Propedeutica stomatologică „P. Godoroja”

Parodontologie preclinică
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1. The mucogingival junction is located between the:

A. Free gingiva and attached gingiva

B. Free gingiva and tooth

C. Base of the sulcus and alveolar mucosa

D. Attached gingiva and alveolar mucosa

E. None above

2. Stippling is seen in:

A. Marginal gingiva

B. Attached gingiva

C. Interdental gingiva

D. Attached gingiva and center of interdental Papilla

E. None above

3. The area of periodontium more susceptible to tissue breakdown is:

A. Free gingiva

B. Gingival sulcus

C. Interdental col

D. Interdental papilla

E. None above

4. Dentogingival unit comprises:

A. Gingival fibers

B. Gingival fibers and junctional epithelium

C. Periodontal fibers and ligament

D. Cementicles

E. All above

5. Gingiva is supplied by:

A. Supraperiosteal vessels

B. Vessels of periodontal liagment

C. Arterioles emerging from alveolar crest

D. All of the above

E. Lymphatic system

6. Which of the following fiber group is not attached to alveolar bone:

A. Transseptal fibers

B. Oblique fibers 

C. Horizontal fibers

D. Dentoperiosteal fibers

E. None above

7. Gingival fiber:

A. Dentoperiosteal fiber

B. Development of PDL

C. Oblique fiber

D. Interradicular fiber

E.Alveolar crest fiber

8. Connect tooth and gingiva:

A.Transseptal fibers

B. Alveologingival fibers

C. Dentogingival fibers

D. Dentoperiosteal fibers

E. All above

9. The length of the junctional epithelium ranges from:

A. 0.25 - 0.75 mm

B. 0.15 - 0.75 mm

C. 0.25 - 1.35 mm

D. 0.5 - 1.0 mm

E. None above

10. The width of attached gingiva is greatest in:

A. Maxillary anterior region

B. Maxillary molar region

C. Maxillary premolar region

D. Mandibular premolar region

E. All above

11. The color of attached gingiva in health, is determined by:

A. The presence of melanophores

B. Degree of keratinization of epithelium

C. Vascular supply

D. All of the above

E. None above

12. If a diastema is present, the interdental papilla is:

A. Larger in size

B. Smaller in size

C. Absent in the region

D. None of the above

E. All above

13. Which of the following enzymes increase their

activity towards surface in gingival oral epithelium?

A. Succinic dehydrogenase

B. Nicotinamide adenine dinucleotide

C. Cytochrome oxidase

D. Glucose -6-phosphatase

E. All above

14. Caused by age, plaque, iatrogenic, tooth malposition, occlusion, frenum pull, trauma, inadequate attachment, improper flossing technique:

A. Fenestration

B. Exotoxins

C. Festoon

D. Recession. 

E. All above

15. Tissues of the periodontium:

A. Alveolar crest fibers/horizontal fibers

B. Infrabony pockets

C. –gingiva

    - PDL

    - Cementum

    - Alveolar bone

D. Gingival abscess

E. All above

16.  Resist horizontal and tilting forces above oblique group:

A. Chronic gingivitis

B. Sharpey’s fibers

C. Transseptal fibers

D. Horizontal fibers

E. None above

17.Where is the attached gingiva the widest?

A. Premolars

B. Anteriors

C. Gngivectomy

D. Mantle dentin

E.  Near CEJ

18. What does the hertwigs epithelial root sheeth come from?

A. Before the first trimester

B. Protein synthesis

C. Outer enamel epithelium

D. Outer enamel organ

E. Mesenchimal epithelium

19. Free gingiva, attached gingiva, interdental gingiva are:

A. The functions of oral epithelium

B. Describe the junctional epithelium

C. The types of gingiva

D. Parts of PDL

E. Parts of alveolar bone.
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20. The gingiva is divided anatomically into:

A. Oral gingiva

B. Marginal gingiva

C. Sulcular gingiva

D. Attached gingiva

E. Interdental papillae.

21. Name the functions and features of gingival epithelium:

A. Mechanical protection

B. Architectural integrity

C. Signaling functions

D. Cell-cell attachment

E. Masticatory function.

22. Name the cells found in gingival epithelium:

A. Keratinocytes

B. Fibroblasts

C. Nonkeratinocytes

D. Osteoblasts

E. Cementoblasts

23. Nonkeratinocytes include:

A. Fibroblasts

B. Osteoclasts

C. Langerhans cells

D. Merkel cells

E. Melanocytes

24. Name the histological layers of gingival epithelium:

A. Outer layer

B. Corneum layer

C. Spinosum layer

D. Basal layer

E. Granulosum layer

25. Langerhans cells:

A. Synthesize melanin

B. Have an important role in the immune reaction

C. Identified as tactile perceptors

D. Absent from the junctional epithelium of normal gingiva.

E. Located among keratinocytes at all suprabasal levels 

26. Merkel cells:

A. Synthesize melanin

B. Are located in the deeper layers of the epithelium

C. Harbor the nerve endings

D. They have been identified as tactile perceptors

E. Have an important role in the immune reaction

27. Sulcular epithelium:

A. Has 4 layers

B. Lines the gingival sulcus

C. Has a masticatory function

D. Is a thin, nonkeratinized stratified squamous epithelium

E.  Extands from the coronal limit of the junctional epithelium to the crest of the gingival margin.

28. Junctional epithelium:

A. Band of stratified squamous keratinizing epithelium

B. Band of stratified squamous nonkeratinizing epithelium

C. 10-20 layers thick

D. Has 4 layers

E. Lines the gingival sulcus

29. Junctional epithelium is attached  by:

A. Internal basal lamina

B. Sharpey’s fibers

C. Transseptal fibers

D. External basal lamina

E. Gingival fibers
30. Internal basal lamina consists of:

A. Merkel cells

B. Lamina densa

C. Keratinocytes

D. Melanocytes

E. Lamina lucida

31. Junctional epithelium functions:

A. Masticatory function

B. Barrier against plaque bacteria

C. Harbor the nerve endings

D. Allows access to gingival fluid

E. Contributes to the host-parasite equilibrium

32. Reduced enamel epithelium:

A. Is attached to the tooth by basal lamina and hemidesmosomes

B. Contributes to the host-parasite equilibrium

C. With oral mucosa forms the junctional epithelium

D. Synthesize melanin

E. Absent from the junctional epithelium of normal gingiva.

33. Thin acellular structures with a homogeneous matrix that is sometimes enclosed within clearly demarcated linear boarders that cover the tooth:

A. Fibroblasts

B. Acquired coatings

C. Granulocytes

D. Coatings of developmental origin

E. Merkel cells

34. Gingival crevicular fluid contains:

A. Components of connective tissues

B. Epithelium cells

C. Inflammatory cells

D. Microbial flora

E. Extra cellular matrix components

35. The mucogingival junction is:

A. Area visible in the oral cavity where the tissues forming gingiva and oral mucosa join.

B. Border between free gingiva and tooth

C. Base of the sulcus and alveolar mucosa

D. Border between attached gingiva and alveolar mucosa

E. The scalloped linear area of the gums that separates the free gingiva from the attached gingiva

36. Interdental papillae:

A. Pointed or Pyramidal in anterior area

B. Component part of gingiva

C. Trapezoidal shape in lateral area

D. Component of deep periodontium

E. Component of superficial periodontium

37. Junctional epithelium:

A. Bottom of sulcus

B. Inner aspect of epithelial attachment

C. Found between tooth and gingival connective tissues

D. Is in contact with oral fluid

E. Has 4 histological layers

38. Gingival appearance in health:

A. Stippled

B. Brightly red

C. Coral pink

D. Orange peel like

E. Thickened

39. Gingival sulcus includes:

A. Sulcular epithelium

B. Oral epithelium

C. Plaque endotoxins

D. Junctional epithelium

E. Is semipermeable
40. Gingival fibers:

A. Transseptal fibers

B. Oblique fibers

C. Apical fibers

D. Interradicular fibers

E. Circular/Hemicircular fibers.

41. Interdental col:

A. Keratinized

B. Nonkeratenized

C. Saddle like shape

D. Susceptible to bacterial invasion

E. Is part of attached gingiva

42. What are the components of the marginal periodountium?

A. Dentine

B. Cementum

C. Gingiva

D. Periodontal ligament

E. Alveolar bone

43. Components of the gingival crevicular fluid:

A. Reduced enamel apithelium

B. Proteins

C. Carbohydrates

D. Desquamated epithelium

E. Leukocytes

44. Layers of stratified squamous epithelium with keratinization:
A. Lamina lucida

B. Stratum basale

C. Stratum spinosum 

D. Stratum granulosum

E. Stratum corneum

45. Attached gingiva:

A.  Border of the gingiva that surrounds the teeth in collarlike fashion

B. Apical point of the marginal gingival scallop

C. Attached firmly to the alveolar bone

D. Occupies the gingival embrasure

E. Bound to the underlying periosteum of alveolar bone.

46. Types of gingival fibers:

A. Circular

B. Oblique

C. Dentogingival

D. Apical

E. Transseptal

47. Types of gingival fibers:

A. Circular

B. Trasseptal

C. Dentogingival

D. Intercircular

E. Interradicular

48. Circular fibers:

A. Encircle the tooth in a ringlike manner

B. Extend obliquely from the cementum ust beneath the junctional epithelium to the alveolar crest

C. Are not attached to the cementum of the tooth

D. Connect adjacent teeth to one another and secure alignment of teeth in the arch

E. Extend from the cementum near the CEJ and run horizontally between adjacent teeth

49. Intergingival fibers:

A. Encircle the tooth in a ringlike manner

B. Are not attached to the cementum of the tooth

C. Extend in a mesiodistal direction along the entire dental arch

D. Extend around the last molars in the arch

E. Link adjacent teeth into a dental arch unit.

50. Alveologingival fibers:

A. Encircle the tooth in a ringlike manner

B. Are not attached to the cementum of the tooth

C. Extend in a mesiodistal direction along the entire dental arch

D. Extend from the periosteum of the alveolar crest into the gingival connective tissue

E. These fiber bundles  attach the gingiva to the bone.
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51. Periodontal fibers which are consistent and reconstructed even after the destruction of the alveolar bone

A. Apical fibers

B. Alveolar crest fibers

C. Oblique fibers

D. Transseptal fibers

E. All above 

52. Predominant connective tissue cells of periodontal ligament are:

A. Fibroblasts

B. Epithelial rests of Malassez

C. Osteoclasts

D. Osteoblasts

E. All above

53. Radiograph of a periodontal ligament of a tooth which has lost its antagonist shows:

A. Widening of the periodontal ligament space

B. Narrowing of the periodontal ligament space

C. Increased density

D. Sclerotic changes

E. All above

54. Which of the following amino acid is at every third position of collagen molecule?

A. Alanine

B. Glycine

C. Hydroxylysine

D. Hydroxyproline

E. All above

55. The periodontal ligament fibers that mainly prevent the extrusion of teeth are:

A. Alveolar crest fibers

B. Transseptal fibers

C. Horizontal fibers

D. Inter-radicular fibers

E. All above

56. The function of fibroblast in periodontal ligament:

A. Synthesis of collagen

B. Degradation of collagen

C. Both A and B

D. None of the above

E. All above

57. Which of the following is not correct about periodontal ligament:

A. It is shaped like hourglass

B. It is thicker on mesial side of root

C. It is narrow at axis of rotation

D. None of the above

E. All above

58. Largest fiber group in periodontal ligament is:

A. Transseptal fibers 

B. Oblique fibers

C. Horizontal fibers 

D. Apical fibers

E. All above

59. The thickness of periodontal ligament is maximum in:

A. Teeth with heavy function

B. Teeth with light function

C. Teeth which are functionless

D. The third molar teeth

E. All above

60. The vascular supply of periodontal ligament is:

A. Greatest in the middle third of the single rooted teeth

B. In the form of net-like plexus that runs closer to cementum than to alveolar bone

C. Greatest in the middle third of the multirooted teeth

D. In the form of net-like plexus that runs closer to alveolar bone than to cementum

E. All above

61. The following group of fibers is absent in an incompletely formed root:

A. Alveolar crest group

B. Oblique group

C. Horizontal group

D. Apical group

E. None above

62. Which of the following fibers regulate the blood flow of periodontal ligament?

A. Mature elastin fibers

B. Oxytalan fibers

C. Eluanin fibers

D. Collagen Type III

E. All above

63. Prevents the tooth from being lifted out of the bony socket:

A. Oblique fibers

B. Apical fibers

C. Hyaluronidase

D. Periodontal abscess

E. All above

64. Largest and most significant fiber group; extends from cementum coronally to the bone

A. Apical fibers

B. Gingival abscess

C. Pneumatization

D. Oblique fibers

E. All above

65. Periodontal ligament:

A. is the most obvious result of vasodilation of the peripheral circulation

B. Is the best instrument to detect a furcation

C. Provides nutrients to the periodontal structures

D. Alveolar crest fibers/horizontal fibers.

E. All above

66. Resists tilting and horizontal forces

A. Alveolar crest fibers/horizontal fibers

B. Mobility Class II

C. – Gingiva

     -  PDL

     - Cementum

     - Alveolar bone

D. Periapical abscess

E. All above

67. Fiber bundles that are attached and embedded in cementum and bone:

A. Apical fibers

B. Sharpey’s fibers

C. Chronic gingivitis

D. Transseptal fibers

E. All above

68. Extend from apical area of the tooth to base of the tooth socket resists extrusive forces (lifting out)

A. Apical fibers

B. Fenestration

C. Sharpey’s fibers

D. Oblique fibers

E. All above

69. Most numerous fiber type resists intrusive or vertical masticatory forces:

A. Apical fibers

B. Oblique fibers

C. Sharpey’s fibers

D. Horizontal fibers

E. All above

70. Interdental ligaments hold teeth in interproximal contact with each other:

A. Chronic gingivitis

B. Sharpey’s fibers

C. Transseptal fibers

D. Apical fibers

E. All above

71. Located apical to the junctional epithelium resists tilting and horizontal forces:

A. Prevotella intermedia

B. Alveolar crest fibers

C. Interradicular fibers

D. Campylobacter rectus

E. All above

72. Tooth anchorage, transmits occlusal forces, supplies nutrients, sensory functions and shock absorber:

A. Junctional Epithelium

B. Enamel Pearls

C. Alveolar crest

D. Acellular cementum

E. Periodontal ligaments

73. PDL, gingiva, cementum, alveolar bone:

A. Tissues of the periodontium

B. Interradicular fibers

C. Causes of gingivitis

D. ransseptal fibers

E. All above

74. How is the PDL attached to cementum?

A. Ectoderm

B. Basal membrane

C. Sharpey’s fibers

D. Ectomesenchym

E. Oblique fibers
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75. PDL physical functions:

A. Attachment of the teeth to bone 

B. Transmission of occlusal forces to the roots 

C. Resistance to the impact of occlusal forces (shock absorption) 

D."chasing" to protect vessels and nerves from mechanical forces

E. Transmission of occlusal forces to the bone 

76. PDL:

A. Soft, richly vascular and cellular connective tissue

B. Surrounds the roots of teeth

C. Forms the hard, outside wall of the mandible and maxilla on the facial and lingual aspects
D. Is the wall that separates the roots of the teeth

E. -Attaches the root cementum to the alveolar bone proper

77. PDL:

A. Continuous with the lamina propria of the gingiva

B. Outer layer of the root

C. Calcified avascular mesenchymal tissue that forms the outer covering of the anatomic crown
D. Incremental lines-indicate periods of formation

E. demarcated from the gingiva by the alveolar crest fibers (ACF)

78. PDL:

A. -hourglass shape

B. -Attaches the root cementum to the alveolar bone proper

C. -narrowest at the mid root level

D. Is synthesized by ameloblasts
E.   Calcified avascular mesenchymal tissue that forms the outer covering of the anatomic crown
79. PDL:

A. Narrow in teeth not in function and wider in teeth in hyperfunction 

B. Essential for the mobility of teeth

C. Is formed by haversian bone and compacted bone lamellae.

D. Consists of cancellous bone that is bordered by the socket wall cribriform plates

E. Have an important role in the immune reaction

80. PDL cells:

A. Fibroblasts 

B. Osteoblasts, osteoclasts, cementoblasts 
C. Epithelial cells, Immune cells
D. Nerve cells 
E. Ameloblasts
81. PDL physical functions:

A. Provision of a soft-tissue “casing to protect the vessels and nerves from in inury by mechanical forces

B. Transmission of occlusal forces to the bone

C. Nutritional and sensory supply to cementum, bone and gingiva

D. Attachment of the teeth to the bone

E. Maintenance of the gingival tisues and resistance to the impact of occlusal forces.

82. Most common cell in the PDL:

A. Odontoblasts

B. Ameloblasts

C. Fibroblasts

D. -Aligned along the principle fibers constantly remodeling the collagen 
E. phagocytosis "old" collagen and synthesize "new" collagen.
83. Periodontal fibers:

A. Transseptal fibers

B. Alveolar crest fibers

C. Circular fibers

D. Horizontal fibers

E. Interpapillary

84. Periodontal fibers:

A. Oblique fibers

B. Alveologingival fibers

C. Circular fibers

D. Dentogingival fibers

E. Alveolar crest fibers

85. Periodontal fibers:

A. Apical fibers

B. Transseptal fibers

C. Alveolar crest fibers

D. Circular fibers

E. Interradicular fibers

86. Periodontal fibers:

A. Alveolar crest fibers

B. Horizontal fibers

C. Oblique fibers

D. Circular fibers

E. Interradicular fibers

87. Nutritional and sensory functions:

A. -Supplies nutrients to cementum, bone, and gingiva /react-text  react-text: 1393 –

B. Attachment of the teeth to the bone

C. Transmission of occlusal forces to the bone

D. Provision of a soft-tissue “casing to protect the vessels and nerves from in inury by mechanical forces

E. Proprioception
88. What is PDL composed of?

A. Fibers

B. Marrow

C. Cells
D. Ground substance
E. Canaliculi
89. Sharpey’s fibers:

A. The terminal portions of the principal fibers that are inserted into cementum and bone

B. Individual fibers that form a continuous anastomosing network between tooth and bone

C. The tissue that covers the outer surface of bone

D. A thin layer of bone that surrounds the root and gives the attachment to the PDL
E. Is the wall that separates the roots of the teeth

90. Epithelial rests of Malassez:

A. Most common cells in the periodontal ligament

B. Synthesize collagen

C. Poses capacity to phagocytose “old” collagen fibers and degrade them

D. Remnants of the Hertwig sheath

E. Disintegrates during root development.

91. Fibroblasts:

A. Most common cells in the periodontal ligament

B. Synthesize collagen

C. Poses capacity to phagocytose “old” collagen fibers 

D. Via enzyme hydrolysis degrade the “old” collagen fibers

E. Disintegrates during root development.

92. Ground substance:

A. Surrounds, protects & provides nutrients to cells of PDL 

B. Produced by PDL cells  
C. Made of water, glycoproteins & proteoglycans
D. The tissue that covers the outer surface of bone

E. Disintegrates during root development.

93. Cementicles:

A. Synthesize collagen

B. May develop from calcified epithelial rests

C. In the coronal and Middle portions of the root
D. Around small spicules of cementum or alveolar bone traumatically displaced into the periodontal ligament
E. Composed of extrinsic (Sharpey) and intrinsic fibers and it may contain cells

94. Cementicles:

A. Via enzyme hydrolysis degrade the “old” collagen fibers

B. Develop from calcified Sharpey fibers

C. Develop from calcified, thrombosed vesels within the periodontal ligament

D. May develop from calcified epithelial rests

E. Synthesize collagen

95. Fibroblast:

A. Most abundant cell type

B. Produces & degrades collagen
C. Disintegrates during root development.

D. Remnant of the Hertwig sheath

E. Develop from calcified Sharpey fibers

96. Oxytalan fibers:

A. Are found in mature forms in periodontal ligaments

B. Are found in immature forms in periodontal ligaments

C. Run parallel to the root surface in a vertical direction

D. Run in a perpendicular direction to the root surface

E.  The principle fibers are composed mainly of  oxytalan fibers.
97. PDL tissue type:

A. The principle fibers are composed mainly of oxytalan fibers.

B. Thin fibrous connective tissue 
C. Type I collagen 
D. Type III collagen
E. Is formed by haversian bone and compacted bone lamellae.

