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A review of thorough head 
and neck examinations for 
the dental practitioner
A PEER-REVIEWED ARTICLE | by Amisha Singh, DDS

Dentistry and diagnosis
Prevention is at the core of the 
function of the dental profession. 
About 45% of adults in the United 
States saw a dentist in 2022, which 
was an increase from 2021.1 This af-
fords the industry of dental medi-
cine an incredible opportunity to 
play a key role in prevention for 
people in countless communities. 
In addition, both generally dictated 
by traditional recommendations 
and insurance reimbursement pol-
icies, patients can see their dentists 
for preventive and maintenance 
appointments at least twice a year 

versus being able to see their medi-
cal practitioner counterparts only 
once a year.

Dentists also are tradition-
ally well trained in integrating 
oral health with systemic health. 
The education system and dental 
boards place an emphasis on incor-
porating dental health with other 
systemic conditions and their out-
comes, to the extent that compre-
hensive patient care is written into 
the very accreditation guidelines 
of dental education programs.2 In 
a position statement regarding the 
dental community’s role in oral and 
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ABSTRACT
A thorough head and neck examination is an 
important part of a comprehensive or peri-
odic exam and can be valuable in helping to 
diagnose a plethora of disorders, many of 
which require early detection for effective 
treatment. With high utilization and recom-
mendations of biannual preventive care vis-
its, dentists can be pivotal in screenings and 
diagnosis. Systematic and regular screen-
ings are key factors. The examination 
should cover lymph nodes, muscular anom-
alies, asymmetrical growths, the temporo-
mandibular joint and other head and neck 
structures, and should also include the form 
and function of facial anatomy. This article 
provides a thorough analysis of the flow of 
a dental head and neck examination, recom-
mendations on implementing a more com-
prehensive exam with consistency in den-
tal practice, a review of the normal anatomy, 
and methods to identify abnormalities and 
effectively follow up.

EDUCATIONAL OBJECTIVES
At the conclusion of this educational activ-
ity, participants will be able to:

1. Discuss the value of the role of the den-
tal practitioner in oral cancer and other 
pathologic early detection and diagnosis

2. Describe signs of abnormal or variations 
of normal head and neck anatomy

3. Identify the need for follow-up or re-
ferral to other practitioners and effec-
tively communicate form and location of 
abnormalities

4. Effectively incorporate a thorough head 
and neck examination into the flow of a 
dental practice
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systemic health, the American Den-
tal Association states, “A dental visit 
means being examined by a doctor of 
oral health capable of diagnosing and 
treating conditions that can range 
from routine to extremely complex” 
and defines the dental scope of prac-
tice to diagnosing and treating “teeth, 
bone, and soft tissues of the oral cav-
ity” and “maintaining or restoring 
oral and systemic health.”2

This contrasts with the gap in 
training most physicians have re-
garding the oral cavity. Most medical 
programs have little to no oral health 
training, which limits the preventive 
and emergency dental care that a pa-
tient can receive without access to a 
dentist.3 This is a changing and evolv-
ing trend. Many schools have seen 
this gap and, especially in communi-
ties and geographical locations where 
access to dental care is limited, med-
ical schools and practices are trying 
to incorporate additional dental edu-
cation for their primary care provid-
ers.4 This trend of interprofessional 
co-located dental-medical clinics cou-
pled with our better understanding 
of the link between oral and systemic 
conditions adds up to a greater abil-
ity to help patients diagnose their im-
mediate and chronic conditions faster 
and with more accuracy.

To ensure timely and accurate di-
agnoses, an emphasis on thorough 
examinations done regularly and 
systematically is vital. At every pre-
ventive visit a patient has in a den-
tal clinic, a thorough examination 
should be completed. This begins 
with a very thorough review of the 
patient’s social and medical histories. 
The information collected from a pa-
tient’s social history is important as it 
covers the use of recreational drugs 
and other substances that are corre-
lated with disordered use, increased 
stress levels, behavioral changes, 
and other considerations that can 
increase the propensity for many 

oral and systemic conditions includ-
ing oral cancer. The medical history 
should be comprehensively recom-
pleted on an annual basis but should 
be updated at every visit within the 
clinical notes and chart. This will 
update the practitioner on clinical 
and medicinal drug changes, the di-
agnosis of comorbid conditions, and 
changes in health, which could indi-
cate a new condition that has been left 
undiagnosed. Systems should be built 
within the management of every den-
tal practice to ensure this vital data 
collection is performed at every visit 
and is not delayed or skipped.

