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Abstract: Eruption disturbances in permanent mandibular first molars (PM1s) are uncommon.
This retrospective study aimed to investigate differences in the position of the mandibular canal
in relation to PM1s, with or without, eruption disturbances. Panoramic and cross-sectional views
were reconstructed from cone-beam computed tomography imaging of children with PM1 eruption
disturbances. Distances from the most inferior margin of the mandible to the center of the mandibular
canal (M–C) and from the outer margin of the lingual cortex to the center of the mandibular canal
(L–C) were measured for normally erupted PM1s (normal group) and for PM1s with eruption
disturbances (ED group) and compared using independent t-tests. The mean M–C was significantly
shorter in the ED group (4.86 ± 1.07 mm) than in the normal group (6.56 ± 1.06 mm) (p < 0.05).
The mean L–C was also significantly shorter in the ED group (2.74 ± 0.74 mm) than in the normal
group (3.09 ± 0.71 mm) (p < 0.05). This study demonstrated that the mandibular canal tended to be
positioned more inferiorly in relation to PM1s with eruption disturbances than normally erupted
PM1s in children. Clinicians should be aware of this positional deviation when managing children
with PM1 eruption disturbances.

Keywords: eruption disturbance; permanent mandibular first molar; mandibular canal; children;
cone-beam computed tomography

1. Introduction

Impaction or primary retention of a tooth indicates eruption cessation before emergence, regardless
of the presence or absence of a physical barrier in the eruption path [1]. The frequency of eruption
disturbances, especially impactions, is the highest for mandibular and maxillary third molars, followed
by maxillary canines [2]. Although an impaction can occur in any tooth in the dental arches, impaction
of a mandibular first molar is relatively rare, with a reported prevalence of 0.01% to 5% for the
permanent mandibular first molars (PM1s) [3–6]. Eruption disturbances of PM1s can lead to a variety
of clinical problems, including root resorption of adjacent teeth, cyst formation, malocclusion due
to elongation of the opposite teeth, and decreased vertical dimensions [1]. Therefore, it is of vital
importance to detect these eruption disturbances early enough to guide teeth to their appropriate
positions, particularly in growing children and adolescents.

Treatment options for eruption disturbances vary depending on etiology, patient age, anticipated
treatment compliance, and relative position of the nonerupted tooth within the dental arch. Treatment
options include periodic check-ups, surgical exposure, orthodontic traction combined with surgical

Children 2020, 7, 206; doi:10.3390/children7110206 www.mdpi.com/journal/children

http://www.mdpi.com/journal/children
http://www.mdpi.com
https://orcid.org/0000-0001-8313-8571
https://orcid.org/0000-0002-9777-0196
http://www.mdpi.com/2227-9067/7/11/206?type=check_update&version=1
http://dx.doi.org/10.3390/children7110206
http://www.mdpi.com/journal/children


Children 2020, 7, 206 2 of 10

exposure, surgical repositioning, and extraction [1,7]. Teeth with eruption disturbances and incomplete
root development are highly likely to spontaneously erupt as roots develop [8]. If this spontaneous
eruption fails to occur, more active interventions, such as surgical exposure or orthodontic traction
are inevitable. Surgical repositioning and extractions are generally considered last-line treatment
options and are undertaken only if orthodontic traction has failed or if a tooth is positioned too
deeply to erupt in a relatively short period of time [1,7]. Prior to undertaking a surgical procedure,
however, it is necessary to evaluate the position of key anatomical structures around the targeted tooth.
The mandibular canal and inferior alveolar nerve (IAN) are two of the most important anatomical
structures in the mandibular molar area, and surgical procedures in this region can potentially lead to
IAN injury, resulting in temporary or even permanent sensory impairment [9–11].

There have been several previous studies evaluating the positioning of the mandibular canal
in relation to the permanent mandibular third molars to reduce the risk of complications [12–17].
Other studies have performed radiographic evaluations of the mandibular canal at the level of the
mandibular first molars; however, these studies were performed exclusively in patients with mature
and normally erupted mandibular first molars [18–21]. More recently, it has been reported that
mandibular cysts can affect the length and position of the mandibular canal [22]. To our knowledge,
however, there have been no previous studies examining the position of the mandibular canal in
relation to PM1s with eruption disturbances in children. Therefore, this study aimed to compare the
position of the mandibular canal in relation to PM1s with or without eruption disturbances using
cone-beam computed tomography (CBCT) in a pediatric population.

