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I. Description
A. Perinatal Oral Health and Its Significance
Every year, over 6 million women become pregnant in the United States resulting in
approximately 4 million live births.1 Despite the continuous improvement of perinatal
health over the last several decades, about one-half million infants (one in eight) are
born prematurely each year.2
Studies showing an association between maternal periodontal infection and adverse
birth outcomes have evoked considerable interest and support from maternal and child
health groups for prenatal oral health interventions. Women during the perinatal period
particularly stand to benefit from counseling and routine dental services given their
greater oral health needs and the profound influence of their oral health status and
behaviors on their infant’s oral health.
Perinatal Oral Health during Pregnancy and the Postpartum Period
The perinatal period is defined differently in reports based on whether it refers to the
mother, the fetus and/or the newborn infant, and/or the type of health care and outcomes
of interest. For this report, perinatal oral health refers to oral health care recommended
for women during pregnancy as well as up to two months after childbirth.
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During the perinatal period, women experience complex physiological changes that can
adversely affect their oral health. Changes in diet and oral hygiene practices, as well as
morning sickness or esophageal reflux, can lead to tooth demineralization and an
increase in caries risk if appropriate interventions are not provided.3,4 Because of
hormonal, vascular, and immunologic changes associated with pregnancy, gingival
tissues often manifest an exaggerated inflammatory response to local irritants such as
plaque biofilm.3-5 Depending on the study, prevalence of gingivitis during pregnancy
ranges from 30% to 100%, and an estimated 5% to 20% of pregnant women manifest
clinical signs of periodontitis.3,6 Data from the 1999-2004 National Health and Nutrition
Examination Survey (NHANES) indicate that one in four US women of childbearing age
(15-44 years) had at least one untreated carious tooth surface, and the condition was
more common among socioeconomically disadvantaged women.7 Untreated dental
caries and periodontitis are the most common chronic diseases of the mouth,8 and,
therefore, a sizable subgroup of US women may enter pregnancy with active dental
disease, or pregnancy may trigger the progression of the disease process.
Periodontal Disease and Adverse Birth Outcomes
In 1996, the first report was published suggesting maternal periodontal infection as a
possible risk factor for preterm low birth weight.9 Periodontal disease is a chronic
infection caused by anaerobic gram-negative bacteria.10,11 The bacteria responsible for
periodontal disease are capable of producing a variety of chemical inflammatory
mediators such as prostaglandins, interleukins and tumor necrosis factor, and
endotoxins that are implicated in premature labor and other adverse outcomes.10 It is
suggested that oral organisms and cytotoxic by-products can be disseminated
systemically to the maternal-fetal-placental complex. This may cause or potentiate an
inappropriate immune response or a maternal and/or fetal response that results in
adverse birth outcomes.9
Accumulated scientific evidence on the association between maternal periodontal
disease and risk of preterm birth and low birth weight is mixed, 5,6,10, 12, 13 but generally
points to a positive association. Han et al. reported a case of term stillbirth caused by
oral Fusobacterium nucleatum.14 It provided the first human evidence that the bacteria
originated from the mother’s subgingival plaque and translocated to the placenta and
fetus, caused acute inflammation leading to the fetal demise.
Clinical intervention trials conducted during the past decade have shown conflicting
results for the effect of periodontal therapy during pregnancy on reducing adverse birth
outcomes.5,6,15-20 Only one in four high quality US studies designed to assess the effect
of periodontal therapy (meaning mechanical removal of supra- and sub-gingival
microbial deposits and calculus from the root surfaces using hand or ultrasonic
instruments—scaling and root planing) on pregnant women,15-18 showed improved birth
outcomes.18 Nevertheless, these studies indicated that routine periodontal treatment
during pregnancy did not increase the incidence of adverse pregnancy outcomes.
Mother’s Oral Health and Early Childhood Caries
The perinatal period also is a critical time for primary prevention of dental caries. The
development of primary teeth begins by 8 weeks in utero, and permanent molars and
incisors begin to form at around 20-24 weeks in utero.21 Fetal distress, adverse birth
outcomes, and challenges in neonatal life increase the risk for craniofacial anomalies
and developmental enamel defects,22,23 which can also increase risk for dental caries.24
Second, dental caries is a diet-dependent multifactorial bacterial disease. Many studies
have documented that cariogenic bacteria that cause dental caries can be transmitted
_____________________________________________________________________________________________
Best Practice Approach: Perinatal Oral Health
2

from intimate caregivers to children.25,26 Studies show that maternal untreated caries
increases the odds of the children developing caries.27,28 Furthermore, maternal beliefs,
self-efficacy and knowledge about appropriate oral health behavior influence children’s
tooth brushing.29,30 Dental caries during early childhood (Early Childhood Caries)
imposes significant co-morbidities affecting children, families, and communities: high
treatment costs, lost work and school hours, psychosocial distress, and sometimes
death when the appropriate intervention is delayed.31 In light of this evidence, oral health
interventions targeting pregnant women are an optimal approach for preventing early
childhood caries.
Oral Health Care During Pregnancy
Pregnancy is an opportune time for oral health interventions and promotion.4,5
Pregnancy qualifies many women for health and dental insurance, theoretically providing
access to health and dental care systems during this time when they are at high risk for
dental caries and periodontal disease.4,5 During pregnancy, a woman may be more
receptive to changing health behaviors that may negatively affect her unborn child.4,5
Providing every pregnant woman with oral health education and intervention should be
part of standard perinatal services.
Despite inconsistent scientific evidence to show that periodontal therapy during
pregnancy reduces the risk for adverse birth outcomes, dental treatment during
pregnancy has not been associated with perinatal complications.4,5,16,32 While systemic
dissemination of oral pathogens and/or their byproducts through scaling and root planing
is often raised as a potential side effect of periodontal treatment during pregnancy,19,33
transient bacteremia also can occur after toothbrushing.34,35 High levels of anaerobic
gram-negative bacteria associated with chronic periapical and/or periodontal infection is
a significant risk factor for bacteremia and/or systemic diseases.10,35 Postponing needed
dental treatment or progression/regression of periodontal conditions with incomplete
treatment during pregnancy, therefore, would only result in unfavorable oral and overall
health outcomes.10 Prevention and treatment of periodontal disease and dental caries
before, during, and after pregnancy are the best way to improve perinatal health of
individuals and the community.