In addition to the social and medi-
cal health history, an equally impor-
tant component to effective diagno-
sis is a thorough and systematic head 
and neck exam. The dental examina-
tion codes—comprehensive (D0150), 
periodic (D0120), and comprehen-
sive periodontal (D0180—all spec-
ify a complete evaluation of all hard 
and soft tissues and cancer exam.5,6 
It is imperative that this examina-
tion not be limited to simply teeth 
and the oral cavity, as many systemic 
conditions manifest in lymph tissue, 
soft tissues of the oral cavity, face 
or neck, or musculature. Therefore, 
an effective head and neck exam has 
two major components: an effective 
extraoral examination and an effec-
tive intraoral examination including 
a thorough oral cancer and pathol-
ogy screening, coupled with a de-
tailed dental examination. As a pro-
fession, dentistry may be falling short 
of these standards. Although we are 
regularly conducting dental exami-
nations, multiple studies that were 
conducted over 10 years apart dem-
onstrate that less than 15 to 25% of pa-
tients who had been seeing a dentist 
regularly reported that their dentist 
conducted an oral cancer screening.7,8 
By conducting quick and cursory 
oral cancer screenings, or skipping 
them altogether, we are leaving our 

patient population subject to an ele-
vated risk level, which is unnecessary 
and avoidable.

Incorporating the examination
The head and neck examination 
needs to be done regularly and sys-
tematically. It should be incorporated 
into every preventive visit the patient 
has in the dental practice. The exami-
nation, which typically takes about 90 
seconds,9 can be pivotal in early de-
tection of a number of different con-
ditions including oral cancer. There 
are just over 200,000 practicing den-
tists in the US,10 and each of them sees 
an average of between eight to 15 pa-
tients per day.7 Although this number 
is growing, the ADA Health Policy In-
stitute estimates that there is a cur-
rent shortage of about 11,000 dentists 
in the United States, mainly in certain 
underserved areas.11

Incorporation of the examina-
tion into the daily workflow is sim-
ple. Both the dental hygienist and the 
dentist are trained to conduct oral 
evaluations, and for the most effec-
tive screening in an in-office setting, 
an oral exam should be done by both. 
A blood pressure and pulse reading 
should be taken at every routine visit 
to help establish a baseline and to in-
form the patient of any acute changes 
that may indicate an underlying con-
dition. This is quick and easy with au-
tomated blood pressure cuffs, with-
out sacrificing accuracy,12 and can 
be delegated to any member of the 
dental team. Any elevated or abnor-
mal reading should have adequate            
follow-up, which could include a re-
assessment in the office, a medical 
consult, or a referral to their primary 
care provider.

Another important element of the 
examination is an open conversation 
with the patient. The patient should 
be made aware that a screening will 
be performed, at which frequency 
to expect the screening, and that the 
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screening is for oral cancer but evalu-
ates the head and neck region includ-
ing oral soft tissues to screen for any 
abnormalities and other conditions 
as well. This is also an opportune 
time to educate the patient regarding 
the link between oral cancer and its 
risk factors.

The conversation aims to increase 
patient awareness of oral cancer. As 
demonstrated in other public health 
awareness campaigns regarding Pap 
smears, mammograms, and pros-
tate exams, patient awareness has a 
key impact on decreasing incidence.7 
This also helps prompt the patient to 
discuss changes they may have no-
ticed, as many subclinical changes 
are noted by the patient first. This is 
also an optimal time to discuss items 
noted on the updated medical and so-
cial histories that increase the risk of 
oral cancer or other conditions. Some 
questions that can be prompted from 
a comprehensive medical and social 
history include the following:
• How often are you using sub-

stances (which may include drink-
ing alcohol, chewing or smoking to-
bacco, marijuana, or vaping)?

