
INBDE PRACTICE EXAM 4 (500 QUESTIONS) 
 

This exam contains 500 questions covering the three INBDE Clinical Content domains: Diagnosis and Treatment 

Planning (36%), Oral Health Management (42%), and Practice and Profession (22%). Select the single best 

answer for each item. A scaled score of 75 is required to pass the actual INBDE; use this simulation to gauge 

readiness across all domains. 

 

1. A 45-year-old patient presents with a well-circumscribed radiolucency at the apex of a nonvital 

mandibular first molar. The lesion measures 8 mm with a thin corticated border, and the tooth tests 

negative to pulp vitality testing. Which of the following is the most likely diagnosis? 

 

A. Periapical cemento-osseous dysplasia 

B. Periapical (radicular) cyst 

C. Traumatic bone cyst 

D. Ameloblastoma 

 

2. Which mechanism explains why the periapical radiolucency in the prior question develops a 

corticated margin over time? 

 

A. Osteoblastic remodeling in response to chronic, low-grade inflammatory pressure 

B. Acute suppurative inflammation with rapid uncontrolled bone destruction 

C. Malignant transformation of the odontogenic epithelial lining 

D. Autoimmune destruction of periodontal ligament fibers 

 

3. A biopsy of a maxillary anterior gingival mass in a pregnant patient reveals a lobulated mass of 

vascular granulation tissue with an ulcerated surface. What is the most likely diagnosis? 

 

A. Irritation fibroma 

B. Peripheral ossifying fibroma 

C. Peripheral giant cell granuloma 



D. Pyogenic granuloma (pregnancy tumor) 

 

4. A panoramic radiograph shows a multilocular, soap-bubble radiolucency at the mandibular angle in a 

30-year-old, with cortical expansion and resorption of adjacent molar roots. Which lesion is most 

consistent with this presentation? 

 

A. Dentigerous cyst 

B. Simple bone cyst 

C. Ameloblastoma 

D. Nasopalatine duct cyst 

 

5. Which principle explains the high recurrence rate of ameloblastoma after simple enucleation? 

 

A. The tumor lacks any epithelial component to regrow 

B. The lesion is encapsulated and shells out completely intact 

C. The lesion is purely reactive and resolves once any irritant is removed 

D. Tumor islands infiltrate cancellous bone well beyond the radiographic margin 

 



6. A 60-year-old edentulous patient presents with a white, non-scrapable patch on the lateral tongue with 

no identifiable etiologic factor. Biopsy shows epithelial dysplasia. What is the most appropriate next 

step in management? 

 

A. Reassure the patient and re-evaluate in one year 

B. Prescribe antifungal therapy and observe for resolution 

C. Complete excision with clear margins and continued surveillance 

D. Apply topical corticosteroid and monitor response 

 

7. Which histologic feature would most strongly indicate progression from dysplasia toward invasive 

squamous cell carcinoma? 

A. Hyperkeratosis limited strictly to the surface layer 

B. Basement membrane invasion by cytologically atypical epithelial cells 

C. Increased submucosal collagen deposition 

D. A uniform basal cell layer showing no cytologic atypia 

 

8. A patient reports a painful, recurrent oral ulcer with a yellow-white fibrinous center and an 

erythematous halo that heals within 10 days without scarring. What is the most likely diagnosis? 

 

A. Minor aphthous ulcer 

B. Primary herpetic gingivostomatitis 

C. Squamous cell carcinoma 

D. Traumatic ulcerative granuloma 

 

9. Which mechanism underlies the pathogenesis of minor aphthous ulcers? 

 

A. T-cell mediated immune attack on oral mucosal epithelium 

B. Direct viral cytopathic effect on oral epithelial cells 

C. Bacterial invasion of the lamina propria tissue 

D. IgE-mediated type I hypersensitivity response 

 



10. A radiograph reveals a unilocular radiolucency associated with the crown of an impacted mandibular 

third molar, attached at the cementoenamel junction. What is the most likely diagnosis? 

 

A. Odontogenic keratocyst 

B. Dentigerous cyst 

C. Periapical cyst 

D. Lateral periodontal cyst 

 

11. Which finding best distinguishes an odontogenic keratocyst from a dentigerous cyst on 

histopathology? 

 

A. Numerous multinucleated giant cells scattered within a fibrous stroma 

B. A dense fibrous capsule entirely lacking any epithelial lining at all 

C. Sheets of ameloblast-like columnar cells forming distinct follicular structures 

D. Thin parakeratinized epithelium with corrugated surface and palisaded basal layer 

 

12. A patient with multiple odontogenic keratocysts is later diagnosed with multiple basal cell 

carcinomas and bifid ribs. Which syndrome should be suspected? 

 

A. Gardner syndrome 

B. Papillon-Lefevre syndrome 

C. Gorlin (nevoid basal cell carcinoma) syndrome 

D. Peutz-Jeghers syndrome 

 

13. A 25-year-old presents with hyperpigmented macules on the lips and buccal mucosa along with 

recurrent gastrointestinal intussusception. Which condition is most likely? 

 

A. Peutz-Jeghers syndrome 

B. Addison disease 

C. McCune-Albright syndrome 

D. Laugier-Hunziker syndrome 

 



14. Which laboratory pattern would be expected in a patient with Addison disease presenting with 

diffuse oral mucosal pigmentation? 

 

A. Elevated serum cortisol with suppressed ACTH 

B. Low serum cortisol with compensatory elevation of ACTH 

C. Normal cortisol and normal ACTH throughout 

D. Elevated aldosterone with suppressed renin activity 

 

15. A radiograph shows a well-defined, unilocular radiolucency between the roots of the mandibular 

lateral incisor and canine, both teeth testing vital. What is the most likely diagnosis? 

 

A. Globulomaxillary cyst 

B. Radicular cyst 

C. Lateral periodontal cyst 

D. Odontogenic keratocyst 

 

16. A 50-year-old smoker presents with a red, velvety patch on the floor of the mouth with no white 

component. Biopsy is most likely to show which of the following? 

 

A. Benign hyperkeratosis without any epithelial atypia 

B. Amyloid deposition within the lamina propria 

C. Fungal hyphae consistent with pseudomembranous candidiasis 

D. Severe epithelial dysplasia or carcinoma in situ 

 

17. Which patient population has the highest reported malignant transformation rate for erythroplakia? 

 

A. Adolescents with no identifiable risk factors 

B. Children with candidal infection of the palate 

C. Older adults with chronic tobacco and alcohol use 

D. Patients with isolated vitamin C deficiency 

 



18. A radiograph of the maxillary anterior region shows an inverted pear-shaped radiolucency between 

the roots of the lateral incisor and canine, causing root divergence. What is the most likely diagnosis? 

 

A. Nasopalatine duct cyst 

B. Incisive canal cyst confined to soft tissue only 

C. Median palatal cyst 

D. Globulomaxillary cyst (historic descriptive term) 

 

19. A nasopalatine duct cyst is most likely to present radiographically as which shape at the midline of 

the anterior maxilla? 

 

A. Multilocular soap-bubble radiolucency pattern 

B. Heart-shaped radiolucency at the maxillary midline 

C. Diffuse ground-glass radiopacity pattern 

D. Sunburst radiopaque periosteal pattern 

 

20. A patient presents with a firm, asymptomatic, ground-glass radiopacity of the posterior mandible 

discovered incidentally, expanding the buccal and lingual cortices, with onset in adolescence. What is 

the most likely diagnosis? 

 



A. Fibrous dysplasia 

B. Osteosarcoma 

C. Paget disease of bone 

D. Central giant cell granuloma 

 

21. Which gene mutation is associated with fibrous dysplasia and McCune-Albright syndrome? 

 

A. GNAS1 postzygotic activating mutation 

B. PTCH1 germline mutation 

C. TP53 germline mutation 

D. RET proto-oncogene mutation 

 

22. An elderly patient presents with progressive enlargement of the maxilla, hearing loss, and an 

elevated serum alkaline phosphatase with normal calcium and phosphate. What is the most likely 

diagnosis? 

 

A. Hyperparathyroidism 

B. Osteomalacia 

C. Osteopetrosis 

D. Paget disease of bone 

 

23. Which radiographic finding in the skull is most characteristic of advanced Paget disease? 

 

A. Punched-out lytic lesions with no sclerotic rim 

B. Cotton-wool appearance of the calvarium 

C. Diffuse osteopenia with an isolated femoral neck fracture 

D. Sunburst periosteal reaction 

 

24. A 35-year-old presents with multiple punched-out radiolucent lesions throughout the jaws, elevated 

serum calcium, and Bence Jones proteinuria. What is the most likely diagnosis? 

 



A. Cherubism 

B. Langerhans cell histiocytosis 

C. Multiple myeloma 

D. Central giant cell granuloma 

 

25. Which workup would best confirm a suspected diagnosis of multiple myeloma in a patient with jaw 

lesions? 

 

A. Complete blood count with differential alone 

B. Fasting blood glucose and hemoglobin A1c level 

C. Protein electrophoresis and marrow biopsy for plasma cells 

D. Liver function panel and coagulation studies alone 

 

26. A child presents with bilateral, symmetric painless swelling of the posterior mandible with 

multilocular radiolucencies. Family history reveals a similar presentation in the father that regressed by 

adulthood. What is the most likely diagnosis? 

 

A. Burkitt lymphoma 

B. Ameloblastoma 

C. Sporadic central giant cell granuloma 

D. Cherubism 

 

27. Which gene mutation is most commonly implicated in cherubism? 

 

A. SH3BP2 

B. COL1A1 

C. FGFR3 

D. BRAF 

 

28. A 6-year-old presents with a solitary lytic skull lesion, and biopsy shows Langerhans cells positive 

for CD1a and S100. What is the most likely diagnosis? 

 



A. Ewing sarcoma of the jaw 

B. Langerhans cell histiocytosis 

C. Osteomyelitis of bacterial origin 

D. Central giant cell granuloma 

 

29. In a child with Langerhans cell histiocytosis affecting the jaw, which clinical sign is classically 

described from alveolar bone destruction around the teeth? 

 

A. Generalized gingival hyperplasia 

B. "Floating teeth" appearance on radiograph 

C. Delayed eruption of all permanent teeth 

D. Enamel hypoplasia of the anterior teeth 

 

30. A patient reports a painless, slow-growing swelling of the posterior mandible. Radiograph shows a 

well-defined, multilocular honeycomb radiolucency, and histology shows numerous multinucleated 

giant cells in a fibrovascular stroma; serum calcium and PTH are normal. What is the most likely 

diagnosis? 

 

A. Ameloblastoma 

B. Brown tumor of hyperparathyroidism 

C. Central giant cell granuloma 

D. Odontogenic myxoma 

 

31. Which laboratory test must be obtained to distinguish a central giant cell granuloma from a brown 

tumor of hyperparathyroidism? 

 

A. Serum calcium and parathyroid hormone levels 

B. Complete blood count with differential 

C. Serum amylase and lipase 

D. Thyroid stimulating hormone 

 



32. A radiograph of the mandibular premolar area reveals a well-defined radiolucency containing wispy, 

straight trabeculae in a "tennis racket" pattern, associated with a missing tooth. What is the most likely 

diagnosis? 

 

A. Dentigerous cyst 

B. Traumatic bone cyst 

C. Central ossifying fibroma 

D. Odontogenic myxoma 

 

33. Which histologic feature is most characteristic of odontogenic myxoma? 

 

A. Dense lamellar bone with organized Haversian systems 

B. Sheets of ameloblast-like columnar epithelial cells 

C. Spindle and stellate cells in myxoid, mucopolysaccharide stroma 

D. Nests of keratinizing squamous epithelium cells 

 

34. A radiograph shows a mixed radiolucent-radiopaque lesion at the apex of a vital mandibular 

premolar in a middle-aged Black woman, asymptomatic and discovered incidentally. What is the most 

likely diagnosis? 

 

A. Periapical (radicular) cyst 

B. Periapical cemento-osseous dysplasia 

C. Condensing osteitis 

D. Cementoblastoma 

 

35. Which finding would confirm that a periapical radiopacity represents condensing osteitis rather than 

cemento-osseous dysplasia? 

 

A. A female patient of African descent in midlife 

B. Occurrence in a completely healthy, unrestored vital tooth 

C. Multiple similar lesions at several tooth apices bilaterally 

D. Association with a carious or heavily restored nonvital tooth 



36. A cementoblastoma is most reliably distinguished from other periapical radiopacities by which 

radiographic characteristic? 

 

A. Radiopaque mass fused to and continuous with the tooth root 

B. Multiple small radiopacities unrelated to any tooth root 

C. A lesion that remains purely radiolucent at every stage 

D. Diffuse cotton-wool radiopacity throughout the entire jaw 

 

37. A patient presents with a rapidly enlarging, painful swelling of the maxilla with a sunburst periosteal 

reaction on radiograph and a Codman triangle. What is the most likely diagnosis? 

 

A. Fibrous dysplasia 

B. Osteosarcoma 

C. Ameloblastic fibroma 

D. Central ossifying fibroma 

 

38. Symmetric widening of the periodontal ligament space around multiple teeth in a patient with a 

rapidly growing jaw mass suggests which underlying process? 

 



A. Routine orthodontic tooth movement therapy 

B. Normal physiologic tooth mobility pattern 

C. Chronic marginal periodontitis alone present 

D. Malignant tumor infiltration of the ligament 

 

39. A 10-year-old presents with a rapidly growing jaw mass, and biopsy reveals sheets of small round 

blue cells with a "starry sky" pattern of interspersed macrophages. What is the most likely diagnosis? 

 

A. Burkitt lymphoma 

B. Central giant cell granuloma 

C. Ameloblastoma 

D. Osteoma 

 

40. Endemic Burkitt lymphoma is most strongly associated with which infectious agent? 

 

A. Herpes simplex virus type 1 

B. Human papillomavirus 

C. Epstein-Barr virus 

D. Cytomegalovirus 

 

41. A patient on long-term oral bisphosphonate therapy presents with exposed, necrotic bone in the 

posterior mandible eight weeks after a routine extraction, with no healing. What is the most likely 

diagnosis? 

 

A. Normal post-extraction socket healing 

B. Bacterial osteomyelitis alone 

C. Medication-related osteonecrosis of the jaw 

D. Osteoradionecrosis 

 

42. Which medication, when substituted for oral bisphosphonates, still carries risk for medication-

related osteonecrosis of the jaw through RANKL inhibition rather than pyrophosphate-analog bone 

binding? 



A. Proton pump inhibitors 

B. Selective serotonin reuptake inhibitors 

C. Calcium channel blockers 

D. Denosumab 

 

43. A patient with a history of head and neck radiation presents with exposed necrotic mandibular bone 

following an extraction performed within the irradiated field. What is the most likely diagnosis? 

 

A. Medication-related osteonecrosis of the jaw 

B. Osteoradionecrosis 

C. Acute suppurative osteomyelitis 

D. Alveolar osteitis (dry socket) 

 

44. Which triad is classically used to describe the pathophysiologic mechanism of osteoradionecrosis? 

 

A. Hypoxia, hypocellularity, hypovascularity 

B. Hyperemia, hypertrophy, hyperplasia 

C. Infection, inflammation, and ischemia as equally primary drivers 

D. Hypercalcemia, hyperphosphatemia, hyperparathyroidism 

 

45. A dentist is evaluating a patient for extraction who has taken oral alendronate for 2 years for 

osteoporosis. According to current risk stratification, which approach is most appropriate? 

 

A. Defer all extractions indefinitely regardless of need 

B. Refer for prophylactic hyperbaric oxygen therapy first 

C. Permanently discontinue the medication before treatment 

D. Proceed with atraumatic extraction technique and consent 

 

46. A patient has probing depths of 6 mm with clinical attachment loss of 5 mm at multiple sites, 

radiographic bone loss to the coronal third of the root, and no history of tooth loss from periodontitis. 

Per the 2018 periodontal classification, what stage is this? 

 



A. Stage I 

B. Stage II 

C. Stage III 

D. Stage IV 

 

47. Which factor is used to determine the grade (rate of progression) of periodontitis in the 2018 

classification, distinct from staging? 

 

A. Percent bone loss over patient age, modified by risk factors present 

B. Probing depth alone at the single deepest site measured 

C. Total number of missing teeth from any cause whatsoever 

D. Radiographic bone loss pattern only, without any risk factor data 

 

48. A tooth with a carious lesion produces sharp, lingering pain to cold that persists more than 30 

seconds after stimulus removal, along with spontaneous pain. What is the most likely pulpal diagnosis? 

 

A. Reversible pulpitis 

B. Symptomatic irreversible pulpitis 

C. Normal pulp 

D. Pulp necrosis 

 

49. Which diagnostic test result is most consistent with pulp necrosis in a tooth with a large carious 

lesion and no response to cold or electric pulp testing? 

 

A. Sharp, immediate pain that resolves quickly with cold testing 

B. Lingering pain to cold lasting several minutes 

C. No response to either cold or electric pulp testing 

D. Exaggerated response to percussion only, with normal cold response 

 

50. A radiograph of a mandibular molar with a large periapical radiolucency shows the lesion is well-

defined and the tooth is asymptomatic to percussion and palpation. What is the most likely periapical 

diagnosis? 



A. Symptomatic apical periodontitis with pain 

B. Acute apical abscess with swelling 

C. Completely normal periapical tissues 

D. Asymptomatic (chronic) apical periodontitis 

 

51. Which clinical finding would most strongly support a diagnosis of acute apical abscess rather than 

asymptomatic apical periodontitis? 

 

A. An asymptomatic, well-defined periapical radiolucency present for years 

B. Rapid onset of spontaneous pain, swelling, and purulent drainage from the apex 

C. A tooth that responds normally to cold testing 

D. Absence of any radiographic periapical change 

 

52. A patient presents with unilateral, severe, stabbing facial pain lasting seconds to minutes, triggered 

by light touch to the cheek, with no dental pathology identified. What is the most likely diagnosis? 

 

A. Trigeminal neuralgia 

B. Myofascial pain from masticatory muscles 

C. Symptomatic irreversible pulpitis 

D. Temporomandibular joint disc displacement 

 

53. Which imaging modality is most appropriate as a first-line study for evaluating soft tissue structures 

of the temporomandibular joint, including disc position? 

 

A. Panoramic radiograph 

B. Cone beam computed tomography 

C. Magnetic resonance imaging 

D. Periapical radiograph 

 

54. A patient reports joint noise, limited opening to 25 mm, and deviation of the mandible to the affected 

side on opening, with no reduction of the click. What is the most likely diagnosis? 

 



A. Disc displacement with reduction 

B. Normal temporomandibular joint function 

C. Myofascial pain dysfunction alone 

D. Disc displacement without reduction (closed lock) 

 

55. A patient with long-standing bruxism presents with generalized attrition, masseter hypertrophy, and 

morning jaw fatigue but no joint pain. What is the most likely diagnosis? 

 

A. Parafunctional habit (bruxism) with associated myofascial strain 

B. Primary temporomandibular joint osteoarthritis 

C. Trigeminal neuralgia 

D. Acute disc displacement without reduction 

 

56. Which radiographic finding on a panoramic film is most consistent with temporomandibular joint 

osteoarthritis? 

 

A. A widened, symmetric joint space bilaterally with smooth cortical outlines 

B. Flattening and erosion of the condylar head with osteophyte formation 

C. A normal, smoothly rounded condyle with intact cortex 

D. Ankylosis with complete bony fusion across the joint 

 

57. A caries risk assessment reveals a patient with visible plaque, frequent between-meal sugary 

snacking, low salivary flow from medication use, and three new carious lesions in the past year. What is 

the most appropriate risk classification? 

 

A. High caries risk 

B. Low caries risk 

C. Moderate caries risk requiring no intervention 

D. No risk assessment can be made without radiographs 

 

58. Which preventive intervention is most appropriate as first-line management for a high caries risk 

adult patient with medication-induced xerostomia? 



A. Routine prophylaxis alone every six months with no other changes 

B. 5000 ppm fluoride toothpaste, salivary substitutes, frequent recall 

C. Avoidance of any fluoride exposure given the medication history 

D. Immediate full-mouth extraction and denture fabrication 

 

59. A radiograph shows a radiolucency confined to the outer half of enamel with no penetration to the 

dentinoenamel junction. According to the ICDAS/radiographic caries staging system, how should this 

lesion be classified? 

 

A. Lesion into the outer half of dentin 

B. Lesion into the inner half of dentin 

C. Cavitated lesion with pulpal involvement 

D. Lesion confined to enamel, not yet at the DEJ 

 

60. Which lesion depth on bitewing radiograph is most strongly associated with histologic cavitation 

requiring restorative rather than remineralization therapy? 

 

A. Radiolucency confined to outer enamel only 

B. Radiolucency reaching only the dentinoenamel junction 

C. Radiolucency extending into the inner half of dentin 

D. No radiolucency detectable on the bitewing at all 

 

61. A patient presents with bilateral parotid swelling, xerostomia, and dry eyes, with positive anti-SSA 

and anti-SSB antibodies. What is the most likely diagnosis? 

 

A. Mumps (viral parotitis) 

B. Sjogren syndrome 

C. Sialolithiasis 

D. Sarcoidosis 

 

62. Which salivary gland biopsy is most useful in confirming a diagnosis of Sjogren syndrome? 

 



A. Parotid gland core needle biopsy 

B. Submandibular gland excisional biopsy 

C. Labial minor salivary gland biopsy 

D. Sublingual gland incisional biopsy 

 

63. A patient reports recurrent, painful unilateral swelling of the submandibular gland that worsens at 

mealtimes and resolves between meals. What is the most likely diagnosis? 

 

A. Sialolithiasis (salivary stone) 

B. Sjogren syndrome 

C. Mumps 

D. Pleomorphic adenoma 

 

64. Which imaging study is most useful for localizing a radiopaque salivary stone within the 

submandibular duct prior to surgical removal? 

 

A. Magnetic resonance imaging of the neck 

B. Panoramic radiograph alone 

C. Ultrasound of the thyroid gland 

D. Occlusal radiograph of the floor of the mouth 

 

65. A 40-year-old presents with a slow-growing, painless, mobile mass in the superficial lobe of the 

parotid gland present for several years. What is the most likely diagnosis? 

 

A. Mucoepidermoid carcinoma 

B. Acute bacterial parotitis 

C. Pleomorphic adenoma 

D. Warthin tumor 

 

66. Which salivary gland tumor is most strongly associated with a history of heavy cigarette smoking 

and often presents bilaterally? 

 



A. Pleomorphic adenoma of the parotid 

B. Adenoid cystic carcinoma variant 

C. Mucoepidermoid carcinoma variant 

D. Warthin tumor (cystadenoma lymphomatosum) 

 

67. A biopsy of a parotid mass shows perineural invasion and a cribriform "Swiss cheese" pattern of 

tumor cells. What is the most likely diagnosis? 

 

A. Pleomorphic adenoma 

B. Adenoid cystic carcinoma 

C. Warthin tumor 

D. Mucocele 

 

68. A child presents with an ill-defined bluish, fluctuant swelling on the lower lip after a history of lip-

biting trauma. What is the most likely diagnosis? 

 

A. Mucocele (mucus extravasation phenomenon) 

B. Ranula of the sublingual gland 

C. Pleomorphic adenoma, a solid tumor 

D. Hemangioma, a vascular lesion 

 

69. A bluish, dome-shaped swelling in the floor of the mouth lateral to the lingual frenum in a patient 

with a history of sublingual gland duct trauma is most consistent with which diagnosis? 

 

A. Mucocele of a minor salivary gland 

B. Dermoid cyst, midline and doughy 

C. Ranula, a sublingual gland cyst 

D. Lymphoepithelial cyst near tonsillar tissue 

 

70. A patient presents with acute, severe, unilateral parotid pain and swelling with purulent discharge 

from Stensen duct on palpation, along with fever. What is the most likely diagnosis? 

 



A. Acute bacterial suppurative parotitis 

B. Sjogren syndrome flare 

C. Pleomorphic adenoma 

D. Warthin tumor 

 

71. Which predisposing factor most commonly contributes to acute bacterial suppurative parotitis in 

hospitalized patients? 

 

A. Excessive salivary flow from cholinergic medication use 

B. Recent orthodontic treatment 

C. Chronic fluoride exposure 

D. Dehydration and reduced salivary flow, often postoperatively 

 

72. A patient with poorly controlled type 2 diabetes presents with multiple areas of rapidly progressive, 

generalized periodontal attachment loss disproportionate to local factors. Which foundation knowledge 

mechanism best explains this accelerated destruction? 

 

A. Direct bacterial invasion of the alveolar bone marrow 

B. Advanced glycation end-products impairing neutrophil function 

C. Vitamin D toxicity from dietary excess 

D. Decreased salivary flow as the sole mechanism 

 

73. Which laboratory value would be most useful in assessing a patient's long-term glycemic control 

prior to periodontal therapy? 

 

A. Fasting blood glucose measured once 

B. Hemoglobin A1c 

C. Random capillary glucose at the dental visit 

D. Urine ketone testing 

 

74. A pregnant patient in her second trimester presents with generalized gingival erythema and edema 

that bleeds easily on probing, with only mild plaque present. What is the most likely diagnosis? 



A. Necrotizing ulcerative gingivitis 

B. Chronic periodontitis with bone loss 

C. Desquamative gingivitis from a mucocutaneous disorder 

D. Pregnancy gingivitis (hormone-influenced gingival inflammation) 

 

75. A patient presents with painful, punched-out papillary necrosis, a pseudomembrane, and fetid breath, 

along with fever and malaise. What is the most likely diagnosis? 

 

A. Necrotizing ulcerative gingivitis 

B. Pregnancy gingivitis 

C. Chronic marginal gingivitis 

D. Linear gingival erythema 

 

76. Which predisposing factor is most strongly associated with the development of necrotizing 

periodontal disease? 

 

A. Excellent nutritional status and low stress 

B. Regular professional dental cleanings 

C. Psychological stress, immunosuppression, and poor nutrition 

D. High salivary flow rate 

 

77. A patient with HIV infection and a CD4 count below 200 presents with a linear band of erythema 

along the free gingival margin without attachment loss. What is the most likely diagnosis? 

 

A. Linear gingival erythema 

B. Necrotizing ulcerative gingivitis 

C. Chronic plaque-induced gingivitis 

D. Pregnancy gingivitis 

 

78. A patient taking phenytoin for seizure control presents with generalized, firm, fibrotic gingival 

enlargement covering portions of the clinical crowns. What is the most likely diagnosis? 

 



A. Necrotizing ulcerative gingivitis 

B. Pregnancy-associated pyogenic granuloma 

C. Drug-influenced gingival enlargement 

D. Linear gingival erythema 

 

79. Which management approach is most appropriate for a patient with severe drug-influenced gingival 

enlargement significantly interfering with function and hygiene? 

 

A. No treatment is available for this condition 

B. Systemic antibiotics as the sole therapy 

C. Extraction of all affected teeth 

D. Plaque control, medication review, and gingivectomy 

 

80. A patient presents with a solitary, exophytic, cauliflower-like white lesion on the buccal mucosa, and 

biopsy shows papillomatosis with koilocytes. What is the most likely diagnosis? 

 

A. Leukoplakia 

B. Squamous papilloma (HPV-associated) 

C. Lichen planus 

D. Frictional keratosis 

 

81. A patient presents with bilateral, lace-like white striations on the buccal mucosa (Wickham striae) 

along with occasional painful erosive areas. What is the most likely diagnosis? 

 

A. Leukoplakia 

B. Oral lichen planus 

C. Candidiasis 

D. Frictional keratosis 

 

82. Which histologic finding on biopsy would confirm a clinical diagnosis of oral lichen planus? 

 



A. Koilocytosis with a perinuclear halo effect 

B. Acantholysis with intraepithelial vesicle formation 

C. Bandlike lymphocytic infiltrate with basal layer degeneration 

D. Noncaseating granulomas within the connective tissue 

 

83. A patient presents with painful oral ulcerations and a positive Nikolsky sign, with biopsy showing 

suprabasilar acantholysis. What is the most likely diagnosis? 

 

A. Pemphigus vulgaris 

B. Mucous membrane pemphigoid 

C. Oral lichen planus 

D. Aphthous stomatitis 

 

84. Which immunofluorescence pattern would be expected on biopsy of a patient with pemphigus 

vulgaris? 

 

A. Linear deposition of IgG and complement along the basement membrane zone 

B. No immunofluorescent staining at all 

C. Granular IgA deposits at the tips of connective tissue papillae 

D. Intercellular (fishnet) IgG and complement deposits 

 

85. A patient presents with recurrent, tense, subepithelial oral bullae that rupture leaving intact epithelial 

roofs, along with desquamative gingivitis and no skin involvement. What is the most likely diagnosis? 

 

A. Pemphigus vulgaris 

B. Mucous membrane pemphigoid 

C. Erythema multiforme 

D. Herpangina 

 

86. A patient presents with acute onset of target-shaped skin lesions and severe oral mucosal erosions 

following a recent herpes simplex outbreak. What is the most likely diagnosis? 

 



A. Pemphigus vulgaris 

B. Mucous membrane pemphigoid 

C. Erythema multiforme 

D. Oral lichen planus 

 

87. Which infectious agent is most commonly implicated as a trigger preceding an episode of erythema 

multiforme? 

 

A. Epstein-Barr virus 

B. Human papillomavirus 

C. Coxsackievirus 

D. Herpes simplex virus 

 

88. A child presents with fever, multiple small vesicles and ulcers on the soft palate and tonsillar pillars, 

and refusal to eat, during summer months. What is the most likely diagnosis? 

 

A. Herpangina (coxsackievirus infection) 

B. Primary herpetic gingivostomatitis 

C. Erythema multiforme 

D. Hand-foot-and-mouth disease 

 

89. Which clinical feature distinguishes hand-foot-and-mouth disease from herpangina, though both are 

caused by related coxsackievirus strains? 

 

A. Fever is present only in hand-foot-and-mouth disease 

B. Only herpangina occurs in children 

C. Also produces lesions on palms, soles, and buttocks 

D. Only hand-foot-and-mouth disease involves the oral cavity at all 

 

90. A 5-year-old presents with high fever, diffuse erythematous and edematous gingiva, numerous small 

vesicles and ulcers throughout the anterior oral cavity and lips, and lymphadenopathy, in a first such 

episode. What is the most likely diagnosis? 



A. Primary herpetic gingivostomatitis 

B. Recurrent intraoral herpes labialis 

C. Herpangina 

D. Aphthous stomatitis 

 

91. A radiograph shows generalized, small, discolored (yellow-brown) teeth with thin enamel that chips 

away easily from the underlying dentin, in a patient with a family history of the same condition. What is 

the most likely diagnosis? 

 

A. Dentinogenesis imperfecta 

B. Fluorosis 

C. Enamel hypoplasia from childhood illness 

D. Amelogenesis imperfecta 

 

92. A radiograph shows bulbous crowns with cervical constriction, obliterated pulp chambers, and 

opalescent, translucent-appearing teeth in a patient also diagnosed with osteogenesis imperfecta. What is 

the most likely diagnosis? 

 

A. Amelogenesis imperfecta 

B. Dentinogenesis imperfecta 

C. Regional odontodysplasia 

D. Dental fluorosis 

 

93. A radiograph of a single quadrant shows multiple teeth with markedly thin enamel and dentin, a 

"ghost teeth" appearance, and delayed eruption, with the rest of the dentition normal. What is the most 

likely diagnosis? 

 

A. Amelogenesis imperfecta 

B. Dentinogenesis imperfecta 

C. Regional odontodysplasia 

D. Turner tooth 

 



94. A single permanent tooth shows a localized area of enamel hypoplasia and discoloration, with a 

history of a periapical infection of the overlying primary predecessor tooth. What is the most likely 

diagnosis? 

 

A. Turner tooth (hypoplasia from primary tooth infection) 

B. Amelogenesis imperfecta, generalized enamel defect 

C. Regional odontodysplasia of one quadrant 

D. Molar incisor hypomineralization pattern 

 

95. Which systemic condition is most classically associated with molar incisor hypomineralization 

affecting the first permanent molars and incisors? 

 

A. Vitamin D deficiency rickets alone 

B. Congenital syphilis infection 

C. Amelogenesis imperfecta inheritance pattern 

D. Childhood illness or fever during enamel maturation 

 

96. A child with a history of congenital syphilis presents with peg-shaped, notched central incisors and 

molars with multiple poorly formed cusps. What is this classic dental finding called? 

 

A. Turner teeth and ghost teeth 

B. Amelogenesis imperfecta type IV 

C. Hutchinson incisors and mulberry molars 

D. Molar incisor hypomineralization pattern 

 

97. A panoramic radiograph of an 8-year-old shows a supernumerary tooth located between the 

maxillary central incisors. What is this specific supernumerary tooth called? 

 

A. Paramolar 

B. Mesiodens 

C. Distomolar 

D. Odontome 



98. Which complication is most commonly associated with an unerupted mesiodens in a child? 

 

A. Generalized enamel hypoplasia of all teeth 

B. Ankylosis of the adjacent primary molars 

C. Bilateral condylar hyperplasia of the jaw 

D. Delayed or ectopic eruption of the permanent central incisors 

 

99. A radiograph shows a compound odontome composed of multiple small tooth-like structures in the 

anterior maxilla of a child with a delayed erupting permanent incisor. What is the most likely diagnosis? 

 

A. Ameloblastic fibro-odontoma 

B. Compound odontome 

C. Complex odontome 

D. Ameloblastoma 

 

100. A radiograph shows a disorganized radiopaque mass of enamel and dentin with no recognizable 

tooth shapes, located in the posterior mandible of a teenager, associated with an unerupted second molar. 

What is the most likely diagnosis? 

 

A. Complex odontome 

B. Compound odontome 

C. Ameloblastoma 

D. Cementoblastoma 

 

101. A patient presents with pallor of the oral mucosa, glossitis with a smooth, beefy-red tongue, and 

angular cheilitis. Laboratory testing reveals macrocytic anemia. Which deficiency is most likely? 

 

A. Vitamin B12 or folate deficiency 

B. Iron deficiency 

C. Vitamin C deficiency 

D. Vitamin K deficiency 

 



102. A patient with iron deficiency anemia, dysphagia, and esophageal webs presents with atrophic 

glossitis and angular cheilitis. What syndrome does this presentation describe? 

 

A. Sjogren syndrome 

B. Plummer-Vinson syndrome 

C. Peutz-Jeghers syndrome 

D. Sturge-Weber syndrome 

 

103. A patient with chronic renal failure and secondary hyperparathyroidism presents with generalized 

loss of the lamina dura on radiographs and a "ground-glass" appearance of the jaws. What is the 

underlying mechanism? 

 

A. Direct bacterial invasion of alveolar bone 

B. Vitamin C deficiency affecting collagen synthesis 

C. Fluoride toxicity from dialysis water 

D. Hypocalcemia driving compensatory hyperparathyroid resorption 

 

104. A patient presents with gingival bleeding, perifollicular hemorrhages on the skin, and poor wound 

healing. Dietary history reveals almost no fruit or vegetable intake. Which deficiency is most likely? 

 

A. Vitamin B12 deficiency 

B. Folate deficiency 

C. Vitamin C deficiency (scurvy) 

D. Vitamin A deficiency 

 

105. A leukemia patient presents with generalized, boggy gingival enlargement infiltrated with abnormal 

white blood cells, along with petechiae and spontaneous gingival bleeding. Which type of leukemia is 

most classically associated with this presentation? 

 

A. Chronic lymphocytic leukemia 

B. Chronic myeloid leukemia 

C. Acute myeloid leukemia (monocytic subtype) 



D. Hairy cell leukemia 

 

106. A patient with a known bleeding disorder presents for extraction. Laboratory results show a 

prolonged partial thromboplastin time (PTT) with a normal prothrombin time (PT) and normal platelet 

count. Which condition is most consistent? 

 

A. Vitamin K deficiency 

B. Thrombocytopenia 

C. Aspirin-induced platelet dysfunction 

D. Hemophilia A or B (factor VIII or IX deficiency) 

 

107. Which laboratory value would be most useful to assess bleeding risk before extraction in a patient 

taking warfarin? 

 

A. International normalized ratio (INR) 

B. Platelet count alone 

C. Bleeding time 

D. Activated partial thromboplastin time (aPTT) 

 

108. A diagnostic test for a periodontal pathogen has a sensitivity of 90% and specificity of 80% in a 

population with 10% disease prevalence. Which statement about sensitivity is correct? 

 

A. Sensitivity is the probability a patient without disease tests negative 

B. Sensitivity is the probability that a patient with the disease tests positive on this test 

C. Sensitivity always equals specificity in every test 

D. Sensitivity depends on disease prevalence in the tested population 

 

109. In a screening population of 1000 patients with a disease prevalence of 10%, using a test with 90% 

sensitivity and 90% specificity, approximately how many true positive results would be expected? 

 

A. 90 



B. 100 

C. 810 

D. 9 

 

110. Using the same population as the prior question (1000 patients, 10% prevalence, test sensitivity 

90%, specificity 90%), approximately how many false positive results would be expected among the 900 

disease-free patients? 

 

A. 810 

B. 90 

C. 100 

D. 9 

 

111. A cephalometric radiograph shows an ANB angle of 6 degrees, with SNA within normal limits and 

SNB reduced. Which skeletal classification is most consistent with these findings? 

 

A. Skeletal Class I with normal ANB 

B. Skeletal Class III, negative ANB angle 

C. Skeletal Class II (mandibular retrognathia) 

D. Bimaxillary protrusion of both jaws 

 

112. A cephalometric analysis shows a negative ANB angle with an elevated SNB and normal SNA. 

Which skeletal classification and likely clinical presentation is most consistent? 

 

A. Skeletal Class I with normal profile 

B. Skeletal Class II with retrognathic mandible 

C. Bimaxillary retrusion 

D. Skeletal Class III with mandibular prognathism 

 

113. A 7-year-old presents with a complete unilateral cleft of the lip and primary palate. Which 

embryologic process failure best explains this finding? 

 



A. Failure of tongue descent during palatal shelf elevation only 

B. Failure of neural crest cell migration to the second branchial arch 

C. Failure of fusion between maxillary and medial nasal processes 

D. Persistence of the embryonic buccopharyngeal membrane 

 

114. An infant with an isolated cleft of the secondary (soft and hard) palate, without cleft lip, most likely 

resulted from failure of which embryologic event? 

 

A. Fusion of the medial nasal processes with each other 

B. Formation of the primary palate from the frontonasal prominence 

C. Neural tube closure at the cranial end 

D. Elevation and horizontal fusion of the lateral palatal shelves above the tongue 

 

115. A newborn with a cleft palate has feeding difficulty due to inability to generate negative intraoral 

pressure for suckling. Which initial management approach is most appropriate? 

 

A. Immediate surgical palate repair within the first week of life 

B. Specialized feeding obturator or compressible bottle system 

C. Nasogastric tube feeding as the only long-term solution 

D. No intervention is needed since the condition self-resolves 

 

116. A patient presents with facial asymmetry, a unilaterally enlarged mandibular condyle on cone beam 

CT, and progressive crossbite development. Which diagnosis is most likely? 

 

A. Condylar hyperplasia 

B. Bilateral condylar aplasia 

C. Trigeminal neuralgia 

D. Bruxism-related attrition 

 

117. Which imaging study is most useful to determine whether condylar growth is still metabolically 

active in a patient with suspected condylar hyperplasia? 

 



A. Panoramic radiograph alone 

B. Single-photon emission computed tomography (SPECT) bone scan 

C. Lateral cephalometric radiograph alone 

D. Periapical radiograph of the affected molars 

 

118. A patient presents with limited mouth opening, a history of bilateral condylar trauma in childhood, 

and radiographs showing bony fusion across the joint space. What is the most likely diagnosis? 

 

A. Disc displacement with reduction 

B. Myofascial pain dysfunction 

C. Temporomandibular joint ankylosis 

D. Condylar hyperplasia 

 

119. A 12-year-old presents with a missing permanent mandibular second premolar on radiograph, with 

no history of extraction or trauma. What is this condition called? 

 

A. Supernumerary tooth formation 

B. Hyperdontia 

C. Ankylosis of the primary predecessor 

D. Hypodontia (congenitally missing tooth) 

 

120. A retained primary second molar shows a submerged appearance below the occlusal plane of 

adjacent teeth on clinical exam, with a solid, dull sound on percussion, and radiographic evidence of no 

permanent successor. What is the most likely diagnosis? 

 

A. Ankylosis of the primary tooth 

B. Hypodontia of the primary tooth 

C. Dens invaginatus 

D. Ectopic eruption 

 



121. A radiograph of a maxillary lateral incisor shows a tooth-within-a-tooth radiographic appearance, 

with an invagination of enamel and dentin extending into the pulp chamber. What is this developmental 

anomaly called? 

 

A. Dens evaginatus 

B. Dens invaginatus (dens in dente) 

C. Taurodontism 

D. Gemination 

 

122. A radiograph of a mandibular molar shows an elongated pulp chamber with apical displacement of 

the pulpal floor and short roots, giving a "bull-like" appearance. What is this anomaly called? 

 

A. Dens invaginatus 

B. Fusion 

C. Concrescence 

D. Taurodontism 

 

123. Two adjacent primary teeth show clinical and radiographic union of their crowns and a shared, 

confluent pulp chamber, with a normal total tooth count when the fused pair is counted as two. What is 

this anomaly called? 



A. Fusion 

B. Gemination 

C. Concrescence 

D. Dens invaginatus 

 

124. A single tooth bud shows an attempted but incomplete division, resulting in a bifid crown with a 

single, normal-count root, with radiographs confirming the total tooth count in the arch is normal. What 

is this anomaly called? 

 

A. Fusion 

B. Concrescence 

C. Gemination 

D. Dens evaginatus 

 

125. Radiographs of two adjacent maxillary molars show roots joined only by a band of cementum, with 

distinct, separate pulp chambers and normal crown morphology for each tooth. What is this anomaly 

called? 

 

A. Concrescence 

B. Fusion 

C. Gemination 

D. Taurodontism 

 

126. A patient presents with a small, extra cusp of enamel-covered dentin on the occlusal surface of a 

mandibular premolar, containing a pulp horn extension, which is at risk of fracture and pulp exposure. 

What is this anomaly called? 

 

A. Talon cusp 

B. Enamel pearl 

C. Dens invaginatus 

D. Dens evaginatus 

 



127. A maxillary lateral incisor shows an accessory cusp-like structure projecting from the lingual 

surface near the cingulum, resembling an eagle's talon on radiograph. What is this anomaly called? 

 

A. Dens evaginatus 

B. Talon cusp 

C. Enamel pearl 

D. Dens invaginatus 

 

128. A radiograph of a maxillary molar shows a small, round radiopaque nodule of ectopic enamel 

located near the furcation area of the roots. What is this developmental anomaly called? 

 

A. Talon cusp 

B. Dens evaginatus 

C. Enamel pearl 

D. Odontoma 

 

129. A patient reports a burning sensation of the tongue and oral mucosa with no visible clinical lesions, 

normal laboratory workup, and symptoms that worsen with stress. What is the most likely diagnosis? 

 

A. Geographic tongue 

B. Burning mouth syndrome 

C. Median rhomboid glossitis 

D. Erythroplakia 

 

130. A patient presents with irregular, map-like areas of erythema with white serpiginous borders on the 

dorsal tongue that change location and pattern over time. What is the most likely diagnosis? 

 

A. Median rhomboid glossitis, fixed patch 

B. Burning mouth syndrome without lesions 

C. Geographic tongue (benign migratory glossitis) 

D. Hairy tongue with elongated papillae 

 



131. A patient presents with a well-demarcated, erythematous, smooth patch centered on the posterior 

dorsal midline tongue, and biopsy confirms candidal hyphae. What is the most likely diagnosis? 

 

A. Median rhomboid glossitis 

B. Geographic tongue 

C. Hairy leukoplakia 

D. Erythroplakia 

 

132. An HIV-positive patient presents with a corrugated, white, non-scrapable lesion on the lateral 

tongue border. Biopsy shows koilocytosis and "balloon cells" with minimal inflammatory infiltrate. 

What is the most likely diagnosis? 

 

A. Verrucous carcinoma of the tongue border 

B. Pseudomembranous candidiasis 

C. Squamous papilloma (HPV-related) 

D. Oral hairy leukoplakia (EBV-associated) 

 

133. A patient presents with white, curd-like plaques on the buccal mucosa that scrape off to reveal an 

erythematous, sometimes bleeding surface underneath. What is the most likely diagnosis? 

 

A. Oral hairy leukoplakia 

B. Oral lichen planus 

C. Leukoplakia (idiopathic) 

D. Pseudomembranous candidiasis 

 

134. Which patient population is at highest risk for developing pseudomembranous candidiasis without 

any other identifiable predisposing factor being present? 

 

A. Patients using inhaled corticosteroids without rinsing afterward 

B. Patients with excellent oral hygiene and no medications 

C. Young, healthy adults with no risk factors 

D. Patients with high salivary flow and no systemic disease 



135. A patient presents with angular cheilitis, erythema, and fissuring at the corners of the mouth, with 

associated intraoral pseudomembranous candidiasis and reduced vertical dimension of occlusion from 

an old denture. Which combined factors best explain this presentation? 

 

A. Isolated vitamin C deficiency alone present 

B. A purely bacterial infection unrelated to fungi 

C. Candidal overgrowth in moist folds from lost vertical dimension 

D. Herpes simplex virus reactivation alone here 

 

136. A panoramic radiograph shows the maxillary anterior teeth appearing unusually elongated and 

blurred, with the palate superimposed low over the roots. What technique error is most likely? 

 

A. Patient positioned too far forward in the machine 

B. Chin tipped too far down (head postured too low) 

C. Patient positioned too far back in the machine 

D. Chin tipped too far up (head postured too high) 

 

137. A periapical radiograph shows a foreshortened image of the tooth root with the apex appearing 

shortened relative to actual length. What technique factor most likely caused this? 

 

A. Excessive vertical angulation of the x-ray beam 

B. Insufficient vertical angulation of the x-ray beam 

C. Incorrect horizontal angulation causing overlap 

D. Underexposure of the film or sensor 

 

138. A bitewing radiograph shows overlapping proximal contacts between adjacent posterior teeth, 

obscuring interproximal caries detection. What technique error is the most likely cause? 

