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Preface 

This book is written keeping professional and PG Dental 
Entrance Examinations in mind. Explanations have been given 
with the answers. It is based on the experience of many toppers 
regarding flying success in the examinations. This book will 
guide in preparations for examination. The questions in this 
book have been compiled after analyzing many question papers 
of previous years. 

The secret of success in competitive examination lies in 
proper guidance and hard work. This book simplifies your 
preparation by making you work more efficiently. For the sake 
of convenience we have written four MCQs books 
namely: MCQs in Pedodontics, MCQs in Operative Dentistry 
and Endodontics, MCQs in Oral and Maxillofacial Surgery and 
MCQs in Periodontics, which have been divided subjectwise, 
one book on each major subject. Some allied subjects have 
been joined together. All the books on MCQs will be true friends 
and a great asset for the candidates of dental professional 
examinations, the postgraduate dental entrance examinations 
and interview, and also for practitioners. The trend is very fast 
changing toward MCQs. These books will also be very useful 
for graduate and postgraduate courses, as these contain 
questions, which are likely to be asked in periodical assessments 
during graduate and postgraduate courses and in final 
examinations. 

For the preparation for examinations the aim of these books 
is to encourage the readers to detect areas of weakness in 
understanding the subject matter so that they may again study 
the textbooks for better and comprehensive review of the subject. 

Every effort has been made to update all the books. All the 
books will be very useful for all the students and will prepare 
them to face any examination with full confidence. 

Satish Chandra 
Shaleen Chandra 

Girish Chandra 



Tips for Success 

1. Start your preparations at least one year in advance. G ive 
six months for initial preparation (Reading textbooks and 
solving MCQs), 4 months for final preparation (Solving 
MCQs from books) and last two months for revision of 
MCQs. 

2. Procure all study material and finish subject by subject. 

3. Plan your study hours. 

4. Consult your seniors who have passed the examinations 
with a good score. Follow their advice but not blindly. 

5. Read the textbook of the subjects thoroughly from the 
beginning to the end. Do not do selective reading except 
only in revision.  

6. Be organized in your study. 

7. Aim for the top because you wiil invariabiy faB short. 

8. Practice self-assessment tests and solve model test papers 
to know which chapters require revision and to get a feel 
of examination conditions. 

9. Understand each chapter of each subject and attempt 
connected MCQs before proceeding to the next chapter. If 
you correctly answer less than 90% of MCQs, repeat the 
chapter. 

10. Practise, practise and practise MCQs again and again with 
reasoning. 

11. Time yourself while solving model test papers and 
examination question papers. 

12. Relax and be tension-free whiie attempting questions in 
the examination. 

13. Read the questions carefully to understand them; think and 
then answer. 



Information and Suggestions 

Remember 
• You can do it. Always try for the top slots because if you aim for the 

sky, you would at least reach the hilltop. 
• You can do it and have to do it. 

Tentative dates of various 

entrance exams 

All India PG 
AIIMS 
BHU 
PGI Chandigarh 
MAHE 
Various state/ College! 

University entrances 

Jan 
Jan/June 
June 
June/Nov 
May 

Jan to Dec 

Approximate no. of seats 

available 

130 
4 
2 
4 

50 

1000 

The following is the approximate percentage of MCQs appeared in the 
various postgraduate entrance examinations in previous years. 

Subject No. of MCQs %age Weeks required for revision 

l€xtbooks MCQsbooks 

1. Purely Preclinical 3 1 1 

2. Applied Preclinical 8 2 2 

3. Oral and Dental 25 5 5 
Pathology & Oral Medicine 

4. Oral and Maxillofacial 9 2 2 
Surgery 

5. Periodontics 5 1 1 
6. Prosthodontics & Applied 14 3 3 

Dental Material 

7. Conservative Dentistry 8 2 2 

8. Orthodontics 8 2 2 

9. Dental Radiology 3 2 2 

10. Endodontics 5 2 2 

II. Community Dentistry 2 1 1 

Contd ... 
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Contd ... 

12. 
13. 

Subject No. of MCQs %age Weeks required for revision 

Textbooks MCQsbooks 

Gen. Medicine and Surgery 5 1 1 
Pedodontics and Preventive 5 1 1 
Dennstry 

Total 100 25 27 

1. Only hard labor and vast knowledge are not enough but 
mastering the technique of taking MCQs examination is 
equally important. 

2. First clear the basic fundamentals to have wider and better 
understanding of the subject. You must read the textbooks 
as much as possible. 

3. Do not attempt the questions that you are not sure of. 
Negative marks due to guesswork always take you down 
in the merit list. Even 1 mark can change your merit 
tremendously. 

4. It is better to leave a question rather than to attempt it 
wrongly. 

5. Research in psychology has concluded that most of us mark 
the right choice first and due to second thoughts mark a 
wrong choice. 

6. The entrance examinations are to test the basi c  
fundamental knowledge of the subject. Mostly the choices 
are straight forward and not to trick you. Answer each 
question from general principles rather than from 
exceptions. 

7. Appear in all the entrance examinations in which you are 
eligible. You never know when luck may favor you. 
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CD 
Introduction, Aims and 

Scope of Operative 
Dentistry 

1. The purpose of operative and restorative dentistry is to 
restore and maintain: 
A. Health of natural dent ition 
B. Function of natural dentition 
C. Esthetic appearance 
D. All of the above 

Answer 
1.0. Operative dentistry is the art and science of the diagnosis, 

treatment and prognosis of defects of teeth that do not require 
full coverage restorations for correction. Such treatment 
should result in restorations of proper tooth form, function 
and esthetics while maintaining the physiologic integrity of 
teeth in harmonious relationship with adjacent hard and soft 
tissues, all of which should enhance the general health and 
welfare of the patient. 



CD 
Clinical Aspect of 
Dental Anatomy, 

Histology, Physiology 
and Operative Dentistry 

1. The oldest  and most  widely used m ethod of tooth 
nomenclature is: 
A. Universal system 
B. FDT system 
C. Two digit system 
D. Palmer system 

2. The system to designate a tooth which is simple to 
understand and to teach as well as readily communicable in 
print and by wire is: 
A. Zsigmondy system 
B. Universal system 
C. FDI/Two digit system 
D. None of the above 

3. In a system, a tooth is designated number '46', the tooth is: 
A. Permanent maxillary right first molar 
B. Permanent maxillary right 2nd molar 
C. Permanent mandibular right first molar 
D. Permanent mandibular left first molar 

4. A mesial proximal carious lesion of the mandibular right 1st 
molar is indicated by: 
A. 301 
B. 302 
C. 303 
D. 304 
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5. Teeth most commonly congenitally absent are: 
A. Mandibular 2nd bicuspids 
B. Maxillary lateral incisors 
C. Mandibular 1st bicuspids 
D. Mandibular primary 2nd molar 

6. The central parts of the temporomandibular joints are: 
A. Vascular with motor nerve supply 
B. Vascular with sensory nel've supply 
c. A vascular with serlsory nerve supply 
D. A vascular without sensory nerve supply 
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Answers 
1. D. In Palmer system the central incisor of each segment is given 

the number '1' and the number then run in a distal direction 
and third molar is number 8. The segments are shown as the 
patients' upper right, upper left, lower right and lower left 
segments respectively in clockwise direction. 

2.C. Federation Dentaire Internationale (FDI) / two digit system 
is simple to teach and understand, readily communicable in 
print and telephone, easy to speak in conversation and 
dictation, easy to enter into cornputer and easily adaptable 
to standard charts. 

3.e. The FDI two digit system identifies each of the 32 permanent 
teeth into a two digit number, the first digit indicating the 
quadrant (1 to 4, starting from upper right quadrant clockwise 
to lower right quadrant) and second digit indicating the 
specific tooth. 

4.A. Combining the tooth number and the surface numerical 
exponent or letter makes it possible to designate the location 
of the caries. Tooth number of mandibular right 1st molar is 
30 in ADA number and 1 denotes that the carious lesion 
occurs on the mesial side. 

S.A. Second most commonly missing is maxillary lateral incisor. 

6.D. The central parts of the temporomandibular joints are 
avascular and without sensory nerves. They are structurally 
capable of functional stress bearing without injury or pain. 



CD 
Occlusion and 

Operative Dentistry 
LSi 

1. The tenn "occlusion" is used to designate a functional 
complex that includes: 
A. Teeth and the jaws 
B. Teeth, periodontium jaw joints 
c. Teeth, nerves and muscles 
D. All of above 

2. Occlusion means bringing the jaws together during: 
A. Function 
B. Parafunction 
c. Function and parafunction 
D. None of the above 

3. The end p oint of mandibular closure with maximum 
intercuspation of the teeth is know as: 
A. Centric relation 
B. Centric closure 
C. Centric occlusion 
D. None of them 

4. In centric occlusion position of central part of head of condyle 
occurs on the: 
A. Central part of the disk of the joint 
B. Peripheral part of the disk of the joint 
C. Whole surface of the joint 
D. Does not involve the disk of the joint 

5. After completion of growth the adaptive capacity of the joint: 
A. Increases 
B. Remains same as before 
C. Decreases 
D. Diminishes 
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6. Centric relation refers to a: 
A. Retrusive movement 
B. Protrusive movement 
C. Both protrusive and retrusive movement 
D. None of the above 

7. The movement which occurs in centric relation is about: 
A.2mm B. lOmm 
C. 25 mm D. More than 50 mm 

8. Diagnosis of cracked tooth syndrome is made by: 
A. Biting on solid object and release of pressure 
B. Only during bites 
C. Percussion 
D. All of the above 

9. Most commonly fractured cusp is: 
A. Buccal cusps of maxillary molars 
B. Buccal cusps of mandibular molars 
C. Lingual cusps of maxillary molars 
D. Lingual cusps of mandibular molars 
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Answers 
1.D. The term occlusion is used a functional complex which 

includes all of the components of the masticatory system 
(teeth, periodontium, jaws, joints, nerves and muscles) and 
the function or parafunction in which they are engaged. 

2.D. Occlusion includes bringing the jaws and teeth together 
during chewing of food, swallowing, and normal bracing 
from craniomandibular stab ilization during b ody 
movements, and bringing the teeth together in parafunction, 
i.e purposeless clenching and grinding of teeth. 

3.e. Centric occlusion is the position of maximum intercuspation 
of teeth which is in harmony with the neuromuscular 
mechanism. 

4.A. Guidance by the joints and teeth to centric occlusion ideally 
places stresses on the central parts of joint disk and in the 
long axis of the teeth with only a slight mesial component 
and no buccoiingual thrust or impact. 

S.c. After completion of growth the joints have limited adaptive 
capacity to accommodate for alterations in occlusal relation, 
except those related to trauma. 

6.A. Centric relation refers to a retrusive opening and closing of 
the mandible on a hinge like axis movement of about 25 mm. 

7.e. Centric relation is considered to be a clinically practical, 
reproducible, and stable reference position for restorative 
procedures when the condyle are properly positioned by the 
clinician in their rearmost and uppermost position without 
interference from the patient's muscles. 

S.A. Incomplete fracture or undislocated fragments through body 
of the tooth may cause pain on movement of the fragments. 
Usually pain is relieved on biting on a solid substance. If 
fragments come closer. If on biting fragments get apart pain 
will increase. 

9.D. Among all the cusps of all molars anatomically lingual cusps 
of mandibular molars are least supported. 



CD 
Clinical Aspects of 

Dental Caries 

1. "Double inverted cone" type of penetration of dental caries 
is seen in: 
A. Smooth surface caries 
B. Pit and fissure caries 
C. Both of the above 
D. None of the above 

2. Pit and fissure lesions are represented by: 
A. Apex of cone facing each other 
B, Base of cone facing each other 
C. Double inverted cone 
D. None of the above 

3. Proximal carious lesion occurs mostly: 
A. Just occlusal to contact area 
B. Just cervical to contact area 
C. Irrespective of contact area 
D. None of the above 

4. Development of smooth surface dental caries is due to all of 
the following, except: 

A. Low salivary flow 
B. Frequent sucrose consumption 
C. Radiation therapy 
D. Anl0unt of sucrose consumption 

5. Smooth surface caries is mainly caused by: 
A. Lactobacilli 
B. Streptococcus 111utans 
C. Actinomyces 
D. All of the above 



Clinical Aspects of Dental Caries 9 

6. Patients with which of the following salivary levels of 
Streptococcus mutans are considered as high-risk for dental 
caries? 
A. Above 104 CFU / ml B. Above 106 CFU / ml 
C. Above 108CFU/ml D. Below 104CFU/ml 

7. A patient with less than 104 CFU of lactobacilli per ml of 
saliva is associated with: 
A. High caries risk group 
B. Medium caries risk group 
C. Low caries risk group 
D. None of the above 

8. According to Klock and Krasse, the high caries risk group 
comprised of: 
A. 25% of population 
C. 28% of population 

B. 23% of population 
D. 32% of population 

9. The first anti-gingivitis oral rinse approved by FDA and ADA 
Council is: 
A. 2% chlorhexidine glueonate 
B. 0.2% ehlorhexidine glueonate 
C. 0.12% chlorhexidine gluconate 
D. 1% chlorhexidine glue onate 

10. The method of choice for removal of interproximal plaque 
is: 
A. Unitufted waxed floss 
B. Multitufted unwaxed floss 
C. Multitufted waxed floss 
D. Unitufted unwaxed floss 

11. Sealants are not recommended routinely on: 
A. Primary molars 
B. Over another restorative material 
C. Interproximal lesions 
D. All of the above 

12. Percentage of pit and fissure caries in children is: 
A. 60 to 70% 
B. 50 to 60% 
C. 80 to 90% 
D. 40 to 60% 
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13. Incidence of dental caries in young children is most 
effectively reduced by: 
A. Sealants B. Oral prophylaxis 
C. Flossing D. None of the above 

14. Remineralization of the cariously damaged tooth structure 
occurs as local pH: 
A. Rises above 7 B. Rises above 5.5 
C. Decreases below 5 D. None of the above 

15. The term 'odonlopathic' refers to: 
A. Causing disease to odontoblasts 
B. Causing disease to teeth 
C. Causing disease to enamel only 
D. None of the above 

16. Streptococcus mutans and lactobacilli are the primary 
cariogenic organisms and are said to be: 
A. Acidogenic only 
B. Aciduric only 
C. Both acidogenic and cariogenic 
D. None of the above 

17. The term "aciduric" refers to: 
A. Bacteria producing great amount of acids 
B.

· Bacteria capable of tolerating acidic environment 
C. Bacteria unable to tolerate acidic environment 
D. None of the above 

18. The microorganisms most strongly associated with " onset 
of caries" and active progression of cavitated lesions are: 
A. Staphylococcus aureus and Streptococcus mutans 
B. Staphylococcus aureus and lactobacilli 
C. Streptococcus mutans and lactobacilli 
D. Viridans and Actinobacillus group 

19. Nonspecific plaque hypothesis assumes that: 
A. All plaque are pathogenic 
B. Plaque is pa tho genic only when signs of disease are present 
C. Both A and B 
D. None of the above 
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20. 1'1; � single most important factor in producing cariogenic 

pLque is: 
A. High amount of glucose exposure 
B. High frequency of glucose exposure 
C. High amount of sucrose exposure 
D, High frequency of sucrose exposure 

21. TLc teeth normally have a plaque community dominated by: 
A. Streptococcus sanguis and StreptococCllS mutans 
B. Streptococcus sanguis and Streptococcus mitis 
C. Lactobacilli and Streptococcus mutans 
D Streptococcus salivarius and lactobacilli 

22. Tile process of plaque regrowth after the tooth surface is 
ckaned is termed as: 
A Primary succession of plaque growth 
B .  Secondary succession of plaque growth 
C. Tertiary succession of plaque growth 
D None of the above 

23. C.·jng from higher to lower demineralization of enamel starts 
at :' he pH range from: 
A 3 to 4 B. 5 to 5.5 
c. (, to 7 D. None of the above 

24. TI.� second most susceptible area of tooth to caries are: 
A Buccal and lingual pits of molars 
B. Pit and fissures 
C. I>roximal surface gingival to contact area 
D. ; :acial and lingual smooth surface 

25. RI·,>t caries is initiated by: 
A. StreptocOCCllS mutans 
B. Lactobacilli 
C. A.viscosus 
0, Anaerobes 

26. Tl .� time for progression from incipient caries to clinical 
ca ies, i .e. cavitation on smooth surfaces is estimated to be: 
A 15 months ± 6 months 
B. 15 months ± 8 months 
C. 18 months ± 6 months 
O. 18 months ± 3 months 
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27. What i s  the d i fference b etwe e n  white spot o f  

hypocalcification and white spot o f  incipient carj.·,;? 
A. No difference, both are same 
B. Hypocalcified spot disappears on wetting and i('appears 

on drying while incipient caries spot is not chanf;ed 
C. Incipient caries spot partially or totally disappe<l ,; visually 

when hydrated while hypocalcified spot is un,' iCected on 
hydration 

D. None of the above 

28. Arrested carious lesion is: 
A. Discolored and remineralized area 
B. Intact arLd more resistant to caries attack th;1q adjacent 

unaffected enamel 
C. Not restored unless esthetically required 
D. All of the above 

29. The deepest and advancing front of enamel carinus lesion 
is: 
A. The dark zone 
B. The bod y of the lesion 
C. The translucent zone 
D. The surface zone 

30. The zone of enamel caries, which is relatively un,. Heded by 
caries attack is: 
A. The dark zone 
B. The surface zone 

C. The translucent zone 
D. The body of the lesion 

31. Which part of tooth is least resistant to caries? 
A. Surface enamel 
B. Dentin 
C. Dentinoenamel junction 
D. CelTlentum 

32. A reliab le test to detect caries is: 
A. Only visual 
B. Only by use of explorer 
C. Only radiograph 
D. None of the above 
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33. M, ,st effective treatment in preventing pit and fissure caries 
is: 
A. Local fluoride application 
B. Systemic water fluoridation 
C. Pit and fissure sealants 
D. Enameloplasty 

34. Olyusal surfaces account for only of all tooth surfaces: 
A. 10.5% ts. 12.5% 
C. 14.5°/., D. 16.5% 

35. TLe l evels of  which bacteria can be used to assess the 
ef I �ctiveness of caries control procedures? 
A. Streptococcus mutans 
B .  Staphylococcus aureus 
C. Lactobacilli 
D. A.. viscosus 

36. Caries control refers to: 
A. L{emoval of infected tooth structure 
B. Medicating the teeth 
C. i<.estoring defects w'ith temporary material 
D. All of the above 

37. St' . ile caries is: 
A. I�ecurrent caries 
C. I�oot surface caries 

B. Residual caries 
D. Forward caries 

38. DlHtal caries is said to be 'extensive' when: 
A. It involves more than one tooth 
B. Distance between infected dentin and pulp is less than 

·.�lnm 
C. Distance between infected dentin and pulp is less than 

lmm 
D. \11 of the above 

39. A !acteria not associated with caries process is: 
A. Streptococcus mutans 
B. ! Jlctobacillus acidaphillus 
C. Staphylococcus aureliS 
D. \ctinomyces 
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40. When ages are equal, studies have shown that )" ung girls 
have slightly higher caries index than boys. This is -lttributed 
to: 
A. Girls eat Inore sweets 
B. Hormonal diff�rences 
C. Earlier growth spurt in girls 
D. Earlier eruption of dentition in girls 

41. Clinically the earliest evidence of caries is: 
A. Sensitivity to sweets 
B. Roughness on the surface of tooth 
C. Brown area on tooth surface 
D. Chalky white area on the tooth 

42. Fluoride-richness of surface enamel: 
A. Remains constant 
B. Increases with age 
c. Increases in increments 
D. Decreases with tinle due to occlusal wear 

43. A person suffering from xerostomia is more likeJ y to have: 
A. Cemental caries 
B. Decrease in dental caries 
C. Increase in lesions of dental caries 
D. Arrested caries 

44. Pit and fissure sealants are generally not used iJl: 
A. Molars 
B. Teeth showing signs of opacity in pit or fissure 
C. Patients receiving fluoride therapy 
D. Cavitated lesion 

45. The mtlst reliable index for dentinal caries remc'-al is: 
A. Color difference B. Depth of cavity 
C. Tactile stimuli D. Pain perception 

46. Caries control is an intermediate step in restorativ(' treatment 
and most frequently used Inaterials are: 

A. C01nposite resin 
B. Amalgam 
C. Amalgam and intermediate restorative materi" I 
D. None of the above 
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Answers • I 

I.A. L ·. caries lesion on the smooth surface of enamel is conical in 
sl ,ape with its broad base on enamel surface and the tip on 
tl ,e dentinoenamel junction. When it reaches dentinoenamel 
j )  mction, it spreads laterally along the junction thereby 
u ndermining enamel.Thus double inverted cone type of 
F '  :netration is preserLt. 

2.B. Ti'<e carious lesion found in pits and fissures establish their 
in itial penetration through the small enamel defect and 
b maden in area as the dentin is approached. At the DEJ the 
I, :;ion extends laterally at a somewhat more rapid rate that it 
L" ,,-,s pulpally. 

3.B. S ,  looth surface carious lesions on the proximal surfaces of 
h 'dh where normal contacts are present are not readily 
c; , tected by an explorer, especially when the lesions are i n  
it  leir earlier stages. 

4.D. L is frequency of sucrose consumption and not amount of 
s, ,crose consumption which lead to the development of 
s ,  l looth surface dental caries. 

S.B. T . \ mgitudinal investigations indicate that S. m utans peaks at 
a : .out the time that caries is diagnosed. 

6.B. ( hildren with salivary S. mutans level above 106 colony 
t. 'fming units (CFU)/ml have been considered as having a 
} ,  i sh caries risk, and the length of time that these high levels 
<L <..' present is associated with the development of caries. 

7.C. 1\ ;  .. xe than 105 CFU of lactobacilli/ml saliva to be associated. 
\ ! th a high caries risk group, whereas less than 104 to be. 
a: socia ted with low caries and risk. 

S.B. "' ' L'atment given twice a month reduced caries incidence by 
a ,  )out 80%, whereas treatment given once a month decreased 
cn·ies incidence by 65%. 

9.C. 1 . •  e side effects such as staining of teeth and taste alterations 
3, , ',' associated vv"ith its use. 

IO.C. J , (  areas of tight interproximal contacts, it is usually easier 
t,. · LIse waxed than unwaxed floss. 
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11.D. Sealant is also contraindicated or not recommende' ! routinely 
where isolation is not assure . 

12.C. Pit and fissure caries now comprise between 80 , l.d 90% of 
the active caries in children. 

13.A. Sealants are most effective in reducing the incident e of dental 
c a ries i n  young children where applied sh ' "  rtly after 
permanent tooth eruption. 

14.B. The pH at which any particular saliva ceases to b(�  saturated 
with calcium and phosphorous is referred to as ' he critical 
pH. Under normal condition the critical pH is 5.5. 13elow this 
value, the inorganic material of the tooth may diss( ' lve. Above 
this value, remineralization of the cariously dalll l ged tooth 
structure occurs. 

15.B. The term 'odontopathic' refers to causing diseas" to teeth. 

16.C. High salivary levels of lactobacilli and S. n l l l tans were 
positively correlated with each other, and whell both are 
present in high numbers would seem to be the mpst sensitive 
diagnostic indicator of a high caries risk individ uaL 

17.B. The term 'aciduric' refers to bacteria capable fff tolerating 
acidic environment. 

lS.C. S. mutans and lactobacilli colonize retentive sites ( 'n the tooth 
surface which apparently are inaccessible to the p atient's 
debriding procedures. 

19.A. The complexity of the plaque flora and inadeqlB le technical 
p ro c e d u r e s  p re vented the e a rl y  investig<1 tors from 
demonstrating any degree of microbial specificity in the caries 
p r o c es s .  A c c o r d i ngly, d e c a y  w a s  c o n s i d e r e d  to b e  
bacteriologically nonspecific. 

20.D. The development of caries is most often seen in i ndividuals 
who consume sucrose frequently or who have 1 ,  l w-salivary 
flow. 

21.B. The teeth normally have a plaque community de ' minated by 
Streptococcus sanguis and Streptococcus mitis. 

22.B. The early stages of recolonization of the cleared f, 'oth surface 
(early secondary succession) involve adhesion i ,C'tween the 
pellicle and pioneering organisms. 
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23.B. l �mineralization of enamel occurs in the pH range 5.0 to 
:-; . 5 .  A single sucrose exposure / rinse can produce p l l 
( ; " pression lasting upto 1 hour. 

24.C. l t lt�se areas are protected physically and are relatively free 
lrl)m the effects of mastication, tongue movement, and 
�,. t !ivary flow. 

2S.C. ( d ries originating on the root is alarming because: (i) it has a 
\ ' lmparatively rapid progression, (ii) it is often asymptomatic, 
( i i) it is closer to the pulp, and (i v) it is move difficul t to 
J ,'store. 

26.C. l 'l�ak rates for the incidence of new lesions occurs 3 years 
" Iter the eruption of the tooth. 

27.C. I !  ypocalcified enamel does not represent a clinical problem 
v '{cept when, its appearance is esthetically objectionable . 

28.D. ,\n arrested carious lesion differs from an active lesion by i ts 
l i .uker pigmentation, absence of visible bacteria within the 
l ;  Ibule and impermeability to dyes and isotopes. 

29.C. 'j he translucent zone is visible only under longitudinal 
�" .'ction and when the teeth are exarnined in a clearing agent 
I l :wing refractive index similar to that of enamel such as 
I i  llinoline or balsam. 

30.B. ' l  he characteristic feature of surface layer is the broadening 
I Ii prism sheaths. 

31.C. J he dentinoenarnel j unction has the least resistance to caries 
, , [ tack and allows rapid lateral spreading once caries has 
1 ,-.:netrated the enamel. 

32.D. 1 .  single test for caries diagnosis usually can..'"1ot be used alone 
l .. :cause such tests may not be sufficient for accurate caries 
\ j iagnosis. 

,:::; 
33.C. . ., pplication of a sealant includes: (i) cleansing of the pits and 

i ,;sures as thoroughly as possible through prophylaxis, 
( i  i) etching of enamel with an acid to promote bonding and 
( ; ii) resin placement. For smooth surface caries most effective 
l '  reventive method is water fluoridation. 
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34. B .  Although occlusal surfaces account for only 12.5% (.f all tooth 
surface, they account for much of the caries in sf 'hoot age 
children. 

3S.C. The treatment objective for caries control is to lrnove the 
decay from all of the advanced carious lesi(ns, place 
appro'priate pulpal medication, and restore the le� ' 111S in the 
most expedient marmer. 

36.D. The caries control procedure allows quick remo'.' al of the 
caries, placement of a temporary restoration and the 
rescheduling of the patient for a more time C'c "lsuming, 
permanent restoration. 

37.C. The arrestment or remineralization of the root ccll'ies lesion 
is likely because the lesion is initially shallow and therefore 
easier for ions to penetrate and strengthen, and de � I lists tend 
to watch rather than restore these areas becaus" no pain 
usually is associated with the lesion. 

38.C. Dental caries is said to be extensive when distanc" between 
infected dentin and pulp is less than 1mm.  

39.C. S trep tococcus m u ta n s ,  Lactobacil lus  a c idop!! / ! l u s  and 
Actinomyces are associated with caries process. 

40.D. When ages are equal, studies have shown that :: ' 'ung girls 
have slightly higher caries index than boys. This is > l ttributed 
to earlier eruption of dentition in girls . 

41.D. The first sign of caries is seen as a white spot, whi .  11 appears 
because of loss of translucency of the affected arl ' >1 . 

42.B .  Fluoride richness of surface enamel increases w i ; h.  age. 

43.C. Increase in lesions of dental caries occurs in pa l ients who 
have low salivary flow. 

44.D. The use of pit and fissure sealants is an effective preventive 
treatment for caries. 

45.C. Tactile evidence of caries includes determining W ' ; ghness or 
softness of the tooth surface with a sharp explore" , 

46.C. For caries c ontrol restorations w ith amalgam and 
intermediate restorative material are commonly 1 lsed. 



CD 
Patient Evaluation, 

Diagnosis and 
'Treatment Planning 

"" 

1. C o  • .  l plete  m o u th examination requires  how Illany 
rad :ographs? 
A. I ,  bitewing and 14 periapical films 
B. "1 bitewing and 12 per iapical films 
C. " bitewing and 18 per iapical films 
D. i ,  bitewing and 12 per iapical films 

2. Pos '  ,"rior bitewing radiographs are needed to show: 
A. \ ' irgin or secondary interproximal carious lesion 
B. ( 'ontour of restoration 
C. l '  ulp s ize a nd calc ification 
D. i\ II of the above 

3. In pdnoramic radiography, there is usually overlapping in: 
A. h l olar region B. Incis or region . , 
C. 1 , cuspid area D. None of the above 

4. All u f  the following are true regarding p anoramic 
radL vgraphs, except: 
A. C ,lg-reflex problems are elim inated 
B. 1< 'lative positions of teeth are clear 
C. 1 ,  lere is no overlapping in bicuspid area 
D. TI l de is minimal distor tion 
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Answers 
I.e. Comple te mouth examination requires 4 bitl ving and 

18 periapical films. 
2.D. Recurrent caries at the cervical margin of restol ,ltions can 

frequently be observed from the posterior bitew i n g films. 

3.C. There is usually overlapping in the bicuspid 3 : 23 and an 
inherent problem with the technique is the tenden , y for some 
areas to be out of focus. 

4.C. The technique produces a good inclusive view ( \  teeth and 
associated structures, including the temporOJr andibular 
joints . 



Primary 
Considerations for 

Operative Procedures 
---

1. Del . f al equipment refers to all of the following, except: 
A . .  'ental chair 
B. , -ray units 
C. \ lperating unit 
D. ; xcavators 

2. Wh ; .::h of the following is considered the most universal 
opt:l ating position for operator? 
A. , ; 0' clock 
B. : ' 0' clock 
c. ; 1 o'clock 
D. i 2. 0' clock 

3. A c . .  ,nmon fault in operating at 12 o'clock position is: 
A. l .' sing direct vision 
B. l .�nding of the back and neck of operator 
C. l !  sing indirect vision 
D. l iuth A and B 

4. Tht- i:ommonly used mouth mirror sizes are: 
A. j � o . 2 to No . 5 
B. : i O. 1 to No. 2 
C. i · i l) .  6 to No. 7 
D. ;\ 1 1  of the above 
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Answers 
, . 

1.D. Excavators are hand cutting instruments. 

2.C. 1 1  o'clock position provides access to all area5 . 'xcept the 
more distal areas of the mandibular right quadr,' nt and the 
cervical areas on the patient's right posterior qU ;1 Jrants. 

3. D. 1 2  0 '  dock posi Hon is utilized for the rna:,. dlary and 
mandibular interior segments. 

4.A. Sizes in COIllJTlOn use are from the No. 5 (1 .0 inch diameter) 
to the No.2 (0.75 inch diameter) . The No. 2 m n ' lth mirror 
provides m uch grea ter freedOIYL for rotar . or hand 
instrumentation compared to larger mirrors. 



CiJ 
Color and 

Shade Matching 
-_ . ... _----------------_ .. ' 

1. Sh.: de detennination is easier during esthetic restoration for: 

A. retracycline staining 
B. Modifying tooth color 
C. \ 'fodifying tooth contour 

D . .wuorosis 

2. Th , :  color matching for composites when done in a dry state, 

wo .1id make the tooth appear: 

A. : )arker than the adjacent teeth 
B. : .ighter than the adjacent teeth 
C. . ;ame as that of the adjacent teeth 
D. : )oes not have any effect 

3. Va. t le-a dimension of color as related to tooth describes: 
A. i 'he name of the basic color 

B. : he degree of color saturation 
C. ' 'he lightness or darkness of a color 
D. >�one of the above 
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Answers 
1.B. By modifyin g tooth color shade determinati < "  , becomes 

easier. 

2.B. Dhydrated or dry tooth appear whiter in shade. 

3.e. Value is the quality which describes the lightnes::; l ; r darkness 
of the color. 



Nomenclature, 
Classifications and 

Ftlndamentals in Cavity 
(Tooth) Preparation 

1. G Black simply classified cavities as: 
A� Two classes of smooth surface and three classes of pit and 

fissure lesions 
B.e-Jfhree classes of smooth surface and two classes of pit and 

fissure lesions 
C One class of pit and fissure and four classes of smooth 

surface lesions 
D � None of the above 

2. Cavities that occur exclusively in posterior teeth are: 
A. Class I cavities B. Class V cavities 
C� Class II cavities D. Class IV cavities 

3. T"e class/es of cavity which occurs both in anterior and 
p , , ,�terior teeth is/are: 
A Class III 
C Class I and VI 

B. Class V 
D. Class IV 

4. R.�lnoval of deep, pulp encroaching caries should be made 
w i ng: 
A High rotational speeds 
B Low rotational speeds 
C .  Very high rotational speeds 
D. All of the above 

5. P,. ipal damage can result from: 
A Lack of coolant B. Excessive hand pressure 
C Dull instrument D. All of the above 
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6. Number of point angles in 'class III' cavity prepaT ltion is: 
A. 4 B. 5 
C. 3 0. 1 1  

7. The purposes of cavity preparation is/are: 
A. Removal of all the defects of enamel, dentin and ' '�mentum 
B. To locate the margins of restoration as consen atively as 

possible 
C. To allow for esthetic and functional placernent of restorative 

material 
D. All of the above 

8. In order to assume a sound enamel margin, the c�vosurface 
angle of occlusal wall of class V cavity should be: 
A. 110° B .  90° 

C. 120-130° D. 45° 
9. Dr GV B l ack laid the scientific foundation of cavity 

preparation in the year: 
A. 1840 
C. 1910 

B. 1898 

D. 1 870 

10. Dr GV Black classified the cavities in the year: 
A. 1860 B .  1870 

C. 1898 D. 1920 

11. In "complex" cavity preparation: 
A. Only one tooth surface is involved 
B. Two surfaces are involved 
C. Three or more surfaces are involved 
D. None of the above 

12. Which of the following is not an internal wall () f a cavity 
preparation? 
A. Axial wall B. Pulpal wall 
c. Gingival wall D. All of the above 

13. All of the following are external walls of a cavity p"'paration, 
except: 
A. Gingival wall 
B. Axiai wall 
C. Buccal wall 
D. Distal wall 
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14. A Lavity preparation which includes both intern al and 
ex-lernal cavity walls is termed: 
A Extracoronal preparation 
B.  rntracoronal preparation 
C. Metal onlay restoration 
D. Both A and B 

15. Elumeloplasty is indicated: 
A. \Vhen fissure depth is no more than 'h thickness of enamel 
B. \Vhen fissure depth is not more than 1 / 3rd thickness of 

enamel 
C. Fissure depth is 2 / 3rd thickness of enamel 
D. t'JorLc of the above 

16. Th � class V cavity preparation is: 
A. Flat mesiodistally 
B. =oncave mesiodistally 
C. ,,'::onvex mesiodistally 
D. None of the above 

17. C1 ; ,,;s VII division 2 cavities are: 
A. ._�avities on proximal surfaces of anterior teeth 
B .  �avities on incisal edges of anterior teeth 
C. � -=avities on cusp tips of posterior teeth 
D. Cavities in the middle third on the labial surface of anterior 

teeth 

18. Class VII division 1 cavities are: 
A. Cavities in posterior teeth on facial surface 
B. { 'avities on labial surface of anterior teeth in the region of 

i ncisal third without involving incisal edge 
C. ' avities on lingual surface of anterior teeth 
D. 'avities on cervical region on labial surface in anterior teeth 

19. Ca\' ! ties of the cusp tips of the posterior teeth are: 
A. lass I cavities B. Class II cavities 
C. " iass IV cavities D. Class VI cavities 

20. Ca ' t ies occurring on the lingual fossa of incisors are: 
A. � ]ass VI cavities 
B. : :lass IV cavities 
C. \ ]ass III cavities 
D. I Jass I cavities 
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21. Which wall is the base of class III preparation? 
A. Gingival B. Axial 
C. Facial D. Lingual 

22. The purpose for retention form in cavity prepal".�tion is to 
prevent displacement of the restoration by: 
A. Occlusal forces B. Lateral forces 
C. Lifting forces D. All of the above 

23. External outline form of the cavity is influenced by all, except: 
l\. .. Proxirrlity to tr .. e pulp 
B. Tooth position in the area 
C. Type of restorative material 
D. Spread of caries 

24. Extension of buccal and lingual walls in class II prep is 
determined by: 
A. Extension of carious lesion gingivally 
B. Position of adjacent tooth contacts 
C. Line angles of the tooth to be restored 
D. All of the above 

25. Crossing the obligue ridge in maxillary permanent first molar 
is permissible in all, except: 
A. When the ridge has a deep fissure 
B. When the ridge is undermined with caries 
C. When it is necessary for retention 
D. In incipient caries in mesial and distal pits 

26. The wall that is not present in a class V cavity in i'n anterior 
tooth is: 
A. Labial wall B. Axial wall 
C. Incisal wall D. Gingival wall 

27. Gingival wall in a proximal cavity preparation is located: 
A. Within the interproximal contact 
B. Occlusal to the interproximal contact 
c. Apical to the interproximal contact 
D .  Apical to the interproximal crest of the gingivil 
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Answers 
I.C By relating the carious lesions to their classic clinical location, 

GV black developed a simple cavity classification listing one 
class as pit and fissure and four classes of smooth surface 
lesions. 

2.C. Class II cavity are those cavities which occur on the proxirnal 
surface of bicuspids and molars. 

3.C. Class I are pit and fissure cavities that occur in the occlusal 
surface of bicuspids arLd rrlolars, tlle occlusal tvvo-third of 
the buccal and lingual surface of the molar and the ling ual 
surfaces of incisors. Class VI are cavities on the incisal edges 
df anterior or cusp tips of posterior teeth. 

4.B. Removal of deep, pulp encroaching caries should be made 
using low rotational speeds and bulk removal of enamel and 
outer dentin using high rotational speeds. 

S.D. l)ulpal damage can result from heat, vibration, or actual 
penetration into the pulp chamber. Increased temperature 
during rotary procedures result from excessive hand 
pressure, dull instruments, or lack of coolant. 