• Have you b e en u nu s u a lly 
stressed lately?

• How well have you been able to 
take care of yourself lately?

• Have there been any major changes 
to your nutrition, exercise, or self-
care routines lately?

The exam should start with the pa-
tient sitting upright in the dental 
chair, discussing the importance 
and goal of the examination includ-
ing education on the prevalence of 
oral cancer, addressing any risk fac-
tors the patient has, and discussing 
any concerns the patient has or any 
changes the patient has noticed. Pa-
tient agency should be centered in 
the examination and the provider 
should ask the patient if they have 
any lumps, bumps, or growths that 
they have noticed or anything that 
concerns them.

Once the patient has outlined their 
concerns or any of their observa-
tions, the patient can then be leaned 
back in the chair to conduct the physi-
cal portion of the exam.

Flow of the 
physical examination
The examination should be conducted 
in the same order at every visit with 
every patient. This is an important 
factor to ensure all areas are checked 
without being missed. It should also 
be conducted with proper lighting 
and adequate retraction to ensure ac-
curacy. The supplies needed for the 

exam include a light, gloves, a mouth 
mirror, tongue blade, gauze pad, and 
a shepherd’s hook explorer and peri-
odontal probe for the dental examina-
tion. All removable appliances should 
be removed from the patient’s mouth 
prior to assessment.

The primary directive of the ex-
amination is to find anything that 
may deviate from normal and then 
assess all potentially abnormal find-
ings to rule out odontogenic origin, 
assessing if the etiology of the prob-
lem is partially or completely in-
volved with the teeth, periodontium, 
or other dentally-related structures 
(figure 1). Therefore, the dentist’s 
role is first to find anything abnor-
mal, and then, second, critically think 
through the differential of why this 
problem may exist.

The extraoral exam
The extraoral exam starts with a vi-
sual assessment of the patient. This 
assessment can start even as the pa-
tient is being walked back to the op-
eratory by assessing gait, mobility, 
affect, signs of trauma, and general 
health. Once seated, and the exami-
nation officially begins, the dentist 
should start by assessing the face, 
scalp, skin, eyes, neck, and cheeks 
for any visual signs of pathology, ab-
normality, or tissue change, includ-
ing unilateral growth, asymmetry, 
or swelling. The provider should also 
visually check for hypotonicity, a 
lack of muscle tone that usually pres-
ents after stroke or nerve trauma, 
or spasticity.

The eyes should be assessed for 
redness or other color changes, signs 
of conjunctivitis, and other abnor-
malities. Swelling in the periorbital 
area can be correlated with late de-
tection of cancers that originate in 
the palate or the maxillary or eth-
moid sinuses.13 Discoloration in the 
sclera of the eye can be indicative of 
systemic conditions. For example, 

Figure 1. The extraoral exam
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blue sclera is often a sequela of os-
teogenesis imperfecta, a genetic dis-
order that is known as “brittle bone 
disease” and impacts the formation 
of the jaws and may also have a co-
morbidity of dentinogenesis imper-
fecta.14 Yellow sclera can be indica-
tive of jaundice or liver dysfunction, 
which could be related to hepatitis, 
gallstones, or alcoholic fatty liver 
disease.15 The eyes should also be as-
sessed for function including pupil-
lary reactivity if a concern is found. 
To check for pupillary function, pro-
viders should assess for PERRLA, an 
acronym for assessment and docu-
mentation which stands for “pupils 
(are) equal, round, reactive to light 
and accommodation.” If pupil reac-
tivity is compromised, it may indi-
cate conditions such as an underly-
ing brain aneurism, optical nerve 
damage or infection, glaucoma, in-
jury or head trauma, brain bleed, tu-
mor, or macular degeneration.16 Pu-
pillary dilation can also be related 
to pharmacologic agents including 
antihistamines, decongestants, Par-
kinson’s medications, tricyclic anti-
depressants, and illicit substances 
including marijuana, cocaine, 
and ecstasy.16

