
Classification of the orthodontic appliances. The active plate 

 

 
1. Which statement is correct? 

a. The active plate is an appliance with mechanical action. 

b. The active plate can be used in deciduous, mixed and permanent dentition. 

c. The active plate is a bimaxillary appliance. 

 

2. Which statement is wrong? 

a. The wire components and the screws are embedded in the acrylic base of the 

active plate. 

b. The acrylic base of the active plate distributes the force of the orthodontic screws 

to the teeth. 

c. The acrylic base of the active plate isolates the action of the intraoral muscles. 

 
 
3. Which statement is wrong? 
a. The acrylic base extends 1-2 mm above the interdental papillae of the incisors. 
b. The borders of the acrylic base of the active plate extend to the DISTAL surfaces of 
the first molars. 
c. The borders of the acrylic base of the active plate extend to the neck of the anterior teeth 
from their lingual side. 
 
4. Which statement is correct? 
a. The occlusal bite planes are used for treatment of distal occlusion. 
b. The height of the occlusal bite planes should never exceed the physiological rest 
position. 
c. The occlusal bite planes increase the anchorage in the posterior regions. 
 
5. Which statement is correct? 
a. The retentive parts of the wire components should not interfere with tooth movements. 
b. The retentive inflections of the wire components should lie tight on the dental cast in 
order not to thicken the acrylic base. 
c. The retentive parts of the wire components should cross other elements. 



 
6. The Adam’s clasp is indicated for: 
a. Teeth with good equator (undercut). 
b. Teeth with short clinical crown 
c. Premolars. 
 
7. Which statement is wrong? 
The labial bow with U-loops: 
a. Is used to retrude the anterior teeth. 
b. Is made from 0.8mm wire. 
c. Follows tightly the vestibular surface of the incisors. 
 
8. Which statement is wrong? 
The springs for mesio-distal movement of the teeth: 
a. Cross the dental arch occlusally and are between the teeth. 
b. Have helicoidal loops which increase the spring elasticity. 
c. Contact with the most prominent part of the palatal surface of the teeth. 
 
 
 
9. Which statement is wrong? 
The orthodontic screws work best in: 
a. The sagittal plane. 
b. The vertical plane. 
c. The transversal plane. 
 
10. The expansion screw is fixed: 
a. Perpendicularly to the long axis of the posterior teeth. 
b. Between the first upper molars. 
c. As close as possible to the soft tissues so as not to thicken the acrylic plate base. 

 

Functional orthodontic appliances 
 

1. Which statement is wrong? 

a. The functional appliances regulate the balance between the extraoral and intraoral 
muscles.  

b. The functional appliances are used for alignment of the teeth in the dental 
arches.  

c. The functional appliances influence the relationship between the maxilla and the 
mandible. 

 



2. The sources of forces in the functional appliances are: 

a. Screws; 
b. Muscles; 
c. Vestibular arches. 

 
3. Which statement is wrong? 

The functional appliances can be: 
a. Extraoral; 
b. Myodynamic; 
c. Myotonic. 

 
4. The elastic open activator of Klammt is not indicated for treatment of: 

a. Class II division 1; 
b. Deepbite;  
c. Laterognatia. 

 
5. Which statement is correct? 

The working bite for Klammt activator is taken as follows: 
a. The mandible is medialized till edge-to-edge bite; 
b. In the vertical plane till edge-to-edge bite ; 
c. Normal occlusal relationship in the posterior segment. 

 
6. The Balters bionator is: 

a. A removable orthodontic appliance with bimaxillary mechanical action; 
b. Indicated for treatment of maxillary compression; 
c. Myodynamic appliance. 

 
7. The Balters bionator, type 2 is indicated for treatment of: 

a. Class II division 1; 
b. Class II division 2; 
c. Class III. 

 
8. The Frankel appliance, type 2 is indicated for treatment of: 

a. Class II division 1; 
b. Class II division 2; 
c. Class III. 

 
9. Elements of Frankel type 3 are: 

a. Acrylic labial pads in the maxilla; 



b. Acrylic labial pads in the mandible; 
c. Palatal support wire, opened distally to change the position of the tongue. 

 
10. Which statement is wrong? 

a. The lip bumper is an appliance that is fixed on orthodontic bands on the first 
permanent molars. 

b. The acrylic labial pads of the Lip bumper are in contact with the vestibular surface 
of the incisors in order to eliminate the lip pressure on the incisors. 

c. The lip bumper can protrude lower incisors. 
 

Twin Block  

1. The Twin Block appliance belongs to which one of the following groups of 

functional appliances? 

a. Myotonic appliances. 

b. Functional appliances with inclined plane. 

c. Functional appliances that normalize the position of the lips. 

 

2. In which dentition is most favorable to use the Twin Block appliance? 

a. Permanent dentition. 

b. Late mixed dentition. 

c. Early mixed dentition. 

 

3. Twin block is best indicated for which one of the following anomalies of the 

occlusion? 

a. Bialveolar retrusion. 

b. Deviation. 

c. Distal occlusion. 

 

4. The inclined plane in the appliance Twin Block is in the zone of: 

a. First premolar-second premolar; 

b. Canine-first premolar; 

c. Second premolar-first molar. 

 

5. The working bite for Twin Block appliance for treatment of distal occlusion should 

follow the rule: 



a. We medialize the mandible in order to correct of the anterior-posterior 

relationships of the jaws; 

b. The midline of the mandible is aligned with the midline of the maxilla in order to 

correct the anterior-posterior relationships; 

c. We distalize the mandible in order to correct the anterior-posterior relationships 

of the jaws. 

 

6. The guided trimming of the inclined planes of the Twin Block is done in order to: 

a. create space for the teeth in the dental arch; 

b. increase the vertical dimension of the occlusion; 

c. normalize the transversal occlusal relationships. 

 

7. During the treatment of deep bite it is important to help: 

a. The vertical eruption of the lower molars by trimming the upper Twin Block; 

b. The vertical eruption of the lower molars by trimming the lower Twin Block; 

c. The vertical eruption of the lower molars by trimming both upper and lower Twin 

Block. 

 

8. What is the advantage of the Twin Block compared to the Monoblock: 

a. The vertical disocclusion for the working bite is less for the Twin Block; 

b. The Twin Block is used only nighttime; 

c. The `Twin Block can treat discrepancies in the dental arch and in the occlusion at 

the same time.  

 

9. Which one from the elements of Twin Block is responsible for its functional action?  

a. The Delta clasps. 

b. The possibility to use two active screws (separately in the upper and in the lower 

arch). 

c. The two inclined planes. 

 

10. What can’t be achieved with the Twin Block appliance? 
a. The appliance can guide the movement of the teeth and their eruption with the 
help of guided trimming of the acrylic base. 
b. The dental arch development can be done together with the correction of the 
occlusal relationships. 
c. We can retrude the anterior segment in the created space after tooth extraction. 



Fixed appliances: Main features, principles and treatment stages. Biomechanics 
– general concepts. 

 
1. According to the classification of the orthodontic appliances, what type of 

appliance is the fixed technique?  
a. Intraoral, non-removable, functional orthodontic appliance.     
b. Intraoral, non-removable, with mechanical action orthodontic appliance.   
c. Intraoral, removable, with mechanical action orthodontic appliance.      

