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ABSTRACT 
 
Introduction: Craniosynostosis is the premature and pathological fusion, 
either partial or complete, of one or more cranial sutures. One of the 
ophthalmological complications is strabismus (in 39–76% of cases), with 
more severe manifestations in syndromic craniosynostosis. Head-CT with 
3D-reconstruction can be used to evaluate the anatomical abnormalities of the 
orbital aspects to assist clinicians in planning surgery. 
 
Materials and Methods: A retrospective descriptive–observational study 
was conducted for 43 patients in the period from January 2017 to March 2022. 
The patients had syndromic or non-syndromic craniosynostosis and 
underwent head CT-scans at Dr. Soetomo General Hospital, Surabaya. The 
posterior orbital bones, orbital apexes, positions and axes of the extraocular 
muscles were evaluated by an neuroimaging radiology consultant. 
 
Results: 26 male subjects (60.5%) and 17 female subjects (39.5%) were 
evaluated. 18 patients (41.9%) had normal posterior orbital configurations 
and extraocular muscles, 4 (9.3%) showed mild abnormalities, 13 (30.2%) 
had moderate abnormalities, 2 (4.7%) showed moderate–severe 
abnormalities, and 6 (11.6%) had seesaw pattern abnormalities. 33 patients 
(76.7%) had normal orbital apex configurations, 3 (7%) showed ballooning 
ethmoidal sinuses, 2 (4.7%) had protrusions of the lateral orbital wall (greater 
sphenoid wing), and 5 (11.6%) showed combined ethmoidal sinus ballooning 
and protrusion of the lateral orbital wall. 
 
Conclusion: The smallest excyclorotation was observed for the mild 
abnormalities of the posterior orbital configuration and extraocular muscles 
in the right eye (4.5–11.3°) and left eye (3.6–7°). The greatest was noted for 
the seesaw pattern in the right eye (7.6–21.4°) and left eye (7.4–30°). 3 
patients (7%) had an incyclorotated axis and 26 (60.5%) had an 
excyclorotated axis, with a greater degree of excyclorotation in the seesaw 
pattern. 
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179

www.ijrp.orgIJRP 2022, 107(1), 179-192; doi:.10.47119/IJRP1001071820223794



INTRODUCTION 
 

 Craniosynostosis is the premature and pathological fusion, either 

partial or complete, of one or more cranial sutures. It is defined as single if it 

involves only one suture and is said to be complex if it involves multiple 

sutures.1 Craniosynostosis is classified as either syndromic or non-syndromic, 

with an incidence of 1:2000–2500 live births. It occurs most commonly in the 

sagittal suture (40–60%) or coronal suture (20–30%), occasionally in the 

metopic suture (less than 10% of cases), and rarely in the lambdoid suture.2 

The incidence of syndromic craniosynostosis, most commonly Apert and 

Crouzon syndromes, is 15.5:1,000,000 and 16.5:1,000,000 births, 

respectively.3,4 

The most common ophthalmological complication of craniosynostosis is 

optic neuropathy, which results from increased intracranial pressure in 30–

40% of syndromic and in 15–20% of non-syndromic cases.5 Strabismus 

occurs in 39–76% of cases with pathogenesis related to the abnormal orbital 

shape and impaired function of a number of extraocular muscles. 

Astigmatism and anisometropia occur in 40% and 16% of these pathogenesis 

cases, respectively, and exposure keratopathy may occur due to exorbitism. 

Amblyopia is caused by one or more of the above conditions.6,7 

Ophthalmologic problems are more frequent and more severe in syndromic 

craniosynostosis.8 When the underlying cause of amblyopia is not detected 

and treated early, the cortical development window may close and visual 

disturbances may become permanent.7 
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Head CT scans and 3D reconstruction are the primary imaging modalities 

for evaluating the anatomical aspects of the orbit in craniosynostosis.9 The 

incidence of craniosynostosis, including complications often associated with 

this disorder, is not well recorded in Indonesia.10 Until now, no research has 

been conducted in Indonesia regarding the ocular aspects of craniosynostosis, 

especially using imaging. 

Based on this background, researchers are interested in studying CT-scan 

images of the posterior orbital bone, orbital apex, position and extraocular 

muscle axis in patients with craniosynostosis. It is hoped that radiology could 

improve accuracy in the diagnosis of craniosynostosis and its manifestations 

and complications in the orbit to assist clinicians in determining treatment 

and assessing the prognosis, in this case relating to the visual function of 

craniosynostosis. 