The skin should be assessed for ex-
traoral lesions, particularly impor-
tant for patients who have high expo-
sure to sun, especially if they report 
not protecting themselves with daily 
sunscreen. Any indication of crusts, 
fissuring, and growths should be 
carefully documented and brought 
to the attention of the patient for self-
monitoring or referral, based on fac-
tors including assessed risk, pain, 
and patient preference.17

The lips tend to be extremely ex-
posed to the sun, so the vermilion 
borders should be checked closely 
for any color, texture, or surface 
abnormalities.18

The provider can also assess nerve 
and muscle function. To check orbital 

muscles, the provider can have a pa-
tient follow a pen or their fingers 
with their eyes. To check trigemi-
nal nerve function, the provider can 
lightly touch the patient’s forehead 
and cheeks bilaterally and assess if 
the touch feels equal on both sides. 
To check facial nerve function, the 
provider can instruct the patient to 
furrow their forehead, elevate their 
brows, close their eyes, smile wide, 
and inflate their cheeks, and then as-
sess for discrepancies in bilaterally 
equal movement.19 This assessment 
should also include a palpation of all 
facial muscles for pain, tension, or ri-
gidity, including the temporalis, the 
masseter, and the neck muscles.

The next part of the extraoral ex-
amination is a palpation of the major 
head and neck lymph nodes. When 
palpating any of these lymph nodes, 
it is vital to provide resistance to the 
tissue to be able to accurately palpate 
the nodes. To create this resistance, 
depending on the part of the body, 
the provider can use the peripheral 
muscles, the bony structures around 
the nodes, or the palm of their hand, 
strategically placed on the opposite 
side to stop movement of the lymph 
node away from palpation pressure. 
Generally, to palpate lymph nodes 
that lie inferior to muscles, the pro-
vider can use the muscle to provide 
resistance by pushing the lymph 
nodes up and against the muscle. If 
the lymph nodes lie superior or lat-
eral to a large muscle or bony struc-
ture, the provider can also use the 
large muscle or bony structure by 
pushing sideways into the structure 
to create resistance. If none of these 
techniques are anatomically favor-
able, then the provider can rest one 
flat palm on the opposite side of the 
movable muscle to create resistance 
when palpating.20

W hen palpating the ly mph 
nodes, the provider should be as-
sessing three major concerns: size, 

consistency, and tenderness. The ca-
rotid bulb can be identified as non-
lymph tissue due to pulsation.

Size: Generally, in the head and 
neck region, palpable lymph nodes 
less than 2 cm in radius are consid-
ered to be within normal limits with 
the notable exception of the supra-
clavicular fossa, for which any lymph 
node greater than 1 cm is consid-
ered notable.20

Consistency: Lymph nodes should 
be soft and freely movable. Lymph 
nodes that appear rubbery or hard 
are indications of lymphadenopathy.     

Tenderness: If a lymph node dem-
onstrates lymphadenopathy via size 
or consistency, then tenderness is 
significant. All normal lymph nodes 
should be nontender to touch. If an 
abnormal lymph node is tender, it is 
generally an indication of infection. 
If an abnormal lymph node is non-
tender, it can indicate potential ma-
lignancy. Children ages 2 to12 will 
commonly present with insignificant 
lymph nodes in the neck due to com-
mon recurring viral infections. They 
will typically be nontender to touch.20

Anterior cervical lymph nodes: 
Both superficial and deep, they sit 
above and underneath the sterno-
cleidomastoid muscle bilaterally. The 
sternocleidomastoid is a significant 
enough muscle to provide resistance 
upon palpation. The anterior cervical 
lymph nodes drain structures of the 
throat, parts of the posterior phar-
ynx, thyroid, and tonsils.21