 

A. Excessive vertical angulation 

B. Underexposure of the receptor 

C. Incorrect horizontal angulation of the x-ray beam 

D. Patient movement during exposure 



139. Which radiographic technique produces the least horizontal and vertical dimensional distortion for 

periapical imaging, making it the preferred technique in most modern practice? 

 

A. Bisecting angle technique 

B. Bitewing technique alone 

C. Occlusal technique 

D. Paralleling technique with a long source-to-object distance 

 

140. A forensic dentist is asked to estimate the age of a deceased individual using radiographs of an 

unerupted third molar. Which staging system is most commonly used for this purpose? 

 

A. Angle classification 

B. Demirjian method of tooth development staging 

C. Kellogg-Angle index 

D. Nolla staging of primary teeth only 

 

141. A forensic odontologist compares antemortem dental records with postmortem radiographic 

findings to identify unidentified remains. Which feature is considered most reliable for this type of 

identification? 

 

A. General age estimate from bone density alone 

B. Skin pigmentation of the deceased 

C. Estimated height from long bone measurement 

D. Restorative patterns and root morphology matching dental records 

 

142. A patient presents with a squamous cell carcinoma of the lateral tongue measuring 3 cm, with a 

single ipsilateral lymph node metastasis measuring 2 cm and no distant metastasis. Using the TNM 

staging system, which T and N classification best fits? 

 

A. T1N0 

B. T2N1 

C. T4N2 



D. T1N2 

 

143. Which TNM classification would apply to an oral squamous cell carcinoma measuring 1.5 cm with 

no regional lymph node involvement and no distant metastasis? 

 

A. T1N0M0 

B. T2N1M0 

C. T3N0M1 

D. T4N2M1 

 

144. Which statistic represents the probability that a patient with a positive screening test result actually 

has the disease, and is directly influenced by disease prevalence in the tested population? 

 

A. Sensitivity 

B. Specificity 

C. Positive predictive value 

D. Negative predictive value 

 

145. In a population with very low disease prevalence, a highly sensitive and specific screening test still 

produces a surprisingly large number of false positives relative to true positives. What statistical 

principle explains this? 

 

A. The test's sensitivity has decreased 

B. The test's specificity has decreased 

C. Low false-positive rate on large group outnumbers true positives 

D. Prevalence has no mathematical effect on predictive values 

 

146. A patient presents with a Class II molar relationship, an ANB angle of 5 degrees, and a convex 

facial profile with mandibular retrusion. According to Angle's classification, what is this malocclusion 

called? 

 



A. Angle Class I 

B. Angle Class II 

C. Angle Class III 

D. Angle Class II subdivision only 

 

147. A patient presents with the mesiobuccal cusp of the maxillary first molar occluding in the 

mesiobuccal groove of the mandibular first molar bilaterally, with well-aligned arches. What Angle 

classification is this? 

 

A. Angle Class II 

B. Angle Class III 

C. Angle Class II subdivision 

D. Angle Class I (normal occlusion) 

 

148. A patient presents with the mandibular first molar positioned mesial to its normal relationship with 

the maxillary first molar bilaterally, along with a concave facial profile. What Angle classification and 

skeletal pattern is most consistent? 

 

A. Angle Class III with mandibular prognathism 

B. Angle Class I with normal profile 

C. Angle Class II with mandibular retrusion 

D. Angle Class II subdivision with asymmetry 

 

149. A radiograph of a healing extraction socket at 2 weeks shows a poorly organized, radiolucent 

socket with exposed alveolar bone and severe pain radiating to the ear. What is the most likely 

diagnosis? 

 

A. Normal socket healing 

B. Osteomyelitis of the mandible 

C. Osteoradionecrosis 

D. Alveolar osteitis (dry socket) 

 



150. Which risk factor is most strongly associated with the development of alveolar osteitis following 

mandibular third molar extraction? 

 

A. Smoking and use of oral contraceptives 

B. Younger patient age under 12 years 

C. Extraction of a maxillary anterior tooth 

D. Excellent oral hygiene with no other risk factors 

 

151. A radiograph of a mandibular first molar shows a periapical radiolucency with the tooth's mesial 

root having an unusual, sharply curved apex. Which anatomic variant should be anticipated during any 

subsequent endodontic treatment? 

 

A. A single, wide, straight canal 

B. Absence of any canal in the mesial root 

C. A dilacerated (curved) canal requiring careful negotiation 

D. A canal that exits through the furcation only 

 

152. A cone beam CT scan of a maxillary first molar reveals a second mesiobuccal canal (MB2) in 

addition to the expected canals. Which statement about MB2 canals is most accurate? 

 

A. MB2 canals are exceedingly rare and can generally be ignored clinically 

B. Present with meaningful frequency, a common cause of missed-canal treatment failure 

C. MB2 canals only occur in mandibular molars 

D. MB2 canals never communicate with the main mesiobuccal canal 

 

153. A patient presents with a draining sinus tract on the facial skin below the mandible, and intraoral 

examination traces the tract to a nonvital mandibular molar. What is the most appropriate initial 

diagnostic step? 

 

A. Immediate biopsy of the skin lesion 

B. Systemic antibiotics alone without dental evaluation 

C. Referral to dermatology only 



D. Place a gutta-percha point in the tract and radiograph it 

 

154. A radiograph shows a well-defined radiolucency at the apex of a tooth that has already been treated 

endodontically, with persistent symptoms. Which diagnosis best describes this finding? 

 

A. Previously initiated therapy 

B. Persistent apical periodontitis after treatment 

C. Normal healing in progress 

D. Reversible pulpitis 

 

155. Which diagnostic term describes a tooth that has begun but not completed root canal treatment, 

such as one with only pulp extirpation performed? 

 

A. Previously initiated therapy 

B. Previously treated 

C. Normal apical tissues 

D. Symptomatic irreversible pulpitis 

 

156. A patient with a history of radiation therapy to the head and neck is scheduled for a routine 

extraction. Which pretreatment consideration is most important given the radiation history? 

 

A. No special precautions are needed regardless of radiation history 

B. Only antibiotic prophylaxis for infective endocarditis is relevant here 

C. Assessing time since radiation, dose received, and considering hyperbaric oxygen therapy to reduce 

osteoradionecrosis risk 

D. Immediate discontinuation of all radiation follow-up care 

 

157. A patient presents with a chief complaint of a loose anterior tooth after being struck in the mouth, 

with the tooth displaced facially and mobile but not avulsed. What is the most likely diagnosis and 

immediate management? 

 



A. Concussion injury requiring only observation 

B. Avulsion requiring replantation within 60 minutes 

C. Subluxation or luxation injury requiring repositioning and splinting 

D. Root fracture requiring extraction of the entire tooth 

 

158. A child's permanent central incisor is completely avulsed in a playground accident and is brought to 

the dental office within 30 minutes, stored in milk. What is the most appropriate immediate 

management? 

 

A. Rinse the tooth gently, reimplant it as soon as possible, and splint it 

B. Discard the tooth and plan for a bridge or implant instead 

C. Scrub the root surface vigorously to remove all debris before reimplantation 

D. Store the tooth dry for several hours before deciding on treatment 

 

159. Which storage medium is considered most favorable for maintaining periodontal ligament cell 

viability of an avulsed tooth when immediate reimplantation is not possible? 

 

A. Tap water for convenience 

B. Hank's balanced salt solution or cold milk 

C. Dry gauze wrapped tightly around the tooth 

D. Mouthwash containing alcohol 

 

160. A radiograph of a traumatized tooth taken several weeks after reimplantation shows progressive 

replacement resorption with loss of the normal periodontal ligament space and direct fusion of root to 

bone. What is this process called? 

 

A. Internal resorption 

B. Surface resorption (self-limiting) 

C. Inflammatory (progressive) external resorption 

D. Replacement resorption (ankylosis) 

 



161. A radiograph shows a well-defined radiolucent defect within the pulp chamber of a traumatized 

tooth, with the outline of the root canal appearing distorted at that level, in a tooth that remains vital on 

testing. What is this process called? 

 

A. External inflammatory resorption 

B. Replacement resorption 

C. Surface resorption 

D. Internal (inflammatory) resorption 

 

162. A patient reports a history of orthodontic treatment and now presents with generalized, blunted root 

apices on radiographs of multiple teeth, with no other symptoms. What is the most likely explanation? 

 

A. Internal resorption from pulpal inflammation 

B. Ankylosis from replacement resorption 

C. External apical root resorption related to orthodontic force 

D. Cemental hyperplasia (hypercementosis) 

 

163. Which patient factor is most associated with an increased risk of severe external apical root 

resorption during orthodontic treatment? 

 

A. Short treatment duration under six months 

B. Prior trauma and short, blunt, or pipette-shaped root morphology 

C. Use of low, light orthodontic forces exclusively 

D. Excellent oral hygiene throughout treatment 

 

164. A radiograph shows an excessive, irregular buildup of cementum along the root surface of a tooth 

with no other pathology, discovered incidentally in an older adult. What is the most likely diagnosis? 

 

A. Hypercementosis 

B. External root resorption 

C. Internal resorption 

D. Cementoblastoma 



165. A patient is found to have hypercementosis on multiple teeth along with elevated serum alkaline 

phosphatase and a history of progressive skull and jaw enlargement. Which systemic condition should 

be suspected? 

 

A. Hyperparathyroidism 

B. Vitamin D deficiency 

C. Osteopetrosis 

D. Paget disease of bone 

 

166. A 6-year-old presents for a routine exam. Radiographs show the mandibular permanent first molars 

have already erupted, but the maxillary lateral incisors have not yet emerged. Which statement about 

eruption sequence is most accurate? 

 

A. This eruption timing is definitively abnormal and requires immediate intervention 

B. Maxillary lateral incisors always erupt before mandibular first molars 

C. Mandibular first molars typically erupt earliest, around age 6 

D. Permanent molars never erupt before any permanent incisors 

 

167. Which of the following is the most commonly congenitally missing permanent tooth, excluding the 

third molars? 

 

A. Maxillary central incisor 

B. Maxillary lateral incisor 

C. Mandibular canine 

D. Maxillary first molar 

 

168. A radiograph of a 9-year-old shows a peg-shaped, small maxillary lateral incisor with normal root 

length. What is the most appropriate initial description of this finding? 

 

A. Hypodontia (missing tooth) 

B. Macrodontia 

C. Fusion 



D. Microdontia (peg lateral) 

 

169. A patient presents with generalized, unusually large teeth throughout the dentition, without any 

single-tooth anomaly, and a family history of the same pattern. What is this generalized condition 

called? 

 

A. Generalized macrodontia 

B. Generalized microdontia 

C. Fusion of multiple tooth pairs 

D. Regional odontodysplasia 

 

170. A patient with pituitary gigantism from a growth hormone-secreting adenoma is most likely to 

present with which dental finding? 

 

A. Generalized microdontia 

B. Delayed eruption of all permanent teeth 

C. Macrodontia with spacing from growth hormone excess 

D. Multiple missing teeth (hypodontia) 

 

171. A biostatistical study reports a relative risk of 3.5 for periodontal disease progression in smokers 

compared to nonsmokers. What does this value indicate? 

 

A. Smokers have a 3.5 percentage point higher absolute risk than nonsmokers 

B. Smokers are 3.5 times more likely to experience periodontal disease progression than nonsmokers 

C. There is no meaningful association between smoking and periodontal progression 

D. The study cannot draw any causal or associative conclusions from this statistic 

 

172. A case-control study of oral cancer reports an odds ratio of 5.0 for heavy alcohol use. Which 

statement correctly interprets this odds ratio? 

 

A. Odds of oral cancer are 5 times higher in heavy users 



B. Heavy alcohol users have a 5% absolute risk of oral cancer 

C. An odds ratio cannot be calculated from a case-control study design 

D. The odds ratio of 5.0 indicates no significant association 

 

173. Which study design is most appropriate for investigating a rare disease outcome such as a specific 

oral cancer subtype, when efficiently identifying exposure history is the primary goal? 

 

A. Randomized controlled trial 

B. Case-control study 

C. Cross-sectional study 

D. Ecological study 

 

174. A randomized controlled trial comparing two periodontal therapies reports a p-value of 0.03 for the 

difference in attachment gain between groups. What is the most accurate interpretation of this p-value? 

 

A. There is a 3% chance the treatment does not work at all 

B. The treatment effect size is definitively large and clinically meaningful 

C. The two treatments are proven to be completely equivalent 

D. 3% probability of this result by chance if no true difference exists 

 

175. A study reports a 95% confidence interval for a mean difference in probing depth reduction of 0.5 

to 1.5 mm between two treatments. What does this confidence interval indicate? 

 

A. The true difference is exactly 1.0 mm with absolute certainty 

B. There is a 95% chance the sample mean is wrong 

C. 95% of such intervals, if repeated, would contain the true value 

D. The confidence interval proves clinical significance regardless of the actual values 

 

176. A patient presents with a large, expansile radiolucent lesion of the anterior mandible, and biopsy is 

planned. Which biopsy technique is most appropriate for an initial diagnosis of this sizable lesion before 

definitive treatment planning? 

 



A. Incisional biopsy of a representative portion of the lesion 

B. Complete excisional biopsy of the entire lesion immediately 

C. Fine needle aspiration only, without tissue biopsy 

D. No biopsy is needed before treatment planning 

 

177. A small, well-circumscribed, likely benign lesion of the buccal mucosa measuring 4 mm is 

identified. Which biopsy technique is most appropriate? 

 

A. Fine needle aspiration only 

B. Punch biopsy of a small representative sample 

C. Excisional biopsy with a small margin 

D. No biopsy, treat empirically 

 

178. A patient presents with a fluctuant, cystic-appearing swelling of the parotid region, and aspiration 

yields clear fluid. Which diagnostic technique was most appropriately used here to characterize the 

lesion before further biopsy planning? 

 

A. Fine needle aspiration 

B. Incisional biopsy 

C. Excisional biopsy 

D. Punch biopsy 

 

179. A radiograph shows a well-defined radiolucency at the mandibular symphysis in an infant, later 

confirmed on biopsy to be a benign lesion of neural crest-derived pigmented cells with a good prognosis 

after curettage. What is the most likely diagnosis? 

 

A. Ameloblastoma 

B. Central giant cell granuloma 

C. Odontogenic keratocyst 

D. Melanotic neuroectodermal tumor of infancy 

 



180. A newborn presents with a rapidly growing, pigmented gingival mass noted at birth, later 

confirmed on biopsy to show nests of melanin-containing cells alongside small neuroblast-like cells. 

Which laboratory marker is often elevated and useful for monitoring this condition? 

 

A. Serum alkaline phosphatase 

B. Urinary vanillylmandelic acid (VMA), a catecholamine metabolite 

C. Serum calcium 

D. Hemoglobin A1c 

 

181. A 70 kg healthy adult patient requires local anesthesia. Using 2% lidocaine with 1:100,000 

epinephrine (36 mg lidocaine per 1.8 mL cartridge), what is the maximum number of cartridges allowed 

based on a maximum recommended dose of 4.4 mg/kg (not exceeding 300 mg total)? 

 

A. 4 cartridges 

B. 6 cartridges 

C. 7 cartridges 

D. 8 cartridges 

 

182. Which local anesthetic agent is metabolized primarily by plasma pseudocholinesterase rather than 

hepatic cytochrome P450 enzymes, making it useful in patients with significant liver impairment? 

 

A. Lidocaine 

B. Bupivacaine 

C. Articaine (partial ester metabolism) 

D. Mepivacaine 

 

183. A patient reports a documented true allergy to ester-type local anesthetics (such as procaine) due to 

a metabolite reaction. Which class of anesthetic would be safest to administer instead? 

 

A. Amide-type anesthetics such as lidocaine 

B. A different ester-type anesthetic at lower dose 

C. No local anesthesia can ever be given 



D. Topical benzocaine at high concentration 

 

184. A patient develops a rapidly expanding hematoma at the injection site immediately following a 

posterior superior alveolar nerve block. What is the most likely cause? 

 

A. Intravascular injection of anesthetic solution 

B. Inadvertent puncture of the pterygoid venous plexus during injection 

C. Allergic reaction to the local anesthetic 

D. Needle breakage during injection 

 

185. A patient reports persistent numbness of the tongue and altered taste several weeks after an inferior 

alveolar nerve block for a mandibular molar extraction. What is the most likely diagnosis? 

 

A. Normal anesthesia duration still in effect 

B. Trismus from muscle trauma 

C. Paresthesia from lingual nerve trauma or neurotoxicity 

D. Allergic reaction to the anesthetic 

 

186. A patient develops restricted mouth opening and pain in the muscles of mastication several days 

after receiving an inferior alveolar nerve block. What is the most likely diagnosis? 

 

A. Paresthesia of the lingual nerve 

B. Intravascular injection reaction 

C. Allergic reaction to the anesthetic 

D. Trismus from medial pterygoid muscle trauma or hematoma 

 

187. A patient with a documented allergy to sodium metabisulfite (a preservative found in anesthetic 

solutions containing vasoconstrictor) requires local anesthesia. What is the most appropriate approach? 

 

A. Use any anesthetic with epinephrine as usual 

B. Use a local anesthetic formulation without a vasoconstrictor (no sulfite preservative) 



C. Avoid all dental treatment permanently 

D. Use only topical benzocaine for any procedure 

 

188. A patient with poorly controlled hyperthyroidism requires an extraction. Which consideration 

regarding vasoconstrictor use in local anesthesia is most appropriate? 

 

A. Minimize or avoid epinephrine given the risk of exacerbating thyrotoxic cardiovascular effects 

B. Use the maximum possible epinephrine dose to control bleeding 

C. Vasoconstrictors have no interaction with thyroid hormone status 

D. Only ester anesthetics should be used regardless of vasoconstrictor 

 

189. Which restorative material bonds chemically to tooth structure through an ionic exchange and 

releases fluoride over time, making it useful in high caries risk patients? 

 

A. Glass ionomer cement 

B. Amalgam 

C. Composite resin alone without a liner 

D. Gold alloy 

 

190. Which property of dental amalgam explains its tendency toward marginal breakdown and 

secondary caries over time compared to a well-bonded composite restoration? 

 

A. Amalgam chemically bonds to enamel 

B. Amalgam releases fluoride continuously 

C. Amalgam has superior wear resistance to composite 

D. Relies on mechanical retention alone, allowing marginal microleakage 

 

191. A composite resin restoration exhibits significant polymerization shrinkage during light curing. 

Which technique most effectively reduces the resulting stress on the bonded interface? 

 

A. Placing and curing the entire restoration in one large bulk increment 



B. Increasing the light curing time beyond manufacturer recommendations only 

C. Using an incremental layering technique with curing of each small layer 

D. Omitting the bonding agent to reduce shrinkage stress 

 

192. Which dental cement is most appropriate for cementing a cast gold crown when maximum 

compressive strength and a long clinical track record are prioritized, accepting a higher risk of 

postoperative sensitivity? 

 

A. Zinc oxide eugenol (temporary) 

B. Zinc phosphate cement 

C. Resin-modified glass ionomer cement 

D. Calcium hydroxide liner 

 

193. Which liner material is most appropriate to place directly on an exposed vital pulp during a direct 

pulp cap procedure to stimulate reparative (tertiary) dentin formation? 

 

A. Zinc phosphate cement 

B. Calcium hydroxide or mineral trioxide aggregate (MTA) 

C. Composite resin bonding agent alone 

D. Glass ionomer cement alone 

 

194. A patient reports lingering sensitivity to cold several weeks after placement of a deep posterior 

composite restoration, with the tooth testing vital and the restoration appearing clinically intact. What is 

the most likely cause? 

 

A. Symptomatic irreversible pulpitis requiring immediate root canal 

B. An allergic reaction to the composite material 

C. Secondary caries beneath the restoration 

D. Postoperative sensitivity from pulpal inflammation, expected to resolve 

 

195. Which restorative material is most appropriate for a Class V restoration on a root surface with high 

esthetic demand but also significant risk of moisture contamination during placement? 



A. Unlined amalgam 

B. Cast gold inlay 

C. Resin-modified glass ionomer cement 

D. Porcelain veneer requiring a dry field 

 

196. A patient requires a full-coverage crown on a molar with significant remaining tooth structure loss. 

Which factor is most important in selecting between a porcelain-fused-to-metal crown and a full zirconia 

crown? 

 

A. Occlusal load demands, esthetic requirements, and the amount of remaining tooth structure and 

opposing dentition wear concerns 

B. Only the patient's insurance coverage should determine material choice 

C. Zirconia is never appropriate for posterior teeth under any circumstance 

D. Porcelain-fused-to-metal is contraindicated in all patients 

 

197. Which factor most significantly increases the risk of ceramic crown fracture under normal 

function? 

 

A. Inadequate occlusal reduction leading to insufficient material thickness 

B. Excessive tooth preparation with generous material thickness 

C. Use of a well-fitting, properly seated crown 

D. Routine use of a night guard in a bruxing patient 

 

198. A patient is scheduled for a rubber dam isolation during a restorative procedure but has a 

documented latex allergy. What is the most appropriate accommodation? 

 

A. Proceed with standard latex rubber dam regardless 

B. Use a non-latex (synthetic) rubber dam material instead 

C. Skip isolation entirely and proceed without a dam 

D. Use only cotton roll isolation as an equivalent substitute 

 



199. Which benefit is most specifically provided by rubber dam isolation during endodontic treatment, 

beyond general moisture control? 

 

A. Improved patient comfort during the procedure only 

B. Faster procedure completion time in every case 

C. Prevention of instrument or irrigant aspiration or ingestion by protecting the airway 

D. Elimination of the need for local anesthesia 

 

200. A patient requires postoperative pain management following a surgical extraction and has no 

contraindications to NSAIDs. Which first-line analgesic approach is most appropriate for moderate 

postoperative dental pain? 

 

A. Opioid monotherapy as the first-line choice for all patients 

B. No analgesic medication, only ice application 

C. Acetaminophen alone at a subtherapeutic dose 

D. Ibuprofen (or combined ibuprofen and acetaminophen) as first-line therapy 

 

201. A patient with a history of peptic ulcer disease requires postoperative analgesia after extraction. 

Which medication should generally be avoided or used with caution given this history? 

 

A. Acetaminophen at standard dosing 

B. NSAIDs such as ibuprofen, given their gastric mucosal effects 

C. Topical benzocaine for oral discomfort 

D. Ice application to the surgical site 

 

202. What is the maximum recommended daily dose of acetaminophen for a healthy adult with no liver 

disease, according to current general dosing guidance? 

 

A. 1000 mg per day 

B. 2000 mg per day 

C. 3000 to 4000 mg per day 

D. 6000 mg per day 



203. A patient taking warfarin for atrial fibrillation requires postoperative pain management after 

extraction. Which analgesic choice carries the least additional bleeding risk in this anticoagulated 

patient? 

 

A. Acetaminophen at standard therapeutic dosing 

B. High-dose ibuprofen 

C. Aspirin at analgesic doses 

D. Naproxen at maximum dosing 

 

204. A pediatric patient requires an analgesic for postoperative dental pain, and the parent asks about 

aspirin use. What is the most appropriate guidance? 

 

A. Aspirin is the preferred first-line analgesic for all pediatric patients 

B. Aspirin should be given at adult equivalent doses 

C. Aspirin has no unique risks in children 

D. Avoid in children with viral illness (Reye syndrome risk) 

 

205. A patient reports a documented allergy to penicillin and requires prophylactic antibiotics before a 

dental procedure for a valid medical indication. Which alternative antibiotic is commonly 

recommended? 

 

A. Amoxicillin at a higher dose to override the allergy 

B. Clindamycin (or azithromycin/cephalexin depending on allergy severity) as an alternative 

C. Ampicillin, a related penicillin derivative 

D. No antibiotic alternative exists for penicillin-allergic patients 

 

206. Which valvular or cardiac condition is most clearly an indication for antibiotic prophylaxis prior to 

invasive dental procedures according to current guidelines? 

 

A. Mitral valve prolapse without regurgitation 

B. Isolated, uncomplicated well-controlled hypertension 

C. Prosthetic heart valve or history of infective endocarditis 



D. A routine, unremarkable innocent heart murmur 

 

207. A patient with a prosthetic hip joint replaced three years ago asks whether antibiotic prophylaxis is 

needed before a routine dental cleaning. What is the most appropriate current guidance? 

 

A. Prophylaxis is mandatory for all prosthetic joint patients indefinitely 

B. Prophylaxis is required only in the first 6 months after joint placement 

C. Only intravenous antibiotics are appropriate for this indication 

D. Current guidance generally does not recommend routine prophylaxis for most prosthetic joint patients 

undergoing routine dental procedures 

 

208. Which patient population would most appropriately still be considered for antibiotic prophylaxis 

before invasive dental treatment despite having a prosthetic joint, per current shared decision-making 

guidance? 

 

A. Patients with a history of prior prosthetic joint infection, in consultation with the orthopedic surgeon 

B. All prosthetic joint patients regardless of history 

C. Only patients whose joint was placed within the last week 

D. No prosthetic joint patients under any circumstance 

 

209. A patient with well-controlled type 1 diabetes is scheduled for a surgical extraction in the morning. 

Which perioperative consideration is most important? 

 

A. No special glycemic considerations are needed for well-controlled diabetes 

B. Insulin should always be withheld completely on the day of any dental procedure 

C. Scheduling the appointment to avoid peak insulin activity and ensuring normal meal and medication 

timing when possible to reduce hypoglycemia risk 

D. Only hemoglobin A1c needs to be checked with no other perioperative planning 

 

210. A patient on chronic corticosteroid therapy for an autoimmune condition is scheduled for a surgical 

extraction. Which perioperative consideration is most important given the risk of adrenal suppression? 

 



A. No special consideration is needed since dental surgery is minor 

B. Corticosteroids should always be discontinued abruptly before any procedure 

C. Only postoperative antibiotics need to be considered 

D. Assessing the need for supplemental (stress-dose) corticosteroids based on the degree of adrenal 

suppression and surgical stress 

 

211. A patient with a bicuspid aortic valve and no other risk factors is scheduled for a routine dental 

cleaning without bleeding anticipated. What is the most appropriate approach regarding antibiotic 

prophylaxis? 

 

A. Prophylaxis is mandatory in all cases regardless of procedure type 

B. Prophylaxis is generally not indicated for this cardiac condition under current guidelines for a routine, 

non-invasive cleaning 

C. Only oral antibiotics at double dose are appropriate 

D. The patient should be denied all future dental care 

 

212. A patient reports facial swelling, difficulty breathing, and hives within minutes of receiving a 

penicillin injection for a dental infection. What is the most appropriate immediate management? 

 

A. Administer intramuscular epinephrine immediately and activate emergency medical services 

B. Observe the patient for several hours before taking any action 

C. Administer additional penicillin to complete the planned dose 

D. Apply a topical antihistamine cream to the affected areas only 

 

213. A patient becomes unresponsive and stops breathing after receiving intravenous sedation in the 

dental office. Bag-valve-mask ventilation is initiated. What is the most appropriate next immediate step 

if there is no pulse? 

 

A. Wait for emergency medical services to arrive without further action 

B. Administer additional sedative medication 

C. Reposition the patient and reassess in 10 minutes 

D. Begin cardiopulmonary resuscitation (CPR) immediately while continuing to call for emergency help 

 



214. A patient with a known allergy to latex experiences facial flushing and swelling shortly after 

examination gloves are used during a dental procedure. What is the most likely underlying mechanism? 

 

A. Type I IgE-mediated hypersensitivity reaction to latex proteins 

B. Type IV delayed hypersensitivity reaction only 

C. A purely psychological reaction with no immune mechanism 

D. Direct toxic irritation unrelated to any immune response 

 

215. A patient reports a delayed, localized area of red, itchy, cracked skin on the hands appearing 24 to 

48 hours after wearing latex gloves during a procedure, without immediate systemic symptoms. What 

type of reaction is this most consistent with? 

 

A. Type I IgE-mediated immediate hypersensitivity 

B. Anaphylaxis 

C. Type IV delayed cell-mediated contact dermatitis to latex or glove chemicals 

D. A viral skin infection unrelated to glove exposure 

 

216. A patient with a history of well-controlled asthma is scheduled for a restorative procedure. Which 

perioperative consideration is most relevant given this history? 

 

A. No special consideration is needed for well-controlled asthma 

B. Ensure the rescue inhaler is available and minimize known triggers 

C. Avoiding all local anesthesia entirely in asthmatic patients 

D. Requiring hospital admission for any dental procedure in an asthmatic patient 

 

217. A patient reports wheezing and shortness of breath during a dental procedure, with a known history 

of asthma. What is the most appropriate immediate management? 

 

A. Continue the procedure without interruption 

B. Stop the procedure, sit the patient upright, and administer the patient's own rescue bronchodilator 

inhaler 

C. Immediately administer intramuscular epinephrine as the first step regardless of severity 



D. Lay the patient flat and wait for symptoms to resolve on their own 

 

218. A patient suddenly becomes diaphoretic, pale, and reports lightheadedness while seated upright in 

the dental chair, then loses consciousness briefly. What is the most likely diagnosis? 

 

A. Anaphylaxis 

B. Hypoglycemia 

C. Vasovagal syncope 

D. Local anesthetic overdose 

 

219. What is the most appropriate immediate management for a patient who has fainted (vasovagal 

syncope) in the dental chair? 

 

A. Position the patient supine with legs slightly elevated (Trendelenburg-like position) and ensure an 

open airway 

B. Keep the patient seated fully upright throughout the episode 

C. Administer epinephrine immediately as the first response 

D. Give the patient oral fluids immediately while still unconscious 

 

220. A patient with poorly controlled hypertension presents for an elective restorative procedure, with a 

blood pressure reading of 190/115 mmHg at the visit. What is the most appropriate management? 

 

A. Proceed with treatment as planned since the procedure is minor 

B. Administer additional epinephrine-containing anesthetic to help manage the visit 

C. Increase the patient's home antihypertensive dose during the visit 

D. Defer elective treatment and refer the patient for prompt medical evaluation of the significantly 

elevated blood pressure 

 

221. Which vital sign parameter would most strongly support deferring elective dental treatment and 

referring for urgent medical evaluation on the same day? 

 



A. Blood pressure of 128/82 mmHg 

B. Blood pressure of 180/110 mmHg or higher (hypertensive urgency range) 

C. Heart rate of 72 beats per minute 

D. Oxygen saturation of 98% 

 

222. A patient with a history of a myocardial infarction one month ago requests an elective restorative 

procedure. What is the most appropriate approach regarding timing of elective dental treatment? 

 

A. Proceed immediately regardless of the recent cardiac event 

B. No consultation with the patient's physician is necessary 

C. Elective treatment carries no added risk during this period 

D. Defer treatment and consult cardiology given elevated post-MI risk 

 

223. Which emergency medication is considered a first-line treatment specifically for an acute 

anaphylactic reaction in the dental office? 

 

A. Intramuscular epinephrine 

B. Oral diphenhydramine only 

C. Inhaled albuterol only 

D. Sublingual nitroglycerin 

 

224. A patient experiencing chest pain, pressure, and diaphoresis during a dental appointment reports a 

history of angina and has their own nitroglycerin available. What is the most appropriate immediate 

step? 

 

A. Give the patient oral aspirin as the only intervention needed 

B. Continue the dental procedure while monitoring symptoms passively 

C. Administer the patient's own sublingual nitroglycerin and monitor response, activating emergency 

services if pain does not resolve promptly 

D. Instruct the patient to lie flat and wait without medication 

 



225. Which finding would most strongly suggest that a patient's chest pain during a dental visit has 

progressed from stable angina to a possible acute myocardial infarction, requiring immediate emergency 

response? 

 

A. Pain that resolves completely within 2 minutes of rest 

B. Mild discomfort that was present before the appointment and unchanged 

C. A brief episode of pain relieved promptly by the patient's usual nitroglycerin 

D. Chest pain that persists or worsens despite nitroglycerin and rest, lasting more than a few minutes 

 

226. A patient with Stage II periodontitis and probing depths of 4-5 mm is scheduled for initial therapy. 

Which treatment is most appropriate as the first phase of management? 

 

A. Scaling and root planing with oral hygiene instruction 

B. Immediate osseous resective surgery 

C. Full-mouth extraction and denture fabrication 

D. Guided tissue regeneration surgery 

 

227. A patient shows persistent 6-7 mm pockets with bleeding on probing at several molar sites six 

weeks after thorough scaling and root planing. What is the most appropriate next step? 

 

A. Repeat oral hygiene instruction only, with no further evaluation 

B. Extract all affected molars immediately 

C. Re-evaluate and consider periodontal surgery for persistent pockets 

D. Discharge the patient from further periodontal care 

 

228. A periodontal flap procedure is planned to gain surgical access to osseous defects around a molar 

with 8 mm pockets. Which flap design is most appropriate to preserve keratinized tissue while allowing 

full access? 

 

A. Gingivectomy alone without flap reflection 

B. Full-thickness (mucoperiosteal) flap with an appropriate releasing incision as needed 

C. Partial-thickness flap only, without bone exposure 



D. No surgical access, nonsurgical therapy only 

 

229. A patient with a three-wall intrabony defect adjacent to a molar is a candidate for regenerative 

periodontal therapy. Which material or technique is most appropriate to promote true periodontal 

regeneration rather than simple repair? 

 

A. Gingivectomy alone 

B. Osseous resection alone 

C. Guided tissue regeneration with a barrier membrane 

D. Extraction of the tooth 

 

230. A patient has generalized gingival overgrowth obscuring clinical crowns with normal underlying 

bone levels, requiring removal of excess soft tissue without need for osseous access. Which procedure is 

most appropriate? 

 

A. Guided tissue regeneration 

B. Osseous resective surgery 

C. Apically positioned flap with osteotomy 

D. Gingivectomy (or gingivoplasty) to recontour excess soft tissue 

 

231. A patient requires crown lengthening on a maxillary molar with inadequate clinical crown height 

for restorative retention, and radiographs show the bone crest is close to the CEJ. Which procedure is 

most appropriate? 

 

A. Gingivectomy alone without bone removal 

B. Apically positioned flap with osseous recontouring 

C. Guided tissue regeneration 

D. Extraction and implant placement 

 

232. A patient with a Class II furcation defect on a mandibular molar (probe enters but does not pass 

through) is being considered for periodontal therapy. Which statement about furcation classification is 

most accurate? 



A. A Class II furcation allows partial horizontal probe entry into the furcation without through-and-

through access 

B. A Class II furcation shows no detectable horizontal bone loss at all 

C. A Class II furcation always requires immediate extraction 

D. A Class II furcation is synonymous with a Class III furcation 

 

233. A mandibular molar with a Class III (through-and-through) furcation defect and adequate root 

length on each root is being considered for treatment. Which procedure is most appropriate to retain the 

tooth while eliminating the furcation defect? 

 

A. Root resection (odontoplasty/root amputation) or tooth sectioning to eliminate the furcation 

B. Simple scaling and root planing alone 

C. Gingivectomy alone 

D. No treatment is possible; extraction is mandatory 

 

234. A patient requests information about the expected outcome of nonsurgical periodontal therapy for 

Stage I-II periodontitis with good compliance. Which outcome is most realistic? 

 

A. Complete regeneration of all lost attachment is expected in every case 

B. No improvement is expected without surgery 

C. Meaningful pocket and inflammation reduction, not full regeneration 

D. Immediate elimination of all periodontal pathogens permanently 

 

235. A patient is scheduled for a mandibular third molar extraction with the tooth positioned 

mesioangularly and partially covered by bone, based on radiographic assessment. Which classification 

system describes this angulation? 

 

A. Pell and Gregory classification for depth only 

B. Winter's classification of impaction angulation 

C. Angle's classification of occlusion 

D. TNM staging system 

 



236. Which impaction classification system evaluates the depth of the impacted tooth relative to the 

adjacent tooth's occlusal plane and the amount of available space in the ramus? 

 

A. Winter's classification of angulation 

B. Angle's classification 

C. TNM staging 

D. Pell and Gregory classification 

 

237. A patient undergoing a surgical third molar extraction is found to have the roots in close proximity 

to the inferior alveolar canal on cone beam CT, with loss of the cortical boundary between root and 

canal. What is the most significant surgical risk? 

 

A. Increased risk of caries on the adjacent tooth 

B. Increased risk of temporomandibular joint dislocation 

C. Increased risk of maxillary sinus perforation 

D. Increased risk of inferior alveolar nerve injury causing paresthesia 

 

238. During extraction of a maxillary first molar, the palatal root fractures and is inadvertently displaced 

into the maxillary sinus. What is the most appropriate immediate management? 

 

A. Ignore the fragment since it will resorb spontaneously 

B. Attempt controlled retrieval, with possible ENT referral 

C. Immediately pack the socket and discharge the patient without further evaluation 

D. Refer the patient for immediate chemotherapy 

 

239. A patient develops a persistent oroantral communication after maxillary molar extraction, 

confirmed by a positive nose-blowing test with bubbling at the socket. Which management approach is 

most appropriate for a small, recently created communication? 

 

A. No treatment is needed since all communications close spontaneously 

B. Immediate referral for major reconstructive surgery only 

C. Figure-eight suture with sinus precautions, allowing clot healing 



D. Pack the socket with gauze and no other intervention 

 

240. A larger, chronic oroantral fistula persists for several weeks after extraction, with epithelialization 

of the tract confirmed. Which management approach is most appropriate? 

 

A. Surgical closure with a buccal advancement flap 

B. Simple figure-eight suture alone, expected to be sufficient 

C. No intervention, since epithelialized fistulas close spontaneously 

D. Antibiotics alone without any surgical intervention 

 

241. A patient reports severe, throbbing pain radiating to the ear and temple three days after a 

mandibular third molar extraction, with an empty-appearing socket and exposed bone visible on 

examination. What is the most likely diagnosis? 

 

A. Normal postoperative healing 

B. Postoperative infection with abscess formation 

C. Alveolar osteitis (dry socket) 

D. Osteoradionecrosis 

 

242. Which management approach is most appropriate for a patient diagnosed with alveolar osteitis (dry 

socket) presenting with severe localized pain? 

 

A. Immediate systemic antibiotics as the primary treatment 

B. Extraction of the adjacent tooth 

C. No treatment, since the condition always resolves within 24 hours untreated 

D. Gentle socket irrigation and placement of a medicated (eugenol-based) dressing, with analgesics for 

pain control 

 

243. A patient develops progressive facial swelling, trismus, and difficulty swallowing several days after 

an untreated periapical infection of a mandibular molar, with bilateral submandibular and sublingual 

space involvement. What is the most concerning diagnosis requiring urgent management? 

 



A. Simple localized periapical abscess 

B. Ludwig angina (bilateral space infection) 

C. Alveolar osteitis 

D. Simple postoperative swelling 

 

244. A patient with Ludwig angina presents with airway compromise as the primary immediate concern. 

What is the most critical first priority in management? 

 

A. Securing and maintaining a patent airway, potentially requiring intubation or tracheostomy, before 

addressing the infection source 

B. Immediate outpatient antibiotic prescription only 

C. Delaying any intervention until swelling resolves on its own 

D. Extraction of the causative tooth as the sole necessary treatment 

 

245. A patient presents with a spreading facial space infection tracking toward the orbit, with periorbital 

swelling and reports of vision changes. What is the most urgent concern requiring immediate action? 

 

A. Cavernous sinus thrombosis from retrograde venous spread 

B. Simple allergic conjunctivitis unrelated to the dental infection 

C. Routine postoperative bruising 

D. Benign eyelid twitching 

 

246. A patient requires extraction of a maxillary first molar with clinical and radiographic evidence of a 

large periapical lesion approximating the maxillary sinus floor. Which complication should be 

specifically anticipated and discussed with the patient? 

 

A. Increased risk of mandibular fracture 

B. Increased risk of temporomandibular joint injury 

C. Increased risk of inferior alveolar nerve injury 

D. Increased risk of oroantral communication 

 



247. A patient reports a burning, altered sensation of the lower lip and chin following removal of a 

deeply impacted mandibular third molar. Sensory testing confirms diminished but present sensation. 

What is the most appropriate initial management? 

 

A. Immediate microsurgical nerve repair without any observation period 

B. Reassurance only, with no further follow-up needed 

C. Close observation with serial sensory testing over time 

D. Extraction of additional adjacent teeth 

 

248. Which timeframe is generally considered appropriate before considering microsurgical exploration 

and repair of a suspected inferior alveolar nerve injury showing no improvement after third molar 

surgery? 

 

A. Immediately, within the first 24 hours regardless of findings 

B. Approximately 3 months of persistent, non-improving deficit with no signs of recovery 

C. Only after 5 years have passed 

D. Never, since nerve injuries cannot be surgically repaired 

 

249. A patient undergoing extraction of a maxillary tooth reports a sudden increase in bleeding along 

with crepitus and swelling extending into the cheek during the procedure. What complication is most 

likely occurring? 

 

A. Simple postoperative bruising only 

B. Alveolar osteitis 

C. Subcutaneous emphysema from handpiece air 

D. Normal expected bleeding 

 

250. A patient develops a sudden, severe headache, chest pain, and dyspnea shortly after a dental 

procedure using a high-speed air-driven handpiece near an open wound, with crepitus tracking into the 

neck. What life-threatening complication should be considered? 

 

A. Air embolism tracking to the mediastinum 



B. Simple vasovagal syncope 

C. Local anesthetic overdose only 

D. Normal postoperative discomfort 

 

251. A patient is scheduled for extraction of a mandibular second molar with radiographic evidence of 

an unusually curved, dilacerated root apex. Which surgical consideration is most important to 

anticipate? 

 

A. No special consideration is needed for root morphology 

B. Increased likelihood of a straightforward, uncomplicated extraction 

C. Decreased risk of root fracture compared to a straight root 

D. Increased risk of root fracture during extraction, potentially requiring surgical (open) extraction 

technique 

 

252. A patient is undergoing extraction of a maxillary molar with radiographically fused, divergent 

roots. Which extraction technique consideration is most appropriate? 

 

A. Simple forceps extraction without any tooth sectioning is always sufficient 

B. Surgical tooth sectioning to separate the roots, allowing individual removal along their respective 

paths of withdrawal 

C. Extraction should never be attempted regardless of technique 

D. General anesthesia is mandatory for any molar extraction 

 

253. A patient with a history of long-term bisphosphonate use requires extraction of a symptomatic, 

nonrestorable tooth. Which approach best balances the need for extraction against osteonecrosis risk? 

 

A. Refuse to ever extract the tooth under any circumstances 

B. Extract using maximally traumatic technique to ensure complete removal 

C. Atraumatic extraction with primary closure and informed consent 

D. Refer only for tooth whitening instead of extraction 

 



254. A patient reports that a tooth fragment or root tip was inadvertently left in the socket after a 

difficult extraction, confirmed on a postoperative radiograph as small and deeply positioned near a vital 

structure. What is the most appropriate management consideration? 

 

A. Automatic removal is always required regardless of size or location 

B. No radiograph is ever needed to assess a retained fragment 

C. The patient should be told nothing about the retained fragment 

D. Weigh further surgical trauma against monitoring the fragment 

 

255. A patient develops significant swelling and ecchymosis of the face and neck following a surgical 

extraction, without signs of infection, several hours postoperatively. What is the most likely explanation 

and appropriate management? 

 

A. Active infection requiring immediate intravenous antibiotics 

B. Postoperative hematoma from surgical trauma 

C. Allergic reaction requiring epinephrine 

D. Osteoradionecrosis requiring hyperbaric oxygen 

 

256. A patient scheduled for multiple extractions under general anesthesia is found to have a family 

history of malignant hyperthermia. Which anesthetic consideration is most critical? 

 

A. Avoiding triggering agents such as volatile anesthetics and succinylcholine, with dantrolene 

available, per anesthesiology consultation 

B. Proceeding with standard general anesthesia protocol without any modification 

C. Malignant hyperthermia risk is irrelevant to anesthetic planning 

D. Using only local anesthesia is impossible in this scenario 

 

257. During general anesthesia for a surgical extraction, a patient develops sudden severe muscle 

rigidity, tachycardia, and rapidly rising body temperature. What is the most appropriate immediate 

treatment? 

 

A. Continue the anesthetic and procedure without any change 



B. Stop all triggering agents immediately and administer dantrolene while providing supportive cooling 

measures 

C. Administer additional succinylcholine to relax the muscles 

D. Simply observe without any specific pharmacologic treatment 

 

258. A patient is scheduled for conscious (moderate) sedation for a lengthy surgical procedure. Which 

monitoring parameter is most essential throughout the sedation to detect early respiratory depression? 

 

A. Skin temperature alone 

B. Urine output alone 

C. Bowel sounds alone 

D. Continuous pulse oximetry and capnography 

 

259. A patient receiving nitrous oxide/oxygen sedation reports lightheadedness and reports feeling like 

they might vomit partway through the procedure. What is the most appropriate immediate action? 

 

A. Increase the nitrous oxide concentration further 

B. Immediately discontinue the procedure and administer general anesthesia instead 

C. Reduce the nitrous oxide concentration and increase oxygen flow, reassessing the patient's comfort 

D. Ignore the symptoms and continue at the same concentration 

 

260. At the conclusion of a nitrous oxide/oxygen sedation appointment, which step is essential before 

discharging the patient to prevent diffusion hypoxia? 

 

A. Administering 100% oxygen for several minutes after discontinuing nitrous oxide 

B. Discharging the patient immediately after stopping nitrous oxide with no additional oxygen 

C. Administering additional nitrous oxide before discharge 

D. No specific step is needed at the end of sedation 

 

261. A patient with a history of chronic obstructive pulmonary disease (COPD) is being considered for 

nitrous oxide sedation. Which consideration is most important regarding this patient's respiratory drive? 

 



A. Some COPD patients rely on hypoxic respiratory drive, so careful oxygen titration and monitoring 

are needed to avoid suppressing this drive 

B. Nitrous oxide is absolutely contraindicated in every COPD patient without exception 

C. COPD has no relevance to sedation planning 

D. Maximum oxygen concentration should always be given regardless of the patient's individual drive 

 

262. A pediatric patient is scheduled for a restorative procedure using nitrous oxide sedation and 

requires a specific dosing approach. Which statement about nitrous oxide use in children is most 

accurate? 

 

A. Nitrous oxide is contraindicated in all pediatric patients 

B. Effective, safe anxiolytic in appropriately selected, cooperative children 

C. Nitrous oxide provides no anxiolytic benefit in children 

D. Nitrous oxide requires no monitoring in pediatric patients 

 

263. A child becomes increasingly uncooperative and anxious during a restorative procedure despite 

nitrous oxide sedation and behavior guidance techniques, with treatment still medically necessary. 

