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Abstract: The aim of the present study was to compare negative
impacts of oral conditions in Oral Heath Related Quality of Life
(OHRQoL) assessed by the Oral Health Impact Profile-14 (OHIP-14)
scores in pregnant women receiving or not comprehensive periodontal
treatment. This randomized controlled clinical trial included
pregnant women aged between 18 and 35 years old. Participants were
randomized in a test group with 96 and a control group with 114
women. Patients in the test group received comprehensive periodontal
treatment, supra and subgingival scaling and root-planning and
periodontal maintenance appointments. The OHIP-14 was applied
before and after treatment. The primary outcome was changes in
OHIP-14 scores after follow-up period. The impact of having received or
not comprehensive periodontal treatment on the change of the OHIP-14
scores was also investigated. Both groups showed significant reduction
in OHIP-14 scores and effect size for the test group was 0.60 and 0.36 for
the control group. Multinomial logistic regression analysis showed that
participants of the control group had 5.9-fold odds (CI 95% 1.88-18.52)
of worsening in OHIP-14 scores and their perception of oral conditions
in relation to test group. Comprehensive periodontal treatment during
pregnancy can reduce the negative impacts in OHRQoL.
Keywords: Periodontal Diseases; Pregnancy; Quality of Life.

Introduction
Pregnancy is a period which physical, hormonal, and emotional changes
occurs in women’s health status, having notable impact in quality of life.1,2,3
The oral environment undergoes a series of changes during pregnancy.4,5,6
The most significant changes concerns to pregnancy-associated periodontal
diseases, exacerbated by hormonal variations of pregnancy.7,8,9,10 The common
signs and symptoms of gingival inflammation, such as bleeding, redness,
and swelling, are more prominent during pregnancy.11 It is conceivable
that these symptoms may impair the perceptions of oral condition and
Oral Health Related Quality of Life (OHRQoL). Studies have generally
shown that perceived OHRQoL is lower in patients with periodontal
disease than in healthy people.12,13,14
Pregnancy-associated changes in oral health may therefore play a
major role in self-perceived quality of life among pregnant women. The
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conceptual model of oral health developed by Locker
shows how disease promotes the deterioration of
the oral health and impacts on people’s well-being.
Disease leads to impairment resulting in functional
limitation or discomfort and pain, a disability stage
(physical, psychological or social) and, finally a
handicap, that represents the disadvantages caused by
oral conditions.15 This is demonstrated by the patient
reports of the negative impacts of periodontal disease
on their daily lives. Tooth mobility, sensitive teeth
and halitosis are examples of symptoms reported
by periodontal patients.16 Furthermore, patient’s
perceived associations between oral health status
and well-being currently are a crucial aspect in the
decision to seek for dental care.17
Even as t he per iodonta l diseases i mpa i r
individual’s OHRQoL, the periodontal treatment
is related to reduce the negative impacts and
to better OHRQoL in patients who received
dental treatment.18,19,20 The Oral Health Impact
Profile-14(OHIP-14) is an instrument developed to
measure perceptions of the impact of oral conditions
on people’s well-being and on OHRQoL. It was based
on Locker’s conceptual model of oral health.21 Studies
performing periodontal treatment demonstrated
improvement of OHIP-14 scores after treatment.18,19,20
Mendez et al demonstrated that periodontal treatment
was able to reduce the OHIP-14 scores, and that
gingivitis treatment contributed mostly on this
improvement. 20 A systematic review performed
to assess if periodontal therapy could improve
the perceptions of the impact of oral conditions
in adults with periodontal disease demonstrated
that periodontal treatment improved the OHRQoL
in both short and long term period and, therefore,
it is beneficial from a patient centered perspective.20
Considering that the presence of periodontal
disease is associated with negative impacts in
different populations,12,13,14,22 it would be important
evaluate if, when treating periodontal disease,
it would be possible reduce these negative impacts,
improving OHRQoL in pregnancy. There is no
evidence about the perceived impacts of periodontal
treatment in oral health and well-being in pregnant
women. Our hypothesis is that the comprehensive
periodontal treatment will be able to improve the
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perceptions of oral conditions impacts also in this
particular population. For this reason, the aim of the
present study is to compare negative impacts of oral
conditions in OHRQoL assessed by OHIP-14 scores,
in pregnant women receiving or not comprehensive
periodontal treatment.

