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Sir,
Polarization of caries is occurring on a worldwide basis, 
where the prevalence of caries is declining in developed 
countries and increasing in less‑developed countries; also, 
this is epidemic in countries with emerging economies.[1] 
Diet has been associated with the prevalence of dental 
caries for centuries. In the field of research about caries 
etiology, diet has probably received more attention than 
any other subjects.[2]

Literature has shown that nature of diet consumed, 
whether vegetarian or mixed, shows association with 
prevalence of dental caries. To reveal this association, 
a study was conducted among 6‑12‑year‑old school 
children in Shimla city, Himachal Pradesh, India. 
A cross‑sectional study was conducted on 1,200 school 
children aged 6‑12 years from 11 government elementary 
schools, which were selected randomly from all parts of 
the city. Data was collected through clinical examination 
of the children and questions were asked related to the 
nature of the consumed diet. Data was analyzed using 
SPSS (version 13), and Chi‑square test was used for 
comparison.

Results of the study revealed the association. 
Children following a vegetarian diet had a higher 
prevalence of dental caries than those following a 
mixed diet (79.4% vs. 74.2%); this difference was highly 
statistically significant (χ2=19.71, P<0.01). Similar results 
were reported by Khan et al.[3] and Bhardwaj et al.[4] 
Individuals who consume mixed diet rich in protein 
develop less amount of acid in their mouth and are 
relatively protected from dental caries. This may be due to 
putrification of the protein diet rather than fermentation 
of carbohydrates, where alkalinity replaces acidity and 
no decalcification is usually observed.[3]

Thus, the study revealed that vegetarian/mixed diet 
has an impact on the prevalence of dental caries. 

However, to prove this point, further studies need to 
be conducted among different populations and age 
groups.
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Sir,
Smoking is on the rise in the developing world; however, 
falling in developed nations. About 15 billion cigarettes 

Smoking affects periodontal health

are sold daily or 10 million every minute.[1] Cigarette 
smoking is a risk factor for many diseases, and recent 
evidence indicates that smoking adversely influences 
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periodontal health having a detrimental impact on oral 
health.[2] To reveal this fact a cross‑sectional study was 
carried out in the Shimla city. A total of 371 male subjects 
were selected by a simple random sampling for the clinical 
examination. Age group of the study population was 
between 18 years and 58 years. Each sextant was defined 
for codes as follows: healthy, scored as Community 
Periodontal Index (CPI) code 0; bleeding observed on 
probing, CPI code 1; calculus detected, CPI code 2; pocket 
of 4‑5 mm, CPI code 3; or pocket of 6 mm or more, CPI 
code 4. All the subjects were interviewed regarding the 
smoking habit. The percentage of healthy periodontium 
was significantly higher in non‑smokers (3.49%) than 
in smokers (2.81%). The percentages of CPI scores ‘0’ 
was higher among non‑smokers than non‑smokers 
whereas scores (1, 2, 3, and 4) were higher in smokers 
than in non‑smokers. The difference was a statistically 
highly significant for scores 3 and 4 (P<0.01). Similar 
results were seen in the study by Garre et al.[3] and Rosa 
et al.,[4] which has revealed that smoking is positively 
related to periodontitis. Keeping in view this revealed 
fact of association between smoking and poor periodontal 
health, there is a great need of awareness to be created 
among all sections of society by oral health professionals. 
People should also be educated about other harmful 
effects of smoking on general health as well. Dental 
public‑health efforts, therefore, need to include, and 
emphasize the role of the smoking and not only oral 
hygiene in the primary preventive efforts.
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Emerging roles of dental professionals in the management of 
obstructive sleep apnea

Sir,
Obstructive sleep apnea (OSA) in children has emerged 
not only as a relatively prevalent condition but also as 
a disease that imposes a large array of morbidities, 
some of which may have long‑term implications, 
well into adulthood. The etiology of childhood OSA 
is quited different from that of the adult condition. 
In adults, OSA is usually associated with obesity 
and other causes. Obese children are also at risk for 
OSA, while most children with OSA are not obese. 
Instead, the vast majority of cases of OSA in children 
are associated with adenotonsillar hypertrophy 
and skeletal malocclusion. According to Brouillette 
et al.[1] increasing awareness of OSA and examination 
of sleeping patients should result in earlier treatment 
and less morbidity for infants and children with OSA. 

Asadenotonsillar hypertrophy is one of the main cause 
of OSA among children, investigating the prevalence of 
OSA among children with adenotonsillar hypertrophy 
is an important clinical and research task. There is 
evidence that physicians may not always recognize 
childhood OSA.[2] According to Konno et al.[3] the average 
delay of 23 months occurred between identification of 
pediatric patients with large tonsils and their referral to 
a sleep clinic. Among the physicians treating children, 
dentists/orthodontists are most likely to identify 
adenotonsillar hypertrophy; thus, it may be in the 
patient’s best interests if dentists/orthodontists act as 
“gatekeepers” in identifying children with adenotonsillar 
hypertrophy. Once dentists/orthodontist identifies 
children with adenotonsillar hypertrophy, they should 
inform the parents about the risk of OSA and further 
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