98. The epithelial rests of Mallasez functions:

A. Synthesize collagen

B. Unknown

C. Present in the coronal and Middle portions of the root
D. May develop from calcified epithelial rests

E. May play a role in periodontal regeneration- epithelial/mesenchymal interactions  

99. The epithelial rests of Mallasez functions:

A. Contributes to epithelial lining of radicular cysts 
B. Apical migration of periodontal pockets during periodontits
C. Present in the coronal and Middle portions of the root
D. May develop from calcified epithelial rests

E. Disintegrates during root development
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100. Cementum was first demonstrated microscopically by:

A. Two pupils of Purkinje in 1835

B. Two pupils of Purkinje in 1935

C. William Sharpey

D. Schroeder

E. All above

101. The most common presentation of CEJ is:

A. Butt-joint

B. Failing to meet each other

C. Enamel overlaps cementum

D. Cementum overlaps enamel

E. All above

102. Which of the following is more mineralized?

A. Acellular extrinsic fiber cementum

B. Cellular mixed stratified cementum

C. Cellular intrinsic fiber cementum

D. Intermediate cementum

E. All above

103. Adhesion molecule present in cementum:

A. Cementum attachment protein

B. Vascular adhesion molecule

C. Insulin growth factor

D. Fibronectin

E. All above

104. Cementum that usually fills resorption lacunae:

A. Cellular intrinsic fiber cementum

B. Intermediate cementum

C. Acellular extrinsic fiber cementum

D. Outer layer cementum

E. All above

105. The following are true about cementicles:

A. Calcified round or ovoid bodies

B. Usually seen in the periodontal ligament near the cemental surface

C. Unknown

D. Present in the coronal and Middle portions of the root

E. All above
106. Mineral regulatory protein present in cementum:

A. Osteopontin 

B. Bone sialoprotein

C. Osteocalcin 

D. Amylase

E. None of the above

107. Production of cementum:

A. Fibroblasts

B. Osteoblasts

C. Cementoblasts

D. Osteoclasts

E. All above
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108. Cementum:

A. Calcified avascular mesenchymal tissue that forms the outer covering of the anatomic root

B.The main sources of collagen fibers are Sharpey’s fibers

C. Is synthesized by odontoblasts

D.  Calcified avascular mesenchymal tissue that forms the outer covering of the anatomic crown

E.Increases with age due to continued apposition

109. Types of cementum:

A. Acellular afibrillar cementum  

 B. Acellular extrinsic fiber cementum 

C. Cellular mixed stratified cementum

D.Cellular intrinsic fiber cementum

E. Cellular extrinsic afibrillar cementum

110. Cementum:

A.  Is seen as the lamina dura in radiographs
B. Specialized mineralized 

C. Outer layer of the root 

D.Many features in common with bone tissue 

E. Contains collagen fibers embedded in an organic matrix

111. Cementum:

A. Portion of the maxilla and mandible that forms and supports the tooth sockets

B. Continued gradual apposition of cementum by cementoblasts 

C.  Increases in thickness throughout life by deposition of new layers 

D. Incremental lines-indicate periods of formation

E. Is synthesized by ameloblasts
112. Cementum:

A. Is in contrast to bone which exhibits alternating periods of resorption and apposition

B.   Cementum formation is most rapid in the apical portion of the root

C. The tissue that covers the outer surface of bone

D. Contains hydroxyapatite 45-50% 

E. No blood or lymph vessels, no innervation

113. Cementum:

A. It disappears gradually after the tooth is lost.
B.  Increases in thickness throughout life by deposition of new layers

C. Incremental lines-indicate periods of formation

D. In contrast to bone which exhibits alternating periods of resorption and apposition

E. Cementum formation is most rapid in the apical portion of the root

114. Cementum-Resorption

A. Induced by fibroblasts

B.  Can be at microscopic proportion 

C.  Can be due to local or systemic factors or of unknown etiology

D. Exposure in the roots of the teeth caused by a loss of gum tissues

E. Can be at macroscopic proprotion

115. Ankylosis:

A. Cementum becomes exposed to the oral environment

B. Fusions of cementum and alveolar bone 

C. Absence of PDL 

D. Root eventually resorted and replaced with bone

E. Lacks mobility

116. Exposure of Cementum to the Oral Environment:

A. Metallic percussion sound 

B. Most frequent in primary teeth

C. Cementum becomes exposed to the oral environment

D. Bacterial invasion of the cementum occurs frequently in individuals with periodontal disease

E. Cementum caries can develop

117. Acellular extrinsic fiber cementum:

A. In the coronal and Middle portions of the root 

B. Essential component of the attachment apparatus

C. Composed of extrinsic (Sharpey) and intrinsic fibers and it may contain cells.

D. Composed of mostly sharpey's fibers 

E. 40-70% of the root surface

118. Acellular afibrillar cementum:

A. Composed of extrinsic (Sharpey) and intrinsic fibers and it may contain cells

B. Contains neither cells nor extrinsic or intrinsic collagen fibers.

C. Contains mineralized ground substance

D. Is a product of cementoblasts

E. Found in coronal cementum.

119. Cellular mixed sratified cementum:

A. Composed of extrinsic (Sharpey) and intrinsic fibers and it may contain cells

B. Contains neither cells nor extrinsic or intrinsic collagen fibers.

C. Is a co-product of fibroblasts and cementoblasts

D. Found in coronal cementum.

E. It appears primarily in the apical third of the roots, apices, in furcation areas.

120. Cellular intrinsic fiber cementum:

A. Composed of extrinsic (Sharpey) and intrinsic fibers and it may contain cells

B. Contains neither cells nor extrinsic or intrinsic collagen fibers.

C. Composed almost entirely of densely packed bundles of Sharpey fibers and lacks of cells.

D. Contains cells but no extrinsic collagen fibers.

E. Is formed by cementoblasts.

121. Abnormalities in thickness of cementum

A. Essential for the mobility of teeth

B. Absence or paucity (cementum aplasia/hypoplasia) 

C. Excessive deposition (cementum hyperplasia)

D. Window like opening in the bone covering the root bordered by alveolar bone on the coronal aspect of the root
E. Oval shaped root exposure apical to CEJ usually on facial aspect
122. Acellular afibrillar cementum

A. Contains neither cells nor extrinsic or intrinsic collagen fibers.

B. Is a co-product of fibroblasts and cementoblasts

C. Contains cells but no extrinsic collagen fibers.

D. Found in coronal cementum.

E. Is a product of cementoblasts

123. Cellular mixed stratified cementum

A. Contains cells but no extrinsic collagen fibers.

B. Is formed by cementoblasts.

C. Composed of extrinsic (Sharpey) and intrinsic fibers and it may contain cells

D. It appears primarily in the apical third of the roots, apices, in furcation areas.

E. Contains neither cells nor extrinsic or intrinsic collagen fibers.

124. Cementum:

A. Specialized mineralized tissue 

B.  Outer layer of the root 

C. Many features in common with bone tissue 

D. Contains collagen fibers embedded in an organic matrix

E. A layer with large pores where blood vessels connect structures. Ends of periodontal ligament fibers are embedded in alveolar
125. Systemic factors that may cause cementum resorption:

A. Calcium deficiency 

B. Hypothyroidism

C. High Ph level

D. Hereditary fibrous ostoedystrophy 

E. Paget's disease

126. Local conditions that may cause cementum resorption:

A. Trauma from occlusion

B. Bad oral hygiene

C. High Ph level

D. Orthodontic movement

E. Teeth without functional antagonists

127. Normal variations in tooth morphology at the CEJ:

A. 30% cases - Space between the enamel and the dentin with the cementum exposure

B. 5-10% cases - Space between the enamel and the cementum with the dentin exposure

C. 30% cases – End to end relationship of enamel and cementum

D. 5-10% cases – Cementum overlapping the enamel

E. 60-65% cases - Cementum overlapping the enamel

128. Hypercementosis:

A. Absence of cellular cementum

B. Paucity of cellular cementum

C. Prominent thickening of the cementum

D. An age-related phenomenon

E. It may be localized to one tooth or affect the entire dentition

129. Microscopically, cementum resorption appears like:

A. Radiographically detectable by changed in root contour

B. Baylike concavities in the root surface

C. Multinucleated giant cells and large monoculear macrophages are generally found adjacent to cementum that is undergoing active resorption

D. Majority being confined to cementum without involving dentin

E. Contains drops of cholesterol

130. Cementoblast:

A. Cementum builder located along root surface

B. Poses capacity to phagocytose “old” collagen fibers 

C. Bone cutter, bone & root resorption
D.  Cementum constantly being formed as new principal fibers are being produced

E. Disintegrates during root development.

SC:

131. Coupling phenomenon is:

A. Association of osteoclast with bone surface for resorption

B. Association of osteoblast with the matrix for bone mineralization

C. Interdependency of osteoblasts and osteoclasts in remodeling

D. Contact between various osteocytes with in haversian system for exchange of nutrients.

E. All above
132. The inactive osteoblasts are:

A. Osteocytes

B. Osteoclasts

C. Osteoproginator cells

D. Bone lining cells

E. All above
133. The enzyme closely associated with new bone formation is:

A. Acid phosphatase

B. Alkaline phosphatase

C. Succinic dehydrogenase

D. Both A and B

E. None above

134. Which of the following is bone protein?

A. Osteonectin

B. Bone sialoprotein

C. Osteocalcin

D. Osteopontin

E. All above
135. Following is true about osteoclast except:

A. Mononucleated cells

B. Having branching processes

C. Derived from circulating blood cells monocytes

D. Found in Howship’s lacunae.

E. All above
136. Function of osteoblast:

A. Bone formation by synthesizing organic matrix of bone

B. Cell to cell communication

C. Bone resorption

D. Bone cutter, bone & root resorption
E. All of the above

137. The term lamina dura refers to the radiographic image of the:

A. Periodontal ligament space

B. Alveolar bone proper

C. Cortical plates

D. Cancellous bone

E. Alveolar crest

138. Following is true about fenestration and dehiscence expect:

A. Fenestration is the isolated area in which root is denuded of bone and marginal bone is intact.

B. Dehiscence is the denuded area that extends through the marginal bone.

C. Dehiscence and fenestration are both associated with extreme buccal or lingual version of teeth

D. Dehiscence and fenestration are defects of soft periodontal tissues

E. None of the above

139. Base of the pocket is below the alveolar crest

A. Periapical abscess

B. Apical fibers

C. Infrabony pockets

D. Gingival abscess

E. All above

140. Resorption of bone is caused by:

A. Fibroblasts

B. Spirochetes

C. Cementoblasts

D. Osteoclasts.

E. All above

141. Oval-shaped root exposure apical to the CEJ:

A. Collagenase

B. Neutropenia

C. Spirochetes

D. Dehiscence

E. All above

142. Radiopaque:

A. Osteoblasts

B. Spirochetes

C. Periodontal ligament

D. Lamina dura

E. All above

143. Occur above the alveolar crest of bone:

A. Periapical abscess

B. Mobility Class II

C. Furcation Class II

D. Suprabony pockets.

E. All above

144. Oval shaped root exposure apical to CEJ usually on facial aspect:

A. Campylobacter rectus

B. Oblique fibers

C. Dihiscence

D. Actinomyces

E. All above

145. Window like opening in the bone covering the root bordered by alveolar bone on the coronal aspect of the root:

A. Fenestration

B. Periodontitis

C. Apical fibers

D. Cells of PDL

E. All above

146. Break down of bone:

A. Anaerobic bacteria

B. Hyaluronidase

C. Osteoclast

D. Neutropenia

E. All above

MC:

147. Alveolar bone proper:

A. Is seen as the lamina dura in radiographs

B. A thin layer of bone that surrounds the root and gives the attachment to the PDL
C. Cancellous bone is the inner bone and contains bone marrow
D. Has large pores where blood vessels connect structures. Ends of periodontal ligament fibers are embedded in alveolar
E. Is formed by haversian bone and compacted bone lamellae.

148. Alveolar bone:

A. Calcified structures which are synthesized by fibroblasts.

B. Dependent on the presence of teeth 

C. Constantly undergoes remodelling and need for calcium and phosphorus ions

D. Portion of the maxilla and mandible that forms and supports the tooth sockets

E. Is synthesized by ameloblasts

149. Alveolar bone proper:

A. Is formed by haversian bone and compacted bone lamellae.

B. Calcified structure which is synthesized by fibroblasts.

C. Contains numerous holes that allow the blood vessels from the cancellous bone to connect with the vessels of the periodontal ligament space
D. Is the inner socket wall of thin compact bone
E. A bone structure between two compact layers act as supporting alveolar bone.
150. Cortical bone:

A. Is formed by haversian bone and compacted bone lamellae.

B. Forms the hard, outside wall of the mandible and maxilla on the facial and lingual aspects
C. Is seen as the lamina dura in radiographs

D. Calcified structures which are synthesized by fibroblasts.

E. Is the inner socket wall of thin compact bone
151. What are the defects of cortical bone?

A. Recession

B. Fenestration

C. Xerostomia

D. Dehiscence

E. Halitosis

152. Alveolar process layers:

A. Cementoblasts

B. Cortical bone

C. Transseptal fibers

D. Alveolar bone proper

E. Cancellous trabeculae

153. Periosteum:

A.The tissue that covers the outer surface of bone

B.  Composed of fibroblasts

C.The tissue that lines the internal bone cavities is called endosteum

D. Is formed by haversian bone and compacted bone lamellae.

            E. Is synthesized by ameloblasts

154. Periousteum consists of:

A. Lamina densa

B. Inner layer

C. Lamina lucida

D. Outer layer

E. Basal lamina

155. Interdental septum:

A. Consists of cancellous bone that is bordered by the socket wall cribriform plates

B. Houses the roots of the teeth

C. Is the wall that separates the roots of the teeth

D. The mesiodistal and faciolingual dimensions and shape of the onterdental septum are governed by the size and convexity of the crowns of the two approximating teeth

E. The thin layer of connective tissue that covers bone and is overlaid by the soft tissue (gingiva or alveolar mucosa)
156. Bone resorption:

A. A complex process that is morphologically related to the appearance of eroded bone surfaces

B. The process mediated by osteoclasts

C. The process is induced by cementoblasts

D. A Major pathway of bony changes in shape, resistance to forces, repair of wounds, calcium and phosphate homeostasis.

E. The process conducted by osteoblasts

157. Alveolar process:

A. Anatomical structure, of a mesenchymal origine that occupies pulp cavity

B. Is the portion of maxilla and mandible that forms and supports the toosh sockets

C.It forms when the tooth erupts to provide the osseous attachment to the forming periodontal ligament

D. It disappears gradually after the tooth is lost.

E. Is synthesized by ameloblasts

158. What are the functions of osteoblast?
A. Bone formation
B. Cell to cell communication and maintenance of bone.
C. Bone resorption: Produces proteases, which are involved in matrix degradation and matrix maturation.
D. Produces type I collagen
E.  Periodontal fibers formation

159. Osteoblasts: 

A. Cells that produce the organic matrix of bone.

B.Are differentiated from pluripotent follicle cells.

