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Problem
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.1,2 Data from the 1999-2004 National Health and Nutrition Examination Survey (NHANES)
indicate that one in four U.S. women of childbearing age (15-44 years) has at least one untreated carious
tooth surface and the condition is more common among socioeconomically disadvantaged women.3
Depending on the study, the prevalence of gingivitis during pregnancy ranges from 30 to 100 percent, and
an estimated five to 20 percent of pregnant women manifest clinical signs of periodontitis.1,4
The first report suggesting maternal periodontal infection as a possible risk factor for preterm low birth
weight was published in 1996.5 Accumulated scientific evidence on the association between maternal
periodontal disease and risk of preterm birth and low birth weight is mixed,4,6, 7, 8, 9 but generally points to
a positive association. 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 with stronger study designs showing no effect.4,6,10,11,12,13,14,15,16,17,18
The perinatal period also is a critical time for the prevention of dental caries. The development of primary
teeth begins by age 8 weeks in utero, and permanent molars and incisors begin to develop at around age
20 to 24 weeks in utero.19 Fetal distress, adverse birth outcomes, and challenges in neonatal life increase
the risk for craniofacial anomalies and developmental enamel defects,20,21 which can also increase risk for
dental caries.22
Dental caries is a diet-dependent multifactorial bacterial disease. It is well documented that cariogenic
bacteria that cause dental caries can be transmitted from intimate caregivers to their children.23,24 Studies
show that maternal untreated caries increases the odds of children’s caries experience.25,26 Furthermore,
maternal beliefs, self-efficacy and knowledge about appropriate oral health behaviors influence children’s
tooth brushing habits.27,28 Dental caries during early childhood (Early Childhood Caries) imposes
significant comorbidities affecting children, families, and communities: high treatment costs, lost work
and school hours, psychosocial distress, and sometimes death when the appropriate intervention is
delayed.29
In light of this evidence, promoting perinatal oral health, providing access to dental care, and improving
oral health care knowledge and skills of mothers and other primary caretakers during the perinatal period,
is an optimal approach for preventing early childhood caries. Research shows that routine dental
treatment including periodontal therapy during pregnancy does not increase the incidence of adverse
pregnancy outcomes.30 Yet, despite heightened oral health needs and the apparent benefit of oral health
education, many women do not seek and are not provided oral health care during pregnancy.
Data from the Pregnancy Risk Assessment Monitoring System (PRAMS) indicate that 19 to 53 percent of
pregnant women utilize the oral health care system during pregnancy.31,32,33,34,35,36 About one-half of those
with perceived dental needs actually received oral health care during pregnancy.32,36 Underutilization of
the oral health care system during the perinatal period may be influenced by a number of interrelated
factors. These factors include 1) the lack of or inadequate dental insurance coverage for low income
women,37 2) dental providers’ unwillingness to provide care for pregnant women because of providers’
various perceived barriers and inadequate knowledge about evidence-based perinatal dental care,38,39,40
3) maldistribution of dental providers and shortages of oral health safety net clinics,41,42 and 4) women’s
limited opportunities to be advised about oral health during pregnancy31,32,36 and perceived barriers to
receiving dental care during the perinatal period.39

Methods
Oral health promotion during the perinatal period has profound importance and benefit for a community’s
oral health. The following strategic framework for improving perinatal oral health was developed based
upon fundamental public health activities set forth in Ten Essential Public Health Services43,44,45 and the
Maternal and Child Health Pyramid of Health Services46 and described more in detail in the ASTDD Best
Practice Approach Report on Perinatal Oral Health.47 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 to improve perinatal oral
health in the community.
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. As recognized by the Affordable Care Act, perinatal oral health data should be integrated with
other health-assessment and data-collection efforts conducted by public health systems (e.g., PRAMS,
BRFSS).
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 constraints of perinatal oral health systems must
be evaluated to better plan for sustainable, accountable, and coordinated oral health services. Common
opportunities in the community to enhance infrastructure and partnerships for perinatal oral health
include: a) community perinatal, Early Head Start and maternal and child health (MCH) programs and/or
chronic disease prevention programs, b) non-governmental institutions/organizations (e.g., managed care
organizations, mother-to-mother networks, and academic institutions), and c) health professional and
community networks. In addition, Medicaid coverage for pregnant women and women of childbearing
age that meets their needs should be ensured (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 and women’s health providers, policy
makers, dental providers and women in the community) must be informed, empowered, and “buy into”
the importance and significance of perinatal oral health. State and community oral health programs
should: a) adopt, endorse, and promote perinatal oral health guidelines and recommendations to all
professionals and agencies engaged in perinatal health, social, and educational services; b) mobilize
communities to advocate for policies and activities that will improve perinatal oral health (e.g., Medicaid
dental coverage during the perinatal period); c) engage a broad group of stakeholders to set priorities for
perinatal oral health and disseminate the goals in state oral health plans; d) improve perinatal oral health
information systems to be appropriate for pregnant women’s cultural and literacy levels; and
e) disseminate perinatal oral health success stories.
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, perinatal and women’s health providers and ensure that local perinatal oral health care and
financing systems are functioning and adequate.
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. State and community oral health programs are encouraged to
utilize research- and surveillance-based data: a) to define perinatal oral health needs and disparities and to
address barriers to perinatal oral health, b) to develop more effective perinatal oral health services and
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workforce models, and c) to improve quality and effectiveness of perinatal oral health care (e.g., use
effective motivational interviewing for pregnant women and treatment protocols for periodontal disease
during the perinatal period that are effective and safe).
6. Integrate Perinatal Oral Health Program into Patient-Centered Medical Home:
The Patient Centered Medical Home (PCMH) is an approach to providing comprehensive primary care
for children, youth and adults that is promoted by many organizations.48,49 The 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 health professionals, and when appropriate,
their family, personal and professional social support systems in order to assist their clients’ attainment of
optimal perinatal health outcomes. Perinatal care health professionals should assess their clients’ oral
health status and provide advice 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 manage the oral health of
their offspring.

Policy Statement
The Association of State and Territorial Dental Directors fully supports and endorses a strategic
framework for promoting best practices for state and community oral health programs to optimize the oral
health of pregnant women, mothers and children. Public health agencies should address the following six
essential services for improving perinatal oral health in the community: 1) assess and monitor perinatal
oral health, 2) enhance infrastructure and build partnerships, 3) inform and empower the public to
mobilize support, 4) ensure adequate oral health workforce and systems for perinatal oral health, 5)
promote and support research and evidence-based practices, and 6) integrate perinatal oral health program
into the Patient-Centered Medical Home.
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