Posterior cervical lymph nodes: 
These are found posterior to the ster-
nocleidomastoid, anterior to the tra-
pezius muscle, from the mastoid bone 
to the clavicle. They drain the skin on 
the back of the head but are also fre-
quently inflamed due to upper respi-
ratory infections.16

Tonsillar lymph nodes: Located 
just below the angle of the mandible, 
they drain the tonsillar and posterior 
pharyngeal region.21
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Submandibular nodes: These 
nodes are located under the jaw on 
either side. When palpating, you can 
use the posterior surface of the man-
dible to provide resistance. They 
drain the most significant part of 
the intraoral cavity including the 
lateral borders of the tongue, maxil-
lary teeth, maxillary sinus (except the 
maxillary third molar area), the man-
dibular canines, all mandibular pos-
terior teeth, floor of the mouth, the 
cheeks, the hard palate, and the ante-
rior nasal cavity.22

Submental nodes: They exist just 
below the chin, in between the ante-
rior bellies of the digastric muscle. 
They drain the anterior third of the 
tongue, the anterior mandible, and 
anterior mandibular incisors.21

Supraclavicular nodes: They are 
located in the fossa above the clavi-
cle and drain mostly areas of the tho-
racic cavity. Abnormalities in lymph 
tissue in this area should be referred 
to a physician.

Note:  Nodes greater than 1 
cm in this region classify as an 
abnormality.20,21

The provider should also pal-
pate the thyroid gland, which can 
be a challenging structure to locate. 
When locating the thyroid gland, 
the provider should search for the 
thyroid isthmus, which can be pal-
pated just inferior to the cricoid car-
tilage. When sliding a finger from the 
chin down the midline, the first hard 
structure is the top of the thyroid car-
tilage (or Adam’s apple), and despite 
the name, is not actually where the 
thyroid gland is located. A provider 
must continue inferiorly down the 
midline to the second hard structure, 
the cricoid cartilage, and inferior to 
that, overlaying the first two rings of 
the trachea is where the thyroid gland 
sits. When assessing the thyroid, look 
for signs of inflammation, asym-
metry, or nodules. Have the patient 
swallow and note any asymmetrical 

elevation of the two lobes of the thy-
roid gland, which would suggest nod-
ularity of the thyroid gland.23 Any 
deviation from normal is usually in-
dicative of a thyroid abnormality and 
should be referred to the patient’s pri-
mary care physician for lab tests and 
potential treatment. Symptoms such 
as thinning of the hair, sudden weight 
loss or gain, rapidly beating heart, de-
pression, and poor temperature regu-
lation are also indications of thyroid 
abnormality.

After palpating the thyroid, the 
provider should palpate the areas 
of parotid and salivary glands to as-
sess for masses, enlargement, ten-
derness, palpable calcifications, and 
any other abnormalities, especially 

unilateral in nature.
Then the provider should palpate 

the temporomandibular joint, not-
ing any clicking, popping, crepitus, 
deviation, deflection, or limitation in 
range of motion. Maximal opening 
should be noted to establish a base-
line. In adults ages 1870 with no TMJ 
symptoms, the average maximum in-
terincisal opening is about 52 mm for 
men and 48 mm for women.14,24 These 
can be used as baselines to assess 
ability but will vary upon size and 
anatomy of the patient.

The intraoral exam
Next, the exam continues intra-
orally (table 1).

After this initial evaluation, which 

TABLE 1: Intraoral structures in the head and neck exam

Structure Assessment 

Labial 
mucosa

To allow mobility and manipulation of the tissue, have the patient close slightly and 
assess upper and lower labial mucosa for abnormal color, texture, swelling, or growths. 
Assess the frenulum and vestibular sulcus for trauma or abnormal growths as well.

Buccal 
mucosa

Have the patient open wider and then retract to assess the buccal 
mucosa bilaterally back to the labial commissures and anterior 
tonsillar pillars for color, texture, and swelling abnormalities.

