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Abstract

This study introduces the “focal bleaching technique” (FBT), which is designed to reduce the biological 

hazards of the application of the bleaching gel on dental tissues. It also can be considered as a direct 

application of minimal intervention dentistry concepts on bleaching. Drawing a “bleaching map” is a 

critical step preceding focal bleaching. This map is considered to be an important diagnostic tool that assists 

the clinician in determining the distribution of stain and developing a comprehensive treatment plan. The 

current study reports a clinical case of opaque fluorosis combined with brown discoloration treated with 

FBT. This case demonstrates the step-by-step procedure and limitations of this line of treatment. Using 

FBT changes the old concept of bleaching from simply that of whitening teeth to a systematic balancing 

of color between discolored and sound regions of the affected tooth. As with any clinical technique, it 

has some limitations; for example, the presence of “bleaching-persistent regions” that do not respond to 

the treatment and require another line of treatment (e.g., direct or indirect veneers). The current study 

revealed that using FBT guided with bleaching map can achieve better results compared to conventional  

bleaching methods.
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Learning O
bjectives

After reading this article, the 
participant should be able to:

1. Review the different types 
of dental stains and how 
treatment can be modified 
related to this.

2.  Learn and understand 
the reasoning behind an 
innovative new bleaching 
technique called the “focal 
bleaching technique” (FBT).

3. Review the varying results 
that can be achieved with 
in-office bleaching, home 
bleaching, and FBT to 
manage intra-tooth color 
variations.
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Introduction

Historical Background
Esthetics is the field that studies the nature of beauty 
and seeks to enhance the particular details of static 
and dynamic objects to make them more visually ap-
pealing.1 The artistic nature of dentistry and the grow-
ing esthetic demands of dental patients have led to the 
specialty of “esthetic dentistry.”

Treatment of tooth discoloration is one of the 
most important fields of esthetic dentistry. In ancient 
cultures and their artworks, white teeth symbolized 
beauty and good health. Past dental surveys revealed 
that 28 to 34% of surveyed subjects are dissatisfied 
with the color of their teeth and seek bleaching treat-
ment.2,3 Dental bleaching has been reported as the 
most conservative method of treating tooth discol-
oration.4 Bleaching techniques have been markedly 
improved, from using pure chemical peroxides, until 
reaching the recent light/laser-assisted bleaching sys-
tems.5 

In 1876, the first original work reporting the pro-
fessional bleaching of stained teeth was written by 
M’Quillen,6 who stated, “It is a somewhat remarkable 
and inexplicable fact that none of the textbooks which 
have been presented to the profession, so far as my 
observation goes, pay even the compliment of a pass-
ing notice to the means whereby discolored teeth may 
be improved in appearance.” Furthermore, M’Quillen 
had reported that the most common cause of tooth 
discoloration was intrusion of hemoglobin into den-
tinal tubules, which turns the tooth color to pink “rosy 
tooth.” M’Quillen used Labarraque’s solution (liquor 
soda chlorinate), chloride of lime (calcium chlorinate 
powder), and chlorate of potash (potassium chlorate) 
as bleaching agents to improve the color of stained 
teeth.6

The first attempt to accelerate the bleaching process was introduced 
in 1918 by Abbot,7 who used a high-intensity light source to raise the 
temperature of a peroxide-based bleaching agent. Another accelerating 
method was introduced in 1937 by Ames and Smithfield,8 who used an 
external heat source. They also invented a specially designed hand in-
strument that was pre-warmed on a Bunsen burner and applied on the 
bleaching agent (the scientific name of the used bleaching agent was not 
clearly mentioned in their publication, however; they referred to it only 
as “liquid” or “solution”) to accelerate the bleaching process.

Dentist-Supervised Home Bleaching 
Bleaching has been a well-known treatment since 1989, after publica-
tions from Haywood and Heymann9-12 about nightguard vital (dentist-
supervised home) bleaching. Dentist-supervised home bleaching is a 
patient-dependent technique that requires a long time before achieving 
satisfactory results. Moreover, it fails in treating deeply stained teeth.

