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Public Health Dentistry, as a discipline of dentistry is all encompassing 
subject and comprehensive by its nature. It is rapidly growing and expanding 
its horizons by imbibing the enormous research output in the last few 
decades. The concepts of public health dentistry are of high importance 
in resolving health problems at mass level. It includes such varied topics 
like Epidemiology, Sociology, Anthropology, Health Psychology, Health 
Administration, Health Economics, Behavioral Sciences, Biostatistics, 
Environment and Health in addition to Clinical dentistry in its folds. 
Expansiveness is the beauty of this subject. It propounds more holistic 
approach to address the current health problems.

In my observation as a teacher of dentistry in the last 30 years, many students find this subject 
insipid and tough nut to crack. Probably teachers need different teaching methods to drive home 
the message across to their students. Perhaps MCQs provide such opportunity. MCQs incite the 
thinking, analyzing, discriminating, decision making abilities of the students. In this process learning 
becomes more concrete and the knowledge gets deep rooted. Inculcating such learning behavior 
among present students is a human service. I believe that this book of MCQs and Viva Points in 
Public Health Dentistry, authored by Dr Sahana. S and Dr. Shivakumar. G.C. has every potential to 
instill the required knowledge and facilitate deep learning in our students. It can also help faculty in 
learning and recapitulating their subject knowledge.

The book has totally 40 chapters, which covers a lot of ground beginning from ‘History of Public 
Health’ to ‘Case History and Treatment Planning’. Author has made every attempt to capture the 
subject and cater to our under graduate students, Post graduate aspirants and also Postgraduate 
students. I wish the book to strike a positive note among the student community. My heart felt 
congratulations to Dr Sahana. S. and Dr Shivakumar. G.C. in the end just like to say them ‘Sky is 
the limit’.

Nagesh Lakshminarayan
Professor and Head

Public Health Dentistry
Institute of Dental Sciences, Bareilly

Uttar Pradesh

Foreword
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This book presents facts about Public Health Dentistry topics in an objective and comprehensive 
manner. Efforts have been taken for scientific construction and systematic presentations. Both MCQs 
and viva points are written chapter wise looking into the finer details and for the ease of student’s 
comprehension. 

MCQs have high reliability, validity and manageability. They are a precise way of assessing students 
knowledge. With over 1500 questions trying to cover the entire syllabus of Public Health Dentistry, 
this book aims to provide students the subject in a nutshell.

Viva points helps students to brush up the subject at a glance and to easily memorize theoretical 
concepts and fundamentals. It helps in providing an insight to the subject and to make it more 
interesting. 

MCQs and viva points are designed in such a fashion to maintain
• Objective
• Accuracy
• Structured format

We sincerely hope this book provides students with necessary contents and help them for exam 
preparedness.

Sahana. S
Shivakumar. G.C

Preface
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1. Which of the Vedas developed gradu-
ally into science of Ayurvedha?

 (a) Atharvaveda
 (b) Rigveda
 (c) Yajurveda
 (d) Samaveda
2. According to this theory, disease is 

considered to be the invasion of evil 
spirits:

 (a) Germ theory of disease
 (b) Supernatural theory of disease
 (c) Multifactorial theory
 (d) Web of causation 
3. Who is considered as the “Father of 

Indian Surgery”?
 (a) Dhanvantri
 (b) Charaka
 (c) Susruta
	 (d)	 Aryabatt
4. Ayurvedha means the:
 (a) Knowledge of life
 (b) Knowledge of death
 (c) Knowledge of disease
 (d) Knowledge of people
5. Barefoot doctors and Acupuncture 

originate from:
 (a) Chinese medicine
 (b) Egyptian medicine

History of Public Health

1
C H A P T E R

 (c) Greek medicine
 (d) Roman medicine
6. Which civilization stressed on sani-

tary works, with public baths and un-
derground drains?

 (a) Roman civilization
 (b) Mesopotamian civilization
 (c) Egyptian civilization
 (d) Greek civilization
7. Babylonian Code of Hammurabi lays 

down:
	 (a)	 Codification	of	medical	practice
 (b) Laws of hygiene
 (c) Sanitation laws
 (d) Medical oath
8. The present day symbol of medicine is 

after	which	leader?
 (a) Hammurabi
 (b) Susruta
 (c) Marcus Aurelius
 (d) Aesculapius
9. The book titled “On Airs, Waters and 

Places” is authored by:
 (a) Douglas Guthrie
 (b) Hippocrates
 (c) Aesculapius
 (d) Charaka

Chapter 1.indd   1 04-12-2015   15:44:07



2 MCQs and Viva in Public Health Dentistry

10. The medieval period (500 – 1500 A.D.) 
is also called as:

 (a) Revival of medicine
 (b) Dark Ages of medicine
 (c) Sanitary awakening
 (d) Birth of preventive medicine
11. Chadwick’s report on “The Sanitary 

Conditions of the Laboring Popula-
tion” was on:

 (a) The plague epidemic
 (b) The cholera epidemic
 (c) The typhoid epidemic
 (d) The diphtheria epidemic
12. The concept of “risk factors” as deter-

minants of chronic diseases were rec-
ognized in:

 (a) Disease control phase
 (b) Health promotional phase
 (c) Social engineering phase
 (d) Health for all phase
13. Small pox vaccination was discovered 

by:
 (a) James Lind
 (b) John Hunter
 (c) Edwin Chadwick
 (d) Edward Jenner
14. The slogan “A clean tooth never de-

cays” was given by:
 (a) G V Black
 (b) Leon Williams
 (c) McKay
 (d) Alfred Jones
15.	 Which	civilization	is	often	referred	to	

as “Cradle of civilization”:
 (a) Mesopotomian
 (b) Egyptian
 (c) Greek
 (d) Roman
16. Medical manuscripts, namely “Edwin 

Smith Papyrus” and “Ebers Papyrus” 
belonged to which civilization?

 (a) Indian medicine
 (b) Egyptian medicine
 (c) Mesopotomian medicine
 (d) Greek medicine
17. Who quoted “ Where there is love for 

mankind, there is love for the art of 
healing”?

 (a) Aesculapius
 (b) Marcus Aurelius
 (c) Hippocrates
 (d) Galen
18. Geomancy is the:
 (a) Interpretation of dreams
 (b) Calling of demons
 (c) Worshipping gods
 (d) Contaminated air
19. The Egyptian God of Health was:
 (a) Aesculapius
 (b) Horus
 (c) Hammurabi
 (d) Babylon
20. Which civilization was known for 

their well built sewerage systems and 
hospital establishments?

 (a) Greek civilization
 (b) Egyptian civilization
 (c) Mesopotomian civilization
 (d) Roman civilization
21. Galen proposed that disease is due to 

three factors, namely:
 (a) Predisposing, exciting and envi-

ronmental factors
 (b) Predisposing, risk and exciting 

factors
 (c) Predisposing, exploratory and 

causative factors
 (d) Predisposing, risk and explorato-

ry factors
22. Which time period is known as the 

“Dark ages of medicine”?
 (a) 500 BC – 1500 BC
 (b) 500 AD – 1000 AD
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 (c) 500 AD – 1500 AD
 (d) 1000 AD – 1500 AD
23. “The Tridosha theory of Ayurvedha” 

is similar to:
 (a) Supernatural theory
 (b) Germ theory
 (c) Humoral theory
 (d) Web of causation
24. What measures were undertaken 

in the disease control phase (1880 – 
1920)?

 (a) Control of man’s physical envi-
ronment

 (b) Health promotion of individuals
 (c) Outlook into risk factors
 (d) Social and economic equality
25.	 The	concept	of	health	centre	was	first	

given in 1920 by:
	 (a)	 Lord	Mount	Batten
 (b) Lord Dawson
 (c) Lord Chadwick
 (d) Lord Alfred
26. The concept of risk factors as deter-

minants of disease was addressed in 
which phase of public health?

 (a) Disease control phase
 (b) Health promotional phase
 (c) Social engineering phase 
 (d) Health for all phase
27. Which of these is a unique characteris-

tic of oral diseases?
 (a) They have a universal prevalence
	 (b)	 They	 undergo	 remission	 if	 left	

untreated
 (c) They are less time consuming 

professional treatment
 (d) They are less expensive to treat
28. A clean tooth never decays was the 

idea of:
 (a) Leon Williams
 (b) GV Black

 (c) Guy de Chauliac
 (d) Giovani
29. “Medicine is a social science and poli-

tics is medicine on a larger scale” was 
said by:

 (a) Virchow
 (b) Francis Peabody
 (c) Crew
 (d) Rene Sand
30. Deprofessionalization of medicine, or 

laymen started to participate in health 
care delivery by the practice of:

 (a) Health education
 (b) Primary health care
 (c) Biostatistics
 (d) Clinical trials
31. The tool of dental public health con-

cerned with the management of per-
sonnel	 and	 operations	 in	 an	 efficient	
manner is:

 (a) Principles of administration
 (b) Social sciences
 (c) Preventive dentistry
 (d) Epidemiology
32. The two main areas under principles 

of administration are:
 (a) Progam and analysis
 (b) Planning and evaluation
 (c) Organization and management
 (d) Biostatistics and epidemiology
33.	 The	first	step	in	the	present	day	public	

dental health procedure is:
 (a) Survey
 (b) Analysis
 (c) Programme planning
 (d) Financing
34. The step of analysis in dental public 

health is comparable to what for an 
individual patient?

 (a) Examination
 (b) Diagnosis
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 (c) Treatment planning
 (d) Evaluation
35. Assessment of population demo-

graphics, economic resources and in-
frastructure is termed:

 (a) Programme planning
 (b) Programme operation
 (c) Situation Analysis
 (d) Evaluation
36.	 The	 draft	 plan	 for	 “National	 Oral	

health	 policy”	 was	 submitted	 to	 the	
ministry of health, Government of In-
dia in:

 (a) 1975
 (b) 1985
 (c) 1995
 (d) 2005

History of Public Health
1. The medical system truly indian in or-

igin is the Ayurvedha and the Siddha 
System.

2. Ayurvedha means knowledge of life, 
which proposes the “tridosha theory 
of disease”. The doshas or humor are 
vata,	pitta	and	kapha.

3. Susruta is considered the Father of In-
dian Surgery and he compiled Susruta 
Samhita.

4. Chinese medicine is based on two 
priniciples – yang and yin. The bare-
foot doctors and acupuncture have 
their origin from in china.

5. Greek medicine enjoyed the reputa-
tion of civilizers of the ancient world. 
Hippocrates is called the “Father of 
Medicine. He compiled the “Corpus 
Hippocraticum” that encompassed all 
branches of medicine. His oath, “Hip-
pocratic Oath” is the keystone of med-
ical ethics.

6.	 Public	health	is	defined	as	the	art	and	
science of preventing disease, pro-

longing life and promoting physical 
and	 mental	 efficiency	 through	 orga-
nized	community	efforts—by	Charles	
Edward Winslow, in 1920.

7. Four distinct phases of public health 
have	been	identified:

	 (a)	 Disease	 control	 phase—Public	
health aimed to control man’s 
physical environment by bring-
ing sanitary legislation and sani-
tary reforms.

	 (b)	 Health	 promotional	 phase—
Health promotions was initi-
ated through maternal and child 
health services, school health ser-
vices, industrial health services, 
mental health and rehabilitation 
services.

	 (c)	 Social	 engineering	 phase—
Social and behavioural aspects 
of disease and health were given 
a	 new	 priority	 as	 the	 pattern	 of	
disease began to change.

	 (d)	 Health	for	all	phase—against	the	
backdrop of health inequalities in 
1981, WHO pledged for Health 
for all phase.

8.	 There	 are	 five	 tools	 of	 dental	 public	
health:

 (a) Epidemiology
 (b) Biostatistics
 (c) Social sciences
 (d) Principles of administration
 (e) Preventive dentistry
9. The role of dental practitioners in im-

proving public health is by:
 (a) Proposal to build a new school 

building
 (b) Fluoridate the drinking water 

supply
 (c) Expansion of recreational facili-

ties for children
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Key
 1. (a)  2. (b)  3. (c)  4. (a)  5. (a)  6. (c)

 7. (a)  8. (d)  9. (b)  10. (b)  11. (b)  12. (c)

 13. (d)  14. (b)  15. (c)  16. (b)  17. (c)  18. (a)

 19. (b)  20. (d)  21. (a)  22. (c)  23. (c)  24. (a)

 25. (b)  26. (c)  27. (a)  28. (a)  29. (a)  30. (b)

 31. (a)  32. (c)  33. (a)  34. (b)  35. (c)  36. (b)

 (d) Building a community health 
centre

 (e) To discuss community health 
problems

10. Similarities between personal and 
community health care or their proce-
dural steps are:

Patient Community
Examination Survey
Diagnosis Analysis
Treatment planning Programme Planning
Treatment Programme Operation
Payment for service Finance
Evaluation Approval
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1. The study of disease distribution and 
causation in specified populations is:

 (a) Epidemiology
 (b) Biostatistics
 (c) Psychology
 (d) Sociology
2. Epidemiology is made of which three 

components:
 (a) Disease frequency, disease out-

come, disease determinant
 (b) Disease frequency, disease distri-

bution, disease determinant
 (c) Disease frequency, disease vari-

ant, disease outcome
 (d) Disease variant, disease outcome, 

disease frequency
3. Epidemiology concerns with:
 (a) Cases only
 (b) Sick and healthy
 (c) Diseased individuals
 (d) None of the above
4. Which of these is characteristic to Epi-

demiology?
 (a) The study of disease pattern in 

population
 (b) Seeking diagnosis from prognosis 

is derived 

General Epidemiology and Screening

2
C H A P T E R

 (c) Clinical and laboratory examina-
tions are performed

 (d) The unit of study is a case or cases
5. Which aspect of epidemiology tests 

etiological hypothesis and identifies 
the underlying cause?

 (a) Descriptive epidemiology
 (b) Clinical trial epidemiology
 (c) Analytical epidemiology
 (d) Experimental epidemiology
6. What is the epidemiological approach 

to problems of health and disease?
 (a) Identifying cases and making 

comparison
 (b) Asking questions and making 

comparison
 (c) Understanding determinants and 

asking questions
 (d) Marking areas and making 

comparison
7. Which of these procedures does not 

ensure comparability between study 
and control groups?

 (a) Randomization
 (b) Matching
 (c) Standardization
 (d) Manipulation
8. Any piece of information referring to 

the patient or his disease is termed as:

Chapter 2.indd   6 04-12-2015   15:45:08



General Epidemiology and Screening 7

 (a) Circumstance
 (b) Variate
 (c) Matching
 (d) Confounding
9. A factor in the environment that might 

be suspected of causing a disease is:
 (a) Variate
 (b) Bias
 (c) Blinding
 (d) Circumstance
10. The occurrence of some particular 

event in a population during a given 
time period is known as:

 (a) Rate
 (b) Ratio
 (c) Proportion
 (d) Incidence
11. A rate comprises of the following ele-

ments:
 (a) Numerator, denominator, multi-

plier
 (b) Numerator, denominator, time 

specification and multiplier
 (c) Numerator and denominator
 (d) Numerator, denominator, time
12. Identify the actual observed rate, i.e. 

crude rate:
 (a) Birth rate
 (b) Rates due to specific causes
 (c) Rates in specific groups
 (d) Rates in specific time periods
13. A measure of disease frequency, ex-

pressing a relation in size between 
two random quantities is:

 (a) Rate
 (b) Ratio
 (c) Proportion
 (d) Prevalence
14. Which of these is not characteristic to 

International Death Certificate?
 (a) The concept of underlying cause 

is the essence

 (b) The disease or injury which 
initiated the chain of morbid 
event

 (c) The circumstances of the accident 
or violence 

 (d) The compensation or renumera-
tion obtained in accidental death

15. A limitation of mortality data is:
 (a) Diseases with high fatality
 (b) Uniform method of data collec-

tion
 (c) Incomplete reporting of deaths
 (d) Accuracy
16. When an analysis is planned to throw 

light on etiology, it is essential to use:
 (a) Crude death rate
 (b) Specific death rate
 (c) Case fatality rate
 (d) Proportional mortality rate
17. The confounding effect of different 

age structures are removed by using 
the:

 (a) Survival rate
 (b) Crude death rate
 (c) Adjusted or standardised rate
 (d) Case fatality rate
18. The tools of rate, ratio or proportion 

expresses:
 (a) Disease incidence
 (b) Disease onset
 (c) Disease magnitude
 (d) Disease distribution
19. The multiplier in the crude death rate 

as a measurement of mortality is:
 (a) 10
 (b) 100
 (c) 10000
 (d) 1000
20. Any departure, subjective or objective 

from a state of physiological well be-
ing is:
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8 MCQs and Viva in Public Health Dentistry

 (a) Mortality
 (b) Morbidity
 (c) Natality
 (d) Disability
21. Identify a technique which is not used 

for standardization:
 (a) Life table
 (b) Regression technique
 (c) Multivariate analysis
 (d) Blinding technique
22. Incidence rate is defined as the:
 (a) Number of new cases in a given 

time period
 (b) Number of old cases in a given 

time period
 (c) Number of current cases in a 

given time period
 (d) Number of cases unregistered at 

a given time period
23. By definition, the incidence rate does 

not refer to:
 (a) Only new cases
 (b) During a given period
 (c) In the whole population
 (d) New episodes of disease in a giv-

en time period per 1000 popula-
tion

24. Which of these is an use of prevalence 
rate:

 (a) To control disease
 (b) For conducting research on etiol-

ogy and pathogenesis
 (c) To estimate the magnitude of 

health problems
 (d) For checking efficacy of preven-

tive and therapeutic measures
25. Relationship between prevalence and 

incidence:
 (a) Prevalence = Incidence × Mean 

duration
 (b) Prevalence = Incidence + Mean 

duration

 (c) Prevalence = Incidence – Mean 
duration

 (d) Prevalence = Incidence + Mean 
duration × 2

26. Which of these does not qualify under 
analytical studies?

 (a) Ecological 
 (b) Cross sectional
 (c) Case control
 (d) Field trials
27. The incidence rate is useful to take ac-

tion:
 (a) To control disease
 (b) To mark geographical areas of 

the disease
 (c) To describe bimodality
 (d) To describe international varia-

tions
28. Which of these studies uses commu-

nity as a unit of study?
 (a) Cross sectional study
 (b) Case control study
 (c) Randomized controlled trial
 (d) Community trial
29. The study of distribution of disease 

or health related characteristics in hu-
man population is:

 (a) Case control study
 (b) Cohort study
 (c) Descriptive study
 (d) Experimental study
30. The population base defined in de-

scriptive epidemiology is to gather in-
formation on:

 (a) Age, gender, occupation and cul-
tural characteristics

 (b) Cause of the disease
 (c) Outcome of the disease
 (d) Variants of the disease
31. Operational definition defined by an 

epidemiologist is to obtain an accurate 
estimate of disease which should be:
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 (a) Validity and reliability
 (b) Valid and precise
 (c) Reproducibility and 

quantifiability
 (d) Validity and sensitivity
32. Which of these is not correct for de-

scriptive epidemiology?
 (a) It describes the occurrence of 

disease
 (b) Identifies the presence or absence 

of disease
 (c) Identifies distribution of disease 

by time, place and person
 (d) Identifies the risk factor of the 

disease
33. The occurrence in a community or 

region of cases of an illness or other 
health related events clearly in excess 
of normal expectancy:

 (a) Endemic
 (b) Epidemic
 (c) Pandemic
 (d) Sporadic
34. An epidemic is the best example of:
 (a) Short term fluctuations
 (b) Periodic fluctuations
 (c) Long term trends
 (d) Secular trends
35. Median incubation period is the time 

required for:
 (a) 50 percent of the cases to occur 

following exposure
 (b) 60 percent of the cases to occur 

following exposure
 (c) 70 percent of the cases to occur 

following exposure
 (d) 80 percent of the cases to occur 

following exposure
36. Propagated epidemics does not in-

clude:
 (a) Person to person transfer
 (b) Anthropod vector

 (c) Animal reservoir
 (d) Modern day epidemics
37. An epidemic curve describes the rela-

tionship of time with:
 (a) Occurrence of cases
 (b) Identification of disease
 (c) Clustering of cases
 (d) Exposure to a suspected source
38. Which of the following about com-

mon source single exposure epidem-
ics is true?

 (a) The exposure to the disease agent 
is brief

 (b) The resultant cases develop after 
several incubation period

 (c) The epidemic curve has two 
peaks

 (d) Following an exposure, 10 
percent of cases develop

39. Which feature of a point source epi-
demic is not correct?

 (a) Epidemic curve rises and falls 
rapidly

 (b) There is no clustering of cases in 
a narrow interval of time

 (c) All cases develop within one 
incubation period

 (d) It classifies under common source 
epidemic

40. Shaded maps suggests which type of 
geographical variation?

 (a) Rural-urban variations
 (b) International variations
 (c) Local variations
 (d) National variations
41. The phenomenon of two separate 

peaks in the age incidence curve of a 
disease is:

 (a) Bimodality
 (b) Migration
 (c) Causality
 (d) Association
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42. An outbreak of cholera due to a well 
of contaminated water is an example 
of:

 (a) Common source single exposure 
epidemics

 (b) Common source continuous 
exposure epidemics

 (c) Propagated epidemics
 (d) Secular trends
43. Epidemics of hepatitis A and polio is 

an example for:
 (a) Common source single exposure 

epidemic
 (b) Common source continuous 

exposure epidemic
 (c) Propagated person to person 

epidemic
 (d) Propagated animal reservoir 

epidemic
44. The study of distribution of disease in 

different populations yields the im-
portance of:

 (a) Genes versus environment
 (b) Causative factors
 (c) Bias
 (d) Determinants of disease
45. The amount of the cause needed to 

lead to a stated incidence of the effect 
is:

 (a) Expected outcome
 (b) Dose response relationship
 (c) Time response relationship
 (d) Population explosion
46. John Snow conducted his classic in-

vestigation of cholera epidemic in:
 (a) Golden square district of Paris
 (b) Golden square district of New 

Zealand
 (c) Golden square district of London
 (d) Golden square district of America
47. Which epidemic did John Snow inves-

tigate in England?

 (a) Typhoid
 (b) Cholera
 (c) Rubella
 (d) Mumps
48. Hodgkin’s Lymphoma, leukemia and 

female breast cancer are all classical 
examples for:

 (a) Bimodality
 (b) Epidemics
 (c) Endemics
 (d) Case control study
49. Which of the following statements do 

not hold true for case control study?
 (a) Both exposure and outcome have 

occurred before the start of the 
study

 (b) The study proceed backwards 
from effect to cause

 (c) It uses a control group to support 
or refute an inference

 (d) The data is analysed in terms of 
incidence rates

50. The process by which controls are 
selected to ensure comparability be-
tween cases and controls is:

 (a) Confounding
 (b) Bias
 (c) Matching
 (d) Blinding
51. Eligibility criteria in selection of case 

requires:
 (a) All current cases be included
 (b) Only newly diagnosed cases to 

be included
 (c) All cases and controlS to be 

included
 (d) Only old cases to be included
52. The cases for a case control study is 

drawn from:
 (a) Hospitals
 (b) Industries
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 (c) Schools
 (d) Old age homes
53. The limitation in selection of controls 

for case control study is:
 (a) Limited number of controls avail-

able
 (b) Disease in subclinical form where 

diagnosis is difficult
 (c) Noncooperative individuals
 (d) Longer time period required
54. Hospital sources as controls in case 

control study is often a source of:
 (a) Memory bias
 (b) Recall bias
 (c) Selection bias
 (d) Interviewer’s bias
55. The ideal number of controls in case 

control study will be:
 (a) Equal number of controls to cases
 (b) Lower number of controls to cases
 (c) Higher number of controls to cases
 (d) No taking of controls 
56. A factor which is associated with both 

the exposure and disease is:
 (a) Bias
 (b) Confounding factor
 (c) Risk factor
 (d) Precipitating factor
57. Name the confounding factor in the 

study of the role of alcohol in the eti-
ology of oesophageal cancer:

 (a) Smoking habit
 (b) Diet
 (c) Sleep pattern
 (d) Education
58. The strength of the association be-

tween risk factor and outcome is mea-
sured by:

 (a) Odds ratio
 (b) Risk ratio

 (c) Relative risk
 (d) Attributable risk
59. Any systematic error in the determi-

nation of the association between the 
exposure and disease is:

 (a) Confounding
 (b) Bias
 (c) Matching
 (d) Randomization
60. Which kind of bias sets in when the 

interviewer knows the hypothesis and 
who the cases are?

 (a) Confounding bias
 (b) Memory bias
 (c) Selection bias
 (d) Interviewer’s bias
61. Identify the correct answer. Case con-

trol studies are:
 (a) Relatively easier to carry out
 (b) Expensive
 (c) More prone for ethical problems
 (d) Exposed to attrition
62. Which of these is an advantage of 

Case control study?
 (a) Problems of bias
 (b) Cannot measure incidence
 (c) Does not distinguish between 

causes and associated factors
 (d) Risk factors can be identified
63. A group of people who share a com-

mon characteristic in a defined time 
period are called:

 (a) Strata
 (b) Cluster
 (c) Cohort
 (d) Cases
64. Cohort studies are also called:
 (a) Retrospective studies
 (b) Cross sectional studies
 (c) Longitudinal studies
 (d) Backward looking studies
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65. Cohort studies are indicated when:
 (a) There is an evidence of association 

between exposure and disease
 (b) When exposure is frequent
 (c) When attrition of study popula-

tion is high
 (d) When funds are not available
66. Which of these is considered in assem-

bling cohorts?
 (a) Both the groups are not 

comparable
 (b) Cohorts must be free from the 

disease under study
 (c) Cohorts have a higher suscepti-

bility to the disease under study
 (d) The criteria of the disease is 

described after the study beguns
67. A cohort identified from the past re-

cords and followed up prospectively 
into future to assess the outcome is:

 (a) Prospective cohort study
 (b) Retrospective cohort study
 (c) Combination of retrospective 

and prospective study
 (d) Nested case control study
68. An internal comparison group in co-

hort study can be obtained when the:
 (a) Degree or levels of exposure to 

risk is known
 (b) Cohort is not exposed to the 

susceptible factor
 (c) Population is large
 (d) Investigator knows the hypothesis
69. Identify the disadvantage of cohort 

studies:
 (a) Incidence can be calculated
 (b) Several outcomes related to expo-

sure is studied simultaneously
 (c) A direct estimate of relative risk 

is provided
 (d) Takes a long time to complete the 

study

70. Which of these does not hold good for 
a cohort study?

 (a) Proceeds from cause to effect
 (b) Starts with people exposed to 

risk factor or suspected cause
 (c) Involves fewer number of subjects
 (d) Yields incidence rates
71. The safest course of follow up recom-

mended in cohort study is:
 (a) 90 percent
 (b) 95 percent
 (c) 80 percent
 (d) 85 percent
72. Which study provides scientific proof 

of etiological factors to permit their 
modification or control of those dis-
eases?

 (a) Observational study
 (b) Descriptive study
 (c) Case control study
 (d) Experimental study
73. James Lind performed a clinical trial 

by adding different substances to diet 
of 12 soldiers to cure:

 (a) Measles
 (b) Mumps
 (c) Tuberculosis
 (d) Scurvy
74. Which of these is not addressed by a 

protocol?
 (a) To ensure the study is well 

thought out and adequately 
planned

 (b) To allow the study to be evaluated 
for scientific and ethical factos 
prior to starting

 (c) To enable others to repeat the study
 (d) To not allow others to complete 

the study, if original investigator 
is not available

75. What is conducted to find out the fea-
sibility or operational efficiency of any 
procedure?
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 (a) Pilot study
 (b) Case control study
 (c) Randomization
 (d) Blinding
76. Which criteria is not necessarily ful-

filled by the participants or volunteers 
of clinical trial?

 (a) They must give informed consent
 (b) They should be a representative 

of the population to which they 
belong

 (c) They should be eligible for the trial
 (d) They should have good educa-

tional qualification
77. The process of Randomization is done 

to:
 (a) Eliminate bias and allow for 

comparability
 (b) Follow a strict protocol
 (c) Qualify for the trial
 (d) All of the above
78. Identify the wrong answer. Manipula-

tion step in clinical trial:
 (a) Creates an independent variable
 (b) Involve intervening or manipu-

lating the study group
 (c) May be a deliberate application 

or withdrawal of a suspected 
causal factor

 (d) Is done before randomization
79. Wash out period in cross over type of 

study design is ensured to:
 (a) Ensure randomization
 (b) To remove the possibility of carry 

over effects
 (c) To reduce the source of errors
 (d) To prevent bias
80. Cross over type of study design can-

not be employed when:
 (a) Particular therapy or drug cures 

the disease

 (b) Participants are not giving in-
formed consent

 (c) Randomization cannot be per-
formed

 (d) Blinding is done
81. What is the type of bias that occurs 

when subjects feel better when they 
know they are receiving a new form 
of treatment?

 (a) Subject bias
 (b) Observer bias
 (c) Interview’ bias
 (d) Evaluation bias
82. Identify the type of blinding when 

neither the doctor nor the participant 
is aware of the group allocation or 
treatment received:

 (a) Single blind
 (b) Double blind
 (c) Triple blind
 (d) Quadruple blind
83. A cross over type of clinical trial can-

not be employed if:
 (a) There are two groups
 (b) There are lesser number of 

patients
 (c) There is no time limit
 (d) The drug of interest cures the 

disease
84. The occurrence of two variables more 

often than would be expected by 
chance is called:

 (a) Confounding
 (b) Association
 (c) Correlation
 (d) Liner regression
85. Identify which of these is not a criteria 

for association according to Bradford 
Hill:

 (a) Consistency
 (b) Specificity
 (c) Biological plausibility
 (d) Accessibility
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86. The degree of association between 
two characteristics is called:

 (a) Correlation
 (b) Confounding
 (c) Causation
 (d) Association
87. An association when none actually ex-

isted is called:
 (a) Indirect association
 (b) Direct association 
 (c) Spurious association
 (d) Correlation
88. The suspected cause preceding the ob-

served effect to ensure causal concept 
is termed as:

 (a) Strength of association
 (b) Specificity of association
 (c) Temporal association 
 (d) Biological plausibility
89. A one to one relationship between the 

cause and effect in association is de-
termined by:

 (a) Strength of association
 (b) Specificity of association
 (c) Consistency of association
 (d) Coherence of association
90. The strength of association does not 

answer:
 (a) The magnitude of relative risk
 (b) Dose response relationship
 (c) Duration response relationship
 (d) Population attributable risk
91. Which of these is not a use of epidemi-

ology?
 (a) To study historically, the rise and 

fall of disease in population
 (b) Health economics
 (c) Community diagnosis
 (d) Planning and evaluation
92. The entry and development or multi-

plication of an infectious agent in the 
body of man is termed as:

 (a) Infection
 (b) Contamination
 (c) Scrutiny
 (d) Epidemic
93. Name the host in which the organism 

remains alive but does not undergo 
development:

 (a) Primary host
 (b) Definitive host
 (c) Intermediate host
 (d) Transport host
94. An epidemic affecting a large propor-

tion of the population over a wide 
geographic area is called:

 (a) Endemic
 (b) Sporadic
 (c) Pandemic
 (d) Exotic
95. An infection originating in a patient 

in an hospital stay or other health care 
facility is called:

 (a) Opportunistic infection
 (b) Nosocomial infection
 (c) Iatrogenic infection
 (d) Primary infection
96. An outbreak or epidemic of disease in 

a bird population is:
 (a) Epornithic
 (b) Enzootic
 (c) Zoonosis
 (d) Exotic
97. The continuous scrutiny of the factors 

determining the occurrence and dis-
tribution of disease is called:

 (a) Opportunistic infection
 (b) Screening
 (c) Diagnosis
 (d) Surveillance
98. The infectious agent lies dormant 

within the host without any symp-
toms in case of:
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 (a) Covert case
 (b) Inapparent case
 (c) Latent infection
 (d) Subclinical infection
99. The term “Index case” means the:
 (a) First case which came to the 

attention of the investigator
 (b) Single case present in a community
 (c) Sub-clinical form of the case
 (d) Case with no known treatment
100. Which of the following is not true for 

a carrier state?
 (a) The presence in the body of the 

disease agent
 (b) The absence of recognizable 

symptoms and signs
 (c) The shedding of the disease agent 

in discharges
 (d) The agent cannot be transferred 

to another host
101. Carriers of avirulent organisms are 

called:
 (a) Pseudo carrier
 (b) Incubatory carrier
 (c) Convalescent carrier
 (d) Healthy carrier
102. The interval time between receipt of 

infection by a host and maximal infec-
tivity of that host is termed as:

 (a) Generation time
 (b) Serial interval
 (c) Communicable period
 (d) Latent period
103. Active immunity cannot be acquired:
 (a) Following clinical infection
 (b) Following subclinical or 

inapparent infection
 (c) Following immunization with an 

antigen 
 (d) Following administration of an 

antibody containing preparation

104. The level of resistance of a group of 
people to a particular disease is:

 (a) Active immunity
 (b) Passive immunity
 (c) Herd immunity
 (d) Humoral immunity
105. Which immunoglobulin accounts to 

85 percent of the total serum immuno-
globulins?

 (a) Ig G
 (b) Ig A
 (c) Ig D
 (d) Ig E
106. Polio vaccine requires storage at:
 (a) – 10°C
 (b) – 20°C
 (c) – 5°C
 (d) 10°C
107. The Ice lined refrigerators of the cold 

chain equipment should not:
 (a) Keep the equipment levelled
 (b) Have a voltage stabilizer
 (c) Store any other drug
 (d) Have supervised temperature 

record
108. Expanded programme on immuniza-

tion does not cover:
 (a) Yellow fever
 (b) Tuberculosis
 (c) Polio
 (d) Measles
109. The current recommendation for ad-

ministration of immunoglobulin is:
 (a) Two weeks before live attenuated 

vaccine
 (b) Three weeks before live attenu-

ated vaccine
 (c) One week after a live attenuated 

vaccine
 (d) One week before live attenuated 

vaccine

Chapter 2.indd   15 04-12-2015   15:45:09



16 MCQs and Viva in Public Health Dentistry

110. The limitation of freedom of move-
ment of people exposed to communi-
cable disease for a period of time not 
longer than the longest incubation pe-
riod is:

 (a) Isolation
 (b) Notification
 (c) Quarantine
 (d) Immunization
111. The science of the health of travellers 

is called:
 (a) Emporiatrics
 (b) Epidemics
 (c) Pandemics
 (d) Sporadic
112. The term equivalent to incubation pe-

riod of infectious disease in non-infec-
tious disease is:

 (a) Lag period
 (b) Log period
 (c) Latent period
 (d) Primary period
113. In which stages of parasitism, does the 

agent multiply under optimum condi-
tions for survival:

 (a) Portal of entry
 (b) Reaching the site of infection
 (c) Portal of exit
 (d) Survival in external environment
114. The time in which an infectious agent 

is transferred directly or indirectly from 
an infected person to another is called:

 (a) Serial interval
 (b) Latent period
 (c) Generation time
 (d) Communicable period
115. The level of resistance of a community 

or group of people to a particular dis-
ease is called:

 (a) Herd immunity
 (b) Active immunity

 (c) Passive immunity
 (d) Humoral immunity
116. The search for unrecognized disease 

or defect among apparently healthy 
people is:

 (a) Diagnosis
 (b) Research
 (c) Screening
 (d) Case finding
117. Screening programmes are effective 

when there is a considerable:
 (a) Lead Time
 (b) Pen Time
 (c) Test time
 (d) Surveillance
118. Detection of disease in individuals 

seeking health care for other reasons 
is:

 (a) Screening
 (b) Diagnosis
 (c) Case finding
 (d) Education
119. The limitation of freedom of move-

ment of such well people exposed to 
communicable disease for a period of 
time not longer than the longest usual 
incubation period of disease:

 (a) Quarantine
 (b) Isolation
 (c) Notification
 (d) Early diagnosis
120. “Universal Immunization Pro-

gramme” was launched in India on:
 (a) 1981
 (b) 1983
 (c) 1985
 (d) 1987
121. Which of these diseases is not covered 

under the “National Immunization 
Schedule of India”?

 (a) Measles
 (b) Yellow Fever
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 (c) Polio
 (d) Tuberculosis
122. A substance destroying or inhibiting 

the growth of micro-organisms when 
applied on living tissues is called:

 (a) Disinfectant
 (b) Antiseptic
 (c) Deodorant
 (d) Astringent
123. Disinfection of water by chlorine is an 

example for:
 (a) Concurrent disinfection
 (b) Terminal disinfection
 (c) Prophylactic disinfection
 (d) Antiseptic
124. Pick the wrong sentence:
 (a) Boiling is an effective method of 

sterilization
 (b) Rolling boil of water kills bacteria
 (c) Boiling does not kill viruses and 

spores
 (d) Boiling is not indicated for rubber 

goods and linen
125. Which of the following disinfectant el-

ements do not belong to the Halogen 
family:

 (a) Bleaching powder
 (b) Cetrimide
 (c) Sodium hypochlorite
 (d) Iodine
126. In prospective screening, people are 

examined:
 (a) To obtain information
 (b) To benefit others
 (c) To have an estimate
 (d) To obtain natural history
127. Applying two or more screening tests 

in combination, in a large number of 
people at a time is:

 (a) Multiphasic screening
 (b) Mass screening

 (c) High risk screening
 (d) Selective screening
128. High risk screening aims to screen for:
 (a) Risk factors
 (b) Causative factors
 (c) Curative factors
 (d) Environmental factors
129. The criteria for a disease to be screened 

should fulfill:
 (a) Unknown natural history of the 

condition
 (b) No effective treatment
 (c) Condition should not be an 

important health problem
 (d) The condition should have a 

recognizable latent stage
130. The ability of a test to measure accu-

rately what it purports to measure:
 (a) Consistency
 (b) Validity
 (c) Reproducibility
 (d) Reliability
131. The term sensitivity was introduced 

by:
 (a) Yerushalmy
 (b) Sheiham
 (c) Watt
 (d) Mckeown
132. The amount of previously unrecog-

nized disease which is diagnosed as a 
result of screening is:

 (a) Borderline
 (b) Lead time
 (c) Yield
 (d) Result
133. Any planned combination of educa-

tional, political, regulatory and orga-
nizational support, for action and con-
ditions of living, conducive to health 
of individuals and groups is called:

 (a) Health education
 (b) Health promotion
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 (c) Health intervention
 (d) Specific protection
134. Which study formulates an hypothesis?
 (a) Descriptive
 (b) Cohort
 (c) Case control
 (d) Randomized control trial
135. Who is considered the “Father of Pub-

lic Health”?
 (a) John Snow
 (b) Cholera
 (c) Typhoid
 (d) Hippocrates
136. Periodic screening for oral cancer 

comes under:
 (a) Primordial prevention
 (b) Primary prevention
 (c) Secondary prevention
 (d) Tertiary prevention
137. The severity of a disease is measured 

by:
 (a) Case fatality rate
 (b) Population attributable risk
 (c) Odds ratio
 (d) Relative risk
138. Who is the “Father of Epidemiology”?
 (a) John snow
 (b) McKay
 (c) Socrates
 (d) Dean
139. The total number of carious lesions oc-

curring in a population within a speci-
fied tissue is:

 (a) Caries incidence
 (b) Caries experience
 (c) Caries prevalence
 (d) Caries increment
140. In which of the following study de-

signs, population is the unit of study?
 (a) Ecological study
 (b) Cross sectional

 (c) Cohort study
 (d) Case control study
141. Which step is considered to be the 

heart of randomization?
 (a) Protocol
 (b) Manipulation
 (c) Randomization
 (d) Follow up
142. A disease can be prevented at how 

many levels?
 (a) 1
 (b) 2
 (c) 3
 (d) 4
143. Severe diseases that tend to be rapidly 

fatal are less likely to be found in a 
survey is a type of:

 (a) Neymann bias
 (b) Late look bias
 (c) Length bias
 (d) Berksonian bias
144. Which of these is not a principle of 

preventive dentistry?
 (a) Patient education and motivation
 (b) Development of host resistance
 (c) Restoration of function
 (d) Sophisticated tertiary care
145. Prevalence of disease is actually a 

measurement of:
 (a) Rate
 (b) Ratio
 (c) Proportion
 (d) Probability
146. Rural health scheme was launched in 

India in which year?
 (a) 1976
 (b) 1977
 (c) 1978
 (d) 1979
147. An adjuvant used in DPT vaccine is:
 (a) Zinc
 (b) Copper
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 (c) Aluminium
 (d) Calcium
148. National Rural Health Mission was 

proposed in:
 (a) 2003
 (b) 2005
 (c) 2004
 (d) 2006
149. Which of the following vaccine is con-

traindicated in pregnancy?
 (a) MMR
 (b) Tetanus
 (c) Hepatitis B
 (d) Rabies

General Epidemiology and 
Screening for Disease
1. Epidemiology is derived from the 

word “epidemic”.
2. Epidemiology is defined as “The study 

of the distribution and determinants of 
health related states or events in speci-
fied populations and the application 
of this study to the control of health 
problems”—John.M.Last, in 1988.

3. The three components of epidemiol-
ogy are disease frequency, distribution 
of disease and determinants of disease.

4. The aspect of epidemiology dealing 
with distribution of disease is known 
as “descriptive epidemiology”.

5. The aspect of epidemiology used to 
test etiological hypothesis and iden-
tify the underlying causes of disease is 
called “analytical epidemiology”.

6. Epidemiology has three aims:
 (a) To describe the magnitude and 

distribution of health and disease 
problems

 (b) To identify etiological factors in 
the pathogenesis of disease

 (c) To provide data essential to the 
planning, implementation and 
evaluation of services.

7. The principles of epidemiology are:
 (a) Exact observation
 (b) Correct interpretation
 (c) Rational explanation
 (d) Scientific construction
8. Difference between epidemiology and 

clinical medicine are:
Epidemiology
 (a) The unit of study is a “defined 

population”
 (b) The epidemiologist is concerned 

with the diseased patterns in the 
entire population

 (c) Epidemiology is concerned with 
both sick and healthy

 (d) Epidemiologist seeks to identify 
a particular source of infection, 
mode of spread or an etiological 
factor

 (e) Epidemiologist goes out into the 
community

 (f) The subject matter is conceptual
Clinical medicine
 (a) The unit of study is a “case”
 (b) The physician is concerned with 

disease in the individual patient
 (c) The clinicians are interested in 

cases with the disease
 (d) The physician seeks diagnosis, 

derives prognosis and prescribes 
specific treatment

 (e) The patient comes to the doctor
 (f) The subject matter is perceived 

by clinical and laboratory 
examinations

9. There are two epidemiological ap-
proaches to health and disease:

 (a) Asking questions
 (b) Making comparison
10. Measurements in epidemiology in-

cludes:
 (a) Measurement of mortality
 (b) Measurement of morbidity
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 (c) Measurement of disability
 (d) Measurement of natality
 (e) Measurement of the presence, 

absence or distribution of the 
characteristic or attributes of the 
disease

 (f) Measurement of medical needs, 
health care facilities, utilization of 
health services and other health 
related events

 (g) Measurement of the presence, 
absence or distribution of the 
environmental and other fac-
tors suspected of causing the 
disease

 (h) Measurement of demographic 
variables

11. Variate is any piece of information re-
ferring to the patient or his disease.

12. Circumstance is any factor in the en-
vironment that might be suspected of 
causing a disease.

13. There are three basic tools of epidemi-
ology:

 (a) Rate—the occurrence of some 
particular event in a population 
during a given time period

 (b) Ratio—measures disease fre-
quency and expressed as a rela-
tion in size between two random 
quantities

 (c) Proportion—is a ratio which in-
dicates the relation in magnitude 
of a part of the whole

14. Incidence and prevalence are mea-
sures of morbidity.

15. Incidence rate is defined as “the num-
ber of new cases occurring in a de-
fined population during a specified 
period of time”. The multiplier here is 
1000.

16. Prevalence rate is defined as “the total 
number of all individuals who have 
an attribute or disease at a particular 

time divided by population at risk at 
this point in time or midway through 
the period”.

17. The relationship between prevalence 
and incidence is

 Prevalence = Incidence × Mean duration
18. The steps of descriptive epidemiology 

are:
 (a) Defining the population to be 

studied—population base is 
defined in terms of number and 
composition

 (b) Defining the disease under 
study—an operational definition 
is framed, by which the disease 
can be identified and measured 
in defined population with a 
degree of accuracy

 (c) Describing the disease by
1. Time—disease pattern is described by 

the time of its occurrence. There are 
three kinds of time trends in disease 
occurrence:

 (a) Short term fluctuation—best 
known is an epidemic. An epi-
demic is defined as the occurrence 
of cases of an illness in a commu-
nity or region clearly in excess of 
normal expectancy. Three types 
of epidemics, namely common 
source epidemics, propagated 
epidemics and slow epidemics

 (b) Periodic fluctuation—describes 
the seasonal trend and cyclic trend

 (c) Long term or secular trends—
describes the changes in the 
occurrence of disease over a long 
period of time, either several 
years or decades

2. Place—described by international vari-
ations, national variations, rural-urban 
variations and local distribution.

3. Person—describes the disease by age, 
sex, occupation, marital status, habits, 
social class.
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 (d) Measurement of disease – amount 
of disease in the population is 
measured in terms of morbidity, 
mortality and disability

 (e) Comparing with known indices – 
by making comparisons between 
populations, it is possible to 
arrive at clues to disease etiology

 (f) Formulation of an etiological hy-
pothesis – a hypothesis is a sup-
position, arrived from observa-
tion or reflection. A hypothesis 
should specify the population, 
specific cause, expected outcome, 
dose-response relationship, and 
time- response relationship

19. Analytical epidemiology is used to 
test hypothesis. Two types: Case con-
trol and Cohort study.

20. Case control studies are also called 
retrospective studies, where both the 
exposure and outcome have occurred 
before the start of the study.

21. Cases are individuals with the disease 
under study and controls without the 
disease.

22. The steps of case control study are
 (a) Selection of cases—the case is 

defined in terms of diagnostic 
and eligibility criteria. Cases are 
drawn from hospitals or general 
population

 (b) Selection of controls—controls 
are selected from hospitals, 
relatives, neighbours and general 
population

 (c) Matching—the process by which 
we select controls in such a way 
that they are similar to the cases 
with respect to certain selected 
variables like age, gender, 
occupation

 (d) Measurement of exposure—mea-
sured by interviews, question-
naires or past records

 (e) Analysis and interpretation—
analysis aims to find out exposure 
rates among cases and controls to 
the suspected factor

23. Bias—any systematic error in the de-
termination of the association between 
the exposure and disease. Types of 
bias are:

 (a) Bias due to confounding
 (b) Memory or recall bias
 (c) Selection bias
 (d) Berksonian bias
 (e) Interviewers bias
24. Cohort is a group of individuals shar-

ing the same characteristics.
25. The steps of cohort study are:
 (a) Selection of study subjects—the 

cohort is assembled either from 
the general population or select 
groups.

 (b) Obtaining data on exposure—in-
formation about exposure is ob-
tained by asking the cohort mem-
bers, reviewing records, medical 
examination and environmental 
surveys.

 (c) Selection of comparison groups—
comparison groups can be either 
internal comparisons, external 
comparisons or comparison with 
general population rates

 (d) Follow up—can be done by pe-
riodic medical examination, re-
viewing records, routine surveil-
lance of death records and mailed 
questionnaires

 (e) Analysis—in terms of incidence 
rates of outcome among exposed 
and non exposed, and estimation 
of risk
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26. Difference between case control and cohort studies
Case control study Cohort study
Proceeds from effect to cause Proceeds from cause to effect
Starts with the disease Starts with people exposed to risk factor or suspected 

cause
Tests whether the suspected cause occurs more 
frequently in those with the disease than without

Tests whether disease occurs more frequently in those 
exposed, than in those not exposed

The first approach to test hypothesis Tests precisely formulated hypothesis
Involves fewer number of subjects Involves larger number of subjects
Yields relatively quick results Long follow up period needed, hence delayed results
Suitable for studying rare diseases Inapropriate when the disease or exposure under 

investigation is rare
Yields only estimate of relative risk Yields incidence rates, relative risk and attributable 

risk
Relatively inexpensive Expensive

27. The steps of randomized controlled 
trials are:

 (a) Drawing up a protocol—the 
protocol specifies the aims and 
objectives of the study, criteria 
for study and control group se-
lection, sample size, procedure, 
treatment, standardization of 
working procedures, schedules 
and evaluation

 (b) Selecting reference population—
it is the population to which the 
findings of the trial are applicable

 (c) Selecting experimental popula-
tions—the actual population that 
participates in the experimental 
study. The participants or volun-
teers must give their informed 
consent, be a representative of 
the population to which they be-
long; and should be eligible for 
the trial.

 (d) Randomization—a statistical pro-
cedure by which the participants 
are allocated into groups called 
study group and control groups. 
Randomization eliminates bias 
and allows comparability

 (e) Manipulation or intervention 
—the deliberate application or 
withdrawal or reduction of the 
suspected causal factor (indepen-
dent variable

 (f) Follow up—examination of the 
experimental and control group 
subjects at defined intervals of 
time under the same circumstanc-
es till final assessment of outcome

 (g) Assessment of outcome—is ei-
ther in positive results, in terms 
of reduced incidence or severity 
of disease, or negative results, 
in terms of increased severity 
and frequency of side effects and 
complications

28. Some common study designs of ran-
domized controlled trials are:

 (a) Concurrent parallel study designs
 (b) Cross over type of study designs
29. Association is the concurrence of two 

variables more often than would be 
expected by chance.

30. The uses of epidemiology are:
 (a) To study historically, the rise and 

fall of disease in population
 (b) Community diagnosis
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 (c) Planning and evaluation
 (d) Evaluation of individual’s risks 

and chances
 (e) Syndrome identification
 (f) Completing the natural history of 

disease
 (g) Searching for causes and risk factors
31. Infection is defined as the entry and 

development or multiplication of an 
infectious agent in the body of man or 
animals.

32. Isolation is the separation of infected 
people or animals from others for 
the period of communicability. This 
prevents the direct or indirect trans-
mission of the infectious agent from 
spreading to those susceptible.

33. Quarantine is the limitation of free-
dom of movement of people who are 
well for a period of time not longer 
than the longest incubation period of 
the disease.

34. The Universal Immunization Pro-
gramme was launched on November 
19, 1985 and was dedicated to the 
memory of Smt. Indira Gandhi.

35. The immunization programme is to 
protect all children against the six vac-
cine preventable deaths, namely tu-
berculosis, polio, measles, diptheria, 
tetanus and pertussis.

36. The science of health of travelers is 
called as emporiatrics.

37. Screening differs from diagnostic 
tests, in that, screening test is done on 
apparently healthy people, while di-
agnostic test is done on those who are 
sick or who have symptoms.

38. “Time lag”—it is time between disease 
onset and the usual time of diagnosis. 

39. Lead time is the advantage gained by 
screening , i.e., the period between di-
agnosis by early detection and diag-
nosis by other means.

40. Four main uses of screening have been 
identified:

 (a) Case detection
 (b) Control of disease
 (c) Research purposes
 (d) Educational opportunities
41. Three types of screening have been 

described in public health:
 (a) Mass screening—is screening of 

whole population
 (b) High risk or selective screening 

—involves screening of high risk 
groups or screening for risk factors

 (c) Multiphasic screening—two or 
more screening tests are applied 
in combination to a large number 
of people at one time

42. The criteria to select a screening test is 
based on the following factors:

 (a) Acceptability
 (b) Repeatability
 (c) Validity
 (d) Simplicity
 (e) Safety
 (f) Rapidity
 (g) Ease of administration
 (h) Cost
43. A screening test is evaluated based on 

the following measures:
 (a) Sensitivity—the probability of 

a positive result if the disease is 
present

 (b) Specificity—the probability of a 
negative result if the disease is 
absent

 (c) Predictive value of a positive 
test—the probability that the dis-
ease is present if the test is positive

 (d) Predictive value of a negative 
test—the probability that the dis-
ease is absent if the test is negative

 (e) Percentage of false negatives
 (f) Percentage of false positives
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Chapter 2.indd   24 04-12-2015   15:45:11



1. The process of learning which changes 
existing patterns of behaviour and 
attitudes is called as:

 (a) Cognitive
 (b) Affective
 (c) Psychomotor
 (d) Psychosocial
2. To be an effective communicator, one 

should know his or her:
 (a) Objectives 
 (b) Motives
 (c) Interest
 (d) Comprehension
3. A free audience is one which has 

gathered together for the motives of:
 (a) Interest
 (b) Development
 (c) Acquiring knowledge
 (d) Curiosity
4. Nautanki is the folk media of:
 (a) Andhra Pradesh
 (b) Western India
 (c) Uttar Pradesh
 (d) Karnataka
5. In didactic method of communication,
 (a) Learning is two ways
 (b) Knowledge is imposed

Health Education

3
C H A P T E R

 (c) Good feedback
 (d) Active audience participation
6. Health education failing as a result of 

illiteracy is due to:
 (a) Physiological barrier
 (b) Psychological barrier
 (c) Environmental barrier
 (d) Cultural barrier
7. Which of these does not qualify as 

an environmental barrier to health 
education?

 (a) Illiteracy
 (b) Noise
 (c) Invisibility
 (d) Congestion
8. The art of winning friends and 

influencing people is called:
 (a) Information
 (b) Education
 (c) Motivation
 (d) Persuasion
9. A process that can help people 

understand their problems better and 
deal with them is called:

 (a) Persuasion
 (b) Counselling
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 (c) Motivation
 (d) Education
10. When persuasive communication is 

deliberately employed to manipulate 
feelings, attitudes and beliefs, it is 
called:

 (a) Motivation
 (b) Education
 (c) Propoganda
 (d) Counselling
11. Which of the following is not correct 

in one way communication?
 (a) Knowledge is imposed
 (b) Learning is authoritative
 (c) Little audience participation
 (d) Efficiently influences human be-

haviour
12. Communication following lines of 

authority is called:
 (a) Formal communication
 (b) Informal communication
 (c) Grapevine communication
 (d) Gossip circles
13. The capacity of a group of people 

to pull together persistently or 
consistently is called:

 (a) Persuasion
 (b) Participation
 (c) Raising morale
 (d) Motivation
14. Which of these is not a concept of 

health education?
 (a) Promotion of healthy lifestyles
 (b) Modification of social environ-

ment
 (c) Promotion of self reliance
 (d) No participation of the community
15. The stages of motivation include:
 (a) Interest, evaluation and decision 

making
 (b) Interest, counselling and evalua-

tion

 (c) Interest, information and persua-
sion

 (d) Persuasion, information and de-
cision making

16. Concepts of health education follow-
ing “Alma Ata declaration” in 1978 
does not emphasize on:

 (a) Prevention of disease to promo-
tion of healthy lifestyles

 (b) Modification of individual be-
haviour to modification of social 
environment

 (c) Community participation to indi-
vidual involvement

 (d) Promotion of individual and 
community self reliance

17. Seeking change in health behaviour 
and improvement in health through 
external control or laws is based on:

 (a) Regulatory approach
 (b) Service approach
 (c) Health education approach
 (d) Primary health care approach
18. Health education differs from propa-

ganda in:
 (a) Appeals to emotion
 (b) Develops reflective behaviour
 (c) Prevents or discourages thinking
 (d) Knowledge is spoon fed
19. To be effective, health education 

should be based on:
 (a) Normative need
 (b) Expressed need
 (c) Felt need
 (d) Comparative need
20. The use of compulsory seat belts is an 

example for which approach to Health 
Education?

 (a) Regulatory approach
 (b) Service approach
 (c) Health education approach
 (d) Primary health care approach
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21. Which of the following factors is not a 
limitation to regulatory approach?

 (a) Does not eradicate the cause of 
the disease

 (b) Threatens the right of the indi-
vidual

 (c) Does not force people to change
 (d) Choices are of individual
22. The service approach of health 

education failed because:
 (a) It was not based on the felt needs 

of people
 (b) Longer time
 (c) Vast expenditure
 (d) Political turmoil
23. Identify the feature of propaganda or 

publicity:
 (a) Knowledge actively acquired
 (b) Disciplines primitive desires
 (c) Develops reflective behaviour
 (d) Appeals to emotion
24. The new idea or acquired behaviour 

which becomes a part of individual’s 
existing values is called:

 (a) Motivation
 (b) Interest
 (c) Internalization
 (d) Rationalization
25. Which of these is not a content of 

health education?
 (a) Nutrition
 (b) Disease prevention and control
 (c) Mental health
 (d) Industrial hazards and preven-

tion
26. The degree to which a message is 

perceived as trustworthy by the 
receiver is called:

 (a) Credibility
 (b) Interest
 (c) Participation
 (d) Motivation

27. The wants, an individual demands a 
professional to meet is called:

 (a) Wants
 (b) Demand
 (c) Normative need
 (d) Comparative need
28. A principle of health education, which 

is based on the felt needs of the people 
is:

 (a) Motivation
 (b) Participation
 (c) Interest
 (d) Comprehension
29. Active learning is promoted by which 

principle of health education?
 (a) Interest
 (b) Motivation
 (c) Participation
 (d) Credibility
30. Repetition done at regular intervals to 

retain the health education message is 
called:

 (a) Reinforcement
 (b) Participation
 (c) Motivation
 (d) Credibility
31. The health educator can modify the 

elements of the education system only 
if he:

 (a) Is a good leader
 (b) Sets a good example
 (c) Gets feedback
 (d) Has good relations
32. Pick the audio-visual aid used in 

health education:
 (a) Radio
 (b) Chalk board
 (c) Slides
 (d) Television
33. Awakening of the fundamental desire 

to learn in health education is called:
 (a) Interest
 (b) Comprehension
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 (c) Motivation
 (d) Reinforcement
34. The chinese proverb—“If I hear, I 

forget; if I see, I remember; if I do, I 
know” illustrates:

 (a) Reinforcement
 (b) Learning by doing
 (c) Motivation
 (d) Participation
35. The limitation of individual approach 

in health education is:
 (a) Sender can persuade to change 

the behaviour of the receiver
 (b) Education given only to people 

who come in contact
 (c) Opportunity to ask questions in 

specific interests
 (d) Creates an atmosphere of friend-

ship
36. Factors which influence the learner in 

the dental education process does not 
include:

 (a) Sociodemographic factors
 (b) Education
 (c) Cultural norms
 (d) Readiness to change behaviours
37. Which of the following does not fall 

into the group approach of health 
communication?

 (a) Lecture
 (b) Demonstration
 (c) Symposium
 (d) Personal interview
38. Which of these is not an AV aids used 

in the chalk and talk method?
 (a) Flip chart
 (b) Flannel graph
 (c) Bar graph
 (d) Exhibits
39. A series of charts displayed one after 

the other before a group is:
 (a) Flip chart
 (b) Flannel graph

 (c) Exhibits
 (d) Films
40. For effective communication in group 

approach of health education:
 (a) No conclusion has to be reached
 (b) Express ideas vaguely
 (c) Listen to what other’s say
 (d) Do not accept criticism
41. A series of speeches on a selected 

subject is:
 (a) A workshop
 (b) A symposium
 (c) A conference
 (d) A panel discussion
42. A carefully prepared presentation 

to show how to perform a skill or 
procedure is called:

 (a) Lecture
 (b) Demonstration
 (c) Work shop
 (d) Group discussion
43. Mass media are an example for:
 (a) One way communication
 (b) Two way communication
 (c) Formal communication
 (d) Informal communication
44. Which of the following is not a mass 

media of communication?
 (a) Posters
 (b) Newspapers
 (c) Television
 (d) Telegram
45. The message to be communicated in a 

poster has to be:
 (a) Simple and artistic
 (b) Vast and big
 (c) Having lot of written matters
 (d) Have statistical tables displayed
46. Which of these is a combined audio 

visual aid in the practice of health 
education?
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 (a) Radio
 (b) Tape recorders
 (c) Sound films
 (d) Microphones
47. The current approach in community 

health model of health education 
which takes into account social, 
cultural, economic and environmental 
factors which influence health is:

 (a) Health belief model
 (b) Theory of reasoned action
 (c) Stages of change model
 (d) Contemporary community 

health model

Health Education
1. Is defined as “the process that informs, 

motivates and helps people to adopt 
and maintain healthy lifestyles and 
practices, advocates environmental 
changes as necessary to facilitate 
this goals and conducts professional 
training and research to the same 
end”.

2. The communication process involves:
 (a) Sender—is the originator of the 

message with clear objectives, 
who understand the needs of the 
audience

 (b) Message—is the information that 
the communicator transmits to 
the audience

 (c) Channels of communication —
implies the media like interper-
sonal communication, mass me-
dia and folk system

 (d) Receiver—is the audience
 (e) Feed back—is the reaction of the 

audience to the sender
3. There are four barriers to 

communication:
 (a) Physiological

 (b) Psychological
 (c) Environmental
 (d) Cultural
4. There are eight functions of health 

communication:
 (a) Information
 (b) Education
 (c) Motivation
 (d) Persuasion
 (e) Counselling
 (f) Raising morals
 (g) Health development
 (h) Organization
5. There are four well known approaches 

to health education:
 (a) Regulatory approach
 (b) Service approach
 (c) Health education approach
 (d) Primary care approach
6. Health education has eight contents in 

it:
 (a) Human biology
 (b) Nutrition
 (c) Hygiene
 (d) Family health
 (e) Disease prevention and control
 (f) Mental health
 (g) Prevention of accidents
 (h) Use of health services
7. The following are the principles of 

health education—in total 12.
 (a) Credibility—is the trustworthiness 

of the message by the receiver
 (b) Interest—health education has to be 

based on the felt needs of the people
 (c) Participation—people are encour-

aged to work actively with health 
workers to identify health prob-
lems and to develop solutions

 (d) Motivation – is the awakening 
of the fundamental desire to 
learn. It is of two types. Primary 
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motivation is inherent like 
thirst, hunger, etc. Secondary 
motivations are created by 
outside forces

 (e) Comprehension—health educa-
tion to be given on the level of 
understanding and literacy of 
people

 (f) Reinforcement—is repetition at 
regular intervals to sustain.