Which next step is most appropriate? 

 

A. Physically restrain the child without any further discussion with the parent 

B. Abandon all treatment permanently regardless of dental need 

C. Proceed with treatment using excessive force to complete it quickly 

D. Escalate behavior guidance, stabilization, or refer for deeper sedation 

 

264. A patient requires local anesthesia for a mandibular block but has a documented allergy to both 

amide and ester local anesthetics confirmed by allergy testing. Which alternative approach might be 

considered for pain control during a necessary procedure? 

 

A. Refuse to ever treat the patient again 

B. Proceed with a standard amide anesthetic regardless of the allergy 

C. Allergist consultation and alternatives like diphenhydramine or general anesthesia 

D. Use only ice as the sole method of pain control for a surgical procedure 

 



265. A patient requires a greater palatine nerve block to anesthetize the posterior hard palate for a 

procedure. Which anatomic landmark is most useful for locating the injection site? 

 

A. The incisive papilla 

B. The retromolar pad 

C. The greater palatine foramen near the second/third molar 

D. The mental foramen 

 

266. Which injection technique is used to anesthetize the anterior hard palate, including the area around 

the incisive papilla, for procedures involving the maxillary anterior teeth? 

 

A. Greater palatine nerve block 

B. Nasopalatine nerve block at the incisive papilla 

C. Inferior alveolar nerve block 

D. Long buccal nerve block 

 

267. A patient requires anesthesia of the buccal soft tissue adjacent to the mandibular molars for a 

procedure involving that region, in addition to pulpal anesthesia from an inferior alveolar block. Which 

additional injection is needed? 

 

A. Long buccal nerve block 

B. Greater palatine nerve block 

C. Nasopalatine nerve block 

D. Posterior superior alveolar nerve block 

 

268. A patient requires extraction of a maxillary second premolar, and the clinician wants to anesthetize 

the buccal soft tissue and periodontium along with the pulp. Which combination of injections is most 

appropriate? 

 

A. Inferior alveolar nerve block alone 

B. Nasopalatine nerve block alone 

C. Long buccal nerve block alone 



D. Middle superior alveolar plus greater palatine block 

 

269. A patient reports that a maxillary buccal infiltration failed to achieve adequate pulpal anesthesia for 

a first molar restoration, despite proper technique and adequate anesthetic volume. Which anatomic 

factor might explain this failure? 

 

A. The mandibular canal is unusually deep 

B. Dense cortical bone near the zygomatic buttress impedes diffusion 

C. The patient has an allergy to the anesthetic 

D. The needle was too short for any maxillary injection 

 

270. A patient continues to report pulpal pain during endodontic access on a mandibular molar despite 

an adequate inferior alveolar nerve block, consistent with a "hot tooth" phenomenon common in 

irreversible pulpitis. Which supplemental technique is most appropriate? 

 

A. Repeating only the same inferior alveolar block technique identically 

B. Discontinuing treatment permanently without further attempt at anesthesia 

C. Supplemental intraosseous, intraligamentary, or intrapulpal anesthesia to achieve adequate pulpal 

anesthesia 

D. Increasing the vasoconstrictor concentration alone without any technique change 

 

271. A patient requires a fixed partial denture to replace a missing mandibular first molar, with healthy 

abutment teeth on either side. Which pontic design is most self-cleansing and hygienic for a posterior 

location? 

 

A. Saddle (ridge lap) pontic 

B. Modified ridge lap with full tissue contact 

C. Ovate pontic requiring a surgical socket 

D. Sanitary pontic with no tissue contact 

 

272. A patient requires a fixed partial denture pontic in the maxillary anterior esthetic zone. Which 

pontic design best balances a natural emergence profile with reasonable hygiene access? 



A. Ovate pontic in a tissue concavity 

B. Sanitary pontic with no tissue contact 

C. Saddle pontic with full ridge coverage 

D. Conical pontic with a single point of contact only 

 

273. A fixed partial denture abutment tooth shows excessive mobility and inadequate periodontal 

support to serve alone. Which design principle should guide treatment planning in this situation? 

 

A. Splinting additional abutment teeth together 

B. Using only the single mobile tooth as the sole abutment regardless of support 

C. Ignoring periodontal support when planning abutment teeth 

D. Always extracting any tooth with any degree of mobility 

 

274. A patient is being evaluated for a three-unit fixed partial denture. Which factor is most important in 

assessing whether the abutment teeth can adequately support the prosthesis, per Ante's law? 

 

A. The color match between the abutment teeth and the pontic 

B. Combined periodontal ligament area of abutments 

C. The patient's preference for tooth shape alone 

D. The cost of the laboratory fabrication process alone 

 

275. A patient requires a removable partial denture for a Kennedy Class I arch (bilateral edentulous 

areas posterior to the remaining natural teeth). Which design consideration is most important given this 

classification? 

 

A. No special design considerations are needed for this classification 

B. A fixed partial denture is always preferred instead regardless of span 

C. Distal extension bases needing careful stress distribution 

D. Only tooth-borne rests are needed with no soft tissue support consideration 

 



276. A patient has a Kennedy Class III arch with a single edentulous space bounded by natural teeth on 

both the mesial and distal sides. Which type of removable or fixed prosthesis is generally most 

appropriate given this classification? 

 

A. A distal extension removable partial denture is required 

B. No prosthesis is possible for this classification 

C. Only a complete denture is appropriate 

D. A tooth-borne fixed or removable partial denture 

 

277. A removable partial denture design includes a rest seat prepared on the abutment tooth to receive an 

occlusal or incisal rest. What is the primary function of this rest? 

 

A. Purely esthetic enhancement with no functional role 

B. Retention of the prosthesis against dislodging forces only 

C. Providing indirect retention exclusively, with no vertical support function 

D. Transmitting vertical forces along the abutment's long axis 

 

278. A removable partial denture is being designed with a clasp assembly on an abutment tooth. Which 

component of the clasp assembly specifically resists vertical dislodging forces away from the tissue? 

 

A. The rest alone 

B. The minor connector alone 

C. The retentive clasp arm in an undercut 

D. The major connector alone 

 

279. A patient's removable partial denture framework includes a major connector spanning the palate. 

Which design consideration is most important regarding the extent and location of this connector? 

 

A. It should always cover the entire palate regardless of support needs 

B. Rigid, tissue-relieved, and clear of speech interference 

C. It should be as thin and flexible as possible for comfort 

D. It should always avoid contact with any hard palate tissue 



280. A complete denture patient reports that the maxillary denture becomes dislodged during wide 

opening and lateral jaw movements. Which factor is most likely responsible if the posterior palatal seal 

and border extensions are otherwise adequate? 

 

A. Overextended borders impinging on muscle attachments 

B. Excessive interocclusal space that is too large 

C. Denture base material that is too rigid 

D. Adequate peripheral seal throughout all positions 

 

281. A complete denture wearer reports generalized soreness and burning of the mucosa under the 

denture, with clinical examination showing diffuse erythema conforming to the denture base outline. 

What is the most likely diagnosis? 

 

A. Traumatic ulcer from a localized overextension 

B. Denture stomatitis from Candida overgrowth 

C. Squamous cell carcinoma 

D. Normal expected tissue response to any denture 

 

282. Which recommendation is most appropriate for managing a patient with denture stomatitis in 

addition to any needed antifungal therapy? 

 

A. Continue wearing the denture 24 hours a day without removal 

B. Avoid cleaning the denture to prevent further irritation 

C. Increase denture adhesive use as the primary treatment 

D. Improve hygiene, remove at night, and disinfect 

 

283. A patient reports a burning sensation localized specifically to areas of direct contact with a new 

chrome-cobalt removable partial denture framework, without diffuse erythema elsewhere. What is the 

most likely cause? 

 

A. Denture stomatitis from Candida overgrowth 

B. Normal expected adaptation requiring no evaluation 



C. Contact allergic reaction to the metal alloy 

D. Traumatic ulcer from a sharp denture tooth cusp 

 

284. A patient is being evaluated for a single dental implant to replace a missing mandibular first molar. 

Which factor is most critical for achieving successful osseointegration during the initial healing period? 

 

A. Primary stability with minimal micromotion during healing 

B. Immediate loading of the implant with a full crown on the day of placement in every case 

C. Placing the implant regardless of available bone quantity or quality 

D. Using the shortest possible healing time in all patients regardless of bone quality 

 

285. A radiograph of a previously placed dental implant shows progressive crestal bone loss around the 

implant with bleeding on probing and increased probing depth, but the implant remains clinically stable 

(non-mobile). What is the most likely diagnosis? 

 

A. Normal expected bone remodeling with no concern 

B. Peri-implantitis, inflammatory bone loss around a stable implant 

C. Implant failure requiring immediate removal regardless of mobility 

D. Peri-implant mucositis limited strictly to soft tissue with no bone loss 

 

286. Which initial treatment approach is most appropriate for peri-implant mucositis (inflammation 

confined to soft tissue without radiographic bone loss)? 

 

A. Immediate implant removal 

B. Surgical bone grafting around the implant 

C. Systemic antibiotics as the sole intervention 

D. Improved hygiene and professional implant debridement 

 

287. A patient is being evaluated for implant placement in the posterior maxilla, and cone beam CT 

reveals insufficient vertical bone height below the maxillary sinus floor. Which procedure is most 

commonly used to increase available bone height in this region? 

 



A. Maxillary sinus lift with bone graft 

B. Guided tissue regeneration of the periodontal ligament 

C. Osseous resective crown lengthening surgery 

D. Extraction of an adjacent healthy tooth to gain space 

 

288. A patient requires implant placement in the posterior mandible near the inferior alveolar canal, with 

cone beam CT showing marginal vertical bone height above the canal. Which planning consideration is 

most critical to avoid nerve injury? 

 

A. Ignoring the canal location entirely during planning 

B. Using the longest possible implant regardless of measured distance to the canal 

C. Precise 3D measurement of bone above the canal 

D. Placing the implant freehand without any radiographic guidance 

 

289. A patient's centric relation position differs from their habitual maximum intercuspation position by 

a small, uniform, symmetric slide with no associated symptoms. What is the most appropriate 

characterization of this finding? 

 

A. This always indicates significant temporomandibular joint pathology requiring surgery 

B. A common, physiologic finding needing no intervention 

C. This finding is always pathologic and requires immediate full-mouth reconstruction 

D. Centric relation and maximum intercuspation must always coincide exactly in every healthy patient 

 

290. A patient reports jaw joint clicking that occurs early in opening and reduces (disappears) as 

opening continues, occurring consistently on the same side. What is the most likely diagnosis? 

 

A. Disc displacement with reduction 

B. Disc displacement without reduction (closed lock) 

C. Osteoarthritis of the joint 

D. Normal joint function with no displacement 

 



291. A patient with chronic bruxism is being considered for an occlusal guard (night guard) to protect 

the dentition. Which design feature is most important for the guard's effectiveness in reducing muscle 

hyperactivity and tooth wear? 

 

A. Leaving the guard loose-fitting for comfort 

B. Fabricating the guard to cover only a few anterior teeth 

C. Making the guard as thin as possible regardless of material strength 

D. Even occlusal contact with canine guidance 

 

292. A patient's occlusal analysis reveals a working-side contact pattern where the posterior teeth on the 

side toward which the mandible moves maintain contact during lateral excursion, while the non-working 

(balancing) side teeth are free of contact. What occlusal scheme does this describe? 

 

A. Balanced occlusion with bilateral simultaneous contact 

B. Lingualized occlusion 

C. Mutually protected occlusion, disclusion on the non-working side 

D. Complete denture balanced occlusion requiring bilateral contact 

 

293. A patient's complete dentures are being designed with a balanced occlusal scheme providing 

simultaneous bilateral contact in excursive movements. For which type of prosthesis is this occlusal 

scheme most specifically indicated? 

 

A. A single-tooth implant crown 

B. A three-unit tooth-supported fixed partial denture 

C. A natural, fully dentate arch with healthy periodontium 

D. Complete dentures, for stability during function 

 

294. A patient requires an occlusal adjustment (equilibration) due to identified premature contacts and 

interferences causing muscle discomfort. Which principle should guide this treatment? 

 

A. Conservative, selective grinding of specific interferences 

B. Aggressive, unguided grinding of as many teeth as possible 



C. Ignoring any identified interferences and doing nothing 

D. Extraction of any tooth found to have a premature contact 

 

295. A patient is diagnosed with myofascial pain of the muscles of mastication, without significant intra-

articular joint pathology. Which initial, conservative management approach is most appropriate? 

 

A. Immediate surgical intervention on the joint 

B. Conservative measures: education, therapy, and splints 

C. Extraction of teeth to eliminate any occlusal contact entirely 

D. Permanent, irreversible occlusal adjustment as the first-line treatment 

 

296. A patient requires a full-coverage crown, and the clinician must decide on the finish line design at 

the gingival margin. Which finish line design provides the most accurate marginal fit and is commonly 

used with all-ceramic restorations? 

 

A. Feather edge (knife edge) margin 

B. Chamfer margin only, never appropriate for ceramics 

C. Rounded shoulder margin, common for all-ceramic crowns 

D. Bevel margin exclusively for all restoration types 

 

297. A patient's tooth preparation for a full-coverage crown shows inadequate total occlusal convergence 

(taper), with nearly parallel axial walls. What is the most likely clinical consequence of this preparation 

design? 

 

A. Excessive, unwanted mobility of the finished crown 

B. Improved marginal fit compared to a properly tapered preparation 

C. No clinically significant consequence 

D. Increased undercut risk, harder seating, more cement space needed 

 

298. A patient's crown preparation shows excessive total occlusal convergence (over-tapered axial 

walls). What is the most likely clinical consequence of this design? 

 



A. Improved resistance and retention form for the final restoration 

B. Reduced retention, may need extra retentive features 

C. No effect on retention whatsoever 

D. Increased risk of undercuts preventing seating 

 

299. A patient requires a provisional (temporary) crown while a permanent restoration is fabricated. 

Which function of the provisional restoration is most important for protecting the prepared tooth and 

surrounding tissues during this interim period? 

 

A. Providing permanent, definitive esthetics with no further adjustment ever needed 

B. Purely cosmetic value with no protective function at all 

C. Protects the tooth and maintains occlusal relationships 

D. Providing final, definitive occlusal adjustment with no changes expected at cementation 

 

300. A patient's provisional crown becomes loose and shows evidence of marginal leakage with the 

underlying prepared tooth reporting new sensitivity. What is the most appropriate immediate 

management? 

 

A. Recement or refabricate promptly to protect the tooth 

B. Ignore the looseness since it has no clinical significance 

C. Proceed directly to permanent cementation of the final restoration regardless of fit 

D. Extract the tooth due to the loose provisional 

 

301. A dental implant restoration uses a screw-retained crown design rather than a cement-retained 

design. Which advantage is most specifically associated with a screw-retained approach? 

 

A. Generally superior esthetics in all situations compared to cement retention 

B. Elimination of any need for precise implant angulation planning 

C. Lower laboratory fabrication cost in all cases 

D. Predictable retrievability without sectioning cement 

 



302. A cement-retained implant crown is placed, and several months later the patient develops peri-

implant inflammation and bleeding on probing. Which factor should be specifically investigated as a 

potential contributing cause? 

 

A. Residual subgingival cement acting as a chronic irritant 

B. The type of screw used to retain the abutment 

C. The color of the crown itself 

D. The patient's blood type 

 

303. A patient is being planned for an implant-supported overdenture in the edentulous mandible. Which 

attachment system consideration is most important for long-term maintenance given the expected wear 

of retentive components over time? 

 

A. Attachments never require any maintenance once placed 

B. The overdenture should never be removable once completed 

C. Periodic replacement of worn retentive inserts 

D. Only bar-and-clip attachments should ever be considered regardless of case factors 

 

304. A patient with a mandibular implant-supported overdenture reports the prosthesis feels loose and 

comes out more easily than when first placed one year ago, with the implants themselves remaining 

clinically stable. What is the most likely explanation? 

 

A. Implant failure requiring removal of the fixtures 

B. Normal wear of the retentive attachment components 

C. Fracture of the implant fixtures themselves 

D. Peri-implantitis causing the looseness 

 

305. A patient requires a fixed implant-supported prosthesis replacing an entire edentulous arch, 

commonly known by a trade name emphasizing a reduced number of implants supporting a full-arch 

fixed restoration. Which implant number and design philosophy does this concept generally describe? 

 

A. Twelve or more implants are always required per arch 



B. Only removable overdentures qualify under this concept 

C. A minimum of six to eight implants is always mandatory regardless of bone quality 

D. As few as four strategically angled implants 

 

306. A patient is being evaluated for a full-arch, implant-supported fixed prosthesis using a reduced-

implant, tilted-posterior-implant treatment concept. Which anatomic structure is a tilted posterior 

implant in the maxilla often designed to avoid engaging directly? 

 

A. The maxillary sinus, angling anterior to the wall 

B. The mandibular canal, which is not present in the maxilla 

C. The mental foramen, which is a mandibular structure 

D. The temporomandibular joint 

 

307. A patient's diagnostic wax-up and try-in for a complete denture reveals that the planned tooth 

position significantly affects lip support and facial esthetics. Which principle should guide anterior tooth 

position selection in complete denture fabrication? 

 

A. Tooth position should be selected arbitrarily with no reference to prior anatomy or patient guidance 

B. Tooth position should always be set as far lingually as possible regardless of lip support 

C. Guided by ridge position, prior records, and phonetics 

D. Only phonetic testing should determine tooth position, with no consideration of esthetics 

 

308. A complete denture try-in reveals excessive display of the maxillary anterior teeth at rest, with the 

patient reporting the smile appears unnatural. Which adjustment is most appropriate? 

 

A. Increase the vertical dimension of occlusion further 

B. Add more posterior teeth to the arrangement 

C. Reduce anterior tooth length or reposition them 

D. Make no adjustment since tooth display cannot be modified 

 



309. A complete denture patient reports the dentures click audibly together during speech, and clinical 

evaluation reveals the vertical dimension of occlusion is excessive. Which finding would confirm this 

diagnosis at rest? 

 

A. A large freeway space (interocclusal rest space) greater than normal 

B. A reduced or absent freeway space at rest 

C. Normal freeway space with no discrepancy 

D. Excessive freeway space with facial collapse 

 

310. A complete denture patient reports difficulty with certain speech sounds, along with a strained 

facial appearance and rapid muscle fatigue. Clinical evaluation reveals an excessive freeway space 

beyond the normal range. What is the most likely underlying issue? 

 

A. Excessive vertical dimension of occlusion 

B. Insufficient vertical dimension of occlusion 

C. Perfectly correct vertical dimension of occlusion 

D. An unrelated temporomandibular joint disorder 

 

311. A complete denture patient's posterior teeth show a cusp angle and occlusal scheme selected to 

minimize horizontal forces transmitted to the underlying ridge during mastication. Which posterior tooth 

form is most consistent with this design goal? 

 

A. Zero-degree or low-cusp-angle posterior teeth 

B. Steep 33-degree cusp angle posterior teeth 

C. Anatomic teeth with pronounced, steep cusps throughout 

D. Any cusp angle, since angle has no effect on ridge forces 

 

312. A complete denture patient's posterior teeth are being selected with steeper, anatomic cusps rather 

than a cuspless design. Which situation would most appropriately favor this steeper cusp form choice? 

 

A. A patient with severely resorbed, poor-quality residual ridges 

B. A patient prioritizing minimal horizontal force transmission above all else 



C. Any complete denture patient without exception 

D. Favorable ridge, good neuromuscular control, wants efficiency 

 

313. A patient's complete denture impressions are being evaluated for accuracy in capturing the 

functional depth and width of the vestibule, including muscle attachment areas. Which impression 

technique principle is most important for achieving a well-extended, accurate final impression? 

 

A. Using only a stock tray with no custom tray or border molding at all 

B. Avoiding any patient movements during the impression procedure entirely 

C. Taking the impression with the mouth held rigidly closed throughout 

D. Border molding using functional muscle movements 

 

314. A mandibular complete denture consistently dislodges when the patient protrudes the tongue or 

opens widely, despite an otherwise adequate posterior seal and border extension elsewhere. Which 

specific area of the impression or denture border is most likely inadequately extended or shaped? 

 

A. The posterior palatal seal area, which is a maxillary landmark 

B. The lingual flange near the mylohyoid ridge 

C. The buccal frenum area alone 

D. The labial frenum area alone 

 

315. A patient's mandibular complete denture shows adequate retention at rest but lifts during wide 

mouth opening, correlating with movement of a specific muscle attachment near the posterior lingual 

flange. Which muscle attachment is most likely responsible? 

 

A. The mylohyoid muscle ridge during floor elevation 

B. The masseter muscle, a maxillary structure 

C. The buccinator muscle acting only on the buccal flange 

D. The temporalis muscle, unrelated to the lingual flange 

 



316. A 3-year-old presents with multiple carious lesions on the smooth surfaces of the maxillary anterior 

teeth, sparing the mandibular incisors, with a history of prolonged nighttime bottle feeding with juice. 

What is the most likely diagnosis? 

 

A. Molar incisor hypomineralization 

B. Amelogenesis imperfecta 

C. Early childhood caries (nursing/bottle caries) 

D. Congenital syphilis stigmata 

 

317. Which counseling point is most important for preventing early childhood caries in a toddler still 

using a bottle at bedtime? 

 

A. Increase juice concentration for better taste 

B. Avoid bottles with anything but water at bedtime 

C. Bottle feeding has no effect on caries risk 

D. Fluoride toothpaste should never be used in toddlers 

 

318. A child presents with a carious primary maxillary incisor that is asymptomatic with no radiographic 

periapical involvement. Which restorative option is most appropriate to restore function and esthetics? 

 

A. Extraction as the only option 

B. Stainless steel crown only, regardless of esthetic zone 

C. Strip crown or composite for anterior esthetics 

D. Amalgam restoration for anterior esthetics 

 

319. A child presents with extensive caries involving multiple surfaces of a primary molar, with the 

tooth remaining vital. Which restoration is most durable and appropriate for this posterior primary 

tooth? 

 

A. Stainless steel crown 

B. Strip crown 

C. Class V composite alone 



D. No restoration since primary teeth will exfoliate 

 

320. A child's primary second molar is extracted prematurely due to extensive caries, with the 

permanent successor not expected to erupt for several years. Which appliance is most appropriate to 

prevent space loss? 

 

A. Removable partial denture for all cases 

B. No appliance is ever needed after any extraction 

C. Complete denture 

D. A space maintainer (band-and-loop appliance) 

 

321. Which factor most strongly indicates the need for a space maintainer after premature loss of a 

primary tooth? 

 

A. The child's age alone, regardless of dental development 

B. The color of the adjacent teeth 

C. Time until eruption and risk of space loss 

D. Whether the child prefers a removable or fixed appliance 

 

322. A child presents with early loss of a primary mandibular first molar, and the permanent first molar 

has already erupted and begun drifting mesially into the space. What is the most likely consequence if 

left untreated? 

 

A. Loss of arch length and premolar space deficiency 

B. Automatic self-correction of the space with no intervention needed 

C. No effect on the permanent dentition at all 

D. Improved alignment of the permanent dentition 

 

323. A 7-year-old presents for a routine exam, and radiographs show a permanent first molar with deep 

occlusal pits and fissures but no radiographic or clinical caries. Which preventive measure is most 

appropriate? 

 



A. Immediate stainless steel crown placement 

B. No preventive measure is available for pits and fissures 

C. Extraction to prevent future caries 

D. Pit and fissure sealant on the high-risk surface 

 

324. Which criterion is most important for successful long-term retention of a pit and fissure sealant? 

 

A. Applying the sealant over active, visible decay for best adhesion 

B. Adequate moisture control (isolation) during placement 

C. Avoiding acid etching of the enamel surface entirely 

D. Applying the sealant as thickly as possible regardless of occlusion 

 

325. A child presents with a traumatic injury resulting in a complicated crown fracture with pulp 

exposure of a permanent maxillary incisor, occurring one hour ago. Which treatment is most appropriate 

for this young permanent tooth with an immature (open) apex? 

 

A. Immediate extraction of the tooth 

B. No treatment since primary tooth protocols apply 

C. Full root canal treatment with immediate complete obturation regardless of apex maturity 

D. Vital pulp therapy to preserve pulp vitality (apexogenesis) 

 

326. A young permanent tooth with an immature, open apex has a necrotic pulp following trauma, with 

no further root development possible. Which procedure is most appropriate to encourage continued 

apical closure using a mineralized barrier? 

 

A. Traditional gutta-percha obturation performed immediately without any barrier technique 

B. Apexification with calcium hydroxide or MTA barrier 

C. Extraction as the only viable option 

D. Observation only, with no active intervention 

 

327. A 6-year-old presents with an avulsed primary maxillary incisor following a fall. What is the most 

appropriate management of the avulsed primary tooth? 



A. Do not reimplant, given risk to the permanent successor 

B. Reimplant the primary tooth using the same protocol as for a permanent tooth 

C. Reimplant regardless of any developmental risk 

D. Store the primary tooth in milk for delayed reimplantation 

 

328. A child presents with intrusion of a primary maxillary incisor following trauma, with the tooth 

pushed apically into the socket. Which consideration is most important regarding management? 

 

A. Immediate forceful repositioning is always required 

B. No monitoring of the permanent successor is ever needed 

C. Monitor for effects on the developing successor 

D. Extraction is contraindicated under all circumstances 

 

329. A pediatric patient with a behavioral concern requires a stainless steel crown on a primary molar, 

and the child becomes moderately anxious but is otherwise cooperative with verbal guidance. Which 

behavior management technique is most appropriate as a first-line approach? 

 

A. Immediate general anesthesia for a routine restorative procedure 

B. Physical restraint without further attempt at communication 

C. Pharmacologic sedation as the automatic first choice regardless of cooperation 

D. Tell-show-do with positive reinforcement and voice control 

 

330. A child remains highly uncooperative despite tell-show-do and positive reinforcement, and 

treatment is time-sensitive and medically necessary. Which next-level behavior management option 

might reasonably be considered? 

 

A. Immediately transfer care permanently to another unrelated specialty 

B. Repeat the identical basic techniques indefinitely with no escalation 

C. Nitrous oxide, stabilization with consent, or deeper sedation 

D. Physical restraint without any parental discussion or consent 

 



331. A 4-year-old presents with a habit of persistent thumb sucking causing an anterior open bite. Which 

initial management approach is most appropriate? 

 

A. Positive reinforcement and family behavior counseling 

B. Immediate orthodontic appliance therapy regardless of age 

C. Extraction of anterior teeth to correct the open bite 

D. No intervention or counseling of any kind since the habit is inconsequential 

 

332. A 9-year-old continues a persistent thumb sucking habit with progressive anterior open bite 

affecting the permanent dentition, despite behavior modification attempts. Which intervention is most 

appropriate at this stage? 

 

A. Continued behavior modification alone indefinitely with no escalation 

B. A habit-breaking appliance such as a palatal crib 

C. Extraction of all anterior teeth 

D. No further intervention since permanent teeth will self-correct regardless 

 

333. A child in the early mixed dentition stage shows a Class II malocclusion with significant 

mandibular retrusion, and the clinician wants to take advantage of remaining growth potential. Which 

type of orthodontic appliance is most appropriate for this growth modification goal? 

 

A. Fixed comprehensive braces on all teeth immediately 

B. Complete denture 

C. Retainer only, with no active treatment 

D. A functional appliance to encourage mandibular growth 

 

334. A patient in early mixed dentition presents with a posterior crossbite associated with a narrow 

maxillary arch and a functional mandibular shift on closure. Which appliance is most appropriate to 

correct the underlying maxillary constriction? 

 

A. Rapid palatal expander to widen the maxillary arch 

B. Headgear directed at the maxilla to restrict growth 



C. Functional appliance for mandibular growth 

D. Extraction of maxillary premolars 

 

335. A growing patient with a Class III malocclusion and maxillary deficiency is being considered for 

growth modification. Which appliance is most appropriate to encourage forward maxillary growth? 

 

A. Functional appliance for mandibular retrusion 

B. Protraction facemask to advance the maxilla 

C. Rapid palatal expander alone with no other appliance 

D. Retainer only with no active appliance therapy 

 

336. A patient's orthodontic treatment plan includes extraction of premolars to relieve severe dental 

crowding in a fully permanent dentition with good facial profile balance. Which principle should guide 

this extraction decision? 

 

A. Extraction is never indicated in orthodontic treatment under any circumstances 

B. Extraction should be based solely on the patient's personal preference with no clinical analysis 

C. Base decisions on crowding, profile, and arch-tooth discrepancy 

D. All patients with any crowding automatically require extraction regardless of severity 

 

337. A patient completes comprehensive orthodontic treatment with braces, and the appliances are 

removed. Which phase of treatment is most critical to prevent relapse of tooth position? 

 

A. No further treatment or appliance is needed after braces are removed 

B. Immediate re-extraction of any previously extracted teeth is required 

C. Repeating the entire active orthodontic treatment from the beginning 

D. Retention phase with a removable or fixed retainer 

 

338. A patient's orthodontic retainer is found to be ill-fitting several months after initial delivery, with 

the clinician noting some relapse of tooth position. Which factor most likely explains this finding? 

 



A. The retainer material has degraded chemically over time in all cases 

B. Inconsistent retainer wear allowing gradual relapse 

C. Retainers never require any adjustment or monitoring once delivered 

D. The original orthodontic treatment must have been performed incorrectly 

 

339. A patient requires orthodontic treatment involving anchorage control, using a temporary anchorage 

device (mini-implant) to prevent unwanted tooth movement during space closure. What is the primary 

function of this device? 

 

A. Providing permanent, lifelong retention after treatment is complete 

B. Replacing a missing tooth as a permanent prosthetic solution 

C. A stable, temporary skeletal anchor point 

D. Serving as the primary bracket for all orthodontic tooth movement 

 

340. A patient's panoramic radiograph taken during orthodontic treatment planning reveals an 

ectopically positioned, impacted maxillary canine overlapping the root of the lateral incisor. Which 

additional imaging technique would best localize the canine's exact three-dimensional position? 

 

A. CBCT for precise three-dimensional localization 

B. A second identical panoramic radiograph with no change in technique 

C. A lateral cephalometric radiograph alone 

D. An occlusal radiograph alone, without any other imaging 

 

341. A patient's cephalometric analysis shows a Frankfort-mandibular plane angle (FMA) that is 

significantly higher than normal, along with a long lower facial height. Which facial growth pattern does 

this most likely indicate? 

 

A. A vertical (hyperdivergent) growth pattern 

B. A horizontal (hypodivergent) growth pattern with a flat mandibular plane 

C. Completely average, normodivergent facial growth 

D. No relationship exists between FMA and facial growth pattern 

 



342. A patient with a hyperdivergent (vertical) growth pattern and an anterior open bite is being 

considered for orthodontic treatment. Which treatment consideration is most important given this 

specific growth pattern? 

 

A. Using only extraoral traction to encourage further vertical growth 

B. Ignoring growth pattern entirely when selecting mechanics 

C. Avoid mechanics that further extrude posterior teeth 

D. Encouraging extrusion of posterior teeth as the primary treatment goal 

 

343. A patient requires orthodontic treatment and has a documented allergy to nickel. Which 

consideration is most important regarding appliance material selection? 

 

A. Nickel allergy has no relevance to orthodontic appliance selection 

B. Standard nickel-containing stainless steel brackets and wires should always be used regardless of 

allergy 

C. Extraction of all teeth is required instead of orthodontic treatment 

D. Selecting nickel-free or reduced-nickel appliance components 

 

344. A patient undergoing orthodontic treatment develops white spot lesions around the brackets due to 

inadequate oral hygiene during treatment. Which preventive strategy is most important to reduce this 

risk going forward? 

 

A. Discontinuing orthodontic treatment entirely due to this finding 

B. Reinforced hygiene, fluoride, and close monitoring 

C. Ignoring the lesions since they always resolve completely on their own 

D. Removing all brackets immediately and restarting treatment from the beginning 

 

345. A patient's mandibular incisors show significant crowding in the permanent dentition, and 

cephalometric analysis reveals adequate arch length but a tooth size-arch length discrepancy from 

slightly larger than average tooth widths. Which term describes this specific discrepancy? 

 

A. Arch length-tooth size discrepancy (relative tooth size excess) 



B. Skeletal Class II malocclusion 

C. Vertical growth pattern discrepancy 

D. Transverse maxillary deficiency 

 

346. A patient's orthodontic diagnostic records include a Bolton analysis comparing the combined 

mesiodistal widths of the maxillary and mandibular anterior or full arch teeth. What is the primary 

purpose of this specific analysis? 

 

A. Measuring only the vertical dimension of occlusion 

B. Identifying a tooth size discrepancy between the arches 

C. Measuring facial growth pattern exclusively 

D. Determining skeletal Class I, II, or III relationships exclusively 

 

347. A patient's treatment plan includes interproximal enamel reduction (stripping) as part of managing 

a mild tooth size discrepancy identified by Bolton analysis. Which consideration is most important when 

performing this procedure? 

 

A. Removing as much enamel as possible regardless of remaining thickness 

B. Performing the procedure without any protective measures for adjacent soft tissue 

C. Interproximal reduction has no established limits or safety considerations 

D. Conservative removal within established safe limits 

 

348. A patient's orthodontic treatment plan includes clear aligner therapy rather than traditional fixed 

braces for mild to moderate crowding. Which factor is most important in determining candidacy for 

aligner therapy? 

 

A. Aligners are appropriate for any malocclusion severity without exception 

B. Patient compliance is irrelevant to aligner treatment success 

C. Case complexity, compliance, and required tooth movements 

D. Aligner therapy always produces identical results to fixed braces regardless of case type 

 



349. A patient wearing clear aligners reports the current aligner does not fully seat on certain teeth 

despite adequate wear time. What is the most likely explanation for this tracking discrepancy? 

 

A. The aligner material has an inherent manufacturing defect in all cases 

B. Tooth movement isn't tracking; evaluate and refine 

C. This finding is always normal and requires no evaluation 

D. The patient should discontinue aligner therapy entirely at the first sign of this issue 

 

350. A patient requires orthodontic treatment in conjunction with orthognathic (jaw) surgery to correct a 

severe skeletal discrepancy beyond what orthodontics alone can address. Which phase of treatment 

typically occurs first in a standard surgical orthodontic protocol? 

 

A. Presurgical orthodontics to align and coordinate arches 

B. Surgery is always performed before any orthodontic treatment begins 

C. Orthodontic treatment is never combined with orthognathic surgery 

D. Retention phase alone with no active orthodontic or surgical treatment 

 

351. A patient has completed presurgical orthodontics and is now scheduled for orthognathic surgery to 

correct a severe skeletal Class III discrepancy. Which phase of treatment follows the surgical procedure? 

 

A. No further orthodontic treatment is needed after surgery in any case 

B. Immediate permanent retention with no further active tooth movement ever needed 

C. Postsurgical orthodontics to detail occlusion, then retention 

D. Repeating the presurgical orthodontic phase from the beginning 

 

352. A patient's orthodontic records include a study of the transverse relationship between the maxillary 

and mandibular arches, revealing a unilateral posterior crossbite without any functional mandibular shift. 

Which type of crossbite does this most likely represent? 

 

A. A functional (shift-associated) crossbite 

B. A skeletal Class II crossbite specifically 

C. A crossbite caused entirely by a vertical growth pattern 



D. A true unilateral crossbite without a functional shift 

 

353. A patient presents with a functional posterior crossbite, in which the mandible shifts laterally on 

closure due to an underlying bilateral maxillary constriction. Which treatment consideration is most 

important given the functional nature of this crossbite? 

 

A. Ignoring the constriction entirely and treating only the apparent unilateral crossbite side 

B. Assuming the shift itself is the primary problem requiring only muscular retraining 

C. Extraction of teeth on the shifted side only 

D. Correct the underlying bilateral maxillary constriction 

 

354. A patient's orthodontic diagnostic workup includes an assessment of overjet and overbite. The 

patient shows increased overjet with normal overbite. Which malocclusion classification is most 

consistent with this specific finding pattern, assuming a Class II molar relationship? 

 

A. Class I malocclusion with normal anteroposterior relationship 

B. Class II Division 1: proclined incisors, increased overjet 

C. Class III malocclusion with negative overjet 

D. Class II Division 2 malocclusion with retroclined incisors and deep overbite 

 

355. A patient shows a Class II molar relationship with retroclined (lingually tipped) maxillary central 

incisors and a deep overbite, with relatively normal or only mildly increased overjet. Which 

malocclusion classification is most consistent with this finding pattern? 

 

A. Class II Division 2 malocclusion 

B. Class II Division 1 malocclusion 

C. Class I malocclusion 

D. Class III malocclusion 

 

356. A patient's orthodontic records reveal a significant discrepancy between the clinically measured 

overbite and the patient's vertical facial proportions, with the diagnosis noting a "dental" rather than 

"skeletal" open bite component. Which distinction does this terminology reflect? 



A. Both terms are interchangeable with no meaningful distinction 

B. This distinction only applies to overjet, never to overbite or open bite 

C. Dental open bite is tooth-driven; skeletal is jaw-driven 

D. Skeletal open bite is always more mild than dental open bite in every case 

 

357. A patient with a skeletal open bite from a hyperdivergent growth pattern is being considered for 

treatment options beyond growth modification, given the severity of the discrepancy in a fully grown 

adult. Which treatment approach is most appropriate at this stage? 

 

A. Growth modification appliances alone, since these remain effective in fully grown adults 

B. Combined orthodontic-orthognathic surgical treatment 

C. No treatment options exist for a fully grown adult with this condition 

D. Extraction of all posterior teeth as the sole necessary treatment 

 

358. A patient's diagnostic records include an assessment of the curve of Spee, noting an exaggerated 

(deep) curve in the mandibular arch. Which clinical significance does an exaggerated curve of Spee 

typically have for orthodontic treatment planning? 

 

A. It has no clinical significance for orthodontic treatment planning 

B. It only affects the maxillary arch, never the mandibular arch 

C. May need extra arch length and specific mechanics 

D. It always requires extraction of all mandibular teeth 

 

359. A patient's cephalometric analysis includes measurement of the Wits appraisal to assess the 

anteroposterior relationship between the maxilla and mandible. What does this specific measurement 

primarily evaluate? 

 

A. Anteroposterior discrepancy via perpendicular occlusal-plane projections 

B. The vertical growth pattern exclusively 

C. The transverse width of the maxillary arch exclusively 

D. The size discrepancy between individual tooth widths 

 



360. A patient's treatment planning includes assessment of both ANB angle and Wits appraisal, which 

show discordant results (one suggesting Class II, the other suggesting a more Class I relationship). 

Which explanation is most likely for this type of discrepancy between the two measurements? 

 

A. One of the two measurements must always be calculated incorrectly 

B. Both measurements always agree perfectly, so this scenario could not occur 

C. Discordant results are impossible to interpret and should always be disregarded entirely 

D. Landmark variability (like nasion) explains the discrepancy 

 

361. A dental instrument used for a surgical procedure must be reprocessed before reuse. Which 

sterilization method is most appropriate for heat-stable critical instruments that penetrate soft tissue or 

bone? 

 

A. High-level disinfection only 

B. Chemical (cold) sterilization for routine use 

C. Steam autoclave sterilization 

D. Surface wiping with an intermediate-level disinfectant 

 

362. A dental handpiece cannot tolerate steam autoclave temperatures without damage, per manufacturer 

instructions. Which reprocessing approach is most appropriate for this critical instrument? 

 

A. Surface disinfection only, without sterilization 

B. No reprocessing needed between patients 

C. Cold chemical soak alone as the sole method 

D. Use a heat-tolerant, autoclavable handpiece instead 

 

363. A sterilization load is processed in an autoclave, and the practice wants biological confirmation that 

sterilization parameters were actually achieved. Which monitoring method provides this direct 

confirmation? 

 

A. Biological indicator (spore test) showing no bacterial growth after incubation 

B. Chemical indicator strip color change alone 



C. Visual inspection of instrument packaging alone 

D. Autoclave cycle timer reading alone 

 

364. A biological indicator (spore test) from a recent sterilizer load returns positive for bacterial growth 

after incubation. What is the most appropriate immediate action? 

 

A. Continue using the sterilizer as normal with no changes 

B. Remove the sterilizer, recall and reprocess affected loads 

C. Only inform the patient after their next visit 

D. Increase the sterilization cycle time slightly and continue 

 

365. A dental assistant sustains a needlestick injury from a used anesthetic needle during a procedure on 

a patient with unknown hepatitis and HIV status. What is the most appropriate immediate action? 

 

A. Continue working and address it after the shift ends 

B. Reuse the same needle on the patient after the injury 

C. Wash immediately, then follow post-exposure protocol 

D. Apply only a topical antiseptic with no further action needed 

 

366. A dental practice is developing its bloodborne pathogen exposure control plan as required by 

occupational safety regulations. Which vaccination is specifically recommended to be offered to all at-

risk dental healthcare personnel? 

 

A. Influenza vaccine as the sole required vaccination 

B. Hepatitis B vaccine 

C. Measles vaccine exclusively 

D. No vaccination is required for any dental personnel 

 

367. A dental office is establishing protocols for personal protective equipment (PPE) during routine 

patient care involving potential exposure to blood and saliva. Which combination of PPE is most 

appropriate for standard precautions during a typical restorative procedure? 

 



A. Gloves alone with no other protective equipment 

B. Mask alone with no eye protection or gloves 

C. Eye protection alone with no mask or gloves 

D. Gloves, mask, protective eyewear, and appropriate protective clothing 

 

368. A dental team member's protective eyewear becomes visibly contaminated with a splash of blood 

during a procedure. What is the most appropriate immediate action? 

 

A. Remove, clean, and disinfect the eyewear appropriately before reuse, or replace with a clean pair 

before continuing 

B. Continue using the contaminated eyewear without any cleaning for the remainder of the day 

C. Simply wipe the eyewear with a dry paper towel and continue 

D. No action is needed since eyewear does not require cleaning 

 

369. A dental office surface, such as a countertop, becomes contaminated with blood during a 

procedure. Which category of surface disinfectant is most appropriate for this specific contamination, 

per standard infection control guidelines? 

 

A. An intermediate-level (tuberculocidal) disinfectant appropriate for blood-contaminated surfaces 

B. A simple detergent cleaner with no disinfectant properties 

C. Plain water alone with no disinfectant 

D. A low-level disinfectant effective against enveloped viruses only 

 

370. A dental office uses surface barriers, such as plastic wrap, on frequently touched items like light 

handles and chair controls. What is the primary infection control purpose of this barrier technique? 

 

A. Improving the esthetic appearance of the equipment 

B. Reducing the frequency of routine equipment maintenance needed 

C. Prevents cross-contamination on hard-to-clean surfaces 

D. Eliminating the need for hand hygiene between patients 

 



371. A dental office is evaluating its water quality for use in dental unit waterlines. Which standard is 

generally applied to dental treatment water quality for routine, non-surgical procedures? 

 

A. No water quality standard applies to dental unit waterlines 

B. Water meeting or exceeding drinking water standards, generally with treatment or waterline 

maintenance to control biofilm 

C. Water must be sterile for all routine dental procedures 

D. Only bottled water may ever be used regardless of source 

 

372. A dental practice is planning water quality management specifically for a surgical procedure 

involving bone, such as an implant placement. Which water quality is required for irrigation during this 

specific type of procedure? 

 

A. Standard dental unit waterline water is always acceptable regardless of the surgical nature of the 

procedure 

B. Tap water directly from the office plumbing is always sufficient 

C. No specific water quality standard applies to surgical procedures 

D. Sterile saline or sterile water, delivered through a sterile delivery system, for surgical procedures 

involving bone 

 

373. A dental office's sharps disposal container becomes nearly full during a busy clinical day. What is 

the most appropriate management approach for this container? 

 

A. Replace the container once it reaches the manufacturer's recommended fill line, following proper 

sharps disposal protocol, without overfilling 

B. Continue adding sharps until the container is completely overflowing 

C. Empty the container by hand to make more room 

D. Dispose of sharps in regular office trash once the sharps container is full 

 

374. A dental office generates various categories of waste during patient care, including extracted teeth, 

blood-soaked gauze, and general office trash. Which category of waste specifically requires regulated 

medical waste disposal procedures? 

 



A. General office trash such as paper and packaging 

B. Non-contaminated dental impression materials 

C. Empty anesthetic cartridges with no visible blood 

D. Blood-soaked gauze dripping with infectious material 

 

375. A dental team member is performing hand hygiene between patients using an alcohol-based hand 

rub rather than soap and water. In which specific situation should soap and water be used instead of the 

alcohol-based rub? 

 

A. Alcohol-based rub is always preferred in every situation with no exceptions 

B. When hands are visibly soiled or contaminated with blood or other body fluids, soap and water 

washing should be used instead 

C. Soap and water should never be used under any circumstances in a dental setting 

D. Alcohol-based rub and soap and water are never appropriate to use interchangeably regardless of 

hand condition 

 

376. A patient with active tuberculosis (confirmed, untreated, and infectious) requires urgent dental 

treatment. Which infection control consideration is most important given this specific diagnosis? 

 

A. No special precautions are needed beyond standard precautions 

B. Treatment should always be performed in a standard, non-isolated treatment room 

C. Postpone elective care; use airborne precautions if urgent 

D. Only a standard surgical mask is needed with no other precautions 

 

377. A dental practice is establishing a written exposure control plan as required by occupational safety 

regulations. Which core element must this plan specifically address? 

 

A. Only the office's marketing and scheduling procedures 

B. Only the office's billing and insurance procedures 

C. Only the office's appointment reminder system 

D. Exposure determination, PPE, vaccination, follow-up, and training 

 



378. A dental office is training staff on standard precautions as a foundational infection control concept. 

Which statement best describes the underlying principle of standard precautions? 

 

A. All patients are treated as potentially infectious for bloodborne and other pathogens, regardless of 

known or suspected infection status 

B. Only patients with a known, previously diagnosed infectious disease require any precautions 

C. Standard precautions apply exclusively to surgical procedures and never to routine restorative care 

D. Standard precautions are optional and may be selectively applied based on personal judgment about a 

given patient 

 

379. A dental office is selecting single-use (disposable) items as part of its infection control protocol, 

such as prophy angles and certain suction tips. What is the primary infection control rationale for using 

single-use items in these applications? 

