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Maintenance of good oral 
health is a cost-effective 
measure for decreasing risk 
of heart disease. Do you 
agree with me?
Sir,
Porphyromonas spp., including P gingivalis and 
P endodontalis, are gram-negative anaerobic pigmented 
bacteria that have been isolated from patients with different 
oral diseases.[1] They are among the more than 400 bacteria 
that may infect the mouth. Bad oral hygiene may lead to 
periodontal diseases, which has been postulated to lead 
to damage to the heart. [2] Recent research has shown that 
having a healthy heart depends not only on good dietary 
practices, a stress-free life, and regular exercise, but also 
on the maintenance of good oral hygiene. Infection with 
pathogenic bacteria, in particular gram-negative anaerobic 
bacteria such as Porphyromonas spp. and Prevotella spp. (P 
intermedia and P nigrescens) increases the risk of future 
heart disease.[3] Other gram-negative bacteria such as 
Fusobacterium spp. are also probably involved.

In this letter, I would like to call attention to these 
findings and ask if there really is a strong link between 
heart disease and oral infection. If there is, the public must 
be educated to consider brushing of teeth and regular 
dental check-up as essential not just for maintenance 
of oral hygiene but also for prevention of heart disease. 
Different studies have shown that these can be considered 
cost-effective interventions for decreasing the risk of 
heart disease.[4,5]

To conclude, reduction in the incidence of heart diseases 
in the world may be indirectly linked to improvements 
in personal hygiene, particularly oral hygiene, among the 
public, and this must not be forgotten by clinicians and the 
healthcare system.

Ali M Tavana
Health Research Management Center, Baqiyatallah (A.S),  

University of Medical Sciences, Tehran, Iran.  
E-mail: alimehrabitavana@yahoo.com

REFERENCES

1. Tavana AM, Korachi M, Boote V, Hull PS, Love DN, Drucker DB. 
Phospholipid analogues of Porphyromonas gingivalis. J Appl Microbiol 
2000;88:791-9.

2. Tavana AM. Heart failure and oral bacteria: How could be prevented? 
J Cardiovasc Dis Res 2010;1:161.

3. Herman WW, Ferguson HW. Dental care for patients with heart failure: 
An update. J Am Dent Assoc 2010;141:845-53.

4. Joynt KE, Orav EJ, Jha AK. The association between hospital volume and 

Access this article online
Quick Response Code: Website: 

www.ijdr.in

PMID:  
***

DOI:  
10.4103/0970-9290.107413

letters tO editOr

Tooth carving: A response
Sir,
I have recently gone through Dr. PK Baskar’s letter to the 
editor entitled ‘Tooth carving’.[1] I am surprised as to why 
Dr. Baskar feels that the subject of tooth carving can be safely 
discarded from the syllabus of Bachelor of Dental Surgery 
course. He explained the logic behind his thoughts that 
medical students need not have to practice carving organs 
with wax, and why it should be different for students of 
dentistry. My logic says that the students in dentistry have 
to carve the tooth directly in a patient’s mouth in the form 
of various direct restorative procedures, which include 
amalgam restorations, posterior composite restorations, 
direct filling gold restorations, anterior direct composite 
restorations, direct composite laminate veneers, and so 
on. Even for the indirect or castable restorations, (such 
as posterior metal or porcelain inlays, onlays or crowns, 
anterior ceramic crowns, or laminates), a dentist has to 
carve the wax pattern. Also for the metal ceramic or all 
ceramic crowns and bridges, the dentist has to literally 
build-up and carve the external tooth form. Although the 
indirect restorations are fabricated in the laboratory and the 
dentist may not directly be involved in the carving process 
of wax patterns or ceramic build-ups, the final adjustments 
ultimately have to be carried out by the dentist himself. So 
the three-dimensional architecture or anatomy of each and 
every tooth (at least of crown portion) can only be oriented 
by learning wax carvings in his initial period of curriculum. 
I myself learned most of the tooth anatomy during my 
tooth-carving practicals in second year BDS, which I never 
forgot till date. If a dentist has not carved a tooth in his 
student life, how can he/she build the composite restoration 
in a patient’s mouth? Even a single millimeter of a high-point 
in a faulty restoration (direct or indirect) can lead a patient 
into more detrimental temporomandibular joint disorders. 
How does the practice of tooth carving convert dentistry 
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