2. Materials and Methods

2.1. Ethics Statement

Owing to the retrospective, noninterventional design of this study, a written exemption was
granted by the Institutional Review Board (IRB) of Pusan National University Dental Hospital
(PNUDH-2019-044). The IRB of the Pusan National University Dental Hospital also waived the
requirement for individual informed consent, and thus, written/verbal informed consent was not
obtained from participants or their legal guardians. All study data were analyzed anonymously.

2.2. Subject Selection

Electronic medical records of patients who visited Pusan National University Dental Hospital
between March 2004 and July 2020 with a chief complaint of an eruption disturbance of PM1
were retrospectively reviewed. Medical records of patients whose oral-maxillo-facial readings of
panoramic radiographs noted a PM1 impaction during this same timeframe were also reviewed.
This cross-sectional study was designed in accordance with the Reporting of Observational Studies
in Epidemiology (STROBE) statement [23]. Patients were considered eligible for study inclusion if
they were diagnosed with an impaction or primary retention of a PM1 and if they were in the mixed
dentition phase with the presence of at least the primary mandibular right and left second molars.
Subjects were selected from six to 12 years of age, so as to be expected to cooperate to take appropriate
radiographs and obviously diagnosed as an eruption disturbance of a PM1 with at least the primary
mandibular second molars.

Patients were excluded from this study if their eruption disturbances were associated with
developmental disorders or systemic diseases, maxillofacial deformities, secondary retentions
(i.e., a cessation of eruption after emergence), mesial inclinations after passage through the alveolar
bone, or locking due to restoration of adjacent primary molars. Patients with permanent dentition,
radiographic distortions, or incomplete medical or radiographic records were also excluded. Eruption
disturbances in this study were defined as an impaction or primary retention, indicating cessation of
tooth eruption prior to emergence of a tooth in the jaw.
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2.3. CBCT Analysis

CBCT scans were acquired with Pax-Zenith 3D (Vatech Co., Hwaseong, Korea) with the following
scanning parameters: 105 kVp, 4 mA, 24 s, voxel size of 0.2 mm, and field of view of 20 × 19 cm.
CBCT imaging analysis was performed using OnDemand 3D software (Cybermed Inc., Daejeon, Korea).

A panoramic view was reconstructed by setting the arch based on the contact point of the
normally erupted PM1 with the adjacent primary mandibular second molar. The mandibular canal
was visualized using the software’s nerve-tracing tool (Figure 1a). A reference line was drawn parallel
to the tooth axis of the primary mandibular second molar to obtain a cross-sectional view. Fifteen
cross-sectional views with 1 mm intervals were obtained bilaterally from the distal contact point of the
primary mandibular second molar to the PM1.
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Figure 1. Cone-beam computed tomography (CBCT) imaging of study patients analyzed using 
OnDemand 3D software. (a) Reconstructed panoramic view with nerve tracing in permanent 
mandibular first molars (PM1) areas. Red lines indicate positions of the mandibular canals on this 
panoramic view. The green line (noted P01) indicates the first measurement point on the cross-
sectional view of this PM1 in the ED group; (b) Cross-sectional CBCT image displaying measurement 
point P08. M–C refers to the distance from the most inferior margin of the mandible to the center of 
the mandibular canal. L–C refers to the distance from the outer margin of the lingual cortex to the 
center of the mandibular canal. A red circle indicates the mandibular canal. 
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All statistical analyses were performed using SPSS ver. 22.0 software (IBM SPSS, Armonk, NY, 
USA). The chi-squared test was used to identify associations between gender and region of eruption 
disturbances. Independent t-tests were used to determine associations between age and gender and 
for comparisons of mean values between normal and ED groups. The significance level was set at a 
p-value of < 0.05. 

3. Results 

A total of 42 children’s (24 boys and 18 girls) CBCT data were analyzed in this study. The mean 
age was 8.2 ± 1.1 years, with no significant differences in age, gender, or left- vs. right-sided PM1 
eruption disturbances (Tables 1 and 2). All PM1 eruption disturbances were unilateral. 

