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Objectives: The radiological evaluation of the temporomandibular joint (TMJ) consists of
demonstrating the morphological features of the disc and the condyle in closed and open
mouth positions using MRI. We aimed to determine elasticity of the disc by measuring the
amount of elongation during mouth opening.
Methods: The study population included 49 patients. Coronal T1 and multiplane oblique T2

weighted gradient recalled echo sequences were acquired in open and closed mouth positions.
Biconcave TMJ disc lengths were measured on sagittal oblique images in both positions.
Elongation ratio (ER) was calculated for each patient. According to the findings, TMJs are
classified into subgroups: normal (N), dislocated with reduction (DWR), pure DWR (p-DWR),
DWR with additional findings (DWR-a) and dislocated without reduction (DWOR). Statistical
analysis was performed using the x2 test and receiver operating characteristic analysis.
Results: Out of 98 discs, 22 of them were evaluated as N, 60 as DWR (28 p-DWR, 32
DWR-a) and 16 as DWOR. There was no significant difference among the disc lengths in
three subgroups at the closed mouth position (P 5 0.15), whereas there was significant
difference in the open mouth position (P 5 0.0001). There was significant difference among
subgroups as far as ER is concerned (P , 0.05).
Conclusions: ER is a strong indicator of elasticity. Compared with the N group, elasticity of
the disc was not significantly different in the p-DWR group but the disc elasticity was very
degraded in DWR-a and in DWOR. A negative conversion or one smaller than 1.4 mm
means a compromised disc, although sometimes it will possess normal anatomical
configurations or signal characteristics.
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Introduction

The temporomandibular joint (TMJ) is a diarthrodial
type of joint, located directly on either side of the head
where the mandibular fossa of temporal bone and the
mandibular condyle articulate.1

A biconcave fibrocartilaginous articular disc (Figure 1)
divides the TMJ into two distinct compartments, super-
ior and inferior. The inferior compartment allows rota-
tion of the condylar head around an instantaneous axis,2

corresponding to the first 20 mm of the mouth opening
process. After the mouth is open to this extent, the mouth

can no longer open without the superior compartment of
the TMJ becoming active. At this point, if the mouth
continues to open, not only does the condylar head
rotates within the lower compartment of the TMJ, but the
entire apparatus (condylar head and articular disc)
translates.2 This translation actually amounts to a rota-
tion around another axis. The fibrocartilagenous articular
disc in the human TMJ is assumed to behave as a shock
absorber and distributor of the joint loads.3,4 However,
the exact contribution of this disc to the mechanics of the
TMJ is still poorly understood.2,4,5

Internal derangement and associated complications
are the most common pathological entities affecting the
jaw. As a general term, internal derangement describes
a structural abnormality within an articulation. The
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internal derangement of the TMJ is a specific term
defined as an abnormal positional and functional rela-
tionship between the disc and the articulating surfaces.
In the TMJ, deterioration of the disc elasticity might
play a role in the development of the TMJ derange-
ment.6,7 In a few studies the mechanical behaviour of the
disc was evaluated with in vitro technique.6,7 Biomecha-
nical tissue behaviour of the human temporomandibular
joint disc was tested indirectly with in vitro simulations
by experimental studies. The resistance against deforma-
tion and the energy dissipation capabilities of discs
were measured during dynamic loading conditions.2,6,7

It was found that the biomechanical factors such as
stress and strain are considered as initial factors for

morphological changes that may cause initiation of
internal derangement.8,9

In this study, we attempted to evaluate the disc
elasticity in vivo, albeit indirectly, using a new technique
that enables calculation of the elongation ratio (ER),
which, to the best of our knowledge from the literature
review, has not been performed previously.

