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ABSTRACT 

Objective: The aimed was to analyze health care protocols for pregnant women with a focus on oral health. Method: This is a cross-
sectional, descriptive, documental study on oral health conducted on health care protocols for pregnant women in 2019. Searches 
conducted in the internet identified maternal health protocols made publicly available by Brazilian municipalities and states. In this 
search, we considered the following keywords in the Portuguese language: “protocolo” (protocol), “guia” (guide), “linha-guia” 
(guideline), “diretrizes” (guidelines), “documento” (document) and “orientação” (guidance).  It was consulted the following documents 
by the Brazilian Ministry of Health: National Oral Health Policy, Reception to spontaneous demand: most common complaints in basic 
care and Basic care protocols: women’s health. The following variables were analyzed: the entry point of each pregnant woman in the 
health care system, their first dental appointment, the reference and the counter-reference system between the levels of care and the 
procedures performed by the dentist. Results: It was collected a total of 12 municipal protocols, 5 state and 8 international protocols. 
Most of these documents did not include all the variables analyzed and in national documents, the procedures reported presented a 
great disagreement and the reference and counter-reference system was little approached. Most of international documents presented 
a description of general gestation care, changes in women’s period, and the need for prenatal dental care. Conclusions: It was 
observed that the “procedures indicated” was dimensions most contemplated. The referral and counter-reference system was not 
mentioned in all documents.

Indexing terms: Oral health. Pregnancy. Public health.

RESUMO

Objetivo: O objetivo foi realizar análise documental de protocolos de atenção à saúde bucal de gestantes. Método: Trata-se de um 
estudo transversal, descritivo realizado em 2019. Foram realizadas buscas na rede mundial de computadores pelos protocolos 
sobre saúde materna disponibilizados para acesso público por municípios e estados brasileiros. Foram consideras as seguintes 
palavras-chave na estratégia de busca: “protocolo”, “guia”, “linha-guia”, “diretrizes” e “orientação”. Na página do Ministério da 
Saúde, foram consultados os seguintes documentos: Política Nacional de Saúde Bucal, Acolhimento à demanda espontânea: queixas 
mais comuns na atenção básica e Protocolos de atenção básica: saúde das mulheres. Nos protocolos, foram analisadas as variáveis 
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acesso aos serviços de saúde, estabelecimento da primeira consulta odontológica, descrição de procedimentos indicados e fluxograma 
para referência e contrarreferência. Resultados: Foram encontrados 12 protocolos municipais, 5 estaduais e 8 internacionais. Nos 
protocolos nacionais, a maioria não contempla todas as variáveis analisadas, nos procedimentos indicados há grande discordância e o 
sistema de referência e contrarreferência foi pouco abordado. Nos documentos internacionais a maioria aborda cuidados gerais sobre 
a atenção odontológica na gestação; alguns abordam a prescrição medicamentosa, forma e a importância do trabalho em equipe 
multiprofissional para o sucesso da iniciativa, práticas alimentares e problemas relacionados à carie dentária na gestação. Conclusões: 
Observou-se que a dimensão “tipos de procedimentos indicados” foi mais contemplada. As dimensões “acesso”, “primeira consulta 
odontológica” e “referência e contrarreferência” não foram citadas em todos os protocolos.

Termos de indexação: Saúde bucal. Gravidez. Saúde pública.

INTRODUCTION

 Maternal mortality is a public health problem, 
especially in developing countries [1]. It is such an 
important indicator for assessing the health conditions of 
a population that the analysis of causes and conditions of 
maternal mortality can indicate the degree of development 
of a given society. High Maternal Mortality Ratios (MMR) 
point out precarious socioeconomic conditions, low level 
of information and schooling, the presence of violence in 
family dynamics, and, above all, difficulties in accessing 
good quality health services [2].

