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Abstract: Introduction: The negative health effects of dental caries are cumulative, tracking from childhood to adulthood
and most dental caries is now occurring in adults [1-3]. Oral diseases such as dental caries, gingivitis, and periodontal diseases
can occur during pregnancy [4-9]. This study was carried out in Medical officer of health (MOH) area, Ambalantota, Sri
Lanka. 363 pregnant women in first visit attending antenatal clinic were recruited. Written informed consent was obtained from
all subjects who agreed to take part in the study. Ethical approval was taken from faculty of Medicine, University of Ruhuna.
Prior to a dental examination, demographic information regarding age, education, occupation, socioeconomic status and
residence were obtained from the participants using interviewer administered questionnaire. Findings of dental examination
were entered examination table separately. The mean DMFT among antenatal women was 3.8 ± 5.17, with 3.27 (± 2.31)
decayed teeth, 1.85 (± 1.87) missing teeth, and 1.4 (± 1.4) filled teeth. Results were shown in table 3 with binary logistic
analysis of DMFT for the overall sample of 363 pregnant women. The final model explained 6.3% to 8.4% of DMFT variation
(dependant variable) with variation of independent variables (educational level up to Ordinary level, Sinhla over non-sinhala,
income over 30,000, knowledge on dental services free by government and ever taken treatment) and the p-value for Hosmer–
Lemeshow test of goodness of fit was 0.957, which indicated an acceptable fit of the model. In the final model significant
predictors were Sinhala: Non-sinhala (adjusted OR [95% CI]: 5.67 [1.25-25.99], p=0.026) and “ever taken treatment for dental
diseases”( Yes vs No: adjusted OR [95% CI]: 0.432 [0.274-0.680], p<0.0001). In this study, pregnant women in Ambalantota
MOH area were found to have a significantly higher DMFT value among Sinhala women over Non- Sinhala women and
similarly significantly lower DMFT value among pregnant women who sought treatment for their dental diseases against
women who did not.
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1. Introduction
Oral health is a key to overall health and well-being,
nevertheless, during pregnancy it is often neglected by
women, particularly among women of low socioeconomic

status [2]. Dental caries causes pain, anxiety, functional
limitation and social handicap through tooth loss. The
negative health effects of dental caries are cumulative,
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tracking from childhood to adulthood and most dental caries
is now occurring in adults [1-3]. Oral diseases such as dental
caries, gingivitis, and periodontal diseases can occur during
pregnancy [4-9].
The National Oral Health Survey (2003) gives an
indication about the oral healthcare needs of the females in
the reproductive age group. It has been reported that 47.2%
of the 15-year-old females and 78.4% of those in the 34-44
year-old age group have active dental caries. Accordingly 47
– 80% of pregnant mothers may need treatment for dental
caries. The same survey also showed that 74.8% and 88.8%
in the above age groups respectively required some form of
periodontal care. This gives the magnitude of the problem
regarding periodontal diseases of pregnant mothers.
All pregnant women who visit antenatal clinics are referred
to the nearest public dental clinic for oral health screening and
necessary care in Sri Lanka. Therefore, improving the oral
health status of pregnant women could prevent the
complications of dental diseases during pregnancy, may reduce
adverse pregnancy outcomes, the maternal and infant
morbidity associated with Gestational Diabetic Mellitus and
has the potential to reduce the incidence of Early Childhood
Caries, which is a public health problem in many countries,
including Sri Lanka [2-4, 6, 10, 11].
Study done in Baghdad revealed a higher caries experience
(DMFS) among pregnant women compared to non-pregnant
group but with no statistically significant difference. Caries
experience (DMFS) showed a highly significant difference
with pregnant educational level [7, 12]. The compromised
functional status, physical confinement, medical condition
and cognitive impairment of significant numbers of women
have important implications for oral health risks and dental
treatment, in addition there are a variety of economic, social,
psychological and behavioural factors which place pregnant
women at risk for developing oral diseases [11].
The objective of this study was to assess the occurrence of
dental caries in the oral cavity of pregnant women and, to
find associations with socio-economic status, knowledge on
availability of dental services and utility of free dental health
services given by government of Sri Lanka.