 

A. Single-use items are always less expensive than reusable, reprocessable alternatives 

B. Single-use items require no special disposal considerations at all 

C. Eliminates reprocessing for hard-to-clean or disposable items 

D. Single-use items are chosen purely for patient comfort with no infection control benefit 

 

380. A dental instrument cassette system is being used to streamline the sterilization workflow for a 

busy operatory. What is the primary infection control and workflow advantage of using an instrument 

cassette system? 

 

A. Cassettes eliminate the need for any sterilization of the instruments contained within 

B. Reduced handling of loose, sharp instruments during cleaning and sterilization, improving both safety 

and workflow efficiency 

C. Cassettes are required by regulation for all dental instruments without exception 

D. Cassettes are used purely to improve instrument appearance for patients 

 

381. A dental office is disinfecting an alginate impression before sending it to a dental laboratory. 

Which consideration is most important given the properties of alginate as an impression material? 

 



A. Extended immersion disinfection is always the best approach regardless of material properties 

B. No disinfection of impressions is ever necessary before sending to a laboratory 

C. Use a material-appropriate method with a brief contact time 

D. Autoclaving the impression along with other instruments 

 

382. A dental laboratory case, including an impression and associated prescription form, is being sent 

from the dental office to an outside laboratory. Which infection control step should occur before or 

during this transfer? 

 

A. The impression should be properly disinfected before shipment, with documentation of disinfection 

provided to the receiving laboratory 

B. No disinfection or documentation is needed for laboratory cases 

C. The laboratory is solely responsible for all disinfection with no expectation from the sending office 

D. Only the prescription form requires any infection control consideration 

 

383. A dental practice is reviewing its protocol for reprocessing removable prosthodontic appliances, 

such as a partial denture, sent to the office for adjustment by a patient with an active respiratory 

infection. Which consideration is most appropriate? 

 

A. No infection control measures are needed for removable prosthetic appliances 

B. The appliance should be discarded rather than returned to the patient 

C. Standard precautions do not apply to prosthetic appliances 

D. Clean and disinfect using a material-compatible method first 

 

384. A dental office air handling system is being evaluated for its role in reducing aerosol-related 

infection transmission risk during aerosol-generating procedures. Which engineering control measure is 

most relevant to this goal? 

 

A. Painting the walls a lighter color 

B. Adequate ventilation, possibly with HEPA filtration 

C. Increasing the number of patients scheduled per hour 

D. Reducing the number of handwashing sinks in the office 

 



385. A dental office uses high-volume evacuation (HVE) suction during aerosol-generating procedures 

such as ultrasonic scaling. What is the primary infection control benefit of using HVE compared to 

standard low-volume suction alone? 

 

A. HVE eliminates the need for any other personal protective equipment 

B. HVE has no meaningful effect on aerosol or spatter reduction 

C. HVE is used purely for patient comfort with no infection control role 

D. HVE substantially reduces aerosol and spatter generation and dispersion into the ambient air during 

the procedure 

 

386. A dental assistant is preparing to clean contaminated instruments before they are placed into the 

sterilizer. Which step is most important to perform before sterilization to ensure the process is effective? 

 

A. Skipping cleaning entirely and placing visibly soiled instruments directly into the sterilizer 

B. Thorough cleaning (such as ultrasonic cleaning or an instrument washer) to remove visible debris and 

bioburden before packaging and sterilization 

C. Sterilizing instruments while still wet with blood for a longer cycle time to compensate 

D. Only rinsing instruments briefly under tap water with no further cleaning 

 

387. A dental office is establishing protocols for handling contaminated instruments between the point 

of use in the treatment room and the sterilization processing area. Which practice is most appropriate for 

this transport step? 

 

A. Carrying loose, uncontained contaminated instruments by hand through common areas 

B. Allowing contaminated instruments to sit exposed on the treatment room counter indefinitely before 

transport 

C. Transporting contaminated instruments in a covered, puncture-resistant container to the processing 

area, minimizing handling and exposure risk during transport 

D. Having patients carry their own used instruments to the sterilization area 

 

388. A dental sterilization processing area is being designed with distinct workflow zones to prevent 

cross-contamination between contaminated and clean or sterile instruments. Which workflow design 

principle is most important for this area? 



A. A unidirectional workflow moving from a contaminated (dirty) zone through cleaning, packaging, 

and sterilization, to a clean/sterile storage zone, without backtracking 

B. Instruments should move randomly between zones based on convenience 

C. Contaminated and sterile instruments should be processed in the same physical space simultaneously 

with no separation 

D. Workflow direction has no bearing on cross-contamination risk 

 

389. A dental office maintains sterilization records, including cycle logs and biological indicator results, 

for quality assurance purposes. What is the primary purpose of maintaining these detailed sterilization 

records? 

 

A. Records are kept purely to satisfy patient curiosity if asked 

B. Documents sterilizer performance and provides traceability 

C. Records have no practical infection control purpose 

D. Records are only useful for billing and insurance purposes 

 

390. A dental practice is reviewing regulatory requirements for reporting a significant occupational 

bloodborne pathogen exposure incident, such as a needlestick with a known HIV-positive source patient. 

Which action is most appropriate regarding documentation and reporting of this incident? 

 

A. No documentation or reporting is required for any occupational exposure incident 

B. Only verbal notification to a coworker is sufficient with no written record 

C. Formal documentation of the incident and follow-up per the practice's exposure control plan and 

applicable occupational safety reporting requirements 

D. Reporting is only required if the exposed employee specifically requests it 

 

391. A patient asks a dentist to recommend the treatment option that best serves the patient's own stated 

goals and values, even though the dentist personally would choose differently for themselves. Which 

ethical principle most directly supports honoring the patient's own informed choice? 

 

A. Nonmaleficence 

B. Beneficence 

C. Justice 



D. Patient autonomy 

 

392. A dentist recommends a specific treatment because it will provide the greatest overall benefit to the 

patient's oral health, independent of cost considerations. Which ethical principle does this 

recommendation most directly reflect? 

 

A. Beneficence 

B. Nonmaleficence 

C. Veracity 

D. Justice 

 

393. A dentist declines to perform an unnecessary, potentially harmful procedure requested by a patient, 

explaining that the risks outweigh any benefit for this specific clinical situation. Which ethical principle 

most directly guides this decision? 

 

A. Beneficence alone 

B. Nonmaleficence (avoiding harm) 

C. Justice alone 

D. Veracity alone 

 

394. A dentist provides truthful, complete information to a patient about a treatment complication that 

occurred, even though the news is difficult to deliver. Which ethical principle does this disclosure most 

directly reflect? 

 

A. Veracity (truthfulness) 

B. Beneficence alone 

C. Nonmaleficence alone 

D. Justice alone 

 

395. A dental clinic serving a low-income community allocates limited free-care appointment slots 

based on documented financial need and urgency of dental condition rather than first-come-first-served 

alone. Which ethical principle most directly underlies this allocation approach? 



A. Veracity 

B. Nonmaleficence 

C. Beneficence alone 

D. Justice (fair distribution of limited resources) 

 

396. A patient with full decision-making capacity refuses a recommended root canal treatment after 

being informed of the risks and benefits, opting instead for extraction. What is the most appropriate 

response from the dentist? 

 

A. Refuse to treat the patient at all going forward 

B. Perform the root canal anyway since it is clinically superior 

C. Respect the decision and proceed with extraction 

D. Refer the patient to a different dentist without further discussion 

 

397. A patient signs an informed consent form for a surgical extraction without the dentist having 

verbally discussed the risks, benefits, and alternatives beforehand. What is the most accurate 

characterization of this consent process? 

 

A. This represents fully valid, adequate informed consent since the form was signed 

B. Not adequate consent; requires actual discussion 

C. Signed forms alone are always legally sufficient regardless of any discussion 

D. Informed consent is not required for extractions of any kind 

 

398. A minor patient requires a routine dental procedure, and only one parent is present at the 

appointment while the other parent has been previously granted sole legal custody in a documented 

court order. Which consideration is most important regarding consent for this minor's treatment? 

 

A. Either parent's consent is always automatically sufficient regardless of custody arrangements 

B. No consent from any parent is required for treating a minor 

C. Consent from the legally authorized parent per custody 

D. The minor patient can independently provide their own consent regardless of age 

 



399. A patient requests a copy of their complete dental records, including radiographs, for transfer to a 

new dentist in another city. What is the most appropriate response regarding this request? 

 

A. Refuse the request since records belong solely to the original practice 

B. Require the new dentist to personally request the records instead of the patient 

C. Charge an unreasonably high fee designed to discourage the transfer 

D. Provide records within reasonable time for reasonable fee 

 

400. A dental practice is establishing its patient record retention policy. Which general principle should 

guide the minimum length of time patient records, including those of minors, are retained? 

 

A. Governed by state law, longer for minors 

B. All patient records may be destroyed immediately after the final visit 

C. Only records for adult patients need to be retained at all 

D. Record retention periods are identical everywhere with no jurisdictional variation 

 

401. A dentist makes an error in a patient's chart entry and needs to correct it. Which method of 

correction is most appropriate to preserve the integrity and legal defensibility of the record? 

 

A. Single line through, initial, date, and correct nearby 

B. Completely erasing or blacking out the original incorrect entry so it cannot be seen at all 

C. Using correction fluid to fully cover the original entry before writing the correct information 

D. Removing and discarding the original page entirely and creating a new one 

 

402. A dental practice receives a subpoena requesting a specific patient's complete dental records for an 

unrelated legal proceeding. What is the most appropriate initial response to this request? 

 

A. Immediately release all records without any further review or verification 

B. Refuse to comply with any subpoena under any circumstances 

C. Destroy the requested records to avoid involvement in the legal proceeding 

D. Verify validity and consult counsel before responding 

 



403. A dental practice wants to share a patient's treatment information with the patient's employer 

without the patient's authorization, believing it would be helpful for insurance purposes. What is the 

most appropriate response to this situation? 

 

A. Share the information freely since it may help the patient's insurance claim 

B. Share only if the employer specifically requests it in writing 

C. Decline to share the protected health information without proper patient authorization, consistent with 

applicable privacy regulations 

D. Share the information only if it seems clinically minor or unimportant 

 

404. A dental practice's computer system storing patient records is found to have inadequate password 

protection and no encryption, and a data breach occurs affecting patient information. Which type of 

regulatory violation has most likely occurred? 

 

A. A violation of dental licensing board scope-of-practice rules only 

B. A violation of health information privacy and security requirements (such as safeguarding protected 

health information) 

C. A violation of antitrust law only 

D. No regulatory violation occurs from inadequate computer security 

 

405. A dental practice experiences a confirmed data breach affecting protected patient health 

information. Which action is most appropriate following discovery of this breach? 

 

A. Ignore the breach since no harm has yet been reported by any patient 

B. Follow the practice's breach notification protocol, including notifying affected patients and 

appropriate regulatory authorities within required timeframes 

C. Wait indefinitely to see if the breach becomes publicly known before taking action 

D. Notify only the practice's malpractice insurance carrier with no other notifications 

 

406. A dentist is considering advertising their practice with claims describing themselves as a 

"specialist" in a particular area of dentistry without having completed a recognized specialty training 

program or board certification in that area. What is the most accurate characterization of this advertising 

claim? 



A. This claim is always acceptable regardless of actual training or certification 

B. Advertising regulations never address the use of specialty terminology 

C. This type of claim is permitted only if the dentist personally believes they have sufficient experience 

D. Likely violates specialist-terminology advertising rules 

 

407. A dentist's advertisement includes a testimonial from a patient describing an exceptional outcome, 

without disclosing that results vary between patients and that this represents one individual's experience. 

Which concern is most relevant regarding this advertisement? 

 

A. Testimonials are always prohibited entirely in dental advertising in every jurisdiction 

B. No disclosure of any kind is ever needed for patient testimonials 

C. May be misleading without disclaiming result variation 

D. This type of advertisement is entirely unregulated by any professional or legal body 

 

408. A dentist is found to have performed a procedure that deviated from the accepted standard of care, 

resulting in patient harm. Which legal concept most directly describes this situation in a potential 

malpractice claim? 

 

A. Negligence: breach of standard of care 

B. Battery as the sole applicable legal theory 

C. Breach of contract as the sole applicable legal theory 

D. No legal theory applies to substandard care 

 

409. A dentist performs a dental procedure on a patient who explicitly and clearly refused consent for 

that specific procedure beforehand. Which legal concept most directly applies to this scenario, distinct 

from a negligence claim? 

 

A. Breach of contract exclusively 

B. Res ipsa loquitur exclusively 

C. Simple negligence exclusively, with no other applicable theory 

D. Battery: unauthorized touching without consent 

 



410. A dental malpractice claim alleges that a specific, unusual complication occurred that would not 

ordinarily happen absent negligence, and the instrumentality causing the injury was under the exclusive 

control of the dentist. Which legal doctrine might be argued to apply in this specific type of case? 

 

A. Breach of contract 

B. Res ipsa loquitur 

C. Battery 

D. Statute of limitations 

 

411. A patient wishes to file a malpractice claim against a dentist but has waited several years beyond 

the period during which such claims are legally permitted to be filed in that jurisdiction. Which legal 

concept is most relevant to this situation? 

 

A. Statute of limitations 

B. Res ipsa loquitur 

C. Informed consent doctrine 

D. Breach of contract 

 

412. A dentist wants to terminate the doctor-patient relationship with a current patient who has become 

uncooperative but still requires ongoing treatment for an active condition. What is the most appropriate 

approach to properly terminate this relationship? 

 

A. Simply stop scheduling the patient with no formal notice or explanation 

B. Refuse to provide any records or information to a new provider after termination 

C. Written notice, time to transition, offer records 

D. Terminate immediately without any transition period regardless of the patient's ongoing condition 

 

413. A dentist is found to have abandoned a patient mid-treatment without proper notice, resulting in 

harm from the interruption of necessary care. Which legal concept describes this specific type of 

practitioner misconduct? 

 

A. Breach of contract exclusively, with no other applicable theory 



B. Patient abandonment (improper termination of care without adequate notice or transition) 

C. Battery exclusively 

D. Res ipsa loquitur exclusively 

 

414. A dental practice is developing a risk management program to reduce the likelihood of malpractice 

claims. Which practice is most broadly effective as a foundational risk management strategy across 

many types of potential claims? 

 

A. Avoiding all documentation to reduce potential evidence in future claims 

B. Refusing to obtain informed consent to save time 

C. Treating only low-risk, simple cases exclusively 

D. Thorough, timely documentation of findings and consent 

 

415. A dentist purchases professional liability (malpractice) insurance for their practice. What is the 

primary purpose of this specific type of insurance coverage? 

 

A. Covering the dentist's personal property unrelated to the practice 

B. Covering routine equipment maintenance and repair costs 

C. Financial protection against negligence claims 

D. Covering employee payroll and benefits costs 

 

416. A dental practice is establishing policies for handling patient complaints before they potentially 

escalate into formal malpractice claims. Which approach is most appropriate for managing an initial 

patient complaint about a treatment outcome? 

 

A. Listen, respond professionally, and document 

B. Immediately admitting fault and offering a financial settlement regardless of the actual clinical 

situation 

C. Dismissing the complaint without any acknowledgment or discussion 

D. Becoming defensive and arguing with the patient about the outcome 

 



417. A dental office is developing a policy for peer review of quality of care concerns raised about a 

colleague's treatment, as part of a formal peer review process. What is the primary purpose of a formal 

dental peer review process? 

 

A. Punishing colleagues for personal or financial reasons unrelated to actual care quality 

B. Avoiding any accountability for substandard care within the profession 

C. Evaluate care quality fairly, protecting patients and colleagues 

D. Replacing the licensing board's regulatory authority entirely 

 

418. A dentist is found by the state dental board to have practiced with a lapsed license for a period of 

time due to failure to renew. Which type of regulatory consequence might this dentist most likely face? 

 

A. No consequence of any kind, since license renewal is purely optional 

B. Only a verbal warning with no further action ever taken 

C. Automatic permanent revocation with no possibility of any future licensure 

D. Disciplinary action, possibly fines or required education 

 

419. A dental hygienist is functioning under the general or direct supervision of a dentist, depending on 

the specific state's dental practice act requirements. What is the primary purpose of these supervision 

level requirements as defined in state dental practice acts? 

 

A. Defines scope of independent vs. supervised practice 

B. Eliminating any role for dental hygienists in patient care entirely 

C. Requiring the dentist to personally perform every single procedure regardless of the auxiliary's 

training 

D. Applying identically across every state with no jurisdictional variation whatsoever 

 

420. A dental assistant, without appropriate additional training or credentialing recognized by the state, 

is asked by the supervising dentist to perform an irreversible procedure such as placing a permanent 

restoration, which exceeds the assistant's legally permitted scope of practice in that state. What is the 

most appropriate response? 

 



A. The assistant should perform the procedure since the dentist directly requested it 

B. Decline; it exceeds legal scope regardless of request 

C. Scope of practice limitations do not apply to procedures requested directly by a supervising dentist 

D. The assistant should perform the procedure only if no patient harm seems likely 

 

421. A dentist is considering entering into a restrictive covenant (non-compete agreement) as part of an 

employment contract with a dental practice. Which consideration is most important in evaluating the 

enforceability and reasonableness of this type of agreement? 

 

A. Restrictive covenants are always completely unenforceable in every jurisdiction without exception 

B. Restrictive covenants have no geographic or time limitations by definition 

C. Only the employer's interests need to be considered, with no attention to the employee's ability to 

practice 

D. Reasonableness of scope, duration, and geography under state law 

 

422. A dentist is evaluating whether to structure their practice as a professional corporation, limited 

liability company, or sole proprietorship. Which factor is most relevant to this business structure 

decision, beyond simple personal preference? 

 

A. Differences in liability, tax treatment, and regulation 

B. Business structure has no effect on liability exposure of any kind 

C. All business structures provide identical tax treatment with no meaningful differences 

D. Only the practice's physical location determines which structure must be used 

 

423. A dental practice is evaluating different fee-for-service versus capitation-based dental insurance 

plan participation options. Which factor is most important in understanding a capitation payment model? 

 

A. Capitation guarantees the same total payment as fee-for-service regardless of the number or type of 

procedures provided 

B. Fixed per-patient payment regardless of services rendered 

C. Capitation is identical to a traditional fee-for-service payment structure 

D. Capitation payments are always higher than equivalent fee-for-service payments for identical patients 

 



424. A dental practice submits an insurance claim using a procedure code that does not accurately reflect 

the service actually provided, in order to secure a higher reimbursement. What is the most accurate 

characterization of this billing practice? 

 

A. This practice is always acceptable as long as the patient is aware of and agrees to it 

B. This practice has no legal or ethical implications whatsoever 

C. Upcoding: insurance fraud with real consequences 

D. This practice is only a minor billing technicality with no meaningful consequences 

 

425. A dental practice is developing policies for handling patients who repeatedly miss scheduled 

appointments without adequate notice. Which approach is most appropriate for addressing this pattern 

while remaining consistent with ethical practice management? 

 

A. Immediately dismissing any patient after a single missed appointment with no communication 

B. Ignoring the pattern entirely regardless of its effect on practice operations and other patients 

C. Clear policy communicated in advance, with fees or dismissal 

D. Charging an extremely large fee designed to punish the patient disproportionately 

 

426. A dental practice wants to evaluate the effectiveness of a new caries prevention protocol using 

published research. Which type of study design generally provides the strongest level of evidence for 

evaluating a specific treatment intervention's effectiveness? 

 

A. A well-designed randomized controlled trial 

B. An individual case report describing a single patient 

C. Expert opinion alone without supporting data 

D. An uncontrolled case series with no comparison group 

 

427. A dental researcher is designing a study and wants to minimize bias from both the participants and 

the researchers knowing which treatment group a given patient has been assigned to. Which study 

design feature specifically addresses this concern? 

 

A. Randomization alone, without any blinding 



B. Double-blinding of participants and evaluators 

C. A large sample size alone, without any blinding 

D. Using a case-control design instead of an experimental design 

 

428. A systematic review combines the quantitative results of multiple similar randomized controlled 

trials evaluating the same intervention, using statistical methods to produce a single combined estimate 

of effect. What is this specific statistical technique called? 

 

A. A single randomized controlled trial 

B. A case-control study 

C. A cross-sectional survey 

D. A meta-analysis 

 

429. A dental practice wants to base its clinical decision-making on the best available current evidence, 

integrated with clinical expertise and patient values and preferences. What is this overall approach to 

clinical decision-making called? 

 

A. Anecdotal practice based solely on personal experience 

B. Expert opinion alone without reference to research evidence 

C. Tradition-based practice following only historical convention 

D. Evidence-based dentistry (integrating best current evidence, clinical expertise, and patient values) 

 

430. A dental researcher wants to determine the sensitivity and specificity of a new diagnostic test for 

early caries detection by comparing test results against a definitive, accepted reference standard. What is 

this accepted reference standard commonly called? 

 

A. The gold standard, the best definitive reference method 

B. An arbitrary and interchangeable comparison method with no special status 

C. A convenience sample of any available reference 

D. The null hypothesis of the diagnostic study 

 



431. A dental study compares outcomes between a group receiving a new intervention and a group 

receiving standard care, with participants assigned to groups based on patient or clinician preference 

rather than random allocation. Which type of study design does this represent? 

 

A. A randomized controlled trial 

B. An observational cohort study (no randomization) 

C. A blinded crossover trial 

D. A meta-analysis of trials 

 

432. A dental public health program is evaluating the effectiveness of community water fluoridation 

using population-level data on caries rates before and after fluoridation began in several different 

communities. Which type of study design does this best represent? 

 

A. A randomized controlled trial with individual patient randomization 

B. A double-blind crossover trial 

C. An ecological (population-level) study design 

D. A case report of an individual patient 

 

433. A dental epidemiological study reports the number of new cases of a specific oral condition 

diagnosed within a defined population over a specific time period. What is this specific measure called? 

 

A. Prevalence 

B. Case fatality rate 

C. Incidence (rate of new cases) 

D. Relative risk 

 

434. A dental epidemiological study reports the total number of existing cases of a specific oral 

condition within a defined population at a specific point in time, including both newly diagnosed and 

previously existing cases. What is this specific measure called? 

 

A. Prevalence (total existing cases) 

B. Incidence 



C. Case fatality rate 

D. Attributable risk 

 

435. A dental public health program is designed to reach an entire population with a low-cost, broadly 

accessible preventive measure, such as community water fluoridation, rather than targeting only high-

risk individuals. What is the primary public health rationale most closely associated with this 

population-based prevention strategy? 

 

A. Targeting only clinically identified high-risk individuals exclusively, ignoring the broader population 

B. Broad, low-cost benefit across the whole population 

C. Ensuring the intervention is available only to those who can afford private dental care 

D. Focusing resources exclusively on treatment rather than any prevention strategy 

 

436. A forensic odontologist is asked to compare a bite mark pattern found on a victim's skin with dental 

models from a suspect. Which factor most significantly limits the scientific reliability of bite mark 

comparison as forensic evidence? 

 

A. Bite marks on skin are always perfectly preserved indefinitely 

B. Skin does not distort or change shape after a bite mark is made 

C. Every person's dentition produces an identical bite mark pattern 

D. Skin distortion and unvalidated dentition uniqueness 

 

437. Which forensic identification method is generally considered more scientifically reliable than bite 

mark comparison for individual identification purposes? 

 

A. DNA analysis from biological samples 

B. Bite mark pattern comparison alone 

C. Body height estimation alone 

D. General skin tone description alone 

 



438. A forensic dentist is asked to estimate the age of unidentified skeletal remains using dental 

development. Which specific method uses staged development of the third molars for age estimation in 

older adolescents and young adults? 

 

A. Gustafson's method based on adult tooth wear and changes 

B. Nolla staging of primary tooth development 

C. Demirjian's method of tooth development staging 

D. Bolton tooth size analysis 

 

439. A forensic dentist is estimating the age of an adult decedent using changes in fully formed, erupted 

teeth rather than ongoing developmental staging. Which method is most specifically designed for this 

type of adult age estimation? 

 

A. Demirjian's method for developing teeth 

B. Gustafson's method: attrition, dentin, cemental changes 

C. Nolla staging of primary teeth 

D. Winter's classification of impaction 

 

440. A mass fatality incident requires identification of multiple decedents using dental records. Which 

advantage does dental identification offer in this specific context compared to some other identification 

methods? 

 

A. Dental identification is never useful in mass fatality situations 

B. Teeth are among the least durable tissues and rarely survive significant trauma or fire 

C. Dental records are never available for comparison in any situation 

D. Teeth resist fire and decomposition, aiding ID 

 

441. A community is considering implementing water fluoridation as a public health measure to reduce 

dental caries rates. Which statement best describes the mechanism by which systemic fluoridation 

primarily provides caries-preventive benefit? 

 



A. Fluoridated water works exclusively through a systemic mechanism during tooth formation, with no 

topical effect after eruption 

B. Fluoridated water has no established mechanism of caries prevention 

C. Fluoridated water works only by whitening teeth cosmetically 

D. Both a systemic and an ongoing topical effect 

 

442. A public health program is evaluating the cost-effectiveness of community water fluoridation 

compared to individual-level preventive interventions such as in-office fluoride varnish application. 

Which factor most strongly favors water fluoridation from a population health perspective? 

 

A. Water fluoridation requires each individual to actively seek out and pay for the intervention 

B. Water fluoridation reaches an entire community passively and at very low per-person cost, without 

requiring individual behavior change or access to dental care 

C. Water fluoridation is significantly more expensive per person than individual clinical interventions 

D. Water fluoridation only benefits patients who specifically visit a dental office 

 

443. A dental public health program is designed using a targeted, high-risk approach rather than a 

universal population-based approach, focusing intensive preventive resources specifically on individuals 

identified as having elevated caries risk. Which consideration is most relevant when comparing this 

approach to a population-based strategy? 

 

A. A high-risk approach always reaches a larger total population than a universal approach 

B. A high-risk approach requires no method of identifying which individuals are actually at elevated risk 

C. Concentrates resources efficiently but needs risk ID 

D. A high-risk approach and a universal population-based approach are functionally identical in every 

practical respect 

 

444. A dental public health program is designed to increase access to preventive dental care for an 

underserved rural population with limited access to dental offices. Which strategy is most directly aimed 

at addressing this specific access barrier? 

 

A. Mobile dental units or teledentistry programs that bring services or consultation directly to 

underserved areas 



B. Requiring all patients to travel to a distant urban dental office regardless of distance 

C. Reducing the number of available dental providers in the region 

D. Eliminating any preventive services in favor of treatment-only care 

 

445. A dental public health program is evaluating the impact of health literacy on patient engagement 

with recommended preventive dental care. Which approach is most appropriate for improving patient 

understanding and engagement among patients with limited health literacy? 

 

A. Providing only complex technical written materials with no verbal reinforcement 

B. Assuming all patients have the same baseline level of health literacy regardless of individual 

differences 

C. Using highly technical dental terminology exclusively, without simplification 

D. Using plain language, visual aids, and teach-back techniques to confirm patient understanding, 

tailored to the individual patient's health literacy level 

 

446. A dental practice is evaluating patient satisfaction and quality of care through a structured internal 

quality assurance program. Which activity is most consistent with an effective quality assurance 

approach? 

 

A. Regularly reviewing clinical outcomes, patient feedback, and specific process metrics to identify 

areas for improvement, with follow-up action on identified issues 

B. Collecting data but never reviewing or acting on it in any way 

C. Focusing exclusively on financial metrics with no attention to clinical quality at all 

D. Conducting quality reviews only once every several years with no regular cadence 

 

447. A dental practice wants to reduce the rate of appointment no-shows through a systematic quality 

improvement approach. Which first step is most consistent with a structured quality improvement 

process, such as a Plan-Do-Study-Act cycle? 

 

A. Immediately implementing a permanent, practice-wide policy change without first collecting any 

baseline data 

B. Skipping data collection entirely and relying solely on staff impressions 

C. Collect baseline data, then test a small-scale change 



D. Assuming the problem cannot be meaningfully addressed through any structured process 

 

448. A dental practice is developing a protocol for coordinating care with a patient's primary care 

physician regarding a shared chronic condition, such as diabetes, relevant to periodontal treatment 

planning. Which approach best supports effective interprofessional collaboration in this scenario? 

 

A. Avoiding any communication with the physician to protect patient privacy entirely 

B. Coordinate with authorization, sharing relevant clinical information 

C. Assuming the physician has no relevant role in dental treatment planning for this patient 

D. Making all treatment decisions unilaterally without any physician input regardless of the medical 

complexity 

 

449. A dental practice implements a teledentistry program allowing a dental hygienist at a remote 

community site to perform screenings with real-time or asynchronous supervision by a dentist at another 

location, consistent with state regulations. What is the primary public health benefit of this specific care 

delivery model? 

 

A. Eliminating the need for the dentist's involvement in care decisions entirely 

B. Extends screening reach while keeping dentist oversight 

C. Replacing all in-person dental treatment entirely with remote-only care for every condition 

D. Teledentistry has no meaningful public health application in any setting 

 

450. A dental practice is evaluating whether to participate in a value-based care payment model that ties 

a portion of reimbursement to defined quality and outcome measures rather than solely to procedure 

volume. Which factor is most important in evaluating participation in this type of model? 

 

A. Value-based models never affect a practice's reimbursement in any way 

B. Fee-for-service and value-based models are functionally identical with no meaningful differences 

C. Understand which measures are used and how they pay 

D. Quality measures used in these models are always identical across every payer and program 

 



451. A dental practice manager is analyzing practice financial performance and notices that the accounts 

receivable aging report shows a significant portion of outstanding balances are over 90 days past due. 

Which action is most appropriate to address this specific finding? 

 

A. Implementing a more proactive, systematic follow-up process for overdue accounts, potentially 

including earlier reminders and clearer payment policies communicated to patients 

B. Ignoring the aging report entirely since collections are not relevant to practice management 

C. Writing off all overdue balances immediately without any further collection attempts 

D. Increasing fees for all patients to compensate for the specific overdue accounts 

 

452. A dental practice is evaluating staff scheduling and productivity to improve operational efficiency 

without compromising quality of care. Which approach is most appropriate for this type of evaluation? 

 

A. Focusing exclusively on maximizing the number of patients seen per hour with no regard for quality 

of care or outcomes 

B. Making no changes to scheduling or workflow regardless of any identified inefficiencies 

C. Reducing appointment times uniformly for all procedure types regardless of complexity 

D. Analyzing appointment scheduling patterns, chair time utilization, and staff workflow to identify 

specific inefficiencies, while maintaining appropriate time for quality clinical care 

 

453. A dental practice is developing a policy regarding the use of dental amalgam and its eventual 

removal from wastewater before discharge, consistent with environmental regulations addressing dental 

amalgam waste. Which equipment is most specifically designed to address this environmental 

requirement? 

 

A. A standard air-water syringe 

B. A high-speed handpiece 

C. An amalgam separator on the wastewater line 

D. A rubber dam clamp 

 

454. A dental practice generates used lead foil packets from older-style dental film radiographs (in a 

practice still using this older technology) as part of its waste stream. Which waste disposal category 

most appropriately applies to this specific material? 



A. General office trash disposal with no special handling 

B. Hazardous waste requiring recycling or special disposal due to lead content 

C. Regulated medical waste due to blood contamination concerns 

D. Sharps waste disposal requiring a puncture-resistant container 

 

455. A dental practice is evaluating environmentally sustainable practices, including reducing single-use 

plastic waste where clinically appropriate without compromising infection control. Which approach best 

balances environmental sustainability with maintaining appropriate infection control standards? 

 

A. Eliminating all single-use items regardless of infection control necessity 

B. Ignoring environmental considerations entirely since infection control is the only relevant concern 

C. Increasing single-use plastic item usage across the board regardless of clinical necessity 

D. Selectively use reusable options; keep single-use where needed 

 

456. A dentist is asked to provide expert witness testimony in a malpractice case involving another 

practitioner's care. Which standard should the expert witness's opinion be based upon regarding the 

standard of care? 

 

A. The generally accepted standard of care that a reasonably prudent practitioner with similar training 

would have provided under similar circumstances, based on objective professional standards rather than 

personal preference 

B. The expert's own personal, idiosyncratic preferences for how they would have treated the case 

differently, regardless of general professional acceptance 

C. Whatever opinion the retaining attorney specifically requests be given regardless of its actual clinical 

accuracy 

D. No objective standard exists for evaluating dental care in any legal context 

 

457. A dentist serving as an expert witness discovers during case review that the actual facts do not 

support the position originally expected by the retaining attorney. What is the most appropriate and 

ethical course of action for the expert witness? 

 

A. Fabricating or exaggerating findings to support the retaining attorney's desired position regardless of 

the actual facts 



B. Provide honest, objective testimony despite the discrepancy 

C. Refusing to testify at all under any circumstances once any discrepancy is noticed 

D. Providing intentionally vague or evasive testimony to avoid directly answering the question either 

way 

 

458. A dental practice is establishing a policy for handling situations where a staff member suspects a 

colleague may be practicing while impaired by alcohol or substance use, potentially endangering patient 

safety. Which approach is most appropriate and consistent with professional obligations in this 

situation? 

 

A. Ignoring the suspicion entirely to avoid interpersonal conflict with the colleague 

B. Directly confronting the colleague publicly in front of patients without any private discussion first 

C. Waiting until after significant patient harm has occurred before taking any action 

D. Report through internal channels or to the licensing board 

 

459. A dental practice owner is considering selling the practice and wants to ensure a smooth transition 

of patient care and records to the purchasing dentist. Which consideration is most important regarding 

patient notification during this type of practice transition? 

 

A. No notification to patients is ever required or appropriate during a practice sale 

B. Patients should be actively discouraged from seeking care elsewhere during the transition 

C. Give advance notice with new-dentist and records info 

D. Selling patient records to the highest bidder regardless of the patient's own wishes 

 

460. A dentist is evaluating whether to join a dental service organization (DSO) affiliated practice model 

versus maintaining independent practice ownership. Which factor is most relevant to this specific 

business decision, beyond simple personal preference? 

 

A. Differences in clinical autonomy, administrative support, financial arrangements, and contractual 

obligations associated with each specific practice model 

B. DSO-affiliated practices and independent practices are functionally identical in every respect 

C. This decision has no meaningful professional or financial implications of any kind 

D. Only the geographic location of the practice determines which model must be used 



461. A dental practice is establishing policies regarding staff members' use of social media that could 

potentially reference patients or clinical situations, even without directly naming a specific patient. 

Which policy consideration is most important given patient privacy obligations? 

 

A. Social media posts are entirely exempt from any patient privacy considerations regardless of content 

B. Only directly naming a patient by full legal name would ever raise any privacy concern 

C. Prohibit sharing any patient-identifiable info, even indirect 

D. No policy regarding staff social media use is necessary in a dental practice setting 

 

462. A dental practice is developing an emergency preparedness plan addressing potential natural 

disasters, such as a hurricane or earthquake, that could affect the practice's ability to operate and 

maintain patient records. Which consideration is most important for protecting patient record continuity 

in this type of plan? 

 

A. Assuming records will never be affected by any natural disaster 

B. Storing all records exclusively in a single physical location with no backup of any kind 

C. Relying solely on paper records with no electronic backup under any circumstances 

D. Maintain secure, redundant offsite or cloud backups 

 

463. A dental practice is developing a policy for handling patients who present with symptoms 

suggestive of a potentially contagious illness, such as active, symptomatic respiratory infection, during a 

period of heightened community disease transmission. Which approach is most appropriate for 

balancing patient care needs with infection control during such a period? 

 

A. Implementing appropriate screening protocols, considering rescheduling non-urgent care when 

appropriate, and using enhanced precautions for necessary urgent or emergency treatment of 

symptomatic patients 

B. Refusing to ever treat any patient reporting any symptoms under any circumstances, including 

genuine dental emergencies 

C. Ignoring symptom screening entirely regardless of community transmission conditions 

D. Treating all patients identically with no additional precautions regardless of reported symptoms or 

community conditions 

 



464. A dental practice is considering how to appropriately manage patient recall and continuing care 

reminders to support preventive care compliance. Which approach is most consistent with effective, 

patient-centered recall system design? 

 

A. Sending recall reminders only once with no further follow-up regardless of patient response 

B. Using a systematic recall system with reminders at clinically appropriate intervals, offering multiple 

communication methods, and tracking response to identify patients who may need additional outreach 

C. Assuming all patients require the exact same fixed recall interval regardless of individual risk factors 

D. Eliminating recall reminders entirely and relying solely on patient self-initiative to schedule follow-

up care 

 

465. A dental practice is developing a policy addressing appropriate professional boundaries in the 

doctor-patient relationship, including guidance regarding romantic or sexual relationships with current 

patients. Which policy position is most consistent with accepted professional ethical standards on this 

topic? 

 

A. Romantic or sexual relationships with current patients are always considered entirely appropriate 

with no ethical concern 

B. Professional ethical standards have no position at all on this specific topic 

C. This topic is considered irrelevant to dental practice specifically, applying only to other health 

professions 

D. Romantic or sexual relationships with current patients are generally considered an inappropriate 

boundary violation given the inherent power imbalance and potential to compromise objective clinical 

judgment 

 

466. A dental practice is evaluating its policies regarding cultural competency training for staff, given 

the practice serves a diverse patient population with varying cultural backgrounds and health beliefs. 

Which approach is most appropriate for supporting culturally competent care? 

 

A. Assuming all patients from any particular cultural background share identical beliefs and preferences 

with no individual variation 

B. Train staff on cultural awareness; assess each patient individually 

C. Ignoring cultural factors entirely since clinical care should be identical for every patient regardless of 

context 



D. Refusing to treat patients from unfamiliar cultural backgrounds until specific training is completed 

 

467. A dental practice serving patients who primarily speak a language different from the practice's staff 

is evaluating how to ensure effective communication and informed consent. Which approach is most 

appropriate for supporting adequate communication in this situation? 

 

A. Using a qualified professional medical or dental interpreter service, rather than relying on an 

unqualified family member or informal interpreter, particularly for informed consent discussions 

B. Assuming written English-language materials alone are always sufficient regardless of the patient's 

actual language proficiency 

C. Proceeding with treatment and consent discussions without any interpretation at all 

D. Relying exclusively on a young child family member to interpret complex medical and consent 

information 

 

468. A dental practice is evaluating how to appropriately manage a situation where a patient requests 

specific treatment that is not clinically indicated based on the dentist's professional assessment. Which 

approach is most consistent with appropriate professional and ethical practice in this situation? 

 

A. Automatically performing whatever treatment the patient specifically requests regardless of clinical 

indication 

B. Refusing to discuss the request or the patient's underlying concerns at all 

C. Explain reasoning, discuss alternatives, decline if unindicated 

D. Reporting the patient to authorities simply for making the treatment request 

 

469. A dental practice is developing a policy for appropriately managing situations involving suspected 

child abuse or neglect identified during a routine dental examination, such as unexplained oral trauma 

patterns. Which action is most appropriate and consistent with mandatory reporting obligations in this 

situation? 

 

A. Report to protective services or law enforcement, and document 

B. Ignoring the finding entirely since dental professionals have no reporting obligation in this area 

C. Directly confronting the suspected abuser without involving any appropriate authority 

D. Waiting to see if the same finding recurs at a future appointment before taking any action 



470. A dental practice identifies findings during examination suggestive of possible elder abuse or 

neglect in an older adult patient, such as unexplained injuries or signs of general neglect. Which action 

is most appropriate and consistent with typical mandatory reporting obligations for this population? 

 

A. Confronting the suspected caregiver directly without involving any appropriate protective services 

agency 

B. Report to adult protective services, and document findings 

C. Assuming dental professionals have no reporting obligation regarding suspected elder abuse in any 

jurisdiction 

D. Ignoring the finding since it falls outside the scope of dental practice entirely 

 

471. A dentist wants to prescribe a Schedule II controlled substance for a patient's severe postoperative 

pain. Which requirement must the dentist meet before legally prescribing this class of medication? 

 

A. No special registration is required for any controlled substance 

B. Only a state dental license is needed, with no federal registration 

C. Verbal orders alone are always sufficient for Schedule II medications 

D. Valid registration with the Drug Enforcement Administration (DEA), in addition to state licensure 

requirements 

 

472. A dentist is considering prescribing an opioid analgesic for a patient's acute postoperative pain and 

wants to check the patient's controlled substance prescription history first. Which resource is most 

appropriate for this purpose? 

 

A. The patient's dental insurance claims history alone 

B. A general internet search of the patient's name 

C. The state's prescription drug monitoring program (PDMP) database 

D. Asking only the patient's employer about medication use 

 

473. A dentist is developing a practice policy on opioid prescribing for acute postoperative dental pain, 

consistent with current clinical guidelines aimed at reducing opioid-related harm. Which prescribing 

approach is most consistent with current recommendations? 

 



A. Routinely prescribing the maximum quantity allowed regardless of expected pain duration 

B. Avoiding any pain management whatsoever after surgical procedures 

C. Lowest effective dose, shortest duration, non-opioids first 

D. Prescribing opioids as the automatic first-line choice for all postoperative pain regardless of severity 

 

474. A dentist prescribes a controlled substance and later discovers the patient has been seeking similar 

prescriptions from multiple other providers without disclosure, a pattern sometimes called doctor 

shopping. What is the most appropriate action for the dentist upon discovering this pattern? 

 

A. Discontinuing further controlled substance prescribing for this patient, addressing the concern 

directly with the patient, and considering appropriate referral for further evaluation or treatment as 

needed 

B. Continuing to prescribe as usual since the patient's other prescriptions are not the dentist's concern 

C. Reporting the patient to law enforcement without any further clinical evaluation or discussion 

D. Increasing the prescribed quantity to help the patient avoid needing to seek other sources 

 

475. A dental practice is developing a workplace safety program addressing occupational hazards 

beyond infection control, such as ergonomic injury risk from repetitive postures during clinical 

procedures. Which regulatory body's requirements are most relevant to this specific type of general 

workplace safety program? 

 

A. The state dental licensing board exclusively 

B. The Drug Enforcement Administration exclusively 

C. The Food and Drug Administration exclusively 

D. OSHA, covering general workplace and ergonomic hazards 

 

476. A dental practice uses various chemical products, such as disinfectants and sterilization solutions, 

in its daily operations. Which document must be readily accessible to employees for each hazardous 

chemical used in the workplace, per occupational safety hazard communication requirements? 

 

A. The chemical manufacturer's marketing brochure 

B. A Safety Data Sheet with hazard and handling info 

C. The chemical's retail price list 



D. The practice's general employee handbook only, with no chemical-specific information 

 

477. A dental practice employee sustains a workplace injury, such as a back strain from improper lifting 

technique, unrelated to any patient care exposure incident. Which type of insurance coverage is most 

directly relevant to addressing this specific employee injury? 

 

A. Professional liability (malpractice) insurance 

B. Property insurance for the practice building 

C. Patient dental insurance coverage 

D. Workers' compensation, for employment-related injuries 

 

478. A dental practice is developing policies to ensure compliance with employment nondiscrimination 

laws in its hiring and employment practices. Which characteristic is most commonly protected against 

employment discrimination under applicable federal employment law? 

 

A. Race, color, religion, sex, origin, age, disability 

B. Only physical height and weight, with no other protected characteristics recognized 

C. Only political party affiliation, with no other protected characteristics recognized 

D. No employment characteristics are protected under any applicable federal law 

 

479. A dental practice is evaluating its policies to ensure it does not discriminate against patients based 

on protected characteristics such as disability status, consistent with applicable public accommodation 

nondiscrimination laws. Which accommodation consideration is most relevant to this specific 

compliance area for a patient with a physical disability? 

 

A. Requiring the patient to arrange their own accessibility accommodations entirely, with no 

responsibility on the practice 

B. Refusing treatment to any patient who requires an accessibility accommodation 

C. Ensuring reasonable physical accessibility to the practice and appropriate accommodation for the 

patient's specific needs, consistent with applicable disability nondiscrimination requirements 

D. Assuming disability accommodation requirements do not apply to private dental practices 

 



480. A dental practice submits a claim to a government dental benefit program, such as Medicaid, for 

services that were not actually rendered to the patient. What is the most accurate characterization of this 

specific billing practice? 

 

A. This practice is a minor administrative error with no significant legal consequence 

B. Fraud against a government program (False Claims Act) 

C. This practice is acceptable as long as the total claimed amount is reasonable 

D. Government program billing has no special legal requirements distinct from private insurance 

 

481. A dental practice is participating in a group purchasing arrangement with other independent 

practices to negotiate better pricing on dental supplies. Which legal consideration is most relevant to 

ensure this type of arrangement does not raise antitrust concerns? 

 

A. Group purchasing arrangements are always automatically illegal under antitrust law regardless of 

structure 

B. Antitrust law has no application to dental practices of any kind 

C. Any two or more dental practices agreeing on anything together is automatically unlawful price-

fixing 

D. Structure around genuine purchasing efficiencies, not price-fixing 

 

482. A dentist's malpractice claim results in a payment to a patient through settlement or judgment. 

Which national reporting system requires certain malpractice payment information to be reported for 

tracking purposes? 

 

A. The state department of motor vehicles 

B. The National Practitioner Data Bank (NPDB) 

C. The Internal Revenue Service exclusively for tax purposes 

D. No national reporting system exists for malpractice payment information 

 

483. A dentist is licensed in one state and wants to obtain licensure in a second state through a 

streamlined process recognizing their existing qualifications, rather than repeating the full initial 

licensure examination process. What is this type of streamlined licensure process commonly called? 

 



A. Initial licensure by full examination only 

B. Automatic licensure requiring no application process of any kind 

C. Licensure by credential (or reciprocity/endorsement), recognizing existing qualifications from 

another state under specific eligibility criteria 

D. Permanent denial of licensure in any additional state 

 

484. A dentist is required to complete a certain number of continuing education hours to maintain their 

state dental license in active status. What is the primary purpose of mandatory continuing education 

requirements for license renewal? 

 

A. Maintains and updates clinical knowledge and skills 

B. Generating revenue for continuing education course providers with no benefit to patient care 

C. Serving no genuine professional purpose beyond a bureaucratic formality 

D. Replacing the need for any initial dental school education entirely 

 

485. A dental board receives a formal complaint from a patient alleging substandard care by a licensed 

dentist. Which general process typically follows the filing of this type of formal licensing board 

complaint? 