B. Barriers to Perinatal Oral Health Care
Despite heightened oral health needs and the apparent benefit of oral health education
and clinical interventions, many women forgo oral health care during pregnancy. Data
from the Pregnancy Risk Assessment Monitoring System (PRAMS) indicate that 19% to
53% of pregnant women utilize oral health care during pregnancy.36-41 About one-half of
those with perceived dental needs actually received oral health care during
pregnancy.37,41 Underutilization of oral health care during the perinatal period may be
caused by a number of factors.
Financing Oral Health Care
During the past two decades, Medicaid has become the largest payer of maternity
related services in the United States.42 Federal law requires states to extend eligibility for
pregnancy-related care to pregnant women with incomes up to 133% of the federal
poverty level, and allows states to cover pregnant women with higher incomes.42
Medicaid pays for more than four in ten births nationwide, and in several states, covers
more than one-half of all births.42
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There is considerable variation between states in eligibility policies and scope of dental
coverage for low-income women during the perinatal period as Medicaid coverage for
adult dental services is optional. As of 2008, pregnant women in 28 states were eligible
for state adult Medicaid dental benefits; while 19 states offered some type of pregnancy
specific dental benefit.43 Dental insurance coverage during the perinatal period lags far
behind access to medical insurance. This gap may worsen in light of current economic
pressures as Medicaid dental programs for adults may be among the first areas in a
state budget to be cut. This creates a significant impediment to efforts to promote
perinatal oral health for the population at most risk for dental diseases, underscoring the
need for a strategy to finance oral health care.
In 2009, dental spending in the United States stood at $102.2 billion with 40%
representing out-of-pocket expenses.44 Studies show that preventive dental interventions
are effective in reducing disease burden and increasing cost savings. Restorative dental
treatments and management of pain and dental infection through medication and/or
surgical treatment in the emergency room or an acute care facility are not only costly but
also ineffective in light of the chronic and infectious nature of common dental diseases.
Recognizing the importance of perinatal oral health, several private health plans offer
enhanced dental benefits during pregnancy, including coverage for an additional
cleaning and full reimbursement for copayments or coinsurance related to dental visits.45
Such benefits help to reduce the financial obstacle faced by many pregnant women.
Insuring females of childbearing age for regular preventive dental services and
adequately compensating dentists for their time spent to provide perinatal oral health
counseling and education may help reduce the overall burden of dental disease in the
community, and ultimately the dollars required to finance dental care.
Workforce Preparedness/Willingness
Despite the apparent benefits of promoting oral health during the perinatal period, dental
providers historically have been hesitant to provide oral health care during pregnancy,
often postponing care until after delivery. Dental school curricula typically do not include
competency requirements in oral health care for pregnant women. Use of outdated
guidelines, insufficient knowledge and a lack of experience with perinatal oral health
care may be reasons dentists feel uncomfortable treating pregnant women.
The shortage of dentists willing to treat pregnant women is compounded by a shortage
of dentists enrolled as Medicaid providers. The majority of dentists in private practice
(92% of active dentists in the US)46 do not participate actively in the Medicaid program.47
Dentists often note low reimbursement rates, slow payment, administrative burdens, and
high “no show” rates for appointments as the primary reasons for not participating in the
Medicaid program.48 Inadequate education, training, and sense of social responsibility
for the dental needs of the Medicaid population and the adverse impact on the business
may also contribute to dentists’ unwillingness to serve this population.47
Results from recent surveys of dentists indicate that the majority believe perinatal oral
health is important and are willing to provide oral health education and counseling during
pregnancy.49-51 However, beliefs about and practices in providing dental treatment for
pregnant women vary significantly. In a survey of Oregon general dentists, the greatest
variation between self-reported knowledge and perinatal oral health guideline
recommendations were in the following areas: obtaining full-mouth radiographs,
administering nitrous oxide, administering long-acting anesthetic injections, and using
over-the-counter pain medications.50 Reported barriers include insufficient compensation
for time and costs to provide oral health counseling, concerns about safety of the
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procedures and legal risks associated with negative birth outcomes, and a lack of
demand for perinatal oral health care.49-51
System Integrations and Care Coordination/Referrals
Until recently, there were no national consensus statements by professional
organizations to provide guidance to practitioners for the management of oral health
problems during pregnancy. This caused confusion for pregnant women and resulted in
delays and failure to access comprehensive perinatal oral health care. The National
Consensus Statement for Health Professionals recommends establishing relationships
among health professionals and sharing pertinent information. A letter of referral and
medical clearance from a health provider may allay dental provider concerns about
potential malpractice claims and legal risk related to oral health care during
pregnancy.49-51
Perinatal healthcare providers are frustrated trying to include oral health during perinatal
health appointments when there is a lack of resources for making dental referrals. This is
a particular problem in the Dental Health Professional Shortage Areas (DHPSA) where
49 million Americans live. Although 79% of professionally active dentists in the United
States are in general practice, maldistribution of dentists continues to pose a problem for
rural and underserved communities.52 In 2010, 72% of the 1,124 federally qualified
health centers provided on-site dental services.53 However, provision of oral health care
at local health departments (LHDs) has been decreasing during the past decade; only
20% of LHDs serving populations of less than 25,000 and 57% of LHDs serving
populations of 500,000 or more offer oral health services.54
A number of success stories from dental workforce/care coordination models for children
address access to care disparities by training health and dental providers who are not
traditionally a part of an oral health care delivery system for children.55-59 Since
physicians, nurses, and allied health professionals are far more likely to see perinatal
patients than are dentists, they may serve as important partners to advocate for and
support perinatal oral health.
A comprehensive public health approach to improving preconception and perinatal
health and oral health might be worth exploring. The Surgeon General’s Report on Oral
Health referred to the mouth as a mirror of health and disease occurring in the rest of the
body in part because a thorough oral examination can detect signs of numerous general
health problems, such as nutritional deficiencies, systemic diseases, microbial infections,
or immune disorders.60,61 As approximately one -half of pregnancies in the United States
are unintended, women with chronic health conditions such as obesity, diabetes, and
eating disorders, or recreational habits and addictions such as tobacco and alcohol use,
may enter the pregnancy without proper preconception health care.62 Additionally,
periodontal disease and preterm birth share many common risk factors.63,64 This fact
alone justifies the importance of dental providers’ involvement in delivering preventive
services for women of childbearing age.
Women’s Knowledge, Attitudes, and Behaviors
A woman’s knowledge, attitudes, and behaviors regarding oral health during the
perinatal period may be influenced by culture, values, myths, socioeconomic constraints,
system inadequacies or dental providers’ behaviors. In addition, she may have missed
opportunities for receiving information and counseling.
Women enrolled in Medicaid are significantly less likely to visit the dentist before, during,
and after pregnancy despite their greater dental disease burden compared to those with
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private insurance.36,45 However, ineffective use of available dental benefits by pregnant
women is also evident among the cohort with private health insurance.45 PRAMS data
indicate that oral health care is not discussed with women during pregnancy as
frequently as other prenatal health issues, such as breastfeeding, birth control, HIV
testing, smoking and drinking (i.e., only 41% to 60% receive oral health discussions vs.
>75% for other prenatal health topics).36,37,41 A survey conducted in Ohio indicates that
40% of women were advised about dental visits during pregnancy by a health care
professional and only 44% of them actually made a dental visit during pregnancy.49
While only 54% of the surveyed women believed that oral health during pregnancy was
more important than when not pregnant, the most common reasons for not seeing a
dentist were “insufficient funds” (37%), “safety concerns about dental treatment” (35%),
“lack of available dentist” (16%), and “lack of transportation” (12%).49
Environmental and policy contexts as well as sociocultural and psychological influences
on women’s perinatal oral health behaviors must be evaluated better to develop
comprehensive population-wide approaches to changing behaviors that will improve
perinatal health and oral health. Strategic outreach efforts to educate women of
childbearing age regarding perinatal oral health and the provision of incentives to obtain
regular dental care are needed.