Figure 1. Cone-beam computed tomography (CBCT) imaging of study patients analyzed using
OnDemand 3D software. (a) Reconstructed panoramic view with nerve tracing in permanent mandibular
first molars (PM1) areas. Red lines indicate positions of the mandibular canals on this panoramic view.
The green line (noted P01) indicates the first measurement point on the cross-sectional view of this
PM1 in the ED group; (b) Cross-sectional CBCT image displaying measurement point P08. M–C refers
to the distance from the most inferior margin of the mandible to the center of the mandibular canal.
L–C refers to the distance from the outer margin of the lingual cortex to the center of the mandibular
canal. A red circle indicates the mandibular canal.

Two anatomical measurements, including the distance from the most inferior margin of the
mandible to the center of the mandibular canal (M–C) and the distance from the outer margin of the
lingual cortex to the center of the mandibular canal (L–C), were taken (in mm) on each cross-sectional
view (Figure 1b). Measurements were performed for normally erupted PM1s (normal group) and for
PM1s with eruption disturbances (eruption disturbance group, ED group). Differences in mean values
of all 15 measurement points were compared between the two groups. In addition, means of each
measurement point were used to trace the mandibular canal in mesiodistal and buccolingual directions.

2.4. Statistical Analysis

All statistical analyses were performed using SPSS ver. 22.0 software (IBM SPSS, Armonk, NY,
USA). The chi-squared test was used to identify associations between gender and region of eruption
disturbances. Independent t-tests were used to determine associations between age and gender and
for comparisons of mean values between normal and ED groups. The significance level was set at a
p-value of < 0.05.

3. Results

A total of 42 children’s (24 boys and 18 girls) CBCT data were analyzed in this study. The mean
age was 8.2 ± 1.1 years, with no significant differences in age, gender, or left- vs. right-sided PM1
eruption disturbances (Tables 1 and 2). All PM1 eruption disturbances were unilateral.
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Table 1. Distribution of gender and age of children in this study.

Gender n Mean Age ± SD p-Value

Boys 24 8.5 ± 0.9
0.065Girls 18 7.8 ± 1.2

Total 42 8.2 ± 1.1

Table 2. Distribution of impacted molars with respect to gender.

Boys (n) Girls (n) Total p-Value

#36 1 11 5 16
0.084

#46 2 13 13 26

Total 24 18 42
1 #36: permanent mandibular left first molar with eruption disturbances. 2 #46: permanent mandibular right first
molar with eruption disturbance.

The mean M–C was significantly shorter in the ED group (4.86 ± 1.07 mm) than in the normal
group (6.56 ± 1.06 mm) (p < 0.05) (Table 3, Figure 2). The mean L–C was also significantly shorter
in the ED group (2.74 ± 0.74 mm) than in the normal group (3.09 ± 0.71 mm) (p < 0.05) (Table 3,
Figure 3). Figures 4 and 5 show box plots for comparisons of mean M–C and L–C values obtained at
each measurement point in the normal and ED groups.
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Table 3. Minimum, maximum, and mean measurements of distances from the center of the mandibular
canal to the lingual and inferior cortices of the mandible.

Variable n Mean ± SD (mm) Minimum (mm) Maximum (mm) p-Value

M–C 1 ED 3 42 4.86 ± 1.07 3.01 7.15
0.000 *Normal 42 6.50 ± 1.06 3.98 8.78

L–C 2 ED 3 42 2.74 ± 0.74 1.54 4.27
0.027 *Normal 42 3.09 ± 0.71 2.01 5.03

1 M–C: distance from the most inferior margin of the mandible to the center of the mandibular canal. 2 L–C: distance
from the outer margin of the lingual cortex to the center of the mandibular canal. 3 ED: eruption disturbance
* Significant using an independent t-test at p < 0.05.
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Figure 4. Mesiodistal position of the mandibular canal in relation to permanent mandibular first molar
(PM1). (a) Reconstructed lateral view of the mandible with PM1 and measurement points; (b) Box
plots for comparison of mean values of the distance from the most inferior margin of the mandible
to the center of the mandibular canal (M–C) at each measurement point in the normal and eruption
disturbance (ED) groups. The dots in the center of the boxes are mean values. These values indicate the
mesiodistal position of the mandibular canal at each measurement point.
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Figure 5. Buccolingual position of the mandibular canal in relation to PM1. (a) Reconstructed axial
view of mandible with PM1 and measurement points; (b) Box plots for comparison of mean values of
the distance from the outer margin of the lingual cortex to the center of the mandibular canal (L–C) at
each measurement point in the normal and eruption disturbance (ED) groups. The dots in the center of
the boxes are mean values. These values indicate the buccolingual position of the mandibular canal at
each measurement point.



