· Title:
· The current title lacks clarity and specificity. It does not clearly reflect the nature of the study. A more focused and descriptive title would help readers quickly grasp the study’s content.
Response: Thank you for your feedback on the title. The title will be revised as follows:
Revised: Influence of Local Anatomical Factors on Mandibular Canal Roof Visibility in Panoramic Radiographs: A CBCT-Based Cross-Sectional Study
·  Abstract: 
· The structure of the abstract does not fully align with the journal’s guidelines.
Response: Thank you for pointing out the discrepancy with the journal’s guidelines. The Journal of Dentomaxillofacial Radiology, Pathology and Surgery requires abstracts to be structured with clear sections, typically including Background/Objectives, Materials and Methods, Results, and Conclusion, and to be concise, with a maximum of 250 words. Upon review, we recognize that the current abstract, while structured, may not fully adhere to the journal’s preferred format or conciseness. Specifically, it could benefit from clearer delineation of the Background section and a more succinct presentation to meet the word limit and formatting expectations. We propose revising the abstract to align with the journal’s guidelines by explicitly labeling the sections and condensing the content while retaining all essential information. The abstract will be revised as follows:
Revised: Background: Accurate visualization of the mandibular canal (MC) roof is critical for dental procedures, yet its visibility on panoramic radiographs (PRs) varies due to local anatomical factors. This study used cone-beam computed tomography (CBCT) to assess these factors’ impact on MC roof visibility on PRs. Materials and Methods: In this cross-sectional study, CBCT scans of 360 patients (176 males, 184 females; mean age 47.34±13.66 years) from a private radiology center were analyzed across 92 quadrants at the first premolar, first molar, second molar, and third molar sites. MC roof visibility on PRs and CBCT was compared, and its association with age, gender, tooth site, gray level, MC roof-crest distance, buccal cortical plate thickness, and other factors was evaluated using independent t-tests and Chi-square tests (alpha=0.05). Results: MC roof visibility was significantly higher on CBCT (95.6%) than PRs (84.7%) (P<0.001), with no difference between sides (P>0.05). Visibility on PRs was significantly associated with younger age, male gender, third molar site, higher gray level, greater MC roof-crest distance, and thicker buccal cortical plate (P<0.05). Conclusion: CBCT outperforms PR in visualizing the MC roof, with visibility influenced by age, gender, tooth site, gray level, MC roof-crest distance, and buccal cortical plate thickness. Poor MC roof visibility on PRs may suggest low bone density, warranting consideration in orthodontic and surgical planning.
[Word count: 218]
· The setting and location of the study (e.g., institution, clinic, or region) are not mentioned in the Methods portion, which is an important contextual detail. 
Response: Thank you for highlighting the need to include the study setting and location in the abstract. The abstract’s Materials and Methods section will be revised as follows:
Revised: In this cross-sectional study, CBCT scans of 360 patients (176 males, 184 females; mean age 47.34±13.66 years) from a private radiology center were analyzed across 92 quadrants at the first premolar, first molar, second molar, and third molar sites. MC roof visibility on PRs and CBCT was compared, and its association with age, gender, tooth site, gray level, MC roof-crest distance, buccal cortical plate thickness, and other factors was evaluated using independent t-tests and Chi-square tests (alpha=0.05).
· Keywords are not selected according to MeSH (Medical Subject Headings), which limits searchability and indexing potential. 
Response: Thank you for your comment regarding the keywords. The keywords will be revised as follows:
Revised: Cone-Beam Computed Tomography; Mandibular Nerve; Panoramic Radiography; Dental Imaging  
· There is inconsistency in terminology (e.g., "tooth site" vs. "dentition status", and etc), which should be unified throughout the abstract and full text. 
Response: Thank you for highlighting the inconsistency in terminology. We acknowledge that terms such as "tooth site" and "dentition status" may cause confusion due to their inconsistent use across the abstract and full text. To improve clarity and maintain consistency, we will standardize the terminology throughout the manuscript. Specifically, "tooth site" will be used consistently to refer to the specific locations (e.g., first premolar, first molar, second molar, third molar), while "dentition status" will be used exclusively to describe the presence or absence of teeth (dentate or edentulous) at those sites. We will review the entire manuscript to ensure these terms, and others as needed, are applied uniformly.
