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ASSESSMENT OF IMPACTED LOWER THIRD MOLAR CORONECTOMY 
THROUGH VESTIBULAR BONE WINDOW 

Ahmed Lamloum Mahmoud Asser•*, Mahmoud Ahmad Abdallah**, Abdel- Aziz Baiomy Abdullah ***

ABSTRACT

Objective: The aim of the present study was to assess impacted lower third molar coronectomy through vestibular bone 
window. Materials and Methods: Twenty patients were allocated into two groups. In group 1, the standard coronectomy technique 
was performed while in group 2, coronectomy through vestibular bone window was done. Preoperative evaluation included 
examination of the site of surgery for the presence of inflammation, ulceration, discoloration or infection and measurement of the 
crevicular depth, maximal mouth opening and cheek dimension. OPG and CBCT were used to give full details on tooth and its 
relation to IAN. Results: Out of 20 patients only one (5%) had IANI. The mean crevicular depth was significantly less in vestibular 
window group than regular coronectomy. The mean MMO was larger in vestibular window group than regular coronectomy, the 
difference was nonsignificant. The mean cheek dimension was less in vestibular window group than regular coronectomy, the 
difference was nonsignificant. The mean VAS value was higher in group 2 than group 1; however, the difference between the two 
groups was nonsignificant. Conclusion: Coronectomy is a safe technique that greatly reduces the risk of IANI.  Coronectomy 
through vestibular bone window technique may reduce periodontal pocket formation distal to the lower second molar. Vestibular 
bone window technique has no effect on postoperative sequelae (trismus, swelling and pain).
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INTRODUCTION 

The management of impacted teeth is a basic 
component of most oral and maxillofacial surgery 
practices. These teeth pose challenges in treatment 
and often have the risk of complications(1-3). 
Complications of impacted lower third molar 
surgery included injury and nerve disorders, 
pain, infection and dry socket, along with other 
complications (4-7).  One of the more severe risks is 
inferior alveolar nerve injury (IANI) which may 
occur during removal of impacted mandibular 

third molar in close proximity to the mandibular 
canal.  IANI during the third molar surgery entails 
a sensory deficit that may be temporary from 0.41% 
to 8.1% or permanent from 0.01% to 3.6%(8-10).

The prevention of these kinds of injuries is so 
important since current treatment modalities of 
neurosensory deficit management show only limited  
improvement in sensation while complete recovery is 
uncommon with all types of available treatments(11). 
Orthodontic-assisted extraction of impacted third 
molars has been proposed and utilized by others. 
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Unfortunately, this technique is time consuming and 
costly (12-14). Pericoronal ostectomy was considered 
as an alternative approach to the extraction of 
horizontally or mesio-angular impacted mandibular 
third molars in proximity to the IAN (15).

Coronectomy has also been introduced in 
the literature as a way to reduce neurological 
complications. The procedure aims to remove only 
the crown of impacted lower third molar while 
leaving the root undisturbed, so it avoids direct or 
indirect damage to the IAN. Several studies (16-19) 
have demonstrated that coronectomy significantly 
decreased the risk of iatrogenic injury to the IAN 
and reduced complication rate.  The disadvantages 
of this technique include deep periodontal pockets 
on the distal of the second molars, root migration 
with the possible need of a second procedure, dry 
sockets, local postoperative infections, postoperative 
pain and inadvertent root removal, or root walk-out 
during surgery which may increase the risk of IANI.

Preservation of periodontal health, regenerating 
bone and preventing or reducing the further need of 
periodontal surgery at the distal of the lower second 
molar, is an important advantage for the patients; a 
standard coronectomy procedure lacks this benefit. 
To overcome this shortage, a new technical approach 
was developed. It is called vestibular bone window 
approach, which facilitates impacted lower third 
molar extraction, minimizing the ostectomy, thus 
reducing secondary postoperative manifestations 
and avoiding possible periodontal defects on the 
distal side of the second mandibular molar (20). This 
study was carried out to evaluate the vestibular bone 
window approach in coronectomy of the mandibular 
third molar in an assumption that it may avoid the 
risk of IANI and periodontal pocket formation at the 
distal of the second molar.

