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Abstract

Condylarhyperplasia (CH) is a progressive and pathologic overgrowth of one or both condyles, which may
affect the neck, ramus, or body of the mandible causing asymmetry of the face, alteration of the dental occlusion
with unilateral crossbite or open bite,articular dysfunction, speech, and masticatory problems.Constant clinical
evaluation, serial radiographs, dental models and bone scan techniques can be employed to aid in

diagnoses.Here in, we report 2 cases of unilateral CH.
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Introduction

Condylar hyperplasia (CH)is an uncommon
malformation of the mandible, caused by excessive
growth of one of the condylar part of the mandible.
Unilateral condylar hyperplasia is characterized by
slow and progressive condylar enlargement and
elongation of the mandibular neck resulting in
facial asymmetry and shifting of the midline of the
chin to the unaffected side 1. It occurs as an
acceleration of growth in young patients that
manifests at thesame time of physiologic condylar
growth or as an unpredictable growth spurt in
adults 2. Aetiology is not well understood though
various theories include neoplasia, trauma followed
byexcessive proliferation in repair, or a response to

infection or to abnormal loading.Local circulatory

and endocrine disturbances have also been
suggested” * > Though there is no pain associated
with the affected joint, facial asymmetry and
malocclusion are noted.CH affects not only the
growth of the affected bone structure, but also the
soft tissues of the sector including ligaments,
muscles and bone structures related to this
mandibular position are affected which determines
the severity of facial asymmetry® Detailed history,
facial  analysis, clinical and radiographic
examinations are essential to diagnose this
condition.Treatment is primarily surgical with or
without orthodontics, and depends on degree of

severity and condylar growth status.
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Case 1:A 23 yr. old male patient reported with
inability to open his mouth completely since two
months.History revealed nasal bone fracture
following trauma (road traffic accident) ayear back
for which he underwentclosed reduction under
General Anaesthesia. Since two months the patient
is experiencingdiscomfort and jerky movements in
relation to (irt) right TMJ on opening his mouth.
Patient also gives history of orthodontic treatment 5

years back.On extra oral examination no gross

facial asymmetry was noticed. Intra oral
examination revealed deviation of chin to right side
(Fig 1), and mouth opening was reduced to 28mm.
On palpation there was tenderness on the right
TMJ. Radiographic examination and CBCT scan
revealed elongatedright mandibular condyle
compared to the left side suggestive of unilateral

condylar hyperplasia (Fig 2,3,4).

Fig 1-Showing deviation of chin to right side

Fig 2-Panoramic radiograph reveals discrepancy in size and shape of the condyles suggestive of condylar

hyperplasia of the right side of the TMJ.
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Fig-3 TMJ limitation view reveals increase in the height and size of right condyle

Fig 4- CBCT images(sagittal view)show variation in the condylar dimensionsie. 17 mm and 24 mm anterio-

posteriorly for left and right condyles of TMJ respectively.

Case 2:A 32 year old female reported with a
complaint of unsatisfactory facial appearance, pain
over her left condyle and poor chewing function.
On examination, extraorally showed marked facial
asymmetry, deviation of chin to right side,
intraorallymidline shift to right side by 6 mm,
crossbite on right side, open bite on left side,
reduced mouth opening to 23 mm was
observed.(Fig. 5,6).0Occlusal canting was measured
by placing a wooden tongue depressor across the

right and left posterior teeth, and theparallelism to

the interpupillary plane was documented.
Radiographic examination showed an enlarged left
condyle suggesting CH

(Fig. 7).Treatment plan was made and explained to
the patient and consent taken for surgery under
general anaesthesia, but patient did not report back
to the hospital for correction of the
hyperplasticcondyle.

Fig 5 — Patient showed marked facial asymmetry

and deviation of chin to right side.
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Fig 6-Intra-orally there is midline shift to right side by 6 mm, crossbite on right side, open bite on left side

Fig 7 —Panoramic radiograph showing enlarged left condyle

Discussion

CHis the excessive growth of one condyle over the
contralateral, causing an increase in bone mass of
varying degree in instances where the subject’s
growth has decreased or ceased’.Lohrann in 1918
initially reported about CH followed by Groca and
Meisels in 1926°.CH occurs with equal frequency
in males and females, as well as unilaterally and
bilaterally, though literature search suggests a
slight predilection for females. In a systematic
review by Raijmakers among 275 CH patients; a

statistically significant women presented with CH

more frequently with 0.64% more than men’. In our
report of two cases, one was a femaleand other
male.Majority of CH cases are developed during
childhood and puberty, but occasionally may
develop after maturity. Abnormal rapid growth
process may remainactive for a period of 4-7 years
and then growth may cease after completion '*'*'* .
It has also been observed that subjects over 50yrs
can exhibit progressive CH 15A. Histological
examination of the mandibular head reveals signs