C. Cells that synthesize the extracellular matrix and collagen

D. A cell of neural crest origin that is part of the outer surface of the dental pulp, participating in dentinogenesis.

E. Cells that contribute to formation of tooth enamel.

160. Alveolar bone cells:

A. Osteoblasts

B. Fibroblasts

C. Osteocytes

D. Odontoblasts

E. Ameloblasts

161. Resorptive process of alveolar bone:

A. Attachment of osteoblasts to the mineralized surface of bone.

B. Attachment of osteoclasts to the mineralized surface of bone.

C. Creation of sealed acidic environment through the action of the proton pump, which demineralizes bone and exposes the organic matrix.

D. Degradation of the exposed organic matrix to its constituent amino acids via the action of released enzymes

E. Sequestering of mineral ions and amino acids within the osteoclast

162. Vascularization of alveolar bone from:

A.  Superficial temporal artery

B. Superior alveolar artery

C. Inferior alveolar artery

D. Occipital artery

E. Angular artery

163. Local factors that induce remodeling of alveolar bone:

A. Functional requirements on the tooth

B. Parathyroid gland disorders

C. Age-related changes in bone cells

D. Deficiency of vit D3
E. Calcitonin deficiency

164. Systemic factors that induce remodeling of alveolar bone:

A. Functional requirements on the tooth

B. Parathyroid gland disorders

C. Age-related changes in bone cells

D. Deficiency of vit D3
E. Calcitonin deficiency

165. Osteoid:

A.  Cell that produces the organic matrix of bone

B. Common cells in the periodontal ligament

C. Unmineralized, organic portion of bone matrix before mineralization/maturation

D. 90% collagen type I

E. Ground substance = chondroitin sulfate & osteocalcin

166. Osteoclast:

A. Cells that synthesize collagen.

B. Bone cutter, bone & root resorption

C. Cell that produces the organic matrix of bone

D. Important role in tooth movement

E. Remnant of Hertwig root sheath.

167. Major sources of blood supply:

A. Apical vessels through PDL

B. Occipital artery

C. Transalveolar vessels

D. Angular artery

E. Supraperiosteal vessels

168. Innervation of periodontium is ensured by:

A. Superior alveolar nerves

B. Buccal nerve

C. Lingual nerve

D. Inferior alveolar nerve

E. Auriculo-temporal nerve

169. C.M. Classification of gingival diseases by American Academy of Periodontology:

A. Localized;

B. Plaque-induced gingival diseases;

C. Generalized;

D. Non-plaque-induced gingival lesions;

E. No answer is correct.

170. C.M. Classification of chronic periodontitis by American Academy of Periodontology:

A. Generalized;

B. Non-plaque induced marginal periodontitis;

C. Plaque-induced marginal periodontitis;

D. Localized;

E. No answer is correct.

171. C.S. Classification of aggressive periodontitis by American Academy of Periodontology:

A. Necrotizing ulcerative periodontitis;

B. Periodontal abscess;

C. Localizes and generalized;

D. Pericoronal abscess;

E. Combined lesions.

172. C.M. Classification of periodontitis as manifestation of systemic diseases by American Academy of Periodontology:

A. Necrotizing periodontal diseases;

B. Necrotizing gingival diseases;

C. Periodontitis associated with endodontic lesions;

D. Plaque-induced periodontal diseases;

E. Abscesses of periodontium.

173. C.S. Gingival pocket is:

A. Produces destruction of the supporting periodontal tissue;

B. Formed by gingival enlargement without destruction of the underlying  periodontal tissue;

C. Situated supracrestal or supraalveolar;

D. Situated infracrestal or infraalveolar;

E. No answer is correct.

174. C.M. Periodontal pocket:

A. Intrabony;

B. Produces destruction of the supporting periodontal tissue;

C. Formed by gingival enlargement without destruction of the underlying  periodontal tissue;

D. Doesn’t produces destruction of the supporting periodontal tissue;

E. Suprabony.

175. C.M. Dental plaque is:

A. A host associated biofilm;

B. The soft deposits that form the biofilm adhering to the tooth surface;

C. The soft deposits that form the biofilm adhering to hard surfaces of the oral cavity;

D. The soft deposits that form the biofilm adhering to the removable and fixed restorations;

E. The materia alba.
176. C.S. Materia alba is:

A. The biofilm adhering to the tooth;

B. Soft and hard deposits adhering to the tooth;

C. Soft and hard deposits adhering to the removable and fixed restorations;

D. The soft accumulations of bacteria and tissue cells that lack the organized structure of dental plaque;

E. Mineralized dental plaque.

177. C.M. Materia alba is:

A. Mineralized dental plaque;

B. The soft accumulations of bacteria and tissue cells that lack the organized structure of dental plaque;

C. The biofilm adhering to the tooth;

D. Easily displaced with a water spray;

E. The soft deposits that form the biofilm.

178. C.M. Classification of dental plaque;

A. Subgingival;

B. Infragingival;

C. Sulcular;

D. Supragingival;

E. Junctional.

179. C.S. Supragingival plaque is:

A. Found below the gingival margin;

B. Found at or above the gingival margin;

C. Between the tooth and the gingival sulcular tissue;

D. Found at the contact surface of the tooth;

E. No answer in correct.

180. C.M. Supragingival plaque is:

A. Between the tooth and the gingival sulcular tissue;

B. Found below the gingival margin;

C. Found at or above the gingival margin;

D. In direct contact with gingival margin;

E. Referred to as marginal plaque.

181. C.S. Subgingival plaque is:

A. Found below the gingival margin;

B. In direct contact with gingival margin;

C. Referred to as marginal plaque;

D. Found at or above the gingival margin;

E. Found at the contact surface of the tooth.
182. C.M. Subgingival plaque is:

A. Between the tooth and the gingival sulcular tissue;

B. Found below the gingival margin;

C. Found at the contact surface of the tooth;

D. In direct contact with gingival margin;

E. Referred to as marginal plaque.

183. C.M. Composition of the plaque:

A. Lipids;

B. Carbohidrates;

C. Cells;

D. Bacteria;

E. The intercellular matrix.

184. C.M. The intercellular matrix consist of:

A. Organic materials;

B. Minerals;

C. Lipids;

D. Inorganic materials;

E. Bacteria.

185. C.S. The function of the intercellular matrix of the dental plaque is:

A. Sensorial;

B. Nutrition;

C. As a barrier;

D. Immunity;

E. Amortization. 

186. C.M. The organic constituents of the plaque are:

A. Lipids material;

B. Proteins;

C. Polysaccharides;

D. Glycoproteins;

E. DNA.

187. C.M. The lipids material of the matrix of the plaque consist of:

A. Albumin;

B. DNA;

C. Debris from the membranes of disrupted bacterial and host cells;

D. Materia alba;

E. Food debris.

188. C.M. The inorganic components of the matrix of the plaque:

A. Phosphorus;

B. Calcium;

C. Sodium;

D. Potassium;

E. Fluoride.

189. C.S. The source of inorganic constituents of supragingival plaque is:

A. Bacteria products;

B. Saliva;

C. Gingival fluid;

D. Materia alba;

E. No answer is correct.

190. C.M. Dental plaque is:

A. Resilient yellow-gray substance that adheres to the intraoral hard surface;

B. Materia alba;

C. Calculus;

D. Impossible to remove by the use of sprays;

E. Hard and soft deposits that adheres to the intraoral hard surface.

191. C.S. One gram of plaque contains:

A. 1011  microorganisms;

B. 109 microorganisms;

C. 911 microorganisms;

D. 1012 microorganisms;

E. 1014 microorganisms.

192. C.S. The number of bacteria in the supragingival plaque on a single tooth surface can exeed:

A. 1012  cells;

B. 912  cells;

C. 109  cells;

D.  910 cells;

E. 1014  cells.

193. C.M. Bacterial microorganisms in dental plaque:

A. Gram-positive cocci;

B. Gram-negative rods and filaments;

C. Spirochetes;

D. Mycoplasma species;

E. Protozoa.

194. C.M.Nonbacterial microorganisms in dental plaque:

A. Spirochetes;

B. Protozoa;

C. Viruses;

D. Mycoplasma species;

E. Candida.

195. C.M. Materia alba is:

A. Lack and organized structure and is therefore not as complex as dental plaque;

B. Considered to be a biofilm;

C. White cheeselike accumulation;

D. Easily displaced with water spray;

E. A soft accumulation of salivary proteins, some bacteria, many desquamated epithelial cells, and occasional disintegrating food debris.

196. C.S. Which of these affirmations don’t have reference to materia alba:

A. White cheeselike accumulation;

B. Lack and organized structure and is therefore not as complex as dental plaque;

C. Easily displaced with water spray;

D. A soft accumulation of salivary proteins, some bacteria, many desquamated epithelial cells, and occasional disintegrating food debris.

E. Primarily composed of bacteria in a matrix of salivary glycoproteins and extracellular polysaccharides; 

197. C.M. Dental plaque attributes are:

A. Primarily composed of bacteria in a matrix of salivary glycoproteins and extracellular polysaccharides;

B. A soft accumulation of salivary proteins, some bacteria, many desquamated epithelial cells, and occasional disintegrating food debris.

C. Resilient clear to yellow-grayish substance;

D. Considered to be a biofilm;

E. Impossible to remove by rinsing or the use of sprays.

198. C.S. Which of these affirmations don’t have reference to dental plaque:

A. Resilient clear to yellow-grayish substance;

B. White cheeselike accumulation;

C. Considered to be a biofilm;

D. Impossible to remove by rinsing or the use of sprays.

E. Primarily composed of bacteria in a matrix of salivary glycoproteins and extracellular polysaccharides;

199. C.M. Gram-positive rods and cocci of surpagingival plaque include:

A. S. Sanguinus;

B. S. mitis;

C. Actinomyces oris;

D. A. Naeslundii;

E. Eubacterium.

200. C.M. The apical part of the subgingival plaque is dominated by:

A. Spirochetes;

B. Cocci;

C. Filaments;

D. Rods;

E. Viruses.

201. C.M. Phases of plaque formation:

A. Initial adhesion/attachment of bacteria;

B. Colonization, plaque maturation;

C. The formation of the pellicle of the tooth surface;

D. Adhesion of epithelial cells;

E. Secretion of the bacteria’s toxins.

202. C.S. The first phase of plaque formation is:

A. Adhesion of the epithelial cells;

B. Colonization, plaque maturation;

C. The formation of the pellicle of the tooth surface;

D. Initial adhesion/attachment of bacteria;

E. Secretion of the bacteria’s toxins.

203. C.S. The second phase of plaque formation is:

A. Colonization, plaque maturation;

B. The formation of the pellicle of the tooth surface;

C. Initial adhesion/attachment of bacteria;

D. Secretion of the bacteria’s toxins.

E. Adhesion of the epithelial cells;

204. C.S. The third phase of plaque formation is:

A. Initial adhesion/attachment of bacteria;

B. Secretion of the bacteria’s toxins.

C. Adhesion of the epithelial cells;

D. Colonization, plaque maturation;

E. The formation of the pellicle of the tooth surface;

205. C.M. Pellicle:

A. Consist of peptides, proteins, keratins, mucins, glycoproteins;

B. Salivary pellicle can be detected on clean enamel within 1 minute after the introduction into the mouths of volunteers;

C. By 2 hours, the pellicle is in equilibrium between adsorption and detachment;

D. By 1 hour, the pellicle is in equilibrium between adsorption and detachment;

E. Pellicle maturation can be observed for several hours.

206. C.M. Composition of the pellicle:

A. Mucins;

B. Glycoproteins;

C. Proteins;

D. Phosphoproteins;

E. Keratins.

207. C.M. Primary colonizers of dental plaque are:

A. Streptococcus sanguinis;

B. Actinomyces oris;

C. Fusobacterium nucleatum;

D. Streptococcus constellatus;

E. Treponema denticola.

208. C.M. Secondary colonizers of dental plaque are:

A. Streptococcus constellatus;

B. Streptococcus intermedius;

C. Fusobacterium nucleatum;

D. Prevotella intermedia;

E. Porphyromonas gingivalis.

209. C.S. Calculus is:

A. Organic bacterial plaque that forms on the surface of natural teeth and dental prostheses;

B. Mature bacterial plaque;

C. Materia alba;

D. Mineralized bacterial plaque that form on the surface of natural teeth and prostheses;

E. No answer is correct.

210. C.M. Dental calculus is divided in:

A. Sulcular;

B. Junctional;

C. Subgingival;

D. Gingival;

E. Supragingival.

211. C.M. Supragingival calculus:

A. It is usually white or whitish yellow in color;

B. Is located coronal to the gingival margin;

C. Is not visible in the oral cavity;

D. Easily detached from the tooth surface;

E. Is located in sulcular space.

212. C.S. Supragingival calculus can be:

A. Hard to detach from the tooth surface;

B. Is visible in the oral cavity;

C. Is located in the gingival sulcus;

D. Has the origin from the gingival fluid;

E. All the answer are correct.

213. C.M. What are the locations for the suragingival calculus:

A. Buccal surface of the maxillary molars;

B. Oral surface of the mandibular premolars;

C. Lingual surface of the mandibular anterior teeth;

D. Palatal surface of the maxillary anterior teeth;

E. Buccal surface of the mandibular molars.

214. C.M. Subgingival calculus:

A. Not visible in the oral cavity;

B. It is dark brown or greenish black in color;

C. It is usually white or whitish yellow in color;

D. Firmly attached to the tooth surface;

E. Easily detached from the tooth surface.

215. C.S. Microscopic study demonstrate that subgingival calculus:

A. Doesn’t extend nearly to the base of periodontal pockets;

B. Reach the junctional epithelium;

C. Doesn’t reach the juntional epithelium;

D. Reach the gingival margin;

E. Extended just to the contact surfaces of the tooth.

216. C.M. Composition of dental calculus:

A. Intracellular matrix;

B. Inorganic content;

C. Organic content;

D. Proteins;

E. Mineralized bacteria. 

217. C.M. Inorganic components of dental calculus are:

A. Calcium;

B. Phosphorus;

C. Carbon dioxide;

D. Magnesium;

E. Zinc.

218. C.S. Dental calculus consist of inorganic and organic components in proportion of:

A. 70% inorganic, 30% organic;

B. 65% inorganic, 35% organic;

C. 50% inorganic, 50% organic;

D. 92% inorganic, 8% organic;

E. 94% inorganic, 6% organic.

219. C.M. What kind of crystal forms are found in the calculus:

A. Hydroxyapatite;

B. Octacalcium phosphate;

C. Whitlockite;

D. Brushite;

E. Zincapatite. 

220. C.M. The organic component of calculus consist of:

A. Monocytes;

B. Desquamated epithelial cells;

C. Leukocytes;

D. Microorganisms;

E. Protein-polysaccharide complexes.

221. C.S. What is the origin of the subgingival calculus:

A. Saliva;

B. Blood;

C. Lymph;

D. Sulcular fluid;

E. Inflamatory fluid.

222. C.S. What is the origin of the supragingival calculus:

A. Lymph;

B. Blood;

C. Saliva;

D. Plasma;

E. Sulcular fluid.

223. C.M. Which are the modes of attachment of the calculus to the tooth surface:

A. On enamel surface;

B. By pellicle on cementum;

C. On dentin;

D. Mechanical locking into surface irregularities;

E. Close adaption to depressions or gently sloping mounds of the unaltered cementum surface.

224. C.S. How many modes of attachment of the calculus to the tooth surface exist:

A. 5;

B. 3;

C. 6;

D. 4;

E. 2.

225. C.M. Formation of calculus:

A. The soft plaque is hardened by the precipitation of mineral salts, which starts between the first and fourteenth days of plaque formation;

B. Calcifying plaques may become 50% mineralized in 2 days;

C. Calcifying plaques may become 60% to 90% mineralized in 24 days;

D. Calcifying plaques may become 50% mineralized in 7 days;

E. Calcifying plaques may become 60 to 90% mineralized in 12 days. 

226. C.M. Calcification of the bacterial plaque:

A. May be accompanied by alterations in the bacterial content and staining qualities of the plaque;

B.  As calcification progresses, the number of filamentous bacteria increases and foci of calcification change from basophilic to eosinophilic.

C. There is a reduction in the staining intensity of groups exhibiting a positive periodic acid–Schiff reaction.

D. As calcification progresses, the number of filamentous bacteria decreases and foci of calcification change from basophilic to eosinophilic.

E. No answer is correct.

227. C.M. Classification of persons by the rate of calculus accumulation:

A. Moderate calculus formers;

B. Noncalculus formers;

C. Heavy calculus formers;

D. Atypical calculus formers;

E. Slight calculus formers. 

228.  C.S. At what period of time the calculus reach the maximal level of development:

A. Between 5-6 months;

B. Between 10 weeks and 6 months;

C. At 7 months;

D. About 12 weeks;

E. At 1 year.

229. C.M. Call the methods of scaling:

A. Manual;

B. Ultrasonic;

C. Laser scaling;

D. Ultraviolet;

E. Sonic.

230. C.M. Classification of the periodontal intstruments:

A. Scaling, root-planing, and curettage instruments;

B. Periodontal probes;

C. Explorers;

D. Cleansing and polishing instruments;

E. Periodontal endoscope.

231. C.S. Periodontal probes are used for:

A. Measure, and mark pockets;

B. To locate calculus deposits;

C. To locate caries cavities;

D. Removal of biofilm and calcified deposits from the crown and root of a tooth;

E. To remove supragingival calculus.

232. C.M. Explorers are used:

A. To locate calculus deposits;

B. To remove the subgingival calculus;

C. To remove the supragingival calculus;

D. To locate caries cavities;

E. Subgingival scaling.  

233. C.M. The measuring a pocket should be:

A. The probe is inserted with a firm, gentle pressure to the bottom of the pocket;

B. The shank should be aligned with the long axis of the tooth surface to be probed.

C. The insertion of the probe should be with the moderate pressure;

D. Several measurements are made to determine the level of attachment along the surface of the tooth.

E. The shark should be oblique with the long axis of the tooth surface to be probed.

234. C.M. Scaling and curettage Instruments:

A. Sickle scalers;

B. Explorers;

C. File;

D. Chisel;

E. Hoe.

235. C.S. Which if these instruments are no used for scaling and curettage:

A. Explorers;

B. File;

C. Chisel;

D. Curettes;

E. Hoe.

236. C.M. Sickle skalers:

A. Sickle scalers have a flat surface and two cutting edges that converge in a sharply pointed tip;

B. Is used primarily to remove supragingival calculus;

C. Sickle scalers have a flat surface and one cutting edgesthat converge in a sharply pointed tip;

D. Is used primarily to remove subgingival calculus;

E. Because of the design of this instrument, it is difficult to insert a large sickle blade under the gingiva without damaging the surrounding gingival tissues.

