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Introduction

Coronoid hyperplasia can be defined as an abnormal bony elon-
gation of  a histologically normal coronoid process, mainly result-
ing in progressive limitation of  mouth opening but can also cause 
pain and limitation of  the mandibular movements [1-4].

It´s etiopathogenesis is still unknown and several hypotheses are 
discussed, e.g.:trauma, temporal muscle hyperactivity, endocrine 
system influence, genetic inheritance and temporomandibular 
dysfunction. Coronoid hyperplasia is often confused with other 
entities like osteoma, exostoses, osteochondroma and temporo-
mandibular joint disorders [5, 6].

Severe bilateral hyperplasia of  the mandibular coronoid process is 
a rare condition of  development.

Case Report

A 20 years old patient was referred for evaluation for the third 
molar removal. Clinical exams showed a limited open mouth, re-
ferred by the patient as a gradual limitation of  mouth opening. 
The patient first noticed the difficulty opening his mouth 2 years 
earlier, but he did not realise it could become a problem. Clinical 
examination revealed limitations of  mandibular excursions and 
9mm mouth opening (Figure 1). Orthopantomography radiog-
raphy showed bilateral increase in the length of  the mandibular 
coronoid process. Computed tomography demonstrated the con-
tact of  both coronoids processes with both left and right zygo-
matic bones in mouth open position (Figures 2 and 3). There was 
no history of  maxillofacial injury or familial occurrence of  similar 
problems. treatmentindicated was surgical.

Bilateral coronoidectomy, consisted byremoving the coronoid-

malar interferences by osteotomies at the base of  the coronoid 
processes. A horizontal osteotomy was iniciated in the left side-
with a 702 bur and completed with a reciprocating saw. After 
completing the left side osteotomy, a Koscher clamp was left in 
place holding the coronoid process and the same technique was 
performed in the right side. After finishing both sides osteoto-
mies, the mouth immediately opened, allowing a better approach 
to remove the large amount of  bone needed. The temporalis 
muscle was detached and approximately 35mm length of  the 
coronoid processes were intraorally removed in each side (Fig-
ures 4, 5 and 6). Combined removal of  the impacted third mo-
lars were performed to actually treat the patients first complaint. 
The patient immediately evolved with significant improvement 
of  mouth opening, achieving 38mm of  mouth opening (Figure 
7). The patient was referred for postoperative follow-up with a 
physical therapist. The removed material was sent for anatomo-
pathological examination, and the clinical diagnosis of  coronoid 
process hyperplasia was confirmed. After 5 years of  postoperative 
follow-up, the patient has a stable condition, with no recurrence 
of  hyperplasia of  the coronoid processes, with satisfactory mouth 
opening of  35mm, demonstrating stability of  the surgical treat-
ment (Figure 8).

Discussion

Hyperplasia of  the mandibular coronoid process is characterized 
by cellular enlargement of  bone considered histologically normal 
[1, 3, 5, 7-9]. The symptoms, caused by this anomaly, gradually 
appears [8]. This condition results in contact of  the hyperplas-
tic coronoid process withthe posterior portion of  the zygomatic 
bone [3, 10-12], thus causing limitation in the mouth opening [13].

This abnormal growth can be classified as unilateral, usually more 
reported in women, or bilateral, more often in men. The bilateral 
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form has a 4.7:1 incidence when compared to the unilateral. The 
male to female ratio is 5:1.1. The possibility of  this abnormal-
ity occur in the second decade of  life has been more frequently 
reported [9, 14], and its highest degree of  severity occurs in the 
third decade of  life [15, 16].

The relapse of  this condition has been exposed a few times. Thus, 
authors have suggested hypotheses of  its cause, such as a postop-
erative bruise, ineffective physical therapy or inadequate nutrition. 
Therefore, supervision with the aid of  imaging exams is necessary 
to monitor the regression of  the abnormality [16].

The diagnosis of  hyperplasia of  the mandibular coronoid process 
is usually made in youth, between childhood and adolescence. 
However, as the patient progresses slowly, it may take up to 09 
years to seek treatment in bilateral cases and approximately 07 
years in unilateral cases [17].