of growth, over activity in the articular cartilage,

increase in the thickness of the proliferative zone,
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hypertrophic ~ fibro-cartilagenous ~ zone,  and
endochondreal bone formation, while the articular
zone remains remarkably intact.Duration of CH can
be obtained from patient’s history and previous
photographs 16a. Facial analysis is assessed by
means of a central line drawn up from the tip of the
glabella, passing through the pronasal point to the
end of the chin, where both hemifacial areas are
identified to ascertain the difference in size and
position between them.Deviation of the chin
towards the contralateral side of the condyle with
CH is observed. From the dental point of view,
interincisive midlinedifferences with unilateral
posterior inverted occlusion or posterior open biteis
observed'”'®.Occlusal canting can be measured by
placing a wooden tongue depressor across the right
and left posterior teeth, the parallelism to the
interpupillary plane is documented. Alternatively,
the vertical distance between the maxillary canines
and the medial canthi of the eyes can be measured.

Obwegeserclassified the asymmetry associated
with CH into 3 categories:hemimandibular
hyperplasia, causing asymmetry in the vertical
plane; hemimandibularelongation, causing
asymmetry in the transverse plane; and a
combination of the 2entities8,16a. Characteristic
features of CH are enlarged condyle, elongated
condylar neck, outward bowing and downward
growth of body and ramus of affected mandible
causing fullness of the face on that side and
flattening of the face on the contralateral side,and
open bite which depends on the rate of condylar
enlargementand downward growth of the maxillary
alveolus and teeth as seen in our second patient
20.These patients usually demonstrate a Class I or
mild Class IIT skeletal and occlusal relationship
before the onset of CH and develop into a Class III
or severe Class III relationship as the condition
progresses 14.Both our patients had partial
unilateral

trismus.Hemifacial hypertrophy,

macrognathiaand benign neoplasms like osteoma
and osteochondromashould be considered under
differential diagnosis.In hemifacial hypertrophy, all
the hard and soft tissues of the face are unilaterally
enlarged, in unilateral macrognathia, unilateral
enlargement of the mandible with teeth with
exaggerated growth of affected condyle presenting
as unilateral enlargement with downward bowing
of affected mandibular body and deviation of the
chinl5.

Benign neoplasms like osteoma and chondroma
have distinct clinical features and may
warranthistopathological diagnosis.
Radiographic findings of CH are quite variable,
either an irregular enlargement or elongation of the
condylar head is observed, orin some cases
hyperplasia of the entire ramus is seen suggesting
that CH can affect more than just the condyle.
Panoramic and postero-anterior (PA) radiographs
can be used for assessing the shapes of the
mandibular condyles bilaterally to quantify
asymmetry 15aa. The lateral radiograph provides
information on height andlength of mandibular
condyle. TMIradiographs show abnormalities in
size and morphology of the condylar headand neck
regions. In PA views all facial structures are
projected onto a single sagittal plane, unlike CBCT
which provides 3D models of the face that
incorporate accurate renditions of the teeth
,skeleton, and soft tissues which help in accurate
assessment of asymmetries 15b.

Treating CH is a challenge because of the severe
dentofacial deformity it creates, hence
aunderstanding of the nature of deformity,
aetiology, clinicalpresentation and timing of
treatment is essential to achieveoptimal treatment
outcomes. It is important to distinguish the active
from inactive form to develop appropriate
treatment plan. Bone single photon emission

computedtomography (SPECT) scan is an essential
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diagnostic tool for visualizing hyperactivity in
thecondyle, especially in unilateral cases. It can
also be confirmed by using 99-technetium
phosphate radioisotope scanl6. It has been reported
that when there is adifference in activity of 10 % or
more between the two condyles, it can be indicative
of CH.In addition to condylectomy, orthognathic
procedures to correct the canting of occlusion can
achieve rewarding results both aesthetically and
functionally ~ 15.With condylectomy, disease
progression is stopped with removal of the
hyperactive growth center, with physiological

mandibular and  dento-alveolar  reshaping;
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consequent normalization of the face and occlusion
can be achieved if performed early. The right time
of intervention is to wait until the growth phase has
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Conclusion

CH is a non-neoplasic rare malformation that
changesmorphology and size of mandibular
condyles creating functional andesthetic problems.
As this condition can cause challenges in
diagnosing, it has to be carefully differentiated with
othersimilar conditions for planning and initiating

the treatment modality.
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