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Overview
This course provides best available evidence for the development of strategies to minimize latex-related 
problems among oral healthcare personnel (OHCP) and patients, to minimize the exposure of OHCP with 
acute or chronic diseases to patients who have been diagnosed with a transmissible infectious disease, 
and to minimize the exposure of patients to OHCP who have been exposed to or have been diagnosed 
with an infectious disease.

Learning Objectives
Upon completion of this course, the dental professional should be able to:
• Develop and implement administrative policies and work-practice controls to minimize latex-related 

adverse effect among patients and OHCP.
• Develop and implement administrative policies and work restrictions for OHCP susceptible to 

opportunistic infections.
• Develop and implement administrative policies and work restrictions for OHCP exposed to or infected 

with transmissible pathogens.
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Introduction 
There are three major factors to consider when 
developing infection control-related administrative 
policies and work restrictions.  OHCP and 
patients may (1) be susceptible to latex-related 
adverse reactions, (2) develop acute or chronic 
medical conditions, which may predispose them 
to opportunistic infections, or (3) may acquire 
potentially transmissible pathogens.1-3  Policies 
dealing with these issues should (1) be written, 
(2) include a statement of authority that defines 
who can exclude OHCP from duty (e.g., personal 
physicians), and (3) be clearly communicated 
through education and training.1-3

Latex-related adverse reactions may be 
minimized by (1) reducing exposure to latex-
containing materials by using appropriate 
work-practice controls, (2) substituting non-
latex products where appropriate, (3) training 
and educating OHCP to recognize signs and 
symptoms of latex-related adverse effects and to 
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monitor for signs and symptoms of latex sensitivity 
among OHCP and patients, and (4) establishing an 
institutional infrastructure for the seamless referral 
of OHCP and patients with signs and symptoms 
suggestive of latex allergy to a physician to confirm 
the diagnosis.1,2

OHCP and patients may also develop acute 
or chronic medical conditions such as immune 
deficiency syndromes, chronic diseases (e.g., 
diabetes mellitus, cancer, emphysema, heart failure, 
malnutrition), or undergo immunosuppressive 
therapy (e.g., radiotherapy, chemotherapy, anti-
graft rejection medications, steroids, monoclonal 
antibodies) that render them susceptible to 
opportunistic infections.  Such individuals should 
discuss the problem with their personal physician to 
determine if the condition might affect their ability to 
safely perform their duties.1-3

Finally, OHCP may become exposed to or infected 
with transmissible pathogens.  Policies should 
encourage OHCP to report exposures or illnesses 
without jeopardizing wages, benefits, or job status.3  
Decisions concerning work restrictions intended 
to prevent healthcare-associated transmission of 
pathogenic organisms should be based on the 
mode of transmission and the period of infectivity 
of the pathogen; and, in some instances, the level 
of circulating viral burden and level of risk for 
transmitting a pathogen (i.e., HBV, HCV, and HIV) 
in association with a procedure.1-3

Administrative and Work Practice 
Controls to Minimize Latex-related 
Adverse Effects
Latex is a product of the Hevea brasiliensis rubber 
tree. A milky sap flows in lactifers under the 
surface of the bark, which is collected by making 
diagonal cuts in the bark of the tree. Natural rubber 
latex contains cis-1,4-polyisoprene (the major 
component), proteins, lipids, carbohydrates, and 
numerous inorganic constituents such as potassium, 
manganese, copper, zinc, and iron.4  Over 250 
proteins have been identified in latex and about 
30-60 of these are responsible for virtually all latex-
related IgE-mediated immediate hypersensitivity 
(i.e., Gell and Coombs Type 1) reactions.4-6

Once the latex sap is harvested, ammonia is 
added to prevent autocoagulation and bacterial 
contamination.5,7,8  There are two types of 

ammonia-latex concentrates: high ammonia-
latex concentrate (0.7% ammonia by weight) 
and low ammonia-latex concentrate (0.2-0.3% 
ammonia by weight). While the higher ammonia 
concentration is more effective in strengthening 
and stabilizing natural rubber latex, it also 
increases the incidence of latex glove-related 
irritant contact dermatitis.7,9

