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SUMMARY

The aim of the study was to  determine the efficiency of the applied preventive measures during
pregnancy and to improve oral health status to pregnant women. Material and Methods. Oral health
status of 180 pregnant women was determined according to WHO criteria (WHO:  Basic methods,
1997). Dental caries prevalence, DMF-T and DMF-S were evaluated. Gingival status was estimated
according to Silness-Loe (GI) index. Women were asked about tooth brushing frequency; oral hygiene
was evaluated according to Green-Vermilion (OHI-S) index. Participants were divided into test (89)
and control (91) groups. During pregnancy, the following preventive measures were applied to the
test group: fluoride varnish applications, mouthrinsing with 0.12 % chlorhexine digluconate, professional
oral hygiene. Results. Oral health status was evaluated three times during pregnancy. Reduction in
dental caries increment of the test group was 56.25 % in comparison with the control group. The
periodontal status has improved, oral hygiene index (OHI-S) has decreased from 1.48±0.05 to
0.94±0.06 in the test group, and from 1.49±0.06 to 1.9±0.06 in the control group. Conclusion. Results
of the study showed that selected dental caries preventive measures were effective and significantly
improved women's oral health during pregnancy.
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INTRODUCTION

In order to prevent early childhood caries, it is
necessary to start applying preventive measures very
early, when women is pregnant. Prenatal dental caries
prevention is in practice in many countries. The aim of
prevention is to keep healthy woman’s teeth during
pregnancy and to provide knowledge about the
prevention of early childhood caries. [1] Pregnant
women are instructed proper oral hygiene. Professional
hygiene and other preventive methods are applied to
them. The practice showed that the measures not only
improved pregnant women’s oral health, but also

reduced prevalence and severity of early childhood
caries. [2, 3]

Streprococcus mutans plays an important role in
dental caries etiology [4, 5, 6].  It participates in the
production of extracellular polysaccharides, increases
acidity and enamel solubility, participates in dental plaque
formation and adhesion to smooth surfaces. Kohler and
Andrren [7] indicate that Streprococcus mutans is not
found anywhere else except human mouth, therefore it
might be to conclude that children are infected by those
who have high levels of these microorganisms in their
mouth by a frequent contact with a child. It was
determined that oral cavity of newborn is sterile [6, 8].
Consequently it is considered that children are infected
by their mothers in early age [5, 9, 10].

Thus, mothers should pay attention to their oral
hygiene, know about the risk factors of early childhood
caries. Good mothers’ oral hygiene, knowledge about
the prevention of their and their baby’s teeth will
improve oral health of both [9].

Prenatal prevention is based on reducing risk factors
of dental caries and periodontal diseases and keep oral
health status during pregnancy as it was before.
Consequently different measures as well, as dental caries
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Table 2.  Pregnant women's answers concerning
toothbrushing frequency

Table 1. . Evaluation of GI values

Table 3. Dynamics of women's dental caries intensity DMF-T and DMF-S during pregnancy

prevention programs are applied [3, 10, 11, 12, 13]. There
are few preventive programs for pregnant women and
studies about the effectiveness of these programmes.

Results of epidemiological studies about oral health
status of young women in Lithuania showed that DMF-
T was 12.56 ±0.66 among 21-28-year-olds [14].  DMF-
S was 19.7±0.88. Prevalence of periodontal diseases
was 90%. Prevailing pathology was calculus  (59.1%)
and gingival bleeding (19.62%). Deep periodontal
pockets were found in 15.15% of cases. Two thirds of
women showed only satisfactory oral hygiene (74.24%
had OHI-S from 1.1 to 2.0). Similar data about
periodontal status was published by Globiene [15],
where most of young people had gingivitis (84.3%),
and deep periodontal pockets were diagnosed in 12%
of participants.

Dental plaques plays important role in the
aethiology of periodontal diseases. Therefore oral
hygiene is very important in prevention of periodontal
diseases and dental caries [1, 16, 17].