 (g) Learning by doing—is knowing 
by doing

 (h) Known to unknown—start health 
education from where people 
know or from easy to difficult

 (i) Setting an example—health 
educator should practice what he 
is teaching

 (j) Good human relations—
information and ideas are easily 
shared with people having good 
relations

 (k) Feed back—to bring in 
modification if necessary

 (l) Leaders—local leaders like 
village headman, school teacher 
or political worker is roped in 
because we learn from people 
whom we respect and regard

8. Personnel used in dental health 
education include the dentist, the 
dental hygienist, school teacher, 
school dental nurse, health educator 
and other personnel like dietician, 
counsellor, etc.

9. Aids used in health education are:
 (a) Auditory aids—radio, tape 

recorder, microphones, amplifiers 
and earphones

 (b) Visual aids—chalk board, leaflets, 
posters, charts, exhibits, models

 (c) Combined audio – visual aids—
slides, film strips

10. There are three approaches to health 
education:

 (a) Individual approach—can be 

rendered in the consultation 
room of the doctor or in the 
health centre or in the homes of 
the people. The limitation of this 
approach is that the numbers 
reached are very small

 (b) Group approach
• Lectures—it is a carefully 

prepared oral presentation of 
facts, organized thoughts and 
ideas by a qualified person. The 
lecture method can use aids 
like flipcharts, flannel graph, 
exhibits and films and charts.

• Demonstrations—a carefully 
prepared presentation to show 
how to perform a skill or pro-
cedure.

• Group discussion—an aggre-
gation of people interacting 
in a face to face situation. The 
group has 6 – 12 members, re-
corder and a group leader.

• Panel discussion—in this, 4 – 
8 people who are qualified to 
talk about the topic sit and dis-
cuss a given problem in front 
of a large group or audience. 

• Symposium—is a series of 
speeches on a selected subject.

• Workshop—is a series of meet-
ings on a novel experiment in 
education.

• Role playing—a situation is 
dramatized. Also called socio 
– drama.

• Conferences—is comercial-
ized continuing education 
programmes held on a region-
al, state or national level.

 (c) Mass approach—through televi-
sion, radio, internet, newspapers, 
printed material, direct mailing, 
posters, and folk media.
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Key
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1. The current criticism against health 
care services are they are:

 (a) Predominantly urban oriented
 (b) Preventive in nature
 (c) Universally accessible
 (d) Minimal cost
2. The elements of primary health care 

does not include:
 (a) Promotion of food supply and 

nutrition
 (b) Provision of essential drugs
 (c) Immunization against major in-

fectious disease
 (d) Specialized surgical procedures
3. Health care services to be shared 

equally by all people ensures the prin-
ciple of:

 (a) Community participation
 (b) Equitable distribution
 (c) Intersectoral coordination
 (d) Appropriate technology
4. Barefoot doctors of China embodies 

the principle of:
 (a) Equitable distribution
 (b) Community participation
 (c) Intersectoral coordination
 (d) Appropriate technology

Health Care of the Community

4
C H A P T E R

5. The fundamental principle of Health 
for All by the Year 2000 strategy is:

 (a) Equity
 (b) Interest
 (c) Participation
 (d) Ample funding
6. Which of these is not a characteristic 

of the demographic profile of today’s 
scenario?

 (a) A large population base
 (b) Low fertility
 (c) Declining mortality
 (d) Increasing dependency ratio
7. The eligibility for a village health 

guide does not include:
 (a) They should be able to read and 

write
 (b) They should be in their temporary 

establishments
 (c) They should be acceptable to all 

sections of the community
 (d) They should be able to spare atleast 

two to three hours every day
8. Health care workers recruited under 

the village level of primary health care 
does not include:

 (a) Village health guides
 (b) Local dais
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 (c) Anganwadi worker
 (d) Health assistant
9. The Village Health Guide Scheme was 

introduced on:
 (a) 14th April 1977
 (b) 2nd October 1977
 (c) 14th April 1979
 (d) 2nd October 1979
10. The village health guide in the primary 

health care should:
 (a) Be a person from outside the 

community
 (b) Be acceptable to some sections of 

the community
 (c) Have minimum formal education 

at least up to VI standard
 (d) Should be able to spare two hours 

to three hours every week
11. Local dais are trained in PHCs for:
 (a) 30 working days
 (b) 50 working days
 (c) 60 working days
 (d) 20 working days
12. The beneficiaries of anganwadi work-

ers are:
 (a) Children from 6–12 years of age
 (b) Nursing mothers and children 

below six years of age
 (c) Elderly population
 (d) Disabled population
13. The National Health Plan proposes 

one primary health centre for:
 (a) 20,000 rural population
 (b) 40,000 rural population
 (c) 30,000 rural population
 (d) 10,000 rural population
14. The staff pattern at the PHC and CHC 

is:
 (a) 15 and 3
 (b) 15 and 5
 (c) 25 and 5
 (d) 25 and 10

15. A hospital differs from a health centre 
in which aspect:

 (a) Services provided are mainly 
preventive

 (b) A hospital has a definite 
catchment area

 (c) Health team is a mix of medical 
and paramedical workers

 (d) Does not follow the inverse care 
law

16. Exploring new ways and means of 
doing new things is called:

 (a) Pioneering 
 (b) Education 
 (c) Demonstration 
 (d) Guarding 
17. Kasturba Memorial Fund is raised 

with the main objective to:
 (a) Improve environmental 

sanitation
 (b) Improve the lot of women
 (c) Aid blind individuals
 (d) Aid tuberculosis patients
18. Public health sector of the health care 

System does not include:
 (a) Rural hospitals
 (b) Primary health centres
 (c) Health insurance schemes
 (d) Nursing homes and dispensaries.
19. The National Institute of Ayurveda 

established by the Govt of India is in:
 (a) Jaipur
 (b) Udaipur
 (c) Jodhpur
 (d) Lucknow
20. The Indian Red Cross Society was 

established in:
 (a) 1900
 (b) 1920
 (c) 1940
 (d) 1960

Chapter 4 .indd   33 04-12-2015   15:46:22



34 MCQs and Viva in Public Health Dentistry

21. The functions of Voluntary Health 
Agencies involve:

 (a) Pioneering new procedures
 (b) Working independently without 

supplementation
 (c) Passing legislative laws
 (d) No research activities
22. The principle of contribution by the 

employer and employee in health care 
is:

 (a) Central Government Health 
Scheme

 (b) Defence medical services
 (c) Employees State Insurance 

Scheme
 (d) Health care of railway employees
23. Gram Sevikas are an integral 

component of:
 (a) All India Women’s Conference
 (b) Kasturba Memorial Fund
 (c) Bharat Sevak Samaj
 (d) Hind Kusht Nivaran Sangh
24. The Minimum Needs Programme was 

introduced in:
 (a) Fifth five year plan
 (b) Sixth five year plan
 (c) Seventh five year plan
 (d) Eighth five year plan
25. In areas where parasites are refractory 

to DDT, in National Anti-Malaria 
Programme:

 (a) Chloroquine spray is used
 (b) Malathion spray is used
 (c) DOTS therapy is used
 (d) Rifampicin is used
26. The project interventions to be 

achieved by the end of National AIDS 
Control Programme includes:

 (a) To keep HIV prevalence rate 
below 20% in affected areas like 
Andhra Pradesh, Karnataka, 
Tamil Nadu and Manipur

 (b) To reduce blood borne 
transmission of HIV to less than 
10%

 (c) To attain awareness level of not 
less than 90% among youth

 (d) To achieve condom use in 50% 
among high risk categories

27. In the 20 point programme, how 
many points are directly or indirectly 
related to health?

 (a) Six points
 (b) Seven points
 (c) Five points
 (d) Eight points
28. Understanding how well the resources 

were used within the health care 
delivery system is a quality assessing:

 (a) Effectiveness
 (b) Efficiency
 (c) Equity
 (d) Accessibility
29. Increasing number of old people 

living longer and requiring support 
and care, influences health care system 
under which factor?

 (a) Changing patterns of disease
 (b) Socio demographic changes
 (c) High technology
 (d) Globalization

Health Care of the Community
1. Primary health care is defined as 

essential health care made universally 
accessible to individuals and 
acceptable to them, through their 
full participation and at a cost the 
community and country can afford.

2. There are eight elements of primary 
health care:

 (a) Education regarding current 
health problems.

 (b) Promotion of food supply and 
proper nutrition.
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 (c) Adequate supply of safe water 
and basic sanitation.

 (d) Maternal and child health care.
 (e) Immunization.
 (f) Prevention and control of locally 

endemic diseases.
 (g) Appropriate treatment of 

common diseases and injuries.
 (h) Provision of essential drugs.
3. Principles of primary health care:
 (a) Equitable distribution—health 

services must be shared equally 
by all people irrespective of their 
ability to pay and all must have 
an access to health services.

 (b) Community participation—
individuals, families and 
communities must be involved 
in promoting their own health 
to overcome cultural and 
communication barriers.

 (c) Intersectoral coordination—
health sectors and other related 
sectors like agriculture, animal 
husbandry, food, industry, 
education, housing, public works 
should work in coordination to 
avoid unnecessary duplication of 
activities.

 (d) Appropriate technology—
technology which is scientifically 
sound and adaptable to the local 
needs must be used.

4. The health care delivery system is 
classified under five major sectors:

 (a) Public health sector.
 (b) Private sector.
 (c) Indigenous systems of medicine.
 (d) Voluntary health agencies.
 (e) National health programmes.
5. Public health sector is further divided 

into:
 (a) Primary health care.
 (b) Hospitals/health centres.

 (c) Health insurance schemes.
 (d) Other agencies.
6. Primary health care in India—is based 

on the principle of “Placing People’s 
health in people’s hand”. It is rendered 
as quadri structure at:

 (a) Village level—this is done 
through village health guide 
scheme, training of local dais, 
ICDS scheme and ASHA scheme.

 (b) Sub-centre level—a subcentre is a 
peripheral outpost of the existing 
health delivery system in rural 
areas. It is established for every 
5000 general population and 3000 
hilly or tribal population.

 (c) Primary health centre level—it 
is established for every 30,000 
general population and for 20,000 
tribal population with six bed 
system.

 (d) Community health centre—it 
is established for a population 
of 80,000 to 1,20,000 population 
with 30 beds and specialists in 
surgery, medicine, obstetrics and 
gynaecology and peediatrics.

7. Hospitals include rural hospitals, sub-
divisional or tehsil or taluka hospitals, 
district hospitals, specialist hospitals 
and teaching institutions. 

8. Health insurance scheme which 
covers “Employees State Insurance 
Scheme”, wherein both the employer 
and employee contribute; and Central 
Government Health Scheme for 
central government employees.

9. Other agencies include Defence 
Medical Services and health care of 
railway employees.

10. Private sector includes private 
practitioners practicing independently 
or in nursing homes. They mostly 
render curative care.
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11. Indigenous system of medicine 
includes ayurvedha, siddha, 
homeopathy, Unani and mostly 
provides care to the rural people.

12. Voluntary health agencies are an 
autonomous body conducting public 
health services or health education or 
research. Some important voluntary 
agencies are:

 (a) Indian red cross society.
 (b) Hind Kusht Nivaran Sangh.
 (c) Indian Council for Child Welfare.
 (d) Tuberculosis Association of India.
 (e) The Kasturba Memorial Fund.
 (f) Family Planning Association of 

India.

 (g) Professional bodies like IMA, 
IDA.

 (h) International agencies like 
Rockfeller Foundation, Ford 
Foundation and CARE.

13. Health programmes in India—
measures are undertaken by the 
Government of India to improve 
the health of the people through 
these programmes. They are 
aimed at control or eradication of 
communicable diseases, improvement 
of environmental sanitation, nutrition, 
control of population and rural health. 

Key
 1. (a)  2. (d)  3. (b)  4. (b)  5. (a)  6. (b)

 7. (b)  8. (d)  9. (b)  10. (c)  11. (a)  12. (b)

 13. (c)  14. (a)  15. (c)  16. (a)  17. (b)  18. (d)

 19. (a)  20. (b)  21. (a)  22. (c)  23. (b)  24. (a)

 25. (b)  26. (c)  27. (d)  28. (b)  29. (b)
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1. The International Sanitary Confer-
ence, origin of international health co-
operation was held in:

 (a) 1851 in Paris
 (b) 1851 in London
 (c) 1875 in Germany
 (d) 1875 in Africa
2. The objective of the International San-

itary Conference was to bring in:
 (a) Social equality
 (b) Health equality
 (c) Uniformity in quarantine mea-

sures
 (d) Improved economy of countries
3. World Health Day is celebrated every 

year on:
 (a) 31st May
 (b) 1st December
 (c) 7th April
 (d) 8th March
4. The three principal organs of WHO 

consists of:
 (a) Senate body, Executive Board 

and Secretariat
 (b) World Health Assembly, Execu-

tive Board and Secretariat
	 (c)	 Organization	Committee,	Execu-

tive Board and World Health As-
sembl

International Health
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 (d) World Bank, Executive Board 
and Secretariat

5. India falls into the WHO Regional Or-
ganization of:

 (a) South East Asia region
 (b) Africa region
 (c) The Americas
 (d) Europe
6.	 The	 regional	 office	 of	 the	 WHO	 is	

headed by:
	 (a)	 Technical	officer
	 (b)	 Administrative	officer
 (c) Regional Director
 (d) Director General
7.	 The	first	Director	General	of	WHO:
 (a) Dr. Rene Sand
 (b) Dr. Brock Chisholme
 (c) Dr. Henry Dunant
 (d) Dr. John Snow
8. United Nation Children’s Fund is 

popularly known as:
 (a) UNESCO
 (b) UNICEF
 (c) UNDP
 (d) FAO
9. UNICEF does not function in this as-

pect:
 (a) Child health
 (b) Maternal health
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 (c) Education and nutrition
 (d) Disaster rehabilitation
10. G in GOBI campaign of the UNICEF 

stands for:
 (a) Saving girl child
 (b) Geriatric safe environment
 (c) Growth charts to monitor child 

development
 (d) Government funding
11. The Food and Agriculture Organiza-

tion has its headquarters in:
 (a) Rome
 (b) Geneva
 (c) Paris
 (d) Washington
12. International Red Cross was founded 

by:
 (a) Henry Muskegon
 (b) Henry Dunant
 (c) John Rockfeller
 (d) John. M. Last
13. Quarantine follows a period of:
 (a) 20 days detention
 (b) 40 days detention
 (c) 60 days detention
 (d) 80 days detention
14. Colombo plan is a:
 (a) Bilateral agency
 (b) Nongovernmental agency
 (c) International agency
 (d) Voluntary health agency
15. The Family Planning Association of 

India has its headquarters in:
 (a) New Delhi
 (b) Bombay
 (c) Bangalore
	 (d)	 Calcutta
16. A library set up in South East Asia Re-

gional Headquarters for researchers 
in medicine is connected to:

 (a) Google Scholar
 (b) Pubmed

 (c) MEDLAR
 (d) World Health
17. An organization in helping nations in 

strengthening their natural and hu-
man resources is:

 (a) FAO
 (b) UNDP
 (c) ILO
 (d) World Bank

International Health
1.	 The	first	international	sanitary	confer-

ence was held in Paris in 1851. The is-
sue spoken was about quarantine.

2. World Health Organization has its 
origin in April 1945. It is a special-
ized, non political health agency of the 
United Nations, with headquarters in 
Geneva.

3. The constitution of WHO came into 
force on 7th April 1948, which is cel-
ebrated every year as “World Health 
Day”.

4.	 The	 objective	 of	 WHO	 is	 the	 attain-
ment by all people of the highest level 
of health.

5. Territories which are responsible for 
the conduct of their international re-
lations are members of WHO, while 
those not responsible are called associ-
ate members. They participate without 
vote in the deliberations of the WHO.

6. The functions of WHO include:
	 (a)	 Prevention	and	control	of	specific	

diseases.
 (b) Development of comprehensive 

health services.
 (c) Family health.
 (d) Environmental health.
 (e) Health statistics.
 (f) Bio-medical research.
 (g) Health literature and information.
 (h) Cooperation with other organiza-

tions.
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7. The structure of the WHO consists of 
three principal organs:

 (a) The World Health Assembly—is 
the supreme governing body of 
the organization. It meets in May, 
in Geneva. It appoints the Director 
General on the nomination of the 
executive Board. It determines 
internationally health policy and 
programmes and approves the 
budget for the following year.

 (b) The Executive Board—comprised 
of member states. Meets twice a 
year	to	give	effect	to	the	decisions	
and policies of the assembly.

 (c) The Secretariat—is headed by 
the Director General and the 
main function is to provide 
Member States with technical 
and managerial support for their 
national health development 
programmes.

8. WHO has established six regional or-
ganizations:

 (a) South East Asia—headquarters 
in New Delhi, India.

 (b) Africa—headquarters in Brazza-
ville Congo.

 (c) The Americas—headquarters in 
Washington D.C.

 (d) Europe—headquarters in Copen-
hagen.

 (e) Eastern Mediterranean—head-
quarters in Alexandria.

	 (f)	 Western	Pacific—headquarters	in	
Manila.

9.	 The	South	East	Asia	regional	office	is	
in New Delhi, and has 11 members.

10. United Nations International Chil-
dren’s Emergency Fund (UNICEF was 
established in 1946.

11. The functions of UNICEF include:
 (a) Child health.
 (b) Child nutrition.
 (c) Family and child welfare.
 (d) Providing education—both 

formal and nonformal.
12. The United Nations Development 

Programme (UNDP) was established 
in 1966 to provide technical assistance.

13. World Bank is a specialized agency of 
the United Nations with the purpose 
of helping less developed countries 
raise their living standards. 

14. The Food and Agriculture Organiza-
tion (FAO) was formed in 1945 with 
headquarters in Rome. Its functions 
are	to	improve	the	efficiency	of	farm-
ing,	 forestry	and	fisheries	and	 to	 im-
prove nutrition of the people of all 
countries. 

15. The International Labour Organiza-
tion was established in 1919 to im-
prove the working and living condi-
tions of the working population all 
over the world.

16. Some non governmental agencies are:
 (a) Rockfeller foundation.
 (b) Ford foundation.
 (c) Cooperative for Assistance and 

Relief Everywhere (CARE).
 (d) International Red Cross.
 (e) Indian Red Cross
17. The International Red Cross was 

founded by Henry Dunant in 1859 
after	the	battle	of	Solferino.	He	urged	
that voluntary national societies be 
founded, which, in time of war would 
render aid to the wounded without 
distinction of nationality. The function 
of Red Cross is to serve the victims of 
war and natural disasters.
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Key
 1. (a)  2. (c)  3. (c)  4. (b)  5. (a)  6. (c)

 7. (b)  8. (b)  9. (d)  10. (c)  11. (a)  12. (b)

 13. (b)  14. (a)  15. (b)  16. (c)  17. (b)
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1. Ethical principles guiding the conduct 
of population based on research and 
practice is:

 (a) Micro-ethics
 (b) Macro-ethics
 (c) Autonomy
 (d) Consent
2. The World Medical Association in 

1966 reinforced the principles of:
 (a) Nuremberg Code
 (b) Ethical rule for Dentists
 (c) Declaration of Helsinki
 (d) Ethical rule for virtue
3. The ethical principle of doing no harm 

is termed:
	 (a)	 Nonmaleficence
	 (b)	 Beneficence
 (c) Veracity
	 (d)	 Confidentiality
4. Overhanging restorations causing 

periodontal disease is an example for: 
(a) Opportunistic infection

 (b) Iatrogenic infection
 (c) Super infection
 (d) Cross infection
5. The ethical principle of health care 

professionals respecting the patient’s 

Ethics
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capacity for self determination in 
making decisions concerning their 
treatment is:

 (a) Informed consent
 (b) Truthfulness
	 (c)	 Confidentiality
 (d) Autonomy
6. Withholding information or making 

choices for the patient dictates:
 (a) Paternalism
 (b) Moralism
 (c) Leadership
 (d) Maternalism
7. Vulnerable population in research 

does not include:
 (a) Children
 (b) Disabled group
 (c) Juniors in organizational hierar-

chy
 (d) Elderly group
8.	 The	informed	consent	is	obtained	after:
	 (a)	 The	 risks	 and	 benefits	 of	 the	

study are informed
 (b) Understanding of either to agree 

or refusal to participate
 (c) To drop out of the study any time
 (d) Participation is involuntary
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9. Involving the community in decision 
making	for	an	effective	and	affordable	
care falls under the principle of:

 (a) Truthfulness
 (b) Justice
	 (c)	 Confidentiality
	 (d)	 Beneficence
10. An instrument in research to protect 

the investigator’s interest and defend 
them against any liability is:

 (a) Informed consent
 (b) Case history sheet
 (c) Radiographs
 (d) Photographs
11. Which of the following conditions is 

considered unethical:
 (a) Sticking to the usual charges
 (b) Referring the patient to a consul-

tant if it is beyond the skill of a 
dentist

 (c) Dentist does not accept charge of 
case without request of referring 
dentist

 (d) Illegal practice by others is aided
12. Duties of the dentists to the public in-

clude:
 (a) Should observe punctuality in 

fulfilling	appointments
 (b) Should not permit considerations 

of religion and nationality
 (c) Should establish a well merited 

reputation for professional ability
 (d) Not bound to disclose profes-

sional secrets unless called upon 
by the Magistrate

13. Dentist may refuse to treat a patient 
for the reason of:

 (a) Race
 (b) National origin
 (c) Economic status
 (d) Disability
14. The doctor-patient relationship does 

not end when:

 (a) Both parties agree to end it
 (b) The patient is cured
	 (c)	 The	patient	finds	another	dentist	

before cure
 (d) The dentist unilaterally decides 

to terminate the care
15. The term in which both parties are in 

agreement is called:
 (a) Express term
 (b) Impress term
 (c) Inform
 (d) Terminate 
16. The law against refusal to accept a 

patient based on a person’s disability 
covers under:

 (a) Disability act of 1995
 (b) Disability act of 1990
 (c) Disability act of 1993
 (d) Disability act of 1890
17. In accepting a patient for care, the 

dentist warrants that he
 (a) Uses experimental procedures
 (b) Should not alter reasonable fee 

for service based on community 
standard

 (c) Be properly licensed and registered
 (d) Employ personnel without 

proper supervision
18. A dentist is criminally liable if he/she 

commits tort:
 (a) Intentionally
 (b) Accidentally
 (c) Unintentionally
	 (d)	 Under	influence
19. The Nuremberg Code proposed 

which principle of ethics?
	 (a)	 Beneficence
 (b) Informed consent
 (c) Justice
 (d) Veracity
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Ethics in Dentistry
1. Ethics is derived from the Greek word 

‘ethos’ meaning custom or character.
2. Ethics is a branch of philosophy con-

cerned with the study of concepts that 
are used to evaluate human activities, 
in particular the concepts of goodness 
and obligation.

3. The code of ethics was framed by the 
Dental	Council	in	1975	and	notified	by	
the Government of India as Dentists 
Regulations 1976.

4. Ethical principles are outlined as:
	 (a)	 To	 do	 no	 harm	 (non	 malefi-

cience)—it is considered to be 
the foundation of social morality. 
This means to not harm the indi-
vidual subjects and to the popu-
lation to which they are a part 
of. This principle outlays rules 
against iatrogenic disease or doc-
tor induced illness.

	 (b)	 To	 do	 good	 (beneficence)—it	 is	
most required of all health care 
providers.	Attempts	are	made	to	
maximize	 the	benefits	and	mini-
mize harm. The expectation of 
the patient is that the care pro-
vider	 will	 initiate	 beneficial	 ac-
tion and there is an agreement 
between the doctor and the pa-
tient that some good will occur.

 (c) Respect for people—it incorpo-
rates two principles:

•	 Autonomy—the primary way 
to respect individuals is to 
abide by their choices wheth-
er or not others believe these 
choices	 to	 be	 wise	 or	 benefi-
cial. It dictates that health care 
professionals respect the pa-
tient’s right to make decisions 
concerning the treatment plan

•	 Informed consent—the 
Nuremberg	 Code	 identifies	
four	attributes	of	consent	with-
out which it is not considered 
valid. It is voluntary, legally 
competent, informed and com-
prehending. Consent should 
not be obtained by bribery or 
misinformation.

 (d) Justice—the primary duty of 
the health care professional is to 
serve irrespective of class and 
creed. It demands that each per-
son must be treated equally.

 (e) Veracity or truthfulness—the pa-
tient-doctor relationship is based 
on trust. Lying shows disrespect 
to the patient and threatens rela-
tionship.

	 (f)	 Confidentiality—patients	 have	
the right to expect that all com-
munications and records pertain-
ing to their care will be treated as 
confidential.

Key
 1. (b)  2. (c)  3. (a)  4. (b)  5. (d)  6. (a)

 7. (d)  8. (d)  9. (b)  10. (a)  11. (d)  12. (d)

 13. (c)  14. (c)  15. (a)  16. (b)  17. (c)  18. (a)

 19. (b)
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1. The Indian Dental Association was 
formed in the year:

 (a) 1947
 (b) 1948
 (c) 1949
 (d) 1950
2. The Indian Dental Association was 

registered in Delhi in:
 (a) 1961
 (b) 1963
 (c) 1965
 (d) 1967
3. The functions of the IDA does not in-

clude:
 (a) Encouraging research in dental 

and allied sciences
 (b) Conducting an educational 

campaign among masses
 (c) Encouraging opening of libraries 
 (d) Laying down norms for the 

maintenance of minimum educa-
tion standard for BDS degree

4. Non residential foreign dental practi-
tioners having dental qualification ac-
cording to schedule can become:

 (a) Honorary members
 (b) Ordinary members
 (c) Student members
 (d) Affiliated members

Indian Dental Association and Dental 
Council of India
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5. People eligible for IDA membership 
but not residing or practicing in the 
area are:

 (a) Director members
 (b) Ordinary members
 (c) Honorary members
 (d) Affiliated members
6. How many members of the Central 

Council are to propose a person to be 
elected as honorary member of the IDA?

 (a) 5 members
 (b) 10 members
 (c) 15 members
 (d) 20 members
7. For the proper management of the 

IDA, office bearers to function in-
clude:

 (a) One President, one President 
elect and three Vice-presidents

 (b) One President, three President 
elects and three Vice-presidents

 (c) One President, three President 
elects and one Vice-president

 (d) Three President, three President 
elects and three Vice-presidents

8. The office bearer of IDA who need not 
reside in the city of head office is:

 (a) The Honorary Secretary
 (b) Joint Secretary
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 (c) Editor of Journal
 (d) Treasurer
9. Which of these is not a privilege of 

IDA membership?
 (a) Supplied with a journal copy
 (b) Members can use library and 

association rooms
 (c) Members can take part in general 

meeting discussions
 (d) Waiver off on conference bills
10. Identify who is not an office bearer of 

IDA:
 (a) President 
 (b) President elect
 (c) Honorary treasurer
 (d) Honorary chairman
11. Identify the member without a port 

folio in the office bearer of IDA:
 (a) The president elect
 (b) The president
 (c) Immediate past president
 (d) The vice presidents
12. The general management of the IDA 

shall be vested in:
 (a) Central Council
 (b) Dental Council
 (c) Executive Committee
 (d) General body
13. The funds of IDA cannot be utilized:
 (a) To issue journal
 (b) For scientific conferences
 (c) For scholarships
 (d) For election purposes
14. Those people practicing dentistry as 

a sole means of livinghood without 
qualifications are registered under:

 (a) Part A
 (b) Part B
 (c) Part C
 (d) Part D

15. A member without portfolio in the In-
dian Dental Association:

 (a) Immediate past president
 (b) The honorary treasurer
 (c) Joint secretary
 (d) Chairman of the council of dental 

health
16. The Dental Council of India was 

formed on:
 (a) 12th April 1949
 (b) 12th May 1949
 (c) 12th June 1949
 (d) 12th July 1949

Indian Dental Association and 
Dental Council of India
1. The Indian Dental Association (IDA) 

was formed in the year 1949, after the 
Dentists Act 1948. The Association 
was registered in Delhi, in 1967.

2. The main objective of the association 
are:

 (a) Promotion, encouragement and 
advancement of dental and allied 
sciences.

 (b) To encourage the members to 
undertake measures for the 
improvement of public health 
and education in India.

 (c) The maintenance of the honour 
and dignity and the upholding of 
interests of the dental profession 
and cooperation between the 
members there of.

3. The functions of IDA are:
 (a) To hold periodical meetings and 

conferences for the members.
 (b) To publish and circulate a journal 

which is the official organ of the 
association.

 (c) Encourage opening of libraries.
 (d) Publish papers from time to time 

related to dental researches.
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 (e) Encouraging research in dental 
and allied sciences.

 (f) To conduct educational campaign 
among the masses of India.

 (g) To protect public from unethical 
treatment by quacks.

 (h) Try to set exemption from custom 
duty for essential dental materi-
als and instruments. 

4. The membership under the IDA are in 
different categories:

 (a) Honorary members.
 (b) Ordinary members.
 (c) Director members.
 (d) Student members.
 (e) Affiliated members.
 (f) Associate members.
5. The Office bearers of the IDA are:
 (a) One President.
 (b) One President elect.
 (c) Three Vice Presidents.
 (d) One Honorary General Secretary.
 (e) One Honorary Joint Secretary.
 (f) One Honorary Assistant Secretary.
 (g) One Honorary Treasurer.
 (h) One Editor of the Journal of the 

IDA.
 (i) One Chairman of the Council of 

Dental Health.
 (j) One Honorary Secretary of the 

Council of Dental Health.
6. Two types of branches are identified: 

Local branches and State branches.
7. The general management of the asso-

ciation is vested in a “Central Council” 
and that of branches are done by the 
Executive Committee of the branch.

8. The functions of the Central Council are:
 (a) To frame, alter or repeal rules of 

the association.
 (b) To appoint committee or sub 

committees.

 (c) To consider and decide applica-
tion for direct membership

 (d) To appoint officers.
 (e) Fund raising.
 (f) To represent to government, 

public bodies or any constituted 
authority.

 (g) To resolve dispute between any 
two members or branches.

9. The annual general meeting of the as-
sociation is held once every year in the 
month of december. The following are 
the business of the meeting

 (a) Election of a chairman.
 (b) Adoption of the annual report for 

the previous year.
 (c) Adoption of the audited accounts 

of the previous year.
 (d) Election of an auditor.
 (e) Election of the office bearers.
 (f) Any other motion for changes in 

the order of business.
10. The Dental Council of India (DCI) was 

formed on 12th April 1949. 
11. The following is the composition of 

the Dental Council of India:
 (a) One president.
 (b) One member elected from 

amongst the members of MCI. 
 (c) Four members elected from 

Deans, Principals and Directors.
 (d) One member from each univer-

sity.
 (e) One member from each state 

government.
 (f) Six members nominated by cen-

tral government.
 (g) Director general of health services.
12. The function of the DCI is to maintain 

the standard of dental education, to 
register qualified dentists and to elim-
inate quacks from the field.

13. DCI frames certain rules and regula-
tions to fulfil its functions like:
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 (a) Basic principles for the mainte-
nance of minimum standard for 
BDS degree.

 (b) Minimum physical requirements 
of a dental college.

 (c) Minimum staff pattern for under-
graduate studies.

 (d) Basic qualifications and teaching 
experience required to teach BDS 
and MDS students.

 (e) Migration and transfer rules for 
students.

 (f) Framing dental curriculum.
 (g) Regulations of scheme of exams 

for BDS and MDS.

Key
 1. (b)  2. (d)  3. (d)  4. (d)  5. (c)  6. (b)

 7. (a)  8. (c)  9. (d)  10. (d)  11. (c)  12. (a)

 13. (d)  14. (b)  15. (a)  16. (a)

Chapter 7.indd   47 04-12-2015   15:47:25



1. The Consumer Protection Act came 
into force on:

 (a) 15th April 1987
 (b) 7th April 1987
 (c) 31st May 1987
 (d) 1st June 1987
2. In the earlier days, remedy for medi-

cal negligence was under:
 (a) Law of Geneva
 (b) Law of Tort
 (c) Law of Helsinki
 (d) Law of Nuremberg
3. A physician is not liable according to 

Consumer Protection Act if:
 (a) Has an independent practice ren-

dering free service only
 (b) Paid by an insurance company 

for treatment
 (c) Has a private hospital charging 

all
	 (d)	 Hospitals	offering	free	services	to	

all patients
4. The three tier quasi judicial machinery 

of the CPA does not include:
 (a) District Consumer Dispute Re-

dressal Forum
 (b) State Consumer Dispute Re-

dressal Forum

Consumer Protection Act
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 (c) Union Territory Dispute Re-
dressal Forum

 (d) National Consumer Dispute Re-
dressal Forum

5. The Consumer Protection Act was 
amended in:

 (a) 1993
 (b) 1995
 (c) 1997
 (d) 1999
6. The compensation claim at District 

Level Dispute Redresal Commission 
is:

 (a) Up to 5 lakhs
 (b) Up to 10 lakhs
 (c) Up to 15 lakhs
 (d) Up to 20 lakhs
7. The compensation claim at State Level 

Dispute Redressal Commission is:
 (a) Less than 5 lakhs
 (b) 5 – 20 lakhs
 (c) More than 20 lakhs
 (d) 1 – 5 lakhs
8. The compensation claim at National 

Level Dispute Redressal Commission 
is:

 (a) More than 5 lakhs
 (b) More than 10 lakhs
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 (c) More than 15 lakhs
 (d) More than 20 lakhs
9. The prescription of the health profes-

sional should mention:
 (a) Scholarships obtained
 (b) Awards rewarded
 (c) Date and timing of consultation
 (d) Socio-economic status
10. Which of the following is a strict don’t 

for the dental professional according 
to CPA?

 (a) Keep updating knowledge
 (b) Do not adopt experimental meth-

od in treatment
	 (c)	 Mention	if	patient	is	under	effect	

of drugs or alcohol
 (d) Mention prognosis explained
11. When two or more people agree upon 

the same thing in the same sense they 
are said to:

 (a) Consent
 (b) Trade
 (c) Rule
 (d) Surrender
12. According to the Indian Contract Act, 

1872, consent is valid when given:
 (a) By parents of a patient under 18 

years
 (b) Under fear
 (c) A person ignorant of the 

implications of the consent
 (d) By a person above 15 years
13. According to the Indian Contract Act, 

1872, a consent is not valid when given:
 (a) In a dental clinic
 (b) Under misrepresentation of facts
 (c) Under friendship
 (d) In a dental college
14. Implied consent is not enough in pro-

cedures of:
 (a) Inspection
 (b) Percussion

 (c) Routine sonography
 (d) Blood diagnostic tests
15. Consent considered by the fact that a 

patient comes to a doctor for an ail-
ment that he agree for examination is:

 (a) Express consent
 (b) Tacit consent
 (c) Informed consent
 (d) Proxy consent
16. Express consent is not necessary for:
 (a) General anaesthesia
 (b) Surgical operations
 (c) Routine sonography
 (d) Medico-legal cases
17. The dentist can chose to not disclose 

an information if he thinks it can harm 
sound medical or dental judgement 
which is known as:

 (a) Therapeutic privilege
 (b) Diagnostic privilege
 (c) Consent
 (d) Screening
18. Which of these is not an important 

part of consent:
 (a) Information
 (b) Voluntariness
 (c) Capacity
 (d) Implementation
19. A situation where proxy or substitute 

consent can be obtained is:
 (a) General anesthesia
 (a) Surgical procedures
 (c) Medical emergencies
 (d) Examination for determining age
20. What should a doctor do in the event of 

a medical mishap according to CPA?
 (a) Complete the patients record
 (b) Hold back information from the 

patient
 (c) Should not discuss it with anoth-

er doctor
 (d) Should not reveal it to the profes-

sional organization
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21. The components of informed consent 
includes:

 (a) Information, voluntariness and 
capacity

 (b) Information, motivation and im-
plementation

 (c) Information, dissemination and 
motivation

 (d) Motivation, education and capac-
ity

22. Consent has to be obtained in case of:
 (a) Handlers of food and dairymen
 (b) Immigrants
 (c) People who are HIV positive
 (d) Court orders for psychiatric 

examination
23. The informed consent should be:
 (a) Taken even if patient is sedated
 (b) Local language
 (c) Taken at once for all procedures
	 (d)	 Taken	 after	 the	 treatment	 is	

completed

Consumer Protection Act
1. The Consumer Protection Act came 

into force on 15th April 1987, which is 
a	welfare	legislation	for	the	benefit	of	
the consumers.

2. The aim is to protect the interest of the 
consumer	and	to	settle	consumer	dis-
putes.

3. Health care providers liable for CPA 
are:

 (a) Doctors with independent prac-
tice rendering only free services.

 (b) Private hospitals charging all.
 (c) All hospitals having free as well 

as paying patients, they are liable 
to both.

 (d) Doctors/hospitals paid by an 
insurance	 firm	 for	 treatment	 of	
a client or an employer for the 
treatment of an employee.

4. Health care provider not liable for 
CPA are:

 (a) Doctors in hospitals, which do 
not charge patients.

	 (b)	 Hospitals	offering	free	services	to	
all patients.

5. The act includes a three tier judicial 
machinery:

 (a) District Consumer Dispute 
Redressal Forum at the district 
level: At this forum, a person 
can claim compensation towards 
damage of up to a maximum 
limit	 of	 five	 lakhs.	 It	 is	 chaired	
by a District Judge and two other 
members.

 (b) State Consumer Dispute 
Redressal Commission at the 
state level: The claim at this 
level is 20 lakhs. It is chaired by 
High Court Judge and two other 
members.

 (c) National Consumer Dispute 
Redressal Commission at the 
national level: The compensation 
here is 20 lakhs. This forum is 
chaired by Supreme Court Judge 
and four other members.

6. Some do’s for the health care provider:
	 (a)	 Mention	 qualification	 on	 the	

prescription.
 (b) Always mention date and timing 

of the consultation.
 (c) Mention age, gender and weight 

of the patient.
 (d) In complicated cases, record 

precise history of present illness 
and	substantial	physical	findings.

	 (e)	 Seek	 written	 refusal	 or	 make	 a	
note if patient is erring on any 
count.

 (f) Mention the condition of the 
patient	in	specific	terms.	

 (g) Record history of drug allergy.
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 (h) Always obtain proper consent 
either	from	patient	or	attendant	or	
relative, which ever is applicable.

7. Some don’ts for the health care pro-
vider:

 (a) Do not hesitate to discuss the 
case with your colleagues.

 (b) Do not hesitate to discuss the 
case	with	patients	or	attendants.	

 (c) Do not write ayurvedic formula-
tions.

 (d) Do not allow substitutions.
 (e) Do not examine a patient if you 

are sick, exhausted or under the 
effect	of	alcohol.

 (f) Never talk loose about your 
colleagues, despite intense 
professional rivalry.

 (g) Do not adopt experimental 
method in treatment.

Key
 1. (a)  2. (b)  3. (d)  4. (c)  5. (a)  6. (a)

 7. (b)  8. (d)  9. (c)  10. (b)  11. (a)  12. (a)

 13. (b)  14. (d)  15. (b)  16. (c)  17. (a)  18. (d)

 19. (c)  20. (a)  21. (a)  22. (c)  23. (b)

Chapter 8.indd   51 04-12-2015   15:48:10



1. Atraumatic Restorative Treatment 
follows the principle of restoring the 
cavity with:

 (a) Permanent restorative material
 (b) Biomimetic restorative material
 (c) Tooth looking restorative mate-

rial
 (d) Temporary restorative material
2. Atraumatic restorative treatment 

follows which principle?
 (a) Removing carious tooth tissue 

using hand instruments only
 (b) Removing carious tooth tissue 

using slow speed handpiece
 (c) Leaving behind carious tooth tis-

sue and restore
 (d) Removing carious tooth tissue 

using high speed handpiece
3. In which year, was ART a theme in 

World Health Day theme?
 (a) 1990
 (b) 1992
 (c) 1994
 (d) 1996
4. The ART approach can be employed 

when:
 (a) Electricity is available
	 (b)	 Community	cannot	afford	expen-

sive dental equipment

Atraumatic Restorative Technique
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 (c) Severe dental caries lesion is 
present

	 (d)	 Extension	of	cavity	is	warranted
5. Atraumatic Restorative Treatment 

was pioneered in 1980s in:
 (a) Tanzania
 (b) New Zealand
 (c) Thailand
 (d) Zimbabwe
6. The ART technique was pioneered by:
 (a) Joe. faencken and Holmgren
 (b) McKay and Eager
 (c) Dean and associates
	 (d)	 Sheiham	and	Watt
7. The ART technique can be employed 

when:
 (a) There is a presence of swelling
	 (b)	 The	pulp	of	the	tooth	is	exposed
 (c) Opening of the cavity is inacces-

sible
 (d) There is a clear occlusal cavity
8. ART procedure is an absolute 

contraindication in which situation?
	 (a)	 Presence	 of	 swelling	 or	 fistula	

near the carious tooth
 (b) Caries near the pulp, but pulp 

not	exposed
 (c) No pain in the decayed tooth
 (d) There is an obvious carious cavity
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9. The reason for using hand instrument 
rather than electric rotating handpiece 
is:

 (a) It makes restorative care acces-
sible for all population groups

 (b) The use of mechanical approach
 (c) Technique sensitive approach
 (d) Easier to remove dental caries 

with hand instruments 
10. Which of these is not a reason for 

using glass ionomer cement in ART?
 (a) The need to cut sound tooth 

tissue to prepare the cavity is 
reduced

 (b) Fluoride released from restora-
tion prevents and arrest caries

 (c) Is similar to hard oral tissues and 
does	not	inflame	pulp

 (d) Relatively low cost when 
compared to resins

11. The GIC bonding in ART is:
 (a) Mechanical
 (b) Chemical
 (c) Physical
 (d) Both mechanical and chemical
12. The distance from the operator’s eye to 

the patient’s tooth is usually between:
 (a) 20 – 25 cm
 (b) 25 – 30 cm
 (c) 30 – 35 cm
 (d) 35 – 40 cm
13. For a right handed operator in ART 

procedure, the assistant should be 
seated at:

	 (a)	 Left	side
 (b) Right side
 (c) Back of the operator
 (d) Front of the operator
14. The assistant’s head in ART should be 

placed:
 (a) 10 – 15 cm lower than the operator
 (b) 10 – 15 cm higher than the operator

 (c) Parallel to the operator
 (d) Behind the operator
15. In ART procedure, patient’s back lies 

on	a	flat	 surface	with	headrest	made	
of:

 (a) Wood
 (b) Plastic
 (c) Firm foam
 (d) Metal rod
16.	 In	ART	 procedure,	 the	 chin	 is	 lifted	

with a backward tilt to access:
 (a) Lower teeth
 (b) Upper teeth
 (c) Submandibular salivary gland
 (d) Tongue
17. Partly closed mouth opening in ART 

is to:
 (a) Tense the cheek muscles
	 (b)	 Have	 better	 access	 to	 buccal	

surfaces
 (c) Visualize upper teeth
 (d) Check for occlusion
18. Which of these is not a portable light 

source?
 (a) Headlamp
 (b) Glasses with a light source at-

tached
	 (c)	 Light	attached	to	the	mouth	mirror
 (d) Light through the window
19. An important aspect for the success of 

ART is:
 (a) Control of saliva
 (b) Patient positioning
	 (c)	 An	efficient	dental	assistant
 (d) Proper oral hygiene
20. Name the instrument used in ART 

to view the cavity indirectly and to 
retract the cheek or tongue:

 (a) Mouth mirror
	 (b)	 Explorer
 (c) Tweezer
	 (d)	 Spoon	excavator
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21. The diameter of the medium spoon 
excavator	used	in	ART	is:

 (a) 0.5 mm
 (b) 1 mm
 (c) 1.5 mm
 (d) 2 mm
22.	 The	small	 spoon	excavator	 in	ART	 is	

used for:
 (a) Cleaning the enamel dentine 

junction
	 (b)	 Removal	of	soft	caries
	 (c)	 Removal	of	excess	glass	ionomer	

material
 (d) Take the glass ionomer material 

into the cavity
23. The instrument used to widen the 

entrance to the cavity by removing 
unsupported enamel is:

 (a) Applier
 (b) Carver
	 (c)	 Spoon	excavator
 (d) Dental hatchet
24. Which material is used to keep 

moisture away from class ionomer 
restoration in ART?

 (a) Bonding agent
 (b) Methyl spirit
 (c) Petroleum jelly
 (d) Ethyl spirit
25. Which material is used to contour the 

proximal	 surface	 of	 multiple	 surface	
restorations in ART?

 (a) Plastic strip
 (b) Stainless steel bands
 (c) Wedges
 (d) Articulating paper
26. Disinfection of surfaces in work 

place	 is	done	by	using	cotton	gauzes	
impregnated with:

 (a) Methyl spirit
 (b) Ethyl spirit
 (c) Phenyl spirit
 (d) Petroleum jelly

27. GIC powder contains:
	 (a)	 Silicon	 oxide,	 aluminium	 oxide	

and	calcium	fluoride
	 (b)	 Stannous	oxide,	aluminium	oxide	

and	calcium	fluoride
	 (c)	 Strontium	 oxide,	 aluminium	

oxide	and	calcium	fluoride
	 (d)	 Strontium	oxide,	 stannous	oxide	

and	sodium	fluoride
28.	 Over	mixing	of	the	GIC	material	will	

result in:
 (a) Unaesthetic appearance
 (b) Poor adhesion
 (c) Good strength
 (d) Air trap
29. The dentine conditioner is usually a 

solution of:
 (a) 10% polyacrylic acid
 (b) 10% polyhydrochloric acid
 (c) 10% mefanamic acid
 (d) 10% orthophosphoric acid
30. Which of the following cannot result 

in the failure of ART restoration?
 (a) Contamination with saliva or 

blood
 (b) Application of dentine condition-

er	after	preparing	the	cavity
	 (c)	 Mix	of	material	was	too	wet	or	dry
	 (d)	 Not	 all	 soft	 caries	 has	 been	 re-

moved

Atrauamatic Restorative Treatment
1. Atraumatic Restorative Treatment 

(ART) is a procedure based on 
removing carious tooth tissues using 
hand instruments alone and restoring 
the cavity with an adhesive restorative 
material.

2. The pioneers of ART are Jo Frencken 
and Holmgren.

3. It was pioneered in 1980s in Tanzania.
4. Two main principles of ART are:
 (a) Removing carious tooth tissues 

using hand instruments only.

Chapter 9.indd   54 04-12-2015   15:48:32



Atraumatic Restorative Technique 55

 (b) Restoring the cavity with a 
restorative material that sticks 
to the tooth, called a biomimetic 
material.

5. The reasons for using hand instru-
ments are:

 (a) Uses a biological approach, 
which requires minimal cavity 
preparation, hence conserves 
tooth structure.

 (b) Less trauma and limitation of 
pain , so need for anaesthesia.

 (c) Low cost of hand instruments.
	 (d)	 Simplified	infection	control.
 (e) Makes restorative care accessible 

to all groups.
6. The reasons for using glass ionomer 

cement are:
 (a) Chemical bonding of the cement 

to both enamel and dentine.
 (b) Fluoride released from the ce-

ment prevents and arrests caries.
 (c) Similar to hard oral tissues, it 

does	 not	 inflame the pulp or 
gingiva.

7. Contraindications to ART are:
 (a) The presence of swelling or 

fistula	near	the	carious	tooth.
	 (b)	 The	pulp	of	the	tooth	is	exposed.
 (c) Teeth are painful for a long 

time, so there may be chronic 
inflammation	of	the	pulp.

 (d) There is an obvious carious 
cavity, but opening is inaccessible 
to hand instruments.

 (e) There are clear signs of a cavity, 
but the cavity cannot be entered 
from	proximal	or	occlusal	surface.

8. Instruments used for ART are:
 (a) Mouth mirror—used to retract 

cheek	 or	 tongue,	 reflect	 light	 on	
to operating	field	and	view	cavity	
indirectly.

	 (b)	 Explorer—used	to	identify	where	
soft	carious	dentine	is	present.

 (c) Pair of tweezers—used to carry 
cotton	wool	rolls,	pellets,	wedges	
and articulation paper.

	 (d)	 Spoon	 excavators—used	 to	
remove	 soft	 carious	 dentine.	
They are of three sizes:
•	 Small—diameter is about 

1mm. It is used in small 
cavities and for cleaning 
dentino-enamel junction

•	 Medium—diameter is about 
1.5 mm. It is used in larger 
cavities	to	remove	soft	caries.	It	
is also used to push restorative 
material into small cavities

•	 Large—diameter is 2 mm. It 
is used in large cavities for 
removing	excess	glass	ionomer	
material from restoration

 (e) Dental hatchet—it is used 
to widen the entrance of the 
cavity and to slice away thin 
unsupported and carious enamel 
left	after	carious	dentine	has	been	
removed.

 (f) Applier/carver—the blunt end 
is	 used	 to	 insert	 the	 mixed	 glass	
ionomer cement into the cleaned 
cavity. The sharp end is used to 
remove	excess	restorative	material.

	 (g)	 Mixing	 pad	 and	 spatula—used	
to	 mix	 glass ionomer. They are 
of two types: glass slab and 
disposable paper pad.

9. Materials used in ART are:
	 (a)	 Cotton	wool	rolls—used	to	absorb	

saliva to keep the tooth dry.
	 (b)	 Cotton	 wool	 pellets—used	 for	

cleaning cavities.
 (c) Petroleum jelly—used to 

keep moisture away from the 
restoration.
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Key
 1. (b)  2. (a)  3. (b)  4. (b)  5. (a)  6. (a)

 7. (d)  8. (a)  9. (a)  10. (d)  11. (b)  12. (c)

 13. (a)  14. (b)  15. (c)  16. (b)  17. (b)  18. (d)

 19. (a)  20. (a)  21. (c)  22. (a)  23. (d)  24. (c)

 25. (a)  26. (a)  27. (a)  28. (b)  29. (a)  30. (b)

 (d) Plastic strip—used to contour 
the	proximal	 surface	of	multiple	
surface restorations.

 (e) Wedges—used to hold the plastic 
strip close to the shape of the 
proximal	surface.

10. Procedure for ART is:
	 (a)	 Isolate	the	tooth	with	cotton	wool	

rolls.
 (b) Remove plaque from tooth 

surface	 with	 a	 wet	 cotton	 wool	
pellet.

 (c) Dry the tooth surface with dry 
cotton	wool	pellets.

 (d) Widen the entrance of the cavity 
with the blade of the dental 
hatchet.

 (e) Carious dentine is removed with 
excavators.

 (f) Remove overhanging enamel 
with dental hatchet. 

 (g) Clean cavity with both wet and 
dry	cotton	wool	pellets.

	 (h)	 Isolate	 the	 cavity	 with	 cotton	
rolls.

 (i) Clean the prepared cavity, with 
a dentine conditioner or tooth 
cleaner.

	 (j)	 Mix	 glass	 ionomer	 cement	 on	
mixing	pad.

 (k) The cement is placed in small 
amounts using the blunt end of 
applier or carver.

	 (l)	 The	 press	 finger	 technique	
is employed to condense the 
cement.

 (m) Check for occlusion. 
 (n) Ask the patient to not eat for at 

least an hour.
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1. Anatomical feature in occlusal surfac-
es not susceptible to dental caries is:

 (a) Narrow crevice
 (b) Isolated grooves
 (c) Pits
 (d) Cusp tips
2. The cariostatic property of sealants 

are due to:
 (a) Physical obstruction
 (b) Chemical obstruction
 (c) Physio-chemical obstruction
 (d) Pathological obstruction
3. Occlusal surfaces account to how 

much percentage of all tooth surfaces?
 (a) 7.5%
 (b) 12.5%
 (c) 20%
 (d) 22.5%
4. The term “Prophylactic Odontomy” 

was coined by:
 (a) Miller
 (b) Buonocore
	 (c)	 Hyatt
 (d) Bowen
5. Enameloplasty was coined by:
 (a) Bodecker
	 (b)	 Hyatt

Pit and Fissure Sealants
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 (c) Buonocore
 (d) Miller
6. BISGMA was developed by Bowen at 

the National Bureau of Standards in:
 (a) 1950s
 (b) 1960s
 (c) 1970s
 (d) 1980s
7. American dental association accepted 

pit	and	fissure	sealants	as	a	preventive	
measure in:

 (a) 1972
 (b) 1982
 (c) 1992
 (d) 2002
8. In which of the following conditions is a 

pit	and	fissure	sealant	recommended?
 (a) Tooth erupted for more than four 

years	and	stained	fissures
 (b) No explorer wedging
 (c) Tooth erupted for less than four 

years	and	stained	fissures
 (d) Caries free surface
9. Polyurethane sealant material used 

which material as an etchant?
 (a) Phosphoric acid
 (b) Citric acid
 (c) Sulphuric acid
 (d) Acetic acid
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10. Polymerization shrinkage and thermal 
contraction	on	curing	can	be	attributed	
to which property of sealants?

 (a) Biocompatibility
 (b) Viscosity
 (c) Dimensional stability
 (d) Ease of manipulation
11.	 When	 is	a	pit	and	fissure	sealant	not	

indicated?
 (a) Children with special needs
 (b) Children with dmfs <2 in their 

primary dentition
 (c) Teeth exposed in oral cavity for 

two years
 (d) Susceptible sites in permanent 

teeth
12. Sealant placement is probably 

indicated in which situation?
 (a) Fossa selected for a sealant 

placement is not isolated from 
another fossa with restoration

 (b) Teeth considered for application 
is erupted less than four years ago

	 (c)	 The	area	selected	is	not	confined	
to a fully erupted fossa

 (d) An intact occlusal surface is 
present where the contralateral 
tooth surface is carious or 
restored

13.	 A	 cost	 beneficial	 method	 to	 seal	 the	
teeth	at	6	–	7	years	offer	protection	for:

 (a) First permanent molars
 (b) Second permanent molars
 (c) Premolars
 (d) Incisors
14. An absolute contraindication to the 

placement of sealants is:
 (a) Caries present only on the 

occlusal surface
 (b) Fully erupted tooth
 (c) There is an open occlusal carious 

lesion
 (d) Cooperative child

15. Which of the following is not 
a disadvantage to rubber dam 
placement in sealant application?

 (a) Discomfort during placement of 
clamp

	 (b)	 Difficulty	 to	 place	 partially	
erupted tooth

 (c) Need for local anesthesia
 (d) Low cost
16. The primary teeth is etched for a longer 

time when compared to permanent 
teeth because:

 (a) It has more inter and intra 
prismatic structure 

 (b) Surface inorganic content is more
 (c) Surface organic content is more
 (d) Lower internal pore volume
17. The third generation sealants are 

cured by:
 (a) Ultraviolet light source
 (b) Chemical catalyst accelerator
 (c) Photo initiated with visible light
 (d) Infra red light source
18. The chemical composition of the 

etchant is:
 (a) 30% – 50% orthophosphoric acid
 (b) 50% – 70% orthophosphoric acid
 (c) 20% – 30% orthophosphoric acid
 (d) 70% – 90% orthophosphoric acid
19. What is the amount of enamel lost by 

acid etching?
 (a) One micrometer
 (b) Five micrometer
 (c) 10 micrometer
 (d) 20 micrometer
20.	 The	effect	 caused	by	a	viscous	gel	 to	

not completely and uniformly wet the 
entire enamel surface is called:

	 (a)	 Milling	effect
	 (b)	 Skipping	effect
	 (c)	 Cross	over	effect
	 (d)	 Contamination	effect
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21. The outermost surface layer of the 
enamel removed with an old round 
bur	in	deciduous	teeth	for	better	acid	
etching is called:

 (a) Milling 
 (b) Gnawing
 (c) Grinding
 (d) Smoothening
22. The sealed surface of the PFS is wiped 

with	a	cotton	pellet	to	remove	the:
 (a) High points
 (b) Air inhibited layer of nonpo-

lymerized resin
 (c) Material alba
 (d) Cariogenic plaque
23.	 Recall	 visits	 are	 planned	 after	 PFS	

application to:
 (a) Check for the integrity of sealant
 (b) To reapply at regular interval
 (c) To check for high points
 (d) Check the bonding of the sealant 

to the tooth
24. The etching time for deciduous molars 

is:
 (a) 30 seconds
 (b) 60 seconds
 (c) 90 seconds
 (d) 120 seconds
25. The need for reapplication of sealant is 

usually highest during which period?
	 (a)	 Two	years	after	placement
	 (b)	 18	months	after	placement
	 (c)	 One	year	after	placement
	 (d)	 Six	months	after	placement
26. Which surface has the highest loss rate 

for	a	pit	and	fissure	sealant?
 (a) Buccal pits of mandibular molars
 (b) Occlusal surfaces
 (c) Cusp tips
 (d) Lingual grooves of mandibular 

molars
27. Which of these is not a requisite for 

sealant retention?

 (a) Clean surface
 (b) Surface area
 (c) Wet surface
	 (d)	 Deep	irregular	pits	and	fissures
28. Use of pumice and water slurry to clean 

in PFS placement does not remove:
 (a) Heavy stains
 (b) Debris
 (c) Calculus
 (d) Plaque
29. An absolute contraindication to the 

application of sealant is:
	 (a)	 Deep	narrow	pits	and	fissures
 (b) Recently erupted teeth
	 (c)	 Carious	pits	and	fissures
 (d) Few proximal lesions
30.	 Factors	 affecting	 sealant	 retention	

include:
 (a) Age of the child
 (b) Weight of the child
 (c) Sibling status of the child
 (d) Height of the child
31. The bonding agent in the PFS is:
 (a) High viscosity agent
 (b) Hydrophilic agent
	 (c)	 Non	flowable	agent
 (d) Separable agent
32.	 Laser	 fluorescent	 diagnostic	 probes	

and digital imaging equipment helps 
us to:

	 (a)	 Differentiate	 between	 infected	
and	affected	dentine

 (b) Trace the exact location of DEJ
 (c) Obtain higher retention rate of 

sealant
 (d) Minimize risk of microleakage
33. The Preventive Resin Restorations 

was reported by:
 (a) Feigal in 1998
 (b) Buonocore in 1955
 (c) Simonsen and Stallard in 1978
	 (d)	 Hyatt	in	1923
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34. The cost of PFS treatment can be 
minimized by:

 (a) Application on all teeth 
irrespective of caries risk

 (b) Delegating treatment to auxiliary 
personnel

 (c) Application of sealant alone
 (d) Use cheaper products with no 

proven	clinical	efficacy
35. In PFS application, the tooth is not 

sealed if:
 (a) The tooth can be isolated
	 (b)	 Shallow	pits	and	fissures
 (c) No proximal restoration
 (d) The life expectancy of the primary 

tooth is short
36. On comparing sealants with amalgam 

restorations, sealants are:
 (a) Restorative technique with con-

siderable loss of tooth structure
 (b) Require more time to place
 (c) Less technique sensitive
	 (d)	 Cost	effective
37. Which type of Preventive Resin 

Restoration involves a cavity 
extending into dentine and placing 
calcium hydroxide base?

 (a) Type A
 (b) Type B
 (c) Type C
 (d) Type D

Pit and Fissure Sealants
1. 12.5% of all tooth surfaces are occlusal, 

while two-thirds of the total caries 
experience is on these surfaces.

2.	 In	 1923,	 Hyatt	 reported	 a	 technique	
called “Prophylactic Odontomy” 
wherein	 non	 carious	 fissures	 were	
prepared and restored with a silver 
alloy as a prophylactic measure.

3.	 The	 first	 step	 to	 pit	 and	 fissure	
sealant was in 1955, when Buonocore 

introduced a method of adhering 
resin to an acid etched enamel surface.

4. In 1965, Bowen developed BISGMA 
resin, which is the chemical reaction 
product of bisphenol A and glycidyl 
methacrylate.

5.	 Pit	 and	 fissures	 are	 classified	 as,	
according to the type of curing, into:

 (a) First generation sealants—uses 
ultraviolet light source for curing.

 (b) Second generation sealants—self 
curing material, sets by mixing 
with a chemical catalyst—
accelerator system.

 (c) Third generation sealants—uses 
visible light for curing.

 (d) Fourth generation sealants—
contain	fluoride.

6.	 Pit	and	fissures	can	also	be	classified	
as:

	 (a)	 Filled	and	unfilled:	depending	on	
the	fillers	addition.

 (b) Clear, tinted or opaque: 
depending on the colour.

7.	 The	 steps	 involved	 in	pit	 and	fissure	
sealant application is:

 (a) Polish the tooth surface—done to 
remove plaque and debris from 
the	 pits	 and	 fissures.	 Polishing	
is done using rubber cup and 
pumice.

 (b) Isolate and dry the tooth 
surface—rubber dam is ideal for 
isolation.	 If	 not	 possible,	 cotton	
rolls are used.

 (c) Etch the tooth surface—using 
37% orthophosphoric acid for 15 
– 30 seconds.

 (d) Rinse the tooth—until all the 
etchant material is removed from 
the tooth.

 (e) Isolate and dry the tooth—tooth 
is dried with compressed air. 
Make sure that the air is free of 
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oil and water. Check for chalky 
white, frosted appearance. If not, 
repeat etching step.

 (f) Apply bonding agent—and cure 
it.

 (g) Apply sealant material—apply 
the	 sealant	 and	 cure	 it.	 After	
this, wipe the sealed surface 
with	 a	 wet	 cotton	 pellet.	 This	
removes the air inhibited layer 
of nonpolymerized resin and 
eliminates any objectionable taste 
in the patient’s mouth.

 (h) Evaluate the sealant—evaluate 
the sealant with an explorer.

 (i) Check occlusion—check occlu-
sion for high points.

 (j) Retention and periodic mainte-
nance—done to evaluate the in-
tegrity of the sealant.

8.	 Factors	affecting	the	sealant	retention	
in the mouth are:

 (a) Type of sealant.
 (b) Position of teeth in the mouth.
 (c) Clinical skill of the operator.
 (d) Age of the child.
 (e) Eruption status of the child.
9.	 Indications	for	pit	and	fissure	sealants	

are:

 (a) Presence of deep narrow pits and 
fissures.

 (b) On recently erupted teeth.
 (c) Sound proximal surface and 

many occlusal lesions.
	 (d)	 If	pits	and	fissures	are	separated	

by transverse ridge.
10.	 Contraindications	for	a	pit	and	fissure	

sealants are:
	 (a)	 Carious	pits	and	fissures.
 (b) Broad, well coalesced pit and 

fissures.
 (c) Teeth caries free for four years or 

longer.
 (d) Carious proximal surface.
11.	 The	cost	of	the	pit	and	fissure	sealants	

stops this technique from being 
universally used. The cost of the 
treatment can be minimized by:

 (a) Selective application on teeth 
with the greatest caries risk.

 (b) Employing auxiliary personnel 
to do the treatment.