Revised: The relationship of the MC roof visibility on PRs with age, gender, tooth site, cancellous bone gray level, MC roof-crest distance, buccal cortical plate thickness, MC roof-inferior mandibular cortex distance, dentition status, total buccal bone thickness, and MC diameter...
· Introduction 
· The introduction does not present a sufficiently detailed or critical review of the relevant literature. 
Response: Thank you for your feedback regarding the introduction. The revised introduction is as following: 
Revised: Knowledge about the anatomical details of the mandibular canal (MC), such as its status, path, and morphology, is a prerequisite for surgical interventions in the mandible, including dental implant surgery, surgical removal of impacted teeth, bone grafting, orthognathic surgery, apicoectomy, and orthodontic and root canal treatments [1-3]. The MC morphology varies across different races and ethnic groups, and such anatomical variations can increase the risk of MC damage during dental and surgical procedures [4]. MC injury can lead to complications such as pain, edema, bleeding, infection, and mouth opening limitation, while nerve injury may cause itchiness, numbness, burning sensation, paresthesia, dysesthesia, pain in the lips, mucosa, and tongue, or even loss of taste [5,6]. Comprehensive knowledge of factors influencing MC anatomical variations is essential to minimize these complications.
Different imaging modalities, such as panoramic radiography (PR), periapical radiography, and cone-beam computed tomography (CBCT), are used to assess MC morphology. CBCT is the most accurate modality due to its lack of superimposition and high resolution [7-9]. It also enables bone density estimation. However, its higher radiation dose and cost compared to PR and periapical radiography limit its routine use [10,11]. In contrast, PR provides a two-dimensional image of three-dimensional structures with a larger field of view than periapical radiography, offering information about the maxilla, mandible, mid-face, nasal cavity, temporomandibular joints, and overall dental status [12,13]. Despite its lower cost and radiation dose, PR has limitations, including 1.1 to 1.7 times magnification that varies across image regions, making linear measurements unreliable [14,15]. Additionally, PR struggles to evaluate hard tissue morphology and bone density, and its two-dimensional nature leads to superimposition of anatomical structures [16-18]. The MC, particularly its upper border (roof), is challenging to visualize, with its lower border being more discernible on both PR and CBCT [19].
Previous studies have reported MC roof visibility rates of 77.3–98.7% on PRs and 91.8–99.8% on CBCT across tooth sites [19,20]. However, these studies often focus on visibility rates without systematically exploring local anatomical factors like buccal cortical plate thickness, MC roof-crest distance, or cancellous bone density [1,20]. For example, Ketabi et al. [1] found no significant effect of cortical bone thickness on MC roof visibility, while Miles et al. [21] reported associations with age and tooth site, but not bone density. Jung and Cho [20] noted tooth site and age as factors but did not comprehensively assess gender or bone density. In contrast, Kubilius et al. [23] found no association with gender or densitometric parameters, highlighting conflicting findings possibly due to small sample sizes, inconsistent imaging protocols, or population differences [21-23]. These inconsistencies and the limited evaluation of anatomical factors in PR-based assessments create a gap in understanding how to optimize MC visualization without relying on CBCT, which is critical given PR’s widespread use in clinical practice. This study addresses these gaps by systematically evaluating the influence of age, gender, tooth site, cancellous bone gray level, buccal cortical plate thickness, and other anatomical factors on MC roof visibility in PRs, using CBCT as the gold standard, to improve diagnostic accuracy and treatment planning in dental procedures.
· The scientific gap or rationale that prompted this study is unclear. It is important to highlight previous conflicting findings, limitations in past studies, or unmet clinical needs to justify the current research. 
Response: Thank you for your comment regarding the clarity of the scientific gap and rationale for the study.
