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ankles, and wrists3. The common symptoms of PsA are 
stiffness, pain, swelling, as well as tenderness of the 
joints, surrounding ligaments and tendons2. Generally, 
PsA is considered a benign arthropathy compared with 
rheumatoid arthritis (RA). But without proper treatment, 
the persistent inflammation in and around the joint may 
cause severe physical limitations and disability2.

Although the association between psoriasis and 
arthritis has drawn attention since the early 19th century 
in French literature4, it is not until 1965 that the first 
case of PsA involving temporomandibular joint (TMJ) 
was reported5. Since then, only 19 articles with 43 cases 
of PsA affecting TMJs have been documented in the 
literature, most of which were reported 20 years ago4-22. 
Cases of TMJ ankylosis related to PsA are rarely docu-
mented, with only six previously reported cases (five 
bony ankylosis9,11,15,17 and one fibrous ankylosis8). In 
this study, the authors report four cases of patients with 
PsA demonstrating bilateral TMJ ankylosis and review 
the literature.

Case reports

Case 1

A 28-year-old man was referred to the authors’ hospital 
and complained of right TMJ pain and limitation of 
mouth opening for a year. He had a history of psoriasis 
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Psoriatic arthritis (PsA) is an inflammatory joint disease associated with psoriasis. PsA is 
often confused with other diseases such as osteoarthritis and rheumatoid arthritis. PsA involv-
ing temporomandibular joints (TMJs) are uncommon: only 19 articles with 43 cases have 
been documented in the literature. TMJ ankylosis caused by PsA is rare, with only six cases 
having been reported. The authors present four cases of ankylosis of the TMJ secondary to 
PsA and review the literature. The findings of this study suggest that more attention should be 
paid to psoriasis patients with TMJ symptoms and proper treatment should be taken to prevent 
irreversible TMJ damage.
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Psoriasis is a common, inflammatory, relapsing skin 
disease, which may involve any of the body’s joints 

with multifactorial etiopathogenesis, including genetic 
and environmental factors1. The phenotype of psoriasis 
can be subdivided into plaque, inverse, erythrodermic, 
pustular, guttate, and psoriatic arthritis (PsA). PsA is 
an inflammatory seronegative arthritis associated with 
psoriasis, which is usually diagnosed years after the 
occurrence of psoriatic skin disease2. It is reported that 
psoriasis affects approximately 2% of the population, 
and that 6 to 42% of the patients with psoriasis will 
develop PsA1,2. It is believed that the incidence of PsA 
has increased in the last three decades, possibly because 
of the growing awareness of the diagnosis of PsA by 
physicians.

PsA can occur in persons of almost any age, but 
mostly between ages 30 and 50 without gender pre-
dilection. PsA most often affects the smaller joints, 
including the hands and feet, followed by hips, knees, 
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for 10 years and 5 years previously he had been diag-
nosed with PsA, which involved his ankles and knees. 
After the patient underwent systemic therapies such as 
acitretin phototherapy, tropical therapy, and tradition-
al Chinese herbal remedies, his skin lesions had been 
controlled and pain in the joints relieved. His TMJ 
pain was associated with other joint symptoms without 
any treatment. During the past year, he has suffered 
from persistent right TMJ pain with gradually reduced 
mouth opening. The patient denied other systematic 
diseases.  

Physical examination showed limited mouth open-
ing with the maximal interincisal distance of 12  mm 
without deviation. He had restricted lateral and protru-
sive mandible movement, as well as pain in the right 
TMJ region during palpation. Clinical examination 
also showed erythematous desquamative lesions on the 
patient’s neck, trunk, and upper arms. There was no 
swelling of knees or ankles. 

Panoramic radiographs showed that the contour of 
the bilateral mandibular condyles was blurred. Cone 
beam computed tomography (CBCT) images (3DX 
Multi Image Micro CT) revealed extensive destruc-
tion and proliferation of the bilateral condyle (Fig  1). 
A radiograph of the knees revealed proliferation and 
sharpened lateral parts of the intercondyle eminence, 
which might result from degenerative change. The 
radiographs of the ankles did not reveal any abnormal-
ity. The patient was diagnosed with ankylosis of the 
TMJs involved in PsA. 