MATERIALS AND METHODS

Twenty patients were enrolled in the study 
(nineteen male and one female) with the ages 
ranged from 20 to 35 years. They were randomly 
allocated into two groups of 10 patients each, group 

1 and group 2. In group 1, the standard coronectomy 
technique was performed while in group 2, 
coronectomy through vestibular bone window was 
done. 

Inclusion criteria: Mesio-angular impacted 
lower third molars class I, position B. The impacted 
lower third molar should be in close proximity to 
inferior alveolar nerve.  Healthy patients younger 
than 40 years of age,  free of pericoronal or 
periodontal infection.  

Exclusion criteria: Horizontally impacted tooth 
along the course of the IAN. Patients with history 
of radiotherapy or chemotherapy. Patients with 
numbness of the lower lip and chin or with past 
history of IANI. Presence of pathological tissue 
changes around the impacted lower third molar such 
as cyst or tumor.

Preoperative evaluation included examination 
of the site of surgery for the presence of 
inflammation, ulceration, discoloration or infection 
and measurement of the crevicular depth, maximal 
mouth opening and cheek dimension. OPG Fig. (1 
a) and CBCT  were used to give full details on tooth 
and its relation to IAN. 

In both groups, coronectomy operation was un-
dertaken under local anesthesia and mucoperiosteal 
flap was reflected Fig. (1 c). In group 1, a conser-
vative buccal trough was created; tooth crown was 
sectioned and removed Fig. (1 d). In group 2, bone 
was removed to expose the distal and vestibular side 
of the impacted tooth; tooth crown was sectioned 
and then delivered through the buccal window  
Fig. (1 e).

Postoperative evaluations included measure-
ment of the crevicular depth, maximal mouth open-
ing, and cheek dimension. Measurements were 
taken one and four weeks after coronectomy. Pain 
intensity was evaluated after 2days, one week and 
four weeks. 
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RESULTS

Out of 20 patients only one (5%) had IANI. 
The mean crevicular depth was significantly less in 
vestibular window group than regular coronectomy.

The mean MMO was larger in vestibular window 
group than regular coronectomy, the difference 

TABLE (1): Comparison between the two groups according to crevicular depth, Maximal mouth opening 
(M.M.O), cheek dimension, and VAS.

Group I Group II U pMean ±SD Mean ±SD
crevicular depth

Pre – operative 4.300 1.4211 3.100 1.0021 3.7878 .01*
1 week 4.350 1.4521 2.800 .8989 1.784 .01*
4 weeks 4.300 1.2311 2.65 .78551 3.798 .133

Maximal mouth opening (M.M.O)
Pre – operative 43.6000 3.09839 44.8000 3.15524 .876 .393
1 week 35.2000 2.93636 36.1000 4.09471 .607 .579
4 weeks 41.9000 3.34830 43.5000 2.79881 1.177 .247

cheek dimension
Pre – operative 286.5 12.364 281.5 19.3621 2.9874 .01*
1 week 287.5 13.955 283.5 14.3699 1.522 .199
4 weeks 287.3 22.361 282.2 19.352 3.129 .01*

VAS
2 days 5.3000 2.49666 7.2000 1.3984 1.88 .063
1 week 3.4000 1.07497 4.5000 1.2693 1.872 .075
4 weeks 1.3000 .67495 1.9000 .73786 1.685 .123

U : Mann Whitney test  p: p value for comparison between the two groups

was nonsignificant.  The mean cheek dimension 
was less in vestibular window group than regular 
coronectomy, the difference was nonsignificant.  

The mean VAS value was higher in group 2 than 
group 1; however, the difference between the two 
groups was nonsignificant. The following results 
are all shown in Table (1).

FIG (1) a: preoperative panoramic view showing the close proximity of IAN to MTMs, b: measurement of the maximal mouth 
opening using vernier scale c: mucoperiosteal flap reflection, d: the crown was separated and removed leaving the residual 
roots e: bone was removed to expose the crown of the tooth, f: a small root pick elevator was used through the buccal 
window to deliver the crown, and g: the tooth crown was removed through the created buccal window
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DISCUSSION

In the present study, two groups were operated 
with coronectomy procedure using two different 
techniques. In one group, standard coronectomy 
was used while in the other group, coronectomy was 
performed through buccal window. It was assumed 
that removal of the tooth crown through buccal 
window may avoid possible periodontal defects on 
the distal side of the second mandibular molar. The 
study went into two directions; first was evaluation 
of coronectomy procedure in prevention of IANI 
and the second was evaluation of coronectomy 
procedure through buccal window in prevention of 
periodontal defects at the distal side of the second 
mandibular molar.         

