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Considerations of the pregnant dental patient
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There are many myths surrounding pregnancy and what is safe and what is not. The
modifications necessary for the pregnant dental patient in each trimester will be discussed.
Additionally, dental imaging and medications for each trimester will be reviewed. The
dental provider must remember to keep both mother and fetus in mind when treating a
pregnant patient. During the first trimester, routine preventive dental examinations and
cleanings are safe while other procedures should be postponed; however, it is essential
to promptly treat oral infections, pain, and emergency situations. Postponed procedures
are usually considered “safe” to perform in the second trimester; though, minimization
of exposure is essential and interprofessional communication with the patient’s obstetric
provider should be done prior to treatment. Through the third trimester, basic dental care
is fine, and non-essential procedures should be postponed until after delivery due to the
increased risk of preterm labor. If there is an indication for medication at any time during
gestation, then FDA Pharmaceutical Pregnancy categories A or B are the safest options.
Although there are many things to consider when treating the pregnant patient related
to mother and fetus, regular dental care throughout pregnancy is safe and should be an
essential part of a healthy pregnancy.
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Introduction

Pregnancy: in general

There are many myths surrounding pregnancy and what is safe
and what is not. For example, many women believe they should not
go to the dentist during pregnancy and that dental imaging should
never be done while pregnant. Although dental providers know this is
a myth, nearly half of women queried did not receive regular dental
care, and lacked awareness of relevant oral health issues.1-4 Since this
is a critical time period for both mother and baby, more should be
done to encourage pregnant women to see their dental providers. It
is critical for dental providers as well to encourage women of child
bearing years to continue their dental care if they become pregnant.
Additionally, it is essential for the dental provider to stay informed of
current guidelines regarding the pregnant patient.

There are a few general procedures that should be done for pregnant
patients, similar to any patient. For example, prior to initiating any
examinations, a thorough review of the woman’s medical history is
essential in determining any medical issues that may change treatment
options and pregnancy health. For example, any medications or
chronic illnesses may lead to complications for mother, fetus, or both.
Any issues, such as gestational diabetes, pre-eclampsia, or history
of premature labor, which classify the pregnancy as high risk may
lead to deferral of dental treatment until after delivery. Any issues, or
potential medical issues, should initiate a consult with the obstetric
provider. This review will focus on anatomic and physiologic changes
in low risk, healthy singleton pregnancies to help explain why regular
dental care throughout pregnancy is safe and an important for a
healthy pregnancy.18

