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ABSTRACT 
Objective: To find the difference in the periodontal treatment needs of females across different trimesters of pregnancy. 
Methodology: A cross sectional comparative study was conducted among 44 pregnant visiting the gynecology department of 
Sharif Medical and Dental College and Raiwind Polyclinic, Lahore (community outreach program of the institute). Data was 
collected using the Community Periodontal Index of Treatment Needs (CPITN) 
Results: The highest percentage of females (24%) requiring no treatment (TN0) were in their third trimester. The majority of 
females in their second trimester (85.7%)  required oral hygiene instructions and had periodontal treatment needs (TN1) and 
those in their first trimester (83.3%) required Scaling and prophylaxis and Oral hygiene instructions (TN 2).   
Conclusion: The highest percentage of females with healthy periodontium were in their third trimester. Periodontal pocket 
depth of 4-5 mm were seen the most on the clinical examination of women in their second trimester but least in third trimester. 
The highest percentage of females requiring no treatment (TN0) were in their third trimester. The majority of females in their 
second trimester required oral hygiene instructions and had periodontal treatment needs (TN1) and those in their first trimester 
required Scaling and prophylaxis and Oral hygiene instructions (TN 2).   
Keywords: Periodontal treatment needs, first trimester, second trimester, third trimester, Community periodontal index for 
treatment needs (CPITN) 

 

INTRODUCTION 
Periodontal disease is a multi-factorial illness in which the harmony 
between the microbial plaque and the host reaction is disturbed(1). 
Ecological, physical and social factors influence or change its 
signs(2). A few fundamental circumstances may likewise add to 
the commencement and progression of gum disease or 
periodontitis(3). The two-sided connection between periodontal 
infection and pregnancy has been known for a long time. It is 
affirmed that an expanded frequency of gum disease might occur 
during pregnancy.(4) 
  Periodontal bacteria accumulate in the gingival crevice of th
e teeth in the absence of adequate oral hygiene, forming an organi
sed structure known as "bacterial biofilm."(5) The biofilm contains 
a variety of virulence factors, including lipopolysaccharide (LPS), w
hich may cause direct destruction of periodontal tissues or stimulat
e the 
host to activate a local inflammatory response aimed at eradicating
 the infection but may also destroy periodontal structures (6) 
 Since 1960, periodontal health of pregnant women has been 
studied.  The inflammatory changes in the gingiva during pregnanc
y are referred to as gingivitis gravidarum, which is the most 
common oral manifestation associated with pregnancy and has 
been reported to occur anywhere from 30% to 100%  though it 
most commonly ranges from 60% to 75%.  (7) 
 The physiological status of pregnancy is dynamic, as shown 
by a number of transient changes(8). The individual's health, 
perceptions, and interactions with others in her environment may 
all be impacted by these changes as they manifest physically(9). 
Increased levels of estrogen and progesterone are the most 
significant hormonal changes in pregnancy . Estradiol levels in 
plasma have been reported to rise up to 30 times higher than 
during a reproductive cycle. Estrogen is a hormone that controls 
cellular proliferation, differentiation, and keratinization. However, 
progesterone alters the permeability of the microvasculature as 
well as collagen production. These hormonal changes during 
pregnancy tend to increase the incidence of dental diseases such 
as gingivitis and may even contribute to low salivary pH, leading to 
an increase in the incidence of dental caries.(10) 
 

METHODOLOGY 
A cross sectional comparative study was conducted among 44 
pregnant visiting the gynecology department of Sharif Medical and 

Dental College and Raiwind Polyclinic, Lahore (community 
outreach program of the institute) using non-probability convenient 
sampling technique. Sample size was calculated taking the 
minimum prevalence of periodontal disease to be 5% among 
pregnant women and keeping the level of significance at 5% with 
power of study 90%, the sample size obtained using an online 
sample size calculator was 44.   
 The study was conducted over a period of six months from 
March 2019 till August 2019 after approval from the ethical 
committee of Sharif Medical Research Centre (SMRC). Informed 
consent was taken from every participant prior to data collection. 
The inclusion criteria was women who gave consent to be a part of 
the study and were in the child bearing age. Women who had any 
systemic illness were excluded from the study. Data was collected 
using the Community Periodontal Index of Treatment Needs 
(CPITN). The data was analyzed using SPSS version 23 and all 
nominal data was entered in frequencies and percentages 
whereas all numerical data was entered as mean with its 
respective standard deviation.  
 