Methodology
Sample
The present study had a randomized controlled
clinical trial design. The study sample comprised
pregnant women who sought prenatal care at Maternal
Hospital Presidente Vargas (MHPV) and who took
part in a randomized controlled trial (RCT) to evaluate
the effect of comprehensive periodontal treatment
and strict plaque control on preterm and low birth
weight. The sample consisted of all participants
enrolled in the RCT and they were randomly allocated
to the experimental groups using a block-stratified
strategy for smoking extent (≤ or > 5 cigarettes per
day). The randomization sequence was computer
generated and allocation to treatment was concealed
in opaque, sealed and serially numbered envelope
opened after baseline examination. More detail in
Weidlich et al.23
The sample size calculation was based on
prematurity reduction in a similar South American
population of 10.7% to 2%,24 taking into account an
alpha error of 5% and power of 80%, plus the dropout
rate of 5%, totaling 304 patients. For this secondary
outcome, power calculation considered size effect in
test and control groups and resulted in 92.1%.
Briefly, the criteria for inclusion were age between
18 and 35 years and up to 20 gestational weeks.
Women with multiple fetuses, receiving orthodontic
treatment or in need of antibiotic prophylaxis for
dental treatment were not included in the study.

Ethical approval
All procedures performed in this study were
in accordance with the MHPV Research Ethics
Committee (nº 04/07) and with the 1964 Helsinki
declaration and its later amendments or comparable
ethical standards. Informed consent was obtained
from all individual participants included in the study.
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Data collection
A st r uc t u r e d que st ion n a i r e compr i si ng
demographics, socioeconomic status, medical and
dental history and OHIP-14 was used to collect
maternal data. The questionnaire used was previously
tested and data was collected by trained interviewers.
Reproducibility was evaluated by repeated assessment
of key-questions in 10% of the sample with a one-week
interval (kappa = 0,79).
The OHIP-14 questionnaire was used to assess
the impact of periodontal care in perceived OHRQoL
among pregnant women. It was developed by
Slade et al.18 and is composed by 14 questions about
the impact of oral conditions in aspects of patient’s
daily life. The Brazilian version of OHIP-14 was
translated and validated to Portuguese by Oliveira
and Nadanovski, 25 in a pregnant women sample.
The answers are in a Likert scale and, for each one,
is attributed a value (never = 0; hardly ever = 1;
occasionally = 2; fairly often = 3; and very often = 4).
The OHIP-14 score range is 0–56; higher scores denote
higher frequency of negative impacts. Two trained
interviewers applied the questionnaire. The mode
of administration was by a face to face interview

performed by two trained interviewers and patients
received a hand card with the response possibilities.
The reliability of OHIP-14 was assessed by the
test-retest method, with all 14 questions being repeated
to 10% of the sample within 7 to 10 days of the first
interview. The intraclass correlation coefficient was
calculated as 0.82. The OHIP-14 was administered
with the initial examination and once again around 30
days after delivery. The Figure 1 shows study design.
The initial intraoral examination of all present
teeth, except third molars was performed including
assessment of the Plaque Index (PI), the Gingival
Index (GI), suprag i ng ival calculus, cavit ies,
overhanging restorations, Bleeding on Probing
(BOP), Periodontal Probing Depth (PPD) and
Clinical Attachment Loss (CAL).
Clinical examinations were performed by three
calibrated examiners (PW, CHCM and MLM).
Reproducibility during the study was assessed in
10% of participants with at least one-hour intervals
between clinical examinations. One experienced
periodontist (PW) served as reference examiner. The
intraclass correlation coefficient ranged between 0.95
and 0.96 for PPD and between 0.84 and 0.93 for CAL.

Invitation

Signing the informed consent

Up to 20 weeks of pregnancy

Interview
Initial Periodontal examination
OHIP-14

Randomization

Protocol periodontal treatment

Between 26 and 28 weeks of
pregnancy, approximately 30 days
after the end of treatment.

Comprehensive periodontal treatment

Final Periodontal examination
OHIP-14

Figure 1. Design of the study.
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Weighted kappa (± 1mm) ranged between 0.89 and
0.90 for PPD and between 0.84 and 0.88 for CAL.
A second complete intraoral examination, identical
to the first, was carried out between gestational weeks
26 and 28, approximately 30 days after the end of
the treatment, when OHIP-14 was applied again. All
steps of data collection were performed at the MHPV.