Although previous findings state 91% of obstetricians did not want
to be contacted regarding routine dental care 5, the current idea and
practice of interprofessional care and collaboration is the best model
for compete heath of patients. For the pregnancy patient collaboration
with obstetric providers will be helpful in not only improved care,
but establishing care with patients too. Research has shown that most
pregnant women are not aware of the importance of oral health issues
and regular dental care; thus, do not seek dental care during pregnancy,
which can affect pregnancy outcomes.1,4,6−8 However, encouragement
by an obstetric provider of healthy behaviors increases a pregnant
woman’s likeliness to actually do the healthy behavior.9−13 Once a
pregnant woman visits the dentist, it is imperative to be cognizant of
the status of both patients- mother and fetus. Since many dentists feel
they lack clinical skills or knowledge to treat pregnant patients, this
article will review the maternal and fetal changes that occur in each
trimester.3,14−17 The best times to perform general and other treatments
will be outlined. The modifications necessary for the pregnant
dental patient in each trimester and postpartum will be discussed.
Additionally, a review of dental imaging and medications for each
trimester and into the postpartum period will be reviewed. The dental
provider must remember to keep both mother and fetus in mind when
working with a pregnant patient.
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First trimester
The first trimester is an exciting time for the mother and
involves many physiological changes for her and hence may require
slight modifications on the part of the dentist in order to keep her
comfortable. For example, the most common symptom in the first
trimester is fatigue and or nausea. In order to accommodate the
fatigued pregnant patient, it behooves the dentist to have an empathetic
and soothing environment; this can be achieved by pleasant decor (i.e.
plants without smells) and soothing music. Changes in progesterone19
influences structures with smooth muscle such as the gastrointestinal
tract. If the pregnant patient is experiencing nausea, vomiting, then
it is essential to check her teeth for erosion and council her on
good oral health after vomiting. With the nausea, heartburn, and
vomiting, women usually feel more comfortable with a more upright
position. Due to changes in cardiovascular system, it is common
for pregnant patients to have postural hypotension; these symptoms
include lightheadedness, weakness, sweating, pallor, and possibly
unconsciousness or convulsions.20 Therefore, the patient should
change positions more slowly during pregnancy, especially if lying
supine. Additionally, it helps to have the dental chair in a more upright
39
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position. It is important to allow for restroom breaks before and after
appointment and to try to keep appointments as brief and comfortable
as possible.
Increased progesterone and estrogen can lead to pregnancy
gingivitis in the first trimester and increase to the third trimester.21
Pregnancy gingivitis is characterized by tooth mobility, and gingiva
that is red, tender, and may bleed. Always make sure the pregnant
patient is receiving adequate amounts of vitamin C through her diet or
supplement. Further, this can be treated by debridement, chlorohexidine
rinse, as well as improved oral hygiene. If the pregnancy gingivitis
continues, then it may develop into a pyogenic granuloma “pregnancy
tumor”.22 If the granuloma continues to enlarge, then it must be
excised; surgery should be completed by clinician’s, with specific
training and experience working with pregnant patients.
During the first trimester, the placental is forming, as well as
organs and systems. This can make the fetus during this trimester
more sensitive to teratogens and hypoxia. For example, this trimester
is when many spontaneous abortions occur. Although it is highly
unlikely the spontaneous abortions are caused by a dental examination,
careful consideration should be given to procedures beyond routine
preventive dental examinations and cleanings. However, it is essential
to promptly treat oral infections and pain. Non-emergency dental
work and irradiation should be postponed until later. The key during
pregnancy is that if dental radiographic dental imaging is necessary
for diagnosis and treatment, the exposure should be minimized as
much as possible. The best treatment during this trimester is good oral
hygiene to reduce the potential of bacterial transmission from mother
to fetus.23,24

Second trimester
The second trimester of pregnancy still has many changes for
mother and fetus; however this is considered the safe trimester.
Published guidelines by the American Dental Association (ADA)
recommend pregnant women receive elective dental care during the
second trimester and the first half of the third trimester.25,26 For most
pregnant women, this trimester provides relief from the tiredness and
nausea of the first 13 weeks of gestation. Due to the growing size
of the fetus and hence the uterus, women will experience a greater
urgency and frequency of urination. It is best to offer pregnant patients
to use the restroom immediately prior to sitting in the dental chair,
as well as afterwards. In addition to the growing fetal-placental unit
the changes in vascular muscle relaxation will cause most pregnant
women to experience postural hypotension. For this reason the dental
provider can place a pillow under the patient’s right side to roll them
towards their left in order to maintain a patent inferior vena cava. With
this in mind, your pregnant patient should always change positions
gradually. For example have your pregnant patient transition form
a more reclined position to an upright sitting position, then from a
sitting position to standing with assistance. Furthermore, pregnant
women are more prone to hypoglycemia, which can lead to fainting.
Pregnant patients should be advised to have a healthy snack and
plenty of fluids about one hour prior to their dental appointment. Since
progesterone19 is still increasing in the second trimester the smooth
muscle tone of the gastrointestinal tract is affected. If your pregnant
patient is still experiencing nausea, or has started to have heartburn,
and/or constipation, then have her sit in a more upright position.
During the second trimester, the placental has formed and the
organ systems are fairly well established. However, tooth formation is
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beginning during this term. Although prophylactic systemic fluoride
was previously prescribed during pregnancy, current evidence
suggests fluoride treatment should be done after delivery since caries
prevention is mainly after tooth eruption.27 With the organ systems
established and focused on growth and maturation, the second trimester
has a decreased chance of malformation to occur.28 Therefore, this is
the safest pregnancy term to perform elective procedures if medically
necessary. If dental imaging is required during pregnancy, then this
can be safely done in the second trimester. Dental staff should follow
the as low as reasonable achievable rule to minimize exposure, via
lead apron and thyroid collar, high-speed film, and focused dental
imaging. To date, there are no increases in congenital abnormalities
due to radiation during pregnancy and is beneficial compared to not
treating pregnant patients.19,23
Similar to the first trimester, dental visits should be focused on
good oral health; however, management of oral infections can be
done as well as procedures (i.e. excision of granulomas) that were
postponed from the first trimester. If this is the case, the treatment
plan should be discussed with her obstetric provider, especially if it
involves long-term follow-up. Keep in mind that pregnancy heightens
a woman’s sense of smell and taste and sometimes dislike of them.
Since, this increased sensitivity can cause symptoms such as gagging,
nauseousness, and vomiting, dental staff should be aware of this and
minimize irritants.