Materials and methods

A total of 98 TMJs of 49 patients (32 male, 17 female,
mean age: 36 ¡ 6.2 years) were examined by TMJ-MRI
with a 1.5 T system (8 channel radiofrequency head
coil, Siemens Vision Plus, Erlangen, Germany). After
coronal T1 weighted (T1W) (gradient echo-gradient
recalled echo (GRE)) and axial-coronal T2 weighted
(T2W) GRE acquisitions, sagittal oblique images
(Figure 2) were repeated with open and closed mouth
positions with T2W GRE sequence. The study was
approved by the local ethics committee and oral con-
sent was obtained from each patient prior to the MRI
examination. For each subject, the closed mouth posi-
tion is when the mouth is closed neutrally with no
motion. The acquisition time for sagittal oblique GRE
images was 2.14 min for each joint. To obtain the open
mouth position, a cylindrical shaped object 3.5 cm in
diameter and coated with cotton was given to each
patient to bite gently. In order to standardize the
technique, patients who could not co-operate with the
open mouth position (n 5 7) and subjects with motion
artefacts (n 5 4) were not included in the study.

Figure 1 Schematic demonstration of the temporomandibular disc in
sagittal projection. The main segments of the disc are shown. Posterior
attachment is generally designated as bilaminar zone. Measurements
were always performed on the midsagittal images where the disc had its
maximum length, anteriorly from the junction of anterior band-
anterior attachment (large white arrow), posteriorly from the junction
of posterior band-posterior attachment (small arrows)

a b

Figure 2 The sagittal oblique images (performed in this study for the first time) which are acquired in addition to the routine protocol are shown.
The angle is determined on the axial scout images (a), the disc length measurement is demonstrated at the sagittal oblique T2 weighted gradient
recalled echo image (b)
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The gradient pulse sequences and parameters were as
follows: for T2W images, field of view (FOV) 160, slice
thickness 3 mm, time of repetition (TR) 345 ms, time
of echo (TE) 11 ms, flip angle (FA) 30u, matrix 2566
1256, acquisition mode two-dimentional (2D); for T1W
images, FOV 160, slice thickness 3 mm, TR 400 ms, TE
20 ms, FA 90u matrix 2566 256, acquisition mode 2D.
In this study, the scanning plan was not taken vertically
to the long axis of the condyle, which is the classic
method. The sagittal oblique sequence was instead at a
45u angle with the plane parallel to the lateral pterygoid
muscle trace. This scanning plan was preferred because

we believe it provides the best anatomy and demonstra-
tion of the longest axis of the disc.

According to the clinical findings and data obtained
from MRI examinations, TMJs are classified into three
main groups: ‘‘normal (N)’’, ‘‘disc dislocation with
reduction (DWR)’’ and ‘‘disc dislocation without
reduction (DWOR)’’ as summarized in Table 1. The
DWR group is generally accepted as a variation in the
literature. In our study this group also has been divided
in to two subgroups; pure-DWR (p-DWR), which has
no additional symptoms or derangements, and DWR-
additional (DWR-a), which has at least one additional

Table 1 Table showing the disc lengths in millimetres in the open and closed mouth positions, elongation ratio values and the subgroup of each patient.

Disc length Disc length

CASE Open mouth Closed mouth ER value Pathology CASE Open mouth Closed mouth ER value Pathology

