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Overview
This course is part 10 of a 10-part series 
entitled Caries Process, Prevention and 
Management. This course provides dental team 
members with information on identifying 
caries-causing factors and assessing a 
patient’s risk for developing dental caries.

Learning Objectives
Upon the completion of this course, the 
dental professional should be able to:
•	 Define the terms risk, risk factor, and 

risk assessment in the context of caries 
prevention and management.

•	 Identify biological, environmental, 
sociocultural, and economic factors that 
increase caries risk.

•	 Analyze patient’s medical and dental 
history to identify clues relevant to caries 
risk.

•	 Apply a structured caries risk assessment 
protocol in clinical practice.

•	 Conduct a caries risk assessment survey.

•	 Choose individualized intervention 
strategies based on a risk-assessment 
survey.

•	 Recognize and address the special 
considerations of high-risk populations, 
such as older adults or individuals with 
xerostomia (dry mouth).

•	 Describe the Caries Management by Risk 
Assessment (CAMBRA) system.

Glossary
risk - The probability or likelihood that a 
specific event will occur. In the context of 
oral health, teeth erupt caries-free, but from 
the moment of eruption onward, they are 
at risk of developing dental caries. This risk 
is influenced by the presence or absence of 
risk factors - those that promote or protect 
against disease development.

risk assessment – A qualitative or 
quantitative evaluation of the likelihood that 
a patient will develop dental caries based on 
a combination of clinical findings, biological 
and behavioral risk factors, and protective 
factors. Risk assessment is a foundational 
component of personalized caries 
management strategies such as CAMBRA 
(Caries Management by Risk Assessment) 
and is widely recognized in clinical practice 
and by dental insurers.

risk factor – Any biological, behavioral, 
environmental, or social condition that 
increases or decreases the probability of 
developing disease. Behavioral/ frequency of 
sugar intake, oral hygiene practices, fluoride 
exposure. Biological factors include saliva 
quality and flow and past caries experience. 
Social factors include access to care and 
socio-economic status.

risk survey – A structured assessment tool 
or questionnaire used to gather specific 
information about an individual’s caries-
related risk and protective factors. It helps 
the dental professional systematically 
determine a patient’s caries risk level 
and guide personalized prevention and 
treatment planning.
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Introduction
Dental caries is now widely recognized as a 
noncommunicable, diet-mediated chronic 
disease, rather than a classical infectious 
disease. This reflects an updated understanding 
of its multifactorial etiology, which involves the 
interplay between host susceptibility, the oral 
microbiome, dietary behaviors (particularly 
sugar consumption), fluoride exposure, and 
broader social determinants of health.1,2 Unlike 
diseases caused by a single pathogen, caries 
results from a dysbiosis of the dental biofilm 
driven by environmental and behavioral 
factors, particularly frequent sugar intake and 
inadequate oral hygiene.

Despite improvements in fluoride access and 
public health initiatives, dental caries remains 
one of the most prevalent noncommunicable 
diseases globally and in the United States, 
disproportionately affecting low-income and 
underserved populations.3

Risk assessment is an essential part of caries 
management and should be performed 
for every patient. It is not only a method 
to evaluate the likelihood of future caries 
development or progression of existing lesions, 
but more importantly, it helps identify why 
an individual is at risk. Understanding the 
specific biological, behavioral, or environmental 
contributors allows clinicians to design 
personalized, preventive treatment plans 
tailored to each patient’s unique needs. This 
individualized approach to caries management 
is the foundation of minimally invasive 
dentistry. By using caries risk assessment tools, 
dental professionals can implement targeted 
interventions, such as dietary counseling, 
behavior change support, optimized oral 
hygiene, professional fluoride therapies, and 
sealants.4-6

Moreover, when patients are made aware of 
their caries risk and contributing factors, they 
are more likely to adopt health-promoting 
behaviors and engage more actively in their 
oral health care. Educating patients about 
their risk empowers them to make informed 
decisions, supports shared decision-making, 
and leads to improved long-term oral health 
outcomes.

