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Clarification on Radiographs

The Oregon Board of Dentistry (Board) regularly receives questions about the requirement for radiographs/X-
rays, and how often they are required.

The decision when to take or not to take radiographs is the responsibility of an Oregon licensed Dentist or an
Expanded Practice Permit Dental Hygienist and is based on factors including the patient’s oral health,
patient’s age, the risk for disease and any sign or symptoms of oral disease that a patient may be
experiencing.

The Board does not have a time requirement for how often radiographs or X-rays are to be taken. So if your
Dentist says we (the Board) require X-rays every year, that is not true. The Dentist is the one who decides if
the radiographs are needed, not the patient. They are an important diagnostic tool and it is the responsibility
of the treating Dentist to determine how often they are needed.

The Board takes the following into consideration when it reviews care provided by our Licensees:

Oregon Revised Statute (ORS) 679.140(4) states:

“In determining what constitutes unacceptable patient care, the board may take into account all relevant
factors and practices, including but not limited to the practices generally and currently followed and accepted
by persons licensed to practice Dentistry in this state, the current teachings at accredited dental schools,
relevant technical reports published in recognized dental journals and the desirability of reasonable
experimentation in the furtherance of the dental arts.”

To put this in perspective, in order to diagnose dental pathology and do an adequate examination on a new or
existing patient, the Dentist must have adequate dental radiographs, periodontal probings if appropriate and a
current medical history.

If during the dental examination pathology is diagnosed, the Dentist is obligated to tell the patient what the
problem is, to explain the treatment options, explain the risks of providing or not providing the treatment, and
answer questions. The Dentist is also required to document in the patient’s records any dental pathology that
is diagnosed during the examination.

When treatment is provided, the Dentist is expected to have obtained the patient’s informed consent prior to
providing the treatment. The Board expects that the treatment is acceptable; i.e. crowns fit appropriately,
restorations are not placed over caries, and that periodontal disease is treated (including home health
maintenance instruction).

Further, Oregon Dentists and Expanded Practice Permit Dental Hygienists should follow the guidelines
established by the American Dental Association and the Food and Drug Administration regarding the attached
document.

Please call if you have additional questions or need further information. The rules regulating Dentistry are at
this site: http://www.oregon.gov/Dentistry/Pages/laws-rules.aspx



http://www.oregon.gov/dentistry/Pages/laws-rules.aspx

U.S. Food and Drug Administration guidelines for prescribing dental radiographs.*

The recommendations in this table are subject to clinical judgment and may not apply to every patient. They are to be used by dentists only after reviewing the patient’s health

history and completing a clinical examination. Because every precaution should be taken to minimize radiation exposure, protective thyroid collars and aprons should be used
whenever possible. This practice is strongly recommended for children, women of childbearing age and pregnant women.

TYPE OF ENCOUNTER PATIENT AGE AND DENTAL DEVELOPMENTAL STAGE

Child With Primary Dentition Child With Transitional Adolescent With Permanent Adult, Dentate Adult,
(Prior to Eruption of First Dentition (After Eruption | Dentition (Prior to Eruption or Partially Edentulous
Permanent Tooth) of First Permanent Tooth) of Third Molars) Edentulous

New Patient! Being Evaluated for Individualized radiographic exami- | Individualized radiographic | Individualized radiographic examination consisting of | Individualized
Dental Diseases and Dental nation consisting of selected examination consisting of | posterior bitewings with panoramic examination or radiographic
Development periapical/occlusal views and/or posterior bitewings with posterior bitewings and selected periapical images; a examination,

posterior bitewings if proximal sur- | panoramic examination or | full-mouth intraoral radiographic examination is pre- based on clini-
faces cannot be visualized or posterior bitewings and ferred when the patient has clinical evidence of gener- | cal signs and
probed; patients without evidence | selected periapical images | alized dental disease or a history of extensive dental symptoms

of disease and with open proximal treatment

contacts may not require a radio-
graphic examination at this time

Recall Patient’ With Clinical Caries | Posterior bitewing examination at six- to 12-month intervals if proximal surfaces cannot be exam- | Posterior bitewing Not applicable
or at Increased Risk of Developing | ined visually or with a probe examination at six- to
Cariest 18-month intervals

Recall Patient* With No Clinical Posterior bitewing examination at 12-to 24-month intervals if Posterior bitewing examination | Posterior bitewing Notfapplicable
Caries and Not at Increased Risk of | proximal surfaces cannot be examined visually or with a probe at 18- to 36-month intervals examination at 24- to .
Developing Caries* 36-month intervals

Recall Patient! With Periodontal Clinical judgment as to the need for and type of radiographic images for the evaluation of periodontal disease; imaging | Not applicable
Disease may consist of, but is not limited to, selected bitewing and/or periapical images of areas in which periodontal disease

(other than nonspecific gingivitis) can be demonstrated clinically ;
Patient for Monitoring of Growth Clinical judgment as to need for and type of radiographic Clinical judgment as to need for | Usually not indicated
and Development images for evaluation and/or monitoring of dentofacial growth | and type of radiographic images

and development for evaluation and/or monitor-

ing of dentofacial growth and
development; panoramic or
periapical examination to assess
developing third molars

Patient With Other Circumstances Clinical judgment as to need for and type of radiographic images for evaluation and/or monitoring of these conditions
Including, but not Limited to,
Proposed or Existing Implants,
Pathology, Restorative/Endodontic
Needs, Treated Periodontal Disease
and Caries Remineralization

* Reprinted from U.S. Department of Health and Human Services, Public Health Service, Food and Drug Administration; and American Dental Association, Council on Dental Benefit Programs, Council on
Scientific Affairs.5

T Clinical situations for which radiographs may be indicated include, but are not limited to, the following. Positive historical findings: Previous periodontal or endodontic treatment, history of pain or

trauma, familial history of dental anomalies, postoperative evaluation of healing, remineralization monitoring, presence of implants or evaluation for implant placement. Positive clinical signs/

symptoms: clinical evidence of periodontal disease, large or deep restorations, deep carious lesions, malposed or clinically impacted teeth, swelling, evidence of dental/facial trauma, mobility of teeth,

sinus tract (“fistula”), clinically suspected sinus pathology, growth abnormalities, oral involvement in known or suspected systemic disease, positive neurologic findings in the head and neck, evidence of

 foreign objects, pain and/or dysfunction of the temporomandibular joint, facial asymmetry, abutment teeth for fixed or removable partial prosthesis, unexplained bleeding, unexplained sensitivity of teeth,

unusual eruption, spacing or migration of teeth, unusual tooth morphology, calcification or color, missing teeth with unknown reason, clinical erosion.

 Factors increasing risk for caries may include, but are not limited to, the following: high level of caries experience or demineralization, history of recurrent caries, high titers of cariogenic bacteria, existing
restoration of poor quality, poor oral hygiene, inadequate fluoride exposure, prolonged nursing (bottle or breast), diet with high sucrose frequency, poor family dental health, developmental or acquired

, ilixan:iel defects, developmental or acquired disability, xerostomia, genetic abnormality of teeth, many multisurface restorations, chemotherapy/radiation therapy, eating disorders, drug/alcohol abuse, irreg-
ar dental care.
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