Case 2

A 47-year-old man complained of limited mouth open-
ing for approximately 3 years with aggravation in the 
past 6 months. He had a history of psoriasis for over 28 
years along with mild pain and stiffness of knees for 4 
years without joint swelling. After being treated with 
traditional Chinese herbal remedies and glucocorticoids, 
his skin lesions and joints pain were mitigated, but then 
relapsed when he stopped taking the medication. He 
denied other medical history.

His mouth opening was reduced to 1  mm without 
tenderness on palpation in the TMJ and masticatory 
muscles. He had a pruritic rash predominately on his 
forehead, neck, trunk, arms and legs, mostly covered 
with white scales. Pitting, discoloration, subungual 
hyperkeratosis and onycholysis were observed on his 
fingernails and toenails. He had no swelling on his 
knees or hands. Laboratory tests showed that his full 
blood count was normal, the erythrocyte sedimentation 
rate (ESR) was 23  mm/h (normal range given is 0–15), 

Fig 1  CBCT images of bilateral TMJ showing anterior-media 
joint space narrowing, aggressive erosion, and irregular prolif-
eration of bilateral condyles and fossa.

Fig 2  Coronal image (a) and sagittal image (b) of CT scan 
showing bilateral joint space narrowing, sclerosing and irregu-
lar proliferation of the condyle and fossa.
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and the rheumatoid factor (RF) was 43.44 IU/ml (refer-
ence range < 30  IU/ml). Radiographs of his hands and 
knees were normal. A CT scan of the TMJ displayed 
bilateral condyle ankylosis (Fig  2). He was diagnosed 
with TMJ ankylosis secondary to PsA.

Case 3 

A 44-year-old man complained of the inability to open 
his mouth for 6 months. He had a history of psoriasis 
of skin and nails for 24 years as well as polyarthritis of 
hips, shoulders, lumbar, and cervical spine for 5 years. 
His joint pain was aggravated by motion with decreased 
range of cervical motion. He responded poorly to the 
treatment with traditional Chinese medicine and gluco-
corticoids. Also he could not open his mouth fully when 
receiving dental treatment a year previously. He did not 
have any history of TMJ pain.

His mouth opening was limited to 15  mm with 
restricted lateral and protrusive movement of the man-
dible. His forced mouth opening increased to 18mm 
and the mandible deviated to the left at opening. He 
had a rigid cervical spine with the head in a slightly 
flexed position. Skin rashes presented over his body 
and the affected fingernails were pitted and discolored. 
Laboratory data showed negative for IgG-rheumatoid 
factor, human leukocyte antigen B27, and anti-cyclic 
citrullinated peptide antibody, but the level of immuno-
globulin A, C-reaction protein, and antistreptolysin O 
were higher than the normal range. 

A CT scan of the TMJ revealed a narrowing of the 
joint space due to proliferation of the bilateral condyle 
(Fig  3). Radiographs of the cervical spine showed 
degenerative changes, including osteophytes on the 
posterior borders of the vertebrae with nuchal ligament 
calcification. These findings suggested a diagnosis of 
TMJ fibrous ankylosis caused by psoriatic arthritis.  

Case 4

A 45-year-old woman asked for treatment of limited 
mouth opening that had persisted for 3 years. She denied 
pain in the TMJ region. She has had skin lesions caused 
by psoriasis for the past 21 years. She did not receive 
regular treatment of psoriasis, so her skin lesions were 
not controlled.

  Her mouth opening was restricted to 2  mm without 
condylar translation. She had extensive skin and nail 
psoriasis lesions. A CT scan of the TMJ demonstrated 
a proliferative change on the bilateral condyles (Fig  4). 
A radiograph of the hands was normal. The patient was 
diagnosed with TMJ ankylosis associated with PsA.

Fig 3  Coronal image (a) and sagittal image (b) of CT scan 
demonstrating bilateral joint space narrowing, erosion of left 
condyle and sclerosis and proliferation of bilateral condyles.

Fig 4  Coronal image (a) and sagittal image (b) of CT scan 
revealing bilateral joint space narrowing, irregular surface of 
the condyle, sclerosing and bony adhesion of the condyle with 
articular eminence and fossa.
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These features are in accordance with the findings of 
Rasmussen and Bakke8. Moreover, some clinical stud-
ies reported that muscle tenderness on palpation and 
joint sounds were the most frequent symptoms1 in TMJ, 
while restricted mouth opening was not prominent in 
PsA patients23. It could be inferred that the symptoms of 
PsA affecting TMJ are unspecific. 