Clinical Significance Snapshots

What is the point of undertaking risk 
assessment for a patient? Isn’t everyone 
who has natural teeth at risk of dental 
caries?
Yes, everyone with natural teeth is at some 
risk of developing dental caries. However, 
caries is a preventable and manageable 
disease, and patients do not all have the same 
level of risk. Caries risk assessment (CRA) is a 
structured, evidence-based process used to 
identify patients at low, moderate, or high risk 
for developing caries, based on a combination 
of risk factors, protective factors, and clinical 
findings.

In the past, caries was typically treated only 
after visible tooth damage had occurred, often 
leading to a cycle of repeated restorative 
treatments. CRA allows dental professionals 
to move from a surgical-restorative model 
to a personalized, preventive approach. By 
identifying high-risk individuals, targeted 
interventions - such as dietary counseling, 
behavior change support, improved oral 
hygiene practices, fluoride therapies, and 
sealant application - can be implemented to 
reduce risk and prevent the progression of 
dental caries.

Patients at low risk still require ongoing 
monitoring and preventive care to ensure their 
risk remains low. High-risk patients, on the 
other hand, should be recalled more frequently, 
monitored more closely, and provided with a 
more intensive preventive care plan designed 
to modify risk factors and support protective 
behaviors.

Which are the strongest indicators of risk?

•	 Presence of active caries lesions (cavitated or 
non-cavitated lesions).

•	 History of caries in the past 12-24 months.
•	 Frequent consumption of fermentable 

carbohydrates.
•	 Poor oral hygiene practices, including 

infrequent or ineffective toothbrushing
•	 Use of appliances or restorations that retain 

plaque (e.g., orthodontic devices, partial 
dentures)
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methadone, have been shown to significantly 
impair salivary gland activity.7-9

More than 500 medications are associated 
with salivary gland hypofunction, and it 
is estimated that over 90% of the most 
frequently prescribed medications in the 
U.S. can cause dry mouth as a side effect. 
Medications in the following classes are 
most commonly implicated: antidepressants, 
antipsychotics, hypnotics, antihistamines, 
anticholinergics, antihypertensives, diuretics, 
appetite suppressants, muscle relaxants, and 
expectorants. Many of these drugs affect the 
autonomic nervous system, which regulates 
salivary secretion, leading to decreased salivary 
output and elevated caries risk.7,8,10

Cancer therapies are a well-established cause of 
xerostomia. Chemotherapy may reduce salivary 
flow due to cytotoxic effects on salivary glands, 
while radiotherapy to the head and neck region 
can irreversibly damage salivary acinar cells, 
leading to long-term salivary dysfunction. The 
extent of xerostomia depends on the radiation 
dose and the area treated. These therapies 
significantly elevate the risk of dental caries, 
mucosal infections, and oral discomfort.7,11,12

Older adults are more susceptible to dry mouth 
(xerostomia) due to age-related physiological 
changes in salivary gland function and their 
increased use of medications, many of which 
have xerogenic effects. Polypharmacy, defined 
as the regular use of five or more medications, 
is common in older populations and significantly 
contributes to salivary gland hypofunction. 
Studies have shown that age itself may not 
reduce salivary output significantly, but the 
cumulative impact of multiple medications and 
comorbidities leads to a higher prevalence 
of dry mouth in this group.7,13,14 Patients often 
report dry mouth due to discomfort, such as 
difficulty swallowing, speaking, or altered taste. 
Clinically, signs of xerostomia may include a dry 
or sticky oral mucosa, frothy or absent saliva, 
and a tendency for the dental mirror to stick 
to the buccal mucosa or tongue. These clinical 
observations, combined with patient-reported 
symptoms and medication history, help 
identify those at risk of caries due to salivary 
dysfunction.10,15

•	 Low salivary flow or impaired salivary 
function (e.g., due to medications, medical 
conditions, or radiation therapy)

•	 Inadequate fluoride exposure (e.g., not using 
fluoride toothpaste daily or living in a non-
fluoridated area)

