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The first edition of this booklet was

produced in 1994 by the British

Orthodontic Society. It has now been

updated to take account of recent

statutory changes, particularly Ionizing

Radiation (Medical Exposure)

Regulations 2000 – IR(ME)2000. This

legislation requires that employers

establish referral criteria for referrers and

for IR(ME)R practitioners to take

responsibility for the justification of

medical exposures. To this end this

booklet is an invaluable aid with respect

to orthodontic radiographic selection

criteria.

Patient dose levels have shown a

reduction in recent years following

improvements in radiographic equipment

design and the use of fast films.

However, there has been a steady

increase in the frequency of

radiographic examinations taken in

dental practice. This is particularly so

with orthodontic practice, where data

from the Dental Practice Board has

shown a 110% increase in the number of

lateral cephalograms in the last five

years.

There is thus a need for guidelines to

assist dental practitioners through

expert advice to minimize the number of

unnecessary radiographs. This booklet

has been produced with this in mind and

contains simple, sensible and easily

followed flow diagrams to help the

clinician decide whether and when

radiographs are required for orthodontic

treatment planning.

The booklet opens with a succinct

account of radiation hazards, risks and

aspects of IR(ME)R2000. It discusses

the indications for taking radiographs

before outlining the types of views used

in orthodontic practice. The last few

pages of the booklet summarize digital

radiography, the medico-legal aspects of

orthodontic radiography, quality

assurance and concluding with a

comprehensive list of supportive

references. The booklet is well thought

out and easy to follow.

If I had to nit pick, I would argue with

the statement that the dental panoramic

tomogram (DPT) and the upper standard

occlusal together could be used to

assess the vertical position of

unerupted canines. The upper standard

occlusal view, because of its steep

vertical angulation, tends to show a

palatally located canine higher than it

actually lies in relation to the upper

incisor tooth root, and is thus not

particularly accurate for demonstrating

its vertical position. It would have been

better to say that, by using these two

views and the principles of parallax, the

bucco-palatal displacement of an

unerupted canine can be determined. In

fact, an example of this principle is

illustrated. Further, it would have been

helpful if the occlusal view had been

printed above, rather than below, the

DPT to make it simpler to follow the tube

shift and perhaps to have chosen a

technically more accurate panoramic

image cropped to show more of the

maxilla and less of the mandible.

Despite these minor criticisms, I can

thoroughly recommend this publication,

which is informative and well laid out. It

is a useful document for employers and

the information it contains should be

included in their selection criteria

information for those requesting and

taking orthodontic radiographs.

John Rout
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