 (c) Selecting products that have the 
highest proved success rates.

 (d) Follow meticulous application 
protocol.

 (e) Applying sealants in conjunction 
with	optimal	fluoride	therapy.

Key
 1. (d)  2. (a)  3. (b)  4. (c)  5. (a)  6. (b)

 7. (a)  8. (c)  9. (b)  10. (c)  11. (b)  12. (d)

 13. (a)  14. (c)  15. (d)  16. (b)  17. (c)  18. (a)

 19. (c)  20. (b)  21. (a)  22. (b)  23. (a)  24. (d)

 25. (d)  26. (a)  27. (c)  28. (c)  29. (c)  30. (a)

 31. (b)  32. (a)  33. (c)  34. (b)  35. (d)  36. (d)

 37. (c)
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1.	 The	deficiencies	in	health	that	call	for	
preventive,	curative,	control	or	eradi-
cate	measures	are	termed	as:

	 (a)	 Health	needs
	 (b)	 Planning
	 (c)	 Evaluation
	 (d)	 Objective
2.	 Designing	a	course	of	action	for	a	cir-

cumscribed	health	problem	is:
	 (a)	 Problem	solving	planning
	 (b)	 Program	planning
	 (c)	 Coordination	 of	 efforts	 and	 ac-

tivities	planning
	 (d)	 Planning	 for	 allocation	 of	 re-

sources
3.	 Closing	 of	 obstetric	 and	 pediatric	

wards	 in	 hospitals	 located	 in	 areas	
with	a	declining	birth	rate	is	an	exam-
ple	for:

	 (a)	 Program	planning
	 (b)	 Problem	solving	planning
	 (c)	 Coordination	 of	 efforts	 and	 ac-

tivities	planning
	 (d)	 Planning	for	allocation	of	resources
4.	 Conducting	a	needs	assessment	does	

not	entail:
	 (a)	 Defining	the	problem
	 (b)	 Obtaining	community	profile

Planning and Evaluation

11
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	 (c)	 Program	acceptance	
	 (d)	 Evaluating	 effectiveness	 of	 the	

program
5.	 Data	for	needs	assessment	can	be	ob-

tained	by:
	 (a)	 Survey	questionnaires
	 (b)	 Telephonic	calls
	 (c)	 Video	conferencing
	 (d)	 Internet	mailing
6.	 The	planned	end	point	of	all	activities	is:
	 (a)	 Goal
	 (b)	 Objective
	 (c)	 Resources
	 (d)	 Health	needs
7.	 Designing	a	course	of	action	for	a	cir-

cumscribed	health	problem	is:
	 (a)	 Problem	solving	planning
	 (b)	 Coordination	 of	 efforts	 and	 ac-

tivities	planning
	 (c)	 Program	planning
	 (d)	 Situation	analysis
8.	 The	method	of	imposing	people’s	val-

ues	and	judgements	of	what	is	impor-
tant	onto	the	raw	data:

	 (a)	 Priority	determination
	 (b)	 Problem	identification
	 (c)	 Situation	analysis
	 (d)	 Needs	assessment
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9.	 The	stated	objectives	in	planning	cycle	
should	be:

	 (a)	 	In	general	terms
	 (b)	 Ambiguous
	 (c)	 Theoretical
	 (d)	 Meet	the	purpose	of	the	study
10.	 Conducting	a	needs	assessment	helps	

to	evaluate:
	 (a)	 Effectiveness	of	program
	 (b)	 Efficacy	of	program
	 (c)	 Adequacy	of	program
	 (d)	 Appropriateness	of	program
11.	 What	are	considered	to	be	roadblocks	

in	 achieving	 a	 certain	 goal	 or	 objec-
tive?

	 (a)	 Priority
	 (b)	 Needs
	 (c)	 Constraints
	 (d)	 Resources
12.	 Program	 activities	 in	 program	 plan-

ning	include	which	three	components?
	 (a)	 What,	where	and	extent
	 (b)	 What,	who	and	when
	 (c)	 What,	who	and	where
	 (d)	 Extent,	where	and	when
13.	 Planning	 of	 the	 program	 activities	

does	not	ensure:
	 (a)	 Type	of	resources	available
	 (b)	 Constraints
	 (c)	 How	objectives	are	accomplished
	 (d)	 Acceptance	of	the	programme
14.	 The	 process	 of	 putting	 the	 plan	 into	

operation	is	referred	to:
	 (a)	 Implementation	phase
	 (b)	 Evaluation	phase
	 (c)	 Strategy	selection
	 (d)	 Formulation	of	objectives
15.	 The	measure	of	dental	program	being	

acceptable	to	both	consumer	and	pro-
vider	is:

	 (a)	 Effectiveness
	 (b)	 Efficacy
	 (c)	 Appropriateness
	 (d)	 Adequacy
16.	 The	 collection	 and	 analysis	 of	 infor-

mation	to	determine	program	perfor-
mance	at	every	stage	of	planning	is:

	 (a)	 Relevance	evaluation
	 (b)	 Formative	evaluation
	 (c)	 Summative	evaluation
	 (d)	 Impact	evaluation
17.	 The	program	benefits	more	or	less	cost	

per	unit	of	outcome	when	compared	
to	other	programs	designed	to	achieve	
similar	objectives	is	assessed	by:

	 (a)	 Efficiency	evaluation
	 (b)	 Impact	evaluation
	 (c)	 Effectiveness	evaluation
	 (d)	 Progress	evaluation
18.	 Effectiveness	evaluation	determines:
	 (a)	 Did	 program	 benefit	 exceed	 the	

cost	incurred?
	 (b)	 Did	 the	program	meet	 its	 stated	

objectives?
	 (c)	 Do	 program	 activities	 clearly	

conform	to	the	original	plan?
	 (d)	 Is	the	program	appropriate	to	the	

defined	problem?
19.	 Limited	 time	 available	 to	 complete	 a	

program	is	a:
	 (a)	 Constraint
	 (b)	 Resource
	 (c)	 Strategy
	 (d)	 Problem	identification
20.	 The	 necessity	 to	 modify	 a	 program	

due	 to	 manpower	 problems	 can	 be	
done	after:

	 (a)	 Preliminary	evaluation
	 (b)	 Medium	term	evaluation
	 (c)	 Final	evaluation
	 (d)	 Program	planning
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21.	 School	health	programs	are	examples	
for:

	 (a)	 Individual	program	planning
	 (b)	 Group	program	planning
	 (c)	 System	program	planning
	 (d)	 National	program	planning
22.	 The	 desirable	 strategy	 to	 be	 imple-

mented	 in	 the	planning	 cycle	 should	
be	done	by:

	 (a)	 Administrators	alone
	 (b)	 Providers	of	service
	 (c)	 Consumers	of	service
	 (d)	 All	the	above
23.	 The	purpose	of	planning	does	not	aim	

to:
	 (a)	 Propose	theoretical	priority	goals
	 (b)	 Match	the	limited	resources	with	

many	problems
	 (c)	 Eliminate	wasteful	expenditure
	 (d)	 Develop	the	best	course	of	action	

to	achieve	the	objective

Planning and Evaluation

1.	 Plan	 is	 a	 decision	 about	 a	 course	 of	
action—E.C.	Banfield.

2.	 Steps	of	planning	are:
	 (a)	 Identify	the	problem:

•	 This	 is	 done	 by	 conducting	 a	
needs	assessment

•	 This	 helps	 in	 defining	 the	
problem,	its	extent	and	severity

•	 It	 also	 helps	 in	 obtaining	 a	
profile	of	 the	 community	and	
provides	baseline	 information	
for	evaluation	of	effectiveness	
of	the	program

	 (b)	 Determine	priorities:
•	 Priority	 determination	 is	 a	
method	 of	 imposing	 people’s	
values	and	judgements	of	what	
is	important	on	to	the	raw	data

•	 Priorities	are	established	with	
the	 involvement	of	 communi-
ties

•	 High	 risk	 groups	 for	 specific	
diseases	are	identified

	 (c)	 Develop	 program	 goals,	 objec-
tives	and	activities:
•	 Goals	 are	 broad	 statements	
on	 the	 overall	 purpose	 of	 a	
program

•	 Objectives	 are	 more	 specific	
and	 described	 in	 measurable	
way.	Objectives	should	specify	
what	 extent,	who,	where	 and	
when

•	 Activities	 are	 how	 to	 bring	
about	 the	 desired	 results	 by	
telling	who	will	do	what	 and	
when

	 (d)	 Identify	available	resources,	con-
straints	 and	 alternative	 strate-
gies:
•	 Resources—include	 manpow-
er,	material,	money	and	time

•	 Constraints—limitations	 like	
resource	 shortage,	 beliefs,	
restrictive	 governmental	
policies,	attitudes

•	 Alternative	 strategies—
choose	 the	 best	 depending	
on	 acceptability	 and	 cost	
effectiveness

	 (e)	 Develop	 implementation	 strat-
egy:
•	 This	is	developed	for	each	ac-
tivity

	 (f)	 Implement,	 monitor,	 evaluate	
and	revise:
•	 Implement—the	 process	 of	
putting	the	plan	into	operation

•	 Monitoring—is	 to	 determine	
the	program	success

•	 Evaluation—the	 process	 to	
measure	 the	 progress	 of	 each	
activity.	 It	measures	 effective-
ness,	 identifies	 problems	 and	
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plans	 revision	 and	 modifica-
tion.	This	 should	be	an	ongo-
ing	phase

3.	 Donabedian	suggested	three	types	of	
evaluation:

	 (a)	 Structure	 evaluation—facilities,	
equipment,	financing	and	human	
resources.

	 (b)	 Process—methods	 employed	 in	
providing	program	services.

	 (c)	 Outcome—impacts,	 effects,	 and	
changes	bought	in	the	program.

4.	 Evaluation	is	done	in	two	phases:
	 (a)	 Formative	 evaluation—is	

examining	 the	 processes	 or	
activities	of	a	program	as	they	are	
taking	place.

	 (b)	 Summative	 evaluation—judges	
the	merit	of	 the	program	after	 it	
is	done.

Key
 1. (a)  2. (b)  3. (c)  4. (c)  5. (a)  6. (b)

 7. (c)  8. (a)  9. (d)  10. (a)  11. (c)  12. (b)

 13. (d)  14. (a)  15. (c)  16. (b)  17. (a)  18. (b)

 19. (a)  20. (b)  21. (b)  22. (d)  23. (a)
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1. The germ theory of the disease paved 
way for which concept of health?

 (a) Biomedical concept
 (b) Ecological concept
 (c) Psychosocial concept
 (d) Holistic concept
2. The multidimensionality of health in 

terms of social, economic, political 
and environmental influences is de-
scribed by:

 (a) Biomedical concept
 (b) Ecological concept
 (c) Psychosocial concept
 (d) Holistic concept
3. The “feeling” of being in good health 

is of:
 (a) Social dimension
 (b) Spiritual dimension
 (c) Emotional dimension
 (d) Mental dimension
4.  A feeling of perfect functioning of the 

body and mind is:
 (a) Positive health
 (b) Dimension of health
 (c) Determinants of health
 (d) Quality of health
5. A measure of assessing a person’s sub-

jective feeling of happiness or unhap-
piness is:

Concepts of Health and Disease

12
C H A P T E R

 (a) Level of living
 (b) Standard of living
 (c) Quality of life
 (d) Positive health
6.  The concept of “positive health” does 

not include which component:
 (a) Biological 
 (b) Psychological
 (c) Social
 (d) Physical
7. Human Development Index is a com-

posite of:
 (a) Longevity, knowledge and in-

come
 (b) Longevity, occupation and in-

come
 (c) Education, occupation and in-

come
 (d) Education, longevity and income
8. The lowest point in the health disease 

spectrum is:
 (a) Unrecognized disease
 (b) Mild sickness
 (c) Severe sickness
 (d) Death
9. The way people live is termed:
 (a) Culture
 (b) Lifestyle
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 (c) Behaviour
 (d) Attitude
10. Political system of a country contrib-

utes to which determinant of health:
 (a) Socio-economic
 (b) Environmental
 (c) Biological
 (d) Behavioural
11. Which state has the highest female lit-

eracy rate?
 (a) Karnataka
 (b) Kerala
 (c) Tamil nadu
 (d) Maharashtra
12. The Constitution of India provides 

that health is a:
 (a) State responsibility
 (b) Community responsibility
 (c) Individual responsibility
 (d) Family responsibility
13. The science of mutual relationship be-

tween living organisms and their en-
vironment is:

 (a) Environment
 (b) Education
 (c) Ecology
 (d) Indicator
14. The ability of an indicator to reflect 

changes only in the situation con-
cerned is:

 (a) Sensitivity
 (b) Specifity
 (c) Reliability
 (d) Feasibility
15. Mortality indicators of health include:
 (a) Incidence
 (b) Prevalence
 (c) Expectation of life
 (d) Notification rates
16. One Disability Adjusted Life Year in 

disability indicator is equivalent to:

 (a) One lost year of healthy life
 (b) One lost decade of healthy life
 (c) One lost week of healthy life
 (d) One lost day of healthy life
17. The use of health service indicator in-

cludes:
 (a) Population per health / subcentre
 (b) Proportion of pregnant women 

receiving antenatal care
 (c) Doctor population ratio
 (d) Anthropometric measurements 

of preschool children
18. The concept of environment playing 

a role in causation of disease was first 
described by:

 (a) Epidemiological triad
 (b) Web of causation
 (c) Contagion theory
 (d) Miasmatic theory
19. The ability of biological agents to in-

duce clinically apparent illness is:
 (a) Infectivity
 (b) Pathogenicity
 (c) Virulence
 (d) Disease
20. An attribute or exposure, i.e. signifi-

cantly associated with the develop-
ment of a disease is termed:

 (a) Effect modifier
 (b) Risk factor
 (c) Variable
 (d) Confounding factor
21. The floating tip in the iceberg phe-

nomenon of disease represents:
 (a) Clinical cases
 (b) Latent cases
 (c) Carriers
 (d) Inapparent cases
22. Termination of all transmission of in-

fection by extermination of the infec-
tious agent is:

 (a) Disease control
 (b) Disease elimination

Chapter 12.indd   67 04-12-2015   15:49:48



68 MCQs and Viva in Public Health Dentistry

 (c) Disease eradication
 (d) Incubation period
23. The performance and analysis of rou-

tine measurements aimed at detecting 
changes in the environment is:

 (a) Monitoring
 (b) Evaluation
 (c) Surveillance
 (d) Treatment
24. Prevention of emergence or devel-

opment of risk factors in population 
groups falls in the category of:

 (a) Primordial prevention
 (b) Primary prevention
 (c) Secondary prevention
 (d) Tertiary prevention
25. The knowledge of prepathogenesis 

phase of disease, embracing the agent, 
host and environment is required for:

 (a) Primordial prevention
 (b) Primary prevention
 (c) Secondary prevention
 (d) Tertiary prevention
26. The mode of intervention under sec-

ondary prevention are:
 (a) Health promotion
 (b) Specific protection
 (c) Early diagnosis and prompt 

treatment
 (d) Rehabilitation
27. The final step in which effectiveness of 

the public health program is assessed 
is called:

 (a) Program planning
 (b) Program operation
 (c) Program financing
 (d) Program appraisal
28. An attempt to interrupt the usual se-

quence in the development of disease 
in man in called:

 (a) Termination
 (b) Elimination

 (c) Control
 (d) Intervention
29. Which mode of intervention is a pro-

cess of enabling people to increase 
control over and to improve health?

 (a) Health promotion
 (b) Specific protection
 (c) Early diagnosis
 (d) Disability limitation
30. The rationale for a mass treatment 

program in early diagnosis and treat-
ment is the presence of:

 (a) Known cure
 (b) 4 – 5 cases of latent infection
 (c) High mortality rate
 (d) High disability rate
31. The science and art of preventing dis-

ease, prolonging life and promoting 
health and efficiency through orga-
nized community efforts is defined as:

 (a) Preventive medicine
 (b) Social medicine
 (c) Public health
 (d) Social medicine
32. Water fluoridation is an excellent ex-

ample for:
 (a) Whole population approach
 (b) High risk approach
 (c) Targeted approach
 (d) Specific approach
33. School fluoride toothpaste brushing 

scheme is an example for:
 (a) Whole population approach
 (b) Common risk approach
 (c) High risk approach
 (d) Targeted approach
34. Identify the strength of high risk ap-

proach:
 (a) Prevention becomes medicalized
 (b) Makes cost effective use of re-

sources
 (c) Behaviourally inadequate strat-

egy
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 (d) Success is only palliative and 
temporary

35. An inequality in health which is not 
real, but rather a function of how so-
cial class and health are measured is 
called:

 (a) Artefact
 (b) Selection process
 (c) Lifestyle effects
 (d) Materialistic and structuralistic 

factors
36. Child mortality rate measures mortal-

ity at which age?
 (a) 1 – 4 years
 (b) 4 – 8 years
 (c) 8 – 12 years
 (d) > 12 years
37. The web of causation of disease was 

proposed by:
 (a) McMohan and Pug
 (b) Koch
 (c) Pettenkofer
 (d) Louis Vitton
38. Disability limitation is an intervention 

under:
 (a) Primordial prevention
 (b) Primary prevention
 (c) Secondary prevention
 (d) Tertiary prevention
39. Which source of infection is the most 

difficult to control:
 (a) Vector borne
 (b) Air borne
 (c) Fomite borne
 (d) Human to human

Concept of Health and Disease
1. Health is defined as “the state of com-

plete physical, mental and social well 
being and not merely an absence of 
disease or infirmity to lead a socially 
and economically productive life”.

2. There are four concepts of health:
 (a) Biomedical concept—based on 

the germ theory of disease, views 
man as a machine and disease as 
a consequence of the breakdown 
of the machine.

 (b) Ecological concept—health is a 
dynamic equilibrium between 
man and his environment and 
disease a maladjustment of the 
human organism to environment.

 (c) Psychosocial concept—health is 
not only a biomedical phenom-
enon, but also involves social, 
psychological, cultural, economic 
and political factors.

 (d) Holistic concept—a synthesis of 
all the above concepts.

3. Health is multidimensional. It in-
cludes:

 (a) Physical dimension.
 (b) Mental dimension.
 (c) Social dimension.
 (d) Spiritual dimension.
 (e) Emotional dimension.
 (f) Vocational dimension.
 (g) Others like cultural, curative, nu-

tritional and educational dimen-
sions.

4. Standard of living means the usual 
scale of our expenditure, the goods we 
consume and the services we enjoy.

5. Level of living includes health, food 
consumption, education, occupation, 
and working conditions, housing, so-
cial security, clothing, recreation and 
leisure and human rights.

6. Quality of life is a subjective compo-
nent of well being.

7. There are eight determinants of health:
 (a) Biological determinants.
 (b) Behavioural and socio-cultural 

determinants.
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 (c) Environment.
 (d) Socio-economic conditions.
 (e) Health services.
 (f) Aging of the population.
 (g) Gender.
 (h) Other factors like information, 

food and agriculture, education, 
and rural development.

8. There are 12 indicators of health:
 (a) Mortality indicators.
 (b) Morbidity indicators.
 (c) Disability rates.
 (d) Nutritional status indicators.
 (e) Health care delivery indicators.
 (f) Utilization rates.
 (g) Indicators of social and mental 

health.
 (h) Environmental indicators.
 (i) Socio-economic indicators.
 (j) Health policy indicators.
 (k) Indicators of quality of life.
 (l) Other indicators.
9. Health care has characteristics like:
 (a) Appropriateness.
 (b) Comprehensiveness.
 (c) Adequacy.
 (d) Availability.
 (e) Accessibility.
 (f) Affordability.
 (g) Feasibility.
10. There are three levels of health care, 

namely:
 (a) Primary health care—the first 

level of contact between the indi-
vidual and the health system. It 
is provided by the primary health 
centres and their subcentres.

 (b) Secondary health care—provid-
ed by district hospitals and com-
munity health centres.

 (c) Tertiary health care—offers su-
per-specialist care by regional or 
central level institutions.

11. There are various concepts of causa-
tion of disease, namely:

 (a) Germ theory of disease.
 (b) Epidemiological triad.
 (c) Multifactorial causation.
 (d) Web of causation.
12. Risk factor is an attribute or exposure 

that is significantly associated with 
the development of a disease. 

13. The iceberg phenomenon of disease—
is a concept where the iceberg is com-
pared with the disease in a communi-
ty. The floating tip represents what the 
physician sees in the community, i.e. 
clinical cases. The submerged portion 
of the iceberg represents the hidden 
mass of the disease which is either la-
tent, inapparent, undiagnosed or car-
riers in the community. The waterline 
represents the demarcation between 
apparent and inapparent disease.

14. Prevention is defined in a narrow 
sense as averting the development of 
pathological state. In a broder sense, 
it includes all measures that limit the 
progression at any stage of its course.

15. Four levels of prevention are:
 (a) Primordial prevention—preven-

tion taken even when risk factors 
are not present.

 (b) Primary prevention—action tak-
en prior to the onset of disease, 
which removes the possibility 
that a disease will ever occur.

 (c) Secondary prevention—action 
which halts the progress of a dis-
ease at its incipient stage and pre-
vents complications.

 (d) Tertiary prevention—measures 
undertaken to reduce or limit im-
pairments and disabilities, and to 
promote patient’s adjustment to 
irremediable conditions.

16. Intervention is defined as any attempt 
to intervene or interrupt the usual se-
quence in the development of disease 
in man.
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17. Five modes of intervention are de-
scribed as:

 (a) Health promotion—includes 
health education, environmental 
modifications, nutritional, life-
style and behavioural changes.

 (b) Specific protection.
 (c) Early diagnosis and treatment.
 (d) Disability limitation.
 (e) Rehabilitation.

Key
 1. (a)  2. (d)  3. (c)  4. (a)  5. (c)  6. (d)

 7. (a)  8. (d)  9. (b)  10. (a)  11. (b)  12. (a)

 13. (c)  14. (b)  15. (c)  16. (a)  17. (b)  18. (a)

 19. (b)  20. (b)  21. (a)  22. (c)  23. (a)  24. (a)

 25. (b)  26. (c)  27. (d)  28. (d)  29. (a)  30. (b)

 31. (c)  32. (a)  33. (c)  34. (b)  35. (a)  36. (a)

 37. (a)  38. (d)  39. (b)
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1. The control of all those factors in 
man’s physical environment which 
may exercise a deleterious effect on 
his physical development, health and 
survival is defined as:

 (a) Environmental sanitation
 (b) Disaster management
 (c) Environmental epidemiology
 (d) Occupational management
2. Wholesome water is one which is:
 (a) Free from non-pathogenic agents
 (b) Free from harmful chemical sub-

stances
 (c) Has color and odor
 (d) Usable for industrial purposes
3. The amount of water considered to 

be adequate to meet the needs for all 
domestic purposes is:

 (a) 50 – 100 litres
 (b) 100 – 150 litres
 (c) 150 – 200 litres
 (d) 200 – 250 litres
4. The purest form of water in nature is:
 (a) Rain
 (b) Surface water
 (c) Tap water
 (d) Ground water
5. Artificial lakes constructed for 

earthwork or masonry in which large 

Environment and Health
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quantities of surface water is stored 
are called as:

 (a) Rivers
 (b) Deep wells
 (c) Impounding reservoirs
 (d) Springs
6. Which of the following is an example 

of ground water?
 (a) Impounding reservoirs
 (b) Rivers
 (c) Tanks
 (d) Shallow wells
7. Guinea worm disease is a common 

public health problem in which kind 
of wells?

 (a) Artesian wells
 (b) Unlined kaccha wells
 (c) Shallow wells
 (d) Step wells
8. A sanitary well fits into the following 

requirement:
 (a) Location more than 300 m
 (b) Parapet wall to a height of 70 – 75 cm
 (c) An open top
 (d) Brick lining upto a depth of two feet
9. Chandigarh obtains its entire water 

supply from:
 (a) Tube wells
 (b) Springs
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 (c) Artesian wells
 (d) Impounding reservoirs 
10. Which of the following is an indicator 

of water pollution?
 (a) Total suspended solids
 (b) Biochemical oxygen demand at 

37°C
 (c) Presence of dissolved oxygen
 (d) Concentration of chlorides, fluo-

rides and sodium
11. Identify the protozoal water pollutant:
 (a) Typhoid
 (b) Cholera
 (c) Amoebiasis
 (d) Hepatitis E
12. Methaemoglobinaemia, resulting 

from high nitrate content of water is 
due:

 (a) Deep well water intake
 (b) Presence of guineaworm
 (c) Fertilizer treated farmland
 (d) Higher biochemical oxygen de-

mand
13. Storage of water increases the water 

quality by:
 (a) Settling suspended impurities
 (b) Reducing total suspended solids
 (c) Killing viral organisms
 (d) Reducing the chloride content
14. The optimum period of water storage 

in purification is:
 (a) 1 – 3 days
 (b) 3 – 5 days
 (c) 5 – 7 days
 (d) 10 – 14 days
15. The thickness of the sand bed in slow 

sand filter is:
 (a) 0.25 meter
 (b) 0.5 meter
 (c) 0.75 meter
 (d) 1 meter
16. What is considered to be the heart of 

the slow sand filter?

 (a) Supernatant water
 (b) Vital layer
 (c) Underdrainage system
 (d) Filter control valves
17. The “Schmutzdecke” helps in purifi-

cation of water by:
 (a) Oxidizing ammoniacal nitrogen 

into nitrates
 (b) Reducing hydrogen sulphides to 

sulphates
 (c) Changing ferrous ions to ferric 

ions
 (d) Increasing carbondioxide content
18. An ideal slow sand filter reduces E.coli 

count by:
 (a) 69.9 percent
 (b) 79.9 percent
 (c) 89.9 percent
 (d) 99.9 percent
19. The order in which raw water is 

treated in rapid sand filter is:
 (a) Coagulation, rapid mixing, floc-

culation, filtration, sedimentation
 (b) Rapid mixing, coagulation, floc-

culation, filtration, sedimentation
 (c) Coagulation, rapid mixing, floc-

culation, sedimentation, filtration
 (d) Rapid mixing, sedimentation, co-

agulation, flocculation, filtration
20. The effective size of the sand particles 

in rapid sand filters is:
 (a) 0.2 – 0.4 mm
 (b) 0.4 – 0.7 mm
 (c) 0.7 – 0.9 mm
 (d) 0.9 – 1 mm
21. The washing process of the rapid sand 

filters is referred to as:
 (a) Back washing
 (b) Front washing
 (c) Top washing
 (d) Side washing
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22. Chlorination of water acts by:
 (a) Substitute to sand filtration
 (b) Killing pathogenic bacteria
 (c) Killing spores
 (d) Killing viruses
23. The disinfecting action of chlorine is 

mainly due to:
 (a) Hypochlorite ions
 (b) Hypochlorous acid
 (c) Hypochloric acid
 (d) Free chlorine ions
24. The action of chlorine is best as a 

disinfectant when the pH of water is:
 (a) 3 – 5
 (b) 4 – 5
 (c) 6 – 7
 (d) 7 – 9
25. The point at which the chlorine 

demand of water is met is called the:
 (a) Break point
 (b) Match point
 (c) Plus point
 (d) Free point
26. Boiling of water as means of purifica-

tion results in:
 (a) Killing all bacteria and spores
 (b) No taste alteration
 (c) Non removal of temporary hard-

ness
 (d) Purification at large scale
27. The “candle” in the Chamberland 

type of filter is made of:
 (a) Infusorial earth
 (b) Keiselgurh earth
 (c) Porcelain
 (d) Ceramic
28. Which disinfecting agent should not 

be used to disinfect wells:
 (a) Potassium permanganate
 (b) Bleaching powder
 (c) Chlorine solution
 (d) High test hypochlorite

29. The cylindrical pots in double pot 
method measures sizes of:

 (a) 15 cm and 10 cm
 (b) 20 cm and 15 cm
 (c) 25 cm and 20 cm
 (d) 30 cm and 25 cm
30. The acceptable physical parameter of 

drinking water for a consumer is:
 (a) < 5 NTU and 15 TCU
 (b) > 5NTU and 15 TCU
 (c) < 5 NTU and <5 TCU
 (d) < 5NTU and <5 TCU
31. The primary bacterial indicator for 

bacterial contamination of drinking 
water is:

 (a) Sulphite reducing clostridia
 (b) Faecal streptococci
 (c) Coliform organisms
 (d) Protozoa
32. An inorganic constituent in drinking 

water which occurs primarily from 
household plumbing system is:

 (a) Selenium
 (b) Fluoride
 (c) Lead
 (d) Cyanide
33. The amount of a substance in food or 

drinking water ingested daily over a 
lifetime without appreciable health 
risk is:

 (a) Tolerable daily intake
 (b) Acceptable daily intake
 (c) Uncertainty factors
 (d) No observed adverse effect level
34. The effects of radiation exposure 

when affects the descendants is called
 (a) Somatic
 (b) Congenital
 (c) Malignant
 (d) Hereditary
35. Multiple tube method is used for 

estimating the:
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 (a) Probable number of coliform or-
gaisms

 (b) Probable number of fecal strepto-
cocci

 (c) Probable number of Clostridium 
perfringens

 (d) Probable number papilloma virus
36. The temporary hardness of water is 

due to the presence of:
 (a) Calcium sulphates
 (b) Magnesium chlorides
 (c) Calcium bicarbonates
 (d) Magnesium nitrates
37. The hardness in water is expressed in 

terms of:
 (a) Milliequivalents per liter
 (b) Milligrams per liter
 (c) Parts per million
 (d) Becquerel per liter
38. Permanent hardness of water can be 

removed by:
 (a) Boiling
 (b) Addition of lime
 (c) Base exchange process 
 (d) Permutit process
39. Horrock’s water testing apparatus is 

designed to find the dose of:
 (a) Bleaching powder
 (b) Fluoride content 
 (c) pH
 (d) Colour
40. The oxygen concentration in external 

air by volume accounts to:
 (a) 78.1 percent
 (b) 20.9 percent
 (c) 10.8 percent
 (d) 0.03 percent
41. Air is rendered impure by:
 (a) Sunlight
 (b) Rain
 (c) Plant life
 (d) Combustion of coal

42. The chemical changes in human 
occupied air includes:

 (a) Increase in humidity
 (b) Decrease air movement
 (c) Increase in carbon dioxide
 (d) Rise in temperature
43. The “cooling power” of air is deter-

mined by
 (a) Temperature, humidity and air 

movement
 (b) Temperature and humidity
 (c) Carbon dioxide content, temper-

ature and air movement
 (d) Carbon dioxide content, humid-

ity and temperature
44. “Comfortable zone” in India fits into 

the temperature of:
 (a) 20°C
 (b) 25 – 27°C
 (c) 28 +
 (d) 30 +
45. An instrument used to measure the 

cooling power of air is:
 (a) Kata thermometer
 (b) Spygmomanometer
 (c) Glucometer
 (d) Stethoscope
46. Major portion of the atmospheric 

gases is found within the distance of:
 (a) 120km
 (b) 90km
 (c) 60km
 (d) 30km
47. The trapping of pollutants and water 

vapours in lower layers of air results in:
 (a) Cooling of air
 (b) Smog
 (c) Increase in temperature
 (d) Increased carbon dioxide content
48. Environmental Tobacco Smoke is the 

term coined for:
 (a) Photochemical pollutants
 (b) Passive smoking
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 (c) Smog
 (d) Byproducts of combustion of 

smoke
49. 80 – 90 percent of lead in ambient air is 

derived from the combustion of:
 (a) Leaded petrol
 (b) Fossil fuel
 (c) Coal burning
 (d) Radioactive compounds
50. The best indicators of air pollution 

are:
 (a) Cadmium, smoke and lead
 (b) Sulphur dioxide, smoke and 

suspended particles
 (c) Sulphur dioxide, ozone and 

mercury
 (d) Cadmium, smoke and lead
51. Photoelectric meter is used to measure 

the amount of:
 (a) Water pollution
 (b) Noise pollution
 (c) Air pollution
 (d) Radiation hazard
52. The establishment of “green belts” 

between industrial and residential 
areas to control air pollution is a 
method of:

 (a) Containment
 (b) Replacement
 (c) Dilution
 (d) Legislation
53. Disinfection of air in operation 

theatres and infectious disease wards 
is done by:

 (a) Mechanical ventilation
 (b) Ultraviolet radiation
 (c) Chemical mists
 (d) Triethylene glycol vapors
54. Wind blowing through a room is 

called:
 (a) Perflation
 (b) Aspiration

 (c) Cross ventilation
 (d) Diffusion
55. The intensity of noise is measured by:
 (a) Hertz
 (b) Decibel
 (c) Cubic millimeters
 (d) Kilometer
56. Auditory fatigue appears in the range 

of:
 (a) 20 dB
 (b) 30 dB
 (c) 50 dB
 (d) 90 dB
57. Waste matter arising from the 

preparation, cooking and consumption 
of food is:

 (a) Garbage
 (b) Rubbish
 (c) Nightsoil
 (d) Sewage
58. Public bins are kept on a concrete 

platform two to three inches above 
ground level to:

 (a) Prevent flies sitting on them
 (b) Prevent flood water entering bins
 (c) Give an aesthetic appeal
 (d) Prevent unpleasant smell
59. The most insanitary method of waste 

disposal creating public health hazard 
is:

 (a) Dumping
 (b) Controlled tipping
 (c) Incineration
 (d) Composting
60. When the terrain is sloping, then 

which kind of sanitary landfill is 
recommended?

 (a) Trench method
 (b) Ramp method
 (c) Area method
 (d) Panel method
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61. Waste sharps are to be disposed in 
which color waste bag?

 (a) Yellow
 (b) Red
 (c) Blue or white translucent
 (d) Black
62. The most commonly used method of 

waste disposal posing a public health 
hazard in India is:

 (a) Incineration
 (b) Landfill
 (c) Dumping
 (d) Chemical disinfection
63. The double pot method of chlorination 

to well water was experted by:
 (a) CFTRI
 (b) NEERI
 (c) ICMR
 (d) ADA
64. A combined method of disposal of 

refuse and nightsoil is:
 (a) Dumping
 (b) Controlled tipping
 (c) Incineration
 (d) Composting
65. What kills the pathogenic agents in 

composting?
 (a) Heat produced over 60°C
 (b) Alternate layer of refuse and 

nightsoil
 (c) The bulldozer spreading
 (d) Storage for 48 hours
66. Diseases and infections which are nat-

urally transmitted between vertebrate 
animals and man is called:

 (a) Hydrophobs
 (b) Acquatics
 (c) Zoonosis
 (d) Planktons
67. Plague infection is an example of:
 (a) Bacterial infection
 (b) Viral infection

 (c) Protozoan infection
 (d) Helminthic infection
68. Biomedical Waste (Management and 

Handling) Rule by the Government of 
India came into force in:

 (a) 1988
 (b) 1998
 (c) 1991
 (d) 2008
69. Waste sharps from hospitals should 

be discarded in:
 (a) Yellow bins
 (b) Red bins
 (c) Blue / white translucent bins
 (d) Black bins
70. Characteristics of waste suitable for 

incineration include:
 (a) Low heating volume above 2000 

kcal/kg
 (b) Content of combustible matter 

below five percent
 (c) Content of noncombustible solids 

above 60 percent
 (d) Moisture content above 30 percent
71. Which of the following waste can be 

incinerated?
 (a) Pressurized gas containers
 (b) Sealed ampoules
 (c) Halogenated plastics
 (d) Anatomical waste
72. The frequency used in microwave 

irradiation is about:
 (a) 1400 MHz
 (b) 1750 MHz
 (c) 2100 MHz
 (d) 2450 MHz

Environment and Health
1. The term environment implies to all 

external factors, living and non-living, 
material and nonmaterial which sur-
rounds man.
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2. Environment is divided into three 
components:

 (a) Physical: water, air, soil, housing, 
wastes, radiation

 (b) Biological: plant and animal life
 (c) Social: customs, culture, habits, 

income, occupation and religion.
3. Water intended for human consump-

tion should be both safe and whole-
some. This should be:

 (a) Free from pathogenic agents.
 (b) Free from harmful chemical 

substances.
 (c) Pleasant to the taste.
 (d) Usable for domestic purposes.
4. Water is said to be polluted or 

contaminated when it does not fulfill 
the above criteria.

5. The basic physiological requirements 
for drinking water is two liters per 
head per day.

6. A daily supply of 150 – 200 liters 
per capita is considered an adequate 
supply to meet needs for urban 
domestic purposes.

7. The uses of water include domestic 
use, for public purposes, industrial 
purposes, agricultural purposes, pow-
er production and carrying away waste 
from all manner of establishments.

8. Three main sources of water have 
been identified:

 (a) Rain water
 (b) Surface water: impounding res-

ervoirs, rivers and streams, and 
ponds.

 (c) Ground water: shallow wells, 
deep wells and springs.

9. The sources of water pollution include:
 (a) Sewage.
 (b) Industrial and trade wastes.
 (c) Agricultural pollutants.
 (d) Physical pollutants.

10. Water related diseases can be:
 (a) Biological : viral, bacterial, proto-

zoal, helminthic, leptospiral.
 (b) Chemical: industrial and agricul-

tural wastes.
11. Purification of water on large scale has 

three steps:
 (a) Storage—brings in physical, 

chemical and biological changes:
• Physical changes—90 percent 

of the suspended impurities 
settle down in 24 hours by 
gravity

• Chemical changes—aerobic 
bacteria oxidizes the organic 
matter present in the water 
with the help of dissolved oxy-
gen. As a result, free ammonia 
reduces and nitrates rises

• Biological changes—90 per-
cent of bacterial count reduces 
by 5 – 7 days storage

 (b) Filtration 98 – 99 percent of the 
bacteria are removed by filtra-
tion. Two types are recognized

 (i) Slow sand filters or biological 
filters—first used in Scotland in 
1804. Four elements of slow sand 
filter are:
•	 Supernatant water—Placed 

above the sand bed, varying 
from 1 to 1.5 meter. Helps to 
provide a constant head of wa-
ter to overcome the resistance 
of the filter bed and provides 
waiting period of few hours to 
undergo partial purification

•	 Sand bed—heart of the slow 
sand filters. Thickness is about 
1 meter. Effective diameter of 
the sand particles is 0.2 – 0.3 
mm. Water undergoes puri-
fication through mechanical 
straining, sedimentation, ad-
sorption, oxidation and bacte-
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rial action. The rate of water 
filtration is between 0.1 and 0.4 
m3/hour/square meter of sand 
bed surface

•	 Under drainage system—it 
consists of porous or perfo-
rated pipes which provides an 
outlet for filtered water and 
also supports the filter medi-
um above

•	 Filter control—is equipped 
with certain valves and devic-
es incorporated in the outlet 
pipe system. The purpose is to 
maintain a constant rate of fil-
tration

 (ii) Rapid sand filters or mechanical 
filters—first installed in the USA. 
The steps involved in it are:
•	 Coagulation—alum is added 

in the range of 5 – 40 mg or 
more per liter

•	 Rapid mixing—the treated 
water is subjected to violent 
agitation in mixing chamber

•	 Flocculation—a slow and gen-
tle stirring of treated water in 
flocculation chamber for 30 
minutes. This forms a thick, 
copious, white flocculent pre-
cipitate of aluminium hydrox-
ide

•	 Sedimentation—the water is 
led to sedimentation tanks 
where it is rested for 2 – 6 
hours so that the flocculent 
precipitate, bacteria and im-
purities settle down

•	 Filtration—sand is the filtering 
medium. The effective 
diameter of sand particles is 
0.4 – 0.7 mm. The depth of the 
sand bed is 1 meter

 (c) Disinfection—a chemical agent 
is usually added to bring in 
disinfection. This can be done:

•	 By adding chlorine—after 
estimating the chlorine 
demand of water, chlorine 
is added at pH 7 either as 
chlorine gas, chloramine or 
perchloron. The disinfecting 
action of chlorine is mainly 
due to the hypochlorous acid.

•	 Ozonation
•	 Ultra violet irradiation

12. The surface of the sand bed after 
sometime in slow sand filters gets 
covered with slimy growth called 
as “Schmutzdecke” or vital layer or 
zoogleal layer or biological layer. This 
removes organic matter, holds back 
bacteria and oxidizes ammoniacal 
nitrogen into nitrates and helps in 
yielding bacteria free water. 

13. Rapid sand filters need to be washed 
frequently. This is done by reversing 
the flow of water through the sand 
bed which is called as back washing. 

14. Purification of water on a small scale 
for household purposes can be done 
by:

 (a) Boiling.
 (b) Chemical disinfection—by add-

ing bleaching powder, chlorine 
solution, high test hypochlorite, 
chlorine tablets, iodine or potas-
sium permanganate. 

 (c) Filtration—achieved by ceramic 
filters, such as Pasteur Chamber-
land filter, Berkefeld filter and 
Katadyn filter.

15. Hardness of water is defined as the 
soap destroying power of water. This is 
caused by four dissolved compounds:

•	 Calcium bicarbonate
•	 Calcium sulphate
•	 Magnesium bicarbonate
•	 Magnesium sulphate

16. The carbonate hardness is considered 
as temporary hardness while the non 
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carbonate hardness is permanent 
hardness resulting from calcium and 
magnesium sulphates, chlorides and 
nitrates.

17. The functions of air includes supplying 
life giving oxygen, helps hearing and 
smell function through air transmitted 
stimuli, and human body is cooled by air.

18. The normal composition of external air 
by volume is: Nitrogen—78.1 percent; 
Oxygen—20.93 percent; Carbon-di-
oxide—0.03 percent.

19. The sources of air pollution are:
 (a) Respiration of men and animals.
 (b) Combustion of coal, gas, oil.
 (c) Decomposition of organic matter.
 (d) Trade, traffic and manufacturing 

processes giving off dust, fumes, 
vapours and gases.

20. The cleansing mechanisms of air 
pollution are:

 (a) Wind—dilutes impurities by 
movement.

 (b) Sunlight—oxidizes impurities 
and kills bacteria.

 (c) Rain.
 (d) Plant life—utilizes carbon diox-

ide and generates oxygen.
21. Some indices of thermal comfort 

include:
 (a) Air temperature.
 (b) Air temperature and humidity.
 (c) Cooling power.
 (d) Effective temperature.
 (e) Corrected effective temperature.
22. The combination of smoke and fog is 

smog.
23. The important air pollutants 

recognized are carbon monoxide, 
sulphur dioxide, lead, carbon dioxide, 
hydrocarbons, cadmium, hydrogen 
sulphide, ozone and polynuclear 
aromatic hydrocarbons.

24. The best indicators of air pollution 
are sulphur dioxide, smoke and 
suspended particles.

25. Effects of air pollution conveniently 
can be discussed under:

 (a) Health aspects—like acute and 
chronic bronchitis, lung cancer, 
bronchial asthma, emphysema 
and respiratory allergies.

 (b) Social and economic aspects—
like destruction of plant and 
animal life; corrosion of metals; 
damage to buildings and 
aesthetic nuisance.

26. The methods employed in disinfection 
of air are:

 (a) Mechanical ventilation.
 (b) Ultraviolet radiation.
 (c) Chemical mists—like triethylene 

glucol vapours.
 (d) Dust control.
27. Noise is often defined as unwanted 

sound. 
28. Sources of noise are automobiles, 

factories, industries, aircrafts , horns, 
recreational noise of loudspeakers 
with full volume.

29. Noise has two important properties:
 (a) Loudness—also called intensity, 

is the amplitude of vibrations 
which initiates the noise. It is 
measured in decibels (dB). A 
daily exposure upto 85 dB is the 
limit people can tolerate without 
substantial damage to their 
hearing.

 (b) Frequency—is denoted as Hertz 
Hz). The human ear can hear 
frequencies from about 20 to 
20,000 Hz.

30. Instruments used to study noise are 
sound level meter and octave band 
frequency analyser.
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31. Effects of noise exposure are of two 
types:

 (a) Auditory effects—includes audi-
tory fatigue and deafness.

 (b) Nonauditory effects—includes 
interference with speech, an-
noyance, reduced efficiency and 
physiological changes like raise 
in blood pressure, increase in 
heart rate and breathing.

32. Approaches to control noise are:
 (a) Careful planning of cities.
 (b) Control of vehicles.
 (c) Improve acoustic insulation of 

buildings.
 (d) Protection of exposed people.
 (e) Legislation.
 (f) Education.
33. Solid waste includes garbage, rubbish, 

demolition products, dead animals, 
manure and other discarded material. 
Strictly speaking, it does not contain 
nightsoil.

34. Sources of refuse or solid waste are:
 (a) Street refuse.
 (b) Market refuse.
 (c) Stable litter.
 (d) Industrial refuse.
 (e) Domestic refuse.
35. The health hazards of solid waste are:
 (a) Decomposition and favouring of 

fly breeding.
 (b) Attracts rodents and vermin.
 (c) Pathogens can be carried into 

man’s food through dust and flies.
 (d) Water and soil pollution.
 (e) Unsightly appearance and nui-

sance from bad odours.
36. Methods of waste disposal are:
 (a) Dumping—refuse is dumped in 

low lying areas. Bacterial action 
reduces the refuse in volume and 
converts into humus.

 (b) Controlled tipping or sanitary 
land fill—the refuse is placed 
in a trench or other prepared 
area, adequately compacted and 
covered with earth at the end of 
the working day. Three methods 
are used in this operation:
•	 The trench method
•	 The ramp method
•	 The area method

 (c) Incineration—refuse is hygieni-
cally disposed by burning. The 
method of choice where suitable 
land is not available.

 (d) Composting—a method of com-
bined disposal of refuse and 
nightsoil. The organic matter 
breaks down under bacterial ac-
tion resulting in the formation 
of a relatively stable humus like 
material, called the compost. It 
has high manorial value. The by 
products are carbon dioxide, wa-
ter and heat. The heat produced 
during composting—60°C or 
higher destroys eggs and larvae 
of flies, weed seeds and patho-
genic agents. Two methods of 
composting are:
• Bangalore method (Anerobic 

method)
• Mechanical composting (Aer-

obic method)
 (e) Manure pits—refuse is dumped 

in manure pits by individual 
householders.

 (f) Burial—a trench of 1.5 m wide 
and 2 m deep is excavated and at 
the end of each day, the refuse is 
covered with 20 – 30 cm of earth. 

37. Zoonoses is defined as those diseases 
and infections which are naturally 
transmitted between vertebrate 
animals and man.
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Hospital Waste Management

1. Biomedical waste means any waste 
which is generated during diagnosis, 
treatment or immunization of human 
beings or animals in research activities 
pertaining thereto or in the production 
or testing of biologicals.

2. Health care wastes are classified as:
 (a) Infectious waste.
 (b) Pathological waste.
 (c) Sharps.
 (d) Pharmaceutical waste.
 (e) Genotoxic waste.
 (f) Chemical waste.
 (g) Waste with high content of heavy 

metals.
 (h) Pressurized containers.
 (i) Radioactive waste.
3. Methods of treatment of health care 

waste:
 (a) Incineration—is a high tempera-

ture dry oxidation process. It re-
duces organic and combustible 
waste to inorganic, incombus-
tible matter and reduces waste 
volume significantly. Three kinds 
of incinerators are: double cham-
ber pyrolytic incinerators, single 
chamber furnaces and rotary 
kilns.

 (b) Chemical disinfection—chemi-
cals are added to kill or inactivate 
the pathogens.

 (c) Wet and dry thermal treatment:
• Wet thermal treatment—is 

steam disinfection based on 
exposure of shredded infec-
tious waste to high tempera-
ture, high pressure steam and 
is similar to the autoclave ster-
ilization process

•	 Dry thermal treatment—waste 
is shredded and heated in a 
rotating auger

 (d) Microwave irradiation—micro-
wave in the frequency of 2450 
MHz and wave length of 12.24 
cm destroys micro organisms by 
heat conduction.

 (e) Land disposal—open dumps and 
sanitary landfills are two types of 
disposal.

 (f) Inertization—it is mixing waste 
with cement and other substances 
like lime and cement before 
disposal.

4. Color coding of bio medical waste:
 (a) Yellow—disposal of anatomical, 

microbiological and solid waste.
 (b) Red—biotechnology waste and 

solid waste.
 (c) Blue / White—Sharps.
 (d) Black—discarded medicines and 

incineration ash.
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Key
 1. (a)  2. (b)  3. (c)  4. (a)  5. (c)  6. (d)

 7. (d)  8. (b)  9. (a)  10. (a)  11. (c)  12. (c)

 13. (a)  14. (d)  15. (d)  16. (b)  17. (a)  18. (d)

 19. (c)  20. (b)  21. (a)  22. (b)  23. (b)  24. (c)

 25. (a)  26. (a)  27. (c)  28. (a)  29. (d)  30. (a)

 31. (c)  32. (c)  33. (a)  34. (d)  35. (a)  36. (c)

 37. (a)  38. (c)  39. (a)  40. (b)  41. (d)  42. (c)

 43. (a)  44. (b)  45. (a)  46. (d)  47. (b)  48. (b)

 49. (a)  50. (b)  51. (c)  52. (c)  53. (b)  54. (a)

 55. (b)  56. (d)  57. (a)  58. (b)  59. (a)  60. (b)

 61. (c)  62. (c)  63. (b)  64. (d)  65. (a)  66. (c)

 67. (a)  68. (b)  69. (c)  70. (a)  71. (d)  72. (d)
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1. The term micronutrients is referred to:
 (a) Proteins
 (b) Fats 
 (c) Carbohydrates
 (d) Vitamins and minerals
2. In indian dietary, the total energy in-

take of proteins contribute to:
 (a) 7 – 15%
 (b) 10 – 30%
 (c) 65 – 80%
 (d) 80 – 100%
3. Which of these is an essential amino 

acid?
 (a) Arginine
 (b) Serine
 (c) Gluatmic acid
 (d) Tryptophan
4. Milk and egg proteins are said to be 

“biologically complete” as they are:
 (a) Easily available
 (b) Easily digested
 (c) Having all essential amino acids 
 (d) Universally consumed
5. Which of these are protective foods?
 (a) Vegetables and fruits
 (b) Poultry and meat
 (c) Sugars
 (d) Fats and oils

Nutrition and Health

14
C H A P T E R

6. The proportion of ingested protein 
that is retained in the body under 
specified conditions for the mainte-
nance and growth of tissue is termed 
as:

 (a) Biological value
 (b) Digestibility coefficient
 (c) Protein efficiency ratio
 (d) Net protein utilization
7. Most of the body fat in adipose tissue 

is stored in the form of:
 (a) Triglycerides
 (b) Phospholipids
 (c) Cholesterol
 (d) Glycerol
8. Which is the most important essential 

fatty acid?
 (a) Linolenic acid
 (b) Arachidonic acid
 (c) Linoleic acid
 (d) Eicosapentaenoic acid
9. Vanaspati is:
 (a) Hydrogenated fat
 (b) Unsaturated fat
 (c) Invisible fat
 (d) Oil
10. Deficiency of essential fatty acids in 

the diet associated with rough and 
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dry skin is called:
 (a) Obesity
 (b) Phrynoderma
 (c) Cancer
 (d) Coronary heart disease
11. One gram of fat produces:
 (a) 4 kcal
 (b) 9 kcal
 (c) 5 kcal
 (d) 3 kcal
12. Dietary fiber is which form of carbo-

hydrate?
 (a) Starch
 (b) Sugar
 (c) Cellulose
 (d) Monosaccharide
13. Which of these is a water soluble vita-

min?
 (a) Vitamin A
 (b) Vitamin D
 (c) Vitamin E
 (d) Vitamin C
14. Beta carotene is a pro-vitamin of:
 (a) Vitamin A
 (b) Vitamin D
 (c) Vitamin E
 (d) Vitamin K
15. Which organ stores vitamin A in enor-

mous amounts?
 (a) Spleen
 (b) Stomach
 (c) Liver
 (d) Pancreas
16. Ocular manifestations of vitamin A 

deficiency ranging from nightblind-
ness to keratomalacia is termed:

 (a) Conjunctivitis
 (b) Xerophthalmia
 (c) Xerostomia
 (d) Xerosis

17. What is the dose of vitamin A pro-
posed by the National Institute of Nu-
trition to control blindness?

 (a) 50,000 IU
 (b) 1,00,000 IU
 (c) 1,50,000 IU
 (d) 2,00,000 IU
18. Vitamin D undergoes transformation 

to active metabolites in:
 (a) Liver and kidney
 (b) Kidney and spleen
 (c) Blood stream
 (d) Brain and liver
19. Which of the following vitamins is 

considered as a kidney hormone?
 (a) Vitamin A
 (b) Vitamin D
 (c) Vitamin C
 (d) Vitamin E
20. Vitamin K2 is synthesised mainly by:
 (a) Dark green leaf
 (b) Fruits
 (c) Cow milk
 (d) Intestinal bacteria
21. Beriberi disease occurs due to the defi-

ciency of:
 (a) Thiamine
 (b) Riboflavin
 (c) Niacin
 (d) Folate
22. The characteristic three D’s of pellagra 

include:
 (a) Diarrhoea, dermatitis and de-

mentia
 (b) Dry skin, down syndrome and 

dementia
 (c) Dry cough, dry skin and dry eyes
 (d) Diarrhoea, dry cough and de-

mentia
23. Vitamin C plays a role in:
 (a) Tissue carboxylation
 (b) Formation of fats
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 (c) Absorption of iron from vegetable 
foods

 (d) Prevention of bacterial induced 
diarrhoea

24. The calcium content in an average 
adult body is:

 (a) 200 g
 (b) 600 g
 (c) 800 g
 (d) 1200 g
25. The equilibrium between calcium in 

blood and skeleton is maintained by 
the interaction of:

 (a) Vitamin C, phosphorous and 
magnesium

 (b) Vitamin D, parathyroid hormone 
and calcitonin

 (c) Vitamin B, phosphorous and cal-
citonin

 (d) Vitamin D, phosphorous and po-
tassium

26. The most sensitive tool for evaluating 
the iron status is the level of:

 (a) Hemoglobin concentration
 (b) Serum iron concentration
 (c) Serum ferritin
 (d) Serum transferrin saturation 
27. What is the weight of babies to term 

“low birth weight”:
 (a) < 3000 g
 (b) < 2500 g
 (c) < 3500 g
 (d) < 1500 g
28. Identify the two clinical forms of pro-

tein energy malnutrition:
 (a) Kwashiorkor and marasmus
 (b) Kyphosis and scoliosis
 (c) Kurtosis and skewness
 (d) Edema and pitting
29. The incidence of protein energy mal-

nutrition in India in pre school age is:
 (a) 1 – 2%
 (b) 5 – 6%

 (c) 10 – 20%
 (d) 25 – 30%
30. Protein energy malnutrition cannot 

occur due to:
 (a) Infections
 (b) Inadequate intake of food in 

terms of quality
 (c) Inadequate intake of food in 

terms of quantity
 (d) Location
31. Identify the distinguishing feature of 

marasmus from kwashiorkor:
 (a) Fat retained
 (b) No edema
 (c) Poor appetite
 (d) Diffuse pigmentation
32. Which classification is used to assess 

PEM?
 (a) Gomez classification
 (b) Winslow classification
 (c) Miller classification
 (d) Young’s classification
33. The level of iodine at the consumer 

level to prevent goiter under the Pre-
vention of Food Adulteration is:

 (a) Not less than 1 ppm
 (d) Not less than 5 ppm
 (c) Not less than 10 ppm
 (d) Not less than 15 ppm
34. The final stage of the disease lathy-

rism is:
 (a) No stick stage
 (b) One stick stage
 (c) Two stick stage
 (d) Crawler stage
35. The toxin present in lathyrus seeds is 

identified as:
 (a) Beta oxalyl amino alanine
 (b) Alpha oxalyl amino alanine
 (c) Gamma oxalyl amino alanine
 (d) Delta oxalyl amino alanine
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36. Lathyrism is caused by the consump-
tion of which pulse?

 (a) Khesari dal
 (b) Bengal gram dhal
 (c) Red gram dhal
 (d) Arhar dhal
37. Which of these is not a nutritional as-

sessment indicator?
 (a) Assessment of dietary intake
 (b) Arm circumference
 (c) Widal test
 (d) Skinfold thickness
38. Identify the biochemical test used to 

identify vitamin A deficiency:
 (a) Serum albumin
 (b) Serum retinol
 (c) Serum folate
 (d) Transferrin
39. Identify the ecological factor in the as-

sessment of malnutrition:
 (a) Socio-economic factors
 (b) Political factors
 (c) Demographic factors
 (d) Marital status
40. A nutritional survey conducted on a 

representative sample of children in 
a community to assess overall nutri-
tional condition of a village is called:

 (a) Growth monitoring
 (b) Nutritional surveillance
 (c) Nutritional deficiency
 (d) Nutritional influence
41. A pathological state resulting from a 

relative or absolute lack of an individ-
ual nutrient is called:

 (a) Undernutrition
 (b) Over nutrition
 (c) Imbalance
 (d) Specific deficiency
42. Obesity under BMI rating is of which 

reading?

 (a) > 10
 (b) > 20
 (c) > 30
 (d) > 40
43. Infectious diseases resulting in malnu-

trition in small children is known as:
 (a) Conditioning influences
 (b) Cultural influences
 (c) Food production
 (d) Genetic influences
44. Which of these is not a method of pas-

teurization?
 (a) Holder method
 (b) HTST method
 (c) UHT method
 (d) GST method
45. Pasteurization of milk does not de-

stroy:
 (a) Tubercle bacillus 
 (b) Q fever organisms
 (c) Streptococcus
 (d) Bacterial spores
46. Prudent diet as recommended by 

WHO should meet the requirement of:
 (a) Dietary fat limited to 

approximately 20 – 30 percent
 (b) Sources rich in energy, such as 

fats and alcohol to be consumed 
in higher amounts

 (c) Protein should account to 40 – 50 
percent of daily intake

 (d) Salt intake reduced to an average 
not more than 25 g. per day

47. The growth chart by WHO to track the 
child’s physical growth and develop-
ment notes:

 (a) Height for age
 (b) Weight for age
 (c) Height and weight for age
 (d) Head and chest circumference
48. The growth chart recommended by 

the Government of India has how 
many reference curves?
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 (a) 2
 (b) 4
 (c) 6
 (d) 8
49. The growth charts to track child’s 

physical growth and development 
cannot be used for:

 (a) Growth monitoring
 (b) Diagnostic tool
 (c) Educational tool
 (d) Treatment tool
50. The single most frequent cause of 

blindness among pre school children 
in developing countries is:

 (a) Vitamin A deficiency
 (b) Vitamin D deficiency
 (c) Vitamin E deficiency
 (d) Vitamin K deficiency
51. Upto what age is a child considered as 

a toddler?
 (a) 1 – 2 years
 (b) 1 – 4 years
 (c) 5 – 7 years
 (d) 8 – 10 years
52. Which of the following is not used for 

growth monitoring?
 (a) Weight for age
 (b) Height for age
 (c) Head and chest circumference
 (d) Waist circumference
53. The apex of the symbol of under five 

clinics represents:
 (a) Care in illness
 (b) Growth monitoring
 (c) Preventive care
 (d) Diagnosis
54. The contamination of mustard oil 

with argemone oil results in:
 (a) Neurolathyrism
 (b) Ergot
 (c) Epidemic dropsy
 (d) Endemic ascites

55. The process, whereby nutrients are 
added to food to maintain or improve 
the quality of the diet of a group is 
called:

 (a) Food addition
 (b) Food fortification
 (c) Food adulteration
 (d) Food surveillance
56. Balwadi nutrition program was started 

to benefit children in the age group of:
 (a) 1 – 3 years
 (b) 3 – 6 years
 (c) 6 – 9 years
 (d) 9 – 12 years
57. Which of the following about a mid 

day meal program is not correct?
 (a) The meal should be a supplement 

to home diet
 (b) The meal should supply at least 

one third of the total energy 
requirement

 (c) The cost of the meal should be 
reasonably low

 (d) The menu should be changed 
frequently to avoid monotomy

58. The Prevention of Food Adulteration 
Act was enacted by the Indian Parlia-
ment in:

 (a) 1934
 (b) 1944
 (c) 1954
 (d) 1964

Nutrition and Health
1. Nutrients are organic and inorganic 

complexes contained in food. They are 
divided into:

 (a) Macronutrients—includes pro-
teins, fats and carbohydrates. 
Also called as proximate prin-
ciples as they form the main bulk 
of the food.

 (b) Micronutrients—includes vi-
tamins and minerals. They are 
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called so, as they are required in 
small amounts varying from a 
fraction of a milligram to several 
grams.

2. The total energy intake in indian di-
etary is:

Proteins 7 – 15%
Fats 10 – 30%
Carbohydrates 65 – 80%

4. Foods are classified based on their 
predominant function into:

 (a) Body building foods—e.g. milk, 
meat, poultry, fish, eggs, pulses, 
groundnuts.

 (b) Energy giving foods—e.g. cere-
als, sugars, roots and tubers, fats 
and oils.

 (c) Protective foods—e.g. vegetables, 
fruits and milk.

5. Proteins means, that which is of first 
importance. They are complex or-
ganic nitrogenous compounds and 
are made of amino acids. 24 amino 
acids are needed by the human body, 
of which nine are called “essential” 
because the body cannot synthesise 
them in required amounts. They are 
leucine, isoleucine, lysine, methio-
nine, phenylalanine, threonine, valine, 
tryptophan and histidine.

6. A protein is called biologically complete 
if it contains all the essential amino acids 
corresponding to human needs. Milk 
and egg proteins are best examples.

7. Functions of protein are:
 (a) Body building.
 (b) Repair and maintenance.
 (c) Maintenance of osmotic pressure.
 (d) Synthesis of substances like an-

tibodies, plasma proteins, hemo-
globin, enzymes, hormones and 
coagulation factors.

8. The Indian Council of Medical Re-
search recommended 1.0 g protein/ kg 
body weight for an indian adult.

9. Fats are solid at 20°C, and are called 
oils if they are liquid at that tempera-
ture.

10. Fats are classified as:
 (a) Simple lipids—e.g. trigylcerides.
 (b) Compound lipids—e.g., 

phopholipids.
 (c) Derived lipids—e.g. cholesterol.
11. Fats yield fatty acids and glycerol on 

hydrolysis. Fatty acids are divided 
into:

 (a) Saturated fatty acids—mainly 
found in animals. E.g. lauric, 
palmitic and stearic acids.