Oral health status among Lithuanian pregnant
women was not evaluated before. No preventive
measures were applied. So, the aim of the study was
to determine the efficiency of the applied preventive
measures during pregnancy and to improve oral health
status to pregnant women

MATERIAL AND METHODS

Methodology of Oral Status Evaluation
Dental caries was recorded following the criteria

of WHO (WHO Basic Methods 1997) [18]. All surfaces

were examined. Dental  mirror and blunt explorer were
used. The study was undertaken in a dental office.

Dental caries prevalence indicate the percentage
of examined population with dental caries.  DMF-T and
DMF-S were used to show severity of dental caries.

Increment in dental caries intensity was assessed
while estimating the difference between DMF-T or
DMF-S indexes in a certain period of time.

Reduction in increment of dental caries intensity
indicated the effectiveness of preventive measures, i.e.
reduction in dental caries increment in the test group
in comparison to that in the control group. The value
was expressed in percent.

GI index (Loë and Silness) was used to evaluate
gingival status [19].  It is used to estimate the severity
of gingivitis by evaluating gum colour, consistence and
bleeding during probe. GI may be applied on selected
tooth, teeth group, quadrant, side of a mouth or all teeth
gingiva.

Mesial, vestibuliar, distal and lingval marginal
gingiva of the teeth 16, 21, 24, 36, 41, 44 was examined.
Values of GI are presented in Table 1.

Oral Hygiene Index OHI-S (Green-Vermillion) with
value from 0 to 6 was used to evaluate oral hygiene [19].

During  experimental prospective study  each
woman was asked about frequency of toothbrushing
with 5 possible answers (Table 2).

Dental Caries Prevention Methods Applied
to Pregnant Women

All pregnant women who participated in the
preventive programme gave their written consents.

Code Toothbrushing frequency  
1 Twice a day 
2 Once a day 
3 1-3 times a day 
4 Less than once a week 
5 Never 

Gingival Inflammation Scores 
No inflammation  
(healthy gums) 

0 

Slight gingivitis 0.1-1.0 
Moderate gingivitis 1.0-2.0 

Severe gingivitis 2.1-3.0 
 

First pregnancy 
trimester 

Second 
pregnancy 
trimester 

Third  
pregnancy 
trimester 

Increment 
during 

pregnancy 

Increment 
reduction in 

comparison to 
control group 

Studied 
women’s 
groups 

Number 
of  

studied 
women 

DMF-
TX± 
SE 

DMF-
SX± 
SE 

DMF-
TX± 
SE 

DMF-
SX± 
SE 

DMF-
TX± 
SE 

DMF-
SX± 
SE 

DMF-
TX± 
SE 

DMF-
SX± 
SE 

DMF-
TX± 

SE, % 

DMF-
SX±  

SE, % 
Test 

group 
89 13.40± 

0.32 
20.00±
0.82 

13.50±
0.34 

20.09±
0.73 

13.97±
0.27 

20.66±
1.09 

0.56± 
0.42 

0.66± 
1.10 

56.58 56.58 

Control 
group 

91 12.45± 
0.31 

18.85±
0.81 

13.38±
0.26 

19.76±
0.72 

13.74±
0.26 

20.37±
0.75 

1.28± 
0.41 

1.52± 
1.08 

- - 

p<0.05, F=0.75, when comparing control group results in 1st and 2nd trimesters; 
p<0.01, F=1.02, when comparing control group results in 1st and 3rd trimesters. 
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Table 5. Changes in women's DMF-S index composition during pregnancy

Table 4. Changes in women's DMF-T index composition during pregnancy

Oral health status of women in test and control groups
was examined three times: in the first, second, and
third pregnancy trimesters. Preventive measures
(fluoride varnish applications, mouthrinsings with 0.12%
chlorhexine  digluconate, and professional oral hygiene)
were applied to the test group. No preventive measures
were applied to the control group.

Oral Hygiene
Pregnant women received oral hygiene

instructions. Professional oral   hygiene was performed
twice. OHI-S was evaluated during each examination,
oral health care instructions were performed, and
toothbrushing inequality was discussed upon request.