Intervention
Participants of the test group (TG) received a
comprehensive nonsurgical periodontal therapy
provided up to the 24th week of pregnancy. Treatment
consisted of an initial phase where supragingival
plaque control was implemented and oral hygiene
instructions was given and a second phase when
subgingival scaling and root-planning was performed
according to patient’s needs. Maintenance appointments
were conducted at least once a month according to
individual needs to maintain optimal plaque control.
Participants in the control group (CG) received the
standard dental treatment provided to all patients at
MHPV, comprising one session of supragingival calculus
removal and oral hygiene instruction. They received
comprehensive nonsurgical periodontal therapy 1 to
3 months after delivery. Patients in both experimental
groups received pain relief treatment whenever necessary.
Outcomes
The primary outcome was changes in OHIP-14
scores after follow-up period. The secondary outcomes
were the effect size of changes in OHIP-14 in each
group, changes in periodontal parameters (PI,
GI, supragingival calculus, cavities, overhanging
restorations, BOP, PPD and CAL).

Statistical analysis
Statistical analysis was performed with the SPSS
13.0 and Stata 9.2 software packages. Categorical data
were summarized as absolute and relative frequencies
and between-group comparisons were performed by
means of chi-square testing. Continuous data were
expressed as means and standard deviations, and
between-group comparisons were performed by
means of the t test for independent samples.
The additive method was used for computation of
OHIP-14 data. Total scores were calculated by adding
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scores for each of the 14 questions on the instrument’s
Likert-type scale (never, 0; hardly ever, 1; occasionally,
2; fairly often, 3; and very often, 4). Group means were
compared using a t test for independent samples.
Internal consistency was measured by Cronbach’s
alpha, yielding a coefficient of 0.82.
Changes in OHIP-14 scores were calculated by
subtracting the final score from that of the first
assessment, and between-group comparisons were
performed by means of an independent t test. Effect
size was also calculated by subtracting the final score
from the initial score and dividing this difference by
the initial score standard deviation for each group.
Univariate and multivariate linear regression analyses
with robust variance estimates were used to evaluate
any possible association between clinical or treatment
variables and the primary outcome (OHIP-14 score
changes). Independent and dependent t tests were used
for between-group and within-group comparisons
respectively. Multinomial logistic regression was
employed to assess whether different levels of change
(worsening by 5 or more points, changes of fewer
than 5 points or improvement by 5 or more points)
could be associated with different interventions.26
The level of significance was set at 5% and each
individual participant was treated as the sampling unit.

Results
The Figure 2 shows the flow chart of the study.
Of the 527 patients in the initial sample, 303 were
randomized to the actual clinical trial portion of the
study. Of these, 156 were allocated to the CG and 147
to the TG. The recruitment was carried out from April
2007 to June 2009 and follow-up extended until the
time of delivery. There were four miscarriages and
one intrauterine death in the TG and five miscarriages
and three intrauterine deaths in the CG. One patient
was excluded due to psychiatric reasons in the TG.
Of the remaining participants, 45 and 34 were lost to
follow-up for various reasons at various points along
the study in the TG and CG respectively, for a final
sample of 96 participants in the TG and 114 in the CG.
There were no significant differences between the
CG and TG in baseline demographic, socioeconomic,
and behavioral characteristics (Table 1). Approximately
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Enrollment

Assessed for eligibility (n=527)

Excluded (n=224)
• Not meeting inclusion criteria (n=36)
• Declined to participate (n=120)
• Other reasons (n=68)

Randomized (n=303)

Allocated to test group (n=147)

Allocation

Allocated to control group (n=156)

Lost to follow-up (n=51)
• Miscarriages (n=4)
• Intrauterine deaths (n=1)
• Psychiatric reasons (n=1)
• Data not collected (n=45)

Follow-Up

Lost to follow-up (n=42)
• Miscarriages (n=5)
• Intrauterine deaths (n=3)
• Data not collected (n=34)

Analysed in test group (n=96)

Analysis

Analysed in control group (n=114)

Figure 2. Flow chart of the study.

half of participants in both groups were of middle
socioeconomic status, over two-thirds were white
and the majority had age between 20 to 25 years.
Table 2 shows post-treatment changes in periodontal
parameters in the CG and TG. Changes were negligible
in the CG, whereas all parameters (except for clinical
attachment levels) were significantly reduced in the TG.
There were no significant between-group
differences in mean OHIP-14 scores (control, 13.90;
test, 12.09; p = 0.12) at baseline. Scores declined in
both groups after treatment, with mean OHIP-14
scores in the TG at the end of the study (7.30) being
significantly lower than those in the CG (10.76;
p = 0.003). Although changes from baseline to
post-treatment OHIP-14 scores were higher in the
test than in the CG (4.79 vs. 3.14), the difference did
not reach statistical significance. Effect size was 0.36
in the CG and 0.60 in the TG. The floor effect was
small (6.2%). No ceiling effect was detected.

