed in terms of normal occlusion.
Two years later, the patient has excellent functional,
occlusal and facial esthetic without additional surgery
or orthodontics (Figure 6). Postoperative panoramic
and temporomandibular radiographs showed an
excellent remodeling and function of the operated
condyle (Figure 7 and 8).

Osteochondroma (OC) also known as
osteocartiloginous exostosis is one of the most
common benign tumors of the long bones. OCs of the
facial skeleton develop from bones growing by
endochondral ossification, thus these lesions involve
condyle, coronoid, symphysis of the mandibula,
zygoma, zygomatic arch and nasal septum at the
facial skeleton ¹.
Generally OC affects females around forty
years-age. Pathogenesis of OC whether it is
developmental or neoplastic is controversial. A
relatively high frequency of OC around the
temporomandibular joint (TMJ) can be explained with
persistence of embryonic remnants in this area ².
Etiology of the lesion is still controversial;
hence different etiologies have been hypothesized.
Nests of chondrocytes in periosteum and mechanical
stress to chondrocytes were claimed as an etiologic
factor because of the localizations of lesion 3,4.
Saito et al. reported that traumatic factors such
as temporomandibular disorders may cause the
osteochondroma in the mandibular condyle 5. Trauma
and inflammation have been suggested as
contributory factors of the condylar osteochondroma
by Seki et al 6.
Porter and Simpson suggested
genetic component might also be involved in
pathogens is due to mutations in chromosomes 8 and
11 7.
The most common symptom of OC of condyle
is deviation of midline to unaffected side, cross-bite on
the contralateral side and mild pain 2,8. The tumor
easily diagnosed with computerized tomography (CT)
or panoramic radiographs because they give typical
radiographic image. CT scans indicate bone growth
outwardly with continuation of cortex and medulla9.
The surgical treatments of the osteochondroma
of condyle are condylectomy or local excision 2. The
recommended treatment for OC of the condyle is
resection of the lesion with the maximum protection of
the condylar head 8,10.
CASE REPORT
A 46-year-old woman presented in 2012 with
complaints of progressive malocclusion, left TMJ pain
and history of right-side deviation of the mandibular

Figure 1. Preoperative occlusion assessment. Deviation of
chin, cross-bite to the contralateral side (right) and
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malocclusion were seen.

Figure 5. Hematoxylin and eosin (H&E) staining of the tumor
sections (magnification 40×).

Figure 2. Temporomandibular joint radiograph showed a
mass extending on the medial surface of the left condyle.

Figure 6. Two years later, the patient has excellent
functional, occlusal and facial balance without additional
surgery or orthodontics.

Figure 7. Postoperative panoramic radiograph.
Figure 3. Preoperative computerized tomography scans.

Figure 8: Postoperative temporomandibular radiographs.
Figure 4. The tumor was resected from healthy bone in a
manner new condyle.

DISCUSSION
OC of the mandibular condyle is quite rare.
Because they arise only from endochondral bones,
usually encountered in long bones. Some authors
claim that the lesion is usually seen sixth decade, the
others claim that patients are usually young 2,11.
There was no gender predilection. Facial asymmetry,
deviation of the chin midpoint to the unaffected side
and malocclusion with open bite are typical symptoms
in patients with the TMJ osteochondroma 2,11. In
differential diagnosis of the osteochondroma of the
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TMJ, hemifacial hypertrophy, synovial chondromatosis,
osteoblastoma and ossifying fibroma of the condyle
should be ruled out.
However the radiographic
appearance as a medial condylar mass together with
clinical symptoms of an ostechondroma is distinctive.
OC of the condyle requires local excision.
Some authors suggest that OC of the condylar head
can be treated with local resection such as high level
condylectomy with recontouring as in our case
8,12,13,14
. This more conservative approach focuses the
exophytic nature of the lesion, and eliminates
additional reconstructive surgery with preserving
remaining bone 2,12. Some surgeons prefer additional
reconstructive surgery such as a vertical ramus
osteotomy with superiorly advancement of the
condylar segment to be satisfactory TMJ function 15,16.
Removal is indicated if the tumor is displeasing,
is producing pain or discomfort, has radiological
features suggestive of malignancy, or shows an
abnormal increase in size 17.
Condylectomy was performed by Humpfrey
firstly in 1854, and with the evolution of technique
most authors agreed on the importance of
reconstruction of the condylar head after surgery.
The main purpose in high level condylectomy is to
create a new joint surface as similar as possible to the
original during the surgery. Therefore, vertical
dimension of the ramus and occlusion should not
change too much to be preserving the mechanics of
the mandible.
Complications of condylectomy procedure are
open bite, chin deviation to operated side, TMJ
ankylosis, disfunction and difficulty to make the
lateral movements due to failure of reattachment of
lateral pterygoid muscle to operated condyle 18.
Many authors indicate that high condylectomy
procedure is an effective surgical technique in
treatment of long standing degenerative TMJ
disorders.19,21
Alexandridis et al investigate in response to
functional stress of new condylar surfaces after
bilateral high condylectomy in photoelastic human
mandible model, and they emphasized the new
condylar surfaces present similar functional and stress
distribution properties with normal condyles. However
the functional properties of photoelastic mandibles
undergone unilateral condylectomy were different
from normal condyles 22.

Alexandridis
et
al
mentioned
if
the
condylectomy is performed in a higher level in OC of
the condyle the level of asymmetry can be decreased
and more ideal functional forces might be hope.
Conversely if the condylectomy is performed on the
condylar neck, asymmetry and failure of occlusion will
occur. In these cases, a condylar reconstruction
procedure is mandatory to mandibular balance and
function 22.
When head and neck of the condyle are
affected from the OC, comprehensive surgical
interventions should take into consideration, such as
condylectomy
and
temporomandibular
joint
reconstruction 2,10,13.
Recently, costochondral grafts and total joint
prosthesis are the most commonly used materials for
simultaneous TMJ reconstruction methods. Donor site
morbidity and unpredictable graft resorption are the
disadvantages of costochondral grafts. High costs of
device, material wear, potential failure and restricted
use in growing patients are the disadvantages of total
joint prosthesis. At the same time, long-term results of
TMJ prosthesis is not clear 2.
We recommend the high condylectomy with
preserving articular disc and resecting in a manner
condylar head, if there is existence of unaffected
condylar part. We think that this technique is superior
to complicated reconstructive and orthognathic
approach in most TMJ osteochondroma cases.
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