In order to enhance elasticity, the stabilized 
ammonia-latex concentrate is subjected 
to vulcanization, i.e., it is heated in the 
presence of sulfur. To reduce the time and 
temperature required for the process, numerous 
“accelerators” and “promoters” (e.g., thiurams, 
mercaptobenzothiazoles, and carbamates) are 
added. Residuals of these chemicals are primarily 
responsible for latex-related cell-mediated delayed 
hypersensitivity (i.e., Gell and Coombs Type IV) 
reactions such as allergic contact dermatitis.7-12

The incidence of latex allergy in the general 
population is 1 to 2%.13  Patients with spina 
bifida, because of repeated exposure of mucous 
membranes to latex products during various 
medical/surgical procedures, are at highest risk 
of latex allergy with a prevalence rate that ranges 
from 20 to 67%.13  Healthcare workers have the 
second highest risk of developing latex allergy 
with sensitization rates that are three times higher 
than in the general population.7,13-16

Clinical Manifestations of Adverse Reactions 
to Latex Products
Adverse reactions following exposure to latex 
products may be categorized as (1) irritant contact 
dermatitis (not associated with allergy), (2) cell-
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mediated delayed hypersensitivity reactions 
(allergic contact dermatitis), and (3) IgE-mediated 
immediate hypersensitivity reactions (urticaria, 
angioedema, allergic rhinoconjunctivitis, asthma, 
and generalized anaphylactic shock).5,7,9,11,17

Irritant Contact Dermatitis
The most common adverse reaction to latex 
products, specifically to latex gloves, is irritant 
contact dermatitis (ICD).  It is characterized by 
dry, cracked, itchy, irritated areas of the skin 
(usually of the hands).  The time of onset is 
gradual (over several days) as a result abrasion 
and maceration from donning and removing 
gloves, repeated hand washing and drying, 
incomplete hand drying, the use of cleaners 
and sanitizers, and exposure to other workplace 
products and chemicals.5,7,9,18

Allergic Contact Dermatitis
Allergic contact dermatitis (ACD) is caused 
primarily by the accelerators, promoters, 
and antioxidants that are added to natural 
rubber latex during harvesting, processing, or 
manufacturing.5,7-10,12,18  It is characterized by a 
papular, pruritic (itchy) rash (Figure 1); which 
usually begins 24 to 48 hours after contact with 
offending products and may progress to oozing 

vesicles and blisters and spread to areas of skin 
untouched by latex.12,19,20  ACD may be the first 
sign that more serious reactions could occur with 
continued exposure.

IgE-mediated Immediate Hypersensitivity 
Reactions
The risk of progression from ACD to more serious 
allergic reactions is unknown.  At least some of the 
patients, who initially develop ACD with repeated 
exposure to latex may experience acute urticaria 
considered to be a transitional stage between 
ACD and IgE-mediated immediate hypersensitivity 
reactions (Figure 2).  Symptoms usually occur 
within 60 minutes of exposure to a latex product 
and are characterized by itching, redness, and a 
wheal and flare reaction at the site of contact.21

Angioedema is a feature of urticaria.  It is 
characterized by localized, well-circumscribed, 
non-pitting swelling (edema) commonly affecting 
the lips (Figure 3), face, limbs, and trunk.  When 
edema affects the larynx, it can lead to severe, life-
threatening upper airway obstruction.  Angioedema 
of the abdominal viscera is associated with 
severe pain.  Other gastrointestinal symptoms of 
immediate type I hypersensitivity reactions may 
include vomiting and diarrhea.

Figure 1. Allergic contact dermatitis characterized by rash, redness, and itching, 
which began about 24 hours after dental treatment under a rubber dam.