237. C.M. Curettes are used for:

A. Root planning altered cementum;

B. Removing the soft tissue lining the periodontal pocket;

C. Determine the deepness on the periodontal pocket;

D. Removing deep subgingival calculus;

E. Removing just supragingival calculus.

238. C.S. How many basic types of curettes exist:

A. 4;

B. 2;

C. 15;

D. 8;

E. 5.

239. C.M. Types of curettes:

A. Universal;

B. Local;

C. Left side;

D. Right side;

E. Area-specific.

240. C.S. Which of these curettes are considered Gracey curettes:

A. Local;

B. Universal;

C. Area-specific;

D. Left side;

E. Right side.

241. C.M. Universal curettes:

A. May be inserted in most areas of the dentition;

B. The blade of the universal curette is curved in one direction from the head of the blade to the toe;

C. May be insert just to the buccal area;

D. The face of the blade of every universal curette is at a 90-degree angle;

E. The face of the blade of every universal curette is at a 70-degree angle.

242. C.M. Gracey curettes:

A. The blade of the Gracey curette is curved in one direction from the head of the blade to the toe;

B. May be insert just to the buccal area;

C. The face of the blade of every Gracey curette is at a 90-degree angle; 

D. The face of the blade of every Gracey curette is at a 70-degree angle;

E. They provide the best adaptation to complex root anatomy.

243. C.M. Types of Gracey curetes:

A. Gracey nr. 1-2;

B. Gracey nr. 11-12;

C. Gracey nr. 13-14;

D. Gracey nr. 7-8;

E. Gracey nr. 5-6.

244. C.S. What type of Gracey curettes is wrong:

A. Nr. 7-8;

B. Nr. 1-2;

C. Nr. 3-4;

D. Nr.11-12;

E. Nr. 19-20.

245. C.M. Which of these Gracey curettes are used for anterior teeth:

A. Nr. 11-12;

B. Nr. 1-2;

C. Nr. 7-8;

D. Nr. 3-4;

E. Nr.13-14.

246. C.M. Which of these Gracey curettes are used for posterior teeth:

A. Nr. 1-2

B. Nr.3-4;

C. Nr. 7-8;

D. Nr. 11-12;

E. Nr. 13-14.

247. C.S. Which these Gracey curettes are used for premolars:

A. Nr. 11-12;

B. Nr. 1-2;

C. Nr. 7-8;

D. Nr. 3-4;

E. Nr. 5-6.

248. C.M. Choose the cleansing and polishing instruments:

A. Rubber cups;

B. Bristle brushes;

C. Files;

D. Dental tape;

E. Air-powder polishing.

249. C.M. Rubber cups:

A. Single use;

B. Can be sterilized;

C. They are used in the handpiece with a special prophylaxis angle;

D. Should be used with polishing paste;

E. Is use without polishing paste.

250. C.M. Polishing paste is available in following types of grits:

A. Medium;

B. Extra fine;

C. Fine;

D. Coarse;

E. Prophylaxis.

251. C.S. Bristle brushes:

A. Used for polishing proximal surfaces that are inaccessible to other polishing;

B. Do not damage the enamel and cementum;

C. Is used with high speed;

D. Because the bristles are stiff, use of the brush should be confined to the crown to avoid injuring the cementum and the gingiva.

E. No answer is correct.

252. C.S. Dental tape:

A. Used for polishing proximal surfaces that are inaccessible to other polishing;

B. Do not damage the enamel and cementum;

C. Is used with high speed;

D. Because the bristles are stiff, use of the brush should be confined to the crown to avoid injuring the cementum and the gingiva.

E. No answer is correct.

253. C.M. Air-powder polishing:

A. Removes stains rapidly and efficiently by mechanical abrasion;

B. Provides warm water for rinsing and lavage;

C. The flow rate of abrasive cleansing power can be adjusted to increase the amount of powder for heavier stain removal;

D. Damage to gingival tissue is transient and insignificant clinically;

E. Amalgam restorations, composite resins, cements, and other nonmetallic materials can be roughened.

254. C.M. Contraindications for use of air-powder polishing;

A. Patients with heart diseases;

B. Patients with respiratory illness;

C. Patients with infectious disease;

D. Patients with hypertension;

E. Patients with chronic hepatitis.

255. C.M. Call the general principles of instrumentation:

A. Accessibility (position of the patients and operator);

B. Visibility;

C. Illumination;

D. Retraction;

E. Position of the assistant.

256. C.S. What is the angle of cutting edge of Gracey curettes:

A. 80 degrees;

B. 70 degrees;

C. 90 degrees;

D. 120degrees;

E. 110 degrees.

257. C.M. Principles of use of Gracey curettes:

A. Determine the correct cutting edge;

B. Make sure the shank is parallel to the surface to be instrumented;

C. Make sure the shank is oblique to the surface to be instrumented;

D. Concentrate on using the lower third of the cutting edge;

E. Concentrate on using the upper third of the cutting edge.

258. C.M. Dividing the scalers by oscillating scaler system:

A. Electric;

B. Piezoelectric ultrasonic;

C. Ultrasonic;

D. Magnetostrictive ultrasonic;

E. Sonic.

259. C.S. Sonic scaler:

A. Inside the handpiese a live coil generates an alternating electromagnetic field that leads to expansion or contraction of the ferromagnetic material;

B. Causing oscillations with amplitudes of 13 to 72 µm;

C. Operate by compressed air  from the dental unit;

D. The vibrations are generated with changes in the dimension of quartz crystal caused by application of an alternating current.

E. Oscillate with frequencies of 20000 – 40000 Hz.

260. C.S. Magnetostrictive ultrasonic scaler:

A. Inside the handpiese a live coil generates an alternating electromagnetic field that leads to expansion or contraction of the ferromagnetic material;

B. Causing oscillations with amplitudes of 130 to 720 µm;

C. Operate by compressed air  from the dental unit;

D. The vibrations are generated with changes in the dimension of quartz crystal caused by application of an alternating current.

E. Oscillate with frequencies of 20000 – 40000 Hz.

261. C.S. Piezoelectric ultrasonic scaler:

A. Inside the handpiese a live coil generates an alternating electromagnetic field that leads to expansion or contraction of the ferromagnetic material;

B. Causing oscillations with amplitudes of 13 to 72 µm;

C. Operate by compressed air  from the dental unit;

D. The vibrations are generated with changes in the dimension of quartz crystal caused by application of an alternating current.

E. Oscillate with frequencies of 60000 – 80000 Hz.

262. C.M. Magnetostrictive ultrasonic scaler:

A. Inside the handpiese a live coil generates an alternating electromagnetic field that leads to expansion or contraction of the ferromagnetic material;

B. Causing oscillations with amplitudes of 13 to 72 µm;

C. Operate by compressed air  from the dental unit;

D. The vibrations are generated with changes in the dimension of quartz crystal caused by application of an alternating current.

E. Oscillate with frequencies of 20000 – 40000 Hz.

263. C.M. Piezoelectric ultrasonic scaler:

A. Inside the handpiese a live coil generates an alternating electromagnetic field that leads to expansion or contraction of the ferromagnetic material;

B. Causing oscillations with amplitudes of 13 to 72 µm;

C. Operate by compressed air  from the dental unit;

D. The vibrations are generated with changes in the dimension of quartz crystal caused by application of an alternating current.

E. Oscillate with frequencies of 20000 – 40000 Hz.

264. C.M. Indications for use of sonic and ultrasonic scalers:

A. Supragingival plaque;

B. Subgingival calculus;

C. Supragingival calculus;

D. Ulcerative gingivitis;

E. Subgingival calculus.

265. C.S. Contraindication for use of magnetostrictive ultrasonic scaler:

A. Patients with chronic hepatitis;

B. Patients with diabetes;

C. Patients with cardiac pacemarckers;

D. Children;

E. Patients with allergies. 

266. C.S.  Definition of the scaling:

A. Is the process by which plaque and calculus are removed from the subgingival tooth surface;

B. Is the process by which calculus are removed from both supragingival and subgingival tooth surface;

C. Is the process by which plaque and calculus are removed from the subgingival tooth surface;

D. Is the process by which plaque and calculus are removed from both supragingival and subgingival surface;

E. No answer is correct.

267. C.M. Scaling and root planning:

A. To restore gingival health by completely remove element that provoke gingival inflammation;

B. Are separated procedures;

C. All the principles of scaling apply equally to root planning;

D. Are not separated prodedures;

E. Are used just in periodontal pockets.
268. C.M. The following approaches can be used in scaling of maxillary right posterior sextant, facial aspect:

A. Operator position: back position;

B. Illumination: direct;

C. Visibility: direct;

D. Retraction: mirror or index finger of the nonoperating hand;

E. Finger rest: Intraoral, palm up, fourth finger on the occlusal surface of the adjacent maxillary posterior teeth.

269. C.M. The following approaches can be used in scaling of maxillary right posterior sextant, premolar region only:

A. Operator position: side or back position;

B. Illumination: direct;

C. Visibility: direct;

D. Retraction: mirror or index finger of the operating hand;

E. Finger rest: Intraoral, palm up, fourth finger on the occlusal surface of the adjacent maxillary posterior teeth.

270. C.M. The following approaches can be used in scaling of maxillary right posterior sextant, lingual aspect:

A. Operator position: side or front;

B. Illumination: direct and indirect;

C. Visibility: direct;

D. Retraction: none;

E. Finger rest: Intraoral, palm up, fourth finger on the occlusal surface of the adjacent maxillary posterior teeth.

271. C.M. The following approaches can be used in scaling of maxillary anterior sextant, facial aspect, surfaces away from the operator:

A. Operator position: back;

B. Illumination: direct and indirect;

C. Visibility: direct;

D. Retraction: none;

E. Finger rest: Intraoral, palm up, fourth finger on the incisal edge or the occlusal surface of adjacent maxillary teeth.

272. C.M. The following approaches can be used in scaling of maxillary anterior sextant, facial aspect, surfaces toward the operator:

A. Operator position: front;

B. Illumination: direct;

C. Visibility: indirect;

D. Retraction: mirror;

E. Finger rest: Intraoral, palm down, fourth finger on the incisal edge or the occlusal or facial surface of adjacent maxillary teeth.

273. C.M. The following approaches can be used in scaling of maxillary anterior sextant, lingual aspect, surfaces away from the operator:

A. Operator position: back position;

B. Illumination: indirect;

C. Visibility: indirect;

D. Retraction: mirror;

E. Finger rest: Intraoral, palm down, fourth finger on the incisal edge or the occlusal or facial

surface of adjacent maxillary teeth.

274. C.M. The following approaches can be used in scaling of maxillary left posterior sextant, facial aspect:

A. Operator position: side or back position;

B. Illumination: indirect;

C. Visibility: indirect;

D. Retraction: mirror;

E. Finger rest: Extraoral, palm down, front surface of the middle and fourth fingers on the lateral aspect of the mandible on the left side of the face.

275. C.M. The following approaches can be used in scaling of maxillary left posterior sextant, lingual aspect;

A. Operator position: front position;

B. Illumination: direct;

C. Visibility: direct;

D. Retraction: none;

E. Finger rest: Extraoral, palm down, front surface of the middle and fourth fingers on the lateral

aspect of the mandible on the left side of the face.

276. C.M. The following approaches can be used in scaling of mandibular left posterior sextant, facial aspect:

A. Operator position: side or back;

B. Illumination: direct;

C. Visibility: direct or indirect;

D. Retraction: index finger or mirror of the nonoperating hand;

E. Finger rest: intraoral, palm down, fourth finger on the incisal edge or the occlusal or facial surface of adjacent mandibular teeth.

277. C.M. The following approaches can be used in scaling of mandibular left posterior sextant, lingual aspect:

A. Operator position: front or side;

B. Illumination: direct;

C. Visibility: direct or indirect;

D. Retraction: mirror retracts tongue;

E. Finger rest: intraoral, palm down, fourth finger on the incisal edge or the occlusal or facial surface of adjacent mandibular teeth.

278. C.M. The following approaches can be used in scaling of mandibular anterior sextant, facial aspect, surface toward the operator:

A. Operator position: front or side;

B. Illumination: direct;

C. Visibility: direct or indirect;

D. Retraction: index finger of the nonoperating hand;

E. Finger rest: intraoral, palm down, fourth finger on the incisal edge or the occlusal or facial

surface of adjacent mandibular teeth.

279. C.M. The following approaches can be used in scaling of mandibular anterior sextant, facial aspect, surface away from the operator:

A. Operator position: back;

B. Illumination: direct;

C. Visibility: direct;

D. Retraction: index finger of the nonoperating hand;

E. Finger rest: intraoral, palm down, fourth finger on the incisal edge or the occlusal or facial

surface of adjacent mandibular teeth.

280. C.M. The following approaches can be used in scaling of mandibular anterior sextant, lingual aspect, surface away from the operator:

A. Operator position: back;

B. Illumination: direct;

C. Visibility: direct;

D. Retraction: mirror retracts tongue;

E. Finger rest: intraoral, palm down, fourth finger on the incisal edge or the occlusal or facial

surface of adjacent mandibular teeth.

281. C.M. The following approaches can be used in scaling of mandibular anterior sextant, lingual aspect, surface toward the operator:

A. Operator position: back;

B. Illumination: direct and indirect;

C. Visibility: direct and indirect;

D. Retraction: mirror retracts tongue;

E. Finger rest: intraoral, palm down, fourth finger on the incisal edge or the occlusal or facial

surface of adjacent mandibular teeth.

282. C.M. The following approaches can be used in scaling of mandibular right posterior sextant, facial aspect:

A. Operator position: side or front;

B. Illumination: direct and indirect;

C. Visibility: direct and indirect;

D. Retraction: mirror or index finger of the nonoperating hand;

E. Finger rest: intraoral, palm down, fourth finger on the incisal edge or the occlusal or facial

surface of adjacent mandibular teeth.

283. C.M. The following approaches can be used in scaling of mandibular right posterior sextant, lingual aspect:

A. Operator position: side or front;

B. Illumination: direct and indirect;

C. Visibility: direct and indirect;

D. Retraction: mirror or index finger of the nonoperating hand;

E. Finger rest: intraoral, palm down, fourth finger on the incisal edge or the occlusal or facial

surface of adjacent mandibular teeth.

284. C.M. Methods and techniques in periodontal surgery:

A. Gingival curettage;

B. Gingivoectomy;

C. Gingivoplasty;

D. Subgingival curettage;

E. Mucogingival surgery.

285. C.M. Choose the methods and techniques used in periodontal surgery:

A. Flap surgery;

B. Alveolar bone surgery;

C. Scaling;

D. Root planning;

E. Gingival and subgingival curettage.

286. C.S. Notion for curettage:

A. The scarping of the gingival wall of a periodontal pocket to separate diseased soft tissue;

B. Remove the deposits from the root surfaces;

C. Remove the deposits from the crown surfaces;

D. Smoothing to the root to remove infected and necrotic tooth substance.

E. The scarping of the gingival wall of a gingival pocket to separate diseased soft tissue.

287. C.S. Notion for scaling:

A. The scarping of the gingival wall of a periodontal pocket to separate diseased soft tissue;

B. Remove the deposits from the root surfaces;

C. Remove the infected tissue of the gingiva;

D. Smoothing to the root to remove infected and necrotic tooth substance.

E. The scarping of the gingival wall of a gingival pocket to separate diseased soft tissue.

288. C.S. Notion for the root planning:

A. The scarping of the gingival wall of a periodontal pocket to separate diseased soft tissue;

B. Remove the deposits from the root surfaces;

C. Remove the deposits from the crown surfaces;

D. Smoothing to the root to remove infected and necrotic tooth substance.

E. The scarping of the gingival wall of a gingival pocket to separate diseased soft tissue.

289. C.M. General indications for curettage:

A. Moderately deep intrabony pockets located in accessible areas;

B. To the patients whom more aggressive technique is contraindicated;

C. In deep periodontal pockets;

D. In the gingival pockets;

E. In the hypertrophic gingivitis caused by hormonal disturbance. 

290. C.M. Types of gingival curettage:

A. Suragingival;

B. Gingival;

C. Deep;

D. Superficial;

E. Subgingival.

291. C.S. Gingival curettage consist of:

A. The removal of the affected tissue from the attached gingival;

B. The removal of the inflamed soft tissue lateral to the pocket wall and junctional epithelium;

C. The procedure that is performed  apical to the junctional epithelium and severing the connective tissue attachment down to the osseous crest.

D. Removal of infected cementum from the root surface;

E. Removal of the calculus from the root.

292. C.S. Subgingival curettage consist of:

A. The procedure that is performed  apical to the junctional epithelium and severing the connective tissue attachment down to the osseous crest.