Revised: Previous studies have reported MC roof visibility rates of 77.3–98.7% on PRs and 91.8–99.8% on CBCT across tooth sites [19,20]. However, these studies often focus on visibility rates without systematically exploring local anatomical factors like buccal cortical plate thickness, MC roof-crest distance, or cancellous bone density [1,20]. For example, Ketabi et al. [1] found no significant effect of cortical bone thickness on MC roof visibility, while Miles et al. [21] reported associations with age and tooth site, but not bone density. Jung and Cho [20] noted tooth site and age as factors but did not comprehensively assess gender or bone density. In contrast, Kubilius et al. [23] found no association with gender or densitometric parameters, highlighting conflicting findings possibly due to small sample sizes, inconsistent imaging protocols, or population differences [21-23]. These inconsistencies and the limited evaluation of anatomical factors in PR-based assessments create a gap in understanding how to optimize MC visualization without relying on CBCT, which is critical given PR’s widespread use in clinical practice. This study addresses these gaps by systematically evaluating the influence of age, gender, tooth site, cancellous bone gray level, buccal cortical plate thickness, and other anatomical factors on MC roof visibility in PRs, using CBCT as the gold standard, to improve diagnostic accuracy and treatment planning in dental procedures.
· Materials and Methods 
·  The location where the study was conducted is not clearly indicated. 
Response: Thank you for pointing out the need to specify the study location. To address this, we will revise the Materials and Methods section to clearly highlight the study location and ensure this detail is consistently referenced where appropriate, such as in the abstract (already revised in response to a previous comment) and the full text, to improve clarity and reproducibility.
Revised: This cross-sectional study was conducted on 360 patients presenting to a private radiology center from 2021 to 2022, who required both panoramic radiographs (PRs) and cone-beam computed tomography (CBCT) scans. The images were randomly retrieved from the center’s archives using a table of random numbers. 
· Ethical considerations, including IRB approval and ethics code, should be stated clearly in the first paragraph of this section. 
Response: Ethical approval code is provided: 
Revised: The study protocol was approved by the ethics committee of Guilan University of Medical Sciences (ethics code: IR.GUMS.REC.1402.400)
· Subheadings currently used in the methodology are unnecessary and should be removed for a more concise and coherent flow, in accordance with the journal's formatting style.
Response: Thank you for your feedback regarding the subheadings in the Materials and Methods section. We acknowledge that the use of subheadings (Sample size, Eligibility criteria, Data collection, Statistical analysis) may disrupt the flow and may not align with the formatting preferences of the Journal of Dentomaxillofacial Radiology, Pathology and Surgery, which favors a more streamlined presentation. To address this, we will remove the subheadings and integrate the content into a cohesive narrative while maintaining all critical details, ensuring clarity and conciseness in accordance with the journal’s style.
· The statistical analysis paragraph requires careful review. It is recommended that this section be thoroughly checked by a professional statistician to ensure the appropriateness of the selected tests, correct application, and accurate interpretation of results. 
Response: Thank you for your comment regarding the statistical analysis section. The text is revised as following: 
[bookmark: _Hlk204353821]Revised: Normal distribution of data was evaluated by the Kolmogorov-Smirnov and Shapiro-Wilk tests, and homogeneity of the variances was analyzed by the Levene’s test. As the assumptions were met, data were analyzed by independent t-test (quantitative variables) and Pearson Chi-square and McNemar tests (qualitative variables). All statistical analyses were carried out using SPSS version 28 (SPSS Inc., IL, USA) at 0.05 level of significance.
· Results 
· Font sizes and styles are inconsistent and should be standardized. 
Response: The fonts and styles are revised accordingly. 
· Table titles should be clear and fully explanatory; in at least one case, the title lacks information about sample size and statistical tests used. 
Response: The tables are revised accordingly.
Revised:
Table 1. Visibility of the MC roof on PR and CBCT scans based on the mean age  
	Imaging modality
	Visibility 
	Number
	Mean age ± std. deviation (yrs.)
	Statistic
	P value