1R 16.1 10.5 5.60 N 25L 9.5 6.9 2.6 DWR-a
1L 16.8 11.2 5.6 N 26R 11.7 8.3 3.4 N
2R 16.2 14.2 2 p-DWR 26L 6.7 6.7 0 DWR-a
2L 17.2 13.1 4.1 p-DWR 27R 10.8 14.9 24.1 N
3R 14.4 8.7 5.7 p-DWR 27L 8.7 9.4 20.7 DWOR
3L 14.5 9.7 4.8 p-DWR 28R 10.9 10.4 0.5 p-DWR
4R 13.2 9 4.2 DWOR 28L 11.1 9.1 2 N
4L 13.6 9.4 4.2 DWOR 29R 12.7 11.6 1.1 p-DWR
5R 7.2 8.5 21 DWR-a 29L 15.8 10.9 4.9 p-DWR
5L 10.6 11.7 21.1 DWR-a 30R 11.3 8.8 2.5 DWOR
6R 14.8 12.3 2.5 N 30L 14.4 8.4 6 p-DWR
6L 13.6 13.6 0 DWOR 31R 16.3 11.3 5 p-DWR
7R 12.6 9.3 3.3 DWOR 31L 15.3 11.2 4.1 p-DWR
7L 6.8 8.2 21.4 DWR-a 32R 16.3 11.3 5 p-DWR
8R 16.3 13.8 2.5 p-DWR 32L 10.4 11.7 20.3 DWOR
8L 12.2 11.8 0.4 DWOR 33R 10.4 11.7 21.3 N
9R 12.2 10.8 1.4 DWOR 33L 7.4 8.6 21.2 DWR-a
9L 12.5 9.7 2.8 p-DWR 34R 9.2 10.4 21.2 DWOR
10R 12.5 12.7 20.2 p-DWR 34L 9.8 11.8 22 DWOR
10L 7.8 6.7 1.1 DWOR 35R 12.9 11.4 3.5 DWR-a
11R 9.3 9.2 0.1 DWOR 35L 13.8 12.6 1.2 DWOR
11L 10.7 8.5 2.2 DWOR 36R 7.4 9.4 22 DWR-a
12R 14.7 8.7 6 DWOR 36L 7.2 7.9 20.7 DWR-a
12L 13.4 11.2 2.2 DWOR 37R 13.8 9.8 4 DWOR
13R 11.6 8.6 3 p-DWR 37L 11.5 10.1 1.4 DWOR
13L 9.6 8.4 1.2 DWR-a 38R 14.8 12.8 2 N
14R 9.7 12.3 22.6 DWR-a 38L 13.2 11.4 1.8 N
14L 10.7 11.2 20.5 DWOR 39R 16.1 9.7 6.4 p-DWR
15R 5.8 6.2 20.4 DWOR 39L 15.9 10.8 5.1 p-DWR
15L 9.8 8.4 1.4 N 40R 12 8.3 3.7 p-DWR
16R 8.9 8.6 0.3 DWOR 40L 12.1 8.5 3.6 p-DWR
16L 8.1 8.6 20.5 DWOR 41R 11.9 8.8 3.1 DWOR
17R 12.1 10.5 1.6 DWOR 41L 12.2 8.9 3.3 DWOR
17L 10.9 7.3 3.6 DWOR 42R 14.9 12.2 2.7 N
18R 10.9 9.8 1.1 N 42L 14.8 12.1 2.7 p-DWR
18L 6.9 7.7 20.8 DWR-a 43R 15.4 12.4 3.2 p-DWR
19R 14.2 10.5 3.7 N 43L 15.5 12.3 3.2 p-DWR
19L 14.4 10.9 3.5 N 44R 7.7 7.9 20.2 DWR-a
20R 15.3 12.2 3.1 11 44L 11.4 10.2 1.2 N
20L 12.6 11.4 1.2 p-DWR 45R 12.8 9.8 3 p-DWR
21R 13.9 10.7 3.2 N 45L 14.8 14.2 2.6 DWOR
21L 14.4 11.2 3.2 N 46R 14.8 11.6 3.2 p-DWR
22R 10.90 11.30 20.4 p-DWR 46L 8.4 9.1 20.7 DWR-a
22L 10.90 11.30 20.4 p-DWR 47R 10.8 10.7 0.1 DWOR
23R 14.2 11.7 2.5 N 47L 13.8 12.5 1.3 N
23L 12.9 10.7 2.2 N 48R 10.2 10.4 20.2 DWR-a
24R 10.6 9.7 0.9 p-DWR 48L 8.5 10.2 21.7 DWR-a
24L 12.3 10.1 2.2 N 49R 11.9 8.1 3.8 N
25R 12.9 10.1 2.8 p-DWR 49L 12.3 9.4 2.4 DWOR

ER, elongation ratio; N, normal; DWR, disc dislocation with reduction; DWOR, disc dislocation without reduction; p-DWR, pure-DWR;
DWR-a, DWR-additional
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sign of derangement (such as osteoarthritis, disc dege-
neration and effusion) or clinical symptoms.

In all cases, TMJ disc length was measured at its
longitudinal axis on the sagittal images which were
acquired in both open and closed mouth positions
bilaterally. While measuring the disc length, the longest
anteroposterior dimension of the longest axis was chosen
(Figure 1). For every disc, three measurements were
performed in closed and open mouth positions and the
mean values were obtained. Measurements were per-
formed after electronic zooming of the image from the
standard points. For each TMJ disc, the ER was
calculated by subtracting the length of the longitudinal
plane of the disc in closed mouth position from the
corresponding value in open mouth position images. The
major reasons for using the ER in this study were to
minimize the effects of the structural length discrepancies
of the discs and to quantify the elasticity.

