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Automatic analysis algorithm for 
acquiring standard dental and 
mandibular shape data using cone-
beam computed tomography
Jae Joon Hwang1, Sang-Sun Han   2, Chena Lee2 & Yun-Hoa Jung1

This study aims to introduce a new algorithm developed using retrospective cone-beam computed 
tomography (CBCT) data to obtain a standard dental and mandibular arch shape automatically for an 
optimal panoramic focal trough. A custom-made program was developed to analyze each arch shape 
of randomly collected 30 CBCT images. First, volumetric data of the mandible were binarized and 
projected in the axial direction to obtain 2-dimensional arch images. Second, 30 patients’ mandibular 
arches were superimposed on the center of the bilateral distal contact points of the mandibular canines 
to generate an average arch shape. Third, the center and boundary of a panoramic focal trough were 
obtained using smoothing splines. As a result, the minimum thickness and transition of the focal trough 
could be obtained. If this new algorithm is applied to big data of retrospective CBCT images, standard 
focal troughs could be established by race, sex, and age group, which would improve the image quality 
of dental panoramic radiography.

Panoramic radiography is a widely used imaging modality in the routine dental examination. Since the head and 
neck area contains complex and important structures and panoramic radiography is used as the first diagnostic 
tool to screen diseases, it is important to obtain adequate image quality1,2. This technique produces a tomographic 
image using a specific 3-dimensional (3D) curved zone or focal trough (image layer), in which the structures are 
reasonably well defined3.

Although diverse arch shapes and dimensions have been reported according to race, sex, and age groups4–7, 
little has been reported about average arch shapes. Therefore, the focal trough, which is constructed according to 
the average arch shape, varies across brands of equipment8–10. Furthermore, neither the data collection criteria 
of each manufacturer nor the method of creating the average arch shape and focal trough is publicly available. 
Lack of agreement in the focal trough can be an obstacle to the standardization of panoramic radiography, and 
the consequent variation in images may affect the diagnostic accuracy in multiple ways11,12. First, different mag-
nification across brands results in different measurements of the same anatomical structures. As many dentists 
still rely on panoramic radiography for implant planning, the possibility of misjudging the horizontal and vertical 
length of the bone or nerve structures might increase the risks associated with implant surgery13. Second, differ-
ences in image distortion and ghost image formation can mask an existing pathology14. This can also increase the 
possibility of missing an existing lesion or the postoperative recurrence of a lesion. Furthermore, the non-unified 
panoramic focal trough has become a stumbling block in the development of standard phantoms for regular 
image quality assessment of panoramic radiography. Therefore, it is necessary to obtain the average arch shapes 
of each race, sex, and age group and to integrate that information with the standard focal trough acquired using 
commercial panoramic radiography equipment in order to obtain reliable image quality.

A previous study compared the average arch shapes of 3 ethnic groups using 2-dimenstional (2D) submen-
tovertex radiography15. Their method took time and effort because it required manual drawing of the center of 
the mandible and determination of about 50 points. They also used a small amount of data (35 patients) to repre-
sent each sex and ethnic group. Other studies used only 12 to 18 points to obtain the central curve of the dental 
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arch16,17. For processing big data to acquire a standard arch shape from retrospective 3D cone-beam computed 
tomography (CBCT) images, which have great dimensional accuracy and reliability18, the development of an 
automatic algorithm is necessary.

The purpose of this study is to introduce a new and convenient algorithm for obtaining an average dental and 
mandibular arch shape using retrospective CBCT data, which can be used in a big data study to establish standard 
focal troughs for panoramic radiography.

Materials and Methods
Ethics Statement.  This study was conducted with the approval of our Institutional Review Board (IRB) 
(2-2015-0044) of our university dental hospital. This study had a retrospective design and all data were analyzed 
anonymously. The IRB of our dental hospital waived the need for individual informed consent. This study is 
HIPAA compliant and all methods were performed in accordance with the relevant guidelines and regulations 
in our dental hospital.

CBCT scans.  CBCT data were randomly collected retrospectively from 30 patients (Table 1) who underwent 
CBCT due to clinical problems such as impacted third molar contacting the mandibular canal and temporoman-
dibular disease between January 2015 and December 2016 in our university dental hospital, but were shown to 
have no pathologic bone changes in either condylar head. Patients with surgical defects, missing teeth or implants, 
or dental or skeletal malocclusion were excluded. The CBCT images were obtained by trained technicians, with 
the occlusal plane parallel to the floor and the mid-sagittal plane perpendicular to the floor. An Alphard 3030 
(Alphard Roentgen Ind., Kyoto, Japan) apparatus was used to obtain CBCT images with exposure conditions of 
80 kV and 5 mA with a 154 mm × 154 mm field of view.