•	 Socioeconomic or behavioral factors that 
limit access to dental care, fluoride exposure, 
oral health education, or the ability to 
maintain daily oral hygiene routines

Risk Assessment: Identifying Biological, 
Behavioral, and Environmental Risk 
Factors
Step 1: Review the Patient’s Medical History
A comprehensive medical history helps 
identify systemic diseases, medications, 
and treatments that may reduce salivary 
flow- an essential protective factor in oral 
health. Saliva plays a critical role in buffering 
acids, promoting remineralization, and 
supporting antimicrobial defenses. When 
salivary function is compromised (xerostomia), 
these protective mechanisms are weakened, 
significantly increasing the risk of dental caries, 
especially among high-risk populations such 
as older adults and those with chronic health 
conditions.1,7

Several systemic diseases and conditions 
can lead to xerostomia (dry mouth), which 
increases the risk of dental caries by reducing 
the protective functions of saliva. These 
include autoimmune diseases such as Sjögren’s 
syndrome, which primarily affects middle-
aged women and involves immune-mediated 
destruction of salivary and lacrimal glands, and 
lupus erythematosus and rheumatoid arthritis. 
Metabolic and endocrine disorders such as 
diabetes mellitus, thyroid dysfunction, and 
pancreatic or liver diseases also contribute. 
Neurological conditions like Parkinson’s disease 
and Alzheimer’s disease, respiratory conditions 
such as asthma (especially with inhaler use), 
and genetic disorders like cystic fibrosis are also 
associated with reduced salivary flow. Hormonal 
changes during pregnancy, perimenopause, 
and menopause, along with anorexia nervosa 
and other psychiatric illnesses, further impact 
salivary function. Additionally, lifestyle factors 
including tobacco use, alcohol consumption, 
and drug abuse, especially with opioids and 
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during routine oral hygiene, allowing for 
prolonged acid exposure and increased risk 
of demineralization. Moreover, restorations 
with faulty margins, such as overhangs, 
open contacts, or marginal gaps, can harbor 
cariogenic bacteria, facilitating biofilm retention 
and promoting secondary caries. These sites 
are particularly concerning in patients with 
inadequate oral hygiene or reduced salivary 
flow.1,21 A clinical exam should systematically 
document such conditions to inform 
personalized preventive and restorative care 
planning.

Risk Assessment: Identifying Social, 
Cultural, and Economic Factors
Social, cultural, and economic influences play a 
critical role in shaping oral health behaviors and 
caries risk. Certain dental habits can be passed 
down through families or communities via 
enculturation and social norms. For example, 
in some cultures, it is customary to allow 
infants to fall asleep with bottles containing 
sugared liquids, an established risk factor for 
early childhood caries. In other communities, 
edentulism may be perceived as an inevitable 
part of aging, and chronic oral pain may be 
normalized rather than treated.

Economic barriers also significantly impact 
oral health. Individuals living in poverty or 
underserved communities may face limited 
access to preventive dental care, fluoridated 
water, oral hygiene products, and health 
education. These structural inequalities 
contribute to disparities in caries prevalence 
and treatment outcomes. Identifying and 
acknowledging these contextual factors is 
essential for delivering patient-centered 
care. Dental professionals should be 
trained to approach such discussions with 
cultural sensitivity, and when possible, work 
collaboratively with patients to modify risk-
enhancing behaviors and improve access to 
care.23,25

Risk Assessment: Protocol
Step 1: Complete a Risk Assessment Survey
Using a structured survey, such as the one 
outlined in Table 1, allows dental professionals 
to identify caries risk factors in a clear and 
systematic manner.

Step 2: Review the Patient’s Dental History
While the presence of active carious lesions 
at the time of examination is clear evidence 
of caries, a comprehensive dental history is 
critical for understanding a patient’s long-
term risk. Past caries experience, including the 
number of restorations, extractions due to 
caries, or episodes of rapid lesion progression, 
is the single strongest predictor of future 
caries development.16,17 Sudden changes in 
caries activity such as going from years of low 
risk to multiple new restorations can signal 
underlying changes, like the introduction of 
xerogenic medications or shifts in salivary 
flow, diet, or behavior.1,7 Understanding these 
patterns helps clinicians identify modifiable 
risk factors and tailor preventive strategies 
more effectively.