C. Strategic Framework for Improving Perinatal Oral Health
State and local dental public health programs are responsible for identifying the
population’s oral health problems/needs and issues. The following strategic framework
for improving perinatal oral health is based on core public health activities set forth in
Ten Essential Public Health Services65-67 and the Maternal and Child Health Pyramid of
Health Services.68 Public health agencies can use the framework to examine perinatal
oral health systems, implement steps to improve perinatal oral health, and build broad
community support for public policies, regulations, funding, and other means for
improving perinatal oral health in the community. See Attachment B for a Logic Model
that also depicts the strategic framework.

1. Assess and Monitor Perinatal Oral Health
Establishment of state/community-based perinatal oral health surveillance is essential
for: monitoring, timely communication of findings, and the use of data to initiate and
evaluate perinatal oral health programs.
Examples of Actions
 Integrate perinatal oral health data with other health-assessment and datacollection efforts conducted by public health systems (e.g., PRAMS, BRFSS).
 Assess perinatal oral health needs, oral health risks and access to dental services
during pregnancy.
 Monitor progress toward short-term and long-term goals and objectives for
perinatal oral health.

2. Enhance Infrastructure and Build Partnerships
The perinatal period offers women additional opportunities to access health care
systems and preventive, educational, and counseling services. Opportunities and
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constraints of perinatal oral health systems must be evaluated to plan better for
sustainable, accountable, and coordinated oral health services. The following examples
highlight common opportunities in the community to enhance infrastructure and
partnerships for perinatal oral health.
Examples of Actions
 Integrate oral health into community perinatal, Early Head Start, maternal and
child health (MCH) programs, and/or chronic disease prevention programs
(e.g., prenatal programs, home visitor programs, the Special Supplemental,
Nutrition Program for Women, Infants, and Children [WIC], and tobaccocessation programs).
 Advocate for perinatal oral health services through non-governmental
institutions/organizations (e.g., managed care organizations, community faithbased groups, mother-to-mother networks, academic institutions, and not-forprofit philanthropies).
 Work with health professional and community networks (e.g., perinatal
networks, oral health coalitions, and rural health networks).
 Enhance Medicaid benefits for pregnant women and women of childbearing
age (e.g., inclusion of dental benefits in “pregnancy-related” services).

3.

Inform and Empower the Public to Mobilize Support
To make perinatal oral health a priority, all stakeholders (perinatal service professionals,
policy makers, dental providers and women in the community) must be informed,
empowered, and “buy into” the importance and significance of perinatal oral health.

Examples of Actions
 Adopt, endorse, and promote perinatal oral health guidelines and
recommendations to all professionals and agencies engaged in perinatal health,
social, and educational services.
 Develop advocates (i.e., perinatal oral health champions) to promote perinatal
oral health programs and interdisciplinary system integration.
 Mobilize communities to advocate for policies and activities that will improve
perinatal oral health (e.g., Medicaid dental coverage during the perinatal period,
oral health services in perinatal programs, fluoride varnish and water fluoridation
programs).
 Engage a broad group of stakeholders to set priorities for perinatal oral health
and disseminate the goals in state oral health plans.
 Improve perinatal oral health information systems to be appropriate for pregnant
women’s cultures and literacy levels to better educate them on the importance of
maternal oral health during the perinatal period.
 Disseminate perinatal oral health success stories.
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4. Ensure Adequate Oral Health Workforce and Systems
A competent oral health workforce and an integrated systems approach to oral health
interventions are essential to facilitate changes in women’s oral health behavior during the
perinatal period and to improve oral health outcomes. Collaborative efforts by academic
institutions and state agencies are necessary to educate dental and perinatal service
providers and ensure that local perinatal oral health care and financing systems are
functioning and adequate.
Examples of Actions
 Develop a core set of perinatal oral health competencies for dental professionals
and other health care professionals.
 Ensure the availability of undergraduate and postgraduate dental education and
Continuing Education (CE) opportunities to develop and maintain competencies in
perinatal oral health care.
 Expand the diversity of the dental workforce to meet the demands in perinatal oral
health.
 In underserved areas, increase the
number
number
of safety-net
of safety-net
dental
dental
clinics
clinics
thatthat
co-locate
cowith perinatal
locate
with perinatal
health health
clinics.clinics.
 Implement strategies to develop and sustain case management, care coordination
coordination,
and
referral systems.
and referral systems.

5. Promote and Support Research and Evidence-Based Practices
Data from research and program evaluation improve the way we educate the oral health
workforce, motivate women about oral health, coordinate referrals and consultations, treat
oral diseases, and promote oral health during the perinatal period.
Examples of Actions
 Utilize research- and surveillance-based data to define perinatal oral health needs
and disparities and to address barriers to perinatal oral health.
 Evaluate data from existing perinatal oral health programs to develop and
disseminate more effective perinatal oral health services and workforce models.
 Promote and support research to improve quality and effectiveness of perinatal
oral health care (e.g., effective motivational interviewing for pregnant women,
treatment protocols for periodontal disease during the perinatal period that are
effective and safe).