Image processing.  A customized computer program was made using MATLAB 2016a (MathWorks, Natick, 
MA, USA) and used for the generation and analysis of the average arch shape. Two dentists processed images 
twice at 2-week intervals. Figure 1 shows the flowchart of the image processing and analysis.

Image preprocessing and determination of the distal contact points of the bilateral canines. 

	 1)	 Image normalization:
The intensity value of the image was normalized between 0 and 1 by using the Equation (1) below.

=
+

+
m

M m
Normalized image Original image

(1)

where m indicates minimum pixel intensity and M refers to maximum pixel intensity.
	 2)	 Reorientation (rotation of the Frankfort plane to be parallel with the floor):

Number of patients Age (mean ± SD)

Male 11 20.91 ± 6.39

Female 19 29.26 ± 11.97

Table 1.  Sex, number, and age of patients.

Figure 1.  Flowchart of image processing and analysis. After image preprocessing and determination of the 
distal contact points of the bilateral canines, binarization and average arch shape generation were performed. 
The center, boundaries, and minimum thickness of the focal trough were then analyzed.
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	 a.	 In the average intensity projection image in the sagittal direction, a Frankfort plane was drawn passing 
through the inferior margin of the orbit and the upper margin of the external auditory meatus (Fig. 2a).

	 b.	 The entire 3D image was rotated around the center of the 2 points for the Frankfort plane to parallel with 
the floor (Fig. 2b). This procedure aligns the position of the head in the image for panoramic radiography.

	 3)	 Removal of the facial bone (middle and anterior), cervical vertebrae, and temporal bone superior to the 
condylar head:

The regions impeding segmentation were removed for the stable segmentation of the mandible.

	 a.	 Removal of the midfacial bone (coronal direction).
In the coronal maximum intensity projection (MIP) image, after manually selecting 2 points that met both 
rami passing through the root apex of the maxillary central incisor, the area superior to the line connecting 
the 2 points was removed from the entire 3D image (Fig. 3a).

	 b.	 Removal of the anterior facial bone (sagittal direction).

In the sagittal MIP image, after manually selecting 2 points passing through the occlusal plane (the anterior 
point was the edge of the first incisor and the posterior point was the posterior margin of the crown of the second 
molar), the area superior to the line connecting the 2 points was removed from the entire 3D image (Fig. 3b).

	 c.	 Removal of the cervical vertebrae (axial direction).
In the axial MIP image from the occlusal plane to 20 mm (average tooth length) below the occlusal plane 
(in Fig. 3b), the cervical vertebrae were segmented automatically using their location relative to the man-
dible and magnified to 1.5 times their original size (Fig. 3c). This magnified image was removed from the 
entire 3D image.

	 d.	 Removal of the temporal bone superior to the condylar heads.

In the sagittal average intensity projection image, the upper portion of the bilateral condylar heads was posi-
tioned and removed using an eclipse measuring 15 mm × 21 mm (Fig. 3d).
	 4)	 Location of the distal contact points of the bilateral canines: The bilateral distal contact points of the 

mandibular canines in the above-described axial MIP image were manually located (Fig. 3c). These contact 
points were the closest points in the mandible corresponding to the middle of the maxillary canines, which 
were used as reference points to position the focal trough19.

Binarization.  Otsu’s method was used to obtain the threshold for the automatic segmentation of the CT data20,21. 
This algorithm assumes that the image consists of pixels following a bi-modal histogram (foreground and back-
ground pixels), and it then calculates the optimum threshold separating the 2 classes so that their intra-class 
variance is minimal22. We removed the regions impeding segmentation before the binarization process because 
CBCT images have some inaccurate gray values that disturb the bi-modal distribution of the soft tissue and 
bone23.

We also used a new algorithm for cumulative binarization (Fig. 4), which summed the 3 previous results to 
optimize the binarization process. This summed image was used as a mask by being magnified to 1.2 times its 

Figure 2.  Image reorientation (sagittal). (a) Using the average intensity projection image in the sagittal 
direction, a Frankfort plane (red segment) was drawn passing through the 2 points defined by the inferior 
margin of the orbit and the upper margin of the external auditory meatus. (b) The entire image was rotated 
around the center of the two points for the Frankfort plane to be parallel with the floor.
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original size and applied to the current slice, which was followed by the binarization process using Otsu’s method. 
This led to better stability than can be obtained using direct binarization of each slice because this algorithm refers 
to previous anatomic structures that continue smoothly into the current slice.

