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Introduction
Good oral health is an important part of good overall health. Oral health is
particularly important during pregnancy as hormonal changes and changes in
eating patterns increase the risk for oral disease. Oral disease during pregnancy
may affect not only the health of a pregnant woman, but may also affect the
health of her pregnancy and potentially, the health of her infant.1
Oral health is not only important to one’s appearance and sense of well-being,
but also to overall health. Cavities and gum disease may contribute to many
serious conditions, such as diabetes and respiratory diseases. Studies are also
currently examining whether there is a link between poor oral health and heart
disease.2, 3, 4, 5 Additionally, untreated cavities can be painful and lead to serious
infections.4, 5
There is also ongoing research exploring whether pregnant women with poor
oral health may be at a higher risk of delivering pre-term, low birth weight babies
than women with good oral health. Babies who are pre-term or low birth weight
have a higher risk of developmental complications, asthma, ear infections, birth
abnormalities, behavioural difficulties, and are at a higher risk of infant death.
Even though this research is ongoing, it is still important for pregnant women to
take care of their gums and teeth.3, 4
In addition, good oral health during and after pregnancy may decrease the
amount of caries-producing oral bacteria transmitted to the infant during
common parenting behaviour, such as sharing spoons and cleaning soothers by
mouth. The earlier an infant is infected with these bacteria, the more at risk the
infant is for early childhood caries, which can have many health and
developmental consequences for a child.16
Most women, however, are unaware of the potential consequences of their poor
oral health for themselves or their infants.6 Although dental care during
pregnancy is both safe and can prevent long-term health problems for both
mother and child, an overwhelming number of women do not seek dental care
during pregnancy.7 Primary reasons for women not receiving dental care are lack
of perceived need for care and financial barriers.8
Factors related to the health care system also present barriers to oral health
services for pregnant women and their children. Some prenatal and oral care
providers may be limited by their lack of understanding of the impact and safety
of oral care during pregnancy. Some oral care providers may be needlessly
reluctant to see pregnant patients due to concerns regarding the safety of the
woman and/or fetus. In addition, because prenatal care providers generally have
received limited training to understand the relationship between oral health and
overall health, they may not provide anticipatory guidance on oral health or refer
their patients regularly to dental providers.9 Further, a lack of coordination
between the oral care, prenatal and pediatric care communities is a barrier to
improving maternal and child oral health outcomes.
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Efforts to Promote Oral Health during Pregnancy
There have been efforts during the past decade to help both women and care providers have a better
understanding of the importance of oral care before, during, and after pregnancy and the safety of oral care
during pregnancy.

The Public Health Agency of Canada highlights the importance of
oral health during pregnancy in
resource (available at http://www.phac-aspc.gc.ca/hp-gs/
guide/assets/pdf/hpguide-eng.pdf).

There are two programs currently operating in First Nations and northern Saskatchewan communities that
include a focus on prenatal oral health:
Health Canada’s Children's Oral Health Initiative (COHI) program works to prevent and control early
childhood tooth decay among children living in First Nations or Inuit communities and to set the stage for
a lifetime of healthy teeth. One-on-one oral health education is also provided for parents, caregivers, and
pregnant women.
The Northern Saskatchewan Prenatal/Preschool Dental Program works to reduce dental decay, promote
oral health, and enhance oral care access of at-risk infants, preschool children, pre/post natal mothers,
and their families. Services are currently provided in communities in the Keewatin Yatthé and
Mamawetan Churchill River Health Regions and the Athabasca Health Authority.
Currently, there are no Canadian (national or provincial) guidelines that focus on dental treatment during
pregnancy. However, there have been advances in other jurisdictions regarding oral care during pregnancy
for both oral care and prenatal care providers.11 Guidelines developed by the California Dental Association
Foundation9 and the New York State Health Department12 as well as the national consensus statement
developed by the U.S. Maternal and Child Health Bureau, the American Dental Association, and the
American College of Obstetrics and Gynecology13 provide up-to-date evidence on the safety and efficacy of
dental care during pregnancy, including: the safety of X-rays and medications; strategies for reducing cavitycausing bacteria load in new mothers; and guidance on the appropriate positioning of pregnant women in
the dental chair in later pregnancy.
Further resources include the American College of Obstetricians and Gynecologists’ Committee Opinion on
Oral Health Care during Pregnancy and through the Lifespan14 and the American Academy of Pediatric
Dentistry’s Guidelines on Perinatal Oral Health15 and Infant Oral Health Care.16