 (b) Unsaturated fatty acids—mainly 
found in vegetable oils. Divided 
further into:
•	 Monounsaturated—oleic acid
•	 Polyunsaturated—linoleic and 

linolenic acid.
12. Functions of fats are:
 (a) Provide energy.
 (b) Vehicles for fat soluble vitamins.
 (c) Supports viscera like kidney, 

heart, intestine.
 (d) Provides insulation against cold.
13. Carbohydrates provide the main 

source of energy, providing 4 kcal per 
gram.

14. Three main sources of carbohydrates 
are:

 (a) Starch—basic to human diet. 
Found in cereals, roots and tubers.

 (b) Sugars—are free sugars. Divided 
into monosaccharides and disa-
chharides.

 (c) Cellulose—is the indigestible 
component of carbohydrate with 
no nutritive value, but contributes 
to dietary fiber.

15. Vitamins are organic compounds 
which enable the body to use other 
nutrients. The body is generally un-
able to synthesize them and hence has 
to be provided by food.
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16. Vitamins are divided into two groups:
 A. Fat soluble vitamins, i.e. vitamin 

A, D, E and K.
 B. Water soluble vitamins, i.e. vita-

min of B group and vitamin C.
17. Vitamin A covers both preformed vi-

tamin (retinol) and a provitamin (beta 
carotene).

18. The primary function of vitamin A is 
production of retinal pigments which 
is needed for vision in dim light and 
to maintain the integrity and normal 
functioning of glandular and epithe-
lial tissue.

19. Two important forms of vitamin D are 
caliciferol (vitamin D2) and cholecal-
ciferol (vitamin D3) vitamin D3 can 
be synthesized in adequate amounts 
by exposure to sunlight for about five 
minutes every day. It plays an active 
role in calcium metabolism.

20. Two important forms of vitamin K 
are vitamin K1 and vitamin K2. They 
stimulate the production and release 
of certain coagulation factors. Vitamin 
K1 is found in fresh green vegetables 
while vitamin K2 is synthesised by in-
testinal bacteria.

21. Vitamin C or ascorbic acid plays an 
important role in tissue oxidation and 
collagen formation. The main sources 
are fresh fruits and green leafy veg-
etables.

22. The major nutritional problems in ma-
jor public health in India are:

 (a) Low birth weight—is birth 
weight lower than 2500 g.

 (b) Protein energy malnutrition—it 
is of two clinical forms, kwashi-
orkor and marasmus.

 (c) Xerophthalmia—is the ocular 
manifestations of vitamin A defi-
ciency in man.

 (d) Nutritional anemia.
 (e) Iodine Deficiency Disorders.
 (f) Endemic fluorosis.
 (g) Lathyrism—is a paralysing 

disease of humans and animals. 
Develops due to consumption of 
“Khesari dal” when taken in over 
30% of the diet for a period of 2 – 
6 months.

23. Various methods to assess nutritional 
status are:

 (a) Clinical examination.
 (b) Anthropometry—measurements 

like height, weight, skin fold 
thickness and arm circumference. 

 (c) Biochemical evaluation.
 (d) Functional assessment.
 (e) Assessment of dietary intake.
 (f) Vital and health statistics.
 (g) Ecological studies.
24. Community nutritional programs 

launched by Government of India are:
 (a) Vitamin A prophylaxis program.
 (b) Prophylaxis against nutritional 

anemia.
 (c) Iodine deficiency disorders 

control program.
 (d) Special nutrition program.
 (e) Balwadi nutrition program.
 (f) ICDS program.
 (g) Mid day meal program.
 (h) Mid day meal scheme.
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Key
 1. (d)  2. (a)  3. (d)  4. (c)  5. (a)  6. (d)

 7. (a)  8. (c)  9. (a)  10. (b)  11. (b)  12. (c)

 13. (d)  14. (a)  15. (c)  16. (b)  17. (d)  18. (a)

 19. (b)  20. (d)  21. (a)  22. (a)  23. (c)  24. (d)

 25. (b)  26. (c)  27. (b)  28. (a)  29. (a)  30. (d)

 31. (b)  32. (a)  33. (d)  34. (d)  35. (a)  36. (a)

 37. (c)  38. (b)  39. (a)  40. (b)  41. (d)  42. (b)

 43. (a)  44. (d)  45. (d)  46. (a)  47. (b)  48. (b)

 49. (d)  50. (a)  51. (b)  52. (d)  53. (a)  54. (c)

 55. (c)  56. (b)  57. (a)  58. (c)
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1. Which mode is the traditional form of 
reimbursement for dental services?

 (a) Fee for service
 (b) Post payment plans
 (c) Group insurance
 (d) Co insurance
2. The limitation of private fee for ser-

vice is:
 (a) Price discrimination
 (b) Culturally acceptable
 (c) Flexible
 (d) Potential patients not able to 

afford dental care
3. Under the budget payment plan, the 

patient borrows money from which 
lending institution to pay the dentist’s 
fee?

 (a) Bank
 (b) Post office
 (c) Police station
 (d) Mutual funds
4. The problem associated with the post 

payment plans are:
 (a) Caters to the high income people
 (b) Flexible
 (c) No audit
 (d) Defaulted loans
5. Budget payment plans is the name 

given for:

Finance in Dentistry

15
C H A P T E R

 (a) Fee for service
 (b) Post payment plans
 (c) Group insurance
 (d) Capitation plans
6. Post payment plans were first offered 

by dental societies of:
 (a) Pennsylvania and Michigan
 (b) Kingston and Newburgh
 (c) Oakland
 (d) Tiel Colemburgh
7. Payment for services by some agency, 

rather than directly by the beneficiary 
of those services is:

 (a) Post payment plan
 (b) Private third party pre payment 

plan
 (c) Public programs
 (d) Salary
8. A risk of disease is considered insur-

able if it can be:
 (a) Sufficient magnitude that if it 

occurs, constitutes a major loss
 (b) Non precisely definable
 (c) Frequent in nature
 (d) Under the control of the 

individual
9. The third party in the private third 

party pre payment plans is also called:

Chapter 15.indd   92 04-12-2015   15:50:56



Finance in Dentistry 93

 (a) Agent
 (b) Risk
 (c) Carrier
 (d) Overwriter
10. A stipulated flat sum that the patient 

must pay to the treatment cost before 
getting benefits is called:

 (a) Group insurance
 (b) Co insurance
 (c) Deductible
 (d) Capitation
11. An arrangement under which a car-

rier and the beneficiary are each liable 
for a share of the cost of the dental ser-
vices provided is called:

 (a) Premium
 (b) Deductible
 (c) Co insurance
 (d) Group insurance
12. The probability of adverse selection in 

group insurance is reduced by ensur-
ing:

 (a) Taking highly qualified groups
 (b) Waiting periods
 (c) Partial benefits
 (d) Surveillance
13. In finance in dentistry, the term front 

end payment refers to:
 (a) Deductible
 (b) Co insurance
 (c) Group insurance
 (d) Usual fees
14. The range of usual fee charged by 

dentists of similar training and expe-
rience for the same service in defined 
geographical area is:

 (a) Usual fee
 (b) Reasonable fee
 (c) Customary fee
 (d) Capitation fee
15. Which of these statements is not char-

acteristic to commercial insurance 
plans?

 (a) They are selective to the group to 
which they give dental insurance

 (b) They claim no obligation towards 
community dental health

 (c) They organize their levels of 
reimbursement differently

 (d) They do conduct fee audits and 
post treatment dental examina-
tions

16. Which of the following statement is 
true?

 (a) Delta dental plan is a legally con-
stituted profit based organisation

 (b) Majority of the board members 
are from world of finance

 (c) Formed first in june 1969
 (d) Sponsored by a dental society 

administering contracts for 
dental care

17. A participating dentist in the delta 
dental plan has to:

 (a) Pre file his usual and customary 
fees

 (b) Accept payment at 50th percentile 
of fees

 (c) Not subjected for fee audits
 (d) Not subjected for post treatment 

inspection
18. Health insurance companies make use 

of waiting periods to reduce the prob-
ability of:

 (a) Share the cost factor
 (b) Adverse selection
 (c) Risk of disease
 (d) Prompt premium payment
19. A participating dentist in the delta 

dental plans accept his fee at:
 (a) 40th percentile
 (b) 60th percentile
 (c) 80th percentile
 (d) 90th percentile
20. A practice formally organized to pro-

vide dental care through the services 
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or three or more dentists using same 
office space is called as:

 (a) Solo practice
 (b) Duet practice
 (c) Group practice
 (d) NGO
21. Which of these is not correct for den-

tists in group practice:
 (a) Provides better ways of 

organizing one’s life
 (b) Less disruption in practice due to 

illness
 (c) Quality of care sub dued
 (d) Financial fringe benefits are built 

in easily
22. What is the type of practice if patients 

eligible for dental services in a public 
or private program can receive them 
only at specified facilities from a lim-
ited number of dentists?

 (a) Open panel practice
 (b) Closed panel practice
 (c) Group practice
 (d) Solo practice
23. Which of the following is true for 

Health Maintenance Organization?
 (a) An unorganised system of health 

care
 (b) Preventive set of services only
 (c) Chosen group of people 
 (d) Is reimbursed through a pre 

negotiated and fixed periodic 
payment

24. When the dental personnel in Health 
Maintenance Organization (HMO) 
is directly contacted by, the mode is 
called:

 (a) The staff model
 (b) The group model
 (c) The independent practice asso-

ciation
 (d) The primary care capitated net-

work

25. The arrangement under which a den-
tist receives an established negotiated 
sum on a fixed basis for each eligible 
patient is termed:

 (a) Capitation plans
 (b) Premium
 (c) Salary
 (d) Co insurance
26. Identify the disadvantage in salaried 

mode of payment for a dentist:
 (a) Potential for over treatment
 (b) Possible under treatment
 (c) Administratively simple
 (d) Sick pay and maternity benefits
27. Which of these is not an example of 

public financing of dental care?
 (a) Medicare
 (b) Medicaid
 (c) Capitation plans
 (d) The Veterans Administration 

Program
28. A public program aimed for the ben-

efit of over 65 years is:
 (a) Medicare
 (b) Medicaid
 (c) The Veterans Administration 

Program
 (d) National Health Insurance
29. A public program providing funds to 

meet the health care needs of all indi-
gent and medically indigent people is:

 (a) Medicare
 (b) Medicaid
 (c) National health insurance
 (d) The Veterans Administration 

program
30. The National Health Insurance was 

introduced in Germany by:
 (a) Lloyd George
 (b) Bismarck
 (c) Trendley H. Dean
 (d) McKay
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31. Robin hood practice-price discrimina-
tion can be practiced in which mode of 
payment?

 (a) Private fee for service
 (b) Post payment plans
 (c) Salary
 (d) Insurance plans
32. The study of the application of eco-

nomic theory to health and health care 
is:

 (a) Health education
 (b) Health promotion
 (c) Health economics
 (d) Health management
33. The pain and suffering of the patients 

categorizes under:
 (a) Direct costs
 (b) Indirect costs
 (c) Intangible costs
 (d) Tangible cost
34. The access problems to utilize dental 

care does not include which factor?
 (a) Availability of services
 (b) Accessibility of services
 (c) Affordability of services
 (d) Repeatability of services
35. A way in which dental care is provid-

ed in terms of opening hours, waiting 
time and emergency visits is:

 (a) Availability
 (b) Accommodation
 (c) Affordability
 (d) Acceptability

Finance in dentistry
1. The mechanisms by which dental 

practitioners receive payment for their 
services are:

 (a) Private fee for service.
 (b) Post payment plans.
 (c) Private third party payment plans

•	 Commercial insurance compa-
nies

•	 Non profit health service 
corporations

•	 Prepaid group practice
•	 Capitation plans

 (d) Salary.
 (e) Public programs.
2. Private fee for service is a two party ar-

rangement which is the traditional form 
of reimbursement for dental services. 
This system is administratively simple 
and can follow price discrimination.

3. Post payment plans are also called 
budget payment plans. It is a system 
where the patient borrows money 
from the bank or finance company 
to pay the dentist’s fee. He then re-
pays the loan to the bank in budgeted 
amounts. The disadvantages with this 
method is defaulted loans and low 
income patients were not considered 
credit worthy by the banks.

4. Private third party pre payment plans 
are defined as payment for services by 
some agency, rather than directly by 
the beneficiary of those services. They 
are also called carrier, insurer, under-
writer or administrative agent.

5. Since dental diseases do not follow 
the principles of health insurance like 
it is precisely definable, is frequent 
in nature and is under the control of 
the individual Insurance carriers offer 
payments like:

•	 Deductible—is a stipulated 
flat sum that the patient must 
pay before benefitting from 
the program

•	 Copayment—the patient pays 
a percentage of the total cost of 
the program

•	 Group insurance—insurance 
is given in groups, because 
illness experience is reasonably 
predictable in a group
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6. The reimbursement of dentists in pre 
payment plans are by UCR fee —i.e. 
Usual fee, Customary fee, and Rea-
sonable fee.

• Usual fee—is the fee usually 
charged for a given service 
by an individual dentist to 
private patients

• Customary fee—it is the range 
of usual fee charged by the 
dentists of similar training 
and experience for the same 
service within the specified 
geographic area

• Reasonable fee—when the fee 
meets the above two criteria, it 
is called reasonable fee

7. Delta dental plan is synonymous with 
non profit health service corporations. 
It was formed in june 1966. The service 
is provided by a constituent dental so-
ciety depending on the participating 
or the non participating dentist.

8. Differences between participating and 
the non participating dentist in delta 
dental plans are:
Participating 
dentist

Non participating 
dentist

Dentist has to pre - 
file his or her usual 
and customary fees

Dentist do not have to 
pre file his or her usual 
and customary fees

Acceptance of 
payment for their 
services at 90th 
percentile

Acceptance of 
payment for their 
services at 50th 
percentile

Conduction of fee 
audits from auditors 
of delta dental plan

No fee audits 
conducted

Ready for post 
treatment inspection

No post treatment 
inspection

A small amount of 
fee is withheld to 
go into the delta 
capitation reserve 
fund

No withholding of fees

9. Prepaid group practice is the term giv-
en to a group practice that provides 
dental services on a prepaid basis.

10. A group dental practice is defined as 
a practice formally organized to pro-
vide dental care through the services 
of three or more dentists, using of-
fice space, equipment and/or person-
nel jointly. They can be either gen-
eral practice groups, single speciality 
groups or multi-speciality groups.

 The advantages for the practicing den-
tist is that it organizes one life better, 
quality of care is improved because of 
built in peer review and less disrup-
tion to practice because of illness.

11. A closed panel practice is one which 
patients can obtain services from a 
specified, limited number of dentists. 

12. A Health Maintenance Organization 
is a legal entity which provides a pre-
scribed range of health services to 
each individual who has enrolled in 
the organization, in return for a pre 
paid, fixed and uniform payments.

13. Salary—some dentists in armed forces 
and those employed in public agen-
cies are salaried. This free the dentist 
of any administrative concerns.

14. Public programs are aimed at meeting 
the needs of specific groups of recipi-
ents in a diverse society. Public financ-
ing of dental care is through:

 (a) Medicare—aims to provide 
financial barriers for hospital and 
physician services for people age 
of 65 and above.

 (b) Medicaid—is for the benefit of 
medically indigent people.

 (c) The Veterans Administration 
Program.

 (d) National Health Insurance.
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Key
 1. (a)  2. (d)  3. (a)  4. (d)  5. (b)  6. (a)

 7. (b)  8. (a)  9. (c)  10. (c)  11. (c)  12. (b)

 13. (a)  14. (c)  15. (d)  16. (d)  17. (a)  18. (b)

 19. (d)  20. (c)  21. (c)  22. (b)  23. (d)  24. (d)

 25. (a)  26. (b)  27. (c)  28. (a)  29. (b)  30. (b)

 31. (a)  32. (c)  33. (c)  34. (d)  35. (b)
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1. The process by which a government 
agency grants permission to qualified 
people to engage in a given occupa-
tion is called:

 (a) Licensure
 (b) Registration
 (c) Inspection
 (d) Examination
2. The list of qualified individuals listed 

on an official roster is:
 (a) Licensure
 (b) Registration
 (c) Inspection
 (d) Examination
3. The first dental school established in 

the world was:
 (a) Pennyslvania dental school
 (b) Baltimore College of Dental Sur-

gery 
 (c) Royal College of Dental Sciences
 (d) University of Michigan
4. The first dental college in India was 

started by:
 (a) Dr. Rafiuddin Ahmed
 (b) Dr. Anil Kohli
 (c) Dr. Amrit Tiwari
 (d) Dr. Susheela A.K
5. The first dental school was established 

in 1840 in:

Dental Auxillaries

16
C H A P T E R

 (a) Oxford university
 (b) Baltimore College of dental sur-

gery
 (c) Harward University
 (d) Royal college of dentistry
6. The dental curriculum in India, which  

is two years of basic sciences followed 
by two years of clinical sciences, is 
known as:

 (a) Horizontal curriculum
 (b) Diagonal curriculum
 (c) Vertical curriculum
 (d) Circle curriculum
7. The first unit of Department of Com-

munity or Social Dentistry was estab-
lished in:

 (a) Newburgh and Kingston
 (b) Oak Park and Sarnia
 (c) Michigan and Detroit
 (d) Tiel Colemberg
8. Who in the following is not an operat-

ing auxiliary?
 (a) School dental nurse
 (b) Dental therapist
 (c) Dental hygienist
 (d) Dental laboratory technician
9. Which of the following statements 

about dental surgery assistant is true?

Chapter 16.indd   98 04-12-2015   15:51:25



Dental Auxiliaries 99

 (a) Dental surgery assistant needs to 
be legally certified

 (b) Dental surgery assistant needs to 
be legally registered

 (c) Dental surgery assistant needs to 
be legally licensed

 (d) Dental surgery assistant need not 
be legally certified, registered or 
licensed

10. The first dental surgery assistant was 
hired by:

 (a) Dr. T.A. Hunter
 (b) Dr. C.M. Wright
 (c) Dr. Edmund Kells
 (d) Dr. Linda Krol
11. The appointment of dental auxiliaries 

does not ensure:
 (a) Greater efficiency
 (b) Less fatigue
 (c) Increase in number of patients
 (d) Increase in fee
12. Which of these is not a duty to be per-

formed by dental surgery assistant?
 (a) Reception of patient
 (b) Sterilization of instruments
 (c) Restoration of Class I cavities
 (d) Assistance with X-ray work
13. Identify the non operating dental aux-

iliary:
 (a) Dental laboratory technician
 (b) School dental nurse
 (c) Dental therapist
 (d) Dental hygienist
14. The addition of one dental assistant 

increased the number of patients 
treated by a dentist by about:

 (a) 11 % for one chair practice
 (b) 33 % for one chair practice
 (c) 66 % for one chair practice
 (d) 99% for one chair practice
15. Dental laboratory technicians who 

are permitted to fabricate dentures di-
rectly for patients without a dentist’s 
prescription are called:

 (a) Dental educators
 (b) Denturists
 (c) Dental hygienist
 (d) Dental therapist
16. A person who makes or repairs den-

tures and dental appliances is called a:
 (a) Dental mechanic
 (b) Dental therapist
 (c) Dental hygienist
 (d) Dental assistant
17. The formal training period for dental 

laboratory technician is for:
 (a) One year
 (b) Two years
 (c) Three years
 (d) Four years
18. Dental technicians who are permitted 

to fabricate dentures directly for pa-
tients without dentist’s prescription is 
called:

 (a) Expanded function duty auxiliary
 (b) Expanded duty dental auxiliary
 (c) Denturist
 (d) Dental therapist
19. The functions of dental technician in 

India does not include:
 (a) Casting of models from impres-

sions made by dentist
 (b) Fabrication of dentures
 (c) Delivery of dentures
 (d) Fabrication of crowns
20. The “Dominion Training School for 

Dental Nurses” was established in 
1921 in:

 (a) Sweden
 (b) Australia
 (c) New Zealand
 (d) Kentucky
21. Nurses in canadian province who is 

legally permitted to restore are called 
as:

 (a) Saskatchewan nurse
 (b) New cross auxiliary
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 (c) Blue cross auxiliary
 (d) EFDA
22. Which of the following duties can-

not be performed by a school dental 
nurse?

 (a) Prophylaxis
 (b) Extraction of primary tooth
 (c) Extraction of permanent tooth
 (d) Pulp capping
23. Who was the first dental hygeinist?
 (a) Dr. Alfred Fones
 (b) Mrs. Irene Newman
 (c) Mrs. Linda Krol
 (d) Dr. C.M. Wright
24. Which of the following dental auxilia-

ries cannot instruct in the prevention 
of dental diseases?

 (a) Dental health educator
 (b) Dental surgery assistant
 (c) Dental secretary
 (d) Dental nurse
25. Who is considered to be the “father of 

dental hygiene”?
 (a) Dr. Alfred Fones
 (b) Dr. C.M. Wright
 (c) Dr. G.V. Black
 (d) Dr. Mckay
26. The New Cross Auxilliaries are so 

called because their training school is:
 (a) Located in the New cross area
 (b) About new concepts and tech-

niques
 (c) Conducted by new professionals
 (d) Constructed newly
27. The Expanded Function Dental Auxil-

liary in Philadelphia were called:
 (a) Denturists
 (b) Duty doctors
 (c) Technotherapists
 (d) Therapists
28. A certified dental assistant gets trained 

for a period of:

 (a) 8 months
 (b) 3 – 6 weeks
 (c) 12 months
 (d) 24 months
29. Which of these is not a classification of 

degree of supervision of auxiliaries?
 (a) General supervision
 (b) Indirect supervision
 (c) Direct supervision
 (d) Specific supervision
30. Identify the new dental auxiliary as 

recommended by expert committee 
on Auxiliary Dental Personnel:

 (a) EFDA
 (b) Dental licentiate
 (c) Dental registrate
 (d) Dental educator
31. Expanded Function Dental Auxiliary 

in Philadelphia are called as:
 (a) Technotherapists
 (b) Hygienists
 (c) Denturists
 (d) Dental laboratory technician
32. The need which is detected by a den-

tal professional in the community is:
 (a) Normative need
 (b) Felt need
 (c) Expressed need
 (d) Comparative need
33. Utilization of dental services mea-

sures:
 (a) Identified needs
 (b) Unmet needs
 (c) Met needs
 (d) Unidentified needs
34. Which of the following factors does 

not involve utilization of dental care?
 (a) Socio-demographic factors
 (b) Organizational factors
 (c) Socio-cultural factors
 (d) Political factors
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35. Which manpower planning model 
concentrates on identifying the defi-
ciencies in the health care system?

 (a) Supply and demand model
 (b) Functional analysis model
 (c) Target setting approach model
 (d) Functional limitation model

Dental Auxiliaries
1. Dental auxiliary is a person who is 

given responsibility by a dentist, so 
that he or she can help the dentist ren-
der dental care, but who is not himself 
or herself qualified with a dental de-
gree.

2. Licensure is the process by which an 
agency of government grants permis-
sion to people meeting pre determined 
qualifications to engage in a given oc-
cupation and use a particular title.

3. Registration is the process by which 
qualified individuals are listed on an 
official roster, maintained either by 
the government or non government 
agency.

4. Certification is the process by which 
a non government agency or associa-
tion grants recognition to an individu-
al who has met certain predetermined 
qualifications specified by that agency 
or association.

5. WHO classification of auxillaries in 
1967 is of two types:

 (a) Non operating auxillaries:
•	 Dental surgery assistant
•	 Dental secretary or receptionist
•	 Dental laboratory technician
•	 Dental health educator

 (b) Operating auxillaries:
•	 School dental nurse
•	 Dental therapist
•	 Dental hygienist
•	 Expanded function dental 

auxiliaries

6. Dental surgery assistant is a non oper-
ating auxillary who assits the dentist 
in treating patients, but who is not le-
gally permitted to treat patients inde-
pendently. 

• The seating of the dentist and 
dental assistant is termed as 
four handed dentistry.

• First practiced by Dr. Edmund 
Kells of News Orleans in 1885, 
who hired a woman to ease the 
ladies in the clinic.

• Earlier, their functions were 
to perform the routine house-
keeping chores in the operato-
ry as well as the clerical proce-
dures of the practice.The func-
tions were then extended to in-
clude retraction and aspiration, 
sterilization, mixing of cements 
and patient instructions.

7. Dental secretary or receptionist is a 
person who assists the dentist with his 
secretarial work and patient reception 
duties.

8. Dental laboratory technician is a non 
operating auxiliary involved in the 
construction and repair of oral appli-
ances and bridge work.

• Dental mechanic is a person 
who makes or repairs dentures 
and dental appliances. In 
India, there is a formal training 
for a period of two years. 

• Denturist is a term applied 
to those dental laboratory 
technicians who are permitted 
in some states in US to 
fabricate dentures directly for 
patients without a dentist’s 
prescription. Their craft is 
called “denturism”.

9. Dental health educator is a person 
who instructs in the prevention of 
dental disease and may be permitted 
to apply preventive agents intra orally.
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10. The school dental nurse is a person 
who is permitted to diagnose den-
tal disease and to plan and carry out 
specified preventive and treatment 
measure in defined groups of people, 
usually school children.

• The dental nurse scheme was 
first set up in Wellington, 
New Zealand in 1921. The 
foundation was laid by T.A. 
Hunter. 

• The first school for dental 
nurses was set up and 
named as “The Dominion 
Training School for Dental 
Nurses”. The training is for 
two years.

• In Britain, the school dental 
nurse is known as New Cross 
auxiliaries, as the training 
school is located in the New 
Cross Area of South London. 
In Canada, they are called 
Saskatchewan dental nurse.

 The duties of school dental nurses are:
•	 Oral examination
•	 Prophylaxis
•	 Topical fluoride application
•	 Advice on dietary fluoride 

supplements
•	 Administration of local 

anaesthesia
•	 Pulp capping
•	 Cavity preparation and 

amalgam filling placement
•	 Extraction of primary teeth
•	 Patient instruction and class 

room health education
•	 Referral for complex services

11. Dental therapist is a person who is per-
mitted to carry out the prescription of 
a supervising dentist. He can perform 
specified preventive and treatment 
measures including the preparation of 
cavities and restoration of teeth. The 
training is for two year period.

12. The dental hygienist is an operating 
auxiliary who is licensed and regis-
tered to practice dental hygiene. 

 Dr.Fones is considered as the “father 
of dental hygiene”. The first dental 
hygienist is Mrs. Irene Newman. They 
are trained in India for two years.

 The functions of the dental hygienist 
are:

•	 Prophylaxis
•	 Topical application of 

fluorides and sealants
•	 Screening
•	 Oral health education

13. The Expanded Function Dental Aux-
iliary (EFDA) are mostly assistants or 
hygienists who are trained addition-
ally to work under the direct supervi-
sion of a dentist. 

 The functions of EFDA are :
• Placing and removing rubber 

dams
• Placing and removing tempo-

rary restorations
• Placing and removing matrix 

bands
• Condensing and carving amal-

gam restoration in previously 
prepared teeth

• Applying the final finish and 
polish to previously listed res-
torations

14. Frontier auxiliaries are nurses and 
former dental assistants providing 
simple service with minimum train-
ing. They are useful when there are no 
dentists in a particular area.

15. The expert committee on Auxiliary 
Dental Personnel of the WHO has 
suggested two new types of dental 
auxiliaries:

• The dental licentiate—is a semi 
independent operator trained 
for two years. He can do 
prophylaxis, cavity prepara-

Chapter 16.indd   102 04-12-2015   15:51:26



Dental Auxiliaries 103

tions, extractions under local 
anesthesia and drainage of ab-
scess

• The dental aide—is an auxiliary 
personnel who performs 
elementary first aid procedures 
for the relief of pain

Key
 1. (a)  2. (b)  3. (b)  4. (a)  5. (b)  6. (a)

 7. (c)  8. (d)  9. (d)  10. (c)  11. (d)  12. (c)

 13. (a)  14. (b)  15. (b)  16. (a)  17. (a)  18. (c)

 19. (c)  20. (c)  21. (a)  22. (c)  23. (b)  24. (c)

 25. (a)  26. (a)  27. (c)  28. (a)  29. (d)  30. (b)

 31. (a)  32. (a)  33. (c)  34. (d)  35. (c)

16. The ADA has defined four degrees of 
supervision of auxiliaries:

•	 General supervision
•	 Indirect supervision
•	 Direct supervision
•	 Personal supervision
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1. A non experimental investigation, in 
which information is systematically 
collected is termed:

 (a) Survey
 (b) Epidemiology
 (c) Health education
 (d) Primary health care
2. A survey conducted to assess the de-

terminants of the diseases is:
 (a) Descriptive survey
 (b) Analytical survey
 (c) Cross sectional survey
 (d) One point survey
3.	 Pathfinder	 survey	 employs	 which	

sampling technique:
 (a) Multistage sampling
 (b) Area sampling
 (c) Quota sampling
	 (d)	 Stratified	 cluster	 sampling	

technique
4. Which of the following about a pilot 

survey is true?
 (a) It employs one or two index ages
 (b) It employs all subgroups in the 

population
	 (c)	 Follows	 the	 stratified	 sampling	

technique
 (d) Suitable for data collection to 

plan services

Survey Procedures

17
C H A P T E R

5. Which index age group is considered 
as the global index age to monitor oral 
health?

 (a) 5 years
 (b) 12 years
 (c) 15 years
 (d) 35 – 44 years
6. An important index age to assess the 

periodontal disease indicator in ado-
lescents is:

 (a) 5 years
 (b) 12 years
 (c) 15 years
 (d) 35 – 44 years
7.	 To	assess	the	full	effect	of	dental	caries	

and severity of periodontal involve-
ment, which index age group is to be 
surveyed?

 (a) 12 years
 (b) 15 years
 (c) 35 – 44 years
 (d) 65 – 74 years
8. The number of subjects in each index 

age group in cluster, to be examined 
in	pathfinder	survey	is:

 (a) 10 – 25
 (b) 25 – 50
 (c) 50 – 75
 (d) 200 – 300
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9. The ability of a test to measure what it 
is intended to measure is:

 (a) Validity
 (b) Consistency
 (c) Reproducibility
 (d) Calibration
10. What is the procedure done to ensure 

uniform interpretation of codes and 
criteria for various diseases and con-
ditions?

 (a) Validity
 (b) Consistency
 (c) Calibration
 (d) Infection control
11. Which type of examination employs a 

mirror and explorer for inspection un-
der good illumination?

 (a) Type 1
 (b) Type 2 
 (c) Type 3
 (d) Type 4
12. Which type of examination is used in 

clinical trials?
 (a) Type 1
 (b) Type 2
 (c) Type 3
 (d) Type 4
13. Duplicate examinations are done in 

surveys to ensure:
 (a) Consistency of examiners
 (b) Complete the record
 (c) Comprehensive examination of 

patient
 (d) Validity
14. Time taken for basic oral health exam-

ination of child is:
 (a) 0 – 5 minutes
 (b) 5 – 10 minutes
 (c) 10 – 15 minutes
 (d) 15 – 20 minutes
15. Which of the following factors is not 

considered to cause variability in clin-
ical scoring for a survey?

	 (a)	 Different	levels	of	oral	disease
 (b) Physical factors
 (c) Psychological factors
 (d) Social factors
 16. The time interval between training 

and calibration of examiners for a sur-
vey should be:

 (a) Same time
	 (b)	 Either	of	them	is	sufficient
 (c) Few days
 (d) Few years
17. Duplicate examinations are conduct-

ed on what percentage of sample?
 (a) 0 – 5%
 (b) 5 – 10%
 (c) 10 – 15%
 (d) 15 – 20%
 18. It is generally recommended that du-

plicate examinations are conducted: 
 (a) At the beginning of survey
 (b) At the end of survey
 (c) About half way through the 

survey
 (d) At the beginning, about half way 

and at the end
 19. The validator in a survey is:
 (a) An experienced epidemiologist
 (b) A renowned academician
 (c) A public health administrator
 (d) A subject from the sample
20. Drinking water is collected at each ex-

amination site to analyse for:
 (a) Total hardness content
 (b) Fluoride content
 (c) Lead content
 (d) Chlorine content
21. The amount of drinking water collect-

ed	to	analyse	fluoride	content	is:
 (a) 0 – 5 mL
 (b) 5 – 10 mL
 (c) 10 – 20 mL
 (d) 25 – 35 mL
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22. A personnel who is instructed to re-
cord data on the assessment form in a 
survey is:

 (a) Recording clerk
 (b) Organizing clerk
 (c) Manager
 (d) Principal
23. The function of an organizing clerk in 

a survey is:
	 (a)	 To	 maintain	 a	 constant	 flow	 of	

subjects
	 (b)	 Check	 the	 finished	 records	 for	

completeness
 (c) To ensure adequate supply of 

sterile instruments
 (d) All the above
24. Which of the following instruments 

are not used in basic oral health as-
sessment form of World Health Orga-
nization?

 (a) Mouth mirrors
 (b) Periodontal probes
 (c) Tweezers
 (d) Radiographs
25.	 Inflammatory	and	structural	 changes	

of oral tissues are easily detected un-
der:

 (a) Blue white color spectrum
 (b) Yellow red color spectrum
 (c) Orange red color spectrum
 (d) Green color
26. The code given in oral health survey if 

an assessment is not carried out or not 
applicable to age group being exam-
ined is:

 (a) Code 0
 (b) Code 1
 (c) Code 5
 (d) Code 9
 27. Basic oral health survey by WHO em-

ploys which tooth numbering system?

 (a) Palmer notation
 (b) Universal notation
 (c) International Dental Federation
 (d) Indian Dental Federation
28. Basic oral health survey 1997 by WHO 

does not assess:
 (a) Enamel opacities
 (b) Gingival disease
 (c) Dental caries
 (d) Prosthetic status
29. Which of the following is not neces-

sary to be recorded in case of a child 
being surveyed in basic oral health 
survey by WHO?

 (a) Root caries
 (b) Dental caries
 (c) Temporomandibular joint assess-

ment
 (d) Need for immediate care
30. Basic oral health survey by WHO 

(1997) consider which location type 
for survey site?

 (a) Urban site
 (b) Periurban area
 (c) Rural area
 (d) All the above
 31. Time taken for basic oral health exam-

ination of adult is:
 (a) 0 – 5 minutes
 (b) 5 – 10 minutes
 (c) 10 – 15 minutes
 (d) 15 – 20 minutes
32. World Health Organization recom-

mends a minimum of how many 
number of diagnostic instruments?

 (a) 10 sets
 (b) 20 sets
 (c) 30 sets
 (d) 40 sets
33.	 Pathfinder	 surveys	 help	 obtaining	

which of the following information?
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 (a) Incidence of common oral diseas-
es and conditions

 (b) Variations in disease level, 
severity and need for treatment

 (c) Barriers to utilize treatment
 (d) Incidence of rare oral diseases 

and conditions
34.	 A	pilot	survey	differs	from	pathfinder	

survey, in that it includes:
 (a) Most important subgroups and 

one or two index ages
 (b) All subgroups and three index 

ages
 (c) All subgroups and all index ages
 (d) Three subgroups and all index 

ages
35. How many number of sampling sites 

are	considered	to	be	sufficient	for	a	na-
tional	pathfinder	survey?

 (a) 2 – 5 sampling sites
 (b) 5 – 10 sampling sites
 (c) 10 – 15 sampling sites
 (d) 15 – 20 sampling sites
36.	 Children	are	examined	at	five	years	of	

age	in	pathfinder	surveys	to	estimate	
the level of:

 (a) Co operation
 (b) Met needs in primary dentition
 (c) Dental caries in primary dentition
 (d) Gingivitis in primary dentition
37. In which year of Basic Oral Health 

Survey method, is quality of oral 
health assessed?

 (a) 1978
 (b) 1986
 (c) 1997
 (d) 2013
 38. Dentition status and treatment need 

not record which of the following con-
ditions?

 (a) Trauma
	 (b)	 Attrition

 (c) Filled teeth
 (d) Missed teeth

Survey Procedures
1. A survey is an investigation, in which 

information is systematically col-
lected, but no experimental method is 
used. So, it is a non experimental in-
vestigation.

2.	 Surveys	may	be	classified	as	descrip-
tive or analytical survey.

3. A descriptive survey describes a situa-
tion.

4. An analytical survey explains a situa-
tion—the determinants of the study.

5.	 Basic	oral	health	 surveys	are	defined	
as surveys to collect the basic infor-
mation about oral disease status and 
treatment needs that is needed for 
planning or monitoring oral health 
care programmes.

6. The objectives of oral health survey 
are to provide a full picture of the oral 
health status and needs of a popula-
tion, and to monitor changes in dis-
ease	level	or	patterns.

7. A protocol for the survey should con-
tain the following information:

 (a) Main objective and purpose of 
the survey.

 (b) A description of the type of 
information to be collected and 
of the methods to be used.

 (c) A description of the sampling 
methods to be used.

 (d) Personnel and physical arrange-
ments.

 (e) Statistical methods to analyse the 
data.

 (f) A provisional budget.
 (g) A provisional time table of main 

activities	and	responsible	staff.
8.	 Pathfinder	surveys	are	used	to	obtain	

the overall prevalence of the common 
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oral diseases and to report variations 
in disease of the population.

9.	 Pathfinder	surveys	can	be	either	pilot	
or national, depending on the sam-
pling sites and age groups included:

• Pilot study—includes only 
one or two index ages and the 
most important subgroups in 
a population.

•	 National	 pathfinder	 survey—
includes all the important 
subgroups of the population 
and at least three of the age 
groups or index ages. 

10. Index ages are:
• 5 years—children begin 

primary school. The level of 
caries in primary dentition can 
be recorded

• 12 years—children leave 
primary school and the last 
age at which sample may 
be obtained easily through 
school system. It is chosen 
as the global monitoring age 
for caries for international 
comparisons and monitoring 
of disease trends

• 15 years—permanent teeth is 
exposed to oral environment 
for 3 – 9 years. An important 
age for the assessment of 
periodontal disease indicators 
in adolescents

• 35 – 44 years—is the standard 
monitoring group for health 
conditions of adults. The full 
effect	 of	 dental	 caries,	 the	
level of severe periodontal 
involvement, and the general 
effects	 of	 care	 provided	 is	
monitored using data for this 
group

• 65 – 74 years—with the 
increasing life span, the 
changes in the age distribution 
brings in a necessity to plan 
appropriate care for the elderly

11. Subgroups—are the sampling sites. 
They are usually based on the admin-
istrative divisions of a country, like 
the capital city, main urban centres, 
and small towns and rural areas. The 
number of sampling sites depends on 
the	specific	objectives	of	the	study.	For	
a	national	pathfinder	survey,	10	to	15	
sampling	sites	are	usually	sufficient.

12. The steps in conducting a survey are:
 (a) Establishing the objectives.
 (b) Designing the investigation.
 (c) Selecting the sample.
 (d) Conducting the examinations.
 (e) Analysing the data.
 (f) Drawing the conclusions.
 (g) Publishing the result. 

Key
 1. (a)  2. (b)  3. (d)  4. (a)  5. (c)  6. (c)

 7. (c)  8. (b)  9. (a)  10. (c)  11. (c)  12. (b)

 13. (a)  14. (b)  15. (d)  16. (c)  17. (b)  18. (d)

 19. (a)  20. (b)  21. (d)  22. (a)  23. (d)  24. (d)

 25. (a)  26. (d)  27. (c)  28. (b)  29. (a)  30. (d)

 31. (d)  32. (c)  33. (b)  34. (a)  35. (c)  36. (c)

 37. (d)  38. (b)
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1.	 Soft	 deposits	 forming	 biofilm	 which	
adheres	 to	 the	 tooth	 surface	 or	 any	
other	hard	surfaces	 in	the	oral	cavity	
is	called:

	 (a)	 Plaque
	 (b)	 Materia	alba
	 (c)	 Calculus
	 (d)	 Pellicle
2.	 One	gram	of	plaque	(wet	weight)	con-

tains,	approximately:
 (a) 2 × 108

	 (b)	 2	×	109

	 (c)	 2	×	1010

	 (d)	 2	×	1011

3.	 An	 important	 component	 of	 the	 pel-
licle	which	coats	a	clean	tooth	surface	
is:

	 (a)	 Glycoproteins
	 (b)	 Lipid
	 (c)	 Polysaccharides
	 (d)	 All	the	above
4.	 Which	component	of	 the	polysaccha-

rides	 produced	 by	 the	 bacteria	 con-
tribute	majorly	to	the	organic	portion	
of	the	matrix?

	 (a)	 Albumin
	 (b)	 Dextran
	 (c)	 Lipid
	 (d)	 Amylase

Plaque Control

18
C H A P T E R

5.	 The	removal	of	microbial	plaque	and	
the	prevention	of	its	accumulation	on	
the	teeth	and	adjacent	gingival	surfac-
es	is	called:

	 (a)	 Plaque	retention
	 (b)	 Plaque	control
	 (c)	 Plaque	substantivity
	 (d)	 Plaque	reduction
6.	 Toothbrushes	were	first	introduced	to	

the	world	by:
	 (a)	 Japan
	 (b)	 China
	 (c)	 Malaysia
	 (d)	 Hong	Kong
7.	 Tooth	brushes	used	nylon	filaments	as	

bristles	in:
 (a) 1918
	 (b)	 1928
	 (c)	 1938
	 (d)	 1948
8.	 The	surface	formed	by	the	free	ends	of	

the	bristles	or	filaments	is:
	 (a)	 Handle
	 (b)	 Head
	 (c)	 Tufts
	 (d)	 Brushing	plane
9.	 The	diameter	of	bristles	in	toothbrush	

varies	from:
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	 (a)	 0.035	–	.0190	inch
	 (b)	 0.035	–	.0190	cm
	 (c)	 0.035	–	.0190	mm
	 (d)	 0.035	–	.0190	cu	mm
10.	 The	ADA	specification	of	a	toothbrush	

does	not	include:
	 (a)	 1	–	1.25	inches	in	length
	 (b)	 5/16	–	3/8	inches	in	width
	 (c)	 2	–	4	rows	of	bristles
	 (d)	 15	–	20	tufts/row
11.	 The	number	of	rows	in	a	tooth	brush	

according	to	ADA	specification	is:
	 (a)	 2	–	4	rows	of	bristles
	 (b)	 4	–	6	rows	of	bristles
	 (c)	 6	–	8	rows	of	bristles
	 (d)	 8	–	10	rows	of	bristles
12.	 The	number	of	tufts	of	bristles	in	each	

row	in	a	toothbrush	according	to	ADA	
specification	is:

	 (a)	 1	–	5	tufts/row
	 (b)	 5	–	12	tufts/row
	 (c)	 13	–	18	tufts/row
	 (d)	 19	–	23	tufts/row
13.	 Who	 designed	 the	 first	 powered	

toothbrush?
	 (a)	 Fredrick	Mckay
	 (b)	 Fredrick	Tornberg
	 (c)	 Trendley	Dean
	 (d)	 G.V.	Black
14.	 Which	of	these	is	not	an	indication	for	

powered	toothbrushes?
	 (a)	 Handicapped	patients
	 (b)	 Orthodontic	patients
	 (c)	 Patients	 with	 prosthodontic	 or	

endosseous	implants
	 (d)	 Endodontic	patients
15.	 Powered	 tooth	 brushes	 are	 recom-

mended	in:
	 (a)	 Individuals	 lacking	 fine	 motor	

skills
	 (b)	 Handicapped	patients

	 (c)	 Patients	 with	 orthodontic	 appli-
ances

	 (d)	 All	the	above
16.	 The	circular	method	of	brushing	tech-

nique	is	named:
	 (a)	 Charter’s	method
	 (b)	 Bass	method
	 (c)	 Stillman	method
	 (d)	 Fones	method
17.	 The	vertical	method	of	brushing	tech-

nique	is	called:
	 (a)	 Bass	method
	 (b)	 Stillman	method
	 (c)	 Leonard	method
	 (d)	 Smith	method
18.	 The	physiological	method	of	brushing	

technique	is	called:
	 (a)	 Stillman	method
	 (b)	 Leonard	method
	 (c)	 Smith	method
	 (d)	 Bass	method
19.	 The	 bristles	 in	 the	 bass	 method	 are	

placed	at
	 (a)	 30°	angle	to	the	gingivae
	 (b)	 45°	angle	to	the	gingivae
	 (c)	 60°	angle	to	the	gingivae
	 (d)	 90°	angle	to	the	ginigivae
20.	 Which	is	of	these	is	a	disadvantage	of	

bass	method?
	 (a)	 Does	 not	 provide	 good	 gingival	

stimulation
	 (b)	 Difficult	to	learn
	 (c)	 Time	consuming
	 (d)	 Does	 not	 remove	 plaque	 from	

cervical	areas	and	sulcus
21.	 To	avoid	bacterial	proliferation,	tooth	

brushes	should	be:
	 (a)	 Cleaned	 with	 antiseptic	 mouth-

washes
	 (b)	 Kept	in	wet	area
	 (c)	 Kept	horizontally
	 (d)	 Kept	in	contact	with	other	brushes
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22.	 The	causes	of	floss	cuts	and	floss	clefts	
is:

	 (a)	 Using	 a	 long	 floss	 between	 fin-
gers

	 (b)	 Snapping	 the	floss	 through	 con-
tact	area

	 (c)	 Not	using	a	rest	to	prevent	under	
pressure

	 (d)	 All	the	above
23.	 Dental	 floss	 is	 indicated	 to	 remove	

plaque	 from	 which	 gingival	 embra-
sures?

	 (a)	 Type	I
	 (b)	 Type	II
	 (c)	 Type	III
	 (d)	 Type	IV
24.	 Gingival	 stimulation	 or	massage	 im-

proves	oral	health	by:
	 (a)	 Decreasing	gingival	tone
	 (b)	 Decreasing	surface	keratinization
	 (c)	 Improving	vascularity
	 (d)	 Reduced	circulation
25.	 Which	 interdental	 aid	 is	 used	 for	

proximal	surface	in	which	interdental	
gingival	is	missing?

	 (a)	 Pipe	cleaner
	 (b)	 Proxa	brushes
	 (c)	 Bottle	brushes
	 (d)	 Yarn
26.	 Identify	 the	 chemical	 plaque	 control	

measures	in	the	following:
	 (a)	 Perio	aid
	 (b)	 Rubber	tip	stimulator
	 (c)	 Bisbiguanides
	 (d)	 Water	irrigation	device
27.	 Which	 areas	 are	 difficult	 to	 access	

with	a	dental	floss?
	 (a)	 Gingival	embrasures
	 (b)	 Interproximal	surfaces
	 (c)	 Root	convexities
	 (d)	 Furcation	areas

28.	 Which	 of	 the	 following	 about	 dental	
floss	is	true?

	 (a)	 It	increases	gingival	bleeding
	 (b)	 Stimulates	the	attached	gingiva
	 (c)	 Helps	 in	 locating	 overhanging	

margins	of	restorations
	 (d)	 Massages	the	attached	gingival
29.	 The	 spool	 method	 of	 dental	 floss	 is	

used	in:
	 (a)	 Adults	with	good	manual	dexterity
	 (b)	 Mentally	retarded	patients
	 (c)	 Following	 complex	 periodontal	

surgery
	 (d)	 Children
30.	 Which	type	of	floss	makes	a	squeaking	

noise	when	passed	interproximally?
	 (a)	 Unwaxed	floss
	 (b)	 Waxed	floss
	 (c)	 Thick	floss
	 (d)	 Thin	floss
31.	 Which	interproximal	aid	is	not	used	in	

Type	II	gingival	embrasure?
	 (a)	 Wooden	tips
	 (b)	 Interproximal	brushes
	 (c)	 Powered	interdental	brushes
	 (d)	 Dental	floss
32.	 Gingival	physiotherapy	results	in	bet-

ter	gingival	health	by:
	 (a)	 Decreasing	keratinization
	 (b)	 Decreasing	GCF	flow	within	 the	

gingival	sulcus
	 (c)	 Increased	blood	flow
	 (d)	 Increasing	 collagen	 fiber	

production
33.	 Which	of	these	is	not	an	indication	for	

chemical	plaque	control?
	 (a)	 Physically	handicapped
	 (b)	 Postoperatively	 after	 surgical	

procedures
	 (c)	 Mentally	handicapped
	 (d)	 Used	independently	without	me-

chanical	plaque	control	measures
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34.	 An	antiplaque	 agent	 exhibiting	good	
retentive	property	possesses:

	 (a)	 Substantivity
	 (b)	 Compatibility
	 (c)	 Aestheticity
	 (d)	 Cost	effectiveness
35.	 Bisbiguanides	 reduces	 plaque	 reduc-

tion	of:
 (a) 10 – 20%
	 (b)	 20	–	50%
	 (c)	 70	–	90%
	 (d)	 100%
36.	 Which	of	 the	 following	 is	an	adverse	

effect	of	chlorhexidine?
	 (a)	 Brownish	black	extrinsic	staining	

of	teeth
	 (b)	 Dysgeusia
	 (c)	 Burning	lips
	 (d)	 All	the	above
37.	 The	bound	chlorhexidine	is	slowly	re-

leased	in	the	active	form	for	a	period	
of:

	 (a)	 2	–	4	hours
	 (b)	 6	–	8	hours
	 (c)	 8	–	10	hours
	 (d)	 12	–	24	hours
38.	 The	 substantivity	 of	 chlorhexidine	 is	

due	 to	 the	presence	of	which	 ions	 in	
saliva:

	 (a)	 Calcium
	 (b)	 Magnesium
	 (c)	 Phosphourous
	 (d)	 Fluoride
39.	 Identify	 the	 phenol	 derivative	 anti-

plaque	agent:
	 (a)	 Sanguinarine
	 (b)	 Erythromycin
	 (c)	 Chlorhexidine
	 (d)	 Triclosan
40.	 The	action	of	 chlorhexidine	with	one	

end	binding	 to	 the	 tooth	surface	and	

the	other	acting	against	the	micro-or-
ganism	is	called:

	 (a)	 Choking	off	phenomenon
	 (b)	 Pin	cushion	effect
	 (c)	 Corn	cob	appearance
	 (d)	 Pin	and	wheel	reaction
41.	 Brown	 staining	 of	 chlorhexidine	 is	

due	to	precipitation	of	salivary:
	 (a)	 Melanin
	 (b)	 Melanoidins
	 (c)	 Triglycerides
	 (d)	 Maltose
42.	 Identify	the	anticalculus	agent:
	 (a)	 Soluble	pyrophosphatase
	 (b)	 Insoluble	pyrophosphatase
	 (c)	 Dextranase
	 (d)	 Mutanase
43.	 Which	 component	 of	 the	 tooth	 paste	

helps	 in	 reducing	 loss	 of	 moisture	
from	toothpaste?

	 (a)	 Water
	 (b)	 Humectant
	 (c)	 Detergent
	 (d)	 Therapeutic	agent
44.	 Identify	the	detergent	in	tooth	pastes:
	 (a)	 Calcium	carbonate
	 (b)	 Propylene	glycol
	 (c)	 Sodium	lauryl	sulphate
	 (d)	 Synthetic	cellulose
45.	 The	disclosing	agents	are	used	for:
 (a) Personalized	 patient	 instruction	

and	motivation
	 (b)	 Effective	 oral	 hygiene	 main-

tainence
	 (c)	 Validity	of	plaque	indices
	 (d)	 Decreasing	dental	caries
46.	 Anticalculus	 agents	 are	 designed	 to	

inhibit	the	mineralization	of:
	 (a)	 Mineralized	plaque
	 (b)	 Petrified	plaque
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	 (c)	 Pellicle
	 (d)	 Slime	layer
47.	 The	 percentage	 of	water	 in	 a	 typical	

toothpaste	is:
 (a) 15 – 45%
	 (b)	 20	–	38	%
	 (c)	 25	–	40	%
	 (d)	 1	–	5%
48.	 Easlick’s	disclosing	solution	is	the	oth-

er	name	for:
	 (a)	 Bismark	brown
	 (b)	 5%	Mercurochrome	solution
	 (c)	 Erythrosine
	 (d)	 Fluorescin
49.	 The	thicker	(older)	plaque	in	two	tone	

solution	stains	which	color:
	 (a)	 Red
	 (b)	 Blue
	 (c)	 Green
	 (d)	 Yellow
50.	 Disclosing	solutions	can	be	applied	by	

which	of	the	following	methods:
	 (a)	 Cotton	pellet
	 (b)	 Rinsing
	 (c)	 Tablet
	 (d)	 All	the	above

Plaque Control
1.	 Dental	 plaque	 is	 defined	 as	 a	 highly	

specific	 variable	 structural	 entity	
formed	 by	 sequential	 colonization	 of	
micro	organisms	on	the	tooth	surface,	
epithelium	and	restorations.

2.	 Plaque	 control	 is	 the	 removal	 of	mi-
crobial	 plaque	 and	 the	prevention	 of	
its	accumulation	on	the	teeth	and	ad-
jacent	gingival	tissues.

3.	 The	 natural	 physiological	 forces	 that	
clean	the	oral	cavity	are	inefficient	in	
removing	dental	plaque.

4.	 Plaque	control	can	be	classified	into	me-
chanical	and	chemical	plaque	control.

5.	 Mechanical	plaque	control	aids	are:
	 (a)	 Tooth	brushes:

•	 Manual	tooth	brush
•	 Electrical	tooth	brush

	 (b)	 Interdental	aids:
•	 Dental	floss
•	 Triangular	tooth	picks
•	 Interdental	brushes
•	 Yarn
•	 Superfloss
•	 Perio-aid

	 (c)	 Aids	for	gingival	stimulation:
•	 Rubber	tip	stimulator
•	 Balsa	wood	edge

	 (d)	 Others:
•	 Gauze	strips
•	 Pipe	cleansers
•	 Water	irrigation	device

	 (e)	 Aids	 for	 edentulous	 or	 partially	
edentulous	patient:
•	 Denture	 and	 partial	 clasp	
brushes

•	 Cleansing	solutions
6.	 Tooth	brushes	were	first	introduced	in	

China	as	early	as	1600	B.C.	
7.	 The	first	tooth	brush	was	produced	by	

William	Addis	in	1780,	in	England.
8.	 Nylon	 was	 used	 in	 tooth	 brush	 for	

bristles	in	1938.
9.	 Types	of	tooth	brushes	are:

•	 Manual	toothbrushes
•	 Powered	toothbrushes
•	 Sonic	 and	 ultrasonic	
toothbrushes

•	 Ionic	tooth	brushes
10.	 The	 parts	 of	 a	 tooth	 brush	 include:	

handle,	 head,	 tufts,	 brushing	 plane	
and	shank.

11.	 The	stiffness	of	bristles	vary	on	certain	
factors	 like	 diameter,	 length	 of	 bris-
tles,	number	of	filaments	in	a	tuft	and	
curvature	of	filaments.

12.	 The	ADA	specification	of	a	toothbrush	
are:
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	 (a)	 1	–	1.25	inches	in	length.
	 (b)	 5/16	–	3/8	inches	in	width.
	 (c)	 2	–	4	rows	of	bristles.
	 (d)	 5	–	12	tufts	/	row.
13.	 Powered	tooth	brushes	were	first	de-

signed	 in	 1939.	 The	 heads	 of	 these	
tooth	brushes	oscillate	in	a	side	to	side	
motion	 or	 in	 a	 rotator	motions,	with	
40	Hz	frequency.

14.	 Powered	 tooth	 brushes	 are	 indicated	
in	 young	 children,	 handicapped	 pa-
tients,	 individuals	 lacking	 manual	
dexterity,	 orthodontic	 patients,	 pa-
tients	with	implants,	institutionalized	
patients	 and	 patients	 on	 supportive	
periodontal	therapy.

15.	 The	names	of	various	 tooth	brushing	
techniques	are:

Tooth brushing 
technique

Name 

Circular method Fones 
Vertical method Leonard’s 
Horizontal method Scrub 
Physiological method Smiths
Roll method Modified stillman
Vibratory method Stillman, Charters 

and Bass

16.	 Improper	 tooth	 brushing	 can	 result	
in	 lacerations,	 gingival	 recession	 and	
abrasion	of	teeth.

17.	 Tooth	brushes	have	 to	be	 cleaned	by	
dipping	 in	 antiseptic	 mouthwashes	
like	phenolic	derivatives	and	have	 to	
be	stored	in	a	dry	place.

18.	 Factors	 determining	 the	 selection	 of	
an	interdental	cleaning	aid	are:

	 (a)	 Type	of	gingival	embrasures.
	 (b)	 Alignment	of	teeth.
	 (c)	 Fixed	 prosthesis	 or	 orthodontic	

appliances.
	 (d)	 Open	furcation	areas.
	 (e)	 Contact	areas.
19.	 Dental	floss	are	indicated	when	there	

is	a	type	I	gingival	embrasures.

20.	 Dental	 floss	 are	 available	 in	 various	
forms	such	as:	twisted	or	non	twisted,	
bonded	or	non	bonded,	 thick	or	 thin	
and	waxed	or	unwaxed.

21.	 The	two	methods	for	using	the	floss	are	
the	spool	method	and	loop	method.	

22.	 Wooden	tips	are	used	in	type	II	gingi-
val	embrasures.	They	are	made	of	or-
ange	wood	and	are	triangular	in	cross	
section.

23.	 Single	tufted	brushes	are	used	in	type	
III	gingival	embrasures.

24.	 Tongue	scraping	 is	 the	process	of	 re-
moving	debris	from	the	surface	of	the	
tongue	with	some	form	of	scraper	de-
signed	for	this	purpose.	It	can	be	done	
using	either	a	brush	or	tongue	clean-
ing	devices.

25.	 Chemical	 plaque	 control	 agents	 are	
an	ideal	adjunct	to	mechanical	plaque	
control	 procedures.	 They	 are	 classi-
fied	into:

	 (a)	 First	 generation	 antiplaque	
agents—reduces	 plaque	 scores	
by	 20	 –	 50	 %.	 E.g.	 antibiotics,	
phenols,	 quaternary	 ammonium	
compounds	and	sanguinarine.

	 (b)	 Second	 generation	 antiplaque	
agents—reduces	 plaque	 scores	
by	70	–	90%.	E.g.	bisbiguanides.

	 (c)	 Third	 generation	 antiplaque	
agents—E.g.	Delmopinol.

26.	 Chlorhexidine	gluconate	 is	a	 cationic	
bisbiguanide	 which	 is	 bacteriostatic	
in	lower	concentrations	and	bacterio-
cidal	in	higher	concentrations.

27.	 Chlorhexidine	exhibits	good	substan-
tivity—i.e.	retention	for	higher	period	
in	mouth.

28.	 A	dentifrice	is	defined	as	a	substance	
used	 with	 a	 toothbrush	 for	 the	 pur-
pose	of	cleaning	the	accessible	surfac-
es	of	the	teeth.	It	is	composed	of:

•	 Abrasive	agents—like	calcium	
carbonate,	 silica	and	alumina.	
Removes	stained	pellicle
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•	 Binding	 /	 thickening	agents—
like	 alginates,	 arrageenates,	
colloidal	 silica	 and	 sodium	
magnesium	 silicate.	 Controls	
stability	 and	 consistency	 of	 a	
tooth	paste

•	 Detergents	 /	 surfactants—like	
sodium	 lauryl	 sulphate.	 Pro-
duces	 foam	 to	 disperse	 the	
paste	in	the	mouth

•	 Humectants—like	sorbitol	and	
glycerine.	Reduces	 the	 loss	of	
moisture	from	tooth	paste

•	 Flavouring	 agents—like	 pep-
per	mint	oil	and	spearmint	oil.	
Renders	 pleasant	 taste	 to	 the	
mouth

•	 Sweetners—like	saccharin
•	 Coloring	agents
•	 Water—is	 a	 vehicle	 and	 sol-
vent	medium

•	 Preservatives—like	 benzo-
ic	 acid.	 Prevents	 microbial	
growth

29.	 Therapeutic	agents	are	also	added	to	
the	dentifrice	like:

•	 Antibacterial	 agents—like	 tri-
closan,	delmopinol	and	metal-
lic	ions

•	 Anticaries	 agents—like	 so-
dium	 monofluorophosphate,	
sodium	fluoride	and	stannous	
fluoride

•	 Anticalculus	 agents—like	 py-
rophosphates,	zinc	citrate	and	
zinc	chloride

30.	 A	 pea	 sized	 tooth	 paste	 on	 the	 top	
half	 of	 the	 brush	 is	 considered	 to	 be	
the	amount	needed	for	effective	tooth	
cleaning.

31.	 A	disclosing	agent	is	a	preparation	in	
liquid,	 tablet	 or	 lozenge	 which	 con-
tains	a	dye	or	other	coloring	agent.	It	
is	used	for	the	identification	of	bacte-
rial	plaque,	which	is	invisible	to	naked	
eye.

32.	 Agents	used	for	disclosing	plaque	are:
	 (a)	 Iodine	prepations.
	 (b)	 Mercurochrome	preparations.
	 (c)	 Bismarck	brown.
	 (d)	 Berbromin.
	 (e)	 Erythrosine.
	 (f)	 Fast	green.
	 (g)	 Fluorescin.
	 (h)	 Two	tone	solutions.
	 (i)	 Basic	fuchsin.

Key
 1. (a)  2. (d)  3. (a)  4. (b)  5. (b)  6. (b)

 7. (c)  8. (d)  9. (a)  10. (d)  11. (a)  12. (b)

 13. (b)  14. (d)  15. (d)  16. (d)  17. (c)  18. (c)

 19. (b)  20. (c)  21. (a)  22. (d)  23. (a)  24. (c)

 25. (a)  26. (c)  27. (d)  28. (c)  29. (a)  30. (b)

 31. (d)  32. (c)  33. (d)  34. (a)  35. (c)  36. (d)

 37. (d)  38. (a)  39. (d)  40. (b)  41. (b)  42. (a)

 43. (b)  44. (c)  45. (a)  46. (b)  47. (b)  48. (a)

 49. (b)  50. (d)
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1. The chemico-parasitic theory of dental 
caries was proposed by:

 (a) Underwood and Milles
 (b) Miller
 (c) Clarke. J. K
 (d) Bowen
2. The minimum infective dose of Strep-

tococcus mutans in saliva is:
 (a) 102 – 103 per mL
 (b) 103 – 104 per mL
 (c) 104 – 105 per mL
 (d) 105 – 106 per mL
3. Which of the following does not con-

tribute to the cariogenicity of Strepto-
coccus mutans?