B. Removal of infected cementum from the root surface;

C. Removal of the calculus from the root.

D. The removal of the affected tissue from the attached gingival;

E. The removal of the inflamed soft tissue lateral to the pocket wall and junctional epithelium.

293. C.M. Curettage:

A. Does not eliminate the cause of inflammation;

B. Is not necessary to be precedes by scaling and root planning;

C. Will always require some type of local anesthesia;

D. Should always be preceded by scaling and root planning;

E. The use of local infiltrative anesthesia is optional.

294. C.M. Indication for gingival curettage:

A. Chronic gingivitis with microuncerations, at the internal wall of gingival sulcus which are bleeding at easily touching.

B. Chronic gingivitis, especially superficial marginal periodontitis with false pockets, which do not respond to drug antimicrobial treatment;

C. Medium marginal periodontitis;

D. Hypertrophic gingivitis;

E. Pregnancy.

295. C.M. Contraindications for gingival curettage:

A. Allergic gingivitis;

B. Chronic gingivitis with microuncerations, at the internal wall of gingival sulcus which are bleeding at easily touching.

C. Medium marginal periodontitis;

D. Hypertrophic gingivitis;

E. Gingival fibrosis.

296. C.S. Instruments used in curettage:

A. Periodontal probe;

B. Explorer;

C. Mirror;

D. File;

E. Curettes.

297. C.M. Types of instruments used in curettage:

A. File;

B. Gracey curettes nr.13-14;

C. Universal curettes;

D. Gracey curettes nr. 11-12;

E. Explorer.

298. C.M. Chose the instruments which are not used in curettage:

A. Periodontal probe;

B. Gracey curettes nr. 7-8;

C. Gracey curettes nr. 11-12;

D. Gracey curettes nr. 13-14;

E. Universal curettes.

299. C.S. The restoration and epithelialization of the sulcus generally require:

A. 5-10 days;

B. 2-4 days;

C. 2-7 days;

D. 3-8 days;

E. 1-3 days.

300. C.M. Call the new techniques in curettage:

A. Curettage with Gracey curettes;

B. Excisional new attachment procedure;

C. Guided tissue regeneration;

D. Ultrasonic curettage;

E. Caustic drugs.

301. C.S. Clinical appearance after scaling and curettage immediately:

A. The gingiva appears reduced in height because of an apical shift in the position of the gingival margin;

B. The gingiva is also darker red than normal;

C. The gingiva appears hemorrhagic and bright red;

D. The gingival margin is well adapted to the tooth;

E. The normal color, consistency, surface texture, and contour of the gingiva are attained.

302. C.M. Clinical appearance after scaling and curettage after one week:

A. The gingiva appears reduced in height because of an apical shift in the position of the gingival margin;

B. The gingiva is also darker red than normal;

C. The gingiva appears hemorrhagic and bright red;

D. The gingival margin is well adapted to the tooth;

E. The normal color, consistency, surface texture, and contour of the gingiva are attained.

303. C.M. Clinical appearance after scaling and curettage after two weeks:

A. The gingiva appears reduced in height because of an apical shift in the position of the gingival margin;

B. The gingiva is also darker red than normal;

C. The gingiva appears hemorrhagic and bright red;

D. The gingival margin is well adapted to the tooth;

E. The normal color, consistency, surface texture, and contour of the gingiva are attained.

304. C.S. Subgingival curettage is divided in:

A. Closed and open;

B. Junctional and sulcular;

C. Sulcular superficial and deep;

D. Supragingival superficial and deep;

E. Superficial and deep.

305. C.M. Subgingival curettage technique is divided in:

A. Deep;

B. Medium;

C. Superficial;

D. Open;

E. Closed.

306. C.S. Notion for gingivoectomy:

A. Incision of the gingiva;

B. Excision of the gingiva;

C. Modeling of the gingiva;

D. A microflap for better visibility;

E. All answers are correct.

307. C.M. Advantages of the gingivoectomy:

A. Better visibility for complete calculus removal and thorough smoothing of the roots;

B. Better accessibility for complete calculus removal and thorough smoothing of the roots;

C. Not traumatic;

D. This creates a favorable environment for gingival healing and restoration of a physiologic gingival contour;

E. Fast recovering.

308. C.M Indications for gingivoectomy:

A. Elimination of suprabony pockets, regardless of their depth, if the pocket wall is fibrous and firm;

B. Elimination of gingival enlargements;

C. Elimination of suprabony periodontal abscesses;

D. Situations in which the bottom of the pocket is apical to the mucogingival junction;

E. Esthetic considerations, particularly in the anterior maxilla.

309. C.M. Contraindications for gingivoectomy:

A. Elimination of suprabony periodontal abscesses;

B. Situations in which the bottom of the pocket is apical to the mucogingival junction;

C. Esthetic considerations, particularly in the anterior maxilla;

D. Elimination of gingival enlargements;

E. The need for bone surgery or examination of the bone shape and morphology.

310. C.M. The gingivectomy technique may be performed by means of:

A. Scalpels;

B. Electrodes;

C. Radiation;

D. Lasers;

E. Chemicals.

311. C.S. What is the instrument used for marking the pockets:

A. Knife;

B. Periodontal probe;

C. Explorer;

D. Pocket marker;

E. Curettes.

312. C.S. The meaning of marking the pockets:

A. To mark the line of incision;

B. To measure the deepness of the pockets;

C. To check the consistence of the soft tissue;

D. To measure the thickness if the gingival tissue;

E. All the answers are correct.

313. C.S. Orban periodontal knife is used:

A. As auxiliary instruments;

B. For interdental incisions;

C. For buccal incision;

D. For oral incision;

E. To mark the incision place.

314. C.S. Call the place of incision in gingivoectomy:

A. Is started apical to the points marking the course of the pockets;

B. Is started on the points marking the course of the pockets;

C. Is started coronal to the points marking the course of the pockets;

D. Is started on the junctional epithelium;

E. Is started on the attached gingival.

315. C.M. The incision in gingivoectomy:

A. Is started apical to the points marking the course of the pockets;

B. Is directed coronally to a point between the base of the pocket and the crest of the bone;

C. Is started coronally to the points marking the course of the pockets;

D. It should be as close as possible to the bone without exposing it, to remove the soft tissue coronal to the bone;

E. Exposure of bone is undesirable.

316. C.M. What kind of incisions may be used in gingivoectomy:

A. Continuous;

B. Straight;

C. Oblique;

D. Interrupted;

E. Ellipsoidal.

317. C.S. How many degrees should be beveled the incision to the tooth surface in gingivoectomy:

A. 30 degrees;

B. 50 degrees;

C. 45 degrees;

D. 40 degrees;

E. 55 degrees.

318. C.M. The next steps after incision of the gingival in gingivoectomy are:

A. Remove the excised pocket wall;

B. Clean the area;

C. Closely examine the root surface;

D. Anesthesia;

E. Excision of the alveolar bone.

319. C.M. What can be found at the zone after excision of the pocket was in gingivoectomy:

A. A light, bandlike zone where the tissues were attached;

B. Calculus remnants;

C. Root caries;

D. Root resorption;

E. Granulation tissue.

320. C.S. The next step after removing the excised pocket wall and inspection of the area in gingivoectomy is:

A. Anestezia;

B. Carefully curette the granulation tissue and remove any remaining calculus and necrotic cementum to leave a smooth and clean surface.

C. Closely examine the root surface;

D. Make an incision;

E. Mark the pocket.

321. C.S. The last step in operation of gingivoectomy is:

A. Carefully curette the granulation tissue and remove any remaining calculus and necrotic cementum to leave a smooth and clean surface.

B. Closely examine the root surface;

C. Make an incision;

D. Mark the pocket;

E. Cover the area with a surgical pack.

322. C.S. The main objective in gingivoplasty:

A. Is performed to eliminate periodontal pockets and includes reshaping as part of the technique;

B. Is a reshaping of the gingiva to create physiologic gingival contours with the sole purpose of recontouring the gingiva in the absence of pockets;

C. To eliminate the necrotic tissue of the pockets;

D. To eliminate the granulation tissue from the infected gingival;

E. All the answers are correct.

323. C.M. The deformities of the gingival produced after periodontal disease:

A. Gingival enlargements;

B. Gingival clefts and craters;

C. Alveolar bone atrophy;

D. Craterlike interdental papillae caused by acute necrotizing ulcerative gingivitis;

E. Exostosis. 

324. C.M. Gingivoplasty may be accomplished with:

A. A periodontal probe;

B. A periodontal knife;

C. A scalpel;

D. Rotary coarse diamond stones;

E. Electrodes.

325. C.M. The technique resembles that of festooning of a artificial denture, which consists of:

A. Tapering the gingival margin;

B. Creating a scalloped marginal outline;

C. Thinning the attached gingival;

D. Creating vertical interdental grooves;

E. Shaping the interdental papillae.

326. C.S. When starts the formation of a protective surface blood clot after gingivoectomy:

A. In 24 hours;

B. By the third day;

C. As an initial response;

D. After 12 to 24 hours;

E. After 5 to 14 day.

327. C.S. When starts an increase in new connective tissue cells, which are mainly angioblasts beneath the surface layer of inflammation and necrotic tissue after the gingivoectomy:

A. In 24 hours;

B. By the third day;

C. As an initial response;

D. After 12 to 24 hours;

E. After 5 to 14 day.

328. C.S. At what period of time after the gingivoectomy numerous young fibroblasts are located in the area.  The highly vascular granulation tissue grows coronally, creating a new free gingival margin and sulcus.

A. In 24 hours;

B. By the third day;

C. As an initial response;

D. After 12 to 24 hours;

E. After 5 to 14 day.

329. C.M. What happened in the gingival tissue by the third day after the gingivoectomy:

A. Numerous young fibroblasts are located in the area;

B. Epithelial cells at the margins of the wound begin to migrate over the granulation tissue;

C. The highly vascular granulation tissue grows coronally, creating a new free gingival margin and sulcus;

D. Capillaries derived from blood vessels of the periodontal ligament migrate into the granulation tissue;

E. Surface epithelialization is generally complete.

330. C.S. At what period of time epithelial cells at the margins of the wound begin to migrate over the granulation tissue, separating it from the contaminated surface layer of the clot after the gingivoectomy:

A. In 24 hours;

B. By the third day;

C. As an initial response;

D. After 12 to 24 hours;

E. After 5 to 14 day.

331. C.S. When surface epithelialization is generally complete after the gingivoectomy:

A. In 24 hours;

B. By the third day;

C. As an initial response;

D. After 12 to 24 hours;

E. After 5 to 14 day.

332. C.S. Complete epithelial repair after the gingivoectomy takes about:

A. 5 to 14 days;

B. 7 days;

C. 2 weeks;

D. 3 weeks;

E. 1 month.

333. C.S. Complete repair of the connective tissue after the gingivoectomy takes about:

A. 7 weeks;

B. 2 weeks;

C. 3 weeks;

D. 1 month.

E. 3 months.

334. C.M. Although the tissue changes that occur in postgingivectomy healing are the same in all individuals, the time required for complete healing varies considerably, depending on:

A. Age of the patient;

B. The area of the incised surface;

C. Interference from local irritation and infection;

D. Immunological status;

E. Chronic general diseases.

335. Limiting factors in current periodontal surgery must be considered:

A. Conservation of keratinized gingival;

B. Minimal gingival tissue loss to maintain esthetics;

C. Adequate access to the osseous defects for definitive defect correction;

D. Minimal postsurgical discomfort and bleeding by attempting surgical procedures that will allow primary closure;

E. No answer is correct. 

336. CS Etiologic factors of furcation lesions:

a. Dental calculus

b. Bacterial plaque

c. Dental caries

d. Pulpal inflammation

e. All of the above mentioned factors

337. CS The presence and extent of furcation involvement is determined by:

a. Periodontal probing

b. Visual inspection

c. Palpation 

d. Percussion

e. Vital testing of the pulp

338. CM The dimension of the furcation entrance is:

a. In 81% dimension is 1 mm or less

b. In 81% dimension is more than 1 mm

c. In 58% dimension is 0.75 mm or less

d. In 58% dimension is more than 0.75 mm  

e. In 50 % dimension is more than 2 mm

339. CM Classification by Glickman, class 1:

a. Incipient stage of furcation involvement. 

b. The pocket is suprabony and primarily affects the soft tissue

c. Probing depth is increased but radiographic changes are not usually found

d. Radiographic changes are  usually found

e. Late stage of furcation involvement. 

340. CM Classification by Glickman, class 2:

a. Can affect one or more of the furcations of the same tooth

b. The lesion is essentially a cul de sac with a definite horizontal component

c. Vertical bone loss may be present 

d. Radiographs  may or may nor depict the furcation involvement 

e. Late stage of furcation involvement. 

341. CM Classification by Glickman, class 3:

a. The bone is not attached to the dome of the furcation

b. The opening may be filled with soft tissue and may not be visible

c. Radiographs display the defect as a radiolucent area in the crotch of the tooth

d. Vertical bone loss may be present 

e. Radiographs  may or may nor depict the furcation involvement 

342. CM Classification by Glickman, class 4:

a. The interdental bone is destroyed and the soft tissues have receded apically

b. The opening of the furcation is clinically visible

c. A tunnel exists between the roots of the affected tooth 

d. The periodontal probe passes readily from one aspect of the tooth to another

e. The probing is negative

343. CM Root trunck length importance in treatment planning:

a. Represents a key factor in the development and treatment of furcation involvement

b. The shorter the root trunk, the less attachement has to be lost before the furcation is involved

c. Teeth with short  root trunks may be more accessible  to maintenance procedures

d. Teeth with short  root trunks may facilitate some surgical procedures

e. Teeth with long root trunks or fused roots may not be appropriate  candidates for treatment

344. Root   length importance in treatment planning:

a. Teeth with long root trunks and short roots may have lost a majority of their support by the time that the furcation becomes affected

b. Teeth with long roots and short to moderate root trunk length are more readily treated as sufficient attachement remains to meet functional demands.

c. The shorter the root trunk, the less attachement has to be lost before the furcation is involved

d. Teeth with short  root trunks may be more accessible  to maintenance procedures

e. Teeth with short  root trunks may facilitate some surgical procedures

345. CM Root   form  importance in treatment planning:

a. The mesial root of most mandibular molars  and the mesiofacial root of the maxillary fisrt molar  are curved to distal in the apical third.

b. The curvature and fluting may increase the potential for root perforation during endodontics

c. These  anatomic features may also result in an increased incidence of vertical root fracture

d. Teeth with long roots and short to moderate root trunk length are more readily treated as sufficient attachement remains to meet functional demands.

e. The shorter the root trunk, the less attachement has to be lost before the furcation is involved

346. CM Anatomy of the furcation in treatment planning:

a. The presence of bifurcational ridges complicates scaling root planning and surgical therapy

b. The presence of a concavity in the dome complicates scaling root planning and surgical therapy

c. The presence of possible accessory canal complicates scaling root planning and surgical therapy

d. The curvature and fluting may increase the potential for root perforation during endodontics

e. These  anatomic features may also result in an increased incidence of vertical root fracture

347. CM cervical enamel projections in treatment planning:

a. Cervical enamel projections are reported to occur on 8.6%to 28.6% of molars

b. These projections can affect plaque removal,

c. These projections may be a local factor in the development of gingivitis and periodontitis

d. They should be removed to facilitate maintenance

e. They shouldn`t be removed to facilitate maintenance

348. CM The objectives of furcation therapy are to :

a. Facilitate maintenance

b. Prevent further attachement loss

c. Obliterate the furcation defects as a periodontal maintenance problem

d. Prevent maintenance

e. Favorize further attachement loss

349. CM Therapy for early furcation defects: class 1 

a. Class 1 defects are amenable to conservative periodontal surgery

b. Class 1 defects are not amenable to conservative periodontal surgery

c. Oral hygiene, scalling and root planning are effective

d. Oral hygiene, scalling and root planning are not effective

e. Overhanging margins or restoration, facial grooves should be eliminated by odontoplasty, recontouring or replacement

350. CM Therapy for furcation involvement class 2:

a. Shallow  horizontal involvement without significant vertical bone loss usually responds favorable to local flap operation

b. Isolated deep class 2 furcations may respond to flap procedures with osteoplasty and odontoplasty

c. Oral hygiene, scalling and root planning are effective

d. Oral hygiene, scalling and root planning are not effective

e. This reduces the dome of the furcation and alters gingival contours to facilitate the patient`s plaque removal

351. CM Therapy for advanced furcation defects class 2-4:

a. Oral hygiene, scalling and root planning are not effective

b. Non surgical treatment is commonly ineffective as the ability to instrument the tooth surfaces adequately is compromised

c. Periodontal surgery, endodontics and restoration of the tooth may be required to retain the tooth. 

d. This reduces the dome of the furcation and alters gingival contours to facilitate the patient`s plaque removal

e. Isolated deep class 2 furcations may respond to flap procedures with osteoplasty and odontoplasty

352. CM Surgical therapy for furcation involvement : root resection:

a. May be indicated in multirooted teeth with grade 2 to 4 furcation involvements.

b. Oral hygiene, scalling and root planning are not effective

c. Non surgical treatment is commonly ineffective as the ability to instrument the tooth surfaces

d. It is preferable to have en endodontic treatment before the resection of the root.

e. adequately is compromised periodontal surgery, endodontics and restoration of the tooth may be required to retain the tooth. 

353. CM The indications and contraindications for root resection by Bassaraba

a. Teeth that are of crtical importance to the overall dental treatment plan

b. Teeth that have sufficient attachment remaining for function

c. Teeth for wich there is no more predictable or cost effective method of therapy 

d. Teeth that don`t have sufficient attachment remaining for function

e. Teeth in patients with good oral hygiene and low activity for caries are suitable candidates

354. CM Guide to determining wich root should be resected in the treatment of furcations:

a. Remove the root that will eliminate the furcation and allow the production of a maintainable architecture  on the remaining roots.

b. Remove the root with with the greatest amount of bone and attachement loss

c. Remove the root that best contributes to the elimination of periodontal problems on adjacent teeth.

d. Remove the root with the greatest number of anatomic problems such as severe curvature, root flutings etc.  

e. Remove the root that least complicates future periodontal maintenance.