 
2. Elements of the fixed technique are: 
a. Orthodontic bands, wires and ligatures; 
b. Orthodontic bands, brackets and ligatures;    
c. Orthodontic bands, brackets, wires, ligatures and accessories.   

 
3. The orthodontic bands are bonded:  
a. Mainly on the first and second permanent molars with buccal tube parallel to the 

occlusal plane;  
b. On the canines and premolars with buccal tube parallel to the occlusal plane;      
c. On incisors and molars with buccal tube parallel to the occlusal plane. 

 
4. Where are the brackets bonded? 
a. As close as possible to the incisal edge of the incisors and to the occlusal surface of 

the posterior teeth.       
b. In the middle of the clinical crown – on a certain distance from the incisal edge 

and along the long axis of the teeth.       
c. As close as possible to the gingiva.  

 
5. Indications for fixed appliance:  
a. The appliance is suitable for correction of discrepancies in the single dental arch;  
b. The appliance is suitable only for correction of the occlusion; 
c. The appliance is universal.   

 
6. List the treatment phases with fixed technique after extraction of premolars:  
a. Levelling, alignment of the teeth, space closure, coordination of the jaws 

(finishing /detailing) and retention;  
b. Leveling, space closure, coordination of the jaws (finishing /detailing).; 
c. Leveling, alignment of teeth, coordination of the jaws (finishing /detailing). 

 
7. The treatment goals and the arch wires in the first phase of treatment with fixed 

technique are:  



a. Leveling of the teeth with rigid stainless steel wires – size from 0,018“ to 
0,016х0,022“;    

b. Leveling of the teeth with elastic wires – size from 0,012“ to  0,016х0,022“;   
c. Space closure with thin elastic wires from 0,012“ to  0,016х0,022“.    

 
8. What does ”guided phase” mean in the fixed technique? 
a. During this phase the space closure is done.     
b. During this phase a tooth that is out of the dental arch is guided into the dental 

arch.  
c. Most often this phase is a part from the extraction therapy when the canine is 

moved in the space of the extracted first premolar.  
 

9. Do we need a retention period after the treatment with fixed technique?  
a. No, because the appliance has been fixed.          
b. Yes, as long as the treatment time.  
c. Yes, around 2-3 months. 

 
10. The fixed orthodontic technique is used in:  
a. All types of dentitions;         
b. Only in fully developed permanent dentition;  
c. In mixed and permanent dentition.  

 

Extraoral orthodontic appliances – main features and principles. 
 

1. The extraoral appliances are: 
a. Removable appliances with extraorally located anchorage, with mechanical 

action, for orthodontic treatment;  
b. Removable functional appliances with extraorally located anchorage, for 

orthodontic treatment; 
c. Fixed appliances with extraoral action, with mechanical action, for orthodontic 

treatment. 
 

2. According to their application, the extraoral appliances (EOA) are divided into: 
a. ЕОА  for the maxilla and neck; 
b. ЕОА for the maxilla, mandible and for both jaws; 
c. ЕОА for the mandible and chin.    

 
3. What are the indications for extraoral appliances? 
a. Severe bialveolar protrusion.     
b. Protrusion of the mandible.     



c. Overdeveloped maxilla and mandible. 
 

4. The elements for the extraoral appliance for the maxilla are: 
a. Headgear with occipital or cervical pull, facebow and pull force elements – 

springs;   
b. Headgear with occipital or cervical pull and pull force elements – springs and chin 

cap;  
c. Headgear and pull force elements – springs.  

 
5. The extraoral appliances for the maxilla are used: 
a. Only on skeletal level;   
b. Both on skeletal and dentoalveolar level;   
c. Only for movement of teeth.  

 
6. How does the extraoral appliance for the maxilla influence the teeth – on which 

teeth and how do these teeth move? 
a. Retrusion of upper anterior teeth.  
b. Distalization of upper anterior teeth.  
c. Distalization, extrusion and intrusion of upper first molars and/or second molars.   

 
7. How do the extraoral appliances (EOA) influence the apical base of the maxilla? 
a. ЕОА can change the occlusal plane and the maxillary plane in clockwise and 

contra clockwise direction.  
b. ЕОА can change only the anterior segment of the alveolar bone.  
c. ЕОА cannot change the alveolar bone.     

 
8. Can the extraoral appliance influence the growth and/or change the direction of 

growth?  
a. No, it cannot.    
b. Yes, it can - during the growth.  
c. Yes, it can - at any age.      

 
9. Which one of the listed effects is achieved with the extraoral appliances? – 

“orthopedic” or “orthodontic”? 
a. None of them.   
b. Only “orthopedic”.      
c. Both of them before and during the growth.  

 
10. What is the optimal magnitude of force that is developed from the extraoral 

appliance on the maxilla? 



a. Between 400 – 600 gr per side.   
b. Over 1500 gr per side.      
c. Between 50 – 70 gr per side.   

    
 

Tooth shape and size discrepancies. Clinical implications, diagnosis, 
prevention and treatment 

 
1. Which dentition and which groups of teeth are most affected from change in the 

tooth shape and size? 
a. Only the primary teeth are affected.  
b. Both primary and permanent dentition are affected but most often - the incisors.   
c. Only the group of the premolars. 

 
2. What do we observe extraorally and intraorally when there is tooth size 

discrepancy? 
a. Extraorally – increase in the size of the mouth, intraorally – teeth with irregular 

structure.  
b. Extraorally – small mouth size, intraorally – small dental arches.    
c. Extraorally – usually no change, intraorally – teeth with alteration in their size.  

 
3. What is the name of the discrepancy when the teeth differ in their size according 

to the standard norm? 
a. Microdontia – when the teeth have smaller size, macrodontia – when the teeth 

have bigger size.   
b. Miniature – when the teeth have smaller size, Gigantic – when the teeth have 

bigger size.     
c. Peg-shaped – when the teeth have smaller size, Moser’s teeth – when the teeth 

have bigger size.      
 

4. To which dento-facial deformities does the tooth size and shape discrepancies 
belong?  

a. Discrepancy between the size of the dental arch and the size of the skull.   
b. Dentofacial deformity that affects the dento-alveolar discrepancies.    
c. Dentofacial deformity that affects dental-dental discrepancies.   

 
5. What problems for the dental arch can cause the irregular tooth shape?                                           
a. Aesthetical, absence of symmetry, these teeth take more space in the dental 

arch.   
b. Usually there is severe overjet or anterior crossbite.     



c. The irregular tooth shape does not cause any problems.  
 

6. The tooth shape and size discrepancies can lead to which occlusal discrepancies? 
a. The tooth shape and size discrepancies does not cause any occlusal discrepancies. 
b. Sagittal discrepancies in the occlusion.   
c. Vertical discrepancies in the occlusion.   