Mesio-angular impacted lower third molars class 
I, position B were selected due to its high incidence 
among population. One more reason is to reduce, 
as much as possible, the difficulty and to be sure 
that the variables are the same in the two groups to 
avoid bias. Patients younger than 40 years of age 
were chosen for the study because in this range 
of age, the healing process is much better than in 
older patients.  Patients with history of radiotherapy 
or chemotherapy were excluded to avoid the 
development of osteoradionecrosis or osteonecrosis 
of the jaw, respectively, which may have an effect 
on the results. Patients with mandibular ipsilateral 
side cyst, tumor or numbness of the lower lip and 
chin were also excluded to avoid biased results (21,22).

Some measures were followed to avoid the risk 
of IANI. First of all; in both groups, the operations 
were performed under local anesthesia. IANI may 
occur when the surgery is performed under general 
rather than local anesthesia (23-25). Second; a proper 
flap was designed. Patients of the present study 
were operated through three sided mucoperiosteal 
flap. A well designed flap for obtaining appropriate 
surgical access is the most important step in the 
removal of impacted mandibular third molars. The 
mucoperiosteal flap was elevated on the buccal 
surface of the mandible. Elevation of the lingual 

soft tissues, which was usually limited to a few 
millimeters, was performed carefully in order 
to prevent accidental slippage of the periosteal 
elevator. In this type of flap, to preserve the integrity 
of the LN, a distal releasing incision was made in 
the retromolar area from the disto-buccal crown 
edge of the second molar slightly oblique in the 
vestibular direction, without involving the lingual 
side of crestal mucosa (26). 

The third was conservative bone removal during 
surgery.  In the present study, bone was removed 
conservatively to avoid IANI and development of 
periodontal pockets distal to second molars. It was 
as conservative as possible on the distal and disto-
lingual side so as to not involve the IAN and LN. 

The fourth was the performed decapitation.   Tooth 
sectioning was designed to allow disengagement of 
the element by decreasing its zone of retention and 
to avoid compression or stretching of the IAN (24).

 After decapitation, in both groups, no endodontic 
treatment of the retained root was performed. Only 
socket wash with saline solution was sufficient.  
This is coincidental with several investigators (27). 
The endodontic treatment of retained root could 
increase the risk of postoperative complication due 
to the prolongation of the surgical time. However, 
there is concern that the root that is left in place will 
eventually become a source of infection. This is 
coincidental with Goto et al (28) .But contrary to the 
concept of leaving the pulp tissue untouched, Kim 
et al (29) considered vital pulp therapy as an option 
for managing exposed pulp tissue to reduce the 
potential risk of pulpal inflammation or necrosis. 

After wound debridement, the wound was 
closed with primary closure. This is in agreement 
with most authors who did primary closure of the 
wound (30, 31). This was based on the hypothesis 
that a primary tension-free closure could help the 
blood clot stabilization improving the postoperative 
healing and  primary closure could minimize the 
risk of alveolus contamination and post-operative  
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infection(32). A systematic review based on random-
ized clinical trials did not report any indication about 
the type of sutures needed for coronectomy(33). 

The postoperative failure rate of coronectomy 
was very low.  Results showed only one patient 
out of twenty patients (5%) developed temporary 
parasthesia. This may be due to compression of the 
nerve or inadvertent mobilization of the remaining 
root caused by the inexperienced manipulation of 
the postgraduate trainee during surgery (34, 35).  The 
low failure rate of coronectomy could have been 
related to the standardized surgical protocol. The 
low incidence of failed coronectomy found in 
this study is in agreement with other studies(9,17,18). 
Pogrel et al16 , Cilasun et al (19) , Vignudelli et al (36,37) 
found no cases of neurologic lesions to the IAN 
after coronectomy in their studies.

Some techniques were introduced aiming to 
preserve the periodontal health, regenerate bone 
and preventing or reducing the further need of 
periodontal surgery at the distal of the lower second 
molar. Coronectomy of the lower third molar might 
have the ability to conserve or even lead to the 
regeneration of the periodontal tissues on the distal 
surface of the adjacent second molar (36, 37). 