355. CS Hemisection definition:

a. Endodontic treatment of the roots

b. Therapeutical treatment of the tooth

c. Prosthetic treatment of the tooth

d. Surgical treatment of the tooth 

e. Splitting of a two rooted tooth in to two separate portions.

356. CS Hemisection is performed on:

a. Healthy mandibular molars

b. Mandibular molars with buccal and lingual class 2 or 3 furcation involvements

c. Healthy maxillary molars

d. Maxillary  molars with buccal and lingual class 2 or 3 furcation involvements

e. Third Mandibular molars

357. CM Retention of the resected root after hemisection:

a. After sectioning the tooth one or both roots can be retained 

b. The decision is based on the extent and pattern of bony loss

c. The decision is based on the root trunk and root length

d. The decision is based on the ability to eliminate the osseous defect

e. The decision is based on the endodontic and restorative consideration

358. CS Regenerating procedures in furcations is done to:

a. Mandibular molars with buccal and lingual class 2 or 3 furcation involvements

b. Furcations defects with deep two-walled  or significant three-walled components

c. Healthy maxillary molars

d. Maxillary  molars with buccal and lingual class 2 or 3 furcation involvements

e. Third Mandibular molars

359. CM Extraction of the teeth affectes by furcations is made to:

a. Patients who cannot or will not perform adequate plaque control

b. Patients who have a high level of caries activity

c. Patients who will not commit to a suitable maintenance program

d. Patients who have socioeconomic factors that may preclude more complex therapies

e. Patients who have a low level of caries activity

360. CM Radiographs in the diagnosis of periodontal disease

a. The radiograph is a valuable aid in the diagnosis of periodontal disease

b. The radiograph  has no importance in diagnostics

c. The radiograph is a valuable aid in determination of the prognosis and evaluation of the outcome of the treatment.

d. The radiograph is a substitute for clinical examination

e. The radiograph is an adjunct to the clinical examination

361. CM The interdental septa normally presents:

a. Like a thin radiopaque border , adjacent to the periodontal ligament and the crest 

b. This appears radiographically as   a continuous  white line

c. This appears radiographically as   a discontinuous  white line

d. Like a thin radiotransparent border , adjacent to the periodontal ligament and the crest 

e. The radiograph  has no importance in diagnostics

362. CM The width and shape of the interdental septum and the angle of the crest normally vary

a. According to the convexity of the proximal tooth surfaces 

b. This appears radiographically as   a discontinuous  white line

c. According to the level of the cementoenamel junction of the approximating teeth

d. Like a thin radiotransparent border , adjacent to the periodontal ligament and the crest 

e. The radiograph  has no importance in diagnostics

363. CS The interdental space and therefore the interdental septum is :

a. Between teeth with prominently convex proximal surfaces are wider anterioposteriorly 

b. This appears radiographically as   a discontinuous  white line

c. According to the level of the cementoenamel junction of the approximating teeth

d. Like a thin radiotransparent border , adjacent to the periodontal ligament and the crest 

e. The radiograph  has no importance in diagnostics

364. CS The faciolingual diameter of the bone is related  to:

a. The width of the proximal root surface.

b. Between teeth with prominently convex proximal surfaces are wider anterioposteriorly 

c. This appears radiographically as   a discontinuous  white line

d. According to the level of the cementoenamel junction of the approximating teeth

e. Like a thin radiotransparent border , adjacent to the periodontal ligament and the crest 

365. CS The angulation of the crest of the interdental septum is generally parallel to:

a. Between teeth with prominently convex proximal surfaces are wider anterioposteriorly 

b. A line between the cementoenamel junctions of the approximating teeth

c. This appears radiographically as   a discontinuous  white line

d. According to the level of the cementoenamel junction of the approximating teeth

e. Like a thin radiotransparent border , adjacent to the periodontal ligament and the crest 

366. CS Variation in radiographic technique prodeuces:

a. Artifacts that limit the diagnostic value of the radiograph.

b. A line between the cementoenamel junctions of the approximating teeth

c. This appears radiographically as   a discontinuous  white line

d. According to the level of the cementoenamel junction of the approximating teeth

e. Like a thin radiotransparent border , adjacent to the periodontal ligament and the crest 

367. CS The bone level, pattern of bone destruction  and width of the periodontal ligament space:

a. A line between the cementoenamel junctions of the approximating teeth

b. This appears radiographically as   a discontinuous  white line

c. Are modified by altering the exposure and development time, type of film and x-ray angulation

d. According to the level of the cementoenamel junction of the approximating teeth

e. Like a thin radiotransparent border , adjacent to the periodontal ligament and the crest 

368. CS For comparing bone levels in radiographs taken under similar conditions:

a. This appears radiographically as   a discontinuous  white line

b. Are modified by altering the exposure and development time, type of film and x-ray angulation

c. According to the level of the cementoenamel junction of the approximating teeth

d. Is helpful a grid calibrated in millimeters superimposed on the finished film

e. Like a thin radiotransparent border , adjacent to the periodontal ligament and the crest 

369. CS The long cone paralleling technique(in radiographs):

a. Projects the most realistic image of the level of the alveolar bone.

b. According to the level of the cementoenamel junction of the approximating teeth

c. Is helpful a grid calibrated in millimeters superimposed on the finished film

d. Like a thin radiotransparent border , adjacent to the periodontal ligament and the crest 

e. This appears radiographically as   a discontinuous  white line

370. CM The bisection of the angle technique (in radiographs):

a. Increases the projections 

b. Makes the bone margin appear closer to the crown

c. Is helpful a grid calibrated in millimeters superimposed on the finished film

d. Like a thin radiotransparent border , adjacent to the periodontal ligament and the crest 

e. This appears radiographically as   a discontinuous  white line

371. CM Shifting  the cone mesialy or distally without changing the horizontal plane:

a. It projects the x-rays obliquely and changes the shape of the interdental bone or radiograph

b. Changes the radiographic width of the periodontal ligament space

c. Changes the appearance of the lamina dura

d. It may distort the extent of the furcation

e. This appears radiographically as   a discontinuous  white line

372. CM Prichard established the following criteria  to determine adequate angulation of periapical radiographs:

a. The radiograph should show the tips of molar cusps with little or none of the occlusal surface showing

b. Enamel cusps and pulp chambers should be distinct

c. Interproximal spaces should be open

d. Proximal contacts should not overlap unless teeth are out of line anatomically

e. It may distort the extent of the furcation

373. CM Bone destruction in periodontal disease:

a. The radiograph does not reveal minor destructive changes in bone

b. Slight radiographic changes in the periodontal changes in the periodontal tissues mean that the disease has progressed beyond its earlier stages.

c. Interproximal spaces should be open

d. Proximal contacts should not overlap unless teeth are out of line anatomically

e. It may distort the extent of the furcation

374. CS the radiographic image tends to show:

a. Slight radiographic changes in the periodontal changes in the periodontal tissues mean that the disease has progressed beyond its earlier stages.

b. Interproximal spaces should be open

c. Less severe bone loss than that actually present

d. Proximal contacts should not overlap unless teeth are out of line anatomically

e. It may distort the extent of the furcation

375. CS the difference between the  alveolar  crest  height  and the radiographic appearance:

a. Interproximal spaces should be open

b. Less severe bone loss than that actually present

c. Ranges from 0 to 1.6mm mostly accounted for by x-ray angulation

d. Proximal contacts should not overlap unless teeth are out of line anatomically

e. It may distort the extent of the furcation

376. CM Amount of bone loss :

a. The radiograph is an indirect method for determining the amount of bone loss in periodontal disease

b. Less severe bone loss than that actually present

c. It shows the amount of remaining bone rather than the amount lost.

d. Ranges from 0 to 1.6mm mostly accounted for by x-ray angulation

e. Proximal contacts should not overlap unless teeth are out of line anatomically

377. CS The amount of bone lost is estimated to be:

a. The difference between the physiological bone level of the patient and the height of the remaining bone

b. Less severe bone loss than that actually present

c. It shows the amount of remaining bone rather than the amount lost.

d. Ranges from 0 to 1.6mm mostly accounted for by x-ray angulation

e. Proximal contacts should not overlap unless teeth are out of line anatomically

378. CM Distribution of bone loss:

a. The distribution of bone loss is an important diagnostic sign

b. It shows the amount of remaining bone rather than the amount lost.

c. It points points to the location of destructive local factors in different areas of the mouth and in relation to different surfaces of the same tooth.

d. Ranges from 0 to 1.6mm mostly accounted for by x-ray angulation

e. Proximal contacts should not overlap unless teeth are out of line anatomically

379. CM Pattern of bone destruction in periodontal disease.

a. The interdental septa undergo changes that affect the lamina dura

b. The interdental septa undergo changes that affect crestal radiodensity

c. The interdental septa undergo changes that affect size and shape of the medullary spaces

d. The interdental septa undergo changes that affect height of the bone

e. The interdental septa undergo changes that affect contour of the bone

380. CS. Horizontal bone loss is called:

a. The interdental septa may be reduced in height  with the crest horizontal and perpendicular to the long axis of the adjacent teeth

b. The interdental septa undergo changes that affect crestal radiodensity

c. The interdental septa undergo changes that affect size and shape of the medullary spaces

d. The interdental septa undergo changes that affect height of the bone

e. The interdental septa undergo changes that affect contour of the bone

381. CS Angular or vertical bone loss is called:

a. The interdental septa undergo changes that affect crestal radiodensity

b. The interdental septa may have angular or arcuate defects

c. The interdental septa undergo changes that affect size and shape of the medullary spaces

d. The interdental septa undergo changes that affect height of the bone

e. The interdental septa undergo changes that affect contour of the bone

382. CM Radiographs do not indicate:

a. The internal morphology or depth of the crater loke defects

b. Do not indicate the extent of involvement on the facial and lingual surfaces

c. It points points to the location of destructive local factors in different areas of the mouth and in relation to different surfaces of the same tooth.

d. Ranges from 0 to 1.6mm mostly accounted for by x-ray angulation

e. Proximal contacts should not overlap unless teeth are out of line anatomically

383. CM Dense cortical plates on the facial and lingual surfaces of the interdental septa:

a. Obscure destruction that occurs in the intervening cancellous bone 

b. As a result it is possible to have a deep crater in the bone between thw facial and lingual plates

c. The internal morphology or depth of the crater like defects

d. Do not indicate the extent of involvement on the facial and lingual surfaces

e. It points   to the location of destructive local factors in different areas of the mouth and in relation to different surfaces of the same tooth.

384. CS The earliest radiographic changes in periododontitis is considered:

a. The internal morphology or depth of the crater like defects

b. Fuzziness and a break in the continuity of the lamina dura at the mesial or distal aspects of the interdental septum 

c. Do not indicate the extent of involvement on the facial and lingual surfaces

d. It points   to the location of destructive local factors in different areas of the mouth and in relation to different surfaces of the same tooth.

e. Obscure destruction that occurs in the intervening cancellous bone 

385. CM A wedge shaped radiolucent area is:

a. Is formed at the mesial or distal aspect of the crest of the septal bone.

b. The apex of the area is pointed in the direction of the root

c. This is produced by resorbtion of the bone of the lateral aspect  of the interdental septum 

d. Fuzziness and a break in the continuity of the lamina dura at the mesial or distal aspects of the interdental septum 

e. Do not indicate the extent of involvement on the facial and lingual surfaces

386. CM The destructive process extends:

a. Across the crest of the interdental septum and the height is reduced

b. Fingerlike radiolucent projections extend from the crest into the septum

c. This is produced by resorbtion of the bone of the lateral aspect  of the interdental septum 

d. Fuzziness and a break in the continuity of the lamina dura at the mesial or distal aspects of the interdental septum 

e. Do not indicate the extent of involvement on the facial and lingual surfaces

387. CS The height os the interdental septum:

a. Across the crest of the interdental septum and the height is reduced

b. Fingerlike radiolucent projections extend from the crest into the septum

c. Is progressively reduced by the extension of inflammation and the resorbtion of bone

d. This is produced by resorbtion of the bone of the lateral aspect  of the interdental septum 

e. Do not indicate the extent of involvement on the facial and lingual surfaces

388. CM Radiographic appearance of interdental craters:

a. Interdental craters are seen as irregular areas of reduced radioopacity on the alveolar bone crests

b. They are generally not sharply demarcated from the rest of the bone with which they blend gradually

c. This is produced by resorbtion of the bone of the lateral aspect  of the interdental septum 

d. They appear as vertical defects 

e. Do not indicate the extent of involvement on the facial and lingual surfaces

389. CM Radiographic appearance of furcation involvements:

a. Radiographs are helpful in diaganosticating furcations

b. Interdental craters are seen as irregular areas of reduced radioopacity on the alveolar bone crests

c. Radiographs may show artifacts that make it possible for furcation  involvement to be present without detectable radiographic changes

d. They are generally not sharply demarcated from the rest of the bone with which they blend gradually

e. This is produced by resorbtion of the bone of the lateral aspect  of the interdental septum 

390. CM TO assist in the radiographic detection of furcation involvement the following diagnostic criteria are suggested

a. The slightest radiographic change in the furcation area should be investigated

b. Diminished radiodensity in the furcation area in which outlines of bony trabeculae are visible suggests furcation involvement

c. Whenever there is marked bone loss in relation to a single molar root, it may be assumed that the furcation Is also involved

d. Interdental craters are seen as irregular areas of reduced radioopacity on the alveolar bone crests

e. Radiographs may show artifacts that make it possible for furcation  involvement to be present without detectable radiographic changes

391. CS radiographic appearance of the periodontal abscess:

a. Diminished radiodensity in the furcation area in which outlines of bony trabeculae are visible suggests furcation involvement

b. Whenever there is marked bone loss in relation to a single molar root, it may be assumed that the furcation Is also involved

c. The abscess presents as a discrete area of radiolucency along the lateral aspect of the root

d. Interdental craters are seen as irregular areas of reduced radioopacity on the alveolar bone crests

e. Radiographs may show artifacts that make it possible for furcation  involvement to be present without detectable radiographic changes

392. CM Juvenile periodontitis is characterized by a combination of the following radiographic  features:

a. Bone loss may occur initially in the maxillary and mandibular incisor and/or first molar areas

b. Loss of alveolar bone may become generalized as the disease progresses but remains les pronounced in the premolar areas

c. The abscess presents as a discrete area of radiolucency along the lateral aspect of the root

d. Interdental craters are seen as irregular areas of reduced radioopacity on the alveolar bone crests

e. Radiographs may show artifacts that make it possible for furcation  involvement to be present without detectable radiographic changes

393. CM Additional radiographic criteria in the diagnosis of periodontal ddisease.

a. Radiopaque horizontal line across the roots

b. Vessel canals in the alveolar bone

c. Differentiation between treated and untreated periodontal disease

d. The abscess presents as a discrete area of radiolucency along the lateral aspect of the root

e. Interdental craters are seen as irregular areas of reduced radioopacity on the alveolar bone crests

394. CM Proper diagnosis is essential to intelligent treatment:

a. It should first determine whether the disease is present

b. Identify iits type, extent, distribution and severity

c. Provide an understanding of the underlying pathologic processes and its cause

d. Vessel canals in the alveolar bone

e. Differentiation between treated and untreated periodontal disease

395. CM Periodontal diagnosis is determined after careful analysis:

a. Of the case history and evaluation of the clinical signs and symptoms

b. Provide an understanding of the underlying pathologic processes and its cause

c. Of the results of various tests (probing mobility assessments, radiographs, blood tests and biopsies)

d. Vessel canals in the alveolar bone

e. Differentiation between treated and untreated periodontal disease

396. CM Medical history:

a. Is obtained at the first visit

b. The patient should be made aware of the possible role that some systemic disease may play in the cause of periodontal disease

c. Of the results of various tests (probing mobility assessments, radiographs, blood tests and biopsies)

d. Oral infection may have a powerful influence on the occurrence and severity of a variety of systemic diseases

e. Provide an understanding of the underlying pathologic processes and its cause

397. CM The medical history should include reference to:

a. A list of all medications being taken by the patient

b. Cardiological, hematological endocrine problems, infectious diseases

c. Occupational disease

d. Abnormal bleedings

e. History of allergy

398. CM Dental history, patients can report:

a. Bleeding gums

b. Loose teeth 

c. Spreading of the teeth

d. Foul taste in the mouth 

e. Itchy feeling in the gums 

399. CM Variation of pain in periodontal patients:

a. Constant, dull gnawing pain

b. Dull pain after eating

c. Deep radiating pains in the jaws

d. Acute throbbing pain

e. Sensitivity when chewing, to heat and cold
400. CM The dental history should include reference to:

a. A list of visits to the dentist, including frequency, date of the most recent visit, nature of treatment

b. The patients oral hygiene regimen, including tooth brushing frequency, method etc.

c. Any orthodontic treatment

d. If the patient is experiencing pain in the teeth o in the gums

e. Bleeding gums should be cited, including when first noted

401. CM Examination of the oral cavity:

a. The examination should include the lips, floor of the mouth tongue and palate

b. The examination should include the oropharyngeal region as well as the quantity of saliva

c. A list of visits to the dentist, including frequency, date of the most recent visit, nature of treatment

d. The patients oral hygiene regimen, including tooth brushing frequency, method etc.