The possible effects of demographic characters and
gender on the pathology were evaluated respectively
using the independent samples t-test and x2 test.

Clinical findings have been used as the standard
reference for comparison to determine the accuracy of
the interpretations of MR images. Statistical analysis
was conducted using MedCalc (MedCalc Software,
Mariakerke, Belgium). The arithmetic mean and
standard deviation (SD) is used for the analysis of the
data. For the determination of cut off and compatibility
points, ROC curves were drawn.

Intra-individual comparisons were performed regard-
ing the disc lengths in closed and open mouth positions,
and ER values obtained using an independent samples
t-test. Pathological disc changes (dislocation, deforma-
tion) were tested in terms of right and left side diffe-
rences at the intra-individual level (two-way analysis of
variance (ANOVA) test).

The differences between groups were compared using
the x2 test according to the cut-off points. The results of
the ROC curve were evaluated within 50% confidence
interval and other results within 95%; the significance
of P , 0.05 was accepted as meaningful.

Results

There is no significant difference among the mean ages
between two gender groups (independent samples
t-test) and the frequency of disc pathologies among
two genders (x2 test, P . 0.05).

There is a statistically significant difference in the disc
lengths among the all groups in the open mouth position
(P 5 0.0001), although no significant difference was
noted in the closed mouth position (P 5 0.15). The
mean disc lengths measured at open mouth position were
13.54 mm¡1.6 mm (N); 12.37 mm¡ 2.44 mm (DWR);
9.49 mm¡2.73 mm (DWOR); at closed mouth position
they were 10.41 mm¡1.56 mm (N); 10 mm ¡1.94 mm
(DWR); 9.71 mm¡1.7 mm (DWOR).

The mean ERs, calculated for each TMJ disc sepa-
rately, were 2.25 (N), 3.15 (p-DWR), 1.56 (DWR-a), and
20.39 (DWOR) (Table 2). The mean ER values of N and
p-DWR were not statistically different, and the ROC
curves for these two groups were also not significant
(P . 0.05). The values of DWR-a and DWOR groups
were significantly different from the N group (P , 0.05,
Figure 3).

There were 32 joints with DWR-a (including 3
asymptomatic patients with osteoarthritis) and their
ERs were significantly decreased (for all DWR-a: 1.56
mm, and for 3 osteoarthritis DWR-a: 0.66 mm) despite
no deformation in discs and mild clinical symptoms.
Except for the three asymptomatic patients with oste-
oarthritis, for the other six patients who have osteoar-
thritis and are symptomatic, the mean ER value was
determined as 0.02 mm, which was significantly de-
creased (P 5 0.0001).

There was no statistically significant difference of
disc length and ER values in the open and closed mouth
positions between the right and left sides within the
same pathological group (N, p-DWR, DWR-a, DWR)
(P . 0.05). Although there were significant differences
between the mean values of different groups, there was

Table 2 Elongation ratio values of all the joints among all patients

N Mean SD

N 22 2.25 2.06
p-DWR 28 3.15 1.91
DWR-a 32 1.56 1.88
DWOR 16 20.39 1.61
Total 98 1.85 2.20

N, normal; DWR, disc dislocation with reduction; DWOR, disc
dislocation without reduction; p-DWR, pure-DWR; DWR-a, DWR-
additional; SD, standard deviation

Figure 3 Receiver operating characteristic curve chart showing the
relationship between the normal (N) group and disc dislocation
without reduction (DWOR) group. Using the elongation ratio ,0
value in DWOR patients, abnormal elasticity can be discerned with
81.2% sensitivity and 90.9% specificity
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no significant difference where the right and left sides
are concerned. In general, all the values were higher in
the N and p-DWR groups than in the DWR-a and
DWR groups. Measuring the elongation value larger
than or equal to 1.4 mm (cut-off value) during mouth
opening resulted in normal disc elasticity in N and a
still elastic disc in p-DWR (with 87.2% sensitivity and
88.2% specifity). Negative conversion or the ER values
smaller than 1.4 mm shows a degenerated-compro-
mised and/or a very desiccated disc which is almost
consistent with DWOR. The degree of deformation in
the disc and severity of the symptoms (pain, limitation
of movement, restlessness, sensitivity) had increased as
the ER value declined.

