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ABSTRACT:
Pregnancy is a unique period in a woman's lifetime. Good oral health during pregnancy is important to the overall
health of both the expectant mother and her baby. Therefore, it is important to maintain good oral health during
pregnancy because it has the potential to reduce the transmission of pathogenic bacteria from mothers to their
children. Dental care is safe for the pregnant patient and can prevent long term health problems for both mother and
child. During pregnancy dental treatment may be modified but need not be withheld, provided that the risk
assessment is made properly for both the patient and the fetus. Oral changes in the mouth are due to the altera .. tion
in the levels of estrogen and progesterone. This variation in the female sex hormones causes an increase in oral
vasculature permeability and decrease in the host immunity, thus making the pregnant woman more prone to oral
infections. Although pregnancy is not a contraindication to dental treatments, the clinician should consult with the
patient's physician to clarify individual treatment issues. When prescribing medication during pregnancy, the main
concern is the risk of teratogenesis, because drugs cross the placenta by simple diffusion. Drugs are administered
during pregnancy only when they are essential for the pregnant woman's well-being, and the drug of choice should
always be the one that is the least toxic. Prescribing of systemic drugs of any kind ideally should be performed after
consultation with the general medical practitioner or obstetrician.
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INTRODUCTION:
Pregnancy is a unique
period in a woman's lifetime. Good oral health during
pregnancy is important to the overall health of both
the expectant mother and her baby. Oral health
assessment should be part of comprehensive prenatal
care for all women and every general medical
practitioner and obstetrician should consider referral
of a newly pregnant woman to a dentist as routine'.
Therefore, it is important to maintain good oral health
during pregnancy because it has the potential to
reduce the transmission of pathogenic bacteria from
mothers to their children.

Dental care is safe for the pregnant patient and can
prevent long term health problems for both mother and
child. Overestimation of the risk of teratogenicity in
the fetus resulting from medical and dental procedures
or drugs may cause a clinician to avoid necessary
treatment of the expectant mother.
During pregnancy dental treatment may be modified
but need not be withheld, provided that the risk
assessment is made properly for both the patient and
the fetus".
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SUMMARY OF PHYSIOLOGIC
0

CHANGES DURING PREGNANCy3

;

Uterine compression of the inferior vena cava, leading to
. venous stasis and deep venous thrombosis

CARDIOVASCULAR
SYSTEM

0

Decreased oncotic pressure leading to lower extremity edema

0

Increased red blood cell volume, heart rate

0

Flattened T waves on electrocardiogram

0

Extra heart sounds (S3, systolic murmur)

0

Increased cardiac output, increased plasma volume

0

Increased airway mucosa fragility leading to an increased
risk of edema

RESPIRATORY

SYSTEM
0

Decreased Pa02 in supine position

0

Increased risk of epistasis with placement of nasal airway,
nasogastric tube

.
HEMATOLOGIC

0

Progesterone-induced hyperventilation

0

Decreased functional residual capacity

0

Increased risk of thromboembolic disease (Leukocytosis

0

Increased plasma volume creates-a physiologic anemia

0

Decreased lower esophageal sphincter tone leading to and

SYSTEM
GASTROINTESTINAL
SYSTEM

RENAL
SYSTEM

IMMUNE
SYSTEM

increased incidence of gastroesophageal reflux disease
0

Decreased gastric motility

0

Increased intragastic pressure

0

Increased glomerular filtration rate

0

Increased urinary stasis leading to urinary tract infections

0

Progesterone-induced dilation of renal tree

0

Suppression of the maternal immune system, secondary to decreased
neutrophil chemotaxis, cellmediated immunity, and natural killer cell
activity

~
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ORAL CHANGES IN PREGNANCy4;
Changes in the mouth are due to the altera=tion in the levels of estrogen and progesterone. This variation in the
female sex hormones causes an increase in oral vasculature permeability and decrease in the host immunity, thus
making the pregnant woman more prone to oral infections4. Common oral problems seen in preg=nancy are
D
PREGNANCY GINGIVITIS

D
0

D
D

D
PYOGENIC GRANULOMA /
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CARIES

MANAGEMENT

OF PREGNANT

Gingivitis is inflammation of gingiva
which is commonly seen in pregnant
women as a response to plaque which is
present due to increase in circulating
progesterone levels.
This condition is ephemeral and recedes
after delivery .
Good oral hygiene can help in the prevention of gingivitis during pregnancy.
Seen in about 1-5% of pregnant women.
Increase angiogenesis coupled with
gingival irritation by local factors such as
plaque is believed to be the cause.
The lesion presents as an erythematous
with smooth surface and lobulated painless
swelling seen commonly on the labial
aspect of inter dental papilla. Other parts of
the oral cavity like tongue, palate, buccal
mucosa can also be involved.
This lesion is benign and seen to occur at
the end of first trimester.
No treatment is required unless some
complications like bleeding from tumour or
difficulty in mastication occurs. In such
cases, tumour can be surgically removed.
Oral prophylaxis coupled with good patient
education and oral hygiene minimizes the
frequency and severity of the lesion.
Vomiting is a very common symptom seen
in pregnant women.
Excessive vomiting causes erosion of the
enamel of teeth due to continuous contact
of teeth with gastric acid
To prevent erosion, pregnant women
should be advised to use fluoride mouth
wash and advised not to brush immediately
after vomiting.
Drugs like antiemetic and antacids can be
prescribed to reduce vomiting.
This increased risk is mainly due to the
.
.
..
.
increase III caryogemc nncroorgamsms
produced by the nutritional changes and to
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PATIENTS IN DENTAL PRA(';TICE
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GUIDELINES