Third trimester
As a woman’s body prepares for labor and delivery in the last
trimester, the dentist should keep in mind some key changes for his
patient. Now in the last trimester of pregnancy, women begin to feel
similar symptoms as the first trimester along with feelings of elation
and anxiety. Again an empathetic and soothing environment can help
the fatigued pregnant patient. A supportive and calming environment
is also helpful during this time of increased anticipation and anxiety,
especially for nulliparous women. Some pregnant women still
experience nausea and heartburn in late pregnancy and along with
an increasing abdominal girth, she feels more comfortable in a semireclined position. Postural hypotension may still occur in the third
trimester; therefore your patient should change positions more slowly
and/or lean towards the left side while in the dental chair. Women may
have constipation and are experiencing a need to frequently urinate,
thus allow for restroom breaks before and after appointment and to try
to keep appointments as brief and comfortable as possible.
The last trimester for the fetus is one of growth in size and
maturation of organ systems, especially the nervous system and tooth
development. Basic dental care is fine, but conservative treatments
and short appointments are essential. Research has shown gingivitis is
the most common condition during pregnancy.29 Increasing gestational
age is association with increased prevalence of periodontal disease.30
Due to the association between periodontal and adverse pregnancy
outcomes and pre-term labor, it is important to maintain a healthy
balance of oral bacteria.31 Since a single treatment of scaling and
root planning in the second trimester has not been shown to resolve
issues (such as periodontitis), pregnant women with poor periodontal
health should have multiple treatments to decrease risk or poor
birth outcomes.32 Although this trimester has a decreased chance of
malformation to occur, many procedures should be postponed until
after delivery due to the increased risk of preterm labor.
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Overview of medicines
Since many medications can affect maternal cardiorespiratory
functions or cross the placental barrier and acts as a toxin or teratogen;
it is essential to use the safest medication possible defined by the
pregnancy drug risk categories define by the US Food and Drug
Administration33 and to consult the obstetric provider, especially in the
first trimester. Fortunately most medications utilized in dentistry are
Pregnancy Risk Category A or B. Category A is described as human
studies have failed to demonstrate risk to the fetus during the first
trimester of pregnancy. Whereas Category B suggests animal studies
have failed to demonstrate risk to the fetus during the first trimester of
pregnancy or animal studies have shown an adverse risk, but human
studies have failed to show fetal risk. The safest local anesthetics are
etidocaine and lidocaine (both category B). When using lidocaine
with epinephrine up to 0.1 mg, there are have no reports of pregnancy
complications.34 As a category B analgesic, acetaminophen is the
safest for short-term use (2-3 days) during pregnancy. Aspirin and
non-steroidal anti-inflammatory medications should be avoided
especially during the third trimester since this will increase the risk
of ductus arteriosus constriction and postpartum hemorrhage, as well
as delayed labor. Opioids should not be used during pregnancy either
due to respiratory depression of the mother, which will cause hypoxia
in the fetus, and associated congenital abnormalities. Often antibiotics
need to be administered during pregnancy; safe choices, category B,
are clindamycin, azithromycin, and penicillin/cephalosporin (i.e. 1st
and 2nd generation are safe choices). If antivirals need to be prescribed,
then category B choices are famciclovir and valacyclovir. Nystatin is a
category B antifungal for 1st and 2nd trimesters, but should be avoided
(category C) if possible during the 3rd trimester. Few anxiolytics are
safe during pregnancy; however, if one needs to be used then nitric
oxide is the safest choice if used in 2nd or 3rd trimester for less than
30 minutes while delivering 50% oxygen throughout procedure. As a
dental care provider remember the treatment of oral disease following
these guidelines does not increase the maternal and fetal risk relative
to the risk of not providing necessary care.13,23,35