Figure 2. Acute urticaria characterized by pruritic, red wheals that range from 1.5 
to 3.0 cm in diameter, which began about an hour after exposure to latex gloves.
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Deposits of latex proteins on mucosal surfaces 
of the eyes and upper respiratory tract can lead 
to allergic rhinoconjunctivitis.  Clinical signs and 
symptoms include watery eyes, nasal congestion, 
sneezing, rhinorrhea, and an itching sensation 
of the oropharyngeal mucosa.  If sufficient 
aeroallergens penetrate below the level of the 
glottis, the allergic response progresses to acute 
bronchospasm.22  It is estimated that 2.5% of 
healthcare workers are susceptible to latex 
aeroallergen-induced acute asthma.23

When latex proteins interact with IgE antibodies 
on mast cells and basophiles, a massive release 
of histamine and other substances result in 
generalized anaphylactic shock.  Early signs 
and symptoms include weakness, dizziness, 
flushing and urticaria.  It progresses rapidly 
and sequentially to laryngeal edema (resulting 
in stridor) and bronchospasm (resulting in 
wheezing); followed by hypotension, tachycardia, 
and vascular collapse as a result of decreased 
systemic vascular resistance (Figure 4).17,24

While anaphylaxis is seldom the first sign of latex 
allergy, latex exposure is estimated to account for 
12 to 40% of anaphylactic reactions that occur 
during adult surgery.13,25,26  In oral healthcare 

settings, anaphylactic reactions to latex products 
have been reported to occur with exposure to 
gloves, dental rubber dams, and to latex-related 
aeroallergens.7  Rapid detection of signs and 
symptoms with immediate intervention is necessary 
to prevent serious complications and death.9,17,27

Diagnosing Allergy to Latex
OHCP and patients who relate a history of papular, 
pruritic (itchy) rash of the skin; urticaria, angioedema, 
and rhinoconjunctivitis; coughing, shortness of 
breath, or wheezing; and/or a drop in blood pressure 
following exposure to latex should be suspected 
of latex allergy.  The diagnostic algorithm for latex 
allergy entails obtaining a thorough medical history, 
skin-patch testing, serum IgE measurement, and 
glove provocation testing.7,13,28,29

Medical History
Obtaining a complete medical history is the first 
step in diagnosing latex allergy.  As noted earlier, 
certain patient populations (i.e., those with neural 
tubal defects and occupational exposure) are at 
higher risk for latex allergies than the general 
population.  Other risk factors include a history of 
atopy, multiple surgeries, previous hand dermatitis 
of any kind, and allergies to foods known to have 
allergens that cross-react with latex.13,30

Figure 3. Angioedema characterized by localized, well-circumscribed, non-pitted 
swelling affecting the lips.

Figure 4. Anaphylactic reactions to latex allergens in the oral healthcare setting 
characterized by angioedema of the lips and oropharynx associated with stridor, 
wheezing, hypotension, and tachycardia.
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Radioallergosorbent Test (RAST)
RAST is a quantitative measurement of allergen-
specific IgE antibodies.  It is the test of choice to 
confirm latex-related immediate hypersensitivity 
reactions.13  There are five FDA-licensed assays 
available (e.g., Alastat [Diagnostic Products 
Corporation, Los Angeles, CA, USA], ImmunoCAP 
[Phadia AB, Portage, MI, USA], CLA Allergen-
Specific IgE Assay [Hitachi Chemical Diagnostics, 
Mountain View, CA, USA], and HY TECH-288 
[Hycor Biomedical Incorporated, Garden Grove, 
CA, USA]).  Their sensitivity and selectivity varies 
from 50-90% and 80-87%, respectively.13

Glove Provocation Testing (GPT)
GPT is useful when a person’s clinical history is 
inconsistent with RAST results.13  During the test, 
the patient wears one finger of a latex glove.  If 
there is no urticarial reaction after 15 minutes, 
the exposed surface area is increased (i.e., two 
fingers and so on).  A negative GPT is confirmed 
by the absence of urticaria after wearing a 
full glove for 15 minutes.7,13  A positive GPT is 
confirmed by the presence of urticaria.  Because 
of variations of latex content in gloves, GPT may 
be unsafe in highly sensitized persons.7

Preventive Strategies for the Oral Healthcare 
Settings
The amount of latex exposure to produce 
sensitization or signs and symptoms of an allergic 
reaction is unknown.  However, reductions in 
exposure to latex products have been reported to 
be associated with decreased sensitization and 
associated signs and symptoms.19,21,30,37,38  Allergic 
reactions to latex products in the healthcare setting 
can be minimized or prevented by following the 
recommendations of the National Institute for 
Occupational Safety and Health (Table 1).39