 In a United Nations (UN) meeting in 2000, 189 
countries signed a commitment to combat extreme 
poverty and other ills in society to make the world more 
supportive and just, thus developing the millennium 
goals (Millennium Development Goals - MDG) [3,4]. The 
improvement of the health of pregnant women was 
among these goals, including the goal of reducing MMR 
in 75% by 2015 [3,4]. In Brazil, between 1990 and 2015, 
MMR per 100,000 live births decreased from 104 to 44 
deaths; although the goal was not reached, significant 
advances were achieved. Maternal and child health care 
was prioritized in a program established by the Ministry 
of Health, Pacto pela Saúde (Pact for Health) [5,6], and in 
the MDGs [3], but it is still a challenge for managers of the 
Brazilian health system. This health care system needs to 
be overcome, because it is fragmented and characterized 
by a hierarchical organization with a discontinuous care, 
focus on acute conditions, on-demand reactive action, and 
emphasis on curative and rehabilitative interventions [7-
9]. With the aim to integrate health services, the Brazilian 
health care network system seeks to fill the existing gap in 
care [7-9] by promoting continuous and integral services 
and optimizing the management and costs of the services 
provided, due to a rational dynamics of the use of the 
resources [7-10]. In this context, the Ministry of Health 
created the Rede Cegonha (the Stork Network) in 2011 

[11] to foster the implementation of a new health care 
model for the mother-child binomial, with a focus on 
childbirth, birth, growth, and child development from zero 
to 24 months of age. This project also aimed to organize 
the Rede de Atenção à Saúde Materna e Infantil (Maternal 
and Child Health Care Network) in order to guarantee 
access to health care, welcome and resolution and reduce 
maternal and child mortality [11]. 

 Within the reproductive health care cycle, the 
antenatal care comprises important health care functions, 
including health promotion, screening, diagnosis and 
prevention of diseases [12]. Thus, dental antenatal cares 
are of great relevance for promoting maternal and child 
health [13-15], since pregnant women represent a risk 
group for oral diseases due to their physical, biological, 
hormonal and behavioral changes, and the high prevalence 
of dental caries and periodontal diseases in pregnancy [16-
22]. There are also indications that periodontal diseases 
may be associated with low-birth-weight newborns and 
preterm births [23,24].  

Dental care in gestation can promote healthy 
habits and facilitate breastfeeding, which leads to the 
best development and orofacial growth of the baby [25]. 
However, pregnant women and healthcare professionals 
have some resistance to perform dental procedures during 
pregnancy. Often for fear of harming babies, healthcare 
professionals end up not referring pregnant women 
to dental treatment, thus consolidating the myths and 
taboos about dental care during pregnancy [13]. Since oral 
health is inseparable from general health [26], providing 
integral, multiprofessional and transdisciplinary care to 
women’s health is of utmost importance [27], including 
pediatricians, gynecologists, obstetricians, nurses, dentists 
and other health professionals. In this context, in order 
to ensure that pregnant women acquire healthy habits 
and that health education practices be effective, the 
multiprofessional team must have a unified discourse, thus 
avoiding controversial information and providing greater 
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security to pregnant women in the health care provided in 
the gestation period.

The provision of individual and collective care 
guarantees universal access with fairness and integral 
care to life cycles and vulnerable groups [28]. Thus, even 
the size of the service network and the organization of 
work processes represent a challenge for health care 
management. The organization of the demand and 
the existence of protocols and guidelines are of real 
importance to guide the health care flow; however, there 
are few studies about protocols on health care to pregnant 
women, which ratifies the need for research to guarantee 
the improvement of the quality of care provided, the access 
to this care, and, consequently, the consolidation of the 
system. In this context, we aimed to analyze health care 
protocols for pregnant women with a focus on oral health.