e. Any orthodontic treatment

402. CM Examination of lymph nodes:

a. The diagnostician should routinely examine and evaluate head and neck lymph nodes

b. Lymph nodes can become enlarged and/or indurated as a result of an infectious episode

c. Inflammatory nodes become enlarged palpable, tender and fairly immobile

d. The overlying skin may be red and warm.

e. After successful therapy lymph nodes return normal in a matter of days or few weeks

403. CM Mobility is graded according to the ease and extent of tooth movement as follows:

a. Normal mobility

b. Grade 1: slightly more than normal

c. Grade 2: moderately more than normal

d. Grade 3: severe mobilitu faciolingually combined with vertical displacement

e. Grade 4: no mobility

404. CM Increased mobility is caused by one or more of the following factors:

a. Loss of tooth support (bone loss)

b. Trauma from occlusion

c. Extension of inflammation from the gingiva or from the periapex into the periodontal ligament

d. Periodontal surgery

e. Tooth mobility is increased in pregnancy
405. CM Periodontal findings that suggest the trauma from occlusion include:

a. Excessive tooth mobility particularly in teeth showing radiographic evidence of a widened periodontal space

b. Vertical or angular bone destruction

c. Infrabony pockets

d. Pathologic migration, especially on the anterior teeth

e. Tooth mobility is increased in pregnancy

406. CM Sensitivity to percussion:

a. Is a feature of acute inflammation of the periodontal ligament

b. Gentle percussion of a tooth at different angle aids in localizing the site of inflammatory involvement

c. Excessive tooth mobility particularly in teeth showing radiographic evidence of a widened periodontal space

d. Vertical or angular bone destruction

e. Infrabony pockets

407. CM Methods for assessing plaque and calculus accumulation:

a. The presence of supragingival plaque or calculus can be directly observed

b. The amount of calculus can be measured with a calibrated probe 

c. Is a feature of acute inflammation of the periodontal ligament

d. Gentle percussion of a tooth at different angle aids in localizing the site of inflammatory involvement

e. Excessive tooth mobility particularly in teeth showing radiographic evidence of a widened periodontal

408. CS Detection of subgingival calculus:

a. The presence of supragingival plaque or calculus can be directly observed

b. The amount of calculus can be measured with a calibrated probe 

c. Each tooth surface is carefully checked to the level of the gingival attachment with a sharp n.17 explorer

d. Is a feature of acute inflammation of the periodontal ligament

e. Gentle percussion of a tooth at different angle aids in localizing the site of inflammatory involvement

409. CM Features of gingiva that should be considered:

a. Color and size

b. Consistency 

c. Position

d. Ease of bleeding

e. Surface texture

410. CM Criteria for the gingival index:

a. 0-normal gingiva

b. 1 mild inflammation –no bleeding on probing

c. 2- moderate inflammation- bleeding on probing

d. 3- severe inflammation –tendency toward spontaneous bleeding

e. 4- no inflammation 

411. CM Criteria for the modified gingival index:

a. 0 –absence of inflammation 

b. mild inflammation -  little change in texture of any portion but not the entire marginal or papillary gingival unit

c. mild inflammation- involvement the entire marginal or papillary gingival unit

d. moderate inflammation- glazing, redness edema hypertrophy of the marginal or papillary gingival unit

e. severe inflammation- marked redness, edema hypertrophy of the marginal or papillary gingival unit spontaneous bleeding congestion or ulceration

412. CM criteria for the periodontal index:

a. Negative

b. Mild gingivitis

c. gingivitis 

d. 6-  gingivitis with pocket formation

e. 8- advanced destruction with loss of masticatory function

413. CM To determine the periodontal disease index PDI following teeth are selected: 

a. Maxillary right first molar

b. Maxillary left central incisor 

c. Maxillary left first premolar

d. Mandibular left first molar 

e. Mandibular right central incisor

414. CM Tooth mobility occurs in two stages:

a. The initial or intrasocket stage is where the tooth moves within tconfines of the periodontal ligament

b. The secondary stage which occurs gradually and entails elastic deformation of the alveolar bone in response to increased horizontal forces

c. The amount of calculus can be measured with a calibrated probe 

d. Each tooth surface is carefully checked to the level of the gingival attachment with a sharp n.17 explorer

e. Is a feature of acute inflammation of the periodontal ligament

415. CM When the force Is discontinued , the teeth return to their original position in two stages:

a. The first is an immediate, spring like elastic recoil

b. The second is a slow, asymptomatic recovery movement

c. Each tooth surface is carefully checked to the level of the gingival attachment with a sharp n.17 explorer

d. The recovery movement is pulsating

e. Is a feature of acute inflammation of the periodontal ligament

416. CM mobility is graded according to the ease and extent of tooth movement as follows

a. Normal mobility

b. Grade 1 slightly more than normal

c. Grade 2 moderatly more than normal

d. Grade 3 severe mobility faciolingually and/or mesiodistally

e. Grade 4  no mobility 

417. CM methods of detecting pockets: 

a. Probing

b. Clinical signs as color changes 

c. A rolled edge separating the gingival margin from the tooth surface

d. An enlarged edematous gingiva may suggest their presence

e. Is a feature of acute inflammation of the periodontal ligament

418. CM Pocket probing. The two different pocket depths:

a. Biologic or histologic depth

b. Probing

c. Clinical or probing depth

d. Clinical signs as color changes 

e. A rolled edge separating the gingival margin from the tooth surface

419. CS Etiologic factors of furcation lesions:

a. Dental calculus

b. Bacterial plaque

c. Dental caries

d. Pulpal inflammation

e. All of the above mentioned factors

420. CS The presence and extent of furcation involvement is determined by:

a. Periodontal probing

b. Visual inspection

c. Palpation 

d. Percussion

e. Vital testing of the pulp

421. CM The dimension of the furcation entrance is:

a. In 81% dimension is 1 mm or less

b. In 81% dimension is more than 1 mm

c. In 58% dimension is 0.75 mm or less

d. In 58% dimension is more than 0.75 mm  

e. In 50 % dimension is more than 2 mm

422. CM Classification by Glickman, class 1:

a. Incipient stage of furcation involvement. 

b. The pocket is suprabony and primarily affects the soft tissue

c. Probing depth is increased but radiographic changes are not usually found

d. Radiographic changes are  usually found

e. Late stage of furcation involvement. 

423. CM Classification by Glickman, class 2:

a. Can affect one or more of the furcations of the same tooth

b. The lesion is essentially a cul de sac with a definite horizontal component

c. Vertical bone loss may be present 

d. Radiographs  may or may nor depict the furcation involvement 

e. Late stage of furcation involvement.

424. CM Classification by Glickman, class 3:

a. The bone is not attached to the dome of the furcation

b. The opening may be filled with soft tissue and may not be visible

c. Radiographs display the defect as a radiolucent area in the crotch of the tooth

d. Vertical bone loss may be present 

e. Radiographs  may or may nor depict the furcation involvement 

425. CM Classification by Glickman, class 4:

a. The interdental bone is destroyed and the soft tissues have receded apically

b. The opening of the furcation is clinically visible

c. A tunnel exists between the roots of the affected tooth 

d. The periodontal probe passes readily from one aspect of the tooth to another

e. The probing is negative

426. CM Root trunck length importance in treatment planning:

a. Represents a key factor in the development and treatment of furcation involvement

b. The shorter the root trunk, the less attachement has to be lost before the furcation is involved

c. Teeth with short  root trunks may be more accessible  to maintenance procedures

d. Teeth with short  root trunks may facilitate some surgical procedures

e. Teeth with long root trunks or fused roots may not be appropriate  candidates for treatment

427. Root   length importance in treatment planning:

a. Teeth with long root trunks and short roots may have lost a majority of their support by the time that the furcation becomes affected

b. Teeth with long roots and short to moderate root trunk length are more readily treated as sufficient attachement remains to meet functional demands.

c. The shorter the root trunk, the less attachement has to be lost before the furcation is involved

d. Teeth with short  root trunks may be more accessible  to maintenance procedures

e. Teeth with short  root trunks may facilitate some surgical procedures

428. CM Root   form  importance in treatment planning:

a. The mesial root of most mandibular molars  and the mesiofacial root of the maxillary fisrt molar  are curved to distal in the apical third.

b. The curvature and fluting may increase the potential for root perforation during endodontics

c. These  anatomic features may also result in an increased incidence of vertical root fracture

d. Teeth with long roots and short to moderate root trunk length are more readily treated as sufficient attachement remains to meet functional demands.

e. The shorter the root trunk, the less attachement has to be lost before the furcation is involved

429. CM Anatomy of the furcation in treatment planning:

a. The presence of bifurcational ridges complicates scaling root planning and surgical therapy

b. The presence of a concavity in the dome complicates scaling root planning and surgical therapy

c. The presence of possible accessory canal complicates scaling root planning and surgical therapy

d. The curvature and fluting may increase the potential for root perforation during endodontics

e. These  anatomic features may also result in an increased incidence of vertical root fracture

430. CM cervical enamel projections in treatment planning:

a. Cervical enamel projections are reported to occur on 8.6%to 28.6% of molars

b. These projections can affect plaque removal,

c. These projections may be a local factor in the development of gingivitis and periodontitis

d. They should be removed to facilitate maintenance

e. They shouldn`t be removed to facilitate maintenance

431. CM The objectives of furcation therapy are to :

a. Facilitate maintenance

b. Prevent further attachement loss

c. Obliterate the furcation defects as a periodontal maintenance problem

d. Prevent maintenance

e. Favorize further attachement loss

432. CM Therapy for early furcation defects: class 1 

a. Class 1 defects are amenable to conservative periodontal surgery

b. Class 1 defects are not amenable to conservative periodontal surgery

c. Oral hygiene, scalling and root planning are effective

d. Oral hygiene, scalling and root planning are not effective

e. Overhanging margins or restoration, facial grooves should be eliminated by odontoplasty, recontouring or replacement

433. CM Therapy for furcation involvement class 2:

a. Shallow  horizontal involvement without significant vertical bone loss usually responds favorable to local flap operation

b. Isolated deep class 2 furcations may respond to flap procedures with osteoplasty and odontoplasty

c. Oral hygiene, scalling and root planning are effective

d. Oral hygiene, scalling and root planning are not effective

e. This reduces the dome of the furcation and alters gingival contours to facilitate the patient`s plaque removal

434. CM Therapy for advanced furcation defects class 2-4:

a. Oral hygiene, scalling and root planning are not effective

b. Non surgical treatment is commonly ineffective as the ability to instrument the tooth surfaces adequately is compromised

c. Periodontal surgery, endodontics and restoration of the tooth may be required to retain the tooth. 

d. This reduces the dome of the furcation and alters gingival contours to facilitate the patient`s plaque removal

e. Isolated deep class 2 furcations may respond to flap procedures with osteoplasty and odontoplasty

435. CM Surgical therapy for furcation involvement : root resection:

a. May be indicated in multirooted teeth with grade 2 to 4 furcation involvements.

b. Oral hygiene, scalling and root planning are not effective

c. Non surgical treatment is commonly ineffective as the ability to instrument the tooth surfaces

d. It is preferable to have en endodontic treatment before the resection of the root.

e. adequately is compromised periodontal surgery, endodontics and restoration of the tooth may be required to retain the tooth. 

436. CM The indications and contraindications for root resection by Bassaraba

a. Teeth that are of crtical importance to the overall dental treatment plan

b. Teeth that have sufficient attachment remaining for function

c. Teeth for wich there is no more predictable or cost effective method of therapy 

d. Teeth that don`t have sufficient attachment remaining for function

e. Teeth in patients with good oral hygiene and low activity for caries are suitable candidates

437. CM Guide to determining wich root should be resected in the treatment of furcations:

a. Remove the root that will eliminate the furcation and allow the production of a maintainable architecture  on the remaining roots.

b. Remove the root with with the greatest amount of bone and attachement loss

c. Remove the root that best contributes to the elimination of periodontal problems on adjacent teeth.

d. Remove the root with the greatest number of anatomic problems such as severe curvature, root flutings etc.  

e. Remove the root that least complicates future periodontal maintenance.

438. CS Hemisection definition:

a. Endodontic treatment of the roots

b. Therapeutical treatment of the tooth

c. Prosthetic treatment of the tooth

d. Surgical treatment of the tooth 

e. Splitting of a two rooted tooth in to two separate portions.

439. CS Hemisection is performed on:

a. Healthy mandibular molars

b. Mandibular molars with buccal and lingual class 2 or 3 furcation involvements

c. Healthy maxillary molars

d. Maxillary  molars with buccal and lingual class 2 or 3 furcation involvements

e. Third Mandibular molars

440. CM Retention of the resected root after hemisection:

a. After sectioning the tooth one or both roots can be retained 

b. The decision is based on the extent and pattern of bony loss

c. The decision is based on the root trunk and root length

d. The decision is based on the ability to eliminate the osseous defect

e. The decision is based on the endodontic and restorative consideration

441. CS Regenerating procedures in furcations is done to:

a. Mandibular molars with buccal and lingual class 2 or 3 furcation involvements

b. Furcations defects with deep two-walled  or significant three-walled components

c. Healthy maxillary molars

d. Maxillary  molars with buccal and lingual class 2 or 3 furcation involvements

e. Third Mandibular molars

442. CM Extraction of the teeth affectes by furcations is made to:

a. Patients who cannot or will not perform adequate plaque control

b. Patients who have a high level of caries activity

c. Patients who will not commit to a suitable maintenance program

d. Patients who have socioeconomic factors that may preclude more complex therapies

e. Patients who have a low level of caries activity

443. CM Radiographs in the diagnosis of periodontal disease

a. The radiograph is a valuable aid in the diagnosis of periodontal disease

b. The radiograph  has no importance in diagnostics

c. The radiograph is a valuable aid in determination of the prognosis and evaluation of the outcome of the treatment.

d. The radiograph is a substitute for clinical examination

e. The radiograph is an adjunct to the clinical examination

444. CM The interdental septa normally presents:

a. Like a thin radiopaque border , adjacent to the periodontal ligament and the crest 

b. This appears radiographically as   a continuous  white line

c. This appears radiographically as   a discontinuous  white line

d. Like a thin radiotransparent border , adjacent to the periodontal ligament and the crest 

e. The radiograph  has no importance in diagnostics

445. CM The width and shape of the interdental septum and the angle of the crest normally vary

a. According to the convexity of the proximal tooth surfaces 

b. This appears radiographically as   a discontinuous  white line

c. According to the level of the cementoenamel junction of the approximating teeth

d. Like a thin radiotransparent border , adjacent to the periodontal ligament and the crest 

e. The radiograph  has no importance in diagnostics
446. CS The interdental space and therefore the interdental septum is :

a. Between teeth with prominently convex proximal surfaces are wider anterioposteriorly 

b. This appears radiographically as   a discontinuous  white line

c. According to the level of the cementoenamel junction of the approximating teeth

d. Like a thin radiotransparent border , adjacent to the periodontal ligament and the crest 

e. The radiograph  has no importance in diagnostics

447. CS The faciolingual diameter of the bone is related  to:

a. The width of the proximal root surface.

b. Between teeth with prominently convex proximal surfaces are wider anterioposteriorly 

c. This appears radiographically as   a discontinuous  white line

d. According to the level of the cementoenamel junction of the approximating teeth

e. Like a thin radiotransparent border , adjacent to the periodontal ligament and the crest 

448. CS The angulation of the crest of the interdental septum is generally parallel to:

a. Between teeth with prominently convex proximal surfaces are wider anterioposteriorly 

b. A line between the cementoenamel junctions of the approximating teeth

c. This appears radiographically as   a discontinuous  white line

d. According to the level of the cementoenamel junction of the approximating teeth

e. Like a thin radiotransparent border , adjacent to the periodontal ligament and the crest 

449. CS Variation in radiographic technique prodeuces:

a. Artifacts that limit the diagnostic value of the radiograph.

b. A line between the cementoenamel junctions of the approximating teeth

c. This appears radiographically as   a discontinuous  white line

d. According to the level of the cementoenamel junction of the approximating teeth

e. Like a thin radiotransparent border , adjacent to the periodontal ligament and the crest 

450. CS The bone level, pattern of bone destruction  and width of the periodontal ligament space:

a. A line between the cementoenamel junctions of the approximating teeth

b. This appears radiographically as   a discontinuous  white line

c. Are modified by altering the exposure and development time, type of film and x-ray angulation

d. According to the level of the cementoenamel junction of the approximating teeth

e. Like a thin radiotransparent border , adjacent to the periodontal ligament and the crest 

451. CS For comparing bone levels in radiographs taken under similar conditions:

a. This appears radiographically as   a discontinuous  white line

b. Are modified by altering the exposure and development time, type of film and x-ray angulation

c. According to the level of the cementoenamel junction of the approximating teeth

d. Is helpful a grid calibrated in millimeters superimposed on the finished film

e. Like a thin radiotransparent border , adjacent to the periodontal ligament and the crest 

452. CS The long cone paralleling technique(in radiographs):

a. Projects the most realistic image of the level of the alveolar bone.

b. According to the level of the cementoenamel junction of the approximating teeth

c. Is helpful a grid calibrated in millimeters superimposed on the finished film

d. Like a thin radiotransparent border , adjacent to the periodontal ligament and the crest 

e. This appears radiographically as   a discontinuous  white line

453. CM The bisection of the angle technique (in radiographs):

a. Increases the projections 

b. Makes the bone margin appear closer to the crown

c. Is helpful a grid calibrated in millimeters superimposed on the finished film

d. Like a thin radiotransparent border , adjacent to the periodontal ligament and the crest 

e. This appears radiographically as   a discontinuous  white line

454. CM Shifting  the cone mesialy or distally without changing the horizontal plane:

a. It projects the x-rays obliquely and changes the shape of the interdental bone or radiograph

b. Changes the radiographic width of the periodontal ligament space

c. Changes the appearance of the lamina dura

d. It may distort the extent of the furcation

e. This appears radiographically as   a discontinuous  white line

455. CM Prichard established the following criteria  to determine adequate angulation of periapical radiographs:

a. The radiograph should show the tips of molar cusps with little or none of the occlusal surface showing

b. Enamel cusps and pulp chambers should be distinct

c. Interproximal spaces should be open

d. Proximal contacts should not overlap unless teeth are out of line anatomically

e. It may distort the extent of the furcation

456. CM Bone destruction in periodontal disease:

a. The radiograph does not reveal minor destructive changes in bone

b. Slight radiographic changes in the periodontal changes in the periodontal tissues mean that the disease has progressed beyond its earlier stages.

