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Dental CBCT Report
Patient Information
Patient’s name:		______________________________________
Date of birth:		______________________________________
Patient’s postcode:		______________________________________
Referring clinician:		______________________________________ 
CBCT operator:		______________________________________
Date of CBCT examination: 	______________________________________
Field of View (FOV): 		______________________________________
Clinical Indication
Please state the clinical justification for the CBCT scan (e.g., implant planning, assessment of pathology, orthodontic evaluation, endodontic assessment etc.) and any relevant medical/dental history:



Findings:
Artefacts
Comment on any artefacts present (beam hardening, white streak etc) and comment on whether they may impact the diagnostic value of the scan:




Dentition
Describe the status of the teeth, including possible caries, missing teeth, impactions, root filled teeth, and any other relevant findings:














Maxillary Sinuses
Comment on any relevant anatomical findings and any sinus pathology, if included in the scan:





Nasal cavity
Evaluate the nasal cavity, and note any signs of pathology, if included in scan:




Other
Assess the bone for pathology or anomalies.  Describe any other abnormalities/anomalies not covered above:






Summary & Radiographic Impressions:










Recommendations:








Technical Details
Quality grade:  acceptable (1)/unacceptable (2):	__________________________
Field of View (FOV): 				__________________________
Voxel size (resolution): 			__________________________
Dose Area Product (DAP): 			__________________________
Reporting Clinician
Name: 		__________________________
GDC Number:	__________________________
Date of Report: 	__________________________




Signature: 	__________________________







GUIDANCE NOTES


Patient Information
It is possible for typographic errors to be made when entering a patient’s name into a computer system.  On this template 3 patient identifiers are used (name, DOB and postcode) to minimise the risk of a report being linked to the wrong patient.  The DOB is important as some pathological conditions are more common in certain age groups.

The CBCT operator refers to the name of the scanning centre or, if the scan was taken internally, to the person(s) who operated the machine for the CBCT examination.
Clinical Indication
The justification for prescribing a CBCT scan over alternative methods of dental radiographic imaging should be clear from the clinical indication.  Include relevant medical history (e.g. head & neck radiotherapy, bisphosphonate medication and breast cancer) and any relevant dental history (e.g. recent dental extraction, endodontic symptoms, trauma etc).  The report should relate to the rationale for the CBCT scan.  For example, if an implant is being planned the report could comment on the bone volume and the proximity of relevant anatomical structures (IDN, floor of maxillary sinuses etc), whilst an endodontic CBCT may require a different focus, such as accessory & lateral canals, root morphology, presence of an MB2 canal etc.  An impacted wisdom tooth CBCT may require comments on the root shape, relative location of the IDN and type of impaction.

It is important to analyse and report on the entire imaged volume, not just the site of interest.  It is best to do this before focusing on the area of interest, to minimise the risk of Inattentional Blindness1-3.
Artefacts
Provide a general description of any artefacts present, such as beam hardening, white streak artefact, noise etc.  Note whether the artefacts are limiting the diagnostic value of the CBCT scan.

If artefacts are present in the coronal aspects of the dentition, which may limit the diagnosis of caries, this should be disclosed on the report (e.g. ‘coronal assessment of the dentition is limited by the presence of artefact’).  

Dentition
It is probably unnecessary to chart the fully erupted dentition, which should already be part of the clinical assessment.  It is, however, necessary to chart radiographic findings such as unerupted and impacted teeth.  Comment on the proximity of the impacted tooth/teeth to relevant anatomical structures and other teeth.  Comment of the nature of the impaction (e.g. fully/partially impacted, mesially impacted etc).

Assess the entire field of view using the MPR workspace (coronal, sagittal and axial).  Then assess each tooth using the cross-sectional window.  When doing this, orientate each tooth so that the cross-section is viewed through the long axis of each root4.  How this orientation is achieved will depend on the software application being used.

A periodontal assessment should comment on general bone levels, and note any furcation defects, craters or perio-endo lesions.