To avoid or reduce the potential periodontal 
defects at the distal of the second mandibular molar, 
coronectomy in conjunction with vestibular bone 
window technique was performed for ten patients 
(group 2) and compared to standard coronectomy 
(group 1). Results of the present study indicated 
that vestibular window has significant effect on 
the crevicular depth at the distal of the second 
mandibular molar following lower third molar 
coronectomy. This is attributed to the less traumatic 
ostectomy technique applied through creation of 
buccal window and avoiding bone removal at the 
distal of the second mandibular molar. Creating a 
bony bridge at the distobuccal of the lower second 
molar might prevent soft tissue collapse and help to 
avoid periodontal pockets on the distal of the second 
molar (20).  Similar result could be obtained when 

coronectomy was accompanied with the creation 
of periodontal “scaffolding,” which is achieved 
through grafting (38).

Results of the present study indicated that 
vestibular window has nonsignificant effect on the 
postoperative MMO following lower third molar 
coronectomy. The mean MMO value was higher 
in group 2 than group 1; however, the difference 
between the two groups was nonsignificant. This 
may be due to the less amount of bone removal 
during the procedure in group 2 than group 1. The 
amount of bone removal and long duration of flap 
reflection, in group 1, causes more traumas to the 
tissue resulting in trismus. This is in agreement 
with Peñarrocha et al (20) who stated that vestibular 
window technique would reduce the amount of 
trismus.

Results of the present study indicated that 
vestibular window has significant effect on the 
postoperative swelling following lower third molar 
coronectomy. The amount of postoperative facial 
swelling was less in group 2 than group 1. This may 
be due to the more amount of bone removal and 
more duration of flap reflection during the procedure 
in group 1 than group 2. This is in agreement with 
Peñarrocha et al (20) who stated that vestibular 
window technique would reduce the amount of 
facial swelling. 

Postoperative pain is somewhat inevitable; it 
is considered the most discomfort symptom after 
impacted lower third molar surgery.  Studies have 
shown less postoperative discomfort following 
coronectomy than regular impacted lower third 
molar surgery (18, 39, 40). In current study, the mean 
VAS value was higher in group 2 than group 1; 
however, the difference between the two groups 
was nonsignificant. The pain was most intense 
at the second postoperative day. In both groups, 
marked reduction of pain intensity was seen at the 
7th postoperative day. Our finding agreed to the 
findings of other investigators (18, 39, 40).
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CONCLUSION

Coronectomy is a safe technique that greatly 
reduces the risk of IANI.  Coronectomy through 
vestibular bone window technique may reduce 
periodontal pocket formation distal to the lower 
second molar. Vestibular bone window technique 
has no effect on postoperative sequelae (trismus, 
swelling and pain).

REFERENCES
1. Rachninder K, Anand C, Ranjana G, Sugandha S, Trisha 

R, Vivek  G. Early prediction of mandibular third molar 
eruption/impaction using linear and angular measure-
ments on digital panoramic radiography: A radiographic 
study. Indian J Dent. 2016 ; 7(2): 66–9.

2. Gintaras J, Povilas.D. Mandibular Third Molar Impaction: 
Review of Literature and a Proposal of a Classification. J 
Oral Maxillofac Res. 2013; 4(2): e1.

3. Ghaeminia H, Perry J, Nienhuijs L, Toedtling V, Tummers 
M, Hoppenreijs M et al . Surgical removal versus reten-
tion for the management of asymptomatic disease-free 
impacted wisdom teeth. Cochrane Database of Systematic 
Reviews 2016; (8). Art. No.: CD003879

4.   Robinson P, Loescher A, Yates J, Smith K. Current man-
agement of damage to the inferior alveolar and lingual 
nerves as a result of removal of third molars. Br J Oral 
Maxillofac Surg.2004;42 (4) :285-92.

5.  Osunde.O, Adebola.R, Omeje.U. Management of compli-
cations in third molar surgery: A review of the literature. 
Afr Health Sci.2011; 11(3): 530–7.

6. Bui C, Seldin E, Dodson T. Types, frequencies, and risk 
factors for complications after third molar extraction. J 
Oral Maxillofac Surg. 2003;61 (12) :1379–89. 

7. Bouloux F, Steed B, Perciaccante J. Complications of third 
molar surgery. Oral Maxillofac Surg Clin North Am. 2007; 
19(1):117-28. 