Regression analysis was carried out to ascertain
which variables were associated with the main
outcome (changes in OHIP-14 score). No association
was detected between inflammation-related clinical
parameters (gingival bleeding index, periodontal
bleeding, and probing depth) and OHIP-14 changes,
both on unadjusted analysis or after adjusting for
baseline OHIP-14 score, age, socioeconomic status,
race, and educational level.
Multinomial logistic regression (Table 3) was
performed to examine changes in OHIP-14 score
depending on their extent (worsening by 5 points or
more, changes of fewer than 5 points, and improvement
by 5 points or more). Both on unadjusted analysis and
after adjusting for baseline OHIP-14, age, socioeconomic
status, skin color, and educational level, significant
differences were found favoring the TG. Participants
who did not receive comprehensive periodontal therapy
had 5.9-fold odds of higher OHIP-14 scores.
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Table 1. Demographics, socioeconomic status and behavioral information at baseline for women completing the study.
Control

Variable

n

Test
%

n

p-value

%

Age
< 20

7

6,1

7

7,3

≥ 20 to 24

36

31,6

31

32,3

≥ 25 to 29

36

31,6

28

29,2

≥ 30

35

30,7

30

31,3

Elementary

42

36,8

39

40,6

High school

63

55,3

41

42,7

College/University

9

7,9

16

15,6

Low

27

23,7

16

16,7

Medium

57

50

52

54,2

High

30

26,3

28

29,2

White

81

71,1

68

70,8

Black

13

11,4

16

16,7

Other

20

17,5

12

12,5

Never

66

57,9

50

52,1

Current

15

13,2

15

15,6

Former

33

28,9

31

32,3

Total

114

100

96

100

0,97

Education
0,07

Socioeconomic status*
0,45

Skin color**
0,38

Smoking
0,69

*Socioeconomic status was categorized accordingly to the Brazilian Criteria for Economic Classification (CCEB), and combines information about family
income and level of education; **Skin color was self-reported according to criteria proposed by Brazilian Institute of Geography and Statistics (IBGE).

Table 2. Change in periodontal characteristics of control and test groups between baseline and final measurements.
Change control

Change test

p-value

Visible plaque (% sites)

Parameters

- 11,75

- 45,09

< 0,001

Gingival bleeding (% sites)

- 3,46

- 21,62

< 0,001

Supragingival calculus (% sites)

- 5,18

- 22,89

< 0,001

Bleeding on probing (% sites)

- 2,92

- 35,28

< 0,001

0,07

- 0,3

< 0,001

- 0,01

- 0,04

0,56

Probing depth (mm)
Clinical attachment loss (mm)

Independent t test was used for continuous variables and chi-square for categorical variables.

Table 3. Uni and multivariable analysis (multinomial logistic regression) for OHIP-14 change and absent of non-surgical
periodontal treatment.