Fluoride Varnish  applications
Before procedure, test group patients’ teeth were

cleaned from soft plaque and drained, isolated from
saliva. The fluoride varnish was applied and left for 3-

5 minutes until it set. After procedure patient was
instructed not to eat, drink and not to rinse for half an
hour. It was also advised not to eat milk products the
same day. Varnish retains for 24 or 48 hours. During
that time fluoride is releasing. Fluoride varnish
applications for test group women were performed
three times during pregnancy. “Fluoridin” and “Bifluorid
12” varnishes (Voco) were used.

Mouthrinsings with 0.12% Chlorhexine
Digluconate

Test group were using the solution of 0.12%
chlorhexine digluconate. Mouthrinsings were started
from fourth month of pregnancy and continued until
the end. Three periods with duration of 10 days with
break of 6 weeks were planned (29-30 days in total).
Mouth was rinsed for 2 minutes every day with 20 ml
(two table spoons) of 0.12% chlorhexine digluconate.

 
Groups of studied 
pregnant women 

DMF-S index composition 
DS FS MS 

X ±SE % X ±SE % X ±SE % 

First pregnancy trimester  
Test group  6.87±0.72 36.45 11.86±0.61 59.30 1.26±0.45 6.3 

Control group 8.38±0.93 41.90 9.77±0.53 51.83 0.70±0.27 3.71 
Second  pregnancy trimester 

Test group 3.73±0.33 18.57  14.98±0.48 74.56 1.38±0.48 6.87 
Control group 6.35±0.48 31.14  12.37±0.72 62.60 1.04±0.46 5.11 

Third  pregnancy trimester 
Test group 2.03±0.22 9.92 17.01±0.45 82.33 1.52±0.49 7.43 

Control group 4.97±0.42 23.70 14.31±0.41 70.25 1.09±0.47 5.25 
p<0.01, F=15.44, when comparing DF results of the control group in the first and third stages;    
p<0.001, F=2.78, when comparing FS results of the control group in the first and third stages;  
p<0.001, F=39.05, when comparing DF results of the test group in the first and third stages;  
p<0.001, F=1.60, when comparing FS results of the test group in the first and third stages. 

1

Groups of studied pregnant 
women  

DMF-T index composition 
D F M 

X ±SE % X ±SE % X ±SE % 

First pregnancy trimester 
Test group  5.81±0.40 43.36 7.34±0.40 54.78 0.25±0.09 1.86 
Control group 6.02±0.43 48.35 6.29±0.42 50.52 0.14±0.05 1.12 

Second pregnancy trimester 
Test group 3.64±0.25 26.96 9.58±0.36 70.96 0.28±0.09 2.07 
Control group 5.26±0.24 39.31 7.91±0.29 59.12 0.21±0.06 1.57 

Third pregnancy trimester 
Test group 2.55±0.15 18.25 11.09±0.25 79.38 0.33±0.10 2.36 
Control group 4.87±0.23 35.44 8.66±0.26 63.02 0.21±0.08 1.52 

p<0.001, F=0.03, when comparing D of test and control groups in the second pregnancy trimester;    
p<0.001, F=0.19, when comparing F   of test and control groups in the second pregnancy trimester; 
p<0.05, F=6.40, when comparing P of the control group in the first and second trimesters;  
p<0.05, F=12.43, when comparing D of the test group in the first and second trimesters; 
p<0.05, F=0.92, when comparing F of the test group in the first and second trimesters; 
p<0.01, F=0.77, when comparing D of the control group in the second and third trimesters;  
p<0.001, F=2.56, when comparing F of the control group in the second and third trimesters; 
p<0.001, F=9.06, when comparing D of test and control groups in the third trimester;    
p<0.001, F=0.11, when comparing F  of test and control groups in the third trimester. 
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Table 6. Pregnant women's mean OHI-S indexes during pregnancy

Characteristics of the Study Sample
During experimental study 180 pregnant women

aged 22 to 35 years participated in the preventive
programme. At the beginning of the prevention
programme, two groups: test and control of pregnant
women were selected. 89 women of the test group
and 91 women of the control group participated in the
programme. Women were selected for those groups
randomly, considering their compliance as well.