Summary
Our main goal was to review the special considerations related to
the pregnant patient- mother and fetus. First, it is essential to promptly
treat oral infections, pain, and emergency situations, regardless of
stage of pregnancy. Within the first trimester, routine preventive dental
examinations and cleanings are safe, but other procedures should be
postponed. Postponed procedures are usually considered “safe” to
perform in the second trimester; though, minimization of exposure
is key and communication with the obstetric provider is critical to
both patients’ health. During the third trimester, basic dental care is
acceptable, while non-essential procedures should be postponed until
after delivery due to the increased risk of preterm labor. If there is an
indication for medication, then category A or B are the safest options
throughout pregnancy. Although there are many things to consider
when treating the pregnant patient related to mother and fetus, regular
dental care throughout pregnancy is safe and an essential part of a
healthy pregnancy.

Acknowledgments
None.

Conflict of interest
The author declares that there is no conflict of interest.

41

References
1. Al Habashneh R, Guthmiller JM, Levy S, et al. Factors related to
utilization of dental services during pregnancy. J Clin Periodontol.
2005;32(7):815−821.
2. Hwang SS, Smith VC, McCormick MC, et al. Racial/ethnic disparities
in maternal oral health experiences in 10 states, pregnancy risk
assessment monitoring system, 2004-2006. Matern Child Health J.
2011;15(6):722−729.
3. Strafford KE, Shellhaas C, Hade EM. Provider and patient perceptions
about dental care during pregnancy. J Matern Fetal Neonatal Med.
2008;21(1):63−71.
4. Watson MR, Gibson G, Guo I. Women’s oral health awareness
and care-seeking characteristics: a pilot study. J Am Dent Assoc.
1998;129(12):1708−1716.
5. Shrout MK, Comer RW, Powell BJ, et al. Treating the pregnant dental
patient: four basic rules addressed. J Am Dent Assoc. 1992;123(5):75−80.
6. Alwaeli HA, Al-Jundi SH. Periodontal disease awareness among
pregnant women and its relationship with socio-demographic variables.
Int J Dent Hyg. 2005;3(2):74−82.
7. Hom JM, Lee JY, Divaris K, et al. Oral health literacy and knowledge
among patients who are pregnant for the first time. J Am Dent Assoc.
2012;143(9):972−980.
8. Iida H, Kumar JV, Radigan AM. Oral health during perinatal period
in New York State. Evaluation of 2005 Pregnancy Risk Assessment
Monitoring System data. N Y State Dent J. 2009;75(6):43−47.
9. Dennis S, Williams A, Taggart J, et al. Which providers can bridge
the health literacy gap in lifestyle risk factor modification education: a
systematic review and narrative synthesis. BMC Fam Pract. 2012;13:44.
10. Kloetzel MK, Huebner CE, Milgrom P. Referrals for dental care during
pregnancy. J Midwifery Womens Health. 2011;56(2):110−117.
11. May L, Suminski R, Yeung A, et al. Pregnant Patient Knowledge and
Obstetric Provider Advice on Oral Health. Journal of Dentistry, Oral
Disorders & Therapy. 2014.
12. May LE, Suminski RR, Linklater ER, et al. Exercise during pregnancy:
the role of obstetric providers. J Am Osteopath Assoc. 2013;113(8): 612619.
13. Workgroup OHCDPE. Oral health care during pregnancy: a national
consensus statement- summary of an expert workgroup meeting.
National Maternal and Child Oral Health Resource Center, Georgetown
University, Washington, DC; 2012.
14. Alves RT, Ribeiro RA, Costa LR, et al. Oral care during pregnancy:
attitudes of Brazilian public health professionals. Int J Environ Res
Public Health. 2012;9(10):3454−3464.
15. Da Costa EP, Lee JY, Rozier RG, et al. Dental care for pregnant women:
an assessment of North Carolina general dentists. J Am Dent Assoc.
2010;141(8):986−994.
16. Huebner CE, Milgrom P, Conrad D, et al. Providing dental care to
pregnant patients: a survey of Oregon general dentists. J Am Dent Assoc.
2009;140(2):211−222.
17. Lee RS, Milgrom P, Huebner CE, et al. Dentists’ perceptions of barriers
to providing dental care to pregnant women. Womens Health Issues.
2010;20(5):359−365.
18. Steinberg BJ, Hilton IV, Iida H, et al. Oral health and dental care during
pregnancy. Dent Clin North Am. 2013;57(2):195−210.
19. Giglio JA, Lanni SM, Laskin DM, et al. Oral health care for the pregnant
patient. J Can Dent Assoc. 2009;75(1):43−48.

