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Post-Webinar Test Questions:
Michael Mugo, RN MS PMHNP-BC & Brooke MO Fukuoka, DMD, DABSCD -
The Oral Burden of Mental lliness and the Quest for Mitigation

1. Delusions, hallucinations, and disorganized thinking are symptoms of which disorder?
Major Depressive Disorder
Bipolar Disorder

Schizophrenia
Fil Substance Use Disorder

2. Depressed mood, Loss of interest/pleasure, weight changes, feelings of worthlessness, and suicidal
ideation are just some of the symptoms associated with:
Major Depressive Disorder
El Bipolar Disorder

Schizophrenia
Substance Use Disorder

3. Distractibility, impulsiveness, grandiosity, flight of ideas, and sleep deficit are some of the symptoms
associated with:
Major Depressive Disorder
Bipolar Disorder
Schizophrenia
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Substance Use Disorder

4. Oral Side effects of Antipsychotics include:
Dry mouth

Bruxism

Glossitis

Oral facial dystonia

Bothaandb

All of the above
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5. Oral Side effects of SSRI/Mood Stabilizers include:
Dry mouth

Gingival bleeding

Hyposalivation

Bruxism

Burning mouth syndrome

Dark lip pigmentation

All of the above
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Please email your completed test to info@elevateoralcare.com for grading and recording.

An AGD Pace Completion Certificate, or corrections to the answers, are needed to obtain a passing
score of 80%. This certificate will be emailed to your address above within three weeks for
continuing education credit. Please call us at 877-866-9113 for any questions.
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