Data analysis. Results were calculated and sta-
tistic analysis performed by means of SPSS (Statisti-
cal Program for Social Science) for Windows. The
analysed groups were described using the character-
ization of general statistics, dispersion and symetrical
association . The verification of the hypotheses of the
relation  between qualitative variables was performed
using χ2 criterion. The comparison of quantitative val-
ues was performed using Student’s (t)  or Fisher’s (F)
criterion.  Continuous variables were described
as X ±SE. P-values less than 0.05 or 0.001 were con-
sidered statistically significant.

RESULTS

Prevalence and Severity of
Dental Caries

Prevalence of dental caries  in
both groups was 100%.

In order to evaluate changes
in dental caries experience during
pregnancy, mean DMF-T was es-
timated in test and control groups
in each pregnancy trimester.

According to the data pre-
sented in Table 3, mean DMF-T at
the beginning of pregnancy (in the
first trimester) was similar in test
and control groups with no statisti-
cally significant difference
(p>0.01).

Analysis of the dynamics of
DMF-T in test and control groups
in the second and third pregnancy
trimesters, showed an increase in

both groups, despite applied preventive measures. The
increment rate was lower in the test group, in com-
parison with control group.  DMF-T increment during
pregnancy was 0.56±0.42 in the test group, while it
was 1.28±0.41 in the control group. Reduction of  DMF-
T during pregnancy was 56.25% in the test group
(Table 3).

The same tendency was observed in DMF-S. The
increment of DMF-S during pregnancy was 0.66±1.09
in the test group, and 1.52±1.08 in the control group.
Dental caries reduction according to DMF-S index
during pregnancy was 56.58%. Thus the preventive
measures applied to pregnant women were effective
as they significantly reduced dental caries increment
considering both indexes.

Having analysed the DMF-T, it was found that
pregnant women of both groups have more than one
third of affected teeth that need filling (Table 4).

Analysis of the changes in DMF-T composition
during pregnancy showed that the rate of teeth af-

Fig. 1. Changes in pregnant women's gingival index (GI) during pregnancy
p<0.001, F=22.46, when comparing test and control group results in the third stage;
p<0.001, F=23.85, when comparing control group results in the first and second stages;
p<0.001, F=0.64, when comparing control group results in the second and third stages;
p<0.001, F=0.06, when comparing test group results in the first and second stages;
p<0.001, F=0.73, when comparing test group results in the second and third stages.

 
Groups of studied 
pregnant women  

OHI-S values Difference in the 
course of pregnancy  

X ±SE 
First pregnancy 

trimester  
X ±SE 

Second pregnancy 
trimester  

X ±SE 

Third pregnancy 
trimester  

X ±SE 
Test group 1.48±0.05 1.05±0.06 0.94±0.06 0.54±0.08. 
Control group 1.49±0.06 1.77±0.04 1.90±0.06 –0.40±0.07 

p<0.001, F=0.33, when comparing test group results in the first and third stages;  
p<0.001, F=12.79, when comparing control group results in the first and third stages;  
p<0.001, F=57.26, when comparing test and control group results in the third stage.  
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fected by caries (D) decreased by 9.04% in the con-
trol group and even by 16.4%  (p<0.001) in the test
group already in the second pregnancy trimester (Table
4). In the second pregnancy trimester, the index of
filled teeth (F) increased in both groups:  16.18% in
the test group and by 8.6% in the control.

At the end of pregnancy, the average of women’s
teeth affected by caries (D) decreased significantly in
the test group.

During the entire preventive program, the index
of filled teeth (F) increased by 24.6% in the test group
and by 12.5% in the control (p<0.001). The index ex-
tracted teeth (M), varied little during pregnancy both
test and control groups (Table 4).