Some of the common products used in dentistry 
that contain latex and a list of alternative products 
is presented in Table 2.33  Practitioners should 
routinely check with their suppliers to stay current 
on the availability of latex-free substitutes.  The 
cost of using non-latex gloves and other latex-
free alternatives in healthcare settings has been 
analyzed.  It was determined that maintaining a 
latex-free environment is less expensive when 
compared to potential disability and liability costs 
associated with exposure to latex products.40,41

Many latex proteins, collectively called 
pathogenesis-related (PR) proteins, serve 
to protect the rubber tree from a variety of 
environmental threats such as infections (fungal, 
bacterial, and viral), wounding, and chemical 
insults.31  These same proteins are also expressed 
in a number of other plant species.32,33  For 
example, the latex protein ß-1,3-glucanase shares 
high association with the ß-1-3-glucanase proteins 
found in avocado, banana, chestnut, and kiwi.

Other latex PR proteins share moderate 
association with analogous proteins in apple, 
carrot, celery, melon, papaya, tomato, and potato.  
Low or undetermined association exists between 
still other latex PR proteins and many other 
fruits and vegetables, e.g., turnip and zucchini.34  
It is estimated that a patient with a history of 
fruit allergy has an 11% risk of concurrent latex 
allergy.35  Conversely, up to 50% of patients with 
latex allergy are hypersensitive to some plant-
derived foods.5,13,36

Skin-patch Testing (SPT)
SPT is reliable for diagnosing delayed 
hypersensitivity reactions to latex additives and 
helps to differentiate between ICD and ACD.  It is 
performed by applying allergen samples to intact 
skin and covering them with a dressing.  The 
patient is checked for skin reaction at 30 minutes, 
24 hours, and 48 hours.7,13  Swelling, redness, or 
blistering characterize a positive test.

If the test is negative, the site is reexamined 
again at 72 and 96 hours because weak 
reactions may appear later.  A refinement of the 
technique, the thin layer rapid use epicutaneous 
(TRUE) test (Allerderm, Petaluma, CA, USA), 
has been licensed by the FDA and is available 
commercially.  The TRUE test consists of a pre-
prepared testing strip containing 24 of the most 
common contact allergens, including four rubber 
screening mixes and mercaptobenzothiazole.8
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Table 1. Strategies for the Prevention of Adverse Reactions to Latex Products.39

Table 2. Dental Products that Frequently Contain Latex and Alternatives.33
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levels can remain detectable for more than 
5 years after exposure.43  This observation 
underscores the importance of a policy of latex 
avoidance. OHCP and patients with a history 
of immediate hypersensitivity reaction to latex 
proteins should carry epinephrine and wear 
a Medical Alert bracelet.18  Strategies for the 
management of emerging allergic reactions to 
latex are presented in Table 3.44,45

Administrative Policies and Work 
Restrictions of OHCP Susceptible to 
Opportunistic Infections
OHCP with acute or chronic medical conditions 
such as immune deficiency syndromes, chronic 

Treatment Strategies
Once an individual develops an allergy to 
latex, special precautions are needed to 
prevent exposure at home, at work, and during 
healthcare.  Patients and OHCP should be 
aware of common natural rubber latex products, 
as well as foods with cross-reactive proteins.13  
Pretreatment with antihistamines, corticosteroids, 
and bronchodilators is unpredictable in 
preventing IgE-mediated anaphylaxis and is not 
recommended.  Complete avoidance is the most 
effective approach to dealing with latex allergy.42

Signs and symptoms of latex allergy resolve 
quickly with avoidance; however, elevated IgE 

Table 3. Strategies for the Treatment of Allergic Reactions to Latex Products.44,45
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who perform Category III procedures should 
know their immune or infection status, i.e., their 
relative viral load with respect to HBV, HCV, and 
HIV.3  Clinicians who are institutionally based 
and develop one of these infections are ethically 
bound to report it to their institution’s occupational 
medicine department.  Private practitioners are 
ethically bound to report their infectious status to 
the local public health department.