The 3D images (Fig. 5a) were binarized (Fig. 5b) until reaching the upper points of the condylar head obtained 
in the previous step of removing the upper portion of the bilateral condylar heads (Fig. 3d).

Obtaining the average arch shape by superimposing the segmented images. 

	 1)	 Arch generation in the axial direction:
Because the focal trough of the available panoramic machines showed a transition between the dental arch 
and the more laterally positioned ascending ramus8,9,15,24, the segmented 3D images (Fig. 6a) were project-
ed in the axial direction using the MIP by selecting the dental arch and the posterior mandible containing 
the ramus and condyle (Fig. 6b). Only the object with maximum size was left in case the temporal bone 
was included in the result.

	 2)	 Composite portraiture of 30 patients’ mandibular arches:

Figure 3.  Removal of disturbing regions and location of the distal contact point of the canine. (a) In the coronal 
MIP images, after manually selecting 2 points that met both rami past the root apex of the maxillary central 
incisor, the blue area superior to the line connecting the 2 points was removed from the entire image. (b) In 
the sagittal MIP image, after manually selecting 2 points that passed through the occlusal plane, the blue area 
superior to the line connecting the 2 points was removed from the entire image. (c) In axial MIP images from 
the occlusal plane to 2 cm (mean tooth length) below the occlusal plane, the cervical vertebrae posterior to the 
mandible were removed from the entire image after being magnified to 1.5 times their original size (blue area). 
The bilateral distal contact points of the canines were manually selected. (d) In the sagittal average intensity 
image, the upper portions of the bilateral condyles were positioned and removed using an eclipse measuring 
15 mm × 21 mm. MIP, maximum intensity projection.
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Thirty MIP images were superimposed on the center of the bilateral distal contact points of the canines 
(Fig. 6c).

The added images were binarized using a threshold value of 0.49, which gave the closest result to the average 
area (2413.30 mm2) of 30 arches, to obtain the average arch shape (Fig. 6d). This threshold will become closer to 
the average threshold value of 0.5 as more data are used.

Deriving the center, boundaries, and minimum thickness of the focal trough.  The curve fitting procedure was 
performed automatically by fitting smoothing splines after averaging the right and left side of the curves. This 
averaging procedure is needed because the panoramic focal trough has a symmetrical shape.
	 1)	 Center of the focal trough:

The center of the focal trough (solid curve in Fig. 7a) was obtained by fitting a curve to the center (solid line 
in Fig. 6d) of the average arch shape.

Figure 4.  A cumulative binarization algorithm for mandible segmentation. This algorithm summed the 3 
previous binarization images to create a mask for the segmentation of the current slice.

Figure 5.  Binarization of the mandible. (a) Representation of the processed 3D CBCT image. (b) The 3D 
images were binarized using Otsu’s method and the cumulative binarization algorithm until reaching the 
upper points of the condylar head obtained in the previous step of removing the upper portion of the bilateral 
condylar heads (Fig. 3d). 3D, 3-dimensional; CBCT, cone-beam computed tomography.
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	 2)	 Boundaries of the focal trough:
The boundaries of the focal trough (Fig. 7a) were obtained by fitting curves to each buccal and lingual 

edges of the average arch shape.
	 3)	 Minimum focal trough thickness:

The buccal and lingual boundaries of the focal trough were stretched for the center of the focal trough to 
become a straight line in order to obtain the focal trough thickness (Fig. 7b). This thickness can be thought of as a 
minimum, because it contains the border of the average arch shape, and recent panoramic machines have a wider 
focal trough than the average arch8,9.

Obtaining the location and gradient of the transition between the dental arch and the ramus.  To conceptualize 
the transition between the dental arch and the ramus, the location and slope of the transition were defined. The 
location and slope of the transition were obtained using the second and first derivatives of the center of the focal 
trough, respectively.