6.C Point angle is the angle formed at the junction of three 
.1djoining walls in a cavity preparation. Three point angles 

present in class III cavity are facio-axio gingival, linguo-axio 
gingival and facio-linguo axial . 

7.D. Cavity design should be in biologic and structural harmony 
with tooth tissues. 

s.C Cavosurface angle is the angle formed at the junction of the 
cavity wall and the unprepared tooth surface. 

9.B. Dr GV black suggested six principles for cavity preparation, 
which by and large are followed, though e�ch principle has  
been modified keeping in view the advancement in 
restorative materials. 
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1 0.C. Dr GV Black gave the first classification of cavities I nore than 
a hundred years ago. It is nomenclature, classifiGl lions and 
fundamentals in cavity (tooth) preparation still be i :  19 widely 
used and universally accepted. Though Black . riginally 
divided the lesions in five classes; Simon later addl'( , the sixth. 

II.C. Cavities involving more than two adjoining surf.l(�es of the 
tooth are called complex cavities, e.g. mesioocc i ,  I so-distal 
cavity (MOD cavity) . 

12.C. Surface of a prepared cavity that does not extend to the 
exterior of the tooth is referred to as an internal "' ,111 .  

13.B. Surface of a prepared cavity that extends on to t l � "  exterior 
of the tooth is referred to as an external wall. 

14.B. Cavity that is prepared in the interior of the tooth : ,� referred 
to as the intracoronal cavity preparation. 

IS.B. Enameloplasty is a conservative procedure in whi ,:h narrow 
pits and fissures in the enamel can be ground off \\ ' lh a flame 
shaped bur to a smooth saucer shaped surface th ;) t is easily 
cleaned. 

16.C. Class V are cavities in the gingival third of facial il 'ld lingual 
surfaces of all the teeth. Caries or defects on the cerv ical areas 
of teeth are more cumbersome to prepare and re'; { ()re. 

17.D. Cavities occurring in the gingival third of labial, ; 'uccal and 
lingual surfaces of all teeth come under class V. 

IS.B. Class III are cavities in the proximal surfaces of �.:isors and 
cuspids, not involving the incisal angle. Class IV ,; re cavities 
in the proximal surfaces of incisor and cuspids irl\ olving the 
incisal angle. 

19.D. Class VI are cavities on both mesial and dist8 1 proximal 
surfaces of bicuspids and molars that when re · tored will 

share a common occlusal isthmus, or cavities OP the incisal 
edges of anterior or cusp tips of posterior teeth. 

, . 
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20.D. ( �lass I are pit and fissure cavities that occur in the occlusal 
urfaces of bicuspids and molars , the occlusal two-thirds of 

JJ,1e buccal and lingual surfaces of the molar, and the lingual 
.urfaces of incisors. 

21.B. Axial wall is the base of class III preparation. 

22.D .  Retention form may be defined as the shap e and 
onfiguration o f  the cavity that enables the restoration to be 

, dained in that cavity under all types of tilting stresses. 

23.A. 1 11ternal outline form includes the inner dimensions and 
details of the prepared cavity. In young people, the internal 
, ,utline form should be prepared carefully as pulp chamber 
" large and more superficial. 

24.D. Extension of buccal and lingual walls in class II prep is 
, letermined by extension of carious lesion gingivally, position 
\ If adjacent tooth contacts and line angles of the tooth to be 
restored. 

2S.D. \ 'fOssing the oblique ridge in maxillary permanent first mola r 
b not permissible in incipient caries in mesial and distal pits. 

26.A. t he prepared surfaces of the class V cavity are mesial wall, 
: istal wall, occlusal wall, gingival (cervical) and axial wall. 

An axial wall parallels generally the axis of tooth. 

27.C. : i sually, gingival margins of tooth preparation are extended 
, i  pically of the proximal contact to provide a minimum, 
, l earance of 0.5 mm between the gingival margin and the 
.djacent tooth. Otherwise, this gingival extension is to sound 
JdOth structure. 
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Dental Materials 

1. Radiolucent material among the following is: 
A� Amalgam 
B. Glass ionomer 
C. Some corrtposite resin 
D. Calcium hydroxide 

2. All of the following statements are true, except: 

A. Class (type) C and class (type) D deep cavitiE" ,  does not 
need liners 

B. Calcium hydroxide serves the function of liner 
C. Liners minimize or prevent microleakage 
D. Liners provide thermal protection 

3. Which of the following is contraindicated beneath omposite 
resins as linerlbase? 
A. Calcium hydroxide 
B. Zinc oxide-eugenol 
C. Glass ionomer 
D. None of the above 

4. \Vho was the first to describe that the ITlixture o�}il of clove 
and zinc oxide forms a plastic mass and harden� ? 
A. EJ Molnar 
B. JF Thomas 
C. EC Chisolm 
D. JK Avery 

5. Zinc oxide-eugenol liners are: 
A. Bacteriocidal 
B. Bacteriostatic 
C. Both of the above 
D. None of the above 



6. W t ich of the following are true about the effects of eugenol 
01. different cells? 
A. it is a competitive inhibitor of prostaglandin synthetase in 

10-5 to 10-4 mol/ l  range 
B. it is irreversibly neurotoxic above 10-3 mol /L range 
c.�t is a reversible vasodilator in the 10-4 to 10-3 mol / L  range 
D All of the above 

7. Ali of the following are true regarding calcium hydroxide 
e;L cpt: 

A. (t is often selected as a main intermediary base 
B. It can be used under composites 
C. It does not resist acid-etching 
D. It can be used in class (type) 'C' depth cavities 

8. W h i c h  o f  the following cement bases  has thermal 
co ductivity similar to dentin? 
A. Polycarboxylate 
B. Linc phosphate 
C. Glass ionomer 
D. >-Jone of the above 

9. T! �Hi:ionany, zinc phosphate has been the cement base of 
ch"ice due to: 
A. A high compressive strength 
B. A thermal conductivity similar to dentin 
C .  Hoth of the above 
D. None of the above 

10. Wi . ich of the following cements form chemical bond with 
the tooth structure? 
A. Zinc phosphate and glass ionomer 
B .  Line polycarboxylate and ZnO-eugenol 
C. Linc polycarboxylate and glass ionomer 
D. Linc polycarboxylate and zinc phosphate 

11. w ·  ,ich of the following is an advantage of using glass 
io orner material as a liner under composite restoration? 
A. 1 t reduces recurrent caries 
B .  1 t bonds both to tooth and composite 
C. ! t p rovides better seal when used on non-enamel margins 
D. All of the above 
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12. For effective thennal insulation the minimal thiCkl1 · 55 of zinc 
phosphate base should be: 
A. 0 . 5 mm 
B. 0. 25 mm 
C. 0. 75 mm 
D. 2. 00 mm 

13. Cavity varnishes are contraindicated under: 
A. Zinc polycarboxylate bases 
B. Zinc oxide base 
C. Both A and B 
D. None of the above 

14. Cavity varnish is indicated under amalgam rr ; torations 
because it: 
A. Is an effective thermal insulator 
B. Prevents galvanic currents from reaching the P' I Ip 
C. Improves the marginal seal 
D. None of the above 

15. The best m.ethod of increasing the working time of ZPC is 
by: 
A. Cooling the liquid 
B. Cooling the glass slab used for mixing cement 
C. Adding a drop of cold water to cement 
D. Increasing the liquid 

16. The consistency of the cements can b e  qu' P I.tified by 
measurement of the: 
A. Viscosity 
B. Flow 
C. Angle formed by the cement on a plane surfac 
D. Film thickness 

17. The agent used to provide barrier against passag'� of irritant 
into t�e dentinal tubules is: 
A. Cavity varnish 
B. Cavity liner 
C. Cement sub-base 
D. Dentin smear plugs 
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18. The cement base materials which have chemical adhesion to 
tooth structure are: 
A. Zinc phosphate and zinc oxide-eugenol 
B. Zinc phosphate and zinc polycarboxylate 
C. Zinc phosphate and glass ionorner 
D. Zinc polycarboxylate and glass ionomer 

19. The rationale for placing a liner of GIC under a large and 
deep composite restoration in a molar tooth is: 
A. Provide thermal insulation for the tooth 
B. Seal the dentinal surface under the composite 
C. Improve the strength of the restoration 
D. MinirnisL.'1.g the chance for postoperative sensitivity 



36 MCQs on Operative Dentistry and Endodontics 

.&4nswers 
1. D. Calcium hydroxide and most calcium hydroxide materials 

used in the past for pulp capping or pulp protection are 
rediolucent. These appear as carious dentin. Some calcium 
hydroxide materials are radiopaque. 

2. A. Class (type) B or C depth most often requires the placement 
of a cav"'ity lirler, arl lllterrnediary base, a ceULerLt base, or 
perhaps some combination of these. 

3. B. Since any eugenol containing material will retard or prevent 
polymerization and hardening of resin materials, these are 
contraindicated as intermediary bases when they are in 
contact with unfilled or filled resin materials. 

4. C. EC Chisolm was the first to describe that the mixture of oil 
of clove and zinc oxide forms a plastic mass and hardens. 

5. B. Eugenol is bactericidal at relatively high concentrations of 
10-2 to 10-3 mol/L. This effect is seen in areas of dentin 
immediately below the zinc oxide-eugenol cement, which 
has high concentration of eugenol. 

6. D. Eugenol has topical anesthetic properties. These are tern1.ed 
obtundent materials, in that they appear to reduce the 
discomfort sometimes associated with dental caries and the 
instrumentation required for the removal of carious dentin. 

7. C. In the deep-set portions of the preparation or when a 
microscopic pulp exposure is suspected, it is more important 
to encourage dentinal bridging by using calcium hydroxide 
compositions. 

8. B. Zinc phosphate cement exhibits a good thermal and electrical 
resistance. Presence of moisture, however, reduces its 
insulating potential. 

9. C. The compressive strength of zinc phosphate cement is 104 
MPa and the tensile strength is 5. 5 MFa. 

10. C. Zinc polycarboxylate cement is adhesive to tooth structure 
and does reduce the bacterial penetration at this interface as 
compared with certain other cements. Glass ionomer cement 
also forms an adhesive bond to dentin as wall as enamel, 
and appears to provide adequate support for restorative 
materials. 
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11. D. The biocompatibility of the glass ionomer cement is due to 
the large molecular size of the cement, which does not travel 
through the narrower dentinal tubules. 

12. C. A p roperly mixed zinc phosphate b ase has a final 
compressive strength of over 104 MPa. Thickness of liner is 
0.5 mm, and varnish is 0.255 mm. 

13. C. Cavity varnishes are also not used beneath composite resins 
because contact with the resin results in a discontinuous 
varnish film negating any protective quality. 

14. C. Leakage of oral fluids around the margins and walls at the 
restoration-tooth interface has been demonstrated to be 
significantly reduced by the applica tion of cavity varnish to 
the prepared cavity prior to insertion of amalgam. 

15. B. When the room temperature is above 25°C, or when one is 
striving to gain more working time, then some means of 
cooling the slab should be employed. 

16. A. The luting consistency is described as the consistency in 
which cement will string up for at least 1. 0-1 .  5 inch before 
breaking up. The filling consistency is a heavy putty like 
consistency. 

17. A. When varnish is applied to the prepared tooth surface, the 
solvent quickly evaporates , leaving a thin film of resinous 
ma teriaL The resinous film deposited on tooth tissue is 
insoluble in oral fluids. 

18. D. Zinc polycarboxylate cement is adhesive to tooth structure 
and does reduce the bacterial penetration at this interface as 
compared with certain other cements. Glass ionomer cement 
also forms an adhesive bond to dentin as well as enamel, 
and appears to provide adequate support for restorative 
materials. 

19. B. One form of glass ionomer cement is mixed to a thinner 
viscosity and placed over the dentin in a thin layer, similar 
to an intermediary base. This method is particularly useful 
under a composite resin restoration where adhesion is highly 
desirable. 
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Selection of 

Restorative Materials 

1. Which of the following is/are dentin desensitizing agent? 
A. Potassium salts 
B. 33% sodium fluoride solution 
C. Strontium salts 
D. All of the above 

2. Iontophoresis helps in: 
A. Reducing dentin sensitivity 
B. Mineralization 
C. Demineralization 
D. Increasing perrneability vf dentin 

3. W'hkh of the following restorative material is most widely 
used inspite of certain drawbacks? 
A. Restorative resins 
B. Direct filling gold 
C. Dental amalgams 
D. Unfilled resins 

4. Now-a-days cavities are prepared very conservatively 
because of the developm�nt of the following: 
A. Tooth colored restorative materials 
B. Adhesive restorative materials 
C. Fluoride releasing restoration material 
D. All of the above 

5. Posterior composite restorations are successful in all of the 
si tuations, except: 
A. No occlusal contact 
B. Isthmus not wider than one-third of intercuspal distance 
C. Moisture is not taken care of 
D. Gingival extension is sound enamel 
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6. The best treatment for class V lesion on a tooth along with 
extensive class II caries is: 
A. Restoration of class II followed by class V 
B. Cast gold restoration 
C. A full crown restoration 
D. Restoration of class V followed by class II 
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Answers 
I.D. Dentin desensitizers are materials used over open dentin 

tubules on exposed root surfaces to eliminate fluid flow and 
desensitize dentin. 

2.A. The cervical area of teeth is the most common site of 
hypersensitivity. Cervical hypersensitivity may be caused not 
only by chemical erosion but also by mechanical abrasion or 
even stresses. 

3.e. In spite certain shortcomings, amalgam remains the most 
\videly used of the restorative materiais because of: (i) the 
relative simplility of the technique involved in its 
manipulation, (ii) minimum time necessary for its direct 
insertion into the prepared cavity, and (iii) its versatility for 
restoring the carious surfaces of teeth in most positions of 
the mouth. 

4.D. Now-a-days cavities are prepared very conservativ ely 
because of the development of tooth colored, adhesive and 
fluoride releasing restorative material. 

S.C. Composite resins are susceptible to moisture, therefore 
complete control of moisture during composite restoration 
is mandatory. 

6.C. With class V lesion and extensive class II cavity in the same 
tooth the remaining enamel surface with the supported 
healthy dentin will be much less hence in such situation full 
crown restoration will be long lasting. 



aD 
Isolation of the 
Operating Field 

1. Ideally, isolation of  the operative field is accOInplished by 
use of: 
A. Cotton rolls B. Cotton roll holders 
C. Rubber dam D. Absorbent wafers 

2. A second choice of tooth isolation is by: 
A. Cotton rolls B. Cotton roll holders 
C. Absorbent wafers D. All of the above 

3. Who was the originator of the rubber dam? 
A. Dr SC Barnum B. Dr MH Anderson 
C. Dr CR Bennet D. Dr DC Smith 

4. Dental rubber dam is available in the width of: 
A. 1 to 15 em B. 12.5 to 15 em 
C. 15 to 20 ern D. 17.5 and 22.5 em 

5. Which of the following are advantages of dark shade rubber 
darn? 
A. It provides good contrast with teeth 
B. It reduces light reflection 
C. Both of the above 
D. Advantages are same as light shade 

6. The six-inch width rubber dam is used with: 
A. Young frame B. Enodon frame 
C. Elastic strap D. Both B and C 

7. Which of the following frames permits the formation of a 
rubber dam pouch? 
A. Young frame B. Enodon frame 
C. Both A and B D. None of the above 
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8. "Theta triangles" refer to: 
A. Cotton rolls 
B. Cotton roll holders 
C. Absorbent wafers 
D. Rubber dam retainers 

9. The most effective and widely used acceptable mechanical 
gingival tissue management during operative procedures is: 
A. A wood wedge 
B. Cotton rolls 
C. Fine cotton fibers with ZnO-eugenol type of cement 
D. All of the above 

10. Gingival retraction cords c ontaining 0 . 5  mg racemIC 
epinephrine and astringent are avoided in: 
A. Hyperthyroidism B. Hypertension 
C. Heart diseases D. All of the above 

11. All of the following are the advantages of zinc oxide-eugenol 
used as gingival tissue displacement, except: 
A. High quality of tissue tolerance 
B. Effectiveness of tissue eversion 
C. It promotes granulation 
D. Produces quick results 

12. The rapid and easy method of tooth separation is: 
A. Mechanical separation 
B. Chemical separation 
C. Grass line ligature thread 
D. True separator 

13. Elliot separator works on the principle of: 
A. Wedge B. Traction 
C. Chemical D. None of the above 

14. Which of the following is the double bow separator? 
A. Elliot separator B. Swartz separator 
C. Ferrier separator D. Cox separator 

15. Ferrier double bow separators work on the principle of: 
A. Wedge 
B. Pulley 
C. Traction 
D. Chemical means 
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16. All of the following are anti-sialogogues, except: 
A. Anti-cholinergic agent 
B. Propantheline bromide 
C. Diazepam 
D. Pro-Banthine (USP) 

17. Width of the rubber dam for successful use is: 
A. 4 and 6 inches 
B. 5 and 6 inches 
C. 6 and 8 inches 
D. 7 and 9 inches 

18. Retraction cords facilitate all of the following, except: 

A. Better accessibility 
B. Control gingival bleeding 
C. Control crevicular fluid seepage 
D. Provide anesthetic effect 
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,.4nswers 
1.C. Rubber dam is undoubtedly one of the best methods for 

providing isolation from saliva and soft tissues but is not 
very widely used probably because it is thought of as a time 
consuming, cumbersome and an uncomfortable procedure. 

2.D. Partial isolatiorL vvith cottorl rolls, absorbent '''lafers" artd 
saliva ejector provides rapid and effective control of the 
operative field for some limited procedures in "\vhich absolute 
dryness is not required. 

3.A. Dr Sanford Christe Barnum was the originator of the rubber 
darn in the early 1860s in Monticello, New York. 

4.B. Dental rubber dam material is available in 5 x 5 inch (12.5 x 
12.5 em) or 6 x 6 inch (15 x 15 ern) sheets. 

S.c. Rubber dam is available in several colors, but green and blue 
colors are preferred. The dark colored dam provides a good 

becomes tiring for the eyes. 

6.D. Six-inch width rubber dam is used with the Enodon frame 
or the elastic strap. Since in many operative procedures the 
retraction of gingival tissue is often advantageous to the 
control of the field, the hearyweight rubber darn material is 
usually employed . 

7.B. Use of the Enodon frame permits the formation of a rubber 
darn pouch into which water from the air turbine spray is 
collected and evacuated by the saliva ejector. 

S.c. Absorbent wafers are commonly used inside the cheeks to 
cover the parotid ducts. These are more absorbent than the 
cotton rolls or gauze pieces . 

9.C. Use of cotton twills combined with fast setting zinc-oxide 
eugenol cement in the gingival sulcus to provide retraction 
is an effective and conservative method but also time 
consuming. 
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lO.D. It causes rapid transient elevation in blood sugar and blood 
pressure if applied directly to the abraded gingiva, hence 
contraindicated in cases of hypertension, diabetes, 
hyperthyroidism, drug sensitivity, heart p atients, etc. 

ll.D. The pack should remain in position for a minimum of 48 
hours to be effective, but should not be placed in the gingival 
sulcus for longer than seven days. 

12.A. It should be used only "",,hen the gingival is healthy with a 
very good vascular supply and there is definite zone of 
attached gingiva apical to the free gingiva. 

I3.A. This type of seperation is useful in examining a proximal 
surface or in final polishing of the contact point after all other 
contouring has been completed. 

I4.C. Advantage of Ferrier double bow seperator is that the 
seperation is shared by the contacting teeth, and not at the 
expense of one tooth. 

IS.C. The seperation by traction principle is always accomplished 
with nLechanical devices, which engage the proximal surfaces 
af the teeth to be separated by means of holding arms. 

16.C. Premedication may be indicated using an anticholinergic 
agent to depress salivation. Atropine can be given half an 
hour before the appointment, but should be avoided in 
patients with high ocular pressure or with cardiovascular 
problems. 

l7�B. Latex dental dam is available in assorted color, light and dark 
shades, in 5 and 6 inches width and in thin, medium, heavy, 
extra and special heavy weight or thickness. 

IS.D. A gingival retraction cord provides improved access and 
visibility, protects gingiva from abrasion during cavity 
preparation and everts gingival tissue thus exposing margins 
of the cavity. 
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Instruments and 

Equipment for 
Tooth Preparaiion 

1 .  The position or  manner of  use of  an instrument is  described 
by: 
A. Class 
C. Suborder 

B. Subclass 
D. Order 

2. Basic instrument formula consists of: 
A. Four digits/ units 
B. Three digits/units 
C. Five digits / units 
D. All of the above digits /units 

3. In a three unit formula, the second unit denotes: 
A. Blade width in mm 
B. Blade width in em 
C. Blade length in mm 
D. Blade angle in centigrade 

4. The first unit of basic instrument formula denotes: 
A. Blade width in mm 
B. Blade width in 1 / 10 mm 
C. Blade length in 1 / 10 mm 
D. Blade length in mm 

5. The fourth unit added to the basic three unit instrument 
formula placed at 2nd position denotes: 
A. Blade length in mm 
B. Blade angle in centigrade 
C. Angle formed between cutting edge and central axis of the 

shaft 
D. Width of blade in 1 / 10 mm 
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6. In general sense, all the hand-cutting instruments are: 
A. Hatchet B. Chisels 
C. Excavators 

7. The spoon excavator is: 
A. Chisel 
C. Modified chisel 

D. None of the above 

B. Modified hatchet 
D. Hatchet 

8. Frequently used instruments for placing :retentive grooves 
for amalgam and composite resins are: 
A. Small round burs nos. 1,4 to 1h 

B. Small inverted cone bur 
C. S:mall chisels 
D. Round bur nos. 2 and 4 

9. Rotary cutting instruments should be  applied for caries 
removal and cavity preparation refinement in the range of: 
A. Ultra high speed 
B. Ultra speed 
C. High speed 
D. Conventional speed 

Iv. Dr GV Black, rather of operative dentistry had following 
qualification: 
A. No professional qualification 
B. Only honorary dental qualification 
C. Only honorary medical qualification 
D. Both honorary dental and honorary medical qualification 

11. A "chisel" is used to cleave away unsupported proximal 
enamel and to plane and finish proximal enamel walls with: 
A. Pen grasp 
B. Modified pen grasp 
C. Palm and thumb grasp 
D. Reverse pen grasp 

12. In non-cutting instruments, the part which corresponds to 
the blade is: 
A. Face 
C. Nib 

B. Shank 
D. Handle 

13. The cutting instrument hoe is subdivision of: 
A. Hatchet B. Chisel 
C. Excavator D. Angle former 
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14. In an instrument formula, the second number for gingival 
marginal trimmer is 90-100. The angle former is used on: 
A. Mesial gingival margin 
B. Distal gingival margin 
C. Onlay preparation 
D. Facial gingival margin 

15. The most important design characteristic of a 'bur' blade is: 
A. Rake angle B. Edge angle 
C. Clearance angle D. None of the above 

16. For cutting hard and brittle material, the rake angle should 
be to increase tool life: 
A. Positive 
B. Negative 
C. Equal to long axis 
D. None of the above 

17. When using diamond instrument for tooth cutting without 
coolants, they produce: 
A. Same damaging heat as compared to carbide bur 
B. Less darnaging heat as compared to C(lrbi de hur 
C. More damaging heat as compared to carbide bur 
D. None of the above 

18. Noise level which can cause hearing damage is: 
A. 60 db 
B. Above 75 db 
C. 40 db 
D. None of the above 

19. Which of the following is a disadvantage of pneumatic 
condenser? 
A. Damage to enamel margins 
B. Inadequate condensation in conservative cavity preparation 
C. Both of the above 
D. None of the above 

20. Hand-cutting instruments are made up of: 
A. Acrylic 
B. Porcelain 
C. Carbon stainless steel 
D. Gold 



21. C .A. lItting edges on carbon steel have: 

B ' Protective plating 

C· No protective plating 
· Some of the instruments have protecting plating, but some 

D 
of them do not have protecting plating. 

· None of the above 
22 . �l.ltting edges are dulled by: 

· Oiling 

�3. 

24. 

�5_ 

B h  
. - f l ' . l.-reServlng them or a ong hme �. Contact with hard tooth structures 

· 'By cold sterilization 
Sharpening is done by: 
1\.. Acrylic block B. Arkansas wheel 
C. Sterilization D. None of the above 
l'vta.gnifying toupes in the sharpening instruments are useful 
fOr: 
-A... Sharpening the cutting edge 
n. Smoothing the cutting edge 
'- Blunting thl:! cutting edge 
b _ Evaluating the condition of the cutting edge 

"l'he approximate maximum speed at which an air turbine 
Q""-nd-piece works is: 
A.... 10.000 to 15,000 rpm 
&. 360,000 to 400,000 rpm 
C:. 900,000 to 1,000,000 rpm 
b. 6,000 to 7,000 rpm 

�6 • "l:'he instrument formula numbers placed on the handle ar 
in the following sequence: 
-A. Width of the blade, length of the blade, cutting edge ang' 
13. Length of the blade, width of the blade, cutting edge ang 
C. Cutting edge angle, width of the blade, length of the bla( 
D. Cutting edge angle, length of the blade, width of the blal 

The type of chisel that has a curved blade is the: 
A. Straight chisel 
B. Bin-angle chisel 
C. Wedelstaedt chisel 
D. Hoe 
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28. During cavity preparation with rotary instrumentation heat 
production is directly proportional to all of the following, 
except: 
A. Pressure B. Preoperative pain 
C. RPM D. Area of tooth in contact with bur 

29. Arkansas stone is used for: 
A. Finishing direct gold restorations 
B. Sharpening steel instruments 
C. Finishing and polishing composite restorations 
D. Finishing GIC restorations 
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Answers 
I.C. Dr Black prescribed four classes, similar to a biological 

classifica tion: 

Order - Purpose of instrument 

Suborder - Position or manner of use 

Class - Form of working end 

Subclass - Shape of the shank. 

2.B. The basic instrument formula consists of three units whose 
measurements are based upon the metric system. 

3.C. The third represents the angle which the blade forms with 
the axis of the handle. This angle is expressed in lOath of a 
circle or centigrades. 

4.B. Three units are sufficient for describing a great percentage 
of instruments. However, for instruments with their cutting 
edges at an angle other than right angle to the long axis of 
the blade, a fourth unit is added to basic three unit formula. 

5.C. Fourth unit is placed in the second position of the formula 
i .e.  before the length of the blade. For example, a gingival 
marginal trimmer has a 4 unit formula. 

6.C. The function of the excavators are to remove caries and to 
shape the walls, floor, line angle and point angle during cavity 
preparation b y  clearing, planing or lateral scraping. 
According to Black's instrument nomenclature, hand-cutting 
instruments are of the order " excavator".  

7.B. Spoon excavator is  a double plane instrument that is a 
modified hatchet. Unlike the straight cutting edge of the 
hatchet, however, the cutting edge of the spoon excavator is 
rounded. 

B.A. Small inverted cone burs ( Nos. 331h - 34) are employed often 
in conjunction with small chisels (6112 - 21h - 9) and angle 
formers ( 7  - 80 - 2112 - 9)  to place retention in cavity 
preparation for some cohesive golds. 
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9.D. Convention or low speeds of rotation (below 10,000 rpm) 
permitted cutting procedures that for the most part, did not 
require a coolant. 

10.D. Dr GV Black, father of operative dentistry had both honorary 
dental and honorary medical qualification. 

H.C In palm and thumb grasp, the handle or shaft of the 
instrument is grasped between the palm and four fingers to 
provide firm control. The cushion of the thumb affords 
additional support, and the tip of the thump becomes the 
rest or pivot. 

12.C The working end of cutting instrument is called the blade 
whereas working end of the non-cutting instrument such as 
condenser is called a nib. 

13.C Hoe is a descriptive term given to a form of chisel in which 
the angle of the blade more nearly approaches a right angle, 
i.e. 25 centigrade. It is used for cutting mesial and distal walls 
of prernolars and molars. 

14.B. When the second number in the formula is 90 to 100, the pair 
is used on the distal gingival margin. When this number is 
85 to 75, the pair is used to bevel the mesial margin. 

IS.A. Rake angle is the angle between the rake face and the radial 
line (line connecting the center of the bur and the blade).  

16.B. For cutting hard, brittle materials, a negative rake angle 
minimizes fractures of the cutting edge there by increasing 
the tool life. A rake angle is said to be negative when the rake 
face is ahead of the radius. 

17oC. Carbide burs are better for end cutting, produce lower heat, 
and have more blade edges per diameter for cutting. 

IS.B. Noise levels in excess of 75 db in frequency ranges of 1000 to 
8000 cps may cause hearing damage. Hand-piece wear and 
eccentric rotating instruments can cause increased noise. 

19.C. Some operators prefer the electro-mallet or pneumatic mallet 
because a dental assistant is not requires for the procedure. 

20.C. Carbon steel is an alloy made by the addition of small 
percentage of carbon to iron. It is capable of being hardened, 
softened and tempered. 



Instru ments and Equipment for Tooth Preparation 53 

21.B. C arbon s teel is harder than stainless s teel, b u t  when 
unprotected, it will rust and corrode. It maintains the keen 
edge under use, so is used for making blade and actual cutting 
edge of the instrument. 

22.C. Cutting edges on carbon have no protective plating and are 
dulled by contact with hard tooth structures and, under 
certain circumstances, by repeated autoclaving. 

23. B. Sharpening of the various hand-cutting instruments with flat 
cutting edge bevels is effectively done with a soft, very true, 
rotating Arkansas wheel. 

24.D. The sharpener utili zes an oscillati...ng, wax impregnated wheel 
2 '-h inches in diameter that revolves on an axis. 

2S.B. The first clinically success air driven turbine handpiece 
become available with free running speeds of approximately 
300 ,000 rpm. 

26.A. Cutting edge angle is defined as an angle between the 
margins of the cutting edge and the long axis of the shaft. 

27.C. The bin-angle and Wedelstaedt chisels have the primary 
cutting edges in a plane perpendicular to the axis of the 
handle and may have either a distal bevel or a mesial bevel. 

2S.B. Surface speed of the instrument is proportional to both the 
rotational speed and the diameter of the instrument, with 
large instrument having higher surface speeds at any given 
rate of rotation. 

29.B. The size of the Arkansas stone should be atleast 2 inches wide 
and 5 inches long. 
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Matrices, Retainers and 

Wedges (Separators) 
tH == 

1. All of the following are true about "matrix band" except: 
A. It is used when two or Illore surfaces are involved 
B. It provides general contour of the restoration 
C. It does not substitute for the lost wall of the tooth 
D. Both carbon and stainless steel bands are available 

2. Most often used thickness of the matrix band is: 
A. 0.0015 cm 
B. 0.0015 inch 
C. 0.015 inch 
D. 0.0028 mm 

3. In a patient, MO cavity is prepared on the mandibular first 
molar, the position of the matrix band is: 
A. At the level of proposed marginal ridge 
B. Slightly above the level of proposed marginal ridge 
C. Approximately 2 mm above the proposed marginal ridge 
D. Slightly below the proposed marginal ridge 

4. While restoring a compound cavity involving linguo-occlusal 
surface, the close adaptation on lingual side is achieved by a 
matrix and green-stick compound. This was first suggested 
by: 
A. Barton B. Gilmore 
c. Simonsen D. Fusayama 

5. The Tofflemire universal matrix system is ideally indicated: 
A. Two surface class II restoration 
B. Three surface cavity preparation 
C. Class I compound cavity is prepared 
D. All of the above 
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6. Pal odent is: 
£4... Palliative cement 
B. Calcium hydroxide liner 
C. Commercial metal strips for matrices 
D. None of the above 

7. For extensive class II cavity, Automatrix is used. It is a: 
A. Universal matrix system 
B. 4tetainerless ill.atrix system 
C. Tofflemire matrix system 
D. Ivory matrix system 

8. Th� b est matrix system for class III amalgam cavity 
prf.: iyaration is: 
A. Wooden wedge 
B. \Vedge supported matrix 
C. \ Vedged, compound-supported matrix 
D. ' J 'offlemire matrix 

9. Prefabricated plastic matrices are used in: 
A. Class V cavity preparations 
B. Class VI cavity preparations 
C. Class VII cavity preparations 
D. All the above cavity preparations 

10. W i t  h which matrix/retainer patient can bite when the matrix 
is i i i  place: 
A. I vory no.l 
B. J vory no.S 
C. I 'offlemire universal matrix retainer 
D. i{etainerless Walser filling matrix 

11. Matrix  band should be: 
A. Rigid 
B. Elastic 
C. Flexible 
D. None of the above 

12. Tolflemire universal matrix band provide: 
A. Only one wall 
B. Only two walls 
C. Only three walls 
D. All the four walls 
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13. Prefabricated plastic matrices are used in: 
A. Class V cavity preparations 
B. Class I cavity preparations 
C. Class II cavity preparations 
D. All the above cavity preparations 

14. Steele's Siqveland self-adjusting matrix holder i s  suitable 
for: 
A. Decid uous anterior teeth 
B. Ovoid teeth 
c. Tapering teeth 
D. None of the above 

15.  Which of the fonowing matrix i retainer can be us€'d as cotion 
wool roll holder: 
A. Retainerless Walser filling matrix 
B. Ivory no. 1 
C. Ivory no. 8 
D. S-shaped matrix 
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Answers 
I.e. l\ latrices serve a dual function in: (i) providing for the general 

L (  mtour of the restoration and (ii) substituting for the lost 
wall of tooth tissue. 

2.B. V arious thickness of carbon steel and stainless steel matrix 
hands are available, with the thinner (0.0015 inch) most often 
used. 

3.e. An amalgam matrix band for a typical interproximal cavity 
l , reparation is approximately 2 mm above the proposed 
Inarginal rid ge height Imm belmv the gingival margin. 

4.A. Compound used as a safeguard against a shift of the matrix 
i s  readily applied and is easily removed following 
condensation. 

S.B. l)esides being very stable and of sturdy construction, it 
permits the easy removal of the holder from the band, 
f'l\::ilitating carving and final removal of the band . 

6.C. Palodent strips have limited application because of their very 
rounded contour. They usually are most suitable for 
mandibular first premolars and the dist<;tl surfaces of 
n taxillary canine . 

7.B. The automatrix is primarily used in patients who cannot 
tolerate matrix retainer and in patients with partly erupted 
teeth where height of the buccal or oral tooth surfaces provide 
insufficient support for the retainer. 

S.e. 1\latrices for class III direct tooth colored restoration are 
usually transparent plastic matrix strips. For silicate cements, 
Lll&Y are usually celluloid strips. 

9.D. The suitable plastic strip is burnished over the end of a steel 
instrument to produce a belly in the strip. This will allow for 
a curvature, which if properly contoured and designed will 
Tt'produce the natural proximal contour of the tooth. 

lO.D. \\' i th the help of retainerless Walser filling matrix, patient 
can bite when the matrix is in place. 
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1l.A. Matrix b an d  should be r i g i d  a n d  should r e s i s t ,  the 
condensation pressure. 

I2.D. A definite advantage of the Tofflemire matrix retll iner is that 
it may be positioned on the facial or lingual iJ ' : ; ,ect of the 
tooth. 

I3.A. Same as explanation No . 9 .  
I ,  

ILl.Co The band follows the tooth contour "vithout irnpinging on 
gingival tissue. 

IS.A. Retainerless Walser filling matrix can be used as cotton wool 
holder. 
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Infection Control 

1. 1 he most reliable sterilization is: 
A. Immersion in 100°C water for 30 minutes 
B. Soaking in activated 2% alkaline glutaraldehyde for 

10 nlirtutes 
C. Autoclave 
D. Steam under pressure for 05 pounds for 15 minutes 

2. Autoclave cycle is achieved with the steam under pressure 
of: 
A. 15 pounds and 121°C for 10 minutes 
B. 35 pounds and 258°P for 5 minutes 
C. Both of the above 
D. 0.5 pounds and 131°C for 10 minutes 

3. Cllemiclave is: 
A. Steam pressure sterilization 
B. Chemical vapor pressure sterilization 
C. Drug heat sterilization 
D. None of the above 

4. h ::;truments that cannot withstand autoclaving may be 
skrilized effectively with: 
A. 2% glutaraldehyde 
B. 1% sodium hypochlorite 
C Ethylene oxide gas 
D. 70% ethyl alcohol 

5. T4# term "universal precautions" means: 
L�"-. l\.11 patients are treated as infectious 
B. High-risk group patients are only treated as infectious 
C. All patients and blood contaminated body fluids are treated 

as infectious 
D None of the above 



60 MCQs on Operative Dentistry and Endodontics 
It-, 

6. Carbon steel instruments and BURS are best steril ized by: 
A. Autoclave 
B. Dry heat and chemiclave 
C. Boiling water 
D. 2% glutaraldehyde solution 

7. The most gentle method of sterilization used for h;md-pieces 
is: 
A. Autoc1avL·1.g B. Dry heat 
C. Ethylene oxide gas D. None of the above 

8. Dry heat sterilization is readily achieved at temperatures: 
A. Above lOOoe B. Above 1600e 
C. Above 320°F D. Both B and C 

9. Chemiclave is: 
A. Chemical means of sterilization 
B. Alternative means of sterilization by chemical skarn under 

pressure 
C. Oil of clove 
D. None of the above 
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Answers 
l.e. ' :::ertain dental instruments, particularly those made of alloys 

,)f carbon steel and tungsten carbide, that have cutting edges 
are susceptible and if left unprotected will deteriorate during 
repeated autoc1aving procedure. 

2.e. Periodically test strips of known microbiologic cultures 
should be run to assure destruction of organisms. 

3.B. Chemical vapor pressure sterilizers operate at 2700 F (131 °C, 
and 20 pound of pressure. They are similar to steam sterilizers 
and have a cycle time of approximately half an hour. 

4.e. Ethylene oxide gas requires three hour application and a total 
time of 24 hours including the aeration process. 

S.C. fnfection control practices for blood-borne pathogens have 
become much more sophisticated because of concern about 
the increase in hepatitis and human immunodeficiency virus 
transmissions. 

6.B. Carbon steel instruments and burs do not rust, corrode, or 
lose their temper or cutting edges if they are well-sterilized 
by dry heat and chemic1ave. 

7.e. Ethylene oxide sterilization is the best method for sterilizing 
complex instruments and delicate materials. 