In addition to past restorative history, it’s 
essential to assess current oral hygiene 
behaviors and dietary habits. Ask how often 
the patient brushes and flosses, what type 
of toothbrush and toothpaste they use, and 
whether they use fluoride-containing products. 
Inquire about how they rinse after brushing 
since excessive rinsing can diminish the effects 
of fluoride. Also, assess whether their water 
supply is fluoridated, especially in communities 
without public water fluoridation.18

A dietary history should explore frequency and 
type of sugar exposure. Frequent snacking on 
fermentable carbohydrates, sipping sugary 
beverages, or nighttime bottle feeding (in 
children) are major contributors to caries 
risk. Recognizing these patterns allows dental 
professionals to offer targeted nutritional 
counseling and behavior-change strategies.19,20

Step 3: Conduct a Clinical Assessment of the 
Oral Cavity
In addition to identifying current and past 
carious lesions, a thorough clinical assessment 
should consider anatomical and restorative 
factors that may contribute to increased caries 
risk. Tooth morphology and alignment can 
affect plaque retention and make effective 
cleaning more difficult—particularly in areas 
that are crowded, rotated, pitted, or rough. 
These surfaces create retentive niches 
for plaque biofilm and are often missed 
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Step 2: Develop Personalized Non-Operative 
Strategies for Caries Management
One of the foundational steps in non-operative 
caries management is reinforcing effective 
oral hygiene practices. Dental professionals 
should emphasize brushing with fluoride 
toothpaste twice daily and performing 
interdental cleaning, such as flossing or using 
interdental brushes. These practices are critical 
for disrupting plaque biofilm and reducing 
cariogenic bacterial activity, especially in high-
risk individuals.4,25

More importantly, involving the patient in 
understanding their disease can improve 
adherence. Visually showing the patient their 
lesions - either through radiographs or intraoral 
inspection with a mirror - can enhance motivation 
and accountability. Studies have shown that 
when patients can see the disease, they are more 
likely to engage in preventive behavior and follow 
oral hygiene recommendations.5

Instructing the patient to focus first on cleaning 
the affected areas before brushing the rest of the 

Table 1. Caries Risk Assessment Survey.
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mouth can help ensure more thorough plaque 
removal at the site of disease activity. Tailored 
suggestions may include modifying the angle 
of brushing, switching to a toothbrush with a 
smaller or tapered head, or replacing dental 
floss with an interdental cleaner with a handle 
for improved access, particularly in posterior 
regions where carious lesions may be more 
difficult to reach.1,4

Use of Fluoride: All patients should be advised 
to brush with fluoride-containing over-the-
counter toothpaste at least twice per day. 
Fluoride toothpastes available in the United 
States are regulated by the U.S. Food and Drug 
Administration (FDA) and must contain clinically 
proven fluoride concentrations. Most over-the-
counter formulations provide between 850 
and 1150 parts per million (ppm) as sodium 
fluoride or sodium monofluorophosphate. This 
method is cost-effective, simple to implement, 
and widely accessible. Systematic reviews have 
demonstrated that regular use of fluoridated 
toothpaste results in a 24% average reduction 
in caries incidence in permanent teeth.26,27

Fluoridated toothpaste can also be used 
topically and therapeutically. For patients with 
early-stage active lesions, a small amount 
of toothpaste can be applied directly to the 
cleaned lesion with a toothbrush or fingertip 
before bedtime. This enhances fluoride 
availability at a time when salivary flow is 
lowest, improving remineralization potential. In 
patients with caries activity who struggle with 
thorough brushing, a 0.05% sodium fluoride 
(NaF) mouthrinse once daily, or a 0.02% NaF 
mouthrinse twice daily, can be recommended. 
Clinical studies show fluoride mouthrinses 
reduce DMFS (Decayed, Missing, and Filled 
Surfaces) by approximately 27% compared to 
placebo or no rinse.28