8. Céspedes-Sánchez J, Ayuso-Montero R, Marí-Roig A, 
Arranz- Obispo C, López-López J. The importance of a 
good evaluation in order to prevent oral nerve injuries: A 
review. Acta Odontol Scand. 2014;72 (3):161-7. 

9. Renton T, Hankins M, Sproate C, McGurk M. A random-
ized controlled clinical trial to compare the incidence of 
injury to the inferior alveolar nerve as a result of coronec-
tomy and removal of mandibular third molars. Br J Oral 
Maxillofac Surg. 2005;43(1):7-12. 

10. Libersa P, Savignat M, Tonnel A. Neurosensory distur-
bances of the inferior alveolar nerve: a retrospective study 
of complaints in a 10-year period. J Oral Maxillofac Surg. 
2007;65(8):1486–9.

11. Leung Y, Fung P, Cheung L. Treatment modalities of neu-
rosensory deficit after lower third molar surgery: a system-
atic review. J Oral Maxillofac Surg 2012; 70(4): 768–78.

12. Marco M , Checchi V, Alessandri Bonetti G  .Manage-
ment of a Deeply Impacted Mandibular Third Molar and 
Associated Large Dentigerous Cyst to Avoid Nerve Injury 
and Improve Periodontal Healing. J Can Dent Assoc , 
2012;  78(1): c59. 

13. Hirsch A, Shteiman S, Boyan B, Schwartz Z. Use of 
orthodontic treatment as an aid to third molar extraction: 
a method for prevention of mandibular nerve injury and 
improved periodontal status. J Periodontol. 2003; 74(6) : 
887–92.

14. Alessandri Bonetti G, Bendandi M, Laino L, Checchi V, 
Checchi L. Orthodontic extraction: riskless extraction of 
impacted lower third molars close to the mandibular canal. 
J Oral Maxillofac Surg. 2007;65(12):2580–6.

15. Tolstunov L, Javid B, Keyes L, Nattestad A. Pericoronal 
ostectomy: an alternative surgical technique for manage-
ment of mandibular third molars in close proximity to the 
inferior alveolar nerve. J Oral Maxillofac Surg 2011; 69 
(7):1858–66.

16.  Pogrel M, Lee J, Muff D. Coronectomy: A technique to 
protect the inferior alveolar nerve. J Oral Maxillofac Surg. 
2004; 62(12): 1447–52.

17. Hatano Y, Kurita K, Kuroiwa Y, Yuasa H, Ariji E. Clinical 
evaluations of coronectomy (intentional partial odontec-
tomy) for mandibular third molars using dental computed 
tomography: a case–control study. J Oral Maxillofac Surg. 
2009;67(9):1806–14.

18.  Leung Y, Cheung L. Safety of coronectomy versus ex-
cision of wisdom teeth: a randomized controlled trial. 
Oral Surg Oral Med Oral Pathol Oral Radiol Endod. 
2009;108(6):821–7. 

19. Cilasun U, Yildirim T, Guzeldemir E, Pektas O. Coronec-
tomy in patients with high risk of inferior alveolar nerve 
injury diagnosed by computed tomography. J Oral Maxil-
lofac Surg. 2011;69(6): 1557–61.

20.  Peñarrocha Diago M, Galán Gil S, Peñarrocha Diago M. 
Vestibular bone window for the extraction of impacted 
lower third molars: Four case reports. Med Oral Patol Oral 
Cir Bucal. 2008; 13(8): 508-10.



A.J.D.S. Vol. 24, No. 1 ASSESSMENT OF IMPACTED LOWER THIRD MOLAR CORONECTOMY 47

21. Passi D,  Singh G,  Dutta S,  Srivastava D, Chandra L,  
Mishra S, et al. Study of pattern and prevalence of man-
dibular impacted third molar among Delhi-National Capi-
tal Region population with newer proposed classification 
of mandibular impacted third molar: A retrospective study. 
Natl J Maxillofac Surg. 2019; 10(1): 59–67.

22. Chukwuneke FN, Saheeb BD. The effect of patient’s age 
and length of surgical intervention on postoperative mor-
bidity following lower third molar surgery. J Maxillofac 
Oral Surg 2008; 7(4):420–3.