RESULTS 
A cross sectional comparative study was conducted on 44 
pregnant females with a mean age of 29.15±6.450 years out of 
27.3% were in their first trimester, 15.9% in their second while 
556.8% were in their third trimester of pregnancy. 
 Table 1 shows that the highest percentage of females with 
healthy periodontium were in their third trimmest while the least 
were their second trimmest. It was also seen that women in their 
second trimmest also reported the maximum amount bleeding 
while calculus deposition was the highest in those in their first 
trimmest and least in second trimester. Periodontal pocket depth of 
4-5 mm were seen the most on the clinical examination of women 
in their second trimester but least in third trimester as shown in 
table 2 
 Table 2 shows that the highest percentage of females 
requiring no treatment (TN0) were in their third trimester. The 
majority of females in their second trimester required oral hygiene 
instructions and had periodontal treatment needs (TN1) and those 
in their first trimester required Scaling and prophylaxis and Oral 
hygiene instructions (TN 2).   
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Table 1: Percent person affected in patients across different trimesters of pregnancy 

Age No of patients 
examined 

Group  Percent person affected 

Healthy Bleeding Calculus Pocket depth 4-5 mm Pocket depth 6mm or more 

29.15±6.450 
years 

12 First trimester 16.7% 0% 75% 8.3% 0% 

7 Second trimester 14.3% 14.3% 57.1% 14.3% 0% 

25 Third trimester 24% 8% 64% 4% 0% 

 
Table 3: periodontal treatment needs of patients undergoing orthodontic 
treatment 

Age Group  Periodontal treatment needs 

%TN 0 % TN 1 % TN 2  %TN 3 

29.15±6.450 
years 

First 
trimester 

16.7% 83.3% 83.3% 0% 

Second 
trimester 

14.3% 85.7% 71.4% 0% 

Third 
trimester 

24% 76% 71.4% 0% 

 

DISCUSSION 
The anterior region of the mouth is more commonly affected, and 
interproximal sites are more commonly involved(11). Increased 
mouth breathing, particularly in the third trimester, may aggravate 
inflammation and be associated with pregnancy 
rhinitis(12).Gag reflux causes nausea and vomiting in women, and 
if untreated, it can  lead to enamel erosion which in turn makes 
teeth susceptible to caries (13) 
 Regardless of being at an increased risk for oral infections, 
the take-up of oral medical care administrations among pregnant 
ladies has been generally low and most pregnant ladies visited 
dental clinics just in case of pain(14). Lack of insurance coverage 
or access may be factors for some women, and those with 
insurance coverage may receive less dental care than that is 
required(15). According to research, misperceived barriers and a 
lack of knowledge about evidence-based perinatal dental care on 
the part of both patients and health care providers contribute to 
underutilization.(16) 
 Pregnancy oral health care is frequently avoided and 
misunderstood by physicians, dentists, and patients.(17) According 
to some studies, prenatal oral conditions may have negative 
effects on the child. Periodontitis is linked to premature birth and 
low birth weight, and high levels of cariogenic bacteria in mothers 
can lead to increased dental caries in their children(18). Every 
pregnant woman should be screened for oral risks, counselled on 
proper oral hygiene, and referred to a dentist if necessary(19). 
Periodontal treatment, restorations, and extractions are all safe 
and should be done during the second trimester(20). While visits to 
dental centers have been low, around 86% of pregnant ladies went 
to antenatal at least once during their pregnancy.(21)) This 
demonstrate the role of medical professionals in preventing oral 
health problems among pregnant women by the help of early 
diagnosis and referral to the dentist for timely intervention of the 
problem.(22) This study aimed to determine the correlation of 
pregnancy and periodontal health and what are the treatment 
needs of women in different stages of pregnancy. 
 

CONCLUSION 
The highest percentage of females with healthy periodontium were 
in their third trimmest while the least were their second trimmest. 
Periodontal pocket depth of 4-5 mm were seen the most on the 
clinical examination of women in their second trimester but least in 
third trimester. The highest percentage of females requiring no 
treatment (TN0) were in their third trimester. The majority of 
females in their second trimester required oral hygiene instructions 
and had periodontal treatment needs (TN1) and those in their first 
trimester required Scaling and prophylaxis and Oral hygiene 
instructions (TN 2).   
Limitation: A larger sample size would have helped unravel more 
findings. 
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