Statistical analysis.  To validate the automatic segmentation algorithm, the mandibles were manually seg-
mented and transferred to STL (standard triangulated language) using the OnDemand 3D application (Cybermed, 
CA, USA) by one radiologist. The STL files were registered to automatic segmentation results using the intensity 
based ‘imregister’ function of MATLAB (‘multimodal’, ‘InitialRadius = default/3.5, ‘MaximumIterations’ = 300) 
because the transferred STL files have no dimensional information. Both segmentation results were compared 
using dice coefficients25. The intraclass correlation coefficients (ICCs) of the intra and inter-examiner were used 
to evaluate the coordinates for removing the facial bone and upper portion of the condylar heads, and to locate 
the distal contact points of the bilateral canines. Dice coefficients were also calculated to evaluate the similarity of 
the segmented arches between the repeated experiments.

Figure 6.  The process of obtaining the average arch model using the segmented 3D image. (a) Segmented 3D 
mandible. (b) Axial MIP image created by selecting the dental arch and the posterior mandible containing the 
ramus and condyle in the segmented 3D image. The yellow area represents the ramus and condyle, whereas the 
blue area represents the dental arch. (c) Thirty MIP images were superimposed on the center of the bilateral 
distal contact points of the canines (red points). (d) The added images were binarized using a threshold value 
of 0.47 to obtain the average arch shape. A central line represents the center of the average arch shape. 3D, 
3-dimensional; MIP, maximum intensity projection.
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Results
The dice coefficients of the segmented arches between the manual and automated method were high (0.91 on 
average). The inter-examiner (0.75) and intra-examiner (0.78) ICCs of coordinate determination were good and 
the dice coefficients between observers were also high (0.92 on average, Table 2). The entire list of the coordinates 
and dice coefficients can be found as Supplementary Table S1-S5. The center of the focal trough showed a tran-
sitional arc shape between the dental arch and the ramus (Fig. 7a). The transition was located 37.25 mm laterally 
and 37.03 mm posterior to the bilateral distal contact points of the canines. The slope of the transition was 41.24° 
(Fig. 7b). The breaks and fourth-order polynomial coefficients of the smoothing splines can also be found in 
Supplementary Table S6. The minimum thickness of the focal trough of the average arch shape was 13.09 mm in 
the anterior mandible (from the incisor to the canine) and 19.25 mm in the posterior mandible (from the first 
premolar to the condylar head). This thickness tended to increase from anterior to posterior, but did not increase 
proportionally (Fig. 7c).

Discussion
Patient positioning is crucial for the standardization of panoramic radiography. It has been reported that dis-
torted and blurred images can occur when the patients’ head moves sagittally about 1 cm antero-posteriorly and 
3 cm laterally from the ideal position26. As patient positioning is critical for standardizing panoramic images, the 
standard focal trough designed to fit the average anatomical structure is also important. The panoramic focal 
trough is designed to accommodate the average arch shape, comprising the tooth-bearing area of the dental 
arch and the ascending ramus and condyle of the mandibular arch8,9,24. If there is a gap between the average arch 
shapes assumed by various brands of panoramic equipment, geometrical discrepancies between the focal trough 
and the patient’s true arch may affect the diagnostic accuracy, as the anatomical structures may be distorted or 
not clearly visible27–30.

Despite the diversity of arch shapes and dimensions according to race, sex, and age group4–7, current pano-
ramic imaging technology has not reached to point of being able to consider the individual arch shape or to incor-
porate this diversity into standard focal troughs8–10. Therefore, obtaining standard focal troughs using average 

Figure 7.  Center, boundaries, and minimum thickness of the panoramic focal trough. (a) The fitted center 
and boundaries of the focal trough using the average arch shape. Each blue, red, and green curve represents the 
center, buccal, and lingual boundaries of the focal trough, respectively. (b) The location (blue points) and slope 
(green segments) of the transition were obtained using the second and first derivatives of the center of the focal 
trough, respectively. The red point represents the center of the bilateral contact points of the canines. (c) Buccal 
and lingual boundaries of the focal trough were stretched for the central of the focal trough to become a straight 
line for obtaining the minimum focal trough thickness. The range of the x-axis is the length of the mandible. 
The black curve represents the distance (thickness) between the 2 boundaries. Two black vertical lines represent 
the position of the distal contact points of the bilateral canines. Unit: mm.
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arch shapes is important for improving the image quality and diagnostic accuracy of panoramic radiography for 
the following reasons: (1) A standard focal trough that is specific to each race, sex, and age group increases the 
likelihood of obtaining clearer images in the majority of patients. (2) The standard deviation of each group can 
be measured only after the average arch shape has been established. Widening the thickness of the focal trough to 
include these deviations could be a practical way to improve image quality for patients with various arch forms. 
(3) The use of different focal troughs in different pieces of panoramic radiographic equipment might cause errors 
in the interpretation of lesion size and characteristics on initial and follow-up panoramic radiography.