 

A. Immediate, automatic license revocation with no investigation of any kind 

B. No action of any kind is ever taken on any complaint received 

C. Investigation, then a determination with due process 

D. Public publication of the complaint's allegations immediately upon filing, before any investigation 

occurs 

 

486. A patient is informed of a diagnosis and recommended treatment but explicitly declines to proceed 

with the recommended care after understanding the risks of doing so. What is the most appropriate 

documentation practice for this specific situation? 

 

A. No documentation is necessary since the patient simply declined treatment 

B. Documenting only that the patient was present at the appointment, with no further detail 

C. Documenting only the dentist's own opinion about the patient's decision, without recording that the 

patient was actually informed 



D. Documenting the informed refusal process, including what was explained to the patient, the risks 

discussed, and the patient's explicit decision to decline the recommended treatment 

 

487. A patient seeks a second opinion from another dentist regarding a treatment plan recommended by 

their original dentist. What is the most appropriate professional response from the original dentist upon 

learning the patient sought this second opinion? 

 

A. Respecting the patient's right to seek a second opinion and, if requested and authorized, cooperating 

with reasonable requests for records to facilitate that consultation 

B. Refusing to ever treat the patient again simply for having sought a second opinion 

C. Attempting to discourage the patient from consulting any other dentist under any circumstances 

D. Withholding records specifically to make obtaining a second opinion more difficult for the patient 

 

488. A dental practice is developing a written patient bill of rights document to display or provide to 

patients, outlining fundamental expectations for the patient-practice relationship. Which concept would 

most appropriately be included in this type of document? 

 

A. A statement that patients have no right to access their own dental records under any circumstances 

B. A statement affirming the patient's right to receive information about their diagnosis and treatment 

options, participate in decisions about their care, and be treated with respect and privacy 

C. A statement that the practice may disclose patient information to anyone at any time without 

restriction 

D. A statement that informed consent is not required for any dental procedure 

 

489. A dental practice wants to ensure it is not engaging in discriminatory referral patterns based on a 

patient's payer type, such as routinely referring only Medicaid-enrolled patients elsewhere while treating 

privately insured patients with identical clinical needs in-house. Which ethical and legal concern is most 

relevant to this specific practice pattern? 

 

A. This practice pattern raises no ethical or legal concern of any kind 

B. This practice pattern may raise concerns regarding discriminatory treatment based on payer source or 

insurance type for patients with clinically similar needs 

C. This practice pattern is required by law in every jurisdiction without exception 



D. Payer type is the only appropriate basis for making any clinical referral decision 

 

490. A dentist is asked to provide dental treatment to a patient who cannot pay for services and has no 

dental insurance coverage. Which statement most accurately reflects the general professional obligation 

regarding this specific situation? 

 

A. Dentists are legally required to treat every patient regardless of ability to pay in all circumstances 

without exception 

B. Dentists have no ethical considerations whatsoever regarding access to care for underserved 

populations 

C. A dentist must personally provide unlimited free care to any patient who requests it 

D. Not required to treat everyone, but ethics encourage access 

 

491. A dental practice is evaluating its policies regarding informed consent specifically for a minor 

patient who is old enough to meaningfully participate in understanding their own treatment, alongside 

the required parental or guardian consent. Which approach is most appropriate regarding the minor's 

own involvement in this process? 

 

A. Age-appropriate involvement plus required parental consent 

B. Excluding the minor patient entirely from any discussion regardless of their age or ability to 

understand 

C. Obtaining consent only from the minor patient with no parental or guardian involvement at all 

D. Assuming a minor patient can never meaningfully understand any aspect of their own treatment 

regardless of age 

 

492. A dental practice is developing a policy regarding appropriate use of physical restraint for a 

pediatric patient during a necessary dental procedure, in situations where less restrictive behavior 

management techniques have proven insufficient. Which principle should guide the appropriate and 

ethical use of this technique? 

 

A. Restraint may be used routinely for any patient regardless of behavior or necessity, with no specific 

justification required 

B. Restraint should never be used under any circumstances regardless of clinical necessity or safety 

concerns 



C. Necessary, proportionate, least-restrictive-first, with consent and documentation 

D. Restraint decisions should be made solely by non-clinical office staff without any dentist 

involvement 

 

493. A dental practice wants to ensure appropriate delegation of duties among dental team members 

while maintaining the dentist's ultimate responsibility for patient care. Which principle most accurately 

describes the dentist's role when delegating certain duties to qualified auxiliary personnel? 

 

A. Delegation eliminates the dentist's responsibility entirely for any delegated task once assigned to an 

auxiliary 

B. Dentist retains ultimate responsibility despite delegation 

C. Auxiliary personnel bear complete and sole legal responsibility for any delegated task with no dentist 

accountability whatsoever 

D. Delegation of any duty to any auxiliary staff member is never permitted under any circumstances 

 

494. A dental practice is evaluating how to appropriately handle a situation where a team member 

identifies a potential clinical error made by the supervising dentist before it affects the patient, such as 

an incorrect tooth being prepared for a procedure. Which practice culture and communication approach 

is most appropriate for supporting patient safety in this situation? 

 

A. Discouraging any team member from ever questioning the dentist's actions under any circumstances 

B. Assuming errors of this type never actually occur in a well-run practice 

C. Encourage speaking up; dentist stays receptive 

D. Waiting until after the procedure is fully completed before ever mentioning any observed concern 

 

495. A dental practice is considering whether to require all clinical staff to complete basic life support 

(BLS) certification as part of practice policy. Which consideration most strongly supports this type of 

requirement? 

 

A. Preparedness to respond effectively to a medical emergency, such as cardiac arrest, that could occur 

in the dental office setting 

B. BLS certification has no relevance to a dental office setting of any kind 

C. BLS certification is only relevant to hospital-based settings and never to outpatient dental offices 



D. Requiring BLS certification is purely a marketing consideration with no genuine safety benefit 

 

496. A dental practice is developing an emergency drug kit for managing medical emergencies that 

could occur in the office. Which medication is most essential to include in this kit given its role in 

treating anaphylaxis? 

 

A. An antibiotic such as amoxicillin 

B. A local anesthetic cartridge 

C. A fluoride varnish applicator 

D. Injectable epinephrine (such as an auto-injector or ampule) 

 

497. A dental practice is developing a policy for managing a patient who experiences a seizure during a 

dental appointment. Which immediate management approach is most appropriate for a patient having a 

generalized tonic-clonic seizure in the dental chair? 

 

A. Protect from injury; don't restrain or use mouth objects 

B. Restraining the patient's limbs forcefully to stop the seizure movements 

C. Placing a padded object firmly into the patient's mouth to prevent tongue biting 

D. Continuing the dental procedure without interruption during the seizure 

 

498. A dental practice is evaluating its emergency response protocol for a patient who develops signs of 

local anesthetic systemic toxicity (LAST), such as circumoral numbness progressing to seizure activity, 

following administration of a local anesthetic. Which immediate management step is most appropriate? 

 

A. Administering additional local anesthetic to help calm the patient 

B. Assuming this presentation is unrelated to the anesthetic and requires no specific action 

C. Stop anesthetic, support airway, call EMS 

D. Waiting to see if symptoms resolve on their own before taking any action 

 

499. A dental practice's emergency protocol addresses management of a patient who experiences an 

acute asthma exacerbation that does not respond adequately to their own rescue inhaler during a dental 

visit. Which next step is most appropriate in this specific escalating scenario? 



A. Continuing to rely solely on the patient's rescue inhaler indefinitely without further escalation 

B. Discharging the patient to drive themselves home despite ongoing significant respiratory distress 

C. Assuming the situation will resolve without any further intervention regardless of ongoing symptoms 

D. Activate EMS; inadequate inhaler response is serious 

 

500. A dental practice completes a comprehensive review of its emergency preparedness following a 

recent in-office medical emergency event, including staff roles, available equipment, and response 

timing. What is the primary value of conducting this type of after-action review following an emergency 

event? 

 

A. After-action reviews have no genuine practical value and are purely a bureaucratic formality 

B. Identifying specific strengths and areas for improvement in the practice's emergency response, to 

refine training, protocols, and equipment readiness for future events 

C. Assigning individual blame to specific staff members as the primary and sole purpose of the review 

D. Avoiding any further staff training on emergency response, since the event has already occurred and 

passed 

 

 

Inbde Practice Exam 4: Answer Key and Explanations 

1. B — A corticated periapical radiolucency associated with a nonvital tooth is classic for a radicular 

cyst, arising from epithelial rests of Malassez proliferating in response to chronic pulpal necrosis and 

low-grade inflammation. Cemento-osseous dysplasia occurs at the apices of vital teeth, traumatic bone 

cysts are usually not tooth-associated at all, and ameloblastoma is typically multilocular, expansile, and 

far more destructive radiographically. 

2. A — Chronic, low-grade inflammatory pressure from a slowly expanding cystic lesion stimulates 

peripheral osteoblastic activity along the lesion's advancing front, producing a smooth, corticated, well-

defined radiographic border gradually over months to years of stable growth. Acute suppuration instead 

produces ragged, poorly defined margins, and the other listed mechanisms do not describe the bone 

biology actually occurring at this site. 

3. D — Pregnancy-associated pyogenic granuloma presents as a red, ulcerated, highly vascular gingival 

mass, driven by elevated hormone levels exaggerating the tissue response to local irritants like plaque. 

Peripheral ossifying fibroma and giant cell granuloma show calcified or multinucleated giant cell 

components histologically, and a fibroma is firm and fibrous rather than vascular. 



4. C — A multilocular, expansile radiolucency with buccal cortical expansion and resorption of adjacent 

molar roots at the mandibular angle is the classic presentation of ameloblastoma, a locally aggressive, 

destructive odontogenic epithelial tumor. Dentigerous cysts are unilocular and attach only to an 

unerupted crown, simple bone cysts rarely expand cortex, and nasopalatine duct cysts occur exclusively 

in the anterior maxilla. 

5. D — Ameloblastoma extends microscopically into surrounding cancellous bone well beyond what is 

visible radiographically, so simple enucleation alone leaves residual tumor islands behind in the marrow 

spaces, explaining reported recurrence rates as high as 50 to 90 percent after conservative treatment. It is 

not encapsulated, is not simply reactive to an irritant, and is by definition an odontogenic epithelial 

tumor. 

6. C — Dysplastic leukoplakia carries meaningful malignant transformation potential, especially on 

higher-risk sites like the lateral or ventral tongue, so complete excision with clear margins and long-term 

surveillance is the indicated management once dysplasia is confirmed histologically. Reassurance, 

antifungal therapy, and topical corticosteroids do not address a confirmed dysplastic lesion and would 

allow silent malignant progression to go undetected clinically. 

7. B — Invasion through the basement membrane by cytologically atypical epithelial cells is the 

histologic hallmark that separates carcinoma in situ or severe dysplasia from true invasive squamous cell 

carcinoma, since it signals loss of the normal epithelial-connective tissue barrier. Surface hyperkeratosis 

and submucosal collagen changes are nonspecific findings, and a uniform, non-atypical basal layer 

argues against dysplasia being present at all. 

8. A — A solitary, painful ulcer with a fibrinopurulent base and erythematous halo that resolves within 7 

to 14 days without scarring is characteristic of a minor aphthous ulcer. Herpetic gingivostomatitis 

presents with multiple vesicles and systemic symptoms, carcinoma does not spontaneously heal, and 

traumatic ulcerative granuloma persists for weeks with deep infiltration. 

9. A — Aphthous ulceration is thought to result from a cell-mediated, T-lymphocyte driven immune 

response directed against oral mucosal epithelium, often triggered by local trauma, psychological stress, 

hormonal shifts, or an underlying nutritional deficiency such as low iron, folate, or vitamin B12. It is not 

a viral process, not primarily a bacterial invasion, and not a classic IgE-mediated type I hypersensitivity 

reaction. 

10. B — A dentigerous cyst characteristically encircles the crown of an unerupted tooth and attaches at 

the cementoenamel junction, most commonly involving mandibular third molars. Odontogenic 

keratocysts can look similar but often extend further along the ramus, periapical cysts require a nonvital 

tooth, and lateral periodontal cysts occur along the root surface. 

11. D — Odontogenic keratocysts show a thin, uniform layer of parakeratinized epithelium with a 

corrugated luminal surface and a palisaded, hyperchromatic basal cell layer that together reflect their 

distinctive, locally aggressive growth pattern. This distinguishes them from the simpler, nonkeratinized 

reduced enamel epithelium lining a dentigerous cyst; the remaining choices instead describe fibrous 

lesions, ameloblastoma, and giant cell lesions. 



12. C — Gorlin syndrome classically presents with multiple odontogenic keratocysts developing at a 

young age, multiple basal cell carcinomas, bifid or splayed ribs, and calcification of the falx cerebri, all 

stemming from a PTCH1 tumor-suppressor gene mutation disrupting the hedgehog signaling pathway. 

Gardner syndrome features osteomas and intestinal polyps, Papillon-Lefevre involves palmoplantar 

keratosis, and Peutz-Jeghers involves mucocutaneous pigmentation. 

13. A — Peutz-Jeghers syndrome presents with characteristic perioral and intraoral mucocutaneous 

pigmented macules alongside hamartomatous gastrointestinal polyps that predispose affected patients to 

recurrent intussusception, obstruction, and an elevated lifetime cancer risk across several organ systems. 

Addison disease causes diffuse pigmentation from ACTH excess without any polyps, McCune-Albright 

involves fibrous dysplasia with endocrinopathies, and Laugier-Hunziker is a benign pigmentary 

condition without gastrointestinal involvement. 

14. B — Addison disease is primary adrenal insufficiency, so cortisol output from the adrenal cortex is 

low; this removes normal negative feedback on the pituitary and causes compensatory elevation of 

ACTH, and the excess ACTH cross-reacts with melanocortin-1 receptors to produce diffuse 

mucocutaneous and oral pigmentation. The other listed lab patterns do not reflect this loss-of-cortisol, 

gain-of-ACTH physiology driving the pigmentation change. 

15. C — A lateral periodontal cyst classically appears as a small, well-circumscribed radiolucency along 

the lateral root surface between vital teeth, most often in the mandibular canine-premolar region. A 

radicular cyst requires a nonvital tooth, globulomaxillary cyst is a historic maxillary interradicular 

descriptor no longer considered a distinct entity, and keratocysts are typically larger and more 

aggressive. 

16. D — Erythroplakia, a red patch not attributable to another cause, carries the highest malignant risk 

of any oral potentially malignant lesion, with a large majority showing severe dysplasia, carcinoma in 

situ, or invasive carcinoma on biopsy. It is not benign keratosis, and while candidiasis can cause 

erythema, floor-of-mouth erythroplakia in a smoker warrants biopsy first. 

17. C — Erythroplakia malignant transformation is most strongly associated with older adults who have 

chronic, heavy tobacco and alcohol exposure, both potent field-cancerization carcinogens that damage 

oral mucosa broadly across the aerodigestive tract. Adolescents without risk factors, pediatric 

candidiasis, and isolated vitamin C deficiency, or scurvy, are not associated with this transformation 

pattern at all. 

18. D — The classic inverted pear-shaped radiolucency causing divergence of maxillary lateral incisor 

and canine roots was traditionally termed a globulomaxillary cyst, historically attributed to entrapped 

epithelium at the fusion of embryonic processes. Nasopalatine duct cysts occur at the midline incisive 

canal, and the other options do not match this specific interradicular location and shape. 

19. B — Nasopalatine duct cysts commonly appear as a well-defined, heart-shaped radiolucency at the 

midline of the anterior maxilla, an appearance created because the anterior nasal spine superimposes 

over the rounded, symmetric cyst outline. A soap-bubble appearance instead suggests ameloblastoma, 



ground-glass suggests fibrous dysplasia, and a sunburst pattern is classic for osteosarcoma rather than 

this benign developmental cyst. 

20. A — Fibrous dysplasia typically presents in children and adolescents as a painless, expansile lesion 

with a characteristic ground-glass radiographic pattern and margins that blend poorly defined into 

normal bone. Osteosarcoma usually shows a sunburst pattern with symptoms, Paget disease occurs in 

older patients, and central giant cell granuloma is radiolucent rather than ground-glass. 

21. A — Fibrous dysplasia, including its syndromic form seen in McCune-Albright syndrome, results 

from a postzygotic somatic activating mutation in the GNAS1 gene, which locks the G-protein signaling 

pathway in osteoblast precursor cells into a constitutively active state. PTCH1 mutations cause Gorlin 

syndrome, TP53 germline mutations cause Li-Fraumeni syndrome, and RET mutations relate to multiple 

endocrine neoplasia instead. 

22. D — Paget disease of bone in older adults classically produces progressive jaw and skull 

enlargement, cranial nerve compression such as hearing loss, and markedly elevated alkaline 

phosphatase with normal calcium and phosphate, reflecting high bone turnover. Hyperparathyroidism 

instead alters calcium levels, osteomalacia involves bone softening from vitamin D deficiency, and 

osteopetrosis presents with diffusely dense bone from birth. 

23. B — The mixed lytic and sclerotic bone remodeling seen in advanced Paget disease produces the 

characteristic cotton-wool radiographic appearance in the skull and jaws, reflecting markedly increased 

bone turnover. Punched-out lesions without a sclerotic rim are more typical of multiple myeloma, 

isolated femoral osteopenia describes generalized osteoporosis, and a sunburst pattern is characteristic of 

osteosarcoma, not Paget disease. 

24. C — Multiple myeloma classically presents with multiple punched-out radiolucent lesions from 

plasma cell proliferation in bone marrow, hypercalcemia from bone resorption, and Bence Jones 

proteinuria from monoclonal light chains. Langerhans cell histiocytosis affects a younger population, 

cherubism is a bilateral pediatric fibro-osseous condition, and giant cell granuloma is typically solitary 

without these systemic lab abnormalities. 

25. C — Serum protein electrophoresis demonstrating a monoclonal M-spike, combined with bone 

marrow biopsy showing clonal plasma cell proliferation, is the definitive workup for multiple myeloma. 

A CBC alone, glucose or A1c testing, and isolated liver function tests do not identify the monoclonal 

gammopathy or marrow plasmacytosis needed to confirm this diagnosis. 

26. D — Cherubism is an autosomal dominant fibro-osseous condition presenting with bilateral, 

symmetric mandibular expansion in childhood that characteristically regresses with skeletal maturity, 

fitting the family history described. Ameloblastoma is typically unilateral and does not spontaneously 

regress, sporadic giant cell granuloma is usually solitary, and Burkitt lymphoma is a rapidly progressive 

malignancy rather than a self-limiting hereditary condition. 

27. A — Cherubism is most commonly caused by gain-of-function mutations in the SH3BP2 gene, 

which dysregulates osteoclast activity and inflammatory macrophage signaling specifically within the 



jaw bones, producing bilateral expansile lesions that regress spontaneously after puberty. COL1A1 

mutations instead cause osteogenesis imperfecta, FGFR3 mutations cause achondroplasia, and BRAF 

mutations are associated with Langerhans cell histiocytosis rather than this hereditary fibro-osseous jaw 

condition. 

28. B — CD1a and S100 positive Langerhans cells within a lytic bone lesion are diagnostic for 

Langerhans cell histiocytosis, whose solitary bone form is often called eosinophilic granuloma. Ewing 

sarcoma shows small round blue cells with CD99 positivity, osteomyelitis shows inflammatory infiltrate 

without Langerhans cells, and giant cell granuloma lacks this specific immunohistochemical profile. 

29. B — Severe, rapidly progressive alveolar bone destruction in Langerhans cell histiocytosis can leave 

teeth without adequate surrounding bony support, producing the classic floating teeth radiographic 

appearance seen on panoramic imaging. Generalized gingival hyperplasia, delayed eruption of all 

permanent teeth, and enamel hypoplasia are not the characteristic hallmark of this specific destructive 

alveolar bone process in children. 

30. C — Central giant cell granuloma presents as a locally destructive, multilocular radiolucency with 

abundant multinucleated giant cells histologically, and is diagnosed once hyperparathyroidism has been 

excluded by normal serum calcium and PTH. Brown tumor looks histologically identical but occurs with 

hyperparathyroidism, ameloblastoma has epithelial islands rather than giant cells, and odontogenic 

myxoma shows myxoid stroma with stellate cells. 

31. A — Because brown tumors of hyperparathyroidism are histologically indistinguishable from central 

giant cell granulomas, serum calcium and PTH must be checked; elevated levels point to a brown tumor, 

while normal levels support a primary giant cell granuloma. A CBC, pancreatic enzymes, and thyroid 

function do not address the parathyroid axis needed to differentiate these entities. 

32. D — Odontogenic myxoma often produces a multilocular radiolucency built from thin, wispy, 

straight trabeculae described as a tennis racket or soap bubble pattern, reflecting its origin from 

odontogenic ectomesenchyme rather than epithelium. Traumatic bone cyst typically scallops between 

roots without internal trabeculae, ossifying fibroma is well-corticated, and dentigerous cyst attaches at 

the cementoenamel junction of an unerupted tooth. 

33. C — Odontogenic myxoma is composed of loosely arranged spindle-shaped and stellate 

mesenchymal cells within an abundant myxoid stroma rich in mucopolysaccharides, reflecting its origin 

from odontogenic ectomesenchyme. Ameloblast-like columnar epithelium describes ameloblastoma, 

dense lamellar bone describes normal or reactive bone, and keratinizing squamous nests describe an 

odontogenic keratocyst or squamous odontogenic tumor. 

34. B — Periapical cemento-osseous dysplasia classically occurs in middle-aged Black women at the 

apices of vital mandibular anterior or premolar teeth, progressing from radiolucent to mixed to 

radiopaque over time without symptoms. Radicular cyst requires a nonvital tooth, condensing osteitis 

ties to a carious or heavily restored tooth, and cementoblastoma fuses directly with and obliterates the 

root outline. 



35. D — Condensing osteitis is a reactive, focal sclerotic bone response to a low-grade pulpal 

inflammatory stimulus, so it is specifically tied to a tooth with caries, deep restorations, or pulpal 

pathology. Cemento-osseous dysplasia instead affects vital teeth, often at multiple sites, and shows the 

demographic pattern in the other options, distinguishing it from this reactive process. 

36. A — Cementoblastoma is unique among periapical radiopacities because the mineralized mass fuses 

directly to and is continuous with the tooth root, obliterating the normal root outline, and is surrounded 

by a thin radiolucent halo representing the retained periodontal ligament space. Unrelated multiple 

radiopacities, purely radiolucent lesions, and diffuse cotton-wool patterns describe other conditions such 

as cemento-osseous dysplasia or Paget disease. 

37. B — A rapidly growing, painful jaw mass with a sunburst periosteal reaction and Codman triangle is 

the classic radiographic presentation of osteosarcoma, reflecting aggressive periosteal new bone 

formation as the tumor outgrows the cortex. Fibrous dysplasia and ossifying fibroma grow slowly and 

non-aggressively, and ameloblastic fibroma in children is typically well-defined and multilocular rather 

than showing this aggressive periosteal pattern. 

38. D — Symmetric widening of the periodontal ligament space around multiple teeth, especially 

alongside a rapidly enlarging mass, is a recognized early radiographic sign of malignant tumor 

infiltration such as osteosarcoma along the periodontal ligament space. Physiologic mobility, chronic 

marginal periodontitis, and orthodontic movement do not typically produce this diffuse multi-tooth 

pattern. 

39. A — The starry sky pattern, created by numerous tingible-body macrophages scattered among dense 

sheets of small, uniform round blue lymphoma cells, is a classic histologic feature of Burkitt lymphoma, 

which in its endemic African form frequently involves the jaws of children. Giant cell granuloma shows 

multinucleated giant cells, ameloblastoma is epithelial, and osteoma lacks these histologic features. 

40. C — Endemic (African) Burkitt lymphoma has a strong, well-established association with Epstein-

Barr virus infection combined with a chromosomal translocation activating the MYC oncogene. HPV is 

linked to oropharyngeal squamous cell carcinoma, HSV-1 causes herpetic mucosal disease, and CMV 

causes a separate range of opportunistic infections, none the classic driver of endemic Burkitt 

lymphoma. 

41. C — Exposed necrotic bone persisting more than eight weeks in a patient on antiresorptive therapy, 

without a history of radiation, meets the diagnostic criteria for medication-related osteonecrosis of the 

jaw. Bacterial osteomyelitis alone would not explain the medication history, normal healing would not 

present as exposed necrotic bone, and osteoradionecrosis specifically requires prior head and neck 

radiation. 

42. D — Denosumab is a fully human monoclonal antibody that inhibits RANKL, suppressing bone 

resorption through a pathway different from the pyrophosphate-analog bone binding used by 

bisphosphonates, yet it still carries a comparable clinical risk of medication-related osteonecrosis of the 

jaw. SSRIs, calcium channel blockers, and proton pump inhibitors are not antiresorptive agents and are 

not linked to this complication. 



43. B — Osteoradionecrosis is defined by exposed, nonhealing irradiated bone, typically following 

trauma such as extraction within a previously irradiated field, due to radiation-induced hypovascularity, 

hypoxia, and hypocellularity. Medication-related osteonecrosis requires antiresorptive drug exposure, 

acute osteomyelitis presents more acutely, and dry socket resolves within days without exposed necrotic 

bone of this nature. 

44. A — Osteoradionecrosis is classically explained by the hypoxia-hypocellularity-hypovascularity 

triad, in which therapeutic radiation permanently damages the fine vasculature and cellular elements of 

bone, severely impairing its normal capacity to heal after any subsequent surgical injury such as an 

extraction. The other option sets describe unrelated physiologic states that do not represent this accepted 

radiation-induced bone injury mechanism. 

45. D — For patients on oral bisphosphonates for a limited duration such as 2 years, the risk of 

medication-related osteonecrosis is low, and current guidance supports proceeding with necessary 

extractions using atraumatic technique and informed consent rather than withholding care or requiring a 

drug holiday. Hyperbaric oxygen and permanent medication discontinuation are not routinely indicated 

for this lower-risk scenario. 

46. C — Stage III periodontitis is defined by clinical attachment loss of 5 mm, radiographic bone loss 

into the middle third of the root, and severity findings such as probing depths of 6 mm or greater, 

without the tooth loss that defines Stage IV. Stage I and II involve shallower attachment loss confined to 

the coronal third of the root. 

47. A — Grading incorporates the ratio of percent bone loss to age as a direct indicator of progression 

rate, then modifies that grade upward based on risk factors such as smoking and diabetes status, 

reflecting biologic rate of disease rather than severity at one point in time. Probing depth alone, tooth 

counts, and bone pattern without risk data define staging elements instead. 

48. B — Lingering pain that persists well beyond stimulus removal, combined with spontaneous 

unprovoked pain, is the hallmark of symptomatic irreversible pulpitis, reflecting inflamed pulp tissue 

that will not resolve without intervention. Reversible pulpitis produces brief pain that resolves quickly 

once the stimulus is removed, normal pulp is asymptomatic, and necrotic pulp typically does not 

respond to cold at all. 

49. C — Absence of response to both thermal and electric pulp testing, with a deep carious lesion 

present, indicates the neural and vascular pulp tissue has died and is diagnostic of pulp necrosis. A brief 

response to cold, a prolonged lingering response, or an isolated percussion finding with intact cold 

response instead indicate some vital pulp tissue remains. 

50. D — A well-defined periapical radiolucency in a tooth that is asymptomatic to percussion and 

palpation, with a necrotic pulp, describes asymptomatic apical periodontitis, a chronic inflammatory 

process at the apex that has not produced acute symptoms. Symptomatic apical periodontitis and acute 

abscess both present with pain or swelling, while normal periapical tissues would show no radiolucency 

on the radiograph at all. 



51. B — Acute apical abscess is characterized by rapid onset of spontaneous pain, localized or diffuse 

swelling, and purulent exudate arising from a necrotic pulp, reflecting an acute inflammatory and 

infectious process at the apex. A long-standing asymptomatic radiolucency, a normal cold response, and 

no radiographic change instead describe chronic or healthy pulpal and periapical states without acute 

infection present. 

52. A — Trigeminal neuralgia produces brief, severe, electric shock-like or stabbing facial pain 

triggered by light cutaneous stimulation of a trigger zone, following the distribution of one or more 

trigeminal branches, without an identifiable dental or intra-articular cause. Myofascial pain and pulpitis 

produce more sustained aching pain, and disc displacement typically presents with joint sounds and 

limited opening rather than trigger-zone pain. 

53. C — Magnetic resonance imaging provides superior soft tissue contrast, making it the imaging 

modality of choice for directly visualizing the articular disc position and internal derangement of the 

temporomandibular joint. Panoramic and periapical radiographs show only bony structures with poor 

detail, and cone beam CT excels at bony anatomy but does not visualize the soft tissue disc itself. 

54. D — Limited mouth opening with deviation toward the affected side and no reduction of the disc 

into normal position is characteristic of disc displacement without reduction, called a closed lock, which 

restricts translation of the condyle. Disc displacement with reduction instead produces a reciprocal click, 

and normal function or isolated muscle pain would not restrict opening this way. 

55. A — Generalized tooth attrition, masseter muscle hypertrophy, and morning jaw fatigue without 

joint pain are consistent findings of a parafunctional clenching or grinding habit producing muscular 

strain rather than a primary intra-articular disorder. Osteoarthritis would show joint-specific pain and 

crepitus, trigeminal neuralgia produces brief shock-like pain, and closed lock restricts opening, none 

matching this muscular presentation. 

56. B — Osteoarthritis of the temporomandibular joint produces degenerative changes including 

flattening, erosion, and subchondral sclerosis of the condylar head, often with osteophyte formation at 

the joint margins from chronic mechanical overload. A widened symmetric space and a normal smooth 

condyle describe healthy joints, while complete bony fusion describes ankylosis, a distinct and more 

severe end-stage condition. 

57. A — Multiple compounding risk indicators, including visible plaque, frequent fermentable 

carbohydrate exposure, medication-induced hyposalivation, and recent new lesion activity, place this 

patient firmly in the high caries risk category requiring intensive preventive intervention. Low or 

moderate classifications would require substantially fewer active risk factors and no recent new lesion 

activity of this magnitude. 

58. B — High-risk patients with xerostomia benefit most from prescription-strength fluoride at 5000 

ppm to remineralize enamel, salivary substitutes or stimulants to counter dryness, and shortened recall 

intervals to catch new lesions early, addressing both the cariogenic and hyposalivation components. 

Routine biannual prophylaxis alone under-treats this risk level, fluoride avoidance would worsen 

outcomes, and extraction is a disproportionate, non-conservative response. 



59. D — A radiolucency limited to the outer half of enamel, without radiographic extension to the 

dentinoenamel junction, represents the earliest detectable radiographic caries stage and is generally 

amenable to non-invasive remineralization therapy rather than restorative intervention. Extension into 

the outer or inner dentin, or pulpal involvement, all represent more advanced stages requiring restorative 

or endodontic management. 

60. C — Radiographic extension into the inner half of dentin correlates strongly with histologic 

cavitation of the overlying enamel surface, meaning these lesions typically require restorative treatment 

rather than remineralization alone, since the carious process has usually already broken through the 

surface. Outer enamel lesions, lesions only at the dentinoenamel junction, and lesions with no visible 

radiolucency are generally still manageable non-surgically. 

61. B — Bilateral parotid enlargement combined with dry mouth, dry eyes, and positive anti-SSA (Ro) 

and anti-SSB (La) autoantibodies is characteristic of Sjogren syndrome, an autoimmune exocrinopathy 

targeting salivary and lacrimal glands. Mumps is an acute viral illness without these autoantibodies, 

sialolithiasis typically causes unilateral postprandial swelling from a stone, and sarcoidosis would show 

noncaseating granulomas rather than this antibody profile. 

62. C — Labial minor salivary gland biopsy, obtained from the lower lip, is the standard diagnostic 

procedure for Sjogren syndrome because it reliably demonstrates focal lymphocytic sialadenitis with an 

accessible, minimally invasive technique and a validated focus score. Parotid, submandibular, and 

sublingual gland biopsies carry higher surgical morbidity and are not the standard diagnostic approach 

for this systemic autoimmune condition. 

63. A — Postprandial, meal-triggered swelling and pain that resolves between meals is the classic 

presentation of sialolithiasis, in which a stone obstructs salivary outflow specifically during the 

increased secretion stimulated by eating. Sjogren syndrome causes chronic dryness rather than episodic 

swelling, mumps is bilateral and viral in origin, and pleomorphic adenoma presents as a slow, painless, 

persistent mass. 

64. D — An occlusal radiograph of the floor of the mouth is well suited to localizing a radiopaque 

sialolith within the anterior portion of the submandibular duct because the film angle captures this 

superficial region clearly without significant superimposition. MRI and thyroid ultrasound are not first-

line for this purpose, and a panoramic film alone often fails to show anteriorly located stones well. 

65. C — Pleomorphic adenoma is the most common salivary gland tumor and classically presents as a 

slow-growing, painless, mobile mass in the superficial parotid lobe over years, reflecting its benign but 

locally expansile behavior. Mucoepidermoid carcinoma can be more variable in growth and malignant 

potential, acute parotitis is painful and rapid, and Warthin tumor typically occurs in older male smokers. 

66. D — Warthin tumor has one of the strongest tobacco associations of any salivary neoplasm and is 

notable for its tendency to occur bilaterally or multifocally within the parotid gland, more often in older 

male smokers. Pleomorphic adenoma, adenoid cystic carcinoma, and mucoepidermoid carcinoma do not 

share this same strong bilateral smoking-linked pattern of presentation. 



67. B — A cribriform, Swiss cheese growth pattern combined with a strong propensity for perineural 

invasion is a classic histologic and clinical hallmark of adenoid cystic carcinoma, a malignant salivary 

tumor known for slow but relentless local spread along nerves. Pleomorphic adenoma and Warthin 

tumor are benign without this invasive pattern, and mucocele is a mucus extravasation cyst, not a 

neoplasm. 

68. A — A bluish, fluctuant swelling on the lower lip after trauma such as lip-biting is the classic 

presentation of a mucocele, formed when a minor salivary duct is severed and mucus extravasates into 

connective tissue. Ranula occurs in the floor of the mouth from sublingual gland involvement, 

pleomorphic adenoma is a slow-growing solid tumor, and hemangioma is a distinct vascular lesion. 

69. C — A bluish, dome-shaped swelling in the floor of the mouth from extravasated mucus of the 

sublingual gland or its ducts is termed a ranula, distinguished by location from a mucocele of minor 

salivary gland origin on the lips or buccal mucosa. Dermoid cyst is typically midline and doughy, and 

lymphoepithelial cyst is yellow-white, related to tonsillar tissue. 

70. A — Acute onset of severe unilateral parotid pain, swelling, purulent exudate expressible from 

Stensen duct, and fever describes acute bacterial suppurative parotitis, often occurring in dehydrated or 

debilitated patients with reduced salivary flow allowing retrograde bacterial infection. Sjogren syndrome 

is chronic and autoimmune, and both pleomorphic adenoma and Warthin tumor are painless, slow-

growing, non-infectious masses. 

71. D — Dehydration and reduced salivary flow, commonly seen in postoperative, debilitated, or NPO 

hospitalized patients, decrease the normal flushing action of saliva through Stensen duct and allow 

retrograde ascent of oral bacteria into the parotid gland. Excessive cholinergic salivary flow, orthodontic 

treatment, and fluoride exposure are not recognized predisposing factors for this acute infectious 

process. 

72. B — Chronic hyperglycemia promotes formation of advanced glycation end-products that impair 

neutrophil chemotaxis and function while simultaneously amplifying pro-inflammatory cytokine 

production in periodontal tissues, creating a hyperinflammatory, poorly controlled destructive response 

to plaque biofilm. Direct marrow invasion, vitamin D toxicity, and salivary flow reduction alone do not 

adequately explain this well-documented diabetes-periodontitis biologic interaction. 

73. B — Hemoglobin A1c reflects average blood glucose control over the preceding two to three 

months, making it the most useful marker for assessing long-term glycemic control before periodontal 

therapy. A single fasting or random glucose reading only reflects the level at that moment, and urine 

ketones assess acute derangement, not chronic control. 

74. D — Pregnancy gingivitis reflects an exaggerated gingival inflammatory response to even mild 

plaque accumulation, driven by elevated progesterone and estrogen levels that increase vascular 

permeability and blood flow to gingival tissue during pregnancy. Necrotizing gingivitis presents with 

tissue necrosis and pain, chronic periodontitis requires attachment loss, and desquamative gingivitis is 

linked to mucocutaneous disease rather than hormonal state. 



75. A — Punched-out, necrotic interdental papillae covered by a gray pseudomembrane, combined with 

fetid odor, pain, and systemic symptoms such as fever and malaise, are the defining features of 

necrotizing ulcerative gingivitis, an acute fusospirochetal infection often linked to stress and 

immunosuppression. Pregnancy gingivitis and chronic marginal gingivitis lack tissue necrosis, and 

linear gingival erythema is typically painless and HIV-associated. 

76. C — Necrotizing periodontal disease is strongly linked to host factors that impair local and systemic 

immune defenses, including psychological stress, immunosuppression such as HIV infection, 

malnutrition, and smoking, all of which favor overgrowth of fusiform bacteria and spirochetes. Good 

nutrition, regular cleanings, and adequate salivary flow are protective factors rather than predisposing 

risks for this destructive condition. 

77. A — Linear gingival erythema presents as a distinctive band of intense erythema confined to the free 

gingival margin, often disproportionate to plaque levels, and is strongly associated with HIV infection 

and low CD4 counts due to altered host immune and candidal interactions. Necrotizing gingivitis 

involves tissue necrosis, while chronic and pregnancy gingivitis do not show this specific linear 

marginal erythema pattern. 

78. C — Phenytoin, along with calcium channel blockers and cyclosporine, is a well-recognized cause 

of drug-influenced gingival enlargement, producing firm, fibrotic tissue overgrowth through altered 

fibroblast collagen metabolism in genetically susceptible patients, generally in the presence of some 

plaque. Necrotizing gingivitis, pyogenic granuloma, and linear erythema each have distinct clinical 

appearances that do not match this fibrotic drug-related pattern. 

79. D — Management of significant drug-influenced gingival enlargement centers on rigorous plaque 

control to minimize the inflammatory component, medical consultation to explore substituting the 

causative medication where feasible, and surgical gingivectomy or gingivoplasty to remove excess 

fibrotic tissue and restore function and esthetics. Antibiotics alone do not address the fibrotic 

overgrowth, and extraction is unnecessarily aggressive for a manageable soft tissue condition. 

80. B — A solitary, exophytic, cauliflower-like papillary lesion with histologic koilocytes, cells showing 

a perinuclear halo from viral cytopathic effect, is characteristic of a squamous papilloma caused by low-

risk human papillomavirus subtypes. Leukoplakia is typically flat and does not show this papillary 

koilocytic pattern, lichen planus shows a bandlike lymphocytic infiltrate, and frictional keratosis is a flat 

reactive white patch. 

81. B — Bilateral, symmetric, reticular white striations known as Wickham striae, sometimes 

accompanied by painful erosive or ulcerative areas, are the classic clinical presentation of oral lichen 

planus, an immune-mediated mucocutaneous condition with a bandlike subepithelial lymphocytic 

infiltrate on biopsy. Leukoplakia lacks this reticular pattern, candidiasis typically scrapes off, and 

frictional keratosis correlates with a specific mechanical irritant. 

82. C — Oral lichen planus classically shows a dense, bandlike lymphocytic infiltrate hugging the 

epithelial-connective tissue interface along with liquefactive degeneration of the basal cell layer, 

reflecting a T-cell mediated attack on basal keratinocytes. Koilocytosis indicates HPV infection, 



acantholysis with vesicles suggests pemphigus, and noncaseating granulomas suggest sarcoidosis or 

Crohn disease, not lichen planus. 

83. A — A positive Nikolsky sign, in which gentle lateral pressure causes epithelium to shear away, 

combined with suprabasilar acantholysis on biopsy, is diagnostic of pemphigus vulgaris, an autoimmune 

blistering disease targeting desmoglein adhesion proteins between epithelial cells. Mucous membrane 

pemphigoid instead shows subepithelial separation, lichen planus shows a lymphocytic band without 

acantholysis, and aphthous stomatitis lacks this bullous mechanism entirely. 

84. D — Direct immunofluorescence in pemphigus vulgaris classically shows intercellular deposition of 

IgG and complement between keratinocytes in a fishnet or chicken-wire pattern, corresponding to 

autoantibody attack on desmoglein at the intercellular junctions. Linear basement membrane deposition 

instead indicates pemphigoid, granular IgA at papillary tips suggests dermatitis herpetiformis, and 

absent staining would not support this autoimmune diagnosis. 

85. B — Mucous membrane pemphigoid produces tense, subepithelial bullae that leave an intact 

epithelial roof on rupture, along with a chronic desquamative gingivitis pattern, and predominantly 

affects mucosal surfaces with relative sparing of skin, reflecting autoantibodies against basement 

membrane zone proteins. Pemphigus vulgaris produces fragile, easily ruptured bullae, erythema 

multiforme is acute and target-lesion based, and herpangina is a distinct viral illness. 

86. C — Erythema multiforme is an acute, self-limited hypersensitivity reaction frequently triggered by 

preceding herpes simplex virus infection, characterized by target or iris-shaped skin lesions and severe 

hemorrhagic crusting oral mucosal erosions of sudden onset. Pemphigus and pemphigoid are chronic 

autoimmune blistering diseases, and lichen planus presents with a more gradual, reticular pattern rather 

than this acute post-infectious hypersensitivity reaction. 

87. D — Herpes simplex virus infection is the most commonly identified trigger preceding episodes of 

erythema multiforme, through a delayed-type hypersensitivity immune response against viral antigen 

deposited in the skin and mucosa. Epstein-Barr virus, human papillomavirus, and coxsackievirus are 

each linked to other distinct oral or mucocutaneous conditions rather than being the classic trigger for 

this hypersensitivity reaction. 

88. A — Herpangina, caused by coxsackievirus, classically presents with fever and small vesicles or 

ulcers confined to the posterior oral cavity, including the soft palate, tonsillar pillars, and uvula, often in 

a seasonal summer-fall pattern in young children. Herpetic gingivostomatitis involves the anterior 

gingiva and lips diffusely, erythema multiforme shows target skin lesions, and hand-foot-mouth disease 

adds skin lesions on the extremities. 

89. C — Hand-foot-and-mouth disease is distinguished from herpangina by the additional presence of 

vesicular or maculopapular lesions on the palms, soles, and sometimes the buttocks, beyond the oral 

vesicles both conditions share, since both arise from related enterovirus and coxsackievirus strains. 

Fever can occur in either illness, both predominantly affect children, and oral involvement is common to 

both conditions. 



90. A — Primary herpetic gingivostomatitis, from initial HSV-1 infection, presents in young children 

with high fever, diffuse painful gingival erythema and edema, widespread vesicles and ulcers of the lips 

and anterior mucosa, and lymphadenopathy on first exposure. Recurrent herpes labialis is milder and lip-

localized, herpangina spares the anterior mouth, and aphthous stomatitis lacks systemic fever and diffuse 

gingival involvement. 

91. D — Amelogenesis imperfecta is a hereditary group of disorders affecting enamel formation, 

producing thin, poorly mineralized enamel that chips or wears away and exposes the underlying dentin, 

often with a strong family history. Dentinogenesis imperfecta primarily affects dentin with a bulbous 

crown shape, fluorosis relates to excess fluoride exposure, and hypoplasia from illness is typically 

localized rather than generalized and hereditary. 

92. B — Dentinogenesis imperfecta produces bulbous crowns with pronounced cervical constriction, 

progressive obliteration of the pulp chambers and canals, and an opalescent, translucent blue-gray or 

brown appearance of the teeth, and it frequently co-occurs with osteogenesis imperfecta from shared 

COL1A1/COL1A2 collagen mutations. Amelogenesis imperfecta primarily affects enamel, regional 

odontodysplasia is typically localized, and fluorosis relates to fluoride exposure rather than collagen 

defects. 

93. C — Regional odontodysplasia, called ghost teeth, is a rare, localized developmental anomaly 

confined to one region, producing teeth with markedly thin enamel and dentin, a faded radiographic 

appearance, and delayed or failed eruption. Amelogenesis and dentinogenesis imperfecta are generalized 

hereditary conditions, and a Turner tooth reflects a single tooth affected by local infection or trauma. 

94. A — A Turner tooth results when infection or trauma to a primary tooth disturbs the developing 

permanent tooth germ during enamel formation, producing a localized area of hypoplasia and 

discoloration limited to the affected successor tooth. Amelogenesis imperfecta and regional 

odontodysplasia are more generalized, and molar incisor hypomineralization affects first molars and 

incisors without this infectious trigger. 

95. D — Molar incisor hypomineralization is thought to result from a disruption during the maturation 

stage of enamel formation in early childhood, associated with factors such as high fevers, respiratory 

illness, or certain antibiotic exposures, though the precise etiology remains multifactorial and 

incompletely understood. Rickets, congenital syphilis, and inherited amelogenesis imperfecta represent 

distinct, separately defined causes of enamel or dental defects. 

96. C — Hutchinson incisors, described as screwdriver-shaped or notched central incisors, along with 

mulberry molars showing multiple poorly developed cusps, are classic dental stigmata of congenital 

syphilis resulting from in utero treponemal infection during tooth development. Turner teeth, 

amelogenesis imperfecta, and molar incisor hypomineralization are distinct entities with different 

underlying etiologies unrelated to congenital infection. 

97. B — A mesiodens is a supernumerary tooth located at the midline between the maxillary central 

incisors, the most common site for supernumerary teeth, and it can delay or displace eruption of adjacent 



incisors. Paramolar and distomolar describe supernumerary teeth in the molar region, and an odontome 

is a distinct hamartomatous growth rather than a discrete tooth. 

98. D — An unerupted mesiodens frequently obstructs the eruption path of the developing permanent 

maxillary central incisors, leading to delayed eruption, ectopic position, or a persistent midline diastema, 

which is why early radiographic identification and often surgical removal are recommended. 

Generalized enamel hypoplasia, primary molar ankylosis, and condylar hyperplasia are unrelated 

findings with different underlying causes. 