“In-Office” Vital Bleaching
Another professional bleaching strategy, “in-office” vital bleaching, was 
introduced in the last two decades to overcome the drawbacks of the 
dentist-supervised home bleaching technique. In-office bleaching is per-
formed by chairside application of highly concentrated bleaching agents 
on discolored teeth with a special regimen. Nowadays, there are many 
attempts to accelerate the in-office vital bleaching process by using exter-
nal photo-activation methods (e.g., light-emitting diodes [LEDs], lasers, 
mercury halide lamps, plasma arc, quartz halogen, and ultraviolet units), 
also called “power in-office vital bleaching” or “power bleaching.” Incor-
poration of light-activation technology into dental bleaching techniques 
decreases the harmful effects of bleaching agents and reduces the treat-
ment time.13 

Stain Types
Tooth stains can be classified into two main groups: extrinsic and intrin-
sic. The extrinsic stain is defined as a temporary stain that can be eas-
ily removed with routine prophylactic cleaning and usually results from 
frequent intake of dark-colored beverages (e.g., coffee, tea, and cola) or 
smoking. Conversely, the intrinsic stain is defined as an endogenous stain 
that has been incorporated into the tooth matrix and cannot be removed 
via routine prophylactic cleaning. Intrinsic stains can be caused by sys-
temic intake of certain drugs (e.g., tetracycline derivatives) during the 
period of tooth formation. Also, excessive intake of fluoride during child-
hood can lead to a pathological condition called dental fluorosis. Dental 
bleaching deals with intrinsic stains and tries to remove or dilute their 
effect on the general shade of the tooth.

Tetracycline stains can be classified, according to their response to 
bleaching, into four categories: mild, moderate, severe, and intracta-
ble.14,15 “Mild” degree can be observed as a yellow/gray stain uniformly 
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distributed among the affected teeth, whereas “mod-
erate” degree is noticed as uniformly distributed yel-
low/brown or dark gray stains. However, severe stains 
are characterized by blue-gray and/or black stains as-
sociated with significant banding across the labial sur-
face of the tooth. Furthermore, Feinman15 described 
the remaining heavy tetracycline stains that did not re-
spond to bleaching treatment and require other treat-
ment modalities (e.g., veneers) as intractable stains. 
Mild and moderate stains can be treated with dentist-
supervised home bleaching as well as in-office vital 
bleaching. However, severe and intractable stains can 
be treated only with in-office vital bleaching. 

Fluorosis is another common intrinsic stain clas-
sified by Feinman into three degrees: simple, opaque, 
and pitting.15 Feinman reported that simple fluo-
rosis can be observed as brown pigmentation on 
the smooth surface of enamel and can respond to 
bleaching. On the other hand, opaque fluorosis can 
be observed as flat gray or white flakes on the enamel 
surface. Moreover, opaque fluorosis responds poorly 
to bleaching, due to the difficulty of obtaining a fi-
nal uniform tooth shade.15 Furthermore, it has been 
reported that pitting fluorosis should be treated with 
combination of bleaching and veneering techniques.

Adverse Effects of Vital Bleaching on 
Tooth Structure

Tooth hypersensitivity is the most commonly reported 
adverse effect following vital bleaching.16,17 Previous 
studies showed that hypersensitivity is a reversible 
condition that can last from 4 to 60 days after bleach-
ing. The duration of hypersensitivity depends upon 
the contact time, concentration of the bleaching agent, 
and condition of the bleached teeth.17,18 The irritation 
or accidental bleaching of oral mucosa is another ad-
verse effect that can occur following the application 
of the bleaching gel. This problem can be reduced by 
using the appropriate tissue protection measures (e.g., 
rubber dam and light-cured and composite-based gin-
gival protectors).

Power bleaching can significantly increase the in-
trapulpal temperature, particularly during the use 
of plasma arc and quartz halogen light units.19,20 Al-
though the elevation of intrapulpal temperature asso-
ciated with laser photo-activation depends upon the 

type of laser. The lowest intrapulpal temperature rising was reported with 
argon and diode lasers (short activation period [60 seconds]), while the 
highest was recorded with a CO2 laser.19,21 The LED activation method 
also can produce an elevation of the intrapulpal temperature, but this 
elevation is still within the acceptable range (below 5.5°C).20 Increasing 
the intrapulpal temperature over the critical threshold (5.5°C) may lead 
to irreversible pulpitis and permanent damage of pulp tissues. Histologi-
cal and morphological studies showed that bleaching agents can alter the 
topography and histological features of the enamel surface.22-24 Further-
more, mechanical studies have shown that bleaching reduces the hard-
ness of both enamel and dentin.25,26

Bleaching Map Concept
According to the bleaching map concept, every discolored tooth should 
be diagnosed and treated as a separate case, with careful monitoring of 
the distribution and degree of saturation of the stain as well as the regions 
of normal sound tooth structure. A bleaching map should be drawn for 
each tooth prior to bleaching, demarcating the deeply, moderately, and 
intermediately stained as well as sound tooth regions.