Discussion

Pathological conditions of the TMJ often present with
pain, joint sounds, tenderness, stiffness, creaking, lock-
ing of the joints and functional abnormalities. In dege-
neration, which was regarded as the most common
abnormality, chronic exposure to repetitive stress in-
juries lead to structural abnormalities such as osteoar-
thritis.10,11 With the advent of imaging modalities of the
TMJ, internal derangement and associated complica-
tions have increasingly been regarded to be responsible
for the vast majority of TMJ complaints.11 Generally,
pathological conditions of the TMJ are not symmetrical,
and repetitive microtrauma probably results in asymme-
trical joint and disc problems.9 We believe that one of the
most important points is detection of disc degeneration,
since it is the first component of the joint to be effected.
In cases where the degeneration in the disc is detected
and treated early, development of possible irreversible
changes (such as condylar flattening or osteophytes) may
be avoided.9 It is well known that dislocation of the disc
is an obvious indicator of joint damage. In addition to
this, in the literature a number of indirect findings on
MRI, which include thickening of an attachment of the
lateral pterygoid muscle, rupture of retrodiscal layers
and joint effusion, have been used as early indicatiors of
disc and TMJ damage.9

A thorough understanding of joint anatomy and
normal function is a prerequisite for understanding the
basic mechanism of the joint dynamics. The mandibu-
lar head, fossa and articular eminence form the TMJ
osseous contours.10,11 A layer of hyaline cartilage covers
the articulating cortical bone.10,11 The interposed fibro-
cartilaginous disc has a bow-tie-shaped biconcave mor-
phology. The anterior and posterior ridges of the disc are
termed as anterior and posterior bands. The smaller
anterior band attaches to the articular eminence, con-
dylar head and joint capsule (Figure 1). The posterior
band blends with highly vascularized, loose connective
tissue residing in the retrodiscal space in the mandibular
fossa and attaching to the condyle and temporal bone.
Medially and laterally, the disc is firmly attached to the
capsule and the condylar neck.11

When the jaw is opened, the disc slides into a position
between the mandibular head and articular eminence.
The loose tissue of the bilaminar zone allows a
remarkable range of motion to the disc. The attachments
of the disc prevent luxation during opening. Such a
complex movement of the jaw is controlled by the forces
produced by masticatory muscles.1,2,10 We evaluated the
dynamic imaging in oblique sagittal configuration of the
disc and aimed to measure the elasticity of the disc,
which in turn could be an indirect but easy sign of
disturbance in the joint dynamics.

Based on histological and immunohistochemical stu-
dies, the TMJ disc is composed mainly of compact type-I
collagen fibres, water and proteoglycan, a few cells and
elastic fibres.4,12 It was found that collagen microtrauma
and loss of the gel layer on the disc surface caused by
mechanical tensile and compressive forces plays a crucial
role in the progression of the breakdown of the
expansion pressure system in the TMJ disc. The latter
correlated with deformation of the collagen–proteogly-
can network configuration of the disc.4,12–16 This
suggests that disc degeneration or failure is involved in
the pathological mechanism of TMJ disorders.17–21 In
the literature, all the biochemical studies on this topic
have been carried out with in vitro techniques.6–9 The
results of some of these studies are in concordance with
our results. In our study (in vivo), we were able to denote
the indirect data indicating impaired elasticity of the
degenerated disc in symptomatic cases, non-invasively
and in vivo. However, at this point we should indicate
that only a limited number of joints with displaced discs
produce symptoms, and progression to severe, some-
times debilitating, degenerative arthritis is noted in only
a subset of these patients. With this method it may be
possible to identify and predict the disc displacements
that have a potential to progress and end up with disc
damage.22