Risk of Dental Disease during Pregnancy
Pregnancy places women at higher risk for oral conditions such as tooth erosion and periodontal disease due
to physiologic changes in the mouth that occur during pregnancy.17, 18 The prevalence of gingivitis during
pregnancy ranges from 30% to 100% (depending on the study) and an estimated 5% to 20% of pregnant
women have periodontal disease. It is estimated that one in four women of childbearing age have at least
one untreated cavity. Therefore, a sizable number of women may enter pregnancy with active oral disease, or
pregnancy may trigger the progression of the disease process.19
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Dental Care Utilization during Pregnancy
Many women, including those with private insurance, do not seek - and are not advised to seek - dental care
during pregnancy. Only about one-quarter to one-half of women receive any dental care during their
pregnancies. The likelihood of low-income and uninsured women receiving such care is even lower.20
Oral care in pregnancy may be avoided and misunderstood by oral care providers, prenatal care providers,
and pregnant women, because of the lack of information or misperceptions about the safety and importance
of dental treatment during pregnancy.21 To support more effective care, oral care and prenatal care providers
who care for women during pregnancy need evidence-based and practical information concerning the risks
and benefits of dental treatment to oral and overall health, and an understanding of the factors that affect a
woman’s oral health.9 Further, given the low overall oral health literacy of pregnant women themselves, there
is a need for targeted oral health information, across all socioeconomic levels.6
While evidence-based practice guidelines exist, many dentists delay treatment of pregnant patients because
of a fear of injuring either the woman or the fetus.22, 23 And, because prenatal care providers have had limited
training to understand the relationship between oral health and overall health, many fail to refer their patients
regularly for dental care.24, 25
A coordinated effort between the oral care and prenatal care communities can benefit maternal and child
health outcomes. With increased awareness and understanding of the importance of oral health guidance
and screening as well as knowledge of oral care providers to whom pregnant women can be referred,
prenatal care providers can play a key role in preventing oral disease, especially among minority and
underserved populations who have limited access to dental services and poorer oral health status.26 In
addition, emerging data on the important connection between oral health and systemic health concerns
suggest an increasing need for dental-medical collaboration and cross-training.27

Maternal Oral Health and Adverse Pregnancy Outcomes
Pregnancy is a particularly important time to access oral care because the consequences of poor oral health
can potentially impact the health of the mother and subsequently the pregnancy. Poor periodontal health is
associated with chronic conditions such as diabetes and some respiratory diseases. For women with diabetes
diagnosed prior to pregnancy, for example, oral health is essential because acute and chronic infections make
control of diabetes more difficult.19
Research released in 1996 by Offenbacher, Katz, Ferik et al.28 presented a possible connection between
periodontal disease (gum disease) and preterm birth. Since the release of this research, several studies have
followed either supporting or countering this research. Although a causal relationship has not been
established, a growing body of research is focused on linkages between a woman’s untreated gum disease
and adverse birth outcomes including preterm birth and low birth weight.1, 29