8.D. i ndividual instruments must actually be heated at 320°F for 
30 minutes to achieve sterilization. 

9.B. Chemical vapor pressure sterilizer operate at 270°F ( 131°C) 
and 2 0  pounds of pressure. 
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Pain Control 
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1. The duration of dentinal pain is: 
A. Greater then 5 minutes 
B. About 4 minutes 
C. Less than 1 to 3 seconds 
D. Less than 1 to 3 minutes 

2. The duration of pulpal pain is: 
A. Greater than 5 seconds 
B. Greater then 5 minutes 
C. Less than 5 minutes 
D. Less than 1 to 3 minutes 

3. Treatment of hypersensitive dentine is: 
A. Plaque removal 
B. Burnishing dentine with 33% sodium fluorid f ' / Kaolin/ 

glycerine paste 
C. Obturation of carious lesions 
D. All of the above 
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.. 4nswers 
I.D. Uentinal pain, sharp, jabbing pain of short duration (less than 

I to 3 minutes) upon removal of stimulus is frequently a sign 
t If a reversible pulpitis. 

2.B. Pulpal p ain, dull aching or throbbing pa'in of extended 
c!uration (greater than 5 rninutes) is often an indication of 
i rreversible pulpitis. 

3.D. Hydrodynamic theory best explains dentin hypersensitivity . 
T he cerv i c a l  o f  teeth i s  the m o s t  com mon s i t e  o f  
hypersensitivity. 
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Pulp Protection 

1.  The greatest success in indirect pulp capping technique 
occurs in: 
A. Attrited teeth 
B. Extensive carious teeth 
C. Young patients 
D. Young patient with diminished pulp vasculariff 

2. Which of the following are true about direct pul p capping? 
A. iv1echanically exposed teeth have greater succc� ; : ;  rate than 

carious exposures 
B. Final restorative materials do not affect success 
C. Generally! individual teeth involved in a fixed prosthesis 

are candidates for direct pulp capping 
D. All of the above 

3. The success or failure of direct pulp capping depends on: 
A. Quality and amount of blood flow 
B. History of previous pain 
C. Age of the patient 
D. All of the above 

4. A technique which utilizes calcium hydroxide as Ii ner placed 
on thin layer of questionable remaining dentin is termed as: 
A. Direct pulp capping 
B. Indirect pulp capping 
C. Vitality tests 
D. Compaction technique 

.5, The microhardness value of the reparative dentin is: 
A. 61 KHN 
B. 65 KHN 
C. 40 KHN 
D. 30 KHN 
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6. The cavity which is mechanically and biologically adequate 
a !dug wiih maximum RDT is grouped as: 
A .  Class (type) B depth cavity 
B. Class (type) D depth cavity 
C .  Class (type) A depth ca vi ty 
D. Class (type) E depth cavity 

7. lrVhich of the following is best barrier between a restorative 
material and the pulp? 
A. Zinc phosphate 
C. Sound dentin 

B. Calcium hydroxjde liner 
D. Varnish 

8. A Illaterial when applied to the prepared tooth surface, its 
scI  vent quickly evaporates leaving a thin film of resinous 
ll1aterial, is: 
A. A liner 
C. Varnish 

B .  Intermediary base 
D. None of the above 

9. Ca vity varnishes are film-forming solutions possessing: 
A. _Thermal insulating quality 
B. �emi-permeable quality 
C. Quality of not resisting microleakage 
D. i\ll of the above 

10. Ali of the following are characteristics of calcium hydroxide, 
except: 
A. It acts as direct and indirect pulp capping agent 
B. It acts as a protective chemical barrier beneath filled and 

L mfilled resins 
C. It acts as obtundent 
D. Its resinous solution acts as a cavity liner 

11. Sh .• rp pulpal pain/disappearing on removed of the stimulus 
is frequently a sign of: 
A. ! rreversible pulpitis 
B. r�eversible pulpitis 
C. A cute pulpitis 
D. Lhronic pulpitis 

12. Cracked tooth syndrome is characterized by: 
A. :";harp pain following application of cold 
B. ��harp pain following application of heat 
C. � ;evere pain while eating 
D. All of the above mentioned 
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13. Tooth feels elongated and sensitive to percussion i n: 
A. Cracked tooth syndrome 
B. Reversible pulpitis 
C. Irreversible pulpitis 
D. None of them 

14. If a fractured tooth is non-restorable it should be: 
A. Reimplanted 
B. Splinted to another tooth 
C. Provided interim restoration 
D. Extracted 

15. Vital intruded tooth usually re-erupts by itself after a period 
of: 
A. 1 months 
C. 4 months 

B. 2 months 
D. 6 months 

16. Electric pulp testers will not normally respond in case of 
fractured tooth involving pulp after the duration of: 
A. 2 days B. 1 monthss 
C. 3 months D. 6 months 

17. Calcicum hydroxide is used as a puip capping agent because 
it: 
A. Provides good thermal insulation 
B. Provides a mild irritant action on pulp 
C. Provides a soothing action on pulp 
D. All of the above 

18. In a tooth with no caries fine occlusion and no sensitivity to 
percussion and in whom pain is brought about on J y by biting 
on something or release of pressure, the probable diagnosis 
IS: 
A. Hypersensitive dentin 
B. Acute reversible pulpitis 
C. Cracked tooth syndrome 
D. Acute apical periodontitis 

19. There is greater potential for thermal sensitivity to: 
A. Gold castings 
B. Amalgam restorations 
C. Composite restorations 
D. Silicate restorations 
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20. Th e material placed into deep cavities with suggestive 
reversible pulpitis is: 
A. Zinc oxide-eugenol 
B. Glass ionomer 
C. Calcium hydroxide 
D. Zinc phosphate 



68 MCQs on Operative Dentistry and Endodontics �, 

Answers 
1.C. Indirect pulp treatment is indicated in teeth withnut a history 

of pain and in which pulpal hyperemia is re'vlTsible and 
complete removal of soft dentin is like to G l l  \se a pulp 
exposure. 

2.B. The treatm,ent should be carried out as early as possible but 
definitely within 24 hours of traumatic injury. 

3.D. The direct pulp capping procedure has been �own to be 
most successful in younger teeth where a mechanical 
eXplYSUre irl a dry sterile field. Because of rl(}j"iTlal agirLg 
changes the chances of success in pulp capping di rninish with 
increasing age. 

4.B. Calcium hydroxide maintain a local state of alka j : nity which 
is required for dentin formation. 

S.c. Rep<;lrative dentin is a very effective barrier to , l iffusion of 
material through the tubules and is an importan t step in the 
repair of dentin. 

6.C. In class (type) B depth cavity, there is substanti , , j  thickness 
of remaining dentin. Class (type) C depth cavit i ( 's are intact 
but minimal thickness of remaining dentin. In cL1SS (type) D 
depth cavity, there is actual or subclinical exposu re of pulpal 
tissue. 

7.C. The very presence of the natural, intact dentin minimizes 
pulpal response to restorative treatment. 

S.C. Leakage of oral fluids around the margins and walls at the 
restoration-tooth interface has been demonst rated to be 
significantly reduced by the application of cavi I \ "  varnish. 

9.B. The semi-permeable nature of the varnish film reduces the 
penetration into dentin of constituents of phosphoric acids 
from certain dental cements. 

IO.C. Therm a l  insulating p roperty o f  c alcium hydroxide, 
sometimes makes it  useful beneath dento l amalgam 
restora tions . C al c ium hydroxide has no ( )btundent 
characteris tics. 
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11.B. I � .;versible p ulpitis, as the name implies, is a limi ted 
i i I flammation of the pulp from which the tooth can recover 
of the caries producing the irritation is eliminated by timely 
operative treatment. 

12.C I f  a cracked tooth is identified, the best treatment may be a 
cast restoration that will protect the cusps. 

13.C I 'ulpal extirpation and root canal filling usually are necessary 
i n  addition to the restorative treatment in order to save the 
tooth. 

14.D. 1 t a fractured tooth is non-restorable, it should be extracted . 

i5.D. i.:eturn to a normal vitality index may be slow, but it should 
I ' I;;! complete or nearly complete within 6 months. 

16.B. h )llowing fracture of the root, the reaction to tests of pulp 
I. j tality may be negative for as long as 6 to 8 weeks; tha t is, 
t i le pulp is stunned. 

17.B. <. , Ilcium hydroxide is a popular therapeutic agent used in 
d �  ute pulp exposure during operative procedures. 

18. C 1 lentinal pain associated solely with mastication is frequently 
Cl sign of a cracked tooth. Cusps of posterior teeth may 
c l i nically appear to be firmly in position, with no fracture 
l :etectable by mirror and explorer. 

19.A. bl;;!cause of its higher thermal conductivity, teeth with gold 
castings have a greater potential for thermal sensitivity than 
do those with amalgam restorations . 

20.A. 7. i n c o x i d e - eu ge n o l  has an anti s e p t i c  e ffe c t  on 
microorganisms remaining in dentin, and also has a seda tive 
<lnd anti-inflammatory action on pulp dentin orga n .  
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Periodontal Aspects of 

Operative Dentistlry 

1. Cast restorations are most helpful in correcting periodontal 
problems by: 
A. Restoring lost tooth structure 
B. Forming the splints 
C. Creating ideal occlusion 
D. None of the above 

2. Future relationship between the margin of restontions and 
gingival tissue can b e  assessed by areas o f  gingival 
inflammation and periodontal disturbances only: 
A. About 1 day after prophylaxis and instruction of good home 

care 
B. About 1 week after prophylaxis and instruct i (  m of good 

home care 
C. About 1 month after prophylaxis and instruct i (  m of good 

home care 
D. About 1 month after prophylaxis 

3. Dental restoration extending subgingivally can h� placed in 
all of the following conditions of gingiva, except: 
A. Thin gingival margin closely adapted to enamel 
B. Papillae filling the interproximal spaces 
C. Firm and uniform pale pink color and with or without 

melanin pigmentation 
D. Bleeding of gingiva on slight probing or touch 

4. The main reasonls for subgingival placement of margins of 
restoration is/are: 
A. Subgingival fractures of teeth, position of caries, or 

placement of previous restorations 
B. Esthetic 
C. Retention and prevention of fractures 
D. All of the above 
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5. 5 1 ;  :·!gingival lllargins of restoration should not be placed: 
A. �1ore than 2 mm under the free gingival margin 
B. More than 0 .5 to 1 mm under the free gingival margin 
C. rY10re than 3 mm under the free gingival margin 
D. All of the above 

6. Overcontoured crowns enhance: 
A. Supra gingival plaque accumulation 
B. Subgingival plaque accumulation 
C. Hoth of the above 
D. None of the above 
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Answers 
I.C. Physiologic occlusion is present when periodontium is able 

to withstand the forces of occlusion with no p<l thological 
changes in the periodontal membrane. 

2.C. The restoration must blend at its margin int I' the tooth 
structure without catches. On guiding a sharp e' l�lorer over 
the margin, one should not be aware of passing from tooth 
to restoration. 

3.D. Subgingivally placed margins have been reported to increase 
the occurrence of gingivitis significantly, com pared with 
supragingival margins or with teeth without any n�storations. 

4.D. Subgingival placement of margins of crowns d i :  1 not afford 
reliable protection against new caries, and a large percentage 
of the margins that had been placed subgingiv'l 11y became 
supragingival after 3 years. 

S.B. This .vill allow a seal of the junctional epithdium to be 
maintained between the crown margin and fiber attachment 
to the cementum. 

6.C. Overcontouring of restorations or faulty placemel 1 t of contour 
is a much greater hazard to periodontal health than lack of 
contour, since both supragingival and subgingival plaque 
accum.ulation may be enhanced by overcontoured crowns. 
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Amalgam Restorations 

1. Which of the following ADA specification covers dental 
am.31gam alloy? 
A. ADA specification no.2 
B.. � \D.l\ specification rLo.3 
C. ADA specification no.4 
D .  ADA specification no.1 

2. The low copper dental amalgam alloy contains maximum 
aUlount of copper upto: 
A. 3% 
C. 6% 

B. 19% 
D. 11% 

3. The weakest and most corrodible phase of dental amalgam 
IS: 
A. AgzHg3 
C. CuSn6 

B. SngHg 
D. None of the above 

4. In high copper dental amalgam alloy, which phase either 
diminishes or is eliminated? 
A. -;' phase B. Y1 phase 
C. -1-2 phase D. Matrix phase 

5. A l i  of the following are features of the high copper aUlalgam 
all oys, except: 
A. Low dimensional changes 
B .  Low compressive strength 
C. Lower creep values 
D. Less susceptible to corrosion 

6. From a clinical standpoint, the dental amalgam is: 
A. Soluble 
B.  Partially soluble 
C. Insoluble 
D. None of the above 
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7. The first "form" of the silver amalgam was advocated by: 
A. H Letzel in (1845) in New York 
B. M Taveau in (1826) in Paris 
C. GV Black in (1896) in Canada 
D. WB Eames in (1850) in Sweden 

8. Which material was advertised as the "Royal Mineral 
Succedaneum" by the Crawcour brothers in Unitpd States? 
A. Gold B. Dental ru."Ilalgam 
C. Restorative resins D. Porcelain 

9. l\Then a cavity is prepared for silver amalgam, the provision 
made to prevent displacement of filling is: 
A. Resistance fonn 
B. Convenience form 
C. Retention fonn 
D. None of the above 

10. Ideal relationship of the enamel wall and amalgam surface 
IS: 
A. Acute angle B. Obtuse angle 
C. Butt-type junction D. None of the above 

11. The outline form of class V amalgam cavity 1 5  dictated 
principally by: 
A. Direction of enamel rods 
B. Extension of caries process 
C. Involved tooth 
D. Marginal gingiva 

12. In class V amalgam cavity the retention grooves are placed 
in the: 
A. Mesial and distal wall 
B. Dentin 
C. Cervical and occlusal ,"vall 
D. Axial wall 

13. When the pulpoaxial line angle in class II cavity preparation 
is not l1evelled/rounded, stress is concentrated i r' :  
A .  Dentinal line angle 
B. Amalgam surrounding line angle 
C. Axial wall 
D. Pulpal wall 
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14. Retention grooves for class II amalgam cavity are placed in 
dentin of: 
A. Gingival wall B. Buccal and lingual proximal wall 
C. Axial wall D. None of the above 

15. Which of the following ADA specifications defines the purity 
of dental mercury? 
A. ADA specification no.l 
B. ADA specification no. 2 
C. ADA specification no. 3 
D. ADA specification no. 6 

16. The triturated mass of amalgam is further worked to enhance 
the uniformity and plasticity of the mass, the process is called 
as: 
A. Amalgamation B. Condensation 
C. Mulling D. None of the above 

17. The most predominant and strongest phase of the amalgam 
mass is: 
A. Gamma 2 
C. Gamma 

B. Gamma 1 
D. Voids 

18. When the diameter of the condenser point reduces to half, 
the force delivered would be same when applied load is: 
A. Half the original force 
B. Double the original force 
c. Increased four times the original force 
D. Approximately one-fourth of original force 

19. Tytin is a: 
A. Slow reacting dental amalgam alloy 
B. Rapid reacting dental amalgam alloy 
C. A Nitinol wire 
D. Pure titanium 

20. According to the survey (1985) of most dentists of Canada 
and USA, the principal reason behind replacing a restoration 
was: 
A. Primary caries 
B. Secondary caries 
C. Poor cavosurface margins 
D. Marginal deterioration 
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21. Finishing and polishing of amalgam restorations are 
completed by: 
A. Iron oxide 
B. Aluminum oxide 
C. Tin oxide slurry 
D. Pumice 

22. "Rhein trimmers" are instruments which accomplish: 
A. Round axiopulpal line angle 
B. Removes bulky overhangs of amalgam restoration 
C. Same as gingival margin trimmer 
D. Removal of discrepancies existing in gingival area 

23. The isthmus l,-vidth for class II amalgam cavity should be: 
A. 1 /3rd the intercuspal width 
B. 1 1  4th the intercuspal width 
C. Half the distance of intercuspal width 
D. None of the above 

24. While condensing amalgam, a large diameter condenser nib 
requires: 
A. Less condensation pressure 
Eo Greater condensation pressure 
C. Does not depend upon diameter of condenser nib 
D. Same pressure as of small condenser nib 

25. Condensation time for an amalgam mix is usually: 
A. 5 minutes 
B. 10 minutes 
C. 3 to 4 minutes 
D. 61;2 to 81/z minutes 

26. Retention and resistance form in class II amalgam cavity is 
provided by: 
A. Occlusal dovetail 
B. Retention groove placed in axiofacial and axiolingual line 

angles 
C. Both A and B 
D. \Vider isthmus only 

27. In preparing a Class II amalgam cavity, the proximal box 
surface has "reverse curve" usually in: 
A. Facial wall B. Lingual wall 
C. Axial wall D. None of the above 
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28. In an ideal conservative class II amalgam cavity, the 
mesiofacial and mesiolingual margins should clear adjacent 
teeth by: 
A. 1 to 2 mm B. 0.5 to 1 mm 
C. 0.2 to 0.3 mm D. 2 mm 

29. The recommended creep value for amalgam should not, 
exceed: 
A. 5% B. 2 to 5% 
C. 1% D. None of the above 

30. Which of the following provides retention form in class III 
amalgam cavity? 
A. Gingival groove 
B. Incisal cove 
C. Lingual dovetails 
D. All of the above 

31. If both class II and class V lesions are present on a tooth and 
they are to b e  restored by amalgam, then best will be: 
A. Class II preparation and restoration is done followed by 

class V 
B. Class V preparation and restoration is done followed by 

class II 
c. Both cavities are prepared and restored at same time 
D. None of the above 

32. Which of the following is true about class V amalgam cavity 
restoration? 
A. Most restorations are done without matrix placement 
B. Amalgam is condensed first in retentive areas followed by 

mesial and distal wall restoration 
C. Finally central portion is built 
D. All of the above 

33. For amalgam capping, it is mandatory to reduce cusp when 
facial extension is two-thirds from primary groove toward 
cusp tip. It provides: 
A. Adequate retention form 
B. Adequate resistance form 
C. Stability 
D. None of the above 
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34. Discoloration of the tooth under big amalgam restoration can 
be prevented by: 
A. Using cavity varnish 
B. Using correct alloy: mercury ratio 
C. Using zinc phosphate cement base 
D. Washing the prepared cavity with NaOC13 

35. The intercuspal width of an ideal class I cavity (occlusal) 
preparation for amalgam should be: 
A. 1 /2 B. 1 /3 
C. 1 /4 D. 3/4 

3 6 .  The amalgam restoration should be burnished after: 
A. 2 to 3 minutes B. 10 to 15 minutes 
C. 1 hour D. 24 hours 

37. Which is the weakest phase of the set amalgam? 
A. Beta-l B. Gamma-l 
C. Gamma-2 D. Gamma 

38. Delayed expansion of amalgam starts: 
A. After 2 years 
B. After 24 hours 
C. After 3-5 months 
D. After 3-5 days 

39. The presence of zinc in amalgam alloy: 
A. Causes delayed expansion of the restoration 
B. Minimizes the formation of oxides 
C. Both A and B 
D. None of the above 

40. The minimum strength of amalgam restoration after 1 hour 
should be: 
A. 40 Mpa B. 60 Mpa 
C. 80 Mpa D. 120 Mpa 

41. After few months the marginal leakage in dental amalgam 
restoration: 
A. Increases due to low-edge strength of amalgam 
B. Increases due to vaporization of mercury 
C. Decreases due to formation of corrosion products 
D. Decreases due to delayed expansion of amalgam. 
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42. The most common cause for fracture of proximal part of 
class II amalgam restoration is: 
A. Improper resistance form of cavity 
B. Inadequate retention at proximal portion 
C. IlIlproper outline forlIl of cavity 
D. IlIlproper convenience form of cavity 

43. Amalgam which exhibits l east creep and marginal 
breakdown is: 
A. High copper admixed alloy 
B. High copper spherical alloy 
C. Conventional lathe cur alloy 
D. Conventional admixed alloy 

44. Resistance to proximal displacement in a class II amalgam 
cavity is provided by: 
A. Converging proximal walls 
B. Occlusal dovetail 
C. Converging occlusal wall 
D. Gingival cavosurface bevel 

45. The metal in dental amalgam alloy in which mercury would 
dissolve maximum is: 
A. Silver 
B. Tin 
C. Copper 
D. Zinc 

46. Delayed expansion of amalgam starts: 
A. Within 24 hours 
B. After 3 to 5 days 
C. After 3 to 5 months 
D. After 3 to 5 years 

47. The statement that is false regarding proximal overhang of 
dental amalgam is: 
A. They can be diagnosed visually and radiographically 
B. They can be confirmed by a catch or tearing of dental floss 
C. They confirm good gingival seat restoration 
D. They can be prevented by the use of wedge and matrix 
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48. Gingival cavosurface margin is beveled in a class II cavity 
for amalgam restoration to: 
A. Get a lap joint on the cavosurface angle 
B. Remove the unsupported enamel rods 
C. Get burnishable thickness of amalgam 
D. Move the cavosurface away from the contact 

49. The number of line angles in class II amalgam cavity are: 
A. 6 B. 12 
C. 11 D. 7 
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Answers 
I.D. In October of 1929, the American Dental Association 

specification no. 1 for dental amalgam alloy was adopted. 

2.C. Conventional amalgam alloy formulations, until the 
later1960s, contained small amounts of copper to a maximum 
of 6% weight and in high copper alloy copper is more than 
6%. 

3.B. When the setting reaction occurred, the material was 
subjected to corrosion because a tin mercury phase (gamma-
2) formed. The corrosion led to rapid breakdovvrt of arrlalgarrl 
restorations. 

4.C. The advantage of the added copper is that it preferentially 
reacts with tin and prohibits the formation of the more 
corrosive phase (gamma-2) within the amalgam mass. This 
change in composition reduces or eliminates possible 
deleterious corrosion effects on the restoration. 

S.B. Higher copper content amalgams generally have lower creep 
values, higher compressive strengths and lower dimensional 
changes. 

6.C. From a clinical standpoint, dental amalgam is insoluble. It is 
susceptible to tarnish and corrosion at its outer surface and 
at the tooth surface interface. 

7.B. The first form of amalgam was a silver mercury paste 
advocated by M Taveau in 1826 in Paris. This amalgam was 
brought to the attention of the dental profession in United 
States in 1833 by Crawcour brothers. 

S.B. Amalgam was brought to the attention of dental profession 
in United States in 1833 by Crawcour brothers and was 
advertised as the "Royal mineral succedaneum" or substiute 
for gold. 

9.C. Retention form may be defined as the shape and 
configuration of cavity that enables the restoration to be 
retained in that cavity under all types of tipping and tilting 
stresses. 
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10.C. This margin of amalgam has its  greatest bulk and 
theoretically its maximum strength. 

n.B. Externally, demineralized enamel is usually included in the 
preparation. 

12.C. Retention form is established within the dentin of the cervical 
and occlusal wall using a no.1;4 round bur to a depth of 
approximately one-half the diameter of the bur ataxiogingival 
or incisoaxial line angle. 

I3.B. Since occlusal forces will permit a concentration of stress 
within the amalgam surrounding the sharp pulpoaxial line 
angle, it is routinely rounded or beveled. 

I4.B. Continuation of these grooves across the gingival floor 
providing a full "D-shaped" groove in all three proximal 
walls may be indicated when the buccolingual width of the 
proximal box becomes extensive. 

IS.D. ANSI! ADA specification no.6 defines the purity of dental 
mercury by its surface appearance, its residue after pouring, 
and its nonvolatile residue. 

16.C. Foilowing removal of the pestle the capsule is reinserted in. to 
the mixing unit and the amalgamator activated for perhaps 
2 or 3 seconds. 

I7.C. Gamma is  the remaining unreacted alloy particle the 
strongest and most predominant phase, basically silver and 
tin; gamma, is the next most predominant and strongest 
silver-mercury phase. 

IS.D. The force varies inversely with the area of the condenser face. 

19.B. Studies using a rapid reacting dental amalgam (Tytin) have 
shown that there is little difference in margin adaptation or 
surface texture between early finished and conventionally 
polished class I restoration after 5 years. 

20.B. Secondary caries was the p rinciple reason (53%) for 
restorations requirLng replacement while poor margins and 
tooth fracture were the next in order. 

21.C. A tin oxide slurry and the soft cup brush, followed by the 
cervical taping, complete the finishing and polishing 
procedures. Iron oxide is for gold polishing and Aluminium 
oxide is for composite polishing. 
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22.D. A gingival enamel wall near the cementoenamel junction 
should appropriately be finished to declu,e apically, while a 
gingival enamel wall positioned nearer the proximal contact 
area may well be perpendicular to the axis of the tooth. 

23.B. Isthmus width for cast restoration should be 1 /3 rd of 
intercuspal distance. 

24.B. The condensation pressure required will depend on the 
amalgam used and the diameter of the condenser nib . 
Condensers with larger diameter nibs require greater 
condensation pressure. 

2S.C. Otherwise, crystallization of the unused portion will be too 
advanced to react properly (i.e. chemical bond) with the 
condensed portion. 

26.C. The occlusal convergence of the facial and lingual walls and 
the dovetail (if needed) provide sufficient retention form to 
the occlusal portion of the tooth preparation. 

27.A. Reverse curve is made in the buccoproximal wall so as to 
have sufficient amount of dentin in that area and also to 
achieve butt joint with the cavosurface margins. 

28.C. If hand instruments are not used to remove remaining spurs 
of enamel, the proximal margins would have undermined 
enamel. 

29.C. Deformation overtime in response to a constant stress is called 
creep (or strain relaxation) . 

30.D. The box-like preparation form provides primary retention 
form. Secondary retention form is provided by a gingival 
groove, incisal cove and sometimes, a lingual dovetail. 

31.A. In class V cavities, moisture in the form of saliva, gingival 
sulcular fluid, or gingival hemorrhage must be excluded 
during caries removal, liner and adhesive application, if 
indicated and also during insertion and carving of amalgam. 

32.D. Using the amalgam carrier, insert the mixed amalgam into 
the preparation in small incren,ents and condense it into the 
retentive areas first. 
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33.B. When the facial or lingual extension exceeds two-thirds the 
distance from a primary groove toward the cusp tip (or when 
the facial-lingnal extension of the occlusal preparation 
exceeds two-thirds the distance between the facial and lingual 
cusp tips), reduction of the cusps for amalgam is usually 
required for the development of adequate resistance form. 

34.A. Cavity varnish diminishes the penetration of dark-colored 
corrosion products into adjacent dentinal tubules over time. 

35.C. The buccolingual width of the cavity should be 
approximately 1 .0-1 .5 mm or 1,4 intercuspal distance. In case, 
the caries so dictates the width can be more, but in no case 
more than haif the intercuspal distance should be involved. 

36.A. Burnishing is a process in which smooth, rigid instrument is 
used for smoothening restoration surface which has become 
rough by carving. 

37.C. Gamma-2 phase IS responsible for corrosion of silver 
alnalgam. 

3S.D. Delayed expansion occurs if zinc containing alloys are 
contaminated with water. The expansion occurs after 3-4 days 
because zinc reacts with water releasing hydrogen. This 
hydrogen basically causes expansion of amalgam. 

39.C. Zinc prevents oxidation during manufacturing of alloy. 

40.C. The compressive strengths of high copper amalgam are 
greater than those of low copper amalgams because of the 
presence of copper phase. High copper amalgam have 
compressive strengths that range from 380 to 550 Mpa and 
are very similar to those of enamel and dentin. 

41.C. The corrosion products are the oxides and chlorides of tin 
mostly occuring in the low copper alloys. 

42.A. The internal line angles are rounded off especially the axio 
pulpal line angle so as to have maximum bulk of silver 
amalgam at the axiopulp al area and to avoid s tress 
concentration in the tooth. 

43.B. Although many factors influence margin breakdown of 
amalgam restorations, creep, which is the change in 
dimension under a constant load, is most closely associated. 
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44.B. With high copper amalgam, proximal retentive locks are 
unnecessary in preparation that include dovetails. 

4S.B. Tin helps in amalgamation since tin has great affinity for 
mercury. It also controls the fast reaction between silver and 
mercury because of this affinity. 

46.B. Delayed expansion occurs if zinc-containing alloys are 
contaminated with water. The expansion occurs after 3-5 days 
because zinc reacts with water releasing hydrogen. This 
hydrogen basically causes expansion. 

47.C. Overhang can be minimized or avoided by wedging the 
matrix band tightly against the cervical area of the tooth just 
below the gingival floor. 

48.B. The gingival floor enamel is planed with a hand instrument 
in order to smoothen and parallel enamel rod direction . 

49.C. A class cavity have 6 pointangles. 
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Pin-retained Restoration 

1 .  Most frequently used pin type is: 
A. Friction-locked pin 
C. Self-threading pin 

B. Cemented pin 
D. None of the above 

2. Which of the following correctly matched? 
A. Self-threading pin was described by Going 
B. Cemented pins was introduced by Markley 
C. Friction-locked pin was introduced by Goldstein 
D. All of the above 

3. Which of the following is tnH ' about placement of pin in 
amalgam restorations? 
A. It improves both retention and resistance 
B. It reinforces restorative material 
C. It improves only retention 
D. Bending of pin increases retention 

4. Most widely used self-threading pin is: 
A. Gold plated pin B. Color coded pin 
C. TMS pins D. All of the above 

5. All of the following are true about placement of pin, except: 

A. Optimum length of pin extending into amalgam is 2 mm 
B. Optimum inter-pin distance is 5 mm 
C .  For molars and premolars respectively, 1 and 2 pins per 

missing cusp provide sufficient retention 
D. l'\Jone of the above 

6. The least traumatic and I.lOst versatile pin system is: 
A. Cemented wire pin 
B. Self-threading pin 
C. Friction-locked pin 
D. None of the above 
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7. The most retentive pin system is: 
A. Cemented wire pin 
B. Self-threading pin 
C. Friction-locked pin 
D. None of the above 

8. For the complex amalgam restorations, "Amalgap in 
technique" was developed by: 
A. Markley B. Goldstei.. .. 
C. Shavell D. Standlee 

9. In pin-retained amalgam restorations, which property 
significantly decreases? 
A. Compressive strength 
B. Retention 
C. Tensile strength 
D. All of the above 

10. A grossly decayed tooth was restored using self-threading 
pin. The diameter of pin hole is: 
A. Greater than the diameter of pin 
B. Both have the same diameter 
C. Smaller than diameter of pin 
D. None of the above 

11. Which of the following is true about self-threading pin 
system? 
A. It is the most retentive 
B. Three to six times more retentive than cemented pin 
C. Use of cavity varnish does not reduce retentive property 
D. All of the above 

12. The friction-locked pin system described by Goldstein is: 
A. Less retentive than cemented pin 
B. More retentive than self-threaded pin 
c. 2-3 times more retentive than cemented pin 
D. 3-6 times more retentive than cemented pin 

13. Usually pinhole preparation on which tooth surfaces should 
be avoided? 
A. Distal surface of mandibular molars 
B. Lingual surface of maxillary molars 
C. Both of the above 
D. None of the above 
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14. The optimum pin length in amalgam o f  a pin-retained 
restoration is: 
A. 1 t0 4 mm 
B. 2 t0 3  mm 
C. 2 mm 
D. 3 mm 

15. In pin-retained amalgam restoration, failure is more likely 
to occur at the: 
A. Pin-restoration interface 
B. Pin-dentin interface 
C. Both of the above 

16. The optimal depth in dentin for self-threaded pin system is: 
A. 2 t0 3 mm 
B. 0.5 to 1 mm 
C. 1 .5 t0 2 mm 
D.  There is no optimal depth for the pin 

17. Depth of hole of cemented pins should be: 
A. 1 t0 2 mm 
B. 3 t0 4 mm 
C. 2 t0 3 rom 
D. Similar to that of self-threaded pins 

18. Friction-locked pins are retained by: 
A. Luting cement 
B. Threads on the pin 
C. Longer channel depth 
D. Resiliency of dentin 

19. The pins of choice in pulpotomized or root canal treated teeth 
are: 
A. Friction-locked pins 
B. Cemented pins 
C. Self-threaded pins 
D. Self-shearing pins 

20. Using excessive number of pins in a restoration: 
A. Reinforces the amalgam 
B. Has no significant effect on strength 
C. Weakens the restoration 
D. Reinforces the tooth 
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21. In the TMS system: 
A. The pin is undersized 
B. The pin is slightly oversized 
C. The pin and channel are of equal length 
D. The pin and channel are exactly of the same diameter 

22. The function of pins in large amalgam restoration is to: 
A. Increase retention of amalgam 
B. Increase tensile strength of amalgam 
C. Both A and B 
D. None of the above 

23. The least microleakage among all dentin pin systems is 
exhibited by: 
A. Cemented pins 
B. TMS system 
C. Friction-locked pins 
D. None of the above 

24. When three or more pinholes are placed in dentin they should 
be: 
A. At different levels 
B. At least 1 mm apart 
C. At the same level 
D. At different depths 

25. The minimum clearance around the pin for condensation of 
amalgam is: 
A. 0.5 mm B. 1 .5 mm 
C. 1 .0 mm D. None of the above 

26. The direction of retentive pinholes should be: 
A. At right angles to dentinal tubules 
B. Parallel to long axis of the tooth 
C. In the direction of long axis of tooth and parallel to nearest 

external surface 
D. None of the above 

27. The pin channel must be prepared: 
A. Outside the dentino-enamel junction 
B. 2 mm away from pulp chamber 
c. 0.5 mm inside the DEJ 
D. Both B and C 
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28. Pin-retained cast restorations are indicated in which 
conditionls? 
A. Cuspal fracture where large occlusal inlays and onlays are 

to be prepared 
B. When occlusogingival height is very short, for example in 

severely attrited posterior teeth 
C. When crown preparation is excessively tapered, leading to 

reduced retention 
D. All of the above 

29. All of the following are true statements about pins in 
restorative dentistry, except: 

LA:a.. TIley are auxilIary aids of retention ira. broken do,Aln teetl1 
B. They are less expensive than cast restorations 
C. They are used in teeth with guarded prognosis 
D. They increase the compressive strength of the overlying 

restorative material 

30. Pin-retained restorations: 
A. Enhances retention of restoration 
B. Enhances resistance of restoration 
C. Enhances both retention and resistance of restoration 
D. Enhances esthetics of restoration 

31. The cemented pins were introduced by: 
A. Markley in 1958 
B. Goldstein in 1996 
C. Going in 1966 
D. Mozer and Watson in 1979 
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Answers 
l.e. The self-threading pins were described in 1966 by Going and 

are currently the most widely used of the pin systems. 

2.D. In 1 9 5 8 ,  Dr Miles Markley intro d u c e d  a practical  
instrumentation for the use of  a stainless steel cemented pin 
tn,a t resulted in the extensive use of pins irl restorative 
dentistry. 

3.A. Pins placed into prepared pinholes (also referred to as pin 
channels) provide auxiliary resistance and retention forms. 

4.e. The Thread Mate System (TMS) is the most widely used self
threading pins. 

S.D. For molars 1 pin per missing cusp and for bicuspids 2 pins 
per missing cusp will provide sufficient retention. The least 
number of pins which provide adequate retention should be 
used. 

6�_J\. Tp_e cemented �A/ire pin is trt.c 1Y'LOSt 'versatile pin arld cart be 
adapted to specific clinical situations since they can be 
pretested in position and cut to proper length. They are also 
the least traumatic to the dentin since they are placed into an 
oversized pin hole. 

7.B. The self-threading pins are the most retentive within dentin 
of any of the pin system and as a result require less depth in 
their placement 3 to 6 times more retentive than cemented 
pins. 

8.C. Amalgapin chambers are much larger by volume than the 
pin holes for other pins and are therefore, less conservative. 

9.C. Tensile strength is not enhanced by pin placement. Tensile 
strength values are, in fact, reduced for amalgam specimens 
when pins are placed in any position other than parallel to 
the tensile stress. 

lO.e. The elasticity (resiliency) of the dentin permits insertion of a 
threaded pin into a hole of smaller diameter. 
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11.D. Vertical and horizontal stresses can be generated in the dentin 
when a self-threading pin is inserted. However, craze lines 
in the dentin are related to the size of the pin. 

12.C In friction locked pin, the diameter of the prepared pinhole 
is 0.001 inch (0.025 mm) smaller than the diameter of the 
pin. 

13.C. Obtaining the proper direction for preparing a pinhole in 
these locations is difficult because of the abrupt flaring of 
the roots just apical to the cementoenamel junction (CEJ) . 

14.C. Increasing the length of the pin into amalgam can result in 
fracture. 

IS.B. Failure is more likely to occur at the pin-dentin interface than 
at the pin-restoration interface. 

16.C The depth of the pinhole varies from 1 .3 to 2 mm, depending 
on the diameter of the pin used. However, a general guideline 
for pinhole depth is 2 mm. 

17.B. Holes are placed in the appropriate a reas of thp tooth at 
dissimilar angles to each other and to a depth of 3 to 4 Ill.m 
for maximal retention. 

IS.D. Friction-locked pins are tapped into place, retained by the 
resiliency of the dentin, and are 2 to 3 times more retentive 
then cemented pins. 

I9.B. Cemented pins are generally indicated in cases where least 
crazing and stresses are desired in the remaining tooth 
structure, e.g. endodontically-treated teeth. 

20.C While the retention of the restoration increases as the number 
of pins increases, an excessive number of pins can fracture 
the tooth and significantly weaken the amalgam restoration. 

21.B. In the Thread Mate System, the pins of choice for severely 
involved posterior teeth are the Minikin and occasionally the 
Minim. 

22.A. Pins p rovide efficient and adequate retention to the 
restorations with the least possible sacrifice of healthy tooth 
structure. 
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23.B. Leakage with cemented pins occurs around its whole 
circumference, whereas with friction-locked and threaded 
pins occurs in a semilunar pattern. 

24.A. This will reduce stresses resulting from pin placement in the 
same horizontal plane of the tooth. 

2S.A. If necessary, after a pin is inappropriately placed, the operator 
should provide clearance around the pin to provide sufficient 
space for the smallest condensor nib to ensure that amalgam 
can be condensed adequately around the pin. 