Gingiva Have the patient close and bite together, allowing full retraction of the buccal mucosa 
to visualize maxillary and mandibular gingiva. Start from the upper right buccal 
quadrant and note any erythema, discoloration, swelling, or drainage. 
Move across the arch to the left upper quadrant, then down to the mandible, 
working quadrant by quadrant, systematically to assess the tissues. Then have 
the patient open and repeat the process for the palatal and lingual gingiva. 

Tongue Have the patient open their mouth to visualize the tongue in its resting position 
and inspect the dorsal surface for ulcerations, swellings, or variations in color, 
size, or texture. Have the patient protrude their tongue to assess for range of 
motion problems or positioning abnormalities. Visualize the base of the tongue. 
Inform the patient about the next step, then grasp the tip of the tongue firmly 
with a piece of gauze to check the lateral borders. Wetting the gauze slightly 
can help with patient comfort. Run your index finger along the lateral borders to 
assess for growths or hardened tissues. Note that the most common area for 
oral cancer related to smoking and alcohol is the posterior lateral border of the 
tongue.25,26 Have the patient elevate their tongue to assess the ventral surface.

Floor of the 
mouth

While the tongue remains elevated, assess the floor of the mouth visually 
for ulcerations, swellings, or variations in color, size, or texture. Then 
bilaterally palpate the floor using your fingers to feel for calcifications 
or hardened tissues. If saliva is causing difficulty in visualization, dry the 
floor of the mouth with gauze or have the patient close and swallow.

Palate With the mouth still in maximal opening, have the patient tilt their head back and use 
a mouth mirror to visually assess the hard and soft palates. A mirror can be used to 
depress the base of the tongue with careful consideration for gagging patients.

Oropharynx Have the patient stick out their tongue and say “ah” to visualize the 
oropharynx, back of throat, and tonsillar pillars. If any adjunctive oral 
cancer screenings are used, it must be noted that they are not a substitute 
for, and therefore should not replace, a visual and tactile exam.27
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assesses for oral cancer and other 
conditions, a dental examination can 
be completed assessing the health of 
the teeth and periodontium and iden-
tifying carious lesions.

Finding abnormal tissue
There are two components to the 
identification of a disease process: 
discovery and diagnosis.28 Discov-
ery entails the recognition of abnor-
mal versus normal form or function. 
Diagnosis identifies the etiology and 
can gain more information toward 
a cure. Definitive diagnosis of any 
oral cancer can occur only after a di-
agnostic biopsy; biopsy is the only 
way to confirm a cancer diagnosis.29 
A general practitioner’s duty to their 
patient involves adequate discovery, 
documentation, follow-up, and refer-
ral (table 2).

If any abnormalities are identi-
fied (table 2), they should first be 
explained to the patient, giving the 
patient an opportunity to ask ques-
tions and assessing and confirming 
their understanding of the finding. 
It should be emphasized that this is 
a simple discovery of abnormal tis-
sue and that further steps to a de-
finitive diagnosis are needed. The 
lesion or abnormality should be doc-
umented in detail within the clinical 
notes. Clinical photographs can be 
pivotal for monitoring progress and 
should be taken whenever possible at 
discovery to establish a baseline for 
changes. In documentation, the fol-
lowing elements should be noted:
• Initial discovery of the lesion 

or abnormality (doctor or pa-
tient derived)

• Size, color, shape, surface texture, 
and specific location (measuring 
with a periodontal probe and doc-
umenting with a picture is advised)

• Assessment of the borders/mar-
gins (well defined, irregular, 
asymmetrical)

• Mobility and consistency of lesions

• Number of lesions32

A decision to either monitor the le-
sion or immediately refer should be 
made together with the patient after a 
careful and thorough review of risks 
and benefits. Any lesion that does not 
self-resolve within two weeks should 
be referred for further evaluation.28 
The patient should be made aware of 
this and educated on how to monitor 
the lesion and the importance of re-
turning for a referral for a nonheal-
ing or high-risk lesion. The more 

comprehensive the referral, the bet-
ter the specialist will be able to treat 
the patient (table 3).