CBCT scans, owing to artefacts such as beam hardening and white streak, their low resolution and low contrast, are not a reliable method for the diagnosis of coronal dental caries5.  Even primary coronal caries may be hidden by artefacts from adjacent restorations.  However, if you are suspicious that caries may be present, note this in the report and recommend a suitable clinical and radiographic assessment of caries for that area.  Root caries/resorption may be visible on a CBCT scan.

For endodontic assessments comment on factors such as root numbers, curvature, canal configuration (if relevant to the purpose of the CBCT), and any developmental anomalies (e.g. invaginations).  Provide an objective description of any root canal fillings, such as the distance that the obturation may be short of the apex (if appropriate), and the presence of any perforations etc6.  However, be aware that the high atomic number of many root canal obturation materials often makes root fillings on a CBCT look larger than they physically are.  Comment on the presence of any periapical bone radiolucencies (shape, size, position and whether well demarcated or not), as well as the presence and location/size/shape of any root resorption. Not the relationship of roots to relevant adjacent anatomy (e.g. the floor of the sinus, IDN, nasopalatine canal) or any associated maxillary sinus membrane thickening.  Note if there is any associated bone expansion/destruction or increased/decreased bone radiodensity.

Maxillary sinuses
In dento-alveolar CBCT scans of the posterior maxilla it is common for the lower aspects of the maxillary sinuses to be visible in the imaged volume.  In this section record any pathology, such as thickened maxillary sinus lining or perforations of the sinus floor.

Nasal cavity
In dento-alveolar CBCT scans of the anterior maxilla it is common for the inferior nasal meatus, nasal spine and inferior turbinates to be visible in the imaged volume.  In this section record any pathology, such as perforations of the nasal cavity floor from anterior endodontic lesions.

Other
This section is where you can provide observations that are not covered by the main sections, or other peripheral findings.  For example, if the CBCT was for an implant assessment you could comment on the bone shape.  If providing measurements remember that these would only be accurate if the implant was placed at the same position, orientation and angulation that the measurements were taken from.  Implant specific software (Blue Sky Plan, DTX Studio etc) is recommended for planning implant positions and sizes.  You could record maximum and minimum measurements, if appropriate.  In orthodontics you may wish to comment on aspects such as the position and follicle status of ectopic teeth, the position and angulation of unerupted teeth and the presence of supernumery teeth.  You should also comment on any incidental soft tissue findings, such as a soft tissue mass in the pharynx.

Comments on the bone quality should be restricted to broad descriptors (e.g. low/medium/high radiodensity).  Grayscale values taken from CBCT scans, which have a relatively low contrast ratio, are not suitable for standardised quantitative measurements of bone radiodensity7.

Summary & Radiographic Impressions
Summarise the main relevant findings.  This should be concise and address the clinical indication(s) for the scan.  Include clinically significant incidental findings.  

The radiographic diagnosis should be worded appropriately.  On a CBCT scan we are only seeing differences in radiodensity, we cannot see the histopathology or the clinical appearance of a lesion.  Unless the diagnosis is unequivocal from the CBCT scan alone, use terminology such as, ‘The appearance is consistent with X’.  If there may be more than one potential diagnosis from the CBCT finding, use terminology such as, ‘The differential diagnoses are X, Y or X’.   When providing differential diagnoses, they are usually placed in order from most likely to least likely.

Recommendations
The findings from the CBCT scan may require further clinical or radiographic investigations for a definitive diagnosis.  For example, suspicious endodontic findings may require a clinical endodontic assessment, or a suspicion of caries (remembering that CBCT scans are often poor at diagnosing caries because of artefacts and a low contrast ratio) may require a recommendation for bitewings and further clinical investigation.  Incidental medical findings may require a suitable medical referral.

Technical details
The diagnostic value of the CBCT scan is either acceptable (1) or unacceptable (2).  An unacceptable scan may be due to issues such as patient movement, excessive artefact or low contrast.  If the problem is a technical one (e.g. low contrast) the CBCT Operator should be informed and an investigation undertaken by the CBCT Operator into the exposure parameters used (e.g. kV, mA, exposure time, resolution and scan protocol).  If a future or follow-up scan is required, the exposure parameters may then be modified accordingly.


Author:
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