99. B — A compound odontome consists of multiple small, discrete tooth-like structures called 

denticles, each showing organized enamel, dentin, and pulp in recognizable tooth shapes, and it 

commonly obstructs eruption of an adjacent tooth. A complex odontome instead shows a disorganized 

mass of dental tissues, ameloblastic fibro-odontoma is more aggressive, and ameloblastoma is an 

epithelial neoplasm. 

100. A — A complex odontome is a disorganized, haphazard mass of enamel, dentin, and pulp lacking 

recognizable tooth morphology, in contrast to the discrete denticles of a compound odontome, and it 

occurs more often in the posterior jaws where it can obstruct molar eruption. Ameloblastoma is an 

aggressive epithelial tumor, and cementoblastoma fuses specifically to a root. 

101. A — Macrocytic anemia with glossitis showing a smooth, beefy-red tongue and angular cheilitis is 

classically associated with vitamin B12 or folate deficiency, both impairing DNA synthesis in rapidly 

dividing epithelial cells of the tongue. Iron deficiency instead causes microcytic anemia, vitamin C 

deficiency causes scurvy with gingival bleeding, and vitamin K deficiency mainly affects coagulation. 

102. B — Plummer-Vinson syndrome, also called Paterson-Kelly syndrome, is defined by the triad of 

iron deficiency anemia, dysphagia from esophageal webs, and atrophic glossitis with angular cheilitis, 

and it carries an increased risk for postcricoid esophageal squamous cell carcinoma. Sjogren syndrome 

involves dry mouth and eyes without esophageal webs, Peutz-Jeghers involves pigmentation and polyps, 

and Sturge-Weber is a vascular neurocutaneous syndrome. 

103. D — Chronic renal failure impairs vitamin D activation and phosphate excretion, producing 

persistent hypocalcemia that drives compensatory secondary hyperparathyroidism, and the resulting 

elevated parathyroid hormone increases osteoclastic bone resorption throughout the skeleton, including 

loss of the lamina dura and a ground-glass jaw appearance. Bacterial invasion, vitamin C deficiency, and 

fluoride toxicity do not explain this specific renal-parathyroid bone disease mechanism. 

104. C — Vitamin C deficiency, or scurvy, impairs collagen cross-linking needed for connective tissue 

and blood vessel integrity, producing gingival bleeding, perifollicular skin hemorrhages, and poor 

wound healing, classically in patients with severely limited fruit and vegetable intake. Vitamin B12 and 

folate deficiencies instead produce macrocytic anemia and glossitis, and vitamin A deficiency primarily 

affects vision and epithelial keratinization. 

105. C — Acute myeloid leukemia, particularly the monocytic subtype, is classically associated with 

marked gingival infiltration by leukemic cells producing boggy, enlarged gingiva, along with petechiae 



and spontaneous bleeding from thrombocytopenia and marrow failure. Chronic lymphocytic leukemia, 

chronic myeloid leukemia, and hairy cell leukemia are less commonly linked to this specific dramatic 

gingival infiltration pattern. 

106. D — An isolated prolongation of the partial thromboplastin time, reflecting the intrinsic 

coagulation pathway, with a normal prothrombin time and platelet count, is characteristic of hemophilia 

A or B, from deficiency of factor VIII or IX respectively. Vitamin K deficiency prolongs both PT and 

PTT, thrombocytopenia lowers platelet count, and aspirin affects platelet function instead. 

107. A — The international normalized ratio standardizes the prothrombin time across laboratories and 

directly reflects the extrinsic and common coagulation pathways affected by warfarin's vitamin K 

antagonism, making it the appropriate test to guide extraction timing and risk in anticoagulated patients. 

Platelet count, bleeding time, and aPTT do not specifically capture warfarin's effect on the vitamin K-

dependent clotting factors. 

108. B — Sensitivity is the probability that a person who truly has disease will correctly test positive, 

calculated as true positives divided by true positives plus false negatives, an inherent property of the test 

itself. Specificity instead describes true negative detection, sensitivity and specificity are generally 

independent, and neither depends mathematically on disease prevalence. 

109. A — With 10% prevalence in 1000 patients, 100 truly have the disease; applying 90% sensitivity to 

these 100 yields approximately 90 true positive results, since sensitivity reflects the proportion of actual 

cases correctly identified as positive. The other values instead correspond to total diseased count, true 

negatives among the healthy, or a tenth of the true positive figure. 

110. B — Of the 900 disease-free patients, 90% specificity means 90% correctly test negative, leaving 

the remaining 10%, or approximately 90 patients, to incorrectly test positive as false positives, since 

specificity reflects the true negative rate, not the false positive rate directly. The other values represent 

true negatives, total diseased count, and an unrelated fraction of this figure. 

111. C — An ANB angle greater than the normal 2 degrees, with normal SNA and reduced SNB 

reflecting mandibular retrusion, is characteristic of a skeletal Class II relationship from mandibular 

retrognathia rather than maxillary excess. Skeletal Class I shows an ANB near 2 degrees, Class III 

shows a negative ANB, and bimaxillary protrusion shows elevated SNA and SNB together. 

112. D — A negative ANB angle, with point B positioned more forward than point A, combined with 

elevated SNB and normal SNA, indicates a skeletal Class III relationship from mandibular prognathism. 

Skeletal Class I shows an ANB near 2 degrees, Class II shows a positive elevated ANB from mandibular 

retrusion, and bimaxillary retrusion shows reduced values for both. 

113. C — Cleft lip results from failure of normal fusion between the maxillary process and the merged 

medial nasal (and lateral nasal) processes during the fourth to seventh weeks of embryonic development, 

disrupting the normal continuity of the upper lip and primary palate. Second arch neural crest migration 

failure, isolated tongue descent failure, and persistent buccopharyngeal membrane describe unrelated 

embryologic defects. 



114. D — The secondary palate forms when the lateral palatal shelves elevate from vertical to horizontal 

above the descending tongue and fuse at the midline; failure of this elevation or fusion produces an 

isolated cleft of the secondary palate without necessarily affecting the lip. The other choices describe 

processes governing the primary palate, midline nasal structures, or neural tube formation. 

115. B — Because a cleft palate prevents generating adequate negative intraoral pressure needed to 

suckle effectively, specialized compressible squeeze bottles or a feeding obturator plate assist nutrition 

and support normal growth until definitive surgical repair at the appropriate age. Immediate neonatal 

surgery, permanent nasogastric feeding, and no intervention are not standard, appropriate first-line 

approaches. 

116. A — Condylar hyperplasia produces unilateral, progressive overgrowth of the mandibular condyle, 

leading to facial asymmetry, a shifting occlusion, and often a developing crossbite as the affected side 

lengthens disproportionately. Bilateral condylar aplasia instead shows underdeveloped or absent 

condyles bilaterally, trigeminal neuralgia is a pain disorder without bony overgrowth, and bruxism 

produces wear, not asymmetric growth. 

117. B — A SPECT bone scan measures relative metabolic activity and uptake within the condyle, 

allowing clinicians to determine whether abnormal growth is still actively progressing before deciding 

on timing of surgical intervention such as condylectomy. Panoramic, cephalometric, and periapical 

radiographs show only static anatomic detail and cannot directly assess ongoing metabolic growth 

activity within the condyle. 

118. C — Temporomandibular joint ankylosis, most often resulting from childhood condylar trauma or 

infection, produces progressive bony or fibrous fusion across the joint space, leading to severe, often 

permanent restriction of mouth opening. Disc displacement with reduction and myofascial pain typically 

preserve substantially more opening, and condylar hyperplasia causes asymmetric overgrowth rather 

than joint space fusion and restricted opening. 

119. D — Hypodontia refers to congenital absence of one or more teeth from failure of tooth bud 

development, and the mandibular second premolar, third molars, and maxillary lateral incisors are 

among the most commonly missing permanent teeth. Supernumerary formation and hyperdontia 

describe extra rather than missing teeth, and ankylosis describes a retained, fused primary tooth, not a 

missing successor. 

120. A — Ankylosis of a primary tooth occurs when cementum or dentin fuses directly to alveolar bone, 

halting eruption while adjacent teeth continue erupting normally, producing the classic submerged 

appearance and a solid, dull percussion sound distinct from a mobile tooth. Hypodontia describes a 

missing tooth, dens invaginatus is an enamel folding defect, and ectopic eruption describes an abnormal 

eruption path. 

121. B — Dens invaginatus, or dens in dente, results from infolding of the enamel organ into the dental 

papilla before mineralization, producing a tooth-within-a-tooth radiographic appearance most commonly 

in maxillary lateral incisors, and predisposes it to early pulpal infection. Dens evaginatus instead 



produces an extra cusp of enamel-covered dentin, taurodontism affects molar pulp chamber shape, and 

gemination involves an attempted tooth division. 

122. D — Taurodontism describes an elongated pulp chamber with apical displacement of the pulpal 

floor and furcation, along with short roots, giving a bull-like radiographic appearance, and it can occur 

alone or with certain syndromes. Dens invaginatus is an infolding anomaly of anterior teeth, fusion joins 

two separate tooth germs, and concrescence describes root union through cementum after formation. 

123. A — Fusion occurs when two normally separate tooth germs join together during development, 

most often sharing a confluent pulp chamber, and typically results in one fewer tooth than expected 

when counted, distinguishing it from gemination where a single tooth bud attempts incomplete division. 

Concrescence describes root union by cementum alone after full formation, and dens invaginatus is an 

unrelated infolding anomaly. 

124. C — Gemination occurs when a single tooth bud attempts to divide into two teeth but fails to fully 

separate, producing a bifid crown while the tooth count remains normal, unlike fusion which reduces the 

count by one. Concrescence involves cemental union of two formed adjacent roots, and dens evaginatus 

is an accessory cusp, not a division anomaly. 

125. A — Concrescence describes union of two fully formed, otherwise separate adjacent teeth through 

cementum only, typically after root formation is complete, often from crowding, trauma, or chronic 

periapical inflammation, and is significant because it can complicate extraction. Fusion instead joins 

tooth germs earlier in development with a shared pulp chamber, and gemination involves an incomplete 

single-tooth division. 

126. D — Dens evaginatus presents as an accessory cusp of enamel-covered dentin, typically on 

premolar occlusal surfaces, containing a pulp horn extension and prone to fracture exposing the pulp, 

requiring preventive resin coverage. A talon cusp occurs on the lingual surface of anterior teeth, an 

enamel pearl is a small nodule near the root, and dens invaginatus is an infolding anomaly. 

127. B — A talon cusp is an accessory cusp projecting from the cingulum on an anterior tooth's lingual 

surface, most often a maxillary incisor, resembling an eagle's talon and containing a pulp horn extension 

complicating restorative treatment. Dens evaginatus occurs on posterior occlusal surfaces, an enamel 

pearl sits near the furcation, and dens invaginatus is an infolding, not a projecting, anomaly. 

128. C — An enamel pearl is a small, focal, ectopic nodule of enamel on the root surface, most 

commonly near the furcation of maxillary molars, arising from localized activity of Hertwig epithelial 

root sheath cells differentiating into ameloblasts in an aberrant location. Talon cusp and dens evaginatus 

are accessory cuspal structures on the crown, and odontoma is a larger, distinct hamartomatous mass. 

129. B — Burning mouth syndrome is a diagnosis of exclusion marked by chronic burning of the oral 

mucosa, often the tongue, without an identifiable clinical lesion or abnormal lab finding, often 

correlating with psychological stress or altered nerve signaling. Geographic tongue and median 

rhomboid glossitis present with visible lesions, and erythroplakia is a red patch with malignant potential. 



130. C — Geographic tongue, or benign migratory glossitis, produces irregular, map-like erythematous 

patches surrounded by a white or yellow serpiginous border on the dorsal tongue, with the pattern 

changing location and shape over days to weeks. Median rhomboid glossitis presents as a fixed, 

symmetric central patch, burning mouth syndrome lacks visible lesions, and hairy tongue shows 

elongated filiform papillae instead. 

131. A — Median rhomboid glossitis presents as a well-demarcated, erythematous, smooth patch at the 

posterior midline of the dorsal tongue, representing chronic candidal infection related to loss of filiform 

papillae in that region. Geographic tongue shows a migrating, serpiginous-bordered pattern, hairy 

leukoplakia relates to Epstein-Barr virus and immunosuppression, and erythroplakia carries malignant 

potential without this candidal etiology. 

132. D — Oral hairy leukoplakia presents as a corrugated, non-scrapable white lesion on the lateral 

tongue border, driven by Epstein-Barr virus replication in epithelial cells and strongly associated with 

significant immunosuppression such as advanced HIV, showing balloon cells and koilocytic change 

with minimal inflammation. Candidiasis typically scrapes off, and squamous papilloma shows a 

papillary architecture rather than this flat, corrugated pattern. 

133. D — Pseudomembranous candidiasis, or oral thrush, presents as white, curd-like plaques of fungal 

hyphae, desquamated cells, and debris that characteristically scrape off with gauze to reveal an 

underlying erythematous, sometimes bleeding surface. Hairy leukoplakia and idiopathic leukoplakia do 

not scrape away, and lichen planus shows a reticular pattern rather than a removable curd-like plaque. 

134. A — Inhaled corticosteroids for asthma or COPD deposit locally in the oropharynx and can 

suppress local mucosal immune defenses, promoting Candida overgrowth, especially when the patient 

does not rinse the mouth after each inhaler use as recommended. Excellent hygiene, healthy young 

adults without risk factors, and high salivary flow are protective against, rather than predisposing 

toward, candidal overgrowth. 

135. C — Angular cheilitis in a denture wearer with reduced vertical dimension often results from 

candidal overgrowth, sometimes with staphylococcal co-infection, in chronically moist, deepened 

commissural folds from lost occlusal support, compounding the intraoral candidal infection already 

present. Isolated vitamin C deficiency, a purely bacterial process, and herpes reactivation do not account 

for this denture-related mechanism. 

136. B — When the chin is tipped too far downward, the occlusal plane is angled incorrectly relative to 

the focal trough, producing an exaggerated, blurred, elongated appearance of the anterior teeth with the 

palate shadow projected low over the roots. Forward or backward positioning errors instead produce 

horizontal magnification changes, and tipping the chin up produces a reversed, foreshortened anterior 

appearance. 

137. A — Excessive vertical angulation directs the beam too steeply, causing the projected image of the 

tooth to appear shortened, or foreshortened, relative to its true length, a common paralleling or bisecting-

angle technique error. Insufficient vertical angulation instead causes elongation, incorrect horizontal 



angulation causes proximal contact overlap, and underexposure affects image density rather than 

dimensional distortion. 

138. C — Incorrect horizontal angulation directs the beam at the wrong angle through the interproximal 

contact areas, causing the images of adjacent teeth to overlap and obscuring interproximal caries that 

would otherwise be visible in an open contact. Vertical angulation errors affect vertical distortion rather 

than proximal overlap, underexposure affects density, and patient movement produces a blurred rather 

than overlapped image. 

139. D — The paralleling technique positions the receptor parallel to the tooth's long axis and uses a 

long source-to-object distance, minimizing dimensional distortion and magnification compared to other 

periapical techniques. The bisecting angle technique relies on an angulation estimate prone to error, 

bitewings capture only crowns, and occlusal films serve a different diagnostic purpose. 

140. B — The Demirjian method stages tooth development, particularly of the third molars in later 

adolescence and young adulthood, into standardized developmental stages that correlate with 

statistically estimated chronological age ranges, making it a standard forensic and orthodontic age 

estimation tool. Angle classification describes occlusal relationships, and Nolla staging is more typically 

applied to the full developing permanent dentition in younger children. 

141. D — Dental identification relies on comparing distinctive individual features such as restorations, 

root canal fillings, and root morphology against verified antemortem dental records, since teeth strongly 

resist decomposition and provide individually distinctive comparison points. Bone density age estimates, 

skin pigmentation, and estimated height are far less specific than this dental comparison method. 

142. B — A 3 cm primary tumor falls into the T2 category, defined as greater than 2 cm but not more 

than 4 cm, and a single ipsilateral node up to 3 cm corresponds to N1, together giving T2N1. T1 requires 

a tumor of 2 cm or less, T4 requires invasion of adjacent structures, and N2 requires larger or multiple 

nodes. 

143. A — A primary tumor of 2 cm or less is classified as T1, and absence of regional node involvement 

and distant metastasis corresponds to N0 and M0, together giving the earliest classification of T1N0M0. 

The other combinations describe larger tumors, nodal involvement, or distant spread not matching this 

early, localized presentation. 

144. C — Positive predictive value is the probability that a person with a positive test result truly has the 

disease, and unlike sensitivity and specificity, it is directly affected by the prevalence of disease in the 

population being tested, rising as prevalence increases. Sensitivity and specificity are inherent test 

properties independent of prevalence, and negative predictive value instead addresses negative results. 

145. C — When prevalence is low, the disease-free population is very large, so even a small false-

positive rate applied to that group generates more false positives than the few true positives from the 

small diseased population, lowering positive predictive value. The test's sensitivity and specificity are 

unchanged, and prevalence does affect predictive values mathematically. 



146. B — Angle Class II malocclusion is defined by the maxillary first molar's mesiobuccal cusp 

occluding anterior to the mandibular first molar's buccal groove, corresponding to a convex profile and 

mandibular retrusion, consistent with a skeletal Class II relationship. Class I reflects a normal molar 

relationship, and Class III reflects the mandibular first molar positioned mesial to normal. 

147. D — Angle Class I occlusion is defined by the mesiobuccal cusp of the maxillary first molar 

occluding directly in the mesiobuccal groove of the mandibular first molar bilaterally, representing the 

normal anteroposterior molar relationship regardless of individual tooth alignment issues that may still 

exist. Class II and III both describe an abnormal anteroposterior molar discrepancy rather than this 

normal relationship. 

148. A — Angle Class III occlusion, defined by the mandibular first molar positioned mesial to its 

normal relationship with the maxillary first molar, is clinically associated with a concave profile and 

often an underlying skeletal Class III pattern from mandibular prognathism or maxillary deficiency. 

Class I and II instead correspond to normal or retrusive mandibular relationships, not this mesial shift. 

149. D — Alveolar osteitis, or dry socket, typically presents two to four days after extraction with 

severe, radiating pain and a socket that has lost its blood clot, exposing bone, and does not represent the 

normal, progressively organizing healing expected at two weeks. Osteomyelitis and osteoradionecrosis 

involve deeper, more prolonged bony infection or necrosis with different risk factor profiles. 

150. A — Smoking and oral contraceptive use are among the most strongly established risk factors for 

alveolar osteitis, both thought to interfere with normal clot formation and stability, along with surgical 

trauma and difficult extractions, particularly of mandibular molars. Younger age, maxillary anterior 

extractions, and excellent oral hygiene without other risk factors are not the primary recognized risk 

factors for this condition. 

151. C — A sharply curved root apex, or dilaceration, indicates the canal itself is also likely to be 

curved and will require careful instrumentation with pre-curved files and possibly modified techniques 

to negotiate safely without ledging, perforating, or fracturing an instrument during treatment. A single 

straight canal, absence of any canal, or a furcation-only exit would not match this dilacerated root 

anatomy. 

152. B — A second mesiobuccal canal occurs with clinically meaningful frequency in maxillary first 

molars, and failing to locate and treat it is a recognized cause of persistent apical periodontitis and root 

canal failure, making its identification important during access and exploration. MB2 canals are not 

confined to mandibular molars, and many merge with the main mesiobuccal canal apically. 

153. D — Tracing a sinus tract by threading a radiopaque gutta-percha point into its opening and 

obtaining a radiograph is the standard method to confirm odontogenic origin and identify the causative 

nonvital tooth before treatment. Skin biopsy, antibiotics alone, or dermatology referral without 

addressing the dental infection would miss the actual source. 

154. B — A tooth with completed endodontic treatment showing a persistent or new periapical 

radiolucency with ongoing symptoms indicates persistent apical periodontitis, meaning the prior root 



canal treatment failed to resolve or eliminate the infection. Previously initiated therapy describes 

incomplete rather than completed treatment, and reversible pulpitis does not apply to an already-treated 

tooth. 

155. A — Previously initiated therapy is the diagnostic term for a tooth where endodontic treatment has 

begun, such as pulpal extirpation or partial instrumentation, but has not been completed with full 

obturation, distinguishing it from a fully previously treated tooth. Normal apical tissues and irreversible 

pulpitis describe states unrelated to a partially completed root canal procedure. 

156. C — Prior to extraction in an irradiated field, assessing radiation dose, time elapsed since therapy, 

and anatomic location is essential, and hyperbaric oxygen therapy may be considered preoperatively in 

higher-risk cases to improve oxygenation and reduce osteoradionecrosis risk. No special precautions, 

endocarditis-only prophylaxis, and discontinuing follow-up care do not address this radiation-related 

risk. 

157. C — A displaced, mobile tooth not completely avulsed from the socket represents a luxation injury, 

and appropriate management includes gentle repositioning into proper alignment followed by flexible 

splinting to adjacent teeth for periodontal ligament healing. A concussion involves no displacement, 

avulsion requires complete removal from the socket, and root fracture requires radiographic 

confirmation rather than automatic extraction. 

158. A — An avulsed permanent tooth stored appropriately in milk has a good prognosis for periodontal 

ligament cell survival, so management is to gently rinse away debris without scrubbing the root, 

reimplant the tooth promptly, and stabilize it with a flexible splint for appropriate healing. Discarding 

the tooth, scrubbing the root, and prolonged dry storage all reduce successful healing likelihood. 

159. B — Hank's balanced salt solution is the ideal storage medium for an avulsed tooth because it 

maintains appropriate osmotic balance and pH to preserve periodontal ligament cell viability, with cold 

milk serving as a widely available effective alternative. Tap water is hypotonic and damages cells, dry 

storage rapidly kills ligament cells, and alcohol-containing mouthwash is cytotoxic to these cells. 

160. D — Replacement resorption, or ankylosis, occurs when periodontal ligament cells are extensively 

damaged during trauma and are gradually replaced by bone fusing directly to the root surface, 

obliterating the normal ligament space over time radiographically. Internal resorption occurs from 

within the pulp chamber, surface resorption is typically self-limiting, and inflammatory resorption shows 

a progressively widening, ragged radiolucency. 

161. D — Internal resorption originates from within the pulp chamber or canal, driven by odontoclastic 

activity from chronic pulpal inflammation, producing a radiolucent enlargement or distortion of the 

canal outline while the tooth often remains vital until advanced. External inflammatory resorption 

originates from the root surface, replacement resorption fuses root to bone, and surface resorption is 

minor and self-limiting. 

162. C — External apical root resorption is a generally mild, self-limiting consequence of mechanical 

forces applied during orthodontic tooth movement, producing blunted or shortened root apices on 



radiographs in multiple teeth under active force. Internal resorption originates within the pulp chamber, 

ankylosis fuses root to bone rather than blunting the apex, and hypercementosis produces excess 

cementum, not root loss. 

163. B — A history of prior dental trauma and certain root morphologies, including short, blunt, or 

pipette-shaped roots, plus genetic predisposition and heavier orthodontic forces, are recognized risk 

factors for severe external apical root resorption. Short treatment duration, light forces, and excellent 

hygiene are generally protective or neutral rather than risk factors for this complication. 

164. A — Hypercementosis is a benign, generally asymptomatic condition of excessive cementum 

deposition along part or all of the root, often discovered incidentally with advancing age, chronic 

inflammation, or systemic conditions such as Paget disease. External and internal resorption instead 

describe loss rather than excess of tooth structure, and cementoblastoma is a discrete neoplasm fused to 

a single root. 

165. D — Paget disease of bone can produce generalized hypercementosis on multiple teeth as part of its 

disorganized bone remodeling pattern, alongside the elevated alkaline phosphatase and progressive skull 

and jaw enlargement seen in older adults. Hyperparathyroidism instead alters serum calcium, vitamin D 

deficiency softens bone rather than adding cementum, and osteopetrosis produces diffusely dense bone. 

166. C — Mandibular permanent first molars are classically among the earliest permanent teeth to erupt, 

typically around six years of age, often near the same time as the mandibular central incisors, making 

this a normal developmental pattern rather than concerning. The other statements make absolute claims 

about eruption sequence that don't hold across normal variation. 

167. B — Excluding third molars, the maxillary lateral incisor is among the most commonly 

congenitally missing permanent teeth, along with the mandibular second premolar, reflecting its position 

at a developmental field boundary that is particularly susceptible to agenesis. Maxillary central incisors, 

mandibular canines, and maxillary first molars are congenitally missing far less frequently than the 

lateral incisor. 

168. D — A peg-shaped, undersized maxillary lateral incisor with normal root length is termed 

microdontia, specifically a peg lateral, one of the most common isolated tooth size anomalies, often with 

a family history of missing or malformed laterals. Hypodontia describes an absent tooth, macrodontia 

describes an oversized tooth, and fusion involves union of two tooth germs. 

169. A — Generalized macrodontia describes a hereditary pattern in which all or most teeth are 

unusually large, distinct from single-tooth or regional macrodontia forms linked to conditions like 

pituitary gigantism or hemifacial hyperplasia. Generalized microdontia instead describes unusually 

small teeth, fusion involves paired tooth union, and regional odontodysplasia is confined to one 

localized area. 

170. C — Excess growth hormone in pituitary gigantism stimulates generalized skeletal and dental 

tissue overgrowth, producing generalized macrodontia along with mandibular prognathism and spacing 

between teeth as the jaws also enlarge disproportionately to the dentition's original size. Microdontia, 



delayed eruption, and hypodontia represent undergrowth or absence patterns that are the opposite of this 

growth hormone-driven overgrowth process. 

171. B — Relative risk expresses how many times more likely an outcome is in an exposed versus 

unexposed group, so a relative risk of 3.5 means smokers are 3.5 times as likely to experience 

periodontal progression as nonsmokers. It does not represent a simple percentage point difference, and a 

value this far from 1.0 indicates a meaningful association. 

172. A — An odds ratio compares the odds of exposure among cases to controls, so an odds ratio of 5.0 

means the odds of oral cancer are five times higher among heavy alcohol users than non-users in this 

study. Case-control studies are the classic design for calculating odds ratios, and a value this far from 1.0 

indicates a significant association. 

173. B — Case-control studies are well suited to investigating rare diseases because they identify 

existing cases and matched controls, then look backward at exposure history, making them more 

efficient than a prospective design when the outcome is uncommon. Randomized trials require 

intervention and are impractical here, and cross-sectional and ecological studies are less suited to 

individual-level exposure-outcome relationships. 

174. D — A p-value is the probability of observing a result this extreme or more so, assuming the null 

hypothesis of no true difference is correct, so a p-value of 0.03 means only a 3% probability of this 

occurring by chance if no real difference existed. It does not quantify effect size, clinical 

meaningfulness, or prove equivalence or failure. 

175. C — A 95% confidence interval reflects the range within which, if the study were repeated many 

times, about 95% of the calculated intervals would be expected to contain the true population parameter, 

rather than a fixed probability about this single interval. It does not establish an exact value with 

certainty, nor equate range with clinical significance. 

176. A — For a large lesion with no established diagnosis, an incisional biopsy removing only a 

representative sample is preferred to obtain a histologic diagnosis before committing to an extensive 

definitive treatment plan tailored to that diagnosis. Complete excision without a diagnosis risks 

inadequate margins or an unnecessarily aggressive procedure, and skipping biopsy would leave the 

treatment plan undetermined. 

177. C — For a small, likely benign lesion, an excisional biopsy removing the entire lesion with a 

margin of normal tissue serves as both diagnostic and definitive therapy in one step, efficient given the 

lesion's limited size. Fine needle aspiration suits deep or cystic lesions, a partial punch sample would be 

incomplete, and empiric treatment without diagnosis is inappropriate. 

178. A — Fine needle aspiration is well suited to initially characterizing a fluctuant, cystic-appearing 

deep swelling such as a parotid mass, distinguishing cystic from solid content with minimal invasiveness 

before deciding on further biopsy or surgical exploration. Incisional, excisional, and punch biopsies are 

more invasive techniques generally reserved for solid, accessible mucosal or cutaneous lesions rather 

than deep gland evaluation. 



179. D — Melanotic neuroectodermal tumor of infancy is a rare, generally benign neural crest-derived 

tumor classically presenting in the anterior maxilla or mandible of infants under one year, producing a 

radiolucent lesion with a favorable prognosis after conservative curettage. Ameloblastoma, giant cell 

granuloma, and odontogenic keratocyst occur in different demographics and lack this neural crest, 

pigmented cell histology. 

180. B — Melanotic neuroectodermal tumor of infancy, given its neural crest origin, is associated in 

some cases with elevated urinary vanillylmandelic acid, a catecholamine metabolite, useful for 

monitoring tumor activity and recurrence after surgery. Alkaline phosphatase, serum calcium, and 

hemoglobin A1c relate to bone turnover, mineral metabolism, or glycemic control rather than this neural 

crest tumor. 

181. D — At 4.4 mg/kg for a 70 kg patient, the maximum dose is 308 mg, but the absolute ceiling of 

300 mg governs, and dividing 300 mg by 36 mg per cartridge yields 8.3, so 8 full cartridges is the 

maximum that stays under this limit. Fewer cartridges would underutilize the safe allowable dose for 

this patient's weight. 

182. C — Articaine is unique among commonly used amide anesthetics because it contains an additional 

ester side chain that is hydrolyzed by plasma pseudocholinesterase, providing a metabolic pathway 

partly independent of hepatic function and useful consideration in patients with liver impairment. 

Lidocaine, bupivacaine, and mepivacaine rely primarily on hepatic cytochrome P450 metabolism. 

183. A — Amide-type anesthetics such as lidocaine, mepivacaine, or articaine do not share the para-

aminobenzoic acid metabolite responsible for most true ester allergies, making them the appropriate 

alternative for a patient with a documented ester allergy. Another ester would risk cross-reactivity, 

avoiding all anesthesia is unnecessary, and benzocaine is itself an ester and should be avoided. 

184. B — The posterior superior alveolar nerve block carries a well-recognized hematoma risk because 

the injection site lies near the pterygoid venous plexus, and inadvertent needle puncture of this vascular 

network allows blood to extravasate rapidly into surrounding tissue. Intravascular injection instead 

causes systemic toxicity signs, an allergic reaction presents differently, and needle breakage is a distinct 

mechanical complication. 

185. C — Persistent numbness and altered taste lasting weeks beyond the expected anesthesia duration 

after an inferior alveolar block indicates paresthesia, most often from direct needle trauma to the lingual 

nerve or a localized neurotoxic reaction to the anesthetic. Normal anesthesia duration resolves within 

hours, trismus involves restricted opening from muscle trauma, and allergic reactions present differently. 

186. D — Trismus following an inferior alveolar nerve block typically results from needle trauma to the 

medial pterygoid muscle, a resulting hematoma, or occasionally low-grade infection, producing 

restricted opening and muscle pain that develops over the following days as inflammation sets in. 

Paresthesia involves sensory nerve numbness, intravascular injection produces immediate systemic 

signs, and allergic reactions present with different signs. 



187. B — Sodium metabisulfite is added specifically as an antioxidant preservative to anesthetic 

formulations containing a vasoconstrictor such as epinephrine, so a patient with a documented sulfite 

allergy should receive a plain anesthetic formulation without vasoconstrictor to avoid this preservative 

entirely. Using vasoconstrictor-containing solutions risks the allergic reaction, and avoiding all 

treatment or relying solely on topical benzocaine are impractical, unnecessary alternatives. 

188. A — Poorly controlled hyperthyroidism increases sensitivity to catecholamines, so epinephrine 

should be minimized or avoided in these patients to reduce the risk of exacerbating tachycardia, 

arrhythmia, or other thyrotoxic cardiovascular effects, and elective treatment is often deferred until 

thyroid status is better controlled. Maximizing epinephrine, assuming no interaction, or restricting to 

ester anesthetics do not address this specific cardiovascular risk. 

189. A — Glass ionomer cement chemically bonds to tooth structure through an acid-base ionic 

exchange between its polyacid and the calcium in enamel and dentin, and it continuously releases 

fluoride, favoring its use in high caries risk patients or as a base material. Amalgam and gold rely on 

mechanical retention, and composite alone lacks fluoride release without added glass ionomer 

components. 

190. D — Because amalgam has no true chemical bond to enamel or dentin and depends solely on 

mechanical retention from cavity design, microleakage can develop at the margins over time, potentially 

allowing secondary caries beneath an intact-appearing restoration. Amalgam does not bond chemically 

or release fluoride, and wear resistance is not the mechanism behind this marginal breakdown. 

191. C — Incremental layering, curing composite in small increments rather than one bulk fill, reduces 

the volume shrinking at each step and allows stress to be better distributed between increments, 

minimizing debonding or microleakage risk. Bulk curing concentrates shrinkage stress, simply 

extending cure time doesn't address the volume issue, and omitting bonding agent would worsen 

adhesion and leakage. 

192. B — Zinc phosphate cement has a long clinical history and high compressive strength for full-

coverage cast restorations, though its low initial pH and lack of chemical adhesion can cause greater 

postoperative sensitivity than newer adhesive cements. Zinc oxide eugenol is temporary, resin-modified 

glass ionomer offers better adhesion with lower strength, and calcium hydroxide is a pulp-capping liner, 

not a cement. 

193. B — Calcium hydroxide and mineral trioxide aggregate are the materials of choice for direct pulp 

capping because both stimulate odontoblast-like cells to form a reparative dentin bridge while providing 

an antibacterial, alkaline environment, with MTA generally showing superior long-term sealing. Zinc 

phosphate is too irritating for direct pulp contact, and bonding agent or glass ionomer alone lack this 

pulpal healing stimulus. 

194. D — Mild postoperative sensitivity after a deep restoration is a common, self-limiting consequence 

of pulpal inflammation from cavity preparation, typically resolving over weeks as the pulp recovers, 

provided the restoration is sound and the tooth remains vital. True irreversible pulpitis shows more 



severe, unprovoked pain, allergic reactions to composite are rare, and secondary caries would show 

clinical or radiographic decay. 

195. C — Resin-modified glass ionomer combines reasonable esthetics with a chemical bond to tooth 

structure and notably greater tolerance of moisture contamination than composite resin, making it well 

suited for root surface Class V restorations in hard-to-isolate areas. Amalgam lacks esthetics, cast gold is 

not indicated here, and porcelain veneers require strict moisture control unsuited to a root surface lesion. 

196. A — Selecting between porcelain-fused-to-metal and full zirconia crowns depends on balancing 

occlusal load demands, esthetic expectations, remaining tooth structure available for retention, and wear 

concerns for the opposing dentition, since each material has distinct strength and wear characteristics. 

Insurance coverage alone, blanket contraindication of zirconia posteriorly, and blanket contraindication 

of porcelain-fused-to-metal do not reflect sound material selection. 

197. A — Inadequate occlusal reduction during preparation leaves insufficient thickness for ceramic to 

withstand normal occlusal forces, significantly increasing fracture risk under function, particularly in 

load-bearing posterior areas. Generous, adequate thickness instead reduces this risk, a well-fitting 

properly seated crown is the desired outcome, and night guard use in a bruxing patient is protective, not 

a risk factor. 

198. B — For a patient with a documented latex allergy, substituting a non-latex synthetic rubber dam 

provides equivalent moisture control and isolation without exposing the patient to the allergen, making it 

the appropriate accommodation for safe treatment. Proceeding with latex risks an allergic reaction, 

skipping isolation compromises restoration quality and safety, and cotton rolls offer meaningfully less 

reliable isolation than a dam. 

199. C — Beyond moisture and infection control, rubber dam isolation during endodontic treatment 

critically protects the airway from aspiration or ingestion of small instruments, irrigants, or debris, a 

safety benefit considered standard of care for root canal therapy. Improved comfort and faster 

completion are not the primary safety rationale, and rubber dam use does not eliminate the need for local 

anesthesia. 

200. D — Current evidence-based guidance supports NSAIDs such as ibuprofen, alone or combined 

with acetaminophen, as first-line therapy for moderate acute dental pain, providing effective analgesia 

through prostaglandin inhibition while avoiding dependency and side effect risks tied to routine opioid 

use. Opioid monotherapy as first-line, no medication at all, and a subtherapeutic acetaminophen dose are 

not appropriate, evidence-based management. 

201. B — NSAIDs inhibit prostaglandin synthesis, reducing the protective gastric mucus and 

bicarbonate layer, increasing the risk of gastric irritation, ulceration, or bleeding in a patient with peptic 

ulcer disease history, making cautious use or an alternative analgesic preferable. Acetaminophen does 

not share this gastric mechanism, topical benzocaine addresses only local discomfort, and ice application 

is a supportive measure without this risk. 



202. C — Current general dosing guidance for healthy adults without liver disease typically caps 

acetaminophen at 3000 to 4000 mg per day depending on product labeling and clinical guidance, 

reflecting the risk of dose-dependent hepatotoxicity above this range. Lower thresholds such as 1000 or 

2000 mg would under-dose most patients, and 6000 mg exceeds any current safe maximum. 

203. A — Acetaminophen does not inhibit platelet function or meaningfully potentiate warfarin's 

anticoagulant effect at standard doses, making it the analgesic of choice with the least added bleeding 

risk for a warfarin patient, though very high doses can still modestly affect INR. Ibuprofen, aspirin, and 

naproxen all inhibit platelet function and can further increase bleeding risk in an anticoagulated patient. 

204. D — Aspirin use in children and adolescents, particularly during or after viral illness, carries a risk 

of Reye syndrome, a rare but serious condition involving acute encephalopathy and liver dysfunction, so 

it is generally avoided in favor of acetaminophen or ibuprofen. Aspirin is not preferred first-line in 

children, adult-equivalent dosing is inappropriate, and it does carry this unique pediatric risk. 

205. B — For patients with a documented penicillin allergy needing antibiotic prophylaxis, clindamycin 

has traditionally been a standard alternative, with azithromycin, clarithromycin, or cephalexin also 

considered depending on allergy severity and current clinical guidance. Higher-dose amoxicillin and 

ampicillin both remain penicillins and would risk cross-reactivity, and effective non-penicillin 

alternatives do in fact exist. 

206. C — Current guidelines reserve antibiotic prophylaxis before invasive dental procedures for the 

highest-risk cardiac conditions, specifically including patients with a prosthetic heart valve or a prior 

history of infective endocarditis, given the substantially elevated risk and consequences of endocarditis 

in these patients. Mitral valve prolapse without regurgitation, well-controlled hypertension, and an 

innocent murmur are not indications for prophylaxis under current guidance. 

207. D — Current guidance from dental and orthopedic organizations generally does not recommend 

routine antibiotic prophylaxis for most prosthetic joint patients undergoing routine dental procedures, 

reflecting evidence that benefit does not outweigh risks such as adverse reactions and antibiotic 

resistance. Mandatory indefinite prophylaxis, a strict 6-month-only window, and requiring intravenous 

antibiotics do not reflect current evidence-based guidance. 

208. A — For patients with a history of prior prosthetic joint infection, current guidance supports 

individualized shared decision-making, often with the orthopedic surgeon, to determine whether 

prophylaxis is warranted before invasive dental treatment given their elevated risk. Universal application 

to all prosthetic joint patients, an arbitrary one-week-only window, and blanket denial of consideration 

do not reflect this individualized approach. 

209. C — For a diabetic patient undergoing surgical dental treatment, scheduling around peak insulin 

activity and maintaining normal meal and medication timing where feasible helps minimize 

perioperative hypoglycemia risk, a more immediate concern than chronic glycemic control alone. 

Assuming no special considerations, blanket insulin withholding, and relying solely on a single A1c 

value fail to address this acute risk. 



210. D — Chronic corticosteroid use can suppress the hypothalamic-pituitary-adrenal axis, so the team 

should assess whether supplemental stress-dose corticosteroids are needed based on baseline dose, 

therapy duration, and the anticipated stress of the procedure, since dental surgery can still provoke a 

significant stress response. Assuming no consideration is needed, abrupt discontinuation, and focusing 

only on antibiotics fail to address this adrenal risk. 

211. B — An isolated bicuspid aortic valve without additional high-risk features such as prosthetic 

material or prior endocarditis is not among the conditions warranting antibiotic prophylaxis under 

current guidelines, particularly for a routine, minimally invasive cleaning where bacteremia risk is low. 

Mandatory prophylaxis regardless of procedure, doubled antibiotic dosing, and denying future care all 

misapply current evidence-based recommendations. 

212. A — Facial swelling, difficulty breathing, and hives occurring rapidly after medication 

administration describe anaphylaxis, a life-threatening emergency requiring immediate intramuscular 

epinephrine administration and activation of emergency medical services without delay, since 

anaphylaxis can progress rapidly to airway compromise and cardiovascular collapse. Observation 

without intervention, continuing the causative medication, and topical treatment alone are all 

inappropriate and dangerously delay definitive emergency management. 

213. D — An unresponsive patient without a pulse represents cardiac arrest, requiring immediate high-

quality cardiopulmonary resuscitation, including chest compressions, alongside continued efforts to 

summon emergency help, since survival depends on minimizing time to effective compressions and 

defibrillation if indicated. Waiting passively, giving additional sedative medication, or delaying 

reassessment for ten minutes would dangerously postpone this life-saving intervention. 

214. A — Immediate facial flushing and swelling following latex exposure in a known latex-allergic 

patient reflects a type I, IgE-mediated hypersensitivity reaction, in which mast cells and basophils 

release histamine rapidly upon re-exposure to latex proteins, distinct from the more delayed, cell-

mediated type IV contact dermatitis some latex-sensitive individuals experience. This is not a purely 

psychological response or simple toxic irritation. 

215. C — A delayed onset of 24 to 48 hours with localized, itchy, cracked skin and no immediate 

systemic symptoms is characteristic of type IV delayed, T-cell mediated contact dermatitis, often 

triggered by chemical accelerators in glove manufacturing rather than latex protein itself. Type I 

hypersensitivity and anaphylaxis present rapidly with systemic features, unlike a viral skin infection. 

216. B — For a patient with asthma, even when well-controlled, keeping the rescue inhaler available 

and avoiding known triggers such as strong odors or a supine position that may worsen symptoms 

represents proportionate precaution. Assuming no consideration is needed ignores a real though low 

risk, avoiding local anesthesia is unnecessary, and hospital admission is an overreaction. 

217. B — For an asthmatic patient with wheezing and shortness of breath during treatment, stop the 

procedure, sit the patient upright, and give their own rescue bronchodilator inhaler, reserving 

epinephrine for cases that don't respond or progress to distress or anaphylaxis. Continuing treatment, 

jumping to epinephrine, or lying the patient flat are not appropriate first-line responses. 



218. C — Vasovagal syncope is the most common cause of sudden loss of consciousness in the dental 

setting, typically triggered by anxiety, pain, or the sight of instruments, preceded by pallor, diaphoresis, 

and lightheadedness from a reflex drop in heart rate, resolving quickly once repositioned. Anaphylaxis 

shows additional allergic features, hypoglycemia has a different prodrome, and anesthetic overdose has 

distinct toxicity. 

219. A — For vasovagal syncope, positioning the patient supine with legs slightly elevated restores 

cerebral blood flow via improved venous return, while an open airway supports oxygenation until 

consciousness returns, typically quickly with this positioning. Keeping the patient upright worsens 

cerebral perfusion, epinephrine isn't indicated for simple vasovagal syncope, and oral fluids given to an 

unconscious patient risk aspiration. 

220. D — A blood pressure in this severely elevated range represents a hypertensive urgency or 

emergency requiring prompt medical evaluation, so elective treatment should be deferred and the patient 

referred rather than proceeding with a procedure adding physiologic stress at this dangerous level. 

Proceeding as planned, adding epinephrine, or adjusting antihypertensive medication independently are 

inappropriate responses here. 

221. B — A blood pressure of 180/110 mmHg or higher falls into the hypertensive urgency range and 

warrants deferring elective treatment with same-day medical referral, given the elevated risk of acute 

cardiovascular events at this level. A blood pressure of 128/82, a heart rate of 72, and an oxygen 

saturation of 98% are all normal and would not by themselves warrant deferral. 

222. D — Risk of a further cardiac event is generally elevated in the weeks to months following a 

myocardial infarction, so elective dental treatment is typically deferred during this period, with medical 

consultation used to determine a safer timeframe based on the patient's recovery and cardiac status. 

Proceeding immediately, skipping physician consultation, and assuming no added risk disregard this 

elevated cardiovascular vulnerability. 

223. A — Intramuscular epinephrine is the first-line, life-saving treatment for anaphylaxis, rapidly 

reversing bronchospasm, mucosal edema, and hypotension through combined alpha and beta adrenergic 

effects, and should be given without delay once anaphylaxis is suspected. Oral diphenhydramine and 

inhaled albuterol may serve as adjuncts but are not sufficient as sole first-line therapy, and sublingual 

nitroglycerin treats angina, not allergic emergencies. 

224. C — For a patient with known angina and typical chest pain during treatment, giving their own 

prescribed sublingual nitroglycerin and monitoring response is the appropriate first step, activating 

emergency services if pain doesn't resolve within a few minutes, since this could indicate progression to 

myocardial infarction. Continuing treatment, aspirin alone, or withholding medication would 

inappropriately delay addressing a serious cardiac event. 

225. D — Chest pain that persists or worsens despite nitroglycerin and rest, lasting more than a few 

minutes, is a hallmark sign of progression from stable angina to possible acute myocardial infarction, 

warranting immediate emergency activation rather than continued observation. Pain resolving quickly 



with rest, unchanged baseline discomfort, and pain relieved promptly by nitroglycerin are more 

consistent with stable, non-emergent angina. 

226. A — Nonsurgical scaling and root planing combined with oral hygiene instruction is the standard 

first phase of periodontal therapy for moderate pocket depths, removing subgingival biofilm and 

calculus while establishing the patient's plaque control before considering any surgical intervention. 

Resective and regenerative surgery are reserved for sites not responding to initial therapy, and extraction 

is disproportionate for this stage. 

227. C — Persistent deep pockets with bleeding after adequate nonsurgical therapy and healing time 

indicate a need for re-evaluation and likely surgical intervention, such as flap access for improved 

instrumentation or osseous recontouring, to achieve better pocket reduction and access for debridement. 

Hygiene instruction alone, immediate extraction, and discharge from care do not appropriately address 

this documented persistent disease. 

