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Abstract

Objective: The purpose of the study was to understand the oral health informa-
tion preferences of pregnant women and new mothers. Methods: This study was
conducted at a Minnesota managed care organization. A random sample of 250
women with public program insurance and 250 privately insured women was
selected from the population of pregnant women in the claims systems. The study
consisted of a mailed survey and phone contact to nonresponders. The analytic
sample consisted of 123 public-pay and 127 private-pay respondents. Descriptive
statistics summarize the preferences for oral health care topics. Results: Receiving
information by mail was preferred by both groups. Women favored information
concerning infant-specific oral health more than information on both mother and
infant oral health. While public-pay respondents had more enthusiasm for many
topics, the topic preference rankings within each sample were similar. Conclusion:
Similarities in program preferences suggest that common interventions could be
designed that would appeal to both groups without extensive tailoring.
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Introduction
Dental care is the most common

unmet need in children in North
America, and dental caries is the
single most common chronic child-
hood disease – five times more
common than asthma and seven
times more common than hay fever –
in the United States (1,2). The con-
tinuing decline in the prevalence and
severity of dental caries in perma-
nent teeth has not been similarly
observed in primary teeth (3).

Pregnancy is a time when women
tend not to go to the dentist but are
especially receptive to messages that
are related to the health of the infant.
While it is appropriate to make oral
health an integral part of prenatal
care (2), recent studies suggest
knowledge deficits concerning
appropriate dental self-care practices
among pregnant women and car-

egivers of infants and children and a
significant lack of knowledge about
their infants’ oral health (4).

While some prevention programs
initiated during pregnancy have suc-
cessfully influenced the oral health of
mothers and their children (5,6), the
clinical perspective on interventions
frequently is that motivating patients
(and in the case of pediatric patients,
their parents) is a difficult task and
can be discouraging in the traditional
dental office setting. Little is known
about how to influence pregnant
women’s and new mothers’ oral
health behaviors. Oral health inter-
ventions for pregnant women are
not widespread, and it is not clear
how expectant parents, caregivers,
and mothers access oral health
information.

This study assesses the prefer-
ences of pregnant women forpro-

grams concerning maternal and infant
oral health by program topicand
method of program delivery. Prefer-
ences are examined separately for
individuals with public- versus
private-pay insurance to acknowl-
edge differences that could be caused
by disparities in care. By providing
information based on known prefer-
ences, we hope to capitalize on the
likelihood that pregnant women will
be receptive to gaining knowledge
and improving oral health behaviors
that may impact subsequent out-
comes for infants and children. This
can have practical applications for
oral health practitioners and agencies
in the development of evidence-
based oral health information inter-
ventions.

Methods
This study was conducted at

HealthPartners, a member-governed,
not-for-profit, managed care organi-
zation (MCO) in Minneapolis, Minne-
sota with approximately 700,000
members. This project was approved
by the HealthPartners Institutional
Review Board.

Sample. A random sample of
250 women with public program
insurance and 250 privately insured
women was selected from all preg-
nant women aged 18 to 40 having
prenatal diagnosis or procedure
codes in the claims system in August
to October 2004. Public- and private-
pay status was based on product
identifiers from the claims system.
Each member was sent a six-page
survey, cover letter, and stamped
return envelope. A reminder
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postcard was sent 1 week later. If
noresponse was received within 3
weeks, up to 10 phone calls were
made to nonrespondents in an
attempt to complete the survey by
phone. Because of bad addresses
and disconnected phones in the
public-pay sample, an additional 100
women were randomly selected for
survey by phone, with no initial
mailing. The first surveys were
mailed in November 2004, and all
phoning was completed in January
2005. A $100 store gift certificate was
sent to one respondent who was ran-
domly selected from women who
returned a survey or completed the
survey by telephone.