26.C. The pinhole should be positioned not closer than 0.5 to Imm 
to tIlE DEJ or not closer tt-.. an 1 to 1 .5 IT1ITl to the external surface 
of the tooth, whichever distance is greater. 

27.D. There should be at least Imm of sound dentin around the 
circumference of the pinhole. 

28.D. Pin-retained cast restorations are also indicated when one 
proximal wall of a mesio-occlusodistal preparation is 
exceptionally short. 

29.D. Pins do not increase the compressive strength of the overlying 
restorative material, and may reduce the transverse and 
tensile strengths significantly. 

3D.C. Pins placed into prepared pinholes (also referred to as pin 
channel auxiliary resistance and retention form. 

31.A. They are cemented into pinholes prepared 0.001 to 0.002 inch 
(0.025 to 0.5 mm) larger than the diameter of the pin. 
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Micro leakage 

1. Longevity of a restoration mainly depend on: 
A. Properties of the restorative material 
B. Clinical acumen of the dental surgeon 
C. Oral environment of the patient 
D. All of the above 

2. Luting cements may get :rapidly dissolved due to: 
A. Occlusal forces 
B. Microorganisms 
C. Marginal leakage 
D. Casting technique 

3. The effect of greater the difference between erE of tooth 
substance and restorative material will be: 
A. Greater microleakage 
B. Lesser microleakage 
C. Any of A and B 
D. None of the above 

4. Following methods prevent microleakage around porcelain 
inlay: 
A. Closer fit 
B. Use of dual cure resin cement 
C. Both the above 
D. None of the above 
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Answers 
1.0. The restoration deteriorates as time goes by depending upon 

the dynamics within the oral environment. 

2.C. Due to microleakage luting cement are washed away. 

3.C. Coefficient of thermal expansion (CTE) is the change in length 
per unit l ength of material by per de gree change in 
temperature. 

4.C. The mechanical and chemical treatment of the inlay surface 
should be optimum to prevent micro leakage and pr01TIote 

1 1  • duneSlon. 
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Finishing and Polishing 

of Restorations 
.k. 

1. Finishing of the composite resin is done by: 
A. Diamond stones and silicon carbide disks 
B. Fine aluminum oxide and silicon carbide disks 
C. Quartz and diamond stones 
D. Iron oxide and silicon carbide disks 

2. With composite resin restoration, finishing of margins is 
done in sequence of: 
A. Occlusal, proximal and cervical 
R. Prnxi rn Cl l ;  (,prv1cCll <'lnd ncC'lu sa 1 
C. Cervical, proximal and occlusal 
D. There is no sequence 

3. Finishing and polishing of an amalgam restoration is done: 
A. After placement of amalgam 
B. After 12 hours of placing amalgam 
C. After 24 hours of placing amalgam 
D. On 3rd day of placing amalgam 

4. Over-contoured buccal or lingual surfaces can res uit in: 
A. Cheek biting 
B. Food accumulation 
C. Open proximal contact 
D. Tooth malpositioning 

5. Indirect cast gold restorations are primarily finished and 
polished: 
A. After cementation 
B. After casting is tried on tooth 
C. Before casting is tried on tooth 
D. None of the above 
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6. Before amalgam refilling refining of proximal margins of a 
ca vity can be done by: 
A. Angle former 
B. Biangle chisels 
C. Enamel hatchets 
D. Both B and C 

7. Polishing of an amalgam restoration is done best: 
A� After 24 hours 
B. After 72 hours 
C. After 96 hours 
D. None of the above 
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Answers 
I.B. For gross contouring and finishing of the concave . and 

compiuatively non-accessible areas on the occlusai surface, 
the alpine stone, 12 to 30 fluted carbide bur and diamond 
points are recommended. In the accessible and convex areas 
of the occlusal surface, agents such as aluminunl oxide, or 
silicon dioxide-coated disks are used. 

2.C. The very cermuic material introduced in the resin as a filler 
in order to enhance the physical properties can became a 
major probleITl during finishing. 

3.e. This much time period is recommended to allow for the 
setting, hardening and dimensional changes of amalgam to 
take place which continue for at least 24 hours. 

4.A. Over-contoured buccal or lingual surfaces can resul t in cheek 
biting. 

S.c. Tnitial finishing of a gold inlay is carried out on the die and 
most of the finishing is completed within the laboratory. For 
polishing in the contact areas and gingival emb rasures, the 
abrasive is introduced through polishing strips of dental tape. 

6.D. B iangle chisels and enamel hatchets are good hand 
instruments for refining of proximal margins of a cavity. 

7.A. This much time period is recommended to allow for the 
setting, hardening and dimensional changes of amalgam to 
take place which continue for at least 24 hours. 



Interim Restorations 

1. The time required for remineralization o f  dentin after 
placement of temporary restoration is about: 
A. 2-6 weeks 
B. R-1 6 weeks 
C. 1 8-26 weeks 
D. 30-40 weeks e 

Answer 
1.B. Interim restorations are used in direct and indirect pulp 

capping procedures. T'nis allows time for the underiying 
pc�·iodo.iltuI 0rgan to h.::al as wdl as furllL a reparative dentin 
barrier. 
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Bonding 

1. Knoop hardness number of enamel is: 
A. 241 B. 51 
C. 68 D. 343 

2. KHN of dentin and cementum are respectively: 
A. 68 and 343 B. 68 and 40 
C. 48 and 64 D. 58 and 30 

3. Which of the following statement is true regarding acid 
etching, except: 
A. It is done with 37% or 50% phosphoric acid 
B. It results in increased surface area 
C. It provides higher surface energy 
D. E tching for an additional period results in greater 

penetration of polymers 

4. There . is a complete remineralization of the acid-etched 
enamel after the acid treatment, if exposed to saliva within: 
A. 30 days B. 45 days 
C. 60 days D. 65 days 

5. Which of the following is/are true regarding enamel? 
A. It exhibits permeability 
B. It is about 5 to 20 times more resistant to abrasion than 

dentin 
C. It's KHN is 343 
D. All of the above 

6. The number of dentinal tubules ranges from: 
A. 30,000 to 70,000 / mm2 

B. 20,000 to 60,OOO /mm2 

C. 3500 to 7,OOO/mm2 

D.  None of the above 
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7. The IIdentin bonding system" includes: 
A. Conditioner 
B. Primer 
C. Bonding agent with low viscosity 
D. All of the above 

8. At concentration higher than 50% of phosphoric acid the 
depth of etch is found to: 
A. Remain constant 
B. Increase 
C. Decrease 
D. Does not apply since phosphoric acid is not used for etching 

9. Enamel etched by a tooth conditioner but not covered with a 
fissure sealant will: 
A. Remineralize within a month 
B. Remineralize within 3 months 
C. Absorb stain and discolor the tooth 
D. Leave the tooth more susceptible to caries attack 

10. MI croabrasion involves the use of: 
A. Sulfuric acid 
B. Acetic acid 
C. Phosphoric acid 
D. Hydrochloric acid 

11. Chemical preparatio n  of a tooth for restoration with 
composite resin most commonly involve use of: 
A. Citric acid 
B. Hydrogen peroxide 
C. Pumice slurry 
D. Phosphoric acid 
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Answers 
I.D. Enamel has Knoop hardness number (KHN) of 343 and 

enamel is 5 to 20 times more resistant to abrasion than dentin. 

2.B. Dentin is much softer then enamel as indicated by knoop 
hardness number of 68 for dentin and 343 for enamel. 

3.D. Advantage of shorter etching time is that it yields acceptable 
bond strengths while conserving enan1.el and saving tinl.e. 
Longer each times only result in greater loss of enamel. 

4.B. Even a minor exposure to saliva, blood or oii can ruin the 
potential for resin tag formation and bonding. All measures 
should therefore be taken to prevent any contarlTtnation. 

S.D. Enamel does exhibit permeability. Studies using 13 11, urea and 
dye stuffs have shown passage of these materials through 
enamel. 

6.A. The number of dentinal tubules ranges from 30,000 to 70,000 
per square mm depending on the tooth and location in dentin. 

7.D. Traditionally the dentin bonding protocol includes: 

Etching/ conditioning 

Application of primer 

Application of bonding agent/ adhesive. 

S.C. At concentrations greater than 50%, there occurs formation 
of a layer of monocalcium phosphate monohydra tf> on etched 
surface which prevents any further dissolution . 

9.B. Retention of the resin is gained from polymer tags that form 
as a polymer liquid wets the surface irregularitiE's associated 
with the opened ends of enamel rods. 

IO.D. Microabrasion involves the use of hydrochloric Clcid. 

I1.D. Phosphoric acid is the most commonly used acid at 
concentration between 30 to 50%, with 37% concentration 
being the most accepted. Higher and lower concentration of 
acid is not effective.At below 27% concentration there is 
formation of dicalcium Phosphate Monohydrate that cannot 
be easily removed. 
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Introduction to 

Composite and other 
Direct Tooth Colored 

Restorations' 

1.  The first translucent filling material produced by Fletcher 
was: 
A. Glass ionomer cement 
B. �ilicate cement 
C. Composite resin 
D. 'I IyLrid ' filied resin. 

2. After setting, the silicate surface exhibits severe crazing and 
increase in solubility and opacity due to: 
A. Increased temperature 
B. Covering with grease 
C. Early moisture contamination 
D. Dehydration 

3. The major clinical problem/s associated with the silicate 
cement is/are: 
A. Decreased working time 
B. High solubility and disintegration in oral fluid 
C. �;hort clinical life in less hygienic area 
D. Both B and C 

4. Which of the following is/are the drawback/s of the tooth 
colored resin material developed in 1930 in Germany? 
A. J t lacks color stability 
B. High degree of polymerization shrinkage 
C. 1 I igh coefficient of thermal expansion 
D. A ll of the above 
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5. The basic "polymer" 
developed by: 
A. Dr Ray Bowen 
C. Dr RG Craig 

of the composite resin system was 

B. Dr MG Buonocore 
D. Dr John Q Byram 

6. The excellent esthetic restorative material is: 
A. Silicate B. Composite resins 
C. Porcelain D. All of the above 

7. The fillers mostly used for composite resin are quartz and 
lithium aluminum silicate glass because they exhibit: 
A. Low thermal dimensional change 
B. A translucency matching tooth structure 
C. Chemical inertness 
D. All of the above 

8. Most conventional 'macrofilled' restorative resins contain 
fillers by weight upto: 
A. 50 to 60% 
C. 70 to 80% 

B. 60 to 70% 
D. 80 to 90% 

9. The h�ghly cross-linked available resin systems are: 
A. Bis-GMA B. U reihane Jia<..:ty la It::s 
C. 4-META D. Both A and B 

10. The setting reaction for composite resins is free radical 
polymerization. The initiator of polymerization using visible 
light is: 
A. Benzoyl peroxide 
B. Tertiary amine 
C. Photosensitive diketone compounds 
D. Camphoroquinone 

11. The surface hardness of composite resins when compared 
with unfilled resin is: 
A. Same 
B. Almost twice of unfilled resin 
C. Approx. 4 times of unfilled resin 
D. None of the above 

12. In composite restorative material, the bond present between 
filler particles and polymer is: 
A. Hydrogen bond B. Ionic bond 
C. Silane bond D. None of the above 
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13. All of the following statements are true for composite resins, 
except: 

A. Improved dimensional stability 
B. Decreased thermal coefficient of expansion 
C. High resistance to abrasion 
D. There is less marginal leakage 

14. The recently evolved and more popular generation of filled 
resin is: 
A. Microfilled resin 
B. Hybrid resins 
C. Small particle resins 
D. All of the above 

15. The most popular resin system in clinical practice is: 
A. Unfilled resin system 
B. Chemically activated resin system 
C. Photo-initiated resin system 
D. All of the above 

16. For photo-initiated resin system, the optimum depth of cure 
is obtained with emitting orifice held: 
A. vVithin 4 mm of reSIn surface 
B. Slightly touching resin surface 
C. VVithin 1 mm of resin surface 
D. \Nithin 3 mm of resin surface 

17. When there is no need to support functional stresses, the 
choice of composite resin in esthetic restoration is: 
A. Hybrid composite resin 
B. Macrofilled composite resin 
C. �v1icrofi1led composite resin 
D. Small particle composite resin 

18. A patient comes with esthetic COIn plaint. It was found on 
examination that teeth are thin labiolingually. The material 
for maintaining tooth color and contour is: 
A. rvlicrofilled composite resin 
B. Hybrid composite resin 
C. Conventional composite resin 
D. Small particle composite resin 
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19. The esthetic restorative materials minimizing/reducing the 
possibility of secondary caries are: 
A. Glass ionomer and composite resins 
B. Composite resins and silicate 
C. Silicate and glass ionomer cement 
D. Calcium hydroxide and silicate 

20. Which of the following is/are used to remove the 'smear' layer 
of dentin surface? 
A. Polyacrylic acid 
C. Tarulic acid 

B. EDTA 
D. All of the above 

21. Currently the most effective agent for removing smear layer 
while retaining the dentinai piug is: 
A. Tannic acid B. EDTA 
C. Citric acid D. Polyacrylic acid 

22. Occluprint is used for: 
A. Occlusal carving of amalgam class II filling 
B. Occlusal carving of composite resin class I fill i ng 
C. Both of the above 
D. None of the above 

23. 'Bowen' resin is: 
A. Glycedyl methacrylate 
B. Methacrylate monomer 
C. Reaction product of glycidyl methacrylate and bisphenol-A 
D. None of the above 

24. Which of  the following is true about silicate cement 
restoration? 
A. Its coefficient of thermal expansion is closer to that of enamel 
B. It has tooth matching ability 
C. Possesses anticariogenic property 
D. All of the above 

25. KHN for composites and Dicor is respectively: 
A. 40 and 320 B. 60 and 320 
C. 30 and 362 D. 30 and 343 

26. Which of the following is used with the CEREC system? 
A. Feldspathic porcelain B. DICOR 
C. DICOR 'MGC' D. All of the above 
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27. 'VYhich material has lowest coefficient of thermal expansion? 
A. Composite B. Dicor 
C. Dicor 'MGC' D. Enamel 

28. Cavity varnishes can be used under all types of restorations, 
except: 

A. Cast gold 
U. Amalgams 
C. Resins 
D. Ceramic 

29. The purpose of add etching is: 
A. To produce surface irregularities in which resins can 

penetrate 
B. To produce a clear enamel surface 
C. To increase the surface area of enamel 
U. All of the above 

30. A glazing agent is applied to the surface of a composite resin 
restoration in order to: 
A. Improve the marginal seal 
B. Increase surface smoothness 
C. Improve esthetics 
D. Both B and C 

31. Coefficient of  thermal expansion currently available 
porcelain is: 
A. 6 x 1 0-6 J OC 
B. 8 X 10-6 ;ac 
c. 10 x10-6 ; ac 
D. 14 x 10-6 J OCv 

32. Polishable composites refer to: 
A. U nrilled resins 
B. Conventional composites 
C. Microfilled resins 
D. All composite resins 

33. Compomer is also known by the terminology: 
A. Metal modified glass ionomer cement 
B. Resin modified glass ionomer cement 
C. Poly acid modified composite resin 
D. Plowable composite resin 
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Answers 
I.B. Silicate cement, the first translucent filling material, was 

introduced in 1878 by Fletcher in England. It ,vas used 
extensively to restore lesions in the anterior teeth for over 60 
years. 

2.D. Failures of silicate cement are easy to detect because of their 
discoloraiion and loss of contour. When examined with an 
explorer tip, silicate cement is rough and gives the feeling of 
ground glass. 

3.D. Tooth matching ability ease of manipulation and an 
anticariogenic quality were favorable charateristics of silicate 
cement. 

4.D. Many practitioners turned again to silicate cement, but the 
search still continued for a better conservative anterior 
esthetic material. 

S.A. In 1962, Dr Ray Bowen at the National Bureau of Standards 
developed the basic polymer for a composite resin system, 
now widely used for restoring tooth surfaces where esthetics 
is important. 

6.C. The basic principles of porcelain inlay proced ure were 
presented in 1908 by Dr John Q Byram. 

7.D. They also provide a higher strength and stiffness to the resin. 

S.C. Thus the terms composite resin and filled resin are 
synonymous. 

9.D. The setting reaction is free redical polymerizati,2,n that can 
be initiated chemically by benzoyl peroxide and accelerated 
by a high molecular weight tertiary amine. 

IO.C. Exposure to a visible beam of blue light for 20 of 30 seconds 
produces an accelerated reaction within the resin. 

11.B. Stiffness is also much improved for the composite resins, 
which provides an added resistance to distortion. 
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l2.C. Silane acts as a coupling agent forming a chemical bond 
between ceramic and the resin. The functional abrasion that 
�curs in the mouth seems to be related to a breakdown or 
hydrolysis of the silane bond between the filler particle and 
the polymer. 

l3.C. Thermal c o e fficient of expansion is d e c r e a s e d  b y  
approximately 60%. 

l4.B . Flybrid resins or blends incorporate both submicron sized 
silica filler and a fine particle glass filler (approximately 1 to 
5 microns L."'1. size) which is usually rediopaque. 

l5.C. Resins that are photo-initiated are marketed either as single 
paste or powder liquid systems. 

l6.C. To obtain optimum depth of cure, it is important that the 
emitting orifice of the wand be held within 1 mm of the resin 
surface, but not touching it. 

l7.C. When there is no need to support functional stresses, 
microfilled composite resin is the choice . 

lS.B. Hecause of the relatively high I:'(lntent of inorganic fillers, th� 
physical and mechanical characteristics of hybrid composites · 
are generally superior to those of conventional composites. 

19.C. By virtue of the high fluoride content of silicate and glass 
ionomer cement, the adjacent enamel is rendered more 
resistant to recurrent caries. 

20.D. Smear layer is a product of dental instrumentation, which 
covers the normal structural components of dentin by 1-2 
microns and penetrates several micrometers (1-5 microns) 
into the tubules to form smear plugs. 

21.D. Most effective bonding to the dentin surface is achieved by 
removal of the smear layer. 

22.B. Occluprint is used for occlusal carving of composite resin 
class I filling. 

23.C. BIS-GMA is a difunctional monomer originally produced as 
th e r e a c t i o n  p r o d u c t  o f  b i sphenol-A , an d  glyc i d y l  
methacrylate. 
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24.D. Failures of silicate cement are easy to detect beca use of their 
discoloration and loss of contour. When examined with an 
explorer tip, silicate cement is rough and gives a feeling of 
ground glass. 

2S.C KHN is Knoop hardness number. 

26.D. The CEREC system was the first commercially available 
CAD/CAM system developed for the rapid chai rside design 
and fabrication of ceramic restoration . 

27.C. A major disadvantage of glass ceramic material was its 
translucency, which necessitated external application of all 
shad ine. Dicor 'MGC' is a elass ceramic with fluorosilicate <J ...., 

mica crystals in a glass matrix. 

28.C. Cavity varnishes are not used beneath composite resins 
because contact with the resin result in a discontinuous 
varnish film negating any protective property. 

29. D. Acid solutions of suitable concentration cause dissolution of 
the exposed ends of enamel rods and this dissolution creates 
surface irregularities that increase the roughness and provide 
a greater surface area upon which polymer can attach. 

30. D. Commercially available resin coatings or glazing a gents have 
difficulty in completely wetting the roughened composite 
surface and tend to wear off quickly in clinical l.l se. 

31.D. Porcelain are extremely hard materials and because of this 
property offer considerable resistance to abrasion. One major 
drawback with porcelain is its brittleness.  

32.C Microfilled composites also were called fine finishing 
composites. 

33.C In Compomer (CM), liquid component is wa ter soluble 
monomers, the powder component is F-Al-Silicate glass and 
preacted G .l. resin. The reaction product matrix is cross
linked p olymer and aluminum-p olyacrylate gel. It is a 
combination of composite and G .l. cement and contain 
properties of both. 
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Direct Composite and 

Tooth Colored 
Restoration 

for Class Il" IV, V 
and VII Cavities 

1. In preparing a class III cavity for restorative resins, the most 
prominent retention groove is placed within: 
A. Incisai wall B. Axial wall 
C. Cervical wall D. Pulpal wall 

2. The axial wall of the class V cavity preparation is: 
A. Flat 
B. Concave 
C. tonvex 
D. Con\'ex only incisocervically 

3. Which of the following cavosurface margins is not beveled 
in "class IV" cavity preparation for restorative resins? 
A. Labial 
B. Lingual 
C. Cervical floor 
D. None of the above 

4. A base or liner which is contraindicated beneath filled or 
unfilled resins is: 
A. Glass ionomer 
B. Calcium hydroxide 
C. Polycarboxylate cement 
D. Zinc oxide-eugenol 
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5. The usual sequence of restoration class (type) D depth cavity 
with composite resin is: 
A. Glass ionomer, calcium hydroxide and filled resin 
B. ZnO-eugenol, glass ionomer and filled resin 
C. Calcium hydroxide, glass ionomer and filled �sin 
D. Glass ionomer, calcium hydroxide and filled resin 

6. The angle of pulling mylar matrix strip for class III cavity 
preparation with filled resin is towards: 
A. Gingival direction 
B. The access opening 
C. Incisal direction 
D. l'v1esial direction 
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Answers 
I.C. The most prominent retention is formed into the cervical wall 

because of greater bulk of dentin. Lesser grooves are placed 
into the labial and incisal walls, depending upon the amount 
of remaining dentin. 

2.e. The axial wall should be slightly convex, curved both inciso
cervically and mesiodistally to provide the greatest bulk of 
remaining dentin over the pulp. 

3.C. Beveling of the cervical floor may result in loss of resistance 
torm and difficulty in Inaintaining proxin-lal contour during 
n�storation. Beveling the incisal wall will result in a thin resin 
extension covering the bevel on an incisal edge where 
n1.asticatory stress is often the highest and fracture is likely 
lo result. 

4.D. Any eugenol containing material will retard or prevent 
polymerization and hardening of resin materials. 

S.C. Class (tvpe) D denth cavitjes <"re those "A�here actual " ... , J .L " J. 

subclinical exposure of pulpal tissue occurs. 

6.C. The matrix strip must be stable during the insertion and 
setting of the resin. 
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Direct Composite 
Restorations for 

Class I, II and VI Cavity 
Preparations 

1. A notable difference in class II cavity preparation for 
composite and for amalgam is in: 
A. Proximal box 
B. Pulpal wall 
C. A xi<11  VV<111 d epth 
D. None of the above 

2. Beveled cavity design for directly placed composi les is most 
frequently used with: 
A. Class VI cavity 
B. Class II cavity 
C. Class I cavity 
D. All of the above 

3. In restoring class I and class VI cavities with directly placed 
composites, the cavity design primarily used is: 
A. Conventional preparation design 
B. Beveled preparation design 
C. Modified preparation design 
D. None of the above . 
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Answers 
l.C Cavity form for composites is generally conservative and 

internal line angles may be more rounded than for amalgam. 
When preparing the proximal box for a composite restoration, 
the axial wall initial depth usually is limited to a depth of 0.2 
mm into dentin. 

2�B; Short be'lel can be given on the cavosurface ITlargins of tIle 
wall of the proximal box no. beveling is indicated on occlusal 
side. 

3.C Modified preparations are less specific in form, having a 
scooped out appearance. 
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Glass 'anomer Cement 

1. The liquid system o f  glass ionolller restorative material is 
essentially: 
A. Polyalkanoic acid 
B. Phosphoric acid 
C. Polyacrylic-itaconic acid 
D. None of the above 

2. The significant properties of the glass ionolller restorative 
material include: 
A. Chemical bonding with enamel and dentin 
B. Biocompatibility 
C. Release of fluoride with set material 
D. All of the above 

3. An aged patient with high caries index has class III carious 
lesion extending onto the root surface. :tvlaterial of choice to 
restore the carious lesion is: 
A. Composite resin 
B. Silicate cement 
C. Glass ionomer cement 
D. Polycarboxylate cement 

4. "Miracle mix" refers to a: 
A. Metal modified glass ionomer cement 
B. Type of proportioning of dental amalgam alloy and mercury 
C. Superior mixture of filler and resin in composite restorative 
D. Mixture of Superoxol, hydrochloric acid and ether used for 

bleaching teeth 

5. The false statelllent regarding manipulation of glass ionOlller 
cement is: 
A. Mixing time for GIe should not exceed 45 to 60 seconds 
B. The mix should have a glossy surface 
C. The shiny surface indicates the presence of poly acid that 

has not participated in the setting reaction 
D. A clean glass slab and a flexible stainless2steel spatula are 

best to mix the cement 
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6. An ERA cement refers t o  a: 
A. Modified calcium hydroxide cement 
B. Resin modified glass ionomer cement 
C. Modified zinc oxide-eugenol cement 
D .  Non-eugenol zin oxide cement 

7. Itaconic acid in the GIC liquid: 
A. Inhibit gelation caused by intermolecular hydrogen bonding 
B. Serves as an accelerator 
C. Increases the working time and reduces the setting time 
D. Reacts with the powder to form the salt gel matrix 

8. The setting reaction of glass ionomer cement is basically: 
A. An acid-base reaction 
R. Polymerization reaction 
C. Combination of acid-base and polymerization reaction 
D. Chelation 

9. The restorative material that is most anticariogenic is: 
A. Composite resin 
B. Dental amalgam 
C. Calcium hydroxide 
D, Glass ionomer cement 
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Answers 
I.e. . The powder is composed largely of an ion-leachable calcium 

alumino-silicate glass that contains fluoride. 

2.D. The ability to release fluoride provides a degree of caries 
inhibition that is useful managing caries for geriatric patients 
where root surface lesions are more prevalent. 

3.e. One of the most significant properties of glass ionomer is the 
continued release of fluoride from the set material which is 
then available to the adjacent tooth tissue for uptake. 

4.A. Miracle mix or may be called as silver cermet gave a grey or 
blackish color to the cement that is esthetically unacceptable. 

S.D. The mixing is carried out vigorously using a non-metallic 
spatula on a disposable paper pad. 

6.C. In EBA cement, there is partial substitution of eugenol by 
o-ethoxy benzoic acid. 

7.A. The itaconic acid copolymer reduces the viscosity of the 
l i qu id .  I t  also inhibits the gelation caused b y  the 
intermolecular hydrogen bonding. As a result, it increases 
the self-life of the liquid. 

S.A. The glass ionomer cement is formed by the reaction of three 
materials. A fluoro-alumino silicate glass powder, an ionic 
polymer of polyacrylic acid and water. An acid-base reaction 
occurs between the glass powder and ionic polymer. 

9.D. Fluoride present in glass ionomer converts the typical calcium 
hydroxyapatite crystals of the dental tissues to acid-resistant 
calcium fluoroapatite crystals that resist acid attack from 
caries producing microorganisms. 
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Indirect Tooth Colored 

Restorations 

1. In preparing a post, the apical root canal seal necessary to 
prevent leakage is: 
A. Minimum 2-3 mm 
B. Minimum 5-6 mm 
C. Half the length of obturated root canal 
D. None of the above 

2. "Richmond" or "Davis" crown is: 
A. Post type porcelain crown 
B. Castable ceramic crown 
C. Feldspathic aiuminous crown 
D. Composite veneered gold crown 

3. Fused porcelain j acket crown was developed by: 
A. Dr SC Brecker 
B. Dr CH Land 
C. Dr RB Sozio 
D. Dr RG Craig 

4. The type of crown indicated where both esthetics and 
strength are required is: 
A. Dicor crown 
B. Porcelain feldspathic crown 
C. Porcelain fused to rnetal crown 
D. Bonded alumina crown 

5= The core of the aluminous porcelain j ackei crown is 
approximately composed of: 
A. 25% porcelain and 75% alumina 
B. 75% porcelain and 25% alumina 
C. 50% porcelain and 50% alumina 
D. 80% porcelain and 20% alumina 
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. 

6. Aluminous porcelain jacket crown was developed by: 
A. John McLean 
B. Corning Glass Works 
C. JF Johnston 
D. None of the above 

7. Dicor is a: 
A. Castable ceramic restoration 
B. Composite veneer restoration 
C. Cerestore restoration 
D. Porcelain fused to metal restoration 

8. Dicor crown was developed by: 
A. Coors Biomedical Company 
B. Corning Glass Works 
C. John McLean 
D. Johnson and Johnson Dental Care 

9. Which of the following is a contraindication for porcelain 
fused to metal crown? 
A. Restoring multiple abutments · 
B. Short abutment with pin-retained restoration 
C. Large pulp organ 
D. None of the above 

10. For cementation of p orcelain j acket crown with zinc 
phosphate, the powder for color trial is mixed with: 
A. Polyacrylic liquid 
B. Cement liquid 
C. Glycerine and water solution 
D. None of the above 

11. "CEREC" system is: 
A. First commercially available CAD / CAM system 
B. Composite resin system 
C. Castable glass system 
D. Light cured glass ionomer system 

12. Major disadvantage of CAD/CAM system is: 
A. Need for extended training 
B. High cost 
C. Both of the above 
D. Designing of restoration takes more time 
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13. In providing indirect tooth-colored 'onlay', a temporary resin 
is given. Which cement should be avoided? 
A. Polycarboxylate B. Zinc oxide-eugenol 
C. Glass ionomer D. None of the above 

14. A postoperative alginate impression is a must for temp'orary 
resin using: 
A. Direct temporary technique 
B. Indirect temporary technique 
C. Both of the above 
D. None of the above 

15. Acidulated fluorides should not be used in patients with: 
A. Porcelain type crowns 
B. Acrylic type crowns 
C. Metallic crowns 
D. All of the above 

16. While preparing the porcelain inlay cavity the bur should 
be held: 
A. Parallel to long axis of crown 
B. Parallel to long axis of root 
C. Perpendicular to occlusal plane 
D. Parallel to the line of withdrawal 

17. In groove and postdesign of an anterior porcelain inlay the 
groove is placed on: 
A. Axial wall B. Gingival wall 
C. Incisal edge D. Gingivo-axial line angle 

18. One of the major problems in firing dental porcelain is: 
A. It gets oxidized easily 
B. The loss of strength 
C. The development of internal stress which on release distorts 

the fabrication 
D. The high degree of shrinkage that occurs 

19. Copy milling is related to the: 
A. r-.1anufacturing of amalgam alloy 
B. Fabrication of cast metal restoration 
C. Fabrication of CAD / CAl\tI restoration 
D. Manufacturing of fillers in composite restorations 
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20. 'Command set' refers to dental material that hardens by: 
A. Chemical reactions of base and cataiyst 
B. Chemical reaction by acid-base reaction 
C. Photo (light) activation 
D. Autopolymerization 

21. Composite restoration may not be fabricated: 
A. Directly on prepared tooth 
B. In dies and models 
C. By heat polymerization 
D. By casting using lost wax technique 
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Answers 
I.B. Recent studies have shown that it is necessary to maintain 5 

to 6 mm of apical root canal seal to prevent leakage. Jerome 
suggested that the maximum length of the post should be 
measured 6 mm from the apex. 

2.A. The Davis crown was marketed as a stock porcelain crown 
supplied in a variety of shapes, sizes and shades. These 
required alteration by grinding to fit the prepared abutment. 

3.B. In 1902, Dr CH Land developed a fused porcelain jacket 
crown designed to replace all or rriajor part of the enamel of 
the tooth. 

4.e. It combines the strength of a metal casting and the esthetics 
of fused porcelain. 

S.e. Since alumina is an opaque material, this type of jacket crown 
does not have the translucency exhibited by the feldspathic 
crown. 

6.A. McLean believed that the fa ilure of porcelain jacket crowns 
is due in large measure to the propagation of micro-cracks 
that occur in the cooling process. The propagation of these 
cracks is interrupted by the high strength alumina core, thus 
preventing fracture of the crown. 

7.A. Dicor crown is a truly castable ceramic restoration that has 
sufficient strength for use for posterior teeth. 

8.B. Since there is no metal substructure or underlying core, the 
Dicor crown is translucent and therefore has the potential to 
provide a good esthetic result. 

9.e. Another contraindication for porcelain fused to metal crown 
is thin translucent tooth where reproduction of esthetics is 
critical. . 

IO.e. For the color trial, the powder is mixed with a glycerin and 
water 50% solution or with Steel's super glaze liquid. 

1l.A. The CEREC system was the first commercially available 
CAD / CAM system developed for the rapid chairs ide design 
and fabrication of ceramic restoration. 



,124 M CQs on Operative Dentistry and Endodontics 

I2.C. However, CAD /CAM technology is changing rapidly, with 
each new generation of devices more capability, accuracy, 
and are ease of use. 

I3.B. Any eugenol containing material will retard or prevent 
polymerization and hardening of resin materials . 

I4.B .  A postoperative alginate impression is a must for temporary 
resin using indirect temporary technique. 

IS.A. Acidulated fluoride preparations should not be used for 
individual with ceramic crown since they tend to erode the 
surface of the porcelain. 

16.D. Preparations for indirect tooth colored inlays and onlays 
basically are meant to provide adequate thickness for the 
restorative material and at the same time a passive insertion 
pattern with rounded internal angles and well-defined 
margins. 

17.A. When a single-rooted tooth is prepared for a post, an anti
rotation lock or keyway is placed to prevent rotation and 
dislod gement of the post during function. 

18. D. The role of firing is simply to sinter the particles of porcelain 
powder together to form a dense restoration. 

19.C. Copy milling uses a replica (e.g. wax, plastic, stone or metal) 
of the desired form as a guide for a milling machine. 

20.C. 'Command set' refers to dental material that hardens by 
photo (light activation). 

