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Introduction

Synovial and ganglion cysts are fluid-filled lesions within joints, most often occurring in the
periarticular areas of the wrist, knees, and feet [1]. These cysts occur in the Temporomandibular
Joint (TMJ), although they are rare [2]. A review of the literature by Steen et al. found thirty-six
ganglion and thirteen synovial cysts in the TM]J (3). The distinction between a synovial and ganglion
cyst can only be made by histological examination [2,4].

The primary clinical presentation of a TM]J cyst is pain and swelling. Other possible findings
include paresthesia, difficulty with mastication, limited mouth opening, click or pop during
movement, and acute facial paralysis [3]. Although malocclusion due to cysts, masses and tumors
in the TMJ have been reported [5-7], to the best of our knowledge, acute onset malocclusion as a
manifestation of a TMJ cyst has not been described.

The purpose of this report is to present an unusual case of a TM] cyst presenting as sudden onset
of malocclusion after trauma.

Case

An otherwise healthyl2-year-old patient presented with bilateral facial pain after being struck in
the face with a shoulder during a basketball game. She reported restricted mouth opening and inability
to occlude normally. A panoramic radiograph showed a dislocated mandible, but no fracture. The
patient was discharged with a soft diet and rest; the pain and malocclusion spontaneously resolved.

Nine months later, the patient presented with acute onset of jaw pain, trismus and mandibular
deviation after being hit in the face with a volley ball. Examination demonstrated minor left
preauricular swelling with associated tenderness to palpation. The mandible was deviated to the
right resulting in a lateral cross bite (Figure 1). Active maximal incises opening was 10 mm and
passive opening with finger pressure was 25-30 mm with pain. A panoramic radiograph showed
inferior displacement of the left condyle out of the glenoid fossa without mandibular fracture.
An MRI with gadolinium contrast demonstrated an anteriorly subluxed mandibular condyle and
a non-enhancing lesion measuring 12 x 8 x 8 mm at the medial aspect of the left condylar neck
communicating with the articular space (Figure 2). The imaging appearance of this lesion was
consistent with a ganglion or synovial cyst.

The patient subsequently underwent a CT guided aspiration and steroid injection of the left
TM]J cyst, under general anesthesia. Under biplane fluoroscopic guidance, a 21-gauge EchoTip
needle was advanced into the cyst. Attempts to aspirate fluid from the cystic lesion had no yield.
Ten milligrams of triamcinolone hexacetonide (steroid) and 1 mL of 1% lidocaine was instilled
gently into the cyst. The malocclusion resolved 10 days after the procedure. No malignant cells were
identified on cytology.

Seven weeks later, after again being hit in the face with a dodge ball, the patient presented with
a recurrent malocclusion. Examination showed deviation of the mandible to the right without
facial swelling. Active maximum incisal opening was 6 mm and the mandibular dental midline was
deviated 10 mm to the right of the midsagittal plane. MRI demonstated anteroinferior subluxation
of the left condyle and a residual or re-accumulated non-enhancing cyst measuring 6 mm x 5 mm
at the medial side of the glenoid fossa. Open surgical excision of the cyst was recommended, but the
patient declined intervention. The patient was discharged with conservative treatment including soft
diet, rest, moist heat, massage, physical therapy, and nonsteroidal anti-inflammatory medications.
The pain and malocclusion resolved over the following 2 weeks. The patient has not had recurrence
of these findings over 2-year follow-up.
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Figure 1: Photo of the malocclusion with deviation of mandible to left.
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Figure 2: MRI axial T1 coupe with gadolinium contrast demonstrating cyst
medial to TMJ.

Discussion

The differential diagnosis for acute onset of malocclusion includes
fracture, disc displacement, mandibular dislocation, primary and
metastatic tumors of the TMJ, benign vascular or neural lesions, and
joint effusion [6-8].

To our knowledge, there has been only one other report of a TMJ
cyst causing malocclusion, and that lesion was ultimately found to
be a ganglion cyst [7]. Steen et al. found that swelling and pain were
the most common presenting findings of TM] synovial and ganglion
cysts in 49 cases [3]. Both ganglion and synovial cysts of the TM]
occur more frequently in females than males (3:1), at a median age
of 46 years [3]. The differential diagnosis of a TMJ cyst should also
include synovial chondromatosis, parotid cyst, bone cyst, sebaceous
cyst, osteochondroma, osteoma, osteoblastoma, sarcoma, plasma
cell myeloma, pigmented villonodular synovitis, hemangioma,
nonossifying fibroma, and Langerhans cell histiocytosis [2,9].

