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Orthodontic combined with orthognathic treatment of a Class Il
malocclusion patient with idiopathic condylar resorption: A case
report and literature review
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ABSTRACT The patients with skeletal Class [[ high-angle malocclusion are frequently complicated by
idiopathic condylar resorption (ICR), which may lead to temporomandibular joint (TMJ) dysfunction and
dentofacial deformities. This article reports the diagnosis and treatment process of a 24-year-old female
patient with skeletal Class II high-angle malocclusion accompanied by ICR. The patient’s chief complaints
were anterior open bite and TMJ pain, and was diagnosed with ICR through clinical examination and

imaging. After stabilizing condylar resorption with occlusal splint therapy, combined orthodontic-
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orthognathic treatment was performed. The 42-month follow-up revealed: well-aligned dentition with
complete closure of diastemas, significant improvement of protrusive facial profile (ANB angle reduced by
4.2° ), complete resolution of TMJ pain and clicking, and establishment of stable Class [ occlusion.
Three-dimensional CT demonstrated satisfactory condylar bone remodeling and normalized joint space.
Through multidisciplinary treatment, both occlusal function and facial aesthetics were significantly
improved. This case demonstrates that orthodontic-orthognathic treatment should be performed after
condylar stabilization in ICR patients, and occlusal splint therapy serves as an effective preoperative
intervention.
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Class Il accompanied by ICR before first orthodontic

Panoramic radiograph of patient with skeletal
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A, B: Frontal view; C: Profile view; D—H: Intraoral images; I: Sagittal image of right TMJ on CBCT; J: Coronal image of right
TMIJ on CBCT; K: Coronal image of left TMJ on CBCT; L: Sagittal image of left TMJ on CBCT; M: MRI image of right TMJ at
closed mouth; N: MRI image of right TMJ at open mouth; O: MRI image of left TMJ at closed mouth; P: MRI image of left TMJ at

open mouth.
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Fig. 2 Pre-treatment clinical examination data of patient with skeletal Class [ accompanied by ICR
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A, B: Frontal view; C: Profile view; D: Panoramic radiograph; E: Lateral radiograph; F—1J: Intraoral images; K: Sagittal image of
right TMJ on CBCT; L: Coronal image of right TMJ on CBCT; M: Coronal image of left TMJ on CBCT; N: Sagittal image of left
TMJ on CBCT.
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Fig. 3 Clinical examination data of patient with skeletal Class [l accompanied by ICR after splint therapy for six

months

H

A, B: Frontal view; C: Profile view; D: Panoramic radiograph; E: Lateral radiograph; F: Posterior-anterior radiography; G—K:
Intraoral images.
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Fig. 4 Pre-orthognathic surgery clinical examination data of patient with skeletal Class [l accompanied by ICR
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A,B: Frontal view; C: Profile view; D: Panoramic radiograph; E: Lateral radiograph; F: Posterior-anterior radiography; G—K: In-

traoral images.
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Fig.5 Post-orthognathic surgery clinical examination data of patient with skeletal Class I accompanied by ICR
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Pretreatment —_—

Before Orthognathic surgery

Posttreatment

A, B: Frontal view; C: Profile view; D: Panoramic radiograph; E: Lateral radiograph; F—J: Intraoral images; K: Sagittal image of

TMJ on CBCT; L: Superimposed tracings.
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Fig. 6 Clinical examination data of patient with skeletal Class [| accompanied by ICR after treatment
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Tab.1 Cephalometric measurement values of patient with skeletal Class II accompanied by ICR before, during, and after

treatment

Measurement index Normal value Pre-treatment

Before After orthognathic
Post-treatment

orthognathic operation operation
SNA(®) 83.0+4.0 84.9 82.2 79.8 80.1
SNB(*) 80.04+4.0 76.8 4.7 77.7 77.8
ANB(*) 3.04£2.0 7.1 7.5 2.1 2.2
FMA(®) 27.3+6.1 42.1 44 .4 38.4 38.5
MP-SN(*) 30.5+5.6 51.0 52.7 46.2 45.8
Go-Me(mm) 71.0+5.0 63.4 63.4 72.2 70.0
OP-FH(") 9.34+3.8 21.0 19.5 14.4 15.3
NA-APo(*) 6.5+4.5 17.9 12.9 1.7 4.5
N-Me(mm) 112.0+7.0 106.9 105.3 106.0 106.9
ANS-Me(mm) 61.0+3.0 57.2 57.6 59.5 59.9
ANS-Me/Na-Me( %) 55.0£3.0 53.5 54.7 56.2 56.0
UI-NA(®) 5.0£2.0 1.3 0.1 3.6 5.0
U1-SN(%) 106.0+6.0 98.5 107.9 107.0 107.5
L1-NB(mm) 7.0£2.0 7.5 5.6 4.0 4.5
L1-MP(") 93.9+6.2 82.2 87.0 86.2 82.7
UI-L1(") 124.0£8.0 127.0 125.3 130.3 127.8

A, B: Frontal view; C: Profile view; D: Sagittal image of right TMJ on CBCT ; E: Coronal image of the right TMJ on CBCT ;
F: Coronal image of left TMJ on CBCT ; G: Sagittal image of left TMJ on CBCT ; H—L: Intraoral images.
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Fig. 7 Clinical examination data of patient with skeletal Class Il accompanied by ICR after treated for one year
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