Meanwhile, arch studies in the dental field have mainly focused on the dental arch, with little attention paid 
to the posterior mandible, which includes the ramus and condyle16,17,31. A previous study, in which a panoramic 
focal trough was created for 6-year-old children, used the dental arch only7. In a previous study, average mandib-
ular widths were analyzed using submentovertex radiography in the ramus region;15 however, separate shapes of 
the dentition and posterior mandible were obtained instead of an average arch shape. This manual method using 
2D images also had limitations in producing an accurate result owing to overlapping structures. In order to obtain 
an accurate standard focal trough, an average arch shape should be obtained from 3D images.

Methods for obtaining average 3D skull models have been introduced32–35. However, those studies used com-
plex statistical methods in which the images were deformed through scaling, rotation, and non-rigid registration 
without fixed references. This study presents a new image processing method to acquire a standard focal trough 
directly from 3D CBCT data using the canines as reference points. This study also eliminates manual adjustment 
of the binarization coefficients by applying Otsu’s method for automatic segmentation. The accuracy of the bina-
rization could be improved by confining the area for the process (removing impeding areas) and referring to 
continuations of previous anatomic structures (cumulative binarization). The method used in this study is more 
advantageous for constructing a standard focal trough using big data because it takes less time and effort than 
previous manual methods of drawing outlines since only 10 points need to be located.

The focal trough could be obtained automatically by fitting smoothing splines to the center and boundaries 
of the average arch. In addition to the shape and thickness of the focal trough, the mandibular arch shows a 
transitional arch shape between the dental arch and the ramus, which modern panoramic machines have tried to 
reproduce8,9,24. Because arch shape and dimension differ according to race, sex, and age group4–7, the shape of this 
transition also must be different between each group. If a panoramic machine fails to incorporate this transition 
in its focal trough, it creates distortions and an unacceptable lack of sharpness on the projected image8. In this 
study, the location and slope of this crucial point was conceptualized and obtained for the first time by selectively 
assembling the dental arch and the ramus, which can be a useful reference for comparing and classifying various 
arch shapes.

This retrospective study presented a convenient way of obtaining a standard arch shape from 3D CBCT data 
using a customized algorithm. The most obvious limitation of this study is its sample size. Only 30 patients’ data 
were used because this study focused on the introduction of a new automatic method. If this algorithm is applied 
in a big data study and the established focal trough is integrated in the panoramic machine, it will become pos-
sible to select a standard focal trough suitable for a patient’s race, age, and gender, enabling a clearer image with 
constant distortion of the anatomical structures. Panoramic reconstructions from CBCT or MSCT (multi-slice 

Points Coordinates Mean ( ± SD)
ICC Inter-
examiner

ICC Intra-examiner, 
observer 1

ICC Intra-examiner, 
observer 2

Anterior point of Fig. 2a
x 177.11 (11.29) 0.32 0.93 0.72

y 41.30 (10.28) 0.93 0.79 0.93

Posterior point of Fig. 2a x 50.46 (10.96) 0.97 0.76 0.81

y 26.40 (10.56) 0.88 0.60 0.93

Right point of Fig. 3a
x 197.90 (3.88) 0.17 0.18 0.62

y 86.89 (8.41) 0.58 0.19 0.58

Left point of Fig. 3a
x 58.66 (4.26) 0.94 0.41 1.00

y 86.45 (8.52) 0.92 0.17 0.76

Anterior point of Fig. 3b
x 94.36 (10.86) 0.26 0.79 0.65

y 115.22 (8.42) 0.75 0.95 0.83

Posterior point of Fig. 3b
x 16.75 (10.60) 0.77 0.93 0.97

y 131.12 (10.12) 0.82 0.83 0.95

Upper point of Fig. 3c
x 156.28 (3.35) 0.91 0.88 0.43

y 219.5 (11.04) 0.96 0.98 0.85

Lower point of Fig. 3c
x 105.52 (3.60) 0.44 0.90 0.78

y 221.9 (10.80) 0.99 0.94 0.96

Right point of Fig. 3d
x 143.38 (10.54) 0.94 0.92 0.99

y 56.35 (9.69) 0.86 0.95 0.93

Left point of Fig. 3d
x 149.13 (11.18) 0.82 0.69 0.88

y 56.84 (9.77) 0.76 0.63 1.00

Table 2.  Coordinates and intraclass correlation coefficients of 10 points used in this study. ICC; intraclass 
correlation coefficient.
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computed tomography) use the same boundary information as standard panoramic radiography. Since the cen-
tral plane and boundaries of the arch shape are obtained during this process, the development of an automated 
algorithm for obtaining panoramic reconstruction images from CBCT or MSCT data will also be possible.