Analysing of the composition of DMF-S during
prevention programme showed that teeth were treated
in both groups during pregnancy, therefore, the num-
ber of filled teeth surfaces (FS) increased from 11.86
to 17.01 in the test group and from 9.77 to 14.31 in the
control group. Statistically significant difference be-
tween groups was found (Table 5).

Results demonstrated that women treated their
teeth during entire pregnancy, even in the last preg-
nancy trimester, what is not recommended. The num-
ber of filled surfaces increased by a one third in both
groups. Despite applied preventive measures and
treatment, none of the groups had 100% of cured
surfaces.

In both groups, the number of caries lesions (DS)
decreased during pregnancy: from 6.87 to 2.03 in the test
group, and from 8.38 to 4.97 in the control group. The
number of extracted teeth (MS) was almost the same in
both groups (Table 5).

Evaluation of Gingival  Index ac-
cording to Silness-Loë (GI)

In the first pregnancy trimester, the
mean gingival  index according to Silness-
Loë (GI) was 1.59±0.7 in the test group and
1.62±0.06 in the control group, which was
scored as moderate gingivitis (scores 1.0-
2.0). Gingivitis prevalence (light, moderate,
severe) was 93.6% in the test group and
94.2% (p>0.01) in the control group.

A statistically significant difference
was found between test and control groups
in the second examination stage (Figure
1).

Comparing the data of the first and
second stages, it was found that mean GI
score decreased significantly in the test
group (p<0.001), although it remained on
the level of moderate gingivitis. In the con-
trol group, the mean GI score increased
significantly. Applied preventive measures

showed positive results after the first stage already,
and it increased in the third stage (Figure 1).

The results of the third stage in the test group
differ significantly from those in the control group:
moderate gingivitis was found in the test group and
severe gingivitis in the control group. GI difference
between groups was 1.58±0.07 (Figure 1).

Comparing mean GI scores at the beginning and
at the end of pregnancy, they significantly increased
in the control group: from moderate gingivitis at the
beginning of pregnancy to severe gingivitis at the end.
Whereas in the test group, the mean GI score signifi-
cantly decreased comparing the results of the first
and third stages. Thus, selected preventive measures
had impact on reduction of gingival inflammation.

Evaluation of Oral Hygiene
Pregnant women in both groups brushed their teeth

at the same frequency during the first stage (Figures 2
and 3).

At the end of pregnancy, however, it was found
that even 97.8% of women in the test group brushed
their teeth twice a day, while there were only 33.0%
(p<0.001) in the control group.

Pregnant women’s oral hygiene status was evalu-
ated by Oral Hygiene Index OHI-S (Table 6).  The
OHI-S of the test group was 1.48±0.05 in the first
pregnancy trimester.  This score is considered as sat-
isfactory hygiene status. The control group also
showed satisfactory hygiene status and OHI-S value
was 1.49±0.06 (p>0,05).

The results showed that mean OHI-S in the test
group decreased significantly in the second stage of

Fig. 2. Pregnant women’s toothbrushing frequency in the test group.
p<0.001,df=2, χ2=106.01, when comparing test group results in the first
and third stages.
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the program in comparison with the data in the first
stage.

In the third stage, OHI-S was also estimated in
the test group. Comparing the results at the begin-
ning and at the end of pregnancy, significant differ-
ence was found: the mean OHI-S  decreased even
by 0.54±0.08. The mean OHI-S of control group sig-
nificantly increased (p<0.05) in this stage. The incre-
ment of the mean OHI-S was 0.40±0.07 (Table 6).

Having evaluated the dynamics of oral health sta-
tus during pregnancy, it was found that preventive
measures applied to the test group during pregnancy
were effective, showing significant differences be-
tween the results in test and control groups.

DISCUSSION

There was no difference found between dental
caries prevalence and severity in the test and control
groups. Moderate and severe gingivitis, according to
Silness-Loe, was widely prevalent among studied
women. The data is similar with the findings in the
other countries [20, 21, 22]. DMF-T in the second
and third pregnancy trimester showed, that despite
applied preventive measures, the rate increased in
both groups. The findings reveal, however, that DMF-
T increment in the test group during pregnancy was
twice as low as that in the control group. After pre-
ventive measures had been applied during pregnancy,
the decrease in DMF-T increment was 56.25% in
comparison to the control group. The obtained re-
sults are similar to those of other countries.