Surveys were completed by 123
public-pay and 127 private-pay

respondents. After removing surveys
sent to undeliverable addresses
(n = 16), faulty phone numbers
(n = 145), those who did not access
translation services (n = 24), and
those for whom a contact was not
attempted (n = 19), the adjusted
response rate was 58.6 percent for
the public-pay sample and 68.3
percent for the private-pay sample.

Measures. The 70-item survey
consisted of items from existing
inventories as well as items written
for this study. Items from Lang et al.
(7,8) assessed oral hygiene behav-
iors, while items from the National
Health and Nutrition Examination
Survey (9) assessed oral health
status. Dietary practices were
assessed using the Diet History

Questionnaire (10). Items to assess
preferences for program topics con-
cerning self and infant oral care (e.g.,
sealants and cavity prevention pro-
grams, how a mother’s dental health
affects her child’s dental health) and
the method of delivery preferred
(e.g., mail, face-to-face) were written
by the study team, which included a
dental hygienist and dentist. These
items were presented as a checklist,
allowing the respondent to select any
that were of interest. Sociodemo-
graphic information was also col-
lected. Three oral health behavioral
risk factors (current smoking, dietary
risk score, irregular dental care) were
measured. The dietary risk score
summarized frequency of fruit drink,
soda, and candy consumption and
ranged from 0 (low risk) to 6 (high
risk), with one point accrued for
each of the three items consumed
more than twice a day, and another
point added for between-meal con-
sumption. Because utilization of care
is used as a surrogate measure of an
individual’s capacity to maintain or
improve health status (1), regularity
of routine dental care was assessed
and coded as one or more dental
visits (any type) per year versus less-
frequent visits.

Analysis. The analysis examines
program preferences by presenting
the proportions of pregnant women
interested in a particular topic. Con-
tingency tables and Chi-square statis-
tics were used to compare program
preferences by insurance status.
Analyses were conducted using SAS/
STAT software, version 8 (SAS Insti-
tute, Inc., Cary, NC, USA).

Results
Because the public- and

private-pay samples show substantial
differences on sociodemographic
variables, they are described sepa-
rately (Table 1). Public-pay respon-
dents were significantly more likely
than private-pay respondents to be
younger (median age 25 versus 30),
have less education, to be never
married or separated/divorced, to be
non-White, to be the only adult in
the household or to be in a house-
hold with three or more adults, and

Table 1
Sample Description

Public pay Private pay
% (n = 123) % (n = 127)

Age*
18-24 45.8 8.9
25-31 42.5 49.6
32-39 11.7 41.5

Education*
High school or less 52.9 4.8
Some college or technical degree 34.7 24.8
College graduate 12.4 70.4

Marital status*
Married 55.3 92.8
Separated/divorced 6.5 1.6
Never married 38.2 5.6

Race*
White 42.6 89.6
Black 24.6 2.4
Asian 13.1 4.8
Hispanic 9.8 0.8
Other 9.8 2.4

First pregnancy 35.8 44.1
Number adults in household (including self)*

1 18.8 0.8
2 59.0 91.6
3+ 22.2 7.6

Number of other children aged 0-17 in household*
0 20.3 36.0
1 30.9 34.4
2+ 48.8 29.6

Frequency of dental care*
Irregular 46.1 23.4
Once a year or more 53.9 76.6

Dietary risk score*
Low (0-1) 39.0 59.8
High (2-5) 61.0 40.2

Current smoker* 24.6 5.6

* P < 0.01.
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were more likely to have other chil-
dren in the household. The three
behavioral risk factors – current
smoking, irregular dental care, and
higher dietary risk score – were more
likely among the public-pay sample.

Receiving dental information by
mail was the most preferred option
in both groups, with no other
method receiving approval from
even a majority of respondents
(Table 2). Preferences for program
delivery varied significantly by
public-/private-pay status. Public-
pay respondents preferred face-to-
face methods and phone sessions
over technology-based methods
(e-mail and Internet). However,
technology-based methods were
favored by private-pay respondents
over face-to-face and phone delivery
methods.