6. Integrate Oral Health into the Patient-Centered Medical Home
Patient Centered Medical Home (PCMH) is an approach to provide comprehensive primary
care for children, youth and adults that is promoted by many organizations.69,70 PCMH is a
“whole person” oriented approach to health care; therefore, perinatal healthcare providers
should facilitate partnerships between women, other health care providers including oral
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health professionals, and when appropriate, their family, and personal and professional
social support systems to attain optimal perinatal health outcomes. Perinatal care health
professionals should assess their clients’ oral health status and advise about oral health
care. Oral health care providers in the community should work with perinatal care providers
to deliver timely, comprehensive, evidence-based and safe dental care and oral health
guidance for women during the perinatal period. As an outcome of these community-based
organized efforts, women will be educated and motivated about oral health during the
perinatal period to improve self-management skills and be better prepared to achieve oral
health in their offspring.
Examples of Actions
 Ensure perinatal oral health care that is comprehensive, continuously accessible,
coordinated, culturally effective, compassionate, and family- or patient-centered.
 Promote appropriate community- and individual-based oral disease risk
assessment and evidence-based and risk-based oral health intervention and
promotion.
 Educate and motivate pregnant women about oral health and support their oral
health decisions and self-management plans.
 Provide coordinated perinatal care that includes oral health intervention.
 Promote effective interdisciplinary provider communication and health care and
financing system efficiency.
 Make information available in languages and literacy levels common to the local
community about perinatal insurance benefits and social, educational, and MCH
services in the community.

D. Initiatives and Coordinated Efforts
1.

Oral Health Disparities Collaborative (OHDC) Pilot
The Health Resources and Services Administration (HRSA), Bureau of Primary Health
Care (BPHC), initiated the OHDC pilot to develop “comprehensive primary oral health
care system change interventions” (based on the Chronic Care Model and evidencebased concepts) to improve early childhood caries (ECC) prevention and treatment, and
perinatal oral health in community health centers. The Oral Health Disparities
Collaborative Implementation Manual was developed from the pilot to guide future
efforts.

2. The Children’s Dental Health Project (CDHP) Perinatal Initiative
The CDHP, in conjunction with the American Academy of Pediatric Dentistry (AAPD),
developed the Improving Perinatal and Infant Oral Health Project to address the oral
health needs of pregnant women and children. The program’s goals are to increase the
awareness and availability of prenatal and infant oral health care. Strategies
implemented to achieve these goals include educational initiatives for families and health
providers, as well as research and analysis of policies that impact the quality and
delivery of perinatal care. The project examines the outcomes of such policies in its
determination of recommendations for best practices.
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3. HRSA, Maternal and Child Health Bureau (MCHB)
Consensus Conference on Perinatal Oral Health (2006) and follow-up (2008)
In 2006, MCHB sponsored an event, “Research to Policy and Practice Forum:
Periodontal Health and Birth Outcomes.” In 2008, this meeting was followed by the
“Improving Perinatal Oral Health: Moving Forward” conference. These two events
focused on the role of perinatal oral health care in improving overall maternal and infant
health. Recommendations include the promotion of existing guidelines to treat pregnant
women, the integration of oral health services into routine perinatal care, and the
education of the public and other health providers regarding perinatal oral health issues.
4. Initiatives in States to Promote Oral Health during Pregnancy
New York
In 2006, the New York State Department of Health (NYSDOH) published “Guidelines for
Oral Health Care during Pregnancy and Early Childhood.” Working closely with perinatal
networks, the guidelines were distributed to dental, prenatal and pediatric professionals
via a satellite broadcast, presentations, web posting, and mailings of printed materials.
Linguistically appropriate materials in the form of mini-posters and a wallet card were
developed and distributed to prenatal, infant, and child health care providers for use with
their respective patients. In addition, the New York State Medicaid Prenatal Care
Standards were revised to include assessment of oral health care needs at the first
prenatal care visit, education about the importance of oral health, and appropriate
referral to a dentist for further care.
West Virginia
Through a March of Dimes chapter grant, West Virginia (WV) adopted and disseminated
highlights of the NY perinatal guidelines to more than 2,500 providers including dentists,
pediatricians, obstetricians, physician assistants, and midwives. This effort was part of a
WV’s Children’s Oral Health Project that began in 2006 and is supported by
multidisciplinary professional organizations in WV. Through a grant from the Benedum
Foundation, the WV University (WVU) School of Dentistry provided Perinatal Continuing
Education programs for dentists, dental hygienists, WIC liaisons, Right from the Start
nurses, and social workers across the state to promote perinatal oral health care and
increase the number of WV Medicaid women accessing oral health services. In addition,
the WVU School of Dentistry has partnered with the WV Perinatal Partnership (a nonregulatory body representing providers and consumers of perinatal services and the
interested public at large) to offer and promote recommendations for improving birth
outcomes.

_____________________________________________________________________________________________
Best Practice Approach: Perinatal Oral Health
10

