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Even though the etiology of BMC is unclear, the 
other cited possible causes could be secondary to 
trauma, obstructed blood supply or embryopathy, 
developmental anomalies, secondary to condylar 
fracture, perinatal trauma, and surgical condylectomy.1 
With this background, we report a rare case of bilateral 
BMC in a 34-year-old male patient.

CASE REPORT

A 34-year-old male patient reported to the Department 
of Oral Medicine and Radiology with a chief complaint 
of deposits over the teeth. On clinical examination, the 
patient was moderately built and nourished; vital signs 
were within normal limits. Gross facial asymmetry was 
observed on the right side (Fig. 1). Deviation of the jaw 
toward left side was observed with a normal mouth 
opening. Intraoral examination revealed presence of 
supragingival and subgingival calculus, generalized 
pockets, and bleeding on probing. Based on the history 
and clinical examination, a provisional diagnosis of 
chronic generalized periodontitis was arrived and 
patient was subjected to screening radiographs like 
orthopantomograph and blood investigations.

Orthopantomograph (Fig. 2) revealed presence of 
horizontal bone loss in relation to 16, 17, 18, 27, 28, 36, 
37, 38, 44, 45, 46, 47, 48, which was about 3 mm below the 
cementoenamel junction. In relation to 34, the bone loss 
was extending till the root apex. There was an increased 
density observed in both the condyles with duplication 
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ABSTRACT

Bifid mandibular condyle is described in the literature as a very 
rare entity, often diagnosed on routine radiographic examina-
tion. The incidence of this condition was found to be 0.018%. 
Till date, less than 50 cases have been reported in the literature 
among patients with bifid mandibular condyle. The cause for 
this condition still remains controversial. Most of the time, this 
condition is asymptomatic and does not require any treatment. 
But symptomatic cases may require advanced imaging and 
treatment like occlusal splints and arthroscopic surgery. Herein 
we report a rare case of bilateral bifid mandibular condyle in a 
34-year-old male patient.
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INTRODUCTION

Bifid mandibular condyle (BMC) is an uncommon 
anomaly presenting as a vertical depression or deep cleft 
in the middle of the condylar head in the anteroposterior 
or mediolateral plane.1 Duplication of mandibular 
condyle is one of the rarest anomaly with an unclear 
etiology. Szentpetery et al2 found the incidence of BMC 
to be 0.48% in 1,882 cadaveric skulls.

Fig. 1: Frontal view
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of the condylar head. A radiographic diagnosis of chronic 
generalized periodontitis and BMC was given.

Malunioned condylar fracture was considered 
under differential diagnosis for BMC. Later the patient 
was subjected to transorbital temporomandibular joint 
(TMJ) projections (Fig. 3), the left side condyle showed 
a depression over the superior surface of the condylar 
head giving the anteroposterior silhouette a heart-shaped 
radiopaque structure suggestive of bifid condyle. On the 
right side, the condylar head was uniformly convex in the 
superior aspect. These findings confirmed the diagnosis 
as BMC on both the sides. Based on the history, clinical 
examination, and investigations, a final diagnosis of 
chronic generalized periodontitis and bilateral BMC 
was given. Patient was subjected to periodontal therapy 
and oral hygiene instructions were given. For the bifid 
condyle, no treatment was advised since the patient was 
asymptomatic.

DISCUSSION

Bifid mandibular condyle is an unusual anomaly that has 
a vertical groove or deep cleft in the center of the condylar 
head in the anteroposterior or mediolateral plane.1 It 
can be developmental or acquired in origin. Rarely, it 
can occur in association with TMJ ankylosis. Hrdlička 
in 19413 reported for the first time in the history about 
BMC in skeletal specimens. Later on, the first report of 
this condition was made by Schier in 19484 in a living 
population. On examining 50,080 orthopantomographs, 
in 2008, Menezes et al5 found BMC in about 9 (0.018%) 
cases among Brazilian population.

The two major causes of BMC could be either 
traumatic or developmental. It has been reported that, 
among the living subjects, BMC falls within one of the 
following causes: Those with history of trauma and those 
without.4

In maximum number of cases, the cause of BMC 
remains unknown, although several factors have been 
recommended as possible causes, that can be secondary 
to endocrine disturbances, exposure to teratogens, nutri-
tional deficiencies, infections, and radiation exposure.6

It was stated by Blackwood that, at the early stages of 
the development of the condyle, the condylar cartilage 
is divided by a well-vascularized fibrous septa. He 
also recommended that, within the growing cartilage, 
remnants of this type of septa in an exaggerated form 
could lead to a malformation in the condyle which in 
turn leads to bifid condition.7

Concerning BMC, it was found that there is no age 
predilection. The age of the patients may range from 3 to 
67 years (mean age being 35 years) and the male to female 
ratio is approximately 1.5:1. The left side of the mandible 
is affected more than the right side.8 The present case was 
seen in a 35-year-old male patient and it involved both 
sides of the mandible.

The most commonly associated symptoms are clicking 
sounds in TMJ, pain, restricted mandibular movements, 
trismus, swelling, ankylosis, and facial asymmetries. In 
the present case, the patient had gross facial asymmetry 
with no other symptoms. The diagnosis of bifid condyle 
is purely based on its radiographic appearance, which is 
almost always found by chance. The bifid condyle may be 
discovered on routine dental radiographic examination 
or during the investigation of some other problem.9 Even 
the present case was discovered on taking a panoramic 
radiograph while investigating for the periodontal issues.

Treatment of BMC usually depends on the presenting 
complaints of the patient. However, symptoms are not 
observed in the affected condyle in about 67% of patients 
with BMC.10 In the present case, as the patient did not have 
any other symptoms related to condyles, no treatment was 
advised in relation to the bifid condyle. The patient was 
informed about the changes in the condyles and long-term 
follow-up was recommended in case of development 
of potential subsequent clinical symptoms. Patient was 
recalled and reviewed every 6 months for any symptoms, 
but even after 2 years of the initial visit, no symptoms were 
reported. In symptomatic cases, the treatment depends on 
presenting complaints of patient. In the presence of any 
articular derangement, occlusal splints and arthroscopic 
surgery can be a treatment choice. But articular ankylosis 
may need surgical condylectomy or arthroplasty.

Fig. 2: Panoramic radiograph showing bifid mandibular condyle Fig. 3: Right and left transorbital temporomandibular joint views 
showing bifid mandibular condyle
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CONCLUSION

We conclude that BMC remains a rare condition since it 
remains asymptomatic in most of the cases. It is believed 
that BMC is an incidental finding upon routine radio-
graphic examination rather than a clinical observation. 
So a thorough clinical examination and radiological 
examination should be performed in suspected cases 
for better diagnosis. This condition can be considered 
under differential diagnosis of facial asymmetries and 
TMJ disorders. Most of the time, this condition does 
not require any treatment unless it is symptomatic. In 
such cases, the patients should be subjected to further 
investigations like computerized tomography scan and 
magnetic resonance imaging for a prompt diagnosis and 
are treated by occlusal splints and arthroscopic surgery.
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