 
7. What are the goals of the orthodontic treatment when macrodontia is present? 
a. To find space in the dental arch nevertheless there is or there is no symmetry in 

the dental arch   
b. The tooth with macrodontia is extracted nevertheless if this tooth is in the 

aesthetic zone    
c.  It depends on the amount of macrodontia and whether there is one or more 

teeth affected from macrodontia   
 

8. What are the goals of the orthodontic treatment when there is macrodontia of a 
single tooth? 

a. To align the tooth in the dental arch and create space for it with Interproximal 
reduction of the enamel of the same tooth 

b. To align the tooth in the dental arch and create space for it with intraproximal 
reduction of the enamel of the adjacent teeth   

c. To extract the tooth with macrodontia   
 

9. What are the goals of the orthodontic treatment when there is a microdontia of a 
single tooth? 

a. To extract the tooth with microdontia   
b. To create space in the dental arch for normal size of the tooth with microdontia    
c. To medialize all teeth in order to have tight approximal contacts     

 
10. Which orthodontic appliance is recommended in case of tooth shape and size 

discrepancy? 
a. Active plate with inclined plane – corrects the occlusion in sagittal direction    
b. Activator – corrects the occlusion in vertical dimension  
c. Fixed appliance that will allow to control the spaces in the dental arch and the 

root position   
 

Tooth number discrepancies. Impacted and persistent teeth. Clinical 
implications, diagnosis, prevention and treatment 

 
 



1. When do we have temporary increase in the number of teeth? 
a. In cases when there is hyperodontia in primary dentition       
b. In cases when there is a persistent primary tooth and the permanent one is 

erupting     
c. In cases when there is increase in the number of teeth only in a certain group of 

teeth        
 

2. When do we have temporary decrease in the number of teeth? 
a. In cases when there is an absent tooth in the dental arch and on the X-ray its 

absence is proven     
b. When the tooth is extracted 
c. In cases when there is an absent tooth in the dental arch and on the X-ray the 

tooth is found in the bone.      
   

3. What is the reason for the increasing number of teeth? 
a. The germs of the permanent and the primary teeth split exactly before their 

eruption        
b. The roots of the germs of the primary and the permanent teeth split during their 

development     
c. Change in the germ sacculus when it can divide in one or more germs  

 
4. What is the reason for the reduction in the number of teeth? 
a. The lack of germ sacculus and inheritance   
b. The presence of a germ sacculus that has not developed      
c. The fusion of two germ sacculus and the formation of one tooth     

 
5. Which dentition and which teeth in the mandible are most often affected from 

hypodontia? 
a. Primary dentition, the group of the molars    
b. Permanent dentition, the group of the canines    
c. Permanent dentition, the group of the second premolars 

 
6. Which statement is correct? 
a. The hypodontia affects mostly lower second premolars, upper lateral incisors, 

lower central incisors.   
b. The hypodontia affects mostly lower second premolars, upper central incisors, 

lower lateral incisors  
c. The hypodontia affects mostly lower first molars, upper lateral incisors, lower 

central incisors. 
 



7. Where does the differential diagnosis for the different types of “tooth number 
discrepancies” come from? 

a. From the X-ray evaluation   
b. From the anamnesis, taken from the parent      
c. From the intraoral status       

 
8. What problems the hypodontia of second premolars can cause in the dental arch 

and does it influence the occlusion? 
a. Shortening of the dental arch and occlusal changes only in the transversal 

direction.  
b. Yes, it shortens the dental arch and changes the occlusal relationships mostly in 

the sagittal direction.    
c. Neither changes in the dental arch, nor in the occlusion.    

 
9. Which appliance is best for movement of teeth in the single dental arch and 

forming the perimeter of the dental arch? 
a. Active plate with circumferential clasps  
b. Functional appliances   
c. Fixed appliances 

 
10. Which teeth are retained mostly? 
a. Upper central incisors and upper third molars  
b. Lower third molars and upper canines   
c. Lower canines and upper first premolars  

 

Tooth position discrepancies. Diastemas and tremas 

 
1. Which statement is wrong? 

a. Diastema is the space between two adjacent teeth 
b. Diastema is found in both arches 
c. Diastema is a transversal discrepancy 

 
2. Which statement is correct? 

a. The space between any adjacent teeth is called trema  
b. The trema is a transversal discrepancy in the anterior segment and sagittal 

discrepancy in the posterior segment 
c. The tremas are normal for the permanent dentition. 

 
3. In early mixed dentition, the diastema is considered temporary discrepancy which 

will self-correct if: 



a. It is up to 3 mm 
b. It is up to 5 mm 
c. It will never self-correct 

 
4. According to Vladislavov, we have good prognosis for eruption of the permanent 

teeth, if the primary dentition is: 

a. Without tremas and diastemas 
b. With crowding 
c. With diastemas and tremas 

 
5. Which type of diastema in early mixed dentition cannot be self-corrected?  

a. Diastema 2mm with divergent axis of the central incisors 
b. Diastema up to 5 mm 
c. Each type of diastema 

 
6. Which one of the following can be an etiological factor for diastema? 

a. Deep bite 
b. Hypodontia of lateral incisors 
c. Microdontia  

 
7. Which one of the following reasons can be an etiological factor for diastema in the 

mandible? 

a. Thumb sucking 
b. Sucking of the lower lip 
c. Tongue trust 

 
8. Which statement is wrong? 

The reason for a 5 mm or more diastema can be: 
a. Short upper labial frenulum 
b. Mesiodens 
c. Hypodontia of upper lateral incisors 

 
9. In which type of dentition, a diastema up to 3 mm will be treated? 

a. Primary dentition 
b. Early mixed dentition 
c. Permanent dentition 

 

10. Which one from the following treatments can be used for closure of a diastema? 



a. Medialization of the central incisors 
b. Protrusion of the incisors 
c. Retrusion of the incisors 

 

 

Constriction /endognathia/. Clinical symptoms, diagnostics, prevention and 

treatment. 

 

 1. Which of the definitions is correct?  

a. The constriction is a deviation of the occlusion, which is characterized by a narrowing 

of the dental arch, endognathia is a narrowing of the alveolar ridge. 

 b. The constriction is narrowing only of the upper jaw, endognathia – narrowing of the 

lower jaw. 

 c. Constriction is a deviation of the individual jaw, which is characterized by a narrowing 

of the dental arch, endognathia is a narrowing of the jaw. 

 

2. Is the constriction considered as a commonly seen deformation? 

 a. Yes, more often in the upper jaw.  

b. Yes, more often in the lower jaw.  

c. No, it is a rare tooth- jaw size deformation. 

 

3. What is the etiology of the constriction? 

a. Action of endogenous factors 

b. Lack of balance between outer and inner oral muscles  

c. Birth trauma 

 



4. Which are the clinical symptoms of severe constriction - extraorally? 

a. The face is narrow, the lower facial hight is reduced, the vermilion thickness is reduced 

b. There are no deviations extraorally 

c. The face is narrow, most often the upper lip is short and part of the clinical crown of 

the upper front teeth is visible. 

 

5. What is the clinical symptoms of severe constriction - intraorally of the upper jaw? 

a. The upper dental arch is with abnormal shape – elongated or triangular; frontal 

teeth crowded or buccaly inclined; the palate is Gothic 

b. The upper dental arch has a normal shape; the palate is deep; the frontal teeth are 

crowded 

c. The upper dental arch is narrow; the palate is normal; frontal teeth have diastemas 

and tremas 

 

6. Specify the biometric method by which the constriction is diagnosed. 

a. Measuring the length of the "support zone" – Moyers’ method 

b. Measuring the width of the dental arch - Pont's method 

c. Measuring the anterior length of the dental arch – Korkhaus’ method 

 

7. A differential diagnosis is made between constriction and: 

a. retrusion 

b. prognathia 

c. Tooth-jaw size discrepancy 

 



8. What is the prevention of the constriction. 

a. Removing harmful habits and restoring balance between the intra and extra oral 

muscles 

b. Eliminating harmful habits and maintaining correct speech 

c. Normalization of the function - swallowing 

 

9. What are the goals of orthodontic therapy in treatment of constriction? 

a. Normalizing the depth of the palate 

b. Expansion of the dental arch 

c. Providing space for all front teeth 

  

10. How to maintain the obtained result after treatment of constriction? 

a. Creating balance of the intra and extra oral muscles, removing harmful habits, 

normalizing oral functions 

b. Through a retention appliances until the end of growth 

c. The result is stable and no retention is needed 

 

Expansion /exognathia/. Clinical symptoms, diagnostics, prevention and 

treatment. 