Physical examination findings in TMJ disorders are
highly non-specific.23,24 On the other hand, 82% of
patients presenting with pain have displaced discs when
examined with MRI.25,26 Although MRI allows excellent
depiction of TMJ anatomy and functional abnormal-
ities, especially during imaging of the closed and open
jaw positions, its specificity is also limited owing to the
high prevalence of disc displacement as a variant. We
believe that, in order to find out if displacement with
reduction has clinical importance on a patient basis,
deterioration of the disc elasticity and a decrease in the
ER value can be used as criteria. As a matter of fact, in
our study there were significant differences in the ER
values among the asymptomatic group (p-DWR) vs
symptomatic patients with DWR-a. This was also valid
for cases with or without osteoarthritis. In asymptomatic
patients with osteoarthritis which was detected only
radiologically (ER 5 0.66 mm) and in symptomatic
osteoarthritic patients (ER 5 0.02 mm), the discs’ ERs
were significantly shorter than in the N group (healthy
subjects), which supports our theory (P , 0.05). In our
study, absence of a significant difference between the
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right and left sides that may have a potential effect on the
ER values detected by intra-individual statistical studies
have increased the reliability of our results.

From the clinical point of view, it is very important to
determine whether the disc is affected or not from the
ongoing pathological processes in the TMJ. This will
help to differentiate the real pathological cases from
DWR groups which may represent the variant asympto-
matic groups. In addition to these, determination of the
severity of the disc rigidity may help to orientate the
therapy. In this study, the disc ER value has been
measured in a simple way, using parasagittal images
without the need for complicated formulas or algo-
rithms. We believe that this sequence can be added to the
routine TMJ MRI protocol and hence possible con-
tribution of disc pathology to the TMJ abnormality can
be detected. The results of the current study suggest that
disc rigidity can be detected as a decreased ER value
before overt changes occur in its morphology and signal
intensity. Compromised structural integrity of the disc
may initiate or may be a sign of the process of
osteoarthritis.27,28 With the technique presented in our
study, in addition to routine TMJ-MRI results, determi-
nation of the disc abnormality will allow the clinician to
apply therapeutic strategies that are optimally suited to
the underlying abnormality. Just recently, early repair of
injuries to the disc, its attachments and the articular
capsule that regularly accompany high-grade fractures
of the articular process of the mandible has become an
issue.29

The most important limitation of our study is that
the measurements, although performed 3 times, were
done by a single observer (DY, a radiologist with 4
years experience). One possible advantage of a single
observer is the lack of interobserver variance. During
measurements, the discs were centralized and zoomed

on the monitor. As shown in Figure 2, the measure-
ments were performed electronically from standard
points, which have minimized the measurement errors.
The ER values of some of the patients were higher, with
larger and longer disc structures. However, these
subjects were also included in the study, assuming that
these variations also exist in the normal population.

As a result of this study, we believe that disc ER is
a strong indicator of elasticity, and when using the
decreased ER value as the only criterion without any
other criteria, abnormal discs can be detected. When
compared with N group, elasticity of the disc is found to
be increased (but not statistically different) in p-DWR
group, whereas it is very decreased (even negatively
opposed) in the DWR-a and/or DWOR group. Mea-
suring an elongation value > 1.4 mm (cut-off value)
during mouth opening shows normal disc elasticity in N
and a still elastic disc in p-DWR group (with 87.2%
sensitivity and 88.2% specifity). Negative conversion
or the ER values smaller than 1.4 mm points out a
degenerated-compromised and/or very desiccated disc
almost consistent with DWOR. The degree of deforma-
tion in the disc and severity of the symptoms (pain, limi-
tation of movement, restlessness, sensitivity) increased as
the ER value declined.

In conclusion, the average ER value of the N group,
with no joint-related complaints and normal physical
examination findings, and the p-DWR group did not
differ significantly, where as in the DWR-a and DWOR
groups, the ER value was significantly reduced with
concordance of increased frequency of symptoms and
osteoarthritic changes. With these findings, ER as an
indicator of disc elasticity has the capability to provide
additional information to previous grading systems; how-
ever, its use as a diagnostic criterion has to be validated
with further research including larger group of patients.
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