Ganglion and synovial cysts can be differentiated by histological
evaluation and immune histochemistry [2]. A synovial cyst is a true
cyst lined with cuboidal or flattened synovial cells [2]. The cyst forms
due to displacement or herniation of synovial tissue from trauma or
an inflammatory process [9]. Synovial cysts can be connected to the
joint cavity, whereas ganglion cysts are not [10]. A ganglion cyst is
a pseudocyst with a fibrous connective tissue wall without synovial
cell lining. It forms due to myxoid degeneration of the collagenous
tissue of the joint capsule [2]. Identifying synoviocytes in the lining of
the cyst is essential to distinguishing between a ganglion and synovial
cyst [4]. Differentiation between these cysts may be difficult due to
limited knowledge of the immune histo chemistry architecture of the
synovial membrane and morphological plasticity of the synovial cells
[11].

In this case, histological evaluation could not be performed
because the cyst was instilled with steroids, not excised. However,
given that the cyst formed after trauma and was connected to the
joint cavity, it is most likely to be synovial. Four cases of a TMJ cyst
after trauma have been described in the literature, three of which were
synovial [9,12-14]. In the single patient with a ganglion after trauma,
the trauma had occurred 10 years before presentation [14].

In the literature, cysts of the TMJ are more often reported as
ganglion than synovial [3,7,15-16]. However, the largest single center
study of 12 patients with TM]J cysts found that synovial cysts are more
common than ganglion cysts [17]. According to Partridge et al, poor
accuracy of the histological evaluation may be responsible for this
discrepancy [17].

Surgical excision is the recommended treatment for both ganglion
and synovial cysts. Complete excision if possible is recommended
since these cysts may recur [18]. In this case the patient and family
chose to attempt percutaneous drainage after the first onset of
findings and non-interventional treatment thereafter. Although this
is not the most commonly recommended management, Bonacci et al.
suggested arthroscopic treatment and injection of anti-inflammatory
for synovial cysts may lead to resolution of the synovitis with minimal
joint injury [15].

This case demonstrates a unique presentation of a presumed
synovial cyst of the TM]J that occurred after trauma. Injection
of steroids in the cyst resulted in resolution of symptoms and
malocclusion.

References

1. Angelides AC, Wallace PF. The dorsal ganglion of the wrist: its pathogenesis,
gross and microscopic anatomy, and surgical treatment. J Hand Surg Am.
1976; 1: 228-235.

2. Warner BF, Luna MA, Robert Newland T. Temporomandibular joint
neoplasms and pseudotumors. Adv Anat Pathol. 2000; 7: 365-381.

3. Steen MW, Hofstede DJ. Ganglion and Synovial Cyst of the
Temporomandibular Joint: A Case Report and Literature Review. Plast
Reconstr Surg Glob Open. 2015; 3: 524.

4. Vera-Sirera B, Tomas-Amerigo JA, Baquero C, Vera-Sempere FJ.
Synovial cysts of the temporomandibular joint: an immunohistochemical
characterization and literature review. Case Rep Pathol. 2013; 2013: 508-
619.

5. Wei WB, Chen MJ, Yang C, Qiu Y, Zhou Q. Tumors and pseudotumors at
the temporomandibular joint region in pediatric patients. Int J Clin Exp Med.
2015; 8: 21813-21817.

Citation: Renkema RW, Resnick CM and Padwa BL. Temporomandibular Joint Cyst Causing Malocclusion. SM Musculoskelet Disord. 2017; 2(3): 1018.
https://dx.doi.org/10.36876/smmd.1018

e 25


https://www.ncbi.nlm.nih.gov/pubmed/1018091
https://www.ncbi.nlm.nih.gov/pubmed/1018091
https://www.ncbi.nlm.nih.gov/pubmed/1018091
https://www.ncbi.nlm.nih.gov/pubmed/11078060
https://www.ncbi.nlm.nih.gov/pubmed/11078060
https://www.ncbi.nlm.nih.gov/pubmed/26495237
https://www.ncbi.nlm.nih.gov/pubmed/26495237
https://www.ncbi.nlm.nih.gov/pubmed/26495237
https://www.hindawi.com/journals/cripa/2013/508619/
https://www.hindawi.com/journals/cripa/2013/508619/
https://www.hindawi.com/journals/cripa/2013/508619/
https://www.hindawi.com/journals/cripa/2013/508619/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4723993/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4723993/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4723993/

SMGr&up

Copyright © Renkema RW

Brustowicz KA, Padwa BL. Malocclusion in children caused by
temporomandibular joint effusion. Int J Oral Maxillofac Surg. 2013; 42:1034-
1036.