Conclusion
The head and neck exam is one of the 
simplest parts of the practice of den-
tistry, and it has immense power, but 
only if done correctly, regularly, and 
thoroughly. The diagnostic abilities 
of the clinician depend on the quality 
of their head and neck examination. 
By focusing our abilities and allowing 

TABLE 2: Common signs of abnormality in the head and neck exam

Certain variations in color, size, or texture of tissues 

Elevated or depressed lesions 

Abnormal fissuring 

Indurated tissue (tissue that is deeply thickened or hardened, firm to palpation) 

Ulcerations with flattened or raised borders 

Masses or enlargement of normal tissues 

Numbness, tenderness, or pain (but lack of pain should not 
necessarily be noted as an indication of normalcy) 

Restriction in range of motion, maximal opening, or deviation during movement 

Any abnormality that presents unilaterally 

Any difficulty breathing or swallowing (dysphagia or dyspnea) 

Changes in voice, hoarseness, or chronic sore throat 

Any sign of purulence—draining or contained 

Any sudden or unexplained change in occlusion 

Bleeding sores, especially those nonhealing over two weeks or those without identified etiology 

Leukoplakia—a white area that cannot be rubbed or scraped off and cannot 
be otherwise classified as a specific disease. These white areas can be thickly 
keratinized and dry or can be barely noticeable changes in the tissue surface. 

Erythroplakia—lesions in the oral mucosa that appear as red patches 
that cannot be classified as any specific disease5,13,18,30,31

TABLE 3: An effective referral will have the following elements, many 
similar to the elements recommended for effective documentation: 

Information of the patient being referred (name, contact information, and date of birth) 

Pertinent medical and social histories, including risk factors such as tobacco and alcohol use 

Chief complaints and any symptoms experienced by the patient 

Descriptive elements mentioned in your documentation. A common mnemonic to remember 
necessary elements is MCATSS – margins, color, appearance, texture, size/shape, and site. 

It is not required, but adding a differential diagnosis helps to assess urgency of the referral 

Contact information for follow-up with the referring clinician31
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the time needed, dental practitioners 
have an incredible opportunity to im-
pact true change for our patients.
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E A R N  3  C E  C R E D I T S

1. Which of the following will negatively impact a 
practitioner’s ability to effectively screen 
patients for oral and systemic conditions?

A. Conducting a head and neck exam at least 
twice a year
B. Collecting and updating medical health 
histories annually
C. Palpating lymph nodes with resistance to 
assess size, consistency, and tenderness
D. None of the above

2. Less than what percentage of patients who 
regularly see a dentist report having had an oral 
cancer screening?

A. 10-15%
B. 15-25%
C. 25-30%
D. 50-60%

3. About how long should a thorough head and 
neck examination take?

A. 30 seconds
B. 60 seconds
C. 90 seconds
D. 10 minutes

4. Which of the following is not recommended to 
increase early diagnosis of oral conditions?

A. Using more robust technological screening 
devices instead of a traditional visual and 
tactile exam
B. Screening every patient at every 
preventive visit
C. Educating the patient regarding 
abnormalities and risk factors
D. Checking the lateral border of the tongue

5. Which of the following is true of head 
and neck exams?

A. Both a dentist and dental hygienist should 
conduct head and neck examinations.
B. Cancer can be diagnosed officially without a 
biopsy and on appearance alone.
C. Vitals and a thorough social history are not 
necessary during the head and neck exam and 
may be skipped if short on time.
D. Elevated blood pressure readings do not need 
follow-up or referral.

6. Which of the following lymph node bodies does 
not drain an orofacial region?

A. Tonsillar
B. Posterior cervical
C. Submental
D. Supraclavicular

7. Which of the following indicates abnormality 
during a head and neck examination?

A. Hoarseness of voice
B. Restriction in range of motion or 
deviation on opening
C. Numbness and pain
D. All of the above

8. During the initial visualization of the patient 
prior to starting the physical exam, which of the 
following should the provider assess?

