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ABSTRACT:. Timing of orthodontic treatment is a controversial topic among clinicians, showing great diversity
of opinions; some recommending intervention early in the occlusal development, and others arguing in favour
of treatment in the late mixed or early permanent dentition. Early interceptive orthodontic treatment for
elimination of different factors affecting dental arch development, growth of maxilla and mandible is well
debated and has a mixed response among clinicians, possibly because of little scientific evidence that exists to
support such intervention and actual benefit from such early treatment. This article aimed to review various
studies and evaluate the efficacy of early orthodontic intervention and concluded that treatment in the early
mixed dentition is an effective method to restore normal occlusion and eliminate the need for further
orthodontic treatment.
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INTRODUCTION

Timing of orthodontic treatment is a controversial
topic among clinicians, showing great diversity of opinions;
some recommending intervention early in the occlusal
development, and others arguing in favour of treatment in
the late mixed or early permanent dentition. It has been
suggested that, although almost all types of malocclusion
could benefit from early treatment, the effectiveness of
intervention depends on type and severity of
malocclusion1. The main reason for the controversy seems
to be that our present knowledge about the timing of
treatment is largely based on clinical experience and
reflects various approaches and clinical traditions of
orthodontic practice. Scientific evidence is limited, and
there are only few studies specifically targeting questions
about the effects of early treatment. Patterns of occlusion
in the deciduous dentition that may be regarded as normal
are (a) distal surfaces of the maxillary and mandibular
deciduous second molars are on the same vertical plane
(b) deciduous molars follow the same relationships as in
normal occlusion of permanent molars, the mesiobuccal
cusp of the maxillary deciduous second molar occluding
into the buccal groove of the mandibular deciduous
second molar. The deciduous second molar relationship is
not an invariable base for classification in the deciduous
dentition, since the foregoing two types are both
considered normal. The canine relationship should be
employed in diagnosing mesiodistal arch malrelation in the

deciduous dentition. In normal dental development the
permanent first molars usually complete their eruption at
age 6 to 7 years and assume their normal relationship, in
which the mesiobuccal cusp of the maxillary permanent
first molar occludes within the buccal groove of the
mandibular permanent first molar and the mesiolingual
cusp occludes at the occlusal fossa of the mandibular first
molar. The permanent molar occlusal adjustment occurs
while the premolars are erupting. If the occlusal
adjustment does not occur, there is a distal relation of the
molars and frequently malocclusion of the entire interarch
relation. Our goal in this study was to investigate the
orthodontic treatment effects in different age groups.

Discussion

Treatment of dental crowding without bite abnormalities
is normally initiated during second period of mixed
dentition when canine eruption takes place. However
patients with occlusal discrepancies, impaired voluntary
movement and abnormalities in tooth number may require
earlier intervention2. Early intervention in these cases has
an interceptive function by preventing progression to full
form of a disorder and excluding interference to normal
development of dental arches. Early intervention has
however a disadvantage of long period of treatment, which
can be justified by reports of increase in severity of age
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related crowding and arch length discrepancies3. Another
justification for early treatment can be to prevent trauma
from occlusion in class II patients with increased overjet
and upper incisor inclination4. Clinical trials that focused
on the effectiveness of two alternative treatment
modalities including an early growth modification phase
and a second phase was compared with single-phase
treatment in the early permanent dentition5-8. The results
showed that, apart from improved self-esteem, only minor
benefits were obtained by the early treatment phase9.
These studies provided valuable scientific evidence for
clinical decision making. Other studies10-12 however
indicated that a similar growth-modification phase with
higher orthopaedic forces could have resulted in better
consistent effects. The development of dentition between
6-8years of age has many variations, paralleled by
variation in development of disorders13. It is important to
establish a relationship between onset of these disorders
inhibiting growth of alveolar bone, development of
dentition and planning orthodontic treatment accordingly.
Some studies showed that early treatment is effective and
desirable in specific situations, keeping in mind however
that open bite and increased overjet are known to diminish
with elimination of thumb sucking and other habits14. Early
treatment should depend on the severity of malocclusion
and its impact on the neuromuscular system. Early
treatment in class III cases produces more favourable
results and palatal expansion appears to be more stable if
initiated before ossification of midpalatal suture15,
indicating that crossbite should be corrected at an early
stage to prevent asymmetric growth of mandible and
maxilla16, as crossbite occlusion appears to support
development of asymmetric bite force17. Deep overbite,
increased overjet and open bite was predominant in 6-8
years of age, whereas crowding was the main factor in
malocclusion in permanent dentition. So, there is a
general consensus that treatment of crowding should start
in the permanent dentition18. However many questions still
remain about the effectiveness of orthodontic intervention
in the mixed dentition.

CONCLUSION

Prevalence of malocclusion is similar to adults in age
group 6-8 years with difference is distribution of specific
symptoms, deep bite and increased overjet showing
highest frequency, which however decline with growth and
development. Reverse overjet, crossbite and severe cases
of overbite and overjet should be treated at an early stage.
Orthodontic intervention in the early mixed dentition is an
effective treatment modality for malocclusions.
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