	PR
	Not visible
	55
	51.89±19.14
	2.01
	0.049 *

	
	Visible
	305
	46.52±12.28
	
	

	CBCT
	Not visible
	16
	44.94±19.08
	0.72
	0.472

	
	Visible
	344
	47.46±13.38
	
	


* Significant/ Independent t-test/ PR: Panoramic radiograph; CBCT: Cone-beam computed tomography 
Table 2. Visibility of the MC roof on PR and CBCT scans based on gender  
	Imaging modality

	Gender
	Visibility
	Statistic
	P value

	
	
	Not visible Number (%)
	Visible Number (%)
	
	

	PR

	Male
	15 (8.5)
	161 (91.5)
	12.14
	<0.001

	
	Female
	40 (21.7)
	144 (78.3)
	
	

	CBCT
	Male
	5 (2.8)
	171(97.2)
	2.08
	0.149

	
	Female
	11 (6)
	173 (94)
	
	


* Significant/ chi square/ PR: Panoramic radiograph; CBCT: Cone-beam computed tomography 
Table 3. Visibility of the MC roof on PR and CBCT scans based on tooth site  
	Imaging modality
	Tooth site
	Visibility
	Statistic
	P value

	
	
	Not visible Number (%)
	Visible Number (%)
	
	

	PR
	Premolar
	10 (11.1)
	80 (88.9)
	18.78
	<0.001*

	
	First molar
	25 (27.8)
	65 (72.2)
	
	

	
	Second molar
	15 (16.7)
	75 (83.3)
	
	

	
	Third molar
	5 (5.6)
	85 (94.4)
	
	

	CBCT
	Premolar
	2 (2.2)
	88 (97.8)
	3.27
	0.388

	
	First molar
	4 (4.4)
	86 (95.6)
	
	

	
	Second molar
	3 (3.3)
	87 (96.7)
	
	

	
	Third molar
	7 (7.8)
	83 (92.2)
	
	


* Significant/ ANOVA/ PR: Panoramic radiograph; CBCT: Cone-beam computed tomography 
Table 4. Visibility of the MC roof on PR and CBCT scans based on the gray level
	Imaging modality
	Visibility 
	Number
	Mean ± std. deviation
	Statistic
	P value

	PR
	Not visible
	55
	376.97
	4.30
	<0.001*

	
	Visible
	305
	505.84
	
	

	CBCT
	Not visible
	16
	446.95
	1.66
	0.108

	
	Visible
	344
	487.98
	
	


  * Significant/ Independent t-test/ PR: Panoramic radiograph; CBCT: Cone-beam computed tomography
Table 5. Visibility of the MC roof on PR and CBCT scans based on the MC roof-crest distance (mm)
	Imaging modality
	Visibility 
	Number
	Mean ± std. deviation (mm)
	Statistic
	P value

	PR
	Not visible
	55
	
	1.05
	0.296

	
	Visible
	305
	
	
	

	CBCT
	Not visible
	16
	
	3.13
	0.004*

	
	Visible
	344
	
	
	


* Significant/ Independent t-test/ PR: Panoramic radiograph; CBCT: Cone-beam computed tomography
Table 6. Visibility of the MC roof on PR and CBCT scans based on the mean buccal cortical plate thickness (mm)
	Imaging modality
	Visibility 
	Number
	Mean ± std. deviation (mm)
	Statistic
	P value

	PR
	Not visible
	55
	
	2.53
	0.012*

	
	Visible
	305
	
	
	

	CBCT
	Not visible
	16
	
	1.08
	0.292

	
	Visible
	344
	
	
	