 

1. Which of the definitions is correct?  

a. The expansion is a deviation in occlusion that is characterized by an increased size of 

the dental arch, and exognathia is an expansion of the alveolar ridge. 

b. The expansion and exognathia occur only in the upper jaw. 



c. The expansion is a deviation of one jaw, which is characterized by an increased size 

of the dental arch, and exognathia is an expansion of the jaw. 

 

2. Which factors cause jaw expansion? 

a. An increase in the bone structure of the corresponding jaw 

b. Change in the number and size of teeth in the lateral segment; cysts, tumors; pituitary 

hyperfunction after growth completion. 

c. Hypertrophy of the thyroid gland 

 

3. What characterizes the extraoral status in cases of expansion? 

a. The face is long and narrow 

b. The lower facial hight has been enlarged 

c. There are usually no extraoral abnormalities 

  

4. What characterizes the intraoral status in cases of expansion? 

a. In the area of expansion the dental arch is enlarged, diastemas and tremas can be 

seen, irregular transverse dimensions in the occlusion, the palate is flat 

b. The dental arch is enlarged, teeth crowding in the opposite segment, there is no 

reflection in the occlusion 

c. The dental arch is asymmetrical, the teeth are outside the dental row, the palate is deep 

 

5. List the biometric methods by which the diagnosis of expansion is made: 

a. Measuring the width of the dental arch - Pont's method 

b. The mesio-distal diameters of the teeth in the lateral segment are measured - 

Bolton's method 



c. The Izard’s method is applied 

 

6. What is the differential diagnosis in case of expansion? 

a. Is there constriction in the other jaw 

b. Between  tooth-jaw size discrepancy and expansion 

c. Is the enlargement of both jaws symmetrical 

 

7. What is the prevention of the expansion? 

a.  Intake of soft (mushy) foods 

b. Stimulation of the chewing function 

c. Elimination of the causes that lead to the expansion of the dental arch 

 

8. What are the goals of orthodontic treatment in cases of expansion? 

a. Providing proper occlusion in the distal segments 

b. Increasing the size of the affected jaw 

c. Reduction of the transverse dimention of the opposite jaw  

 

9. What kind of appliances are used in the treatment of expansion? 

a. Extraoral appliances 

b. Fixed appliances 

c. Preventive appliances 

 

10. How to maintain the obtained result after treatment of expansion? 



a. Placement of buccal retainer  

b. Lifetime retention  

c. The restored orthognathic occlusion is a natural retention 

 

 

Protrusion (Proclination). Clinical symptoms, diagnostics, prevention and 

treatment. 

1. What is the correct definition of protrusion and proalveolia? 

a. Tooth - jaw deformation, which affects one of the jaws, the dental arch is lengthened, 

but in proalveolia the frontal segment is elongated.  

b. Tooth - jaw deformation, which affects occlusion, the upper jaw is lengthened and the 

lower jaw is shortened. 

c. Tooth - jaw deformation, which affects the occlusion in which both jaws are lengthened. 

 

2. What is the frequency rate of protrusion? 

 

a.It is not common deformation 

b. The deformation is common, especially in the upper jaw 

c. The deformation is more often found in the lower jaw 

 

3. List the factors that cause protrusion: 

a. Overgrowth of the frontal segment, due to heredity 

b. Medial displacement of one jaw 
c. Oral habits 
 
4. What characterizes the extraoral status in cases of protrusion of the upper frontal 

teeth? 



a. The upper lip is short and the clinical crowns of the frontal teeth are often visible 

b. There is tight contact point between the lips 

c. Positive lip step. 

 

5. What characterizes the intraoral status in the case of protrusion? 

a. The dental arches are with normal shape, the palate is deepened, the teeth are inclined 

bucally 

b. The dental arches are lengthened, the teeth are inclined bucally, there are often a 

diastema and tremas 

c. The dental arches are V-shaped, the teeth are crowded, the palate is flat 

 

6. What methods are used to diagnose protrusion: 

a. Clinical method – intraoral examination and Pont's biometric method 

b. Biometric method of Korkhaus and face cephalogram - the longitudinal axis of the 

upper central incisor and first permanent molar to the Frankfurt plane 

c. Biometric method of Korkhaus, lateral cephalogram – assessment of the angle 

between the longitudinal axis of the upper central incisor to the Frankfurt plane and/or 

the longitudinal axis of the lower central incisor to the mandibular plane. 

 

7. What is the prevention of protrusion? 

a. Elimination of oral habits 

b. Stimulating biting 

c. Myogymnastics – whistling. 

 

8. The aim of orthodontic treatment in cases of protrusion? 

a. To increase the size of the dental arch 

b. To provide space for retrusion of the proclined teeth  



c. To distalize the dental arch. 

 

9. What types of appliances are used in the treatment of protrusion? 

a. Extraoral appliance for upper jaw, Lingual active plate with labial bow and prophylactic 

appliance 

b. Myofunctional appliances, Chincup, Schwartz appliance 

c. Lingual plate with labial bow, fixed technique, functional appliances. 

 

10. What retention method is usually used after treatment of protrusion? 

 a. Fixed retainer 

b. Klamt's appliance 

c. No retention. 

 

 

Retrusion (Retroclination). Clinical symptoms, diagnostics, prevention and 

treatment. 

 

1. What is the correct definition of retrusion and retroposition of the alveolar ridge? 

a. Tooth - jaw deformation, which affects one of the jaws, the dental arch is shortened, 

and in retroposition of the alveolar ridge the frontal segment of the dental arch is 

shortened. 

b. Tooth - jaw deformation, which affects occlusion, the upper jaw is shortened and the 

lower jaw is elongated. 

c. Tooth - jaw deformation, which affects occlusion and both jaws are severely shortened. 

 

2. List the factors that cause retrusion: 



a. Harmful habit – standing and sleeping with open mouth, birth trauma. 

b. Infantile swallowing, difficult nasal breathing 

c. Heredity; a harmful habit that blocks the growth of the frontal part of the dental arch 

 

3. What characterizes the extraoral status in the case of retrusion? 

a. With maxillary retrusion, the nasolabial angle increases, the lower facial hight may 

be reduced 

b. In bialveolar retrusion, the lower facial hight  increases 

c. The nasolabial folds are smoothened. 

