H A B i

IR 2%k Anteromedial Facet Fracture {C X3 % Approach

B 7pod U )

w523 (2) 2016

DFt

A

Lo S A =i I EY )

FLIR BN S B A B o & —

Surgical Approach for the Anteromedial Facet Fracture of the Coronoid
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