These recommendations take into consideration 
evidence that (1) the HBeAg is not a sensitive 
marker for HBV infectivity (2) the availability of 
molecular tests that measure a patient’s circulating 
viral burden for hepatitis B, hepatitis C, and human 
immunodeficiency viruses with precision, and (3) 
the availability of antiviral agents for the treatment 
of chronic HBV infection, both acute and chronic 
HCV infection, and HIV infection.3  Table 5 lists 
recommended clinical privileges for healthcare 
providers with HBV, HCV, and HIV infection.3

OHCP Exposed to or Infected with Measles, 
Mumps, and Rubella
The measles, mumps, and rubella viruses are 
spread primarily by droplets and droplet nuclei 
generated by an infected person during talking, 
breathing, coughing, and sneezing; by direct 
contact with nasal or throat secretions; and less 
frequently by touching freshly contaminated articles 
and environmental surfaces.46-48  In oral healthcare 
settings, administrative policies and work 
restrictions are primarily predicated on the mode of 
transmission of these pathogens and the period of 
infectivity of exposed or infected OHCP (Table 6).1,2

OHCP Exposed to or Infected with Herpes 
Simplex and Varicella Zoster
The herpes simplex and varicella zoster viruses 
are transmitted primarily from person-to-person 
by direct contact with vesicular exudates, 
contaminated saliva, genital fluids (herpes simplex); 
inhalation of droplet nuclei from infected respiratory 
tract (varicella zoster); and less frequently, by 
contact with freshly contaminated articles and 
environmental surfaces.49,50  In oral healthcare 
settings, administrative policies and work 
restrictions are primarily predicated on the mode of 
transmission of these pathogens and the period of 
infectivity of exposed or infected OHCP (Table 7).1,2

diseases (e.g., diabetes mellitus, cancer, 
emphysema, heart failure, malnutrition), those 
undergoing immunosuppressive therapy (e.g., 
radiotherapy, chemotherapy, anti-graft rejection 
medications, steroids, monoclonal antibodies), 
and older OHCP are susceptible to opportunistic 
infections or the reactivation of latent vaccine-
preventable infections.

Such individuals should discuss the problem 
with their personal physician to determine if 
their medical condition might affect their ability 
to safely perform their duties.  Furthermore, 
this would be an opportune time to review 
the vaccination status of the individual with 
respect to vaccine preventable diseases, i.e., 
hepatitis B, influenza, varicella/zoster, measles/
mumps/rubella, human papillomavirus (HPV), 
tetanus/diphtheria/pertussis, meningococcus, 
pneumococcus, and hepatitis A infections.

Administrative Policies and Work 
Restrictions of OHCP Exposed to or 
Infected with Transmissible Pathogens
Infection is the invasion and multiplication of 
microorganisms in body tissues resulting in local 
cellular injury as a consequence of competitive 
metabolism, toxin production, and immune-
mediated reactions.  The “chain of infection,” the 
transmission of infectious agents in healthcare 
settings requires three elements: (1) a source or 
reservoir of infectious agents, (2) a susceptible 
host with a portal of entry receptive of the agent, 
and (3) a mode of transmission for the agent.1,2

OHCP Infected with a Bloodborne Pathogen
A guideline for the management of healthcare 
workers who are infected with the HBV, HCV, and 
HIV was developed by the Society of Healthcare 
Epidemiology of America (SHEA).3  It recommends 
that infected OHCP should not be totally prohibited 
from patient care solely on the basis of an infection 
with a bloodborne pathogen and that clinical 
privileges be graduated according to the level 
of risk for transmitting a bloodborne pathogen 
(i.e., HBV, HCV, and HIV) in association with a 
procedure (Table 4) and the level of circulating viral 
burden of the infected OHCP.3

This strategy encourages routine voluntary, 
confidential testing and emphasizes that clinicians 
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Table 4. Oral Healthcare-associated Procedures According to the Level of 
Risk for Bloodborne Pathogen Transmission.3
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Table 5. Recommended Clinical Privileges for Healthcare Providers with 
HBV or HCV Infection.3

Table 6. Work Restrictions: Measles, Mumps, and Rubella Infections.1,2
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policies and work restrictions are primarily 
predicated on the mode of transmission of these 
pathogens and the period of infectivity of exposed 
or infected OHCP.55  Infected OHCP should 
be restricted from patient contact, contact with 
patient’s environment, and food-handling until 7 
days after onset of jaundice.1,2

Summary
Adverse reactions to latex products in the oral 
healthcare setting can result in potentially serious 
health problems.  A reasonable reduction of latex 
products should be considered for the protection 
of both OHCP and the patient.  OHCP with acute 
or chronic medical conditions should consult 
with their personal physician to determine if their 
medical condition might affect their ability to 
safely perform their duties.  Policies dealing with 
work restrictions should be written and clearly 
communicated through education and training.