For individuals with high caries activity, 
higher-concentration fluoride products may 
be required. These include prescription-
strength fluoride dentifrices containing 5000 
ppm fluoride, gels, or tablets for daily use. 
Professional fluoride varnish application by a 
dental provider following plaque removal has 
also been shown to reduce caries in permanent 
teeth by an average of 43%.26,29

In patients with porcelain or composite 
restorations, acidulated phosphate fluoride 
(APF) should be avoided due to its potential to 
etch and degrade restorative surfaces. In these 
cases, neutral sodium fluoride formulations are 
preferred for both in-office and at-home use.

Diet Modification: Diet modification should 
be considered an essential component of 
caries prevention, even in patients who do not 
currently present with active lesions. The dental 
professional should review the patient’s caries 
risk factors and explain how dietary changes, 
particularly increased frequency or quantity of 
sugar intake can elevate risk. Life events such 
as pregnancy, job loss, divorce, retirement, 
or bereavement often lead to shifts in eating 
habits, including more frequent snacking or 
reliance on processed foods. These transitions 
may go unnoticed but can contribute to a 
shift from low to moderate or high caries risk. 
Simple, open-ended questions during recall 
visits can help identify these changes early and 
support timely preventive guidance.30,31 Asking 
about lifestyle or health changes allows the 
dental provider to reinforce the importance 
of limiting fermentable carbohydrates and 
maintaining consistent oral hygiene and fluoride 
use, even during periods of stress or disruption.

For patients presenting with active carious 
lesions, dietary analysis is a critical step in 
identifying potential contributors to disease 
progression. A 24-hour dietary recall or a 3-day 
food log (including at least one weekend day) 
is typically used to capture what the patient 
has consumed, including foods, drinks, and 
medications. This information reveals patterns 
such as frequent snacking and prolonged 
exposure to fermentable carbohydrates. 
Based on this data, dental professionals can 
collaborate with the patient to develop practical, 
realistic strategies—such as limiting sugary 
foods to meal times, choosing water over sugar-
sweetened drinks, and encouraging sugar-free 
alternatives.19,30

Recent evidence supports the effectiveness of 
behavioral counseling methods: for instance, 
home-delivered bottled water combined 
with caregiver dietary guidance significantly 
decreased children’s sugary drink intake.32 
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Additionally, specific dietary screening 
questions, such as those addressing meal 
patterns and drink habits have been strongly 
associated with caries and useful in improving 
risk assessments.33 However, it’s important to 
recognize that dietary data is self-reported and 
susceptible to recall bias; therefore, it should 
be interpreted alongside clinical findings and 
risk indicators to create a comprehensive caries 
management plan.30,31

Recalling the Patient: Recalls appointments 
should be tailored to each patient’s individual 
risk level. For individuals without active caries 
and with good oral hygiene, one to two visits 
per year are generally sufficient. However, 
high-risk patients, such as those who struggle 
with plaque control or have reduced salivary 
flow due to medication, medical conditions, or 
lifestyle habits, require more frequent care.

Initially, high-risk individuals should return every 
2 to 3 weeks until plaque control is achieved. 
Once stabilized, ongoing recalls of 2 to 3 months 
are recommended for those with xerostomia 
or persistent plaque issues. Patients without 
dry mouth and with controlled caries may 
shift to recalls every 6 to 12 months. During 
recall visits, the provider should assess plaque 
control, monitor lesion activity or progression, 
update radiographs as necessary, and reinforce 
oral hygiene and dietary advice. Application 
of sealants or re-assessment of non-operative 
strategies may also be appropriate.34

A randomized international trial found 
that risk-based protocols lead to better 
resource allocation and more targeted care, 
recommending intervals from 3 to 24 months 
based on risk indicators and age.35 The CAMBRA 
model also advises bitewing radiographs every 
6-18 months for high-risk, and every 18-24 
months for moderate-risk adults, reinforcing the 
need for personalized recalls.36