Citation: May L. Considerations of the pregnant dental patient. J Dent Health Oral Disord Ther. 2014;1(2):39‒42. DOI: 10.15406/jdhodt.2014.01.00010

Considerations of the pregnant dental patient

20. Suresh L, Radfar L. Pregnancy and lactation. Oral Surg Oral Med Oral
Pathol Oral Radiol Endod. 2004;97(6):672−682.
21. Nayak R, Choudhury GK, Prakash S, et al. The role of plasma female
sex hormones on gingivitis in pregnancy: a clinicobiochemical study. J
Contemp Dent Pract. 2012;13(6):760−763.
22. Arafat A. The prevalence of pyogenic granuloma in pregnant women. J
Baltimore Coll Dent Surg. 1974;29(2):64−70.

Copyright:
©2014 May

42

29. Axt-Fliedner R, Hartge D, Chiriac A, et al. Long-term outcome for
children born after a first-trimester measurement of increased nuchal
translucency with a normal karyotype: a retrospective analysis.
Ultraschall Med. 2009;30(6):558−563.
30. Machuca G, Khoshfeiz O, Lacalle JR, et al. The influence of general
health and socio-cultural variables on the periodontal condition of
pregnant women. J Periodontol. 1999;70(7):779−785.

24. http://www.cdafoundation.org/education/perinatal-oral-health

31. Vogt M, Sallum AW, Cecatti JG, et al. Periodontal disease and some
adverse perinatal outcomes in a cohort of low risk pregnant women.
Reprod Health. 2010;7:29.

25. Laine MA. Effect of pregnancy on periodontal and dental health. Acta
Odontol Scand. 2002;60(5):257−264.

32. Xiong X, Buekens P, Fraser WD, et al. Periodontal disease and adverse
pregnancy outcomes: a systematic review. BJOG. 2006;113(2):135−143.

26. Buerlein J, Peabody H, Santoro K. Improving access to perinatal oral
health care: Strategies & considerations for health plans: NIHCM
Foundation, Washington, DC; 2010.

33. Han YW. Oral health and adverse pregnancy outcomes - what’s next? J
Dent Res. 2011;90(3):289−293.

23. www.cdafoundation.org/Portals/0/pdfs/poh_guidelines.pdf

27. Gaffield ML, Gilbert BJ, Malvitz DM, et al. Oral health during pregnancy:
an analysis of information collected by the pregnancy risk assessment
monitoring system. J Am Dent Assoc. 2001;132(7):1009−1016.
28. Hellwig E, Lennon AM. Systemic versus topical fluoride. Caries Res.
2004;38(3):258−262.

34. Meadows M. FDA issues public health advisory on phenylpropanolamine
in drug products. FDA Consum. 2001;35(1):9.
35. Gurbet A, Turker G, Kose DO, et al. Intrathecal epinephrine in combined
spinal-epidural analgesia for labor: dose-response relationship for
epinephrine added to a local anesthetic-opioid combination. Int J Obstet
Anesth. 2005;14(2):121−125.

Citation: May L. Considerations of the pregnant dental patient. J Dent Health Oral Disord Ther. 2014;1(2):39‒42. DOI: 10.15406/jdhodt.2014.01.00010