METHODS 

This is a cross-sectional, descriptive, documental 
study on oral health conducted on health care protocols 
for pregnant women in 2019. Searches conducted in 
the internet identified maternal health protocols made 
publicly available by Brazilian municipalities and states. 
In this search, we considered the following keywords in 
the Portuguese language: “protocolo” (protocol), “guia” 
(guide), “linha-guia” (guideline), “diretrizes” (guidelines), 
“documento” (document) and “orientação” (guidance). 
These terms were combined with descriptors related to 
oral health (dental caries, periodontal disease, oral health, 
dental radiography) and gestation (pregnancy, gestation, 
pregnancy). We included all public documents mentioning 
pregnant women’s oral health. We also searched 
international protocols with an outcome in dental care 
for pregnant women in databases. Further, we verified 
bibliographic references mentioned in these protocols 
to obtain other protocols not indexed in the databases. 
We consulted the following documents by the Brazilian 
Ministry of Health: Política Nacional de Saúde Bucal (Bucal 
Health), Acolhimento à demanda espontânea: queixas 
mais comuns na atenção básica (Humanized reception 
of patients without an appointment: the most common 
complaints in spontaneous demand of basic attention), 
and Protocolos de atenção básica: saúde das mulheres 
(Protocols of Primary Care: Women’s Health Care). We 
also searched the Cadernos de Saúde Bucal, a manual 
published by the Health Department of the state of São 

Paulo. The following variables were analyzed: the entry 
point of each pregnant woman in the health care system, 
their first dental appointment, the reference and the 
counter-reference system between the levels of care and 
the procedures performed by the dentist.

RESULTS 

We collected a total of 12 municipal protocols 
(Belo Horizonte, Colombo, Curitiba, Florianópolis, 
Fortaleza, Londrina, Natal, Porto Alegre, Praia Grande, 
Rio de Janeiro, São Bernardo do Campo, and São Paulo) 
and 5 state protocols (Paraná, Rio Grande do Sul, Minas 
Gerais, Espírito Santo, and Sergipe). Most of these 
documents did not include all the variables analyzed. The 
procedures reported presented a great disagreement, and 
the documents with the indication of the form of access 
showed free demand in consonance with active search; 
however, the reference and counter-reference system was 
little approached (table 1).   

Our search in the databases returned eight 
international documents. Most of them presented a 
description of general gestation care, changes in women’s 
period, and the need for prenatal dental care; some 
approached prescription drugs, form and the importance 
of multiprofessional teamwork for the success of dental 
care during pregnancy, feeding practices, and problems 
related to dental caries during pregnancy (table 2). 

DISCUSSION

The present study on health care protocols for 
pregnant women with a focus on oral health found 
relevant information regarding the variables analyzed. The 
way pregnant women enter public health care services is 
extremely relevant for prevention, promotion and recovery 
of the mother-child binomial’s health. Considering that late 
prenatal care can lead to complications for both mother and 
child, health teams should always be aware of community 
discourses that can help the population identify pregnancy 
in a timely manner, as well as to accommodate spontaneous 
demands (urgency and emergency) and start the prenatal 
care with the multiprofessional team [28]. The main means 
of accessing the health care system must be active search 
and not free demand, so that there is a timely opportunity 
to prevent injuries rather than just health recovery. 
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Table 1. Classification of protocols according to access criteria, indication of first dental appointment, reference and counter-referral system, and indicated 

procedures performed by the dentist in pregnant women. 2019.

1 of 2

Document
Access from pregnant 

woman on health system

First Dental 

appointment

Dental Reference and 

Counter-referral

Procedures

indicated

Humanized reception of patients without an 

appointment: the most common complaints 

in spontaneous demand of basic attention

Free demand No Yes

(Do not specify the 

pregnant woman)

No

Protocols of Primary Care: Women’s Health 

Care

Free demand

Active Search

Yes No No

Oral Health Free demand

Active Search

Yes Yes Restorative Treatment, Surgery, 

Periodontics, Prevention, Rx Drug 

prescription (consult Doctor)

SES SP oral health notebooks: Endodontics No No No Endodontic treatment

Oral health notebooks of SES SP: Periodontics No No No Periodontal therapy

Oral health notebooks of SES SP: PNE No After first trimester No Prophylaxis, Immediate Treatments

Rx

City

A

Free demand

Active Search

Routing should 

be done at any 

gestational age

No Rx (preferably in the 2nd and 3rd 

trimester) Anesthetic (without 

vasoconstrictor)

City

B

Free demand

Active Search

After registering on 

SISPrenatal, 

No Rx (with protection), Anesthetic 

(without vasoconstrictor)