II. Guidelines & Recommendations from Authoritative Sources
A. Oral Health Care During Pregnancy: A National Consensus Statement. Summary of an
Expert Workgroup Meeting (2012)
This document presents a summary of an expert workgroup meeting held on October 18,
2011, in Washington, DC and the resulting national consensus statement. It was developed
to increase health professionals’ awareness of the importance and safety of women’s oral
health care during pregnancy through the promotion of evidence-based science. The
document provides guidance on oral health care for pregnant women for both prenatal care
health professionals and oral health professionals, pharmacological considerations for
pregnant women, and guidance for health professionals to share with pregnant women.
B. New York State Department of Health – Oral Health Care During Pregnancy and Early
Childhood, Practice Guidelines (August 2006)
In 2006, the New York State Department of Health convened an expert panel of medical and
dental professionals and developed oral health care recommendations based on scientific
evidence and professional consensus for dental, perinatal, and pediatric care providers.
These were the first perinatal oral health guidelines to bring about changes in the health
care delivery system and to improve the overall standard of perinatal care.
C. National Maternal and Child Oral Health Resource Center (OHRC) – Oral Health Care
During Pregnancy: A Summary of Practice Guidelines (Winter 2008)
This document summarizes the New York State Department of Health’s perinatal oral health
practice guidelines. The summary guidelines were written by authors from the NY State
Department of Health, coordinated by the CDHP, and produced by the OHRC.
D. California Dental Association Foundation – Oral Health During Pregnancy and Early
Childhood: Evidence-Based Guidelines for Health Professionals (February 2010)
In 2009, the California Dental Association Foundation convened an expert panel of health
care professionals to update the accumulated scientific evidence on perinatal oral health to
highlight the importance of prevention and treatment of dental and periodontal diseases
during pregnancy and early childhood. These guidelines include practice recommendations
for community-based program providers as well as all health care providers.
E. Office of Surgeon General
Oral Health in America: A Report of the Surgeon General (October 2000)
The major message of this report is that oral health is essential to the overall health and
well-being of all Americans. The comprehensive report provides an in-depth review of oralgeneral health connections and oral disease burdens and disparities, and details the impact
of systemic diseases and birth defects on the craniofacial complex.
National Call to Action to Promote Oral Health (Spring 2003)
This follow-up report describes action plans and strategies to achieve the goals of the 2000
Surgeon General’s report to promote America’s oral health and reduce disparities that affect
vulnerable members of our society because of their limited socioeconomic and geographic
resources and special oral health care needs. The report emphasizes the following actions
that are applicable to perinatal oral health:
● Change perceptions of oral health
● Overcome barriers by replicating effective programs and proven efforts
● Build the science base and accelerate science transfer
● Increase oral health workforce diversity, capacity, and flexibility
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●

Increase collaborations

F. American Academy of Pediatric Dentistry (AAPD)
Guideline on Perinatal Oral Health Care (2012-2013)
AAPD recognizes that perinatal oral health, along with infant oral health, is one of the
foundations upon which preventive education and oral health care must be built to enhance
the opportunity for a child to have a lifetime free from preventable oral disease. AAPD
recommends every expectant mother receive a comprehensive oral health evaluation from a
dentist and establish a dental home as early as possible during pregnancy. The
recommendations also include professional partnerships in perinatal oral health education,
care provision, and referrals.
Guideline on Adolescent Oral Health Care (2012-2013)
This guideline addresses the issues of adolescent pregnancy and management of oral
health care particular to the pregnant adolescent rather than specific treatment
recommendations for oral conditions.
G. American Academy of Periodontology (AAP)
AAP Statement Regarding Periodontal Management of the Pregnant Patient (January 2004)
This statement encourages all women to attain good oral health prior to and throughout their
pregnancies and encourages necessary treatment beginning early in and throughout the
pregnancy.
H. American College of Obstetricians and Gynecologists (ACOG) and American
Academy of Pediatrics—Guidelines for Perinatal Care, Sixth edition (2007)
A joint project by ACOG and American Academy of Pediatrics, this edition outlines basic,
specialty, and subspecialty levels of perinatal care and provides information on oral health
care during pregnancy along with various perinatal health issues and practice
recommendations. The document, available at ACOG online bookstore
(http://sales.acog.org/bookstore/guidelines_for_perinatal_care_p262.cfm), advises perinatal
care providers to counsel women to continue usual oral health care and oral hygiene
practices during pregnancy, including brushing and flossing, scheduled prophylactic
cleanings, and any necessary dental treatment.
I. Smiles for Life: A National Oral Health Curriculum, 3rd edition (2010)
Smiles for Life is a comprehensive oral health curriculum developed by the Society of
Teachers of Family Medicine Group on Oral Health. This curriculum is designed to enhance
the role of primary care clinicians in the promotion of oral health for all age groups through
the development and dissemination of high-quality educational resources. It includes a
chapter on oral health care during pregnancy. Available online, this course addresses the
importance of oral health before, during, and after pregnancy. Clinicians can explore the
prevalence of oral disease during pregnancy and its consequences for both mothers and
children, as well as review dental treatment guidelines for pregnant women. This website
also provides a printable Prenatal Pocket Card that summarizes key knowledge about oral
health care for pregnant women.
J. Pregnancy Reference Card: Baby Smiles (2009)
This perinatal oral health guideline was created by the investigators at the University of
Washington for an intervention study ("Baby Smiles") conducted in four rural counties in
Oregon. The recommendations in the reference card were reviewed with dentists and
prenatal care providers throughout Oregon and used to inform area dentists and other
community partners in Oregon about the importance and safety of dental care during
pregnancy. It was distributed widely at community health partnership meetings and at
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Continuing Dental Education. The reference card was produced with support from the
Northwest Center to Reduce Oral Health Disparities (NIH/NIDCR U54 DE019346), School of
Dentistry, University of Washington. The content is solely the responsibility of the authors
and does not necessarily represent the official views of the National Institutes of Dental &
Craniofacial Research or the National Institute of Health.