The Prenatal and Postnatal Periods and Early Childhood Tooth
Decay
The prenatal period is a critical time for influencing early childhood cavities. As the duration of calcification of
the baby teeth is short and begins during the second trimester, prenatal nutrition has a tremendous influence
on the formation of dental tissues.30 Further, maternal vitamin D levels may have an influence on baby teeth
development and early childhood caries as vitamin D plays a central role in the calcification of dental tissues.30
Women are encouraged to discuss nutrition and vitamin D with their prenatal care provider.
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The postnatal period is also an important time. Substantial evidence exists supporting the many health
benefits associated with breastfeeding. The Canadian Dental Association supports breastfeeding as it
provides nutritional benefits to the infant and is recognized as an effective preventive health measure when
combined with mouth cleaning or tooth brushing as part of the daily routine for all infants to reduce the risk
of dental caries.31
Another important issue during the period following pregnancy relates to the transmission of bacteria that
causes cavities. There is well-established evidence that caregivers (primarily mothers32) with high levels of the
cavity-causing bacteria, mutans streptococci (MS), have a high likelihood of infecting the child before the
second birthday. 33, 34, 35, 36 Early colonization in an infant’s mouth by MS is a major risk factor for early
childhood caries as well as future dental caries.9 Early childhood caries can have serious consequences for the
functional, psychological, and social dimensions of a child’s wellbeing.43
Cariogenic or decay-causing bacteria are typically transferred from the mother or caregiver to child by
behaviours that directly pass saliva, such as sharing a spoon when tasting baby food or cleaning a dropped
pacifier by mouth.9 Key strategies to reduce the risk for future cavities for the child are to minimize the MS
levels in the mother in order to delay the colonization of MS in the infant as long as possible and to minimize
the sharing of MS from mother to child.16
Women with poor oral health can also indirectly affect their children’s oral health through the influence of
their beliefs, knowledge, and skills.37, 38 The prevention of transmission (from mother to child) of the MS
bacteria and establishing good oral hygiene habits can significantly minimize a lifelong battle with dental
caries, the infectious disease that causes tooth decay/cavities.15
Pregnant women who may not be concerned about their own oral health are generally very receptive to
information about the consequences it can have on their children,39, 40 indicating pregnancy as a teachable
opportunity for improving health behaviours. Many people do not realize that dental caries is the most
common infectious disease in childhood, that it has health and developmental consequences, and that it is
preventable.

Dental Treatment during Pregnancy
According to the Public Health Agency of Canada, regular dental checkups and cleanings by a dental
professional, including during pregnancy, are the best ways to detect and prevent oral disease.10
The benefits of providing dental care during pregnancy are significant and far outweigh very minimal potential
risks, particularly for a pregnant woman who has oral pain, an emergency oral condition, or infection.
Prevention, diagnosis and treatment of oral diseases, including needed dental X-rays and use of appropriate
local anesthesia, are highly beneficial and can be safely undertaken during pregnancy and are advised to
avoid more complex problems that may result from delayed treatment, both for the woman and her infant. 9
Treatment for dental caries is recommended to reduce the level of caries-causing bacteria in the pregnant
woman’s mouth. If the woman does not receive treatment by the time of delivery, her infant’s chance of
early acquisition of bacteria from the mother’s saliva could be increased. There are practical considerations as
well. For instance, after the baby is born the mother may find it more difficult to attend dental appointments.9
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Practice Opportunities
The following practice opportunities are based on the California Dental
Association Foundation’s guidelines, Oral Health During Pregnancy and
Early Childhood,9 unless otherwise indicated.

For Oral Care Providers:
The role of oral care providers includes providing preventive
services and restorative treatment along with anticipatory guidance
for pregnant women and their children. Oral care providers are
encouraged to render all needed dental services to pregnant
women. Pregnancy is not a reason to defer routine dental care or
treatment of oral health problems.
Oral care providers are encouraged to take the following actions for pregnant
women:
Provide education and offer oral care (including referrals when required),
understanding that such care may have relatively low priority for some
women, particularly those challenged by financial worries, unemployment,
housing, intimate partner violence, substance abuse, or other life-stressors.
Ask the woman if she has any concerns/fears about getting dental care while
pregnant. Based on her response, be ready to assure her that dental care is
safe during pregnancy and address specific concerns.
Advise the pregnant woman that prevention, diagnosis and treatment of oral
diseases, including needed dental X-rays and use of local anesthesia (when
necessary for the care of the patient), are acceptable and can be safely
undertaken. Any risk is minimal when compared to the risk of not receiving
appropriate care.
Plan definitive treatment based on customary oral health considerations.
Develop and discuss a comprehensive treatment plan that includes
preventive, treatment, and maintenance care throughout pregnancy. Discuss
the benefits, risks, and alternatives to treatments.
Provide emergency/acute care at any time during pregnancy as indicated by
oral condition.
Perform a comprehensive periodontal examination.