City

C

Active Search No No Rx, Anesthetic, Working position: 

lateral decubitus

City

D

Free demand 1 appointment on

Prenatal and

1 in the 

puerperium

No Restorative treatment, Surgery,

Periodontics, Prevention, Drug 

Prescription

City

E

Free demand

Active Search

Schedule after 1st 

ultrasonography

No Restorative treatment, Surgery

Periodontics, Prevention, Urgencies

City

F

Free demand

Active Search

No No Restorative treatment, Surgery, 

Periodontics, Prevention, Urgencies

Local Anesthetics

City

G

Free demand

Community Active Search 

equipments

Yes Yes Restorative Treatment, Prevention,

Drug prescription

City

H

Free demand

Active Search

No No No

City

I

Free demand

Active Search

Yes Yes Restorative treatment, Surgery, 

Periodontics, Prevention, Rx,

Drug Prescription

City

J

Free demand

Active Search

Nurse should 

evaluate the need 

for dental surgeon 

appointment

No No

City

K

Free demand

Active Search

Yes No No

City
L

Free demand
Active Search

Health 
professionals must 

scheduled the 
dental surgeon 
appointment

No Risk classification for caries and 
periodontal disease; Restorative 

treatment, Surgery
Periodontics, prevention, Rx, 

Medication Prescription
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Table 1. Classification of protocols according to access criteria, indication of first dental appointment, reference and counter-referral system, and indicated 

procedures performed by the dentist in pregnant women. 2019.

2 of 2

Document
Access from pregnant 

woman to the system

First Dental 

appointment

Dental Reference and 

Counter-referral

Procedures

indicated

State
A

Active Search At the first 
appointment, the 
pregnant woman 

must be attended / 
scheduled with the 

dental surgeon.

Yes Adequacy of buccal medium, 
plaque control, periodontal 

treatment

State
B

Free demand
Active Search

Yes Yes Risk Rating, Work Position: 
Lateral Decubitation, Restorative 
Treatment, Surgery, Periodontics, 
Prevention, Rx (To be Avoided), 

Drug prescription, Anesthetic: only 
2 tubes

State
C

Free demand
Active Search

Preferably in the 
first trimester

No No

State
D

Free demand
Active Search

Preferably in the 
first trimester

No No

State
E

Free demand
Active Search

Not included No No

Table 2. Main approaches of international protocols of dental care to pregnant women. 2019.

Document Year Main approaches

Oral Health Care During 

Pregnancy and Through 

the Lifespan: Committee 

Opinion

2013 

(2017 – reaffirmed)

- General care about dental treatment during pregnancy;

- Common oral pathologies in pregnancy;

- Existing barriers in prenatal dentistry.

Massachusetts Oral Health 

Guidelines For Pregnancy 

and Early Childhood

2016
- General care for dental care in pregnant women at normal risk and high risk;

- Drug prescription;

- Guides for dental care in pregnancy.

Guideline on Perinatal Oral Health Care 2015/2016
- General care about dental treatment during pregnancy, especially dental caries 

(prevention, implications and need for treatment).

Guideline on Oral Health 

Care for the Pregnant 

Adolescent

2015/2016
- Clinical conduct of the pregnant woman in the attention to oral health, in 

particular for the pregnant adolescent.

During Pregnancy, the 

Mouth Matters: A Guide to Michigan Perinatal 

Oral Health
2015

- General care about dental care treatment during pregnancy;

- Common oral pathologies in pregnancy;

- Drug prescription;

Oral Health Care During Pregnancy: A National 

Consensus Statement.
2012

- General care about dental care treatment during pregnancy;

- Drug prescription;

- Guidance on multiprofessional teamwork.

Best Practice Approach: 

Perinatal Oral Health
2012

- General care about dental care treatment during pregnancy;

- Existing barriers in prenatal dentistry;

- Practices for health services to implement care for pregnant women.