Step 3: Incorporate Additional Strategies for 
Patients with Special Considerations
Dry mouth (xerostomia): Patients with 
reduced salivary flow require extra care 
beyond standard hygiene, fluoride use, and 
dietary counseling. Encourage them to sip 
water regularly throughout the day and limit 
substances that further dry the mouth, such 

as caffeinated beverages and alcohol. Saliva 
substitutes available as sprays, lozenges, 
gels, or rinses can provide lubrication and, in 
some cases, added fluoride protection. These 
measures help maintain oral moisture and 
buffer acid attacks in the absence of sufficient 
natural saliva.7,37

Patients with self-care limitations: 
Individuals who rely on others or are unable to 
perform oral hygiene themselves, such as older 
adults with illnesses or cognitive impairments, 
often require tailored preventive care. Their 
diets may lean toward soft, easily chewable 
foods, which can be high in carbohydrates; 
medications may be syrup-based and contain 
sugar; and they may not receive adequate 
nutrients that support oral health. A study 
found only 5% of elderly residents in assisted-
living homes asked caregivers for oral cleaning 
assistance.38 Providers should educate 
caregivers to help with daily oral care and 
prompt assistance when needed.

Other considerations include recommending 
toothpastes for sensitivity when dentin is 
exposed, and ensuring effective removal of 
hardened calculus (tartar) through professional 
cleaning or specialized tools. These 
individualized adaptations align with CAMBRA 
principles of minimizing disease progression 
and preserving oral health.36

CAMBRA System
The CAMBRA (Caries Management by Risk 
Assessment) system is an evidence-based 
framework designed to prevent, arrest, or 
reverse dental caries by addressing the full 
disease process.2,4 CAMBRA uses a “caries 
balance” approach, evaluating both disease-
promoting factors (the “bad”) and protective 
factors (the “good”) in order to define a 
patient’s risk level and guide individualized 
care.

The CAMBRA system provides a more in-depth 
assessment tool as a key element of the overall 
approach and takes account of:
•	 Caries disease indicators: Includes Socio-

economic status, developmental conditions, 
and the presence of lesions, restorations or 
extractions due to decay within the previous 
3 years.
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approach is supported by clinical outcomes 
data demonstrating reduced caries incidence 
and improved patient engagement.5,30

Conclusion
To reduce the prevalence of dental caries 
and improve population oral health, it is 
essential for dental professionals to routinely 
assess each patient’s risk for developing new 
lesions or experiencing caries progression. 
Effective caries risk assessment relies on 
a combination of factors, including the 
patient’s medical and dental history, dietary 
habits, oral hygiene behaviors, and relevant 
social, cultural, and economic influences. 
A systematic approach, such as using a 
structured risk assessment survey, allows 
clinicians to identify risk factors efficiently 
and develop personalized, non-operative 
strategies. These may include enhanced 
oral hygiene practices, fluoride use, dietary 
counseling, and targeted interventions for 
patients with special considerations, such as 
xerostomia or limited self-care capacity. This 
patient-centered, preventive approach not 
only promotes better oral health outcomes 
but also empowers patients to take an active 
role in managing their own oral health.

•	 Caries risk factors: Includes visible plaque, 
frequent sugar intake, low salivary flow or 
medications affecting saliva, complex tooth 
morphology, exposed root surfaces, and 
use of orthodontic appliances or removable 
prostheses.4

•	 Caries protective factors: Includes use of 
fluoride (systemic and topical) and adequate 
salivary function .

•	 Clinical examination findings: Includes 
observation of white spot lesions, 
demineralization areas, restorations, and 
plaque accumulation

After evaluating these categories, CAMBRA 
assigns a risk level of low, moderate, 
high, or extreme and provides tailored 
recommendations. There are age-specific 
versions for children aged 0-5 years and for 
individuals aged 6 years and older.