Data Availability
All data generated or analyzed during this study are included in this published article (and its Supplementary 
Information files).

References
	 1.	 Molander, B. Panoramic radiography in dental diagnostics. Swed Dent J Suppl 119, 1–26 (1996).
	 2.	 Choi, J. W. Assessment of panoramic radiography as a national oral examination tool: review of the literature. Imaging Sci Dent 41, 

1–6, https://doi.org/10.5624/isd.2011.41.1.1 (2011).
	 3.	 White, S. C. & Pharoah, M. J. Oral radiology: principles and interpretation. Elsevier 7th edition 166–168 (2014).
	 4.	 von Cramon-Taubadel, N. Global human mandibular variation reflects differences in agricultural and hunter-gatherer subsistence 

strategies. Proc Natl Acad Sci USA 108, 19546–19551, https://doi.org/10.1073/pnas.1113050108 (2011).
	 5.	 Manson-Hing, L. R., Lund, T. M. & Ohba, T. Japanese tooth positions and their relation to panoramic radiography. Oral Surg Oral 

Med Oral Pathol 41, 797–802 (1976).
	 6.	 Kook, Y. A., Nojima, K., Moon, H. B., McLaughlin, R. P. & Sinclair, P. M. Comparison of arch forms between Korean and North 

American white populations. Am J Orthod Dentofacial Orthop 126, 680–686, https://doi.org/10.1016/s0889540604006523 (2004).
	 7.	 Kim, S. Y., Choi, H. M. & Han, J. W. & S. M. L. A study of panoramic focal trough for the six-year-old child. Imaging Sci Dent 34, 

63–67 (2004).
	 8.	 Scarfe, W. C., Eraso, F. E. & Farman, A. G. Characteristics of the Orthopantomograph OP 100. Dentomaxillofac Radiol 27, 51–57, 

https://doi.org/10.1038/sj.dmfr.4600310 (1998).
	 9.	 Arora, H., Jain, V., Pai, K. M. & Kamboj, R. Precision of dimensional measurements of mandible in different positions on 

orthopantomogram. Indian J Dent Res 24, 48–51, https://doi.org/10.4103/0970-9290.114945 (2013).
	10.	 Lund, T. M. & Manson-Hing, L. R. Relations between tooth positions and focal troughs of panoramic machines. Oral Surg Oral Med 

Oral Pathol 40, 285–293 (1975).
	11.	 Liang, H. & Frederiksen, N. L. Focal trough and patient positioning. Dentomaxillofac Radiol 33, 128–129, https://doi.org/10.1259/

dmfr/26975780 (2004).
	12.	 Rondon, R. H., Pereira, Y. C. & do Nascimento, G. C. Common positioning errors in panoramic radiography: A review. Imaging Sci 

Dent 44, 1–6, https://doi.org/10.5624/isd.2014.44.1.1 (2014).
	13.	 Devlin, H. & Yuan, J. Object position and image magnification in dental panoramic radiography: A theoretical analysis. 

Dentomaxillofacial Radiology 42, https://doi.org/10.1259/dmfr/29951683 (2013).
	14.	 Subbulakshmi, A. C., Mohan, N., Thiruneervannan, R., Naveen, S. & Gokulraj, S. Positioning errors in digital panoramic 

radiographs: A study. Journal of Orofacial Sciences 8, 22–26, https://doi.org/10.4103/0975-8844.181922 (2016).
	15.	 Welander, U. et al. Standard forms of dentition and mandible for applications in rotational panoramic radiography. Dentomaxillofac 

Radiol 18, 60–67, https://doi.org/10.1259/dmfr.18.2.2635119 (1989).
	16.	 AlHarbi, S., Alkofide, E. A. & AlMadi, A. Mathematical analyses of dental arch curvature in normal occlusion. Angle Orthod 78, 