Variable

Change < 5points

Worse ≥ 5 points

Improve ≤ 5 points

Control = 36.84%

Control = 19,30%

Control = 43,86%

Test = 4,17%

Test = 48,96%

Test = 46,88%

OR

95%CI

p-value

OR

95%CI

p-value

Unadjusted

Reference

5.89

1.88–18.52

0.002

1.14

0.64–2.03

0.66

Adjusted*

Reference

5.72

1.80–18.12

0.003

0.88

0.45–1.73

0.72

*adjusting for baseline OHIP-14, age, socioeconomic status, skin color, and educational level.
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Discussion
The purpose of the present study was to compare
the negative impacts of oral conditions in OHRQoL
in pregnant women receiving or not comprehensive
periodontal treatment, recognizing the importance of
the patient’s perception of the treatment results, the
impact that clinical results have on everyday life and
if the treatment is able to reduce the negative impacts
of a disease. It was demonstrated that periodontal
treatment had a statistically significant positive effect
on OHRQoL in pregnant women. Participants who did
not receive comprehensive periodontal therapy had
almost six times more chance to present worsening
in OHIP-14 scores during pregnancy.
The present study showed that both interventions
led to reductions in OHIP-14 scores. Furthermore, OHIP14 scores after comprehensive nonsurgical periodontal
therapy were significantly lower than those associated
with the treatment protocol provided to the CG. Despite
the absence of significant differences in absolute
values between baseline and post-treatment OHIP-14
scores, the effect size associated with comprehensive
nonsurgical therapy was substantially larger than
the effect size found in the CG. This is the first study
that assessed the impact of periodontal treatment
in perceptions of negative impacts in OHRQoL in
pregnant women. Similar results were found in other
studies that assessed impacts of oral conditions, by
OHIP-14, before and after periodontal treatment.18,19,27
Mean baseline OHIP-14 scores were 13.9 in the CG
and 12.09 in the TG — substantially higher than the
mean score of 7.4 reported by Oliveira and Nadanovski
in their study with 504 pregnant women enrolled at
public hospitals in Brazil25 and reported by Lu et al,
which found a mean 7.92 between 512 pregnant woman
in Shangai, China.28 This result was similar to those
reported in a study with pregnant women in India,
which ranged from 8.5 to 12.8.22 Periodontal status
is known to have a direct influence on OHIP-14
scores. Patients with periodontal disease have higher
OHIP-14 scores than people without periodontal
conditions.12,13,29,30 In a Chinese study, people reporting
some sign or symptom of periodontal disease had OHIP14 scores in the range of 9.83–15.52. Marked contrasts
were observed between healthy participants (4.41),

and those with advanced periodontal disease (24.19).12
Instead, in Lu et al. study no significant association
was found among scores of OHIP-14 and periodontal
conditions in pregnant woman. The authors discuss that
although periodontal disease has been found in this
sample, other health problems inherent to pregnancy
may become major concerns, which may impact the
quality of life in pregnant woman.28 In the present
study, periodontitis with destructive damage was
rare. Gingivitis was therefore the predominant issue
in this population. The OHIP-14 values observed are
in the range of populations with similar condition.12
The results of the present study showed reductions
in mean OHIP-14 scores after both intervention
approaches, with scores at endpoint being significantly
lower after comprehensive nonsurgical periodontal
therapy. The reduction found in the CG cannot be
explained by improvement in periodontal status, which
remained the unchanged throughout pregnancy.
Changes may have been associated with the fact
that participants in this group received some sort of
care, unexpected in the public health setting present.
Improvements in OHIP-14 scores are known to be
associated with receiving general care.31,32
The comprehensive nonsurgical periodontal
therapy provided to the TG was associated with
a substantially greater treatment effect than that
detected in the CG. Effect size for the TG was 0.60,
which is regarded as moderate, whereas in the CG
it was only 0.36, a small effect size.33 Effect size is an
appropriate measurement for assessments of change
in perceived quality of life aspects and reflects the
clinical significance of treatment.34,35 Furthermore,
as it is calculated, effect size respects the variability
of each group, as it includes the observed standard
deviation. Several studies have employed effect size
for assessment purposes.18,26,31,35,36 The effect of dental
treatment was investigated in a study enrolling
173 participants with substantial dental treatment
needs. The authors found a large effect size (0.86)
of the treatment performed on OHIP-14 changes.31
Mendez et al. found a size effect for supragingival
phase of periodontal treatment (0.72) while the whole
treatment achieve 0.74, demonstrate showing the big
impact of gingivitis treatment on OHRQoL.18 In this
study, participants received broader, more complex
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treatment than simple periodontal care. Effect sizes
may depend on the degree of resolution associated
with the chosen treatment.
The domains of OHRQoL more affected by
periodontal disease are functional, psychological
and those related with pain.37 Periodontal treatment
had impacts in domains of oral health such function
(chewing/eating), psychology (emotional/social
aspects) and pain,20,37 improving these symptoms.
Although the change in OHRQoL, measured
by OHIP-14 had been moderate, efforts to treat
periodontal disease during the pregnancy must be
made. The results of the present study indicate that
periodontal treatment promotes an improvement not
only in periodontal parameters, but also on a patient
perspective, had impacts on their daily life and
well-being, extremely important during pregnancy.
No variables related to change in inflammatory
parameters was associated with changes in OHIP-14
scores. This is a rather surprising finding, as substantial
changes in clinical parameters were obtained. This
observation cannot be explained by OHIP-14 score
instability, as the intraclass correlation coefficient
(0.82) was considered excellent. In a cross-sectional
study, Cunha-Cruz and coworkers reported significant
correlations between clinical parameters of periodontal
status and perceived oral health.13 Lu et al, assessed in a
cross sectional study the impact of periodontal conditions
in pregnant woman and, in other hand, showed that
periodontal status was not significantly associated with
severity, extent or prevalence of impacts assessed by
OHIP-14.28 Absence of these correlations may have been
due to the small extent of changes in OHIP-14 scores;
mean changes were 4.79 and 3.14 points in the TG and
CG, respectively. Several authors consider that the lowest
significant difference in OHIP-14 scores would be 5
points.26,38 Patient perceptions of quality of life may, in
fact, not be influenced by clinical parameters relevant
to professional assessment of oral health status.
The profile of the observed changes was analyzed
employing a set of criteria taking in consideration the
minimally important difference of 5 points, which
could be interpreted as a relevant difference.26, 38 Many
women in the TG and CG experienced improvements
more than 5 points. A slightly lower proportion of
participants experienced changes of fewer than 5
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points. Interestingly, analysis of the proportion of
women whose scores worsened showed a substantial
difference between the CG and TG. OHIP-14 scores at
the end of the study were worse than those at baseline
in 19.3% of women in the CG and only 4.17% of those
in the TG. Consequently, women who did not receive
comprehensive periodontal care had 5.9-fold odds of
experiencing worsening OHIP-14 scores than women
who did receive comprehensive periodontal care.
The present study has some limitations. Attrition rate
was 14% in TG and 21% in the CG. The characteristics
of study population, with pregnant women or
breastfeeding women, made it difficult to attend to
dental appointments and might explain the percentage
of non-complaints. The OHIP-14 was used because
have good psychometric properties, it’s easy to be
applied,21 and its widely used to assess the impact
of periodontal treatment on OHRQoL.20 Moreover,
OHRQoL is considered patient-based outcomes, and
is recognized as an integral part of general health and
well-being.39 Further studies should be include additional
measures, such as global ratings, to capture this impacts
more broadly.40 The disease profile of the sample should
also be addressed. Many of the women included in the
study presented widespread gingival inflammation but
mild periodontal destruction. However, it is important
to remember that this disease profile is similar to the
one found in women of childbearing aging this same
population and the inclusion of women with moderate/
advanced periodontal disease could limit the external
validity of our findings.
In the present study, participants in the CG were
nearly six times more likely to present worsening
in OHIP-14 scores during the follow-up period than
participants in the TG. This shows that pregnant women
perceive improvements in their oral status when they
receive periodontal care, and that comprehensive
nonsurgical periodontal therapy can reduce significantly
the negative impacts in OHRQoL during pregnancy.