A. Dental caries
B. Hypotonicity in facial musculature
C. Hard and soft palates
D. Periodontal probing

9. When assessing the oropharynx, which of the 
following structures should be assessed?

A. Soft palate
B. Base of tongue
C. Tonsillar pillars
D. All of the above

10. Lesions in the oral mucosa that appear as red 
patches and cannot be classified as any specific 
disease are known as:

A. Swelling
B. Leukoplakia
C. Erythroplakia
D. Heat ulcerations

11. Tissue that is firm to palpation, sometimes 
due to swelling, is known as:

A. Indurated
B. Addurated
C. Hypotonic
D. None of the above

12. When an abnormality is identified, the first 
thing a provider should do is:

A. Document the lesion without noting 
specifics like size
B. Refer to a provider who can conduct a biopsy
C. Explain the abnormality to the patient and 
allow them to ask questions
D. Excise the lesion

13. In the mnemonic MCATSS, the M stands for:
A. Mucosa
B. Margins
C. Medical
D. Mobility

14. Which of the following should be palpated 
during a thorough head and neck examination?

A. Temporomandibular joint
B. Submandibular lymph nodes
C. Parotid gland
D. All of the above

15. The acronym PERRLA refers to 
documentation and assessment of what 
anatomy and physiology?

A. Kidney function
B. Heart rate
C. Parkinson’s disease
D. Pupillary reactivity

16. The anterior cervical lymph nodes drain which 
of the following?

A. Hard and soft palates
B. Posterior pharynx
C. Auricular cartilage
D. Thoracic cavity

17. What is the primary directive of the dental 
professional conducting the head 
and neck exam?

A. Ruling out odontogenic origin of potentially 
abnormal findings
B. Documentation
C. Building rapport
D. All of the above

18. Effective head and neck examinations should:
A. Prioritize efficiency over efficacy
B. Be conducted as fast as possible
C. Be systematic and regular
D. Be conducted only once a year

19. Which of the following should be included in 
an effective referral of an abnormality to 
a specialist?

A. Identifying patient information
B. Patient’s chief complaint
C. Margins, color, and site
D. All of the above
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20. The more comprehensive the referral, the 
better the specialist will be able to treat the 
patient. Ideal referrals should include the 
patient’s chief complaints and any symptoms 
experienced by the patient.

A. Both statements are true.
B. The first statement is true; the second 
statement is false.
C. The first statement is false; the second 
statement is true.
D. Both statements are false.

21. Ideally, who should be completing the head 
and neck examination on the dental team?

A. Dental assistant
B. Dental hygienist
C. Dentist
D. B and C

22. How often should the patient’s social and 
medical histories be updated?

A. Every six months
B. Every year
C. At every recall
D. At every appointment

23. Which of the following does not elevate the 
patient’s risk for pathology?

A. Poor nutrition
B. Elevated stress levels
C. Annual physical examinations
D. The use of drugs and alcohol

24. Lightly touching the patient’s forehead and 
cheeks bilaterally and assessing if the touch 
feels equal is a test for ___ nerve function.

A. Trigeminal
B. Facial
C. Temporal
D. Maxillary

25. Which of the following is necessary to 
successfully document an abnormality?

A. Assessment of the margins
B. Color, shape, and size of the lesion
C. Number of lesions present
D. All of the above

26. The carotid bulb can be differentiated from a 
lymph node based on:

A. Location
B. Size
C. Pulsation
D. All of the above

27. When sliding a finger down the midline from 
the chin, the first hard protuberance that is 
encountered is the:

A. Thyroid cartilage
B. Cricoid cartilage
C. Thyroid gland
D. First ring of the trachea

28. In adults with no TMD, the average maximal 
opening for men is:

A. 45 mm
B. 48 mm
C. 50 mm
D. 52 mm

29. Which of the following structures should be 
assessed with the patient biting together?

A. Soft palate
B. Tonsillar pillars
C. Facial gingiva
D. Buccal mucosa

30. Yellow sclera can be indicative of:
A. Jaundice or liver dysfunction
B. Osteogenesis imperfecta
C. Dentinogenesis imperfecta
D. Pupillary dysfunction
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