 

4. What characterizes the intraoral status in the case of retrusion? 

a. The shape of the affected dental arch is elongated 

b. The shape of the dental arch is abnormal – the upper one is trapezoidal; often the 

incisors in the lower dental arch are in one line 

c. The shape of the lower dental arch is V-shaped 

 

5. What methods are used to diagnose retrusion? 

a. Determining the shape of the dental arch on clinical examination and determining the 

angle of the longitudinal axis of the central upper incisor to the Frankfurt plane on 

frontal cephalogram. 

b. Schwartz's Biometric Method, assessment of symmetry on frontal cephalogram. 

c. Biometric method of Korkhaus, lateral cephalogram - determining the angle of the 

longitudinal axis of the central upper incisor to the Frankfurt plane and/or longitudinal 

axis of lower central incisor to Mandibular plane. 

 



6. What is the prevention of retrusion? 

a. Genetic tracing and removing the harmful habits which leads to block the frontal 

segment.  

b. Eliminating the harmful habit of "mouth breathing" 

c. There is no specific prevention 

 

7. What are the goals of orthodontic treatment in cases of retrusion? 

a. To unblock the occlusion and increase coverage in the frontal area 

b. To achieve the correct shape of the dental arch by normalizing the inclination of the 

teeth 

c. To achieve distance between upper and lower front teeth 

 

8. What types of appliances are used in the treatment of retrusion? 

a. Lingual active plate with protruding springs, Functional Klamt appliance, Fixed 

technique appliances (braces)  

b. Lingual active plate with expansion screw, Activator, Fixed technique appliances 

(braces) 

c. Delaire extraoral appliance 

  

9. How to assess mesial shift of the distal teeth in the upper dental arch? 

a. By comparing the position of teeth - antagonists in occlusion 

b. Through the Schmuth's raphe papillary transversal line. 

c. By considering the position of the occlusal lines in both jaws 

   



10. What type of deviation is the mesial shift of the distal teeth? 

a. A deviation in the jaw, but always affects only one jaw. 

b. Deviation in occlusion. 

c. A deviation in the individual jaw, which can affect both jaws at the same time. 

 

Prognathia. Clinical symptoms, diagnostics, prevention and treatment. 

 

1. Which of the listed is the correct definition of prognathia and retromandibulia? 

a. They are class II according to the classification of the Tooth-jaw deformations. The 

prognatia is defined as mesial position of the upper jaw and the retromandibulia as the 

distal position of the lower jaw. 

b. They are class II according to the classification of the Tooth-jaw deformations. In 

prognatia, the upper and lower jaws are in a distal position. 

c. They are class II according to the classification of the Tooth-jaw deformations. In 

prognatia, the upper jaw is distally located, and the lower jaw is normal. 

 

2. What is the frequency rate of dental and skeletal class II deformity? 

a. It is a rare deformity - less than 12%. 

b. One of the most commonly seen deformities, for mixed dentition – 32%. 

c. One of the most commonly seen deformities – about 90% 

   

3. List the factors that cause prognathia: 

a. Harmful habit – nail biting; breastfeeding; cleft lip 

b. Harmful habit – biting and sucking the upper lip, using a pacifier under 4 years age 



c. Harmful habit of finger sucking; preservation of infantile swallowing; heredity 

 

4. List the factors that cause retromandibulia: 

a. Improper bottle feeding; harmful habits – mouth breathing, finger and lower lip 

sucking. 

b. Breastfeeding over 3 years, infantile swallowing and short frenulum of the tongue 

c. Feeding by spoon over 2.5 years, upper lip sucking and open mouth standing 

 

5. What characterizes the extraoral status in skeletal class II? 

a. The profile is concave, the positive lip step, the nasolabial angle is reduced 

b. The profile is convex, pronounced negative lip step, the naso-labial angle is reduced 

c. The profile is straight, positive lip step, the nasolabial fold is deep 

 

6. What differential diagnosis is made for class II deformation? 

a. Between the prognathia and the progenia. How? Through the angle ANB, when it is 

over 4⁰ the diagnosis is prognathia, and angle ANB is below 2⁰ in progenia. 

b. Between the prognathia and the retromandibulia. How? Angle ANB is more than 4⁰, 

but angle SNA is increased in prognathia and angle SNB is decreased in 

retromandibulia. 

c. Between retromandibulia and retrusion. How? Angle ANB is over 4⁰ in 

retromandibulia, and in retrusion - angle ANB is normal. 

 

7. What is the prevention of class II deformation? 

a. Blocking the growth of the upper jaw from an early age before the eruption of 

primary  teeth 



b. Stimulating the medialization of the lower jaw through preventive appliances in the 

deciduous dentition 

c. Prevention and removal of harmful habits; promotion of breastfeeding; motivation 

for proper bottle feeding; ensuring proper oral functions 

 

8. What are the goals of orthodontic treatment in cases of class II deformation? 

a. Normalization of the occlusal relations by blocking the growth of the upper jaw in 

cases of prognathia and mesial movement of the lower jaw - in case of 

retromandibulia 

b. Improvement of occlusal relationships by stimulating symmetrical growth of the jaws  

c. Normalization of occlusal relationships only by surgical methods 

 

9. What is the best time for class II treatment? 

a. In formed deciduous dentition 

b. After the growth is complete 

c. The beginning of pubertal growth - 10 - 12 years. 

 

10. What is the common between class II subclass 1 and class II subclass 2? 

a. The relationship between the maxilla and mandibula.  

b. The inclination of the upper incisors 

c. The size of the incisor coverage 

   

                                           Crossbite 

 



1. Give the correct definition of crossbite: 

a. It is a tooth-jaw deformity, affecting the development of the upper frontal segment. 

b. It is a tooth-jaw deformity in which the mesio-oral relations between the lower and 

upper teeth are disturbed. 

c. This is a dental-jaw deformity in which the buccal-lingual relations between lower 

and upper teeth are disturbed. 

 

2. Indicate the correct statement: 

a. Frontal crossbite is a sagittal discrepancy. 

b. Crossbite in the lateral segments is a sagittal discrepancy. 

c. Frontal crossbite is a transversal discrepancy. 

 

3. Which of the following is not an etiological factor for development of crossbite in the 

frontal segment: 

a. Delayed extraction of primary frontal teeth. 

b. Improper abrasion of the primary canines. 

c. Biting of the lower lip. 

 

4. What kind of problem can be seen in frontal crossbite with the central incisors? 

a. Gingival recession. 

b. Intrusion of the lower incisor. 

c. Diastema. 

 

5. Which of the following statements is not true as a consequence of frontal crossbite? 



a. A predisposition for development of class II jaws relationship. 

b. A predisposition for development of class III jaws relationship. 

c. Possible developmnet of Temporomandibular joint disorders. 

 

6. Between which parameters is made a differential diagnosis in anterior crossbite? 

a. Between mandibular retrusion and maxillary protrusion 

b. Between maxillary retrusion and mandibular protrusion 

c. Between longer anterior length of upper jaw and shorter length of lower jaw 

 

7. The Rapid Maxillary Expander (appliance) is used in patients with: 

a. A crossbite in the distal segment. 

b. A crossbite in the frontal segment. 

c. A sagittal shortened upper dental arch. 

 

8. Which etiological factor can lead to lateral crossbite? 

a. Dental ankylosis. 

b. Nail biting. 

c. Obstructed nasal breathing. 

 

9. In the differential diagnosis of a crossbite in the lateral segment, we compare the 

values of: 

a. The sagittal size of the upper and lower jaw 

b. The transverse size of the upper and lower jaw 



c. Deviations of the Ton index 

 

10. What does the treatment plan for lateral segment crossbite depend on? 

a. If the skeletal growth is complete 

b. If the permanent canines have erupted  

c. Are there any functional blockages. 