RESEARCH METHODS 

This research was conducted through an observational, descriptive, 

retrospective approach from January 2017 to March 2022 in syndromic and 

non-syndromic craniosynostosis patients who had undergone head CT scans 

at Dr. Soetomo General Hospital in Surabaya. Inclusion criteria: male or 

female patients aged less than 8 years. Exclusion criteria: history of trauma 

and surgery in the head area. Head CT scans were performed using a Toshiba 

128-slice type T5x – 101 A, Philips 128-slice type MRC 880 and Siemens 

16-slice type M-CT-172. Data were obtained in the form of digital raw data 

and were evaluated using GE’s Picture Archiving and Communication 

System (PACS) and Radiant Dicom viewer 2021 (version 2.2) software. 
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Evaluation of the configuration of the posterior orbital bone, orbital apex, and 

position and axis of the extraocular muscles was conducted by a neutral 

observer (neuro-radiologist). Classification of the degrees of severity of the 

posterior orbital bone configuration, orbital apex and position of the 

extraocular muscles was conducted according to the criteria set out by Dagi 

et al., 2017. The axes of the horizontal (medial and lateral) rectus muscles 

were measured using a vertical line on the nasal septum and a perpendicular 

horizontal line. The axes were then determined to be excyclorotated or 

incyclorotated through data analysis with MS Excel and SPSS 25.0 software. 

RESULTS 

The research sample of 43 patients was taken from the total eligible 

population (consecutive sampling). 

Table 1. Subject characteristics 
Variable Value [n(%)] 
Number of Subjects 43 
Age (in months) 
Average  Standard Deviation 

 
9.12  11.85 

Median 
Range 

5 
1–63 

Gender 
Male 

 
26 (60.5%) 

Female 17 (39.5%) 
Craniosynostosis  
Non-Syndromic  

- Multiple 22 (48.8%) 
- Single (metopic, sagittal, squamosal) 3 (7%) 

Syndrome 
- Apert 
- Crouzon 
- Pfeiffer 
- Facial cleft (non-specific) 
- Dandy–Walker malformation (non-specific) 
- Achondroplasia (non-specific) 
- West syndrome (non-specific) 
- Non-specific (unknown) 

19 (44.2%) 
2 (4.6%) 
3 (6.9%) 
1 (2.32%) 
5 (11.6%) 
2 (4.64%) 
1 (2.32%) 
1 (2.32%) 
4 (9.28%) 

Closing Sutures  
Bicoronal 6 (14.3%) 
Bicoronal, sagittal 1 (2.3%) 
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26 of the patients in this study (60.5%) were male. The mean age in 

this study was 9.12  11.85 months. 

24 patients (55.8%) had non-syndromic craniosynostosis. Of these, 22 

(51.2%) had multiple synostosis and 2 (4.7%) had single synostosis. 19 

patients had syndromic craniosynostosis (44.2%). Most suture closures (in 10 

patients; 23.3%) were bicoronal bisquamosal. 18 patients (41.9%) had normal 

posterior bone and extraocular muscle configurations, 4 (9.3%) showed mild 

abnormalities, 13 (30.2%) had moderate abnormalities, 2 (4.7%) showed 

moderate–severe abnormalities, and 6 (11.6%) had a seesaw configuration. 

33 patients (76.7%) had a normal orbital apex configuration, 3 (7%) showed 

Bicoronal, bisquamosal 10 (23.3%) 
Bicoronal, bilambdoidea 1 (2.3%) 
Bicoronal, bilambdoidea, sagittal 2 (4.7%) 
Bicoronal, left squamosal, left lambdoidea 1 (2.3%) 
Bicoronal, bisquamosal, right lambdoidea 3 (7%) 
Bicoronal, bisquamosal, left lambdoidea 1 (2.3%) 
Bicoronal, bisquamosal, bilambdoidea 6 (14%) 
Bicoronal, bisquamosal, bilambdoidea, sagittal 7 (16.3) 
Bicoronal, bisquamosal, sagittal, right lambdoidea 1 (2.3%) 
Metopic, bicoronal, right lambdoid 1 (2.3%) 
Sagittal 1 (2.3%) 
Metopic 1 (2.3%) 
Left Squamosal 1 (2.3%) 