Oral Health Care During Pregnancy and Early 

Childhood: Practice Guidelines
2006

- Care about dental care in pregnancy

- Indication for performing a radiographic capture during pregnancy
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Another important factor mentioned in the 
documents is monitoring pregnant women to guarantee 
a continuous care and a reduction in maternal and child 
morbidity and mortality. Specialized health care centers 
agree with organizing the reference and counter-reference 
system according to levels of care. However, in dentistry, 
this scenario is not so clear. Agreements to organize care 
rarely occur. This impairs flow organization, slows the 
treatment course, and increases the possibility of causing 
damage to patients. Thus, protocols must always include 
objective criteria to forward pregnant women for medium 
and high-complexity treatments, as well as the centers that 
are reference and the criteria for the counter-reference. 
Protocols should also point out how to refer a patient 
through a form template, either on paper or through 
electronic systems, to standardize professionals’ conducts. 
In accordance with the Ministry of Health’s guidelines 
[29], the indication for dental appointment is performed 
by both the medical team and the nursing team, and the 
registration of pregnant women in the Sisprenatal system 
or their first prenatal visit are timely opportunities for an 
appointment with a dental surgeon. Pregnant women 
must always follow this schedule regardless of complaints 
about their oral health, since some oral pathologies have 
high prevalence during pregnancy, and the perception 
of need for help is very subjective. However, it is still a 
common practice to refer pregnant women to the dental 
surgeon only after their complaint. There is also very little 
monitoring of this referral by the multiprofessional team. 
Indication and monitoring of the patient in the dental 
treatment is of extreme importance for adherence to 
treatment. 

Considering that there are many myths and 
taboos about dental care in gestation and that there is a 
gap in professional training that consolidates those myths, 
the indication of procedures and even prescriptions by 
the dental surgeon become controversial subjects. As 
a consequence of the changes that occur in gestation, 
the prevalence of oral pathologies such as caries and 
periodontal disease is high. Nausea and vomiting are 
associated with a high prevalence of caries during 
pregnancy [16,18,19]. In the third trimester, mainly, 
pregnant women present a decrease in their stomach’s 
physiological capacity, and they reduce their food intake, 
but they eat more frequently. When associated with poor 
oral hygiene, these factors increase the risk of dental 
caries. Thus, the care and dietary guidance provided by the 
health team can promote a reduction in the consumption 

of sugary foods and carbohydrates and minimize the onset 
of oral diseases not only in the mother but also in the child. 
Although protocols diverge regarding the procedures to 
which pregnant women can be submitted, both restorative 
and endodontic treatments are indicated when the carious 
lesion is already compromised [30,31]. Regarding the 
development of periodontal diseases, pregnancy is not a 
determinant condition, but it increases the gingival response 
and modifies the clinical picture in pregnant women 
who already lack plaque control. Thus, alterations in the 
subgingival plaque composition, the immune response of 
pregnant women, and the concentration of sex hormones 
are factors that influence the periodontal response in the 
development of periodontal diseases [13,22,32]. 

Some protocols indicate radiography preferably in 
the second and third trimesters; in emergency cases though, 
no contraindication is made for this type of examination in 
the first trimester. Other protocols indicated radiography 
without determining the gestation period. Studies have 
demonstrated that dental radiography is safe throughout 
pregnancy and should be indicated when necessary and 
performed with adequate maternal and fetus protection, 
with the help of a lead apron [33,34]. In 2016, Kelaranta 
demonstrated that the unprotected fetal dose was less 
than 1% of the annual dose limit of 1 mSv [33], whereas 
evidence has shown that the amount of radiation absorbed 
(safe dose) should not exceed 5 rads. In this sense, in each 
dental radiography to which the mother is submitted, 
the fetus receives only 0.01 millirad; therefore, 500,000 
radiographies would be necessary for the baby to receive 
5 rads [33,34].