228. B — A full-thickness mucoperiosteal flap exposes underlying bone directly, providing visibility 

and access to debride deep osseous defects and perform osseous recontouring, with releasing incisions 

added as needed for tension-free closure. Gingivectomy removes tissue without bone access, partial-

thickness flaps leave bone covered, limiting direct access, and nonsurgical therapy alone is insufficient 

here. 

229. C — Guided tissue regeneration uses a barrier membrane to exclude faster-growing epithelial and 

connective tissue cells, letting periodontal ligament and bone cells repopulate the defect and form new 

attachment, often combined with bone graft material in this favorable three-wall defect. Gingivectomy 

and osseous resection remove rather than regenerate tissue, and extraction abandons the tooth instead of 

treating the defect. 

230. D — Gingivectomy, with gingivoplasty to refine contour, is appropriate when excess gingival 

tissue itself is the problem and bone levels are normal, since it directly excises overgrown soft tissue 

without needing to access or alter bone. Regenerative and osseous resective procedures address bone-

level defects, and an apically positioned flap with osteotomy is for crown lengthening involving bone. 

231. B — When bone is close to the CEJ, gingivectomy alone would violate biologic width, so an 

apically positioned flap with osseous recontouring removes bone to re-establish adequate distance 

between the bone crest and restorative margin, allowing sufficient clinical crown. Gingivectomy alone is 

insufficient, regeneration isn't the goal, and extraction is unnecessarily aggressive for a restorable tooth. 

232. A — Furcation involvement is classified by horizontal bone loss, with Class II defined by partial 

horizontal probe penetration that does not pass through to the opposite side, distinguishing it from Class 

I (minimal loss) and Class III (through-and-through). Class II does have detectable bone loss, does not 

always mandate extraction, and is distinct from Class III. 

233. A — For a through-and-through Class III furcation with roots of adequate individual length and 

support, root resection or tooth sectioning can eliminate the unmaintainable furcation while retaining 

functional root structure, provided the remaining root has adequate periodontal support. Scaling alone 



and gingivectomy cannot address the furcation architecture, and resective options avoid mandatory 

extraction. 

234. C — Nonsurgical scaling and root planing with good patient compliance typically produces 

meaningful reductions in probing depth, bleeding on probing, and inflammation, along with some degree 

of new attachment or repair, though complete regeneration of previously lost attachment is not a realistic 

expectation from nonsurgical therapy alone. The other options overstate or understate the genuinely 

expected clinical outcome. 

235. B — Winter's classification describes the angulation of an impacted tooth relative to the long axis 

of the adjacent second molar, including mesioangular, distoangular, vertical, and horizontal positions, 

which helps predict extraction difficulty. Pell and Gregory instead classifies depth and available space 

(used together with Winter's), Angle's classification describes occlusal relationships, and TNM staging 

is used for tumor classification, not impactions. 

236. D — Pell and Gregory classification evaluates the depth of an impacted third molar relative to the 

second molar's occlusal plane (classes A, B, C) and available space between ramus and second molar 

(classes 1, 2, 3), both predictors of extraction difficulty. Winter's classification addresses angulation, 

Angle's addresses occlusion, and TNM staging is for tumors. 

237. D — Loss of the normal cortical boundary between root and canal on CBCT is a recognized sign of 

close root-to-nerve proximity, substantially increasing inferior alveolar nerve injury risk during 

extraction, which can cause temporary or permanent lip and chin paresthesia. Caries risk, TMJ 

dislocation, and sinus perforation are not the primary concerns raised by this specific finding. 

238. B — A root fragment displaced into the maxillary sinus should be addressed with controlled 

retrieval attempts, confirming location radiographically, and involving an otolaryngologist if retrieval is 

difficult or signs of sinus communication develop, since retained fragments can cause chronic sinusitis. 

Ignoring the fragment, discharging without evaluation, and chemotherapy referral are inappropriate 

responses. 

239. C — A small, recently created oroantral communication can often be managed with a figure-eight 

suture to stabilize the clot, combined with sinus precautions such as avoiding nose-blowing and straw 

use, allowing the opening to heal by clot organization. Assuming automatic spontaneous closure, 

immediate major reconstruction, or gauze packing alone are not appropriate first-line management here. 

240. A — Once an oroantral communication becomes a chronic, epithelialized fistula, spontaneous 

closure is unlikely, so surgical excision of the epithelialized tract with closure using a buccal 

advancement flap or similar local flap achieves a reliable, tension-free closure. A simple suture, 

assumed spontaneous closure, and antibiotics alone are insufficient once epithelialization has occurred. 

241. C — Severe, radiating pain developing days after extraction, with a socket that has lost its clot and 

shows exposed bone, is the classic presentation of alveolar osteitis, a localized inflammatory condition 

rather than true infection. Normal healing would not cause this pain, abscess typically shows swelling 

and purulence rather than an empty socket, and osteoradionecrosis requires a radiation history. 



242. D — Management of alveolar osteitis centers on gentle irrigation to remove debris, placement of a 

medicated dressing such as a eugenol-based packing for symptomatic relief, and appropriate analgesics, 

since it is a localized inflammatory process rather than true infection. Antibiotics are not first-line, 

extracting an adjacent healthy tooth is inappropriate, and the condition does not reliably resolve rapidly 

untreated. 

243. B — Bilateral involvement of the submandibular, sublingual, and submental spaces with trismus 

and dysphagia describes Ludwig angina, a potentially life-threatening cellulitis that can rapidly 

compromise the airway and requires urgent surgical drainage, airway management, and intravenous 

antibiotics. A simple localized abscess, dry socket, and routine postoperative swelling do not present 

with this specific bilateral, airway-threatening space involvement. 

244. A — In Ludwig angina, airway compromise from bilateral floor-of-mouth swelling is the most 

immediate life-threatening concern, so securing a patent airway, which may require awake fiberoptic 

intubation or a surgical airway, takes priority even before definitive source control of the infection. 

Outpatient antibiotics alone, delaying intervention, and extraction alone do not address this immediate 

emergency. 

245. A — Odontogenic infections can spread through the valveless facial venous system toward the 

cavernous sinus, producing cavernous sinus thrombosis, a life-threatening complication presenting with 

periorbital swelling, vision changes, and potentially cranial nerve deficits, requiring urgent imaging, 

intravenous antibiotics, and possible surgical drainage. Allergic conjunctivitis, routine bruising, and 

benign twitching do not explain this progressive, infection-related orbital presentation. 

246. D — Maxillary posterior teeth, particularly first molars, often have roots close to the maxillary 

sinus floor, and a large periapical lesion can further thin or perforate this floor, making oroantral 

communication a specifically anticipated risk to discuss before extraction. Mandibular fracture, TMJ 

injury, and inferior alveolar nerve injury relate to mandibular rather than maxillary procedures. 

247. C — Most inferior alveolar nerve injuries after third molar surgery involve neurapraxia or 

axonotmesis that improve or resolve with time, so initial management involves close observation with 

serial sensory testing, reserving microsurgical repair for cases with no improvement after roughly 3 

months. Immediate surgery, simple reassurance without follow-up, and unrelated extractions are not 

appropriate initial approaches. 

248. B — Microsurgical exploration and repair of a suspected inferior alveolar nerve injury is generally 

considered after roughly 3 months of persistent, non-improving sensory deficit without recovery, since 

many injuries improve spontaneously within this window and early surgery could be avoided. 

Immediate exploration within 24 hours, waiting 5 years, and assuming repair is never possible 

misrepresent appropriate timing. 

249. C — Sudden facial swelling with palpable crepitus during a procedure using an air-driven high-

speed handpiece suggests subcutaneous emphysema, where pressurized air is forced into soft tissue 

planes; management involves stopping the air source, reassurance, and monitoring for infection or 



airway compromise. Simple bruising, dry socket, and normal bleeding do not produce this crepitus 

finding. 

250. A — Air forced into an open vascular space by a high-speed handpiece can, rarely, produce an air 

embolism tracking through the venous system toward the heart and lungs, presenting with chest pain, 

dyspnea, and neurologic symptoms, requiring immediate emergency management. Vasovagal syncope, 

anesthetic overdose, and normal discomfort do not explain this crepitus-with-cardiopulmonary-symptom 

combination. 

251. D — A dilacerated, sharply curved root apex significantly increases root fracture risk during a 

routine closed extraction, so the clinician should anticipate likely needing a surgical, open extraction 

approach with bone removal and possible root sectioning to safely remove the tooth. Assuming no 

special consideration, expecting straightforward extraction, or expecting decreased fracture risk all 

understate this challenge. 

252. B — Widely divergent or fused roots often cannot be delivered along a single path with simple 

forceps technique, so surgically sectioning the tooth allows each root segment to be removed along its 

own favorable path, reducing fracture risk and excessive bone removal. Simple extraction alone, 

refusing to attempt extraction, and mandating general anesthesia are not tailored to this anatomy. 

253. C — When extraction of a symptomatic, nonrestorable tooth is truly necessary in a bisphosphonate 

patient, atraumatic technique, primary closure when feasible, and thorough osteonecrosis risk discussion 

for informed consent is the appropriate approach, since withholding necessary extraction can itself 

worsen outcomes from ongoing infection. Refusing extraction, using traumatic technique, and irrelevant 

whitening referral fail this patient's need. 

254. D — When a small root fragment is retained deep near a vital structure such as the inferior alveolar 

nerve, the clinician must weigh the surgical risk of further trauma required for removal against 

monitoring the fragment clinically and radiographically over time, since aggressive removal isn't 

automatically safest. Automatic removal regardless of risk, skipping radiographic assessment, and 

withholding information are all inappropriate. 

255. B — Swelling and ecchymosis appearing within hours of extraction, without fever or purulence, 

most commonly reflects postoperative bruising and hematoma from surgical trauma, appropriately 

managed with reassurance, initial ice then warm compresses, and observation for resolution over one to 

two weeks. Antibiotics, epinephrine, and hyperbaric oxygen are not indicated for this typical, self-

limiting finding. 

256. A — A family history of malignant hyperthermia requires careful anesthetic planning with 

anesthesiology, specifically avoiding known triggering agents such as volatile inhalational anesthetics 

and succinylcholine, and ensuring dantrolene is available in case a hyperthermic crisis occurs during the 

procedure. Proceeding without modification, assuming irrelevance, and assuming local anesthesia is 

impossible all fail to address this significant risk. 



257. B — These findings describe malignant hyperthermia, a life-threatening emergency requiring 

immediate discontinuation of all triggering anesthetic agents, prompt administration of dantrolene to 

reverse the underlying pathophysiology, and supportive measures such as active cooling and correction 

of any resulting metabolic derangement. Continuing the anesthetic, giving more succinylcholine, and 

simple observation without treatment would all be dangerous and inappropriate in this true emergency. 

258. D — Continuous pulse oximetry to monitor oxygen saturation, capnography to detect early 

ventilation changes, and direct clinical observation of respiratory rate and effort together provide the 

most sensitive, timely detection of respiratory depression during moderate sedation, allowing prompt 

intervention before significant desaturation. Skin temperature, urine output, and bowel sounds are not 

relevant monitoring parameters here. 

259. C — Symptoms such as lightheadedness or nausea during nitrous oxide sedation typically indicate 

the concentration is too high at that moment, so the appropriate response is reducing the nitrous oxide 

percentage and increasing oxygen flow, then reassessing comfort before proceeding, titrating to the 

patient's response. Increasing nitrous oxide, switching to general anesthesia, and ignoring symptoms are 

inappropriate here. 

260. A — Administering 100% oxygen for several minutes after discontinuing nitrous oxide allows the 

rapidly diffusing gas to be washed out of the alveoli gradually, preventing diffusion hypoxia, a transient 

drop in alveolar oxygen that can occur if room air is breathed immediately after discontinuation. 

Immediate discharge without oxygen, giving more nitrous oxide, and skipping this step would each 

increase this risk. 

261. A — Some patients with severe, chronic COPD may rely more on hypoxic drive than the normal 

hypercapnic drive to breathe, so oxygen and nitrous oxide should be carefully titrated and monitored to 

avoid suppressing respiratory drive, though this concern applies to a subset rather than all COPD 

patients. Absolute contraindication, assuming no relevance, and blindly maximizing oxygen 

oversimplify this. 

262. B — When properly selected, titrated, and monitored, nitrous oxide/oxygen sedation is considered 

an effective and generally safe anxiolytic with mild analgesic properties for appropriately cooperative 

pediatric dental patients, helping manage anxiety for routine restorative procedures. Blanket 

contraindication, claiming no anxiolytic benefit, and assuming no monitoring is needed all misrepresent 

the accepted, evidence-based use of nitrous oxide in pediatric dentistry. 

263. D — When a child remains uncooperative despite nitrous oxide and standard behavior guidance, 

appropriate next steps include escalating behavior management, using protective stabilization only with 

proper informed consent and clinical justification, or referring for deeper sedation or general anesthesia 

if treatment is medically necessary and less restrictive options failed. Restraint without consent, 

abandoning necessary treatment, and excessive force are inappropriate. 

264. C — For the rare patient with confirmed true allergy to both anesthetic classes, allergist 

consultation is warranted, and alternatives include diphenhydramine's local anesthetic properties for 

minor procedures or treatment under general anesthesia with specialist supervision, since standard local 



anesthetics cannot be safely used. Refusing all future treatment, proceeding with a known allergen, and 

relying solely on ice are inadequate. 

265. C — The greater palatine foramen sits in the posterior hard palate near the alveolar process 

junction, adjacent to the second or third molar, and is the key landmark for depositing anesthetic to 

block the greater palatine nerve. The incisive papilla marks the nasopalatine site, the retromolar pad is 

mandibular, and the mental foramen is for mental blocks. 

266. B — The nasopalatine nerve block is given at or adjacent to the incisive papilla, just posterior to 

the maxillary central incisors, to anesthetize the anterior hard palate mucosa on both sides of the midline 

for procedures involving maxillary anterior teeth. The greater palatine block instead anesthetizes the 

posterior palate, and the inferior alveolar and long buccal blocks are unrelated mandibular injections. 

267. A — The inferior alveolar block anesthetizes mandibular teeth and lingual soft tissue but not the 

buccal soft tissue adjacent to the mandibular molars, so a separate long buccal nerve block is needed for 

this area, often for procedures requiring buccal tissue manipulation such as extractions. The other listed 

blocks anesthetize maxillary structures instead. 

268. D — For a maxillary second premolar extraction, buccal infiltration or a middle superior alveolar 

block provides pulpal and buccal soft tissue anesthesia, while a greater palatine block anesthetizes the 

adjacent palatal tissue, together providing complete anesthesia for the extraction. An inferior alveolar 

block anesthetizes mandibular structures, and the nasopalatine or long buccal blocks alone do not cover 

all involved tissues. 

269. B — The maxillary first molar region is often overlaid by dense cortical bone of the zygomatic 

buttress, impeding diffusion of infiltrated anesthetic to the pulp, sometimes requiring a supplemental 

technique such as a palatal or intraligamentary approach for reliable anesthesia. Mandibular canal depth 

is irrelevant here, allergy would present differently, and needle length isn't the limiting factor. 

270. C — Inflamed pulp tissue in irreversible pulpitis, sometimes called a hot tooth, can resist standard 

block anesthesia from altered nerve sensitivity and tissue changes, so supplemental techniques such as 

intraosseous, intraligamentary, or intrapulpal injection are often needed for adequate anesthesia during 

access. Repeating the identical block, abandoning treatment, and increasing vasoconstrictor alone do not 

reliably resolve this. 

271. D — A sanitary pontic has a convex undersurface that avoids ridge contact entirely, maximizing 

cleaning access and minimizing plaque accumulation, making it the most hygienic choice for a posterior, 

non-esthetic site. A saddle pontic covers too much tissue, a modified ridge lap compromises hygiene for 

esthetics, and an ovate pontic needs a surgical tissue socket. 

272. A — An ovate pontic seats into a ridge-preserved soft tissue concavity, creating a natural tooth-

emergence look from the gingiva while still allowing cleaning access around its convex sides, making it 

preferred for anterior esthetic zones. A sanitary pontic is unesthetic here, a saddle pontic covers too 

much tissue, and a conical pontic sacrifices natural emergence. 



273. A — Ante's law suggests abutment periodontal support should equal or exceed that of the teeth 

being replaced, so when an abutment is compromised, splinting additional teeth together distributes 

occlusal forces across a larger ligament area. Using a single compromised abutment alone, ignoring 

periodontal status, or reflexively extracting any mobile tooth are unsound prosthodontic choices. 

274. B — Ante's law compares the combined periodontal ligament surface area of the abutment teeth to 

that of the tooth being replaced, providing a biomechanical guideline for whether abutments can bear the 

added occlusal load. Esthetic color matching, patient shape preference, and laboratory cost are practical 

factors but not the biomechanical principle Ante's law addresses. 

275. C — Kennedy Class I describes bilateral edentulous areas posterior to remaining teeth with no 

posterior abutment, meaning the partial denture bases are tissue-supported (distal extension), requiring 

careful stress distribution to the underlying soft tissue and ridge. Assuming no special considerations, 

defaulting to a fixed partial denture, or relying only on tooth-borne rests misapply this classification. 

276. D — Kennedy Class III describes a single edentulous space with abutment teeth on both mesial and 

distal sides, allowing a fully tooth-supported prosthesis such as a fixed partial denture or tooth-borne 

removable partial denture. A distal extension design is unnecessary since bilateral abutments exist, and 

neither no prosthesis nor a complete denture fits this bounded situation. 

277. D — A rest's primary function is transmitting occlusal, vertically directed forces down the 

abutment tooth's long axis, minimizing lateral stress, while establishing a defined vertical position for 

the framework relative to the tooth. Rests are not primarily esthetic, retention against dislodging is 

instead the clasp's role, and indirect retention is a separate element away from the fulcrum line. 

278. C — The retentive, flexible clasp arm engages an undercut area on the abutment tooth, resisting 

vertical dislodging forces that would otherwise lift the prosthesis away from the tissue during function. 

The rest resists seating forces along the tooth's long axis, the minor connector joins clasp components to 

the major connector, and the major connector unites both sides of the framework. 

279. B — A major connector must be rigid enough to distribute forces evenly without flexing, relieved 

over areas like the incisive papilla or tori that could be traumatized, and positioned to avoid interfering 

with speech and tongue function. Full palate coverage isn't always necessary, excessive flexibility 

undermines rigidity, and total avoidance of palate contact is impractical for most designs. 

280. A — Denture borders overextended into areas influenced by functional muscle attachments, such as 

the coronoid process during wide opening or the masseter and buccinator during lateral movement, can 

dislodge the denture as these structures move, requiring border reduction. Excessive interocclusal space, 

overly rigid base material, and an already adequate seal do not explain this movement-related 

dislodgement. 

281. B — Diffuse erythema of the denture-bearing mucosa that closely follows the denture base outline 

is characteristic of denture stomatitis, commonly linked to Candida overgrowth, poor denture hygiene, 

and continuous overnight wear without removal. A traumatic ulcer is typically localized, carcinoma 

shows different features, and this diffuse pattern is not a normal expected finding. 



282. D — Management of denture stomatitis includes improving denture hygiene practices, removing 

the denture overnight to allow mucosal recovery, regularly disinfecting the denture itself to reduce the 

fungal reservoir, and treating any confirmed candidal infection with appropriate antifungal therapy. 

Continuous 24-hour wear, avoiding cleaning, and relying on denture adhesive as primary treatment 

would each worsen or fail to address the underlying cause. 

283. C — A burning sensation localized specifically to areas of direct framework contact, rather than 

diffuse under the whole base, raises concern for a contact allergic or irritant reaction to the metal alloy, 

possibly needing patch testing. Denture stomatitis is typically diffuse, this isn't simple normal 

adaptation, and a sharp cusp would cause a distinct mechanical ulcer instead. 

284. A — Good primary mechanical stability at implant placement and avoiding excessive micromotion 

during initial osseointegration allow direct bone-to-implant contact to form without fibrous tissue 

interposition, which would otherwise compromise long-term success. Immediate loading in every case, 

ignoring bone quantity and quality, and uniformly shortening healing time regardless of conditions are 

unsound planning principles. 

285. B — Progressive peri-implant bone loss with bleeding on probing and increased probing depth, in 

an implant that remains clinically stable, describes peri-implantitis, an inflammatory condition 

analogous to periodontitis requiring prompt intervention. Normal remodeling wouldn't show progressive 

loss with bleeding, implant failure implies mobility not present here, and mucositis by definition 

involves no bone loss. 

286. D — Peri-implant mucositis, being reversible soft tissue inflammation without bone loss, is 

managed like gingivitis around natural teeth, with improved hygiene and professional mechanical 

debridement of the implant surface typically sufficient before bone loss occurs. Implant removal and 

bone grafting are disproportionate here, and antibiotics alone don't address the underlying biofilm-driven 

process. 

287. A — A sinus lift elevates the Schneiderian membrane and places bone graft material beneath it, 

increasing available vertical bone height for implant placement in the posterior maxilla where the sinus 

floor often limits available bone. Guided tissue regeneration addresses periodontal ligament defects, 

crown lengthening addresses restorative access, and extracting an unrelated tooth doesn't address sinus 

pneumatization. 

288. C — Precise three-dimensional measurement of available bone height above the inferior alveolar 

canal, with an adequate safety margin, is critical when planning implant placement here, often guided by 

CBCT-based surgical guides or navigation. Ignoring the canal, using an oversized implant regardless of 

measured distance, and freehand placement without radiographic guidance all substantially raise injury 

risk. 

289. B — A small, symmetric slide between centric relation and habitual maximum intercuspation is 

common in the general population and, when asymptomatic without joint or muscle pathology, is 

generally a physiologic variant needing no intervention. Assuming automatic pathology, requiring 



immediate reconstruction, or requiring exact coincidence in every patient overstate this common 

finding's significance. 

290. A — A click occurring early in opening that reduces, meaning the displaced disc returns closer to 

normal position as opening progresses, is the classic presentation of disc displacement with reduction, a 

common, often minimally symptomatic derangement. Displacement without reduction restricts opening 

without this pattern, osteoarthritis produces crepitus rather than a discrete click, and normal function 

shows no clicking. 

291. D — An effective occlusal guard provides even, simultaneous contact across the appliance in 

centric relation, along with canine guidance that disengages the posterior teeth during excursive 

movements, reducing muscle hyperactivity and redistributing occlusal forces. A loose fit, coverage of 

only a few teeth, and prioritizing thinness over strength all compromise the guard's protective function. 

292. C — Working-side contacts present during lateral excursion while non-working (balancing) side 

contacts are absent describes mutually protected occlusion, whether via canine guidance alone or group 

function, minimizing damaging non-working side interferences. Balanced occlusion intentionally keeps 

bilateral contact, typically for complete dentures, and lingualized occlusion is a specific complete 

denture tooth arrangement concept. 

293. D — Balanced occlusion, with simultaneous bilateral contact during excursive movements, is 

specifically indicated for complete dentures because it counteracts tipping and dislodging forces that 

would otherwise destabilize a tissue-supported prosthesis lacking periodontal ligament proprioception. 

A single implant crown, a tooth-supported fixed partial denture, and a natural dentate arch don't require 

this balanced scheme. 

294. A — Occlusal equilibration should be performed conservatively and selectively, guided by careful 

diagnostic analysis, removing specific identified interferences while achieving more even, stable 

contacts without unnecessarily sacrificing sound tooth structure. Aggressive unguided grinding risks 

damaging healthy teeth, ignoring interferences fails to address the problem, and extraction is 

disproportionate for a premature contact. 

295. B — Myofascial pain of the masticatory muscles is generally managed initially with conservative, 

reversible measures including patient education, physical therapy, occlusal splint therapy, and 

addressing contributing stress or clenching habits, reserving invasive options for refractory cases. 

Surgery, tooth extraction, and permanent irreversible occlusal adjustment are not appropriate first-line 

treatments for this muscular condition. 

296. C — A rounded shoulder finish line provides adequate material bulk at the margin to resist fracture 

in all-ceramic restorations while allowing a well-defined margin for the lab or milling unit to follow, 

commonly preferred for many all-ceramic systems. A feather edge lacks sufficient bulk, a chamfer can 

suit some ceramics though not universally, and a bevel suits cast metal more. 

297. D — Nearly parallel axial walls with inadequate convergence increase the risk of undercuts relative 

to the intended path of insertion, making it difficult to seat the restoration without binding, often 



requiring additional relief and cement space. This preparation would not cause excessive mobility, 

would not improve marginal fit, and does represent a clinically significant consequence requiring 

correction. 

298. B — Excessive taper of the axial walls reduces the surface area resisting displacement and 

rotational forces, decreasing retention and resistance form, which may require supplemental features 

such as grooves, boxes, or pins to compensate. This actually reduces rather than improves retention, it 

does meaningfully affect it, and excessive taper doesn't typically create seating-preventing undercuts. 

299. C — A well-fitting provisional protects the prepared, often sensitive dentin from thermal stimuli 

and bacterial contamination, while maintaining proper occlusal and proximal relationships, preventing 

unwanted tooth movement or supraeruption during fabrication of the final restoration. Provisionals are 

not meant to be permanent or fully definitive in esthetics or occlusion, and they serve an important 

protective role beyond cosmetics. 

300. A — A loose provisional with marginal leakage and new sensitivity requires prompt recementation 

or refabrication to restore an adequate seal, since ongoing leakage can allow bacterial contamination, 

pulpal irritation, and tooth movement affecting the final restoration's fit. Ignoring looseness risks 

complications, proceeding to final cementation without addressing the issue skips necessary evaluation, 

and extraction is disproportionate. 

301. D — A screw-retained implant crown can be predictably removed by unscrewing the access screw, 

allowing straightforward retrievability for maintenance or repair without sectioning a cemented crown or 

risking residual subgingival cement, a known contributor to peri-implantitis. Screw retention doesn't 

guarantee superior esthetics, doesn't eliminate the importance of angulation planning, and doesn't 

inherently reduce lab costs. 

302. A — Residual subgingival cement excess, if not thoroughly removed at cementation, can act as a 

chronic foreign body irritant provoking local inflammation and contributing to peri-implant mucositis or 

peri-implantitis, warranting radiographic and clinical investigation. Screw type, crown color, and blood 

type are not relevant contributing factors to this specific inflammatory complication. 

303. C — Retentive components in implant overdenture attachments, such as O-ring or locator inserts, 

undergo predictable wear with repeated insertion and removal, so regular assessment and periodic 

replacement is an expected, necessary part of long-term maintenance. Assuming no maintenance is ever 

needed, making the prosthesis non-removable, and rigidly limiting all cases to bar-and-clip systems are 

inappropriate. 

304. B — Gradual loss of retention over about a year, with implants remaining clinically stable and 

asymptomatic, is most commonly explained by normal mechanical wear of retentive components such 

as O-ring inserts, addressed by replacing the worn inserts. Implant failure and fixture fracture would 

typically show mobility or other clinical signs, and peri-implantitis would show inflammatory changes 

on exam. 



305. D — This full-arch concept generally uses as few as four strategically placed implants, often with 

posterior implants tilted to engage available bone anterior to structures like the sinus or mental foramen, 

maximizing contact while often avoiding grafting. Requiring twelve or more implants, limiting to 

removable overdentures only, and mandating a strict six-to-eight minimum misrepresent this treatment 

philosophy. 

306. A — In the reduced-implant, tilted-implant concept for the edentulous maxilla, posterior implants 

are commonly angled to avoid direct engagement of the maxillary sinus, following available bone 

anterior to or along the sinus wall, maximizing implant length while often avoiding grafting. The 

mandibular canal and mental foramen are mandibular structures, and the TMJ is unrelated here. 

307. C — Anterior tooth position should support the lips and facial esthetics, often guided by clues such 

as residual ridge position, information from a prior denture, or photographs, while also verified against 

phonetic function at try-in. Arbitrary selection, reflexively setting teeth too lingually, and using 

phonetics alone without esthetics would each risk a poor result. 

308. C — Excessive display of maxillary anterior teeth at rest indicates the teeth are positioned or sized 

inappropriately relative to the resting lip, so adjusting their vertical length or position and reassessing the 

lip-tooth relationship at rest and while smiling is the appropriate correction. Increasing vertical 

dimension wouldn't fix tooth display, adding posterior teeth is unrelated, and dismissing modification is 

incorrect. 

309. B — Excessive vertical dimension of occlusion typically presents as a reduced or absent freeway 

space, the small gap normally present between the arches at physiologic rest, because the teeth sit too 

close together vertically, causing clicking during speech and muscle fatigue. A large freeway space 

instead suggests insufficient vertical dimension, and a normal freeway space wouldn't support this 

diagnosis. 

310. B — An excessive freeway space beyond the normal 2 to 4 mm range indicates the teeth sit too far 

apart vertically at rest, meaning vertical dimension has been set too low, producing a strained 

appearance, speech trouble, and muscle fatigue from overclosure. Excessive vertical dimension would 

instead reduce the freeway space, and this finding doesn't reflect a correct or joint-based diagnosis. 

311. A — Zero-degree, or cuspless, posterior teeth are designed to minimize horizontal and lateral 

forces transmitted to the underlying residual ridge during function, particularly beneficial for denture-

bearing tissue lacking periodontal ligament proprioception and support. Steep cusp angles and 

pronounced anatomic cusps instead generate greater horizontal force, and cusp angle does meaningfully 

affect forces transmitted to the ridge. 

312. D — Steeper, anatomic cusp forms may be selected for patients with favorable, well-formed 

residual ridges and good neuromuscular control who want more efficient chewing or a more natural 

masticatory sensation, since they can better tolerate the greater horizontal forces these cusps generate. A 

patient with severely resorbed ridges benefits more from a cuspless design, and minimizing horizontal 

force favors cuspless teeth. 



313. D — Border molding, or muscle trimming, has the patient perform specific functional movements 

of the lips, cheeks, and tongue during the final impression to accurately record the vestibule's depth and 

extent as shaped by surrounding musculature. Relying only on an unrefined stock tray, avoiding all 

movement, and keeping the mouth rigidly closed would all fail to capture this needed detail. 

314. B — Dislodgement of a mandibular denture during tongue protrusion or wide opening often points 

to inadequate contouring of the lingual flange near the mylohyoid ridge and floor-of-mouth musculature, 

since these structures move actively during such function. The posterior palatal seal is a maxillary 

feature, and isolated buccal or labial frenum issues wouldn't explain tongue-movement-related 

dislodgement. 

315. A — The mylohyoid muscle and its bony ridge directly influence the contour of the mandibular 

lingual flange, and its activity during floor-of-mouth elevation, such as wide opening, can lift a flange 

not properly contoured for this movement. The masseter acts on the mandible rather than the lingual 

flange, the buccinator affects the buccal flange, and the temporalis is unrelated here. 

316. C — Rapid, smooth-surface caries on the maxillary anteriors with sparing of the mandibular 

incisors, protected by tongue position and saliva during feeding, in a child with prolonged bottle use is 

the classic pattern of early childhood caries. Hypomineralization affects molars and incisors differently, 

amelogenesis imperfecta is hereditary and generalized, and syphilis stigmata show notched incisors, not 

this caries pattern. 

317. B — Avoiding bedtime bottles with milk, formula, or juice, limiting contents to water if used at all, 

removes the prolonged fermentable carbohydrate exposure that drives early childhood caries during 

sleep when saliva flow is reduced. Increasing juice concentration would worsen risk, bottle feeding does 

affect risk, and appropriately dosed fluoride toothpaste is recommended for toddlers. 

318. C — For an asymptomatic carious primary anterior tooth, a strip crown or direct resin composite 

restoration provides adequate esthetics and function for this region. Extraction is unnecessarily 

aggressive when restorable, stainless steel crowns are typically reserved for posterior or more destroyed 

anterior teeth, and amalgam is not esthetic for anterior use. 

319. A — A stainless steel crown provides a full-coverage, durable restoration well suited for a primary 

molar with extensive multi-surface caries, offering better long-term survival than a large direct 

restoration in a tooth that must function until exfoliation. Strip crowns are for anterior esthetics, a Class 

V restoration alone wouldn't address multi-surface destruction, and forgoing restoration risks pain and 

premature tooth loss. 

320. D — A band-and-loop or similar fixed space maintainer preserves arch length and prevents mesial 

drift of adjacent teeth after premature primary molar loss when the successor's eruption is still years 

away. A removable partial denture isn't the standard choice here, some appliance is generally needed, 

and a complete denture is inappropriate with other teeth present. 

321. C — The decision to place a space maintainer depends mainly on how much time remains before 

the successor's expected eruption and whether there's evidence of early space loss or crowding risk, 



since imminent eruption may need no appliance. Age alone, tooth color, and appliance type preference 

are not the primary factors driving this decision. 

322. A — Mesial drift of the permanent first molar into a prematurely lost primary molar space reduces 

arch length, often causing inadequate space for the erupting premolar and subsequent crowding, which is 

why timely space maintenance matters. Space loss doesn't self-correct in most cases, it does affect the 

permanent dentition, and it worsens rather than improves crowding risk. 

323. D — Placing a sealant on a sound but morphologically high-risk occlusal surface is a well-

established, minimally invasive measure that blocks bacteria and debris from deep fissures, reducing 

future caries risk in permanent molars. A crown is unnecessarily invasive for a sound tooth, sealants are 

an effective available option, and extracting a sound tooth is never appropriate. 

324. B — Adequate moisture control during sealant placement, often with a rubber dam or good cotton 

roll isolation, is critical because contamination interferes with the acid-etch bonding mechanism to 

enamel, the main cause of premature sealant loss. Sealants should go over sound, not decayed, enamel, 

etching is necessary for bonding, and excessive thickness creates occlusal interference rather than better 

retention. 

325. D — In a young permanent tooth with an immature, open apex and recent pulp exposure, vital pulp 

therapy such as pulp capping or a partial pulpotomy is preferred, preserving vitality and allowing 

continued root development, called apexogenesis. Extraction is overly aggressive here, primary tooth 

protocols don't apply, and full root canal treatment would prematurely halt beneficial root development. 

326. B — Apexification, using calcium hydroxide over time or a single-visit MTA apical plug, creates 

an artificial mineralized barrier at the open apex of a necrotic immature tooth, allowing subsequent 

obturation despite incomplete root development. Immediate obturation isn't feasible in a wide-open apex 

without a barrier, extraction is a last resort, and observation without treatment would allow ongoing 

infection. 

327. A — Avulsed primary teeth are generally not reimplanted because the procedure and healing carry 

a risk of damaging the developing permanent successor tooth germ, unlike the standard protocol for 

avulsed permanent teeth where prompt reimplantation is encouraged. Using the permanent tooth 

protocol, reimplanting regardless of risk, and storing for delayed reimplantation all misapply permanent 

tooth management to this primary tooth scenario. 

328. C — Intrusion of a primary incisor can bring the root into contact with the developing permanent 

successor's germ, so careful monitoring for developmental disturbances is important, and many intruded 

primary teeth are managed conservatively, allowed to re-erupt spontaneously over months. Immediate 

forceful repositioning risks further germ damage, monitoring is essential, and extraction may in fact be 

indicated in select severe cases. 

329. D — For a moderately anxious but cooperative child, basic behavior guidance such as tell-show-do, 

positive reinforcement, and appropriate voice control is the appropriate first-line approach, reserving 

sedation or general anesthesia for children who don't respond adequately. General anesthesia, physical 



restraint without communication, and automatic sedation are disproportionate for this level of 

cooperation. 

330. C — When basic behavior guidance is insufficient for medically necessary, time-sensitive 

treatment, escalating to nitrous oxide sedation, protective stabilization with informed parental consent, 

or referral for deeper sedation or general anesthesia are reasonable next steps depending on urgency. 

Permanent transfer to an unrelated specialty, indefinite repetition without escalation, and restraint 

without consent are not appropriate. 

331. A — For a young child with a digit-sucking habit, initial management typically involves positive 

reinforcement and gentle behavior counseling for the child and family, since many children 

spontaneously discontinue the habit as they mature. Immediate appliance therapy is usually reserved for 

habits persisting into later dentition, extraction isn't indicated, and the habit does warrant some 

counseling rather than complete disregard. 

332. B — When a digit-sucking habit persists into later childhood with documented effects on the 

permanent dentition despite counseling, a habit-breaking appliance such as a palatal crib provides a 

physical deterrent, allowing the malocclusion to begin self-correcting once the habit stops. Continuing 

behavior modification alone indefinitely, extracting anterior teeth, and assuming automatic self-

correction without intervention don't address this persistent habit. 

333. D — Functional appliances such as a Herbst or twin block posture the mandible forward, using a 

growing child's remaining skeletal potential to correct a Class II malocclusion with mandibular retrusion 

during an appropriate growth window. Fixed braces are typically used later for detailed alignment, a 

complete denture is irrelevant here, and a passive retainer wouldn't correct this skeletal discrepancy. 

334. A — A rapid palatal expander applies force across the midpalatal suture to widen a constricted 

maxillary arch, correcting the skeletal discrepancy responsible for a posterior crossbite with an 

associated functional shift, ideally while the suture remains responsive in a growing child. Headgear 

restricts rather than expands growth, a functional appliance addresses mandibular position, and premolar 

extraction doesn't address transverse deficiency. 

335. B — A protraction facemask, or reverse-pull headgear, applies forward-directed force to the 

maxilla, often combined with expansion, to encourage forward maxillary growth and help correct a 

skeletal Class III malocclusion from maxillary deficiency during an appropriate growth window. A 

functional appliance for mandibular retrusion suits Class II cases, expansion alone doesn't address 

anteroposterior deficiency, and a passive retainer wouldn't correct this. 

336. C — Extraction decisions in orthodontics should rest on individualized analysis of crowding 

severity, facial and soft tissue profile, and arch length-tooth size discrepancy, weighing extraction's 

benefits against facial esthetics and long-term stability. Extraction is sometimes appropriate and 

sometimes not, so blanket statements against all extraction, preference-based decisions, or automatic 

extraction for any crowding are all incorrect. 



337. D — The retention phase, using an appropriately designed retainer, is critical after active treatment 

because periodontal and soft tissue fibers need time to reorganize around newly positioned teeth, and 

without adequate retention, treated teeth are prone to relapse. Assuming no further treatment is needed, 

re-extracting teeth, and repeating the entire active treatment do not reflect standard postorthodontic 

management. 

338. B — Inconsistent or reduced retainer wear is the most common explanation for gradual relapse of 

tooth position and a resulting ill-fitting retainer, since periodontal and gingival fibers continue exerting 

forces that shift teeth back without sufficient retention compliance. Material degradation, assuming 

retainers need no monitoring, and assuming the original treatment was flawed are less likely 

explanations here. 

339. C — A temporary anchorage device is a small, temporarily placed skeletal fixture providing a 

stable anchor point directly in bone, resisting the reciprocal, unwanted movement of anchor teeth that 

would otherwise occur when orthodontic forces move other teeth, and it's removed once no longer 

needed. It is not a permanent retention device, tooth replacement, or bracket for direct tooth movement. 

340. A — Cone beam CT provides precise three-dimensional localization of an impacted tooth relative 

to adjacent roots and anatomy, information a single panoramic image cannot fully provide, valuable for 

planning in complex impaction cases. A repeat panoramic image adds no new information, a lateral 

cephalometric radiograph gives limited transverse detail, and an occlusal radiograph has less detail than 

CBCT. 

341. A — An elevated Frankfort-mandibular plane angle with increased lower facial height indicates a 

vertical, or hyperdivergent, growth pattern with a steep mandibular plane and a tendency toward 

downward and backward mandibular rotation. A horizontal pattern instead shows a reduced FMA and 

flatter plane, normodivergent growth shows an average FMA, and FMA is a well-established indicator 

of vertical growth tendency. 

342. C — In a hyperdivergent patient with anterior open bite, mechanics should generally avoid further 

posterior tooth extrusion, since additional vertical eruption would rotate the mandible further down and 

back, worsening both the open bite and the vertical skeletal pattern. Encouraging further vertical growth 

or extrusion would worsen the problem, and ignoring growth pattern when planning mechanics would 

be a significant oversight. 

343. D — For a patient with documented nickel allergy, selecting nickel-free or reduced-nickel 

components, such as titanium brackets and wires or nickel-free stainless steel, helps avoid triggering an 

allergic reaction from sustained intraoral metal exposure typical of fixed appliances. Nickel allergy is 

highly relevant to material selection, standard nickel-containing components should be avoided, and 

extraction without treatment is unnecessary. 

344. B — White spot prevention during orthodontic treatment centers on reinforced hygiene instruction 

around the brackets, regular fluoride or high-fluoride toothpaste use, and possibly antimicrobial rinses, 

combined with close monitoring for further demineralization throughout the remaining treatment. 



Discontinuing treatment, assuming automatic complete resolution, and removing all brackets to restart 

are disproportionate responses to this common complication. 

345. A — An arch length-tooth size discrepancy describes crowding from a mismatch between available 

arch length and combined mesiodistal tooth width, here reflecting tooth widths larger than average 

relative to the arch, a specific measurable orthodontic diagnostic concept. Skeletal Class II, vertical 

growth pattern, and transverse maxillary deficiency describe entirely different skeletal relationships, not 

this tooth-size-driven crowding concept. 

346. B — The Bolton analysis compares summed mesiodistal tooth widths between the maxillary and 

mandibular arches to identify a tooth size discrepancy that, if present, could prevent achieving ideal 

overbite, overjet, and posterior interdigitation even with otherwise well-aligned arches. It doesn't 

measure vertical dimension, facial growth pattern, or skeletal anteroposterior classification, which are 

assessed through other diagnostic tools. 

347. D — Interproximal enamel reduction should be performed conservatively, within established safe 

limits per contact, preserving adequate remaining enamel thickness to protect against sensitivity and 

caries risk, with careful polishing to leave smooth contours and reduce plaque retention. Removing 

excessive enamel regardless of thickness, ignoring soft tissue protection, and assuming no established 

limits exist would all risk iatrogenic harm. 

348. C — Successful aligner treatment depends on matching case complexity to aligner capabilities, 

since some movements such as certain rotations or extrusions are less predictable with aligners than 

fixed braces, along with requiring reliable patient compliance with recommended daily wear. Aligners 

aren't appropriate for every severity, compliance is in fact critical, and outcomes aren't always identical 

to fixed braces. 

349. B — An aligner that doesn't fully seat despite adequate wear typically indicates the planned tooth 

movement isn't tracking as predicted, warranting clinical evaluation and possibly a refinement scan, 

adjusted attachments, or other modifications to get treatment back on track. Assuming a manufacturing 

defect in all cases, assuming this is always normal, and immediately discontinuing therapy are not 

appropriate responses. 

350. A — In a standard surgical orthodontic protocol, presurgical orthodontics is performed first to align 

teeth within each arch and coordinate arch forms, often temporarily worsening the visible malocclusion 

as dental compensations are removed, in preparation for jaw repositioning. Surgery isn't performed 

before this phase in the standard protocol, combined orthodontic-surgical treatment is well-established, 

and retention alone wouldn't address the underlying discrepancy. 

351. C — Following orthognathic surgery, postsurgical orthodontics fine-tunes the final occlusion, 

details individual tooth positioning, and settles the bite into optimal interdigitation, after which retention 

maintains the corrected result long-term. Assuming no further treatment is needed, moving straight to 

permanent retention without detailing, and repeating the entire presurgical phase don't reflect the 

standard treatment sequence. 



352. D — A unilateral posterior crossbite without any associated functional mandibular shift represents 

a true, structural dental or skeletal crossbite, unlike a functional crossbite where the mandible shifts 

laterally to avoid a bilateral constriction, creating an apparent unilateral crossbite. This isn't specifically 

tied to skeletal Class II or vertical growth findings, and it's distinguished from a functional crossbite by 

the absent shift. 

353. D — Because a functional crossbite arises from the mandible shifting to accommodate a bilateral 

maxillary constriction, treatment should correct the actual skeletal constriction, often with palatal 

expansion, since the visible shift is compensatory rather than the primary problem. Treating only the 

apparent side, assuming the shift is the primary issue, and extracting teeth on the shifted side alone 

would fail. 

354. B — Class II Division 1 malocclusion is characterized by a Class II molar relationship with 

proclined maxillary incisors producing increased overjet, distinguishing it from Division 2, which shows 

retroclined central incisors and typically a deep overbite instead. Class I would show a normal molar 

relationship, and Class III would show negative overjet, neither matching this increased-overjet finding. 

355. A — Class II Division 2 malocclusion is characterized by a Class II molar relationship with 

retroclined maxillary central incisors and a deep overbite, distinguishing it from Division 1, which 

shows proclined incisors with significantly increased overjet. Class I would show a normal molar 

relationship, and Class III would show a mesial molar relationship with negative overjet, neither 

matching this pattern. 

356. C — A dental open bite results primarily from local factors affecting tooth position, such as a digit-

sucking habit, despite normal skeletal jaw relationships, whereas a skeletal open bite reflects a true 

vertical jaw discrepancy, such as a hyperdivergent pattern, needing more extensive treatment. These 

terms aren't interchangeable, the distinction applies to overbite and open bite, and severity doesn't favor 

either type. 

357. B — Once skeletal growth is complete in an adult, growth modification appliances no longer 

influence jaw growth, so a severe hyperdivergent open bite typically requires combined orthodontic and 

orthognathic surgical treatment for a stable result. Growth modification alone wouldn't work in a grown 

adult, treatment options do exist for this population, and extracting all posterior teeth alone wouldn't 

correct the discrepancy. 

358. C — An exaggerated curve of Spee in the mandibular arch often requires additional arch length to 

level during treatment, frequently managed with reverse curve archwires, since leveling this curve is 

necessary for proper interdigitation and a stable occlusion. This finding is clinically significant, it's 

specifically described in the mandibular arch, and it doesn't automatically mandate extracting all 

mandibular teeth. 

359. A — The Wits appraisal measures the anteroposterior relationship between maxilla and mandible 

by projecting cephalometric points perpendicular onto the functional occlusal plane, offering an 

assessment less influenced by anatomic landmark variability than the traditional ANB angle, useful as a 



supplemental sagittal measure. It doesn't primarily assess vertical growth pattern, transverse arch width, 

or tooth size discrepancy, evaluated through other analyses. 

360. D — Because the ANB angle depends on cranial base landmarks like nasion, which vary 

anatomically between individuals unrelated to jaw relationship, while the Wits appraisal references the 

functional occlusal plane instead, discrepancies between the two can arise from differing methodology 

rather than a calculation error. Assuming a calculation error, assuming the two always agree, and 

dismissing discordant results misunderstand this limitation. 