For Prenatal Care Providers:
Oral health should be a core component of routine prenatal care
for all pregnant women.
Prenatal care providers are encouraged to take the following actions for pregnant
women:
Educate the pregnant woman about the importance of her oral health, not
only for her overall health and her pregnancy, but also for the oral health of
her children.
Provide education and dental referrals for oral care, understanding that such
care may have relatively low priority for some women, particularly those
challenged by financial worries, unemployment, housing, intimate partner
violence, substance abuse, or other life-stressors.
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Ask the woman if she has any concerns/fears about getting dental care while pregnant. Based on her
response, be ready to inform her that dental care is safe during pregnancy and address specific concerns.
Determine and document in the prenatal record whether the patient is already under the care of an oral
health provider; if a referral is needed, make a referral and document this in the prenatal record.
Encourage all women at the first prenatal visit to schedule a dental examination if one has not been
performed in the past six months, or if a new condition has developed or is suspected. The Public Health
Agency of Canada recommends a dental checkup in the first trimester to have the teeth cleaned and oral
health assessed. If dental work is required, the best time to schedule it is between the fourth and sixth
month of pregnancy (the second trimester). While routine dental X-rays should be avoided during
pregnancy, an X-ray may be essential in the event of a dental emergency.10
As a routine part of the initial prenatal examination, conduct and document an oral health assessment of
the teeth, gums, tongue, palate, and mucosa. Please refer to the Resources section in this document for
more information on tools being developed to assist with this assessment.

For Both Oral Care and Prenatal Care Providers:
Both oral care and prenatal care providers are encouraged to take the following additional
actions related to training, continuing education, and collaboration:
Encourage women to learn more about oral health during pregnancy and early childhood by accessing
available consumer information (see Resources section).
Provide health education or anticipatory guidance about oral health practices for her children to prevent
early childhood caries.
Recommend strategies to decrease maternal cariogenic bacterial load (i.e., tooth brushing, flossing,
treating caries, mouth rinses, fluoridated water, healthy diet, regular dental visits).
Discuss the importance of nutrition, in particular, getting enough calcium, vitamins A, C and D, as well as
protein and phosphorous. Taking a multivitamin can help. Eating well is important for women’s oral
health and can also help to build strong teeth and bones in the developing baby.10
Support the development of provincial guidelines on oral care during pregnancy.
Engage in training and continuing education opportunities on oral health during pregnancy.
Engage in interprofessional learning and practice opportunities involving oral care and prenatal care
providers.

Refer to the New York State Department’s (available at http://www.health.ny.gov/
publications/0824.pdf) and California Dental Association Foundation’s (available at http://
www.cdafoundation.org/Portals/0/pdfs/poh_guidelines.pdf) practice guidelines on oral care
during pregnancy for further detail on precautions and treatment guidelines by pregnancy
trimester.

Develop collaborative relationships between oral care and prenatal care providers, including case
management and a dental referral network.
Given the important role of healthy eating for oral health, develop collaborative relationships with
dietitians when there are concerns about nutrition or to access resources on healthy eating.41
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Resources
The following resources will be available for use by both oral care
and prenatal care providers to promote oral health during
pregnancy and early childhood:
Patient Information Cards
Poster
Information Display
Anticipatory Guidance resource for oral care and prenatal care
providers
Risk assessment tool
Presentation/workshop
Please visit www.skprevention.ca/oral-health or contact
the Saskatchewan Prevention Institute at info@skprevention.ca
or (306) 651-4300 for more information on accessing these
resources.