For both public- and private-
pay respondents, a preference for
information by mail or face-to-face

individual sessions accounted for
91 percent of the respondents. The
remaining 9 percent who chose
neither of these two methods had no
clear favorite among the remaining
delivery methods.

Preferences for program topics
generally favored infant-specific
topics (e.g., care of infant’s mouth
and development of baby teeth) over
programs that concerned both the
mother and infant. Five program
topics were of interest to at least a
majority of public-pay respondents
(see Table 2), while two (care of
infant’s mouth, development of baby
teeth) captured the interest of a
majority of private-pay respondents.
When statistically significant differ-
ences in interest levels were found
between public- and private-pay
respondents, program interest was
higher among the public-pay respon-
dents. In spite of the higher level of
interest for some topics in the public-

pay sample, relative program topic
interest within each sample was very
similar – the top five topics chosen
by the public- and private-pay
groups were identical.

Discussion
Similarities in oral health program

preferences in the public- and
private-pay samples of pregnant
women suggest that oral health in-
formation interventions can be
designed that appeal to both groups
without extensive tailoring. The pref-
erence for infant-specific topics sug-
gests that one way to interest
pregnant women in a program that
would address their own self-care
would be to incorporate self-care
information into a program that pri-
marily concerns and is marketed as
an infant oral care program.

The strong preference for mail
delivery of dental health information
over other choices, coupled with the
relatively low cost, makes this an
appealing option when considering
the development of evidence-based
oral health programs in pregnant
women. However, by also offering
face-to-face individual sessions, the
ability to exchange oral health infor-
mation is increased and captures the
interest of 9 out of 10 respondents.
This suggests that offering options
for accessing information beyond
these two methods would result in
little additional appeal to respon-
dents. Given the current popularity
of e-mail and Web-based programs,
it is particularly important to note
the low interest in these delivery
methods among public-pay respon-
dents. This is not unexpected if tech-
nology is not available in the home.
However, if designing a program for
private-pay individuals, these deliv-
ery options would fare somewhat
better. The popularity of a phone-
based method of delivery was
among the lowest, particularly
among the private-pay respondents.

Limitations of this study include
the low response rate among public-
pay respondents and that respon-
dents were sampled through medical
claims data rather than dental insur-
ance status, which could affect the

Table 2
Method of Delivery and Topic Preferences among Pregnant Women,

by Insurance Status

All Public pay Private pay
% (n = 250) % (n = 123) % (n = 127)

Program method of delivery
Dental health information by mail 68.0 70.7 65.4
Face-to-face, individual session with

dental health educator
34.4 40.7* 28.4*

Dental information sent by e-mail 31.2 18.7** 43.3**
Interactive Web-based/Internet

program
26.4 20.3* 32.3*

Face-to-face, group sessions with
other moms and a dental educator

20.0 26.8** 13.4**

Phone sessions with a dental health
educator

19.6 23.6 15.8

Program topic
Care of infant’s mouth 65.6 61.8 69.3
Cavity prevention program for you

and your infant
55.6 66.4** 45.1**

Development of baby teeth 55.2 52.9 57.5
How a mother’s dental health affects

her child’s dental health
49.2 50.4 48.0

Information on dental sealants and
how they work

47.6 52.9 42.5

Choosing and preparing healthy
snacks

41.2 41.5 40.9

Choosing healthy foods 39.2 49.6** 29.1**
Information on how cavities develop 35.6 45.5** 26.0**
Self-care techniques 33.6 43.1** 24.4**
Drinking less soda pop 19.6 30.9** 8.7**

* P < 0.05; ** P < 0.01.
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representativeness in terms of dental
utilization. This sample of pregnant
women who receive care from a
midwestern MCO may limit the gen-
eralizability of the results. It is diffi-
cult to know if the preferences stated
in the survey accurately reflect the
choices that would be made if oral
health information and programs
were actually offered to the respon-
dents. Study strengths are that it
examined the preferences of both
private- and public-pay respon-
dents and yielded practical informa-
tion that could be used to plan
interventions.
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