281–287, https://doi.org/10.2319/121806-516.1 (2008).
	17.	 Zou, W., Jiang, J., Xu, T. & Wu, J. Relationship between mandibular dental and basal bone arch forms for severe skeletal Class III 

patients. Am J Orthod Dentofacial Orthop 147, 37–44, https://doi.org/10.1016/j.ajodo.2014.08.019 (2015).
	18.	 Moshfeghi, M., Tavakoli, M. A., Hosseini, E. T., Hosseini, A. T. & Hosseini, I. T. Analysis of linear measurement accuracy obtained 

by cone beam computed tomography (CBCT-NewTom VG). Dent Res J (Isfahan) 9, S57–62 (2012).
	19.	 Basrani, B. E Radiology. Wiley-Blackwell 2nd edition (2012).
	20.	 Wang, W., Duan, L. & Wang, Y. Fast Image Segmentation Using Two-Dimensional Otsu Based on Estimation of Distribution 

Algorithm. Journal of Electrical and Computer Engineering 2017, https://doi.org/10.1155/2017/1735176 (2017).
	21.	 Zhang, P. et al. Multi-component segmentation of X-ray computed tomography (CT) image using multi-Otsu thresholding 

algorithm and scanning electron microscopy. Energy Exploration & Exploitation  35 ,  281–294, https://doi.
org/10.1177/0144598717690090 (2017).

	22.	 Zhu, N., Wang, G., Yang, G. & Dai, W. A fast 2D otsu thresholding algorithm based on improved histogram in Proceedings of the 
2009 Chinese Conference on Pattern Recognition, CCPR 2009, and the 1st CJK Joint Workshop on Pattern Recognition, CJKPR 
319–3232009).

	23.	 Pauwels, R., Jacobs, R., Singer, S. R. & Mupparapu, M. CBCT-based bone quality assessment: are Hounsfield units applicable? 
Dentomaxillofac Radiol 44, 20140238, https://doi.org/10.1259/dmfr.20140238 (2015).

	24.	 Venkatraman, S., Gowda, J. S. & Kamarthi, N. Unusual ghost image in a panoramic radiograph. Dentomaxillofac Radiol 40, 397–399, 
https://doi.org/10.1259/dmfr/63151190 (2011).

	25.	 Fu, Y., Liu, S., Li, H. & Yang, D. Automatic and hierarchical segmentation of the human skeleton in CT images. Phys Med Biol 62, 
2812–2833, https://doi.org/10.1088/1361-6560/aa6055 (2017).

	26.	 Rachmadiani, D. T., Makes, B. N. & Iskandar, H. H. B. The average value of mandible measurements in panoramic radiographs: A 
comparison of 14–35 and 50–70 year old subjects in Journal of Physics: Conference Series 1 edn, Vol. 884 (2017).

	27.	 Tronje, G., Eliasson, S., Julin, P. & Welander, U. Image distortion in rotational panoramic radiography. II. Vertical distances. Acta 
Radiol Diagn (Stockh) 22, 449–455 (1981).

	28.	 Tronje, G., Welander, U., McDavid, W. D. & Morris, C. R. Image distortion in rotational panoramic radiography. VI. Distortion 
effects in sliding systems. Acta Radiol Diagn (Stockh) 23, 153–160 (1982).

	29.	 Ladeira, D. B., Cruz, A. D., Almeida, S. M. & Boscolo, F. N. Evaluation of the panoramic image formation in different anatomic 
positions. Braz Dent J 21, 458–462 (2010).

	30.	 Paiboon, C. & Manson-Hing, L. R. Effect of border sharpness on the size and position of the focal trough of panoramic x-ray 
machines. Oral Surg Oral Med Oral Pathol 60, 670–676 (1985).

	31.	 Currier, J. H. A computerized geometric analysis of human dental arch form. Am J Orthod 56, 164–179 (1969).
	32.	 Teshima, T. L., Patel, V., Mainprize, J. G., Edwards, G. & Antonyshyn, O. M. A Three-Dimensional Statistical Average Skull: 

Application of Biometric Morphing in Generating Missing Anatomy. J Craniofac Surg 26, 1634–1638, https://doi.org/10.1097/
scs.0000000000001869 (2015).

	33.	 Berar, M., Desvignes, M., Bailly, G. & Payan, Y. Statistical skull models from 3d x-ray images; 2005. E-print. Available from: 
arXiv:physics/0610182v1. Cited 6 May 2017.

	34.	 Metzger, M. C. et al. Anatomical shape analysis of the mandible in Caucasian and Chinese for the production of preformed mandible 
reconstruction plates. J Craniomaxillofac Surg 39, 393–400, https://doi.org/10.1016/j.jcms.2010.10.005 (2011).

