Background

Hyperemesis gravidarum (HG) affects an estimated 0.3-3% of
pregnancies and is characterized by severe, persistent
nausea and vomiting that may result in significant maternal
morbidity including >5% pre-pregnancy weight loss,
dehydration, electrolyte abnormalities, and nutritional
deficiencies (StatPearls, 2025).

Current clinical management of HG focuses primarily on
rehydration, antiemetic therapy, nutritional support, and
correction of electrolyte abnormalities. Despite the potential
oral consequences of recurrent vomiting, oral health is not
addressed as a distinct component of HG management.
Pregnancy itself is associated with increased susceptibility
to oral-health conditions. The American College of
Obstetricians and Gynecologists (ACOG) recognizes gingival
inflammation as common during pregnancy and emphasizes
that necessary dental care is safe during pregnancy and
should not be delayed.

For patients with HG, recurrent vomiting introduces an
additional oral-health challenge: repeated exposure of the
dentition to gastric acid. The American Dental Association
(ADA) identifies chronic exposure to gastric acid from
vomiting as a cause of dental erosion, in which repeated acid
exposure can progressively weaken and demineralize tooth
structure and have periodontal effects.

Introduction

Hyperemesis gravidarum (HG) is a severe form of nausea and
vomiting of pregnancy that can result in dehydration,
nutritional compromise, and electrolyte abnormalities.
Current obstetric guidelines focus appropriately on these
complications, but oral health is not routinely incorporated
into HG assessment or management. This represents a
potential clinical gap given the physiologically plausible
pathway between recurrent vomiting, gastric-acid exposure,
and oral complications including dental erosion and gingival
inflammation.

Although HG typically improves as pregnancy progresses, oral
complications associated with repeated acid exposure or
difficulty maintaining oral hygiene may persist beyond the
acute illness and warrant early attention. Routine HG visits
therefore provide a low-burden opportunity for oral-health
screening, preventive counseling, and timely dental referral
without requiring a separate medical appointment.

This project aims to synthesize existing obstetric and dental
guidance, including recommendations from ACOG and the
ADA, alongside HG reference literature, pregnancy-based oral-
health evidence. The framework prioritizes areas of
convergence across available evidence while distinguishing
established pregnancy and dental evidence from the still-
limited HG-specific literature.

The proposed approach focuses on four areas: (1) the
physiologic pathways linking HG to oral-health risk, (2) what
current evidence demonstrates, (3) low-cost preventive
measures obstetric providers can recommend, and (4) a
practical screening and referral pathway for routine HG care.

Pathophysiology of Oral Risk in HG

What recurrent vomiting does to the oral environment:
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Oral Conditions Reported in HG

What the Evidence Shoy

Dertal erosion Recurrent exposure to gastric acid provides a plausible
‘mechanism for enamel erosion; however, direct measurement of
erosion incidence in HG cohorts remains limited.
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have not been established in literature.
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Overall 'HG specific prevalence data remains limited across oral conditions.
‘This represents an evidence gap in literature.

Clinical Algorithm of HG

A simple, guideline-based approach for routine HG visits:
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Patient- Specific Modifications

Recommendation

Use a soft-bristle toothbrush with fluoride toothpaste.
Encourage brushing at the ime of day when nausea and
‘Severe ptyalism gagging are least severe. If brushing triggers vomiting,
ar geging prioritize gentle oral cleaning and fluoride exposure as
tolerated rather than forcing brushing during severe
symptoms. [2,3.4,6,9]

Consider a fluoride mouth rinse (swish and spit) as a
temporary alternative whe toothpaste cannot be

Cannot tolerate toothpaste flavorffoam  (0/erated. Res luoride toothpaste as symptoms
improve. A mouth rinse should not be considered a
replacement for routine brushing when brushing is
tolerated. [2,3]

Encourage water rinsing after meals or snacks (o help
clear food and reduce prolonged exposure to dietary acids.

Frequent amell, heayy Emphasize daily fluoride exposure when
y

S twice-daily brushing is difficult to tolerate. [2,3,4,6,0]

Encourage frequent hydration as medically wlmuu and
use sugar-free gum to stimulate salivary flow
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mouth relief. [1,3,5,6,9]

When toothbrushing is not feasible, provide basic oral care

s ¢ ep
NPO or IV-fuid-dependent inpati chiorhexidine 1 used, follow the hospital's specific
IV Ipatiert® ;. ication and protocol rather than recommending routine

chlorhexidine use for all patients. [2,8]

Discussion

Oral health is a physiologically plausible but under-
studied dimension of hyperemesis gravidarum (HG) care.
Vomiting, dehydration, and dry mouth (xerostomia) may
increase the risk of enamel erosion, caries, and gingival
inflammation. Existing OB/GYN and dental guidelines
provide practical tools, including rinse-wait-brush
counseling, reassurance that dental care is safe during
pregnancy, and low-threshold dental referral.
Incorporating a brief oral-health screen into routine HG
visits is a low-cost way to address this gap while further
research evaluates HG-specific oral outcomes.
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