Children 2020, 7, 206 6 of 10

4. Discussion

Early identification and timely interventions for eruption disturbances are of paramount
importance in school-aged children to avoid subsequent issues related to occlusion and maxillofacial
growth. It is also vitally important to understand the anatomy of areas surrounding eruption
disturbances, as injuries to these regions during treatment can lead to serious complications. In this
study, we performed quantitative analyses of CBCT imaging data to compare the position of the
mandibular canal in relation to PM1s with or without eruption disturbances in children. We observed
that the mandibular canal was positioned more lingually and inferiorly in relation to PM1s without
eruption than PM1s with normal eruption.

In adults, the mandibular canal is generally located almost 10 mm above the inferior border
of the mandible [24]. In this study, we demonstrated that the mean distance from the most inferior
margin of the mandible to the center of the mandibular canal in the normal group was 6.50 ± 1.06 mm,
a value similar to what has been reported in the Indian population [25]. In contrast, this mean distance
was 4.86 ± 1.07 mm in the ED group. Figure 6 shows schematic drawings of the mean distances
between the mandibular canal and the inferior border of the mandible in the normal versus ED groups,
demonstrating displacement of the mandibular canal in children with PM1 eruption disturbances.
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Figure 6. Schematic drawings displaying results of this study. The mandibular canal tends to be
positioned more inferiorly in relation to permanent mandibular first molars with eruption disturbances
than with normal eruption. (a) mean value of the distance from the most inferior margin of mandible
to center of mandibular canal (M–C) in normal group; (b) mean value of the distance from the most
inferior margin of mandible to center of mandibular canal (M–C) in eruption disturbance (ED) group.

In a study of Korean children and adolescents, the typical sequence of tooth eruption was reported
for mandibular first molars and anterior teeth. In that study, the mean age of mandibular permanent
tooth eruption was reported to be 6.22 years and 6.12 years for boys and girls, respectively [26]. In the
present study, the mean age of included subjects was 8.2 ± 1.1 years, likely because most study patients
were referred from private dental clinics after periodic check-ups, regardless of whether molars had
erupted spontaneously. Additionally, eruption disturbances in some patients were only detected
through radiographic examinations, with some patients not even aware of non-erupted teeth.

Eruption disturbances can either be caused by local factors, such as odontomas, supernumerary
teeth, or cysts, or by systemic diseases like cleidocranial dysplasia, Crouzon syndrome, or rickets [1,7].
While systemic factors generally affect multiple teeth, local factors usually affect only one or a few
teeth [1,7]. As all PM1 eruption disturbances were unilateral in our study patients, it can be assumed
that they were primarily caused by local factors, such as odontomas or dentigerous cysts. We also
explicitly excluded patients with systemic diseases, syndromes, or maxillofacial deformities in our
study design. Indeed, we identified odontomas above six impacted PM1s out of the 42 PM1s with
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eruption disturbances included in this study. In nine patients, developmental disorders of teeth,
including delayed development or congenital absence of mandibular second molars, peg lateralis,
or impactions of maxillary canines, were also observed. We could not, however, verify significant
associations between PM1 impactions and developmental or eruptive disorders of other teeth owing to
the small number of subjects included in the study.

The mandibular canal is an anatomical structure within the mandible containing the IAN, artery,
and vein [20,27]. The IAN can be observed in the mandibular process by approximately 5 weeks
after conception [28]. The relative position of the mandibular canal in the mandible changes during a
child’s functional progression from suckling to the early stages of mastication [29]. As masticatory
muscle activity stimulates bone growth, growth of the buccal cortical bone in the mandible moves
the mandibular canal relatively more lingually [29]. Further, the position of the mandibular canal
within the mandible varies depending on age, gender and race [21]; however, the relative position
of the mandibular canal at the levels of the mandibular foramen, PM1, and mental foramen tend to
remain constant regardless of age or gender [30]. Yeh et al. also reported that there were no significant
differences in the distance from the IAN to the IBM (inferior border of the mandible) on the left or
right sides, indicating that the location of the mandibular canal tends to be similar bilaterally if the
mandibular shape is symmetrical and if there are no eruptive disorders of mandibular molars [31].