21.D. Composite restoration may not be fabricated by casting using 
lost wax technique. 
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Cast Metal Restorations 

1. Which American Dental Association specification number 
covers the 'inlay casting gold'? 
A. No. 2 B. No. 3 
C. No. 4 D. No. 5 

2. Majority of cast gold restorations uses: 
A. Type I gold alloys B. Type II gold alloys 
C. Type III gold alloys D. Type IV gold alloys 

3. All of the following properties of the crown and inlay casting 
gold alloys increase from type I to type IV, except: 

A. Proportional limit 
B. Tensile strength 
C. Hardness and strength 
D. Elongation 

4. A basic requirement of all cavity preparation for onlay is: 
A. Cavity walls must diverge from floor to occlusal surface 
B. Cavity walls must converge from cervical to occlusal surface 
C. Cavity walls must be parallel from cervical to occlusal 

surface 
D. None of the above 

5. Which of the following is true about cast gold restorations? 
A. Virtually any tooth can be restored 
B. Extensive tooth tissue lost by caries are restored 
C. Extensive tooth tissue lost by trauma are restored 
D. All of the above 

6. Placement of bevels on cavosurface margin for cast gold 
restorations results in: 
A. 25° metal margin 
B. 25-35° metal margin 
C. 45° metal margin 
D. None of the above 



1 26 MCQs on Operative Dentistry and Endodontics 

7. In cavity designing for cast gold, the flare of the proximal 
walls should form axioproximal angles of: 
A. 90° B. 45° 
C. 100-110° D. 45-90° 

8. The least costly rubber-based impression material is: 
A. Addition silicon B. Condensation silicon 
C. Polysulfides D. Polyether 

9. Permissible delay in pouring hydrocolloid impression after 
removal from mouth is upto: 
A. 24 hours B. Half an hour 
C. One day D. None of the above 

10. The position of the wax pattern within the investment mold 
is governed by: 
A. Sprue pin B. Investing technique used 
C. Both A and B D. None of the above 

11. Attachment of single sprue pin is made into bulky portion 
of pattern at an angle of about 45° to occlusal plane and: 
A. Slightly to buccal side 
B. Slightly to lingual side 
C. Almost vertically 
D. Towards proximal surface 

12. For proper venting of air and gases, the sprue length is 
approximately: 
A. 4 t0 6 mm 
B. 6 t0 8 mm 
C. 8 to 12 mm 
D. 10 to 12 nun 

13. The principal retention form for cast metal restoration is: 
A. Placing retentive grooves 
B. Large angle of divergence 
C. Almost parallel vertical walls 
D. All of the above 

14. 'Skirts' are retentive features usually used with: 
A. Amalgam restoration 
B. Direct filing gold restoration 
C. Cast gold restoration 
D. Ceramic restoration 
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15. Slot preparation is done in metal cast cavity preparation to 
increase: 
A. Resistance 
B. Retention 
C. Both of the above 
D. None of the above 

16. The major disadvantage of zinc phosphate cement regarding 
cementation of a casting is: 
A. It displays very low film thickness 
B. Short working time 
C. Initially it has a low pH 
D. All of the above 

17. During cementation of inlay the main problem is: 
A. If there is an increased mobility in the axial direction 
B. If there is an increased mobility mesially 
C. If there is an increased mobility distally 
D .  None of the above 

18. During cementation of onlay the main problem is: 
A. If there is an increased mobility in the axial direction 
B. If there is an increased mobility mesially 
C. If there is an increased mobility distally 
D .  None of the above 

19. An inlay is: 
A. Any cast gold restoration 
B. Direct gold restoration 
C. Intracoronal restoration fabricated extra orally 
D. None of above 

20. Inlays are fabricated of: 
A. Gold 
B. Ceramic 
C. Resin 
D. All of the above 

21. The outline form for inlays is: 
A. Wider than for amalgam 
B. Dependent on the extent of destruction 
C. Narrower than for amalgam 
D. Same as that for amalgam 
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22. Ideally inlay cavity walls should be: 
A. Tapered occlusally 
B .  Flared occlusally 
C. Flared proximally 
D. Straight and parallel 

23. The factor which contributes maximum for retention of an 
onlay is: 
A. Flat pulpal and gingival wall 
B. Near parallel walls 
Co Contra (Reverse) bevels 
D. None of the above 

24. The most critical factor for retaining the casting is: 
A. Luting cement B .  Depth of cavity 
C. Dovetails D. Taper of walls 

25. In inlay preparations the axiopulpal depth should be: 
A. More in comparison to that of amalgam preparation 
B. Similar to that of amalgam preparation 
C. Less in comparison to that of amalgam p reparation 
D. All of the above 

26. A cast restoration is maintained in position under masticatory 
load primarily by virtue of: 
A. Obtuse cavosurface angle 
B. Cement seal 
C. The retention and resistance form 
D. None of the above 

27. The outline form for cast restoration is produced by: 
A. Slight tapered fissure bur 
B. Safe-ended bur 
C. Straight fissure bur 
D. Highly tapered fissure bur 

28. A gold inlay for class I cavity in a posterior tooth having life 
expectancy of 10 yeers in a patient having heavy masticatory 
force is considered when: 
A. Proximal surface caries is active 
B. Patient is about 50 years old 
C. If there is a pinpoint exposure of the pulp 
D. If caries extends to undermine the proximal margins 
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29. The isthmus width for gold inlay is generally: 
A. 1/3 rd intercuspal distance 
B. 1 / 2  intercuspal distance 
C. 1/4 th intercuspal distance 
D. None of the above 

30. A secondary flare is given to: 
A. Gingival wall 
B. Facial and lingual proximal walls 
C. There is no such term existing with respect to inlay 
D. Facial and lingual wall 

31. In MOD preparation for gold inlays, gingival margin should 
be: 
A. Chamfer B. Shoulder 
C. Beveled D. None of the above 

32. In MOD preparation for gold inlays, gingival bevel should 
be: 
A. 15° B. 45° 
C. 30° D. 2° 

33� The cavil)T �lal1 to�-vards the line of ,,"..,.ithdra;.val of VY-ax patteril 
for inlay should have a taper of: 
A. 30 to 45° B. 5 to 1 0° 
C. 2 to 5° D. None of the above 

34. During cusp reduction the reverse (contra) bevel is: 
A. 1 /3rd that of inside bevel 
B. Half the thickness of inside bevel 
C. Same as the inside bevel 
D. A and C 

35. For gold  inlay the occlusal cavosurface b evel is 
approximately: 
A. 15° B. 30° to 40° 
C. 4� D. 8 � 1� 

36. To avoid distortion the thickness of rubber base impression 
material should be: 
A. More than 4 mm 
B. At least 3 mm 
C. About 2 mm 
D. Maximum in the area of operation 
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37. For maximum accuracy the die from alginate impression 
should be poured: 
A. Within 24 hours 
B. Within 30 minutes 
C. Within 2 hours 
D. After 1 hour 

38. Inlay waxes used for the direct method procedure possess: 
A. Greater flow bela"v 3T 
B. Minimum flow above 37° 
C. Minimum flow below 37° 
D. Greater flow above 3T 

39. Inlay wax patterns should be invested as soon as possible in 
order to minimize change in dimensions caused by: 
A. Continued expansion of wax 
B. Reduced flow 
C. Relaxation of internal stress 
D. Water absorption 

40. An ideal location to attach a sprue pin in a wax pattern is: 
A. Thickest point 
B. Thinnest point 
C. Anywhere 
D. Where carving is least disturbed 

41. The initial procedure in fitting a MOD gold inlay casting to 
a tooth is: 
A. Adapt accessible margins 
B. Adjust occlusion 
C. Adjust the contact areas 
D. Seat the casting with mallet 

42. Which procedure removes oxides from the casting: 
A. Tempering B. Annealing 
C. Degassing D. Pickling 

43. The incisal step for class IV cavity for gold type II inlay is 
indicated: 
A. When less than 1;4 of incisal length is involved 
B. To arrest attritional wear 
C. Both A and B 
D. None of the above 
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44. In inlay preparations the axiopulpal depth in comparison to 
amalgam should be: 
A. More B. Similar 
C. Less D. All of the above 

45. The strength of dental investment for gold alloy is dependent 
on the amount of: 
A. Silica B. Carbon 
C. Copper D. Gypsum 

46. Maximum permissible setting expansion of high strength 
stone is: 
A. O.1% 
c. 0.3% 

B. 0.05% 
D. O.25% 

47. The following is the list of elastomeric impression materials, 
which is the most biocompatible? 
A. Polysulfide B. Polyether 
C. Addition silicone D. Condensation silicone 

48. Which of the following dental material shows most tear 
resistance? 
A. Polysulfide B. Condensation silicone 
C. Addition silicone D. Polyether 

49. Crucible indicated for casting-base metal alloys is: 
A. Carbon crucible B. Clay crucible 
C. Quartz crucible D. High melting plastic crucible 

50. Passivating alloys are: 
A. Cr, AI, Ti 
C. Cr, Fe, Mo 

B. Cr, Mo, Ti 
D. Cr, Gold, Ti 

51. Monophase elastomeric impression materials are based on: 
A. Putty 
B.  Heavy body 
C. Regular body 
D. Light body 

52. J.lRheo!ogy" is the study of: 
A. Flow of matter 
B. Internal stress and strain in water 
C. Viscoelasticity of matter 
D. Dimensional changes of matter 
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53. "Wet corrosion" is an example of: 
A. Atomization 
B. Halogenation 
C. Sulfurization 
D. Electrochemical corrosion 

54. The most unique feature of Nitinol alloy is its: 
A. High hardness value 
B. Shape memory 
C. Ease of welding and soldering 
D. Ability to have high Cr IC ratio 

55. Retention of gold inlay is maximized by: 
A. Increasing the retention by luting agents 
B. Diverging wall of the preparation 
C. Increasing the axial length of the preparation 
D. Increasing the pressures during cementation 

56. The property of least importance for a luting cement is: 
A. Microleakage B. Strength 
C. Water sorption D. Water solubility 
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Answers 
1.0. According to American Dental Association Specification 

No. 5, the gold alloys available for casting inlay and crown 
restorations and removable. 

2.B. Type II or medium hard alloys are used for the majority of 
cast gold restorations, including crowns, that are supported 
by single teeth. 

3.0. As the hardness increases from type I to type IV the 
proportional limit and tensile strength v alues are also 
increased. As hardness and strength are increased, the 
elongation decreases. 

4.A. A basic requirement of all cavity preparations for the 
intracoronal cast gold restoration is that the cavity walls must 
diverge from the floor of the prepartaion externally. 

5.0. While virtually any tooth can be restored with cast gold it is 
most commonly used to restore teeth that have experienced 
extensive loss of tooth tissue due to dental caries or trauma. 

6.B. Placement of bevels on the cavosurface outline of the 
preparation in order to form a metal wedge of 25 to 35 degrees 
does enhance the opportunity to attain closure at the interface 
of gold and enamel or cementum. 

7.C. The axioproximal line angles, should be rounded slightly. The 
flare of the proximal walls should form axioproximal angles 
of 100 to 110 degrees. With the box preparation, the flare of 
proximal walls will create slightly obtuse cavosurface line 
a."'Lgles. 

S.c. Polysulfides rubber base impression materials flow well and 
are useful in making impressions of deeper subgingival areas. 

9.B. Although for greater accuracy dies generally should be 
prepared propmptly, if delay in pouring is anticipated, the 
addition silicones are the best choice of the rubber impression 
materials. 

10.C. The position of the wax pattern within the investment mold 
is determined by sprue pin. It further determines the length, 
shape and diameter of the opening through which the moltern 
gold will travel in forming the inlay casting. 
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ll.B. Attachment of a single sprue pin to the proximal surface of a 
two-surface pattern would be made slightly to the lingual 
side of the proposed contact area at the proximal crest of 
marginal ridge. 

l2.B. Sprue length above the sprue former cone is normally 
adjusted to position the pattern a 6 to 8 mm distance from 
the closed end of the investment mold to provide for proper 
venting of air and gases from the mold cavity. 

l3 .C. If the vertical walls are unusually short, a maximum of 
2 degrees occulusal divergence is sufficient to increase 
retention potential. 

l4.C. This additional retention feature also provide the deisred 
resistance form against forces tending to split the tooth. 

lS.B. Occasionally the use of a slot in the dentin is helpful to 
provide the necessary retention form. 

l6.C. Three minutes after the start of mixing the pH of zinc 
phosphate cement is approximately 3.5. The pH is lower and 
remains lower for this mixes. 

l7.A. Other problems in which inlay will fail to assume a seated 
position are the introduction of some foreign material 
between the casting and the tooth; too heavy consistency of 
cement etc. 

lS.A. The cast metal onlay definition caps all of the cusps of a 
posterior tooth and can be designed to help strengthen a tooth 
that has been weakened by caries or previous restorative 
experiences. 

19.C. An inlay is primarily an intracoronal cast restoration that is 
designed mainly to restore occulusal and proximal surfaces 
of posterior teeth without involving the cusps and rarely the 
proximal surface of �terior teeth. 

20.D. Basically, the cast resotrations are fabricated from either noble 
rnetals or base rnetals. 

2I.B. When the preparation has to be taken beyond its usual 
internal limits because of the extent of the lesion or injury, 
the additional loss of dentin is replaced with an appropriate 
cements base. 
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22.D. In shallow preparations, parallelism enhances the resistance 
and retention form of the preparation. Deep cavities require 
taper to fascilitate seating of the restoration. 

23.B. \AJhen the tooth crown is short (which is often the case when 
all cusps are reduced), the operator must strive to maximize 
retention form in the preparation. 

24.D. Removal of wax pattern and insertion of castirlg is facilitated 
by the taper. 

2S.C. When preparing the proximal portion of the preparation 
maintain the side of the bur at the specified axial wall dep th 
regardless of whether it is in dentin, caries old restorative 
fila terial, or air. 

26.C. The strength of the cement bond alone will not provide 
retention for the casting. Cement provides only a moderate 
mechanical lock between the minute irregularities of the 
cavity walls and the casting surface. 

27.A. A b asic requirement of all cav ity preparations for the 
intracoronal cast gold restoration is that the cavity wails 
di'vTcrgc frou .. the floor of the preparatioll ex.l�rllally . 

28.B. Gold inlay has high wear resistance and is able to withstand 
occlusal loads with minimal changes. This is especially 
important in large restorations that restore a large percentage 
of occulusal contacts. 

29.A. In cast metal restoration, intercuspal width 1 /3 of intercuspal 
distance (outline form is wide) . 

30.B. T.k:€ secondary flaring of the proximal walls extends the 
margins into the embrasures, making these margins more 
self-cleansing an more accessible to finishing procedures 
during inlay insertion appointment. 

31.V. While cutting the gingival bevel, reduce the the rotational 
speed to increase the sense of touch ; otherwise overbevelling 
may result. 

32.C. The gingival bevel should be 0.5 to 1 mm wide and should 
blend with lingual secondary flare. 
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33.C If the vertical walls are unusually short, a maximum of 
2 degrees occlusal divergence is desirable to mcreffi'le retention 
potentiaL 

34.A. A bevel of generous width is prepared on the facial (lingual) 
margin of a reduced cusp with the flame shaped-fine grit 
diamond instrument. This bevel is referred to as reverse bevel 
or counterbeveL 

3S. B.  Beveling the occlusal margin increases the strength of the 
marginal enamel and helps to seal and protect margins. 

, . 

36.C A 2 to 3 mm space between the tray and the tissues of the 
mouth provides adequate bulk. 

37.B.  The alginates are "irreversible gels",  changing from the 
semifluid to the get state through chemical reaction. 

38.C Type II, or indirect waxes have considerably more flow at or 
below mouth temperature than do the Type I waxes. 

39.C The wax pattern is potentially unstable because of internal 
stresses resulting from wax manipulation. The instability may 
cause a distortion of the wax pattern since these " active" 
stresses tend to passivate themselves to attian to state of 
equilibrium. 

40.A. Attachment of the sprue pin is made into the bulk of the 
pattern in an area least disturbing to critical contours or to 
the margins. 

41.C The initial procedure in fitting a MOD gold inlay casting to a 
tooth is adjust the contact areas. 

42.D. The best picking solution for gypsum bonded investments is 
a 50 percent hydrochloric acid solution. 

43.B. The incisal step is frequently a narrow box. An inverted cone 
diamond point is sometimes used so that if forms an acute 
angle for the incisal step. 

In silver amalgam, intercuspal vv'"idth is 1 /4 of intercuspal 
distance and cast restoration, intercuspal width is 1 /3 of 
intercuspal distance. 

4S.D. C urrent cas ting procedures utilize the expansion of 
investment. 
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46.A. The setting expansion of the investment is small and is 
controlled by the manufacturing process. 

47.C. Addition silicones have the least amount of shrinkage on 
setting making them the nlOst accurate class of rubber 
impression material. 

4S.D. Pulyether's short working and setting times, low flexibility 
(high hardware), low tear strength and flow before setting 
make these less verstalie than other classes of rubber 
impression materials. 

49.C. Casting alloy is placed in the crucible. Enough bulk of the 
metal must be used in casting to fill the mold, the sprue and 
part of the crucible former. 

50.D. Passive metals corrode to form thin films of ceramic products 
that remain adherent to their surface p revent further 
corrosion (passivation). Titanium reacts with oxygen to form 
a titanium oxide coating (Ti02). 

51.e. The syringe-tray technique utilizes a light bodied material 
of thin consistency for use in a syringe and a heavy bodies 
viscous iualerial for u�e ill the tray . 

52.A. Rheology is the study of flow of matter. 

53.D. Electrochemical corrosion involves two coupled chemical 
reactions at separate sites, connected by two paths. One path 
is capable of transferring metallic ions. 

54.B. Nitinol alloy regain its original shape gradually in oral cavity 
temperature. 

55.C. Pwvided the restoration has a limited path of withdraw1-
it) retention is dependent on the length of this path or more 
p�cisely on the surface area in sliding contact. Therefore, 
resotrations with long axial wans are more retentive than 
those with short axial walls. 

56.B. Zinc phosphate cement is most commonly used for inlay 
cementation. Its physical properties provide security for the 
well designed and cemented casting. 
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Restoration of 

Cervical Lesions 

1. The region of tooth more challenging to restore with greatest 
change in 'chroma' is: 
A. Labial surface 
B. Incisal surface 
C. Cervical third 
D. Proximal surface 

Answer 
I.e. Chroma is that quality by which we distinguish a strong color 

from a weak one. In simple words it is the saturation or 
intensity of a hue. 
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Conservative Esthetic 

Procedures 

1. In indirect veneering, labial surface preparation removes 
approx. 0.5 to 1 mm enamel and margins are prepared slightly 
incisal to free gingival crest with a finish line as: 
A. Shoulder with bevel 
B. Knife edge 
C. Chamfer finish line 
D. Shoulder 

2. Which of the following materials is most popular for indirect 
veneering technique? 
A. Processed composite 
B. Cast ceramic 
C. Feldspathic porcelain 
D. Microfill composite 

3. A silane primer is used to condition the internal surface of 
which of the following indirect veneer? 
A. Composite veneer 
B. Porcelain veneer 
C. Both of the above 
D. None of the above 

4. It has been found that direct veneer restorations have more 
limited prognosis and tendency to discolor within: 
A. 1 to 2 years 
B. 3 to 5 years 
C. 5 to 7 years 
D. None of the above 
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Answers 
I.e. The labial aspect of the preparation is convex and follows 

tooth contour much like the reduction for a complete crown, 
but extends to the proximal with a slightly reverse curve and 
a Chamfer finish. 

2.C. Porcelain veneers are made from either a feldspathic material 
or the newer castable glass. 

3.B. A silane coupling agent is placed on the etched porcelain 
surface prior to final cementation to strengthen the polymer 
bond to porcelain. 

4.B. Materials used for direct veneer restorations are not 
condensed under pressure while materials used for indirect 
veneer restorations are condensed under pressure. 
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Direct Gold 

Restorations 

1. Most of the direct filling golds are: 
A. �o karat 
B. 22 karat 
C. 24 karat 
D. 18 karat 

2. Electraloy is: 
A. Mat gold wrapped in gold foil 

t ... & } ... " .. --�. 

B. Mat gold alloyed with calcium and wrapped in gold foil 
C. Powdered enkl 
D. Platinized gold 

3. Annealing of direct filling gold is done: 
A. To make it cohesive 
B. To make it noncohesive 
C. To weld the pieces of gold 
D. To develop strength 

4. When restoring a tooth with direct filling gold, the 
condensation should begin at: 
A. tv1argins of cavity 
B. Central area of cavity 
C. -+5° to the walls 
D. None of the above 

5. The mechanical means of condensing direct filling gold uses: 
A. Hollenback pneumatic condenser 
B. Mc Shirley electro-mallet 
C. Both A and B 
D. Hand malleting 
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6. "Mat foil" is: 
A. A foil encapsulating powdered gold 
B. Mat gold wrapped in fibrous gold foil 
C. Fibrous gold foil 
D. None of the above 

7. The direct filling gold which produces the hardest surface 
on condensation is: 
A. Mat gold 
B. Encapsulated powdered gold 
C. Mat gold alloyed with calcium and wrapped in gold foil 
D. Platinizcd gold 

8. The oldest form of direct filling gold used for restorations 
are: 
A. Fibrous gold foil 
B. Mat gold 
C. Encapsulated powdered gold 
D. Electraloy 

9. Which of the following direct filling golds is used both as 
bulk filler and for surface restoration? 
A. Electraloy 
B. Mat gold 
C. Encapsulated powdered gold 
D. Fibrous gold foil 

10. All of the following are true about direct filling gold, except: 

A. Mat foil is used as surface restoration 
B. Encapsulated powdered gold is used both as btl lk filler and 

surface restoration 
C. Electraloy is used successfully for restoring all classes of 

cavity where cohesive gold is employed 
D. Mat foil is used as bulk filler 

11. The purpose of adding 'calcium' to mat gold is: 
A. To increase malleability 
B. To increase hardness and strength 
C. To avoid pitting and void formation 
D. All of the above 
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12. Which of the following is contraindication(s) for direct filling 
gold? 
A. Very large pulp chamber 
B .  Periodontally weakened teeth 
C. Very young and elderly patients 
D .  All of the above 

13. Cavities prepared for direct filling gold are thoroughly 
cleaned, dried and cavity varnish is applied to: 
A. Only enamel 
B. Only dentin 
C. Both enamel and dentin 
D. None of the above 

14. "V �eered gold foil" restoration is: 
A. Electraloy restoration 
B. Combined use of mat foil and gold foil 
C. Mat gold wrapped in sheet of fibrous gold 
D. None of the above 

15. Direct filling gold is always worked from: 
A. Puipai line angles towards center of pulpal wall 
B. Center of restoration towards margins 
C. Both A and B 
D. First peripherally and then towards center of restoration 

16. A gold foil no. 3 weighs: 
A. 3 gram B. 3 mg 
C. 3 grain D. 3 mgm 

17. "Extraply" is: 
A. Prerolled thinner no.2 gold foil 
B. Prerolled platinized gold foil 
C. Electraloy RV 
D. Powdered gold 

18. Which of the followings agents is used to prevent the 
formation of deleterious oxides on gold foil? 
A. Methane 
B. Ammonia 
C. Hydrogen peroxide 
D. Carbon monoxide 
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19. Degassing of gold foil is accOlnplished by: 
A. Heating on mica tray over flame 
B. An electric annealer 
C. Heating over pure ethanol flame 
D. All of the above 

20. If the nib diameter is reduced by half, and constant malleting 
force is given the effective compaction force delivered is: 
A. Two times greater B. Four times greater 
C. Same D. Four times lesser 

21. For a class I cavity restored with direct filling gold, restorative 
phase begins with; 
A. Application of cavity varnish 
B. Insertion of a piece of mat gold 
C. Condensation of first piece of gold 
D. Application of a base 

22. The typical class V cavity design for direct gold filling is: 
A. Rhomboidal B. Triangular 
C. Square D. Trapezoidal 

23. In class V direct gold filling cavity, retention is provided by: 
A. Facial divergence of occlusal and gingival walls 
B. Facial convergence of occlusal and gingival w alls 
C. Mesial and distal walls 
D. None of the above 

24. Polishing of class V direct filling gold restoration is done 
with: 
A. Aluminum oxide B. Fine pumice 

D. i\Jl of the above 

25. The property of gold which allows for a better marginal seal 
is: 

26. 

A. Ductility 
c. Tensile strength 

Marginal leakage 
maximum with: 
A. Unfilled resin 
C. Composite resin 

B. Resistance of corrosi on 
D. Malleability 

due to temperature change can occur 

B. Direct filling gold 
D. Amalgam alloy 
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27. The most commonly used type(s) of gold alloy is: 
A. Type I B. Type II 
C. Type III D. Types I and IV 

28. The gold alloys have a melting range of: 
A. 1000 to 14000P B. 1700 to 1900"P 
C. 2300 to 23800P D. 4000 to 50000P 

29. Platinized gold foil is manufactured by: 
A. Electroplating gold with platinum 
B. Alloy of platinum and gold 
C. Electro-precipitation of platinum on gold foil 
D. Laminating platinum foil between two sheets of gold foil 

30. Mat gold is made by: 
A. Electrolytic precipitation 
B. Chemical precipitation 
C. Beating pure gold into sheets 
D. Atomization 

31. Condenser nibs have: 
A. Carbon tips 
B. Pyramidal serrations 
C. Rectangular serrations 
D. Smooth with no serrations 

32. Fine powdered gold wrapped in gold foil is known as: 
A. Mat foil B. Electraloy 
C. Goldent D. Atomized gold 

33. Degassing of Goldent is done by: 
A. Heating over a wax flame 
B. Heating on mica table over an ethanol flame 
C. Keeping for 10 minutes in a dry heat oven 
D. Electric an.'1.caler 

34. Direct gold fillings are contraindicated in: 
A. Class V cavities 
B. Filling of access openings in root canal treated teeth 
C. Class III cavities 
D. �ry small class I cavity 
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35. Degassing renders the gold: 
A. Sterilized B. Adhesive 
C. Polished D. Cohesive 

36. Most commonly used gold foil is: 
A. No. 3 foil B. No. 4 foil 
C. No. 2 foil D. None of the above 

37. Electroloy is mat gold aHoyed with: 
A. Calcium B. Copper 
C. Platinum D. Silver 

38. 'Extraply' is a term used for: 
A. Platinized gold foil 
B. No. 4 foil 
C. Pre rolled cylinders of no. 2 or no. 4 foil wrapped around a 

regular gold rope 
D. None of the above 

39. Another term which was previously used for degassing was: 
A. Purifying B. Tempering 

40. The malleting force is directed: 
A. Parallel to long axis of crown 
B. Perpendicular to the walls 
C. 45° to the wall 
D. None of the above 

41. If the nib diameter is reduced by half the compaction force 
is: 
A. 4 times more 
C. Also halved 

B. Doubled 
D. Force remains the saIne 

42. For direct gold filling in the class V cavity the axial wall meets 
the gingival wall: 
A. At right angle B. In acute angle 
C. In rounded shape D. In obtuse angie 

43. The cavosurface margin for direct gold filling fu"e prepared 
with: 
A. 45° bevel B. 90° butt joint 
C. 30"- 40° bevel D. None of the above 
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44. Direct filling gold is heated prior to its condensation for the 
purpose of: 
A. Removing surface contaminants 
B. Recrystallization 
C. Sterilization 
D. Softening 

45. The gold used to fonn bulk of filling is: 
A. Powdered gold 
B. Gold foil 
C. Mat gold 
D. Platinized foil 

46. Cohesion of direct filling gold at room temperature is an 
example of: 
A. Welding 
B. Wedging 
C. Annealing 
D. Atomic attraction 

47. The amount of force required to compact the direct filling 
geld. is influenced most by: 
A. Temperature at which gold was annealed 
B. Surface area of condensor 
C. Angle of compaction 
D. Temperature at which gold was degassed 

48. A posterior tooth with cusps undermined with caries may 
achieve maximum masticatory efficiency if restored by: 
A. Silver amalgam 
B. Direct gold 
C. Pin-retained amalgam 
D. Cast gold after amalgam filling as a base i:q. undermined 

areas 

49. The type of gold with highest strength to be used in stress 
bearing areas is: 
A. Gold foil 
B. Mat gold 
C. Spherical gold 
D. Electalloy 
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Answers 
1.c. There are several different forms of direct gold that can be 

employed in the restoration of a cavity. All of these forms are 
cohesive and 99.9% pure. 

2.B. The calcium content is usually 0.1-0.5% by weight. Its purpose 
is to produce stronger restoration by dispersion hardening. 

3.A. A cohesive gold material has no surface contam.ination 
deliberately placed by the Il1.anufacturer. Annealing removes 
all of the volatile contaminants, thereby restoring or assuring 
the cohesive characteristics of gold. 

4.B. Condensation should begin at a starting point specially 
prepared in the central area and work toward the walls 
(wedging principle) or at pulpal line angles. 

S.c. Both may be used with either the straight angle or right angle 
hand-piece. 

6.B. The idea to use mat foil was to eliminate the need to veneer 
the restoration with a layer of gold foil. 

7.C. Alloyed filling gold is used successfully restoring all classes 
of cavity where cohesive golds are employed. Its most 
frequent use has been in classes I, II, III and V cavity 
restora tions. 

B.A. Fibrous gold foil is best suited to restricted cavity preparation, 
such as small pits and narrow fissures. 

9.C. Because of its density sustained hand pressure is used to gain 
condensation. Clinically, a good surfaCe is .obtainable vvith 
heavy hand burnishing. 

10.A. l\Ilat foil is not used on the surface of a restoration, since even 
a surface burnished smooth has a tendency to become pitted 
after a short time when some minor abrasion takes place. 

11,R The calcium content is usually 0. 1-0.5% b_y we'lght. 

I2.D. Teeth with very large pulp chambers will have greater 
susceptibility to get damaged during condensation. Severely 
periodontally weakened teeth will be unable to withstand 
the condensation forces. 
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13.B. Cavity varnish, if desired, is applied to only dentin and at 
the spots where the cavity is very deep, a base is given. 

14.B. The layered fibrous nature of fibrous gold foil allows 
formation of an excellent surface. Adequate condensation 
force will produce a hardened pit-free surface. Fibrous gold 
foil is used frequently, therefore, to veneer other forms of 
cohesive gold . .  

1S.A. The condenser face should meet the gold at an angle of 
between 6 and 12 centigrades from the perpendicular to the 
plane of the wall. 

16.C. Gold foil is manufactured by beating pure gold into thin 
sl ieets. Tne gold foil is cut into 4 x 4 inch (10 x 10 cm) sheets 
and sold in books of sheets, separated by pages of thin paper. 

17.A. Pellets of gold foil are generally rolled from 1 /32, 1 /43, 1 /64 
or 1 / 128 inch sections cut from a no. 4 sheet of foil. 

1S.B. The ammonia acts as a temporary protective covering to 
P I-event possible adsorption of nonvolatile substances as well 
as clumping together of pellets. 

19.D. Underheating during degassing is to be aVOided, because it 
fails to render the gold surface pure. Overheating is also to 
be avoided, because it may cause the gold to become brittle 
and melt and render it unusuable. 

20.B. The smaller the nib face size (i. e.  area), the greater the force 
pounds per square inch delivered (given a constant malleting 
force). 

21.A. Cavities prepared for direct filling golds are thoroughly 
cieansed and dried and a cavity varnish is applied as the 
minimal medication sequence. vVhen indicated, thermal 
insulating cement bases are placed wherever required. 

22.D. This outline form is created to satisfy both esthetic needs and 
requirements for retention and convenience forms in the 
treatment of lesions in the gingival third of the eli..mcal crown 
of teeth. 

23.B. The axial w a l l  must b e  es tablished in d entin, and 
occlusogingivally it  should be relatively flat and parallel 
(approximately) with the facial surface of the tooth. 
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24.B. Polishing is performed with fine pumice followed by tin oxide 
or white rouge (applied with a soft, webless rubber cup). 

25.D. Gold is the most ductile and malleable of all meteals, second 
to it being silver. Malleting produces a sheet as thin as 0.13 
micron. 

26.A. Marginal leakage due to temperature change can occur 
maximum with unfilled resin. 

27.B. Type II or medium hard alloys are used for majority of cast 
gold restoration, including crowns that are supported by 
teeth. 

28.S. Gold fuses at a temperature of l063° C and boils a t  2200° C. 

29.D. Platinum increases the hardness and wear resistance of 
restoration. This form can therefore be applied in stress 
concentration areas like incisal edges and cups tips. 

30.A. Mat gold is electrolytic precipitated gold obtained by a 
process which is similar to electroplating but at a n  accelerated 
rates. 

Condenser nibs are available in sevprrll shrlnf's il n d  sizes. All � 

have pyramidal serrations on the nib faces to prevent slipping 
on the gold. 

32.C. Gold foil acts as a container for the powdered particles and 
facilitates their condensation. 

33.B. Gold pellets may stick together if the tray is accidentally 
moved during heating . 

34.B .  Root canal filled teeth are generally not restored with direct 
gold because these teeth are brittle, although in some cases, 
gold ITlay be the Ill.aterial of choice to close access preparation 
(for root canal therapy) in cast gold restoration. 

3S.D. For non-cohesive gold, degassing is done tEl' remove the 
protective ammonia film which had been deliberately placed 
on its surface by the manufacturer. 

36.B. No. 4 gold foil is the standard size, which is usually used. It 

weighs 4 grains (0.259 gm) and is 0.51 micron thick. 

37.A. Its purpose is to produce stronger restoration by dispersion 
hardening. 
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38.C. Commercially available pellets of powdered gold wrappeo 
in a gold foil are known as Goldent. 

39.B. Degassing a gold foil refers to the removal of surface 
contaminants. 

40.C. As condenser nib reaches the wale the condenser is turned 
from 90° to 45° such that it bisects the line angles and trisects 
the point angles. 

41.A. The smaller the nib face size (i. e. area), the greater the force 
rounds per square inch delivered (given a constant malleting 
force). 

42.B.  Axial wall forms a sharp right angle with tht;! occlusal wall, 
an acute angle with the gingival wall and obtuse angles with 
a mesial and distal walls. 

43.C. A slight cavosurface bevel may be placed to create a 30 to 40 

degrees metal margin for ease in finishing the gold and to 
remove remaining rough enamel. 

44.A. The primary purpose is to produce an atomically clean 
st!rface and render the materia! c:ohesi've. 

4S.C. U"3e of mat gold is restricted to forming only the internal bulk 
of the restoration because of its large surface area, which does 
not permit easy welding into a solid mass. 

46.A. If two clean pieces of gold are pressed firmly together and a 
sufficient force is applied, they unite at their point of contact 
and the gold is welded together without the application of 
heat. This process is known as 'cold welding' .  

47.B. The smaller the nib face size (i. e .  area), the greater the pound 
per square inch delivered (given a constant malleting force) . 

48.D. Cast gold is most commonly used to restore teeth that have 
experienced extensive loss of tooth tissue due to dental caries 
or trauma. 

49.D. Electalloy is an alloy of electrolytic gold and calcium. 
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Restoration of Badly 

Decayed and 
Broken-down Teeth 

I .  Restorative dentistry with splinting of teeth is indicated 
when: 
A. Tipped maxillary and mandibular molars cannot be 

stabilized by occlusal adjustment 
B. Fracture of the teeth 
C. Fracture of the jaw 
D. When supra- eruption of teeth occurs 

2. Pin ledge restorations with minimal contact with the gingival 
tissues are preferable for splinting: 
A. Anterior tooth 
B. Posterior teeth 
C. Of the teeth of upper jaw only 
D. Both upper and lower jaws 

3. Exampies of temporary splints are: 
Plio.. Amalgam splints 
B. Cast metal splints 
C. Silver coin splints 
D. None of the above 

4. If the margins of the preparation accidentally extend apically 

to the bottom of the epithelial attachment the injured 
cementum becomes covered by: 

A. Epithelium 
B. Connective tissue 
C. Both epithelium and connective tissue 
D. It remains uncovered 
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5. A v ulsed teeth should be stabilized by: 

A. Porcelain jacket crown 
B. Stainless steel crown 
C. Orthodontic wiring 
D. Splinting 
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Answers 
I.A. The main advantages of splinting of teeth are enhanced 

functional stability and esthetics , while the detracting factors 
are technical difficulty, cost, added problem related to plaque 
control, etc. 

2.A. Temporary SplintiIlg of mobile anterior teeth is recommended 
to facilitate the periodontal therapy. 

3.A. Amalgam splint and occlusal wire and acrylic combination 
splints are examples of temporary splints that may hold the 
teeth in a desired position until permanent splints can be 
fixed. 

4.A. If the margins of the preparation accidentally extend apically 
to the b ottom of the epithelial attachment the injured 
cementum becomes covered by epithelium. 

S.D. Splinting of mandibular anterior teeth because of moderate 
or even considerable, increase in mobility is not indicated, 
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trauma but is releted to a well-defined and self-limited 
widening of the periodontal space. 



1 34' 
Restoration of 

Noncarious Defects 

1. The term 'idiopathic erosion' means: 
A. Loss of tooth surface by regurgitation of stomach acid 
B. Loss of tooth surface due to habitual sucking of lemon 

"'lHt 

C. Microfractures as cervical area of tooth flexes under heavy 
loads 

D. None of the above 

2. Class VII cavities are usually: 
A. Abrasion cavities 
B. Attrition cavities 
C. Erosion cavities 
D. Caused by caries . 

3. An incipient carious lesion on an interproximal surface is 
usually located: 
.I-.t\.. Lingual to contact area 
B. At the contact area 
C. Facial to contact area 
D. Gingival to contact area 



:iS6 MCQs otl,pperative Dentistry and Endodontics " .  

Answers 
1.e. Erosion is the loss of enamel and dentin form a process of 

slow dissolution. The idiopathic nature of these lesions is 
frustating to the patient and dentist alike. The incisor teeth 
have been observed to have the greatest incidence of erosion. 

2.A. Class VII division 1 cavities are cavities on labial surface of 
anterior teeth in the region of incisal third without involving 
incisal edge. Class VII division 2 are cavities in the middle 
third on the labial surface of anterior teeth. 

3.D. Incipient carious lesion on an interproximal surface is usually 
located gingival to contact area. 
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Restorations and 

Stomatognathic System 

1. The incision, chewing and swallowing of  food involves: 
A. Occlusal guidance 
B. Neuromuscular guidance 
C. Both occlusal and neuromuscular guidance 
D. Only muscular and occlusal guidance 

2. Centric stops are those positions where: 
A. Upper buccal and lower lingual cusp make contact 
B. Upper lingual and lower buccal cusp make contact 
C. Cusp tips or incisal edges of opposing teeth make contact 
D. Upper lingual and lower buccal cusp of the posterior teeth 

as well as cusp tips and incisal edges of the opposing teeth 
make contact 

3. The placement of cusps, grooves and ridges in individual 
restorations must conform with the: 
A. Mandibular movement 
B. Mandibular movement and occlusion 
C. Only occlusal relationship 
D. None of them 

4. Tooth contact in centric relation are found more in: 
A. Swallowing 
B. Swallowing and mastication both 
C. Mastication 
D. AssiIrLilation 

5. In centric occlusion and centric relation there should be: 
A. Even pressure on the central part of disk of the TMJ 
B. Uneven pressure on the central part of disk of the TMJ 
C. No pressure on the central part of the disk of the TMJ 
D. None of the above 
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6. Raising the bite with encroachment on the interocclusal space 

may result in: 
A. Intrusion of teeth B.Extrusion of teeth 
C. Mesial drifting of teeth D. Rotation of teeth 

7. Occlusal stability is maintained by harmony between the: 
A. Structural component 
B. Structural and neuromuscular components 
C. N eurornuscular components 
D. None of them 

8. The key to the establishment of an ideal occlusion is the 
correct location of: 
A. Centric relation 
C. Condylar axis 

B. Centric occlusion 
D. None of the above 

9. Occlusal guidance side is always on the: 
A. Working side 
B. Balancing side 
C. Both on the working as well as balancing side 
D. None of the above 

10. The areas for prelllature contacts in centric relation are the: 
A. Mesial inclines of the maxillary teeth 
B. Mesial inclines of the mandibular teeth 
C. Distal inclines of maxillary teeth 
D. All of them 

11. Working side interferences are found on the: 
A. Lingual inclines of the buccal cusps of the maxillary 

posterior teeth 
B. Buccal inclines of the lingual cusps of the maxillary teeth 
C. Lingual inclines of the buccal cusps of the mandibular 

posterior teeth 
D. Lingual inclines of the buccal cusps of the both maxillary 

and mandibular posterior teeth 

12. The common site of the fracture of the amalgam restorations 
are: 
A. Mesial marginal ridge 
B. Mesial cusp ridge 
C. Distal marginal ridge or distal cusp ridge 
D. None of them 
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13. Biting forces should be dissipated along: 
A. The long axis of the tooth 
B .  The center of rotation of tooth 
C. The center of the resistance of a tooth 
D. None of the above 

14. Free way space is also known as: 
A. Silverman space 
B. Closest speaking space 
C. Inter-occlusal gap 
D. All of them 

15. Deep overbite causes impingement on the: 
A. Labial aspect of the mandibular incisors and palatal aspect 

of the maxillary incisors 
B. Palatal aspect of the maxillary posterior teeth 
C. Lingual aspect of the mandibular anterior teeth 
D. Buccal aspect of the mandibular posterior teeth 

16. When the lost mandibular 1st molar has not been replaced, 
then we see: 
A. Mesial and lingual tipping of mandibular second molar 
B. Distal and buccal tipping of mandibular 2nd prenlOlar 
C. Mandibular 2nd molar remains in same position 
D. Supra-eruption of mandibular 2nd molar 

17. When a 2nd mandibular molar has tipped close to the 2nd 
premolar: 
A. Second mandibular molar should not be stabilized with 

over-contoured inlay 
B. It should be stabilized with inlay 
C. It should be extracted 
D. It should be treated orthodontically 

18. Working side interferences are found on the: 
A. Lingual inclines of the buccal cusps of the maxillary 

posterior teeth 
B. Buccal inclines of the lingual cusps of the maxillary teeth 
C. Lingual inclines of the buccai cusps of the mandibular 

posterior teeth 
D. Lingual inclines of the buccal cusps of the both maxillary 

and mandibular posterior teeth 
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Answers 
I.e. Sensory feedback serves to control the coordination of the 

lips, tongue and mandibular movement during manipulation 
of the food bolus through all stages of mastication and 
preparation for swallowing. 

2.D. In a normal angle class I arrangement of teeth certric stops 
are "points" or areas where the cups of the ITlaxillany rrtolars 
and premolars occlude in fossae or on marginal ridges to 
mandibular rnolars and premolars. 

3.B. The placernent of cusps, grooves, and ridges in individual 
restoration must conform with the patient's mandibular 
movements and occlusion rather than being dictated solely 
by concepts and registration of condylar movements. 

4.A. There should be a stable jaw relationship when occlusal 
contact is made in centric relation and centric occlusion. 