Configuration of the Posterior and Extraocular 
Muscle Bones 

 

Normal 18 (41.9%) 
Mild 4 (9.3%) 
Moderate 13 (30.2%) 
Moderate–Severe 2 (4.7%) 
Seesaw 6 (11.6%) 

Apex Orbital Configuration  
Normal 33 (76.7%) 
Ballooning ethmoidal sinus 3 (7%) 
Protrusion of the lateral orbital wall (greater sphenoid 
wing) 

2 (4.7%) 

Ballooning ethmoidal sinus and protrusion of the 
lateral orbital wall (greater sphenoid wing) 

5 (11.6%) 

Right and Left Eye Axis  
Normal 14 (32.6%) 
Incyclorotated 3 (7%) 
Excyclorotated 26 (60.5%) 
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ballooning ethmoidal sinus, 2 (4.7%) had protrusion of the lateral orbital wall 

(greater sphenoid wing), and ballooning ethmoidal sinus lateral and orbital 

wall protrusion (greater sphenoid wing) was observed in 5 patients (11.6%). 

The right and left eye axis was normal in 14 patients (32.6%), incyclorotated 

in 3 (7%), and excyclorotated in 26 (60.5%). 

 
Figure 1. Coronal and quasi-coronal oculi dextra posterior orbit CT-scans. 
The criterion for mild and moderate abnormalities is that the orbital wall 
encases the rectus muscle in its local orientation. In moderate–severe cases, 
medial bowing of the greater sphenoid wing (yellow arrow), causes the lateral 
rectus muscle to become inferior. The seesaw conformation (harlequin 
deformity) involves temporal expansion of the orbital roof, indicating a V-
pattern, causing lateral displacement of the superior rectus muscle. 
 

100% of patients with syndromic craniosynostosis achondroplasia, 

Dandy–Walker malformation, facial cleft and Pfeiffer syndrome had normal 

orbital apex configurations. 100% of patients with Apert syndrome had 

ballooning ethmoidal sinuses and protrusions of the lateral orbital wall. 
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33.3% of patients with Crouzon syndrome had ethmoidal sinus ballooning, 

and 66.7% had a combination of ballooning ethmoidal sinus and protrusion 

of the lateral orbital wall. 75% of patients with non-specific syndromic 

craniosynostosis had a normal orbital apex configuration, and 25% had a 

combination of ballooning ethmoidal sinus and protrusion of the lateral 

orbital wall. 

 
Figure 2. Coronal and axial CT scans of the orbital apex: (a) normal, (b) 
ethmoidal sinus ballooning, (c) orbital lateral wall protrusion, (d) combined 
ethmoidal sinus ballooning and orbital lateral wall protrusion. (b) and (d) 
occur in Apert and Crouzon syndromic craniosynostosis. 

100% of patients with achondroplasia or West syndromic 

craniosynostosis had a normal posterior bone configuration and extraocular 

muscles. As many as 100% of patients with Apert or Pfeiffer syndrome had 

a seesaw pattern posterior bone configuration and extraocular muscles. 33% 

of Crouzon syndrome patients has a moderate configuration of posterior bone 

and extraocular muscles, and 66.7% showed a seesaw pattern. For patients 

with syndromic craniosynostosis with Dandy–Walker malformation, 50% 

185

www.ijrp.org

Syahriar Muhammad / International Journal of Research Publications (IJRP.ORG)



had a normal posterior bone configuration and 50% had moderate extraocular 

muscles. As many as 60% of patients with non-specific (unknown) syndromic 

craniosynostosis and 40% of patients with facial cleft had a normal posterior 

bone configuration and moderate extraocular muscles. The explanation of this 

percentage is summarised in Table 2. 