 Drug prescription during pregnancy should always 
take into account the risk/benefit based on maternal-
fetal morbidity and mortality, with reliance on drugs 
with a well-documented history of efficacy and safety, 
avoiding inappropriately investigated new drugs [13]. For 
pain control, analgesics known as acetaminophen (FDA 
Classification B) are considered the best indication for 
orofacial pain during pregnancy; they are the first choice 
for mild and moderate pain throughout the gestation 
period [13,35,36]. The second option of analgesics 
prescribed by health professionals is sodium dipyrone; 
however, its use is associated with agranulocytosis, that is, 
a reduction in the number of granulocytes in the peripheral 
blood (neutropenia), which may predispose infections. 
Non-steroidal anti-inflammatory drugs (NSAIDs) are 
contraindicated during the gestation period, because they 
cross the placental barrier. A high dose or the chronic use 
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of such drugs near the end of gestation may also prolong 
labor, since prostaglandins, related to uterine contraction, 
are inhibited by NSAIDs. These anti-inflammatory drugs 
are still associated with the premature closure of the 
fetal ductus arteriosus, pulmonary arterial hypertension, 
and persistent pulmonary hypertension syndrome in the 
newborn [13,36].

The use of anesthetics is controversial in 
the protocols. Some indicate anesthetics without a 
vasoconstrictor component for all pregnant women; 
however, studies have shown that, if there is no systemic 
contraindication, anesthetics with a vasoconstrictor 
increase the working time and then promote greater 
patient comfort and reduce the dose and toxicity [13,37]. 
Anesthetics without a vasoconstrictor component have 

a rapid absorption, so higher doses are necessary; 
consequently, its concentration will be high for both the 
mother and the fetus and will cause unnecessary stress 
due to recurrent reapplications [37]. Systemic conditions 
to which pregnant women may be subject to indicate the 
use of anesthetics without a vasoconstrictor, but the dental 
surgeon should be aware of the anesthetic’s shorter time 
of effectiveness when performing the procedure. Thus, 
the anesthetic solution 2% lidocaine with adrenaline 1: 
100000 or noradrenaline 1: 50.000 is indicated as first 
choice for pregnant women. However, procedures that 
require a longer effective time than the lidocaine’s can be 
performed with mepivacaine (Category C - FDA), but the 
use of felipressin as a vasoconstrictor is contraindicated, 
because it presents a risk of uterine contraction [13,35,37].

Figure 1. Flow of dental care of pregnant women. 2019.

Access of pregnant woman on health system: active search,
free demand (urgency)

Oral Health Education

Health Promotion and Oral
health treatment

Indicated procedures:

- Restorative treatment

- Endodontic treatment

- Surgical treatment

- Periodontal Treatment

1st Didatico-pedagogical meeting:
general and oral physiological changes in

pregnancy, myths and dental
treatment in pregnancy

2nd Didatico-pedagogical Meeting:

Breastfeeding, baby oral health Special Care during the dental treament

- Short sections

- Positions of the pregnant woman: lateral
decubitus

- Rx with ultra fast film and protection

- Prescription Medication (FDA)

- Use of anesthetic with vasoconstrictor
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Prenatal follow-up is fundamental for the health 
of mother and child; however, health services have not 
always defined the routines that professionals should 
follow in their organizational structure. In order to improve 
the provision of health services, we developed a proposal 
to guide the flow of pregnant women to dental care 
(figure 1). When entering prenatal care, pregnant women 
must attend a pedagogical didactic meeting in order to 
clear doubts about dental treatment during pregnancy. 
They will be informed about the procedures they can be 
submitted to and the practices of prevention, promotion 
and recovery of health, always respecting the particularities 
of this approach, such as time and work position or 
adequate drug prescription. At the end, pregnant women 
should be guided in a pedagogical didactic meeting by the 
multiprofessional team on the subject of breastfeeding and 
baby oral health by means of a transdisciplinary approach 
on these themes, with the aim to strengthen the acquisition 
of healthy habits for both mother and child.

CONCLUSION

The dimension “types of procedures indicated” 
was the most contemplated. However, the dimensions 
“access” and “first dental appointment” were not 
mentioned in all protocols, which requires improvement. 
The mechanisms of “reference” and “counter-reference” 
regarding the levels of care also need to be improved by 
inserting pregnant women into specialized treatments.
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