 (a) Production of extra and intracel-
lular polysaccharides

 (b) Production of acids at high pH 
values

 (c) To utilize salivary glycoprotiens
 (d) Ability to colonize on teeth
4. The major immunoglobulin in saliva is:
 (a) Secretory IgA
 (b) IgG
 (c) IgM
 (d) IgE
5. Which experimental design was not 

aimed for salivary immunity of dental 
caries?

Caries Vaccine

19
C H A P T E R

 (a) Periglandular salivary immuni-
zation

 (b) Parenteral immunization
 (c) Salivary gland immunization
 (d) Temporomandibular joint immu-

nization
6. Most of the Streptococcus mutans isolat-

ed from man belongs to the serotype:
 (a) a
 (b) b
 (c) c
 (d) d
7. Who observed that higher numbers of 

Streptococcus mutans are found at cari-
ous tooth sites?

 (a) Miller
 (b) Clark
 (c) Bowen 
 (d) Russell
8. Which of the following have been seg-

regated as effective molecular target 
for dental caries vaccine?

 (a) Adhesins
 (b) Gluosyltransferases
 (c) Glucan binding proteins
 (d) All the above
9. The route of administration of a caries 

vaccine is:
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 (a) Circulating antibody induced by 
systemic injection

 (b) A secretory IgA antibody 
 (c) Local synthesis of IgG antibody
 (d) All the above
10. Which vaccine approach may inter-

cept more than one aspect of mutans 
streptococcal molecular pathogen-
esis?

 (a) Recombinant vaccines
 (b) Attenuated vaccines
 (c) Conjugate vaccines
 (d) Expressed vaccine
11. Which caries activity test measures 

the rapidity of acid formation in a 
stimulated saliva sample?

 (a) Lactobacillus colony count
 (b) Reductase test
 (c) Snyder test
 (d) Buffer capacity test
12. The lactobacillus count test to assess 

caries activity was given by:
 (a) Hadley
 (b) Albans
 (c) Snyder
 (d) John snow
13. Yardstick of detection in snyder test is:
 (a) Acid produced
 (b) pH change
 (c) Colony count
 (d) Enamel dissolution
14. Name the dye used in salivary reduc-

tase test:
 (a) Basic fuschin
 (b) Erythrosine
 (c) Diazoresorcinol
 (d) Two tone solution

Caries Vaccine
1. Vaccine is an immune biological sub-

stance designed to produce specific 
protection against a given disease. It 
is a suspension of attenuated or killed 
microorganism which is administered 
for the prevention, amelioration or 
treatment of infectious disease.

2. Dental caries fulfill the criteria for 
an infectious disease, as stated by 
J.K.Clarke in 1924, who reported that 
Streptococcus mutans was the specific 
micr/organism associated with dental 
caries, and hence vaccination can be 
considered.

3. It is believed that Streptococcus mutans 
– (strains of serotypes c,e and f) and 
Streptococcus sobrinus—(strains of se-
rotypes d and g) are important in car-
ies promoting process.

4. Substances or molecules used for car-
ies vaccine are:

 (a) Glucosyltransferases.
 (b) Adhesins—obtained from Strep-

tococcus mutans and Streptococcus 
sobrinus.

 (c) Wall associated proteins.
5. Different routes of caries vaccine in-

clude:
 (a) Periglandular salivary immuni-

zation.
 (b) Parenteral immunization.
 (c) Salivary gland immunization by 

combined periglandular injection 
and installation of Strep. Mutans 
into the parotid duct.

 (d) Oral submucous immunization.

Key
 1. (b)  2. (c)  3. (b)  4. (a)  5. (d)  6. (c)

 7. (b)  8. (d)  9. (d)  10. (c)  11. (c)  12. (a)

 13. (b)  14. (c)
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1. The pioneer to highlight the impor-
tance of good oral health in school 
children was:

 (a) Pierre Fauchard
 (b) McKay
 (c) William Fisher
	 (d)	 William	Gozette
2. The School Dental Society was formed 

in London, in:
 (a) 1898
 (b) 1998
 (c) 1999
 (d) 2008
3. The beginning of School Health Ser-

vice in India dates back to:
 (a) 1909
 (b) 1919
 (c) 1929
 (d) 1939
4. Which of these is not an aspect of 

school health services?
 (a) Health appraisal
 (b) Health counseling
 (c) To provide healthy school 

environment
 (d) To teach reproductive biology
5. The process of determining the total 

health status of the child through his-

School Dental Health Programs

20
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tory taking, observations, screening 
and examination is called:

 (a) Health appraisal 
 (b) Health counseling
 (c) Raising morales
 (d) Health education
6.	 The	School	Health	Committee	recom-

mends how much of land for higher 
elementary and primary schools?

 (a) 5 and 2 acres accordingly
 (b) 10 and 5 acres accordingly
 (c) 20 and 10 acres accordingly
 (d) 30 and 20 acres accordingly
7. Enamel formation of the primary be-

gins with which teeth?
 (a) Incisors
 (b) Canines
 (c) Molars
 (d) Premolars
8. Enamel formation of the primary teeth 

begins approximately at which age?
 (a) 3 – 6 weeks of fetal life
 (b) 11 – 14 weeks of fetal life
 (c) 15 – 18 weeks of fetal life
 (d) 20 – 24 weeks of fetal life
9. Medical examination of school chil-

dren	was	carried	out	for	the	first	time	
in:
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 (a) Bangalore city
 (b) Baroda city
 (c) Bellary city
 (d) Bombay
10. The process of determining total 

health status of child through history 
taking and observation is termed:

 (a) Health appraisal
 (b) Health counselling
 (c) Emergency care
 (d) Health education
11. The mid day school meal aims to pro-

vide:
 (a) Full daily caloric requirement 
 (b) Half daily caloric requirement
 (c) 1/3rd daily caloric requirement
 (d) Full daily protein requirement
12. Identify which is not an element of 

school dental health program?
 (a) Conducting dental inspections
 (b) Health education
 (c) Referral for  dental care
 (d) Performing all curative procedures
13. School dental health inspections helps 

in:
	 (a)	 Building	a	positive	attitude	in	the	

child
 (b) Providing restorative and 

palliative care
 (c) Insurance records
 (d) Demotivating a child
14. The greatest limitation of school den-

tal health inspections are:
 (a) Very expensive
 (b) Time consuming
 (c) Parents accept this as compre-

hensive
 (d) Skilled manpower needed en 

masse
15. The school dental health education 

programs does not include:
 (a) Dental health instruction
 (b) Dental health services

 (c) Preventive dental treatment
 (d) Curative dental treatment
16.	 School	 water	 fluoridation	 was	 first	

done in:
 (a) Seagrove, North Carolina
 (b) Elk lake, Pennsylavania
 (c) St.Thomas, Virgin Islands
 (d) Pike County, Kentucky
17. Identify which is not an element of 

school dental programs in performing 
specific	programs:

 (a) Tooth brushing program
 (b) Fluoride mouth rinse program
 (c) Fluoride tablet program
 (d) Fluoride varnish application pro-

gram
18. What is the expected reduction in 

dental caries following a once a week 
fluoride	mouth	rinse	in	school	dental	
health program?

 (a) 0 – 20%
 (b) 20 – 40%
 (c) 40 – 60%
 (d) 60 – 80%
19. What is the concentration of sodium 

fluoride	in	school	dental	fluoride	tab-
let program:

 (a) 1.1 mg
 (b) 2.2 mg
 (c) 3.3 mg
 (d) 4.4 mg
20.	 The	 fluoride	 tablet	 program	 provide	

which	kind	of	benefit?
 (a) Topical
 (b) Systemic
 (c) Both topical and systemic
	 (d)	 No	benefit
21.	 The	reason	for	higher	amount	of	fluo-

ride in school water is due to:
 (a) Children spending shorter hours 

at school
 (b) Improve taste
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 (c) Cater to all age group of children
 (d) Combat gender bias
22.	 Ideally,	 pit	 and	 fissure	 sealants	 are	

placed at which grade to prevent car-
ies	in	first	permanent	molars?

 (a) Grade 1 and 2
 (b) Grade 3 and 4
 (c) Grade 5 and 6
 (d) Grade 7 and 8
23. The system of the referral card from the 

school is taken to the dentist and hand-
ed back to the class teacher is called:

 (a) Herd referral
 (b) Blanket referral
 (c) Pillow referral
 (d) Immunity 
24. The Texas Department of Health and 

Texas Education Agency collaborate-
ly developed which School Dental 
Health Program?

 (a) Askov Demonstration Program
	 (b)	 Tattletooth	Program
 (c) North Carolina Statewide Pre-

ventive Dental Health Program
 (d) Sharp
25.	 The	 evaluation	 of	 effectiveness	 in	

“Learning about your oral health  
uses:

 (a) Physical objectives
 (b) Microbial objectives
 (c) Biochemical objectives
 (d) Behavioural objectives
26. The key to achieve good oral health in 

North Carolina Statewide Dental Pub-
lic Health Program is:

	 (a)	 Appropriate	use	of	fluorides	and	
health education

 (b) Utilization of dental services
 (c) Promotion of sugar free canteens
 (d) Providing insurance to all con-

sumers
27. Which of the following about sodium 

fluoride	mouth	rinsing	is	true?

 (a) The cost of the procedure is very 
high

 (b) Prepared by dissolving 200 g in 
1000 mL to make 0.2 % solution

 (c) Not recommended for children 
below six years of age

 (d) Has to be prepared by profes-
sionals as it is a sensitive to tech-
nique

28. Which of these school dental health 
program is a demonstration program?

 (a) Learning about your oral health 
	 (b)	 Tattle	tooth	program
 (c) Askov dental program
 (d) North Carolina state wide pre-

ventive dental health program
29. Which brushing technique is indicat-

ed in young children?
 (a) Stillman
 (b) Bass
 (c) Charter’s
 (d) Fones

School Dental Health Programs
1. William Fisher, a dentist from Eng-

land laid the foundation for school 
health program, by publishing a pa-
per	 entitled	 “Compulsory	 Attention	
to the Teeth of School Children”.

2. The aspects of school health service 
include:

 (a) Health appraisal.
 (b) Remedial measures and counseling.
 (c) Healthy school environment.
 (d) Nutritional services.
	 (e)	 Emergency	care	and	first	aid.
 (f) Mental health.
 (g) Maintenance of school health re-

cords.
 (h) School health education.
3. The advantages of school based pro-

gram, according to Dunning are:
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 (a) Children are available for pre-
ventive or treatment procedures.

 (b) School clinics are less threatening 
than	private	offices.

 (c) A program like this facilitates 
centralized learning.

4. Important elements of school dental 
health program include:

 (a) Improving school community re-
lations.

 (b) Conducting dental inspections—
motivates the child to seek 
adequate professional care and 
to	 build	 positive	 attitude	 in	 the	
child towards the dentist.

 (c) Conducting health education.
	 (d)	 Performing	 specific	 programs—

includes tooth brushing 
programs,	fluoride	mouth	rinsing	
program	 and	 fluoride	 tablet	
program and sealant placements. 

 (e) Referral for dental care—Blanket 
referral is a program in which a 

card is handed over to the child 
to take home and subsequently to 
the dentist. Upon examination or 
treatment, the dentist enters in it. 
The card is bought back to school 
again where they help in further 
referral.

 (f) Follow up of dental inspection—
school dental nurse and teachers 
can help in follow-up.

5. Some of the school dental health pro-
grams include:

 (a) Learning about your oral health.
 (b) Texas statewide preventive den-

tistry program.
 (c) North Carolina statewide pre-

ventive dental health program.
 (d) School Health Additional Refer-

ral Program (Sharp).
 (e) Askov dental demonstration pro-

gram.

Key
 1. (c)  2. (a)  3. (a)  4. (d)  5. (a)  6. (b)

 7. (a)  8. (b)  9. (b)  10. (a)  11. (c)  12. (d)

 13. (a)  14. (c)  15. (d)  16. (a)  17. (d)  18. (b)

 19. (b)  20. (c)  21. (a)  22. (a)  23. (b)  24. (b)

 25. (d)  26. (a)  27. (c)  28. (c)  29. (d)

Chapter 20.indd   121 04-12-2015   15:54:14



1. Who is considered the “Father of 
Health Statistics”?

 (a) John Graunt
 (b) John Snow
 (c) Henry Klein
 (d) Russell A.L.
2. A set of values recorded on one or 

more observational units is called as:
 (a) Variable
 (b) Constant
 (c) Data
 (d) Observation
3. The census is conducted once in:
 (a) 5 years
 (b) 10 years
 (c) 15 years
 (d) 20 years
4. Which of the following variable clas-

sifies into qualitative data?
 (a) Arch length
 (b) Arch width
 (c) Fluoride concentration in water 

supply
 (d) Malocclusion
5. Already recorded data being utilized 

for the study purpose is called:
 (a) Primary data
 (b) Secondary data

Biostatistics

21
C H A P T E R

 (c) Clinical data
 (d) Theoretical data
6. Which of the following cannot be 

done to obtain primary data?
 (a) Direct personal interview
 (b) Oral health examination
 (c) Questionnaire method
 (d) Records of OPD of dental clinics
7. People’s awareness and attitudes re-

garding oral health practices can be 
assessed by:

 (a) Personal interview
 (b) Examination
 (c) Questionnaire method
 (d) Records of OPD
8. Information which is divided into def-

inite qualitative basis is measured on 
which scale?

 (a) Nominal scale
 (b) Ordinal scale
 (c) Interval scale
 (d) Ratio scale
9. Which of the following divides a dis-

tribution into 100 equal parts?
 (a) Quantiles
 (b) Centiles
 (c) Quartiles
 (d) Deciles
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10. Ogive is a graph of which form of pre-
sentation?

 (a) Line chart
 (b) Cumulative frequency diagram
 (c) Histogram
 (d) Frequency polygon
11. A variable which can be controlled is:
 (a) Dependent
 (b) Independent
 (c) Ordinal
 (d) Nominal
12. The individual entities that form the 

focus of the study are called:
 (a) Sampling frame
 (b) Sampling units
 (c) Sampling structure
 (d) Sampling technique
13. Information collected from all the in-

dividuals in a population is termed:
 (a) Census
 (b) Sampling
 (c) Biostatistics
 (d) Epidemiology
14. Randomization procedure cannot be 

achieved through:
 (a) Lottery method
 (b) Table of random numbers
 (c) Computer generated random 

numbers
 (d) Housie method
15. Which of the following about strati-

fied random sampling is false?
 (a) It  ensures more representativeness
 (b) It provides greater accuracy
 (c) Can concentrate on wider geo-

graphical area
 (d) Can be used on heterogenous 

population
16. If all units in each of the selected 

groups is surveyed, then the sampling 
technique is called:

 (a) Systematic random sampling
 (b) Stratified random sampling
 (c) Cluster sampling
 (d) Multiphasic sampling
17. Identify the sampling error:
 (a) Small size of the sample
 (b) Errors in statistical analysis
 (c) Interviewer’s bias
 (d) Errors due to noncooperation of 

the informant
18. Which statement about a representa-

tive sample is not correct?
 (a) Its size should be more than 30
 (b) It should be randomly selected
 (c) Selection should be independent 

of the observations made
 (d) Sample statistics differ signifi-

cantly from population parameter
19. In a frequency distribution table, the 

data is split into convenient groups 
called:

 (a) Frequency table
 (b) Class intervals
 (c) Observation
 (d) Variable
20. The length of the bar in bar chart is 

proportional to the:
 (a) Magnitude of the variable
 (b) Prevalence of the data
 (c) Incidence of the data
 (d) Proportion of the data
21. Which diagram is obtained by join-

ing the mid points of the histogram 
blocks?

 (a) Frequency distribution table
 (b) Frequency polygon
 (c) Line diagram
 (d) Pie chart
22. Correlation between two variables is 

depicted by:
 (a) Bar diagram
 (b) Pie diagram
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 (c) Line diagram
 (d) Scatter diagram
23. Which diagram is used to depict the 

trend of events with the passage of 
time?

 (a) Pie chart
 (b) Pictogram
 (c) Histogram
 (d) Line diagram
24. Which measure of central tendency is 

described as the arithmetic average?
 (a) Mean
 (b) Median
 (c) Mode
 (d) Mean deviation
25. When all observations are arranged in 

either an ascending or desending or-
der, the middle observation is known 
as:

 (a) Mean
 (b) Median
 (c) Mode
 (d) Mean deviation
26. Which of the following about mode is 

true?
 (a) It is the average obtained by add-

ing all the observations and di-
viding by the total number

 (b) Is the middle value in an ascend-
ing order

 (c) Used in skewed distribution
 (d) Most frequently occurring obser-

vation in a data set
27. The most commonly occurring value 

in distribution of data is:
 (a) Mean
 (b) Median
 (c) Mode
 (d) Mean deviation
28. Which measure of central tendency is 

best for a skewed population?
 (a) Mean
 (b) Median

 (c) Mode
 (d) Arithmetic average
29. Which of these is a measure of varia-

tion?
 (a) Mean 
 (b) Median
 (c) Mode
 (d) Mean deviation
30. Which of the following is a measure of 

variability of samples and not of indi-
vidual observations?

 (a) Interquartile range
 (b) Coefficient of variation
 (c) Standard error of correlation co-

efficient
 (d) Standard deviation
31. The most frequently used measure of 

dispersion is:
 (a) Range
 (b) Mean deviation
 (c) Standard deviation
 (d) Quartile range
32. The number of independent numbers 

in a sample is called:
 (a) Range
 (b) Degree of freedom
 (c) Confidence limits
 (d) Standard deviation
33. Confidence limits is calculated by the 

equation:
 (a) Mean + Standard deviation
 (b) Mean + Standard error
 (c) Mean + Range
 (d) Mean + Variance
34. The other name for a normal distribu-

tion is:
 (a) Guassian distribution
 (b) Student distribution
 (c) Skewed distribution
 (d) Kurtosis
35. Which of the following statements 

about a normal distribution is not cor-
rect?

Chapter 21.indd   124 04-12-2015   15:54:40



Biostatistics 125

 (a) The area under the normal curve 
is one

 (b) It is bell shaped
 (c) The mean, median and mode are 

the same
 (d) It is asymmetrical
36. The limits on either side of the mean 

in a guassian distribution is:
 (a) Interval limits
 (b) Confidence limits
 (c) Positive limits
 (d) Negative limits
37. The value of mean in a normal distri-

bution is:
 (a) 0
 (b) 1
 (c) 2
 (d) 3
38. The area between two standard devia-

tions on either side of the mean in nor-
mal curve covers, approximately:

 (a) 68 percent of the values
 (b) 95 percent of the values
 (c) 99.7 percent of the values
 (d) 100 percent of the values
39. The test of significance used to test the 

significance of difference between two 
proportions is:

 (a) Chi-square test
 (b) Correlation
 (c) Regression
 (d) Null hypothesis
40. The test used to find out any signifi-

cant association between two vari-
ables is:

 (a) Coefficient of correlation
 (b) Strain test
 (c) Chi-square test
 (d) Regression coefficient
41. The difference between the smallest 

and largest results in a set of data is:

 (a) The range
 (b) Interquartile range
 (c) Mean deviation
 (d) Standard deviation
42. Which of the following characteristic 

about a normal curve is true?
 (a) It is bow shaped
 (b) It is asymmetrical in distribution
 (c) Mean, median and mode coincide
 (d) The tails touches the base line 

theoretically
43. The total area under a normal curve is:
 (a) 0.01
 (b) 0.1
 (c) 1.0
 (d) 10
44. Standard deviation is also called as:
 (a) Type I error
 (b) Type II error
 (c) Root mean square deviation
 (d) Standard error
45. Statistical tests used when data does 

not fit a normal distribution is:
 (a) Parametric tests
 (b) Non parametric tests
 (c) Probability tests
 (d) Non probability tests
46. Statistics used to measure association 

between two variables is:
 (a) Inferential statistics
 (b) Descriptive statistics
 (c) Intermittent statistics
 (d) Diffuse statistics
47. Unpaired t-test is also called as:
 (a) Pupil test
 (b) Student test
 (c) Teacher test
 (d) Assistant test
48. The range of values within which the 

mean probably falls are:
 (a) Limit of freedom
 (b) Standard error
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 (c) Standard deviation
 (d) Confidence interval
49. The correlation coefficient ranges 

from:
 (a) -1 to +1
 (b) 0 to +1
 (c) -1 to 0
 (d) -10 to +10
50. The strength of a relationship between 

two variables is assessed by:
 (a) Correlation
 (b) t-test
 (c) chi-square test
 (d) Z-test
51. The test applied to compare more than 

two means, to determine the probabil-
ity that the difference is not due to 
chance alone is:

 (a) Student t-test
 (b) Paired t-test
 (c) Z-test
 (d) ANOVA
52. Pick the appropriate relationship:
 (a) Mode = 3 Median – 2 Mean
 (b) Mode = Median – Mean
 (c) Mode = 2 Median – 3 Mean
 (d) Mode = Median = Mean
53. In a 4 × 4 table, the number of degree 

of freedom is:
 (a) 16
 (b) 8
 (c) 12
 (d) 9
54. What happens to the standard devia-

tion as the sample size increases?
 (a) Increases
 (b) Decreases
 (c) Remains the same
 (d) Magnifies two fold
55. Which of these is not characteristic to 

quota sampling?

 (a) It is used in market research
 (b) Is a type of probability sampling
 (c) Identifies people who meet pre-

determined criteria
 (d) Asks people to participate
56. Inter examiner and intra examiner 

variability can be kept to a minimum 
by:

 (a) Increasing sample size
 (b) Long scheduling
 (c) Training and calibrating examin-

ers
 (d) Educating sample population
57. Which of the following factor is deemed 

necessary by ethics committee?
 (a) Consent is involuntary
 (b) Consent given by incompetent 

people
 (c) Satisfactory scientific design
 (d) Withholding information from the 

subjects and incomprehensible
58. Which of the following is considered 

the gold standard of research?
 (a) Case control studies
 (b) Cohort studies
 (c) Descriptive studies
 (d) Randomized clinical trials
59. Which statistical test is conducted to 

find the variation in a population be-
fore and after treatment?

 (a) Paired t-test
 (b) Unpaired t-test
 (c) Chi-square test
 (d) Kruskal-wallis test
60. Rejecting the null hypothesis when it 

is actually true results in:
 (a) Type I error
 (b) Type II error
 (c) Type III error
 (d) Type IV error
61. Which study design is to be followed to 

check the efficacy of a new tooth paste?
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 (a) Descriptive
 (b) Cohort
 (c) Case control
 (d) Experimental
62. Which test is applied when different 

experimental groups differs in terms 
of one factor

 (a) Chi-square test
 (b) One way ANOVA
 (c) Two way ANOVA
 (d) Multifactorial ANOVA
63. Which test is used to compare propor-

tions in two or more different groups 
of individuals in a sample lesser than 
30 individuals?

 (a) Fisher’s test
 (b) Chi-square test
 (c) ANOVA
 (d) t-test
64. Standard error of mean depicts:
 (a) Deviation
 (b) Dispersion
 (c) Central tendency
 (d) Normal distribution
65. The median is also called:
 (a) 25th percentile
 (b) 50th percentile
 (c) 75th percentile
 (d) 100th percentile
66. Standard deviation expressed as a 

percentage of arithmetic mean is:
 (a) Interquartile range
 (b) Mean deviation
 (c) Variance
 (d) Coefficient of variation
67. Which of the statements is not true for 

standard deviation?
 (a) It is a measure of central tendency
 (b) Is the square root of variance
 (c) Describes the amount of spread 

in frequency distribution
 (d) Also known as root mean square

68. The Box and Whisker plot is used for 
depicting:

 (a) Range
 (b) Interquartile range
 (c) Standard deviation
 (d) Variance
69. Which of the following data is not 

qualitative?
 (a) Age
 (b) Weight
 (c) DMF score
 (d) Gender
70. The central limit theorem rescues 

which test from getting invalidated?
 (a) t-test
 (b) Chi-square test
 (c) Mann-Whitney U test
 (d) Kruskal-Wallis test
71. Corelation coefficient of +1 indicates:
 (a) Perfect negative linear relation-

ship
 (b) Perfect positive linear relationship
 (c) Variables are independent of 

each other
 (d) None of the above
72. Histogram is a:
 (a) Line diagram
 (b) Pie diagram
 (c) Frequency polygon
 (d) Bar diagram
73. The sample size of a population de-

pends on:
 (a) Incidence in population
 (b) Prevalence in population
 (c) Age parameter
 (d) Distribution of population
74. Specificity of test means:
 (a) False positives
 (b) False negative
 (c) True positive
 (d) True negative
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75. A non parametric test used to com-
pare the median of two independent 
sample is:

 (a) t-test
 (b) Mann-Whitney test
 (c) ANOVA
 (d) Z-test
76. The method of sampling employed 

for nations or country survey is:
 (a) Sequential
 (b) Multiphase
 (c) Multistage
 (d) Snow ball
77. Best method of study for a rare dis-

ease is:
 (a) Descriptive
 (b) Case control
 (c) Ecological
 (d) Cohort
78. If the cause is present, the disease will 

always occur, then it is:
 (a) Sufficient cause
 (b) Necessary cause
 (c) Association
 (d) Causation
79. Which sample is used to study trends 

in a population?
 (a) Systematic sampling
 (b) Panels
 (c) Area sampling
 (d) Cluster sampling
80. P value of 0.005 means:
 (a) Results obtained are true for 95% 

of population
 (b) Results obtained are true for 

99.5% of population
 (c) Test is invalid
 (d) Result is invalid
81. The estimated probability of rejecting 

the null hypothesis of a study ques-
tion when that hypothesis is true is 
the:

 (a) Sigma
 (b) Mean
 (c) P-value
 (d) Limit
82. Ratio expressed between the incidence 

of disease among exposed people and 
incidence of disease among non-ex-
posed is:

 (a) Odds ratio
 (b) Relative risk
 (c) Population attributable risk
 (d) Cumulative risk
83. The prevalence of a disease affects:
 (a) Sensitivity
 (b) Specificity
 (c) Predictive value
 (d) Validity
84. Which of these is a non probability 

sampling technique?
 (a) Cluster sampling
 (b) Area sampling
 (c) Quota sampling
 (d) Sequential sampling

Biostatistics
1. John Graunt is the “Father of Health 

Statistics”.
2. Statistics is the science of collecting, 

summarizing, presenting, analysing 
and interpreting the data.

3. Uses of statistics in dentistry are:
 (a) Helps to assess the oral health 

status.
 (b) Indicates basic factors underlying 

the oral health status.
 (c) To determine the success or failure 

of oral health care programmes.
4. Duties of statistician are:
 (a) Sample size consideration.
 (b) Presentation of questionnaires.
 (c) Laboratory experiments.
 (d) Displaying data.
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 (e) Choice of sensory statistics and 
statistical analysis.

5. Sources of statistical data:
 (a) Experiments.
 (b) Surveys.
 (c) Records.
6. Presentation of data—The statisti-

cal data which is collected must be 
arranged to show important points 
clearly and strikingly.

i. Data can be presented in various 
methods—tables, charts, diagrams, 
graphs, pictures and curves.

ii. Tables—the first step before the data 
is analysed or interpreted , it is pre-
sented as a table.

 (a) Tables are classified as simple or 
complex, depending on number 
of items represented.

 (b) A table should be numbered, 
title need to be brief and self- 
explanatory, headings should be 
clear and concise and foot notes 
may be given, if necessary.

Simple table – population of each class 
of BDS students

Class Strength
BDS 1st year 120

BDS 2nd year 100

BDS 3rd year 80

BDS 4th year 60 

 Frequency distribution table 
 The data is first split into convenient 

groups called the class interval and 
the number of items in each group 
they occur is frequency.

 Age group of OPD patients of April 2015

Age group Frequency
0 – 10 120

11 – 20 100
21 – 30 80
31 – 40 60 
41 – 50 80
> 50 120

 Charts and diagrams: Simple statisti-
cal data can be presented in the form 
of charts or diagrams.

 Charts are classified as:
 (a) Bar chart it represent the number 

sets by the length of the bar, the 
length of the bar is proportional 
to the magnitude of the data 
represented. They are further 
classified as:
• Simple bar chart—data is 

presented as vertical or 
horizontal bars, separated by 
appropriate spaces.

• Multiple bar chart—two 
or more bars are grouped 
together.

• Component bar chart—a 
bar is further divided into 
two or more parts, each part 
representing an item.

 (b) Histogram—it is a pictorial 
diagram of frequency 
distribution. It consists of series 
of blocks. The class intervals are 
given along the horizontal axis 
and the frequencies along the 
vertical axis.

  Frequency polygon—it is 
obtained by joining the mid-
points of the bars of the 
histogram.

 (c) Pie chart—here, instead of the 
length of the bar, areas of the 
segment of a circle is compared. 

 (d) Pictogram—small pictures or 
symbols are used to present 
the data. A popular method of 
presenting data to the layman.

7. Normal distribution—an important 
concept in statistical theory. 

• It is a smooth, symmetrical 
curve formed when the values 
in a data set are presented in 
a frequency distribution with 
narrow class intervals
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• The shape of the curve depends 
on the mean and standard 
deviation, and on the number 
and nature of observations

• The area under the normal 
curve is one

• The mean, median and mode 
coincide in the midline of the 
curve

• The area between one 
standard deviation on either 
side of the mean will include, 
approximately 68 percent of 
the values in the distribution

• The area between two 
standard deviations on either 
side of the mean will include, 
approximately 95 percent of 
the values in the distribution

• The area between three 
standard deviations on either 
side of the mean will include, 
approximately 99 percent of 
the values in the distribution

• These limits on either side of 
the mean are called confidence 
limits

• Skewness—the horizontal 
stretching of a frequency dis-
tribution to one side or the 
other

• Kurtosis—characterized by 
the vertical stretching of the 
frequency distribution

8. Measures of central tendency—it gives 
a mental picture of the central value.

 It is that value in the distribution, 
around which the other values are dis-
tributed.

 Three kinds of central tendency are 
commonly used: Mean, median and 
mode.

• Mean—is the sum of all obser-
vations upon the number of all 
observations. It is denoted by 
sign x

• Median—is the middle value 
of the observation in a data set, 
when the data is arranged in 
either ascending or descend-
ing order. If the data is of even 
numbers, then, the middle two 
values is averaged

• Mode—is the most commonly 
occurring value in a distribu-
tion of data

 It is easier to calculate the mean, but 
get influenced by abnormal values in 
the distribution. The mode is not in-
fluenced by extreme values, but the 
exact location is uncertain.

9. Measures of dispersion—these are to 
measure variations in a normal dis-
tribution. The most commonly em-
ployed are: range, mean deviation and 
standard deviation.

• Range: is the difference be-
tween highest and the lowest 
value

• Inter quartile range: is the in-
terval between the values of 
the upper quartile and lower 
quartile

• Mean deviation: is the aver-
age of the deviations from the 
arithmetic mean

• Variance: is the sum of the 
squared deviations from the 
mean, divided by the number 
of observations minus one

• Standard deviation: is the 
root mean square deviation. 
It is the most frequently used 
measure of dispersion

• Coefficient of variation: is the 
standard deviation compared, 
expressed as a percentage of 
arithmetic mean

10. Sample is the group of individuals 
selected from a population which is a 
representative of the population. 
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11. The individual entities that form the 
focus of the study are called sampling 
units.

12. The list of the sampling units is known 
as sampling frame.

13. Requisites for a reliable samples are:
 (a) Efficiency.
 (b) Representativeness.
 (c) Measurability.
 (d) Size.
 (e) Coverage.
 (f) Goal orientation.
 (g) Feasibility.
 (h) Economy and cost efficiency.
14. Sample selection can be done in two 

basic ways: probability and non-prob-
ability sampling technique.

15. Probability sampling technique—also 
called as random sampling technique. 
Each and every unit of the population 
has an equal chance of being selected 
for the study. Types of sampling tech-
niques are:

• Simple random sampling—
each unit is selected by chance 
alone

• Systematic random sampling—
the first unit is picked in 
random, then the sample is 
chosen systematically. Say the 
10th name in the list, 7th house 
in the area.

• Stratified random sampling—
strata is a group of people. 
All the sample units are 
selected from each strata and 
is employed if the population 
is not a homogenous group.

• Cluster random sampling—
cluster is again a group of 
people. In case of cluster 
sampling, sampling units are 
selected from the group

• Area sampling—areas are 
geographical clusters. It is a 

type of random sampling in 
which maps rather than lists 
are used

• Multiphasic sampling—in 
this method, part of the infor-
mation is collected from the 
whole complex and part from 
the sub sample

• Multistage sampling—when 
the study involves a large geo-
graphical area, like a nation 
wide study, sampling is done 
in stages, like states, then dis-
tricts, towns, blocks and fami-
lies

• Sequential sampling—a small 
sample is tested in order to an-
swer certain questions about 
the population. If the questions 
are not answered, the number 
of subjects or units in the sam-
ple is increased gradually until 
conclusions are drawn

16. Non probability sampling tech-
nique—the sample is selected with the 
aim of representing the population as 
a whole. Types of non—probability 
sampling techniques are:

• Convenience Sampling—sam-
ple is selected with the ease of 
access

• Judgemental sampling—the 
investigator assumes what he 
considers representative sam-
ple

• Quota sampling—combines 
both the convenience sam-
pling and judgemental sam-
pling

• Snow ball or network sam-
pling—a few units are identi-
fied and later additional units 
are incorporated with the help 
of them

17. Sample size determination—is done 
by two methods:
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 (a) Empirical method—estimates 
sample size based on previous 
observations.

 (b) Analytical method—
estimates sample size with the 
understanding of statistical 
concepts like sampling errors, 
power of test, hypothesis testing 
and significance levels.

18. Two types of errors arise in sampling 
investigation:

 (a) Sampling error—errors arising 
due to sampling process. This 
could be due to faulty sampling 
design or small size of the sample.

 (b) Non sampling error—arises due 
to:
• Coverage error—due to non 

response of the participant
• Observational error—due to 

interviewer’s bias or biased 
experimental techniques

• Processing error—due to 
errors in statistical analysis

19. Tests of significance are used for 
drawing conclusions to problems. The 
problems are:

 (a) Comparison of sample mean 
with population mean.

 (b) Comparison of two sample 
means.

 (c) Comparison of sample proportion 
with population proportion.

 (d) Comparison of sample 
proportions.

20. The steps in hypothesis testing are:
 (a) Finding out the type of problem 

and question to be answered.
 (b) Stating the null hypothesis.
 (c) Calculating the standard error of 

the statistics used.

 (d) Calculating the critical ratio by 
dividing the difference between 
the statistics upon standard error.

 (e) Comparing the observed value in 
the experiment with that of table 
value.

 (f) Matching inferences.
21. Most commonly, in health statistics, p 

values lesser than 0.05 are reported as 
statistically significant.

22. Differences between parametric and 
non parametric tests

Parametric tests Non parametric 
tests

Data is of interval scale or 
ratio scale

Data is of nominal or 
ordinal scale

Population from which 
the sample is drawn is 
normally distributed

The type of 
population distribution 
is unknown

Samples are normally 
distributed with equal 
variance

No assumption made 
regarding the type of 
distribution or sample 
variance

The samples are randomly 
selected

Samples are 
randomly selected

The dependent variable is 
continuous

The dependent 
variable is discrete

Samples should be 
relatively large

Smaller sample size

Examples:
t–test
Z-test
Pearson correlation 
coefficient
Analysis of Variance 
(ANOVA)
Analysis of Covariance 
(ANCOVA)

Examples:
Chi-square test
Mann-Whitney U test
Kruskal-Wallis test
Wilcoxon Matched 
Pair Sign Rank test
Spearman ratio
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Key
 1. (a) 	 2.	 (c)  3. (b)  4. (d)  5. (b)  6. (d)

	 7.	 (c)  8. (a)  9. (b)  10. (b)  11. (b)  12. (b)

 13. (a)  14. (d)  15. (d) 	 16.	 (c)  17. (a)  18. (d)

 19. (b)  20. (a)  21. (b)  22. (d)  23. (d)  24. (a)

 25. (b)  26. (d) 	 27.	 (c)  28. (b)  29. (d) 	 30.	 (c)

	 31.	 (c)  32. (b)  33. (b)  34. (a)  35. (d)  36. (b)

 37. (a)  38. (b)  39. (a)  40. (a)  41. (a) 	 42.	 (c)

	 43.	 (c) 	 44.	 (c)  45. (b)  46. (a)  47. (b)  48. (d)

 49. (a)  50. (a)  51. (d)  52. (a)  53. (d)  54. (b)

 55. (b) 	 56.	 (c) 	 57.	 (c)  58. (d)  59. (a)  60. (a)

 61. (d)  62. (b)  63. (a)  64. (a)  65. (b)  66. (d)

 67. (a)  68. (b)  69. (d)  70. (a)  71. (b)  72. (d)

 73. (a)  74. (d)  75. (b) 	 76.	 (c)  77. (b)  78. (a)

 79. (b)  80. (b) 	 81.	 (c)  82. (b) 	 83.	 (c) 	 84.	 (c)
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1.	 The	relative	atomic	weight	of	fluorine	
is:

 (a) 8
 (b) 9
 (c) 18
 (d) 19
2.	 At	room	temperature,	fluorine	is:
 (a) Gas
	 (b)	 Liquid
 (c) Solid
	 (d)	 Vapour
3.	 Who	 isolated	 fluorine	 for	 the	 first	

time?
	 (a)	 Mellanby
	 (b)	 Moissoin
	 (c)	 Churchill
	 (d)	 Mckay
4.	 The	 mineral	 containing	 fluoride	

widely	used	in	aluminium	industry:
	 (a)	 Fluorspar
	 (b)	 Fluorapatitie
	 (c)	 Cryolite
	 (d)	 Hydroxyapatite
5.	 Fluoride	 enters	 the	 geological	 cycle	

from:
 (a) Sea water
 (b) Soil
	 (c)	 Volcanic	eruption
 (d) Air

Fluorides in Dentistry

22
C H A P T E R

6.	 Fluoride	concentration	in	human	milk	
is at

 (a) 0 – 5 mg/L
 (b) 5 – 10 mg/L
 (c) 10 – 15 mg/L
 (d) 15 – 20 mg/L
7.	 The	major	route	of	fluoride	absorption	

is	through:
	 (a)	 Bone
	 (b)	 Kidney
 (c) Liver
 (d) GI tract
8.	 Fluoride	concentration	in	human	milk	

is:
 (a) 0 – 5 mg/L
 (b) 5 – 10 mg/L
 (c) 10 – 15 mg/L
 (d) 15 – 20 mg/L
9.	 In	 which	 form	 is	 fluoride	 present	 in	

total plasma?
	 (a)	 Ionic	form
	 (b)	 Non	ionic	form
	 (c)	 Both	ionic	and	non	ionic	forms
	 (d)	 Fluoride	compounds
10.	 The	fluoride	concentration	of	dentine	

is	higher	than	enamel	by:
 (a) 2 times
 (b) 3 times
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 (c) 4 times
 (d) 5 times
11.	 Which	of	 the	 following	 statements	 is	

true?
	 (a)	 The	 concentration	 of	 fluoride	

is	 lesser	 in	 deciduous	 teeth	 as	
compared	to	permanent	teeth

	 (b)	 The	 concentration	 of	 fluoride	
is	 higher	 in	 deciduous	 teeth	 as	
compared	to	permanent	teeth

	 (c)	 There	is	no	difference	in	fluoride	
concentration

	 (d)	 Deciduous	teeth	does	not	absorb	
fluoride	at	all

12.	 The	 term	 “mottled	 enamel”	 for	
fluorosis	was	coined	by:

	 (a)	 Dr.	McKay
 (b) Dr. G.V. Black
 (c) Dr. J.M. Eager
	 (d)	 Dr.	Trendley	H.	Dean
13.	 The	 first	 systematic	 endeavour	 to	

investigate	mottled	enamel	was	by:
	 (a)	 Northwestern	 University	 Dental	

School
	 (b)	 Colorado	Springs	Dental	Society
	 (c)	 El	 Paso	 Country	 Odontological	

Society	
	 (d)	 Boulder	Dental	Association
14.	 Dr.	 G.V.Black’s	 paper	 entitled	 An	

endemic	 imperfection	 of	 the	 enamel	
of	the	teeth	heretofore	unknown	in	the	
literature	of	dentistry	was	referring	to

	 (a)	 Dental	fluorosis
	 (b)	 Dental	caries
	 (c)	 Oral	malodour
	 (d)	 Amelogenesis	imperfecta
15.	 Dental	fluorosis	was	termed	“denti	di	

chiaie”	by:
 (a) Dr. J.M. Eager
 (b) Dr. G.V. Black
	 (c)	 Dr.	McKay
	 (d)	 Dr.	Trendley.	H.	Dean

16.	 The	element	fluoride	was	identified	as	
the	mysterious	 factor	 responsible	 for	
mottled	enamel	in:

 (a) 1901
 (b) 1911
 (c) 1921
 (d) 1931
17.	 Who	 identified	 the	 presence	 of	 an	

unknown	 element	 in	 water	 supply	
to	be	 the	definite	causative	 factor	 for	
enamel	mottling:

	 (a)	 McKay
 (b) Eager
	 (c)	 Churchill	
	 (d)	 Dean
18.	 22	 cities	 study	 conducted	 by	 Dr.	

Trendley.	H.	Dean	determined:
	 (a)	 The	 causative	 factor	 of	 mottled	

enamel
	 (b)	 Extent	 and	 severity	 of	 mottled	

enamel
	 (c)	 Treatment	for	mottled	enamel
	 (d)	 Effects	of	mottled	enamel
19.	 The	 inverse	 relationship	 of	 dental	

caries	and	mottled	enamel	was	given	
by:

	 (a)	 McKay
	 (b)	 Churchill
	 (c)	 Trendley	H.	Dean
 (d) G.V. Black
20.	 The	 mottling	 index—a	 standard	

system	 for	 classification	 of	 dental	
fluorosis	was	developed	by:

	 (a)	 McKay
	 (b)	 Churchill
	 (c)	 Trendley	H	Dean
 (d) G.V. Black
21.	 The	world’s	first	artificial	fluoridation	

plant	was	set	up	in:
	 (a)	 Grand	Rapids
	 (b)	 Michigan
	 (c)	 Okaiho
 (d) Teil
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22.	 Which	 water	 fluoridation	 study	
emphasized	the	action	of	fluorides	on	
smooth	surface	areas?

	 (a)	 Granderapids	Muskegon
	 (b)	 Newburgh	Kingston
	 (c)	 Tiel	Coleumberg
	 (d)	 Canadian	study
23.	 Dean	in	1960	proposed	that	fluoridat-

ing	water	supplies	by	1	ppm	of	fluo-
ride	reduces	dental	caries	by:

 (a) 20%
 (b) 40%
 (c) 60%
 (d) 80%
24.	 In	 the	 canadian	 study	 of	 artificial	

water	fluoridation,	the	natural	control	
town	was:

	 (a)	 Brantford
	 (b)	 Sarnia
 (c) Stratford
	 (d)	 Oak	Park
25.	 The	 resolution	 of	 fluoridation	 of	

communal	 water	 supplies,	 where	
feasible	 should	be	 the	 cornerstone	of	
any	 national	 programme	 of	 dental	
caries	prevention	was	reaffirmed	in:

 (a) 1969
 (b) 1975
 (c) 1986
 (d) 1997
26.	 Mean	plasma	fluoride	reaches	its	peak	

concentration	after:
	 (a)	 15	minutes
	 (b)	 30	minutes
	 (c)	 45	minutes
	 (d)	 60	minutes
27.	 Plasma	 fluoride	 level	 peaks	 in	 after	

fluoride	dentifrice	ingestion	during:
	 (a)	 Fasting
	 (b)	 Immediately	after	having	a	meal
	 (c)	 30	minutes	after	having	a	meal
	 (d)	 60	minutes	after	having	a	meal

28.	 The	affinity	of	fluorides	to	mineralized	
tissue	is	due	to:

	 (a)	 Proton	inhibiting	exchange	process
	 (b)	 Isoionic	 and	 heteroionic	 ex-

change	process
	 (c)	 Cationic	exchange	process
	 (d)	 Anionic	exchange	process
29.	 99%	of	all	fluoride	in	the	human	body	

is	present	in:
	 (a)	 Mineralized	tissue
	 (b)	 Muscles
	 (c)	 Organs
 (d) Blood
30.	 The	fluoride	content	is	highest	among	

which of these?
	 (a)	 Salmon	fish
	 (b)	 Sardine	fish
	 (c)	 Rock	salt
 (d) Dried tea leaves
31.	 The	most	reliable	method	for	fluoride	

analysis	in	food	is:
	 (a)	 Microdiffusion	technique	
	 (b)	 Spectrographic	analysis
	 (c)	 Spectrometric	analysis
	 (d)	 Photometric	analysis
32.	 Fluoride	 retention	 at	 the	 soft	 tissue	

occurs	at:
	 (a)	 Surface	of	tissue
	 (b)	 Connective	tissue
	 (c)	 Mucous	epithelium
 (d) All the above
33.	 The	 solubility	 product	 constant	 of	

calcium	fluoride	isL
 (a) 0.95 × 1011 at 26°C
 (b) 1.95 × 1011 at 26°C
 (c) 2.95 × 1011 at 26°C
 (d) 3.95 × 1011 at 26°C
34.	 The	 mechanism	 and	 rate	 of	 gastric	

absorption	of	fluoride	is	related	to:
	 (a)	 Gastric	acidity
	 (b)	 Water	content
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	 (c)	 Time	of	the	day
	 (d)	 Toothpaste	containing	fluoride
35.	 Small	 concentrations	of	fluorides	 can	

be	 effectively	 measured	 by	 which	
method:

 (a) Acid HMDS
	 (b)	 Fluoride	electrode	method
 (c) Spectrophotometric method
	 (d)	 Photoelectric	analysis
36.	 Which	 tissue	has	 the	highest	concen-

tration	of	plasma	fluoride	level:
 (a) Liver
	 (b)	 Lung
	 (c)	 Kidney
 (d) Heart
37. The process where most of the 

fluoride	 is	 buried	within	 the	mineral	
crystallites	during	the	period	of	crystal	
growth is called:

	 (a)	 Accredition
	 (b)	 Accretion
	 (c)	 Secretion
	 (d)	 Diffusion
38.	 A	 highly	 fluoridated	 bone	 and	 tooth	

mineral	shows	a:
	 (a)	 Decrease	in	carbonate	content
	 (b)	 Increased	citrate	concentration
	 (c)	 Decreased	magnesium	content
	 (d)	 Both	b	and	c
39.	 Which	 of	 the	 following	 sentences	

about	 renal	 clearance	 of	 fluorides	 is	
false?

	 (a)	 Excreted	by	simple	passive	diffu-
sion

	 (b)	 Higher	 elimination	 rate	 with	
high	urinary	flow

	 (c)	 Rapid	 clearance	 under	 alkaline	
pH

	 (d)	 Limited	ability	of	renal	tubules	to	
reabsorb 

40.	 The	renal	clearance	of	fluoride	 in	the	
adult	ranges	from:

	 (a)	 10	to	30	mL/minute
	 (b)	 30	to	60	mL/minute

	 (c)	 60	to	90	mL/minute
	 (d)	 90	to	120	mL/minute
41.	 The	degree	of	reabsorption	of	fluoride	

depends	largely	on:
	 (a)	 pH	of	 tubular	 fluid	 and	urinary	

flow
	 (b)	 Weight	of	the	individual
	 (c)	 Inorganic	contents	of	GFR
	 (d)	 Organic	contents	of	GFR
42.	 The	 process	 by	 which	 fluoride	

accumulates	 on	 the	 enamel	 surface	
after	eruption	is	by:

	 (a)	 Dissolution
	 (b)	 Remineralization
	 (c)	 Dissolution	and	remineralization
	 (d)	 Crystallization
43.	 Which	 of	 the	 following	 does	 not	

contain	fluoride?
	 (a)	 Zinc	oxide	eugenol	paste
	 (b)	 Zinc	phosphate	paste
	 (c)	 Impression	material
	 (d)	 Glass	Ionomer	cement
44.	 Fluoride	 in	 the	 restorative	 material	

acts	against:
	 (a)	 Primary	caries
 (b) Active caries
	 (c)	 Secondary	caries
	 (d)	 Multiple	caries
45.	 Fluoride	 in	 the	 silicate	 restoration	

exhibits	cariostatic	function	by:
	 (a)	 Remineralization
	 (b)	 Altered	morphology	of	tooth
	 (c)	 Increase	in	crystal	size
	 (d)	 Increased	solubility
46.	 What	 is	 the	 amount	 of	 fluoride	

released	from	GIC	cement?
 (a) 5%
 (b) 10%
 (c) 15%
 (d) 20%
47.	 Which	 of	 the	 following	 can	 be	

considered	as	a	“fluoride	reservoir”?
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	 (a)	 Fluoridated	water
	 (b)	 Fluoridated	paste
	 (c)	 Fluoridated	salt
	 (d)	 Fluoride	containing	filling	mate-

rial
48.	 Fluoride	is	released	from	which	of	the	

following	restorative	materials?
	 (a)	 Glass	ionomer	cement
	 (b)	 Miracle	mix
	 (c)	 Zinc	phosphate
 (d) Amalgam
49.	 The	fluoride	concentration	in	2%	NaF	

solution:
 (a) 7100
 (b) 8100
 (c) 9100
 (d) 1100
50.	 The	 fluoride	 concentration	 in	 10%	

stannous	fluoride	is:
 (a) 14250 ppm
 (b) 24250 ppm
 (c) 34250 ppm 
 (d) 44250 ppm
51.	 Solutions	 which	 are	 highly	 viscous	

when	 stored	but	become	fluid	under	
conditions	of	high	stress	are	called:

	 (a)	 Disclosing	solution
	 (b)	 Thixotropic	solution
	 (c)	 Anticaries	solution
	 (d)	 Antimicrobial	solution
52.	 Anti	 cariogenic	 effect	 of	 fluoride	 is	

rendered	by:
	 (a)	 Decreased	 rate	 of	 posteruptive	

maturation
	 (b)	 Demineralization
 (c)	 Causing	pits	on	surfaces
	 (d)	 Interference	with	micro-organisms
53.	 Fluoride	 has	 an	 increased	 rate	 of	

absorption	in:
	 (a)	 Occlusal	surfaces
	 (b)	 Deciduous	teeth

	 (c)	 Hypomineralized	areas
	 (d)	 Hypermineralized	areas
54.	 Plasma	 fluoride	 concentration	 is	

lowest	in	which	tissue?
	 (a)	 Brain
	 (b)	 Lungs
 (c) Heart
	 (d)	 Kidney
55.	 Fluorides	 leave	 the	 human	 body	

majorly	through	which	route?
	 (a)	 Urine
 (b) Faeces
 (c) Sweat
 (d) Saliva
56.	 The	concentration	of	fluoride	in	sweat	

as compared to plasma is:
	 (a)	 One	fifth
	 (b)	 One	fourth
	 (c)	 One	third	
 (d) Half
57.	 Maximum	loss	of	fluoride	from	tooth	

structure	is	due	to:
	 (a)	 Dental	caries
	 (b)	 Periodontal	disease
	 (c)	 Dental	trauma
 (d) Tooth wear
58.	 Which	of	these	replaces	the	inorganic	

component	of	the	tooth	in	the	presence	
of	fluoride:

	 (a)	 Sodium
	 (b)	 Potassium
	 (c)	 Carbonate
	 (d)	 Magnesium
59.	 Fluoride	 concentration	 is	 higher	 in	

young	teeth	in	which	region?
	 (a)	 Outer	enamel
	 (b)	 Inner	enamel
	 (c)	 Dentino-enamel	junction
	 (d)	 Dentine
60.	 Fluoride	 concentration	 is	 higher	 in	

adult	teeth	in	which	region?

Chapter 22.indd   138 04-12-2015   15:55:07



Fluorides in Dentistry 139

	 (a)	 Enamel
	 (b)	 Dentine
	 (c)	 Dentino-enamel	junction
	 (d)	 Dentino-pulpal	junction
61.	 Fluoride	 concentration	 attains	 its	

maximum	 in	 the	 primary	 dentition	
at	the	time	of	root	formation	in	which	
region?

	 (a)	 Enamel
	 (b)	 Dentine
	 (c)	 Pulp
	 (d)	 Cementum
62.	 In	 which	 region	 of	 cementum	 is	

fluoride	present	in	maximum	amount?
 (a) Apical third
 (b) Middle third
 (c) Cervical third
	 (d)	 Cement-enamel	junction
63.	 Which	 of	 these	 is	 an	 indication	 for	

fluoride	mouth	rinses?
 (a) No risk of caries
 (b) Low risk of caries
 (c) High risk of caries
	 (d)	 High	risk	of	periodontal	disease
64.	 Which	 fluoride	 toothpaste	 has	

maximum	fluoride	content?
	 (a)	 Sodium	fluoride	toothpaste
	 (b)	 Stannous	fluoride	toothpaste
	 (c)	 Amine	fluoride	toothpaste
	 (d)	 Alumina	 hexa	 fluoro	 zirconium	

toothpaste
65. Which of these is the best method 

for	 topical	 fluoridation	 in	 school	
children?

	 (a)	 Fluoride	solutions
	 (b)	 Fluoride	toothpaste
	 (c)	 Salt	fluoridation
	 (d)	 Milk	fluoridation
66.	 Which	is	the	method	of	choice,	if	water	

fluoridation	is	not	feasible?
	 (a)	 Milk	fluoridation
	 (b)	 Salt	fluoridation

	 (c)	 Fluoride	toothpaste
	 (d)	 Fluoride	solutions
67.	 Fluoride	 toothpaste	 is	 recommended	

at	night	time	because	it:
	 (a)	 Prevents	 food	 debris	

accumulation
	 (b)	 Is	a	fluoride	reservoir
	 (c)	 Prevents	malodour
	 (d)	 Prevents	teeth	staining
68.	 The	fluoride	content	of	dental	plaque	

in	low	fluoride	area	is:
 (a) 0 – 1 mg F/kg
 (b) 2 – 3 mg F/kg
 (c) 3 – 8 mg F/kg
 (d) 8 – 10 mg F/kg
69.	 The	 concentration	 of	 fluoride	 in	

plaque	fluid	is:
 (a) 0.04 – 0.1 ppm
 (b) 0.08 – 0.15 ppm
 (c) 0.1 – 0.2 ppm
 (d) 0.2 – 0.4 ppm
70.	 The	fluoride	level	in	tea	leaves	is:
 (a) 46 ppm
 (b) 98 pmm
 (c) 128 ppm
 (d) 146 ppm
71.	 The	 maximum	 plasma	 concentration	

of	 fluoride	 after	 fluoride	 ingestion	
reaches	upto:

 (a) 0.10 ppm
 (b) 0.20 ppm
 (c) 0.30 ppm
 (d) 0.40 ppm
72.	 What	is	the	level	of	fluoride	necessary	

to	cause	skeletal	fluorosis?
 (a) 2 ppm
 (b) 4 ppm
 (c) 6 ppm
 (d) 8 ppm
73.	 What	 is	 the	 percentage	 reduction	 of	

dental	caries	in	milk	fluoridation?
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 (a) 25%
 (b) 35%
 (c) 45%
 (d) 55%
74.	 2%	 sodium	 fluoride	 application	

(Knutson’s	method)	for	3	years	inhibits	
caries	by	about:

 (a) 25%
 (b) 35%
 (c) 45%
 (d) 55%
75.	 Sodium	fluoride	application	increases	

serum:
	 (a)	 Calcium	level
 (b) Cholesterol level
	 (c)	 Alkaline	phophatase	level
	 (d)	 Glucose	level
76.	 Sodium	fluoride	 can	act	on	which	of	

the	following	glands?
	 (a)	 Thyroid	gland
	 (b)	 Parathryroid	gland
	 (c)	 Pituitary	gland
	 (d)	 Adrenaline	gland
77.	 The	 level	 of	 fluoride	 secreted	 by	

salivary	glands	is	in	the	range	of:
 (a) 0.0 – 0.05 ppm
 (b) 0.007 – 0.05 ppm
 (c) 0.5 – 1 ppm
 (d) 1 – 2 ppm
78.	 The	major	source	of	fluoride	in	dental	

plaque	is:
	 (a)	 Calcium	fluoride
	 (b)	 Stannous	fluoride
	 (c)	 Silica	fluoride
	 (d)	 Sodium	fluoride
79.	 The	optimal	level	of	fluoride	in	water	

for	anticariogenicity	is	approximately:
 (a) 0.0 – 0.2 ppm
 (b) 0.2 – 0.4 ppm
 (c) 0.7 – 1.2 ppm
 (d) 2 – 4 ppm

80.	 Fluoride	 acts	 on	 which	 enzyme	 to	
render	anticaries	effect:

	 (a)	 Enolase
	 (b)	 Phosphoenol	pyruvase
 (c) ATPase
	 (d)	 Amylase
81.	 The	 “Void	 theory”	 explains	 which	

anticaries	effect	of	fluoride?
	 (a)	 Decreased	solubility
	 (b)	 Improved	crystallinity
	 (c)	 Changes	in	oral	bacteria
	 (d)	 Improved	morphology	of	tooth
82.	 Fluoride	remains	on	the	tooth	surface	

after	Duraphat	application	for	upto:
	 (a)	 6	hours
	 (b)	 12	hours
	 (c)	 18	hours
	 (d)	 24	hours
83.	 Pick	 the	 crystal	 with	 stronger	

resistance	to	acid	attack:
	 (a)	 Hydroxyaptite
	 (b)	 Fluorapatite
	 (c)	 Carboxyapatite
	 (d)	 Carbogenated	apatite
84.	 The	fluoride	content	in	dental	plaque	

is:
 (a) 15 – 64 ppm
 (b) 62 – 128 ppm
 (c) 132 – 220 ppm
 (d) 224 – 320 ppm
85.	 A	major	 source	 of	 fluoride	 in	 dental	

plaque	is:
 (a) MgF
 (b) CaF
 (c) NaF
	 (d)	 SnF
86.	 Professionally	 applied	 fluorides	 use	

fluorides	equivalent	to:
 (a) 0.2 – 1.0 mg F/mL
 (b) 2.0 – 3.9 mg F/mL
 (c) 5 – 19 mg F/mL
 (d) 32 – 64 mg F/mL
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87.	 Identify	 the	 fluoride	 agent	 which	
is	 professionally	 tested,	 but	 not	
marketed:

	 (a)	 Sodium	fluoride
	 (b)	 Stannous	fluoride
	 (c)	 Acidulated	phosphate	fluoride
	 (d)	 Sodium	mono	fluorophosphates
88.	 The	 first	 person	 to	 demonstrate	

reduced	 caries	 prevalence	 with	
repeated	 application	 of	 sodium	
fluoride	was:

	 (a)	 Mckay
	 (b)	 Bibby
	 (c)	 Bowen
	 (d)	 Petersen
89.	 Professionally	 applied	 fluoride	

products	 involve	 the	 use	 of	 fluoride	
concentration	in	the	range	of:

 (a) 2 – 5 mg F/mL
 (b) 4 – 6 mg F/mL
 (c) 5 – 19 mg F/mL
 (d) 30 – 50 mg F/mL
90.	 Predictions	 for	 future	 caries	 activity	

does	not	include:
	 (a)	 Past	caries	experience
 (b) Microbiological factors
 (c) Age
 (d) Weight
91.	 	The	best	time	to	apply	topical	fluoride	

is	immediately	after	eruption	because:
	 (a)	 Immature	 and	 porous	 enamel	

acquires	fluoride	rapidly
	 (b)	 Enamel	is	more	mineralized
	 (c)	 Cooperation	from	patient	is	more
	 (d)	 More	vulnerable	for	dental	caries
92.	 Professional	 application	 of	 sodium	

fluoride	solution	is	called:
	 (a)	 Muhler’s	technique
	 (b)	 Knutson’s	technique
	 (c)	 Mercer	technique
	 (d)	 Dubbing	technique

93.	 Which	 of	 the	 following	 about	 foam	
based	APF	agent	is	true?

	 (a)	 Causes	fluoride	overdose	risk
	 (b)	 Higher	 amount	 of	 agent	 is	 re-

quired	when	compared	to	gel
	 (c)	 Surfactant	lowers	surface	tension	

and	hence	facilitates	the	penetra-
tion	of	the	material

	 (d)	 Not	 advised	 for	 young	 children	
and	disabled	people

94.	 The	 intermediate	 compound	 formed	
with APF gel is:

	 (a)	 Sodium	fluoride
	 (b)	 Dicalicum	phosphate	dihydrate
	 (c)	 Sodium	dehydrate
	 (d)	 Carboxy	apatite
95.	 Which	 ion	 interfere	with	 ion	 specific	

fluoride	electrode	analysis?
	 (a)	 Iron
	 (b)	 Titanium
	 (c)	 Aluminium
	 (d)	 Tin
96.	 The	 aqueous	 solution	 of	 topical	

fluoride	is	continuously	reapplied	for:
	 (a)	 1	minute
	 (b)	 2	minutes
	 (c)	 3	minutes
	 (d)	 4	minutes
97.	 The	 amount	 of	 fluoride	 present	 in	

Durpahat	varnish	is:
 (a) 600 ppm
 (b) 2600 ppm
 (c) 11600 ppm
 (d) 22600 ppm
98.	 The	 composition	 of	 fluorprotector	

varnish	is:
	 (a)	 2.26%	sodium	fluoride	in	organic	

lacquer
	 (b)	 0.7%	 silane	 fluoride	 in	 polyure-

thane	based	lacquer
	 (c)	 1.23%	acidulated	phosphate	fluo-

ride
	 (d)	 0.4%	 stannous	 fluoride	 in	 aque-

ous	base
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99.	 The	 most	 widely	 recommended	
application	time	of	fluoride	varnishes	is:

	 (a)	 once	in	a	fortnight
	 (b)	 once	in	a	month
	 (c)	 once	in	six	months
	 (d)	 once	in	a	lifetime
100.	The	total	number	of	visits	in	treatment	

with	sodium	fluoride	solution	is:
 (a) 8 times
 (b) 16 times
 (c) 32 times
 (d) 64 times
101.	The	 amount	 of	 fluoride	 varnish	

required	to	cover	the	full	dentition	is:
 (a) .03 – .05 mL
 (b) .3 – .5 mL
 (c) 3 – 5 mL
 (d) 30 – 50 mL
102.	Pretreatment	 of	 enamel	 to	 enhance	

uptake	 and	 retention	 of	 fluoride	 is	
done	with:

	 (a)	 0.05	M	sulphuric	acid
 (b) 0.05 M acetic acid
 (c) 0.05 M phosphoric acid
	 (d)	 0.05	M	hydrochloric	acid
103.	Fluorapatite	 renders	 its	 stable	 action	

at which stage?
	 (a)	 Accretion	stage
	 (b)	 Absorption	stage
	 (c)	 Exchange	stage
	 (d)	 Demineralization	stage
104.	What	is	the	amount	of	sodium	fluoride	

added to 1 liter of distilled water to 
render	it	as	2%	solution?