Rationale for Using the Focal Bleaching Technique
After reviewing the historical development of bleaching techniques, the 
author found that in-office vital bleaching technique was introduced to 
manage the inter-arch color variation of teeth (i.e., the discoloration does 
not involve all the teeth of the dental arch). However, it is not able to 
manage the intra-tooth color variation (i.e., the variability of color within 
the tooth itself). Power in-office vital bleaching provides a great advan-
tage in limiting the application of the bleaching gel to the affected areas 
only (the FBT). This selective application cannot be achieved with a den-
tist-supervised home bleaching technique. A home bleaching technique 
requires applying the bleaching agent on the entire tooth surface, which 
results in lightening the color of both stained and normal tooth areas at 
the same level. This unselective whitening decreases the ability of the hu-
man eye to recognize the color difference before and after the treatment. 
Therefore, the FBT expands the bleaching from a conventional process of 
shade lightening to a systematic balancing of color between the stained 
and the normal tooth regions.

Feinman’s classification was simple and he assumed distinct borders 
between the different staining degrees; however, most of the clinical 
cases showed complex combinations of staining, which consequently 
increased the complexity of treatment. This led to an increase in the de-
mand for using selective bleaching protocols for treatment of such com-
plicated clinical situations. Moreover, Feinman reported that “bleaching 
will lighten the teeth, but only relative to the initial color, so that striated 
discoloration will be less discolored but still striated.”15 This represents 
the most difficult challenge during treatment of banding discoloration 
with conventional bleaching techniques. However, if the selective FBT is 

 Hamama



 132   Summer 2013 • Volume 29 • Number 2

applied, a marked reduction in demarcation between 
treated and sound regions will be achieved.

Previous bleaching protocols recommended 
performing a professional tooth cleaning, using 
micro brushes and abrasive diamond pastes prior 
to the bleaching process. This professional cleaning 
is performed to remove the extrinsic stains and 
surface fluoride-reach zone of enamel, which may 
reduce the effect of the bleaching agent on the tooth 
substrate.14,27 However, using FBT limits the cleaning 
process to the stained areas only; this preserves the 
surface fluoride-reach zone, which plays a great role in 
caries prevention.

Furthermore, FBT decreases the biological, histo-
logical, and mechanical adverse effects of bleaching 
agents on tooth substrate. It also decreases the quanti-
ty of the bleaching agent, which consequently reduces 
the postoperative hypersensitivity, adverse effects on 
the pulp, and irritation of the mucosal tissues. Use of 
FBT also reduces the hazards of enamel cracking and 
infraction resulting from the non-essential applica-
tion of the bleaching solution on the sound tooth 
areas. Studies have demonstrated that bleaching de-
creases the tensile and shear strength of the enamel 
surface.28,29 Therefore, in cases of pitting fluorosis, 
which require a combination of bleaching and ve-
neering treatments, FBT will help in maintaining good 
bonding to the bleached surface, due to the presence 
of remaining unbleached enamel surfaces.

FBT Protocol
The following section will demonstrate a step-by-step 
procedure for treating a clinical case of opaque fluo-
rosis (combined with brown discoloration) using the 
FBT and guided with bleaching map (Figs 1-4). Thirty 
percent hydrogen peroxide gel (WHITEsmile GmbH; 
Birkenau, Germany) was used and photo-activated 
with an LED photo-activation bleaching unit (DY410-
B LED whitening light, Denjoy Dental; Changsha, 
Hunan, China). Region “a” was treated by applying 
bleaching gel three times successively for 20 minutes 
per application. Region “b” was treated by applying 
the gel twice (20 minutes each time). The gel was ap-
plied on region “c” just once for 20 minutes. Gel was 
not applied on the sound tooth surface of region “d.”