Acknowledgements
This study was partially funded by the National
Council of Research – Brazil (grant CNPq- 403099)
and by the Department of Periodontology, University
of Oslo, Norway.

Musskopf ML, Milanesi FC, Rocha JM, Fiorini T, Moreira CHC, Susin C et al.

References
1. Haas JS, Jackson RA, Fuentes-Afflick E, Stewart AL, Dean ML,

13. Cunha-Cruz J, Hujoel PP, Kressin NR. Oral health-

Brawarsky P et al. Changes in the health status of women during

related quality of life of periodontal patients.

and after pregnancy. J Gen Intern Med. 2005 Jan;20(1):45-51.

J Periodontal Res. 2007 Apr;42(2):169-76.

https://doi.org/10.1111/j.1525-1497.2004.40097.x
2. Sut HK, Asci O, Topac N. Sleep quality and health-

https://doi.org/10.1111/j.1600-0765.2006.00930.x
14. Jansson H, Wahlin Å, Johansson V, Åkerman S, Lundegren

related quality of life in pregnancy. J Perinat

N, Isberg PE et al. Impact of periodontal disease experience

Neonatal Nurs. 2016 Oct/Dec;34(4):302-9.

on oral health-related quality of life. J Periodontol. 2014

https://doi.org/10.1097/JPN.0000000000000181
3. Shishehgar S, Dolatian M, Majd HA, Bakhtiary M.
Perceived pregnancy stress and quality of life amongst
Iranian women. Glob J Health Sci. 2014 Apr;6(4):270-7.
https://doi.org/10.5539/gjhs.v6n4p270
4. Rockenbach MI, Marinho SA, Veeck EB, Lindemann L,

Mar;85(3):438-45. https://doi.org/10.1902/jop.2013.130188
15. Locker D. Measuring oral health: a conceptual framework.
Community Dent Health. 1988 Mar;5(1):3-18.
16. O’Dowd LK, Durham J, McCracken GI, Preshaw PM.
Patients’ experiences of the impact of periodontal
disease. J Clin Periodontol. 2010 Apr;37(4):334-9.