 

 

Open bite. Clinical symptoms, diagnostics, prevention and treatment. 

 

1. What is the frequency rate of open-bite deformation? 

a. The frequency of open bite is very high, over 10%, and affects all dentitions. 

b. The frequency of the open bite is low - 2 - 3%, but it affects all dentitions 

c. The frequency of open bite is over 10%, but it affects only the permanent dentition 

 

2. What kind of factors cause an open bite? 

a. The factors that cause the open bite are: Group I - those that stimulate the growth of 

the alveolar ridge - most often muscle hypertrophy; II group - those that block the growth 

of the alveolar ridge - muscle hypotrophy 

b. The factors that cause the open bite are: Group I – birth trauma that disturbs the 

development of the alveolar ridge; II group - incorrect chewing function, which stimulates 

the overgrowth of the alveolar ridge 

c. The factors that cause the open bite are: Group I - those that block the normal 

development of the alveolar ridge - external; Group II - those that lead to the 

overgrowth of lateral dental segments - genetic factors 



 

3. What characterizes the extraoral status in the cases of open bite? 

a. Elongated lower facial hight; hypotonus of m. orbicularis oris; smoothened 

nasolabial folds 

b. Reduced lower facial hight; hypotonus of m. orbicularis oris; deepened nasolabial 

folds 

c. Hypertonus of m. orbicularis oris; Visible frontal teeth; tongue between teeth 

 

4. List the mandatory methods by which the diagnosis of an open bite is made: 

a. Clinical examination; analysis of functional speech; x-ray study of the 

temporomandibular joint 

b. Clinical examination; Bolton’s biometric assessment of teeth size; 

orthopantomography 

c. Clinical examination; biometric examination of occlusion in the vertical direction; 

lateral cephalogram. 

 

5. How many types of open bite exist depending on the severity of the deformation? 

How is the differential diagnosis made? 

a. An open bite can be dental-alveolar or skeletal; the differential diagnosis is made on 

lateral cephalogram; in the dental-alveolar form there are no changes in the vertical 

dimentions, and in the skeletal form they are increased 

b. An open bite can be dental-alveolar or skeletal; the differential diagnosis is made on 

lateral cephalogram; in the dental-alveolar form there are changes in the transversal 

parameters, and in the skeletal form - the vertical ones 

c. An open bite can be dental-alveolar or skeletal; the differential diagnosis is made on 

orthopantomography; in the dental-alveolar form there are changes in the sagittal 

parameters, and in the skeletal form - the vertical ones. 



 

6. What is the prevention of open-bite deformation? 

a. Elimination of harmful habits associated with blocking the development of the 

alveolar ridge; stimulation of infantile swallowing; feeding the child with pureed (soft) 

foods 

b. Elimination of harmful habits associated with blocking the development of the 

alveolar ridge; removal of infantile swallowing; stimulation of proper chewing 

function 

c. Use of an anatomical pacifier at least until 4 years in the presence of a harmful habit 

of "finger sucking" 

 

7. What are the goals of orthodontic treatment in dental-alveolar form of open bite? 

a. Extrusion of teeth that are in infraposition; expansion and distalization of the upper 

jaw 

b. Removement of harmful habits; medial reposition the lower jaw and ensuring proper 

breathing 

c. Removement of harmful habits; extrusion of teeth that are in the segment with 

vertical distance so to increase the coverage. 

 

8. What are the goals of orthodontic treatment in a skeletal form of open bite? 

a. A change in the inclination of the occlusal and palatal planes in order to achieve 

contact between the teeth 

b. Reduction of the lower facial hight by tooth extraction 

c. Extrude the segments that are in infraposition 

 



9. Types of appliances  used in the treatment of the dental-alveolar form of an open 

bite?  

a. Lingual active plate with inclined anterior plane and Kraus blend 

b. Preventive appliances; functional apliances - Frenkel IV type and Balters III type; 

fixed technique aplliances (braces) 

c. Schwartz cap and Lingual active plate with tongue barrier  

 

 

10. In skeletal form of open bite: 

a. Treatment is performed only by orthognathic surgery 

b. Treatment is carried out by extraction of premolars and an extraoral appliance 

c. Extraoral appliances for the upper jaw, Braces and orthodontic elastic bands, 

surgical - orthodontic treatment - extraction of premolars; orthodontic surgical 

treatment - orthognathic surgery. 

 

Deep bite. Clinical symptoms, diagnostics, prevention and treatment. 

 

1. What is the correct definition of deep bite deformation? 

a. A deep bite is a deformation in vertical direction, which can be dental-alveolar or 

skeletal. Main symptom of the deformation is that the crowns of the upper frontal teeth 

cover more than ½ of the crowns of the lower front teeth 

b. A deep bite is a deformation in sagittal direction, which can be dental-alveolar or 

skeletal and is characterized by a lack of contact between the teeth in the lateral segment. 

c. A deep bite is a dento-alveolar deformation in transversal plane direction, which is 

characterized by a large overjet. 

 



2. What is the frequency rate of deep bite deformation? 

a. The incidence of deep bite is very high over 20% 

b. The frequency of deep bite is - 7% for mixed dentition and less than 10% for 

permanent dentition 

c. The incidence of deep bite is over 20%, but it affects only the mixed dentition 

 

3. What kind of  factors can cause deep bite? 

a. With a crossbite in the lateral area, a deep bite occurs in the frontal area 

b. Lack of contact between the distal segment, a compensatory deep bite occurs in the 

frontal segment. 

c. The main reason is a lack of contact between the upper and lower incisors due to: a 

heavy overjet, when there is an inclination of the upper or lower frontal teeth and a 

heavy distal bite; abnormal size of both jaws 

 

4. What characterizes the extraoral status in the case of deep-bite deformation? 

a. The lower facial height is reduced, the nasolabial folds are deepened, the 

supramental fold is emphasized 

b. The lower facial hight is elongated, all folds are smoothened, there is hypertonus of 

m.orbicularis oris 

c. There was no change in the extraoral status of patients with a deep bite 

 

5. What characterizes the intraoral status in deep-bite deformation? 

a. When there is a deep bite in the frontal segment, there is a gap between the teeth in 

the distal segment 



b. The upper frontal teeth in the permanent dentition cover the lower frontal teeth with 

varying degrees - from ½ cl. crown - to full coverage and even contact with the palatal 

gingiva 

c. With a deep bite, there is always a concomitant deformity of the distal bite 

 

6. List methods by which the diagnosis of deep bite is made: 

a. Extra- and intraoral examination, biometric examination of the occlusion in the sagittal 

direction, frontal cephalogram. 

b. Extra- and intraoral examination, biometric examination of the occlusion in the 

transverse direction, panoramic x-ray 

c. Extra- and intraoral examination, biometric examination of occlusion in the vertical 

direction, lateral cephalogram. 