Informed Consent and Professional Cleaning Process
In accordance with medical ethics, the entire treatment procedure should 
be discussed in detail with the patient; then a written informed consent 
should be signed by the patient before the initiation of treatment. This 
consent should include a statement that mentions the possibility of tran-
sient hypersensitivity of the bleached teeth and mild irritation of gingival 
tissues after treatment. It also should state that, if the patient’s photo-
graphs are to be used in scientific publications or professional advertise-
ments, they will be cropped to feature only the teeth. It also should state 
that the patient has the right to prohibit publication of these images. The 
stained areas of the discolored teeth should be selectively cleaned using a 
fine micro brush and dental prophylaxis cleaning paste without extend-
ing into sound tooth areas.

Treatment Planning
A standardized preoperative photograph should be taken 70 cm away 
from the patient at the level of the occlusal plane under ordinary white 
fluorescent light conditions (without using the dental unit light). This 
photograph will be used as the baseline of the treatment, and a raw pho-
to for drawing the bleaching map (Fig 1). The clinician should, for each 
tooth, carefully demarcate the normal tooth areas and mark them with 
the letter “d.” Then, the most deeply stained regions should be marked 
with the letter “a.” This should be followed by demarcating the mod-
erately and intermediately stained regions with the letters “b” and “c,” 
respectively (Fig 2). Finally, the clinician should state the treatment plan 
for each tooth separately, determining the number of gel applications 
and the bleaching time for each specific discolored area (Fig 2).

Definitive Treatment
Tissue-protecting measures should be taken; it is a well-established rule 
of bleaching and also recommended by the author to use a rubber dam 
and light-cured, resin-based gingival protectors. The bleaching agent 
should be applied on the target areas and then photo-accelerated using 
an appropriate photo-activation method. It is recommended to perform 
the bleaching in a multi-step process (Fig 3), starting from the most dis-
colored region (a) until reaching the intermediately discolored areas (c). 
After completing treatment, another postoperative standardized photo-
graph should be taken under the same previously mentioned conditions 
and compared to the baseline photograph (Fig 4). At this stage, the clini-
cian should be able to determine the areas of persistent stain and decide 
whether another bleaching session is needed, taking into consideration 
the patient’s satisfaction level. If the clinician decides to terminate the 
treatment, an anti-hypersensitivity gel should be applied on the tooth 
surface to reduce post-bleaching sensitivity. Finally, the patient should be 
given post-bleaching instructions and scheduled for a recall visit.

A bleaching map should be drawn for each tooth prior to bleaching, 

demarcating all deeply, moderately, and intermediately stained as 

well as sound tooth regions.
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Figure 1: Preoperative view of a case of opaque fluorosis combined 
with brown discoloration treated with the “power focal in-office vital 
bleaching” protocol.

Figure 2: A “bleaching map” was drawn during the treatment-planning phase. (a) Deeply stained,  
(b) moderately stained, (c) intermediately stained, and (d) sound tooth regions.
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Challenges and Management of 
Persistent Stain Regions

Patients should be informed that the FBT does not 
guarantee a 100% success rate for removal of the stain; 
however, it can provide the maximum benefits with 
the least hazards. As with any other bleaching tech-
nique, the clinician should be able to determine the 
treatment endpoint, at which time the stain is consid-
ered persistent and an alternative form of treatment 
should be pursued. One of the acceptable alternative 
treatment modalities for bleaching-persistent areas is 
enamel microabrasion. This technique is performed 
by applying acidic water-soluble microabrasive gel 
(fine abrasive paste with hydrochloric [HCL] acid sus-
pension) on the bleaching-persistent areas using sili-
cone carbide rubber cups (or brushes) mounted to a 
rotary low-speed handpiece.30-32 The low HCL concen-
tration, fine abrasive particles, and gel nature of the 
microabrasion agent control the gel’s flow and reduce 
its scratching effect on the enamel surface.30

Although microabrasion is a well-established 
technique, some authors refused to use enamel mi-
croabrasion. This may be due to its adverse effect on 
the enamel surface33,34 and the consequences of con-
fining its action to the most superficial enamel layer 
without penetrating the deep layers.35 Therefore, the 
use of FBT preceding microabrasion can also restrict 
enamel microabrasion to the persistent areas only, 
which, consequently, reduces the hazards of applying 
the acidic abrasive gel on the intact sound tooth struc-
ture. If the persistent stains are not effectively removed 
via the aforementioned methods, a direct (or indirect) 
partial veneering should be the next line of treatment 
explored; this may achieve more satisfactory results. 
The selective bleaching protocol may be considered 
a time-consuming technique, particularly during the 
preparatory and treatment-planning phases, but this 
problem can be minimized with more training and 
practice. The standardization of photographs is an-
other challenge. Therefore, the author recommends 
that clinicians who are interested in esthetically based 
treatments should enroll in courses to study the basic 
principles of dental photography.