FOR TREATMENT

IN PREGNANCY

5:

Ideal timing for dental treatment: Although pregnancy is not a contraindication to dental treatments, the
clinician should consult with the patient's physician to clarify individual treatment issues, especially
when dental emergencies arise during the first trimester.Unless emergency treatment is required, it is
advisable to defer elective treatment the first trimester because of the potential vulnerability of the fetus.
The second trimester is the safest time to perform routine dental care. In this period treatment planning
should include elimination of potential problems that could arise later in pregnancy or during the immediate postpartum period. The early part of the third trimester is still a relatively good time to provide
routine dental care. However, no elective dental treatment is advisable late in the third trimester. Extensive reconstructive procedures such as crowns and partial dentures should preferably not be performed
at any time during pregnancy-? .
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POSITION OF PREGNANT PATIENT IN DENTAL CHAIR:
In!erlof'
Vena, Qa\'a

~

Impaired venous return to the heart that results from compression

of inferior vena cava by

gravid uterus.
~

So when working on a gravid patient,

the position of the patient is utmost important.

~

The ideal position of the gravid patient in the dental chair is the left lateral decubitus position
with the right buttock and hip elevated 15°.

'18l

A preventive 6-inch soft wedge( rolled towel) should be placed

on the patients right side

when she is reclined for the treatment.
DRUG USE IN PREGNANCy2:
When prescribing medication during pregnancy, the main concern is the risk of teratogenesis, because
drugs cross the placenta by simple diffusion. Drugs are administered during pregnancy only when they are
essential for the pregnant woman's well-being, and the drug of choice should always be the one that is the
least toxic. In practice, dentists mainly prescribe antibiotics to control infections and painkillers to relieve
the pain. Any drug that is prescribed during pregnancy should have the fewest possible side effects and it
should aim to improve the health of the mother or the fetus .In human pregnancy, the time from 2 to 4
weeks from the last menstrual period represents the pre differentiation period of the fetus2. During this
period, the human fetus is relatively resistant to teratogens. The period of maximum teratogenic risk is
organogenesis, which occurs from the end of the predifferentiation period until the end of the lOth week
after the last menstrual period. To determine the risks associated with the use of drugs in pregnancy, the
United States Food and Drug Administration (FDA) has classified drugs based on the level of risk they
pose to the fetus . Accordingly, drugs in category A and category B are considered safe for use, whereas
drugs in category C may be used only if the benefits outweigh the risks. Drugs in category D are avoided
with some exceptional circumstances, while drugs in category X are strictly avoided in pregnant women",
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MEDICAL CONDITIONS AND DENTAL
TREATMENT CONSIDERATIONS 6:
l8!

Hypertensive

disorders,

including

hypertension

and gestational

both preexisting

hypertension,

or chronic

occur in 12-22%

of

HYPERTENSrvE
pregnant women.
DISORDERS

AND

l8!

PREGNANCY

Oral health professionals
in pregnancy.
of bleeding

PREGNANCY

before initiating

to classify the type and severity of hypertension

o

It is usually diagnosed

o

Any inflammatory
infection,

diabetes

the risk
should

in women with
and to

if indicated.
occurs in

2-5% of pregnant women in the U.S.

after 24 weeks of gestation.

process,

including

acute and chronic periodontal

can make diabetes control more difficult.

Poorly controlled
outcomes

diabetes

is associated

such as preeclampsia,

gestational

age newborns.

dental infection

o

dental procedures

care providers

hypertension

Gestational

o

Prenatal

disorders

may increase

be consulted

~

AND

severe hypertension

during dental procedures.

rule out preeclampsia

DIABETES

should be aware of hypertensive

Uncontrolled

Controlling

Meticulous

is important

with adverse pregnancy

congenital

anomalies,

and large-for

control to avoid or minimize

for pregnant

women with diabetes.

all sources of acute or chronic inflammation

helps

control diabetes.

o
HEPARIN

AND

PREGNANCY

Pregnant women with the diagnosis
receiving

daily injections

Additionally,
products

of thrombophilia

may be

of heparin to improve pregnancy

some women may be on low molecular

outcome.

weight heparin

(e.g. enoxaparin).

PREGNANCY OUTCOMES
BY PERIODONTITIS 8:

INFLUENCED

For a long time we have known that risk factors such
as smoking, alcohol use and drug use may contribute
to produce an alteration, disruption or teratogenic
consequence. New research suggests a new risk factor
- periodontal disease",
Systemic inflammation and its chemical mediators
play a major role in the pathogenesis of preterm
delivery, including pre-eclampsia
intrauterine
growth restriction , and preterm delivery Chronic
infections
like
intrauterine
infection
and
chorioarnnionitis are linked to both preterm birth and
elevated CRP levels. Previous research reported that
periodontal infections cause a faster-than-normal
increase in the levels of prostaglandin and tumor
necrosis factor molecules that induce labor.
Furthermore, periodontal disease has been associated
with increased risk of preterm low birth weight, low
birth weight, and preterm birth.

Chemical mediators, principally CRP, might be a
plausible mediator of the association between
periodontitis and adverse pregnancy outcomes.
When periodontal disease is present, the number of
bacteria significantly increases by as much as
10,000 times the original population. The immune
system relaxes slightly during pregnancy so as not
to harm the fetus. More bacteria grow when the
immune system is not working full throttle.
Bleeding gums let bacteria enter the blood stream,
travel through the mother's body, and enter the
placenta. While there appears to be an association
between periodontal disease and preterm low birth
weight, the causal role of periodontal disease in
adverse pregnancy outcomes is yet to be studied
further",
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