 (a) 10 g
 (b) 20 g
 (c) 30 g
 (d) 40 g
105.	What	 is	 the	 amount	 of	 stannous	

fluoride	 added	 to	 10	 mL	 of	 distilled	
water	to	render	it	as	8%	solution?

 (a) 0.8 g
 (b) 8 g

 (c) 80 g
 (d) 800 g
106.	The	four	visit	procedure	for	Knutson’s	

technique	is	recommended	at	the	age	of:
	 (a)	 1,	3,	5	and	7	years
	 (b)	 3,	7,	11	and	13	years
	 (c)	 7,	14,	21	and	28	years
	 (d)	 6,	9,	12	and	15	years
107.	The	compound	causing	pigmentation	

after	stannous	fluoride	application	is:
	 (a)	 Stannous	trifluorophosphates
	 (b)	 Tin	hydroxyl	phosphate
	 (c)	 Calcium	fluoride
	 (d)	 Calcium	trifluorostannate
108.	Brudevold	solution	is	the	other	name	

for:
	 (a)	 Sodium	fluoride	solution
	 (b)	 Stannous	fluoride	solution
	 (c)	 Acidulated	 phosphate	 fluoride	

solution
	 (d)	 Silica	fluoride	solutions
109.	APF	 solutions	 cannot	 be	 stored	 in	

glass	containers	as	it	may:
	 (a)	 Remove	mineral	 (etch)	 from	 the	

glass
	 (b)	 Cause	an	unpleasant	odor
	 (c)	 Reduce	the	efficacy
	 (d)	 Become	acidic	in	taste
110.	Fluoride	rendered	by	APF	solution	is:
 (a) 9200 ppm
 (b) 19500 ppm
 (c) 12300 ppm
 (d) 28600 ppm
111.	1.23%	APF	can	reduce	dental	caries	by	

about:
 (a) 22%
 (b) 44%
 (c) 66%
 (d) 88%
112.	What	is	the	amount	of	fluoride	present	

in	Duraphat?
 (a) 11.3%
 (b) 22.6%
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 (c) 33.9%
 (d) 44.0%
113.	0.3	–	0.5	mL	of	varnish	is	equivalent	to:	
 (a) 1 – 4.9% mg F
 (b) 6.9 – 11.5%mg F
 (c) 8.9 – 15% mg F
 (d) 9.0 – 16.1 % mg F
114.	Plasma	 level	 after	 the	 application	 of	

fluoroprotector	is:
 (a) 0.35 microgram/mL
 (b) 0.70 microgram/mL
 (c) 0.140 microgram/mL
 (d) 1.4 microgram/mL
115.	Amine	 fluorides	 does	 not	 fit	 into	

which of these characteristics?
	 (a)	 Is	surface	active
	 (b)	 Has	antibacterial	effects
	 (c)	 Longer	 retention	 of	 fluoride	 in	

the tooth
	 (d)	 Is	 used	 in	 water	 fluoridation	

programs
116.	Formation	 of	 large	 quantities	 of	

calcium	 fluoride	 with	 a	 drastic	
reduction	 in	 rate	 and	 phenomenon	
after	 sodium	 fluoride	 application	 is	
called:

	 (a)	 Choking	off	effect
	 (b)	 Pin	cushion	effect	
	 (c)	 Corn	cob	effect
	 (d)	 Antiplaque	effect
117.	The	 intermediate	 product	 after	

Acidulated	 Phosphate	 Fluoride	 is	
applied	on	the	teeth	is:

	 (a)	 Dicalcium	phosphate	dehydrate
	 (b)	 Calcium	fluoride
	 (c)	 Carbonated	hydroxyapatite
	 (d)	 Fluorapatite
118.	Which	 factor	 does	 not	 influence	

topical	fluoride	application?
	 (a)	 Concentration	of	fluoride
	 (b)	 pH	of	the	solution
	 (c)	 Weight	of	the	patient
	 (d)	 Length	of	the	exposure

119.	The	 first	 fluoride	 dentifrice	 accepted	
by	 the	 American	 Dental	 Association	
was	in:

 (a) 1944
 (b) 1954
 (c) 1964
 (d) 1974
120.	What	 should	 a	 more	 clinically	

effective	fluoride	dentifrice	contain	as	
an	abrasive?

	 (a)	 Calcium	phosphate
	 (b)	 Dicalcium	phosphate
	 (c)	 Calcium	pyrophosphate
	 (d)	 Silicon	dioxide
121.	The	concentration	of	sodium	fluoride	

mouthrinses	for	daily	use	is:
 (a) 0.2%
 (b) 0.12%
 (c) 0.5%
 (d) 0.05%
122.	For	 maximum	 clinical	 benefit	 of	

fluoride	dentifrice,	what	step	has	to	be	
followed:

	 (a)	 Little	post	dentifrice	clinical	rinsing
	 (b)	 Wetting	of	the	toothbrush
	 (c)	 Use	a	glass	of	water	to	rinse
	 (d)	 Place	open	mouth	under	running	

tap water
123.	 Identify	 the	 contraindication	 for	

fluoride	mouth	rinses:
	 (a)	 Patients	 with	 orthodontic	 appli-

ances
	 (b)	 Patients	having	erosions	and	root	

caries
	 (c)	 Patients	having	hypersensitivity
	 (d)	 Children	under	six	years	of	age
124.	Dietary	 fluoride	 supplements	 are	

contraindicated	 if	 water	 level	 of	
fluoride	is:

 (a) 0.01 ppm
 (b) 0.1 ppm
 (c) 0.2 ppm
	 (d)	 0.3	ppm	and	more
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125.	The	Certainly	Lethal	Dose	of	Fluoride	
is:

	 (a)	 8	 –	 16	mg	 of	 fluoride	 per	 kg	 of	
body	weight

	 (b)	 16	–	32	mg	of	fluoride	per	kg	of	
body	weight

	 (c)	 32	–	64	mg	of	fluoride	per	kg	of	
body	weight

	 (d)	 64	 –	 128	 mg	 of	 fluoride	 per	 kg	
body	weight

126.	Osteofluorosis	 starts	 to	 occur	 from	
which	region?

	 (a)	 Central	skeletal	region
	 (b)	 Periphery	region
	 (c)	 Bone	marrow	region
	 (d)	 Cartilage	region
127.	Sodium	 fluoride	 when	 consumed	

orally,	changes	the	gastric	juice	pH	by:
	 (a)	 Lowering	it
	 (b)	 Increasing	it
	 (c)	 Remains	the	same
	 (d)	 No	effect
128.	Fluoride	 causes	 death	 in	 acute	

poisoning	by:
	 (a)	 Blocking	normal	cellular	metabo-

lism
 (b) Acidosis
	 (c)	 Causing	hypotension
	 (d)	 Causing	paresis	and	tetany
129.	The	first	sign	of	acute	fluoride	toxicity	

is:
	 (a)	 Abdominal	pain
 (b) Nasal discharge
 (c) Diarrhoea
	 (d)	 Epistaxis
130.	Safely	Tolerated	Dose	of	fluoride	is:
	 (a)	 One	fourth	of	CLD
	 (b)	 One	half	of	CLD
	 (c)	 Three	fourth	of	CLD
	 (d)	 Equivalent	to	CLD
131.	The	 fluoride	 dosage	 necessary	 to	

produce	skeletal	fluorosis	is	estimated	
at:

	 (a)	 2	–	5	mg	F/day	for	1	–	2	years
	 (b)	 5	–	10	mg	F/day	for	2	–	5	years
	 (c)	 15	–	20	mg	F/day	for	2	–	5	years
	 (d)	 20	–	80	mg	F/day	for	10	–	20	years
132.	The	 most	 commonly	 affected	 tooth	

with	fluorosis	is:
	 (a)	 Canine
	 (b)	 Mandiubular	incisor
 (c) Premolar
	 (d)	 Maxillary	incisor
133.	Snow	 cap	 type	 of	 fluorosis	 appears	

after	consuming	fluoridated	water	for	
a	longer	duration	at	what	level?

 (a) 0.2 ppm
 (b) 0.6 – 0.8 ppm
 (c) > 1 ppm
 (d) >2 ppm
134.	A	 combination	 of	 fluoride,	 calcium	

and	vitamin	D	results	in:
	 (a)	 Increased	wall	thickness	of	osteo-

blasts
	 (b)	 Decreased	 wall	 thickness	 of	 os-

teoblasts
	 (c)	 No	change	in	wall	thickness
	 (d)	 Changes	 the	 number	 of	 osteo-

blasts
135.	The	absorption	of	fluoride	along	with	

calcium	is	highest	in	which	condtions?
 (a) Arthritis
 (b) Asthma
	 (c)	 Osteoporosis
	 (d)	 Myocardial	infarction
136.	Dean’s	 classification	 for	 fluorosis	 is	

based	on	the:
	 (a)	 Number	of	teeth	affected
	 (b)	 Quadrant	affected
	 (c)	 Type	of	mottling
	 (d)	 Jaw	affected
137.	Which	 of	 the	 following	 is	 noted	 in	

increasing	 incidence	 in	 high	 fluoride	
areas?

 (a) Cardiac disease
	 (b)	 Nervous	disease
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 (c) GIT disease
	 (d)	 Skin	disease
138.	Which	 trace	 element	 apart	 from	

fluoride	renders	cariostatic	property:
	 (a)	 Selenium
	 (b)	 Iron
 (c) Phosphate
	 (d)	 Calcium
139.	Fluoride	 exerts	 its	 maximum	 and	

stable	action	at	which	period?
	 (a)	 Developing	period
	 (b)	 Erupting	period
	 (c)	 Post	development
	 (d)	 Equal	in	all	period
140.	Dean’s	fluorosis	index	records	distinct	

brown	stain	at	the	score	of:
 (a) 1.0
 (b) 2.0
 (c) 3.0
 (d) 4.0
141.	 In	which	region	of	tooth,	does	fluoride	

render	 maximum	 caries	 inhibition	
property?

	 (a)	 Surface	area
	 (b)	 Sub-surface	area
	 (c)	 Dentine
	 (d)	 Dentino	pulpal	junction
142.	Which	 of	 the	 following	 form	 of	

fluoride	 renders	 the	 best	 cariostatic	
result?

	 (a)	 Slow	 topical	 fluoride	 releasing	
method

	 (b)	 Quick	 topical	 fluoride	 releasing	
method

	 (c)	 Salt	fluoridation
	 (d)	 Milk	fluoridation
143.	Fluoride	forms	strong	complexes	with	

which	of	the	following?
	 (a)	 Cadmium
	 (b)	 Vanadium
	 (c)	 Aluminium
 (d) Silver

144.	200	g	fluoride	toothpaste	tube	contains	
fluoride	at	what	level?

 (a) 60 mg
 (b) 120 mg
 (c) 240 mg
 (d) 480 mg
145.	Fluoride	 toothpastes	 are	 not	 safe	 for	

children	of	what	age?
	 (a)	 2	–	4	years
	 (b)	 4	–	6	years
	 (c)	 6	–	8	years
	 (d)	 8	–	10	years
146.	 In	which	period	of	dentition	is	fluoride	

toothpaste	recommended	twice	a	day?
	 (a)	 Neonatal	period
	 (b)	 Primary	dentition	period
	 (c)	 Mixed	dentition	period
	 (d)	 Permanent	dentition	period
147.	Fluoridated	 dentifrices	 can	 inhibit	

caries	upto	what	level?
	 (a)	 Less	than	5%
 (b) 15%
 (c) 25%
 (d) 35%
148.	Who	 quoted	 “Only	 fluoridated	

dentifrices	 can	 result	 in	 caries	 free	
generation”?

	 (a)	 Mellanby
	 (b)	 Mckay
 (c) Moss
	 (d)	 Muhler
149.	Daily	 use	 of	 0.25%	 sodium	 fluoride	

mouth	 rinse	 causes	 dental	 caries	
reduction	by:

 (a) 20%
 (b) 40%
 (c) 60%
 (d) 80%
150.	Which	 of	 the	 following	 is	 the	 most	

economical	caries	preventive	agent	for	
rural	India?
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	 (a)	 Water	fluoridation
	 (b)	 Milk	fluoridation
	 (c)	 Fluoride	tablets
	 (d)	 Fluoride	mouthrinses
151.	 Identify	the	most	economical	method	

for	caries	prevention	in	urban	India:
	 (a)	 Water	fluoridation
	 (b)	 Milk	fluoridation
	 (c)	 Fluoride	tablets
	 (d)	 Salt	fluoridation
152.	The	 consumption	 of	 1.5	 ppm	 fluori-

dated	water	can	result	in	fluorosis	af-
ter:

	 (a)	 0	–	2	years
	 (b)	 3	–	5	years
	 (c)	 4	–	6	years
	 (d)	 5	–	10	years
153.	8	ppm	of	fluoridated	water	can	result	

in	 severe	 type	 of	 dental	 and	 skeletal	
fluorosis	after:

	 (a)	 0	–	2	years
	 (b)	 2	–	4	years
	 (c)	 5	–	6	years
	 (d)	 5	–	10	years
154.	The	drug	of	choice	in	case	of	fluoride	

toxicity	is:
	 (a)	 Antispasmodic
 (b) Acetazolamide
	 (c)	 Antiemetic
	 (d)	 Calcium	chloride
155.	 In	which	tooth	fluoride	concentration	

is highest?
	 (a)	 Incisors
	 (b)	 Canines
 (c) Premolars
 (d) Molars
156.	At	27°C	temperature,	the	recommend-

ed	fluoride	level	is:
 (a) 0.6 ppm
 (b) 1.2 ppm
 (c) 2.4 ppm
 (d) 3.6 ppm

157.	Which	 of	 the	 following	 statements	
about	fluoride	action	on	salivary	pro-
tein

	 (a)	 It	does	not	have	any	action
	 (b)	 Inhibits	absorption
	 (c)	 Initiates	absorption
	 (d)	 Accelerates	absorption
158.	The	 person	 who	 observed	 the	 anti-

metabolic	activity	on	caries	organism	
is:

	 (a)	 Dean
	 (b)	 Jenkin	Edgar
	 (c)	 McKay
 (d) Eager
159.	Nausea	as	an	acute	toxicity	adverse	ef-

fect	to	fluoride	is	due	to	formation	of:
	 (a)	 Hydrofluoric	acid
	 (b)	 Hydrosilisic	acid
	 (c)	 Hydrochloric	acid
	 (d)	 Sulphuric	acid
160.	The	speed	and	severity	of	acute	fluo-

ride	toxicity	does	not	depend	on:
	 (a)	 Weight	of	the	individual
	 (b)	 Height	of	the	individual
	 (c)	 Age	of	the	individual
	 (d)	 Amount	of	fluoride	ingested
161.	What	 is	 the	 recommended	 dose	 for	

dispensing	 fluoride	 according	 to	 the	
Council	on	Dental	Therapeutics	of	the	
American	Dental	Association?

 (a) 120 mg F
 (b) 264 mg F
 (c) 432 mg F
 (d) 654 mg F
162.	Death	occurs	in	acute	toxicity	of	fluo-

ride	due	to:
	 (a)	 Cardiac	failure
 (b) Hemorrhage
 (c) Shock
 (d) Asthma
163.	The	 prognosis	 for	 recovery	 to	 acute	

fluoride	poisoning	is	considered	to	be	
good if:
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	 (a)	 Patient	is	an	adult
	 (b)	 Death	 has	 not	 occurred	 till	 24	

hours
	 (c)	 There	was	no	nausea
	 (d)	 Patient	has	good	education
164.	Mild	 mottling	 in	 Fluorosis	 Index	

affects:
	 (a)	 Less	than	25%	of	tooth	surfaces
	 (b)	 Less	than	50%	of	tooth	surfaces
	 (c)	 More	than	50%	of	tooth	surfaces
	 (d)	 All	tooth	surface
165.	The	 recommended	 schedule	 for	

fluoride	 dentifrice	 use	 in	 children	
below	four	years	is:

	 (a)	 Fluoride	 toothpaste	 not	
recommended

	 (b)	 Brushing	once	daily	with	fluoride	
toothpaste	 and	 twice	 without	
paste

	 (c)	 Brushing	 twice	 daily	 with	
fluoride	 toothpaste	 and	 once	
with	out	paste

	 (d)	 Brushing	 thrice	 daily	 with	
fluoride	toothpaste

166.	 Indication	 for	 the	 use	 of	 fluoride	
supplements	includes:

	 (a)	 There	is	central	water	supply
	 (b)	 No	 central	 water	 supply	 and	

fluoride	concentrations	of	ground	
water	unknown

	 (c)	 No	 central	 water	 supply	 and	
fluoride	concentrations	of	ground	
water	known

	 (d)	 No	parental	motivation
167.	Fluoridation	study	which	proved	that	

fluoride	reduces	smooth	surface	caries	
more	than	pit	and	fissure	caries	is:

	 (a)	 Grand	Rapids	Muskegon
	 (b)	 Newburg	Kingston
	 (c)	 Ontario	Sarnia
	 (d)	 Tiel	Culemborg
168.	Which	of	 these	 is	not	a	disadvantage	

of	Dean’s	Fluorosis	Index?

	 (a)	 The	term	questionable	is	vague
	 (b)	 No	 indication	 of	 the	 location	 of	

the	teeth	affected
	 (c)	 Does	 not	 measure	 the	 extent	 of	

defect
	 (d)	 Simplicity	in	assessing
169.	Which	 fluorosis	 index	 measures	

defects	 on	 both	 smooth	 surfaces	 and	
occlusal	surfaces	separately?

	 (a)	 Tooth	Surface	Index	of	Fluorosis
	 (b)	 Thylstrup	and	Fejerskov	index
	 (c)	 Dean’s	Index
	 (d)	 Horowitz	index
170.	Which	 feature	 is	 characteristic	 to	

milder	forms	of	fluorosis?
	 (a)	 Defect	centred	on	smooth	surface
	 (b)	 Defect	 is	 clearly	 differentiated	

from	adjacent	normal	enamel
	 (c)	 Defect	 shades	 off	 imperceptibly	

into	surrounding	normal	enamel
	 (d)	 Seen	easily	under	strong	light
171.	Fluoride	estimation	test	based	on	the	

reaction	between	the	fluoride	and	the	
red	zirconium	alizarine	lake	is:

	 (a)	 Typical	Calibration	Curve
	 (b)	 Direct	ppm	reading
	 (c)	 By	 applying	 electrode	 potential	

difference	equation
	 (d)	 Scot	Sanchis	method
172.	The	 type	 of	 equipment	 for	 water	

fluoridation	 suitable	 for	 large	 towns	
with	 capacity	more	 than	 7.6	millions	
per	day	is:

	 (a)	 The	saturator	system
	 (b)	 The	dry	feeder	system
	 (c)	 The	solution	feeder	system
	 (d)	 The	varnish	feeder	system
173.	Liquid	 fluosilicic	 acid	 is	 used	 rather	

than	 fluoride	 in	 powder	 form	 to	
prevent:

	 (a)	 Obstruction	of	pipes
	 (b)	 Wasteful	expenditure
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	 (c)	 Wastage	of	man	power
	 (d)	 Electricity	wastage
174.	The	 recommended	 level	 for	 school	

water	fluoridation	is:
 (a) 0.5 – 1 ppm
 (b) 1.5 – 3.0 ppm
 (c) 4.5 – 6.3 ppm
 (d) 8.2 – 10.4 ppm
175.	 In	India,	the	first	work	on	defluorida-

tion	was	conducted	by:
	 (a)	 NEERI
	 (b)	 IIR
	 (c)	 CFTRI
 (d) PHFI
176.	The	Nalgonda	filters	yield	how	many	

liters of treated water?
 (a) 5
 (b) 10 
 (c) 15
 (d) 20
177.	A	 cation	 resin	 made	 out	 of	 sulpho-

nated	 coal	 used	 in	 defluoridation	 of	
water is:

	 (a)	 Defluoron
	 (b)	 Carbion
 (c)	 Magnesia
	 (d)	 Defluoron-2
178.	The	 second	 stage	 of	 Nalgonda	 tech-

nique	of	defluoridation	is:
 (a) Rapid	mixing
	 (b)	 Flocculation
	 (c)	 Sedimentation
	 (d)	 Filtration
179.	Fluoridated	 salt	 in	 Switzerland	 was	

fluoridated	at	the	level	of:
 (a) 30 mg	fluoride	per	kg	salt
	 (b)	 50	mg	fluoride	per	kg	salt
	 (c)	 70	mg	fluoride	per	kg	salt
	 (d)	 90	mg	fluoride	per	kg	salt
180. Which of these is	 a	 requirement	 for	

application	of	fluoridated	salt?

	 (a)	 Multiple	 sources	 of	 water	 and	
hence	 deterring	 water	 fluorida-
tion

	 (b)	 High	fluoride	drinking	water
	 (c)	 Strong	political	will	and	support
	 (d)	 Salt	production	at	various	centres
181.	Use	of	milk	as	a	vehicle	for	delivering	

fluoride	was	first	reported	by:
 (a) Ziegler
	 (b)	 Ripa
 (c) Melberg
	 (d)	 Bowen
182.	The	enzyme	most	sensitive	to	fluoride	

during	acid	formation is:
 (a)	 Phosphoglucomutase
	 (b)	 Enolase
 (c) Maltase
	 (d)	 Amylase
183.	Fluoride	 exhibits	 its	 anticaries	 effect	

by:
	 (a)	 Altering	crystal	size
	 (b)	 Altering	tooth	morphology
	 (c)	 Stabilizing	apetite	lattice
 (d) All the above
184.	Which	of	these	indices	does	not	mea-

sure	dental	fluorosis?
	 (a)	 Dean’s	Fluorosis	Index
	 (b)	 Tooth	Wear	Index
	 (c)	 Fluorosis	Risk	Index
	 (d)	 Thylstrup	and	Fejerskov	Index
185.	Which	of	these	does	not	influence	the	

application	of	topical	fluorides?
	 (a)	 Concentration	of	fluoride
	 (b)	 pH	of	the	solution
	 (c)	 Length	of	the	exposure
	 (d)	 Number	of	teeth	in	oral	cavity
186.	Which	 of	 the	 following	 abrasives	 is	

compatible	 with	 Monofluorophos-
phate	only?

	 (a)	 Calcium	carbonate
	 (b)	 Calcium	pyrophosphate
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	 (c)	 Hydrated	silica
	 (d)	 Sodium	bicarbonate
187.	The	crucial	factor	for	caries	inhibiting	

effect	of	a	toothpaste	is	the:
	 (a)	 Plaque	content
	 (b)	 Age	of	the	individual
	 (c)	 Saliva	flow
	 (d)	 Available	fluoride	ion	concentra-

tion
188.	 Ingestion	of	various	types	of	fluoride	

from	 sources	 other	 than	 water	 is	
termed:

	 (a)	 Cross	over	effect
	 (b)	 Halo	effect
	 (c)	 Placebo	effect
	 (d)	 Wash	out	effect
189.	Which	 of	 the	 following	 compounds	

can	be	used	to	defluoridate	water?
	 (a)	 Lime	and	alum
	 (b)	 Bleaching	powder
	 (c)	 Chlorine
	 (d)	 Ozone
190.	What	 is	 the	 recommended	 schedule	

for	 use	 of	 fluoride	 dentifrice	 in	
children	below	four	years	of	age?

	 (a)	 No	fluoride	toothpaste	is	recom-
mended

	 (b)	 Brushed	once	daily	with	fluoride	
paste	and	twice	without	paste

	 (c)	 Brushing	 twice	 daily	 with	 fluo-
ride	toothpaste	and	once	with	out	
paste

	 (d)	 Brushing	 thrice	 daily	 with	 fluo-
ride toothpaste

191.	Dean	 modified	 his	 fluorosis	 index	
in	 1942	 by	 combining	 which	 two	
categories:

	 (a)	 Questionable	and	very	mild
	 (b)	 Very	mild	and	mild
	 (c)	 Mild	and	moderate
	 (d)	 Moderate	and	moderately	severe
192.	Galagan	 and	 Vermillion	 developed	

an	 empiric	 formula	 for	 estimating	

the	 amount	 of	 daily	 fluid	 intake	 to	
determine	 the	 amount	 of	 fluoride	
based	on:

 (a) Height
 (b) Age
	 (c)	 Climatic	conditions
	 (d)	 Nutrition
193.	The	liberation	of	free	alizarine	sulph-

uric	acid	to	estimate	fluoride	concen-
tration	 in	drinking	water	 is	 in	which	
method?

	 (a)	 Typical	calibration	curve
	 (b)	 Electrode	 potential	 difference	

equation	
	 (c)	 Direct	ppm	reading
	 (d)	 Scot	Sanchis	method
194.	At	 what	 level	 of	 fluoride	 can	 caries	

prevention	occur	without	causing	any	
mottling	according	to	Dean?

 (a) 0.2 – 0.5 ppm
 (b) 0.7 – 1.2 ppm
 (c) 1.3 – 2.1 ppm
 (d) 2.3 – 3.2 ppm
195.	The	 contemporary	 biomarkers	 of	

fluoride	does	not	include:
	 (a)	 Urine
 (b) Plasma
 (c) Saliva
 (d) Nail
196.	Permanent	 teeth	 have	 higher	

fluoride	 levels	 than	 primary	 teeth	
because	of:

	 (a)	 More	numbers
	 (b)	 More	surface	area
	 (c)	 Long	preeruptive	maturation	pe-

riod
	 (d)	 Long	 posteruptive	 maturation	

period
197.	What	is	the	concentration	of	hydrogen	

peroxide	required	to	bleach	fluorosed	
teeth?

 (a) 10%
 (b) 20%

Chapter 22.indd   149 04-12-2015   15:55:09



150 MCQs and Viva in Public Health Dentistry

 (c) 30%
 (d) 40%
198.	The	 severity	 of	 fluorosis	 is	 based	 on	

which factor?
	 (a)	 Timing	of	exposure
	 (b)	 Duration	of	exposure
	 (c)	 Dose	of	exposure
 (d) All the above
199.	The	 advantage	 of	 fluoride	 varnish	

over	fluoride	solution	is,	it	is:
	 (a)	 More	effective
	 (b)	 Reduced	number	of	patients	vis-

its
	 (c)	 Can	be	used	by	patients	also
	 (d)	 Less	time	consuming
200.	Nalgonda	technique	is	used	for:
	 (a)	 Fluoridation
	 (b)	 Defluoridation
	 (c)	 Chlorination
	 (d)	 Filtration
201.	1	parts	per	million	fluoride	means:
	 (a)	 1	mg	in	10	mL	of	water
	 (b)	 1	mg	in	1000	mL	of	water
	 (c)	 10	mg	in	10	mL	of	water
	 (d)	 10	mg	in	1000	mL	of	water
202.	Galagan	formula	is	to	calculate:
	 (a)	 The	 amount	 of	 fluoride	 concen-

tration	in	drinking	water
	 (b)	 The	 amount	 of	 fluoride	 concen-

tration	in	mouth	rinses
	 (c)	 The	 amount	 of	 fluoride	 concen-

tration	in	toothpastes
	 (d)	 The	 amount	 of	 fluoride	 concen-

tration	in	salt
203.	The	 modified	 Dean’s	 fluorosis	 index	

has	an	ordinal	scale	of:
	 (a)	 5	points
	 (b)	 6	points
	 (c)	 7	points
	 (d)	 9	points
204.	The	epidemiological	phase	of	fluoride	

was	in	which	period?

 (a) 1901 – 1933
 (b) 1933 – 1945
 (c) 1945 – 1954
 (d) > 1954
205.	Artificial	 water	 fluoridation	 carried	

out	classifies	under	which	phase?
	 (a)	 Clinical	discovery	phase
 (b) Epidemiological phase
	 (c)	 Demonstration	phase
	 (d)	 Technology	transfer	phase
206.	Which	phase	is	the	“critical	period”	in	

fluorosis?
	 (a)	 Postsecretory	and	early	mineral-

ization	phase
	 (b)	 Late	mineralization	phase
	 (c)	 Maturation	phase
	 (d)	 Both	b	and	c
207.	Which	 of	 these	 is	 an	 environmental	

factor	in	fluorosis?
 (a) Critical period
	 (b)	 Gender
	 (c)	 Environment
 (d) Diet

Fluorides in Dentistry
1.	 Fluorine	 is	 a	member	 of	 the	 halogen	

family.	 It	 is	 the	most	 electronegative	
of	all	elements,	with	an	atomic	weight	
of	19	and	atomic	number	9.

2.	 Fluorine	 occurs	 in	 minerals	 such	 as	
fluorospar,	cryolite	or	fluorosilicates.	

3.	 Fluoride	 is	 readily	 absorbed	 into	 the	
body.	 It	 is	mainly	 from	 the	 stomach,	
which	is	passive	in	nature.	Absorption	
also	occurs	from	lungs	and	skin.	

4.	 Fluoride	 is	 excreted	 in	 urine,	 sweat	
and	 faeces.	 It	 is	 also	 lost	 in	 trace	
amounts	in	milk,	saliva,	hair	and	tears.

5.	 Fluoride	 is	 stored	 in	 the	 hard	 tissue	
of	 the	 body,	 i.e.	 the	 skeleton	 and	
dentition.

6.	 Fluoride	is	in	higher	amounts	in	areas	
involving	active	growth.
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7.	 Fluoride	uptake	increases	with	age	in	
dental	tissue	and	with	increased	fluo-
ride	concentration	in	water.	Dentine	is	
found	 to	 have	 four	 times	more	 fluo-
ride	than	enamel,	the	highest	concen-
tration	is	found	adjacent	to	the	odon-
toblastic	layer.	

8.	 Approximately	three	quarter	of	the	to-
tal	blood	fluoride	is	in	the	plasma	and	
one	quarter	in	the	red	blood	cells.

9.	 Placental	barrier	has	a	limited	perme-
ability	to	fluoride	when	the	concentra-
tions	are	high.

10.	 Fredrick	 McKay	 noted	 permanent	
stain	on	teeth	of	Colorado	people,	lo-
cally	 known	 as	 Colorado	 Stain.	 He	
named	them	“mottled	enamel”.

11.	 Churchill	H.V.	in	1931,	a	chief	chemist	
of	 an	 aluminium	company	 identified	
fluoride	as	the	causative	factor	of	den-
tal	 fluorosis.	 The	 fluoride	 level	 was	
13.7	 ppm	 after	 spectrographic	 analy-
sis	of	rare	elements.

12.	 Dr.	Trendley	H.	Dean	in	1931	complet-
ed	 the	 task	 of	 finding	 out	 the	 extent	
and	geographical	distribution	of	mot-
tled	enamel	in	US,	which	was	famous-
ly	called	as	the	“shoe	leather	survey”.

13.	 Dean	developed	a	standard	of	classifi-
cation	of	mottling	to	record	the	sever-
ity	 of	 mottling	 within	 a	 community	
quantitatively.

14.	 Dean	studied	the	relationship	between	
fluoride	 concentration	 in	 drinking	
water	and	mottled	enamel	and	dental	
caries.	He	concluded	that	at	1ppm	of	
fluoride	in	drinking	water,	60%	reduc-
tion	in	caries	experience	was	seen.

15.	 World’s	 first	 artificial	 fluoridation	
plant	was	at	Grand	Rapids,	USA.

16.	 Milestone	 studies	 in	 artificial	 water	
fluoridation	are:

	 (a)	 Grand	Rapids	Michigan	study.
	 (b)	 Newburgh	Kingston	study.

	 (c)	 Tiel	Coluemberg	study.
	 (d)	 Evanston	Illinosis	Oakpark	study.
	 (e)	 Branford,	 Ontario	 and	 Sarnia	

study.
17.	 Four	stages	have	been	identified	in	the	

study	of	fluoride:
	 (a)	 Clinical	discovery	phase.
 (b) Epidemiological phase.
	 (c)	 Demonstration	phase.
	 (d)	 Technology	transfer	phase.
18.	 The	mechanism	of	action	of	fluoride	in	

anticaries	action	is	by:
	 (a)	 Acts	 on	 the	 hydroxyapetite	

crystals	of	enamel	by:
•	 Decreasing	enamel	solubility
•	 Improving	crystallinity
•	 Remineralizing	 calcium	
depleted	mineral

	 (b)	 Acts	 on	 the	 bacteria	 present	 in	
the	plaque:
•	 Enzyme	inhibition
•	 Suppressing	cariogenic	flora

	 (c)	 Acts	on	the	enamel	surface:
•	 Desorbing	proteins	and	bacte-

ria
•	 Lowering	 the	 free	 surface	 en-
ergy

	 (d)	 Alteration	of	tooth	morphology
19.	 Fluorides	 for	 caries	 prevention	 are	

classified	into:
	 (a)	 Systemic	fluorides
	 (b)	 Topical	fluorides
20.	 Systemic	 fluoride	 delivery	 method	

includes:
	 (a)	 Water	fluoridation.
	 (b)	 School	water	fluoridation.
	 (c)	 Salt	fluoridation.
	 (d)	 Milk	fluoridation.
	 (e)	 Fluoride	tablets	and	vitamins.
	 (f)	 Fluoride	drops.
21.	 Topical	 fluoride	 delivery	 methods	

includes:
	 (a)	 Sodium	fluoride.
	 (b)	 Stannous	fluoride.
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	 (c)	 Acidulated	phosphate	fluoride:
•	 Solution	
•	 Gel	

	 (d)	 Fluoride	varnishes:
•	 Duraphat
•	 Fluoroprotector

	 (e)	 Fluoride	dentifrices.
	 (f)	 Fluoride	mouth	rinses.
22.	 Cariostatic	 mechanisms	 of	 systemic	

fluorides	are	by:
	 (a)	 Rendering	 enamel	 more	 resis-

tant	 to	acid	dissolution—enamel	
which	 mineralizes	 in	 the	 pres-
ence	of	fluoride	has	a	 lower	car-
bonate	content,	 thus	resulting	 in	
reduced	solubility.

	 (b)	 Inhibition	 of	 bacterial	 enzyme	
systems—decreases	 transport	 or	
uptake	 of	 glucose	 by	 oral	 strep-
tococci	 and	 interferes	 with	 acid	
production.

	 (c)	 Reducing	tendency	of	the	enamel	
surface	 to	 absorb	 proteins—alters	
the	surface	charge	and	thus	reduc-
es	 the	 deposition	 of	 pellicle	 and	
subsequent	plaque	formation.

	 (d)	 Modification	in	size	and	shape	of	
the	 teeth—reduces	 cusp	 height,	
fissure	 depth	 and	 increases	 fis-
sure	width.

23. Water	 fluoridation	 is	 defined	 as	
the	 upward	 adjustment	 of	 the	
concentration	of	fluoride	ion	in	public	
water	 supply	 in	 such	 a	way	 that	 the	
concentration	 of	 fluoride	 ion	 in	 the	
water	may	consistently	maintained	at	
one	part	per	million	(ppm)	by	weight.	

	 The	optimal	level	of	fluoride	in	drink-
ing	water	is	0.7	–	1.2	ppm.

	 The	 optimum	 fluoride	 concentration	
for	a	particular	community	can	be	cal-
culated	by	the	following	equation:

	 Fluoride	 (ppm)	=	0.34/E,	where	E	=	 -	
0.038	 +	 0.0062	 X	 temperature	 of	 the	
area	in	°F.

	 The	machinery	used	for	water	fluori-
dation	are	of	two	types:

•	 Solution	 feeders:	 Hydrofluo-
rosilicic	acid	is	used

•	 Dry	 feeders:	Ammonium	 sili-
cofluoride,	 fluorspar,	 sodium	
fluoride	and	sodium	silicoflu-
oride	are	used

24.	 School	water	fluoridation—can	be	used	
if	the	surrounding	areas	where	which	
school	children	are	coming	from,	have	
low	fluoride	content.	The	recommend-
ed	fluoride	level	is	4.5	ppm.	This	brings	
40%	reduction	in	caries.

25.	 Salt	 fluoridation—first	 practiced	 by	
Wespi	 in	 1959,	 in	 Switzerland.	 The	
level	of	fluoride	in	salt	is	recommend-
ed	 at	 90	 mgF/kg	 salt.	 Concentrated	
solutions	of	sodium	fluoride	and	cal-
cium	fluoride	 are	mixed	with	 a	 suit-
able phosphate carrier salt for this 
purpose.	About	20	–	25%	reduction	in	
dental	caries	is	reported	in	literature.	

26. Milk	fluoridation—first	mentioned	by	
Zielger	in	1956.	250	mL	milk	bottle	are	
fortified	with	0.625	mg	fluoride.

27.	 Fluoride	 tablets—available	 commer-
cially	 as	 sodium	 fluoride	 tablets	 of	
2.2	mg,	 1.1	mg	and	0.55	mg	yielding	
1	mgF,	0.5	mgF	and	0.25	mgF,	respec-
tively.	 It	 provides	 both	 topical	 and	
systemic	effect.

	 Fluoride	drops	are	recommended	for	
children	lesser	than	16	–	18	weeks	due	
to	poor	neuromuscular	coordination.	

28.	 Topical	 fluorides	 act	 posteruptively,	
and	not	meant	to	be	swallowed.

	 Four	main	types	of	preparations	have	
been	in	used,	namely:

•	 Neutral	sodium	fluoride	solu-
tions

•	 Stannous	fluoride	solutions
•	 Acidulated	 Phosphate	 Fluo-
ride	(APF)	agents

•	 Varnishes	containing	fluoride
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29. Sodium	 fluoride—2%	 sodium	 fluo-
ride	 solution	 is	 prepared	 by	 dissolv-
ing	 0.2g	 of	 powder	 in	 10	mL	 of	 dis-
tilled water.

	 It	has	to	be	stored	in	plastic	bottles	and	
not	in	glass	containers,	because	the	sil-
ica	of	the	glass	reacts	with	fluoride	ion	
forming	 silica	 fluoride	 and	 reduces	
the	availability	of	 free	active	fluoride	
for	 anticaries	 action.	 The	 application	
is	also	called	Knutson’s	technique.

	 It	involves	four	applications.	The	teeth	
is	cleaned	and	polished	in	the	first	ap-
plication.	After	isolation,	the	teeth	are	
dried	thoroughly.	Fluoride	solution	is	
applied	with	cotton	applicators	and	is	
allowed	to	dry	 for	 four	minutes.	The	
patient	 is	 instructed	 to	 avoid	 eating,	
drinking	 or	 rinsing	 for	 30	 minutes	 ,	
to	prolong	the	availability	of	fluoride	
ion	 to	 react	 with	 the	 tooth	 surfaces.	
The	 first	 application	 is	 followed	 by	
2nd,	3rd	and 4th	applications,	at	weekly	
intervals.	A	full	series	of	 treatment	 is	
recommended	at	ages	of	3,	7,	11	and	
13	years.

	 The	 mechanism	 of	 action	 of	 sodium	
fluoride	 is:	when	 applied	 topically	 it	
reacts	with	hydroxyapatite	crystals	to	
form	 calcium	 fluoride.	 The	 presence	
of	fluoride	in	higher	concentrations	in	
2%	sodium	fluoride	solution	causes	a	
fast	exceeding	of	solubility	product	of	
calcium	 fluoride.	 The	 rate	 of	 forma-
tion	 of	 calcium	 fluoride	 reduces	 af-
ter the	 initial	 rapid	 reaction	 and	 this	
phenomenon	is	called	“choking	off	ef-
fect”.

	 The	 calcium	 fluoride	 further	 reacts	
with	 hydroxyapatite	 to	 form	 fluori-
dated	hydroxyapatite	which	increases	
the	 concentration	of	 surface	fluoride.	
The	structure	so	formed	is	more	stable	
and	less	susceptible	to	dissolution	by	
acids. 

	 The	disadvantage	with	this	technique	
is	that	the	patient	has	to	visit	the	den-
tist	 frequently	 in	 a	 short	 period	 of	
time.

30.	 Stannous	 fluoride—the	 most	 recom-
mended	 concentration	 is	 8%.	 This	 is	
obtained	by	dissolving	0.8	g	of	pow-
der	in	10	mL	of	distilled	water.

	 The	 method	 of	 application	 is	 called	
Muhler’s	 technique.	 After	 thorough	
prophylaxis,	 the	 teeth	 are	 isolated	
with	 cotton	 rolls	 and	 dried.	 Either	 a	
quadrant	or	half	of	the	mouth	is	treat-
ed	at	a	time.	A	freshly	prepared	8%	so-
lution	of	stannous	fluoride	is	applied	
continuously	with	cotton	applicators,	
keeping	the	tooth	moist	for	four	min-
utes	 by	 applying	 every	 15—30	 sec-
onds.

	 The	 mechanism	 of	 action	 is:	 when	
stannous	 fluoride	 reacts	 with	 hy-
droxyapatite,	 it	 forms	 stannous	 tri-
fluorophosphates	alongwith	fluorapa-
tite,	which	 is	more	resistant	 to	decay	
than	enamel.	Stannous	fluoride	is	giv-
en	 in	 annual	 applications.	 The	 main	
disadvantage	is	its	bitter	metallic	taste	
and	unstability.

31.	 Acidulated	 phosphate	 fluoride	 solu-
tion	 and	 gel—Also	 called	 Brudevold	
solution.	The idea of APF is that the 
fluoride	 concentration	 in	 enamel	 in-
creases	with	decrease	in	the	pH	of	the	
solution.

	 APF	is	prepared	by	dissolving	20	g	of	
sodium	fluoride	in	1	liter	of	0.1m	phos-
phoric	acid.	To	this,	50%	hydrofluoric	
acid	 is	 added	 to	 adjust	 the	pH	at	 3.0	
and	fluoride	concentration	at	1.23%.

	 For	preparing	APF	gel,	a	gelling	agent	
like	methylcellulose	 or	 hydroxyethyl	
cellulose	is	added	to	the	solution	and	
pH	is	adjusted	between	4	–	5.

	 Another	 form	 of	APF	 for	 topical	 ap-
plication	 is	 the	 thixotropic	gel.	 It	 is	a	
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solution	that	sets	in	a	gel	like	state,	but	
is	not	a	true	gel.	Upon	application	of	
pressure,	 thixotropic	 gel	 become	 so-
lution.	This	is	more	easily	forced	into	
the	 interproximal	 surfaces	 than	 the	
conventional	gels.

	 After	 thorough	 oral	 prophylaxis,	
the	 teeth	 are	 isolated	 with	 cotton	
rolls	 and	 dried.	 The	APF	 solution	 is	
continuously	 and	 repeatedly	 applied	
with	cotton	applicators	and	 the	 teeth	
are	 kept	moist	 for	 four	minutes.	 The	
recommended	application	is	biannual.
APF	 gel	 is	 applied	 using	 styrofoam	
trays.

	 When	APF	is	applied	on	teeth,	it	initially	
leads	 to	 dehydration	 and	 shrinkage	
in	 the	 volume	 of	 hydroxyapatite	
crystal,	which	hydrolyses	 to	 form	an	
intermediate	 compound,	 Dicalcium	
Phosphate Dehydrate	 (DCPD).	 This	
DCPD	is	highly	reactive	with	fluoride	
and	 penetrates	 more	 deeply	 into	
the	 crystals	 through	 the	 openings	
produced	by	the	shrinkage	and	forms	
fluorapatite.

	 Disadvantage	 is	 that	 it	 is	 sour	 and	
bitter	 in	 taste	 because	 of	 its	 acidic 
nature.

32.	 Fluoride	 varnishes:	 These	 were	
developed	 in	 an	 attempt	 to	maintain	
the	fluoride	 ion	 in	close	contact	with	
the	enamel	surface	for	a	longer	period	
of	 time.	 The	 two	 most	 commonly	
used	 are	 duraphat,	 fluorprotector,	
cavity	 shield	 and	 duraflor.	Duraphat	
is	sodium	fluoride	varnish	containing	
2.26%	of	fluoride	in	organic	lacquer.	It	
is	yellow	in	colour	and	more	effective	
in	caries	reduction.	Fluor	protector	is	
silane	fluoride	with	0.7%	fluoride.	It	is	
colourless	 and	 less	 effective	 in	 caries	
reduction.	Cavity	Shield	is	5%	sodium	
fluoride	 in	 resinous	 base.	 Durafluor	
is	 5%	 sodium	 fluoride	 in	 alcoholic	

suspension	 of	 natural	 resins.	 After	
prophylaxis,	 teeth	 are	 dried	 but	 not	
isolated	as	varnish	sticks	to	the	cotton	
rolls.	A	total	of	0.3	to	0.5	mL	of	varnish	
equivalent	to	6.9	to	1.5	mg	of	fluoride	is	
required	to	cover	the	full	dentition.	It	
is	first	applied	to	the	lower	arch	with	a	
single	tufted	small	brush	starting	with	
proximal	surfaces	and	then	applied	to	
the	upper	arch.	The	patient	is	asked	to	
sit	with	mouth	open	for	four	minutes	
before	 spitting	 to	 let	 varnish	 set	 on	
teeth.	The	patient	is	 instructed	not	to	
rinse	or	drink	anything	 for	one	hour	
and	not	to	eat	anything	solid	till	next	
morning.

33.	 Fluoride	 dentifrices—were	 clinically	
evaluated	 in	 1940s.	 Most	 commonly	
used	 are	 monofluorophosphate	
dentifrices.	It	has	a	neutral	pH	of	6.5,	
has	 greater	 stability	 to	 oxidate	 and	
hydrolyze,	 hence	 increases	 the	 shelf	
life	 and	 has	 increased	 availability	 of	
fluoride.

34.	 Recommendations	 for	 fluoride	
toothpaste	in	children	are	as	follows:

For children below 4 
years

Fluoridated toothpaste 
is not recommended

For children 4 – 6 years Brushing once daily with 
fluoride toothpaste and 
other two times without 
a paste

For children 6 – 10 
years

Brushing twice daily 
with fluoride toothpaste 
and once without paste

For children above 10 
years

Brushing 3 times with 
fluoride toothpaste

35.	 Mouth	 rinses—were	 popularized	 in	
mid	1960s	by	Scandinavian	researches.	
Available	 in	 various	 compositions,	
0.2%,	 0.02%	 and	 0.05%	 for	 weekly,	
twice	daily	and	daily	use,	respectively.

36.	 Water	 defluoridation:	 is	 defined	 as	
the	downward	adjustment	of	fluoride	
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ion	 concentration	 in	 a	 public	 water	
supply	in	such	a	way	that	the	fluoride	
ion	 concentration	 in	 the	 water	 is	
consistently	maintained	 at	 1	 ppm	by	
weight.

37. Methods available methods for 
defluoridation	of	drinking	water	are:

	 (a)	 Activated	carbon.
	 (b)	 Bone.
	 (c)	 Hydroxyapatite.
	 (d)	 Lime	 and	 aluminium—the	

combined	 use	 of	 lime	 and	
aluminium	 is	 the	 key	 to	
Nalgonda	 Technique	which	was	
developed	at	the	Indian	National	
Environmental	 Engineering	
Research	 Institute	 (NEERI)	 at	
Nagpur	in	1974.	It	works	best	for	
medium	sized	communities.

	 (e)	 Ion	exchange	resins.
38.	 Fluoride	 is	 often	 called	 as	 a	 double	

edge	 sword	 as	 inadequate	 ingestion	
is	 associated	 with	 dental	 caries	 and	
excessive	 intake	 leads	 to	 dental	 and	
skeletal	fluorosis.

39.	 Toxicity	of	fluorides	is	of	two	types:
•	 Acute	toxicity—resulting	from	
the	 rapid	 ingestion	 of	 fluo-
ride	 at	 one	 time.	 The	 speed	
and	 severity	 of	 the	 response	
is	 dependent	 on	 the	 amount	
of	 the	 fluoride	 ingested	 and	
the	weight	 and	 age	 of	 the	 in-
dividual.	The	most	frequently	
encountered	 adverse	 effect	
is	 nausea	 due	 to	 hydrofluo-
ric	 acid	 formation	 which	 is	 a	
stomach	irritant

•	 Chronic	 toxicity—resulting	
from	the	long	term	ingestion	of	
smaller	amounts.	The	effect	on	
enamel	is	dental	fluorosis.	The	
effect	 on	 skeleton	 is	 skeletal	
fluorosis

40.	 Certainly	 Lethal	 Dose	 is	 32	 –	 64	mg	
of	 fluoride	 per	 kg	 of	 body	 weight.	
It	 is	 a	 lethal	 dose	 to	 everyone.	 One	
fourth	 of	 Certainly	 Lethal	 Dose	 is	
Safely	Tolerated	Dose.	 It	 is	 that	dose	
of	fluoride	which	is	ingested	without	
producing	symptoms	of	acute	toxicity.

41.	 Dental	fluorosis	is	caused	by	excessive	
intake	of	fluoride	during	tooth	devel-
opment.	It	is	about	two	to	three	times	
greater	than	the	recommended	dose.

	 The	clinical	features	of	dental	fluorosis	
varies	 from	 lusterless,	 opaque	 white	
patches	 the	 enamel	 which	 may	 be-
come	mottled,	 striated	 and/or	 pitted.	
The	mottled	areas	may	become	stained	
yellow	 or	 brown.	 Hypoplastic	 areas	
can,	to	an	extent,	cause	tooth	loss.

	 The	hypocalcified	areas	of	the	mottled	
enamel	are	less	soluble	in	acids,	have	
a	 greater	 permeability	 to	 dyes	 and	
emit	 fluorescence	 of	 higher	 intensity. 
The	 premolar	 is	 the	most	 commonly	
affected	 tooth	 by	 fluorosis.	 Skeletal	
fluorosis	presents	with	severe	pain	in	
the	back	bones,	joints,	hips,	stiffness	in	
joints	and	spine.	There	is	an	outward	
bending	 of	 legs	 and	 hands	 called	 as	
knock	knee	syndrome
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Key
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1. A fourth factor added to the epidemi-
ological triad of dental caries is:

 (a) Time
 (b) Social status
 (c) Economic background
 (d) Political background
2. The proteolysis theory of dental caries 

was proposed by:
 (a) Miller
 (b) Shafer
 (c) Slack
	 (d)	 Gottileb
3.	 The	specific	gravity	of	enamel	is:
 (a) 0.8
 (b) 1.8
 (c) 2.8
 (d) 3.8
4.	 The	 first	 international	 conference	 on	

the	declining	prevalence	of	dental	car-
ies	 to	 evaluate	 the	 evidence	 and	 the	
impact on dental education,dental 
research and dental practice was held 
in:

 (a) Boston
 (b) London
 (c) Moscow
 (d) Mexico

Epidemiology of Dental Caries

23
C H A P T E R

5.	 Cavities	 on	 the	 proximal	 surfaces	 of	
the	anterior	teeth	that	do	not	 involve	
the incisal angle categories under 
Black’s	classification	is:

 (a) Class I
 (b) Class II
 (c) Class III
 (d) Class IV
6. The maximum thickness of enamel is 

at:
 (a) The incisal edge
 (b) Neck of tooth
 (c) Cusps of molars
 (d) Fissures of molars
7. Eburnation of dentin refers to:
 (a) Acute caries
 (b) Chronic caries
 (c) Arrested caries
 (d) Recurrent caries
8. The highest number of enamel rods 

(12 million) is found in:
 (a) Lower laterals
 (b) Upper laterals
	 (c)	 Upper	first	molars
	 (d)	 Lower	first	molars
9. The lowest number of enamel rods (5 

millions) is found in:
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 (a) Lower laterals
 (b) Upper laterals
	 (c)	 Upper	first	molars
	 (d)	 Lower	first	molars
10. What is the concentration of inorganic 

material in dentin?
 (a) 95%
 (b) 85%
 (c) 75%
 (d) 65%
11. The organic portion of cementum con-

sists of:
 (a) Type IV collagen
 (b) Type I collagen and proteoglycans
 (c) Type II collagen and cementoblasts
 (d) Cementoblasts
12. Who quoted the statement “ Hot 

things, sharp things, sweet things, 
cold things, all rot the teeth and make 
them look like old things”:

 (a) Benjamin Franklin
 (b) Miller
 (c) Ludwig
 (d) Haugejorden
13.	 Which	races	have	a	higher	lower	car-

ies rate?
 (a) Chinese 
 (b) Whites
 (c) Americans
 (d) Europeans
14. Mansbridge found greater resem-

blance in caries, experience between:
 (a) Fraternal twins
 (b) Identical twins
 (c) Unrelated pair of children
 (d) Boys and girls
15. The familial heredity of dental caries 

can	be	attributed	to:
 (a) Genetic makeup
 (b) Dietary habits in family
 (c) Chromosomes
 (d) Genetic constitution

16. Which of the following groups are not 
considered a high risk for dental caries?

 (a) Psychopathic personality
 (b) Schizophrenia
	 (c)	 Maniac	depressive	psychosis
 (d) Alcoholism without psychosis
17. Nutrition as an epidemiological factor 

in the causation of dental caries can be 
considered under:

 (a) Agent
 (b) Host 
	 (c)	 Environment
	 (d)	 All	the	above
18. Proximal caries has a age predilection 

for:
 (a) 10 – 15 years
 (b) 15 – 20 years
 (c) 15 – 35 years
	 (d)	 Above	50	years
19.	 The	first	type	of	caries	to	occur	in	the	

oral	cavity	is:
	 (a)	 Pit	and	fissure	caries
 (b) Proximal caries
	 (c)	 Cervical	caries
 (d) Acute root caries
20. Which type of caries is associated with 

the	degenerative	processes	of	old	age:
	 (a)	 Pit	and	fissure	caries
 (b) Proximal caries
	 (c)	 Cervical	caries
 (d) Acute root caries
21. Which set of teeth is most frequently 

attacked	by	dental	caries?
 (a) Upper incisors
 (b) Upper molars
 (c) Lower incisors
 (d) Lower molars
22. Which of the following factors does 

not classify as a host factor in epide-
miology of dental caries?

 (a) Age
 (b) Familial heredity
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 (c) Variation within mouth
	 (d)	 Microflora
23. Identify the agent factor in the epide-

miology of dental caries:
 (a) Carbohydrates
	 (b)	 Geographical	variations
 (c) Emotional disturbances
 (d) Race
24.	 Which	 organism	 is	 identified	 in	 the	

initiation of carious lesions on enamel 
surfaces?

 (a) Streptococcus mutans
 (b) Lactobacillus
 (c) Actinomyces naeslundii
	 (d)	 Actinomyces	viscosus
25. Which of the following is not a geo-

graphical	variation	factor	in	epidemi-
ology of dental caries?

 (a) Sunshine 
 (b) Rainfall
 (c) Temperature
 (d) Urbanization
26. Which of these do not render any anti-

bacterial	property	in	saliva?
 (a) Lactoperoxidase
 (b) Lysozyme
 (c) Sialin
 (d) Lactoferrin
27.	 The	 pH	 of	 the	 saliva	 is	 determined	

mainly by the?
 (a) Phosphate content
 (b) Bicarbonate content
 (c) Sulphate content
 (d) Manganese content
28.	 Which	content	in	saliva	is	the	pH	rise	

factor which helps in clearing glucose 
from plaque?

 (a) Urea
 (b) Mucin
 (c) Sialin
 (d) Globulin

29. The predominant immunoglobulin 
present	in	saliva	is:

 (a) Ig A
 (b) Ig D
 (c) Ig E
 (d) Ig M
30. The Vipeholm study, a classical study 

of diet and dental caries was conduct-
ed on:

 (a) Children in a mental institution
 (b) Children in schools
 (c) Adults in a mental institution
 (d) Adults in factories
31.	 Which	of	these	was	a	conclusive	state-

ment of Vipeholm study?
 (a) An increase in carbohydrate does 

not	increase	the	caries	activity
 (b) The risk of caries is greater if 

sugar is taken in a form which 
gets retained on the teeth surfaces

	 (c)	 Caries	 activity	 is	 similar	 in	 all	
individuals

	 (d)	 The	 risk	 of	 caries	 activity	
increases if sugar is taken with 
meals rather than between meals

32. The Hopewood House study in diet 
and dental caries was conducted in:

 (a) Orphanage children
 (b) Old age home
 (c) Schools
 (d) Mental institution
33. The Hopewood House study was 

done for a period of:
 (a) 5 years
 (b) 10 years
 (c) 15 years
 (d) 20 years
34.	 The	 concentration	 of	 salivary	 immu-

noglobulin IgA is about:
 (a) 3 mg%
 (b) 6 mg%
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 (c) 9 mg%
 (d) 12 mg%
35.	 Which	salivary	factor	does	not	play	a	

role in causation of dental caries?
	 (a)	 Color	of	saliva
	 (b)	 Viscosity	of	saliva
	 (c)	 pH	of	saliva
	 (d)	 quantity	of	saliva
36.	 The	normal	quantity	of	saliva	secreted	

in a normal human adult is:
 (a) 400 – 500 mL / day
 (b) 700 – 800 mL / day
 (c) 1200 – 1500 mL / day
 (d) 1500 – 2000 mL / day
37.	 The	average	unstimulated	flow	rate	of	

saliva	is	about:
 (a) 0.1 mL per minute
 (b) 0.3 mL per minute
 (c) 0.5 mL per minute
 (d) 0.7 mL per minute
38. The characteristic of cariogenic plaque 

is:
 (a) It forms lactic acid from stored 

intracellular polysaccharides
 (b) Lower rate of sucrose consump-

tion
	 (c)	 Lower	level	of	Streptococcus	mu-

tans than non cariogenic plaque
	 (d)	 Higher	level	of	veillonella
39. Which diet and dental caries study 

showed that the physical form and 
frequency of carbohydrate is more im-
portant in cariogenicity than the total 
amount of sugar ingested?

 (a) Hopewood house study
 (b) Vipeholm study
 (c) Turku sugar study
 (d) World wide epidemiology
40. The main conclusion of Hopewood 

study was:
	 (a)	 The	effect	rendered	by	lacto	veg-

etarian	 diet	 vanishes	 after	 it’s	
withdrawal

	 (b)	 The	risk	of	caries	activity	increas-
es when sugar is consumed be-
tween meals

	 (c)	 The	risk	of	caries	activity	increas-
es if sugar is consumed in a form 
that is retained on teeth surfaces

	 (d)	 The	 increase	 in	 caries	 activity	
varies	widely	between	 individu-
als

41.	 In	 individuals	 with	 hereditary	 fruc-
tose intolerance, which enzyme is de-
ficient?

	 (a)	 Phosphoenolpyruvase
 (b) Amylase
 (c) Fructose-1-phosphate aldolase
 (d) Dextranase
42. The physical nature of food in caries 

etiology	does	not	affect:
 (a) Food retention
 (b) Food clearance
 (c) Food solubility
 (d) Food taste
43.	 Services	provided	by	 the	 community	

in	preventing	dental	caries	includes:
 (a) Diet planning
	 (b)	 School	water	fluoridation
	 (c)	 Pit	and	fissure	sealants
	 (d)	 Use	of	fluoridate	dentifrice
44. Which of these is least cariogenic?
 (a) Sucrose
 (b) Fructose
 (c) Lactose
 (d) Xylitol
45. Which of the following factors in epi-

demiology of dental caries can be at-
tributed to either the host, agent or 
environmental	factors?

 (a) Race
 (b) Plaque
 (c) Nutrition
 (d) Age
46. Identify the trace element with cario-

genic potential:
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 (a) Selenium
 (b) Fluoride
 (c) Vanadium 
 (d) Molybdenum
47.	 Senile	caries	is	the	term	given	to:
 (a) Early childhood caries
 (b) Proximal caries
 (c) Root caries
 (d) Arrested caries
48.	 Which	of	the	following	salivary	com-

ponent	is	not	known	to	elevate	plaque	
pH?

 (a) Sialin
 (b) Lactoperoxidase
 (c) Ammonia
	 (d)	 Salivary	phosphate
49. The teeth which are resistant to or less 

frequently	attacked	by	dental	caries	are:
 (a) Lower incisors
 (b) Upper incisors
	 (c)	 Lower	first	molars
	 (d)	 Upper	first	molars
50. Which carbohydrate is considered to 

be the “arch criminal” in the etiology 
of caries?

 (a) Sucrose
 (b) Maltose
 (c) Lactose
 (d) Fructose
51. Which trace element has a caries in-

hibiting	effect?
 (a) Selenium
 (b) Molybdenum
 (c) Iron
 (d) Copper
52. Total water hardness as an etiological 

factor in dental caries is measured in 
terms of:

 (a) Calcium carbonate
 (b) Fluoride carbonate
 (c) Phosphate carbonate
 (d) Sodium carbonate

53. Which of the following factors is not 
a social factor in the epidemiology of 
dental caries?

 (a) Economic status
 (b) Social pressure
 (c) Industrial hazards
 (d) Trace elements
54. Following a war, Mellanby and Mel-

lanby reported that dental caries:
 (a) Increased
 (b) Reduced
 (c) Was the same
 (d) Progressed to pulpitis within a 

short time
55.	 The	 predominant	 environmental	 fac-

tor which bought a reduction in caries 
following a war was due to:

	 (a)	 Reduction	 in	 refined	 carbohy-
drate

 (b) Reduction in protein content
 (c) Reduction in fat content
 (d) Increase in water intake
56. Which host factor contributes to the 

etiology of root caries?
 (a) Arch form
	 (b)	 Gingival	recession
	 (c)	 Increased	salivary	flow
 (d) Gender
57. The agent predominantly playing a 

part in root caries is:
 (a) Streptococcus mutans
	 (b)	 Streptococcus	salivaris
	 (c)	 Actinomyces	viscosus
 (d) Lactobacilli
58.	 Zone	of	 fatty	degeneration	of	Tome’s	

fibers	is	found	in:
 (a) Enamel caries
 (b) Dentinal caries
 (c) Root caries
 (d) Pulpal caries
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59. Toothbrush abrasion is considered an 
environmental	 factor	 for	 which	 type	
of caries?

 (a) Dental caries
 (b) Root caries
 (c) Proximal caries
 (d) Pulpal caries
60. Which of these is not a geographical 

variation	 in	 the	 environmental	 factor	
in epidemiology of dental caries?