Figure 3: A marked reduction of the stain can be observed on the deeply 
and moderately stained regions following the first step of the treatment, 
in comparison with the baseline stain.

Figure 4: Postoperative view of the treated case. The hand pointer shows 
a bleaching-persistent area; however, the patient’s satisfaction rating for 
this result was 90%, and she preferred to terminate the treatment.

FBT decreases the biological, histological, and mechanical 

adverse effects of bleaching agents on tooth substrate.



 135 Journal of Cosmetic Dentistry 

Summary
The study discussed here revealed that using the focal 
bleaching technique (FBT), guided with a bleaching 
map, achieves better results than conventional bleach-
ing methods. Also, the FBT can provide maximum 
treatment benefits with minimum risks.
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Today’s in-office whitening treatments provide dental professionals 
with opportunities to enhance their patients’ smiles in a minimally 
invasive way. They are fast, effective, and more comfortable for pa-

tients than earlier options. The bleaching map concept presented by Dr. 
Hamama, when used with a focal bleaching technique (FBT), can be an 
approach for planning the whitening process when regions of staining 
within a tooth are markedly varied, as well as when the level of discolor-
ation is varied between teeth. 

The FBT protocol described in the article for assessing areas of intra-
tooth discoloration may benefit from the use of a combination of the 
subjective and objective tools available to determine tooth color. These 
tools also can be beneficial for measuring the extent of the whitening 
achieved from the FBT procedure, without risk of observer bias or fa-
tigue.1 Subjective tools include shade guides, and objective tools include 
spectrophotometry, which is a digital method for objectively assessing 
color change.2 

Eliminating the influence of observer experience, external light, and 
the observer’s physiological condition by using a combination of shade-
taking methods likely could facilitate the accurate identification and dif-
ferentiation between those areas of discoloration that Dr. Hamama terms 
“deeply stained,” “moderately stained,” and “intermediately stained.” 
This is because spectrophotometry is not influenced by lighting condi-
tions or user characteristics. 

Accurately performing the bleaching map treatment planning tooth 
by tooth, as well as within a given tooth, will help to ensure the proper 
number of bleaching gel applications and correct light-activation times. 
Using the tools following the whitening procedure also will eliminate po-
tential observer bias and provide a more accurate post-whitening shade 
change evaluation. 

However, Dr. Hamama admits that FBT may be time consuming, and 
that, as with other tooth whitening methods, it may not be effective when 
treating persistent stains. Dentists may therefore wish to understand the 
optical properties of the stains being treated, as well as the mechanisms 
of action of the light-accelerated bleaching gel and the lights used to ac-
tivate it. This will help to ensure that the appropriate gel is applied for 
an effective length of time, and is activated with a complementary light 
source for maximum effectiveness and patient safety.2,3  jCD
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General Information
This continuing education (CE) self-instruction pro-
gram has been developed by the American Academy 
of Cosmetic Dentistry (AACD) and an advisory com-
mittee of the Journal of Cosmetic Dentistry.

Eligibility and Cost
The exam is free of charge and is intended for and 
available to AACD members only. It is the responsi-
bility of each participant to contact his or her state 
board for its requirements regarding acceptance of 
CE credits. The AACD designates this activity for 3 
continuing education credits.

Testing and CE
The self-instruction exam comprises 10 multiple-
choice questions. To receive course credit, AACD 
members must complete and submit the exam and 
answer at least 70% of the questions correctly. Par-
ticipants will receive tests results immediately after 
taking the examination online and can only take 
each exam once. The exam is scored automatically by 
the AACD’s online testing component. The deadline 
for completed exams is one calendar year from the 
publication date of the issue in which the exam ap-
peared. The exam is available online at www.aacd.
com. A current web browser is necessary to complete 
the exam; no special software is needed.

Note: Although the AACD grants these CE credits, 
it is up to the receiving governing body to determine 
the amount of CE credits they will accept and grant 
to participants.

Verification of Participation (VOP)
VOP will be sent to AACD members via their My-
AACD account upon pass completion. Log onto 
www.aacd.com to sign into your MyAACD account. 