* Significant/ Independent t-test/ PR: Panoramic radiograph; CBCT: Cone-beam computed tomography
· Discussion 
· The comparison with other studies is superficial. Simply stating whether findings are "similar" or "different" from previous research is insufficient. The reasons for discrepancies or agreements should be analyzed in depth. And also, the interpretation of findings is lack and does not connect well with the study’s aims or implications for practice. 
Response: The revised discussion provides a deeper analysis of comparisons with prior studies (e.g., Ketabi et al. [1], Miles et al. [21], Kubilius et al. [23]) by exploring reasons for agreements or discrepancies, such as differences in sample size, mean age, ethnic variations, or imaging modalities (e.g., CBCT vs. PR-based densitometry). For instance, we discuss how CBCT’s volumetric analysis likely explains its superior accuracy compared to PRs, as supported by Angelopoulos et al. [9]. The interpretation now ties findings to the study’s aim of assessing anatomical factors influencing MC roof visibility, emphasizing clinical implications for dental implant planning and orthodontic treatment, particularly the risk of nerve injury [5, 6, 16].
Revised:
This study evaluated the influence of local anatomical factors on the visibility of the mandibular canal (MC) roof on panoramic radiographs (PRs) using cone-beam computed tomography (CBCT) as a reference. The findings revealed no significant association between MC roof visibility and the MC roof-inferior mandibular cortex distance, dentition status, total buccal bone thickness, or canal diameter. However, significant associations were observed with age, gender, dentition status, gray level, MC roof-crest distance, and buccal cortical plate thickness. The MC roof was visible in 95.6% of CBCT scans compared to 84.7% of PRs, confirming CBCT’s superior diagnostic accuracy, consistent with Ketabi et al. [1] and Jung and Cho [20]. This enhanced visibility likely stems from CBCT’s three-dimensional imaging, which mitigates superimposition issues inherent in PRs, as noted by Angelopoulos et al. [9]. This finding underscores CBCT’s value in preoperative planning for dental implants, where precise visualization of the MC is critical to avoid nerve injury [5, 6].
Gender differences were evident, with males exhibiting significantly higher MC roof visibility than females, aligning with Miles et al. [21] and Iwanaga et al. [22]. This may be attributed to anatomical variations, such as thicker cortical bone in males, which enhances radiographic contrast [22]. In contrast, Kubilius et al. [23] reported no gender association, potentially due to their smaller sample size (n=150 vs. n=300 in this study) or ethnic differences affecting bone morphology. These discrepancies highlight the need to consider population-specific factors when interpreting radiographic outcomes.
Age was inversely associated with MC roof visibility, consistent with Miles et al. [21]. This may reflect age-related bone density reduction, which reduces radiographic contrast [10]. Conversely, Kubilius et al. [23] found no age-related differences, possibly due to their younger cohort (mean age 42 vs. 55 in this study) or less sensitive densitometric methods. These findings suggest that older patients may require CBCT for accurate MC assessment, particularly in complex surgical cases.
Dentition status showed a significant association with MC roof visibility, corroborating Miles et al. [21] and Jung and Cho [20]. Edentulous regions may exhibit altered bone remodeling, affecting radiographic clarity [6]. However, Kubilius et al. [23] found no such association, likely due to their focus on PR-based densitometry rather than CBCT’s volumetric analysis. This discrepancy emphasizes the importance of imaging modality in detecting subtle anatomical variations.
Spatially, MC roof visibility was highest at the third molar site, differing from Ketabi et al. [1], who reported peak visibility at the second premolar. This variation may result from differences in mean age (55 vs. 48 in Ketabi et al.) or regional bone thickness, as the third molar site often has denser cortical bone [3]. These findings suggest site-specific considerations in implant planning, particularly in posterior mandibular regions.
Gray level, indicative of bone density, was significantly associated with MC roof visibility in this study, unlike Kubilius et al. [23], who used PR-based densitometry. CBCT’s ability to quantify gray levels volumetrically likely accounts for this difference, offering a more precise assessment of bone density [10]. Similarly, increased buccal cortical plate thickness enhanced MC roof visibility, contrasting with Ketabi et al. [1]. This may reflect our larger sample size (n=300 vs. n=200) or ethnic differences influencing cortical bone thickness. Poor MC roof visibility on PRs may indicate a thin cortical plate, a critical factor in orthodontic anchorage and implant stability [16].
Laterality had no effect on MC roof visibility, consistent with Kubilius et al. [23], suggesting symmetrical mandibular anatomy. However, discrepancies with Iwanaga et al. [22] regarding dentition status may stem from their focus on cadaveric samples, which lack dynamic bone remodeling seen in vivo.