Table 2. Percentage of syndromic craniosynostosis patients (each type) with 
different classifications of posterior bone configuration and extraocular 
muscles 

Syndromic Posterior bone configuration and extraocular 
muscles 

 Normal Light Current Medium–
Heavy 

Seesaw 

Apert  0.0% 0.0% 0.0% 0.0% 100.0% 
Crouzon 0.0% 0.0% 33.3% 0.0% 66.7% 
Pfeiffer 0.0% 0.0% 0.0% 0.0% 100.0% 
Dandy–Walker malformation 50.0% 0.0% 50.0% 0.0% 0.0% 
Facial cleft 60.0% 0.0% 40.0% 0.0% 0.0% 
Achondroplasia 100.0% 0.0% 0.0% 0.0% 0.0% 
West syndrome 100.0% 0.0% 0.0% 0.0% 0.0% 
Non-specific (unknown) 60.0% 0.0% 40.0% 0.0% 0.0% 

 
Table 3. Percentage of posterior orbital bone configuration and extraocular 
muscles, with extraocular muscle axes (right and left) 

 
Table 4. Configuration of the posterior orbital bones and extraocular muscles 
with axes of extraocular muscles (right and left) 

Posterior bone 
configuration and 

extraocular muscles 

Incyclorotated 
Extraocular Muscle 

Axis 
 

Excyclorotated Extraocular 
Muscle Axis 

 

 Right Left Right Left 
Normal 2.7–10.60 9.7–100 0–1.40 0–5.30 

Mild - - 4.5–11.30 3.6–70 
Moderate - - 3.3–14.70 4.2–18.90 

Moderate-Severe - - 6.1–23.50 6.9–20.30 
Seesaw 70 180 7.6–21.40 7.4–300 

Posterior bone configuration 
and extraocular muscles 

Extraocular Muscle Axis (Right & Left) 

 Normal Incyclorotated Excyclorotated 
Normal 77.8% 11.1% 11.1% 
Mild 0.0% 0.0% 100.0% 
Moderate 0.0% 0.0% 100.0% 
Moderate–Severe 0.0% 0.0% 100.0% 
Seesaw 0.0% 16.7% 83.3% 
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100% of patients with a posterior orbital bone configuration and 

normal and mild abnormalities in extraocular muscles had a normal orbital 

apex configuration. As many as 84.6% of patients with posterior orbital bone 

configuration and extraocular muscles with moderate abnormalities had a 

normal orbital apex configuration. 50% of patients with posterior orbital bone 

configuration and extraocular muscles with moderate to severe abnormalities 

had an orbital apex configuration with ballooning ethmoidal sinus and lateral 

orbital wall protrusion (greater sphenoid wing). Of the patients with posterior 

orbital bone configuration and seesaw patterned extraocular muscles, 66.7% 

had orbital apex configuration with ballooning ethmoidal sinus and lateral 

orbital wall protrusion (greater sphenoid wing). 

DISCUSSION 

Most of the 43 patients were male (26; 60.5%) and 17 (39.5%) were 

female. A previous study in Asia by Byun et al. had a gender ratio of 59% 

male and 40.9% female.11 Research in America by Gonzales et al. included 

64.5% male and 34.5% female patients.12 Until now, no research has 

explained the reasons for male predominance in the patient samples. 

There were 24 patients with non-syndromic craniosynostosis (55.8%), 

22 (51.2%) had multiple disorders, and 2 (4.7%) had single synostosis. This 

is in contrast to the study by Byun et al., in which 17.2% of patients had 

multiple types of non-syndromic craniosynostosis and 72.59% had single 

synostosis.11 It also differs from the study by K. Senarath-Yapa et al., in 

which the proportions of patients with multiple non-syndromic 

craniosynostosis and single synostosis were 5–15% and 85–95%, 
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respectively.13 While 19 patients (44.2%) had syndromic craniosynostosis, 

this was also different from other studies, for instance research by Tonne et 

al. in which 27% of patients had syndromic craniosynostosis.14 

Considering the abnormalities of multiple sutures, as many as 10 

(23.3%) were due to the closure of bicoronal sutures. This is consistent with 

previous studies in which the bicoronal suture was the most common type 

associated with multiple craniosynostosis, both syndromic and non-

syndromic.11,14 

The grouping of the orbital aspects in this study follows previous 

research conducted by Dagi et al., who observed the influence of the shape of 

the posterior orbital aspect on the position and the extraocular muscle axis in 

craniosynostosis with excyclotorsion strabismus. Classic strabismus 

craniosynostosis has a characteristic “excyclotorsional syndrome”.6,15,7 In 

coronal craniosynostosis there is flattening of the fronto-parietal region, 

which causes the antero-posterior diameter of the orbital cavity to shorten, 

widening the palpebral fissure on the affected side. If severe enough, a 

harlequin sign will appear. In previous studies by Dagi et al., the most severe 

form is the seesaw pattern.15,16 In syndromic craniosynostosis there will also 

be anterior protrusion of the lateral orbital wall, sphenoid greater wing and 

lateral ballooning of the ethmoidal sinus.15 The more severe the category of 

posterior bone configuration abnormalities and position of the extraocular 

muscles, the greater the degree of the excyclorotated axis.15 

In this study, 100% of patients with Apert or Pfeiffer syndromes had 

posterior bone configuration and an extraocular muscle seesaw pattern. 
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33.3% of patients with Crouzon syndrome had moderate posterior bone 