Shinkai RS. Salivary flow rate, pH, and concentrations of

https://doi.org/10.1111/j.1600-051X.2010.01545.x

calcium, phosphate, and sIgA in Brazilian pregnant and

17. Needleman I, Moles DR, Worthington H. Evidence-

non-pregnant women. Head Face Med. 2006 Nov;2(1):44.

based periodontology, systematic reviews and

https://doi.org/10.1186/1746-160X-2-44

research quality. Periodontol 2000. 2005;37(1):12-28.

5. Laine MA. Effect of pregnancy on periodontal and dental
health. Acta Odontol Scand. 2002 Oct;60(5):257-64.

https://doi.org/10.1111/j.1600-0757.2004.37100.x
18. Wong RM, Ng SK, Corbet EF, Keung Leung W. Non-

https://doi.org/10.1080/00016350260248210

surgical periodontal therapy improves oral health-related

6. Gümüş P, Emingil G, Öztürk VÖ, Belibasakis GN,

quality of life. J Clin Periodontol. 2012 Jan;39(1):53-61.

Bostanci N. Oxidative stress markers in saliva and
periodontal disease status: modulation during pregnancy

https://doi.org/10.1111/j.1600-051X.2011.01797.x
19. Shanbhag S, Dahiya M, Croucher R. The impact of periodontal

and postpartum. BMC Infect Dis. 2015 Jul;15(1):261.

therapy on oral health-related quality of life in adults: a

https://doi.org/10.1186/s12879-015-1003-z

systematic review. J Clin Periodontol. 2012 Aug;39(8):725-35.

7. Löe H, Silness J. Periodontal disease in
pregnancy. I. Prevalence and severity. Acta

https://doi.org/10.1111/j.1600-051X.2012.01910.x
20. Slade GD. Derivation and validation of a short-

Odontol Scand. 1963 Dec;21(6):533-51.

form oral health impact profile. Community

https://doi.org/10.3109/00016356309011240

Dent Oral Epidemiol. 1997 Aug;25(4):284-90.

8. Gürsoy M, Pajukanta R, Sorsa T, Könönen E. Clinical
changes in periodontium during pregnancy and

https://doi.org/10.1111/j.1600-0528.1997.tb00941.x
21. Mendez M, Melchiors Angst PD, Stadler AF, Oppermann RV,

post-partum. J Clin Periodontol. 2008 Jul;35(7):576-83.

Gomes S. Impacts of supragingival and subgingival periodontal

https://doi.org/10.1111/j.1600-051X.2008.01236.x

treatments on oral health-related quality of life. Int J Dent Hyg.

9. Carrillo-de-Albornoz A, Figuero E, Herrera D, BasconesMartínez A. Gingival changes during pregnancy: II.

2017 May;15(2):135-41. https://doi.org/10.1111/idh.12193
22. Acharya S, Bhat PV, Acharya S. Factors affecting

Influence of hormonal variations on the subgingival

oral health-related quality of life among pregnant

biofilm. J Clin Periodontol. 2010 Mar;37(3):230-40.

women. Int J Dent Hyg. 2009 May;7(2):102-7.

https://doi.org/10.1111/j.1600-051X.2009.01514.x
10. Raber-Durlacher JE, van Steenbergen TJ, Van der Velden U,

https://doi.org/10.1111/j.1601-5037.2008.00351.x
23. Weidlich P, Moreira CH, Fiorini T, Musskopf ML, da Rocha

de Graaff J, Abraham-Inpijn L. Experimental gingivitis during

JM, Oppermann ML et al. Effect of nonsurgical periodontal

pregnancy and post-partum: clinical, endocrinological, and

therapy and strict plaque control on preterm/low birth weight:

microbiological aspects. J Clin Periodontol. 1994 Sep;21(8):549-

a randomized controlled clinical trial. Clin Oral Investig. 2013

58. https://doi.org/10.1111/j.1600-051X.1994.tb01172.x
11. Figuero E, Carrillo-de-Albornoz A, Martín C, Tobías A, Herrera

Jan;17(1):37-44. https://doi.org/10.1007/s00784-012-0679-3
24. López NJ, Smith PC, Gutierrez J. Higher risk of

D. Effect of pregnancy on gingival inflammation in systemically

preterm birth and low birth weight in women with

healthy women: a systematic review. J Clin Periodontol. 2013

periodontal disease. J Dent Res. 2002 Jan;81(1):58-63.