S.A. Changes in mandibular opening are useful measures of the 
course of disorders involving the TMJs and the muscles of 
mastication. 

6.A. A greater inter-occlusal space appears to be better toierated 
and should be the choice rather than an arbitrary increase in 
contact vertical dimension (decreased interocclusal space) 
vvhen an optimum interocclusal space cannot be determined. 

7.B. The primary prerequisites for occlusal homeostasis are axially 
directed occlusal forces in centric relation closure and 
harmonious occlusal wear. 

8.A. The key to the establishment of an ideal occlusion is the 
correct location of centric relation for the correct alignInent 
and harmony of the entire masticatroy system. 

9 .A. Occlusal guidance should be on the working or functioning 
side rather than on the balancing or non-functioning side. 

lO.A. The areas for premature contacts in centric relation are the 
mesial inclines of the maxillary teeth and the distal inclines 
of the mandibular teeth. 
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II.A. Interference and facts of wear may occur on the lingual and 
axial contours of maxillary molars and buccal inclines of the 
lingual cusps of mandibular molars. 

12.A. The fracture of, or trauma induced by newly placed amalgam 
restora tion in first and second mandibular molars is often 
related to uneven marginal ridges. 

13.A. Degrees of horizontal and vertical overlap, as well as 
steepness of incisal and cuspal guidance, arc not sigrlificarlt 
factors in determining whether an occlusion is ideaL 

14.C. Raising the bite with encroachment on the interocclusal space 
may result in intrusion of teeth and abnormal tooth mobility. 

IS.A. The vertical distance from the incisal edges of the maxillary 
anteriors to the incisal edges of the mandibular anterior is 
known as overbite. 

16.A. Consequently, there is a tendency for loss of vertical 
dimension. 

17.A. Since this would create an even more unfavorable periodontal 
situation on the mesial aspect of the molar, which also still 
could tip lingually. 

IS.A. Interference and facts of wear may occur on the lingual axial 
contours of maxillary molars and buccal inclines of the lingual 
cups of mandibular molars. 
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Management of 

Discolored Teeth 

1. The most deleterious side effect of bleaching on non-vital 
teeth. is: 
A. Percolation 
B. Cervical resorption 
C. Erosion 
D. Internal resorption 

2. The "in-office non-vital bleaching technique" is: 
A. Walking bleach technique 
B. Power bleach technique 
C. Thermocatalytic technique 
D. Night guard technique 

3. Bleaching of vital teeth by "In-office technique" is called as: 
A. Power bleach technique 
B. Thermocatalytic technique 
C. Night guard technique 
D. Walking bleach technique 

4. Microabrasion techniques for elimination of discoloration 
of teeth work by: 
A. Removing surface enamel 
B. Bleaching stains 
C. Bleaching developmental defects 
D. All of the above 

5. The best material for sedation of dental pulp is: 
A. Zinc oxide-eugenol 
B. Zinc phosphate 
C. Calcium hydroxide 
D. All of the above 
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Answers 
1.B. To reduce the possibility of resorption, irrrmediately after 

bleaching, a paste of calcium hydroxide powder and sterile 
water is placed in the pulp chamber. 

2.C. It involves the placement of 35% hydrogen peroxide liquid 
into the debrided pulp chamber and acceleration of the 
oxidation process by placement of heating instrument into 
the pulp chamber. 

3.A. Vital bleaching techniques include an in-office technique 
referred to as p0'-"J"der bleachirLg arLd an outside trle office 
alternative that is a dentist prescribed - horne applied 
technique (i. e. night guard vital bleaching). 

4.A. Surface discolorations because of fluorosis can also be 
removed by microabrasion if the discoloration is within 0.2 
to 0.3 mm removal depth limit .. In 1984 McCloskey reported 
the use of 18% HCI swabbed on teeth for the removal of 
superficial fluorosis stains. Subsequently, in 1986. Croll 
modified the technique to include the use of pumice with 
the HCl to form a paste applied with a tongue blade. 

S.A. In pulp adjacent to intact dentin beneath zinc oxide-eugenol, 
a concentration of eugenol at or slightly less than 10-4mol/L 
can be expected for atleast 10 weeks after ZOE placement. 
Such concentration will be sufficient to decrease sensory 
nerve activity, increase blood flow and clearance of toxins. 



13'11  
Various Designs and 
Shapes o/ Margins 0/ 

Tooth Preparations and 
Restorations 

1 Historically, "Slice preparation" refers to: 
A. Placement of intracoronal taper 
B. Placement of extracoronal taper 
C. Modified flare preparation 
D. None of the above 

2. The gingival bevel serves which of the following purposes 
in cast tnetal restoration? 
A. Removal of unsupported enamel 
B. Burnishable metal margin 
C. A lap sliding fit at gingival margin 
D. All of the above 

3. In cast tnetal restoration, secondary flare is used to: 
A. Place margins into embrasures 
B. Make margins more self-cleansing 
C. Make enamel margin stronger 
D. All of the above 

4. A cast metal restoration which is an intracoronal preparation 
and covers one or more cusps but not all, is: 
A. Onlay 
B. Inlay 
C. Full crown 
D. None of the above 
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5. Which is true about the cast metal /onlay'? 
A. It is a extracoronal restoration 
B .  It caps all the cusps of posterior teeth 
C. It is between inlay and full crown 
D .  All of the above 

6. If the gingivo-occlusal height of the vertical wall of the onlay 
increases, then the occlusal divergence should: 
A" Decrease 

B. Increase 

D. Always decrease 

7. In cavity preparation for cast metal onlay, counterbevel is 
not placed on: 
A. Facial cusp of maxillary premolars 
B. Facial cusp of maxillary 1st molar 
C. Both of the above 
D. Facial cusp of mandibular 1st molar 

8. "Skirt preparation" is thin extension of facial or lingual 
margins of onlay that usually: 
A. Are prepared in dentin 
B .  Are prepared entirely in enamel 
C. Improve both resistance and retention form 
D .  Both B and C 

9. Which of  the followings is  a disadvantage of  "skirt 
preparation"? 
A. It increases the display of metal 
B. It reduces resistance and retention form 
C. It is prepared on unesthetic region 
D. All of the above 

10. The bevelled margin for gold inlay cavity: 
A. Exposes greater cement liner 
B. Allovvs for a trdn ITletal rrtargin vvrticll is llitable to vvitrlstarLd 

occlusal load 
C. Has no effect on cement liner 
D. Reduces amount of exposed cement liner 
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11. The cavosurface Illargin of gold inlay preparation should be: 
A. Feather edge 
B. At right angles 
C. Chamfer 
D. Bevelled 

12. Type IV gold alloy is not suitable for a siIllple inlay because: 
A. Its hardness is so high that it will cause tooth abrasion 
B. It is too ductile and will distort 
C. It has poor marginal adaptation 
D. None of the above 
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Answers 
1.B. Slice established a cervical finish line for the preparation, 

but it is also eliminated much of the proximal anatomic 
undercut which facilitated taking an impression with a 
non-elastic impression material. 

2.D. Bevels satisfy the requirements for ideal cavity walls, create 
obtuse-angled marginal tooth structure, which is the bulkiest 
and the strongest configuration of any marginal tooth 
anatomy and produce an acute-angled marginal cast alloy 
substance, which in such configuration is most amenable for 
burnishing. 

3.D. The secondary flare is a flat plane superimposed peripherally 
to a primary flare. 

4.B. The cast metal onlay by definition caps all of the cusps of a 
posterior tooth and can be designed to help strengthen a tooth 
that has been weakened by caries or previous restorative 
experiences. 

S.D. The cast metal arjay restoration spans the gap between the 
inlay, which is primarily an intracoronal restoration, and the 
full crown, which is totally extracoronal restoration and 
covers complete crown. 

6.B. If the vertical walls are unusually short, a minimum of 2 
degrees occlusal divergence is desirable for retentive 
purposes. 

7.C. A counterbevel is not placed on the facial cusps of maxillary 
premolars and first molars where esthetic considerations may 
dictate using a stubbed margin by blunting and smoothing 
of the enamel margin, 

S.D. The addition of properly prepared skirts to horizontal 
external angles of the tooth surface virtually eliminates the 
chance of post-restorative fracture of the tooth because the 
skirting onlay is primarily an extracoronal restoration that 
encompasses and braces the tooth against forces that might 
otherwise split the tooth. 
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9.A. A disadvantage of skirting is that it increases the display of 
metal on the facial and lingual surfaces of tooth. 

IO.C. After the cement base (where indicated) is completed, a 
slender, flame-shaped, fine grit diamond instrument is used 
to bevel the occlusal and gingival margins. 

11.D. Cavosurface design helps seal and protect the margins and 
results in a strong enamel margin with an angle of 140 to 150 
degrees. 

12.C. Type III and IV gold alloy are used where more stress beariP.g 
areas are involved in cavity preparations such as large inlays, 
crovV'rLS" long span fixed partial derlturCS., etc. 



138' 
Dental Pulp and 

Endodontic Anatomy 

1. The most important function of the dental pulp is: 
A. Formation of the dentin 
B .  Nutrition of the dentin 
C. Protection against carious invasion 
D. Receptor of impulses, i.e. heat, cold etc. 

2. Four root canals are most frequently found in the: 
A. Mandibular first molar 
B. Maxillary first molar 
C. Maxillary second molar 
D. Maxillary third molar 

3. Root canal should be filled upto: 
A. The dentinoenamel junction 
B .  The cementodentinal junction 
C. Most constricted apical point 
D. None of the above 

4. The greatest curvature is present in which root canal of 
mandibular 1st molar? 
A. Distal canal 
B. Mesiobuccal canal 
C. Mesiolingual canal 
D. All of the above 

5. The cell of dental pulp that gives rise to several different 
types of ceils is the: 
A. Endothelial cell 
B. Macrophage 
C. Mesenchymal cell 
D. Odontoblast 
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6. The number and anatomical form of the roots of teeth is 
determined by: 
A. Dental trauma 
B. Epithelial attachment 
C. Hertwig's epithelial sheath 
D. Periodontal ligament 

7. The root canals most likely to share a common apical opening 
are: 
1) Maxillary first bicuspid root canals 
2) Mesiobuccal and distobuccal root canals of maxillary first 

molar 
3) Mesial and distal root canals of maxillary second 

bicuspids 
4) Mesiobuccal and mesiolingual root canals of mandibular 

first molars 
5) Mesial and distal root canals of mandibular bicuspids 

A. 1 and 2 
B. 2 and 3 
C. 3 and 4 
D. 4 and 5 

8. The group of teeth which exhibit the least number of 
anomalies is the: 
A. Maxillary molars 
B. Mandibular molars 
C. Maxillary anteriors 
D. Mandibular anteriors 

9. The apex of the mandibular central incisor most closely 
approaches: 
A. Lingual cortical plate 
B. Mental foramen 
C. Inferior border of the mandible 
D. Labial cortical plate 

10. Anatomically the root canal of the mandibular lateral incisor 
is: 
A. Most often related with a distal apical curve 
B. Wider mesiodistally 
C. Wider labiolingually 
D. None of the above 
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11. In mandibular first molar, the mesiolingual canal is located 
below the: 
A. Mesiolingual cusp 
C. Lingual groove 

B. Central groove 
D. Mesiolingual ridge 

12. The anterior tooth most likely to display two canals is: 
A. Mandibular central incisor 
B. Mandibular lateral incisor 
C. Maxillary central incisor 
D. Maxillary lateral incisor 

13. Among all the types of cells, the maximum. number in the 
dental pulp is of: 
A. Fibroblast 
B. Lymphocyte 
C. The odontoblast 
D. Undifferentiated mesenchymal cell 

14. The pulp cavity is composed of: 
A. The pulp chamber and the walls of root 
B. The root canals of all teeth 
C. The pulp horns and the radicular tissue spaces 
D. The pulp chamber and the root canal 

15. The root apex of the maxillary central incisor approaches most 
closely to: 
A. The lingual cortical plate and the maxillary sinus 
B. The labial cortical plate and the maxillary sinus 
C. The lingual cortical plate and the nasal fossa 
D. The labial cortical plate and the nasal fossa 

16. Lateral and accessory canals are formed due to: 
A. Adherent epithelial rests 
B. Break in Hertwig's root sheath 
C. Defects in cementogenesis 
D. Dividing epithelial bridges 

17. Of the following characteristics, which one most accurately 
describes the function of plasma cells? 
A. Antibody-producing 
B. Motile 
C. Reproductive 
D. Phagocytic 
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18. Which structure is not observed in pulp? 
A. Collagen fibers 
B. Haversian canals 
C. Nonmedullated nerves 
D. Reticulum 

19. Hertwig's root sheath originates from: 
A. Dental follicle 
R Dental epithelium 
C. Odontoblasts 
D. Stellate reticulum 

20. Korff's fibers are minute rope-like structures present in the: 
A. Enamel 
B. Dentin 
C. Pulp 
D. Cementum 
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Answers 
1.A. Odontoblast is responsible for dentinogenesis both during 

tooth developInent and in the Ina ture tooth. During 
dentinogenesis, the odontoblast form the dentinal tubules, 
and their presence within the tubules makes dentin a living 
tissue. Cell bodies of odontoblasts are present in the pulp. 

2.B. Chopra and Bal s t u d i e d  the root c a n a l s  and the i r  
configuration i n  buccal roots o f  Inaxillary first perInaneInt 
molars by radiographic and decalcification methods. In 65.4% 
of Inesiobuccal roots, two root canals were observed. 

3.C. Most constricted apical point is also known as minor 
diaIneter. The distance of minor diameter of the foraInen from 
the ceInental surface is and average of 0.5 mm in young teeth 
and 0.75 mm in mature teeth. 

4.B. The mesial roots are usually curved, with the greatest 
curvature in the mesiobuccal canal. The orifices are usually 
well-seperated within the Inain pulp chamber and occur in 
lhe buccal anu lingual under the cusp tips. 

S.C. Undifferentiated mesenchymal celis are polypotent cells, and 
according to need may change to odontoblasts, fibroblasts, 
or Inacrophages. 

6.C. The Hertwig's epithelial root sheath determines the size and 
shape of the root(s) of tooth. Sometimes additional canals 
like la teral and accessory canals can develop due to 
discontinuity in the developInent of Hertwig's epithelial root 
sheath. 

7.D. Mandibular first Inolar has two roots. The Inesial root has 
two canals that coalesce to exit in one foramen in 28%. 

S.c. Anterior teeth usually had single, simple canals and rarely 
had furcate canals. 

9.A. The root of the mandibular central incisor is broad 
labiolingually, occupying most of the alveolar process, and 
the labial and lingual surfaces of the root therefore fuse with 
labial and lingual cortical plates respectively. The apex most 
closely approaches lingual cortical plate. 
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10.C. Anatomically, the roots of the mandibular anterior teeth are 
broad labiolingually. 

11.A. In mandibular first molar, mesial canal openings lie under 
the mesial cusps. 

I2.B. Thirty six percent of the central incisors and 45 percent of 
lateral incisors had two major canaJs that united at the middle 
or apical third to exit through one foramen, i.e. type two canal. 

I3.A. The most numerous cells in the pulp are fibroblast. They 
function in collagen formation throughout the pulp during 
the life of the tooth. 

I4.D. The pulp cavity may be divided into a coronal portion, the 
pulp chamber, and a redicular portion, the root canal. 

I5.D. The relationship between the apex of maxillary central incisor 
and the osseous plate in the floor of the nasal cavity depends 
on the height of the face and the length of root. 

16.B. The periodontal vessels curve around the root apex of a 
developing tooth and often become entrapped in Hertwig's 
epithelial root sheath, with resulting fonn.alion of lateral 
canals and accessory foramina during calcification. 

17.A. The function of plasma cells in the normal pulp is immune 
surveillance, i.e. antibody producing. 

IS.B. Pulp also contains fibroblasts, undifferentiated mesenchymal 
cells, odontoblast, Korff's fibers, defense cells and blood and 
lymph vessels. 

19.B. After the completion of enamel formation, the cells of inner 
and outer enamel epithelia, which comprise the cervical loop 
proliferate and form the Hertwig's epithelial root sheath. 

20.C. Korff 's fibers are minute, rope-like corkscrew-shaped 
structures which lie among the odontoblasts during early 
dentin formation. They have important function in the 
formation of the dentin matrix. 
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Endodontic 

Microbiology 

1. Persistent positive cultures from a root canal for long periods 
indicate: 
A. Improper drug therapy 
B. Improper removal of necrosed pulp tissue 
C. Overinstrumentation of the root canal 
D .  Poor coronal seal 

2. Most frequently observed organisms in infected root canals 
are: 
A. Candida albicans and spirochetes 
B. Lactobacillus a.."'"td staphylococcus 
C. Staphylococcus and streptococcus 
D. Staphylococcus and lactobacillus 

3. The percentage of gram-positive flora in root canal is: 
A. 10 to 20% B. 20 to 40% 

C. 50 to 60% D. 60 to 75'% 

4. The most common cause of pulpal inflammation is: 
A. Bacteria 
B. Chemicals 
C. Iatrogenic problems 
D. Idiopathic disturbances 

5. Organisms most commonly found in infected teeth are: 
1) Gram-negative bacteria 
2) Gram-positive bacteria 
3) Pathogenic spore formers 
4) Yeast 
A. 1 and 2 
C. 2 and 3 

B. 1 and 3 
D. 2 and 4 
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6. A root canal may be deemed bacteria free if: 
A. Bacteriologic cultures of the canals are negative 
B. No exudate is evident 
C. No obnoxious odor is detected 
D. All of the above are correct 

7. The frequency of transient bacteremia has been shown to be 
highest in patients with: 
A. Epulis fissuratu.ITL 
B. Multiple extractions 
C.. PulpotoIrL)l 
D. Root canal treatment 

8. Two successive negative cultures are: 
A. Absolutely necessary for successful root canal treatment 
B. Not always necessary for successful root canal treatment 
C. Not questioned today as a dogmatic rule in root canal 

treatment 
D. Absolutely of no value 
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Answers 
1.D. The main aim of root canal treatment is to elimina te the m icro

organisms from the root canal system and tb obturate and 
seal it completely so that the damaged periradicular tissues 
get repaired. 

2.C. The most common bacteria observed in the infected root cana 1 
is streptococcus viridans and is mostly found in younger age 
group. The other bacteria present are S taphylococcus aureus, 
P s e u do m o n a s  pyocya n e n s ,  proteus,  Klebsiella a n d  
pneumococci. 

3.D. Gill reported that the most commonly isolated organisms 
were streptococci of which viridans type were present in 
61 .5% and gram-negative organisms were present in 5.4'];, of 
total cases in infected root canals. 

4.A. Most root canal infections appear to be multibacterial. 

5.A. Tn the carious process, acid producing bacteria (mostly gram
positive) invade the d entinal tubules and decalcify the 'walls 
of the tubules followed by proteolytic bacteria to destroy the 
organic matrix. 

6.A. If root canal is having unusual pathogens that are not 
responding to routine methods, culturing along with 
antibiotic sensitivity testing should be done to accurately 
ascertain their presence and to select the nlOst appropriate 
antibiotic or chemical. 

7.B. Extraction of an infected tooth and tooth banishing on 
diseased periodontal tissues can give rise to bacteremia, 
during which the microorganisms circulating in blood may 
be localized and settle in inflamed pulp and periodontal 
tissue. 

8.B. Precise bacteriologic monitoring should be done in patients 
w i th high-risk of endocarditis,  p a ti e n t undergoing 
itnmunosuppressive treatment and in patient with heart 
valve prosthesis. 



14.0. 
Therapeutic Agents 

in Endodontics 

I. If corticosteroids are used as intracanal medicaments then 
chances of: 
A. Antibacterial action are improved 
B. Re-infection after SOlTIe time are there 
C. Leukocytic infiltration occur 
D. Killing all microorganisms are there 

2. In root canal treatment which of the following drugs is most 
appropriate for antibiotic prophylaxis? 
A .  Penicillin or erythromycin 
B. Streptomycin or tetracycline 
C. Streptomycin or ampicillin 
D. Terramycin or streptomycin 

3. The drug cOlnbination most frequently used to treat acute 
painful dental conditions with accompanied swelling is: 
A. An analgesic and an antibiotic 
B. An analgesic and an antihistamine 
C. An antipyretic and an anti-inflammatory drug 
D. All of the above 

4. The corticosteroids are used in endodontic practice: 
A. To reduce pulp infection 
B. To reduce pulp inflammation 
C. To reduce pulp symptoms 
D. To treat periapical infection 



Therapeutic Agents in Endodontics 1 79 

Answers 
1.B. Although pain usually disappeared when the corticosteroids 

were used, these agents might have merely disguised and 
conserved a chronic inflammation and thus were not 
beneficial but just postponed the degeneration. 

2.A. Penicillin remains the antibiotic of choice because it is 
effective against most bacteria found in infected root canals. 
In case of allergy, erythromycin is the drug of second choice. 

3.A. Analgesics are given to control pain and inflammation. 
Antibiotics are used to control bacterial infection. 

4.B. Corticosteroids have the ability to reduce inflammation by 
reducing the increased permeability of capillaries and by 
stabilization of lysosomal membranes. 



WJ 
Clinical Diagnostic 

Procedures 
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1. lVIost useful in  differentiating between an apical abscess and 
a periodontal abscess would be: 
A. Anesthetic test 
B. Palpation 
C. Percussion test 
D. Pulp vitality test 

2. Tenderness on percussion of a tooth indicates: 
A. Extension of pulpa 1 disease or infection into the periapical 

area 
B. The presence of a cementoma 
C. The presence of a cyst 
D. The presence of a granuloma 

3. Excessive mobility is found in: 
A. Acute abscess 
B. Severe periodontal disease 
C. Root fracture 
D. All of the above 

4. Electric pulp testers most frequently employ which of the 
following kinds of current? 
A. Faradic 
B. High frequency 

C. Low frequency 
D. None of the above 

5. The electric pulp tester is reliable only for th� differential 
diagnosis of: 
A. Atrophic degeneration 
C. Fibrous degeneration 

B.Calcific degeneration 
D.None of the abc)\>e 
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6. Radiolucent areas appearing over or around the maxillary 
central apices could be: 
A. A bilateral anterior palatine foramen 
B .  A globulomaxillary cyst 
C. A median anterior maxillary cyst 
D. A single anterior palatine foramen 

7. Diagnosis of  a tooth with exposed vital pulp and an 
incompletely formed root is made by: 
A. Clinical findings 
B .  Roentgenographic evidence 
C. Clinical findings and roentgenographic evidence 
D. Subjective symptoms alone 

8. Electric pulp testing: 
A. Has no limi ta tions 
B. Is not a reliable method for determining the state of p u l p  

vitality 
C. �Y1easures the sensory nerve response to irritant of electricity 
D. Reveals that a recently erupted tooth is vital 

9. Mobility test is: 
A. The movement of teeth with a separating wire 
B. The movement of teeth with a separator 
C. The ability to move tooth between two fingers 
D. The movement of teeth during cavity preparation 

10. The electric pulp tester: 
A. Always elicits a satisfactory response in nTultirooted teeth 
B. Is used to test teeth with full coverage of crm,\,l1 
C. Register disease of the pulp 
D. None of the above 

11. Electric pulp testing is done to: 
A. Determine whether pulp is normal or diseased 
B. Determine whether a stimulus applied to a tooth is 

perceived by the cortex of the brain 
C. Differentiate between acute and chronic pulpitis 
D. Differentia te between vital and nonvital pulp 
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Answers 
I.D. The electric pulp tester is an instrument used for evaluating 

the condition of pulp, i.e. whether the pulp is vital or non
vital. Positive responses indicate that pulp is vital. 

2.A. Dull note on percussion signifies abscess formation and sharp 
note IT"lerel)l ITleanS inflarru:r�atiort. 

3.D. In acute apical abscess, exudates causes mobility of the tooth. 
When drainage is established by root canal opening, tooth 
gradually becomes firm. Other causes for mobility are 
advanced periodontal disease, root fracture, trauma, chronic 
bruxism. 

4.C. Electric pulp testing employs a current measurement 
instrument that allows control of made, duration frequency 
and direction of the stimulus. 

S.D. Total necrosis, before it clinically affects the periodontal 
ligarrtcnt, is usuall�y as:ymptomatic. There is I10 l"esponse to 
thermal or electric tests. 

6.C. In many instances, an area of rarefaction that appears to be 
on the root apex of a teeth in a radiograph is actually a 
superimposition of an image on the root apex. 

7.C. Clinical findings include tests and observation performed 
by the clinician. These tests are visual and tactile inspection, 
percussion, palpation, mobility, electric pulp test; thermal 
tests, etc . Radiography permits visual examination of oral 
structures that would otherwise be unseen by naked eye. 

8.C. The electric tester, when testing for pulp vitality, uses nerve 
stimulation. The objective is to stimulate a pulpal response 
by subjecting the tooth to an increasing degree of electric 
current. 

9.C. The mobility test is used to evaluate the integrity of the 
attachment apparatus surrounding the tooth. 
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lO.D. False positive reading can occur in multirooted teeth in which 
the pulp is partially necrotic, with some nerve fibers still vi tal 
in one or more of the root canals. Electrical stimulus cannot 
pass undistorted through acrylic, ceramic or metallic portions 
of a crown. 

11.D. Electric pulp tester is an instrument used for evaluating the 
condition of pulp, i.e. whether the pulp is vital or non-vital. 



1421 
Diseases of the Dental 

Pulp and their Diagnosis 

1. I-listologic characteristics of an atrophic pulp inclllde: 
1) Smaller than normal cells 
2) An increase in the number of cells 
3) An increased quantity of collagen 
4) An increased amount of reparative dentin 
5) Dystrophic calcifications. 
A. 1, 2, 3 and 4 B. 1, 3 and 4 
C. 1 , 3 and 5 D. 2, 3, 4 and 5 

2. A violent response to heat and instant relief to cold is 
indicative of: 
A. Acute alveolar abscess 
B. Acute suppurative pulpitis 
C. A normal pulp 
D. A hyperemic pulp 

3. An acute painful inflammation of the pulp characterized by 
abscess formation upon the surface of or withiJ1 the ptl1p is:  
A. Acute serous pulpitis 
B. Acute suppurative pulpitis 
C. Hyperemia 
D. Acute hyperplastic pulpitis 

4. An excessive accumulation of blood in the pulp resulting 
from vascular congestion is: 
A. Acute serous pulpitis 
B. Pulpal hyperextension 
C. Hyperemia 
D. Acute suppurative pulpitis 



Diseases of the Dental Pulp and their Diagnosis 1 85 

5. Formation of an ulcer on the surface of the pulp in the region 
of an exposure is: 
A. Chronic ulcerative pulpitis 
B. Chronic hyperplastic gingivitis 
C. Acute suppurative pulpitis 
D. Chronic ulcerative gingivitis 

6. An acute inflammation of the dental pulp characterized by 
inlerlnittent paroxysm of pain which recently has become 
continuous and treated by pulpectomy is known as: 
A. Acute suppurative pulpitis 
B. Reversible hyperemia 
C. Acute serous pulpitis 
D. Acute hyperplastic pulpitis 

7. In an inflarnrned pulp cold response occurs as: 
A. Pain that lasts as long as cold is applied but is of more 

intense character than on adjacent normal teeth 
B. Pain that is brought on by cold that continues after the cold 

stimulus has been removed 
C. �he w ur::.ening uf a tuuthache by the applicatiun or cold 

D. All of the above are correct 

8. Exposed vital pulp is diagnosed by: 
A. Radiograph only 
B. History, radiograph and clinical findings 
C. Clinical findings only 
D. None of the above 

9. The pain of a tooth which disappears at once when stimulus 
is removed is characteristic of: 
A. Necrotic pulp 
B. Normal pulp 
C. Reversible pulpitis 
D. Irreversible pulpitis 

10. Regardless of stimulus all afferent impulses from the pulp 
result in sensation of: 
A. Touch B. Cold 
C. Heat D. Pain 
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11. Types of pulp degeneration are: 
A. Calcific B. Atrophic 
C. Fibrous D. All of the above 

12. Acute suppurative pulpitis can be diagnosed by the 
following symptoms: 
A. Increased by heat and relieved by cold 
B. Wakes up the patient at night 
C. Severe gnawing, throbbing pain, etc. 
D. All of the above 

13. Which of the following does not require pulpectomy: 
...1\. .l�1cute serous pulpitis 
B. Acute suppurative pulpitis 
C. Reversible hyperemia 
D. Necrosis 

14. Which two conditions of pulp are most closely related to each 
other: 
A. Acu'te serous pulpitis and necrosis 
B. Acute SllPPl lT<ltive plllpitis and acutE' sE'TOUs pll lpHis 
C. Hyperemia and necrosis 
D. Necrosis and acute suppurative pulpitis 

15. Emergency treatment for pulpal hyperemia is: 
A. Removal of trauma, cleaning the cavity and placing sedative 

filling 
B. Opening pulp for drainage and leaving open for 2 days 
C. Removal of pulp under anesthesia 
D. None of the above 

16. In case of pulp necrosis the treatment advised is: 
A. Root canal treatment B. Pulp capping 
C. Pulpotomy D. To place bases beneath fillings 

17. For the protection of pulp during restorative procedures, the 
minimum thickness of remaining pulpal dentin should be: 
A. O.5 mm B. 1 mm 
C. 2 mm D. 4 mm  
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18. Irreversible pulpitis is usually characterized by: 

A. Sensitivity to cold 
B. Sensitivity to percussion 
C. Severe spontaneous continuous pain 
D. Mild continuous pain 

19. An extensive carious lesion associated with a hyperemic pulp 
should normally be treated in the first instance by removing: 

A. All the caries and dressing or any exposure produced 
B .  All the caries and leaving the pulp open to d rain 
C. All the caries possible but avoiding exposure of the pulp 
D. The minimum of caries and dressing with a sedative 

20. The earliest change seen in pulp is: 

A. Gangrene 
B. Hyperemia 
C. Necrosis 
D. Pulpitis 

21. Arterial hyperemia can be treated by: 

A. App lication of heat or cold 
B. Partial p ulpectomy 
C. �oot canal treatment 
D. Protection of fractured or eroded crown by sedative dressing 

after removal of etiological factor 

22. Pain on percussion before root canal treatment indicates: 

A. Irreversible p ulpitis 
B. Pulpal necrosis 
C. Inflammation of periodontal tissue 
D. Reversible p ulpit is 

23. The treatment advised in case of acute pulpitis is: 

A. Root canal treatment or extraction 
B. Pulp capping 
C. Pulpotomy 
D. Fillings 
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Answers 
I.C Atrophy occur slowly as the tooth grows older. In atrophic 

changes, fewer stellate cells and more intercellular fluid is 
present. 

2.B. In acute suppurative pulpitis, when no pus is present, pain 
can be lllost intense. Pain is increased by .1lea t and is 
sometimes relieved by cold, although continued cold may 
intensity the pain. 

3.B. After exposure and drainage of the pulp, pain may be slight, 
111aiLifestirlg itself as a dull consciousrLcss, or it m3)l be er.tirely 
absent. 

4.C Pulpal  hyperemia is a capillary engorgement with a 
prec;lisposition to edema because of elevated capillary 
pressure and increased v ascular p ermeab ility due to 
prolonged vasodilation. 

S.A. The abscess is surrounded by granulOlnatous tissue. It is also 
calleu pulpal CI ll"Ul lie dbscess or pulpal granuloIJ,u. This t)l'pc 
of chronic pulpitis may be partial or total. 

6.C The prognosis of the tooth is favorable if the pulp is removed 
and if the tooth undergoes proper endodontic therapy and 
restoration. 

7.D. A single means of applying cold to a tooth is to wrap a sliver 
of ice in wet gauze, to place it against the facial surface of the 
tooth and to compare the reaction to a control tooth. 

S.B. Pain that occurs on changing the position of the head, 
awakens the patient fronl sleep, or occurs during mastication 
of food in a cariously exposed tooth usually ind icates a need 
for endodontic treatment. 

9.C. If dental pain lasts only as long as an irritant is present and 
disappears ilnrn.ediately on removal of irritant the tooth is 
having reversible puppitis. 

IO.D. Judicious questioning ab out the p a i n  c a n  aid the 
diagnostician in developing a tentative diagnosis quickly. 
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II.D. Fibrosis is characterized by replacement of cellular elements 
by fibrous connective tissue. Atrophic changes occurs slovv 1 y 
as the tooth grows older and in calcific degeneration, a part 
of the pulp tissue is replaced by calcific material. 

12.D. After exposure and drainage of the pulp, pain may be slight, 
manifesting itself as a dull consciousness, or it may be entirely 
absent. 

I3.C. The best treatment for reversible hyperemia is prevention, 
i .e. control of operative procedures and an awareness of 
causative agent. 

14.B.  An acute inflanullallon of the dental pulp characterized by 
intermittent paroxysm of pain which recently has become 
continuous and treated by pulpectomy is known as acute 
serous pulpitis. 

IS.A. Usually the temporany restoration is left for 3 to 4 weeks 
before permanent filling is done. If pain of same intensity 
persists for a week, pulpectomy should be performed under 
local anesthesia. 

I6.A. �ecrosis is death of the pulp, it may be partial or tota l .  
Necrosis, although a sequel to inflammation can also occu r 
following a traumatic injury in which the pulp is destroyed 
b'1?fore and inflammatory reaction take place. 

I7.C. For the protection of pulp during restorative procedures, the 
minimum thickness of remaining pulpal dentin should be 
2 mm. 

I8.C. Painful irreversible pulpitis is a clinically detectable  
inflammatory response of the pulpal tissue to an irritant. 

I9.C. Use of a cavity varnish or cement base before insertion of a 
filling, and care in cavity preparation and polishing are 
recommended, to prevent pulpitis. 

20.B. Pulpal hyperem.ia is a capillary engorgement with a 
predisposition to edema because of  elevated capillary 
pressure and increased vascular permeability due to 
prolonged vasodilation. 
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21.D. When pain persists despite proper treatment, the pulpal 
inflammation should be regarded as irreversible, the 
treatment for which is pulp extirpation. 

22.C. The tooth is percussed in vertical and horizontal direction 
initially with low intensity by the index finger,�nd then by 
mouth mirror handle with gradually increasing intensity. The 
teeth should be tapped in random fashion and with change 
of surfaces. 

23.A. Treatment consists of complete removal of the pulp, or 
pulpectomy and the placement of an intracanal medicament 
to act as a disinfectant or obhlndent, surgical removal should 
be considered if the tooth is unrestorable. 
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Pulpal Reaction to 

Caries and Operative 
Procedures 

1. The smear layer present on dentinal wall acts to prevent 
pulpal injury by: 
A. Eliminating need for cavity liner 
B. Its bacteriocidal property 
C. Reducing diffusion of toxic substances through tubules 
D. None of the above 

Answer 
1.C. Smear layer is  an amorphous, relatively smooth micro

crystalline debris layer which cannot be seen with naked eyes. 
If this layer is removed, dentin permeability is increased. 



144·1 
Diseases of 

Periapical Tissues 

1. A small radiolucency at the root tip in a radiograph which 
can be mistaken for a granuloma includes: 
A. Incisive foramen 
B. Mental foranlen 
C. Nasopalatine cyst 
D. All of the above 

2. An acute periapical abscess and an acute periodontal abscess 
would be differentiated through: 
A _  A n p,c; thpsia test 
B. Palpation 
C. Percussion test 
D. Pulp vitality tests 

3. The chronic periapical granuloma: 
A. Slowly progresses through bone 
B. May be completely asymptomatic 
C. Occurs at any age 
D. All of the above 

4. An acute apical abscess usually is due to: 
A. An incipient acute pulpalgia 
B. Necrotic pulp 
C. Mild occlusal interference 
D. Pe

,
riodontal pocket 

5. Infection of the second mandibular molars is most likely to 
produce swelling of the: 
A. Parotid space 
B. Sublingual space 
C. Submental space 
D. Submandibular space 
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6. Cementoma (periapical osteofibrosis) is best differentiated 
from a periapical granuloma by: 
A. History 
B. Radiographic examination 
C. Subjective symptoms 
D. Vitality tests 

e:; 
7. The mental foramen may be mistaken with a periapical lesion 

on a: 
A. Mandibular premolar 
B. Maxillary premolar 
C. Mandibular lateral incisor 
D_ �/!axillar)r central incisor 

8. In primary teeth, pathologic changes in periapical tissue are 
more apparent: 
A. Tn lateral area of the root 
B. In apical area 
C. [n furcation area 
D. In all of the above 

9. Which of the following requires definite diagnosis p ri o r  10 
initiating root canal treatment: 
A. Acute abscess 
B. Chronic abscess 
C. Cyst 
D. Periapical osteofibrosis 

10. The immediate treatment of a small acute periapical abscess 
may include: 
A. Drainage of the abscess via the root canal 
B. Analgesics and antibiotics 
C. Local dressing of the root canal with antibiotics 
D. All of the above 

11. If a sinus is associated with chronic periapical infection of a 
non-vital tooth, besides root canal treatment, specific 
treatment for the sinus includes: 
A. Dressing the sinus 
B. Enlargement of the sinus surgically 
C. Irrigation of the sinus 
D. No active treatment for the sinus 
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12. A radiolucent area appearing in radiographs between the 
apices of a vital maxillary lateral incisor and a vital maxillary 
canine is probably a(n): 
A. Apical cyst 
B. Globulomaxillary cyst 
C. Incisive canal 
D. Periodontal cyst 

13. The b est treatment for an acute apical abscess is: 
A. Root canal treatment 
B. Incision and drainage alone 
C. Pulp capping 
D. Sedative fillings 
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Answers 
1.D. Granuloma must be differentiated from the osteolytic stage 

of periapical osteofibrosis, the so called " cementoma" in 
which the tooth is vitaL 

2.D. A periodontal abscess is generally associated with vital rather 
than with pulpless teeth, in which the pulp is non-vital. 

3.D. The cause of development of a granuloma is death of the 
pulp, followed by mild infection or irritation of the periapical 
tissue that stimulates a productive cellular reaction. 

4.B. Although an acute abscess may be the result of trauma or of 
chemical or mechanical irritation, the immediate cause is 
generally bacterial invasion of horizontal pulp tissue. 

S.D. Infection of the second mandibular molars is most likely to 
produce swelling of the submandibular space. 