configuration, and 66.7% had seesaw extraocular muscle abnormalities. A 

study by Dagi et al. identified a significant relationship between Apert 

syndrome and moderate–severe or seesaw V-Pattern strabismus, and between 

Crouzon or Pfeiffer syndrome and mild to moderate V patterns.15 The genes 

that are often mutated in craniosynostosis are in the FGFR family because of 

their high expression at the sutures.17 FGFR2 is the most widely distributed 

throughout the sutures, mutating most frequently and affecting the coronal, 

metopic, sagittal and lambdoid sutures. The FGFR3 mutation only affects the 

coronal and metopic sutures, whereas FGFR1 (as well as Twist1 and EFNB1) 

usually affects only the coronal suture.18 Apert syndrome is characterised by 

a dominant FGFR2 mutation; the mutation is in FGFR2 and FGFR3 for 

Crouzon syndrome, and FGFR1 and FGFR2 for Pfeiffer syndrome. 

Achondroplasia is characterised by an FGFR 3 mutation, while there are 

currently no studies on craniosynostosis in facial cleft and West syndrome. 

100% of patients with Apert syndrome had an orbital apex 

configuration with ballooning ethmoidal sinuses and protrusion of the lateral 

orbital wall. The high incidence of seesaw patterns and morphological 

abnormalities of the orbital apex (ballooning ethmoidal sinus and protrusion 

of the lateral orbital wall) for Apert syndrome may be related to earlier 

occurrences of craniosynostosis, such as the closing of a coronal suture at 

birth with sagittal and metopic sutures.19 Patients with Crouzon syndrome 

may present as normal at birth, but craniosynostosis will occur during the first 

two years.19 
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CONCLUSIONS AND RECOMMENDATIONS 

18 patients (41.9%) had craniosynostosis with a normal configuration of 

the posterior bone and extraocular muscles. 4 (9.3%) had mild abnormalities, 

13 (30.2%) had moderate abnormalities, 2 (4.7%) showed moderate–severe 

abnormalities, and 6 (11.6%) had a seesaw configuration. 33 patients (76.7%) 

had craniosynostosis with normal orbital apex configuration, 3 (7%) showed 

ballooning ethmoidal sinus, 2 (4.7%) showed protrusion of the lateral orbital 

wall (greater sphenoid wing), and 5 (11.6%) had a combination of ballooning 

ethmoidal sinus and lateral wall protrusion orbit. 

The smallest excyclorotation occurred for mild abnormalities in the 

posterior orbital and extraocular muscle configurations in the right eye (4.5–

11.3°) and left eye (3.6–7°). The largest was observed for the seesaw pattern 

in the right eye (7.6–21.4°) and the left eye (7.4–30°). 3 patients (7%) had 

incyclorotated right and left eye axes were. These were excyclorotated in 26 

patients (60.5%), with a greater degree of excyclorotation in the posterior 

bone configuration and more severe muscle abnormalities. 

Further research is needed to determine the descriptions and 

relationships of the posterior orbital bone configuration, orbital apex, and 

muscle position and axis. We suggest studying extraocular patients without 

craniosynostosis abnormalities to generalise the results and understand the 

differences for craniosynostosis patients. 

  

190

www.ijrp.org

Syahriar Muhammad / International Journal of Research Publications (IJRP.ORG)



References 

 

1. Bagley CA, Khavkin Y, Witham TF, Wolinsky J, Gokaslan ZL. Surgical 
Management of Craniosynostosis Sagittal Suture: Part II. 2007;29(17):1–8. 

2. Ferreira MP, Collares MVM, Ferreira NP, Kraemer JL, De Azambuja Pereira 
Filho A, De Azambuja Pereira Filho G. Early surgical treatment of 
nonsyndromic craniosynostosis. Neurol Surg. 2006;65(SUPPL. 1):S22–6. 