 Borovskij et al. [13] divided pregnant women
into 5 groups according to applied preventive mea-
sures in his study: 1st group – fluoride varnish appli-
cations, 2nd group – ‘Remodent’ (remineralizing liq-

uid), 3rd group – fluoride varnish and
‘Remodent’, 4 th group – controlled
toothbrushing, and 5th group – control
group that did not receive any preven-
tive measures. Having compared indi-
vidual test groups with the control group,
the DMF-T increment reduction was
from 30% to 53.2%. It was determined
in the study that the highest reduction in
DMF-T increment (53.2%) was noted
in the group where fluoride varnish and
remineralizing liquid was applied. DMF-
T increment reduction of 42.2% was ob-
served in the group where controlled
toothbrushing was applied.

According to Butane [23], the
DMF-T increment during pregnancy
was 0.24 in the control group and re-

mained unchanged in the test group where controlled
toothbrushing, fluoride varnish applications and pro-
fessional oral hygiene were applied.

While analyzing the dynamics of DMF-S, it was
ascertained that there was no DMF-S increment in
the test group, whereas dental caries increment in
the control group was 2.88±0.21. Therefore, it is
possible to presume that the author reached 100%
reduction in dental caries intensity increment. Au-
thor observed active demineralization in many sur-
faces of the teeth in the control group, which once
again confirmed the necessity to apply preventive
measures.

Analogous tendencies were observed in the
present study when evaluating DMF-S increment and
reduction in increment during pregnancy in test and
control groups. Borovskij et al. 13] in his study found
DMF-S increment of 0.71 in the test group and 2.43
in the control group. The findings of the studys re-
vealed that they estimated even higher reduction in
dental caries increment of 70.78 in the course of the
study than it was estimated in the present study. When
analyzing the results of groups where different pre-
ventive measures were applied, best results were ob-
tained when fluor ide varnish and controlled
toothbrushing were applied, which corresponds to the
data of our study.

Having examined oral health status of 59 preg-
nant women aged from 22 to 29, Chlapovska and co-
authors found that DMF-T was 13.64, which is simi-
lar to oral health status of women examined in this
study. During implemented preventive programme
nutrition and oral hygiene were corrected and tooth-
paste with fluoride was used. The measures had im-
proved oral health status of the pregnant women who
participated in the programme [24].

Fig. 3. Pregnant women's toothbrushing frequency in the control group.
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During pregnancy, gingivitis was observed in 40-
100% of cases [25]. In the course of the study, gingi-
vitis prevalence 93.6-94.2% was noted.

Changes in gingival index (GI) were evaluated
during pregnancy when preventive measures were
applied in the test group. At the beginning of preg-
nancy, moderate gingivitis was identified both in test
and control groups. At the end of pregnancy, GI re-
mained unchanged in the test group, whereas it in-
creased significantly in the control group. Similar ten-
dencies were observed by Anraham-Inpijn L. et al.
[25] when examining changes in gingival inflamma-
tion during the pregnancy. The authors emphasize that
gingivitis during pregnancy depends not only on oral
hygiene, but on other factors as well, especially on
the activity of hormones. Increased amount of proges-
terone and oestrogen enhances exertion of gingivitis,
and therefore preventive procedures for oral hygiene
are extremely important. The impact of other factors
is manifested in the present findings where gingivitis
of the test group remained on the same level (moder-
ate), although numeral evaluation of gingivitis de-
creased in scores. Preventive measures applied to
pregnant women in the test group reduced the sever-
ity of gingival inflammation, yet the efforts to reduce
or eliminate were not successful.