23. Renton T, Yilmaz Z, Gaballah K. Evaluation of trigeminal 
nerve injuries in relation to third molar surgery in a pro-
spective patient cohort. Recommendations for prevention. 
Int J Oral Maxillofac Surg. 2012;41(12):1509-18.

24. Brann CR, Brickley MR, Sheprd JP. Factors Influencing 
nerve damage during lower third molar surgery. Br Dent J. 
1999; 186(10):514-6.

25. Costantinides.F, Biasotto.M, Maglione.M,Di Lenarda.R. 
Local vs general anaesthesia in the development of neuro-
sensory disturbances after mandibular third molars extrac-
tion: A retrospective study of 534 cases. Med Oral Patol 
Oral Cir Bucal. 2016; 21(6): 724–30.

26. Blanco G, Lora D, Marzola C. The Different Types of 
Flaps in the Surgical Relations of the Third Impacted Mo-
lars–Literature Review. Dentistry 2016; 7:(4): 1-5.

27. Sencimen M, Ortakoglu K, Aydin C, Aydintug S, Ozyigit 
A, Ozen T et al .Is endodontic treatment necessary during 
coronectomy procedure? J Oral Maxillofac Surg . 2010; 
68(10):2385-90.

28. Goto S, Kurita K, Hatano Y, Kuroiwa Y, Izumi M, Ariji 
E, et al.  Case study of retained root extraction after coro-
nectomy. Jpn Soc Oral Maxillofac Surg. 2011; 57:459-65.

29. Kim YB, Joo WH, Min KS. Coronectomy of a lower third 
molar in combination with vital pulp therapy. Eur J Dent. 
2014;8(3):416–418.

30. Franco S, Vignudelli E, Monaco G, Marchetti C.Influence 
of secondary wound healing after mandibular third mo-
lar coronectomy. Br J Oral Maxillofac Surg. 2017;55(2): 
145-9.

31. Wu XC1, Li Y, Zhao JJ. Clinical evaluation for coronec-
tomy of the impacted mandibular third molars in close 
proximity to inferior alveolar nerve. Shanghai Kou Qiang 
Yi Xue. 2019 Feb; 28(1):85-88.

32. Roberto P. Post-Surgical Clinical Monitoring of Soft Tis-
sue Wound Healing in Periodontal and Implant Surgery. 
Int J Med Sci. 2017; 14(8): 721–8.

33. Long H, Zhou Y, Liao L, Pyakurel U, Wang Y, Lai W. 
Coronectomy vs. total removal for thirdmolar extraction: 
a systematic review. J Dent Res 2012;91(7):659–65.

34. Umar G, Obisesan O, Bryant C, Rood J. Elimination of 
permanent injuries to the inferior alveolar nerve following 
surgical intervention of the “high risk” third molar. Br J 
Oral Maxillofac Surg. 2013 ;51(4):353-7.

35. Jerjes W, Upile T, Shah P, Nhembe F, Gudka D, Kafas P 
et al . Risk factors associated with injury to the inferior 
alveolar and lingual nerves following third molar surgery-
revisited. Oral Surg Oral Med Oral Pathol Oral Radiol En-
dod. 2010 ;109(3):335-45.

36. Vignudelli E, Monaco G, Gatto M, Franco S, Marchetti 
C,Corinaldesi G.Peridontal healind distal to second man-
dibular molar after third molar coronectomy. J Oral Maxil-
lofac Surg  2017; 75(1):  21–7.

37. Vignudelli E, Monaco G, Antonella Gatto MR, Costi T, 
Marchetti C, Corinaldesi G. Stability of Periodontal Heal-
ing Distal to the Mandibular Second Molar After Third 
Molar Coronectomy: A 3-Year Follow-Up Study.  J Oral 
Maxillofac Surg. 2019 ;77(2):254-61

38. Leizerovitz M, Leizerovitz O. Modified and grafted coro-
nectomy: A new technique and a case report with two-year 
Follow-up. Case Rep  Dent 2013 ;2013: 914173. 

39. Monaco G, De Santis G, Gatto R, Corinaldesi G, Marchet-
ti C. Coronectomy: A surgical option for impacted third 
molars in close proximity to the inferior alveolar nerve. 
J Am Dent 

40.  Leung.Y , Cheung. L. Coronectomy of the lower third 
molar is safe within the first 3 years,  J Oral Maxillofac 
Surg.2012;70(7):1515-22.