2. Methods
The study was carried out in Medical officer of health
(MOH) area, Ambalantota, Sri Lanka. 363 pregnant women
in first visit attending antenatal clinic were recruited. Written
informed consent was obtained from all subjects who agreed
to take part in the study. Ethical approval was taken from
faculty of Medicine, University of Ruhuna. Prior to a dental
examination, demographic information regarding age,
education, occupation, socioeconomic status and residence
were obtained from the participants using interviewer
administered questionnaire. Findings of dental examination
was entered examination table separately. Dental caries and
gingivitis were defined according to the WHO criteria;
“newly developed cavity” (dental caries) and “gingival

bleeding on probing” (gingivitis).

3. Results
Out of 363 pregnant mothers, 187 (51.5%) were having
dental caries and 9.1% of pregnant women were teenagers
while 30.1% were in 26-30 years of age category. Sociodemographic characteristics were presented in Table 1.
Table 1. Socio-Demographic characteristics of pregnant women.
Socio demographic characteristic

No.

%

married

360

99.0

unmarried

2

.6

widowed

1

.3

Sinhala

347

95.6

Tamil

1

0.3

Moor

12

3.3

Christian

3

0.8

No schooling

2

0.6

Up to year 5

12

3.3

Up to O/L

206

56.7

Up to A/L

123

33.9

Holding a diploma/ degree

20

5.5

No income

14

3.9

<Rs5,000

27

7.4

Rs5,001-10,000

83

22.9

Rs10,001-20,000

76

20.9

20,001-30,000

105

28.9

>Rs30,000

58

16.0

1. Current marital status

2. Nationality

3. Education level

4. Monthly family income level (Rs.)

One way anova was used to test the significance between
different nationalities, different income levels and different
educational status over number of dental caries. There was
significant difference between nationalities over dental caries
(F=5.734, P= 0.001). We found no significance in
educational status and income levels over number of dental
caries (F= 0.838, P > 0.05, F = 0.754, p >0.05).
Among participants, 176(48%) of Sinhalese were having
dental caries, while 11 (3%) of non-sinhalese were not
having. There was no significant difference between them on
presence on dental caries. Pregnant women who have ever
taken treatment for dental diseases were having significantly
higher percentage of women with dental diseases over
pregnant women with dental diseases, who have not ever
taken treatment for dental diseases (p < 0.0001). Findings
were presented in table 2.
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Table 2. Characteristics of pregnant mothers and knowledge and utility of dental services over dental diseases.
Characteristics/ utility of Dental services
Nationality
Sinhala
Non-sinhala
Awareness on availability of free government dental services
Yes
No
Ever taken any dental treatment for dental diseases
Yes
No
Usually taking treatment from free government dental services
Yes
No

Descriptive analysis was used to depict the opinion among
participants on, why they were not using free government
dental services. Out of 124 participants, majority (49.2%)
indicated that government dental clinics were crowded and
45 (36.3%) reported, that dental clinics were having long
waiting time for consultations. About 4% indicated on
difficulty in taking appointment for consultations. There were
less than 3% responses for each statements, indicating “not
having sitting facility”, “low quality of treatment” and
“concerns on safety issues of treatment”.
The mean DMFT among antenatal women were 3.8 ±
5.17, with 3.27 (± 2.31) decayed teeth, 1.85 (± 1.87) missing
teeth, and 1.4 (± 1.4) filled teeth. Results are shown in table 3

Status of dental diseases (N= 363)
Present
Absent

p value

176 (48%)
11 (3%)

171(47%)
5 (1.3%)

p =0.49

176 (48.8%)
11 (3%)

