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ABSTRACT 
India lacks baseline epidemiologic data on the prevalence of malocclusion and orthodontic treatment 

needs among school children. Considering the fact that there is an urgent need for more epidemiologic 

data in this field we conducted this study in the suburban areas of Chennai. Objective: To assess the 

prevalence of malocclusion and orthodontic treatment needs among school children in the age group of 11 

to 14 years. Materials and Methods: The study was conducted in school children in the age range of 11 

to 14 years across 4 schools in the sub urban area of Chennai .1001 school students in age range of 11-14 

years (Mean-12.75), comprising of 614 males (61.3%) and 387 females (38.7%) were screened for 

Crowding, Open bite ,Deep bite, Cross bite, Angle‟s Class I Malocclusion, Angle‟s Class II Malocclusion 

and Angle‟s Class III Malocclusion. Results: The results  from our study indicates nearly 73.2% of the 

subjects had malocclusion out of which 88.3% had Class I malocclusion. Most of the subjects had 

crowding followed by deep bite. Conclusion: The data obtained in this pilot study will serve as baseline 

data for future studies in an Indian scenario and more importantly the results of our study can be used to 

other developing nations and .We also propose that the Indian population with its inherent diversity can 

serve as a reference population to study the multifactorial influences in the development and course of 

various malocclusions. Also these facts can validate all the indices which have been developed as we 

have studied the pattern at a more descriptive level 

____________________________________________________________________________________                                                                  

 
INTRODUCTION 

Early recognition of developing malocclusions 

can help to minimize or eliminate future 

invasive or costly treatment. It also gives if 

necessary the option of growth modification 

.Many children have orthodontic problems 

which develop at a young age. Parents are also 

aware and conscious that the  orthodontic 

problems need to be treated. Although most 

orthodontic problems are best treated with 

traditional brackets and some problems need to 

be treated as soon as they are noticed.  

Suresh babu et al and KM Shivakumar et al in 

2006 and 2009 stated that 19.9% and 20.1% of 

school children had malocclusion ranging from 

definite to handicapping malocclusion requiring 

elective to mandatory type of orthodontic 

treatment
1,2,3

.  

Considering the fact that there is an urgent need 

for more epidemiologic data in this field we 

conducted this pilot study in the suburban areas 

of Chennai, as the children and especially their 

parents in these areas do not have adequate 
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knowledge ,facility and mainly the finance to 

identify and treat malocclusion. 

OBJECTIVE: 

To assess the prevalence of malocclusion and 

orthodontic treatment needs among school 

children in the age group of 11 to 14 years. 

 

MATERIALS AND METHODS 

The study was conducted in school children in 

the age range of 11 to 14 years across 4 schools 

in the sub urban areas of Chennai. Permission 

was obtained from the Institutional Ethics 

Committee to conduct the study . The children 

who had or who were having orthodontic 

treatment including those on interceptive 

orthodontics were excluded from the study. 

Consent forms printed both in english and local 

language were given to the students for their 

parent‟s consent. 1001 school students in age 

range of 11-14 years (Mean-12.75) comprising 

of 614 males (61.3%) and 387 females (38.7%) 

were screened. The interview and examination 

of a single study subject took 3 to 4 minutes and 

parameters was recorded in a  proforma. 

A comprehensive oral examination was carried 

out on all subjects by well calibrated dental team 

and recorded the following parameters namely 

 Crowding 

 Open bite 

 Deep bite 

 Cross bite 

 Angles Class I Malocclusion 

   Angles Class II Malocclusion 

 Angles Class III Malocclusion 

 

STASTICAL ANALYSIS  

The Mean value and frequency distribution for 

various parameters was assessed, significance of 

association between various parameters was 

assessed using Chi - Square test (x
2
) . Data was 

analyzed using software Statistical Package for 

Social Sciences for Windows (SPSS Inc., 

version 15). 

RESULTS 

Subjects in the age group of 13 years were 

found to have the highest prevalence of 

malocclusion. The overall prevalence of 

malocclusion was 73.2%, out of which the 

prevalence of the CLASS I, CLASS II, CLASS 

III are summarized in Fig 1. The prevalence of 

various parameters assessed are tabulated in  Fig 

2.  