For members of the Academy of General Dentistry 
(AGD): The AACD will send the AGD proof of your 
credits earned on a monthly basis. To do this, AACD 
must have your AGD member number on file. Be 
sure to update your AGD member number in your 
AACD member profile on MyAACD.com. 

All participants are responsible for sending proof 
of earned CE credits to their state dental board or 
agency for licensure purposes. 

Disclaimer
AACD’s self-instruction exams may not provide 
enough comprehensive information for participants 
to implement into practice. It is recommended that 
participants seek additional information as required. 
The AACD Self-Instruction Program adheres to the 
guidelines set forth by the American Dental Asso-
ciation Continuing Education Recognition Program 
(CERP), and the AGD Program Approval for Con-
tinuing Education (PACE).

Questions and Feedback
For questions regarding a specific course, informa-
tion regarding your CE credits, or to give feedback on 
a CE self-instruction exam, please contact the AACD 
Executive Office by e-mailing meetings@aacd.com 
or by calling 800.543.9220 or 608.222.8583.

AACD Self-Instruction 
Continuing  
Education Information

ADA CERP is a service of the American Dental Association to assist dental 
professionals in identifying quality providers of continuing dental education. 
ADA CERP does not approve or endorse individual courses or instructors, 
nor does it imply acceptance of credit hours by boards of dentistry. AACD 
designates this activity for 3 continuing education credits. Concerns or 
complaints about a CE provider may be directed to the provider or to ADA 
CERP at www.ada.org/goto/cerp.

CE
CREDIT

3 Hours Credit
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(CE) Exercise No. jCD12

Tooth Whitening/Bleaching (Esthetics) AGD: Subject Code: 781

The 10 multiple-choice questions for this Continuing Education (CE) self-instruction exam are based on the article, “Focal Bleach-
ing Technique: Determining Stain Distribution by Creating a ‘Bleaching Map,’” by Dr. Hamdi H. Hamama. This article appears on pages 
128-136.

The examination is free of charge and available to AACD members only. AACD members must log onto www.aacd.com to take 
the exam. Note: Only Questions 1 through 5 appear in the printed and digital versions of the jCD; they are for readers’ infor-
mation only. The complete, official self-instruction exam is available online only—completed exams submitted any other way will 
not be accepted or processed. A current web browser is necessary to complete the exam; no special software is needed. The AACD 
is a recognized credit provider for the Academy of General Dentistry, American Dental Association, and National Association of 
Dental Laboratories. For any questions regarding this self-instruction exam, call the AACD at 800.543.9220 or 608.222.8583.

1. The key difference between the focal bleaching technique (FBT) 
and conventional bleaching is that

a. white demineralized areas will bleach faster and become whiter 
with the FBT.

b. conventional bleaching allows all shades of teeth to bleach 
equally well.

c. FBT seeks to balance the color between stained and normal 
tooth regions.

d. conventional bleaching only works on age-related tooth 
darkening.

2.  The “bleaching map” employed with the FBT is used mainly to 

a. review the treatment with the patient and lab technician.
b. show the patient areas that will not respond to treatment.
c. review the expected speed and outcome of the treatment.
d. guide the systematic balancing of color of the affected teeth.

3. When nightguard vital bleaching was introduced in 1989, the 
procedure was indicated for  

a. dentist-supervised home bleaching.
b. chairside application of highly concentrated bleaching agents.
c. accelerated bleaching with the use of a specialized tray and a 

photo-initiator.
d. accelerated bleaching in-office using external photo-activation.

4. Incorporation of light-activation technology into dental bleaching 
techniques  

a. decreases the harmful effects of bleaching agents but increases 
the treatment time.

b. decreases the harmful effects of bleaching agents and reduces 
the treatment time.

c. requires the use of a specialized custom tray and a photo-
initiator.

d. increases the speed of both at-home and in-office power 
bleaching.

5. The goal of dental bleaching is to

a. remove or dilute the effect of intrinsic stains to the general 
shade of the tooth.

b. remove or dilute the effect of extrinsic stains to the general 
shade of the tooth.

c. reverse staining caused by the systemic intake of dark-colored 
beverages or smoking.

d. eliminate stains that cannot be removed via routine prophylactic 
cleaning.

To see and take the complete exam, log onto www.aacd.com.




