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Fig. 1. A, Frontal and sagittal profile views: B, Lateral cephalometric radiograph at 2009: C, Intraoral
photograph of anterior open bite: D, Panoramic view, no condylar resorption on both sides: E, Lateral
transcranial view, both condyle movement were decreased: F, Left TMJ was anterior disc dislocation

without reduction on MRI.
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Fig. 2. A, Panoramic view of 1st visit at 2006 year, no condylar resorption on both sides: B. Lateral
transcranial view, both condyle movement were not decreased: C, Lateral cephalometric

radiograph, no anterior open bite

Fig. 3. A, Frontal and sagittal profile views: B, Lateral cephalometric radiograph at 1st visit: C, Lateral
cephalometric radiograph at 2nd visit: D, Occlusion of 2nd visit : E, Occlusion of study model:
F. Panoramic view, no condylar resorption: G, Lateral transcranial view, both condyle movement

were not decreased at 1st visit.

109



L

Fig.

110

JYLit Ik
A4 4 A0

"‘ll".l.

r

: K’* - ’)

[Bt Close] [Lt Close] [Rt, Open] [Lt, open]

4. A Frontal profile views of accident before and after: B, Lateral cephalometric radiograph: C, Frontal
cephalometric radiograph: D, Intraoral photograph of centric relation: E. Intraoral photograph of
centric occlusion: F, Panoramic view, both condylar resorption couldn’t find: G, Lateral transcranial
view, both condyle movement were not decreased: H, Left TMJ was anterior disc dislocation without
reduction on MRI.



Fig. 5. A, Frontal and sagittal profile views: B, Lateral cephalometric radiograph: C, Centric relation view:
D. Centric occlusion view: E, Panoramic view, specific condylar resorption couldn’t find.: F,
Lateral transcranial view, both condyle movement were not decreased.
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Table 1. Comparison of cephalometric variables of subjects

Variables case [ case II case III case IV Mean
Cranial base relationships
Anterior cranial base length(S-N) (mm) 61 66 66.5 64 6.7
Posterior cranial base length(S-Ar) (mm) 32 31 31 30 36.7
Saddle angle(N-S-Ar) ( °) 119 126.5 126 121 125.9
Maxillomandibular relationships
SNA angle ( °) 825 81 75.5 83 81.6
SNB angle ( °) 80.5 73 73 78 79.2
ANB angle ( ° ) 2 8 25 5 25
Vertical skeletal relationships
FMA (°) 335 36.5 33 33 24.3
SN to mandibular plane angle ( ° ) 39 50 44 40.5 334
FH to palatal plane angle ( ° ) 1.0 15 3 1.0 0.6
Occlusal plane to mandibular plane angle ( ° ) 235 20 22 20 154
Total anterior facial height(N-Me) (mm) 117 128 122 112 1274
Total posterior facial height(S-Go) (mm) 73 71 75 685 8.1
Lower anterior facial height(ANS-Me) (mm) 69 73 66 67 70.7
Size and form of mandible
Ramus height(Ar-Go) (mm) 41 42 44 40.5 51.6
Gonial angle (Ar-Go-Me) ( ° ) 127 134 131 130 1187
Articular angle(S-Ar-Go) ( ° ) 152 150 150 150 148.7

mean : mean of Korean adult female with normal occlusion”
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Fig. 6. On the left is the graphic of a hypodivergent
skeletal type and right the hyperdivergent
type. (Quotation from reference 9)

Fig. 7. Directions of musculature and bite force. (a),
Brachyfacial(BFA) hypodivergent specimen.
(b), Dolichofacial (DFA) hyperdivergent
specimen. AT, Anterior temporalis. MT,
Middle temporalis. PT, posterior temporalis.
MP, Medial pterygoid. DM, Deep masseter.
SM. superficial masseter. LP, Lateral
pterygoid. (Quotation from reference 10)
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ABSTRACT

Occlusal Change as a Sequela of Anterior Disc Displacement without Reduction of
Temporomandibular Joint: Case Reports

Yun-Kyung Hur, D.D.S..Ph.D., Jae-Kwang Jung, D.D.S..M.S.D.,
Jae-Kap Choi, D.D.S.,Ph.D.

Department of Oral medicine, School of Dentistry, Kyungpook National University

We report 4 patients who developed change of occlusion which seemed to be related to anterior disc dislocation without
reduction, but there was no distinct evidence of condylar destruction or collapse. They experienced sudden occurrence

of occlusal change, anterior open bite in 2 patients, lateral CR-CO discrepancy in 1 patient, and anteroposterior CR-CO

discrepancy in 1 patient. Also, this report is to find out if there is a relation between sudden occurrence of occlusal change

and anterior disc dislocation without reduction.

Key words: Anterior disc dislocation without reduction, Occlusal change, Anterior open bite, CR-CO discrepancy,
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