 

7. What are the goals of orthodontic treatment for deep bite? 

a. Treatment of the concomitant deformation, which leads to bite raising.  

b. Permanent bite opening 

c. A deep bite without concomitant deformity is not treated because it recurs 

 

8. What is the most suitable age for deep bite treatment? 

a. During residual growth – 17 – 19 for girls, 19 – 21 yrs. 

b. After growth completion 

c. During the pubertal growth spurt and during the third physiological occlusal uplift 

 

9. What is the appropriate appliance that is used in the treatment of deep bite in patients 

in the peak of growth?. 



a. Functional appliances, fixed technique appliances, extraoral appliance with cervical 

traction for the upper jaw 

b. Lingual plates without occlusal surfaces, Face mask, fixed technique 

c. Schwartz cap and vestibular aperture according to Krause 

   

10. How is the retention of the obtained result ensured after treatment of deep bite? 

a. Through lifelong retention with lingual plates 

b. By achieving an orthognathic bite 

c. By retention until the end of growth with a functional apparatus 

 

Orthodontic prevention of the malocclusions  in prenatal, infant 

and preschool age. 
 

1. Please, mark the incorrect answer: 

The preventive examination of a pregnant woman at a dental clinic aims to: 

a. inform the future mother about the importance of the main etiological 

factors for the development of different anomalies and malocclusions of the 

child 

b. inform the future mother about the conditions and the importance of the 

proper and feeding of the infant 

c. to monitor fetal development 

 

2. In which of the following situations the parents need a dental consultation 

immediately after birth? 

a. an infant refusing a pacifier 

b. an infant born with a cleft palate 

c. infant with a short labial frenulum 

 

3. Which masticatory muscle is actively involved in the process of breastfeeding? 
a. m. pterygoideus lateralis 

b. m. pterygoideus medialis 



c. m. temporalis 

 

4. The requirements for the proper bottle-feeding are: 

a. the child should be lying in bed 

b. a long rubber nipple should be used 

c. the duration should be approx. 20 minutes 

5. Which of the following is not a characteristic of the anatomical rubber nipple? 
a. has a wide base 

b. it is convex towards the palate and flat or concave towards the tongue 

c. the opening of the rubber nipple is at its tip 

 

 

6. Please, mark the incorrect answer: 

When using anatomical rubber nipples: 

a. they fit flat on the lips 

b. the child breathes through the nose 

c. the cheeks press against the alveolar ridges 

 

7. When should solid food be introduced in the child’s diet? 

a. at the age of 6 months 

b. at the age of one year 

c. at the age of two years 

 

8. Late eruption is considered when: 

a. if the deciduous central incisors have not erupted by the 6th month 

b. if the deciduous central incisors have not erupted by the 1st year 

c. if the deciduous central incisors have not erupted after the 1st year 

 

9. If a child sucks a finger, up to what age is it acceptable to use a pacifier? 

a. up to a year and a half 

b. up to two and a half years 

c. up to three and a half years 

 

10. The carious lesions of which deciduous teeth pose the greatest risks from an 

orthodontic point of view? 

a. Incisors 



b. Canines 

c. Molars 

 

 

 

Orthodontic  prevention of the malocclusions  in school age. 
 

1. Which of the following is not considered a transitional deviation from the norm? 

a. diastema in upper dental arch up to 3mm 

b. lingual eruption of upper incisors 

c. distal inclination of upper lateral incisors 

 

2. Which of the following conditions is not a symptom of tooth size –jaw size 

discrepancy? 

a. resorption of two deciduous teeth by one erupting permanent tooth 

b. lingual eruption of lower permanent incisors 

c. impaction of second permanent molars 

 

3. Which of the following conditions is a symptom of tooth size –jaw size 

discrepancy? 

a. resorption of a second deciduous molar by an erupting first permanent 

molar 

b. difficult eruption of а first permanent molar 

c. ectopic eruption of a first permanent molar 

 

4. Please, mark the correct answer: 

a. there is a relationship between spine curvatures and mandibular 

position 

b. there is no relationship between spine curvatures and mandibular position 

c. a change in the position of the mandible can cause spine curvature 

 

5. In case of an obstructed nasal breathing: 

a. the patient should be referred for consultation to an ENT specialist or an 

allergologist 

b. an interceptive appliance should be placed 



c. we wait and schedule another appointment after 3 months  

 

 

 

6. In case of a persistent deciduous incisor and simultaneous eruption of its 
permanent successor: 

a. the persistent tooth can be extracted immediately 
b. an X-ray is needed first and then it is decided whether the tooth will be 

extracted or not 
c. the persistent tooth shouldn’t  be extracted before its physiological 

exfoliation 
 

7. Please, mark the incorrect answer: 

In cases when a mesiodens is present: 

a. a large diastema can be seen 

b. a radiograph must be taken in order the location and the number of 

supernumerary teeth to be determined 

c. the supernumerary tooth is extracted immediately after its diagnosis 

8. Frenulotomy of the upper lip is performed: 

a. in primary dentition 

b. in mixed dentition 

c. in permanent dentition 

 

9. Please, mark the incorrect answer: 

a. an ankylosed deciduous tooth is recognized clinically by the change of its 

color 

b.  infraposition of a deciduous tooth is a symptom of its ankylosis 

c. In cases of ankylosis of a deciduous tooth, the adjacent teeth are 

inclined in its direction  

 

10.  In cases of a premature loss of deciduous tooth in the posterior region of the arch, 

the space maintainers should be changed: 

a. Every 6 months 

b. Every year 

c. Every year and a half 

 

 



Myofunctional therapy. 

 
1. Please, mark the incorrect answer: 

a. Myofunctional therapy aims to normalize the function and morphology of 

the muscles in the maxillofacial area through exercises 

b. Myofunctional therapy aims to eliminate the action of a group of 

muscles in the maxillofacial area through exercises 

c. Myofunctional therapy allows a change in the myodynamic equlibrium 

between tongue musculature and perioral musculature 

 

2. Please, mark the incorrect answer: 

 According to the general requirements for myofunctional therapy: 

a. exercises are stopped when fatigue occurs  

b. the exercises are done in series with a break in between  

c. the exercises start with maximum load 

 

3. Please, mark the correct answer: 

According to the general requirements for myofunctional therapy: 

a. the minimum interval between the exercises is every other day 

b. the exercises are done with a break between them, no longer than 30 

seconds 

c. practicing the exercises starts with light load that should be gradually 

increased 

 

4. Which of the following exercises is not appropriate for m. orbicularis oris: 

a. holding a coin between the teeth 

b. whistling 

c. puffing out cheeks and clenching them with fists 

 

5. Which of the following exercises is described incorrectly: 

a. holding a coin between the lips 

b. pull of an elastic fixed on a button that is held between the lips 

c. stretching the corners of the mouth with fingers 

 

6. Please, mark the incorrect answer: 

a. myofunctional therapy for the muscles mesializing the lower jaw is 

contraindicated in class II/2 malocclusions 



b. myofunctional therapy excersises for the muscles mesializing the lower jaw 

start with the head leaning against a wall, and after mastering them, the 

head is bent forward 

c. myofunctional therapy for the muscles mesializing the lower jaw is 

contraindicated in cases with overdeveloped upper jaw 

 

7. When bending the head back, the myofunctional therapy excersises for the 

muscles mesializing the lower jaw become more difficult to perform because: 

a. the sublingual muscles resist the mesialization 

b. platysma muscle resists mesialization 

c. m.pterygoideus medialis resist mesialization 

8. Please, mark the correct sequence of stages in the correction of improper 

swallowing: 

a. training for correct tongue position → normalization of voluntary 

swallowing → normalization of reflex swallowing 

b. training for correct tongue position → normalization of reflex swallowing 

→ normalization of voluntary swallowing 

c. normalization of voluntary swallowing → normalization of reflex 

swallowing → training for correct tongue position 

 

9. Myofunctional therapy exercises for the tongue are contraindicated in cases 

with: 

a. short labial frenulum 

b. short lingual frenulum 

c. mesial bite 

 

10. Placing a peppermint candy in the area of the incisive papilla and holding it with 

the tongue aims: 

a. training for the correct position of the tongue during swallowing 

b. normalization of voluntary swallowing 

c. normalization of reflex swallowing 

 

Relapse after orthodontic treatment. Retention period and 

retention appliances. 