Routine clinical assessments often underestimate the 
amount of joint damage, both in the patients diagnosed 
as PsA and in the patients who have psoriasis without 

Discussion

In review of the 43 reported cases of PsA involving TMJ, 
there is a male predilection (24:19) and the average age of 
onset is 43.3 (Table  1). TMJ lesions could occur before, 
during, or after other joints. The most common clinical 
findings are pain in the TMJ region (27/43), TMJ tender 
to palpation (22/43), and limited mouth opening (21/43) 
(Table  1). Unilateral involvement of TMJs in patients with 
PsA is more common than bilateral involvement (5:3). 

Table 1  Epidemiological and clinical data of collected cases of psoriatic arthritis involving TMJ

Author Age (yr) Sex Limited mouth 
opening* TMJ pain Tenderness 

on TMJ TMJ involvement

Franks5 40 F 1 1 1 Unilateral

Lundberg and Ercsison6 17–64 F3, M8 2 NS NS NS

Lowry4 37 M 1 1 1 Unilateral

Blair7 28–66 F4, M3 1 3* 4* NS

Rasmussen and Bakke8 36 M 1 1 1 Unilateral

33 M - 1 2 Unilateral

24 F 1 1 1 Unilateral

52 F 1 1 1 Unilateral

Stimson and Leban9 28 M 1 2 2 Bilateral

Wood and Stankler10 31 M 1 1 1 Bilateral

33 F 1 2 2 Bilateral

Kudryk11 42 F 1 2 NS Bilateral

Avrahmi12 58 M - 1 1 Unilateral

35 M NS 1 1 Unilateral

43 M - 1 1 Unilateral

Baetz and Kleinberg13 40 F 1 2 1 Bilateral

Wilson14 37 F 1 1 1 Bilateral

Koorbusch15 34 M 1 2 2 Bilateral

42 M 1 - - Bilateral

Larheim16 34 F NS 1 1 Unilateral

Miles17 51 M 1 2 NS Bilateral

40 M NS 2 NS Bilateral

Ulmansky18 66 F NS 2 NS Bilateral

Yamamoto19 52 F NS 1 NS Unilateral

Alstergen20 62 F NS 1 2 Unilateral

Lamazza21 29 M 1 2 NS Bilateral

Farronato22 36 F 1 1 1 Unilateral

*: Number of patient; NS: not specified; -: negative.
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apparent joint involvement24. Therefore, radiographic 
examination is necessary for all patients suspected 
of PsA. Conventional radiography is still the most 
widely used imaging method in diagnosing PsA. Some 
researchers have recommended CT and magnetic reso-
nance imaging (MRI)15. CT imaging is unreliable to 
show soft tissue changes in the early stage of TMJ 
arthritis before bone destruction, while MRI is a more 
sensitive tool than radiography in assessing soft tis-
sue and bone involvement in inflammatory arthritis in 

PsA24. Among previously reported cases, erosion is 
the most common radiographic change in PsA patients 
with TMJ involvements (37/63) (Table  2), which is in 
accordance with the findings of Lundberg6. Other radio-
graphic findings such as bony proliferation (22/63), 
bone surface flattening (8/63), and sclerosis (6/63), are 
also typical changes in TMJs of PsA patients. 

PsA has been considered a milder rheumatic disease 
not yielding significant functional damage. In the rheu-
matic process of PsA patients, new bone formation at 

Table 2  Radiographic findings of collected cases of psoriatic arthritis involving TMJ

Author Erosion Osteophyte Sclerosis Cyst formation Flattening Joint space  
narrowing Ankylosis *