III. Research Evidence
During the past decade, the following four areas of research in perinatal oral health frequently
have been discussed among the public and professionals:
1. Periodontal disease during pregnancy and the potential association with adverse
birth outcomes.
The accumulated evidence has not been sufficient to conclude that periodontal disease
is a cause or an effect modifier in combination with other factors for preterm birth.
However, overall, the evidence demonstrates that an association exists between
periodontal disease and adverse birth outcomes.
Xiong et al. A systemic review (2006)64:
o 25 studies (13 case-control, 9 cohort, and 3 controlled trials) were identified.
o 18 studies suggested an association (Odds Ratios [ORs] ranging from 1.10 to
20.0).
o 7 studies found no evidence of an association (ORs ranging from 0.78 to 2.54).
o 3 clinical trials suggested oral prophylaxis and periodontal treatment can lead to
a 57% reduction in preterm low birth weight babies (pooled Risk Ratios [RRs]
0.43; 95% Confidence Interval [CI] 0.24-0.78) and a 50% reduction in preterm
births (RRs 0.5; 95%CI 0.20-1.30).
o Authors’ conclusion: There is evidence of an association between periodontal
disease and increased risk of preterm birth and low birth weight, especially in
economically disadvantaged populations.
2. The effectiveness of periodontal therapy during pregnancy to reduce the risk of
adverse birth outcomes.
There is insufficient evidence to determine whether or not periodontal disease increases
risk for preterm birth. Treatment as performed in most studies (scaling and root planing)
was ineffective in reducing adverse birth rates, thereby resulting in no observable
difference in outcomes between treated and untreated groups.
Polyzos et al. Systematic review and meta-analysis (2010)20:
o 11 trials (with 6,558 women) were included.
o 5 studies with high methodological quality found no significant effect of
periodontal treatment during pregnancy on the overall rate of preterm birth (OR
1.15; 95%CI 0.95-1.40) or the rate of low birth weight infants (OR 1.07, 95% CI
0.85-1.36).
o 6 low quality studies supported a beneficial effect of periodontal treatment during
pregnancy.
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Uppal et al. A meta-analysis (2010)71
o The selected 10 randomized control trials (RCTs) analyzed the risk for preterm
birth (PTB) in 6,142 participants; 8 of these RCTs had data on low birth weight
(LBW) and a total of 5,829 participants.
o Pooled estimate of OR for PTB in the treatment group was 0.59 (95%CI 0.400.88).
o Pooled estimate of OR for LBW in the treatment group was 0.72 (95% CI 0.441.17).
o High quality studies (studies with low bias) yielded the pooled estimates of ORs
1.08 (95%CI 0.89-1.31) for PTB and 1.18 (95% CI 0.96-1.45) for LBW.
Xiong et al. Review and meta-analysis (2011)19:
o 9 clinical trials that had PTB as an outcome suggested that periodontal treatment
did not significantly reduce the rate of PTB (pooled RR 0.82; 95% CI 0.64-1.06).
o 5 clinical trials that had LBW as an outcome suggested that treatment of
periodontal disease during pregnancy may reduce the rate of LBW (pooled RR,
0.64; 95% CI 0.40-1.00).
Jeffcoat et al. (2011)72:
o Most recently, the use of over-the-counter, alcohol-free, 0.07% cetylpyridinium
chloride mouthrinse during pregnancy was reported to be associated with
reduced incidence of preterm birth <35 weeks.
Chambrone et al. Systematic review and meta-analysis (2011)73
o 14 RCTs (a total of 6,813 pregnant women with live births) were included.
o 2/3 of the included trials found that maternal periodontal disease treatment may
reduce the incidence of adverse pregnancy outcomes such as preterm birth
and/or low birth weight.
o Meta-analyses including 11 RCTs failed to demonstrate an association between
maternal periodontal treatment and improved adverse pregnancy outcomes.
o Meta-regression analysis, sensitivity analysis excluding studies identified as nonhomogeneous, and meta-analyses excluding studies considered to be at an
unclear or high-risk of bias also did not support such association.
o Most analyses showed a reduction in the number of adverse pregnancy
outcomes, while a statistically significant effect of maternal periodontal therapy
on the number of adverse events was not found.
3. The overall safety of providing dental treatment during pregnancy.
Research listed below as well as those RCTs that investigated the effect of periodontal
therapy during pregnancy on birth outcomes show that routine dental treatment including
periodontal therapy during pregnancy does not increase the incidence of adverse
pregnancy outcomes. New York State Department of Health and CDA Foundation and
the National Maternal and Child Oral Health Center’s national consensus statement in
their development of recommended treatment guidelines for pregnant women,
concluded that the use of diagnostic radiation, nitrous oxide, and local anesthesia are
safe for pregnant patients when practiced under the standards established by the dental
profession.4, 5, 74
Michalowicz et al. (2008)30:
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o
o
o

Using data from randomized controlled trials, safety outcomes were reported
from a cohort of pregnant women undergoing scaling and root planing and
other dental treatments.
The rates of adverse birth outcomes did not differ significantly between
women who received dental treatment and those who did not.
Use of topical or local anesthetics during root planing was not associated with
an increased risk of adverse birth outcomes.

4. The safety of using amalgam for a pregnant patient.
There are no studies in humans that show an increased risk of adverse systemic effects
directly attributable to the placement of amalgams during pregnancy to either the mother or
fetus.
In 2009, the US Food and Drug Administration (FDA) changed their regulation classifying
mercury from a Class I risk (least risk) device to Class II (more risk level) device and
provided a special controls guidance document for dental amalgam. In relation to pregnant
women, the document recommends that amalgam products have the following statement or
its equivalent:
“The developing neurological systems in fetuses and young children may be more
sensitive to the neurotoxic effects of mercury vapor. Very limited to no clinical
information is available regarding long-term health outcomes in pregnant women and
their developing fetuses, and children under the age of six, including infants who are
breastfed.”
“In addition, the estimated concentration of mercury in breast milk attributable to dental
amalgam is an order of magnitude below the EPA protective reference dose for oral
exposure to inorganic mercury. FDA has concluded that the existing data support a
finding that infants are not at risk for adverse health effects from the breast milk of
women exposed to mercury vapors from dental amalgam.”
The US FDA is currently updating the evidence regarding the safety of dental amalgam. New
guidance on this issue may be released later in 2012.

IV. Best Practice Criteria
The ASTDD Best Practices Project has selected five best practice criteria to guide state and
community oral health programs in developing their best practices. For these criteria, initial
review standards are provided to help evaluate the strengths of a program or practice to
promote perinatal oral health.
1. Impact / Effectiveness
● A practice or program enhances the processes to improve oral health status
and/or improve access to oral health care for pregnant women.
Example: Increased number of programs to train physicians, nurses/midwives,
and dentists to provide perinatal oral health services or increased
number of providers being trained.
● A practice or program produces outcomes that improve oral health status and/or
improve access to dental care for women during the perinatal period.
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Example: Reduced dental caries experience and untreated caries among
pregnant women and young children. Increased rates of annual
preventive dental visits and fewer numbers of emergency or hospital
visits for dental infections among women and children.
2. Efficiency
● A practice or program shows cost savings in preventing oral disease and reducing
the extent of treatment needs for perinatal patients.
Example: Cost savings based on the comparison of the cost for delivering
preventive dental services during the perinatal periods to the
projected cost of dental treatments and adverse birth outcomes or
early childhood caries.
● A practice or program shows leveraging of federal, state, and/or community
resources to improve perinatal oral health.
Example: Using strategies of enhancing existing systems and resources as well
as multidisciplinary partnerships between the public and private
sectors to support perinatal oral health program (e.g. oral health
outreach, care coordination, case management, preventive services,
and patient-centered health home for pregnant women).
3. Demonstrated Sustainability
● A practice or program that has demonstrated sustainability or has a plan to
maintain sustainability.
Example: A program that has demonstrated continuous provision of service,
accountability, and innovation for pregnant women and receipt of
agency line-item funding and reimbursement from public and private
insurers.
4. Collaboration / Integration
● A practice or program establishes partnerships or collaborations that integrate oral
health efforts with other disciplines to improve the general health of pregnant
women and infants.
Example: The state oral health and MCH programs working collaboratively to
improve systems of care and financing for oral health (i.e. exploring
new models for payment and delivery of care).
5. Objectives / Rationale
● A practice or program aligns its objectives with the national or state agenda to
improve the oral health and general health of pregnant women.
Example: Program objectives target Healthy People 2020 objectives to reduce
caries experience, untreated decay, and use of the oral health care
delivery system.