OHCP Exposed to or Infected with Influenza, 
Streptococcus, Meningococcus, and 
Mycobacterium Tuberculosis
Influenza, streptococcus, meningococcus, and 
Mycobacterium tuberculosis are spread from 
person-to-person primarily via airborne droplets 
generated by an infected person during talking, 
breathing, coughing, and sneezing; contact with 
respiratory secretions; and less frequently by 
contact with freshly contaminated articles and 
environmental surfaces.51-54  In oral healthcare 
settings, administrative policies and work 
restrictions are primarily predicated on the mode of 
transmission of these pathogens and the period of 
infectivity of exposed or infected OHCP (Table 8).1,2

OHCP Infected with the HAV
The hepatitis A virus (HAV) is primarily transmitted 
by the fecal-oral route, either by person-to-person 
contact or consumption of contaminated food or 
water.  In oral healthcare settings, administrative 

Table 7. Work Restrictions: Herpes Simplex and Varicella Infections.1,2
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Table 8. Work Restrictions: Influenza, Streptococcus, Meningococcus, and 
Mycobacterium Tuberculosis.1,2
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Course Test Preview
To receive Continuing Education credit for this course, you must complete the online test.  Please go to: 
www.dentalcare.com/en-us/professional-education/ce-courses/ce473/start-test

1. Infection control-related administrative policies and work restrictions should __________.
a. be written
b. include a statement of authority that defines who can exclude OHCP (e.g., personal physicians)
c. be clearly communicated through education and training
d. All of the above are correct.

2. Naturally occurring proteins found in latex are believed to be responsible for inducing what 
type of adverse reaction?
a. IgE-mediated immediate hypersensitivity (i.e., Gell and Coombs Type 1) reactions
b. Latex glove-related irritant contact dermatitis
c. Cell-mediated delayed hypersensitivity (i.e., Gell and Coombs Type IV) reactions
d. Latex glove-related allergic contact dermatitis

3. The most common form of adverse reaction to latex glove use is __________.
a. IgE-mediated immediate hypersensitivity (i.e., Gell and Coombs Type 1) reactions
b. Latex glove-related irritant contact dermatitis
c. Cell-mediated delayed hypersensitivity (i.e., Gell and Coombs Type IV) reactions
d. Latex glove-related allergic contact dermatitis

4. Factors contributing to irritant contact dermatitis include __________.
a. repeated donning and removing of gloves
b. repeated hand washing and drying
c. incomplete hand drying
d. All of the above.

5. All of the following statements about allergic contact dermatitis are correct except which 
one? Allergic contact dermatitis __________.
a. is caused primarily by the accelerators, promoters, and antioxidants that are added to natural rubber 

latex during harvesting, processing, or manufacturing
b. is characterized by a papular, pruritic (itchy) rash, which usually begins 24 to 48 hours after contact 

with offending products
c. associated oozing vesicles and blisters are limited to areas of skin touched by latex
d. may be the first sign that more serious reactions could occur with continued exposure

6. Type I immediate hypersensitivity reactions are mediated by __________.
a. IgA antibodies
b. IgG antibodies
c. IgE antibodies.
d. IgM antibodies

7. When latex proteins interact with antibodies on mast cells and basophiles, a massive 
release of histamine and other substances result in __________.
a. acute urticaria
b. angioedema
c. allergic rhinoconjunctivitis
d. generalized anaphylactic shock

https://www.dentalcare.com/en-us/professional-education/ce-courses/ce473/start-test
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8. The diagnostic algorithm for latex allergy includes __________.
a. obtaining a through medical history
b. skin-patch testing for diagnosing type IV delayed hypersensitivity and serum IgE measurements to 

confirm type I immediate hypersensitivity
c. glove provocation testing when patient’s clinical history is incongruent with IgE results
d. All of the above.