	35.	 Kim, S.-G. et al. Development of 3D statistical mandible models for cephalometric measurements. Imaging Sci Dent 42, 175–182, 
https://doi.org/10.5624/isd.2012.42.3.175 (2012).

http://dx.doi.org/10.5624/isd.2011.41.1.1
http://dx.doi.org/10.1073/pnas.1113050108
http://dx.doi.org/10.1016/s0889540604006523
http://dx.doi.org/10.1038/sj.dmfr.4600310
http://dx.doi.org/10.4103/0970-9290.114945
http://dx.doi.org/10.1259/dmfr/26975780
http://dx.doi.org/10.1259/dmfr/26975780
http://dx.doi.org/10.5624/isd.2014.44.1.1
http://dx.doi.org/10.1259/dmfr/29951683
http://dx.doi.org/10.4103/0975-8844.181922
http://dx.doi.org/10.1259/dmfr.18.2.2635119
http://dx.doi.org/10.2319/121806-516.1
http://dx.doi.org/10.1016/j.ajodo.2014.08.019
http://dx.doi.org/10.1155/2017/1735176
http://dx.doi.org/10.1177/0144598717690090
http://dx.doi.org/10.1177/0144598717690090
http://dx.doi.org/10.1259/dmfr.20140238
http://dx.doi.org/10.1259/dmfr/63151190
http://dx.doi.org/10.1088/1361-6560/aa6055
http://dx.doi.org/10.1097/scs.0000000000001869
http://dx.doi.org/10.1097/scs.0000000000001869
http://dx.doi.org/10.1016/j.jcms.2010.10.005
http://dx.doi.org/10.5624/isd.2012.42.3.175


www.nature.com/scientificreports/

1 0SCieNtifiC REPOrTS |  (2018) 8:13516  | DOI:10.1038/s41598-018-31869-6

Acknowledgements
We thank to two dentists below for performing the coordinate determination of the automatic segmentation 
algorithm. Hong Ki Eun (DDS., Medical department, Pusan National University Dental Hospital, Yangsan, 
Korea). Yun Ji Eon (DDS., Medical department, Pusan National University Dental Hospital, Yangsan, Korea). This 
research was supported by Basic Science Research Program through the National Research Foundation of 
Korea(NRF) funded by the Ministry of Education(No. 2017R1D1A1B03033218).

Author Contributions
J.J.H. and S.S.H. conceived the idea and designed the research. J.J.H. developed the method and wrote the 
manuscript. J.J.H., C.L. and Y.H.J. jointly analyzed the data and interpreted the results. S.S.H. supervised the 
work. All author reviewed the manuscript.

Additional Information
Supplementary information accompanies this paper at https://doi.org/10.1038/s41598-018-31869-6.
Competing Interests: The authors declare no competing interests.
Publisher's note: Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Cre-
ative Commons license, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons license, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons license and your intended use is not per-
mitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the 
copyright holder. To view a copy of this license, visit http://creativecommons.org/licenses/by/4.0/.
 
© The Author(s) 2018

http://dx.doi.org/10.1038/s41598-018-31869-6
http://creativecommons.org/licenses/by/4.0/

	Automatic analysis algorithm for acquiring standard dental and mandibular shape data using cone-beam computed tomography

	Materials and Methods

	Ethics Statement. 
	CBCT scans. 
	Image processing. 
	Image preprocessing and determination of the distal contact points of the bilateral canines. 
	Binarization. 
	Obtaining the average arch shape by superimposing the segmented images. 
	Deriving the center, boundaries, and minimum thickness of the focal trough. 
	Obtaining the location and gradient of the transition between the dental arch and the ramus. 

	Statistical analysis. 

	Results

	Discussion

	Acknowledgements

	Figure 1 Flowchart of image processing and analysis.
	Figure 2 Image reorientation (sagittal).
	Figure 3 Removal of disturbing regions and location of the distal contact point of the canine.
	Figure 4 A cumulative binarization algorithm for mandible segmentation.
	Figure 5 Binarization of the mandible.
	Figure 6 The process of obtaining the average arch model using the segmented 3D image.
	Figure 7 Center, boundaries, and minimum thickness of the panoramic focal trough.
	Table 1 Sex, number, and age of patients.
	Table 2 Coordinates and intraclass correlation coefficients of 10 points used in this study.