V. State Practice Examples
The following practice examples illustrate various elements or dimensions of the best practice
approach. These reported success stories should be viewed in the context of the states and
program’s environment, infrastructure, and resources. End-users are encouraged to review the
practice descriptions (click on the links of the practice names) and adapt ideas for a better fit to
their state’s and programs.
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A. Summary Listing of Practice Examples
Table 1 provides a listing of programs and activities submitted by states. Each practice name is
linked to a detailed description.

Table 1.

State Practice Examples Promoting Perinatal Oral Health

#

Practice Name

State

Practice

AK

02004

1. Perinatal Oral Health Surveillance
1

CUBS surveillance program

2.

Perinatal Oral Health Professional Training

2

Evidence-based Perinatal Oral Health Guidelines

CA

06005

3

Children’s oral health education program OB collaborative

NJ

33021

4

New York State Perinatal Oral Health Initiatives

NY

35009

5

Mini Perinatal Oral Health Residency

RI

45003

6

West Virginia Childhood Oral Health Project

WV

55001

3.

Perinatal Oral Health Care Coordination and Systems Integration

7

The Mother and Youth Access (MAYA) Project

CA

06004

8

Infant Oral Care Program

CA

06006

9

Oral Health Disparity Collaborative

CO/MT

99001

CT

08005

CO

99003

10

Home by One
4. Perinatal Oral Health Promotion

11

Healthy Teeth, Happy Babies

Highlights of state practice examples are listed below.
1. Perinatal Oral Health Surveillance
AK

CUBS Program/Practice #02004
The Alaska Childhood Understanding Behaviors Survey (CUBS) is a follow-up survey
to the Pregnancy Risk Assessment Monitoring System (PRAMS) that was developed
by the Alaska Division of Public Health, Section of Women’s, Children’s and Family
Health, in 2006. After a pilot period in 2006 and 2007, CUBS has been ongoing since
January 2008. CUBS’ purpose is to fill a gap in knowledge by collecting information
related to child behavior, health, health care access, and school readiness among
Alaska’s 3-year-olds. By using the methodology of re-interviewing mothers who
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completed a PRAMS survey, CUBS is also able to evaluate factors present at birth or
early life that affect risk for later adverse childhood outcomes.

2. Perinatal Oral Health Professional Training
CA

Evidence-based Perinatal Oral Health Guidelines / Practice #06005
In February 2009, the California Dental Association Foundation (CDA Foundation) and
the American College of Obstetricians and Gynecologists held the California Perinatal
Oral Health Consensus Conference to develop practice guidelines to assist medical
and dental professionals in providing appropriate evidence-based oral health care to
perinatal populations. Upon completion of the guidelines, a dissemination process
systemically shared the guidelines with healthcare professionals and community
organizations involved in the care of pregnant women and young children. The
dissemination of perinatal oral health guidelines to medical and dental team members
is an important step in improving the oral health of pregnant women and creating a
foundation for achieving optimal oral health in their children.

NJ

Children’s Oral Health Education Program OB Collaborative / Practice #33021
This program partners with obstetric clinics at Federally Qualified Health Centers
(FQHC’s) to incorporate oral health education and referral for dental care into standard
obstetrical care. COHP trains physicians, midwives, and nurse practitioners about oral
hygiene recommendations and the association between oral health and pregnancy
outcomes. Presently, this model collaborative is being conducted at three FQHC’s with
expansion proposed for the FQHC’s throughout the State.

NY

New York State Perinatal Oral Health Initiatives / Practice #35009
The New York State Department of Health Bureau of Dental Health (NYSDOH-BDH)
has a multi-faceted strategy for educating health and dental care professionals on the
importance of oral health, recommendations for the provision of oral health services,
and the use of evidence-based preventive interventions for pregnant women, infants,
and young children.

RI

Perinatal Mini-residency program / Practice #45003
The Rhode Island Oral Health Program convened a Prenatal & Pediatric Dentistry
Mini-Residency for dental professionals, including dentists, dental hygienists, dental
assistants, and dental students/residents for the purpose of increasing their
knowledge, skills, and abilities to provide high quality, community responsive dental
services to pregnant women and very young children. The two day event offered 14
CE credit hours. The program was open to both private practice and community care
providers, with the aim of establishing more Age 1 Dental Homes.

WV

West Virginia Childhood Oral Health Project / Practice #55001
The goal of the Childhood Oral Health Project is to increase the responsiveness of the
West Virginia University (WVU) Health Sciences Center to address issues related to
childhood oral health. Strategies included modifying the curriculum of the WVU
Schools of Dentistry, Medicine, Nursing, and Pharmacy to include oral health content.

3. Care Coordination and Systems Integration
CA

The Mother and Youth Access (MAYA) Project / Practice #06004
The MAYA Project, a randomized clinical trial, was designed to compare different
interventions to prevent dental caries: chlorhexidine rinses to reduce the number of
bacteria causing decayed teeth, fluoride varnish applications to increase enamel
remineralization, and parental oral health counseling to promote behavioral change.
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CA

Infant Oral Care Program (IOCP) / Practice #06006
The IOCP partners with the Special Supplemental Nutrition Program for Women,
Infants, and Children (WIC), Head Start/Early Head Start, and a Federally Qualified
Health Center to provide early oral health intervention and care coordination to typically
underserved, low-income, minority children ages 0-5 and their mothers/caregivers in a
non-traditional setting. The aim of the program is to simultaneously increase entry
points of access and integrate perinatal and pediatric health care with oral health
services to improve overall health outcomes in the community.

CO & MT

Oral Health Disparities Collaborative / Practice #99001
The Oral Health Disparities Collaborative was launched to improve access to oral
health services for low-income children ages 0 to 5 and pregnant women. The
Collaborative used the Chronic Care Model as the framework for system redesign.