Prior to performing a surgical intervention in the mandibular molar region, it is important to
identify the location of the mandibular canal to reduce the risk of IAN injuries. The incidence of
IAN injuries associated with impacted mandibular third molars is 0.4–13.4% [32,33]. Without a
thorough knowledge of the surrounding anatomy, the risk of postoperative complications, including
sensory impairments like paresthesias or dysesthesias, may increase. Therefore, preoperative imaging
evaluations to determine the position of the mandibular canal should precede surgical interventions
for PM1 eruption disturbances in children. Some roots of the PM1s with eruption disturbances were
dilacerated enclosing the mandibular canal in the present study. The more the roots of the PM1s with
eruption disturbances are severely dilacerated and enclose the mandibular canal, the more confinement
of the mandibular canal will be received. There is a lack of knowledge about the vitality of a PM1 with
the eruption disturbance. It can be assumed that the restricted mandibular canal may cause sensory
and motor problems associated with complications of IAN injury.

Unfortunately, there have been very few previous studies focused on eruption disturbances of
PM1s in children [34,35], with most reports focused on describing successful strategies for eruption
in PM1s with disturbances [36–39]. Etiologies for eruption disorders have also not yet been clearly
elucidated. The causal relationship between the eruption disturbance of a PM1 and the deviation
of mandibular canal could not be clarified in this study. On the basis of a similar study, it may be
reasonable to consider the positional change of the mandibular canal as a result [22]. If the deviated
mandibular canal was the result from the eruption disturbance of a PM1, it implies that the eruption
disturbances of PM1s can affect to the growth and development of the mandible and also the rear part
of the PM1s. The delayed development or the congenital missing of the permanent mandibular second
molar can advocate this perspective as previously mentioned.

Owing to limitations of this cross-sectional study, we could not identify when mandibular canal
deviations began in these children. Moreover, it was also not possible to determine the extent to which
jaw growth and dentition transitions influenced positional changes of the mandibular canal in these
children. It has not yet been verified whether a deviated mandibular canal can recover its position
after growth and development in children. Therefore, future studies related to the timing and etiology
of mandibular canal displacements at eruption disturbance sites are necessary.

5. Conclusions

This study analyzed positional differences of the mandibular canal in relation to PM1s with or
without eruption disturbances, demonstrating that the mandibular canal tended to be positioned more
inferiorly in relation to PM1s with eruption disturbances than PM1s with normal eruption. Therefore,
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clinicians should be aware of this potential positional deviation when managing children with PM1
eruption disturbances, particularly when planning surgical interventions. With this knowledge,
the incidence of complications related to IAN injury may be reduced.
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4. Bereket, C.; Çakir-Özkan, N.; Şener, I.; Kara, I.; Aktan, A.M.; Arici, N. Retrospective Analysis of Impacted
First and Second Permanent Molars in the Turkish Population: A Multicenter Study. Med. Oral. Patol Oral.
Cir. Bucal 2011, 16, e874–e878. [CrossRef] [PubMed]

5. Chintakanon, K.; Boonpinon, P. Ectopic Eruption of the First Permanent Molars: Prevalence and Etiologic
Factors. Angle Orthod. 1998, 68, 153–160. [PubMed]

6. Valmaseda-Castellon, E.; De-la-Rosa-Gay, C.; Gay-Escoda, C. Eruption Disturbances of the First and Second
Permanent Molars: Results of Treatment in 43 Cases. Am. J. Orthod. Dentofac. Orthop 1999, 116, 651–658.
[CrossRef]

7. Suri, L.; Gagari, E.; Vastardis, H. Delayed Tooth Eruption: Pathogenesis, Diagnosis, and Treatment.
A Literature Review. Am. J. Orthod. Dentofac. Orthop 2004, 126, 432–445. [CrossRef] [PubMed]

8. Kaban, L.B.; Needleman, H.L.; Hertzberg, J. Idiopathic Failure of Eruption of Permanent Molar Teeth.
Oral. Surg Oral. Med. Oral. Patho. 1976, 42, 155–163. [CrossRef]

9. Gomes, A.C.A.; do Egito Vasconcelos, B.C.; de Oliveira Silva, E.D.; de França Caldas, J.A.; Neto, I.C.P.
Sensitivity and Specificity of Pantomography to Predict Inferior Alveolar Nerve Damage During Extraction
of Impacted Lower Third Molars. J. Oral. Maxillofac. Surg. 2008, 66, 256–259. [CrossRef]