9. Historical clues to a possible latex sensitivity include __________.
a. allergies to foods known to have allergens that cross-react with latex
b. signs and symptoms of an allergic response after exposure to latex
c. previous hand dermatitis of any kind, atopy, and multiple surgical exposures
d. All of the above.

10. A positive skin patch testing is diagnostic of __________.
a. a delayed (Type IV) hypersensitivity reaction
b. an immediate (Type I) hypersensitivity reaction
c. irritation contact dermatitis
d. the presence of allergen-specific IgE antibodies

11. To reduce latex exposure, when performing routine restorative dentistry, which of the 
following is not recommended?
a. Whenever possible, use non-latex gloves and other non-latex products.
b. If latex gloves are preferred, use reduced protein, powder-free gloves.
c. Always use oil-based hand creams or lotions to reduce latex-related problems.
d. After removing latex gloves, perform adequate hand hygiene.

12. Which of the following statements is correct with respect to precautions when treating a 
patient who has a confirmed type I hypersensitivity to latex?
a. Patients allergic to latex must be treated in a latex-free environment.
b. Patients should be scheduled for first appointment of the day.
c. Use latex-free procedure tray and have available a latex-free emergency kit.
d. All of the above are correct.

13. The most effective medication available to treat allergic contact dermatitis is __________.
a. Epinephrine, IM
b. oral H1-receptor antagonist
c. a topical high-potency corticosteroid
d. an inhaled beta2-adrenergic agonist

14. All of the following strategies are appropriate in the treatment of acute asthma except  
which one?
a. Intranasal corticosteroid
b. Inhaled beta2-adrenergic agonist
c. Place patient in supine position and elevate legs
d. Provide immediate oxygen, 2-4 L/min by nasal cannula

15. Which of the following medication is most critical when treating anaphylaxis?
a. Epinephrine, IM
b. Oral H1-receptor antagonist
c. An inhaled beta2-adrenergic agonist
d. Oxygen, 2-4 L/min by nasal cannula
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16. OHCP with which of the following acute or chronic medical conditions are susceptible to 
opportunistic infections or the reactivation of latent vaccine-preventable infections?
a. Immune deficiency syndromes.
b. Immunosuppressive therapy such as radiotherapy, chemotherapy, anti-graft rejection medications, 

steroids, monoclonal antibodies.
c. Chronic diseases such as diabetes mellitus, cancer, emphysema, heart failure, malnutrition, and old age.
d. All of the above are correct.

17. All of the following administrative policies and work restrictions of OHCP exposed to or 
infected with a bloodborne pathogen are correct except which one?
a. Clinical privileges should be graduated according to the level of risk for transmission in association 

with a procedure.
b. Clinical privileges should be graduated according to the level of circulating viral burden of the 

infected OHCP.
c. Strategies should encourage routine voluntary, confidential testing and emphasize that OHCP who 

perform Category III procedures should know their immune or infection status.
d. OHCP who develop to HBV, HCV, and HIV infections are ethically bound to report it to the CDC.

18. In oral healthcare settings, administrative policies and work restrictions are primarily 
predicated on the mode of transmission of which of the following pathogens and the period 
of infectivity of exposed or infected OHCP.
a. Measles, mumps, and rubella viruses
b. Herpes simplex and varicella zoster viruses
c. Influenza, streptococcus, and meningococcus
d. All of the above are correct.

19. OHCP with a positive Mantoux tuberculin skin test (TST) are not infectious and, therefore, 
there are no associated work restrictions.
a. True
b. False

20. Which of the following statements is correct with respect to OHCP infected with the HAV?
a. The hepatitis A virus (HAV) is primarily transmitted by the fecal-oral route, either by person-to-person 

contact or consumption of contaminated food or water.
b. In oral healthcare settings, administrative policies and work restrictions are primarily predicated on its 

mode of transmission and the period of infectivity.
c. Infected OHCP should be restricted from patient contact, contact with patient’s environment, and 

food-handling until 7 days after onset of jaundice.
d. All of the above are correct.
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