 



1. What is the definition of relapse? 

a. Development of a new malocclusion 

b. Return of the initial malocclusion in sagittal direction only 

c. Full or partial return of the malocclusion 

2. How many types of relapse do exist? 

a. Early and late 

b. Immediate and postretention relapse 

c. Relapse before and after completion of growth 

3. What are the objective reasons for relapse? 

a. A severe malocclusion that has been treated only orthodontically and the etiologic 

factor for it hasn’t been eliminated 

b. A severe malocclusion; not eliminated etiologic factor; presence of 

temporomandibular dysfunction; untransformed periodontal ligaments 

c. Advanced periodontal disease leading to relapse and temporomandibular 

dysfunction 

 

4. What are the subjective reasons for relapse? 

a. Untreated temporomandibular dysfunction problems 

b. Not eliminated etiologic factor 

c. Patient psychological problems, underestimated retention protocol, 

communication problems 

 

5. Is there a natural retention? 

a. Yes, when a crossbite of a single anterior tooth has been treated and the 

upper anterior teeth cover sufficiently the lower anterior teeth 

b. No, it doesn't exist 

c. Yes, when the malocclusion has been corrected and and an upcoming pubertal 

growth spurt 

6. List the prerequisites for relapse if they have not been eliminated: 

a. A residual growth; transforming of the musculature; periodontal factors; 

temporomandibular dysfunction problems 

b. Changes in the length of the muscle fibers of the facial muscles 

c. Congenital facial asymmetry 

 



7. What are the methods that can be used for preventing relapse? 

a. Retention by leaving the fixed technique passive for more than 2 years  

b. Retention by placing a retainer – removable and/or fixed 

c. Retention is not necessary if proper occlusion is achieved 

 

8. Removable retention appliances are: 

a. Tooth crowns on the lower canines 

b. Removable upper retainer 

c. individually made and prefabricated retainers 

 

9. How long should the retention period after finishing the treatment with  fixed 

technique be? 

a. Usually 2 years after braces removal, but not less than treatment 

duration 

b. Usually the retention period is 1 year after braces removal 

c. Leaving the fixed technique passive for more than 2 years  

 

10.  Can an etiologic factor that has not been eliminated lead to relapse? 

a. The etiologic factor, responsible for the malocclusion, acts only during 

growth 

b. No, once growth is completed, it cannot affect occlusion 

c. Yes, always 

 

 

 

 

Tooth extractions in the orthodontic treatment planning. 
 

1. What is the main clinical reason for performing an orthodontic treatment with 

extractions of premolars? 

a. To correct tooth size - jaw size discrepancies 

b. To reduce treatment time 

c. To stimulate the growth of the jaws 

 



2. In which type of discrepancies affecting the permanent teeth, there is an orthodontic 

indication for extraction of these teeth?  

a. Impacted  teeth 

b. Ectopic teeth 

c. Ankylosed teeth 

 

3. In cases with skeletal and dental class I, orthodontically proven to be extraction cases, 

the orthodontist most often preffers: 

a. Extraction of two lower first premolars 

b. Extraction of four first molars 

c. Extraction of four first premolars 

4. In which clinical situations is it possible to plan extraction of canines? 

a. When they are impacted 

b. When there is no space for them in the dental arch  

c. When their position in the bone does not allow their orthodontic traction 

 

5. In which clinical cases extraction of lower incisors is a part of the orthodontic 

treatment plan? 

a. When a deep bite improvement is expected 

b. When it won’t be detrimental to the aesthetics 

c. In periodontally compromised patients 

 

6. Which teeth are acting as an anchorage when closing the extraction space in two 

upper premolars extraction cases? 

a. The upper canines 

b. The upper molars 

c. The upper incisors and canines 

 

7. The aim of the extraction of upper premolars is: 

a. The orthodontic treatment to be avoided 

b. To make the eruption of the other teeth easier 

c. The dentoalveolar balance to be normalized 

8. The extraction orthodontic treatments are beneficial for: 

a. Patients with a deep bite 

b. Patients with hyperdivergent type of growth 



c. Patients with bimaxillary retrusion 

 

9. When is the orthodontic treatment with extraction of premolars more favorable? 

a. In class II, subdivision 2 cases with normodivergent type of growth 

b. In class II, subdivision 1 cases with hypodivergent type of growth 

c. In class II, subdivision 1 cases with hyperdivergent type of growth 

 

10.  Which clinical cases are indicated for orthodontic treatment with extraction of 

lower permanent molars: 

a. When the first permanent molars are endodontically compromised and 

the second permanent molars are still unerupted 

b. When the lower third molars are impacted 

c. When the distal occlusion should be corrected 

 

 

Tissue changes during orthodontic treatment. Orthodontic forces. 

 

1. Which cells are directly involved in the process of bone resorption? 

a. Osteoblasts 

b. Osteoclasts 

c. Osteocytes 

2. Frontal resorption occurs when: 

a. light forces are applied that do not interrupt capillary blood pressure 

b. high forces are applied for a short time 

c. a continuous force is applied 

3. When undermining resorption occurs, osteoclasts begin to resorb bone: 

a. from  lamina dura 

b. from the inside of the bone 

c. resorption occurs simultaneously everywhere 

4. Please, mark the incorrect statement: 



    In the process of bone resorption, the area of hyalinization: 

a. is called this way because it is low in cellular elements 

b. is filled by hyaline cartilage 

c. slows tooth movement 

5. The lag - phase in the process of tooth movement is: 

a. the initial period of tooth movement 

b. the initial movement in which the tooth moves within its physiological range of 

motion 

c. the initial period in which there is no movement 

 

6. In case of orthodontic movement of teeth accompanied by an inflammation and 

damaged periodontium: 

a. the bone resorption proceeds faster, as it is superimposed on the pathological 

one 

b. the bone resorption is faster because less bone should be resorbed 

c. the inflammation inhibits the bone resorption 

7. The center of resistance of the lower molars is located: 

a. at the bifurcation 

b. in the middle of the mesial root 

c. at the enamel cementum junction 

8. In order to achieve a bodily tooth movement:  

a. the force should pass through the center of resistance of the tooth 

b. the force should pass through the middle of the clinical crown 

c. bodily tooth movement is impossible 

9. Which type of tooth movement demands the application of the lightest force: 

a. tooth rotation 

b. tooth intrusion  

c. vestibular inclination of a tooth 

10. Please, mark the incorrect statement: 



      The factors favoring root resorption are: 

a. magnitude of the applied force 

b. duration of the applied force  

c. number of the roots of teeth 

 