10. Guerrero, M.E.; Botetano, R.; Beltran, J.; Horner, K.; Jacobs, R. Can Preoperative Imaging Help to Predict
Postoperative Outcome after Wisdom Tooth Removal? A Randomized Controlled Trial Using Panoramic
Radiography Versus Cone-Beam CT. Clin. Oral. Investig. 2014, 18, 335–342. [CrossRef] [PubMed]

11. Jerjes, W.; Swinson, B.; Moles, D.R.; El-Maaytah, M.; Banu, B.; Upile, T.; Kumar, M.; Al Khawalde, M.;
Vourvachis, M.; Hadi, H.; et al. Permanent Sensory Nerve Impairment Following Third Molar Surgery:
A Prospective Study. Oral. Surg. Oral. Med. Oral. Pathol. Oral. Radiol. Endod. 2006, 102, e1–e7. [CrossRef]

12. Ghaeminia, H.; Meijer, G.J.; Soehardi, A.; Borstlap, W.A.; Mulder, J.; Bergé, S.J. Position of the Impacted Third
Molar in Relation to the Mandibular Canal. Diagnostic Accuracy of Cone Beam Computed Tomography
Compared with Panoramic Radiography. Int. J. Oral. Maxillofac. Surg. 2009, 38, 964–971. [CrossRef]

13. Neves, F.S.; Souza, T.C.; Almeida, S.M.; Haiter-Neto, F.; Freitas, D.Q.; Bóscolo, F.N. Correlation of Panoramic
Radiography and Cone Beam CT Findings in the Assessment of the Relationship between Impacted
Mandibular Third Molars and the Mandibular Canal. Dentomaxillofac. Radiol. 2012, 41, 553–557. [CrossRef]
[PubMed]

14. Sedaghatfar, M.; August, M.A.; Dodson, T.B. Panoramic Radiographic Findings as Predictors of Inferior
Alveolar Nerve Exposure Following Third Molar Extraction. J. Oral. Maxillofac. Surg. 2005, 63, 3–7.
[CrossRef]

http://dx.doi.org/10.1111/j.1600-0714.1991.tb00913.x
http://www.ncbi.nlm.nih.gov/pubmed/2061854
http://dx.doi.org/10.1067/mod.2000.97938
http://www.ncbi.nlm.nih.gov/pubmed/11113793
http://dx.doi.org/10.4317/medoral.17094
http://www.ncbi.nlm.nih.gov/pubmed/21196844
http://www.ncbi.nlm.nih.gov/pubmed/9564425
http://dx.doi.org/10.1016/S0889-5406(99)70200-3
http://dx.doi.org/10.1016/j.ajodo.2003.10.031
http://www.ncbi.nlm.nih.gov/pubmed/15470346
http://dx.doi.org/10.1016/0030-4220(76)90118-3
http://dx.doi.org/10.1016/j.joms.2007.08.020
http://dx.doi.org/10.1007/s00784-013-0971-x
http://www.ncbi.nlm.nih.gov/pubmed/23494455
http://dx.doi.org/10.1016/j.tripleo.2006.01.016
http://dx.doi.org/10.1016/j.ijom.2009.06.007
http://dx.doi.org/10.1259/dmfr/22263461
http://www.ncbi.nlm.nih.gov/pubmed/22282507
http://dx.doi.org/10.1016/j.joms.2004.05.217


Children 2020, 7, 206 9 of 10

15. Winstanley, K.L.; Otway, L.M.; Thompson, L.; Brook, Z.H.; King, N.; Koong, B.; O’Halloran, M. Inferior
Alveolar Nerve Injury: Correlation between Indicators of Risk on Panoramic Radiographs and the Incidence
of Tooth and Mandibular Canal Contact on Cone-Beam Computed Tomography Scans in A Western
Australian Population. J. Investig. Clin. Dent. 2018, 9, e12323. [CrossRef]

16. Khojastepour, L.; Khaghaninejad, M.S.; Hasanshahi, R.; Forghani, M.; Ahrari, F. Does the Winter or Pell and
Gregory Classification System Indicate the Apical Position of Impacted Mandibular Third Molars? J. Oral.
Maxillofac. Surg. 2019, 77, 1–9. [CrossRef]

17. Tantanapornkul, W.; Mavin, D.; Prapaiphittayakun, J.; Phipatboonyarat, N.; Julphantong, W. Accuracy of
Panoramic Radiograph in Assessment of the Relationship between Mandibular Canal and Impacted Third
Molars. Open Dent. J. 2016, 10, 322–329. [CrossRef] [PubMed]
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