159(44%)
17(4.7%)

p = 0.18

95(26%)
92(25.3%)

126(34.7%)
50(13.8%)

p < 0.0001

162(44.6%)
11(3%)

152(41.8%)
9(2.5%)

p =0.767

with binary logistic analysis of DMFT for the overall sample
of 363 pregnant women. The final model explained 6.3% to
8.4% of DMFT variation (dependant variable) with variation
of independent variables (educational level up to Ordinary
level, Sinhla over non-sinhala, income over 30,000,
knowledge on dental services free by government and ever
taken treatment) and the p-value for Hosmer–Lemeshow test
of goodness of fit was 0.957, which indicated an acceptable
fit of the model. In the final model significant predictors
were Sinhala: Non-sinhala (adjusted OR [95% CI]: 5.67
[1.25-25.99], p=0.026) and “ever taken treatment for dental
diseases” (Yes vs No: adjusted OR [95% CI]: 0.432 [0.2740.680], p<0.0001).

Table 3. Frequency distribution for logistic regression analyses for dental caries experience: predictors of the final model.
Analysis
Variable

OR (ß
ß)

95% CI

1. Education level Educated up to O/L vs above O/L

0.839(-0.178)

(0.533 -1.321)

2. Income level Income up to 30,000 LKR vs above 30,000 LKR

0.985(-0.015)

(0.537 - 1.807)

3. Nationality – Sinhala vs Non-Sinhala

5.666(1.714)

(1.235 - 25.991)

4. Knowledge on availability of free dental services provided by government – Yes / No

2.087(0.736)

(0.918- 4.744)

5. Ever taken any dental treatment for dental diseases – Yes / No

0.432(-0.840)

- 0.680)

4. Discussion
Prevalence of dental caries among pregnant mothers in
Ambalantota MOH area was 48.5%, whereas Hassan Falil et
al., discussed the study done in Iraq as prevalence was 74%
[11]. Study done in Sri Lanka including about 800 pregnant
women showed prevalence 91.7%for rural women, and
81.3% for urban women [10]. Finding related to DMFT mean
value of our study participants were 3.8 with ±5.17. But
study done in Brazil among 120 pregnant mothers showed
DMFT mean value as 12.1±6.2 [8]. Karunachandra et al.,
discussed their finding related to DMFT. The mean DMFT
among rural antenatal women were 5.4 ± 3, indicating that
average 5 teeth were affected among rural pregnant women
with at least 2 of these teeth having untreated dental caries.
Among the urban pregnant women, the mean DMFT was
3.69 (± 3.62), indicating 4 teeth were affected by dental
caries, one of which had untreated dental caries [10]. A

higher occurrence of dental caries was noted among those
who were low education level than those who had educated
and also Sinhala mothers over non-Sinhala mothers. The high
prevalence of dental caries in the low socio-economic status
is because of their poor oral hygiene practice, lack of
awareness, improper food intake and family status. Similar
finding were explained in study of Mital et al,. as illiterate
women (Odd ratio 1.79; 95% CI 1.07 – 2.99; p value - 0.02),
belonging to rural area (Odd ratio 2.14; 95% CI 1.27 – 3.59;
p value - 0.004) and house wife (Odd ratio 2.49; 95% CI 1.47
– 4.22; p value - 0.015) were having higher values than their
counterpart [5].

5. Conclusions
Pregnancy is an important milestone in a women’s life and
it indicates an increased need for dental care, among other
health needs. In this study, pregnant women in Ambalantota
MOH area were found to have a significantly higher DMFT
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value among Sinhala women over Non- Sinhala women and
similarly significantly lower DMFT value among pregnant
women who sought treatment for their dental diseases against
women who did not. There were no significant differences in
other variables. Therefore, all pregnant mothers should
encourage to seek dental advices for their dental diseases and
Sinhala pregnant women should be highly motivated on
keeping good oral hygiene through oral health care services
for pregnant women in Sri Lanka.
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