The Downstream Effect of Poor Oral
Health among Mothers and Infants
Tooth decay is the most common chronic childhood disease. In
fact, it is five times more common than asthma in children five to
17 years of age.19 Overall, 57% of Canadian children, aged 6-11
years old, are affected by dental caries, and 24% of all children
have caries in their permanent teeth.42
According to the Canadian Paediatric Society,43 oral health can
affect the functional, psychological, and social dimensions of a
child’s well-being. Oral pain has devastating effects on children,
including lost sleep, poor growth, behavioural problems, and
poor learning. Developmentally crucial processes of
communication, socialization, and self-esteem are also affected
by poor oral health. Tooth extraction may affect the alignment of
the permanent teeth and increases the risk of dental problems
later in life.47
Early childhood caries (ECC) is defined as the presence of one or
more decayed, missing (due to caries) or filled tooth surfaces in
any primary tooth in a preschool-aged child.44 In urban areas of
Canada, the prevalence of ECC in preschool children is 6% to
8%,45 but in some disadvantaged First Nations communities, the
prevalence of decay exceeds 90%.46
Advanced forms of ECC frequently necessitate surgery under
general anesthesia. One-third of all day surgery operations for
preschoolers in Canada are done to perform substantial dental
work, making it the leading cause of day surgery for children this
age.47
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According to a Canadian Institute for Health Information report
(2013), Saskatchewan has the third highest rate in Canada for
day surgery operations performed to treat cavities among
children aged 1-5 years, after Nunavut and Northwest
Territories. From 2010-12, 3,878 day surgery operations were
performed on preschool children in Saskatchewan because they
had multiple cavities and tooth decay so severe that it required
surgical treatment. These dental procedures represent the tip of
the iceberg in terms of the magnitude of the problem, because
left uncounted are the many children who are treated for
serious tooth decay in dentists’ offices or community clinics.47

According to the
Canadian Paediatric
Society,43
paediatricians and
family physicians
play an important
role in identifying
children at high risk
for dental disease
and in advocating
for more
comprehensive and
universal dental care
for children.
The Canadian Dental
Association’s
Position Statement
on Early Childhood
Caries50 provides
further information
on preventing and
managing early
childhood caries.

Day surgery operations typically involve a combination of baby
teeth being filled and extracted. General anesthesia (GA) is
almost always administered and the intensive nature of the
treatments requires 82 minutes of surgery on average. Children
who undergo such surgery often have improved oral health
quality of life; however, GA is not without risk. The
complications that result from GA range from non-lifethreatening complications such as nausea and vomiting, fever,
inflammation of the throat, and swollen lips to life-threatening
complications including bronchospasms, anaphylaxis, cardiac
arrest, and respiratory failure. Further, day surgery is not a
permanent solution for some children as repeat surgeries are
common to deal with new dental diseases or the failure of past
dental treatment.48
ECC is generally preventable and, when caught early, is
treatable in community-based settings. Minimizing the risk of
dental caries among children can be accomplished in large part
by maintaining good oral health starting at an early age (such as
brushing teeth and having healthy dietary habits), using proven
preventive techniques (such as topical fluoride treatments),
ensuring access to fluoridated water, and having regular dentist
visits by age one.47, 49 Also, good oral health among mothers
and primary caregivers is important to minimize the transmission
of bacteria that causes cavities and to model good oral health
habits for children.47
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Saskatchewan Oral Health
Coalition’s Maternal Oral
Health Project
The Saskatchewan Oral Health Coalition works
collaboratively with dedicated partners to
improve the oral and overall health of
Saskatchewan residents. The Maternal Oral
Health Project group formed in 2013 to raise
awareness of pregnant women as a key group
requiring focused oral health promotion.
The goal for the project is: “Oral health is
increasingly included as a core component of
routine prenatal care for pregnant women in
Saskatchewan”.
The current project action strategies include:
1. Launch a social marketing/communications
campaign to increase oral health literacy
among pregnant women in Saskatchewan.
2. Survey oral care and prenatal care providers
in Saskatchewan to assess knowledge,
attitudes, and practices regarding oral care
during pregnancy.
3. Launch training and continuing education
opportunities for oral care and prenatal care
providers to enhance knowledge and
practice regarding oral care during
pregnancy.
4. Explore potential models to increase access
to oral care among pregnant women and
infants up to age one, with a particular
focus on cultural and income groups facing
the greatest access barriers.
5. Explore the feasibility of developing
provincial practice guidelines on oral health
during pregnancy for oral care and prenatal
care providers.
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