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ABSTRACT
Orthodontic care may seem out of reach for many children with special needs due to physical and developmental disabilities. 
Orthodontists who lack education and experience to work with such patients with disabilities end up denying treatment of these 
patients, as a result, patients and parents become frustrated.Orthodontic treatment is an elective procedure for essentially all 
patients, including those with medical problems. Correction of disfiguring dental and facial problems contributes in an important 
way to an individual’s self-esteem. The positive benefits of orthodontic treatment influence social integration and interaction, and 
can lead to significant improvement in overall well-being.
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INTRODUCTION

As a result of tremendous progress made in the fields of 
medicine and dentistry in the 20th century, a remarkable im-
provement in the survival rates, longevity and quality of life 
of children affected by congenital, developmental or patho-
logic conditions is continually occurring. Coupled with el-
evations in public awareness, changing social policies and 
opinion, and favorable legislation, higher standards of non-
institutionalized medical and dental care are becoming rou-
tinely available to these individuals. In the present scenario, 
the practicing clinician in the community responsible for ad-
dressing the needs of these special patients has to be acces-
sible to them, and competent and willing to provide them 
the required optimal level of care. Orthodontic treatment is 
an elective procedure for essentially all patients, including 
those with medical problems. Correction of disfiguring den-
tal and facial problems contributes in an important way to an 
individual’s self-esteem. The positive benefits of orthodontic 
treatment influence social integration and interaction, and 
can lead to significant improvement in overall well-being (1, 

2). However, there are important considerations while plan-
ning and rendering orthodontic care to children with special 
needs. The goal of this review is to discuss the indications 
and implications of orthodontic therapy for children in some 
of these special situations.

MENTAL RETARDATION

Mental retardation is defined as a significant decrease in the 
intellectual ability with consequent limited ability to adapt 
to the environment. The degree of retardation varies among 
individuals, ranging from mild to severe, and often occurs 
along with other systemic problems. Mental retardation is 
frequently associated with a greater occurrence of malocclu-
sion. 

Orthodontic Care
•	 Orthodontic treatment can provide significant esthetic 

and functional benefits to affected individuals. The 
orthodontic treatment plan for a mentally challenged 
patient should be individualized and developed keep-
ing the child’s strengths and weaknesses in sight. 

•	 Short appointments should be planned
•	 The clinician should ensure that a good level of com-

munication is established with the child, and that all 
explanations and instructions are simple and well un-
derstood by the patient. 

DOWN’S SYNDROME
Down’s syndrome (3-8), is a genetic disorder caused by tri-
somy of chromosome 21, which is an autosomal chromo-
some. This syndrome is associated with physical growth de-
lays, typical facial features, and mild to moderate intellectual 
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disability. In some conditions, such as Down syndrome, a 
generalized retardation of growth and development is often 
found. 

Clinical Manifestation
•	 Eruption of both deciduous and permanent teeth is fre-

quently delayed, and there is also a delay in the exfo-
liation of the deciduous teeth. 

•	 Pseudoprognathism decreased lower facial height, 
small midface, perioral hypotonia, a large and protrud-
ed tongue, crossbite, anterior open bite, and crowding 
are common associated craniofacial features. 

•	 Additionally, children with Down syndrome have an 
increased susceptibility to rapid, destructive periodon-
tal disease due to both local and systemic factors. 

•	 These children are also more prone to suffer from car-
diac defects, leukemia’s and respiratory infections. 

•	 Children with Down syndrome are frequently the vic-
tims of a stereotype image that has come to be asso-
ciated with their mental condition even though their 
mental retardation is usually of a mild or moderate 
nature, and these children often have a wide range of 
comprehensive and performance capabilities. 

Orthodontic Care
•	 The orthodontist should be careful to assess the poten-

tial of each child individually and structure treatment 
strategies accordingly. 