 (a) Latitude
 (b) Sunshine
 (c) Temperature
 (d) Urbanization
61.	 Stephan’s	 curve	 depicts	 the	 relation-

ship between:
 (a) Exposure time and plaque pH
 (b) Microbial load and plaque pH
 (c) Exposure time and dental caries
 (d) Exposure time and microbial load
62.	 The	pattern	of	baby	bottle	tooth	decay	

is related to which of the following 
factors?

 (a) The chronology of primary tooth 
eruption

 (b) The duration of the harmful habit
	 (c)	 The	pattern	of	muscular	 activity	

of the sucking infant
	 (d)	 All	the	above
63.	 Saliva	poses	a	beneficial	action	in	den-

tal	caries	development	by:
	 (a)	 Facilitates	 removal	 of	 soluble	

carbohydrates from mouth
 (b) Enhances demineralization
 (c) Helps in the growth of bacteria
 (d) Inhibiting mineral loss and 

adhesion of bacteria
64. Which of the following relation about 

time and dental caries is correct?
 (a) The shorter the teeth exposed to 

fermentable carbohydrates, the 
more is acid produced

 (b) No relation with each other
 (c) The longer the teeth exposed to 

fermentable carbohydrates, the 
more is acid produced

	 (d)	 All	the	above
65. Which of the following poses a higher 

risk for dental caries?
 (a) Malaligned teeth
 (b) Hypoplastic teeth
	 (c)	 Attrited	teeth
 (d) Rotated teeth
66. Two carious lesions in last three years 

in	adults	is	classified	under:
 (a) No risk
 (b) Low risk
 (c) Moderate risk
 (d) High risk
67. Fluoride supplementation, for 6 – 16 

years	 in	0.3	 –	 0.6	ppm	fluoride	 level,	
drinking water is:

 (a) None
 (b) 0.15 mg /day
 (c) 0.25 mg / day
 (d) 0.50 mg / day
68.	 Topical	 application	of	fluoride	 classi-

fies	 under	which	 level	 of	 prevention	
for dental caries:

	 (a)	 Services	provided	by	the	individ-
ual

	 (b)	 Services	provided	by	the	commu-
nity

	 (c)	 Services	provided	by	the	dentist
	 (d)	 All	the	above
69. Identify the substance which inter-

feres with carbohydrate degradation 
through enzymatic alterations in the 
chemical	caries	prevention:

 (a) Fluorides
	 (b)	 Silver	nitrate
 (c) Antibiotics
 (d) Sarcoside
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70. Identify the substance which inter-
feres with bacterial growth and me-
tabolism:

	 (a)	 Caries	vaccine
 (b) Vitamin K
 (c) Iodides
 (d) Zinc chloride
71.	 Appropriate	use	of	fluoride	prescrip-

tions	 and	 fluoride	 dentifrice	 renders	
which	 type	 of	 prevention	 in	 dental	
caries?

 (a) Primordial
 (b) Primary
 (c) Secondary
 (d) Tertiary
72.	 Which	of	the	following	fluoride	deliv-

ery methods render both systemic and 
topical	benefits?

 (a) Fluoride mouthrinse
 (b) Fluoride dentifrices
	 (c)	 Fluoride	varnish
 (d) Fluoride tablets
73.	 Which	 of	 the	 minimal	 intervention	

methods used, treat the disease and 
do	not	prevent	it:

	 (a)	 Pit	and	fissure	sealant
 (b) ACP-CCP
	 (c)	 Atraumatic	restorative	treatment
	 (d)	 Silver	salts
74.  Cariogram aims to assess:
 (a) The caries risk graphically
	 (b)	 Success	of	curative	treatment
	 (c)	 Social	factors	of	the	individual
	 (d)	 Economic	factors	of	the	individual
75. The “green” sector in the cariogram 

assesses:
 (a) The diet
 (b) Bacteria
	 (c)	 The	 actual	 chance	 to	 avoid	 new	

cavities
 (d) Susceptibility

76.	 A	 combination	 of	 fluoride	 pro-
gramme,	 saliva	 secretion	 and	 saliva	
buffer	capacity	is	termed	as:

 (a) Diet
 (b) Susceptibility
 (c) Circumstances
	 (d)	 All	the	above
77.	 	Cariogram	was	developed	by:
 (a) G.V. Black
 (b) McKAY
 (c) Joe Frenken
	 (d)	 Douglas	Bratthall
78. The Cariogram is a pie circle diagram 

which	is	divided	into	how	many	sec-
tors?

 (a) 3
 (b) 5
 (c) 7
 (d) 9
79.	 Which	of	these	is	an	observational	hu-

man study in the relation between diet 
and dental caries?

 (a) Hopewood house study
 (b) Vipeholm study
 (c) Turku sugar study
 (d) Recife study
80. Which of these is not a chemical mea-

sure	in	dental	caries	prevention?
 (a) Casein phosphopeptide
 (b) Lasers
	 (c)	 Protective	food
 (d) Fluoride
81. Identify which is not an anticalculus 

agent:
 (a) Pyrophosphate
 (b) Zinc citrates
 (c) Triclosan
 (d) Vitamin D
82.	 Identify	the	intervention	study	in	epi-

demiology of dental caries:
 (a) Hopewood house study
 (b) Vipeholm study
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 (c) Tristan Da Cunha study
 (d) World wide epidemiology

Epidemiology of Dental Caries
1. Dental caries	is	defined	as	an	irrevers-

ible,	progressive	microbial	disease	af-
fecting	the	hard	tissue	of	the	oral	cavi-
ty, resulting in demineralization of the 
inorganic constituents and dissolution 
of organic constituents, thereby lead-
ing	to	a	cavity	formation.

2. The epidemiological factors of dental 
caries encompasses:

 (a) Host factors—includes
•	 Race or ethnicity – African and 

asian races are more caries free 
than europeans

•	 Age—Caries	 has	 3	 peaks	 of	
incidence: 4 – 8 years, 11 – 19 
years and 55 – 65 years. In old 
age, caries occurrence rises 
due to exposure of cementum 
and reduced manual dexterity

•	 Gender—caries	 has	 a	 higher	
predilection for girls, which 
could be because of early 
eruption, hormonal changes 
and	 morphological	 difference	
between males and females

•	 Familial	 heredity—caries	
score is similar in families. 
This could be due to family 
diet, morphology, occlusion 
and	salivary	factors

•	 Emotional	 disturbances—
periods of stress are associated 
with high caries incidence. 
This	 could	 be	 attributed	 to	
decreased	salivary	flow

•	 Diet	 and	 nutrition—nutrition	
is considered as a host factor 
because	 an	 individual	 selects	
specific	 food	 from	 the	 array	
available	to	them.	While	some	

are natural protein feeders, 
some are carbohydrate feeders

•	 Socio-economic	 status—has	 a	
complex nature. Earlier caries 
was reported higher in low 
socio-economic status due 
to poor oral hygiene. Now it 
is a disease of higher socio-
economic	status	due	to	refined	
carbohydrate intake

•	 Time	 factor—the	 window	 of	
infectivity	 is	 for	 2	 to	 4	 years	
after	eruption

•	 Variations	within	the	mouth	–	
can be grouped unde:

	 (i)	 According	to	the	surface	attacked	
—Pits	 and	 fissures	 are	 most	
commonly	affected

	 (ii)	 According	 to	 the	 tooth	 attacked	
—lower molars are the most 
affected	 while	 lower	 central	
incisors	are	the	least	affected

 (iii) Bilateral symmetry – caries 
occurs in symmetry in the arches
•	 Saliva—various	factors	related	

to dental caries are:
	 (i)	 Composition—studies	 have	

found that calcium and 
phosphorous content is low in 
caries process.

	 (ii)	 pH—pH	increases	with	the	flow	
rate. The pH rising factors are 
salivary	 phosphate,	 salivary	
proteins, ammonia, urea, arginine 
peptide and statherin.

 (iii) Quantity—700 – 800 mL per day 
is	 the	 normal	 quantity	 of	 saliva	
secreted.	 The	 flow	 reduces	 in	
aplasia and xerostomia.

	 (iv)	 Viscosity—is	 mainly	 due	 to	
mucin content.

	 (v)	 Antibacterial	 properties—is	 due	
to lactoperoxidase, lysozyme, 
lactoferrin and IgA.
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 (b) Agent factors—includes:
  Carbohydrates—Sucrose is the 

main arch criminal. In the pres-
ence of sucrose, bacteria produc-
es acids like lactic acid which de-
creases	pH	of	the	oral	cavity	and	
thus leading to demineralization 
of enamel and acts as caries ini-
tiater.

	 	 Foods	having	a	 rapid	oral	 clear-
ance are less caries producing 
than those with slow oral clear-
ance.

	 	 Microflora—the	main	 organisms	
capable of inducing carious le-
sions include mutans group of 
Streptococci, S. sanguis, S. salivar-
ius, S. milleri, Lactobacilli strain, 
Actinomyces viscosus and Actino-
myces naeslundii.

	 (c)	 Environment	factors—includes:
•	 Geographic	 variations	 –	 fac-

tors under these are latitude, 

distance from the seacoast, 
sunshine, temperature, rela-
tive	 humidity,	 rainfall,	 fluo-
ride, total water hardness, 
trace elements and soil

• Urbanization—a higher caries 
score in urban areas

• Nutrition—it is considered as 
an	environmental	factor	as	the	
tendency of man is to consume 
locally grown foods

• Social factors—economic sta-
tus,	social	pressure,	affordabil-
ity,	provision	of	good	preven-
tive	measures	influence	dental	
caries

• Industrial hazards—carbohy-
drates dust and acid fumes are 
both known to damage teeth 
by promoting caries and caus-
ing chemical erosion

Key
 1. (a)  2. (d)  3. (c)  4. (a)  5. (c)  6. (c)

 7. (c)  8. (c)  9. (a)  10. (d)  11. (b)  12. (a)

 13. (a)  14. (a)  15. (b)  16. (b)  17. (d)  18. (c)

 19. (a)  20. (d)  21. (d)  22. (d)  23. (a)  24. (a)

 25. (d)  26. (c)  27. (b)  28. (c)  29. (a)  30. (c)

 31. (b)  32. (a)  33. (b)  34. (b)  35. (a)  36. (b)

 37. (b)  38. (a)  39. (b)  40. (a)  41. (c)  42. (d)

 43. (b)  44. (d)  45. (c)  46. (a)  47. (c)  48. (b)

 49. (a)  50. (a)  51. (b)  52. (a)  53. (d)  54. (b)

 55. (a)  56. (b)  57. (c)  58. (b)  59. (b)  60. (d)

 61. (a)  62. (d)  63. (d)  64. (c)  65. (c)  66. (d)

 67. (d)  68. (c)  69. (d)  70. (a)  71. (b)  72. (d)

 73. (c)  74. (a)  75. (c)  76. (b)  77. (d)  78. (b)

 79. (a)  80. (c)  81. (d)  82. (b)
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1.	 The	white	soft	deposit	seen	on	the	cer-
vical	region	of	the	teeth	in	the	absence	
of	regular	tooth	brushing	is	called:

	 (a)	 Plaque
	 (b)	 Material	alba
	 (c)	 Calculus
	 (d)	 Slime	layer
2.	 Human	plaque	 is	considered	 to	have	

microorganisms	of:
	 (a)	 2	×	109	per	mL
	 (b)	 	2	×	1010	per	mL
	 (c)	 2	×	1011	per	mL
	 (d)	 2	×	1012	per	mL
3.	 A	type	of	periodontal	disease	which	is	

systemic	in	origin	is	called:
	 (a)	 Schmutz	pyorrhoea
	 (b)	 Atrophy
	 (c)	 Periodontitis
	 (d)	 Juvenile	periodontitis
4.	 Which	component	of	the	dental	plaque	

is	responsible	for	adhesive	nature?
	 (a)	 Dextran
	 (b)	 Bacteria
	 (c)	 Epithelial	cells
	 (d)	 Food	debris
5.	 The	 most	 common	 sites	 for	 calculus	

deposition	is:

Epidemiology of Periodontal Disease

24
C H A P T E R

	 (a)	 Buccal	surfaces	of	maxillary	mo-
lars

	 (b)	 Buccal	 surfaces	 of	 mandibular	
molars

	 (c)	 Labial	 surface	of	mandibular	 in-
cisors

	 (d)	 Labial	 surface	 of	 maxillary	 inci-
sors

6.	 Identify	the	systemic	factor	in	the	etio-
logic	chart	of	periodontal	disease:

	 (a)	 Food	impaction
	 (b)	 Faulty	nutrition
	 (c)	 Bruxism
	 (d)	 Improper	tooth	brushing
7.	 Wedging	of	food	and	debris	between	

the	 teeth	 by	 the	 action	 of	 the	 cheeks	
and	the	tongue	during	mastication	 is	
called?

	 (a)	 Vertical	impaction
	 (b)	 Diaganol	impaction
	 (c)	 Horizontal	impaction
	 (d)	 Straight	impaction
8.	 Identify	the	chemical	irritant	to	gingi-

val	and	periodontal	disease:
	 (a)	 Overhanging	margins	of	restoration
	 (b)	 Open	cavity	margins
	 (c)	 Alcohol
	 (d)	 Poorly	 fitting	 orthodontic	 appli-

ances
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9.	 Forces	 of	 mastication	 in	 excess	 of	
those	which	the	supporting	structures	
of	the	teeth	can	withstand	is:

	 (a)	 Traumatic	occlusion
	 (b)	 Premature	wear
	 (c)	 Indolent	mastication
	 (d)	 Nonocclusion
10.	 Swallowing	food	after	very	little	mas-

tication	 or	 constantly	 choosing	 soft	
food	 resulting	 in	periodontal	 disease	
is:

	 (a)	 Premature	wear
	 (b)	 Traumatic	occlusion
	 (c)	 Indolent	mastication
	 (d)	 Nonocclusion
11.	 Identify	the	nonmechanical	irritant	in	

etiology	of	periodontal	disease:
	 (a)	 Overhanging	margins	of	restoration
	 (b)	 Poorly	 fitting	 orthodontic	 appli-

ances
	 (c)	 Clasps	impinging	on	gingivae
	 (d)	 Smoking	tobacco
12.	 Faulty	 tooth	 brushing	 technique	 re-

sults	in:
	 (a)	 Abrasion	 or	 recession	 of	 the	

gingival	tissues
	 (b)	 Moving	 tooth	 against	 occlusal	

opposition
	 (c)	 Traumatic	occlusion
	 (d)	 Horizontal	food	impaction
13.	 Dehydrated	mucous	membrane	with	

posterior	occlusal	contact	and	anterior	
open	bite	is	characteristic	of:

	 (a)	 Tongue	thrusting
	 (b)	 Mouth	breathing
	 (c)	 Lip	biting
	 (d)	 Bruxism
14.	 Deficiency	of	which	vitamin	is	accom-

panied	with	gingival	bleeding:
	 (a)	 Vitamin	A
	 (b)	 Vitamin	C

	 (c)	 Vitamin	D
	 (d)	 Vitamin	E
15.	 Factors	of	occlusal	overfunction	in	eti-

ology	of	periodontal	disease	does	not	
include:

	 (a)	 Excessive	stress	on	teeth
	 (b)	 Insufficient	periodontal	support
	 (c)	 Too	 powerful	 masticatory	 mus-

culature
	 (d)	 Indolent	mastication
16.	 A	direct	 relationship	between	 the	 se-

verity	 of	 diabetic	 status	 and	 the	 re-
sorption	of	alveolar	bone	is	seen	in:

	 (a)	 Diabetic	patients
	 (b)	 Hypertension	patients
	 (c)	 Hypopituitarism
	 (d)	 Hyperpituitarism
17.	 Identify	the	drug	causing	gingival	in-

flammation:
	 (a)	 Dilantin	sodium
	 (b)	 Tetracycline
	 (c)	 Rifampicin
	 (d)	 Aspirin
18.	 The	first	report	of	antiplaque	property	

of	chlorhexidine	was	reported	by:
	 (a)	 Schmitz	in	1960
	 (b)	 Schroeder	in	1962
	 (c)	 Sheiham	in	1964
	 (d)	 Krogh	in	1966
19.	 Nutrition	 renders	 its	 beneficial	 effect	

against	periodontal	disease	by:
	 (a)	 Inflammatory	effect
	 (b)	 Oxidant	effect
	 (c)	 Microbial	action
	 (d)	 Immune	system	modification
20.	 Which	 of	 the	 following	 periodontal	

index	helps	to	assess	treatment	needs?
	 (a)	 PI
	 (b)	 PDI
	 (c)	 CPI
	 (d)	 CPITN
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21.	 Which	 type	of	blood	dyscrasias	does	
not	cause	periodontal	damage?

	 (a)	 Acute	leukemia
	 (b)	 Iron	deficiency	anemia
	 (c)	 Neutropenia
	 (d)	 Platelet	disorders
22.	 Which	 statement	 explains	 the	 rela-

tionship	 of	 periodontal	 disease	 with	
age?

	 (a)	 Periodontal	 disease	 increases	
with	increasing	age

	 (b)	 Periodontal	 disease	 decrease	
with	decreasing	age

	 (c)	 Periodontal	 disease	 has	 no	
relationship	with	age

	 (d)	 Periodontal	disease	is	seen	only	in	
systemic	 conditions	 irrespective	
of	age

23.	 The	least	affected	teeth	with	periodon-
tal	disease	are:

	 (a)	 Upper	molars
	 (b)	 Lower	central	incisors
	 (c)	 Lower	bicuspids
	 (d)	 Lower	canines
24.	 The	 teeth	 most	 frequently	 affected	

with	periodontal	disesase	are:
	 (a)	 Upper	molars
	 (b)	 Upper	central	incisors
	 (c)	 Lower	biscuspids	
	 (d)	 Upper	canines
25.	 Endocrinal	changes	does	not	attribute	

to	increased	risk	of	gingivitis	in:
	 (a)	 Hyperthyroidism
	 (b)	 Hyperparathyroidism
	 (c)	 Pregnancy
	 (d)	 Gigantism
26.	 Which	 of	 these	 do	 not	 act	 as	 a	 local	

host	 factor	 for	 epidemiology	 of	 peri-
odontal	disease?

	 (a)	 Trauma	from	occlusion
	 (b)	 Food	impaction
	 (c)	 Disuse
	 (d)	 Plaque

27.	 Identify	 the	 environmental	 factor	 in	
the	 epidemiology	 of	 periodontal	 dis-
ease:

	 (a)	 Nutrition
	 (b)	 Plaque
	 (c)	 Calculus
	 (d)	 Bacterial	flora
28.	 Which	 of	 the	 following	 vitamin	 de-

ficiency	 produces	 a	 severe	 type	 of	
necrotic	 gingivitis	with	 pseudomem-
brane	 formation	 and	 sloughing	 of	
buccal	mucosa?

	 (a)	 Riboflavin
	 (b)	 Niacin
	 (c)	 Pyridoxine
	 (d)	 Cyanocobalamin
29.	 Which	 gingival	 disease	 was	 discov-

ered	in	World	War	I?
	 (a)	 Acute	 necrotizing	 ulcerative	

gingivitis
	 (b)	 Disuse	atrophy
	 (c)	 Gingival	hyperplasia
	 (d)	 Juvenile	periodontitis
30.	 Periodontal	 surgery	 and	 root	 plan-

ning	are	the	services	offered	by:
	 (a)	 Individual
	 (b)	 Community
	 (c)	 Dental	professional
	 (d)	 School
31.	 Which	of	the	following	elements	does	

not	 produce	 a	 detrimental	 effect	 on	
gingiva?

	 (a)	 Mercury
	 (b)	 Lead
	 (c)	 Fluoride
	 (d)	 Thallium
32.	 Acute	periodontal	disease	and	loosen-

ing	of	teeth	are	characteristic	of	which	
deficiency?

	 (a)	 Vitamin	A
	 (b)	 Vitamin	D
	 (c)	 Vitamin	E
	 (d)	 Vitamin	C
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33.	 Gingival	 lesion	develops	 in	which	of	
these	blood	dyscrasias?

	 (a)	 Myelogenous	leukemia
	 (b)	 Purpura
	 (c)	 Erythrocytopenia
	 (d)	 Erythrocytosis
34.	 Which	 index	 is	 more	 accurate	 in	 es-

timating	pocket	depth	as	 it	considers	
recession?

	 (a)	 Community	Periodontal	Index	of	
Treatment	Needs

	 (b)	 Loss	of	Attachment
	 (c)	 Russell’s	Periodontal	Index
	 (d)	 Oral	Hygeine	Index	Simplified
35.	 Diet	planning	as	a	preventive	measure	

for	 dental	 disease	 is	 classified	 under	
which	mode	of	intervention?

	 (a)	 Health	promotion
	 (b)	 Specific	protection
	 (c)	 Early	 diagnosis	 and	 prompt	

treatment
	 (d)	 Rehabilitation

Epidemiology of Periodontal 
Disease
1.	 The	word	periodontal	means	around	

the	tooth.	Periodontal	disease	includes	
a	group	of	chronic	inflammatory	dis-
eases	that	affect	the	supportive	tissue	
of	the	teeth	and	encompasses	destruc-
tive	and	nondestructive	diseases.	It	is	
conveniently	divided	into:

	 (a)	 Periodontitis—the	main	 cause	 is	
the	presence	of	local	factors.

	 (b)	 Periodontosis—systemic	 factors	
overrules	 the	 local	 irritating	
factors.

	 (c)	 Disuse	atrophy.
2.	 The	epidemiology	of	periodontal	dis-

eases	include:
	 (a)	 Host	factors	–	includes

•	 Age—it	 is	mainly	 the	 disease	
of	adulthood,	at	 the	age	of	35	
–	44	years

•	 Gender—gingivitis	 and	 peri-
dontitis	 is	mostly	 seen	 in	 the	
males	 when	 compared	 to	 fe-
males.	 This	 could	 be	 due	 to	
better	oral	hygiene	practices	of	
females

•	 Race	 /	 ethnicity—asiatic	 races	
are	 more	 susceptible	 to	 peri-
odontal	 disease.	 American	
blacks	have	a	higher	incidence	
of	 disease	when	 compared	 to	
whites.	 This	 difference	 could	
probably	 be	 attributed	 to	 the	
educational	background

•	 Nutrition—vitamin	C	rich	diet	
provides	 immunity	 against	
periodontal	disease.	Vitamin	A	
and	vitamin	B	complexes	also	
have	proved	beneficial	to	peri-
odontal	health

•	 Habits—excessive	 abnormal	
forces	 on	 teeth	 transmitted	 to	
the	 attachment	 apparatus	 has	
a	deleterious	effect	on	the	peri-
odontium	as	in	case	of	clench-
ing,	 bruxism	 and	 abnormal	
biting	habits.	The	use	of	tobac-
co	 products	 is	 also	 linked	 to	
periodontal	 disease.	 Smoking	
tobacco	 in	 addition	 to	 chemi-
cal	 irritation	 also	 causes	 ther-
mal	irritantion

•	 Endocrine	 dysfuntions—pu-
berty	and	pregnancy	are	phys-
iological	conditions	where	one	
is	 susceptible	 to	 gingivitis.	 In	
pregnancy,	 benign	 pregnancy	
tumor	 is	 reported	which	 sub-
sides	after	parturition.

•	 Hyperthyroidism	 and	 hy-
perparathyroidism	 are	
conditions	 known	 to	
have	 higher	 incidence	 of 
periodontal	 disease.	 Poorly	
controlled	 diabetic	 subjects	
complain	 of	 diminished	 sali-
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vary	flow	and	burning	 sensa-
tion	of	mouth.	Decreased	met-
abolic	control	in	these	patients	
present	 a	 greater	 frequency	
and	 severity	 of	 periodontal	
disease

•	 Blood	 dyscrasias—Literature	
reports	 higher	 incidence	 of	
periodontal	 disease	 in	 acute	
monocytic	 leukemia	 and	
aplastic	anemia

•	 Medication—certain	 medi-
cines	 like	 phenytoin,	 cyclo-
sporine,	 calcium	 antagonists	
and	NSAIDS	act	as	predispos-
ing	factors	for	gingival	inflam-
mation

•	 Immune	 system	 disorders—
patients	 infected	 with	 Hu-
man	 Immunodeficiency	Virus	
(HIV)	may	present	with	severe	
form	of	periodontal	disease

	 (b)	 Agent	factors—includes:
•	 Plaque—it	must	be	present	for	
the	 bacteria	 to	 gain	 a	 lasting	
hold	in	the	periodontal	area

•	 Calculus—Calculus	 gives	
plaque	 a	 firmer	 hold	 on	 the	

neck	of	 the	 tooth,	defying	 the	
action	of	toothbrush	or	floss

•	 Microflora—specific	 peri-
odontal	 pathogens	 impreg-
nated	are	Porphyromonos gingi-
valis,	Prevotella intermedia, Bac-
teroides forsythus, Bacteroides 
melaninogenicus and	 actinomy-
ces.

•	 Chemical	and	physical	hazards	
—mercury,	 lead	 and	 thallium	
have	been	reported	to	produce	
gingivitis	 accompanied	 by	
a	 dark	 line	 parallel	 to	 the	
gingival	margin

	 (c)	 Environment	factors:
•	 Fluoride	in	drinking	water—a	
weak	tendency	is	reported	for	
decreased	periodontal	disease	
as	fluoride	increased

•	 Degree	of	urbanization—rural	
children	 are	 found	 to	 have	
higher	periodontal	scores	than	
urban	children

•	 Educational	 background—
the	 degree	 of	 education	
is	 inversely	 related	 to	 the	
severity	of	periodontal	disease

Key
 1. (b)  2. (c)  3. (d)  4. (a)  5. (a)  6. (b)

 7. (c)  8. (c)  9. (a)  10. (c)  11. (d)  12. (a)

 13. (b)  14. (b)  15. (d)  16. (a)  17. (a)  18. (b)

 19. (d)  20. (d)  21. (d)  22. (a)  23. (c)  24. (a)

 25. (d)  26. (d)  27. (a)  28. (b)  29. (a)  30. (c)

 31. (c)  32. (d)  33. (a)  34. (b)  35. (a)
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1. Malignant tumor arising from connec-
tive tissue is called:

 (a) Cancer
 (b) Carcinoma
 (c) Sarcoma
 (d) Autonomy
2. 90% of oral cancer cases in developing 

countries is attributed to:
 (a) Tobacco use
 (b) Sunlight
 (c) Spices
 (d) Syphilis
3. No tobacco day is being observed on:
 (a) 31st March
 (b) 31st May
 (c) 31st July
 (d) 31st December
4. Which form of tobacco smoking is also 

called water pipe or hubble – bubble:
 (a) Cigarette
 (b) Cigar
 (c) Hookah
 (d) Dhumti
5. Which constitutent of the smoking 

tobacco causes an impaired oxygen 
transport?

 (a) Phenol
 (b) Benzopyrene

Epidemiology of Oral Cancer
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 (c) Nicotine
 (d) Carbon monoxide
6. An example of oral cancer attributed 

to dietary imbalances in humans is:
 (a) Plummer vinson syndrome
 (b) Down’s syndrome
 (c) Gray baby syndrome
 (d) Goldenhar syndrome
7. Which of the following factors does 

not influence survival from oral can-
cer?

 (a) Size of the lesion
 (b) Degree of differentiation
 (c) Socio-economic status
 (d) Site of the lesion
8. Possible signs and symptoms of oral 

cancer includes:
 (a) A white or red patch in the mouth
 (b) Difficutlty in chewing or 

swallowing
 (c) Numbness of the tongue or other 

areas of the mouth
 (d) All the above
9. Which of these cancer are least likely 

to be an occupational hazard?
 (a) Skin
 (b) Breast
 (c) Lung
 (d) Bladder
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10. Which mineral is present in highest 
amount in human body?

 (a) Calcium
 (b) Phosphorous
 (c) Magnesium
 (d) Iron
11. Identify the predisposing factor in the 

etiology of oral cancer:
 (a) Smoking tobacco
 (b) Heavy consumption of alcohol
 (c) Presence of potentially malignant 

lesions
 (d) Genetic predisposition
12. The rate of malignant transformation 

of leukoplakia and erythroplakia is:
 (a) 0 – 2%
 (b) 2 – 6%
 (c) 15 – 20%
 (d) 40 – 50%
13. The two most important risk factors 

associated with 75 – 90% of oral can-
cers are:

 (a) Tobacco and alcohol
 (b) Genetic predisposition and alco-

hol
 (c) Sunlight and tobacco
 (d) Dental trauma and tobacco
14. An important antioxidant found in 

vegetables and fruits known to protect 
against cancer is:

 (a) Niacin
 (b) Beta carotene
 (c) Tocopherol
 (d) Cholecalciferol
15. Which type of Herpes simplex is a 

known risk factor in oral cancer?
 (a) Herpes simplex type I
 (b) Herpes simplex type II
 (c) Herpes simplex type III
 (d) Herpes simplex type IV
16. T1N0M0 represents which stage of 

cancer in the TNM system of tumor 
staging:

 (a) Stage 0
 (b) Stage I
 (c) Stage II
 (d) Stage III
17. The five year survival rate is lesser in 

which stages of oral cancer:
 (a) Stage I and II
 (b) Stage 0
 (c) Stage II and III
 (d) Stage III and Stage IV
18. Cancer registries for oral cancer are 

maintained in:
 (a) Regional cancer center
 (b) Medical colleges
 (c) District hospitals
 (d) Taluka hospitals
19. Which of the following is not an intra 

oral radiotherapy technique?
 (a) External radiation
 (b) Perioral radiation
 (c) Interstitial radiation
 (d) Osseous radiation
20. Which of the following is not a con-

tributing or predisposing factor to 
oral cancer?

 (a) Dietary deficiencies
 (b) Sunlight
 (c) Smoking and chewing tobacco
 (d) Candida albicans infection
21. The 5 A method for tobacco cessation 

are:
 (a) Ask, advice, assess, assist and 

arrange
 (b) Ask, accommodate, assist, access 

and arrange
 (c) Advice, accuracy, assess, arrange 

and ask
 (d) Ask, advice, assess, assist and 

advertise
22. High level of dependence of tobacco 

use in individuals is:
 (a) Who use tobacco within 30 

minutes of waking up

Chapter 25.indd   172 04-12-2015   15:59:08



Epidemiology of Oral Cancer 173

 (b) Who use tobacco within 1 hour of 
waking up

 (c) Who use tobacco within 2 hours 
of waking up

 (d) Who use tobacco within 3 hours 
of waking up

23. Which of these diagnostic test have a 
higher false positive and false nega-
tive readings?

 (a) Biopsy
 (b) Exfoliative cytology
 (c) Toluidine blue staining
 (d) Computed tomography scan
24. Anticancer drugs which comes under 

the classification of alkylating agent is:
 (a) Methotrexate
 (b) Busulfan
 (c) Vinblastin
 (d) Bleomycin
25. Tightening restrictions on tobacco and 

alcohol advertising and promotion is 
an example for:

 (a) Building healthy public policy
 (b) Creating supportive, environ-

ments
 (c) Strengthening community action
 (d) Developing personal skills
26. Creating smoke free public spaces 

comes under which principle of oral 
health promotion?

 (a) Building healthy public policy
 (b) Create supportive environment
 (c) Strengthen community action
 (d) Reorient health services
27. Identify the risk factor for dental inju-

ries:
 (a) Incisor retrusion
 (b) Overjet of 2 mm
 (c) Overjet of 6 mm and more
 (d) Competent lips

28. Which smoking tobacco is used for re-
verse smoking in women?

 (a) Chutta
 (b) Chillum
 (c) Dhumti
 (d) Gudaku
29. A type of tobacco used to clean teeth 

is:
 (a) Khaini
 (b) Gutka
 (c) Masheri
 (d) Dhumti

Epidemiology of Oral Cancer
1. The established risk factors for oral 

cancer are:
• Smoking tobacco
• Chewing tobacco
• Chewing betel quid
• Heavy consumption of alcohol
• The presence of a potentially 

malignant oral lesion or condi-
tion

2. Contributory or predisposing factors 
are:

• Dietary deficiencies, particu-
larly vitamin A, C, E and iron

• Familial or genetic predisposi-
tion

• Viral infections, especially cer-
tain types of human papilloma 
viruses

• Sunlight
• Candida albicans infections
• Immune deficiency diseases or 

immune suppression
• Environmental exposure to 

the burning fossil fuels
• Dental trauma 
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Key
 1. (c)  2. (a)  3. (b)  4. (c)  5. (d)  6. (a)

 7. (c)  8. (d)  9. (b)  10. (a)  11. (d)  12. (b)

 13. (a)  14. (b)  15. (a)  16. (c)  17. (d)  18. (a)

 19. (d)  20. (c)  21. (a)  22. (a)  23. (b)  24. (b)

 25. (a)  26. (b)  27. (c)  28. (c)  29. (c)
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1. An index measuring the periodontal 
disease of an individual is classified 
under:

 (a) Composite index
 (b) Cumulative index
 (c) Reversible index
 (d) Symptom index
2. An example for the reversible index—

where scores can decrease or increase 
on subsequent examinations is:

 (a) Periodontal index
 (b) Dental caries index
 (c) Root caries index
 (d) Plaque index
3. Third molars are not recorded in Oral 

Hygiene Index (OHI) because of:
 (a) Inconvenience
 (b) Wide variations in the height of 

the clinical crown
 (c) Absent most of the times
 (d) Simplicity
4. The upper limit for the OHI – S index 

is:
 (a) 6
 (b) 12
 (c) 18
 (d) 24
5. An index used to assess an individual’s 

oral hygiene performance is:

Indices in Dentistry
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 (a) OHI – S
 (b) PHP
 (c) DMFT
 (d) PI
6. Any soft foreign matter loosely 

attached to the teeth, consisting of 
mucin, bacteria and food debris is 
called:

 (a) Smear layer
 (b) Material alba
 (c) Debris
 (d) Plaque
7. The Plaque Index measures the 

thickness of plaque at the:
 (a) Incisal third
 (b) Middle third
 (c) Gingival third
 (d) Occlusal portion
8. The Ramfjord’s index teeth are:
 (a) 16, 12, 24, 36, 32 and 44
 (b) 16, 11, 26, 36, 31 and 46
 (c) 16, 12, 24, 36, 31 and 46
 (d) 17, 11, 27, 37, 31 and 47
9. Which of the indices measures extent 

of debris accumulation, for evaluating 
tooth brushing efficacy?

 (a) Silness and Loe index
 (b) Loe and silness index
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 (c) Glass index
 (d) Navy plaque index
10. Which instrument is used to record 

the Gingival Bleeding Index?
 (a) Straight probe
 (b) Unwaxed dental floss
 (c) Explorer
 (d) CPI C probe
11. The instrument used to record Oral 

Hygiene Index (OHI) is:
 (a) CPI C probe
 (b) CPI E probe
 (c) Shepard’s hook
 (d) William’s probe
12. An index measures the disease in 

terms of:
 (a) Qualitative
 (b) Quantitative
 (c) Cumulative
 (d) Facultative
13. The term reproducibility is synony-

mous with:
 (a) Clarity
 (b) Validity
 (c) Reliability
 (d) Quantifiability
14. Sensitivity and specificity are the 

components of:
 (a) Validity
 (b) Reliability
 (c) Acceptability
 (d) Precision
15. The quality of an index to provide a 

measurement on which statitistical 
analysis can be undertaken is:

 (a) Validity
 (b) Sensitivity
 (c) Quantifiability
 (d) Acceptability
16. Fillings which were not placed due to 

caries alone leads in poor:

 (a) Simplicity
 (b) Sensitivity
 (c) Specificity
 (d) Reliability
17. An index measuring the conditions of 

the past and present are:
 (a) Composite
 (b) Cumulative
 (c) Simplified
 (d) Simple
18. The use of Horowitz Index is to 

measure:
 (a) Dental caries
 (b) Periodontal treatment needs
 (c) Fluorosis
 (d) Trauma
19. The index teeth recorded in Simplified 

Hygiene Index Oral are:
 (a) 16, 11, 26, 36, 31 and 46
 (b) 17, 11, 27, 37, 31 and 47
 (c) 16, 12, 26, 36, 32 and 46
 (d) 17, 12, 27, 37, 32 and 47
20. An index used to assess an individual’s 

oral hygiene performance is:
 (a) Oral Hygiene Index
 (b) Oral Hygiene Index simplified
 (c) Patient Hygiene Performance 

Index
 (d) Plaque Index
21. Which score of Russell’s Periodontal 

Index is assessed only with the help of 
radiographs?

 (a) 2
 (b) 4
 (c) 6
 (d) 8
22. Which of the following is not an 

advantage of CPITN?
 (a) Simplicity
 (b) Speed
 (c) International uniformity
 (d) Reliability
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23. The Community Periodontal Index of 
Treatment Needs (CPITN) does not 
consider:

 (a) Bleeding
 (b) Calculus
 (c) Recession
 (d) Pockets
24. The mouth is divided into how many 

sextants in Community Periodontal 
Index of Treatment Needs (CPITN)?

 (a) 4
 (b) 6
 (c) 8
 (d) 10
25. The ball tip of Community Periodontal 

Index of Treatment Needs (CPITN)
probe is of:

 (a) 0.1 mm diameter
 (b) 0.5 mm diameter
 (c) 1 mm diameter
 (d) 5 mm diameter
26. The probing force for working 

component of Community Periodontal 
Index of Treatment Needs (CPITN) is:

 (a) 10 g
 (b) 20 g
 (c) 30 g
 (d) 40 g
27. The CPI-E probe has black markings 

from:
 (a) 1.5 to 3.0 mm
 (b) 3.5 to 5.5 mm
 (c) 5.5 to 8.0 mm
 (d) 8.5 to 11.5 mm
28. The total number of surfaces counted 

in DMFS, if third molars are included:
 (a) 32
 (b) 28
 (c) 128
 (d) 148
29. The WHO modification of DMFT 

index was given in:

 (a) 1981
 (b) 1982
 (c) 1984
 (d) 1986
30. Which of the following indices does 

not measure treatment need?
 (a) DMFT
 (b) CPITN
 (c) IOTN
 (d) RCI
31. Which of the statements regarding 

CPITN is not true?
 (a) It assesses treatment need
 (b) Measures the amount or the 

activity of the disease
 (c) Is used as a screening test
 (d) Describes the prevalence of  need 

for different types of treatment
32. Periodontal Index by Russell does not 

measure:
 (a) Bleeding on probing
 (b) Calculus
 (c) Pockets
 (d) Gingival recession
33. Teeth missing for other reasons such 

as trauma or periodontal disease in 
DMFT questions the problem of:

 (a) Relevance
 (b) Treatment decisions
 (c) Benefit of treatment
 (d) Quality of treatment
34. Which of these is a feature of 

quantitative research?
 (a) Fewer people are included in 

samples
 (b) Samples are randomly taken
 (c) The matters discussed are 

determined by the research 
subjects

 (d) Greater quantities of more 
detailed data are collected

35. The care index in the DMFT index is 
calculated by the equation:
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 (a) (M + F) / DMF) ×100
 (b) (F / DMF ) × 100
 (c) (F / (D +F) × 100
 (d) (D /DMF) × 100
36. The missing component of the 

Decayed Missing Filled Teeth Index is 
scored if teeth is:

 (a) Unerupted
 (b) Missing due to an accident
 (c) Congenitally missing
 (d) Missing  due to caries
37. Which of these is not a criteria for 

identification of dental caries?
 (a) Lesion is clinically visible and 

obvious
 (b) Explorer tip penetrates into hard 

surface
 (c) There is discoloration or loss of 

translucency
 (d) The explorer tip in a pit or fissure 

catches or resists removal after 
moderate to firm pressure

38. An index used to study the depth 
and extent of the caries surfaces and 
pulpal involvement is:

 (a) Caries Severity Index
 (b) Czechoslovakian Caries index
 (c) DMFS index
 (d) SiC index
39. The expanded form of CPITN is:
 (a) Community Periodontal Index 

from Treatment Needs
 (b) Community Periodontal Index of 

Treatment Needs
 (c) Community Periodontal Index 

for Treatment Needs
 (d) Community Periodontal Index to 

Treatment Needs
40. Which index is used to measure 

enamel defects?
 (a) DDE modified
 (b) TF index

 (c) RCI
 (d) IOTN and PAR
41. Therapeutic index is:
 (a) An approximate assessment on 

the safety of drug
 (b) Certainly lethal dose of drug
 (c) Plasma half life of drug
 (d) Effective dose of drug
42. Which component of DMFT index is 

most likely to give a false score?
 (a) D component
 (b) M component
 (c) F component
 (d) All the above
43. Periodontal Index of Russell scores 

diffuse gingivitis in whole tooth as:
 (a) 1
 (b) 2
 (c) 4
 (d) 6
44. DMFT modification in 1982 by WHO 

examines how many number of teeth?
 (a) 28
 (b) 32
 (c) 12
 (d) 6
45. Which of the following is true about 

DMFT index?
 (a) It is a full mouth index
 (b) Is an irreversible index
 (c) Is a cumulative index
 (d) All the above
46. The F component is scored in DMFT if 

the tooth has:
 (a) Zinc oxide eugenol filling
 (b) Caries with filling
 (c) Silver amalgam filling
 (d) Filling of deciduous tooth
47. How many number of surfaces are 

scored in the OHI-S?
 (a) 6
 (b) 12
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 (c) 24
 (d) 32
48. The length of CPITN probe is:
 (a) 3.5 mm
 (b) 5.5 mm
 (c) 11.5 mm
 (d) 14.0 mm
49. The modified Dean’s Fluorosis Index 

has:
 (a) 5 points
 (b) 6 points
 (c) 7 points
 (d) 9 points

Indices in Dentistry
1. An index is defined as a numerical 

value describing the relative status of a 
population on a graduated scale with 
definite upper and lower limits, which 
is designed to permit and facilitate 
comparison with other population 
classified by the same criteria and 
methods—Russell A.L.

2. The objective of indices in dental 
epidemiology is to:

• Increase the understanding of 
the disease process

• To better understand  the 
methods of control and 
prevention

• To identify high risk and low 
risk population

3. The ideal requisites of an index are:
 (a) Clarity, simplicity and objectivity 

—the criteria of the index should 
be clear with distinct categories.

 (b) Validity—the index must 
measure what it is intended to 
measure.

 (c) Reliability—the index should 
measure consistently at different 
times and under a variety of 
conditions.

 (d) Quantifiability—the index 
should be able to undergo 
statistical analysis.

 (e) Sensitivity—the index should be 
able to detect reasonably small 
shifts, in either directions. 

 (f) Acceptability—the index use 
should not be painful to the 
patient.

4. Index is classified into:
 (a) According to the direction in 

which scores fluctuate:
• Reversible index—that which 

can measure conditions which 
can be changed. Example: 
Simplified Hygiene Index Oral

• Irreversible index—that 
measuring conditions which 
cannot be changed. Example: 
Dental Caries Index

• Composite index—an index 
measuring both reversible 
and irreversible conditions. 
Example: Periodontal Index

 (b) According to the extent measured 
in the oral cavity
• Full mouth index—that which 

measures the entire dentition. 
Example: Dental Caries Index

• Simplified index—which 
measures only a representa-
tive sample of the dentition, 
i.e. few or selected teeth. Ex-
ample: Simplified Oral Hy-
giene Index

5. Indices used to measure oral hygiene 
of patient:

 (a) Oral Hygiene Index.
 (b) Simplified Oral Hygiene Index.
 (c) Patient Hygiene Performance 

Index.
6. Indices used to measure dental caries:
 (a) Decayed Missing Filled Teeth 

Index.
 (b) Decayed Missing Filled Surfaces 

Index.
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 (c) Def index.
 (d) Dental caries severity classifica-

tion scale.
 (e) Caries Susceptibility Index.
 (f) SiC Index.
 (g) Root Caries Index.
 (h) Caries Severity Index.
 (i) Czechoslovakian Caries Index.
 (j) Moller’s Index.
7. Indices used to measure plaque:
 (a) Plaque Index.
 (b) Turesky Gilmore Glickman  

modification of the Quigley Hein 
Plaque Index.

 (c) Glass Index.
 (d) Shick and Ash modification of 

Plaque Criteria.
 (e) Navy Plaque Index.
8. Indices used to measure gingival sta-

tus:
 (a) Papillary Marginal Attachment 

Index.
 (b) Gingival Index.
 (c) Gingival Bleeding Index.
 (d) Papillary Bleeding Index.
 (e) Sulcus Bleeding Index.

9. Indices used to measure periodontal 
status:

 (a) Periodontal Index.
 (b) Periodontal Disease Index.
 (c) Community Periodontal Index of 

Treatment Needs.
 (d) Gingival Periodontal Index.
10. Indices used to measure malocclu-

sion:
 (a) Dental Aesthetic Index.
 (b) Handicapping Labio – Lingual 

Deviations Index.
 (c) Index of Orthodontic Treatment 

Needs.
11. Indices used to measure oral cancer:
 (a) TNM Classification System for 

staging of oral cancer.
12. Indices used to measure fluorosis:
 (a) Dean’s Fluorosis Index.
 (b) Community Fluorosis Index.
 (c) Thylstrup Frejerkov Index.
 (d) Tooth Surface Index of Fluorosis.
 (e) Fluorosis Risk Index.
13. Indices used to measure tooth wear:
 (a) Tooth Wear Index.

Key
 1. (a)  2. (d)  3. (c)  4. (a)  5. (b)  6. (c)

 7. (c)  8. (a)  9. (c)  10. (b)  11. (c)  12. (b)

 13. (c)  14. (a)  15. (c)  16. (c)  17. (b)  18. (c)

 19. (a)  20. (c)  21. (b)  22. (d)  23. (c)  24. (b)

 25. (b)  26. (b)  27. (b)  28. (d)  29. (d)  30. (d)

 31. (b)  32. (d)  33. (a)  34. (b)  35. (b)  36. (d)

 37. (b)  38. (a)  39. (b)  40. (a)  41. (a)  42. (b)

 43. (b)  44. (b)  45. (d)  46. (c)  47. (a)  48. (d)

 49. (a)
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1. Which of these do not categorize as a 
disaster?

 (a) Tornadoes
 (b) Earthquakes
 (c) Epidemics
 (d) Warfare
2. The process of classifying the injured 

based on their severity of injuries and 
likelihood of survival in disaster is 
called as:

 (a) First aid
 (b) Triage
 (c) Field care
 (d) Recovery
3. Moribund patients who require a 

great deal of attention, with question-
able benefit get which type of priority 
in disaster management?

 (a) High priority
 (b) Moderate priority
 (c) Low priority
 (d) No priority
4. The process of triage at the site of di-

saster helps to:
 (a) Determine transportation priority
 (b) Give immediate first aid
 (c) Good statistical data of an event
 (d) Relax the health care professional

Disaster Management
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5. Which of the following is not men-
tioned in disaster tagging?

 (a) Age
 (b) Place of origin
 (c) Triage category
 (d) Educational qualification
6. Which of these does not categorize 

under “Care of the dead” in disaster 
management?

 (a) Removal of dead from the 
disaster scene

 (b) Identification
 (c) Reception of bereaved relatives
 (d) Compenstation for the victims
7. The Relief Phase begins in disaster 

management when:
 (a) Assistance from outside starts to 

reach disaster area
 (b) The victims are tagged
 (c) Triage begins
 (d) Uninjured survivors come to help
8. The four principal components in 

managing humanitarian supplies are:
 (a) Acquisition, transportation, stor-

age and distribution
 (b) Acquisition, transportation, auc-

tion and distribution
 (c) Acquisition, transportation, auc-

tion and storage
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 (d) Acquisition, storage, transporta-
tion and storage.

9. An increase in transmission of com-
municable diseases occurs in disaster 
management due to:

 (a) Proper sanitation in temporary 
resettlements

 (b) Population displacement
 (c) Ground water supply
 (d) First aid provided
10. Which outbreak is most common in 

the post disaster period?
 (a) Meningitis
 (b) Encephalitis
 (c) Gastroenteritis
 (d) Heart attack
11. The WHO does not recommend ty-

phoid and cholera vaccines in routine 
use in endemic area, because they 
have:

 (a) Increased efficacy
 (b) Poor compliance
 (c) Higher financial costs
 (d) Technique sensitive
12. The final phase in a disaster is:
 (a) Health promotion
 (b) Specific protection
 (c) Early diagnosis
 (d) Rehabilitation
13. Which of this does not categorize into 

vector borne diseases?
 (a) Rat bite fever
 (b) Dengue fever
 (c) Malaria
 (d) Tetanus
14. Measures designed to prevent haz-

ards from causing emergency or to less-
en the likely effects of emergencies are:

 (a) Disaster response
 (b) Triage
 (c) Disaster mitigation
 (d) Disaster preparedness

15. Identify the measure for disaster pre-
paredness:

 (a) Improved building codes
 (b) Protection of vulnerable popula-

tion
 (c) Ensuring resources and proce-

dures in place
 (d) Planning
16. It is advised to increase residual chlo-

rine level in disaster management to:
 (a) 0.1 mgL
 (b) 0.3 mgL
 (c) 0.5 mgL
 (d) 0.7 mgL
17. Bhopal gas tragedy dates to:
 (a) 3rd December 1964
 (b) 3rd December 1984
 (c) 3rd December 1994
 (d) 3rd December 2004
18. The green house effect indicates:
 (a) Go green concept
 (b) Global warming
 (c) Population explosion
 (d) Disease transition
19. India is prone to natural calamities of 

about 8 a year due to:
 (a) Increased population
 (b) Wide range of topographic and 

eight climatic conditions
 (c) Increased disease prevalence
 (d) Changing political situations
20. The chemical released in bhopal gas 

tragedy 1984 was:
 (a) Methyl isocyanate gas
 (b) Ethyl isocyanate gas
 (c) Fluorine gas
 (d) Acetylcholine
21. Which day in a year is designated as 

“World Disaster Reduction Day”?
 (a) Second Wednesday of August
 (b) Second Wednesday of September
 (c) Second Wednesday of October 
 (d) Second Wednesday of November
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Disaster Management
1. A disaster is defined as any occur-

rence that causes damage, ecological 
disruption, loss of human life or dete-
rioration of health and health services 
on a scale sufficient to warrant an ex-
traordinary response from outside the 
affected community or area.

2. Morbidity or increase in disease rate 
occurs in a disaster due to:

 (a) Injuries
 (b) Emotional stress
 (c) Epidemic of disease
 (d) Increase in indigenous diseases.

3. Three fundamental aspects of a disas-
ter management include:

 (a) Disaster response
 (b) Disaster preparedness
 (c) Disaster mitigation
4. Disaster response includes searching, 

rescuing and providing first aid. In 
disasters, triage system is followed, 
wherein individuals are treated on the 
basis of the severity of their injuries 
and the likelihood of their survival 
with prompt medical intervention.

Key
 1. (d)  2. (b)  3. (c)  4. (a)  5. (d)  6. (d)

 7. (a)  8. (a)  9. (b)  10. (c)  11. (b)  12. (d)

 13. (d)  14. (c)  15. (c)  16. (d)  17. (b)  18. (b)

 19. (b)  20. (a)  21. (c)
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1. The role of medicine in the decline 
of communicable diseases was first 
questioned by:

 (a) McKeown
 (b) Martin Luther
 (c) Sheiham
 (d) Watt
2. Doctors acted on the basis of medical 

opinion rather than their knowledge 
of scientific facts was suggested by:

 (a) Cochrane
 (b) Mellanby
 (c) Bibby
 (d) Hamilton
3. The process of problem based learning 

approach to clinical education was 
first developed at which school?

 (a) Mac Master School in Canada
 (b) West Minister University in 

England
 (c) South Wales School in New 

Zealand
 (d) Oxford University in England
4. The ability to track down, critically 

appraise and incorporate a rapidly 
growing body of evidence into clinical 
practice is:

 (a) Clinical trial
 (b) Critical appraisal of literature

Evidence Based Dentistry
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 (c) Evidence based medicine
 (d) Health care delivery system
5. The first step in Evidence Based 

Dentistry is:
 (a) Act on evidence
 (b) Make sense on evidence
 (c) Search for evidence
 (d) Identify clinical problem
6. Which evidence tops the list in the 

bhierarchy of evidence?
 (a) Longitudinal cohort study
 (b) RCT
 (c) Systematic review
 (d) Case control study
7. The process of matching patients with 

a particular disease to their controls is: 
 (a) Meta analysis
 (b) RCT
 (c) Longitudinal cohort study
 (d) Case control study
8. Which type of evidence classifies as 

Type II  in Evidence Based Dentistry?
 (a) At least one good systematic review 
 (b) At least one good RCT
 (c) Well designed interventional 

studies without randomization
 (d) Well designed observational 

studies
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9. When is an evidence considered to be 
‘unknown’?

 (a) Beneficial
 (b) Likely to be beneficial
 (c) Trade off between  beneficial and 

adverse effects
 (d) Unknown
10. Which of these is not a source for 

locating the evidence in Evidence 
Based Dentistry?

 (a) Ask an expert
 (b) Read a textbook
 (c) Find the relevant article
 (d) Search google

Evidence Based Dentistry
1. Evidence based dentistry is defined 

as a process that restructures the 
way in which we think about clinical 
problems and is characterized by 
making decisions based on known 
evidence.

2. The main stages in the process of EBD 
are:

 (a) Identifying the clinical problem—
the first step in EBD is to ask a 
clear question about a clinical 
problem. The question must be 
relevant to the patient’s problem 
and phrased in a way to obtain 
relevant and accurate answers.

 (b) Locating the evidence—there are 
four ways of finding the evidence: 

ask an expert, read a textbook, 
find the relevant article and 
search database like MEDLINE.

 (c) Hierarchy of evidence—
according to the order in which 
they have been mentioned, it is:
• A systematic review and meta 

analyses
• An RCT
• A longitudinal cohort study
• A case control study
• A cross sectional study
• A case report

 (d) Making sense of evidence—after 
the material is gathered, it is then 
checked if it is a good evidence 
or not. There are 5 types of 
evidences, namely:

  Type I—at least one good system-
atic review

  Type II—at least one good RCT
  Type III—well designed inter-

ventional studies without ran-
domization 

  Type IV—well designed observa-
tional studies

  Type V—expert opinion, influen-
tial reports and studies

 (e) Acting on the evidence – the last 
step is to put it into clinical prac-
tice and disseminating the evi-
dence as widely as possible.

Key
 1. (a)  2. (a)  3. (a)  4. (c)  5. (d)  6. (c)

 7. (d)  8. (b)  9. (d)  10. (d)
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1.	 The	 Ottawa	 Charter	 for	 Oral	 Health	
Promotion	by	the	WHO	was	proposed	
in:

	 (a)	 1976
	 (b)	 1986
	 (c)	 1996
	 (d)	 2006
2.	 How	many	key	areas	of	action	has	the	

Ottawa	Charter	outlined?
	 (a)	 3
	 (b)	 5
	 (c)	 7
	 (d)	 9
3.	 Recognizing	 the	 impact	 of	 the	 envi-

ronment	on	health	and	identifying	op-
portunities	to	make	conducive	chang-
es	follows	the	principle	of:

	 (a)	 Creating	supportive	environment
	 (b)	 Building	healthy	public	policy
	 (c)	 Strengthening	community	action
	 (d)	 Developing	personal	skills
4.	 Empowering	 individuals	 and	 com-

munities	in	the	process	of	setting	pri-
orities,	 planning	 and	 implementing	
strategies	is:

	 (a)	 Building	healthy	public	policy
	 (b)	 Creating	supportive	environment
	 (c)	 Strengthening	community	action
	 (d)	 Developing	personal	skills

Oral Health Promotion
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5.	 Identify	which	one	 is	not	an	element	
of	health	promotion:

	 (a)	 Determinants	on	health
	 (b)	 Working	in	partnership
	 (c)	 Adopting	a	strategic	approach
	 (d)	 Reorienting	health	services
6.	 The	victim	blaming	 approach	 can	be	

avoided	by	recognizing	which	factor?
	 (a)	 Environmental
	 (b)	 Physical
	 (c)	 Demographic
	 (d)	 Gender
7.	 The	 emphasis	 on	 “Make	 healthy	

choices,	 the	 easier	 choices”	was	 pro-
posed	by:

	 (a)	 Sheiham
	 (b)	 Watt
	 (c)	 Milio
	 (d)	 Miller
8.	 Which	 of	 these	 is	 not	 a	 fundamental	

determinant	of	oral	health?
	 (a)	 Consumption	 of	 non	 milk	

extrinsic	sugar
	 (b)	 Effective	control	of	plaque
	 (c)	 Optimal	exposure	to	fluoride
	 (d)	 Marital	status
9.	 Identify	 the	 false	 statement.	 The	 ad-

vantage	 of	 strengthening	 community	
action	does	not	include:
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	 (a)	 Starts	with	people’s	concern
	 (b)	 Does	not	gain	support
	 (c)	 Focuses	action	on	the	causes	of	ill	

health	identified	by	those	affected
	 (d)	 Sustainable	 improvement	 in	

health
10.	 Developing	 policies	 within	 local	 or-

ganizations	 which	 seek	 to	 promote	
the	health	of	clients	and	staff	in	health	
promotion	is	termed	as:

	 (a)	 Effective	management
	 (b)	 Principles	of	administration
	 (c)	 Organizational	change
	 (d)	 Work	issues
11.	 The	approach	employed	to	assist	peo-

ple	in	identifying	their	own	concerns	
and	priorities	and	developing	skills	to	
address	their	problems	is	termed	as:

	 (a)	 Preventive	approach
	 (b)	 Behaviour	change
	 (c)	 Educational	approach
	 (d)	 Empowerment

Oral Health Promotion
1.	 Any	 planned	 combination	 of	 educa-

tional,	political,	 regulatory	and	orga-
nizational	support	for	action	and	con-
ditions	of	living	conducive	to	health	of	
individuals,	groups	and	community	is	
called	health	promotion.	

2.	 WHO	 conference	 held	 in	 Ottawa	 in	
1986	defined	the	meaning	and	poten-
tial	of	health	promotion.

3.	 The	five	principles	of	oral	health	pro-
motion	are:

	 (a)	 Creating	 supportive	 environ-
ments—is	 to	 recognize	 the	 im-
pact	 of	 environment	 on	 health	
and	 identifying	 opportunities	
to	 make	 changes	 conducive	 to	
health.

	 (b)	 Building	healthy	public	policy—
focuses	on	the	impact	of	health	of	
public	policies	from	all	sectors.

	 (c)	 Strengthening	community	action	
—empowers	 individuals	 and	
communities	 in	setting	priorities	
and	making	decisions.

	 (d)	 Developing	 personal	
skills—helps	 in	 promoting,	
understanding	 and	 supports	 the	
development	of	skills.

	 (e)	 Reorienting	 health	 services	 –	
helps	 in	 providing	 services	 to	
gain	 health	 apart	 from	 curative	
services

4.	 The	 three	 important	 elements	 of	
health	promotion	are:

	 (a)	 Focus	 on	 tackling	 the	
determinants	of	health.

	 (b)	 Working	 in	 partnership	 with	 a	
range	of	agencies	and	sectors.

	 (c)	 Adopting	a	strategic	approach.
5.	 Different	approaches	to	health	promo-

tion	include:
	 (a)	 Preventive
	 (b)	 Behaviour	change
	 (c)	 Educational
	 (d)	 Empowerment
	 (e)	 Social	change

Key
 1. (d)  2. (b)  3. (a)  4. (c)  5. (d)  6. (a)

 7. (c)  8. (d)  9. (b)  10. (c)  11. (d)
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1. A method used to assess the quality 
of methodology used to investigate a 
problem is:

 (a) Survey
 (b) Critical appraisal
 (c) Research methodology
 (d) Biostatistics
2. Which of these is not a criteria for 

choosing to read a paper according to 
Greenhalgh?

 (a) Why was the study done
 (b) What type of study was done
 (c) Was the design appropriate to the 

research
 (d) Was the funding mentioned
3. Which study is suitable to test whether 

a new test is reliable and valid?
 (a) Randomized controlled trial
 (b) Cross sectional survey
 (c) Longitudinal cohort study
 (d) Case control study
4. Which is the preferred study to assess 

causation?
 (a) Randomized controlled trial
 (b) Cross sectional survey
 (c) Longitudinal cohort study
 (d) Case control study
5. The methodology checklist in critical 

appraisal of literature does not 
include:

Critical Appraisal of Literature

30
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 (a) Why was the study undertaken
 (b) How was it done
 (c) Where was it done
 (d) When was it done 
6. The two most common confounding 

variables in health related research 
are:

 (a) Age and gender
 (b) Income and occupation
 (c) Occupation and education
 (d) Location and address
7. Any weakness in the study is 

presented in which part of literature?
 (a) Introduction
 (b) Methods
 (c) Discussion
 (d) Conclusion
8. The concept of applying the results to 

other groups or population is called:
 (a) Generalizability
 (b) Confounding
 (c) Internal vailidity
 (d) Reliability
9.	 A	study	reporting	first	hand	research	

is:
 (a) Qualitative 
 (b) Quantitative
 (c) Primary
 (d) Secondary
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10. The objective of critical appraisal does 
not include:

 (a) To make spurious criticism
	 (b)	 To	decide	a	flaw	has	compromised	

on methodology
 (c) To check for generalizability of 

the paper
 (d) To evaluate applicability to 

dental practice
11. A good starting point for any research 

is to assume that there is:
	 (a)	 Statistic	 difference	 between	 two	

interventions
	 (b)	 No	difference	between	two	inter-

ventions
	 (c)	 Little	difference	between	two	in-

terventions
	 (d)	 Significant	 difference	 between	

two interventions
12. A range of probabilities within which 

a true probability lies is:
 (a) Power of test
 (b) Post hoc analysis
 (c) Degree of freedom
	 (d)	 Confidence	interval
13.	 According	 to	 Guyatt,	 if	 the	 lower	

boundary	 of	 the	 confidence	 interval	
is above the threshold considered for 
clinical	significance,	then	the	trial	is:

	 (a)	 Positive	and	definitive
	 (b)	 Negative	and	definitive
 (c) Deemed positive
 (d) More trials are needed with 

larger sample size
14. Presentation of data in literature 

appraisal does not require:
 (a) Appropriate axes labelled
 (b) A true zero used
 (c) Titles adequately describing the 

content
 (d) All types of graphs to be included 

7853.

Critical Appraisal of Literature
1. It is described as making sense of 

the evidence and systematically 
considering	 its	 validity,	 results	 and	
relevance to dentistry.