CAMBRA’s comprehensive, evidence-based 
design encourages both clinicians and 
patients (or their caregivers) to focus on 
disease etiology rather than solely on repair. 
It guides personalized preventive strategies, 
fosters shared decision-making, and enhances 
communication within the dental team.4,25 The 



10

Crest® + Oral-B®
 at dentalcare.com | The trusted resource for dental professionals

Course Test Preview
To receive Continuing Education credit for this course, you must complete the online test.  Please  
go to: www.dentalcare.com/en-us/ce-courses/ce719/start-test

1. Which of the following is the definition of risk factor?
A. The probability that an event will occur.
B. The qualitative estimation of adverse effects that may result from exposure to specific 

hazards.
C. An environmental, biological, behavioral or social factor that the likelihood of a disease or 

adverse health outcome.
D. None of the above.

2. When taking the patient’s medical history, why is it important to look for clues that could 
lead to dry mouth?
A. Dry mouth is a factor linked to increased risk of caries because there is insufficient saliva 

present in the oral cavity o buffer acids and remineralize teeth during acid attacks.
B. Dry mouth causes oral cancer.
C. Dry mouth is always a sign of serious illness.
D. All of the above.

3. Which of the following is a condition that can lead to dry mouth?
A. Diabetes
B. Sjögren’s Syndrome
C. Hormonal changes in menopause
D. All of the above.

4. Which of the following types medications are NOT commonly linked to dry mouth?
A. Analgesic
B. Antidepressant
C. Antihistamine
D. Antihypertensive

5. Why are patients undergoing radiotherapy at risk for dry mouth?
A. Radiotherapy reduces moisture levels in the body.
B. Radiotherapy causes an autoimmune reaction that dries the body’s tissues.
C. Radiotherapy causes damage to the salivary acinar cells, thereby hindering saliva 

production.
D. None of the above.

6. How can a dental professional tell if a patient has dry mouth?
A. Ask the patient if they are experiencing discomfort because the mouth feels dry.
B. Check to see if saliva appears frothy.
C. Observe whether the mouth mirror sticks to mucosal surfaces.
D. All of the above.

7. From a patient’s dental history, which of the following indicates high caries risk?
A. A history of multiple restorations.
B. History of a trauma that chipped a tooth.
C. Teeth with white enamel stains.
D. A history of using whitening toothpaste.

https://www.dentalcare.com/en-us/ce-courses/ce719/start-test
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8. What is common information to gather when collecting a patient’s dental history?
A. What toothpaste the patient uses
B. How often the teeth are cleaned.
C. Dietary habits that may contribute to caries.
D. All of the above.

9. During the clinical exam, which of the following is a site that is more likely to have caries?
A. A front tooth that has a white enamel discoloration.
B. Front teeth with a diastema (gap).
C. Restorations with faulty margins.
D. A tooth that is smooth.

10. Which of the following might help a patient improve cleaning around carious lesions?
A. Suggesting a different angle for brushing the diseased area.
B. Showing the patient where the lesion is using a radiograph and/or help of a mirror.
C. Saying they should listen to you because you are a professional.
D. A and B

11. What is the typical amount of fluoride recommended for toothpaste?
A. 500 ppm to 1000 ppm
B. 850 ppm to 1150 ppm
C. 2000 ppm to 2500 ppm
D. 2500 ppm to 3000 ppm

12. In a patient with active lesions, how can a dental professional identify potential dietary 
contributors to caries?
A. Ask the patient to recall all they have consumed over the past 24-hour.
B. Rely solely on the appearance of the lesions.
C. Ask the patient to complete a 3-day food and drink diary.
D. A and C

13. Which of the following is true regarding recalling the patient after a dentist visit?
A. Patients without active caries should return once or twice a year.
B. High-risk patients with poor plaque control may need to return every 2-3 weeks initially.
C. Patients without dry mouth whose caries activity appears under control may only need to 

be seen every 6 to 12 months.
D. All of the above.

14. Which of the following is NOT a tip that can help patients with dry mouth?
A. Sip water frequently.
B. Use saliva substitutes.
C. Drink caffeinated beverages.
D. None of the above.

15. What percentage of elderly occupants in residential homes ask their caregivers for help 
with oral hygiene?
A. 50
B. 5
C. 80
D. 100
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