Over time, hyperplasia of  the mandibular coronoid process caus-
es significant problems, one of  them being the difficulty in clean-
ing the oral cavity, thus leading to an increased incidence of  caries 
and other diseases. In addition, due to a very sharp reduction in 
mouth opening, the reach of  the posterior teeth is compromised, 
making much of  the procedures performed by the dentist dif-
ficult. The lower is the patient's ability to open the mouth, the 
greater is the complexity of  performing intubation for general 
anesthesia, becoming necessary in many cases to perform nasal 
intubation using a bronchofibroscope [18].

Because it is a condition whose signs and symptoms resemble 
other diseases, the diagnosis of  hyperplasia of  the mandibular 
coronoid process becomes difficult, and complementary exami-
nations are essential [18]. It is possible to observe, through ra-
diographic examinations, an exacerbated volume of  the coronoid 

Figure 1. Preoperative with 9mm mouth opening.

Figure 2. Increased bilateral length of  the coronoid process on panoramic radiography.

Figure 3. Increased bilateral length of  the coronoid process on computed tomography.

Figure 4. Resection of  the right coronoid process.
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Figure 5. Resection of  the left coronoid process.

Figure 6. Sectioned coronoid processes.

Figure 7. Immediate postoperative mouth opening of  38mm.

Figure 8. 5 years follow-up with satisfactory mouth opening of  35 mm.
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process [2, 19-21]. By means of  computed tomography in three-
dimensional reconstruction, it is possible to visualize, with greater 
accuracy, not only the degree of  deformity of  the mandible [22], 
but also the contact between the structures that are generating a 
physical barrier to the mouth opening [20, 21-23].

Differential diagnosis of  mandibular coronoid process hyperpla-
sia with other conditions such as ankylosis, osteoma, osteochon-
droma, trauma, irradiation, thickened coronoid processes, non-
reducing anterior disc displacement, post-neurosurgical temporal 
muscle fibrosis, and foreign body reaction is critical [1, 9, 14, 24, 
25].

The treatment of  mandibular coronoid process hyperplasia is ba-
sically surgical and its objective is the removal of  the coronoid 
process and, consequently, the elimination of  the mechanical bar-
rier that limits the mouth opening [18]. The most used surgical 
procedure is the coronoidectomy, as it is an intervention that will 
remove the impact that exists between the coronoid process and 
the zygomatic bone [4].

Surgical access can be performed intraorally, being considered the 
best approach and performed in 90% of  cases [1, 4], or extraoral-
ly, and the surgeon may choose submandibular, pre-auricular ac-
cess, bi-temporal or coronary plane [18, 19].

According to the patient's condition, with reduced temporal mus-
cle functions, postoperative physical therapy is recommended to 
have a more satisfactory prognosis [3, 12, 17, 20, 25].

For hyperplasia of  the mandibular coronoid process, intraoral ac-
cess coronoidectomy is recommended, followed by postoperative 
physiotherapy, as it is possible to reestablish natural muscle physi-
ology and prevent the development of  scar tissue [8, 9, 20].

The use of  medication is also opportune, such as muscle relax-
ants, which help in the physiotherapy phase. The use of  bispho-
sphonates may be an option as they act on alkaline phosphatase 
levels, decreasing osteoclast action and bone turnover [16].

Conclusion

In conclusion, bilateral hyperplasia of  the mandibular coronoid 
process is a condition that deserves the attention of  dental sur-
geons because it is often confused with other diseases and nega-
tively influence the quality of  life of  patients. Complementary 
examinations for correct diagnosis is necessary, especially pano-
ramic radiographyand computed tomography. In this case, sur-
gical coronoidectomy with intraoral approach, associated with 
postoperative physiotherapy, proved to be the best approach for 
the definitive treatment of  bilateral mandibular coronoid hyper-
plasia, presenting satisfactory and stable results after 05 years of  
follow-up.
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