Lima SM, Jr, de Souza Maliska MC, Dimitroulis G, Modolo F, Nazareno Gil J.
Painful deviation of the mandible. Oral Surg Oral Med Oral Pathol Oral Radiol
Endod. 2009;107: 749-753.

Spinzia A, Panetta D, Russo D, Califano L. Synovial cyst of the
temporomandibular joint: a case report and literature review. Int J Oral
Maxillofac Surg. 2011; 40: 874-877.

Chang YM, Chan CP, Kung Wu SF, Hao SP, Chang LC. Ganglion cyst and
synovial cyst of the temporomandibular joint. Two case reports. Int J Oral
Maxillofac Surg. 1997; 26:179-181.

10. Ali ZA, Busaidy KF, Wilson J. Unusual presentation of a ganglion cyst of

1.

the temporomandibular joint: case report and distinction from synovial cyst. J
Oral Maxillofac Surg. 2006; 64 :1300-1302.

Smith MD. The normal synovium. Open Rheumatol J. 2011; 5:100-106.

12. Reychler H, Fievez C, Marbaix E. Synovial cyst of the temporomandibular

joint. A case report. J Maxillofac Surg. 1983; 11: 284-286.

13.

14.

15.

16.

17.

18.

Janecka IP, Conley JJ. Synovial cyst of temporo-mandibular joint imitating a
parotid tumour. (A case report). J Maxillofac Surg. 1978; 6 :154-156.

Suhr MA, Mager A. Unilateral non-occlusion secondary to a ganglionic cyst
of the temporomandibular joint (TMJ). J Craniomaxillofac Surg. 2013; 41: 5-7.

Bonacci CE, Lambert BJ, Pulse CL, Israel HA. Inflammatory synovial cyst of
the temporomandibular joint: a case report and review of the literature. J Oral
Maxillofac Surg. 1996; 54: 769-773.

Nahlieli O, Lewkowicz A, Hasson O, Vered M. Ganglion cyst of the
temporomandibular joint: report of case and review of literature. J Oral
Maxillofac Surg. 2000; 58: 216-219.

Partridge JC, Cipriani N, Faquin WC, Chuang SK, Keith DA, Lahey ET.
Periarticular Cysts of the Temporomandibular Joint Are More Frequently
Synovial Than Ganglion. J Oral Maxillofac Surg. 2016; 74:1396-1402.

Lee YT, Kwon SB, Cho SH, Eo S, Rhee SC. A ganglion cyst of the
temporomandibular joint. Arch Plast Surg. 2014; 41:777-780.

Citation: Renkema RW, Resnick CM and Padwa BL. Temporomandibular Joint Cyst Causing Malocclusion. SM Musculoskelet Disord. 2017; 2(3): 1018.
https://dx.doi.org/10.36876/smmd.1018

Crese


https://www.ncbi.nlm.nih.gov/pubmed/23623725
https://www.ncbi.nlm.nih.gov/pubmed/23623725
https://www.ncbi.nlm.nih.gov/pubmed/23623725
https://www.ncbi.nlm.nih.gov/pubmed/21470821
https://www.ncbi.nlm.nih.gov/pubmed/21470821
https://www.ncbi.nlm.nih.gov/pubmed/21470821
https://www.ncbi.nlm.nih.gov/pubmed/9180226
https://www.ncbi.nlm.nih.gov/pubmed/9180226
https://www.ncbi.nlm.nih.gov/pubmed/9180226
https://www.ncbi.nlm.nih.gov/pubmed/16860230
https://www.ncbi.nlm.nih.gov/pubmed/16860230
https://www.ncbi.nlm.nih.gov/pubmed/16860230
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3263506/
https://www.ncbi.nlm.nih.gov/pubmed/21470821
https://www.ncbi.nlm.nih.gov/pubmed/21470821
https://www.ncbi.nlm.nih.gov/pubmed/276556
https://www.ncbi.nlm.nih.gov/pubmed/276556
https://www.ncbi.nlm.nih.gov/pubmed/22575328
https://www.ncbi.nlm.nih.gov/pubmed/22575328
http://www.joms.org/article/S0278-2391(96)90701-6/abstract
http://www.joms.org/article/S0278-2391(96)90701-6/abstract
http://www.joms.org/article/S0278-2391(96)90701-6/abstract
https://www.ncbi.nlm.nih.gov/pubmed/26902711
https://www.ncbi.nlm.nih.gov/pubmed/26902711
https://www.ncbi.nlm.nih.gov/pubmed/26902711
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4228227/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4228227/

	Title
	Introduction
	Case
	Discussion
	References
	Figure 1
	Figure 2