•	 The extent to which orthodontic appliance therapy can 
be successfully instituted varies with the cooperative 
abilities of the patient, but a good orthodontic treat-
ment result is certainly achievable for many patients.

•	 In the more severely mentally retarded patients, the 
initial placement of limited fixed appliances or bond-
ed/cemented bite planes can be accomplished under 
general anesthesia. Surgical orthodontic treatment is 
an important consideration in this in group of patients.

CEREBRAL PALSY
Cerebral palsy (9-10) is a collection of disabling conditions 
due to permanent brain damage in the prenatal and perinatal 
period. One newborn in approximately 200 live births is af-
flicted with this condition.

Clinical Manifestations
•	 Cerebral palsy is characterized by variable severities 

of muscle weakness, stiffness or paralysis, poor bal-
ance, irregular gait, and uncoordinated, involuntary 
movements. 

•	 Mental retardation, seizures, strabismus and speech 
problems may accompany the neurological problems. 

•	 A wide range of neuromuscular dysfunction is seen, 
which presents as spasticity, dyskinesia, ataxia or a 
mixture of these. 

•	 These children also may suffer from abnormalities of 
the cervical spine. 

Oral Manifestations
•	 They lack intraoral, perioral and masticatory muscle 

coordination and have limited control of the neck mus-
cles, which contributes to the risk of head roll in the 
supine position. 

•	 Children with cerebral palsy often have severe attri-
tion due to bruxism, and a higher frequency of peri-
odontal disease and gingival hyperplasia that is related 
to both local factors and anticonvulsant therapy. 

•	 They frequently have a marked overjet, open bite, pos-
terior cross bite, and are more susceptible to trauma 
to the anterior maxilla, thus implicating the need for 
orthodontic treatment. 

Orthodontic Care
•	 Depending on the severity of neuromuscular dysfunc-

tion, specific goal-oriented orthodontic treatment, of-
ten in conjunction with orthognathic surgery to correct 
the large overjet and open bite can be undertaken for 
them. 

•	 Care should be taken to stabilize the patient’s head 
and to avoid a completely supine position in the dental 
chair during treatment.

•	 In general, for patients with a known history of sei-
zures, orthodontic treatment can be carried out safely 
when the disease is under good medical control and 
there is no active seizure activity in the recent history 
of the disease.

•	 Gingival surgery for reducing the hyperplasia may be 
required to facilitate orthodontic treatment.

Cystic Fibrosis
Cystic fibrosis(11-14) has an occurrence of one in 2,000 births, 
is the most common lethal genetic disorder in Caucasians. 
Children with cystic fibrosis have progressive obstructive 
lung disease and are at a high risk of infection. Antibiotic 
administration is the mainstay of therapy for the treatment of 
cystic fibrosis. New and potent antibiotics, more aggressive 
antibiotic treatment and multiple routes of administration 
have contributed to improved survival among cystic fibrosis 
patients.

Oral Manifestations
•	 Oral implications associated with cystic fibrosis in-

clude enamel hypoplasia and tooth discoloration
•	 Salivary gland dysfunction
•	 Reduced levels of dental plaque, caries and oral dis-

ease. 
These are also related to the effects of antibiotics in these 
patients. Cystic fibrosis patients are always at a high risk of 
developing lethal lung infection(15), and the mouth may act 
as a reservoir for potentially pathogenic respiratory bacteria. 
They have deficient salivary secretion, and are at a greater 
risk of decalcification around fixed orthodontic appliance at-
tachments. When undertaking orthodontic treatment, precau-
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tions should be taken to avoid the possibility of the patient 
aspirating infective material. (16)

Orthodontic Care
•	 For this reason, and also to avoid restricting their al-

ready diminished lung volume, these children should 
be treated in a more upright rather than fully reclined 
position. 

•	 However, since longevity in affected children varies 
widely among individual patients, an evaluation by 
the patient’s physician of the severity of the problem 
and life expectancy should be included while planning 
possible orthodontic treatment.