Other scientists notice that periodontal status and
DMF-T during pregnancy is closely related to
socioeconomical factors, to general health status, age,
place of residence, profession and education [26, 27].
Comparable findings are presented by Gongaza et
al., Okuda et al. [28, 29]

 Brambilla et al.[10], in preventive programme
for pregnant women, also used the mouthrinsings with
solution of 0.12% chlorhexine digluconate and had
positive results: pregnant women’s oral health status
improved and the amount of Streptococcus mutans
in saliva decreased. In his study, Seppa  L. [28] indi-
cates that using fluoride varnish in prevention of den-
tal caries, positive results were obtained due to much
longer contact of varnish and enamel, when more
fluoride ions are released to enamel surface.

Pregnant women’s oral hygiene status was evalu-
ated by OHI-S and there was no significant differ-
ence as satisfactory status of oral hygiene was ob-
served in both groups.  At the end of pregnancy oral
hygiene of the test group was good (OHIS < 1.0),
whereas that of the control group was satisfactory
(OHIS>1.1). Undoubtedly, such results in the test
group because procedures of individual and profes-
sional oral hygiene. We think that a specific effect of
fluoride in the varnish, which inhibits accumulation of
plaque on tooth surfaces, had a considerable impact
on this as well [30].

Pregnant women’s toothbrushing frequency at the
beginning of pregnancy did not differ significantly be-
tween groups. Oral hygiene skills of both groups were
insufficient. At the end of pregnancy, after the in-
structions on oral hygiene and professional hygiene
procedures, a significant difference was obtained
when comparing the results in test and control groups.
Even 97.8% of women in the test group indicated in
the questionnaire that they brush their teeth twice a
day. Consequently, a conclusion may be drawn that
application of preventive measures and instruction on
oral hygiene gave positive results.  This is also main-
tained in the other studies [3, 10, 13, 20].

Bachmudov and Bakhmudova also emphasise the
necessity to care about pregnant women’s dental and
oral hygiene status [31]. Having examined 664 preg-
nant women, they notice that oral hygiene status was
not satisfactory at the beginning of pregnancy and
the instructions on oral hygiene as well as controlled
toothbrushing are necessary to improve it.

Analogous results were presented by a Latvian
scientist Butane [23]. In her study, the mean OHI-S
of pregnant women’s control group varied from
1.50±0.05 at the beginning of pregnancy to 1.82±0.07
at the end of pregnancy; whereas the mean OHI-S
of the test group where controlled toothbrushing was
applied, decreased from 1.50±0.05 at the beginning
of pregnancy to 1.22±0.03 at the end.  McCann A.L
, Bonci L. [ 32] notice that dentists should not only
apply dental caries preventive measures for pregnant
women but also talk about the importance of correct
nutrition and damage of low physical activity and al-
cohol; provide knowledge about measures to keep
good oral hygiene. The same ideas were expressed
by Bowsher I. [33]. Integrated attitude towards pre-
vention of dental caries among pregnant women is of
high importance.

A prominent role here is of obstetricians-
gynaecologists, nurses, and obstetricians either [28].
Good results may be reached only having united efforts
while improving pregnant women’s oral health status and
reducing the risk of early childhood caries [11, 28, 32].

Consequently, having reviewed scientific studies
undertaken in various countries and referring to the
data of the present study, we state that it is neces-
sary to apply measures to prevent dental caries dur-
ing pregnancy. It helps to improve pregnant women’s
oral health status significantly.

CONCLUSIONS
1. Preventive measures (mouthrinsings with 0.12

% chlorhexine digluconate, fluoride varnish applica-
tion, and individual oral hygiene) were effective in
the test group and reduced increment in dental caries
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intensity. Reduction of dental caries increment was
up to 56.58%.

2. Oral hygiene of pregnant women who partici-
pated in the prevention programme has improved. In
the test group, the number of women brushing their
teeth twice a day increased up to 97.8%, OHI-S de-
creased from 1.48 to 0.94 (0.54±0.08) scores in the
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test group during pregnancy and increased from 1.49
to 1.90 scores in the control group.

3. Applied preventive measures decreased gingi-
val inflammation for pregnant women in the test group.

4. The preventive methods applied in our study
were effective and are recommended for the preg-
nant women during pregnancy.