361. C — Steam autoclave sterilization is the standard, most reliable method for heat-stable critical 

instruments that penetrate soft tissue or bone, since these items require true sterilization rather than 

disinfection before reuse. High-level disinfection and surface wiping do not achieve sterilization, and 

cold chemical sterilization is reserved for heat-sensitive items unsuitable for autoclaving. 

362. D — Because handpieces are critical instruments entering the bloodstream or sterile tissue, current 

standards require true heat sterilization, so only autoclave-compatible handpieces rated by the 

manufacturer should be used for patient care rather than relying on surface disinfection or cold soak 

methods that do not achieve sterilization. Skipping reprocessing between patients is never acceptable for 

a critical instrument. 

363. A — A biological indicator uses highly resistant bacterial spores killed only if adequate 

sterilization was truly achieved, providing the most direct confirmation of sterilization efficacy when the 

test shows no growth after incubation. Chemical indicators and cycle timers only confirm certain 

physical parameters were reached, not actual microbial kill, and visual packaging inspection doesn't 

confirm sterilization at all. 

364. B — A positive spore test indicates the sterilizer failed to achieve adequate sterilization, requiring 

the unit be removed from service, affected loads recalled and reprocessed, and the cause investigated 

and corrected before resuming normal use, per standard protocol. Continuing use, delaying notification, 

and simply increasing cycle time without full investigation are inadequate responses to a confirmed 

failure. 

365. C — Immediate first aid with soap and water washing, followed by prompt reporting and 

evaluation under the practice's post-exposure protocol, including source testing and possible 

prophylaxis, is the standard response to a needlestick with unknown source status. Continuing to work 

without action, reusing a contaminated needle, and applying antiseptic alone without further evaluation 

are inadequate responses. 

366. B — Hepatitis B vaccination is specifically recommended and required to be offered at no cost to 

dental personnel at risk of occupational exposure, given the significant transmission risk and the 

availability of an effective vaccine. Influenza and measles vaccines address different infectious risks not 

specifically tied to bloodborne pathogen exposure requirements, and vaccination is in fact addressed by 

these regulations. 



367. D — Standard precautions for routine dental care involving blood, saliva, and aerosol exposure 

require gloves, a surgical mask, protective eyewear, and appropriate protective clothing, since relying on 

any single item alone leaves other exposure routes unprotected. Using only one component of this 

combination fails to provide comprehensive protection against the multiple exposure routes present 

during routine procedures. 

368. A — Visibly contaminated protective eyewear should be removed and properly cleaned and 

disinfected, or replaced with a clean pair, before continuing patient care, since visible contamination 

represents a direct infection control breach that could cause cross-contamination if left unaddressed. 

Continuing to use contaminated eyewear, dry wiping without disinfection, and assuming no cleaning is 

needed all fail to address this. 

369. A — Surfaces contaminated with blood require an intermediate-level, tuberculocidal disinfectant, 

since this category is effective against a broad range of pathogens including resistant organisms like 

Mycobacterium tuberculosis, appropriate for this level of contamination. A simple detergent alone, plain 

water, and a low-level disinfectant effective only against enveloped viruses don't provide adequate 

disinfection for blood-contaminated surfaces. 

370. C — Surface barriers on frequently touched but hard-to-disinfect items let the contaminated barrier 

be removed and discarded between patients, replaced with a fresh one, preventing cross-contamination 

without fully disinfecting the underlying surface each time. This technique isn't primarily for esthetics or 

maintenance frequency, and it doesn't eliminate the ongoing need for hand hygiene between patients. 

371. B — Dental unit water for routine, non-surgical procedures should meet or exceed public drinking 

water standards, generally achieved through waterline treatment systems, regular maintenance, and 

periodic testing to control biofilm within the tubing. Sterile water is required only for surgical 

procedures involving bone, not routine treatment water, and both no-standard and bottled-water-only 

claims misrepresent accepted guidance. 

372. D — Surgical procedures involving bone, such as implant placement, require irrigation with sterile 

saline or sterile water delivered through a sterile delivery system, given direct bone exposure to the 

irrigant and the higher infection risk in these procedures. Standard waterline water and tap water aren't 

appropriate for this level of procedure, and specific water quality standards do apply here. 

373. A — Sharps containers should be replaced once they reach the manufacturer's recommended fill 

line, typically about three-quarters full, to prevent overfilling that could raise needlestick risk during 

disposal or transport, following proper puncture-resistant, labeled disposal protocol. Continuing to 

overfill, manually emptying by hand, and diverting sharps to regular trash are all unsafe, improper 

approaches to sharps waste management. 

374. D — Regulated medical waste specifically includes items saturated or dripping with blood or other 

potentially infectious materials, such as heavily blood-soaked gauze, requiring special handling, 

labeling, and disposal distinct from general office trash to reduce transmission risk. General office trash, 

non-contaminated impression materials, and empty anesthetic cartridges without visible blood typically 

don't meet this threshold. 



375. B — When hands are visibly soiled or contaminated with blood or other body fluids, soap and 

water washing is required instead of an alcohol-based rub, since alcohol products don't adequately clean 

visible organic material despite being effective for routine antisepsis otherwise. Alcohol rub isn't always 

preferred without exception, soap and water is used in dentistry, and each method suits different 

situations. 

376. C — Active, untreated tuberculosis requires airborne precautions given its transmission route, so 

elective treatment is typically postponed until the patient is no longer infectious, and urgent treatment 

should use precautions such as N95 respirator use and an appropriately ventilated setting per current 

guidelines. Standard precautions alone, a non-isolated room, and a surgical mask alone don't adequately 

protect against this pathogen. 

377. D — A written exposure control plan must address exposure determination identifying at-risk tasks, 

methods of compliance such as PPE and engineering controls, hepatitis B vaccination availability, post-

exposure evaluation and follow-up, and required employee training, among other core regulatory 

elements. Marketing, billing, and appointment reminder procedures are unrelated administrative topics 

not covered by this specific requirement. 

378. A — The foundational principle of standard precautions is that all patients are treated as potentially 

infectious for bloodborne pathogens, regardless of known or suspected status, since many infections are 

asymptomatic or undisclosed, making consistent application to every patient essential. Applying 

precautions only to known infectious patients, restricting them to surgery only, or treating them as 

optional undermines this core principle. 

379. C — Single-use, disposable items eliminate the need for reprocessing between patients, particularly 

valuable for items difficult to clean internally, such as certain suction tips or prophy angles with intricate 

parts, ensuring a guaranteed clean state for each new patient. Cost isn't the primary rationale, disposal 

still requires appropriate handling per waste category, and comfort is secondary here. 

380. B — Instrument cassette systems keep related instruments organized through cleaning, packaging, 

and sterilization, substantially reducing direct handling of loose, sharp instruments by staff, improving 

both worker safety and workflow efficiency in a busy sterilization area. Cassettes don't eliminate the 

need for sterilization, they aren't a universal regulatory mandate for all instruments, and appearance isn't 

the primary rationale for their use. 

381. C — Alginate impressions require disinfection using a method and contact time appropriate for this 

material, often a brief spray or limited immersion, since alginate is prone to distortion, syneresis, or 

imbibition with prolonged water or disinfectant contact, which could compromise cast accuracy. 

Extended immersion disregards this property, skipping disinfection is inappropriate, and autoclaving 

would destroy this heat-sensitive material. 

382. A — Impressions and lab case items should be disinfected by the sending office before shipment, 

with documentation provided to the receiving lab, since lab personnel handling these items should be 

protected and informed about incoming cases' infection status. Assuming no disinfection is needed, 

shifting sole responsibility to the lab, and focusing only on paperwork fail this shared responsibility. 



383. D — Removable prosthetic appliances from any patient, including one with an active infection, 

should be cleaned and disinfected with a method compatible with the material before staff handling, 

adjustment, and return to the patient, consistent with standard precautions applying to all patient items. 

Assuming no measures are needed, discarding a functional appliance, and assuming precautions don't 

apply to prosthetics are inappropriate. 

384. B — Adequate room ventilation with sufficient air exchanges, potentially supplemented by 

portable or in-line HEPA filtration, is an engineering control that helps reduce aerosol particle 

concentration in the treatment environment following an aerosol-generating procedure. Wall color, 

increasing patient scheduling density, and reducing handwashing sink availability are unrelated to 

aerosol transmission risk and don't address this engineering control goal. 

385. D — High-volume evacuation captures a substantially greater share of aerosol and spatter 

generated during procedures such as ultrasonic scaling or handpiece use, reducing dispersion of 

infectious particles into room air versus standard low-volume suction alone. HVE doesn't eliminate the 

need for standard PPE, it has a meaningful, documented aerosol reduction effect, and infection control is 

a primary rationale for its use. 

386. B — Thorough cleaning, using an ultrasonic cleaner or automated instrument washer, to remove 

visible debris and reduce bioburden is essential before packaging and sterilization, since residual organic 

material can shield microorganisms from the process and compromise its effectiveness. Skipping 

cleaning, sterilizing instruments while still soiled, and only briefly rinsing without adequate cleaning all 

risk incomplete decontamination and sterilization failure. 

387. C — Contaminated instruments should be transported from point of use to the processing area in a 

covered, puncture-resistant container, minimizing direct handling, sharps injury risk, and potential 

exposure of staff or others during transport through the office. Carrying loose instruments by hand, 

leaving them exposed indefinitely, and having patients transport contaminated items are all 

inappropriate, unsafe practices. 

388. A — A well-designed sterilization area follows a unidirectional workflow, moving instruments 

from a designated contaminated zone through cleaning, packaging, and sterilization to a separate clean 

or sterile storage zone, without backtracking against this flow, minimizing cross-contamination of 

already-processed items. Random movement, processing contaminated and sterile items in the same 

space simultaneously, and assuming direction is irrelevant all increase cross-contamination risk. 

389. B — Maintaining detailed sterilization records, including cycle parameters and biological indicator 

results, lets a practice document consistent sterilizer performance over time, supports ongoing quality 

assurance, and provides traceability to identify affected loads and patients if a sterilization failure is later 

discovered. These records serve a genuine infection control function, not simply patient curiosity or 

billing purposes. 

390. C — A significant occupational bloodborne pathogen exposure requires formal documentation of 

the event and follow-up per the practice's written exposure control plan and applicable occupational 

safety recordkeeping requirements, ensuring the exposed employee receives evaluation and the incident 



is properly tracked. Assuming no documentation is required, informal verbal-only notification, and 

making reporting contingent on request fail these obligations. 

391. D — Patient autonomy is the ethical principle respecting a competent patient's right to make their 

own informed healthcare decisions based on personal values and goals, even when it differs from what 

the practitioner might choose. Nonmaleficence concerns avoiding harm, beneficence concerns 

promoting welfare, and justice concerns fair resource distribution, none directly addressing this right to 

self-determination. 

392. A — Beneficence is the ethical principle obligating a practitioner to act in ways that promote the 

patient's welfare and provide the greatest overall benefit, which is directly reflected in recommending 

the treatment expected to best serve the patient's oral health. Nonmaleficence instead concerns avoiding 

harm, veracity concerns truthfulness, and justice concerns fairness in resource distribution, none 

matching this specific benefit-maximizing recommendation. 

393. B — Nonmaleficence is the ethical principle obligating a practitioner to avoid causing harm, which 

directly supports declining to perform a procedure whose risks outweigh any potential benefit for the 

specific patient and clinical situation presented. Beneficence concerns actively promoting benefit, justice 

concerns fair resource distribution, and veracity concerns truthfulness, none as directly tied to this harm-

avoidance decision as nonmaleficence. 

394. A — Veracity is the ethical principle requiring truthfulness and honesty in communication with 

patients, directly reflected in providing complete, truthful information about a treatment complication 

even when the disclosure is difficult. Beneficence, nonmaleficence, and justice address benefit 

promotion, harm avoidance, and fairness respectively, none as specifically tied to truthful 

communication as veracity. 

395. D — Justice is the ethical principle concerned with the fair and equitable distribution of limited 

healthcare resources, directly reflected in allocating limited free-care slots based on documented need 

and urgency rather than an arbitrary or purely time-based approach. Veracity concerns truthfulness, 

nonmaleficence concerns harm avoidance, and beneficence alone concerns benefit promotion, none as 

specifically tied to fair resource allocation as justice. 

396. C — A patient with full decision-making capacity and proper information about risks and benefits 

has the right to refuse a recommended treatment and choose an alternative, so the dentist should respect 

this decision, document it, and proceed with the extraction. Refusing further treatment, performing the 

root canal against the patient's wishes, and referring without discussion fail to respect this choice. 

397. B — Adequate informed consent requires a genuine discussion covering the diagnosis, proposed 

treatment, material risks and benefits, and reasonable alternatives, not merely a signature on a form, so a 

signed form without this discussion does not represent valid consent. A signature alone isn't 

automatically sufficient legally or ethically, and informed consent is in fact required for surgical 

procedures such as extractions. 



398. C — When a documented custody arrangement grants sole legal authority to one parent, consent 

for the minor's treatment should come from that legally authorized parent, and practices should respect 

documented custody arrangements affecting consent authority. Assuming either parent's consent is 

automatically sufficient, assuming no consent is needed, and assuming a minor can independently 

consent all disregard this legal point. 

399. D — Patients generally have a legal and ethical right to access copies of their own dental records 

within a reasonable time and for a reasonable, cost-based fee, and practices should facilitate transfer to 

support continuity of care with a new provider. Refusing the request, requiring only the new dentist to 

ask, and charging an excessive fee all obstruct this patient right. 

400. A — Patient record retention periods are generally governed by state law and professional board 

guidance, which commonly require longer retention for minors, often until well after the age of majority, 

accounting for the extended statute of limitations that may apply. Immediate destruction, retaining only 

adult records, and assuming no jurisdictional variation all misrepresent standard recordkeeping 

requirements. 

401. A — The proper correction method is drawing a single line through the incorrect entry so it stays 

legible, then initialing, dating, and adding the correct information nearby, preserving a transparent, 

defensible record of what was written and corrected. Erasing, using correction fluid to obscure the entry, 

and discarding and replacing the page raise serious tampering and defensibility concerns. 

402. D — When a practice receives a subpoena for records, it should verify its validity, consult legal 

counsel as needed on the appropriate scope to release, and ensure compliance with applicable privacy 

law before responding. Immediately releasing all records without review, refusing all subpoenas 

outright, and destroying requested records are all legally and ethically inappropriate responses to a valid 

request. 

403. C — Protected health information generally cannot be disclosed to a third party such as an 

employer without the patient's documented authorization, regardless of a well-intentioned belief that 

disclosure might help an insurance matter. Sharing freely, sharing only upon written employer request, 

and sharing based on perceived clinical insignificance all fail to obtain the required patient authorization 

first. 

404. B — Inadequate security safeguards, such as weak password protection and no encryption for 

systems storing protected health information, that result in a breach represent a violation of health 

information privacy and security requirements obligating reasonable safeguards. This isn't primarily a 

scope-of-practice or antitrust issue, and inadequate security causing a breach does constitute a regulatory 

violation. 

405. B — Following a confirmed data breach involving protected health information, the practice should 

follow its established breach notification protocol, typically including notifying affected patients and 

appropriate regulatory authorities within legally required timeframes, complying with breach 

notification requirements. Ignoring the breach, waiting indefinitely, and notifying only the malpractice 

carrier without broader required notifications all fail to meet these regulatory obligations. 



406. D — Dental advertising regulations in most jurisdictions restrict the term specialist to dentists who 

completed recognized postgraduate specialty training or board certification in that area, making an 

unsupported claim a likely violation and potentially misleading. Personal belief in sufficient experience 

doesn't substitute for actual training or certification, and advertising rules do address this terminology. 

407. C — A testimonial implying a typical or guaranteed outcome without disclosing that results vary 

between patients may be false or misleading, since it could create unrealistic expectations not 

representative of typical results. Testimonials aren't universally prohibited in every jurisdiction, some 

disclosure is generally advisable, and this type of claim is subject to professional and legal regulation. 

408. A — Negligence is the legal concept most applicable to a malpractice claim alleging a practitioner 

breached the standard of care and caused patient harm, requiring proof of duty, breach, causation, and 

damages. Battery applies to treatment performed without any consent rather than substandard care with 

consent, breach of contract is a distinct claim, and negligence is the applicable theory here. 

409. D — Battery describes an unauthorized touching performed without consent, applying distinctly 

from negligence when a procedure was performed despite explicit patient refusal, since the issue is the 

lack of consent rather than substandard technique. Breach of contract, res ipsa loquitur, and simple 

negligence are distinct concepts not as directly applicable to this scenario. 

410. B — Res ipsa loquitur may apply when an injury of a type that wouldn't ordinarily occur absent 

negligence happens under circumstances where the instrumentality was under the defendant's exclusive 

control, potentially allowing an inference of negligence without direct evidence of the specific breach. 

Breach of contract, battery, and statute of limitations are distinct concepts not describing this doctrine. 

411. A — The statute of limitations sets a legally defined time limit, varying by jurisdiction and claim 

type, within which a malpractice claim must be filed, and a claim filed after this period expires is 

generally barred regardless of merit. Res ipsa loquitur, informed consent doctrine, and breach of contract 

are distinct concepts unrelated to this time-limitation issue. 

412. C — Proper termination of the doctor-patient relationship requires written notice, allowing 

reasonable time to secure alternative care, and offering to transfer records, particularly important when 

the patient has an active condition, to avoid a claim of abandonment. Simply stopping scheduling 

without notice, refusing to transfer records, and terminating immediately without a transition period 

would each risk an abandonment claim. 

413. B — Patient abandonment describes the specific misconduct of improperly terminating a treatment 

relationship without adequate notice or opportunity to secure alternative care, particularly problematic 

when the patient has an active condition requiring ongoing treatment. Breach of contract, battery, and 

res ipsa loquitur are distinct legal concepts that don't specifically describe this improper termination and 

interruption of necessary care. 

414. D — Thorough, accurate, timely documentation of clinical findings, discussions, and informed 

consent throughout care is a broadly effective risk management strategy, since comprehensive records 

provide crucial evidence that appropriate care and proper consent occurred if a claim later arises. 



Avoiding documentation, refusing informed consent, and restricting practice to simple cases fail to 

address risk management broadly. 

415. C — Professional liability, or malpractice, insurance specifically provides financial protection 

against claims alleging that negligent or substandard care resulted in patient harm, covering legal 

defense costs and any resulting settlement or judgment up to policy limits. Personal property coverage, 

equipment maintenance costs, and payroll and benefits costs are addressed by entirely different 

insurance or expense categories, not professional liability coverage. 

416. A — Managing an initial patient complaint well involves listening attentively, responding 

professionally and empathetically, and documenting the interaction, while avoiding inappropriate 

admissions of fault not yet established and a dismissive or defensive response that could escalate things. 

Immediately admitting fault, dismissing the complaint, and becoming defensive could each worsen the 

situation or create unwarranted liability. 

417. C — A formal peer review process evaluates quality of care concerns through a structured, 

professional process aiming to protect patients and maintain standards, while giving fair procedural 

protection to the reviewed dentist, serving as a quality assurance mechanism. It isn't for punitive 

personal reasons, doesn't avoid genuine accountability, and doesn't replace the licensing board's separate 

authority. 

418. D — Practicing with a lapsed license from failure to renew can result in disciplinary action from 

the state board, possibly including fines, required continuing education, formal reprimand, or other 

sanctions depending on jurisdiction and circumstances. Assuming no consequence, assuming only a 

verbal warning always results, and assuming automatic permanent revocation misrepresent the range of 

possible responses. 

419. A — Supervision requirements in state dental practice acts define the scope of independent versus 

supervised practice for hygienists and other auxiliaries, protecting patient safety while allowing 

appropriate delegation within each auxiliary's training and legal scope. These requirements don't 

eliminate the hygienist's role, don't require the dentist to perform every procedure, and do vary between 

states. 

420. B — A dental assistant should decline any procedure exceeding their legally defined scope of 

practice under the state dental practice act, regardless of a supervising dentist's request, since practicing 

beyond legal scope creates liability for both parties and compromises patient safety. A direct request 

doesn't override these legal limits, and subjective harm assessment doesn't substitute for the legal 

requirement. 

421. D — Enforceability of a restrictive covenant generally depends on the reasonableness of its 

geographic scope, time duration, and restricted activity, balanced against the employer's legitimate 

business interests, with significant variation in how states evaluate these provisions. Assuming universal 

unenforceability, assuming no inherent limits, and considering only the employer's interests while 

ignoring the employee's ability to practice misrepresent this evaluation. 



422. A — Choosing between business structures such as a corporation, LLC, or sole proprietorship 

involves real differences in personal liability exposure, tax treatment of income, and regulatory 

requirements that vary by structure and jurisdiction, making this an important decision beyond simple 

preference. Assuming no liability effect, identical tax treatment, and that only location determines 

structure misrepresent these distinctions. 

423. B — In a capitation model, the practice receives a fixed periodic payment per enrolled patient 

regardless of the number or type of services actually provided during that period, shifting utilization risk 

from insurer to practice compared with fee-for-service. Capitation doesn't guarantee equivalent total 

payment, isn't identical to fee-for-service, and isn't inherently always higher. 

424. C — Intentionally submitting a claim with a procedure code that misrepresents the service actually 

provided, commonly called upcoding, constitutes insurance fraud and can result in serious legal 

consequences, financial penalties, insurance panel termination, and professional licensing action. Patient 

awareness or agreement doesn't make this practice acceptable, it carries substantial legal and ethical 

implications, and it's far more than a minor technicality. 

425. C — An ethical approach to repeated missed appointments involves a clear policy communicated 

to patients in advance, which may include reasonable fees and, after repeated documented instances, 

proper termination with adequate notice if the pattern continues. Immediate dismissal after one instance, 

ignoring the pattern entirely, and a punitively excessive fee are each poorly calibrated responses. 

426. A — A well-designed randomized controlled trial generally provides the strongest evidence among 

primary designs for evaluating an intervention's effectiveness, since randomization controls for 

confounding and allows stronger causal inference about the intervention's actual effect. Case reports, 

expert opinion alone, and uncontrolled case series each provide progressively weaker evidence from 

lacking controls or comparison groups. 

427. B — Double-blinding addresses bias from participants' or researchers' knowledge of treatment 

assignment by ensuring neither participants nor evaluators know which group a patient was assigned to, 

reducing bias affecting reported outcomes. Randomization alone addresses baseline comparability, not 

blinding; sample size affects statistical power; and case-control design addresses a different question 

entirely. 

428. D — A meta-analysis combines the quantitative results of multiple similar studies, typically 

randomized trials of the same intervention, into a single, pooled estimate of effect with greater statistical 

power than any one included study. A single trial, a case-control study, and a cross-sectional survey are 

individual primary designs, not this method of combining results. 

429. D — Evidence-based dentistry is the approach to clinical decision-making that explicitly integrates 

the best available current scientific evidence with the practitioner's clinical expertise and the individual 

patient's values and preferences, rather than relying on any single element alone. Anecdotal practice, 

expert opinion alone, and tradition-based practice each represent narrower or less rigorous approaches 

this framework is specifically designed to move beyond. 



430. A — The gold standard is the best available, most definitive method for confirming a diagnosis, 

against which a new diagnostic test is compared to calculate its sensitivity, specificity, and other 

accuracy measures. It isn't an arbitrary comparison method, isn't a sampling technique, and is distinct 

from a null hypothesis, a statistical concept used in hypothesis testing. 

431. B — When participants are assigned to groups by preference rather than random allocation, the 

study is an observational cohort study rather than a randomized controlled trial, since lacking 

randomization introduces greater potential for confounding and selection bias. A randomized trial 

requires random assignment, a crossover trial has a distinct sequential design, and a meta-analysis 

combines multiple existing studies instead. 

432. C — An ecological study design examines associations using population-level or group-level data, 

such as comparing caries rates across communities before and after a population-wide intervention like 

water fluoridation, rather than tracking individual patients directly. A randomized trial and crossover 

trial both require individual-level assignment and tracking, and a case report describes a single patient, 

none matching this community-level evaluation approach. 

433. C — Incidence measures the rate of new cases of a condition diagnosed within a defined 

population over a specified period, capturing newly developing disease rather than total burden. 

Prevalence measures total existing cases, new and old, at a point in time; case fatality rate measures 

death proportion among cases; and relative risk compares risk between groups. 

434. A — Prevalence measures the total number of existing cases, both new and previously existing, 

within a defined population at a specific point or period, reflecting overall disease burden. Incidence 

measures only new cases over a defined period, case fatality rate measures death proportion among 

cases, and attributable risk measures risk attributable to a particular exposure. 

435. B — Population-based prevention strategies such as water fluoridation aim to provide broad, low-

cost benefit across an entire population, reducing disease burden community-wide regardless of 

individual risk, unlike a high-risk approach targeting resources toward identified high-risk individuals. 

Targeting only high-risk individuals, restricting access by ability to pay, and focusing only on treatment 

describe different or contrary approaches. 

436. D — Bite mark analysis has faced scientific scrutiny because skin distorts, swells, and heals in 

ways that alter mark appearance, and the assumption that human dentition produces a unique, 

reproducible pattern for reliable identification is unvalidated. Skin marks aren't perfectly preserved, they 

do distort, and dentitions don't produce identical patterns, but comparison reliability remains limited. 

437. A — DNA analysis from biological samples is generally considered a far more scientifically 

validated and reliable method for individual identification than bite mark comparison, given DNA's 

well-established statistical basis for uniqueness and standardized testing protocols. Bite mark 

comparison alone, body height estimation, and general skin tone description each lack the same degree 

of scientific validation and individualizing power for definitive identification. 



438. C — Demirjian's method stages tooth development, including third molar development commonly 

used for older adolescents and young adults, into standardized stages correlated with estimated age 

ranges from radiographic assessment. Gustafson's method uses age-related changes in fully formed adult 

teeth such as wear, Nolla staging applies to earlier developing dentition, and Bolton analysis addresses 

tooth size, not age. 

439. B — Gustafson's method estimates age in adults with fully formed teeth by evaluating degenerative 

changes including attrition, secondary dentin deposition, cemental apposition, root resorption, and 

transparency, since developmental staging no longer applies once formation is complete. Demirjian's 

and Nolla staging apply to developing teeth in children, and Winter's classification addresses impaction 

angulation, not age. 

440. D — Teeth are among the most resistant structures to fire, decomposition, and trauma, often 

surviving when other identifying soft tissue features are destroyed, making dental record comparison 

valuable in mass fatality identification. Teeth aren't among the least durable tissues, dental records are 

often available through prior treatment, and this method is in fact useful here. 

441. D — Community water fluoridation provides benefit both through a modest systemic effect during 

tooth development and, importantly, an ongoing topical effect from repeated low-level exposure to 

erupted surfaces, promoting remineralization and inhibiting demineralization. It doesn't work through 

only one mechanism, it has an established, well-researched mechanism, and it isn't primarily a cosmetic 

measure. 

442. B — Community water fluoridation reaches an entire population passively through the water 

supply at very low per-person cost, without requiring individuals to seek care or change behavior, 

making it a cost-effective population health measure compared to individual interventions. It doesn't 

require active effort or payment, isn't more expensive per person, and its benefit isn't limited to dental 

office patients. 

443. C — A high-risk, targeted approach concentrates intensive preventive resources on those identified 

as elevated risk, maximizing benefit per resource spent, but depends on an effective risk-identification 

method and may still miss disease in lower-risk individuals not targeted. This approach doesn't reach a 

larger population than a universal strategy, does require risk identification, and isn't functionally 

identical to one. 

444. A — Mobile dental units and teledentistry programs address geographic access barriers by bringing 

services, screening, or remote consultation directly to underserved rural areas where fixed dental offices 

are scarce or hard to reach. Requiring travel to a distant office worsens the barrier, reducing provider 

availability worsens access, and eliminating preventive services doesn't address the access problem. 

445. D — Improving engagement among patients with limited health literacy is best supported by plain, 

accessible language, visual aids, and teach-back techniques where the patient explains information back 

in their own words, tailored to their specific literacy level. Relying only on complex written materials, 

assuming uniform literacy, and using technical terminology without simplification would each worsen 

understanding. 



446. A — An effective quality assurance program regularly reviews clinical outcomes, patient feedback, 

and process metrics to identify areas needing improvement, followed by concrete corrective action, 

creating an ongoing monitoring and improvement cycle. Collecting data without review, focusing only 

on financial metrics while ignoring clinical quality, and reviewing only very infrequently all undermine 

genuine quality assurance. 

447. C — A structured improvement approach such as Plan-Do-Study-Act begins with collecting 

baseline data on the problem and identifying likely contributing factors, which informs planning and 

testing a targeted intervention on a small scale before broader implementation. Immediately 

implementing a permanent change without data, relying on staff impressions alone, and assuming the 

problem can't be addressed all bypass this methodology. 

448. B — Effective interprofessional collaboration involves establishing clear communication channels, 

obtaining patient authorization for information sharing, and exchanging relevant clinical information to 

coordinate care around conditions like diabetes that meaningfully affect periodontal treatment planning. 

Avoiding all communication citing privacy, assuming the physician has no relevant role, and making 

unilateral decisions all undermine appropriate collaboration. 

449. B — Teledentistry connecting a remote hygienist with dentist supervision extends the reach of 

preventive screening to underserved communities while maintaining appropriate professional oversight 

of diagnostic and treatment decisions, consistent with state regulations. This doesn't eliminate the 

dentist's role, doesn't replace all in-person treatment since many procedures need direct care, and does 

have real public health value. 

450. C — Evaluating a value-based model requires understanding which specific quality and outcome 

measures are used, how performance is tracked, and how it translates into actual reimbursement 

adjustments, since these details vary between payers and programs. Value-based models do affect 

reimbursement, aren't functionally identical to fee-for-service, and measures aren't standardized 

identically across every payer. 

451. A — Significant accounts receivable aging beyond 90 days signals a need for proactive, systematic 

follow-up, including earlier reminders, clear payment policies communicated in advance, and potentially 

structured payment plans, to improve collections before delinquency worsens. Ignoring the report, 

writing off balances without further effort, and broadly raising fees for all patients don't address this 

specific issue. 

452. D — Improving operational efficiency involves analyzing scheduling patterns, chair time 

utilization, and staff workflow to identify specific inefficiencies, while carefully maintaining adequate 

time for quality clinical care rather than pursuing efficiency at care's expense. Focusing solely on 

volume, making no changes despite inefficiencies, and uniformly reducing appointment times regardless 

of complexity would each risk compromising care. 

453. C — An amalgam separator captures and removes amalgam particles from a practice's wastewater 

before discharge into the sewer system, addressing regulations aimed at reducing mercury and metal 



contamination from dental waste entering water systems. An air-water syringe, high-speed handpiece, 

and rubber dam clamp are general clinical instruments unrelated to this wastewater requirement. 

454. B — Lead foil packets from older dental film contain lead and should be collected separately and 

recycled or disposed of as hazardous waste, rather than placed in general trash, given lead's 

environmental toxicity and specific handling requirements. This material isn't primarily a regulated 

medical waste or sharps concern, since the issue is heavy metal content, not blood or puncture risk. 

455. D — Balancing sustainability with infection control means selectively evaluating which items can 

be replaced with reusable, reprocessable alternatives without compromising safety, while continuing 

single-use items specifically where clinically necessary. Eliminating all single-use items regardless of 

necessity risks infection control, ignoring environment dismisses a real concern, and increasing single-

use use without justification isn't sustainability-conscious. 

456. A — An expert witness should base opinion on the generally accepted standard of care, meaning 

what a reasonably prudent practitioner with similar training would have done under similar 

circumstances, grounded in objective professional standards rather than personal preference. Personal 

preference alone, whatever an attorney requests regardless of accuracy, and assuming no objective 

standard exists all undermine ethical expert testimony. 

457. B — An ethical expert witness must provide honest, objective testimony consistent with the actual 

facts and professional standards, even when those facts don't support the position anticipated by the 

retaining attorney, since the duty is to truth and the legal process. Fabricating findings, refusing to 

testify, and giving evasive testimony all violate this obligation. 

458. D — When a colleague's impairment endangers patient safety, professional obligations generally 

require reporting through appropriate internal channels or to the state licensing board as required, 

following specific jurisdictional protocols, since patient safety takes priority over interpersonal loyalty. 

Ignoring the suspicion, confronting the colleague publicly, and waiting until harm occurs all fail this 

obligation. 

459. C — During a practice ownership transition, giving patients advance notice of the change, 

information about the new dentist, and guidance on obtaining or transferring records if they prefer other 

care respects patient autonomy and supports continuity. Assuming no notification is needed, 

discouraging patients from seeking care elsewhere, and disregarding record wishes all fail patients here. 

460. A — Choosing between a DSO-affiliated model and independent ownership involves real 

differences in clinical autonomy, administrative support, financial arrangements, and contractual 

obligations across these practice models, making this an important decision beyond simple preference. 

Assuming these models are identical, assuming no meaningful implications exist, and assuming only 

location determines the model misrepresent this decision. 

461. C — Social media policies should clearly prohibit sharing any patient-identifiable information or 

clinical details, including details that could indirectly identify a patient without naming them, such as a 



distinctive case description, since privacy extends beyond a literal name. Assuming posts are exempt, 

assuming only a full name raises concern, and assuming no policy is needed all understate this risk. 

462. D — An emergency plan should include secure, redundant record backups, ideally an offsite or 

cloud-based solution, to protect continuity of care if the primary location is damaged or inaccessible 

after a disaster. Assuming records are never affected, relying on a single location with no backup, and 

using only paper records without backup all leave the practice vulnerable. 

463. A — An appropriate approach during heightened transmission periods includes reasonable 

screening protocols, considering rescheduling non-urgent care for symptomatic patients when 

appropriate, and enhanced precautions for necessary urgent treatment that can't be safely deferred. 

Refusing all care regardless of true emergencies, ignoring screening entirely, and applying no extra 

precautions regardless of symptoms all fail to balance care with infection control. 

464. B — An effective recall system uses systematic reminders at intervals matched to each patient's 

clinical risk, offers multiple communication methods, and tracks responses to identify patients needing 

additional outreach. Sending only one reminder with no follow-up, assuming a uniform interval for 

everyone, and eliminating reminders entirely would each likely reduce preventive care compliance. 

465. D — Accepted ethical standards generally consider romantic or sexual relationships with current 

patients an inappropriate boundary violation, given the power imbalance in the doctor-patient 

relationship and the potential to compromise objective clinical judgment and exploit trust. Considering 

such relationships always appropriate, assuming no ethical position exists, and assuming this is 

irrelevant to dentistry all misrepresent established guidance. 

466. B — Culturally competent care involves staff training that builds awareness of varying cultural 

beliefs and communication preferences, while still individually assessing each patient's specific needs 

rather than relying solely on group generalizations. Assuming uniform beliefs within a group, ignoring 

cultural factors entirely, and refusing care until training is complete are all poor approaches here. 

467. A — Using a qualified professional interpreter, rather than an unqualified informal interpreter such 

as a family member, is most appropriate for effective communication and valid informed consent with a 

patient of limited language proficiency. Relying on English-only materials, proceeding without 

interpretation, and relying on a child interpreter for complex consent information are each inappropriate, 

unsafe approaches. 

468. C — When a request isn't clinically indicated, the appropriate approach explains the clinical 

reasoning, discusses any appropriate alternatives, and declines treatment lacking indication or that could 

cause harm, while respecting the patient's right to a second opinion elsewhere. Automatically 

complying, refusing all discussion, and reporting the patient for merely asking are all poor responses. 

469. A — Dental professionals are generally mandatory reporters of suspected child abuse, so findings 

like an unexplained oral trauma pattern should prompt reporting to child protective services or law 

enforcement, combined with thorough clinical documentation. Ignoring the finding, confronting a 

suspected abuser directly, and delaying action to see if it recurs all fail this reporting obligation. 



470. B — Many jurisdictions include dental professionals among mandatory reporters for suspected 

elder abuse, so findings suggestive of abuse or neglect should prompt reporting to adult protective 

services per applicable law, combined with thorough documentation of the clinical findings observed. 

Confronting a suspected caregiver directly, assuming no reporting obligation exists, and ignoring the 

finding all fail this obligation. 

471. D — Prescribing Schedule II substances requires valid DEA registration in addition to state 

licensure, given the higher abuse potential and stricter federal regulation of this drug schedule. State 

licensure alone is insufficient, and Schedule II prescriptions generally can't be issued verbally given 

stricter documentation requirements for this drug class under federal and state law. 

472. C — A state prescription drug monitoring program lets a prescriber review a patient's recent 

controlled substance history across providers and pharmacies, helping identify possible misuse, 

diversion, or dangerous interactions before prescribing an opioid. Insurance claims, a general internet 

search, and asking an employer aren't appropriate or reliable sources for this purpose. 

473. C — Current guidelines for acute postoperative dental pain generally recommend considering non-

opioid analgesics like NSAIDs first, reserving opioids for cases where non-opioids are insufficient, and 

using the lowest effective dose for the shortest necessary duration when opioids are prescribed. 

Routinely maximizing quantity, avoiding pain management, and defaulting to opioids first don't reflect 

current recommendations. 

474. A — Upon discovering a pattern suggestive of doctor shopping, the appropriate response includes 

stopping further controlled substance prescribing, having a direct, honest conversation with the patient, 

and considering referral for further evaluation given the concerning pattern. Continuing to prescribe as 

usual, involving law enforcement without clinical discussion first, and increasing the quantity would 

each be inappropriate. 

475. D — OSHA establishes and enforces general workplace safety requirements applicable to dental 

practices, addressing hazards including ergonomic injury risk, chemical exposure, and other 

occupational concerns beyond the more specific infection control regulations. The state dental board, 

DEA, and FDA each address different regulatory areas, not this general workplace safety and ergonomic 

concern. 

476. B — Safety Data Sheets must be readily accessible to employees for each hazardous chemical used 

in the workplace, providing detailed information on the chemical's properties, health hazards, safe 

handling, and emergency response measures. A marketing brochure, a price list, and a general handbook 

without chemical-specific hazard information don't meet this documentation requirement. 

477. D — Workers' compensation insurance covers employee injuries sustained in the course of and 

arising from employment, such as a back strain from improper lifting, covering medical treatment and 

partial wage replacement. Professional liability addresses patient care negligence claims, property 

insurance covers the building, and patient dental insurance is unrelated to this employee injury. 



478. A — Federal employment nondiscrimination law generally protects characteristics including race, 

color, religion, sex, national origin, age, and disability status, prohibiting discrimination in hiring, 

promotion, compensation, and other employment decisions based on these categories. Height and weight 

alone, and party affiliation alone, aren't the primary protected characteristics, and federal law protects 

against numerous specific ones. 

479. C — Dental practices are generally required under disability nondiscrimination law to provide 

reasonable physical accessibility and appropriate accommodation for patients with disabilities, ensuring 

equal access to care consistent with public accommodation requirements for private healthcare practices. 

Requiring patients to arrange all accommodations, refusing treatment for needing accommodation, and 

assuming these requirements don't apply all misrepresent this obligation. 

480. B — Submitting a claim to a government program like Medicaid for services not actually rendered 

constitutes fraud against a government program, potentially violating criminal law and civil statutes such 

as the False Claims Act, carrying significant penalties and licensing consequences. This isn't a minor 

error, isn't acceptable regardless of amount, and government billing carries distinct, often stricter 

requirements than private insurance. 

481. D — A legitimate group purchasing arrangement should be structured around genuine collective 

purchasing efficiencies for supplies, distinct from any coordination on prices practices independently 

charge patients or payers, since the latter could raise antitrust concerns about unlawful price-fixing 

among competitors. Group purchasing isn't automatically illegal when properly structured, antitrust law 

applies to dental practices, and not every agreement is automatically unlawful. 

482. B — The National Practitioner Data Bank is the federal system that collects reports of malpractice 

payments made on a practitioner's behalf, along with specific adverse licensure and clinical privilege 

actions, supporting informed credentialing and licensing decisions across jurisdictions. The DMV and 

IRS are unrelated to this purpose, and a relevant national reporting system does exist for this 

information. 

483. C — Licensure by credential, also called reciprocity or endorsement, is a streamlined pathway 

letting a dentist already licensed in one state obtain licensure in another by recognizing existing 

qualifications and exam history, provided they meet that state's eligibility criteria, rather than repeating 

the full initial exam process. Full initial exam, automatic licensure with no application, and permanent 

denial misdescribe this pathway. 

484. A — Mandatory continuing education requirements are primarily intended to support practitioners 

in maintaining and updating clinical knowledge, skills, and awareness of evolving standards of care 

throughout their career, ensuring continued competency beyond initial dental school training. This isn't 

primarily about generating revenue for course providers, does serve a genuine safety purpose, and 

doesn't replace dental school's foundational role. 

485. C — A formal dental board complaint typically triggers an investigation, which may include 

review of relevant records and possibly expert consultation on the standard of care, followed by a 

determination of whether discipline is warranted, with procedural protections for the dentist throughout. 



Immediate automatic revocation, taking no action, and publicizing unproven allegations before 

investigation are inaccurate descriptions of this process. 

486. D — When a patient exercises informed refusal, documentation should record the refusal process 

itself, including what was explained about the diagnosis and treatment, the risks of declining discussed, 

and the patient's explicit decision to decline, protecting patient autonomy and providing legal 

documentation. Documenting nothing, only attendance, or only the dentist's opinion without the actual 

discussion leaves this inadequately documented. 

487. A — A patient's right to seek a second opinion should be respected as a legitimate exercise of 

autonomy, and the original dentist should cooperate with reasonable, properly authorized requests for 

records to facilitate that consultation, rather than reacting punitively to the patient's decision. Refusing 

further treatment, discouraging any second opinion, and withholding records to obstruct the process are 

inappropriate, unprofessional responses. 

488. B — An appropriate patient bill of rights should affirm rights including receiving clear information 

about diagnosis and treatment options, participating in care decisions consistent with informed consent, 

and being treated with dignity, respect, and privacy throughout the relationship. Denying record access, 

allowing unrestricted disclosure, and denying the need for informed consent all contradict genuine, well-

established patient rights. 

489. B — Systematically referring patients elsewhere based mainly on payer type, rather than genuine 

clinical need, for patients with clinically similar needs may raise ethical and legal concerns regarding 

discriminatory treatment based on payer source rather than legitimate clinical factors. This pattern does 

raise genuine concern, isn't required by law anywhere, and payer type isn't an appropriate basis for 

referral decisions. 

490. D — Dentists generally aren't legally required to accept every prospective patient regardless of 

ability to pay, aside from exceptions like genuine emergencies or an existing patient relationship, though 

ethical guidance encourages contributing to improved access through charitable care, community 

programs, or reduced-fee arrangements as appropriate. Blanket legal requirements, absence of ethical 

consideration, and unlimited free care all misrepresent this obligation. 

491. A — Best practice for a minor old enough to meaningfully participate involves giving age-

appropriate information and involving them in the discussion to an extent fitting their maturity, 

sometimes called assent, in addition to the legally required parental consent. Excluding the minor 

entirely, consenting only through the minor, and assuming no minor can understand anything 

misrepresent appropriate practice. 

492. C — Appropriate use of protective stabilization requires that it be clinically necessary and 

proportionate, generally used only after less restrictive techniques have been attempted or considered, 

with informed consent obtained and thorough documentation of the rationale. Routine use without 

justification, an absolute prohibition regardless of necessity, and non-clinical staff deciding without 

dentist involvement all misrepresent ethical practice here. 



493. B — Even when specific duties are appropriately delegated to qualified, properly trained auxiliary 

personnel within their legal scope, the supervising dentist retains ultimate professional responsibility for 

the patient's overall care and treatment. Delegation doesn't eliminate the dentist's responsibility, 

auxiliaries don't bear sole responsibility excluding the dentist, and appropriate delegation within legal 

scope is in fact a normal part of team practice. 

494. C — A safety-oriented practice culture encourages team members to speak up promptly about a 

possible concern, such as an incorrect tooth being prepared, with the dentist genuinely receptive, 

allowing errors to be caught before affecting the patient. Discouraging questions, assuming such errors 

never occur, and waiting until after a procedure to mention a concern would each undermine patient 

safety. 

495. A — Requiring current BLS certification supports genuine preparedness to respond to a medical 

emergency such as cardiac arrest, which, though uncommon, can occur in any healthcare setting 

including a dental office, potentially making a critical difference before emergency services arrive. This 

certification has clear relevance to dental offices, extends beyond hospital settings, and reflects a 

genuine safety consideration, not marketing. 

496. D — Injectable epinephrine is the essential, first-line medication for treating anaphylaxis and must 

be in a dental office emergency kit, given the rapid onset and life-threatening nature of severe allergic 

reactions that can occur in this setting. An antibiotic, an extra anesthetic cartridge, and a fluoride varnish 

applicator serve entirely different, non-emergency purposes unrelated to this need. 

497. A — Appropriate seizure management involves protecting the patient from injury by clearing 

nearby instruments, positioning them safely, and timing the seizure, while specifically avoiding 

restraining movements or placing anything in the mouth, both now recognized as potentially harmful 

outdated practices. Forceful restraint, placing an object in the mouth, and continuing the procedure 

during a seizure are inappropriate, dangerous responses. 

498. C — Suspected local anesthetic systemic toxicity requires immediately stopping further anesthetic, 

ensuring airway management and oxygenation, and promptly activating emergency medical services, 

with treatments such as lipid emulsion therapy available in a more advanced care setting for significant 

cases. Giving more anesthetic would worsen toxicity, assuming no relation ignores a life-threatening 

emergency, and waiting for spontaneous resolution risks deterioration. 

499. D — An acute asthma exacerbation not responding to the patient's own rescue inhaler represents a 

serious escalation requiring prompt activation of emergency medical services, since this pattern suggests 

potential deterioration and respiratory failure needing advanced care beyond the dental office. Relying 

solely on the inhaler, discharging a symptomatic patient to drive, and assuming spontaneous resolution 

are all dangerous responses. 

500. B — An after-action review following an in-office emergency identifies strengths and areas 

needing improvement in the actual response, including staff roles, equipment readiness, and timing, 

letting the practice refine training and preparedness for future events. This process holds genuine value 



beyond formality, its purpose is systemic improvement rather than blame, and it should prompt further 

training, not avoidance. 