6.D. The granuloma must be differentiated from the osteolytic 
stage of periapical osteofibrosis, the so called " cementoma", 
in which the tooth is vi tal. 

7.A. On radiograph, mental foramen appears as a radiolucent area 
which is related to the apex of mandibular premolar. 

s.c. The complexing of the root canals of the deciduous molars 
presents a discerning problem from the standpoint of clinical 
practice. The pathologic changes in periapical tissues of 
primary teeth are more apparent in furcation area. 

9.D. Periapical osteofibrosis, also known as cementoma or 
ossifying fibroma is associated with a vital tooth and requires 
no endodontic treatment. 

10.0. When symptoms have subsided, the tooth should be treated 
endodontically by conservative means. 

11.D. Sinus is generally lined with granulation tissue. Also, acute 
and chronic inflammatory cells may be seen. This cellular 
make-up accounts for the complete disappearance of the 
sinus tract often observed within a few days of thorough 
cleansing and medicating of the root canal. 
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I2.B.  Glabulomaxillary cyst is a fissural cyst that develops in the 
upper jaw between the roots of lateral and cuspid teeth. 

I3.A. Treatment consists of establishing drainage and controlling 
the systemic reaction. When symptoms have subsided, the 
tooth should be treated endodontically by conservative 
means. 
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Orofacial Dental Pain 

1. 'Trigeminal neuralgia' can be distinguished from dental pain 
by: 
A. Character of pain 
B. Duration of pain 
C. Pain to cold stimulus 
D. Presence of 'trigger zone' 

2. One hypothesis of pain modulation is b ased upon the 
inhibitory-excitatory interaction of afferent fiber synapses. 
This theory is called: 
A. Gate control theory 
B. Pattern theory 
C. Specificity theory 
D. Variable pain theory 

3. The following pain are included in the type of dental pain: 
A. Pain arising in periodontal tissues 
B. Periapical pain 
C. Pulpal pain 
D. All of the above 

4. Phantom tooth pain occurs in teeth: 
A. In which pulp is infected 
B. From which pulp has been extirpated 
C. In which pulp is necrosed 
D. None of the above 



. 1 98 MCQs on Operative Dentistry and Endodontics . 

Answers 
1.D. Classically trigger zone or point is always present in the 

trigeminal neuralgia, where touching, movement or brushing 
a certain part of the face may initiate pain. 

2.A. According to gate control theory of pain, upon the activation 
of peripheral nerves, impulses are transmitted over fibers 
that vary too much in diameter and speed of transmission. 
Different kinds of sensory information are carried by different 
kinds of nerve fibers and a physiologic balance occurs 
between these kinds of impulse formation, deciding whether 
pain will be consciously perceived or not. 

3. D. Pain arising in periodontal tissues, periapical pain and pulpal 
pain are different types of dental pain. 

4.B. Phantom tooth pain appears deep seated in bones, and is 
diffused and of pulsating type, which may last from few 
hours to weeks. There are no trigger areas. 



'4.6' 
Referred Pain and 

Metastasis of Pathology 

1. Pain from cardiac origin is usually: 
A. Referred to the nose 
B. Greater in the left than in the right jaw 
C. Greater in the right than in the left jaw 
D. None of the above is correct 

Answer 
. 1.B. The pain is  manifested as left aim and shoulder pain which 

spreads up to the maxilla and mandible .  It can a 180 involve 
temporal and zygomatic regions. 
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Management of Pain 

and Anxiety 

10 1 ne tnost difficult tooth to anesthetize for root canal 
treatment is: 
A. Partially vital maxillary cuspid 
B. Partially vital mandibular cuspid 
C. Vital first mandibular molar 
D. Vital first maxillary molar 

2. The first priority in root canal treatment is: 
A. Relief of pain 
B. Sterile technique 
C. Thorough biomechanical preparation 
D. Complete obturation of the root canal 

Answers 
i.e Inferior alveolar nerve block has both subjective and objective 

symptoms of anesthesia. Vital mandibular first molar is the 
most difficult tooth to anesthetize for endodontic treatment. 

2.A. B e fore starting endodontic treatment, analgesic and 
antianxiety drugs should be given prior to appointment. 
Analgesic drug should be continued for 2 to 3 days depending 
on the requirement. 
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Case Selection and 
Treatment Planning 

1. Success rate in root canal cases is: 
A. Between 99 to 100% 
B. Between 80 to 99% 
C. Between 60 to 79% 
D. Between 40 to 59% 

2. A specific contraindication to surgical endodontic treatment 
is: 
A. Adrenal insufficiency 
B. Di 3hptps mellitus 
C. Radiation therapy 
D. Recent history of myocardial infarction 

3. Prior to beginning root canal treatment which of the 
following steps must be taken in order to satisfy the laws 
regarding informed consent? 
1) Description of the treatment procedure 
2) Explanation of risks involved in the treabnent 
3) Discussion of alternate procedures 
4) Procurement of the patient's signature on a consent form. 
A. 1, 2 and 3 B. 2 and 3 
C. 2, 3 and 4 D. All of the above 

4. The most desirable form of tissue response at the apical 
foramen following root canal treatment is: 
A. Cementum deposition into the apical foramen 
B. Dentin deposition into the apical foramen 
C. Formation of a connective tissue capsule over the foramen 
D. Proliferation of the periodontal connective tissue into the 

apical foramen 
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5. Success of root canal treatment is usually determined by: 
A. Clinical observation 
B. Radiographs 
C. Symptoms 
D. All of the above are correct 

6. The following measures should be taken to improve the 
success of root canal treatment: 
A. Establish adequate cavity preparation 
B. Take care in case selection 
C. Take care in treatment 
D. All of the above 

7. Root canal treatment is contraindicated in cases where: 
A. Dentist has limited abilities to treat the case 
B. Patient is interested only in extraction 
C. Treatment is too expensive, far beyond the patient's means 
D. All of the above 
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Answers 
1.B. Success rate in root canal cases is between 80 to 99%. 

2.D. A history of myocardial infarction within the last 6 months 
is a contraindication for elective dental treatment. But 
emergency treatment can be provided in such cases, after 
consulting the patient's cardiologist. 

3.D. Description of the treatment procedure, explanation of risks 
involved in the treatment, discuss ion of alternative 
procedures and procurement of the patient's signature on a 
consent form must be done prior to beginning root canal 
treatment. 

4.A. The most desirable form of tissue response at the apical 
foramen following root canal treatment is cementum 
deposition into the apical foramen. 

S.D. Success of root canal treatment is usually determined by 
clinical observation, symptoms and radiographs. 

6.D. A proper case selection is important for desired prognosis. If 
a case is not selected properly, it will eventually effect the 
outcome of the treatment. 

7.D. In patients with acute or chronic leukemia, hemophilia, 
purpura, hemorrhagic disease, rheumatic heart disease, 
radium necroses, or other severe illness,  endodontic 
treatment is preferable to extraction. 



149• 
Endodontic 

Armamentarium and 
Sterilization 

1. In a very busy practice use of a dry-heat oven for sterilization 
has the most important disadvantage of: 
A. Being time consuming 
B. Causing instrument to rust 
C. Causing sharp instrument to become blunt 
D. Less effective than autoclave 

2. Which instrument sterilization method uses the lowest 
temperature: 
A. Autoclave 
B. Dry-heat oven 
C. Ethylene oxide method 
D. Salt or glass-bead sterilizer 

3. The rubber dam is used in root canal treatment because it: 
A. Prevents irrigating solution from entering the oral cavity 
B. Prevents salivary contamination of the root canal system 
C. Prevents the patient from aspirating files 
D. All of the above are correct 

4. Sterilization of reamers and files in the glass-bead or hot
salt sterilizer is attained if placed at: 
A. 1500 F for 5 seconds 
B. 4500 F for 5 seconds 
C. 4500 F for 30 seconds 
D. 4500 F for 2 seconds 
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5. Which of the following instruments is most likely to break 
during the root canal treatment? 

A. Barbed broach 
B. Reamer 
C. Spreader 
D. Plane broach 

6. The purpose of the rubber dam in endodontics is to: 

A. Eliminate the interference produced by lips, tongue and 
cheeks 

B. Protect the patient from possible aspiration or swallowing 
of debris, bacteria, materials or instruments 

C. Protect the patient from rotary and hand instruntents, drugs 
and trauma 

D. All of the above 

7. Number 15 on the handle of file indicates that: 
A. The increase in diameter from Dl to D2 is 0.15 mm 
B. The length from Dl to D2 is 15 mm 
C. The length from the working tip to the file handle is 15 mm 
D. The working tip is 0.15 mm in diameter (D1 measurement) 

8. The main disadvantage of glass-bead sterilizer is: 
A. Only instruments of small mass can be sterilized 
B .  It can not be calibrated for correct temperature 
C. It takes long time for sterilization 
D. That it only serves as emergency back up to other methods 

of sterilization 

9. Satisfactory sterilization of endodontic instruments may be 

achieved by: 

A. Autoclave with steam under pressure at 120°C for 20 
minutes 

B. Dry heat at 320° F for one to one and a-half hours 
C. Both of the above are correct 
D. None of the above are correct 
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10. Proper care of root canal reamers and files includes: 
A. Cleaning them immediately after removing from any canal 
B. Never leaving them in salt or bead sterilizer for over 15 

seconds when the sterilizer is on 
C. Close examination after each use for wear or twist 
D. All of the above 

11. The rubber dam is used mainly to: 
A. Bring about an easier endodontic regimen 
B. Create a sterile atmosphere 
C. Prevent aspiration of instruments 
D. l��ll of the above 

12. The longest root canal instrument is a: 
A. Broach B. File 
C. Plugger D. None of the above 

13. Standardised reamers and files are measured by determining: 
A. The diameter at Dl and increasing to D3 in increments of 

O.03 mm 

B. The diameter at Dl and increasing to D2 where the diarneler 
would be 0.32 mm greater than found at Dl 

C. The diameter at Dl and increasing to D2 which is found 
exactly 25 mm from D1, the incremental increase would be 
exactly 0.03 mm 

D. The distance between Dl and D2 and using an incremental 
increase of 0.03 mm when progressing from the former to 
the latter 

14. The root canal instrument most likely to break in a root canal 
is a: 
A. Broach B. File 
C. Reamer D. All of the above 

15. In endodontics, sterilization methods used are: 

A. Dry heat and autoclave 
B. Hot-bead sterilizer and chemical sterilization 
C. Both A and B 
D. None of the above 
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Answers 
I.A. Dry-heat oven has slow sterilization because of poor heat 

exchange. 

2.C. Ethylene oxide is very popular sterilizing agent for heat 
sensitive materials in big hospitals. It is effective at low 
temperature (70 to 1400 p). 

3.D. Rubber dam material is available in a variety of sizes, colors 
and thickness. 

4.B. Glass-bea d or salt sterilizer consists of a metal crucible 
containing glass-beads or salt which transfers heat through 
convection, and kills the microorganisms adherent to the 
endodontic instruments like files, reamers and broaches. 

S.A. Barbed broaches are used for the removal of intact pulp tissue. 
They are very fragile and thin instruments. 

6.D. To maintain a safe and a septic operating technique, 
application of the rubber dam is imperative. It is only 
safeguard against contamination from saliva and accidental 
swallowing of root canal instruments. 

7.D. Each number should be the representative of diameter of the 
instrument in hundredths of mm at the tip. 

S.A. Other disadvantages include: 

(i) Sterilization is nonverifiable. 

(ii) It needs warm up time, which may be 10 to 15 minutes. 

(iii) Only few instruments can be sterilized at a time. 

9.A. With the help of autoclave, relatively quick sterilization of 
instruments can be done. In prolonged dry-heat, large 
number of instruments can be sterilized at a time. 

IO.D. Salt is preferred over glass-bead as it eliminates the risk of 
clogging the root canaL Salt particle gets dissolved in the 
irrigation solution but glass-bead does not. 

II.D. Rubber dam is used in endodontic treatment because it 
prevents salivary contamination of the pulp chamber and 
root canal system. 
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12.D. Size of broach, file and plugger is smaller as compared to 
power driven root canal instruments. 

13. B. The diameter of D2 is 0.32 mm greater than Dr There should 
be a constant increase of 0.02 mm per mm. 

14.A. Barbed broaches are most likely to break inside the root canal, 
so it should be used cautiously. 

IS.C. In endodontics, steriiization methods used are dry-heat, 
autoclave, hot-bead sterilizer and chemical sterilization. 
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Endometrics: An 

Approach to 
Pulp Chamber and 

Root Canals 

1. The apical foramen is located: 
A. Always at the anatomic apex 
B. At the anatomical apex in about 46% of all teeth 
C. At the anatomical apex in about 95% of all teeth 

2. The root that most often contains accessory root canals is: 
A. Distobuccal root of maxillary first molar 
B. Distal root of mandibular second molar 
C. Mesiobuccal root of maxillary first molar 
D. Palatal root of maxillary second molar 

3. The approach to the distobuccal canal in maxillary molar 
should be from: 
A. The distal cusp 
C. The lingual cusp 

B. The dis to lingual area 
D. The mesiopalatal area 

4. In opening of pulp chamber of mandibular incisors the most 
common error is: 

A. Fracture of crown 

C. Lingual perforation 
B. Labial perforation 
D. All of the above 

5. The access preparation for root canal in a maxillary central 
incisor most resembles with: 
A. A circle B. A square 
C. A triangle D. A trapezoidal 
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6. In access openings, the common error present is: 
A. Too large access opening 
B. Too small access opening 
C. Incomplete removal of the pulp chamber roof 
D. All of the above are correct 

7. In mandibular premolars two or more canals are present: 
A. In about 0 to 1 % of the cases 
B. In about 5 to 10% of the cases 
C. In about 10 to 25% of the cases 
D. In about 50 to 75% of the cases 

8. Pulp chamber preparation in a molar is best achieved by 
using a: 
1) Number 1f2 round bur 
2) Number 4 round bur 
3) Number 3 to 5 inverted cone bur or straight fissure bur 
4) Tapered fissure bur 
A. 1 and 4 B. 2 and 3 
Co 2 and 4 D. 2 and 5 

9. Access preparations for root canal treatment should be: 
1) As small as possible to conserve tooth strength 

2) Confined to area where carious destruction occurs 
3) Shaped carefully with a number 35 inverted cone bur 
4) Extended to the full periphery of the pulp chamber 
A. 1 and 2 B. 2 and 3 
C. 3 and 4 D. 1 and 4 

10. The principles of access cavity preparation include the 
following: 
A. Convenience form 
B. Outline form 
C. Removal of remaining carious dentin and defective 

restorations 
D. All of the above are correct 
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11. The conventional approach to the pulp chamber i s  
impractical in the following situations: 
A. Dowel crowns 
B. Excessive calcification and periodontal lesions 
C. Fixed partial denture 
D. All of the above are correct 

12. In the maxillary canine teeth, the greatest root canal diameter 
is: 
A. Cervicoproximal 
B. Gingivoincisal 
C. Labiolingual 
D. Mesiodistal 
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Answers 
1.B. Apical foramen coincides within the anatomic apex in only 

17 to 46% of cases and in rest it is located 0.4 to 0.7 mrn 
coronally away from the anatomic apex. 

z.c. The root that most often contains accessory root canals is 
mesiobuccal root of maxillary first molar. The distal root of 
mandibular first molar occasionally has two canals. 

3.B. The distobuccal root of maxillary first molar is conical and 
has a single canal which is invariably straight and is 
approached from the dis to lingual area, 

4.B. The most common error in opening of pulp chamber in lower 
incisors is labial perforation, so it should be avoided. 

S.c. The access cavity is triangular shaped. The redicular canal is 
triangular in cross-section at the cervical aspect, and becomes 
round as it approaches the apical foramen. 

6.D. The access preparations should be as small as possible to 
conserve tooth strength dnd should be extended to the full 
periphery of the pulp chamber. 

7.C. One canal and 1 foramen are present in 74% of cases, 1 canal 
bifurcates into 2 canals and exits in 2 foramina in 24% of 
cases; and 3 canals exit in 3 foramina in 0.5% of cases. 

S.B. The initial entry into the pulp chamber can be made through 
the enamel and dentin with the help of a round or inverted 
cone bur. A no. 4 or 6 surgical length round bur is then used 
to do the rest of the cutting in a molar tooth. 

9.D. The access preparation is completed when it is funnel shaped, 
smooth and continuous with the radicular portion of the pulp 
cavity, and when it provides straight line access to the apical 
third of the root canal. 

lO.D. Principles of endodontic cavity preparation include 
convenience form, removal of remaining carious dentin and 
defective restorations, and toilet of the cavity and 
intraradicular preparation. 
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11.D. The conventional approach to the pulp chamber is impractical 
in dowel crowns, excessive calcification and periodontal 
lesions, fixed partial dentures, etc . 

12.C. In IIlaxillary cuspid, greatest root canal diaIIleter is in 
labiolingual direction. The apical third of the root often curves 
in a distal or mesial or palatal or labial direction. 
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Pulp Capping 

1. The origin of the calcium ions in a calcific bridge over an 
exposed pulp and covered with calcium hydroxide is the: 
A. Blood stream via the pulp where exposed 
B. Calcium hydroxide 
C. Local cell debris 
D. Surrounding dentin by redposition. 

2. Pulp capping of a mature tooth may be followed by: 
A. Hypercalcification within the root canals 
B. Internal resorption 
C. Pulp aging 
D. All of the above are correct 

3. The obj ective of doing pulp capping is to: 
A. Preserve the vitality of the entire pulp 
B. Preserve the vitality of the radicular pulp 
c. Preserve the vitality of the coronal pulp 
D. Regenerate a necrotic pulp 

4. Success in pulp capping and pulpotomy is greater in: 
A. Bicuspids 
B. Cuspids 
c. Molars than anterior teeth 
D. Anterior teeth 

5. Pulp capping and pulpotomy are indicated for: 
A. Non-vital immature anterior teeth with open apices 
B. Vital anterior teeth with mature apices 
C. Vital immature anterior teeth with wide open apices 
D. Vital posterior teeth with mature apices 
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Answers 
I.A. To form the bridge the calcium does not come from the 

calcium hydroxide dressing, but it is derived from the pulp 
tissue. 

2.0. Factors promoting healing are conditions of the pulp at the 
time o f  capping,  removal o f  irritants and p roper 
postoperative care like proper sealing of the margins. 

3.A. In pulp capping, a suitable medicament is used in the cavity 
to stimulate the formation of reparative dentin over the pulp, 
when there are no clinical or radiographic indications of 
irreversible pulp damage. 

4.C. Pulpotomy should be undertaken only in teeth with healthy, 
hyperemic or slightly inflamed pulps such as child's 
permanent anterior tooth with a wide open apex. 

S.c. The wide open foramen makes root canal therapy difficult, 
hence if possible it should be postponed until the foramen 
n:.ap...1res. 
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Pulpotomy 

1. The degree of success rate of pulpotomy in anterior teeth is: 
A. Very unpredictable 
R Fair 
C. Good 
D. Excellent 

2. Apexification in teeth with blunder buss canals and open 
apices is best done with: 
A. Calcium hydroxide with camphorated monochlorophenol 
B. Form.ocresol 
C. Gutta-pereha 
D. ZirtL oxide-eugenol 

3. Formocresol pulpotomy is done in the following conditions: 
A. Completely formed permanent teeth 
B. Radicular pulp infected permanent teeth with traumatic 

exposure 
C. Primary teeth free of inflammation or infection 
D. Primary teeth with periapical infection present 

4. In formocresol pulpotomy, the cotton pellet placed in pulp 
chamber of primary tooth should be: 
1) Saturated with formocresol 
2) Dampened with formocresol 
3) Left in place for five minutes 
4) Sealed in place for five weeks 
A. 1 and 2 B. 2 and 3 
C. 2 and 4 D. 1 and 4 

5. The objective for pulpotomy is to: 
A. Preserve the vitality of the entire pulp 
B. Preserve the vitality of the radicular pulp 
C. Preserve the vitality of the coronal pulp 
D. Regenerate a degenerated and necrotic pulp 
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Answers 
I.A. The degree of success rate of pulpotomy is very unpredictable 

in anterior teeth because of wider cervical pulpal connection 
between coronal pulp and radicular pulp. 

2.A. Apexification is a method to induce development of the root 
apex and apical closure of an immature, pulpless tooth by 
formation of osteocementum or other bone like tissue. 

3.e. Formocresol pulpotomy is indicated for treatment of pulpally 
involved p rimary teeth with clinical manifestation of 
inflanlmatory changt!s confined to coronal pulp. 

4.B. Formocresol solution releases formaldehyde, which diffuses 
through the pulp and by combining with cellular protein, 
fixes the tissue. 

S.B. Pulpotomy has as its objective the preservation of vitality of 
the radicular pulp and relief of pain in patients with acute 
pulpagia. 
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Root Canal Preparation: 

Cleaning, Shaping and 
Irrigation of the Root 

Canal System 

1. Biomechanical preparation of  root canal is  done: 
A. In a wet environment with irrigants flooded in the canal 
B. In a dry environment with no irrigants in the canal 
c. In dry or wet environlnent depending on the operator's 

D. All of the above 

2. Biomechanical preparation of root canal ensures: 
A. Creation of ledge 
B. Debridement of root canal 
c. Perforation of apical foramen 
D. None of the above 

3. During root canal treatment most important aspect of  
irrigation is: 
A. Aspiration of the solution 
B. Chelating agents of solution 
C. Irrigating needle 
D. Volume of irrigants used 

4. Recapitulation process is: 
A. Circumferential filing with H-file and reamer 
B. Removing the debris with smaller instruments 
C. Using successively larger files to flare the canal 
D. Using various types of files and reamers to enlarge canal 
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5. The solution which is most likely to be used for irrigation 
purpose is: 
A. Hydrogen peroxide 
B. Iodine 
C. Isotonic 
D. Sodium hypochlorite 

6. From a very fine canal necrosed pulp is removed through: 
A. Smail H-type file 
B. Small K-type file 
C. Barbed broach 
D. Irrigant solution 

7. The filling in the root canal is done when: 
A. The canal is dry 
B. The culture is negative 
C. The canal has been accurately measured 
D. All of the above are correct 

8. Instrumentation well-short from the working length of canal 
results in: 
A. Enlarging the apical foramen 
B. Incomplete preparation of the root canal 
C. Shelfing or ledging the canal 
D. Traumatizing the apical tissues 

9. MQ§t important aspect of cleansing and shaping a canal is: 
A. Curve instruments before entering canal 
B. Do not shape or enlarge the canal until the exact working 

length has been established 
C. Use files in a dry canal 
D. No need to use instruments in sequence while advancing 

from a small instrument to a large instrument 

10. If an instrument breaks in a canal during treatment, the 
procedure should be: 
A. Complete the treatment and not tell the patient 
B. Complete the treatment and then inform the patient 
C. Extract the tooth 
D. Tell the patient immediately and try to remove the broken 

piece 
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11. If a small fragment of K-file is broken in the root canal and 
could not be removed, the best option is to: 
A. Extract the tooth 
B. Seal the fragment from all around with sealer and gutta

percha point in the root canal 
C. Surgically remove the fragment by making a hole in the 

root 
D. Do not bother and continue the treatment 

12. If perforation of the apical foramen occurs during cleansing 
and shaping it can result in: 
A. Foramen enlargement 
B. For,cing necrotic tissues into apical tissues 
C. Trauma to the apical tissues 
D. All of the above are correct 

13. The correct method for using a root canal H type file is: 
A. Always use one size smaller than previous reamer used 
B. Never bend a file 
C. One-fourth turn to the right (clockwise) and pull back 
D. Rasping or pulling motion 

14. In the pulp cavity hemorrhage can best be removed by using: 
A. Sodium hypochlorite 
B. Eugenol 
C. Paramonochlorophenol 
D. Hydrogen peroxide 

15. Sodium hypochlorite is an ideal root canal irrigation solution 
because: 
A. It acts as a dentin chelating agent 
B. It is cheap 
C. It is a solvent for organic material like pus and necrotic tissue 
D. Of its ability to release oxygen 

16. Hemorrhage in the chamber and canals can often be easily 
controlled with: 
A. Distilled water 
B. Dry cotton 
C. Hydrogen peroxide 
D. Sodium hypochlorite 



Root Canal Preparation: Cleaning, Shaping and Irrigation 221 

17. Debridement of pulp cavity is: 
A. Always the total surgical removal of a vital pulp 
B. Partial removal of a vital pulp 
C. Surgical removal of a vital pulp 
D. Surgical removal of necrotic or mummified non-vital pulp 

18. The fracture of  root canal instruments may be caused by: 
A. Incorrect access to the root canal 
B. Too vigorous instrumentation 
C. Using a too large sized reamer 
D. All of the above are correct 

19. Fadors which predispose to ove.r-filling o f  a root canal 
include: 
A. Lateral perforation of the canal 
B. Ledge formation in the canal 
C. Repeated perforation of the apical foramen 
D. Wrong length estimation 

20. For the success of root canal treatment the most important 
step is: 
A. Chemical debridement of the pulp cavity 
B. Exploration of the root canal 
C. The accurate determination of the length of the root 
D. The radiographic examination 

21. Five percent sodium hypochlorite solution is good for 
irrigation of root canal because: 
A. !�cts as bacteriocidal 
B. It acts as a solvent for pulp tissue and debris 
C. It acts as a lubricant for instruments within canals 
D. All of the above are correct 
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Answers 
1.A. The cleaning and shaping of the root canal consists of removal 

of pulp and debris from the canal, and shaping it to receive 
the obturating material. Root canal should be flooded with 
irrigating solution during instrumentation. 

2.B. The main objective of intracanal treatment is to remove the 
infected contents of the canal and a djacent tissues, to 
eliminate the foci of infection, and to make them infection
free ,in such a way that the obturation is facilitated. 

3.D. The ideal irrigating solution is a nonviscous, non-irritating, 
germicidal solution with detergent qualities and ability to 
dissolve necrotic tissue. 

4.B. Returning to a smaller instrument from time to time before 
advancing to a larger size (recapitulation) helps to prevent 
the packing of dentin filings and ensures patency of the root 
canal upto the apical foramen. 

S.D. Sodium hypochlorite possesses strong tissue dissolution 
properties for vital, fixed and necrosed tissues. It is strongly 
bactericidal. It also shows excellent lubricating and bleaching 
properties. 

6.B. K-type files having cutting edges on both sides are used for 
balanced force movements. Broach or Hedstrom type files 
are not used for balanced force technique as they are liable 
to fracture. 

7.0. The filing in root canal i s  d one when the tooth is  
asymptomatic for at  least three days after closed and intact 
sealed dressing, the canal is reasonably dry, i.e. no exudate is 
observed and there is no foul odor. 

S.c. Ledge is the formation of projections and depressions, i.e. 
irregularities on the walls of the root canal. In a ledged and 
blocked canal, the reamer or file cannot be reinserted to its 
earlier established working length. 

9.B. As working length determines the extent of canal cleaning 
and shaping, it is important to first make an accurate 
determination. 
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10.D. If broken instrument is situated in cervical and middle third, 
it should be removed with the help of other instruments. If it 
could not be removed and protrudes out of perforation into 
peridontium, it should be removed surgically. 

11.B. When the broken fragment could not be removed, it can be 
sealed within the sealing material inside the root canal. It 
will remain there without any complications. 

� 
12.D. During instrumentation, forcing of an instrulT'.ent may lead 

to breakage and perforation of the walls of the canal and 
apical foramen. Only controlled finger pressure is used in 
manipulating the instrument in the root canal. 

13.D. T:.I-J.e reamers arc used with a pUSl-.i�llg rotat'tng l�notion (torque), 
and H type files are used with a rasping or pulling motion. 

14.A. Sodium hypochlorite possesses strong tissue dissolution 
properties for vital, fixed and necrosed tissues. It is strongly 
bactericidal. It also shows excellent lubricating and bleaching 
properties. 

1S.C. The activity of sodium hypochlorite is intense but of short 
duration, the chemical solution should preferably be used 
to irrigate the root canai every alternate day till the desired 
results are obtained. 

16.D. Sodium hypochlorite helps in dissolution of organic soft 
tissues, elimination of microbes, gross debridement, removal 
of smear layer and lubrication. 

17.D. Debridement of pulp cavity is surgical removal of necrotic 
or mummified non-vital pulp. 

1S.D. By careful examination of instruments for deformation before 
use and the· replacement of used instruments with new ones, 
we can prevent fracture of root canal instruments. 

19.D. Working length is usually measured from a point on the 
coronal surface of the tooth which is easily visible to the 
clinician to the apical most narrowest constricture. 

20.C. Leaving the preparation short of the apical constricture wili 
leave enough space to accommodate microbes that can 
prod uce persistent periapical infection. 

21.D. Sodium hypochlorite is not only a pulp solvent and root canal 
irrigant. But also it has significant antimicrobial properties . 
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Disinfection of 
Root Canal and 

Intracanal Medication 

1 .  IntracanaI medication is  indicated for: 
A. Canal obturation 
B. Canal cleaning and disinfection 
C. Drying the canal 
D. Preventing operative pain 

2. Intracanai medication to be used in tooth in which excessive 
overinstrumentation has been done i:;: 

A. Pararnonocholorophenol 
B. Corticosteroid antibiotic paste 
C. Metronidazole paste 
D. Zinc oxide-eugenol 

3. Indications of sodium hypochlorite in endodontics are: 
1) Hemostasis 
2) Its bacteriocidal abilities 
3) Its debris dissolving abilities 
4) Its effervescence when combined with hydrogen peroxide 
A. 1 and 2 B. 1 and 3 

C. 1, '2 and 3 D. 1, 2, 3 and 4 

4. B est medicament for inter-visit dressing in root canal 
treatment is: 
A. Beechwood creosote 
B. Formocresol 
C. Hydrogen peroxide 
D. Paramonochlorophenol 
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5. The requirements for a root canal disinfectants are that it 
should: 
1) Be an effective germicide and fungicide 
2) Be dimensionally stable 
3) Make a hermetic seal 
4) Not stain the tooth 
5) Remain stable in solution 
6) 

_
Set slowly 

A. er, 2 and 3 
C. 1, 4 and 5 

B. 1, 3 and 5 
D. 2, 3 and 4 

6. False-negative cultures may be encountered if: 
A. Canal is reamed or filed before culturing 
B. All medicament is not removed from canal before culturing 
C. Paper pOint is inadvertently placed in the culture tube 

without absorbing material from root canal 
D. All of the above 

7. False-positive cultures may be encountered if: 
A. Tooth and/ or dam is not disinfected prior to culturing canal 
B. Patient or dentist breaL1les on paper poirlt 
C. Culture media is not properly sterilized 
D. All of the above 

8. Mummification of the pulp may be indicated for a: 
A. Carious exposure of a non-vital tooth 
B. Carious exposure with uncontrolled hemorrhage on a vital 

tooth 
C. Deep cavity on a symptomless vital tooth 
D. Traumatic exposure of an anterior tooth with open apex 

9. Intracanal medicament: 
A. Are chemical agents, need not be confirmed within the canal 
B. Are highly irritating agents, may be used when indicated 
c. May be irritating to the periapical tissues 
D. Sr .. ould be norL-irritating to the periapical tissues 

10. Flooding the root canal with an antiseptic solution does the 
following: 
A. Increases the operator's sense of touch 
B. Increases the number of microorganisms 
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C. Inhibits the instrumentation 
D. Lubricates, reduces microorganisms, withdraws debris and 

dentin shavings 

11. Intracanal medicaments are selected on the basis of: 
A. Protoplasmic poisons 
B. Antimicrobial action and without adverse reaction on 

periapical tissue 
C. The degree of efficacy 
D. None of the above 

12. The intracanal medicament with longer lasting antimicrobial 
effect is: 
A. Calcium hydroxide 
B. Formocresol 
C. Hydrogen peroxide 
D. Metronidazole 

13. The most effective method for disinfection is: 
A. Boiling water bath 
B. Nitromersol bath 
C. Quaternary ammonium compound bath 
D. 70% alcohol bath 

14. Disinfection differs from sterilization in that: 
A. Spores are not more readily killed by disinfection 
B. Viruses are not more readily killed by disinfection 
C. Both of the above 
D. Neither of the above 
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Answers 
I.B. Irrigation and instrumentation reduce the number of 

microorganisms, while the medicament destroys the 
remaining and limits the growth of any new arrivals. 

2.B. The corticosteroid constituent reduces the periapical 
inflammation and gives almost instant relief from pain to 
the patient. The antibiotic constituents prevent the 
overgrowth of microorganisms. 

3.D. In'nications of sodium hypochlorite in endodontics are for 
hemostasis, bactericidal abilities, debris dissolving abilities 
and effervescence when combined with hydrogen peroxide. 

4.D. Paramonochlorophenol can destroy all the microorganisms 
found in infected root canal. It can penetrate deeper in the 
dentinal tubules than camphorated chlorophenol. 

S.c. Also, it should be non-irritating to the periapical tissues, it 
should not interferer with repair of periapical tissues and it 
should havp low surface tension. 

6.D. False-negative cultures may be encountered if 

(i) Canal is reamed or filed before culturing, 

(ii) All medicament is not removed from canal before 
culturing and 

(iii) Paper point is inadvertently placed in the culture tube 
without absorbing material from root canal. 

7.D. Flase-positive cultures may be encountered if tooth surface 
and/ or dam is not disinfected prior to culturing canal, patient 
or dentist breathes on paper point and culture media is not 
properly sterilized. 

8.A. Mummification of the pulp may be indicated for a carious 
expoure of a non-vital tooth. 

9.D. Intracanal medicament should be non-irritating to the 
periapical tissues and should help in repair of periapical 
tissues. 
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10.D. If canal is wet during preparation, the dentin shaving are 
floated to the pulp chamber, where they can be removed 
easily. Files and reamers are less likely to break in canals 
flooded with irrigans because of less frictional force. 

II.B. Hydrogen peroxide and sodium hypochlorite are less 
irritating than most intracanal medicaments. Formacresol 
produces a high degree of irritation and cresatin cause little 
or no inflammation. 

I2.A. Because of its highly alkaline pH, only few microorganisms 
can surrvive in the presence of calcium hydroxide. 

13.A. instruments in boiling water for half an hour kills most of 
the microorganisms. 

I4.C. Disinfection does not kill spares and viruses. In sterilization 
there is complete elimination of microbial visibility. 
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Obturation 0/ Root 

Canal Systems 

1. The cause of persistence positive cultures from a root canal 
is most frequently the: 
A. Contaminated culture medium 
B. Improper drug therapy 
C. Overinstrumentation of the root canal with infected 

instruments 
D. Seepage of saliva into the area of operation 

2. Ideal root canal filling material should: 
A. Be easily introduced into the canal 
B. Be semisolid 
C. Be dimensionally stable 
D. All of the above 

3. B iologically active sealers which enhance the periapical 
healing contain: 
A. Calcium hydroxide B. Silver-amalgam p;aste 
C. Zinc phosphate D. Zinc oxide-eugenol 

4. The most important requirement of an ideal root canal cement 
is: 
A. It should be radiolucent 
B. It should not shrink more than 0.04% upon setting 
C. It should make a hermetic seal 
D. The particles of powder should be very soft so that they 

@-ix easily with the cement liquid 

5. Iodine in glycerine is used for: 
A. Dissolving organic debris 
B. Sterilizing the rubber dam 
C. Treating pericementitis to relieve the symptoms and is 

palliative in nature 
D. None of the above 
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6. The primary gutta-percha cone must fill the canal tightly in 
the: 
A. Apical third 
B. Middle third 
C. Oc�rusal third 
D. None of the above 

7. Warm gutta-percha systems are: 
A. Calcibiotic sealants 
B. 'Obtura' and 'Ultrafil' 
C. Latest techniques for biomechanical preparation 
D. None of the above 

8. Free eugenol in root canal sealer cements is significant 
because it increases: 
A. Cytotoxicity 
B. Dimensional stability 
C. Strength 
D. Working time 

9. Solv�nt used along with file to remove gutta-percha is: 
A. Alcohol 10% 
B. Cltlurufuull 
C. Formalin 
D. Sodium hypochlorite 5% 

10. Chairside sterilization of gutta-percha points is best done 
by: 
A. 2% metrogyl solution 
B. 5.25% solution of sodium hypochlorite 
C. 10% by volume hydrogen peroxide 
D. 90% alcohol 

11. The main component of root canal sealers is mostly: 
A. Glass ionomer 
B. Precipitated silver 
C. Resin 
D. Zinc oxide 

12. The disadvantage of gutta-percha used as filling material is: 
A. Poor biocompatibility 
B. Difficulty in preparing post space 
C. Lack of rigidity in thinner size 
D. Solubility in organic solvent 
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13. In primary teeth root canal filling is done by: 
A. Calcium hydroxide paste 
B. Glass ionomer cement 
C. Iodoform paste 
D. Zinc phosphate cement 

14. In single rooted tooth ideal length of the post is: 
A. 1 /  3rd of the root length 
B .  3/ 4th of the root length 
C. Half of the root length 
D. Equal to the length of clinical crown 

15. Prior to obturation of the root canal space, which of the 
following should be considered: 
A. Biomechanical preparation 
B. Culture 
C. Pain 
D. All of the above are correct 

16. The term 'tug back' is related to: 
A. Condensation of the gutta-percha 
B. Fit of the cone in thp <lpica 1 2  or :3 mm 
C. Length of the cone 
D. Tensile strength of the gutta-percha 

17. Which aspect of root canal treatment is most important: 
A. Perfect obturation of root canal system 
B. The filling material used 
C. The number of the rubber dam clamp used 
D. The size of the file used in the canal 

18. Gutta-percha is superior over silver cones as a filling material 
in that it is more: 
A. Capable of filling narrow and wide canal 
B. Compatible with dowel post preparations 
C. Easily flows to the apex and root canal wall 
D. Radiopaque 

19. The ideal root canal filling material in all situations is: 
A. Chloropercha 
B. Gutta-percha 
c. Silver cones 
D. None of the above 
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20. Ideal endodontic obturation occurs when: 
A. A h'ermetic seal is achieved at the cervix of the root canal 
B. Root apex is completely and correctly sealed 
C. The patient loses his acute symptoms 
D. Complete root canal system is hermetically sealed 

21. The main constituents of most of the root canal sealers are 
zinc oxide and: 
A. Anti-inflammatory agent 
B. Gutta-percha 
C. Eugenol 
D. Formocresol 

22. Treatment of a symptomless under-filled root canal may 
include: 
A. Apicoectomy B. Extraction of the filled tooth 
C. Periodic observation D. Removal of the root fillings 

23. The cause of failure in root canal treatment most frequently 
is: 
A. Failure to sterilize the canal 
iJ. Irlcomplete fillirlg "\l'.litl'l poor condensation of thp root canal 
C. Indiscriminate instrumentation 
D. Use of improper intracanal medication 

24. Commonly used gutta-percha solvent is: 
A. Alcohol 
B. Beechwood creosote 
C. Camphorated p-chlorophenol 
D. Chloroform 

25. A negative root canal culture: 
A. Provides a 50% higher success rate compared to positive 

cultures 
B. Should be obtained before filling the canal 
C. Should not be obtained before filling the canal 
D. Yields a lower number of clinically successful cases 

26. The root filling material should reach: 
A. Beyond the radiographic apex 
B. The dentino-cemental junction 
C. To the radiographic apex 
D. None of the above 
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27. The best apical seal of a straight root canal can be obtained 
with: 
A. A paste root filling material 
B. A silver point alone 
c. Amalgam restoration 
D. Gutta-percha cone with sealer 

28. Which root canal of the upper first molar would you expect 
to be most difficult to prepare for root filling: 
A. Distobuccal 

. 