Prevalance of crowding, openbite, crossbite, 

deepbite  - Fig 2 

Open bite vs Class III  

Subjects who had class III malocclusion were 

found to be 4.13 times at a higher risk to develop 

open bite and this association was found to be 

statistically significant (p value =0.017) - Fig 3 

Deep bite vs Class II  

Among subjects who had class II malocclusion 

only deep bite showed a statistically significant 

association (p value =0.038). Subjects with class 

II malocclusion were found to be 1.67 times 

more prone to develop deep bite as compared to 

other subjects  - Fig 4 

Cross bite vs Class III  

Subjects who had class III malocclusion were 

found to be 1.09 times at a higher risk to develop 

cross bite and this association was found to be 

statistically significant (p value =0.011)  - Fig 5 

 

DISCUSSION 

Malocclusion is not a single entity but rather a 

collection of situations, each in itself 

constituting a problem, and any of these 

situations can be complicated by a multitude of 

genetic and environmental causes3. 

Guidance of the eruption and development of the 

primary and permanent dentitions is an integral 

part of the care of pediatric patients. Such 

guidance should contribute to the development 
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of a permanent dentition that is in a harmonious, 

functional and esthetically acceptable  occlusion 

Large number of studies have suggested that 

children have developed a relative degree of  

awareness of orthodontic treatment needs  .The 

trends in the studies seems to suggest that 

though the subjects  are aware of their 

malocclusion traits, they do not perceive a need 

for treatment to the same extent as a dentist or 

an orthodontist along with the cost concerns 
4,5,6. 

Age, gender and socio-economic background are 

also thought to play a role in the perception of 

malocclusion, with females and higher social 

class individuals
 
considered to be more critical 

of their dental aesthetics. 
7,8,9

 

Lately ,  occlusal  indices have been formulated 

in order to categorize the treatment of 

malocclusion into groups according to the 

importance and need for treatment. The Index of 

Orthodontic Treatment Need (IOTN) ranks 

malocclusion on the basis of the significance of 

various occlusal  traits for dental health and 

aesthetic components. The index incorporates a 

dental health component (DHC) based on the 

recommendations of the Swedish medical 

board
11

 and an aesthetic component (AC) 
10, 11, 12

 

The purpose of this study is to provide 

information about the prevalence of 

malocclusion and orthodontic treatment needs 

among 11-14 years old school going children. 

Though, assessment of malocclusion in non-

growing population is more reliable, this age 

range (11-14 yrs) was considered  because it 

represents the majority of school children with 

developing malocclusion who require 

orthodontic treatment. The results from our 

study indicates nearly 73.2% of the subjects had 

malocclusion out of which 88.3% had Class I 

malocclusion. Most of the subjects had crowding 

followed by deep bite. The prevalence of 

malocclusion in our study is much higher than 

reports from previous studies clearly suggesting 

that the ethnic and socio economic background 

along with a strong trait differs as far as 

malocclusion is concerned and it throws light on 

the fact that such studies should be conducted at 

every state and region level especially in a vast 

country like India with its varied geography, 

ethnicity, religion and seasonal background. 

 

To the best of our knowledge this is the first 

study conducted in Tamil Nadu that gives a 

comprehensive overview of status and 

prevalence of malocclusion .The data obtained 

in this pilot study will serve as  baseline data for 

future studies in an Indian scenario and more 

importantly the results of our study can be used 

to other developing nations  .We also propose 

that the Indian population with its inherent 

diversity can serve as a reference population to 

study the multifactorial influences in the 

development and course of various 

malocclusions. Also these facts can validate all 

the indices which have been developed as we 

have studied the pattern at a more descriptive 

level .Our study will help establish guidelines 

for prevention and care targeted towards the 

population of developing countries. The 

assessment of malocclusion and treatment needs 

is necessary to plan for orthodontic treatment 

and training  programs for specialists. 
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Fig :  2 
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Fig : 3 
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Fig : 4 
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Fig : 5 

 
 

 