c. Interproximal spaces should be open

d. Proximal contacts should not overlap unless teeth are out of line anatomically

e. It may distort the extent of the furcation
457. CS the radiographic image tends to show:

a. Slight radiographic changes in the periodontal changes in the periodontal tissues mean that the disease has progressed beyond its earlier stages.

b. Interproximal spaces should be open

c. Less severe bone loss than that actually present

d. Proximal contacts should not overlap unless teeth are out of line anatomically

e. It may distort the extent of the furcation

458. CS the difference between the  alveolar  crest  height  and the radiographic appearance:

a. Interproximal spaces should be open

b. Less severe bone loss than that actually present

c. Ranges from 0 to 1.6mm mostly accounted for by x-ray angulation

d. Proximal contacts should not overlap unless teeth are out of line anatomically

e. It may distort the extent of the furcation
459. CM Amount of bone loss :

a. The radiograph is an indirect method for determining the amount of bone loss in periodontal disease

b. Less severe bone loss than that actually present

c. It shows the amount of remaining bone rather than the amount lost.

d. Ranges from 0 to 1.6mm mostly accounted for by x-ray angulation

e. Proximal contacts should not overlap unless teeth are out of line anatomically

460. CS The amount of bone lost is estimated to be:

a. The difference between the physiological bone level of the patient and the height of the remaining bone

b. Less severe bone loss than that actually present

c. It shows the amount of remaining bone rather than the amount lost.

d. Ranges from 0 to 1.6mm mostly accounted for by x-ray angulation

e. Proximal contacts should not overlap unless teeth are out of line anatomically

461. CM Distribution of bone loss:

a. The distribution of bone loss is an important diagnostic sign

b. It shows the amount of remaining bone rather than the amount lost.

c. It points points to the location of destructive local factors in different areas of the mouth and in relation to different surfaces of the same tooth.

d. Ranges from 0 to 1.6mm mostly accounted for by x-ray angulation

e. Proximal contacts should not overlap unless teeth are out of line anatomically

462. CM Pattern of bone destruction in periodontal disease.

a. The interdental septa undergo changes that affect the lamina dura

b. The interdental septa undergo changes that affect crestal radiodensity

c. The interdental septa undergo changes that affect size and shape of the medullary spaces

d. The interdental septa undergo changes that affect height of the bone

e. The interdental septa undergo changes that affect contour of the bone

463. CS. Horizontal bone loss is called:

a. The interdental septa may be reduced in height  with the crest horizontal and perpendicular to the long axis of the adjacent teeth

b. The interdental septa undergo changes that affect crestal radiodensity

c. The interdental septa undergo changes that affect size and shape of the medullary spaces

d. The interdental septa undergo changes that affect height of the bone

e. The interdental septa undergo changes that affect contour of the bone

464. CS Angular or vertical bone loss is called:

a. The interdental septa undergo changes that affect crestal radiodensity

b. The interdental septa may have angular or arcuate defects

c. The interdental septa undergo changes that affect size and shape of the medullary spaces

d. The interdental septa undergo changes that affect height of the bone

e. The interdental septa undergo changes that affect contour of the bone

465. CM Radiographs do not indicate:

a. The internal morphology or depth of the crater loke defects

b. Do not indicate the extent of involvement on the facial and lingual surfaces

c. It points points to the location of destructive local factors in different areas of the mouth and in relation to different surfaces of the same tooth.

d. Ranges from 0 to 1.6mm mostly accounted for by x-ray angulation

e. Proximal contacts should not overlap unless teeth are out of line anatomically

466. CM Dense cortical plates on the facial and lingual surfaces of the interdental septa:

a. Obscure destruction that occurs in the intervening cancellous bone 

b. As a result it is possible to have a deep crater in the bone between thw facial and lingual plates

c. The internal morphology or depth of the crater like defects

d. Do not indicate the extent of involvement on the facial and lingual surfaces

e. It points   to the location of destructive local factors in different areas of the mouth and in relation to different surfaces of the same tooth.

467. CS The earliest radiographic changes in periododontitis is considered:

a. The internal morphology or depth of the crater like defects

b. Fuzziness and a break in the continuity of the lamina dura at the mesial or distal aspects of the interdental septum 

c. Do not indicate the extent of involvement on the facial and lingual surfaces

d. It points   to the location of destructive local factors in different areas of the mouth and in relation to different surfaces of the same tooth.

e. Obscure destruction that occurs in the intervening cancellous bone 

468. CM A wedge shaped radiolucent area is:

a. Is formed at the mesial or distal aspect of the crest of the septal bone.

b. The apex of the area is pointed in the direction of the root

c. This is produced by resorbtion of the bone of the lateral aspect  of the interdental septum 

d. Fuzziness and a break in the continuity of the lamina dura at the mesial or distal aspects of the interdental septum 

e. Do not indicate the extent of involvement on the facial and lingual surfaces

469. CM The destructive process extends:

a. Across the crest of the interdental septum and the height is reduced

b. Fingerlike radiolucent projections extend from the crest into the septum

c. This is produced by resorbtion of the bone of the lateral aspect  of the interdental septum 

d. Fuzziness and a break in the continuity of the lamina dura at the mesial or distal aspects of the interdental septum 

e. Do not indicate the extent of involvement on the facial and lingual surfaces

470. CS The height os the interdental septum:

a. Across the crest of the interdental septum and the height is reduced

b. Fingerlike radiolucent projections extend from the crest into the septum

c. Is progressively reduced by the extension of inflammation and the resorbtion of bone

d. This is produced by resorbtion of the bone of the lateral aspect  of the interdental septum 

e. Do not indicate the extent of involvement on the facial and lingual surfaces

471. CM Radiographic appearance of interdental craters:

a. Interdental craters are seen as irregular areas of reduced radioopacity on the alveolar bone crests

b. They are generally not sharply demarcated from the rest of the bone with which they blend gradually

c. This is produced by resorbtion of the bone of the lateral aspect  of the interdental septum 

d. They appear as vertical defects 

e. Do not indicate the extent of involvement on the facial and lingual surfaces

472. CM Radiographic appearance of furcation involvements:

a. Radiographs are helpful in diaganosticating furcations

b. Interdental craters are seen as irregular areas of reduced radioopacity on the alveolar bone crests

c. Radiographs may show artifacts that make it possible for furcation  involvement to be present without detectable radiographic changes

d. They are generally not sharply demarcated from the rest of the bone with which they blend gradually

e. This is produced by resorbtion of the bone of the lateral aspect  of the interdental septum 

473. CM TO assist in the radiographic detection of furcation involvement the following diagnostic criteria are suggested

a. The slightest radiographic change in the furcation area should be investigated

b. Diminished radiodensity in the furcation area in which outlines of bony trabeculae are visible suggests furcation involvement

c. Whenever there is marked bone loss in relation to a single molar root, it may be assumed that the furcation Is also involved

d. Interdental craters are seen as irregular areas of reduced radioopacity on the alveolar bone crests

e. Radiographs may show artifacts that make it possible for furcation  involvement to be present without detectable radiographic changes

474. CS radiographic appearance of the periodontal abscess:

a. Diminished radiodensity in the furcation area in which outlines of bony trabeculae are visible suggests furcation involvement

b. Whenever there is marked bone loss in relation to a single molar root, it may be assumed that the furcation Is also involved

c. The abscess presents as a discrete area of radiolucency along the lateral aspect of the root

d. Interdental craters are seen as irregular areas of reduced radioopacity on the alveolar bone crests

e. Radiographs may show artifacts that make it possible for furcation  involvement to be present without detectable radiographic changes

475. CM Juvenile periodontitis is characterized by a combination of the following radiographic  features:

a. Bone loss may occur initially in the maxillary and mandibular incisor and/or first molar areas

b. Loss of alveolar bone may become generalized as the disease progresses but remains les pronounced in the premolar areas

c. The abscess presents as a discrete area of radiolucency along the lateral aspect of the root

d. Interdental craters are seen as irregular areas of reduced radioopacity on the alveolar bone crests

e. Radiographs may show artifacts that make it possible for furcation  involvement to be present without detectable radiographic changes

476. CM Additional radiographic criteria in the diagnosis of periodontal ddisease.

a. Radiopaque horizontal line across the roots

b. Vessel canals in the alveolar bone

c. Differentiation between treated and untreated periodontal disease

d. The abscess presents as a discrete area of radiolucency along the lateral aspect of the root

e. Interdental craters are seen as irregular areas of reduced radioopacity on the alveolar bone crests

477. CM Proper diagnosis is essential to intelligent treatment:

a. It should first determine whether the disease is present

b. Identify iits type, extent, distribution and severity

c. Provide an understanding of the underlying pathologic processes and its cause

d. Vessel canals in the alveolar bone

e. Differentiation between treated and untreated periodontal disease

478. CM Periodontal diagnosis is determined after careful analysis:

a. Of the case history and evaluation of the clinical signs and symptoms

b. Provide an understanding of the underlying pathologic processes and its cause

c. Of the results of various tests (probing mobility assessments, radiographs, blood tests and biopsies)

d. Vessel canals in the alveolar bone

e. Differentiation between treated and untreated periodontal disease

479. CM Medical history:

a. Is obtained at the first visit

b. The patient should be made aware of the possible role that some systemic disease may play in the cause of periodontal disease

c. Of the results of various tests (probing mobility assessments, radiographs, blood tests and biopsies)

d. Oral infection may have a powerful influence on the occurrence and severity of a variety of systemic diseases

e. Provide an understanding of the underlying pathologic processes and its cause

480. CM The medical history should include reference to:

a. A list of all medications being taken by the patient

b. Cardiological, hematological endocrine problems, infectious diseases

c. Occupational disease

d. Abnormal bleedings

e. History of allergy

481. CM Dental history, patients can report:

a. Bleeding gums

b. Loose teeth 

c. Spreading of the teeth

d. Foul taste in the mouth 

e. Itchy feeling in the gums 

482. CM Variation of pain in periodontal patients:

a. Constant, dull gnawing pain

b. Dull pain after eating

c. Deep radiating pains in the jaws

d. Acute throbbing pain

e. Sensitivity when chewing, to heat and cold

483. CM The dental history should include reference to:

a. A list of visits to the dentist, including frequency, date of the most recent visit, nature of treatment

b. The patients oral hygiene regimen, including tooth brushing frequency, method etc.

c. Any orthodontic treatment

d. If the patient is experiencing pain in the teeth o in the gums

e. Bleeding gums should be cited, including when first noted

484. CM Examination of the oral cavity:

a. The examination should include the lips, floor of the mouth tongue and palate

b. The examination should include the oropharyngeal region as well as the quantity of saliva

c. A list of visits to the dentist, including frequency, date of the most recent visit, nature of treatment

d. The patients oral hygiene regimen, including tooth brushing frequency, method etc.

e. Any orthodontic treatment

485. CM Examination of lymph nodes:

a. The diagnostician should routinely examine and evaluate head and neck lymph nodes

b. Lymph nodes can become enlarged and/or indurated as a result of an infectious episode

c. Inflammatory nodes become enlarged palpable, tender and fairly immobile

d. The overlying skin may be red and warm.

e. After successful therapy lymph nodes return normal in a matter of days or few weeks

486. CM Mobility is graded according to the ease and extent of tooth movement as follows:

a. Normal mobility

b. Grade 1: slightly more than normal

c. Grade 2: moderately more than normal

d. Grade 3: severe mobility faciolingually combined with vertical displacement

e. Grade 4: no mobility

487. CM Increased mobility is caused by one or more of the following factors:

a. Loss of tooth support (bone loss)

b. Trauma from occlusion

c. Extension of inflammation from the gingiva or from the periapex into the periodontal ligament

d. Periodontal surgery

e. Tooth mobility is increased in pregnancy

488. CM Periodontal findings that suggest the trauma from occlusion include:

a. Excessive tooth mobility particularly in teeth showing radiographic evidence of a widened periodontal space

b. Vertical or angular bone destruction

c. Infrabony pockets

d. Pathologic migration, especially on the anterior teeth

e. Tooth mobility is increased in pregnancy

489. CM Sensitivity to percussion:

a. Is a feature of acute inflammation of the periodontal ligament

b. Gentle percussion of a tooth at different angle aids in localizing the site of inflammatory involvement

c. Excessive tooth mobility particularly in teeth showing radiographic evidence of a widened periodontal space

d. Vertical or angular bone destruction

e. Infrabony pockets

490. CM Methods for assessing plaque and calculus accumulation:

a. The presence of supragingival plaque or calculus can be directly observed

b. The amount of calculus can be measured with a calibrated probe 

c. Is a feature of acute inflammation of the periodontal ligament

d. Gentle percussion of a tooth at different angle aids in localizing the site of inflammatory involvement

e. Excessive tooth mobility particularly in teeth showing radiographic evidence of a widened periodontal

491. CS Detection of subgingival calculus:

a. The presence of supragingival plaque or calculus can be directly observed

b. The amount of calculus can be measured with a calibrated probe 

c. Each tooth surface is carefully checked to the level of the gingival attachment with a sharp n.17 explorer

d. Is a feature of acute inflammation of the periodontal ligament

e. Gentle percussion of a tooth at different angle aids in localizing the site of inflammatory involvement

492. CM Features of gingiva that should be considered:

a. Color and size

b. Consistency 

c. Position

d. Ease of bleeding

e. Surface texture

493. CM Criteria for the gingival index:

a. 0-normal gingiva

b. 1 mild inflammation –no bleeding on probing

c. moderate inflammation- bleeding on probing

d. severe inflammation –tendency toward spontaneous bleeding

e. no inflammation 

494. CM Criteria for the modified gingival index:

a. 0 –absence of inflammation 

b. mild inflammation -  little change in texture of any portion but not the entire marginal or papillary gingival unit

c. mild inflammation- involvement the entire marginal or papillary gingival unit

d. moderate inflammation- glazing, redness edema hypertrophy of the marginal or papillary gingival unit

e. severe inflammation- marked redness, edema hypertrophy of the marginal or papillary gingival unit spontaneous bleeding congestion or ulceration

495. CM criteria for the periodontal index:

a. Negative

b. Mild gingivitis

c. gingivitis 

d. gingivitis with pocket formation

e. 8- advanced destruction with loss of masticatory funtion

496. CM To determine the periodontal disease index PDI following teeth are selected: 

a. Maxillary right first molar

b. Maxillary left central incisor 

c. Maxillary left first premolar

d. Mandibular left first molar 

e. Mandibular right central incisor

497. CM Tooth mobility occurs in two stages:

a. The initial or intrasocket stage is where the tooth moves within tconfines of the periodontal ligament

b. The secondary stage which occurs gradually and entails elastic deformation of the alveolar bone in response to increased horizontal forces

c. The amount of calculus can be measured with a calibrated probe 

d. Each tooth surface is carefully checked to the level of the gingival attachment with a sharp n.17 explorer

e. Is a feature of acute inflammation of the periodontal ligament

498. CM When the force Is discontinued , the teeth return to their original position in two stages:

a. The first is an immediate, spring like elastic recoil

b. The second is a slow, asymptomatic recovery movement

c. Each tooth surface is carefully checked to the level of the gingival attachment with a sharp n.17 explorer

d. The recovery movement is pulsating

e. Is a feature of acute inflammation of the periodontal ligament

499. CS Classification of gingival recessions by Miller Class 1

a. Narrow or wide localized classical recession isolated to the facial surface with papillae filling the interdental areas

b. Narrow and wide facially localized classical recessions, which extend beond the mucogingival line in to mobile mucosa

c. Broad recessions that extend beyond the mucogingival line in to mobile mucosa. The interdental papillae may be lost

d. Loss of periodontal hard(bone) and soft tissues around the entire tooth

e. No gingival recessions

500. CS Classification of gingival recessions by Miller Class 2

a. Narrow or wide localized classical recession isolated to the facial surface with papillae filling the interdental areas

b. Narrow and wide facially localized classical recessions, which extend beond the mucogingival line in to mobile mucosa

c. Broad recessions that extend beyond the mucogingival line in to mobile mucosa. The interdental papillae may be lost

d. Loss of periodontal hard(bone) and soft tissues around the entire tooth

e. 0- No gingival recessions

501. CS Classification of gingival recessions by Miller Class 3

a. Narrow or wide localized classical recession isolated to the facial surface with papillae filling the interdental areas

b. Narrow and wide facially localized classical recessions, which extend beond the mucogingival line in to mobile mucosa

c. Broad recessions that extend beyond the mucogingival line in to mobile mucosa. The interdental papillae may be lost

d. Loss of periodontal hard(bone) and soft tissues around the entire tooth

e. No gingival recessions

502. CS Classification of gingival recessions by Miller Class 4

a. Narrow or wide localized classical recession isolated to the facial surface with papillae filling the interdental areas

b. Narrow and wide facially localized classical recessions, which extend beond the mucogingival line in to mobile mucosa

c. Broad recessions that extend beyond the mucogingival line in to mobile mucosa. The interdental papillae may be lost

d. Loss of periodontal hard(bone) and soft tissues around the entire tooth

e. No gingival recessions
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