B. Distopalatal 
C. Mesiobuccal 
D. Palatal 

29. Routine root canal treatment is contraindicated in case of: 
A. Canals whose greater diameter is at the cervix 
B. Malformed teeth and roots 
C. Non-calcified canals 
D. Non-tortuous canals 

30. Paraformaldehyde containing root canal cements may be 
used in: 
A. Treatment of necrotic pulp with fractured root 
B. Treatment of teeth with very large radiolucencies 
C. Temporary pulpotomy procedures in primary teeth 
D. Pulpectomy procedure in permanent teeth 
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.. 4nswers 
I.D. Whenever the isolation of area of operation is not perfect 

and saliva seeps into the area of operation the persistent 
positive of cultures from a root canal may be obtained. 
Therefore perfect isolation is essential. 

2.C. The function of root canal filling is to completely obdurate 
the entire root canal system and its complex anatomic 
pathway in order to eliminate all portals of entry between 
the periodontium and the root canal system. 

3.A. Calcium hydroxide phosphate type newly developed sealar 
composed of tetra calcium phosphate, dicalcium phosphate 
dihydrate and a modified Mellvain's buffer solution (TDM). 
The periapical tissue reacted mildly to them. 

4.C. Root canal cements are mostly called as sealers as their sealing 
property is most important for success of root canal treatment. 

S.C. Iodine in glycerine is used for treating pericementitis to 
rclic\7e the s�y:tT' .. ptorrts and is palliRtive in nature. 

6.A. The primary cone is inserted into the root canal to establish 
the working length until the beaks of the operating plier touch 
the incisal edge or reference cusps of the tooth. It should fit 
snugly and should resist pullout (tug back). 

7.B. The vertical condensation or warm gutta-percha method of 
root canal filling was introduced by Schilder with the object 
of filling and sealing the lateral and accessory canal as well 
as the main root canaL 

. 

8.A. Eugenol or oil of pimenta leaf is antimicrobial, non-staining, 
and minimally irritating. It has enough plasticity and slow 
setting.  It has good sealing potential and very small 
volumetric change upon setting. Zinc oxide-eugenol showed 
increasing toxicity due to release of free eugenol from 
eugenolate. 

9.B. Solvent used along with file to remove gutta-percha is 
chloroform. 
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10.B. Immersing gutta-percha cones in 5.25% sodium hypochlorite 
(full strength household bleach) for 1 minute is very effective 
in killing vegetative microorganisms and spore forms. 

11.D. Most sealers are composed of zinc oxide and eugenol with 
various additives to render them radiopaque, antibacterial 
and adhesive. 

12.e. Gutta-percha lacks good rigidity, lacks adhesive quality and 
it can be easily displaced and distorted under pressure. 

13.e. The filling material for deciduous root canals must be 
resorbable, so that it is resorbed along with roots and does 
not interfere with the eruption of permanent teeth. 

14.D. Dowel retention is directly proportional to dowel length. The 
standard parameters for dowel length in a tooth range 
between the following: 

• The coronal length of tooth 

• Two-third of total length of root canal 

• Half the bone supported length of root. 

lS.D. A root canal may be obturated when the tooth is  
asymptomatic, root canal is  reasonably dry, after obtaining a 
negative culture and closure of an existed sinus tract, if any. 

16.B. The term 'tug back' is related to fit of the cone in the apical 2 
or 3 mm. It should fit snugly and should resist removal. 

17.A. The function of root canal filling is to completely obturate 
the entire root canal system and its complex anatomic 
pathway in order to eliminate all portals of entry between 
the periodontium and the root canal system. 

IS.B. The use of engine driven burs to cut the butt-end of a silver 
cone deep enough for placement of a post can dislodge the 
cone, with loss of apical seal or can perforate a root. 

19.D. Over the years, many different filling materials have been 
used to seal root canals. None have proved to possess all the 
ideal characteristics . 
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20.C. The aim of root canal obturation is to fill three dimensionally, 
the entire volume of the root canal system, including patent 
accessory canals and multiple foramina, completely and 
densely with biologically inert and compatible filling 
materials. 

21.C. Most seals are composed of zinc oxide and eugenol with 
various additives to render them radiopaque, antibacterial 
and adhesive. 

22.C. Treatment of a symptomless under-filled root canal may 
indude periodic obsevation. Slight underfilling is preferable 
to filling to the radiographic apex. 

23.B. Other reasons for failure are (i) inaccessible canal in a 
multirooted tooth, (ii) inaccessible lateral canal, (iii) broken 
instrument or other cause of blockage of c anal, 
( iv)  perforation, (v) inadequate instrumentation, 
(vi) inadequate sterilization, (vii) inadequate obturation and 
(viii) severe periodontal involvement communicating with 
a root canal. 

24. D. To l"er.ctove gutta-percha filling, flood the pulp charrtber "\Alith 
chlorofom or xylol to soften the gutta-percha. 

2S.B. A root canal may be when the tooth is asymptomatic, root 
canal is reasonably dry and negative culture is obtained. 

26.B. It is not necessary to clean, shape or fill root canals to their 
anatomic apices, but rather to the dentino-:cemental junction, 
which usually lies within the canal just short of the apex. 

27.D. Gutta-percha is probably the least toxic and least irritating 
to periapical tissue of all root canal filling materials. 

28.C. Mesiobuccal root of maxillary first molar is thinnest of all 
the three and usually curved. 

29. B. In malformed teeth and roots the biomechanical preparation 
and obturation of the root canals is very difficult. 

30.C. Paraformaldehyde is mild irritating and destructive to tissues 
hence pain is relieved. 



1 56. 
Single Visit Root 
Canal Treatment 

1. Single visit root canal treatment may be successful if tooth 
is: 
A. Asymptomatic vital tooth 
B. Multirooted 
C. Non-vital 
D. Single rooted 

2. Single visit root canal treatment is contraindicated in: 
A. Non-vital teeth with periapical radiolucencies 
B. Cases of retreatment 
C. Teeth with partially calcified canals 
D. All of the above 

Answers 
1.A. Indications for single visit root canal treatment are 

uncomplicated vital teeth, uncomplicated teeth with necrotic 
pulp and draining sinus tract and phYSically disabled person, 
who cannot COIne on lllUltiple visits. 

2.D. Single visit root canal treatment is not the shortcut way of 
doing endodontic treatment. It requires long single 
appointment. 



157'  
Traumatic Injuries and 

their Management 

1 .  The initial priority i n  treatment o f  a root fracture is: 
A. CalciuIn hydroxide pulp therapy 
B. Preservation of the pulp 
C. Pulpectomy 
D. Reduction and immobilization 

2. The ferrule effect: 
A. Provides retention of the post and core 
B. Reduces fracture of the clinical crown 
C. Reinforces against vertical root fracture 
D. All of the above 

3. In vertical root fractures, chances of success are: 
A. Poor 
B. Fair 
C. Good 
D. Excellent 

4. A month ago, a 16 years old girl had traumatic injury to a 
maxillary central incisor. The tooth is asymptomatic and gives 
a nonnal vital response to heat, cold and electric pulp tester. 
A radiograph shows a horizontal fracture on the apical third 
of the root. The tooth is not mobile. Treatment plan should 
be: 
A. Do nothing at present, plan to check the vitality and 

radiographic appearance periodically 
B. Extract the tooth 
C. Initiate conservative root canal treatment 
D. Obturate the root canal and surgically remove the fractured 

segment immediately 
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5. In treating a non-vital central incisor in a young child, what 
i s  the most i mp ortant factor in ensuring continued 
development of closure of the apex: 
A. Irrigating with saline solution 
B. Irrigation with sodium hypochlorite 
C. Obtaining a negative culture 
D. Placing a thick mix of calcium hydroxide and CMCP at the 

apex 

6. The symptoms of incomplete fracture or split tooth are: 
A. Mild pain 
B. Mild pain at the tolerable level 
c. Pain in one quick stab to constant unexplained toothache 
D. Pulpal discomfort in the morning 

7. Generally the diagnosis of a root fracture is made on the basis 
of: 
A. Clinical evidence 
B. Percussion 
C. Pulp testing 
D. Roentgenographic evidence 

8. Partial displacement of teeth (class VI) includes one of the 
following: 
A. Chisel fractures 
B. Complete avulsion 
C. Intrusion of teeth 
D. Vertical fractures 
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Answers 
1.D. The mobile coronal segment must be immobilized as soon as 

possible after injury to allow for the possibility of optimum 
consolidation and repair across the fracture line. Usually 
splinting for 8 to 10 weeks is required. 

2.D. The ferrule is a metal band or ring encircling a small portion 
of the external surface of the residual tooth, similar to the 
metal bands around a barrel or a shovel handle. 

3.A. The chances of root fracture are relatively more in elder 
patients because of hypermineralization of dentin, cementum 
and rigid inelastic alveolar bones. 

4.A. If the fracture is in the apical third of the root, the prognosis 
is favorable, provided the tooth is immobilized and it is not 
placed under undue pressure during mastication. There are 
chances of repair of fracture by formation of osteocementum. 

S.D. Treatment by apexification should be tried when the pulp 
has died in a developing tooth with incomplete root 
formation. 

6.C. The symptoms of incomplete fracture or split tooth are pain 
in one quick stab to constant unexplained toothache. 

7.D. Root fracture will normally be visible only if the central beam 
is directed within a maximum range of 15 to 20° of plane of 
fracture. 

s.c. Luxation is the displacement or dislocation of a tooth from 
its socket. Luxated teeth may be intruded that is forced into 
the alveolar bone, but in most cases they are extruded, that 
is, forced out of the socket. 



1 581 
Endodontic Emergencies 

and their Management 

1. Transient loss of consciousness as an emergency should be 

treated by: 

A. Administering oxygen 
B .  Lowering chair back so that head is lower than body 
C. Raising feet above head 
D. All of the above 

2. Emergency treatment in an acute apical abscess is: 

A. Clean out cavity and place a sedative filling 
B. Open root canal for drainage and leave open for 1 or 2 days, 

prescribe antibiotics and analgesic 
C. Remove pulp and seal in sedative medication 
D. Remove caries and eliminate trauma 

3. The chances of the removal of broken instrument in root canal 

are good when: 

A. Instrument is broken in middle one-third of root canal 
B. Instrument is more than 20 number in size 
C. Instrument is less than 20 number in size 
D. A small piece of instrument is lodged in the bone beyond 

the apical area 
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Answers 
1.D. Also aromatic spirits of ammonia should be used during 

transient loss of consciousness. 

Z.B. If the swelling is large and fluctuant and carmot be completely 
drained through the root canal, the pus can be aspirated 
through thick needle after applying topical anesthetic 
solution over the most fluctuant and soft part of swelling. 

3.D. When a small piece of instrument is lodged in the bone 
beyond the apical area it can be removed by the spical surgery. 



1 591 
Endodontic Periodontal 

Relations and 
Perforation Repair 

1. Pulpal inflammation reaches to the periodontal area through: 
A. Accessory canals in the root 
B. Furcation area 
C. Apical foramen 
D. All of the above 

2. Lateral perforations are most often seen in: 
A. Mandibular bicuspids 
B. Maxillary bicuspids 
C. Mandibular lateral incisors 
D. Maxillary lateral incisors 

3. Concurrent endodontic and periodontic treatment: 
A. Fails to result in replacement of lesions by bone 
B. May save an apparently hopeless tooth 
C. Requires curettage to close a fenestrating defect developing 

following periapical surgery 
D. Requires no checking of the spiral seal of the root canal 

filling 
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Answers 
I.D. When pulpal disease progresses beyond the confines of the 

tooth, inflammation reaches the periodontium apparatus 
through apical foramen, furcation canal, lateral canal, 
accessory canals and dentinal tubules. 

2.A. When a lateral lesion or perforation is present (most often 
seen in mandibular bicuspids) along the side wall of the tooth, 
it is treated by a mixture of calcium hydroxide with barium 
sulfate and camphorated monochlorophenol, sealed in place 
for a period of 4 to 6 weeks. 

3.B. Concurrent endodontic and periodontic treatment may save 
apparently hopeless teeth. Because the vitality of the tooth 
depends on its ability to function, and not on the viability of 
the pulp, the health of the structures is of prime importance. 



160' 
Endodontic Surgery 

1. The treatment o f  choice after root canal treatment on 
mandibular molar with involvement of bifurcation caries is: 
A. Bisection 
B. Extraction 
C. Hemisection 
D. Radisectomy 

2. Following flap designs provide maximum access and 
visibility: 
A. Mucogingival flap 
B. Rectangular flap 
C. Semilunar 
D. Trapezoidal flap 

3. Indication for radisectomy of a multirooted tooth is, if one 
root has: 
A. Extensive nonrestorable root caries 
B. Severe internal or external resorption 
C. Lost its alveolar bony support (periodisease) 
D. All of the above are correct 

4. VJhich of the following are the reasons for periapical surgery? 
A. Removal of fractured apical one-third fragment 
B. To remove necrotic cementum 
C. To treat excessively large periapical lesions, clearly defined 

by a radiograph 
D. All of the above 

5. For the best results after a root amputation, apical opening 
of the canal is sealed with: 
A. Amalgam 
B. Gutta-percha 
C. Zinc phosphate 
D. Gold foil 
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6. In apicoectomy, a typical surgical flap used: 
A. Should be of the 'split' flap variety 
B. Should extend one or two tooth/ teeth laterally 
C. Should elevate the mucoperiosteum as one tissue 
D. Should not be replaced with uninterrupted sutures 

7. Anatomic contraindications for apical surgery are: 
A. Missing cortical bone over entire root of tooth 
B. Poor bony support 
C. Closeness of maxillary sinus 
D. All of the above 

8. Excessive hemorrhage during apical surgery is controlled by: 
A. Using a large amount of sodium hypochlorite 
B. Placing packs saturated with hydrogen peroxide in surgical 

site and leaving for 3 minutes 
C. Placing metrogyl packs 
D. Placing epinephrine containing solution in surgical site 

9 The type of surgical flap used most often in routine apical 
surgery is: 
A. Full flap with single releasine incision 
B. Full flap with double releasing incision 
C. Scalloped semilunar flap 
D. Semilunar flap 

10. The type of flap that offers the greatest surgical access and 
visibility is: 
A. Full flap with single releasing incision 
B. Full flap with double releasing incision 
C. Scalloped semilunar flap 
D. Semilunar flap 

11. Residual scarring may be evident on: 
1) Full flap with single releasing incision 
2) Full flap with double releasing incision in the alveolar 

mucosa 
3) Scalloped semilunar flap 
4) Semilunar flap 
A. 1 and 2 B. 1 and 3 
C. 2 and 3 D. 2 and 4 
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12. Indications for endodontic surgery are: 
A. Broken instrument :in blocking canals 
B. Dilacerations (severe) 
C. Obliterated canals (calcified) 
D. All of the above 

13. Periapical surgery is indicated: 
A. When the bony defect is extensive 
B. When it is not possible to cleanse or fill the root canal 

properly by only root canal treatment 
C. When there is no danger of involving other structures 
D. All of the above 

14. Total root amputation: 
A. Can be undertaken without removing the pulp in the root 

to be amputated 
B. Is a logical procedure when an individual root is hopelessly 

involved 
C. Is amputation of the involved root in the middle third of 

the root 
D. I Jltra high speed. C<ln be used for root amputation 

15. Possible contraindications for periapical surgery are: 
A. The history of rheumatic fever 
B. Congenital heart disease 
C. Controlled diabetes mellitus 
D. The danger of damage to adjacent structures 
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Answers 
1.A. Bisection is cutting of the crown of a molar tooth structure 

and retaining and restoring both the halves. It is also known 
as bicuspidization. It is usually done in mandibular molar 
with involvement of bifurcation caries. 

2.D. Trapezoidal flap provides greater visualization and access 
to the surgical site with less tissue tension during retraction. 
The flap is advantageous in retro-filling of long roots, 
curettage of large periapical lesions and repairing of lateral 
root defects. 

3.D. Radisectomy or root amputation means sectioning and 
removal of one or more roots without removal of any portion 
of the crown. 

4.D. Other reasons for periapical surgery includes funnel shaped 
apical foramen with incompletely formed root, unfavorable 
and highly curved root apex and teeth with persistent du:onic 
apical abSCeSS v"v·itll drainirlg fistula. 

S.D. After root amputation, apical opening of the canal is sealed 
with retrograde filling of gold foil. Pulp chamber is filled 
with the silver amalgam. Crown is reduced and artificial 
crown is fabricated as and when required. 

6.B. Flap should extend one or two teeth laterally so that it can be 
easily retracted and prevents stretching or tearing of the 
tissue. 

7.D. Contraindication for apical surgery are proximity of the root 
to anatomical structures like mental foramen, inferior dental 
canal, maxillary antrum and floor of the nasal cavity. 

S.D. Excessive hemorrhage during apical surgery is controlled by 
placing epinephrine containing solution in surgical site. 

9.A. A flap should be designed so as to allow maxirrlUm access to 
the operative site during the surgical procedure. 

lO.B. Trapezoidal (double vertical) flap provides greater 
visualization and access to the surgical site with less tissue 
tension during retraction. 
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11.0. In full flap with double releasing incision, incision in the 
alveolar mucosa produces scar tissue, due to high content of 
elastic fibers and muscle attachments. Semilunar incision 
should not be given if buccal cortical bone is missing because 
dehiscence and permanent irreparable scars may develop. 

12.0. Any condition or obstruction that prevents direct access to 
the apical third of the canal such as calcifications, curratures, 
bifurcations, pulp stones, ledging, broken instruments and 
old root canal filling are indications for endodontic surgery. 

13.0. The objective of periapical surgery is to ensure the placement 
of a proper seal between the periodontium and root canal 
foramina. 

14.B. Root amputation or radisectomy means sectioning and 
removal of one or more roots without removal of any portion 
of the crown. 

15.0. Procedures that penetrate the mandibular canal, maxillary 
sinus, mental foramen, floor of the nares or that sever the 
greater palatine blood vessels should be avoided whenever 
possible. 



1m 
Management of 

Resorption of Dental 
Tissues-External and 

Internal 

1. Internal resorption i s  least likely t o  continue i n  a tooth with: 
A. Acute pulpitis 
B. A necrotic pulp 
C. A pinkish discoloration of the crown 
D. Chronic ouloitis 

. . 

2. Symptoms of internal resorption include: 
A. Completely symptom-free or mild pain at the tolerable level 
B. Constant unexplained toothache 
C. Pain in one quick stab 
D. Pulpal discomfort in the morning 

3. The external resorption is caused by: 
A. Excessive mechanical or occlusal forces 
B. Impaction of teeth 
C. Periapical inflammation 
D. All of the above 

4. Internal resorption: 
A. Causes the tooth to become pink in color 
B. Causes depressions of internal tooth surface 
C. Stops after root ca..,al treatment 
D. All of the above 

5. Internal resorption present on primary teeth is treated by: 
A. Extraction 
B. No treatment 
C. Pulpotomy 
D. Should be treated with pulpectomy 
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6. The prognosis for a tooth with apical resorption is: 
A. Contingent upon systemic antibiotic therapy combined with 

treatment of the canal 
B. Depends upon periapical surgery 
C. Good if the apex can be properly sealed 
D. Poor 



252 MCQs on Operative Dentistry and Endodontics 

Answers 
l.B. Internal resorption is characterized by an oval enlargement 

of the root canal space and/or pulp chamber. It occurs in 
chronically inflamed pulp, if granulation tissue is present in 
the pulp tissue. 

2.A. Internal resorption is usually asymptomatic, pain is very 
rarely present. Pink spot on the enamel or pink tooth is 
pathognomic of internal resorption. 

3.D. Apical periodontitis, overinstrumentation during endodontic 
treatment and infected necrotic pulp are the main causes. 

4.D. If the resorptive area is extensive, then calcium hydroxide is 
used for the break-down of the remaining granulation tissue, 
and to promote hard tissue formation. 

S.D. Internal resorption is an idiopathic slow or fast progressive 
resorptive process occurring in the dentin of the pulp 
chamber or root canal of teeth. Extirpation of the pulp stops 
the internal resorptive process. 

6.C. In case of apical resorption, non-surgical treatment has a fairly 
good chance of success. If non-surgical treatment has been 
unsuccessful- apical surgery should be attempted to prevent 
apical resorption. 



1621 
Reimplantation, 

Transplantation and 
Endodontic Implants 

1. The insertion of a tooth in its socket after its complete 
avulsion is called: 
A. Implantation 
B. Replantation 
C. Recapitulation 
D. Transplantation 

2. After traumatic total avulsion which of the following is 
correct regarding the replantation procedure? 
A. Ankylosis is infrequent if the avulsed tooth is replanted 

within two hours 
B. External resorptive defects that always occur after 

replantation contribute to the poor prognosis of the 
procedure 

C. Replantation procedures have no value, since most teeth 
will be lost within 10 days 

D. The prognosis is excellent with the five year success rate 
ranging from 90 to 95%. 

3. After intentional replantation: 
A. AJ'.kylosis and root resorption do not shorten the life of the 

replanted tooth 
B. Tooth is exfoliated 
C. Replanted tooth may lead to reattachment without ankylosis 
D. Reattachment may occur with gingival inflammation 
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4. Autotransplantation is the transplantation of a tooth or tooth 
bud from: 

A. One socket to another socket in the same person 
B. One socket of one person into the socket of another person 

of same species 
C. One socket of one person into the socket of another person 

of different species 
D. None of the above 
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Answers 
1.B. Replantation, sometimes referred to as reimplantation, is the 

insertion of the tooth in its socket after its complete avulsion 
resulting from traumatic injury. 

2.B. The major cause of failure in replantation of avulsed teeth is 
resorption of the root frequently followed by ankylosis. 

3.e. Intentional replantation is the extraction of a tooth and its 
rapid replacement in its socket after endodontic treatment is 
completed outside the mouth. Intentionally replanted tooth 
may lead to reattachment without ankylosis. 

4.B. Autotransplantation is the transplanting of a tooth or tooth 
bud from one socket to another socket in the same person. 



1631 
Bleaching 0/ Vital and 

Pulpless Teeth 

1. The correct method for diagnosing tetracycline staining is 
by: 
A. Clinical examination B. Color of stain 
C. History D. Ultra-violet light 

2. The effect of bleaching of vital teeth: 
A. Can initiate cervical erosion response 
B. Causes pulpal inflammation 
C. Can be on both enamel and dentin 
D. Can be seen in the 'walking bleach' technique 

3. The 'walking bleach' technique is done by: 

A. Solution of sodium hypochlorite 
B. Ultra-violet rays 
C. Heat treatment 
D. Mixture of sodium perborate and 30% hydrogen peroxide 

4. Discoloration of an endodontically treated tooth is due to: 
A. Failure to debride the pulp chamber completely during root 

canal treatment 
B. Persistent hemorrhage in the pulp chamber 
C. Trauma with resulting pulpal hemorrhage 
D. All the above are correct 

5. The reason for discoloration of pulpless teeth is: 
A. Hemorrhage, decomposition of necrotic pulp, dentin 

staining drugs, silver nitrate and amalgam 
B. Pyrozone 
C. Superoxol 
D. Zinc oxide and eugenol fillings 
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Answers 
I.D. The correct method for diagnosing tetracycline staining is 

by ultraviolet light. The yellow florescence and yellow color 
are visible in both the dentin and the enamel erosion response. 

2.A. The effect of bleaching of vital teeth can initiate cervical 
erosion response. 

3.D. When sealed into the pulp chamber, it oxidize and discolors 
the stain slowly, continuing its activity over a longer period 
of time. 

4.D. When hemorrhage persists, it usually indicates that a vital 
pulp fragment is still present in the root canal. 

5.A. The reason for discoloration of pulpless teeth is hemorrhage, 
decomposition of necrotic pulp, dentin staining drugs, silver 
nitrate and amalgam. 



164, 
Restoration 0/ 
Endodontically 

Treated Teeth 

1 .  In treating a tooth with a non-vital pulp and a fistula, the 
fistula should be treated as follows: 
A. Cauterization with phenol 
B. Curettage of the fistula 
c. No special treatment is required 
D. Use of cautery to eliminate the fistula 

Answer 
I.e. In treating a tooth with a non-vital pulp and a fistula, no 

special treatment is required. 



165, 
Pediatric Endodontics 

1. Mineral trioxide aggregate used in apexification: 
A. Forms an integral part of the root canal filling 
B. Dissolves as the apical barrier formation progression 
C. Has not yielded good results 
D. Is available in a paste form 

Answer 
I.B. Mostly apexification procedure is highly successful, but the 

root ot such a tooth is weak and prone to fracture v..-ith 
injuries. Apexification should be the last treatment when all 
attempts to preserve the vitality of the root and have failed. 



166' 
Geriatric Endodontics 

1. The age of a tooth affects which of the following? 
A. The length of root canals 
B. The shape of the root canals 
c. The diameter of the root canals 
D. All of the above 

Answer 
I.D. The clinical situation of pulp canal in aged patients is different 

from pulp canal in younger patients due to formation of 
secondary dentin, pulp calcific!ltion; ('onstant deposition of 

. cementum in periapical region and apical root resorption. 



167'  
Endodontic Failures 

and Retreatment 

1. The most common cause of endodontic failure is: 
A. Broken instrument 
B. Overfilled canal 
C. Incomplete obturation 
D. Incomplete biomechanical preparation 

2. Which of the following is the most appropria�e instrument 
for removing gutta-percha cone from root canal? 
A. No. 3 tapered fissure bur at slow speed 
B. No. 4 tapered fissure bur at high speed 
C. No. 4 round bur at slow speed 
D. Peeso type reamer 

3. One of the most frequent causes for the failure of the treated 
pulp less tooth is: 
A. �ntal caries 
B. Fracture of the crown 
C. Periodontal pocket 
D. Periodontal periapical lesion 

4. An accepted solvent for gutta-percha is: 
A. Alcohol (absolute) 
B. Eucalyptol 
C. Orange oil 
D. Paraffin oil 
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Answers 
I.C. A hermetic seal of the root canal system is :rrecessary to 

prevent microbial leakage from the oral cavity and 
subsequent reinfection. 

2.D. The instrument should be driven slow and should not be 
forced. Incorrect use may result into breakage. 

3.B. One of the frequent causes for the failure of the treated 
pulpless teeth is fracture of the crown. 

4.B. Eucalyptol also has antibacterial properties and is less 
irritating. 



16§' 
Miscellaneous 

1. In sialolithiasis, the salivary duct is: 
A. Infected B. Inflammed 
C. Occluded D. Opened 

2. Advantages of RVG are: 
1) The need of X-ray film and developing facility is  

eliminated. 
2) Radiati�n time is very much reduced 

3) The image can be further enlarged 
4) All the root canal procedures can be seen on screen by 

every one while being done 

A. 1 , 2 and 3 B. 1, 3 and 4 
e. 2, 3 and 4 D. All of the above 

Answers 
I.e. The occluded duct o ften leads to s welling o f  the 

submandibular area and therefore may mimic lymphadenitis 
as�ciated with an endodontic infection of a posterior 
mandibular tooth. 

2.0. Radiovisiography is a new radiographic system to provide 
an instantaneous image of the object on a video-monitor while 
radiation exposure is reduced by 80%. The system acts by 
digitization of ionizLrlg radiation and has a very important 
role in endodontics. 
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1. Which one of the following does not commonly survive in a 
periapical lesion? 
A. Pseudomonas 
B. Streptococcus 
c. Porphyromonas 
D. Actinomyces 

2. In endodontic surgery, which of the following about chromic 
gut suture is not true: 
A. Its properties are inferior to plain gut suture 
B. It is coated with chromium tri-oxide 
C. It is less biocompatible than plain gut suture 
D. Its absorption is faster than the plain gut sutures 

Answers 
I.A. In the periapical region of tooth anerobic bacteria are found. 

Pseudomonas being aerobic not commonly found in 
periapical lesion. 

2.0. Chromic catgut sutures are plain gut treated with chromium 
trioxide, this result in delayed absorption of chromic cat gut. 
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1. Gutta-percha can effectively be sterilized by: 
A. Hot salt sterilizer 
B. Chemical solutions 
C. Autodaving 
D. Dry heat 

2. The most important aspect of emergency treatment for an 
acute apical abscess is to: 
A. Produce sedation 
B. Establish drainage 
c. Maintain obturations 
D .  Adjust the occlusion 

3. The primary function of access openings is to: 
A. Facilitate canal medication 
B. Provide good access for irrigation 
c. Aid in locating canal orifices 
D. Provide straight line access to the apex 

4. A cold test best localizes: 
A. Pain of pulpal origin 
B. Pulp necrosis 
C. Periodontal pain 
D. Referred pain 

5. Calcification of pulp: 

A. Is in response to ageing 
B. Does not relate to the periodontal condition 
C. d'recedes internal resorption 
D. Indicates presence of additional canal 

6. Electric pulp tests may not be performed on patients who 
have 
A. Hip implant 
B. Pacemaker 
C. Dental implant 
D. Prosthetic eye 
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7. For root canal therapy of maxillary canine (Distal caries) the 
isolation done is: 
A. 2nd premolar to opposite lateral incisor. 
B. 1st molar to opposite lateral incisor 
C. Adjacent 2 teeth of both the sides 
D. Only the tooth to be treated 
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Answers 
I.B. To sterilise gutta-percha cone immerse it in 5.2% sodium 

hypochlorite for 1 minute then rinse it with hydrogen 
peroxide and dry with sterile gauze. 

2.B. Acute apical abscess is localized collection of pus in the 
alveolar bone at the root apex of a tooth following death of 
the pulp. It is accompanied by continuous pain, to relive the 
�ient from pain, drainage or through the soft tissue and 
bone if necessary. 

3.D. Proper access to pulp chamber to obtain straight -line 
penetration of the root canal orifices is first step of canal 
treatment. 

4.A. Cold testing is one of the methods to check the vitality of 
tooth. Cold testing can be done by spraying ethyl chloride, 
by simply applying ice or by dry ice (carbon dioxide show). 

5.A. Pulp caicification is a very common occurrence. The cause 
of pulp calcification is largely unknown. Calcification in the 
mature pulp is often assumed to be related to aging process 
but it is nerve assoiated with periodontal condition. It is the 
degenerating cells, which act  as nidus and initiate 
calcification. 

6.B. Electric pulp tester is contraindicated on patient with pace 
maker because current produced by pulp taster modify the 

normal pace maker function. Pulp tester is also not done on 
teeth with full coverage restoration. 

7.D. In case of rubber dam isolation only the tooth to be treated is 
isolated when root canal therepy is indicated. For restoration 
purpose minimum three adjacent teeth are isolated. 
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1. Cavity formation in a tooth, due to dental caries is due to: 
A. Destructive potential of streptococcus Mutans 
B. Destructive potential of Lactobacillus Acidophilus 
C. Lateral spread of caries along DE junction and weakening 

of the overlying enamel 
D. Masticatory force and unrelated to the extent of carious 

process 

2. Which of the following is not true about lubricant for rubber 
dam placement? 
A. Should have water-miscible vehicle 
B. Vaseline is an ideal choice 
C. Should be easy to remove 
D. Should not interfere with bonding procedures 

3. Caries detection dye can stain the following, except: 
A. Grartular nacrotic tissue 
B. Dry, leathery dentin 
C. Reversibly denatured collagen 
D. Irreversibly denatured collagen 

4. All of the following are true for traditional solution liner, 
except: 

A. It is not necessary in moderately deep cavities under glass 
ionpmer restoration 

B. Have film thickness of 1 to 50 microns 
C. Do not provide thermal or electric insulation 
D. Protect the pulp from reaction products leaching out of 

restoration 

5. One of the following is not true about treatment of dentinal 
hypersensitivity with dentin bonding agents: 

A. It denatures protein 
B. If forms a hybrid layer 
C. It does not alter dentin permeability 
D. It forms resin tags into dentinal tubule 
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6. Which of the following is not true about hand instruments 
used in Operative Dentistry? 
A. They are generally made of stainless steel .

. 
B. Nickel-Cobalt-Chromium is never used in its fabrication 
C. Carbon steel is more efficient than stainless steel 
D. It can be made with stainless steel with carbide inserts 

7. Nanofillers are in the range of: 
A. 10-100 microns 
B. 0.1-1 microns 
C. 0.01-0.1 microns 
D. �.005-0.01 microns 
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Answers 
I.C. When the caries reaches the dentinoenamel junction it 

spreads rapidly laterally and pulpally. This leads to softening 
of underlying dentin and ultimately leads to cavitation. 

2.B. Lubricant used for rubber dam placement should be water
soluble. This lubricant facilitates the passing of the dam 
through the proximal contact. Petroleum jelly like Vaseline 
should not be used, as they are not easily rinsed from the 
dam. 

3.C. During operative procedure infected and affected dentin is 
encountered. 

Infected dentin is soft, dry, and leathery. It includes superficial 
granular necrotic tissue contaminated by bacteria. This layer 
can be stained by caries detection dye as iP'stains the 
irreversibly denatured collagen not the reversibly denatured 
ron.l1 ::. oon ��" -b-' " 

4.B. Liners are materials applied on cavity surface to protect the 
dentin from residual reactants diffusing out of restoration 
and/ or oral fluids. They do not provide thermal or electric 
insulation. 

S.c. For treatment of dentinal hypersensitivity dentin adhesive 
are used. They reduce sensitivity by forming resin tags and 
hybrid layer, which decreases dentin permeability. 
Precipitation of proteins in the tubule also decreases 
hypersensitivity. 

6.B. Nickle cobalt and chromium alloys are also used in the 
manufacture of hand instruments. 

7.D. Nano fillers are used in modern composites. These have size 
range from 0.005 to 0.01 microns. 
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1. The resistance form is that shape of cavity which: 
A. Prevents displacement of restoration 
B. Permits the restorations to withstand occlusal forces . 
C. Allows adequate instrumentation 
D. Allows the restoration withstand occlusal forces and 

prevent displacement 

2. Beveling the pulpoaxial line angle of a class II cavity is done 
to: 
A. Increase the strength of the restoration 
B. !fpproved marginal adaptation 
C. To prevent the fracture of enamel 
D. To prevent the fracture of amalgam 

3. Which one of the following is used to bleach a discolored, 
endodontically treated tooth? 
A. Ether 
B. Chloroform 
C. Superoxol 
D. Sodium hypochlorite 

4. Instrument that has a 4 -digit fonnula: 
A. Angle former 
B. Hoe 
C. Hatchet 
D. Spoon excavator 

5. The distance between 2 holes in a rubber dam sheet is ideally: 
A. 6 mm 
B. 6.3 mm 
C. 6.5 mm 
D. 6.9 mm 

6. What fraction of in-haled mercury vapour is retained in the 
body? 
A. 45-55% B. 55-65% 
C. 65-85% D. >85% 
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7. A radiopaque line is observed in the dentin underlying a 
three month old class II amalgam restoration. Which of the 
following bases was used in this restoration? 
A. Calcium hydroxide 
B. Zinc phosphate cement 
C. Zinc oxide eugenol 
D. Zinc oxide eugenol and formacresol 

8. A diagnosis of small occlusal cavities is most readily made 
by: 

A. Bite-wing radiographs 
B. Periapical radiographs 
C. Transillumination 
D. An explorer and compressed air 
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Answers 
1.B. Resistance form is defined as the shape and placement of the 

cavity wall that best enable both the restoration and the tooth 
to withstand without fracture under the masticatory forces. 

2.A. Rounding internal line angle (e.g. axiopulpal line angle) 
reduces the stress on restorative materials (amalgam) thus 
resistance to fracture of the restorative material is increased. 

3.C. Bleaching of nonvltal teeth can be done in office by 
thermocatalytic technique and out of the office technique is 
called walking bleach. The process is used for bleaching 
consists to superoxol (35% hydrogen peroxide) is the material 
of choice. 

4.A. Most of the hand cutting instruments have three digits 
formulae. Now a day's hand cutting instruments are very 
rarely used. 

s.B. Distance between the holes iP. rubber dam is equal to distance 
from the center of one tooth to the center of the adjacent tooth. 
This is approximately 1,4 inch or 6 .3mm. 

6.C. Vapor of metallic mercury can be inhaled and absorbed 
through alveoli in the lungs at 80% of efficiency After 
absorption it concentrates in liver, kidney and brain. It is 
eventually all excreted depending on the body's ability to 
convert it to other forms. 

7.A. When calcium hydroxide is used for pulp -protection it acts 
by forming reparative, dentin. Reparative dentin can be seen 
in the form of raiopaque area below the restoration. It is 
confined to the localized irritated area of pulp and appear in 
about 1 month from inception of stimulus. 

S.D. Occlusal cavities are initiated from pits and fissures. When 
these are incipient they can be diagnosed by drying and 
moistening the teeth. As on drying it become chalky white 
and on moistening it is not detectable. Sharp explorer placed 
into the defect provide tug-back or resistance to removal. 
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