CT

Home by One Program / Practice #08005
Connecticut Department of Public Health’s Home By One Program seeks to establish a
dental home for CT children by age one, targeting those at high risk, through an
integrated partnership connecting parents, WIC nutritionists, pediatricians, dentists,
and state and local agencies.

4. Perinatal Oral Health Promotion
CO

Healthy Teeth, Happy Babies / Practice #99003
Since 2006, this critical public health campaign has been working to reduce oral
disease in infants and pregnant women in Colorado. Healthy Teeth Happy Babies and
the Delta Dental of Colorado Foundation run bilingual advertising throughout the
Denver area to raise awareness about the link between mother and baby oral health
while providing information to prevent the spread of dental disease.
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VII. Attachments
ATTACHMENT A
Strength of Evidence Supporting Best Practice Approaches
The ASTDD Best Practices Committee takes a broad view of evidence to support best practice
approaches for building effective state and community oral health programs. The Committee
evaluated evidence in four categories: research, expert opinion, field lessons and theoretical
rationale. Although all best practice approaches reported have a strong theoretical rationale, the
strength of evidence from research, expert opinion and field lessons fall within a spectrum. On
one end of the spectrum are promising best practice approaches, which may be supported by
little research, a beginning of agreement in expert opinion, and very few field lessons evaluating
effectiveness. On the other end of the spectrum are proven best practice approaches, ones that
are supported by strong research, extensive expert opinion from multiple authoritative sources,
and solid field lessons evaluating effectiveness.

Promising
Best Practice Approaches

Proven
Best Practice Approaches

Research
Expert Opinion
Field Lessons
Theoretical Rationale

Research
Expert Opinion
Field Lessons
Theoretical Rationale

+
+
+
+++

+++
+++
+++
+++

Research
+
++
+++
Expert Opinion
+
++
+++

Field Lessons
+
++
+++

A few studies in dental public health or other disciplines reporting effectiveness.
Descriptive review of scientific literature supporting effectiveness.
Systematic review of scientific literature supporting effectiveness.

An expert group or general professional opinion supporting the practice.
One authoritative source (such as a national organization or agency) supporting
the practice.
Multiple authoritative sources (including national organizations, agencies or
initiatives) supporting the practice.

Successes in state practices reported without evaluation documenting
effectiveness.
Evaluation by a few states separately documenting effectiveness.
Cluster evaluation of several states (group evaluation) documenting
effectiveness.

Theoretical Rationale
+++ Only practices which are linked by strong causal reasoning to the desired
outcome of improving oral health and total well-being of priority populations will
be reported on this website.
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ATTACHMENT B

Perinatal Oral Health Logic Model

Inputs

Objectives
Assess/Monitor
Perinatal
Oral Health
Enhance
Infrastructure
&
Build
Partnerships

PRAMS, BRFSS
Grant/Funding
- CDC technical assistance
- State General Fund
- MCH Block Grant

Perinatal oral health guidelines
State/local public health agencies
and staffs, ASTDD
State/local oral health programs
- Water fluoridation
- Fluoride varnish program
- Head Start-Dental Home project

MCH programs

Inform,
Empower Public
& Mobilize
Support

Ensure
Workforce &
Systems

Utilize Data/
Research

Integrate
Oral Health
Program into
Patient-Centered
Medical Home

- Prenatal programs
- Home visitor programs
- WIC programs

Early Head Start Programs
Community-based chronic disease
prevention programs
- Tobacco cessation program
- Diabetes self-management
program

Non-governmental
institutions/organizations
- Community faith-based groups
- Mother-mother networks
- Not-for-profit philanthropies

Academic institutions
Local/state chapters of professional
organizations
- ACOG, AAP, APHA, AAPHD
- ADA, ADHA, AAPD
Professional and community

networks
- Perinatal networks
- Oral health coalitions
- Rural health networks

Public and private insurance payers
- Medicaid/SCHIP
- Managed-care org.

Activities
1. Develop or enhance perinatal
oral health surveillance systems.
2. Assess needs, oral disease risk
and gaps relating to oral health
access during perinatal period.
1. Evaluate perinatal oral health
opportunities.
2. Identify common public
health concerns and goals.
1. Disseminate perinatal oral
health guidelines and data on
perinatal oral health and inform
all stakeholders of the
importance and significance of
perinatal oral health.
2. Establish state/local perinatal
oral health workgroup.
1. Obtain support from
academic institutions for
interdisciplinary education
and trainings on perinatal oral
health.
2. Work with professional
organizations, networks, and
policy makers to ensure perinatal
dental system support.
1. Promote research to fill
knowledge gaps for effective
perinatal oral health intervention
and implementation of evidencebased practice guidelines.
2. Evaluate existing perinatal
oral health programs.

Outputs
Burden of perinatal oral disease
and access to care is described.
Community-level perinatal oral
health indicators are
periodically monitored.
Key stakeholders for perinatal
oral health programs are
identified.
Perinatal oral health goals in
the community are identified.
Perinatal oral health workgroup
1) sets priorities, goals, and
action steps for short-term and
long-term, 2) advocates for
resources and policy support,
and, 3) disseminates
information and enlists new
partners.
Dentists and perinatal service
providers are competent to
promote perinatal oral health.
Perinatal oral health services
are appropriately compensated.

Outcomes
Increased
- % of women who
receive oral health
advice and dental care
during pregnancy.
- % of women who have
a regular source of
dental care.
Reduced
- Prevalence of caries
and untreated caries
among l women
during perinatal period
- Prevalence of
gingivitis and
disruptive
periodontitis among
women during
perinatal period
- Disparities in perinatal
dental care access and
oral health status.

Distal

Evidence-based perinatal
interventions that effectively
improve oral health of women
are available and successfully
implemented.

Increased
- Maternal and child oral
health and wellbeing
- Utilization of preventive
dental care among young
children

Women are provided patientcentered, comprehensive,
timely, coordinated, culturally
and literacy appropriate oral
health services.
Women improve their oral
health knowledge and self-care
skills.

Reduced
- Prevalence of early
childhood caries (ECC)

1. Develop strategies for
outreach, care coordination, and
Perinatal and dental providers in
provider communication.
private and public sectors
2. Enhance perinatal oral health
information systems.
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- Oral health disparities
in the community

- Dental care
expenditures
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