Franks5 1 - - - - - -

Lundberg and Ercsison6 17 18 - - - - -

Lowry4 - 1 - - - - -

Blair7 2 - - - 3 - -

Rasmussen and Bakke8 1 - - - - - 1

1 - - - - - -

1 - - - 1 - -

** - - - - - - -

Stimson and Leban9 - - - - - 2 1

Wood and Stankler10 2 - - - - - -

** - - - - - - -

Kudryk11 - - - - - 2 1

Avrahmi12 1 - - - - - -

1 - - - - - -

1 - - - - - -

Baetz and Kleinberg13 2 - - - - - -

Wilson14 2 - - - 2 - -

Koorbusch15 2 - 2 - - - 1

2 - 2 - - - 1

Larheim16 2 - - - - - -

Miles17 - - 2 - - 2 1

- 2 2 - - - -

Ulmansky18 NS NS NS NS NS NS NS

Yamamoto19 - 1 - - - - -

Alstergen20 2 - - 1 1 - -

Lamazza21 2 - - - 2 - -

Farronato22 1 - - - - - -

*Number of patient; ** These two PsA patients have TMJ symptom without radiological abnormality.
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the enthesis may lead to joint infusion and intra-artic-
ular bone ankylosis25. Gisondi et al reported that the 
prevalence of ankylosis in PsA patients was as high as 
23.9%, mostly affecting the hands and feet26. However, 
ankylosis of the TMJ has been seldom reported, with 
only six cases documented in the literature. Ankylosis 
is the late stage of PsA, resulting in severe joint dys-
function. 

In accordance with the five previously reported TMJ 
bony ankylosis cases9,11,15,17, the above mentioned 
four patients showed some distinctive clinical and 
radiographic characteristics, compared with previous 
non-ankylosis cases. First, all of the presented cases 
were bilateral TMJ involvements, whereas unilateral 
involvement was common in previous non-ankylosis 
cases. Second, the chief complaint of the patients was 
limited mouth opening without prominent pain in the 
TMJ region, while pain along with swelling and limited 
mouth opening were the common symptoms of previ-
ous non-ankylosis cases. Finally, radiographic features 
of PsA could be grouped into destructive and prolifera-
tive changes. Bony proliferative change was the main 
radiographic feature in the findings of this study, while 
previous reports indicated that destructive changes 
were the main radiographic findings in non-ankylosis 
cases. In addition, the presented four cases also showed 
some unique features different from previously reported 
TMJ bony ankylosis cases. First and foremost, the 
pain of TMJ in the four patients is mild and only the 
first patient could recall the pain in the TMJ region. In 
comparison, most TMJ ankylosis cases in the literature 
had persistent TMJ pain for a long time. Moreover, 
the symptoms of other joints in the presented cases 
were mild and there was no evident joint damage due 
to the PsA process radiographically, while in contrast, 
among previous cases, the psoriasis arthritic change of 
other joints could be revealed by radiographs and two 
patients had a history of other joint surgery due to PsA 
involvement.

The radiographic features of PsA are unspecific, thus 
it is difficult to distinguish PsA from other inflamma-
tory arthritic diseases15 and degenerative diseases16. 
Erosion is a typical change found not only in PsA but 
also in degenerative osteoarthritis and rheumatoid 
arthritis. However, erosion tends to be central in osteo-
arthritis while it may be central, marginal, or periar-
ticular in patients with PsA3. Both osteoarthritis and 
PsA may present marginal osteophytes, but periosteal 
new bone formation and enthesitis are the hallmarks 
of PsA instead of osteoarthritis. PsA and RA are distin-
guished by different joint distributions and the presence 
or absence of bone proliferation. Specifically, RA is 

suggested by diffused inflammatory arthritis, bilateral 
symmetric involvement, and the absence of bone pro-
liferation. Additionally, bone destruction in RA involve-
ment of TMJ has proved to be rather rapid16, which is 
not in consistency with radiological findings of the four 
reported cases. Radiographs of these cases showed ero-
sion on different areas of condyle and bone proliferation 
on the periosteal area. As a seronegative inflammatory 
arthritis, PsA is usually negative for rheumatoid factor. 
Although rheumatoid factor was detected in case 2, the 
patient could not be diagnosed with RA because 5% 
of the normal population could also show positive for 
rheumatoid factor1. 

The findings of this study suggest that PsA affect-
ing TMJ may develop slowly with mild symptoms. 
Ankylosis is a severe joint deformity that may occur 
in the TMJ in the rheumatic process of PsA patients. 
Because of the low incidence of TMJ involvement in 
PsA and the nonspecific symptoms and radiographic 
findings in TMJ of PsA patients, the diagnosis of TMJ 
involvement is often neglected. More attention should 
be paid to PsA patients with TMJ symptoms. If PsA 
involving the TMJ is diagnosed, treatment should be 
initiated to alleviate symptoms and as far as possible to 
inhibit structural damage, especially ankylosis. 
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