2. There are two types of study:
 (a) Primary—which reports research 

first	hand.
 (b) Secondary—which draws 

conclusions from other primary 
studies.

3.	 Greenhalgh	 has	 identified	 three	 key	
questions to be asked when reading a 
scientific	paper:

•	 Why	was	 the	study	done	and	
what was the clinical question?

•	 What	type	of	study	was	done?
•	 Was	this	design	appropriate	to	

the research?
4.	 First,	look	at	the	title	and	ask	if	it	gives	

a good idea of the material covered in 
the paper.

5.	 Next,	 look	 at	 the	 abstract.	 It	 should	
give a clear and concise picture on the 
aims	and	objectives	of	the	study,	brief	
about methods used including sample 
selection	 and	 sample	 size,	 report	
important results and conclusions. It 
generally follows the IMRAD format.

 I—Introduction (Why was the 
research done)

 M—Methods (How was the study 
done and results analysed)

 R—Results (What results were 
obtained)

 D—Discussion (What do the results 
mean).

6. The introduction comes next. It should 
tell why the study was undertaken 
and provide a brief introduction to 
the topic. It should answer what type 
of	 paper	 is	 it?	A	 review	 article,	 case	
report,	clinical	trial?
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7. The materials and methods is key 
section in critical appraisal of an 
article. It should answer:

•	 Why	 was	 the	 study	
undertaken?

•	 How	was	it	done?
•	 Where	was	it	done?
•	 What	was	done?
•	 To	whom	was	it	done?

8. The results section should present data 
which is clear and concise. It should 
also answer whether appropriate 
statistical tests were used.

9. The discussion is where the authors 
express their opinion. Both the merits 
and demerits of the study is presented 
here. 

10.	 The	 final	 section	 involves	 conclusion	
which is to check if it matches with the 
objective of the study or not.

11. The authors have to check for the 
presence	any	conflict	of	interest	in	the	
study	of	be	it	financial	or	scientific.

Key
 1. (b)  2. (d)  3. (b)  4. (c)  5. (d)  6. (a)

 7. (c)  8. (a)  9. (c)  10. (a)  11. (b)  12. (d)

 13. (a)  14. (d)
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1. Identify the behaviour learning theory 
in child psychology:

 (a) Classical psychoanalytical theory
 (b) Developmental task theory
 (c) Hierarchy of needs 
 (d) Classical conditioning theory
2. The Classical Conditioning theory 

was proposed by:
 (a) Ivan Pavlov
 (b) B.F. Skinner
 (c) Jean Piaget
 (d) Eric Bearne
3. Which child psychology theory com-

pares the human mind to an iceberg?
 (a) Developmental task theory
 (b) Classical psychoanalytical theory
 (c) Social learning theory
 (d) Transactional analysis
4. The primitive part of the personality 

seeking immediate gratification of im-
pulses according to Sigmund Freud is:

 (a) Id
 (b) Ego
 (c) Super id
 (d) Supere go
5. Oedipus complex is observed in male 

children at which age?

Child Psychology and Behaviour Management
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 (a) 0 – 1 year
 (b) 1 – 3 years
 (c) 3 – 6 years
 (d) 6 – 9 years
6. Which of the following is not a devel-

opmental stage in Freud’s child psy-
chology theory?

 (a) Oral stage
 (b) Intestinal stage
 (c) Anal stage
 (d) Latency period
7. Eric Erickson’s Developmental Task 

theory emphasized which determi-
nant of development change?

 (a) Biological 
 (b) Sexual
 (c) Physical
 (d) Social and cultural
8. Which stage of Erikson’s theory is 

equated to oral stage of Freud’s theo-
ry?

 (a) Trust vs mistrust
 (b) Autonomy vs shame
 (c) Initiative vs guilt
 (d) Identity vs Role confusion
9. The “famous experiment with dog” 

was proposed by which scientist?
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 (a) Sigmund Freud
 (b) Erik Erikson
 (c) Ivan Pavlov
 (d) Albert Bandura
10. Behaviours that operate or control the 

environment are called:
 (a) Conditioners
 (b) Operants
 (c) Stimulus
 (d) Contingency
11. Behaviour followed by the termina-

tion of an aversive event, thus increas-
ing the likelihood of the behaviour is 
termed as:

 (a) Positive reinforcement
 (b) Negative reinforcement
 (c) Punishment
 (d) Time out
12. Which of these is not a contingency ar-

rangement of Operant conditioning?
 (a) Positive reinforcement
 (b) Negative reinforcement
 (c) Punishment
 (d) Conditioned response
13. The concept of “Modelling” is an es-

sential component of which psych-
odevelopmental theory?

 (a) Classical conditioning theory
 (b) Theory of operant conditioning
 (c) Social learning theory
 (d) Developmental task theory
14. Anxious dental patients observing 

other patients undergoing dental 
treatment without unpleasant conse-
quences to lose their fear of dentistry 
is:

 (a) Modelling
 (b) Hand over mouth technique
 (c) Positive reinforcement
 (d) Negative reinforcement
15. A behavioural theory based upon an 

analysis of the complex ways in which 

biological risk interacts with econom-
ic, social and psychological factors 
in development of a chronic disease 
throughout life is:

 (a) Stages of change model
 (b) Life course analysis model
 (c) Health belief model
 (d) Communication of innovation 

model
16. A central concept in Piaget’s theory is the:
 (a) Assimilation
 (b) Accommodation
 (c) Operational structure
 (d) Awareness
17. The concrete operational stage of the 

Piaget’s Cognitive theory is estab-
lished at which age?

 (a) 0 – 18 months
 (b) 18 months – 7 years
 (c) 7 – 12 years
 (d) 12 years on wards
18. According to Frankl et al. a child who 

refuses treatment and cries forcefully 
is rated as:

 (a) Definitely negative
 (b) Negative
 (c) Positive
 (d) Definitely positive
19. The means by which the dental health 

team effectively and efficiently per-
forms treatment for a child and at the 
same time instills a positive dental at-
titude is called:

 (a) Child psychology
 (b) Behaviour management
 (c) Principles of administration
 (d) Practice management
20. At which age group, does a child lo-

cate in time and develop emotional-
ism?

 (a) Toddler
 (b) Pre-schooler
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 (c) Middle years child
 (d) Adolescent
21. Which behavioural modification tech-

nique uses the verbal explanation, 
demonstration and completion of the 
task?

 (a) Voice control
 (b) Tell show do
 (c) Reinforcement
 (d) Distraction
22. Tell Show Do technique shapes the 

patient’s response to procedures 
through:

 (a) Maintaining patient’s attention
 (b) Compliance
 (c) Desensitization
 (d) Better perception
23. An unpleasant event that can be 

avoided through some kind of action 
is called:

 (a) Desensitization
 (b) Optimization
 (c) Positive reinforcement
 (d) Negative reinforcement
24. Which of these is not an indication for 

nitrous oxide sedation?
 (a) An anxious patient
 (b) Medically compromised patient
 (c) A patient with gag reflex
 (d) A patient with multiple carious 

lesions
25. Nitrous oxide sedation is followed by
 (a) Post treatment oxygenation
 (b) Fluoride application
 (c) Hospital admission 
 (d) Antibiotic prophylaxis
26. Indication for hand over mouth exer-

cise technique is:
 (a) Disabled child unable to verbally 

communicate

 (b) A child under medication who 
cannot co operate

 (c) Child with airway obstruction
 (d) A healthy child who understands 

but exhibits hysterical avoidance 
behaviours

27. Which of these is used to immobilize a 
child patient?

 (a) Rubber dam clamp
 (b) Papoose board
 (c) Rubber tags
 (d) Handcuffs

Child Psychology
1. The development of oral habits, fear 

and anxiety formation, and oral hy-
giene habits as personality can be ex-
plained with the help of psychological 
theories.

2. They are broadly divided into two cat-
egories:

 (a) Psychodynamic theories:
• Classical Psychoanalytical the-

ory by Sigmund Freud
• Developmental Task theory by 

Erik Erikson
• Hierarchy of Needs by Abra-

ham Maslow
 (b) Behaviour learning theories:

• Clasical Conditioning theory 
by Ivan Pavlov

• Operant Conditioning theory 
by B.F. Skinner

• Social Learning theory by Al-
bert Bandura

• Theory of Cognitive Develop-
ment by Jean Piaget

• Transactional Analysis theory 
by Eric Bearne
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Key
 1. (d)  2. (a)  3. (b)  4. (a)  5. (c)  6. (b)

 7. (d)  8. (a)  9. (c)  10. (b)  11. (b)  12. (d)

 13. (c)  14. (a)  15. (b)  16. (c)  17. (c)  18. (a)

 19. (b)  20. (c)  21. (b)  22. (c)  23. (d)  24. (d)

 25. (a)  26. (d)  27. (b)
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1. The study of human relationships and 
human behaviour for understanding 
the pattern of human life is called:

 (a) Economics
 (b) Political science
 (c) Sociology
 (d) Social psychology
2. The study of total way of life of 

contemporary primitive man is called:
 (a) Physical anthropology
 (b) Cultural anthropology
 (c) Social anthropology
 (d) Medical anthropology
3. A group of individuals who have 

organized themselves and follow a 
given way of life are:

 (a) Cohort
 (b) Cases
 (c) Community
 (d) Society
4. Behavioural sciences does not include 

which of these:
 (a) Political science
 (b) Sociology
 (c) Psychology
 (d) Anthropology
5. The right ways of doing things in 

what is regarded as the less vital areas 
of human conduct is called:

Social Sciences
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 (a) Folkways
 (b) Mores
 (c) Culture
 (d) Stress
6. The motto of capitalism is:
 (a) All for each
 (b) All for all
 (c) Each for all
 (d) None for all
7. The process by which an individual 

gradually acquires culture and 
becomes a member of a social group is 
called:

 (a) Acculturation
 (b) Socialization
 (c) Family
 (d) Custom
8. A transitional society is one which 

young people are :
 (a) Fairly sure that their lives will 

be substantially similar to their 
parents

 (b) Fairly sure that their lives will be 
substantially different from their 
parents

 (c) Simultaneously involved in 
traditional and modern societies

 (d) Sure that their children’s lives 
will be different from theirs
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9. Learned behaviour which has been 
socially acquired is:

 (a) Culture
 (b) Culture contact
 (c) Socialism
 (d) Role
10. The study of human behaviour of how 

people behave and why they behave 
in just the way they do is called:

 (a) Psychology
 (b) Sociology
 (c) Anthropology
 (d) Political science
11. Identify the organic response influ-

encing human behaviour:
 (a) Habits
 (b) Emotions
 (c) Perceptions
 (d) Thinking
12. The most common emotion of man 

which brings in “flight or fight” is:
 (a) Anger
 (b) Fear
 (c) Anxiety
 (d) Love
13. The desire for prestige, power and self 

respect categorizes under which need?
 (a) Biologic needs
 (b) Social needs
 (c) Economic needs
 (d) Ego – integrative needs
14. A factor which stimulates motivation 

and encourages specific behaviour is:
 (a) Incentive
 (b) Legislation
 (c) Observation
 (d) Learning
15. Which of these is not a disorder of per-

ception?
 (a) Imperceptions
 (b) Illusion

 (c) Hallucination
 (d) Intelligence
16. Which of the following about an habit 

is not correct?
 (a) It is an accustomed way of doing 

things
 (b) They are acquired after a single stint
 (c) They are automatic
 (d) They are performed under simi-

lar circumstances
17. A doctor making a diagnosis is an ex-

ample for:
 (a) Learning by observation
 (b) Learning by doing
 (c) Learning by remembering
 (d) Learning by insight
18. Acquiring skills is a type of:
 (a) Cognitive learning
 (b) Affective learning
 (c) Psychomotor learning
 (d) Psychological learning
19. Diffusion of culture between two peo-

ple with different types of culture is:
 (a) Acculturation
 (b) Accentuation
 (c) Accuracy
 (d) Social surveys
20. The standard of living in a country de-

pends on:
 (a) The family size
 (b) The level of national income
 (c) Unemployment
 (d) Political scenario
21. Which of these is not a component of 

adult intelligence?
 (a) Number
 (b) Verbal comprehension
 (c) Memory
 (d) Reinforcement
22. The ability to retain words and ideas 

is:
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 (a) Facility of expression
 (b) Memory
 (c) Induction
 (d) Deduction
23. The Constitution of India does not 

guarantee which fundamental right?
 (a) The right to equality
 (b) The right to exploitation
 (c) The right to freedom of speech 

and expression
 (d) The right to property
24. The crowd differs from a mob in terms 

of:
 (a) It has a leader
 (b) It has a symbol in the shape of a 

flag or slogan
 (c) They are emotional
 (d) It lacks internal organization
25. The elementary community of a few 

families living together is called:
 (a) Band
 (b) Village
 (c) Towns and cities
 (d) State
26. The term “new families” is implied to 

those under:
 (a) 5 years of duration
 (b) 10 years of duration
 (c) 15 years of duration
 (d) 20 years of duration
27. An old couple living with one of their 

married son and his family is an ex-
ample for:

 (a) Nuclear family
 (b) New family
 (c) Joint family
 (d) Three generation family
28. The study of human behaviour in terms 

of how, when, with whom, where and 
why they behave the way they do is:

 (a) Sociology
 (b) Physical anthropology

 (c) Psychology
 (d) Cultural anthropology
29. A family in which parents have sepa-

rated, or where death has occurred of 
either parents is:

 (a) Nuclear family
 (b) Broken family
 (c) Problem family
 (d) Joint family
30. The concept of etiology of small pox 

and chicken pox were attributed to:
 (a) Supernatural causes
 (b) Breach of taboo
 (c) Past sins
 (d) Evil eye
31. Kuppuswamy scale for classifying so-

cio-economic status does not include 
which variable?

 (a) Education
 (b) Occupation
 (c) Income
 (d) Residential address
32. Which one is not included in the levels 

of communication in doctor patient 
relationship?

 (a) Communication on an emotional 
plane

 (b) Communication on an economic 
plane

 (c) Communication on a cultural 
plane

 (d) Communication on an intellec-
tual plane

Social Sciences and Health
1. Social sciences is a discipline which is 

committed to the scientific examina-
tion of human behaviour.

2. It includes economics, political 
science, sociology, social psychology 
and social anthropology. Behavioural 
sciences is applied to the last three.
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3. Economics deals with human 
relationships in the specific context of 
production, distribution, consumption 
and ownership of resources, goods 
and services.

4. Political science is the study of 
system of laws and institutions which 
constitute government of societies.

5. Sociology is the study of human 
relationships and of human behaviour 

for a better understanding of the 
pattern of human life.

6. Social psychology is the psychology of 
individuals living in human society or 
groups.

7. Anthropology is the study of the 
physical, social and cultural history of 
man.

Key
 1. (c)  2. (b)  3. (d)  4. (a)  5. (a)  6. (a)

 7. (b)  8. (c)  9. (a)  10. (a)  11. (b)  12. (b)

 13. (d)  14. (a)  15. (d)  16. (b)  17. (d)  18. (d)

 19. (a)  20. (b)  21. (d)  22. (b)  23. (b)  24. (d)

 25. (a)  26. (b)  27. (d)  28. (c)  29. (b)  30. (a)

 31. (d)  32. (b)
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1.	 Measures	taken	to	intervene,	to	reflect	
and	affect	process	and	progress	of	oral	
disease	is	called:

	 (a)	 Prognosis
	 (b)	 Diagnosis
	 (c)	 Minimal	Intervention	Dentistry
	 (d)	 Epidemiology
2.	 Which	 of	 the	 following	 does	 not	

categorize	 under	 principles	 of	
Minimal	Intervention	Dentistry?

	 (a)	 Recognition
	 (b)	 React
	 (c)	 Reduction
	 (d)	 Regeneration
3.	 Which	principle	adheres	to	elimination	

or	reduction	of	caries	risk	factors?
	 (a)	 Recognition
	 (b)	 Reduction
	 (c)	 Regeneration
	 (d)	 Repair
4.	 Which	of	these	is	a	contraindication	to	

air	abrasion?
	 (a)	 To	gain	pulpal	access
	 (b)	 To	remove	old	cement	from	inlays
	 (c)	 For	reuse	of	failed	bonded	metal	

brackets
	 (d)	 To	 increase	 effectivity	 of	 acid	

etching	for	composite	restoration

Minimal Intervention Dentistry
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Minimal Intervention Dentistry
1.	 The	minimally	invasive	approach,	on	

the	other	hand,	incorporates	the	dental	
science	 of	 detecting,	 diagnosing,	
intercepting	and	treating	dental	caries	
at	 microscopic	 level.	 This	 approach	
has	 evolved	 from	 an	 increased	
understanding	 of	 the	 caries	 process	
and	 the	 development	 of	 adhesive	
and	biomimetic	restorative	materials.	
With	 minimally	 invasive	 dentistry,	
dental	caries	is	treated	as	an	infectious	
condition	rather	than	an	end	product	
of	it.	Now	no	longer	radical	“extension	
for	 prevention”	 is	 practiced	 but	 has	
changed	to	“prevention	of	extension”.

2.	 The	four	core	principles	of	MID	can	be	
summarized	as	follows—4	“R”s:	

•	 Recognition:	 To	 identify	 and	
assess	any	potential	caries	risk	
factors	early,	 through	 lifestyle	
analysis,	 saliva	 testing	 and	
using	plaque	diagnostic	tests

•	 Reduction:	 To	 eliminate	 or	
minimize	 caries	 risk	 factors	
through	altering	fluid	balance,	
reducing	the	intake	of	dietary	
cariogenic	 food,	 addressing	
lifestyle	 habits	 such	 as	
smoking,	 and	 increasing	 the	
pH	of	the	oral	environment
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•	 Regeneration:	 To	 arrest	 and	
reverse	 incipient	 lesions,	 re-
generating	 enamel	 subsurface	
lesions	and	arresting	root	sur-
face	 lesions	 using	 appropri-
ate	 topical	 agents	 including	
fluorides	and	casein	phospho-
peptides-amorphous	 calcium	
phosphates	(CPP-ACP)

•	 Repair:	When	cavitation	is	pre-
sent	and	surgical	 intervention	
is	required,	as	much	as	possi-

ble	the	tooth	structure	is	main-
tained	 by	 using	 conservative	
approaches	 to	 caries	 removal.	
Bioactive	materials	are	used	to	
restore	the	tooth	and	promote	
internal	healing	of	the	dentine,	
particularly	 in	 cases	 of	 deep	
dentine	 caries	 where	 the	 risk	
of	 iatrogenic	 pulpal	 injury	 is	
high.

Key
 1. (c)  2. (b)  3. (b)  4. (a)
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1.	 Which	of	these	classifies	under	chemi-
cal	occupational	hazards	in	dentistry?

	 (a)	 Heat	electrical	hazards
	 (b)	 Exposure	to	ultraviolet	radiation
	 (c)	 Mercury	inhalation
	 (d)	 Noise
2.	 International	 Commission	 of	 Radio-

logical	 Protection	 has	 set	 the	 maxi-
mum	permissible	level	of	occupation-
al	exposure	at:

	 (a)	 5	rem
	 (b)	 10	rem
	 (c)	 15	rem
	 (d)	 20	rem
3.	 Identify	the	auditory	effect	of	noise	as	

an	occupational	hazard	in	dental	office:
	 (a)	 Fatigue
	 (b)	 Interference	with	communication	

by	speech
	 (c)	 Temporary	hearing	loss
	 (d)	 Decreased	efficiency
4.	 The	 genetic	 effects	 of	 radiation	 are	

expressed	in:
 (a) Self
	 (b)	 Spouses
	 (c)	 Offsprings
	 (d)	 Siblings
5.	 Radiation	exposure	of	dental	staff	can	

be	minimized	by	the	use	of:

Occupational Hazards
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	 (a)	 Fast	films
	 (b)	 Collimated	beam	
	 (c)	 Lead	barriers
	 (d)	 All	the	above
6.	 Radiation	 exposure	 of	 the	 patient	 in	

the	dental	office	can	be	minimized	by	
the	use	of:

	 (a)	 Lead	aprons
	 (b)	 Patient	drape
	 (c)	 Surgical	gloves	and	mask
	 (d)	 Surgical	gown
7.	 The	 collimator	 should	 have	 a	 beam	

of	 atleast	 what	 thickness	 to	 render	
protection?

	 (a)	 0.1	mm
	 (b)	 0.5	mm
	 (c)	 1.0	mm
	 (d)	 1.5	mm
8.	 The	chemicals	in	the	dental	office	can	

be	hazardous	in	which	way?
	 (a)	 Local	action
	 (b)	 Inhalation
	 (c)	 Ingestion
	 (d)	 All	the	above
9.	 The	 maximum	 level	 of	 mercury	

exposure	considered	to	be	safe	in	the	
dental	clinic	is:

	 (a)	 50	mg/cc	of	air
	 (b)	 100	mg/cc	of	air
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	 (c)	 150	mg/cc	of	air
	 (d)	 200	mg/cc	of	air
10.	 The	use	of	nitrile	gloves	is	suggested	if	

there	is	an	allergy	to:
	 (a)	 Amalgam
	 (b)	 Lead
	 (c)	 Methylacrylates
	 (d)	 Silica
11.	 Identify	 the	 chemical	 agent	 which	

is	 used	 in	 the	 dental	 hospitals	 for	
sterilization	purposes:

	 (a)	 Methylacrylates
 (b) Silica
	 (c)	 Formaldehyde
	 (d)	 Xylene
12.	 Transmissible	 disease	 of	 concern	 to	

the	dental	professional	is:
	 (a)	 Hepatitis	B
 (b) HIV
 (c) Mycobacterium tuberculosis
	 (d)	 All	the	above
13.	 A	 corrosion	 resistant,	 rigid	 and	 light	

weight	 metallic	 compound	 posing	
a	 hazard	 to	 the	 dental	 laboratory	
technician	is:

 (a) Silica
	 (b)	 Mercury
	 (c)	 Beryllium
	 (d)	 Xylene
14.	 Which	 microorganism	 proliferates	

within	dental	unit	waterlines?
 (a) Mycobacterium tuberculosis
	 (b)	 Legionella
	 (c)	 Hepatitis	B
	 (d)	 Hepatitis	C
15.	 “Burn	out”	as	a	hazard	for	the	dental	

professionals	classifies	under:
	 (a)	 Physical	
	 (b)	 Chemical
	 (c)	 Mechanical
	 (d)	 Psychosocial
16.	 Ergonomics	refers	to	the:

	 (a)	 Payment	 mode	 of	 the	 dental	
office

	 (b)	 Practice	management
	 (c)	 Working	 environment	 in	 the	

dental	office
	 (d)	 Infection	 control	 in	 the	 dental	

office
17.	 A	 musculoskeletal	 disorder	 with	

a	 higher	 prevalence	 in	 dentists,	
manifesting	 as	 paraesthesia	 of	 the	
thumb	and	index	finger	is:

	 (a)	 Carpal	tunnel	syndrome
	 (b)	 Gardner	syndrome
	 (c)	 Gray	baby	syndrome
	 (d)	 Chediak	higashi	syndrome

Occupational Hazards
1.	 Dentists	 and	 the	 dental	 office	 team	

are	 exposed	 to	a	number	of	hazards,	
which	can	be	grouped	into:

	 (a)	 Physical.
	 (b)	 Chemical.
	 (c)	 Biological.
	 (d)	 Mechanical.
	 (e)	 Psychosocial.
2.	 Physical	 hazards	 include	 heat,	 light,	

noise,	 ultraviolet	 radiation,	 comput-
ers,	lasers	and	sharps.

3.	 Chemical	 hazards	 are	 due	 to	 chemi-
cals	 like	mercury,	beryllium,	armlets,	
silica	and	latex.

4.	 Biological	 hazards	 are	 hepatitis	 B,	
hepatitis	 C,	 tuberculosis	 and	 Legio-
nella.

5.	 Mechanical	hazards	arise	due	to	trau-
ma	 from	 sharp	 instruments,	 airotors	
and	micromotors.

6.	 Psychosocial	 hazards	 are	 due	 to	 the	
stressful	 situations	 of	 dentist’s	 work	
profile.	 It	 can	 manifest	 as	 increased	
tension,	 high	 blood	 pressure,	 tired-
ness,	depression	and	sleeplessness.
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Key
 1. (c)  2. (a)  3. (c)  4. (c)  5. (d)  6. (a)

 7. (d)  8. (d)  9. (a)  10. (c)  11. (d)  12. (d)

 13. (c)  14. (b)  15. (d)  16. (c)  17. (a)
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1. Where was the workshop organised by 
Indian Dental Association to establish 
a document on National Oral Health 
Policy?

 (a) Mumbai, 1984
 (b) Delhi, 1984
	 (c)	 Calcutta,	1984
 (d) Lucknow, 1984
2.	 The	 draft	 on	 National	 Oral	 Health	

Policy was bought in which year by 
the Ministry of Health and Family 
Welfare?

 (a) 1994
 (b) 1995
 (c) 1996
 (d) 1997
3. According to the resolution of National 

Oral Health Policy, how can the rising 
dental diseases be prevented in India?

 (a) By primary prevention of diseases
 (b) By providing comprehensive care
 (c) By national health programmes
 (d) By school health programmes
4. A consensus on the ideas forming the 

basis for coordinating plans for action, 
which in turn ensures that services are 
provided equitably is:

 (a) Health promotion

National Oral Health Policy
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 (b) Policy
 (c) Health education
 (d) Epidemiology
5. Oral health has not been a part of 

national or state level planning because:
 (a) Lack of awareness in masses
 (b) Oral disease are not life threaten-

ing or debilitating
 (c) Lack of knowledge about preven-

tion in policy makers minds
 (d) All the above
6. What calls for the need for a National 

Oral Health policy?
 (a) Increasing prevalence and sever-

ity of dental diseases
 (b) Unequal dentist population ratio
 (c) Impelling economic reasons for 

early recognition and prevention 
of diseases

 (d) All the above
7. Which is the principal unit of adminis-

tration in a state of India?
 (a) Village
 (b) District
 (c) Community development blocks
 (d) City
8. What does inequality in health mean?
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 (a) Higher distribution of dentists in 
urban areas

 (b) Lower concentration of dentists 
in rural areas

 (c) No hospital set up in the slums
 (d) All the above
9. Which personnel is not a part of the 

village level in the Primary Health Care?
 (a) Village health guides
 (b) Local dais
 (c) Anganwadi worker
 (d) Male health worker
10. The Central Council of Health 

proposed one Community Health 
Centre for a population of:

 (a) 20,000 – 30,000
 (b) 40,000 – 50,000
 (c) 60,000 – 80,000
 (d) 80,000 – 120,000
11. What are the requirements at the 

Community Health Centre level?
 (a) 30 beds and X-ray facilities
 (b) 30 beds and ultrasound facilities
 (c) 50 beds and no X-ray facilities
 (d) 50 beds and ultrasound facilities
12. The purpose of mobile dental clinics is 

to render services:
 (a) To rural masses
 (b) In remote areas
 (c) In inaccessible areas
 (d) All the above
13. How many mobile dental units are 

proposed at the district level covering 
a population of 45,00,00 – 5,00,000?

 (a) 1
 (b) 2 – 3
 (c) 3 – 4
 (d) 6 – 7

National Oral Health Policy
1. A policy is a consensus on the ideas 

forming the basis for coordinating 

plans for actions, which in turn en-
sures that services are provided eq-
uitably and health environments are 
maintained.

2. WHO has advised all the member 
countries to formulate, adopt and im-
plement a health policy so that the aim 
for “Health for all by 2000 A.D.” can 
be achieved all over the world.

3. In India, till date there is no Oral 
Health	Policy,	though	efforts	are	made	
from 1984.

4. The IDA organised a workshop in 1984 
in Mumbai to establish a document on 
the national oral health policy.

5. IDA hosted a three day workshop in 
New Delhi in association with Com-
mon Wealth Dental Association on 
April 2 – 4th, 1994 on “Oral Health 
Policy guidelines for commonwealth 
countries”.

6. The Ministry of Health and Fam-
ily Welfare held a three day workshop 
and	drafted	 the	National	Oral	Health	
Policy in collaboration with WHO in 
1995.

7.	 The	draft	was	discussed	 and	 the	 fol-
lowing resolutions were made to im-
prove oral health in India:

•	 There	is	an	urgent	need	for	an	
Oral Health Policy in India

•	 A	post	of	full	time	dental	advi-
sor at appropriate level in the 
DGHS should be created 

•	 Primary	prevention	of	all	den-
tal diseases should be under-
taken to curb the rising diseas-
es in the nation

•	 Prevention	 and	 promotion	
should be introduced from the 
village level. Five pilot projects 
may	 be	 launched,	 in	 five	 dis-
tricts, on oral health care

•	 Legislative	measures	to	ensure	
a statutory warning on the 
wrappers and advertisements 
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of sweets, chocolate and reten-
tive sugar eatables

•	 An	 urgent	 need	 to	 have	 a	
national institute for dental 
research to guide oral health 
research appropriate to the 
needs of the community

8. India needs a National Oral Health 
policy urgently due to following 
misconceptions:

•	 Lack	 of	 awareness	 in	 the	
masses about the prevalence 
and severity of dental diseases

•	 Oral	 diseases	 are	 not	 life	
threatening or severely 
debilitating

•	 Crippling	 nature	 of	 dental	
diseases

•	 Impelling	 economic	 reasons	
for early recognition and 
prevention of oral diseases

9. The following strategies are proposed 
to improve the oral health of the 
people of India:

•	 Involvement	and	reorientation	
of the dentists working in the 
urban areas

•	 Implementation	 of	 primary	
preventive package through 
the school health schemes in 
the	different	urban	areas

•	 Involvement,	 education	 and	
motivation of the teachers 
in the various schools or 
colleges and other educational 
institutions in urban areas

•	 Involvement	 of	 voluntary	
organizations working in 
different	 urban	 areas	 in	
achieving the oral health 
targets

•	 Utilization	of	mass	media
•	 Reorientation	 of	 dental	

education in India
•	 Involvement	 of	 other	 allied	

departments
•	 Setting	 up	 of	Apex	 bodies	 of	

dental education and research 

Key
 1. (a)  2. (b)  3. (a)  4. (b)  5. (d)  6. (d)

 7. (b)  8. (d)  9. (d)  10. (d)  11. (a)  12. (d)

 13. (c)
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1. What are the units of heredity?
 (a) Chromosome
 (b) Protein
 (c) Amino acids
 (d) Genes
2. A gene which manifests in both 

heterozygous and homozygous state 
is a:

 (a) Dominant gene
 (b) Recessive gene
 (c) Polygene
 (d) Multiple gene
3.	 Genes	whose	combined	action	affects	

one particular character are known as:
 (a) Polygene
 (b) Uni-gene
 (c) Dominant gene
 (d) Recessive gene
4. Which of the following is not a 

predisposing factor to mutation?
 (a) Maternal age
 (b) Ultraviolet rays
 (c) Virus
 (d) Bacteria
5. A special class of structurally abnormal 

chromosomes arising because of 
misdivision is called:

 (a) Non disjunction
 (b) Translocation

Genetics and Health
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 (c) Inversion
 (d) Isochromosomes
6. Down’s syndrome or Trisomy 21 is 

due to which type of chromosomal 
abnormalities?

 (a) Non disjunction
 (b) Translocation
 (c) Deletion
 (d) Duplication
7. The total genetic constitution of an 

individual is called:
 (a) Genotype
 (b) Phenotype
 (c) Chromosome
 (d) Anomaly
8. The outward expression of the genetic 

constitution is called:
 (a) Genotype
 (b) Phenotype
 (c) Chromosome
 (d) Anomaly
9. Identify the autosomal genetic 

abnormality:
 (a) Klinefelter’s syndrome
 (b) XYY syndrome
 (c) Turner’s syndrome
 (d) Down’s syndrome
10. The study of the precise genetic 

composition of population and various 
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factors determining the incidence of 
inherited traits in them is called:

 (a) Epidemiology
 (b) Screening
 (c) Population genetics
 (d) Genetic counselling
11. Which of the following factors is an 

indication for genetic counselling?
 (a) Advanced maternal age
 (b) Known or suspected hereditary 

condition in family
 (c) Consanguinity
 (d) All the above
12. Genetic counselling can be done by 

whom in the following:
 (a) Medical specialist
 (b) Genetic counsellor
 (c) Social workers
 (d) All the above
13.	 The	identification	of	a	genetic	disease	

or a genetic predisposition to a disease 
is termed:

 (a) Genetic screening
 (b) Genetic population
 (c) Genetic counselling
 (d) Genetic treatment
14. Which of the following is conducted in 

pregnant women to estimate Down’s 
syndrome risk in fetuses?

 (a) Serum triple marker screening
 (b) PAP smear
 (c) Uric acid analysis
 (d) Total blood count
15. Southeast asians are more prone to 

which genetic state?
 (a) Sickle cell disease
 (b) Tay-Sachs disease
 (c) Alpha-prone thalassemia
 (d) Beta-thalassemia
16. A change in the genetic material of 

an organism which results in a new 
inherited variation is called:

 (a) Mutation
 (b) Natural selection
 (c) Inversion
 (d) Population movement
17. An appropriate genetic screening test 

must exhibit which characteristic?
 (a) High sensitive
	 (b)	 High	specificity
 (c) Relatively inexpensive
 (d) All the above
18. The process of identifying 

heterozygous individuals for any 
particular defect and explaining them 
the	risk	of	having	affected	children	is	
called:

 (a) Prospective genetic counselling
 (b) Retrospective genetic counselling
 (c) Genetic population
 (d) Genetic screening
19. The introduction of a gene sequence 

into a cell with the aim of modifying 
the cell’s behaviour in a clinically 
relevant fashion is:

 (a) Genetic counselling
 (b) Genetic population
 (c) Gene therapy
	 (d)	 Genetic	diversification
20. Amniocentesis is done at which week 

of pregnancy:
 (a) 6 – 8 weeks
 (b) 10 – 12 weeks 
 (c) 14 – 16 weeks
 (d) 18 – 20 weeks
21. Environmental manipulation to 

improve genotype is called:
 (a) Eugenics
 (b) Euthenics
 (c) Population movement
 (d) Natural selection
22. Neonatal screening in genetic 

population screening service is for 
identifying:
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 (a) Phenylketonuria
 (b) Congenital hypothyroidism
 (c) Sickle cell disease
 (d) All the above

Genetics and Health
1. Genes are the units of heredity. They 

contain the hereditary information 
encoded in their chemical structure 
for transmission from generation to 
generation.

2. Genes occurs in pair in chromosomes.
3. If the genes comprising a pair is 

alike, the individual is described as 
homozygous.

4. If the genes comprising a pair is 
different,	 the	 individual	 is	 described	
as heterozygous.

5. A gene is said to be dominant when 
it	 manifests	 its	 effect	 both	 in	 the	
heterozygous and homozygous state.

6. A gene is said to be recessive if it 
manifests only in the homozygous 
state. 

7.	 Genes	whose	combined	action	affects	
one particular character are known as 
polygenes or multiple genes. 

8. Numerical or structural alterations 
in chromosomes occur from time to 
time in human beings, which occur in 
many ways such as non disjunction, 
duplication, translocation, deletion, 
inversion, isochromes and mosaicism.

9. Genetic disorders are broadly 
classified	 as	 chromosomal	
abnormalities, unifactorial and 
multifactorial disorders. 

10.	 Genetic	screening	is	the	identification	
of a genetic disease, a genetic 
predisposition to a disease, or a 
genotype in an individual that 
increases the risk of having a child 
with a genetic disease.

Key
 1. (d)  2. (a)  3. (a)  4. (d)  5. (d)  6. (a)

 7. (a)  8. (b)  9. (d)  10. (c)  11. (d)  12. (d)

 13. (a)  14. (a)  15. (c)  16. (a)  17. (d)  18. (a)

 19. (a)  20. (c)  21. (b)  22. (d)
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1. The development of a series of 
procedures that are necessary to 
restore a diseased dentition to a state 
of health is called:

 (a) Diagnosis
 (b) Prognosis
 (c) Treatment planning
 (d) Informed consent
2. The name of a patient is taken in case 

history to:
 (a) Establish good rapport
	 (b)	 Render	psychological	benefit
 (c) Indicate religion of a person
 (d) All the above
3. Garre’s osteomyelitis occurs in 

individuals younger than:
 (a) 25 years
 (b) 45 years
 (c) 55 years
 (d) 65 years
4. Diseases of thyroid have a higher 

predilection for:
 (a) Males 
 (b) Females
 (c) Old aged individuals
 (d) Children
5.	 The	disease	haemophilia	affects:
 (a) Males only

Case History and Treatment Planning
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 (b) Females only
 (c) Both females and males
 (d) Only children
6. Dark stippling of the marginal 

gingival is seen in patients who work 
with:

 (a) Mercury
 (b) Silica
 (c) Asbestos
 (d) Bismuth
7. The address of a patient is recorded in 

case history evaluation to know:
 (a) The endemicity of certain diseases
 (b) The epidemicity of certain diseases
 (c) The sporadicity of certain diseases
 (d) The pandemicity of certain diseases
8. The chief complaint is expressed in 

patient’s own words to:
 (a) Have a clear picture
 (b) To avoid medico-legal problems
	 (c)	 Know	the	attitude	of	the	patient
 (d) Understand patients feelings
9. The history of present illness 

evaluates:
 (a) The mode of onset of symptoms
 (b) The progress of the disease
 (c) Cause of onset of disease
 (d) All the above
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10. The past dental history of a patient 
helps to know:

 (a) Patient’s feelings about his 
previous dentists

 (b) Endemicity of disease
 (c) Legal conditions 
 (d) Cause of disease
11. In the medical history of a patient 

which of the following condition 
needs	special	attention?

 (a) Mild fever a year back
 (b) Patient with liver dysfunction
 (c) Patient with denture
 (d) A female patient with C- section 

surgery 10 years back
12. Which of the following drugs alter the 

choice of general or local anesthetic to 
be	used?

 (a) Tranquilizers
 (b) Anticoagulant therapy
 (c) Antihypertensive drugs
 (d) All the above
13. The medical history of parents and 

siblings is important to dentist to 
record:

 (a) Heritable medical disorder
 (b) Inherited disease
 (c) Congenital disease
 (d) All the above
14.	 The	 influence	 of	 which	 sugar	 is	

important to be recorded in diet 
history?

 (a) Milk sugar
 (b) Fruit sugar
 (c) Intrinsic sugars
 (d) Non milk extrinsic sugars
15. The normal respiratory rate of an 

individual is:
 (a) 4 – 12/minute
 (b) 14 – 20/minute
 (c) 22 – 30/minute
 (d) 32 – 40/minute

16. The physiological pulse rate range is:
 (a) 20 – 60/min
 (b) 60 – 100/min
 (c) 100 – 140/min
 (d) 140 – 180/min
17. Body temperature above the normal 

range indicates the presence of:
 (a) Infection
 (b) Growth
 (c) Caries
 (d) Bruxism
18. The respiratory rate of an individual 

is to be measured necessarily if the 
patient is suspected of:

 (a) Cardiopulmonary disease
 (b) General anaesthetic procedure
 (c) Analgesia
 (d) All the above
19. Precautions to be taken in hypertensive 

patients	in	dental	office	includes:
 (a) Preoperative sedation
 (b) Short appointments
 (c) Reduce epinephrine
 (d) All the above
20. Exophthalmos is a sign indicative of:
 (a) Hyperthyroidism
 (b) Hypothyroidism
 (c) Paget’s disease
 (d) Acromegaly
21. An important sign of Bell’s palsy to be 

looked for is:
 (a) Drooping of the eyelid
 (b) Closed eyelid
 (c) Excessive lacrimation
 (d) Nasal swelling
22. The temporomandibular joint is to be 

examined for:
 (a) Clicking sound
 (b) Joint tenderness
 (c) Deviation of the mandible to 

either sides
 (d) All the above
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23. The commissures of the lip is ulcerated 
in case of:

 (a) Fungal infection
	 (b)	 Vitamin	deficiency
 (c) Loss of vertical dimension
 (d) All the above
24.	 The	 orifices	 of	 the	 submandibular	

glands opens in to the:
 (a) Hard palate
	 (b)	 Soft	palate
 (c) Floor of the mouth
 (d) Tongue
25. Torus palatinus is an elevation found in:
 (a) Hard palate
	 (b)	 Soft	palate
 (c) Commissure
 (d) Lips
26. The vitality of a teeth is tested with the 

help of:
 (a) Electric pulp tester
 (b) Ice
 (c) Source of heat
 (d) All the above
27. The vitality of the teeth is to performed 

in	which	case?
 (a) Translucent teeth
 (b) No colour change
 (c) Sensitivity to percussion
 (d) Corroded pits
28. Determination of occlusal status is 

done in case history to check:
 (a) Possibility of orthodontic treat-

ment
	 (b)	 Occlusal	discrepancy	influencing	

periodontal disease
 (c) Occlusal load resulting in trauma 

from occlusion
 (d) All the above
29. Lymph nodes which are enlarged and 

tender to touch are indicative of which 
nature?

 (a) Neoplastic
 (b) Benign
 (c) Congenital
 (d) Infectious
30. Which radiograph is taken to record 

the images of the teeth supporting 
bone and periodontal membrane 
space?

 (a) Periapical radiograph
 (b) Bitewing radiograph
 (c) Occlusal radiograph
 (d) Water’s view
31. Which radiograph is taken to reveal 

interproximal caries, an overhanging 
restorations?

 (a) Periapical radiograph
 (b) Bitewing radiograph
 (c) Occlusal radiograph
 (d) Waters’ view
32. Which of these is a positive 

reproductions of the maxillary arch 
and	mandibular	arch?

 (a) Casts
 (b) Blood picture
 (c) OPG
 (d) IOPA radiograph
33. The study casts are used in treatment 

planning for:
 (a) To serve a permanent record of 

the patient’s present condition
 (b) To observe static relation in 

occlusion
 (c) To chart the teeth for missing and 

anomalies
 (d) All the above
34. What should be the normal range 

of	 eosinophils	 in	 differential	 blood	
count?

 (a) 43 – 77%
 (b) 17 – 47%
 (c) 0 – 9%
 (d) 0 – 4%
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35. Leukopenia, a decrease in the count of 
WBCs is noted in:

 (a) Agranulocytosis
 (b) Aplartic anemia
 (c) Allergic reaction to drugs
 (d) All the above
36. Which WBC is increased in allergic 

diseases:
 (a) Lymphocytes
 (b) Monocytes
 (c) Eosinophils
 (d) Basophils
37. Which of the following WBC is 

increased	in	chronic	infection?
 (a) Lymphocytes
 (b) Monocytes
 (c) Eosinophils
 (d) Basophils
38.	 What	is	the	normal	bleeding	time?
 (a) < 5 – 6 minutes
 (b) < 10 – 12 minutes
 (c) < 18 – 20 minutes
 (d) < 22 – 28 minutes
39.	 What	is	the	normal	clotting	time?
 (a) 2 – 4 minutes
 (b) 4 – 8 minutes
 (c) 12 – 16 minutes
 (d) 18 – 22 minutes
40. The purpose of exfoliative cytology is 

for?
 (a) Checking against false negative 

biopsies
 (b) Follow-up for recurrence of carci-

noma
 (c) Evaluation of vesiculobullous le-

sions
 (d) All the above
41. The mouth mirror is used to check for 

the distal surfaces of posterior teeth 
and lingual surfaces of anterior teeth 
in which	vision?

 (a) Indirect vision
 (b) Indirect illumination

 (c) Trans illumination
 (d) Retraction
42.	 Reflection	 of	 light	 from	 dental	

overhead light to any area of the oral 
cavity accomplished by adopting the 
mouth mirror is:

 (a) Retraction
 (b) Trans illuminaiton
 (c) Indirect illumination
 (d) Indirect vision
43. To check for any oral mucosal lesion, 

instruments used are:
 (a) Two explorers
 (b) One mouth mirror 
 (c) Two mouth mirrors
 (d) A mouth mirror and explorer
44. Which of the following probes is 

calibrated	 in	mm	at	 specific	 intervals	
and	have	color	coding?

 (a) Williams, University of Michigan
 (b) Glickman
 (c) WHO probe
 (d) Gilmore probe
45. An explorer is used for which of the 

following	purpose?
 (a) To examine supra gingival tooth 

calculus
 (b) To examine demineralised cari-

ous lesions
 (c) To examine irregularities in the 

margins of restorations
 (d) All the above

Case History Taking and Treatment 
Planning
1. Dental treatment planning can be 

defined	as	the	development	of	a	series	
of procedures that are necessary to 
restore a diseased dentition to a state 
of health.

2. The patient assessment in case history 
should be able to provide diagnosis 
and treatment planning based on the 
following information:
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 (a) Patient history (Personal, medical 
and dental), including determi-
nation of vital signs.

 (b) Clinical examination – both ex-
traoral and intra—oral.

 (c) Radiographic examination.
 (d) Study casts.
 (e) Laboratory studies.
3. Name—is recorded to establish a good 

rapport and rendering psychological 
benefit	to	the	patient.	It	also	indicates	
the religion of a person.

4. Age – some diseases have a predilec-
tion to certain ages. Juvenile periodon-
titis and Garre’s osteomyelitis occurs 
in younger individuals lesser than 25 
years.	Cystic	hygroma	and	cleft	lip	are	
congential anomalies.

5. Gender—diseases of thyroid, cystitis 
are common in females. Haemophilia 
affects	male	only.

6. Occupation—dark stippling of mar-
ginal gingival is seen in patients who 
work with lead, bismuth and cadmi-
um.

7. Address—is recorded for communi-
cation purpose and to know the ende-
micity of certain diseases.

8. Chief complaint—is a statement 
which prompted the patient to seek 
dental care. It has to be noted in pa-
tient’s own words. Location and dura-
tion of the complaint has to be noted.

9. History of present illness—a complete 
history from the time of commence-
ment	 of	 first	 symptoms	 and	 till	 the 
time of examination. It should elabo-
rate on mode of onset of symptoms, 
the progress of disease with evolution 
of symptoms in chronological order.

10. Past dental history—it helps in giving 
an	 idea	 about	 the	 attitude	 of	 the	 pa-
tient about oral health and also helps 
us to know the patient’s feelings about 
his previous experience.

11. Past medical history—the aim is to 
determine those systemic conditions 
or systemic diseases which alters the 
treatment plan of the dentist. A special 
note on any drug allergies and diseas-
es under treatment also has to be men-
tioned to check for drug interactions.

12. Family history—the medical history of 
parents and siblings is noted to record 
any heritable, inherited or congenital 
dental defects. Examples of diseases are 
tuberculosis, rheumatic fever, migraine, 
neurotic disorders, allergic diseases and 
hypertension. Dental diseases like mal-
occlusion, abnormalities of teeth like 
microdontia and congenital absence of 
teeth are noted.

13. Personal history—it includes both 
para functional oral habits and ad-
verse habits. Para functional habits 
like bruxism, clenching, nail or pen-
cil biting is recorded. Adverse habits 
like history of smoking, ingestion of 
alcohol or drugs helps in providing 
appropriate treatment. Diet history 
is recorded to estimate the amount of 
non milk extrinsic sugar intake, which 
in	turn	influences	caries	rate.

14. Vital signs—body temperature, pulse, 
respiratory rate and blood pressure. 
Normal values are:

Vital signs Normal values
Body temperature 35 – 37°C
Pulse rate 60 – 100 / min
Respiratory rate 14 – 20 / min
Blood pressure 120 / 80 mm of Hg

15. Clinical examination:
 Extraoral—

•	 The	head	and	jaws—examined	
for symmetry and develop-
ment. Growth and complete 
development of jaws are im-
portant to note for occlusion
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•	 Face—facial	 asymmetry	 dis-
closing muscle activity related 
to temperomandibular joint 
dysfunction should be noted

•	 Eyes—the color of sclera indi-
cates the presence of jaundice. 
Exophthalmos is a sign of hy-
perthyroidism, Mikulicz’s syn-
drome presented in combina-
tion with swellings of lacrimal 
glands and salivary glands. 
Cornea	 is	 inflamed	 in	 herpes	
zoster infection. Drooping of 
eyelid is noted in Bell’s palsy

•	 Temporomandibular	 joint	
(TMJ)—extensive examination 
need to be performed on those 
patients who presents with 
symptomatology related to the 
joint, palpation of the external 
surface of TMJ will disclose 
clicking, tenderness on palpa-
tion and deviation of mandi-
ble to either side. Interocclusal 
distance is also measured

•	 Examination	 of	 lymphnodes	
—palpable nodes indicates 
lymph node disease owing 
to infectious, immune or neo-
plastic disease. Infectious lym-
phnodes are tender to touch 
while neoplastic are not

•	 Lips—angular	 or	 vertical	 fis-
sures, lip pits, ulcers and color 
is noted. Color of lips vary 
in anemia, cyanosis or poly-
cythemia. Pigmentation oc-
curs in Addison’s disease or 
Peutz jeghers syndrome. The 
commissures	 are	 inflamed	 or	
ulcerated in case of fungal or 
bacterial infection, vitamin de-
ficiency,	 habitual	 moistening	
or loss of vertical dimension

 Intraoral
	 (a)	 Soft	tissue:

•	 Buccal	 mucosa—check	 for	
cheek biting, hematoma and 
reddish area

•	 Hard	palate—palpate	for	bony	
elevations or check for surface 
change

•	 Soft	palate—evaluated	for	mo-
bility and symmetry. Congeni-
tal	abnormalities	such	as	bifid	
uvula is checked

•	 Floor	 of	 the	 mouth—land-
marks	like	orifices	of	submax-
illary and sublingual glands is 
checked Bidigital palpation of 
the	floor	of	the	mouth	is	done	
to check for masses

•	 Tongue—dorsum	 of	 the	
tongue is inspected for swell-
ing, ulcers, variation in size 
and colour, papillae distribu-
tion and margins of tongue. 
Clinical conditions like scro-
tal tongue, median rhom-
boid glossitis and geographic 
tongue are seen

•	 Gingiva—observe	 the	 color,	
size, contour, consistency, sur-
face texture and ease of bleed-
ing and pain that occurs during 
examination should be noted. 
Ulcers,	marginal	 inflammation,	
resorption, festooning, still-
man’s	 clefts,	 hyperplasia,	 nod-
ules, swelling and resorption

•	 Periodontal	 pockets—the	
presence and distribution of 
pocket depth should be re-
corded for each tooth surface

•	 Calculus	 and	 deposits—the	
amount and location of plaque 
and calculus ARE to be noted
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•	 Mobility—mobility	 of	 the	
teeth should be checked. The 
degree of mobility determine 
the prognosis of the teeth

 (b) Hard tissues:
•	 Number	 of	 teeth	 present	 and	

type of dentition
•	 Carious	lesions
•	 Defects	 in	 restorative	 materi-

als
•	 Fractured	teeth
•	 Vitality
•	 Occlusion—determination	 of	

occlusal status is important in 
patient in whom orthodontic 
treatment is a possibility and 
in patient whose occlusion 
discrepancies	 can	 influence	
periodontal disease. Occlusal 
analysis should include all 
functional and parafuncitonal 
relationship, including centric 
relation, centric occlusion and 
habitual relation. The possibil-
ity of trauma from occlusion 
should be evaluated. 

16. Radiographic examination—Radio-
graphs are 2 – dimensional images of 
3 dimensional objects. Three types of 
intra oral radiographs are:

 (a) Periapical radiographs—records 
the image of the teeth support-
ing bone, periodontal membrane 
space. It is used to interpret a pa-

thology in the root area and in 
surrounding bony structures.

 (b) Bitewing radiographs—are used 
to view interproximal caries, 
overhanging restorations and 
calculus.

 (c) Occlusal radiographs—to inter-
pret any growth and occlusal re-
lationship.

17. Study casts—they are positive repro-
ductions of the maxillary arch and 
mandibular arch. It serves as a perma-
nent record of patient’s present con-
dition, to observe static relation and 
during charting of teeth to note miss-
ing tooth, anomalies of size, shape or 
number, partial eruption, tooth posi-
tions.

18. Laboratory studies—includes WBC 
count, platelet count, bleeding time, 
clotting	time	and	blood	sugar	level.

19. Histopathology and cytology:
 (a) Biopsy examination—is used 

to	 confirm	a	diagnosis	 of	malig-
nancy and evaluation of non neo-
plastic lesions, such as mucosal 
nodules, papillomas, vesiculo 
bullous lesions and cysts.

 (b) Exfoliative cytology—it helps to 
check against false negative biop-
sies, in follow-up detection or re-
current carcinoma and for evalu-
ation of vesiculo bullous lesions.

Key
 1. (c)  2. (d)  3. (a)  4. (b)  5. (a)  6. (d)

 7. (a)  8. (b)  9. (d)  10. (a)  11. (b)  12. (d)

 13. (d)  14. (d)  15. (b)  16. (b)  17. (a)  18. (d)

 19. (d)  20. (a)  21. (a)  22. (d)  23. (d)  24. (c)

 25. (a)  26. (d)  27. (c)  28. (d)  29. (d)  30. (a)

 31. (b)  32. (a)  33. (d)  34. (d)  35. (d)  36. (c)

 37. (a)  38. (a)  39. (b)  40. (d)  41. (a)  42. (c)

 43. (c)  44. (c)  45. (d)
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1. Frenectomy  is performed in which 
type of orthodontics?

 (a) Preventive orthodontics
 (b) Interceptive orthodontics
 (c) Corrective orthodontics
 (d) Invasive orthodontics
2. Oral screen appliance is employed to 

break which habit?
 (a) Tongue thrusting
 (b) Bruxism
 (c) Nail biting
 (d) Lip biting
3. Premature loss of deciduous teeth 

resulting in drifting of adjacent teeth 
can be treated by:

 (a) Space maintainers
 (b) Oral screen
 (c) Space regainer
 (d) Lingual arch
4. The procedure of serial extraction 

cannot be done when?
 (a) Skeletal malocclusion present
 (b) Natural spacing present
 (c) Deciduous teeth are present
 (d) All the above
5. Long face syndrome is a sign of:
 (a) Thumb sucking
 (b) Mouth breathing

Epidemiology of Malocclusion

38
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 (c) Tongue thrusting
 (d) Bruxism
6. The presence or absence of 

malocclusion of teeth is governed by 
which skeletal pattern?

 (a) Relationship of maxilla to 
mandible in anteroposterior 
plane

 (b) Relationship of maxilla to 
mandible in transverse plane

 (c) Relationship of maxilla to 
mandible in vertical plane

 (d) All the above
7. The intensity of permanent damage to 

oral structure due to habits is obtained 
by:

 (a) Frequency X Duration
 (b) Frequency – Duration
 (c) Frequency + Duration
 (d) Frequency / Duration
8. Indication for serial extraction is:
 (a) Class II  anterior crowding
 (b) Labial eruption of lateral incisors
 (c) Lack of developmental spaces
 (d) Ankylosed teeth
9. Reverse overjet is the term used for:
 (a) Class I malocclusion
 (b) Class II malocclusion division 1
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 (c) Class II malocclusion division 2
 (d) Class III malocclusion
10. Planning for preventive orthodontics 

should consider which aspect?
 (a) Pattern of eruption of deciduous 

teeth
 (b) Pattern of shedding of deciduous 

teeth
 (c) Growth of jaws
 (d) All the above

Viva Points

1. Malocclusion means that the 
physiological occlusion is disturbed 
leading to abnormal contacts of teeth.

2. This can result in routine function 
disturbing or aesthetically unpleasant.

3. Management of malocclusion has 
three important modalities:

 (a) Preventive orthodontics.
 (b) Interceptive orthodontics.
 (c) Corrective orthodontics.
4. Preventive orthodontics is action 

taken to preserve the integrity of 
functional occlusion at a specific time. 
It includes:

 (a) Treating carious lesions which 
can change the arch  length.

 (b) Early recognition of oral habits 
and eliminating them.

 (c) Space maintainers for 
maintaining proper positions.

 (d) Muscle exercise.
 (e) Maintainence of shedding time of 

tooth.
 (f) Functional analysis.
5. Interceptive orthodontics is to 

recognize and eliminate any potential 
irregularities and malpositions in the 
developing dentofacial complex, i.e. 
to intercept developoing malocclusion 
and to restore the teeth back to normal 
occlusion. It includes:

 (a) Removing supernumerary teeth.
 (b) Slicing mesial surfaces of primary 

cuspids.
 (c) Use of space maintainers and 

space regainers.
 (d) Performing frenectomies.
 (e) Serial extraction procedures.
6. Corrective orthodontics includes all 

the technical procedures employed to 
reduce or to eliminate malocclusion.

Key
 1. (b)  2. (a)  3. (a)  4. (d)  5. (b)  6. (d)

 7. (a)  8. (c)  9. (d)  10. (d)
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1. Professional factor for location of 
practice set up does not include:

 (a) Revenue earnings
 (b) Growth
 (c) Climatic preference
 (d) Opportunities for referral 

practice
2. What is the miminal area required to 

set up a clinic:
 (a) 100 – 200 sq feet
 (b) 200 – 400 sq feet
 (c) 400 – 600 sq feet
 (d) 800 – 1000 sq feet
3. The décor of the reception area is 

decided by which factor?
 (a) Location of practice set up
 (b) Design of clinic
 (c) Selection of equipment
	 (d)	 Selection	of	staff
4. Pick the limitations of marketing 

research in marketing of dental 
services:

 (a) Adds new customers
 (b) Acts as a sales booster
 (c) Improved quality of services
 (d) Collected data not reliable
5. Publicity of dental clinic can be done 

by which methods?

Practice Management

39
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 (a) Direct mail
 (b) Newspapers
 (c) Magazines
 (d) All the above
6. Record keeping in dental practice 

management is important to:
 (a) Bring cleanliness
 (b) Avoid medico-legal implications
 (c) Improve practice
 (d) Promote practice
7. The joint use of equipment and 

personnel with a centralized 
administration is the characteristic of:

 (a) Solo practice
 (b) Partnership practice
 (c) Group practice
 (d) Salaried practice
8. A system of interacting business 

activities designed to plan, promote 
and distribute products and services 
to potential customers is called?

 (a) Marketing
 (b) Record keeping
 (c) Designing
 (d) Selection
9. Which factor is responsible for a 

successful dental practice?
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 (a) Relationship with other profes-
sionals

 (b) Updating knowledge and skills
 (c) Personal qualities related to den-

tist
 (d) All the above
10. Appointment system in time manage-

ment of dental practice will:
 (a) Minimize productivity
 (b) Increase tension
 (c) Maximize wastage of time
 (d) Helps patient without causing 

the	dentist	to	work	inefficiently

Viva Points

1.	 Practice	management	is	defined	as	the	
process of utilizing inputs (humans 
and economic resources) by planning, 
organizing and controlling for the 
purpose of producing outputs (servic-
es provided), so that the objectives are 
achieved.

2. The headings under which dental 
practice can be managed include:

 (a) Planning:
•	 Location
•	 Format
•	 Chamber	layout
•	 Discipline	/	Decorum

 (b) Inputs:
•	 Equipment
•	 Material
•	 Man	power
•	 Interior	designing	

	 (c)	 Staff:
•	 Recruitment
•	 Training
•	 Motivation
•	 Team	spirit

 (d) Control:
•	 Income
•	 Records
•	 Practice	analysis
•	 Counseling

	 (e)	 Feedback:
•	 Practice	analysis
•	 Remedial	action
•	 Resolving	conflicts

Key
 1. (c)  2. (d)  3. (b)  4. (d)  5. (d)  6. (b)

 7. (c)  8. (a)  9. (d)  10. (d)
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1. Non sterile gloves are appropriate for:
 (a) Examinations
 (b) Episectomy
 (c) Extraction
 (d) Pulpotomy
2. Penetration of liquids through 

undetected holes in the gloves is 
called:

 (a) Washing
 (b) Donning
 (c) Wicking
 (d) Wiping
3. Infection control measures in dental 

practice recommends which practice 
in needle handling?

 (a) Breaking of needle
 (b) Bending of needle
 (c) Using  disposable syringe
 (d) All the above
4. Which of the following vaccine is 

mandatory for dental health care 
worker?

 (a) Hepatitis B
 (b) Hepatitis C
 (c) Hepatitis A
 (d) Hepatitis D
5. Dentists should wash their hands:
 (a) At the end of day’s practice

Infection Control

40
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 (b) At the start of day’s practice
	 (c)	 Before	glove	placement	and	after	

glove removal
	 (d)	 After	glove	removal
6.	 Identify	 the	 instrument	 classified	 as	

“Critical” in dental practice:
 (a) Forceps
 (b) Condensers
 (c) Mirrors
 (d) External component of X-ray 

head
7. The most commonly used method of 

sterilization in dentistry is:
 (a) Steam autoclave
 (b) Chemiclave
 (c) Dry heat oven
 (d) All the above
8. Extracted teeth in dental clinics should 

be stored in:
 (a) Fresh water
 (b) Fresh solution of sodium 

hypochlorite
 (c) Fresh lime
 (d) Fresh saline

Viva Points

1. Infection control in dental 
practice means preventing disease 
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transmission from providers to 
patients, from patients to providers, 
and between patients and families.

2. Dental patients and dentists are 
exposed to micro-organisms via-
blood or oral or respiratory secretions. 

3. Hepatitis B (HBV), Hepatitis C (HCV), 
Herpes Simplex virus Type 1 and Type 2, 
HIV/AIDS, Mycobacterium tuberculosis, 
staphylococci and streptococci are 
important transmissible diseases to be 
considered in dental practice.

4. Centre for Disease Control in 1993 
recommended the following as a 
routine in the care of all patients in 
dental practice to control spread of 
infection:

 (a) Medical history.
 (b) Vaccinations.
 (c) Protective barrier techniques.
 (d) Handwashing and care.
 (e) Use and care of sharp instruments 

including needles.

 (f) Sterilization and disinfection of 
instruments.

 (g) Cleaning and disinfection of 
dental unit and environmental 
surfaces.

 (h) Disinfection in the dental 
laboratory.

 (i) Use and care of handpieces and 
other intra oral dental devices 
attached	to	air	and	water	lines	of	
dental units. 

 (j) Disposal of waste materials.
5. CDC recommends that blood and 

body	 fluid	 precautions	 be	 used	
regularly for all patients known as 
“Universal Precautions”.

6. Universal Precautions include the use 
of protective eyewear, chin length face 
shields or surgical masks, disposable 
gloves, head caps and surgical gown. 

Key
 1. (a)  2. (c)  3. (c)  4. (a)  5. (c)  6. (a)

 7. (d)  8. (b)
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