May;40(5):457-73. https://doi.org/10.1111/jcpe.12053
12. Ng SK, Leung WK. Oral health-related quality

https://doi.org/10.1177/002203450208100113
25. Oliveira BH, Nadanovsky P. Psychometric properties of the

of life and periodontal status. Community

Brazilian version of the Oral Health Impact Profile-short form.

Dent Oral Epidemiol. 2006 Apr;34(2):114-22.

Community Dent Oral Epidemiol. 2005 Aug;33(4):307-14.

https://doi.org/10.1111/j.1600-0528.2006.00267.x

https://doi.org/10.1111/j.1600-0528.2005.00225.x

Braz. Oral Res. 2018;32:e002

9

Oral health related quality of life among pregnant women: a randomized controlled trial

26. Locker D, Jokovic A, Clarke M. Assessing the responsiveness
of measures of oral health-related quality of life.
Community Dent Oral Epidemiol. 2004 Feb;32(1):10-8.
https://doi.org/10.1111/j.1600-0528.2004.00114.x
27. Brauchle F, Noack M, Reich E. Impact of periodontal disease and
periodontal therapy on oral health-related quality of life. Int Dent
J. 2013 Dec;63(6):306-11. https://doi.org/10.1111/idj.12042
28. Lu HX, Xu W, Wong MC, Wei TY, Feng XP. Impact of
periodontal conditions on the quality of life of pregnant women:
a cross-sectional study. Health Qual Life Outcomes. 2015
May;13(1):67. https://doi.org/10.1186/s12955-015-0267-8
29. Eltas A, Uslu MO, Eltas SD. Association of Oral Health-related
Quality of Life with Periodontal Status and Treatment Needs.
Oral Health Prev Dent. 2016;14(4):339-47.
30. Needleman I, McGrath C, Floyd P, Biddle A. Impact
of oral health on the life quality of periodontal
patients. J Clin Periodontol. 2004 Jun;31(6):454-7.
https://doi.org/10.1111/j.1600-051X.2004.00498.x
31. Hyde S, Satariano WA, Weintraub JA. Welfare dental intervention
improves employment and quality of life. J Dent Res. 2006
Jan;85(1):79-84. https://doi.org/10.1177/154405910608500114
32. Bajwa A, Watts TL, Newton JT. Health control beliefs and
quality of life considerations before and during periodontal
treatment. Oral Health Prev Dent. 2007;5(2):101-4.
33. Cohen J. Statistical power analysis for the behavioural
sciences. 2nd ed. Hillsdale: Lawrence Erlbaum; 1988.
34. Tsakos G, Allen PF, Steele JG, Locker D. Interpreting
oral health-related quality of life data. Community

10

Braz. Oral Res. 2018;32:e002

Dent Oral Epidemiol. 2012 Jun;40(3):193-200.
https://doi.org/10.1111/j.1600-0528.2011.00651.x
35. Fernandes MJ, Ruta DA, Ogden GR, Pitts NB, Ogston SA.
Assessing oral health-related quality of life in general
dental practice in Scotland: validation of the OHIP-14.
Community Dent Oral Epidemiol. 2006 Feb;34(1):53-62.
https://doi.org/10.1111/j.1600-0528.2006.00254.x
36. Allen PF, McMillan AS, Locker D. An assessment of sensitivity
to change of the Oral Health Impact Profile in a clinical trial.
Community Dent Oral Epidemiol. 2001 Jun;29(3):175-82.
https://doi.org/10.1034/j.1600-0528.2001.290303.x
37. Ferreira MC, Dias-Pereira AC, Branco-de-Almeida LS,
Martins CC, Paiva SM. Impact of periodontal disease on
quality of life: a systematic review. J Periodontal Res. 2017
Aug;52(4):651-65. https://doi.org/10.1111/jre.12436
38. Allen PF, O’Sullivan M, Locker D. Determining the
minimally important difference for the Oral Health Impact
Profile-20. Eur J Oral Sci. 2009 Apr;117(2):129-34.
https://doi.org/10.1111/j.1600-0722.2009.00610.x
39. Petersen PE. The World Oral Health Report 2003: continuous
improvement of oral health in the 21st century—the approach
of the WHO Global Oral Health Programme. Community
Dent Oral Epidemiol. 2003 Dec;31(s1 Suppl 1):3-23.
https://doi.org/10.1046/j..2003.com122.x
40. Locker D, Quiñonez C. To what extent do oral
disorders compromise the quality of life? Community
Dent Oral Epidemiol. 2011 Feb;39(1):3-11.
https://doi.org/10.1111/j.1600-0528.2010.00597.x