3. Cohen MM, Kreiborg S, Lammer EJ, Cordero JF, Mastroiacovo P, Erickson 
JD, et al. Birth Prevalence Study of The Apert Syndrome. Vol. 42, American 
Journal of Medical Genetics. 1992. 

4. Cohen Jr MM, Kreiborg S. Birth prevalence studies of the Crouzon 
syndrome: comparison of direct and indirect methods. 1992. 

5. Judy BF, Swanson JW, Yang W, Storm PB, Bartlett SP, Taylor JA, et al. 
Intraoperative intracranial pressure monitoring in the pediatric 
craniosynostosis population. J Neurosurg Pediatr. 2018 Nov 1:22(5):475–80. 

6. Touzé R, Bremond-Gignac D, Robert MP. Ophthalmological management in 
craniosynostosis. Neurochiruria. 2019 Nov 1;65(5):310–7. 

7. Duan M, Skoch J, Pan BS, Shah V. Neuro-ophthalmological manifestations 
of craniosynostosis: Current perspectives. Vol. 13, Eyes and Brains. Dove 
Medical Press Ltd; 2021. p. 29–40. 

8. Khan SH, Nischal KK, Dean F, Hayward RD, Walker J. Visual outcomes and 
amblyogenic risk factors in craniosynostotic syndromes: A review of 141 
cases. Vol. 87, British Journal of Ophthalmology. 2003. p. 999–1003. 

9. Kim HJ, Roh HG, Lee IW. Craniosynostosis: Updates in radiological 
diagnosis. J Korean Neurosurg Soc. 2016;59(3):219–26. 

10. Adinda W, Hutagalung M, Putri IL. The report of the results of the study on 
the profile of the craniosynostosis syndromic patient for 5 years at the Dr. 
Soetomo. 2017;(2):1–11. 

11. Byun IH, Hong JW, Hussein MA, Kim YO. Demographic characteristics of 
craniosynostosis patients in Asia. J Craniomaxillofac Surg [Internet]. 2018 
Apr;46(4):674–8. Available from: 
http://www.ncbi.nlm.nih.gov/pubmed/29550217 

12. Gonzalez SR, Light JG, Golinko MS. Assessment of Epidemiological Trends 
in Craniosynostosis. Plast Reconstr Surg - Glob Open [Internet]. 2020 
Mar;8(3):e2597. Available from: 
http://journals.lww.com/10.1097/GOX.0000000000002597 

13. Senarath-Yapa K, Chung M, McArdle A, Wong V, Quarto N, Longaker M. 
Craniosynostosis – Molecular pathways and future pharmacologic therapy. 
Organogenesis. 2012;8(4):103–13. 

14. Tønne E, Due-Tønnessen BJ, Wiig U, Stadheim BF, Meling TR, Helseth E, 
et al. Epidemiology of craniosynostosis in Norway. J Neurosurg Pediatrics 
[Internet]. 2020 Jul;26(1):68–75. Available from: 
https://thejns.org/view/journals/j-neurosurg-pediatr/26/1/article-p68.xml 

15. Dagi LR, Mackinnon S, Zurakowski D, Prabhu SP. Rectus muscle 
excyclorotation and V-pattern strabismus: A quantitative appraisal of clinical 
relevance in syndromic craniosynostosis. Br J Ophthalmol. 
2017;101(11):1560–5. 

191

www.ijrp.org

Syahriar Muhammad / International Journal of Research Publications (IJRP.ORG)



16. Sharma R. Craniosynostosis. Indian J Plast Surg [Internet]. 2013;46(1):18. 
Available from: http://www.ijps.org/text.asp?2013/46/1/18/113702 

17. Sarovic D, Vujotic L. Craniosynostosis. University of Belgrade School of 
Medicine; 2015. 

18. Coussens AK, Wilkinson CR, Hughes IP, Morris CP, van Daal A, Anderson 
PJ, et al. Unraveling the molecular control of calvarial suture fusion in 
children with craniosynostosis. BMC Genomics. 2007 Dec 12;8. 

19. Hayward RD. Principles and Practice of Pediatric Neurosurgery: Craniofacial 
Syndromes. 3rd ed. Albright AL, Pollack IF AP, editor. Thiemes; 2014. 249–
266 p. 
 

192

www.ijrp.org

Syahriar Muhammad / International Journal of Research Publications (IJRP.ORG)