Juvenile Rheumatoid Arthritis (17)

It is an inflammatory condition of the joints, probably of 
autoimmune origin, in which the inflamed and hyperplastic 
synovial membrane encroaches on the articulating joint sur-
faces and leads to the destruction of the articular cartilage 
and underlying bone if left untreated.

It is the major arthritic problem in children and young adults, 
and is extremely variable in onset, severity and clinical 
course. The proliferative arthritis involving multiple joints 
may frequently affect the temporomandibular joint in chil-
dren, either unilaterally or bilaterally. It may be self-limiting 
with satisfactory recovery in many cases, or may, in severely 
affected patients, progress to irreversible damage to the joint 
spaces, leading to significant functional disability. 

Clinical Manifestations
•	 The patient may have varying degrees of mandibular 

retrognathia(24,25) with a steep mandibular plane, an-
terior open bite(18), mandibular asymmetry in patients 
with unilateral involvement, and signs and symptoms 
of temporomandibular joint dysfunction. 

•	 These may include difficulty in wide mouth opening, 
pain on mandibular movements and joint sounds.

•	 Erosion of the cortical outline in the TMJ is the most 
common radiographic finding, followed by flattening 
with or without erosion, and the complete loss of the 
condylar head in the very severely affected patients.

•	 A multidisciplinary approach is usually required for 
the management of various componentsof juvenile 
rheumatoid arthritis.(19-21)

•	 Medical treatment involves steroidal and non-steroidal 
anti-inflammatory agents, while gold salts, d penicil-
lamine and cytotoxic drugs may be required for select 
patients. Temporomandibular therapy is aimed at re-
ducing pain and dysfunction in the masticatory sys-
tem, restoring and maintaining mandibular mobility to 
correct and prevent occlusion problems and deformi-
ties, and at stimulating mandibular growth.(22,23)

•	 Therapeutic exercises against resistance and chewing 
training are beneficial to increase muscle strength and-

mandibular mobility. Occlusal splints or passive acti-
vators may be helpful to decrease the load on the TMJ 
and reduce masticatory muscle tension.

Orthodontic Care
•	 Children with juvenile rheumatoid arthritis should 

have annual orthodontic examinations, which should 
include a functional evaluation of the masticatory sys-
tem, and radiographic studies of the face and the tem-
poromandibular joints. 

•	 Orthodontic treatment in patients with juvenile rheu-
matoid arthritis should be attempted only when the 
disease is under control. It must be remembered that 
stress on the joint during orthodontic treatment may 
result in further degeneration of the condyle. 

•	 Functional appliances with large mandibular propul-
sions, heavy intermaxillary elastics and orthognathic 
surgery involving large mandibular advancements can 
lead to increased joint stress. 

•	 Therefore, in the more severely retrognathic patients, 
surgical orthodontic treatment options involving max-
illary surgery and genioplasty should be considered 
when possible.

DISCUSSION

Children with special needs are refrained from having nor-
mal activities because of any physical or mental disability. 
They require special orthodontic attention due to increased 
prevalence and severity of malocclusion.In order to deal 
with such patients the most important quality an orthodon-
tist must have is “communication skill”. Good soft skills can 
help convincing the parents as well as patients to undergo 
treatment. Before starting such cases it is always advisable to 
take advice from the patients’ physician. This will help us for 
being more cautious while framing the treatment plan. The 
orthodontist should be careful to assess the potential of each 
child individually and structure treatment strategies accord-
ingly. The extent to which orthodontic appliance therapy can 
be successfully instituted varies with the cooperative abili-
ties of the patient, but a good orthodontic treatment result is 
certainly achievable for many patients .most of these patients 
present with poor oral hygiene and they should be educated 
for the same.

CONCLUSION

These patients had these disabilities by chance not by choice, 
so we as clinicians must not differentiate them from our nor-
mal patients. Rather we should make efforts to help them to 
establish their self –esteem and giving them a better quality 
of life.
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