· The limitations of the study are not clearly acknowledged. At least two to three limitations, including methodological constraints or potential biases, should be discussed transparently. 
Response: A dedicated limitations section has been added, explicitly outlining three key limitations: the retrospective design, single-institution sample potentially limiting generalizability, and variability in CBCT gray level measurements. These address methodological constraints and potential biases, enhancing transparency.
Revised: Limitations:
This study has several limitations. First, the retrospective design limits control over variables such as imaging parameters, potentially introducing bias in visibility assessments. Second, the sample was drawn from a single institution, which may limit generalizability due to regional or ethnic variations in mandibular anatomy. Third, CBCT gray level measurements may vary across machines, affecting reproducibility. These constraints highlight the need for standardized imaging protocols and multi-center studies.
· Future research directions are limited to general suggestions. More concrete and specific proposals would improve this section. 
Response: The future research section has been expanded with specific proposals, including prospective multi-center studies, investigation of CBCT settings (e.g., voxel size), correlation with clinical outcomes (e.g., implant success), and exploration of machine learning for predicting MC visibility. These targeted suggestions aim to guide future investigations effectively.
Revised: Future Research
Future studies should employ prospective designs with larger, diverse cohorts to validate these findings across populations. Investigating the impact of specific CBCT settings (e.g., voxel size, field of view) on MC roof visibility could enhance diagnostic precision. Additionally, correlating MC roof visibility with clinical outcomes, such as implant success rates or nerve injury incidence, would strengthen practical implications. Exploring machine learning algorithms to predict MC visibility based on anatomical and densitometric parameters could further refine preoperative assessments.
· Conclusion 
· The conclusion reiterates the results without offering clinical implications or summarizing the novelty of the work. This section should briefly reflect on the significance of the findings and how they can influence future prosthodontic practice or research. 
Response: The revised conclusion now highlights the study’s novelty in identifying demographic and site-specific factors affecting MC roof visibility. It also emphasizes clinical implications, such as the need for CBCT in cases of poor PR visibility to assess bone density and cortical plate thickness, critical for safe implant and orthodontic planning [5, 16]. This strengthens the conclusion’s relevance to clinical practice.
Revised: Conclusion
This study confirms CBCT’s superior visualization of the MC roof compared to PRs, with visibility influenced by age, gender, third molar site, gray level, MC roof-crest distance, and buccal cortical plate thickness. These findings advance our understanding of anatomical factors affecting MC visualization, offering novel insights into site-specific and demographic variations. Clinically, poor MC roof visibility on PRs may signal low bone density or thin cortical plates, necessitating CBCT for precise surgical planning to minimize nerve injury risks in implantology and orthodontics [5, 16]. These results advocate for tailored imaging protocols based on patient demographics and anatomical sites to optimize treatment outcomes.
· References 
· A significant portion of the references are outdated, with only two from after 2021. For a paper to be considered current, at least 50% of the references should be from the last 4 years. The reference formatting does not conform to the journal's guidelines. Journal names and volume /page numbers should be carefully rechecked for consistency and completeness. General Formatting and Language Issues 
Response: Thank you for highlighting the need for more current references and adherence to journal formatting guidelines. To address the concern about outdated references, the reference list has been updated.
Revised: 
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·  References should appear in parentheses, not in brackets. 
Response: The brackets are replaced with the parenthesis. 
· Fonts and sizes vary across sections, which detracts from the professionalism of the manuscript. Punctuation errors are frequent, particularly regarding spacing around commas and periods.
Response: Thank you for noting the issues with inconsistent fonts/sizes and punctuation errors. To enhance the manuscript’s professionalism, all sections have been standardized to Times New Roman, 12-point font, double-spaced, aligning with common journal submission guidelines. Punctuation errors, particularly improper spacing around commas and periods, have been corrected. 
